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Preface

The field of “women’s health” is not a solitary discipline. Women’s health consists,
instead, of knowledge and expertise of professionals in many disciplines who work
together to improve women’s health status. Accordingly, the Encyclopedia of
Women’s Health brings together the knowledge and experience of professionals
from a wide range of fields including medicine, law, psychology, social work,
demography, education, epidemiology, dentistry, cosmetology, massage, nutrition,
physical fitness, history, and many others. This broad foundation allows us to
explore women’s health from a biopsychosocial perspective, and to consider the
many facets of women’s health and the many factors that impact women’s health
status. This text is intended as a reference both for nonhealth professionals who
wish to have a more in-depth understanding of various topics, and for health profes-
sionals searching for an introduction to fields outside of their own.

The first portion of the Encyclopedia serves as an introduction to the study of
women’s health. It includes an in-depth examination of various foundational
aspects of women’s health, including the history of women’s health, women in the
health professions, the impact of work on women’s health, and women’s role in
providing health care to others. The second portion of the Encyclopedia is orga-
nized alphabetically by entry. These entries focus on all aspects of women’s health,
from medicine, to legal issues, to history, to beauty, to complementary and alter-
native approaches to health. The information that is presented is meant to be prac-
tical and informative. Each entry is followed by a list of suggested readings, as well
as a listing of resources available on the Internet and elsewhere. We trust that you
will find these pages both exciting and informative in their depth and coverage.

SANA LOUE

MARTHA SAJATOVIC
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I. Foundation Topics in
Women’s Health





History of Women’s Health in
the United States

Siran M. Koroukian

This chapter provides a brief overview of the history of
women’s health and the array of factors that have played
a central role in shaping it. First, it presents a background
describing gender-based disparities in health care. It then
discusses the cultural context in which women have
been perceived by society, their representation in the
health care workforce, and the development of the med-
ical specialty of obstetrics and gynecology (OB/GYN), as
well as social, economic, and political forces that have
shaped the medical care provided to women. It con-
cludes with thoughts on future directions in women’s
health, while considering the many advances made
toward gaining equality with men in education, employ-
ment, societal role, and political empowerment.

BACKGROUND

As discussed by Ruzek et al. (1997), the World Heath
Organization (WHO) recognizes several elements as pre-
requisites for health: freedom from the fear of war; equal
opportunity for all; satisfaction of basic needs for food,

water, and sanitation; education; decent housing; secure
work; useful role in society; and political will and public
support. These elements provide a framework to study
women’s health in the United States in a temporal con-
text, and to draw a trajectory of it through history.
Inequalities in these elements between men and women
have greatly contributed to health disparities observed in
today’s societies throughout the world, particularly in
regard to education and to social, economic, and political
empowerment. These inequalities have existed in the past
and persist through contemporary times.

The dramatic improvements in women’s health dur-
ing the 20th century should be noted at the onset. These
changes are described in detail in a document compiled
by the U.S. Department of Health and Human Services
(DHHS), Office of Women’s Health. From 1900 to 1990,
women’s life expectancy increased by more than 30
years—from 48.3 years to about 80 years. Even in the
first 40 years of the 20th century, a significant reduction
was observed in maternal mortality (from 600–900 to 
11 deaths per 100,000 live births), infant mortality (from
146 to 34 per 1,000 live births), and in the number of
deaths from tuberculosis (fourfold). These dramatic
changes occurred even before the introduction of antibi-
otics; further improvements followed the development
and availability of antibiotics, the improvement of
hygiene, and numerous advances in medical practices.
Unfortunately, however, increases in longevity were
accompanied by an increased likelihood of developing
chronic diseases, as shown by the shift in the causes of
death in women from infectious diseases in the early
1900s (tuberculosis, syphilis, pneumonia, and influenza)
to chronic illnesses at the end of the 20th century 
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(cardiovascular disease [CVD], cancer, stroke, chronic
obstructive pulmonary disease, and diabetes). Also, due
to advances in medicine and technology, many women
with disabling conditions are now able to survive and
participate in various activities at a rate higher than ever.
By the end of the 1990s, 24% of adult women were liv-
ing with disabilities; 70% of those with nonsevere dis-
abilities and 25% of those with severe disabilities were
part of the U.S. workforce.

Despite the improvements highlighted above, gen-
der disparities in health persist today, with significant
gaps observed in the prevention and treatment of a
number of clinical conditions. This is in part a result
of the failure to integrate women’s health in general
medical practice due to (1) a view of women’s health as
encompassing only the reproductive system, consisting
of pregnancy and childbirth, abortion, contraception,
menstruation, and menopause, and (2) the assumption
that women’s health care needs are identical to those of
men, except for the differences in reproductive health.

In recent years, medical research has been redirected
to determine whether, and in what aspects, disease pre-
vention, presentation, and treatment may differ between
men and women. Because until recently medical research
has almost exclusively included men, the symptoms, pro-
gression, and management of nonreproductive diseases
have been, and still are, based on what has been observed
in men and not in women. In turn, these observations
have been incorporated in didactic courses taught in med-
ical schools. Health care professionals who have received
teaching from this perspective have been trained to asso-
ciate certain symptoms with a given diagnosis.
Consequently, they may miss an opportunity for early
diagnosis and disease management if the disease is pre-
sented and/or described by women differently than by
men or if the disease presentation is not consistent with
what is described in the mainstream medical literature. For
example, the presentation of coronary artery disease
(CAD), the leading cause of death in women in contem-
porary times, may be very different in men than in
women. In a study by Philpott, Boynton, Feder, and
Hemingway (2001), gender-based differences were
reported in pain location when describing chest pain, with
women referring to pain in such locations as the throat,
neck, jaw, or even central and lower abdomen, more
often than men. As noted by Philpott et al. (2001), Such
locations are described as “atypical” in cardiology text-
books, a term used to mean “not like men.” Similarly,
women complained of shortness of breath, palpitations,
lack of energy, back pain, nausea, and dizziness more

often than men—symptoms that are not viewed as spe-
cific to CAD. Such patterns of “atypical” and/or nonspe-
cific symptomatology greatly contribute to an
underestimation of the extent of the problem by the
physician, and consequently to inadequate disease man-
agement. In fact, it has been found that women are
referred for coronary artery bypass graft at a more
advanced stage of the disease than men. As a result, they
are more likely to experience, in addition, a higher rate of
perioperative mortality. Another study by Ayanian et al.
(1993) examining the rates of diagnostic and therapeutic
procedures among patients hospitalized for CVD has doc-
umented higher rates of such procedures in men than in
women. However, investigators have been unable to
determine whether these findings indicated that these pro-
cedures were overused by men or underused in women.

Attention to differences in how diseases should be
treated in men compared with women has also been
neglected, reflecting the longstanding belief in the med-
ical community that treatment for nonreproductive dis-
eases should be identical in men and in women. Findings
from research in more recent years have highlighted the
important roles played by female hormones in maintain-
ing not only reproductive health, but general health as
well. One example is the role played by estrogen in pro-
tecting women against CVD. Such a finding has led us to
better understand changes in the likelihood of develop-
ing CVD in the peri- or postmenopausal periods. Similar
observations about disease presentation and treatment
may be made about other clinical conditions as well.

A committee of the American College of Physicians
(1997) recently recommended that women’s health care
refer to the “prevention, screening, diagnosis, and man-
agement of conditions that are unique to women, more
prevalent in women, more serious among women, have
different risk factors for women, and/or require different
interventions in women.” The committee places a special
emphasis on expanding “women’s health from the nar-
rower concept of reproductive health care.” This change
in paradigm, along with the very important gains that
women have made in mustering political forces in the
last century, particularly in the last few decades, is highly
promising for vast improvements in women’s health in
the decades to come. To understand gender-based dis-
parities, however, it is important to consider women and
their health in a cultural context through time. How
women were viewed by the society, and how the med-
ical profession perceived their health care needs—and
changes thereof over time—are paramount in under-
standing women’s health in contemporary times.

History of Women’s Health in the United States
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CULTURAL CONTEXT

For centuries, women have been perceived as
weak, sickly creatures. Assumptions have been made
about the smaller size of their brains and their inferior
intelligence, as well as their frailty. This position has
shaped the beliefs and attitudes of the medical commu-
nity, leading to an almost a priori assumption that most
health complaints presented by women may be psy-
chosomatic in nature or have a psychological under-
pinning. For example, nausea in pregnancy was
believed to have resulted from the ambivalence or the
resentment of women who were not well prepared for
motherhood.

Women were believed to have been “dominated by
their uterus and ovaries.” To illustrate the extent to
which such stereotypes are embedded in our culture, it
is worth noting that the term “hysteria” that originates
from the Latin root of “hyster,” meaning uterus, is a
term used in common language today to refer to “wild
uncontrollable emotion or excitement,” as defined in
the Oxford American Dictionary (1980). To date, the
term “hysteria” is used in the medical lexicon to refer to
a nervous affection occurring mostly in women.
According to the Merriam-Webster Online Medical
Dictionary, hysteria is “1. a psychoneurosis marked by
emotional excitability and disturbances of the psychic,
sensory, vasomotor, and visceral functions without an
organic basis, and 2. behavior exhibiting overwhelming
or unmanageable fear or emotional excess.” Given such
attitudes, it comes as no surprise, for example, that
removal of ovaries, or female castration, was performed
to treat psychological ailments.

There are several elements—or events—in female
reproductive health that have shaped society’s percep-
tions of women and their health over time. From a
biological perspective, the fact that menstruation and
childbirth are unique to women and that they are often
accompanied by a level of pain and discomfort (such as
bleeding and cramps in menstruation and labor pains in
childbirth) are likely to have helped develop the notion
of women being sicker and weaker than men.
Menopause has led a clear understanding of the pres-
ence of a biological clock in women’s reproductive
functions; in cultures in which women are valued
almost exclusively for their reproductive abilities, reach-
ing menopause implied a sense of finality and worth-
lessness, and even an end to sexuality as well.
Conversely, the sustained sexual functions in men and
their (apparently) sustained reproductive function in

older age may have contributed to their feeling of
superiority in that regard. From a socioeconomic per-
spective, the traditional role of women in attending to
their families has been greatly responsible for the
reduced devotion of their mental and physical energy to
the personal development of their mind and body; this
focus has contributed to gender inequalities in educa-
tion, secure work, and income observed throughout
history and persisting until today. It is through the
consideration of the complex and strongly linked set of
biological, social, legal, political, and economic factors
that women’s health and their quality of life should be
studied. The following sections provide a brief
overview of some of these factors.

Menstruation

Menstruation, in some cultures, has been perceived
as mystical, while in others, menstruating or postmen-
strual women have been viewed as “unclean.” This per-
ception varied widely across various cultures. For
example, Chinese sages considered menstrual blood the
essence of Mother Earth. At the other extreme, between
the 8th and 11th centuries, the Christian Church refused
communion to menstruating women.

It is believed that the concept of calendar devel-
oped first in women, as they followed their body
rhythm in relation to their observations of the moon.
Some refer to Chinese women’s establishment of the
lunar calendar 3000 years ago. It has also been claimed
that the origin of mathematics may have derived from
the concept of counting that is so deeply embedded in
the menstrual cycle.

It is worth noting the issues of quality of life that
are associated with menstruation. From sponges to
menstrual cups that had to be inserted in the vagina to
collect blood, to reusable pads, women have had to use
a wide array of menstrual products. According to the
DHHS document (2002), disposable pads were devel-
oped following World War I and marketed in the 1920s;
they were manufactured using materials and techniques
similar to those used in manufacturing war bandages.
This technology was later used to develop adult diapers
and special pads for adults with urinary incontinence.
Tampons were developed during the same time period,
and widely used in the 1940s. However, there were sev-
eral concerns with the use of tampons. One concern
was that tampons would compromise a girl’s virginity.
Fears about their safety were intensified in 1980, when
toxic shock syndrome in young women (813 cases and
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38 deaths) was linked to a type of superabsorbent 
tampons. More recently, false rumors spread through the
Internet also raised concerns that tampons may contain
asbestos and dioxin.

Female Sexuality

Historically an interest in and enjoyment of sexual
relations were considered unhealthy for women. As an
example, masturbation and sexual arousal were thought
to lead to insanity. The suppression of sexual feelings
could be achieved by removing the clitoris; clitoridec-
tomies were performed in America until the late 1930s
and continue to be performed to date in many regions
of Africa.

Female sexuality remains severely underre-
searched. In 1953, a report published by Michael Kinsey
caused a major controversy, as it showed that many of
the 5,500 women interviewed for the study actually
enjoyed sexual life. These findings challenged the
widely held belief that women’s role in lovemaking was
to satisfy the husband. The biological framework in
which sexuality is studied, and the medicalization of it,
explain why the evaluation of sexuality has been
restricted to that of physical performance during inter-
course, without consideration of factors such as love,
passion, freedom from fear, emotional involvement, and
cooperative contraception. In the medical context, erec-
tile function is considered paramount in the study of
male sexuality, with numerous studies on impotence. It
had been hypothesized that the clitoris may suffer from
similar vascular anomalies as the penis. However, the
number of studies on female sexual dysfunction and its
association with chronic diseases, medications, or
lifestyle, is dwarfed in comparison to that of studies on
male sexual dysfunction (see Tiefer, 1994).

Pregnancy and Childbirth

Pregnancy and childbirth historically have been
considered to be focal events in reproductive life.
However, the male-centered understanding of these
events and their management have shaped women’s
health and its research in very important ways. For
example, as discussed by Duffin (1999), it was believed
in the late 1600s that a sperm included a fetus that a
woman would carry for nine months and later deliver.
The human egg was not discovered until early 1800s,
although it is much larger in size than the sperm.

Female midwives, many of whom were educated
and trained like surgeons, were primarily in charge of
childbirth. They were often respected as prominent
members of their communities. Male midwives started
appearing in the 17th century in birthing rooms, mostly
in affluent homes.

Obstetrics was slow to be incorporated in the
medical profession; it was rejected by the American
College of Physicians as an “ungentlemanly profession.”
By the early 19th century, however, obstetrics became
part of the medical curriculum. The study of the gravid
uterus, its pathology, and details in measuring the
pelvis to predict difficulties in childbirth became impor-
tant components of obstetrics. Ergotamine was intro-
duced in the early 1800s to control postpartum
hemorrhage. A significantly higher rate of infections
was observed among women attended by physicians,
compared to those who were attended by midwives.
It was hypothesized that the high rate of infections may
have been associated with inadequate hand-washing
techniques by physicians performing autopsies on
women who had died as a result of postpartum fever,
and who later attended to women during delivery,
resulting in the transmission of infectious agents.
Infection control was later introduced with a hand-
washing program of chlorine solution.

The concept of pain control during delivery encoun-
tered stiff resistance, however, due to a strong belief that
women were meant to suffer in childbirth, pursuant to
the Biblical imposition of labor pain as a punishment for
the “original sin.” It is unclear why physicians increas-
ingly came to rely on the use of anesthetics, despite the
higher cost, although some historians believe women
advocated for it. Pain control evolved from general anes-
thesia to regional anesthesia, which was shown to be
safer for the infant; later, pain was managed using
Lamaze education and psychoprophylaxis.

Use of instrumentation during childbirth, such as
forceps, electronic monitoring of fetal heartbeats and
uterine contractions, and cesarean delivery, increased
steadily as well. The use of diagnostic and interventional
technology in pregnancy followed; this included diag-
nostic ultrasounds, amniocentesis, and in utero surgery
on the fetus. The treatment of infertility, which led to a
dramatic increase in multiple births, also advanced
rapidly in the 20th century, through hormonal treat-
ments, in vitro fertilization, and more recently, cloning.

The movement favoring natural childbirth and
breast-feeding, which recognizes pregnancy and child-
birth as natural events, and mother’s milk as the best

History of Women’s Health in the United States
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source of nutrition for the infant, originated in the
1970s. The profession of midwifery experienced a
rebound during this time. Later, birthing centers were
developed and were designed to simulate a homelike
environment in a hospital setting. There was also
heightened interest in home deliveries and doulas, or
laypersons providing physical, emotional, and informa-
tional support to the birthing mother and her partner
during childbirth and postpartum care.

Abortion

Abortions were not considered illegal until the 19th
century when Britain and the United States passed their
first antiabortion laws. During this antiabortion period,
abortions continued to be performed, but they were
done in highly septic environments, using any means
that a woman could find: knitting needles, coat hang-
ers, vaginal douches with toxic solutions, or ingestion
of strong chemicals. Resorting to such measures
reflected women’s resolve to find any means to abort
when facing an unwanted pregnancy. Such practices
resulted in high rates of mortality, mostly from infec-
tions; when not fatal, severe complications such as
sepsis and perforation of the uterus often resulted.
Sepsis often led to secondary infertility, due to the
obstruction of the Fallopian tubes, as well as other
chronic conditions. The psychological stress was also
significant. And, because the tradition of early abortion
had been well rooted in these societies, abortions con-
tinued to be performed openly, and juries refused to
convict abortionists.

In 1973, the U.S. Supreme Court held that limiting a
woman’s right to terminate her pregnancy violated
the Due Process Clause of the 14th Amendment of
the Constitution (Roe v. Wade). In 1976, the Hyde
Amendment banned the use of Medicaid funds for abor-
tion, except when the woman’s life was endangered.
Nearly 20 years later, the law was broadened to allow
Medicaid coverage for abortion services in the cases of
rape or incest. To date, many faiths and institutions, such
as the Roman Catholic Church, consider abortion unac-
ceptable, except when performed in the cases of rape or
incest.

During the antiabortion era of the late 1800s, an
estimated 2 million abortions were performed. 
One hundred years later, approximately 1.5 million
abortions are now performed every year. These, statis-
tics as noted in Our Bodies, Ourselves, speak to the
inability of laws to control the extent, to which women

utilize abortions. However, the laws affect the practice
of abortions, as antiabortion laws encourage illegal 
and clandestine practice of abortions, most often per-
formed in nonoptimal conditions, leading to adverse
outcomes, and even maternal death. The legalization of
abortions has contributed to dramatic reductions in
maternal mortality.

Contraception

Efforts to prevent pregnancy can be traced to as far
back as ancient Greece. Until a few decades ago,
however, women relied on breast-feeding that serves as
a fairly effective means of contraception, through the
suppression of ovulation. Throughout the centuries,
women’s diaries described their lives in a perpetual
transition from pregnancy to breast-feeding and then
back to pregnancy. Freeing themselves from the con-
stant function of reproduction was perceived as the key
to emancipation.

The first birth control clinic was opened in 1916, in
Brooklyn, New York, by Margaret Sanger who became
a major catalyst for changing laws pertaining to the
use and dissemination of contraception. The clinic
remained open for 10 days and served 500 women dur-
ing that time. It was forced to shut down, however, as
it was challenged by the Comstock Law of 1873, which
considered information on birth control as obscene,
and outlawed its distribution. In 1936, in U.S. v. One
Package, Margaret Sanger and the Federal Legislation
on Birth Control were successful in arguing that
physicians were exempted from the provisions of
the Comstock Law that prohibited the dissemination
of information on contraceptives. In Griswold v.
Connecticut (1965), the Supreme Court overturned one
of the last state laws prohibiting the use of contracep-
tives by married couples. Numerous initiatives aimed at
funding family planning services were introduced, first
in 1965 through the War on Poverty, by the Office of
Economic Opportunity; and later in 1970 (Title X), a
federally funded program to serve low-income women.

In the early 20th century, coitus interruptus, the
rhythm method, early versions of condoms and
diaphragms, abortion, and surgical sterilization were
common methods of birth control. Toward the end of
the century, the birth control pill, which was first
approved as a treatment for irregular periods and
menstrual cramps, became the most commonly used
form of reversible contraception. The Food and
Drug Administration (FDA) approved the use of birth
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control pills in 1960. Early versions of the birth control
pill contained high levels of estrogen; their use was
associated with elevated risks of blood clots, heart 
disease, and stroke. As a result, increasing use was
made of contraceptives that carried lesser systemic
effects, such as the diaphragm and the condom.

The intrauterine device (IUD), first introduced in
the 1960s, was later discontinued in the 1980s, follow-
ing the FDA’s 1974 ban on the use of one type, the
Dalkon Shield, due to its association with uterine infec-
tions. In the 1990s, long-lasting and reversible forms of
contraceptives were introduced, such as Norplant
(implant) and Depo-Provera (injectable). The latter
product, which was often prescribed to young, sexually
active women, was viewed as a product that may have
contributed to the decline in teen births in the United
States during the last decade. The use of condoms
increased later as a result of the HIV/AIDS epidemic, as
it also presented an effective method to prevent sexu-
ally transmitted diseases (STDs).

Despite these advances in the development of effec-
tive methods of contraception, the topic of birth control
remains taboo, and many pregnancies occur without
planning, and/or are terminated deliberately. The use of
contraceptives requires careful planning; unfortunately,
access to contraceptives may be limited in some circum-
stances. The use of some of the most effective forms of
family planning methods requires consultation with a
physician and a willingness to undergo a gynecologic
exam. This poses a significant impediment to young
women who may find the physical exam and the disclo-
sure of their sexual history to health care providers too
embarrassing and/or frightening. To others, this process
is difficult or impossible because of financial barriers,
including lack of adequate insurance, or logistical diffi-
culties, such as travel and childcare. While the responsi-
bility of ensuring family planning is ideally shared by
sexual partners, the burden engendered by unprotected
sexual activity is typically borne by women.

Lesbian Health

Lesbian health has been part of public debate only
in recent years, and the Healthy People 2010 (the federal
government’s guidelines for health care in the next cen-
tury) has specifically called for the elimination of dis-
parities in the health of gay and lesbian communities. It
is estimated that 6.5 million women (or 4% of the adult
female population) in the United States are lesbian.
Consequently, a given provider attending to the adult

female population is likely to serve lesbian women as
well as women of other sexual orientations (heterosex-
ual and bisexual) and the physician must be prepared
to provide an adequate environment for optimal care.

It is of note that lesbians are significantly less likely
than their heterosexual counterparts to seek gyneco-
logic care for prenatal care or family planning. It fol-
lows then that they are less likely to also undergo
screening exams for breast and cervical cancer, or for
STD, a pattern that has contributed to increased risk of
cancer and STD in this population.

Numerous other barriers to care for lesbians are
identified. Health care providers rarely receive adequate
training on gay, lesbian, bisexual, and transgender
(GLBT) health care issues. For instance, it has been
reported that only a few hours are devoted to the study
of such issues in the course of several years of training
in medical schools. Providers’ attitudes range from
homophobia to “heterosexism” (a term that mirrors sex-
ism or racism), making the environment unwelcoming
to the GLBT population. Finally, the effects of financial
barriers are not to be underestimated, as lesbians are
less likely than heterosexual women to have health care
insurance, because they may not be eligible to receive
coverage under their partners’ policies. It has been
reported that in 2000, only 99 (or 20%) of Fortune 500
companies, and 8 state governments offered benefits to
domestic partners. Even when those benefits were
available, many employees were reluctant to disclose
their sexual orientation in the workplace for fear of
compromising their employment position.

Menopause

Negative attitudes toward menopause have persisted
throughout the centuries. Some have attempted to
explain cessation of menstrual blood flow through
the presence of “insufficient pumping force through
blood vessels.” Vaginal atrophy, bladder symptoms, can-
cer, gout, and arthritis were believed to occur during
menopause. The boundaries between normal physiology
and pathology with regard to menopause were not delin-
eated until recently. That menopause was a natural
process and that symptoms were not fatal was first
explained in a 1904 publication by Pancoast and others,
entitled Beautiful Womanhood: Guide to Mental and
Physical Development.

With menopause, an array of changes occurs grad-
ually over a period of several years, involving changes
in bleeding patterns, hot flashes, sleep disturbances,

History of Women’s Health in the United States
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weight changes, vaginal discomforts, changes in sexu-
ality, osteoporosis (or loss of bone mass), as well as
changes in mood and cognition. In the 1960s, estrogen
therapy was proposed as a remedy to menopausal
symptoms and aging. A number of studies were initi-
ated in later years as part of the Women’s Health
Initiative to investigate the risks and benefits of hor-
mone replacement therapy (HRT). HRT is believed to
provide relief from menopausal symptoms, and offer
protective effect against osteoporosis and CVD.
However, HRT also entails additional risks, such as an
increased likelihood of some cancers. Results from stud-
ies currently under way are expected to further elucidate
the effects of HRT.

Body Image

Throughout history, women have been expected to
meet a certain body image to conform to a contempo-
rary standard of appearance and beauty, which is usu-
ally set by male views. Preoccupation with body image
at the turn of the century was enhanced with the greater
availability of mirrors in private and public places and
the development of photography. Interest was acceler-
ated through the 20th century with the enhancement
of photography, and with the advent of television,
motion pictures, and, more recently, the Internet. The
idealized female body shape has transitioned from
corsets and the narrow waist in the 19th century, to the
natural shape early in the 20th century, the svelte look
in the 1920s, and the fuller bust and rounded hourglass
figures in the 1930s to 1950s. During the era of short
hemlines of the 1960s and 1970s, increased attention
was focused on the size and shape of women’s thighs
and buttocks.

The link between changes in body look and fash-
ion is evident through several examples. For instance,
the desired image of a fuller bust gave way to breast
augmentation surgery, which was achieved through the
insertion of silicone breast implants. These procedures
have been associated with a number of complications,
including infection, bleeding, and leakage of the sili-
cone, and even a systemic disease. The concern about
thigh size fueled efforts to develop cellulite-fighting
creams, and liposuction to remove fatty tissue.

Other items that were perceived to enhance body
image but actually had potentially harmful effects
include “beauty products” for makeup, hair coloring,
and footwear. The use of hair and facial products may
be associated with inflammation of the eyelid, chemical

burns, and hair loss. Nail salons have been identified as
a possible venue for the transmission of various infec-
tious agents, including hepatitis B and C, and HIV;
transmission can be avoided through the use of proper
techniques for sterilizing instruments. A large proportion
of women wear shoes smaller than their feet, and many
develop arthritic changes over the years as a result of the
damage caused by footwear. Narrow toe-boxes in shoes
can exacerbate joint problems such as bunions and
hammertoes; 90% of surgeries to correct bunions are
performed in women. High heels may be responsible
for a number of health problems resulting from an alter-
ation in the normal function of the ankle and the ability
to maintain balance. These include an increased risk of
injury due to falls, low back pain due to compensatory
reliance on different parts of the musculoskeletal system
to achieve balance, and osteoarthritis of the knee.

Body image has also been incriminated in the
steadily increasing rates of eating disorders throughout
the 20th century, from self-starvation, to binge eating.
The creation of Barbie doll in 1959, setting an unrealis-
tic standard of beauty, has been blamed for encourag-
ing girls to adopt unhealthy habits in an attempt to
attain that body image. An estimated 5–10 million
women were identified with such disorders in the
1990s, with prevalence believed to have been higher
among white, middle-class, educated young women,
presumably because of differences in standards of
beauty and body image. Some argue, however, that eat-
ing disorders may be underdiagnosed among women of
color.

Since the late 1970s, the preference for body image
has shifted to a more athletic look, with increasing
numbers of women participating in sports and regular
exercise, while emphasizing a healthy lifestyle. The
female population is growing older and significantly
heavier in body weight, with increasingly higher rates
of obesity in the United States and elsewhere in the
world, and women are in search of an image that is
both healthy and realistic. Obesity and lack of exercise
have been identified as some of the most important
modifiable risk factors for CVD and cancer, the two
leading causes of mortality in women.

On a more positive side, considerations for body
image became a catalyst to reconsider radical mastec-
tomy for the treatment of breast cancer. This procedure,
developed by William Halstead in 1915, remained the
standard of care until 1985, when lumpectomy (removal
of lump), combined with radiation therapy, was shown
to be as effective as radical mastectomy.

9

History of Women’s Health in the United States



REPRESENTATION OF WOMEN IN THE
HEALTH CARE WORKFORCE

White men have dominated the medical profession,
and until the 1990s, most clinical studies that have led to
important guidelines in disease prevention and manage-
ment have enrolled white male subjects only. Findings
from these studies have been assumed to apply to
women or to minority men in a comparable way.

There are accounts of female physicians having
practiced obstetrics in ancient Greece and Rome.
However, with the advent of male midwives in later
times, women’s presence faded from obstetrics and
medical practice, and their practice remained limited to
rural areas, where physicians were scarce. In modern
history, one of the first women to have practiced
medicine did so by hiding her sex. For example, the sex
of Canada’s first known woman physician, Dr. James
Miranda Barry, a British military officer and surgeon in
the mid-1800s, was not known until after her death.
Simultaneously, however, history witnessed the found-
ing of the first medical college of women by Elizabeth
Blackwell (1868).

In the Western Hemisphere, men had no presence
in birthing rooms until the 17th century and there
was a general discomfort with the physician–
patient (male–female) relationship. It is recounted that
in Victorian society, a doctor performing a pelvic exam
had to gaze into the patient’s eyes, or off into space,
rather than looking on the patient’s naked body. In
Chinese society, women used dolls to indicate the loca-
tion of symptoms, so the physician would not have to
see or touch her body. Such levels of discomfort persist
to date, especially in certain cultures, and many women
in the United States choose female physicians and
report greater satisfaction with them.

In the 19th century, women joined the health care
workforce by entering the profession of nursing, which
initially included both men and women. Florence
Nightingale, considered one of the founders of nursing,
developed the profession on “womanly virtues” includ-
ing cleanliness, patience, order, and service. Feminists
have claimed that this approach was responsible for the
subservience that nurses (mostly female) were expected
to display toward physicians (mostly male) and for the
development of sexism in the nursing profession. Over
the course of the 20th century, nursing had become
a primarily female field, and this is believed to have
contributed to the lower status and pay for the profes-
sion, relative to other medical professions.

The role and status of midwives also declined
despite the fact that the training and practice of mid-
wifery was becoming more professionalized and regu-
lated. This was due in part to a dramatic decline in the
number of home births (from 90% in 1900 to 10% in
1950). This shift from home births to hospital deliveries
occurred simultaneously with the steady reduction in
the proportion of births attended by midwives (from
40% in 1915 to 11% in 1935), and the increase in male
predominance in the specialty of OB/GYN. With the
movement of natural childbirth, the profession experi-
enced a rebound in the 1970s. More recently, the role
of certified nurse midwives has been expanding into
the primary care arena.

Women began enrolling in medical schools in the
mid 19th century. In 1900, 6% of physicians were
women. This proportion remained unchanged through
1960, due to quotas that restricted women’s admission
to medical schools. A lawsuit by Women’s Equity Action
League against certain medical schools in 1970 changed
this course, and by the year 2000, nearly half of the
students enrolled in medical schools were women. Not
surprisingly, women’s health issues began to be included
in medical school curricula. In 1990, Dr. Antonia Novello
became the first woman—and the first minority person—
to be appointed and serve in the position of Surgeon
General.

Despite this progress, only eight U.S. medical
schools had women deans in the late 1990s. Although
the ratio of female to male medical students has been
increasing steadily, there are numerous indications that
medical schools remain ill-suited to educate women.
Even in the most renowned medical schools, women 
students report sexist attitudes and insensitive comments
from their male educators, such as women being in med-
ical schools because of “unresolved penis envy.” To date,
women experience difficulty in being accepted as true
professionals both by their peers and their patients.

The dominance of men in the OB/GYN specialty
has undoubtedly shaped women’s health, as they theo-
rized about birth, conception, and the woman’s body.
First came the overmedicalization of pregnancy and
childbirth that in turn has been responsible for the dra-
matic increase in the use of procedures in the practice
of obstetrics. This is best evidenced by the high rates of
cesarean deliveries (up to one in four deliveries in the
1980s in the United States); the gynecologic surgery also
developed. Several strategies were developed to rem-
edy psychological ailments in women. The practice of
“preventive” oophorectomy originated, with the belief
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that it prevented ovarian cancer, especially, but not
exclusively, among women with a strong family history
of breast or ovarian cancer. Unfortunately, the effec-
tiveness of this procedure in cancer prevention, and the
costs and benefits of surgical menopause have not been
studied with rigor, even though a considerable propor-
tion of hysterectomy procedures also entailed
oophorectomy. This procedure can be likened to cas-
tration, and the decision to undergo such drastic ther-
apy should be evaluated in light of the potential
physical and emotional consequences and the availabil-
ity of other treatment options.

POLITICAL FORCES

The dominance of men in politics has also been
a key factor in shaping policies on women’s health. As
outlined in Our Bodies Ourselves (OBOS) and the
Boston Women’s Health Book Collective, a premier book
that introduced key ideas, women are often catalysts for
social change. Women are often well-informed health
care consumers and they are overrepresented in the
health care workforce and among health care
consumers. However, they remain underrepresented in
positions of policymaking.

Following the numerous political successes out-
lined above, ranging from the legalization of contra-
ception and abortion to the increased representation of
women in academic medicine, women found them-
selves in an increasingly stronger position to participate
in policy debates and bring about important changes in
the health care system. In the 1990s, in an effort to
address longstanding inequalities in women’s partici-
pation in medical research, and the significant lack of
clinically relevant biomedical and health services
research for women, the 1993 National Institutes of
Health (NIH) Revitalization Act established the Office of
Women’s Health at the NIH. This Act requires that
women and minorities be adequately represented in all
government-supported research projects. As part of this
Act, the NIH sponsored the Women’s Health Initiative,
a 15-year, $625 million, multisite project, consisting of
prevention studies to examine heart disease, osteo-
porosis, and breast and colon cancer. These studies are
aimed primarily at ensuring that the 30-year gain in
longevity during the 20th century be translated into
a true improvement in quality of life. In 1996, the
Office on Women’s Health established National Centers
of Excellence in Women’s Health, with the goal of

integrating women’s health research, medical training,
public health education, community outreach, and clin-
ical services. These centers are to strive to recruit,
retain, and promote women in academic medicine.

As outlined in the U.S. Department of Health and
Human Services Office of Women’s Health (2002) A
Century of Women’s Health: 1900–2000, women have
accomplished other significant political achievements
including the passage of:

● Title IX of the Education Amendments (1976)
prohibiting sex discrimination in all educational
programs receiving federal funding

● the Pregnancy Discrimination Act (1978), pro-
hibiting sex discrimination in employment based
on pregnancy, childbirth, or related medical con-
ditions

● the Breast and Cervical Cancer Mortality
Prevention Act (1990) requiring the provision of
mammograms and pap smears to underserved
women

● the Mammography Quality Standards Act (1992),
establishing national standards and a uniform
system of quality control of mammography clin-
ics across the country

● the Infertility Prevention Act (1992), providing
screening, treatment, counseling, and follow-up
treatment to women diagnosed with STDs

● the Family and Medical Leave Act (1993),
enabling women and men to take up to three
months of leave in a 12-month period to care for
family, without losing their jobs

● the Violence Against Women Act (1994), defining
new federal crimes of violence against women and
establishing enhanced penalties to fight against
sexual assault and domestic violence

Other accomplishments include:

● the appointment of Patricia Harris, an African
American, as the first female Secretary of Health,
Education, and Welfare (1979)

● the consolidation of maternal, infant, child, and
adolescent health at the state level through
Maternal and Child Health Services Block Grant
(1981)

● the establishment of the Women Race for the
Cure (1983) to raise funds for breast cancer
research, education, screening, and treatment
programs
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● the appointment of Margaret Mary Heckler as 
the first Secretary of the Department of Health
and Human Services (1983), best known for the
initiation of set rates for Medicare payments to
hospitals

With each president and administration, the politi-
cal climate engendered by the ideology of elected
officials is likely to facilitate or hinder efforts to gain
grounds on issues of health and social justice. Issues of
reproductive health are highly affected by such changes,
although the state of public health dictates a public pol-
icy agenda that may appear to be paradoxical with a
contemporary political outlook. For example, despite a
conservative government during the Reagan and Senior
Bush administrations, the high prevalence of HIV/AIDS
prompted the then-U.S. Surgeon General Dr. C. Everett
Koop to discuss in public messages the use of condoms,
with the intention of curbing HIV/AIDS transmission.

FUTURE DIRECTIONS

Women in the United States constitute an immensely
diverse group of individuals. Their emancipation,
achievements in higher education, and representation at
the highest level of business, government, and public
policy, will enable women to capitalize on the successes
accomplished over the last century and to shape the
health care system to adequately meet the needs of the
contemporary female health care consumer.

At the one end of the spectrum, we see women
who seek a balance between family responsibilities and
achievement in professional life, and between beauty
and health; women who are highly educated, with a
level of sophistication that demands information and
knowledge about health conditions and illnesses; a col-
laborative dynamic of decision-making between health
care provider and patient; a far better integration of
women’s physical and mental health in general medical
practice; a holistic approach to healing; a recognition of
spirituality as a new and integral dimension of health; a
network of support for women throughout the health
spectrum; and a health care system that can accommo-
date the diversity in ethnicity, creed, origin, languages,
and sexual orientation in the female population.

At the other end of the spectrum, the female
population includes the younger women with unwanted
pregnancies; those who never seek prenatal care; those
struggling to provide a living for their family; those who

transition from welfare to work and encounter multiple
barriers to adequate childcare; those who did not have
the knowledge and/or the means to seek preventive/
routine health and cancer screening services because
they were uninsured or underinsured, and presented
with metastatic cancer upon diagnosis; those whose STD
went undiagnosed and/or untreated and have secondary
infertility; those who are sexually assaulted and abused;
and those who are victims of domestic violence.

The challenges are numerous and diverse, and
there are multiple areas that require immediate atten-
tion. Meeting these challenges will require a fundamen-
tal change in the way health care is financed and
delivered, and the extent to which academic medicine
and allied health professions are able to integrate these
changes in their curricula and produce a cadre of health
professionals who are adequately trained to serve this
population. Women must continue to build and expand
on the successes made in the past century and prepare
the social, political, and health care environments for
future generations.

Suggested Reading

American College of Physicians. (1997). Comprehensive women’s
health care: The role and commitment of internal medicine.
American Journal of Medicine, 103, 451–457.

Ayanian, J. Z., & Epstein, A. M. (1993). Differences in the use of pro-
cedures between women and men hospitalized for coronary heart
disease. New England Journal of Medicine, 325(4), 221–225.

Ayanian, J. Z., Guadagnoli, E., & Cleary, P. D. (1995). Physical and
psychosocial functioning of women and men after bypass
surgery. Journal of the American Medical Association, 274 (22),
1767–1770.

Clancy, C. M., & Massion, C. T. (1992). American women’s health care.
A patchwork quilt of gaps. Journal of the American Medical
Association, 268(14), 1918–1920.

Duffin, J. (1999). History of medicine. A scandalously short introduc-
tion. Toronto, Canada: University of Toronto Press.

Kerrigan, D. C., Todd, M. K., & O’Reiley, P. (1998). Knee osteoarthr-
itis and high-heeled shoes. Lancet, 351, 1399–1401.

Moss, N. E. (2002). Gender equity and socioeconomic inequality: A
framework for the patterning of women’s health. Social Science
and Medicine, 54, 849–861.

Oberle, K., & Allen, M. (1994). Breast augmentation surgery: A
women’s health issue. Journal of Advanced Nursing, 20, 844–852.

Philpott, S., Boynton, P. M., Feder, G., & Hemingway, H. (2001).
Gender differences in descriptions of angina symptoms and
health problems immediately prior to angiography: The ACRE
study. Social Science and Medicine, 52, 1565–1575.

Rousseau, M. E. (1998).Women’s midlife health. Reframing menopause.
Journal of Nurse-Midwifery, 43(3), 208–223.

Rousseau, M. E. (1998). Hormone replacement therapy: Short-term
versus long-term use. Journal of Nurse-Midwifery, 47(6), 461–470.

History of Women’s Health in the United States

12



Ruzek, S. B., Olesen, V. L., & Clarke, A. E. (Eds.). (1997). Women’s
health: Complexities and differences. Columbus: Ohio State
University Press.

Stotland, N. (1994). Conception and abortion: Challenges for now and
the next century. In A. J. Dan (Ed.), Reframing women’s health:
Multidisciplinary research and practice (pp. 142–150). Thousand
Oaks, CA: Sage.

Tiefer, L. (1994). Sexuality: Not a matter of health. In A. J. Dan (Ed.).
Reframing women’s health: Multidisciplinary research and prac-
tice (pp. 151–161). Thousand Oaks, CA: Sage.

United States Department of Health and Human Services Office of
Women’s Health. (2002). A century of women’s health: 1900–2000.

Utian, W. H. (1997). Menopause—a modern perspective from a
controversial history. Maturitas, 26, 73–82.

Suggested Resources

American Academy of Dermatology. www.aad.org
Association of Reproductive Health Professionals. www.arhp.org
Boston Women’s Health Book Collective. Our Bodies, Ourselves.

www.ourbodiesourselves.org
Doulas of North America. www.dona.org
Feminist Women Health Center. www.fwhc.org
History World. www.historyworld.net
Kellermeier J. How menstruation created mathematics. http://

faculty.plattsburgh.edu/john.kellermeier/Menses/Menses.htm
Medline Plus Health Information Merriam-Webster Medical Dictionary.

http://www2.merriam-webster.com/cgi-bin/mwmednlm
On-line Medical Dictionary. http://www.nlm.nih.gov/medlineplus
The Society of Chiropodists and Podiatrists. www.feetforlife.org
The Women’s Health Information Center. www.4women.gov
The World Health Organization. www.who.org

Disparities in Women’s
Health and Health Care

Sana Loue and Nancy Mendez

The United States is a large, multicultural society. The
total U.S. population in the year 2000 was 281.4 million;
women comprised 50.9% of this total. Focused attention
on women’s health is critical for numerous reasons, in
addition to the fact that women constitute slightly more
than half of our population. First, various health con-
cerns exist that are unique to women, such as ovarian
and cervical cancer, while still other health concerns
exist that impact women to a far greater degree than

men, such as eating disorders and specific autoimmune
disorders. Women are also major consumers of health
care services and prescription drugs and often play a
critical role in deciding matters related to the health care
of family members. Finally, women and men differ bio-
logically and with respect to health indicators. For
instance, women tend to have higher rates of illness and
disability than men, but also tend to live longer than
men (Centers for Disease Control and Prevention, 1995).

Significant diversity exists even among women.
Almost one third of women in the United States self-
identify as other than white. The number of adult
women in the various subgroups in the United States
varies widely ranging, for instance, from 24,500 Alaskan
Native women to 15.3 million African American women.
However, health, health care, and health access are not
equivalent across subgroups of women.

These differences are known as health disparities.
Health disparities have been defined as “differences in
the incidence, prevalence, mortality, and burden of dis-
ease and other adverse health conditions that exist
among specific population groups in the United States”
(National Institutes of Health, 2003). This chapter
begins with an overview of the role of biological sex in
the determination of gender role and the impact of that
relationship on women’s health care. The chapter con-
tinues with a discussion of historical and cultural issues
that are relevant to the existence of health and health
care disparities across subgroups of women.

CULTURAL AND HISTORICAL CONTEXT: 
SEX AND GENDER

Consider the following health disparities between
men and women:

1. Although women have both a lower threshold
and a lower tolerance for pain than men do, they are
more likely to be inadequately treated for pain
(Hoffman & Tarzian, 2001).

2. Manifestations of HIV/AIDS are different in
women than in men. However, until 1993, the definition
of AIDS formulated by the Centers for Disease Control
and Prevention did not include the symptoms that are
common to women. As a result, many women with
AIDS were unable to provide documentation to qualify
for benefits, such as Medicare and Social Security
Disability, even though they were as sick as many of
the men who were able to qualify.
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3. Research has found that among patients with pre-
sumed coronary heart disease, women with positive
radionuclide exercise tests were referred for coronary
angiography less frequently than men (Tobin et al., 1987).

4. Women are often referred for coronary artery
bypass surgery at a more advanced stage of the disease
than men, resulting in higher perioperative mortality
(Khan et al., 1990).

5. Researchers studying hospital discharges in
Massachusetts and Maryland found that women who
were hospitalized for coronary heart disease under-
went fewer diagnostic and therapeutic procedures
than men. It was not clear whether these differences
represented overuse by the men or underuse by the
women (Ayanian & Epstein, 1991).

6. Until relatively recently, women were often
excluded from clinical trials to test medications, even
though they would be consumers of the medication if it
were to later be approved for marketing. This was
problematic because women may respond differently
than men to pharmacologic agents.

Sex differences have often been attributed to one or
more of the following factors: (a) biological factors, such
as hormones; (b) acquired risks through work and
leisure activities; (c) psychosocial aspects of symptoms
and care; (d) health reporting behavior; and (5) the effect
of previous health care on future health (Verbrugge,
1990). However, the historical and cultural context in
which illness and health seeking occur is also relevant to
understanding why these disparities may exist.

Prior to the late 18th century, women in the United
States were viewed as fundamentally similar to men,
but inferior, due to the underdevelopment of their
reproductive organs. Beginning with the late 18th cen-
tury, women were seen as biologically different from
men, but still inferior, as evidenced by their smaller
skulls and resulting smaller brain capacity (Fee, 1979).
A division of labor by sex, it was argued, was justified
and necessary because women’s lives were tyrannized
and controlled by their reproductive systems, from
menstruation, through childbearing and menopause.
Consequently, women were not only debilitated, but
also disabled and unsuited for larger societal roles
(Smith-Rosenberg, 1973).

Unlike men who, it was believed in the 19th cen-
tury, had the power to indulge or repress their sexual
impulses (Skene, 1889, cited in Smith-Rosenberg, 1973),
women were subject to cyclical periods of pain, weak-
ness, irritability, and insanity (Wiltbank, 1854, cited in

Smith-Rosenberg, 1985). Puberty represented a precipi-
tous crossing into womanhood, fraught with danger of
diseases should there be either an “excess or a defi-
ciency of the proper influence of these organs [ovaries]
over the other parts of the system” (Kellogg, 1895, 
p. 371, cited in Smith-Rosenberg, 1985). The preservation
of health, then, demanded full attention to the devel-
opment of healthy reproductive organs, which could be
accomplished by adherence to a regimen of rest, a sim-
ple diet, and an unchallenging routine of domestic tasks
(Smith-Rosenberg, 1973).

Menopause was similarly ominous, resulting
in numerous diseases including diarrhea, vaginal
inflammation, paralysis, tuberculosis, diabetes, depres-
sion, hysteria, and insanity, due to the cessation of
menstruation and the “violation of the physiological and
social laws dictated by [a woman’s] ovarian system”
(Smith-Rosenberg, 1973, p. 192). Such violations
included education, attempts at birth control or abortion,
a failure to adequately attend to the needs of one’s hus-
band or children, an overly indulgent lifestyle, and
engaging in sexual intercourse during or after
menopause (Smith-Rosenberg, 1973).

The late 19th century medical view of women and
their role rested, then, on four assumptions. First,
women had a closed energy system, whereby the use
of the brain would result in the theft of energy from the
ovaries. Second, bodily functions were organized in
a hierarchical fashion with the ovaries maintaining
a position superior to that of the brain. Third, females
were physiologically fragile. Finally, male and female
functions operated in a polarized fashion with men
embodying the brain and mind, and women, the
body and ovaries (Smith-Rosenberg, 1985). Women
who rejected these premises and engaged in viola-
tive behaviors were characterized by physicians as
an “intermediate sex,” fusing the female and male to
become the “Mannish lesbian” (Smith-Rosenberg, 1985).
In other words, women who rejected the traditional
female gender norms were considered abnormal.

The emergence in the late 1800s and through the
mid-1900s of the “New Woman” violated existing
taboos. “New Women” abandoned the domestic setting,
seeking an education not equal, but identical, to that
received by men (Smith-Rosenberg, 1973). It was pre-
dicted that such women would disrupt a delicate psy-
chological balance through the emphasis on the mind
rather than the ovaries. Within men, however, the brain
and heart were dominant permitting them to pursue
such intellectual activities.
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The women’s health movement was to have a last-
ing impact on women’s health and health care and, not
surprisingly, their social roles as well. The beginning of
the movement has been traced to 1970, when women
protested over their exclusion from congressional hear-
ings on the use of the birth control pill (Eagan, 1994).
The first printing of Our Bodies, Ourselves was released
in 1971, providing women with a basic source of
information. Abortion was legalized in 1973, with the
decision in Roe v. Wade. The publication of Why Me?
challenged medicine’s reliance on the Halsted radical
mastectomy, requiring the removal of the entire breast,
the axillary lymph nodes, and the underlying chest wall,
to treat breast cancer (Kushner, 1975).

These advances notwithstanding, women were
often excluded from research and the benefits it pro-
duced until relatively recently. The exclusion of women
was defended based on the need for homogeneity
among research participants in order to facilitate the
analysis, the potential liability of a woman and/or her
offspring were injured as a result of participation, and
the belief that it is morally wrong to include women in
studies because they may be, or may become, pregnant
(Merton, 1996). The exclusion of women may have
contributed to our lack of understanding about differ-
ences in such things as disease presentation and drug
metabolism between men and women.

DISPARITIES AMONG WOMEN

Health disparities also exist across subgroups of
women. Consider the following examples.

1. The cancer incidence per 100,000 women for
the years 1992–1998 ranged from 140.1 per 100,000
among American Indian women to 400.1 per 100,000
among Alaskan Native women. American Indian
women experienced the lowest rate of cervical cancer
(6.2 per 100,000), while Hispanic women experienced
the highest rate (14.4 per 100,000) (Glanz, Croyle,
Chollette, & Pinn, 2003).

2. Minority women have been disproportionately
impacted by HIV/AIDS. By the end of 1998, more than 77%
of women infected with HIV were from minority groups;
57% were African American and 20% were Hispanic.

3. Systemic lupus erythematosus affects approxi-
mately 239,000 individuals in the United States. Women
are disproportionately affected. The disease can affect
many parts of the body, including the skin, kidneys,

lungs, heart, and brain. Out of every 10 cases of this
disease, 9 are in women. As many as 1 in every 250
African American women will develop lupus in their
lifetimes, compared to 1 in 400 Hispanic women and 1
in 600 white women. The increased incidence among
African Americans has been attributed to both genetic
factors (Hochberg, Petri, Machan, & Bias, 1991) and 
environmental factors (Kardestuncer & Frumkin, 1997).
The mortality rate among African American women
with the disease is triple that in white women with this
illness.

4. Scleroderma is an autoimmune disease that
results in the hardening of the skin. This can potentially
affect tissues in the lungs, heart, kidneys, intestinal tract,
muscles, and joints. This illness is especially prevalent
among Native American women.

5. Homicide accounts for 40% of work-related
injury among women (Bell, 1991). The highest work-
related homicide rates are among African Americans
and women over the age of 65 (Bell, 1991).

6. In 1998, 68.1% of white women reported hav-
ing had a mammogram within the previous 2 years, in
comparison with 44.6% of Alaskan Native women.
Eighty percent of white women reported having had a
Pap smear within the previous 3 years, as compared
with 46% of American Samoan women.

7. African American women are more likely to
have had inadequate prenatal care than non-Hispanic
white women.

8. Compared to other Hispanic subgroups, Cuban
women appear to utilize preventive services, such as
mammograms and Pap smears, at a higher rate than
women in other Hispanic subgroups.

9. Among Hispanics, Puerto Rican women are
most likely to have health insurance. African Americans
are less likely than whites to have a usual source of care.

10. Among older women enrolled in Medicare
managed care, non-Hispanic black and African
American women are more likely to report fair or poor
health (Bierman, Haffer, & Hwang, 2001).

11. Among men and women who are infected with
HIV, women are less likely than men to receive highly
active antiretroviral therapy (HAART) to treat their
infection, even when they had equally likely come to
their medical appointment in the previous 6 months
and their illness was similar in severity.

12. Twenty-two percent of white women reported
smoking in 1998, compared to 7% among some Asian
American groups and almost 40% among some
American Indian tribes.
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An understanding of how these disparities may have
come to exist requires an examination of relevant his-
torical and cultural factors.

African American Women

It is critical to remember that the African ancestors of
persons now known as African Americans were brought
to the New World forcibly, as slaves. As of the 2000 cen-
sus, approximately 34.7 million individuals, representing
12.3% of the U.S. population, self-identified as African
American, while another 36.4 million individuals, or an
additional 12.9% of the population, indicated that black 
or African American is one of their racial affiliations.
Women constitute slightly more than half of all African
Americans.

Despite the general tendency to view African
American women as constituting a homogeneous
group, there is, in fact, great diversity. Approximately
5% of black Americans were born outside of the
United States. This includes, for instance, French-
speaking individuals from Haiti, Portuguese-speaking
individuals from Brazil, Dutch-speaking individuals
from Aruba, and English-speaking individuals from
Belize.

More than three quarters of the black population
live in urban areas and more than half live in 13
southern states. Almost one quarter of all black
Americans lived below the poverty level as of 1999 and
almost one third of all black women lived in poverty as
of 1995. One sixth of employed black women earn
incomes below the federal poverty level. Blacks con-
tinue to experience racism and discrimination in access
to adequate housing, improved education, employ-
ment, and health care. These circumstances are associ-
ated with

● increased levels of violence associated with
internalized rage due to frustration and anger

● increased levels of hypertension associated with
stress

● higher rates of specific respiratory diseases due
to increased exposure to hazards in the living
and work environments

● decreased access to health care insurance and
health care

● inadequate treatment when health care is sought
● a lack of neighborhood facilities for the treatment

of illness and consequent reliance on emergency
departments as the usual source of care

American Indian Women

It is believed that between 12 and 15 million
American Indians lived in North America prior to the
arrival of the Europeans. However, as of the 2000 cen-
sus, only 2.5 million individuals self-identified as
American Indian or Alaskan Native and an additional 4
million indicated that they were part American Indian
or Alaskan Native. The category “American Indian or
Alaskan Native” includes individuals who trace their ori-
gins to the indigenous peoples of North and South
America and who continue to maintain a tribal affilia-
tion or community attachment.

American Indians and Alaskan Natives comprise
556 federally recognized tribes; each tribe belongs to
one of seven nations. There are 300 reservations in the
mainland United States and 500 government units in
Alaska that are home to the tribes. These tribes are
diverse in terms of culture, language, and habitat.
However, they share numerous common characteristics
and experiences, including:

● loss of their land and forced migration, often to
reservations or urban areas

● the outlawing of their language and spiritual prac-
tices, many of which were critical in addressing
health and illness

● the deaths of generations to war and infectious
diseases

● a coerced dismantling of a clan-based society
and reorganization to a nuclear family-based 
system

● racism and discrimination, often resulting in a
lack of employment and poverty

● lack of adequate health care, despite a treaty
obliging the U.S. government to provide a rea-
sonable level of health care to American Indians
and Alaskan Natives

These circumstances, in turn, are associated with

● reliance on unhealthy diets due to poverty and
unemployment, and reliance instead on govern-
ment commodity foods that are high in fat and
calories

● an increase in obesity and associated diseases,
such as cardiovascular disease, due to decreases
in hunting and gathering following the loss of
lands and the assumption of a sedentary lifestyle

● an increase in family violence, associated with
frustrations arising from the extinction of tradi-
tional gender roles
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● a decrease in self-esteem and resulting increases
in rates of substance use, due to discrimination
and poverty

● an inability to utilize preventive care due to large
distances between providers and women’s resi-
dences

Asian and Pacific Islander Women

Almost 14% of women in the United States self-
identified as Asian or Pacific Islander in the 2000 census.
This designation includes individuals who have their
origins in original peoples of the Far East, the Indian
subcontinent, or Southeast Asia, such as Cambodia, China,
and India, as well as individuals who trace their origins to
the indigenous peoples of Hawaii, Guam, Samoa, or other
Pacific Islands. Asians represent more than 60 different
ethnic groups and speak more than 100 different
languages.

The majority of Asian Americans now live in urban-
ized areas. In 1998, the five cities with the largest Asian
and Pacific Islander populations were Los Angeles, New
York, San Francisco, Honolulu, and Washington, DC.
Among the states, California, New York, and Hawaii have
the largest Asian and Pacific Islander populations.

Like American Indians and Alaskan Natives, Asian
and Pacific Islanders are distinct in many ways, including
language, religion, customs, education, and health beliefs.
As communities they also share common experiences
and characteristics that may impact their health status and
their health care from Western medicine, including:

● the experience of prejudice and discrimination
● difficulties related to migration to the U.S. main-

land, including immigration bans against specific
groups for discrete periods of time

● a high proportion of members born outside of
the United States

● alternative systems of health care
● an increased emphasis on the role of the family

in decision-making

These circumstances are associated with

● decreased access to health care providers due to
the scarcity of health care providers who speak
the languages of the consumers

● decreased willingness to seek health care due to
fear of difficulties in communicating

● decreased access to health care information due
to linguistic differences

● decreased access to health care due to lack of
employment-based health care insurance and
publicly funded health care insurance associated
with immigration status

● increased substance use related to attempts to
cure certain illnesses without relying on Western
medicine

Hispanic/Latino Women

Hispanics now account for 35.3 million individuals in
the United States and an additional 3.8 million individuals
in the Commonwealth of Puerto Rico; this constitutes
12.5% of the U.S. population. Women account for 17 mil-
lion individuals, or slightly less than half of all Hispanics.

The major subgroups of Hispanics in the United
States are Mexican Americans, Puerto Ricans, and
Cuban Americans. Sizable portions of the Hispanic pop-
ulation also are from countries in Central America,
South America, and the Dominican Republic. Almost
40% of all Hispanics were born outside of the United
States, more than 90% of the population live in urban
areas, and slightly more than three quarters of the pop-
ulation reside in seven states (Arizona, California,
Florida, Illinois, New Jersey, New York, and Texas).

As of 1998, slightly more than one quarter of
Hispanics were living in poverty. In 1999, more than
one quarter of Puerto Rican women and more than one
quarter of Mexican women were living in poverty. This
poverty level is attributable in part to relatively high lev-
els of unemployment, as well as to a greater number of
female-headed households, which are more likely than
others to have incomes below the federal poverty level.

Many Hispanic women are employed in relatively
low wage jobs. Hispanics are three times as likely as
non-Hispanic whites to be employed on a full-time
basis and to still lack health care insurance. Almost one
third of all Hispanics did not have health insurance for
the entire year during 1999; even those who were
employed were less likely to be provided with health
insurance by their employers.

Acculturation appears to play a major factor in both
health and health care access. For instance, greater accul-
turation to U.S. culture has been found to be associated
with increased rates of substance use, while lower levels
of acculturation have been found to be associated with
a reduced risk of diabetes and heart disease, as well as
a lower incidence of low-birthweight babies. It has been
suggested that individuals who are highly acculturated to
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U.S. culture may experience increased levels of frustra-
tion due to an inability to access educational and other
resources due to prejudice and discrimination.

As a result of these circumstances, many Hispanics
may experience

● decreased access to health care due to a lack
of health insurance and additional economic 
barriers

● difficulties in accessing care due to language
and/or immigration-related issues

● increased difficulty in seeking care for certain
types of issues, such as domestic violence, due to
fears associated with immigration status or lan-
guage barriers

● increased risk of disease associated with seden-
tary lifestyles due to environmental and eco-
nomic barriers to accessing fitness facilities and
safe recreational areas

Elderly Women

“Elderly” has been defined as persons who are
65 years of age or older. However, distinctions have
been made between those who are between the ages of
65 and 74, who are referred to as the young-old; those
between the ages of 75 and 84, who are considered to
be the old; and those who are over the age of 85, who
are referred to as the older-old. Some subpopulations
within the United States, however, may view old age as
beginning as early as 40.

Approximately 12% of the U.S. population is now
considered to be elderly; that proportion is expected to
increase. The geographic distribution of elderly persons
is not uniform, however, across the states. In addition,
there are more female than male elderly. For instance,
in the age group from 65 to 74 years old, there are
82 men for every 100 women, while among those
85 years old or older, the sex ratio is 49 males for every
100 females. Women are also more likely to be wid-
owed than are men and, because they are living longer,
are also more likely to suffer from chronic disease,
disability, and dependency.

As many elderly women age and their partners die,
an increased number of women may be living in poverty.
And, even though those over the age of 65 are eligible for
the receipt of Medicare, access to care may be impaired
nevertheless, because Medicare does not cover all health
care costs that may be incurred. As a result, Medicare
must be supplemented by private insurance, Medicaid,

and/or private resources. However, many elderly women
may not have such supplemental coverage due to either
eligibility restriction or financial resources.

Many elderly may have immigrated from other
countries. Depending upon their age at the time of
immigration, they may not have acquired skills in
English and sufficient knowledge of the U.S. health care
system that would enable them to access care more eas-
ily. For instance, in 1990, almost 40% of older Hispanics
reported that they did not speak any English.

Many elderly women may not have had a formal
education. It has been reported that 31% of all women
aged 65 and older, who are enrolled in Medicare
managed care, have not had a high school education
(Bierman et al., 2001).

These circumstances may be associated with

● inadequate access to health care due to financial,
immigration, and/or language barriers

● low health literacy
● increased difficulty in making complex health

care decisions
● increased incidence of psychosocial problems

associated with isolation

Rural Women

Even within subgroups of women, disparities may
exist in health status and health care access between
those women living in urban areas and those who
reside in rural locales. For instance, a recent study of
perinatal and infant health among rural and urban
American Indian and Alaskan Native women found that
rural women were much more likely to have received
inadequate prenatal care (Baldwin et al., 2002). In addi-
tion, both rural and urban American Indian and Alaskan
Native women were more likely to receive inadequate
prenatal care compared with white women.

Compared to their urban counterparts, rural women

● are more likely to be migrants, thereby decreas-
ing the likelihood that they will have time off for
sick leave or to seek care

● are less likely to have access to mental health 
services, to pharmaceuticals, and to specialized
care due to a shortage of professionals and other
health care services in rural areas

● are less able to access care due to a lack of 
insurance and transportation difficulties (Gaston,
2001)

Disparities in Women’s Health and Health Care 

18



Lesbian and Bisexual Women

Nonheterosexuality has been variously seen as a
reflection of degeneracy, a criminal tendency, and/or a
matter for medical concern. The apparent medical
consensus that homosexuality was a form of pathology
resulted in its inclusion as a sociopathic personality
disturbance in the 1952 edition of the American
Psychiatric Association’s Diagnostic and Statistical
Manual of Mental Disorders (DSM-I). It was not until 1973
that homosexuality was declassified as a mental disorder.

Nevertheless, a number of states continue to
criminalize same-sex sexual behavior. Relatively few
jurisdictions in the United States prohibit discrimination
on the basis of sexual orientation. Homophobic atti-
tudes have been noted among diverse groups of health
care providers, including physicians (Matthews, Booth,
Turner, & Kessler, 1986) and social workers (Berkman
& Zinberg, 1997). In addition, relatively few employers
provide health insurance coverage to nonspouse part-
ners, although same-sex marriage and legally recog-
nized partnerships are still relatively rare.

These circumstances have been found to be asso-
ciated with

● decreased access to health insurance coverage
and, consequently, to care (Mays, Yancey,
Cochran, Weber, & Fielding, 2002)

● decreased quality of care
● increased risk of substance use
● an increased risk of suicide

CONCLUSION

Such disparities can and should be eliminated.
First, such inequalities are fundamentally unfair when
poor health results from “an unjust distribution of the
underlying social determinants of health” (Woodward &
Kawachi, 2000, p. 923). Our brief review of the histori-
cal and cultural contexts that have given rise to these
disparities evidences an unjust distribution of the under-
lying social determinants of health as the source of such
health disparities.

Second, it has been argued that health inequalities
ultimately affect everyone. For instance, infectious dis-
eases, such as tuberculosis and HIV/AIDS, do not limit
their impact based on classifications that we may have
established based on socioeconomic status, sex, or eth-
nicity. Mental illness and substance use affect not only
the individual, but also those around him or her.

Third, inequalities are avoidable to the extent that
they can be modified through policy interventions. As
an example, the transmission of HIV/AIDS can be
reduced among populations at higher risk through
increased government action and funding.

Finally, public health interventions that reduce
health inequalities may also produce financial savings.
As an example, improving access to cervical cancer
screening among groups with low access may in the
long term result in lesser spending due to earlier inter-
vention (Woodward & Kawachi, 2000). Similarly, the
cost of preventing a case of HIV/AIDS far surpasses the
lifetime cost of treating an infected individual (Gorsky,
Macgowan, Swanson, & Delgado, 1995).
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Women in the Health
Professions

Martha Sajatovic, Susan Hatters-
Friedman, and Isabel
Schuermeyer

INTRODUCTION

Women make up 50% of the global population and
51% of the U.S. population, representing a large and
diverse group of individuals (United Nations, 1995; U.S.
Bureau of the Census, 1999). In the United States,
employment patterns for women have changed
tremendously over the last several decades. For exam-
ple, in 1950, women represented 34% of the workforce
compared to 60% in 1997 (Wagener et al., 1997). The
occupational roles and working conditions of women
also vary dramatically and have changed over the last
decades, profoundly influenced by economics and
sociopolitical culture.

Currently, women in the health care professions
deliver a vast array of diverse services, including
preventative care, primary care, acute and specialized
services, and care in a variety of settings. In 1996,
registered nurse was the fourth and nurse’s aide/orderly
was the sixth leading occupation for women (U.S.
Department of Labor, 1997). The growing trend for
higher education among women has helped spur growth
in the number of women in the health care workforce.
Among occupations expected to grow the fastest
between 1996 and 2006, those where the majority of
employees are women include dental assistant (99.1%
women), physical therapists (61.9% women), and respi-
ratory therapists (58.4% women) (Welstedt, 2000).

The types of roles that women play in the delivery
of health care services have changed substantially as
well. This is well demonstrated by changes over the last
three decades in the medical profession. In 1970, 7.7%
of actively practicing allopathic physicians were
women. By 1996 this had increased to 22.0% and is
expected to increase to 29.7% by 2010 (American
Medical Association, 1997/1998; Council on Graduate
Medical Education, 1995). This trend is likely to 
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continue as women currently make up approximately
half of medical student classes compared to only 11%
in 1970.

Over 60% of women physicians are clustered in
the specialties of internal medicine, family practice,
obstetrics–gynecology, pediatrics, and psychiatry (Clancy,
2000). The fact that a majority of women physicians are
younger and are primary care providers has important
implications in the delivery of preventative care services
as well as on patient satisfaction and communication
issues. Age and gender of physician significantly impact
likelihood of adherence with evidence-based guidelines
for medical care, and independent of physician age,
women physicians are more likely to provide Pap tests,
breast examinations, and recommend regular mam-
mography screening to women patients (Franks &
Clancy, 1993; Lurie et al., 1993). It has also been sug-
gested that women health care providers have communi-
cation styles that enhance patient satisfaction and the
provider–patient relationship (Clancy, 2000). Women
physicians spend more time in interactive communica-
tion and listen more closely to patient concerns (Clancy,
2000), and in situations where personal violence or
sexual abuse has occurred, patients are more likely to
reveal this information to their women physicians
(Roter, Lipkin, & Korgnard, 1991).

It must be noted that while women overall have
made substantial gains in representation in the health
professions, this is not the case for all women. The
numbers of minority women in medicine have
increased only slightly, and remain far behind
Caucasian women (Clancy, 2000). Additionally, women
still rarely occupy positions of leadership in profes-
sional medical organizations.

OPPORTUNITIES AND BARRIERS FOR WOMEN
IN THE HEALTH CARE PROFESSIONS

Throughout their life span women use health ser-
vices more than men (Verbrugge & Steiner, 1981). This,
along with a developing focus on women’s health
issues, a more informed consumer base, and a frequent
preference by women patients for women health care
providers, all create growing opportunities for women
in the health care professions. Job satisfaction, financial
remuneration, and personal empowerment are all
potential benefits for successful women health care
providers. A report from the U.S. Department of Health
and Human Services (1989) found that women in 

professional specialty occupations were the group with
the highest self-assessment of general health status in
the total labor force. Additionally, the growing numbers
of women in most health-related occupations offer
greater potential for social support, mentoring, and rela-
tive freedom from sexual harassment and discrimination.

However, as described by Stellman and Lucas
(2000), there are a variety of basic socioeconomic fac-
tors that affect all women workers. These factors are rel-
evant to women health care professionals as well, and
represent potential barriers to successful employment
by women in health care fields. Factors described by
Stellman and Lucas (2000) as affecting working women
in general, are discussed below in relation to women in
the health care professions.

1. Occupational segregation. As is the case for
women workers in general, women health profession-
als tend to be overrepresented in a relatively small
number of health occupations, particularly nursing and
health support/health aid capacities (U.S. Department
of Labor, 1997). These traditionally “female” occupa-
tions have tended in the past to be less well paid than
many traditionally “male” occupations (Stellman &
Lucas, 2000). When barriers that tend to keep women
within narrow occupational boundaries are lessened,
some professions may experience staffing losses such
as the current nursing “shortage.”

2. Barriers to advancement/attainment. For
women in medicine, the “glass ceiling” may be an invis-
ible, yet powerful force preventing advancement in job
status. Women in academic medicine are most likely to
hold lower level ranking such as instructor or assistant
professor while there are relatively few women depart-
ment heads or deans (McMurray et al., 2002; Nora, 2002).

3. Underemployment. Many women work part
time, with the proportion of all working women who
work full time remaining at approximately 73% over the
last two decades (U.S. Department of Labor, 1988; U.S.
Department of Labor, 1997). Twenty to fifty percent of
women physicians in primary care practice work part
time (McMurray et al., 2002). This is often in response
to other personal commitments such as parenting/child
care. A growing issue in the United States is “elder care”
where women, usually employed daughters, care for
aging parents (Messing, 1997). In general women con-
sistently perform significantly more “unpaid” hours of
home/family-related work compared to men with fewer
“paid” hours of work outside the home (Stellman &
Lucas, 2000).
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4. Lower remuneration. Women in medicine
continue to earn less than their male counterparts.
Some of this is due to working fewer hours (McMurray
et al., 2002) as well as working in lower paying spe-
cialties. The absolute numbers of women entering more
highly paid surgical fields remain low, and women are
rare in the higher paying medical specialties such as
cardiology, where only 5% of practicing cardiologists
and 10% of trainees are women (American College of
Cardiology, 1998).

5. Lack of seniority. Employees who are younger
or with less seniority may be more likely to suffer layoffs
or employment termination in times of economic hard-
ship or corporate downsizing. This is most likely to
affect women who are entering a health occupation only
recently. Managed care and reduction in hospital-based
services have eliminated many health care positions and
reduced job satisfaction (Davis, Scott Collins, & Schoen,
2000) for women, such as women physicians in health
maintenance organizations (HMOs).

6. Multiple burdens. While opportunities to expe-
rience multiple social and occupational roles offer
women more choices and potential for overall better
physical and mental health (Barnett & Baruch, 1987), the
presence of multiple, conflicting obligations may lead to
stress, exhaustion, and “burnout.” Many women have
substantial domestic and childcare responsibilities
(Messing, 2000) in addition to their occupations as health
care providers. For example, nurses who work full time
and have young children report more fatigue than those
without children, particularly in circumstances where
domestic tasks are not shared (Tierney, Romito, &
Messing, 1990). Lee, Duxbury, and Higgen (1994) have
noted that working women utilize organizational, plan-
ning, and negotiating skills to balance work and family
life. However, a continued lack of mentors, role models,
and women in leadership positions may make these
skills difficult to acquire for young women just entering
the health care professions.

7. Sexual harassment and discrimination. Sexual
harassment and discrimination against women may
occur in all the health professions, most particularly in
areas that have been traditionally male dominated.
Palepu and Herbert (2002) recently reported that three-
quarters of U.S. women medical faculty experience
sexual discrimination or harassment during their
careers. Devaluation of the nursing profession, a tradi-
tionally “female” occupation, may represent a form of
systematized and pervasive discrimination against
women, which has resulted in lack of empowerment

(Gary, 2002), lower pay (Scott, 2002), and nurses leaving
the profession (Rosenstein, Russell, & Lauve, 2002).

Variability among the Health Professions

While there are a number of factors that may be
substantial obstacles to career choice, development,
and advancement, the number of women in the health
professions continues to increase. Women are success-
fully overcoming barriers and entering nontraditional
fields in record numbers. However, variability exists in
opportunities and growth among the health care spe-
cialties. Some areas, such as nursing, are currently
experiencing staff shortages of crisis proportions (Ross,
2002). It remains to be seen how trends such as these
will affect health care practice and service delivery.

Nursing

History and Early Experience. Nursing is the
practice of caring or nurturing for others. The history of
nursing goes back many centuries, with the earliest
groups having minimal training and typically associated
with religious orders. Later, during the Crusades,
knights took part in nursing care of the wounded. At
the end of the 18th century, hospitals were considered
improper for young women. Modern nursing began in
earnest during the mid-19th century. Florence
Nightingale, a British nurse, is credited with making
nursing a desirable and respected profession. She was
a major force in securing a critical and valued role for
nurses in health care.

Nursing Today: Career Satisfaction and Career
Stress. Nurses are the largest group of professional
health care workers and have one of the largest per-
centages of women in an occupation. The nurses of
today have a degree in nursing ranging from a diploma
to a doctoral degree. Most commonly they become
licensed practical or registered nurses. Work locations
cover a broad spectrum from hospitals to nursing
homes and private practice offices. Furthermore, nurses
have a wide range of specialties to choose from, includ-
ing surgery, medical units, critical care, psychiatry, and
home health care.

In recent times, nurses have suffered from the
common angst of the working woman—specifically, the
challenges in combining professional ambition with
motherhood and family life. Some feel that nurses
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endure more than other female professionals because
their occupation is more stressful. Examples of current
stressors in the nursing profession include a severe
nursing shortage, corporate health care downsizing,
health resource restrictions inherent in managed care,
daily crisis, and long, irregular hours.

Many descriptions of nurses indicate that they must
be submissive, subordinate, and passive. These descrip-
tions have long been applied to traditional housewife
and mother roles as well. In contrast to the commonly
perceived central role of physicians for curing, nurses
may receive little credit for their important role in illness
treatment and recovery. There are many stereotypes of
nurses including “angels of mercy,” servants to physi-
cians, as well as “old maids” and “battleaxes.” Some feel
that the female domination of nursing has been one of
the reasons this field’s development has been ham-
pered; specifically, that nursing has been socialized to
be a female career and in a way is considered an
extension of work at home. Throughout the time of the
feminist movement, society in general has been quick
to criticize women who have a family and work for not
putting their family first. Others point out that the ideal
nursing traits of compassion, sensitivity, and compli-
ance are not useful in career success—where autonomy
and competitiveness are valued (Castledine, 1983).

In spite of the fact that most nurses are women, the
feminist movement has not always actively benefited
the nursing profession. This is true in general of female-
dominated professions, such as nursing and social
work, which have traditionally been identified with
a housewife role. The feminist movement has at times
ignored women nurses, as the strongest emphasis has
been on improving access for women into traditionally
male dominated fields. Because of this, some nursing
groups feel that their field is devalued by the feminist
movement (Letvak, 2001).

Job satisfaction and commitment to the profession
has been studied among nurses, as it has been 
noted that there is a high turnover rate in nursing.
Multiple explanations have been proposed including
that women will never be satisfied in careers as they
value relationships above all else. Some have observed
that men and women have different approaches
toward morality. For example, it has been suggested
that women value caring and connections with 
others, while men value justice, autonomy, and inde-
pendence (Letvak, 2001). A study by Magnussen (1998)
evaluated career perceptions of nurses who entered
the field between 1910 through 1980. Each woman

represented a different decade and it was hoped that
this would shed some light on the perceptions of the
field. This report found that women in nursing had a
desire to serve others, and found the field to be finan-
cially accessible with regard to education. Women who
entered nursing in the latter decades also noted that
the work was satisfying, flexible, respected, and always
in demand (Magnussen, 1998). Letvak (2001) recently
suggested that women nurses may be able to improve
their job satisfaction through united effort and by
obtaining flexible work schedules, thus leading to
better attendance at work and fewer nurses leaving
the field.

Sexual harassment is an issue in the nursing field
that has been closely examined in recent times. This is
an important issue on many fronts—with regard to
nurse employees, nursing management, and health
care administrators. In addition to the destructive
effects on the victim, sexual harassment can lower staff
morale, efficiency, and productivity. Sexual harassment
is illegal and the employer can be held liable if it hap-
pens while a nurse is at work. A 1994 study (Libbus &
Bowman, 1994) found that 72% of women nurses
experienced sexual harassment while at work. Twenty-
five percent of the perpetrators were physicians,
approximately 54% were patients, and the remainder
were colleagues or family members of the patients.
Many of the women reported confronting patients for
this behavior, although fewer nurses did this if the
perpetrator was a physician or a coworker. It is felt that
this may be secondary to the power differential at play
in a hospital setting where physicians and male nurses
traditionally have had more power than female nurses.
Interestingly, most female nurses do not report feelings
of self-blame as is common for many female victims
of sexual harassment. It is possible that the ego
strength developed through nursing education and
experience allows many nurses to avoid the self-blame
typically seen in victims of sexual harassment. While it
has been suggested that women nurses directly
confront the perpetrator of sexual harassment, it is
essential for nurse managers and executives to take
responsibility for providing a safe work environment
and ensure that sexual harassment does not occur
(Libbus & Bowman, 1994).

Verbal abuse has also been examined in the nurs-
ing profession (Bruder, 2001). Although this type of
abuse appears to be fairly common, it is not often
openly addressed. Almost all nurses have experienced
verbal abuse at some time from peers, physicians, or
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patients (Bruder, 2001). This type of abuse can lead to
decreased self-esteem and job dissatisfaction. Of note,
male nurses are at much lower risk of verbal abuse
than are female nurses. A recent report emphasized the
importance of open communication regarding this
issue, role-play to come up with ways to confront a per-
son who is verbally abusive, and to refer to those in
power by their first name, if that is how they refer to
the nurse in question (Bruder, 2001).

Nurses are considered to be at relatively high risk
of substance use, possibly because of the high stress
nature of their work combined with access to controlled
substances. A survey of 1,951 female nurses (Collins,
Gollnisch, & Morsheimer, 1998) assessed lifetime illegal
drug use. This report noted that 37% of nurses had used
marijuana, 16% had used opiates, and almost 3% had
used hallucinogens. In the past month, approximately
1% had used marijuana and almost 2% had used
opiates. Prescribed drugs were also included in this
study; lifetime use of tranquilizers was 20% and
amphetamines, 12%. It was noted that the rate of pre-
scription drug use was comparable to that of male and
female physicians and this may relate to the fact that
both nurses and physicians have easy access to con-
trolled substances. Collins et al. (1998) suggested that
neuroticism, which is how stress is perceived, may be a
risk factor for substance use, and that female nurses
with higher neuroticism have higher perceptions of
stress and therefore are more likely to use alcohol to
cope with this stress (Collins et al., 1998).

Gender Differences in the Nursing Profession.
Men have always been a minority in nursing. In 1940,
only 1% of nurses were men and in 1984, only 4%.
Compared to women nurses, men are typically older
upon entering the field, more likely to be married, and
have a history of being in the military. One study com-
paring job satisfaction between male and female nurses
found that men appear to be more satisfied with their
supervisors and felt more motivated by their job com-
pared to women (Zawacki, Shahan, & Carey, 1995). As
is true in the other health professions, patients may
have gender preferences for nurses. A recent study from
Australia surveyed patient gender preferences for nurse
providers in 1984 and in 2000 (Chur-Hansen, 2002).
This study demonstrated that as the intimacy of a situa-
tion increases the more likely it is that patients would
prefer a nurse of their own gender. Furthermore, this
was found to be particularly true for female patients
compared to male patients (Chur-Hansen, 2002).

It has been noted that male nurses gravitate to
critical care, psychiatry, and general medicine. On the
other hand, female nurses tend to work in pediatrics,
midwifery, and geriatrics, which are specialty areas
considered more traditionally “female.” In a study con-
ducted in Ireland (Muldoon & Kremer, 1995), question-
naires were given to 123 student nurses to examine their
career aspirations, gender role, and job commitment.
The study found that career aspirations are influenced
by perceived gender role and motivation, but not by job
commitment (Muldoon & Kremer, 1995).

Physicians

History and Early Experience. Early women doctors
learned through apprenticeships and cared primarily for
women and children. In the 1770s, Frances Coomes
may have been the first American woman physician.
She practiced in Kentucky and, although she was
known as Mrs. Coomes, she apprenticed along with
a man who was thereafter known as a practicing
physician. During the Civil War, Mary Walker served as
a doctor, while disguised as a man (Dickstein, 1996).

Elizabeth Blackwell, the first woman formally
academically trained as a physician in the United States,
was a governess in a physician’s home and studied his
books (Levin, 1988). In 1847, Blackwell was accepted
to the Geneva College of Medicine in New York, and
graduated at the top of her class in 1849 (Chin, 2002;
Friedman, 1994; Levin, 1988). In 1850, the Women’s
Medical College of Pennsylvania opened (Chin, 2002),
and in 1864, Rebecca Lee Wright was the first African
American female physician trained in the United States
(Hart-Brothers, 1994).

This progress was not without controversy. In 1874,
Harvard professor Edward Clarke reported that women
who attended medical school would develop “mon-
strous brains and puny bodies; abnormally active cere-
bration and abnormally weak digestion; flowing thought
and constipated bowels” (Chin, 2002). In spite of these
dire predictions, by 1900 there were 19 women’s med-
ical schools in the United States (Chin, 2002), and by
1900, 5% of U.S. physicians were women. This number
remained below 10% until the 1970s (Chin, 2002).

By 1893, the Women’s Medical Journal had been
launched, and in 1915, the Medical Women’s National
Association was founded (Chin, 2002). In 1915, women
were also finally admitted into the American Medical
Association (Chin, 2002). Some specialties within 
medicine were less accessible to women as the decades
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progressed, and the first woman was not certified by
the American Board of Surgery until 1940 (Jonasson,
2002). Federal legislation facilitated the increased
numbers of women in medicine into the 1970s and
beyond. Within two years of the 1972 passing of Title IX
of the Higher Education Act, which prevented universi-
ties receiving federal funding from discrimination based
on gender, over 20% of medical school entrants were
women (Chin, 2002).

Education and Training. A typical medical school
curriculum lasts 4 years after completion of an under-
graduate degree. Medical school mixes classroom learn-
ing and clinically based “rotations” in health care
settings. More than 40% of medical students in the
United States, Canada, England, and Australia are now
women, consistent with increases in female applicants
(McMurray et al., 2002), and 44.6% of U.S. medical
students in 2000–2001 were women (Jonasson, 2002).

Residency is the training after medical school, in
the new doctor’s choice of generalist or specialty field.
Residencies range in length based on specialty, with
most being 3–5 years long. In residency, women physi-
cians are often confused for nurses or aides. Residency
often falls during a woman’s childbearing years, and is
quite physically as well as mentally challenging due to
long and often unpredictable work hours.

Despite the increase in women completing medical
school in the last quarter century, differences persist in
choice of specialty and patterns of practice compared
with their male colleagues (McMurray et al., 2002). The
highest percentages of women residents can be found
in obstetrics–gynecology (67%) and pediatrics (65%),
caring for other women and children (Fye, 2002). Less
than 5% of women residents choose surgery (McMurray
et al., 2002). One former obstetrical resident who left
her program due to her desire to be a mother wrote
“residency is a barbaric training process during which
new physicians can have the humanity literally worked
out of them … the dogma maintained is that residents
must work as many hours as are humanly possible
because of the vast amount of knowledge to be
learned … ” (Becker, 2002).

Specialty Choice, Career Advancement, and Job
Satisfaction. In 1980, there were 37,189 female physi-
cians in the United States. In 2000, this rose to 148,768,
an increase of over 300% (Salsberg & Forte, 2002). The
influence of women in medicine is suggested by
an increased emphasis on the importance of the

doctor–patient relationship and the growth of preventive
medicine (Chin, 2002). The majority of women physi-
cians practice in primary care settings such as pediatrics
or internal medicine. Female pediatricians increased
from 28% in 1980 to 48% in 1998, and women are soon
expected to represent the majority of pediatricians.
Women pediatricians are more likely than men to work
part time (26% vs. 4%), primarily due to childcare
responsibilities. This may lead to a need for more total
pediatricians to treat patients (Cull et al., 2002).

From 1988 to 1998, the income of women physi-
cians was “gaining on” the income of men at a rate of
about 1% per year (Wallace & Weeks, 2002). However,
women in internal medicine still earn less than 80% of
what their male counterparts make (Wallace & Weeks,
2002), and female physicians have been consistently
noted to receive less pay than male physicians
(McMurray et al., 2002). This difference persists even
after adjustment for age and hours worked (Wallace &
Weeks, 2002). Wallace and Weeks (2002) reported that
if the trend of increase in women physicians’ pay con-
tinues, women and men primary care physicians should
receive the same hourly pay by the year 2014.

In academic settings, women medical school faculty
earn less, and receive promotions more slowly than their
male counterparts (McMurray et al., 2002). A Harvard
study showed that women with children received pro-
fessorship less frequently than men or women without
children, and women with children were less satisfied
with their careers (Epstein, 2002). Women are promoted
less often than men with similar qualifications, and only
8% of medical school chairs are women (Nora, 2002).

Women physicians often must balance family
demands with the demands of work, suffering “fatigue,
stress, guilt, and role strain” (Palepu & Herbert, 2002).
Physician “burnout” occurs when doctors under pres-
sure are “overloaded with the demands of caring for
sick patients within constraints of fewer organizational
resources.” Physicians with burnout may experience
exhaustion, headaches, sleep problems, relationship
disturbances, anxiety, depression, heart attack, as well
as being more vulnerable to addictions and errors in
judgment (Spickard, Gabbe, & Christensen, 2002). This
has been explained as “the silent anguish of the heal-
ers” (Spickard et al., 2002). Unfortunately, women
physicians are much more likely to report “burnout”
than male physicians (Spickard et al., 2002). Women
physicians in the United States experience more
“burnout” than their male U.S. counterparts and more
than physicians in the Netherlands (Linzer et al., 2002).
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Manson et al. (2002) reported that women physicians
with children had the lowest level of career satisfaction
and that women in general reported less satisfaction
with career goals and work compared to men. Some
of these career satisfaction differences may be due to the
demands of multiple role obligations. For example, in a
survey of surgeons (Sonnad & Colletti, 2002), women
surgeons’ spouses were more likely to work outside the
home than were male surgeons’ spouses, and women
surgeons spent twice the number of hours parenting
compared to men. Women surgeons were somewhat
more likely to miss work for family obligations, while
male surgeons were more likely to miss family obliga-
tions for work (Sonnad & Colletti, 2002).

Midwives

History and Training. The word “midwife” is derived
from “mid” or “with” and “wife” or “woman” (Rooks,
1997), and it has been said that midwives truly epito-
mize the commitment of women to be with women
during childbirth (Reed & Roberts, 2000). In early times,
midwives were also known as “wise women” or
“witches.” They discovered herbal remedies, such as
ergot for labor pain, and belladona to inhibit uterine
contractions in threatened miscarriages. This was
unpopular with the church, because of the belief that
only God could heal (Garratt, 2001) and the view that
labor pain was a punishment for Eve’s original sin
(Ehrenreich & English, 1973).

Midwives, as women healers, were felt to have
special knowledge about the “female mystery” of birth.
During the Middle Ages, midwives were persecuted for
using pagan birth rituals, and witch hunts of the 1400s
and 1500s killed many midwives. Midwives were
accused of offering babies to the devil if the baby died
(Rooks, 1997). Men were often excluded from child-
birth, and male “barber-surgeons” were called in only
when forceps (invented in the 1600s) were needed
(Rooks, 1997). Women were not permitted to practice
surgery (Ehrenreich & English, 1973).

The history of midwives in the United States began
with dependence on them in the Colonies, a near dis-
appearance in the early 1900s, and reemergence of
midwifery later in the 20th century (Reed & Roberts,
2000). Bridget Lee Fuller was a British midwife brought
over on the Mayflower and salaried as the town mid-
wife in Plymouth (Rooks, 1997). Many early American
midwives were minority women or immigrants who
had trained in other countries (Reed & Roberts, 2000).

For example, Southern plantation owners often had
slaves serve as midwives, and skills were passed along
during apprenticeships (Rooks, 1997).

The first publicly funded midwife training program
began in 1911 (Rooks, 1997). A decade later, the
Sheppard Towner Act of 1921 allowed nurses to super-
vise midwives, and this was an impetus to begin edu-
cating nurses as midwives (Reed & Roberts, 2000). After
the development of midwifery schools, midwives
practiced in underserved areas, especially in New York,
New Mexico, and Kentucky (Reed & Roberts, 2000).
The first nurse-midwifery service in the United States,
the Frontier Nursing Service in Kentucky, was founded
in 1925 (Reed & Roberts, 2000). In the White House
Conference on Child Health and Protection that same
year, it was noted that “trained midwives surpass the
record of physicians in normal deliveries” (Rooks,
1997). However, by the 1930s, midwives attended only
one eighth of U.S. births (Rooks, 1997).

Midwifery Outside the United States. Midwifery is
seen as a standard model of care in other developed
countries (Rooks, 1997). Australian and Canadian studies
have demonstrated that continuity of midwifery care can
lead to a significant reduction in cesarian section rates,
and in the United Kingdom there is a growing use of
midwifery-led, freestanding birth centers (Brodie, 2002).

A recent study of Australian midwives showed that
they were underrecognized and underutilized (Brodie,
2002). In this same report, Australian midwives reported
feeling “dominated by medicine” as the amount of med-
ical intervention in pregnancy was on the rise. There
was also concern raised about difficulties in keeping up
skills in rural areas, due to lack of continuing education
(Brodie, 2002).

In many Latin countries, there are no schools for
professional midwifery, and in the poorer areas,
70–95% of births are attended by traditional midwives.
Notable exceptions are Costa Rica and Chile, in which
almost all births occur in hospitals, due to national
campaigns (Romero, 2002). Possibly as a consequence,
Chile also has the highest cesarian section rate in the
world, at 40–80% (Romero, 2002). In many parts of the
world, the willingness of midwives to practice in under-
served areas, and to focus on prevention, education,
and breast-feeding are important advantages.

Midwives in the United States. In the United States,
approximately 99% of midwives are women (Rooks,
1997). A midwife provides independent care of normal

Women in the Health Professions

26



pregnancies, delivery, postpartum period care, new-
born care, and family planning (Schuiling & Slager,
2000). Although midwifery and medicine differ, there
are some similarities as well (Rooks, 1997). Midwifery
has been described as “a celebration of life” rather than
a medical procedure (Romero, 2002) and the midwife
tends to focus on the woman and the experience of
pregnancy. Examples of midwife interventions during
pregnancy include efforts for smoking cessation and
domestic violence prevention. Additionally, midwives
collaborate with obstetricians and try to avoid obstetric
interventions when possible (Rooks, 1999).

Ideally, a pregnant woman is followed by the same
midwife throughout a pregnancy, with an obstetrician
providing medical review periodically during the
pregnancy (Waldenstrom, 1997). A prevailing strategy is
that of the “midwife as a present but nondominant
force” in childbirth who has the ability to take more
authority if needed (Kennedy, 2002). Hospital births
attended by midwives may vary greatly in technique
from those managed by obstetricians; for example,
there may be fewer procedures and pain medications,
more changes in position, and the woman may often
drink during labor (Rooks, 1997).

In 1971, the American College of Obstetricians and
Gynecologists (ACOG) endorsed the role of the nurse-
midwife in maternity care, and in the past several
decades, nurse-midwifery has expanded significantly
(Reed & Roberts, 2000). Training, scope of practice, and
licensing standards for midwives vary from state to state
(Reed & Roberts, 2000; Rooks, 1997). However, national
certification is necessary for the practice of nurse-
midwifery in almost all states. Sixty-eight percent of
nurse-midwives have a master’s degree while 5% have
a doctorate. In 2000, there were 45 programs accredited
for training nurse-midwives (Reed & Roberts, 2000).
Direct entry midwives (midwives not previously trained
as nurses) are legally prohibited in nine states (Reed
& Roberts, 2000), while in the majority of states, nurse-
midwives may prescribe medications to patients
(Reed & Roberts, 2000).

As of 1997, midwives attended 6% of U.S. births
(Rooks, 1997). Native Americans have the highest
percentage of midwife births, followed by African
Americans and Hispanics, at much higher rates than
Caucasian and Asian women (Rooks, 1997). Often, mid-
wives continue to practice in underserved areas such as
Appalachia, and minority and immigrant communities
(Rooks, 1997). Finally, nurse-midwives’ salaries are much
lower than that of obstetricians (Achterberg, 1990).

Pharmacists

History and Employment Patterns. Among the
health professions, pharmacy has one of the highest
percentages of women in the field. With current growth
trends, the proportion of women in pharmacy may
eventually exceed the proportion of women in the
nursing field (Francke, 1987). However, this pattern is
a change from the past. Women in pharmacy practice
are rather novel in the United States and the first
women graduated from a college of pharmacy in 1883.
This is not true in other countries. For example, in
Russia and the Philippines almost all pharmacists are
women (Slining, 2000). However, pharmacy schools
were open to women before they were allowed into
medical, dental, or law schools (Henderson, 2000).
During World War II, women made up 10% of phar-
macy students; this number dropped after the war
ended (Henderson, 2000). In 1950, 95% of practicing
pharmacists were men. This dropped to 91% in 1970
(West, 2000), and by 1983, 25% of pharmacists were
women (Henderson, 2000).

Enrollment in pharmacy schools has also seen an
upward trend for women. In 1950, 9.4% of enrollees
were women and this increased in 1972 to 24% (West,
2000). Projected data suggest that pharmacy is currently
a female-dominated profession (Francke, 1987;
Henderson, 2000). There are concerns that this will lead
to a shortage in the field, as women tend to work fewer
years compared to men (West, 2000). This concern is
partially fueled by the recruitment pitch that a career in
pharmacy can allow a woman to combine work with
having a family, and pharmacy can be practiced part
time while still earning a good salary (West, 2000).

It has been suggested that there are many reasons
why women are interested in the field of pharmacy.
These include the ability to use scientific knowledge
while being able to serve people. This field may be
attractive to women because there is the ability to move
to other fields and to specialize (Slining, 2000). It has
been suggested that women pharmacists are superior in
dealing with women’s health issues such as gynecolog-
ical, sexual, and contraceptive problems (Slining, 2000).

Academic institutions have been slow to hire
female pharmacists and 50 years ago faculty were almost
exclusively male. In 1973 women made up 4.8% of fac-
ulty. It is thought that women are not hired as frequently
because women had not pursued Pharm.D. degrees in
the past. As the female enrollment in doctorate degrees
increases, the prevalence of male-dominated faculty is
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likely to decline (West, 2000). The first female dean of a
pharmacy school was appointed in 1987, and in 2000
approximately 36% of full-time professors were women
(Henderson, 2000).

Pay and Job Satisfaction. In 1981, the American
Pharmaceutical Association’s Task Force on Women in
Pharmacy Final Report recommended that women insist
on equal pay and should seek out management
positions. Women earned $32.30 per hour compared
to $33.50 per hour that men earned in the year 2000.
The difference in pay was attributed to women working
part-time, as the part-time hourly wage was lower than
the full-time hourly wage (Henderson, 2000).

A 1978 study compared male and female pharma-
cists’ salary and benefits (Shoaf & Gagnon, 1980). This
study found that 29% of women worked part-time, com-
pared to only 5% of men. There was no difference in
disability insurance, sick days, or paid vacation. It was
found that men had higher salaries, because they had
higher level positions, such as management. Women
were also less satisfied with their work compared to
men—again, this was attributed to men having higher
level positions (Shoaf & Gagnon, 1980).

Another study examined the perceptions of work
between men and women pharmacists (Quandt &
McKercher, 1982). This study found no difference in the
perceived amount of time spent performing clinical
activities. However, women felt that they spent more
time in dispensing activities such as screening drug
orders. As had been seen in previous studies, men
reported a greater job satisfaction and women had a
greater likelihood of leaving the profession (Quandt &
McKercher, 1982).

In a study looking at career commitment
(Wolfgand, 1995), no difference was found between the
genders. It was found that for both men and women,
there was a negative relationship between career com-
mitment and professional recognition stress.

Other Health Professions

There are a multitude of other health professions in
which women find employment. As noted in the fields
already discussed, women have historically dominated
some professions, while women are relative newcomers
to other health professions. Health professions in which
women are well represented include dentist/dental
assistant, physical therapist, respiratory therapist, 
occupational therapist, and music therapist. These fields

are briefly discussed, although it must be noted that this
is by no means a complete list of health professions that
women practice.

Dentistry. Dentistry is the field that is centered on the
treatment and prevention of tooth, mouth, and gum
diseases. There are many different health care profes-
sionals in this field including dental hygienist, dental
assistant, and dentist.

The education for dental hygienists varies from a
2-year degree to master’s level work. Dental hygienists
typically are responsible for performing tooth cleaning,
assistance with x-rays, and initially obtaining patient
histories. While dentistry is a fast-growing occupational
area for women, barriers to job advancement and career
satisfaction may continue to occur for women entering
these professions. Garvin and Sledge (1992) found that
almost 27% of dental hygienists reported sexual harass-
ment, with the majority reporting their employer/dentist
as the perpetrator. Patients were responsible for 37% of
the incidents reported in this study.

Dental assistants are, in general, responsible for
managing the office, recordkeeping, and sterilizing
equipment. They usually would have participated in a
dental assistant program at a community college level.

To become a dentist, one must complete under-
graduate level coursework and then graduate from a
dental school. Dentists can then choose to specialize in
one of eight fields including orthodontics and periodon-
tics. It has been noted that as recently as the 1960s
women in dentistry were expected to enter certain areas
of the profession, such as maternity and child welfare
services (Stewart & Drummond, 2000). Initially, women
were more common only in the supporting dental fields
such as dental hygienist. Recent data show that women
make up 38% of dental school students and approxi-
mately 14% of active practitioners. Scarbecz and Ross
(2002) recently studied gender differences in the moti-
vation of dental school students. This study found that
female students ranked people-oriented motives higher
than their male counterparts. Male students felt that self-
employment and business-related reasons were more
important. Both male and female students rated financial
gains and flexibility of career as being equally important.

Solomon and Hayes (1995) evaluated gender differ-
ences and type of practice of pediatric dentists. This study
specifically evaluated stage of career as well, by classifying
participants into groups of early career (1–5 years in prac-
tice) versus established career (�10 years). In the early
career group, more men were in private practice whereas
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more women were faculty at dental schools. In the estab-
lished career group, more men were group practice own-
ers and women were more likely to be in a solo practice.

In a study of job satisfaction of women dentists,
80% of respondents reported that they were satisfied
with their career (Price, 1990), and that they had a good
working relationship with male and female colleagues
and their staff.

In studies looking at career patterns of female
dentists, it has been found that women are more likely
than men to take breaks during their career (Newton,
Buck, & Gibbons, 2001; Newton, Thorogood, &
Gibbons, 2000). The median length of career break
taken by a woman dentist has been reported to be
9 months, that of hygienists 11 months, and that of den-
tal assistants 11.5 months (Newton et al., 2000, 2001).
Almost 61% of women dentists take a career break
whereas only 27% of men do. Most of the career breaks
taken by women dentists are for childcare reasons. It
has also been noted that female dentists who take a
break are expected to have a 25% shorter career life
than those who do not (Newton et al., 2000, 2001).

Physical Therapists. Physical therapy is the discipline
where scientific physical procedures are used to treat
people with disabilities or diseases with the goal of
functional recovery. Physical therapists work in a vari-
ety of locations including hospitals, rehabilitation
centers, nursing homes, clinics, and in private practice.
This type of treatment started in ancient times, and
there are records of this being used by ancient Greeks
and Romans. Modern physical therapy started in the
19th century in Britain, and became popular in the
United States shortly after its start in Britain. The field
was female dominated and most graduates from physi-
cal therapy school during that time were young women.
The numbers of indiduals in the field dramatically
increased after World War II secondary to the increased
demand. Physical therapy had shown impressive results
in the treatment of those injured in battle.

Rozier, Raymond, Goldstein, and Hamilton (1998)
evaluated career success of 1,906 men and women
physical therapists. It was found that family issues are the
primary factor responsible for success or lack of success
in the career of physical therapy. Specifically, success for
female physical therapists appears to depend largely on
their family responsibilities (Rozier et al., 1998).

Respiratory Therapists. Respiratory therapists are
often critical in the care of patients suffering from

breathing disorders. The majority of respiratory thera-
pists are women. They treat all ages, from premature
infants, who have immature lung function, to adults
with chronic lung diseases. Approximately 80% of
respiratory therapists work in hospitals, while others
work in doctor’s offices and in home care settings.
Respiratory therapists play a role in evaluation of respi-
ratory disorders including testing as well as treating the
disorders with oxygen, aerosols, and chest physiother-
apy (which is used to loosen mucus from the lungs).

Respiratory therapists, on average, work 35–
40 hours per week. Their training is varied and qualifi-
cations may include specific degrees, or certificate pro-
grams. Most states have licensure requirements for
respiratory therapists. There is an expected future
increase in employment opportunities for respiratory
therapists, due to an increase of middle-aged and
elderly Americans, many of whom may develop chronic
obstructive pulmonary disease (COPD), pneumonia, or
cardiac conditions with pulmonary complications (U.S.
Department of Labor, 2003).

Occupational Therapists. Women have traditionally
been the primary caregivers of children and those with
disabilities; and they dominate the field of occupational
therapy (Froehlich, 1992). In fact, 93–95% of occupa-
tional therapists are women (Froehlich, 1992; Miller,
1992). However, male occupational therapists have
traditionally been better paid and have held propor-
tionally more roles of administration than their female
counterparts (Miller, 1992).

Occupational therapists believe in the importance
of meaningful work to the overall well-being of patients,
and work with patients to empower them (Froehlich,
1992). They must work against prevailing negative atti-
tudes of the population against persons with disabilities.

Music Therapists. The great majority of music thera-
pists are women (Lathom, 1982). While they are found
in many health care sectors, a large percentage of music
therapists work in psychiatric facilities (Lathom, 1982).

Music therapists treat patients using “the marriage of
science and art for the purpose of healing” (White, 2001).
Musical healing has been used in the United States since
the late 1700s (White, 2001). In the late 1800s, music
recordings were used to help with sleep and surgery-
related anxiety and anesthesia (White, 2001). In 1926, Isa
Maud Ilsen, a nurse, established the National Association
for Music in Hospitals (White, 2001). In the 1940s,
music was used to treat wounded and “shell-shocked”
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veterans, as well as patients undergoing dental proce-
dures (White, 2001).

Music therapists use music to “bring about changes
from undesirable, unhealthful, and uncomfortable con-
ditions to more acceptable states” (White, 2001). Music
is selected for specific elements including rhythm, har-
mony, and melody (White, 2001). For example, lower
pitched music can decrease tension, and some music
can bring up memories (White, 2001). Studies have
established that music therapy can cause changes in
respiration, heart rate, blood pressure, pain, nausea,
and anxiety (White, 2001).

CONCLUSIONS

Women in the health professions today are a pow-
erful force, delivering a vast array of services in a variety
of settings. The entry of women into formerly male-
dominated professions is changing the face of medicine
for both patients and health care providers. In tradition-
ally female-dominated professions such as nursing and
midwifery, issues of empowerment and autonomy are
increasingly emphasized. In many instances, women
patients prefer to be cared for by women providers, and
women patients are more likely to share information
with their women health care providers regarding such
sensitive and stigmatized issues as domestic violence and
addictions. Over time, this is likely to lead to improved
health care for women and their families.

A number of challenges exist for women in the
health professions including barriers to career access
(e.g., there are still few women physicians in surgical
specialties) and multiple job stressors. Some career
stressors for women in the health professions are simi-
lar to those experienced by male colleagues such as
long and unpredictable hours and corporate downsiz-
ing. Other stressors are particularly profound for
women, such as balancing the multiple demands of par-
enting and career. Finally, the gains made by women in
the health professions have not been equally distrib-
uted, with women of color still grossly underrepre-
sented in the greatest areas of growth.
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Women in the Workforce

Lorann Stallones

Historically, women have been found working in six key
tasks in a majority of societies: provision of food; care of
the home; child care; nursing the sick; teaching; and
manufacture of clothing. As women have moved into
wage labor, they often have been found to perform
these same activities in a commercial form, that is, tasks
that are centered around care of and service to others.
Vast numbers of women are found working as teachers,
nurses, cleaners, and garment makers. Women also are
likely to work indoors at work considered to be lighter
than men’s work. Often the jobs involved are considered
clean and safe and are physically undemanding, repeti-
tive in nature, and boring. Some jobs require dexterity,
but not skill; and often jobs lack mobility, with women
working in one particular workstation for long hours. As
a result of the perception that women are working in
safe environments, studies have not focused on the haz-
ards encountered in those work sites. The work of
women has traditionally been viewed as marginal and
temporary, with the expectation that they would leave
paid employment once they married and began child-
rearing. This perception has had a marked impact on the
inclusion of women in studies of occupational hazards.
There is limited information about the occupational
hazards related to those occupations where women
have been the majority of workers.

Division of labor within factories, offices, schools,
and hospitals has evolved into sexual division of tasks
with distinct patterns of segregation that are somewhat
masked by the manner in which information is reported
in labor statistics. Although there has been a marked
decline in the number of occupations that completely
excluded one sex or the other, there is an increased
likelihood that men will work in occupations where
coworkers will be predominately men. While women
are gradually making inroads into occupations that have
previously been male dominated, a similar trend of
males entering female-dominated occupations has not
been as evident. This results in a persistent pattern of
gendered work segregation. Men may work in environ-
ments where there are few women, but women rarely

Women in the Workforce

32



work in environments where there are more women
than men. Traditional jobs that women have held have
often become mechanized, and have moved from
a domestic activity to a marketplace activity. Often, as
a result the jobs then become men’s work rather than
women’s work. An example of this would be the trans-
formation of sewing done by women as seamstresses in
their homes to factories devoted to sewing where men
operate the large equipment. Work of higher status and
higher pay has traditionally been men’s work and as cer-
tain jobs are upgraded, that work becomes men’s work.
Women’s entry into work that has been traditionally held
by men has the opposite effect, salaries decline, and the
status of the occupation similarly declines. Gender dif-
ferences in the workplace are of two types, employment
conditions (salaries, work hours, length of contracts, and
benefits) and job content. These differences influence
women’s occupational health and safety.

In the United States in 2001, there were 43.6 million
women aged 16 years and older working full time. This
represents about 60% of women in those age groups.
These women comprised 44% of the total workforce of
full-time workers. An additional 14 million women were
employed part time. Women represented 68% of the
part-time workforce. One of the most notable issues to
consider in the health and safety of women working in
the United States is the continued discrepancy between
salaries of men and of women. Table 1 contains data on
the number of women employed in specific occupa-
tions, the percentage of the total workforce they repre-
sent, and their weekly median income, contrasted to that
of the men in the same occupational categories.
Traditional women’s jobs have been defined as those
that include 75% or more of the workers. Using that def-
inition, there are not any major occupational categories
except administrative support services that would be
considered traditionally women’s work. There are occu-
pations within the major groupings where the work
would be considered women’s work, notably registered
nurses and health technicians, including licensed
practical nurses. In those occupational groups, women’s
median weekly incomes are below men’s median
weekly incomes. In occupations where women com-
prise more than 50% of the group, professional special-
ties, administrative support including clerical workers,
and service occupations, median weekly incomes for
women are below incomes of their male counterparts.
However, there does not appear to be a correlation
between the percentage of women in any occupational
category and the magnitude of salary differential

between women and men. For example, among equip-
ment operators women comprise only 5% of the work-
force, but their salary is 90% of men’s salaries, while
among nurses women comprise 91% of the workforce
and their salaries are 88% of men’s. The greatest differ-
ential in salaries is seen in the sales occupations, where
women comprise 45% of the total workforce and their
salaries are 62% of their male counterparts. Although
studies of the distribution of diseases in populations
have consistently associated lower income with poorer
health status, the extent to which income differentials
contribute to occupational illness and disease outcomes
among women has not been assessed in a comprehen-
sive manner. Access to high-quality medical care ser-
vices is influenced by the ability to pay. For example, if
women’s salaries are lower than men’s a larger portion
of their income goes to paying medical insurance.
Conversely, if women are employed part time they may
not receive medical insurance as a benefit of their
employment and will have to pay out of pocket for
medical care. This coupled with the perception that
women’s work environments are safe and healthy
results in little exchange about workplace between
a woman and a physician when a woman does seek
medical attention. As women move into more nontradi-
tional work settings, the absence of occupational medi-
cine training among primary care physicians will only
serve to exacerbate the problem of correctly attributing
diseases to working conditions.

Within major occupational groupings there are
a large number of specific occupational titles.
Several of the categories will be described. Managerial
and professional specialties include financial managers,
personnel and labor relations, purchasing managers,
educational administrators, medicine and health
managers, real estate managers, funeral directors,
accountants, auditors, financial officers, buyers, pur-
chasing agents, and construction inspectors. Professional
specialties include architects, engineers, surveyors, com-
puter system analysts, mathematical scientists, chemists,
atmospheric scientists, geologists, physicians, dentists, vet-
erinarians, registered nurses, pharmacists, dieticians,
respiratory therapists, occupational therapists, physical
therapists, teachers, librarians, economists, psycholo-
gists, social workers, recreation workers, clergy, lawyers,
musicians, actors, photographers, dancers, public rela-
tions specialists, and athletes. Technicians and related
support include clinical laboratory technicians, dental
hygienists, radiological technicians, licensed practical
nurses, electrical technicians, engineering technicians,
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biological technicians, chemical technicians, airplane
pilots and navigators, broadcast equipment operators,
computer programmers, tool programmers, and legal
assistants. Sales includes insurance, real estate, securities
and financial services, advertising, mining, manufactur-
ing, wholesale, motor vehicle and boat sales, apparel,
furniture, appliances, parts, news vendors, and models.
Clearly the broad occupational categories reflect a wide
array of hazards, some unrelated to others within the

broader occupational group, others closely related to
categories found within other occupational groupings.
For example, dentists and dental technicians, and
chemists and chemical technicians are more likely to
have similar exposures to hazards than to other cate-
gories within the broad heading of professional or tech-
nical specialties. For this reason, within Table 1, some of
the specific occupational groups are presented under
the major occupational category.
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Table 1. Median weekly earnings among full-time employed women aged 16 years and older by occupation, percentage
of workforce, and percentage of median male weekly income, United States, 2001a

Women’s Women’s
Women as weekly income percentage

Total number percentage of total median of men’s median
Occupationb of women workforce income ($) income

Total 43,671,000 44 511 76

Managerial 15,956,000 49 732 70
Professional 8,510,000 52 749 73

Chemists 54,000 36 800 74
Physicians 161,000 32 958 70
Registered nurses 1,459,000 91 820 88
Therapists 246,000 71 782 96
Teachers—college 244,000 37 844 75
Teachers—except college 3,232,000 73 707 91

Technicians and related 1,883,000 50 580 74
support
Health technicians 1,099,000 79 534 76
Engineering technicians 187,000 20 608 82
Science technicians 98,000 41 558 81
Technicians, other c 499,000 41 705 74

Sales occupations 4,574,000 45 429 62
Administrative support 10,954,000 77 469 81
including clerical

Service 5,812,000 52 335 76
Farming, forestry, fishing 222,000 15 308 84
Precision production, craft 1,012,000 8 479 74
and repair
Mechanics/repairers 201,000 5 594 89
Construction trades 94,000 2 437 72

Operators, fabricators, and
laborers 3,258,000 22 368 73
Machine operators 2,119,000 35 369 72
Production inspectors 329,000 50 400 67

Transportation and material
moving occupations 356,000 8 439 75
Motor vehicle operators 299,000 9 422 71
Equipment operators 51,000 5 486 90

Handlers, equipment cleaners 783,000 20 342 85

a Data from the United States Bureau of Labor Statistics.
b Occupations listed under the major headings are representative of the types of occupations included but do not include all possible occupations under the

major grouping, therefore the numbers will not sum.
c Includes airplane pilots, navigators, legal assistants, and computer programmers.



Table 2 contains information about the part-time
employed workforce. Among part-time workers,
women comprise 68% of the total workforce. Benefits
are not usually available for part-time workers, there-
fore women are less likely than men to be employed in
circumstances that would provide full access to medical
care and disability insurance as part of their employ-
ment. Among part-time workers, women who are
Caucasian and African American receive higher salaries
than their male counterparts, but women who are
Hispanic receive lower salaries. This may be due to the
length of time women are employed as part-time work-
ers. Women may leave the workforce to raise their
children and then return to part-time work as their chil-
dren get older.

OCCUPATIONAL INJURIES AND ILLNESSES

Annually, the United States Bureau of Labor
Statistics publishes data on the number of nonfatal occu-
pational illnesses and injuries that occurred, which
required the person to miss days of work. For women
the common injuries by frequency are sprains and 
strains (47%), bruises and contusions (10%), soreness
and pain (8%), fractures (6%), cuts, lacerations, and
punctures (4%), multiple injuries (3%), carpal tunnel syn-
drome (3%), back pain and tendonitis (3%), heat burns
(1%), chemical burns (�1%), and amputations (�1%).
Table 3 contains the numbers of injuries and illnesses
and rates per 1,000 by occupation and a comparison
between women and men. While women have long
been described as safer workers than men, in 16 of the

28 occupational categories presented, their rates are
higher than the rates for their male counterparts. In five
of the occupational groupings women’s rates were more
than two times greater than men’s rates of injury and ill-
ness. These occupations were physicians, registered
nurses, therapists, college teachers, and sales occupations.

The majority of information available from the
Bureau of Labor Statistics is related to occupational
injuries, not occupational illnesses. Acute episodes of
trauma, back pain, and chemical burns are far easier to
link with the workplace than are illnesses that develop
over long periods. Other types of data collection
systems are necessary to access information about occu-
pational illnesses.

Although the majority of information available
about occupational illnesses and injuries relates to the
occupation of the individuals, there are also data on
the industry in which someone is employed. The indus-
try influences hazardous exposures in a significant
manner. For example, a clerical worker may work in
a manufacturing plant, in a library, or at home.
Conversely, a nurse working in home health care or in
a public health department may experience very differ-
ent exposures than a nurse working in a hospital.
Similarly, within the hospital a surgical nurse will be
exposed to different hazards than a nurse working as a
supervisor on the pediatric floor. Therefore, data are
sometimes presented related to industry in combination
with occupation or industry alone. The major industries
are agriculture, mining, construction, manufacturing,
transportation/public utilities, wholesale trade, retail
trade and finance, insurance, and real estate. Whether
information is presented by industry or by occupation,
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Table 2. Number and median weekly earnings of part-time employed workers aged 16 years and over
by selected characteristics, United States, 2001a

Women’s
Men’s median Women’s median income percentage

Number weekly Number weekly of men’s median
Characteristic of men income ($) of women income ($) income

Age
16–24 3,590,000 140 4,538,000 136 97
25� 3,077,000 219 9,721,000 218 99

Race/ethnicity
White 5,575,000 168 12,452,000 187 111
Black 722,000 160 1,240,000 175 109
Hispanic 712,000 185 1,266,000 179 97

a Data from the United States Bureau of Labor Statistics.



the assumption that specific exposures have occurred
or have not occurred to individuals must be viewed
with caution. Table 4 contains the occupational injury
and illness rates among women and men based on
industry codes rather than occupational codes. From
this comparison, women would be viewed as far less
likely to report occupational injuries when contrasted
with their male counterparts. However, those compar-
isons include such a wide difference in actual job tasks
that the conclusion would be suspect, especially when
compared with the results presented in Table 3.

TOXICOLOGY

Acute toxicity testing of xenobiotics has usually
been conducted in test animals of a single sex in order
to conserve animals. Differences in metabolism, trans-
formation, and toxicity by sex have been documented
in rats, mice, and humans. Sensitivity to the lethality of
xenobiotics has also been described with female rats
being more sensitive than males in some cases, but for
others, male rats were more sensitive. Little evidence
has accumulated in human research to provide
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Table 3. Nonfatal occupational injury and illness rates per 1,000 full-time workers involving days away from work
among women and men, 2000a

Women’s Men’s
Women—Number illness/injury Men—Number illness/injury
of illnesses/ rate per of illnesses/ rate per Rate ratio

Occupation injuries 1,000 injuries 1,000 (female:male)

Total 555,722 12.72 1,097,104 19.62 0.64
Managerial 64,346 4.03 34,552 2.12 1.90
Professional 43,403 5.10 16,103 2.03 2.51

Chemists 48 0.89 62 0.64 1.39
Physicians 170 1.06 131 0.39 2.72
Registered nurses 22,047 15.11 2,408 16.61 0.91
Therapists 3,066 12.46 564 5.64 2.21
Teachers—college 68 0.28 48 0.11 2.54
Teachers—except college 4,936 1.53 1,192 1.00 1.53

Technicians and related
support 154,620 13.66 98,036 11.03 1.23
Health technicians 21,256 19.34 5,895 20.33 0.95
Engineering technicians 916 4.90 5,057 6.87 0.71
Science technicians 1,439 14.68 1,297 9.33 1.57
Technicians, other 2,097 4.20 8,383 11.91 0.35

Sales 62,380 13.64 36,082 6.44 2.11
Administrative support 66,515 6.07 41,322 12.66 0.48
including clerical

Service 180,091 30.99 96,167 18.04 1.72
Farming, forestry, fishing 6,984 31.46 34,540 27.17 1.16
Precision production, craft,
and repair 18,933 18.71 278,522 25.28 0.74
Mechanics/repairers 3,716 18.49 102,768 9.33 1.98
Construction trades 2,531 26.92 127,629 28.96 0.93

Operators, fabricators, and 128,937 39.58 550,096 48.64 0.81
laborers
Machine operators 46,846 22.11 111,039 28.08 0.79
Production inspectors 5,604 17.03 5,813 18.00 0.95

Transportation and material
moving occupations 17,273 48.52 171,832 41.41 1.17
Motor vehicle operators 14,990 50.13 144,992 48.27 1.04
Equipment operators 2,087 40.92 25,050 25.02 1.63

Handlers, equipment cleaners 42,310 54.04 214,158 66.78 0.81

a Data from the United States Bureau of Labor Statistics.



evidence of specific examples in which these differ-
ences have ultimately been linked with different disease
outcomes, with the exception of effects that are gender
specific, such as menstrual dysfunction.

OCCUPATIONAL CANCERS

Almost every type of cancer has been linked with
occupational exposures, but certain cancers such as
leukemia and cancers of the lung, bladder, and brain
appear to be more strongly related to occupational
exposures. These associations appear to be similar for
women as for men. Breast cancer and tumors of the
female reproductive system have been less well studied
and cannot be evaluated in studies where women have
been excluded. Long-term follow-up studies are
required to determine the association between occupa-
tional cancers and chemical exposures; however, these
studies have typically included only men.

Leukemia among women has been associated with
exposure to benzene, solvents, vinyl chloride, antineo-
plastic drugs, and x-ray machines. Lung cancer in
women has been associated with exposure to asbestos,
mercury, environmental tobacco smoke, solvents,
arsenic, chromium, nickel, and polycyclic aromatic
hydrocarbons. Bladder cancer among women has been
associated with dyes, metals, and other chemicals. Brain
cancer has been found to be elevated among women
employed in electronics industries, textile industries,
candy manufacturing, construction industries, the tele-
phone industry, and grain farming. Working women at

high risk of breast cancer include teachers, nurses, other
health care workers, chemists, airline attendants, and
physicians. Increased risk of ovarian cancer has been
found among women employed as chemists, engineers,
in laboratories, cosmetologists, teachers, carpenters and
woodworkers, and those in textile manufacturing, stone,
clay, and glasswork, dry cleaning, telephone operation,
and nursing. Women exposed to herbicides have been
reported to have an increased risk of ovarian cancer.

Table 5 contains an abbreviated list of industries
and occupations where specific exposures have been
associated with cancers in women. Due to the overlap
of exposures associated with adverse reproductive out-
comes, both are included in the same table.

OCCUPATIONAL REPRODUCTIVE HAZARDS

Normal reproductive function in women requires
integration and proper functioning of the hypothalamic–
pituitary–ovarian axis (HPOA). Disruption of the
HPOA can result in lack of menses, menstrual irregu-
larity, or reduced fertility. A number of toxics in the
workplace may act on the HPOA, including lead,
mercury, carbon disulfide, formaldehyde, tetra-
chloroethylene, toluene, estrogens, anesthetic gases,
nitrous oxide, antineoplastic drugs, ethylene oxide,
cadmium, pesticides, and solvents. Physical agents that
have been associated with adverse reproductive health
include ionizing radiation, nonionizing radiation, noise,
and vibration. Biological agents that women workers
may be exposed to that are associated with adverse
reproductive outcomes include infectious agents such
as toxoplasmosis, listeriosis, German measles, herpes,
chickenpox, hepatitis B and C, cytomegalovirus infec-
tion, parvovirus infection, and HIV infection. Women
may also be exposed to mycotoxins from fungi.
Adverse reproductive outcomes may also result from
exposure to shift work, long work hours, physical exer-
tion, and psychosocial job stress.

Adverse reproductive outcomes that have been
associated with occupational exposures among women
include pregnancy-induced hypertension, spontaneous
abortion, low-birthweight babies, preterm deliveries, 
and birth defects. Pregnancy-induced hypertension has
been associated with shift work, noise, physical work,
psychosocial job stress, lead, and cadmium. Spontaneous
abortion has been associated with ionizing radiation,
nonionizing radiation, low-frequency electromagnetic
fields (EMF), contagious diseases, and all the chemicals
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Table 4. Rates of nonfatal occupational injuries and illnesses
involving days away from work per 1,000 workers by sex and
industry, 1996a

Rate Rate  
among among Ratio 

Industry women men female:male

Agriculture 9.7 11.0 0.88
Mining 4.3 29.9 0.14
Construction 5.5 24.9 0.22
Manufacturing 17.5 24.8 0.71
Transportation 15.6 29.3 0.53
Wholesale trade and 12.6 22.1 0.57
retail trade

Finance, insurance, 4.6 6.3 0.73
real estate

Services 9.9 10.1 0.98

a Data from the United States Bureau of Labor Statistics.



listed in the previous paragraph. Low birthweight has
been associated with microwaves, short waves, high-
frequency EMF, noise, shift work, long working hours,
physical exertion, and pesticides. Preterm delivery has
been associated with lead, pesticides, mycotoxins, noise,
shift work, physical exertion, and psychosocial job stress.
Birth defects have been associated with anesthetic gases,
antineoplastic drugs, solvents, pesticides, contagious dis-
eases, and physical exertion.

Table 5 contains reproductive exposures that have
been found associated with specific industries and
occupations among working women.

WORK ENVIRONMENT AND TASKS

In terms of size, strength, visual acuity, and color
recognition, women differ from men. These differences
influence hazards in the workplace in a subtle fashion.
Materials, tools, workstations, chairs, and other equip-
ment designed for the average-sized man will not fit the
ergonomic needs of the average-sized woman and may
create strain that leads to injuries and cumulative
trauma disorders. Biological makeup certainly influences
the ability to do certain tasks; however, the structure
of the workplace can influence the ability of some-
one to perform the work. Adaptation of workstations

by individuals may provide a better and more cost-
effective mechanism for promoting health and safety
than by selection of individuals with specific character-
istics, especially in jobs where turnover rates are high.

Statistics are used to summarize information. In the
case of occupational studies, one job title combines
information that is inferred about income, training, job
content (tasks and activities), and hazardous exposures.
In order to define occupational health and safety haz-
ards for women, the actual job content associated with
a specific occupation or job title needs to be under-
stood. As more work is conducted, it has been increas-
ingly recognized that men and women with the same
job title do not perform the same tasks. Therefore, the
risks associated with the job title may not equally reflect
the hazardous exposures for both groups.

Conditions that affect women to a greater extent
than men in the workplace are closely linked to the
types of work environments where women predomi-
nate. Fibromyalgia, repetitive strain injuries, “sick build-
ing syndrome,” and multiple chemical sensitivity are
found twice as often among women as among men.
These conditions are among the most hotly contested as
real illnesses, being often attributed to “hysteria” or
neurosis. Mass hysteria, that is, physical symptoms sug-
gesting an organic illness but arising from a psycholog-
ical cause, has been used to explain periodic episodes
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Table 5. Industries and occupations and exposures to reproductive and cancer hazards

Industry/occupations Hazardous exposure

Agriculture Pesticidesa,b, solventsa,b, petroleum, mycotoxinsa

Service industries
Cosmetology Formaldehydea,b, hair dyesa,b, standinga

Dry cleaning Solventsa,b, standinga

Food service Tobacco smokea,b, cooking fumesa,b, standinga

Health care Antineoplastic drugsa,b, anesthetic gasesa,b, standinga, shift worka,b, virusesa,b, antibioticsa, liftinga,
ionizing radiationb, microwave exposurea

Clerical workers Video-display terminalsa

Flight attendants Standinga, virusesa

Manufacturing
Computers, electronics Leada, metal fumesa,b, solventsa,b

Furniture Wood dustb, solventsa,b, gluesb, formaldehydea,b

Motor vehicle manufacturing Paintsb, fumesb, leada, solventsa,b, machining fluidsb

Chemical/plastics/rubber Vinyl chlorideb, benzeneb, solventsa,b, nitrosaminesb, fluoridea, toluenea,b, metalsa,b, mercurya,b, arsenica,b

Textile, apparel Asbestosb, dyesb, lubricating oilsb

Ceramics Leada, chromiuma,b, cadmiuma, coppera, cobalta, manganesea

Paint Metala,b, formaldehydea,b, antimicrobial agentsa,b

Slaughterhouses, canneries Colda, irregular work schedulesa

a Associated with adverse reproductive outcomes.
b Associated with cancers.
Sources: Goldman & Hatch (2001); Paul (1993).



of sick building syndrome when a specific exposure
cannot be identified as the “cause.” Females have been
shown to be more exposed to factors that may increase
the risk of reporting symptoms associated with sick
building syndrome including tobacco smoke, working
in open plan offices or reception areas, holding a lower
position in the office, handling more paper, and per-
ceiving psychosocial and physical work as being worse
compared with men. In addition, women were often
found living in apartment buildings, increasing the
complexity of indoor air exposures from multiple
sources. In most occupational health and safety
research, factors outside the workplace are not consid-
ered in the exposure assessment.

PSYCHOSOCIAL JOB STRESS

Stressors that have been studied in the workplace
include job insecurity, lack of control, role ambiguity,
role conflict, scheduling, interpersonal conflict,
work–family conflict, sexual harassment, long work
hours, monotony, and boredom. Job insecurity is a con-
cern of losing one’s job due to layoffs and to down-
sizing. Lack of control is having no say in the tasks one
performs, how they are performed, and when they
must be completed. Job control is measured by a
worker’s ability to develop skills, to learn new things,
to use creativity, to perform varied work, and to make
decisions about the task and the pace of work. Role
ambiguity is the uncertainty of a worker about what
expectations are resulting from a lack of feedback on
performance or job tasks. Role conflict is when there
are expectations that are not compatible, for example,
when one supervisor assumes a worker is responsible
for one set of tasks and another assumes the worker is
responsible for a different set of tasks and one person
cannot accomplish both sets of tasks. Scheduling issues
can include shift work, rotating shifts, night shifts, or
inflexible schedules. Interpersonal conflict is not getting
along with coworkers. Work–family conflict is complex
but relates to the need to respond to family issues and
to work issues where the demands cannot both be met.

The effects of stress include depression, anxiety,
aggression, low self-esteem, substance abuse, physiolog-
ical effects (elevated blood pressure and elevated
cholesterol), and diseases (cardiovascular disease,
pregnancy-induced hypertension, and preterm delivery).
Studies of the relationships between job stress and
health have only begun to integrate the notion that

women have different types of work experiences than
men and that the stressors they experience may differ or
may be responded to in different ways. For women, the
highest level of job control is found in gender-integrated
occupations. The top stressor reported among women is
interpersonal conflict, while men in the same occupation
report the top stressor to be wasted work or time.

Evidence continues to accumulate that the psy-
chosocial aspects of work differ for women and for
men. However, how these differences relate to risk of
distress, mental disorders, and cardiovascular diseases
have not been well described among women. Social sup-
port appears to buffer the adverse effects of some occu-
pational exposures among women. Pregnancy outcomes
in relation to job stress have been shown to be better for
working women in the presence of support from others.
Other illnesses may benefit as well, but less work has
been done assessing potential protective effects.

One area where the interaction between work and
home can be demonstrated is that of workplace vio-
lence. Homicide is the leading cause of occupational
traumatic death among women, comprising 42% of all
traumatic injury deaths. While robbery was the primary
motive of job-related homicides, domestic disputes
accounted for one sixth of the workplace homicides
among women workers. Almost half of the homicide
victims work in retail, including grocery stores and eat-
ing and drinking establishments, common workplaces
for women. The fact that domestic disputes do enter the
workplace for women but not for men is an important
issue when developing workplace violence prevention
programs. If programs address only coworkers and
clients, family violence will not be addressed.

One area that has not received a great deal of
attention is the experience of women related to sexual
harassment. The most extreme example would be rape
and there is little written about rape in the workplace.
The stress of working in an environment where harass-
ment is accepted has not been extensively addressed in
medical literature. Perhaps these issues have been
viewed as legal issues, not medical ones, but clearly
they are likely to have profound long-term medical con-
sequences that are worthy of attention by occupational
health professionals.

SUMMARY

While women are moving into new jobs and experi-
encing new exposures, information about how the

39

Women in the Workforce



hazards will affect the health and safety of the women has
not been developed. The most significant difference
between women’s and men’s work is the persistence of a
salary differential. Income does influence health, through
access to medical care, quality food, and safe housing.
The roles women play at home also will influence their
capacity to work safely. Fatigue, lack of affordable day
care for children and aging parents, low salaries, inade-
quate design of tools and work tasks, and lack of control
over work hours contribute to other hazards that are pre-
sent in work environments. A more integrated approach,
including social, biological, and physical exposures exter-
nal to the workplace, is needed to benefit women and
men who work. Care must be taken when comparing ill-
ness and injury experience between women and men or
any two groups of workers, to account for actual expo-
sures at a particular job. Use of broad industry categories
may lead to erroneous conclusions about the safety risks
for specific groups of workers.

SEE ALSO: Agricultural work, Cancer, Carpal tunnel syndrome,
Sexual harassment, Socioeconomic status.

Suggested Resources

Bradley, H. (1989). Men’s work, women’s work. Minneapolis:
University of Minnesota Press.

Drudi, D. (1997). A century-long quest for meaningful and accurate
occupational injury and illness statistics. Compensation &
Working Conditions, Winter, 19–27.

Gold, E. B., & Tomich, E. (1994). Occupational hazards to fertility and
pregnancy outcome. Occupational Medicine: State of the Art
Reviews, 9, 435–469.

Goldman, M., & Hatch, M. (Eds.). (2001). Women & health
(pp. 441–527). San Diego, CA: Academic Press.

Hubbard, R. (1990). The politics of women’s biology. New Brunswick,
NJ: Rutgers University Press.

Infante, P. F., & Pesak, J. (1994). A historical perspective of some
occupationally related diseases of women. Journal of
Occupational Medicine, 38, 826–831.

Islam, S. S., Angela, A. M., Doyle, E. J., & Ducatman, A. M. (2001).
Gender differences in work-related injury/illness: Analysis of
workers compensation claims. American Journal of Industrial
Medicine, 39, 84–91.

Messing, K. (1998). One-eyed science: Occupational health and
women workers. Philadelphia: Temple University Press.

Paul, M. (1993). Occupational and environmental reproductive 
hazards: A guide for clinicians. Baltimore: Williams & Wilkins.

Reid, J., Ewan, C., & Lowy, E. (1991). Pilgrimage of pain: The illness
experience of women with repetition strain injury and the search
for credibility. Social Science & Medicine, 32, 601–612.

Stellman, J. M. (1994). Where women work and the hazards they
may face on the job. Journal of Occupational Medicine, 36,
814–825.

Stenberg, B., & Wall, S. (1995). Why do women report “sick building
symptoms” more often than men? Social Science & Medicine, 40,
491–502.

Zahm, S. H., Pottern, L. M., Lewis, D. R., Ward, M. H., & White, D. W.
(1994). Inclusion of women and minorities in occupational can-
cer epidemiologic research. Journal of Occupational Medicine,
36, 842–847.

Women in Health: Advocates,
Reformers, and Pioneers

Sana Loue

Throughout our history, women have played a critical
role in advocating for improvements in the health and
health care of not only women, but also the population
as a whole. Advocacy has been defined as “taking
a position on an issue, and initiating actions in a delib-
erate attempt to influence private and public choices”
(Labonte, 1994, p. 263). Advocacy can assume multiple
forms, including community organizing, coalition build-
ing, advocacy through politics, the courts, legislatures,
or regulatory agencies, and advocacy through the
press. These mechanisms are not mutually exclusive,
and many are used simultaneously to effectuate impor-
tant goals.

Other women have made significant contributions
to health through their professional achievements in
science and medicine. Some women have asserted the
right of women to practice in a health care profession,
such as Elizabeth Blackwell, who became the first
female physician in the United States. Others, like
Helen Brooke Taussig, were pioneers in their fields and
made outstanding discoveries that led to improved
health and/or health care for others.

Still other women have created significant change
by acting as reformers, creating change by establishing
organizations, shelters, and other institutions designed
to promote health and cure disease. Although many of
these reform efforts, such as those of Matilda Evans,
were accomplished almost single-handedly, they
brought numerous benefits to the communities and
populations who were their focus.
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This chapter reviews many health advocacy efforts
and pioneering achievements of women. The women
who are highlighted in this chapter are only a fraction
of those who have worked for or advocated for
improvements in health; it would be impossible to
describe the efforts of so many in only one chapter.
Instead, this chapter illustrates the breadth of contribu-
tions that women have made to improve health and
health care and provides examples of their inspirational
efforts.

WOMEN AS ORGANIZERS

Many women have been able to effectuate signifi-
cant change in health and health care as a result of
efforts to organize. Some of these efforts have involved
efforts to organize communities. This type of organizing
has been described as “the process of organizing people
around problems or issues that are larger than group
members’ own immediate concerns” (Labonte, 1994,
p. 261). Many times, community organizing utilizes a
“bottom-up” approach that allows community members
to direct the effort themselves. Power and empower-
ment are key to this process. Power allows people to
predict, control and participate in their environment,”
while empowerment is the “process by which individu-
als and communities are enabled to take such power
and act effectively in changing their lives and their envi-
ronment” (Minkler, 1992, p. 3). Activities often associ-
ated with community organizing include small group
meetings, town hall meetings, and marches and rallies.

Community organizing may sometimes evolve into
the development of coalitions in order to accomplish
stated goals. Oftentimes, organizing efforts evolve, as
well, into the formation of new organizations, such as
Mothers Against Drunk Driving (MADD), described
below. Those involved in such efforts may work or vol-
unteer in diverse fields including politics, health, and
social work, to name a few.

Occupational Health

Lucy Gonzalez Parsons (1852–1942) is best known
as a leftist writer and a labor organizer. Parsons had a
long history, though, of political involvement. In 1872,
she and her husband Albert were forced to leave Texas
due to their political involvement in opposing the Jim
Crow segregation laws that were being instituted at the

time. The legality of their marriage was questioned
because the then-existing nonmiscegenation laws
prohibited cohabitation and marriage between mem-
bers of different races; Lucy was of African American
and Mexican heritage and her husband was African
American. When they arrived in Chicago in 1873, the
country was in the midst of a depression due to high
rates of unemployment. Chicago workers, in particular,
were impacted by mill closings and low wages at the
railroad companies. As a labor activist, Parsons sup-
ported the International Ladies’ Garment Workers
Union, and advocated for fair wages, equal pay for
women, and an 8-hour workday. She argued vocifer-
ously against the system of involuntary servitude that
was imposed on African Americans under the laws of
southern states following the conclusion of the Civil
War. She attributed women’s enslavement by men to
their lack of economic independence.

Public Health Nursing

The establishment of public health nursing as a
profession has been credited to Lillian D. Wald
(1867–1940). In 1893, with financial assistance from
philanthropists, Wald opened the Nurses Settlement in
New York. She expanded its services to include nurses’
training, educational programs for the community, and
youth clubs and, eventually, the center became known
as the Henry Street Settlement. The number of nurses
associated with the center grew from 2 in 1893 to more
than 250 by 1929. Wald was key in the decision to
extend nursing service to a local public school on a trial
basis in 1902. Ultimately, this experiment resulted in the
establishment of a citywide public school nursing
program, the first such program in the world.

Relief Work

Annie Turner Wittenmyer (1827–1900) was known
for her work establishing special diet kitchens at army
hospitals during the Civil War. She was instrumental in
training other women, who also followed her example
by opening other similar kitchens. By the end of the
war, the army’s medical department had adopted
Wittenmyer’s ideas. Later, Wittenmyer led a campaign to
establish a home for Civil War nurses and for the moth-
ers and widows of veterans. Wittenmyer is also known
for her support of the temperance movement and
women’s suffrage.
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Substance Use and Public Health

MADD came into being as a nonprofit organization
in August 1980, largely through the single-minded efforts
of Candy Lightner, who had lost her 13-year-old daugh-
ter as the result of a car accident caused by a drunk
driver. At the time of the accident, the driver was on pro-
bation for previous DUI (driving under the influence)
convictions and had been released on bail, posted by his
wife, for another hit-and-run DUI offense that had
occurred several days prior to the accident involving
Cari Lightner (Reinarman, 1988). The organization was
funded with the proceeds from Cari’s insurance settle-
ment, Candy Lightner’s own savings, and various small
grants from the American Council on Alcohol Problems,
the National Highway Traffic Safety Administration, and
the Levy Foundation (Reinarman, 1988).

From its inception, MADD portrayed itself as the
voice of the victim: the individually harmed victim, who
survived an accident caused by a drunken driver; the
bereaved victim, who has lost a loved one due to the
actions of a drunken driver; and the general community
activist, who is convinced that community involvement
is a key to the resolution of social problems and the
restoration of justice (see Weed, 1990).

The organization focused its attention on three pri-
mary areas of activity: public awareness, legal advo-
cacy, and victim assistance. Chapters were urged to
educate communities about the seriousness of DUI and
to recognize individual responsibility for a decision to
drive while intoxicated. Community awareness and
education also included working with the media and
developing Speaker’s Bureau programs, poster contests,
and annual candlelight vigil and educational programs
designed for school-age children and youth. MADD
chapters also provided supportive services to families
who had lost loved ones, such as the provision of
appropriate referrals to community resources, the
Victim Information Packet, grief brochures, and suffi-
cient information to enable victims to assert their rights
through the court case.

WOMEN AND THE COURTS

Health and Civil Rights

Urvashi Vaid (1958–), born in India, worked on the
National Prison Project for the American Civil Liberties
Union in Washington, DC. She was instrumental in

focusing national attention on injustices within the
prison system through the numerous class-action law-
suits that she filed. In 1984, her focus shifted to address
the rights of HIV-infected prisoners. Vaid became the
executive director of the National Gay and Lesbian Task
Force in 1989. She remained active in advocating for
health care for HIV-infected persons and for recognition
of gays and lesbians.

Mental Health and Civil Rights

During the late 1800s, it was not unusual for lax
commitment laws to be used against family members as
a means of resolving family conflict. Illinois law pro-
vided one such example. Under the then-existing law,
married women and invalids could be committed to a
mental hospital in the absence of any legal safeguards.
Elizabeth Packard (1816–1897) dared to disagree
publicly with her clergyman-husband regarding his
religious admonitions. In 1860, he had her involuntarily
confined to a mental hospital, claiming that she was a
threat to her family. Elizabeth claimed that this commit-
ment was retribution for her then-unorthodox religious
beliefs. She was not released from the asylum for
3 years. Following her release, she sued her husband
for wrongful confinement and worked to reform the
commitment laws. Her efforts resulted in the passage of
“Packard laws,” which provided mentally ill persons
with greater legal safeguards against wrongful commit-
ment. Packard was also the founder of the now-defunct
Anti-Insane Asylum Society.

Reproductive Health

Sara Ragle Weddington (1945– ) successfully
argued the case of Roe v. Wade before the United States
Supreme Court in 1973; that decision resulted in the
legalization of abortion. Weddington had had personal
experience with difficulties associated with obtaining an
abortion; she had an unplanned pregnancy during law
school and, in order to obtain an abortion, traveled
across the border to Mexico.

Abortion had actually been legal in the United States
until the mid-1880s. At that time, a male-dominated med-
ical profession lobbied to make abortions not performed
by physicians illegal, in order to restrict the ability of
women to practice midwifery, which included abortions,
and to prevent “race suicide” among middle- and upper-
class white women who were obtaining abortions.
By 1900, abortion had become an underground activity.
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These “backstreet abortions” not infrequently resulted in
serious complications or death. The decision in Roe v.
Wade increased women’s access to safe procedures.

Sex Discrimination

Catherine MacKinnon (1947– ) focused her atten-
tion as a lawyer on issues related to pornography, which
she views as a form of sex discrimination that encourages
and legitimizes the exploitation and abuse of women.
MacKinnon is credited with successfully arguing before
the United States Supreme Court that sexual harassment
in the workplace is sex discrimination and should be
considered, therefore, a violation of federal law. She is
the author of numerous books including In Harm’s Way:
The Pornography of Civil Rights Hearings (1999) and
Sexual Harassment of Working Women (1978).

WOMEN, LEGISLATION, AND POLITICS

Health and Civil Rights

Although she is best known for her efforts to abol-
ish slavery, Sojourner Truth (1797–1883) played a key
role in securing the right of African Americans to use
public transportation. Originally named Isabella
Baumfree at her birth, Truth escaped from slavery
1 year before the state of New York granted emancipa-
tion. Her narratives about her experiences as a slave
helped to dispel the widely held belief that slaves were
cared for by their masters and were content to remain
in that condition. In 1865, after suffering a dislocated
shoulder when a conductor tried to evict her from a
streetcar, Truth filed a lawsuit in Washington, DC. That
verdict affirmed the right of African Americans to utilize
public transportation.

Health and Human Rights

The Universal Declaration of Human Rights, passed
by the General Assembly of the United Nations in 1948,
came about largely through the efforts of Eleanor
Roosevelt (1884–1962). In 1946, Roosevelt was
appointed as the Head of the United Nations Human
Rights Commission and served as the only female
member of the United States delegation to the United
Nations. Upon the passage of the Declaration, the mem-
bers of the General Assembly arose and gave her a
standing ovation. The Universal Declaration of Human

Rights recognizes significant health interests in that it
specifically prohibits slavery and the slave trade (Article 4),
torture, or cruel, inhuman, or degrading treatment or
punishment (Article 5), provides for marriage by con-
sent only and the protection of the family as a unit
(Article 16), assures reasonable limitation of working
hours and periodic holidays (Article 24), and specifies
the right to a standard of living that is adequate for the
health and well-being of individuals and their family
members, including medical care and the right to secu-
rity when sick or disabled (Article 25). Prior to this
effort, Roosevelt had been active in speaking out
against the then-Senator Joseph McCarthy and his per-
secution of suspected communists and in support of
equal pay laws and civil rights.

Health Care Reform

Like Eleanor Roosevelt, Hillary Rodham Clinton
(1947– ) was deeply involved in politics. During her
husband Bill Clinton’s tenure as President of the United
States, she headed the Task Force on National Health
Care Reform. The task force included six Cabinet secre-
taries in addition to other White House officials. More
than 50 congressional meetings were held in order to
develop proposals that would fundamentally reshape
the health care system in the United States. Ultimately,
the recommendations of the task force were not
adopted. However, the effort to reform the health care
system may have served to galvanize organizations and
legislatures to reconsider various mechanisms for the
provision of health care. In 2000, Clinton was elected as
New York State’s first female senator. In the Senate, she
serves on the Health, Education, Labor, and Pensions
Committee.

Mental Health

Improved treatment of mentally ill patients and pris-
oners came about during the 1800s largely through the
efforts of Dorothea Dix (1802–1887). In 1841, Dix began
a Sunday school class for women in an East Cambridge,
Massachusetts, jail. She argued vociferously with prison
officials to remedy the harsh conditions of the mentally
ill individuals who were housed in the jails, only to be
told that “lunatics” were unable to feel cold and would
burn themselves if given a source of heat. Her exposé to
the Massachusetts legislature of the conditions of almost
1,000 mentally ill inmates resulted in the renovation of
the asylum in Worcester, Massachusetts. Dix eventually
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expanded her efforts to improve the conditions of the
mentally ill to Rhode Island, Connecticut, New York,
New Jersey, and Tennessee. Additional reforms came
about as a result of Dix’ lobbying and organizational
efforts including the founding in 1844 of Medical
Superintendents of American Institutions for the Insane,
the establishment of 32 mental hospitals in the United
States, and the removal of many mentally ill individuals
from jails. Unfortunately, although Congress passed her
proposed legislation permitting the use of income from
the sale of western lands to fund mental health pro-
grams, the bill was ultimately vetoed by the then-
President Franklin Pierce, who feared that the
government would become responsible for indigent
persons as a result. During the Civil War, Dix served as
the Union’s Superintendent of Female Nurses and, in
this position, sought to improve the conditions of the
soldiers and the nurses who cared for them.

Sex Discrimination

Many times, major changes are effectuated by
proposing legislation to interested legislators and cham-
pioning its passage. These efforts can occur at the local,
state, or national level. Bella Savitsky Abzug
(1920–1998) worked to effectuate change at the
national level. She was elected to the United States
House of Representatives in 1971, after having worked
as a labor law attorney for 23 years. Although its ratifi-
cation by the states ultimately failed, she worked dili-
gently for the passage of the Equal Rights Amendment
to the U.S. Constitution. Abzug also supported abortion
rights and a women’s credit rights bill and was the first
person to introduce gay rights legislation into Congress.
She authored several bills while in Congress, which
were designed to improve the status of women and to
prevent discrimination on the basis of sex. Abzug
returned to her law practice following her tenure in the
House of Representatives.

WOMEN IN THE MEDIA

Environmental Health

The modern environmental movement essentially
came into being through the efforts of Rachel Carson
(1907–1964). Carson is perhaps best known for her
publication entitled Silent Spring, which has been
called one of the most influential books ever written on

conservation. Silent Spring was initially published in the
New Yorker, a short month after publications linking the
use of thalidomide to birth defects. At the time of Silent
Spring’s publication, the public was particularly con-
cerned about the potentially adverse health effects
of radioactive fallout from atomic testing. Silent Spring
detailed the damage that was being caused to the
environment by DDT and various other pesticides that
were then in use. Carson’s book influenced the then-
President John F. Kennedy to call for the testing of
chemicals that were highlighted in the book and, in
addition, prompted the drafting by state legislatures
of 40 bills to regulate the use of pesticides. Five years
after Carson’s death, the federal government phased out
the use of DDT.

Health, Violence, and Civil Rights

Ida Bell Wells-Barnett (1862–1931), an African
American journalist, challenged in the courts her
forcible removal from a first-class railroad car because
of her race. Sixteen years old at the time of the incident,
Wells hired a white attorney to press her claim in court.
Although she prevailed in the circuit court, the Tennessee
Supreme Court later reversed the verdict and found in
favor of the railroad. Wells was required to pay court
costs and return the $500 award. Her article describing
this experience marked the beginning of her career as
a journalist.

Wells’ writing focused on the loss of rights that
African Americans had experienced under
Reconstruction. In 1889, she acquired a one-third own-
ership in the Memphis Free Speech and Headlight and
became its editor. Following the lynching of three of
her friends on manufactured charges of inciting a riot,
Wells prevailed upon African Americans to leave
Memphis, since it failed to protect the lives or property
of African Americans. In response, 6,000 African
Americans left Memphis for the newly admitted state of
Oklahoma, resulting in an economic crisis for white
Memphis businessmen. Her investigation of lynching
and the publication of her findings as Southern Horrors
(1892) and Red Record (1895) contributed to the
development of public awareness of lynching and its
condemnation.

Immigrant Health

Grace Abbott (1878–1939) played a key role in rais-
ing public awareness about the plight of immigrants to
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the United States with her book entitled The Immigrant
and the Community (1917). Her efforts stemmed from her
work with poverty-stricken immigrants living in the slums
of Chicago and her study of the conditions on Ellis Island,
where intending immigrants were processed by immigra-
tion officials for entry into the United States. She testified
before Congress against immigration restrictions and, in a
series of weekly articles in the Chicago Evening Post,
attacked the exploitation of immigrants. In addition to her
work on behalf of immigrants, Abbott is known for her
work in support of child labor laws and her role in plan-
ning the social security system as a member of the then-
President Franklin Delano Roosevelt’s Council on
Economic Security.

Mental Health

Elizabeth Cochrane Seaman (1864–1922), writing
under the name of Nellie Bly, was largely responsible
for exposing the inhumane conditions that beset the
mentally ill women housed at the Blackwell Island
(now Roosevelt Island) women’s asylum. Seaman pre-
tended to be mentally ill in order to observe and record
the conditions at that hospital. She published her
exposé in New York World; these articles were later
collected and published as Ten Days in a Mad House
(1887). Her work precipitated a grand jury investigation
of the conditions in that asylum. Seaman was also
known for her effort to beat Phileas Fogg’s 80-day tour
around the world in Jules Verne’s fictional account,
Around the World in Eighty Days. Seaman set the
record, with a journey that required 72 days, 6 hours,
11 minutes, and 14 seconds. She has been called the
best known journalist of her day.

Reproductive Health

Margaret Sanger (1879–1966) is known as the
founder of the United States birth control movement. In
1912, Sanger began writing a column entitled “What
Every Girl Should Know” for the Socialist daily, The Call.
She discussed the reproductive process in the column,
but avoided any direct mention of contraception because
the 1873 Comstock law, which was then in effect, crimi-
nalized the publication, distribution, or possession of
information about devices or medications for abortion or
contraception.

Sanger viewed birth control as both a social issue
and a reproductive issue. Family planning, she believed,
would liberate poor women from the economic

oppression that they suffered as a result of unwanted
pregnancies. Sanger argued that “no woman can call
herself free who does not own and control her own
body.” Following her publication of a pamphlet entitled
“Family Limitation,” Sanger moved to Europe. Her expe-
riences there impressed upon her the need for birth
control as a mechanism of women’s sexual liberation.

Sanger opened the first birth control clinic in
Brooklyn, New York, in 1916. After distributing contra-
ceptives to approximately 400 women, she was arrested
and ultimately served time in prison for distributing
contraceptives. The following year, she began publica-
tion of the Birth Control Review and, in 1921, she estab-
lished the American Birth Control League that
eventually evolved into the Planned Parenthood
Federation of America in 1942. In 1923, she opened the
Birth Control Clinical Research Bureau in New York
City, which was to become the first permanent birth
control clinic in the United States.

Sanger’s efforts were opposed by the medical
establishment and the church. Physicians warned that
diaphragms would cause cancer and madness and that
interference with “God’s will” would lead to mental and
physical illness. Finally, in 1937 the American Medical
Association recognized the provision of contraception
as a legitimate medical service. And, although the fed-
eral Comstock Law was overturned in 1938, many states
retained similar laws. It was not until 1965, with the
Supreme Court decision in Griswold v. Connecticut,
that women were assured of their right to privacy that
included the decision to use contraceptives.

WOMEN AS HEALTH PIONEERS

Cardiology

Helen Brooke Taussig (1898–1986) is known as the
pioneer of the surgical technique that is used to save
“blue babies.” Taussig had originally studied medicine
at Harvard Medical School, but left there because of sex
discrimination (see entry on Discrimination). She
earned her medical degree, instead, from Johns
Hopkins University. In 1930, she became the Head of
the Johns Hopkins pediatric heart clinic. She became
interested in studying the condition popularly known as
“blue baby” syndrome, which was actually an infantile
heart malformation, pulmonary stenosis, that would
prevent the baby’s heart from pumping oxygen into
the blood. Taussig, together with the surgeon Alfred
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Blalock, developed an artificial duct that could be
implanted surgically to carry blood past the constricted
part of the artery. This mechanism is known as the
Blalock–Taussig shunt. This discovery is credited with
paving the way for open-heart surgery with the
heart–lung machine. In 1962, Taussig worked to alert
physicians about the dangers associated with the use of
thalidomide, prescribed as a sedative during pregnancy.
(See entry on Thalidomide.)

Occupational Health

Alice Hamilton (1869–1970) has become known as
“the matriarch of industrial medicine.” Hamilton was a
professor of pathology at Northwestern University,
located near Chicago. Her 1910 study of the poisoning
of approximately 600 workers implicated seven different
industrial processes as the cause. Her research ultimately
resulted in the development and implementation of new
testing and safety regulations in the state of Illinois.

Dr. Harriet Hardy was largely responsible for the
identification of beryllium as the cause of an outbreak
of sarcoidosis of the lung among predominantly female
employees at a fluorescent light plant in Massachusetts.
Although scientists at the state’s Division of
Occupational Medicine suspected that occupational
exposures were responsible for the outbreak, their find-
ings were suppressed as a result of industry pressure.
Hardy, then an employee of the Division, proceeded
with an investigation. As a result of her findings,
women were able to sue successfully for injuries result-
ing from exposure to beryllium while washing their
husbands’ work clothes or from exposure while living
near the beryllium plants.

Pediatrics

Ethel Collins Dunham (1883–1969) set the standard
of care for the treatment of premature infants. At the
turn of the 20th century, some cities were experiencing
a 30% mortality rate among infants under the age of
1 year. Dunham was the first researcher to recognize
the association between prematurity and infant death.
Her text, entitled Premature Infants: A Manual for
Physicians, became a standard text in this field.

Psychiatry

Karen Danielson Horney (1885–1952) is best
known as a feminist psychiatrist who rejected Freud’s

theory that women suffered from “penis envy,” asserting
instead that men might be suffering from “womb envy,”
which led them to claim their superiority in other areas
of life. Horney argued that environmental and social
conditions, rather than instinctual or biological drives,
as maintained by Freud, determined individual person-
ality. She objected to Freud’s concept of libido, a death
instinct, and the Oedipus complex. Horney argued that
the primary condition for the later development of neu-
rosis was the infant’s experience of basic anxiety arising
from the infant’s feeling of helplessness in a potentially
hostile world. She further asserted that the source of
much of women’s psychological distress was due to a
male-dominated culture that had produced Freudian
theory. Horney authored multiple texts, taught at the
New York Psychoanalytic Institute, and, together with
Erich Fromm, founded the American Journal of
Psychoanalysis.

Reproductive Health

Bertha Van Hoosen (1863–1952), while on staff of
Illinois University’s Medical School, invented what has
become known as “twilight sleep” anesthetic, a combi-
nation of scopolamine and morphine, to ease the pain
of childbirth while still retaining consciousness. Van
Hoosen delivered over 2,000 babies using this tech-
nique, although many of her male colleagues refused
to use it.

WOMEN AS REFORMERS

Health and Spirituality

Mary Baker Eddy (1821–1910) is best known as a
founder of Christian Science. Although this represents
a religious or spiritual orientation, its tenets are inti-
mately tied to efforts to improve health. Eddy’s first
edition of Science and Health, which addressed the
concept of mind healing, was published in 1875.

Ellen G. White (1827–1915) cofounded the Seventh
Day Adventist Church, together with her husband
James White, in 1863. That year, following a severe
illness, White received a vision telling her that
Adventists should refrain from meat, alcohol, tobacco,
tea, and coffee, and should rely on natural remedies in
lieu of physicians. Through her efforts, the Western
Health Reform Institute was established in Battle Creek
in 1866 and, shortly thereafter, the College of Medical
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Evangelists, now known as Loma Linda University,
was established in southern California. Although
many had conceived of White as a prophet, foreshad-
owing changes in health care, critics have suggested
that her ideas derive from those of others who
preceded her.

Health Care

During the early to mid-1900s, South Carolina was
known for its lack of attention to the health problems
plaguing its African American residents. Even when
attention was paid to diseases that disproportionately
affected the African American populace, it was often
to prevent the transmission of disease to whites. 
Matilda Evans, an African American physician in
Columbia, South Carolina, sought to address the unmet
health care needs of African American families. In 1930,
she began a clinic for expectant mothers, infants, and
children. The Evans Clinic was supported by African
American businessmen and, eventually, state and local
governments.

Immigrant Health

Jane Addams (1860–1935) devoted her life to three
causes: social reform on behalf of the poor, woman’s
suffrage, and pacifism. Her social reform efforts
included the founding of the settlement house, Hull
House, to serve Chicago’s poor immigrant population.
Unlike many of her predecessors, Addams believed
that poverty resulted from social dynamics rather than
from personal defects. Hull House offered numerous
services including day care, vocational training, citi-
zenship and literacy classes, child and medical care,
music and art classes, and leisure activities. Volunteers
of Hull House were instrumental in the passage of state
child labor laws, compulsory education laws, and
the establishment of the first juvenile court in the
United States.

During her lifetime, Addams authored more than
450 articles and 12 books; she had her books printed in
only union shops. Her advocacy of labor unions and
her stance as a pacifist during World War I led to her
loss of support and her identification on a “traitor list”
of the Senate Judiciary Committee. However, in 1931,
Addams became the first woman to receive the Nobel
Peace Prize and, to this day, remains the only social
worker to have ever been awarded that honor.

Public Health

Sara Josephine Baker (1873–1945), a physician in
New York, was perhaps best known for her role in
locating and apprehending “Typhoid Mary” Mallon,
a cook who infected seven families with typhoid.
However, her impact extended far beyond this one
incident. During the early 1900s, the United States had
one of the highest infant and maternal death rates in the
Western world. In 1908, Baker was appointed to head
the Bureau of Child Hygiene within New York’s
Department of Health; this was the first tax-supported
child health agency in the United States. As a public
health administrator, Baker worked ceaselessly to
decrease the rate of infant mortality. Her policies
emphasized the need for preventive medicine and good
hygiene; during her tenure, the agency distributed
pamphlets on hygiene, trained midwives, and taught
mothers to care for their infants. Ultimately, Baker’s
efforts led to a reduction in the rate of child mortality
from 1 in 7 births to 1 in 14.

Evangeline Cory Booth (1865–1950) was the
daughter of William Booth, who had left the ministry to
found an independent evangelical organization that
became known as the Salvation Army. In 1904,
Evangeline Booth assumed the leadership of the
Salvation Army in the United States. During her tenure,
the Salvation Army established soup kitchens, shelters,
hospitals for unwed mothers, and disaster relief efforts.

Substance Use and Pediatrics

Clara Hale (1905–1992), a social worker, was the
founder of Hale House, the first official home for babies
who were born addicted to drugs. Hale began babysit-
ting in her home during the 1930s and first became
a foster parent in 1940. She is credited with having
raised 40 foster children. Hale first took care of a drug-
addicted baby in 1969. In 1975, Hale House became the
Center for the Promotion of Human Potential, which
was the first black childcare volunteer agency in the
United States. In the 1980s, Hale began to devote her
attention to the care of HIV-infected infants.

Women in the Health Professions

Florence Nightingale (1820–1910) is known as the
founder of modern nursing. Nightingale supervised a
unit of field nurses in British army hospitals during the
Crimean War, with an emphasis on hygiene and the
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need for prompt attention. In 1860, she founded a train-
ing school for nurses, which became the model for
other training programs.

Elizabeth Blackwell (1821–1910), the first female
physician in the United States, lived during the same
period of time as Nightingale and considered
Nightingale a friend. Blackwell was denied admission to
every medical school in New York and Philadelphia
because of her sex. Geneva College in upstate New
York voted to admit Blackwell, believing that the com-
pletion of the application by a woman was a prank. Her
sister Emily Blackwell (1826–1910) experienced similar
difficulties securing admission to a medical school, but
was finally able to complete her medical education at
Western Reserve University in Cleveland. Blackwell,
Emily, and Marie Zackrzewska founded the New York
Infirmary for Women and Children in 1857. The infir-
mary established a training course for nurses in 1858
and began the first charitable in-home medical service
in the United States in 1866. By 1860, this institution
was providing services to more than 3,600 patients each
year. The institution was later expanded in 1868 to
include the first college for the training of female physi-
cians. The college remained operational until 1898,
when Cornell University Medical College began accept-
ing female medical students. At that time, the Women’s
Medical College closed and transferred its students to
Cornell. While settled in London, Blackwell helped to
establish the London School of Medicine for Women,
where she served as a professor. Her book, Pioneer
Work in Opening the Medical Profession to Women,
details these efforts.

CONCLUSION

As indicated, women have contributed to the
improvement of health across time and across disci-
plines. Ultimately, one must ask why these women

embarked on these paths. Few received any financial
remuneration for their efforts. Many would never have
anticipated that they would later receive recognition
and awards for their work. Still others, such as Jane
Addams and Lucy Parsons, were condemned for their
work when it became politically undesirable.

Carol Gilligan has maintained that the process
of moral development in women differs from that
among men. Her research findings indicate that, while
men may emphasize fairness and rules in the resolution
of moral dilemmas, women are more likely to focus on
the preservation of relationships. It is possible that this
process is reflected in the life choices that these and
other women have made and continue to make.

Many times, these contributions are not recognized
or remembered. However, they serve as an inspiration
to future generations of women to contribute to society.
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II. Topics in Women’s Health



Abdominal Pain Abdominal pain is the most
common gastrointestinal symptom for which medical
evaluation is sought. It is a nonspecific, unpleasant sen-
sation that can be associated with a multitude of condi-
tions originating both within and outside the abdomen.
Causes may range from common normal physiologic
processes to life-threatening emergencies. There are
many factors that contribute to the sensation and per-
ception of pain, including underlying pathology, psy-
chosocial disorders, and an individual’s pain tolerance.
Thus, abdominal pain is one of the most complex
complaints that clinicians encounter.

The sensation of pain is produced by mechanical
stimuli, chemical stimuli, or a combination of both. The
most common mechanical stimulus is stretch. There are
stretch receptors located in the muscular layer of the
hollow organs (gastrointestinal, urinary, and biliary
tracts), mesentery (membranous attachment of intra-
abdominal organs to the posterior abdominal wall), and
in the capsule (membranous outer covering) of solid
organs (e.g., liver, spleen, kidneys). Thus, any process
which leads to distention, stretching, and traction may
generate abdominal pain. Chemical stimuli can increase
the sensitivity of these pain receptors. Pain receptors
located in the mucosa (lining of the esophagus, stom-
ach, bladder, and intestines) are stimulated primarily by
chemical stimuli released in response to local injury due
to inflammation, infection, ischemia (decreased or
absent blood flow), necrosis (cell death), or radiation.

Broadly speaking, abdominal pain may be pro-
duced by obstruction, inflammation, perforation, or
ischemia of any hollow organ. Infection, obstruction of

drainage or blood flow, and infiltration (e.g., by tumor
cells) may cause capsular distention in solid organs
leading to pain. Normal physiologic processes like
menstruation and ovulation may also cause abdominal
pain. Abdominal pain may be a feature of a number of
extra-abdominal conditions including heart attack,
pneumonia, testicular torsion, and a variety of meta-
bolic disorders (e.g., lead poisoning, kidney failure).
A herpes zoster flare (“shingles”) affecting a nerve that
innervates the skin over the abdomen may be a mis-
leading cause of pain before the characteristic rash
appears.

Although most episodes of abdominal pain are
due to mild self-limited conditions, it is essential to be
able to discern the signs and symptoms that represent
potential emergencies and require immediate interven-
tion. Medical attention should be sought immediately
when abdominal pain is accompanied with any of the
following “alarm” signs or symptoms: red blood in the
stool; maroon stool; black tarry stool; fever; sudden
onset of constipation or bloating; persistent vomiting;
vomiting red blood or “coffee grounds”; history of
recent abdominal trauma; known or suspected preg-
nancy; or progressively increasing pain severity.

The clinician must interpret the complaints and
physical findings in the particular context of the patient
in order to first assess the level of urgency and then
implement an efficient diagnostic and treatment strat-
egy. A thorough history and physical examination is the
first crucial step in the assessment of abdominal pain.
Important information to be obtained are the onset of
pain, location, temporal qualities (e.g., intermittent vs.
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constant), radiation (e.g., to the back, shoulder, groin),
relationship with gastrointestinal functions (e.g., eating,
defecation), associated symptoms (e.g., fever, vomit-
ing, jaundice, diarrhea), and any exacerbating or allevi-
ating factors. Other characteristics include the quality of
the pain (e.g., sharp, dull, cramping, or gnawing) and
its severity. A detailed menstrual history in female
patients should also be obtained.

The description of the onset of pain distinguishes
acute abdominal pain, lasting hours to days, from
chronic pain, occurring over a period of weeks to
months. A perforated ulcer, dissecting aortic aneurysm,
ruptured ectopic pregnancy, or kidney stones may
cause pain that is sudden in onset and reaches peak
severity within minutes. Acute abdominal pain that pro-
gresses to severe pain within a few hours should alert
the clinician to consider acute appendicitis, cholecysti-
tis, diverticulitis, intestinal ischemia, or intestinal
obstruction. Acute abdominal pain associated with
passing blood either from the upper or lower gastroin-
testinal tract can be a sign of ulcer disease, intestinal
ischemia, or inflammatory bowel disease.

Chronic abdominal pain occurring over a period of
weeks to months in the absence of any alarm signs or
symptoms may be less urgent, allowing for a more
systematic evaluation. Chronic intermittent pain may,
at times, be particularly difficult to diagnose whereas
chronic persistent pain usually has an identifiable
cause, such as chronic pancreatitis, disseminated malig-
nancy, or severe inflammatory bowel disease. Examples
of conditions causing intermittent abdominal pain, often
associated with meals, include gastroesophageal reflux
disease, peptic ulcer disease, biliary tract disease, and
chronic pancreatitis. Pain that is temporally associated
with a woman’s menstrual cycle may be due to
endometriosis or ovulation. Chronic pain associated
with anorexia and weight loss may indicate an underly-
ing malignancy. The symptoms of irritable bowel syn-
drome, a functional disorder characterized by abdominal
discomfort or pain associated with an alteration in bowel
habit, are often precipitated or worsened by stress or
anxiety. Chronic intractable abdominal pain (CIAP) is
another functional disorder seen predominantly in
women, often with a history of sexual or physical abuse,
in which pain is longer than 6 months in duration and
organic causes have been excluded.

Although abdominal pain may not be as precisely
localized as it is elsewhere (e.g., the skin), the location
of pain may provide some useful clues. Traditionally,
the abdomen is divided into four parts, referred to as

the patient’s right upper, left upper, right lower, and left
lower quadrants. Other locations of clinical importance
are the epigastrium (in the central upper abdomen),
periumbilical area (around the umbilicus or navel), and
suprapubic area (below the umbilicus and above the
pubic bone). Pain arising in the right upper quadrant
may represent acute cholecystitis (inflammation of the
gallbladder) or hepatitis. Pain in the left upper quadrant
may be due to impaired blood flow to the spleen or left
colon. Pain caused by appendicitis often begins in the
periumbilical area and then settles in the right lower
quadrant. Pain due to disorders involving the kidneys,
ovaries, or fallopian tubes is usually perceived on the
same side of the abdomen as the affected organ.
Because diverticulosis most often involves the sigmoid
colon, which is located in the left lower quadrant, the
pain of diverticulitis (acute diverticular inflammation) is
usually perceived in this region. Suprapubic pain may
be seen in urinary tract infections, pelvic inflammatory
disease, and endometriosis. Central abdominal pain
may be due to gastroenteritis, peptic ulcer disease, or
acute pancreatitis. Diffuse abdominal pain may repre-
sent infectious peritonitis, appendicitis, inflammatory
bowel disease, or a perforated duodenal ulcer.

An important feature of abdominal pain is the
tendency for pain to be located at a site remote from the
affected organ. The term for this is referred pain. For
instance, pain from an inflamed gallbladder may some-
times be perceived in the right shoulder. Abdominal
pain may also radiate, for example, the epigastric pain
from pancreatitis may radiate to the back; and flank pain
from a kidney stone may radiate to the groin.

A careful, gentle physical examination plays a vital
role in the physician’s evaluation of abdominal pain and
is often more informative than laboratory studies. The
clinician assesses the general appearance of the patient
along with the vital signs. Alarm signs including confu-
sion, restlessness, sweating, rapid heart rate, drop in
blood pressure, or high fever usually dictate urgency in
the evaluation. A history of abdominal pain associated
with unresponsiveness, shock, or cardiac arrest suggests
that a catastrophic abdominal event has occurred that
requires emergent treatment. The presence of abdomi-
nal distention, scars, rashes, bruising, or hernias may
aid in the diagnosis. Absence of bowel sounds (after
listening for at least 1 min) may indicate the presence of
an ileus (the failure of intestinal contents to pass through
the gastrointestinal tract in the absence of an anatomical
obstruction), whereas hyperactive or high-pitched
tinkling sounds suggest intestinal obstruction. Guarding
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(involuntary abdominal muscular wall contraction) on
palpation suggests the presence of peritonitis. The
abdomen is also examined for the presence of masses as
well as liver and spleen findings such as enlargement,
nodularity, or tenderness. In women with lower abdom-
inal pain, a pelvic examination should be performed to
assess potential uro-gynecological causes. Tenderness,
blood, or a mass lesion found on rectal examination
provides other important diagnostic information.

Laboratory and radiologic studies can provide
additional information in making the diagnosis. Specific
tests ordered should reflect the clinical suspicion. In
general, a complete blood count, serum chemistries,
and urine studies are performed. A pregnancy test
should be considered in all women of reproductive age
with lower abdominal pain. Other laboratory tests,
including stool studies, liver function tests, amylase, and
lipase, are ordered when clinically appropriate.

A variety of diagnostic imaging tests are available
which may aid in the evaluation of abdominal pain.
Plain x-rays of the abdomen, in upright and supine
(lying down) positions, is obtained when perforation
or bowel obstruction are suspected. Ultrasonography
is useful in the evaluation of the liver, biliary tract,
spleen, kidneys, and tubo-ovarian system. Doppler tech-
nology allows evaluation of the large vessels. Computed
tomography (CT), the most versatile imaging tool, is
highly sensitive for the detection of inflammatory, neo-
plastic, and vascular lesions, as well as for identifying
obstruction, perforation, and fluid collections. Other
potential radiologic examinations available, depending
on the clinical circumstances, include angiography, con-
trast imaging, nuclear medicine scans, or magnetic reso-
nance imaging (MRI). Clearly the specific management
of abdominal pain will vary greatly depending on the
acuity and cause. The evaluation and treatment of both
acute and chronic abdominal pain often require input
from a number of medical/surgical specialists including
surgeons, obstetrician/gynecologists, and gastroenterol-
ogists. The decision of which specialist(s) to involve and
when is dictated by the clinical circumstances. Surgeons
perform not only a great number of curative operative
procedures, but also both invasive (e.g., exploratory
abdominal surgery) and minimally invasive diagnostic
(e.g., laparoscopy) procedures.

Obstetrician/gynecologists are skilled in the evalu-
ation of women with a suspected gynecologic cause
of pain and perform a wide variety of diagnostic and
curative procedures such as transvaginal ultrasound,
diagnostic and therapeutic laparoscopy, and a number

of other pelvic surgical procedures. Gastroenterologists
offer a variety of procedures for the diagnosis and treat-
ment of abdominal pain including upper and lower
endoscopy (insertion of a flexible tube containing a
camera into the mouth or rectum) of the digestive and
pancreas–biliary tracts, motility studies, and pH (acid)
monitoring.

Chronic abdominal pain is often difficult to diag-
nose and treat. At times, the involvement of an anes-
thesiologist or other pain management professional is
helpful. They are skilled in the management of pain
with medications, therapeutic nerve blocks (injection of
an anesthetic agent near a specific nerve or group of
nerves), and counseling. If there appears to be a psy-
chiatric component to abdominal pain, referral to a
mental health professional is appropriate. Chronic func-
tional abdominal pain syndromes require a combined
approach of education, reassurance, dietary changes,
medications, and, at times, behavioral therapies (e.g.,
relaxation and biofeedback techniques).

SEE ALSO: Chest pain, Chronic pain, Nausea, Pelvic pain,
Peptic ulcer disease
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Abortion According to the U.S. Centers for
Disease Control and Prevention, 1.18 million legal abor-
tions were performed in the United States in 1997.

The risk of death from legal abortion is 0.4 per
100,000 induced abortions. Most abortions are per-
formed surgically by vacuum curettage. Medical abor-
tion (abortion induced by the use of medications) has
recently become an option in this country. In most
medical abortions, expulsion of the pregnancy occurs at
home. About 1% of women require surgical evacuation
to complete the process.

Abortion
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TECHNIQUE FOR SURGICAL ABORTION

Surgical abortion can be performed in an office or
hospital setting. The success rate of surgical termination
is 99%. It is usually a single-step process that requires
one visit to the practitioner. In early pregnancy (less
than 7 weeks), a small flexible plastic cannula (5–6 mm)
is inserted into the uterus under sterile conditions.
Plastic syringes (50 ml) are used as the vacuum source
and the uterine contents are suctioned out. Adequate
pain relief is provided by injecting local anesthetic into
the cervix and administering intravenous sedation and
analgesics.

After 7 weeks, a larger rigid plastic cannula
(8–10 mm) is used with an electric pump as the vacuum
source. After 18 weeks, a dilation and evacuation (using
larger bore cannulae) usually must be performed under
general anesthesia.

Typically, seaweed (laminaria) or a synthetic ver-
sion is inserted into the cervix to prepare it for the pro-
cedure. The seaweed absorbs water, swells, and gently
dilates the cervix over a 24-hour period. This facilitates
the use of a cannula to extract the fetus and placenta at
the time of the procedure.

The risks associated with pregnancy termination
increase with gestational age and the use of general
anesthesia. Risks include hemorrhage, infection, and
perforation of the uterus if a surgical instrument slips
through the uterine wall. Uterine perforation can cause
bladder, bowel, or vascular injury necessitating further
surgery for repair. The most common complication is
uterine infection (0.1–4.7%).

MEDICAL ABORTIONS

Medical termination requires the close observation
of a practitioner. It usually requires two or more 
visits, and there is a potential need for emergency inter-
vention during the process. Finally, it requires close 
follow-up to ensure that the process of abortion is 
complete.

The earlier the gestational age is, the higher the
complete abortion rate. The complete abortion rate
ranges from 92 to 96% if medication is begun before
56 days. The pregnancy age should be confirmed by
clinical evaluation and/or ultrasonography. Most med-
ication regimens require patients to be no more than
50 days pregnant (as calculated from the first day of the
last menstrual period).

The bleeding resulting from a medical abortion is
heavier than that experienced during a normal menses
and is accompanied by severe cramping. Most patients
require pain medication. In rare instances, women
who are having a medical abortion require an emer-
gency dilation and curettage because of heavy bleed-
ing (1%). Postabortion follow-up with a practitioner is
extremely important because not all women are able
to determine whether they have completely aborted
based on their symptoms. In some studies, only half of
the women who thought they had aborted actually
had done so. Medical abortion is contraindicated in
women on long-term systemic corticosteroid therapy
or anticoagulant therapy and in those with chronic
kidney, liver, or respiratory disease, severe anemia, a
known coagulopathy, uncontrolled hypertension,
angina, valvular disease, cardiac arrhythmias, or cardiac
failure.

Three medications are currently used in medical
abortion: misoprostol, mifepristone (RU 486), and
methotrexate.

Misoprostol is the most common medication used
in medical abortion. It was originally approved to pre-
vent gastric ulcers in persons taking anti-inflammatory
drugs. It causes softening of the cervix and uterine con-
tractions, resulting in the termination of a pregnancy.
Because misoprostol is potentially teratogenic (it can
cause physical malformations of the fetus), a surgical
abortion must be performed in the event of a continu-
ing pregnancy.

Mifepristone is a progestin-like structure that
occupies the progesterone receptor and prevents its
activation (antiprogesterone effect). This may cause an
alteration in the lining of the uterus (decidua) resulting
in termination of the pregnancy. It also softens the
cervix so the pregnancy can be expelled.

Methotrexate blocks DNA synthesis by blocking
enzymes. This halts the process of implantation (attach-
ment of the embryo to the uterine wall). All three med-
ications can cause side effects including pain, nausea,
bleeding, vomiting, diarrhea, warmth or chills, dizzi-
ness, headache, and fatigue.

Repeated use of medical termination has not been
well studied in the medical lecture. However, there is no
medical basis to believe that repeated medical abortion
has an untoward effect on fertility.

SEE ALSO: Birth control, Ultrasound
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HABIBEH GITIFOROOZ

Access to Health Care Access to health care
has dominated the health policy scene for several
decades. In the early 1990s, national legislation, “uni-
versal access” to health care, was introduced by
President Clinton and the Congress as a way to provide
health security for all Americans. Lively debates were
generated and the topic commanded national attention.
The effort, although unsuccessful, has kept the problem
of health care access on the public agenda. Access to
care generally refers to the timely use of personal health
services to achieve the best possible outcomes. Initially,
the premise was access to physicians and hospitals.
More recently, health care access has included a variety
of providers, services, and facilities. In addition, access
describes the actual use of health services and factors
that facilitate or impede health care.

Aday (2001) and Anderson (see Anderson et al.,
1996) describe six types of access: Potential access
refers to health care system characteristics that influence
the use of services. Realized access is the actual use of
health services. Equitable access is the use of health ser-
vices determined by demographic characteristics and
need. Inequitable access refers to the use of health
services that is determined by social characters and
available resources. Effective access is the use of health
services that improves health status or satisfaction.
Efficient access minimizes the cost of health care ser-
vices and maximizes health status or satisfaction. Thus,
each type of access to care is influenced by a number
of characteristics and events. In an effort to understand
the influences on access to health care, numerous
studies have examined the barriers to care in specific
populations.

PERSONAL/FAMILY BARRIERS

Acceptability

Services must be desirable and viewed as accept-
able to the patient/client and family. Physical setting,
demeanor, and scope of services all must be acceptable.

Language/Literacy

Patients/clients experience significant barriers
when important information is complex and not in their
native language. Complicated systems such as applica-
tion for Medicaid present perceived and real barriers in
literacy and native language. Further, workforce studies
underscore the lack of providers who speak the lan-
guage and are from the same culture as the populations
they serve. Thus, barriers are influenced by provider
and patient factors.

Culture

Health care providers and facilities that do not
understand the cultural expectations and norms of the
service populations present obstacles to accessing care.
Lack of knowledge about the culture further creates dif-
ficulty in achieving compliance with necessary medical
treatments.

Attitudes, Beliefs

The relationship between the provider of services
and the patient/client involves mutual respect and
understanding. Barriers occur when patients/clients per-
ceive attitudes and beliefs about the nature of their
health as negative and not consistent with their own
beliefs about their health. This results in delays and lack
of compliance that undermines successful treatment out-
comes. Provider negative attitudes (fear, homophobia,
discomfort of dying patients) in caring for HIV/AIDS
patients is one example.

Human Behaviors

Individual characteristics may serve as barriers to
treatment. Patients with physical or emotional disabili-
ties may find it difficult to find services to meet their
needs. Health care providers, on the other hand, behav-
ing in a courteous and respectful manner are likely to
facilitate the engagement of at-risk patients/clients.

Education/Income

Multiple studies have documented that lower
income and less educated populations do not access the
health care system to the same extent that more edu-
cated affluent populations do. Utilization and quality
are notably less for some groups and higher utilization
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(such as emergency rooms) occurs in other populations.
With increasing health care costs, more of the population
is experiencing “out-of-pocket expenses” as a barrier to
obtaining services.

FINANCIAL BARRIERS

Insurance Coverage

Insurance coverage, tied to employment, is the
admission ticket to health services. While there are sev-
eral government programs to provide services, substan-
tial numbers fall into the “near poor” and uninsured or
underinsured groups. Patients/clients are reluctant to
seek care without insurance and providers/facilities are
reluctant to provide care since services may not be
reimbursed. Insurance reform is a health policy issue
currently under discussion at the federal and state levels
to stimulate investment in health care for all Americans.

Reimbursement Levels

Reimbursement levels for health services have
been a major disincentive for providers and health
care facilities. While government programs and private
insurance companies have attempted to implement cost
containment and reasonable reimbursement, significant
gaps exist and exacerbate the barriers that populations
at risk may experience.

STRUCTURAL BARRIERS

Availability

Access to health service, in particular, a regular
source of medical care, is contingent upon services
being available where and when needed by the service
population. Barriers based on availability, for example,
occur when services are located only in more urban
areas creating barriers for remote rural populations or
during hours when those working are unable to come
for services. Lack of access to the appropriate health
service and extended waiting times are also examples
of access limited by availability.

Transportation

Lack of transportation is frequently cited as a bar-
rier to access to care. Innovative approaches to support

bus fare and transportation vans have been developed
to complement basic medical services. These efforts
may not be sustained since they are not a reimbursable
service. Women frequently encounter this barrier when
they are dependent on others for transportation.

It is clear that groups and individuals at risk may
experience multiple barriers in trying to access health
care. These are often individuals and groups who are
vulnerable and need multiple services. Aday (2001)
notes that the principal health needs of vulnerable
populations are physical (high-risk mothers and infants,
chronically ill and disabled, persons living with HIV/
AIDS); psychological (mentally ill and disabled, alcohol
or substance abusers, suicide or homicide prone);
social (abusing families, homeless persons, immigrants
and refugees). Many of these vulnerable groups have
crosscutting health needs such as battered pregnant
women, pregnant, homeless, substance-abusing women.
These women are all at increased risk, requiring spe-
cialized services and experiencing multiple barriers to
accessing care. A single-parent Hispanic woman with
three children and no insurance, living in a rural area,
likely experiences the following barriers:

● Fewer providers in rural areas
● Providers may not take uninsured
● Providers may not understand language and

culture
● Transportation and childcare may not be available
● Fearful of her immigrant status being questioned

Concern over access to health care services is
generated by the observations that some population
groups may experience differences in access to health
and subsequently experience poorer outcomes. Testing
the equity of access involves measuring utilization of
services as well as outcomes and determining barriers
to care. In a landmark report, Access to Health Care in
America (1993), the Institute of Medicine proposed five
indicators for assessing access:

● Promoting successful birth outcomes
● Reducing the incidence of vaccine-preventable

diseases
● Early detection and diagnosis of treatable

diseases
● Reducing the effects of chronic disease and

prolonging life
● Reducing morbidity and pain through timely and

appropriate treatment
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Access to timely prenatal care, immunizations, Pap
tests, chronic disease management, and dental visits, for
example, are all personal health services that contribute
to favorable health outcomes. Thus, measurement of
these indicators provides useful clues to how Americans
access health care. In these selected examples, notable
differences in access to care and health disparities can
be determined. For example:

● There is a striking difference between Caucasians
and African Americans receiving prenatal care
(73.5% and 50.7% respectively) and a notable gap
in black/white infant mortality rates (black rates
twice as high as Caucasians).

● Childhood immunization rates reveal differences
based on race, ethnicity, and geography.

● Elderly white women were more than twice as
likely as younger white women to never have
had a Pap test in 1987.

● Persons from poor areas are two thirds as likely
as those from high-income areas to have access
to hospital admission and referral services.

● Those with dental insurance made an average of
about one more visit to the dentist than those
without insurance. Differences by race persist
after insurance.

Insurance, as a key to accessing health services in
this country, deserves special note. Studies support
that Americans without health insurance are generally
sicker, die sooner, and when they receive care, it is
likely to be of poorer quality than those with insurance.
The 43 million uninsured Americans and 30 million
underinsured reveal further racial, ethnicity, and income
disparities. Hispanics, Asian Americans, American
Indians, Alaskan Natives, and African Americans are all
less likely to have insurance, have more difficulty get-
ting care, and have fewer choices than Caucasians.
Those in the population who are low-income can
expect to have only limited access to preventive and
primary, specialty care and subsequently suffer from
poor health/outcomes. While many strides have been
made in improving access for women to prenatal care,
many services essential to low-income women are
government-supported programs (food stamps, WIC,
etc.). These programs are subject to the availability of
resources and women are often left vulnerable by
changing eligibility requirements, work program time
limits, lack of culturally and linguistically sensitive ser-
vices, and cross-cutting health issues.

While numerous federal and state initiatives have
attempted to provide universal access to specific
groups, to date a fragmented system with large numbers
of uninsured is the current reality. The implications for
women are significant. As high users of health services,
access to appropriate care has a significant impact.
Women are likely to have lower wages when they
work and are more likely to be uninsured or underin-
sured. Women also need preventive services to main-
tain their health, Pap tests, family planning services for
example. Women are frequently heads of household
and experience barriers such as childcare and trans-
portation. Minority women, low-income women, and
immigrant women are at particular risk for experiencing
barriers to care resulting in negative health outcomes.
Access to health care will be a major area of concern
for women and will require policy actions to remediate
this gap.

SEE ALSO: Health insurance, Medicaid, Medicare

Suggested Reading

Aday, L. A. (2001). At risk in America: The health of vulnerable popu-
lation in the United States. San Francisco: Jossey-Bass.

Anderson, R. M., Rice, T. M., & Kominski, G. F. (Eds.). (1996). Changing
the U.S. health care system. San Francisco: Jossey-Bass.

Institute of Medicine. (2002). Unequal treatment: Confronting racial
and ethnic disparities in health. Washington, DC: National
Academy Press.

Millman, M. (Ed.). (1993). Access to health care in America.
Washington, DC: National Academy Press.

BETH E. QUILL

Acculturation Acculturation has been defined as
the process of cultural change that immigrants undergo
when they enter in contact with a new, host culture.
Immigrants bring their own cultural identity, language,
values, beliefs, and behaviors, which might differ from
those of the host culture. Although it is less common
to acknowledge that the host culture can also change
through contact with immigrants, acculturation is a
dynamic, reciprocal process that generates change in
both groups, because culture is a dynamic and evolving
configuration of cognitions, identities, behaviors, values,
and norms.

There are two types of acculturation: group level
and individual. Group-level change involves change at
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the societal level, such as a change in economic or
political regime to which the entire population must
adapt. For instance, due to colonization, revolution, or
modernization, great economic and political changes
take place that impact the society at large. Simul-
taneously, changes can occur at the individual level,
and as individuals shift from an agricultural economy
to an industrial economy, changes in values, behaviors,
and competences take place. Individual-level accultura-
tion can be a consequence of group-level acculturation,
but not exclusively, as it also occurs when a single indi-
vidual migrates to a different culture. It is possible that
individuals are suddenly confronted with the need to
survive and therefore have to adapt and change former
behaviors, learn a new language, and live by different
rules.

Acculturation may take place at a variable pace. At
the group level it is possible that some changes happen
very slowly. For instance, the evolution of attitudes
toward vaccination or toward boiling water may require
a long time in some societies, particularly if the indige-
nous medical beliefs differ from those of the host or
colonial society.

In the early years of acculturation research, it was
believed that immigrants would lose their culture while
gaining the culture of the host society. Research has
found that, rather than acculturation being a linear
process, it is a dual process in which individuals can
acquire the skills necessary to live in the host country,
while retaining their own cultural skills. Such is the case
of language. Immigrants do not lose their native
language unless they migrate at an early age and are
unable to practice their native language. Learning a new
language does not have to happen at the expense of
the native language. Many immigrants are bilingual; one
does not have to forget one’s own language in order to
learn English. European countries exemplify bilingual
or multilingual societies in which bilingualism is not
perceived as interfering with cognitive processes.

While language acquisition may be relatively fast,
particularly if immigrants are exposed to education and
training in the new language, cultural identity may
change more slowly. Most immigrants continue to iden-
tify as Dominican, Brazilian, Vietnamese and, even after
naturalizing and becoming citizens of the host country,
they continue to identify with their original culture or
their ethnicity. In fact, the history of the world reveals
multiple examples in which ethnic identity is more
powerful than national unity. The Basque people have
retained their own ethnic identity and language despite

having been assimilated by Spain. A Basque identifies
first as Basque, and may even refuse to identify as
Spanish. In Cyprus, a Greek Cypriot will not identify
with a Turk Cypriot, even if both have been born on
the island.

The tendency in the United States is to encourage
“melting” into the pot rather than preserving a diversi-
fied, multicultural society. This is particularly true for
European-descent Americans, who may say “I am
American” rather than “I am Irish American.” However,
assimilation has not been easy for people of color
because they have been less welcome in the United
States than white European groups. Descendants of
enslaved African immigrants, of indigenous Latinos, or
of the East Asians who migrated in the 19th century are
often seen as strangers and foreigners in what has been
their own land for a number of centuries. Thus, it makes
more sense for them to identify as African American,
Latino/Hispanic American, and Asian American rather
than as American.

Immigration can be stressful because there are many
losses and challenges that individuals face throughout
this process. The resulting stress has been labeled accul-
turative stress. These pressures may come from the host
society and involve the requirement of learning the lan-
guage, customs, and mores, or they may come from the
culture of origin and involve the retention of traditions,
contacts with family, and potential disapproval from
loved ones. The latter type of acculturative stress is com-
mon among second- or third-generation immigrants
whose communities expect them to retain the behaviors
and traditions of their parents. This type of acculturative
stress has been less studied and it has often been disre-
garded in the literature.

Acculturative stress can result in poorer mental or
physical health outcomes. For instance, women who
had to leave children behind and cannot send for them
until much later often experience depression due to sep-
aration from their loved ones. Immigrants who have fled
war situations often suffer from posttraumatic stress
disorder in addition to acculturative stress. In order to
alleviate their pain, some immigrants may resort to alco-
hol or substance use, which, in turn, is related to greater
risk for accidents, HIV/AIDS, and social isolation.

In sum, acculturation is a process that is multi-
dimensional and complex, and that deserves careful
study. It requires interventions not only to help immi-
grants adapt to the new society but also to help the host
culture to successfully integrate the contribution of new
immigrants.
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MARIA CECILIA ZEA

Acne Acne vulgaris is a common disorder affecting
the skin. It specifically involves the pilosebaceous unit,
consisting of the hair follicle and sebaceous gland. The
cause is multifactorial and the four major causal compo-
nents are proliferation of the bacteria Propionibacterium
acnes, abnormal shedding of the cells lining the pores,
androgen-induced sebum production, and inflamma-
tion. It primarily affects teenagers but is not confined to
this age group. The lesion types in acne are divided into
two major groups, inflammatory and noninflammatory.
Noninflammatory lesions include open and closed
comedones, also known as whiteheads and blackheads,
respectively. Inflammatory lesions are more prominent,
appearing as red papules, pustules, or, the most severe,
cysts. Acne predominates in areas rich in sebaceous
glands such as the face, chest, and upper back. Although
acne does not constitute a life-threatening condition,
multiple studies have demonstrated that the psychoso-
cial ramifications of this highly visible condition occur-
ring during the formative teenage years can seriously
impact self-esteem and quality of life.

Multiple categories of drugs have proven efficacy
in the treatment of acne. Awareness of the multifactor-
ial pathogenesis of acne has facilitated the rational
application of combination therapies with different
mechanisms of action. Milder cases of acne are gener-
ally treated with topical products including benzoyl per-
oxide, antibiotics, and vitamin A derivatives. The side
effects of topical products are generally limited to local
irritation or drying of the skin. In more severe cases,
systemic antibiotics are used in combination with the
topical agents. The most commonly prescribed systemic
antibiotics are in the tetracycline class including
tetracycline, doxycycline, or minocycline. An increasing
prevalence of Propionibacterium acnes resistance to
the usual antibiotics used to treat acne is being seen,
and the treatment period should be kept as brief as pos-
sible for this reason. For the most severe cases of acne,
a systemic retinoid, isotretinoin, may be prescribed. All
of the systemic drugs are associated with various side
effects necessitating proper patient selection and
counseling before starting the medication and careful
monitoring during the treatment course.

Adult female acne is significantly influenced by the
effect of androgens on the pilosebaceous unit. An
index of suspicion for overproduction of androgens
from the adrenal glands or ovaries must be considered,
but in the majority of patients hormone levels are nor-
mal and there appears to be a peripheral alteration
whereby the sebaceous gland is more sensitive to nor-
mal circulating androgen levels. Acne in this popula-
tion is particularly challenging to treat because it tends
not to respond to the traditional therapies employed in
teenage patients. Efficacious treatments such as oral
contraceptives, some of which are now approved by
the Food and Drug Administration for the treatment of
acne, and antiandrogens, none of which are approved
for this indication, alter the hormonal milieu of the
pilosebaceous unit.

The most important aspect of acne treatment is
patient compliance with medications. Contrary to pop-
ular belief, particular foods are not implicated in the
development of acne. However, the Western diet, high
in sugar and refined carbohydrates, may have an
adverse effect on acne. Poor hygiene is also not a sig-
nificant factor in acne and, in fact, overzealous cleans-
ing can worsen the irritation. In most cases, the acne is
self-limited peaking in severity during the teenage
years and eventually remitting. The presence or absence
of acne in teenage girls is not predictive of who will
go on to develop the adult female variety. Early and
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appropriate treatment will reduce the likelihood of 
long-term scarring as will avoidance of manipulating the
lesions.

SEE ALSO: Adolescence, Oral contraception, Skin disorders
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MARY GAIL MERCURIO

Acquired Immunodeficiency Syndrome
(AIDS) AIDS is a medical diagnosis by a physician of
a set of symptoms or conditions based on specific cri-
teria established by the Centers for Disease Control and
Prevention (CDC). These criteria include infection with
human immunodeficiency virus (HIV) and either the
presence of one or more defined AIDS indicator dis-
eases or other indicators of a suppressed immune sys-
tem based on certain blood tests (CD4� counts). The
“opportunistic” diseases associated with AIDS occur fol-
lowing the depression of an individual’s immune sys-
tem, allowing susceptibility to unusual infections or
malignancies.

AIDS, the end stage of HIV disease, is caused by
the infection and spread of HIV within the body. A pos-
itive HIV test result alone does not mean that a person
has AIDS, only that HIV infection has occurred. HIV
destroys CD4� T blood cells that are crucial to the
normal function of the human immune system. Most
HIV-infected people carry the virus for years before
the immune system is damaged enough for AIDS to
develop. There is a direct correlation between the
amount of HIV in the blood, the decline in CD4� T cell
numbers, and the onset of AIDS. Progression from ini-
tial HIV infection to AIDS may take 10 years or more,
but varies greatly depending on many factors, including
a person’s health status and their health-related behav-
iors. Reducing the amount of virus in the body with

anti-HIV drugs can slow down the rate at which HIV
weakens and destroys the immune system.

The natural history of HIV infection in adults is
well documented in the medical literature. The impact
of gender on the outcome of HIV infection is still being
investigated. HIV appears to progress more rapidly in
women than men and to present with a different array
of opportunistic conditions. These factors may also be
compounded by the tendency of women to receive less
care and to present with more advanced disease.

HIV TRANSMISSION

HIV can be transmitted through blood, semen
(including pre-seminal fluid or “pre-cum”), vaginal
fluid, or breast milk. The most common modes are:
sexual intercourse (anal, vaginal, or oral sex) with an
HIV-infected person; sharing needles, syringes, or injec-
tion equipment with an injecting drug user (IDU)
infected with HIV; and from HIV-infected women to
babies before or during birth, or through breast-feeding
after birth. HIV can also be transmitted through transfu-
sions of infected blood or blood clotting factors, but
routine screening of all donated blood since 1985 has
made this risk extremely low. Some health care workers
have become infected after being stuck with needles
containing HIV-infected blood.

Transmission of HIV can be influenced by several
factors, including characteristics of the HIV-infected
host, the recipient, and the quantity and infectivity of
the virus. Having a sexually transmitted disease (STD)
can increase a person’s risk of becoming infected with
HIV. In addition, if an HIV-infected person is also
infected with another STD, that person is 3–5 times
more likely to transmit HIV through sexual contact. HIV
cannot be transmitted from casual (i.e., hugging or
shaking hands) or surface (i.e., toilet seats) contact or
from insect bites. Intact, healthy skin is an excellent
barrier against HIV and other viruses and bacteria.

In the United States in 2001, CDC estimated that
66% of adult/adolescent women reported with AIDS
were infected through heterosexual exposure to HIV; of
these, 24% were infected through sex with an IDU.
Direct risks associated with drug injection (sharing
needles) accounted for 32% of all cases among women.
Additionally, women who use noninjection drugs
(e.g., “crack” cocaine, methamphetamines) are at
greater risk of acquiring HIV sexually, especially if they
trade sex for drugs or money.
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HIV TESTING

The only way to determine for sure whether some-
one is infected is to be tested for HIV infection. Many
people who are infected with HIV do not have any
symptoms for many years. The tests commonly used
detect antibodies produced by the body to fight HIV.
Most people will develop detectable antibodies within
3 months after infection, with the average being 25 days;
in rare cases, it can take up to 6 months.

Many women in care are not routinely screened for
HIV. Since women of color are less likely to receive reg-
ular health care, they are also even less likely to be
tested for HIV.

HIV testing and counseling provides an opportu-
nity for women to find out whether they are infected
and gain access to medical treatment that may help to
delay disease progression. For infected pregnant
women, it may provide a viable opportunity to access
treatment to prevent transmission of HIV to their child.
For women who are not infected, HIV counseling
offers an opportunity to learn important prevention
information.

STATE OF THE HIV/AIDS EPIDEMIC

Worldwide, the World Health Organization esti-
mates that the number of people living with HIV/AIDS
is rapidly approaching 50 million, of whom almost 50%
are women. In several regions of the world, the pro-
portion of women exceeds 50%. The United Nations
AIDS (UNAIDS) program estimates that 5 million new
HIV infections occurred in 2001, or approximately
14,000 new cases per day. An estimated 3 million adults
and children died of HIV/AIDS in 2001.

In the United States, the CDC estimates that
approximately 800,000–900,000 people are living with
HIV or AIDS, of whom 30% are women. Approximately
40,000 new HIV infections occur in the United States
every year. Of the 240,000–270,000 women living with
HIV disease in the United States, more than one half do
not know their serostatus, meaning whether they are
HIV-positive or HIV-negative, or that of their partner.
Many will not be tested for HIV until they seek prena-
tal care, give birth, develop an AIDS-related illness, or
until their partner develops an AIDS-related illness.

Through December 2001, 816,149 U.S. cases of
AIDS had been reported to the CDC. Since 1985, the
proportion of all AIDS cases reported each year among

adult and adolescent women has more than tripled,
from 7% in 1985 to 26% in 2001. The epidemic has con-
tinued to increase most dramatically among women of
color. African American and Hispanic women together
represent less than one fourth of all U.S. women, yet
account for more than three fourths (78%) of AIDS
cases reported to date among women. In 2001 alone,
African American and Hispanic women represented an
even greater proportion (80%) of cases reported in
women.

During the mid-to-late 1990s, advances in HIV treat-
ment led to dramatic declines in AIDS deaths and
slowed the progression from HIV to AIDS in the United
States. As a result, more people are now living with
AIDS in the United States than ever before. This grow-
ing population represents an increasing need for contin-
ued HIV prevention, care, and treatment services. Even
as HIV/AIDS-related deaths among women continued to
decrease in 1999, largely as a result of recent advances
in HIV treatment, HIV/AIDS was the fifth leading cause
of death among U.S. women aged 25–44, and the third
leading cause of death among African American women
in this same age group. HIV/AIDS-related deaths among
women of color also have declined less rapidly than
their white/Caucasian counterparts.

Despite the dramatic advances made in understand-
ing the natural history of HIV disease and the develop-
ment of effective antiretroviral therapies, the AIDS
epidemic continues to grow with some disturbing trends.
HIV/AIDS morbidity and mortality increasingly impact
the poor, the disenfranchised, and the young, groups in
which women are traditionally overrepresented.

PREVENTING HIV TRANSMISSION

Abstaining from engagement in any behavior that
carries risk of acquiring HIV (e.g., sexual intercourse or
using and injecting drugs) is the most effective way to
avoid HIV, but not always the most realistic. To mini-
mize risk for those who choose to be sexually active,
the CDC recommends the following: engage in sex that
does not involve vaginal, anal, or oral sex; have inter-
course with only one uninfected partner; and/or use
latex condoms every time you have sex. For IDUs who
cannot or will not stop injecting drugs, the following
steps are recommended to reduce risk: never reuse or
“share” syringes, water, or drug preparation equipment;
only use syringes obtained from a reliable source
(such as pharmacies or needle exchange programs);
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use a new, sterile syringe to prepare and inject drugs;
if possible, use sterile water to prepare drugs; otherwise,
use clean water from a reliable source (such as fresh tap
water); use a new or disinfected container (“cooker”)
and a new filter (“cotton”) to prepare drugs; clean the
injection site prior to injection with a new alcohol swab;
safely dispose of syringes after one use. If new, sterile
syringes and other drug preparation and injection
equipment are not available, then previously used
equipment should be boiled in water or disinfected
with bleach before reuse.

Medical therapy (ZDV—zidovudine, also known as
AZT or Retrovir) is available to effectively reduce the
chance of an HIV-infected pregnant woman passing
HIV to her infant before, during, or after birth. In 1998,
the U.S. Public Health Services released updated rec-
ommendations for offering antiretroviral therapy to
HIV- positive pregnant women.

Programs focusing on reducing the transmission of
HIV among women should include an increased empha-
sis on prevention and treatment services for young
women and women of color; address the intersection of
drug use and sexual HIV transmission; develop and
widely disseminate effective female-controlled preven-
tion methods; and better integrate prevention and
treatment services for women across the board, includ-
ing the prevention and treatment of other STDs and
substance abuse and access to antiretroviral therapy.
More options are urgently needed for women who are
unwilling or unable to negotiate condom use with a
male partner.

CARE AND TREATMENT

The field of HIV/AIDS care is advancing at a
breathtaking speed. New developments are rapidily
superseded by even newer data. Recommendations for
antiretroviral treatment and alternative regimens con-
tinue to evolve as new medications are developed and
additional data from clinical trials is presented. As a
consequence, treatment protocols will not be described
here in deference to a recommendation to review the
most current HIV/AIDS treatment guidelines available
through AIDS Treatment Information Service (ATIS)
(United States & Canada: 1-800-HIV-0440; TTY: 1-888-
480-3739; International: 1-301-519-0459; Mailing
Address: HIV/AIDS Treatment Information Service,
P.O. Box 6303; Rockville, MD 20849-6303; Web site:
http://hivatis.org; E-mail: atis@hivatis.org).

Early medical treatment and a healthy lifestyle can
help an individual with HIV stay well. Prompt medical
care may delay the onset of AIDS and prevent some
life-threatening conditions. A person who has learned
that he/she is HIV-positive should see a doctor, even if
he/she does not feel sick. Drugs are now available to
treat HIV infection and to assist in maintaining health.

Because they are often diagnosed later and gener-
ally have poorer access to care and medications,
women tend to have higher viral loads and lower CD4
counts upon entering care. Even in care, the health
status of HIV-positive women continues to compare
poorly to that of their male counterparts. Despite
increased attention in recent years, HIV-positive women
in care are less likely than men to receive the current
standard of care, including regular visits with an experi-
enced clinician, antiretroviral therapy, combination ther-
apy, and/or a protease inhibitor(s). Receipt of care from
a less experienced provider is a critical problem, since
provider expertise and experience directly affect quality
of care and disease progression. Women are less likely
to know their viral load or CD4 count, and their medical
charts are less likely to contain this information. All of
these factors are further exacerbated for poor women
and women of color.

Research and experience indicate the following set
of conditions to facilitate HIV care for women. (a) The
risk for HIV must be perceived. (b) HIV status must be
known and the need for and promise of medical care
understood. (c) Caregiving responsibilities to children
and family members must be met. (d) Basic life needs for
food, shelter, and community must be met. (e) Treatment
for other problems including substance abuse and men-
tal health disorders must be ongoing. (f ) Transportation
to appointments must be available. (g) Childcare must
be available. (h) Financial means to pay for health care
and medications must be available. (i) The patient must
encounter medical personnel qualified to treat HIV infec-
tion in women. (j) HIV-positive mothers must encounter
care that is “family-centered” and coordinated—care that
addresses the impact of HIV and barriers to care for the
family. (k) All prescribed medications must be available.
(l) Informational, psychological, and emotional support
from peers and care providers must be ongoing.

At present, the approach to management of HIV
disease is the same for both women and men. The clin-
ical course of HIV infection in women does not seem to
differ significantly from that in men, with the exception
of the associated gynecologic and obstetric conditions
and issues. Women may have lower HIV viral loads
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than men with an equivalent degree of immunosup-
pression, but do not tend to differ in overall survival or
complication-free survival. As both women and men live
longer with HIV disease and AIDS, general preventive
strategies and health maintenance have become part of
routine care. These include smoking cessation, control of
hypertension, minimizing cardiovascular risk factors, and
routine screening for malignancy (cervical, breast, colon).

SOCIAL/PSYCHOSOCIAL CHALLENGES
AND NEEDS

Many social/psychosocial issues, including homo-
sexuality, drug use, mental illness, racism, homelessness,
and poverty, are linked inextricably to the context of
HIV/AIDS by association with the communities that it has
heavily impacted, in addition to the clinical challenges of
the disease itself and its toll on the health and well-being
of those infected. For many women with HIV/AIDS, spe-
cific challenges and needs impact their ability to protect
themselves from HIV and/or access care. These are:
(a) parenthood and caregiving, with approximately 62%
of all HIV-positive women taking care of at least one
child under age 20, with their first priority to their chil-
dren; (b) lack of awareness of risk and serostatus; (c) dis-
crimination due to HIV status, and racial discrimination
for women of color; (d) poverty, with most HIV-positive
women already poor before becoming infected and
becoming poorer as their disease progresses; (e) psy-
chological distress, including fear, depression, and
anxiety about their serostatus, compounded by high inci-
dences of poverty, discrimination, caregiving responsi-
bilities, addiction, sexual abuse, and domestic violence;
(f ) substance abuse of both injected and noninjected
substances, a prominent problem among women at risk
and with HIV disease, impacting health care utilization
and outcomes; (g) comorbidities, with women of color
in particular having less exposure to health information,
preventive health services, and primary care than men,
and subsequently suffering higher rates of certain can-
cers, cardiovascular disease, hypertension, obesity, tuber-
culosis, and diabetes, further complicating HIV care;
(h) STDs, with women of color, particularly African
American women, having higher rates of chlamydia,
syphilis, and gonorrhea than white women.

SEE ALSO: African American, Condoms, Discrimination,
Heroin, Homosexuality, Latinos, Lubricants, Preventive care,
Safer sex, Sexually transmitted diseases, Substance use
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DANIEL P. O’SHEA

Activities of Daily Living The ability of an
individual to provide self-care or function independently
is often referred to by the phrase “activities of daily liv-
ing.” This phrase is often used to describe physical func-
tioning, or those functions an individual performs daily
for his or her own safety and health maintenance. In the
early 1960s, Katz et al. described the six areas that are
considered the functions essential to physically care for
oneself. They are typically listed in the order in which
functions are lost due to physical illness or dementia:
bathing, dressing, toileting, transferring, continence, and
feeding.

Instrumental activities of daily living (IADL) are
functions that are essential for independent living. IADL
involve the ability to plan, organize, maintain a
dwelling, and manage the condition of oneself or oth-
ers. Several activities may be considered, including
meal preparation, doing laundry, providing for a clean
living space, paying bills and managing business affairs,
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taking medications as recommended, telephoning,
scheduling appointments, arranging transportation or
driving, traveling to both familiar and unfamiliar loca-
tions, shopping for groceries, remembering to refill pre-
scriptions, and remembering holidays and scheduled
events. Some of these activities may be culturally
bound, or gender specific. For example, if the husband
always handled the finances, a woman who finds her-
self suddenly widowed may be unable to carry out
these activities simply because she never learned how.
In evaluating both activities of daily living and IADL,
the focus is the ability to care for oneself. When this is
not possible, some assistance may be required.

SEE ALSO: Assisted living, Long-term care, Nursing home
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EVANNE JURATOVAC

Acupuncture Acupuncture is a medical treat-
ment that has emerged from the naturalist school of
thought in China over 2,000 years ago. It has been mod-
ified and perfected over the course of its existence and
has been adapted by other cultures. Acupuncture is one
part of a Chinese medical system based on the produc-
tion and flow of Qi (pronounced “chi”), which may be
described loosely as vital energy. Qi circulates through
meridians and organs in an orderly fashion and it is the
disruption in the production and flow of Qi that results
in disease and pain. As a system of medicine quite dif-
ferent than the Western system, acupuncture has its own
language and references to organs may be thought of as
metaphorical when compared to the Western definition
of organ function. Traditional acupuncture treatments
consist of insertion of thin sterile needles at specific
locations along the meridians. The exact locations used
are determined by a careful assessment by the acupunc-
turist or the patient and the problem being treated.
This assessment involves questioning, observation of
the patient, assessment of the pulses and tongue, and
locating areas of tenderness on examination through

palpation. In essence, a history and physical exam sim-
ilar to that done in Western medicine is performed, but
with a different emphasis. Treatments are thus individu-
alized, such that the same Western diagnosis may well
be treated quite differently in different patients.

In Western countries, acupuncture has been pri-
marily used to treat pain, but is increasingly receiving
attention for treatment of other conditions. Due to the
nature of the individualized treatments, acupuncture
does not lend itself well to the constraints of controlled
clinical studies, leading many Western trained physicians
to doubt or underestimate its effectiveness. Despite
these limitations, efforts to clarify the role of acupunc-
ture are receiving more attention. A National Institutes of
Health consensus panel has recently concluded that
acupuncture is probably effective for postoperative and
chemotherapy-induced nausea as well as postoperative
dental pain. Further it was stated that acupuncture may
be an acceptable alternative treatment for a number of
other conditions including headache, menstrual cramps,
low back pain, osteoarthritis, carpal tunnel syndrome,
addiction, stroke rehabilitation, tennis elbow, fibromyal-
gia, myofascial pain, and asthma.

During an acupuncture treatment, needles are
inserted at various points along a meridian. This usually
involves the use of both local and distal points. A local
point is a point at the location where the discomfort or
pain is present. Distal points are chosen for their tradi-
tional effects and are distant from the location of pain.
These acupuncture needles are extremely thin and
solid—unlike the hollow needles used to draw blood.

Although treatments involve minimal discomfort,
an aching or radiating sensation may be noted. This
phenomenon of “De Qi” is often sought by the practi-
tioner and is thought by many to be important for a
treatment to be effective. Needles may then be manip-
ulated manually or stimulated by low-level electricity.
A smoldering herb may also be used to warm the needles
in the technique known as moxibustion. As acupunc-
ture has evolved, multiple different styles and
approaches have emerged. One such approach involves
the use of “reflex microsystems.” Reflex microsystems
are localized areas of the body that have representa-
tions of the entire body within them. The most com-
monly used microsystem is the ear. Thus, for example,
treatment of the ear can have effects on the entire body.
Other microsystems commonly used include the scalp
and the hand. These are frequently stimulated in con-
junction with other acupuncture treatments. In addition
to the use of needles, stimulation of acupuncture points
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with lasers, magnets, and pressure show considerable
promise.

A treatment may last up to 45 min and the patient
not uncommonly experiences a sense of relaxed well-
being following a treatment. Transient fatigue or eupho-
ria is a less common effect. Other side effects that may
be seen include bruising and pain at the needle inser-
tion site, and a transient aggravation of the underlying
problem. Of note, a mild increase in symptoms is often
seen followed by improvement. Fainting may uncom-
monly occur, especially during a first treatment, but
future treatments can usually be continued with cau-
tion. Serious complications are exceedingly rare, but
could include bleeding, infection, and puncture of an
organ. While one treatment may on occasion produce
dramatic results, acupuncture is not magic, and usually
8–12 treatments are required. Periodic treatments may
be necessary to maintain a response.

Acupuncture is used in conjunction with Western
medicine and a recommendation to discontinue other
treatments should be regarded with suspicion and dis-
cussed with your physician. Acupuncture practitioners
may be medical doctors who have received further
training in acupuncture, or licensed acupuncturists who
also undergo extensive training. Further study should
help further elucidate the role of acupuncture. For now
it can be stated that acupuncture has been shown to be
safe and effective for a number of conditions.

SEE ALSO: Back pain, Chronic pain, Headache, Pain
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DOUGLAS FLAGG

Acute Myocardial Infarction Cardiovascular
disease is the leading cause of death among women in
the United States. In fact, according to the 2003 statistical
update from the American Heart Association, cardio-
vascular disease kills over 7 million women annually in
the United States, more than the next seven causes of
death combined. Of these cardiovascular deaths, the

most common cause is acute myocardial infarction (MI).
An MI occurs when blood supply to the heart is sud-
denly interrupted for some period of time. This process
may occur because of the development of a thrombus
on the surface of a previously existing cholesterol plaque
in the coronary arteries. If this blockage is complete and
persists for some time—often greater than 30–60 min—
the result may be death to the myocardium supplied by
this vessel, a so-called transmural infarction. In other sit-
uations, the blockage may not completely obstruct all
myocardial blood flow, yet it persists and leads to dam-
age. The resulting infarction is termed nontransmural,
indicating that the damage has not been as extensive.
On occasion, MIs may also be caused by spasm of the
coronary artery or very transient obstruction that cannot
be identified on later angiographic evaluation.

The pathophysiology that leads to an MI is the
same in women and men; however, there are impor-
tant gender differences that are apparent on presenta-
tion with MI. Women are less likely than men to
present with an acute transmural infarction (also called
an “ST-elevation MI” because of the typical EKG
pattern). Instead, women more often experience non-
transmural (“non-ST-elevation”) infarctions or acute
coronary symptoms not resulting in an MI. This more
subtle presentation may be one reason why physicians
and laypersons tended to consider coronary heart dis-
ease less as a disease of women than of men. In fact,
multiple studies have shown that, compared with men,
women present later to the hospital with an MI, are
less likely to receive important thrombolytic drugs
when appropriate, and are less likely to be referred
for coronary angiography. Furthermore, because MI
is often not correctly diagnosed, women are less likely
to receive appropriate medications and cardiac
rehabilitation.

Recent findings have effectively destroyed the
myth that MI is a less important disease in women than
in men. On the one hand, women have important
differences from men who present with MI—on aver-
age, the women are 10–20 years older, with more
elevated cholesterol levels and possibly more hyperten-
sion, but a lower prevalence of cigarette smoking.
Women also are more likely to have diabetes, which is
a major risk factor for poor outcome with MI and, when
present, negates any gender benefit for women. In
addition, women who sustain an MI are also as much
as 50% more likely to die in the short term as are men.
Finally, perhaps because of their older age and greater
extent of other illness, women are more likely to suffer
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so-called mechanical complications of MI, such as car-
diac rupture.

In addition to the different characteristics of
women and men with MI, there are important differ-
ences in the symptoms that each gender tends to report
upon presentation. The classic symptoms, such as the
sudden onset of pressure centered in the chest, radiat-
ing down one or both arms, and associated with a “cold
sweat” (or diaphoresis), should be considered more as
the typical middle-aged male symptoms associated with
MI. While both genders certainly experience a full
range of symptoms, women are much less likely to
have these so-called “classic” symptoms and are more
likely to have a wider range of complaints, including
shortness of breath (dyspnea), nausea or vomiting, and
pains in the jaw, back, or even abdomen, with or with-
out chest pain. Women are also more likely to sustain
an MI without any characteristic symptoms—the so-
called “silent MI.” It is now recognized that any indi-
vidual—either physician or layperson—who relies on
more stereotypical chest pain symptoms for diagnosis
will fail to appreciate early symptoms of an MI more
often in women than in men.

Good news is that the therapies for MI have,
almost uniformly, provided strong benefit to both gen-
ders. Unfortunately, there is mounting evidence that
women do not receive these therapies as often as men.
For patients with an ST-elevation MI, the accepted
beneficial therapies include thrombolytic therapy and
“primary angioplasty,” which involve emergent coro-
nary angiography to identify the occlusion and then
angioplasty to open the artery. Both of these therapies
work in women and men, and in the multitude of med-
ical studies to evaluate these treatments, it appears that
the benefit for women is similar to the benefit extended
to men. However, because women with MI tend to be
older, with greater comorbidity, and because they are
on average smaller in body size than men, they may
have more problems with bleeding with all therapies
and may sometimes not be eligible for thrombolytic
therapy. Furthermore, among older patients, there is a
concern that women may have more complications
with thrombolytics, and some investigators have pro-
posed that primary angioplasty is a better treatment for
women. However, it is also true that women may arrive
at the hospital too late for thrombolysis, emphasizing
that women, their families, and their physicians need to
recognize possible signs of MI and present to emergency
departments promptly so that appropriate therapy may
be pursued.

Just as important as rapid treatment for ST-
elevation MI, is appropriate therapy for non-ST-elevation
MI, the more common presentation for women. While
thrombolytic therapy is not an effective treatment for
this condition, a wide range of medical therapies signif-
icantly reduce the risk associated with this type of infarc-
tion. Relative to management of this condition, debates
within the cardiology community have recently focused
on the routine use of certain medications, most notably
the glycoprotein IIb/IIIa inhibitors, and the routine use
of an “early aggressive strategy,” which involves early
catheterization and intervention as needed for patients
with non-ST-elevation MI. While there has been some
evidence that women do not receive as great a benefit
with IIb/IIIa inhibitors as do men, a recent study that
used these agents in the evaluation of early catheteriza-
tion demonstrated that the benefit of an “aggressive
strategy” was just as strong in women as in men, but of
particular benefit in high-risk women.

Medications that should be considered for all
patients with MI provide benefits to both genders, in the
setting of ST-elevation or non-ST-elevation infarction.
The most important of these drugs remains aspirin,
which in the early studies of ST-elevation MI provided
benefit equal and in addition to that of thrombolytic ther-
apy. Other drugs that must be considered include beta-
blockers (which may provide even stronger benefits to
women than to men), ACE inhibitors, and statin medica-
tions. The statins, which lower blood cholesterol levels,
have demonstrated on average a 20% reduction in mor-
tality in all patients with coronary disease, and there is
no evidence of preferential effect by gender. One note
specific to women is that the majority of evidence now
indicates that hormone replacement therapy does not
provide any special level of protection before or after MI.

After recognition of an appropriate therapy for MI,
other procedures and treatments may be appropriate
for women. Some of these, such as nuclear cardiac
scans or echocardiograms, can give a better indication
of individual levels of risk and guide intensity of treat-
ment. Other treatments, such as cardiac rehabilitation,
including exercise training and secondary prevention,
are powerful tools that, again, physicians have been
less likely to offer to women than to men.

Scientific knowledge has increased the understand-
ing of the burden of cardiovascular disease in women.
With a better appreciation of the clinical characteristics
and symptoms that mark acute MI in women, we are
now much more able to provide therapies of proven
benefit to all patients.
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Addiction Addiction is a common language term
for the clinical entity known as Chemical Dependence.
For decades Americans have known the term addiction
to indicate an individual who is out of control in their
use of mood-altering drugs. The term addiction has
taken on a connotation that is highly stigmatized (like
the term “alcoholic” is much more stigmatized than the
term “drinking problem”). In reality, addiction is a pri-
marily genetic, chronic progressive disease of the brain
that is characterized by the intermittent inconsistent loss
of control over the use of mood-altering drugs, result-
ing in repetitive adverse consequences to the user. The
basic brain problem of addiction appears to be an
inability to consistently control the use of drugs that
produce an acute or quick surge of dopamine in the
brain. This surge of dopamine leads to a feeling of
euphoria or “high.” Addiction to mood-altering drugs
other than nicotine affects 10–13% of Americans at
some time in their lives. A more complete description
of addiction is in the entry entitled Substance use.

SEE ALSO: Chemical dependency, Substance use
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www.jointogether.org: A national service for addiction treatment and pre-
vention education funded by the Robert Wood Johnson Foundation.

TED PARRAN JR.

Addiction Ethics Although women today make
up nearly a third of those persons who abuse substances
in the U.S. population, they have often been neglected
in research and clinical care. Since the 1970s, increasing
academic and governmental attention has been focused
on the needs of addicted women. However, significant
ethical challenges remain in the effort to provide
compassionate, competent, and equitable treatment for
women suffering from addictions.

EPIDEMIOLOGICAL BACKGROUND

In 1994, the United States Department of Health
and Human Services estimated that 200,000 women
died of illnesses related to drug abuse. The figure was
more than quadruple the number of women predicted
to die of breast cancer. Large epidemiological studies
estimate that 4.4 million women had used an illicit drug
in the month prior to being surveyed, and that half of
all women 15–44 years of age have used an illicit drug
at least once in their lives.

The media have offered often highly stigmatizing
accounts of an epidemic of substance abuse among
contemporary women. Although the scientific evidence
does not support such a dramatic rise in alcohol and
drug abuse among women, there are disturbing trends.
Heavy drinking is increasing in younger women and
students on college campuses, with women in the prime
reproductive years of 21–34 having the highest rates of
problem substance use. Seventy percent of AIDS cases
in women are related to illicit drug use, and at least half
are the result of sexual contact with a partner who is an
intravenous drug user.

ETHICAL PRINCIPLES

There is a consensus among Western ethicists that
respect for persons, autonomy, veracity, beneficence,
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nonmaleficence, and justice are cardinal principles of
modern medical ethics. These principles have received
wide acceptance and are especially relevant to the
ethical issues involved in the treatment and research of
women with addictive disorders. Respect for persons
requires that health professionals and researchers honor
the fundamental dignity of each human being. Autonomy
is self-determination, the ability of an individual to make
her own medical decisions. Veracity is the obligation of
the physician to tell the truth about medical conditions
and treatment. Beneficence mandates that health profes-
sionals place promoting the good and avoiding harm of a
patient or research participant above all other considera-
tions. Nonmaleficence literally means to “do no harm”
to the patient through medical care. Justice means that the
burdens and benefits of prevention research and treat-
ment must be distributed fairly and impartially.

STIGMA

Stigma in the context of addictions has been
defined as “a mark that sets a person apart linked to
an undesirable characteristic leading to rejection.”
Although men in nearly every society are heavier and
more destructive users of substances, women have con-
sistently been more highly stigmatized. Historically,
women in many cultures have been acculturated to
view the use of drugs and alcohol as behavior contrary
to their role in society. These cultural expectations play
a protective role in discouraging substance use. On the
other hand, women who do use substances are dispar-
aged and may be blamed for domestic violence or sex-
ual trauma that befalls them in the context of substance
use. In ethical terms, stigmatization fails to respect the
intrinsic worth of women suffering from addictive dis-
orders as persons. Stigmatization has contributed to the
failure of the medical profession to fulfill the duties
of nonmaleficence through adequate attention to issues
of domestic victimization and social inequities that con-
tribute to addictions in women.

ETHICAL DIMENSIONS OF CRIMINAL
JUSTICE SYSTEM INVOLVEMENT

Women with addictions are frequently involved
with the criminal justice system. Although in many
cases this involvement is due to serious criminal behav-
ior, in other cases it is due to the criminalization of

addictive behavior. There is a growing trend toward
diverting individuals with petty drug-related offenses
from incarceration to treatment. However, this progress
is opposed by punitive attitudes toward substance
abusers, rooted in stigma as described above.

Beyond the stigma attached to substance abuse
irrespective of gender, women have been punished
for abusing substances under a double standard that
treats them differently from men who abuse substances.
During the last decade, state legislatures have taken
punitive action against women abusing drugs during
pregnancy, creating a climate of fear for those seeking
help. A 1992 survey found that 150 women in 24 states
had been prosecuted for drug use during pregnancy.
Ethnic minorities were 10 times as likely to face charges.
At least 10 states currently have laws that require manda-
tory reporting to child protective services of any new-
born who tests positive for drugs. It is estimated that
thousands of children have been removed from their
mothers who were incarcerated rather than sent to drug
rehabilitation.

Health professionals often experience ethical dilem-
mas when treating women who are involved with the
criminal justice system. Reporting requirements (e.g., to
a probation officer) may create a conflict between vera-
city (truthfulness) and nonmaleficence (the obligation to
do no harm). Mandated treatment compromises auton-
omy and may seem disrespectful. For clinicians, the eth-
ical mandate is to honestly negotiate with the patient
a treatment agreement which acknowledges the con-
straints imposed by the legal system and professional
ethics, and which is on the whole beneficial to the
patient. Court-ordered treatment in fact tends to have sig-
nificant positive consequences for the patient. Since doc-
umentation of treatment compliance is often a condition
of release, such reporting can literally keep the patient
out of jail. Such requirements moreover serve as a strong,
albeit coercive, incentive to participate in treatment.

SPECIAL FEATURES OF ADDICTION
IN WOMEN

Fair (just) and effective (beneficent) treatment of
substance use disorders in women requires adequate
knowledge. In particular, it is crucial to understand how
addicted women tend to differ from addicted men,
rather than blindly to apply models that were developed
for men. Social and environmental influences are strong
determinants of addictive behavior in women. Many
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addicted women are involved with partners who abuse
substances and frequently are also perpetrators of
domestic violence. Without family system treatment,
these women have a poor chance of recovering. Women
are often without the job skills, income, or insurance
that would enable them to access and afford health care.
Many women with addictions are single mothers, yet
few programs have childcare available. The highly suc-
cessful 12-step approach, originally developed by and
for white men, emphasizes the surrender of power. This
model may be less appropriate and effective for women,
and minority women in particular, who have been
lifelong victims of exploitation.

Medical and psychiatric comorbidity in women
with addictions is different from that found in men.
Women become dependent upon substances more
rapidly than men even though they tend to consume
smaller quantities per body weight. Women also more
quickly develop the medical sequelae of alcohol and
other drug use for physiological reasons such as lower
levels of the enzyme that metabolizes alcohol, and a
higher percentage of body fat, which influences how
long a drug remains active in the body. Liver disease,
hypertension, cardiomyopathy, peptic ulcer, and ane-
mia all have a more severe course in women. Women
who abuse substances also have a higher rate of comor-
bid psychiatric disorders than men. Depression is
particularly common and frequently precedes the sub-
stance abuse, suggesting that depression may play a
causal role. A number of barriers to care have pre-
vented addicted women from receiving appropriate and
high-quality care for both addictive and psychiatric
disorders.

SEE ALSO: Depression, Domestic violence, Informed consent,
Mental illness, Pregnancy, Substance use
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MICHAEL BOGENSCHUTZ

Adolescence Adolescence, by many accounts, is
a period rooted in culture and society. Prior to the
industrial revolution, children were treated like adults
and worked side by side with their parents in the fac-
tories. Industrialization during the 19th century led to
new patterns of work that excluded children, length-
ened the amount of formal schooling, and brought
increased economic dependence of youth on their fam-
ilies. These events ushered in the period of the life
cycle we now call adolescence, defined as a transitional
stage whose chief purpose is to prepare children for
adulthood. Broadly speaking, this developmental
period spans the second decade of life and ends with
the assumption of adult work and family roles.

Adolescence is characterized by a series of
dynamic and interactive changes across several
spheres, including biology, psychology, cognitive
functioning, social interactions, and emotions. While
these changes proceed in relatively the same sequence
for most teens, they occur at varying rates and times
for youth and are shaped by the environments in
which they take place. Thus, it is typical for teens to
mature in some respects before others. A more com-
plete understanding of these changes is achieved
by using a multidisciplinary contextual perspective
that incorporates the impact of culture, families, peers,
schools, communities, neighborhoods, and society.
Indeed, youth face unprecedented challenges in
society today compared to 20 years ago, and these
challenges shape their long-term functioning in funda-
mental ways. Today, more than ever, teens are con-
fronted with an array of confusing messages about
their responsibilities, sexual behavior, health risks, life
choices, job opportunities, interpersonal relationships,
and future potential. Yet, despite these added chal-
lenges, most young people traverse the teen years
with relative ease and success. Research indicates that
youth have the capacity to cope with these challenges,
and in fact, it is through the successful resolution of
these experiences that most youth achieve significant
personal growth.
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STATUS OF ADOLESCENTS

In 1999, there were approximately 39.5 million
youth between 10 and 19 years of age in America. Recent
census data show that the majority of these youth lived
in Western states and metropolitan areas. Based on
current projections, the racial and ethnic makeup of the
adolescent population in the United States will become
increasingly heterogeneous, including a decrease in
whites, an increase in other racial/ethnic groups, and
growing numbers of Hispanics. One in six youth less
than 18 years of age live at or below the poverty line,
and ethnic minorities constitute a large percentage of
poor youth; nearly one third of black and Hispanic youth
live in poverty. Poverty is related to a host of conditions
that negatively affect youth’s development, including
increased exposure to crime and unemployment, poor
health status, low-quality schools, and limited access to
health care and adequate housing. Moreover, economic
hardship on the family influences adolescents’ function-
ing and well-being through increased parental distress
and less effective parenting behavior. The percentage of
adolescents living in two-parent households has fallen
sharply over the past 20 years particularly for minority
youth, and nearly 42% of teens living in single-parent
female-headed households are poor.

TRENDS IN ADOLESCENT PHYSICAL
AND MENTAL HEALTH

The majority of adolescents appear to be in good-to-
excellent physical health. They show low rates of cancer,
hypertension, and other physical disorders, and mortality
rates have dropped dramatically for all adolescents over
the past two decades. Nonetheless, trends in mortality
rates underscore the health disparities for males and
females and different ethnic groups. Mortality increases
with age, and males are three times more likely to die
than females. The rate of death among black males con-
tinues to be much higher than for any other group. The
leading causes of death for teens are no longer a natural
phenomenon but instead constitute injury and violence
resulting from motor vehicle accidents, homicide, suicide,
and other unintentional injuries. Thus, a large majority of
the deaths are preventable, and understanding these
behaviors is critical to public health prevention efforts.

The Surgeon General recently released a report on
mental health indicating that nearly 21% of youth aged
9–17 meet criteria for a diagnosable mental or addictive

disorder, and 11% report significant impairment as a
result of their mental health problems. There is addi-
tional evidence that mental health disorders are under-
diagnosed among youth, and that more than 30% may
have some mental health symptoms. Obesity has
emerged as a major health and mental health concern
because evidence points to serious risks associated with
poor nutrition and excess weight. Indeed, the percent-
age of overweight youth rose from 5% in 1980 to 20%
in 2002 with black adolescents at greatest risk.

TRENDS IN ADOLESCENT RISK BEHAVIOR

Experimentation and risk taking are hallmarks of
adolescence, yet the negative health consequences
today are more serious than ever before. Unprotected
sex will not only result in unwanted pregnancy, but it
may also lead to HIV transmission. Illegal substances
are more potent and more addictive, and cars and guns
are easily accessible. Specific risk behaviors show
divergent patterns among adolescents. Tobacco use
peaked in 1997 but appears to have stabilized, while
alcohol use remains high. Almost half of all high school
seniors report using marijuana at some point in their
lifetime, although recent use (in the past 30 days) has
fallen in the past 5 years. The trends for sexual behav-
ior are more mixed. For the first time in two decades,
fewer adolescents are having sexual intercourse and
more teens are using condoms. However, only 30%
report using condoms consistently, and almost 75%
of high school seniors have had sexual intercourse.
Furthermore, teens account for approximately 25% of
new sexually transmitted diseases reported annually,
and adolescents are one of the only groups for which
rates of HIV infection are increasing. The primary mode
of HIV transmission for adolescents is through unpro-
tected sexual activity, and adolescent females are now
almost as likely to become infected with HIV as males,
comprising 59.7% of new HIV cases in 2001. These
trends underscore the new predominance of hetero-
sexual HIV transmission among youth.

ADOLESCENT DEVELOPMENT IN CONTEXT

Biological Changes

Adolescence marks the most rapid and significant
biological changes throughout the life span with the
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exception of infancy. Puberty and menarche (see
entries in this encyclopedia) end with the ability to
reproduce and the appearance of a physical adult form.
The main physical manifestations of these changes are
a dramatic growth in height and weight, further devel-
opment of the gonads or sex glands (i.e., ovaries in
females), growth of secondary sex characteristics (e.g.,
breasts, pubic hair, sex organs), changes in the distri-
bution of fat and muscle in the body, and increased
tolerance for exercise resulting from improved circula-
tion and respiration. The changes in appearance evoke
mixed reactions from the teenager about herself and
mark critical shifts in family relationships, peer relation-
ships, and societal expectations (see below).

Cognitive Changes

There are important changes in cognitive function-
ing during adolescence that have far-reaching implica-
tions for achievement and interpersonal relationships.
Advanced reasoning abilities emerge and teens become
increasingly capable of abstract and logical thought.
They are able to consider multiple hypothetical out-
comes and view events from perspectives other than
their own, although shifts in emotions may impair their
judgment at times. Teens acquire a greater capacity to
think in a multidimensional way rather than being limited
to a single issue, and they begin to think more about the
process of thinking or metacognition. However, adoles-
cence also brings a heightened focus on the self, or ego-
centrism, and the belief that one’s own experiences are
unique. These cognitive changes may lead to increased
conflict in the family as youth become increasingly aware
of their parents’ limitations. Youth typically assume they
are immortal and invulnerable, and these beliefs have
been implicated in elevated risk-taking behavior, such as
unprotected sexual activity and substance use.

Social Changes

Social relationships change in distinct ways during
adolescence. It is common for teenagers to evoke com-
plex reactions from parents, peers, and society, espe-
cially with the development of secondary sex
characteristics and need for increased autonomy. There
is a shift in focus from parental relationships to greater
intimacy with peers. Peer groups become larger and
more complex during adolescence, and they form
around similar interests (e.g., hobbies, sports teams).
Adolescents may adopt the values of their peers, but

there is extensive evidence to suggest that teens assume
transient peer values such as music, fashion, clothes, and
makeup, but not more rooted beliefs such as antisocial
behavior or political views. Romantic relationships
increase in significance with age with early romantic
feelings characterized by distant crushes developing into
intimate adult-like relationships in later adolescence.
Developing sexual interests and impulses are linked to
increases in hormones (estrogen and testosterone) and
other elements in the adolescents’ social context. The
emergence of close social ties is an important develop-
mental milestone during adolescence and failure to
achieve close interpersonal relationships is associated
with distress.

Families play a central role in helping youth
traverse the second decade of life. Family relationships
shift with the transformation of the parent–child rela-
tionship. Parental control over adolescent behavior is
more limited, and there is a redefinition of the bound-
aries between autonomy and connectedness among
family members. A key challenge for the family during
this transition is to permit individuation and identity
exploration and at the same time stay connected to one
another. Autonomy and connectedness in the family
may be viewed along a continuum with either end lead-
ing to impaired adolescent development. When there is
too much autonomy or chaos, reliable parental figures
are absent, and teens seek a secure environment out-
side the home, for example, among peers by joining a
gang. At the other extreme are families who maintain
rigid roles and relationships, adhere unbendingly to
rules, and show little tolerance for deviance. Adolescent
identity formation is compromised because there is min-
imal acceptance of self-expression, differing opinions,
and independence.

Optimal adolescent development occurs in the
context of supportive and nurturing family relation-
ships, parental flexibility and adaptability to the
individuation process, tolerance for role experimenta-
tion and confusion, and the transformation of the
parent–child relationship to a more equal give-and-take.
Parents must continue to set firm and consistent limits
and follow through on consequences, but discipline is
most effective in the context of a warm and loving
parent–adolescent relationship. There is a popular
belief that adolescence is a time of “storm and stress,”
when family relationships become highly argumentative
and hostile. Some conflicts can positively facilitate the
process of redefining rules, roles, and relationships,
but most families do not experience significant
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disagreement. Indeed, most adolescents and parents
successfully modify and renegotiate their relationship to
accommodate the adolescent’s increasing maturity. Of
note, adolescents report that parents remain the most
important confidants during this transitional period.

Psychological Changes

There are unique psychological changes that take
place during the second decade of life. Youth begin to
question and formulate new identities and definitions of
the self. They seek out novel experiences in order to
explore different options, experiment with diverse roles
and values, identify potential role models, and test the
limits of their newfound autonomy. Adolescents look
for ways to separate and individuate while at the same
time feel pulled to remain a child. As a result, youth will
often vacillate between rebelliousness and dependence.
The desire for individuation increases with age, but all
youth continue to yearn for closeness with others
including their families.

Changes in emotional development have important
implications for future functioning. Teens experience
mood swings from happiness to sadness and may be
unfamiliar with how to adapt to these shifts. During ado-
lescence, the first gender disparity in rates of depression
emerges, with teenage girls reporting significantly more
depression than boys. Explanations for this increase
include hormonal changes, increased cognitive process-
ing and the tendency to compare one’s self to others,
greater sensitivity to life events and stressors, and nega-
tive perceptions of body image. Some girls have difficulty
adapting to their altered appearance as they mature,
specifically around normal weight gain during puberty.
Girls gain on average 40 lb over the course of adoles-
cence, and this increase sometimes leads to eating disor-
ders, such as anorexia nervosa and bulimia.

Cultural Issues

Many cultures do not have an “adolescence” or a
transition period between childhood and adulthood. In
agrarian societies, for example, girls begin to work in the
home at a very young age observing their mothers and
performing the adult roles they will eventually assume.
On the other hand, some cultures mark the transition to
adulthood using unique rituals or rites of passage. For
example, in Jewish tradition, a girl performs a series of
rituals as part of her Bat Mitzvah that culminate in her
becoming a “woman.” As another example, in many

Latino communities, girls are initiated into adulthood
through a coming-out ceremony called the Quinceañera.
These examples illustrate the importance of cultural
influences on adolescent development. Some theorists
suggest that youth need an event to demarcate the tran-
sition to adulthood, and they hypothesize that the
absence of socially sanctioned “rites of passage” in
America explains the growing involvement of youth in
gang activity where initiation rituals are enacted.

Legal Issues

The second decade of life is fraught with confusing
messages about the transition to adulthood. Consider,
for example, the laws that allow youth to consent for
health care at age 12, but drive at age 16. They are per-
mitted to watch R-rated movies at age 17, but they must
be 18 years old to vote. Moreover, they are not allowed
to drink alcohol until age 21. These inconsistent mes-
sages about youth’s decision-making ability, maturity,
and adult status are confusing and unsettling.

Conclusions and Recommendations

Today’s youth are tomorrow’s leaders. They will
shape the future of our society, and they will determine
our role and status in the world. Investing in our
nation’s youth will yield significant benefits, while not
investing in them will have far-reaching consequences.
Indeed, America has devoted few resources to nurture
our young people, and it shows. The United States has
the highest death rate among youth than any other
developed nation. Access to drugs, alcohol, guns, and
cars have produced high morbidity and mortality rates
among adolescents. Our mass media bombards youth
with positive images of risk behavior, violence, and
unbridled pleasures without corresponding messages
about the need for responsibility to others and produc-
tive roles in society. Institutional opportunities to learn
how to function in adult roles are limited in scope and
restricted to certain populations, and there are few
chances to achieve outside the mainstream (e.g., those
without a college degree, poor). In sum, we have a sig-
nificant challenge ahead of us to help youth achieve
their full potential, but it can be done. Our future
depends on it.

SEE ALSO: Child abuse, Environment, Menarche, Puberty,
Sexual abuse, Socioeconomic status, Substance use
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Adoption Adoption is both a legal event and a life-
long experience that affects birth parents, adoptees, and
adoptive parents. The birth family, the adoptee, and the
adoptive family are known as the adoption triad. It is
estimated that 2–5% of American households include
adopted children. This translates into over 100,000 adop-
tions occurring in the United States each year. Based on
a national survey of adoption attitudes reported by the
Evan Donaldson Institute for Adoption, in 2002, most
Americans (64%) knew a birth parent, someone who is
adopted, or an adoptive parent. Adoption is a part of the
national fabric of family life in the United States.

Adoption philosophy has changed since the 1970s.
The paradigm has changed from finding infants for
infertile couples (i.e., parent-centered adoption practice)
to finding adoptive families who can meet the needs of
children (i.e., child-centered adoption practice)—be
they infants, older children, children with special health,
developmental, or behavior needs; or children adopted
from other countries.

The pool of adoptees has changed over the last
few decades. Stepparent adoptions, usually an unre-
lated man adopting the minor children of a women he
marries, represents about half of all adoptions in the
United States. Children adopted from the public child
welfare system comprise the second largest group of
adoptees. These children often have a history of abuse,
neglect, and trauma prior to their adoptions. The chil-
dren from the public system represent about 20% of
adoptions. International adoptees represent the next
group and have grown over time, reaching to almost
20,000 children adopted from other countries into
the United States in 2001. This is about 15% of all adop-
tions. Infants placed for adoption comprise the last

group of children. Many of these children are placed
through private attorneys and private agencies. They
represent the last 15% of the pool of adoptees.

Adoption practices are undergoing radical changes.
Until recently in our culture, adoption has been marked
by secrecy and denial. The usual practice in adoption
was to seal birth records, amend the birth certificate to
reflect as if the child was born to the adoptive parent,
and sever all contact with any member of the immedi-
ate or extended biological family. Now, adoptions have
an option of being more open, including having ongo-
ing contact between adoptees and biological family
members.

Adoption is a women’s health issue in several ways.
Women are triad members in that they are birth mothers,
adoptees, and adoptive mothers. Unique issues emerge
for all of the members of the adoption triad, each revolv-
ing from loss.

Birth mothers, while an intrinsic member of the
adoption triad, are often the least acknowledged and
understood member for a variety of reasons. While
we have a better understanding of some of the issues
encountered by birth mothers who relinquished infants,
we have very little knowledge about birth mothers who
had parental rights involuntarily terminated or whose
children were placed for adoption internationally. The
next few paragraphs discuss the issue only from the
perspective of the first group of birth mothers.

In the past, there was a greater societal stigma
against unmarried women being pregnant. The shame
and secrecy that was part of adoption was due, in
part, because the pregnancy was a clear indication of
women’s sexuality. Social mores attempted to regulate
women’s sexuality and having sex outside of marriage
resulted in ostracism for many birth mothers. They were
often hidden from the community in maternity homes
or at family members not living in the same community.
These women were often pressured to place their child
for adoption.

Birth mothers were encouraged to put the relin-
quishment of the child behind them emotionally and
go on with their life. For many birth mothers, the act of
surrendering the baby for adoption was a traumatic
experience—a physical, emotional, and psychological
loss that had implications for the rest of the mothers’
lives. This loss, complicated by the isolation, shame,
and secrecy surrounding the relinquishment of the
child, affected self-esteem, sexuality, marital relationships,
subsequent childrearing, relationships with the family
of origin, and the birth mother’s capacity for trust and
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intimacy in all relationships. The loss was compounded
by the institution of closed adoptions that put legal,
social, and emotional barriers on contact between birth
mothers and the adoptee or adoptive parents. Today,
women who have lost children to adoption have many
more avenues to speak openly about and deal with this
loss. Some search for their now adult children and
others hope to be found. With changing societal atti-
tudes, many birth mothers now reach out for support
from family, friends, and organizations that were not
available to them in past generations.

One of the biggest issues facing adoptees is the
resolution of identity issues. Adoptees experience a
variety of issues around identity, varying in intensity
and frequency, throughout the life span.

Identity issues are compounded by the lack of
information, in closed adoption, about basic physical
and mental health information from their biological
family members. In closed adoption, unless this infor-
mation was gathered at the time of adoption and given
to the adoptive family, this information is generally
inaccessible to the adoptee. The building blocks of
identity are basic information. Because they lack infor-
mation about their biological origins, some adoptees
experience identity difficulties in the form of “genealog-
ical bewilderment”—a sense that one’s genetic history
is hidden by legal barriers that result in difficulty forming
a complete self-identity.

To fill gaps in knowledge, some adoptees make the
decision to search for the birth family. Although the deci-
sion to search is a multidimensional issue for adoptees,
one reason for searching is to resolve identity issues
related to developing a healthier and more self-aware
sense of self, including seeking answers to questions
regarding physical resemblance, genetic health issues,
and emotional resolution about relinquishment. In
domestic cases of adoption, adoptees have been largely
successful at gaining access to previously confidential
identifying information. In contrast, the majority of inter-
national adoptees often have no identifying information
about birth parents due to cultural attitudes about relin-
quishment and adoption. For example, in China, no for-
mal mechanism exists for parents to relinquish a child for
adoption. Birth parents are forced to abandon their chil-
dren, who are primarily female, in a safe place such as a
market, residential area, or factory, where they know
their children will be found and placed in a social wel-
fare institution. In turn, adoptive families are encouraged
to give their children a cultural and ethnic history since
a biological history may never be available to them.

Therefore, the issue of search and identity is more com-
plicated for international adoptees.

Adoptive families, in particular, adoptive mothers,
often have gone through a lengthy process of trying to
get pregnant before they pursue the option of adoption.
One of the most salient health issues for adoptive
mothers is dealing with infertility. About 19% of all U.S.
couples have a fertility problem. Many adoptive mothers
build or add to their families through adoption after mul-
tiple unsuccessful attempts at reproductive technologies.
These technologies are stressful on the mental and
physical health of women and often involve increased
physician visits, out-of-pocket costs to families, and time
lost from employment; women may experience an emo-
tional rollercoaster each month, especially if pregnancy
is not achieved.

Some adoptive parents have been reluctant to have
an open adoption. Some fear contact or feel threatened
by the presence of the birth mother. With the advent
of openness in adoption, a new era in adoptions has
begun where both birth parents and adoptive parents can
reach an agreement upon the type of disclosure and con-
tact they will share as the adoption continues. Openness
is seen to be in the best interest of the child, and is now
embraced as a positive trend by the adoption community.

The adoption of a child impacts all members of the
adoption triad throughout their lives and for genera-
tions to come. The unifying point for all adoptive fam-
ilies is that adoptive parenting has special issues related
to adoption and these issues need to be addressed
throughout the family life cycle. In each case, differ-
ences between adoptive parenting and biologic parent-
ing must be acknowledged, addressed, and celebrated
as a unique element specific to each individual family.

In conclusion, while the more difficult issues of
adoption are discussed above, it is important to have
a balanced view. There are many strengths to be
acknowledged about adoption. First, all adoptions are
planned and the parents want children. Second, adop-
tive parents have demonstrated basic competence in
motivation, problem-solving skills, and mental health in
order to adopt by successfully completing a home
study. Third, a broader definition of family through
adoption raises awareness that relationships build
families, not necessarily biology.

A significant part of the child population is affected
by adoption. Adoption is a social arrangement that has
more positives than it does negatives and remains the
best solution for children who cannot be raised with
their biological parents.
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Adultery Adultery is consensual sexual intercourse
between a married person and someone other than that
person’s spouse. Adultery is rarely charged as a crime. It
is more often a concern as a part of a divorce case.

Adultery is one of many possible grounds for divorce
in the majority of states in the United States. Historically,
adultery was one of the few grounds, and in one state
the only reason, on which divorce would be allowed.
Adultery was also historically important in states that
linked child custody or property decisions to the grounds
for divorce. Now that most states have “no fault” grounds
for divorce, adultery is much less legally significant. Some

states even have a requirement that the grounds for
divorce not be taken into account when the judge
decides issues of child custody and property distribution.

Proving adultery can be very difficult because
sexual acts rarely take place in front of witnesses. Some
courts have considered adultery proven when the par-
ties had motivation and opportunity, such as checking
in to a motel together, to engage in sexual conduct.
A few courts have even been called upon to determine
whether graphic sexual communication over the
Internet constitutes adultery, but there is no clear law
yet established.

SEE ALSO: Divorce
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Advance Directives Since the mid-1970s, a
great deal of attention has been focused on advance or
prospective health care planning as a way for individu-
als to maintain some control over their future medical
treatment even if they eventually become physically
and/or mentally unable to make and express important
decisions about their own care. Proponents of advance
care planning also claim that it may help individuals and
their families avoid court involvement in medical treat-
ment decisions, conserve limited health care resources
in a way that is consistent with patient autonomy or self-
determination, and reduce the emotional or psycholog-
ical stress on family or friends in difficult crisis situations.

There are two main legal mechanisms available
for use in prospective (i.e., before-the-fact) health care
planning. One is the proxy directive, ordinarily in
the form of a durable power of attorney (DPOA), while
the second is the instruction directive, usually referred
to as a living will, health care declaration, or natural
death declaration. In the United States, these legal
mechanisms have their basis in various statutes enacted
by state legislatures. In some countries (e.g., Great
Britain), advance directives have been recognized by
the courts even though they have not been codified in
the form of statutes.

Advance Directives
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In their advance directive statutes, many state legis-
latures have attempted to draw distinctions between
artificial means of feeding and hydration, on one hand,
and other forms of life-sustaining medical treatment
(such as ventilators and antibiotics), on the other.
Specifically, many statutes try to make it more difficult
procedurally for families or other decision-makers for
incompetent patients to refuse or withdraw artificial
feeding or hydration than to refuse or withdraw other
forms of life-sustaining medical treatment. Some persons
argue that these legal provisions are necessary to protect
very vulnerable patients from unfair undertreatment and
medical neglect; however, advance directive statutes that
discriminate on the basis of the type of medical treat-
ment being refused by the patient or surrogate probably
are unconstitutional.

The courts and legislatures consistently have made
it clear that state advance directive statutes are not
intended to be the only means by which patients may
exercise the right to make future decisions about med-
ical treatment. For instance, a patient might convey
wishes regarding future medical treatment orally to the
physician during an office visit, with the physician doc-
umenting the patient’s words in the medical chart.
When that patient later becomes unable to make med-
ical decisions, the patient’s oral instructions are just as
valid legally as would be a written document executed
in compliance with all the statutory formalities found in
the state’s advance directive statute.

There is a substantial body of evidence indicating
that very often patients’ stated wishes regarding life-
sustaining medical treatment are not respected and
implemented. In actuality, critically ill patients frequently
receive more aggressive medical treatment than they
earlier had said they would want.

State advance directive statutes all excuse a health
care provider who chooses, for reasons of personal con-
science, not to implement the expressly stated treatment
preferences of a patient or surrogate, as long as that
provider does not impede that patient being transferred
to the care of a different provider if that is what the
patient or surrogate wishes. Similarly, courts have
declined to hold health care providers legally liable for
failing to follow a patient’s or surrogate’s instructions to
withdraw or withhold particular forms of treatment, on
the grounds that providing life-prolonging intervention
cannot cause the sort of injury or harm for which the legal
system is designed to supply financial compensation.

SEE ALSO: Durable power of attorney for health care, Living wills
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Affirmative Action Even with the passage of the
Civil Rights Act of 1964, the fight for equality and against
discriminatory practice has continued. Although the Act
is the nation’s strongest civil rights law, minority groups
still lack basic equal opportunities. Affirmative action is a
proactive policy used to provide equal opportunities for
groups such as women, blacks, and other disadvantaged
social and ethnic groups. Before the adoption of affir-
mative action, women and minorities were not being
hired for jobs and were being denied admission into
higher educational programs because of their race or
gender. Affirmative action is an essential tool in correct-
ing the widespread and wrongful discriminatory prac-
tices of this past century, which have kept minorities and
women from pursuing higher education and employ-
ment opportunities. Specifically, affirmative action
requires organizations to establish programs that ensure
equal access be given to disadvantaged social and ethnic
groups.

The term affirmative action was first used by
President John F. Kennedy in an executive order to the
Equal Employment Opportunity Commission (EEOC).
Executive Order 10925 charged the EEOC to use “affir-
mative action” to ensure that employment practices
did not discriminate. This was followed by Executive
Order 11246, which was issued by President Lyndon
B. Johnson in 1965, requiring government contractors to
use “affirmative action” in their employment practices in
order to increase equality for minorities. Two years later,
the executive order was expanded to include women.

Not only was the support of President Johnson
essential in ensuring the passage of the Civil Rights Act
of 1964, he was also the key figure in the advancement
of affirmative action. The strong support from President
Johnson eventually led to the adoption of a governmen-
tal requirement that all federal programs provide equal
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opportunity and treatment for minorities. In one speech,
President Johnson championed affirmative action by stat-
ing, “We seek not just freedom but opportunity—not just
legal equity but human ability—not just equality as a
right and a theory, but equality as a fact and as a result”
(Timeline of Affirmative Action Milestones, Brunner).

Although affirmative action had never been
embraced with open arms, it was not until 1978 that it
was first challenged in federal court. Alan Bakke, a
white student, claimed that the University of California
Davis Medical School’s affirmative action program dis-
criminated against him because it used a quota system
reserving 16 seats for minority students. Consequently,
minority students with lower grade and standardized
test scores than Bakke were admitted, while his appli-
cation was denied for two consecutive years. Even
though the Supreme Court ruled that the use of quotas
was unlawful, it did rule that it was lawful for the
school to use race as a factor in the admission process.

The three branches of government have all taken
differing views as to the future of affirmative action. For
instance, in 1989, the Reagan administration pushed for
the Supreme Court to declare affirmative action unlaw-
ful. While the Court did not abolish affirmative action
outright, it did substantially limit the scope and use of
the policy. Most of these rulings were handed down
within a 3-month period shortly after Justice Rehnquist
became the Chief Justice. The Democrats who were then
in control of the Congress responded by attempting
to pass legislation in 1990 that would overturn the
Court’s decisions, but were unsuccessful in overriding
President Bush’s veto. In 1991, a compromise between
the Democrats and the Bush administration was reached
which prohibited the use of quotas, and allowed legis-
lation to pass that would overturn the Court’s decisions
which limited affirmative action. However, during the
Clinton administration, a 3-year moratorium on new
affirmative action programs was imposed, coupled with
a promise not to end affirmative action.

While the federal government grappled with the
future of affirmative action, more than a few state
governments have pressed hard to eliminate it altogether.
In 1997, California passed Proposition 209, which abol-
ished the use of affirmative action throughout the state.
Washington and Florida soon followed suit; Washington
abolished affirmative action in 1998 with Initiative 200,
and in 2000, Florida abolished the use of affirmative
action in education. More recently, two cases arising out
of the admission policy of the University of Michigan
may determine the future of affirmative action. In Grutter

v. Bollinger and Gratz v. Bollinger, the plaintiffs chal-
lenged before the U.S. Supreme Court the use of race as
a factor in the school’s admission process. In Grutter v.
Bollinger, the United States Supreme Court held that
the University of Michigan’s consideration of race as a
factor in law school admission was not unconstitutional.
However, the awarding of points based on minority 
status alone in the consideration of undergraduate admis-
sions was found unconstitutional in Gratz v. Bollinger.

These two cases reflect very different schools of
thought on affirmative action. Proponents of its contin-
ued use argue that affirmative action is responsible for
providing minorities with equal opportunity and access.
Equal opportunity and access are critical because of the
underrepresentation of minorities and women in higher
education, in higher paying employment, and in profes-
sional positions. Furthermore, proponents argue that if
factors such as athletics, legacies, and other relationships
to benefactors are all given special consideration in
admission, then a student’s diverse background should
be taken into account as well. Opponents of affirmative
action argue that if it is wrong to discriminate based on
race and gender, then it is equally wrong to use such
factors to help an applicant in the selection process
because it leads to reverse discrimination against whites.
This is because affirmative action programs use prefer-
ential treatment and quota systems to give undeserving
applicants a free ride at the expense of a better qualified
white student. Opponents emphasize that this goes
against the grain of the American value of self-reliance.

For women, affirmative action has meant that they
now enjoy nearly the same opportunities as men in
employment, education, and business opportunities. In
1987, the Supreme Court held that it was lawful for an
employer to use affirmative action to increase the ratio of
female employees. Although affirmative action has
helped women make progress, women still have not
realized the promise of “equality as a result” in President
Johnson’s speech. Women do not receive equal treatment
and parity in the workforce. When compared to men,
women earn only 74 cents per dollar; African American
and Hispanic women earn even less at 63 and 57 cents,
respectively. Furthermore, there is still a gap in profes-
sional education programs because only 25% of doctors
and lawyers in the country are women, and only 8.4% of
engineers are women. Affirmative action programs for
women are still widely supported abroad. In 1997, the
European Court of Justice held that affirmative action for
women is lawful in the private sector and has become
the legal precedent for all European Union members.

Affirmative Action

76



Affirmative action has been instrumental in providing
equal access and opportunities for minorities and women.
Although several states have abolished affirmative action,
the Supreme Court has been reluctant to immediately
follow suit. Now, the future of affirmative action is uncer-
tain. The July ruling expected by the Court will either
support its continued existence or abolish it altogether.
Whether or not affirmative action has a future in the
United States, history has shown the demonstrably posi-
tive impact it has had on minorities and women. Today,
both groups enjoy opportunities in employment and
education that would not have been possible otherwise.

SEE ALSO: Discrimination

Suggested Reading

Bacchi, C. L. (1996). The politics of affirmative action. London: Sage.
Brunner, B. Timeline of affirmative action milestones, Family

Education Network, Inc. http://www.infoplease.com/spot/
affirmativetimeline1.html (Last accessed January 12, 2004)

Clayton, S. D., & Crosby, F. J. (1995). Justice, gender, and affirmative
action. Ann Arbor: University of Michigan Press.

Ooiman Robinson, J. A. (2001). Affirmative action: A documentary
history. Westport, CT: Greenwood Press.

ELIZABETH M. VALENCIA

African American

quilting*

somewhere in the unknown world
a yellow eyed woman
sits with her daughter
quilting.

some other where
alchemists mumble over pots.
their chemistry stirs
into science. their science
freezes into stone.

in the unknown world
the woman
threading together her need
and her needle
nods toward the smiling girl
remember
this will keep us warm

how does this poem end?
do the daughters’ daughters quilt?
do the alchemists practice their tables?

do the worlds continue spinning
away from each other forever?

Lucille Clifton

African American (AA) women’s health care has
been and continues to be unacceptably poor. Some AA
women are numbered in the lowest socioeconomic status
for both wealth and education. Many of them live and
raise their families under conditions of poverty with a pri-
mary concern for the basic needs of food, clothing, and
shelter. Health care for some of these women is a luxury
and is attended to in an emergency situation only. Many
women who live in poverty were born into an environ-
ment of poverty and have had limited exposure to formal
education. There are other AA women who are well edu-
cated and affluent—some are categorized as middle class
and others as wealthy. However, research studies have
shown that across the spectrum of class and socioeco-
nomic status, AA women’s health care remains unaccept-
ably poor. The reasons for this seem to be multifaceted
and reflect several barriers to health care for AA women.

The U.S. Department of Health and Human Services
Office of Women’s Health describes some of the barriers
as being related to: “the current state of medical practice,
medical education, medical research and medical lead-
ership in the United States creates its own obstacles for
minority women. These four areas of medicine have
traditionally ignored the health of women and minori-
ties.” These obstacles take into account the physical
location of medical practice facilities, many of which
tend to be inaccessible to a sizeable portion of the AA
female population who live under conditions of impov-
erishment. The lack of access to health care resources
results in a decrease in the receipt of preventive care
and continuity of care. This can result in an increase in
hospitalizations and higher health care costs.

According to the census report for year 2000, while
most women across racial and ethnic groups had an
office-based usual source of care, white woman were
more likely to have office-based care than nonwhite
women. AA women were more likely to use a hospital
outpatient department or emergency room for their usual
care. Hospital outpatient departments often have high-
volume practices and as a result physicians in these
settings have less time to spend with patients. And some-
times these physicians provide less preventive care coun-
seling than do physicians in other medical practices.

The lack of access to health care providers in
minority communities does not address the full scope of
the problem. In April 2000, The New England Journal of
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Medicine published an article based on a survey by
Dr. Sean R. Morrison et al. The authors reported that
they had observed that many AA and Hispanic patients
who were receiving palliative care at a major urban
teaching hospital were unable to obtain prescribed opi-
oids from their neighborhood pharmacies. Dr. Morrison
and colleagues surveyed a randomly selected sample of
30% of New York City pharmacies to obtain information
about their stock of opioids.

Our data demonstrated that many New York City
pharmacies do not stock sufficient medication to treat
patients with severe pain. Furthermore, pharmacies in
predominantly nonwhite neighborhoods are signifi-
cantly less likely to stock adequate supplies of opioids
than are pharmacies in predominantly white neighbor-
hoods. These results suggest that nonwhite patients
maybe at even greater risk for the under treatment of
pain than previously reported…

This practice impacts the heath care of AA women who
live in neighborhoods that consist of a predominantly
minority population.

There are many other health care system barriers
related to medical practice; it would require a separate
volume to address them all. Two additional issues that
will be addressed here are AA women and mammo-
graphy, and AA women and the practice of cardiac
catheterization.

Many studies have focused attention on AA women
and the use of mammography: the results have shown
that AA women are less likely to undergo mammogra-
phy and are more often diagnosed with advanced-stage
breast cancer than are white women. The question that
remains unanswered is why are AA women more often
diagnosed with advanced-stage breast cancer? Is the
access to providers for primary prevention the issue or
are the providers not referring AA women for mam-
mography? According to Ellen P. McCarthy et al., in their
study “Mammography Use Helps to Explain Differences
in Breast Cancer Stage at Diagnosis between Older
Black and White Women”:

We previously found that greater mammography use
was associated with an increasing number of visits to a
primary care provider among Black and White women
but receipt of primary care was not enough to correct
the disparity in mammography use between Black and
White women. Furthermore, many studies show that a
physician’s recommendation is the most important
determinant of mammography use.

In the case of cardiac catheterization, it has been
well publicized that there is a clear racial difference in

the referral pattern practice of physicians when pre-
sented with patients who have a complaint of chest
pain. AA women are less likely than white women and
men, AA and white, to undergo a cardiac catheteri-
zation or coronary artery bypass graph surgery, when
they are hospitalized with a diagnosis of chest pain or
myocardial infarction.

The Department of Health and Human Services has
also listed medical education, medical research, and med-
ical leadership as barriers limiting access to health care.
Medical education was targeted because of limited train-
ing in the area of cultural competence in health care train-
ing programs. In addition, the enrollment of AA students
into traditionally white medical school matriculation has
declined as expressed by Jack H. Geiger in an article titled
“Comment: Ethnic Cleansing in the Groves of Academe.”
The article was published in The American Journal of
Public Health in September 1998. As a consequence of
the decrease in minority enrolment in health care training
programs, there is, as well, a disparity in the number of
minorities who serve in all areas of health care. This is
especially evident in the lack of diversity among the med-
ical school faculty members, researchers, and administra-
tors. Disparity in the racial/ethnic mix of the providers
can add to the stress and uncertainty of care that is expe-
rienced by the patient.

To accurately assess the issues of health care in AA
women, we need researchers and participants. Lessons
learned from the Tuskegee Syphilis Study have stressed
the importance of informed consent and health care
ethics in every research situation. It is imperative that
AA women become more actively involved in research
projects and fulfill the roles of both the researcher and
the educated consenting participant.

HEALTH STATISTICS

The average life expectancy between 1950 and
2000 increased by an average of 8 years for males and
females of all races. But, the most significant increase in
life expectancy was among AA females whose average
life expectancy increased by 12.3 years. This improve-
ment has raised the average life expectancy to 75 years
for AA women, but it remains below the 79.5 years
average life expectancy for all race females.

The Health Resources and Services Administration
Office of Women’s Health also looks at the years of
potential life lost as a measure of population health. This
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measure calculates the years of life lost by people who
died before their full life expectancy. In 1998, AA women
had more than 10,000 years of potential life lost due to
all causes. That number is double that of white women
and more than three times the number for Asian women.

What are the leading causes of death for AA
women? Heart disease, cancer, and stroke rank as the
top three with diabetes listed as fourth. Obesity and
hypertension, although not listed as major causes of
death in AA women, contribute to the disease process
for both heart disease and stroke. According to the year
2000 census report, 35.8% of AA women self-reported
that they were obese. Obesity can lead to heart disease,
stroke, and diabetes. It has also been implicated in
some forms of cancer. Obesity is a treatable condition
that requires full participation by the patient along with
medical advice and support.

Not all threats to the health and well-being of the
AA women are as treatable as obesity. AIDS has a high
incidence and prevalence in AA women. According to
the U.S. Health Status Morbidity Report, the age and
prevalence are as listed:

Age in years AIDS cases

13–19 1,112
20–24 4,443
25–34 27,885
35–44 28,863
45–64 11,717

65 and older 967

These figures are staggering and will continue to
grow if we allow it; therefore, as AA women we must
move forward as advocates for an improved health care
system that will meet the needs of a diverse population
of consumers.

SEE ALSO: Access to health care, Discrimination, Education,
Racism, Socioeconomic status
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Age Spots see Liver Spots

Ageism The term “ageism,” a set of beliefs about
age, was coined in the late 20th century. It is a form of
stereotyping that refers to prejudgment or discrimination
against any particular age group, although it is typically
viewed today as a negative perspective about the aged.
Categorizing by chronological development, ageism can
be framed either in positive or negative terms: babies are
dependent/uninteresting, toddlers are explorers/opposi-
tional, teenagers are defining their values/unreliable and
self-centered, young adults are energetic/unfocused,
middle-aged workers are successful/entrenched, retirees
are carefree/useless, the elderly are to be honored/
forgetful and frail. One’s chronologic age or stage of
development may influence the nature of the stereotypes
held. Whether in the context of ageism, sexism, or
racism, attributes which are viewed as positive in one
group may be negative for another (such as labeling the
same behavior as “forcefulness” in males and “aggres-
siveness” in females, or “forgetfulness” in the young as
“senility” in the old).

References to ageism obtained through an Internet
search and a review of the medical literature predomi-
nately refer to prejudice against the elderly—such as
inequities in work opportunity, portrayal of the elderly
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in the media, and inappropriate medical care. In 2002,
the American Psychological Association specified that
“ageism is defined as a prejudice toward, stereotyping
of, and/or discrimination against any person or persons
directly and solely as a function of their having attained
a chronological age which the social group defines
as ‘old’.” The U.S. Department of Health and Human
Service’s Administration on Aging defines ageism as “a
term expressing prejudice against older adults through
attitudes and behavior.”

Government financial support for elderly individu-
als with little to no resources was initiated in the 1930s
and 1940s as Social Security in the United States, and as
Old Age Pensions in Britain, coupled with mandatory
retirement ages. In the 1970s, political activists such as
Maggie Kuhn in the United States pursued the notion
that mandatory retirement was ageism, and by 1978,
mandatory retirement was effectively abolished. Recent
changes have raised the lower limit of “retirement age”
(eligibility for full Social Security pension benefits) from
65 to 67, because of concerns regarding the solvency of
the Social Security system.

Contemporary definitions of “old” or “elderly” are
variable: old enough for membership in the American
Association of Retired Persons (AARP) at 50; retired from
the workforce (which may be, depending on one’s occu-
pation, as early as age 40 in the military/police/firefighter
sphere, or 55, 60, or 75 as negotiated with employers);
eligible for Social Security and Medicare benefits; gray-
haired or wrinkled; unable to appreciate the current
generation’s popular music/fashion/aspirations.

Ageism in its limited meaning (regarding discrimi-
nation against the elderly) tends to assume that the
elderly are no longer able to contribute to society in
a meaningful way, and drain the broader society’s
resources because of a continuous decline in health and
well-being. Census Bureau statistics challenge this con-
cept, noting that a relatively small number of the elderly
are in fact in nursing homes, and that these individuals
tend to be the very oldest. Some research and anecdotes
indicate that being segregated with other aged people
and having limited opportunities for decision-making
leads to declining function. Chronological age does not
solely define function, though health and social policy
might suggest otherwise.

While it is understood that discrimination against
the elderly is prohibited, it is less well known that the
Age Discrimination Act of 1975, which affects programs
or activities receiving U.S. federal financial assistance,
“applies to persons of all ages.” In both industrialized

and nonindustrialized societies, there are generally
accepted ages or stages for the definition of childhood
(dependent status) or adulthood (the age of consent or
majority), with variation by societal norm or law. For
example, adulthood may be defined as the onset of
puberty, becoming a parent, entering a career, complet-
ing education, living independently, or solely by age
(e.g., 13 or 18 or 21 years). In medical care, the context
of the visit may determine the age of consent: minors
may not be treated for injury without permission from
a parent or guardian, but may receive care for sexually
transmitted diseases or family planning without such
permission.

Even though chronological age or distinguishing
between “childhood” and “adulthood” are convenient
ways to categorize people, this can overlook the possi-
bility of continuing growth and development through-
out the human life cycle. Just as children can be seen
as progressing through recognizable stages or streams,
so can adults. There are, not surprisingly, different
models of child development rooted in various theories
such as those of Piaget, Freud, Gesell, and Bandura.
The work of Eric Erickson extended the notion of child-
hood developmental stages into adulthood, pairing
ranges of chronological age (early adulthood, middle
age, and later years) with psychosocial conflicts and
their resolutions. Subsequently, the scholarly and pop-
ular literature has addressed various formulations of
such phases or stages of adulthood and now includes
the elderly.

Overall, we expect that age and experience will
yield maturity; we expect a 3-year-old to handle adver-
sity differently than a 30-year-old. But a 16-year-old
may be wise and a 60-year-old foolish; a 30-year-old
well settled into a career or still unfocused. Stages of
development may overlap or be revisited. In contem-
porary society, we are likely to have multiple roles in
family, work, friendship, and community. We may
achieve maturity in one role but find it elusive in
another, or devote energies to one sphere of life (work
vs. family) or stream of development (intellect vs. social
relationships) at the expense of another. Further, we
may interrupt career or postpone family for a period of
time, then reassess and refocus, no matter what our
chronological age. In the late 20th century, individuals
as unlike as Julia Child and Jimmy and Roslyn Carter
publicly embarked on new directions in their lifework
at a time that many would be simply “retired.”

Age, like gender or race, may have less importance
in defining one’s place in modern society than in
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previous generations. A new and positive “ageism” may
take the forefront in the 21st century, expecting and
encouraging persons to develop their strengths and
skills without respect to chronological age.

SEE ALSO: Activities of daily living, Affirmative action,
Dementia, Discrimination, Social support, United States Civil
Rights Act of 1964, Youth
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TERESA TROGDON ANDERSON

Agoraphobia Agoraphobia is a psychiatric
illness in which individuals are anxious about being in
situations where escape may be difficult or embarrassing.
Nervousness may also occur if someone is not available
to help in case a panic attack or panic-like symptoms
occur. Due to these apprehensions, individuals with ago-
raphobia begin to avoid situations, or experience intense
anxiety or fear having a panic attack or panic-like symp-
tom attack while in them, or require a companion to
accompany them. Individuals with agoraphobia typically
avoid being alone either at home or otherwise. Other
typical situations that are avoided are places that are dif-
ficult to leave abruptly like public transportation, tunnels,
theaters, restaurants, and the like.

To understand agoraphobia, the notion of panic
must first be elucidated since it is a key component in
diagnosis. Panic attacks are episodes of intense anxiety
in which at least four of the following thirteen symp-
toms peak very quickly: increased heart rate, sweating,
shakiness, shortness of breath, choking feelings, chest

pain, abdominal distress, dizziness, feelings of unreality
or detachment from self, fear of losing control or dying,
tingling, chills, or hot flushes.

Panic-like symptoms are fewer in number than is
required for a full-fledged panic attack, but can also
include other incapacitating symptoms (e.g., severe
headache). Panic attacks or panic-like symptoms can be
either unexpected or situationally predisposed. The
former occur unpredictably whereas the latter can be in
response to some stimulus, but at other times attacks do
not occur with that stimulus at all (e.g., an attack may
occur after entering a mall but at other times this may
not happen).

A diagnosis of panic disorder with agoraphobia
is given when agoraphobia occurs along with unex-
pected full-fledged panic attacks with a month of con-
cern about one of the following: fears of another attack,
or the implications of the attack, or a marked change
in behavior associated with the attacks. On the other
hand, a diagnosis of agoraphobia without history of
panic disorder is made when agoraphobia symptoms
are related to fears of developing the panic-like symp-
toms without a history of full-fledged panic attacks.

There is considerable controversy about the inci-
dence of agoraphobia without a history of panic attack.
The unitary model postulates that panic and agoraphobia
are variations of the same underlying disorder whereas
the dualistic model postulates that they are discrete dis-
orders. Although an epidemiologic study reported a 68%
rate of agoraphobia without panic attacks or disorder, it
is rarely seen in clinical settings. Another study found
that agoraphobia without panic occurred in 7.8% of
study participants as opposed to agoraphobia with panic
in 0.8% of a young sample (ages 14–24). Others report
that the occurrence of agoraphobia without panic disor-
der is rare as most individuals (95%) have past or present
panic disorder. Differences in the results obtained are
blamed on flawed study methodology.

Agoraphobia generally develops between the ages
of 18 and 35. The exact cause is unknown; however, it
is thought to be a combination of biology, gender, and
environment. Panic disorder with agoraphobia is three
times as likely to occur in women than men. Community
samples of individuals with panic disorder indicate that
from one half to one third also have agoraphobia. It is
estimated that clinical samples (individuals being treated
for psychiatric disorders) have even higher rates of ago-
raphobia. Agoraphobia usually occurs within the first
year of frequent panic attacks and can continue even
though panic attacks may remit. Most individuals with
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limited symptom attacks have experienced full-fledged
panic attacks at some point. Panic attacks, as opposed
to limited symptom attacks, are associated with greater
impairment. In some cases a decrease in agoraphobia
follows a decrease in panic symptoms. Cases of agora-
phobia without a history of panic seem to have a more
difficult course and outcome. Individuals who experi-
ence more severe agoraphobia tend to experience other
anxiety disorders as well. The course of agoraphobia
varies. Some individuals experience a waxing and
waning course, while others will have periods of brief
improvement or remission.

Treatment of agoraphobia targets the panic symp-
toms with antipanic medications such as tricyclics, ben-
zodiazepines, serotonin reuptake inhibitors, and
monoamine oxidase inhibitors. Psychotherapy using
cognitive-behavioral therapy (CBT) focuses on chang-
ing the dysfunctional beliefs and behaviors associated
with the interpretation of panic symptoms and the ago-
raphobic avoidance. Exposure-based therapies seem
to be most effective for agoraphobic avoidance. A 70%
improvement in agoraphobia symptoms has been doc-
umented when the treatment used was in vivo expo-
sure. Depending on the assessment of symptoms and
their severity, either medication or psychotherapy is
used, or a combination of both.

SEE ALSO: Anxiety disorders, Depression, Panic attack,
Phobia, Posttraumatic stress disorder
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VIRGINIA E. AYRES

Agricultural Work Approximately 22,200
women in the United States are employed in agriculture
as farm owners, managers, workers, and in other
related occupations. Although women employed in
agriculture represent a small portion of the total agri-
cultural workforce—less than 15%—this number under-
estimates the contribution of women to agricultural
productivity. Women contribute untold hours of unpaid
work on farms.

As informal and formal workers on farms, women
are exposed to a multitude of biological, chemical, phys-
ical, and mechanical hazards. Occupational diseases in
women working on farms will go undiagnosed if a physi-
cian assumes she does not work or if a physician is unfa-
miliar with occupational diseases. Hazards encountered
on farms include heavy equipment; enclosed spaces such
as silos, grain bins, and manure storage structures; toxic
and irritant gases and dusts including carbon dioxide,
nitrogen dioxide, anhydrous ammonia, pesticides, endo-
toxins, fungi, and molds; weather extremes; and animals.
Respiratory diseases, traumatic injuries, musculoskeletal
disorders, noise-induced hearing loss, skin disorders,
chemical poisoning, infectious diseases, cancer, infertility,
low birthweight, birth defects, and Parkinson’s disease
are associated with hazards encountered in agriculture.

Due to the fact that women are often employed off
the farm, their contribution to farm work may put them
at higher risk of injuries due to fatigue. In addition,
since the work changes seasonally and is often done
under time pressure, women are likely to be at a high
risk of injury comparable to new workers in other occu-
pational settings. Inexperience and lack of familiarity
with equipment often leads to work-related injuries.
Equipment designed for an average male may increase
ergonomic strain for women and result in increased risk
of musculoskeletal injuries.

Women who have been exposed to agricultural
chemicals have been found to have excesses of non-
Hodgkin’s lymphoma, leukemia, multiple myeloma, soft
tissue sarcoma, and cancers of the breast, ovary, lung,
bladder, cervix, and sinonasal cavities. Exposure assess-
ments to toxic substances have largely been derived
from male animal models. Genetic and other biological
differences may contribute to differing susceptibility to
agricultural chemicals between men and women.
Susceptibility may be increased or it may be reduced
due to gender. Therefore, patterns of cancer among
women exposed to agricultural chemicals may well
differ from patterns observed among men.
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Emotional and psychological gender differences
related to the isolation of rural farm life have not been
assessed. Mental health in rural areas has been a
neglected issue in medical care service access. The
absence of services may have a detrimental effect on
the health and well-being of farm women.

Women who are migrant farm workers are
exposed to the same hazards as men who are migrant
workers. However, they are likely to experience greater
ergonomic problems than their male counterparts. In
addition, migrant women who work during their preg-
nancy are likely to experience problems due to bend-
ing and lifting. Exposure to pesticides in the fields has
been a persistent problem for all migrant workers and
should also be of concern for the children exposed in
utero. Women who migrate from other countries may
also experience high levels of exposure to farm chemi-
cals that are no longer in use in the United States,
increasing their risk of medical problems. Cultural dif-
ferences, differences in perception of risk, differences
in prevention strategies, and language barriers create
unique problems for addressing the medical problems
of migrant women.

Women who work on the farm are often excluded
from consideration of agricultural safety and health
programs. Role definition as homemakers or employed
workers in settings other than agriculture may influence
women’s perception of risk, involvement in safety
programs, and identification of diseases related to
agricultural exposures.

In general, safety measures to reduce problems
among women working in agriculture are the same
as those proposed for men. However, women
who work infrequently with equipment may need to be
retrained when they have been away from it for a
while. Women need to be aware that they are exposed
to dusts and chemicals that should be mentioned to
their physicians when they are having health problems.

SEE ALSO: Cancer, Immigrant health, Rural health, Women in
the Workforce (pp. 37–40)
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LORANN STALLONES

AIDS see Acquired Immunodeficiency
Syndrome

Alcohol Use Although patterns of drinking and
behavior when inebriated vary cross-culturally, alcohol
consumption affects men and women differently in
all cultures for biological as well as social reasons.
Women’s bodies metabolize alcohol differently from
men’s because of their generally smaller body size,
greater fat-to-muscle ratio, and fluctuating hormonal lev-
els. Although the capacity to drink alcohol without
showing strong effects of inebriation varies individually
and can be modified by experience, in general, women
get drunker faster on less alcohol than men. In addition,
negative effects of chronic overconsumption of alcohol
such as liver disease, anemia, peptic ulcers, high blood
pressure, and hepatitis develop more quickly in women.
Not only has breast cancer been linked to alcohol con-
sumption in women, but also the well-cited protective
factors of moderate consumption against heart disease
only apply to women after menopause, and then only if
women consume half the quantities permitted in men.
Women have been found to suffer psychological harm
from alcohol addiction more strongly than men, and
addiction among women in most societies is so heavily
stigmatized that female problem drinkers are at higher
risk than men for depression, low self-esteem, and suici-
dal impulses. However, because most research on prob-
lem drinking has focused on men, health providers know
less about female addiction and how best to treat it.

Alcohol use during early pregnancy can cause
birth defects. Even a single instance of consuming
5–7 drinks in the first trimester can lead to fetal alcohol
syndrome, which causes characteristic facial deformi-
ties, developmental disabilities, and seizure disorders.
Heavy drinking can also trigger miscarriages. The
effects of alcohol consumption in the second and
third trimesters are poorly understood, but preliminary
evidence suggests a link between moderate drinking
(4 drinks or less per session) in later pregnancy and
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dyslexia, learning disabilities, and other forms of brain
damage. Rates of fetal damage may vary by ethnic
group, possibly because of differences in drinking
behavior and access to prenatal care. Concern over the
effect of maternal drinking on fetal health has led to
attempts to impose sometimes oppressive restrictions
on drinking by women of reproductive age.

Heavy drinking has social as well as biological costs
for women. Socially it makes women vulnerable to vio-
lence and sexual abuse. Although the exact nature of
the link between alcohol use and violence, especially
sexual violence, remains an object of debate, research-
ers have discovered some patterns. A double standard of
women’s drinking can lead men to see inebriated
women as legitimate targets for sexual aggression.
Alcohol outlets such as bars vary in terms of the
respectability of women who enter. In outlets at the
lower end of the scale, men may regard any woman who
enters as, by definition, sexually available, putting them
at risk for harassment or rape.

Drinking impairs decision-making, makes people
clumsy, and can lead to unconsciousness. This
decreases women’s awareness of possible impending
danger, and lowers their ability to respond to a haz-
ardous situation. Because alcohol use can also increase
a person’s risk of perpetuating a violent act (whether
male or female), as well as intensify the degree of vio-
lence, women can be at risk of violence not only
because of their own drunkenness but also because of
that of their male partners. Even at moderate levels,
alcohol encourages aggressiveness; at higher levels it
can inhibit cognitive capacity. Drinking heavily forms
part of male status-building in groups: men often
encourage one another in capacity competitions. The
combination of male status-building through heavy
drink and impairment of reasoning capacity in both
men and women can lead to violent escalation of sex-
ual conflicts. Even moderate drinking can impair
women’s ability to negotiate sexual behavior, increasing
their risk for pregnancy and sexually transmitted
diseases as well.

Culturally based excusing of inebriate behavior
means that drunkenness can absolve personal responsi-
bility in what anthropologists call a “time-out” phase, in
which inebriates are not held to the same standards of
behavior as sober people. For example, a rapist who
demonstrates inebriation at the time of the assault may
face a lesser legal penalty. Ironically, double standards
often mean that juries see inebriated female rape
victims as having invited assault, or confusing the rapist

as to her intent, lessening his attributed guilt. Alcohol
use also increases risk of conjugal violence. Women
with a drinking problem are more likely to be slapped,
beaten, kicked, hit, or have their lives threatened by
their husbands. Conflicts related to finances, jealousy,
and gender role transgressions can be heightened
through regular alcohol abuse by both partners. Alcohol
addiction can increase risk for codependency and eco-
nomic dependence on men, constraining women from
leaving abusive relationships, creating a vicious circle
that is difficult to escape.

Concern over alcohol’s effects on women’s sexual
continence and the health of their children has led to
restrictive laws against female drinking and even
against women entering bars. Feminist-led changes in
sexual mores and the entrance of large numbers of
middle-class women into the workplace have opened
more opportunities to drink for women desiring social
connotations surrounding drinking, such as glamour,
independence, free choice, and masculine privilege, as
women increasingly try to fit into a male-dominated
world, to compete with men on equal footing in all
levels, and see the double standard which governs
drinking as oppressive. While employed men gener-
ally drink more heavily than employed women, women’s
drinking rates increase with some types of employment.
Women are generally more likely to drink if they earn
enough to buy alcohol, have completed higher educa-
tion, live in an urban area, and have professional
employment, but researchers cannot make any strong
connection between employment in itself and drinking
problems among women. Greater access to alcohol and
greater social freedom to drink among women can be
seen as positive; increased moderate drinking among
employed women does not necessarily imply a greater
rate of problem drinking.

Since the 20th century, U.S. feminists have seen
women’s drinking in terms of greater freedom.
Historically, though, in the United States, Mexico, and
Great Britain, women led the 19th century temperance
movement against drinking by both men and women.
In the contemporary world, female-led antidrinking
movements have arisen in many developing countries
in which women agitate politically against male drink-
ing and also take steps to smash breweries and boycott
alcohol products. In the United States and Great
Britain, women have led political movements to crimi-
nalize driving under the influence, citing maternal
grief at the loss of children to drunk driving crashes.
Ironically, both women who seek to expand female
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access to alcohol, and women who seek to restrict alco-
hol use by both sexes see their efforts as improving
women’s lives.

SEE ALSO: Addiction, Pregnancy, Rape, Violence
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YASMINA KATSULIS

Alpha-Fetoprotein Screening The value
of alpha-fetoprotein (AFP) in detecting neural tube
defects was recognized over 30 years ago. AFP is a gly-
coprotein synthesized by the fetal yolk sac, gastroin-
testinal tract, and liver. When the fetal integument is not
intact, markedly elevated levels of AFP occur in the
amniotic fluid and maternal serum. Hence, elevated
AFP levels are associated with neural tube defects, such
as anencephaly and spina bifida, and abdominal wall
defects. Other causes of high AFP levels include renal
anomalies, decreased maternal weight, and multiple
gestation. Conversely, low AFP levels are associated
with chromosomal trisomy, fetal demise, and increased
maternal weight. Inaccurate estimation of gestational
age is the most common reason for an abnormal
AFP value.

AFP screening is recommended for all pregnant
women in order to help detect those among the general
population who may require further diagnostic evalua-
tion. In most regions of the United States, AFP is com-
bined with two additional analytes produced by the

placenta, human chorionic gonadotropin (hCG) and
unconjugated estriol (uE3). These markers, commonly
referred to as the triple screen, can be done from 15 to
22 weeks gestation, but are most accurate between 16
and 18 weeks gestation. The triple screen is designed to
identify pregnancies complicated by neural tube
defects, trisomy 18, and trisomy 21. An increased hCG
value is the most sensitive marker for detecting trisomy
21, while low hCG levels are associated with trisomy
18. Levels of uE3 are decreased in pregnancies affected
by trisomy 21 and trisomy 18. Of the markers, only AFP
has value in screening for neural tube defects. Absolute
values of the three serum analytes are converted to
multiples of the median (MoM) and used to calculate a
woman’s age-related risk of fetal anomaly. Gestational
age, maternal race, and maternal weight are also factors
used to adjust the level of risk.

Maternal serum AFP screening can detect about
90% of anencephaly cases and 80% of all open spina
bifida cases. The three serum analytes combined detect
60–70% of trisomy 21-affected fetuses with a false
positive rate of 5%. Ongoing research aims to improve
detection rates using better combinations of maternal
serum markers. Inhibin A, free �hCG, and plasma pro-
tein A (PAPP-A) are among the serum analytes proposed
either to increase screening sensitivity or to allow detec-
tion earlier in gestation.

Appropriate diagnostic testing after positive screen
result depends on the analyte levels. For AFP, a MoM
value greater than 2.0–2.5 is considered abnormal. Next
an ultrasound examination is done to rule out inaccu-
rate estimation of gestational age as a source of error.
Because elevated AFP levels persist with neural tube
defects, a repeat maternal serum measurement is some-
times obtained. If the AFP remains elevated and gesta-
tional age is confirmed, the patient should be referred
for a high-resolution ultrasound. When performed by
an expert, ultrasound can detect nearly all cases of
anencephaly and spina bifida. Amniocentesis may also
be utilized to assess karyotype, amniotic fluid AFP, and
acetylcholinesterase.

Trisomy 21 screening uses a series of age-specific
risk cutoff levels for each triple screen analyte. Many
labs select a risk cutoff of 1 in 270, the risk of a 35-year-
old woman for carrying a fetus with trisomy 21.
Amniocentesis and detailed ultrasound are offered to
women whose triple screen values place them in an 
at-risk group.

Although triple screening is noninvasive and
does not physically harm the mother or fetus, receiving
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abnormal results can cause great emotional stress.
Awareness of congenital anomalies in the fetus leads to
ethically complex decisions like whether to terminate
the pregnancy or not. Before prenatal serum marker
screening is done, women should understand how the
test may affect them. Counseling should include expla-
nations of the accuracy of the test, the conditions
detectable by screening, and the follow-up diagnostic
testing recommended for a high-risk screen.

SEE ALSO: Neural tube defects, Pregnancy, Prenatal care
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Alternative Medicine see Complementary
and Alternative Health Practices; see also spe-
cific treatment, for example, Acupuncture

Alternative Treatment see Complementary
and Alternative Health Practices; see also spe-
cific treatment, for example, Acupuncture

Alzheimer’s Disease The syndrome of demen-
tia is an irreversible decline in cognitive abilities that
causes significant dysfunction. Like most syndromes,
dementia can be caused by a number of diseases. In the
19th century, for example, a main cause of dementia was
syphilis. Currently, as a result of dramatic increases in
average human life expectancy, dementia is caused pri-
marily by a number of neurological diseases associated

with old age. Dementia is distinguished from “pseudo-
dementia” because the latter is reversible—for example,
depression, extreme stress, and infection can cause
dementia, but with treatment, a return to a former cog-
nitive state is likely. Dementia is also distinguished from
“normal age-related memory loss,” which affects most
people by about age 70 in the form of some slowing of
cognitive skills and a deterioration in various aspects of
memory. But “senior moments” of forgetfulness do not
constitute dementia, which is a precipitous and disease-
related decline resulting in remarkable disability. Since
1997, a degree of cognitive impairment that is greater
than normal age-related decline but not yet diagnosable
as dementia has been labeled “mild cognitive impair-
ment,” or MCI, with about a third of those in this cate-
gory “converting” to dementia each year. These cognitive
conditions from normal age-related forgetfulness to
dementia form a continuum. Specialized clinics that were
once called Alzheimer’s Centers are increasingly chang-
ing their name to Memory Disorders Centers in order to
begin to treat patients at various points along the contin-
uum prior to the onset of dementia.

Although dementia can have many causes, the
primary cause of dementia in our aging societies is
Alzheimer’s disease (AD). Approximately 60% of
dementia in the American elderly and worldwide in
industrialized nations is secondary to AD. About two
thirds of those with AD are women. This is because
women in industrialized countries tend to outlive men,
and age is the most significant risk factor for AD. It is also
the case that women’s brains may be adversely affected
by diminished estrogen levels. One epidemiological
study in the United States estimated that 47% of persons
85 years and older (the “old-old”) had probable AD,
although this is considered somewhat inflated.
Epidemiologists differ in their estimates of late-life AD
prevalence, but most studies agree roughly on the fol-
lowing: about 1–2% of older adults at age 60 have prob-
able AD, and this percentage doubles every 5 years so
that 3% are affected at age 65, 6% at age 70, 12% at age
75, and 24% by age 80. While some argue that those who
live into their 90s without being affected by AD will usu-
ally never be affected by it, this is still speculative.
According to a Swiss study, 10% of nondemented per-
sons between the ages of 85 and 88 become demented
each year. There are very few people in their late 40s
and early 50s who are diagnosed with AD. Without
delaying or preventive interventions, the number of
people with AD, in the United States alone, will increase
to 14.3 million by 2050. These numbers represent a new
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problem of major proportions and immense financial
consequences for medicine, families, and society.

AD family caregivers are predominantly women
across the world. In many countries, like Japan, it is
even assumed that the daughter-in-law married to the
oldest son will take on caregiving duties for her mother-
or father-in-law. In other societies, the youngest daugh-
ter in a family has often had to sacrifice marriage and
other plans to stay home and care for aging parents.
About 80% of family caregivers in the United States are
women.

Men tend to focus on indirect forms of care, such
as managing finances and other needs that do not
involve direct caring. This is especially significant for
women’s health because AD caregivers are typically
under stress, and studies show high susceptibility to
stress-induced caregiver illnesses such as depression.
Financially, women who care for their husbands will be
impacted by Medicaid “spend down” policies, which
require an expenditure of the couple’s assets before
qualification for assisted living or nursing home benefits.
This contributes to the feminization of poverty.

Filial duties between an adult child and a parent
raise complex ethical questions. That women are
assumed to have these duties in the sense of demanding
everyday care, and must therefore bear the brunt of
caregiver stress, suggests that men must learn to accept
a more engaged caregiving role.

Women have especially high stakes in many aspects
of AD care and policy. They are deeply impacted by
policies that preclude federal support of respite care for
family caregivers. Women will be especially affected by
successful research into treatments for AD, as well as in
the ethical policies surrounding treatment decisions and
end of life. Because there are more women than men in
nursing homes, they are impacted more significantly by
nursing home policies. Women do most of the direct
caring, and they are at greater risk of AD. Thus, this is a
disease with clear feminist implications.

SEE ALSO: Activities of daily living, Assisted living, Disability,
Medicaid, Medicare, Nursing home, Quality of life
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Amenorrhea see Menstrual Cycle Disorders

Americans with Disabilities Act Signed in
July 1990, the Americans with Disabilities Act (ADA)
provides the disabled with protections similar to those
already covering discrimination on the basis of sex,
national origin, race, religion, and veteran status. An
individual is protected under the ADA if his/her ability
to perform one or more major life activities (such as
hearing, sight, self-care, walking, breathing, speaking,
or learning) is hampered by a physical or mental
condition, if they have a record of having such a
condition, is thought of as such, or associates with such
a person. The law is designed to open up employment
opportunities, government services, public accommo-
dations, transportation services, and telecommunica-
tions to the disabled on an equal-opportunity basis.
Unfortunately, successive Supreme Court rulings have
steadily weakened the ADA.

The ADA prohibits discrimination against qualified
disabled people in all employment-related activities,
including: hiring, promotion, training, and compensa-
tion. Except in cases where a person’s disability poses
a direct threat to their own and/or others’ health and
safety in the performance of the job, disability cannot
be used as a basis for discrimination. Except where it
would be infeasible, or impose a significant expense or
effort (an “undue hardship”) on the part of the
employer, organizations employing 15 or more must
provide reasonable accommodations to disabled
employees and job applicants as they request or

87

Americans with Disabilities Act



indicate. Such reasonable accommodations can include,
for example, accessibility modifications to existing facil-
ities, changing work schedules, providing adaptive or
modified equipment (such as speech-recognition com-
puter software for someone with cerebral palsy), or
adjusting training.

In covering the provision of government services,
the ADA obligates states and localities to ensure that the
disabled enjoy equal access to government employ-
ment, programs, and services. Besides being subject to
similar employment and access rules to those governing
private employers, state and local entities also must
remove discriminatory barriers to the disabled for par-
ticipation in and eligibility for programs, activities, and
services. Additionally, these organizations must provide
for “public accessibility,” that is, they need to ensure
that the disabled can access all of their programs, activ-
ities, and services, by providing them in accessible loca-
tions, whether in their own facilities, or at an offsite
location.

Some of the most visible changes brought by the
ADA stem from the law’s “public accommodations”
provisions, which apply to a private company or other
organization which owns or operates a facility open for
public access, such as a theater, restaurant, shopping
mall, park, museum, or any other of a wide range of
facilities. These provisions, which include both major
renovations of existing buildings and new construction,
are intended to ensure the accessibility of new and
newly renovated public facilities. Such places include
a variety of access-minded features, providing, for
example, parking lots with curb cuts and a number of
designated accessible spaces, elevators, barrier-free
design and layout, accessible bathrooms, tables of
wheelchair-appropriate clearance and height, and suffi-
ciently wide doorways. Under the ADA, reasonable
accommodations for such public establishments go
beyond just physical access; they can include, for exam-
ple, reading a price tag to a blind customer, retrieving a
book from an unreachable shelf for a wheelchair user,
and providing straws and cutting up food for a patron
with limited arm function at a restaurant.

Public and private transportation services are simi-
larly enjoined by the ADA against discriminatory behav-
ior to the disabled; they must provide an equal or at
least equally effective level of service as that provided
to the nondisabled. Airlines, taxi lines, train and bus
lines, and other transportation providers must make
reasonable accommodations, including, for example,
ensuring the accessibility of: new and refurbished buses

and depots, commuter and light rail train cars, stations,
and providing access-enabling services to physically or
mentally disabled riders.

Another major area covered by the ADA is that of
telecommunications services for those with hearing
and/or speech impairments. Telecommunications
providers (phone companies), for example, must allow
telecommunications device for the deaf (TDD) and tele-
type usage and communication with operators. In addi-
tion, in states lacking their own telecommunications
relay service (TRS) programs (TRS allows, through an
intermediary, a person using a TDD to communicate
with an unimpaired person without one), providers
must provide impaired customers with these services
continuously 24 hours a day, 7 days a week, at no extra
cost or limitation (such as call length).

SEE ALSO: Disability, Discrimination
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Anorexia Nervosa The Diagnostic and
Statistical Manual of Mental Disorders (DSM-IV ) cate-
gorizes eating disorders as anorexia nervosa (AN),
bulimia nervosa (BN), and eating disorder not other-
wise specified (ED-NOS). AN is characterized by an
intense fear of gaining weight, refusal to maintain a nor-
mal body weight, disturbed perception of one’s own
shape or size, and, if female, amenorrhea of at least
three consecutive cycles. Individuals lacking insight are
frequently brought to professional attention by a family
member after marked weight loss. AN is subcategorized
as either restrictive eating or binge-eating/purging type
with self-induced vomiting, misuse of laxatives, diuret-
ics, or enemas. Up to 50% of patients with AN develop
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bulimic symptoms, and some patients who are initially
bulimic develop anorexic symptoms. Psychiatric comor-
bidities include depressive symptoms like sadness,
social withdrawal, irritability, insomnia, or decreased
sexual interest. These may be secondary to physiologi-
cal sequelae of semistarvation and resolve only after
partial or complete weight restoration. Obsessive-
compulsive features like frequent thoughts of food,
hoarding food, picking/pulling apart small portions of
food, or collecting recipes, along with anxiety and con-
cerns of eating in public, are common. Other comorbid
conditions include substance abuse, sexual abuse, and
bipolar disorder.

Although AN frequently begins in the midteens, the
onset is in the early 20s for 5% of patients. Estimates of
male-to-female ratio range from 1:6 to 1:10. The
reported lifetime prevalence of AN among women has
ranged from 0.5% when narrowly defined to 3.7% for
more broadly defined AN. Eating disorders are more
frequent in industrialized societies, where there is an
abundance of food and being thin, especially for
females, is considered attractive. In the United States,
eating disorders are common in young Hispanic, Native
American, and African American women, but the rates
are still lower than in Caucasian women. Female athletes
involved in running, gymnastics, or ballet dancers, male
body builders and wrestlers are also at increased risk.
Biological and psychosocial factors are implicated in the
cause of anorexia, but the etiology and underlying
mechanisms of eating disorders remain unknown.
Antidepressants often benefit patients with AN and
implicate a role for serotonin and norepinephrine.
Starvation results in many biochemical changes such as
hypercortisolemia, nonsuppression of dexamethasone,
suppression of thyroid function, and amenorrhea.
Monozygotic twins, other first-degree female relatives,
and children of patients as well as low levels of nurtur-
ance and empathy are reported in families of children
presenting with eating disorders. In addition to the clin-
ical interview, rating scales such as the Eating Attitudes
Test, Eating Disorders Inventory, or Body Shape
Questionnaire can be used for assessment of eating
disorders.

Medical comorbidity and complications of AN are
related to weight loss, starvation, purging, and laxative
abuse. Generalized weakness, dehydration, electrolyte
and cardiac rhythm abnormalities, and amenorrhea
are common. AN should be differentiated from malig-
nancy, seizures, AIDS, depressive disorders, somatiza-
tion disorder, schizophrenia, and BN.

A comprehensive treatment plan includes a combi-
nation of good nutritional rehabilitation, psychotherapy,
and medications. Weight, cardiac, and metabolic status
of the individual with AN determine the acuity of the
illness and the need for hospitalization. Aims of treat-
ment are to restore the patient’s nutritional status
by establishing healthy eating patterns, treat medical
complications, correct core dysfunctional ideations
related to eating disorders, enlisting family support, and
providing for family counseling. Medications for treat-
ment of AN can be initiated before or after weight gain.
Medications can maintain normal eating behaviors
as well as treat associated depressive or obsessive-
compulsive symptoms. Antidepressants like the serotonin-
specific reuptake inhibitors, for example, fluoxetine
(Prozac), are commonly considered. Low doses of
antipsychotics for marked agitation with psychotic
thinking and benzodiazepene anxiolytics for extreme
anticipatory anxiety are helpful. Long-term follow-up
shows recovery rates ranging from 44% to 76% with
mortality of up to 20% primarily from cardiac arrest or
suicide. Treatment guidelines are readily available with
an abridged, up-to-date version at www.guidelines.gov/
index.asp.

SEE ALSO: Body image, Bulimia nervosa, Depression, Eating
disorders, Weight control
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Anxiety Disorders The term Anxiety Disorders
refers to a category of psychiatric illnesses that are gen-
erally more chronic than substance use or affective
(mood) disorders. It is estimated that 25% of the popula-
tion have had some type of anxiety disorder in their life-
time. The fourth edition of the Diagnostic and Statistical
Manual of Mental Disorders (DSM-IV ) classifies 12 anxi-
ety disorders: panic disorder without agoraphobia, panic
disorder with agoraphobia, agoraphobia without history
of panic disorder, specific phobia, social phobia, obses-
sive-compulsive disorder, posttraumatic stress disorder
(PTSD), generalized anxiety disorder (GAD), acute stress
disorder, anxiety disorder due to a general medical
condition, substance-induced anxiety disorder, and anxi-
ety disorder not otherwise specified.

The two most common anxiety disorders are social
phobia (13% lifetime prevalence) and simple phobia
(11% lifetime prevalence). Risk factors for anxiety
disorders include lower socioeconomic status, female
gender, and living in the Northeast region of the United
States. Women are twice as likely to have any anxiety
diagnosis, except social phobia, where the women-
to-men ratio is 3:2. Adults between the ages of 25 and
34 have the highest prevalence rates. There are no
differences among races. Individuals with anxiety
disorders are highly likely to have another coexisting
mental disorder, but only a small number actually seek
treatment.

Anxiety is a universal feeling that is normal and
adaptive in the right circumstances; however, when the
level of anxiety begins to interfere with functioning or
cause considerable emotional distress, it is important to
evaluate for the presence of an anxiety disorder. In
most of the disorders outlined here, the level of anxiety
experienced causes the suffering person to seek refuge
by avoiding the source of anxiety, or by performing
some neutralizing behavior until the lifestyle is drasti-
cally hampered, or to experience intense anxiety in the
face of the source. Panic attacks are a central feature of
several of the anxiety disorders. These are episodes of
intense anxiety in which at least four of the following
thirteen symptoms peak very quickly: increased heart
rate, sweating, shakiness, short of breath, choking feel-
ings, chest pain, abdominal distress, dizziness, feelings
of unreality or detachment from self, fear of losing con-
trol or dying, tingling, chills, or hot flushes. Panic-like
symptoms are fewer in number than is required for a
full-fledged panic attack, but can also include other
incapacitating symptoms (e.g., severe headache).

Panic attacks or panic-like symptoms can be either
unexpected, situationally bound, or situationally predis-
posed. The first type occurs unpredictably whereas the
situationally bound type occurs in the presence of a
trigger. Situationally predisposed can be in response to
some stimulus but at other times attacks do not occur
with that stimulus at all (e.g., an attack may occur after
entering a mall but at other times this may not happen).

A diagnosis of panic disorder with agoraphobia is
given when agoraphobia occurs along with unexpected
full-fledged panic attacks with a month of concern about
one of the following: fears of another attack, the impli-
cations of the attack, or a marked change in behavior
associated with the attacks. Panic disorder without ago-
raphobia has the same criteria for diagnosis except that
it occurs in the absence of agoraphobia symptoms. On
the other hand, a diagnosis of agoraphobia without his-
tory of panic disorder is made when agoraphobia symp-
toms are related to fears of developing the panic-like
symptoms without a history of full-fledged panic
attacks.

Specific phobia and social phobia are similar in that
the increased anxiety is situationally bound to a specific
trigger(s). In specific phobia, this can be anything from
animals, to storms, to public transportation. When these
triggers can be easily avoided, functioning is rarely
impaired (e.g., fear of buses, but no need to travel by
bus). However, when the specific phobia is something
occurring in everyday life, the impairment can be con-
siderable (e.g., fear of tunnels when living in New York
City). In social phobia, the anxiety arousal is linked to
social interactions and feared negative evaluations
by others. Since anyone can speak to you at any time,
individuals may experience more of a general anxiety
arousal than those with other anxiety disorders.
Individuals with this disorder will adopt a range of
avoidance behaviors to manage their anxiety, at times
with significant consequences (e.g., turning down a
promotion that requires more social interaction).

Individuals with obsessive–compulsive disorder
(OCD) experience recurrent intrusive thoughts or
behaviors that are time consuming enough to impair
functioning or cause significant distress. Obsessions are
not worries about everyday problems, but instead
can be about contamination (touching a public door
handle), order (distress when objects are asymmetrical),
or aggressive imagery (hurting a child). Attempts are
made to ignore these thoughts or to neutralize them
with some repeated action (e.g., hand washing). These
repeated actions (compulsions) serve to lower the
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anxiety associated with the unwanted thoughts or
impulses. At times this may also take the form of men-
tal acts (e.g., repeating words to oneself or counting).
Compulsions can be related to the obsession (e.g.,
checking that the iron is unplugged in response to fear
that the iron was left on and may start a fire), but in
other cases, may have nothing to do with them (e.g.,
counting backwards from 100 to neutralize fear of
hitting someone while driving). Attempts to avoid
provoking situations or objects can lead to even greater
decrease in functioning.

PTSD develops after exposure to some extreme
traumatic stressor that was either experienced directly,
was witnessed, or learned about that involved either
actual or threatened death or injury or threat to physical
integrity of others or self. The person’s reaction to the
event is one of intense horror. Triggers can be anything
reminiscent of the original event including similar
sounds, smells, dreams, or internal body sensations.
Symptoms include a feeling that one is reexperiencing
the event, avoidance of any cues that are related to
the original trauma, and increased arousal (e.g., sleep
difficulties, irritability) that persist for more than a month.
Those who develop PTSD continue to experience a myr-
iad of symptoms long after a typical recovery period.
Acute stress disorder is similar to PTSD but it involves sig-
nificant dissociative symptoms (e.g., dazed, numb) and
the duration is shorter, a minimum of 2 days and a max-
imum of 4 weeks after the traumatic event occurs.

Individuals who worry excessively and are unable
to control it may be experiencing GAD. Associated
body symptoms include feeling restless, irritable, and
easily fatigued. Sore muscles and sleep disturbance may
also accompany the anxiety. The focus of worry is
usually everyday things like work, school, or family
finances but it is severe enough to cause impairment in
functioning or cause significant distress.

Anxiety disorder due to a general medical
condition and substance-induced anxiety disorder are
diagnosed when anxiety symptoms from panic, GAD,
or OCD occur in direct relation to a medical condition
in the former or, in the latter, as a response to a med-
ication or drug. A diagnosis of anxiety disorder not
otherwise specified is given when anxiety symptoms are
predominant but do not meet criteria for any of the
specific disorders listed above.

Hypotheses regarding individual differences in vul-
nerability to anxiety include genetic, cultural, and per-
sonality factors, early childhood experiences, and other
learned factors. Various interventions have been used to

target specific anxiety symptoms. More common treat-
ments include exposure-based therapies, behavioral
therapy, cognitive restructuring, and relaxation training.
Numerous medications are available to treat specific
anxiety disorders, most notably the selective serotonin
reuptake inhibitors, monoamine oxidase inhibitors, bus-
pirone, tricyclics, beta-blockers, carbamazepine, ven-
lafaxine, and benzodiazepines.

SEE ALSO: Depression, Panic attack, Phobia, Posttraumatic
stress disorder
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VIRGINIA E. AYRES

Arthritis Osteoarthritis and rheumatoid arthritis
are the two most common types of generalized arthri-
tis. Unfortunately, many think that the two terms are
interchangeable but in fact, they are two very different
diseases with different treatments. As treatments differ,
it is vital that the correct diagnosis is made.

OSTEOARTHRITIS

Osteoarthritis is the most common form of arthritis.
It is primarily a disease of the cartilage that cushions the
joints, leading to progressive thinning of that cushion.
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More than just “wear and tear” leads to osteoarthritis.
Cartilage undergoes constant recycling of removing old
cartilage and replacing it with new. With aging, the
recycling process breaks down and osteoarthritis then
begins to form.

The most common joints affected are the fingers,
base of the thumb, hip, knee, spine, and the great toe 
(a bunion). Risk factors for developing osteoarthritis
include: obesity, aging, and situations that put one at risk
at certain joints. For example, occupations that involve
repetitive knee bending, kneeling, squatting, or stair
climbing are associated with an increased frequency of
knee osteoarthritis.

The symptoms of osteoarthritis include pain, stiff-
ness, and disability. Initially, the pain is only intermit-
tent, typically associated with the use of the joint. With
time, the pain can be more constant as the disease
advances. With inactivity, the joint stiffens and can give
the sensation of locking up when trying to move it
again. Morning stiffness, after a full night of inactivity,
usually lasts about 15–30 minutes. This is in contrast to
rheumatoid arthritis where morning stiffness can last for
hours. The mainstay of treatment for osteoarthritis is
nonsteroidal anti-inflammatory drugs. Osteoarthritis is
discussed in greater detail elsewhere.

RHEUMATOID ARTHRITIS

Rheumatoid arthritis is a disease of a disordered
immune system in which inflammatory cells attack
the joints. Because of the aggressive joint inflammation,
the pain is much more severe and disabling than that
of osteoarthritis. Like most autoimmune diseases,
rheumatoid arthritis is more common in women. Other
risk factors for rheumatoid arthritis include age
greater than 50, smoking, and relatives with rheumatoid
arthritis. Because this is an immune system process,
multiple joints are involved at the same time. The most
common joints include the hands, wrists, knees, and
feet, but any joint can be involved. The disease is usu-
ally symmetrical, in that the same joint is affected on
both sides of the body. Because of the inflammation,
morning stiffness can last for hours. Some patients
develop rheumatoid nodules, which are bumps on their
elbows. This is a sign of severe progressive rheumatoid
arthritis.

Abnormal blood tests in rheumatoid arthritis patients
include an elevated erythrocyte sedimentation rate
(ESR) and C-reactive protein, which are both signs of

inflammation. A positive rheumatoid factor can be sug-
gestive of rheumatoid arthritis but it is not absolutely nec-
essary to make the diagnosis. The presence of a positive
rheumatoid factor means that a more aggressive form of
rheumatoid arthritis is present which requires more
aggressive therapy. Treatment of rheumatoid arthritis has
two goals: to control pain and to stop the joint destruc-
tion. To control pain, nonsteroidal anti-inflammatory
medications or sometimes prednisone can be used to
control the inflammation. With decreased inflammation
in the joints, the pain and stiffness will decrease. How-
ever, these medications cannot stop the abnormal
immune system from attacking the joints: other medica-
tions are needed for this.

The mainstay of rheumatoid arthritis treatment has
been methotrexate, which was originally a cancer drug.
A low dose of methotrexate given once a week has
been shown to significantly improve the symptoms of
rheumatoid arthritis in most patients. Other immune
system altering medications are used if methotrexate is
ineffective.

Recently, technology has allowed medical
researchers to create medications that specifically target
immune molecules that are known to be the cause of
the inflammatory process in the joint. One such mole-
cule is tumor necrosis factor (TNF), which is a highly
destructive molecule in rheumatoid arthritis, causing
lots of inflammatory debris in the joints. One medica-
tion that targets TNF is etanercept (Enbrel), given by
subcutaneous injection twice a week. Etanercept is a
TNF receptor that binds up the circulating TNF and pre-
vents it from affecting the joint. Imfliximab (Remicade)
is an antibody to TNF that binds it so that the TNF can-
not affect the joint. Imfliximab is given by intravenous
infusion every 4–8 weeks. Both of these medications
have revolutionized how rheumatoid arthritis is treated.
These medications, as with all immune system altering
medications, can increase the risk of infections.
All patients who use these drugs should be closely
monitored by their physicians.

We now approach rheumatoid arthritis much
like we treat cancer, by attempting to put the disease
into remission. Aggressive therapy can prevent future
joint damage and avoid disability. Of course, aggres-
sive therapy is associated with more potentially
harmful side effects. Anyone who uses these medica-
tions must consider the potential risks and benefits of
therapy.

SEE ALSO: Autoimmune disorders, Osteoarthritis

Arthritis

92



Suggested Reading

Klippel, J. H. (Ed.). (2001). Primer of rheumatic diseases (12th ed.).
Atlanta, GA: Arthritis Foundation.

Koopman, W. J. (Ed.). (1997). Arthritis and allied conditions (13th ed.).
Philadelphia: Williams & Wilkins.

MARIE KUCHYNSKI

Asian and Pacific Islander The women of
Asia and the Pacific Islands are the world’s largest
demographic group, comprising over one quarter of
humankind. They inhabit regions as diverse as cos-
mopolitan Taipei and Tokyo, snowy Himalayan peaks,
and the tropical isles of the Philippines. Over 10,000
years ago, Asians journeyed across land bridges and
the ocean to become the first inhabitants of what is
now known as the Americas. After the founding of the
United States, Asian immigration was severely limited
by more than two centuries of laws such as the 1790
Immigration and Naturalization Act that only allowed
naturalized citizenship for “white” persons, and the
Chinese Exclusion Act in effect from 1882 to 1943.
In 1965, immigration quotas favoring those of European
national origins were replaced by those favoring
skilled professionals. Whereas 19th century Asian
immigrants were mostly Chinese and Japanese male
agricultural and railroad laborers, the post-1965 Asian
immigration wave largely consisted of highly educated
Chinese and Asian Indians. With the fall of Saigon
to communist forces in 1975, Southeast Asians
sought refuge in the United States. Initially comprised
of the Vietnamese upper class fleeing political perse-
cution, later waves consisted of rural populations from
Laos, Cambodia, Vietnam, and other parts of Asia.
Although now largely abandoned, anti-Asian laws
continue to exist, such as those prohibiting Asians
from owning land in Florida and New Mexico.
However, because of civil rights legislation, these laws
are unenforced.

According to the 2000 U.S. census, over 5.6 million
Asian and Pacific Islander American women live in the
United States, totaling approximately 2% of the U.S.
population. They are remarkably diverse in terms of
ethnic origin, educational status, socioeconomic status,
and degrees of acclimatization to the Western world.
The very concept of “Asia” originates from Europe and
many who we consider “Asian” may not feel that they
share a common ethnic identity. For example, Chinese

and Japanese, who have a long history of war and
genocidal conflict, see themselves as distinct as
Germans and Jews. With the passing of the Civil Rights
Act of 1964, legal bans on interracial marriage, existent
in many states, were lifted. Today, many Asian and
Pacific Islander Americans are of mixed race, further
defying categorization.

Asian and Pacific Islander American women have
made notable achievements. During much of the 1990s,
Maxine Hong Kingston was the most widely taught
living American author. Elaine Chao currently serves as
the U.S. Secretary of Labor. Nevertheless, Asian and
Pacific Islander women often endure negative stereo-
types of submissiveness and of being accepting of
sexual exploitation, as put forth by media images
such as Suzy Wong and Miss Saigon. In 1988, play-
wright David Henry Hwang won a Tony Award for
“M. Butterfly,” a play that critiques these stereotypes.

HEALTH BELIEFS

Many Asian and Pacific Islander cultures have
highly evolved health practices. Examples include
acupuncture, Chinese herbal remedies, yoga, medita-
tion, and Ayurvedic medicine, all of which are gaining
increasing acceptance into mainstream America and
being incorporated into Western medical practices.
Whereas many Asian and Pacific Islander women are
well informed about the offerings of Western medicine,
many elderly and recent immigrants may not under-
stand Western medical concepts, or find them confus-
ing. For example, a study of Southeast Asians in Ohio
found that 94% did not know what blood pressure is.
A survey of Vietnamese women in San Francisco
revealed that 52% believed “there is little one can do to
prevent cancer.” In fact, traditional Chinese medical
texts have no concept of cancer. Beliefs such as these
can interfere with preventive mammograms and Pap
smears that screen for cancer. Chinese medical doctors,
prevalent throughout Asia, largely rely on examinations
of the pulse and the tongue, and Asian and Pacific
Islanders accustomed to seeing these physicians may
find the extensive questioning and physical examina-
tions of Western doctors intrusive. Western and Asian
cultures have many dissimilar concepts and interpreters
must therefore not only translate language, but culture
as well, a difficult task during today’s time-limited
medical visits.
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Many surveys have shown that Asian Americans
are likely to use traditional Asian remedies even when
they seek help from Western doctors. A 1992 study
found that 69% of Asian American women and 39% of
Asian American men used traditional Asian remedies.
Often, this concomitant usage remains unknown to
their Western physicians.

Many Asians believe that they are more sensitive to
drugs than Caucasians and may therefore intentionally
take lower doses of medicines than prescribed. A grow-
ing number of studies now support the validity of what
has been considered to be an “old wives’ tale.” In a 1989
study, Zhou found that Asians respond more profoundly
to propranolol, experiencing lower blood pressures
and heart rates than Caucasians. The liver enzyme
cytochrome P450-2D6, responsible for degrading
numerous psychiatric medicines, exists in at least nine
variations, with a less active form found in 33–50% of
Asians and Africans. Several studies show that Asians
experience higher plasma levels and more severe side
effects than Caucasians in response to Haldol, an
antipsychotic medication metabolized by P450-2D6.
Similarly, studies confirm that Asians have higher plasma
levels of the antidepressant desipramine (P450-2D6
metabolized) than Caucasians.

PHYSICAL HEALTH

Asian American women have the highest life
expectancy of any ethnic group in the United States, at
85.8 years. Issues of major concern with Asian and
Pacific Islander American women include: higher rates
of osteoporosis, hepatitis B infection, and tuberculosis
(TB). Lower incidences of screening for breast and
cervical cancers are also of concern.

Osteoporosis

Osteoporosis is more common among women of
Asian race than any other. Asian women tend to have
small skeletal frames along with low dietary calcium
intake, as many traditional Asian diets lack dairy
products, given the high prevalence of lactose intoler-
ance among the population. Despite a higher rate of 
osteoporosis, Asian women have a lower incidence of
hip fractures than Caucasian women, but an equal
prevalence of vertebral fractures.

Infectious Diseases

Worldwide, the vast majority of those infected with
hepatitis B are in Asia. In the United States, many Asian
immigrants have hepatitis B and women may transmit
the virus to their children during birth. A study found
that although Asian and Pacific Islander women
accounted for only 3% of births in the United States,
they accounted for 48% of births to hepatitis B carriers.
TB is the number one infectious killer in the United
States, and it is four times more common among Asian
Americans than the general population. The risk of TB
declines as time spent in the United States increases.
HIV infection is rare among Asian and Pacific Islander
Americans and accounted for less than 1% of AIDS
cases in the United States in 1999.

Breast Cancer and Cervical Cancer

Asian and Pacific Islander American women have
the lowest breast cancer death rate of any U.S. group at
13.1 per 100,000. However, an example of the hetero-
geneity of the population is that Native Hawaiians have
the highest breast cancer death rate of any U.S. ethnic
group at 37.2 per 100,000. The example of breast cancer
in Asian women is often used as evidence of environ-
mental rather than genetic causes of cancer. Breast can-
cer for Chinese and Japanese women living in Asia is
lower than for American women, but with immigration
to the United States, breast cancer rates rise. Ethnic
Chinese, Japanese, and Pilipina women born in the
United States have a breast cancer risk that is 60% higher
than their counterparts born in Asia. Preventive screen-
ing for breast cancer and cervical cancer among Asian
and Pacific Islander American women is a major public
health concern as these women tend to have low rates
of obtaining mammograms and Pap tests. Interfering
with screening may be cultural biases against genital
examinations by male physicians and beliefs that these
exams might affect virginity. Subsequently, Asian and
Pacific Islander American women tend to have more
severe cases of cervical cancer due to late diagnosis.

MENTAL HEALTH

Suicide

Whereas Western cultures view suicide as a reli-
gious sin, such a taboo does not exist in most Asian
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cultures. For traditional Chinese and Japanese, suicide
can be seen as an honorable way to save face and to
remove shame from one’s family. The Japanese lan-
guage has over 20 words for suicide, mostly describing
different means of accomplishing it. For women aged
15–24, and over age 65, Asian Americans have the
highest rates of suicide.

Stigma

Mental illness holds great stigma for many Asian
and Pacific Islanders, so that when they finally seek
psychiatric help, they are severely ill. Mental illness is
often underreported because of interdependence and
duty between family members. For example, if mental
illness in the family is revealed, relatives may become
stigmatized, unemployable, or unmarriageable.

Trauma

Posttraumatic stress disorder and the psychological
impacts of trauma are rampant within Asian and Pacific
Islander American families. Many have endured torture,
rape, starvation, and the witnessing of family members
being murdered as a result of political persecution or
difficult journeys of exile. This is especially true for
recent Southeast Asian immigrants from Vietnam and
Cambodia. Although most U.S.-born Asian Americans
have not personally suffered these traumas, parents
who have shaped their emotional and intellectual
world-view may be heavily influenced by trauma
inflicted by the Chinese Communist Revolution, the
Korean War, or the internment of Japanese Americans
in U.S. concentration camps during World War II.

Somatization

Many Asian and Pacific Islanders tend to express
emotional distress through physical symptoms such as
headaches, stomach upset, or various other symptoms
with no discernible physical cause. For example, among
a group of Cambodian American women who suffer
psychosomatic blindness, 90% had witnessed the killing
of a relative.

Alcoholism

About 80% of Asians and 10% of Caucasians
metabolize alcoholic beverages in a manner that causes

flushing and gastrointestinal upset, a reaction that can
be protective against alcoholism. Many studies confirm
ethnic differences in enzymes that metabolize alcohol.

SEE ALSO: Immigrant health, Posttraumatic stress disorder,
Suicide
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Assisted Living Individuals who need help with
one or a few of the activities of daily living (such as
meal preparation, dressing, bathing, and the like) can
often continue to reside in the most independent setting
possible if this help is provided. This is described as
assisted living.

Assisted living can be provided in the home or in
specially designed housing. Services typically provided in
assisted living facilities include three meals per day (usu-
ally served in a restaurant-style common dining room),
help with taking medications on schedule, transportation
to local stores or medical appointments, housekeeping
and laundry service, and social activities. Assistance with
eating, bathing, dressing, toileting, and walking is usually
restricted to minimal assistance with dressing and
grooming, or supervision transferring into and out of the
tub for safety. In general, residents of assisted living facil-
ities must be able to feed and toilet themselves.
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Most facilities have staff available 24 hours per day
to monitor, remind, or supervise. However, the staff
members are there to assist only and are not medical
professionals. If a resident requires close supervision,
assistance with several of the activities of daily living, or
24-hour availability of a licensed nurse, then transfer to
a nursing home is usually recommended.

Increasingly, individuals and their caregivers prefer
to not have to move when their needs change. Because
of consumer demand, some assisted living providers
have responded with increased staffing levels of
licensed nurses to help with medication administration,
continuous oxygen treatment, and even hospice care.
Assisted living apartments sometimes exist as part of a
larger facility that includes a nursing home and perhaps
transitional housing for those residents who need help
with multiple activities of daily living but do not yet
qualify for the nursing home. This arrangement is called
a continuing care retirement community. These commu-
nities allow residents to maintain continuity with famil-
iar staff members and a familiar environment, and allow
spouses to remain close even when one enters the nurs-
ing home while the other remains in assisted living.

SEE ALSO: Activities of daily living, Long-term care, Nursing
home
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Asthma Asthma is a chronic inflammatory disease
characterized by periodic obstruction of the bronchi-
oles. Two key features of asthma are reversible airflow
obstruction and bronchial hyperresponsiveness to
stimuli. Triggers of airway hyperresponsiveness include
respiratory infections, exercise, cold or dry air, atmos-
pheric pollutants, occupational irritants, or specific
environmental allergens. Other risk factors for asthma
include heredity, history of allergies, cigarette smoking,
and socioeconomic status.

The overall prevalence of asthma is increasing. In the
United States, asthma has a prevalence of approximately

6% and mortality is 1 in 10,000. In the last decade, the
death rate from asthma in the United States has increased
significantly, with the increase in women being more than
twice that observed in men (54% compared to 23%).

In addition to having a higher mortality in females,
asthma displays several other differences between
genders. The gender differences in asthma begin in
childhood in which the prevalence of asthma is higher
in boys. This has been attributed to boys having smaller
airways in proportion to lung volumes than girls,
although it has also been suggested that there is an
underdiagnosis of asthma in girls. The difference in
asthma prevalence between genders reverses sometime
during adolescence, when the asthma rate in females
actually increases. Lung growth is dysynaptic in girls
and their lungs stop growing in the late teens. The
lungs of boys, on the other hand, demonstrate isotropic
growth and their lungs continue to grow until the age
of 20. These differences may be the result of pubertal
changes in sex hormones.

In adulthood, asthma is more common in women
than in men, and it appears to have a greater impact
on quality of life in women. Recent studies have also
found that obesity is associated with the development
of asthma in women but not in men. This difference
is believed to be due to the influence of obesity on
levels of female sex hormones. Studies of patients
reporting to the emergency department for asthma
have found that although men typically have worse
lung function as measured by flow spirometry, women
are hospitalized more frequently than men and
have longer hospital stays. In a longitudinal study of
914 patients with asthma in Kaiser Permanente,
researchers found that women reported more symp-
toms, used more medication, and had greater health
care use than men. In general, women tend to experi-
ence greater discomfort than men for the same level of
airflow obstruction. Reasons for these gender differ-
ences are not entirely known but are thought to be
multifactorial, including biological, social, and psycho-
logical factors.

Two aspects of asthma unique to women are
premenstrual asthma and asthma during pregnancy.
Premenstrual asthma has been reported in up to
30–40% of women and is associated with a worsening
of asthma symptoms prior to and during menstruation.
Several mechanisms for premenstrual asthma have been
proposed, but the most widely studied is the influence
of sex hormones on asthma. Studies demonstrating
the relaxant effect of estrogen and progesterone on
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bronchial smooth muscle, as well as studies showing an
improvement in asthma symptoms after estrogen
administration, have led researchers to speculate that
the premenstrual drop in estrogen levels may be
responsible for the worsening of asthma symptoms.

Hormonal influences are also among the proposed
mechanisms for the course of asthma in pregnancy.
Asthma is a common problem during pregnancy and can
have a potentially serious impact on pregnancy out-
comes. Recent studies have found that, on average,
asthma symptoms during pregnancy worsen in a third of
women, improve in another third, and remain the same
in the remaining third. Women with severe asthma prior
to pregnancy are at greater risk for exacerbations during
pregnancy. Furthermore, while symptoms tend to
improve during the third trimester, they may worsen
postpartum. However, the majority of women return to
their prepregnancy asthma state in a few months. Proper
management of asthma is essential during pregnancy, as
poor control has been associated with increased mater-
nal morbidity and adverse perinatal outcomes. Treatment
of asthma during pregnancy is similar to treatment
in nonpregnant women and includes the use of inhaled
beta agonists, corticosteroids, theophyllines, and anti-
allergy medications.

SEE ALSO: Adolescence, Lung disease, Menstruation, Pregnancy,
Smoking

Suggested Reading

Chen, Y., Dales, R., Tang, M., & Krewski, D. (2002). Obesity may
increase the incidence of asthma in women but not in men:
Longitudinal observations from the Canadian National Population
Health Surveys. American Journal of Epidemiology, 155,
191–196.

de Marco, R., Locatelli, F., Sunyer, J., & Burney, P. (2000). Differences
in incidence of reported asthma related to age in men and
women. American Journal of Respiratory and Critical Care
Medicine, 162, 68–74.

Ensom, M. (2000). Gender-based differences and menstrual cycle-
related changes in specific diseases: Implications for pharma-
cotherapy. Pharmacotherapy, 20, 523–539.

Singh, A., Cydulka, R., Stahmer, S., Woodruff, P., & Camargo, C.
(1999). Sex differences among adults presenting to the emer-
gency department with acute asthma. Archives of Internal
Medicine, 159, 1237–1243.

Tan, K., & Thomson, N. (2000). Asthma in pregnancy. American
Journal of Medicine, 109, 727–733.

RACHEL LANGE

MARILYN GLASSBERG

Augmentation Mammoplasty see Breast
Augmentation

Autoimmune Disorders The immune system
is a highly complex system of cells and chemical reac-
tions that fights off infection and protects the body from
germs. When germs invade the body, the immune sys-
tem detects proteins on the surface of the germs and
then gears up to remove the foreign invasion. In gen-
eral the system works very well. However, at times the
immune system malfunctions and begins to see normal
body proteins as foreign. The immune system then
gears up to fight against this “foreign” protein that really
is part of normal cells. This is called autoimmunity and
causes autoimmune disease, including connective tissue
diseases and inflammatory conditions such as arthritis
and vasculitis. These are all diseases where the body
fights against itself and its normal tissues.

The true reason for the reaction against normal
body proteins is not well understood, but some auto-
immune diseases are inherited. Some people may have
the gene for an autoimmune disease but the gene must
be turned on for the disease to occur. The exact triggers
are not known and that is why some members of a fam-
ily may develop disease whereas others do not. The
most common belief is that exposure to an infection
may be the trigger but the specific infection is
unknown. Sometimes the apparent infection is not even
noticed or the autoimmune disease develops long after
the episode of infection.

Sometimes, an infection can trigger an autoimmune
response even after the infection is cleared. This may
happen if the protein of the infecting germ is almost
identical to the person’s normal cells. This is termed
molecular mimicry. Aside from this, infectious particles
can alter the immune system directly and alter the
cell’s ability to function properly or just interfere with
some of the immune system functions. Another way to
cause autoimmunity is by a change in the way cells die
in the body. Cells in the body die and are cleared
through specific pathways. If dying cells are not
removed appropriately and linger about, they may start
to seem foreign to the body. Another potential cause for
autoimmunity may be a change in the way a body
normally produces inflammation. Some cells in the
body are assigned to police the inflammatory cells and
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chemicals so they do not get out of hand. The policing
mechanism may not work and the system runs out of
control. Other theories about autoimmunity exist. It is
unlikely that there is a sole culprit, and more likely that
small alterations at various levels cause the body to
fight against itself.

Autoimmune disease can affect any body part.
Because it is a disease that can affect lots of parts of the
body at once, many organs can be affected at the start
or only a few may be affected initially and then other
symptoms occur over time. The diagnosis of an autoim-
mune disease is not easy and may require repeated
history and physical examination sessions along with
blood testing. Most of the signs and symptoms of the
various autoimmune diseases are categorized into
groupings that make up certain disease syndromes.
Criteria for each have been established but the criteria
are primarily for research purposes to ensure that
patients in a study really have the same disease. Patients
may be diagnosed with a specific disease without meet-
ing full criteria and their symptoms can and should be
treated as they arise. Autoimmune diseases must be
diagnosed with extreme care and caution because many
other diseases may mimic or appear to be autoimmune
when they are not. The danger herein lies with the treat-
ment. Since autoimmunity is a disease of almost a
“hyperactive” immune system, the treatment is aimed at
suppressing the immune system. Many of the diseases
that look like they could be autoimmune disease are
infections or cancer, and blocking the immune system in
these instances could be fatal. Infections must be ruled
out through vigorous testing before treating and diag-
nosing an autoimmune disease. Even if an autoimmune
disease is diagnosed with certainty, the patient must be
entirely free of infection before treatment begins.

Although any infection can rev up the immune
system and cause changes that look like an autoim-
mune disease, there are certain classic mimics that will
be discussed here. Subacute bacterial endocarditis,
which is a bacterial infection of the heart valves, is fre-
quently confused with rheumatoid arthritis and systemic
lupus erythematosus (SLE) because all of these cause
joint swelling, rashes, and positive laboratory tests. It is
important to note that infections themselves cause
a surge in inflammatory chemicals and cells and can
cause unreliable laboratory tests. The infectious growth
on the heart valves may become dislodged and land in
the joints, skin, and kidney, causing symptoms that we
also see with autoimmune disease. Blood cultures and
careful evaluation should always be done to rule out

bacterial endocarditis as a cause of the “autoimmune”
symptoms.

Another disease that should not be missed is tuber-
culosis (TB). TB can cause disease all over the body
including the lungs, kidneys, and skin. Syphilis and HIV
diseases are also commonly misdiagnosed as autoim-
mune diseases. It is important to realize that the above
diseases as well as others may give false-positive labo-
ratory tests that may be confused with autoimmune dis-
eases, but the diagnosis should be based primarily on
history and physical examination. In some cases biopsy
specimens are critical to confirm the diagnosis.

SLE is the classic autoimmune disease and is dis-
cussed in detail elsewhere. In SLE, the primary problem
is the production of autoantibodies to several normal
proteins found in the core of normal cells. The anti-
bodies form clumps of proteins and cause injury when
they deposit on various tissues. In SLE, first-degree
relatives of patients with SLE will have a much higher
chance of developing the disease: SLE occurs in
approximately 25–50% of identical twins versus 5% of
fraternal twins. This disease can affect virtually any
organ system. The classic symptoms are the butterfly
rash on the face, mouth sores, inflammation of the
lining of the heart and lungs, and arthritis.

Rheumatoid arthritis is also a classic autoimmune
disease and can affect organs other than joints. The
nonjoint manifestations can involve the heart, lungs,
skin, and eyes. The trigger for rheumatoid disease is not
known.

The inflammatory muscle diseases are another
group of diseases that have an autoimmune basis. These
diseases cause breakdown of muscle and weakness. The
hallmark of these diseases is muscle weakness of the
shoulder and hip areas, with or without associated mus-
cle pain. Patients have difficulty raising their arms to or
above their heads, and difficulty getting out a chair or
walking up stairs or inclines. In severe cases, the disease
may affect the neck muscles and the head may feel
heavy. Respiratory muscle weakness and breathing prob-
lems can also occur, as well as swallowing difficulties.
As implied by the name, these diseases affect mainly the
muscles, but the lungs themselves may also be affected,
causing an inflammatory lung disease and resulting in
heart failure. The skin may also display a classic rash.
In children, the rash is called a heliotrope rash and it is
a purple or violaceous discoloration of the upper and
lower eyelids. In adults, the rash may appear as shiny
plaque-like lesions over the knuckles of the hands. There
may also be joint pain without joint swelling.
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Laboratory tests in the inflammatory muscle
diseases show breakdown of muscles but also signs of
autoimmunity on special testing. Specific tests can pre-
dict lung involvement or worse prognosis. Muscle test-
ing via electrical analysis of the muscles and nerves, and
also muscle biopsy are critical since other muscle dis-
eases that are not autoimmune related can only be diag-
nosed with a biopsy. In one of these diseases, adults
with both skin and muscle disease (dermatomyositis)
have a 25% increased chance of having cancer before,
during, or after the disease develops.

Scleroderma is another interesting manifestation of
autoimmune disease. Again, the exact cause is not clear,
but cases have been noted to cluster within families that
have other autoimmune diseases. Scleroderma causes
skin tightening and hardening. Certain cells that are
responsible for scarring and scar tissue formation
appear hyperactive in this disease. The more scar tissue
they deposit, the less able the tissues are to breathe and
this loss of breathability or oxygenation causes even
more scar tissue to be deposited. Autoantibodies are
associated with scleroderma but it is not clear if they are
a cause or a result of the process.

Patients with scleroderma may develop a wide vari-
ety of symptoms, ranging from Reynaud’s phenomenon
(sensitivity and skin color changes in response to cold)
or calcium deposits, and some small amount of skin
tightening, to kidney failure, lung damage, and severe
thickening of the skin that encases the whole body. The
gastrointestinal tract and heart may also be involved.
Treatment of scleroderma is very difficult and can only
slow the disease. However, it is important to be aware of
the diagnosis and work toward treatment.

Another family of classic autoimmune diseases is a
group of diseases causing inflammation of the blood
vessels (vasculitis). Inflammation of the blood vessels in
these diseases may be due to an allergic response, or
cell changes within the vessel wall, or dying off of ves-
sels. Each of these diseases tends to involve only the
small, medium, or large arteries. Vasculitis is associated
with fever, general illness, and can involve multiple
organs. In situations where a diagnosis of vasculitis is
considered, infection must be ruled out or treated, and
the degree of organ involvement must be determined.
Examination of the skin, hands, oral or vaginal lining,
urine, stool, and complete blood work must be done to

look for any abnormality. Often a biopsy will allow the
disease to be categorized.

Small vessel vasculitis usually involves the skin,
joints, and gastrointestinal tract. An example is hypersen-
sitivity vasculitis, which is a response to something out-
side the body. Behcet’s syndrome causes eye ulcerations
and gastrointestinal problems in people of Mediterranean
or Far East background. Small vessel diseases may also
involve the brain, causing very subtle behavioral changes
or obvious neurological symptoms. Medium vessel vas-
culitis commonly involves the lungs and kidneys. Some
classic syndromes are polyarteritis nodosa, allergic gran-
ulomatosis and angiitis, Churg–Strauss vasculitis, and
Wegener’s vasculitis. The large vessel diseases include
Takayasu’s arteritis, temporal arteritis, and polyarteritis
nodosa. A good and detailed history usually reveals
classic symptoms of these disorders.

Autoimmunity does not only cause rheumatologic
disorders. Diabetes, thyroid diseases, and other endo-
crine diseases may also be autoimmune, as well as some
neurologic diseases and blood diseases. Many gastroin-
testinal illnesses are associated with abnormalities of
the immune system. More than one autoimmune disease
may be found in the same patient, or members of a
patient’s family may have different autoimmune diseases.
It is important to look for those patterns to help diagnose
some of these conditions, because diagnosis is often dif-
ficult. These diseases can get better or worse in cycles
and more symptoms can occur over time. Often, the
symptoms are treated while the entire process of disease
is unfolding. Patience, thoroughness, and keeping an
open mind will help to diagnose patients who have these
relatively rare diseases.

SEE ALSO: Arthritis, Raynaud’s phenomenon, Scleroderma,
Systemic lupus erythematosus
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Back Pain Back pain is the second most common
reason for medical office visits. About 60–90% of
people will have at least one significant episode of
low back pain during their lifetime. Low back pain is
the most common and the most expensive cause of
work-related disability in the United States. Workers’
compensation costs as well as medical expenses run as
high as $100 billion per year. At any given time, at
least 1% of the workforce is either permanently or
temporarily disabled by back pain.

There are many risk factors for low back pain
including increasing age, heavy physical work, obesity,
smoking, drug abuse, and history of headache, job
dissatisfaction, and monotonous work. Rarely, severe
scoliosis (sideways curvature of the spine) can place
a person at risk for low back pain. Minor postural
problems including mild spinal curvatures, leg length
differences, and physical fitness do seem to affect
the development of low back pain. Most important,
abnormalities on x-rays including lumbar spine films
that are commonly taken by chiropractors as well as
abnormalities seen with computerized tomography (CT)
scans and magnetic resonance imaging (MRI) scans, do
not match up with the existence of low back pain. In
fact, abnormalities on spine films are found in the
majority of adults, most of whom have no back pain at
the time.

There are many causes for low back pain, and the
more serious causes need to be excluded by an accu-
rate history and physical examination. However, in
acute low back pain, a definite source of pain cannot
be found in about 85% of people.

Low back pain that does not send pain into a leg
is rarely if ever caused by a ruptured disk in the low
back. Usually, this kind of low back pain is related to
muscle strain, spasm, or trigger points. Trigger points
are areas in the muscle that are tender, feel like a taut
band, and reproduce a patient’s pain when pressed on.
A lot of pressure on these trigger points can sometimes
cause shooting pain, which may mimic a herniated
disk. Another cause for acute low back pain is inflam-
mation in the sacroiliac joint, where the base of the
spine rests on the pelvis. This can cause pain that
increases with walking, sitting, or standing, and
improves with position change. Other symptoms
include pain that travels to the groin, and pain that trav-
els down the back of the leg or the side of the thigh.
This can also mimic a herniated disk in the spine.
However, pain from a trigger point or the sacroiliac
joint usually stops near the knee, while the pain of a
herniated disk more often travels all the way to the foot.

There are many causes of low back pain, including
abnormalities of the spinal column, the joints between
vertebrae, the disks between the vertebrae, and the lig-
aments and muscles that support the lower back. All of
these problems can cause low back pain with or with-
out pain going into a leg. In addition, acute and chronic
low back pain may be caused by infections, either
infection elsewhere in the body or localized to the
spine and its surrounding structures. Other causes
include autoimmune and inflammatory diseases such as
ankylosing spondylitis, psoriatic arthritis, and reactive
arthritis. Endocrine abnormalities and certain toxins can
produce low back pain. Cancers beginning in the spine
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or metastasizing from other parts of the body, especially
from the lung, bone, kidney, prostate, or thyroid gland,
are also important causes of acute low back pain. Blood
vessel problems such as strokes in the spinal cord and
abdominal aortic aneurysms can produce pain localized
to a particular region of the lumbar spine.

If the history and physical examination raise the
suspicion of a serious cause for the pain, then more
testing needs to be done. However, it is important to
remember that even when abnormalities are seen on
imaging studies such as CT scans and MRI scans, the
abnormality often has nothing to do with the pain.
Eight-five percent of patients with acute low back pain
and approximately 65% of patients with chronic low
back pain cannot be given a specific diagnosis.

The treatment of low back pain is usually nonsur-
gical. Ninety percent of patients with an initial acute
episode of low back pain will recover with simple treat-
ments. In large studies, elaborate treatments for acute,
nonspecific, nonradiating low back pain have not been
proven to be particularly effective. Bed rest in particu-
lar should be avoided after 1–2 days. During the first
week or so of low back pain, physical therapy should
be avoided, but after about 7–10 days gradual stretch-
ing and strengthening exercises of the spine and
abdomen can help relieve the pain. Careful use of nar-
cotic pain relievers and muscle relaxants can be helpful
in severe, acute pain. However, over the long term,
nonsteroidal anti-inflammatory drugs such as ibuprofen,
naproxen, and similar prescription drugs are more
effective. Surgery should only be considered if there is
progressive weakness, bowel or bladder incontinence,
or a significant structural deformity.

Back braces, except in rare instances, are not help-
ful, especially in someone who has chronic low back
pain, since braces can lead to weakening of the mus-
cles. Heat and cold can provide comfort. Epidural
steroid injections have not been proven to be an effec-
tive therapy for back pain or radiating symptoms,
according to researchers who reviewed lots of studies
of back pain. In fact, some of the additives in steroid
preparations, when injected in and around the spinal
canal, can be toxic to the nerves. This can cause
increased pain due to scarring and infection. Other
treatments, such as spinal manipulations, acupuncture,
and transcutaneous electrical nerve stimulation, are not
very useful in acute back pain but may be helpful in
chronic back pain.

Chronic low back pain should be treated with an
aggressive regular exercise program and nonsteroidal

anti-inflammatory drugs. A variety of other medications
that are used for all kinds of chronic pain are also help-
ful in chronic low back pain. These medications include
antidepressant medications and antiseizure and antispas-
ticity drugs. Special programs that teach about pain and
stress management and include physical reconditioning
and an ergonomic evaluation can also be extremely help-
ful for people with chronic low back pain.

SEE ALSO: Arthritis, Autoimmune disorders, Chronic pain,
Exercise, Physical examination
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Behavior Therapy see Cognitive-Behavioral
Therapy, Psychotherapy

Bereavement The death of a loved one,
especially a child, spouse, or someone of similar
closeness, is one of the most significant and traumatic
events a person is likely to experience. Despite this, the
majority of people handle the loss with minimum
morbidity. For a small minority, the loss may lead to
increased doctor visits for new or worsening medical
conditions, increased use of substances (such as alcohol,
benzodiazepines, and hypnotics), the development of
chronic depression or a posttraumatic stress disorder
(PTSD)-like syndrome termed “complicated grief,” and
even increased mortality. In order to understand the
more pathologic outcomes, one must be familiar with
the more expected reaction in the immediate post-
bereavement period and in the year following.
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Before proceeding with the normal reaction, it is
necessary to clarify terms. Bereavement is the reaction to
a loss by death. Grief is the emotional and/or psycholog-
ical reaction to any loss, but not limited to death.
Mourning is the social expression of bereavement or
grief, sometimes defined by culture, custom, and religion.
Complicated or traumatic grief is the disordered psyche
and behavioral state present beyond 6 months following
a loss; the term implies unresolved loss and impaired per-
formance. With these definitions in mind, we will discuss
bereavement and complicated or traumatic grief.

Most studies of the recently bereaved have delin-
eated three stages. The first stage is termed numbness,
since this is the term that the recently widowed used to
describe themselves. It lasts from a few hours to a few
days, perhaps a few weeks. Things that need to be
done get done, but most of what is said and done is
poorly remembered. Anxiety symptoms may appear.
The second stage is depression. While symptoms of irri-
tability and restlessness are prominent, all depressive
symptoms are common. Many people are on their way
to recovery by 6 months, although others continue to
have symptoms through the first year and even into the
second year. The survivor’s mood is almost always
disturbed on holidays, anniversaries, the birthday of the
deceased, the anniversary of the death, and other per-
sonal or meaningful events and may partially be the
cause of the much-discussed “Christmas depression.”

In the recently bereaved, prominent symptoms of
the second stage are crying, sleep disturbance, sadness,
depression, loneliness, restlessness, poor appetite, feel-
ing tired, poor memory, loss of interest in some things
(but not necessarily neighbors and friends), difficulty
concentrating, and weight loss. The weight loss can
be profound. The sleep disturbance often remains
entrenched, whereas the weight loss usually ends after
the second month. From the third month on there is
more likely to be weight gain. By one year, the most
prominent symptoms are sleep disturbance and loneli-
ness. The third stage, recovery, is acceptance of the
death and a return to some level of functioning that was
established before the death.

Since depressive symptoms are common, the ques-
tion is how many of the recently bereaved experience the
full depressive syndrome that we know as major depres-
sive disorder. In studies of widowed persons, about 50%
meet criteria for major depression at some time during the
first year. About 10% of the recently widowed experience
a chronic depression. There are very few predictors of
this chronic depression. Those that have been verified

across several studies include poor physical health prior
to the loss, poor mental health prior to the loss (particu-
larly a previous depressive episode or prior substance
abuse), and depression at 1–2 months postloss. An
unknown percentage of those with chronic depression
develop complicated grief. These people experience pre-
occupation with the deceased, crying, searching, and
yearning for the deceased, feeling stunned, disbelief,
nonacceptance, anger, distress, detachment, avoidance,
some replication of symptoms that the deceased experi-
enced, loneliness, bitterness, and guilt. This syndrome
demands an intervention.

There is still a good deal of controversy over the
physical morbidity and mortality of bereavement. The
bereaved do not have more physical symptoms than
matched controls; and there is no increase in hospital-
ization, either psychiatric or general, after a loss. The
most important outcome in the immediate bereavement
period is that those who use substances, use more; those
who drink, drink more; those who smoke, smoke more.
This may explain some of the morbidity and mortality
associated with bereavement. There have been numer-
ous studies on mortality following the death of someone
close. Men under the age of 75 (the “young-old”) have
an increased mortality in the first 6 months after a loss.
Women do not clearly have this increased mortality.

The vast majority of people who experience a loss
will recover gradually without any interventions. Those
who become chronically depressed or develop compli-
cated grief need psychiatric intervention. Although the
treatment could be simple, such as education and self-
help groups, a more logical treatment is psychotherapy
(such as interpersonal therapy, IPT) or pharmacotherapy
(such as antidepressant therapy). It is unclear how best
to treat complicated bereavement. For postbereavement
depression, open-label studies of antidepressants have
demonstrated remission rates at or above 50% in the first
2–3 months of treatment; low relapse rates occurred
following medication discontinuation. The field awaits a
definitive study involving placebo controls.

SEE ALSO: Depression, Mood disorders, Posttraumatic stress
disorder
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Binge Eating Disorder Binge eating disorder
(BED) is characterized by recurrent episodes of binge
eating in the absence of inappropriate compensatory
behaviors such as vomiting or excessive use of diuretics
and laxatives. Currently, it falls under the category of
Eating Disorder Not Otherwise Specified in the
Diagnostic and Statistical Manual of Mental Disorders,
fourth edition (DSM-IV ). An individual with BED lacks
control over his or her eating, rapidly consuming large
quantities of food over an extremely short period of
time. Commonly, they eat when not hungry and will
continue to eat until they are uncomfortably full. They
may eat alone out of embarrassment and disgust,
experiencing depression and guilt over their eating
patterns. The frequency of binge eating is at least twice
a week, for 6 months or more.

BED affects 2% of the general population or 30%
of obese patients in medical treatment. All eating disor-
ders affect females more than males and perhaps 60%
of BED patients are females. All socioeconomic classes
and ethnic groups are affected. BED is distinct from
anorexia nervosa (AN) and bulimia nervosa (BN) and
rarely do patients with BED develop AN or BN. BED
patients do not fixate on body shape or weight, are
often overweight, and do not generally use vomiting,
diuretics, or laxatives to control weight. Most patients
with BED have physical complications of obesity such as
hypertension, non-insulin-dependent diabetes mellitus,
and menstrual disturbances. Patients with obesity and
BED often become trapped in a cycle of desperately
attempting to diet followed by losing control, binge eating,
and gaining more weight.

Adopting a treatment approach with long-term
focus on improved physical and psychological
health could lead to behavioral changes and improved
self-acceptance. The goals of treatment include cessa-
tion of binge eating, improved physical health mediated

in part by weight loss, and reduction in psychological
distress. Behavioral weight control, cognitive behavioral
therapy, and interpersonal therapy are all advanta-
geous. Behavioral weight control techniques include
positive reinforcement of healthy eating, stimulus con-
trol by limiting exposure to unhealthy foods, and devel-
opment of pleasurable alternatives to binge eating.
These therapies reduce binge frequency and promote
short-term weight loss in obese patients with BED. A
variation to this approach is following a very low calo-
rie diet with liquid nutritional supplements, but partial
relapse during refeeding frequently occurs. Cognitive
behavioral therapy (CBT) in group or individual therapy
seeks to identify the thoughts, feelings, and circum-
stances leading to binge eating and to modify these by
restructuring dysfunctional cognition. The specific focus
is on examination of thoughts and feelings related to
body image and in promotion of self-acceptance.
Studies of CBT for BED have reported excellent short-
term binge reduction but variable deterioration over the
long term and no significant weight loss. Interpersonal
therapy seeks to identify the problems between indi-
viduals that contribute to maintenance of this maladap-
tive pattern. A substantial reduction in binge eating may
initially occur but by 1 year, some symptoms often
return. An alternative is a sequential treatment model
consisting of 12 weeks of CBT followed by 24 weeks of
group behavioral weight loss treatment and subsequent
follow-up for 1 year. This model, advocated by the
Stanford group, was successful in reducing binge eating
and maintaining the response at 1 year. The New York
State Psychiatric Institute also promoted a combination
of group behavioral weight control program and close
follow-up.

Pharmacological interventions include use of
serotonin reuptake inhibitors like sertraline (Zoloft) and
fluoxetine (Prozac), venlafaxine (Effexor), and tricyclic
antidepressants. However, weight loss is usually a
short-term effect and none of these medications have
been Food and Drug Administration (FDA) approved
for treatment of BED. A retrospective review of ven-
lafaxine (75–300 mg/day) used in obese BED patients
showed a decrease in binge eating severity and fre-
quency with 5% weight loss in 43% of the patients.
Fluoxetine is approved by the FDA for treatment of BN
and has been noted to decrease binge eating. A 6-week
placebo-controlled trial of fluoxetine (20–80 mg/day)
in 60 outpatients reported a significant reduction in
frequency of binge eating, body mass index, and sever-
ity of illness. A recent 14-week placebo-controlled study
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of topiramate (Topamax) (50–600 mg/day) in obese
BED patients reported a reduction in binge frequency,
body mass index, body weight, and scores on the Yale
Brown Obsessive Compulsive Scale (modified for binge
eating). One small study suggests that the opiate antag-
onist naltrexone may also reduce binge eating and
block the urge to eat.

Patients with obesity and BED face multiple chal-
lenges. A therapeutic plan tailored to the individual
patient’s needs is advisable. More information is available
for the public at www.nationaleating disorders.org, the
website for the National Eating Disorders Association.

SEE ALSO: Anorexia nervosa, Body image, Bulimia nervosa,
Eating disorders
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Bipolar Disorder Bipolar disorder, also known
as manic-depressive disorder, is a type of mood
disorder, which occurs in approximately 1% of the
population. This rate of occurrence is consistent across
groups of diverse ethnicity and culture. In general,
bipolar disorder is a long-term illness with an episodic
and variable course. Unlike major depressive disorder

that is significantly more common in women, the
occurrence of bipolar disorder is equally common in
men and women. Bipolar disorder is characterized by
the presence of mania, or a manic episode, defined as
a period of abnormal, persistently elevated, expansive,
or irritable mood. An individual need only have one
manic episode to fit lifetime diagnostic criteria for
bipolar disorder. Additional symptoms that may occur
in the context of mania include grandiosity or
inappropriately elevated self-esteem, excessive or
“pressured” speed, diminished need for sleep, racing
thoughts, agitation, distractibility, and involvement in
activities that potentially lead to negative consequences
such as substance abuse, excessive spending, sexual
promiscuity, or other high-risk behaviors. Although
individuals with a manic episode frequently lack
insight into illness (understanding and awareness of
their illness), and will deny acknowledgment of their
condition if confronted by it, manic symptoms are
associated with severe impairments in functioning. Risk
of harm to self or others may occur in the context of
impulsive decision-making. Some individuals with
mania become psychotic or paranoid, and may require
hospitalization for protection of themselves and others.

Individuals with bipolar disorder may also experi-
ence depressive episodes characterized by depressed
mood, diminished interest in everyday activities, difficulty
sleeping, significant weight change, decreased energy,
feelings of worthlessness or inappropriate guilt, dimin-
ished concentration, and thoughts of death or suicide.

Gender appears to be related to the order and
frequency of manic and depressive episodes. In men,
the first episode is more likely to be manic, and men
may be more likely to experience subsequent manic
episodes. Women are more likely to have the first mood
episode in the form of depression, and may be more
likely to experience depressive episodes compared to
men. Additionally, women with bipolar disorder are
particularly vulnerable to episode recurrence after
childbirth, in the postpartum period. Postpartum psy-
chosis may occur, with some women experiencing their
first episode shortly after childbirth.

Mean age of onset of bipolar disorder is 21 years;
however, there is frequently a 5- to 10-year interval
between age of onset of illness and age at first treatment
or first hospitalization. Bipolar disorder may occur in
children and adolescents as well as may occur for the
first time in adults over the age of 60. Bipolar disorder is
generally a chronic illness, with multiple occurrences of
mood episodes. More than 90% of individuals who have
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a single manic episode go on to have future episodes.
Studies on the course of bipolar illness prior to the com-
mon use of treatment for the disorder suggest that an
average of 4 episodes will occur over a 10-year period,
and individuals with untreated bipolar disorder may have
more than 10 episodes of abnormal mood states (highs
or lows) during their lifetime. The duration of episodes
and duration of between-episode periods frequently
stabilize after the fourth or fifth episode.

In many cases, an individual will experience several
bouts of depression before the occurrence of a first manic
episode. For this reason, a diagnosis of bipolar disorder
may be overlooked, particularly in the early phases of ill-
ness. It is not uncommon to see individuals who eventu-
ally are proven to have bipolar disorder being mistakenly
diagnosed with depressive disorder, schizophrenia, or
even some types of personality disorders.

Clarifying diagnoses can be sometimes difficult,
especially in cases where patients may not be knowl-
edgeable about bipolar disorder and its symptoms. This
may lead to a nonreporting/underreporting of manic
symptoms. It is critical that the diagnosing clinician be
aware of such issues as individual history of mania or
hypomania, family history of mood disorder or family
history of manic episodes, substance abuse history, and
any history of previous treatment. Consultation with
family members or significant others is often extremely
important. Bipolar disorder may be differentiated from
major depressive disorder by the occurrence of
mania/hypomania in bipolar illness. Individuals with
schizophrenia primarily experience psychotic symp-
toms such as hallucinations or delusions in contrast to
the primary disorder of mood seen in bipolar illness.
Individuals with personality disorder, particularly bor-
derline personality, may exhibit labile (rapidly fluctuat-
ing) mood state, impulsivity, and risk-taking behavior,
which may mimic a manic state. Close observation of
symptoms over a longer time period will assist in dif-
ferentiating these disorders from bipolar illness.

Approximately 5–15% of individuals with bipolar
disorder experience four or more episodes within a
12-month period. This variant of bipolar disorder is clas-
sified as rapid-cycling type and is more common in
women. Other factors that favor the occurrence of the
rapid-cycling variant of bipolar disorder, and which
are particularly relevant to women, are borderline
hypothyroidism (underactive thyroid functioning) and
menopause.

Bipolar disorder has both genetic and biological
underpinnings. Bipolar illness tends to run in families,

and it is known that the concordance for bipolar illness
is higher among monozygotic (identical) compared to
dizygotic (fraternal) twin pairs. The specific biological
factors that cause bipolar illness have not been clearly
identified; however, most theories regarding possible
biological origins of bipolar disorder involve dysregula-
tion/dysfunction in neurotransmitter systems including
the serotonergic, noradrenergic, dopaminergic, cholin-
ergic, GABAergic, and glutamatergic systems.

In addition to the often-serious effects of acute
symptoms of bipolar illness, individuals with bipolar
disorder frequently have substantial psychosocial diffi-
culties as a result of the disorder. Multiple aspects of life
are frequently affected including marriage relationships,
child-rearing, and occupational status. Divorce rates are
generally higher among individuals with bipolar illness,
approaching two to three times the rates of individuals
who do not have bipolar illness. The occupational
status of individuals with bipolar illness is twice as
likely to be impaired as compared to individuals with-
out bipolar illness.

Suicide is also a significant risk in bipolar disorder,
with up to 19% of individuals with bipolar illness even-
tually committing suicide. The risk of suicide appears to
be greatest when individuals have depressive symptoms
and during the first few years after the onset of bipolar
illness. Individuals with comorbid alcohol abuse are
more likely to make suicide attempts compared to indi-
viduals with bipolar disorder who do not abuse alcohol.
Additionally, stressful life events may precede suicide or
suicide attempts among individuals with bipolar illness.
On the positive side, treatment for bipolar illness,
specifically the use of lithium carbonate, has been asso-
ciated with a sixfold reduction in the rate of suicide
attempts among individuals with bipolar illness.

Psychiatric comorbidity is defined as the presence
of other psychiatric syndromes in addition to the prin-
cipal psychiatric diagnosis. In the case of bipolar dis-
order, psychiatric comorbidity is relatively common, with
estimates in the order of 35–65%. The rate of comor-
bidity between bipolar disorder and substance-related
disorder is particularly high, and among all Axis I psy-
chiatric conditions, bipolar disorder appears to have the
highest prevalence of comorbid substance abuse.
Prevalence rates of substance abuse in bipolar popula-
tions have been reported to range from 21 to 58%.
Among individuals with bipolar illness, early age of
onset is a risk factor for comorbid substance abuse.
Although substance abuse is generally seen more often
among men than among women, some researchers
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have reported that among individuals with newly
treated bipolar illness, women are more likely to have
a history of comorbid substance abuse or dependence
compared to men with bipolar illness. However, the
issue of substance abuse as it relates to gender in bipo-
lar illness needs further study before definitive conclu-
sions can be drawn regarding gender differences on
this specific aspect of bipolar disorder.

GENERAL TREATMENT RECOMMENDATIONS

The goal of treatment in bipolar disorder is com-
plete remission of symptoms with a return to baseline
level of health and functioning. Unfortunately, at this
time, there is no “cure” for bipolar disorder, but it is
entirely possible for individuals with bipolar illness to
experience long periods of freedom from symptoms or
with minimal recurrence of mood episodes. Predictors
of good outcome include good response to medica-
tions, older age at illness onset, good psychosocial sup-
ports, absence of comorbid psychiatric and medical
conditions, and adherence with treatment.

It is known that psychotherapies may make bio-
logical treatments more effective in the management of
bipolar illness. Thus, a general recommendation is the
use of combined psychotherapy and medication man-
agement in optimizing treatment for bipolar disorder.
Most studies of psychosocial treatments for bipolar dis-
order utilize contemporary psychotherapies such as
cognitive behavioral therapy, tend to be fairly focused,
and are delivered in the context of standard medication
treatments. These therapies offer practical techniques
for coping with stress, educate patients and families
about bipolar illness, and encourage adherence with
medication treatment. Types of psychotherapies that
have been reported to be particularly beneficial in bipo-
lar illness include family-focused treatment and inter-
personal and social rhythm therapy. Psychosocial
treatment of bipolar disorder may be delivered in indi-
vidual, family/couples, or group formats.

The cornerstone of medication treatments in bipolar
disorder is mood-stabilizing medication. As bipolar dis-
order tends to be a chronic, potentially relapsing condi-
tion, long-term treatment or prophylaxis treatment with
mood-stabilizing medication is generally recommended.
The two most commonly used mood-stabilizing med-
ications are lithium carbonate and the anticonvulsant
medication valproate (Depakote and others). Other
medications that may be utilized in the management of

mood episodes in bipolar illness include carbamazepine
(Tegretol and others), lamotrigine (Lamictal), and other
anticonvulsant compounds. Relatively recently, the atyp-
ical antipsychotic medication olanzapine (Zyprexa)
received the Food and Drug Administration (FDA)
approval for use in bipolar disorder, and use of newer
antipsychotic mediations has become increasingly com-
mon in the management of bipolar illness.

Regular follow-up with medical care during the
prophylaxis (maintenance) phase is extremely impor-
tant. Choice of mood-stabilizing medication should
generally be based upon an individual’s history and
clinical status. Both lithium and valproate have
proven efficacy as first-line agents. Individuals having
a good history of medication response to a particular
compound are very likely to have a repeat good
response with treatment with this same compound.
During maintenance treatment visits, the treating clini-
cian will generally review any occurrence of medication
adverse events as well as monitoring of medication
levels. Medication blood levels are routinely moni-
tored with lithium, valproate, and carbamazepine.
Psychoeducational interventions are typically most
effective during the maintenance period, once individ-
uals have achieved some degree of clinical stability.
Best results are generally obtained when families or
important individuals in the patient’s social support
network are engaged in treatment as well.

Individuals with bipolar disorder may develop
severe depressive episodes in which substantial func-
tional impairment is seen, and suicide vulnerability
becomes an important issue. When this occurs, common
treatment strategies involve optimizing mood-stabilizer
treatment, addition of additional mood-stabilizing med-
ication, and possible use of antidepressant medications.
Families and support individuals should be alerted to
possible suicide risks and psychosocial measures imple-
mented as needed. Individuals with suicidal ideation
may require hospitalization. Most newer, standard anti-
depressant drugs appear to be equally efficacious in
bipolar depression and choice of agent should be based
upon past history and current clinical status.

Less commonly, alternative, nonmedication biologi-
cal therapies are used for the treatment of bipolar dis-
order. These include treatments such as electroconvulsive
therapy (ECT), rapid transcranial magnetic stimulation
(rTMS), and phototherapy/bright light therapy. ECT is a
generally safe and effective treatment for depression and
mania, which is done under general anesthesia. A brief
electrical stimulus is administered via electrodes attached
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to the scalp, which results in a brief seizure (40–60 s).
ECT is often done when individuals are unable to toler-
ate medication, or when medications have been ineffec-
tive. rTMS is a less established, noninvasive procedure in
which a brief, nonconvulsive (nonseizure causing) stim-
ulus is used for the treatment of depression. Light ther-
apy involves use of high-intensity light exposure to treat
depressive symptoms.

SEE ALSO: Depression, Mood disorders, Schizophrenia
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Birth Control Contraception is defined as the
use of medications, devices, surgery, or sexual timing or
practices to voluntarily avoid unintended pregnancy and
to space childbirth. Birth control, family planning,
fertility control, pregnancy prevention, and planned
parenthood are other terms used for contraception.
A general medical or gynecological health exam for
girls and women of reproductive age is not complete
unless the health caregiver has addressed the need for
contraception. Appropriate counseling for the selection
and use of a contraceptive method should include
information regarding the benefits, risks, alternatives,

and instructions for use presented in a noncoercive and
nonjudgmental manner, as well as the opportunity for
questions. The choice to use a contraceptive method is
a decision made by the woman and her partner based
on personal, social, religious, and financial consider-
ations. In addition, other health factors including
the possibility of exposure to sexually transmitted
infections and personal health history should be
considered. Noncoercive, collaborative, and thorough
counseling increases the likelihood that the user will be
comfortable and competent to use the selected method.

People have attempted to control their fertility
since antiquity. As long as 4,000 years ago, the Cahun
Papyrus, the oldest written document on fertility con-
trol, describes the use of pessaries made from crocodile
dung and fermented dough. Condoms made from linen
and the skins of sheep, goats, and even snakes were
widely used. In the ruins of Pompeii, curettes and dila-
tors similar to instruments used in modern-day abortion
were discovered (New Internationalist, 1998).

Until the mid-19th century, few effective methods of
fertility control existed. In the early 20th century, Margaret
Sanger (1883–1966), a nurse and feminist, introduced the
diaphragm into the United States. She founded the organ-
ization that would later become Planned Parenthood
Federation of America. In 1965, the U.S. Supreme Court
declared birth control to be a basic right in the Estelle T.
Griswold and C. Lee Buxton v. State of Connecticut deci-
sion. Abortion, a subject that continues to divide the
country today, was legalized in 1973 in the Roe v. Wade
decision. This action by the Supreme Court limited the
circumstances under which states could restrict the “right
to privacy” under local law (Youngkin & Davis, 1998). In
1987, in the Webster v. Reproductive Health Services deci-
sion, the Supreme Court weakened the right to abortion
on demand. This 5-4 decision allowed the states to
restrict abortion in public facilities, to forbid the use of
public employees in the performance of abortion, and to
require viability testing for fetuses thought to be greater
than 20 weeks gestation. This divisive national contro-
versy continues to be far from resolved.

Socioeconomic and medical implications of unin-
tended pregnancy are far-reaching and expensive in
both economic and human terms. A 1995 report by the
Institute of Medicine on the implications of unintended
pregnancy on the well-being of women and families
reports:

1. A woman with an unintended pregnancy is less
likely to seek early prenatal care and more likely
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to expose the fetus to harmful substances such
as alcohol and tobacco.

2. Births from unintended pregnancies are more
likely to occur to mothers who are adolescent,
unmarried, or over age 40—characteristics that
carry special medical risks and socioeconomic
burdens.

3. Children born from an unwanted conception are
at greater risk of being born at low birthweight,
of dying in the first year of life, of being abused,
and of having developmental disabilities.

4. Mothers who experience unintended pregnancy
are at greater risk for depression and both par-
ents may suffer economic hardship or failure to
reach educational or career goals.

Teen pregnancy creates especially challenging social
problems. According to the Alan Guttmacher Institute
(1999), 78% of teen pregnancies are unplanned, account-
ing for one fourth of all accidental pregnancies annually.
Seven in ten teen mothers finish high school but are less
likely to go on to college. Partly because most teen
mothers come from disadvantaged backgrounds, 28% are
poor between the ages of 20 and 30 while only 7% who
give birth after adolescence are poor at those ages.

There is ample evidence demonstrating the cost-
effectiveness of contraceptive use. In a 1995 study,
Trussel et al. measured the cost of contraceptive meth-
ods compared to the cost of unintended pregnancies
when no contraception was used. They found the total
savings to the health care system to fall between $9,000
and $14,000 per woman over 5 years of contraceptive
use. These figures do not include the costs to women
and families for the needs of children and the loss in
earnings potential due to educational and employment
discrepancies between those with planned and
unplanned childbearing. It is estimated that for every
$1.00 spent on publicly funded reproductive health
care, $3.00 of Medicaid funding for prenatal and
pediatric medical care is saved (Planned Parenthood
Federation of America, 2001).

There are many types of contraception. They are
categorized as abstinence, coitus interruptus, lacta-
tional amenorrhea method, barrier methods, hormonal
methods, fertility awareness methods, intrauterine
device, and surgical sterilization. Each of these methods
has risks, benefits, and individual effectiveness rates.
When deciding to use a method of contraception,
safety, efficacy, and personal factors should be taken
into consideration (Hatcher et al., 1998).

Virtually all methods of contraception are safer
than pregnancy-related complications. Safety issues that
should be taken into account are personal health risks,
future fertility, side effects, and specific precautions that
can make using the method safer. For instance, when
using an IUD, minimizing the number of sexual part-
ners decreases the risk of pelvic infection and subse-
quent decreased future fertility.

Efficacy of a method is determined by both the
chosen method and user characteristics. Some sources
document efficacy statistics as perfect use versus typi-
cal use. Typical use is affected by the frequency of use
(taking a pill everyday vs. an injection every 3 months),
whether the method interferes with spontaneity by
requiring the partner(s) to use it at the time of inter-
course, whether it requires cooperation of both part-
ners, and whether it can be used consistently due to
issues of availability and cost of supplies. Methods that
require a prescription must be ordered by a medical
provider thus incurring the additional cost of a medical
visit. Over-the-counter methods are more easily avail-
able and less expensive but often less effective.

Personal factors that should be taken into consid-
eration when selecting a contraceptive method include:

● personal preference and comfort with a method
● frequency of intercourse
● personal health factors that might be complicated

or improved by a method (i.e., irregular periods
improve with oral contraceptives)

● religious prohibitions to a given method
● previous positive or negative experience using a

method

Barrier methods such as condoms, vaginal pouch,
contraceptive sponge, and spermicidal foams, jellies,
and inserts are widely available over the counter in
most pharmacies. They do not require a prescription,
are inexpensive, simple to obtain, and uncomplicated
to use. The only barrier methods requiring a prescrip-
tion and medical exam for fitting are diaphragms and
cervical caps.

Hormonal contraception is the most common
reversible method used in the United States. These
methods include oral contraceptives (the pill), emer-
gency contraception (morning-after pill), injectable
medications (Depo-Provera), transdermal hormones
(the patch), and vaginal hormones (the ring). All these
methods require medical visits for prescriptions and/or
injection or surgical placement. Some insurance carriers
pay for the medical visits, medication, devices, and
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procedures for placement. Many cover only the cost of
the medical visit. Checking insurance coverage and
cost of the medical services and method prior to mak-
ing a decision about use avoids unexpected expense.
Many methods are available at reduced cost at
Planned Parenthood, local family planning clinics,
health departments, or free clinics for those who qual-
ify for services.

The use of fertility awareness and lactational amen-
orrhea methods requires education by a knowledgeable
professional. Fertility awareness is a complex method
requiring motivated couples and a willingness to
abstain from intercourse cyclically during fertile times.
This method necessitates several hours of instruction
and follow-up to assure accurate measurements and
observations of signs of fertility. It is the only method
currently authorized by the Catholic Church.

Intrauterine devices (IUDs) and sterilization (tubal
ligation and vasectomy) require medical intervention
and costs for medical evaluation and visits. Sterilization,
particularly tubal ligation, may incur hospital costs as
well. Insurance coverage for these procedures varies
greatly. Some family planning clinics insert IUDs at
reduced cost but do not perform surgical sterilization.
Again, the key is to ascertain information about cost
and insurance coverage prior to making decisions to
use either of these methods.

The decision to use contraception is complex and
multifactorial. It is essential to consider personal health
and financial factors, safety, efficacy, and the impact that
an unintended pregnancy may have. Unplanned preg-
nancy will have lifelong consequences whether it ends
in termination, adoption, or personally raising a child.
Trusting one’s reproductive fate to chance may cause
unforeseen and unwelcome consequences. With the
widespread availability and increased numbers of
options, the need for contraception can be met for
everyone who desires to prevent unintended pregnancy.

SEE ALSO: Abortion, Condoms, Diaphragm, Dilation and curet-
tage, Intrauterine device, Lubricants, Natural family planning,
Oral contraception, Safer sex, Tubal ligation
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Blackwell, Elizabeth Elizabeth Blackwell, the
first woman awarded a medical degree in the
United States, was born February 3, 1821, in Bristol,
Gloucestershire, England. Hannah and Samuel Blackwell
had nine children, of which Elizabeth was the third.
Elizabeth’s father was a highly prosperous sugar refiner
and the Blackwell children, even the girls, were privately
tutored. In 1831 the family moved to New York City,
where Samuel Blackwell established another successful
sugar refinery. However, in 1835 a fire destroyed it. The
Blackwell family became involved in social reform and
the antislavery movement. These beliefs led Samuel
Blackwell to start a sugar refinery in Cincinnati, Ohio,
using sugar beets. This method did not require the use
of slave labor.

Elizabeth’s father died shortly after moving to
Cincinnati; the family was left in an impoverished state,
and so the older children were forced to find work.
Elizabeth and two of her sisters began teaching at a
private school that their mother, Hannah, established in
their home. Elizabeth then moved to Kentucky to find
work, also as a teacher. Life in Kentucky did not suit
her. Elizabeth’s strong antislavery beliefs would not
allow her to remain living in a slave state, so she moved
back to Cincinnati. It was in Cincinnati that Elizabeth
made her decision to become a doctor, in spite of
inadequate preparation in the sciences and classical lan-
guages, and prior medical experience, which many
medical schools required.
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In 1845 Elizabeth went to South Carolina to teach
and arranged to live in a physician’s household, where
she received some medical training and the opportunity
to study Greek and Latin. During that time, she applied
to many colleges, but none accepted her. Finally in 1847
the Geneva College in New York accepted her as a med-
ical student. This really was an accident. The adminis-
tration allowed the students, at this time all men, to vote
as to whether to admit her or not. Thinking that the
request was a joke, the students unanimously voted to
allow her admittance. Elizabeth was a dedicated student,
and graduated first in her class in January 1849.

During her medical studies at Geneva College,
Elizabeth worked on a women’s ward at Blockley
Almshouse, a charitable hospital in Philadelphia. After
graduating, Elizabeth went to Paris to intern at La
Maternité, the only hospital that would accept her. It
was there that her dreams of becoming a surgeon died.
Elizabeth contracted an eye ailment that resulted in the
loss of her left eye. However, this did not stop Elizabeth
Blackwell from becoming a great doctor.

In 1850, Elizabeth went to England for an internship
at St. Bartholomew’s Hospital. It was here that she met
the famous Florence Nightingale, with whom she became
a close and lasting friend. One year later, Elizabeth
returned to New York, but found those doors were closed
to her; no one wanted to hire a woman doctor. So
Elizabeth opened her own clinic. This was not an easy
task, as no one wanted to rent to a woman doctor either.
In 1853, she finally purchased a small home in Manhattan
and opened her own clinic, the New York Dispensary
for Poor Women and Children, now the New York
Infirmary—Beekman Downtown Hospital. Two other
women, her younger sister Emily and a Polish immigrant
named Marie Zackrzewska, joined Elizabeth. Both
women had attended Western Reserve College in
Cincinnati, now known as Case Western Reserve
University. This clinic was so successful that in 1857, the
three women opened another clinic in Greenwich Village.

Even though Elizabeth was determined not to
marry, this did not mean that she could not have a fam-
ily. In 1854, she adopted a young orphaned girl named
Katharine Barry, known as Kitty.

Showing her antislavery sentiments, during the
1860s Blackwell formed an organization called the
Women’s Central Association of Relief, a Civil War nurs-
ing program. In 1868, Elizabeth, with help from her
friend Florence Nightingale, opened the Women’s
Medical College of the New York Infirmary with fifteen
students and a faculty of nine, including Elizabeth as

Professor of Hygiene and her sister Emily as Professor
of Obstetrics and Diseases of Women. One year later,
in 1869, Elizabeth moved to England and her sister
Emily continued to run the College and the clinics. In
1875, Elizabeth became a professor of gynecology at the
London School of Medicine for Children. She continued
to teach there until she retired in 1907. In 1910,
Elizabeth Blackwell died of a stroke in Sussex, England.

Not only was Elizabeth Blackwell a successful
physician, but she also wrote several books. They include
The Laws of Life (1858), The Religion of Health (1871),
Counsel to Parents on the Moral Education of Their
Children (1878), The Human Element in Sex (1884),
Essays in Medical Sociology (1902), and her autobiogra-
phy, Pioneer Work in Opening the Medical Profession to
Women (1895).

SEE ALSO: Discrimination; Jacobi, Mary Putnam; Nightingale,
Florence; Nurse, Physician, Women in the Health Professions,
(pp. 20–32); Women in Health: Advocates, Reformers and
Pioneers (pp. 40–48)
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Body Image Cultural perception of the perfect
female shape has varied over time from a full-figured
fertility goddess and rounded Rubenesque figure to the

Body Image
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pencil thin Twiggy and Ally McBeal. In Third World
countries, women who are heavier are associated with
high social status and having money to buy food, while
the Western world worships thinness. Many women
attribute to their bodies the power to define their lives.
Physical and emotional health suffers when extreme
obesity or anorexia occurs driven by a dictatorial body
image. A negative body image can lower one’s mood,
self-esteem, and confidence. Social influences on body
image begin early. Children and adolescents who are
teased about being fat begin to “hate” the way they
look and fear ostracism and isolation from peers. Even
elementary aged girls now talk of diet, but severe pres-
sure occurs at puberty when the natural process of
rounding is counter to the desired image. In fact, girls
who have a negative body image are more likely to
have eating disorders and depression and are likely to
consider suicide. Lower socioeconomic status, less edu-
cation, and lower paying jobs are known associates of
obesity and feeling ashamed of appearance.

A mother’s body image has a significant impact on
her daughter even without words. Is the mother happy
with her body image; are diets continual; is she always
worried she looks fat; or does the daughter perceive poor
treatment of her mother and vows never to look the
same? A feminist approach would urge each woman to
formulate a cognitive image of physical and mental
health. Rather than being “tyrannized” by society or
caught in the male/mind, female/body dichotomy,
women can begin to celebrate their unique bodies. Self-
caring, not self-contempt, can encourage true improve-
ment both inside and outside. Healthy nutrition and
exercise habits can allow flexibility of what is seen as
good. Each woman must decide what is most beneficial
for her health. As a group older women are less con-
cerned about weight and body image than middle-aged
women, but the very old also tend to be thinner. Likewise
ethnic minorities may be more accepting of their weight
and body image than whites in this country. Peers and
colleagues at school or work, income level, education,
occupation, household size, marital status, activity level,
parenthood, residential density, and region impact on
weight and therefore indirectly on body image.

For centuries men’s opinions about features that
visually attracted them to females molded how women
perceived themselves. Women have believed that if men
found them attractive, they would be protected from
violence. This offers little satisfaction to several million
women each year who are victims of violent crime, most
often at the hands of someone with whom they are

intimate. Nonetheless, to appear more beautiful than
others, women listen to weight loss and cosmetic indus-
tries and are forever seeking to appear youthful and
thin. Many will select an “easy” quick and more dramatic
attempt to achieve the perfect body with surgery.

In the recent past the media has made it impossi-
ble to escape reminders of how the attractive, healthy
woman should look. Although humans performed nasal
reconstruction for other reasons in ancient times, not
until the 1950s did beauty surgery grow in popularity.
Nose, ear, eye area, and lid surgeries increased as well
as removal of blemishes. Many women feel they must
aspire shapes displayed on television, magazines, or
billboards. Albeit some women have breast reductions
for health or athletic reasons, others request this proce-
dure to appear thinner. The frequency of liposuction of
thighs and tummy tucks (abdominoplasty) dramatically
escalated in the 1990s as well as breast implants for
those wishing to be more attractive to men. Rhinoplasty
(nose), rhytidectomy (facelift), cheek and chin augmen-
tation, brow lifts, ear and eye area surgery, and chemi-
cal peels are all designed to improve the facial image.

Society judges women by their appearance more
often than men, particularly with respect to weight
and body shape. “Stigmatization” and feelings of inade-
quacy encourage women to utilize technology available
to make the body more attractive, which may vary
from culture to culture. For example, in the Philippines
reshaping skin lateral to the eyes to appear more
European is the most popular plastic surgery procedure.
There is little available data using standardized testing to
discern how much body image may improve from pro-
cedures such as liposuction, laser eye surgery, or Botox
injections, but it is likely there is some. Between 1992 and
2001, the incidence of breast augmentation in healthy
patients increased by 533% according to the American
Society of Plastic Surgeons. A recent study by Banbury
reports 96% of women who have breast augmentation
felt that surgery had a positive impact on their body
image and 80% said they would have the surgery again.

Other body image concerns follow malignant
illness and surgical procedures. Losing one’s hair after
chemotherapy is particularly common in women who
face cancer treatment. Vulvectomy, mastectomy, and
ileostomy (surgical procedures that remove portions of
external genitalia, breasts, or bowel) are devastating
blows, leaving some to describe they no longer feel like
a woman. A woman may have been praised for her
beautiful hair or told by her husband how he loved her
breasts and now may find it harder to trust that she will
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still be valued as much as she was prior to the physical
loss. Certainly many women with cancer have benefited
greatly from multiple “image-boosters.” Support groups
and counselors recommend women consider possibili-
ties from makeup classes and wigs to breast and vagi-
nal reconstruction.

Although weight loss and exercise can improve
body image for many, “phantom fat,” the continued self-
perception of being overweight and recollection of
adverse consequences of being fat can limit improvement
for others. Cognitive-behavioral therapy that reshapes
body image and provides alternative interpretations can
be quite helpful. With this therapy, individuals describe
their ideals, learn relaxation techniques, participate
in psychoeducational sessions, attack old distortions,
develop positive activities, and explore interpersonal
relationships. Feedback from other participants and prac-
ticing strategies to change negative mental schema and
unhealthy behaviors support new efforts of an individual
working to improve body image. There is no single cor-
rect treatment any more than a single correct body. Each
woman must objectively reflect on her own health phys-
ically, mentally, and spiritually to guide her decisions.

SEE ALSO: Anorexia nervosa, Bulimia nervosa, Depression,
Eating disorders
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Body Mass Index Obesity is an important risk
factor for many illnesses, especially heart disease and dia-
betes. However, body weight alone is not the best way to
determine whether an individual is overweight. Whether
the number of pounds a person carries is healthy or not
depends on one’s height and the amount of fat compared
to the amount of muscle. The relationship between the
amount of fat and muscle, weight and height is referred
to as body composition. Extremely precise measures of
body composition involve elaborate procedures such as
underwater weighing or taking multiple measurements of
the width of skin that can be “pinched” off the person’s
frame in numerous locations on the body.

The body mass index (BMI) is a much simpler way
to estimate body composition and obesity by relating
body weight to height. Indirectly, BMI measures body
composition because a strong relationship has been
found between the amount of body fat and BMI. BMI is
often used to assess the level of health risk for obesity-
related diseases. The equation used to calculate BMI is

body weight in kilogramsBMI �
(height in meters)2

A BMI that is lower than 18.5 is considered under-
weight. Healthy, fit persons have BMI values from 18.5
to 24.9. When the BMI is between 25.0 and less than
30.0, a person is considered to be overweight. An
individual with a BMI between 35 and 40 is consid-
ered obese. Extreme or “morbid” obesity is defined as a
BMI of 40 or greater. People with BMIs above 30 have an
increased risk for heart disease and adult-onset diabetes.

To reduce BMI, and therefore reduce the risk of
illness, the best solution is to follow healthy eating and
exercise guidelines, provided by your physician or a
certified dietician/nutritionist. Particularly important is
increasing the amount of low-fat protein, vegetables, and
fruits in the diet, eating less high-fat or high-sugar foods,
and engaging in aerobic exercise such as vigorous walk-
ing, jogging, bicycling, aerobic dance, or swimming.

Body Mass Index
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SEE ALSO: Cardiovascular disease, Diabetes, Diet, Obesity,
Weight control

DEBORAH ROSCH EIFERT
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Breast Augmentation Over the last few
decades, there has been a great deal of emphasis
placed on the shape and size of women’s breasts. Many
women sometimes wish that their breasts were larger
and for that reason seek breast enlargement or aug-
mentation mammoplasty.

Women have diverse reasons for wanting to aug-
ment their breasts. Breast augmentation involves using
implants to enlarge and shape the breasts, and permits
a woman to wear clothes that, at one time, were not an
option, such as swimsuits and dresses that fit in the hips
and not the breast. Sometimes, women wish to go back
to the size they were prior to pregnancy or after weight
loss. Breast augmentation may also improve self-esteem
and, indirectly, how a woman relates to others.

Approximately a decade ago, there was a great
deal of negative publicity directed toward breast
implants, particularly silicone implants. As a result, sili-
cone implants were taken off the market. Since that
time, studies have not found any association between
silicone breast implants or breast cancer or autoimmune
disorders. Still, the silicone implants are now used only
in trial studies and have been replaced with saline (salt)
implants. Salt is a natural constituent of our bodies and,
therefore, allergic reactions are virtually nonexistent.
Other substances such as peanut and soybean oil have
been utilized, but have since been taken off the market.

One of the first important steps for seeking
breast augmentation is an in-depth consultation with a
board-certified plastic surgeon. There are always risks
associated with any procedure and these should be
provided in the consultation. Many women also obtain a
wealth of information from the Internet. There are many
websites dedicated to this subject as well as information
through the American Board of Plastic Surgery.

Once a woman has decided to have the procedure
performed, there are various options for how and where
it is performed. This procedure is performed in an

accredited outpatient facility, surgery center, or hospital
and is almost always done on an outpatient basis. It is
usually performed under general anesthesia, but con-
scious sedation can also be used. An incision can be
made in the following places: around the edge of the are-
ola (pigmented area around the nipple), just above the
crease underneath the breast, within the armpit, or just at
the edge of the navel. Once the incision is made, a space
or pocket is developed and the implant is placed. The
implant can be placed either underneath the breast tissue
itself or underneath the muscle of the chest wall.

The technique that is used for the surgery depends
not only on the surgeon’s preference but also on the
result that the patient desires. The surgeon may also
suggest a procedure to enhance the desired result; for
instance, if the breasts are saggy, a breast lift may be
needed.

After surgery, there is a recovery period of 2–3 days
and sometimes a week, depending upon the patient’s
threshold. Pain medication is given to help with the dis-
comfort. Within a week following the surgery, the
stitches are usually removed if they are not dissolvable.
Generally, the woman will be able to shower and to
return to nonstrenuous work. A period of time will
elapse before the swelling resolves; during this time, a
support bra must be used. Strenuous activity is usually
permitted after a month.

There are many common questions women have
regarding breast augmentation. How does a woman
decide how large she wants to be? Many women look
at pictures in a magazine. Although this can be of some
assistance, the shape and size of the picture may not
have any correlation to hers. There are some surgeons
who have women put trial sizes in their bra. Others sug-
gest buying an inexpensive bra of the desired size and
placing water in a sandwich bag. It is a difficult deci-
sion to make, but the woman should really make a con-
scientious effort to be a part of that. Many women think
when they have their breasts enlarged, they will go, for
example, from a 32A to a 36C. This is a misconception
because only the volume will become larger and not
the circumference of the chest. For instance, a woman
who wears a 32 bra, will continue to wear a 32 bra.

Another common question relates to the implant’s
durability over time. No one really can predict that figure.
This is a manufactured device and can have defects. The
manufacturing companies offer a lifetime warranty and
will replace the implant at no charge. Sometimes, there
is also a stipend offered to help pay for surgery that is
necessary within the first 2 years. Some women wonder
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what may happen to them if there is a defect. If there is
a defect in the implant, the only thing it can do is deflate.
There is an obvious difference between the two sides
and the implant will have to be replaced. However, the
procedure to replace implants is relatively simple and
does not require a lot of “downtime.”

Some women wonder what will happen if they are
unhappy about the size. If this occurs, the size can be
changed with further surgery. If there is any uncer-
tainty, there are implants which have a port through
which more volume may be added. However, a small
secondary operation is necessary to remove the port.

There are thousands of breast augmentations per-
formed every year with successful and pleasing results
on the patient’s part. This is an important decision.
Accordingly, it is critical that the surgeon chosen be
qualified to perform the procedure and that he or she
have good rapport with the patient.

SEE ALSO: Body image, Breast cancer, Breast reconstruction
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Breast Cancer Over 200,000 women are diag-
nosed with breast cancer each year, and this number is
expected to increase significantly over the next decade
as more women will be living in the age-at-risk group.
One out of eight women will be diagnosed in their life-
time, and at least 40,000 will die of the disease each
year. Most women who get breast cancer will survive
the disease, and the number of women dying per year
is expected to decrease. For many reasons, this encour-
aging trend is expected to continue.

As advances in imaging techniques, treatment, and
prevention continue to be made, women can expect
their chances of surviving breast cancer to improve. The
actual cause of most breast cancers is not known.
However, many risk factors have been identified that
include female gender, family history, early menarche,
late menopause, increasing age, some forms of benign
breast disease, prolonged exposure to exogenous estro-
gen, and recently identified mutations in the genes BRCA
1 and 2. The majority of women being diagnosed with

breast cancer, however, do not have these risk factors,
with the exception of increasing age and female gender.

Detecting breast cancer (“screening”) involves self-
examination, evaluation by a physician, and imaging.
The relative importance and ability of each of these
mechanisms to detect breast cancer (sensitivity) contin-
ues to be debated; a combination of the three will always
be important in early detection of breast cancer. Early
detection remains the best way to survive breast cancer.

Screening for breast cancer should be applied based
on a woman’s individual risk of getting breast cancer. A
woman is considered at increased risk if she has a strong
family history or genetic predisposition, has previously
received therapeutic radiation to the chest for another
condition, has a 5-year calculated risk (by special com-
puter techniques) of 1.7%, or has had a breast biopsy
showing atypical hyperplasia or lobular carcinoma in
situ. These women should also have an annual physical
examination. This group of women should have annual
mammography (perhaps at an earlier age), and more fre-
quent exams by a health care professional. Some women
in this group may be candidates for chemoprevention, a
newer treatment that involves taking a medication
(tamoxifen) prophylactically, which is ordinarily given to
women who have diagnosed breast cancers. Women at
normal risk between the ages of 20 and 39 should be
encouraged to do breast self-examination, and have an
examination by a physician every 1–3 years. Women
aged 40 and above should have an annual mammogra-
phy and continue with breast self-exam.

Exciting new imaging techniques are being devel-
oped to diagnose early breast cancers, at smaller sizes
than were previously detectable. Modalities for the
treatment of breast cancers continue to evolve at a rapid
rate. In the future, early breast cancer treatment may
not actually involve surgery as we know it. Even the
standard techniques of surgery are now dramatically
less invasive, so that most women with breast cancer
today are treated in the outpatient setting.

When a diagnosis of breast cancer is made, it is
imperative that a thorough, nonhurried discussion
occur with a surgeon who will present all treatment
options. Most women will be deciding between two
equally safe options. Breast cancers are typically slower
growing tumors, which implies that a decision regard-
ing the type of surgery need not be reached immedi-
ately, but rather after a woman understands fully the
choices available to her. After sufficient consultation,
which may involve seeking a second opinion, a woman
can make an informed choice.

Breast Cancer
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The two options that are available today are breast-
conserving surgery (lumpectomy or wide excision/radi-
ation) or mastectomy with or without reconstruction.
Both offer equally good survival rates. A minimally
invasive technique that accurately evaluates the axillary
lymph nodes (sentinel node dissection) is part of either
of the primary surgical procedures.

Once the surgical treatment is completed and the
stage (size of tumor and status of the nodes) is deter-
mined, then a decision can be made regarding the need
for chemotherapy. This involves a discussion with a
medical oncologist, understanding that the recommen-
dation for chemotherapy is not based on the surgery
chosen, but the stage of the tumor. Most women with
breast cancer today are treated by a multidisciplinary
team comprised of several specialties.

As mentioned above, advances are being made
daily in the diagnosis and treatment of breast cancer.
Women should be encouraged that management of
early-detected breast cancer involves increasingly less
invasive approaches and will be addressed through the
interaction of a team of dedicated specialists. New tech-
niques in the fields of genetics, radiologic imaging,
medical oncology, pathology, and surgery empower a
woman to be actively involved in the management of
her disease. Most women with breast cancer are surviv-
ing the disease, and can look forward to a future where
prevention may actually be a reality.

SEE ALSO: Breast augmentation, Breast lumps, Cancer,
Mammography, Mastectomy
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Breast Enlargement see Breast
Augmentation

Breast Examination A breast examination is
a simple means of detecting changes in breast tissue.
There are two kinds of examinations, self-exam and

clinical exam. The goal of these procedures is early
detection of breast cancer because early treatment can
increase survival rates.

Breast cancer is not only the most common non-
skin cancer in women, but is also the second deadliest
as well. If a woman lives to age 90, she has a 1 in
8 chance of developing breast cancer. Breast cancer is
mostly a disease of older women. Statistically, the 1-year
incidence for breast cancer in a 40-year-old woman is 1
in 800, for a 50-year-old woman it is 1 in 400, and for
women age 60 the incidence is 1 in 200. In younger age
groups, breast cancer is uncommon and screening tests
may be less effective. Therefore, we have different rec-
ommendations for different age groups. Screening rec-
ommendations are also different for patients with a
strong family history of breast cancer or a personal his-
tory of breast cancer. This discussion is for women who
are at average risk for development of breast cancer.

Much research in the last 40 years has been done
on screening for breast cancer, but guidelines do not
always agree on what type of screening method to use
and frequency with which to screen. The screening
methods currently in use include mammography,
clinical breast exam (CBE), and breast self-exam.
Mammography will be discussed elsewhere. This sec-
tion will discuss the evidence and recommendations for
CBE as well as breast self-examination.

The CBE is a breast exam performed by a health
care professional on a patient without symptoms. Some
women are more willing to accept CBE instead of mam-
mography for breast cancer screening, which makes it an
especially important clinical skill. To perform a CBE, one
must know the distribution of breast tissue. Breast tissue
extends from the breastbone medially to the underarm
laterally and from the collarbone superiorly to the “bra
line” inferiorly. Normal breast tissue can be lumpy due to
the mammary ducts and lobules.

No randomized controlled trial has looked at CBE
alone versus not screening at all for breast cancer.
However, mammography has been evaluated with and
without CBE for breast cancer detection. Mammography
has been shown to be effective in decreasing breast can-
cer mortality. Since mammography is known to be an
effective screening tool, a clinical trial that excludes it
would be unethical. Therefore, we must look at indirect
evidence to decide if CBE is effective in detecting breast
cancer and decreasing mortality. Some of the indirect
evidence comes from studies including the meta-analy-
ses by Barton, Harris, and Fletcher (1999). Many of these
patients had CBE and screening mammography for
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breast cancer detection. From these trials we see that
breast cancer mortality decreased by about 25% in
women aged 50–69 years and by 18% in women in their
40s. One of the studies reviewed by Barton 1999 was the
Canadian National Breast Screening Study. This study
looked at women from 50 to 59 years old and offered
them CBE alone or CBE plus mammography each year
for 5 years. The 7-year mortality rates were similar, sug-
gesting that mammography may not decrease mortality
in women in their 50s, and that careful CBE alone may
be as good as CBE plus mammography. Another study
reviewed by Barton et al. (1999) was the Edinburgh ran-
domized trial of breast cancer screening, which found
mammography detected 26% of breast cancers while
CBE detected only 3%. However, another randomized
trial done with the Health Insurance Plan of New York
(HIP) found breast cancer detection rates of 33% with
mammography and 45% with CBE. The HIP study was
conducted with early mammography techniques, but
still suggests that CBE does have a role in detection of
breast cancer. Other studies report that CBE can find
from 3% to 45% of breast cancers. The exact percentage
of cancers found on CBE is not known.

One reason that cancer detection may vary is the
difference in technique used. Rates of CBE sensitivity
(finding disease in those who really have it) range from
53% to 68% in women between 40 and 49 years and 48%
and 63% in women between 50 and 59 years. Different
studies use different methods for performance of the
CBE. Some studies did not report their method of CBE.
The Mammacare method has been advocated for univer-
sal use since its components have been validated in
independent investigations of CBE technique. The com-
ponents include palpation, examination pattern, and
duration and inspection. Palpation (physical examina-
tion) of the breast is most accurately done while the
patient is lying down with her arm extended above her
head (Figure 1). This flattens out the breast tissue. The
entire breast is palpated using the boundaries previously
outlined in a vertical strip pattern or lawnmower pattern.
The pads of the index, middle, and fourth fingers palpate
each row (Figure 2). In each row, the clinician should
stop and make small circular motions as if tracing the
outer edge of a dime at a superficial, intermediate, and
deep pressure. Each CBE can take up to 3 minutes for
each side in an average-sized breast (B cup). Checking
the armpit and area above the collarbone for enlarged
lymph nodes is usually performed, but has not been clin-
ically tested. Palpation of the nipple area is usually per-
formed as well. Expression of fluid from a nipple is not

a useful prognostic sign for cancer. However, sponta-
neous nipple discharge may need further evaluation.

Several guidelines recommend that CBE be per-
formed every 1–2 years for all women over age 40.
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Figure 1. Position of patient and direction of palpation for clinical
breast examination. Top figure shows the lateral portion of the breast
and bottom the medial portion of the breast. Arrows indicate strip pat-
tern of examination.

Figure 2. Levels of pressure for palpation of breast tissue in a cross-
sectional view of the right breast. The examiner should make three
circles with the finger pads, increasing the level of pressure (superfi-
cial, intermediate, and deep) with each circle.



However, women at higher than average risk need to
discuss individual screening recommendations with
their health care provider. Evidence shows that clini-
cians taught the Mammacare method of CBE were bet-
ter at finding breast cancers. Barton et al. (1999) found
in their review that a well-conducted CBE can detect
breast cancers about 50% of the time in patients with-
out symptoms. There is some overlap with mammogra-
phy and CBE; 10% of breast cancers detected are
invisible on mammography. Similarly, 40% of breast
cancers detected are not found on CBE. Patients have a
better long-term survival if their breast cancer is
detected by mammography, probably because mam-
mography can detect smaller cancers.

The second type of examination method is breast
self-examination. This is a simple means for women
to detect changes in their own breast tissue. It is per-
formed each month, usually within a week after men-
struation, when the breast is least bumpy. Technique is
important in breast self-examination. Patients should ask
their health care providers for help in learning the
proper technique. The proper technique includes look-
ing at the breast and systematically examining the breast
using the middle three fingers. Breast self-examination is
not a substitute for screening mammography or CBE.

Few studies have shown that the chance of dying
of breast cancer is reduced by breast self-examination.
However, there may be some small evidence to support
this method of screening. Patients need to be aware that
the evidence for self-breast examination is unproven
and that it may increase their chances of having a
benign breast biopsy. The American Academy of Family
Physicians, the American College of Obstetricians and
Gynecologists, and the American Cancer Society all
recommend routine teaching of breast self-examination.

SEE ALSO: Breast cancer, Breast lumps, Fibrocystic breast dis-
ease, Mammography
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SUSAN KIRSH

Breast-Feeding Human breast milk is now
widely acknowledged to be the most complete form of
nutrition for infants, with a range of physiological and
psychological benefits for both the infant and mother.
Through the ages, humans have been dependent on it for
its sustenance and even contraceptive attributes. Research
supports the observation of benefits for infants’ growth,
immunity, and development, as well as reduced financial
cost to the family. Prevention of diarrheal diseases and
even dental cavities are just some of its protective pow-
ers. Likewise, breast-feeding has been shown to improve
maternal health, including reduction in postpartum
bleeding, earlier return to prepregnancy weight, reduced
risk of premenopausal breast cancer, and reduced risk of
osteoporosis. Yet, in spite of these advantages, ambiva-
lence surrounds the practice because of the myriad of
factors that influence a woman’s ability and decision to
commit to breast-feeding.

PREGNANCY AND PREPARATION

This is an ideal time to assess attitudes and readiness
for breast-feeding. A breast health assessment, including
a review of breast self-examination and nipple evaluation,
is prudent. Also, an understanding of the anatomy and
physiology of lactation (milk production) is an essential
complement to successful breast-feeding. Human breast
tissue begins to develop in the sixth week of fetal life;
thus, when you are born, you already have breast tissue
(as does your newborn). These mammary glands or
secretory glands undergo most of their maturation post-
natally, during adolescence and adulthood. They are con-
sidered mature once capable of producing milk, and fully
functional once lactation actually begins. Each portion of
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the breast has a function. The external dome is comprised
of the nipple that is the exit point for all the milk ducts
(aka lactiferous ducts) and the pigmented areola that
houses the nipple, nerve endings, Montgomery’s glands
(small, pimple-like openings that secrete a substance that
lubricates and protects the nipple and areola during preg-
nancy and lactation), lymph drainage ports, and hair fol-
licles. Internally, there are four main types of tissues:
glandular (alveolar) tissue that produces milk; ducts that
transport the milk; connective tissue that supports the
breasts’ upright position; and adipose (fat) tissue that pro-
tects the breast from injury (note that adipose tissue deter-
mines the size of the breast, but size has absolutely no
effect on milk production or quality). Arterial blood
supplies nourishment to the actual breast tissue as well as
essential nutrients and hormones to make milk. The lym-
phatic system removes cellular waste, and the nervous
system is essential for, among other things, transferring
the stimulus of suckling to trigger a hormonal pathway
responsible for milk production and letdown.

In the early days of pregnancy, when the hormone
estrogen (E) begins to increase, it directly stimulates the
ductules to grow, while the surge in the hormone proges-
terone (P) stimulates the alveoli and lobular tissue (grape-
like collection of alveoli) to grow; hence the feeling of
breast fullness in the early phases of pregnancy. This glan-
dular growth is also influenced by insulin and cortisol. In
spite of the structural changes that occur in the breast
because of E and P, these hormones inhibit actual milk
production. The two main hormones responsible for milk
production are prolactin and oxytocin. Prolactin, which
has peak production at night, stimulates the production of
specific milk proteins as well as attracts immunoglobulin
A from gut-associated lymphoid tissue. Oxytocin, a trigger
for uterine contractions, also contracts the myoepithelial
cells surrounding the alveoli, causing them to squeeze the
newly formed milk into the duct system. This process is
also referred to as “milk ejection reflex” or “milk letdown.”
Both of these hormones are released from the pituitary
gland, into the blood, in response to the ovarian hor-
mones (E and P), as well as the stimuli from the senses
(visual, tactile, auditory, and olfactory). A number of fac-
tors, typical to the nursing mother, can also affect prolactin
levels, including psychogenic stress, anesthesia, surgery,
exercise, nipple stimulation, and sexual intercourse, to
name a few. The most specific and effective stimulus for
prolactin secretion, however, is suckling or nursing.

The early stage of pregnancy is an opportune time to
acknowledge and assess your personal feelings and biases
toward breast-feeding. Whether a health professional, a

first-time mother, father, or friend, understanding our
health beliefs is an integral component of making healthy
behavior choices. Many times these beliefs are rooted in
cultural practices, past personal experiences of others or
ourselves, and even the teachings of those we respect as
authorities on the subject. For example, many people
believe breast-feeding is “intuitive” because it is a “nat-
ural” phenomenon. The art of breast-feeding is a learned
skill, irrespective of a woman’s education level. Also, in
some cultures, mothers who wish to breast-feed may be
reluctant to give colostrum (premilk) to their newborn
because they consider it unclean or harmful. Use this time
to expand and alter your knowledge, skills, and attitude
based on fact, not fiction or anecdotes (see resource list
at the end of the chapter). Speak with a lactation consul-
tant or attend a breast-feeding support class or group.

As delivery and childbirth become more of a reality,
the opportunity to nurse or breast-feed should again be
entertained, with focused choices to ensure a successful
and positive experience. Anticipating what will be
needed, what to expect, and arming yourself with infor-
mation and practical skills are shared sentiments from
lactation consultants and mothers who have had positive
and negative experiences. Feeding all newborns (whether
breast or bottle) will have challenging moments.
Likewise, it seems that the support system you align your-
self with during breast-feeding is one of the most impor-
tant decisions a woman can make in this endeavor.
Support can be defined as anything or anyone who pro-
vides healthy guidance or solutions to perceived stressors.
This may be someone to burp a baby after a feeding or
someone with words of encouragement. Choosing a
health provider who supports the practice and is knowl-
edgeable about breast-feeding, as well as surrounding
oneself with experienced women, have been shown to
dramatically increase the duration and success of nursing.
Even the hospital or birthing center selected will impact
on the decision to start or continue breast-feeding. The
“Ten Steps to Successful Breastfeeding” as defined by the
World Health Organization, the United Nations Children’s
Fund, and adopted by the Department of Health and
Human Services, outlines key practices for health care
institutions. It recommends:

● a written breast-feeding policy that is communi-
cated to all health care staff

● staff training in the skills needed to implement
the policy

● education of pregnant women about the benefits
and management of breast-feeding
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● early initiation of breast-feeding
● education of mothers on how to breast-feed and

maintain lactation
● limited use of any food or drink other than

human breast milk
● rooming-in
● breast-feeding on demand
● limited use of pacifiers and artificial nipples
● fostering of breast-feeding support groups and

services

Selecting a “breast-feeding friendly hospital” or
institution with the above policies and philosophy pro-
vides a good environment for a healthy start.

CAUTIONS ABOUT BREAST-FEEDING

Human milk provides the most complete form of
nutrition for infants, including premature and sick new-
borns, with rare exception. When direct breast-feeding
is not possible, expressed milk should be provided. In
cases of maternal infection, the basic tenet is that
breast-feeding is rarely contraindicated. The few excep-
tions are situations where infectious agents may be
associated with significant morbidity and mortality.
Advice against breast-feeding should be based on care-
ful consideration of the general benefits for mother and
baby, the risks of not receiving human milk, and the
most current information about the condition.

REPRODUCTIVE FUNCTION DURING
LACTATION

It is helpful to know that the elevation of prolactin,
and the abrupt withdrawal of ovarian and gonadotrophin
hormones after childbirth and during lactation may
lead to decreased breast sensitivity during lovemaking,
vaginal epithelium atrophy, dryness, and decreased cer-
vical mucus as well. These changes may, in turn, lead to
discomfort during sexual intercourse and increase dys-
pareunia. Locally applied lubricants are helpful, and these
changes usually improve over time. These hormonal
changes also produce a lactational amenorrhea, or a ces-
sation of ovulation and menses. The length of this hiatus
from the ovulatory cycle varies, lasting longer with exclu-
sive breast-feeding. Consequently, a measure of concep-
tion protection occurs for the first few months; however,
ovulation, menstruation, and regaining fertility become a
reality with decreased lactation. Family planning, birth

intervals, and a reliable method of contraception should
be addressed in advance of starting to breast-feed.

POSTPARTUM AND BEYOND

In the first few days of breast-feeding, immediately
after delivery and before the mature milk comes in, a
thick, yellowish liquid known as colostrum is produced
in small quantities and secreted from the nipples. Yet
this “premilk” is sufficient to nourish the baby, satisfy
the baby, and protect the baby from jaundice and many
infectious diseases during the first few days of life.
Colostrum that can even be present early in the second
trimester of pregnancy contains complex immunologi-
cal proteins, white blood cells, and factors that activate
bowel function, a necessary stimulus to excrete the yel-
low pigment bilirubin (a by-product of red blood cell
damage) into the stool. “Foremilk,” which is the first
portion of expressed milk, is similar to skim milk in
both appearance and fat content. It is also larger in vol-
ume than “hindmilk,” the creamier milk with a higher
fat content that comes toward the end of the feeding.
The volume of milk production will only diminish if the
hormonal pathway regulated by frequent suckling is
inhibited, if there is severe malnutrition, or if the mother
is more than 10% dehydrated. 

Nursing frequency and its influence on both infant
and maternal nutrition can be categorized into one of
three breast-feeding patterns. Exclusive breast-feeding
(also known as unrestricted breast-feeding) is the term
applied when infants are fed only by this method, on
demand, and for unrestricted periods. Typically this
entails an average of 10–12 feedings per day and occurs
during the first 6 months of life. Partial breast-feeding
is the term coined when breast-feeding is supplemented
with limited amounts of formula, juice, water, or solid
foods. Minimal breast-feeding, sometimes referred to as
“token” feeding, usually means that the infant receives
nearly all sustenance from formula and other foods.
Research has found that the benefits of breast milk
increase with increased exclusiveness of breast-feeding,
and in fact, “token” breast-feeding has little or no nutri-
tional value.

The chemical makeup of breast milk changes with
every feed, making it tailored for the infants’ needs. Its
nutritional content is primarily fat, protein, lactose,
water, vitamins, and minerals, including calcium and
iron. Nutritional requirements of the lactating mother
should begin with a balanced diet and supplements
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based on maternal dietary deficiencies. Health care
providers should give particular attention to vegetarians
and malnourished women, as calcium and B vitamins,
among other things, may need to be supplemented.
Also, living in an industrialized, developed country is
not a guarantee against malnourishment and thus every
woman should have a nutritional assessment. Other
supplements like vitamin D, iron, and fluoride may be
recommended for the infant beyond 6 months of age
depending on other environmental and lifestyle factors.
Assessment of the infant’s nutritional status begins with
monitoring the number of wet and soiled diapers,
weight gain, and signs of jaundice. A health provider
should observe suckling techniques and evaluate feed-
ing frequency if any concerns arise.

TRENDS AND PRACTICES

From the dawn of civilization women have enter-
tained the use of special feeding flasks, wet nurses, and
mixed concoctions of animal milk as alternate methods to
nurture infants. Uninformed concerns about maternal
beauty, nobility, and the etiquette of the wealthy fueled
many of these practices. In the mid-1900s, when most
advances in science were perceived as beneficial, the “sci-
entifically” prepared formulas were marketed as medical
and commercial solutions to the problems of infant feed-
ing. “Scientific motherhood” coupled with the impact of
urbanization and industrialization led to a worldwide
downward trend in breast-feeding. This impact was espe-
cially harmful to the breast-feeding practices of mothers
in developing countries. Modified “formulas” that were
closer to human milk in nutrient quantity were still very
different in quality and lacked immune factors. In devel-
oped countries, there were negligible differences in mor-
tality between breast-fed and artificially fed infants;
however, the evidence became increasingly clear regard-
ing the prevention of infant and later illness among those
breast-fed. In developing countries, artificially fed infants
had an associated higher morbidity and mortality than
breast-fed infants, primarily caused by infection and mal-
nutrition. Poor access to clean water along with inade-
quate preparation, dilution, and storage of “formulas” are
large contributors to these outcomes.

Global trends toward increasing breast-feeding
have been noted since the late 20th century. Data from
the International Breastfeeding Compendium suggest
that in the unindustrialized countries, most children are
breast-fed for a few months. This is due in great part to

the strong work of mother support groups, more edu-
cated women, and available evidence as to the benefits
of breast milk, along with control of the marketing of
artificial formula preparations.

In the United States, a national health initiative,
Healthy People 2000, was outlined in 1978. It defined
clear targets for improved maternal and child health
measures and included improving breast-feeding rates
as a priority.

Target (%)

1978 1998 2010

In early postpartum 30 64 75
At 6 months �5 29 50
At 1 year �5 16 25

The international community has similar objectives;
however, the baseline rates are lower in many develop-
ing countries, with slow but steady advances toward the
target rates. Studies confirm that the rate of breast-feed-
ing is higher for married, well educated, higher socioe-
conomic status women. Maternal employment outside
the home and non-Anglo American ethnicity were
related to higher rates of bottle-feeding. Many of these
women, well informed about the benefits of mother’s
milk, chose not to breast-feed because it was “too diffi-
cult” and “there were too many rules.” The most frequent
reasons cited for stopping breast-feeding by women who
started at hospital discharge were (1) not enough milk,
(2) felt tired, and (3) infant’s pediatrician told mother to
stop. Asking for help from lactation consultants, mother
and father support networks, and trained health profes-
sionals allows access to practical guidance and accurate
information and should be sought before making any
decision to stop nursing. Nursing is a flexible practice
that should be tailored to fit the lifestyle needs of you
and your baby. Most problems, typically experienced in
the first 2–3 weeks of breast-feeding, have simple solu-
tions. Proper positioning and feeding on demand can
lead to avoidance of many of the common problems that
affect milk supply and breast health such as engorge-
ment, sore nipples, and blocked ducts. Positioning is the
single most important factor for getting breast-feeding
started well. This refers to (1) the physical alignment of
mother and infant, (2) the way the mother holds the
infant, (3) the position of the mother’s hand as it sup-
ports her breast, and (4) the position of the baby’s
mouth, lips, and tongue—often called the “latch-on”—
around the areola and nipple. Addressing problems early
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is also important to prevent outcomes such as infant fail-
ure to thrive, mastitis, yeast infections, and maternal
discouragement, all of which require professional atten-
tion. Recommendations for routine breast care involve
washing the breast following each nursing session with
only lukewarm water, if at all; and massaging a small
amount of expressed milk onto the nipple and areola fol-
lowing every feed.

Milk banking and pumping are notable options in
expressing breast milk that provide optimal infant
nutrition while the mother is not physically able to
nurse due to health problems, employment demands,
physical absence, or simple fatigue. Special instructions
are available in the cited references regarding these
practices and the storage of expressed milk.

SUMMARY

The evidence for the short- and long-term benefits of
breast-feeding on the health of the infant, women, and
their families continues to grow. This has led a renewed
commitment from the health care community to encour-
age and support this practice. The forces that improve
success, however, lie not only in the guidance of health
professionals, but seem grounded in the stories and sup-
port of mothers who have had positive or negative expe-
riences. Understanding that breast-feeding is natural but is
a learned skill is at the foundation of successful nursing.
Consequently, the approach to breast-feeding requires a
humble respect for the emotional, physical, and time
commitment involved, as well as skill grounded in the
experience of our ancestors. There are numerous books,
videos, websites, support groups, and health profession-
als available to guide a woman and her family through
this lifestyle practice. A referral listing with some of these
resources is available at the end of this chapter.

SEE ALSO: Lactation, Pregnancy
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Breast Implant see Breast Augmentation

Breast Lumps A woman’s breast is composed
internally of multiple glandular lobules and ducts sur-
rounded by fatty tissue, and therefore by the nature of its
design is often of lobular texture. Most women notice
irregularities or lumps in their breast from time to time.
Fortunately, the overwhelming majority of these breast
lumps (80–90%) are benign. Despite this, almost all
women will, at some point in their lifetime, be con-
fronted with breast cancer either personally or in a friend
or relative. In the United States, the current statistics are
that 1 in 8 women will develop breast cancer in her life-
time and that 1 in 30 women will die of breast cancer.
This may become a more sobering statistic the next time
you are in a room with 30 or more women. Though
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breast cancer survival is now actually improving as ear-
lier breast cancer detection and improved cure rates take
effect, for women, breast cancer remains the second
leading cause of cancer-related deaths in the United
States. It is important for each woman to have a good
understanding of the changes in her breast and when
and why it is important to see a medical professional
early if a suspicious breast lump occurs.

Although normal changes and breast lumps can
occur at any time, there are certain patterns that occur
at specific times or ages in a woman’s life. Before
puberty, breast bud development in a young girl may
occur one side at a time or one side larger than the
other. This lump asymmetry is generally normal
development. After breast development and with men-
struation, many women experience cyclical changes in
their breasts as hormone levels fluctuate monthly.
Young women may develop smooth, rubbery, mobile,
oval lumps in their breast known as fibroadenomas.
Fibroadenomas are the most common breast tumor
in young women, found especially from age 15 to 30,
though they may occur later in life as well.
Fibroadenomas are benign and do not carry an
increased risk of cancer but may increase rapidly in
size. Pregnancy and lactation may also result in irregu-
lar breast changes as milk-producing glands become
engorged. Occasionally a duct may become plugged or
infected resulting in a painful, tender, red mass. Breast
infection or abscess may also rarely occur when a
woman is not breast-feeding and may require antibi-
otics or surgical drainage. Trauma to the breast can
cause bruising and internal bleeding resulting in a
hematoma, or later a residual lump effect known as fat
necrosis. The most extreme examples of cyclical hor-
monal breast changes are often labeled as “fibrocystic
changes.” These fibrocystic breast changes are worse
7–10 days before menses, may be painful, swollen, and
tender, and often produce irregular ropey or granular
lumps, which improve following menses. These lumps
may be multiple and involve both breasts. Fibrocystic
changes are more prominent from ages 30 to 50
and may become worse as menopause approaches.
Treatment of severe, painful fibrocystic changes usu-
ally involves the use of salt restriction, avoiding
caffeine, tea, and chocolate, and in some cases the use
of hormone manipulation. These changes generally
resolve after menopause if hormone replacement is not
being used. Breast cysts, as a component of fibrocystic
changes, are fluid-filled sacs that may become
quite tense, firm, and painful and may mimic solid

lumps. Breast cysts are most common from age 40 to
menopause. After menopause, a breast lump may be
any of the above benign conditions; however, the like-
lihood that it is cancer becomes much higher. Though
breast cancer is more common as a woman grows
older, it can occur even at a young age.

Any breast lump that persists through one menstrual
cycle or any new lump in a postmenopausal woman
should be brought to the attention of a medical profes-
sional. Workup usually consists of a thorough history, a
clinical breast exam, and mammograms. This may be
supplemented by ultrasound of the breast and/or fine-
needle aspiration (withdrawal of fluid or solid cell mate-
rial). Core biopsy (large-needle tissue sampling) or
excisional biopsy (complete removal of the lump) is
often indicated to rule out malignancy. Cysts often
respond to simple needle aspiration. Recurrent or bloody
cysts are generally an indication for excision. Only rarely
are such imaging studies as magnetic resonance imaging
(MRI) or positron emission tomography (PET) scanning
indicated. Breast cancer can present as a lump (often
painless) or as a suspicious finding on a mammogram.
Other changes such as skin dimpling, bloody nipple dis-
charge, new nipple retraction, or lumps under the armpit
can occur with breast cancer. Some breast cancers are
not detectable on physical examination and others are
not seen on mammogram, thus both methods must be
used to evaluate for the possibility of cancer.

Although some breast cancers (5–10%) are inher-
ited (mutations in the BRCA1 and BRCA2 genes are
identified examples), most breast cancers appear to
occur sporadically. Certain conditions are associated
with a higher incidence of cancer. These include risks
related to family history such as breast cancer in more
than one first-degree relative (sister or mother), breast
cancer in a first-degree relative before age 50, bilateral
breast cancer in a first-degree relative, or known
BRCA1 or BRCA2 gene mutations in the family. Other
risks are related to long-term unopposed estrogen
exposure such as early onset of menses, lack of breast-
feeding, no pregnancies or late pregnancies, obesity, or
late menopause. The majority of benign fibrocystic
lumps are not associated with any increased risk of
breast cancer. However, certain benign diagnoses such
as the hyperplasia seen with intraductal papilloma and
sclerosing adenosis, and atypical hyperplasia are asso-
ciated with an increased risk of breast cancer.

Breast cancer usually arises from two normal cell
types in the breast, ductal cells that form the tubes that
carry milk out to the nipple, and lobular cells that form
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the actual milk-producing glands of the breast. Breast
cancer can either be noninvasive, so-called ductal
carcinoma in situ (DCIS) or lobular carcinoma in situ
(LCIS), or it can be invasive, so-called ductal carcinoma
or lobular carcinoma. All of these are classified in the
broad category of glandular cancers or so-called ade-
nocarcinomas. DCIS is felt to be precancerous with a
high likelihood of becoming invasive cancer with time.
It thus requires aggressive treatment. LCIS behaves
differently and while its presence is associated with
a higher risk of cancer in either breast, it does not
appear to become invasive cancer itself. Close monitor-
ing or very rarely more aggressive prophylactic bilateral
mastectomy is used. Ductal invasive carcinoma and lob-
ular invasive carcinoma are malignant cancers that can
potentially metastasize (spread to other parts of the
body) and are treated similarly with aggressive therapy.

Breast cancer treatment occurs at two very differ-
ent levels. The first is local treatment that involves treat-
ment to the affected breast and its draining lymph
nodes in the adjacent armpit (axilla). The second is sys-
temic treatment that involves treatment to the rest of the
body away from the breast, where cancer cells may
spread in advanced cases. Surgery and radiation are
both local treatments to treat only the breast and axilla.
Chemotherapy and hormonal therapy are systemic
treatments and are used to treat the rest of the body, if
the risk of metastasis outside the breast is high enough.

Local breast cancer treatment generally involves two
options. The first option is breast conservation treatment
that consists of surgical lumpectomy and axillary node
excision combined with radiation to the breast and axilla.
This conserves most of the breast. The second option is
mastectomy that involves removal of the entire breast and
axillary node excision. Mastectomy may be accompanied
by immediate or delayed reconstruction of the breast with
plastic surgery. Radiation is often not required with mas-
tectomy. In either option an important principle is the
treatment of the entire affected breast, including the
breast tissue that is away from the cancer itself, by either
removing it (mastectomy) or irradiating it (radiation). The
axillary node excision with either of the two above
options can be accomplished in several ways depending
on the clinical situation. One option is sentinel node
biopsy where one or two axillary lymph nodes identified
in a special technique as the first (or sentinel) node(s) to
drain the breast are removed and inspected. If no cancer
is found in the sentinel node the procedure is over. If the
sentinel node is found to contain cancer, more axillary
nodes are then removed. Axillary node excision may also

be accomplished by axillary node sampling, in which at
least 10 nodes are removed, or by formal axillary node
dissection, in which most of the axillary nodes are
removed. In many situations breast conservation treat-
ment with axillary node excision and mastectomy with
axillary node excision may be equivalent treatment in
terms of both overall survival and local recurrence rates.

The prognosis and severity of breast cancer
depends on whether the tumor has spread to the axil-
lary lymph nodes or other areas of the body and on the
original size of the tumor. The term grade refers to the
microscopic appearance and aggressiveness of the can-
cer cells themselves and ranges from grade 1 (best) to
grade 3 (worst). The term stage refers to the extent of
the spread of the cancer and ranges from stage I (small
tumor with no spread to the lymph nodes or elsewhere:
excellent prognosis with proper local treatment) to
stage IV (distant metastases: very poor prognosis even
with aggressive local and systemic treatment). Other
factors such as the patient’s age and menopausal status,
total number of lymph nodes involved with cancer, vas-
cular or lymphatic invasion, estrogen and progesterone
receptor status, DNA ploidy, S phase fraction, and
HER-2/neu and p53 status also affect prognosis and the
need for possible systemic treatment.

Systemic treatment, if indicated, is either chemother-
apy or hormonal therapy or both. Chemotherapy is
usually given primarily intravenously using a combination
of different drugs in cycles often as an outpatient usually
for 4–6 cycles lasting from 3 to 6 months. Recently, newer
medications used to treat the side effects of chemother-
apy have dramatically improved the tolerance for this
type of treatment. Hormonal therapy in oral pill form
(tamoxifen or aromatase inhibitors) is often indicated as
systemic treatment for certain tumors or age groups.

The key to better breast cancer cure rates is early
detection and treatment. For early breast cancer detec-
tion and as part of a healthy lifestyle, all women should
practice a triple approach: monthly breast self-examination
(beginning at age 20 and taught by a medical profes-
sional), yearly breast clinical examinations (beginning
at age 25–30 and performed by a qualified medical
professional), and routine screening mammography
(beginning at age 35–40). Women at higher risk for
breast cancer should seek and follow the advice of a
breast care specialist for lifetime surveillance.

SEE ALSO: Body image, Breast cancer, Breast examination,
Hormone replacement therapy, Mammary glands, Mammo-
graphy, Mastectomy, Menopause
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Breast Reconstruction Breast cancer can be
an extremely devastating disease. One in every seven
women will develop breast cancer in her lifetime. There
are many options that are available for treating breast
cancer. The emphasis over the last decade has leaned
toward breast conservation. However, there are times
when a mastectomy is the only option. This leaves the
woman with an asymmetry or deformity that she may
find intolerable. The more conservative treatments may
also leave a significant deformity.

Women now have options after mastectomy and/or
lumpectomy. In the past decade, these options have
been offered before the procedure is performed. Breast
reconstruction is not for everyone. A diagnosis of breast
cancer may be so overwhelming that a woman does not
wish to think about this particular aspect prior to
surgery or even ever. A thorough discussion between
the patient and her doctor will help her decide what the
best option is for her. She may also consider other
options, such as radiation and/or chemotherapy.

The decision to have breast reconstruction may not
stem from the fact that a woman is missing a breast. It
is often more convenience-oriented than aesthetic.
Women do not want to put a prosthesis into their bra
everyday. They want to be able to wear a bathing suit,
a low-cut dress, or an open blouse without having to
worry about the prosthesis being seen. In addition,
putting a prosthesis on everyday reminds them daily
about their breast cancer.

The goal of breast reconstruction is to create a
breast that looks and feels as natural as possible.
However, it should be remembered that the recon-
structed breast will never be the same as the natural one.

There is no evidence that reconstruction will increase
the chance for recurrence nor hide recurrence.

Breast reconstruction requires a minimum of two
procedures and may be performed either immediately
at the time of mastectomy or at a later time. If delayed,
it is often because the woman does not want to think
about reconstruction. Other health issues may also
preclude her from undergoing breast reconstruction
immediately. In the majority of cases, women elect to
have immediate reconstruction.

Surgery for reconstruction can be accomplished
using one’s own tissue (known as autologous) or using
skin expansion. When a mastectomy is performed, there
is a shortage of skin/tissue. If tissue expansion is used,
a balloon expander is placed underneath the muscle of
the chest wall. After healing, the tissue is gradually
expanded in the office. When desired expansion is
obtained, the second phase of the reconstruction is per-
formed. The expander is removed, a permanent implant
is placed, and a nipple is created (if desired). In addi-
tion, the opposite side may have to be adjusted for sym-
metry; for instance, if the opposite side is very large.

If autologous tissue is used, a skin flap from the
back, abdomen, or buttocks is taken. This flap consists
of skin, fat, and muscle with its own blood supply. In
short, the tissue is elevated and transferred to the mas-
tectomy site and a breast mound created. This is a more
complicated procedure. It requires much more time,
increases the possibility that blood transfusions will be
needed, and necessitates a much longer hospital stay.
However, the advantage is that there is no foreign body
associated and there is usually less need for adjustment
of the opposite side. The second stage entails nipple
reconstruction and possible adjustment of the opposite
side. One of the most popular flaps is called the
“tummy tuck” or TRAM flap. This procedure entails tak-
ing skin, fat, and muscle from the bottom of the
abdomen and transferring them up into the mastectomy
site and creating a breast mound. The end result is the
creation of a breast and the provision of a tummy tuck
as the skin and so forth were removed from that site.

There are always risks and complications that can
occur. These should be discussed in detail with the
reconstructive surgeon. Any woman undergoing mas-
tectomy should be told of all available options so that
she and the team that is caring for her can make the
best individual decision.

SEE ALSO: Body image, Breast cancer, Breast lumps,
Mammography, Mastectomy
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Breast Reduction There is a lot of emphasis
placed on the size of women’s breasts. Most of the time,
the emphasis is focused on enlarging the size of the
breasts. However, large breasts can be equally difficult
for women. Usually the problem begins in early
adolescence when puberty begins or after pregnancy,
particularly when a woman has gained a great deal of
weight. When a young teenager has large breasts, peers
often make fun of them or make rude comments. This
can create psychological problems that may persist into
adulthood. In addition, a significant weight gain can
cause the breasts to enlarge. The medical term for this
is breast hypertrophy or macromastia. The increased
weight from macromastia can cause a lot of stress on
the shoulder, eventually creating poor posture which
may lead to shoulder, neck, and back pain. In addition,
women find it difficult to exercise due to “bouncing”
and increased weight on their shoulders. Other symp-
toms may include skin irritation under the breasts,
indentations in the shoulders from the bra, and a feeling
of self-consciousness about the size of the breasts.

What are the options for correcting macromastia?
First, height and weight criteria should be examined. If
a woman is grossly overweight, a weight reduction
program should be initiated. This may help to bring the
size of the breasts into the correct proportion. If the
breasts are still large, a surgical procedure can then be
planned. There are literally thousands of such breast
reduction surgeries performed every year.

Breast reduction surgery, also known as reduction
mammoplasty, is a procedure designed to remove the
excess breast tissue. When the breasts enlarge, the nip-
ple and pigmented area around the nipple (the areola)
descend down below a “normal” plane. In addition to
removing the excess breast tissue, this procedure also
raises this complex into a normal position. This involves

a great deal of incisions and suturing. It is performed in
an operating room under a general anesthetic, usually
on a same-day surgical basis.

There are a variety of procedures available for reduc-
tion mammoplasty, which often results in a fair amount of
scarring; this scarring is permanent, but may fade in
1–2 years. This is probably the drawback to this operation.
However, women are often thankful to have the increased
weight off their chest, back, and so forth, so that they con-
sider this a fair trade off. It is very helpful to see pictures
prior to surgery and these are usually shared with the
woman at the initial consultation with the plastic surgeon.
Additionally, in the last few years, a great deal of empha-
sis has been placed on reducing the scarring and pre-
serving nipple sensation and increasing the ability to
breast-feed if a woman is still within the childbearing age.

The type of procedure used will be discussed and
determined during the initial consultation with the plas-
tic surgeon. Although many incisions are necessary,
there is usually not enough blood loss to necessitate
a blood transfusion.

The timing for breast reduction surgery is individ-
ualized. However, if women are of the childbearing age
and feel strongly about breast-feeding, the procedure
should be postponed until after this period.

Some commonly asked questions include: How
does a woman determine what size she wants to be
after the operation? This is a decision that is made with
the plastic surgeon. Factors that enter into this decision
include body habitus and height and weight. Pictures
are also extremely helpful and additional helpful infor-
mation can be found on the Internet. Women who gain
weight after breast reduction surgery will experience an
enlargement of their breasts; the reverse is true as well.

Most insurance companies do not consider this a
cosmetic procedure. However, they do set guidelines
in order for this procedure to be covered. They will usu-
ally allow payment if more than 500 g or 1 lb is removed
from each side. Preauthorization for medical necessity is
required. This involves taking pictures, including height,
weight, bra size, and symptomatology prior to the
surgery. The insurance companies make the decision,
not the doctor, as to whether this meets the criteria.
Breast reduction surgery can be an extremely rewarding
operation. However, a thorough consultation, examina-
tion, and understanding of the details of surgery should
take place prior to making this commitment.

SEE ALSO: Body image, Mammary glands, Mammography,
Mastectomy
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Bulimia Nervosa According to the Diagnostic
and Statistical Manual of Mental Disorders, fourth
edition (DSM-IV ), eating disorders can be classified as
anorexia nervosa (AN), bulimia nervosa (BN), and eat-
ing disorder not otherwise specified (ED-NOS). BN is
characterized by recurrent episodes of “out of control”
or binge eating, occurring on average at least twice
a week for 3 months with self-evaluation that is unduly
influenced by body shape and weight. Unlike AN, BN
patients are typically within the normal weight range
or mildly overweight. Although not during a binge,
they do restrict their total caloric consumption between
binges.

The onset of BN is usually in adolescence but may
be as late as early adulthood. Estimates of lifetime preva-
lence among women range from 1.1% to 4.2%, with the
male-to-female ratio ranging from 1:6 to 1:10. Eating dis-
orders are more frequent in industrialized societies. In
the United States, among non-Caucasian races, African
American women are more likely to develop BN as
compared to AN and more likely to purge. Biological
and psychosocial factors are implicated in the patho-
physiology but only partially understood. Increased
endorphin levels are found in patients with BN after
purging and may be likely to induce feelings of well-
being. Antidepressants often benefit patients with BN
and suggest a role for serotonin and norepinephrine.
First-degree female relatives and monozygotic twins of
patients with AN have higher rates of AN and BN.
Families of patients with BN have higher rates of sub-
stance abuse, particularly alcoholism, affective disorders,
and obesity. High levels of hostility, chaos, and isolation
and low levels of nurturance and empathy are reported
in families of children presenting with eating disorders.

The essential features of BN are binge eating and
inappropriate compensatory behaviors including fasting,
vomiting, laxative use, or exercising to prevent weight
gain. Binge eating is typically triggered by dysphoric
mood states, interpersonal stressors, intense hunger fol-
lowing dietary restraints, or negative feelings related to
body weight, shape, and food. Individuals are typically
ashamed of their eating problems and binge eating

usually occurs in secrecy. In addition to DSM-IV criteria,
the Eating Attitudes Test, Eating Disorders Inventory, or
Body Shape Questionnaire may be helpful in diagnosis
and assessment of eating disorders. Comorbid condi-
tions include major depressive disorder or dysthymia,
bipolar disorder, obsessive–compulsive disorder, sexual
abuse, and substance abuse. Patients with BN have been
described as having difficulties with impulse regulation.
Medical complications are related to obesity, vomiting,
and laxative abuse. Differential diagnoses include med-
ical conditions like abdominal epilepsy, brain tumors,
Kluver–Bucy syndrome and Klein–Levin syndrome.

The recommended treatment plan combines both
psychotherapy and medications. Antidepressants are
used to reduce the frequency of disturbed eating behav-
iors and to treat any comorbid depression, anxiety,
obsessive–compulsive features, and symptoms of
impulse disorders. The only medication approved by
the Food and Drug Administration (FDA) for BN is
the serotonin-reuptake inhibitor fluoxetine (Prozac).
Several studies have demonstrated efficacy of other
serotonin-reuptake inhibitors like fluoxetine, sertraline,
paroxetine, and citalopram; tricyclic antidepressants
(TCA) like imipramine, nortriptyline, and desipramine;
and monoamine oxidase inhibitors (MAOI). Doses
of TCA and MAOI antidepressants parallel those used
to treat depression, but higher doses of fluoxetine
(60–80 mg/day) may be needed to treat BN. Bupropion
has been associated with seizures in purging bulimic
patients and its use is not recommended. Lithium
continues to be used occasionally as an adjunct for
comorbid disorders.

Little long-term follow-up data on BN exist. Short-
term success is 50–70%, with relapse rates between
30% and 50% after 6 months but the overall prognosis is
better than that for patients with AN. Poor prognostic fac-
tors are hospitalization, higher frequency of vomiting,
poor social and occupational functioning, poor motiva-
tion for recovery, severity of purging and presence of
medical complications, high levels of impulsivity, longer
duration of illness, delayed treatment, and a premorbid
history of obesity and substance abuse.

The clinical practice guideline for the diagnosis
and treatment of eating disorders is found on the
American Psychiatric Association (APA) website. An
abridged, up-to-date version is available at www.guide-
lines.gov/index.asp.

SEE ALSO: Anorexia nervosa, Body image, Eating disorders,
Weight control
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Byrne, Ethel Ethel Byrne, along with her sister
Margaret Sanger, founded the first birth control clinic in
the United States in 1916. Ethel and Margaret grew up
in Corning, New York. Their mother, Anne, suffered
from tuberculosis. Contraception, in addition to being
illegal, was unheard of in the girls’ devout Catholic
neighborhood. Anne became pregnant eighteen times
and had seven miscarriages. She ultimately delivered
eleven children and was further incapacitated with
tuberculosis after each pregnancy.

Ethel and Margaret’s father, Michael Higgins, was a
tombstone engraver by trade, but spent much of his
time studying politics and social issues. The family lived
in increasing poverty with each additional child. Their
economic situation worsened when Higgins invited one
of his heroes to speak in town. His hero happened to
be an agnostic as well as a socialist. The local priest was
horrified, and advised his parish to shun Higgins like
the devil himself and to purchase their tombstones
elsewhere. When Ethel was in her early teens her
mother died of tuberculosis. She and Margaret spent the
next few years caring for their father.

Ethel became a nurse and helped her sister (also a
nurse) distribute information about contraception
through a weekly magazine called The Woman Rebel
and through a pamphlet titled “What Every Girl Should
Know.” Until 1965, states could pass laws (known as

Comstock Laws) that made distributing this type of
information as well as the use of birth control methods
in some states a crime. While Margaret had been
arrested for obscenity stemming from the magazine, the
charges had been dismissed. But when the sisters
opened their clinic in Brooklyn in 1916, they were
treated far more harshly.

After they had treated 500 patients, police raided
the clinic on the tenth day of its operation and arrested
Ethel, Margaret, and a third founder, Fania Mindell. Ethel
was the first of the three to go to trial in 1917 and she
was sentenced to 30 days in the women’s workhouse on
Blackwell’s Island. Ethel decided to go on a work and
hunger strike during her sentence to garner publicity for
the birth control movement. When she got to prison, the
warden’s wife assigned her a job waiting tables and
cleaning the warden’s quarters. Ethel refused and began
her hunger strike. She issued statements to the papers
every day. The publicity increased when the warden
issued an order that she be force-fed. After 185 hours of
the hunger strike, Ethel became the first woman in U.S.
history to be force-fed in prison. The governor of New
York, Charles Whitman, offered Ethel leniency if she
would promise not to violate the Comstock Laws again.
Ethel refused. Margaret, however, told the governor that
she would ensure that Ethel did not work in the birth
control movement again. Ethel was released from prison
and, as her sister promised, did no more work for the
movement. Ethel lived into her 70s while Margaret con-
tinued to fight for contraceptive provision and informa-
tion. In 1965, the Supreme Court ruled that laws like the
one that sent Ethel to prison are unconstitutional.

SEE ALSO: Access to health care; Birth control; Comstock
Laws; Pregnancy; Sanger, Margaret
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Calcium Calcium is an important component of
bones and teeth. The calcium in bone is constantly
removed and replaced, so getting enough calcium is
important to maintain strong bones. Calcium is
absorbed in the stomach and small bowel, but only
about 25% of ingested calcium is absorbed. About half
of all adults do not get the recommended daily
allowance (RDA) of calcium in their diet, and calcium
supplements are needed (see Table 1).

Calcium is available as carbonate, citrate, phos-
phate, gluconate, lactate, oyster shell, bone meal, and
dolomite. Consumer Reports has done extensive testing
of calcium absorption from hundreds of supplements
and found that almost all dissolve well. According to
these experts, there is no scientific reason to buy more
expensive supplements that make special health claims.
They recommended choosing a calcium supplement
based on cost. Calcium carbonate, which is found in
many antacids, is often the least expensive.

Patients often overestimate the amount of calcium
they consume in their supplements. The most important
information on the supplement’s label is the amount of
elemental calcium. The amount of elemental calcium by
weight varies from 9% in calcium gluconate to 40% in
calcium carbonate. When reading the label, also check
the serving size: the amount of calcium provided is
often based on a serving size of two or more pills.

Calcium is most efficiently absorbed when taken in
doses of no more than 500–600 mg at one time. Calcium
carbonate is absorbed best in an acid environment, and
some patients with low stomach acid (e.g., patients who
take acid-blocking medication) may not absorb calcium

carbonate well. In this circumstance, calcium citrate is
preferred since it does not depend on acid for absorp-
tion. Calcium carbonate should be taken with meals
since food stimulates acid output. For those who can-
not take a pill, chewable calcium supplements are avail-
able (Tums, Viactiv) as well as liquid preparations
(Citracal effervescent tablets). Calcium can cause gastro-
intestinal (GI) adverse events such as bloating, gas, and
constipation. Switching calcium brands or changing

Calcium

Table 1. Recommended daily calcium intake (from
NIH consensus statement)

Optimal daily intake 
Group (in mg of calcium)

Infant
Birth–6 months 400
6 months–1 year 600

Children
1–5 years 800
6–10 years 800–1,200

Adolescents/young adults
11–24 years 1,200–1,500

Women
25–50 years 1,000
Pregnant and nursing 1,200–1,500
51–65 years (postmenopausal)

Not on estrogen 1,500
On estrogen 1,000

Over 65 years 1,500

Men
25–65 years 1,000
Over 65 years 1,500



from carbonate to citrate can often alleviate this side
effect. There has been some concern that calcium sup-
plements may contain trace amounts of lead. However,
calcium itself blocks lead absorption into the blood-
stream. Also, the amount of lead found in supplements
is less than the amount found in many foods. In gen-
eral, lead levels in calcium tablets are well below levels
that are considered unsafe.

Vitamin D is essential for adequate absorption of
calcium. The major sources of vitamin D are fortified
dairy products (mainly milk) and sunlight. Vitamin D
deficiency is common and occurs in up to 20% of peo-
ple as reported in some studies. Those living in north-
ern latitudes are at higher risk, as are lactose-intolerant
people and the elderly. Vitamin D supplementation
is often needed. The RDA for vitamin D is 400 IU which
is the amount in an adult multivitamin, although
many experts believe that 600 IU or, in the elderly,
800 IU is the appropriate dose. Calcium supplements
are available with and without vitamin D. People in
higher risk groups, especially the elderly, should take
vitamin D in a multivitamin or with their calcium
supplement.

Several medical conditions affect calcium absorption
and excretion. As mentioned above, low stomach acid
decreases calcium carbonate absorption, and patients
with GI disorders (celiac disease or surgery with removal
of portions of the stomach or small bowel) may not
absorb enough of the calcium and vitamin D that they
take in. Patients taking glucocorticoids like prednisone
also have reduced calcium absorption. Parathyroid hor-
mone regulates calcium absorption and excretion, and
abnormalities of the parathyroid glands can lead to dan-
gerously high or low levels of calcium in the blood.
Some patients lose too much calcium in the urine. This
can occur in patients with renal tubular abnormalities
and in patients who are on high-sodium diets. Hydro-
chlorothiazide, a diuretic used for high blood pressure,
decreases the excretion of calcium into the urine.

The most obvious and probably the most important
benefit of calcium is the prevention and treatment of
osteoporosis. There have been many studies of calcium
and its effect on bone mass and risk of fracture. Almost
all show a beneficial effect on bone mass and several
have demonstrated significant reduction in fractures of
the spine and hip. It is important to note that calcium
alone cannot prevent the accelerated bone loss that
occurs in the first 5–6 years of menopause. The relatively
sudden loss of estrogen at menopause overwhelms
any beneficial effect of calcium. Similarly, calcium and

vitamin D are not adequate treatments for patients with
established osteoporosis, especially those with fractures.
In these patients, other drugs are required in addition to
calcium and vitamin D. Some drugs used for osteoporo-
sis block the removal of calcium from the bones, like
estrogen, alendronate (Fosamax), risedronate (Actonel),
or raloxifene (Evista), while others stimulate new bone
formation, like teriparatide (Forteo).

In addition to preventing and treating osteoporosis,
calcium supplements appear to lower blood pressure,
protect against kidney stones, and may reduce colon
cancer. The reduction in kidney stone formation occurs
because most stones are made of oxalate. Calcium
binds oxalate in the intestines and reduces the amount
of oxalate in the urine. People with calcium-containing
kidney stones should talk to their doctor before taking
calcium supplements.

SEE ALSO: Osteoporosis and osteopenia, Vitamins
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CHAD DEAL

Cancer Around 400 BC, Hippocrates described the
long, bulky veins spread around some breast tumors as
resembling the limbs of a crab, hence its name—karki-
noma in Greek and, later, its Latin equivalent cancer.
Although cancer is not one disease, all cancers share one
characteristic and it is the uncontrolled growth of cells.
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Our normal body is built of 30 billion cells. Each
healthy cell while restrained to a defined space—with
the exception of blood cells circulating in the body—
reproduces (proliferates) and dies (apoptosis) in a
meticulous concord with itself and other cells to keep
the body as a whole. Tumors arise when the process of
reproduction loses its harmony. Thus, cells proliferate
without control and form tumors. Tumors are called
benign or in situ if they remain in the assigned bound-
aries (tissue). If tumor cells acquire an additional capac-
ity of breaking the tissue in which they belong, they
become malignant and further capable of invading
other tissues. Offspring of malignant cells travel through
blood or lymph vessels and lodge in a distant site.
Invasion of distant sites by cancer cells originated in
other sites (primary sites) is called metastasis. Most
cancer deaths are the result of metastasis.

The process of cell reproduction is complex yet
controlled mainly by two groups of genes, proto-
oncogenes and tumor suppressor genes. These genes
together with all the other genes are carried in the DNA
molecules in the core of each cell (nucleus). Proto-
oncogenes are responsible for the stimulation of growth
and their activities result in reproduction and cell divi-
sion. Mutation of these genes therefore will result in
overgrowth of cells. Ras and myc gene families are
examples of proto-oncogenes involved in cancers of
breast, lung, colon, and leukemias. Tumor suppressor
genes, in contrast, are an obstacle to improper cell divi-
sion. Nonfunctional tumor suppressor genes will allow
inappropriate cell reproduction. BRCA1, BRCA2, and
P53 are examples of tumor suppressor genes involved
in breast and ovarian cancers. Although mutation in
these two groups of genes contributes remarkably to
the development of cancer, involvement of other muted
genes together with other, yet unknown, mechanisms
may also be important for tumors to become malignant
and further detach from its residence and spread to
other sites.

In contrast to infectious disease where the time
between exposure to the infectious agent and the
occurrence of disease (incubation period) is usually
measured in days, weeks, or months, the latency
period—the time from exposure to agents causing or
contributing to cancer (carcinogens)—for cancer can be
estimated up to decades. Transformation of normal cells
to cancerous cells requires a relatively long process of
accumulation of several muted genes over time.
Individuals with inherited (carried from parents to chil-
dren) muted genes develop cancer at a younger age

because they require less time for the carcinogenic
process to be complete.

Apart from cancers caused by inherited mutations
in genes, which accounts for about 5% of all cancer
deaths, most cancers are caused by factors related to
individuals’ environment and lifestyle and are hence
modifiable. Epidemiological studies investigating
cancer occurrence in relation to the migration of
human populations have delineated the relative impor-
tance of these factors on cancer occurrence. While
genetic compositions remain constant upon migration,
environmental and lifestyle factors are subject to
change. One evidence of the major role of environ-
mental and lifestyle factor in cancer is the observed
variation in the risk of several cancers across socioeco-
nomic groups. Cancers of the breast, prostate, colon,
and melanoma are more common in affluent than in
underserved populations. Some of the factors asso-
ciated with differences in cancer incidence across
socioeconomic groups are reproductive behavior
(i.e., late age at complete pregnancy and less number
of children associated with increased breast cancer
risk) and nutrition (i.e., consumption of red meat and
saturated fat increase risk for colon cancer). The oppo-
site is true for cancers of the cervix, stomach, liver,
esophagus (throat), and lung, which affect people of
lower socioeconomic status at a disproportionately
higher rate. The prevalence of some unhealthy lifestyle
factors such as smoking (cancer of the cervix, lung,
and esophagus), heavy alcohol consumption (liver
cancer), unsafe sexual behavior (cancer of the cervix),
and infection with cancer-causing viruses and bacteria
(Helicobacter pylori and stomach cancer) associated
with several cancers seems to be higher in less affluent
populations.

Preceded only by heart disease, cancer is the
second leading cause of death in the United States. It
was estimated that in 2003, over 1.3 million new cases
would be diagnosed with cancer, and over half a mil-
lion deaths would occur as a result of cancer. Leading
sites of new cancer cases are prostate (33% of all new
cases), lung and bronchus (14%), and colon and rec-
tum (11%) in men; and breast (32%), lung
and bronchus (12%), and colon and rectum (11%) in
women. In both men and women, lung and bronchus
is the leading site for cancer-related deaths. The
cancer-related economic burden to the society is
substantial, with over $189 billion in direct medical
costs and lost productivity due to the disease and to
premature death, as estimated for 2002.
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CAUSES OF CANCER

Examples of external factors that contribute to
accumulation of muted genes leading to cancer are:
physical inactivity, tobacco and alcohol, nutrition, radi-
ation and chemicals, bacteria and viruses, medications,
and reproductive factors. Although the exact biological
mechanism for some of these factors by which they
contribute to cancer remain elusive, results from epi-
demiological studies provide clear evidence of their
major role in cancer causation.

Physical Activity

There is sufficient evidence of the role of physical
activity on the prevention of breast (see Breast cancer)
and colon cancer and probably cancers of the
endometrium (lining of the uterus) and prostate.

Tobacco and Alcohol

More than 25% of all cancer deaths could be
prevented in the United States if people did not smoke.
There is clear evidence not only that smoking causes
lung cancer but also that passive smoking is a major
cause of developing lung cancer. Tobacco consumption
is the main cause of cancers of the upper respiratory
tract, esophagus, bladder, and pancreas as well. As a
result, the tobacco industry and its practices of market-
ing addictive products to targeted populations have
come increasingly under scrutiny in the United States in
recent years. This has led to litigation and multi-billion-
dollar settlements by the tobacco industry. Communities
have turned to policymakers as a strategy to control
both youth’s access to tobacco products and the general
population’s exposure to environmental tobacco
smoke.

While antitobacco efforts have led to a decrease in
the prevalence of smoking in some populations in the
United States and many other developed countries, we
are observing a rapid rise in rates of smoking in devel-
oping countries. Consequently, an increased risk of
smoking-related cancers in these populations in one
or two decades is well expected. Since alcohol and
tobacco consumption are closely correlated habits,
investigating their association with cancer has been dif-
ficult in small studies. However, this difficulty has been
overcome by pooling the data from 53 studies, with
findings indicating increased risk of liver and breast
cancer with higher consumption of alcohol.

Nutrition

Overall, abundant and routine consumption of
fruits and vegetables contributes significantly to the
prevention of many cancers. In contrast, consumption
of red meat and saturated fat is associated with various
cancers. These associations are established for cancer of
the colon and rectum. Overnutrition during childhood
that leads to disproportionate growth may lead to
increased risk of cancer through adulthood. This has
clearly been shown in epidemiological studies of breast
cancer. Women who spent their childhood in a food
deprivation period (e.g., during World War II) had a
decreased risk for breast cancer when compared with
women growing up in periods of abundant food.

Radiation and Chemicals

Ultraviolet radiation (sunlight) can damage DNA
and cause melanoma—the most lethal form of skin can-
cer. Individuals with fair skin are more susceptible to
the carcinogenic effect of sunlight. Radon, another nat-
urally occurring radiation from the earth, is shown to be
related to lung cancer. The risk is accelerated among
smokers. Exposure to high-dose ionizing radiation
causes various types of cancer. Demonstrated carcino-
genic effect of some chemicals used in industries has
led to a remarkable decrease or banning of these chem-
icals in many industrialized countries, while they are
still available and used extensively in developing coun-
tries. Examples of these chemicals and their effects are
asbestos (e.g., used in brake lining of vehicles and insu-
lation material) causing lung cancer and more drasti-
cally among exposed smokers than nonsmokers,
benzene in painting material causing leukemia, use of
hair dyes causing bladder cancer, arsenic used in pesti-
cides and insecticides associated with both lung and
skin cancer depending on the mode of exposure.

Viruses and Bacteria

The only known type of bacteria that has been
linked to cancer is H. pylori, which is associated with
stomach cancer. Several viruses are established as main
risk factors for cancer. Human papillomaviruses are
associated with cancers of the cervix (see Cervical can-
cer), anus, and other genital organs. Hepatitis B and C
are causally related to liver cancer. Despite the high
prevalence of infected individuals with these bacteria
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and viruses, for some yet unknown reason, only some
eventually develop cancer.

Reproductive Factors and Medications

Late age at first pregnancy, nulliparity (never giving
birth), early age at menarche, and late age at menopause
are factors associated with breast, endometrial, and
ovarian cancer (see Breast cancer and Endometrial can-
cer). Hormonal replacement therapy (HRT) used for
menopausal symptoms increases risk for breast and
endometrial cancer. Estrogen alone HRT is associated
with increased risk for endometrial cancer and estrogen
plus progesterone HRT increases risk for breast cancer.
Use of combined oral contraceptives (estrogen plus
progesterone) decreases risk for endometrial and
ovarian cancer and may slightly increase risk for breast
cancer among younger women (see Breast cancer).
Similarly, fertility drugs may increase risk for ovarian
cancer. Children using growth hormones may be at
increased risk for leukemia, and some drugs adminis-
tered for lowering cholesterol may increase risk for can-
cers of the colon and rectum.

Low-dose aspirin has been shown to moderately
prevent adenomas (polyps) in the large bowel.
Adenomas are possibly always prerequisites for devel-
opment of colon cancer. A significant reduction in the
remission of colorectal adenomas in patients with pre-
vious colorectal cancer has been observed among those
who use aspirin on a daily basis.

Cancer stage is the most important predictor of
prognosis; diagnosis at early stages of cancer implies
increased chances of survival, and in the case of many
cancers, cure. Similarly, adequate cancer treatment and
follow-up care are important to enhance chances of
survival, and even chances of cure. Many cancers,
including some of the most common cancers, such as
prostate, colon and rectum, breast, and cervix of the
uterus, are amenable to screening. Despite the high-
visibility media campaigns, however, screening rates
have remained relatively low. Financial barriers and
lack of knowledge, among others, have contributed to
disparities in cancer-related outcomes. The uninsured
and underinsured, for example, are at an increased risk
for being diagnosed at later stages of cancer, and for
receiving disparate cancer treatment and follow-up
care, further contributing to poor outcomes.

The profound effects of lifestyle and behavior
modifications on cancer risk imply a greater ability to
prevent cancer. In addition, the availability of and

access to effective screening, therapy, and follow-up
care are likely to greatly influence prognosis through
early cancer detection, increased survival, and even
cure. Together, these elements constitute the foundation
in our fight against cancer. With significant strides in the
science of genetics and its epidemiology, further
progress is to be expected through that venue as well.

SEE ALSO: Access to health care, Agricultural work, Breast can-
cer, Cervical cancer, Disparities in Women’s Health and Health
Care (pp. 13–20), Health insurance, Health maintenance organ-
izations, Smoking, Women in the Workforce (pp. 32–40)
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TAHEREH MORADI

Cancer Screening Screening and prevention
play a key role in the management of cervical and
endometrial cancer, and have a more limited role
in ovarian cancer. Breast cancer screening is covered in
the entry on Mammography.

OVARIAN CANCER

Ovarian cancer is the fifth leading cause of cancer
deaths among American women and has a very high
mortality rate. The 5-year survival rate is 75% if the can-
cer is confined to the ovaries and decreases markedly
in women in whom the disease has spread.
Unfortunately, this cancer is frequently diagnosed later
in the course of the illness, after the tumor causes
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compression of surrounding structures or ascites
develop (fluid in the abdominal cavity). As a result, two
thirds of women with ovarian cancer have advanced
disease when they are diagnosed.

The screening tests for ovarian cancer have not
been proven to be of benefit to average-risk women.
Ultrasound is a potential screening modality and is very
sensitive. However, it carries a very large false-positive
rate that results in unnecessary invasive procedures.
Likewise, neither the measurement of serum tumor
markers (blood tests) nor pelvic examination are good
tests to look for ovarian cancer due to their lack of pre-
cision in making the diagnosis. The pelvic examination
can occasionally detect cancers, however, the early can-
cers are often not felt on examination because they are
very deep in the pelvis and rather small. Pap smears
may, on occasion, show malignant ovarian cells, but
this is not a screening test for ovarian cancer. Routine
ultrasound testing of women without symptoms has a
very low yield in detecting ovarian cancer and gener-
ates a large number of false-positive results that require
invasive procedures.

In summary, routine screening for ovarian cancer
by ultrasound, serum tumor markers, or pelvic exami-
nation is not routinely recommended. Women who are
at increased risk of developing ovarian cancer should
discuss their situations with their health care providers.

CERVICAL CANCER

Cancer of the cervix is the most common cancer of
the reproductive organs after endometrial and ovarian
cancers. Nearly 13,000 new cases of cervical cancer are
diagnosed every year in the United States, with over
4,000 deaths attributed to this illness. Pap smears have
resulted in significant reductions in deaths due to cer-
vical cancer. Interestingly, the incidence of cervical
cancer is increasing in younger women. For example, in
1981, women less than 50 years of age accounted for
21% of all the deaths. By 1997, women under the age
of 50 accounted for almost 44% of all the deaths. This
increase is felt to be a result of an early onset of sexual
activity.

Cervical cancer begins in the lining of the cervix,
which is the lower part of the uterus. It develops over
many years. The first stage of development is called
dysplasia. Dysplasia is defined by the cellular change
that occurs when the cells go from the normal state to
the precancerous state. This occurs most often in

women in their late 20s and early 30s. These precan-
cerous changes can resolve without treatment or they
may progress into the next phase, which is called car-
cinoma in situ. From this phase, the cancer cells may
spread locally to nearby tissues or can enter the blood-
stream or the lymph glands and travel to other organs.
This more advanced form of cervical cancer is found in
women generally older than the age of 40.

Several of the risks related to cervical cancer are
related to sexual activity and include multiple sexual
partners, early onset of intercourse, and infection with
the human papillomavirus (HPV). Smoking increases
the risk of dysplasia. Low socioeconomic status is
another risk factor. Women infected with HIV have a
higher incidence of HPV infection and their lesions are
more aggressive. In fact, cervical cancer in a woman
with HIV is an AIDS-defining illness.

HPV DNA can be found in more than 90% of all
cervical cancers. Women who are infected with HPV
before the age of 25 are 40 times more likely to develop
cervical cancer than those who are not infected.

Cervical cancer screening is performed by means
of Pap smears. A screening Pap smear should be done
under optimal circumstances. Specifically, the Pap
smear should not be obtained if a woman has douched,
used any vaginal medications, or inserted a tampon
within the previous 24 hours. Cells can be inadvertently
removed as a result and yield a falsely negative inter-
pretation. The health care provider uses a speculum to
perform this test. The cervix is located and a cervical
spatula is placed firmly against the cervix and swept
around 360�. The purpose is to recover the cervical
cells from within a certain area of the cervix called the
endocervix. There are specific methods of preserving
the cells once they are placed on the slide. The U.S.
Preventive Services Task Force (USPSTF, which is an
independent group of experts that weighs the evidence
for making clinical decisions) found poor evidence to
determine whether or not the newer technologies, such
as liquid cytology or computerized screening, are more
effective than the conventional Pap smear in reducing
death from cervical cancer. These methods are new and
are commonly used. However, it is important to note
that the task force found the evidence insufficient to
recommend for or against the routine use of these
newer technologies.

As is common in medicine, controversy does exist
with regard to how frequently women should be
screened for cancer, at what age they should be screened,
and what should be done to follow up the abnormal
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tests. As reported in the media, there can be a false-
negative reading of 10–30% on Pap smears. This means
that they may be reported as normal when an abnormal-
ity does exist.

In 2003, the USPSTF presented an update of rec-
ommendations for screening for cervical cancer. The
task force found good evidence from multiple studies
that screening does reduce the incidence and deaths
from cervical cancer. Evidence suggests that the benefit
can be obtained by beginning the screening within
3 years of onset of sexual activity or the age of 21,
whichever comes first. The screening should take place
at least every 3 years.

The task force recommends against routinely
screening women older than the age of 65 if they have
had adequate recent screening with normal Pap smears
and have no other risk factors for cervical cancer. It is
important to emphasize that these particular women
have had adequate recent screening. Women who have
not had adequate screening with Pap smears should
have regular screening at an interval to be decided in
conjunction with her health care provider.

The USPSTF recommends against routine Pap
smear screening in women who have had a total hys-
terectomy for a noncancerous disease. At the present
time, the USPSTF concludes that there is insufficient
evidence to recommend for or against the routine use
of HPV testing as a primary screening test for cervical
cancer.

The management of abnormal Pap smears is based
on many factors. Up to 50% of patients have sponta-
neous resolution of borderline and low-grade lesions
and do not require more invasive procedures. However,
20–50% of women with low-grade lesions have a more
advanced lesion seen on colposcopy. Colposcopy is a
procedure performed during the pelvic examination
that uses an instrument similar to a microscope. It mag-
nifies the cervix 8–10 times and allows for better visu-
alization of the cervix, vagina, and vulva. The follow-up
of abnormal lesions is based on many factors including
history of prior positive Pap smears, HPV exposure,
compliance with medical treatment, and sexual history.
Women who are deemed to be at high risk may require
more aggressive follow-up as compared to women who
are at low risk.

In summary, for normal-risk women, Pap smears
should be performed approximately every 3 years. She
should make sure that she has not used vaginal med-
ications, tampons, or douched during the last 24 hours.
Women at increased risk, including previous abnormal

smears, multiple sexual partners, early onset of inter-
course, HIV-infected women, women of low socioeco-
nomic status, and smokers, are appropriate candidates
for more frequent screening. In contrast to the USPSTF,
the American Cancer Society recommends screening
beginning at the age of 18 years every year with the
consideration of less frequent screening in low-risk
women after three normal yearly examinations. Older
women who have not had adequate screening should
be specifically targeted for screening.

ENDOMETRIAL CANCER

Endometrial cancer begins in the endometrium, the
inner lining of the uterus. Approximately 40,000 cancers
of the endometrium are found each year. It is the most
common gynecologic cancer; however, it has a rela-
tively low death rate with fewer than 7,000 deaths every
year. The peak incidence of endometrial cancer is
between the ages of 55 and 65 years. Obesity, never
bearing children (nulliparity), and a family history of
endometrial cancer are risk factors. The other major risk
factors are related to an abnormal balance between the
hormones estrogen and progesterone. Estrogen causes
growth of the cells that line the uterus and progesterone
controls this growth. A prolonged period of stimulation
of the lining of the uterus by high levels of estrogen
results in more growth and a greater chance of cells
changing into cancer. Therefore, any of the following
may cause prolonged exposure of the endometrium to
estrogen without the opposing effect of progesterone,
thus increasing the risk for cancerous development.
Age is a risk factor. The excessive use of estrogen alone
without progesterones, tamoxifen use, late menopause,
early onset of menses, and polycystic ovary syndrome can
all result in more years of estrogen exposure,
thus increasing the risk of the development of cancer.
Hormone replacement therapy for women after
menopause does result in some increased risk of
endometrial cancer. The risk is very high when the
estrogen is taken alone without the countering hor-
mone progesterone. The addition of progesterone
reduces the risk but does not eliminate it. Women who
have a family history of breast or ovarian cancer are at
increased risk, as are those who eat a diet high in ani-
mal fat. Women who are very obese may convert male
hormones to estrone, a female hormone, in the fat cells,
which can stimulate the endometrium and predispose it
to cancer.
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A woman’s risk is reduced, as stated above, by the
use of progesterone therapy to counterbalance the
estrogen therapy. Combination oral contraceptives
decrease the risk of endometrial cancer. Menopause
before the age of 49, normal weight, and a history of
having multiple pregnancies also decrease the risk of
endometrial cancer.

Low-risk women without symptoms do not require
screening for endometrial cancer. For women at high
risk, however, endometrial biopsy, dilation and curet-
tage (where the lining is removed from the uterus),
or vaginal ultrasound are all potential screening
modalities. There is no evidence to justify screening
low-risk women with no symptoms. It is important to
note that if endometrial cells are noted in a Pap smear
report in postmenopausal women or atypical endome-
trial cells are noted in a women at any age, she should
have further investigation. A major symptom that
should prompt a woman to seek a medical evaluation
is unexplained bleeding after menopause. Some
women over the age of 30, but not yet menopausal,
who have spotting between periods, prolonged
periods, or extremely heavy periods, should also be
evaluated.

SEE ALSO: Cervical cancer, Ovarian cancer, Uterine cancer
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Candidiasis see Yeast Infection

Cannabis see Marijuana

Capacity In the health care and legal settings, the
term “capacity” is often used with respect to mental
competence and the ability to make an informed deci-
sion regarding one’s health care, personal matters,
financial affairs, or legal matters. With respect to our
youth, capacity is defined by age, and a minor is con-
sidered legally incapacitated until reaching the age of
majority, which can vary from state to state. A youth’s
capacity to make a decision cannot be discussed inde-
pendently of the context in which the decision is
made—the subject matter involved, the governing law
(whether state or federal), and the time in history. For
example, the age one can enlist in the armed services
without a parent’s consent may differ from the age in
which a young person can marry without a parent’s
consent, enter into a binding legal contract, or exercise
the right to vote.

Even if a child has a mental or intellectual disabil-
ity which continues beyond the age of majority and the
individual does not have the ability to make reasoned
decisions, he or she will be considered to have capac-
ity or be competent in the eyes of the law simply
because he or she is no longer a minor. Therefore, once
he or she has reached the age of majority, a court pro-
ceeding must be initiated to have the individual
declared incompetent in one or more areas of decision-
making and a guardian appointed. Guardianship
proceedings, which are referred to as conservatorship
proceedings in some states, are a matter of state law.1

Clear and convincing evidence is required to support a
finding of incompetence or incapacity, because such a
finding strips the individual (the proposed “ward”) of
his or her ability to make any binding legal decisions in
the area, such as matters of person or estate (finances),
in which he or she is declared incompetent.

In adulthood, an individual’s capacity may come
into question if he or she is diagnosed with a severe
mental illness that is not controlled by medication—
either due to lack of response to a medication regimen,
lack of treatment, or lack of adherence to a treatment
plan. One’s capacity can also be diminished by an acci-
dent resulting in a brain injury, chronic drug and/or
alcohol dependence, or an illness, which severely
impairs awareness of the environment, intellectual
functioning, and/or reasoning abilities. Electrolyte
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imbalances and even reactions to prescribed medica-
tions can lead to mental impairment and incapacity, but
fortunately in many, if not most, of these cases, the
symptoms are reversible if the cause is identified and
treated.

A stroke which affects the areas of the brain which
control the ability to receive and process information,
or other conditions and diseases which interrupt or
impair blood flow to the brain, may lead to diminished
capacity or incapacity. Scientists are continuing to gain
new insight into diseases of the brain and causes of
dementia, such as Alzheimer’s disease, which reduce an
individual’s ability to retain and process information
accurately.

No individual should be judged to be incapacitated
merely due to a disability, advanced age, or being diag-
nosed with even a progressive condition such as
Alzheimer’s disease. One’s capacity or incapacity is a
functional determination made in a particular context.
Some areas of decision-making require a higher level of
comprehension and reasoning than others. For exam-
ple, in many states, the “test” of competence or capac-
ity to make a will—for example, the required level of
demonstrated knowledge and understanding—is lower
than that to enter into a binding contract. Several instru-
ments to measure capacity are presently available to
clinicians, but there is no one tool that is universally
embraced as a definitive measure of capacity, nor is it
reasonable to expect that one reliable, practical, and
feasible measure can become the definitive tool to
address the many variables involved in a determination
of capacity, which include variations in state law.

To some extent, the issues facing the parent of a
child with significant disabilities will be different from
those facing the family or caregiver of an individual
who developed impairments as an adult or in later life.
If the child is likely to need a guardian throughout his
or her life, many states allow the parent to nominate
individuals to serve as the guardian if neither biological
parent is available. Many children diagnosed with dis-
abilities may have enough cognitive ability to use other,
less drastic legal means to designate surrogate decision-
makers when they reach the age of majority. These
include durable powers of attorney for finances and
health care powers of attorney. Similarly, adults whose
cognitive or reasoning abilities are diminished may
have the understanding, insight, and willingness to take
legal measures to appoint persons of their choosing to
handle their affairs if they become unable to do so.
While evaluating whether or not an individual has the

ability and willingness to put some safeguards in place
in the event that he or she does become incapacitated
in the future, it is also important to pursue evaluation
and treatment to determine if the individual’s deficits
are reversible or if further deterioration can be delayed
or minimized.

Although, as stated earlier, a determination of
incapacity alone should not be based on age alone,
advanced age can be associated with a greater likeli-
hood of incapacity. In 2001, women were approxi-
mately 58% of the population age 60 and older and 70%
of the population age 85 and older. Since women have
greater longevity than men, they are more likely to face
a period of infirmity or incapacity. “Compared with
men, older women are three times more likely to be
living alone, spend more years and a larger percentage
of their lifetime disabled, [and] nearly twice as likely to
reside in a nursing home.”2 These statistics show how
important it is for women to plan for their futures by
formally designating surrogate decision-makers for both
financial matters and health care while they have the
capacity to do so.

When making the decisions of who to name or
appoint in durable general powers of attorney, health
care powers of attorney, and/or living wills, successors
or alternates should also be named so that if the first
individual named cannot serve, there is another person
identified to act in his or her place. When making these
very important choices, the “principal” or person
putting these documents into place should make her
decisions based on “who is best for the job” and whose
value system is consistent with her own rather than
automatically choosing her spouse, oldest child, or clos-
est relative. Although it is difficult to contemplate being
incapacitated and unable to control one’s personal and
financial affairs, by planning for the future, the individ-
ual is exerting more control over her future by appoint-
ing trusted individuals to act on her behalf.

SEE ALSO: Advance directives, Conservatorship
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Cardiovascular Disease Cardiovascular dis-
ease (CVD) is the major cause of death and disability for
U.S. women—43.3% of all female deaths occur from
CVD. Overall, one in five women have some form of
CVD, but this proportion varies depending on age: only
one in seven women have CVD at ages 45–64 years but
almost one in three women have CVD at age older than
65. Although women develop coronary artery disease
(CAD) on average 10–20 years later than men, because
they constitute a much larger proportion of the popula-
tion older than 65, more women than men die annually
of myocardial infarction. In the United States in 2000,
505,661 women died of CVD, almost twice as many as
combined death from all forms of cancer. Black women
have a 71% greater death rate from CAD than white
women.

Although the death rate from CVD in men has
declined, the mortality rate has remained relatively con-
stant for women. Several factors may be contributory.
Because women were excluded from older research
studies or their proportion was small, less information
is available about optimal preventive, diagnostic, and
therapeutic modalities. Second, women more often pre-
sent with “atypical” symptoms of chest pain, which may
appear noncardiac and because electrocardiographic
stress testing is less accurate in women than in men,
some physicians either disregard the symptoms or avoid
offering the appropriate testing to diagnose CAD in
women. Third, because CAD (the major contributor to

CVD) develops in women later than in men, some
misperceive this as a protective mechanism. Women,
even with documented CAD, are less likely than men to
be evaluated for cardiovascular risk factors and to
receive adequate counseling and treatment. Women are
also less likely than men to be referred to or to enroll
in cardiac rehabilitation programs, which provide edu-
cation about risk factor modification.

Risk factors for CAD are comparable in women and
men. The risk factors shared with men are: dyslipidemia
(presence of abnormal, elevated lipid, or fat, levels in
the blood), diabetes, hypertension, smoking, obesity,
sedentary lifestyle, and family history. Risk factors
increase with age and may worsen after menopause.
More than 50% of women older than 45 have hyper-
tension with black women having an 85% higher rate of
ambulatory visits for hypertension than white women.
Cigarette smoking is present in more than 20% of
women �18 and more younger women are new smok-
ers than young men. At age 55, more than 40% of
women have elevated cholesterol, more than 55% are
obese, and 25% of women report no regular physi-
cal activity. A recent study suggested that moderate-
intensity physical activity such as walking is associated
with a substantial reduction in risk of stroke when com-
pared with physical activity done at an average pace.
Diabetes is an increasing disease in women: 5–7% of
women �20 years old have diabetes, 5–7% have pre-
diabetes, and another 2–5% have undiagnosed diabetes
according to the American Diabetes Association.
Diabetes in women increases cardiovascular risk by
three- to sevenfold compared with a two- to threefold
increase for men. Risk factors must be identified and
treated early because atherosclerosis develops over
decades before it becomes clinically manifest. The
American Heart Association/American College of
Cardiology guidelines advise that pregnancy and the
preconception period is the “optimal time to review a
woman’s risk factor status and health behaviors to
reduce future cardiovascular disease.”

A risk factor unique to women is the use of oral
contraceptives. High-dose oral contraceptives of prior
years increased the incidence of heart attack, deep
venous thrombosis, and stroke. The main mechanism
appeared to be stimulating clot (thrombus) formation in
the heart or brain arteries and leg veins. The current
oral contraceptives have much lower estrogen content
and do not appear to increase the risk of myocardial
infarction or stroke; however, there is still a twofold
increased risk of deep venous thrombosis or pulmonary
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embolism. Women smokers who use oral contracep-
tives are more likely to develop hypertension, heart
attack, and stroke than nonsmokers, a risk that
increases with age. Therefore, oral contraceptives are
contraindicated in female smokers older than 35 years.

MENOPAUSE AND HORMONAL THERAPY

Menopause is associated with a severe decline in
estrogen levels that may worsen cardiac risk factors.
Premenopausal women who had bilateral resection of
their ovaries and did not receive estrogen therapy had
twice the risk of myocardial infarction than those who
took estrogen. Although menopausal hormone therapy
was previously considered cardioprotective, a recently
completed trial, the Heart and Estrogen/progestin
Replacement Study (HERS I and II), showed no cardio-
vascular benefit in postmenopausal women with docu-
mented CAD. Risks included a two- to fourfold
increased incidence of venous thromboembolism (vein
blood clot) and more than 50% increase in the need for
gallbladder surgery. Another major trial, the Women’s
Health Initiative (WHI) involving predominantly healthy
menopausal women, had the estrogen/progestin com-
ponent of the study stopped prematurely because of
increased incidence of invasive breast cancer in hor-
mone-treated women and an unfavorable global risk
score. Therefore, current guidelines do not recommend
hormone treatment for primary or secondary preven-
tion of CAD in postmenopausal women.

PREGNANCY AND HEART DISEASE

Pregnancy imposes a 30–50% increase in the
amount of blood pumped by the mother’s heart to the
uterus and the baby, especially after second trimester.
Labor imposes extra effort on the heart because of large
changes in the circulating blood volume. Normally, this
increase in heart activity is well tolerated by the mother.
However, certain patients with preexistent heart dis-
ease, such as valvular heart disease (mitral stenosis,
MS), pulmonary hypertension (high blood pressure in
the arteries of the lung), some forms of congenital heart
disease, and patients with chronic heart failure, may not
tolerate well the cardiac changes related to pregnancy.
Therefore, in a few women with severe heart disease,
pregnancy may be contraindicated because of high risk
for both fetal and maternal morbidity and mortality.

Furthermore, some women even with milder forms of
congenital heart disease have an increased risk of con-
genital heart disease in the baby. All women with pre-
existent cardiac disease should undergo cardiac
counseling when pregnancy is contemplated. Most
women with valvular or congenital heart disease will
require antibiotic prophylaxis prior to delivery. Women
with mitral valve prolapse and mild valvular heart dis-
ease tolerate pregnancy very well. (These are both con-
ditions where the valves of the heart have abnormal
shape/structure.)

A particular heart disease not well tolerated during
pregnancy is rheumatic heart disease. Women constitute
75% of the population with rheumatic mitral valve dis-
ease. Women with moderate to severe rheumatic MS or
aortic stenosis (AS) are at increased risk of worsening
heart failure and fetal loss. These patients, usually with
severe symptoms, are advised to undergo valve repair
or replacement prior to pregnancy. In severe MS, the
increased blood volume and tachycardia (rapid heart
beat) associated with pregnancy and labor will aggra-
vate the blood stasis (pooling or sluggish movement of
the blood) in the lung, can aggravate pulmonary hyper-
tension, and trigger atrial fibrillation (rapid/“fluttering”
irregular heart rate) and acute pulmonary edema (fluid
accumulation in the lungs), a potentially lethal compli-
cation of MS. In these situations, some women may be
candidates for balloon mitral valvuloplasty (a procedure
performed in the cardiac catheterization laboratory),
which can increase the mitral valve opening and allevi-
ate symptoms during pregnancy. Although surgery on
the mitral valve can be performed during pregnancy,
open-heart surgery increases the risk of abortion and
fetal damage.

Another disease that poses an increased risk of car-
diovascular manifestations in both the mother and the
fetus is systemic lupus erythematosus (SLE). SLE can be
exacerbated by pregnancy, can cause fetal death, and
can trigger congenital complete heart block in the baby.
Although it is debated whether SLE is triggered by preg-
nancy, clearly if the woman becomes pregnant during an
active SLE flare, this can be a serious burden for both the
baby and the mother. Most immunosuppressive therapy
cannot be safely used due to serious fetal side effects;
20–30% of women with active SLE have miscarriage with
fetal loss in up to 50%. The presence of high levels of
specific antibodies during pregnancy confers a 5% risk of
congenital complete heart block in the fetus; often the
baby requires a pacemaker implantation immediately
after delivery. One frequent complication of pregnancy
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in SLE is the development of pre-eclampsia (hypertension
during the second half of pregnancy). This is more likely
to occur in women who have history of renal disease,
hypertension, diabetes mellitus, preeclampsia, and
antiphospholipid antibodies. As a result of all these
potential problems, women with SLE are encouraged to
delay pregnancy until the disease has been inactive for
at least 6 months.

WOMEN AND VALVULAR HEART DISEASE

Women have a higher incidence of mitral valve
prolapse than men. However, most studies suggest that
men are more likely to develop mitral regurgitation, the
main complication associated with mitral valve pro-
lapse. If mitral valve prolapse is associated with mitral
regurgitation (backflow of blood through the mitral
valve of the heart), guidelines recommend antibiotic
prophylaxis for dental or other invasive procedures.

Women are preponderant in the very elderly pop-
ulation; they appear to have an increased incidence of
calcific AS (narrowing and calcium deposition on the
aortic valve), which is a disease of elderly age. Both in
this condition and in aortic regurgitation (backflow of
blood through the aortic valve), their heart remains
smaller in size compared with men. In men, one of
the criteria for replacing the valve is enlargement of
the heart chamber. Women with aortic valve stenosis
(narrowing) develop less ventricular hypertrophy
(thickening of the heart ventricle muscle) than men and
more often have preserved left ventricular function than
men. Women who have even advanced severe aortic
regurgitation often do not enlarge their heart at the
same rate as men. Therefore, they rarely meet tradi-
tional heart enlargement criteria required for valve
replacement. This results in operation at a more
advanced stage and thus worse outcome. Thus, in
women, the timing of surgical replacement of valve
should be considered earlier than is often the norm,
even if the size of the heart remains relatively small.

Endocarditis is an infectious or inflammatory
disease of the heart valves that can lead to damage of
the heart valves causing either thickening of the heart
valves (stenosis) or backflow/incompetence of the
valves (regurgitation). Bacterial infections of the
heart valves occur more often in men than in women
(1.7:1) and are often associated with injection-drug use,
preexistent valve disease (most commonly mitral valve
prolapse and artificial valves), older age, poor dental

hygiene, long-term dialysis, and diabetes mellitus.
However, women are affected twice as often as men
with immune, noninfectious endocarditis. These
patients usually have SLE, antiphospholipid antibody
syndrome (APLAS), or, more rarely, rheumatoid arthritis
(RA). SLE involves the heart valves in more than 50% of
the patients and can cause valvular thickening, sterile
vegetations (small growths on the valves/Libman–Sacks
endocarditis), or valvular insufficiency. Once it affects
the heart, lupus has a worse prognosis than if it does
not involve the heart. Because of the high prevalence
of valvular abnormalities in SLE, these patients should
receive consideration for antibiotic (prophylactic) treat-
ment for infective endocarditis.

CARDIAC ARRHYTHMIAS AND
SUDDEN DEATH IN WOMEN

Sudden death can be the first manifestation of CAD
in women. Because CAD is often the cause of sudden
death, women develop this usually 10–20 years later
than men in a pattern following the development of
CAD. However, female survivors of cardiac arrest are
less likely to have underlying CAD and more likely to
have dilated cardiomyopathy (enlargement of the heart
chambers), or a normal heart. Also, they are more likely
to have valvular heart disease or abnormalities in heart
rhythm as causal. They likely benefit as much as men
from implantable defibrillators, a device that corrects
heart rhythm abnormalities, but overall fewer women
have been studied in the clinical trials involving these
devices.

Women are more likely to have toxic effects from
some antiarrhythmic drugs. Some of these drugs which
result in ECG abnormalities predispose them to multi-
form ventricular tachycardia, a special form of ventricu-
lar tachycardia which is potentially life threatening.
Because of this, women are more likely to be hospital-
ized for initiation of this drug therapy.

Less dangerous but more frequent are the
supraventricular tachycardias (rapid heart rate initiated
in the upper heart chambers). Women have more fre-
quent supraventricular tachycardia than men (2:1 ratio)
and their symptoms may be triggered by pregnancy or
the particular phase (luteal phase) of the menstrual
cycle. One frequent form of supraventricular tachycar-
dia is atrial fibrillation (rapid, irregular activity/“flutter-
ing” of the atria). The prevalence of atrial fibrillation is
higher in men and increases with age, but because
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women survive longer, overall there are more women
than men with atrial fibrillation. Atrial fibrillation in
women is more frequently associated with valvular
heart disease or cardiomyopathy (dilatation, meaning
enlargement), while in men it is more often associated
with CAD. Women who develop atrial fibrillation are
more likely to die than men with the same condition.
They tend to have faster heart rates than men when
they develop atrial fibrillation and their risk of recur-
rence after cardioversion (regularization of rhythm) is
somewhat higher. Their risk for stroke after age 55 is as
high as in men and therefore they should receive long-
term anticoagulation. This is, however, complicated by
their higher risk of bleeding from the anticoagulation
therapy; therefore, they need more careful follow-up
and fine adjustment of their dosing.

STROKE IN WOMEN

The incidence of stroke increases with age.
Because the average life expectancy is higher in
women, each year 40,000 more women develop strokes
than men. The long-term survival after stroke is better
in women than men. Women make up to 60% of total
deaths from stroke. Black women have higher death
rates from stroke (78.1%) compared with white women,
most likely due to a higher incidence of and more
severe hypertension. Therefore, early treatment of
hypertension, diabetes, and dyslipidemia (abnormal fats
in the blood)—the major risk factors for stroke—can
have great impact on prevention of stroke at older age
in women.

PULMONARY HYPERTENSION

Normally, the pressure in the lung circulation is
five times lower than blood pressure in the arteries. Any
abnormal elevation in the arterial or venous pulmonary
pressures can lead to pulmonary hypertension (elevated
pressure in the lung circulation). Pulmonary hyperten-
sion is a multifactorial disease causing breathlessness
on exertion, fatigue, and hypoxemia (lowered oxygen
levels in the blood), and in severe forms is associated
with high mortality and need for lung transplant.
Because the pulmonary circulation carries blood
between the right and the left heart, any disease of the
left heart can lead to pulmonary hypertension and con-
sequently any chronic disease of the lung or pulmonary

circulation will impose a strain upon and can lead to
right-sided heart failure.

Primary pulmonary hypertension (PPH, also called
idiopathic) is pulmonary hypertension of unknown
cause. It is twofold more common in women than men
and fourfold more frequent in blacks. Although the exact
mechanism is not known, it has been hypothesized that
the disease occurs in patients with a genetic predisposi-
tion for an abnormal proliferation of small pulmonary
arteriole/capillaries and is triggered by certain environ-
mental factors. Such factors include appetite suppres-
sants, cocaine, and autoimmune connective tissue
disorders such as SLE. Women comprise up to 75% of
patients who have either taken appetite suppressive
drugs or have systemic lupus. Anorectic drugs have been
used for more than 30 years to help reduce weight in
obese patients. The amphetamine aminorex led to an
epidemic of pulmonary hypertension in late 1960s. The
most recent ones, fenfluramine and dexfluramine, can
cause pulmonary hypertension. These drugs have also
been linked to aortic and mitral valvular disease (abnor-
mality in aortic and mitral valves) and have been volun-
tarily withdrawn from the market.

Connective tissue diseases such as SLE, sclero-
derma, and phospholipids syndrome are also associated
with pulmonary hypertension in women. The treatment
of PPH consists of oral or intravenous vasodilators and
anticoagulants (meaning blood thinners and warfarin).
The oral vasodilators of choice are long-acting formula-
tions of calcium channel blockers (such as nifedipine or
diltiazem). However, only about one third of patients
respond to this treatment. There are new therapies cur-
rently utilized, such as epoprostanol and bosentan.

AUTOIMMUNE DISEASES OF
CONNECTIVE TISSUE AND
CARDIOVASCULAR INVOLVEMENT

Connective tissue disorders are a cluster of autoim-
mune diseases in which antibodies are generated
against certain cell proteins (part of connective tissue),
which trigger a potent inflammatory response that par-
ticularly involves the arterial wall. Thus, cardiovascular
involvement is very common in these patients. Because
the autoimmune processes are stimulated by the high
levels of estrogen in the childbearing years, diseases
such as RA, SLE, sarcoidosis, systemic vasculitis
(Takayasu and giant cell arteritis) much more often
affect women than men.
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The prototype of these autoimmune diseases is
SLE. The cardiovascular involvement of SLE is ubiqui-
tous and CVD is the most common cause of death in
patients with longstanding lupus. Pericarditis, the
inflammatory involvement of the pericardium (mem-
brane surrounding the heart), is the most common car-
diac problem in lupus (30% of patients have clinically
significant disease), and can develop at anytime during
the course of SLE. Although the clinical course of peri-
carditis is usually benign, it can acutely lead to hemor-
rhagic cardiac tamponade (compression of the heart by
blood in the pericardium) requiring immediate removal
or long-term consequences such as constrictive peri-
carditis (due to chronic thickening and calcification of
the pericardium). Other than valvular involvement (dis-
cussed above), SLE can affect both the coronary arter-
ies and the cardiac muscle itself. Middle-aged women
with active lupus are more than 50 times more likely to
develop myocardial infarction and this has been associ-
ated with disease duration, period of time treated with
corticosteroids, postmenopausal status, and hypercho-
lesterolemia. There is a high prevalence of subclinical
CAD in women with SLE. It is due to accelerated ather-
osclerosis, inflammatory occlusion of the coronary
arteries, and acute thrombosis, especially with high lev-
els of autophospholipid autobodies. The cause of
myocardial involvement of SLE is multifactorial but usu-
ally manifests as myocarditis (inflammation of the heart
muscle by SLE). If SLE causes heart failure in the
absence of CAD or valve disease, this may warrant a
trial of corticosteroid therapy.

Antiphospholipid antibody syndrome (APLAS) can
occur in the presence or absence of SLE. In the absence
of other autoimmune diseases, APLAS does not cause
myocarditis, pericarditis (inflammation of tissue around
the heart), or conduction disease. APLAS may induce
coronary artery thrombosis (blockage of the coronary
arteries) with subsequent myocardial infarction and
nonbacterial endocarditis.

RA and systemic scleroderma also produce an
acute inflammatory pericarditis but more often are asso-
ciated with chronic, small pericardial effusions (fluid
around the heart) or calcification of the pericardium.
Although RA has not been associated with myocarditis,
rheumatoid nodules (tissue nodules which occur in RA)
can localize to and destroy the cardiac conduction sys-
tem causing heart block. Systemic scleroderma can
involve the conduction system (system transmitting car-
diac activity through the heart) but more often causes
patchy microinfarcts (mini-infarcts). Individuals who

have a history of palpitations (very rapid heartbeat) or
syncope (fainting spells) have a high risk of sudden
death, warranting the prophylactic (preventative)
implantation of cardioverter devices (devices that cor-
rect abnormal heart rhythm).

Takayasu arteritis is an inflammatory disease
involving the aorta and its major branches. It is most
often present in young women (women are affected 10
times more than men). The long-term consequences of
this disease are hypertension, aortic aneurysm, and
renal insufficiency due to renal artery stenosis (narrow-
ing), and more rarely myocardial infarction due to coro-
nary artery involvement. Giant cell arteritis is another
inflammatory disease of the medium arteries, which
affects older patients (usually over 70 years) and espe-
cially women (2–3:1 vs. men). The most common
involvement is the temporal artery, near the eye, which
manifests as severe headache or transient cerebral
ischemic attacks (transient failure of blood flow to the
brain). It responds very well to corticosteroids.

SEE ALSO: Acute myocardial infarction, Cholesterol, Coronary
risk factors, Diabetes, Hormone replacement therapy,
Hypertension, Oral contraception, Smoking, Stroke, Systemic
lupus erythematosus, Venous thromboembolism
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Carpal Tunnel Syndrome The carpal tunnel
is formed within a bracelet of small bones located at the
top of the wrist and a tough fibrous tissue known as the
transverse carpal ligament located on the underside of
the wrist. The median nerve and the tendons that flex
and extend the fingers pass through this small tunnel.
Carpal tunnel syndrome (CTS) is a musculoskeletal dis-
order that occurs when the median nerve, which runs
from the forearm to the hand, becomes compressed or
pinched at the wrist. This can cause pain, weakness,
numbness, or tingling in the affected hand and fingers.
CTS has been attributed to a combination of factors,
including fluid retention from pregnancy, swelling of
the tendon within the carpal tunnel, or from arthritis
and certain hormonal disorders, such as diabetes, thy-
roid disorders, and during menopause. Repetitive bend-
ing and extending of the tendons in the hands and
wrists, especially when done in a forceful manner for
long periods without rest, can also increase pressure
within the carpal tunnel. Such postures of the hands
and wrists often occur in job-related circumstances in
which the worker might perform repeated movements
of the hands; hold the wrist in awkward postures, such
as in a bent position; use forceful grips such as holding
a tool too tightly because it is too big or heavy; or exert
pressure on the wrist by using the palm of the hand as
a hammer or by frequently resting the wrist on a hard
surface. Frequent use of vibrating hand tools is also a
risk for CTS. Individuals who work in assembly jobs
using their hands, such as appliance manufacturing,
meat, poultry, or fish preparation, sewing, grocery
checking, carpentry, and other jobs where there is a
combination of highly repetitive, forceful work have

been found to be at increased risk for CTS. Frequent
use of the computer keyboard has also been implicated
in CTS. The highly repetitive and forceful work using
awkward postures may also be encountered in certain
hobbies, such as woodworking, knitting, or crocheting.

The most common symptoms of CTS include
numbing, tingling, and pain on the palm side of the
thumb and fleshy part of the palm near the thumb, the
front and back of the index and long fingers, as well as
the lateral side of the ring finger. In some cases, pain
may also extend up the arm to the elbow and shoulder.
Depending on the severity of the condition, symptoms
may also involve hand weakness, the inability to grip
items, and include changes in touch and sensitivity to
temperature. The first symptoms, usually numbness and
tingling, often happen at night.

It is estimated that approximately 3–4% of the gen-
eral population in the United States has symptoms
consistent with CTS. Although women are approximately
three times more likely to develop CTS, it is also diag-
nosed in men. This increased prevalence of CTS in
women may be due to the smaller size of the carpal tun-
nel or perhaps to jobs involving repetitive use of their
hands. CTS is diagnosed through a combination of clini-
cal examinations and specialized tests, usually involving
electrodiagnostic testing of the median nerve in the wrist.

Treatments for CTS range from resting the limb and
avoiding the activities that may be causing the nerve
compression and symptoms, and immobilizing the
affected hand and wrist at night using a rigid splint,
to surgery to release the pinched median nerve.
Recommendations for treatment are based on the judg-
ment of the diagnosing physician and are dependent
upon many considerations. More importantly, how-
ever, efforts should be placed on prevention, working
collaboratively with employee–management teams in
the case of factors related to the workplace to evalu-
ate the work environment, including the workstation
and the tools themselves; the repetitive movements
involved in getting a task accomplished; and the
possibility of incorporating rest breaks or rotating to
different jobs.

SEE ALSO: Tendonitis, Women in the Workforce (pp. 32–40)
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remove a cataract. In the past, the most common
method was the intracapsular procedure, which
involves removal of the entire lens and its supporting
structures. Today, due to advances in medical instru-
mentation and surgical technique, an extracapsular
cataract extraction is the preferred method in most
cases. Through a 3.00- to 4.00-mm incision, a cataract is
removed by breaking the cataract into pieces with what
is called “phacoemulsification” or ultrasonic power and
then the cataract is “sucked out.” A cataract is like a
grape. A circular opening is made in the front peel of
the grape, the contents are sucked out, and the front
and back part of the grape will remain. The technique
leaves a membrane that helps protect the retina and
supports the intraocular lens implant.

Once the natural lens is removed, a new one must
replace it to focus the eye and provide clear vision. This
can be done in three ways:

1. Spectacles (glasses) are worn obviously in front
of the eye. This is the oldest method, and for quite
some time, it was the only method. The glasses
required after cataract surgery are thick; they give good
central vision but the side vision is compromised.
Objects are magnified by 25% which makes it difficult
to become accustomed to these glasses. This is a very
poor choice and almost never done presently.

2. Contact lenses are a better method. They can
afford good central and side vision. Difficulty arises due
to trouble inserting the lens, irritation caused by the
lens, and maintenance of the contact lens.

3. Intraocular lenses are the best method. The lens
is placed in the eye in nearly every cataract operation
performed today. Excellent results have placed intraoc-
ular lenses well beyond the experimental stage. In the
last 20 years, over 5 million intraocular implants have
been placed in the United States. Under usual condi-
tions, the lens need not be replaced. It does not have
to be removed to be cleaned at any time. The intra-
ocular lens affords vision that is the most natural.

Intraocular lenses that we use are placed in one of
two locations. Most are placed behind the iris. These
are termed posterior chamber lenses. This is the best
place for the implanted lens as it is the position where
the natural lens existed. The other location is in front of
the iris. These are termed anterior chamber lenses. In
some patients, this may be the only option if the mem-
branes in the eye are weak.

Intraocular lenses may be inserted after a previous
surgery when the patient did not originally have any
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Cataract A cataract is a clouding of the eye’s natural
lens. Depending on the degree of cloudiness, a cataract
can cause a little blur in vision to near total loss of vision.
The rate at which a cataract will progress is highly vari-
able. A cataract is not a film over the eye that can be
peeled away. A cataract is not visible in the mirror unless
it is very dense. Vision can be restored only by surgical
removal. Generally, waiting to have a cataract removed
will not affect the outcome. A cataract need not be
removed, as it is not usually harmful to the eye. The
symptoms which patients experience will help to decide
whether to proceed with surgery. The term “ripe” is an
outdated term. Cataract surgery is necessary when dimin-
ished vision interferes with daily living patterns and
removing the cataract is worth the rare risks involved.

The majority of cataracts are formed later in life as
a part of the aging process. Some patients develop
cataracts earlier than others. They are usually not inher-
ited. Cataracts can develop as a result of injury, chronic
eye disease, systemic diseases (such as diabetes), and
side effects from drugs such as steroids. Exposure to
sunlight has been implicated in causing cataracts. Rarely
are babies born with cataracts. Cataracts are not caused
by reading, watching too much television, sewing, or
any other normal activity. Limiting visual activity will
not slow down the progression of a cataract. Vitamins
and herbal remedies have not been proven to prevent
the progression of cataracts.

The only treatment now for cataracts is surgical
removal. There are no medications that stop the pro-
gression of cataracts. Laser surgery at present is not
used to remove cataracts. There are several ways to
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is detected early, it can be reattached surgically with
usually little vision loss. Macular edema or swelling of
the macula (the center of the retina) may occur in
20% of cases. Fortunately, in almost all cases, the fluid
is absorbed and good vision returns. Glaucoma may
occur after cataract surgery, but usually can be con-
trolled with drops.

During surgery, the membrane that supports the
implant may be too weak and part of the cataract may
fall back into the eye. This has happened to nearly all
cataract surgeons. The best method to handle this com-
plication is usually to have a retinal surgeon remove the
piece at a later time.

It should be emphasized that cataract surgery is
very safe in the majority of cases. The patient is usually
very happy with the results. Future developments will
make the operation even safer and more rewarding for
both the patient and the surgeon.

SEE ALSO: Aging, Diabetes, Glaucoma

Suggested Resources

The American Academy of Ophthalmology: www.aao.org
The American Society of Cataract and Refractive Surgery:

www.ascrs.org
Facts About Cataract Surgery: http//www.nei.nih.gov/health/cataract/

cataract_facts.htm

KATHLEEN LAMPING

Cervical Cancer Cancer of the uterine cervix is
an important worldwide health problem. The cervix
is the opening of the uterus at the top of the vagina.
Death rates in the developing countries from this
disease are similar to death rates from breast cancer and
lung cancer. In the developed nations, the widespread
use of screening tests such as the Pap smear has both
reduced the number of women getting the disease and
improved the chances of surviving the disease. In this
entry, we will review the risk factors for cervical cancer
and its precursor, cervical dysplasia, the screening
methods available, and the basics about the symptoms
of cervical cancer and its treatment.

RISK FACTORS

Many women are not aware of the fact that cervi-
cal cancer is essentially a sexually transmitted disease.
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implant inserted. Many surgeons feel that the placement
of a lens as a second procedure is somewhat less satis-
factory and more hazardous than placing it at the time
of surgery, but many thousands of lens implants have
been successfully placed secondarily.

In the “old days,” cataract surgery involved pro-
longed hospitalization and “sand bags” for immobiliza-
tion. Many people remember their grandparents
undergoing this type of operation and are unnecessar-
ily alarmed about surgery. With modern microsurgical
techniques, cataract surgery has become safer and heal-
ing more predictable than in the past. The surgery is
done on an outpatient basis.

The operation is performed under a local anesthe-
sia, with monitoring of the patient’s heart rate and blood
pressure. Depending on the surgeon’s preference, it can
be performed with a “block” anesthesia injection around
the eye or performed just with topical eyedrop anes-
thetic agents. This is called topical anesthesia and is
becoming more popular. Injection is not required nor is
a patch or shield as discharge. Generally, however, the
patient will need to wear a protective shield at bedtime.

Patients will probably be examined the day after
the surgery. Eyedrops are taken before and after the
procedure. Normal daily activities can be resumed the
day after surgery. Usually a new glass prescription is
required and is given about 3 weeks after the operation.

As in any surgical procedure, an element of risk
exists, and complications can occur during surgery or in
the healing process in spite of the best of care (occlu-
sion of a blood vessel, retinal detachment, corneal
decompensation, macular edema, bleeding, and infec-
tion). It may be impossible to predict who may develop
a problem.

A rare complication may be dislocation of the
intraocular lens implant and it may need to be reposi-
tioned. Very rarely the implant may need to be
removed. Infection is a very serious complication,
which can significantly reduce vision after surgery. To
help prevent this, eyelashes are draped and the face
and eyes are washed with an antiseptic. Hemorrhage or
bleeding is a complication that can range from mild to
very serious. The worst bleed is called an expulsive
hemorrhage and can leave the eye without vision. The
hemorrhage occurs under the retina, away from the
cataract operation, and is a random occurrence.
Fortunately, this is very rare. A retinal detachment can
occur in 1–2% of patients having cataract surgery. If a
patient is very nearsighted or myopic, there is a greater
risk of developing a retinal detachment. If a detachment
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Research has shown that a family of viruses called
human papillomavirus (HPV) can infect the cells of the
genital tract, and in some cases will lead to cancerous
changes of those cells, particularly in the cervix. While
almost all cervical cancers are caused by HPV, the great
majority of women infected by HPV will never develop
cancer.

The risk factors for cervical cancer are therefore the
same as those for sexually transmitted infections such
as: early age at first intercourse, multiple sexual part-
ners, or having a partner with multiple sexual partners.
Other risk factors may be due to impairment of the
body’s immune system from fighting the HPV infection
such as: HIV infection or AIDS, immune suppressive
drugs (such as those taken by patients who have under-
gone an organ transplant), and smoking.

HPV infections often occur without causing any
symptoms. In some cases, a patient may develop small
warts on the external genital area. Problems in the cer-
vical cells leading to cervical cancer can take years to
occur, or in many women will never occur at all.

CERVICAL DYSPLASIA

After a woman becomes infected with HPV, the
virus can enter the cells of the zone of the cervix called
the “transition zone.” This is the area where lining-type
cells of the vagina and cervix (squamous cells) join with
the glandular cells in the inside canal of the cervix.
This process can result in cervical dysplasia, which is
the specific condition which is screened for with the
Papanicolaou test, or Pap test. Although the Pap test is
designed to look for dysplasia, it can also be read as
“abnormal” due to other changes such as inflammation
or the changes due to hormone shifts after menopause.
For that reason, when a Pap smear is abnormal, an
examination of the cervix with a microscope called a
colposcope and actual biopsies of the cervix are done.
Those biopsies will determine whether dysplasia
changes are present, and whether they are mild, mod-
erate, or severe.

Mild dysplasia, also called cervical intraepithelial
neoplasia-1 (CIN-1), is often a temporary reaction to
an HPV infection, and in 70% of cases will resolve with
no treatment. Moderate dysplasia (CIN-2) and severe
dysplasia (CIN-3) are less likely to resolve on their own,
and therefore have the potential to progress to cancer.
That process of progression takes 5–15 years, so the
effective identification and subsequent treatment of

CIN-2 and CIN-3 can prevent the development of cervi-
cal cancer in most women.

Treatment for cervical dysplasia often involves
removal of the transition zone area of the cervix in an
outpatient procedure called loop electrocautery exci-
sion procedure (LEEP), and is highly effective.

Another test that is used for screening is actually
swabbing the cervical area and testing for the HPV
virus. This test has been shown to be able to identify
women who do not need to proceed with colposcopy
and biopsies when the Pap smear has only a mild
abnormality. In addition, it may be used in women over
30 in conjunction with the Pap test as a more effective
predictor of risk for cervical cancer.

SYMPTOMS OF CERVICAL CANCER

Cervical dysplasia causes no symptoms in most
women. In women with undetected or untreated cervi-
cal dysplasia over a period of time, those abnormal cells
can develop the ability to invade other tissues and at
that point are defined as a cancer. Invasive cervical
cancer causes symptoms such as irregular vaginal
bleeding, bleeding after sexual intercourse, or a bloody
or foul-smelling vaginal discharge. Symptoms of more
advanced disease include pelvic or back pain or
swelling in the legs.

STAGES

All cancers are assigned a stage which is a repre-
sentation of how advanced it is when it is diagnosed.
The stage helps to determine both the treatment options
and the prognosis. In cervical cancer, Stage I disease
refers to cancer that has not progressed beyond the
cervix. There are substages such as IA and IB to help
differentiate between tumors that are microscopic in size
versus tumors that may be very large, but still confined
to the cervix. Stage II refers to cervical cancer that has
spread off of the cervix onto the upper vagina or into
the soft tissues that support the uterus and cervix at the
sides, called parametria. Stage III applies when the
cancer has spread farther down to the lower vagina, or
out farther into the parametria to the side of the pelvis.
Stage IV is the most advanced and applies when other
organs such as the bladder or rectum, or distant from the
cervix such as the liver or lungs, are involved.
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When a woman is diagnosed with cervical cancer,
various tests will be performed to help determine the
stage. These include a thorough pelvic examination,
including a rectal examination, chest x-rays, blood tests,
and often a CT scan of the abdomen and pelvic area.
After her doctor determines her stage, the treatment
options will be outlined. In some cases of advanced dis-
ease, surgery will be used to obtain more information
prior to making a treatment plan. This may include
cystoscopy (looking in the bladder with a telescope),
proctoscopy (looking in the rectum with a telescope),
or a more major surgery to remove lymph nodes that
might be affected by the cancer.

TREATMENT

In the earliest cases of invasive cervical cancer,
when there has been only minimal microscopic invasion
of the cervix, the doctor may recommend a vaginal or
abdominal hysterectomy (removal of the cervix and
uterus, but not necessarily ovaries), or a cone biopsy,
which is a cone-shaped removal of the outer cervix.
Cone biopsy is usually used when a woman would
like to preserve the possibility of childbearing. These
are highly effective treatments and result in cure rates
over 95%.

If the cancer is not microscopic, but is still con-
fined to the cervix or upper vagina (Stages I and IIA),
treatment options include radical hysterectomy with
lymphadenectomy or combined pelvic radiation with
chemotherapy. Radical hysterectomy involves removal
of the uterus and cervix with the surrounding tissues of
parametria and upper vagina together with the pelvic
lymph nodes. Radiation includes external treatments
to the whole pelvic area and internal treatments
directly to the cervix, combined with a regular dose of
chemotherapy to help the radiation work more effec-
tively. Either of these treatments is effective in early
stage disease, and one is generally selected based on
other factors such as risks for surgery or radiation. In
some centers in the United States, Canada, and Europe,
an option to preserve fertility is available called the
radical trachelectomy. This is a removal of the cervix
with the parametria and upper vagina with the lymph
nodes, but the remainder of the uterus is left behind,
and can potentially be used for childbearing. This
procedure may not be possible in all women with this
stage of disease, but in selected women can be
effective.

For all other stages of cervical cancer (Stages
IIB–IV), the treatment that has been shown to be the
most effective is radiation combined with chemother-
apy. This is performed as was described for early stage
disease, but may be given to a higher dose level or
even to a wider area.

In some cases, a woman may undergo radical
hysterectomy designed to be the definitive treatment,
but then may require radiation after surgery due to find-
ings at the time of surgery, such as cancer spread to the
lymph nodes.

OUTCOME

Women with microscopic forms of cervical cancer
have very high possibilities of survival—close to 100%.
Once the cancer is visible, in the early stages (IB and
IIA), the chances of surviving average about 85%.
Stage IIB will have a 65–70% survival rate, whereas
Stage III will have a 24–40% chance of survival,
and Stage IV only 5%. Surgical options, the side effects
from surgery and radiation, and the management of
symptoms have all improved so that many women
who undergo treatment for this disease are able to
recover complete function and do not suffer from last-
ing side effects. The most important aspect of reduc-
ing the impact of cervical cancer, however, will be to
detect and treat cervical dysplasia before it has the
opportunity to progress. In the future, there may be a
vaccine available to reduce the risk of infection with
the HPV virus, or to help the immune system fight the
HPV infection and decrease the risk of developing
dysplasia or cancer.

SEE ALSO: Cancer screening, Colposcopy, Diethylstilbestrol,
Genital warts, Human papillomavirus, Hysterectomy, Pap
test, Pelvic examination

Suggested Reading
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Suggested Resources

American Cancer Society website “What women should know about
HPV and cervical health,” http://www.cancer.org/docroot/NWS/
content/NWS_2_1x_What_Women_Should_Know_about_HPV_
and_Cervical_Health.asp? site area�NWS&viewmode

National Cancer Institute website: http://www.cancer.gov/cancerinfo/
types/cervical/

ANNE O’MEARA

Cesarean Section Cesarean section is the name
of the abdominal operation used to deliver a baby. The
most recent birth statistics from the Centers for Disease
Control and Prevention (CDC) reveal that 24.4% of
the 4 million births in the United States in 2001 were by
cesarean section, meaning that 1 million cesarean sec-
tions were performed in 2001, making it the most com-
monly performed surgical procedure in the United
States. This is also the highest national rate since 1989.
The rate was 22.9% in 2000.

HISTORY

It is widely believed that the term cesarean refers
to the birth of Julius Caesar, presumably by a surgical
method. Historical documentation is rather sketchy
about this subject, but there is evidence that Caesar’s
mother lived to hear of her son’s invasion of England.
This causes some question as to Caesar’s birthing
method because cesarean type births at that time were
done only in an attempt to save the baby when the
mother was dead or nearly so.

INDICATIONS

One of the most common indications, or reasons,
for having a cesarean section is a history of a previous
cesarean section. This is referred to as a “repeat
cesarean.” In 2001, 7.5% of all births were by repeat
cesarean. This leaves 16.9% as the rate of primary, or
first-time, cesarean sections. The most common reason
for a primary cesarean is failure to progress in labor.
Causes of failure to progress include the arrest of dila-
tion of the cervix, arrest of descent of the head, or
cephalopelvic disproportion (baby’s head is too large to
fit through the birth canal).

Other indications for cesarean section include
breech presentation, twins (or higher order multiples
such as triplets), fetal distress (the proper medical term
is “fetal intolerance of labor” or “non-reassuring fetal
status”), placenta previa (placenta blocking the birth
canal), abnormal vaginal bleeding (possibly due to pla-
cental abruption which is when the placenta begins to
detach from the uterine wall before the baby is born),
and active herpes or HIV infection.

RISKS

Delivery by cesarean section is felt to be more
risky for a woman’s health than vaginal delivery and
usually the recovery time is longer. Risks include post-
operative infection (such as uterine infection or wound
infection), hemorrhage, and associated blood transfu-
sion, injury to other organs such as the bladder or
bowel, and possible injury to the baby such as a cut
during delivery. Additionally, having a first cesarean
may increase the risk that subsequent deliveries will
also be by cesarean. Cesarean section is also more
costly than vaginal delivery.

PREVENTION

Some patients may be candidates for a vaginal
birth after cesarean (VBAC). The success rate for
attempted VBAC is about 75%. Furthermore, subse-
quent deliveries are also likely to be vaginal. However,
subsequent trial of labor in the presence of a prior
cesarean scar increases the risk for a tear in the uterine
scar, referred to as a uterine rupture. The risk of uterine
rupture is about 5 per 1,000 for spontaneous labor, but
increases if labor is induced or augmented with oxy-
tocin (a medication commonly used to make contrac-
tions more effective). A uterine rupture can lead to fetal
oxygen deprivation or death, and possibly a maternal
hysterectomy if the damaged uterus cannot be repaired.

Some ways to avoid a cesarean section include the
turning of a breech baby to head down by a practi-
tioner skilled in this procedure (called an external
cephalic version). Limiting one’s pregnancy weight gain
to the normal range may help keep the baby’s weight
lower and possibly prevent a cesarean for failure to
progress, although there are little data to support this
statement.
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IS THE RATE OF CESAREAN TOO HIGH?

Many authorities feel that the birth of one in four
babies in this country by cesarean is too high. There are
national efforts to try to lower the rate. One target that
has been published is a cesarean rate of 15%. In gen-
eral, there has a been a drop in the rates of VBAC over
the last several years.

One reason cited for the sharp drop in the rate of
VBAC may be due to a growing fear of the potential risk
of uterine rupture, which though rare can occur suddenly
without warning and be potentially catastrophic. This car-
ries an increased risk of liability and may be a deterrent
to some practitioners counseling patients to try VBAC.

Additionally, there is growing evidence that vaginal
delivery may have long-term risks that can be mini-
mized by cesarean delivery. For example, urinary
incontinence, pelvic relaxation, and pelvic prolapse are
conditions seen later in life that may require surgery or
other treatments, and these conditions occur far more
often in women who have delivered babies vaginally
than by cesarean section. Some doctors feel that a
woman should be able to request a cesarean delivery.

HOW MANY?

There is no consensus as to the maximum number
of cesarean sections that a woman can safely undergo.
Reports in the literature have been conflicting with the
highest number reported as being 13.

Suggested Resources

www.drspock.com.

BRYAN S. JICK

Charismatic Healers For more than 2,000 years,
charismatic healers have been healing people from
mental, physical, and spiritual sickness. Common
methodology used by charismatic healers includes: pray-
ing, laying of hands, anointing with oil, Biblical scripture,
exorcisms, sacraments, and pilgrimages to holy places.
However, specific methodology of healing can vary
according to the beliefs of a denomination.

Charismatic healing is founded on the ministry of
Jesus of Nazareth, the Son of God, who healed people
from all forms of sicknesses. Jesus’ healing ministry
ushered in the charismatic movement, which acknowl-
edges healing as an ordained gift from Jesus. In his

name, charismatic healers miraculously heal people from
colds, flus, asthma, cancer, and heart problems that are
caused by sin, demonic spirits, or biological imbalances.

Generally charismatic healers are male, mainly
because of the belief that the Bible forbids females from
any form of ministry. However, some denominations
believe that females can minister to people. Over time
women charismatic healers have been known to mirac-
ulously heal people.

Charismatic healer methodology can vary for each
individual healer depending on their denomination.
Catholic charismatic healers rely more on prayers, sacra-
ments, and pilgrimages to sacred sites. Protestant charis-
matic healers rely on prayer, laying of hands, exorcisms,
and anointing the individual with oil. Protestant healers
will begin by anointing an individual on the head with oil,
which represents that the Holy Spirit is present. Once the
Holy Spirit is present, the healer will lay hands on either
an individual’s head or on the area of sickness. While
praying in Jesus’ name, the healer will ask God to heal the
individual and will cast out any demonic spirits causing
sickness. The healing can occur spontaneously or require
more visits with the healer until the healing is evident.

Although charismatic healers believe in their gift of
healing, they cannot heal everyone. According to
charismatic healers, people can only be healed if it is
God’s will. If a healing is unsuccessful, the charismatic
healer will encourage the person to seek medical atten-
tion. While some hold that seeking man’s help demon-
strates a lack of faith in God’s ability to heal, many
charismatic healers believe that God uses physicians as
instruments for healing as well.

Through religious techniques charismatic healers
are responsible for countless miraculous healings.
Although no solid scientific evidence exists to prove the
validity of charismatic healers, their supernatural heal-
ings continue to occur around the world. Many people
believe in their calling to heal and continue to seek the
help of charismatic healers.

Suggested Reading

Anderson, A. (2002, October). Pentecostal approaches to faith and
healing. International Review of Mission, 91(363), 523.

Suggested Resources

Faith Healing. January 26, 2003. http://www.wikipedia.org/wiki/Faith_
healing

Faith healing. http://www.encyclopedia.com/html/f1/faithhea.asp

STEPHANIE CABRERA
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Chemical Dependence Chemical dependence
is a primarily genetic, chronic progressive disease of the
brain that is characterized by the intermittent inconsistent
loss of control over the use of mood-altering drugs,
resulting in repetitive adverse consequences to the user.
The basic brain problem of this disease of chemical
dependence or “addiction” appears to be an inability to
consistently control the use of drugs that produce an
acute or quick surge of dopamine in the brain. This surge
of dopamine leads to a feeling of euphoria or “high.”

Chemical dependence is an illness that affects
10–13% of Americans at some time in their lives.
Surprisingly, rates are the same for all cultural groups,
all socioeconomic groups, and even groups with differ-
ent educational levels. Lifetime prevalence rates are
lower than this only in elderly women. Women born
before 1935 have a high rate (as high as 50%) of life-
time abstinence from even low levels of experimenta-
tion with mood-altering drugs, and thus many may have
never activated a potential addictive disease. However,
women born since 1950 experiment with mood-altering
drugs at the exact same rate as their male counterparts,
and are activating the disease of addiction at exactly the
same rate. Therefore, being female is not a protective
factor from the disease of addiction, but being abstinent
is a protective factor for women or men.

Chemical dependence is one stage on the contin-
uum of mood-altering substance use in our society. This
continuum of use ranges from abstinence, to low risk or
“social” use, to substance abuse, to the disease of addic-
tion. A more full description of chemical dependence or
addictive diseases and suggested readings are in the
entry entitled Substance use.

SEE ALSO: Addiction, Substance use

Suggested Resources

A national service for addiction treatment and prevention edu-
cation funded by the Robert Wood Johnson Foundation.
www.jointogether.org

TED PARRAN JR.

Chest Pain Chest pain is one of the cardinal man-
ifestations of heart disease. However, chest pain can
also occur due to various other disease states. It is very

important for the patient and physician alike to differ-
entiate chest pain due to cardiac causes from that due
to noncardiac etiologies.

CHARACTERISTIC FEATURES OF
CARDIAC CHEST PAIN

Quality

Cardiac chest pain is variously described as a con-
stricting, squeezing, pressure-like, “heaviness,” burning,
“weight in the center of my chest,” or “band-like feeling
across my chest.” Usually this pain is incited by exer-
cise, cold weather, heavy meals, physical exertion, or
emotional/mental stressors. Patients are sometimes
awakened by early morning chest pain. This pain usu-
ally lasts between 5 and 15 minutes, but can last as long
as 30 minutes. Patients with severe coronary heart dis-
ease can have pain at rest with the above characteris-
tics; pain of that severity is worrisome for a myocardial
infarction (heart attack).

Location

The pain is usually located in the center of the
chest (substernal), radiating down either arm, up to the
neck, jaw, teeth, or into the upper back (interscapular).

Associated Symptoms

Patients may note shortness of breath, choking
sensation, diaphoresis, dizziness, nausea, vomiting, or
palpitations.

DIFFERENTIAL DIAGNOSIS

Other disease states can be confused with cardiac
chest pain.

Esophageal Pain

Usually this type of discomfort is substernal and epi-
gastric in location, and is associated with food intake and
acid reflux. It can be burning in character and can be
brought on by lying down after meals. This pain can eas-
ily be confused with cardiac chest pain, but it usually
occurs more predictably with food intake. Antacids help
to alleviate the discomfort. The difficulty in differentiating
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cardiac pain from esophageal pain is confounded by the
fact that these two conditions often coexist.

Peptic Ulcer Disease

Burning discomfort in the mid-epigastrium, rela-
tionship with food intake, and relieved by antacids are
important differentiating features for this type of pain.

Acute Pancreatitis

The pancreas is an abdominal organ which
releases digestive juices and hormones such as insulin.
Inflammation of the pancreas may occur due to alcohol
dependence or biliary disease, among other etiologies.
Pain is usually described as a sharp or dull ache in the
epigastrium; it may be similar to cardiac pain, but is
position dependent and radiates to the back.

Pericarditis or Pleuritis

These conditions—inflammation of the lining of
the heart or the lungs, respectively—can cause chest
pain which is sharp, increases with respiration, and is
positional. This discomfort is often associated with a
cough or respiratory tract infection.

CAUSES OF CARDIAC CHEST PAIN

The most common cause of cardiac chest pain is
an obstructive or flow-limiting lesion in the coronary
arteries due to atherosclerotic (cholesterol) plaque. The
accumulation of plaque causes slow narrowing in the
lumen of the artery until complete obstruction occurs.
These plaques can rupture or break, thereby compro-
mising blood flow to the heart suddenly, and thus caus-
ing a myocardial infarction. For these reasons, risk
factor modification is crucial in order to prevent the
occurrence of atherosclerosis.

Less common, but seen in women more often than
in men, is spasm of the coronary artery leading to
reduced blood flow, thus causing chest pain. Treatment
for this is different from the treatment for coronary
artery obstruction.

In some patients (most commonly, but not limited
to, those with diabetes mellitus), chest pain can occur
due to small vessel disease rather than to atherosclero-
sis involving large coronary arteries. This disease entity,

called “microvascular angina,” cannot be visualized
with the angiographic techniques we have today, but
will often respond to similar treatments as other forms
of coronary artery disease.

WORKUP FOR CHEST PAIN

A detailed clinical history and physical examination
help to differentiate most other etiologies of chest pain
from cardiac chest pain. Further clues can be obtained
from blood tests and from a 12-lead electrocardiogram
(ECG). If indeed the discomfort is felt to be cardiac
(related to the heart) chest pain, the patient will often
undergo an ECG, stress test, and/or cardiac catheteriza-
tion (coronary angiography). A cardiac catheterization is
a procedure during which a special chemical that is
highly visible on x-ray (contrast agent) is injected into the
coronary arteries in order to visualize (opacify) them. In
this manner, flow-limiting lesions can be imaged by flu-
oroscopy (x-ray movies), and treated by balloon angio-
plasty or stenting (both specialized procedures in which
an instrument inserted into the blood vessel is used to
remove/reduce the effect of the obstruction in the ves-
sel), if suitable. In some cases, the individual may be
referred for heart surgery (coronary artery bypass graft-
ing) if the disease is severe and widespread.

TIME IS MUSCLE

Patients who experience cardiac chest pain should
seek medical attention immediately. Chewing four baby
aspirins can reduce mortality, if the cause of chest
discomfort is indeed a myocardial infarction.
Administration of other medications as quickly as
possible will save more muscle from suffering and
dying, and thus will reduce complications and mortal-
ity. Performing coronary angioplasty and restoring
blood supply to the muscle as soon as possible is very
important.

WOMEN AND CHEST PAIN

While the majority of women presenting with acute
myocardial infarction do complain of chest pain, other,
more nonspecific complaints such as upper abdominal
pain, shortness of breath, fatigue, and nausea occur
more frequently in female than in male patients.
Furthermore, chest pain is a less specific finding in
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women than in men, a fact that has led symptoms of
chest pain in women to be discounted frequently. A
heightened level of awareness must be present among
physicians in order to prevent delays in the diagnosis
and treatment of myocardial infarction in women.

Furthermore, as discussed in the entry on
“Coronary artery disease,” the underlying pathology of
myocardial infarction may differ in women when com-
pared to men, and this difference may make the timely
diagnosis of coronary artery disease more difficult in
women.

Interestingly, women tend to have normal coro-
nary angiograms in the presence of chest pain and/or
abnormal stress tests more commonly than men, point-
ing to the likely presence of microvascular disease as a
more frequent etiology of pain in women.

CARDIAC SYNDROME X

This syndrome was first described 100 years ago as
“pseudoangina”; patients manifested chest pain, and had
an abnormal stress test, but had normal coronary arter-
ies by angiography. Kemp et al. coined the term “cardiac
syndrome X” in 1973 for this clinical scenario. The inci-
dence is higher in postmenopausal women. The under-
lying pathophysiology is unclear, but different authors
have proposed several mechanisms. Problems with the
release of endogenous vasodilators leading to spasm of
the coronary arteries could be one of the reasons for this
symptom complex. Therefore, women with normal
coronaries are sometimes given ergonovine in the car-
diac catheterization lab in order to induce coronary
artery spasm and reproduce the symptoms. Another rea-
son why these women have chest pain despite normal
coronary arteries is due to “microvascular angina”—a
disease of small vessels which cannot be seen clearly
during cardiac catheterization, as mentioned above.
Overall prognosis for this group of women patients is
dependent on the underlying cardiac risk factors, espe-
cially diabetes mellitus. Some authors have suggested
that postmenopausal estrogen therapy may be helpful in
improving symptoms of cardiac syndrome X in post-
menopausal women, although this therapy should be
administered cautiously given new findings of overall
harm associated with it. Though mortality is not higher,
these patients suffer from significant morbidity.
Physicians need to be aware of this clinical condition
and work with patients to modify cardiac risk factors
and offer reassurance.

SEE ALSO: Anxiety disorders, Coronary artery disease, Mitral
valve prolapse
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CLAIRE DUVERNOY

Child Abuse Child abuse or maltreatment occurs
in many settings and places around the world. There
are various kinds of abuse, and many times a child is
the victim of more than one type of maltreatment. The
spectrum of maltreatment includes physical abuse,
emotional abuse, neglect, and sexual abuse. Issues of
child labor and exploitation, lack of appropriate health
care, food, shelter, and adequate sanitation pose big
threats to the safety of children throughout the world.
Any of these can have long-lasting negative psycholog-
ical effects on a child.

The actual number of maltreated children in the
world is unknown because many cases are never
reported, and most countries do not have or do not
enforce laws against child abuse. Estimates in the
United States show that in the year 2000 there were
5 million children referred for investigation of potential
abuse; 879,000 children were found to be victims of
abuse. The rate of abuse was 12.2 per 1,000 children.
(Reasons for not finding abuse were: no evidence of
abuse or risk, or insufficient information available.)
Sixty-three percent of these were neglect, 19% physical
abuse, 10% sexual abuse, and 8% psychological abuse.
About 1,200 children died in the year 2000 due to
abuse. Forty-four percent of abuse victims were less
than 1 year old, and 85% were less than age 6.
Perpetrators of abuse are usually the parents or care-
takers of a child.

Child abuse or maltreatment can occur in many
different forms. Physical abuse is defined as an inten-
tional act that causes harm to the body. Emotional
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abuse is verbal or behavioral actions that can impede a
child’s psychological development. Behavioral actions
such as rejection, isolation, criticism, or terrorizing a
child are examples of emotional abuse. Neglect is
defined as failure to provide appropriate needs to a
child, and this may include omission of physical or
emotional needs. For example, physical needs include
food, clothing, and shelter, and emotional needs
include appropriate nurturing for healthy development.
Sexual abuse is when an adult uses a child for his or
her own sexual gratification. One of the negative effects
of the Internet is exploitation of children via porno-
graphic photos now available throughout the world.

Child maltreatment occurs in most cultures and
societies. Internationally, there are some types of abuse
or neglect that are related to poverty, disease, war, or
global economics. Street children found throughout the
world may or may not be homeless, but poverty and
home abuse are primary reasons for their taking to the
streets to find money and food. AIDS and other diseases
have left many children homeless. War has also killed
many parents, leaving children homeless or in unstable
family situations. In some societies, certain disciplinary
procedures or rites of passage procedures (such as cir-
cumcision) are not regarded as maltreatment. Yet these
procedures may induce significant psychological dis-
tress. In Kenya, for example, many boys would be hos-
pitalized for hysterical paralysis shortly before they
reached puberty and were required to undergo ritual cir-
cumcision. (Due to the global distribution of resources,
millions of children live in poverty, are homeless, and
are desperate for food, water, shelter, and warmth.
Millions have no access to health care or education.)

In 1989, the United Nations adopted the
Convention on the Rights of the Child (CRC), which
grants children rights relating to their civil, political, eco-
nomic, and cultural lives. Although many countries
passed laws regarding these rights, children continue to
suffer violations of these rights. They continue to be the
victims of child labor, neglect, sexual exploitation, phys-
ical and emotional abuse, and are subject to the effects
of armed conflict and the lack of access to education,
health care, safe water, and sanitation facilities.

Diagnosing or identifying abuse can be difficult. (It
can be difficult to document maltreatment in many
cases.) Legal definitions may vary from state to state. In
the United States, professionals such as physicians,
nurses, or teachers are mandated by law to report to the
police or child protection services if they suspect a child
is being maltreated. Certainly, abuse can sometimes be

obvious, but mistakes have been made about what
appears obvious. For example, parents have been
accused of abuse when their children developed “black
eyes” related to an eye tumor or after they had used
“coining” as a treatment for fever. In many circum-
stances, it is hard to know if a child is being maltreated
or is at risk for abuse. If someone suspects a child is
being abused, those accusations should be taken seri-
ously. Definitions may vary, but there are some guide-
lines available to help identify the various forms of
abuse. Physical abuse should be suspected in a child
with an injury or repeated injuries that cannot be
explained or when an injury is not likely to have
occurred as explained by the caretaker. Emotional
abuse should be suspected if a parent is repeatedly ver-
bally attacking a child, or ignoring or rejecting the child.
Neglect can be identified by noting inadequate clothing,
poor hygiene, or nutritional deprivation. Other clues to
potential abuse include a child who is acting out, who
runs away from home, who attempts to hurt or kill
him/herself, or who reports that he/she is being
abused. As these children grow, they may develop psy-
chological problems, such as depression, anger, and
eating disorders. Substance abuse, criminal behavior,
and suicide are increased in abused children. Behaviors
such as these may also lead one to suspect that a child
has been maltreated.

There are a number of theories about what factors
place a child at risk for abuse. Parents who abuse their
children have been reported from most ethnic, geo-
graphic, religious, educational, occupational, and
socioeconomic groups. Poverty is a significant risk fac-
tor for abuse in children. This may be due to several
factors, such as increased stress due to unemployment,
overcrowding, lack of food, and other necessities.
Other factors that contribute to the occurrence of child
abuse in poverty-stricken families include limited social
support, higher incidence of violence in their commu-
nity, teenage and single parenthood, and substance
abuse. Mentally retarded or handicapped children are at
increased risk for abuse. Many abusive parents have
experienced abuse as children.

Trying to identify risk factors for abuse is an impor-
tant means for prevention, and is a focus of research
today. Some studies are looking at parental attributions
as characteristics of risk for child-abusive parenting.
Some studies are looking at characteristics of children
that may predispose to maltreatment. Parental attitude
toward a child may be more significant than actual
characteristics of the child.
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Treatment for a child who is being or has been
abused may require many modalities. In the United
States, it is mandatory to report to the Child Protective
Services any child suspected of being a victim of abuse.
Assessment of and treatment for physical injuries must
be addressed immediately. A caseworker is then
involved to help decide how to protect the child. First,
it is important to place a child in a safe environment.
This sometimes involves removing parental rights. The
usual goal is to keep a child with a parent or eventually
return a child to his/her home if at all possible. This can
be a very difficult decision if there is the potential for
further abuse in the home. Many times a child is
returned to a home where abuse continues, if the risks
were not fully identified. Other times the child may be
placed by the court with relatives or in a foster home.
If a child is to return to his/her home, it is important
that the parent perpetrator receive psychotherapy and
that social services continue observation of the child for
months or years after the return.

A child is traumatized by abuse, as well as by
removal from his/her parent. Counseling is very impor-
tant to an abused child. This may involve talking or play
therapy, directed at helping a child cope with fears and
anxieties. Some children feel responsible if a parent has
been jailed and this issue must be addressed in therapy.
Most hospitals have teams trained in managing child
abuse. Members of these teams are on call to assist
these children in the emergency room or hospital. As
children of abuse grow to adulthood, the management
of their “posttraumatic” psychological effects of abuse is
ongoing.

Prevention of child abuse is also multifaceted.
Identifying at-risk families is a major goal. Parenting
classes may help inexperienced mothers learn appro-
priate behavior and nonviolent discipline techniques.
Stress management skills for parents are helpful in
reducing stress and anger in difficult life situations.
Support groups, and support from family, friends, or
others in the community can help. Members of the
groups should be encouraged to ask for respite if
they feel likely to abuse their children. Keeping
weapons out of the home will also help. In many
states, there are laws to inform communities when
pedophiles are released from prison. Increased com-
munity awareness about the location of potential
abusers is likely to increase safety of the children in
that community.

SEE ALSO: Domestic violence, Sexual abuse
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Child Care The decision to use child care is an
important issue to consider prior to working or obtain-
ing further education for parents/guardians. Other
issues for consideration include general health and per-
sonality of the child/children, number of children to be
enrolled in child care, hours child care will be needed,
and distance to be traveled for child care and/or
employment and education opportunities. Once child
care utilization has been decided, understanding the
various aspects of quality and types of child care are
important factors.

CHILD CARE RESOURCES

There are many resources for locating child care.
“Word of mouth” recommendations from other parents,
friends, or neighbors are excellent starting points.
Physicians, employers, religious groups, YMCAs, or col-
lege/university listings may also be a resource for child
care information. Phone listings and state agencies that
license and regulate child care centers may be other
resources.
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The type of child care available in a community
depends on many factors. Large urban/suburban com-
munities may have a wider selection of types of child
care due to the number of children and the demand of
working parents. Early planning and a clear under-
standing of individual child/children’s needs, in order to
keep as many options available as possible, is a key
component of successful child care.

The cost of child care varies widely and may be
based upon factors such as number of children, hours of
child care provided, location of child care, age of child
(children), educational level and number of providers,
the inclusion of meals and supplies, in addition to the
community supply and demand for child care.

QUALITY OF CHILD CARE

There are many factors which determine quality of
child care. Licensure or regulation by the state or
accreditation by a national child care organization may
be one measure of quality child care. While these mea-
sures may not be available for all child care environ-
ments, other factors to consider include the ratio of
child care providers:children, taking into consideration
the age of the children and experience level of the
providers. In addition to the experience level, the edu-
cational level of the child care provider and opportuni-
ties for continuing education are other important
considerations. Duration of staff retention is an impor-
tant measure of child care consistency. Responsiveness
of staff to the child/children is important with regard to
child-appropriate activities, addressing needs and
requests of children, and appropriate use of discipline
and redirection depending on the child’s age.
Examination of the physical space for safe, clean areas
for children and the presence of child-centered equip-
ment are other important considerations.

Health policies regarding diapering and toileting
techniques, separation of food preparation and toilet-
ing/diapering areas, and hand washing policies for chil-
dren and staff should be investigated. Nutrition is
another important aspect of child care, since children
may spend a majority of their day in a child care center.
Variety and types of food provided are important to con-
sider, especially if children have allergies or other health
problems. There are many agencies that have agreed
upon and recommended nutritional standards for child
care centers. Perhaps the most important factor is how

the parent(s)/guardian(s) and the child (children) feel
about the child care environment, from the level of per-
sonal interactions to the physical surroundings.

TYPES OF CHILD CARE

Child care can range from in-home care, home
provider child care, or large child care centers. In-home
care often refers to a person coming to the child’s (chil-
dren’s) home to provide care, such as a relative or a
nanny. Nannies may/may not have had formal educa-
tion and/or experience taking care of children. In-home
providers are often not regulated by the state but nanny
placement agencies may be regulated in some states.
Foreign exchange student programs may also be
another resource for in-home child care. Prior to hiring
an in-home provider, criminal record and child abuse
background checks should be completed. In-home
child care usually involves only the child/children
within one family. Families may choose in-home
providers so that children have a consistent provider in
a familiar surrounding and transportation is less com-
plex for the parents/guardians. Children in in-home
child care may have less exposure to other children for
interactive play and illnesses. If the in-home provider is
ill, alternative child care arrangements must be made.
In-home child care is often the most expensive type of
child care.

Home providers refer to child care in the residence
of the provider. There may be several families that use
the home provider for child care, and the children will
vary in age and number depending on the home
provider and state regulations. Home providers should
have a criminal record and child abuse background
check by the state prior to providing child care. Home
providers may or may not be regulated depending on
the state. Home providers usually provide consistent
care for a slightly larger number of children than
in-home child care. Illness of the home provider may
create challenges for a family to arrange alternative
child care options. Home providers may be the least
expensive of all the child care options.

Large child care centers (day care) refer to large
centers that have many families and children of various
ages enrolled. Large child care centers are licensed by
the states and need to meet health, safety, and caregiver
guidelines in addition to submitting to at least annual
inspections. Large child care centers may also be accred-
ited by national organizations and meet requirements
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above minimum standards for state licensure. Children
who attend large child care centers may be exposed to
a more diverse group of people, but may also have
more illnesses than children in smaller child care envi-
ronments. The cost of large child care centers will vary
depending on the community, but generally will be less
expensive than in-home child care.

SEE ALSO: Adolescence, Adoption, Child abuse, Day care,
Parenting, Pregnancy, Quality of life, Stress, Teen pregnancy
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DEANNA DAHL-GROVE

Child Custody Child custody means the legal
responsibility for a child. When the parents of a child
are married and live with the child, questions of child
custody are rare. But when parents separate from each
other or divorce, or when parents live separately from
their child, there is often a question as to who has cus-
tody of the child.

Custody itself can be divided in to two parts, phys-
ical and legal custody. Physical custody refers to pro-
viding the day-to-day care for the child. Legal custody
refers to making important decisions about the child,
like choosing schools and making medical decisions.
Physical and legal custody can be arranged differently
for the same child.

Custody can also be separated into two other cate-
gories, sole custody and joint custody. Sole custody
means that one parent has the responsibility for the
physical or legal custody or for both. Joint custody
means that the parents share physical or legal custody
or both. It is possible to have many combinations of
these types of custody. For example, one parent could
have sole physical custody of the child while the

parents have joint legal custody. Joint physical custody
does not have to mean an even split of time between
parents. In most joint custody arrangements, the child
will spend more time with one parent than the other,
particularly if the child is in school and the parents do
not live close enough to exchange the child frequently.

Laws about custody are set by each state, rather
than by the federal government, because of which there
can be many differences in laws between one state and
another. Some states have laws that favor joint custody
while other states do not.

Child custody decisions used to be determined by
gender. The first gender-based presumption was that
the father should have custody of the children, since he
was responsible for them and should be able to bene-
fit from their labor. That presumption was replaced by
one in the opposite direction. The “tender years” pre-
sumption gave custody of young children to mothers
because of a belief that the mother was a better nur-
turer. Current child custody law does not contain any
formal gender-based presumptions. Lingering gender-
based stereotypes may play a role in a judge’s custody
decision. Those stereotypes may help a woman win a
custody battle because a judge believes women care for
children well. On the other hand, those stereotypes
may be a hindrance to women who do not fit the
female image that the judge has in mind. For example,
if a mother and father share equally in infant care activ-
ities such as bathing, feeding, and changing an infant,
the father may be seen as outstanding and the mother
many be seen as usual, even though their roles are
equal.

Most custody decisions are made by the agreement
of the parents, with the parents having an understand-
ing of how a judge might decide, if that were required.
When courts are called upon to make a decision, they
can take into consideration the physical and mental
health of the parents, any history of violence, each par-
ent’s relationship with the child, the parents’ abilities to
work with each other, and many other factors.

The laws of most states favor custody decisions
that are stable and reliable for the child. For that reason,
it is often harder to get a court to change a custody
decision once a decision has been made. There may be
a requirement that the child be in danger in order to
make a change in custody soon after a recent court
order.

Divorces are not the only times that child custody
decisions are made. Parents who have never been mar-
ried may separate, requiring a custody determination.
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And often there are others who are not legally or
biologically parents, but who fill the role of a parent.
Grandparents may care for children, stepparents may
play that role, and unmarried partners of a biological
parent may all have emotional ties that are equivalent
to a parent. But these emotional ties alone are not
enough to even ask for custody in court. To be able to
seek legal custody, a person must have standing, which
means a right to be able to go to court over an issue.
Generally a parental equivalent will not have standing
unless that person has cared for the child, without the
biological parent being around, for an extended period
of time.

When one parent gets custody of a child, whether
by agreement or through a judge’s decision, the other
parent will likely get to have visitation with the child.
Visitation arrangements can vary depending upon the
needs and abilities of the parents and the child.
Visitation can be limited or restricted if the visitation
poses a risk to the child.

Custody and visitation decisions should not be
confused with determinations of parental fitness or ter-
mination of parental rights. Courts often become
involved in families where there is abuse or neglect of
a child. If the situation cannot be made safe for the
child, the parents’ rights could be ended. These are
situations where the state takes custody of the child,
and ordinary child custody cases rarely turn into such
situations.

Custody determinations can be arranged by agree-
ment of the couple, and when the couple cannot agree,
a judge makes the decision. In most cases the parents
reach an agreement, the judge makes sure the agree-
ment is fair, and the judge makes the parents’ agreement
a part of a court order.

Lawyers can provide important services in child
custody cases. Lawyers can make sure that people who
agree to a custody arrangement understand how the
agreement will affect them and the child. Lawyers can
also represent parents in negotiating an agreement, or
in presenting a case to a judge for a decision. But
lawyers can be expensive. Sometimes free legal assis-
tance can be obtained through a local office of the
Legal Services Corporation, or through other local
agencies. Many people represent themselves in a child
custody dispute, but this should be a last resort.

SEE ALSO: Adoption, Child care, Cohabitation, Day care,
Divorce, Divorce mediation, Domestic partnership,
Parenting
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SHEILA SIMON

Chiropractic Care Anyone who has ever inten-
tionally cracked her knuckles or stretched and popped
her neck has an idea of the benefit of chiropractic, for
it is a similar manipulation of the joints that is chiro-
practic today. Yet despite the many people who report
benefiting from chiropractic treatment, chiropractic has
a controversial history that goes back to its foundation
before the turn of the 20th century.

Chiropractors derive their theories and techniques
from the work of D. D. Palmer—a magnetic healer—
who performed the first chiropractic adjustment. In
1895, Palmer manipulated a bump on the neck of a
janitor in the building where he worked, and after one
of these treatment sessions, the janitor reported being
able to hear. From this incident and his study of mag-
netic healing, Palmer developed the idea that a vital
force permeates every cell of the body and that mis-
aligned joints (called subluxations in the jargon of
the trade) press on the nerves and disrupt the flow of
the vital force. He believed that this disruption is the
cause of illness and that manipulation of the joints can
restore flow of the vital force and thus allow the body
to achieve health. It is important to note that Palmer
believed that any decrease or increase of life-force flow
caused by bones pressing on nerves results in disease
and that chiropractic treatment restores normal flow.

These ideas developed and evolved at a time when
conventional medical practice (sometimes called allo-
pathic medicine) was dramatically different than it is
today. Before the Flexner report, which was published
in 1910 and which brought about dramatic reform in
medical education, many physicians were either self-
taught or had learned medicine at the hands of other
physicians. Almost anyone could call himself a doctor.
Many medical practices of the time were unpleasant,
ineffective, or dangerous. In such an environment,
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alternative approaches to healing sprang up.
Chiropractic was one of these alternative approaches.

Today, chiropractic is commonly considered as one
of many complementary and alternative approaches to
medicine. This designation reflects chiropractic’s histor-
ical rejection of conventional scientific approaches to
knowledge and practice. Allopathic medicine is a
reductionist approach, focusing on symptoms and
attempting to identify their root cause. Chiropractic
focuses on symptoms as well, but takes a whole body
approach to wellness. Chiropractic is built on the belief
that a vital force infuses every cell in the body, and that
this belief is not subject to scientific testing. The chiro-
practic tradition offers a series of principles that are
philosophical statements, not testable hypotheses.
Chiropractors have not usually subjected their methods
to the kinds of scrutiny that are common in medical
practice, and they use terms in ways that are not con-
sistent with usage in conventional medical settings. For
example, when a chiropractor talks about dis-ease, she
does not mean illness. In chiropractic tradition, “dis-
ease” is both the cause and effect. In fact, one propo-
nent of chiropractic, Frank DeGiacomo, maintains that
the treatment of any classified disease cannot be chiro-
practic. Contrast this idea with the long list of diseases
many chiropractors claim to treat or prevent, and the
inconsistencies multiply rapidly. However, philosophi-
cal inconsistencies abound in conventional medicine as
well. In fact, it is the process of questioning traditional
practice that has been the engine of discovery that has
led to new and better treatments in both chiropractic
and conventional medicine.

Chiropractors believe that the vital force is self-evi-
dent and that their practices are the most effective way
to help the body achieve health. In response to criti-
cisms of their approach, chiropractors emphasize the
idea that nothing outside the body can heal the body
but that restoration of the life force can allow the body
to heal itself. And, of course, they believe that they have
the best techniques for helping the body to heal itself.
Some chiropractors reject the use of antibiotics and
surgery as inconsistent with their basic principles. Other
chiropractors see their healing modality as one among
many that individuals may choose to achieve wellness
under specific circumstances.

Some chiropractors promote other approaches that
they view as consistent with their field. It is not unusual
to find chiropractors selling vitamins, herbs, and devices
designed to promote health. It is rare, however, for chi-
ropractors to subject their practices to close scientific

scrutiny. They argue that it is unfair to judge one healing
tradition by the standards of another that takes a differ-
ent approach. Because of this, chiropractors have faced
an uphill battle against the forces of mainstream medi-
cine. For example, chiropractors won an antitrust suit
against the American Medical Association in 1987.
However, the victory was a validation of their right to
practice chiropractic rather than a validation of chiro-
practic techniques. A study by the RAND Corporation
suggested that chiropractic techniques are an effective
mode of treatment. Nevertheless, this study has been crit-
icized because chiropractic was not studied under the
conditions in which it is usually practiced. Many of the
procedures performed were not administered by chiro-
practors, and physicians screened most patients receiving
the procedures to assure that the physical manipulations
were safe. A study published in Consumer Reports
claimed to demonstrate the effectiveness of chiropractic.
Instead, it showed satisfaction with chiropractic.
Satisfaction and effectiveness are not identical.

To say that chiropractic is ineffective would be
erroneous. The proper statement would be that evi-
dence supporting the effectiveness of chiropractic is
limited. Some studies do show its effectiveness for the
treatment of back and neck pain when compared to no
treatment. It is important to note, however, that such
studies do not test the basic premises on which chiro-
practic is built.

As with any profession, chiropractic is evolving.
Some chiropractors eschew treatment of conditions
other than those associated with nerves, muscles, and
bones. A limited but growing number of chiropractors
recognize the importance of rigorously testing the effec-
tiveness of their techniques. Chiropractors have begun
to examine the cost-effectiveness of their treatments.
Through these changes, chiropractic may increase its
acceptance in the mainstream medical community.
Those who are committed to the highest standards of
research welcome these changes.

SEE ALSO: Acupuncture, Back pain, Chiropractors, Com-
plementary and alternative health practices, Energy healing,
Massage, Physical therapy
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BRUCE HARTSELL

Chiropractors Chiropractors are practitioners of
the complementary and alternative medicine approach
known as chiropractic. (Chiropractic is both a noun and
an adjective.) They trace their roots to September 18,
1895, when David Daniel Palmer—a magnetic healer—
used his hands to thrust on a bump on the neck of his
janitor and in the process cured the janitor’s deafness.
The apparent healing is especially miraculous when
one examines the distribution of the cranial nerves and
discovers that the auditory nerve does not extend to the
neck. But chiropractors have not historically empha-
sized conventional scientific approaches to knowledge.

From the apparent healing of the janitor, Palmer
developed chiropractic (see entry Chiropractic). Palmer
based the practice of chiropractic on his belief that a vital
force infuses every cell of the body, that nerves are the
paths through which this life force flows, and that mis-
aligned joints (subluxations) disrupt the flow of the life
force. He further believed that using the hands to mani-
pulate various joints of the body—especially those in the
spinal column—could restore disruptions of the life force
and thereby allow the body to heal.

Despite the Flexner report in 1910, which brought
reform to traditional medical education in the United
States, chiropractic education was caught in conflict
among competing ideas until it was finally standardized
in the late 1950s and early 1960s. Most chiropractic
schools now require at least 2 years of undergrad-
uate education and 4 years of chiropractic school.
Chiropractic education is criticized by members of
mainstream medicine, however, for its tendency to
emphasize untestable hypotheses and techniques for
building a successful business at the expense of basic
science. Despite the standardization of chiropractic edu-
cation, chiropractors are not trained in the same kinds
of diagnostic tests and treatments that physicians and
surgeons are taught to use. In fact, chiropractors would

be practicing outside of their legal authority if they were
to use many of the tests and procedures that are com-
mon in medical practice.

Chiropractors today usually belong to one of three
associations according to their beliefs about illness and its
proper treatment. Members of the International Chiro-
practors Association are often referred to as straights,
because they adhere to Palmer’s belief that almost all dis-
eases are caused by misaligned vertebrae and that manip-
ulation of the spine can prevent or cure most diseases.
Members of the American Chiropractic Association are
known as mixers, because they mix Palmer’s ideas with
other ideas about the causes of diseases. While they may
acknowledge the influence of germs and other biological
factors in disease, they still tend to consider disturbance of
the life force as the underlying cause of disease. A third
group, and the smallest, is the National Association for
Chiropractic Medicine. This group requires members to
sign a written pledge to openly renounce the foundational
chiropractic idea that disturbance of the life force caused
by misaligned joints is the cause of disease. The pledge
also requires members to limit their work to neuromuscu-
loskeletal conditions of a nonsurgical nature.

Chiropractors today often seek to be primary care
providers, and they offer a wide range of prevention
and treatment services. Due to the limitations of their
training, however, they cannot provide the range of ser-
vices offered by physicians, and patients who rely on
them for primary care may be at risk for misdiagnosis
and mistreatment. Despite claims to the contrary, evi-
dence for the effectiveness of chiropractors in treating
most medical conditions has yet to be demonstrated
under conventional scientific standards. However, cus-
tomer satisfaction appears strong. The right of chiro-
practors to licensure and their right to practice were
established on narrow legal grounds, not on the scien-
tific merits of their approach. As with other comple-
mentary and alternative medical practices, the potential
chiropractic patient is best advised to learn about a chi-
ropractor’s approach to healing and obtain references
before entering into a therapeutic relationship.

SEE ALSO: Chiropractic care, Complementary and alternative
health practices, Healers, Occupational therapists, Physical
therapy
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BRUCE HARTSELL

Chlamydia Infection with Chlamydia trachomatis
is the most common sexually transmitted disease in the
United States and the most frequently reported infec-
tious disease; an estimated 3 million cases occur annu-
ally. Chlamydia can be transmitted by vaginal, anal, or,
less commonly, oral contact. The symptoms of chlamy-
dia, which usually occur within 7–21 days of infection,
can be very mild. Up to 50% of men, and up to 75% of
women may have no symptoms at all. Women may
notice an abnormal vaginal discharge, and men may
have a discharge from the penis, or pain while urinat-
ing. Chlamydia can also cause inflammation of the
rectum. Although often asymptomatic in women,
chlamydia infection can produce chronic low-grade
inflammation leading to scarring of the fallopian tubes
and infertility. Other complications are discussed
below.

The diagnosis of infection with C. trachomatis is
made by sampling the infected area, most often vaginal
or anal secretions. It is difficult to grow C. trachomatis
using standard culture techniques, and there are a vari-
ety of Food and Drug Administration (FDA)-approved
methods to detect chlamydia based on antigen detec-
tion and amplification of genetic material.

While acute infection of the urethra or cervix with
C. trachomatis is usually not associated with significant
morbidity, complications of chlamydia can be very seri-
ous. In women, pelvic inflammatory disease (PID)
occurs when the infection extends to the fallopian
tubes. PID can cause severe pain, requiring hospitaliza-
tion and intravenous antibiotics. PID may result in scar-
ring of the fallopian tubes, causing infertility, ectopic
pregnancy, and/or chronic pelvic pain. Of those with
PID, 20% will become infertile; 18% will experience
debilitating, chronic pelvic pain; and 9% will have a life-
threatening tubal pregnancy. Undiagnosed PID caused
by chlamydia is common, leading to screening strate-
gies discussed below. In addition to those direct com-
plications of infection, women infected with chlamydia

have a three- to fivefold increased risk of acquiring HIV,
if exposed to the virus. Men with untreated chlamydia
infection may develop pain and swelling of the scrotum
and testicles, known as epididymitis.

Women who develop chlamydia infection during
pregnancy may transmit C. trachomatis to the fetus at
birth. A newborn may develop conjunctivitis (a serious
eye infection) and pneumonia. Because of this, it is
recommended that all pregnant women be tested for
chlamydia.

Uncomplicated infection which responds readily to
several antibiotics. The most common regimens include
doxycycline given for 7 days, or single-dose therapy
with azithromycin. The latter drug offers the advantage
of better compliance, but is more expensive. Because
chlamydia and gonorrhea often occur simultaneously
and have significant overlap in their clinical presenta-
tion, it is standard to test for and treat both when one
is suspected in a patient.

Utilizing safe sex practices, including latex con-
doms, may prevent chlamydia. Women with risk factors
such as multiple sexual partners, and those who are not
consistently using barrier methods of birth control
should be tested annually for chlamydia infection. The
Centers for Disease Control and Prevention has devel-
oped recommendations for the prevention and man-
agement of chlamydia for all providers of health care.
These recommendations call for screening of all sexu-
ally active females under 20 years of age at least annu-
ally, and annual screening of women aged 20 and older
with one or more risk factors for chlamydia (i.e., new
or multiple sex partners and lack of barrier contracep-
tion). All women with infection of the cervix and all
pregnant women should be tested.

SEE ALSO: Condoms, Gonorrhea, Herpes simplex virus, Human
papillomavirus, Safer sex, Sexually transmitted diseases, Syphilis
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Cholesterol The leading cause of death in
women in the United States is heart disease resulting
from clogged arteries. Although heart attack and angina
used to be thought of as a “male” disease, that is no
longer the case. Over 500,000 women in 2000 died from
heart disease while about 440,000 men died from the
same cause in that year, according to the American
Heart Association. It is estimated that one in five
women has heart disease. Women who have had a
heart attack have a death rate of 38%, compared with
25% in men. The chance of a second heart attack within
6 years of the first one is 35% for women but 18% for
men. It is essential to understand these staggering sta-
tistics in order to grasp the importance of tackling the
problem of high cholesterol in women, a major risk
factor for heart attack.

DEFINITION

Cholesterol is oily in nature but is not the same as
fat. It is an essential molecule for making cell mem-
branes, steroid hormones, nerve sheaths, and much
more. The liver makes most of the cholesterol in the
body and the rest comes from the diet. Too much cho-
lesterol in the blood is known as hypercholesterolemia.
This leads to clogged arteries, which causes heart
attack, stroke, loss of circulation in the limbs, and kid-
ney failure. This process is called atherosclerosis (see
below).

Cholesterol in the blood is carried by protein par-
ticles called lipoproteins. The two most important are
low-density lipoprotein (LDL) and high-density lipopro-
tein (HDL). Elevated levels of LDL are usually associ-
ated with cholesterol deposits in the blood vessels, so
LDL is known as “bad cholesterol.” Elevated levels of
HDL actually protect against heart disease by scaveng-
ing cholesterol and removing it from the arteries, so
HDL is known as “good cholesterol.” Because of this,
total cholesterol is not always the best measure of cho-
lesterol. High HDL makes the total cholesterol level
look too high but is actually a good thing.

Although high LDL is the best known risk factor for
heart disease, low HDL is also an important risk factor.
Low HDL occurs in weight gain, inactivity, and smok-
ing. Factors leading to higher HDL include regular exer-
cise, moderate alcohol consumption (no more than one
drink per day for women, two for men), and certain
medications (see Treatment below).

Triglycerides are often measured along with
cholesterol. Triglycerides are fats floating freely in the
blood. If blood with a very high triglyceride level is
allowed to sit in a tube, after a while a thick whitish
layer of fat will rise to the top. Triglycerides are also a
risk factor for heart disease, although the reason is not
as well understood as it is for cholesterol.

ATHEROSCLEROSIS

Atherosclerosis is a slow progressive disease in
which cholesterol deposits form within the wall of
blood vessels. Atherosclerosis begins with damage to
the inner lining of blood vessels. Such injury commonly
occurs with high blood pressure and smoking. The tis-
sue behind the inner lining is exposed, which makes
blood platelets sticky and causes smooth muscle cells to
grow and fill in the area of injury. A partial blockage of
the artery begins to form. Cholesterol particles become
part of the growing deposit and cause further blockage
of the blood vessel. Cholesterol deposits can be
crumbly and may break apart, which causes a clot to
form, suddenly blocking the artery. Or, deposits may
grow slowly over time, causing gradually worsening
blockage. Cholesterol deposits may also break off and
block arteries elsewhere in the body, or weaken arter-
ies causing vessel walls to balloon out (aneurysm).

Atherosclerosis can affect any artery of the body.
When the arteries that supply blood to the heart mus-
cle are blocked, a heart attack occurs. When brain arter-
ies are blocked, this causes a stroke. Blockage in
arteries in the legs can lead to gangrene, and blockage
of arteries to the kidneys leads to kidney failure.
Atherosclerosis in the aorta, the main artery coming
from the heart, can cause the aorta to balloon (aortic
aneurysm) and eventually rupture.

CAUSES OF ELEVATED CHOLESTEROL

High cholesterol can be inherited, but it can also
develop in people without a family history of high cho-
lesterol. Two inherited conditions are familial combined
hyperlipidemia (occurring in 1 in 100 individuals), and
familial hypercholesterolemia (occurring in 1 in 500
people). People with these conditions are at very high
risk of premature heart attack and stroke, and need
aggressive medical treatment. Family members should
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be screened for high cholesterol so they can be treated
as early as possible.

The two most common causes of noninherited
cholesterol elevation are an unhealthy diet and dia-
betes. Consumption of large amounts of saturated fat,
cholesterol, and too many calories will lead to high LDL
cholesterol in most people. Low-calorie, low-saturated-
fat diets cause significant reductions in cholesterol.

Diabetes leads to high LDL cholesterol mostly when
blood glucose (sugar) levels are poorly controlled.
Therefore, both type 1 and type 2 diabetics are at risk.
Diabetic people have 2–6 times the risk for atheroscle-
rosis compared to nondiabetics, and need to aggres-
sively control other risk factors such as high blood
pressure, obesity, diet, and smoking. Other causes of
high LDL cholesterol include excessive alcohol intake,
hypothyroidism (underfunctioning thyroid), kidney dis-
ease, HIV/AIDS, obstructive liver disease, hormones
such as progesterone or steroids, and occasionally some
medications like thiazide diuretics or beta-blockers
(which are used to control blood pressure).

SYMPTOMS

Severe elevations in cholesterol as in familial hyper-
cholesterolemia can lead to cholesterol deposits in the
skin or on tendons called xanthomas. Unfortunately,
most of the time hypercholesterolemia goes unnoticed
until a catastrophe occurs, such as a stroke, heart attack,
loss of circulation to a limb or to the kidneys, or ruptured
aortic aneurysm. The consequences of these events
include sudden death, chronic disability, long-term ill-
ness with frequent hospitalizations, and depression.

ASSESSMENT OF RISK FOR HEART DISEASE

The National Cholesterol Education Program
(NCEP) has developed guidelines (ATP III guidelines)
to help estimate the risk of disease due to high choles-
terol, and guide efforts at prevention and treatment.
Individuals can assess their personal risk for heart dis-
ease on the basis of their risk factors. The highest risk
groups are people with diabetes, heart disease due to
atherosclerosis (heart attack, bypass, or angioplasty),
symptoms due to blockage of the carotid arteries,
blockage of the arteries in the limbs, or who have an
abdominal aortic aneurysm. These people should aim
for an LDL less than 100 mg/dl.

For people without those conditions, add one
point for each risk factor that they have:

● Age (males 45 years or older; females 55 years or
older)

● Family history of early heart disease due to
atherosclerosis such as heart attack, bypass,
or angioplasty (father or brother affected before
age 55; mother or sister affected before age 65)

● Current cigarette smoking
● High blood pressure or taking blood pressure

medicine
● Low HDL (“good”) cholesterol (less than

40 mg/dl)
● Subtract one point if the HDL is 60 mg/dl or

higher

People with two or more points should aim for an
LDL less than 130 mg/dl. People with zero or one point
should aim for an LDL less than 160 mg/dl.

TREATMENT

Diet and Exercise

The initial step in treating high cholesterol is diet,
increased physical activity, and weight loss. Reducing
dietary intake of saturated fat and cholesterol is bene-
ficial in lowering LDL cholesterol, and regular, sus-
tained aerobic exercise increases HDL cholesterol.
Weight loss in women may cause a decline in HDL
cholesterol without much change in LDL cholesterol.
Fat tissue in postmenopausal women produces estro-
gen, and therefore losing this source may reduce HDL
cholesterol.

Medication

Estrogen therapy was traditionally offered to post-
menopausal women as prevention for coronary artery
disease. Estrogen raises HDL cholesterol and lowers
LDL cholesterol. Because of this, scientists expected that
estrogen would prevent heart attacks. However, the
HERS study and more recently the Women’s Health
Initiative found this is not true. These studies showed
that using estrogen and progesterone in post-
menopausal women did not reduce the risk of heart
attack. The Women’s Health Initiative is continuing to
study women who have had hysterectomies and take
estrogen alone, to find out if the same is true.
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(NCEP). Adult Treatment Panel III, Final Report. NIH Publication
No. 02-5215. Available at www.nhlbi.nih.gov/guidelines/
cholesterol
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ASRA KERMANI

Chronic Fatigue Syndrome Chronic fatigue
syndrome (CFS) is defined as severe fatigue of 6 months
or longer, with no medical explanation. Four or more of
the following eight symptoms must also have been
present over the past 6 months, starting after the
fatigue: substantial impairment in short-term memory or
concentration, sore throat, tender lymph nodes, muscle
pain, joint pain without swelling or redness, headaches
of a new type or pattern or severity, unrefreshing sleep,
and malaise after exercise lasting more than 24 hours.
Muscle weakness and proven psychological or physical
disorders rule out the diagnosis of CFS.

CFS affects both genders, all races, ethnicities, and
socioeconomic populations, and can begin as early as
age 5. Women are twice as likely to be affected with
CFS compared to men. It is estimated that a half million
people in the United States have a CFS-like condition.

CAUSE

Nobody really knows what causes CFS. Proposed
causes include neuropsychological abnormalities; viral
infection; immune and endocrine abnormalities; and
metabolic, vascular, or enzymatic problems.

The neuropsychological symptoms are distinct
from typical depression or anxiety disorders.
Depression in CFS may be a reaction to being sick for
so long, but there is more depression in CFS compared
to other chronic diseases. Some think that CFS begins
as a psychiatric disorder with immune, neurologic, and
endocrine abnormalities arising afterward.

Certain viruses are suspected of causing CFS,
including Epstein–Barr virus, coxsackie B virus,
cytomegalovirus, measles, enterovirus, rubella, retro-
viruses, human herpes virus type 6, and human T-cell
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Cholesterol-Lowering Medications

“Statin” drugs inhibit the major enzyme responsible
for cholesterol production in the liver. These are the
most effective medications for lowering LDL choles-
terol, reducing it by 25–35%. Statins are proven to
reduce the chance of death from heart disease in
women. They are comparatively safe and have limited
side effects. They also have other benefits like increas-
ing bone density and reducing the risk of fractures.
Because statins occasionally cause liver or muscle
inflammation, regular blood test monitoring is required.

Other cholesterol-lowering agents include the bile
acid sequestrants: cholestyramine and colestipol
(Table 1). These are older drugs, and work by increas-
ing the conversion of cholesterol to bile acids, which
then leave the body in the stool. These medications
lower LDL cholesterol by 15–20%, and increase HDL
cholesterol by 3–8%. Niacin, or nicotinic acid (not
related to the nicotine in tobacco), is particularly effec-
tive in raising HDL cholesterol levels by up to 30%. It
also lowers LDL cholesterol. The newest drug is eze-
timibe, which blocks cholesterol absorption in the
intestines. It lowers LDL cholesterol by 18%. Fibrates
are used to lower triglycerides, but have little effect on
cholesterol.

SEE ALSO: Diabetes, Diet, Heart disease, Nutrition, Obesity
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Chronic Fatigue Syndrome

Table 1. Common side effects of cholesterol-lowering
medications

HMG CoA reductase Muscle and liver inflammation
inhibitors (statins)
Bile acid sequestrants Bloating, constipation
Niacin Flushing, high blood sugar, liver

inflammation
Ezetimibe Fatigue, muscle pain, diarrhea
Fibrates Liver inflammation



lymphotropic virus. However, there are no consistent or
conclusive data to say that any specific virus causes
CFS.

The immune system may be involved in CFS,
because more than 65% of those diagnosed with CFS
have a history of previous allergies. Reported endocrine
abnormalities associated with CFS include low levels of
adrenalin and related chemicals. These findings could
account for the decreased energy and mood in affected
individuals. Other possible metabolic abnormalities
such as abnormal levels of brain chemicals, lack of ade-
quate cerebral blood flow, and increased lung enzyme
levels remain unproven.

SYMPTOMS

Debilitating fatigue is the hallmark of this syn-
drome. Daily functioning is often impaired. Aside from
those symptoms required for diagnosis, other symptoms
of CFS include alcohol intolerance, bloating, chest pain,
chronic cough, diarrhea, dizziness, dry eyes or mouth,
earaches, irregular heartbeat, jaw pain, morning stiff-
ness, nausea, night sweats, shortness of breath, skin
sensations, tingling sensations, and weight loss. The
onset of CFS is often associated with a viral-like syn-
drome consisting of extreme fatigue, lung and sinus ail-
ments, fever, and swollen glands. Stresses such as
physical exertion, headache, and sore throat tend to
make the fatigue worse.

DIAGNOSIS

Since fatigue is a common symptom in many dis-
eases, a search for the cause of the fatigue needs to be
considered. However, avoiding unnecessary and expen-
sive tests is also important. Before diagnosing CFS, a
complete history and physical examination should be
performed on all patients to exclude another illness.
Laboratory tests should be limited to complete blood
cell counts and tests specific for the patient’s symptoms.

Depending on the results of the history and physi-
cal examination, illnesses that may need to be ruled out
include fibromyalgia, chronic mononucleosis, Lyme dis-
ease, psychiatric disorders, sleep disorders, myalgic
encephalomyelitis, irritable bowel syndrome, hormonal
disorders, neurasthenia, chronic sinusitis, anemia,
occult celiac disease, rheumatic disease, alcohol abuse,
substance abuse, sick building syndrome, multiple

chemical sensitivities, reactions to prescribed medica-
tions, eating disorders, cancer, autoimmune disease,
obesity, and other conditions.

TREATMENT

Patients with CFS should not expect a quick fix.
Sometimes using ineffective and unnecessary treat-
ments does more harm. The best treatment strategy
includes education, pain control, exercise, optimal diet,
appropriate sleep schedule and antidepressants (both
for mood and for chronic pain), combined with cogni-
tive-behavioral therapy. Treatment for allergies and
stress reduction may improve the quality of life for per-
sons with CFS. A multidisciplinary approach involving
medical, psychiatric, behavioral, and psychological
evaluation and therapy has demonstrated effective
results by restoring the ability to work and keep a job.

SEE ALSO: Autoimmune disorders, Chronic pain, Sleep disorders
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Chronic Obstructive Pulmonary Disease
Chronic obstructive pulmonary disease (COPD), the
fourth leading cause of death in the United States, is a
chronic, progressive disease encompassing both
emphysema and chronic bronchitis that lead to severe
airflow obstruction. Emphysema causes irreversible
lung damage by weakening and breaking the air sacs
(the alveoli) within the lungs. As a result, elasticity of
the lung tissue is lost, causing airways to collapse and
airflow obstruction. Chronic bronchitis is an inflammatory
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to die of COPD; however, mounting evidence now
suggests that genetic factors likely influence the variable
susceptibility among individuals to develop COPD.

In nonsmokers, the FEV1 (volume of air expelled
on deep exhalation in 1 s) normally declines at a mean
rate of about 20–30 ml per year during adult life; how-
ever, in most smokers, this mean rate of decline is
increased to 30–45 ml per year, but in the subset of cig-
arette smokers who are susceptible to developing
COPD, the rate of decline is 80–100 ml per year.
Therefore, even though there is evidence of a
dose–response relationship between the severity of
lung disease and the pack-years of cigarettes smoked
(increased severity of lung disease with long-term
smoking), only 15% of the variability in FEV1 is
accounted for by smoking history. In addition, only a
minority of cigarette smokers develop COPD, and fre-
quent clustering of COPD has also been found in fami-
lies. Such observations and recent evidence suggest a
genetic predisposition to this lung disease.

There are a number of genetic associations that are
currently being examined to determine how various
genotype–environment interactions (interaction between
the environment and the specific genetic makeup an
individual has) are likely to be essential contributors to
the development of COPD.

Gender-related differences are also apparent in
severe, early onset COPD. Men have higher prevalence
rates of COPD than women, which have been attributed
to the historically higher rates of cigarette smoking in
males. However, the increased rates of cigarette smok-
ing in females have been associated with increasing
rates of COPD in women. In addition, by 2000, the
number of COPD deaths among women surpassed the
number of men, even though the population-based
mortality rates are higher among men.

Results from recent studies suggest that women
may be more susceptible to the development of COPD.
More specifically, female first-degree relatives of early
onset COPD probands (individuals with COPD) who
smoke or have smoked cigarettes have increased sus-
ceptibility to severe airflow obstruction (but not of
chronic bronchitis) and hence to the development
of COPD. Determination of such gender-related differ-
ences in the development of COPD will enable better
treatments for women and men.

SEE ALSO: Addiction, Adolescence, Lung transplantation,
Nicotine, Smoking
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disease that begins in the smaller airways (bronchiolitis)
within the lungs and gradually advances to larger air-
ways. It increases mucus in the airways and bacterial
infections in the bronchial tubes, which, in turn,
impedes airflow. Both components of COPD vary in
proportion between affected individuals.

The clinical development of COPD has been
described by the American Thoracic Society based on
lung function measured as the forced expiratory reserve
volume in 1 s (FEV1) as shown in Table 1. In addition,
physicians diagnose and classify COPD based on pul-
monary function testing stated in the global initiative for
chronic obstructive lung disease (GOLD) criteria from
the World Health Organization. Individuals affected
with COPD also present with certain symptoms that
vary in severity, such as chronic cough, chest tightness,
shortness of breath, an increased effort to breathe,
increased mucus production, and frequent clearing of
the throat. Among smokers, the natural history of COPD
is that smoking behaviors often start during youth, lung
function decline becomes apparent when smokers
reach age 40–50 years, hospitalizations begin when
smokers reach an age of about 69, and deaths may
occur when they reach age 60–79. Research has been
targeted to determine the genetic and environment
interactions that are involved in the development of
COPD as well as gender-related differences associated
with the onset of this lung disease.

Long-term cigarette smoking remains the major
environmental risk factor (besides second-hand smoke
or exposure to air pollution) for the development of
COPD, accounting for 80–90% of all cases and establish-
ing a smoker as 10 times more likely than a nonsmoker

Chronic Obstructive Pulmonary Disease

Table 1. Clinical development of COPD (American Thoracic
Society)

Stage 1 Lung function (as measured by forced expiratory volume 
or FEV1 in 1 s) is greater than or equal to 50% of predicted
normal lung function. There is minimal impact on 
health-related quality of life. Symptoms may progress 
during this stage, and patients may begin to experience 
severe breathlessness, requiring evaluation by a 
pulmonologist

Stage 2 FEV1 lung function is 35–49% of predicted normal lung 
function, and there is a significant impact on 
health-related quality of life

Stage 3 FEV1 lung function is less than 35% of predicted normal
lung function, and there is a profound impact on 
health-related quality of life
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Chronic Pain Chronic pain is a complex medical
syndrome. Any episodic pain problem, including low
back pain, neck pain, and migraine headaches, as well
as many common medical problems such as diabetes
can cause chronic pain. Chronic pain is any pain that,
despite appropriate medical and surgical treatment, per-
sists for 6 months or longer. Acute pain denotes tissue
damage or injury, whereas chronic pain can develop
insidiously from an acute problem. Many times the
cause of the chronic pain cannot be determined. In
these instances, chronic pain becomes the disease itself.
Many people cope well with chronic pain; however,
oftentimes, a chronic pain syndrome may develop.

The chronic pain syndrome has been defined by
the Social Security Administration as intractable pain of
6 months or greater duration, which is associated with
depression and anxiety that affects every aspect of a
person’s life. Vocational, recreational, and family rela-
tionships become altered and there is a marked restric-
tion in daily activities. Sleep disorders are common.
There are frequent visits to physicians. Patients have
a history of multiple tests, treatments, and surgeries
without alleviation of the pain. There is excessive use
of medications, and frequent use of a variety of medical
services including emergency room services is
common.

Back and neck pain are the most common causes
of chronic pain syndromes and are associated with

significant workers’ compensation costs. Back-related
disability approaches 2% of the workforce at any given
time. Lifetime prevalence for a significant episode of
low back pain is 30–90%. The duration of an individual
episode of low back pain is 2 weeks or more in 13% of
individuals. The lifetime prevalence of neck pain is
40–70%. There are currently 28 million migraine suffer-
ers worldwide, with more than 12 million in the United
States. Twenty-one million of these sufferers are women
and seven million are men. One in four households has
at least one migraine sufferer. Other chronic medical
problems which can produce chronic pain include
rheumatoid arthritis (1%), diabetes (6%), and
osteoarthritis (7%) (U.S. statistics).

Why should a single episode of illness, episodic
pain problems, and chronic medical problems produce
a chronic pain syndrome? Chronicity is determined not
by the disease state alone, but by psychological and
social factors. Certain psychological factors which pre-
dispose to a chronic pain problem include “cata-
strophic thinking” with interpretations of pain as
mysterious or life threatening. Correlations between
avoidance of an unpleasant situation such as working
in a low-paying job or monotonous job or trying to
avoid an unhappy marriage can lead to illness behav-
ior which increases without a direct correlation to the
pain itself. Fear of repeat injury and kinesiophobia
(fear of movement) lead to deconditioning, which then
produces a cycle of prominent susceptibility to
strains/sprains and reinjury. Psychiatric illnesses such
as depression (10–83%) share a high comorbidity with
chronic pain. Situational or reactive depression may be
associated with the pain, but endogenous depression
can also be exacerbated by an episode of illness. This
can lead to a lack of response to rehabilitation
since depressed individuals do not rehabilitate well.
Anxiety increases pain by causing an increase in
release of stress hormones. Muscle contraction which
produces chemicals such as lactic acid is also increased
during anxiety. This can lead to a vicious cycle of
chronic pain/anxiety/depression. Addictive disorders
can also lead to chronic pain. However, meditation
dependency may not be the initial presenting problem;
patients in their attempts to alleviate their pain may
increase the amount and frequency of their pain
medications so that a dependency syndrome is pro-
duced. Lastly, personality disorders may predispose to
chronic pain. There is a significant association of prior
physical, sexual, or emotional abuse in patients with
chronic pain.
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The medical evaluation of chronic pain includes
taking an appropriate history and performing a detailed
physical examination. An evaluation of the specific pain
problem should be undertaken if not previously done
to ensure that no further testing or surgery is indicated.
In addition, management of chronic pain requires a
psychological evaluation to decide if someone is appro-
priate for self-management. Once it has been deter-
mined that all tests are complete, that no further
assessment is required, and that medication adjustment
alone will not alleviate a patient’s pain, a comprehensive
self-management program is imperative. Patients should
be both medically and psychologically appropriate.
Individuals must be motivated for rehabilitation and be
willing to be active participants in their own health care.
Any type of active thought disorder or dementia will not
allow a patient to participate in self-management. The
goal of chronic pain management is just that, “manage-
ment” and not a cure. Some pain relief may ascertained,
but a cure, in most instances, is not possible. Individuals
who are satisfied with their current sedentary lifestyle
and inability to function in society will not benefit from
active participation in a pain management program. In
general, the best indication of a patient’s suitability for
any type of self-management program is compliance
with treatment instructions. Daily diaries to assess levels
of activity including ability to sit, stand, walk, or lift
before pain increases, amount of “up time” (time doing
daily activities), and amount of “down time” (time spent
resting or in bed) must be documented. Family and
friends should be encouraged to participate in treatment.
Family members need to provide support without exces-
sive caretaking.

MAJOR GOALS OF PAIN MANAGEMENT

There are three primary treatment goals for some-
one with chronic pain. These are: adjusting medication
to suit one’s individual needs, training in psychological
pain and stress management techniques, and increasing
daily activities and improving the quality of one’s life.

The first goal is to appropriately adjust medications.
Forty percent of patients with chronic pain take narcotic
analgesics. They overuse their pain medications to try 
to give themselves some relief. Addicting medications
should be discontinued. Rebound pain from taking
short-acting narcotic analgesics continues a cycle of
dependency on medication and escalation in use. By dis-
continuing narcotic analgesics, a “drug holiday” is given.

Although initially an individual may respond with an
increase in pain, the body’s ability to naturally fight pain
with its own endorphins will begin and the pain will
actually diminish as narcotics are discontinued. Narcotic
analgesics and sedative medications interfere with our
own natural ability to produce pain-relieving substances
(endorphins) and thereby the ability to fight pain natu-
rally is enhanced with discontinuation. Nonaddicting,
long-acting medications appropriate for the problem
such as nonsteroidal anti-inflammatory agents, antide-
pressant agents which work centrally in the brain by
stimulating endorphin production and strengthening the
descending or inhibitory pain pathways by blocking the
reuptake of seratonin should be prescribed. Many of
these agents can be sedating and when used at bedtime,
can allow an individual with chronic pain to sleep. Other
medications may be useful in managing chronic pain.
These include nonnarcotic analgesics such as Tramadol;
the antidepressant medications; atypical antipsychotic
agents such as olazapine; anticonvulsants including car-
bamazepine, Topiramate, gabapentin, and others; anti-
spasticity agents such as tizanadine and Baclofen, and
miscellaneous agents such as Mexiletine, topical lido-
caine, substance P inhibitors such as capsaicin; and other
topical agents that can be purchased over-the-counter
such as topical aspirin may be useful.

The second goal of comprehensive treatment is
training in psychological pain and stress management
techniques. Pain is subjective and can be mediated by
cognitive, emotional, and environmental influences. To
understand the role of psychological techniques in
management of chronic pain, one can conceptualize
pain as consisting of both primary pain and secondary
pain. Primary pain is the pain a person experiences
from the tissue injury and damage. It is the direct result
of nerve damage, scarring, and is usually irreversible.
Therefore, primary pain is the least amount of pain a
chronic pain sufferer can experience given ideal cir-
cumstances. Secondary pain, however, is the frequent
fluctuation in chronic pain that can be experienced
when an individual participates in life. This may be
exacerbated by emotional and physical factors such as
deconditioning, overexertion, body position, weather
changes, anger, stress, and “life in general.” Simply, sec-
ondary pain is variable and is the fluctuation of pain as
a person goes through his daily life.

Although primary pain can be influenced by med-
ications, secondary pain, in general, is influenced by
psychological pain and stress management techniques.
These include relaxation training such as progressive
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muscle relaxation, guided imagery, and autogenic train-
ing, which promotes deep muscle relaxation. These
techniques can be taught as preventive strategies as
well as abortive strategies when the pain begins to esca-
late. Biofeedback is another commonly used technique.
By “feeding back” certain information such as muscle
tension, body temperature, heart rate, and peripheral
blood flow, a person can learn to voluntarily control
these bodily functions. Biofeedback is most commonly
taught in conjunction with other relaxation techniques.
There is no clear evidence that biofeedback is superior
to relaxation training alone.

Hypnosis is a very useful technique which can pro-
mote deep, general, muscular relaxation; however, it is
more effective in controlling acute pain such as dental
pain, surgical and burn pain, and pain from childbirth.
Chronic pain is best managed with awareness tech-
niques that are better managed with relaxation training
and biofeedback.

Stress and anxiety have a significant impact on an
individual’s pain. There are a variety of stress manage-
ment techniques that can be used including stress inoc-
ulation, assertiveness training, and time management.

The third goal of chronic pain management is
increasing daily activity levels and improving the qual-
ity of life. Chronic pain is incurable, but not untreatable.
Many patients who have chronic pain can learn to man-
age and control their problem and lead productive lives
despite their pain. Physical rehabilitation is essential in
order for someone to return to a normal life. Prolonged
periods of bedrest can result in deconditioning.
Decreased functional levels lead to decreased
endurance, which can contribute to weakness, muscle
spasms, and a vicious cycle of pain. Physical therapy
assesses a patient’s motor skills, posture, and body
mechanics. The physical therapist should ideally iden-
tify muscle weaknesses and provide a gradual program
of muscle strengthening and endurance building.
Assessment of activities of daily living and teaching one
appropriate body mechanics and postures, which will
avoid and correct asymmetries of the body, will
improve an individual’s pain. Heat, cold, and deep
myofascial release are appropriate for certain condi-
tions. Joint mobilization, improving flexibility, and in
certain individuals, joint stabilization is indicated.

An ergonomic evaluation is essential. Proper ways
of sitting, standing, walking, carrying, lifting, and per-
forming other activities of daily living can be taught
by an occupational therapist. Ergonomics is “the laws
of work.” Assessing someone’s workstation or home

environment is essential. Proper positioning of comput-
ers, adjustment in chair and desk heights, use of head
sets, and back, arm, and foot supports can improve a per-
son’s ability to return to the work environment safely.

Chronic pain patients usually base their activity level
on the amount of pain they are experiencing. However,
in the case of chronic pain, pain is a fact of life. Patients
need to learn to plan their activities so that it is “task con-
tingent,” not “pain contingent.” Once a baseline level of
activity is set, patients should follow a very simple rule;
every day they must perform at least the same amount
that they did on the day before. It does not matter on day
one it took an individual 10 minutes to perform a task. If
on day two the pain level is higher, as long as the task is
completed it can take all day. By doing this, an individual
can learn to avoid the “good day, bad day” syndrome.
This keeps a person active and helps prevent that cycle
of disability, pain, anxiety, and depression. Gradually,
pain can be worked through and an individual can begin
to establish a more normal routine.

Chronic pain can be used as a coping response;
by using pain to avoid an undesirable event (visiting
one’s in-laws), pain is used as a coping activity. However,
over time it is reinforced. Just as in Pavlov’s dogs, every
time the dog saw a food dish, he began to salivate,
every time an individual thinks of going to his in-laws,
his pain increases. This becomes a vicious cycle and
the patient may actually lose voluntary control. The
individual will then react to that and other distasteful
situations by an exacerbation of pain. Therefore, pain
should never be used as a coping tool.

Successful management of chronic pain requires
active family participation. These are “the forgotten suf-
ferers.” As a person becomes disabled with chronic pain,
family members are forced to assume many of the
responsibilities of the pain sufferer. This includes job
responsibilities and family responsibilities. Families need
to become involved so that successful management
includes them. Family members should be educated as
to the nature of the chronic problem and should be pro-
vided with treatment rationale. Families should learn to
not be critical and should also be taught not to enable.
Both of these can cause significant family dysfunction
and may exacerbate the chronic problem.

CONCLUSION

Chronic pain is a significant problem, which affects
an individual’s ability to function and be productive.
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The primary purpose of clinical trials is to determine
whether promising new strategies for treatment and/or
prevention of illness are safe and effective. Sometimes
clinical trials also assess whether other factors—like sub-
type of illness, co-occurring illnesses, or differences in
rates of metabolism in different individuals—influence
how safe and effective various treatments and prevention
strategies are.

Clinical trials might be testing an experimental drug
or medical device that looks promising in laboratory
studies and animal studies, but has not yet been tested
in humans. Or, they might be testing a new system for
delivering a medication already proven to be safe and
effective for humans—for example, through an
extended-action pill format, nasal preparation, or as an
injection. Many clinical trials compare different treat-
ment or prevention strategies to provide information
about which is better. For example, a clinical trial may
test how a combination of psychotherapy plus medica-
tion compares with psychotherapy alone and/or med-
ication alone to help guide treatment decisions for
clinical depression; another might compare prophylactic
surgery with intensive monitoring and “watchful wait-
ing” for women found to be at high risk for breast can-
cer to provide information to help guide decision-
making related to preventing breast cancer.

Clinical trials are generally divided into four
phases, or steps along the pathway toward determining
safety and efficacy (Table 1). The four phases are most
well defined for medication trials. However, research
design has become so complex that many trials do not
fit nicely into one of these four phases. Nevertheless,
these four phases provide an overview of the processes
involved in establishing new treatment and prevention
strategies.

While there are many different types of clinical tri-
als, one thing they have in common is their ultimate
objective: to advance the scientific knowledge upon
which treatment and prevention strategies are based.
Sometimes, “new” and “promising” experimental treat-
ments or prevention strategies are thought to be better,
just because they are new. However, until well-
designed and well-conducted clinical trials are com-
pleted, we cannot know if a promising experimental
treatment or prevention strategy will be safe and effec-
tive. In the United States, companies seeking to market
medications or medical devices must get approval from
the Food and Drug Administration (FDA). In order to
get FDA approval, these companies must provide data
from clinical trials showing that the investigational drug
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Pain and disability is multifactoral and involves medical,
emotional, and socioeconomic factors. It is a complex
problem, which requires comprehensive treatment.
Evidence is substantial that patients who have failed
individual therapies will benefit from a comprehensive
pain management program and have an excellent out-
come with regard to ability to function within society.

SEE ALSO: Addiction, Anxiety disorders, Arthritis, Depression,
Migraine, Osteoarthritis, Sleep disorders
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Climacteric see Perimenopause

Clinical Trials Clinical trials are a form of medical
research involving human participants. What follows is
a brief overview about what clinical trials are and why
they are done, important considerations for individuals
considering participation in clinical trials, and a history
of women and clinical trials.
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or medical device is safe and effective. However, just
because a new medication or medical device is
approved for marketing, does not mean that it is nec-
essarily safer or more effective than other available
treatments. For example, in many medication trials for
agents seeking FDA approval, experimental agents are
compared with placebo (a sugar pill used to decrease
bias in the clinical trial) to show that the experimental
agent is safe and effective. Other types of trials directly
comparing treatments may be needed to help deter-
mine if one is safer or more effective than another
and/or if different treatments work better for different
individuals.

Even though the primary purpose of clinical trials
is to generate new knowledge, individuals sometimes
view participation in clinical trials as an important
option for accessing promising, albeit unproven and
uncertain, alternatives to available treatments. This is
especially true for some illnesses for which no good
treatments are available. For individuals seeking to par-
ticipate in clinical trials because of the possibility of
personal benefit, and for their loved ones and health
care providers helping them to make decisions about
whether to participate, it is crucial to understand that
participation in a clinical trial may not provide the med-
ical benefits one is hoping for. It is also important for

all involved to remember that even if there is a chance
of receiving direct medical benefit from participating in
a clinical trial, receiving care in a clinical trial is differ-
ent from receiving treatment outside a clinical trial.

Regular medical treatment is meant to provide per-
sonalized help to the individual seeking treatment;
clinical trials are designed to answer scientific ques-
tions. “Treatments” used in clinical trials are intended to
benefit future patients and society as a whole by
advancing medical knowledge. Individual research par-
ticipants may or may not receive medical benefit from
the experimental interventions and “treatment” adminis-
tered as part of a clinical trial. Interestingly, however,
some researchers contend that just being in a well-
designed clinical trial is good for individuals because
they receive better care than is available outside of a
clinical trial, and clinical outcomes of individuals in tri-
als are better than those of individuals receiving regular
medical care—and there are studies trying to assess
whether these contentions are supported by evidence.
Nevertheless, while it may be true that some individu-
als do receive medical benefit from their participation in
clinical trials, this certainly is not always the case. Thus,
such benefit may best be thought of as a “side effect” of
clinical trial participation that some participants experi-
ence. And it is important to remember that providing

Clinical Trials

Table 1. Four phases of medication clinical trialsa

Phase I Phase I trials assess safety and toxicity of an experimental agent in healthy volunteers or sometimes in individuals with
the medical condition of interest. Phase I trials are only conducted if there are adequate data from laboratory and animal
studies to justify trying the experimental agent in humans. Phase I trials generally enroll a small number of research
participants and last a relatively short period of time (weeks to months). Experimental agents must pass through each
stage to get to the next one.

Phase II Phase II trials test further for safety and start to look for effective doses and other preliminary evidence of efficacy.
Phase II trials generally enroll 50 to several hundred individuals and can take up to a couple of years to enroll enough
research participants.

Phase III Phase III trials are designed to test for efficacy and also to further assess frequency and severity of side effects. Phase III
trials are comparative trials and compare the result from a group of participants receiving the experimental agent with a
group receiving a “control” agent, either a standard available treatment or a placebo (a sugar pill). They generally
involve random assignment to these different groups—thus research participants do not get to choose which group they
will be in. In addition, research participants and the researchers themselves are frequently not allowed to know which
group they are in during the course of the trial—a research design aspect known as “blinding” or “masking.”
“Randomized, controlled, double-blind” clinical trials are the gold standard for minimizing bias and providing reliable
evidence for efficacy. Phase III trials may enroll thousands of individuals and take up to several years to complete
enrollment.

Phase IV Phase IV trials are used to inform questions about longer term effectiveness of medications (e.g., how well they perform
in regular clinical settings for long periods of time as opposed to the more controlled environment of a phase III clinical
trial) and to assess longer term and rarer side effects. Phase IV clinical trials are much less standard in design and
depend on the relevant questions being asked.

a Only phases I–III are required for FDA approval. Phase IV trials are not required for FDA approval. They are conducted after FDA approval to answer remaining
important questions.



individualized medical benefit to each participant in a
clinical trial is not the main purpose of the trial.

Many individuals participate in clinical trials
because they see participation as providing hope for
medical benefit, even with all of the uncertainty
involved. Some participate because of the desire to con-
tribute to medical science and help future patients.
Others participate because they feel a sense of cama-
raderie from being with other individuals with the same
medical condition being closely monitored and cared
for by a team of experts: the research physicians and
nurses. Most participants in research have multiple
motivations for considering research participation; for
example, some might hope to benefit, but also under-
stand that their participation helps to advance science
and may help future patients, even though they them-
selves may not directly benefit from being in the trial.

While it is natural for individuals to have many dif-
ferent motivations for considering enrollment in a clin-
ical trial, it is crucial that individuals have enough
information and time to make an informed decision
about whether or not to enroll. Although research
undergoes review for its science and its ethics, a clini-
cal trial that is determined to be appropriate to conduct
may not be appropriate for or acceptable to every indi-
vidual. For example, it is widely held that in order to be
ethical, clinical trials must satisfy a requirement known
as “clinical equipoise”—that is, a genuine uncertainty
and lack of consensus exists within the medical com-
munity about whether the investigational treatment is as
good as or better than standard treatment or placebo,
when no effective treatment is available. However, even
clinical trials that comply with this ethical standard still
have features that depart substantially from standard
medical practice. To increase scientific rigor, treatment
alternatives (or placebo) are frequently randomly
assigned to participants, participants and the research
team are typically blind to which alternative is received,
and protocol-driven limitations may be placed on the
types and doses of interventions. Clinical trials generally
do not allow the flexibility for individualized clinical
decision-making that patients might be used to in work-
ing with their own personal physicians.

In addition, clinical trials may include research pro-
cedures that impose discomforts or risks for harm to
participants who are not compensated by personal
diagnostic or therapeutic benefits; instead, they are jus-
tified by the importance of the knowledge from the
study. For example, participation in some trials may
include medication washout periods, biopsies,

overnight hospital stays, imaging studies with radiation
exposure, blood draws, and questionnaires—not
because something will be learned that will benefit the
participant, but because they are needed to generate
data necessary to test study hypotheses. Individuals
who participate in clinical trials are closely monitored
by the research team for adverse events that might be
linked to their participation in the trial, and it is
expected that their participation will be stopped by the
research team if it looks like they are experiencing sig-
nificant adverse events as a result of participating in the
research. However, despite the fact that clinical trials
are designed and reviewed to minimize risks of harm
and the fact that there is close monitoring of the partic-
ipants, some individuals may be harmed by their par-
ticipation in a clinical trial—either by a research
procedure or by the experimental intervention itself.
These risks are on top of the risk of not receiving med-
ical benefit from participating in a clinical trial. After all,
clinical trials are conducted to see how well the exper-
imental intervention works and if it is safe in humans.

For all these reasons, individuals considering par-
ticipating in a clinical trial are encouraged to find out as
much information about what it means to participate in
clinical trials generally and what it would mean to par-
ticipate in the particular trial they are considering. This
process of gathering information and making decisions
is referred to as the “informed consent process.”

During the informed consent process, individuals
should carefully read the consent form and any other
information the research team has available to give
them. Individuals should feel free to ask any and all
questions they have about the research study, including
who is funding the study and whether or not the
researchers have a financial stake in the outcome of the
study, if they desire this information. Individuals should
also feel free to consult with their own personal health
care providers and their family and friends about this
decision. Books and pamphlets are available that offer
more information about clinical trials and suggestions
for important questions to ask when considering partic-
ipation in one. Two such general resources published
in 2002 are: Should I Enter a Clinical Trial? A Patient
Reference Guide for Adults with a Serious or Life-
Threatening Illness, a report by the Emergency Care
Research Institute (ECRI), a nonprofit health services
research organization committed to improving quality,
safety, and cost-effectiveness of health care; and
Informed Consent: The Consumer’s Guide to the Risks
and Benefits of Volunteering for Clinical Trials, by Getz
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and Borfitz (full citations in Suggested Reading at the
end of this entry).

Individuals who consider participating in clinical
trials should know that the decision whether or not to
participate should be voluntary and a decision against
participation should not affect their ability to get the
medical care that is available to them otherwise. Also,
after enrolling in a clinical trial, individuals are free to
decide at any time during their participation that they
wish to leave the clinical trial for any reason and instead
receive standard treatment from their own health care
providers. It is important to remember that we all owe a
debt of gratitude toward individuals who volunteer for
clinical trials, for it is the only way to get the evidence
that many of us rely on to assess how safe and effective
various treatment and prevention strategies are.

The dual concerns of safety and effectiveness
sometimes compete with one another and create a
dilemma related to the question, “Who ought to be
allowed to participate in research as a research subject?”
The history of women as research participants in clini-
cal trials highlights the dilemma. While there are many
regulations governing research with human partici-
pants, this has only been the case for the past 30 years.
Prior to this, many pregnant women took the medica-
tions thalidomide and diethylstilbestrol (DES) before it
was discovered that these medications caused birth
defects and other health problems for the children who
were exposed to the medications in utero. In 1977,
resulting in part from these discoveries, the FDA barred
pregnant women and women of childbearing potential
from participating in early phase clinical trials assessing
medications. The reasoning behind this policy was that
early phase trials rarely provide benefit and have the
potential to seriously harm the fetus. Although the FDA
policy was limited to early phase studies, concerns
about possible harms and legal liability translated into
clinical trials that routinely excluded pregnant women
and, in many cases, women of childbearing potential.
Similar concerns also seemed to sway investigators from
studying illnesses or medical conditions primarily affect-
ing pregnant women or women of childbearing poten-
tial. This led to a period of time in which most clinical
trials included primarily men or postmenopausal
women. And this practice continued because it was
widely believed in the scientific community—a com-
munity made up largely of men—that potential differ-
ences between women and men were scientifically and
clinically unimportant. Now, we know that there are
important differences between women and men, for

example, in drug metabolism and in prevalence of
various medical disorders. Thus, these guidelines—
which were originally intended to limit the harm done
in clinical research—had the ironic effect of limiting
new knowledge about women and their health issues.

In the late 1980s and early 1990s, both the National
Institutes of Health (NIH) and the FDA issued policies
and guidelines requiring that women of childbearing age
be included in later phase research and that analyses be
conducted to assess differences between men and
women with regard to safety and efficacy of experimen-
tal treatments. The NIH created an Office of Research on
Women’s Health to promote research aimed at improving
the health of women and to oversee the implementation
of the NIH policy on inclusion of women in NIH-
supported research. The FDA also has an Office of
Women’s Health which funds research and educational
efforts to enhance women’s health. It also works to
ensure that clinical trials over which the FDA has juris-
diction include sufficient numbers of women to assess
safety and efficacy of medications and devices seeking
FDA approval.

Even though clinical trials have started to include
women in sufficient numbers to provide information
about safety and efficacy of treatments for women, there
are not always sufficient numbers of individuals with
other characteristics that potentially affect the safety and
efficacy of medications and medical devices. For exam-
ple, there are differences in drug metabolism among var-
ious ethnic groups that may not be picked up in clinical
trials because there are not enough individuals from an
ethnic group participating in a trial. Also, many clinical tri-
als exclude individuals with co-occurring illnesses or who
are on other medications from participation in the trial,
and thus there is no information about whether the med-
ications and/or devices studied are safe and effective in
individuals with these co-occurring illnesses or when
taken with other medications. Postmarketing surveillance
of FDA-approved medications and devices can help
answer some of these questions that are left unanswered
by the approval process. In addition, postmarketing sur-
veillance may uncover information about safety that leads
an approved medication to be pulled off the market
because data in a larger number of individuals, some with
characteristics that were not included in previous clinical
trials, show that it is not as safe as it originally seemed.

While postmarketing surveillance provides impor-
tant information, it cannot substitute for information
gathered from well-designed clinical trials. However,
most information about use of medications during
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pregnancy and breast-feeding is garnered from surveil-
lance data from pregnant and breast-feeding women
who take medication after it is approved, rather than
from clinical trials due to continued worries about
exposing fetuses and breast-feeding infants to risks of
harm in clinical trials. The paucity of reliable information
lead women and their physicians to shy away from
using medications during pregnancy or breast-feeding,
to use lower doses of medications when they are
needed, and to use older medications which seem to be
safer based on reasoning that they have been around
long enough that serious problems would have already
shown up. However, though concern over taking med-
ication while pregnant and/or breast-feeding is under-
standable, in many cases, not treating or inadequately
treating a medical condition is equally concerning and
raises questions that are currently unanswerable. Various
federal agencies are working together to gather better
systematic data on outcomes from women who have
taken medications while pregnant and/or breast-feeding
as well as to promote clinical research aimed at answer-
ing these types of questions related to maternal health.

We are starting to see the benefits of the concerted
steps taken to improve the situation generated by many
years of neglect regarding women in clinical trials
research. While there is still room for improvement,
these policies and programs have contributed greatly to
enhancing the medical knowledge base for women.

SEE ALSO: Diethylstilbestrol, Discrimination, Disparities
in Women’s Health and Health Care (pp. 3–13), History of
Women’s Health in the United States (pp. 13–20), Informed
consent, Thalidomide, Women’s Health Initiative
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DONNA T. CHEN

Club Drugs Also known as designer drugs, club
drugs are a group of manufactured, psychoactive sub-
stances. While club drugs can differ substantially in
their effects and pharmacologic classifications, they are
subsumed under the category of club drugs because
they are often abused in the context of dance clubs or
raves (all-night parties). There is some disagreement as
to which drugs are club drugs; however, the National
Institute on Drug Abuse (NIDA) classifies the following
as club drugs: methylenedioxymethamphetamine
(MDMA, also known as Ecstasy), ketamine (Special K),
methamphetamine (speed, ice, or glass), gamma
hydroxybutyrate (GHB, Liquid G), and flunitrazepam
(Rohypnol or Roofies). It is important to note that,
while these drugs can be used recreationally, GHB and
Rohypnol are also commonly called date-rape drugs
because they are known to be used as a means of inca-
pacitating a victim with the intention of sexual assault.

Perhaps the most widely used and quintessential
club drug, MDMA is a synthetic drug with both hallu-
cinogenic and stimulant properties. It is also referred to
as an entactogen, which means that it can have the
effect of making a person feel interconnected with, and
empathic toward, others. First developed in 1914 as a
weight-loss aid, MDMA was never marketed for that
purpose. However, in the United States in the 1970s, the
drug gained some popularity among clinical psycholo-
gists as an aid to psychotherapy and marriage coun-
seling. In 1985, the use of MDMA was banned and
placed on the list of scheduled drugs by the U.S. Drug
Enforcement Agency. However, the popularity of the
drug remained unchecked, and its use has since been
associated in the United States mainly with youth sub-
cultures. It is generally packaged in a tablet or capsule
form, often with imprints of cartoon characters or pop-
ular corporate logos. While there is some disagreement
in the scientific community regarding the long-term
effects of MDMA, current research suggests that MDMA
use results in the overproduction and then the deple-
tion of serotonin which may result in depression. Other
potential adverse effects can include dehydration,
overheating (hyperthermia), tooth damage caused by
jaw-clenching (bruxism), and possible effects on memory.
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While MDMA has been associated with a number of
deaths worldwide, tablets sold as MDMA often contain
other substances which are harmful and even deadly,
such as paramethoxyamphetamine (PMA).

Another club drug is GHB, a sedative-hypnotic
which was formerly sold as a nutritional supplement in
the United States before becoming a controlled sub-
stance. GHB is distributed as highly potent, colorless liq-
uid with a salty taste. Doses are calibrated by
water-bottle capfuls, and the difference between a recre-
ational and a deadly dose can be very small. Taken
alone or in conjunction with alcohol, GHB can be the
cause of death. Deaths have occurred from the aspira-
tion of vomitus during a GHB-induced coma or from the
depression of the respiratory center in the brain stem.
The reputation of GHB as a date-rape drug has been
substantiated by numerous cases in which individuals,
particularly women, were surreptitiously drugged and
then sexually assaulted. Its effectiveness as a date-rape
drug is compounded by its effect on memory; victims
often cannot recall what has occurred during a GHB-
induced coma.

A third popular club drug, used primarily by adoles-
cents and young adults, is ketamine, which is sold in
either a powder (white or yellow) or liquid form. It is
generally snorted in small amounts, although it can be
injected or smoked. This drug, which is primarily used in
the United States for veterinary purposes, is a dissociative
anesthetic, and it is related to phencyclidine (PCP). Users
of ketamine often describe an out-of-body experience
which they call a k-hole. While in this state, users often
experience visual and tactile hallucinations, are unable to
move, and are insensitive to pain. The adverse effects of
recreational ketamine use can include depression, delir-
ium, amnesia, respiratory problems, and death. There is
also the danger of seriously injuring oneself due to the
lack of pain sensation and an impaired ability to react
quickly. There have also been reports of ketamine being
used as a date-rape drug.

A final club drug, flunitrazepam (Rohypnol,
Roofies), is also considered a date-rape drug, and its
popularity as a recreational drug has waned consider-
ably in some areas. Regular users can become addicted
to Rohypnol. This powerful tranquilizer comes in the
form of a tablet which is not produced in the United
States. Rohypnol has a sedative-hypnotic effect in suffi-
cient doses, and it can cause temporary amnesia. When
mixed with alcohol or other depressant drugs,
Rohypnol can render an unsuspecting victim powerless
to defend herself; such a mixture can also cause death.

While the popularity of club drugs has increased,
many users of Ecstasy, ketamine, GHB, and Rohypnol
are unaware of the short- and long-term dangers associ-
ated with these drugs. When mixed with alcohol or other
drugs, these dangers multiply. Most importantly, neither
alcohol nor club drugs should ever be used by pregnant
or nursing woman, as these substances can result in an
assortment of severe problems for all concerned.

SEE ALSO: Depression, Sexual abuse, Substance use

Suggested Reading

Beck, J., & Rosenbaum, M. (1994). Pursuit of ecstasy: The MDMA expe-
rience. Albany, NY: SUNY Press.

Cole, J. C., Sumnall, H., & Grob, C. (2002, September). Sorted: Ecstasy
(and following peer commentary). The Psychologist, 15(9),
464–474.

Hinchliff, S. (2001). The meaning of ecstasy use and clubbing to
women in the late 1990s. International Journal of Drug Policy,
12, 455–468.

Holland, J. (2001). Ecstasy: The complete guide. A comprehensive look
at the risks and benefits of MDMA. Rochester, VT: Park Street Press.

National Institute on Drug Abuse. (2001, March). Hallucinogens and
dissociative drugs including LSD, PCP, ketamine, dextromethor-
phan. NIDA research report series (NIH Publication No.
01–4209). Washington, DC: U.S. Department of Health and
Human Services.

Nicholson, K. L., & Balster, R. L. (2001). GHB: A new and novel drug
of abuse. Drug and Alcohol Dependence, 63, 1–22.

Siegel, R. K. (1986). MDMA: Non-medical use and intoxication.
Journal of Psychoactive Drugs, 18(4), 349–354.

Suggested Resources

National Institute on Drug Abuse. NIDA. Infofacts: Rohypnol and GHB.
(NIH). U.S. Department of Health and Human Services. Available
at: http://www.nida.nih.gov/Infofax/RohypnolGHB.html

JILL ADAIR MCCAUGHAN

Cocaine Cocaine is a mood-altering drug in the
stimulant or “amphetamine-like” class. As a conse-
quence, it tends to produce euphoria or “high” feelings
by directly blocking the reuptake of dopamine in the
brain. The resulting increases of dopamine produce an
elevation of mood and euphoria. Cocaine has two addi-
tional effects, which are to block the sodium–potassium
pump in nerve cells of the skin and tissues, and to
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increase the circulating levels of a hormone called
norepinephrine or noradrenaline.

The effect of blocking the sodium–potassium pump
in peripheral nerve cells is to cause those cells to lose
their ability to transmit sensation. This results in a local
feeling of numbness, and the use of cocaine as a local
anesthetic for the past century. The increase in norepi-
nephrine or noradrenaline is responsible for the “stimu-
lant” effects of cocaine including: increased heart rate,
blood pressure, alertness, coordination and reflexes, and
decreased fatigue, need for sleep, and appetite. In
summary, the three major effects of cocaine—euphoria,
stimulant effects, and local anesthesia—are each due to a
separate action of the drug.

Like many organic molecules, cocaine comes in
two forms—an acid form named cocaine hydrochloride
or cocaine HCl, and a base or alkali form named
cocaine-carbonate or “crack,” “base,” or “rock” cocaine.
The only clinically important difference between the
acid and base forms of cocaine is a change in the vapor
point of cocaine base. As a consequence, cocaine base
(or “crack” or “rock” cocaine) can be smoked, whereas
cocaine HCl burns rather than vaporizes when heated
and therefore cannot be smoked. As it turns out, smok-
ing a mood-altering drug is the quickest way to get the
highest concentration of that drug to the brain, followed
closely by using the drug I.V. Since the addicted or
chemically dependent brain tends to seek the highest
level of dopamine-trigged euphoria possible, there has
been a tendency for individuals addicted to cocaine to
move toward either I.V. use or smoking the drug.

HISTORICAL USE OF COCAINE

Cocaine is a naturally occurring substance found in
the leaves of the coca tree. This substance has been
used for as long as 2,000–3,000 years by peoples in the
mountainous regions of Central and South America. The
use of cocaine by humans for many hundreds of years
was primarily by the chewing route of administration or
the brewing of a weak coca leaf tea-like beverage.
These two routes of delivery, across the oral cavity
mucous membrane or through the absorption of the
stomach and small intestine, are characterized by their
slow gradual rate of absorption and thus delayed grad-
ual onset and mild intensity of euphoria or “high.” The
concentration or amount of cocaine in coca leaves is
quite low and therefore the “historical” use of cocaine
was characterized by slow rates of absorption, very low

potencies or amounts of cocaine, and a gradual mild
degree of mood-altering effect. The physical effects of
cocaine even at these “historical” low doses were sig-
nificant, however, producing an increase in energy,
decrease in fatigue or tiredness, increased stamina,
decreased appetite, and improved concentration and
coordination. So for tens of centuries cocaine was used
as a performance enhancer in the workplace, and as a
mood-altering beverage in social or religious settings.

In the 1800s, cocaine was identified as a possible
treatment for some psychiatric illnesses, notably
depression or “melancholia,” and recognized for its
local anesthetic effects. As a consequence, the extrac-
tion of cocaine from the coca leaf (much like the
extraction of digitalis from the fox-glove leaf during the
same period) became widespread and thus the purity
and potency of cocaine dramatically increased.
Cocaine emerged in the late 1800s for the first time in
history as a potentially very potent stimulant and
euphoria-producing drug.

COCAINE USE PATTERNS

Conviction for possession or use of any amount or
form of cocaine in this country constitutes a felony. As
a consequence, it is difficult, if not impossible, to truly
discuss low risk or “social” use of cocaine at present.
Thus for practical purposes, all cocaine use in American
communities must be viewed as being cocaine abuse.
From historical reports, experience of other countries,
and even National Institutes of Health (NIH) research, it
is clear that not all cocaine users develop addiction to
the drug. In fact it appears that a minority, perhaps as
low as 15–20%, of cocaine abusers in our community
develop cocaine addiction, while the majority remain
abusers or move toward abstinence. Estimates are that
as many as 40 million Americans have experimented
with or intermittently used cocaine.

There is a qualitative and quantitative difference
between a cocaine abuser who does not have chemical
dependence and a cocaine abuser who is addicted.
Abusers tend to use occasionally, in social settings, for
brief periods and in low amounts. They fail to meet
three (or usually even one) of the Diagnostic and
Statistical Manual of Mental Disorders, fourth edition
(DSM-IV ) criteria for addiction. I.V. use or smoking of
“crack” or freebase is generally not seen among abusers
and is a strong indicator of addiction. Individuals with
cocaine addiction demonstrate intermittent repetitive
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loss of control over their cocaine use resulting in
adverse consequences in their lives. They tend to use it
in a pattern of escalating binges—sometime using
cocaine for up to 4 days at a time with little to eat, drink,
or sleep during that period. Cocaine-dependent people
will primarily either smoke the cocaine or use it I.V.

Typically chemical dependence or addiction with
cocaine as the drug of choice involves a binge–
crash–“honeymoon”–binge–crash… pattern. This is due
to the pharmacology of the drug cocaine and complex
interactions with the brain of an addicted person. This
pattern involves the binge phase: several hours to a few
days of compulsive repetitive self-administration of
cocaine. Because of the development of tolerance dur-
ing a binge, patients experience less and less euphoria
or “high,” and increasing amounts of dysphoria or “low”
feelings—often progressing to frank paranoia. This
binge is followed by a crash phase: a period of several
hours to up to a day and a half of marked increase in
sleeping, eating, depressive feelings, and remorse for
the actions during the binge. In fact, the behaviors dur-
ing the crash phase are really the opposite of those dur-
ing the binge phase. The crash phase is followed by the
“honeymoon” phase where people can go for a few to
several days promising to never binge again and being
relatively unaffected by the drug. Unfortunately, this
phase is routinely followed, often on the next payday,
by another binge–crash cycle. Many patients who are
well into this pattern think that they are not addicted
since they do not use every day. Nothing could be further
from the truth.

Sadly, judgment is exceedingly sensitive to cocaine
effects. As high doses are ingested during a binge, the
erratic behavior associated with cocaine addiction can
become horrifying, with unspeakable family, legal, and
job-related consequences. During a cocaine epidemic,
there is typically a marked community rise in violent
crime, drive-by shootings, domestic violence, child
abuse and neglect, sexually transmitted disease, and
unanticipated pregnancy.

TREATMENT OF COCAINE DEPENDENCE

The treatment of addiction in general and cocaine
in particular requires a focus on eliminating all use of
cocaine and all other mood-altering drug use.
Abstinence is the treatment goal. The reason for absti-
nence from other mood-altering drugs in addition to
cocaine is the common pattern of initially quitting

cocaine only to continue to use alcohol or marijuana,
with the rapid relapse back to cocaine use. The dis-
inhibition associated with other drug or alcohol use,
combined with a rapid intense escalation of cocaine
cravings, frequently results in a relapse. For more infor-
mation on general principles of addiction treatment and
the maintenance of abstinence, see the entry Substance
use—“Abuse” and “Dependence.”

Cocaine addiction can involve a high degree of
physical dependence—primarily affecting the brain.
Cocaine withdrawal symptoms are virtually all mediated
by brain changes and thus have historically been
termed “psychological or psychiatric,” but given that the
brain is a physical organ, it is most appropriate to con-
sider these physical effects. The symptoms include
mood swings, depression, irritability, difficulty concen-
trating, vivid dreams and intrusive thoughts about using
cocaine, sleep disorder, periodic increased heart rate
and hand tremor and sweating, and a persistent urge to
use cocaine. Detoxification from cocaine frequently
involves physical removal from “using” opportunities,
provision of a supportive therapeutic sober environ-
ment, and treatment of psychological or psychiatric
symptoms that may precipitate relapse. In addition, a
trial of detoxification medications is common, including
possibly beta-blockers or alpha agents, and medications
used to treat Parkinson’s disease. Medications are in
clinical study that may be able to block cocaine’s effect,
or even work like an anticocaine immunization or
vaccine.

Rehabilitation refers to an inpatient residential or
outpatient program that commonly lasts a month or
more and entails daily counseling to develop skills to
avoid cocaine and all drug and alcohol use for life.
Maintaining abstinence can be quite difficult when
faced by cocaine cravings and dreams, especially in a
society where the majority of people are social or low-
risk users of alcohol. There are special self-help meet-
ings specifically developed for cocaine dependence
called Cocaine Anonymous or “CA.” For more informa-
tion regarding self-help “12-step” meetings, see the
entry Substance use.

SEE ALSO: Addiction, Addiction ethics, Chemical dependence,
Heroin, Injection drug use
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TED PARRAN, JR.

Cognitive-Behavioral Therapy Cognitive-
behavioral therapy (CBT) is a family of interventions
used to help people recognize and overcome a wide
variety of problems. It is based on the theory that how
a person thinks about a situation affects how he/she
feels about it and ultimately affects how he/she reacts
or behaves as a result. The therapist teaches the person
to recognize these cognitive distortions (“irrational
thoughts”) and their result. Once the distortion is recog-
nized, the person can restructure her/his thoughts and
change the emotional and behavioral result.

For example, you are at home waiting for a friend
to come over for dinner and he is an hour late. There
are several ways you can think, feel, and react to this
situation. You can think, “maybe he’s been in an acci-
dent.” If you think this, you may feel nervous or scared.
As a result, you may bite your nails, pace, call all the
hospital emergency rooms and the police to check for
accident victims, or maybe ruminate to the point of get-
ting a stomachache. When he does arrive, you may cry,
hug him tight, and tell him how worried you were.

You can think “he’s blowing me off, he doesn’t
care about me.” If you think this, you may feel angry.
As a result, you may pace, call his house or office and
leave nasty messages, or maybe tear up his picture or
things he has given to you. When he does arrive, you
may yell and scream at him, start a physical altercation,
or slam the door in his face without giving him the
opportunity to explain.

You can think “he’s with another girl, I’m not good
enough, smart enough, pretty enough, etc.” If you think

this, you may feel worthless or unsure of yourself. As a
result, you may cry, make a mental list of all of your
“faults,” or maybe even think no one will ever like you
or want to be with you. When he does arrive, you may
be quiet, distant, or even tell him he could do better.

You can think “he’s late, now I have some extra
time to get something done until he gets here.” If you
think this, you may feel content or even relieved that
you have the extra time. When he does arrive, you may
continue with your evening as planned and have a
good time.

In each of these scenarios, you had “automatic,
irrational thoughts” based only on conjecture and not
based on fact.

Some people get confused and think CBT is trying
to have people turn everything into a positive, “look for
the silver lining.” CBT is more sophisticated than that.
It teaches people to recognize the result of irrational
thoughts and to change the thoughts, emotions, and
resultant behaviors. In the above example, if your
friend was late because he was inconsiderate and did
not care that you were waiting, CBT may help you to
see that this is not a reflection on you and your self-
worth but more a function of his attitude and behaviors.

CBT is not one specific intervention but a family of
interventions based on the underlying theory. You and
your therapist will discuss your particular problems and
tailor the intervention to address those needs. The inter-
ventions are geared at identifying the irrational thoughts
and resultant problematic feelings and behaviors and
then teaching you how to replace those with more
healthy coping techniques.

CBT is short-term, structured therapy that involves
active participation on both the therapists’ and the
clients’ parts. Depending on the target problem, you
may have as few as 2 or 3 sessions or up to 15–20 ses-
sions. In addition, most CBT requires “homework”
between sessions. The homework assignments are
geared to practicing the skills learned in therapy by
applying them to the “outside” world. The next therapy
session will usually address the homework assignment
and how it worked or did not work, reshaping the exer-
cises, and trying again.

CBT has been shown to be effective in helping
with a wide variety of problems. Issues such as depres-
sion, anxiety, phobias, and eating disorders as well as
being nervous in public speaking, resolving issues that
come up in adjusting to new situations (job, relocation,
marriage, divorce, parenthood), and grief are all prob-
lems that can be helped with CBT interventions.
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CBT has been subjected to the rigors of scientific
research. Because of the structured nature of the inter-
ventions, it is particularly suited to being delivered
consistently across therapists to be able to study its
effectiveness. Studies have shown CBT to be as effec-
tive as medications in treating psychological problems
and in some cases better than medication. The combi-
nation of CBT and medications is consistently helpful
over medications alone.

As with any treatment, it will only work if you fol-
low through on the therapy. CBT is an effective family
of interventions that can make a significant, long-term
impact on the lives of those who engage in it.

SEE ALSO: Anxiety disorders, Depression, Mood disorders
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Cohabitation Cohabitation means living together
in an intimate relationship. Cohabitation implies a rela-
tionship that is like a marriage, but without any legal
ties. People may choose cohabitation because they do
not wish to have the formal legal ties of a marriage,
including financial ties. For example, a person may lose
eligibility for some federal income and health care ben-
efits if they marry someone who has an income. Other
couples may choose cohabitation because they are not
legally permitted to marry. Lesbian couples, or couples
where one partner is separated but not legally divorced,
do not have marriage as an option.

Cohabitation can lead to a marital relationship in a
small number of states. These states recognize what is
called “common-law marriage” when people have lived
together for a required time period and held themselves
out as a married couple. Most states do not recognize
common-law marriage.

Since cohabitation is not, in most cases, a marriage,
the couple cannot use the divorce process to resolve
issues in the event that they separate. Disputes over
who can keep what possessions are often difficult.
Because the law does not recognize cohabitation, a
court would award property to the person who has title,
such as the title holder to a car or piece of real estate.
Often this leads to unfair results when both parties con-
tributed to the purchase but only one has title.

People who cohabit can construct many legal ties
that ordinarily come from marriage. They can have wills
that leave possessions to each other. They can give each
other a “power of attorney” which allows one person to
make important decisions about health care or finances
if the other is unable to do so. If the couple has
children, the father can establish his legal relationship
with the child.

SEE ALSO: Child custody, Divorce, Domestic partnership
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SHEILA SIMON

Colonoscopy see Colorectal Cancer

Colorectal Cancer The lifetime risk of develop-
ing colon cancer is about 60% and is slightly higher in
men than in women. Half of those affected persons will
die of the disease. It is rare before the age of 50 years
and the incidence increases thereafter. Death caused by
colon cancer has decreased over the last 20 years.
Colorectal cancer death rates are rising in African
Americans. The overall 5-year survival rate for colorectal
cancer is 60%.
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DIGESTIVE SYSTEM ANATOMY

The digestive system consists of the esophagus,
stomach, small bowel, colon, and rectum. The colon
and the rectum store the waste until it is evacuated from
the body. The colon and the rectum form a long mus-
cular tube about 6 ft long also known as the large intes-
tine. The rectum is the specific name for the last 8–10
in. of the colon.

RISK FACTORS FOR COLORECTAL CANCER

Multiple factors can increase the risk for colon
cancer. Being born in North America or Western Europe
is a risk factor. A diet that is high in fat, red meat, and
sucrose may contribute to colorectal cancer. Alcohol
consumption, smoking, obesity, and a history of pelvic
radiation are also risk factors. Colorectal cancer occurs
as people age and those with a longstanding history of
ulcerative colitis are at high risk. Persons with first-
degree relatives, that is, parents and siblings with
colorectal cancer, are at increased risk to develop it. In
general, it is recommended that the latter group start to
have colorectal cancer screening 10 years before the age
that the relative was diagnosed. On the other hand,
those born in Africa or Asia are at lesser risk for
colorectal cancer. Diets that are rich in fruits, vegetables,
and fiber, along with high intake of calcium appear to
decrease the risk for colorectal cancer. There is a
suggestion that postmenopausal hormone replacement
in women, long-term aspirin, or nonsteroidal anti-
inflammatories and vigorous activity are also protective
against colorectal cancer.

HOW DOES CANCER DEVELOP?

It is felt that colorectal cancers arise from polyps,
specifically adenomatous polyps. Of Americans over
the age of 50, 30–50% will develop these polyps. One
in 20 adenomas will progress to cancer and this occurs
over a period of over 10 years. The cancer risk is related
to specifics of the adenomas including their size, number,
architecture, and abnormalities seen at the cellular
level on microscopic examination. It is based on this
understanding that screening for colorectal cancer
is done.

DEFINITIONS

1. A fecal occult blood test (FOBT) is a test used
to look for small amounts of blood in the stool
that cannot be seen with the naked eye.

2. A sigmoidoscopy is an examination of the
rectum and the lower colon, using a lighted
instrument called a sigmoidoscope. These
scopes are usually 60–70 cm (24–28 in.) in
length.

3. A colonoscopy is an examination of the 
rectum and the entire colon, using a lighted
instrument.

4. A double contrast barium enema (DCBE) is a
series of x-rays of the colon and rectum. The
patient receives an enema with barium, which
outlines the colon and rectum. This also defines
masses and other abnormalities of the lining of
the colon.

SCREENING FOR COLON CANCER

Screening for colon cancer can be done in many
ways. The choice of which screening is best for the
patient should be based on his/her preferences and the
available resources for testing and follow-up. The physi-
cian or health care provider should explain the benefits
and potential risks associated with each option before
deciding on the screening process.

The frequency of screening is based upon the test.
If the FOBT cards are used, three cards must be col-
lected every year. There may be false-positive results
where the test can indicate the presence of blood when
there is nothing wrong with the colon. The U.S.
Preventive Services Task Force is a body of experts that
evaluates the effectiveness of screening tests based on
the clinical evidence, the magnitude of benefit, and
potential risks. The task force strongly recommends that
clinicians screen men and women at the age of 50 years
and older for colorectal cancer.

The method of screening is still under debate.
There are different options and different benefits of
each option. There is good evidence that periodic
FOBT reduces mortality from colorectal cancer and
fair evidence that sigmoidoscopy alone or in combi-
nation reduces mortality. The standard in practice is
three stool cards collected yearly and sigmoidoscopy

178

Colorectal Cancer



179

performed every 5 years, beginning at the age of 
50. Recent studies have suggested that colonoscopy,
which is a full examination of the entire colon, can
find more cancers because there is direct visualization
of the entire colon. Colonoscopy is the most sensitive
and specific test for finding cancer in polyps (mean-
ing that most of the cases it detects are really cancer
and most of the ones it says are not cancer are really
not cancer), but does come with higher risk than the
other screening tests. The risks are small, but include
a risk of bleeding and perforation, usually related to
removal of polyps or biopsies. The colonoscopies
require an overnight bowel cleansing preparation,
mild sedation, highly trained personnel to do the test,
and a longer recovery time. At this point, the task
force feels that it is not certain whether the potential
added benefits of colonoscopy, relative to the other
screening alternatives, are large enough to justify the
added risks, cost, and inconvenience for all patients.
This is an area that will continue to be evaluated. A
colonoscopy for screening purposes need only be
done every 10 years.

The age at which colorectal cancer screening
should be stopped is not known. In general, screening
has been done in patients younger than 80 years of age.
In theory, the yield should be higher in older persons,
that is, we should find more cancers in older persons.
However, the benefits may be limited as a result of the
other medical conditions of the patient that may affect
the treatment of any cancer that could be found. It is
appropriate and reasonable to stop screening in
patients whose age or comorbid conditions limit their
life span.

The FOBT requires three consecutive stool samples
be obtained at home and brought into the clinic. It has
not been established whether the patient should avoid
certain foods or medications. However, adding water to
the specimens before testing them, does increase the
sensitivity of finding blood. It is important to remember
that three different stool cards from spontaneously
voided stools are the standard and that neither a rectal
examination nor the testing of a single specimen
obtained during a rectal examination is considered
adequate screening. A combination of both FOBT and
sigmoidoscopy may detect more cancers. It is highly
recommended that the stool cards, that is, FOBT cards,
be returned before the sigmoidoscopy. A positive test
on an FOBT is an indication for a colonoscopy. The sig-
moidoscopy should not be performed in the presence
of a positive stool card.

IF I NEED TO HAVE A SIGMOIDOSCOPY,
WHAT SHOULD I EXPECT?

The actual sigmoidoscope is between 60 and 70 cm
long. It is a flexible tube, especially the first few inches
where the light is located. Within the scope there are
channels for air to be put into the patient to open up the
colon. There is a suction channel to pull out extra fluid
and small bits of stool. It has the ability to remove a
biopsy from the lining of the colon (a small piece of tis-
sue usually is removed). The colon is a soft tube that
when empty of stool after laxatives and enemas, col-
lapses and is very flat. In order to visualize the lining of
the colon, the person doing the examination usually has
to put in some air to open this area up so he/she can
see the mucosa. At the beginning of the examination,
the scope is inserted into the patient. The main exami-
nation of the colon occurs as the scope is withdrawn
from the patient and air can be removed at the same
time. The test takes about 15 minutes and patients toler-
ate the test very well. One risk of the procedure is the
gassy feeling the patient may feel from the air. There is
a small risk of bleeding if a biopsy is taken and there is
a very miniscule risk of perforation if a biopsy is
removed. The test overall is very well tolerated, espe-
cially in the hands of experienced endoscopists. This
test is done every 5 years, in association with three stool
cards every year.

WHAT IS A COLONOSCOPY?

A colonoscope is a similar scope with much greater
capabilities for removal of polyps because the scope
allows examination of the entire length of the intestine.
This scope allows the physician to evaluate for inflamed
tissue, growths, ulcers, bleeding, and spasm. The main
differences between the sigmoidoscopy and the
colonoscopy are that the latter examines the entire
colon and requires a sedative and a more extensive
bowel-cleansing regimen.

The patient lies on his/her left side for the proce-
dure and is given some medication to relieve the dis-
comfort of the examination. The scope is inserted and
slowly guided through the entire length of the colon. The
physician examines the colon and the result is given to
the patient at the end of the examination. If anything
abnormal is found, the physician can remove a piece of
it (biopsy), which is sent to the lab for further evaluation.
Possible complications of colonoscopy are bleeding and
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puncture of the colon; however, these complications are
very uncommon. This procedure takes between 30 and
60 minutes. The sedatives and pain medications protect
the patient from feeling any discomfort during the exam-
ination. The patient generally needs to wait for 1–2 hours
for the sedative to wear off. It is most safe for the patient
if he/she brings someone to drive him/her home.

SEE ALSO: Cancer, Pain, Preventive care
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Colposcopy Colposcopy is the examination of the
female genitals (cervix, vagina, or vulva) with an instru-
ment called a colposcope. It is usually done to evaluate
any lesions suspected of representing abnormal tissue
growth or cancer. This may be an abnormal Pap smear
or any lesion which does not resolve spontaneously in
a reasonable amount of time as decided by the clini-
cian. The colposcope is an instrument which permits
magnification of lesions of the genital tract. A mild solu-
tion of acetic acid is applied to areas of the genital tract
and abnormal areas turn white enhancing the quality of
the colposcopic examination. All surface (epithelial)
lesions become more distinct and structures including
the cells on the wall of the cervix become more distin-
guishable using this method. After gross microscopic
examination of the affected tissue for acetowhite
changes and blood vessel patterns, tiny samples of tis-
sue (biopsies) are removed and sent to pathology for
histological (microscopic) evaluation. Colposcopy of
the cervix can either be deemed satisfactory or unsatis-
factory based upon the visualization of an area where

the different types of cervical wall cells (squamous and
columnar epithelium) of the cervix interface, called the
transition zone (T zone) and all margins of any visible
lesions. Sampling of the endometrium and endocervix
may be necessary depending on the original abnormality
noted upon cellular (cytological) examination of the
Pap smear and the findings at colposcopy. If colpo-
scopy is deemed unsatisfactory or if any high-grade
lesion is suspected or diagnosed, a diagnostic excisional
procedure (small tissue sample cutting) may be sched-
uled. This tissue is then examined for the characteristics
of abnormal growth/cancer and for involvement of the
margins. Techniques for excision include cervical
conization (special type of tissue removal technique)
using the laser or scalpel, loop electrosurgical excision
(LEEP), or loop electrosurgical conization.

Usually biopsies are painless; however, a local
anesthetic may be used during a diagnostic excisional
procedure. Once performed, colposcopic evaluation is
usually followed closely for at least 1–2 years.

During pregnancy, abnormal Pap smears are also
evaluated by colposcopy and biopsies are necessary if
the lesions appear high grade. Occasionally, a pregnant
patient may need to undergo the surgical excision of a
high-grade cervical lesion. The cervix is more vascular
(increased blood supply) in pregnancy and there is an
increased risk of bleeding. This risk is managed by per-
forming the procedure in the hospital setting.

SEE ALSO: Pap test, Pregnancy

MARGARET L. MCKENZIE

Comfort Women Sexual exploitation has
always been a part of war. However, the Japanese
military not only exploited women sexually, but also
actually enslaved them. Hundreds of thousands of
women were either tricked or forced into sexual slav-
ery during the Japanese occupation of Korea, from 1910
to 1945, and during World War II. These women were
called Jungun Wianbu in Korean or Jugan Inafu in
Japanese, meaning military comfort women. Now, some
advocate using the term “military sex slaves” or MSS,
because the term “comfort women” is too innocuous to
reflect accurately the situation of the women.

The majority of comfort women were Korean, but
women from the Philippines, China, Burma, Taiwan,
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and Indonesia were also forced to become sex slaves
for the Japanese military. Some Dutch and Australian
women, mostly nurses, also became comfort women.
The few Japanese women to become comfort women
were Japanese prostitutes.

In the beginning, Japan tricked the majority of the
young girls into becoming comfort women by promising
factory-type jobs. The opportunity for work was appeal-
ing to many young women and their families, because
the economy in Korea had steadily declined due to
Japanese colonialization. The colonialization primarily
affected farming families because Japan took the crops
to feed their soldiers. The depressed economic state of
Korea allowed Japan to lure these young women away
easily. This was called Kunro Jungshindae, or virgin
recruitment. Some women received draft notices,
whereas others were simply promised work. However,
as the supply of young women ran short, Japanese
police and “recruiters” began kidnapping younger girls,
some as young as 13; even married women were not
safe. Many were abducted right off the street and were
not even allowed to say goodbye to their families. Once
taken, these women were transported to many different
locations, such as China, Japan, Rabaul, Hong Kong,
Indonesia, and Taiwan. Some women went to privately
operated comfort houses, while others were taken to
military-run comfort houses on the front line. The con-
ditions of these “comfort stations” were appalling. Many
had no heat and only thin straw mats on the floor. They
were partitioned off into small rooms only big enough
for the mats. It was here that the comfort women would
receive the soldiers, almost continuously.

Comfort women were given regular checkups by
military doctors to prevent venereal diseases. Women
who became infected were given injections of a drug
called 606, which also caused miscarriages. If a woman
became too sick to perform her “duties,” she disap-
peared and was not heard from again. Due to the
repeated venereal diseases and frequent miscarriages,
many former comfort women were never able to have
children; few women ever married. This had serious
repercussions for the women, as status and security in
Asian countries is often based on marital ties and
children.

Why did Japan establish these comfort houses? The
purported reasons for the establishment of comfort
houses were to protect the local women from rape, to
prevent the soldiers from being infected with venereal
diseases, and to encourage the soldiers by providing a
“necessary” comfort.

Former comfort women were silent until recently,
perhaps due to shame and fear that society would judge
them for the atrocities of the Japanese military. A few
made attempts to reveal the plight of former comfort
women, but were largely ignored. There was tension
between Japan and Korea after the war and during the
postcolonial period; it was feared that any mention of
the comfort women issue would destroy the delicate
economic relations between the two countries.
Therefore, those who wanted to go public were quietly
encouraged to remain silent.

The silence was broken in 1991, when one former
Korean comfort woman came forward publicly. Kim
Hak Soon filed a lawsuit against the Japanese
Government seeking reparations. Other former comfort
women also joined the lawsuit, but remained anony-
mous; again, the fear of stigmatization prevailed.
Former comfort women want a formal apology from
Japan and reparations. Japan has established a private
fund for payment to former comfort women, but has
not provided any official acknowledgment. Few women
have accepted moneys from the private fund, believing
that the use of private funds instead of government
money is just another way for Japan to avoid official
recognition of the sexual enslavement.

The issues involving former comfort women are
becoming recognized around the world. The Korean
Counsel for the Women Drafted for Military Sexual
Slavery by Japan, The Comfort Women Project at San
Francisco University, and the Washington Coalition for
Comfort Women Issues are just a few of the organiza-
tions that have raised the issue of Japan’s subjugation of
comfort women in international forums.

SEE ALSO: Rape, Violence
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Complementary and Alternative Health
Practices Complementary and alternative medi-
cine (CAM) is a group of health-related practices that
are generally viewed as falling outside of mainstream
medicine. CAM is the term currently utilized by the
National Institutes of Health. However, semantics used
to describe this area of medicine can often be confusing.
The term that people are most familiar with in the
United States is “alternative” medicine. However, this
term is not favored by some, as it seems to imply aban-
doning conventional care in favor of a nonconventional
or alternative approach. “Complementary” medicine is
the term most frequently used in England. It implies
that the nonconventional therapies will be used to com-
plement the conventional care that a person is receiv-
ing. A more current term is “integrative” medicine.
Integrative medicine is considered by most to describe
an approach to health that incorporates considerations
of mind, body, and spirit with an openness to look
beyond mainstream medicine. The National Institutes of
Health has categorized CAM into five main areas. They
include alternative medical systems, mind–body inter-
ventions, biologically based therapies, manipulation
and body-based methods, and energy therapies.

Alternative medical systems are complete systems
of medicine which differ from the dominant medical
system in the United States, frequently referred to as
Western medicine or biomedicine. These systems, such
as traditional Chinese medicine and Ayurvedic medicine
from India, have their own unique way of viewing
health, disease, and treatment. However, in any culture,
there is always a dominant medical system and multiple
alternative or nondominant systems. All of these systems
have various strengths and weaknesses, as well as simi-
larities and differences.

Mind–body interventions are a category of treat-
ments that recognize and utilize the connection
between the mind and the body. They include such
modalities as hypnotherapy, biofeedback, guided visu-
alization, and progressive relaxation, to name a few.
Recognizing the connection between physical health
and emotional or mental state can often lead to signifi-
cant improvement in symptoms or even cure of various
conditions.

Biologically based therapies such as dietary supple-
ments, including vitamins, minerals, and herbs, as well as
the use of foods to treat or prevent disease, are popular
as they are usually readily accessible by the general
population. Many of these therapies are effective;

however, some may interact with medications or be
otherwise potentially harmful. It is important to review
potential dietary supplement–drug, dietary supplement–
dietary supplement, or even food–drug interactions
when considering biologically based therapies. A com-
plete list of one’s dietary supplements should be
included when disclosing medication use.

Manipulation and body-based methods include
therapeutic massage, of which there are over 80 tech-
niques, chiropractic manipulation, and osteopathic
manual therapy. These methods in general can be par-
ticularly effective for musculoskeletal-related disorders,
including relief of pain, spasm, and stiffness. Although
additional non-musculoskeletal-related conditions may
respond to manipulation or body-based therapies, fur-
ther research is needed to clarify the most appropriate
indications.

Energy therapies utilize an individual’s or nature’s
healing energy to bring about relief of symptoms or treat
disease. These therapies include such modalities as ther-
apeutic touch, healing touch, Reiki, Chi Gong, and polar-
ity. Electromagnetic or magnet therapy is also included in
this category. Again an area with great potential, energy
medicine is gaining recognition, and some have
suggested is the next great frontier for medicine.

In 1993, David Eisenberg published the results of a
research survey which showed that approximately 38%
of the U.S. population had used some form of CAM dur-
ing the previous 12 months. This realization stunned
many and led to an increased interest in CAM on the
part of not only consumers, but health care providers,
health care systems, insurers, and developers of health-
related products. When Eisenberg repeated his study in
1997, he found that use of complementary medicine
had increased to 42% of the population. Total num-
ber of visits to CAM providers had gone from 427 to
629 million visits, a number larger than all visits to U.S.
primary care physicians during the same year. It was
also reported that people were spending an estimated
$27 billion out of pocket on CAM-related services and
products.

It is important to point out that another discovery
of the Eisenberg surveys was that less than half of con-
sumers were telling their physician about their use of
CAM. This is particularly concerning given the recogni-
tion that while many CAM treatments are likely effec-
tive, many also have the potential to interact with
conventional medical therapies.

The growing interest in CAM has clearly been con-
sumer driven. Researchers such as John Astin have
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investigated the reasons that people seek CAM
therapies. What Astin and others have discovered is that
the vast majority of individuals do not abandon con-
ventional care but use CAM as an adjunct to the con-
ventional care they are receiving. Most people who use
both conventional and nonconventional therapies do so
because they believe the combination to be superior to
either alone. Many people pursue CAM therapies
because they are looking for a more holistic orientation
to health. Some have suggested that in this era of “high
tech,” many also desire the “high touch” frequently
offered by CAM providers.

Investigators have also looked at CAM use within
specific populations. Multiple studies have confirmed
that patients with cancer, rheumatologic, and other
chronic conditions utilize CAM at an even higher rate
than the general population. In a paper written by
DiGianni, it was reported that 63–83% of women with
breast cancer used at least one type of CAM. The rea-
sons for CAM use among these populations vary but
include not only the hope that the CAM modality will
help treat a medical condition, but also the desire for an
increased sense of control that often comes from the
ability to incorporate CAM into one’s plan of care.

It is perhaps not surprising that more women than
men utilize CAM. Women are typically the primary
health care decision-makers within a family. As one
begins to seek information about health, it is hard not
to come across various recommendations on CAM
either from friends, health professionals, literature, or
the Internet. However, one must look at all sources of
information with a critical eye in order to make a truly
informed decision. Much of the information available
on CAM has been supplied by companies that provide
the service or product. This information is often pre-
sented in such a way as to make the potential product
appear supported by scientific studies, when in fact it is
often not the case. For that reason, it is advisable that
women discuss their use of CAM with their physician or
other health care providers.

In the past, many people had the correct percep-
tion that most health care providers were not open to a
discussion on CAM. However, that has changed. The
conventional medical community now clearly recog-
nizes that the general public desire access and
increased information on CAM modalities. Many medical,
nursing, and allied health schools have responded by
adding some training on CAM into their curriculum.
This is leading to a generation of health care providers
with a more open attitude toward CAM. The federal

government has also recognized the increased utiliza-
tion of CAM and, in response, has established the
National Center for Complementary and Alternative
Medicine (NCCAM) under the NIH. With a budget of
$113 million in 2003, NCCAM, as well as other institutes
at the NIH, is funding significant research in the area of
CAM. As more of this research becomes available,
health care providers, and in turn the general public,
will be better able to make evidence-based decisions
regarding the use of CAM.

It has become increasingly apparent that CAM is,
and will continue to be, an important component of our
health care system. For women concerned with their
own health or the health of loved ones, consideration
of select CAM modalities in conjunction with conven-
tional care is essential when considering a comprehen-
sive plan of care. Multiple resources should be
consulted when determining which CAM modalities to
incorporate and discussion with one’s health care
provider is strongly recommended.

SEE ALSO: Chiropractic care, Energy healing, Massage,
Meditation, Yoga
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Comstock Laws In 1873, the U.S. Congress
passed what became known as the “Comstock” laws.
The act made it illegal to import, mail, or transport in
interstate commerce obscene materials, including con-
traceptive devices and information on birth control. The
act was named after Anthony Comstock, a Union Army
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veteran of the American Civil War. He also assisted in
forming the New York Society for Suppression of Vice,
of which he was also named the secretary. That organi-
zation mounted a campaign to regulate morality, result-
ing in the Comstock Laws. The Comstock Law was
quickly adopted by many states in the sexually repres-
sive environment of the 1800s. After the passage of the
so-called Comstock Laws, Anthony Comstock became
an inspector for the U.S. Postal Service and brought
about over 2,000 convictions under this law. His writ-
ings include Frauds Exposed (1880) and Traps for the
Young (1883).

In 1916, Margaret Sanger opened the first birth con-
trol clinic to be operated in the United States. Sanger
opened her clinic in Brooklyn, New York, with the
intention of testing the constitutionality of New York’s
version of the Comstock Law. Under the New York
version of the law, a physician could prescribe contra-
ceptives to prevent or cure a disease. Sanger and her
staff were arrested and Sanger served a 30-day sentence
at a women’s prison. When Sanger’s case came before
the U.S. Supreme Court, the Court held that under the
statute, the phrase “prevent or cure a disease”
should be read broadly enough to include pregnancy.
This meant that the New York Comstock Law was
overturned.

Largely due to Sanger’s efforts, a bill was intro-
duced in 1923 to remove birth control from the
Comstock Law. This bill failed. A “doctor’s only” bill
introduced in 1930 which would have permitted the
distribution of contraceptives through doctors also
failed. The bills were strongly opposed by the Catholic
Church, whose official stance was against birth control.

While the Comstock Law has been trimmed exten-
sively, a version is still valid law. Title 18 U.S.C.
Sec. 1462(c) still makes the importation or transportation
of obscene material by way of “express company or other
common carrier or interactive computer service” illegal.

SEE ALSO: Birth control; Sanger, Margaret
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Condoms Condoms are one of the oldest forms of
contraception and the best recognized forms of pro-
tection against sexually transmitted infections (STIs),
including human immunodeficiency virus (HIV). The
continued high prevalence of STIs has resulted in a
substantial increase in condom use over the past
decades. The 1995 report from the National Survey of
Family Growth (NSFG), a survey of women 15–44 years
of age, found that condom use at first intercourse
increased from 18% in the 1970s to 36% in the late
1980s to 54% in the 1990s. The NSFG noted that 7.9 mil-
lion women, 15–44 years of age, use condoms for preg-
nancy prevention and an additional 4.2 million women
use condoms for protection from STIs. Research indi-
cates that about a third of women have partners who
use condoms consistently, a third use condoms occa-
sionally, and a third never use condoms for protection
against STIs. Understanding factors associated with
noncondom use is essential for the design of effective
condom promotion efforts.

Considerable research has examined factors that are
associated with the use and nonuse of condoms. Several
studies have demonstrated an association between
nonuse of condoms and having personal attitudes and
beliefs that were not supportive of safer sex, consuming
alcohol, using noninjection drugs, being unemployed,
and having a limited education. Numerous studies have
examined relational barriers associated with condom
nonuse. Having poor communication skills, having an
older male partner, a male partner who abuses drugs
or alcohol, or is abusive significantly increase women’s
risk of STIs. Research has also demonstrated that condom
use is dependent on women’s relationship status.
Specifically, women in committed relationships are sig-
nificantly less likely to use condoms compared with
women in casual or new relationships. These studies
highlighted that women’s risk for HIV is largely attributed
to the attitudes and behaviors of their male partner.

An estimated 1–3% of the general population is
allergic to latex, the material from which condoms are
traditionally made. To address complaints regarding
allergies to latex and decreased sexual enjoyment from
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use of latex condoms, a male condom made of
polyurethane was developed. Polyurethane is a strong,
impermeable material with good heat transfer that is less
susceptible to deterioration during storage than latex.
Subjectively, users express greater preference for the
polyurethane condom over latex in regard to appear-
ance, lack of smell, comfort, sensitivity, and natural look
and feel. If preference translates to greater use, the male
polyurethane condom may address important barriers
that have been linked with nonuse of condoms.

A novel development in condoms is the female
condom. The Reality female condom was approved by
the Food and Drug Administration (FDA) in 1993 as a
method to protect against unplanned pregnancy and
STIs, including HIV. The Reality female condom is a
silicon-lubricated, intravaginal barrier consisting of a soft,
loose-fitting polyurethane sheath with a flexible ring at
each end. The device is inserted similar to a diaphragm,
the inner ring is compressed and is pushed into the vagi-
nal cavity. The external ring and 1–2 inches of the sheath
remain outside the vagina, partially covering the labia.
Although the female condom requires male cooperation,
it does not require male initiative. Notable features of
the female condom are: (a) the fact that women can
place it autonomously and can trust that it is not torn or
taken off by the male partner, (b) the high level of pro-
tection it can afford when used correctly, and (c) the
increased sexual pleasure it affords women. Since the
outer ring of the female condom partially covers
the external genitalia, the female condom may be par-
ticularly beneficial in preventing infections. Unlike the
male condom, women are more likely to use the female
condom with a steady partner, compared to a new or
casual partner. The less desirable features of the female
condom are: (a) the need to touch one’s genitalia to
insert the female condom, (b) the need to practice inser-
tion and to use the device several times before master-
ing it, (c) the fact that it can be seen by the partner,
(d) the disagreeable look of the device, (e) the occurrence
of vaginal bleeding (nonmenstrual), (f) the discomfort
as experienced by the male and/or female partner, and
(g) the noise made by the female condom. Moreover,
female condoms cost about $2.75 each in the U.S. retail
stores and $0.63 for the public sector. By comparison,
the wholesale price per male condom is $0.04.

Significant research has been conducted to exam-
ine the effectiveness of condom promotion efforts for
women. These programs often emphasize enhancing
women’s sexual communication skills, promoting atti-
tudes that are supportive of condom use, enhancing

healthy relationship norms, mastering condom applica-
tion skills, and identifying triggers that make using con-
doms challenging. However, maximally effective
condom use promotion programs need to go beyond
enhancing women’s attitudes, intentions, and skills, and
foster change in social structures or policies that affect
condom use practice as an innovative method of reduc-
ing women’s risk of unplanned pregnancy and STIs,
including HIV.

SEE ALSO: Acquired immunodeficiency syndrome, Birth control,
Lubricants, Safer sex, Sexually transmitted diseases
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Confidentiality In the course of providing care,
health care professionals routinely learn very personal,
intimate information about their patients. As profes-
sionals, they begin with a fiduciary or trust duty to hold
in confidence all personal patient information entrusted
to them. This ethical obligation is enforced legally
through civil damage suits based on both statutory and
common law (judge-made precedent), and is embodied
in the licensing provisions of virtually all state profes-
sional practice acts and accompanying regulations.
Federal regulations promulgated in 2002 to implement
the Health Insurance Portability and Accountability Act
(HIPAA) impose on health care entities very specific
requirements regarding the handling of personally iden-
tifiable medical information contained in patient
records, and impose severe sanctions for unauthorized
disclosures.

There are, however, a number of exceptions to the
general confidentiality rule. One is that a patient may
voluntarily and knowingly waive, or give up, the right
to confidentiality of particular information. This is done
daily to make information available to third-party
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Congestive Heart Failure Heart failure is an
increasingly common disease because of the improved
survival rates of patients after coronary heart disease
events. About 4.6 million persons are being treated for
heart failure in the United States, and 550,000 new cases
are diagnosed each year. The prevalence of heart failure
increases with age; approximately 80% of all heart fail-
ure admissions occur in persons older than 65 years of
age. Heart failure has a tremendous impact on U.S.
health care costs, disability, and loss of employment.

Heart failure is a disease state in which the heart is
unable to pump blood at a rate required by the body’s
metabolism. This can result either from a diseased heart
(myocardial failure), or because of excess load placed
on the normal heart due to various other disease states.
Heart failure is usually the end point for all forms of
heart disease.

Heart failure can result from two causes:

1. Inability to pump blood due to defective heart
contractility and/or filling and emptying. The type of
heart disease in which the predominant problem is a
defect in contractility is called “systolic” heart failure. In
contrast, a defective or impaired filling/emptying
state resulting in heart failure is called “diastolic” heart
failure.

2. Heart failure due to other disease states like sys-
temic infections, severe anemia, thyroid disease, and the
like. In these conditions, the heart may be structurally
normal, but due to increased load, the heart fails to keep
up with the demand.

FORMS OF HEART FAILURE

1. Heart failure can be right heart failure, left heart
failure, or a combination of both. Right heart failure
occurs in people with lung diseases like emphysema, in
which increased blood pressure in lung arteries (pul-
monary vessels) results in right ventricular failure. Left
heart failure is the failure of left ventricle, which is

186

payers (for instance, Medicare or private health insur-
ers), quality of care auditors (such as surveyors of the
Joint Commission on Accreditation of Healthcare
Organizations), and other public and private entities
(like patients’ powers of attorney). Additionally, the
usual confidentiality obligation may be outweighed
when there is jeopardy to innocent third parties, such
occurs when a patient with serious sensory or cognitive
impairments insists on driving a motor vehicle or a dan-
gerous psychiatric patient threatens to kill a specific
victim and appears to have the present ability and
intent to make good on that threat. State laws vary
regarding the health care provider’s obligation to report
a threat to public health or safety authorities.

Third, the patient’s expectation of confidentiality
must yield when the physician is mandated by state law
to report to specified public health or safety authorities,
the physician’s reasonable suspicion that certain condi-
tions (e.g., domestic violence, elder mistreatment or
neglect, certain infectious diseases, birth, and death) are
present. Mandatory reporting laws represent the state’s
exercise of its inherent police power to protect the gen-
eral health, safety, welfare, and morals of the commu-
nity or its parens patriae authority to protect individuals
who are not capable of protecting themselves.

Further, the physician may be compelled to reveal
otherwise confidential patient information by the force
of legal process, that is, by a judge’s issuance of a court
order requiring such release. This is a possibility in any
lawsuit involving a factual dispute about a patient’s
physical or mental condition.

Since the delivery of health care today frequently is
a team endeavor, each patient implicitly gives permis-
sion for the sharing of certain otherwise private infor-
mation among the members of the treatment team. Such
information sharing is essential to optimal care.
However, only information that is directly relevant and
necessary to facilitate the contribution of each team
member should be available beyond the physician, and
each team member who is privy to patient information
is bound by the same legal and ethical constraints
regarding confidentiality that apply to the physician.

SEE ALSO: Medical malpractice, Patients’ rights

Suggested Reading

Final Rules implementing the Health Insurance Portability and
Accountability Act, 67 Federal Register 53181–53273 (August 14,
2002).
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responsible for pumping blood throughout the body,
and eventually leads to right ventricular failure also.

2. Acute or chronic heart failure: As described
above, related to the time of onset of symptoms.

3. Low-output heart failure is due to weak and
defective heart as mentioned above, whereas high-output
heart failure is due to other diseases where the demand
on the heart is very high (Table 1).

4. Systolic and diastolic heart failure: Problems
with contractility or forward pumping function of the
heart, or impaired filling (e.g., due to a thickened ven-
tricular wall due secondary to hypertension) of the
heart.

SYMPTOMS OF HEART FAILURE

Patients with heart failure can develop these symp-
toms either suddenly over hours (acute heart failure or
flash pulmonary edema) or over days and months
(chronic heart failure) by progressively becoming short
of breath and manifesting slow weight gain.

1. Shortness of breath or dyspnea on exertion.
2. Orthopnea: Dyspnea that develops in the

recumbent position and is relieved by elevation
of the head with pillows.

3. Cough: Usually with clear sputum or nonpro-
ductive. However, pink frothy sputum is charac-
teristic of pulmonary edema (lungs filled with
fluid).

4. Paroxysmal nocturnal dyspnea: Attacks of dysp-
nea occurring at night that awake the patient
from sleep suddenly. Associated with anxiety
and suffocation due to bronchospasm and lung
congestion.

5. Edema: Usually dependent in lower extremities,
ankles, and sacrum if the patient is recumbent
most of the time.

6. Weight gain: Patients gain weight progressively
or suddenly due to fluid buildup and edema.

7. Right upper abdominal pain: Due to congestion
of the liver because of fluid backup and 
edema.

8. Ascites (abdominal distention due to fluid accu-
mulation) or pleural effusion (fluid accumula-
tion around the lungs).

CLINICAL AND LABORATORY FINDINGS

1. On physical examination, patients with heart
failure can have tachycardia (fast heart rate), low or

Congestive Heart Failure

Table 1. Causes of heart failure

Low-output heart failure High-output heart failure
(systolic or diastolic heart failure) (other disease states)

● Congenital heart disease ● Severe chronic anemia
● Valve diseases (most commonly aortic ● Thyrotoxicosis (severe

or mitral valve disease) hyperthyroidism)
● Rheumatic heart disease ● Beriberi disease (vitamin B1
● Hypertension (high blood pressure) deficiency—rare)
● Diabetes ● Bone diseases like Paget’s and multiple
● Coronary heart disease myeloma
● Viral cardiomyopathya

● Blood disorders like polycythemia vera
● Drug-induced cardiomyopathy (such as ● Pregnancy

adriamycin)a
● Tumor-like carcinoid syndrome

● Peripartum cardiomyopathya
● Arteriovenous fistulas (as in

● Sarcoidosis hemodialysis patients)
● Alcoholic cardiomyopathya

● Congenital arteriovenous fistulas
● HIV cardiomyopathya

● Other infiltrative and metabolic
diseases (rare)

● Familial (rare)
● Idiopathic (unclear etiology)

a Cardiomyopathy: weak heart muscle.
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high blood pressure, increased respiratory rate due to
shortness of breath, low blood oxygen levels,
increased neck vein distention (increased jugular
venous distention due to increased right atrial pres-
sure), cardiomegaly (large heart), murmurs or gallops
(extra heart sounds), edema, hepatomegaly (distended
liver).

2. Laboratory data: Elevated kidney function tests
(serum creatinine, blood urea nitrogen), liver enzymes
(due to congestion of the liver), and abnormal elec-
trolytes (serum sodium, potassium, and chloride).
Electrocardiogram, echocardiogram, and heart catheter-
ization may be performed depending on the patient’s
clinical status.

SURGICAL TREATMENT

1. If a combination of the above medications
(Table 2; optimal medical therapy) does not improve the
individual’s condition, or if the person is admitted to the
hospital because of severe heart failure and is on life
support, he or she may qualify for certain devices called
ventricular assist devices (VADs) that can be surgically
implanted into the failing heart. These devices are tem-
porary for the most part, but recently are being evaluated
for long-term use at some centers. These devices work as
an auxiliary pump; patients may be discharged home
with these devices in place, or may go on to wait for
heart transplantation.

Congestive Heart Failure

Table 2. Treatment

Common side
Class Some examples Use effects

Diuretics ● Furosemide Increase urine output Electrolyte
(Lasix™) Reduce vascular abnormalities

● Bumetanide volume and (particularly serum
(Bumex™) congestion potassium levels)

● Hydrochlorothiazide Kidney problems
● Dyazide™
● Spironolactone

Vasodilators ● Nitroglycerin Reduce fluid return to Low blood
(Imdur™, Isordil™) the heart pressure

● Hydralazine Reduce blood pressure Headache
● Calcium channel and reduce load on

blockers heart

ACE inhibitors ● Lisinopril Reduce blood pressure High serum
● Fosinopril and increase the potassium
● Ramipril forward blood flow Kidney problems
● Monopril Dry cough
● Captopril

Beta-blockers ● Carvedilol Reduce heart rate and Slow heart rate
● Metoprolol thus reduce oxygen Fatigue

demand on heart

Inotropes ● Digoxin Increase contractility Avoid electrolyte
abnormalities
Avoid dehydration
and overdose
Side effects
include rhythm
problems, heart
block

Others ● Aspirin Used in some patients Refer to particular
● Cholesterol-lowering depending on etiology medication side

medications effects in reference
● IV medication for manual (PDR)

sicker patients
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2. If medical therapy fails in reaching symptomatic
goals and patients are good candidates for heart trans-
plant, those less than 60 years of age and without other
contraindications may qualify for cardiac transplanta-
tion. Many factors including other medical illnesses and
social history (tobacco smoking, alcohol dependence,
and lack of social support) can preclude listing the
individual on a transplant waiting list. There is a
marked shortage of donor organs, and waits can be as
long as 2–5 years. After transplant, close follow-up is
mandatory because of the need for immunosuppres-
sive therapy and the constant monitoring that is
entailed.

3. Biventricular pacing is a new modality which
has shown benefit in individuals with NYHA IV (Table 3)
heart failure in whom maximal medical therapy has
been instituted and symptoms continue. Both ventricles
of the heart are paced in order to increase synchronized
pumping of the heart muscle, and thus optimize for-
ward blood flow and reduce congestion.

WOMEN AND HEART FAILURE

Several studies have shown that current state-of-
the-art therapy has similar benefits for both men and
women with heart failure. There is no evidence for

sex-specific differential outcomes in women with heart
failure when compared with men.

Pregnant women with heart failure should be
closely followed by a cardiologist specializing in heart
failure along with a high-risk obstetrician. Medications
like beta-blockers and ACE inhibitors may be con-
traindicated, and extreme volume shifts occur during
pregnancy, requiring adjustment of medications by
experienced physicians. Similarly, beta-blockers should
be used during nursing only after consulting a cardiolo-
gist and obstetrician.

PERIPARTUM CARDIOMYOPATHY

Peripartum cardiomyopathy is a form of heart dis-
ease in which left ventricular systolic dysfunction results
in signs and symptoms of heart failure. Symptoms usu-
ally occur during the last trimester of gestation, and the
diagnosis is usually made in the early peripartum
period. The incidence of this condition is estimated to
be approximately 1 in 15,000 in the United States. Other
causes of heart failure should be ruled out before diag-
nosing peripartum cardiomyopathy. The illness can
occur as late as 6 months after delivery, and is more
likely to occur in multiparous women, those with twin
pregnancies, those with preeclampsia, and in women

Congestive Heart Failure

Table 3. New York Heart Association Classification (NYHA Class)

Class Symptoms Specific activity

NYHA I Ordinary day-to-day activity Patients can do outdoor
is well tolerated without any work, recreational activity,
limitation due to heart and work. Only prolonged
failure symptoms recreation and strenuous

activity precipitates
symptoms

NYHA II Slight limitation of ordinary Daily activity as mentioned
activity due to symptoms above brings on fatigue,

shortness of breath, or chest
tightness

NYHA III Marked limitation of daily Less than ordinary activity
activity. Comfortable at causes symptoms
rest

NYHA IV Inability to carry on any Nocturnal dyspnea and
activity and symptomatic dyspnea at rest. Unable to
even at rest perform activities of daily

living

Note: This classification is used to assess the severity and physical limitation related to the heart
condition. This classification is used for patients with heart disease and heart failure only.



older than 30 years of age. The etiology for this disease
is not clearly understood. A majority (50–60%) of
patients recover ventricular function rapidly within
6 months of delivery. Peripartum cardiomyopathy tends
to recur with subsequent pregnancies. Individuals who
do not improve and recover function usually deteriorate
(20–30%) and require transplantation in order to avoid
death or persistent heart failure. The remaining 20–30%
of women with peripartum cardiomyopathy stabilize on
medical therapy.

MANAGEMENT

Acute heart failure is treated with oxygen, diuret-
ics, digitalis, and vasodilator agents. Other medications
of proven benefit in heart failure patients must be used
with extreme caution. Because of the increased inci-
dence of strokes associated with this disease, patients
also require anticoagulation. VADs and transplantation
are other options for severe cases which are refractory
to medical therapy. Early delivery of the fetus may be
recommended depending on the severity of the disease.
Subsequent pregnancies should be considered high risk
due to the propensity for recurrence of this form of car-
diomyopathy. In many, if not most cases, women are
counseled to avoid further pregnancies because of the
risk to themselves.

SEE ALSO: Chronic obstructive pulmonary disease, Hypertension,
Pregnancy, Systemic lupus erythematosus
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KAMALA TAMIRISA

CLAIRE DUVERNOY

Conservatorship Ordinarily the person who
will be most directly affected by any specific decision
about health care, finances, residential issues, or other
personal matters is the person who gets to make that
choice. There may be times, however, when the indi-
vidual is not intellectually and emotionally capable of
making and announcing difficult personal decisions. In
those cases, the legal system may need to intervene on
behalf of the incapacitated individual. This may be
accomplished through a variety of legal devices that vary
in terms of their intrusion into personal autonomy. One
of these legal devices is guardianship/conservatorship.

Every state has enacted statutes that empower the
courts to appoint a surrogate with the authority to make
decisions on behalf of a mentally incompetent ward.
The terminology for the court-appointed surrogate
decision-maker varies among jurisdictions; although
“conservator” and other terms are used in some states
(e.g., California), “guardian” is the more commonly
employed term.

Guardianship/conservatorship statutes are an
example of the state’s inherent parens patriae power to
protect those who cannot take care of themselves in a
manner that society thinks is appropriate. The origins of
some form of guardianship based on the state’s benev-
olence toward the dependent can be traced back
beyond 13th-century England.

The terms “capable” or “having capacity” usually
are used to describe individuals who, in a health care
clinician’s professional judgment, have sufficient capac-
ity to make their own choices. The terms “incompetent”
or “incompetence” refer to a court’s formal ruling on the
decision-making status of an individual in the context of
an official guardianship proceeding, although some
modern guardianship statutes use the term “capable” to
refer to a judicial judgment.

Every adult is presumed to be legally competent to
make personal decisions in life. This presumption may
be rebutted, and a surrogate decision-maker may be
appointed, only on a showing by clear and convincing
evidence that the individual is cognitively and/or emo-
tionally unable to participate authentically (i.e., consis-
tent with previously held values) and self-sufficiently in
a rational decision-making process.

State guardianship statutes contain a two-step def-
inition of competence. First, the person must fall within
a particular category such as old age, mentally ill, or
developmentally disabled. Next, the individual must be
found to be impaired functionally—in other words,
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actually unable to care appropriately for person or
property—as a result of being within that first category.
The requirement of functional impairment is empha-
sized in those states, such as California, whose statutes
restrict eligibility for guardianship to those who are
“gravely disable” or the equivalent.

In disputed, adversarial guardianship proceedings,
medical and psychological experts are usually called on
to testify by each side about the proposed ward’s cate-
gorical problem and its impact on the proposed ward’s
functional abilities. In practice, this medical and psy-
chological testimony frequently becomes the primary, if
not the exclusive, basis for adjudicating incompetence.

A court appoints a guardian or conservator as sub-
stitute decision-maker for an incompetent person. The
incompetent person for whom a guardian is appointed
is a “ward,” and the relationship created between the
guardian/conservator and ward is called “guardianship”
or “conservatorship.”

The guardian who is appointed ordinarily is a pri-
vate person (relative, friend, or attorney) or institution
(bank or trust company). The majority of guardians are
relatives of the ward. Some states have developed
“public guardianship” systems under which a govern-
ment agency, acting either directly or through contract
with a private not-for-profit or for-profit organization,
functions in the guardian role for a ward who has no
one else. Elsewhere, some private corporations and
organizations offer their services as guardians directly to
the courts, either for a fee or on a voluntary, pro bono
basis.

A guardianship may be discontinued when it is no
longer needed; in some states, appropriateness must be
reviewed at least annually. The party arguing for termi-
nation bears the burden of proving that competence
has been restored.

SEE ALSO: Advance directives, Informed consent, Probate
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MARSHALL B. KAPP

Constipation Constipation is a condition in
which the waste matter in the bowels is too hard to pass
easily, or in which movements are so infrequent that dis-
comfort or uncomfortable symptoms result. It also refers
to a sense of incomplete evacuation. There is no right
number of daily or weekly bowel movements.
Regularity may mean bowel movements three times a
day for some people or three times a week for others.
Constipation is a symptom, not a disease, and can be
caused by different conditions.

CAUSES

The most common cause of constipation is poor
diet. A diet high in animal fats and refined sugar, but
low in fiber causes constipation. People who eat a lot
of convenience foods or fast foods, which are low in
fiber, may suffer from constipation. Some studies have
suggested that high-fiber diets result in larger stools and
more frequent bowel movements. Inadequate fluid
intake can also cause constipation. Water and other
fluids add bulk to the stools, making bowel movements
easier. Poor bowel habits resulting from frequent travel,
lack of exercise, or lengthy bed rest due to an accident
or illness may also cause constipation.

Irritable bowel syndrome (IBS), also known as
spastic colon, is a common cause of constipation. Some
people develop spasms of the colon that slow the
movement of intestinal contents through the digestive
tract, leading to constipation. Pregnancy is another
cause for constipation. The reasons may be mechanical
due to the pressure of the heavy womb, which com-
presses the intestine, and hormonal due to the hor-
monal changes during pregnancy. A less common
cause of constipation may be a stricture or obstruction
that prevents wastes from being passed through the
intestines, as in the case of hernia, tumor, or cancerous
growth. Thyroid hormone deficiency can cause consti-
pation and is more common in women than in men.
Constipation can be a warning sign of a serious condi-
tion such as cancer. Other uncommon causes may
include certain hormonal disturbances, medications,
mechanical compression, diseases such as scleroderma
or lupus, and certain neurological or muscular diseases,
such as multiple sclerosis, Parkinson’s disease, and
stroke. Injuries to the spinal cord and tumors pressing
on the spinal cord may cause neurological problems
resulting in constipation.
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Constipation in children is usually due to poor
bowel habits. Some children find it inconvenient to use
toilets outside the home. Severe emotional stress at
home and or at school may cause children to withhold
their stools. When the periods between bowel move-
ments become too long, children may develop fecal
impaction, in which stool is packed so tightly in the
bowel that the normal pushing action of the bowel is
not enough to expel the stool spontaneously.

Prolonged constipation can cause uncomfortable
symptoms such as nausea, heartburn, headache, or dis-
tress in the rectum or intestines, which may last until
the stool is passed. These symptoms are a reaction of
the nerves when the waste matter in the rectum causes
pressure and stretching. Constipation can occasionally
lead to complications, such as hemorrhoids (caused by
extreme straining) or fissures (caused by the hard stool
stretching the sphincters). Years of constipation and
straining can weaken pelvic muscles, causing the blad-
der or rectum to bulge into the vagina and leading to
urinary incontinence or increased difficulty with bowel
movements. After many years of chronic constipation,
diverticulosis and diverticulitis can develop. In divertic-
ulosis, the wall of the colon weakens and develops
small pockets or outpouchings. In diverticulitis, these
outpouchings become obstructed and inflamed, and
serious infection can result. Hospitalization and bowel
surgery may become necessary.

PREVENTION AND TREATMENT

First, determine the cause of the problem. A physi-
cian can sometimes identify the likely cause by talking
with you and doing a physical examination. If abnor-
malities or a blockage of the intestines are suspected,
blood tests, stool tests, sigmoidoscopy, or colonoscopy
may be recommended. If the test results show that there
is no disease or blockage, evaluate your dietary habits.
The goal of treatment is regular bowel movements and
stools that are formed but not hard. Establish a regular
routine for elimination. It is important to avoid un-
necessary tensions and worry, including concern over
constipation itself. Do not expect to have a bowel
movement everyday. Regularity differs from person to
person. If your bowel movements occur regularly with-
out pain you are probably not constipated.

A well-balanced diet that includes fiber-rich foods,
such as whole-grain bread, and fresh fruits and vegeta-
bles helps in preventing constipation. Dried beans,

broccoli, and green leafy vegetables are rich in fiber.
Drink at least eight glasses of fluid daily and exercise
regularly to help to stimulate intestinal activity.
Laxatives should be the last resort for treating constipa-
tion. Preventing constipation will help you feel better
now and also reduce the risk of serious complications
later in life.

SEE ALSO: Laxatives, Nutrition
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Contraception see Birth Control

Cori, Gerty Gerty Cori discovered her interest in bio-
chemistry during her first year of medical school. At that
time, however, she probably never imagined this interest
would culminate in the honor of being the first American
woman to win the Nobel Prize in physiology or medicine.

Gerty Cori was born Gerty Theresa Radnitz in
Prague, Czechoslovakia (now the Czech Republic), on
August 15, 1896. She was the oldest of Otto and Martha
Radnitz’s three daughters. Her family was a wealthy
Jewish family, allowing Gerty to be privately tutored at
home until age 10. When Gerty turned 10 years old, she
was sent to a girls’ finishing school to learn about culture
and social grace. By the age of 16, however, Gerty, per-
haps influenced by an uncle who was a professor in
pediatrics, decided to attend medical school. Since the
training she received during her years of finishing school
did not include lessons in math and science, Gerty found
herself facing a huge challenge. Before Gerty could enter
medical school, she had to master 8 years of Latin and 5
years of mathematics, chemistry, and physics.

Gerty began to educate herself the summer of her
16th year. While on summer vacation with her family,
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she met a high school teacher who offered to tutor her
in Latin. By the end of that summer, Gerty had mastered
3 years of Latin. That fall, Gerty enrolled in a
Realgymnasium in order to study the remaining courses
she would need to enter medical school. She graduated
from the Realgymnasium in 1914, and passed the
entrance exam for medical school at the age of 18.

Gerty enrolled in the medical school at the German
branch of the University of Prague, one of the oldest
and most distinguished of European universities. There
Gerty discovered both a love for biochemistry, and a
17-year-old named Carl Cori. Gerty and Carl met in
anatomy class, and teamed up for laboratory research in
biochemistry. They quickly found that they also shared
an interest in the outdoors, literature, music, and art.
Gerty and Carl worked well as a team, jointly publish-
ing the results of their collaboration on an immunolog-
ical study. In 1920, Gerty and Carl graduated from
medical school, and were married within the year.

The couple moved to Vienna, where Gerty took a
job working for the Karolinen Children’s Hospital.
During her employment there, Gerty studied and pub-
lished papers on cretinism (congenital thyroid defi-
ciency). The couple soon decided, however, to leave
Europe. By 1922, Carl had accepted a biochemist posi-
tion at the New York State Institute for the Study of
Malignant Diseases (now known as the Roswell Park
Memorial Institute). Carl secured an assistant patholo-
gist position for Gerty, and she joined him in America
6 months later. The couple worked at the Institute for
the next 9 years, during which they published more than
50 papers. In addition, Gerty published another 11 on
her own. The Coris became American citizens in 1928.

During their 9 years at the Institute, the couple
became increasingly interested in how the body transfers
energy from one place to another. By 1929, the couple
could explain how mammals get their energy for heavy
muscular exercise. The couple discovered that energy
moves in a cycle from the muscle to the liver, and then
back to the muscle. When a mammal uses a muscle,
glycogen, a starch-like substance, in the muscle is con-
verted into a sugar called glucose. The muscle extracts
energy from the glucose, but some glucose remains as
lactic acid. The body, using the liver, recycles the lactic
acid back into sugar. The sugar then returns to the mus-
cle, where it is converted into glycogen. Although the
Coris called the cycle “the cycle of carbohydrates,” the
world has come to know it as the “Cori cycle.”

As this research had little to do with research on
cancer, the Coris began to look for opportunities with

other institutions. Due to nepotism laws, universities
were only willing to offer a position to Carl. Refusing
job offers if both Carl and Gerty could not be hired, in
1931, the couple finally accepted two positions at
Washington University in St. Louis, MO. Carl was hired
as chairman of the Department of Pharmacology, while
Gerty was only given a research assistant position.
Gerty would hold this position for 13 years, until she
was made an associate professor in 1944. In 1947, Gerty
was finally made a full professor.

During their employment at Washington University,
the Coris continued their research. They not only discov-
ered a new glucose compound, glucose-1-phosphate (or
Cori ester), but that this compound was the product of the
first step in a three-step process of breaking glycogen into
sugar. By 1938, the Coris began research on enzymes, dis-
covering phosphorylase, an enzyme involved with the
carbohydrate cycle. It was this discovery that led to both
Carl and Gerty being awarded the Nobel Prize in 1947.
The Coris shared the Nobel Prize with Bernardo A.
Houssay, an Argentinean researcher who had conducted
research on a hormone in the carbohydrate cycle.

In 1947, Gerty Cori learned she was suffering from
a disease of the bone marrow. Surviving the next
10 years through continuous blood transfusions, Gerty
expanded her research with enzymes. She eventually
demonstrated that four inherited diseases that usually
killed the patient in early childhood, resulted from a
lack of certain enzymes in the carbohydrate cycle. Her
discovery marked the first time an inherited disease was
shown to result from a lack of certain enzymes, and
opened up for study the entire field of genetic diseases.

Before Gerty Cori succumbed to her disease on
October 26, 1957, she had published 200 scientific
papers, had become the fourth woman to be made a
member of the National Academy of Sciences, was
appointed by President Truman to the board of the
National Science Foundation, and received numerous
awards in recognition of her contributions to science.

SEE ALSO: Women in the Health Professions (pp. 20–32),
Discrimination, Genetic counseling
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BRANDY GLASSER

Coronary Artery Disease Cardiovascular dis-
ease is the leading cause of death in women in this coun-
try, claiming the lives of over half a million women each
year. Women present with coronary heart disease (CHD)
events on average 10 years later than men, but have a
steady rise in the incidence of myocardial infarction (MI)
or “heart attacks” as they reach and go through
menopause. In fact, cardiovascular disease death rates for
women have outstripped rates for men every year since
1984, with continued widening of the gap each year.
Some of the reasons for this increase are tobacco addic-
tion, untreated hypertension (high blood pressure), obe-
sity, high dietary fat intake, and lack of regular exercise.
Furthermore, new evidence suggests that in addition to
continued differences in the way men and women are
treated after an MI, differences exist in the basic structure
of the arterial walls and “clot formation” when compared
to men. These differences may be especially grave in
younger women; mortality rates after acute MI are twice
as high in women less than 50 when compared to men
in the same age group. Women greater than 75 years
show mortality rates equal to their male counterparts.

ARTERIAL DISEASE

Cholesterol-rich particles are deposited inside arte-
rial walls. The arteries become occluded due to the pro-
gressive buildup of plaque (cholesterol and blood
particles such as platelets) inside artery walls. This
plaque can then rupture and erode, compromising
blood flow to the heart muscle and resulting in acute
MI. Plaque erosion has been more commonly found in
women younger than 50 years, and is highly associated
with cigarette smoking. In contrast, plaque rupture has
been found to be more common in older women, and
is associated with significantly higher total cholesterol
levels than in patients dying with plaque erosion. Along
with plaque rupture and erosion, vascular spasm is
more common in women than in men, and can result
in heart attacks and chest pain.

RISK FACTORS

The significant risk factors for CHD include tobacco
smoking, hypertension, diabetes mellitus, high LDL
(“bad cholesterol”), low HDL (“good cholesterol”), and
also family history of premature CHD (�55 years of
age). Female patients are more likely than men to have
a history of hypertension, diabetes, angina, and conges-
tive heart failure.

Tobacco smoking remains the most common
reversible cause of CHD. There is evidence for a rela-
tive estrogen deficiency in female smokers, as docu-
mented by earlier onset of menopause, higher rates of
osteoporosis, and lower endometrial cancer risk. The
majority of infarcts, which occur in middle-aged
women, can be attributed to tobacco use.

Female diabetics have a three- to sevenfold
increase in heart disease risk, compared with a two- to
threefold elevation in risk in men with diabetes. The
deadly interplay between diabetes and other risk factors
in women is particularly important; diabetics have more
unfavorable lipid profiles, with higher LDL, triglyc-
erides, and lower HDL levels. Diabetics are more likely
to be hypertensive and obese than nondiabetic women.
One possible explanation for this excess risk is that dia-
betes may impair estrogen binding in the vasculature.
The presence of diabetes as a risk factor greatly magni-
fies the adverse effects of other factors such as cigarette
smoking, elevated cholesterol levels, and hypertension.

SYMPTOMS

Common symptoms suggesting acute MI are chest
pain, along with shortness of breath, nausea, and
diaphoresis. Several factors make accurate recognition
of MI more difficult in women than in men. While the
majority of women presenting with acute MI do com-
plain of chest pain, other more nonspecific complaints
such as upper abdominal pain, dyspnea, fatigue, and
nausea occur more frequently in female than in male
patients. Significantly fewer women present to emer-
gency rooms in less than 2 hours—the golden time
period for reperfusion therapy—underscoring the need
for education of both patients and providers.

TREATMENT

There are also conflicting data with respect to treat-
ment strategies for women diagnosed with acute MI.
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While some authors have suggested that the gender gap
for mortality is due to underutilization of proven strate-
gies such as acute coronary intervention, more recent
data have shown no difference in rates of cardiac
catheterization and intervention after diagnosis.

Proven treatment strategies during acute MI for
women are similar to those for men.

Aspirin has been shown to be of benefit in females.
Other agents shown to be of benefit in a female as well
as male population include beta-blockers, cholesterol-
lowering medication, clopidogrel (potent clot inhibitor
at the level of the platelet), and angiotensin converting
enzyme (ACE) inhibitors. Acute treatment of MI
includes thrombolytic agents (these agents dissolve the
clot) as well as primary angioplasty (trying to open the
diseased artery immediately in the cardiac catheteriza-
tion laboratory). Both strategies have shown benefit in
women and men.

However, procedural complications and mortality
rates are significantly higher in women, according to
data from 1985 to 1986 National Heart, Lung and Blood
Institute Coronary Angioplasty Registry. Complications
occurred at a rate of 29% in women versus 20% in men,
while procedural mortality was 2.6% for women and
0.3% for men. Some authors have related the gender
difference in outcomes after both angioplasty and coro-
nary artery bypass surgery to smaller vessel size in
women, greater age of female patients, greater number
of comorbid conditions, and generally poorer func-
tional status.

Mortality for women may be higher after throm-
bolytic therapy due to intracranial bleeding, a relatively
more frequent event in female patients. Women con-
tinue to show higher death rates, higher transfusion
rates, and higher rates of vascular complications after
percutaneous intervention. Furthermore, women were
less frequently given intravenous blood thinning agents
such as GP IIb/IIIa inhibitors as adjunctive therapy dur-
ing interventional procedures, despite data showing
benefit for their use. Furthermore, women less fre-
quently received stents than their male counterparts.

PREVENTION

Lifestyle change, regular exercise, weight loss, and
quitting cigarette smoking are very important in pre-
venting heart attacks. An aspirin a day has been proven
to be of benefit in patients with risk factors for coronary
artery disease and in those with coronary artery disease.

HORMONE REPLACEMENT THERAPY (HRT)

Finally, no benefit for primary or secondary pre-
vention has been demonstrated for HRT in post-
menopausal women. In fact, recently published
randomized, placebo-controlled trials including the
Heart and Estrogen/Progestin Replacement Study
(HERS) and Women’s Health Initiative (WHI) found
either no benefit or slight increase in risk of CHD events
for women taking HRT versus those on placebo.

In women with known heart disease, taking hor-
mones after menopause does not protect against heart
attack or stroke, and increases the risk of dangerous
blood clots and gallbladder disease. Furthermore, long-
term HRT also does not appear to prevent cardiovascu-
lar events in healthy women. Basic research suggests
that younger, nondiseased vascular tissue may be more
likely to respond to the effects of HRT, and future clin-
ical studies may address this. HRT is very effective in
the amelioration of menopausal symptoms such as hot
flashes and vaginal dryness; current knowledge favors
short-term, targeted use of HRT only for women with
troubling menopausal symptoms who do not have con-
traindications to their use.

PREGNANCY AND CHD

While cholesterol plaque accounts for the vast
majority of heart attacks in women, there are a few rare
etiologies that may cause CHD in pregnant women.
Acute MI during pregnancy occurs at a rate of 1 in
10,000 pregnancies, with slightly less than half the cases
being caused by cholesterol plaque. Spontaneous coro-
nary thrombosis (clot formation) without underlying
plaque does occur. Possible mechanisms include the
presence of a relative hypercoagulable (tendency to
clot easily) state during pregnancy, with decreased
availability of factors which dissolve blood clots.
Increased vascular reactivity during pregnancy may also
be a factor, with a greater propensity toward vascular
spasm and constriction. Use of oxytocin (Pitocin),
which is used to induce labor, may play a role as well.
Spontaneous coronary dissection occurred in 16% of
the cases described. This ominous complication of
pregnancy is thought to occur because of hormonally
mediated biochemical and vascular changes occurring
in arterial walls during pregnancy. These same factors
may also play a role in rare cases of acute MI that have
occurred in young women taking oral contraceptives.
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Rare causes of MI in young women, such as preg-
nancy or oral contraceptive, must not be ignored.
Diagnosis of MI in a female requires heightened sus-
picion because of the often nonspecific nature of the
presenting complaint. Clinicians should strive toward
aggressive, early treatment of MI in women just as in
men, with accepted strategies including thrombolytic
therapy and primary angioplasty or stent implantation.
Primary percutaneous revascularization may be espe-
cially efficacious as an initial treatment strategy in
females because of the increased risk of hemorrhagic
stroke associated with thrombolytic therapy in women.
Secondary prevention after MI should include proven
medical therapy such as aspirin, beta-blockers, ACE
inhibitors, and lipid-lowering therapy with statins; HRT
no longer has a meaningful role to play.

SEE ALSO: Acute myocardial infarction, Chest pain, Cholesterol,
Congestive heart failure, Diabetes, Hormone replacement
therapy, Hypertension, Menopause, Oral contraception,
Pregnancy, Smoking
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Coronary Risk Factors Despite many recent
advances in therapy, coronary artery disease (CAD)
remains the major contributor to death and premature
disability in developed countries. This condition
accounts for one third of all deaths in women.
Furthermore, it is predicted that cardiovascular disease
(CVD), due mainly to atherosclerosis (disease of the
arteries), will become the leading cause of total disease
burden in the world by the year 2020. Understanding
the reasons for this increasing prevalence and studying
methods for prevention of CAD is therefore of tremendous

importance. Over the past several decades, we have
learned a great deal about the process of atherosclero-
sis and now appreciate the concept of “coronary risk
factors,” or factors that are associated with an increased
likelihood of developing CAD. Much of our under-
standing of these factors comes from prospective,
observational studies of large populations of patients
such as the Framingham Heart Study and the Seven
Countries Study. The Framingham Heart Study is partic-
ularly useful because, unlike many other older medical
studies, it included women from its beginning in 1948.

There is a widely held misperception that CAD is
mainly a disease of men and is a killer of men. In fact,
CVD is as likely a cause of death in women as men over
their lifetime. This is particularly the case given the longer
life expectancy of women in the United States. While it is
true that premenopausal women have a lower risk of
CVD, it appears that women lag 10–15 years behind men
with regard to risk of CVD. After menopause, coronary
risk accelerates in women and begins to approach that of
men as age advances. The reasons for the “female advan-
tage” remain unclear but cholesterol levels appear to play
some role. After menopause, levels of high-density
lipoproteins (HDL, the good cholesterol) begin to decline.
Levels of low-density lipoproteins (LDL, harmful choles-
terol), on the other hand, begin to rise and this rise is sus-
tained at least to age 80. The changes in the lipid profile
are not sufficient to fully explain the female-to-male
advantage, however. Recent medical studies of the effects
of postmenopausal estrogen therapy have yielded sur-
prising results. While hormone replacement therapy
(HRT) with estrogen has been shown to raise HDL and
lower LDL, large medical studies have not demonstrated
any protective role of HRT with regard to CAD events.
The Heart and Estrogen/Progestin Replacement Study
(HERS) was a large medical study that evaluated post-
menopausal women with known CAD and another study,
the Women’s Health Initiative, evaluated hormone
replacement in predominantly healthy women. Not only
was there no protective benefit to hormone replacement,
but there appeared to be a trend toward increased CAD
mortality. This appears to be particularly the case in the
first years of therapy. At this point, there is a lack of
evidence that HRT is useful to prevent CAD events.

HYPERTENSION

Considerable data from epidemiological studies
support a link between hypertension (high blood
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pressure) and atherosclerosis. This makes hypertension
the most prevalent of risk factors with over 80 million
Americans defined as having high blood pressure (tra-
ditionally defined as a reading of 140/90 mm Hg as
measured with a blood pressure cuff). Prevalence of
hypertension is higher in men than in women until age
60 at which time it becomes more prevalent in women.
This fact combined with the longer life expectancy of
women leads to a higher number of hypertension-
related complications in women than in men after age 65.
In addition to increasing the risk of coronary athero-
sclerosis, hypertension also increases the risk of stroke
and heart failure. Data from another landmark medical
study, the Framingham study, show that hypertension
causes more strokes in women than men (59% vs. 39%).
The same study also showed that women with hyper-
tension are more likely than their male counterparts to
develop congestive heart failure (hazard ratio
3.21: 2.04). Control of blood pressure with medications
appears to reduce the risk of subsequent cardiovascular
events. Initial medical studies of antihypertensive treat-
ments clearly demonstrated a benefit of treatment in
men as well as elderly women with insignificant effect
in younger women, particularly white women. This was
likely because most trials did not include sufficient
numbers of women to come to a reliable conclusion. In
fact, 3 of the 10 major older clinical trials (a type of
medical study) excluded women. It was not until more
recent studies that clear benefit for women was demon-
strated. The Treatment of Mild Hypertension Study
(TOMHS) studied 557 men and 345 women aged 45–69
with mild hypertension. Treatment resulted in equal risk
reduction of major cardiovascular clinical events in
women and men. Similar results were obtained from
the large Systolic Hypertension in the Elderly Program
(SHEP) trial.

LIPID DISORDERS

Perhaps the most well-established and well-studied
risk factors for CHD are abnormalities in blood choles-
terol and lipid levels. The typical diet consumed in
Western societies contains between 50 and 100 g of fat
and 0.5 g of cholesterol. These fats are not water solu-
ble and are transported in the blood in association with
lipoproteins. Abnormalities in the metabolism of these
lipoproteins lead to elevated levels of cholesterol and
triglycerides in the blood. While some individuals have
genetic abnormalities that lead to impaired metabolism

of lipids, the majority of cases of elevated levels of
cholesterol result from lifestyle factors. These include
sedentary lifestyle, obesity, and diets high in total and
saturated fats.

The National Cholesterol Education Program Adult
Treatment Panel III (NCEP III) recommends that adults
20 years of age and older should undergo fasting lipid
profile evaluation once every 5 years. This blood test
includes measurement of total cholesterol, LDL, HDL as
well as triglycerides. The primary contributor to CHD
risk is the LDL level. However, elevated triglyceride
and decreased HDL are also significant risks and appear
to be stronger predictors of risk for CAD in women
than men.

Current NCEP guidelines apply the same choles-
terol targets for women as men but recognize certain
differences particularly with regard to HDL. Each 1%
decrease in HDL level confers a 2–3% increase in risk
of CAD. HDL cholesterol is generally higher in women
than men. The most recent guidelines define a low HDL
as less than 40 mg/dl for men but a level less than
50 mg/dl is considered a marginal risk factor for women
and frequently is a marker of the metabolic syndrome.

Dietary modification by reducing fat intake and
increasing fiber content is often the first step in therapy
for those with elevated cholesterol levels and should
be used in conjunction with drug therapy when this
is needed. Highly effective and potent medications,
namely, the “statin” class of drugs, are now available
that have been demonstrated in large clinical trials to be
very effective in lowering LDL as well as moderately
raising HDL. These agents have been shown to signifi-
cantly reduce the risk of CHD events in those with as
well as those without known coronary disease. The
Cholesterol and Recurrent Events (CARE) trial, for
example, studied 576 postmenopausal women 3–20
months after myocardial infarction (MI, heart attack).
These women had average cholesterol levels. Women
in the study who were treated with pravastatin (a statin
drug) had a 43% reduction in fatal CAD or recurrent MI.
This result is similar to that from pooled data from other
trials using statins, which showed an average reduction
of 29% in CAD events as compared with 31% in men.

Most recently, the Heart Protection Study enrolled
over 20,000 patients with history of CVD or diabetes
who were between the ages of 40 and 80. This study
included over 5,000 women. Patients treated with sim-
vastatin had a 27% reduction in major coronary events.
This benefit was similar in both sexes and was, inter-
estingly, irrespective of initial cholesterol level.
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Treatment with this class of medication to aggressively
lower cholesterol levels in high-risk female and
male patients can significantly reduce cardiovascular
complications.

DIABETES MELLITUS AND THE
METABOLIC SYNDROME

Diabetes mellitus, a condition marked by fasting
blood glucose (sugar) levels of 126 mg/dl or higher, is
not only a well-established risk factor for CHD but also
a disease that is becoming more prevalent at an alarm-
ing rate. This is largely due to the increasing prevalence
of obesity as well as the aging of the population. The
morbidity and mortality of diabetes is mostly due to
atherosclerosis. In fact, having diabetes places one at
the same CAD risk as someone with known CAD. It
appears that diabetes confers a higher degree of risk on
females than males. In other words, women with dia-
betes have an absolute risk for coronary events similar
to diabetic men.

The metabolic changes in diabetes are complex
and a major reason for the increased risk is the alter-
ation in the lipid profile. Those with diabetes charac-
teristically have elevated triglyceride (a specific type of
lipid) levels and depressed levels of HDL. Women with
diabetes have a more abnormal lipid profile, which may
explain their particular susceptibility to atherosclerosis.
As a result of this increased risk, a very important aspect
of the care of those with diabetes should focus on
optimizing their overall risk of CAD. This includes tight
control of elevated blood sugars and a hemoglobin AIC
(a compound in the blood that is measured with labo-
ratory testing) of 7.0 or less. Along with aggressive con-
trol of the blood glucose level, other risk factors such
as hypertension and lipid abnormalities should be opti-
mized. The target blood pressure in a patient with dia-
betes is no more than 130/80 mm Hg as measured with
a blood pressure cuff.

A syndrome in which multiple cardiac risk factors
are present, so-called “syndrome X” or “insulin resis-
tance syndrome,” is marked by truncal obesity (waist of
35 in. or more in women), hypertension, and glucose
intolerance or frank diabetes, as well as plasma lipid
abnormalities. The lipid profile in those affected by this
syndrome typically is characterized by low HDL, ele-
vated triglyceride, as well as elevated LDL. A recently
conducted survey in those over 20 years of age esti-
mates this syndrome to be present in 22.6% of women,

with the highest prevalence in Mexican American
women, a rate of 27.2%. As is the case in patients with
diabetes, management of those with the metabolic syn-
drome should consist of aggressive measures targeted at
reducing the multiple risk factors for CAD. This includes
weight reduction, blood pressure control, management
of the lipid abnormalities, as well as management of the
elevated blood glucose levels.

SMOKING

Cigarette smoking is the most important pre-
ventable risk factor for CHD. It remains the major pre-
ventable cause of early death, disability, and health
expense in the United States accounting for over
400,000 deaths each year. Estimates suggest that 11%
of deaths in women are attributable to smoking and
that one in four women smoke. The number of ciga-
rettes smoked per day is directly related to cardiovas-
cular events. Smoking as few as 1–4 or 5–14 cigarettes
a day increases the risk of coronary events two- to
threefold. Women in the Nurses’ Health Study who
smoked more than 25 cigarettes a day had 5.5 times
the risk of a fatal coronary event as women who did
not smoke. In addition, smoking is a major contribu-
tor to the incidence of stroke and peripheral vascular
disease (a disease of the blood vessels in the legs and
arms). Nonetheless, it is estimated that 24% (48 mil-
lion) American men and women continue to smoke
and there has been an alarming trend toward an
increase in the proportion of women smokers, partic-
ularly young women.

The need and benefits of smoking cessation cannot
be overemphasized. Stopping cigarette smoking is a dif-
ficult task and often requires a multifaceted approach
including patient education, pharmacologic agents as
well as a close partnership between the patient and the
health care provider. This is particularly important since
data suggest that smoking cessation techniques are less
effective in women and that women have higher
relapse rates. There is a very important interaction
between cigarette smoking and oral contraceptive
(OCP) use. The risk of coronary disease in women who
are smokers as well as users of OCPs is increased
approximately 20- to 30-fold above baseline and is 6–8
times higher than for those who smoke only. For that
reason, use of OCPs should be avoided in smokers over
the age of 35.
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OBESITY AND SEDENTARY LIFESTYLE

Obesity is a risk factor for CAD and one particular
type of obesity is a particular indicator of risk in
women. This is the so-termed “male fat pattern” of
weight distribution which is characterized by weight
that is mostly distributed around the trunk. A good
measure of this is the waist-to-hip ratio with higher ratio
correlated with increased risk for CAD (e.g., waist 46 in.
and hip 38 in. ratio 1.2 : 1). This type of obesity appears
to be closely linked to the abnormal lipid profile seen
in the metabolic syndrome.

Closely related, sedentary lifestyle has been consis-
tently shown to be a risk factor for CAD. The National
Institutes of Health Consensus Panel on Physical
Activity and Cardiovascular Health recommends that a
person accumulate at least 30 minutes of moderate
intensity physical activity on a daily basis. The Nurses’
Health Study, initiated in 1976, prospectively followed
121,700 female nurses. A study of 72,488 patients from
this cohort who did not have CVD, aged 40–65, showed
interesting results with regard to exercise. There was an
inverse association between physical activity and the
risk of CAD. Women who walked the equivalent of
three or more hours per week at a brisk pace had a
lower risk when compared to women who walked
infrequently. This reduction was similar in women who
reported regular, vigorous exercise, suggesting that
both types of activities significantly reduce the risk of
coronary events.

HOMOCYSTEINE

Homocysteine is a naturally produced chemical in
the body which may accumulate in the blood as a result
of genetic abnormalities in certain enzymes or due to
deficiencies in the vitamin folic acid. Data show a link
between elevated levels of homocysteine in the blood
and the risk of abnormal clotting (thrombosis), as well
as CAD. It appears that dietary supplementation with
folic acid can lower the level of this chemical; however,
trials are needed to show whether this is effective in
reducing the risk of coronary events.

INFLAMMATION

Much effort has been expended toward finding a
possible infectious cause for the CAD. While there are

no convincing data linking any specific microbe to an
elevated risk of CAD, it is widely accepted that inflam-
mation plays an important role in the atherosclerotic
process. For this reason, blood levels of markers that
rise in the presence of inflammation have been studied
looking for a correlation to CAD. Elevated levels of
high-sensitivity C-reactive protein (hs-CRP), a naturally
occurring protein in the body, can predict the risk for
future heart attack as well as outcomes in those with
varying extents of CAD. hs-CRP appears to be a more
important and predictive risk factor in women than
men. However, the mechanism by which hs-CRP con-
fers a higher risk is not fully understood. It is possible
that this protein serves simply as a marker of the pres-
ence and extent of atherosclerosis instead of playing
a causative role. Some of the same medications used
in the treatment of elevated cholesterol levels also
reduce levels of hs-CRP. These include the statin drugs
pravastatin, simvastatin, and atorvastatin as well as
ciprofibrate, which belongs to the fibrate class of
cholesterol-lowering medication.

SUDDEN CARDIAC DEATH AND
RISK FACTORS

Sudden cardiac death (SCD) is defined as death
within 1 hour of onset of symptoms. While SCD is more
common in men than women, it is still a considerable
public health problem with 120,000 cases occurring
annually. Analysis from the Nurses’ Health Study shows
that 69% of women who suffered SCD had no reported
history of CAD prior to the event. This highlights the
need to identify factors associated with increased SCD
risk. The NHS found that risk for SCD is closely associ-
ated with risk for CAD with 94% of women reporting at
least one coronary risk factor. Smoking, hypertension,
and diabetes were associated with a 2.5- to 4-fold
increase in SCD risk which is similar to the risk con-
ferred by having had a history of prior MI. This finding
suggests that aggressive modification of CAD risk factors
may decrease the risk for SCD. CAD is the major con-
tributor to morbidity and mortality in women. Some risk
factors are modifiable with changes in lifestyle or with
medications, while others are unmodifiable such as age
and genetics. Reducing the risk of CAD is achieved
through a healthy lifestyle of diet, exercise, and smoking
cessation while aggressively controlling disease
processes that increase the risk of atherosclerosis.
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SEE ALSO: Acute myocardial infarction, Cardiovascular disease,
Cholesterol, Diabetes, Exercise, Hormone replacement therapy,
Hypertension, Nutrition, Smoking
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Cosmetic Surgery Cosmetic surgery (also called
plastic surgery) is used both to correct true deformities
and improve undesirable appearances. In our culture,
there is a tremendous emphasis placed on our personal
appearance, both in the workforce and in social situa-
tions. Television and magazines play a large role in this
by showing mostly young, thin people who do not have
sagging skin or unpleasant features. No one ever sees a

person with “saddle bags” on the cover of a fashion
magazine. This could be one of the major reasons why
people seek plastic surgery. Both men and women feel
the pressure to look their best, and more men are seek-
ing plastic surgery because of this very fact.

Another reason to consider plastic surgery is self-
consciousness about a certain part of the body (e.g., a
large nose) that may have been a source of ridicule in
childhood. For some people, dislike of a body feature
causes real distress and is a constant source of self-
consciousness during daily life. How we feel about our-
selves affects how we relate to others. However, some
people with great looks have a poor self-image, and
many people who might be considered homely are per-
fectly satisfied with their appearance.

Individuals with realistic expectations are more
likely to be satisfied with the results of cosmetic
surgery. Not every real or imagined cosmetic flaw can
be corrected. One should not undergo cosmetic surgery
just to please someone else. Cosmetic surgery can help
with one’s self-image and allow healthy self-confidence
to flourish, but surgery will not automatically improve
one’s social life and will not correct any psychological
problems that may exist. When there is a question
of an underlying emotional or psychological problem,
a psychological evaluation may be suggested prior to
surgery.

Finding a good plastic surgeon is extremely impor-
tant. The choice of surgeon can be the most important
step in the entire process. Look for a physician who
is board certified by the American Board of Plastic
Surgery (ABPS). If the plastic surgeon is “board eligi-
ble,” it means that he/she has completed education, but
is yet to take the board examination. The surgeon
should also belong to the American Society of Plastic
Surgeons (ASPS), which has stringent rules for mem-
bership. ASPS has a website with a wealth of informa-
tion regarding plastic surgery. In addition, a lot of the
plastic surgeons have their own webpage, which can
educate you about that particular person. Developing
confidence in your plastic surgeon is very important.
You may be able to speak to one of his or her patients.
Asking other patients about your surgeon can provide
very valuable information. Insurance policies often do
not cover cosmetic surgery, so checking with your
insurer is very important as well.

Every surgical procedure carries some risk, includ-
ing infection, a poor cosmetic result, scarring, and,
very rarely, death. These risks are very small, but one
should carefully consider the risks and benefits before
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undergoing any procedure. Undergoing cosmetic
surgery involves a large commitment on the part of
both the patient and the physician. One should care-
fully consider the options before making this decision.

SEE ALSO: Body image, Liposuction
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Website: www.plasticsurgery.org

JANET BLANCHARD

Couples Therapy All individuals have a basic
need to form attachments and develop meaningful rela-
tionships. At the same time, we also have a basic need
to be separate and develop our individual potential.
Balancing these conflicting needs is the central issue of
intimate relationships and helping couples establish or
reestablish that balance is the central issue for couples
therapy. This is addressed by understanding how the
couple manages, respects, and accepts differences.
Accepting differences supports individual development
and frees partners to be truly intimate by reducing the
inevitable power struggles which emerge when chang-
ing a partner takes precedence over acceptance.

Couples therapy can address the needs of married
couples, same-sex couples, premarital couples, or cou-
ples in a committed relationship who have chosen not
to marry. It is indicated when one or both partners feel
their needs are not being met in the relationship, yet
want to see if their relationship can succeed. Couples
therapy is not indicated if domestic violence is an issue.
The issues that couples bring to therapy can include
finances, sex, infidelity, addiction, parenting, communi-
cation, difficulty in resolving conflict. They can also be
related to external events such as job loss, illness, or
family crisis. Often couples come for counseling at tran-
sition points in their lives such as the birth of child, job
change or move, or midlife crisis.

There are many models of couples therapy. Most
couples therapists operate from a primary theoretical
model but draw on other practice models to meet the
needs of a particular couple. Structural Therapy devel-
oped by Salvadore Minuchin views a couple as a system
that operates by its own rules and repetitive patterns.
Structural therapists describe the conflict between attach-
ment and individuality as an issue of boundaries and

assess how strong the boundaries are around the couple
and around each individual. A boundary that is too rigid
around a couple does not allow for individual growth.
Boundaries that are too rigid around each partner under-
mine attachment. The goal of the therapy is to help the
couple shift the rules and patterns of their system that
keep their boundaries rigid and prevent a balance that
meets each partner’s needs.

Intergenerational Therapy as developed by Murray
Bowen considers the impact of extended family across
generations on the couple relationship. How families
historically have managed togetherness and individual-
ity affects succeeding generations’ ability to couple.
Goals of therapy are to help the couple through insight,
understand their family of origin issues so they are less
likely to repeat them.

Cognitive Behavioral Therapy as developed by
such theorists as Albert Ellis and Neil Jacobson focuses
on cognitions and beliefs. The cognitive therapist helps
the couple pinpoint how they act toward each other to
try to control each other in order to get their needs met.
The goals are to increase cognitive awareness of their
destructive behavior and the beliefs that support that
behavior and to improve their problem-solving skills.

Solution-Focused Therapy as developed by Steve
DeShazer and his colleagues proposes that a couple
does not need to understand a problem to develop a
solution for it. The focus of the work is identifying
strengths and resources to be adapted to create a solu-
tion. Goal setting is central to the approach and is
accomplished by identifying specific behaviors and
interactions that the couple would like to increase.
These behaviors are determined by examining the cou-
ples’ previous attempts at developing solutions and
focusing on what has worked.

Object Relations Therapy as described by Rubin
and Gertrude Blanck views becoming a couple as a
developmental phase with the goals of establishing sex-
ual relations, establishing a new level of intimacy, sep-
arating from parents, and increasing the opportunity for
developing autonomy. Object relations therapists focus
on what each partner internalized about significant rela-
tionships in their families and how/what they learned
impacts how they interact with and attach to their inti-
mate partner. Understanding and insight are necessary
to meet the goal of separating what was previously
internalized from the present relationship.

Couples therapists may be licensed social workers,
counselors, psychologists, or psychiatrists. Because
couples therapy is a subspecialty of therapy, couples
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therapists should have additional training and experi-
ence in working with couples. The American
Association of Marriage and Family Therapists (AAMFT)
provides referral information.

Insurance does not generally pay for couples ther-
apy. One partner must usually be identified as a patient
with a mental health diagnosis in need of therapy. The
other partner then participates in the therapy which is
billed as conjoint therapy. Each partner in couples ther-
apy needs to be prepared to examine his or her own
role in the relationship problems.

SEE ALSO: Cognitive-behavioral therapy, Divorce mediation,
Psychoanalysis
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PHYLLIS D. HULEWAT

Crystal Methamphetamine Crystal metham-
phetamine, also known as “meth,” “crystal,” “crank,”
“glass,” “ice,” and “speed,” is a powerful stimulant that
can be inhaled, injected, smoked, or taken orally.
Methamphetamine is the most potent in the class of stim-
ulant drugs called amphetamines. Chemically similar to
epinephrine (adrenaline), amphetamines are synthetic
drugs that produce stimulation of the central nervous sys-
tem, inducing decreases in appetite, increased libido,
feelings of euphoria, alertness, and physical competence,
as well as anxiety and insomnia. Amphetamine was first
produced in 1887; methamphetamine was first synthe-
sized from ephedrine (the active ingredient in the herb
ephedra) in 1893.

In the mid-20th century, physicians began to pre-
scribe amphetamines for a variety of conditions, rang-
ing from asthma and narcolepsy to attention deficit

disorder and obesity. Use of amphetamines increased
throughout the 1940s and 1950s; they were regularly
distributed to soldiers fighting on all sides during World
War II to enhance physical endurance and overcome
fatigue. In the postwar period, many women in the
United States and the United Kingdom used ampheta-
mine as a means of combating depression, losing
weight, and as an aid to the monotonous daily comple-
tion of household chores, hence the label “mother’s
little helper.” In Japan, epidemic abuse of methamphet-
amine left over from World War II eventually resulted in
the passage of the Stimulants Control Law in 1951. In
the United States, amphetamine and methamphetamine
increased in popularity throughout the 1960s and a sub-
stantial black market emerged in California. Its growth
was given an unintended boost by the Controlled
Substances Act of 1970, which greatly constricted the
legal means of obtaining amphetamines.

In the 1970s, the distribution of illegal metham-
phetamine in the United States was largely associated
with motorcycle gangs. However, methamphetamine is
no longer associated solely with gangs. Since the late
1990s, hundreds of methamphetamine labs have been
raided by local and federal law enforcement in both
urban and rural areas, where poverty, unemployment,
and the demands of industrial and agricultural jobs
contribute to a demand for stimulant drugs.
Methamphetamine has also become integrated into gay
culture and the “rave” scene, where it is commonly
used to power all-night dancing sessions and to boost
sexual performance. Because methamphetamine can be
readily produced from commonly available ingredients,
it does not require import networks (although such net-
works are frequently involved with large-scale distribu-
tion). All methods of making methamphetamine
employ toxic chemical agents and some source of
ephedrine, such as over-the-counter cold medicine.
Methamphetamine labs vary greatly in size and effi-
ciency, from “mom and pop” outfits that cook the drug
for personal use and local sale, to large-scale factories
that turn it out for mass distribution. Due to the volatile
chemicals involved, all of these pose potential health
hazards, not only to the individuals involved in pro-
duction, but also to the surrounding community and the
natural environment.

Like cocaine, amphetamines produce an initial
pleasant feeling, or rush, caused by increased produc-
tion of dopamine in the brain. This is followed by an
elevation of mood and energy, and a subsequent steep
decline. Methamphetamine use can result in drug
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dependence. Unlike cocaine, which tends to be very
short-acting, the euphoric effects of methampheta-
mine may last for 6–24 hours depending on the dose.
Unfortunately, the drug does not provide the energy
that the user feels while under its influence; this is
drawn from the limited stores of the body itself. As a
result, people using the drug “come down” with their
energy drained. Chronic users become accustomed to
chemically elevated moods and energy levels, and ces-
sation of use results in a severe “crash,” which may be
accompanied by deep depression and intense craving
for more of the drug. This, in turn, may lead to another
“binge” of drug use. Methamphetamine addicts are
sometimes called “tweakers” because of their compul-
sive and paranoid behavior.

Methamphetamine appeals to poor and working
women because of its relative cheapness. The drug
promises to fill the gap between the multiple expecta-
tions placed on women and the limited resources avail-
able to them, and growing numbers of women are
using methamphetamine as a means of keeping up with
work and household tasks, losing weight, and combat-
ing depression. However, abuse and/or dependence
may result in many more problems: unhealthy weight
loss, insomnia, impaired memory, cardiovascular dam-
age, psychosis, prenatal complications, congenital
deformities, and neglect or abuse of children. There are
also substantial legal ramifications for the manufacture,
use, and sale of the drug. The association of metham-
phetamine with intravenous injection and heightened
sexual activity raises the risk of acquiring sexually
transmitted diseases including HIV/AIDS, and blood-
borne diseases such as hepatitis. Since methampheta-
mine use can produce confusion, impair judgment, and
heighten aggressiveness, it may also contribute to sex-
ual victimization. Barring effective prevention and treat-
ment efforts or a lessening of the societal pressures
placed on women in the United States methampheta-
mine abuse and dependence will continue to threaten
the health of the women who use it for years to come.

SEE ALSO: Club drugs, Depression, Substance use
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PAUL J. DRAUS

Curanderos During colonial Spain, curanderos
emerged as spiritual and physical healers. The word
curandero comes from the Spanish word “curar,” which
means to heal. Curanderismo, healing by curanderos, is
a combination of Greek medicine, Judeo-Christianity,
European witchcraft, ancient Arabic medicine, and
Indian herbal medicine. With roots throughout Latin
America, curanderos have significantly shaped the role of
medicine in countries with large Hispanic populations.

Relying on spiritual and herbal remedies, curan-
deras (male) and curanderos (female) heal individuals
in three realms: physical, spiritual, and emotional.
Curanderos can specialize in different types of healing:
(a) yerberas, are herbalists; (b) sobadoras, are folk chi-
ropractors; and (c) parteras, are midwifes. Yet, curan-
deros are most notable for “limpiadas,” which are
cleansings for an individual’s spirit. Curanderos profess
that most sickness is the result of unclean spirits.
Through prayers and rituals, a curandero deciphers the
cause of an individual’s unclean spirit. Usually, curan-
deros discover that the patient’s illness was triggered by
a spell. After the limpiada, the evil spirits leave and the
individual is healed.

Curanderos continue to practice healing in Mexico,
South America, and the southwestern United States.
Despite their popularity, curanderos maintain low pro-
files and restrain from publicizing their services.
Consequently, curandero services are often spread by
word of mouth, which often attracts patients from other
regions.

Generally, curanderos may be preferred over med-
ical doctors for two major reasons. First, a curandero
charges a substantially lower fee than a medical doctor.
Further, in rural areas, many patients do not have health
insurance so that cost-conscious patients are more likely
to visit curanderos. Second, curanderos can be more
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accessible than medical doctors because curanderos are
more prevalent in suburbs and rural communities.

Curanderos have been healing people from sick-
ness and evil spirits for centuries; thus, the level of con-
fidence Hispanics have in curanderos has not wavered.
Although not all Hispanics believe in curanderismo, a
large majority of the Hispanic community considers
curanderos as their only source of healing from sickness
and evil spirits. As a result, curanderismo continues to
be passed down from generation to generation, influ-
encing healing and medicine.

SEE ALSO: Latina
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STEPHANIE CABRERA

Curie, Marie Marie Curie lived from 1867 to 1934
and made enormous contributions to science. She won
two Nobel Prizes (in 1903 for physics and in 1911 for
chemistry) and had a daughter, Irene, who also won this
high honor of science in 1935. Born in Warsaw during the
time that Poland was under Russian rule, Marya (nick-
named Manya) Sklodovska was first in her high school
class and later studied in the “Floating University,” an out-
lawed night school. She worked as a governess to earn
money to allow her to further her studies, then moved to
Paris, adopting the French form of her name, Marie.

In Paris, Marie enrolled in the Sorbonne and was
the first woman to earn a degree in physics in 1893. In
1894, she earned a degree in mathematics. Also in 1894,
she met Pierre Curie, a French physicist whom she mar-
ried the following year in a small civil ceremony. Two
years later, their first child, Irene, was born.

Toward the end of 1897, Marie began work on her
doctoral thesis, with the goal of earning her PhD. She
and Pierre had become intrigued by the discovery of
x-rays by Wilhelm Roentgen; the rays were called “x” rays
since it was not understood where they came from.

Roentgen had made a photographic image of the bones
in his wife’s hands using the rays. A colleague of the
Curies, Professor Henri Becquerel, began a search for
the source of the rays and discovered that uranium salts
emitted rays.

Marie used a piezo-quartz electrometer to test min-
eral samples, and quickly discovered that the strength
of the rays was directly related to the amount of ura-
nium in the sample. She also found that another ele-
ment, thorium, produced rays similar to those produced
by uranium. From these discoveries, she postulated that
the ability to give off rays was an atomic property,
which she called “radioactivity.”

She examined hundreds of compounds and found
that two uranium ores, pitchblende and chacolite, were
more strongly radioactive than pure uranium. Marie and
Pierre directed their efforts at studying pitchblende,
which is uranium oxide (a compound of uranium, oxy-
gen, and other elements). They hypothesized that
pitchblende must have another component that was
responsible for the increased radioactivity. They found
a new element, which they called “polonium” in honor
of Poland. Six months later they added the discovery of
a second element previously unknown in pitchblende.
They called this element “radium,” and it was the more
strongly radioactive of the two new elements.

The Curies chose to focus their efforts on extract-
ing radium and studying its properties. Because radium
is a very small component of pitchblende, the couple
spent a great deal of time in physically intensive labor
refining and purifying pitchblende to yield radium.
During this period, Marie also began to work as a
teacher at a girls’ school.

In 1903, Marie earned her “doctor of physical sci-
ence” degree. In November 1903, the Curies along with
Henri Becquerel were awarded the Nobel Prize for
physics for their work on radioactivity. In 1904, Pierre
received a promotion to Professor of Physics at the
Sorbonne and was given funds to hire three assistants
for his laboratory. Marie became a laboratory chief, thus
starting her first paid research position.

The Curies had a second daughter in December
1904, whom they named Eve. Tragedy befell the family
on April 19, 1906, when Pierre was killed while cross-
ing a busy street. Eve Curie later wrote in her biography
of her mother that Marie became a “pitiful and incur-
ably lonely woman” when she was widowed. Refusing
a pension, she later assumed the chair given to Pierre
with the title of Assistant Professor, becoming the first
woman to take a position in French higher education.
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Marie’s second Nobel Prize, this one in chemistry
for the preparation of a gram of pure radium, came in
1911. Several years later, during World War I, Marie
became the Director of the Red Cross’ Radiological
Service. In this position, she worked tirelessly to estab-
lish x-ray installations in the field to aid diagnosis and
treatment of the war-wounded. She conceived of radio-
logical cars as portable x-ray units; these were nick-
named “les Petites Curie,” or “the little Curies.” Marie
and her daughter Irene worked during the war estab-
lishing radiological services and training men to run the
equipment.

Following the war, Marie set up the Curie Pavilion
of the Institut du Radium. Her later years were spent
directing the laboratory and raising money to allow fur-
ther studies. Throughout her time working with
radioactive substances, Marie had been plagued with
health problems, including cracked hands, fatigue,
cataracts, and kidney problems. In 1934, she died; the
doctor’s report listed the cause of death as “an aplastic
pernicious anaemia of rapid, feverish development.”
Despite radiotherapy’s multiple uses in medicine, the

long-term unprotected exposure to radiation had done
irreparable damage to Marie Curie’s own health.
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Day Care Day care is the care, on a continuing
basis, of a child by someone other than the child’s par-
ents. Day care can come in many forms, and it is not
limited to daytime. Parents who work evenings and
nights often need “day care” for children at night.

Center-based day care is provided in a place that is
built or made to suit the purposes of caring for many
children. Center-based day care is usually regulated by
the state. The regulations can require qualifications for
the staff of the day care, the physical properties of the
facility, and the ratio of staff to children. Center-based
day care can be run by a not-for-profit group or by
someone who is working to make a profit. The not-for-
profit centers are often associated with religious groups
and they may share space. Not-for-profit centers typi-
cally have a board of directors or advisors that allows
for parent input into how the center is run.

Home-based day care is an alternative to center-
based day care. Home-based day care may also require
state licensing by the state, depending on the number
of children that are cared for. Even less formal than
home-based day care is the provision of care for a child
or children by a relative, friend, or someone employed
for the purpose of child care. These arrangements are
not regulated, with the exception of laws that apply to
employing and paying people.

Parents choose different forms of child care for
different reasons. Each form has its advantages and dis-
advantages. Center-based care offers children an oppor-
tunity to meet and play with other children, and offers
parents reliability and reassurance that more than one
adult is involved in the care of the child. Home-based
day care offers a comfortable environment and a
smaller number of children. Hiring an individual to pro-
vide day care allows the caregiver to focus on the indi-
vidual child. Different day care providers have different
ways of working with children. Some day care
providers offer structured learning opportunities for
the children, while others may offer less structured
opportunities.

Finding good day care can require some work.
Many areas have child care referral resources that can
identify center-based and home-based day care ser-
vices. The state licensing agency may be a good place
to start to get this information. Asking other parents
may be the best way to get information about the qual-
ity of various day care options.

The use of day care may be an issue if parents
divorce or separate. Our national constitution requires
people to be treated equally and laws that treat men
and women differently must have a valid reason for
doing so. Still, men and women are often treated dif-
ferently. Child care is one of those areas where the his-
torical separation of roles by gender may have an
influence. Men who work outside the home are
regarded as typical. But women who work outside the
home may be considered less typical and this may be
to their disadvantage in a child custody dispute.

Day Care
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SHEILA SIMON

de Beauvoir, Simone Simone Lucie-Ernestine-
Marie-Bertrand de Beauvoir was born in Paris on
January 9, 1908, the eldest of two daughters of
Françoise and Georges de Beauvoir. She graduated
from the Sorbonne in 1929. de Beauvoir was a philoso-
pher, novelist, and essayist. Until 1943, de Beauvoir
taught philosophy at several colleges, before devoting
herself completely to writing.

It was at the Sorbonne that Simone met Jean-Paul
Sartre, the famous French existentialist. Simone de
Beauvoir and Jean-Paul Sartre became lifelong friends
and companions. They did not marry and never lived
together, yet they were a couple and spent 51 years
together in intellectual companionship. Many of de
Beauvoir’s writings were reflections on either Sartre or
his philosophical views. She Came to Stay (1943), one
of de Beauvoir’s first writings, deals with a romantic
love triangle, a situation de Beauvoir experienced in her
relationship with Sartre. It is also considered to be a
representation of the existentialist theory of “being and
nothingness” attributed to Sartre.

Existentialism is a philosophy centered on indi-
vidual existence and personal responsibility for acts of free
will in the absence of certain knowledge of what is right
and wrong. Other writings by de Beauvoir that echo
existentialist theories are All Men are Mortal (1946),
The Blood of Others (1946), and The Mandarins (1955).
The novel that made Simone de Beauvoir famous is The
Second Sex, first published in 1949, in which she ana-
lyzes the role and status of women, and examines the
history of the oppression of women. It is in The Second
Sex that de Beauvoir proclaimed women in a patriarchal
society to be the “other” and that one is not born a
woman, but rather “becomes” one. Some consider the
book to be an application of Sartrean existentialism to
the situation of women.

In addition to these works, de Beauvoir also wrote
fiction, philosophy, manifestos, and coedited a

monthly review with Sartre. de Beauvoir’s autobiogra-
phies include Memoirs of a Dutiful Daughter (1958),
The Prime of Life (1962), Force of Circumstance (1963),
A Very Easy Death (1964), and All Said and Done
(1974). In 1981, 1 year after his death, Simone de
Beauvoir wrote a farewell tribute to her lifelong com-
panion, entitled Adieux: A Farewell to Sartre. She also
edited Sartre’s letters to her, although they were not
published until after her death, Quiet Moments in a
War: The Letters of Jean-Paul Sartre to Simone de
Beauvoir 1940–1963 (1993).

On April 14, 1986, in Paris, Simone de Beauvoir
died, leaving a great literary legacy. Recently, Sylvie Le
Bon de Beauvoir, Simone’s adopted daughter, discov-
ered her 1927 diary, written while at the Sorbonne.
Scholars hope that her diary will shed some light on her
thinking and her pre-Sartre philosophical views.

SEE ALSO: Feminism; Greer, Germaine
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TAMBRA K. CAIN

Dementia Dementia, a devastating syndrome of
multiple etiologies, probably affects up to 4 million
people in the United States. The cost of the dementia
syndromes to the United States has been estimated at
up to $140 billion per year in caregiving costs, lost pro-
ductivity, and medical and institutional care. Because
the risk of dementia increases with age, and as the pro-
portion of the U.S. population over 65 is rapidly
increasing, dementia is emerging as a major public
health problem of the 21st century. The dementia
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syndrome refers to a group of symptoms related to a
sustained decrease in intellectual function from previ-
ous levels. Memory decline is always a part of this syn-
drome along with combinations of other impairments
such as problems with judgment, language, recognition,
or performing tasks. Personality change can also occur
as a component. The dementia syndrome usually
begins gradually, although in some cases it can occur
suddenly, depending on the underlying cause. Some
studies have suggested that dementia is more common
in women than men, especially after age 85, while other
studies have shown no gender differences.

There are multiple causes of the dementia syn-
drome, with over 60 disorders having been associated
with dementia. However, the most common causes are:
(1) Alzheimer’s disease, (2) vascular disease, and 
(3) diffuse Lewy body dementia. Other less common, but
debilitating causes of the dementia syndrome include
Parkinson’s disease, Huntington’s disease, and progres-
sive supranuclear palsy. Potentially reversible causes of
dementia include depression, medication effects, thyroid
disease, vitamin deficiencies, and syphilis.

Alzheimer’s disease also known as dementia of the
Alzheimer’s type (DAT) is the most common type of
dementia, accounting for 50–60% of cases. The risk of
DAT is age related with the risk over age 65 about 5–8%
and the risk over age 85 increasing to 25–50%. Other
risk factors for developing DAT include Down’s syn-
drome, history of head injury, and a family history of
dementia. While the risk for DAT appears inherited in
some cases, in other cases, there is no family history.
The cause of DAT is not known, but is currently
thought to be related to the genetically determined
overproduction of abnormal brain proteins (“beta amy-
loid”) or abnormal brain protein processing and depo-
sition. Microscopically, the brains of DAT sufferers
show abnormal “plaques” and “tangles.” The impact of
DAT on brain chemistry is a prominent degeneration of
systems involving the neurotransmitter acetylcholine
that is critical to intact cognitive function, although
other neurotransmitters are also involved. The clinical
picture of a typical patient with DAT is a description of
a gradual decline that may not have been noted by fam-
ily members until difficulties became obvious several
years after onset (i.e., getting lost while driving, leaving
the stove burners on).

Vascular dementia accounts for 10–20% of demen-
tias. The major risk factor for this type of dementia is
high blood pressure or hypertension. The clinical pic-
ture of vascular dementia differs from that of DAT; in

vascular dementia, it is more common to see a stepwise
decline. Treatment of high blood pressure or other car-
diovascular disease can sometimes halt the progression
of the illness but will usually not reverse symptoms.
Often, a clue to vascular dementia is an association in
time with a stroke and the onset of sustained memory
problems. Strokes are not always obvious in terms of
their symptoms and neuroimaging (such as magnetic
resonance imaging or MRI) can detect strokes that were
clinically silent.

Dementia with Lewy bodies (DLB) likely occurs in
15–25% of elderly patients with dementia. In DLB,
patients have both cognitive impairment as well as
symptoms of Parkinson’s disease (muscular rigidity,
shuffling gait when walking, tremor in the hands, lim-
ited facial expression, and so forth). In addition, other
symptoms such as falls, hallucinations, false beliefs
(delusions), fluctuations in alertness or cognition, as
well as fainting episodes may be present. Importantly,
patients with DLB are very sensitive in terms of side
effects to medications called neuroleptics or antipsy-
chotics which are often used to treat behavioral symp-
toms in dementia.

Behavioral or neuropsychiatric symptoms com-
monly occur in dementia of all types and include
depression, apathy, agitation, delusions, hallucinations,
and sleep problems. A recent study found that 80% of
participants exhibited at least one of these symptoms at
some point after the onset of the memory disturbance.
These symptoms, as opposed to the core cognitive
symptoms of dementia, tend to be the ones that create
problems for patients, families, and caregivers, and can
lead to earlier placement in nursing homes.

The assessment of a person suspected of having
dementia should include careful history, physical/neu-
rological examination, as well as selected laboratory
testing. On examination, focal neurological problems
should be identified and the patient should be screened
for depression as well as memory problems. The latter
is usually screened for with the Mini-Mental State
Examination (MMSE), a cognitive screening test that
can be easily performed by physicians during an office
visit. Importantly, the MMSE neither confirms nor rules
out the presence of dementia; however, scores below
a certain cutoff indicate the need for further workup
and attention. Laboratory screening for thyroid disease
and vitamin B12 deficiency is also recommended.
Imaging of the brain, such as a noncontrast computer-
ized tomography (CT) or MRI scan, is often appropriate.
Neuropsychological testing is a helpful adjunct both to
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examine patterns of cognitive impairment that may be
helpful to distinguish among the types of dementia as
well as to establish a baseline of cognition for the indi-
vidual patient.

Treatment of dementia includes both psychosocial
and pharmacological treatments. Psychosocial treat-
ments may include therapy to help the patient come to
terms with their diagnosis as well as to work with the
caregiver and family system in maintaining good activ-
ity levels for the patient and reducing the burden on
caregivers. Referral to dementia support groups and
resources is especially helpful for patients and their
families. Pharmacological treatment includes treatment
of: (1) the core cognitive symptoms as well as (2) sec-
ondary behavioral complications. Currently, the main-
stay of treatment for the core cognitive symptoms in
DAT (also used in DLB and, to a lesser extent, vascular
dementia) are a class of drugs known as the
“cholinesterase inhibitors” (donepezil, rivastigmine,
galantamine). Notably, while these agents do not
reverse the underlying illness of dementia, they slow its
speed of decline and, in some cases, may improve
problematic behaviors. Side effects of these medications
include nausea, diarrhea, and loss of appetite. Vitamin E
and selegiline may also reduce the rate of decline in
patients with DAT. Ultimately, it is thought that actual
disease modification in DAT will occur from preventing
accumulation of abnormal brain protein (beta amyloid).
For vascular dementia, treatment of underlying vascular
risk factors (smoking, hypertension, diabetes, heart dis-
ease) is important. Treating the behavioral complica-
tions of all types of dementia is another very important
part of treatment. Behavioral approaches can be effec-
tive in decreasing problem behaviors. Medications
should be tailored to both the individual patient and the
accompanying constellation of symptoms and may
include: neuroleptics or antipsychotics (used to treat
hallucinations, paranoia, or delusions), antidepressants
(used to treat depression and anxiety), anticonvulsants
(used for mood stabilization and for agitation), and tra-
zodone or Desyrel (used for sleep difficulties and for
agitation). Benzodiazepines (diazepam or Valium, alpra-
zolam or Xanax, lorazepam or Ativan, and so forth)
should generally be avoided or minimized due to con-
cern of side effects (worsened cognition, falls) and
especially of “paradoxical disinhibition” (reaction of
agitation/worsened behaviors as opposed to the desired
calming effect).

The vast majority of people with dementia are
cared for at home by family or other informal caregivers.

Even when placement is needed in alternative living
settings, family and informal caregivers continue to pro-
vide vital care to their loved ones with dementia. While
caregivers can derive great satisfaction from this role,
they also face chronic stress that can result in a variety
of health problems. Caregivers need to cope with
changes and losses in their relationship with the affected
patient. The role of parent and child may be reversed,
and the intimacy and companionship shared by spouses
or parents may be lost. In some cases, caregivers may
find themselves caring for family members with whom
they have had a difficult relationship. Friends may not
know how to behave or how to help. Siblings may dis-
agree on treatments or living situations for the affected
family member. All of these changes can contribute to
the stress of caregiving. The warning signs of “caregiver
stress” include exhaustion, insomnia, irritability, prob-
lems with concentration, physical health problems,
impatience, low mood, excessive worry, feelings of iso-
lation or loneliness, resentment, and guilt. Caregiver
stress can be reduced by getting respite from caregiving
including regular physical exercise, a healthful diet,
learning relaxation techniques, getting regular medical
care, and using respite opportunities to socialize and get
rest. Support and education groups provide caregivers
knowledge about particular conditions, helpful
resources in the community, and techniques for han-
dling difficult behaviors. Groups also provide a safe and
encouraging place to express fears and celebrate suc-
cesses. Future planning for legal, financial, and medical
situations can also relieve stress and improve well-being.

SEE ALSO: Alzheimer’s disease
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Depression This widely used term may be
referred to as a symptom, a syndrome, an illness, or a
disorder. A depressive symptom refers to a temporary,
subjective sense of sadness that everyone does experi-
ence at one time or another and it may be related to any
condition. A depressive syndrome is defined as a col-
lection of signs and symptoms, objective and subjective,
that taken together is recognized as a condition that is
less severe than a clear illness or disorder. A mood is a
sustained emotion that one experiences subjectively but
can be observed by others, while an affect is an emo-
tion seen and noted by others only. Disturbances of
mood and affect are very common and much of psy-
chiatry is concerned with trying to define when a syn-
drome reaches a threshold for becoming an illness and
requires treatment. Depressive illnesses require a cer-
tain severity and duration of the symptoms in order to
qualify for a diagnosis. Many persons suffer a great deal
from conditions that have not met formal diagnostic cri-
teria. This situation is often referred to as “sub-syndromal”
depression. Depressive illnesses are among the most
underdiagnosed and unrecognized conditions yet are
the most treatable of major health conditions.

Depressive disorders are the most common mental
illnesses and are the second leading cause of disability
in the Western world after heart disease. The diagnosis

of major depressive disorder requires a certain severity
and duration of the symptoms for more than 2 weeks
including mood changes, which are defined in the
Diagnostic and Statistical Manual of Mental Disorders,
fourth edition (DSM-IV) as “a depressed mood most of
the day nearly every day as indicated by subjective (e.g.,
feels sad or empty) or observations made by others
(e.g., appears tearful).” Other disturbances include signs
of biological (somatic) dysfunctions such as appetite
changes, increased or decreased sleep, diurnal varia-
tion, and diminished interest in sex; also other symp-
toms such as problems with concentration and memory,
anhedonia that is a lack of pleasure in one’s usual activ-
ities, fatigue, increased or decreased physical activity,
and often suicidal or homicidal ideation. The latter is of
special concern since suicidal persons are often
depressed and have visited a health care provider prior
to their attempt to act on those thoughts. Other sub-
types of depression include bipolar (presence of mania
or hypermania), atypical (unusual features such as
increased sleepiness and hyperphagia), delusional
(presence of psychosis), dysthymia (less severe and
chronic for more than 2 years), geriatric (older ages),
and comorbid (presence of other psychiatric illnesses).
In making these diagnoses one must exclude those that
may be caused by other medical conditions and sub-
stance or alcohol use.

The causes of mood disturbances are the subject of
considerable research with yet much still to be done. It
is known that mood disturbances are associated dys-
regulation of biogenic amines, the best studied of which
are the neurotransmitters, norepinephrine, serotonin,
and dopamine. There are neuroendocrine factors (hor-
mones), neurotransmitters, genetic factors, and psy-
chosocial factors, all of which interact in vulnerable
individuals to produce disease. Treatments have been
based on the newer knowledge about causes, espe-
cially in the area of development of new medications as
well as the refinement of many psychotherapies.

Mental disorders affect both men and women
equally, but the patterns and presentations are often dif-
ferent between men and women. Much of what we
know and much of the current research are not yet suf-
ficient to completely understand why these differences
exist nor to fully understand the variations in incidence,
prevalence, etiology, clinical presentation, treatment
responses, and prevention strategies.

Starting in adolescence and extending through
menopause, women experience twice the rates of depres-
sive disorders (major depressive disorder, dysthymia,

210

Depression



rapid cycling bipolar disease, and seasonal affective
disorder) compared to men. Women also experience a
higher incidence of anxiety disorders such as phobias,
agoraphobia, panic disorder, generalized anxiety disor-
ders, and posttraumatic stress disorder. Women often
have other mental disorders that accompany the depres-
sive ones, such as anxiety problems or alcohol and sub-
stance abuse. Men tend to have higher rates of alcohol and
drug abuse. While schizophrenia, obsessive–compulsive
disorder, and bipolar disorders occur at similar rates in
men and women, there are different patterns that charac-
terize the onset, course, and treatment responses.

The fact that women experience twice the rate of
depressive disorders as men do, does not in any way
suggest that they are weaker or have a greater sus-
ceptibility to mental illnesses. While the causes for
gender differences remain unclear some theories have
been suggested, such as, these variations may be a
mistake in sampling and/or women may recall past
episodes of depression better than men. However, the
most likely explanation is that biological and psycho-
logical factors may be involved. Since differences
appear between men and women in the likelihood of
developing depression at puberty in women and not
in men, there are probably hormonal and genetic
influences. Women are most likely to experience
mood changes during their reproductive years, espe-
cially at times related to menses, pregnancy, after
pregnancy, or weaning a baby. Ten to fifteen percent
of women experience major depression in the post-
partum period and these figures may be even higher
during the pregnancy.

Psychological and cultural factors may also con-
tribute to the gender differences in the rates of depres-
sion between men and women. Women may face more
social and economic difficulties, more physical and sex-
ual abuse, different role expectations, and responsibili-
ties for balancing child care and careers. In cross-
cultural research women’s social status contributes
to their well-being. Women with young children at
home have an increased risk for depressive disorders.
Some of the best predictors for depressive disorders are
a past personal history of depression, a family history of
depression, a lack of social supports, loss of close fam-
ily or friends, and other major life stressors.

Diagnosis of major depression includes a history of
mood change lasting for more than 2 weeks with
accompanying signs and symptoms of changes in sleep,
appetite, weight, concentration, memory, sexual inter-
est, anhedonia, fatigue, and possibly ideas of self-harm

or harming others. The latter is characterized by
feelings of helplessness, hopelessness, and being
“trapped” in some situation. Dysthymia is a more minor
mood change lasting for 2 years or more. Seasonal
affective disorder is a mood change that occurs during
times of the year when there is less light. Rapid cycling
bipolar disorder refers to a manic depressive illness
where there are four or more episodes of mania or
depression in a given year.

Menstrual related depressive and anxiety symp-
toms are quite common. Premenstrual syndrome (PMS)
occurs in about 70% of normal women and is charac-
terized by a collection of physical and psychological
symptoms that may include depression, irritability,
lability, or less often elation that starts a few days to a
week or more before the onset of menses and are usu-
ally relieved with bleeding. The physical symptoms
include breast tenderness, water retention, edema and
bloating, and occasional headaches. Many women can
function throughout these periodic times. However,
about 4–5% of women experience much more severe
symptoms that can interfere with their functioning at
school, work, or with interpersonal relationships. This
condition is called premenstrual dysphoric disorder
(PMDD). It is important to note that about half of the
women who experience PMS or PMDD may be experi-
encing the worsening of another condition such as
depressive illnesses, anxiety disorders, substance abuse,
alcoholism, or psychosis. It is helpful to keep a
prospective diary in order to find out if the woman does
have PMS or PMDD. The causes of PMS and PMDD are
not clearly known except for their relation to sex hor-
mones. Research is under way to clarify the relationship
of ovarian hormones to brain neurotransmitters, adrenal
hormones, thyroid function, and psychosocial variables.
Mild PMS does not require treatments, while more
severe reactions have been managed with diet, vita-
mins, exercise, relaxation training, group support, use
of antidepressants especially the selective serotonin
reuptake inhibitors or antianxiety medications. There
has not been good support for the use of ovarian
hormones.

DEPRESSION AND PREGNANCY

Many women while pregnant or in the period that
follows the delivery of a baby may be more emotion-
ally stressed without meeting the criteria for any mental
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illness. Some of the normal psychological changes
include anxiety, mood lability, and concerns about
bodily changes and well-being of the fetus. Women are
more likely to suffer mood and behavioral changes dur-
ing this time than at any other part of the life cycle.
Following are some of the most prevalent conditions:

The blues, often referred to as postpartum blues,
postnatal blues, or 3-day blues, happen to as many as
70% of women, occur within 48 hours of delivery, last
2–3 days to 2 weeks, and are experienced by women
cross-culturally. The most common symptoms are emo-
tional lability, elation or tearfulness, sadness, anxiety,
irritability, insomnia, and fatigue. These feelings come as
a surprise to many women who are so pleased to have
a baby, but are not expecting those feelings. Often, rest
is helpful but no other special treatments are needed.

Postpartum depression (PPD) is defined as a major
depressive disorder that occurs during or after preg-
nancy or a pregnancy loss. It has similar symptoms to
depressive illnesses occurring at other times, except for
more feelings of guilt and possible obsessional thoughts
of harming the baby after it is born. PPD may occur up
to 9 months after birth, usually within the first 3 months,
affects 10–15% of women giving birth to healthy babies
with a higher incidence with babies who are ill or have
congenital malformations. Adolescent mothers have a
higher incidence of PPD. Risk factors for having PPD are
past history, family history, inadequate social supports
such as family and friends, perinatal loss, and birth of
multiple babies (twins, triplets, or more). Milder forms of
depressive illnesses are called adjustment reactions with
depressed mood. Evaluation by health care staff should
always include a careful physical exam plus laboratory
tests for thyroid function. Alcohol and drug use may
complicate these disorders.

Treatment of PPD includes psychotherapy, usually
interpersonal or cognitive behavioral, group therapy,
self-help groups such as Depression After Delivery
(DAD), and medications. Light therapy has been help-
ful. At this time there are no conclusive data about the
use of ovarian hormones such as estrogen and proges-
terone. Since these hormones drop precipitously after
delivery, their role is being studied. It is important to
weigh the risk benefits of use of medications in the
pregnant and postpartum woman who is nursing.
Some medications can be used safely and should be
carefully considered. Untreated depressive illnesses
may last as long as 9 months or longer. About 50% of
women with PPD may have a recurrence in subsequent
pregnancies or within 4 years. Recent studies have

shown the effectiveness of preventive treatment by
giving medications during pregnancy or right after
delivery.

Peripartum psychosis is the most severe mental ill-
ness associated with pregnancy and afterward and
occurs in about 1 per 1,000 deliveries. More than half of
these women have depressive illnesses, while others
may have schizophrenic or other causes. The symp-
toms, in addition to those already mentioned, include
hallucinations, delusions, a loss of reality, confusion,
distractibility, and inability to focus attention. There is
often danger of suicide or harming the baby. Usually,
hospitalization is indicated plus treatment with antipsy-
chotic medications as well as psychotherapy. Such indi-
viduals should not be left alone until they show marked
improvement. Electroconvulsive therapy (ECT) is also
an effective, rapidly acting, and safe treatment for peri-
partum psychosis.

MENOPAUSE-RELATED DEPRESSION

While there has not been good evidence to suggest
that menopause (no menstrual periods for a year) is
associated with any increase in depressive illnesses for
those women who have not had any psychiatric prob-
lems before, some newer epidemiologic information
suggests there is a small increase. The perimenopause,
however, those years preceding the final menstrual
period, which is a major hormonal transition like
puberty, may present women with more depressive and
irritable symptoms. Treatment is symptomatic. Recent
work interestingly suggests that women with major
depression may have an earlier onset of menopause.

In summary, depressive symptoms and disorders
are very widespread. Unipolar major depression is the
number one cause for burden of disease in the world
according to the World Health Organization (WHO) in
1990. The conditions are hard to diagnose but are very
treatable.

SEE ALSO: Bipolar disorder, Dysthymia, Postpartum disorders,
Pregnancy
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Dermatitis Dermatitis, also referred to as eczema,
is an inflammation of the skin. This is a common con-
dition that has a variety of different causes and presen-
tations. It may be acute or chronic and extent of
involvement may be localized or generalized.
Depending on the specific features, various types of
dermatitis have been classified. Itching is a common
feature.

Atopic dermatitis is most common in infants and
children and is often seen in individuals with family
members who have asthma or hayfever. It begins in
infancy and many children outgrow it by adolescence.
It is characterized by red and itchy patches with a
predilection for skin folds such as behind the elbows or
knees as well as the neck, wrists, and ankles. The areas
also have a tendency to become infected due to intro-
duction of bacteria from scratching. Over time, the skin in
these areas becomes thickened with a leathery appear-
ance. It is most commonly treated with topical cortico-
steroids or newer nonsteroid prescription medications
called topical immunomodulators. Oral antihistamines
are often required to reduce the itching that can be so
severe as to interfere with sleep and daily activities.
Antibiotics may be required for secondary infection.
Moisturization with bland emollients and avoidance of
overly drying the skin such as bathing too frequently
are also helpful.

Contact dermatitis arises as a result of an allergic
or irritant reaction due to substances touching the skin.
Examples include poison ivy, costume jewelry, or per-
fumes in soaps or laundry detergent. Signs and symp-
toms include redness and itching, and depending on
the severity there can be significant swelling and for-
mation of blisters. These skin changes are limited to the
site of exposure to the substance that elicits the allergic
or irritant reaction. Treatment consists primarily of iden-
tifying the cause and avoiding it; however, resolution
can be hastened with topical corticosteroids and, in
severe cases, oral corticosteroids. If the condition is
chronic and the inciting substance is unclear, skin patch
testing may be performed to identify the causative
allergen.

Seborrheic dermatitis is characterized by greasy
yellowish scaling on the scalp and, in severe cases, the
face. It is more common in adults, but can be seen in
infants in the form of cradle cap. The presence of yeast
is thought to play a role in its development. It may
occur during times of stress or in people who have neu-
rologic conditions. It is treated with medicated dandruff

shampoos, topical corticosteroids, and antiyeast
preparations.

Stasis dermatitis usually occurs on the lower legs
and is characterized by itchy red and scaly patches.
Over time, it leaves behind brown patches that are gen-
erally asymptomatic. The cause is attributed to fluid
accumulation in the tissues beneath the skin, and is
often seen in association with varicose veins or ankle
swelling. Improving the condition that is causing fluid
buildup in the legs is the most beneficial treatment, and
topical corticosteroids are often used if the situation is
chronic. Because stasis dermatitis is usually asymptom-
atic, it often goes untreated and can result in eventual
ulceration of the skin, which can be difficult to heal.

SEE ALSO: Adolescence, Asthma
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Diabetes Diabetes mellitus is a disease in which
blood glucose (sugar) levels rise out of control. Insulin
is the hormone that regulates blood glucose levels by
signaling cells to take glucose out of the bloodstream
and by signaling the liver not to put more glucose into
the bloodstream. Insulin is made in the pancreas, an
organ that lies in the upper abdomen, just below and
behind the stomach. Diabetes occurs either because the
pancreas fails to produce enough insulin (type 1 dia-
betes) or because cells do not respond normally to
insulin (type 2 diabetes). Type 2 diabetes accounts for
the vast majority of diabetes. Only about 5–10% of all
diabetes is type 1.

Diabetes is the most common hormone disorder.
About 17 million people in the United States have dia-
betes, accounting for 6.2% of the population. Another
6 million or so cases are undiagnosed. In 1999, diabetes
was the sixth leading cause of death. In general, people
with diabetes are twice as likely to die as those without
diabetes. For women and young adults, diabetes
increases the death rate by fourfold. According to the
American Diabetes Association, in 1997, diabetes cost
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the United States $98 billion. Direct medical costs were
$44 billion. Indirect costs related to disability, loss of
work, and premature death were even higher, account-
ing for $54 billion.

Type 1 diabetes, in which the pancreas does not
produce enough insulin, used to be called juvenile-
onset diabetes because it is usually diagnosed in chil-
dren and young adults. However, type 1 diabetes can
also develop later in life. Type 1 diabetes is an autoim-
mune disease in which the body’s immune system
destroys insulin-producing cells in the pancreas, called
beta cells. Usually a viral infection provokes this abnor-
mal immune reaction. There seems to be an inherited
predisposition to type 1 diabetes. If one identical twin
has type 1 diabetes, the other twin has a 50% chance of
developing it.

After type 1 diabetes starts, there may be a short
period when insulin is not required, called the “honey-
moon period.” However, when beta cell destruction is
complete, patients must take insulin to stay alive.
Glucose is the preferred fuel for organs and tissues. In
the absence of insulin, cells cannot take in glucose for
fuel, and blood glucose levels rise out of control.
Instead, the body makes ketoacids as an alternate fuel.
High levels of ketoacids in the blood can lead to acidi-
fication of the blood, which can be fatal.

Type 2 diabetes accounts for 90–95% of all dia-
betes. Insulin resistance is the hallmark of type 2 dia-
betes, although type 2 diabetes can also involve
reduced insulin production. In insulin resistance, cells
are insensitive to insulin, and do not take up glucose as
fast as they should when exposed to insulin. Abdominal
obesity seems to predispose people to insulin resis-
tance. In turn, insulin resistance leads to elevated cho-
lesterol and triglyeride levels, high blood pressure,
clogged arteries (as in coronary artery disease), kidney
stones, and polycystic ovary syndrome.

Risk factors for developing type 2 diabetes include
increasing age, obesity, family history of type 2 dia-
betes, personal history of gestational diabetes, impaired
glucose tolerance, and inactivity. There is a strong
genetic basis for type 2 diabetes, likely due to multiple
genes. If one identical twin is affected, the other has a
95% chance of developing type 2 diabetes. Certain eth-
nic groups are also at higher risk. These include African
Americans, Hispanic Americans, American Indians,
Asian Americans, and Pacific Islanders. Most patients
develop type 2 diabetes after the age of 40; however,
there are increasing numbers of younger type 2 diabetic
patients. Glucose levels usually are high for 4–7 years

before type 2 diabetes is diagnosed, because classic
symptoms do not occur until glucose levels become
extremely high.

DIAGNOSIS

Classic symptoms of diabetes are increased urina-
tion, excessive thirst, and blurry vision as well as
unusual weight loss, increased hunger, and fatigue.
Usually, however, diabetes is diagnosed based on blood
tests. Diabetes mellitus can be diagnosed by any of the
following three criteria: (1) fasting glucose greater than
126 mg/dl on two or more occasions, (2) random blood
glucose of 200 mg/dl or higher in the presence of symp-
toms (excessive urination, excessive thirst, weight loss),
or (3) two glucose readings over 200 mg/dl during a
2-hr oral glucose tolerance test after drinking a solution
containing 75 g of glucose. Gestational diabetes, or dia-
betes developing in pregnancy, is defined with slightly
different cutoff values and is diagnosed with a 3-hr oral
glucose tolerance test that uses a 100-g glucose load.

“Prediabetes” involves glucose levels that are
above normal but not high enough to be called dia-
betes. Impaired fasting glucose (IFG) refers to fasting
glucose between 100 and 125 mg/dl. Impaired glucose
tolerance (IGT) is defined as glucose values between
140 and 200 mg/dl during a 2-hr glucose tolerance test,
with normal fasting glucose levels. In either case, the
diagnosis should be confirmed by repeat testing.

SHORT-TERM COMPLICATIONS

Diabetes can cause medical emergencies in both
type 1 and type 2 diabetics when blood glucose levels
rise extremely high. This can occur if a diabetic patient
does not take her insulin or pills or does not follow a
diabetic diet. Infection, heart attack, and other physical
stresses can also cause high glucose levels. Extremely
high glucose levels lead to loss of glucose in the urine,
which pulls water along with it, leading to excessive
loss of water from the kidneys. This results in dehydra-
tion, which further concentrates glucose in the blood
causing glucose levels to rise. Weight loss occurs both
as a result of water and calorie loss.

In type 1 diabetes, this scenario can occur abruptly
when insulin is severely deficient. A condition called
ketoacidosis develops. Blood glucose levels rise to
300–600 mg/dl. Since the cells are now unable to use
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glucose for fuel, the body starts to break down fat to
produce ketoacids. When ketoacid levels rise, the blood
becomes acidic, which impairs enzymatic reactions
throughout the body. This results in abdominal pain,
nausea, and vomiting. Ketones can be detected in the
urine and produce a fruity odor on the breath. Brain
cells do not use ketones, so they starve in the absence
of insulin, producing coma. Diabetic ketoacidosis was
universally fatal prior to the discovery of insulin. Now,
about 2% of patients with this condition die.

In type 2 diabetes, insulin resistance is the main
problem and insulin is not as severely deficient.
Therefore, ketoacidosis does not occur. Instead, glucose
levels continue to rise to 1,000 mg/dl or more. This pro-
duces a condition known as nonketotic hyperosmolar
state. With such high glucose levels there is simply too
much “stuff” in the blood and water is pulled out of
cells to try to dilute the blood back to a normal range.
This water is then lost in the urine. Such severe dehy-
dration causes drowsiness, delirium, coma, or seizures.
The elderly are more vulnerable, but overall about
20–40% of people with this condition die.

LONG-TERM COMPLICATIONS

Improved medical care has made diabetes a
chronic disease. Mildly elevated glucose levels can be
tolerated in the short term, but over many years dam-
age is done to small blood vessels (microvascular dis-
ease) or to large blood vessels (macrovascular disease).

Microvascular complications include blindness from
damage to the retina, kidney failure, and nerve damage
(neuropathy). Diabetes is the leading cause of blindness
in people aged 20–74 years. Diabetes is also the leading
cause of kidney failure requiring dialysis, accounting for
43% of new cases. Nerve damage affects 60–70% of dia-
betics and causes an inability to sense trauma. Because
of this, diabetics are prone to unnoticed skin breaks,
which can become infected. Diabetic feet especially heal
slowly if at all, and many diabetic foot infections ulti-
mately require amputation. Diabetes accounts for more
than 60% of all nontraumatic lower limb amputations.

Macrovascular complications include heart disease
and stroke. These complications are exacerbated by
high blood pressure and high cholesterol, which often
go along with diabetes. Heart disease is the leading
cause of death in diabetes, occurring 2–4 times more
often in diabetics than in nondiabetic individuals.
Stroke is also 2–4 times more common in diabetes.

PREGNANCY-RELATED COMPLICATIONS

Diabetes can cause many problems in pregnancy. In
the first trimester, about 5–10% of fetuses develop major
birth defects and 15–20% of pregnancies end in miscar-
riage. During the second to third trimesters, excessive
fetal weight gain (macrosomia) occurs, especially in
poorly controlled gestational diabetes. This leads to com-
plications during delivery for both the mother and the
baby. The goal of diabetic treatment in pregnancy is tight
control of glucose levels to reduce the chance of these
problems. In gestational diabetes, if glucose levels are
not controlled with diet and exercise, then insulin (or
sometimes oral medication) is used. Women with preex-
isting diabetes who become pregnant also need intensive
monitoring and treatment.

INFECTIONS

Patients with diabetes are prone to certain infec-
tions in the urinary tract or skin and soft tissue and fun-
gal infections such as vaginal yeast infections. Good
glucose control helps prevent infections and may also
help with wound healing. About 30% of patients with
diabetes also have severe periodontal disease.

TREATMENT

Type 1 diabetes must be treated with insulin. There
are different types of insulin and different schedules
and modes of delivery. Generally speaking, type 1
patients need a long-acting or intermediate-acting
insulin to cover them for a 24-hr period regardless of
food intake, plus a short-acting insulin to take care of
glucose swings during meals. Examples of long-acting
insulins are ultralente and glargine; intermediate-acting
insulins are NPH and lente; and short-acting insulins are
regular and lispro.

An insulin pump may be used in cases involving
type 2 diabetes that does not respond to treatment or
type 1 diabetes in which a patient does not follow her
prescribed regimen. The insulin pump acts as a contin-
uous insulin infusion. This is a device in which fast-
acting insulin is stored in a reservoir, and is connected
by tubing to a needle inserted under the skin, usually
in the abdomen. The pump is programmed to provide
different basal rates of insulin infusion throughout the
day and night. Patients have to monitor their blood glu-
cose before meals and exercise and make adjustments
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over and above the basal rate (boluses). They also have
to make adjustments by taking extra calories for low
sugar reading (corrections). The insulin pump can pro-
vide smoother glucose control, but patients have to be
extremely motivated in order to check their glucose up
to 6–8 times daily. There is higher risk of low blood
sugars because of tighter blood sugar control.

Currently, researchers are working on pancreatic
islet cell transplantation for the treatment of type 1 dia-
betes. When successful, the procedure cures diabetes,
but immune-suppressing drugs are required and can
have toxic side effects. Sometimes the transplanted cells
just do not last or they may be destroyed by the same
autoimmune reaction that made the person diabetic in
the first place.

Treatment of type 2 diabetes includes oral medica-
tion and/or insulin. The medication chosen depends on
a variety of factors, such as how long the person has
been diabetic, whether she is overweight or lean, and
how high the blood glucose rises. There are different
classes of oral medications. In general, there are med-
ications that cause increased insulin output from the
pancreas, such as the sulfonylureas (glyburide, glipizide,
and others). Nateglinide also increases output from the
pancreas but is shorter acting and may be helpful in
patients with high blood sugars after meals. These med-
ications can cause low blood glucose and weight gain.

A treatment known as metformin may help obese
patients with insulin resistance and helps muscles use
glucose while also reducing glucose output by the liver.
It must be used with care in patients with kidney prob-
lems and congestive heart failure. Common side effects
include gas and diarrhea, which are minimized when
metformin is taken with meals. Weight gain is not a side
effect, and some patients might lose some weight.
Medications of the group thiazolidinediones (pioglita-
zone, rosiglitazone) are also effective in reducing insulin
resistance. With these drugs, liver function must be mon-
itored with blood tests. Weight gain and edema are com-
mon side effects so these medications cannot be used in
severe heart failure. Finally, insulin remains an important
medication in the treatment of poorly controlled type 2
diabetes, either when oral agents have failed or at any
time that patients develop insulin deficiency.

TREATMENT GUIDELINES

The goal of diabetes treatment is to achieve optimal
control of blood glucose, cholesterol, and blood pressure.
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Regular exercise, attention to the feet and nails, and
annual eye exams are excellent preventive measures.
Regardless of what medication is used, the mainstay of
diabetes treatment is always diet and exercise.

The American Diabetes Association dietary recom-
mendations are as follows: carbohydrates should
comprise 50% of daily calories, fat less than 30%, and
cholesterol should be less than 300 mg daily. Of the fat,
less than 10% of calories should be derived from satu-
rated fat and greater than 10% from monounsaturated
fat. Protein intake should be 0.8 g/kg body weight and
dietary fiber intake should be between 20 and 35 g daily.

The care of diabetes often involves several team
members: patient, physician, diabetes educator, nutri-
tionist, podiatrist (foot doctor), ophthalmologist (eye
doctor), and/or psychologist. Patients are required to
monitor blood sugars by using a glucometer, a machine
that uses special strips on which a drop of capillary
blood is obtained by pricking the fingers or arm with a
lancet (tiny needle). Capillary blood monitoring lets
patients and their care providers assess glucose control
and make adjustments in diet, exercise, or medications.
See Table 1 for treatment guidelines.

PREVENTION OF COMPLICATIONS

Two major studies in both type 1 and type 2 diabetes
have shown that tight control of glucose reduces compli-
cations. The Diabetes Control and Complications Trial
(DCCT) was a study of type 1 diabetic patients. It con-
clusively showed that intensive glucose control reduces
microvascular complications. The DCCT showed a 60%
reduction in the risk of developing neuropathy, 27%
reduction in the risk of retinopathy, and 54% risk reduc-
tion in developing kidney damage. The United Kingdom
Prospective Diabetes Study (UKPDS) was a large study of
patients with type 2 diabetes. The UKPDS trial showed
that intensive glucose control led to a 25% reduction in
retinopathy and cataracts and 30% reduction in risk of

Diabetes

Table 1. Diabetes monitoring goals

HbA1c (%)—reflects 3-month average glucose �7%
Glucose before meals (mg/dl) 80–120
Bedtime glucose (mg/dl) 100–140
Blood pressure (mm Hg) �130 systolic,

�85 diastolic
LDL cholesterol (mg/dl) �100
HDL cholesterol (mg/dl) 	45
Triglyceride (fat) (mg/dl) �150



early kidney damage. In patients with high blood pres-
sure and type 2 diabetes, intensive control resulted in
30% reduced risk of stroke and 46% reduction in death.

PREVENTION OF DIABETES

The Diabetes Prevention Program was a study of
persons at risk of developing type 2 diabetes. It showed
a 58% reduction in diabetes with 30 minutes a day of
moderate physical activity along with a 5–10% reduction
in body weight. Metformin, too, reduced the risk of dia-
betes by 31% but was less effective in persons older than
45 years and in those with a body mass index greater
than 35. There is no definite evidence that anything
can be done to prevent type 1 diabetes. The Diabetes
Prevention Trial used insulin in subjects at risk for type 1
diabetes, based on family history and other parameters,
but this was not effective. In women with polycystic
ovary syndrome, metformin taken before and throughout
pregnancy reduces the occurrence of gestational diabetes
from 31% of pregnancies to 3%. Metformin appears to be
safe to for use in pregnancy. More research is being done
on all forms of diabetes.

SEE ALSO: Cardiovascular disease, Cholesterol, Diet,
Hypertension, Nutrition, Obesity
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Diaphragm The diaphragm is a dome-shaped,
flexible device inserted into the vagina that covers the
cervix and prevents conception by blocking live sperm
from entering the uterus and tubes. The diaphragm is a
reversible, prescription, barrier method of contraception.

The most frequently used diaphragms are made of
latex, but a silicone diaphragm is now on the market for
those with latex sensitivity. It is designed to be used
with spermicidal jelly.

Obtaining a diaphragm requires a medical appoint-
ment for proper fitting and a prescription. The device
may be purchased at a pharmacy for $15–50. The cost
for the medical appointment will add additional
expense unless covered by insurance. In addition, the
over-the-counter spermicidal jelly used with the
diaphragm must also be purchased at additional cost.
The diaphragm should be refitted following a full-term
pregnancy, abdominal or pelvic surgery, a miscarriage,
or abortion after 14 weeks of pregnancy, and/or weight
gain or loss of 10 pounds or more.

The diaphragm is an excellent method of contra-
ception for women who do not wish to or cannot use
hormonal contraception. However, the use of the
diaphragm is somewhat complicated and requires fore-
thought to have supplies on hand. It may interrupt
spontaneity if it is used at the time of intercourse,
though it may be inserted up to 6 hours prior to having
sex. About 20 out of 100 women will become pregnant
using the diaphragm for one year of typical use, 6 out
of 100 with perfect use. Therefore, those for whom
unintended pregnancy may present serious conse-
quences may wish to consider a more effective method
of birth control. If a woman is not comfortable touch-
ing her genitals or has difficulty with placing the
diaphragm correctly, she may wish to consider another
method. The diaphragm should not be used:

● following recent cervical surgery
● less than 6 weeks after childbirth
● following recent second trimester abortion
● by those with uterine prolapse
● by those with allergy to the spermicide or latex
● by women who have had toxic shock syndrome

While it is not contraindicated entirely, women
who have frequent urinary tract infections or have poor
vaginal muscle control may wish to avoid using the
diaphragm.

The diaphragm is used with spermicidal jelly and
inserted prior to intercourse. Inspection of the
diaphragm prior to placement ensures that it has no
holes or tears. It is left in place for 6 hours following
intercourse to assure that all sperm have been immobi-
lized prior to removing the barrier. It may be left in for
as long as 24 hours. However, if the initial act of inter-
course occurs more than 6 hours after insertion or if
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there are multiple acts of coitus, more spermicidal jelly
must be inserted into the vagina prior to each act of
intercourse. Oil-based lubricants should not be used
with a latex diaphragm as this may weaken the latex
and decrease the effectiveness of the method.
Following removal, the diaphragm is cleaned with plain
soap and water and allowed to dry thoroughly before
replacing in the case. There is no need to use any type
of powder or cornstarch on the diaphragm.

The diaphragm is often overlooked when consid-
ering methods of birth control. Diaphragms are inex-
pensive and an immediately reversible form of
contraception. In addition, they may also provide some
protection from cervical infections such as gonorrhea
and chlamydia as well as human papillomavirus.
Diaphragms are not considered as effective in this way
as condoms. They are not as effective as hormonal or
surgical methods of contraception but may be a wise
choice for those who are not frequently sexually active,
would not be devastated by an unintended pregnancy,
need protection from infection, or who are unable or
unwilling to use hormonal methods.

SEE ALSO: Birth control, Condoms, Pelvic organ prolapse,
Toxic shock syndrome, Urinary tract infections
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Diet Prevention of disease is the cornerstone of a
healthy life and what you eat has an enormous impact
on your chances of avoiding disease. A poor diet is one
of the major causes of problems such as heart disease,
diabetes, and obesity. Diet is defined as the amount and
kind of food and drink that a person takes in a day. It
also refers to food selections planned to meet specific

requirements of the individual, by including or excluding
certain foods.

Eating practices are influenced by taste and food
preferences, the body’s ability or inability to process
various foods, concerns about nutrition and weight con-
trol, lifestyle, availability of food in the environment,
food product safety, the social situation, and the emo-
tional meaning attached to foods and eating. Eating is
an important source of pleasure and an occasion for
social interaction. In our society, extralarge servings of
food and snacking on high-calorie snacks have replaced
the three-meal pattern of the olden days. We all know
that obesity is on the increase. Obesity can lead to
chronic disorders such as diabetes, heart disease, arthri-
tis, stroke, and cancer, which have an enormous impact
on overall health costs.

The United States Department of Agriculture
(USDA) and the Department of Health and Human
Services (DHHS) recommend eating a variety of foods;
maintaining a healthy weight; choosing a diet low in fat,
saturated fat, and cholesterol; choosing a diet with
plenty of fruits, vegetables, and grain products; and
using sugars and salt in moderation. If you drink alco-
holic beverages, do so in moderation. Moderate drink-
ing is described as no more than one drink a day for
women and two drinks per day for men. Pregnant
women should not drink alcohol.

A balanced diet is a diet that provides the amount
of energy, protein, vitamins, minerals, and other nutri-
ents that a person needs, consistent with the dietary
guidelines for Americans. A balanced diet is different at
different ages. The aim of the diet is to maintain a
healthy life without any nutritional deficiencies, while
avoiding excesses and minimizing the risk of diet-related
diseases. A balanced diet can be achieved by planning
the meals based on “The Food Guide Pyramid,” in
which all five food groups are arranged in the form of a
pyramid along with the number of recommended serv-
ings. Foods are placed in the pyramid to show the need
to eat more foods from the bottom of the pyramid and
fewer from the top. Foods in one group cannot be
replaced by food from another. Planning your diet based
on the food pyramid will help you reduce the intake of
total fat, saturated fat, and sugar.

A vegetarian diet excludes meat. Some people
prefer to eat only plant-based foods due to religious
and cultural practices, environmental concerns, and
ethical reasons. There are three types of vegetarian
diets: vegan or strict vegetarian, lacto-vegetarian, and
lacto-ovo-vegetarian. Vegans exclude all animal foods
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such as meat, fish, egg, dairy products, honey, poultry,
and fish. This diet is deficient in vitamin B12,
riboflavin, calcium, and iodine. It is not suitable for
pregnant women, nursing mothers, and children due
to the increased needs for calcium in these groups.
Leafy green vegetables are good sources of calcium,
but this calcium is not absorbed well because it is
bound to oxalic acid. Lacto-vegetarians include dairy
products but exclude eggs. Lacto-ovo-vegetarians
include eggs and dairy products in their diet. Vitamin B12
is usually lacking in vegetarian diet. Foods like tofu
and breakfast cereals are fortified with vitamin B12.
If these foods are not eaten, supplementation is
recommended.

A modified diet is based on a normal diet, but altered
in its consistency, texture, nutrients, and caloric value to
meet the needs of certain diseases or conditions. For
instance, people with swallowing difficulties may
require thickened liquids to avoid accidentally inhaling
what they drink. People with heart disease may require
a low-sodium diet to avoid retaining fluid.

The majority of weight loss diet plans use a low-
carbohydrate diet for rapid weight loss. People lose
weight and keep it off only for a short time. Glycogen,
the body’s carbohydrate reserves, is stored with water.
When low-carbohydrate dieters use up their carbohy-
drate reserves, about 3 g of water is lost for every gram
of glycogen that is used. This produces rapid weight
loss, which is regained after a short period of time.
When the stored glycogen is depleted, the body uses fat
reserves for its energy needs and chemicals called
ketones are produced. Ketosis, a condition in which
ketones are found in the blood and urine, can produce
undesirable effects such as nausea, gout, dehydration,
muscle weakness, and kidney failure. Weight-reducing
diets can be effective only if the calorie intake is less
than the calories required by the individual. Excluding
one group of foods and indulging in another food
group will result in nutritional deficiencies but not in
weight loss. The best bet to win the weight control bat-
tle is to eat less and burn more calories by exercising.

SEE ALSO: Body mass index, Calcium, Cholesterol, Nutrition
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Diethylstilbestrol Diethylstilbestrol (DES) is a
synthetic form of estrogen, which was prescribed to
millions of women from 1940 to 1971. It was thought to
prevent miscarriage and ensure a healthy pregnancy. Its
use declined in the 1960s after studies showed that it was
not effective in preventing the complications of preg-
nancy that it was prescribed for. It was also found that
when given during the first five months of pregnancy,
DES can interfere with the development of the reproduc-
tive system in a fetus. The females whose mothers took
DES while pregnant are referred to as “DES daughters.”

While there may be no obvious signs of DES expo-
sure, there are health risks. All DES daughters have a
risk of about 1 in 1,000 for a rare cancer of the vagina
or cervix called clear cell adenocarcinoma. It usually
occurs after age 14, with most cases found at age 19 or
20. Some cases have been reported by women in their
30s or 40s. This cancer is practically nonexistent in non-
DES-exposed women.

A link has been found between DES exposure in
utero and an increased risk of developing abnormal cells
in the tissue of the cervix and vagina. Terms used to
describe this condition are dysplasia, cervical intraepithe-
lial neoplasia (CIN), and squamous intraepithelial lesions
(SIL). Although these abnormal cells resemble cancer cells
in appearance, they do not invade nearby healthy tissue
as cancer cells do. These abnormal cellular changes usu-
ally occur between the ages of 25 and 35, but may appear
at other ages as well. Although this condition is not can-
cer, it may develop into cancer if left untreated.

DES daughters are at increased risk of infertility,
ectopic pregnancy, miscarriage, and preterm labor and
delivery. DES daughters have an increased incidence of
structural changes in the vagina, uterus, or cervix,
which may or may not be linked to pregnancy prob-
lems. Most DES daughters can become pregnant and
carry their babies to term, but because of the known
risks, they require high-risk obstetric care and early
confirmation of pregnancy.
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Women exposed to DES may also need to consider
appropriate contraception. Although studies have not
shown that the use of birth control pills or hormone
replacement therapy is unsafe for DES daughters, some
doctors believe these women should avoid these med-
ications. Structural changes in the vagina or cervix
should cause no problems with the use of diaphragms
or spermicides.

Women who used DES may have a slightly
increased risk of breast cancer. DES mothers should
practice monthly breast self-exams, have regular breast
cancer screening, and yearly medical checkups that
include a pelvic examination and a Pap test.

There is some evidence that DES-exposed sons
may have testicular abnormalities, such as cysts on the
ducts behind the testicle, undescended testicles, or
abnormally small testicles. The risk for testicular or
prostate cancer is unclear. A DES son should practice
regular testicular self-exams and inform his physician of
his exposure and be examined periodically.

Researchers continue to study DES exposure as
daughters move into the menopausal years. The cancer
risks for exposed daughters and sons are being studied to
determine if they differ from the unexposed population.

In addition, researchers are studying possible
health effects on the grandchildren of mothers who
were exposed to DES during pregnancy. They are
referred to as third-generation daughters or DES grand-
daughters. There are two published studies. One done
in 1995 found that the age menstruation began was not
affected by the mother’s exposure to DES. A 2002 study
concluded that third-generation effects of in utero DES
exposure are unlikely.

Individuals born between 1940 and 1971 should
ask their mothers or other relatives who might know of
the mother’s pregnancy history if she took any medica-
tion during her pregnancy, or if she had any problems
during her pregnancy. If a woman used DES while
pregnant, it is advisable that she tell her children about
her DES exposure. Even if they have not had health
problems, they need to know so they can get the health
care they may need now or in the future. The need for
an annual pelvic exam is critical and is slightly different
from a routine exam.

For a list of resources including books, support
groups, organizations, and attorneys see DES Action
USA (510-465-4011; desaction@earthlink.net; www.
desaction.org).

SEE ALSO: Cancer, Cervical cancer, Miscarriage, Pregnancy
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Dilation and Curettage Cervical dilation and
uterine curettage (D&C) is a procedure done for both
diagnostic and therapeutic reasons. D&C is one of the
most commonly performed operations in the United
States. Dilation entails enlarging the cervical opening or
“os” with instruments specifically for this purpose called
dilators. Dilation may be done alone for problems of
cervical stenosis (scarring and/or narrowing of the cer-
vical os), for placing of IUDs, or for dysmenorrhea
(menstrual cramps) due to a narrowed cervical canal. It
may also precede procedures such as hysteroscopy, use
of a scope to visualize and/or photograph the inside of
the uterus for diagnosis of structural conditions such as
polyps or fibroids in the uterine cavity. Minor treat-
ments such as removal of polyps can be done through
the hysteroscope. Cervical dilation may be performed
under paracervical, epidural, spinal, or general anesthe-
sia depending on the reason for the procedure.

After the cervix is dilated, curettage may be per-
formed using a curette, a sharp instrument for scraping.
Curettage is the partial or complete scraping of the uter-
ine wall to obtain representative tissue samples for
diagnosis of uterine cancer or precancerous conditions,
to remove retained tissue remnants of a pregnancy fol-
lowing miscarriage or birth, or for termination of preg-
nancy (abortion). Curettage is also indicated for
treatment in the occasional case of uterine bleeding that
does not respond to medical therapy, generally hor-
mones, or bleeding that is life threatening. The tissue
obtained during the procedure is sent to the pathology
laboratory for analysis.

Complications of a D&C include perforation of the
uterus, infection, bleeding, or reactions to medications
used for anesthesia. Perforation of the uterus means that
a surgical instrument goes through the uterine wall. This
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occurs in less than 1% of patients. In those instances
when perforation occurs, the outcome is usually not life
threatening nor is surgical intervention required. The
patient may be observed for several hours after the pro-
cedure to assure that there is no life-threatening bleeding
or infection requiring further treatment. Laparoscopy that
allows for inspection of the abdomen and pelvis through
small incisions in the abdominal wall may be used if the
patient is stable but there is concern about serious organ
damage to uterus, blood vessels, or bowel. Severe cases
of bleeding may lead to hysterectomy. Another compli-
cation of D&C is called Asherman’s syndrome. This com-
plication is rare and involves the formation of scar tissue
in the uterus. Aggressive curettage or an abnormal reac-
tion to this scraping can cause Asherman’s syndrome.
Thick scars can result, which may partially or completely
obliterate the uterine cavity. This scarring can cause men-
strual bleeding to stop and cause infertility if further hys-
teroscopic surgery is not successful. Abscess, infection, or
hemorrhage can complicate the postoperative course in
a very small percentage of patients.

In summary, D&C can be very helpful for the diag-
nosis and treatment of abnormal uterine bleeding in the
nonpregnant woman. It can be the method used to
evacuate the uterus for a woman with a miscarriage or
unintended pregnancy.

SEE ALSO: Abortion, Hysterectomy, Miscarriage, Sexual organs,
Uterine fibroids
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Disability Individuals with disabilities, the currently
preferred term used to describe disabled or handi-
capped persons, refers to those whose physical or

mental impairments so interfere with life’s activities,
including working, that they are set apart from those
without disabilities.

Disability, like beauty, is in the eyes of the
beholder. Whether the beholder is the Social Security
Administration, an employer, an insurance company, a
retail business, the bureau of motor vehicles, a doctor,
or a partner, an individual may or may not be consid-
ered disabled.

Insurance companies and health professionals
sometimes measure disability in terms of how many
activities of daily living (ADLs) a person can perform
independently. The Mayo Clinic separates ADLs into
Basic ADLs required for an individual to care for them-
selves in a limited environment: Dressing, Eating,
Ambulating, Toileting, Hygiene (acronym DEATH, iron-
ically), and Instrumental ADLs, the higher level abilities
required to function in the community: Shopping,
Housework, Accounting, Food Preparation, Transporta-
tion (SHAFT). For people with physical, developmental,
and age-related disabilities, and their advocates, these
are the concepts that help identify appropriate housing
and resolve placement issues.

Another touchstone is the Social Security
Administration’s definition of disability, focused more
on an individual’s ability to work and make a living in
our competitive world. Social Security assessment pro-
ceeds through a five-step sequential evaluation. To be
disabled, a claimant must (1) not be working at a level
known as substantial gainful activity, (2) suffer from
severe medically determinable impairment that lasts
more than 12 months, (3) either meet a listed impair-
ment or suffer from an impairment so severe that it
(4) prevents return to past relevant work performed in
the last 15 years and (5) prevents entry into other jobs
existing in significant numbers in the national economy.

A blind or paraplegic person may meet a listing,
and be what we would all call disabled, but if she is
gainfully employed, she is not disabled under the first
step of the Social Security definition, and would receive
no benefits.

For private long-term disability insurance coverage,
and even short-term disability coverage, a distinction is
often made between own occupation and all occupa-
tion coverage. Whether a person’s impairments prevent
her from performing the duties of her own occupation
is one measure of disability. Sometimes after a period
of a year or two, the policy will require the disabled
person to prove that she is not unable to go back to her
old job, but unable to go to work at any job. Since there
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is still no parity legally required between physical and
mental disabilities, long-term disability insurance cover-
age sometimes has a 2-year limit on coverage for men-
tal impairments.

The workers’ compensation system differentiates
among permanent partial, temporary total, and total
permanent disability, and may assign a percentage dis-
ability for the loss of a limb or the loss of use of a body
part or organ.

Under the Americans with Disabilities Act, disabil-
ity refers to the inability to perform the bona fide occu-
pational qualifications (BFOQs) required to perform all
the duties of one’s job.

Who makes these decisions? On what medical evi-
dence are such findings of disability based? Sometimes
the opinions of one’s own treating physicians or other
health care professionals are given the most weight;
sometimes it is the opinion of the independent medical
examiner or panel of physicians employed by the com-
pany or government that is determinative of the claim.
It is important that each individual find out whether his
or her employer’s disability coverage is provided
through an insurance company, regulated under state
law, or through a self-funded or Employment
Retirement Income Security Act (ERISA) plan that is
exempt from state insurance regulations and is gov-
erned instead by the U.S. Department of Labor.

More women (20.7%) than men (18.6%) suffer dis-
abling conditions, and while bad backs are the leading
cause of disability for both genders, women are twice
as likely as men to suffer from arthritis. While fewer
women suffer from mental disorders (not mental retar-
dation and learning disabilities) than men, women are
twice as likely to struggle with depression.

As Tolstoy put it, all happy families resemble one
another, but each unhappy family is unhappy in its own
way. Healthy people do not typically gather in support
groups focused on peculiar ways in which they are
healthy, unless you consider a bowling league or an
investment club as a celebration of physical or mental
health. Disabled people and their families often connect
with other disabled people and their families, linked by
the disease or impairment that has changed their lives.
Syndromes and symptoms, diseases and diagnoses give
disabled people something in common that goes
beyond shared suffering, an unspoken language that
only the victims, and perhaps their caregivers, under-
stand. Undoubtedly, for better or for worse, a disability
shapes a person’s day and life in ways the rest of us can
only read about and try to imagine.

SEE ALSO: Activities of daily living, Americans with Disabilities
Act, Capacity, Health insurance, Social Security disability
benefits
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Discrimination Women face discrimination on a
variety of fronts in health today ranging from the battle
to include contraceptives in basic health plans, to biases
inherent in the male-dominated medical establishment.
This has created an atmosphere of growing resentment
that has spawned a campaign toward a better under-
standing of the critical issues women face when making
medical choices. Identifying and drawing attention to
the problem areas is the first step to overcoming gen-
der bias in medicine. Sexism in research, insurance,
diagnosis, and treatment has created a situation where
women make uninformed decisions, receive inferior
care, and in some instances endure downright neglect.

One of the most difficult and troubling examples of
sexism is in medical research. Women are often
excluded from participating in research into new drugs,
medical treatments, and new surgical techniques. There
is a widespread practice in the medical community of
using exclusively male subjects in the study of disease.
The raw data garnered from these studies are then “inter-
preted” to include women. Using males as experimen-
tal subject not only ignores the fact that females may
respond differently to the drugs and mechanisms tested,
but may ironically lead to less accurate models even in
the male. One glaring example of this can be found in
the study of heart disease. Physicians consider research
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into heart disease as primarily addressing men; it is
considered applicable to older women only. This is
despite the fact that the incidence of heart disease has
steadily increased among women since at least the
1950s.

Research has also provided one of the most fright-
ening instances of the total disregard by the medical
establishment of women’s unique vulnerabilities while
pregnant. From the early 1940s till 1971, obstetricians
prescribed the drug known as diethylstilbestrol (DES)
to pregnant women who were suspected of being
prone to miscarriages. Some women, who took the
drug experimentally, were not told the truth about what
they were taking and were instead told that they were
taking a vitamin. DES is now known to be a carcinogen
and has left a time-bomb legacy in the daughters and,
in some cases, sons of DES mothers. Their daughters
suffer vaginal and cervical cancer at a rate far in excess
of the rest of the female population in their age range.
Worse still, there may be no way to tell how many more
will develop cancer later in life.

Research, however, has also given us a glimmer of
hope with one of the most positive and visible exam-
ples of the changes women are instituting in medical
research. Women have been primarily responsible for
the increase in funding for research relating to breast
cancer. Until recently breast cancer research received
less funding and study than AIDS, despite the fact that
breast cancer kills twice as many people. In the early
1990s women pushed for a national policy shift that cul-
minated in congressional mandates to increase funding
for breast cancer research by 40% annually.

Women’s efforts have impacted other areas charac-
terized by blatant sexism. When the removal of mam-
mography screenings from Medicare coverage was
threatened in 1989, women successfully lobbied Congress
to prevent this action. The importance of providing ade-
quate coverage for breast cancer screenings has led to
39 states requiring at least some form of third-party cov-
erage for mammography screenings at some level.

Medical institutions and practices are not the only
areas where discrimination has impacted women’s
health. Insurance companies have bitterly contested and
fought the inclusion of prescription contraceptives and
related medical visits and exams in their basic health
care packages. As a result, women are sometimes
denied vital and basic health access and coverage,
which seriously compromises and endangers their
health. Half of all fee-for-service health plans do not
cover any contraceptive methods at all, and only a third

cover oral contraceptives. Of the five leading Food and
Drug Administration (FDA)-approved reversible contra-
ceptives, only 39% of health maintenance organizations
(HMOs) cover all five. This discrimination has been rec-
ognized by the U.S. Equal Employment Opportunity
Commission that issued a ruling in its December 2000
findings that the exclusion of the costs of prescription
contraceptives from health care packages (while at the
same time covering vasectomies and Viagra prescrip-
tions) amounted to discrimination based on sex.

When diagnosing women, doctors (primarily men)
many times fail to thoroughly examine female patients
and often disregard important and useful information
that female patients provide to them. Women constantly
have to fight against the assumption that their ailments
are “all in their head.” Male doctors frequently tend to
dismiss women’s complaints as psychosomatic, but there
is a deeper reason for this than is readily apparent. This
is because so little direct research is done focusing on
women and how to best treat the ailments that afflict
them. Frequently, women with symptoms similar to
those of men are taken less seriously; the women’s
examinations are less extensive than a comparatively
performed exam on a male. In addition, women may not
be provided with information on how to best diagnose
and treat the symptoms.

These shortcomings can be contrasted with the
overdiagnosis and overtreatment of women as obstetri-
cal and as gynecological patients. In this setting,
women undergo humiliating and often unnecessary
exams and procedures. Pelvic exams, in particular, are
a major source of anxiety among women of all ages.
One major problem in properly diagnosing women is
that women many times have very little direct knowl-
edge of their own bodies and as a result completely
defer their judgment to their doctor. This can have ter-
rible repercussions on their personal health choices
because medicine has the potential to become an insti-
tution of dogmatic social control. An example of this
can be found in obstetricians–gynecologists who are
official and legitimate experts in the female reproduc-
tive tract. Some of these doctors have broadened their
influence beyond the scope of their training and expe-
rience and now advise women on the female sex role,
psychology, and sexuality, notwithstanding a lack of
expertise in these fields and their tendency to interpret
their findings from a primarily male point of view.

Treatment is perhaps the domain in which women
endure the most harsh and terrible form of discrimina-
tion. One of the most commonly recommended breast
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cancer treatments is the removal of the entire affected
breast (a mastectomy) despite the fact that over 90% of
women may be eligible to receive lumpectomies
instead. As a result, many women needlessly undergo
the more radical treatment when a viable alternative is
often readily available. Often, a male physician does
not understand the psychological and emotional impact
of the loss of such a vital part of a woman’s body and,
consequently, may provide no assistance in dealing
with the trauma that is associated with the loss.

Similar issues arise with respect to two other surgi-
cal procedures: hysterectomy and removal of the
ovaries. The frequency with which hysterectomies are
performed may be due to gynecologists’ perception of
the uterus as an expendable organ, useless for purposes
other than childbearing. Ironically, one of the reasons
given for performing a hysterectomy at a gathering
of the American College of Obstetricians and
Gynecologists was that it reduced the frequency of
unpleasant, humiliating pelvic exams and tests. This
underscores a complete lack of understanding and
empathy on the part of the medical community toward
women. It is very difficult to imagine any group of doc-
tors ever recommending the removal of a male’s repro-
ductive system simply to save him the humiliation of
having to cough twice for his doctor. As stunning as all
of these revelations about sexism in medicine are, it
should be noted that the problems and issues con-
fronted here address only a small fraction of the prob-
lems that women face in the health care industry today
as patients and consumers.

It is critical that women inform themselves about
their own bodies, and their treatment options and fight
against the traditional sex-role learning, which encour-
ages women to be passive and dependent on male doc-
tors. As a nation we need to push the insurers to fairly
cover women. While this may sound simple, imple-
menting it will not be due to the general lack of infor-
mation or understanding in the greater medical
community and the reluctance of insurance companies
to provide adequate affordable care to women. There is
hope that these issues will be addressed more thor-
oughly because an increasing number of women are
choosing a career in medicine. We must ensure that dis-
crimination in women’s health becomes the subject of
discussion among historians, and not debate among
legislators.

SEE ALSO: Affirmative action, Birth control, Pelvic examination,
Sexual harassment, United States Civil Rights Act of 1964
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ROBERTO HERNANDEZ

Dissociative Identity Disorder Dissociative
identity disorder (DID), formerly known as multiple
personality disorder, is one of five dissociative disorders
recognized by the Diagnostic and Statistical Manual of
Mental Disorders, fourth edition (DSM-IV ). Of the
dissociative disorders, DID is associated with the most
chronic and severe symptomatology.

Dissociation is a process wherein a person men-
tally separates oneself from reality. There are common,
everyday dissociative experiences such as daydreaming
or “losing oneself” in a good book, for example, but
with DID, an individual has typically experienced dis-
sociation during a traumatic event such as physical, sex-
ual, or emotional abuse, or during times of perceived
harm (e.g., invasive medical procedures, natural dis-
asters, and so forth). The dissociation appears to serve
as a protective defense mechanism and as a means of
self-preservation.

The DSM-IV defines DID as follows:

1. The presence of two or more distinct identities or
personality states (each with its own relatively
enduring pattern of perceiving, relating to, and
thinking about the environment and self)

2. At least two of these identities or personality
states recurrently take control of the person’s
behavior

3. Inability to recall important personal informa-
tion that is too extensive to be explained by
ordinary forgetfulness

4. The disturbance is not due to the direct physio-
logical effects of a substance or a general
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medical condition (American Psychiatric
Association, 1994)

Most individuals who develop DID have likely
been exposed to childhood trauma (usually between
the ages of 3 and 9), during which time he or she men-
tally separates from the experience in an effort to avoid
emotional and/or physical pain. The different personal-
ities evolve over time as a means of coping with future
traumas and feelings of being threatened. It seems the
more severe the trauma, the greater the number of per-
sonalities that develop.

The prevalence of DID is approximately 1% of the
population, although about 90% of those with the dis-
order are completely unaware they have it. It is more
frequently diagnosed in women than men, but some
data support equal gender prevalence (men may be in
treatment for other comorbid diagnoses, and the DID is
overlooked). And not all children who are abused or
traumatized dissociate or even go on to develop DID;
that seems to depend on individual predisposition and
has been observed more frequently in first-degree bio-
logical offspring of persons with the disorder.

Symptoms and characteristic features include the
following: time loss and inconsistencies, amnesia for
events, being recognized by “strangers,” hearing voices
within one’s head, flashbacks, nightmares, hypervigi-
lance, distinct and abrupt changes in one’s
behavior/personality (often forgotten by the person),
finding unaccountable objects in one’s personal belong-
ings, and referring to oneself by another name or in the
third person. Also observed are depression, mood labil-
ity, anger, panic attacks, phobias, eating disorders, rela-
tional difficulties, suicidal thoughts, feelings of
worthlessness, and self-injurious behaviors.

The various personality states of DID can manifest
as many very different identities within one individual;
“alters,” to which they are often referred, can be of both
sexes, have varying ages, and even display differing
medical conditions, perceived physical attributes, and
unique voice and handwriting structure.

Because the disorder can be very destabilizing to
one’s life and functioning, there are several recom-
mended treatment options. Individual psychotherapy
seems to be the most widely accepted and effective
intervention, often supplemented with hypnosis, art
and group therapies, and pharmacotherapy. Once a
person with DID understands and accepts the diagno-
sis, the goal becomes reintegration (or unification) of
the various personality states. This usually requires

identification of individual personalities, with eventual
communication between them. Antidepressant or anxi-
olytic medications are used adjunctively if necessary, as
is hospitalization if self-injurious or other destructive
behavior warrants such. Although the healing process
can be longstanding, and at times quite painful, reinte-
gration appears to be a vital element in facilitating
recovery for the person with DID.

SEE ALSO: Depression, Eating disorders, Psychotherapy, Sexual
abuse
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Diverticulum see Pelvic Pain

Divorce Divorce is the undoing of a marriage. In
some states it is called a dissolution of marriage. No
matter what the label, this is a way to formally end legal
ties between a husband and a wife, and resolve other
issues that may connect them, such as child custody,
child support, property division, debt division, and
spousal support. Divorces are granted by courts, and
most of the laws regarding divorce are made by the
states, rather than the federal government.

Divorces can be arranged by agreement of the cou-
ple, and when the couple cannot agree, a judge makes
the decisions. In the majority of divorces, the couple
reaches an agreement, the judge makes sure the agree-
ment is fair, and the judge makes the couple’s agree-
ment a part of a court order.

To obtain a divorce there must be a reason or
“grounds” for the divorce. Early in the history of our
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country the grounds for divorce were very limited,
often requiring proof of adultery. Current divorce law
includes many more grounds, including physical cruelty
and mental cruelty. Most states now also have grounds
for divorce that are called “no fault.” To obtain a
divorce using “no fault” grounds one may be required
to show that the couple is living separately, the mar-
riage has broken down, and there is little possibility that
the marriage could be repaired.

Couples who divorce often have children in com-
mon. When these children are minors or have special
needs, the divorce must address how the children will
be cared for and how they will be supported finan-
cially. The arrangement of who will care for the chil-
dren is called child custody. Custody can be further
divided into physical custody and legal custody.
Physical custody refers to who provides daily care for
the child. Legal custody refers to who makes important
decisions in the child’s life. In a divorce, one parent can
get custody and the other parent can have visitation
rights, or the parents can share custody. Shared custody
is often called joint custody, but does usually involve a
perfectly equal division of time spent with each parent.
At one time, a presumption existed in favor of the
mother retaining custody, but this is generally no longer
the case.

Along with child custody come decisions about
financial support of the child or children. There is an
expectation that each parent will contribute to the
financial support of the children. Most often the parent
who does not live with the child full time will be
required to provide more financial support. The parent
who houses the child supports the child directly
through housing, food, clothing, and similar expenses.
There are many variations in how states calculate a par-
ent’s responsibility for child support. Some states con-
sider only the nonresident parent’s income while other
states consider the income of both parents. Some states
use a simple percentage of income to calculate the
amount of support, while other states have more com-
plex formulas. In each state there is an office, funded
by the federal government, which can help people get
and enforce child support orders.

Divorces also divide the things that a couple owns.
Things like a home, automobiles, furniture, appliances,
and clothing are distributed either by agreement or by
a judge’s decision. Other nontangible things can also be
divided. Retirement savings plans and business interests
can be divided as well, and it is often difficult to esti-
mate the value of these items. If parties cannot agree as

to how to divide their possessions, the court can make
the division, or the court could order a sale and have
the proceeds divided. A small number of states use a
system called “community property” in which the pos-
sessions are divided equally between the wife and hus-
band. Most states’ laws require a judge to divide
property in a way that is fair, which sometimes, but not
always, means an even split.

Many couples who divorce have debts, and a
divorce can help to resolve who is responsible for
which debts. Dividing debts is different from dividing
property because debts involve someone who is not a
part of the marriage. It can be harder to separate from
a credit card company than it is to separate from a
spouse. A court can order one person to pay a particu-
lar bill, but if both people agree to be responsible for
the debt originally, both people will still be responsible.
This becomes important if the person who promised to
pay a bill can no longer pay it, decides not to pay it, or
tries to discharge the debt in bankruptcy. Protecting
yourself in these situations can be tricky.

In some divorce cases one former spouse makes
payment for the support of the other. This used to be
called alimony, and is often called maintenance now.
Maintenance payments are not based on gender, as they
used to be in the past, so either spouse may have to
support the other. Maintenance is more often a part of
a divorce where the marriage has been long and where
the parties do not have equal abilities to support them-
selves. Maintenance can be awarded on a permanent
basis, or it can be for a specific time period. Mainten-
ance is often limited in time when it is for the purpose
of giving one spouse the opportunity to get an educa-
tion that will increase that person’s ability to support
herself or himself.

Divorce can be both a financial loss and an emo-
tional loss. Living expenses will increase because the
couple will maintain separate housing. At the same time
expenses are increasing, income may decrease. Unless
some kind of spousal support is awarded, each former
spouse will take home his or her own paycheck,
which may be less than that of the other. Emotionally,
divorce can mean loss of support and companionship
of the spouse, and even relationships with friends can
be affected. People experiencing this kind of loss may
be able to find a support group through a local social
service agency.

Lawyers can provide important services to people
who want a divorce. Lawyers can make sure that
people who agree to a divorce understand how the
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agreement will affect them. Lawyers can also represent
a spouse in negotiating an agreement, or in presenting
a case to a judge for a decision. But lawyers can be
expensive. Sometimes free legal assistance can be
obtained through a local office of the Legal Services
Corporation, or through other local agencies. Many peo-
ple represent themselves in a divorce, but where there
are complicated issues about children and finance, this
should be a last resort.

Finally, divorce is only available to married people.
While this may sound obvious, it affects a large number
of people who establish a relationship without being
married. Such people cannot use the process of divorce
to help make decisions about which person should
receive which belongings, and how children should be
cared for. Other legal processes may be available, but
those processes rarely cover the wide variety of issues
that come up when people end relationships.

SEE ALSO: Adultery, Child custody, Cohabitation, Day care,
Domestic partnership, Domestic violence, Marital status,
Prenuptial agreement
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SHEILA SIMON

Divorce Mediation Divorce mediation is a
process in which two people who have made the deci-
sion to separate or divorce meet with a neutral media-
tor to negotiate the terms of their separation or divorce.
It is appropriate for married couples, same-sex partners,
or any couples who have been in a committed rela-
tionship that has involved shared financial resources or
parenting. Success in mediation does not depend on
the partners being friendly or even liking each other.
Very angry couples can mediate. Success depends on a

willingness to settle and to make a fair plan.
Contraindications to mediation include domestic vio-
lence, impaired judgment due to active substance abuse
or mental illness, and a history of dishonest or illegal
behavior.

The traditional alternative to mediation for married
couples is an adversarial legal system in which each
partner hires an attorney to negotiate for them. The
attorney must zealously represent his or her client,
which can lead to an emotionally and financially costly
battle. Mediation was developed as an alternative that
allows partners to stay in control of their process, the
results of which will affect their lives for years to come.
The legal system does not provide any alternative for
same-sex couples or live-in partners.

Divorce mediation is a structured process. Once
partners have agreed to explore mediation, an initial
appointment can be scheduled. The primary goal of
this appointment is to learn about the mediation
process and come to an agreement about whether or
not to proceed with mediation. Once a decision is
made to mediate the partners will be asked to sign a
mediation agreement that identifies the rules that
govern the mediation process. While each mediator
designs his or her own agreement, the following are
usually included:

1. The cost of mediation, which is shared by the
parties, is stated.

2. The mediator will not act as an attorney or rep-
resent either of the parties. The parties are
advised to retain separate counsel to act as their
consultants during the mediation process.

3. The parties may not dispose of any joint assets
without prior agreement.

4. The parties agree to full disclosure.
5. The parties agree not to take legal action during

the mediation.
6. The mediation process is confidential and

should the parties find themselves in litigation
they may not call the mediator or his or her
records into that litigation.

7. At the conclusion of the mediation, the media-
tor will write a memorandum of understanding
detailing all of the agreements.

At the conclusion of the initial session, the partners
and the mediator set an agenda for the negotiations.
Items on the agenda include developing a childcare
plan, division of assets, division of personal property,
and monthly support. A childcare plan involves making
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decisions about custody of the children, where the
children will live, and how each parent will be spend-
ing time with the children. It can also include how deci-
sions such as schooling, discipline, enrichment, and
medical care will be made. In addition, decisions about
how the parents will share in the financial support of
the children will be made. Many states have guidelines
for setting child support amounts. Because parents are
in control of developing a childcare plan, they can
adapt the plan to meet the unique needs of their
children in a way that attorneys or the court could
never do.

Most mediators will have forms for the parties to
fill out that will list all of their assets and debts and their
income and expenses. To ensure full disclosure, docu-
mentation for all assets, debts, and income will need to
be provided. A plan is developed to equitably share
available resources to maximize each partner’s ability to
get on with their lives. At the conclusion of the media-
tion, the mediator will write a memorandum of under-
standing. If the parties have retained counsel, they will
each be given two copies; one for themselves and one
for their attorney. This is not a legal document so it will
have to be implemented into a formal separation agree-
ment and filed with the court.

The critical role of the mediator is to facilitate the
negotiations. This requires that they help develop
options, consider the consequences of their choices,
balance the power, ensure that no party agrees to any-
thing they feel intimidated into or that they do not
understand, and help to unblock impasses. The agree-
ments are the couples’ agreements not the mediator’s
who does not act as an arbitrator or a judge but as a
neutral facilitator guiding a couple through the painful
process of ending a relationship.

Divorce mediators can have an advanced degree in
a mental health field or be an attorney. They should
have at least 40 hours of mediation training. Mediators
are not licensed as yet but local courts often have refer-
ral lists as does the Association for Conflict Resolution.

SEE ALSO: Child custody, Couples therapy, Divorce, Prenuptial
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Domestic Partnership Domestic partnership
is a description of a status of an intimate relationship
between two people. Domestic partnership that can
also be called a civil union is often used by same-sex
couples who cannot obtain a marriage license due to
gender restrictions in state laws. Such partnerships are
increasingly being recognized by employers, local gov-
ernments, one state, and some countries outside the
United States. The processes for establishing such a
relationship vary.

Domestic partnerships allow couples to enjoy
some benefits of marriage. For example, an employer
that recognizes domestic partnerships will likely cover
both the employee and the partner in a group health
insurance plan. Civil unions also provide recognition of
the status of the relationship and the partners’ commit-
ment to each other.

Domestic partnerships do not provide all the ben-
efits associated with marriage and the types of benefits
associated with such unions may vary from location to
location. Because of this, domestic partners may wish to
pursue other methods to establish other legal connec-
tions. Wills can distribute property to partners and their
families. Couples can give each other a “power of attor-
ney” that allows one person to make important deci-
sions about health care or finances if the other is unable
to do so. Establishing legal ties to a child through what
is often called “second parent adoption” may be an
option in some states.

SEE ALSO: Child custody, Cohabitation, Divorce, Marital status
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Domestic Violence Domestic violence, or
intimate partner violence, is defined as a pattern of
assaultive and coercive behaviors, including physical,
sexual, and psychological attacks as well as economic
coercion that adults or adolescents use against their
intimate partners. Other terms used to describe inti-
mate partner violence include domestic abuse, spouse
abuse, courtship violence, battering, marital rape, and
date rape. Some professional fields use the term
domestic violence to refer to any type of interfamilial
violence.

Domestic violence has been widely recognized as
an international problem. Worldwide, the United
Nations International Children’s Emergency Fund
(UNICEF) reports that a quarter to half of women
around the world experience some form of violence
from an intimate partner over their lifetime. The World
Health Organization (WHO) estimates that worldwide,
between 10% and 69% of women are physically
assaulted by an intimate partner at some time in their
lives and that 40–70% of female murder victims are
killed by an intimate partner. While there is less infor-
mation about the frequency of male victims, they are
generally considered to be at lesser risk of both victim-
ization and severe injuries from victimization.

It is very difficult to ascertain the number of
domestic violence victims because many victims may
try to hide their experiences with abuse. Factors that
hinder reporting of abuse include a societal stigma of
being a victim, fear of retaliation by the perpetrator, fear
of lost income, or fear of isolation from family. Because
of these barriers, many victims are never identified.

The National Crime Victimization Survey is con-
ducted annually to estimate the incidence of violent vic-
timizations. This survey estimates that there are 960,000
incidents of domestic violence annually, with 85% of
the victims being women. This translates to eight in
every 1,000 women and one in every 1,000 men aged
12 or over being a victim each year. Another large
national survey conducted by the Commonwealth Fund
(1999) estimates that 3.9 million women are physically
abused each year. Variation in estimates may be due to
different samples, different definitions used in surveys,
or different questions used to solicit information about
abusive events.

Intimate partner violence is a repetitive phenome-
non. Nearly a third of female victims reported that they
had been victimized at least twice in the previous
6 months. Violence is also considered to be cyclical and

often escalating, so that periods without abusive events
may be followed by intensified abuse.

Intimate partner violence leads to many short- and
long-term adverse health outcomes. About half of
women who report being a victim of abuse report that
they were physically injured and among victims treated
in Emergency Departments approximately a third
require hospital admission. Over half of women who
are victims experience mental health effects, includ-
ing depression, anxiety disorder, symptoms of post-
traumatic stress disorder, and suicide attempts. Victims
are also at high risk for stress-related physical condi-
tions, such as gastrointestinal disorders and chronic
pain syndromes. Abuse has been linked to pregnancy
complications such as low weight gain, anemia, and
infections as well as to adverse pregnancy outcomes
such as premature labor and low infant birthweight.

Economic costs related to intimate partner violence
are high. The annual cost for direct medical treat-
ment of battered women is estimated at approximately
1.8 billion. The total costs of intimate partner violence
as a crime are estimated at $67 billion.

Although there is no specific profile for a domestic
violence victim, there are several risk factors that have
been identified consistently in the existing research.
These include young age of the victim and/or partner,
low income and educational status, low self-esteem,
isolation, and experiences with violence as a child.

Similarly, perpetrators of domestic violence share
some common characteristics. Among the strongest
predictors of abusive behavior is witnessing domestic
abuse in the childhood home. This research suggests
that abuse is largely a learned behavior and that abu-
sive patterns begin in childhood. Personality character-
istics such as insecurity, low self-esteem, controlling
behavior, extreme jealousy, aggressive personalities,
borderline personality, narcissistic behavior, and antiso-
cial personality disorders have also been linked to abu-
sive behavior.

Societies that have marked gender inequality and
rigid gender roles, which support a man’s right to inflict
violence and which do not have strong sanctions
against violence, render women particularly vulnerable.
Women are also less likely to report abuse and seek
help in such societies.

Prevention of abuse largely focuses on identifica-
tion and support for victims, legal reform, and treatment
programs for perpetrators. Clinical screening of abuse
in Emergency Departments and clinics has helped iden-
tify victims and has increased referral to support
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systems. It is important for clinicians to recognize that
victims of abuse may present with stories that are
inconsistent with their diagnoses. Many women try to
hide their abuse, in some cases because the abusive
partner is with them during treatment. An inconsistent
story, especially when accompanied by old injuries, is
an indicator of abuse. Victims may also present to clin-
icians with nonspecific symptoms. Because many of the
physical consequences of abuse are stress related, clin-
icians should routinely screen for abuse when treating
these conditions.

Several states have mandatory reporting laws for
health care providers, although these laws are contro-
versial. Women’s crisis centers and battered women’s
shelters are important components of prevention. These
centers offer such services as protected and anonymous
shelter, job training, counseling, and assistance with
legal matters.

Legal reforms include better definitions of domes-
tic violence in the court system and more rigorous pros-
ecution and sentencing. Victimless prosecution is one
example. In victimless prosecution, the state can prose-
cute the perpetrator in the absence of a formal victim
complaint so that the victim does not need to be the
primary accuser. This approach was enacted because
many women recanted their reports of abuse to police
because of fear of retaliation or fear of losing financial
support for themselves and their children. Most police
jurisdictions have implemented training to better pre-
pare police officers to recognize and respond to domes-
tic disputes. Some jurisdictions have also implemented
mandatory arrest at the scene and this is thought to
reduce physical consequences from violent events.
Wider use of restraining orders has been implemented
throughout the United States, although evaluations of
their use have shown various levels of effectiveness.

Treatment programs for batterers offer an avenue
for perpetrators to understand and reduce their abusive
behaviors. Group counseling is the most common
approach and programs focus on discussion of gender
roles, communication skills, and skills to solve prob-
lems. When men voluntarily seek help and actively par-
ticipate in such programs they are thought to be
effective. However, many men who attend these pro-
grams do so based on a court order or by referral and
often do not complete the program.

There is great need for evaluation of prevention
measures to determine which are most appropriate
for victims and which are most successful at reducing
violent events.

SEE ALSO: Homicide, Sexual abuse, Stalking, Violence
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CORINNE PEEK-ASA

Douching Douching is the irrigation or flushing of
the vagina with plain water, vinegar and water, or other
name brand prepared or medicated products. The fluid
is allowed to run into the vagina from a bag connected
to tubing or is flushed into the vagina from a premixed
squeeze bottle. Many women feel this is necessary for
good hygiene, “to feel fresh,” or to treat a problem
without visiting a medical provider.

Douching has been shown through numerous
studies to increase the risk of developing a bacterial
infection of the vagina (called bacterial vaginosis or
BV). Women who douche increase their chances for
developing this infection by 40%. BV is a vaginal infec-
tion caused by a loss of lactobacilli, the normal vaginal
bacteria that produce hydrogen peroxide and provide
protection against other, less healthy bacteria.
Symptoms of BV are a creamy gray to yellow, mal-
odorous discharge. BV is a sexually associated condi-
tion but is not sexually transmitted. Many women do
not realize they have this infection. Those who are not
pregnant do not require treatment if they are asymptom-
atic. However, BV during pregnancy has been associ-
ated with preterm birth and low-birthweight infants.

Douching has also been linked in studies to HIV
acquisition, ectopic (tubal) pregnancy, and pelvic
inflammatory disease, a serious infection of the upper
reproductive tract including the uterus, tubes, and
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pelvic cavity. For these reasons, it is not recommended
as a healthy practice. Women who have an odor,
discharge, or other gynecological or pelvic symptoms
are encouraged to see a health care provider for appro-
priate diagnosis and treatment. The use of douching
can cause or exacerbate their symptoms as well as
make them more at risk for more serious complications.

SEE ALSO: Ectopic pregnancy, Pelvic pain, Sexual organs
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Dowry In most societies, marriage plays an impor-
tant role for men and women alike. In the past few
decades there has been much research on the institu-
tion of marriage and the family among economists and
anthropologists. One of the most intriguing and con-
tested issues is the dowry.

A dowry, in its simplest form and structure, is the
“property that a woman brings to her husband at the
time of marriage. The dowry apparently originated in
the giving of a marriage gift by the family of the bride-
groom to the bride and the bestowal of money upon the
bride by her parents.” There have been many cultures
that had some form of dowry. It was most familiar in
propertied cultures such as Ancient Greece and Rome,
India, and Medieval Europe. According to the Columbia
Encyclopedia, the dowry system in England and the
United States, except Louisiana, is not recognized as
law. However, in civil-law countries the dowry is still
recognized as an important form of property. The cur-
rent status of the dowry has complex repercussions, and

is not as altruistic as the definition above seems to
purport. The regions that practice dowries, legally or ille-
gally, are primarily in South Asia (India, Nepal, Pakistan,
and Sri Lanka) and the Middle East. There are also a few
remote areas of Africa that recognize the practice.

If a dowry is merely a gratuitous payment from the
family of the bride to the family of the groom, why are
virtually all nations trying to stop the dowry? The most
recognizable impact and repercussion of a dowry system
can be found in remote parts of India. In India, the
groom and the groom’s family, either directly or indi-
rectly, sets the amount of the dowry. The dowry can be
in various forms such as cash, clothes, jewels, wedding
and/or reception expenses, honeymoon expenses, travel
expenses, fees for education (virtually always for the
groom), and often times the marital home. If the family
of the bride is opulent or the groom and his family are
sufficiently mollified, the wedding and dowry are con-
sidered successful. However, if either the groom or his
family is dissatisfied with the dowry or the bride’s family
is destitute, the dowry may be considered insufficient
with sometimes devastating results.

An informative and progressive movement entitled
“India Together” lists possible treatment of the bride if
the dowry is insufficient. The first case is labeled
“Extreme”: “the bride will be subjected to extreme
forms of torture, both physically and emotionally,
which may include beating and infliction of physical
pain, that may result in her death or permanent physi-
cal handicap.” The second is “Severe”: “the bride will be
threatened with dismal consequences including divorce
and physical abuse, and will have to bear the insults
slung at her parents.” The last is “Harsh, but Standard”:
“the bride is reminded of her inadequacies and faced
with complaints about her parents. In some cases, pres-
sure is created on her and her parents to meet the
demand subsequently.”

If the family of the bride is unable to give a suffi-
cient dowry due to financial problems, the impact
becomes a national problem. Dowry is closely linked to
many crimes against women in India; to list a few:
female infanticide, domestic violence, neglect of a girl
child, denial of educational and career opportunities to
daughters. The persuasive use of statistics provided by
India Together regarding the present-day trend of
higher mortality rates among females, the growing illit-
eracy rates among women in India, and the National
Crime Bureau of the Government of India are evidence
of the growing rate of dowry deaths. Although in 1961
the Indian government passed the Dowry Prohibition
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medications, see name of specific illness or
disorder, for example, Hypertension

Durable Power of Attorney for Health
Care The standard power of attorney (POA) is a
written legal instrument authorizing a person (named
an agent or attorney-in-fact) to sign documents and
conduct transactions on behalf of the principal or
maker who has delegated away that authority. The
principal can delegate as much (for instance, a general
or complete delegation) or as little (such as a delega-
tion specifically delineating what types of choices the
agent may and may not make) power as desired. The
principal may end or revoke the arrangement at any
time, as long as the principal remains mentally compe-
tent to do so.

The POA in its traditional form does not work
well as a method for dealing with medical decision-
making authority on a voluntary, prospective basis.
The ordinary POA ends automatically when the prin-
cipal who created it dies or becomes mentally incom-
petent. The underlying theory is that, because a
deceased or incompetent person no longer has the
physical or mental ability to revoke the POA, the law
should exercise that right immediately for the princi-
pal. Thus, a person who establishes a standard POA to
help in managing medical affairs would be cut off
from such assistance at precisely the time when assis-
tance is needed the most, namely, when the principal
cannot act personally.

In an effort to get around this practical problem,
every state legislature has enacted legislation authoriz-
ing citizens to create (or execute) a durable power of
attorney (DPOA). In contrast to the ordinary POA, the
effect of a DPOA may endure or continue beyond the
principal’s later incapacity as long as that continuing
authority is what the principal intended in executing the
DPOA.

To remove any ambiguity about the applicability
of the DPOA concept to the area of medical decision-
making (including choices about life-sustaining med-
ical treatments such as mechanical ventilators or
antibiotics), almost every state has passed legislation
that explicitly authorizes the use of the DPOA in the
medical context. Some statutes use terminology such as
health care representative, health care agent, or health
care proxy. In addition, a number of states use a single,

232

Act that outlawed dowry payment, according to Roy
and Singh, the legislation is purely symbolic and virtually
impossible to enforce, especially in remote parts of India.

India is not alone in combating dowries. In
Bangladesh, the Grameen Bank is a group fund and
major small-scale credit program that provides produc-
tion credit and other services to the poor. Production
credit is a private-lending system where a person can
receive a loan from a financial institution to produce cer-
tain foods, clothing, and other profit-making endeavors.
The loans are paid back with a minimal, if any, interest
rate. Founded in 1976 by Muhammed Yunus, the
Grameen Bank provides financing for nonagricultural
self-employment activities to 2 million borrowers, 94% of
whom are women. In order to participate in the micro-
loan program, an eligible woman must memorize, chant,
and follow the “Sixteen Decisions.” These decisions
include “We shall not take any dowry in our sons’ wed-
ding, neither shall we give any dowry in our daughters’
wedding,” and “We shall educate all of our children.”

With the work of progressive ideology such as
India Together and the Grameen Bank, many may be
able to reduce the discrimination and abuse that accom-
panies a dowry. Although the dowry seems like an
offering, more and more it is a sale of a loved one into
domestic slavery. Slavery is always an unwelcome and
uninvited wedding guest.

SEE ALSO: Child abuse, Discrimination, Divorce, Domestic vio-
lence, Feminism, Slavery, Violence
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comprehensive advance directive statute to expressly
authorize competent adults to execute both proxy and
instruction directives; other states have separate
statutes for each type of advance directive. Under most
state laws, in order to avoid a real or apparent conflict
of interest from materializing, the health care providers
for the principal who has executed a DPOA are dis-
qualified from serving as agents under the DPOA. The
agent may, but need not be, a family member of the
principal.

Proxy directives provide the advantage, for both
patients and their health care providers, of legally
empowering a live advocate for the patient who can
enter into discussions and make decisions regarding
the patient’s medical treatment based on the most cur-
rent information and other considerations, most impor-
tantly the agent’s interpretation of the patient’s
previously expressed and implied wishes. The DPOA is
irrelevant, however, for people who do not have avail-
able to name as a potential agent someone else whom
they can trust to make future medical decisions for
them.

SEE ALSO: Advance directives, Capacity, Informed consent,
Living wills
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Dysmenorrhea Primary dysmenorrhea is painful
menstrual cramping in the absence of pelvic pathology
(disease of the pelvis). The pain occurs only in rela-
tion to ovulation. The pain involves the uterus and can
also radiate to the lower back and thigh area. The
painful period can also be accompanied by sweating,

tachycardia, headaches, nausea, vomiting, diarrhea, and
tremors. Dysmenorrhea is more common in younger
women, declining after 30 years of age. The symptoms
are induced by the hormone prostaglandin and are
mediated within the lining of the uterus (endometrium)
that is the primary site of prostaglandin production dur-
ing menses. The pain is thought to be caused by (sec-
ondary to) reduction in blood flow (ischemia), which
accompanies the uterine contractions in menstruation.
The treatment of primary dysmenorrhea includes
prostaglandin inhibitors to reduce uterine contractions
and intrauterine pressure. Common medications include
fenamates, aspirin, and nonsteroidal anti-inflammatory
drugs such as Motrin, Naprosyn, Anaprox, and
indomethacin. Other effective treatments include oral
contraceptives that inhibit ovulation and suppress
prostaglandin production in the lining of the uterus
(endometrium). A specialized procedure to cut specific
nerves causing the pain (laparoscopic uterosacral nerve
ligation) has been used in patients who have not been
helped by standard medical therapy. However, this is
not a routine practice. Dysmenorrhea has been reported
to be increased among mother and sisters of women
with painful periods.

Secondary dysmenorrhea is painful menstrual
cramping due to pelvic pathology. This may occur at
any age after menarche and before menopause and is
usually seen in women over 20 years of age. A com-
plete history and physical examination along with diag-
nostic tests such as laparoscopy, hysteroscopy,
ultrasound, and hysterosalpingography (specialized
imaging test to examine the uterus and tubes going out
from the uterus) may assist in the diagnosis of this con-
dition. Common causes of secondary dysmenorrhea
(menstrual pain related to another medical condition)
include cervical stenosis (cervical closure/narrowing),
endometriosis (abnormal uterine tissue), pelvic infec-
tions due to sexually transmitted diseases, adhesions
from having prior pelvic surgery, pelvic congestion syn-
drome, stress, and use of an intrauterine device (IUD).
In addition, secondary dysmenorrhea may occur in
patients with psychological issues. Many causes of sec-
ondary dysmenorrhea require surgical management but
some patients may benefit from a referral to a chronic
pain management clinic where a multidisciplinary
approach to their pain is planned.

SEE ALSO: Endometrial polyps, Endometriosis, Menstrual cycle
disorders, Uterine fibroids
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Dyspareunia Pain during or after sexual inter-
course is called dyspareunia. Women with dyspareunia
may experience pain in the labia, clitoris, vagina, or
deep in the pelvis. There are many causes of dyspareu-
nia, and most can be treated successfully. The pain of
dyspareunia can vary from superficial pain at penile
entry of the vagina, to deeper pain with full penetration
or penile thrusts. Some women experience painful
spasms of the vaginal muscles with intercourse known
as vaginismus.

Some common causes of dyspareunia include vagi-
nal dryness, skin conditions, endometriosis, infections,
and psychological trauma. Vaginal dryness occurs
because the normal increase in vaginal lubrication dur-
ing sexual stimulation may be diminished at certain
times in a woman’s life such as during breast-feeding
or at menopause. This is caused by a lowered level of
the female hormone estrogen. Certain medications can
also cause vaginal dryness, including tamoxifen and
antihistamines.

Certain chronic skin conditions, such as eczema
and lichen planus, can cause irritation to the labial area.
Similarly, allergic reactions to clothing or chemicals
(such as bath preparations, laundry products, feminine
hygiene products, contraceptive jellies and foams, or
condoms) can lead to irritation and dyspareunia. A con-
dition called vulvar vestibulitis is a chronic irritation of
the tissue at the opening of the vagina.

In endometriosis, the cells in the lining of the
uterus migrate up through the fallopian tubes and grow
abnormally inside the pelvis. This may lead to pain
with intercourse, painful menses (dysmenorrhea),
and/or infertility. Infections such as urinary tract
(bladder) infections, vaginal infections, and sexually

transmitted diseases can all lead to pain during or after
intercourse. Women who have experienced psycholog-
ical trauma such as previous sexual abuse or sexual
assault may later develop sexual difficulties, including
dyspareunia.

A thorough history and physical examination will
sometimes pinpoint the specific cause of dyspareunia.
The physician will seek to understand the timing and
circumstances of the pain, type of pain (superficial or
deep, at penile entry or later during intercourse), and
any improvements with changes in positions. The
woman seeking evaluation for dyspareunia should have
an accurate record of her current medications and pre-
vious medical and surgical history. The sexual history
will be important to discuss, including any previous
abuse, the onset of the symptoms, and whether any
remedies have been tried (such as lubricants if vaginal
dryness has been experienced).

The physical examination will require a thorough
evaluation of the female genitalia, including the labia,
clitoris, vagina, and pelvic organs (uterus, ovaries, and
supporting tissues). Depending on the suspected
cause of the pain, the physician will obtain cultures to
detect infection or biopsies of chronically irritated
tissue. If endometriosis is suspected, a surgical proce-
dure known as laparoscopy may be necessary to look
inside the abdomen in order to make an accurate
diagnosis.

TREATMENT

The treatment should be aimed at the cause of the
pain. Conditions leading to vaginal dryness can usually
be successfully treated with lubricants (such as
Astroglide) or estrogens in either oral or vaginal forms.
Labial skin conditions are generally treated with med-
icated creams to reduce inflammation and by the
avoidance of any clothing or chemicals leading to an
allergic reaction. Vaginal and urinary tract infections
are almost always successfully treated with the appro-
priate antibiotic or antifungal medication, either topi-
cally or orally. Endometriosis may require treatments
that are either medical (medications to reduce or sup-
press growth) or surgical (to remove the abnormal
growths).

Dyspareunia that results from previous psycholog-
ical trauma or pain that remains undiagnosed after a
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medical evaluation, often requires psychological coun-
seling. Therapists with specific training and interest in
dyspareunia and other sexual disorders can provide
effective treatment leading to improvement.

PREVENTION

To prevent the more common causes of dyspareu-
nia, women should consider the following:

1. If vaginal infections are a problem, avoid tight
clothing. Wear cotton underwear and change to
dry clothing immediately after swimming.

2. To avoid urinary tract or bladder infections,
wipe front to back after urinating, and urinate
soon after intercourse.

3. When vaginal dryness is noted, use lubricants to
minimize further irritation.

SEE ALSO: Endometriosis, Sexual organs, Vaginismus
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Dysthymia Dysthymic disorder is a chronic mood
disorder characterized by depressed mood (extreme
irritability in children and teenagers) almost every day
for most of the day for at least 2 years in adults and
1 year for children and teenagers. Most individuals with
these disorders complain that they have been depressed
for as long as they can recall. Other symptoms that
accompany these feelings are at least two of the
following: appetite abnormalities, changes in sleep
patterns, excessive tiredness, poor self-esteem, difficul-
ties with memory and concentration, and feelings
of hopelessness and helplessness. Although the term

“dysthymia” was first used in 1980 in order to bring a
clearer understanding of depressive disorders that did
not meet the criteria for major depression, were more
chronic and less severe, and implied a temperamental
dysphoria, the term is often imprecise. Perhaps a good
definition is that of a chronic, low-grade depression that
lasts more than 2 years.

Using the best definition possible, as outlined in
the Diagnostic and Statistical Manual of Mental
Disorders, fourth edition, this is a common condition
affecting about 3% of the population in the United
States. Women have about 1.5–3 times more such
conditions than men from adolescence through
menopause. They occur more often in unmarried per-
sons, those with low income and more health and other
psychiatric illnesses. In fact about 75% of those with
dysthymic disorder have another psychiatric diagnosis,
the most common of which is major depressive disor-
der. Other common disturbances that exist with dys-
thymia are anxiety disorders such as panic and
substance abuse, attention deficit disorder, conduct dis-
orders, and personality disorders.

Causes of dysthymia are not clearly known, but
some of the same factors that cause major depression
have been implicated so that biological, psychological,
and social factors are most likely involved. Some of the
biological factors seen in major depression also occur in
dysthymia such as rapid eye movement (REM) latency
and decreased REM density. Those with dysthymia are
much less likely to have positive results on tests of the
adrenal axis (abnormal levels of hormones in the
blood) such as the dexamethasone-suppression test
(DST). Psychological theories relate to early develop-
mental problems while cognitive theories revolve
around diminished self-esteem and sense of helpless-
ness. In helping make the diagnosis one must take care
to be sure that the person does not have major depres-
sion, and if one does, it is known as double depression.
Also, it is important to note that there is no mania or
hypomania. About half of those with dysthymia have
gradual onset prior to age 25. They are at increased risk
for major depression or for bipolar I or II. Women with
dysthymia are also at risk for premenstrual syndrome
(PMS), premenstrual dysphoric disorder (PMDD), and
pregnancy-related depressions.

While the outlook for those with this disorder used
to be quite dismal with only about 15% achieving a
complete remission, newer treatments have raised this
to about 75%. Newer treatments include some of the
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medications that raise serotonin levels of the neuro-
transmitters such as the antidepressants Prozac, Zoloft,
Celexa, and others. Psychotherapies also have proven
effective with and without medications. These include
cognitive-behavioral, interpersonal, insight-oriented,
family, and group therapies. Hospitalization is not usu-
ally indicated.

SEE ALSO: Anxiety disorders, Depression
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Eating Disorders Eating disorders (ED) are
classified in the Diagnostic and Statistical Manual of
Mental Disorders, fourth edition (DSM-IV) on the basis
of symptom clusters, characterized by severe distur-
bances in eating behavior and excessive concern about
body shape or weight. Patients generally deny symp-
toms, are reluctant to seek help despite significant med-
ical and psychiatric comorbidity, and are brought to
care by family worried about their severe weight loss.

Anorexia nervosa (AN) includes an intense fear of
gaining weight, refusal to maintain a normal weight,
disturbed perception of one’s own shape or size, and, if
female, amenorrhea of at least three consecutive cycles.
AN is subcategorized as (a) restricting (severe diet/low
intake) or (b) binge eating/purging type (self-induced
vomiting, misuse of laxatives, diuretics, or enemas).
Comorbid symptoms include depression or sadness,
social withdrawal, irritability, insomnia, or decreased
sexual interest. Depression may be secondary to the
physiological sequelae of semistarvation and resolve
only after partial or complete weight restoration.
Obsessive–compulsive features like frequent thoughts
of food, hoarding food, picking/pulling apart small
portions of food or collecting recipes, and concerns of
eating in public are common.

Bulimia nervosa (BN) includes recurrent episodes of
out-of-control, excessive or binge eating (occurring on an
average, at least twice a week for 3 months), and self-
evaluation, unduly influenced by body shape and weight.
Individuals are typically ashamed and binge eat in
secrecy. Unlike AN, BN patients are typically within nor-
mal weight range and restrict their total caloric

consumption between binges. Patients with BN may have
difficulties with impulse regulation and substance abuse.

Many patients, particularly in younger age groups,
have a combination of ED symptoms that cannot be
easily categorized as either AN or BN and are technically
diagnosed as eating disorders—not otherwise specified
(ED-NOS). The Eating Attitudes Test, Eating Disorders
Inventory, or Body Shape Questionnaire may be helpful
in assessing ED.

AN often begins in the midteens and affects up to
4% of adolescents and young adults. In females, the life-
time prevalence of AN ranges from 0.5% to 3.7% when
more broadly defined while BN ranges from 1.1% to
4.2%. Both are 6 to 10 times more common in females,
and are more prevalent in industrialized societies. Rates
are rising in countries like Japan and China, where
women are increasingly exposed to cultural change and
modernization. In the United States, eating disorders are
common in young Hispanic, Native American, and
African American women, but are still less frequent than
in Caucasian women. Female athletes involved in run-
ning, gymnastics, or ballet, and male bodybuilders and
wrestlers are at greater risk.

Biological and psychosocial factors are implicated
in the pathophysiology, but exact mechanisms remain
unknown. Endogenous opioids may reduce hunger in
patients with AN, while endorphin levels increase after
purging and initially induce feelings of well-being.
Diminished neurotransmitter (norepinephrine) turnover
and activity are suggested by reduced 3-methoxy-4-
hydroxyphenylglycol in the urine and cerebrospinal fluid
of some patients with AN. Antidepressants often benefit
patients with AN or BN and implicate a role for the
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neurotransmitters serotonin and norepinephrine.
Starvation from AN or BN results in hypercortisolemia
(elevated blood cortisol), nonsuppression of dexametha-
sone, suppression of thyroid function and amenorrhea
(absence of menstrual periods). Computerized tomo-
graphic (CT) studies of the brain may show enlarged
sulci and ventricles (abnormal brain structure), a finding
that is reversed when patients with AN gain weight.
Positron-emission tomography (PET) scan indicates
higher metabolism in the caudate nucleus (a structure in
the brain) during the anorectic state than after hyperali-
mentation (enriched tube or intravenous feeding). First-
degree female relatives and monozygotic (identical)
twins of patients with AN have higher rates of AN and
BN. Children of patients with AN have a lifetime risk for
AN which is 10-fold that of the general population (5%).
High levels of hostility, chaos, and isolation and low lev-
els of nurturance and empathy are reported in families of
children presenting with ED. Some believe self-starvation
develops as adolescents struggle to be unique and inde-
pendent, yet respond to societal pressures to be slender.

Any medical illness like malignancy, brain tumors,
epilepsy, gastrointestinal disease, or AIDS that is associ-
ated with weight loss can simulate AN and sometimes
BN. Likewise, patients with major depression may have
a decreased appetite but no associated fear of obesity
or body image disturbance, unless a comorbid ED
exists. Patients with somatization disorder do not gen-
erally express a morbid fear of obesity, and are less
likely to have severe weight loss or amenorrhea.
Patients with schizophrenia may have delusions about
food being poisoned but rarely are concerned with
caloric content. Kluver–Bucy syndrome is a rare condi-
tion characterized by hyperphagia (excessive eating),
hypersexuality, and compulsive licking and biting.
Klein–Levin syndrome, another uncommon disorder, is
more frequent in men, and consists of hyperphagia and
periodic hypersomnia (excessive sleeping).

Medical Comorbidity of Eating Disorders. Complica-
tions are related to weight loss and purging (vomiting
and laxative abuse).

TREATMENT

A comprehensive treatment plan includes a combi-
nation of nutritional rehabilitation with behavior changes,
psychotherapy, and medication. Treatment guidelines are

readily available with an abridged, up-to-date version at
www.guidelines.gov/index.asp.

Indicators for hospitalization include weight less
than 75% of the estimated healthy weight, serious elec-
trolyte or metabolic abnormalities, significant vital sign
abnormalities, failure of intensive outpatient intervention,
or comorbid psychiatric illness, particularly suicidality.
Nutritional rehabilitation supports 2–3 lb/week weight
gain for a hospitalized patient and 0.5–1 lb/week for
an individual treated as an outpatient. Intake levels
should start at 30–40 kcal/kg per day in divided meals.
Inpatient treatment includes monitoring daily morning
weights, vital signs, fluid intake and output, and frequent
physicals to detect circulatory overload, refeeding
edema, or bloating. Monitoring low potassium or phos-
phorus levels and obtaining an electrocardiogram will
help to detect medical complications. Stool softeners and
not laxatives are preferred for treatment of constipation,
while vitamins and mineral supplements replenish defi-
ciencies. Praising positive effort yet restricting exercise
and purging are important behavioral strategies. Close
supervision and restricted access to bathrooms for at
least 2 hr after meals may be necessary.

Psychosocial treatments are required during hospi-
talization and after discharge. Commonly used models
include dynamic expressive-supportive therapy and
cognitive behavioral techniques. Planned meals with
self-monitoring as well as exposure and response
prevention can strengthen gains. Support or therapy
groups or 12-step programs like Overeaters Anonymous
may provide adjunctive treatment and diminish relapse.
Family therapy and marital therapy is helpful with dys-
functional family patterns and interpersonal distress.

Medications for treatment of AN can be initiated
before or after weight gain. Individuals can maintain nor-
mal eating behaviors as well as treat associated psychi-
atric symptoms. Antidepressants like serotonin-specific
reuptake inhibitors, for example, fluoxetine (Prozac) are
commonly considered, particularly if, depressive, obses-
sive, or compulsive symptoms persist in spite of or in the
absence of weight gain. Tricyclic antidepressants should
be used with caution due to greater risks of cardiac
arrhythmias or hypotension. Occasionally, low doses of
antipsychotics can be used for marked agitation with
psychotic thinking. Antianxiety medications like benzo-
diazepenes can be helpful for extreme anticipatory anx-
iety before eating. Estrogen replacement alone does not
generally appear to reverse osteoporosis or osteopenia,
and unless there is weight gain, it does not prevent fur-
ther bone loss. There is no evidence regarding efficacy of
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biphosphonates in treatment of associated osteoporosis.
Agents which encourage bowel motility, such as
metoclopramide are commonly used for bloating and
abdominal pains due to gastroparesis and premature
satiety (“fullness”) but require monitoring for drug-
related extrapyramidal side effects.

Antidepressants are also used to reduce the
frequency of disturbed eating behaviors and treat comor-
bid depression, anxiety, obsessions, and impulse-
disorder symptoms in BN. Fluoxetine is currently
approved by the Food and Drug Administration for
BN, but other antidepressants like sertraline (Zoloft),
paroxetine (Paxil), citalopram (Celexa), imipramine,
nortriptyline, desipramine, and monoamine oxidase
inhibitors (MAOI) have also been used. Doses of tricyclic
antidepressants and MAOI antidepressants parallel those
used to treat depression, but higher doses of fluoxetine
(60–80 mg/day) may be needed to treat BN. Bupropion
is contraindicated in purging bulimic patients, who have
greater risk of seizures. Lithium remains an adjunct for
comorbid bipolar disorders or treatment resistance.

As a general guideline, it appears that one third
of individuals fully recover, one third retain sub-
threshold symptoms, and one third with higher
psychiatric comorbidity remain chronically eating disor-
dered. Long-term follow-up of AN shows recovery
rates ranging from 44% to 76% with prolonged recov-
ery time, but mortality up to 20% is primarily from
cardiac arrest or suicide. Short-term success with BN
is 50–70%, with relapse rates between 30% and 50%
after 6 months. Although there are little long-term data
on BN, patients generally fare better as compared to
AN patients.

SEE ALSO: Adolescence, Anorexia nervosa, Binge eating disor-
der, Body image, Bulimia nervosa, Depression
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Ectopic Pregnancy Ectopic pregnancy occurs
when the blastocyst (embryo) implants at locations
other than the endometrium, or lining of the uterine
cavity. The most common site of occurrence is in the
fallopian tube. Other sites include the cervix, the cor-
nual portion of the uterus, the ovary, and the abdomi-
nal cavity. The incidence of ectopic pregnancy has been
steadily increasing. In the United States, about 2 out of
every 100 pregnancies end in an ectopic pregnancy. The
increased incidence of ectopic pregnancy is thought to
be due to the increased incidence of salpingitis (infec-
tion of the fallopian tubes), due to chlamydia or other
sexually transmitted diseases. The delay in childbearing
to the 30s, the use of progestin-only contraception, and
tubal surgery including tubal sterilization also con-
tribute to the increased incidence seen. Other causes
include a congenital or acquired abnormality of the fal-
lopian tube, hormonal imbalances, ovulation induction
medications, and abnormality of embryonic develop-
ment. In some social groups, the incidence of ectopic
pregnancy is higher. In African American women and
unmarried women, the risk of death from a ruptured
ectopic pregnancy is higher than in the general popu-
lation. Although the rates of ectopic pregnancies have
increased, the percentage of ectopic pregnancies that
become fatal has decreased.

The most common presenting symptoms of an
ectopic pregnancy are abdominal pain, absence of
menses, and irregular vaginal bleeding. The diagnosis
of ectopic pregnancies is made with a thorough history
and physical examination, and a variety of specialized
tests including obtaining serial serum HCG levels (serial
levels of substance in the blood produced by the devel-
oping fetus), performance of a transvaginal ultrasound
(sound wave visualization of the structures around the
vagina), culdocentesis looking for internal bleeding
(examination of fluid to determine presence of blood),
and laparoscopy (specialized examination using a small
tube). Ninety percent of women with ectopic pregnan-
cies have an abnormal pattern of serially obtained
quantitative HCG levels.
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Management of ectopic pregnancies includes surgi-
cal and nonsurgical management. Current surgical treat-
ment includes laparoscopy or laparotomy. Nonsurgical
management includes medical therapy with methotrex-
ate or expectant management where the patient is
closely observed. The rate of repeat ectopic pregnan-
cies after a single ectopic pregnancy is about 15%. The
subsequent conception rate in women with an ectopic
pregnancy is about 60%.

SEE ALSO: Infertility, Pregnancy
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Eczema see Dermatitis

Edema Edema, commonly referred to as swelling,
is a widespread finding with multiple potential etiolo-
gies. Weight gain generally occurs prior to edema for-
mation as the body’s total water stores increase. In most
cases, edema first occurs symmetrically in the lower
extremities. This is due to gravity’s role in increasing the
hydrostatic (fluid) pressure in the lower extremity veins
and is referred to as dependent edema. However,
edema can be generalized (referred to as anasarca),
asymmetric, or it can be localized to the lungs (pul-
monary edema), peritoneal cavity (ascites), or pleural
cavity (hydrothorax).

The regulation of the body’s water stores is com-
plex. One third of the total body water is extracellular,
of which three quarters is extravascular. This relation-
ship is governed by a complex interaction of fluid pres-
sure, proteins, and vessel wall permeability referred to
as the Starling forces. The hydrostatic (fluid) pressure in
the vasculature and the colloid oncotic (protein)

pressure in the interstitium promote efflux of fluid from
the vascular to the extravascular space. The hydro-
static interstitial pressure and the intravascular colloid
oncotic pressure sustain intravascular volume. Intact lym-
phatic drainage and capillary endothelial integrity are
essential for maintaining fluid homeostasis. Any changes
in this delicate balance favoring increased extravascular
fluid accumulation lead to the formation of edema.

Congestive heart failure is a common cause of
edema. The weakened heart results in an increase in
hydrostatic pressure in the lungs and venous vascula-
ture in left and right heart failure, respectively.
Additionally, as blood flow to the kidneys is reduced,
neurohormonal changes take place that lead to fluid
and sodium retention increasing the body’s total water
stores. The combination of increased venous capillary
pressure and increased total body water leads to an
egress of fluid to the extravascular space. Edema devel-
ops as interstial fluid accumulation outpaces the lym-
phatic system’s ability to drain. Additionally, patients
with constrictive pericarditis or restrictive cardiomyopa-
thy may develop peripheral edema via similar mecha-
nisms. In these conditions, the heart’s ability to relax
and fill during diastole is impaired. This leads to sys-
temic venous hypertension (i.e., increased hydrostatic
pressure).

Chronic venous insufficiency is another frequent
cause of edema. This occurs as a result of venous valvu-
lar incompetence. It is most often secondary to the
sequelae of deep venous thromboses (blood clots).
Lower extremity edema develops, usually asymmetri-
cally, then varicosities, induration, pigment changes,
and fibrosis. In severe cases, venous stasis ulcers can
develop around the medial malleoli (ankle).

Hypoproteinemia, low blood protein, leads to
edema because the decreased intravascular protein con-
centration shifts the Starling forces in favor of interstitial
fluid accumulation. Hypoproteinemia can occur
through a variety of mechanisms. These include severe
nutritional deficiency, severe liver disease with
decreased protein synthesis, protein-losing gastro-
intestinal diseases, and nephrotic syndrome.

Cirrhosis, end-stage liver disease, results in edema
by many mechanisms. Portal hypertension increases
venous hydrostatic pressure and decreases the “effec-
tive” circulating volume thereby leading to decreased
kidney perfusion. This stimulates neurohormonal
changes that result in increased renal sodium and water
retention. Additionally, protein synthesis is often
impaired and decreases plasma oncotic pressure.
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Initially, fluid accumulation in cirrhosis develops in the
peritoneal cavity with ascites.

Lymphedema results from impaired lymphatic
drainage. Secondary lymphedema is usually caused by
lymph node surgery, radiation, or cancerous invasion.
Primary lymphedema is most commonly lymphedema
praecox (10 : 1 female-to-male ratio). It is usually limited
to the foot and calf and it occurs in young women often
at the time of menarche or first pregnancy.

Pregnancy is a unique situation. Edema is the norm
occurring in approximately 80% of all pregnancies.
Most weight gain occurs after 20 weeks with approxi-
mately 70% due to water. Total body water increases
from 7 L to 9 L. This occurs secondary to neurohor-
monal changes associated with pregnancy. Postpartum
the fluid is quickly eliminated once the neurohormonal
milieu returns to the prepregnancy state.

Edema in menstruating females in the absence of
cardiac, hepatic, or renal disease is referred to as idio-
pathic edema. Initially, it occurs premenstrually, but
often becomes persistent. The exact etiology of this
phenomenon is uncertain, but it is felt to be caused by
exaggerated volume depletion with standing secondary
to venous pooling. This increases hydrostatic pressure
and promotes extracellular fluid accumulation. The
neurohormonal milieu then shifts to favor sodium
retention further promoting edema. Additional potential
etiologies for idiopathic edema include refeeding and
diuretic-induced edema. In refeeding edema, weight-
conscious individuals drastically reduce caloric intake
for a period of time. At the end of the diet, increased
caloric intake increases insulin release promoting
sodium retention. In diuretic-induced edema, minor
ankle edema leads to initiation of a diuretic. This acti-
vates neurohormonal changes favoring edema forma-
tion. Once diuretics are withdrawn, edema develops
secondary to these neurohormal changes, which take
some time to resolve. The mistaken assumption is then
made that long-term diuretic therapy is necessary.

Many medications are well known to cause edema.
Common culprits include calcium channel blockers,
minoxidil, diazoxide, thiazolidinediones, estrogens/
progesterones (including oral contraceptives), cortico-
steroids, and nonsteroidal anti-inflammatory agents.
Cessation of the offending agent results in resolution of
the edema. Other etiologies of edema include allergic
reactions, angioedema, severe burns, and idiopathic
edema where edema formation is secondary to altered
capillary endothelial permeability. Myxedema occurs
most commonly in hypothyroidism and its genesis is

not fully understood, but altered capillary endothelial
permeability is known to play a role.

The treatment of edema depends upon the etiology.
The mainstays of therapy generally include sodium
restriction and diuretic therapy. Support hose is an
important and often overlooked tool to aid in the man-
agement of lower extremity edema particularly in
patients with venous insufficiency. Edema in preg-
nancy is treated primarily with sodium restriction and
support hose. In myxedema, correction of the under-
lying endocrine abnormality is necessary to eliminate
edema.

SEE ALSO: Cardiovascular disease, Chest pain, Chronic
obstructive pulmonary disease, Congestive heart failure,
Hepatitis, Pregnancy, Thyroid diseases, Weight control
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Education This entry will address both education
and literacy since they are closely linked concepts,
albeit with very different meanings. The Merriam-
Webster Dictionary defines education as “the action or
process of providing schooling for” or “to train by for-
mal instruction and supervised practice especially in a
skill, trade, or profession.” Literacy is defined as the
quality or state of being able to read and write. Often
these terms are used interchangeably; however,
although one might be educated, it does not ensure
that one is literate. In a review of the literature, some
studies used the terms interchangeably, others dis-
cussed education but measured literacy, while still others
distinguished between general literacy and health
literacy.
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EDUCATION

The National Institutes of Health report associa-
tions between education and health across a broad
range of illnesses, including coronary heart disease,
many types of cancer, Alzheimer’s disease, some mental
illnesses, diabetes, and alcoholism. In addition, many
important health risk factors for disease, such as use of
cigarettes, have been linked to educational attainment.
For most diseases, segments of the population with
lower levels of education have higher risks of these
diseases.

Education appears to be a protective factor in
health. In some studies of clinical treatments, those with
lower levels of educational attainment demonstrated
poorer outcomes. In studies of chronic diseases such as
HIV or diabetes, the effectiveness of self-management
and adherence to medical treatment appear related to
educational attainment. However, there is little research
on what specific aspect of the educational process or
experience is linked to health.

Several different types of biological, psychological,
and social pathways have been proposed as possibly
explaining the association between education and
health. Examples of possible psychological or social
pathways include the following:

1. Education leads to higher income, which allows
the purchase of more health insurance, better
housing, and other goods and services.

2. Education might lead to greater optimism about
the future, self-efficacy, or sense of control,
which might alter health behaviors or adherence
to medical treatments or ability to self-manage
chronic illnesses.

3. Education might improve important cognitive
skills including literacy, enhanced decision-
making, and analytical skills, which allow individ-
uals to be more successful in managing their
health problems, in interacting with the health care
system, or in preventing future health problems.

IMPLICATIONS FOR WOMEN’S HEALTH

Domestic Violence

According to results from the National Violence
against Women survey, couples with status disparities
(e.g., educational level, income) experience more inti-
mate partner violence than do couples with no status

disparities; however, women were significantly more
likely to report violence by a current partner if their
education level was greater than their partners. In a
study of pregnant Mexican women, women with less
than a primary education were 1.78 times more likely to
be victims of domestic violence.

Preventive Care

Regardless of race and ethnicity, women of color
who had a regular doctor were at least twice as likely
as those who did not to receive preventive care.
However, women with less than a high school educa-
tion were less likely to seek preventive care.

LITERACY

In its 1991 National Literacy Act, Congress defined
literacy as “an individual’s ability to read, write, and
speak in English, and compute and solve problems at
levels of proficiency necessary to function on the job
and in society, to achieve one’s goals, and develop
one’s knowledge and potential.” Literacy was redefined
in the Workforce Investment Act of 1998, as “an indi-
vidual’s ability to read, write, and speak in English,
compute and solve problems at levels of proficiency
necessary to function on the job, in the family of the
individual and in society.” This new definition is a
broader view that recognizes literacy as more than just
an individual’s ability to read. As information and tech-
nology have increasingly shaped our society, the skills
we need to function successfully in it have gone
beyond reading, and literacy has come to include the
skills listed in the updated definition.

Measuring Literacy

When literacy was simply a synonym for reading
skill, it was typically measured in grade-level equiva-
lents. In other words, an adult’s literacy skill was
described as equivalent to reading at a specific grade in
the U.S. educational system of kindergarten through
twelfth grade. A more complex and realistic conception
of literacy that emphasizes its uses in adult activities
helped create momentum for new forms of literacy
measurement. To determine the literacy skills of
American adults, the 1992 National Adult Literacy
Survey (NALS) used test items that resembled everyday
life tasks involving reading prose, understanding
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common legal and governmental documents, and using
quantitative skills. The NALS classified the results into
five levels that are now commonly used to describe
adults’ literacy skills.

Almost all adults in Level 1 can read a little but not
well enough to fill out an application, read a food label,
or read a simple story to a child. Adults in Level 2 usu-
ally can perform more complex tasks such as compar-
ing, contrasting, or integrating pieces of information,
but usually not higher level reading and problem-
solving skills. Adults in Levels 3 through 5 usually can
perform the same types of more complex tasks on
increasingly lengthy and dense texts and documents.

The NALS found a total of 21–23%—or 40–44 mil-
lion—of the 191 million American adults age 16 or older
at Level 1, the lowest literacy level. Although many
Level 1 adults could perform a number of tasks involv-
ing simple texts and documents, all adults scoring at
Level 1 displayed difficulty using certain reading, writ-
ing, and computational skills considered necessary for
functioning in everyday life. Rather than classifying
individuals as either “literate” or “illiterate,” NALS cre-
ated three literacy scales: prose literacy, document liter-
acy, and quantitative literacy. Each scale reflects a
different type of real-life literacy task.

Many factors help to explain why so many adults
demonstrated English literacy skills in the lowest profi-
ciency level defined (Level 1). Twenty-five percent of
the respondents who performed in this level were
immigrants who may have been just learning to speak
English. Nearly two thirds of those in Level 1 (62%) had
terminated their education before completing high
school. A third were age 65 or older, and 26% had phys-
ical, mental, or health conditions that kept them from
participating fully in work, school, housework, or other
activities. Nineteen percent of the respondents in Level 1
reported having visual difficulties that affected their
ability to read print.

In the executive summary of the 1993 report, “Adult
Literacy in America: A First Look at the Results of the
National Adult Literacy Survey,” the National Center for
Educational Statistics reported that individuals surveyed
who demonstrated higher levels of literacy were more
likely to be employed, work more weeks in a year, and
earn higher wages than individuals demonstrating
lower proficiencies. Adults in the lowest level on each
of the literacy scales (17–19%) were far more likely than
those in the two highest levels (4%) to report receiving
food stamps. Nearly half (41–44%) of all adults in the
lowest level on each literacy scale were living in

poverty, compared with only 4–8% of those in the two
highest proficiency levels.

HEALTH LITERACY

The term health literacy was first used in a 1974
paper titled “Health Education as Social Policy.” In dis-
cussing health education as a policy issue affecting the
health care system, the educational system, and mass
communication, Simonds called for minimum standards
for health literacy for all school grade levels. This early
use of the term shows there is a link between health lit-
eracy and health education. The President’s Committee
on Health Education defined, in 1973, health education
as “…a process which bridges the gap between health
information and health practices.” Failures in health
education have certainly contributed to poor health lit-
eracy, but the roots of health literacy problems in the
United States are not just in the history of our system of
education. Health literacy problems have grown as
patients are asked to assume more responsibility for
self-care in a complex health care system. Patients’
health literacy, then, can be thought of as the currency
needed to negotiate this complex system.

A 1999 report of the Council of Scientific Affairs of
the American Medical Association refers to functional
health literacy as “the ability to read and comprehend
prescription bottles, appointment slips, and the other
essential health-related materials required to success-
fully function as a patient.” The National Institute on
Deafness and Other Communication Disorders defines
health literacy as incorporating “… a range of abilities
to read, comprehend, and analyze information; decode
instructions, symbols, charts, and diagrams; weigh risks
and benefits; and, ultimately, make decisions and take
action…specifically associated with disease prevention
and health promotion.” Therefore, health literacy is
essential to health promotion, defined as “the science
and art of helping people change their lifestyles to
move toward a state of optimal health,” particularly as
we address issues of primary prevention. A health liter-
ate individual is more apt to know how to answer the
question “How do I keep myself well?” Adequate health
literacy may be of even greater importance in sec-
ondary prevention (prevention of complications or after
effects of existing disease), as ineffective communica-
tion between health providers and patients can result in
medical errors due to misinformation about medications
and self-care instructions.

243

Education



According to Healthy People 2010, an individual is
considered to be “health literate” when he or she pos-
sesses the skills to understand information and services
and use them to make appropriate decisions about
health. Alarmingly, these skills and strategies are
absent in more than half of the U.S. population. This
fact is more disturbing when one considers that these
are the very skills and strategies that often lead to
longer life, improved quality of life, reduction of both
chronic disease and health disparities, as well as cost
savings.

IMPLICATIONS OF EDUCATION LEVEL AND
LITERACY FOR WOMEN’S HEALTH

A woman’s health reflects both her individual biol-
ogy and her sociocultural, economic, and physical envi-
ronments. These factors affect both the duration and the
quality of her life. For example, the average life
expectancy for a woman varies considerably according
to her race. In 1997, the average life expectancy for
white women was 5 years longer than that of African
American women (80 vs. 75 years). Women who live in
poverty or have less than a high school education have
shorter life spans; higher rates of illness, injury, disability,
and death; and more limited access to high-quality
health care services.

Historically, women have also been the primary
health care providers and health decision-makers for
their families. Nearly two thirds of women polled in a
recent national survey indicated that they alone were
responsible for health care decisions within their
family, and 83% had sole or shared responsibility for
financial decisions regarding their family’s health.
Women are also the primary caregivers for ill or
disabled family members. Of the estimated 15% of
Americans who are informal caregivers, an estimated
72% are women—many of them sandwiched between
caring for an ailing relative and caring for their own
children.

In a recent review article on literacy and women’s
health, Tomlinson found that literacy, rather than eth-
nicity, was more strongly associated with risks for poor
health, except in the case of childbirth outcomes and
smoking habits. In some studies where formal educa-
tion was high and health literacy was low, she found
that this was due to a lack of specific information, mis-
conceptions, or misinterpretations. These findings led

to the conclusion that formal education neither assures
health literacy nor eliminates genetic or environmental
predisposition for disease since traditional beliefs,
values, and religion influenced health knowledge and
perceptions.

In a study by Shimouchi and colleagues, literacy
was identified as a predictor of infant mortality in 97
developing countries. In Nicaragua, a survey of women
and infants found fertility and infant mortality declining
over 30 years; the former explained by an increase in
the level of education, the latter by targeting socioeco-
nomically disadvantaged women with interventions to
reduce infant mortality.

IMPACT ON HEALTH CARE PRACTITIONERS’
EDUCATION AND PERCEPTIONS

Health care practitioners’ efficacy in delivering ser-
vices and disseminating information regarding women’s
health is influenced largely by formal education, cul-
tural beliefs and perceptions about health, and access to
health care information and resources. Reports of tradi-
tional practices (ways of protecting and restoring health
that existed before the arrival of modern or Western
medicine) often reflect patient and provider relation-
ships based on common links, informal literacy, and
perceptions. Tomlinson reports that traditional
providers are the preferred health care provider for
many women, regardless of provider level of literacy or
training.

The impact of literacy on women’s health illumi-
nates the measure of responsibility providers must
assume in educating their patients, and the magnitude
of the need to provide systematic support. Health com-
munication professionals must consider education and
literacy and all their facets when developing health
materials and communication strategies for a range of
diverse audiences—each with differing abilities, experi-
ences, levels of knowledge, and cultural beliefs and
practices.

The National Literacy and Health Project of the
Canadian Public Health Association has conducted
numerous surveys that confirm that low literacy has a
major negative impact on health and that literacy is a
major factor underlying other determinants of health.
They report that poverty, low literacy, and health prob-
lems are interrelated in a number of ways, for example,
literacy affects people’s access to decent jobs and
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decent incomes. Low-literacy workers are more likely to
have unskilled jobs that tend to be more dangerous,
leading to a higher than average rate of workplace
injury. Low literacy limits the opportunities, resources,
and control that people have over their lives, which
may lead those individuals to have limited opportunities
to make informed choices about their lifestyle resulting
in unhealthy lifestyle practices. Literacy and health
goals have a better chance for success when pursued
together, and people working in health and adult edu-
cation fields should form partnerships, using literacy as
a channel for health promotion among low-literacy
populations.

SEE ALSO: Cancer screening, Gender, Life expectancy,
Preventive care
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GAIL E. SOUARE

Endometrial Polyps Endometrial polyps are
noncancerous (benign) growths found within the uter-
ine cavity. Usually they are asymptomatic and remain
undetectable for decades. In women without symptoms,
they are often found coincidentally when pelvic
ultrasound is performed for unrelated problems.
However, in women with abnormal uterine bleeding,
investigation of the bleeding may lead to their detection.

The symptoms most often related to uterine polyps
include abnormal bleeding, postcoital staining (bleed-
ing after intercourse), chronic vaginal discharge, painful
periods (dysmenorrhea), or infertility. Generally, the
abnormal bleeding associated with polyps is character-
ized by: intermenstrual (bleeding between periods) or
premenstrual spotting, or heavier menstrual flow, or
increased clotting at the time of menses. Additionally,
one fourth of women with polyps in the tube leading
from the vagina to the uterus (endocervical polyps) will
have an endometrial polyp.

Luckily, 99% of polyps removed by hysteroscopy
(surgical removal via small tube) are benign (non-
cancerous). In women who are experiencing symp-
toms, however, hysteroscopic removal is imperative to
evaluate the histology (microscopic evaluation) of the
endometrial polyps. Endometrial cancer and excessive
growth/numbers of cells of the endometrium (hyper-
plasia) rarely occur within an endometrial polyp. In
fact, only 1% of endometrial polyps may have a coex-
isting malignancy present. Even though cancer is rarely
found within an endometrial polyp, the surgical
removal of the polyps in patients who have abnormal
bleeding is imperative for two reasons. The first is to
treat menstrual dysfunction and the second is to reliably
exclude premalignant or malignant disease.

Recent advances in imaging techniques have
allowed for noninvasive (without surgery) detection of
polyps in the uterus and cervix. These include special-
ized diagnostic procedures called transvaginal ultra-
sound (TVUS) and saline infusion sonography (SIS).
Ultrasound is frequently requested for the evaluation of
pelvic pain, infertility, screening purposes, and in cases
where a standard pelvic exam does not provide a full
clinical assessment. The ultrasound is often particularly
helpful in imaging/visualizing the endometrium.
Ultrasonographers can reliably determine the endome-
trial thickness and texture. When the endometrial is
thickened, then gynecologists can better ascertain the
causes of thickening by performing simple procedures
like SIS or office hysteroscopy. These quick office-based
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procedures can reliably determine the presence of
endometrial polyps.

Patients who have symptomatic uterine polyps can
be offered minimally invasive treatment with removal of
polyps using a small tube inserted in the uterus (oper-
ative hysteroscopy). This technique permits rapid, safe,
and effective removal of the polyp with minimal anes-
thesia as an outpatient procedure. Because the tube is
inserted into the vagina for access to the uterus, con-
ventional abdominal surgery can be avoided.
Fortunately, polyps rarely reoccur when removed com-
pletely at hysteroscopy.

SEE ALSO: Dysmenorrhea, Menstrual cycle disorders
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LINDA D. BRADLEY

Endometriosis Endometriosis is the presence of
tissue, which should exist only inside the uterus
(endometrial glands and endometrial stroma), at sites
outside the uterus. This disease affects many women in
the reproductive age group, and chronic pelvic pain
associated with endometriosis is one of the most
common symptom complexes that gynecologists are
required to treat. Although its etiology has not been
conclusively identified, it is generally believed to
involve abnormalities in the immune system. It is
unclear whether this is causal or simply a response to
abnormal implants.

Endometriosis is associated with painful periods
(dysmenorrhea), painful intercourse (dyspareunia),
noncyclical pelvic pain, and infertility. There are also a
myriad of associated symptoms, especially those that
involve the gastrointestinal tract. Chronic pelvic pain
associated with endometriosis can be difficult to treat

because of the large number of patients who have
a relapse. The diagnosis of endometriosis can only be
made by a specialized procedure involving a small tube
that allows visualization inside the uterus/pelvis
(laparoscopy). Blood (serum) markers and pelvic imag-
ing techniques such as ultrasound lack sufficient sensi-
tivity and specificity to allow a diagnosis.

Most endometrial deposits are found in the pelvis
(ovaries, peritoneum, ligaments and structures around the
uterus, vagina, and rectum). Deposits outside of the
pelvis, including those in the umbilicus, and previous
surgical wounds are uncommon. The physical appear-
ance of endometriosis at laparoscopy can be quite varied.
The diagnosis is usually made visually at laparoscopy, but
cellular (histologic) analysis is important as well.

SYMPTOMS AND DIAGNOSIS

Patients with endometriosis can present with a
wide variety of symptoms and signs. Typically, dys-
menorrhea, dyspareunia, and noncyclic lower abdomi-
nal pain are common. Gastrointestinal symptoms such
as constipation, diarrhea, and abnormal urge to defe-
cate (tenesmus), similar to irritable bowel syndrome,
are also common. Urinary symptoms are less common
but pain with urination may occur. Patients with infer-
tility may not have any pain that they consider man-
ageable. The diagnosis in these patients is made at the
time of diagnostic laparoscopy for infertility. Many diag-
nostic tests have been proposed. The most popular is a
blood test called CA-125. Imaging modalities are gener-
ally not useful.

Intensive efforts are under way to develop non-
invasive methods of diagnosing endometriosis. Recently,
encouraging reports suggest that specialized tests of
blood or fluid in the abdomen (serum and peritoneal
fluid cytokines) might be helpful in the nonsurgical
diagnosis of endometriosis.

LAPAROSCOPIC ASSESSMENT

Diagnosis of endometriosis can be suggested by
history and examination, but definitive diagnosis can be
made only by visualization with a small tube
(laparoscopy) or conventional exploratory surgery
(laparotomy). Endometriosis is a heterogeneous disease
that ranges in severity from minimal to severe. The most
commonly used classification of endometriosis is
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according to the American Society for Reproductive
Medicine (formerly American Fertility Society). In this
system, the surgeon assigns a certain number of points
for disease identified at laparoscopy. This is based on
the area and depth of endometrial implants in the
abdominal cavity (peritoneum) or ovary, as well as the
extent of fibrous growths (adhesions) on the ovaries,
tubes connecting ovaries to uterus (fallopian tubes),
and related tissues. The patient is then assigned a stage
of I–IV. Definitive diagnosis of ovarian endometriomas
should be confirmed by microscopic cellular
(histopathologic) examination.

Endometriosis remains a difficult clinical enigma.
The clinician has to rely on the clinical history and
physical exam. Generally, diagnostic tests and imaging
modalities are not useful and diagnostic laparoscopy is
still the “gold” standard. However, empirical medical
therapy for chronic pelvic pain is acceptable before
diagnostic laparoscopy, in some circumstances. First-
line treatment for painful symptoms could be medical
or surgical. In infertility, surgery has been shown to be
effective while medical suppressive therapy has not.
Assisted conception has a primary role in moderate and
severe disease.

In the hands of the experienced laparoscopic sur-
geon, advanced endometriosis can be managed effec-
tively with short convalescence and excellent long-term
results. The primary care physician can manage most
endometriosis-associated symptoms. Consultation with
a specialist is recommended in certain circumstances.

MANAGING PAIN ASSOCIATED WITH
ENDOMETRIOSIS

In a double-blind randomized clinical trial, it was
found that two thirds of patients will have significant
relief from surgical management of endometriosis. More
dramatic relief was found from surgical management of
advanced endometriosis rather than early disease.
Medical therapy has been found to provide a similar
response rate.

MANAGING INFERTILITY ASSOCIATED
WITH ENDOMETRIOSIS

It is well established that a relation exists between
endometriosis and infertility. In advanced cases of

endometriosis, fertility is affected as a consequence of
the anatomical distortion of the pelvis caused by adhe-
sions or ovarian cysts, or both. Unlike an infection,
endometriosis does not damage the lining (luminal
epithelium) of the fallopian tube and thus surgery is
more likely to be successful. In minimal or mild cases of
endometriosis, the exact nature of the relation between
the disease and infertility is unclear. In a randomized
clinical trial to assess surgical management of early stage
disease in patients with infertility, it was found that the
pregnancy rate can double. Medical suppressive therapy
has not been shown to increase pregnancy rates.
Pregnancy rates with endometriosis-associated infertility
may be improved by laparoscopic surgery for moderate
to severe disease. Advanced endometriosis is character-
ized by extensive pelvic distortion that can be corrected
by surgical treatment.

SEE ALSO: Infertility, Laparoscopy
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MOHAMED A. BEDAIWY

TOMMASO FALCONE

Energy Healing There are many popular holistic
modalities that work with the human energy system.
One of the underlying principles they share is the belief
that all living things have an energy field that surrounds
them that is essential to life. Different cultures refer
to this life force as chi (China) or prana (India) or ki
( Japan). There are also energy centers in the body
known as chakras (a Sanskrit word meaning spinning
vortex). The third part of the energy system is a com-
plex network of meridians, pathways of energy flowing
throughout the body. It is believed that an open, flow-
ing energy system is essential to maintaining good
health. Pain, illness, and disease can be considered the
result of some form of blockage or disruption in the
flow of energy in the energy field, the energy centers,
or the meridians. Different modalities work to clear and
open this flow of energy and to restore harmony and
balance in order to promote physical, emotional, mental,
and spiritual well-being. Practices such as acupressure
and acupuncture work to open the flow of energy in
the meridians. Other practices such as Healing Touch,
Reiki, and Therapeutic Touch work primarily with the
energy field and energy centers. All three of these
modalities are done with the client fully clothed
and seated in a chair or lying on a table. There is
research to support the use of these modalities for
accelerated wound healing, pain management, and
decreased anxiety. The research base continues to grow

as these practices gain acceptance by the general public
and traditional medicine. These three modalities will be
explained in more detail.

Healing Touch is an energy-based therapeutic
approach that uses touch to influence the energy
system, thus affecting physical, emotional, mental, and
spiritual health. Healing Touch is taught in a multilevel
educational program that moves from beginning to
advanced practice. It was developed by Janet Mentgen,
RN, BSN, who has been practicing energy-based care
since 1980 in Denver, CO. Healing Touch practitioners
use their hands to assess and treat the energy system.
Practitioners may work using physical touch although it
is not required and at times practitioners work several
inches and sometimes feet away from the body. The
practices taught in the Healing Touch curriculum come
from a variety of sources including well-known healers
such as Alice Bailey, Brugh Joy, Rosalyn Bruyere, and
Barbara Brennan. To learn more about Healing Touch,
class schedules, and to locate a practitioner, contact
Healing Touch International, Inc. at 303-989-7982 or on
the web at www.healingtouch.net.

Therapeutic Touch was developed in the early
1970s by Dolores Krieger, PhD, a registered nurse and
professor of nursing at New York University, and Dora
Kunz, a noted healer. Therapeutic Touch is “a contem-
porary interpretation of several ancient healing practices”
(Krieger, 1993, p. 11). Therapeutic Touch practitioners
follow a sequenced procedure that includes centering,
assessment of the energy field, smoothing or unruffling
the energy field, and sending or modulating energy. This
is done in an effort to assist the client to move to a state
of energy balance. Therapeutic Touch practitioners com-
plete basic levels of training including mentorship with
experienced practitioners. To learn more or locate a
practitioner, contact Nurse Healers-Professional
Associates International at 801-273-3399 or www.thera-
peutic-touch.org.

Reiki is the Japanese word for “universal life
energy.” This energy-based, hands-on practice focuses
on transferring or channeling energy into specific areas
of the body. There are 12 standard hand placement sites
on the body, but an experienced Reiki practitioner may
also place his/her hands on other areas of the body to
address painful or diseased areas. Reiki can also be
done off the body. Reiki is taught or more correctly
passed down in an oral tradition from a Reiki master to
a student. For more information about Reiki, contact
The Reiki Alliance at 208-783-3535 or on the web at
www.reikialliance.com.
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It is important that someone wishing to try one of
these modalities be an informed consumer and ask
about training, credentials, and expertise. All of these
practices should be seen as complementing traditional
medical care.

SEE ALSO: Complementary and alternative health practices
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MARY M. DUENNES

Environment The effects of the environment on
health have long been recognized. In the United States,
industrial growth and increasing urban population cen-
ters in the mid-19th century resulted in concern about
the water supply and sewage management. Furthermore,
increasing use of coal-burning furnaces and the subse-
quent soot and cinders in the air led to public fear and,
ultimately, organization of public policy to address these
problems. State and local health boards were used to
improve public sanitation with clean drinking water the
first priority. Adequate sewage treatment was also a pri-
ority, although, due to economic limitations, strategies
for sewage treatment were slower to be adopted.

In the latter part of the 19th century, the problems
of air pollution were addressed by common councils of
large industrial cities. States would authorize cities to
regulate smoking nuisances (if the states were to do any-
thing). The local ordinances developed took a variety of
forms including modest fines for dense smoke emissions
to responsibility of an owner to eliminate smoke emis-
sions from his/her facility. Other ordinances prohibited
the use or sale of coals with certain ash and sulfur con-
tent. The enforcement of these laws was difficult as the
agencies had little resources for enforcement. As air
pollution increased in the first half of the 20th century,
county air pollution agencies replaced city smoke
inspectors. Finally, in 1955, the federal government got
involved through the Air Pollution Act of 1955.

In general, environmental protection up to the
1970s was largely left up to the states. However, pub-
lic concern over national and international environ-
mental conditions led to increasing federal government
involvement and the development of statutory require-
ments. The states were allowed to develop more
stringent standards, but were required to at least meet
the standards set forth by the federal government.
Policies enacted by the federal government include the
National Environmental Policy Act; the Federal
Insecticide, Fungicide, and Rodenticide Act; the Toxic
Substances Control Act; the Clean Air Act; the Clean
Water Act; and the Safe Drinking Water Act to name
a few.

Environmental epidemiology, which is the study of
the effect of the external environment on health, exam-
ines a broad range of factors. In addition to examining
associations between water and air quality to health,
environmental epidemiology is also concerned with
diseases associated with vector-borne and soil-borne
contaminants. Vector-borne illnesses are those that stem
from a nonhuman carrier of disease organisms and are
generally of greater concern in developing countries
compared to industrialized countries. Mosquitoes, flies,
rats, and mice can all spread disease to human popula-
tions. Of particular concern is malaria, which is spread
by mosquitoes. Malaria is one of the most widespread
vector-borne diseases. Soil-borne parasites also pose a
health threat. Soil-borne parasitic diseases include
ascaris (roundworm), hookworm, whipworm, strongy-
loides, and animal nematodes.

Environmental epidemiology can also examine
how health is affected by people’s work environment
and living environment. Approximately 137 workers die
each day from job-related diseases, more than eight
times the number of workers that die from job-related
accidents. These illnesses may be caused by a variety of
substances including poisonous chemicals, dyes, metals,
and radiation. Also, there has been increased attention
to the association between place of residence and
health. While some of this association can be attributed
to factors such as air/water pollution and lead expo-
sure, other factors related to place of residence are
considered to have effects on health outcomes. For
example, resources such as easy access to medical care,
education, transportation, health and welfare services,
and police protection are all expected to have impor-
tant effects on health. In addition, networks of commu-
nity support and the behavioral norms in an area are
thought to play a role in health outcomes. The location
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of stores that sell nutritious foods, alcohol, and ciga-
rettes can have an effect on health as can the amount
of advertising for these products (i.e., billboards) in an
area. Finally, for infectious diseases, the prevalence of
diseased people in the area and the amount of contact
with these people are important in predicting transmis-
sion of infectious disease.

Studies of the environment and health are compli-
cated not only by traditional concerns in epidemiologi-
cal studies such as confounding, but also by specific
difficulties of environmental studies. Exposure assess-
ment is a vital part of environmental epidemiology but
exposure assessment is often inadequate. Sometimes
there are no documented exposure data for individuals
who are at risk. Even when exposure information exists,
it is often not complete. For example, several different
pieces of information on the exposure are often needed
including the intensity and frequency of contact as well
as routes of entry into the body. Studies of communities
exposed to environmental contaminants are also prob-
lematic. Again, often the exposure is poorly defined.
Furthermore, people living in the area around an expo-
sure may be small in number thereby limiting the range
of outcomes that can be studied. Similarly, often the
endpoints of interest are rare and/or have a long
latency period. Publicity of the situation may influence
reporting of exposure and/or an atmosphere of fear or
anger may make studying the effects difficult.

Many associations between environmental expo-
sures and disease have been noted in spite of these
limitations, although some of these associations are
controversial. Cadmium, lead, and other heavy metals
found in the environment have been associated with
osteoporosis, which is characterized by fragility of the
bones. Autoimmune diseases, such as multiple sclero-
sis, rheumatoid arthritis, scleroderma, and systemic
lupus erythematosus (SLE), also have links to environ-
mental exposures. These diseases, which are more
common in women than in men, have been linked to
certain pharmaceuticals and solvents. Specifically,
lupus has been associated with both hydrazine (an
industrial chemical) and tartrazine (a food additive).
Certain cancers have been associated with radiation,
natural and man-made chemicals, and sunlight. Black
lung (or pneumoconiosis) occurs when particles such
as asbestos, silica dust, graphite dust, coal dust, and
the like damage sensitive areas of the lung, which
subsequently leads to scar tissue. More commonly,
pollutants and chemicals in the air are known triggers
for asthma.

Uranium can damage living tissue and a single high
dose can be fatal. While most people will not come into
contact with uranium, miners and medical professionals
who work with x-rays need to take precautions against
uranium exposure. Finally, in the 1970s, scientists dis-
covered that the use of diethylstilbestrol (DES) in preg-
nant woman could lead to cancer in the reproductive
organs of the daughters of these women. Consequently,
the use of DES and other synthetic hormones during
pregnancy has ceased. However, there is concern that
other chemicals and man-made pesticides may have
similar effects.

While efforts at the local, state, and national level
have addressed clean water, air, sewage management,
and cleanup of hazardous waste sites, less money
has been spent on addressing health risks from
chronic low-level exposures to hazardous substances.
Several low-level exposures are of particular concern.
Pesticides are widely used in the United States, with more
than 1 billion pounds of synthetic organic pesticides pro-
duced each year. Specifically, PBCs and DDT have been
known to affect the immune system, the neurological sys-
tem, and the endocrine system, and some researchers
have speculated that these pesticides are a promoter of
breast cancer. The use of PBCs has declined over the
years, although concern about residual levels of PBC still
remains.

Another pollutant of concern is mercury. Mercury
is a widespread persistent air pollutant and organic
mercury (a mercuric compound) has been found in the
aquatic food chain. Both are of concern to pregnant
women, since levels that would produce no or minimal
symptoms in the mother have been found to have con-
sequences for the fetus. Two other pollutants that have
received increased attention over the years are asbestos
and lead. Asbestos can be found in a variety of items
including insulation, floor tiles, shingles, and fire-resistant
dry wall. While it is rare for asbestos to be installed
today, previous exposure or exposure during asbestos
removal, renovation, or maintenance of buildings are of
concern. Asbestos fibers enter the body through inhala-
tion or ingestion of the fibers, which subsequently
become embedded in the respiratory or digestive system.
This inhalation or ingestion of the fibers may cause
disabling or fatal disease.

Lead is another pollutant that has received
increased attention. Lead is most commonly found in
homes in lead paint chips that have separated from the
wall, which may be pulverized into dust. Lead also
exists in homes in lead pipes and some ceramic food
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containers with lead glazing. Lead exposures have
been associated with negative reproductive effects in
men and women and long-term exposure of lead in
children has been associated with reductions in cogni-
tive abilities and shorter attention spans. It has been
suggested that levels of lead in children have been
declining over the years, perhaps in part to increased
attention to this issue.

The environment, defined in multiple ways, plays
a major role in the health of the population. Air and
water quality, containment of hazardous wastes, and
vectors that transmit disease are all important environ-
mental factors. Additionally, health is also affected by
one’s environment, more broadly defined, meaning
“their work environment and their place of residency.”
There has been increased involvement in the monitor-
ing of the safety of our environment and increased
understanding of the specific aspects of the environ-
ment that are associated with detrimental health
effects. It is hoped that continued study and monitor-
ing of these factors will result in a healthier population
overall.

SEE ALSO: Pregnancy, Women in the Workforce (pp. 32–40)
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NATALIE COLABIANCHI

Episiotomy Episiotomy is a procedure designed
to enlarge the vaginal opening at the time of delivery of
the fetal head. It is performed when the baby’s head is
crowning (visible 3–4 cm). Options for pain relief
during the procedure include local injection of an
anesthetic such as lidocaine, epidural anesthesia, intra-
venous narcotics, or local nerve block. The procedure
is performed by making a vertical incision at the mid-
line directly below the vagina between the vagina and
the anus (“midline” episiotomy) or creating an incision
at a 30� angle from the vertical (“mediolateral” epi-
siotomy). In the United States, the midline technique is
most common.

Episiotomy was a routine obstetrical practice for
many years. It was thought that routine episiotomy
decreased the length of the second stage of labor
(“pushing”) and protected the baby’s head, as well as
protected the mother from damage to the anal sphincter
and long-term problems with bowel and bladder incon-
tinence. However, based on recent studies, it is clear that
avoidance of episiotomy results in fewer and smaller
tears, particularly in women undergoing their first vagi-
nal delivery. Indeed, massaging or stretching the vaginal
tissue daily for several weeks prior to delivery has been
shown to decrease the rate of episiotomy and tears.

Current indications for episiotomy include shoul-
der dystocia (impaction of the baby’s shoulder against
the maternal symphysis pubis), breech delivery, and
instrumented vaginal delivery (forceps or vacuum-
assisted vaginal delivery). These are all circumstances in
which additional room may be required for certain
maneuvers in order to deliver the baby safely.

Episiotomy and perineal lacerations are classified
based on the layers of tissue that are disrupted during
the procedure. First- and second-degree episiotomy or
tear both disrupt the vaginal wall but spare the anal
sphincter (ring of muscles around the anus). A third-
degree episiotomy or extension severs the anal sphinc-
ter (ring of muscles surrounding the anus). If the
episiotomy extends from the vagina into the rectum, it
is referred to as a fourth-degree extension, or if cut
deliberately, a proctoepisiotomy.

Episiotomy and laceration (cut or tear) repair are
generally performed using a continuous length of
absorbable synthetic suture. This technique reduces
pain in the postpartum period. The suture does not
need to be removed at a later date.

Care of the perineum after episiotomy or perineal
laceration includes the use of ice packs, nonsteroidal
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anti-inflammatory medication (i.e., ibuprofen), and
topical sprays, all of which reduce swelling and pain.
Infection and bleeding or the formation of a hematoma
(collection of blood beneath the sutures) are possible
complications. Infection is generally treated by remov-
ing the sutures and prescription of oral antibiotics. A
hematoma may be evacuated by removing the sutures
and allowing the tissues to heal openly. Occasionally,
fecal (stool) incontinence can develop if the anal
sphincter or its nerve are damaged. This may require
surgery at a later date.

SEE ALSO: Labor and delivery, Urinary incontinence and void-
ing dysfunction
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ANDREA DARBY-STEWART

Equal Rights Amendment The Equal Rights
Amendment (ERA) began as a proposed (but unratified)
amendment to the U.S. Constitution. First introduced to
Congress in 1923, it was not finally approved by the
Senate and submitted to the states for ratification until
almost 50 years later. The wording in the 1972 version,
while not identical to its earlier incarnation, neverthe-
less adhered to the same basic premise: that sex should
not determine the legal rights of both men and women.
The meaning of this underlying principle underwent
tremendous change as the nature and focus of the
women’s movement evolved during the 1960s.
Unfortunately, the inability to carefully lay out a definite
strategy to promote the proposed amendment helps
explain why it ultimately failed to be ratified in the
required 38 states.

The group most directly responsible for the devel-
opment of the ERA in the early 1920s was the National
Woman’s Party (NWP), which was formed by Alice
Paul. On the 75th anniversary of the 1848 Woman’s

Rights Convention, Paul introduced the first incarnation
of the ERA which read: “Men and woman shall have
equal rights throughout the United States and every
place subject to its jurisdiction.” The ERA was to be a
vehicle for advancing women’s rights beyond those
already achieved with the passage of the 19th
Amendment, which had given women the right to vote.
The NWP proposed the ERA in order to draw attention
to and eliminate the many inequalities that still deprived
women of equal treatment in the eyes of the law and in
society.

The NWP, as well as professional women and intel-
lectuals, strongly supported the proposed amendment.
However, support among women for the amendment
was not universal. There was a split with some
women’s groups which feared that the labor laws that
had been enacted to protect women would be jeopar-
dized by the ERA. These reformers were not about to
give up three decades of hard-won social and labor leg-
islation aimed at protecting working women. Many
strong women leaders on the left were openly suspi-
cious because to them the ERA seemed to benefit pro-
fessional women at the expense of wage-earning
women. There was also open opposition by wage-
earning women even in the early 1940s, when both the
Republican and Democratic parties added their support
of the ERA.

The civil rights movements of the 1960s fostered
the second strong wave of political activism on the
part of women in this century; this time women made
equality, not suffrage, the central symbol of their
struggle. Leading the way was the National
Organization for Women (NOW). The intervening
years had seen a radical shift in the support base of
the ERA. Wage-earning women who had at first
opposed the ERA now came to embrace it. This
change of support reflected the changing political and
economic atmosphere within the country. During the
first half of the century, the disparity in the treatment
of women ranging from long working hours and low
wages required that women be protected through a
series of gender-specific legislation. However, with the
introduction of the Civil Rights Act of 1964, new and
more powerful forms of protection supplanted the
older protective laws. This, coupled with new eco-
nomic opportunities, gave women wage-earners an
incentive for promoting the ERA. This was primarily
due to the fact that this period marked the first time it
was economically possible for a full-time employed
woman to support herself and two children.
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Outside the women’s movement, opposition to the
amendment ranged from strong to openly hostile, and
it was always better organized and financed. Phyllis
Schlafly led intense opposition based on the same fears
that had once been generated to oppose women’s suf-
frage. The opposition claimed that the ERA would deny
a woman’s right to be supported by her husband, pri-
vacy rights would be overturned, women would be sent
into combat, and abortion rights and homosexual mar-
riages would be upheld. Intense opposition on these
grounds from various conservative religious and politi-
cal organizations effectively brought the Amendment’s
ratification to a standstill.

The ERA came very close to being adopted. Within
a year of Senate approval, 30 state legislatures ratified
the ERA and by 1977 the number had risen to 35. The
states that opposed the ERA were primarily in the south
and the Rocky Mountain regions of the country. The
only non-ERA state outside these regions, Illinois was
the site of a titanic struggle in the early part of the
1980s. Ultimately it, too, failed to approve the proposed
amendment. Even if Illinois had approved it, the chance
of it being adopted in two of the remaining fourteen
states was remote at best.

The inability to respond effectively to the criticism
or to establish the necessary grass-roots programs to
promote the Amendment were the two main reasons
the ERA was not ratified. These reasons, however,
should provide a lesson to any future incarnation of
the ERA because, whatever its failings, the ERA suc-
ceeded in fostering discussion on legal and social con-
cerns relating to women’s status as full and equal
citizens.

SEE ALSO: Discrimination, Sexual harassment, United States
Civil Rights Act of 1964
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ROBERTO HERNANDEZ

Ethnicity The United States has long encompassed
a large number of ethnicities, races, and cultures. This
appears to be increasingly true. The country’s recogni-
tion of this diversity and its recognition of the consid-
erable strength that such variety brings to the country
and its peoples also appear to be increasing. Many
other nations are also having similar experiences of
increasing diversity among people and a movement
away from earlier tendencies to devalue cultural differ-
ences and to keep cultural and ethnic groups segre-
gated. Diversity, and indeed even celebration of diverse
ethnicities and other human characteristics, enriches a
given culture, bringing a greater breadth of perspec-
tives, ideas, values, attitudes, and contributions overall.
The world over the later half of the 20th century has
increasingly recognized, although certainly not fully
accepted, the value of cultural and ethnic differences.
This is true in spite of the fact that so-called ethnic
strengths historically have been built upon by main-
taining similar values and characteristics within a given
ethnic or cultural group. However, increasing diversity
may also lead to a blending of ethnic differences, thus
risking the loss of unique aspects of various cultures
and ethnicities over time.

This said, the complexity of the concept of ethnic-
ity and its closely related concepts of race and culture
are briefly explored below. First, ethnicity is “defined”
and related to other concepts. Then, the observed rela-
tionship of ethnicity to some basic health status vari-
ables in the United States is outlined. Finally, some of
the difficulties in the measurement of ethnicity and
problems associated with the concept itself are dis-
cussed. At the end, key references are provided from
which much of this material has been drawn and
which will provide the interested reader many more
details.

“Ethnic” usually refers to characteristics of a peo-
ple, especially a group of people who share a distinct
and common set of characteristics, such as culture, reli-
gion, language, race, or nationality. In comparison,
“race” generally refers to biological factors that are the
basis of group differences, especially observable physi-
cal features. “Culture” usually refers to shared elements
that provide a basis for perceiving, believing, commu-
nicating, evaluating, and behaving within a common
context. However, no consensus exists regarding pre-
cise definitions of ethnicity or race or culture, and it is
very common (unfortunately) for people in general, and
researchers in particular, to use the terms ethnicity,
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race, and culture interchangeably. The extensive list of
possible central characteristics that may be used to
define an ethnic group hints at the complexity of the
concept itself and the varied ways in which it is used.

For many in the United States, ethnic group also
connotes “minority group,” that is, a smaller group
within a larger dominant group. This, of course, is an
ethnocentric application of the concept—wherein it is
used to refer to those outside the larger group, but is
not used to refer to those among the majority group.
Furthermore, ethnicity often connotes “race” or “nation-
ality” to many people, particularly so-called races or
nationalities that are not among the majority popula-
tion. Thus, by this usage in the United States, whites or
Caucasians or non-Hispanic whites are not ethnic
groups in the minds of most people, but Asians, blacks
or African Americans, Hispanics or Latinos, American
Indians and Alaskan Natives, and Pacific Islanders are—
primarily because none of those latter groups represent
a majority. In parts of various U.S. states, whites are not
in the majority—for example, in the state of New
Mexico, no traditionally labeled group represents a
majority (Hispanics 44%, non-Hispanic whites 44%,
Americans Indians 9%, and other groups about 3%).
The absurdity of this ethnocentric usage and meaning
of ethnicity as commonly applied in the United States
thus becomes apparent.

More objectively, any group sharing a distinct and
common set of characteristics would be considered an
ethnic group, irrespective of its numbers relative to other
groups, including so-called whites. But this suggests an
additional problem in assessing and utilizing
ethnicity/race as a means by which to predict or classify
groups of people—whites, Hispanics, blacks, Native
Americans, and other large groups are not homogeneous
regarding culture, religion, language, or nationality—
in fact, it is clear that each “group” is quite diverse in
all these respects. Thus, although ethnicity is usually
measured by simple broad self-labels, it is actually
based upon a complex concept that reflects many
dimensions.

In the United States, the assessment of ethnicity is
usually done by simply asking a person in an interview
or survey how they describe themselves. Historically, a
variety of lists of ethnic groups have been used and
have changed somewhat over time. Currently, the fol-
lowing list is increasing in use: Asians, blacks or African
Americans, Native Americans (or American Indians) and
Alaskan Natives, Pacific Islanders, white or Caucasian,
and “Mixed” or “Other,” this latter category recognizing

that many people do not distinctly fall into one of the
others. Note that among that list, Hispanic is omitted
because it is now recognized that “Hispanic” is a sepa-
rate dimension relative to the larger list, which largely
reflects what is usually described as “race.” In this fairly
recent assessment scheme, Hispanic status is measured
with a separate question that precedes the one above,
thus recognizing that Hispanics or Latinos or those of
Spanish descent may be among white or black “races”
and implicitly that Hispanics are not a homogeneous
group. Of course, Hispanics are not homogeneous in
many nonracial senses as well because Hispanics who
“originate” from Spain, Mexico, the Caribbean, South
America, and the United States (where some count their
heritage back hundreds of years) often have quite dis-
tinct cultures and other characteristics.

The current U.S. categories used to assess “ethnic-
ity” emanate from the U.S. Federal Office of
Management and Budget, which announced this system
in 1998 and encouraged other federal agencies to
follow it for the sake of consistency in reporting. The
Department of Health and Human Services and the U.S.
Census Bureau among others have adopted this two-
question approach to ethnicity. Those who use it, often
to meet federal standards, are encouraged by govern-
mental guidelines to consider making such ethnicity
assessments at a finer grained level, but they are not
required to do so. This too suggests that the sociopolit-
ical systems that have evolved this scheme also recog-
nize that ethnicity is more complex than what the
simple categories or labels listed above imply.

Assessing ethnicity (or race) in a population usually
serves one of two major purposes. The first is descrip-
tive, wherein the percentage of people that can be
attributed to a particular broad ethnic group is simply
provided as information to characterize a population.
The second is analytic, wherein differences in nonethnic
characteristics or behaviors are reported to vary as a
function of membership in an ethnic group. Below we
will discuss some of the many problems with the ana-
lytic use of ethnicity, but first we will turn to a brief and
simple review of the known general relationships of eth-
nicity to several major health status measures in the
United States to illustrate the analytic use of ethnicity.

ETHNICITY AND HEALTH STATUS

Health Status Indicators (HSIs) were developed as
a part of Healthy People 2000, a set of Department of
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Health and Human Services objectives for the United
States. A central goal for these objectives was to help
reduce disparities in health care among various ethnic
groups in the United States and to encourage significant
improvement in the health indicators for the population
overall. In addition to reporting the rates of various
illnesses, an index of disparity was used to summarize
ethnic/racial differences in the HSIs. Examination of
trends for the period 1990–1998 showed that most of
the 17 HSIs improved for most ethnic/racial groups,
although the differences between ethnic groups did not
change very much.

Infant mortality is often used as a principal mea-
sure of health status among groups and nations world-
wide. In the United States, rates of infant mortality have
long been much lower for non-Hispanic whites,
Hispanics, and Asian/Pacific Islanders than for blacks
and American Indians/Alaskan Natives, roughly by a
factor of two times. During the 1990s, infant mortality
decreased notably for all groups to 6.0/1,000 for whites,
5.8/1,000 for Hispanics, and 6.6/1,000 for Asians, and
although declining by roughly 25%, remained much
higher for black non-Hispanics (13.9) and American
Indians/Alaskan Natives (9.3). Rates for low birthweight,
however, showed a different trend, increasing by as
much as 18% for some groups over the decade—whites
(6.6/1,000), Hispanics (6.4), Asians (7.4), blacks (13.2),
and American Indians/Alaskan Natives (6.8). The per-
centages of women with no prenatal care during their
first trimester of pregnancy in 1998 showed marked
declines of 24–35% compared to 1990.

The total death rate is also used as a prime HSI
nationally and globally. The total death rate decreased
over the 1990s roughly 10% for all groups except
American Indians/Alaskan Natives, who showed a 4%
increase in death rate between 1990 and 1998—whites
(453/100,000), Hispanics (343), Asians (265), blacks
(711), and American Indians/Alaskan Natives (458). The
ratio of rates between highest and lowest groups (the
disparity ratio) was 2.7 in 1998, the same as it was in
1990, indicating no reduction in overall health differ-
ences among groups.

Death rates by “violent” means showed substantial
overall declines during the decade of the 1990s—homicide
(28%), suicide (10%), and motor vehicle crash (15%).
Percentages of decline across ethnic groups were
roughly similar with two major exceptions: (a) the rate
of suicide for American Indians/Alaskan Natives actually
increased 8%, and the rates of decline of death by
homicide (11%) and motor vehicle crashes (4%) were

much less than for the other groups; and (b) Asians
showed a much lower decline in suicide rate (2%) than
other groups, probably because their rate was already
the lowest by far. The disparity ratio actually increased
over the period for motor vehicle crash (2.6–3.7) and
suicide (2.1–2.3), but it declined for homicide (9.7–8.2).

Death rates by major diseases are also used as
important indicators of health status in the United
States. For example, rates of death from heart disease
declined overall by 16% over the 1990s, and this decline
was uniform for all ethnic groups, except it was notably
lower for blacks (11%) and American Indians/Alaskan
Natives (8%). The disparity ratio among groups actually
increased slightly from 2.7 to 2.8. The decline in stroke
death rate was much lower overall (9%) than for heart
disease and was not uniform among groups, with
American Indians/Alaskan Natives actually increasing
3%. The disparity ratio was 2.2, down from 2.5 in 1990.

A number of other trends in major HSIs can be
found that illustrate the substantial differences in health
among the various major ethnic/racial groups in the
United States. Comparison of disparity indices in 1990
to those in 1998 reveal that for 11 of 17 HSIs, ethnic dif-
ference has shown a decline, but statistically signifi-
cantly so for only 6 of the indicators, while 5 indicators
showed increases, 3 of them significantly. Thus, overall
little decrease in health differences seems to have
occurred over the decade of the 1990s, and for some
groups on some measures, notable increases were
revealed, particularly for American Indians/Alaskan
Natives.

“MEASURING” ETHNICITY

Turning back to ethnicity/race as a means to mea-
sure a concept, much debate has focused on the appro-
priateness of using self-reported ethnicity or race as a
variable to predict or explain differences in health and
other outcomes. A substantial scientific literature over
the past two decades discusses the problems surround-
ing the use of “ethnicity” as an independent variable
(i.e., a characteristic that influences other characteristics,
but is not itself affected by those characteristics). A con-
sensus among researchers is not apparent, but ethnicity
(and gender) continue to be used as if they are poten-
tial causes in a wide range of health outcomes. This, in
spite of the fact that many experts in scientific research
methods agree that measuring and using ethnicity for
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this purpose may produce nothing more than descrip-
tive results at best, and onereous ones at worst. Some
argue that ethnicity and race are simply sociopolitical
concepts that have little, if any, basis in scientific real-
ity. Others, however, argue that underlying genetic dif-
ferences exist among ethnic and racial groups (and
other groups) and that these genetic differences may
well be important factors that contribute to risks for
both mental and physical illnesses. Knowledge about
such factors might contribute to more effective diagno-
sis and better treatments. Still others argue that even if
group genetic differences do matter, cultural and social
differences between ethnic groups contribute greatly to
behaviors that are causes of or associated with a variety
of health factors.

It has often been argued that although genetic,
behavioral, social, and cultural differences among eth-
nic groups may be predictors of average health status,
it is much more important to examine differences
within the ethnic group than to examine the differences
between ethnic groups to gain an understanding of the
health and illness and to increase effectiveness of diag-
nosis and treatment. Additional problems with using
ethnicity to explain or predict health are substantial.
Researchers often assume that individuals in an ethnic
group all share some common characteristic associated
with culture, and that the cultural characteristic is asso-
ciated with mental or physical ill health. Two major
problems are apparent with this thinking. First, as pre-
viously discussed, there is considerable variation among
individuals within an ethnic group on almost all char-
acteristics. Second, ethnicity usually serves as a substi-
tute for some other concept of true interest, such as
culture, and in particular specific features of culture.
Thus, ethnicity is often used as a substitute measure for
culture or attitudes or behaviors. These are usually
much more difficult to measure, and thus researchers
simply assess ethnicity instead.

The measurement of the variable that is directly
associated with the outcome is easier to defend scien-
tifically. For example, if a researcher were studying use
of birth control and determined that those who identi-
fied themselves as “Hispanic” were significantly less
likely to use birth control pills, it would be scientifically
imprecise (some methodologists and theoreticians
would say flat wrong) to say that being a member of an
ethnic group “causes” use of specific birth control meth-
ods. A variable that might be closer to the outcome
(here, use of a specific birth control method) might be
“religious preference” because Hispanics predominantly

identify themselves as Catholics, and the Catholic for-
mal doctrine forbids use of birth control pills. But “reli-
gious preference” would still be a substitute variable
since many Hispanics may express a Catholic religious
preference, but not equally hold to the church doctrine
about birth control, and thus use birth control pills.
Probably closer characteristics of pill use would be atti-
tudes about birth control or acceptance of Catholic reli-
gious doctrine or prior experiences with birth control or
the lack of experience with birth control methods.
Measures of these might well show much better ability
to predict birth control use than simply having the sta-
tus of “Hispanic ethnicity.” Hence, rather than just using
“ethnicity,” researchers should carefully think about the
likely causes of the outcome they are studying and
measure those characteristics that are the most directly
associated with the outcome, if possible. Commonly,
that means measuring past behaviors or current atti-
tudes or beliefs fairly directly rather than simply assess-
ing ethnic group status.

Another serious problem in the assessment of eth-
nicity involves how to categorize individuals who are of
“mixed” ethnicity or individuals who are not aware
of their “full ethnicity.” If the characteristic that was most
closely associated with the outcome under study was
assessed instead of the substitute characteristic ethnicity,
this problem would disappear. Frequently the problem
of great diversity within ethnic groups is compounded
by researchers who “homogenize” so-called minority
groups by comparing the responses of all minority eth-
nic groups to whites, as if all members of all minority
ethnic groups share something in common.

Another problem is that in many research studies
that detect differences across various ethnic groups, the
ethnic groups vary in many ways other than underlying
culture or attitudes or beliefs. For example, they differ
in educational level, income level, age distribution, lan-
guage fluency, general acculturation, and many possi-
bly unknown ways. Researchers often attempt to
“control” for such differences using statistics, but seri-
ous problems exist for interpreting such analyses that
“equate” groups using various covariates. Simply put,
real differences in groups cannot be meaningfully elim-
inated using abstract mathematical “corrections.” Thus,
nonequivalent ethnic groups are different in many
ways, and statistical controls cannot disentangle such
differences in any clear manner.

Recommendations for the application of several
guidelines for using ethnicity in research have been
made by many authors: (a) make clear the assumptions
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that are the basis for the use and assessment of ethnicity
in a particular context; (b) test specific hypotheses
about specific aspects of culture or other characteristics
of ethnicity rather than using ethnicity as a substitute
variable; (c) consider matching samples of different eth-
nic groups selected for study while retaining as much
diversity within the group; (d) fully report in scientific
manuscripts the sample characteristics and sampling
methodology used in studies; (e) use sample sizes large
enough to adequately detect the differences that are
likely to be found in naturally occurring groups; (f) use
several measures and several assessment methods,
where feasible, to be sure that the concept being mea-
sured is actually the causal factor being studied (i.e.,
convergent validity); (g) work with cultural/ethnic
experts to ensure appropriate translation of language
and concepts of the measures being used; and (h) use
study results to generate further research rather than
assume findings are valid. Thus, use of the concept of
ethnicity should entail careful thinking and planning to
enable the collection of data of the highest quality and
that most directly speak to the research questions.

It is clear that various “ethnic groups” as commonly
assessed differ on many characteristics, including many
measures of health status, but it is also true that such
groups differ on many other characteristics, such as
income, education, language use, general acculturation,
attitudes, beliefs, and values, among many others. It
seems unwise to attribute differences, such as differ-
ences in health status, purely to characteristics of ethnic
status in any simple or direct manner. Different ethnic
groups for many reasons experience the world in dif-
ferent ways, which are likely in turn to lead to differ-
ences among and within ethnic groups in many
complex ways. Indeed, different ethnic groups express
different cultures, and it is the more direct study of spe-
cific aspects of culture that may lead to greater under-
standing of the differential ethnic experiences, rather
than stereotypically treating all members of the same
ethnic group as the same. That is, it is not only impor-
tant to recognize the diversity among the many ethnic
groups in the United States and the world, but also to
recognize the immense diversity with each of those
groups and to attempt to understand how the greater
diversity may or may not contribute to variation in
health among individuals.

SEE ALSO: Acculturation, African American, Asian and Pacific
Islander, Birth control, Cardiovascular disease, Education,
Latinos, Socioeconomic status
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Examination see Pelvic Examination,
Physical Examination

Exercise Women can expect to maintain a youthful
and independent life by establishing a regular exercise
program. The multiple benefits of exercise for women
are well documented in research conducted over the
past 30 years. Exercise can reduce the risk of heart dis-
ease, prevent osteoporosis, maintain a healthy body
weight, improve mental alertness, reduce fatigue, and
eliminate stress. More recent studies even show a
reduction in breast and colon cancer in women who
lead an active, healthy lifestyle.
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According to the Centers for Disease Control, heart
disease is the number one cause of death in women,
with an estimated mortality rate of 500,000 women per
year in the United States. A low aerobic fitness level is
an independent risk factor for cardiovascular mortality
in women who have coronary artery disease.
Nevertheless, the death rate can be reduced by regular
exercise. A recent study concluded that women who
walked at least 3 hours per week cut their risk of dying
of cardiovascular disease by 40%.

Exercise improves cardiovascular mortality by
reducing the major risk factors for heart disease. This
includes lowering high blood pressure, total choles-
terol, low-density lipoproteins (LDLs) and triglycerides,
and increasing high-density lipoproteins (HDLs).
Exercise also promotes decreases in body weight and
fat stores. It offers a nonpharmaceutical approach to
ward off the expense, side effects, and morbidity and
mortality of drugs and surgery. Regular exercise com-
bined with a healthy diet is the best strategy for
preventing heart disease.

A second major benefit of regular physical activity
is strengthening bones, thereby reducing the risk of
osteoporosis (loss of bone density). Osteoporosis affects
in excess of 20 million postmenopausal American
women. It leads to muscular weakness, bone fractures
(primarily of the hip and spine), disability, and death.
Less than one third of women who fracture their hip
recover sufficiently to conduct basic life activities.
Although osteoporosis can be a debilitating disease, the
potential consequences are preventable by combining
low-impact and resistance exercises with a calcium-
enriched diet.

Regular activity that includes both weight bearing
and resistance exercises also improves bone mineral
density, and even when bone loss has already occurred,
exercise can halt and may reverse bone loss. In addition
to these benefits, exercise builds muscle that helps
maintain strength, balance, and coordination—all of
which play a key role in preventing bone-breaking falls.
Many older women who fracture a hip or spine must
depend on family members or long-term care facilities
to aid in their daily living activities. Preventing osteo-
porotic fractures is a critical component of the quality
of life for the growing population of older American
women.

In addition to physical benefits, regular exercise
improves mental well-being; it reduces emotional stress
and alleviates bouts of anxiety and depression. Studies
demonstrate that exercise stimulates the release of

endorphins—the feel-good hormones. Psychologists
have observed that walking or running has both physio-
logic and psychological benefits for people who are
depressed. A study of women suffering from mild
depression found that when they became involved in a
fitness program, their symptoms decreased significantly
compared to women placed on an antidepressant.

Physical fitness also leads to increased mental alert-
ness and capacity; sleep quality improves and that leads
to reducing fatigue. Research has shown that self-esteem
and self-control increase with regular exercise, enhanc-
ing both mood and mental health. Self-confidence is
also improved through regular exercise, and that con-
tributes to better work performance and ability to better
handle life’s personal and professional challenges.

The benefits of exercise start when you begin.
Recommendations to increase physical activity need not
include formal regimens or gym memberships. Those
beginning an exercise program, whether formal or
informal, should strive to make it enjoyable, choosing a
regimen that includes variety to work multiple muscle
groups and to prevent boredom and sustain motivation.
However, in order to enjoy all of the benefits of exer-
cise, it is essential that beginners visit their doctor for a
physical checkup and obtain medical clearance before
starting any exercise program.

The American Academy of Sports Medicine (AASM)
recommends at least 30 min of cardiovascular activity
on most days of the week. The 30-min sessions can take
place all at once, or they can be divided into 10- or
15-min sessions. Cardiovascular benefits are achieved
by reaching and maintaining 60–80% of the target heart
rate for the entire 30-min period. Your target heart rate
is calculated by subtracting your age from 220 and mul-
tiplying that number by 0.6 or 0.8 (depending on your
health status). Cardiovascular exercises include walk-
ing, running, aerobic dance, swimming, elliptical train-
ers, stair-climbers, and cross-country ski machines.

In addition to low-impact cardiovascular activity,
an exercise regimen should include resistance/weight
training to help maintain bone density. For example,
free-weights or weight machines both contribute to
bone health. Resistance training should be included
2–4 times in a weekly exercise program. Stronger bone
is built by training the major muscle groups of both the
upper and lower body. Work muscle groups on alter-
nating days in order to prevent muscle damage. A rea-
sonable target objective is two or three sets of 8–15
repetitions for each activity. Begin with lower weights,
and then determine the proper amount by noting when
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a particular weight causes the muscle to fatigue during
the last few repetitions.

Exercise should become a part of daily activity.
Many women fail to exercise, citing family and career
responsibilities as obstacles that prevent them from
maintaining a regular program. However, when exer-
cise becomes an integral part of daily life, women can
better handle their many responsibilities. The physical
and mental benefits of exercise are too numerous to
ignore, especially as a means of promoting and main-
taining a younger, healthier body. The benefits of exer-
cise start when you begin.

SEE ALSO: Body mass index, Cardiovascular disease,
Cholesterol, Coronary artery disease, Coronary risk factors,
Depression, Hypertension, Osteoporosis and osteopenia,
Sports injuries, Yoga
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Falls Prevention A fall is defined as an
unplanned descent to the ground with or without
injury. Risk factors for falls are described as intrinsic
(having to do with an individual’s condition and symp-
toms, or internal characteristics of the individual) or
extrinsic (having to do with the environment, or char-
acteristics that are external to the individual).

Examples of intrinsic risk factors are heart prob-
lems and sleep disturbances, postmeal blood pressure
changes, neurological and muscle disease, urinary or
bowel incontinence, dementia or mental confusion, and
impulsivity. Examples of extrinsic risk factors include
icy sidewalks, throw rugs, or poor footwear. Falls can
happen to anyone anytime. Older women, especially
Caucasian and Asian women, are at higher risk. Falls
are the leading cause of death in people over age 75.
Most falls occur in the home, and many occur either in
the bathroom or when getting up to go to the toilet. Hip
fractures are the most severe consequence of a fall, and
75% of people who suffer a hip fracture never recover
completely. Half of all patients who suffer a fall causing
serious injury will die within 1 year.

Older people are at higher risk of falling because
the natural process of aging reduces eyesight, balance,
and proprioception (the inner sense of the body’s posi-
tion in space). Osteoporosis is a major risk factor for
falls among middle- to late-aged women, because it can
affect strength, balance, and postural stability. Injury
due to falls and the fear of repeat falls can cause elderly
people to avoid physical activity, leading to reduced
strength and deconditioning, putting them at even
greater risk for falls. A history of previous falls,

especially within the last 3 months, is among the
strongest predictors of repeat falls.

Simple changes can reduce the risk of falls in the
household, such as removing clutter, tripping hazards,
and slippery surfaces. Throw rugs and electrical cords
running across the floor should be eliminated. Carpet
edges should be tacked or taped down. Bathrooms
should have sturdy grab rails near the tub and toilet
(towel rods are not strong enough). Elevated toilet
seats can make it easier to sit and stand up again. In
some cases, a bedside commode may be necessary to
reduce the need to walk any distance or climb stairs
at night. Lighting should be bright and easily accessi-
ble in all rooms of the house. Stairs should have
handrails on both sides. Footwear should be practical,
with nonskid soles and adequate support. Nighttime
footwear should be nonskid, fit snugly, and not fall
off. Alcohol intake should be minimized or avoided
completely.

If assistive devices such as canes or walkers are
needed, they should be used consistently. In the case of
falls, false pride and unwillingness to use appropriate
equipment can lead to life-threatening injury. Scheduled
toileting can help avoid the urgent need to urinate and
reduce the risk of falls. Drinking adequate fluids will
help avoid lowered blood pressure from mild dehydra-
tion. People who become dizzy when arising from bed
should sit on the bed for 1–2 minutes before walking.
Balancing and strengthening exercises such as water
exercise, tai chi, or yoga can reduce the risk of falls. If
physical conditions such as urinary urgency or dizziness
are a persistent problem, medical treatment may be
helpful.

Falls Prevention
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Some medications can increase the risk of falls.
Sedating medications can cause grogginess. Blood pres-
sure medications can cause dizziness. Appropriate use
of these medications can minimize the risk of falls.
Elderly people should ask their physician to review
their medications with the risk of falling in mind. If an
elderly person falls twice within 6 months, even with-
out significant injury, a medical evaluation should be
done to look for treatable causes.

SEE ALSO: Osteoporosis and osteopenia
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Fecundity It is clear that women’s fecundity, or
fertility, decreases with increasing age. By the age of 35,
a woman has half the chance of becoming pregnant
than a 25-year-old. An assessment of the ovarian capac-
ity for fertility can be accomplished with some simple
tests. These tests do not have a high sensitivity or a high
specificity. An abnormal test is associated with a poor
pregnancy rate but a normal test does not guarantee a
successful outcome. The most commonly used test for
ovarian reserve is to measure follicle-stimulating
hormone (FSH) and the hormone estradiol on day 3 of
a menstrual cycle. A more sensitive test is to measure a
day 3 FSH and estradiol, followed by ovarian stimula-
tion with the medication clomiphene citrate 100 mg
from days 5 to 9 of the cycle. Another serum FSH is per-
formed on day 10, after completion of the clomiphene
citrate. An elevated serum FSH (generally 12 IU/L, but
this varies according to the lab) or estradiol (greater
than 80 pg/mL) is associated with a poor prognosis with
assisted reproductive technology.

A variety of environmental factors have been asso-
ciated with decreased fecundity. Reproductive toxins
such as ethylene glycol and toluene are commonly
found in the workplace. Smoking and heavy use of
marijuana will decrease fertility in men and women.
Alcohol in high quantities (more than five drinks per
week) is also associated with decreased fertility as well
as a variety of pregnancy-related complications, such as

preterm deliveries. Some studies have linked high
caffeine intake with delayed conception. Commercially
available lubricants and saliva are also spermicidal.

SEE ALSO: Endometriosis, Infertility
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Female Genital Mutilation Female genital
mutilation (FGM), also known as female circumcision or
female genital cutting, is a common practice in most
African and some Middle-Eastern countries. FGM can
be classified into five types:

Type 1: Sunna (traditional)—removal of varying
degrees of the clitoral prepuce.

Type 2: Intermediate—developed by a midwife in
the early 1950s in response to an edict by the gov-
ernment of Sudan forbidding Pharonic circumci-
sion (see below). This method includes the
removal of the clitoris, labia minora, and parts of
the labia majora.
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Type 3: Pharonic—similar to the intermediate, but
usually more severe and encompassing the
removal of greater parts of the labia majora.

Type 4: Infibulation (sometimes used synony-
mously with the Pharonic circumcision)—after
the Pharonic and intermediate forms of circum-
cision, the left and right raw edges of the female
genitalia are sewn together using suture, string,
thorns, silk, or whatever might be available.

Type 5: Incision—incising the clitoral prepuce,
which is the technique for female circumcision
in most parts of the world other than sub-
Saharan regions of Africa.

Today the practice of FGM is primarily associated
with certain ethnic groups and has no relation to polit-
ical or religious boundaries. It is found across the
African continent in a broad, triangular east–west band
that stretches from Egypt in the northeast and Tanzania
in the southeast to Senegal in the west. Infibulation
occurs most frequently in the Horn of Africa, namely,
Ethiopia, Djibouti, Somalia, and Sudan. The World
Health Organization estimates that between 85 and 114
million girls and women have been subjected to this
practice. There are many cultural beliefs surrounding
FGM that vary by region and ethnic origin. Some of the
more universally accepted beliefs include that FGM will
decrease the woman’s sexual desire, prevent promiscu-
ity, and ensure chastity before marriage; that it enhances
physical beauty; that it helps maintain cleanliness and
health; and that it provides greater pleasure for men.

In addition to cultural beliefs, there are many reli-
gious beliefs surrounding FGM. Many relate the practice
to the Islamic religion because of the wide use of the
term “Sunna” for one type of circumcision, which
means “following the traditions of the Prophet
Mohammed.” However, it is mistaken to believe that
this practice is limited only to the Islamic religion. Some
groups that practice Christianity also practice FGM.
There are also a number of social commonalities asso-
ciated with FGM, including tradition, rights of passage,
ancestor worship, sacrifices to fertility gods, and
protection of the family honor.

FGM presents several health risks. The most fre-
quent complications include severe pain, blood loss,
inability to empty the bladder, infection of the wound,
and damage to adjacent tissues. More severe immediate
effects are sepsis (severe infection sometimes called
“blood poisoning”), shock, and tetanus. HIV and
hepatitis may be passed through the use of unsterile

instruments, especially when groups of girls undergo
FGM at the same time. Long-term complications include
chronic pelvic inflammatory disease, chronic urinary
tract infection, sexual difficulties, infertility, and prob-
lems with labor and delivery. Menstrual and urinary
blockages are very common. Urinary dermoid cysts are
very common and can grow to the size of a grapefruit.
Keloid scars, which commonly form on the vulval
wound, can become so enlarged that they obstruct
walking. However, they do not threaten health except
during labor. It is estimated that 31% of circumcised
women develop at least one, and more commonly
several, of these complications.

Decircumcision, the splitting of the circumcision
skin fold, is always necessary during labor. Despite the
suffering, most women request recircumcision after
delivery. Infibulation causes prolongation of labor and
obstructed delivery, with increased risk of brain damage
to the infant and stillbirth. Another problem related to
childbirth is the development of a passage between the
bladder and the vagina (vesicovaginal fistulae). This is
caused when the head of the fetus exerts friction or
pressure against the urinary bladder for a long time,
which can occur for several hours as the infant’s head
slowly passes through the birth canal. As a result, the
thin membranes between the vagina and bladder break
down, leaving a hole. Postpartum blood loss is another
concern due to the cutting of scar tissue, often by
untrained midwives.

The World Health Organization has taken an active
role in eliminating the practice of FGM, providing tech-
nical and financial support for grass-roots initiatives. In
1995, the 104th Congress of the United States passed
Senate Bill 1030, the Federal Prohibition of Female
Genital Mutilation Act of 1995, outlawing the practice of
FGM of girls under the age of 18. Several states have
implemented similar laws.

SEE ALSO: Immigrant health, Infertility
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Female Trouble see Abdominal Pain,
Menopause, Menstrual Cycle Disorders,
Menstruation, Ovarian Cyst, Pelvic Pain,
Sexual Organs 

Feminine Ethics see Feminist Ethics

Femininity Femininity is defined in various
dictionaries in either a circular manner as the quality of
being feminine or indirectly as qualities associated with
the female sex. This is because femininity is typically
conceptualized as a constellation of multiple interacting
elements that coalesce to yield an energy, an essence,
or a state of being. We recognize femininity when it is
encountered, but it is difficult to distill the interacting
elements to a single, unifying definition that can be
applied uniformly. Femininity also is often confused
with gender role, which is a categorized distinction of
activities and responsibilities deemed socially appropri-
ate for females and males in a particular society (see
Gender role). However, using a linguistic metaphor to
illustrate the difference, gender role represents the parts
of speech, whereas femininity and masculinity repre-
sent the grammatical rules of style under which the
parts of speech can be combined to generate prose.

The dominant conceptualization of femininity in
most modern societies is best described by sex-role
theory, which proposes that humans unconsciously
integrate archetypical ways of behaving that are appro-
priate to their assigned sex from society’s institutions.
Sex-role theory organizes women’s behavior as passive,
intuitive, submissive, and subjective, whereas men’s
behavior is classified as aggressive, rational, dominant,
and objective.

Idealized versions of sex-role theory in which these
qualities are alleged to complement each other in a bal-
anced way can be found in the folklore of many cul-
tures (e.g., yin/yang, sun/moon, and the like).
However, sex-role theory fails to account for the fact
that cultures do not value the characteristics of each sex
equally. Women are not esteemed for their passivity to
the same degree as men are for their aggressiveness.

Feminist scholars exposed the limitation of sex-role
theory by emphasizing that different power levels exist
in society’s femininity/masculinity archetypes. In
response, sociologists scrutinized sex-role theory and
deemed it too rigid in several key areas. Primary among
these is that it fails to recognize that women and men do
not always embody their respective archetypes, other
than to label this diversity as deviant. Furthermore, it
does not address individual differences in behavior in
various situations. Femininity, as it is characterized by
sex-role theory, is an archetype that few, if any, women
exemplify all of the time. Sex-role theory also fails to
articulate how characteristics become assigned to femi-
nine and masculine archetypes. For example, there may
be no daily activity that requires more rational thinking
than being the primary caretaker of a child, yet rational-
ity is assigned as a characteristic of the masculine arche-
type. Additionally, the most successful figures in men’s
professional sports are those who are described as hav-
ing an intuitive sense of the game, yet intuition is
assigned as a characteristic of the feminine archetype.
Sex-role theory also assumes that gender forms the core
of a person’s identity and ignores other key contextual
factors such as race, ethnicity, class, and religion.

Regardless of how femininity is conceptualized,
more often than not, it occupies a position of lesser
value relative to masculinity, a reality all but ignored in
sex-role theory. This is evidenced by the near universal
and exclusive linkage of feminine worth with chastity. In
fact, some theorists contend that femininity is portrayed
in religious texts as a metaphor for immorality, whereas
masculinity is depicted as righteous. For example, the
Christian Bible—in particular the Old Testament—portrays
femininity as treacherous, undisciplined, lascivious,
deceiving, and manipulative—qualities that must be
held in constant check by men. Consequently, in addition
to archetypical representations of chastity, religious texts
depict femininity as a rebellious spirit that can be
redeemed only through obedience to men.

Responding to the inadequacy of sex-role theory to
provide an accurate representation of how women and
men relate to each other, sociologists developed a new
theoretical framework that appropriately considers the
structure of power, the sexual division of labor, and
the social organization of sexuality and attraction. The
Theory of Hegemonic Masculinity proposes that an
archetypical form of masculinity exists in a given cul-
ture within a particular historical period, that masculin-
ity always defines itself as different from and superior
to femininity, and that social processes are organized to
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maintain masculine power by ensuring that subordinate
groups view male dominance as fair, reasonable, and in
the best interests of the society (see Masculinity). Thus,
femininity is constructed around adaptation to male
power. Its core component is attractiveness to men,
around which revolve physical appearance, chastity,
exclusive heterosexuality, sexual availability in the
absence of sexual assertiveness, nurturance of children,
obedience and deference to male authority, and ego-
massaging (among others). In this respect, femininity
could be construed as a social euphemism for female
subordination to male dominance.

SEE ALSO: Body image, Feminism, Gender, Gender role,
Latinos, Marianismo, Masculinity, Veils
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ANGELA PATTATUCCI ARAGON

Feminism To speak of feminism in the context of
a set of overarching ideals that define a unified move-
ment is a misrepresentation. It is more accurate to
speak of feminisms, which highlights the fact that iden-
tifying oneself as a feminist can mean different things.
Characteristic of any expanding movement, there are
disagreements and overlap between feminists. This
does not mean to suggest that feminism is fragmented,
but rather to emphasize the diversity of feminist thought
and belief that is respected.

Radical feminism is paramount among the many fla-
vors of modern feminism. Often characterized as femi-
nism’s unappealing element, radical feminism has been
the creative engine generating the theoretical develop-
ment that has formed the foundation of contemporary
feminist thought. Radical feminism was born out of the
civil rights and peace movements of the late 1960s.
Radical feminists view the oppression of women as the
most fundamental form of oppression, one that cuts
across boundaries of race, culture, and economic class.

Their goal is revolutionary social change. At the heart of
radical feminism is challenging how gender is con-
structed and reified into gender roles. Radical feminism
questions authority, including authority arising from
within feminism, and as such has been responsible for
spawning many of the other varieties of feminism.

As radical feminism splintered into several other
groups, cultural feminism came into prominence.
Although some claim that radical feminism simply
evolved into cultural feminism, the fundamental
approach of the two movements is quite different.
While radical feminism seeks to transform society, cul-
tural feminism is pessimistic about the possibility for
sustainable social change and instead focuses on build-
ing alternatives. Cultural feminists rationalize that if
changing the dominant culture is unrealistic, then at
least they can avoid it as much as possible. The justifi-
cation for abandoning social change as a goal emerges
out of a collection of theoretical work that argues for
the inherent superiority of the female sex (women are
kinder and gentler). Regardless of whether it is biolog-
ically determined or socially constructed, cultural femi-
nists believe that women’s kinder and gentler nature is
so thoroughly ingrained that it is intractable.

A second group that splintered from the radical
movement of the 1960s consists of the separatists.
Commonly but incorrectly labeled lesbians, these are fem-
inists across all sexual orientations who advocate separa-
tion from men; in some cases it is total, whereas in others
it is partial. The essence of separatism is that by separat-
ing from men, women are able to view themselves in a
different context. Many feminists embrace this belief by
participating in various forms of temporary separation for
personal growth (e.g., all-women retreats). The difference
is that separatists practice this philosophy as a lifestyle.

Marxist/socialist feminism is another branch that
splintered from the radical movement. Marxist/socialist
feminists argue that women are oppressed, and attribute
that oppression to the capitalist/private property system.
They advocate the overthrow of the capitalist system
as the ultimate way of ending women’s oppression.

Radical feminism and its numerous branches pri-
marily represent a movement focused on issues defined
by white women, rendering women of color invisible.
However, out of the civil rights movement of the 1960s
emerged a strong group of feminists of color who
paralleled the philosophy and the dynamic nature of radi-
cal feminism in many respects but would not, because
they could not, limit their focus to women’s issues.
Feminists of color maintain that women’s oppression
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must be considered in a broader context than just a
myopic focus on sexism.

Departing from the political and theoretical focus
of other branches, ecofeminism is more spiritually ori-
ented and in some circles is combined with Goddess
worship and/or vegetarianism. The essence of ecofem-
inism is the belief that the exploitation of resources
without regard to long-term consequences is the direct
result of attitudes fostered by a patriarchal/hierarchical
society. Thus, parallels are often drawn between soci-
ety’s oppression of women and its treatment of the
environment. By resisting patriarchal domination,
ecofeminists believe that they are also resisting the
plundering and destroying of the Earth. Beyond its
focus on socially conscious environmentalism, ecofem-
inism is a variation on Marxist/socialist feminism.

Liberal feminism is a variety of feminism that works
within the structure of mainstream society to integrate
women into that structure. It is basically a social justice
movement that seeks equality for women and traces its
roots back to the feminism of past centuries, such as the
suffragist movement. The compromise and accommoda-
tion strategies of liberal feminists line up well with the
kinder and gentler beliefs of cultural feminists. However,
these methods have met with limited success. Although
liberal feminists are associated with some of the most pro-
found advances for women, more often than not, the
advances were the result of a radical movement emerging
out of dissatisfaction with the slow pace of progress that
pushed the liberal feminist agenda to the left of center.

SEE ALSO: Femininity, Feminist ethics, Gender, Gender role,
Lesbian, Lesbian ethics, Masculinity, Queer
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Feminist Ethics It cannot be said that there is one
feminist perspective on issues related to health and health
care. In fact, the perspective known as “feminist ethics”

actually encompasses greatly divergent views and
multiple schools of thought, including liberal feminism,
Marxist feminism, radical feminism, psychoanalytic femi-
nism, and socialist feminism. In addition, a distinction has
been drawn between feminist and feminine ethics.
Whereas feminist ethics is said to argue against patriarchal
dominations, for equal rights, and a just and fair distribu-
tion of scarce resources, feminine ethics advocates on
behalf of an ethics of care that encompasses nurturance,
care, compassion, and networks of communications. The
ethic of care rejects the cognitive emphasis of other
approaches to ethical analysis and emphasizes the moral
role of emotions. The detachment inherent in the cogni-
tive approaches is criticized precisely because it fails to
recognize the attachment inherent in relationships.

Feminist/feminine ethics accomplishes four tasks:
(a) the provision of an emphasis on the importance of
women and their interests; (b) the provision of a focus
on issues especially affecting women; (c) the reexami-
nation of fundamental assumptions; and (d) the incor-
poration of feminist insights from other fields into the
field of ethics. Feminist medical ethics has been
assigned the responsibility of developing conceptual
models that will restructure the power associated with
healing, to allow individuals to have the maximum
degree of control possible over their own health.

EMPHASIZING WOMEN AND 
WOMEN’S ISSUES

Feminist ethics is often concerned with the content
of the discussion, such as reproductive technologies and
the rationing of medical care. For instance, while many
ethicists approach the issue of abortion by weighing the
relative importance of preserving life or protecting auton-
omy, feminist ethicists approach the issue of abortion by
examining the difference that it will make in women’s
lives if they are free to decide to continue or not to con-
tinue each pregnancy. In general, feminist approaches to
medical care have argued that increased reproductive
technology generally means increased medical control.

Feminist ethicists have long argued that the med-
ical research agenda in the United States is determined
with reference to those who are white, upper and mid-
dle class, and male. The consequences of the resulting
narrow perspective are troublesome: (a) hypotheses are
developed and research conducted without reference to
sex or gender, although the frequency of various
diseases differs by sex; (b) some diseases which affect
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both sexes, such as coronary heart disease, are defined
as male diseases, resulting in little research being con-
ducted on women with those diseases; (c) research
affecting primarily women has received a low funding
priority; and (d) suggestions for research based on
personal experiences of women have been ignored.

The exclusion of women from research results from
a number of mechanisms, including eligibility criteria that
specifically exclude women from participation in specific
studies and reliance on gender-neutral eligibility that
serve to exclude because they fail to take into account
women’s responsibility for the home and family. The
exclusion of women has been defended with reference
to the need for homogeneity among research participants
to facilitate the research and statistical analysis, the
potential liability that could result should a woman
and/or her offspring be injured during the course of the
research, and a belief that it is morally wrong to include
women in studies because they may be, or may become,
pregnant. The one notable exception has been the inclu-
sion of women in contraceptive research.

Genetic research has been of particular concern for
some feminist ethicists. Because women are already
deemed to be responsible for reproduction and family
life in general, it is feared that women’s reproductive
options will become fewer as physicians insist, based
on newly acquired knowledge, that genetic testing con-
stitutes the standard of care. Some theorists visualize a
devaluation of motherhood, as women are denied the
role of the mother of their children as a result of new
technologies. One writer analogized the participation of
women in such ventures to the trade of a prostitute who
sells her womb, ovaries, and egg, instead of her vagina,
rectum, and mouth. Because of these concerns, at least
one ethicist has asserted that any ethical guidelines for
preembryo research must involve women in their for-
mation and in the formation of national policies relating
to preembryo research and that the impact of proposed
national policies on women as a group should be
considered in their assessment.

SEE ALSO: Femininity, Feminism, Lesbian ethics, Patients’ rights
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SANA LOUE

Fetal Alcohol Syndrome Fetal alcohol
syndrome (FAS) is a pattern of birth defects resulting
from drinking alcohol during pregnancy. FAS occurs in
1 out of every 750 births. It was formally recognized
and named in the early 1970s and is currently the lead-
ing cause of mental retardation in the United States.
Alcohol is directly responsible for up to 20% of cases of
mental retardation with IQs in the 50–80 range (100 is
considered normal); the average IQ for a child with full-
blown FAS is 63. FAS is completely preventable if a
woman does not drink alcohol during her entire preg-
nancy. Exactly how alcohol causes FAS is not well
understood on a molecular level.

Symptoms of FAS are irreversible, and the brain
damage caused by alcohol in a developing fetus is per-
manent. Children with FAS never “catch up” physically
or mentally. Therefore, the best treatment for this con-
dition is prevention. All women of childbearing age
need to be screened for alcohol use disorders. Surveys
estimate that 3.5% of pregnant women have a “frequent
drinking” pattern, defined as two or more drinks per
day or more than five drinks per occasion; 16.3% of
pregnant women reported “any drinking,” defined as at
least one drink in the preceding month. Appropriate
counseling techniques and referrals for ongoing treat-
ment will help reduce or eliminate drinking before
conception and during pregnancy.

Several factors help determine the effect alcohol
will have on the fetus. Timing and dosage of alcohol
exposure are important. Alcohol is most damaging in
the first trimester of pregnancy. When the mother
drinks, the fetus has the same blood alcohol level as the
pregnant woman. However, because of its small size
and immature liver, the fetus can stay drunk for 3–4
days even though the mother is only drunk for several
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hours. Binge drinking (defined as two or more drinks
per hour) has been found to be more detrimental to the
fetus than low-level, chronic drinking. However,
because there is no proof that small amounts of alcohol
are safe, the best advice is for women to completely
abstain from alcohol during pregnancy.

Other factors that determine the effects of alcohol
on the developing fetus include nutritional factors,
metabolic factors, individual factors of the mother and
child, and genetic factors. Among women who drink,
risk factors for FAS include increased marital age, higher
number of previous children, low socioeconomic status,
other drug use, or a previous child with FAS.

Genetic factors can influence the incidence of FAS.
One study reported that Southwest Plains Indians had
an FAS rate of 9.8 per 1,000 live births, compared to a
worldwide incidence of 1.9 per 1,000 live births.
Southwest Plains Indians lack or have a reduced amount
of an enzyme necessary to break down alcohol, causing
higher and longer levels of alcohol exposure to the
fetus.

The diagnosis of FAS is based on four criteria: pre-
natal alcohol exposure, growth retardation, facial mal-
formations, and neurodevelopmental problems. The
criteria for growth retardation include weight and
height that fall below the 10th percentile. More than

one, but not necessarily all, of the following facial
malformations must be present: short palpebral fissures,
thin upper lip, indistinct philtrum, short nose, and flat
midface. Other associated facial features may be pre-
sent, but are not sufficient to determine the presence of
FAS; these include epicanthal folds, a low nasal bridge,
abnormal smallness of the jaw, and minor ear anom-
alies (Figure 1).

A wide variety of neurodevelopmental disorders
are associated with FAS, including microcephaly (head
circumference less than the 10th percentile), memory
problems, impaired emotional attachment to caregivers,
impaired motor skills, neurosensory hearing loss, learn-
ing disabilities, impaired visual/spatial skills, intellectual
impairment, problems with reasoning and judgment,
attention deficit disorder, and hyperactivity. More than
one of these neurodevelopmental disorders may be
identified, but not all conditions need to be present to
diagnose FAS.

Children who do not meet all four criteria for FAS
may still be injured by maternal alcohol use, in a con-
dition that used to be known as fetal alcohol effects
(FAE). In medical practice, FAE has been replaced by
two terms, alcohol-related birth defects (ARBD) and
alcohol-related neurodevelopmental disorder (ARND).
ARBD includes abnormalities of the face, eyes, ears,

Fetal Alcohol Syndrome

Discriminating
Features

Associated
Features

Short palpebral fissures
Epicanthal folds

Flat midface
Low nasal bridge

Short nose

Indistinct philtrum

Thin upper lip

 Micrognathia 

Minor ear anomalies 

Figure 1. Facial features particularly characteristic of a child with fetal alcohol syndrome (FAS). Discriminating features (i.e., those considered
definitive signs of FAS) are shown on the left side of the illustration; characteristics listed on the right side are associated with FAS but are not
sufficient to determine the presence of the syndrome. Microencephaly (small head circumference) is not a facial feature per se, but a central
nervous system characteristic. (Palpebral fissures � eye opening; philtrum � groove between nose and upper lip; epicanthal folds � skin folds
covering inner corner of the eye; micrognathia � abnormal smallness of the jaw.) (Source: Streissguth & Little, 1994.)



heart, brain, kidneys, and limbs. Some examples of
ARBD are atrial septal defect, ventral septal defect,
bulging eyes (ptosis), low-set posterior rotation of the
ear, poorly developed or absent kidneys, fusion of the
radius and ulna bones in the forearm, and abnormal
palmar creases. ARND includes changes in behavior,
cognitive function, language, attention, memory, attach-
ment, and fine motor skills.

SEE ALSO: Addiction, Alcohol use, Pregnancy, Substance abuse
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Fetish The word fetish denotes both a magical
charm and a fabrication or artifact. Most recently, the
term has acquired a large repertoire of meanings and is
often associated with fashion, sexuality, and/or power.
In the context of eroticism, fetishism has been concep-
tualized along a spectrum ranging from Level 1, at
which point there is only a slight preference for certain
types of sexual partners, sexual stimuli, or sexual activ-
ity so that fetishism is not actually present, to Level 4,
at which point specific stimuli may actually take the
place of a sexual partner. Some fetishists are attracted to
both the involved body part and its covering, while
others focus on the covering only. Inanimate objects
that are frequently the object of desire include, for
instance, boots, stockings, body piercings, masks, and
leather wear.

Some researchers have found that a degree of
fetishism is extremely common among many men. For
instance, some men may be fascinated with erotic lin-
gerie or women in very high heels or wearing certain
types of clothing. Although fetishism has often been
associated in the media with sadomasochistic behaviors,
fetishism does not require a dynamic of dominance and
submission or sadistic–masochistic behavior or ritual.

In general, health care providers do not speak to
their patients about the need to have “safer sex” when
engaging in fetishistic sex. Sex toys, including whips
and other devices, should be cleaned properly in order
to avoid transmitting infections between individuals.
This is especially true if any blood, semen, or vaginal
fluid is involved.

SEE ALSO: Acquired immunodeficiency syndrome, Hepatitis,
Libido and desire, Piercing, Safer sex, Tattoos
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SANA LOUE

Fibrocystic Breast Disease Fibrocystic
breast disease, better called “fibrocystic changes,” are
common changes that affect most women, especially
during the reproductive years. Approximately 60% of
women will experience some symptoms related to
fibrocystic breasts. Single or multiple benign tumors
may be present, or a woman may just note general
“lumpiness” in her breasts. Usually symptoms are worse
prior to menses, but they may occur during any part of
the cycle. After menopause, especially if women are not
taking any hormone replacement therapy (HRT), symp-
toms usually lessen or disappear.

Fibrocystic changes are diagnosed primarily by his-
tory and physical examination. Breast cysts, which may
be part of fibrocystic changes, may be noted on breast
self-exam, or physical exam by a health care provider. A
breast cyst is a fluid-filled space that is lined with
glandular cells and may become large and painful. An
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ultrasound and/or breast aspiration can usually prove
the diagnosis. In general, mammography does not have
a role in diagnosing fibrocystic changes, and most
importantly, fibrocystic changes do not increase a
woman’s risk of breast cancer.

Treatment of fibrocystic changes is aimed at reliev-
ing a woman’s symptoms of pain and discomfort.
Avoiding coffee, tea, caffeine, and chocolate is often rec-
ommended to relieve symptoms, but this is not sup-
ported by scientific data. Vitamins, calcium, birth control
pills, diuretics, or “water pills” (particularly spironolac-
tone), and a testosterone derivative, Danocrine, have all
been used to relieve the symptoms of fibrocystic
changes.

A woman with fibrocystic breast changes who
finds a lump should still have the lump evaluated. A
breast lump may be evaluated initially by fine needle
aspiration. If the lump is aspirated and clear cyst fluid
is obtained, then no further evaluation needs to be
done. However, if a lump cannot be aspirated in the
office, then often an ultrasound or ultrasound-guided
aspiration will be attempted. If the lump is found to be
solid, then it may need to be biopsied.

A solitary lump, particularly if found in an older
woman, needs to be evaluated for possible breast can-
cer. If the breast biopsy is benign, in general, no further
treatment is needed.

A solid lump, especially in a very young woman, is
likely to be a fibroadenoma. A fibroadenoma is a solid,
benign tumor that can grow very large, and is usually
found in women who are in their teens or early 20s.
They do not necessarily have to be removed, but many
women choose to have these excised to avoid confu-
sion about the possibility of cancer later in life.

While fibrocystic changes, per se, do not increase
the risk of breast cancer, a biopsy showing hyperplasia,
which is excessive cell growth, indicates a slightly
increased risk of breast cancer. If these cells are both
hyperplastic and atypical, then she has a risk of breast
cancer that is higher yet.

As menopause approaches, many women who
have had fibrocystic breast changes during their repro-
ductive years may become more concerned about
breast cancer. Even in women with fibrocystic changes,
the recommendation for mammography remains the
same. Mammography should be performed every
1–2 years during a woman’s 40s and yearly after age 50.

In summary, it is important to emphasize that
fibrocystic breast changes are not a disease and are
common in most women of reproductive age.

SEE ALSO: Mammography

KAREN ASHBY

Fibromyalgia Fibromyalgia syndrome (FMS) is a
real illness with multiple symptoms that each need to
be dealt with in order to achieve recovery. To treat FMS,
one must understand what it is.

Most people with FMS report at least several, if not
all, of the following symptoms:

1. Muscle and joint pain that can be severe at times
and then let up

2. Decreased energy or feeling exhausted at times,
and at other times feeling driven, which can
lead to a vicious cycle of ups and downs

3. Tender points that are painful when pressed on,
and generalized body aches

4. Mood problems, mostly depression, but also dur-
ing pain-free times feeling pressured to make up
for lost time

5. Insomnia or unrefreshing sleep: feeling unrested
and fatigued on awakening

6. Mental cloudiness and confusion often referred
to as “fibro fog,” along with an excess of mental
“noise”

The cause of these symptoms is uncertain. Normally,
the brain filters out the “noise” of minor stresses such
as the occasional body pains we all have. After under-
going a higher level of stress, the body seems to
become hypersensitive to unpleasant sensations. A per-
son with FMS then feels bombarded and overwhelmed.

Autoimmune dysfunction is often blamed because
many people with FMS have abnormal rheumatological
blood tests. Neurochemical abnormalities may play a
role since depression is often a major part of the syn-
drome. FMS may be related to previous trauma such as
a car accident or prior abuse. Probably, multiple causes
combine to give rise to FMS. For example, a person
may be genetically predisposed to FMS, but an event
such as trauma or a viral illness may set off the cascade
of symptoms.

FMS is a diagnosis of exclusion: that is, other
causes must be ruled out before blaming FMS. The hall-
mark of FMS is pain and tenderness to touch in at least
11 of the 18 characteristic tender points. The tender
points are best tested on a bad day, as the tenderness
can come and go. Depending on the results of the
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medical history and physical examination, tests may be
done to rule out autoimmune disorders, vitamin defi-
ciencies (B12, folic acid, or minerals), infections (such as
Lyme disease or hepatitis C), or disease of various
internal organs.

The cornerstone of FMS treatment includes moderate
exercise and stretching. Overly vigorous exercise can
make symptoms worse. Good dietary and sleep habits are
important, as is minimizing physical and psychological
stress.

Medications have a central role in treating symp-
toms but cannot cure FMS. Finding the right medication
is often a matter of trial and error. For pain, over-the-
counter and prescription nonsteroidal anti-inflammatory
pain relievers are helpful. As with other chronic pain
conditions, narcotics should be avoided. Antiseizure
medications (including Neurontin, Tegretol, and
Depakote) also help relieve pain, as well as stabilizing
mood and helping the brain filter out pain “noise.” Many
people with FMS find antidepressants to be very helpful,
both for pain and for mood symptoms. The serotonin
reuptake inhibitors (SSRIs like Prozac, Paxil, Zoloft, and
Celexa), tricyclic antidepressants, and others (such as
Effexor, Remeron, or Wellbutrin) can help the brain deal
with physical and psychological stress. Fibromyalgia
syndrome patients often use muscle relaxants (such as
Flexeril, Zanaflex, Soma, Skelaxin, and Norflex), usually
along with anti-inflammatory medications, to treat mus-
cle tightness and inflammation. Muscle relaxants are sedat-
ing, which can help FMS patients fall asleep. For
initiating sleep, nonaddicting sleep medications (such as
Ambien or Sonata) can be helpful. Tricyclic antidepres-
sants (including amitriptyline, doxepin, or nortriptyline)
can help bring about deep restorative sleep. Other med-
ications used for sleep include Remeron or atypical
agents such as Seroquel or Zyprexa.

Some clinicians recommend using a combination
of medications from each category. Medications tend to
help more than one symptom and different medications
can have additive effects for the same symptom. It can
take time to find the right mix, but eventually relief is
possible.

SEE ALSO: Arthritis, Autoimmune disorders, Depression, Sleep
disorders
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Foot Care Lotions and exfoliants can be used to
moisturize the area around the nails and dry skin on the
feet. A pumice stone can be used to remove dead skin,
particularly on areas that are callused. Individuals with
dry skin may do so more frequently. Products contain-
ing aloe vera are often recommended to keep the skin
moist.

Pain, swelling, and redness are signs that may indi-
cate an infection or other problem, such as an ingrown
nail. It is important to keep the area clean and to avoid
“digging” into it in an attempt to cure the problem. In
such situations, the individual may consult a podiatrist
(doctor who specializes in the care of feet).

Pedicures can be relaxing and an enjoyable way of
caring for one’s feet. A pedicurist should be selected
based on the cleanliness of the facility and his or her
practice, rather than on the basis of price. Consider the
following.

1. If the state requires a license to provide pedi-
cures to the public, the license should be appro-
priately displayed and should be current.

2. All instruments used should be sterilized after
each use or thrown away. Barbicide can be used
to clean the equipment.

3. Cuts on the pedicurist’s hand(s) should be cov-
ered to avoid possible transmission of infection
to others.

4. The individual providing the pedicure should
ask, or be informed if she does not, if the client
has a particular medical condition that may pre-
dispose the client to a greater risk of injury or
infection. For instance, individuals on blood thin-
ners (such as Coumadin) may be at greater risk
of seriously bleeding if they are cut by accident.
Diabetic clients may be more prone to infection.

SEE ALSO: Diabetes, Skin care
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Galactorrhea Galactorrhea is the spontaneous,
nonobstetric production of bilateral white or clear nip-
ple discharge. It is estimated to occur in 20–25% of
women at some time in their life. Physiologic produc-
tion of breast milk after pregnancy, or lactation, occurs
after the breast has fully developed and been primed by
numerous hormones including estrogen, progesterone,
and thyroid hormone. The hormone prolactin is pro-
duced in the pituitary gland and promotes milk secre-
tion. At the time of labor and delivery, there is a sharp
drop in estrogen and progesterone levels, which in con-
junction with a high prolactin level causes milk pro-
duction (lactation). Prolactin is secreted continuously in
nonpregnant women with normal blood levels of
1–20 ng/ml; levels increase to as high as 300 mg/ml
during pregnancy and lactation.

The most common cause of galactorrhea is “idio-
pathic,” in which the prolactin level is normal and there
are no other identifiable causes of spontaneous nipple
discharge. This accounts for nearly 35% of galactorrhea.

Prescription medications, herbal supplements, and
illicit drugs account for 20% of all episodes of galactor-
rhea. The most common prescription medications that
cause galactorrhea are antipsychotic medications and
the selective serotonin-reuptake inhibitor antidepres-
sant medications such as citalpram, fluoxetine, paroxe-
tine, and sertraline. Antihypertensive medications
including methyldopa, atenolol, and verapamil can also
stimulate this condition. Any prescription hormones
(i.e., oral contraceptive pills or hormone replacement
therapy) or herbal estrogen or progesterone agent can
contribute to this problem, which often develops after

abruptly stopping the medication. The most common
herbal supplements to cause galactorrhea are anise,
fennel, red clover, and red raspberry. Marijuana,
amphetamines, and opiates can also cause nonobstetric
galactorrhea.

Eighteen percent of patients who present with
galactorrhea are diagnosed with a tumor such as a pro-
lactinoma or, rarely, lung or kidney tumors or a lym-
phoma. Prolactinomas, by far the most common tumors
to cause galactorrhea, are nonmalignant growths of the
anterior pituitary gland. They secrete high levels of pro-
lactin, thus causing galactorrhea. Other symptoms of a
prolactinoma include absence of menstruation and visual
changes. Prognosis for these benign tumors is excellent.
Breast cancer is generally not associated with galactorrhea.

In 13% of cases, systemic diseases including
hypothyroidism, acromegaly (a disease characterized by
excessive production of growth hormone), kidney failure,
or Cushing’s disease (a disease characterized by excessive
steroid production) can cause galactorrhea. Other possi-
ble causes include chest wall irritation from skin condi-
tions such as herpes zoster (“shingles”) or eczema.

Diagnosis of the cause of galactorrhea includes
careful questioning regarding symptoms and medica-
tions. Laboratory studies may include a pregnancy test,
thyroid studies, and prolactin level. If the prolactin level
is high, then the physician may order an imaging study
of the brain such as a magnetic resonance imaging
(MRI) to evaluate for pituitary gland abnormalities.

Treatment of galactorrhea is directed to its under-
lying cause. If medications are the culprit, then it may
be beneficial to substitute another drug, if available. If
a primary disease such as hypothyroidism is discovered,

Galactorrhea
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then initiation of appropriate treatment often eliminates
galactorrhea. Patients discovered to have a prolactin-
oma may be offered surgical removal of the benign
tumor, or medication to decrease prolactin production
and tumor size. These include medications such as
bromocriptine and pergolide.

SEE ALSO: Complementary medicine, Thyroid diseases
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Gallbladder Disease The most common disor-
ders affecting the gallbladder are consequences of gall-
stone formation. Gallstones are extremely common,
occurring in up to 50% of women in their 70s. Factors
associated with an increased risk of gallstone disease
include being female, increasing age, race, with highest
rates in Native Americans, Hispanics, and whites, obe-
sity, Crohn’s disease, pregnancy, occurrence in other
family members, and rapid weight loss. The majority of
patients with gallstones are asymptomatic. When symp-
toms do occur, patients most commonly present with
biliary colic (pain in the cystic duct that drains the liver)
or with acute cholecystitis (inflammation of the gall-
bladder).

Biliary colic results from continued contraction of
the gallbladder while there is a stone in the cystic duct.
Patients complain of pain, usually in the right upper
quadrant or epigastrium (area over the stomach). The
pain is classically described as being triggered by fatty
foods, but pain may also occur with other foods or
without a clear relationship to meals. The pain is con-
stant, and may last from about 30 minutes to a few
hours. In addition to pain, patients often complain of
indigestion, bloating or belching, and nausea. Physical
examination is usually unremarkable as are laboratory
studies. After an initial attack about 50% of patients will
suffer another attack within 1 year, while about 25% will
be asymptomatic over the next 10 years.

Acute cholecystitis results from complete obstruc-
tion of the cystic duct, which then leads to inflamma-
tion of the gallbladder. The pain of acute cholecystitis
usually starts more insidiously, with vague abdominal
discomfort. As the degree of inflammation in the gall-
bladder increases, the peritoneum becomes inflamed
and the pain localizes to the right upper quadrant or
epigastrium. Unlike biliary colic, the pain persists and
worsens over time. Patients may report radiation of the
pain to the back or the right shoulder, or may describe
the pain as “belt” like. Associated nausea and vomiting
are common. Fever is also a frequent finding. On phys-
ical examination the right upper quadrant is tender,
often with guarding and local peritoneal signs (marked
tenderness upon touching the abdomen). A positive
Murphy’s sign, which is the sudden halt to inspiration
with palpation of the right upper quadrant, is common.
A mass or fullness may be appreciated, although this
may be difficult to feel due to the tenderness of the
abdomen. Laboratory studies usually reveal an increased
white blood count.

The best imaging study for gallstone disease is
ultrasonography. Ultrasound is more than 98% sensitive
and more than 95% specific for gallstones. Sludge in the
gallbladder may also be identified and can cause biliary
colic. Ultrasound findings consistent with acute chole-
cystitis include thickening of the gallbladder wall and
pericholecystic fluid (fluid around the gallbladder).
Ultrasound can also show dilation of the biliary tree,
which may result from obstruction of the common bile
duct by a stone or a mass. Computed tomography is not
nearly as sensitive or specific as ultrasound in diagnos-
ing gallstones, although inflammatory changes around
the gallbladder may be evident in acute cholecystitis.
Biliary scintigraphy (also known as a “HIDA scan”—a
test using radiolabeled material to image the gallbladder
and associated structures) will show nonvisualization of
the gallbladder in patients with acute cholecystitis due
to gallstones.

The clinical scenario dictates treatment of gallstone
disease. Patients with asymptomatic gallstones require
no treatment since only about 10–20% of patients will
develop symptoms. Several modalities have been
described for dissolving gallstones. The bile salts chen-
odeoxycholic acid or ursodeoxycholic acid can be
administered orally and, over the course of 6–12 months,
can lead to complete dissolution of cholesterol stones,
but up to 50% of patients will develop recurrent stones
within 1 year. This modality may be considered for
poor operative candidates. Direct dissolution and shock
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wave lithotripsy are considered experimental in the
United States.

Patients with a single episode of biliary colic (gall-
bladder pain) may be observed. Recurrent episodes of
colic tend to become more frequent and severe with
time, so in these patients cholecystectomy (removal of
the gallbladder) should be considered. Cholecystectomy
is usually performed laparoscopically on an outpatient
basis. Morbidity and mortality rates are low and most
patients return to normal activities within a week or two.

Patients with acute cholecystitis should be admitted
to the hospital for intravenous antibiotics. Chole-
cystectomy is usually performed within 24–48 hours.
Patients who are poor operative candidates can be
managed with antibiotics alone with success. However,
in the presence of a palpable gallbladder or abnormal
liver function tests nonoperative therapy usually fails.
Persistence or worsening of fever or elevation in the
white blood cell count despite antibiotic treatment are
indications for immediate surgery. In most cases laparo-
scopic cholecystectomy will be successful. Conversion
to open cholecystectomy is more likely in patients with
acute cholecystitis.

While most patients report no consequence from
cholecystectomy, some will complain of increased
bloating or abdominal discomfort particularly with eat-
ing. These symptoms usually resolve with time.

Biliary colic can occur without gallstones. Biliary
dyskinesia (abnormal contractions of the biliary tract) is
an uncommon motility disorder of the gallbladder.
Measuring a gallbladder ejection fraction using biliary
scintigraphy makes the diagnosis. Cholecystectomy is
indicated, although not all patients will have complete
pain relief.

Other diseases of the gallbladder are quite uncom-
mon. Polyps are occasionally identified on ultrasono-
graphy. In most cases cholecystectomy is indicated,
although the incidence of progression to cancer
appears to be small. Carcinoma of the gallbladder is
rare and carries an extremely poor prognosis.

SEE ALSO: Abdominal pain
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DEBRA J. GRAHAM

Gangs Gangs have existed in this country for
decades. What started out as a male-dominated phe-
nomenon in the early 1930s has evolved into a non-
gender-specific phenomenon. Adolescent females have
become increasingly more involved in youth gangs and
youth violence in the last 10 years, and as they engage
in what is already considered high-risk behaviors, their
likelihood for victimization and exposure to various
health hazards increases.

Young women have been involved in gang-related
behaviors since the 1950s. During the early years, their
roles were primarily to manage the money that was
generated by the illegal enterprises of the male gang
members. These enterprises included drugs, illegal arms
sales, and prostitution. At that time, the women were
not viewed as actual members of the gang, but rather
were more often the spouses or girlfriends of the male
members. However, in the early 1990s there was a
noticeable change in this trend. Young women began to
form their own gangs, usually a subgroup of one of the
male gangs, and in doing so, established their own
code of membership, rules, and guidelines, and initia-
tion rites.

There are many initiation rites in the gang culture.
The two that are most often used are what is known as
“jumping in” and “roll of the dice.” In the jumping in
process, the prospective gang member is placed in the
center of a circle of established gang members and
physically beaten. The beating is a timed process and
the object is for perspective members to defend them-
selves to the best of their ability and to remain on their
feet. If they fall down, they may be subject to being
kicked and stomped, and subsequently not allowed to
become a member. In the event perspective members
remain standing, they are then allowed to become a
peripheral or intermediate gang member. Peripheral
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members are allowed to follow and be an “apprentice”
to established members of the gang before they are
given any rank and status. Intermediate members
are allowed to actively participate in the activities of the
gang, and are granted some status in the gang. In the
roll of the dice initiation, the perspective member
becomes a sexual object. Several of the established
male gang members roll a set of dice; the numbers that
come up determine the number of established male
gang members with whom the initiate must have inter-
course. This method is used primarily with perspective
female gang members. If the perspective gang member
participates willingly she is admitted into the gang as an
intermediate gang member. If the perspective gang
member refuses to participate, she is usually forced. If
she still wants to become a member, she is granted
peripheral status in the gang, and after a period of time
may be granted intermediate status.

Both of these methods present health risks to this
population. The number of serious physical injuries dur-
ing the jumping in initiations has been documented by
the reports of increased numbers of young trauma
patients, many of whom are adolescent females between
the ages of 12 and 15 years, in the emergency rooms
around this country.

The sexual acts performed during the roll of the
dice initiation are unprotected. This places the adoles-
cent female in the high-risk category for sexually
transmitted diseases including HIV. This also places
the adolescent female at risk for an unwanted
pregnancy.

Another aspect of this alarming trend is the num-
ber of adolescent female gang members committing
violent acts. There has been an increase in the numbers
of adolescent and adult females being incarcerated for
serious offenses ranging from aggravated assault to
murder.

The two reasons adolescent females give for join-
ing gangs and putting themselves at risk are their need
to belong to a family and/or family unit and the sense
of power they get from belonging to the gang. Their
perception of external power gives them a sense of
internal power and control.

A lot has been written about gangs and gang sub-
culture, but little attention has been paid to the partici-
pation of females. As the trend in this area continues to
grow, so does the need for more research.

SEE ALSO: Acquired immunodeficiency syndrome, Adolescence,
Sexual abuse, Sexually transmitted diseases, Violence, Youth
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PATRICIA M. HENRY

Gender There is controversy over how gender is
defined and in the distinction between the terms gen-
der and sex. The Merriam-Webster Dictionary defines
gender as “the behavioral, cultural, and psychological
traits typically associated with one’s sex.” Interestingly,
the definition of sex encompasses “the sum of the struc-
tural, functional, and behavioral characteristics of living
things that are involved in reproduction by two inter-
acting parents that distinguish males and females.” The
definition of gender emphasizes psychological and cul-
tural traits, whereas the definition of sex emphasizes
structural and functional traits. Both definitions, how-
ever, include behavioral aspects.

The use of the term gender as something separate
from one’s sex is a fairly recent conceptual develop-
ment. In American society, resistance to traditional gen-
der role norms can be traced back to the suffrage
movement of the 1920s and 1930s, although most
chroniclers suggest that it was not until the mid- to late
1960s that gender took on a separate definition from
sex. The rise of the feminist movement produced con-
cerns about the traditional perspective on gender due
to its unidimensionality and rigidness. At one extreme
is the perspective that gender is solely made up of, and
influenced by, one’s biology. At the other extreme is the
perspective that gender is unrelated to one’s biology
and completely determined by how individuals experi-
ence themselves. In between are researchers who argue
that gender comprises varying degrees of biology, psy-
chology, and culture. The traditional perspective on
gender is that it involves two mutually exclusive cate-
gories, so that individuals who are high on masculine
traits must be low on feminine traits. Many researchers
now conceive of gender as involving multiple continu-
ums, allowing for the possibility that one can be high
or low on both masculine and feminine traits. Others
take this a step further and emphasize that expression
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of masculine and feminine traits is dependent upon
situational context. Still others argue that the entire
conceptualization of sex-based traits is erroneous, call-
ing attention to how these so-called traits are used to
classify women as the lesser sex relative to men.

It would be erroneous to suggest that all biologists
or all psychologists agree on how to define gender;
however, there are some commonalities based on scien-
tific discipline. Many biologists assert that gender is no
different than sex, and is simply determined by the 23rd
pair of human chromosomes. In this pair, females are
designated XX and males are designated XY. Those who
promote an essentialist perspective in psychology also
endorse this definition, arguing that gender is nothing
more than sex, decided at birth, and is unchanging.
Evolutionary theorists also adhere to the essentialist per-
spective that gender is biologically based. These theo-
rists focus on reproduction as the essential motive
driving the behavior of all organisms. Evolutionary the-
ories focus on women’s and men’s unequal investments
in the care provided for their offspring and because of
this, the differential adaptiveness of specific behaviors
that help aid in the survival of these offspring. From this
perspective, biological sex differences have produced
environmental pressures that have led women and men
to develop different gender roles. Because these gender
differences are viewed as being evolutionarily adaptive,
they are viewed as fixed, although presumably new
environmental pressures could alter what types of gen-
der displays are most adaptive.

There are other psychological theorists who adhere
to the opposite view, suggesting that gender has noth-
ing to do with one’s sex, but rather involves the beliefs
and feelings of one’s experiences in a social and public
environment. Psychologists who have adopted this
view frequently describe the experiences of people
who feel they are trapped in the body of the oppo-
site sex (see Transsexualism) or people who have
equal proportions of masculine and feminine attributes
(androgyny). Although essentialists would focus their
explanation of these individuals’ experiences on their
chromosomes and reproductive organs, social construc-
tionists would focus their explanations on how mascu-
line or how feminine these individuals feel throughout
their daily lives and would use those guidelines rather
than sex to describe their gender. Psychologists typi-
cally define gender identity as an individual’s own
sense of how male or female they feel, regardless of
biological sex. It is in this identification that gender is
realized.

Theorists who argue that gender is socially
constructed focus on the different roles that women and
men are expected to fulfill in a society. Anthropologists
have documented the vast heterogeneity in the types of
traits and behaviors that are viewed as masculine or
feminine in different cultures. For example, in many
nonindustrialized societies, men and women are
expected to perform very different work roles, with
men often being responsible for hunting and women
for providing all other types of food as well as food
preparation. In cultures in which women may haul
heavy buckets of water for long distances, definitions of
femininity and perceptions of what makes a woman
attractive are very different from those in an industrial-
ized urban culture that emphasizes a different set of
roles and image of attractiveness. Such was also the
case during frontier days in America and among low-
status minority women who have been required to
fulfill domestic and factory jobs. In contrast, among
21st century urban professional women, sweating may
be acceptable at the gym, but not at the workplace.

If women and men express gender differently in
different cultures, how do gender differences emerge?
Social constructionists argue that gender roles are
taught from birth through both implicit and explicit
messages. The young boy who plays with his sister’s
makeup before going to school is frequently the object
of ridicule by peers and adults and is unlikely to do so
again. Many psychologists argue that children internal-
ize these perceptions of what it means to be a girl or
boy and that these traits become a part of their identity.
Many sociologists have argued that gender emerges
through the different ways in which men and women,
as well as those of diverse ethnicities and classes, exper-
ience their bodies in a social and historical context.
In addition to gender roles and gender identity, they
emphasize the importance of gender stratification.
Gender stratification is society’s unequal distribution of
wealth, power, and privilege between the sexes. Unlike
essentialists, social constructionists do not believe that
biology is destiny and therefore they do not view tradi-
tional gender roles as inevitable. However, they do
believe that societies encourage men and women to
adapt certain traits and roles and that most individuals
internalize these messages. Thus, gender roles become
an integral part of most people’s sense of self.

Other theorists have argued that too much empha-
sis is placed on gender as an individual difference vari-
able and instead suggest that gender may be more
situationally dependent. Should a situation call for the
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display of more masculine attributes, most people are
able to produce such characteristics. For example, an
assertive leadership style may be viewed as masculine
in American culture, but many women corporate lead-
ers have adopted this leadership style. This belief that
gender displays are based on situational demands and
rewards challenges the assumption that gender is an
integral part of an individual’s personality and a core
aspect of their self-concept. Postmodernist theorists go
beyond the argument that gender roles are flexible and
dynamic, instead arguing that gender is completely fluid
and unrelated to stable aspects of the self, including
personality and biology. These theorists argue that gen-
der is not intrinsic to women and men, but instead rep-
resents a performance. In this light, an individual’s
performance can be viewed as either traditional or non-
traditional with respect to society’s expectations for
their gender. Thus, everyone performs gender and can
change how they perform it if they choose to do so.

SEE ALSO: Femininity, Gender role, Homosexuality, Lesbian,
Marianismo, Masculinity, Queer, Transgenderism, Transsexuality
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Gender Role Gender roles are generally defined
as sex-based categories that specify appropriate rules of
conduct for males and females in a particular culture or
society. Although grounded in biological differences

between males and females, gender roles are social
constructs. Simply put, based on the anatomical differ-
ence between men and women, each is prescribed
varying and often stereotypical social roles that are rein-
forced at the individual level and by larger society. For
example, a father may chastise his son for crying, judg-
ing such self-expression to be inappropriate for males.
Similarly, young girls are often discouraged from play-
ing football or other contact sports (even if they show
promise) because the muscle development and aggres-
siveness associated with these activities are selectively
encouraged for males and discouraged for females. This
elaboration of gender role constructs is carried on into
adulthood, at which point men are assumed to be self-
reliant, emotionally distant, and the financial providers
for their families, while women are viewed as the pri-
mary nurturers and emotional caretakers of the home
and family.

The term gender role is often used interchangeably
with terms such as sex role and sex role stereotypes.
However, there is disagreement about the extent to
which these terms are related. Sex role theory (see
Femininity and Masculinity) suggests an innate or auto-
matic process of integrating appropriate behaviors
based on one’s sex. Interestingly, evolutionary theorists
view sexual selection as defining such a process. Using
this theoretical framework, women are more invested
in their offspring through pregnancy and childbirth and
therefore choose mates carefully, based on their ability
to provide for their offspring. In turn, men compete
with each other for the attention of women and thereby
thrive on combative, competitive behaviors with other
men. These theories are grounded in the assumption of
superiority of males over females; thus making the
arguments less scientifically driven and more deter-
mined by social convention.

Gender roles are not only socially determined but
also culturally upheld. In most countries, children are
taught from birth to define themselves based upon the
social demands placed upon them. Perhaps the most
noticeable way is through their clothing. In many cul-
tures, young boys wear hats and/or pants to define their
gender while girls wear shawls or skirts. In various parts
of Mexico, Ghana, and India, for example, infants are
also identified as females by wearing earrings, bracelets,
and other jewelry.

Complementing sex-specific attire, gender roles are
introduced to children by the division of labor practices
modeled and assigned by their parents. In many agrar-
ian societies, girls are more often assigned to chores
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defined as female oriented, such as caring for younger
siblings and performing household duties in the home
or in the immediate vicinity of the home. Conversely,
parents usually teach their sons to participate in caring
for animals and similar tasks that may take them to sur-
rounding pastures. Many parents in the United States
also divide tasks for their children according to gender.
Historically, boys have been relegated to tasks outside
the home such as taking out the garbage and mowing
lawns, while girls have been encouraged to be domes-
tically inclined, performing tasks such as cleaning or
cooking.

Gender roles are solidified in many cultures during
early adolescence through rituals, or rites of passage
ceremonies, held to establish their proper placement in
society. These are usually public ceremonies, during
which youth are recognized and formally acknowl-
edged as adults, and emphasize gender as a predomi-
nant and defining part of the youth’s adult status. For
some cultures, the ceremonies may be in the form of
celebrations to introduce the youth to the society (e.g.,
the Jewish Bar Mitzvah and Bat Mitzvah, Quinceañera
in Spanish cultures, Debutante balls, and so forth). In
other cultures, the ceremonies may include giving the
youth permanent markings or tattoos. These events
reinforce social demands of gender roles and through
their participation, confirm the community’s expecta-
tion that the youth will fulfill their necessary obligations
according to their gender role.

Gender roles in families may differ according to
race and economic status. For instance, economic pres-
sures and constraints in many impoverished African
American families often necessitate that sons and daugh-
ters share various household chores that cut across tra-
ditional gender lines. Additionally, many of these are
single-parent families headed by females and exist in
communities where there are shortages of males, which
are often attributed to an inability to find work, homi-
cide, or imprisonment. In this way, mothers perform
duties stereotypically viewed as both male and female,
and thereby teach their children to do the same. Some
theorists relate this trend to African American women
during slavery, who were required to maintain their
homes as well as work alongside their male counterparts
in field labor. Others have used this history to reference
the pressures and challenges these women face in per-
forming double duty, or functioning as the man and the
woman in their homes. Still others view this history as a
testament to the power and competence these women
possess as matriarchs of their communities.

Over the past several decades, artificial distinctions
based on gender have started to fade and in some cases
even blend. In the United States and in other countries,
there has been a significant pursuit toward addressing
gender inequalities, thus allowing opportunities for
both sexes to challenge preconceived notions of their
functions in society. Researchers have determined that
female college students hold similar job aspirations as
men and place greater value on career attributes that
have previously been viewed as male oriented, includ-
ing power and leadership. This transition is perhaps
most evident in the mass media’s portrayal of heroes
and heroines. In mainstream society, men are now
encouraged to be both strong and emotionally avail-
able. They are socially sanctioned to pursue professions
that were previously dominated by women (e.g., nurs-
ing, teaching) and to share household duties with
women as evidenced in movies such as Mr. Mom.
Similarly, women’s roles have been expanded. They
hold more professional positions of authority and
power. In recent years, many movies have portrayed
women as having the capacity to be militaristic, ruth-
less, and violent (e.g., Lara Croft: Tomb Raider,
GI Jane). Therefore, the portrayal of the doting, sub-
missive wife and mother in mid-20th-century television
serials such as Donna Reed and Father Knows Best is
viewed as antiquated under current standards.

Despite these advances in redefining gender roles,
many countries have not successfully made such efforts
to reform. In fact, women continue to be viewed as
subordinate in many parts of the world, a convention
that leads to serious health implications based largely
upon their unequal status. With the rising worldwide
concerns about the AIDS epidemic, women in some
African and Latin American countries often are unable
to refuse sex or to ask a man to use a condom even if
she knows that her partner is infected. In these coun-
tries, men also subject women to physical and verbal
abuse. Women’s mistreatment is commonly ignored or
assumed to be appropriate, given the roles of women
in these cultures as being subservient, deferential, and
powerless.

In many societies, married and single men are
encouraged to have different sexual partners as part of
a socially sanctioned masculine gender role construct,
which places them at increased risk for contracting
HIV/AIDS and other sexually transmitted infections. In
Latin American cultures, the male gender role is con-
ceptualized within the construct of machismo, which
defines men as masculine within the confines of
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risk-taking behavior, such as proving their sexual drive
and aggressive tendencies by having numerous sexual
partners (see Masculinity and Marianismo). Thus, they
are not only at greater risk for contracting a sexually
transmitted infection and transmitting it to their female
(or male) sexual partners but also are at greater risk for
death from other risk-taking behaviors (e.g., homicides,
accidents).

In many nonindustrialized countries, men are
viewed as the gatekeepers of society and therefore hold
the most powerful public positions. Because of this,
they also relegate the access of information to women
in society as well as uphold the stringently defined gen-
der roles that maintain their status. In this way, many
women are afraid to retaliate against the harsh treat-
ment they suffer at the hands of men. They are also
afraid to divorce abusive husbands for fear of being
shunned by friends and relatives because, in many
countries, women are not permitted to divorce their
husbands. Consequently, for many women, gender role
is a painful reminder of their secondary and paralyzed
position in society.

SEE ALSO: Domestic violence, Dowry, Femininity, Gender,
Marianismo, Masculinity, Sexual harassment
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KRISTI Y. JORDAN

Genetic Counseling Since the beginning of
time, people have recognized the concept of inheri-
tance—that is, traits are passed down from generation

to generation. In most situations, those traits are looked
at with pleasure. However, when there is a genetic con-
dition in the family that causes disease or birth defects,
there is usually great concern. Genetic disorders, while
individually not very common, when combined as a
group, comprise a significant portion of health care
concerns. There are more than 6,000 genetic disorders.
About 3–4% of all newborn infants have a genetic dis-
ease or major birth defect. Approximately 1% of live-
born babies have a chromosomal abnormality such as
Down’s syndrome and birth defects or genetic condi-
tions cause more than 20% of infant deaths. About 10%
of adults and 30% of children in hospitals have a prob-
lem that is genetically related. Also, many common dis-
eases such as cancer, diabetes, and heart disease have
a genetic component.

Genetic counseling is the process of providing
information, education, and support to individuals and
families with a medical history or increased personal
risk for a genetic condition. It also includes providing
information, education, and support to those at risk for
having a child with a birth defect or genetic condition.
Medical geneticists and genetic counselors are health
professionals with specialized training and experience
in human and medical genetics and counseling. They
provide diagnostic information, education, and sup-
portive counseling concerning numerous birth defects,
disorders, or abnormalities.

Nondirectiveness is the generally accepted philos-
ophy of geneticists and genetic counselors. Genetic
counseling is not about reducing the incidence of a
genetic disorder, rather it is about helping patients and
their families make informed decisions within the con-
text of their own values, beliefs, goals, and personal
circumstances.

A genetic evaluation and counseling is appropriate
for any individual or family with concerns about the
diagnosis, recurrence risk, treatment, or surveillance
regarding a specific condition or birth defect. Families
with concerns about any of the following may find it
helpful to see a genetic counselor: (a) birth defects,
such as congenital heart defects, spina bifida (open
spine), or cleft lip and cleft palate; (b) genetic disorders
affecting children and adults such as cystic fibrosis and
muscular dystrophy and chromosomal disorders such as
Down’s syndrome, neurofibromatosis, and Huntington’s
disease; (c) mental retardation; (d) if there is more than
one birth defect in a person, whether or not there is a
known cause; (e) metabolic diseases such as phenylke-
tonuria (PKU); (f ) diseases that run in families, such as
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cancer, kidney disease, certain heart conditions, and
mental problems such as bipolar disease and schizo-
phrenia; (g) infertility, stillbirths, multiple miscarriages,
or infant deaths; (h) marriage between close blood rel-
atives; and (i) ethnic backgrounds known to have a
higher chance of specific genetic conditions, such as
Tay–Sachs disease in people of Jewish descent or sickle-
cell anemia in African Americans.

Genetic counselors also provide information about
concerns in future or current pregnancies including
women who are in their mid-30s and older, prenatal
tests such as maternal serum screening, amniocentesis
or chorionic villus sampling (CVS), effects of infections,
radiation, medications, drugs, or alcohol, and health
problems such as diabetes, high blood pressure, or
seizures.

At a genetic counseling session, families can expect
that the genetic counselor will (a) gather information
about their medical history, pregnancy history (e.g., any
problems during pregnancy, drugs taken, illnesses,
difficulties during delivery, and so forth), and develop-
mental history (e.g., when a baby sits up, begins to talk
and walk, how they did in school, and so forth); (b) ask
the family to bring medical records, test results, or pho-
tographs to the genetics appointment; (c) ask about the
family’s history and draw a family tree (the pedigree);
(d) discuss a specific diagnosis (if it is known) and how
the diagnosis is managed, treated, and its prognosis—
for example, discussing the use of folic acid prior to
pregnancy to reduce the risk of neural tube defects;
(e) discuss testing for specific diagnoses such as chro-
mosomal disorders or single gene disorders; (f) discuss
carrier testing, if appropriate (for example, testing for
susceptibility genes for breast and ovarian cancer or dis-
orders such as cystic fibrosis or sickle-cell trait); (g) dis-
cuss the chances of the birth defect or genetic disorder
reoccurring in other family members (recurrence risk);
(h) address the family’s concerns in a supportive man-
ner and encourage them to make decisions that reflect
their own values and beliefs; and (i) make referrals to
other health professionals or resources when needed.

Depending on the reasons for seeking genetic
counseling, a family may only need to see the genetic
counselor or genetics team once, or they may need to
return for additional appointments to discuss test results
or new information. In general, most genetic counsel-
ing appointments last 1–2 hours.

SEE ALSO: Alpha-fetoprotein screening, Preconception care,
Pregnancy, Prenatal care, Ultrasound
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ANNE MATTHEWS

Genital Development Female genitalia consist
of two main parts, the internal genitalia that includes
the uterus, fallopian tubes, and vagina and external
genitalia consisting of the vulva. Both internal and
external genitalia develop in utero, that is, when the
baby is still in the womb. In a series of experiments
conducted in the 1950s, Alfred Jost demonstrated that
the sex chromosomes (XX or XY) inherited determine
whether the fetus will develop male gonads (sex
glands) known as testes, or female gonads known as
ovaries. In turn, the gonads determine the phenotypic
sex (i.e., male versus female sexual/reproductive
organs). An undifferentiated gonad develops during the
fourth week of gestation, and for the first 2 months of
growth, the two sexes develop identically. Starting
around the eighth week of pregnancy, sexual differen-
tiation begins when the testes first appear. In contrast,
it is hard to observe the first appearance of ovaries and
their development is determined based on the absence
of testes rather than the presence of ovaries. Around the
thirteenth week of pregnancy, however, the ovaries
become apparent.

The “XX” sex chromosomes determine the growth
of the ovaries. Ovaries produce the hormone estrogen
that is essential for the further formation of the ovaries.
Unlike in males, hormones are not required for the fur-
ther genitalia development in females once the ovaries
are fully formed. Rather, the internal urogenital tract
develops from two sets of ducts present in both sexes:
Wolffian and Müllerian ducts. In females, the Müllerian
ducts give rise to the internal genitalia: fallopian tubes,
uterus, and vagina. In the absence of testes the fetus’
genital tubercle becomes the external genitalia, that is,
the clitoris and the vulva. The development of internal
and external genitalia is a continuous process starting
in utero and continuing through puberty. Parts of the
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brain become sexually differentiated. One part of the
brain secretes the gonadotropin-releasing hormone
(GnRH) that is necessary for normal gonadal develop-
ment. Changes to the structure and functioning of the
brain are irreversible and take place during critical
windows of human development.

VULVA AND VAGINAL ANATOMY

The word vulva means “covering,” appropriately
termed because it covers the openings to the urethra
and the vagina. It includes the labia majora, labia
minor, and the vestibule. The vulva begins at the top
with the mons, or “mountain.” The mons is the pad of
fat covered by pubic hair. The first sign of puberty is the
growth of pubic hair that grows thicker as girls go
through sexual maturation. The pattern of pubic hair,
called escutcheon, is an inverted triangle in females.
The amount of pubic hair on the mons can vary
depending on race; African American girls tend to have
thicker and coarser hair compared to Asian women
who have sparser growth. Caucasian women tend to be
somewhere in between.

The labia majora are the outer folds of the vulva
between the thighs and like the mons they contain a
fair amount of fat. The labia majora has a large number
of sweat glands and other glands that secrete sebum, a
wax coating that provides lubrication and prevents fric-
tion during sexual intercourse. The labia majora sur-
rounds the labia minora that are the thin flaps of skin
without hair. The labia minora is filled with blood ves-
sels that plump up with blood when a woman is sexually
aroused. The labia minora and the mons come together
at the clitoris. The clitoris has a large number of nerve
endings and is easily sexually stimulated. The area
between the labia minora is called the vestibule. Like
the labia minora, the vestibule is also rich in blood ves-
sels. The blood vessels, also called the bulbs of the
vestibule, swell up and become firm when a woman is
sexually aroused.

The vagina is a tube that extends from the
vestibule to the uterus, also described as the womb.
Most of the time the vagina is collapsed, but it stretches
when penetrated. The vaginal lining is sturdy because it
manages multiple activities including sexual inter-
course, childbirth, and menstruation. These activities
also create an increased vulnerability to bacterial infec-
tions. The cervical canal connects the vagina to the

uterus. The uterus and fallopian tubes (also called
uterine tubes) play a key role in fertilization and
pregnancy. Every month the ovaries release one egg or
ovum that travels through the fallopian tubes toward
the uterus. Fertilization occurs if the ovum meets a male
sperm in the fallopian tubes. The fertilized egg then
proceeds down the fallopian tubes until it reaches the
uterus, and it embeds itself in the lining of the uterus in
preparation for gestation. The fertilized egg develops
over the next 40 weeks into a baby. If the ovum
remains unfertilized, it dissolves when it reaches the
uterus, and the uterine lining plus blood that developed
in preparation for nurturing a fertilized egg is shed. The
process of discharging the blood and the uterine lining
is called menstruation.

CHANGES IN THE VULVA AND VAGINA
DURING CHILDHOOD AND PUBERTY

Newborn and Childhood

At birth the labia majora and mons are hairless.
The labia majora is plump because of high estrogen lev-
els at birth. However, as the estrogen levels decrease
following delivery, the size of the mons and labia
majora diminish. Low levels of estrogen cause the
vagina in young girls to have a thin lining that lacks
protective lactobacilli or “good” bacteria necessary for
safeguarding the vagina from other bacteria. Therefore,
young girls are often susceptible to irritations from
chemicals such as those found in bubble bath or dyes.

Puberty

Girls’ reproductive organs experience a growth
spurt during puberty. The vagina doubles in length to
about 3–5 in. long and the ovaries and fallopian tubes
increase in size to about 3 or 4 in. in length. The uterus
also grows in size, and in contrast to its upright posi-
tion throughout childhood, the uterus begins to tilt dur-
ing puberty. These changes are accompanied by
hormonal shifts. Testosterone, primarily a male hor-
mone but one that exists in females in small quantities,
stimulates the growth of pubic and other bodily hair
(e.g., armpits, legs). Girls typically develop body odor
and acne as a result of increased testosterone during
this period. Estrogen levels rise later in puberty giving
way to breast development and menarche (see
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Menarche). Menarche, or first menstruation, releases
acid in the vagina, which in turn helps to fight off bac-
teria. During puberty, the hymen, which is a thin layer
covering the vaginal opening, also undergoes change
in preparation for adulthood. The hymen stretches
thereby creating additional space for menstrual dis-
charge and sexual activity. In some cases, the hymenal
opening may be closed off completely (imperforate
hymen) and may need to be surgically opened to allow
for menstrual and sexual activity. By the end of
puberty, the vagina and vulva are fully developed and
girls are capable of sexual reproduction. Pregnancy
and menopause bring about further structural changes
in the lining of the vulva and vagina. Hormones fluc-
tuate during these times and the stresses of childbirth
often reshape the vaginal opening. Additional readings
on these changes in later adulthood are provided at the
end of the chapter.

GENITAL ABNORMALITIES

Turner Syndrome

Turner syndrome (TS) is characterized by the lack
of development of secondary sexual characteristics (i.e.,
pubic hair and breast development). Other signs include
growth retardation (somewhere between 4 ft, 6 in. and
4 ft, 10 in.), webbed neck, a broad chest with broadly
spaced nipples, and cognitive difficulties, specifically a
nonverbal learning disability. TS occurs in approxi-
mately 1 out of every 2,000–3,000 births of girls, and is
the result of the absence or abnormality in the X chro-
mosome from either parent. Ovarian dysgenesis, the
massive loss of egg cells during fetal development and
after birth, is implicated in the lack of development of
the secondary sexual characteristics. The loss of eggs
during development causes the ovaries not to develop
in the fetus, and as noted earlier, ovaries are critical to
the development of female genitalia during fetal devel-
opment. Consequently, the absence of ovaries results in
infertility in women.

Treatment for TS usually includes estrogen replace-
ment therapy to stimulate the development of sec-
ondary sexual characteristics and a growth hormone to
stimulate growth. If girls receive the treatment early
enough in development, they can grow to a normal
height. Unfortunately, TS is usually not diagnosed until
late adolescence when the absence of typical pubertal
processes becomes apparent.

Ambiguous Genitalia

Intersex condition or hermaphroditism (46, XX
with bilateral ova–testis) is a blending or mix of male
and female internal and external genitalia. It is esti-
mated that 0.1–2% of the population have this condi-
tion. When infants are born with ambiguous genitalia,
doctors typically decide which gender to assign, and
then perform surgical procedures and administer hor-
monal treatments to reinforce that particular gender.
Large numbers of infants with ambiguous genitalia are
raised female. Genital surgery includes a clitoral reduc-
tion and vaginoplasty (reconstructing the vagina).

In some cases the intersex condition is not obvious
until puberty. Early signs are ignored, but when the
onset of puberty is delayed pediatricians and parents
take notice. Even then, some pediatricians may regard
delayed pubertal onset as a normal physiological
process. Physicians may prescribe oral contraceptives
for “girls” to stop virilization (e.g., facial hair growth)
and stimulate menstruation and breast growth. The psy-
chological impact of this late diagnosis can be devastat-
ing, particularly because it is damaging to adolescents’
already vulnerable sense of self. Adolescents raised as
girls may exaggerate their feminine characteristics to
meet society’s expectations but at the same time feel
like they are living a lie. In addition, adolescents may
get little support from family members who find it
difficult to accept their offspring’s new sexual status.

GENITAL MUTILATION

Genital mutilation, or female circumcision, involves
the removal of external genitalia in women and may
include partial or complete elimination of the clitoris,
the labia minora, and/or partially stitching the labia
majora together. This practice is highly prevalent in
African countries. In Egypt, for example, 97% of women
aged 15–49 were circumcised in 1995, with minimal
variation in the percentage across age groups. Female
circumcision is viewed as a universal sign of marriage-
ability in Egyptian culture, and is maintained by peo-
ple’s fear of family dishonor if they eliminate the
practice.

Public outrage in the Western world has spurred
some change in the prevalence of female circumcision.
A qualitative analysis comparing circumcision histories
of women aged 15–54 and their daughters who were at
least 5 years old found that educated women were less

281

Genital Development



likely to have their daughters circumcised. One expla-
nation offered was that education about the risks of cli-
toridectomy, including bleeding, infections, infertility,
and urinary problems, served as a deterrent. However,
this study also found that maternal decisions not to cir-
cumcise their daughters had more to do with women’s
resistance to beliefs about circumcision as a marker of
purity and femininity, than to her knowledge of health
risks. Circumcisions continue to take place in various
countries across the world, but they are more likely to
be performed by doctors than untrained professionals.
Efforts to fully eradicate this practice will require care-
ful attention to the social consequences of being ostra-
cized and suffering family dishonor versus women’s
health.

SEE ALSO: Adolescence, Female genital mutilation, Puberty,
Sexual organs
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Giant Cell Arteritis Giant cell arteritis (GCA),
also called temporal arteritis, is an inflammatory disease
with predilection for the arms (upper extremity
branches of the aorta) and head (cranial arteries). All
the layers of the artery wall are affected. Microscopic
examination reveals infiltration of the wall by inflam-
matory cells (lymphocytes and macrophages). One type
of inflammatory cell, macrophages, can fuse together to
form giant cells, thus the name giant cell arteritis. The

disease follows a “skip” pattern, meaning that involved
segments alternate with normal ones. The temporal
artery located on the temple of the head can be hard-
ened (indurated), tender, and can “roll” when touched
(palpated).

Specific substances in the blood (antigens)
involved in triggering the disease process have not
been identified. Research has focused on increased
prevalence in Caucasian people of northern European
origin and possible seasonal variations suggesting as yet
undetermined environmental agents as precipitating
factors.

GCA is a relatively rare disease. It occurs almost
exclusively in individuals older than 50 years. The aver-
age age of onset is 70 years. The disease incidence
increases with age. Women are affected about twice as
frequently as men. In Olmstead County, Minnesota, a
prevalence rate of 1 per 500 persons aged 50 or older
was reported.

The clinical features of GCA are extremely vari-
able. The onset can be gradual over a few weeks,
or abrupt. Characteristically, patients have pervasive
bodily symptoms including progressive tiredness;
decreased appetite and weight loss are common. Many
patients describe new moderate to severe headache in
the side (temporal region) or back (occipital region) of
the head. Scalp tenderness is reported with combing,
wearing eyeglasses, or sleeping on the affected side.
In some cases, the headache can be reproduced by
pressure over the temporal artery. More than half of
the patients have low-grade fevers that oftentimes
lead to extensive investigations aimed at ruling out
infection or cancer. Other symptoms may include: pain
in the masticatory muscles when chewing meat or
solid foods, pain in the tongue precipitated by talking,
and/or pain in one or more extremities with repetitive
use. Some patients experience short episodes of visual
loss; initially these episodes are short and vision is
regained. Unfortunately, these episodes of loss of vision
are warning signs for the irreversible loss of vision.
Polymyalgia rheumatica (PR) can be associated with
GCA. Patients affected by this condition report morn-
ing stiffness and pain in the shoulder, neck, and hip
area, severe enough to limit their activities and often-
times confine them to bed. Patients with GCA are
more likely to have abnormal expansion of large
blood vessels in the chest (dilatation of the thoracic
aorta) than patients without the disease. As a conse-
quence, routine chest radiographs (x-rays) to look
for enlargement of the space between the lungs
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(mediastinum) should be performed yearly in GCA
patients. If such a finding is noted, a computed tomog-
raphy (CT) of the chest to evaluate the size of the
aorta is indicated.

Laboratory data indicate inflammation. Tests indi-
cating active disease process, the erythrocyte sedimen-
tation rate (ESR), and the C-reactive protein (CRP) are
usually markedly elevated. Anemia (low red blood cell
count) is often present. Platelet count can be elevated.
The liver function tests can be slightly abnormal. The
artery in the temple area, the temporal artery, one of the
most common affected areas, can be easily biopsied to
confirm the diagnosis. Temporal artery biopsy should
be done, if possible, before treatment is initiated. When
transient visual symptoms are present, treatment should
be initiated immediately.

Once the diagnosis of GCA is established, steroids,
or a related medication, should be started at a dose
between 40 and 60 mg per day. This dose can be
reduced gradually in the following months as clinical
response is attained. The ESR and CRP can be followed
monthly. As markers of inflammation, these tests are
expected to parallel the clinical improvement and tend
to normal as the inflammatory process is under control.
The majority of patients develop side effects from
steroid therapy such as: osteoporosis with increased
risk for fractures, diabetes, cataract, glaucoma, high
blood pressure, obesity, acne, breakdown of the major
hip-bone joint (aseptic osteonecrosis of the femoral
head), and infections. Occasionally, in those who need
prolonged therapy with high doses of steroid, the side
effects from treatment may be worse than the disease
itself. The goal is to gradually decrease the steroid to
the lowest dose that controls the disease. The average
duration of therapy is about 2 years and many patients
are able to get off steroids completely. Although most
patients initially do well, relapses occur and steroids
should be restarted or increased and then tapered at a
slower rate.

Addition of immunosuppressive medication such
as methotrexate has failed to show a decrease in the
number of relapses. Methotrexate can be an option in
those who do not tolerate, or who develop significant
side effects from steroids. There are a few promising
case reports of resistant (refractory) GCA treated with
the medications etanercept or infliximab. These drugs
are biologic agents that target one of the mediators of
the inflammatory process. At this time though, more
studies are needed to confirm their usefulness
in GCA.

SEE ALSO: Cardiovascular disease, Headache

Suggested Reading

Cantini, F., & Niccoli, L. (2001). Treatment of longstanding active giant
cell arteritis with infliximab: Report of four cases. Arthritis and
Rheumatism, 44, 2933–2935.

Hoffman, S. G., Cid, M. C., Hellman, D. B., et al. (2002). A multicen-
ter, randomized, double-blind, placebo-controlled trial of adju-
vant methotrexate treatment for giant cell arteritis. Arthritis and
Rheumatism, 16, 1309–1318.

Hunder, G., & Valente, R. M. (2002). Giant cell arteritis: Clinical
aspects. In G. S. Hoffman & C. M. Weyland (Eds.), Inflammatory
diseases of blood vessels (pp. 425–441). New York: Marcel 
Dekker.

Salvarani, C., Cantini, F., Boiardi, L., & Hunder, G. G. (2002).
Polymyalgia rheumatica and giant-cell arteritis. New England
Journal of Medicine, 347, 261–271.

CARMEN GOTA

Gonorrhea Gonorrhea refers to infection caused
by Neisseria gonorrhoeae, a bacterium that grows in the
reproductive tract and moist mucous membranes, such
as the mouth, throat, and anus. Gonorrhea is transmit-
ted through sexual contact. Once a person is exposed
to gonorrhea, symptoms may appear in several days, or
may take up to 1 month. Symptoms of gonorrhea may
vary greatly from person to person. Many women are
asymptomatic. An abnormal vaginal discharge, burning
upon urination, and occasionally pelvic pain may be
the initial symptoms of gonorrhea infection. Men
infected with gonorrhea, however, often note burning
upon urination or a yellow-white discharge from the
penis. Gonorrhea more often produces a purulent dis-
charge from the cervix, compared to other sexually
transmitted diseases such as chlamydia.

The diagnosis of gonorrhea is made by sampling
the infected area, the cervix, urethra, rectum, or throat.
Once gonorrhea is diagnosed, tests for other sexually
transmitted diseases, including chlamydia, syphilis, and
HIV, should be performed. Because gonorrhea and
chlamydia have similar symptoms and may be transmit-
ted together, it is appropriate to treat for both infections
if one is diagnosed.

Untreated gonorrhea may cause serious morbidity.
Gonorrhea may become a life-threatening, bloodborne
infection and may spread to the joints producing septic
arthritis. Gonorrhea is the leading cause of septic arthritis
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in young, sexually active adults. Usually only one or
two joints are involved, and the joint infection may be
accompanied by local inflammation of the tendons
(tenosynovitis). Tenosynovitis due to N. gonorrhoeae
can occur without joint involvement. The diagnosis of
septic arthritis due to N. gonorrhoeae is made by aspi-
rating the affected joint and finding characteristic
changes in the synovial fluid. N. gonorrhoeae can be
difficult to isolate from synovial fluid and a negative
culture does not rule out the diagnosis.

Pregnant women with gonorrhea may pass it on to
their fetus at the time of birth, causing newborn blind-
ness or a bloodborne infection. Gonorrhea can cause
pelvic inflammatory disease (PID) that can require hos-
pitalization for intravenous antibiotics. Even a single
episode of PID can significantly reduce a woman’s fer-
tility. PID may be further complicated by formation of a
tubo-ovarian abscess. Treatment of tubo-ovarian
abscess may require prolonged hospitalization or
surgery. Chronic pelvic pain is a long-term complication
of gonorrhea and may require prolonged pain manage-
ment or surgery. Infertility and ectopic pregnancy are
also serious possible complications of gonorrhea.
Ectopic pregnancy may be life threatening.

A single dose of antibiotic will treat uncomplicated
N. gonorrhoeae cervicitis or urethritis. Ceftriaxone 125 mg
given intramuscularly is the standard therapy; single-
dose oral therapy with quinolone antibiotics is also
successful, but there is growing resistance of N. gonor-
rhoeae to this class of antibiotics worldwide. Therapy of
septic arthritis or tubo-ovarian abscess requires a longer
course of antibiotics. Reliably utilizing latex condoms
and avoiding contact with partners who are infected
may prevent gonorrhea.

SEE ALSO: Chlamydia, Herpes simplex virus, Human papillo-
mavirus, Pelvic pain, Sexually transmitted diseases, Syphilis
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Greer, Germaine Germaine Greer was born on
January 29, 1939, in Melbourne, Australia. She was the
first child of Margaret Mary “Peggy” and Eric Reginald
“Reg” Greer. Germaine’s younger sister Jane arrived
6 years later and her brother, Barry, was born 5 years
after Jane.

In January of 1942, Germaine’s father joined the
Australian Imperial Forces and soon left for war.
Germaine was just about to turn 3 and it would be
almost 2 years before she would see her father again.
During those 2 years, Germaine had all of her mother’s
attention for herself. Upon her father’s return, this
changed. Reg Greer returned from war a different man,
cold and unaffectionate. Germaine was desperate for
his affection, but he would reject any attempts she
made. She also received less attention from her mother
now that her father had returned. Her father’s rejection
and the decrease in maternal attention caused
Germaine to become bitter.

Germaine’s childhood was not the best. Her
mother often resorted to corporal punishment to deal
with the headstrong temperament of her oldest child
and her father did nothing to stop the punishment. The
Greer home was basically culturally devoid, absent the
books that Germaine would later come to love.

Germaine was a bright but sickly child. She began
school at St. Columba’s, a small Catholic school
attached to the church where her parents had married,
in 1943. By all accounts, Germaine was a very bright, if
somewhat reluctant, student. She left St. Columba’s for
Sacred Heart, then on to Holy Redeemer. In 1952 she
went to Star of the Sea College. Germaine earned hon-
ors in English and French literature at the University of
Melbourne, a master’s degree at the University of
Sydney, and in 1967 a doctorate in literature from
Newnham College at the University of Cambridge in
England. She then lectured at the University of Warwick
in Britain.

In 1979 Greer taught poetry and directed the
Center for the Study of Women’s Literature at the
University of Tulsa in Oklahoma. She soon left there
and returned to writing. She is currently a Professor of
English and Comparative Studies at the University of
Warwick.

The Female Eunuch, first published in 1970, is
Germaine Greer’s most famous work and the one that
launched her into history as a great feminist. The book
deals with the systemic disempowerment of women,
claiming that marriage is, in essence, slavery, and
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proposes that the way to regain power is through
reclamation of women’s sexuality. The Female Eunuch
soon became a bestseller. Another of Greer’s well-
known publications is Sex and Destiny: The Politics of
Human Fertility (1984). In this book, she criticizes the
Western world for pushing Western birth control meth-
ods on Third World countries. Her opinions in this
book brought her much criticism as being antifeminist.

Some of her other writings are: The Obstacle Race:
The Fortunes of Women Painters and Their Work (1979),
The Madwoman’s Underclothes (1986), Daddy, We
Hardly Knew You (1989), The Change: Women, Aging,
and the Menopause (1992), Slip-Shod Sibyls (1995), and
The Whole Woman (1999).

SEE ALSO: Birth control; de Beauvoir, Simone
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Guardianship When a person is unable to fend
for herself, whether because she is a parentless child or
an adult who suffers from mental retardation, mental ill-
ness, substance abuse, or dementia, those around her
may discuss the possibility of guardianship. Unlike vol-
untary measures short of guardianship, like setting up a
joint bank account (where two people share control of
funds), a representative payee (when one person looks
after another person’s government benefits), a conser-
vatorship, a trust, or a power of attorney (voluntary
arrangements that can be similar in scope to a guardian-
ship), a true guardianship is rare and serious and may
be established only by a court of law. This court, com-
monly called the county Probate Court, declares or
appoints one person (the guardian) to protect the inter-
ests of another (the ward), whether the ward likes it
or not.

A guardian of the person is authorized to only
make medical decisions, including the ward’s living
arrangements, and to monitor closely the ward’s needs
and standard of living. (Legal documents called a
durable health care power of attorney or a living will
may alleviate the need for a guardianship of the per-
son.) A guardian of the estate makes all financial deci-
sions. (Again, legal documents called a durable general
power of attorney or living trust may keep these mat-
ters private, out of court.)

The prospective ward has the right to resist the
guardianship process and to have a say in who is
appointed guardian, and next of kin are notified as
well. Because such important rights are at stake, the
process is a matter of public record and the ward’s pri-
vacy (concerning medical and financial information that
is usually confidential) is sacrificed for the sake of her
safety and well-being. If the prospective ward cannot
afford an attorney, one may be appointed for her by the
court. Sometimes a parent is known as the natural
guardian of a child, but someone (not always the nat-
ural parent) must be appointed guardian of the estate
for a child who is to receive a substantial sum of money
(usually around $10,000 or more) as an inheritance or
personal injury recovery, to make sure that the funds
are spent on the child or saved for the child’s future.
Some states have laws permitting or forbidding a per-
son from applying for guardianship over a child just so
the child may attend school as a resident of a particular
school district. Sometimes a court will appoint what is
called a guardian ad litem just for the purpose of pro-
tecting a minor or incompetent person’s rights during
the course of a lawsuit. A limited guardian or emer-
gency guardian may be appointed for a one-time pur-
pose: to make a critical medical decision or stop a
person who is unable to control her spending habits.

The application and appointment process can be
cumbersome and expensive. Legal paperwork often
includes an application, a statement by a physician doc-
umenting the medical need for such an extreme mea-
sure, a court investigator’s report, posting of a bond by
the guardian (protecting the ward’s funds if the guardian
were to misuse or steal the funds), and oaths and affir-
mations promising the court that the guardian under-
stands all the rights and responsibilities of serving in this
position of trust (called a fiduciary relationship). The
prospective ward as well as all of the ward’s next of kin
are notified of the impending guardianship hearing.

At the hearing, a probate judge or magistrate listens
to all those who have gathered and decides not only
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whether to establish the guardianship at all, but also
determines whether or not the prospective guardian, or
an alternative, can be trusted to act in the ward’s best
interests. If the prospective ward, for example, an
elderly person suffering from Alzheimer’s disease, had
named her preferred guardian in a power of attorney or
other document, the court will take that expressed
preference into consideration. Sometimes the court will
appoint a relative to serve as guardian of the person
and a bank to serve as guardian of the estate or a sin-
gle person will be appointed to serve in both capacities.

During the course of a guardianship, the guardian
asks the court for permission to spend or invest the
ward’s funds and makes periodic accountings to the
court showing how much money comes and goes and
for what kinds of purchases, as well as reports to the
court confirming over time whether the ward still needs
a guardian. A guardian must continually show the court
that all decisions on the ward’s behalf are in the ward’s
best interests, not merely convenient for the guardian,
and that all funds are being spent on the ward or her
dependents, designed to maintain the ward at a stan-
dard of living that matches the size of her estate and her
medical and other needs.

If the ward has enough money, the court may
allow the guardian reasonable compensation from the
ward’s estate. The guardian does not risk her own
money by serving as a guardian and as long as she
takes reasonable steps to protect her ward, should not
be liable for the ward’s actions that are out of her
control.

Once a particular guardian is appointed (whether a
person or an institution like a bank or a nonprofit
group), it can be difficult to change guardians or have
the entire guardianship terminated. Once a child turns

18, the guardianship ends and any funds held in her
guardianship then belong to her outright. If a ward who
had been declared incompetent regains her ability to
take care of herself and manage her money, she may
seek to terminate the guardianship. In extreme cases,
where the court learns about a guardian’s abuse of the
ward or the ward’s funds, the court may remove and
replace the guardian. The Roman satiric poet Juvenal
once wrote: Sed quis custodiet ipsos custodes? But who
will guard the guardians themselves? We rely on our
local county probate courts to keep an eye on those
who serve as guardians for our society’s most vulnera-
ble members.

SEE ALSO: Conservatorship, Durable power of attorney for
health care
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Hair Care Feeling positive about our appearance
helps us to feel positive in other areas of our lives. Our
hair speaks volumes about us—from the color to the
cut and ultimately the style that we choose. Beautiful,
healthy, chic hair can be a reality for everyone. It sim-
ply requires a little attention, the inclusion of a few easy
details in our daily routine, and a good stylist.

Beautiful hair is achieved by using a shampoo that
contains high concentrations of natural ingredients and
essential oils and a minimum of synthetic additives. On
a daily basis, rely on shampoos made with pure plant
essence, provitamin B5, and antioxidants such as vita-
min E. This choice is your first step in working toward
the goal of healthy, beautiful hair. Additionally, a spe-
cial detoxifying shampoo once a week may be helpful
to remove any product buildup from accessory hair
products or other toxins.

There are many variables that lend uniqueness to
the appearance of our hair. One of these variables is the
condition of the scalp; that is, whether it is oily, dry, or
normal. Other variables include the thickness of the
hair, including the actual density and diameter of each
strand of hair. Finally, there is the texture, which influ-
ences how much straightness or wave the hair has.

Condition of hair is another factor. Hair that is dam-
aged and has its cuticle sticking up tends to look dull.
Proper conditioning in and out of the shower is impor-
tant for promoting shiny hair. Combing conditioners
through in a downward motion to smooth the hair cuti-
cle is a key process.

Another important variable is the type of styling
products used, which influence hair volume. Hair

styling products may be oil- or water-based. Products
are intended to either increase or decrease hair tensile
strength. Hair oils, creams, sticks, pomades, and waxes
are meant to decrease volume and smooth hair. Sprays,
gels, and mousses are designed to increase hair volume
and texture.

Individuals with fine or thin hair should take cau-
tion to avoid overconditioning. Alcohol additives, given
a bad name by some companies, may be useful in
adding volume to thin hair. Women with thick or
medium-textured hair should use a shampoo with more
active cleaning properties and a medium weight condi-
tioner. Thick and medium-textured hair can tolerate
leave-in conditioners and styling products that are
either oil- or water-based. Hair that is curly and coarse,
but fine, is prone to damage. This type of hair requires
a very gentle shampoo and a heavy conditioner. Those
with coarse hair may benefit from oil-based styling
products that are geared toward decreasing volume. Try
massaging jojoba mixed with essential oils for extra
conditioning before a shower. Coarse, highly textured
hair that is thick requires deep conditioning. Oil-based
products should be used because thick coarse hair with
texture is resilient and can take a highly active
shampoo.

All types of hair should be cleaned periodically
with a detoxifying shampoo. Those living in urban
areas that are exposed to higher levels of pollutants
should consider detoxifying once a week. The same is
true for those using multiple styling products on a
daily basis and for those swimming frequently in chlo-
rinated pools or seawater. A good detoxifying sham-
poo with highly active cleansers can remove

Hair Care
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pollutants, oil buildup, and shampoo residue.
However, overuse of a detoxifying shampoo can have
negative effects, such as a loss of shine and pliability
that may ultimately lead to breakage. Rely on a good
detoxifying shampoo but avoid using it too often.

Our hair has a certain degree of resistance to dam-
age. However excessive chemical use such as that
involved in perming, bleaching, and double-process
coloring can do irreparable harm. That is why it is so
important to rely on a stylist who is knowledgeable
about all hair types and who uses products considered
least harmful to hair. Become knowledgeable about
your specific type of hair and work within that frame-
work (Table 1).

Most women rely on word of mouth when seek-
ing guidance for hair care and styling. If such refer-
ences are not readily available, choose a salon where
the hair stylist seems adaptable to your aesthetic sen-
sibilities and sense of fashion. Look for a stylist who
has patience and who will help you articulate your
hairstyle goals. Semantics and communication are
important. It is unadvisable to ask for a trim or a shap-
ing. This provides the stylist with little useful informa-
tion. Instead, be as specific and direct as possible. A
good stylist will be open to your ideas and will value
pictures and sketches. Best results are obtained when
you and the stylist work as a team to achieve your
goals.

SEE ALSO: Calcium, Dermatitis, Diet, Hair loss, Hair removal,
Iron supplementation, Nail care, Skin care
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LINDA AGRESTA SPRINZL

Hair Loss The portion of hair that is seen is called
the hair shaft. That which is below the surface of skin
is the follicle. During our lifetime, each hair follicle
undergoes repeated cycles of growth, rest, and regen-
eration. Hair loss can occur due to disturbances of the
hair cycle, damage to the hair shaft, or disorders affect-
ing the follicle.

DISTURBANCES OF THE HAIR CYCLE

Normally the majority of scalp hair is in the growth
phase. A small percentage of hairs in the resting phase
are shed each day (100–200 hairs shed daily). Under
certain circumstances a higher percentage of hairs enter
the resting phase and a woman may notice a sudden
increase in hair shedding. Common causes include high
fever, childbirth, severe infections, severe “flu,” severe
chronic illness, major surgery, thyroid disorder, crash

Hair Loss

Table 1. Hair care tips

Hair do’s Hair don’ts

● Use a detoxifying shampoo based ● Brush wet hair
on need, according to ● Use uncoated rubber bands
manufacturer’s directions ● Comb conditioners through hair

● Always condition ● Sleep with rubber bands, barrettes,
especially longer hair hair clips, hair combs, or bobby

● Cut your hair every 6–8 weeks pins in hair
(even growing out hair, trim ends 1/4 ● Subject hair to excessive heat from
in. at least) hair dryers and curling irons.

● Brush your hair often Follow manufacturer’s directions
● When using heat or chemical ● Expose hair to the sun for long

processes always use conditioner periods
and other protective products ● Leave chlorine or seawater in hair

after swimming
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diets, inadequate protein intake, and certain drugs. The
shedding often starts months after the inciting cause but
will stop after several weeks if the offending cause is
removed or corrected.

DAMAGE TO THE HAIR SHAFT

Hair is composed primarily of the protein keratin,
which is the same substance that forms fingernails and
toenails. Sulfur crosslinks between hair proteins provide
for the strength of the hair. Damage to the hair shaft by
improper cosmetic techniques can cause hair breakage.
There is little damage from normal dyeing, bleaching,
waving, or straightening. However, breakage can occur
from too much tension during waving, from waving
solutions left on too long or improperly neutralized,
from waving and bleaching on the same day, or from
too frequent hair treatments. Other causes of hair
breakage include excess tension in braids, ponytails,
and cornrows, or excess friction due to helmets or
orthodontic appliances. Hair breakage will stop if the
cosmetic procedure is stopped and the hair is handled
gently, but hairs already broken cannot be mended.

DISORDERS AFFECTING THE FOLLICLE

Hereditary hair thinning, or androgenetic alopecia,
is the most common form of hair loss in humans. This
condition is also known as male-pattern hair loss or
common baldness in men and as female-pattern hair
thinning in women. Onset may occur in either sex at
any time after puberty. It is estimated that half of the
population experiences hereditary hair loss by age 50.

The cause of hereditary hair thinning is a gradual
shrinkage of the hair follicle, which occurs under the
influence of androgens. The smaller hair follicle results
in a finer and shorter hair shaft. Women with hereditary
thinning usually first notice a gradual thinning of their
hair, mostly on the top of their heads, and their scalp
becomes more visible. Over time, the hair on the sides
may also become thinner. The patient may notice that
her “ponytail” is much smaller. This diffuse thinning of
the hair can vary in extent but it is extremely rare for
a woman to become bald. Extensive laboratory tests are
usually not needed if the woman with hereditary thin-
ning has normal periods, pregnancies, and hormone
levels. Thyroid disease and iron deficiency are two
causes of hair thinning that can easily be ruled out by

laboratory tests. Treatment for women with hereditary
thinning includes topical minoxidil solution that, when
used regularly, can partially reenlarge the miniaturized
hairs.

Alopecia areata is an autoimmune disease that
affects almost 2% of the population in the United States.
Inflammatory cells target the hair follicle, thus prevent-
ing hair growth. Typically a small round bald patch is
noticed; this patchy hair loss may regrow spontaneously.
In other cases there can be extensive patchy hair loss
and in rare cases there is loss of all scalp and body hair
(alopecia areata universalis). Alopecia areata occurs
equally in males and females, at all ages, although
young persons are affected most often. Alopecia areata
typically has a relapsing and remitting course. Treatment
is available when the disease is active but does not pre-
vent future occurrences of hair loss.

SEE ALSO: Autoimmune disorders, Skin care, Skin disorders
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PARADI MIRMIRANI

Hair Removal Excessive growth of facial or body
hair (hirsutism) in women can be profoundly distressing,
and is often perceived as loss of femininity. The psy-
chological ramifications of excess hair growth in women
cannot be overstated. Hirsutism is defined as the pres-
ence of excess hair growth in a male distribution includ-
ing the chin, sideburns, and above the upper lip.

The diagnosis of hirsutism is somewhat subjective
and there is clearly a cultural bias to what is perceived
as “normal.” The vast majority of female patients diag-
nosed with hirsutism have no underlying hormonal
abnormality and have female relatives with similar hair

Hair Removal



growth. However, hirsutism may sometimes be a seri-
ous harbinger of underlying disease. If the hair growth
is very significant or sudden in onset, or if there are
other symptoms suggesting increased levels of male
hormones (such as deepening of the voice, increased
muscle mass, menstrual irregularities, decrease in breast
size, or increase in genital size), then ovarian or adrenal
abnormalities should be ruled out through laboratory
testing. Occasionally women demonstrate increased
hair growth in a distribution that is not solely in a male
pattern, and this condition is referred to as hypertri-
chosis. This pattern of growth may be caused by certain
drugs and inherited diseases.

Since male hormones (androgens) cause hirsutism,
a common first-line approach to reduce the amount of
hair is treatment with drugs that reduce levels of andro-
gens. Combination oral contraceptives and antiandro-
gen drugs such as spironolactone (a mild water pill) are
often used for this purpose.

Mechanical methods of hair removal are commonly
used in women with varying degrees of undesirable
hair growth. Depilatory creams and shaving remove
hair at the surface of the skin, cutting the hair shaft by
chemical or physical means, respectively. In contrast,
tweezing or waxing removes hair from the root result-
ing in a longer delay in regrowth. Regardless of depth
of the hair removal, all of these represent short-term
hair removal methods that have the advantage of rapid
results and the disadvantage of rapid regrowth.
Electrolysis provides a more permanent form of hair
removal by destroying the regenerative portion of the
hair follicle with an electric current. Because a small
needle must be introduced into the hair follicle, there is
some discomfort associated with the procedure that can
be minimized by using topical anesthetic beforehand.
The most common side effects associated with the pro-
cedure are altered pigmentation, infection, and scarring.
The success rate is highly dependent on the technical
skill of the individual performing the procedure.

Lasers and other light-assisted methods are increas-
ingly popular ways to remove hair that use the princi-
ple of selective photothermolysis. Varying wavelengths
of light are used to target various skin or hair follicle
substances, producing permanent hair reduction in a
safe and effective manner. Currently, the more popular
hair removal lasers target the pigment-producing cells
in the hair, and for this reason, are most effective
among patients with darker hair and lighter skin.
Further research is needed to determine how perma-
nently hair is removed with lasers.

One of the newest methods of hair removal is
eflornithine cream. Its active ingredient blocks an
enzyme ornithine decarboxylase that plays a critical
role in the hair growth cycle. Rather than removing the
hair, it slows its growth and therefore complements
physical methods of hair removal by reducing the fre-
quency of treatments. Side effects are mild and include
treatment site discomfort and irritation.
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MARY GAIL MERCURIO

Harm Reduction Harm reduction is a set of
strategies that encourages an individual to reduce the
harm caused by a high-risk behavior. Harm reduction is
not a new concept in public health since high-risk
behaviors—also known as “bad habits,” depending
upon the era—have always existed and will continue to
exist. What changes is how society views the behavior
and societal responses to it.

Although harm reduction can be a very powerful
means through which to modify high-risk behaviors
and risk of disease, it is not without detractors who feel
that harm reduction may undermine prevention and
cessation programs. However, evidence of the success
and long-term benefits, including cessation or absti-
nence, of harm reduction approaches for high-risk
behaviors such as smoking, drinking and driving, and
drug use is increasingly evident. While there has been
little research devoted to the development and evalua-
tion of their efficacy, the potential of microbicides to
prevent the transmission of HIV and other sexually
transmitted diseases has been described as a harm
reduction approach for women with little control over
whether their partner uses a condom. Again, fears have
been raised that developing microbicides would reduce
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the focus on condom use, in spite of evidence that
unprotected sexual intercourse continues to be a major
risk behavior 20 years after AIDS was first described.

Harm reduction emphasizes the individual’s input
into the therapeutic process to ensure (a) that the client
sets goals that are relevant to her/his social and envi-
ronmental contexts and (b) that there is motivation to
work toward reducing the harm caused by the behav-
ior. The goal could be to reduce the harm experienced
by the individual, the harm experienced by their fami-
lies, or the harm experienced by the community in gen-
eral. However, in order for harm reduction to be
successful, barriers that inhibit individuals from seeking
assistance must also be addressed (such as stigma, lack
of access to services, lack of health insurance, fear of
disclosure of the behavior), not just the behavior.

A very successful example of a harm reduction
approach to a public health problem is the “designated
driver” campaign targeting people who drink and drive.
While it is against the law to drive a vehicle under the
influence of alcohol (or other drugs), it is also recognized
that people drink in social settings, that they on occasion
drink too much, and that the person still needs to find a
means to get home. The campaign encourages people to
identify one member of the group to be the “designated
driver,” with this person preferably not drinking or drink-
ing very little (one or two drinks over the entire evening).
The designated driver is responsible for driving the other
members of the group to their homes. While the desig-
nated driver campaign does not reduce individual harm
resulting from alcohol intoxication, it significantly reduces
the risk the drunk person faces should they get into a car
and drive home. More importantly, the designated driver
campaign reduces harm to the community should the
drunk person be involved in an accident in which griev-
ous harm (i.e., death or permanent disability) results to
the drunk driver or an unsuspecting victim.

Another successful harm reduction approach has
been the use of the nicotine patch to help smokers quit
smoking or significantly reduce the number of ciga-
rettes smoked when they are unable or unwilling to
quit. The harmful effects of smoking are well docu-
mented. The challenges faced by smokers who wish to
quit but are unable to do so are also better recognized
and smoking cessation programs offer a variety of ther-
apeutic approaches in order to manage both the physi-
cal dependency on nicotine and the psychological
contexts that trigger a desire to smoke. One of these
approaches is continued nicotine administration
through a “patch” that is applied to the upper arm.

Using the nicotine patch allows the smoker to slowly
reduce the amount of nicotine in their system over time,
while dealing with the psychological contexts of their
smoking habit. Thus, although there may be continued
harm to the individual as a result of the ongoing expo-
sure to nicotine, the harm to the individual is substan-
tially reduced since the nicotine, along with tar, is not
inhaled and it is expected that use of the nicotine patch
will eventually cease. Harm to the individual’s family
and community is almost eliminated since exposure to
secondhand smoke ceases. In some ethnic communities
where rates of smoking for females are low, women
could be the primary beneficiaries of harm reduction
for smokers because their exposure to cigarette smoke
would be significantly reduced; benefits would also
accrue to children in the household.

HARM REDUCTION AND ILLICIT DRUG USE

Harm reduction, in the context of illicit drug use,
has been defined as a “…pragmatic and humanistic
approach to diminishing the individual and social harms
associated with drug use,” while others view harm
reduction as “…a peace movement [that] is aligned with
the humanistic values around which social work is organ-
ized.” Although harm reduction has been successfully
applied to reducing alcohol- and smoking-related harm,
it becomes especially controversial when applied to
reducing the harm caused by illicit drug use. The devel-
opment of drug policies not founded on public health
principles has resulted in long-term harm to women and
their families, ethnic minority women in particular, by
separating families through increased jail sentences for
nonviolent drug-related crime. These communities often
have the least access to drug treatment and other health
and social service programs, and the greatest barriers to
sustaining behavior change as a result.

SEE ALSO: Acquired immunodeficiency syndrome, Sexually
transmitted diseases, Substance use, Violence
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Headache Headache disorders can be divided
into primary and secondary types. A secondary
headache is one caused by an underlying disease or
physiologic condition. Primary headaches are not
symptomatic of another condition. They are among the
commonest human afflictions. Tension-type headache
has a lifetime prevalence of 78%, and migraine, 16%.
Secondary headaches are much less common: post-
traumatic headache has a lifetime prevalence of 4%, and
headache caused by brain tumor, less than 0.5%.

The term tension headache is an old one that
reflects two outdated, discredited ideas of pathophysi-
ology: that the headache is due to emotional “tension”
or to excessive “tension” (contraction) of pericranial
muscles. Current thinking holds that abnormal sensitiv-
ity of brain nerve cells is the cause, but the old name,
with a slight change, to tension-type headache, has
been retained. Tension-type headache is more common
in women, with gender ratios ranging from 1.04 to 1.4.
Prevalence peaks between 20 and 50 years of age and
then declines. The pain is dull, achy, pressure-like, and
tight. It is mild to moderate in severity. It is located
bilaterally, in the forehead, temples, back or top of the
head, or all over the head, and often in a band-like dis-
tribution around the head. Unlike migraine, tension-
type headache is not worsened by physical activity or
associated with nausea, vomiting, photophobia (light
sensitivity), or phonophobia (sensitivity to sound).
Headaches typically last a few hours but can be as brief
as 30 minutes or go on for years.

Tension-type headache sometimes responds to
stress management, relaxation therapy, and exercise,
but most patients require pharmacotherapy. The
choice of an abortive medication, aimed at terminating
a headache, depends on the severity and duration of
the attack. Mild headaches often respond to over-the-
counter (OTC) analgesic drugs, including aceta-
minophen, aspirin, and nonsteroidal anti-inflammatory
drugs (NSAIDs), such as ibuprofen or naproxen,
although four tablets rather than the traditional two
may be required for effective treatment. A combina-
tion of simple OTC analgesics and caffeine may be
more effective than a single drug. For more severe
attacks, a similar combination including butalbital with
or without codeine, available only by prescription, is
more effective. Patients who use abortive medicines
more than 2 days a week are at risk of developing
medication-overuse headache. This takes the form of a
chronic daily headache that responds to each dose of

medicine for a short time but recurs soon afterward,
creating a vicious cycle of rebound headaches.
Avoiding this complication of treatment is the purpose
of using medicines to reduce the frequency, severity,
and duration of headache, that is, preventive therapy.
Patients take a drug regularly, everyday, for months to
years. Once their headaches have been under control
for 3–6 months, the drug may be withdrawn.
Amitriptyline, a tricyclic antidepressant, in a low dose,
is the drug most often used, but other types of med-
ication, including tizanidine, a muscle relaxer, and all
the drugs used for migraine headache prevention are
also effective.

Migraine is the second most common headache
disorder; it is discussed elsewhere in this volume.
Cluster headache is much less common, occurring in
15.6 men per 100,000 person-years and in 4 women
per 100,000 person-years. It has a familial occurrence:
The risk among first-degree relatives is 14 times
higher than in the general population. The mean age
of onset is 27–31 years. Its most characteristic feature
is its temporal pattern. Episodes occur every other
day to eight times a day for months, then they stop
for months to years, then they start again; hence, the
name “cluster headache.” Sometimes headaches occur
at the same time each day, often in the middle of the
night. They are relatively brief, lasting 30 minutes to
3 hours, but usually less than 2 hours. The pain is strictly
unilateral, and the side is the same in each episode of a
cluster. It centers in the eye but may be more widespread
and is very severe. Patients typically pace the floor dur-
ing the headache, in contrast to migraine patients, who
lie down. Cluster headaches are often associated with
autonomic signs on the painful side of the head, includ-
ing ptosis of the eyelid and pupillary miosis (Horner
syndrome), conjunctival injection, lacrimation, and nasal
congestion or rhinorrhea. Effective abortive treatments
include inhaled oxygen, subcutaneous or intranasal
sumatriptan, and intranasal lidocaine and preventive
treatments include prednisone, verapamil, lithium, and
valproate.

Pregnancy and breast-feeding have an impact on
the treatment of headache. The formation of the organs
of the body of the fetus takes place mainly in the first
trimester of pregnancy. Some medicines are known to
cause fetal malformations, and others are known not to
do so, but there is no certain knowledge about most
drugs. Most physicians advise women to take only med-
icines known not to cause fetal malformations during
that period of pregnancy.
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Acetaminophen, caffeine, NSAIDs, codeine, and
other narcotics and probably sumatriptan are safe
abortive agents, but only prednisone is safe as a pre-
ventive drug, for the types of headache discussed
above. Amitriptyline is probably safe in the second and
third trimesters. Late in pregnancy NSAIDs should be
avoided, because they can impair closure of the fetal
ductus arteriosus. Medicines taken by lactating women
appear in their breast milk. The dose received by the
infant is usually 1–2% of the maternal dose, which is
safe for most drugs but not tricyclic antidepressants,
butalbital, sumatriptan, or aspirin.

Secondary headaches may be due to physiologic
states such as fasting, pathophysiologic states such as
caffeine withdrawal, minor illnesses such as sinusitis,
and serious diseases such as stroke and head trauma.
Certain historical features may be regarded as “red
flags,” which indicate the possibility of serious underly-
ing disease. A new severe headache of sudden onset
may indicate subarachnoid bleeding, meningitis, or dis-
section of an artery in the neck or head. A headache
that grows worse and worse over a period of days to
weeks suggests the possibility of increased intracranial
pressure or an intracranial mass lesion. Precipitation of
a headache by exertion or sexual activity suggests sub-
arachnoid hemorrhage or a malformation of the hind-
brain. A headache disorder beginning late in life may be
due to giant cell arteritis. A background of AIDS or can-
cer suggests that a new headache may be due to
intracranial infection or tumor. A headache that remains
localized to one part of the head for a long period of
time suggests the possibility of a structural intracranial
lesion there. Diseases that can present as a new head-
ache and occur more commonly in pregnancy include
subarachnoid hemorrhage, pituitary tumor and chorio-
carcinoma, preeclampsia, and intracranial dural venous
sinus thrombosis.

SEE ALSO: Chronic pain, Giant cell arteritis, Neuropathy, Pain,
Temporomandibular joint disorders
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MARC D. WINKELMAN

Healers Why are women more numerous and
important as healers in some medical systems and men
in others? Do women healers have special attributes
that differ from those of male healers?

Decades ago, I. M. Lewis offered the now classic
thesis that women are healers where there are “cults of
affliction,” covert protest movements with rituals that
feature possession/trance, which seek to compensate
gender inequalities. Other anthropologists suggest that
since men often suffer the same types of initiation ill-
ness as do women and also participate in possession
cults, an explanation of why more women than men are
healers in these cults can be found in the relationship
between the gender system and systems of power and
authority. More recently Lewis’ notion has been criti-
cally reviewed by Janice Boddy (1989). Based on stud-
ies of the Zar cult in northern Sudan, she suggests that
although the idea of status and power balancing may be
accurate, it is too unidimensional to adequately explain
Sudanese women’s behavior. Boddy describes how
men’s and women’s roles are complementary and sug-
gests that this underlies women’s involvement in the
cult, expressed in Zar spirit possessions. In contrast
to appealing to sociocultural factors, such as gender
role constructs, Jeanne Achterberg suggests that certain
gender-related, stereotypical personal attributes are
found in women who become healers—subjectivity,
receptivity, relatedness, and understanding—which are
also attributes of the “wounded healer,” an ideal type of
healer.

Although the studies referenced above largely refer
to women in developing countries, ritual healing cults
are found in developed countries, particularly among
immigrant and ethnic minority populations. The gender
pattern in popular healing cults in the United States,
such as Curanderismo, Espiritismo, Santería, and
Vodun, seems to parallel that of their home country.
Many more women than men are popular healers
among Latinos (Mexican Americans, Puerto Ricans,
Dominicans, and Cubans), African Americans, and
South Americans. However, where the cult is large and
status differences exist, then men often dominate as
leaders. Similarly, in institutionalized religions that carry
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out healing rituals, there may be more men than
women carrying out the healer role, and the men
occupy higher status positions. This difference appears
related to opportunities for social status in a community
of believers, such as in the Catholic charismatic move-
ment or the Pentecostal churches. Lawless describes
how the relatively few women preachers in the
Pentecostal churches in rural Missouri were considered
illegitimate as religious leaders; this view seems to
persist.

In the United States, the dominating presence of
men in medicine began to change only in the mid-
1970s. Prior to that time few women were admitted into
medical training although many received training
through apprenticeship or homeopathic schools. The
Woman’s Medical College of Pennsylvania was the
exception as the only all-women medical school from
1910 to 1970.

Women as psychotherapists and physicians exhibit
a deep commitment to their work, which assists them
to endure the dilemmas and conflicts engendered in
reconciling personal (“feminine”) values (particularly
those focused on home and family) with their voca-
tions. The difficulties women experience in medical
training and practice have been described for both the
United States and Australia (Pringle, 1998; Wear, 1996).
Currently many medical school classes have equal num-
bers of men and women but relatively few women hold
leadership positions within the field of medicine.
Psychology has been more open to women as practi-
tioners yet, as in medicine, many more men hold high-
status positions as chairs of academic departments or
directors of clinics or other institutions. Although men
dominate clinical psychology, women are predominant
in the alternative routes for practicing psychotherapy,
such as counseling psychology, psychiatric nursing, and
social work.

CHARACTERISTICS OF WOMEN HEALERS

There are indications that women manage their
distress more successfully than men when carrying out
therapeutic work. One study of burnout among mental
health professionals showed that although males and
females reported the same numbers of job stressors,
strong associations existed between stressors and
burnout only for males; no clear associations were
found for the women. Perhaps the emotional demands
of mental health care are more compatible with

women’s ideas and self-expectations. The socialization
of the traditional Spiritist healer into her healing role
aims at protecting her from the “contagion” of malig-
nant spirit-causes of a client’s distress through sharing
the healing process with a group and by working spiri-
tually to attract spirit-protectors as personal guides. This
suggests that enhanced relatedness among women men-
tal health professionals (a professional “sisterhood”) may
serve as protective support against burnout.

Fewer malpractice claims are filed against women
physicians. This suggests that because male physi-
cians are more attached to the authority and power
inherent in the physician’s role, they are more
affected when that role is attacked. Women practi-
tioners worried more about responsibility than men, a
parallel to popular healers in Peru as described by
Glass-Coffin (1996). Several studies indicate that
men attribute their successes to ability and their fail-
ures to luck, while women’s attributions are exactly
the opposite.

There are numerous studies comparing men and
women physicians on patterns of provider–patient
communication. Significant findings are that patients
speak more, disclose more psychosocial and biomed-
ical information, and make more positive statements to
women physicians. In general, regardless of gender,
patients of women physicians expressed greater com-
fort, were more engaged, disclosed more, and were
more assertive.

WOUNDED HEALERS

Female psychotherapists report significantly higher
rates of physical and sexual abuse in childhood, alco-
holism and severe mental illness in parents, as well as
death of a parent or sibling. Moreover, they experi-
enced a relatively high prevalence of trauma and family
dysfunction during childhood. These facts imply a
“wounded healer” syndrome as motivation to enter
mental health care or health professional careers, but
discount the notion that women health professionals
enter the field to resolve personal conflicts. One study
showed that the women mental health professionals
had significantly less anxiety, depression, dissociation,
sleep disturbances, and impaired relationships than
male professionals. Perhaps, like ritual healers, mental
health professionals experience less distress because
they have managed to overcome it (and utilize this
capacity in their work).
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THE LARGER PICTURE

A number of authors have argued that the mental
health and medical professions are undergoing a process
of “feminization.” This view suggests the final piece in
understanding the “why” and “how” of women as heal-
ers. It seems that a devaluation of psychotherapy and
medicine as professional pursuits is occurring, in part
due to the policies of managed care systems. This is
related to the entry of growing numbers of women into
medicine and mental health care professions, replacing
men who begin to find these careers less attractive. This
reasoning does not fully account for why women find
health professional careers more attractive, or why
women’s participation in medicine has recently become
more accepted (apart from the effect of the feminist
movement). Medicine’s dominant principles have objec-
tified body-experience and have focused health care on
the rational and on scientific achievements for restoring
physical well-being, often to the neglect of subjectivity,
satisfying communication, and the sharing of meaning
and experience with patients. Healers in religious cults
generally display these latter characteristics. It appears
that growing dissatisfactions with modern medicine and
mental health care have resulted in greater appreciation
for these capacities in health care, which in turn has led
to greater appreciation of women as healers.

SEE ALSO: African American, Asian and Pacific Islander,
Charismatic healers, Complementary and alternative health
practices, Curanderos, Latinos. Physicians, Women in the
Health Professions (pp. 20–32)
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JOAN D. KOSS-CHIOINO

Health Insurance Health insurance is a key factor
facilitating access to health care services. Individuals
without health insurance are often denied care, especially
if the condition for which a patient is seeking care does
not require any immediate attention and/or intervention.
Uninsured and underinsured individuals tend to delay
care and forego maintenance and/or routine health ser-
vices to the extent that they can manage their symptoms.
In addition, a large proportion of uninsured women do
not see a medical specialist when needed and fail to fill
prescriptions because of cost concerns.

Many studies have compared health care outcomes
between insured and uninsured populations and invari-
ably these studies have shown vast disparities by insur-
ance status. Such disparities have been documented in
the access, utilization, and outcomes pertaining to child
care, prenatal care, cancer care, and a number of other
clinical conditions. In comparing cancer-related out-
comes, for example, studies have shown a greater likeli-
hood of being diagnosed at later stages of disease among
the uninsured, as compared to the insured. For cancers
that are amenable to screening and prevention, such as
breast and cervical cancer, such a finding reflects lack of
access to cancer screening services.

To increase access to care among the near poor,
state Medicaid programs have expanded their eligibility
rules to provide coverage to pregnant women and chil-
dren with household incomes exceeding the Federal
Poverty Level (FPL). Similarly, there have been many
programs in place to make it possible for elderly indi-
viduals with incomes higher than the FPL to enroll in
Medicaid. Nevertheless, it has been estimated that
approximately 14% of pregnant women (equating to
over 450,000 women) remained without health care
coverage when a substantial proportion may have qual-
ified for Medicaid, and only half of the elderly poten-
tially eligible for Medicaid actually enrolled in the
program. Lack of knowledge of such programs, the
stigma attached to welfare programs, and the long
administrative process to enroll in Medicaid have been
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cited as possible reasons for low rates of participation
in the program, especially in the elderly population.

According to recent census data, approximately 1
in 5 women 18–64 years of age is uninsured. Most
uninsured individuals live in poverty or near-poverty,
and many reside in rural areas. Eight percent of women
receive health coverage through Medicaid; 40% through
their own employment; 28% through their spouse’s
employment, as a dependent; 3% through other public
sources such as the Veterans Health Administration
System; and 4% purchase their own insurance policy. In
the latter scenario, the insurance premium can be pro-
hibitively costly, and individuals are closely scrutinized
for preexisting health conditions, such as a chronic dis-
ease. They may be denied an insurance policy in the
presence of such conditions. When the purchaser is the
employer, however, the management is able to negoti-
ate a more affordable rate with insurance companies
because of large volume and employees are not
screened for preexisting health conditions.

Health benefits constitute an increasingly signifi-
cant proportion of the fringe benefits offered by
employers. As part of cost containment efforts, many
employers have limited the scope of services covered in
their health benefits and/or increased the employees’
share of health care expenses. Employers have also
resorted to a wider base of part-time employees with
limited or no fringe (health) benefits. Receiving cover-
age through a spouse’s employer may also be prob-
lematic, as women’s insurance status becomes
dependent on their marital status, the spouse’s employ-
ment, and the employer’s decision to continue, discon-
tinue, or limit health care coverage to the employees’
dependents. It is of note that lesbian women represent
a particularly vulnerable subgroup of the female popu-
lation (estimated at 3–10%) with respect to barriers they
face in receiving health care coverage through their
partner’s employer, as very few employers actually offer
health insurance benefits to domestic partners. Even
when the benefit is available, many are reluctant to let
their sexual orientation be known to their employer for
fear of discrimination.

Although most health plans provide coverage for
various reproductive health services, such as pregnancy
and childbirth, fewer plans actually provide coverage
for contraceptives. According to the Henry J. Kaiser
Family Foundation, only 13 states had enacted legisla-
tion as of October 2000 requiring coverage for contra-
ceptive medication and supplies similar to other
prescription medication. Nine other states had more

limited provision. Coverage for mental health services is
often offered on a limited basis as well. It has been
reported that 26% of insured workers have coverage for
a restricted number of outpatient visits (20 or less), and
only 11% have coverage for an unlimited number of
outpatient visits. Similar restrictions apply to the use of
inpatient mental health services.

In the absence of universal health care, insurance
coverage remains a key element to timely and adequate
access to and use of health services. Women must cap-
italize on political gains made in the last several
decades to further advance their cause in providing
coverage to the most vulnerable subgroups of the pop-
ulation and to expand coverage to services in repro-
ductive care and mental health.

SEE ALSO: Access to health care, Disparities in Women’s Health
and Health Care (pp. 13–20), Medicaid, Medicare, Socio-
economic status
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SIRAN M. KOROUKIAN

Health Maintenance Organizations
Health Maintenance Organization (HMO) is an all-
encompassing term that refers to organizations that inte-
grate the financing and delivery of health services,
based on a prepaid, fixed fee per enrollee. This is dif-
ferent from the traditional fee-for-service (FFS) system
in which a provider is reimbursed for a given service
rendered to the patient. The prepaid aspect of the
financing of services rendered by HMOs implies a cer-
tain level of efficiency as well as a special emphasis on
prevention, early intervention/treatment, and health
promotion, with the intention to reduce the occurrence
of costly episodes of care because of delay in seeking
and receiving care.

First initiated in the 1920s, HMOs expanded rapidly
with the financial support of the federal government,
which viewed the development of HMOs as a possible
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model that could lead to national health insurance. The
1973 Health Maintenance Organization Act defined the
structural and design requirements that plans had to
meet. HMOs experienced significant increases in market
share in the 1980s, and further expansions followed the
enrollment of Medicare and Medicaid beneficiaries in
managed care programs. As of the mid-1990s, between
30% and 50% of the population in certain states were
enrolled in some form of managed care programs.

HMOs operate under different structures. In staff-
model HMOs, for example, physicians receive salary or
incentive bonuses by the HMO or become partners
with the HMO. In other models, such as group-model,
network-model, and Independent Practice Association
(IPA) model HMO, HMOs may contract with individual
or groups of physicians that provide services to its mem-
bers. Other arrangements include Preferred Provider
Organization (PPO), where health services are purchased
from a list of participating providers who may offer dis-
counted rates in return for high volume. Beneficiaries
may opt to use services by non-PPO providers, but at a
higher rate of co-insurance and deductibles.

As its name implies, HMOs were initially developed
with a strong commitment to health maintenance,
including routine and preventive services. However,
quality of care became an issue because of concerns that
HMOs would limit enrollees’ services as a measure of
cost containment, given that health care providers
would have to offer health services while operating on
a fixed payment per enrollee. Furthermore, critics have
argued that, as a cost containment strategy, HMOs may
engage in a practice of marketing to healthy individuals,
while discouraging sicker individuals from enrolling—a
practice commonly referred to as “cherry-picking.”

Numerous studies have compared quality of care
between HMOs and traditional FFS systems. There
appear to be no conclusive patterns of better or worse
quality of care among HMO enrollees as compared with
FFS beneficiaries. Findings from some studies have
favored the FFS system, while other studies have shown
that HMO enrollees used preventive and routine/health
maintenance services at a higher rate than their FFS
counterparts. In the case of cancer, for example, one
study showed that HMO enrollees were more likely
than their FFS counterparts to be diagnosed at earlier
stages of cancers that were amenable to screening, sug-
gesting more effective strategies of cancer screening in
HMOs than in FFS settings. In addition, there are indi-
cations that the presence of HMOs in a given area may
be associated with a dynamic in the local health care

delivery system that favors higher use of preventive and
screening services, as well as lower expenditures by
FFS beneficiaries residing in that area. On the other
hand, it has been shown that uninsured people experi-
ence more difficulty accessing care in areas with higher
HMO activity than in areas with lower HMO activity.

The management and coordination of care by
HMOs usually entail “gatekeepers,” a term used to refer
to the primary care physicians (PCPs) who attend to the
patient’s primary health care needs. The PCP is also the
one to decide whether a patient should be seen by a
medical specialist for a particular health problem. Such
arrangements have been perceived by patients as being
restrictive. Restrictions may also apply to certain tests,
procedures, and medications, and in the absence of
conclusive evidence of the benefits of a given interven-
tion, the tendency has been to favor less intensive care.
Such restrictions have been a source of dissatisfaction in
the provider community.

Performance indicators, such as the proportion of
women enrolled in an HMO to initiate prenatal care in
the first trimester, and the proportion of enrollees to
undergo a cancer screening program, are now pub-
lished in report cards for each HMO by the National
Committee for Quality Assurance, and such measures
are used in the accreditation of HMOs. Women have
vested interest in closely monitoring such measures,
given the significant expansion of Medicare and
Medicaid managed care programs, and the dispropor-
tionately higher representation of women and vulnera-
ble subgroups of the population among Medicare and
Medicaid beneficiaries.

SEE ALSO: Health insurance, Medicaid, Medicare, Patients’ rights
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Heart Attack see Abdominal Pain, Acute
Myocardial Infarction, Chest Pain

Heartburn Heartburn is a symptom of gastro-
esophageal reflux disease (GERD), which affects more
than 60 million American adults at least once a month.
About 25 million adults suffer daily from heartburn.
Twenty-five percent of pregnant women experience
daily heartburn. It is typically described as a burning
sensation in the chest and throat. GERD is a digestive
disorder that affects the lower esophageal sphincter
(LES) that is a muscle around the bottom of the esoph-
agus (food pipe). It protects the esophagus from the
regurgitation or backup of acid and stomach contents
into the esophagus during digestion. If acid backs up
into the esophagus, the esophageal lining offers a weak
defense, and heartburn and other symptoms can result.

There are multiple risk factors for the development
of heartburn. These include eating patterns, pregnancy,
alcohol, smoking, certain foods and medications, and
anatomical factors. Eating pattern risk factors include
lying down soon after eating or snacking at bedtime.
Certain foods like chocolate, coffee and tea, carbonated
beverages that can cause belching, peppermint, and
fatty foods can contribute to the development of heart-
burn. Pregnant women can experience heartburn espe-
cially in the third trimester from pressure of the uterus
on the stomach, impairing stomach emptying. Alcohol
and cigarette smoke have both an irritant effect on the
esophageal lining and an effect on the LES, impairing its
function. Medications that can decrease the LES pres-
sure and cause GERD include calcium channel blockers,
anticholinergics, beta adrenergics, sedatives, nitro-
glycerine, nicotine, theophylline, and dopaminergics.
Anatomical factors that contribute to heartburn include
the presence of a hiatal hernia, motility disorders of the
esophagus, and poor emptying of the stomach. Other
symptoms that can be attributed to reflux include
asthma symptoms, chronic cough, hoarseness, regurgi-
tation of sour material into the throat, persistent hic-
cups, and, less commonly, nausea and vomiting in more
severe cases.

The complications of GERD or heartburn include
erosive esophagitis, or visible damage to the lining of
the esophagus. Ulcerative esophagitis, or the develop-
ment of ulcerations in an area or inflammation caused

by acid reflux, can also occur. In a small percentage of
patients with longstanding heartburn, a condition
called Barrett’s esophagus may eventually develop.
Extended exposure of the esophagus to gastric contents
causes a change in the lining of the esophagus, which
is considered precancerous. It is not clear which indi-
viduals with GERD will develop Barrett’s esophagus,
but once it is discovered, lifelong surveillance for the
development of cancer is recommended by some
experts. Individuals at highest risk of developing cancer
appeared to be Caucasian males over the age of
50 years. Strictures, or abnormally narrowed areas of
the esophagus, can develop over time in patients with
longstanding heartburn due to repeated injury and
scarring of the esophagus. These can be treated endo-
scopically by inserting dilators into the esophagus to
mechanically tear the fibrotic tissue and open the lumen
of the esophagus.

Diagnosis of GERD or heartburn can be made if an
individual’s symptoms improve with medical therapy or
lifestyle modification or both. If the diagnosis is uncer-
tain, an upper endoscopy or EGD (esophagogastro-
duodenoscopy) can be performed to look at the lining
of the esophagus and, if necessary, take biopsies. EGD
requires placing a long flexible tube, with a light and a
camera at its tip, into the patient’s stomach, after the
patient is given sedative medications for comfort. This
examination can also detect Barrett’s esophagus. If the
EGD is normal, other tests such as a pH probe to mon-
itor the acid in the esophagus, and manometry, to
assess the pressures generated by the muscles of the
esophagus, can also be performed. Individuals who
develop alarm symptoms, such as difficulty swallowing,
pain on swallowing, weight loss, anemia, or bleeding
from the gastrointestinal tract, require immediate endo-
scopic evaluation, as these symptoms signal that a
complication of heartburn has developed.

The management of heartburn starts with lifestyle
modifications, including a change in diet to avoid foods
that may contribute to heartburn, smoking and alcohol
cessation, and staying upright after eating for at least
1–2 hours. Individuals should also avoid late-night snacks
and consumption of large quantities of food at meal-
times. Medications such as over-the-counter antacids
including ranitidine, famotidine, and cimetidine can be
effective for patients with mild, intermittent heartburn.
Individuals with more persistent or severe heartburn can
benefit from more potent acid-suppressing agents,
called proton-pump inhibitors, which can be prescribed
by a physician. These medications, such as omeprazole,
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lansoprazole, rabeprazole, and pantoprazole, appear to
be safe, have little in the way of side effects, and if taken
daily can successfully eradicate heartburn symptoms.

Surgical treatments are also available for the treat-
ment of heartburn that is well controlled with medical
therapy in patients who do not wish to remain on life-
long medication for heartburn, or for patients with per-
sistent regurgtation. The standard surgical procedure is
a fundoplication that can be done as an open surgery
or more commonly, laparoscopically. In this procedure,
the upper part of the stomach is wrapped around the
esophagus to form a collar. Complications include
excessive tightness of the wrap, which can cause bloat-
ing, inability to belch, and difficulty swallowing, or
breakdown or slippage of the wrap, all of which are
indications for reoperation. Long-term failure rates are
reported at up to 63% after 10 years.

SEE ALSO: Alcohol use, Asthma, Chest pain, Pregnancy,
Smoking
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ASHLEY FAULX

Hemorrhoids Hemorrhoids, or enlarged veins in
the anal area, represent one of the most common prob-
lems for which people seek medical advice. The actual
incidence is unknown, but 10–25% of the adult popula-
tion is thought to be affected. There appears to be a
peak in middle age with a decline in the incidence after
the age of 65.

Development of hemorrhoids is not completely
understood, but seems to be more common in condi-
tions such as chronic constipation, prostate enlargement,
chronic cough, and pregnancy. All these conditions
cause increased straining and increased intra-abdominal
pressure. Contrary to popular belief, there is no evi-
dence that prolonged sitting causes hemorrhoids.

Individuals can develop internal hemorrhoids,
external hemorrhoids, or both types. Internal hemor-
rhoids can bleed or prolapse (protrusion of small tissue),
but rarely cause pain. Bleeding is usually bright red in
color, associated with defecation, and blood is seen on
the outside of the stool, on the toilet paper, or dripping
into the toilet bowl. Prolapse is recognized as a soft
protrusion from the anus after defecation, which may
resolve spontaneously or may require manual reinser-
tion into the anus. Prolapsed hemorrhoids that cannot
be pushed back into the anus can become gangrenous
and require emergency surgical intervention.

External hemorrhoids are usually seen as perianal
skin tags, the result of thrombosed external hemor-
rhoids. Individuals can experience pain when external
hemorrhoids thrombose, however there is usually no
associated bleeding. Contrary to popular belief, hemor-
rhoids rarely cause itching. The itching can be attrib-
uted to poor hygiene, as the anal area may be more
difficult to clean after defecation when hemorrhoids
are present, or seepage of stool due to a prolapsed
hemorrhoid.

Patients presenting with symptoms suggestive of
hemorrhoids need a complete evaluation to be done
before making the diagnosis of hemorrhoids, as other
conditions can cause rectal bleeding and pain. After a
thorough history has been completed, a physical exam
including external anal inspection, digital rectal exami-
nation, and anoscopy (a small lighted scope inserted
into the anus) should be done. For patients older than
40 years, evaluation with either flexible sigmoidoscopy
or colonoscopy is indicated.

Most internal hemorrhoids can be treated success-
fully in the outpatient setting by primary care physi-
cians. For patients with minor or infrequent symptoms,
treatment begins with dietary modification and bulk lax-
atives. A high-fiber diet with plenty of raw fruits and
vegetables, commercial fiber supplements, and increased
fluid intake keep stools soft and decrease straining and
irritation of existing hemorrhoids. The use of topical
hydrocortisone creams is common, although there is lit-
tle evidence of benefit in the scientific literature.
Hydrocortisone creams may help decrease perianal
itching, however, improved anal hygiene should be
stressed. Hydrocortisone creams should not be used on
a long-term basis as they may cause thinning of the
perianal tissues.

If symptoms persist despite these measures, there
are procedures that can be done in the doctor’s office.
The most common techniques employed are injection
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sclerotherapy and rubber band ligation. Using sclero-
therapy a solution is injected into the hemorrhoid and
causes scarring and obliteration of the vessel. Rubber
band ligation, or placement of a very small rubber band
around the base of the hemorrhoid, will cut off the
blood supply to the tissue and cause the hemorrhoid to
eventually slough off. Both procedures involve very
little risk or discomfort to the patient. Patients may
require more than one session for complete eradication
of hemorrhoids. Other techniques include cryosurgery,
laser hemorrhoidectomy, and various coagulation
modalities, all of which may require repeat treatments
for eradication of hemorrhoids.

Surgical excision of internal hemorrhoids is
reserved for patients for whom the previously described
procedures have not worked, or who have persistently
prolapsing or nonreducible prolapsed hemorrhoids.
This procedure is generally performed as same-day
surgery and requires some form of anesthesia. Compli-
cations tend to be rare and recurrence of hemorrhoids
is low.

Therapy for thrombosed external hemorrhoids
varies depending on the severity of the patient’s pain. If
the pain is mild, a regimen of frequent sitz baths, stool
softeners, and pain medications is followed, as the pain
is generally self-limited and lasts for 7 days or so. If the
pain persists beyond 7–10 days, despite these measures,
excision of the external hemorrhoid can be performed.
This procedure can be performed in the doctor’s office,
using injection of a local anesthetic and removal of the
vein with a scalpel.

Patients with perianal skin tags from old throm-
bosed external hemorrhoids usually seek treatment
because of problems associated with maintaining ade-
quate anal hygiene. Unfortunately, excision of anal skin
tags does not relieve the underlying problem of anal
hygiene.

SEE ALSO: Constipation, Pregnancy
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ASHLEY FAULX

Hepatitis The word hepatitis is derived from the
Greek word for liver and is defined as inflammation of
the substance of the liver. Although hepatitis is usually
thought of as caused by a viral infection, it might be a
result of any number of injuries, including medications,
alcohol, genetic diseases, or many other causes in addi-
tion to infectious diseases.

A large number of infections can involve the liver,
causing hepatitis as part of their systemic effects, but
there are five major viruses that specifically attack the
liver. These are referred to as hepatitis A through E.
Other hepatitis viruses have been described—including
hepatitis G, for example—but their clinical importance
is somewhat unclear. In the United States, the most
important viruses are hepatitis A, B, and C.

HEPATITIS A

Hepatitis A infection usually results from the con-
sumption of food contaminated with virus-laden feces
of infected individuals. Foods that may be contaminated
include shellfish, with many reports of outbreaks in
people who eat raw clams or oysters; this is also
because the virus is very hardy and requires cooking
temperatures to be inactivated in foods or drinks
infected by food handlers with poor hygiene. Shellfish
are a notorious potential source of infection since, as fil-
ter feeders in shallow waters (and therefore, possibly
exposed to water contaminated with sewage), they can
concentrate a large amount of hepatitis virus. Because
of its means of transmission, it frequently causes many
people to become infected simultaneously. For exam-
ple, an outbreak may result from a common source or
from poor hygiene practices in an institutionalized set-
ting (e.g., daycare centers or facilities housing the men-
tally retarded) leading to transmission from one infected
person to another. Less commonly, people have
acquired hepatitis A via infected blood transfusions,
intravenous drug use, or sexually.

Hepatitis A is found worldwide. In developed
countries, the rate of hepatitis A infection tends to
slowly rise throughout childhood and early adulthood.
In contrast, among developing countries, with crowded
living conditions, inadequate sanitation, and contami-
nated drinking water, there is a very high rate of infec-
tion in the first few years of life. In the United States, it
is estimated that 33% of the population has been
infected with hepatitis A.
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In children, hepatitis A often causes an illness with
mild or even no symptoms. Because infected children
often are not recognized as being ill, and because chil-
dren may excrete virus for longer periods than adults,
they play a major role in the spread of hepatitis A in
both developing and developed countries. Among
adults, however, it can cause much more substantial
liver injury, including a violent hepatitis or even liver
failure. It has been estimated that approximately 80% of
adults who become infected with hepatitis A will
develop symptomatic disease. Although it can cause
extensive damage acutely, hepatitis A does not cause
chronic liver disease.

The typical symptoms, like those of any hepatitis,
include nausea, vomiting, vague abdominal discomfort,
jaundice, fatigue, and generalized malaise. Laboratory
studies are usually abnormal when patients are symp-
tomatic and include rapid increases in liver enzymes
reflecting hepatic necrosis (liver cell death), followed
by a more gradual rise in serum bilirubin (a breakdown
product of red blood cells normally processed and
removed from the bloodstream by the liver) that is
responsible for jaundice. The diagnosis is confirmed by
a blood test revealing the presence of specific anti-
bodies to the hepatitis A virus.

The typical presentation of hepatitis A includes a
period without symptoms after initial exposure to the
virus, usually lasting approximately 4 weeks, followed
by a symptomatic period that may also last anywhere
from 3 to 5 weeks. Rarely, this period can last up to
12 weeks, but then is usually followed by complete
recovery. Very rarely, patients may develop an illness
with a more prolonged jaundiced phase, lasting up to
3 months, or a prolonged relapsing hepatitis, with wax-
ing and waning symptoms. This prolonged relapsing
course can last up to as many as 12 months after initial
presentation, but again, is typically followed by com-
plete recovery. The last form of presentation, fulminant
hepatitis, is very rare, but may cause so much damage
as to require liver transplantation in as many as 50% of
affected adults. Unfortunately, there is no other treat-
ment option for patients with fulminant hepatitis A.

The risk of hepatitis A infection can be reduced by
adequate sanitation, isolation of known or suspected
infected individuals, and good hygienic practices par-
ticularly in restaurants, day cares, hospitals, and other
institutions. In addition, groups at increased risk for
hepatitis A, including health care workers, day-care
workers, and travelers to endemic areas, such as mis-
sionaries and military recruits, should be vaccinated.

Individuals with other chronic hepatitis infections
should also be vaccinated because of their reduced abil-
ity to tolerate additional injury to an already compro-
mised liver. In addition, for people who have been
exposed to hepatitis A, for example, family members of
an infected individual, an immune globulin preparation
(containing specific antibodies in high titers against
hepatitis A) may prevent infection. Unfortunately, no
specific treatment is available for patients with symptom-
atic hepatitis.

HEPATITIS B

Hepatitis B was the first hepatitis virus to be dis-
covered, in 1967. Hepatitis B is the most common
hepatitis virus worldwide with some estimates suggest-
ing that half of the world’s population may have been
infected. In areas of high prevalence of infection, such
as East Asia or sub-Saharan Africa, as many as 100% of
the population may have been or may currently be
infected with the hepatitis B virus. The most common
mode of hepatitis B transmission is from mothers to
their children around the time of childbirth. Other
means of transmission include sexual transmission or
via blood (e.g., needlestick injuries, intravenous drug
use, or transfusions). In contrast, in low-prevalence
countries such as the United States, the most common
means of transmission is usually related to sexual con-
tact with a chronically infected individual.

Unlike hepatitis A, which only has an acute form,
hepatitis B infection may be acute or chronic. The age
of acquisition of hepatitis B infection has implications
regarding the likelihood of developing chronic infec-
tion. Infants who are infected shortly after birth may
have a 90% chance of becoming chronically infected; in
children between 1 and 5 years, the risk falls to 25–50%;
and by adulthood, the risk falls to about 5%.
Approximately 70% of patients with acute hepatitis B
are either relatively asymptomatic or at least not
jaundiced.

The time lag from an exposure to hepatitis B to the
start of symptoms is usually between 1 and 4 months,
and is accompanied by dramatic increases in liver
enzymes, marking widespread destruction of the liver,
then followed by jaundice. Over a period of several
months, these enzymes gradually return to normal in
the patients who recover completely. Less than 1% of
patients will develop acute liver failure and either die or
require a liver transplant.
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Chronic hepatitis B is the persistence of the virus
in the liver and is detected by the presence of markers
of hepatitis virus infection in the serum, such as the
hepatitis B surface antigen (one of the proteins made
in high titers in the liver of an infected patient) or
hepatitis B viral DNA. Approximately 5% of the world’s
population is chronically infected, with the highest rates
in the areas that have the highest rates of infection. In
the United States or Western Europe, the overall rate of
chronic infection is between 0.2% and 1%. The course
of chronic hepatitis B is variable, depending on the age
of acquisition of infection as well as other risk factors
for liver disease (such as alcohol abuse) and the
patient’s immune response to the virus. Some patients
are almost asymptomatic (the so-called “healthy carrier”
state), whereas others, for example, from endemic areas
such as China, may have progressive liver damage,
leading eventually to cirrhosis or liver cancer in as
many as 40–50%. In regions where hepatitis B is
endemic, liver cancer is the leading cause of cancer-
related death.

The course of chronic hepatitis B in North
American patients generally can be divided into two
phases—a so-called replicative phase in which the virus
is actively multiplying and causing progressive liver
damage, and a nonreplicative phase in which the virus
lies dormant within the liver. Much of the variability of
the course of hepatitis B stems from the duration of the
replicative phase in which markers of active production
of virus can be detected in the serum (such as the pres-
ence of envelope or E antigen). These markers are also
an indication for higher infectivity and are usually
accompanied by significant liver destruction. The clear-
ance of E antigen, marked by the development of a
specific antibody, results in a more quiescent phase of
liver disease, often with lower or undetectable amounts
of circulating virus and improvement in liver enzymes.
These patients’ liver disease can flare, however, if they
develop an illness requiring treatment with steroids or
other medications that suppress the immune system.
A small percentage of these patients will eventually
clear all signs of infection, losing markers of infection
(e.g., the surface antigen) at a rate of 0.5–2% per year.
The outcome for those who do not clear the virus
varies, based on the length of time they have been
infected. In addition, although the risk in North
American patients is fairly small, if patients already
infected with hepatitis B were to become infected
with another hepatitis virus, including hepatitis A, C, or
D (a rare form of hepatitis B), they are at increased risk

for developing severe liver disease or fulminant liver
failure.

Several treatment options exist for hepatitis B
patients. The first successful therapy was based on
interferon and is effective in clearing markers of active
disease from the blood in up to 40% of patients, but
unfortunately has significant side effects.

More recently, several medications that interfere
with the synthesis of hepatitis B viral DNA have been
shown to reduce the damage of hepatitis B, causing loss
of E antigen or seroconversion (i.e., development of an
antibody to the E antigen) at similar rates. Although
these drugs are much better tolerated, concern about
the emergence of resistance has limited their use to
patients with active disease.

HEPATITIS C

Hepatitis C is a virus with a worldwide distribution,
infecting almost 3% of the world’s population, including
almost 4 million Americans. The virus is classified
among the flaviviruses (a group which also includes
West Nile virus, dengue, and yellow fever viruses). The
genome of hepatitis C virus (HCV) codes for a long
protein, about 3,000 amino acids in length, which is
then processed into a number of structural proteins and
enzymes necessary for replication. Based on sequence
structure, an individual virus can be assigned to one of
six different genotypes of hepatitis C; these have a vary-
ing geographic distribution. Most patients acquire
hepatitis C infection via blood transfusion or blood
exposures, such as needlestick injuries or intravenous
drug use, or less commonly, from sexual exposure or in
the perinatal period. Unlike infections with the other
hepatitis viruses, HCV is much more likely to become
chronic, typically in about 80% of patients who are
exposed. The reason why some patients are able to
clear the infection is unknown, but it is speculated that
these patients may have more vigorous immune
responses to the infection than those who do not clear
the virus.

Although HCV infection usually becomes chronic,
the likelihood that chronically infected patients will
develop progressive liver disease is approximately 20%,
typically occurring over a time period of about 20 years
or more. Other factors that influence the rate of pro-
gression to cirrhosis (end-stage liver disease) include
the amount of alcohol consumed, gender (disease in
women tends to progress more slowly—possibly
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related to iron depletion), the age of acquisition
(progression in younger patients may be slower), as
well as some factors related to the virus type or the
patient’s underlying immune status.

Although some develop typical hepatitis symptoms,
most patients who acquire the infection are asymptom-
atic, and often remain so for years. Patients are there-
fore often identified when abnormal liver tests are found
on screening tests or alerted after donating blood to the
Red Cross. Most screening tests detect specific antibod-
ies to the virus; confirmatory antibody tests or very sen-
sitive tests to detect the viral RNA can be used to
confirm the presence of ongoing infection. Quality of
life studies often detect an increase in nonspecific symp-
toms such as fatigue, weight loss, or abdominal discom-
fort, as well as anxiety and depression in patients with
chronic HCV. Ultimately, with the onset of clinical
cirrhosis, symptoms and complications of end-stage liver
disease (such as liver cancer) become apparent. As in
hepatitis B, a wide range of manifestations of HCV out-
side the liver has been found. Although somewhat
uncommon, these include skin disease, rheumatologic
disease, and endocrine and kidney diseases.

Treatment options for HCV are currently based on
the use of interferon. These are derived from a family
of naturally produced proteins that have direct antiviral
effects as well as effects on the immune system, and are
used in conjunction with a second antiviral medication,
ribavirin. However, treatment side effects as well as low
overall efficacy rates prevent the majority of patients
from completely eliminating the virus permanently.
New therapies on the horizon offer great promise for
these patients; intensive efforts are also under way to
produce a vaccine to prevent infection.

SEE ALSO: Immunization, Injection drug use, Quality of life,
Safer sex
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ROBERT S. O’SHEA

Hermaphroditism The term hermaphrodite
derives from Greek mythology. Hermaphroditus was
the son of Aphrodite and Hermes, endowed with the
beauty of both deities. One day, he was walking by a
lake when the nymph Samalcis instantly fell in love
with him. She pleaded for his love, which he soundly
rejected. When he later disrobed and jumped into the
lake for a swim, Samalcis followed and embraced him,
but he tried to escape. Samalcis prayed to the gods that
the two would never be separated. The gods answered
her prayer by fusing Samalcis and Hermaphroditus into
one body.

The medical establishment throughout history has
used the term hermaphrodite (or in some cases gynan-
dromorphy) to describe a cluster of genetic and physi-
ological departures from the typical gestational sex
development pathway that result in individuals born
with variations in the appearance of external genitalia
and/or incongruence between internal sex organs and
external genitalia. Hence, the analogy to Hermaphro-
ditus is clear. The term has largely fallen out of usage
due to the action of intersex activists who feel that it
sensationalizes and dehumanizes individuals who have
suffered extreme physiological and psychological
trauma stemming from surgical interventions to correct
these conditions, but that in actuality are more akin to
genital mutilation.

For purposes of classification, the medical estab-
lishment historically has made distinctions between true
hermaphrodites and pseudo-hermaphrodites. True her-
maphrodites, also known as genetic mosaics, are rare in
occurrence. Although most people think of sex at the
individual (or organism) level, each cell in the body
also can be viewed as having a chromosomal sex—XX
(female) or XY (male). Thus, genetic mosaic refers to
individuals born with cell patches throughout the body
that are XX and other patches that are XY. When a
patch crosses through gonadal tissue, the typical result
is an individual born with at least one ovotestis (a hybrid
of ovary and testicular tissues) accompanied by varying
degrees of genital virilization.

Pseudo-hermaphrodite refers to all other variations
resulting from an absence or insufficiency of certain
enzymes that act at points along the human sex deter-
mination pathway. The prefix pseudo is applied
because these individuals are not genetic mosaics.
Because the overall ground state for human sex devel-
opment is female—or put another way, male is a bio-
logical modification of an elemental female form—a
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majority of the departures affect developing fetuses
with an XY chromosomal constitution. Generally,
depending on when the enzyme acts in the sex devel-
opment pathway, XY gonadal tissue will cease its dif-
ferentiation away from the female ground state (i.e.,
male development) and will instead follow a female
developmental path from that point forward.

The most common examples are genetic variations
in the testosterone biosynthetic pathway. Like many
hormones in the human body, testosterone is derived
from a cholesterol precursor molecule through a com-
plex pathway involving the action of many enzymes.
Changes in the levels or alterations in the capacity of
any of these enzymes can ultimately influence the
amount of active testosterone produced. The availabil-
ity of high titers of active testosterone, coupled with the
ability of this hormone to enter into cells through a
receptor molecule, are necessary for elaboration of the
external genitalia in XY fetuses. Without active testos-
terone and capable receptor molecules, or if quantities
of either are insufficient, development will return to the
female ground state and the individual will be born
with either female genitalia or varying degrees of
hybridization of female and male external characteristics.
However, because male differentiation has occurred
up to this point, the vagina is a blind pouch without a
cervix. Uterus, fallopian tubes, and ovaries are also
absent; instead, testicles are present in the abdomen
where the ovaries typically would be located.

Androgen insensitivity syndrome (AIS), which
affects the transport of active testosterone into cells, and
5-alpha reductase deficiency (5ARD), which affects the
activation of testosterone, are among the best known
examples. Congenital adrenal hyperplasia (CAH) is a
genetic variation in the cortisol biosynthetic pathway (a
branch of the testosterone pathway) resulting in insuffi-
cient production of cortisol and overproduction of
testosterone. Developing XX fetuses are thus born with
hybridization of female and male external characteris-
tics, but the internal sex organs are female. Sex assign-
ment at birth in all three examples is usually female, at
times with corrective surgery to normalize the genitals
to an idealized feminine appearance. But this practice
has been strongly criticized by intersex activists, many
of which liken the genital mutilation to child abuse.

If the condition remains undiagnosed for AIS and
5ARD newborns, it will manifest itself at puberty.
Menarche will not occur. Those with complete AIS will
also fail to develop ancillary and pubic hair, a process
under the action of testosterone in both females and

males. Girls with 5ARD or partial AIS will begin to
undergo virilization at puberty, an occurrence that in
some instances is traumatic and in others is welcome.
Virilization will continue unless the testicles are removed
from the abdomen and estrogens are administered.

Compared to the general population, rates of les-
bianism are very high among the intersexed (hermaph-
rodites), which challenges us to rethink strict
interpretations of postmodern theories based on social
learning or essentialist theories grounded in psychobi-
ology and evolutionary psychology for either gender or
sexual orientation development.

SEE ALSO: Femininity, Gender, Gender role, Homosexuality,
Intersexuality, Lesbian, Masculinity, Queer, Transgenderism,
Transsexuality
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ANGELA PATTATUCCI ARAGON

Heroin Revered by Sumerians, Egyptians, Greeks,
and other ancient civilizations for its ability to ease pain,
the opium poppy has yielded a number of chemical
compounds that have revolutionized the control of pain
as well as contributed to problems of addiction in mod-
ern societies. Morphine, one of the most powerful pain
relievers known, was isolated from opium by a German
pharmacologist in 1803. In 1874, a British chemist
experimenting with morphine produced diacetylmor-
phine, a semisynthetic opiate marketed in 1898 by
Bayer and Company under the name “heroin” (from the
German word, heroisch, meaning “heroic” or “powerful”)
as a medicine for coughs, pneumonia, tuberculosis,
and other ailments. Shortly after its introduction, the
addictive nature of heroin became evident to the medical
community.

Several waves of heroin addiction have been iden-
tified in the United States. For about the first two
decades after its introduction, most heroin addiction
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was iatrogenic, sometimes associated with its prescrip-
tion for morphine addiction. The Harrison Act of 1914
strictly regulated the use of heroin, and the legal sale of
heroin was prohibited. Due to increasing problems sur-
rounding heroin addiction, the U.S. Public Health
Service opened narcotic hospitals in Lexington,
Kentucky (1935) and in Fort Worth, Texas (1938). After
World War II, African Americans and Hispanics in inner
cities, in particular, were most affected by a second
wave of heroin addiction. A third wave of heroin addic-
tion began in the 1960s and continued throughout
much of the Vietnam War era. The National Institute on
Drug Abuse was established in 1973, partly in response
to increases in heroin abuse during this period. Most
data indicate that the United States is in the midst of a
fourth wave of heroin addiction that began in the early
1990s in some areas of the country. In this latest wave,
many new heroin users have been young (18–25)
whites of middle-class background.

United Nations estimates suggest there were about
8 million heroin users worldwide in 2000, with almost
1 million “hard-core” (weekly use or more) users in the
United States. Major sources of heroin in the United
States include Mexico, Southeast Asia, Southwest Asia,
and, more recently, Colombia and South America.
While heroin typically is sold in powdered form, some
Mexican heroin is a tar-like substance. Depending on its
purity and form, heroin can be snorted (inhaled
through the nasal passages), smoked, injected
under the skin (“skin-popping”), or injected intrave-
nously. Intravenous injection of heroin was rare until
about 1930.

Whatever the route of administration, heroin pro-
duces a “rush” characterized by exhilarating feelings of
euphoria, well-being, energy (at least initially), and
power, followed by somnolescence—the “nod.” This is
why it is referred to on the streets as “boy,” the “king”
of drugs, in contrast to cocaine, or “girl,” the weaker of
the two. Use of heroin several times a day for several
weeks results in physical dependence. Dependent
heroin users experience painful, flu-like withdrawal
symptoms when they cannot use the drug. Although
not often life threatening, withdrawal symptoms are
extremely unpleasant. At this stage, more frequent
and/or larger doses of heroin are needed just to remain
feeling “normal.” The daily cost of a heroin habit can
exceed $200. Physical withdrawal symptoms often moti-
vate some heroin users to engage in illegal activities
such as shoplifting, theft, fraud, prostitution, and other
crimes to obtain the money needed to purchase enough

of the drug. Importantly, some people experiment with
heroin and never become dependent, but the number
of experimenters is unknown. In addition, some people
use heroin occasionally over long periods of time with-
out becoming dependent.

Since the early to mid-1990s, depending on geo-
graphic region, the purity and availability of heroin in
the United States has increased significantly. Cost has
decreased as well. Higher purity heroin can be admin-
istered efficiently by smoking or snorting. Although
many recent, new heroin users initiated use of the drug
by snorting or smoking, many users who become
dependent eventually turn to injection. At least initially,
dependent heroin sniffers can inject smaller quantities
of heroin at a comparatively lower cost.

Heroin injectors are at risk for a wide range of
health problems, including—but not limited to—
infection at the injection site, endocarditis, hepatitis B
and hepatitis C infection, HIV infection, overdose, and
addiction. Women who inject heroin are often at greater
risk of experiencing some of these health problems for
a variety of reasons. For example, women often assume
subordinate roles compared to men in injection settings.
Consequently, women often inject after men and there-
fore may inject with syringes that have been used pre-
viously. In addition, given limited options for work,
some women addicted to heroin may turn to prostitu-
tion to obtain the money necessary to buy daily sup-
plies of the drug. Women heroin users who engage in
sex work have a greater risk of being exposed to HIV
and other sexually transmitted diseases. Heroin users
who engage in prostitution are also at risk for experi-
encing violence, including sexual assault.

Substance abuse treatment modalities for heroin
and other opioid dependence include the use of a num-
ber of therapeutic agents for detoxification and mainte-
nance. The most widely used is methadone, a synthetic
narcotic developed during World War II by the Germans
as a substitute for morphine. In adequate doses, metha-
done that is taken orally can ease withdrawal symp-
toms and can block the physical craving for opiates as
well as the euphoric effects. Women who use heroin
often experience greater problems accessing drug
abuse treatment services, particularly when they are
mothers. Few drug abuse treatment programs provide
child care services, thus creating a barrier to treatment
access.

There is evidence that some women who abuse
heroin may experience amenorrhea, anovulation, and
infertility. It is not clear if this is due specifically to heroin
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or other lifestyle issues, such as poor nutrition. Finally,
the fetus of a pregnant woman who abuses heroin is at
substantial health risks, including dependence.

SEE ALSO: Acquired immunodeficiency syndrome, Addiction,
Cocaine, Hepatitis, Injection drug use, Sexually transmitted
diseases, Substance use
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ROBERT G. CARLSON

Herpes Simplex Virus Herpes simplex virus
type I (HSV-I) and herpes simplex virus type II (HSV-II)
are closely related viruses that cause two distinct clini-
cal syndromes, with some overlap in the roles of the
two viruses in each syndrome. Infection with HSV-I
causes oral lesions (“cold sores,” although not all cold
sores are due to HSV-I) and is transmitted by saliva,
most commonly by kissing or a shared drinking glass.
HSV-II is a sexually transmitted virus that produces gen-
ital lesions. There is some overlap, with less than 5% of
oral HSV caused by HSV-II and about 5% of genital HSV
produced by HSV-I. In both cases, the signature lesions
of infection are small vesicular (bubble-like) lesions
filled with clear fluid that appear singly or in clusters.
Like other members of the herpesvirus family, infection
with HSV-I and II is lifelong, with dormant infection fol-
lowed by recurrences common.

Genital infection with HSV is one of the three most
common sexually transmitted diseases in the United
States (with chlamydial infection and human papillo-
mavirus infection). Genital herpes produces more emo-
tional distress than significant medical consequences.
Many cases are asymptomatic and the prevalence of
infection in the general population approaches 25%.

Genital herpes is more common in women than men,
infecting approximately one out of four women versus
one out of five men. This difference in gender may be
because male-to-female transmission is more efficient
than transmission from females to males. About 26% of
sexually active young women have evidence of expo-
sure to HSV-II on blood tests of prior exposure to gen-
ital herpes.

Many individuals never have any signs or symp-
toms. When signs and symptoms do occur, they typi-
cally appear as one or more blisters on or around the
genitals or rectum. The blisters break, leaving tender
ulcers (sores) that may take 2–4 weeks to heal the first
time they occur. The first episode usually occurs within
2 weeks after the virus is transmitted, and the sores typ-
ically heal within 2–4 weeks. Other signs and symptoms
during the primary episode may include a second crop
of sores or flu-like symptoms, including fever and
swollen glands. Occurrences are not uncommon, but
are almost always less severe and shorter than the first
episode. The pattern of subsequent outbreaks of geni-
tal herpes is highly variable. Individuals may have no
recurrences, one every year, or several per year.
Although the HSV-II virus stays in the body indefinitely,
the number of outbreaks tends to go down over a
period of years. Individuals with frequent outbreaks of
genital herpes can take prophylactic medicine to pre-
vent outbreaks (see below). HSV-II infection can be
severe in people with suppressed immune systems.
Active genital HSV-II lesions can enhance the transmis-
sion of HIV, and may alter the progression of HIV
disease.

HSV-II can produce potentially fatal infections in
infants if the mother is shedding virus at the time of
delivery. It is important that women avoid contracting
herpes during pregnancy because a first episode during
pregnancy causes a greater risk of transmission to the
newborn. If a woman has active genital herpes at delivery,
a cesarean delivery is usually performed. Fortunately,
neonatal infection with HSV-II is rare.

Individuals with active lesions are very contagious
and should avoid sexual contact during an outbreak.
HSV-II is shed in very small amounts between symp-
tomatic outbreaks and individuals with no active
lesions can pass on the virus to a sexual partner,
although the risk is very low. Even individuals with no
symptoms of HSV-II can be contagious, but the risk
per sexual encounter is very low. Occasionally one
member of a monogamous pair will come down with
a symptomatic case, having contracted the infection
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from his/her partner who may be an asymptomatic
carrier. Because the risk per sexual encounter is low,
this sometimes occurs after many into a relationship,
and can lead to great consternation among the part-
ners. When this occurs, it is essential for the health
care provider to know and effectively communicate
that HSV-II can be contracted from long-time asymp-
tomatic partners.

The diagnosis of genital herpes can be made by
visual inspection if the outbreak is typical, and by tak-
ing a sample from the sore(s). Blood tests can be used
to confirm the diagnosis in atypical cases or in diag-
nosing asymptomatic infection.

There are a number of antiviral medicines that are
effective in treating HSV-II, including acyclovir, valacy-
clovir, and famciclovir. These may be used in treating
outbreaks; the benefit in terms of reducing the severity
and duration of genital herpes is greatest for the first
outbreak when patients are most symptomatic. The
benefit in treating recurrences is more modest, but
when the medicines are taken daily they are very effec-
tive in preventing recurrences.

The consistent and correct use of latex condoms
can help protect against infection. However, condoms
do not provide complete protection because the con-
dom may not cover the herpes sore(s), and viral shed-
ding may nevertheless occur. A vaccine for HSV-II is
under development.

Oral lesions due to HSV-I have a similar natural
history to genital lesions due to HSV-II and the thera-
peutic and preventive strategies are similar. Patients
with many frequent recurrences may benefit from pre-
ventive therapy.

SEE ALSO: Gonorrhea, Human papillomavirus, Sexually trans-
mitted diseases, Syphilis

Suggested Reading

Sinclair, G. I., & King, C. H. (2002). Herpes virus infections. In 
J. S. Tan (Ed.), Experts guide to the management of common
infectious diseases (pp. 761–779). Philadelphia: American College
of Physicians.

Suggested Resources

American Herpes Foundation: http://www.herpes-foundation.org/
Herpes Virus Association: http://www.herpes.org.uk/

KEITH B. ARMITAGE

High Blood Pressure see Hypertension

Hispanic see Latinos

HIV see Acquired Immunodeficiency Syndrome

Homelessness At any given night in the United
States, approximately 600,000 people are without shel-
ter while more than 2 million may have been homeless
in any given year. Estimates put the number in the
United States who have experienced homelessness and
its health consequences at least once at about 12 mil-
lion people. Most counts and studies define homeless-
ness as being without stable housing and include those
staying in shelters and sleeping overnight in their cars
and doubled up with others in a temporary arrange-
ment as well as those living on the streets.

An increase in the rate of homelessness beginning
in the 1980s has been attributed to increases in the rate
of poverty, decreases in cash and other public benefits,
and decreases in the availability of affordable housing.
Personal factors related to homelessness include mental
and physical problems, a history of domestic abuse,
substance abuse, and a lack of resources including
social support. In fact, one extensive survey of a clinic
population noted that health issues are at least a partial
contributing factor to homelessness among the vast
majority of those surveyed.

As well as being a reason for homelessness, men-
tal and physical health problems may also be the result
of homelessness. Overall, the total rates of illness and
injury among the homeless are 2–6 times those of the
general population. Homeless people lack the simple
essentials for health including a good diet, daily
hygiene, sleep, rest, and safety. The homeless are fre-
quently forced to live in overcrowded, unsafe, or
unsanitary conditions that expose them to communica-
ble diseases, violence, and the outdoor elements as well
as increase their stress. Some engage in risky behaviors
such as substance abuse and unprotected sex, which
increase the likelihood of disease.
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Common health problems among the homeless
include upper respiratory infection (about six times the
rate as those who are housed); lacerations, fractures,
and other outcomes of trauma (about three times the
rate); skin ailments (including scabies, lice, and skin
infections); chronic gastrointestinal problems; and
peripheral vascular disease including cellulitis, leg
ulcers, and phlebitis (the latter two found at rates 2–5
times higher). The most common reason for hospitali-
zation is trauma and cellulitis. The rate of tuberculosis
is anywhere from 25 to 300 times the rate of those who
have regular housing, the rate of HIV infection is 3–4
times higher, the rate of other sexually transmitted dis-
eases 2 times higher, and the rate of violence is 4 times
higher than that of the general population. Over 50% of
the homeless adult population have gross dental decay.
Given these data, it is not surprising that long-term
homelessness may result in about a 20-year reduction in
life expectancy.

Studies tend to overstate the rate of mental illness
because some mental health symptoms are also com-
mon reactions to a homeless situation and do not nec-
essarily indicate a long-term diagnosable disorder.
However, it is estimated that about 20–25% of the home-
less have had a severe mental disorder at some time in
their life. The most common disorders are schizophre-
nia, depression, personality disorders, and posttrau-
matic stress disorders. An analysis of ten studies
showed that the rate of schizophrenia is about 4–16%
with a mean of 11%.

Substance abuse also has a high prevalence among
the homeless. Some studies estimate that half of those
who are homeless had a substance abuse problem
sometime in their lives. Those who are homeless may
abuse drugs and alcohol in order to self-medicate for a
mental illness or the stress of life on the streets.
Substance abuse increases the risk of trauma, neurolog-
ical problems, liver disease, and tuberculosis.

The serious health problems of the homeless are
aggravated by poor access to health care. The homeless
often lack the essentials needed to access care, such as
health insurance or the money to pay for care, trans-
portation to get to care, and documentation that is
required by many facilities. Many in this population
have language and cultural barriers and may fear and
distrust the people and facilities that provide care or
have little sense of time, which is needed to keep
appointments. Even those who can get services can find
it difficult to follow treatment since they cannot keep or
store medications or get bed rest and must spend time

on more critical survival needs. For example, in a study
of over 1,000 people who had been prescribed med-
ications, almost a third were unable to comply. The
availability of treatment for women with children and
those who are dually diagnosed (those with a mental
and substance abuse disorder) is particularly limited.

Families are the fastest growing segment of the
homeless population. Women are found in equal pro-
portions to men in the under-20 population of homeless
and comprise 25% of those who are homeless. Many
have had a history of abuse in their past (reported rates
of 31–60%) and continue to be vulnerable to abuse on
the streets. Homeless women in one study had been
robbed an average of 3 times, assaulted 14 times, raped
5 times, and shot once in their lives. One analysis found
that 53% of the homeless women suffered from post-
traumatic stress disorder and 60% from clinical depres-
sion. The related rate of substance abuse in homeless
women has been reported from 16% to 67%. Homeless
women have an unusually high pregnancy rate and
their infants are more likely to die or be born with a
low birthweight.

To address the health problems of the homeless,
the Health Resources and Services Administration
of the federal government administers the Healthcare
for the Homeless Program under the Health Centers
Consolidation Act of 1996. This program provides basic
and preventive health services, street outreach, and crit-
ical case management services to over 500,000 people
each year but cannot meet the huge demand for neces-
sary and accessible medical care. Effective treatment
programs require services that are comprehensive,
accessible, and nonthreatening and address the other
essential needs of the population, especially food and
housing.

SEE ALSO: Access to health care, Domestic violence, Mental ill-
ness, Prostitution, Rape, Sexual abuse, Substance use,
Violence
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BARBARA FISHER

Homeopathy Homeopathy (pronounced home-ee-
OP-a-thee, from Greek homeo “similar” and pathos “dis-
ease”) is a form of alternative medicine that uses extremely
dilute preparations of natural substances to treat disease,
by harnessing the body’s own healing energy and restor-
ing balance in the patient’s vital force. Homeopathy origi-
nated in Europe and the United States in the late 1700s
and early 1800s and developed separately from conven-
tional Western medicine.

Homeopathy is based on two main principles:
(a) like cures like and (b) extreme dilution. Under the
principle of “like cures like,” diseases are treated with
substances that cause the same symptoms as the dis-
ease. In fact, if the remedy initially causes worsening of
the patient’s symptoms, it is taken as evidence that the
remedy is effective. The principle of “like cures like” is
not entirely foreign to Western medicine. For example,
allergy patients are sometimes injected with small
amounts of the substance they are allergic to, in order
to reduce the allergic response. Likewise, many of the
medications used to treat abnormal heart rhythms can
themselves cause abnormal heart rhythms.

The principle of dilution (or “potentization”) is the
most controversial aspect of homeopathy. This principle
states that remedies become more effective when
extremely diluted in water or alcohol. Homeopathic
medications are repeatedly diluted and shaken after
each dilution. Dilution is sometimes repeated to the
point that no molecules of the active substance can be
detected using modern methods of chemical analysis.
Dilution is sometimes used in conventional Western
medicine, as in allergy injections, but these treatments
still contain detectable amounts of the active material.
Theories about the structure of water and energy trans-
fer have been offered to explain how extremely dilute
homeopathic remedies could be effective, but these the-
ories are not commonly accepted by the conventional

medical community. It must be noted that even in
conventional scientific medicine the mechanism of
action for many treatments is not specifically known.

As with conventional scientific medicine, treatment
studies are often contradictory. Many studies of home-
opathy are considered inconclusive because of weak-
nesses in the design of the study. However, most
homeopathic treatments have not been studied using
modern scientific methods.

Homeopathic practitioners consider each individual
patient’s set of symptoms before choosing the appro-
priate remedy, which can be given in pill or liquid form.
Homeopathic remedies are also sold over-the-counter.
The label will give the dilution of the main ingredient,
such as 6x, 12x, or 30x. The “x” represents a 10-fold
dilution. The number indicates how many times the
ingredient was passed through a 10-fold dilution. So,
6x means that one part of the medication was diluted in
10 parts of water (or lactose), and this dilution was
repeated a total of 6 times. Preparations labeled with a
“c” (6c, 12c, 30c) were passed through 100-fold dilu-
tions, rather than 10-fold dilutions. More dilute prepa-
rations are considered more potent; for example, 12c is
considered more potent than 12x, and 12x more potent
than 6x.

Although homeopathic medications are generally
considered safe, side effects from homeopathic medica-
tions may still occur. Because homeopathic remedies are
so dilute, the Food and Drug Administration has not tra-
ditionally required testing for safety or effectiveness.
Homeopathic remedies are allowed to contain more alco-
hol than other over-the-counter medications, but no prob-
lems caused by the alcohol content have been reported
to the Food and Drug Administration. Homeopathic
remedies probably do not interfere with other medica-
tions, but patients should always inform their health care
provider of all the medications and herbs they use.

SEE ALSO: Complementary and alternative health practices
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ALICIA M. WEISSMAN

Homicide Homicide is the most extreme act of
violence. Although all homicides involve death at the
hands of another, homicide is in actuality a diverse
group of events. Homicides can occur between stran-
gers, acquaintances, and intimate partners; they involve
a wide array of physical forces and weapons and they
include many types of motivations and precipitating
factors. Although diverse, homicides have some pre-
dictable characteristics that can be used to improve
efforts to prevent their occurrence.

In the United States, homicide is the fourth leading
cause of death for those aged 1–14, the second leading
cause for those aged 15–24, and the third leading cause
for those aged 25–34. In 2000, 16,765 people were the
victims of homicide.

The homicide rate in the United States has fluctu-
ated over time. After low rates in the 1950s, homicide
rates reached an all-time high of 10.2 per 100,000 pop-
ulation in 1980. After decreasing until 1985, rates rose
again to reach 9.8 per 100,000 in 1991. Since 1991, the
homicide rate has continued to decline, but this decline
has slowed since 1999.

Homicides have very distinct gender patterns. Men
are more than 10 times more likely than women to per-
petrate a homicide. Approximately 65% of all homicides
involve a male offender and male victim and an addi-
tional 22% involve a male offender with a female victim.
Only 12% of all homicides involve a female offender.

The relationship between the victim and perpetra-
tor varies by gender. When a woman is murdered, the
most likely perpetrator is an intimate partner. In contrast,
men are more likely to be killed by strangers or acquain-
tances. Over 40% of homicides committed by women
are against spouses or boyfriends and another 17% are
against children or other family members. Only 7% of
homicides perpetrated by women are against strangers
compared to 25% of those perpetrated by men.

Furthermore, research has found that over half of
the men who were killed by their wives had precipi-
tated their own deaths through short- or long-term use
of physical force or threats. Thus, domestic violence is
an integral factor when examining the role of women
as victims and perpetrators of homicide.

Risk factors for homicide and violent behavior are
usually evaluated at the level of the social/community
unit and the individual. At the social/community level,
one of the fundamental factors in the rate of homicide
is social disorganization. Social disorganization is
defined as the inability of a community to realize the
common values of its members and a lack of social con-
trol. Characteristics of communities such as high popu-
lation density, a high percentage of the population
between 15 and 34, tolerance for violence, income
inequality, racial inequality, poverty, low levels of edu-
cation, and high unemployment have consistently been
linked to high homicide rates. However, the relative
strength of these variables in predicting homicide rates
has varied widely in different studies.

Individual characteristics vary greatly by the cir-
cumstances of the homicide. However, young, minority
males are consistently identified as the most likely per-
petrators of homicide. Individual characteristics such as
living in poverty, low educational attainment, and
unemployment are linked to homicide, but the interre-
lationship between these as individual or societal char-
acteristics has not been thoroughly examined.

Prosecution and incarceration of homicide offend-
ers has been the main societal response to homicide.
The criminal justice system identified many levels and
types of homicides. Criminal homicide includes murder,
manslaughter, and negligent homicide, and each of
these involves willful, intentional harm. Homicides can
also be noncriminal, such as in the case of self-defense
or legal intervention.

However, communities and law enforcements have
recently increased their focus on preventing violence,
including homicide. Such interventions include commu-
nity policing, social programs to increase life skills train-
ing, employment training and placement, victim’s
support and advocacy groups, and improvements in the
physical environment.

The World Health Organization has supported a
science-based public health approach to reduce vio-
lence. The steps in such an approach include establish-
ing national plans and policies for violence prevention,
facilitating the collection of data to document and
respond to the problem, building important partner-
ships with other sectors, and ensuring an adequate
commitment of resources to prevention efforts.

SEE ALSO: Child abuse, Domestic violence, Mortality, Prison
health, Sexual abuse, Violence
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CORINNE PEEK-ASA

Homosexuality Homosexuality is conceptual-
ized in modern times as a sexual orientation.
Individuals who are oriented toward romantic and sex-
ual relations with members of the same sex are identi-
fied as homosexual, whereas those who are oriented
toward the opposite sex are labeled heterosexual.
These natural variations in human behavior can be
found in all cultures throughout recorded history.
Moreover, although the focus is typically on sexual
behavior, homosexual and heterosexual also pertain to
one’s romantic/sexual attractions and fantasies.

Homosexual is also a sexual identity. However,
people who define themselves as homosexual have
rejected the term because it represents a label imposed
from a medically oriented, heterosexual perspective.
Instead, gay is preferred—in contrast to straight
(describing heterosexuals). Additionally, while gay is an
umbrella term that refers to both men and women,
many homosexual women prefer to call themselves
lesbians.

A number of scholars have taken the position that
homosexuality as a sexual identity is a relatively recent
phenomenon that emerged in the latter decades of the
19th century out of the convergence of two prevailing
social trends. The first was the medicalization of homo-
sexuality by European scientists such as Havelock Ellis,
Magnus Hirschfeld, and Sigmund Freud. The process of
studying homosexuality required that scientists define it
in concrete terms and in opposition to heterosexuality.
The second was the transition from agrarian to indus-
trialized economies in Europe and the United States,
which relocated many young men and women from
farms to cities. Urban life offered a sense of anonymity
and provided unique opportunities for gays and les-
bians to meet each other. Although this explains the
evolution of homosexual identities in the modern era, it
may be naive to consider it a unique development. For

example, Plato’s Symposium, written in 387 BC, includes
a speech by Aristophanes, which offers what is proba-
bly the world’s first recorded theory of sexual orienta-
tion. Aristophanes proposes that all human beings were
originally similar to Siamese twins. After the gods split
them apart, each yearned for his or her lost half. Those
who had been male/female thus sought the opposite
sex; those who had been male/male or female/female
desired the same sex.

Plato’s exceptionally progressive view that posi-
tioned homosexuality on equal plane with heterosexu-
ality unfortunately did not persist in history. Instead,
gays and lesbians have been the targets of hatred, vio-
lence, negative stereotypes, and discrimination. Today,
homosexuals are a minority group in the United States
and in other societies. However, unlike other minorities,
the minority status of gays and lesbians is based on a
departure from social norms centered on heteronorma-
tivity rather than on ascribed characteristics (see Queer
for definition). This has made it difficult for homosexu-
als to secure, and most importantly maintain, the type
of social gains that other minorities have been able to
establish. In response to oppression, gays and lesbians
have organized to press for civil rights that are currently
denied.

In the early 1950s, a group of gay men led by
Harry Hay in Los Angeles founded an organization
called the Mattachine Society with the goal to liberate
homosexuals from persecution. Shortly after, a group of
eight women chartered a similar organization for les-
bians called the Daughters of Bilitis. Both organizations
published magazines—the Mattachine Society, ONE,
and the Daughters of Bilitis, The Ladder—which
defended lesbians and gays against entrapment, a com-
mon occurrence in those times. For example, a 1953
presidential executive order prohibited the employment
of homosexuals (and bisexuals) in all federal jobs. The
FBI investigated any government employee suspected
of homosexual inclinations and in the process set a
precedent for firms in the private sector to do the same.
This created an oppressive work and social environ-
ment, where a mere accusation from an anonymous
third party often provided sufficient cause for investiga-
tion and subsequent dismissal. Many people lost their
jobs with little hope of finding work elsewhere.

When the Mattachine Society and Daughters of Bilitis
were founded, every state had a sodomy law prohibiting
sexual behavior between members of the same sex.
Urban police forces routinely raided gay and lesbian bars.
They arrested patrons for dancing, holding hands, or
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simply being there. Newspapers often published the
names of those arrested. Jobs were lost; lives were ruined.
It was during one such raid at the Stonewall Inn in 1969,
a popular gay nightspot in New York’s Greenwich Village,
that a group of gay men and lesbians defiantly challenged
the police. Their act of rebellion set off three successive
days of police confrontations with progressively larger
contingents of protesting gay men and lesbians, an event
that is commonly considered to be the spark that ignited
the modern gay liberation movement. Each year, gay
pride parades and celebrations occur in cities all over the
world to commemorate the Stonewall Rebellion.

Since then, progress has been slow but steady.
Many states have modified sodomy laws so that they no
longer apply to consenting adults. Some cities and a few
states have added sexual orientation to their civil rights
codes to protect gay men and lesbians from job discrim-
ination. Corporations extend benefit packages to the
domestic partners of their lesbian and gay employees. In
the year 2000, the legislature of the state of Vermont
passed an historic law that created a new marital status
called Civil Unions for same-sex couples and provided all
state law benefits of marriage to couples joined in civil
union. No longer hidden in the shadows of society, les-
bians and gay men appear on television and in movies,
and run for political office. High school students across
the United States are forming gay–straight alliances and
an expansive web of organizations and institutions exist
that sustain a rich social, cultural, and civic life for gays
and lesbians. However, violence and discrimination are
still widespread. Gay men and lesbians can be denied
housing and fired from their jobs in over 30 states with
little legal recourse. Despite there being in excess of
2 million gay and lesbian parents in the United States,
they still are not allowed to form families through legal,
state-sanctioned marriage (with the exception of Vermont
residents). Gay and lesbian organizations, along with
others focused on civil rights, such as the American Civil
Liberties Union and Greenpeace International, are work-
ing hard to end the violence and discrimination, and to
afford gays and lesbians basic human rights.

SEE ALSO: Gender, Intersexuality, Lesbian, Lesbian ethics,
Queer, Transgenderism, Transsexuality
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ANGELA PATTATUCCI ARAGON

Hormone Replacement Therapy Meno-
pause is the cessation of menstrual periods. Women
usually experience menopause at the age of 42–58, with
the average age being 50–51 years. Menopause may
occur slightly earlier in women who smoke or have a
family history of early menopause. Otherwise, the age
of menopause is unrelated to the age of the first men-
strual period, use of oral contraceptive pills, pregnan-
cies, or general nutrition. The term perimenopause
refers to the entire time period of 3.5–4.5 years around
menopause, when hormonal changes of menopause
have begun.

Menopause is a time of significant hormonal
changes. Since women today live one third of their lives
after menopause, this health event also provides to
women an opportunity to reevaluate life habits such as
nutrition, exercise, and health surveillance.

The changes directly associated with menopause
are related to the depletion of eggs from the ovaries.
Women are born with more than a million eggs, which
die or are ovulated during a woman’s reproductive
years. After menopause, estrogen production from the
ovaries falls to one tenth of that before menopause and
no progesterone is produced. Menstrual periods stop,
often after months or years of irregular periods preced-
ing the menopause. Both the early and later symptoms
associated with menopause are related to the low levels
of estrogen.

Fifty to seventy-five percent of women experience
at least one symptom of menopause, with the most
common being the hot flush (flash). Hot flushes are
usually described as a sudden feeling of warmth from
the chest upwards, associated with facial flushing and
sweating. They may occur once or several times daily.
Night sweats and hot flushes are considered to be
vasomotor symptoms, related to the effect of falling lev-
els of estrogen on the heat-regulating center of the
brain. Sleep disturbances, often related to night sweats,
and irritability are also associated with menopause.
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Most studies have not shown an association between
depression and menopause.

Lowered estrogen levels may also cause thinning
of the vaginal wall, decreased lubrication and elasticity
of the vagina, and changes in the bladder and urethra.
In some women these changes lead to discomfort with
intercourse or problems with urination. Estrogen con-
tributes to the collagen content of a woman’s skin, so
the loss of estrogen may accelerate some of the skin
changes usually associated with aging.

Osteoporosis and heart disease are later conse-
quences of low estrogen levels. In the first years after
menopause, bone may be lost at a rate of 1–5% per
year. In some women, rapid loss of bone may result in
fractures and chronic bone pain in as little as 10 years.
Fractures of the vertebrae may cause loss of height,
curvature of the spine, or back pain. Fractures of the
hip are the most serious consequence of bone loss and
can result in loss of independence or even death.
Before menopause, women have a lower risk of coro-
nary heart disease than do men, but after menopause
the incidence of heart attacks increases rapidly until it
approaches that of men in the same age group.

Some women may experience more symptoms
than others after menopause. At least one quarter state
that their symptoms are serious. These women may
be the most likely to request some type of treatment for
their symptoms. Conversely, some heavy women expe-
rience very few symptoms associated with menopause.
Women make a type of estrogen in their fat cells, so
heavy women may continue to have high levels of
estrogen after menopause, even when their ovaries pro-
duce very little.

Lifestyle evaluation and changes should always be
the first approach to relieving menopausal symptoms. A
diet high in fiber and low in fat decreases the risk of
heart disease, as does weight loss in overweight
women. For some women, increased soy in their diet
may improve vasomotor symptoms. Calcium and vita-
min D intake should be optimized. A reduction in alco-
hol intake may decrease hot flushes and the risk of falls.
Smoking cessation decreases the risk of heart disease
and reduces the risk of osteoporosis. Exercise in gen-
eral may improve mood, prevent weight gain, and
improve sleep. Aerobic exercise reduces the risk of
heart disease while weight-bearing exercise may
decrease the risk of osteoporosis and falls. Vaginal
lubricants and moisturizers can help vaginal dryness
and regular sexual intercourse may prevent constriction
of the vagina.

Whether or not to take estrogen replacement after
menopause is one of the most confusing issues facing
women today. Over the years there have been dramatic
shifts in medical recommendations and public senti-
ment concerning the use of hormone replacement ther-
apy (HRT). Accumulating information about risks and
benefits of HRT suggests that emphasis should be
placed on its use for the treatment of initial symptoms
in the lowest possible dose for the shortest duration. In
addition, there are now many alternatives to HRT that
should be considered in the discussion of treatment
options.

Estrogen is very effective in treating early
menopausal symptoms. Hot flushes and night sweats
are usually improved within days to about 2 weeks.
Thinning and other changes in the vagina, bladder, ure-
thra, and skin are usually reversible after one to two
months of therapy. Women should take the lowest dose
of estrogen that can relieve the symptoms.

In the past, many studies suggested that many
women could benefit from taking estrogen after
menopause for many years, even for the rest of her life.
Long-term risks of estrogen treatment have been
acknowledged for many years and include blood clots,
a small increased risk of breast cancer, and endometrial
cancer. The risk of endometrial cancer can be com-
pletely prevented by the addition of a progesterone-like
medication to estrogen. This has become the standard
approach for women who have not had a hysterec-
tomy. Accumulated evidence suggested that HRT
decreases the risk of heart disease by 50% as well as
decreases the risk of osteoporosis and hip fractures.
Several years ago, it was believed that these benefits so
clearly outweighed any risks that most women should
consider long-term HRT.

However, several excellent studies, including the
Women’s Health Initiative (WHI) and the Heart and
Estrogen/Progestin Replacement Studies (HERS),
showed recently that HRT does not prevent heart dis-
ease as was previously believed. Estrogen continues to
be recognized as the most effective medication for the
prevention of osteoporosis after menopause, but most
health care providers do not now support its long-term
use for prevention of heart disease or improvement of
general health.

Many women seek herbal remedies to provide relief
of menopausal symptoms. There are numerous herbal
preparations marketed as dietary supplements to treat
menopausal symptoms. Unfortunately, studies to evalu-
ate their effectiveness, side effects, and interactions with
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other herbals and prescribed medications are extremely
limited. Current data suggest that black cohosh and soy
may be effective in some women, and a handful of other
herbals such as red clover are promising. At least part of
the action of these herbals is through the estrogen recep-
tor. A woman should always inform her health care
provider if she takes any dietary supplements.

Some nonestrogenic medications have also been
shown to relieve menopausal symptoms. Progesterone-
like substances and androgens (male-type hormones)
when given without estrogen may provide some relief
of hot flashes. A variety of nonhormonal medications
may specifically inhibit hot flashes, including ver-
alipride and gabapentin. A variety of medications are
available to prevent or treat postmenopausal bone loss,
including raloxifene and alendronate. Raloxifene
belongs to a group of medications called selective estro-
gen receptor modulators (SERMs), which may act as
estrogens or as “antiestrogens,” depending on the cell
type. For example, raloxifene acts like estrogen in bone
cells by preventing bone loss, but it acts like an anti-
estrogen in the breast and brain by reducing the risk of
breast cancer while worsening hot flashes.

For some women menopause is associated with
very few symptoms and is in fact a welcome time point
in the aging process. For many others, it is more trou-
bling. Symptoms may be significant enough to require
intervention with prescribed or nonprescribed medica-
tions. Because the study of menopause is so complex
and is evolving so rapidly, women should seek many
sources of information as they approach menopause.

SEE ALSO: Calcium, Cardiovascular disease, Coronary artery
disease, Exercise, Menopause, Osteoporosis and osteopenia,
Perimenopause
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LORNA A. MARSHALL

Hospice Hospice is the organized provision of care
for the dying. Medically, the hospice approach focuses
on pain medications in order to ensure comfort, rather

than on invasive life-sustaining technologies such as
respirators, resuscitation, and artificial nutrition and
hydration. Hospice typically provides team support for
the dying, including medical and nursing care, psycho-
logical counseling, and clinical pastoral care as
requested. Hospice is the major alternative to death in
a hospital, where the medical approach is generally
more aggressive. Hospices usually have their own spe-
cially designed buildings to facilitate a “dying well,” but
most of their work involves teams that visit patients rou-
tinely in their homes to provide care. Hospice units are
increasingly found in nursing homes.

The term “hospice” was coined by Dame Cicely
Saunders, who was trained as a nurse, a medical social
worker, and finally as a physician. Since 1948 she has
been involved with the care of patients with terminal ill-
ness. She founded St. Christopher’s Hospice in London
as the first research and teaching hospice linked with
clinical care in 1967. Dame Saunders understood the
historical usage of the term “hospice” as a place where
travelers in need of shelter and rest might spend the
night before journeying on. It occurred to her that dying
is “like a journey,” and that people would need a spe-
cial place of care before passing on. Thus, Dame
Saunders applied the term “hospice” in this new context
of journeying peacefully through death. Since her
founding of St. Christopher’s, the hospice movement
has unfolded in many parts of the world.

In the United States, the first hospices were formed
in the early 1970s, usually in churches and synagogues.
Hospice care was deeply controversial because of its
philosophy that people dying of various diseases—
especially cancer—did not need to be forced into
invasive or burdensome medical treatments. Often,
oncologists in established medical settings were sharply
critical of hospices. Most oncologists at the time were
men, and almost all those involved in the early hos-
pice movement in the United States and elsewhere were
women. Elizabeth Pitorak, for example, a nurse,
founded the Hospice of the Western Reserve in Ohio.
Some women who founded hospices were subjected to
legal action and a number were incarcerated for brief
periods of time as they fought for the rights of the
dying. Throughout the 1970s and into the early 1980s,
hospice was ridiculed as “second level” care or as “only
care.” Many clinicians remained critical, asserting that
hospice encouraged their patients to “throw in the
towel” without fighting hard enough against death with
every technology and drug available. Hospice was the
center of the feminist ethics of care and it was pitted
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against the male-dominated “war against cancer.” The
tension between hospice and tertiary medical centers is
nowadays less dramatic, but still exists. There are many
who think that hospice care is a step down for their
loved one and therefore resist it.

Hospice, reflecting its origins in the Anglican spiri-
tuality of Dame Saunders and in the spiritual traditions
of others faiths, retains a distinct appreciation for the
“whole” person on the journey toward death. Hospice
teams usually consist of a nurse, a social worker, and an
individual trained in clinical pastoral care. While all
established hospices now have physician directors, it is
still the devoted nurse—most often a woman—who has
the major hands-on leadership role. While many hospi-
tals now have palliative care units, these typically lack
the team approach that is typical of hospice care.

More than any other aspect of modern health care,
hospice is the creation of women, who continue to sus-
tain it in many respects. It represents a context in which
the feminist ethics of care was able to supercede legal
casuistry, the “war” against disease that often meant war
against the well-being of patients and the dehumaniz-
ing aspects of high-tech medical environments in the
interests of comfort, care in the most basic and impor-
tant sense of the word, and human dignity.

It remains a monument to the moral creativity of
caring women.

SEE ALSO: Assisted living, Mortality, Nursing home, Patients’
rights, Quality of life
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STEPHEN G. POST

Human Papillomavirus Human papilloma-
virus (HPV) infection may be the most common viral
sexually transmitted disease (STD) in this country. As
many as 30 million Americans are infected with HPV,
and each year, an additional 1 million people become
infected.

More than 80 distinct types of HPV have been
identified; at least 20 of them can infect the genital tract.
Infection due to HPV types 6 or 11 is usually associated
with external genital warts, such as condylomata acumi-
nata, whereas those due to HPV type 16 or 18 are asso-
ciated with cancers of the genitals (cervical, vulvar, and
anal carcinomas).

HPV infection likely begins with an abrasion or cut
of the epithelium (skin, outside or inside). The wound
provides viral access to the skin. During wound healing
cell division accelerates, which may actually facilitate
viral replication.

After introduction of the virus into the body (inoc-
ulation), an incubation period begins and lasts from
4 weeks to 8 months. The incubation is followed by an
active expression phase. This phase is marked by rapid
capillary proliferation (increase in small blood vessels)
that usually persists from 3 to 6 months. It is during this
phase that obvious growths (lesions) emerge or sub-
clinical (one that cannot be seen) lesions develop.

Approximately 3 months after the initial prolifera-
tive phase and appearance of lesions (visible or not), an
immune response can be detected. The result of the
patient’s immune response is a suppression of new
lesions. This is known as the host containment phase.
It is known that an intact immune system is at least as
important as any available therapies for HPV infection
in resolving the clinical manifestations of this disease.

After about 9 months, a latent phase begins. This
phase is characterized either by continued clinical
remission or by a continued active disease. If the active
disease is continuing it may place the patient at risk for
neoplasia (new growths or abnormal cell development
(dysplasia) or cancer). In some patients, particularly
younger women, the infection may resolve.

TRANSMISSION

Genital HPV infection is transmitted by intimate
sexual contact. Early age at first intercourse, multiple
sexual partners, and intercourse with a person who has
external genital warts are risk factors for HPV infection.
Smoking also increases risk. Although intra-anal warts
are associated with anal (anoreceptive) intercourse,
warts around the anus (perianal warts) are not.

Transmission of HPV from mother to infant is
uncommon. Delivery by cesarean section, if not indi-
cated for obstetrical reasons, is not recommended for
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infected women unless external genital warts are
obstructing the birth canal.

DIAGNOSIS

Clinical exam has been proven a reliable method for
establishing a diagnosis of genital warts; however, HPV
can cause warts to form in the vagina, on the uterine
cervix, and inside the urethra and anus. In many cases
only cervical cytology (Pap smear) can pick up the char-
acteristic cellular changes causing the Pap smear to be
abnormal. It is the most common method of detecting
subclinical disease. Sometimes biopsy should be per-
formed when diagnosis is in doubt or when despite treat-
ment, the disease worsens, or the patient has a weakened
immune system (immunocompromised) or skin/warts are
pigmented, feel hard, immobile, or ulcerated.

Women with HPV infection (and their sexual part-
ners) should be examined for other STDs. Tests for the
common STDs, syphilis, gonorrhea, and chlamydia;
should be considered. Routine screening for cervical
cancer should be performed annually; more frequent
Pap tests are not required by a diagnosis of external
genital warts, but should be performed if cervical dys-
plasia (abnormal cells) is noted on the Pap smear.

TREATMENT

The primary goal of treatment is to either remove
symptomatic warts or destroy the dysplastic process
actively or allowing patients’ own immune system to
destroy the lesions. It is important for the patient to
understand that whether the external warts or dysplasia is
resolved the HPV virus remains in the patient. This fact is
a source of much consternation and must be understood.
Although proper treatment may produce lesion-free peri-
ods, no evidence exists that any available therapy can
eliminate the infection. As many as 21% of vulvar warts
(warts on the outer parts of the vagina) resolve without
treatment and up to 70–75% of Pap smears with mild dys-
plasia in the younger women will resolve in 1 year with-
out treatment. The patient should be educated and
involved in her treatment. No single therapy is ideal for
all women or all lesions, warts, or abnormal Pap smears.
Smoking cessation is strongly recommended.

If the patient is pregnant, external warts may be
removed by bichloroacetic acid (BCA) or trichloroacetic
acid (TCA) cryotherapy (freezing therapy) or surgical
excision. If the patient is not pregnant, podophyllin,

imiquimod (Aldara), or interferon may be used. It is
important to use these medications just as prescribed
since soreness and pain commonly occur with overuse.
Once lesions are gone, therapy may be stopped. For the
abnormal Pap smear, mild dysplasia may be followed as
it will be resolved in approximately 70–75% of the time
after being followed over a year. If the patient is not
comfortable with observation, cryosurgery may be used.
If more advanced lesions are present, more advanced
surgical removal techniques such as LEEP or cold knife
conization may be utilized on a case-by-case basis
depending on where the dysplasia is located. Discussion
between the patient and physician is imperative.

A follow-up evaluation after visible genital warts
have cleared is not necessary. Patients should be
advised to watch for recurrences that develop most fre-
quently during the first 3 months. However, follow-up
visits may be useful for documenting a wart-free state,
monitoring treatment compliance and complications,
and providing patient education and counseling. The
presence of external genital warts is not an indication for
colposcopy (specialized examination procedure using a
small tube) of the cervix or for more frequent Pap
smears unless the patient has abnormal Pap smears.

Examination of the sex partners of HPV-infected
women is not necessary for the management of their
external warts because the role of reinfection in persistent
disease is probably minimal. However, such examination
is recommended to detect other STDs or previously
unrecognized visible warts. Use of condoms can reduce
but not eliminate transmission of HPV to uninfected part-
ners. Patients should understand that they may remain
infectious even after their visible warts have resolved.

SEE ALSO: Cervical cancer, Chlamydia, Colposcopy, Condoms,
Sexually transmitted diseases
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Hypertension Hypertension (high blood pres-
sure) is defined as a blood pressure of 140/90 mm Hg
or higher when measured with a blood pressure cuff or
being on medication for high blood pressure. The sys-
tolic pressure is the upper number of the reading, while
the diastolic pressure is the lower number of the read-
ing. Hypertension is a major risk factor for heart dis-
ease, which is the leading cause of death for women in
the United States. Blood pressure increases with age
with the increase in systolic pressure more pronounced
in patients greater than 65 years old. Systolic hyperten-
sion is an elevated reading in the top number of the
reading when measured by a blood pressure cuff. Sixty-
five to seventy-five percent of hypertension in the
elderly is isolated systolic hypertension, with the preva-
lence of isolated systolic hypertension higher in elderly
women than men.

In the third National Health and Nutrition
Examination Survey (NHANES III), although persons
65 years of age or older represented only 19% of the
total population, they constituted 45% of persons with
hypertension who were unaware of their condition,
32% of those who were aware of their condition but not
being treated, and 57% of those who had treated but
still had uncontrolled hypertension.

The prevalence of hypertension varies by sex and
ethnicity. Compared with men, women under the age
of 55 years have less hypertension, women aged 55–74
years have a similar prevalence of hypertension, and
women over 75 years old have more hypertension.
Blacks have higher rates of hypertension than whites
for both women and men. Despite the equal occurrence
of hypertension among women and men aged 55–74
and more hypertension in women more than 75 years
old, until recently, little was known about the preva-
lence, treatment, and control of hypertension among
older, postmenopausal women. Baseline data from the
Women’s Health Initiative (WHI) better define hyper-
tension and its treatment in postmenopausal women.

In the WHI, the prevalence of hypertension was
37.8%. Older women (aged 70–79) had twice the preva-
lence rate (53.4%) of women 50–59 years (26.7%).
Prevalence was higher in blacks than whites or Hispanics
(59.3% vs. 35.5% whites and 33.4% in Hispanics) and in
lower socioeconomic groups. The prevalence of hyper-
tension was substantially higher among overweight
women (body mass index [BMI]�27.3) than those not
overweight (48.0% vs. 29.3%). Nondrinkers had a higher
prevalence of hypertension than moderate drinkers

(46.2% vs. 31.6%) as did women who were sedentary
compared with those who performed moderate exercise
(45.3% vs. 31%). Women with one cardiovascular risk fac-
tor (family history of myocardial infarction [MI], hyper-
cholesterolemia [elevated blood cholesterol], diabetes, or
a history of MI, heart failure, or stroke) had higher rates
of hypertension than those without such risk factors.
Treatment rates did not differ by age, but black women
had the highest treatment rates and Hispanic women the
lowest (75.6% vs. 59.4%). Most hypertensive patients were
treated with one drug (57.6%). The most commonly used
drugs in monotherapy (a single drug is used to treat
hypertension) were medications in the classes known as
calcium channel blockers (16%) followed by diuretics
(“water pills”) and angiotensin-converting enzyme (ACE)
inhibitors (14%). Beta-blockers (another type of medica-
tion used to treat high blood pressure) were used the
least (9%). Of those treated, older nonwhite women
were less likely to have their hypertension under control.
Treatment patterns in WHI women did not follow
accepted medical guidelines of the recent sixth Joint
National Committee on Prevention, Detection, Evaluation,
and Treatment of High Blood Pressure for the treatment
of uncomplicated hypertension, which recommend
diuretics and beta-blockers as preferred initial treatments.
The WHI data suggest that these guidelines are not fol-
lowed in the treatment of postmenopausal women, given
that the most common drug class used as monotherapy
was calcium channel blockers.

RESPONSE TO TREATMENT

The effectiveness of antihypertensive drug treat-
ment in overall reduction in the risk of stroke and other
cardiovascular disease events is well established. Large
medical studies, such as the Systolic Hypertension in the
Elderly Program (SHEP) and the Systolic Hypertension
in Europe (SYST-EUR) trials, showed that treatment of
isolated systolic hypertension with diuretics with and
without beta-blockers (SHEP) and calcium channel
blockers with or without ACE inhibitor or diuretic
(SYST-EUR) reduced the rate of cardiovascular compli-
cations and cerebrovascular events in both women and
men 60 years old or older—especially diabetics. It
remains unclear whether the effect of antihypertensive
treatment in reducing cardiovascular risk is dependent
on sex. In the Treatment of Mild Hypertension Study,
women and men assigned to treatment with antihyper-
tensive drugs with lifestyle intervention versus lifestyle
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intervention alone experienced greater and generally
similar benefits—a decrease in systolic and diastolic
blood pressures and a reduction in cardiovascular
events. In a review, the “Effect of Antihypertensive Drug
Treatment on Cardiovascular Outcomes in Women and
Men: A Meta-Analysis of Individual Patient Data from
Randomized, Controlled Trials,” women and men
treated with antihypertensive medications had similar
cardiovascular risk. Quantification of benefit in risk
reduction shows that for women, the benefit is primar-
ily in reducing the risk of stroke, whereas in men treat-
ment prevented as many coronary events as strokes. The
fact that statistical significance for coronary events or
total mortality was not reached in women may have a
simple explanation: The numbers of women participat-
ing in the study and their low rate of coronary events
may have been too small to allow a proper statistical
analysis.

Thus, 55- to 74-year-old women have the same rate
of hypertension as men the same age and women older
than 75 have more hypertension than their male coun-
terparts. Hypertension is an important risk factor for the
development of coronary heart disease and stroke in
both sexes and there is good evidence that both women
and men benefit from treatment of hypertension. There
is no evidence that women respond differently to anti-
hypertensive therapy than men, except that diuretics
may be particularly useful in women. Some adverse
effects of individual antihypertensive drugs may be
more troublesome in women. ACE inhibitor-related
cough is three times more common in women; swelling
related to the use of some types of calcium channel
blocking medications is more common in women; and
hirsutism (excessive body hair) with the medication
minoxidil is often intolerable among women.

HYPERTENSION WITH ORAL
CONTRACEPTIVES

Oral contraceptive (OC)-induced hypertension
affects about 5% of women using OCs. Age greater than
35 years old and obesity are the only known risk fac-
tors for OC-induced hypertension. It is not known
whether the effects of OCs on blood pressure depend
on the dose and type of estrogens and progestins (both
“female hormones”) that are used in the formulation of
the OC tablets. The onset of OC-induced hypertension
usually occurs within 4 months of beginning an OC,
although the actual increases in blood pressure may be

related to the duration of treatment. Blood pressure
usually returns to normal within 1 year after stopping
the pill.

The cause of OC-induced hypertension is not well
understood. The renin–angiotensin system (enzyme
system in the kidney) is activated, but its role in caus-
ing hypertension has not been demonstrated; there
does not seem to be a significant difference in changes
in the renin–angiotensin system between OC users who
remain normotensive (normal blood pressure) and
those who develop hypertension. Most women on the
pill develop renal vasoconstriction (constriction of
blood vessels in the kidney); it has been suggested that
those with the greatest propensity to develop renal
vasoconstriction retain the most sodium and develop
hypertension.

HYPERTENSION WITH PREGNANCY

Hypertension affects 10% of pregnancies in the
United States and remains a leading cause of both
maternal and fetal morbidity and mortality. Hypertension
in pregnancy is defined as a systolic blood pressure
	140 mm Hg or diastolic blood pressure 	90 mm Hg; or
systolic blood pressure increase of 	30 mm Hg or dias-
tolic blood pressure increase of 	15 mm Hg over first
trimester of prepregnancy values.

Chronic Hypertension

Chronic hypertension is hypertension that is pre-
sent before pregnancy or diagnosed before the 20th
week of gestation or that persists beyond 6 weeks post-
partum. Most women have a benign (uncomplicated)
course with an exaggerated decrease in diastolic blood
pressure of as much as 20 mm Hg that often leads to
normalization of blood pressure in midpregnancy. This
drop in diastolic blood pressure may mask the diagnosis
of chronic hypertension if prepregnancy values are
unknown. The blood pressure usually increases to pre-
pregnancy levels in the third trimester, leading to
diagnostic confusion with preeclampsia (pregnancy-
related hypertension). Proteinuria (protein in the urine)
is absent in uncomplicated chronic hypertension; when
it occurs for the first time in the third trimester, it is the
best indicator of superimposed preeclampsia. Anti-
hypertensive treatment should be initiated for a systolic
blood pressure 	150 mm Hg or a diastolic blood pres-
sure 	100 mm Hg unless there is evidence of renal
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disease or other target organ complications in which
case antihypertensive therapy is started even earlier
when diastolic blood pressure is 90 mm Hg or higher.
Women with chronic hypertension are at increased risk
for developing preeclampsia, particularly if the blood
pressure does not decline in midgestation or if they
have secondary hypertension. Ideally, they should be
evaluated before pregnancy for hypertension-associated
complications such as left ventricular hypertrophy
(heart chamber thickening), hypertensive nephropathy
(kidney disease), and retinopathy (eye problems in
retina). Medications prescribed before pregnancy can
be continued during pregnancy except for medications
in the classes of ACE inhibitors and angiotensin II
receptor blockers. Women taking these medications
who present for prepregnancy counseling should be
told to use another agent before conception.

Preeclampsia/Eclampsia

Preeclampsia is an increase in blood pressure
occurring after 20 weeks’ gestation and is accompanied
by proteinuria (protein in the urine) and/or edema
(swelling). Preeclampsia usually occurs in and is con-
sidered a disease of the first pregnancy. However,
women with a history of preeclampsia have an
increased risk during subsequent pregnancies. Other
risk factors include extremes of reproductive age, mul-
tiple gestations (e.g., twins), family history of pre-
eclampsia, chronic hypertension, diabetes mellitus,
connective tissue disease, and renal disease. An impor-
tant feature of preeclampsia is its unpredictable clinical
course—women with mild hypertension and minimal
proteinuria can have rapid progression to eclampsia.
Eclampsia is the occurrence of seizures in a patient with
preeclampsia that cannot be attributed to any other
cause. The exact cause of preeclampsia and eclampsia
are unknown and consequently, specific preventive and
treatment options have not been developed. High-risk
patients should be evaluated early in pregnancy by an
obstetrician with special expertise in this field. If pre-
eclampsia develops at less than 32 weeks’ gestation
consideration should be given to postponing delivery
when hypertension is mild and no renal, hepatic, or
coagulation abnormalities are evident. Patients should
be hospitalized for signs of fetal distress, headache,
visual disturbances, and right upper quadrant abdomi-
nal pain, which may indicate progression to more
severe illness. The threshold for initiation of antihyper-
tensive therapy is the same as for chronic hypertension.

An oral agent (hypertension medication that is taken by
mouth) is preferred if delivery is not expected within
48 hr. Outpatient management can be considered for
asymptomatic patients with treatment-responsive hyper-
tension in the absence of marked proteinuria (protein
level �1 g/24 hr). Labor should be induced when preg-
nancies are at or near term and in women with severe
hypertension persisting after 24–48 hr of treatment,
HELLP (hypertension, elevated liver enzymes, and low
platelets) syndrome, progressive renal failure, warning
signs of eclampsia, and fetal distress.

Gestational or Transient Hypertension

Gestational or transient hypertension is hyperten-
sion developing after 20 weeks’ gestation without other
signs of preeclampsia. This category encompasses both
women with preeclampsia who have not yet devel-
oped proteinuria and those with hypertension only. The
differentiation between these two groups is possible
only retrospectively, that is, postpartum. Transient
hypertension (the term previously used for this cate-
gory) refers to a subgroup of women in whom blood
pressure returns to normal by 12 weeks postpartum.
The failure of blood pressure to normalize leads to the
diagnosis of chronic hypertension. Transient hyperten-
sion has a benign course and good prognosis, with a
tendency to recur in subsequent pregnancies. The
blood pressure usually normalizes shortly after delivery,
although the risk of developing hypertension later in
life is increased.

Treatment of Hypertension in Pregnancy

The choice of antihypertensive medication in
pregnancy is limited by concerns for fetal safety. In
addition to proven safety, an ideal antihypertensive
agent should gradually reduce blood pressure without
compromising uteroplacental blood flow to the fetus.
According to the Working Group report of the National
High Blood Pressure Education Program (NHBPEP)
sponsored by National Institutes of Health, first-line
oral and intravenous treatments are the medications
methyldopa and hydralazine, respectively. Another
group of medications, beta-blockers, have demon-
strated effective blood pressure control and a satisfac-
tory safety profile when administered in the third
trimester. The main concerns with beta-blocker use
stem from evidence of intrauterine growth retardation
and low placental weight when the beta-blocker
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(atenolol) was used in the second trimester. Beta-
blockers can potentially cause additional adverse
effects such as fetal bradycardia (slowed fetal heart
rate), impaired fetal compensatory response to hypox-
emia (reduced blood oxygen), and neonatal hypo-
glycemia (low blood sugar). Data on the safety and
efficacy of calcium channel blockers, especially early in
pregnancy, are limited. Calcium channel blockers are
potent tocolytics (stop uterine contractions) and can
affect the progression of labor. Another concern is the
potential for profound hypotension (lowered blood
pressure) and circulatory collapse when the medication
magnesium sulfate is used concurrently with calcium
channel blockers for seizure prevention. Nifedipine
(calcium channel blocker) has been studied most
extensively and decreases blood pressure and
improves renal function without affecting blood flow in
the umbilical artery. According to the Working Group
report of the NHBPEP, diuretics can be continued dur-
ing pregnancy if initiated before conception, especially
in women with salt-sensitive chronic hypertension.
Possible adverse effects include electrolyte abnormali-
ties such as hyponatremia (low sodium), hypokalemia
(low potassium), and hyperuricemia (high uric acid).
Diuretics should be avoided in women with pre-
eclampsia. Medications in the class of ACE inhibitors
are contraindicated in pregnancy. They adversely affect
the fetal renal system, causing anuria (lack of urine)
and oligohydramnios (low amniotic fluid volume).
Complications in newborns after in utero ACE inhibitor
exposure during the second and third trimester include
fetal limb abnormalities, lung hypoplasia (abnormal
lung development), craniofacial deformities (deformi-
ties of the skull/face), and renal dysplasia (abnormal
development of the kidneys). Medications in the class
of angiotensin II receptor blockers cause similar hemo-
dynamic (changes in blood flow and pressure) changes
and potentially similar fetal malformations. Fetuses of
women who take ACE inhibitors or angiotensin II
receptor blockers during the first trimester are not con-
sidered at a higher risk for these malformations.
Nonpharmacologic treatment consists mainly of bed
rest, which not only lowers blood pressure but also
promotes diuresis (elimination of fluid through
increased urination) and reduces premature labor.
Pregnant women with sodium-sensitive chronic hyper-
tension should continue salt restriction during preg-
nancy. Salt restriction is not recommended for routine
treatment of women with preeclampsia, who fre-
quently are volume contracted.

SEE ALSO: Cardiovascular disease, Coronary risk factors,
Diabetes, Edema, Oral contraception, Pregnancy, Renal
diseases, Stroke
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Hypochondriasis Hypochondriasis is a psychi-
atric illness in which individuals experience anxiety
about misinterpreted physical symptoms that they fear
or believe indicate the presence of an undiagnosed
medical disease. For example, a mark on the skin may
be interpreted as cancer or a sign of AIDS, or sweating
may be interpreted as a heart condition. This anxiety
and associated behavior cause significant distress
and/or impairment in work, social, or other areas of
functioning for at least 6 months or longer. People with
this disorder may seek frequent medical attention and
diagnostic testing. Although tests may be negative, it is
usually not enough to convince the person with
hypochondriasis that nothing is wrong. The person with
this disorder may be willing to acknowledge that their
fears are exaggerated or that there is nothing seriously
wrong with them, but in general fear and anxiety per-
sist. Over time, the person with this disorder may focus
almost exclusively on their fears of disease, which may
limit their social conversations and interrupt their fam-
ily and work lives.

One of the many somatoform disorders, hypochon-
driasis affects from 1% to 5% of the general population.
Somatoform disorders are those disorders in which an
individual complains of physical symptoms but the
symptoms cannot be fully explained by any medical or
other mental disorder. Other somatoform disorders
include somatization disorder, conversion disorder,
undifferentiated somatoform disorder, pain disorder, and
body dysmorphic disorder. It is important to make the
distinction between hypochondriasis and malingering.
Individuals with hypochondriasis are not fabricating
symptoms intentionally as are those who are malinger-
ing. Instead, they experience valid symptoms (usually
amplified normal physical sensations) that cause them
distress whether or not one is able to find a diagnosable
disease.

Hypochondriasis affects both women and men of
any race or socioeconomic status. It can occur at any
time in the life span. Generally, this disorder arises in
individuals who have had a serious illness or have wit-
nessed a relative with a medical illness. Death in some-
one close to the patient or other psychosocial stressors
are sometimes related to the onset of this disorder.
Two thirds of patients with hypochondriasis have a co-
occurring mental disorders such as anxiety, depression,
or other somatoform disorders.

Primary care physicians are frequently the first to
see these patients, with prevalence rates higher than in

the general population ranging from 2% to 7%. Patients
with hypochondriasis will usually “doctor shop” until
they find one they feel understands their complaints
and complies with their demands for medical testing.
Physicians are often frustrated with these patients since
they make frequent visits and efforts to reassure them
go unheard. Patients usually resist referrals to mental
health providers, believing that their symptoms are
solely physical.

There are several strategies used in the treatment of
hypochondriasis, although none are definitive.
Cognitive–behavioral treatment has shown some
promising results. Therapy is designed to target the dys-
functional beliefs and behaviors that accompany
hypochondriasis. In the few studies that have been
conducted, results suggest that cognitive–behavioral
therapy leads to improvements in hypochondriasis
symptoms, including reduction of fears of illness and
somatic complaints.

There is a paucity of research on the pharmacother-
apy of primary hypochondriasis. Pharmacotherapy to
address common coexisting mental disorders (panic,
obsessive–compulsive disorder, and depression) seems
to help improve the symptoms of hypochondriasis.
Medication should be started at subtherapuetic doses
since patients with hypochondriasis are not likely to tol-
erate significant side effects.

Medical management of patients in the primary
care office involves building a trusting doctor–patient
relationship. It is recommended that visits be scheduled
regularly whether current symptoms warrant it or not.
Frequent visits coupled with attentive listening and
examination are useful approaches to therapy. Tests
and consultations are to be limited to those for which
there is an obvious indication, not for reassurance sake.
Referrals to a psychiatrist should be attempted to exam-
ine current psychosocial stressors.

The long-term prognosis of hypochondriasis is
guarded. Symptoms of hypochondriasis sometimes dis-
sipate if a bona fide medical disorder is uncovered,
which validates the individual’s experience. In some
individuals, symptoms completely remit. More fre-
quently, symptoms are chronic and of a variable nature.
One study showed that two thirds of medical outpatients
continued to receive the diagnosis of hypochondriasis
after 5 years even though symptoms may have declined
and role functioning improved during this time period.

SEE ALSO: Anxiety disorders, Depression, Psychosomatic
disorder
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Hysterectomy Hysterectomy means the surgical
removal of the uterus, or womb. According to the latest
statistics from the Centers for Disease Control and
Prevention (CDC; published in 2000), about 600,000
hysterectomies are performed annually, making it the
second most common operation among women of
reproductive age (cesarean section is first).
Approximately 20 million U.S. women have had a hys-
terectomy. Half of all hysterectomies are in women
under 45 years. The overall rate of hysterectomy is 5.5
per 1,000 women and half of all hysterectomies are
accompanied by removal of the tubes and ovaries also.

ANATOMY

The internal female genitalia consists of the uterus,
the fallopian tubes, the ovaries, and the supporting lig-
aments and blood vessels. The cervix, which resides in
the upper vagina, is connected to the lower part of the
uterus. The endometrium is the tissue lining the uterine
cavity.

TERMINOLOGY

Commonly, a hysterectomy is referred to as either
a “complete” or a “partial.” These terms are nonmedical.
A “complete” hysterectomy means that the uterus, the
cervix, the tubes, and the ovaries have all been
removed. There is no single medical term to describe
this. Instead, the equivalent medical terms are a total
hysterectomy, which means removal of the uterus and
the cervix, combined with a bilateral salpingo-
oophorectomy, which means the removal of both sets of

tubes and ovaries. A “partial” hysterectomy means
removal of just the uterus and the cervix, and the med-
ical term for this is a total hysterectomy. If the uterus is
removed but the cervix is left in place, it is called a
subtotal or supracervical hysterectomy. If the hysterec-
tomy is performed for cervical cancer, then a radical
hysterectomy might be done. This is the removal of
the uterus and cervix plus additional surrounding
ligaments and lymph node tissue. This is a highly spe-
cialized procedure generally performed by gynecologic
oncologists.

TECHNIQUES

There are many different ways that a hysterectomy
can be performed, including abdominal, vaginal, laparo-
scopic, or a combination of these.

Most hysterectomies are performed using an abdom-
inal incision. Removal of the uterus, cervix, tubes, and
ovaries using an abdominal incision is a total abdominal
hysterectomy and bilateral salpingo-oophorectomy.

A hysterectomy can also be performed entirely
through the vagina. A total hysterectomy performed
though the vagina is abbreviated TVH (total vaginal
hysterectomy). If the tubes and ovaries are also
removed, the procedure is called a TVH-BSO (total vagi-
nal hysterectomy–bilateral salpingo-oophorectomy).
The vaginal approach is sometimes combined with a
laparoscopy. Laparoscopy is when small incisions are
made, usually in the area of the belly button and the
lower abdominal area. A narrow scope attached to a
video monitor is inserted and very narrow instruments
are used to perform surgery. If laparoscopy is combined
with a vaginal hysterectomy, it is called a laparoscopic-
assisted vaginal hysterectomy.

RISKS AND RECOVERY

Hysterectomy is considered major surgery and
there are potential risks to keep in mind. These risks
include, but are not limited to, risks from anesthesia,
development of an infection, development of a blood
clot in the circulation (an embolism), injury to another
internal organ such as the bladder, intestines, or ureter
(the tube connecting the kidney to the bladder), heavy
loss of blood possibly requiring a transfusion, develop-
ment of a fistula (connection between bladder and
vagina or rectum and vagina), development of internal
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scar tissue that can lead to bowel obstruction (even
years later), and complications during recovery, which
may necessitate a second operation. Despite the variety
of possible complications, in reality the risk of serious
complications from hysterectomy is about 1%.

Another risk is that the procedure that is ultimately
performed may not be the same that is begun. For
example, some patients start out with a planned laparo-
scopic subtotal hysterectomy, but because of unantici-
pated developments end up with a total abdominal
hysterectomy, considerably lengthening their expected
recovery period.

Recovery from hysterectomy depends on the exact
procedure used. In uncomplicated cases, generally
expect full recovery to be 6–8 weeks for abdominal
hysterectomy, 4–6 weeks for vaginal hysterectomy, 2–
4 weeks for laparoscopic-assisted vaginal hysterectomy,
and 1–2 weeks for laparoscopic supracervical hysterec-
tomy. Keep in mind that these are average estimates
and that individuals vary quite a bit in their recovery
from surgery.

INDICATIONS

The most common indications for performing hys-
terectomy are fibroids, endometriosis, and uterine pro-
lapse. These three indications account for almost 75% of
all hysterectomies. Other indications are chronic pelvic
pain, heavy menstrual bleeding, and uterine or ovarian
cancer.

ALTERNATIVES TO HYSTERECTOMY

Depending on the medical problem, there are
other procedures or treatments that can sometimes pre-
vent the need for a hysterectomy. These include
endometrial ablation, uterine artery embolization, and
hormone therapy.

Endometrial ablation is a procedure that can be
used when the problem is longstanding heavy men-
strual bleeding and there are no fibroids. The
endometrium is the lining of the uterine cavity.
Menstrual bleeding occurs when this lining is shed dur-
ing a menstrual period. Normally, this lining regrows
every month. Ablation means that this lining is mostly
or completely destroyed. Then it will not grow back,
and very little menstrual bleeding will occur. There are
many safe and effective techniques for performing

endometrial ablation. These include using a balloon
inside the uterine cavity filled with hot water, irrigation
of the uterine cavity with heated water, using electrical
cautery, and using a freezing technique.

Uterine artery embolization (UAE) is a procedure
that can be used when the problem is either large
fibroids causing discomfort or heavy menstrual bleed-
ing. UAE is performed by specially trained interven-
tional radiologists and is usually an outpatient
procedure. Using x-ray guidance, a narrow catheter is
inserted into a blood vessel in the groin and then care-
fully advanced until it is in an artery directly providing
blood to a fibroid. Then a substance is injected consist-
ing of small synthetic particles (called microspheres)
that cause the artery to become blocked. This cuts off
the blood flow to the fibroids, resulting in their shrink-
age (loss of blood causes the cells to die), which usu-
ally results in greatly reduced bleeding, often
preventing the need for a hysterectomy.

Hormone therapy can be used when the main
problem is longstanding heavy and/or irregular bleed-
ing with or without fibroids or pelvic pain associated
with endometriosis. In many cases women with irregu-
lar bleeding, even if they also have fibroids, can be
placed on hormones (such as low-dose birth control
pills) to regulate their bleeding, preventing the need for
hysterectomy. Many insurance companies will not pay
for hysterectomy if the indication is abnormal bleeding,
unless the patient has been shown to have tried hor-
mone therapy first and failed it. Some patients have
conditions where they cannot safely take hormones, so
this approach is not always feasible. Birth control pills
can also help reduce the pain from endometriosis, in
some cases preventing the need for hysterectomy.

MYTHS

Many people have misconceptions about hysterec-
tomy. These are addressed below in a question and
answer format.

Q: Doesn’t hysterectomy always lead to
menopause? After all, the periods are gone.

A: Hysterectomy does lead to elimination of men-
strual periods. However, if the woman is not in
menopause at the time of the hysterectomy, and
if her ovaries are not removed, then she will not
experience menopause after the hysterectomy.
Menopause will occur naturally, when her
ovaries stop producing estrogen, about age 51. If
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the ovaries are removed at the time of hysterec-
tomy in a woman who is not yet in menopause,
she will become menopausal, referred to as a
surgical menopause. Estrogen therapy is usually
given postoperatively to minimize the side effects
of surgical menopause.

Q: I heard that after a hysterectomy, women lose
interest in sex and no longer enjoy sex.

A: The capacity for female orgasm does not change
after hysterectomy because the clitoris, which
provides most of the nerve stimulation leading
to orgasm, is not involved in the hysterectomy.
Studies have shown that some women do have
difficulties with their sex life after hysterectomy,
but only a small percentage. Most women report
that orgasm feels “different” due to the loss of
the uterus, since the uterus does cramp with
orgasm, but that overall the sensation is not less
pleasurable. If the ovaries have been removed
during the hysterectomy, then the woman’s sex
life may change because she has been abruptly
placed into menopause. This risk can be greatly
reduced if supplemental estrogen is begun
shortly after the hysterectomy.

Q: My husband says that because of my hysterec-
tomy, I am no longer a woman.

A: Your husband deserves a good, swift kick in the
groin. Hopefully, a woman and her husband
have discussed issues such as this prior to the
surgery. Husbands need to go with their wives
to the doctor before the surgery to ask ques-
tions, express concerns, and learn all that they
can about the reasons for the surgery and what
to expect afterward.

SEE ALSO: Cervical cancer, Dilation and curettage,
Endometriosis, Laparoscopy, Menstrual cycle disorders,
Sexual organs, Ultrasound, Uterine cancer, Uterine fibroids,
Vaginal bleeding

BRYAN S. JICK
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Hysteria Few topics in the world of psychoanalysis
are as controversial as hysteria. There is no current

consensus on whether or not hysteria exists today or
whether or not it ever existed at any time at all.
Explaining exactly what hysteria is and what it means has
challenged and baffled many generations of physicians.

As an illness, hysteria has been associated with
women even though male sufferers were at one time
identified and discussed. It is commonly assumed that
Hippocrates first used hysteria as a general descriptive
term for the aliments of the womb. The word hysteria
itself is derived from the Greek word for the uterus. There
is also evidence that an identifiably corresponding disease
is mentioned in ancient Egyptian manuscripts that predate
the general Greek term by at least several centuries.

The problem with trying to apply hysteria in his-
torical and cultural contexts is that the term refers to
both an illness characterized by strange symptoms as
well as to certain disturbing forms of behavior. Only as
recently as 100 years ago it was thought that the phys-
iological basis for female insanity existed in the repro-
ductive organs. This may help explain why the ailment
was said to cause the womb to “wander.” But whether
it was a malady or maladjustment, hysteria primarily
involved the manifestation of many interchangeable
outward symptoms without any tangible physical cause.
It was a disease that made the victim appear irrational,
untrustworthy, and difficult to control.

These are some of the reasons hysteria was also
employed as a psychiatric label for the witchcraft writ-
ings of the 19th century. The label was applied to the
historical findings of hysterical sensory disturbances,
which were considered proof of witchcraft up until the
17th century. However, these “witches” were not seen
as “hysterics” by their contemporaries. They were seen
as willing servants of Satan, who deserved the harshest
treatment and the most painful death imaginable.

During the 19th century a debate arose as to
whether the illness was composed of symptoms or
behaviors. Within the proper Victorian hierarchal view
of the world, the hysteric came to embody femininity
itself, both as a problem and an enigma. Modern his-
torical analysis of Sigmund Freud’s psychoanalytic
approach has revealed a new view of this unique psy-
chosomatic condition that hysteria was less of a clinical
puzzle to be solved than a response to political inter-
vention. Hysteria can be seen as a physical expression
of a profound sense of discomfort when women tried
to reach beyond their tolerable societal limits.

In modern times hysteria has virtually disappeared
from our theoretical literature, diagnostic manuals, and
training programs. The modern clinical symptoms of

324

Hysteria



325

the disease are apt to be “mixed” forms where the
illness is interspersed with other neurotic disturbances.
The actual physical symptoms differ very little from
those described in the 19th century. They range from
complete paralysis to tremors, tics, amnesia, loss of
speech or hearing, nausea, vomiting, and dramatic fits.

SEE ALSO: Feminism, Mental illness
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Idiopathic Environmental Intolerances
Idiopathic environmental intolerances (IEI), previously
called multiple chemical sensitivities, is also known as
environmental hypersensitivity (allergy) or environmen-
tal illness. IEI is an acquired condition in which a per-
son repeatedly notices symptoms that seem triggered
by exposure to a certain chemical substance(s) in
amounts that are usually well tolerated by most people.

CAUSES

IEI is diagnosed mostly in adult women. Whether
the condition is due to environmental exposure or a
psychological disorder is controversial. No currently
identified medical abnormalities explain why IEI
occurs. Current theories include toxins leaking through
the respiratory tract, toxins affecting the nervous sys-
tem, or toxins affecting the immune system.

The list of environmental chemicals that may cause
symptoms is very long. Many people with IEI are
affected by smells, including any type of pollution,
fumes, fragrances, or chemicals either in the house or
workplace. Other possible triggers include certain
foods, food additives, medications, electromagnetic
fields, and mercury in dental fillings. There is no clear
relationship between the symptoms reported and the
known toxic effects of the specific chemicals. The
symptoms occur at concentrations of the chemicals well
below those expected to cause toxicity.

There are no symptoms that are diagnostic of IEI.
The most common symptoms include malaise, tiredness,

sweating, nasal congestion, sore throat, hoarseness,
cough, shortness of breath, chest pain, chest tightness,
palpitations, nausea, abdominal pain, passage of a
large volume of urine, joint aches, back pain, muscle
aches, dizziness, headache, impaired thinking, poor
memory, difficulty concentrating, tremor, tingling, anxiety,
and irritability. Psychological reactions to IEI may include
stress, anxiety, and panic at the thought that environ-
mental exposure may have occurred. Patients may go to
great lengths to avoid exposure to their triggers.

Physical examination and laboratory tests are not
generally helpful. Measurements of environmental
chemical levels or imaging studies do not help make
the diagnosis. Because there are no diagnostic guide-
lines for IEI, the evaluation of a person with symptoms
of IEI should include a medical history and physical
examination and an evaluation of the environment.
Treatable conditions should be ruled out. Overuse of
diagnostic tests should be avoided.

Other diagnoses that may be considered include
somatoform or conversion disorders, chronic fatigue
syndrome (CFS), sick building syndrome (SBS), and
fibromyalgia. Other possibilities include allergens,
infectious microorganisms, irritants, and toxins.

The condition may develop slowly with a single envi-
ronmental, or occupational trigger. Eventually the patient
attributes a growing number of symptoms to an increasing
number of common chemical stimuli under ordinary
conditions. The person’s occupational function and social
life are often affected by IEI. Although IEI is not life threat-
ening, it can be distressing and functionally disabling.

Some individuals with IEI have an underlying or
concomitant psychiatric disorder that, when diagnosed,

Idiopathic Environmental Intolerances
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responds to medication. Avoiding exacerbating exposures
should be considered. Prescription of unnecessary
dietary, environmental, or occupational restrictions
should be avoided.

There is no evidence from clinical studies that any
treatment is effective. Some treatments can make the
condition worse. Avoidance regimens can be extreme.
Vitamin and mineral supplementation is not proven to
help. Some other treatment programs include intra-
venous gamma globulin (to boost the immune system),
or giving chemical and food extracts either by injection
or oral drops to “neutralize” the reaction. None of these
treatments are proven to be effective or safe.

SEE ALSO: Autoimmune disorders, Fibromyalgia
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Immigrant Health As of March 2000, it was
estimated that approximately 10.4% of the U.S. popula-
tion, or 28.4 million individuals, were immigrants. Prior
to 1965, the majority of immigrants came from
European countries, such as the United Kingdom,
Greece, Poland, Portugal, Germany, and Ireland.
However, during the past 30 years, an increasing num-
ber of immigrants have come from Latin America, Asia,
and Caribbean countries, such as El Salvador and
Colombia, Vietnam and China, and Haiti and the
Dominican Republic. Individuals may seek to enter the
United States for any number of reasons, including a
desire to reunite with family members, the acceptance
of a new employment opportunity, or a need to leave
one’s country of origin due to persecution. The major-
ity of individuals entering the United States from other
countries do so legally, through established immigration
procedures. Others enter illegally, oftentimes in search
of a safe haven from persecutors.

Findings relating to the health of immigrants have
been inconsistent, in part due to reliance on different
definitions of “immigrant.” For instance, some studies
consider the health or illness of all foreign-born indi-
viduals, while others examine the health of those who
are here legally or those who are here illegally.

The risk of morbidity and mortality varies by immi-
grant group and by disease. However, a number of
studies have found that black and Hispanic immigrants
experience lower rates of mortality than do blacks and
Hispanics who were born in the United States. In addi-
tion, immigrants’ risks of smoking, substance use, obe-
sity, hypertension, and some forms of cancer are lower
than the risks experienced by U.S.-born individuals of
equivalent demographic and socioeconomic back-
grounds. However, the risk of these illnesses appears to
increase with increasing length of residence in the
United States. In general, the risk of various infectious
diseases, such as tuberculosis and parasitic infections,
appears to be higher among various immigrant groups
as compared to individuals born in the United States.

Immigrants seeking medical attention may face
barriers as a result of language differences and the rel-
ative unavailability of competent interpreters, trans-
portation difficulties, and providers’ lack of familiarity
with the healing beliefs and practices of their immigrant
patients. In addition, the Personal Responsibility and
Work Opportunity Reconciliation Act and the Illegal
Immigration Reform and Immigrant Responsibility Act,
which were both enacted in 1996, severely restrict the
ability of even legal immigrants to rely on publicly
funded medical services, apart from emergency medical
needs and the diagnosis and treatment of specified
infectious diseases. Many states have not adopted state
legislation that would permit immigrants to rely on pub-
licly funded care when they do not have privately
funded health insurance. This is particularly problem-
atic for women of childbearing age, who may not have
the funds or the private insurance to cover the costs of
prenatal care, labor, and delivery services, or care for
their newborns. The legislation has engendered signifi-
cant controversy because many of the immigrants who
are denied publicly funded care, such as Medicaid,
actually pay in to the system through their taxes.

Women who immigrate to the United States may
experience a number of health-related difficulties that
are gender-related. Women may suffer significant
trauma during their transit to the United States; this may
include sexual assaults and forced labor, sometimes in
the form of sexual slavery. Once they arrive in the
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United States, they may confront additional problems
that are gender-related. For instance, many immigrant
women are more willing than their male partners to
accept low-paying jobs in order to support themselves
and their families. Once they become wage earners,
they may be introduced to North American conceptual-
izations of gender roles. Their male partners may, as a
result of their own unemployment, feel threatened by
what appears to be a shift in the power structure within
the family due to their inability to earn a living and their
partners’ newfound independence. For some women,
these changes in their family structure have been asso-
ciated with increases in domestic violence. Still other
immigrant women may become subject to abuse by
their U.S. citizen or legally permanent resident spouses
or boyfriends, who have promised to file immigration
papers on their behalf but have failed to do so. Specific
provisions in our immigration law now permit abused
immigrant women in such situations to file petitions on
their own behalf so that they will not have to remain
captive in abusive relationships.

SEE ALSO: Access to health care, African American, Asian and
Pacific Islander, Discrimination, Domestic violence, Latinos

Suggested Reading

Fix, M., & Passel, J. S. (1999). Trends in noncitizens’ and citizens’ use
of public benefits following welfare reform 1994–97. Washington,
DC: Urban Institute.

Loue, S. (Ed.). (1998). Handbook of immigrant health. New York:
Plenum Press.

Loue, S., & Bunce, A. (1999). The assessment of immigration status in
health research (DHHS Publication No. PHS 99–1327).
Hyattsville, MD: U.S. Department of Health and Human Services.

SANA LOUE

Immunization Adult immunization has not
received the emphasis that has been directed toward
vaccinating infants, children, and adolescents. Although
vaccination is routine in pediatric practice, it is not com-
monplace in the practice of physicians who treat adults.
Vaccines that should be considered in adult women
include tetanus, influenza, MMR (measles, mumps,
rubella), varicella-zoster, pneumococcus, meningiococ-
cus, and hepatitis A and B. Indications for the specific
vaccines and unique issues of vaccination in pregnancy
are discussed below.

Adults should receive a booster dose of tetanus
every 10 years. A primary series for unvaccinated adults
is three doses: the first two doses given at least 4 weeks
apart and the third dose, 6–12 months after the second.

Infection with the influenza virus produces more
morbidity and mortality than any other infectious agent.
Each year new strains of influenza circulate in the com-
munity, and protection requires annual vaccination.
Influenza vaccination has long been strongly recom-
mended for individuals over the age of 65 and those
with chronic medical conditions. In recent years there
has been increasing emphasis on vaccinating healthy
adults less than 65 years of age. Recent studies have
shown that vaccinating healthy working adults prevents
illness and is cost effective. The traditional influenza
vaccine is given by injection. The Food and Drug
Administration (FDA) recently approved an influenza
vaccine that can be administered by a nasal spray.

In the past few years, hepatitis B vaccination has
become universal for all children, and is recommended
for sexually active young adults. Childhood immuniza-
tion with hepatitis B is relatively recent, and teenagers
and young adults may not have been vaccinated.
Hepatitis B vaccination is also recommended for health
care workers, patients with chronic renal failure, and
individuals whose job or lifestyle put them at increased
risk for exposure to blood and body fluids. Hepatitis B
vaccination requires three injections, the second and
third given 1 and 6 months after the initial shot. Hepatitis
A vaccine is most commonly given to travelers who will
visit developing countries. Hepatitis A is by far the most
common vaccine-preventable disease in travelers. A
single dose of the vaccine provides full protection but
only lasts 2–3 years. A booster given 6–18 months after
the initial dose provides long-lasting protection. In addi-
tion to travelers, individuals with occupations known to
be high risk for hepatitis A, such as intravenous drug
users and, should receive the vaccine.

Vaccination against the bacteria Streptococcus
pneumoniae with the pneumococcal polysaccharide
vaccination is recommended for patients over 65 and
those with specific chronic medical conditions such as
renal failure, immunosuppression, liver disease, and can-
cer. Clinical trials have demonstrated that the pneumo-
coccal vaccine is effective in preventing complications
of S. pneumoniae such as sepsis, death, and meningitis
in healthy elderly individuals. The benefit of preventing
pneumonia is less clear. Patients who have had their
spleen removed have an increased risk for sepsis due
to S. pneumoniae and should receive the vaccine. The
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current recommendation is for a one-time vaccine with
a booster after 5 years for patients over the age of 65,
and every 5 years for the high-risk nonelderly.

Young adults are the most common age group that
needs MMR vaccination. Measles and rubella are pri-
mary concerns in women. Adults born before 1957 may
be considered immune to measles based on natural
infection, which was almost universal prior to the intro-
duction of the measles vaccine. A booster immunization
with the live MMR vaccine after the first year and a half
of life provides lifelong protection against measles.
Routine use of the live vaccine began in the past decade
and a half; and adults born after 1957 and before 1990
may not have received vaccination that will have long
term protection. Adults born in or after 1957 should
receive at least one dose of MMR unless they have a
medical contraindication, documentation of at least one
dose, or other acceptable evidence of immunity. A sec-
ond dose of MMR is especially recommended for adults
recently exposed to measles or in an outbreak setting,
those who were vaccinated with an unknown vaccine
between 1963 and 1967, are students in postsecondary
educational institutions, work in health care facilities, or
plan to travel internationally. One dose of MMR should
be given to a woman whose rubella vaccination history
is unreliable. Women should be counseled to avoid
becoming pregnant for 4 weeks after vaccination.
Women of childbearing age, regardless of birth year
should have determination of rubella immunity. One
lifetime dose of MMR should be adequate for protection
against mumps.

Vaccination against the varicella-zoster virus (VZV),
the causative agent of chickenpox, is recommended for
all persons who do not have a reliable clinical history
of varicella infection, or serological evidence of VZV
infection, and have specific risks. Those at increased
risk for VZV include health care workers and family
contacts of immunocompromised persons, those who
live or work in environments where transmission is
likely (e.g., teachers of young children, day-care
employees, and residents and staff members in institu-
tional settings), persons who live or work in environ-
ments where VZV transmission can occur (e.g., college
students, inmates, and staff members of correctional
institutions, and military personnel), adolescents and
adults living in households with children, women who
are not pregnant but who may become pregnant in the
future, and international travelers who are not immune
to infection. Greater than 90% of U.S.-born adults are
immune to VZV. Pregnant women or those planning to

become pregnant in the next 4 weeks should not be
vaccinated. Childhood vaccination against VZV is
becoming routine; the duration of protection and the
need for revaccination remain unknown.

The meningococcal vaccine protects against sep-
sis and meningitis due to the bacterium Neisseria menin-
gitides. Young adults, particularly college students living
in dormitories, are at increased risk for contracting
N. meningitides, and should be considered for vaccina-
tion. It is becoming routine to offer meningococcal vac-
cination to students entering college. Others at increased
risk include adults with terminal complement compo-
nent deficiencies, with anatomic or functional asplenia
(lack of a spleen). Travelers to countries in which dis-
ease is hyperendemic or epidemic (“meningitis belt” of
sub-Saharan Africa, Mecca, Saudi Arabia for Hajj) should
also be vaccinated. Vaccination requires one shot, but
the duration of protection is only 4 years, and revacci-
nation is required for continued protection.

Generally, live-virus vaccines are contraindicated
for pregnant women because of the theoretical risk of
transmission of the vaccine virus to the fetus. If a
live-virus vaccine is inadvertently given to a pregnant
woman, or if a woman becomes pregnant within
4 weeks after vaccination, she should be counseled
about the potential effects on the fetus. However, live-
virus vaccination during pregnancy is not ordinarily an
indication to terminate the pregnancy.

Whether live or inactivated vaccines are used, vac-
cination of pregnant women should be considered on
the basis of risks versus benefits, that is, the risk of the
vaccination versus the benefits of protection in a par-
ticular circumstance. Neither killed nor live-virus vac-
cines affect the safety of breast-feeding for either
mother or infant. Breast-fed infants can be vaccinated
on a regular schedule.

SEE ALSO: Hepatitis, Preventive care
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Family Medicine immunization webpage: http://www.
immunizationed.org/

KEITH B. ARMITAGE

Incest “Incest” traditionally has been defined as
sexual activity between close blood relatives who can-
not legally marry. The definition has been expanded to
include sexual contact in a kinship-type relationship
where sexual activity is usually barred, this including
non-blood family members, such as stepparents and
stepsiblings. Fathers, stepfathers, uncles, and older sib-
lings are the most frequent perpetrators. Girls are more
likely to be victimized than boys. Father–daughter
incest is the most frequently reported type of sexual
abuse and mother–son abuse is the least common type.

Statistics vary on exactly how many girls have been
abused. A 1979 study of 900 randomly chosen women
in San Francisco showed that 38% had suffered child-
hood sexual abuse. A Los Angeles Times poll in 1985,
involving all parts of the United States, found that 27%
of women reported inappropriate sexual contact in
childhood. In the same Los Angeles Times poll, 16% of
men suffered childhood sexual abuse. The United States
in 1997 reported 1 million substantiated cases of child
abuse, 22% of these were sexual in nature; the majority
of cases were incest as opposed to abuse by a stranger.
Guilt and embarrassment by all members of an incestu-
ous family make accurate reporting of cases difficult.

Sociologists often view the prohibition of incest as
a means of socialization. Biological factors also support
the incest taboo. Childbearing among close blood rela-
tives may unmask hidden recessive genes, which may
be harmful or lethal to progeny. Anthropologists state
that a person’s culture decides what forms of sexual
contact constitutes incest.

Various factors contribute to the breakdown of the
incest taboo. All socioeconomic groups are represented.
Poverty, overcrowding, rural isolation, alcohol abuse,
and mental health issues/mental retardation have long
been associated with incest. Higher sociogroups tend to
have less contact with reporting officials and may be
more likely to conceal this type of sexual abuse.

Children who have suffered abuse may show symp-
toms that can produce lifelong effects. Anxiety, an over-
concern with physical complaints, such as stomach pain
and headaches, often becomes a difficulty. Formal 

posttraumatic stress disorder may develop with night-
mares, flashbacks, and hypervigilance against perceived
attacks, numbing, and increased startle reflex. Sexual
preoccupation and aggression are common. Young chil-
dren may display knowledge of sexual activity in play.
Depression, low self-esteem, and suicidal behaviors are
common as well. School performance may drop. A 1986
study by Browne and Finklehor demonstrated that 40%
of adults with history of childhood sexual abuse had
sequelae severe enough to merit therapy.

The diagnosis of incest can be a clinical challenge.
The child may be fearful of the perpetrator, embar-
rassed, or ashamed and not disclose the needed infor-
mation. Young children do not have the verbal or
cognitive skills to relay information to health care or
social workers. Physical signs and symptoms may be
present, such as bruises, pain, genital itching, vaginal
discharges, urinary tract infections, sexually transmitted
diseases, as well as difficulty walking or sitting. Careful
sets of interviews with the child, along with a thorough
physical exam by a trained physician, are necessary for
evaluation of suspected abuse.

Treatment of incest begins by providing protection
for the child. Disclosure itself may be protective, as col-
lusion and denial become more difficult. The child may
need to be removed from her or his current environment,
despite the potential for psychological trauma in doing so.
After safety is assured, further psychiatric evaluation
should follow. Psychotherapy for the child through play,
artwork, or projective techniques can help the victim to
come to terms with the trauma. The perpetrator’s psy-
chopathology and prognosis for change must be
assessed. Family therapy may help in influencing restraint
over inappropriate behaviors and establishing better func-
tioning of the household. Legal agencies may be involved
to help enforce appropriate behaviors of the perpetrator.
On a larger scale, prevention and early detection pro-
grams may assist in lowering the numbers of sexually
abused children and giving rapid treatment to those
already affected by this common form of child abuse.

SEE ALSO: Child abuse, Depression, Posttraumatic stress disor-
der, Sexual abuse
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Incontinence see Urinary Incontinence
and Voiding Dysfunction

Infertility Infertility is defined as the inability of a
sexually active, noncontracepting couple to achieve
pregnancy in one year, the time to which about 90% of
couples succeed. Among couples of reproductive age,
about 10% are infertile. Delayed marriage and childbirth
is one of the main social factors that has resulted in
increased infertility in society. Furthermore, sexually
transmitted diseases still are the major cause of infertil-
ity in Western countries.

CAUSES OF INFERTILITY

The most common causes of infertility are: tubal dis-
ease, male disorders, lack of ovulation (anovulation), and
abnormality of uterine tissue (endometriosis). The initial
evaluation of infertility requires complete history of med-
ical and surgical problems, a genetic history, a history of
any sexually transmitted diseases, family history of early
menopause, medication used, and allergies. Specific
attention should be placed on details of potential occu-
pational exposure to toxins as well as recreational drugs,
smoking, and alcohol. All these questions apply to the
male as well. Specific gender-oriented questions include
menstrual abnormalities, history of milky discharge from
the breasts (galactorrhea), abnormal, excessive body/
facial hair (hirsutism), acne in women, and erection
abnormalities and genital trauma in men.

Tubal Disease

Tubal disease that is a cause of infertility is the
result of a sexual transmitted disease. It is generally

accepted that tubal infertility developed in 12% of
women after one episode of pelvic inflammatory dis-
ease (PID), 24% after two episodes of PID, and 48%
after three episodes of PID. The most common organ-
ism involved is the bacterium Chlamydia trachomatis.
In dealing with the reproductive health of a young
woman, it is essential that the patient is informed of
these risks and appropriately screened.

A specialized procedure to evaluate the health of
the tubes leading to the uterus, the hysterosalpin-
gogram (HSG), is used to assess the presence of tubal
disease. It is performed in the follicular phase of the
menstrual cycle. If the history suggests PID, a special-
ized blood test (sedimentation rate) should be per-
formed. If elevated, the test should be postponed. If
normal, then the patient should be given prophylactic
antibiotic, doxycycline 100 mg twice a day, starting
2 days before the procedure.

The treatment of tubal disease depends on the
severity. Mild disease can be treated surgically, More
advanced disease is treated with in vitro fertilization
(IVF). Treatment of tubal disease is associated with an
increased risk of pregnancy outside of the uterus
(ectopic pregnancy).

Anovulation and Ovulatory Dysfunction

Anovulation and other disturbances of ovulation
are another important cause of infertility. There are sev-
eral methods to evaluate ovulation. Basal body temper-
ature charts are inexpensive and sometimes useful.
Many patients find them cumbersome. There is a ten-
dency to overinterpret data from these charts. A rea-
sonable screening test would be a single blood
progesterone (a type of hormone) level timed on the
basis of a home urinary test. A serum level above
10 ng/ml is usually associated with normal ovulatory
cycle. If anovulation is detected, then blood testing
should be ordered to rule out thyroid disease, pituitary
abnormality, and premature ovarian failure.

The most common cause of anovulation is poly-
cystic ovarian syndrome (PCOS). This syndrome is
defined as irregular menstrual periods associated with
clinical or biochemical evidence of an abnormal
endocrine state (hyperandrogenism). The onset is
usually at the time of puberty. Many women with
PCOS have insulin resistance that is independent of
weight. These patients often have a family history of
diabetes and are at greater risk to develop non-insulin-
dependent diabetes at a younger age than the general
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population. Obesity is a comorbid condition that
accentuates the syndrome. Evaluation of these
patients includes measurement of serum hormones
(androgens and gonadotropins), exclusion of thyroid
disease, and elevation in the hormone prolactin
(hyperprolactinemia). These patients should have a
simple measure of insulin resistance, such as fasting
glucose and insulin.

The first treatment approach with PCOS patients is
diet and exercise to modify insulin resistance. Many
patients will achieve pregnancy spontaneously. If this is
insufficient, oral glucose-lowering drugs such as met-
formin may be used. If this is unsuccessful, clomiphene
citrate, a medication that is commonly used for ovula-
tion induction, can be used.

Endometriosis

Endometriosis is the presence of abnormal uterine
tissue (endometrial glands and stroma) at sites outside
the uterus. This disease affects many women in the
reproductive age group and is a common cause of infer-
tility. Although its etiology has not been conclusively
identified, it is generally believed to involve abnormali-
ties in the immune system. It is unclear whether this is
causal or simply a response to abnormal implants.

Endometriosis is associated with painful periods
(dysmenorrhea), painful intercourse (dyspareunia),
noncyclical pelvic pain, and infertility. Many patients
with endometriosis-associated infertility do not have
significant pain symptoms. The extent of disease is eval-
uated by a numerical system that involves the presence
of endometriosis in the pelvis, or ovaries, and the pres-
ence of fibrous growths (adhesions). It is unclear how
early stage disease can cause infertility. Advanced dis-
ease causes a significant distortion of the pelvic cavity
that clearly results in infertility.

Medical suppressive therapy, such as with luteiniz-
ing hormone-releasing hormone agonist (LHRHa), does
not improve fertility. However, surgical therapy for
early stage disease has been shown in a randomized
clinical trial to improve fertility. Advanced disease can
be initially treated with surgery to restore normal
anatomy. However, recurrent advanced endometriosis
is best treated with IVF.

Leiomyomas

Leiomyomas are a type of benign tumor. They have
a high prevalence in some ethnic groups, such as

African Americans. Leiomyomas are not common
causes of infertility. Investigation for infertility in
patients with leiomyomas should proceed as in other
patients with infertility. If there is distortion of the uter-
ine cavity, then myomectomy (removal of abnormal tis-
sue) may improve fertility. A woman should be
counseled that adhesions may form and there may be
an increased incidence of rupture of the uterus during
pregnancy.

Male Infertility

Male factor infertility remains a significant prob-
lem contributing to approximately 50% of the cases
attending infertility clinics. Male infertility involves a
complex series of events, wherein abnormalities in
one or more steps block the ability to initiate a viable
pregnancy.

Male infertility is a multifactorial syndrome encom-
passing a variety of disorders. In more than half of
infertile men, the cause of their infertility is unknown
and could be congenital or acquired. The known causes
of male infertility are quite numerous, including factors
that prevent normal function of sex organs (pretesticular
causes such as excess estrogen), disorders of the testi-
cles such as abnormal maturation of the testes, and
posttesticular causes such as abnormal sperm motility
(movement).

LABORATORY EVALUATION

Laboratory testing provides additional insight into
both the extent and mechanism of testicular dysfunc-
tion. The hormonal profile is essential in differentiating
causes of infertility. Very low sperm counts can be asso-
ciated with chromosomal abnormalities. These have
been detected in about 10–15% of males with some
types of sperm abnormalities.

In the majority of infertile men, detailed semen
analyses are required to fully characterize their repro-
ductive dysfunction. Conventionally, semen analysis
includes measurement of sperm concentration, semen
volume, percentage of motile sperm, and quality of
forward progression of these motile sperm, viability,
and morphology. Computer-assisted semen analysis
(CASA) provides more sophisticated measures of sperm
motion, such as velocity, linearity, and lateral head dis-
placement.
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THERAPY FOR INFERTILITY

The therapy for infertility has evolved immensely in
the last 10 years. Ovulation induction drugs have not
changed dramatically in the last 20 years. There are anti-
estrogens such as clomiphene citrate and gonadotropins.
The most recent change in gonadotropin therapy is that
most of these drugs are now synthetic rather than
derived from human products. Surgery does not have as
dominant a role and has been supplanted by assisted
reproductive technologies. The main indications for
surgery are leiomyomas and endometriosis.

SEE ALSO: Endometriosis, Fecundity, Reproductive technologies
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TOMMASO FALCONE

RAKESH SHARMA

Informed Consent Informed consent is the
central ethical and legal practice standard in clinical
care and human research. Informed consent, in its ideal
form, should be viewed by clinicians, researchers,

patients and their families as an opportunity to engage
in a substantive, sustained dialogue that not only pro-
vides information but also helps all involved to clarify
questions, preferences, and values, and gives rise to
authentic decision-making. This process is an expres-
sion of the ethical principles of respect for persons,
autonomy, justice, and truth-telling. Informed consent is
sometimes signified in formal documents (e.g., “consent
forms” for vaccinations, diagnostic tests, voluntary par-
ticipation in research projects, or the release of health
information), but is much more important and is not
reducible to this bare exchange of paper and ink. It is
for these reasons that informed consent serves as the
practice that embodies the ideals of the profession of
medicine and as a formal safeguard for individual rights
in both clinical and research contexts.

Informed consent takes place in numerous con-
texts—professional relationships and personal situa-
tions with certain goals. For example, in preventive
health contexts, an informed patient is most able to
make the important choices that will optimize her well-
being. This could mean choosing whether to have
screening tests or making certain lifestyle decisions. In
persons who become ill, the process of informed con-
sent serves beneficent aims, with the goal of helping
patients address their illness, obtain a diagnosis, and
make informed and reasoned choices about treatment.
For individuals who are considering participating in
research studies, informed consent is at the heart of the
relationship between the investigator and prospective
volunteer; informed consent is vital not because it pro-
tects the investigator or institution in case something
goes wrong (a popular misconception), but rather
because it helps to clarify the balance between the
scientific goals of the study (e.g., randomization and
double-blind procedures) with respectful, beneficent,
and just regard for the individual. In all of these
contexts, as screening techniques, diagnostic tests and
procedures, and treatment options become more
varied—and often, highly technical and sophisticated—
informed consent can be an intensely interactive, most
human of enterprises. This view is becoming more
widespread as empirical studies of informed consent
highlight its importance and potential.

Informed consent is composed of three key com-
ponents. The first, information sharing, requires that
the patient or prospective volunteer be fully informed
about the proposed test, treatment, procedure, or pro-
tocol. Full information includes the purpose of the treat-
ment or study, the procedures involved, and the
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foreseeable risks and potential benefits. Careful explo-
ration of information regarding all standard alternatives
is essential in this process. For example, when consid-
ering whether to enter into a randomized clinical trial
for cancer treatment, it is important to know what the
usual standard of care consists of, how the patient can
obtain access to standard treatment, and whether every
arm of the trial is generally comparable to the usual
standard of care. These specific pieces of information
almost always involve probabilities and inherent uncer-
tainty. Thus, patients and families must be encouraged
to ask questions, and the process should be viewed as
an iterative interchange, rather than a didactic session.
In this regard, methods of sharing information are
evolving, from the traditional paper-based consent form
to interactive question-and-answer sessions, to aug-
mentation with videotapes, multimedia, or web-based
decision aids. At this time, research into the most pro-
ductive methods for information sharing is progressing
in treatment and research-related contexts, promising
novel strategies and a bright future for this fundamen-
tal aspect of the informed consent process.

Decisional capacity, the second key element of
informed consent, implies that the person making the
decision possesses adequate decision-making capacity
(the clinical term encompassing the legal concept of
“competency”). Decision-making capacity itself, as
defined by experts and legal authorities, consists of four
related abilities: (a) communicating a stable preference
regarding the decision; (b) understanding the informa-
tion relevant to the decision; (c) reasoning rationally
with the shared information; and (d) appreciating the
significance of the choice and its consequences for
one’s own situation.

The third component of informed consent is the
capacity for voluntarism. Decisions about clinical care
or research participation must be free from coercion,
and authentic, representing the wishes of the indi-
vidual. One conceptual model of voluntarism proposes
four domains of possible influence on an individual’s
ability to give consent voluntarily to treatment or
research. First, developmental factors may make certain
groups and individuals more or less vulnerable to coer-
cion or to more subtle influences that decrease volun-
tarism. For example, some adolescents may be swayed
by peer pressure while still forming their own set of val-
ues and preferences. A second domain of influence on
voluntarism concerns illness-related factors. A person
with a brain tumor, metabolic disturbances, or adverse
reactions to medications (e.g., steroids) may experience

distortions in their thinking, for instance, that cause
them to feel hopeless and powerless. Yet another area
of influence on the capacity for voluntarism is the broad
category of psychological, cultural, and religious fac-
tors. For example, individuals who are not of the dom-
inant culture may perceive causes of symptoms quite
differently from more “mainstream” physicians. This
disparity may affect the informed consent process and
voluntarism in ways that we have yet to understand.
Similarly, receiving a diagnosis of breast cancer may be
such a traumatic event, for instance, that an individual
may, even temporarily, be less able to assert herself in
asking questions, gathering information, and consider-
ing all of her treatment options. Finally, external fea-
tures and pressures (e.g., very rushed consent processes
in an emergency situation or being institutionalized or
physically or emotionally dependent) may result in sub-
tle, or not-so-subtle, influences on voluntarism.

Numerous special considerations related to
informed consent pertain to women’s roles as patients or
research participants. In this vein, it is important to note
the history of exploitative practices involving women as
patients and research subjects; these instances fre-
quently involved, at least in part, the lack of informed
consent. Enslaved African American women in our
country were experimented on by surgeons during the
1800s; more recently, however, a research project in
which Hispanic women seeking birth control medica-
tions were, without their knowledge, randomized into a
trial where some women received placebo and preg-
nancy rates were tracked. With heightened attention to
these cases, new restrictions on study enrollment, osten-
sibly designed to protect women, excluded categories of
women (e.g., pregnant women and women of child-
bearing potential) from important clinical research. This
in turn impeded the acquisition of new knowledge on
which clinicians and patients could base their decision-
making. On a positive note, this situation has been
recognized and is being rectified; crucial work is now
proceeding in many areas of women’s health.

At present, women are participating in unprece-
dented numbers in clinical research and are increas-
ingly proactive as patients and health care consumers,
accessing as never before the wealth of information and
opinions available online, in the media, and from fam-
ily, friends, and health care professionals. With the
innovations in experimental treatments for HIV, cancer,
and mental illness, there is a growing sense of research
participation as an opportunity and access to research
as a societal right. As women gain stronger voices in
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clinical and research settings, it is important to keep in
mind the role of psychological and cultural factors, as
well as societal attitudes toward women. For many
women, there exist potential barriers to informed con-
sent, including socioeconomic or ethnic minority status,
illiteracy, trauma, and illness itself. Many women face
combinations of these factors.

Additionally, women generally speaking tend to
emphasize relationship-related factors in their decision-
making; this most likely applies as well to decisions
about their own health care or research participation.
Cultural factors can amplify this tendency, as inter-
relatedness and interdependence of one’s family and
cultural group are more highly valued in many ethnic
groups. Another consideration is the possibility that
some women may be more likely to view the physician
or researcher as an authority figure—and therefore hes-
itate to ask questions or otherwise “question authority.”
An awareness of these subtle influences on the informed
consent process can go a long way in making the process
one that is meaningful and consonant with the indi-
vidual’s authentic wishes.

In clinical care and research settings, informed
consent should be viewed as an essential part of any
treatment or research-related decision, rather than
merely as a legal requirement. Informed consent serves
as a tool to maximize autonomous decision-making of
every woman contemplating her own care or participa-
tion in a study. To this end, a number of positive and
proactive approaches to the informed consent process
are available. Physicians, investigators, and patients
alike need more information about why informed con-
sent is important (a number of tutorials regarding
informed consent are available online and on video-
tape). In addition, informed consent needs to be con-
ceptualized as an ongoing, iterative process, rather than
a discrete occurrence. Several sessions can be sched-
uled to discuss a decision; this also serves to decrease
any perceived pressure on the individual to reach a
decision (in nonurgent situations) prematurely. Finally,
informed consent is a process that is best conceptual-
ized as a conversation, discussion, or exchange.

Enhanced consent procedures (including multi-
media presentation tools and computer-based decision
aids) are available as well as in development. A key
point, however, is that these kinds of tools are meant to
augment rather than replace the fundamentally human
interaction that informed consent embodies. Even writ-
ing a simplified or more structured consent form can
benefit patients. Overviews of studies and take-home

information sheets are very useful, and some groups
provide videotapes summarizing important aspects.
Patients and research participants should be encour-
aged to ask questions during the informed consent
process, be made aware of resources for learning more
about informed consent or the particular treatment or
protocol, and be supported and respected in their
decision-making. Thus, some women may require more
time, information, or explanation than others; these
needs should be met nonjudgmentally. Sensitivity to
the cultural needs, as well as educational or linguistic
challenges, facing many women is also vital.

In summary, this brief overview points out the
progress that medical ethics has made in recognizing
the importance of informed consent. Thus, the emer-
gence of informed consent as a cornerstone of medical
ethics has been a major advance for women’s rights and
human rights in general. As medicine and biomedical
research advance rapidly, the future is bright for
women’s participation in this progress; informed con-
sent remains the fundamental scaffolding for their cru-
cial participation.

SEE ALSO: Capacity, Clinical trials, Conservatorship,
Discrimination, Durable power of attorney for health care,
Patients’ rights
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LAURA B. DUNN

LAURA WEISS ROBERTS

Inhalant Abuse Inhalants are chemical com-
pounds and gases that induce a mind-altering effect
when inhaled. Inhalants can be found in hundreds of
different household and industrial products. One classi-
fication system lists four general categories: (a) volatile
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solvents (e.g., paint thinners, glues, correction fluid, nail
polish); (b) aerosol propellants (e.g., hair care products,
deodorants, paints); (c) gases used in medical anes-
thetics (ether, chloroform, halothane, nitrous oxide) and
household or commercial products (e.g., butane
lighters, whipping cream dispensers, refrigerants);
(d) volatile nitrites (e.g., amyl and butyl nitrites, the latter
of which is sometimes sold as a room odorizer).
Solvents, aerosols, and gases act as central nervous system
depressants. Nitrites, in contrast, act on vascular smooth
muscles and are sometimes used to enhance sex, primar-
ily by gay men. As a result, nitrite abuse is sometimes
classified as a different phenomenon from other inhaled
substances.

Inhalants are administered via “snorting” directly
from the container, “huffing” via a saturated rag, or
“bagging” from a paper or plastic bag. The effects of
inhalants are similar to alcohol but may include eupho-
ria, delirium, and hallucinations. Acute adverse effects
include loss of coordination and central nervous system
depression. Depending on the particular substance
inhaled, as well as the frequency and extent of use,
long-term effects can include brain, liver, and kidney
damage, short-term memory loss, hearing loss, limb
spasms, and bone marrow damage. Users of solvents
and aerosol sprays are also at risk of “sudden sniffing
death syndrome,” which can occur when the heart
beats erratically.

Inhalant abusers are diverse but can be classified
into three classes of users: (a) children and adolescents
who are experimenting with inhalants; (b) adolescent
polydrug abusers; (c) adult abusers. Unlike nearly all
other classes of drugs, inhalant abuse is most common
among younger adolescents and tends to decline with
age. Early use may be related to the fact that many
inhalants are inexpensive and readily available. The
decline in use with age often reflects the fact that other
drugs become available to older adolescents, who are
also more able to afford them. Among older adoles-
cents, inhalants may be abused in addition to other sub-
stances. Although inhalant abuse is generally seen as an
adolescent phenomenon, sometimes it extends into
adulthood. Adult abuse is an extremely underresearched
phenomenon.

Since the 1970s, there has been a gradual increase
of inhalant abuse among high school students in the
United States. In 1975, lifetime prevalence among high
school seniors was 10% and increased through 1994 to
about 18%. Since then, there have been decreases with
the 2002 hovering around 15%.

Inhalant abuse is differentially distributed across
ethnic groups in the United States. African American
youth have lower prevalence rates, compared to
whites. In contrast, among some American Indian
youth, inhalant abuse seems to be disproportionately
high. In the 1980s, lifetime prevalence rates among high
school students in some American Indian communities
reached 32%. Recent research suggests that over the last
decade there was a strong pattern of decrease in
inhalant abuse in this population. Similarly, for a period
of time there was a perception that Mexican American
youth had much higher rates of inhalant abuse than
non-Latino white youth. However, it was established
that rates in this group are similar to those in the gen-
eral population.

Earlier epidemiological data indicated that in the
general population and among Mexican Americans,
inhalant abuse was more common among males than
females. Among Native Americans, this gender gap was
much less significant. Recent studies report continued
increase of inhalant abuse among females compared to
males, a trend that has been observed in the use of
other drugs.

Inhalant abuse is an understudied form of drug
abuse. It presents a significant and particularly difficult
challenge to drug abuse treatment providers since
abusers comprise a very complex and dysfunctional
group with high rates of delinquency and a wide range
of psychological and social problems. Inhalant abusers
are often found among individuals who have the fewest
social resources and are the most marginal in a society.

Due to a persisting stereotype that most inhalant
abuse occurs among males, there is little understanding
of gender-specific health effects of inhalant abuse. It
can be expected that inhalants, just like most other
abused substances, have more adverse effects on
women’s health, compared to men, which presents
additional challenge to the treatment services that are
often oriented toward male substance abusers.

SEE ALSO: Chemical dependency, Substance use
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RAMINTA DANIULAITYTE

Inheritance Although an inheritance need not
come from a spouse’s estate, many of the following
issues are those faced by widowed women. Due to
their greater longevity, women over age 65 are almost
three times more likely to be widowed than men. If a
woman has not been involved in financial planning
with her spouse and is not aware of the marital assets
or marital liabilities, in addition to dealing with her loss,
she may face new financial realities very quickly. If her
husband left her well provided for, there are still special
considerations and concerns to face when coping with
her new wealth, which are discussed below. However,
if the wife was not left well provided for, she may be
faced with creditors and the need to make a change in
lifestyle, including entering or returning to the work-
force if she is not employed outside the home.

Inheritance laws, which can be quite complex, are
governed by state law. Most states are “noncommunity
property” states. In community property states, each
spouse has a claim for ownership of one half of the
property acquired during the marriage. In noncommu-
nity property states, the surviving spouse does not auto-
matically have a claim on the marital assets. In most
states, a surviving spouse who feels that the decedent’s
estate plan treated her unfairly has the right to elect to
take under the laws of intestacy succession rather than
under the will. This means that the surviving spouse will
receive the share of the estate that she would have
received if the decedent had died without leaving a will.

Individuals living in nontraditional relationships
should also be aware that in all but a very few locali-
ties, estate planning is particularly important to protect
their interests because otherwise they have no legal
rights upon the death of the significant other. Unless
assets are titled in joint names or the decedent has exe-
cuted estate planning documents (e.g., a will and/or

trust) naming his or her partner, the survivor will have no
legal claim upon the decedent’s assets. Many involved in
deeply committed relationships suddenly find themselves
literally forced to leave a shared home and treasured
belongings when a death occurs.

As noted above, even being well provided for by
an inheritance can be accompanied by various issues
and challenges. Many people think that money will
solve their problems, but that belief may not be realis-
tic. For the woman who has not been involved in the
family’s money management, being faced with the new
responsibility of financial management can be stressful
and can place the woman at risk of exploitation. She
may not have a relationship with reliable professionals
who can help her soundly manage money or plan for
her future. She is likely to be faced with advice from
many different sources and recommendations or
requests from individuals who are looking to benefit
from her lack of experience. It may also be difficult to
decide between purchasing some extras that she has
always wanted, planning for her future, and providing
financial assistance to children or other family mem-
bers. It may be necessary to talk to several individuals
to find the right fit for guidance for the future.

The death of a loved one is a stressful period. The
receipt of inherited funds may occur at a time when the
heir is also grieving her loss and is in a state of emo-
tional turmoil. For example, there may be guilt that
money has been received at the expense of a loved
one. At this vulnerable time, making important financial
decisions can be a struggle. Sorrow may be crippling
and may impede one’s judgment.

Sometimes, inheritance is unexpected. Many par-
ents do not share their financial status with their chil-
dren. Many others have not prepared an estate plan.
Even with a well-written will, questions will need to be
answered. Should the assets of the estate be disbursed
right away? Should the family house be sold? What hap-
pens when one sibling wants to sell while the other
wants to wait for various reasons? Should you give gifts
or lend funds to friends or relatives? Should you buy a
new house? A car? Should you take the vacation you
have always dreamed of?

An inheritance may be the single largest sum of
money that one receives in her lifetime. It may be sig-
nificant enough to cause a reevaluation of one’s goals
in life and one’s standard of living. Questions concern-
ing career, retirement, providing for children’s educa-
tion and welfare, and considering charitable donations
are all factors to be considered.
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Financial advisers all agree on one basic rule when
an inheritance is received. Do nothing for a while. Do
not make any decisions immediately. It is important to
deal with the emotional issues of inheritance before
tackling the financial ones. A good rule of thumb is
to wait 6 months to a year before making lifestyle
changes. During this interim period, do not allow your-
self to spend frivolously. If the inheritance is in cash, it
might be held in short-term certificates of deposit,
money market accounts, or other low-risk investments
while a financial investment strategy is being deve-
loped and relationships with professional advisers are
developed.

These advisers may include a lawyer, an accoun-
tant, a financial planner, and/or a money manager. The
criteria used to select advisers should include honesty,
integrity, experience, professional competence, and the
appropriate credentials. References should be requested
and the potential advisers should be interviewed.
Quality of service should be more important than cost.
An attorney can assist with probating the will and/or
making distributions from a trust. Once the matters that
need to be attended to immediately are resolved, you
should consider your own estate planning needs. Even
if you have estate planning documents in place, your
estate plan should be reviewed if there has been a sig-
nificant change in your family or in your financial status.

An inheritance will serve you best when used to
build on your existing strengths. An individual plan
must be developed. By taking a look at your entire
financial situation and consulting with an estate lawyer
and financial planner, you can utilize the money to your
best advantage. Ask yourself these basic questions:

● Does your income exceed expenses?
● Are you saving at least 10% of your salary?
● Do you have money set aside for emergencies?
● Do you have adequate insurance?

Once these questions have been answered, you can
think about investing your inheritance. Protect yourself.
Preserve and conserve for your own future. Develop a
plan for your retirement. If your employer offers a retire-
ment plan, and even better, matches your contributions,
your inheritance may enable you to establish an account
or increase the contributions from your salary. If an
employer-sponsored account is not available, or in addi-
tion to such an account, you might want to open an
individual retirement account (IRA). For funds that are to
remain readily accessible, compare the return on money
market accounts to savings accounts and short-term

certificates of deposit. Compound investments in mutual
funds and stocks by reinvesting the dividends. If you
divide your investments into a variety of categories and
diversify interests, the risks will be varied and thereby
increase your opportunity for profit.

Trust documents are an option in planning for your
own financial future. A trust can protect assets from
some creditors, provide for administration of your
assets if you become incapacitated, and avoid probate
administration upon your death. The trustee of a trust
will fulfill two jobs—administration of the trust and
money management. Again an attorney will be able to
advise you best when it comes to this area. Making pro-
visions for family members with special needs is a cru-
cial issue, one best handled by a knowledgeable
professional.

Improved financial planning will help you achieve
lifetime goals. You should exercise caution and think of
your long-term needs. Money can provide security,
comfort, and convenience; like many things in life, the
best plan will balance satisfying immediate needs and
desires with preserving assets for the future.

SEE ALSO: Probate
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DEBORAH S. ROSSMAN

Injection Drug Use The hypodermic syringe was
invented in 1853 by a Scottish physician named
Alexander Wood. For the first time, drugs could be
injected under the skin, intramuscularly, or directly into
the bloodstream to alleviate health problems. By the
1870s, the hypodermic syringe was widely used by
American physicians to administer drugs, such as
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morphine, heroin, cocaine, and even strychnine. By 1885,
however, the dangers of addiction as well as potential
infection at the site of injection were recognized by med-
ical professionals.

A wide range of psychoactive substances can be
injected illegally for their euphoric effects. The most
common intravenously injected illegal drugs include
heroin, various pharmaceutical opioids (analgesics),
cocaine, and methamphetamine. LSD, MDMA (ecstasy),
and methylphenidate (Ritalin and others), among other
drugs, are sometimes injected intravenously, although
the number of people who administer these drugs in
this way is comparatively small. Even crack cocaine can
be injected when dissolved with an acid (e.g., vinegar
or lemon juice), although the practice is not very com-
mon. While most illegal drugs are injected intra-
venously, some (e.g., ketamine and sometimes heroin
and morphine) are injected just below the skin, a prac-
tice called “skin-popping.”

Injection drug users are at risk for a wide range of
health problems. The most common include infection at
the site of injection, endocarditis, hepatitis B and C
infection, human immunodeficiency virus (HIV) infec-
tion, overdose, and dependence. The emergence of
HIV in the early 1980s has severely impacted injection
drug users, particularly women. By June 1994, 64% of
the AIDS cases among women were attributable to
injection drug use. Of these, 48% were related to injec-
tion practices, and 20% were associated with sexual
contact with a man who had injected drugs.

Injection drug users are at risk of infection with
HIV and other bloodborne pathogens through a variety
of mechanisms. The most well-known direct route of
exposure to pathogens is through sharing contaminated
syringes. Unless cleaned adequately with household
bleach or another effective viricide, syringes used
sequentially by more than one individual may contain
small amounts of blood that enable the transmission of
pathogens. Sharing syringes was initially perceived as a
form of “ritual bonding” by public health professionals.
However, ethnographic research demonstrated that
syringe sharing is more directly related to difficulties in
gaining access to sterile syringes. Sharing “cookers”
(small containers used to mix drugs and water), “cot-
tens” (material used to strain the solution while draw-
ing it into a syringe), and rinse water is also recognized
as potential routes of exposure to bloodborne
pathogens. For example, water is used to rinse syringes
to prevent clogging, thereby enabling syringes to be
used multiple times. In a group setting, a number of

individuals may share a common source of rinse water
and potentially be exposed to pathogens through this
process. Finally, various methods of mixing and distrib-
uting drug solutions, such as “backloading,” have been
recognized as forms of “indirect” sharing that put peo-
ple at risk of exposure to bloodborne pathogens. In the
case of “backloading,” the drug solution is drawn up
into one syringe and distributed to other injectors by
flushing a measured amount of the solution into the
back of other syringes. Injectors who receive the drug
mixture could be exposed to pathogens in the syringe
used to divide the solution.

New injection drug users are at increased risk of
infection with bloodborne pathogens because they lack
control of the injection process. Until people learn how
to inject themselves, new injectors must yield control of
the injection process to more knowledgeable injectors.
Often, new injectors lack their own equipment and
must use syringes provided by others, some of which
may have been used previously. In some cases, new
injectors may turn to “injection doctors” who specialize
in performing injections for a fee in money or drugs.

For a variety of reasons, women who inject drugs
may be at higher risk for infection with bloodborne
pathogens. In some injection settings, women are at
increased risk of exposure to pathogens because they
often assume subordinate roles relative to men. Hence,
women are often likely to inject after men, sometimes re-
using the same syringe or other injection paraphernalia.

The complex relationship between injection drug
use and sexual behavior sometimes places women at
increased risk of infection with bloodborne pathogens
and sexually transmitted diseases (STDs). At the most
general level, women, as well as men, who inject drugs
are often more likely to engage in riskier sexual behav-
ior because the drugs injected alter consciousness and
influence decision-making. As such, depending on the
particular drug(s) injected, some users may be more
likely to have sex with a higher number of people, with
people less well known to them, and without using bar-
rier protection. In the case of women who inject heroin,
in particular, prostitution often becomes one of the few
available means to make the money needed to pur-
chase daily supplies of the drug. Women injectors who
engage in sex work have increased chances of being
exposed to HIV, hepatitis, and other STDs through
high-risk sexual behavior (high number of anonymous
partners; unprotected sex). In the case of other drugs,
cocaine and methamphetamine injections are known to
increase libido in many individuals and are often
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associated with high-risk sexual practices. Delayed ejac-
ulation associated with methamphetamine and cocaine
use, for example, often leads to prolonged periods of
vaginal or anal sex. This may place women as well as
homosexual men at greater risk of infection with blood-
borne pathogens due to the abrasion of tissues, if con-
doms are not used properly.

A variety of drug abuse treatment services are
available for injection drug users. For opioid-dependent
injectors, methadone detoxification or maintenance is
one of the most common methods of treatment.
Established therapeutic drugs for cocaine- and metham-
phetamine-dependent injectors are not available at this
time. Women who inject drugs often have more diffi-
culty accessing drug abuse treatment services compared
to men. For example, women with children are often
unable to participate in treatment services because they
lack alternative child care resources. In summary, injec-
tion drug use affects women’s health in multiple ways,
depending in part on the drug(s) used.

SEE ALSO: Acquired immunodeficiency syndrome, Harm reduc-
tion, Heroin, Sexually transmitted diseases, Substance use
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ROBERT G. CARLSON

Insomnia Sleep disturbances can have multiple
causes. These can be organized into two broad areas,
as primary sleep disturbances and secondary sleep
disturbances. Primary sleep disturbances usually imply
primary neurological sleep disorders, such as disordered
breathing/breathlessness during sleep (sleep apnea),
restless leg syndrome, and conditions of abnormal
daytime sleepiness/“sleep attacks” (cataplexy and nar-
colepsy). Patients with sleep apnea may have significant

daytime sleepiness as well as sleep disturbance. Sleep
apnea may be both central (due to brain/central
nervous system causes), obstructive (due to lung/airway
causes), or mixed (both central nervous system and
airway) disorders. The obstructive form of sleep apnea,
which represents an anatomical obstructive process to
the airways, has relatively good outcome compared to
a central form of apnea. Treatment outcomes in these
sleep disorders are directed to improving quality of
sleep at proscribed times and optimizing the benefits of
quality sleep. Treatment should primarily be driven by
diagnosis rather than symptom-driven, which is often
the mistake that results in compromised patient care.
Patients presenting with primary neurological disorders
causing insomnia need to have these entities identified
with an appropriate workup which may involve a sleep
lab evaluation. Treatment would be driven by the
resulting diagnosis and treatments specific to the under-
lying disorder.

The broader and more common presentations of
insomnia are due to other medical or psychiatric causes
(secondary presentations). Medical causes of insomnia
would be due to neurological disorders as well but not
primary sleep disorders as described previously.
Delirium (a medical disorder of disturbed consciousness/
alertness) may result from primary neurological disor-
ders or other medical problems (such as brain infection)
that can impair brain function. Primary neurological
diseases that can cause delirium include tumors, brain
injury from many causes including stroke or bleeding
(hemorrhage), and seizure disorders. Appropriate
identification and treatment of these disorders with
timely intervention are critical. Headache may present
as a symptom and may occasionally indicate a serious
process that needs to be identified and treated. Medical
processes that impinge on the brain can cause delirious
states or milder brain compromise. For example, a per-
son with brain disease and compromised function from
a dementia may have a urinary tract infection, which
results in significant agitation and sleep disturbance.
A person with a relatively intact brain but significant
medical compromise such as significant untreated heart
failure might find themselves unable to sleep. In each
example, insomnia should not be treated with a seda-
tive but rather by managing the acute medical problem.

Assuming that an individual’s medical and neuro-
logical issues are not the cause of the sleep disturbance,
then psychiatric illness could be the one contributing.
Psychiatric disorders have many potential issues that
need to be addressed. The mood disorders including

340

Insomnia



depression and mania can have sleep disturbance as
one of their principal symptoms. When this is not
recognized, inappropriate interventions can lead to
exacerbation of the illness, which often leads to further
sleep disturbance. Even when the mood disorder is
recognized, if the disorder is not well understood and
managed, interventions can exacerbate the disorder and
the sleep disturbance. Sleep disturbances occur in
schizophrenia and anxiety disorders as well. When
these disorders are not appropriately managed, the
condition of the affected person can be significantly
compromised. Sometimes, an individual with psychiatric
illness and insomnia is in denial about the underlying
illness and he or she may be unwilling to cooperate
with appropriate treatment. In some cases, there are
complaints of anxiety that are based on untreated
psychotic illness. Interventions with sedative/anxiolytics
can lead to complicating or compounding the
illness of that person without fundamentally improving
the condition. In a person with a dementing illness,
insomnia as a sleep disturbance occurs. If the cause of
the disturbance is not properly identified, then the
course of that person’s presentation may be significantly
worsened.

Finally, there are persons who are relatively
healthy but because of an acute stressor can experience
a short-term symptom of insomnia. Such cases, in the
absence of other issues, may be treated by sedative
hypnotics provided they are limited to short-term use.

Further, stresses and maladaptive sleeping regimens
often develop in a significant portion of the population.
Sleep hygiene is an important ingredient in treatment.
When insomnia occurs as in any other human symptom,
there needs to be an understanding of the underly-
ing causes that will determine the most efficacious
intervention.

SEE ALSO: Mood disorders, Sleep disorders, Sleep hygiene
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PHILIP L. DINES

Intersexuality Intersex is a blanket term used to
describe individuals who possess bodies that the med-
ical establishment cannot classify definitively as male or
female. The occurrence is relatively frequent and is esti-
mated at 1 in every 2,000 births.

The variations can be grouped into three major
categories. The first encompasses people with chromo-
somal configurations other than XX (female) or XY
(male), such as XXY, XXX, or a single X. Within this
group are genetic mosaics—individuals with patches of
XX and XY tissue (or other possible configurations) in
their bodies. Also known as true hermaphrodites in the
more archaic medical terminology, these individuals
are born with both ovarian and testicular tissue. The
second grouping is characterized by genetic variations
in enzymatic pathways that affect the development of
primary and/or secondary sexual characteristics
independent of XX or XY chromosomal constitution.
The final grouping is characterized by physiological
variations that may or may not have genetic underpin-
nings, such as hypospadias (incomplete virilization of
the penis), vaginal agenesis (absent vagina), crypt-
orchidism (undescended testicles), microphallus (less
than 2.5 cm), and megaclitoris (greater than 0.9 cm),
among others.

In prior generations, those born intersexed negoti-
ated their way in society as best they could. However,
advances in endocrinology and surgical techniques over
the past 40 years have led to the alteration of intersexed
bodies to conform to idealized male or female
morphologies as a matter of standard medical proce-
dure. This policy has been implemented in hospitals
throughout industrialized countries beneath a cloak of
secrecy and shame, where parents have often been
coerced to make life-changing decisions about a new-
born under extreme duress, and where there has been
little consideration of how the child’s gender will
develop or of future sexual functioning. Instead, the
elimination of so-called ambiguities in the appearance
of external genitalia has been the primary concern.

The policy has been applied absent public scrutiny
until only recently, largely due to the belief that gender
is the logical outcome of sex assignment and is therefore
shaped by social learning. Nevertheless, the celebrated
case of identical twin boys, one that was reassigned a
girl at 7 months of age following a circumcision accident,
calls this mind-set into question. Doctors performed
reconstructive surgery to make the victim’s genitals
appear female and administered female hormones at
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puberty to facilitate a typical female developmental
trajectory.

If biology provides the canvas on which individual
lives are painted, then one would expect identical twins
to develop along similar gender pathways because they
are genetic duplicates. However, if gender is shaped
largely by social learning, then one would expect that
the twin reassigned a girl at 7 months should adapt
accordingly and with little difficulty, particularly with
the help of castration to remove the masculinizing
influence of androgens and the administration of female
hormones at puberty. However, the reassigned twin
mounted unfaltering resistance against attempts to guide
her down a female developmental pathway. Estrogens
prescribed at age 12 were frequently thrown away;
surgery to extend the victim’s rudimentary vagina and
facilitate heterosexual intercourse was rejected. At age 14,
the twin finally convinced physicians to halt their course
of treatment and to assist her to live as a male. Additional
surgeries were then performed, including mastectomy
and phalloplasty (creation of a male sexual organ), along
with initiation of a regimen of male hormones. The twin
now lives as an adult man and is stepfather to three
children.

Formation of the Intersex Society of North America
(ISNA) in 1993 marked the beginning of a movement to
educate the public with the goal of removing the
secrecy, shame, and unwanted genital surgery associ-
ated with intersex status. Intersexed individuals came
forward with testimonies of physical agony associated
with repeated unsatisfactory surgeries, and emotional
pain associated with genital mutilation as well as the
isolation, secrecy, and shame with which they were
forced to live. Out of this has emerged the five tenets of
ISNA: (a) intersexuality is a basic problem of stigma and
trauma, not of gender; (b) parents’ distress must not be
treated by surgery on the child; (c) professional mental
health care is essential; (d) honest, complete disclosure
is good medicine; and (e) all children should be
assigned as boy or girl, without early surgery.

The intersex movement advocates providing the
parents of intersexed newborns, as well as the inter-
sexed children themselves, with honest and accurate
information, including psychological counseling to
address parental distress and referrals to other people
dealing with the same issues. ISNA argues against using
parental consent as a proxy for that of the intersexed
child and believes that intersexed individuals should
not be subject to surgeries designed to normalize their
genitals without their explicit consent. They advocate

the assignment of sex at birth based upon the best
information available but without surgery or other med-
ical intervention unless it is to address a life-threatening
condition.

The case of the twins, along with countless other
testimonies from intersexed individuals, suggests that
initial sex assignment is not always congruent with the
intersexed child’s subsequent gender development. For
this reason and for reasons of social justice, ISNA advo-
cates that only when the intersexed child is old enough
to make an informed decision regarding the potential
risks and benefits of genital reconstructive surgery
should the option for surgical intervention be presented
and considered.

SEE ALSO: Gender, Gender role, Hermaphroditism, Homo-
sexuality, Lesbian, Queer, Transgenderism, Transsexuality
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ANGELA PATTATUCCI ARAGON

Intrauterine Device The intrauterine device
(IUD) is a T-shaped plastic device that is placed into the
uterine cavity. It provides a woman with a continuous
method of contraception. The two types of IUD
currently available in the United States are the
copper-releasing device (ParaGard) and the hormone-
releasing device (Mirena). The IUD prevents pregnancy
by several different proposed mechanisms. The copper
in the ParaGard IUD is a spermicide. The progesterone
in the Mirena IUD causes thickening of the cervical
mucus that sets up a barrier to sperm trying to enter the
uterine cavity. All IUDs set up a sterile inflammatory
reaction of the uterine lining, which also is lethal to
sperm.

Throughout the world, the IUD is a very popular
choice of birth control. It is not a commonly used
contraceptive in the United States because of the fear
that the IUD can cause serious pelvic infection. This
fear stems from the history of problems associated with
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a particular type of IUD (Dalkon Shield™) which was
used in the 1970s. The Dalkon Shield™ has been off the
market since 1974 and had inherent design flaws which
may have been the cause of the increased incidence of
pelvic infection linked with its use. The IUDs that are
available today are safe and effective. Although pelvic
infection remains as a slight possibility with IUD use,
the danger is more dependent on the user’s risk factors
than on the IUD itself.

The IUD is 99% effective in the prevention of
pregnancy. It is as effective as a tubal ligation and
creates less of a risk of ectopic pregnancy. Although the
initial expense of this contraceptive is higher than other
methods, the IUD becomes very cost effective with
long-term use. The initial expense includes the cost of
the device itself, any necessary laboratory testing, and
the office visits for the screening for and insertion of the
IUD. Since this device can be left in place for a consid-
erable length of time, the ongoing cost is very low. The
recommended length of use is 5 years for Mirena™ and
10 years for ParaGard™.

The IUD is a very “user-friendly” approach to birth
control since it does not require the woman to have to
remember to use her contraceptive method. It provides
immediate contraceptive protection with insertion and
its effect is completely reversible with the removal of the
device. Even so, the IUD may not be the perfect choice
for everyone. Some women may experience heavy
bleeding and cramping with menstruation. This is much
less common with the Mirena IUD. Mirena often causes
a couple of months of irregular bleeding after insertion,
followed by years of very light periods, or no periods at
all. Increased bleeding and cramping with a ParaGard
IUD can usually be managed with mild pain medica-
tions. Although the risk is small, the IUD use does have
the potential for pelvic infection. This is mostly true of
women who are not involved in a mutually monoga-
mous relationship, as they are at most risk for sexually
transmitted infections. Safe sex practices can decrease
the incidence of infection within this group. Because
pelvic infection can affect future fertility, the use of the
IUD is generally not recommended for women who
have not yet had children. This recommendation, how-
ever, is beginning to change with more information
about how safe the IUD is. The ideal candidate for IUD
use is a woman in a long-term mutually exclusive
relationship, who has borne children, and desires a
reversible method of birth control.

The IUD can also be used as a means of emergency
contraception. If, after unprotected intercourse, an IUD

is placed within 5 days, it can be a very effective
abortifacient.

The IUD must be prescribed and inserted by a
qualified health care provider. This birth control method
can provide a woman with an extended, effective means
of contraception. Women interested in using the IUD
should have an honest and open dialogue with their
health care provider about the risks and benefits of this
method to determine if the IUD is the best contraceptive
choice for them.

SEE ALSO: Birth control, Pelvic inflammatory disease
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RUTH MONCHEK

Iron Supplementation Iron is a trace mineral
that is vital for life but needed only in small amounts.
Iron plays an important role in oxygen transport and
energy production, and because of this, iron is a vital
element in the daily diet. The average adult body con-
tains about 4 g of iron, 3 g in active form and about 1 g
in storage or transport form. About 70% of the active
form of the iron is found in hemoglobin, myoglobin,
and enzymes. The function of hemoglobin is to carry
oxygen from the lungs to the other tissues and to take
carbon dioxide back from the tissues to the lungs. The
cytochrome enzymes help cells produce energy.

Iron in the oxidized or ferrous form is absorbed
well compared to iron in the ferric form. Vitamin C
(ascorbic acid) enhances iron absorption by converting
ferric oxide to ferrous oxide, making it water soluble.
Iron absorption increases with need, such as
during periods of rapid growth in infancy, childhood,
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adolescence, and during pregnancy. When the body
has enough iron, 10% of dietary iron is absorbed. This
may increase to 12% or 13% when the body is iron defi-
cient. Iron found in animal tissues is better absorbed
than iron from vegetable sources. Tea and dietary fiber
supplements slow iron absorption by forming insoluble
iron compounds.

Iron deficiency results in anemia. Anemia is a
condition in which the total hemoglobin content in the
bloodstream is below normal. In anemia, the number
of red blood cells may be low, or cell numbers may be
normal if each red cell contains less hemoglobin than
usual. Because of the reduced hemoglobin content,
the blood carries less oxygen, which causes fatigue.
A diet low in iron can cause iron-deficiency anemia,
especially in infants, children, teenagers, and vegetar-
ians. Iron deficiency can also be caused by chronic
blood loss. Among women, heavy menstrual peri-
ods, closely spaced pregnancies, and breast-feeding
can deplete the body’s iron stores. Some people may
become iron deficient because they cannot absorb
enough of the iron in their diet. This occurs in Crohn’s
disease (an intestinal disease), or after surgical
removal of part of the stomach. Certain drugs, foods,
and caffeinated drinks interfere with iron absorption.
Other dietary factors such as a lack of protein, calo-
ries, B vitamins, or vitamin C can lead to iron-
deficiency anemia. At four times in the life cycle, iron
intake is often inadequate: (a) infancy, (b) periods of
rapid growth in childhood and adolescence, (c) repro-
ductive age and during menstrual periods, and
(d) pregnancy.

The symptoms of iron deficiency include fatigue,
weakness, and pale appearance. Hemoglobin is red,
and when iron deficiency causes the hemoglobin level
to fall, the skin, nail, and mucous membranes become
pale. Heart symptoms like rapid heartbeat, heart mur-
murs, and enlargement of the heart will appear if the
anemia is severe. Another symptom that can occur with
anemia is pica, in which the person craves and eats
substances like paper, starch, dirt, or ice. Anemia can
also cause upward curvature of nails, brittle nails, or
ridges in the nails.

Anemia is diagnosed by measuring the amount of
hemoglobin in the blood. However, having anemia
does not mean that low iron is the culprit. Further tests
are needed to diagnose iron deficiency. These include
measuring the total serum iron, total iron-binding
capacity, and the ferritin level. In iron-deficiency
anemia, the hemoglobin, serum iron, and serum ferritin

are below normal level, while the total iron-binding
capacity is above normal.

Symptoms of iron-deficiency anemia are reversible
by replenishing the body’s iron stores. Prevention is the
best treatment. Preventive measures for infants include
iron supplements and introduction of fortified and
enriched foods at the appropriate age. Pregnant women
usually take iron supplement pills that contain ferrous
sulfate until delivery. The supplements should be taken
after meals. When iron deficiency is caused by poor
absorption in the intestine, iron may be replaced
through injections. The diet should be planned to
increase iron intake and the intake of factors such as
vitamins and animal protein that help in iron absorp-
tion. Avoid dietary factors that decrease iron absorption,
like tea, phytates, and phosphates.

Even if symptoms of iron deficiency are present, do
not take iron supplements without talking with your
health care professional. If the iron loss is due to intesti-
nal bleeding, taking iron pills may delay the diagnosis of
a serious problem such as bleeding ulcer, or colon can-
cer. If the anemia is not due to iron deficiency, taking
iron pills will not help the anemia, but may cause iron
toxicity. Unnecessary iron supplements can also cause
iron overload (hemochromatosis), in which iron is
deposited in the liver and heart, causing liver and heart
problems. It is difficult to overload with iron from food
alone, because the intestines are usually effective in pre-
venting excessive iron absorption. However, excessive
amounts of iron can prevent the body from regulating
iron absorption properly. Iron supplements are a lead-
ing cause of fatal poisoning in children. Always store
iron supplements in child-safe containers out of reach of
children. Iron supplements should only be used when
tests show a deficiency of iron and a health care
professional recommends what dose to take, and for
how long.

SEE ALSO: Diet, Nutrition
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Irritable Bowel Syndrome Irritable bowel
syndrome (IBS) is a common condition characterized
by abdominal pain or discomfort, bloating, and changes
in bowel habits. An international consensus of IBS
specialists has defined IBS as “a combination of chronic
or recurrent gastrointestinal symptoms which are not
explained by structural or biochemical abnormalities.”
Although causes of IBS are poorly understood, it is
thought to result from a complex interplay of changes
in intestinal motility, decreased tolerance for stretching
of the intestine, psychological, and social factors.

An estimated 10–15% of the population in the
United States is thought to have IBS. IBS has an
enormous economic impact on society both in terms of
work productivity and use of health care resources. IBS
is responsible for a high rate of work absenteeism, with
more than three times as many days missed annually by
workers with IBS compared to workers without IBS. IBS
patients have 2–3 times as many health care visits
annually than non-IBS patients. IBS accounts for
approximately 36% of patients seen by gastroenterolo-
gists and 12% of those seen by primary care providers.
However, less than half of all IBS sufferers seek medical
attention. The likelihood of seeking medical care is
influenced less by the severity of symptoms and more
by factors such as stress, psychiatric disorders (espec-
ially major depression and anxiety disorders), personal-
ity, and a history of abuse.

In the general population, up to two times as many
women than men have IBS. However, among those
seeking medical attention for their symptoms, there is a
strong female predominance of up to 4 :1. Similarly,
although population studies reveal that IBS occurs
equally across all adult age groups, young people in
their 20s and early 30s are more likely to seek medical
attention. Women are more likely to report constipation,
bloating, nausea, and psychological symptoms.

DIAGNOSIS

Given the absence of any biochemical or structural
abnormality in IBS, the diagnosis is made based on the
symptoms listed as criteria for IBS. Laboratory testing is
obtained to rule out other medical conditions, but tests
should be chosen judiciously in order to avoid an
unnecessarily expensive evaluation. The symptom-
based criteria for IBS include 12 weeks or more (not
required to be consecutive) of abdominal pain or

discomfort within the previous 12 months, accompanied
by two of the following three symptom patterns:
(a) pain relieved by defecation; and/or (b) onset of pain
associated with a change in stool frequency; and/or
(c) onset of pain associated with change in stool form
(e.g., hard, loose, watery). Other symptoms that are
commonly reported include the sensation of urgent
need to move one’s bowels, sensation of incomplete
emptying of the bowels, mucus passage, and abdominal
bloating. Symptoms which are brought on or worsened
by stress or meals are also frequently reported.

In general, a careful history, physical examination,
and focused laboratory studies, including complete blood
count, chemistry panel, albumin, thyroid function studies,
and erythrocyte sedimentation rate should be performed.
Patients with diarrhea should also have stool examined
for ova and parasites. Other conditions that cause symp-
toms similar to IBS include colorectal cancer, inflamma-
tory bowel disease, lactose intolerance, thyroid disorders,
celiac disease, bacterial overgrowth, parasitic infection,
and endometriosis. However, subjecting all patients with
IBS-like symptoms to exhaustive testing in order to
exclude these diseases is not recommended. In patients
who meet IBS symptom criteria and who lack “alarm”
signs or symptoms, the likelihood of discovering one of
these diseases through an extensive evaluation (including
endoscopy and radiology tests) is less than 1%. “Alarm”
symptoms that do warrant extensive evaluation are
weight loss, blood in stools, fever, abnormal physical
examination, anemia, chronic severe diarrhea, nighttime
diarrhea, a family history of colon cancer, symptoms of
IBS developing for the first time in an elderly person, or
symptoms that progressively worsen. Regardless of symp-
toms, all patients 50 years or more should be screened for
colon cancer. Recent studies suggest that celiac sprue may
be more common in those presenting with IBS-like symp-
toms. Therefore, in patients with diarrhea, laboratory tests
for celiac sprue should be considered.

TREATMENT

Education about IBS and establishing a good
relationship with a physician form the cornerstone of
therapy. Instead of continued efforts to find a cause or
“cure” for this chronic disorder, the goal should be
the reduction of symptoms and development of coping
skills. A diet history should be obtained to find out
whether any foods or beverages (e.g., legumes, cab-
bage, broccoli, caffeine, lactose, sorbitol gum, and fatty
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foods) bring on or worsen symptoms. If a troublesome
food is identified, the patient should try eliminating it
from the diet to see whether symptoms improve. Most
patients do well with education, reassurance, and
dietary changes alone. For those who do not, a variety
of medications may be used, either alone or in combi-
nation, and are chosen based on the individual patient’s
symptoms.

MEDICATIONS

A number of fiber-containing agents (e.g., psyllium
and methylcellulose) are available and are used in IBS
patients with either diarrhea or constipation. In diarrhea,
the fiber gives bulk to the stool, and in constipation, the
fiber helps intestinal contents pass through the colon
more rapidly. Patients should be advised to start with a
low dose and to increase gradually, as needed, in order
to minimize the common side effects of bloating, exces-
sive intestinal gas, and abdominal discomfort. For IBS
patients with diarrhea who fail a trial of fiber, the
antidiarrheal medication loperamide has been shown to
be effective.

For the abdominal pain associated with IBS, there are
a number of medications available to reduce symptoms.
For pain exacerbated by meals, antispasmodic agents
(dicyclomine and hyoscyamine), given 30–60 minutes
before meals, will help to relax intestinal smooth mus-
cle and thereby reduce cramping. Pain that is more fre-
quent or severe is treated with tricyclic antidepressants
(e.g., amitriptyline). Lower doses than those required to
treat depression have been shown to improve abdomi-
nal pain in IBS. However, given that constipation is a
common side effect of tricyclic antidepressants, they
should be used with caution in IBS patients with con-
stipation. Prozac-type antidepressants (serotonin reup-
take inhibitors like sertraline) have also been tried for
IBS pain, but have not been shown to be effective in
randomized clinical trials to date.

Serotonin is a chemical or “neurotransmitter” found
both in the brain and the intestinal nervous system that
transmits messages from one nerve to another. Serotonin
has been found to be involved in the regulation of intes-
tinal motility and sensation. This observation has led to
the development of two new IBS treatments, tegaserod
and alosetron, which act by different mechanisms on
serotonin receptors. Tegaserod, acting primarily by
speeding up colonic transit and decreasing intestinal pain
sensitivity, has been shown to be more effective than

placebo in relieving pain, bloating, and constipation in
female IBS patients. Diarrhea is the most common side
effect. Alosetron decreases gastrointestinal secretions and
muscle contractions, thereby slowing colonic transit. It
has been shown to be effective in improving stool fre-
quency, stool consistency, and abdominal pain in female
IBS patients with diarrhea. It is approved by the Food
and Drug Administration (FDA) for “women with severe,
diarrhea-predominant IBS who have failed to respond to
conventional IBS therapy.” Constipation, at times severe,
is a common adverse event. In addition, there have been
a number of reports of ischemic colitis (inflammation due
to poor blood flow to the colon) in people who use alo-
setron. Therefore, the FDA advises that physicians not
only educate patients regarding the potential risks, but
also carefully weigh an individual patient’s risks and
benefits before prescribing. At this time, data do not sup-
port the use of either tegaserod or alosetron in men.
Studies suggest that women have greater intestinal
sensory perception, that is, increased sensitivity to bowel
distention and peristalsis, and this may underlie the
apparent difference in response to these new IBS
treatments in men versus women.

BEHAVIORAL THERAPY

Because of the frequent association of symptoms
with stress and the increased prevalence of psychiatric
disorders among IBS sufferers seeking health care, a
variety of behavioral therapies, including relaxation,
biofeedback, hypnosis, cognitive therapy, and psy-
chotherapy, have been tried in IBS. These behavioral
therapies appear to be helpful in reducing chronic IBS
symptoms by reducing anxiety and improving coping
skills. If a psychiatric disorder is present, these therapies
improve psychological symptoms as well. Severe refrac-
tory symptoms in women may signal a history of sexual
or physical abuse.

Although IBS is a chronic condition, it is not life
threatening nor does it lead to cancer or inflammatory
bowel disease. Most people with IBS are able to mini-
mize or even eliminate symptoms with dietary changes
and stress reduction techniques. A few patients will also
need prescription medications. When the diagnosis is
unclear or when moderate to severe symptoms do not
respond to therapy, a gastroenterologist should be con-
sulted. IBS centers can help in difficult cases. For those
patients in whom a psychiatric component seems likely,
referral to a mental health professional is advised.
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Jacobi, Mary Putnam Mary Putnam Jacobi
(1842–1906) was a physician, women’s rights advocate,
writer, and medical educator; she is best known for her
efforts to improve education for women and to
advance the status of women in the medical field. Born
in London, England, on August 31, 1842, Mary Corinna
Putnam was the daughter of George Palmer Putnam,
founder of the publishing firm of G. P. Putnam’s Sons.
Her younger brother, Herbert Putnam, was a librarian
of Congress. The family returned to the United States
in 1848, and Mary grew up in Staten Island, Yonkers,
and Morrisania, New York.

Before Mary turned 18 years old, she had a story
published in the Atlantic Monthly and she seemed
headed for a literary career. However, her love of sci-
ence led her to a medical career instead. She graduated
from the New York College of Pharmacy in 1863 and
the Female (later the Woman’s) Medical College of
Pennsylvania in 1864. After working for a few months
at the New England Hospital for Women and Children
in Boston, Jacobi decided in 1866 to seek further train-
ing in Paris. There she attended clinics, lectures, and a
class at the École Pratique. She then sought admission
to the École de Médecine in Paris, fighting to become
one of the first women admitted to the school. She
graduated in 1871 with high honors and a prize-
winning thesis.

Jacobi returned to New York City, opened a prac-
tice, and began teaching at Dr. Elizabeth Blackwell’s
Woman’s Medical College of the New York Infirmary
for Women and Children. Frustrated by the lack of
opportunities available to most women pursuing a

medical career, in 1872, Mary organized the
Association for the Advancement of the Medical
Education of Women (later the Women’s Medical
Association of New York City). She was president of
the association from 1874 to 1903. In 1873, she mar-
ried Dr. Abraham Jacobi, generally considered the
founder of pediatrics as a medical specialty in
America. In the same year, she began a children’s dis-
pensary service at Mount Sinai Hospital. From 1882 to
1885, she lectured on diseases of children at the
New York Post-Graduate Medical School, and in 1886,
she opened a small children’s ward at the New York
Infirmary. In addition to clinical work and teaching,
she found time for writing as well. She had over 100
medical articles and 9 books published, including the
1876 Boylston Prize winner entitled The Questions of
Rest for Women during Menstruation. Jacobi also took
an interest in social causes outside the medical field.
She helped found the Working Women’s Society
and the League for Political Education. She died in
New York on June 10, 1906.

SEE ALSO: Blackwell, Elizabeth; Discrimination
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Kegel Exercises These are a series of exercises
that strengthen the muscles surrounding the vagina.
These exercises are easily learned and can be per-
formed as convenient. Women who have strong vaginal
muscles are less likely to suffer from urine incontinence
or prolapse of the pelvic organs. Kegel exercises per-
formed after childbirth promote healing of the vagina
and help restore tone to the vaginal area.

The technique for Kegel exercises is simple. The
woman firsts learns to contract her pelvic muscles by
identifying the location of these muscles. A simple way
to do this is to insert a finger into the vagina and attempt
to squeeze the vaginal muscles around the finger.
Another technique would be attempt to halt the flow of
urine while urinating. This may be difficult at first but will
become easier as the pelvic muscles become stronger.

At first, the muscles should be contracted for
2–4 seconds followed by a period of muscle relaxation.
This exercise can be repeated five times. As the pelvic
muscle strength increases, more repetitions can be
performed and held for longer periods. Avoid holding
the breath during the activity. These exercises can be
performed without other people being aware of the
activity.

SEE ALSO: Pelvic organ prolapse, Urinary incontinence and
voiding dysfunction

Suggested Reading

The Boston Women’s Health Collective (p. 274) (1998). New York:
Touchtone.

Varney, H. (1997). Varney’s midwifery (p. 156). London: Jones &
Bartlett.

SUSAN WIEDASECK

Keloids Keloids are a benign skin tumor character-
ized by excessive proliferation of scar tissue. They usu-
ally arise at sites of trauma or prior surgery, but
occasionally arise spontaneously in areas prone to high
skin tension. They develop as a result of increased
activity of fibroblasts, the cell type responsible for the
production of scar tissue collagen protein. The inci-
dence is most common in African American patients.

A keloid appears as a protuberant, shiny, firm
plaque, or nodule on the skin surface. Newer keloids
still in the formative stages are often associated with
pain or itching, and older lesions are generally asymp-
tomatic. They may form on any part of the body,
although the upper chest, shoulders, upper back, and
earlobes (where piercing has occurred) are especially
prone to keloid formation.

The diagnosis of a keloid can generally be made
on clinical grounds, particularly in the setting of prior
trauma. If the diagnosis is in doubt, biopsy should be per-
formed to rule out a dermatofibrosarcoma protuberans,
a malignant tumor that may look like a keloid.

Treatment of keloids is very difficult. Surgical
removal of a keloid is fraught with potential for recur-
rence of an even larger lesion because more scar tissue
may be stimulated to form. This approach may, how-
ever, be warranted if combined with another modality

Keloids
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to reduce likelihood of recurrence. Performing serial
injections of corticosteroids with a small needle is a
common approach for reducing symptoms and flatten-
ing the keloid. Silicone pads are of limited benefit in
newer keloids. New approaches to keloid treatment
that are still in the investigational stages include topical
drugs that alter the inflammatory cell profile within the
lesion, namely, cytokines. Evolving laser treatments
may also be beneficial in reducing the size of keloids.

Without treatment, keloids continue to grow until
they reach a steady state size, and regression without
treatment is unusual. Tenderness and itching are the
primary symptoms associated with a keloid, but the
cosmetic disfigurement can be quite dramatic.

SEE ALSO: Piercing
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Kleptomania Kleptomania, the impulsive and
irresistible urge to steal, may have been described as
early as 370 AD by St. Augustine when he wrote in
Confessions “Yet I lusted to thieve and did it compelled
by no hunger, nor poverty.” The term “kleptomania” is
derived from the Greek words klepto meaning to steal
and mania meaning insanity. Although kleptomania
appears in the medical literature in the 19th century,
current literature on the subject is limited.

Historically, kleptomania is an affliction associated
with women. It gained widespread attention in the
medical community in 19th century Europe. The rising
status of medical science and the creation of the depart-
ment store as a social arena for middle-class women
were two strong influences on Victorian society’s per-
ception of theft among women. Shopping was then
viewed as the female’s natural arena and the depart-
ment store offered women a place in urban society out-
side the home. Seen as the weak and unstable sex in
that era, middle-class women were thought to be
unable to control their shoplifting behavior due to the

temptation of free access to merchandise the department
store offered, in a way not previously known. Though
the conception of kleptomania has changed and is now
recognized in men as well as women, the ideas of the
19th century continue to influence contemporary views.

Kleptomania is currently understood by the med-
ical community as a psychiatric disorder defined in the
Impulse Control Disorders section of the Diagnostic
and Statistical Manual of Mental Disorders-IV (Text
Revision). The diagnostic criteria require that the
affected individual exhibit a recurring failure to resist
impulses to steal items, even though those items are not
needed for personal use or for their monetary value.
The individual also experiences a rising subjective
sense of tension before the theft, and feels pleasure,
gratification, or relief when committing the theft.
Additionally, the stealing is not committed to express
anger or vengeance, is not done in response to a delu-
sion or hallucination, and is not better accounted for by
another psychiatric disorder.

Kleptomania differs from criminal stealing in
several important ways. In patients with kleptomania,
the urge to steal is generally experienced as distinctly
irresistible, intrusive, and often overpowering despite
attempts to resist the urges. In addition, patients gener-
ally believe that stealing is wrong and most are embar-
rassed and ashamed of their behavior. The stealing is
also often in response to emotional tension or anxiety
which is relieved by the behavior. Often, the stealing
behavior is impulsive and abrupt rather than premedi-
tated and has an involuntary quality.

Kleptomania is presumed to be a rare disorder.
Studies of groups of shoplifters usually yield a low rate
of kleptomania ranging from 0% to 8%. The shameful
nature of the disorder presumably prevents people
from reporting it; thus, an accurate assessment of its
prevalence is difficult to estimate. The available studies
consistently find that kleptomania is more common in
women and often begins in adolescence or early adult-
hood. Though little is known about the natural course
of the disorder, it may follow an episodic or chronic
course.

The presence of other psychiatric disorders in
those suffering from kleptomania is very common.
Some of the most frequent co-occurring diagnoses are
those that are also more common in women. Mood dis-
orders such as depression and bipolar disorder are seen
most frequently. Other diagnoses include anxiety dis-
orders such as obsessive–compulsive disorder, substance
use disorders, and eating disorders such as anorexia
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nervosa and bulimia nervosa. The relationship between
kleptomania and these other psychiatric disorders has
been investigated in case studies. Individuals suffering
from depression report that the act of stealing produces
a “rush” or “high” that helps to temporarily alleviate
their symptoms. Those diagnosed with anxiety disor-
ders often reported a similar reduction in their anxiety
after stealing.

The literature available on the treatment of klepto-
mania is limited. Case studies report some success with
antidepressants such as Prozac and mood-stabilizing
drugs such as lithium. Various forms of psychotherapy
including behavioral therapy and psychoanalytic psy-
chotherapy are found to be variably successful, but con-
trolled studies are lacking. Some reports suggest that

most people afflicted with kleptomania never seek
formal treatment and simply disallow themselves to go
shopping, thus avoiding the problem. Kleptomania is a
diagnosis rooted in centuries of history but remains
incompletely understood and infrequently studied in
the modern medical community.

SEE ALSO: Anxiety disorders, Depression, Psychotherapy
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Labor and Delivery The process by which a
child is born is both simple and intricate. From the
moment of conception, it is inevitable that the grow-
ing fetus will need to develop, grow, and eventually
pass from its uterine environment either by a vaginal
delivery or a cesarean section delivery. The cardinal
signs of labor or mechanisms of labor describe
the basic stages through which a fetus must pass to
be delivered vaginally. The cardinal mechanisms are:
(a) engagement defined as the lowest portion of the
presenting part at or below the maternal ischial spines;
(b) descent; (c) flexion; (d) internal rotation; (e) exten-
sion; (f) external rotation; and (g) expulsion. These
seven stages vary slightly from patient to patient and
labor to labor.

Labor can be both difficult to diagnose, difficult to
initiate, and difficult to stop. Labor is classically defined
as regular uterine contractions resulting in cervical
change. However, labor can start with amniorhexis or
ruptured membranes (breaking the bag of water).
Cervical change can also occur prior to or without labor
as in the case of prelabor cervical changes or incompe-
tent cervix. In fact, the diagnosis of the initiation of
labor is often made retrospectively.

Labor is divided into three or four stages. The first
stage is defined as the period of time from the begin-
ning of labor until complete cervical dilation. The sec-
ond stage of labor is defined as the period of time from
complete dilation of the cervix until delivery of the
fetus. The third stage of labor is defined as the period
of time from the delivery of the fetus until the delivery
of the placenta, and the fourth stage of labor has been

defined by some as the 1-hr period of time after the
delivery of the placenta.

The first stage of labor is a process that is divided
into two phases, latent and active, and results in the
eventual complete dilation. It can be difficult to diag-
nose the initiation of the first stage of labor as well as
the transition from the latent to the active stage. This
transition is marked by an increase in the rate of cervi-
cal dilation. Typically this occurs at approximately 4 cm
dilation. The average length of the active phase of labor
ranges from 4.6 to 7.7 hr for nulliparous (women hav-
ing their first babies) and 2.4 to 5.7 hr in multiparous
(women having subsequent babies) patients. The sec-
ond stage of labor (the pushing stage) ranged from 57
to 66 min for primaparous patients and from 17 to 24 min
in multiparous patients. The use of epidural anesthesia
can increase the length of the pushing stage. These
average durations of the different stages of labor are
used to help diagnose labor abnormalities and qualify
treatments for them.

One of the dystocias (abnormalities) of the first
stage of labor is a prolonged latent phase. Typically 20 hr
is considered the cutoff in the primaparous patient, and
14 hr is the typical cutoff in the multiparous patient.
Therapies for a prolonged latent phase include no inter-
vention, analgesia (pain control), and augmentation of
labor (helping the labor progress more efficiently). An
example of analgesia commonly used is 10–20 mg of
morphine. Oxytocin (more commonly referred to by its
trade name Pitocin) is typically the drug of choice for
labor augmentation. Oxytocin is an eight-amino-acid
peptide hormone that is stored and released from the
posterior pituitary.

Labor and Delivery
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In addition, a prolonged latent phase, defined by
greater than 12 hr for primaparous patients and greater
than 6 hr for multiparous patients, has been associated
with an increased risk of cesarean section, increased
rate of more serious vaginal and perineal lacerations,
and increased fever and bleeding.

Abnormalities of the active phase of labor are
protraction and arrest disorders. A protraction disorder
is defined by rates of dilation at less than the expected
rates for nulliparous and multiparous patients. There is
a usual expectation that a rate of 1.2 cm/hr change for
nulliparas and a rate of 1.5 cm/hr change for multiparas
are the outer limit of normal. There are, of course,
many exceptions to these rules. Treatment is oxytocin
augmentation.

Arrest of active phase is defined by the absence of
dilation over a 2-hr period with adequate uterine con-
tractile force. Assuming that oxytocin has already been
administered for the preceding protraction disorder, the
treatment for the arrest of active phase is cesarean
delivery.

Dystocias or abnormalities of the second stage of
labor include: protraction or arrest of descent of the
presenting fetal part. Treatments for these disorders
again are oxytocin and operative vaginal delivery or
cesarean section delivery. These disorders were associ-
ated with a higher rate of cephalopelvic disproportion
(CPD—baby will not fit through the birth canal), macro-
somia (a large baby), and cesarean delivery. CPD, how-
ever, is a difficult diagnosis to make and is often an
overused diagnosis. In general, it implies that either the
fetus is too large or the maternal pelvis is too small to
accommodate one another. Of course position or pre-
sentation can also affect this diagnosis and therefore
each labor is unique regardless of any absolute mea-
surement of the maternal pelvis or fetal size. In fact,
after a cesarean for the diagnosis of CPD, the chance
that a woman will be successful in having a vaginal
birth after cesarean (VBAC) is approximately 83% after
one prior cesarean and 75% after two prior cesarean
deliveries.

MALPRESENTATION

Ninety-five percent of deliveries occur with a fetus
in the vertex (head down) presentation. Malpresentation
defines a presentation that is not in an occiput anterior
(the baby is facing toward the mother’s back) vertex
presentation. This includes occiput posterior (the baby is

“sunny-side up,” i.e., facing upward as it delivers) and
transverse presentation (looking sideways), breech (but-
tocks or legs presenting), transverse (the baby’s side is
facing down), or oblique lie. Although breech presenta-
tion is not an absolute contraindication to a vaginal
delivery, meaning that it does not absolutely prohibit a
vaginal delivery, it has fallen out of favor recently after
the publication of a large multicenter European study
that reported an increased risk of neonatal morbidity
after breech vaginal birth. The delivery of a second twin
that is in the breech presentation, however, is still a safe
and acceptable mode of delivering a second twin in the
right circumstances.

Abnormalities of the third stage of labor include
issues involved in placental separation from the uterus.
Removal of the placenta can be spontaneous (comes
out on its own with just some gentle traction by the
obstetrician or midwife) or manual (the obstetrician or
midwife reaches in to the uterus to remove it).
Spontaneous expulsion of the placenta results in fewer
infections, less risk of uterine inversion (when the
uterus turns inside out), and less blood loss. However,
manual extraction may be necessary, with the proper
anesthesia, in cases of cord evulsion (when the umbili-
cal cord tears off the placenta), hemorrhage, or retained
placenta.

Induction of labor (IOL) is a common procedure
in the practice of obstetrics and can be challenging. It has
the potential to be extremely successful and beneficial to
the patient, but alternatively can increase the risk of a
cesarean delivery. In general there are three things to
consider when planning an induction: the indication,
the chance of success, and the mode of induction.
Indications for induction include both maternal and fetal.

Clear maternal indications for induction include
most cases of severe preeclampsia, chorioamnionitis
(infection of the fetal membranes), and intrauterine fetal
demise (death). Fetal indications include prolonged
pregnancy greater than 42 weeks, poorly controlled dia-
betes mellitus, severe intrauterine growth restriction
(fetus is not growing as we hope and expect it to), pre-
mature rupture of membranes (the bag of water breaks
before labor begins), and other conditions that would
compromise fetal health and not benefit from prolon-
gation of in utero existence.

The success of induction depends on many factors
including the gestational age (how far along in
pregnancy the patient is), parity (how many children
the patient has had), and the cervical “ripeness.”
Inductions are more likely to be successful in the term
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pregnancy and in a multiparous patient. The term
“cervical ripeness” is used to describe the cervical
receptivity to induction agents. The classically described
five cervical characteristics (dilation, effacement,
station, consistency, and position) are combined to
comprise what is now referred to as the Bishop score.
A multipara with a Bishop score of greater than or equal
to nine has a 100% chance of a successful induction
with oxytocin and/or amniotomy.

The two common agents used are oxytocin and
prostaglandins. Additional agents are also used for cer-
vical ripening and/or dilation such as laminaria or Foley
balloon catheters placed within the cervical os. High
doses or rapid infusions of oxytocin have potential side
affects including hypotension (low blood pressure) and
water intoxication.

Prostaglandins are used for IOL as well. These med-
ications can be of particular use in the induction of a
patient with a poor Bishop’s score or “uninducible” cervix
on exam. The mode of action is both at the level of the
cervical collagen as well as uterine muscle receptors.

Hyperstimulation syndrome is a disorder of labor
that can occur during spontaneous or induced labors.
Hyperstimulation syndrome occurs when contractions
are too frequent and/or too long in duration. As a result
of these frequent contractions, the fetus may experience
distress and exhibit fetal heart rate abnormalities.
Treatment is aimed at improving fetoplacental perfusion
and decreasing uterine tone. Typical maneuvers used to
increase oxygen supply to the fetus include reposition-
ing the mother onto her left side to increase cardiac out-
put, oxygen administration, giving medications that will
slow contractions, and, on occasion, urgent cesarean
delivery is required.

Cesarean delivery is the transabdominal surgical
removal of the fetus from the uterus. The primary
cesarean rate in the United States ranges from 8% to
18% on average and the total cesarean rate (including
repeat cesarean sections) ranges from 16% to 22%.
Typically, a Pfanensteil or vertical skin incision is used
to start and the abdomen is opened in layers. The uterine
incision is most commonly used in the term gestation is
the low transverse incision which is considered to be
the strongest in healing and least hemorrhagic. Other
potential uterine incisions are the low vertical, the
T-incision, the J-incision, and the classical incision. The
average blood loss at the time of cesarean delivery is
1,000 ml versus 600 ml for a vaginal birth. There is also
a higher incidence of febrile morbidity with cesarean
delivery.

Assisted vaginal deliveries or instrumental deliver-
ies include vacuum and forcep deliveries. An assisted
delivery may be indicated when there is a prolonged
second stage (it is taking too long for the mother to
push out the baby), there is suspicion of fetal compro-
mise, or when there is a need to shorten the second
stage in instances of certain maternal ill health. Several
prerequisites need to be met before an instrumental
delivery is begun. Both forceps and vacuum deliveries
are associated with an increase in neonatal and mater-
nal morbidities. Some of these morbidities include:
damage to the maternal soft tissue; maternal pain;
neonatal subgaleal and cephalohematomas (blood
clots in or around the brain); neonatal retinal hemor-
rhages (bleeding in the back of the eye); neonatal
hyperbilirubinemia (increase in bilirubin, which causes
jaundice); and neonatal facial nerve and/or ocular
(eye) damage.

Despite a short-term morbidity of as high as 5%, the
long-term morbidities do not appear to be increased.

Labor typically occurs at full term which is defined
as a pregnancy at greater that 37 weeks gestation.
However, up to 10% of all viable pregnancies are deliv-
ered before term. Depending on the exact gestational
age at delivery, there can be serious morbidity and mor-
tality rates in the neonate related only to prematurity.
Some of the common risks of prematurity include:
intracranial hemorrhage, respiratory distress syndrome,
sepsis, necrotizing enterocolitis, retinal hemorrhage,
auditory dysfunction, and jaundice.

Modern science has yet to understand the natural
process for the initiation of labor at term and has only
some ideas and associations for what causes preterm
labor. The true biochemical process by which labor is
initiated has yet to be described, and similarly the ces-
sation of labor is hard to achieve. The cessation of labor
or tocolysis has been attempted with several types of
medications including: beta mimetics, oxytocin antago-
nists, nonsteroidal anti-inflammatories, magnesium sul-
fate, calcium channel blockers, progesterone, and even
ethanol. There are varying successes with these drugs
and varying side effects. Perhaps the most progress in
preventing prematurity has been the use of maternal
steroid administration, which may not be without its
own side effects. Modern medicine continues to
research potential therapies for preterm labor, yet the
best medicine may continue to be prevention.

SEE ALSO: Cesarean section, Episiotomy, Pregnancy, Prenatal
care, Teen pregnancy, Ultrasound
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Lactation Producing milk follows pregnancy and
birth as inevitably and naturally as pregnancy follows
conception. It is a normal function in all mammals and
each species produces milk, which is the best specific
food for its own newborn.

During pregnancy, under the influence of hormones
such as estrogen and progesterone, the female breast
undergoes noticeable changes. The blood vessels on the
surface of the breast increase in size and become more
visible. The nipple enlarges and the area around it, the
areola, becomes larger and often darker. Small nodules
often appear on the areola. The breast also becomes
larger due to the increase in the milk glands and ducts
that will carry the milk to the nipple after the baby
is born. Even before birth, the milk glands will start to
produce a clear yellow substance called colostrum. These
changes often start early in pregnancy and will continue
until after delivery when true milk production will start.

About 3 days after the birth of the baby, the mother
will feel her breast filling up. For some, it is quite
sudden, for others, it is more gradual. The baby will
have been sucking at the breast regularly since birth
and will have received colostrum, which is very rich
and nutritious. A hormone called prolactin regulates the
production of milk. It occurs any time after the birth. A
different hormone called oxytocin produces the ejec-
tion of milk. Oxytocin is stimulated by the baby suck-
ing at the breast. The release of oxytocin is also
dependent on the relaxation of the mother. If there is
too much tension, such as that caused by pain, fatigue,
depression, or nervousness, the production of oxytocin
will be inhibited and the milk will not let down as
easily.

Breast milk contains a combination of protein, fat,
enzymes (help in digestion), immunoglobulins (provide

immunity from some diseases), leukocytes (help fight
infections), hormones, and growth factors.

As well as being easily digestible and perfectly
suited for the human infant (just as cow’s milk is per-
fectly suited to the calf), breast milk is known to prevent
infections in the infant. Breast-fed babies have fewer
episodes of diarrhea, ear infections, and gastrointestinal
problems.

The amount of breast milk needed by a baby is
regulated by how much and how frequently the baby
sucks at the breast. It is a wonderfully well-tuned
mechanism of supply and demand. The more often the
baby empties the breast, the more signals will be sent
to the pituitary gland to increase production of prolactin
and hence milk.

Just as immunity is passed from the mother
through the breast milk, various food substances,
infections, and medications can be transmitted. Under
certain circumstances, such as when the mother has
hepatitis, tuberculosis, or is HIV positive, it may be
preferable for a baby to be formula fed. Medications
taken by the mother will also be secreted in her milk.
This is usually in very small amounts, but this is why it
is very important to weigh carefully the need to take
any medications during breast-feeding, and to always
consult your midwife or doctor before taking any
medications. It is important to remind whoever is pre-
scribing a medication that the mother is breast-feeding.

When breast-feeding a baby, it is ideal to offer the
breast whenever the baby appears to be hungry. If this
in done consistently, the quantity of milk produced will
equal what the baby needs. A breast-fed baby should
have several wet diapers a day, and frequent bowel
movements. Most babies after the first couple of days of
life will breast-feed every 1–3 hours. If this does not
occur, the new mother can call for assistance. The hos-
pital where she had her baby will often have a lactation
consultant, or she can contact her local chapter of La
Leche League. Breast-feeding can be continued as long
as both the mother and the baby feel comfortable doing
so. Solid food is usually introduced between 4 and
6 months. The baby’s pediatrician can assist the mother in
making these choices.

Stopping breast-feeding is called weaning. It is best
done very gradually in order to minimize discomfort of
full (engorged) breasts and avoid mastitis, which is an
infection of the breasts, which can occur when breasts
become engorged.

Pregnant women should be strongly encouraged to
breast-feed their babies. It is a very healthy and satisfying
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experience for both and helps create a strong bond
between mother and child.

SEE ALSO: Breast-feeding, Pregnancy
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Laparoscopy Laparoscopy is a medical proce-
dure which can be utilized to treat a variety of gyne-
cological disorders. A small tube (endoscope) is
introduced into the affected organ. The medical practi-
tioner can visualize the organ, and if indicated, perform
surgery/treatments via the endoscope. Laparoscopy is
often done to diagnose (by direct visualization) and
treat the common condition of endometriosis (abnormal
uterine tissue). Laparoscopic treatment of endometriosis
can be either conservative or radical. Conservative
surgery aims to retain the patient’s fertility. However,
such surgery may involve dissection of the urinary tract,
the bowel, and the tissue around the vagina and rectum
(rectovaginal septum). A wide range of laparoscopic
procedures can be performed on patients with endo-
metriosis. These include treatment of peritoneal lesions
(endometrial tissue in the abdomen), the ovaries, the
intestines, and the urinary tract.

The ovary is one of the most common pelvic organs
to be affected with endometriosis. Ovarian involvement
may be as simple as superficial implants to deeply infil-
trating endometriosis. Two approaches have been pro-
posed for the treatment of ovarian endometriosis:
fenestration versus excision. Fenestration consists of sim-
ply opening the capsule of the cyst ovary and irrigating
(“washing out”). No excision of endometriosis occurs.
Excision requires removal of the ovarian cyst itself or at
least its destruction by coagulation or laser techniques.
The recurrence rate and the long-term outcome on ovar-
ian function are unknown.

In the past, intestinal endometriosis diagnosed at
laparoscopy has generally required conventional surgery.
However, in our experience, laparoscopic treatment of
colorectal endometriosis, even in advanced stages, is
safe, feasible, and effective in nearly all patients.

Severe endometriosis of the bladder and the ureter
(tubes leading from the kidney to the bladder) may be
asymptomatic and can cause gradual kidney (renal)
impairment. The efficacy of the laparoscopic approach
for the diagnosis and treatment of severe urinary tract
endometriosis has been thoroughly evaluated in the lit-
erature. Laparoscopic repair is the primary treatment of
advanced endometriosis. However, superficial implants
can be treated by simple excision (cutting away of
abnormal tissue). Laparoscopic approach is safe and
effective in the diagnosis and treatment of early as well
as advanced urinary tract endometriosis.

Laparoscopic cutting of specific affected pelvic
nerves (presacral neurectomy) is infrequently used as a
last resort in the treatment of intractable endometriosis-
associated pelvic pain. The pattern of pelvic pain
improves dramatically after the procedure in the major-
ity of cases. The procedure seems to be associated with
an acceptable rate of long-term side effects.

Many studies compared laparoscopy and laparo-
tomy (conventional surgery of the pelvis) in the man-
agement of endometriosis. It has been found that
laparoscopy causes less postoperative growths (adhe-
sions) and reduces impairment of reproductive function
compared to laparotomy. Pregnancy rates with laparo-
scopic treatment and laparotomy are probably similar,
although no randomized trial has been performed.
Postoperative recovery has clearly been shown to be
better with laparoscopy compared to laparotomy.

SEE ALSO: Endometriosis, Infertility
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TOMMASO FALCONE

Latinos As of 2003, Latinos are the largest minority
group in the United States, outnumbering even African
Americans. There are over 32 million Latinos in the
United States, with an average age of 25 years. To put
this into perspective, approximately one in eight people
in the United States is Latino, which places the United
States fifth among nations with the largest number of
Latino inhabitants, behind Mexico, Spain, Colombia, and
Argentina. Furthermore, within the last 5 years, 37.5% of
the population growth in the United States was attribut-
able to Latinos. Notably, the vast majority of this growth
was not due to immigration but rather increased Latino
births in the United States. In California, for instance,
over 40% of births are Latino. For these reasons, learning
more about the Latinos in the United States is essential.
Issues ranging from ethnic terms, nationalities, traditions,
demographics, and health provide insight regarding this
growing segment.

Whether to refer to this growing population as
Latino, Hispanic, or Chicano can be confusing. The
word Latino generally refers to someone who moved
from Latin America to the United States or whose first
language is Spanish. Hispanic refers to those whose
descent is from Spain or Latin America. Most of the con-
troversy regarding which term is politically correct
stems from personal preference. Those who prefer
Latino argue that it has a strong linguistic connection to
Latin America, and thus encapsulates ethnic pride. On
the other hand, those who find Latino less favorable
argue that since Latino refers to those who moved to
the United States from Latin America, it does not apply
to those born in the United States. Conversely, avid sup-
porters of the word Hispanic use it because it allows
them to declare their Spanish decent and imply they
were born in the United States. Those who find
Hispanic less favorable argue it is a term coined by
Anglos and thus lacks the same cultural depth as the
word Latino. Nonetheless, many use both terms inter-
changeably because neither term is right or wrong.
From time to time, regions will show a particular pref-
erence. For instance, currently, Latino is preferred in
California while Hispanic is preferred in Florida and
Texas. Adding to the list of choices is the word
Chicano, another ethnic term that applies only to
Mexican Americans living in the United States. The
word Chicano is not only a word of ethnic pride but is
also associated with certain political views that not
every Mexican American may share and thus is not used
by everyone in this group.

The term Latino or Hispanic encompasses a variety
of nationalities that are often combined into one group
or considered one nationality; however, this is an incor-
rect assumption. Latinos represent an array of different
races, which include Indians, black Latinos, whites, or
mestizos, which is a combination thereof or of Indian
and European or black Latinos and European.
Furthermore, there are over 20 different Latino nation-
alities which hail from different parts of the world such
as Central, South, and North America, the Caribbean,
Spain, and Puerto Rico. These nationalities are repre-
sented in the Latino population of the United States.
Mexicans account for 66% of the Latino population,
while Central and South America account for 14.5%,
Puerto Ricans 9%, Cubans 4%, and other Latinos 6%.
Despite political, social, and cultural differences among
these different nationalities, the Spanish language and
often religion tie them together. By and large,
Catholicism has been the predominant religion in Latin
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America; however, the Protestant Christian faith has
made significant inroads.

Latino demographics by the U.S. Census supplies
details on family, age, education, finances, and place of
residence. Most Latino families have at least five
persons and such large families tend to be Mexican.
Also, remarkably, only 5% of the Latino population is
over the age of 65 and over 35% is under the age of 18.

Even so, education among Latinos is very low. Less
than 44% have a high school diploma, which indicates
that at least two out of every five Latinos did not grad-
uate from high school. Consequently, Latinos are more
likely to work in service-related industries rather than in
professional trades. Another result is that only 23% of
Latinos earn over $35,000 and approximately 23% are
living below the poverty level. Nonetheless, over 31%
of Latinos continue to send money back to their country
of origin. Furthermore, unemployment is substantially
high among the Latinos at 6.8% compared to only 3.4%
among non-Latinos.

Usually, Latinos live in the city or metropolitan area
in regions such as the West, South, or the Northeast.
Remarkably, California, Texas, New York, Florida, and
Illinois account for 70% of all Latinos in the United
States. Moreover, 45% of Latinos are geographically
concentrated in only five cities: Chicago, New York,
Miami, Los Angeles, and San Francisco.

The Latino culture is well known for particular
cultural traditions such as machismo, familismo,
marianismo, and personalismo. Cultural traditions are
values, beliefs, and ways of life of a particular group. At
an early age these traditions are learned and often emu-
lated in adulthood. Machismo has both positive and
negative connotations but unfortunately, the media
often only portrays the negative aspects. Machismo is
observable in a man who takes charge, possesses sole
authority for decision-making, and retains certain rights
for himself and his sons. Since these characteristics are
often synonymous with sexism in American culture,
machismo is often considered ethically wrong in the
United States. Fueling this negative sentiment are cases
of machismo that lead to domestic violence. On the
other hand, the positive quality of machismo is evident
in how the men care and provide not only for their
immediate but extended family as well. Machismo can
also be traced in many Latino men’s pursuit to be good
sons, fathers, and husbands.

Familismo is another cultural norm shared by the
Latino community. The core of Latino society is the
family. Generally, Latinos derive their identity, purpose,

and sense of belonging from the family. A typical family
nucleus includes the immediate family, the extended
family, and other adopted family such as compadres,
which are essentially the equivalent of godparents but
with a much more active role. High esteem for the
family leads a Latino to base his or her decision-making
on what will benefit the family and its future. Members
of the family are considered an extension of support
and are expected to help the family progress forward.
Loyalty, sacrifice, and hard work are further qualities
engrained in familismo. As the cornerstone of the
family, Latina women nurture, preserve, and keep the
family connected with the extended family.

The idealization of Mary, the mother of Jesus, is
known as marianismo. According to Catholicism, Mary
is the perfect role model for all women and mothers.
Thus, Latina women are encouraged to pursue the
pureness of mind, body, and soul; generosity; and hard
work and sacrifice for the benefit of their family.
Unfortunately, in the past, this burden restricted the role
of Latina women; however, marianismo has somewhat
relaxed among modern Latina women, enabling them
to become more integrated in the workforce, business,
and other roles in society. Despite these subsiding
burdens, certain qualities of marianismo remain strong
such as the importance of family, the dignity with which
a Latina must carry herself, and the respect she must
command from men.

In addition, personalismo embodies the significance
placed on interpersonal relationships. Latinos prize
friendship, camaraderie, and hospitality. A level of
confiaza, mutual trust, cultivated in a relationship is
cherished and the opportunity to servir, to help some-
one, is an honor. Other attributes stemming from
personalismo are respeto and dignidad. Respeto means
respect and for Latinos it encompasses courtesy, humility,
and obedience. Also, respect for elders is strongly
enforced and dignified conduct communicates self-
respect. In addition, dignidad, dignity, highlights the
importance of self-worth, which is often demonstrated
by a hard work ethic.

A common phenomenon regarding the preserva-
tion or eroding of cultural traditions is referred to as
acculturation. Acculturation is the result of keeping
one’s culture intact while adapting to another culture.
Varying degrees of acculturation include partial,
complete, and unacculturation. Partial acculturation
refers to Latinos who have been in the United States at
least for 11 years and are bilingual but speak Spanish at
home; this represents 59% of the Latino population.
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Complete acculturation refers to Latinos who were born
and raised in the United States and do not speak
Spanish but identify with other Latino traditions, which
accounts for 13% of the Latino population. In the United
States, Latino traditions are easily preserved because of
the close proximity of Latin America, the large number
of Latinos in the United States, and the mainstream
media, which keeps the music and culture popular.
Lastly, a lack of acculturation refers to Latinos who were
born outside of the United States and have spent little
time in the United States, accounting for 28% of the
population.

Significant health problems affect Latinos in the
United States. These include HIV and AIDS, diabetes,
cardiovascular disease, tuberculosis, and breast and
cervical cancer.

Diabetes among Latina women has risen
substantially, affecting over 25%. The number of deaths
diabetes causes among Latina women has doubled in
the last 30 years and now causes 33% of all their deaths.
Risk factors which make Latina women susceptible to
diabetes include genetics, obesity, impaired glucose
resistance, and higher insulin resistance levels. While
Mexicans in particular have higher incidences of
glucose and insulin resistance, an alarming 46% of all
Latina women are overweight. The health of the eyes
and kidneys often deteriorate due to the debilitating
effects of diabetes. Among Latina women compared to
non-Hispanic white women, (a) retinopathy, an eye
disease, is twice as high; (b) kidney disease leading to
kidney failure is also twice as high; and (c) ketoacidosis
which leads to diabetic coma is 50% higher. Moreover,
vascular problems, which impede the flow of blood in
the veins, are 7.6 times more likely to occur in Latinas.
Further, an overwhelming four times as many Latinas
will suffer from a stroke or heart disease due to diabetes.
Since diabetes is more prevalent among Latina women,
gestational diabetes is another cause of concern because
it can lead to toxemia causing health problems for both
the baby and mother.

In the United States, Latinos have been facing an
HIV and AIDS crisis since 1983 when Latinos accounted
for 14% of all AIDS cases. This crisis reached a critical
level in 1999 when Latinos accounted for 20% of new
HIV infections reported in the United States. Of the
total new HIV infections among women in the United
States, Latinos comprise 18%; Latinos account for 20%
of the total new infections among men. In order for an
HIV prevention program to be effective it must be tai-
lored toward the different Latino cultures within the

community. These different nationalities have varying
customs, perceptions, and amounts of information
which affect their risk behaviors. These risk behaviors
affect the method of transmission such as injected
drug use or unprotected sex among homosexuals,
bisexuals, or heterosexuals.

Many of these preventable diseases are left
untreated among Latinos due to lack of access to health
care. Health care access includes information, screen-
ings, basic health services, and medicines. Access to
health care in rural areas for Latinos is difficult due to
lack of transportation to medical centers. Affordability
of health care services is another barrier for Latinos,
especially for those who do not have health insurance.
However, the primary barrier to health care access is
language. If a Latino cannot communicate or under-
stand English, he or she will be unable to utilize the
health care systems and often does not have informa-
tion regarding available health services. Furthermore, a
health provider or center that is not culturally sensitive
may make Latinos feel uncomfortable, causing them to
not return.

Latinos are the most likely ethnic group to not have
health insurance. Accordingly, only 43% Latinos have
health insurance, compared to 73% of Caucasians. Often
this is because the employer does not offer a health
insurance plan and, even if they did, a Latino will usually
waive the benefit because it is too expensive. An addi-
tional fear that deters Latinos from enrolling in a health
plan is that it may affect their ability to obtain citizenship.
However, Latinos who do not qualify for Medicare or
Medicaid may still be able to receive care under the
Hill–Burton Act. This federal law allocates money to hos-
pitals to provide health care to persons without health
insurance. Furthermore, there are local programs which
will provide free breast and cervical screenings.

In conclusion, Latino traditions of family, respect,
and hard work are values which can benefit every com-
munity. However, in order to improve education, jobs,
and health care for communities across the United States,
Latinos must be an integral part of the solution. Likewise,
health problems such as diabetes, HIV and AIDS, and
lack of health insurance among Latinos must be
addressed in order for our communities to be healthy.

Latinos have changed the demographics of the
United States dramatically. U.S. Census statistics indicate
that Latinos are no longer a minority group that can be
ignored. Hence, Latinos are not just a fundamental part
of the United States’ past and future but a significant
part of our present.
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SEE ALSO: Access to health care, Acculturation, Acquired
immunodeficiency syndrome, Agricultural work, Cancer,
Cardiovascular disease, Diabetes, Health insurance, Immigrant
health, Marianismo, Rural health
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Laxatives A laxative is a medicine that loosens the
bowel contents and encourages evacuation. A laxative
with a mild or gentle effect on the bowel is known as
an aperient; and one with a strong effect is known as a
cathartic or purgative. Laxatives facilitate evacuation by
increasing the stool volume and stimulating the large
intestinal muscle by increasing the intestinal pressure.
This in turn triggers evacuation.

Signs of constipation are bowel movements that
are difficult, painful, or less frequent than normal.
Constipation can be prevented by drinking adequate
amounts of water about 6–8 glasses per day, getting suf-
ficient fiber by eating fruits, vegetables, and grains, and
exercising regularly. Fiber is important because it pro-
vides the media for the bacteria to multiply and grow.
A good bacterial action results in a larger volume of
stool and smooth bowel movement. Laxatives should
be used only as the last resort to treat constipation.
A physician is best qualified to determine when a laxative
is needed and which type is best.

A differential diagnosis should be done before
recommending laxatives. A chronic constipation may be
one of the symptoms of a serious problem like divertic-
ulitis or when it develops in the later decades as a
new complaint may herald colon cancer. Complaints of
chronic constipation may also be due to obsessive–
compulsive disorder. Laxative should not be used for
these conditions. Normal bowel movements are vari-
able, and may vary from two times daily to two to three
times weekly. There are many reasons why a doctor
may prescribe a laxative to empty the contents of the
bowel. A laxative may be prescribed for preparation for
a medical examination such as colonoscopy, prepara-
tion for a surgery, prevention of constipation secondary
to drug therapy, to prevent straining during defecation
after a surgery, and as a prophylactic measure for
patients recovering from myocardial infarction.

Laxatives are classified according to the mechanism
of action. There are five main types of laxatives, but some
laxatives act in more than one way. Bulk-forming laxa-
tives increase the volume of the stool. They also soften the
stool and stimulate the bowel in a natural way by forming
a bulky mass. Psyllium (Metamucil) and methylcellulose
(Citrucel) belong to this group. They absorb water and
expand as they pass through the digestive tract. Psyllium
is one of the rich sources of fiber. Fiber is the indigestible
material in plant foods. Psyllium should be taken with
adequate amounts of water to avoid choking and obstruc-
tion of the esophagus, throat, and intestines.

Stimulant laxatives increase the peristaltic movement
of the intestine. Dulcolax, Ex-lax, and Senecot are
examples of this type. These agents can be used if
bulk-forming laxatives have no effect. Check with your
doctor before taking them. They are the most habit form-
ing and should not be taken everyday. Do not take these
with milk. They may cause cramps and abdominal pain.

Stool softeners act as detergents, moisturizing
and breaking up the feces. Docusate (Colace) belongs
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RAJKUMARI RICHMONDS

Lesbian There is no standard definition of lesbian.
The term generally refers to a female sexual orientation
that may involve one or more of the following compo-
nents: behavioral, affective, or cognitive understandings
of lesbian. The behavioral definition of lesbian
emphasizes current or lifetime sexual activity with other
women. The affective definition considers the subtleties
of sexual or emotional desire and/or attraction for other
women (in real time or in fantasy), regardless of
whether or not these desires are acted upon. Rounding
out the three conceptualizations, the cognitive defini-
tion refers to adopting a lesbian identity. Typically,
women who self identify as lesbians will also fit the
behavioral and/or affective understandings of the term.
Nevertheless, some women may identify as lesbian for
political reasons as an expression of solidarity with
women, but neither experience desire and attractions
for other women, nor have a history of lesbian sexual
behavior.

Lesbians are a demographically diverse group.
Women whose sexual orientation is directed toward
other women exist in all cultures and societies. There
are lesbians of every race, culture, religion, nationality,
ability level, age, socioeconomic status, size, and so on.
However, it is important to note that there are wide
variations in lesbian social/political definitions and
acceptability across various cultures and racial/ethnic
groups. In fact, the meaning of the word lesbian has
fluctuated over time in lesbian circles, in the feminist
movement, in popular culture, and in the scientific
community. These shifts reflect the range of lesbian
identities and the political and social climates in which
they live. Thus, it is difficult to make generalizations
about lesbians, just as it is with any diverse group,
including heterosexual women.

The term lesbian was not coined until 1868.
The scientific community, in particular, the emerging
fields of sexology and psychiatry, first used the term to
describe women with masculine attributes and attractions
for other women. Thus, the image of the mannish
lesbian became popularized and medical professionals
quickly decided that a lesbian sexual orientation
represented pathology in search of a cure. This belief
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to this group. It holds water within the fecal mass,
and thus provides a larger, softer stool. Docusate is
not recommended for acute constipation. In order to
be effective, this should be taken before the fecal
mass is formed. This is suitable for recurrent consti-
pation and to prevent constipation caused by certain
medication.

Lubricant laxatives include mineral oil, castor oil,
and olive oil. They act by reducing intestinal absorption
of fecal water and help with easy passing of stool. They
are usually taken with other laxatives. Mineral oil is not
recommended for long-term use.

Osmotic laxatives are glycerin and lactulose. They
prevent the bowel from absorbing water so that the
bulk volume increases. Lactulose may also increase
peristaltic action of the intestine.

DANGERS OF LAXATIVES

Laxatives should be taken only with the advice of a
physician. Chronic use of laxatives may result in a fluid
and electrolyte imbalance, steatorrhea, osteomalacia,
diarrhea, cathartic colon, and liver disease. Bulk-forming
laxatives may delay the absorption of some medications
taken at the same time as the laxative. Insulin-dependent
diabetics may need to reduce insulin dosage while tak-
ing psyllium products. Mineral oil taken regularly leads
to deficiency of fat-soluble vitamins. Minerals and
docusate should not be taken together because docusate
will absorb the mineral oil.

Some people take laxatives to promote weight loss.
Laxatives do not promote weight loss. When laxatives
are overused, they create dependency and worsen
constipation. Laxatives lead to the loss of body fluids,
and the body, in turn, compensates for dehydration by
retaining water, which results in bloating. Children and
pregnant women should not take laxatives without
consulting their physician.

SEE ALSO: Constipation, Diet
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persisted for over 100 years, until the American
Psychiatric Association removed homosexuality as an
illness from the Diagnostics and Statistical Manual, a
handbook used by mental health professionals, in 1975.

The concept of a lesbian identity crystallized in
part through the gay and lesbian liberation movement,
which began in the United States in the mid-20th
century. In 1955, a group of eight women formed the
Daughters of Bilitis, the first lesbian organization in
the United States, to promote civil rights and provide an
alternative method of meeting other lesbians through
their newsletter, The Ladder. The emerging working-
class lesbian bar culture was also a source of immense
support and community building for the early lesbian
liberation movement. Working-class women frequently
found each other through coded articulations of gender
called butch and femme. Although the lesbian feminist
movement in the 1970s criticized such gender expres-
sions as reinforcing heterocentric norms, several
contemporary scholars point to the way the gender
identities helped lesbian women survive in working-
class society and find other lesbian women.

The problematics of assuming similarity among
lesbians is well illustrated by the term’s contested mean-
ing within the feminist movement. Lesbian visibility
increased considerably during the 1970s in the United
States due to the lesbian feminist movement. Feeling
overlooked by the male-dominated gay liberation move-
ment and unwelcome in the women’s movement, lesbian
scholars and activists formed their own organizations—
such as the Furies and the Radicalesbians—and pub-
lished revolutionary lesbian feminist theory. Lesbian
feminists examined scientific, popular culture, and femi-
nist understandings of sexual orientation and gender to
formulate concepts such as compulsory heterosexuality,
and to advocate for the elimination of all oppressions in
order for true equality to emerge. Lesbian feminist
activists pointed out that the concept of lesbian refer-
ences a woman’s relation to a man and is only possible
in a patriarchal society. In a sexist society, an indepen-
dent woman is labeled a lesbian and is not considered a
real woman. Thus, several lesbian feminists in the 1970s
advocated for a broader understanding of lesbian as a
woman-identified woman, that is, a lesbian is a woman
whose primary identification is with other women,
regardless of whether or not that identification is sexually
based. Lesbian feminist politics sometimes also advo-
cated temporary or complete separatism from men and
patriarchal society as a means for women to reconnect
and find their own language.

In the late 1970s, lesbians who practice butch/femme,
bondage/domination, or sadomasochism (BDSM), and
other representations emerged to critique the lesbian
feminist utopian ideals of equality and mutuality. These
groups criticize the lesbian feminist movement as being
antisex with an agenda to desex the term lesbian.
Additionally, lesbians of color and working-class lesbians
have noted that much of the lesbian feminist work
has come from a decisively white, middle to upper class
perspective that cannot claim to represent the needs
and perspectives of all lesbians. The lesbian feminist
call for separatism has also been critiqued because it
denies the importance of men in the lives of lesbians.

Lesbian history has been a process of uncovering
evidence of women with same-sex attractions or expe-
riences. Actually, lesbian historians, following lesbian
feminist interpretations of lesbian as encompassing an
emotional attachment to another woman, have uncov-
ered strong evidence that romantic friendships between
women have likely existed throughout time. Sappho,
the famous poet from a Greek island called Lesbos
around the 6th century BCE, and from which the term
lesbian is derived, is such an example. Some scholars
consider it problematic to label romantic relationships
between women in history as lesbian, since sexual
orientation was not categorized according to gender
until the late 1800s. However, historians point out
parallels to women in modern society. For example,
same-sex attractions or relationships among women in
history likely would have been devalued in relation to
heterosexual, procreative sex.

Despite the wide variety of lesbian lives, all lesbians
are susceptible to discrimination based on their sexual
orientation. Homophobia, the belief that homosexuality
is wrong or repulsive, is something all lesbians experi-
ence on some level during their lifetime. For example,
in many areas of the United States, it is legal to dis-
criminate against an individual based on their sexual
orientation in housing and employment, as well as in
marital and parental rights and privileges.

Along with discrimination, many lesbians become
victims of hate crimes, a type of social terrorism that is
usually violent and is committed against people because
of their minority status. The perpetrator’s homophobic
beliefs lead him/her to irrational actions such as physi-
cal or verbal violence toward the minority group or indi-
vidual. Some U.S. states have enacted hate crime
legislation to address these irrational responses, but les-
bians and gay men are still susceptible to homophobic
violence.
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Although lesbians share the same health risks all
women do, there is some evidence that lesbians may be
at a higher risk of certain health conditions. For
example, some studies have found higher breast cancer
mortality, mental health problems, and substance abuse
in lesbian populations compared to heterosexual female
populations. There is disagreement, however, over
the etiology of health concerns specific to lesbians. While
some have argued that nulliparity (lack of childbearing)
may leave lesbians susceptible to certain cancers, there
are also numerous obstacles to adequate health care.
Lesbians’ access to health care may be affected by
the lack of culturally competent health care providers,
the presence of homophobia in the health care system,
and limited access to health insurance. This can be exac-
erbated by the lack of domestic partner benefits, or being
economically disadvantaged, which includes being
unable to afford health insurance and/or health care.
Furthermore, some lesbians may hold false assumptions
about their own health care needs. For example, many
believe that they do not need routine gynecological
exams because they do not have sex with men.

Lesbians are faced with similar mental health and
developmental challenges that all women experience.
However, lesbians face the unique challenge of coming
out—accepting and deciding whether to make their
lesbian identity public. Coming out is a process that can
occur throughout the life span. Some lesbians come out
as teenagers, young adults, in middle age, or late in life.
Regardless of the age that this milestone is confronted,
the stress of enduring the process, particularly if it is
confounded by threats of violence and discrimination,
can result in co-occurring conditions such as depres-
sion, substance abuse, internalized homophobia, and
other mental health difficulties.

In recent times, lesbians have begun to own, define,
and create new opportunities for themselves in our soci-
ety despite adversity. The most noticeable trend has been
embracing motherhood. Although lesbians have always
enjoyed the option of motherhood, a surge in the rates
of women choosing motherhood either as single women
or in the context of same-sex relationships has been
witnessed since 1980. These opportunities, along with
greater public acceptance, have allowed lesbians to
participate more fully and openly in society and to expe-
rience a greater range of themselves as women.

SEE ALSO: Feminism, Feminist ethics, Gender, Gender role,
Homosexuality, Intersexuality, Lesbian ethics, Queer,
Transgenderism
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JULIANNE M. SEROVICH

Lesbian Ethics A branch of ethics that cultivates
the development of individual moral agency and
integrity, lesbian ethics distinguishes itself from the
focus on social control of traditional ethics. The center-
piece of the theoretical framework is that lesbians are
oppressed in all societies. It also acknowledges that les-
bians are agents of oppression, because sanctioned
moral choices in societies uphold patriarchal oppres-
sion and are constrained by it. Lesbian ethics argues
that in order to resist oppression, lesbians must create
new value that supports thinking, which undermines its
credibility.

Traditional ethical thought is bankrupt for lesbians
because its function is social organization and control
rather than individual integrity and agency. The
dominance and subordination values around which tra-
ditional ethics revolve are antagonistic. Consequently,
individual moral ability and agency is undercut rather
than advanced. Taken together, traditional ethics legit-
imizes women’s oppression by redefining it as social
organization.

Within a traditional paradigm, woman derives its
meaning from its relationship to man—the one who
dominates—and as long as this context prevails,
domination of women by men will seem natural
and desirable. Consequently, patriarchal society formally
denies lesbian existence because its very connotation
implies a woman who thrives outside the sphere of
male dominance. Instead, a lesbian is discounted as a
confused heterosexual woman who is passing through
a phase, a heterosexual woman who cannot get a man,
a man in a heterosexual woman’s body, or a man-hater.
In patriarchal conceptualization, the notion of a woman
loving another woman is impossible, or at the very least
a man-hating monstrosity. Thus, the source of concern
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about lesbians is that they represent the potential for a
reality in which male dominance does not exist, where
women appropriate men’s access to women. It destabi-
lizes the foundation on which society is constructed.
Indeed, lesbian reality renders men insignificant. Lesbian
existence therefore carries the potential to effect a transfor-
mation of consciousness—the promise for autonomous
female agency.

Lesbian ethics criticizes traditional ethical para-
digms as fostering an illusion that all problems can be
solved by an appeal to rules and principles. It notes that
ethical principles are not applied in an egalitarian con-
text, but rather in a reality of asymmetrical power. The
ethical virtues that are lauded in society are therefore
framed as master/slave virtues. Lesbian ethics argues
that a majority of what passes for ethics in societies is
not founded in the integrity and moral capability of an
individual, but rather the extent to which individuals
participate in the structural hierarchy of a social group
or organization by adhering to its rules. Traditional
paradigms mandate principles or rules of obligation to
those occupying upper levels of hierarchical frame-
works and corresponding rules of responsibility for
those occupying lower positions, typically for their own
good. Therefore, traditional ethics functions to promote
social organization and control at the expense of indi-
vidual integrity and agency.

A fundamental premise of lesbian ethics is that the
driving force behind dominance and subordination is
the institution of heterosexuality, and that women’s
oppression will remain a reality as long as social
interactions are governed by its suffocating paradigm.
Thus, rather than prove false a patriarchal structure that
revolves around socially enforced dominance and
subordination, lesbian ethics seeks to work outside the
existing framework, to pursue a transformation of con-
sciousness that strips the meaning from existing values,
those which make oppression credible and acceptable,
and renders them nonsensical.

Much of lesbian ethics focuses on language as a
tool of oppression. For example, woman is more than
a mere descriptive category, because imbedded within
this concept are perceptions of normal female behavior
and what qualifies as a woman. In other words, there is
value attached to woman, value that is organized
around a patriarchal dominance and subordination
modality. However, if the values of oppression cease to
be normalized—if they are no longer affirmed without
question and cease to be integrated into lesbian lives—
then lesbians will end the tyranny of patriarchal rule

and their interactions will be less apt to result in
destruction.

Often erroneously characterized as founded on a
utopian philosophical framework, lesbian ethics is
anything but that. The fact that lesbians live and interact
within the current oppressive patriarchal schema
accents the need for creating new value. Contrasting the
escapism of utopian paradigms, lesbian ethics is a
framework for action. It emphasizes that through exam-
ining and questioning the foundation of patriarchal
oppression and how it permeates every aspect of social
interaction, one discovers that it is possible to engender
individual moral agency and integrity that exists outside
of it. Lesbian ethics therefore seeks to generate ways in
which lesbians can weave a different locus of value,
one where lesbian choices, actions, and reactions lead
away from the path of oppression, and one where
lesbians become an energy field capable of resisting
oppression.

SEE ALSO: Femininity, Feminism, Gender, Gender role,
Homosexuality, Lesbian, Masculinity, Queer
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ANGELA PATTATUCCI ARAGON

Libido and Desire Few people can forget the
impassioned romance between Julie Christie (Lara) and
Omar Sharif (Yuri) in the film Doctor Zhivago, the pal-
pable sexual tension between Kathleen Turner and
William Hurt in Body Heat, or the fervent desire
expressed by Meg Ryan while faking an orgasm in
When Harry Met Sally. Anais Nin’s (1990) erotic stories
in Delta of Venus and D. H. Lawrence’s (1968) Lady
Chatterley’s Lover explore other aspects of women’s
libido and desire. We remember these stories and
films because we identify and resonate with the various
components of the characters’ sexuality, sometimes
stimulating our own desire. The concept of desire has
expanded considerably since Freud (1963/1923)
introduced “libido”: the biologic, instinct-based sexual
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force driving human growth and development. Now by
desire we also mean to include the psychologically
based motive and the socially based wish (Levine, 1992).

Biologic drive is individually determined and fluc-
tuates over the lifespan. Freud noted sexual feelings
and behaviors in children that heighten, expand, and
become more focused during puberty and adolescence,
eventually becoming a motivating force for adult behavior.
The complex neurobiological changes of puberty, com-
monly referred to as “raging hormones,” stimulate sex
drive. This hormonal fluctuation tends to stabilize in
young adulthood. A man’s sex drive tends to remain
higher than a woman’s. Women may note variability
in their drive with the different stages of the menstrual
cycle. The reproductive years and pregnancy pose
biologic challenges to women that influence drive
significantly. With advancing age, sexual drive usually
declines in both sexes and is partially attributed to the
gradual lowering of testosterone levels.

The literature on the neurobiology of sex drive
which is reviewed by Meston and Frohlich (2000) and
summarized here, focuses on the hypothalamic region
of the brain which is thought to be the sexual drive
center. It is a complex group of nerve cells with connec-
tions to the limbic system and the cerebral cortex. The
limbic system is crucial to emotional experience and
regulation; the cortex is vital to cognitive and thinking
processes. These neuroanatomic connections suggest that
sexual drive is a product of these brain regions opera-
tionalized through a delicate balance of neuro-
transmitters. These neurotransmitters include dopamine,
serotonin, histamine, norepinephrine, and epinephrine,
which can be influenced by many medications and
street drugs. Drive tends to increase with higher levels
of dopamine and lower levels of histamine. Epinephrine
and norepinephrine appear to stimulate motivation but
have little effect on drive itself. The effect of serotonin
on drive and motivation is complicated due to its multi-
ple roles in brain function via stimulation of receptors.
Stimulation of some receptors results in the improve-
ment of biologically based depressive symptoms, which
increases sexual drive. Stimulation of other receptors
directly impairs both sexual drive and function. This has
become especially apparent with the increased use of
antidepressant medication in the selective serotonin
reuptake inhibitor category (e.g., fluoxetine [Prozac],
sertraline [Zoloft], paroxetine [Paxil]) and others.
Frequently, these medications will raise serotonin levels
and stimulate both types of receptors. This simultane-
ously results in the improvement in a person’s depression

or anxiety such that they once again would like to have
sex but impairs their intrinsic drive and other sexual
functions. Different antidepressants stimulate dopamine
and enhance drive or have no effect (e.g., bupropion,
Wellbutrin). Not infrequently, elderly patients with low
levels of dopamine due to Parkinson’s disease or high
prolactin levels (see below) have no sex drive, but will
become much more sexual when dopamine-stimulating
drugs are given.

Hormones, particularly testosterone and prolactin,
significantly influence sexual drive, although hormones
alone do not regulate human sexual desire.
Testosterone makes a significant contribution to the
sexual upheaval of puberty but tends to steady in early
adulthood. As a man’s sex drive is highly testosterone
dependent, supplementation may restore his drive
when drive and testosterone levels are low. Although
testosterone supplementation in women with low
desire and low testosterone levels may increase drive, it
is not usually done because of the risk of masculiniza-
tion (Meston & Frohlich, 2000). Due to controversy in
the field, women considering testosterone, DHEA
(a testosterone precursor), or other chemical replace-
ments for low desire should first consult medical per-
sonnel knowledgeable in sexual medicine. High levels
of prolactin appear to inhibit sex drive in both sexes. In
women, a prolactin blood level high enough to
decrease drive is caused by pregnancy, antipsychotic
medication, prolactin-secreting pituitary tumors, and,
more commonly, by lactation and breast-feeding.
Prolactin has an inverse relationship with dopamine,
such that increased levels of dopamine in the brain may
lower prolactin levels and increase drive. Estrogen and
progesterone are believed to have little direct influence
on sex drive (Meston & Frohlich, 2000). Nonetheless,
drying and increased fragility of the vaginal lining due
to estrogen decline and deficiency causes discomfort
that interferes with desire. Estrogen levels decline with
aging or with early menopause due to medical factors
(e.g., chemotherapy). The resulting vaginal symptoms
can be ameliorated with lubricants or, if warranted, with
hormone replacement therapies. However, estrogen
replacement therapy can further suppress an already
low testosterone resulting in a further decline in drive.

Biologic drive establishes “horniness,” a base for the
development of the arousing, emotional richness of real
sexual life as portrayed in the films and books above.
The richness is created by the more potent elements of
desire: motive and wish. Levine (1992) describes motive
as the psychological aspect of sexual desire and is a
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Life Expectancy The mortality experience of a
population can be summed up by the measure of life
expectancy, which is the average age at death for a
hypothetical group of people born in a particular year
and being subjected to the risks of death experienced
by people of all ages in that year. It is the average num-
ber of years to be lived either from birth or from some
other specific age. Thus, the age to which the average
person in a population will live is the number behind
the concept of life expectancy. Life expectancy has two
important applications to issues surrounding the
broader topic of women’s health. First, life expectancy
is sex differentiated; that is, there is a well-established
difference in longevity between the sexes. Simply
stated, women live longer than men: the mortality of
men is greater than that of women at every age of life
thereby creating a resulting advantage in life expec-
tancy for women over men at every age. Even taking
into account changeable, nongenetic behavioral and
lifestyle practices such as exercise, smoking, engaging
in risky behavior, and the use of health resources, there
still remains a persistent biological basis for this sex dif-
ference in longevity. This increased longevity can
impact and influence many diverse aspects associated
with women’s health ranging from insurance rates to
social security benefits to late-life migration decisions.

Second, life expectancy can be a barometer of the
overall standard of living of a particular place on the
surface of the Earth. For instance, since the 1950s, much
of the developing world has seen sharp improvements
in life expectancy due to improved nutrition, public
health, and medical care, all of which have the effect of
reducing the level of infant mortality and also reducing
the risks associated with childbirth, which, in the past,
might otherwise have endangered the health and wel-
fare of the mother. However, life expectancy for women
in sub-Saharan Africa (as just one example) is still con-
siderably lower than that of women in the United States,
Europe, or other industrialized nations. This important
fact says much regarding not only the state of living
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person’s emotional willingness to act sexually. The wish
includes the social factors that influence and form per-
sonal expectations about sex: how does the person’s reli-
gion, philosophy, finances, degree of socialization,
education, national or territorial origin, culture, employ-
ment, and political point of view influence sexual desire?
The most successful books and movies examine the
complexities of both motive and wish in the context of
their storytelling. In Doctor Zhivago, Lara’s and Yuri’s
passionate concordance of personalities, as if they were
predestined to be together, fosters mutually intense
desire. The pressures of the social environment created
by the war heightened the desire, despite the social
taboo of adultery. Turner’s dark motives for seduction in
Body Heat meshed perfectly with Hurt’s mesmeric infat-
uation, blinding him to the realities of his situation. Sally’s
and Harry’s inability to endorse their mutual attraction,
and their hurtful interactions were clear de-motivators of
desire. In Lady Chatterley’s Lover, Constance Chatterley’s
affair with the gamekeeper on her husband’s estate was
motivated by unfulfilled emotional and sexual longings
in her sterile marriage. Today this book is a classic but at
the time it was written, it was scorned as pornography
and labeled as offensive to society. Anais Nin’s frank
erotica speaks to women’s ability to acknowledge, expe-
rience, and enjoy their sexuality and particularly their
lusty desires. To this day, she is seen as a licentious, sex-
ual outlaw by social and political conservatives. Defiantly
challenging social taboos is a powerful aphrodisiac for
the sexually adventurous.

Despite the almost daily discoveries in neuro-
science, we should not underestimate the power of the
nonscientific qualities determining a woman’s sexual
desire. When a woman’s biologic drive, motive, and wish
are consonant, her sexuality is a remarkable manifestation
of her essence.

SEE ALSO: Masturbation, Sexual dysfunction
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conditions in sub-Saharan Africa but also about the
status of women in this region. The rapid rise in het-
erosexual AIDS and the higher fertility rates found in
the area influence the life expectancy of African
women. They are indicative of cultural and societal con-
ditions that keep women in subservient positions in
relation to their male counterparts. The higher fertility
rates experienced by women in less developed coun-
tries contribute to lower life expectancy: repeated preg-
nancies and childbirth increase the probability of dying
of complications related to them. The difficulties asso-
ciated with obtaining even low levels of educational
attainment keep female illiteracy high, especially in
hard-to-reach rural areas, thus depriving women of
access to potentially lifesaving knowledge regarding
contraception and other important women’s health (and
women’s rights) issues.

For the world as a whole, average life expectancy
has risen from about 30 years in 1900 to around 68 (for
females) in 2000. The great variation in female life
expectancy from nation to nation (from a low of 40 in
the Central African Republic to a high of 83 in Japan)
can be directly related to the level of economic devel-
opment, which, in turn, affects everything from health
care to literacy levels. Life expectancy is generally
derived from what are known as life tables, which rep-
resent a set of tabular calculations showing the proba-
bility of surviving from one age to any subsequent age,
according to the age-specific death rates prevailing at a
particular time and place.

The concept of life expectancy can be explained by
reference to women born in the United States. The
expectation of life at birth for females born in the United
States in 1998 was 79.5 years. This does not mean that
the average age of death in 1998 for females was 79.5,
because the life table calculations are based on a
hypothetical population since it is not possible to follow
people for their entire lives to calculate the pattern of
dying. The life table starts with a hypothetical group of
100,000 babies born in a specific year and then subjects
those babies to the probabilities of death implied by the
death rates that prevailed in that year that the babies
were born. Thus, if all the females born in the United
States in 1998 experienced the risks of dying throughout
their lives as reflected in death rates in the year they were
born, then their average age at death would be 79.5.
Some might die young and others might live past 100 but
the average age at death for the entire population of
females born in 1998 would be 79.5 years if the death
rates remained unchanged over the entire lifetime of

babies born in that year. In fact, it is very likely that the
average age at death will be higher, since there almost
certainly will be improvements in health and mortality as
those babies born in 1998 mature through time.

Of course, not all females have the same risk of
dying and, in addition to the sex differential discussed
above, differentials in occupation, status, and role can
contribute to the life expectancy differential between
male and female and among female populations in
different areas of the world. As stated above, there seems
to be an inherent genetic biological component that con-
tributes to the longer life expectancies found in female
populations. This goes hand in hand with the fact that
the risk of death appears to be greater for males at all
ages, even among fetal deaths. Among adults, males tend
to be employed in more hazardous occupations; military
deaths, for example, are primarily male. Males are
believed to be under greater stress although this is
changing in developed countries as females move into
more stressful occupations. Males tend to smoke and
drink more. Males drive more and are more often mur-
dered. These are all factors that raise male mortality rates
thereby lowering male life expectancy. At the same time,
women in different societies may also benefit differen-
tially because fewer childbirths increase the probability
of living longer while more childbirths have the opposite
effect. Pregnancy puts women at risk and that risk is
higher in developing nations. Marital status is also impor-
tant in this respect: married people live longer than
unmarried people and, as women in developed countries
tend to marry later in life, thus delaying childbirth, over-
all fertility rates decrease as do the risks associated with
childbirth. The social status of women is also related to
life expectancy although this relationship will vary
according to the different types of political, cultural, and
economic systems. In countries where women are espe-
cially affected by a patriarchal male culture (especially
South Asian countries such as Bangladesh), the life
expectancy differential is almost eliminated. Women who
cannot access education (or who are prohibited from
doing so) are at a severe disadvantage in making lifestyle
alterations that may lead to increased life expectancies.

Differences in life expectancy from society to
society tend to be due to social status inequalities. As
social status and prestige increase (as evidenced by
higher incomes and higher levels of educational attain-
ment), death rates go down and life expectancies at
birth increase. In essence, rich people tend to live
longer than poor people due to any number of factors
associated with improved living conditions brought
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a bright artificial light source on a daily basis during the
course of treatment.

The mechanism of action is based on the human
circadian rhythm, which exhibits two distinct phases, a
diurnal phase and a nocturnal phase. The diurnal phase
is one of active engagement in the environment with
increased body temperature and a decrease or cessation
of the secretion of certain hormones including
melatonin. The nocturnal phase is one of rest, sleep, a
decrease in body temperature, and the augmentation of
the secretion of these hormones.

The body’s endogenous pacemaker for the estab-
lishment of this rhythm is the hypothalamus. It
responds to the changes in light as detected by the
retina of the eye. As a result of this light/dark cycle, a
“phase–response curve” (PRC) is established. The PRC
is a graphic representation of the relationship of light
exposure or restriction on the circadian rhythm.

RHYTHM

Light exposure in early morning or dawn advances
the curve or shifts the rhythm earlier. Light applied at
dusk would delay or shift the rhythm later. Light
applied in the middle of the day would be predicted to
have minimal effect on the circadian rhythm.

In addition to understanding the significance of
light and its effect on the circadian rhythm, it is also
important to understand the role of melatonin and its
effect on animal behavior. The pineal gland, located in
the brain, is responsible for the nocturnal secretion of
melatonin. The retina shares an axis with the hypothal-
amus and the pineal gland. Decreased light to the retina,
as noted in the diurnal phase, causes secretion of mela-
tonin. The seasonal pattern of animal behavior has been
widely studied and has been associated with variations
in melatonin secretion. With an increase in nocturnal
(night time) secretion of melatonin, as would be
expected in the fall and winter months, animals become
less active and aggressive, eat less, sleep more, lose
interest in sex, and withdraw from the environment. The
opposite effect is noted with decreased melatonin secre-
tion which occurs in the spring and summer months.

The most accepted theory for the efficacy of light
therapy is based on the observation that exposure to
bright artificial light in the morning causes a phase
advancement of biological rhythms. This advance-
ment has, in many cases, effectively treated the
delayed circadian rhythm associated with major
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about by higher incomes. In contrast, societies (and
minorities within developed societies) suffering from
social and economic disadvantages often have lower
life expectancies. In the United States, for example,
African American women have five times the risk of
dying in childbirth as do white women, a clear indica-
tion of the differential access to health care. Indeed,
current research suggests that socioeconomic status is
more important than lifestyle factors in explaining the
racial differences in mortality and thus life expectancies.
However, the significant improvements in mortality
rates in developed nations (across all groups) have con-
siderably raised life expectancies—more than 31 years
for females in the United States since 1900. In turn, this
has more than doubled the proportion of female babies
surviving from birth to age 65, which has led to the
increase in the number of older persons in developed
countries such as the United States. As the status of
women improves in all parts of the world, life expectancy
for women can be expected to improve as well.

SEE ALSO: Ethnicity, Maternal mortality, Morbidity, Mortality,
Socioeconomic status

Suggested Reading

Gribble, J. N., & Preston, S. H. (Eds.). (1993). The epidemiological
transition: Policy and planning implications for developing
countries. Washington, DC: National Academy Press.

Livi-Bacci, M. (2001). A concise history of world population (3rd ed.).
Oxford: Blackwell.

Murphy, S. (2000). Deaths: Final data for 1998. National Vital Statistics
Reports, 48(11).

Siegel, J. (2002). Applied demography. San Diego, CA: Academic Press.
Weeks, J. R. (2002). Population: An introduction to concepts and

issues (8th ed.). Belmont, CA: Wadsworth Thomson Learning.

JAMES CRAINE

JOHN R. WEEKS

Light Therapy Light therapy, also referred to as
phototherapy, has been a unique form of treatment for
individuals suffering from a depressive disorder that has
seasonal patterns. In the majority of cases, these
individuals develop an episode of depression in the fall
or winter with remission of the episode in the spring.
Light therapy requires that the individual be exposed to
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Liposuction Today, there is a great deal of pres-
sure on women to conform to an ideal look and body
proportion. But no matter how hard they diet and
exercise, many women cannot reach this goal. There are
areas of fat deposits that just do not seem to disappear.
Looking for a solution to this problem, some women turn
to liposuction. Liposuction, also known as lipoplasty, is a
procedure that can help remove unwanted fat deposits.

It must be emphasized that liposuction is not a
substitute for diet and exercise and should not be used
as a quick fix. The American Society of Plastic Surgeons
has found that several criteria can help predict who will
have the best results from liposuction. A woman should
be reasonably close to her ideal body weight, have
relatively good skin tone, and have few stretch marks.
However, these are ideal conditions and many women
who do not fulfill these criteria can have good results
from liposuction.

Liposuction can be performed on almost any area
of the body: cheeks, chin, neck, upper arms, breast or
chest area, back, abdomen, waist, hips, buttocks,
thighs, inner knee, calves, and ankles. For example,
liposuction may be performed to bring the hips and
waist into better proportion, to reduce a bulging
stomach, or remove excess fat from the upper arms.

Liposuction is one of the most popular cosmetic
procedures performed today and has been given a lot
of attention in the media. Some advertisements give the
impression that liposuction is a simple procedure with-
out any downtime. This certainly is not true and the
decision to undergo liposuction should not be taken
lightly. The procedure is performed in an operating
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depressive disorders with seasonal patterns. The
theory that light therapy works by effecting melatonin
secretion has not been adequately supported in the
literature.

Although the type of artificial light may vary
(artificial bright light vs. fluorescent; green light vs. red
light), an artificial light source without ultraviolet
radiation with sufficient intensity is recommended
for treatment. The more intense light sources, 10,000
lux, have been shown to be superior to less intense
ones, 2,500 lux. In addition, the more intense the light
source, the less time is required for therapy. Thirty min-
utes spent in a light box supplying 10,000 lux may be
equivalent to 2 hours spent in front of a light source of
2,500 lux. The individual is exposed to the light source
within 10 minutes of awakening. Although individuals
are cautioned not to stare into the light source directly,
occasional glances at the light are necessary to obtain
full benefit of treatment. Individuals have reported
improvement in depressive symptoms within the first
week of treatment. Usually treatment lasts from 10 to
14 days. Artificial bright light is supplied through a light
box or with a portable, head-mounted light visor.

Indications for light therapy are in the treatment of
mood disorders associated with a seasonal pattern. This
disorder is referred to as seasonal affective disorder
(SAD). This depressive disorder is seen predominantly
in women, affecting up to 80% of reported cases. The
mean age of onset is 40 years.

Subsyndromal symptoms, meaning that symptoms
are present without having the full syndrome, of SAD,
often referred to as the “winter blues,” have also shown
response to light therapy. Other disorders have either
equivocal results or anecdotal (not established by
systematic research) reports of benefits. They include
nonseasonal depression, antepartum depression, late
luteal phase dysphoric disorder, bulimia nervosa, delayed
sleep phase syndrome, early morning awakening, insom-
nia in the elderly, and jet lag.

Side effects of light therapy have included
headache, eyestrain, nausea, insomnia, and hyperactivity
or jitteriness.

In conclusion, light therapy has been shown to be
of benefit to individuals suffering from a depressive
disorder with a seasonal pattern. Other disorders
listed above, including nonseasonal depression and
antepartum depression, have fewer reported success
rates but have also been noted to benefit in some cases.

SEE ALSO: Depression, Mood disorders



room with a general anesthetic or sedation, on a same-
day surgical basis.

Women seeking liposuction should make certain
that it will be performed in an accredited facility under
sterile conditions. The procedure involves making one
or more small incisions near the area to be suctioned.
A wetting solution is then placed in the opening which
helps make suctioning easier and reduces the amount
of blood lost. In ultrasound-assisted liposuction and
power-assisted liposuction, sound waves or a vibrating
tube are also used to break up the fat before removing
it. A tube connected to a vacuum or suctioning machine
is inserted into the opening and the fat is literally suc-
tioned from that area. How much fat is removed is left
to the judgment of the plastic surgeon. More than one
area can be suctioned at one time. The maximum
amount of tissue that may be removed in one proce-
dure is 6 L (about 6 quarts).

The procedure causes bruising and swelling after-
ward. A mild pain pill is prescribed, and sometimes an
antibiotic as well. If more than one area is suctioned,
very limited activity is advised for 2–3 days. In addition,
a compression garment is worn for 3–4 weeks to con-
trol swelling and fluid accumulation and exercise is
avoided during that time. The swelling and bruising
subside after 1–4 weeks. There is usually some numb-
ness in the suctioned areas, which will also subside
within 1–4 weeks. After the first week, the result of the
procedure becomes noticeable, but it takes about
3 months before the final appearance is evident.

There are complications associated with any pro-
cedure and these must be discussed in detail with your
surgeon before undergoing liposuction. Five to fifteen
percent of patients experience cosmetic complications
such as bumps or dents, wrinkles, discoloration, or
small areas of numbness in the treated area. Surgery
itself carries some risk, including infection and, very
rarely, death. Patients should read about the procedure
before talking with the surgeon so that informed
questions can be answered. In addition, speaking to
someone who has had the procedure is very helpful.
Sometimes the surgeon will offer this. If not, do not be
afraid to ask. Your surgeon should also have “before
and after” photos to give a better idea of the results that
can be expected.

One of the most commonly asked questions relates
to weight gain. If a woman gains weight after liposuction,
she will gain weight proportionately, that is, the weight
should distribute evenly. Another question relates to
cellulite. Liposuction will not treat cellulite and may in

some cases make it look worse. Liposuction can pro-
vide good cosmetic results for carefully selected
patients. All the risks and benefits should be discussed
in detail with your surgeon at the first visit so that you
can make an informed decision about whether this
procedure will benefit you.

SEE ALSO: Body image, Cosmetic surgery, Obesity, Weight control
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Liver Spots Solar lentigines, also known as “liver
spots,” “age spots,” or “sun spots,” are among the most
common benign, pigmented lesions of the skin. These
light tan to dark brown colored spots develop in areas
of the greatest sun exposure of the skin, especially the
face, backs of hands, forearms, and upper trunk in
elderly persons. They differ from ordinary “freckles,”
which often start in childhood and may fade or even
disappear with avoidance of sunlight. Solar lentigines
(singular form: lentigo) occur in over 90% of those over
70 years of age, and become more common with age.
However, they may also develop in younger persons
with high exposures to sunlight or tanning beds, espe-
cially people with fair complexions.

Although harmless, solar lentigines result from
high-intensity or cumulative sun exposure and may be
associated with other signs of sun damage to the skin,
including skin cancers. In addition, because solar lentig-
ines often have irregular borders, and can be greater
than 1 cm in diameter, occasionally they may appear
similar to cutaneous melanoma, a form of skin cancer.
Cosmetic treatments, including topical creams, chemical
peels, liquid nitrogen, and laser therapies, may improve
the appearance of solar lentigines. Protection from the

371

Liver Spots



sun, including avoidance of direct sunlight and use of
sunscreens with high ultraviolet sun protective factors,
will help prevent the recurrence of lentigines. Protection
from sun exposure also plays an important role in the
prevention of sun-damaged skin, especially when started
early in life.

SEE ALSO: Melanoma, Skin disorders, Wrinkles
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Living Wills Beginning with California in the
1970s, all but a couple of states have enacted legislation
regarding advance instruction directives for health care.
These directives are commonly known as living wills,
even though they have nothing to do with the distribu-
tion of property and deal with dying rather than living.
Living will statutes often are termed natural death legis-
lation. Specific legal provisions vary from state to state.
However, the common theme of natural death legisla-
tion is support of an adult patient’s right, while the
patient is still mentally competent, to sign a written
directive concerning the patient’s wishes about the use
of life-sustaining medical treatments in the event of later
serious illness and an incapacity to make and commu-
nicate autonomous decisions at that future time.
Compliance with such a directive protects or immunizes
involved health care professionals and treatment
facilities against possible civil or criminal liability for
withholding or withdrawing medical treatments under
the conditions specified in the directive.

Ordinarily, the principal or maker of the document
is presumed to have the present mental capacity to
execute a living will and to revoke it, absent substantial
evidence to the contrary. The legal force of an instruc-
tion directive goes into effect only when the patient,
after signing the document, later becomes intellectually
and/or emotionally incapable of making medical

decisions personally. In most cases, it is left to the indi-
vidual’s personal physician to clinically determine when
that person has become incapable of making decisions
and, therefore, when the advance directive becomes
effective.

Most living will statutes and forms embody one of
two approaches, either check-off options for particular
types of treatment (e.g., “I do/do not want to be given
antibiotics if I have a life-threatening infection”) or
extremely general, amorphous standardized language to
express preferences regarding particular forms of med-
ical treatment (such as, “If I become terminally ill, do not
use any extraordinary or heroic medical measures to
keep me alive longer”). Although we usually think of
living wills as instruments for limiting life-sustaining
medical treatment in the future, in some states, the liv-
ing will statute permits a person to specify in an instruc-
tion directive that he or she requests the provision of
particular medical interventions under certain enumer-
ated circumstances (e.g., “I want my life to be extended
through any available medical interventions to the great-
est extent possible”).

A handful of states have taken the legislative
approach of providing a more open-ended format for
documenting health care instructions prospectively.
This creates an opportunity for individuals to write
directives (often referred to as “Values Statements”) that
express their values, beliefs, and preferences in their
own words by responding to questions such as, “What
would be your most important goal if you were
critically ill, to stay alive as long as possible or to be
made as comfortable and pain-free as possible?” Some
living wills incorporate personal religious considera-
tions that are especially significant to the individual
executing the directive.

SEE ALSO: Advance directives, Capacity, Durable power of
attorney for health care, Informed consent

Suggested Reading

Hanson, L. C., & Rodgman, E. (1996). The use of living wills at the
end of life. Archives of Internal Medicine, 156, 1018–1022.

King, N. M. P. (1996). Making sense of advance directives (rev. ed.).
Washington, DC: Georgetown University Press.

Ulrich, L. P. (1999). The patient self-determination act: Meeting the
challenges in patient care. Washington, DC: Georgetown
University Press.

MARSHALL B. KAPP

372

Living Wills



Long-Term Care Long-term care (LTC) typically
refers to settings in which individuals reside for ongoing
care. Long-term care also refers to heath care needs or
supervision that an individual may require for an unde-
termined time, or even lifelong. Long-term care can be
acquired in one’s home or more typically in sheltered
care or independence-supporting settings described as
continuing care retirement communities. In retirement
communities, three levels of care are often described:
independent living, assisted living, and nursing home.

On average, women live longer than men, and
advanced age is associated with greater likelihood to
experience disability, hence the greater need for LTC in
women than in men. In fact, as reported by the
American Association of Retired Persons (AARP), 72% of
nursing home residents are women. About one in three
women 65 years of age or older experiences a disability
or a limiting illness, such as heart disease, diabetes, can-
cer, arthritis, or hypertension. In 1997, women
accounted for more than 70% of individuals 75 years of
age or older who required help with daily activities,
including preparing meals, eating, bathing, or taking
medications. Furthermore, women are more likely than
men to be economically disadvantaged, raising many
important questions as to the affordability of LTC by
women. In 2001, the annual costs of nursing home care
were estimated at $55,000 annually. Home health care
ranged from an hourly rate of $18 for a home health
aide to $37 for a licensed practical nurse. Income is
associated with marital status, race, and ethnicity. As
such, widows—representing 45% of women 65 years of
age or older in 2001—have substantially lower income
than married couples. Similarly, African American or
Hispanic women are more likely than their white coun-
terparts to have incomes below the Federal Poverty
Level.

The decision to place an individual in an LTC
setting is postponed until all efforts to care for that
individual in the home environment fail. Maintaining
normalcy of the environment and routine in the famil-
iarity of the home is thought to contribute to
improved quality of life. What is often overlooked is
the burden that an undersupportive physical and
emotional environment places on the individual’s
functioning, which can result in failure-to-thrive or
decompensation of the individual. The decision to
place an individual in an LTC setting is based not only
on an individual’s care needs, but also on the care-
giver’s abilities and desires.

According to the AARP, the vast majority of
individuals with disabilities are cared for in their homes,
by informal caregivers—usually wives or adult daughters.
In 1997, 20% of such caregivers attended to the disabled
individual’s needs at least 40 hours a week, and one out
of five caregivers who were employed gave up on their
work either on a temporary or a permanent basis; half
needed to incorporate flexibility to their working hours
(going to work late or working fewer hours) in order to
accommodate caregiving.

Caregiver burden, a term used to describe the
impact of providing care on the caregiver, can present in
two aspects: physical and emotional. This is observed
frequently, as nearly one third of caregivers suffer from
physical and/or mental problems of their own. Examples
of physical burden are activities and responsibilities
involved in the day-to-day care of the patient. Emotional
burden refers to the feelings the caregiver has toward the
patient, or the care receiver, that are the consequence of
giving care. Burnout is a term that is used when the care-
giver has exhausted the usual supports or when the care
receiver’s needs outweigh the ability of one individual to
provide care 24 hours a day, 7 days a week. Burnout is
suggested when a caregiver’s health suffers or when
his/her problem-solving abilities are diminished. The
goal of selecting a nursing home is to do this before the
caregiver is too exhausted to participate in finding solu-
tions to day-to-day problems or in making decisions
about placement of the patient in an LTC setting.
Burnout can manifest itself through the deterioration of
the caregiver’s physical health, and a change in the qual-
ity of the caregiver–patient relationship. Discussions
regarding placement in an LTC facility can have a psy-
chological impact on both the patient and the caregiver,
mainly because of the implied permanence and deterio-
ration of the patient’s independence. When the caregiver
realizes that decisions regarding the course and site of
care are made based on the individual’s condition and
functional abilities, the discussion can become emotion-
ally less charged. Assisting the individual and support
persons proceed in planning for LTC involves an evalu-
ation of the individual’s functional abilities and ability to
afford an environment that is ideally most supportive
and least restrictive.

Postponing placement to preserve funds is a
realistic part of planning for LTC. Placement decisions
involve the site and duration of care. Medicare is an
age- and/or disability-based entitlement and typically
only covers short-term care that is restorative, or
rehabilitative, or “skilled” in nature. Even if an individual

373

Long-Term Care



has had the foresight to own a liberal LTC insurance
private policy, there may be limitations on the site of
care, such as institutional versus home. Medicaid is a
payer for individuals with low incomes, and typically
covers basic care at the nursing home level that is
custodial or “nonskilled” in nature. In the event that an
individual’s income exceeds Medicaid income eligibility
levels, the individual should spend down the excess
amount to the Medicaid income eligibility level in order
to become eligible to enroll in Medicaid.

There has been an increase in the number of LTC
insurance policyholders in later years. These policies
vary widely in the scope of covered services, as well as
in cost. For example, some policies require that the
beneficiary suffer severe cognitive impairment, or to
need assistance with at least two activities of daily
living, or to demonstrate “medical necessity” before
providing coverage for LTC services, and reimburse a
fixed amount for daily care ($100 per day in nursing
home and $50 per day for home care). The mechanisms
of LTC financing and service delivery have been evolving
with the rapidly increasing proportion of the aging
population.

Population statistics suggest that as the present
“baby boomer” generation ages, health care services
must cover the entire spectrum—from wellness
programs, to meet the needs of healthier individuals,
to skilled nursing and rehabilitative care for individu-
als with chronic illness and functional limitations.
Currently, 5% of the elderly population live in LTC
facilities; however, an increase of this population
even by a few percentage points could strain
resources both in terms of available facilities and
available funding.

SEE ALSO: Activities of daily living, Assisted living, Medicaid,
Medicare, Nursing home
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Lubricants During the course of sexual arousal,
the walls of the vagina secrete a lubricant or mucus to

facilitate coitus. Inadequate lubrication, a persistent
problem for 40% of women in the United States, can
cause vaginal intercourse to be painful. Inadequate
lubrication can be facilitated by extended foreplay, and
hormonal changes which can occur during the course of
menstrual cycles, menopause, and breast-feeding.
Water-based lubricants can both alleviate the problem of
vaginal dryness and increase sexual stimulation for both
partners. However, most importantly, it should be noted
that lubricants improve the efficacy rate of condoms,
thus reducing the risk of sexually transmitted infections
(STIs), including human immunodeficiency virus (HIV).

In general, latex condoms are most effective when
used in conjunction with water-based lubricants.
Examples of water-based lubricants include KY Jelly and
Astroglide. Water-based lubricants can protect latex
condoms (barriers) against friction that may otherwise
tear them during intercourse. Alternatively, oil-based
lubricants should not be used with latex condoms, dental
dams, or any other product made of latex. Examples of
oil-based lubricants are petroleum jelly, massage oils, or
creams. When latex comes in contact with oil-based prod-
ucts, a chemical reaction occurs which degrades the latex.
This process can ultimately cause holes to develop in
condoms, influence condom breakage, and reduce the
amount of protection overall. For example, in a study
conducted to assess the impact of lubricants on latex con-
doms during vaginal intercourse, researchers determined
that the use of oil-based lubricants increased breakage in
new and aged latex condoms, while water-based lubri-
cants did not impact the breakage rate of new condoms
and decreased the breakage rate in aged condoms.

Additionally, condoms lubricated with spermicides
are not likely to be more effective than condoms used
with other water-based lubricants. Most specifically, in
recent times, nonoxynol-9 (N-9), a spermicidal in
concentrations of 18% in some sexual lubricants, and
lubricated condoms have been noted to contain deter-
gents that disrupt cell membranes. Frequent use of N-9
as a contraceptive has been associated with an
increased risk of epithelial infections in the vagina,
cervix, and rectum. Such opportunistic infections have
been demonstrated by a series of researchers to
enhance the transmission of HIV. For example, one
study has demonstrated that HIV incidence was greater
in a high-risk population using N-9 than in a comparison
population using a placebo.

In another study, researchers found that N-9
used without condoms was ineffective against HIV trans-
mission. This study also showed evidence that N-9
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increased the risk of HIV infection. It was further noted
that this study was conducted among commercial sex
workers in Africa who are at an increased HIV risk and
used N-9 gel on a frequent basis. As a result of this study,
the Centers for Disease Control and Prevention concluded
that, given that N-9 has been proven ineffective against
HIV transmission and heightens the possibility of risk,
with no benefits, N-9 should not be recommended as an
effective means of HIV prevention.

Moreover, a similar randomized study of women sex
workers revealed a slightly higher risk for gonorrhea, a
slightly lower risk for chlamydia, and no change in risk
for HIV among women using film with 70 mg of N-9.
Taken together, these findings speak the importance of
the timely development of a safe, effective microbicidal
spermicide that can reduce the transmission of HIV.

Lastly, couples experiencing infertility should avoid
the use of all commercial lubricants. Even lubricants
that are spermicide free contain ingredients that can
inhibit sperm. The reduction of sperm motility and
viability after exposure to commercial lubricants in vitro
may be related to glycerin contained in lubricants.
Researchers have demonstrated significant and immedi-
ate inhibition in motility and forward progression when
sperm were incubated with 16.7% glycerin. Some nat-
ural food products useable as lubricants have proven to
be less detrimental to sperm. Of the products tested,
canola oil shows the least adverse effect on sperm
motility and viability. Overall, studies examining the
motility of sperm when exposed to lubricants suggest
that when selecting a lubricant couples should consider
one that has a minimal effect on pH, demonstrates low
spermicidal activity, and has minimal effect on motility.
Canola oil satisfies these criteria and has yielded sup-
port from several studies.

SEE ALSO: Condoms, Reproductive technologies, Safer sex,
Sexually transmitted diseases
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Lung Cancer Lung cancer, a largely incurable dis-
ease, remains the leading cause of cancer deaths among
women each year in the United States, exceeding annual
breast cancer mortality in women and accounting for
12% of all new female cancer cases (Table 1). Although
lung cancer has always been and continues to be more
prevalent in men than in women, lung cancer mortality
patterns now reveal that the rate of rise of such cancer
deaths among men has slowed and begun to decline
since 1990, whereas in women it has continued to rise.
Several studies suggest that women are more susceptible
than men to lung cancer and to conditions, like chronic
obstructive pulmonary disease, that predispose to this
cancer; hence the question has been raised as to whether
lung cancer is a different disease in women than in men.

Overall smoking remains the most important risk
factor for the development of lung cancer in both
women and men, and the smoking trends have
changed in women over the years to parallel an
increase in the number of female lung cancer cases.
“Although there has been a large decline from the peak
female smoking rate of 34.2% seen in 1965, smoking
among teenage girls has increased dramatically over the
past decade. Among high school students, cigarette use
(defined as at least one cigarette in the past 30 days)

Table 1. Estimated cancer deaths from the 10 leading sites in
males and females: All ages, 1999

Females % Males %

Lung and bronchus 25 Lung and bronchus 31
Breast 16 Prostate 13
Colon and rectum 11 Colon and rectum 10
Pancreas 5 Pancreas 5
Ovary 5 Non-Hodgkin’s lymphoma 5
Non-Hodgkin’s lymphoma 5 Leukemia 4
Leukemia 4 Esophagus 3
Uterine corpus 2 Liver/Intrahepatic Bile Duct 3
Brain and other nervous 2 Urinary bladder 3
system

Stomach 2* Stomach 3
Multiple myeloma 2* All other sites 20
Other sites 21

Note : Excludes basal and squamous cell skin cancers and in situ carcinomas
except urinary bladder.
*These two cancers received a ranking of 10 (they have the same number of
deaths and contribute to the same percentage).
Source : Landis, S. H., Murray, T., Bolden, S., et al. Cancer Statistics. CA Cancer
J Clin. 1999, 49, 8–31.
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has increased from 21% in the 1980s to about 35% of
both boys and girls in 1997” (Siegfried, 2001). In 2001,
the U.S. Surgeon General issued a new report, Women
and Smoking, in which the 600% increase since 1950 in
female lung cancer death rate was described as “a full-
blown epidemic,” wherein smoking is now the leading
cause of preventable death and disease in women.

Although research has been unable to determine
whether the association between smoking and lung can-
cer is stronger for women than for men, studies now sug-
gest that lung cancer induced by smoking, environmental
factors, and the like follows a different pattern in women
than in men; hence, there might be important differences
between women and men that influence lung cancer
risk. Reports have indicated that women smokers have a
greater risk of developing small-cell lung carcinoma
(smaller risk of squamous cell carcinoma) than men
smokers (who have a similar risk for small-cell carcinoma
and squamous cell carcinoma). In addition, studies
report that for a given amount of smoking, women may
be up to twice as likely to develop lung cancer as men,
and nonsmokers who develop lung cancer are two and
a half times more likely to be female than male.

Adenocarcinoma of the lung, more common among
nonsmokers than smokers, is found predominantly in

women, whereas men are more likely to be diagnosed
with squamous cell carcinoma. This suggests that women
may be more susceptible to adverse effects of tobacco
due, in part, to female hormones, namely, estrogen-
mediated effects. Taioli and Wynder found that early age
at menopause (40 years or younger) is associated with a
reduced risk of adenocarcinoma of the lung, whereas the
use of estrogen-replacement therapy is associated with a
higher risk of lung adenocarcinoma (Figure 1). In addi-
tion, the study revealed a positive interaction between
estrogen-replacement therapy, smoking, and the devel-
opment of adenocarcinoma of the lung. Estrogens may
have a role in directly causing cancer (direct-acting car-
cinogens) and may enhance the metabolic activity of cig-
arette smoke cancer-causing components (carcinogens).
Estrogen receptors have been reported in lung tumors
when studied using special diagnostic microscopic stains,
and lung tumors from women are more likely to express
estrogen receptors than those from men.

Women may not only be more susceptible to the
adverse effects of tobacco but also more prone to lung
diseases that predispose to lung cancer. A history of
pneumonia (especially in childhood), tuberculosis,
asthma, chronic bronchitis, and chronic obstructive pul-
monary disease/emphysema have all been associated
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Figure 1. More males than females died over an 11 year period from lung cancer. Note the steadily increasing deaths in women over the same
time period.

Source : Landis, S. H., Murray, T., Bolden, A, et al. Cancer Statistics. CA Cancer J Clin. 1999, 49, 8–31.
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with a higher risk of lung cancer in nonsmokers, mainly
in studies of women. Among these diseases, chronic
obstructive pulmonary disease affects more nonsmok-
ing women than men and increases their lung cancer
risk; therefore, speculation as to estrogen involvement
in this predisposition and further research behind this
higher female susceptibility to lung disease may provide
valuable insight as to the onset of lung cancer in
women and more effective treatment.

Determination of the mechanisms behind various
forms of nonsmoking- and smoking-related lung cancer
in women will enable more effective treatment options.
Since about 80% of lung cancer cases are attributable to
smoking, it is clear that smoking rates must be reduced
to zero to halt the lung cancer epidemic for both men
and women. Lung cancer cases that cannot be pre-
vented must be diagnosed at as early a stage as possible
since survival rates are highest for patients who present

with early-stage disease. Staging of lung cancer (see
Table 2) takes into account location of the tumor,
histology, lymph node involvement, and metastasis
(spread to various organs). Chest radiograph screening
to detect early forms of lung cancer may provide a use-
ful method, but gender differences must be considered
when examining for lung cancer risk. Women were only
included in 2 of the 11 prospective studies of lung can-
cer screening to date, and therefore further investigation
is warranted to adequately study the role of lung cancer
screening for women. In addition, preclinical and clini-
cal trials should address gender as a specific research
variable to improve and focus lung cancer therapy. The
suggested role of estrogens in lung adenocarcinoma
development in many female nonsmokers and the
increased susceptibility in women to the carcinogenic
effects of cigarette smoke warrant further study to hope-
fully better target screening studies and develop more
effective therapy against lung cancer in women.

SEE ALSO: Cancer, Hormone replacement therapy, Lung dis-
ease, Smoking.
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Lung Disease This entry focuses on lung disease
during pregnancy.

PHYSIOLOGY

Hyperventilation is a characteristic feature of preg-
nancy. During pregnancy, the enlarging uterus causes a
progressive upward displacement of the diaphragm, to
a maximum of 4 cm. This displacement, however, does
not impair diaphragmatic function. The diameter of the
chest increases by approximately 2 cm; flaring of the
ribs and widening of the rib cage with a subsequent
increased angle below the ribs—subcostal angle (up
to 50%). Despite these changes, respiratory muscle

Table 2. Staging lung cancer: TNM subsets by stage

Stage 0 Carcinoma in situ
Stage 1A T1 N0 M0 T1 � tumor � 3.0 cm,

surrounded by lung tissue; no
lymph node involvement; no
evidence of invasion

Stage 1B T2 N0 M0 T2 � tumor 	 3.0 cm, or tumor
of any size that invades
visceral pleura or associated
atelectasis (collapse of lung
alveoli)

Stage IIA T1 N1 M0 T1 tumor with lymph node
involvement in peribronchial
or ipsilateral hilar region, or 
both

Stage IIB T2 N1 M0 T2 tumor with lymph node
involvement

T3 N0 M0 T3 � tumor of any size with
direct extension into the chest
wall, diaphragm, etc. without
involving the heart, great
vessels, trachea, esophagus, etc.;
N0 � no lymph node
involvement

Stage IIIA T3 N1 M0 T3 tumor with lymph node
involvement

T1 N2 M0, T2 N2 M0 T1 or T2 tumor; N2 �

T3 N2 M0 metastasis to ipsilateral
mediastinal lymph nodes and
subcarinal lymph nodes

Stage IV Any T, Any N, M1 M1 � distant metastasis
present

Note: T � primary tumor; N � lymph node involvement; M � distant metastasis.
Adapted from Mountain, Libshitz, and Hermes (1999).



function appears unchanged. The pregnant woman’s
ability to move air in and out of the lung remains unre-
strained.

The levels of the hormone progesterone increase
throughout pregnancy. Placental progesterone stimu-
lates the brain’s respiratory centers to increase minute
ventilation. The increase in minute ventilation increases
the amount of oxygen available to the fetus. Minute
ventilation increases by 20–50% before the end of the
first trimester and remains the same throughout the
duration of the pregnancy. This increased minute ven-
tilation is the result of a marked increase in tidal vol-
ume; the respiratory rate remains unchanged
throughout pregnancy. Thus, hyperventilation is due to
deeper, not more frequent breathing.

Anxiety and uterine contractions associated with
labor and delivery further increase the physiologic
hyperventilation of pregnancy. Oxygen consumption
can double during pregnancy and triples during uterine
contractions. Pain relief via intravenous sedation and
epidural analgesia can minimize this labor- and delivery-
induced hyperventilation.

Shortness of breath or dyspnea is a common fea-
ture among 60–70% of normal, healthy pregnant
women and is a normal physiologic response in gravid
(women in their first pregnancy) patients. The exact
cause of dyspnea is not well understood. It occurs in
the 1st and 2nd trimesters and plateaus or improves as
term approaches. Dyspnea occurs before the upward
displacement of the diaphragm. Thus, it is unlikely that
the growing uterus plays a significant role in the devel-
opment of dyspnea. Physiologic dyspnea has been
attributed to progesterone’s stimulatory effects on the
inspiratory neural drive. Others suggest it is due to an
increased awareness of the physiologic hyperventila-
tion. Furthermore, increase chemosensitivity may also
contribute to dyspnea of pregnancy. Regardless of the
exact cause, it remains unlikely that dyspnea of preg-
nancy is caused by the mechanical burden of the
enlarging fetus.

PNEUMONIA

Pneumonia is the most common nonobstetric infec-
tious cause of death during pregnancy and the puer-
perium. The pathogens involved in pneumonias of
pregnant women are similar to those identified in
nonpregnant women. Most cases of pneumonia during
pregnancy are due to bacteria. The most common

bacterial pathogen in community acquired pneumonia in
pregnant women is the gram-positive diplococcus,
Streptococcus pneumoniae. Onset is abrupt and dramatic.
Symptoms include fever, chills, pleuritic chest pain, and
productive cough with purulent sputum.

Viral pneumonias are also common in pregnant
women. Influenza is the most common viral pathogen of
pneumonia in pregnancy. Of the three major antigenic
types, Type A is most often associated with human
illness and epidemics. After a short incubation period,
symptoms develop and include general malaise,
headache, fever, chills, and upper respiratory symptoms.
While initially the respiratory examination may not be
remarkable, pregnant women can rapidly develop respi-
ratory failure.

During the course of pneumonia, adverse maternal
and fetal effects can occur. Maternal complications can
be severe. The most serious complications include bac-
terial superinfection, respiratory failure, and adult respi-
ratory distress syndrome. Premature labor and delivery
is another obstetric problem that can occur including
the possible transmission of viral agents to the fetus and
newborn. Premature labor may develop during pneu-
monia as a result of prostaglandin production or from
the woman’s inflammatory response to the underlying
infection. While the transplacental passage of the
influenza virus has been documented, it has not been
identified as a teratogen (cause of birth defects).

ASTHMA

Asthma occurs in 4% of gravid women, and compli-
cates up to 1.5% of pregnancies, representing the most
common obstructive pulmonary disease seen in preg-
nancy. Asthma is a chronic disease with acute exacer-
bations; it is characterized by reversible airway
obstruction, airway inflammation, and airway hyperre-
sponsiveness to stimuli such as allergens, viruses, exer-
cise, and cold air. Hyperreactive airways result in
bronchospasm, mucosal edema, and mucus plugging,
producing symptoms of cough, wheezing, dyspnea, and
chest tightness.

Poorly controlled asthma is associated with maternal
and fetal complications, while well-controlled asthma
poses little threat. Maternal decrease in blood oxygen
(hypoxemia) is associated with increased incidence of
intrauterine growth retardation, prematurity, low birth-
weight, perinatal mortality, and maternal hypertension.
The primary goal in managing the pregnant patient with
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asthma is to prevent hypoxemia while minimizing the
risk to the mother and fetus of adverse effects from
medications. Controlling asthma in a pregnant patient
should be addressed as in a nonpregnant individual. One
of the first steps is to identify triggers that initiate or
worsen asthma for a particular person. Triggers may
include allergens, exercise, cold air, infections, emotional
stress, irritants, gastroesophageal reflux, and drugs such
as aspirin.

AMNIOTIC FLUID EMBOLISMS IN 
PREGNANCY

Amniotic fluid obstruction by clot or debris
(embolism) is an uncommon obstetric complication,
present in 1/8,000 to 1/80,000 pregnancies. However, it
is frequently a fatal event, with a mortality rate in moth-
ers of 50–60% within 1 hour after the onset of symp-
toms. Permanent neurological damage is suffered by
70% of survivors. This process is triggered by the sud-
den obstruction (embolization) of amniotic fluid or fetal
debris into the maternal blood flow system (venous cir-
culation). Initial alterations in blood flow and pressure
(hemodynamics) and oxygenation can be seen and are
then followed by abnormalities in blood clotting (coag-
ulopathy). The most common presentation is sudden
breathlessness (dyspnea) and hypotension (low blood
pressure) followed by cardiorespiratory arrest. The
diagnosis does not depend on the detection of fetal
debris in the blood vessels (vasculature), but rather on
the basis of clinical presentation, since not all patients
will have these objective findings.

The neonatal outcome is usually greater than
maternal outcome, with 80% of neonates surviving
delivery if they are alive at the onset of the event.
However, 50% of these neonates suffer permanent neu-
rological damage. In patients who survive amniotic
fluid embolism, no recurrence in subsequent deliveries
has been reported.

For a pregnant woman with any breathing (pul-
monary) complication, the primary goal is to prevent
reduced blood oxygen (hypoxemia) and maintain ade-
quate oxygenation for both mother and fetus. Pregnancy
may exacerbate or ameliorate other pulmonary diseases.
For care providers, it is important to be familiar with the
various respiratory infections that may be found among
this population. Is it essential to know which antibiotics
are contraindicated (not recommended) during preg-
nancy and to monitor patients on medications to minimize

adverse effects. This information is critical in order to
provide accurate counseling and education to patients.
Finally, it is important to understand that any dyspnea
the woman is experiencing will resolve postpartum. As
the level of progesterone returns to normal, the increased
minute ventilation will also return to baseline.

SEE ALSO: Asthma, Pregnancy
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Lung Transplantation The field of lung trans-
plantation has seen steady progress over the past two
decades and is now widely accepted as a treatment
option for end-stage lung disease. According to the
Organ Procurement and Transplantation Network
(OPTN), there have been approximately 10,000 lung
transplants performed in the United States. Although
the list of candidates for lung transplantation is steadily
growing, as is the number of transplantation centers,
the annual transplant rate is leveling off due to a limited
number of donors. As a result, the waiting time for lung
transplant can be up to 2 years.

Chronic obstructive pulmonary disease or emphy-
sema (including alpha-1-antitrypsin deficiency) has been
the underlying disease process in nearly half of all lung
transplants. Cystic fibrosis, idiopathic pulmonary fibrosis,
and primary pulmonary hypertension are all disease states
that primarily affect the lungs, and are also common rea-
sons for lung transplant. Other causes include sarcoidosis
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(a disease in which lung tissue develops a granulomatosis
or scar-like consistency), bronchiectasis (destruction of
the bronchial tubes in the lungs from severe infection),
occupational lung disease, Eisenmenger’s syndrome (a
congenital heart condition which leads to low oxygen lev-
els in blood and elevated red blood cell counts), and
rejection of a prior lung transplant.

Lung transplant has been shown to improve lung
function and quality of life in all of these diseases, but
the procedure does carry significant risk of mortality.
Therefore, there are strict guidelines for referring a
patient for lung transplant. Specific diseases have their
own prognostic criteria used in deciding whether a
transplant is appropriate, but general indications for
transplant include advanced disease with life expectancy
of 2–3 years, unsuccessful medical therapy, severe func-
tional limitation, and poor quality of life. Absolute con-
traindications to transplant include current smoking,
active malignancy, HIV infection, and severe impairment
of other organs.

There are four major types of lung transplantation:
heart–lung transplantation, single-lung transplant, bilat-
eral lung transplant, and living donor lobe transplant.
Heart–lung transplant was the first procedure to have
long-term success, and it is now primarily used in
patients with Eisenmenger’s syndrome or with concur-
rent severe cardiac dysfunction. Single-lung transplant
is the most commonly used technique and has been
successful for most types of lung disease except cystic
fibrosis. Bilateral transplantation is the preferred
method for cystic fibrosis and bronchiectasis, in which
both lungs must be removed due to infection. Finally,
one technique that is gaining support due to the limited
supply of donor lungs is the transplantation of lower
lobes from living donors. Cystic fibrosis is the most
common disease for which this procedure has been
used.

Despite advances in surgical techniques, immuno-
suppressive therapies, and infection prophylaxis, sur-
vival rates after lung transplantation are significantly
lower than for other solid organ transplants. Data
reported from OPTN for lung transplants performed
between 1995 and 2000 show a 1-year survival of 75.4%
for men and 76.4% for women and a 3-year survival of
57% for both sexes. Complications from lung transplant
include airway complications, rejection, infection, and
malignancy. The most important causes of mortality fol-
lowing the time period just after surgery (perioperative
period) are acute rejection and infections. The greatest
threat to long-term survival is bronchiolitis obliterans, a

form of chronic tissue rejection found in up to 60–70%
of patients who survive 5 years. The cause of bronchi-
olitis obliterans is not entirely known, but proposed
mechanisms include HLA mismatching (incomplete or
imperfect genetic match of the graft tissue to the patient
tissue), viral infection (cytomegalovirus), decreased
oxygen to the airway (airway ischemia), and problems
related to the immune system. Currently, the only defin-
itive treatment for chronic rejection is retransplantation.

SEE ALSO: Acquired immunodeficiency syndrome, Chronic
obstructive pulmonary disease, Lung disease
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Lyme Disease Lyme disease is an infection
caused by a bacterium, Borrelia burgdorferi, which is
carried around in the adult deer tick, Ixodes dammini.
It begins as a slowly expanding skin rash and is associ-
ated with a tick bite or potential exposure to ticks. The
Centers for Disease Control and Prevention (CDC)
began surveillance for Lyme disease in 1982 and the
Council of State and Territorial Epidemiologists (CSTE)
designated Lyme disease as a nationally notable disease
in January 1991. Currently all 50 states and the District
of Columbia have reporting requirements.

THE VECTOR

Lyme disease is transmitted to humans through the
bite of infected Ixodes ticks. Ticks feed by inserting
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their mouths into the skin of unsuspecting prey, and
slowly ingesting host blood. The preferred host of
nymphal Ixodes tick is the white-footed mouse. The
preferred habitat for the adult tick is the white-tailed
deer. These ticks do not look like the common dog or
wood tick, they are much smaller, about 0.2 mm.

Even in endemic regions only 15% of ticks are
infected with B. burgdorferi (the causative agent of
Lyme disease). The vast majority of infection and dis-
ease onset occur between May and November, peaking
in June and July, when the nymphal stage tick is pre-
pared to feed. For infection to occur, an infected tick
needs to remain attached for 36–48 hours. Identification
of the tick bite and recognition of symptoms are key to
early diagnosis. There is no evidence of any person-to-
person transmission (respiratory or via body fluids), or
of any other vectors (flies, fleas, mosquitoes) transmit-
ting the disease.

THE DISEASE

Lyme disease is a zoonotic (coming from animals),
multisystem, multistage disease with the typical sign of
an early expanding skin lesion erythema migrans (EM)
present in 90% or more of patients. If unrecognized or
untreated, a patient may present weeks to months later
with neurologic, cardiac, and/or joint abnormalities.
Tissue damage occurs not as a direct result of spiro-
chetal infection, but rather from a nonspecific immune
response to infection.

Early Symptoms—Localized Disease

Within 3 days to about 1 month after being
infected, 90% of patients experience EM. Erythema
begins as a small red macular or papular lesion at the
site of the tick bite. As the bacteria migrate outward, the
area enlarges and eventually a “clearing” of the central
aspect of the lesion occurs (the “bull’s-eye” lesion). The
leading edge, though infected, remains flat and without
scaling. It may be warm, but is not usually painful, thus
often missed. As borrelia infection continues, it will
enter the bloodstream and disseminate.

Early Symptoms—Disseminated Disease

When the bacteria disseminate, one quarter of
patients experience multiple secondary annular skin

lesions. Both EM and the secondary skin lesions may
fade, but often reoccur. Systemic flu-like symptoms
including headache, fatigue, fever, chills, myalgia (mus-
cle pain), and/or arthralgia (joint pains) may present as
well, or alone. Few patients may also present with
excruciating headache, neck pain, and/or stiffness that
resolves in hours, without neurological deficit, and nor-
mal cerebrol spinal fluid (CSF) assessment.

Late Disease (Weeks to Months)

Sixty percent of untreated patients experience
arthritis, which is classically intermittent, asymmetric
with pain, and swelling in large joints, often the knee.
Arthritic episodes may last weeks to months, subside,
and reoccur with decreasing frequency over several
years. Fatigue is common but fever is rare. Ten percent
of patients become chronic through the stimulation of
an immune response against cartilage and bone similar
to that found in rheumatoid arthritis. Fifteen percent of
patients experience neurologic symptoms including
meningitis, encephalitis, radiculoneuropathy (spinal
nerve/nerve root manifestations), and/or facial nerve
palsies. These central nervous system symptoms present
with abnormal CSF, but patients do not have classic
meningitis. Symptoms last for months but usually resolve.
Eight percent of patients with late symptoms will develop
cardiac involvement: A-V block, mild left ventricular dys-
function, or rarely cardiomegaly (enlarged heart). No
murmurs are associated and symptoms are brief (days to
weeks), but may also reoccur.

Very late sequelae may include the chronic skin
lesions, acrodermatitis chronica atrophicans, which
are firm red patches that atrophy, often on the hands,
elbows, or knees. Neuropsychological effects, although
rare, may include mild memory dysfunction, subtle
mood changes, chronic fatigue, spinal cord inflamma-
tion, and sensory neuropathy.

DIAGNOSIS

Clinical symptoms with history of tick bite are suf-
ficient for the diagnosis and treatment of Lyme disease.
Early Lyme disease is based on the clinical presentation
and there is no need for laboratory testing. Culture is
definitive but very difficult, thus not used. Antibody
titers (a measurement of antibodies the body produces
in response to a specific infection) can prove helpful in
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diagnosis of patients with nonspecific symptoms.
Caution in indiscriminant testing may result in false posi-
tives and confusion. Testing is best done to confirm the
clinical suspicion, not just to search for a diagnosis.

LYME DISEASE AND PREGNANCY

Though an early report linked Lyme disease with
adverse outcomes, a later prospective study of about
2,000 pregnant women refuted the evidence, and con-
cluded that maternal infection of Lyme disease was not
associated with fetal mortality, decreased birthweight,
premature delivery, or congenital malformations. If a
pregnant woman, however, becomes infected, it is rec-
ommended that she receive prompt treatment to elimi-
nate disease and prevent future manifestations. There
have been no known cases of fetal infection from moth-
ers who contracted the disease and were treated.

TREATMENT

Early, nonspecific symptoms in an endemic area are
an indication to treat. Successful treatment can occur
even with late symptoms, but will be most rapid when
identified early. As some symptoms may not clear for
3 months after completion of antibiotics and it is difficult
to prove successful elimination of B. burgdorferi from
the system, the determination of end point for treatment
may be difficult! Current guidelines should guide all treat-
ments. Doxycycline, amoxicillin, and cefuroxime axetil
are currently the preferred drugs. With late symptoms,
intravenous antibiotics are advised. Approximately 10%
of patients experience a Jarisch–Herxheimer reaction
(temporary worsening of symptoms with the initiation of
treatment), headache, musculoskeletal pain, and/or
fatigue depending on the severity of their disease.

PROPHYLAXIS AND PREVENTION

Prevention is the key step in avoiding infection.

1. When possible, avoid tick habitats, especially
during spring and summer. Ixodes prefers a moist
shaded environment: areas of leaf litter and forests or
areas of low-growing vegetation.

2. Minimize exposed skin when venturing into
infested areas: Wear light-colored clothes (to see ticks

better), tuck pants into socks, and wear long sleeved
shirts.

3. Insect repellants containing DEET are very
effective when applied to clothing and exposed skin.
DEET can be used safely on children but follow prod-
uct directions.

4. Perform tick checks regularly and remove
attached ticks. If embedded ticks are found, remove
them using fine-tipped tweezers. Grab the tick as close
to the skin as possible and with a firm steady motion
pull the animal away. Do not worry if mouthparts are
left behind, they do not transmit disease and human
immunity can usually handle the remnants. Next, clean
the area thoroughly with an antiseptic, and report any
signs of EM or Lyme disease.

There is no indication for prophylactic treatment of
asymptomatic patients after tick bite, but if symptoms
arise (EM or nonspecific), medical attention and treat-
ment are indicated. As of February 2002, the LYMErix™
Lyme disease vaccine was no longer manufactured, pri-
marily due to concerns that the vaccine itself induced
chronic arthritis in certain patients. There is ongoing
research into new vaccines.

SEE ALSO: Arthritis, Rheumatoid arthritis
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Mammary Glands The mammary glands, or
breasts, are actually modified sebaceous glands (sweat)
that are designed to secrete milk. On average, each
breast weighs 200–300 g. They are composed of glan-
dular tissue, fat, and supporting or stromal tissue. Each
breast is organized into 12–25 triangular shaped lobes.
Each lobe is composed of several smaller lobules. The
breast lobules are linked by a collecting duct system
which is responsible for the passage of milk. The
spaces between the lobules are filled with fatty tissue.
This intricate duct system terminates in the central
portion of the breast, the areola or nipple area.

Pathologic (disease) changes may occur in any of
the breast tissue. For example, the fat tissue in the
breasts may actually necrose, or die, in response to
trauma. Additionally, the stromal or support tissue of the
breasts may give rise to fibrocystic changes, or benign
solid tumors, called fibroadenomas. Breast cancer may
also develop in any part of the breast.

Breast tissue responds to hormonal changes. Pain
and swelling may occur prior to menstruation. Addi-
tionally, certain medications, particularly hormonal med-
ications such as oral contraceptives, may also cause
changes in the breasts. Early in pregnancy, the breasts
prepare for lactation and may become tender and
enlarged. After delivery, the breast tissue engorges to pre-
pare for breast-feeding. When a woman chooses not to
breast-feed or when she weans her infant, engorgement
(swelling due to milk accumulation) may cause pain, and
even a low-grade fever. The pain usually responds well
to mild pain medications and cold compresses, and will
usually resolve in approximately 2 weeks.

As women age, breast pain often diminishes.
Hormone replacement therapy, however, may trigger
pain in postmenopausal women.

SEE ALSO: Breast-feeding, Mammography, Mastectomy, Mastitis,
Pregnancy

KAREN L. ASHBY

Mammography Breasts share the same basic
structure. The mammary glands produce milk and are
found in clusters throughout the breast. Ducts take the
milk from the glands to the nipple during breast-
feeding. Lymph nodes are present under the arm. The
lymph nodes are small, normally bean-sized structures
that help to fight infection and enlarge in the presence
of infection or cancer in the breast tissue. There are
reservoirs within the breast that store the milk. The are-
ola is the part of the nipple that lubricates the nipple
with oil. Fat in fibrous tissue surrounds the glands and
ducts and gives the breast its smooth shape. Women
who have more fat tissue in the breast have a softer
breast, while having more fibrous tissue in the breast
makes the breast feel firmer. Normally, a lump is easier
to locate in a softer or more fatty breast, as compared
to a firmer, dense breast.

At the time of each menstrual cycle, the drop in
hormones results in a sloughing (breakdown) of the
ductal lining. This lining regrows again in a cyclic fash-
ion. The blood vessels around the ducts in other cells

Mammography
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also undergo changes during the menstrual cycle. This
causes the breasts, in some women, to become swollen,
tender, denser, or lumpier in the week before menstru-
ation. During pregnancy, the milk glands, ducts, areo-
lae, and nipples enlarge. The breasts feel heavy, lumpy,
and tender when nursing stops. Breasts usually return
to their former size; however, they may be less firm. In
many parts of the breast, the glandular growth remains
until it reduces at the time of menopause. At the onset
of menopause, there is a loss of breast tissue, structural
components, and an increase in the fat. The milk glands
and ducts shrink and the breasts become smaller and
softer. The supporting ligaments lose some of their
strength. It is important to note that the changes asso-
ciated with the hormonal changes during a menstrual
cycle are not uniform throughout the breast. This can
cause some asymmetric findings on physical examina-
tion of the normal breast.

EPIDEMIOLOGY

As a result of widespread screening, breast cancer
is the most commonly diagnosed cancer and the second
leading cause of cancer deaths in women. The most
common cause of death from cancer is lung cancer.
Breast cancer in women under the age of 55 is an
important cause of cancer death; however, half of all
new cases and over half of the deaths occur in women
over the age of 65 years. The estimated lifetime risk of
developing breast cancer is now one out of every eight
women.

RISK FACTORS FOR BREAST CANCER

The National Cancer Institute has developed a com-
puter program that uses information to calculate a
woman’s estimated risk of breast cancer. This program can
be found on the institute’s website (http://cancertrials.
nci.nih.gov).

Factors in the development of breast cancer
include increased risk with increased age. The risk of
breast cancer is greater with earlier onset of menarche
(first menstrual period), which is the age that menstrual
cycles begin. The age of the first live birth is important
as the risk increases with later age of first pregnancy.
Risk increases with the number of first-degree relatives
with breast cancer. Prior breast biopsies, especially
those showing atypical hyperplasia (abnormal cells on

microscopic exam), help to predict an increased risk of
breast cancer. Race is important as the risk is greater in
white females. African American women have a lesser
risk of breast cancer followed by Hispanic American
women. Japanese American women have the lowest
risk of breast cancer. It is important for all women to
understand that all are at risk for breast cancer and that
the majority of women with breast cancer have no iden-
tifiable risk factors. Other established risk factors
include rare genetic problems that account for 5–10% of
breast cancers. These are called BRCA-1 and BRCA-2
gene mutations. Risk factors for women with a personal
history of breast cancer include a history of some spe-
cific breast cancers (ductal or lobular carcinoma in situ),
or a history of receiving high-dose radiation therapy at
an age of younger than 40. Late age at menopause is
another risk factor.

WHAT IS A MAMMOGRAM?

A mammogram is an x-ray of the breast tissue. The
mammogram is reviewed by a radiologist, and if he/she
finds an abnormality, may recommend other examina-
tions. The mammogram should be scheduled during the
time that the breasts are less likely to be tender. This
will help to ensure that it is a more comfortable expe-
rience. It is important not to use deodorant, powder,
lotion, or perfumes on the breasts or under the arms.
Mammography is a simple procedure. The woman
undergoing the exam undresses from the waist up and
the breast is positioned on the x-ray machine and
placed between two flat pieces of plastic. The breast is
pressed between the plates for a few seconds while the
x-ray picture is taken. The pressure is slightly uncom-
fortable to many women; however, it does not harm the
breasts. It is x-rayed from the side and from above. The
complete examination takes about 15 minutes.

An ultrasound examination utilizes sound waves to
produce an image of the breast tissue. It is used to eval-
uate whether a lump is a fluid-filled cyst or a solid
lump. Fluid-filled cysts are not cancerous. Solid lumps
may or may not be a cancer. The next step for a solid
lump is usually a biopsy, where a small amount of the
tissue or the entire lump is removed and analyzed. It is
important to note that most lumps are not cancer.

The average mammogram delivers between 0.7
and 1 rad (x-ray units of measure), which is a minimal
amount of radiation. This is about 10% of the exposure
delivered 20 years ago. While there is a miniscule
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increased risk of cancer due to the radiation, the far
greater risk is in missing a curable cancer at an early
stage.

As in many fields of medicine, there is ongoing
reassessment of the way that we look for early cancers,
and breast cancer is no exception. The National
Guideline Clearinghouse provides a guideline synthesis
compiling all the major guidelines for breast cancer
screening. The American Cancer Society, the American
College of Radiology, and the U.S. Preventive Services
Task Force recommend routine mammographic screen-
ing for women between the ages of 50 and 69 years.
The U.S. Preventive Services Task Force recommends
annual or biannual screening, while the American
Cancer Society recommends annual screening. The
screening should begin earlier in women with high risk
for breast cancer (including those having relatives with
breast cancer). The organizations that evaluate screen-
ing agree that there is no clear age at which mammog-
raphy should be no longer offered to patients.
However, this decision should be made on an individ-
ual basis, based on the person’s preference and her
potential risks and benefits of the procedure. The main
area of controversy is the mammographic screening of
women between the ages of 40 and 49, who are at aver-
age risk for breast cancer. The American Cancer Society,
the American College of Radiology, and the U.S.
Preventive Services Task Force recommend routine
screening in this age group. All three guideline groups
acknowledged that the benefit of screening in women
younger than 50 is weaker than the evidence for older
women; however, they do support the screening. The
recommended frequency of mammography in a woman
in her 40s is every 1–2 years. This should be decided
with her health care provider.

AT WHAT AGE SHOULD WE STOP 
GETTING MAMMOGRAMS?

Beyond the age of 70, the patient and her physi-
cian should make the decision. Frail elderly women
with other life-limiting conditions may choose not to
have this test performed.

Even though breast self-examination is not a
proven way to screen for breast cancer, it is important
to emphasize that women should be advised to report
any breast changes that they may detect themselves to
their physicians. It is important for the patient to look
and feel for breast changes on her own.

BRCA-1 TESTING

In recent years, a breast cancer gene called BRCA-1
has been identified and it carries an 85% lifetime risk of
breast cancer and a 60% risk of ovarian cancer. These
familial breast cancer syndromes account for less than 1
in 10 breast cancers. Even in women with several fam-
ily members with breast cancer, routine screening for
BRCA-1 is negative more than 90% of the time. BRCA-1
gene testing is not indicated in everyday practice, as
there are no long-term data to support its use.

SEE ALSO: Breast cancer, Breast examination, Breast-feeding,
Breast lumps, Lactation, Mastectomy
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The National Cancer Institute: http://cancertrials.nci.nih.gov

KATHLEEN WOLNER

Manic Depressive Disorder see Bipolar
Disorder

Marianismo As projected, the most recent census
data have confirmed that the Latino population has
become the largest ethnic minority population in the
United States. The increase in population reinforces
the need for a greater understanding of cultural vari-
ables that impact the provision of culturally compe-
tent services. One of these variables is the concept of
marianismo. The term marianismo originated in the
anthropological literature and was used to describe the
observed behavior of Latina women in Latino society. It
implies that women are spiritually superior to men and
subsequently able to withstand extreme sacrifices and
suffering for the sake of the family. The self-sacrifice
involved in this marianista identity, likened to martyr-
dom, enables the Latina woman in traditional Latino
culture to gain respect and admiration from others.
This is where she extracts her identity and power. In
return for her suffering, she expects to be highly rein-
forced through others’ esteem of her. The reinforcing
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components of marianismo send strong messages about
what is expected of the Latina woman.

In the mental health literature, Latino professionals
discuss marianismo as a framework to help clinicians
understand what Latina women are experiencing in
mainstream American society. Practitioners found
Latinas in treatment often presented with struggles
involving cultural conflicts or differing sex role expecta-
tions. In treatment, marianismo is a cultural component
that can guide understanding and therapeutic interven-
tion with Latinas faced with negotiating these struggles.

Marianismo encompasses traditional cultural dictates
related to sexuality, gender roles, family, motherhood,
relationships, and behavior. Marianismo defines the Latina
“role model” as the Virgin Mary, emphasizing virginity
and nonsexuality for the “good” woman. The sexual
messages Latinas receive within their cultural contexts
tend to be intermixed with issues of duty, honor, security,
self-worth, and control, but never with satisfaction or
pleasure. The high value placed on sexual morality has
great implications for Latinas being raised in the United
States. For example, Latina adolescents may face conflict
over the dominant society’s dating norms and family’s
restrictions. In addition, traditional sexual mores may put
the Latina at risk of sexually transmitted diseases by not
questioning her partner’s sexual behavior or securing her
own sexual protection. It may also place them at risk of
becoming victims of domestic violence. The risks identi-
fied above are due to: (a) males having the sexual and
decision-making rights; (b) acceptance of male infidelity;
(c) the denial of bisexuality in the Latino community; and
(d) the submissiveness of Latinas.

The Latina is expected to sacrifice her needs for
those of her family, especially her children. In traditional
Latino culture, the Latina’s value is increased when she
becomes a mother. The Latina also gains power through
subscribing to marianismo and exerting indirect manip-
ulation through her children. It is not surprising then
that, when there is a conflict over roles, the Latina will
more likely choose the role of mother. These findings
have implications for the attainment of both educational
and professional goals. Researchers have found that
Latinas who delayed marriage and family pursued a
college career more often and tended to persist in col-
lege longer than women following traditional sex roles.
Thus, the conflict between traditional roles of wife and
mother and having a career may be particularly signifi-
cant for Latina women.

Cultural conflicts arising from marianista values
versus American values can cause psychological

distress. Thus, Latina women must learn to reshape
traditional role expectations in response to the major-
ity’s structural demands. The Latina must learn to nego-
tiate conflicting values and begin identifying areas of
change. The focus of this negotiation process is that of
a person–environment fit. It does not place judgment
or blame on the Latina. In practice, the clinician needs
to be aware of this adjustment and role identification
process, while continuing to recognize variability of
marianismo values and conflicts within each Latina.
The Latina must be able to envision herself as an agent
of change in order to accept herself as a competent,
successful, worthy Latina, capable of self-love. The
Latina woman in the United States must learn to nego-
tiate the components of her marianismo and decide on
what she wants to retain, modify, or dismiss and in
what environments she chooses to do any or all of the
above.

The concept of marianismo is not without critics.
Many believe that the term places a negative stereotype
on Latina women and believe a more accurate descrip-
tion of marianismo is the concept of a traditional cul-
tural value set. Whether one uses the term marianismo
or the concept of values, like any descriptor of a group,
both individual and group differences must be
accounted for. Thus, it is not assumed that every Latina
will have internalized every or any aspect of marian-
ismo nor is it assumed that an “acculturated” or “assim-
ilated” Latina does not struggle with cultural conflicts
related to marianismo and American culture. In sum,
while marianismo can aid understanding and boost
culturally competent services, it is not to be used as a
definitive label of the Latina.

SEE ALSO: Acculturation, Gender role, Latinos
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Marijuana Marijuana or hemp (Cannabis sativa) is
a plant that has been cultivated for thousands of years
in various parts of the world for its fiber, seeds, medic-
inal, and psychoactive properties. The chemical com-
pounds responsible for the intoxicating and therapeutic
effects are found in the sticky resin released from the
flowers of female plants. The marijuana plant contains
more than 400 known compounds of which about 60
have a structure similar to cannabinoids. The main psy-
choactive substance is generally believed to be delta-9-
tetrahydrocannabinol (THC). Cannabinoids act on a
specific receptor that is widely distributed in the brain
regions involved in cognition, memory, pain percep-
tion, and motor coordination.

Marijuana (“grass,” “weed,” “pot”) is prepared by
drying the leaves and the flowering tops of the plant,
and may be smoked in a rolled cigarette (“joint”), in a
pipe, or, more recently, in a cigar (“blunt”). Hashish
consists of dried cannabis resin and generally contains
higher levels of THC. Cannabis preparations may also
be eaten or drunk as a tea, but smoking is the easiest
way to achieve the desired psychoactive effects.

In the United States and most of the developed
world, cannabis is an illegal substance and is primarily
used for its psychoactive properties. However, for cen-
turies marijuana has been used in various parts of the
world not only as an intoxicating agent but also as a
medicinal substance.

From 1850 until 1937, cannabis was used in
American medical practice for a wide range of condi-
tions. The Marijuana Tax Act of 1937 introduced the first
federal restrictions on marijuana and outlawed the non-
medicinal, untaxed possession or sale of the drug. The
Comprehensive Drug Abuse Prevention and Control Act
of 1970 classified marijuana as a Schedule I controlled
substance. Since then, there have been several attempts
to legalize its medical use. In 1987, the Food and Drug
Administration approved dronabinol, a compound con-
taining synthetic THC, as a Schedule II controlled sub-
stance for treatment of chemotherapy-induced nausea
and vomiting.

In the United States, cannabis became a major drug
of abuse in the late 1960s, with peak usage occurring
in the late 1970s and early 1980s. According to the
Monitoring the Future Survey, in 1979, about 51% of
high school seniors reported having used marijuana at
least once in the past 12 months. The lowest levels of
use occurred in 1992 with about 22% reporting annual
use. The 1990s saw the resurgence of use, and annual

prevalence rates peaked in 1997 reaching almost 40%
among twelfth-grade students. Currently, marijuana is
the most commonly used illicit drug in the United States
according to the 2001 edition of the National Household
Survey on Drug Abuse.

Despite the fact that cannabis is one of the most
widely used psychoactive substances in the world, its
health and psychological effects are still not well under-
stood and remain the subject of much debate. Due to
its legal status, clinical studies of marijuana are difficult
to conduct. As a result, data on the adverse effects of
the drug are more extensive than data on its therapeu-
tic effectiveness.

Cannabinoids produce a variety of acute psycholog-
ical effects in humans. THC is rapidly absorbed into the
bloodstream after smoking, and acute peak effects
appear between 10 and 60 min, diminishing substantially
over the next 2–4 hr. Oral administration is slower to take
effect and lasts longer. Psychological effects (being
“high” or “stoned”) are usually characterized by euphoria
and relaxation coupled with the intensification of ordi-
nary sensory experiences, including sexual activity. Short-
term memory and attention, motor skills, and reaction
time are also impaired while a person is intoxicated.
High doses of the drug can facilitate anxiety, paranoia,
and panic in both experienced and naive users.

For a long time it was thought that marijuana depen-
dence was not possible. Recent research suggests toler-
ance and withdrawal, and therefore dependence, may
occur in long-term, high-dose (daily) users; however, it is
not seen in casual or moderate users. The symptoms of
withdrawal may include irritability, insomnia, restlessness,
loss of appetite, and more, but none are life threatening.

Physiological effects are many and varied but par-
ticularly noteworthy for individuals with cardiovascular
problems, since the fluctuations in blood pressure and
increases in heart rate exacerbate those problems. There
are no reports of deaths that are directly linked to
cannabis overdose from its acute effects in healthy
adults. A number of in vitro and in vivo studies suggested
that the immune system may be impaired after exposure
to cannabis. However, the clinical significance of these
changes is not well understood, and there is no conclu-
sive evidence that consumption of cannabis impairs
human immune function. Studies conducted with HIV-
positive homosexual men have shown that cannabis use
was not associated with an increased risk of develop-
ment of AIDS among HIV-infected individuals.

Although there is a paucity of information on
gender-specific marijuana effects, some evidence
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suggests that cannabis affects sex hormones. In animal
studies, chronic administration of high doses of THC
lowers testosterone secretion, impairs sperm production
in males, and disrupts the ovulation cycle in females.
However, evidence of the effects of cannabis on human
fertility is inconclusive. Suffice it to say, individuals
experiencing fertility problems would benefit from
remaining abstinent from cannabis.

In some parts of the world, cannabis preparations
were thought to have therapeutic value in childbirth
and pregnancy. In modern medical practice, cannabis is
considered to have damaging effects on the fetus.
Numerous studies have explored cannabis as a perina-
tal risk factor, but the results of these studies have been
contradictory, and it was difficult to isolate the effects of
cannabis from many other variables that could influ-
ence the outcomes of pregnancy. Nevertheless, new
clinical studies suggest that prenatal exposure to
cannabinoids does result in adverse consequences for
the offspring. However, these defects are subtle and are
not apparent immediately after birth. Again, for preg-
nant or breast-feeding women, abstinence from
cannabis should be the norm.

Advocates of the medical marijuana movement
argue that cannabis has numerous therapeutic proper-
ties and is less toxic and more effective than some con-
ventional therapies. Considerable debate exists in this
area and will not be resolved soon, in large part
because there is a lack of clinical studies to evaluate
potential benefits and adverse effects in comparison to
other existing therapies.

SEE ALSO: Addiction, Substance use
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RAMINTA DANIULAITYTE

Marital Status Sociologists refer to marital status
as an achieved characteristic, in the sense that marital
behavior is socially defined and influenced, rather than
having any biological properties. Children are typically
assumed to be single (never married), whereas adults
are generally classified as being single, married, sepa-
rated, divorced, or widowed, although of course people
may change categories at various times in their lives.
Virtually every human society assumes that most people
will marry when they become adults, and social and
biological reproduction tend to take place in the family
unit formed by married people.

Data from the 2000 Census in the United States
show that 24% of females aged 15 and older had never
been married, a slight increase from 23% in the 1990
census. Almost half of women (49%) were currently
married with a spouse present in 2000, while 16%
were separated or divorced, and 10% were widowed.
These figures vary by age, of course, with divorce and
especially widowhood increasing with age. Globally,
the average age at marriage for women is a key deter-
minant of their social status, and even in the United
States, the Current Population Survey in 2000 found that
women were marrying 4 years later in life than they had
in 1970. In 2000, the median age at first marriage was
25.1 years for women and 26.8 years for men, while in
1970, the corresponding figures were 20.8 and 23.2.

The postponement of marriage has led to a sub-
stantial increase in the proportion of young, never-
married adults. For example, between 1970 and 2000,
the proportion of those who had never married dou-
bled for women ages 20–24, from 36% to 73%, and
more than tripled for women ages 30–34, from 6% to
22%. Among existing marriages, the divorce rate has
stabilized since the 1980s, with about 40% of marriages
likely to end in divorce in the United States.

Marital status is an important factor (along with edu-
cation, race, and age) influencing labor force participa-
tion and differences in economic well-being of
households. Single women without children spend a far
larger proportion of time over their life cycle in labor
market activity, increasing economic inequality among
women. However, families headed by females, especially
those with children, are among the poorest households
in the United States. The obvious disadvantage is that a
household with only one earner (e.g., a single mother)
will have fewer resources than a household with two or
more earners. However, the impact may go beyond that.
Research has also demonstrated that family and other
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social networks can help people find employment and
meet basic needs. Many types of resources flow to indi-
viduals who have strong network attachments, including
childcare, help in emergencies, and resources that allow
people to undertake new endeavors such as school
enrollment or the purchase of a new home. Married peo-
ple, who have greater material resources, also have
larger support networks, both in the number and the
variety of sources of support. Those who have never
married and have lower human capital are most likely to
reside with relatives or friends. Resources from family
and others outside the household are an important
income source for low-income single mothers.

The relationship between marital status and health
has been a topic of interest for some time. It has been
shown in the United States as well as in several other
countries that married persons have lower rates of mor-
tality, morbidity, and mental disorders than the unmar-
ried. Among the unmarried, there are several patterns of
health differentials. When self-reported health status
and health conditions are used, the divorced and sepa-
rated have the highest rates of poor health, followed by
the widowed. Rates of mental illness are lowest for the
married and never married, followed by the divorced,
widowed, and, finally, the separated.

There are two widely accepted explanations
about the relationship between marital status and
health: (a) marriage selection and (b) marriage protec-
tion. Marriage selection refers to the differential selec-
tion into and out of marriage. Generally, spouses may
be selected into marriage based on the absence of
physical and mental disability, as well as on a range of
health-related characteristics such as emotional stability,
risk-taking personality, income, and physical appear-
ance. On the other hand, marriage may protect against
poor health in several ways. Marriage may strengthen
social integration; provide a source of instrumental sup-
port for tasks like household work; increase economic
resources; contribute to the pool of knowledge and
important information processing; and may provide
practical assistance and care, especially when a mem-
ber of the family gets sick. The presence of a spouse
may also discourage risky behaviors such as heavy
drinking and substance abuse and encourage healthy
behaviors like adherence to medical regimens. It is
often found that smoking and alcohol abuse are more
common among the unmarried, and in particular, the
divorced.

Married people may also benefit from emotional
rewards from family relationships. However, changes in

marital status, such as the death of a spouse, may also
be harmful. Such psychological factors may well influ-
ence various important lifestyle factors, and thus con-
tribute to a weakening of the patient’s physical health.
Marital disruption, a particularly stressful life event, ele-
vates the risk of psychological distress thereby con-
tributing over the longer run to poor physical health
outcomes. In that case, widowhood, divorce, and sepa-
ration elevate the risk of poor health compared with
marriage (and being never married).

Some researchers have found that marriage tends
to be more beneficial to the health of men than of
women, whereas others conclude that both sexes ben-
efit equally from marriage, but perhaps for different rea-
sons. Women’s marital status is an important predictor
of some categories of health problems; however, their
influences vary for women of different age. It is
observed that divorce and poor female health status are
highly correlated in those societies where divorce is
uncommon and discouraged, because the divorce deci-
sion is usually taken after many difficult years, which
can be damaging to health. It has also been suggested
by several studies that differences in economic well-
being account for much of the difference in marital sta-
tus and health for women, because with high economic
status, women can afford to buy health insurance,
housing, and nutrition.

Unmarried men engage in well-established risky
health behaviors, including heavy drinking, drinking
and driving, substance abuse, and marijuana use, and
consequently are more likely to have physiological
markers of cardiovascular disease, such as high blood
pressure and worse cholesterol levels, than married
men. However, the association between marital status
and these risk factors is weaker and less consistent for
women. The health advantages of marital status proba-
bly vary by race and ethnicity. Several researchers
suggest, for example, that divorce impacts the mental
health of black women less than for white women
because divorced black women experience less stigma-
tization and more support from family and friends than
divorced white women.

SEE ALSO: Ethnicity, Morbidity, Mortality, Socioeconomic status
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Marriage Counseling see Couples Therapy,
Divorce Mediation, Psychotherapy

Masculinity Masculinity defies a simple definition.
It is typically represented as a set of stereotypical char-
acteristics that constitutes an energy, an essence, or a
state of being. But in this case, the whole would appear
to be greater than the sum of its parts. We recognize
masculinity when it is encountered, but it is difficult to
distill the interacting components into a single, unifying
definition that can be applied uniformly.

The most commonly encountered representation of
masculinity is best described by sex-role theory, which
proposes that humans unconsciously integrate arche-
typical ways of behaving that are appropriate to their
assigned sex from society’s institutions (see Femininity).
Sex-role theory characterizes masculinity as aggressive,
rational, dominant, and objective, and organizes it as
the polar opposite of femininity. However, life is not so
simple. Instead, a majority of men and women in a
given society at a particular point in time will endorse
a hegemonic masculinity. This means that social
processes are organized in cultures to maintain mascu-
line power by ensuring that subordinate groups view
male dominance as fair, reasonable, and in the best
interests of society.

Despite varying standards of masculinity through-
out history, it has always tended to define itself as dif-
ferent from and superior to femininity. In contemporary
U.S. culture, hegemonic masculinity is exemplified by

physical strength and bravado, suppression of vulnera-
bility, economic independence, authority over women
and other men, and exclusive heterosexuality with asso-
ciated objectification of women. The fact that few men
actually embody all of these qualities is of no conse-
quence. U.S. society supports hegemonic masculinity in
its institutions.

Societies tend to value masculinity over femininity.
This is exemplified by the extraordinary efforts in which
couples engage throughout the world to ensure that they
produce at least one son. Furthermore, societies expend
tremendous amounts of energy to guarantee that most
males do not stray into the feminine realm and will idol-
ize hegemonic masculinity. Additionally, the stereotypi-
cal traits embodied within hegemonic masculinity also
are not valued equally. For example, gay men may
exemplify all of the qualities of hegemonic masculinity,
but because they fail on the most valued trait—exclusive
heterosexuality—they are not considered real men.

Hegemonic masculinity reinforces the division of
labor between males and females. Perhaps the most
graphic example of this is that when men enter occu-
pations dominated by women, such as nursing and ele-
mentary school teaching, they receive better salaries,
are promoted faster, and are afforded more respect than
their female colleagues. Therefore, despite all of the
advances achieved through the hard work and dedica-
tion of feminists, power is still solidly within the realm
of masculinity. How is this possible? Men have adjusted
their relationship to women by accommodating super-
ficial changes but they have not allowed genuine
reform. Thus, within the paradoxical context of real
progress, hegemonic masculinity has managed to hold
and consolidate its privileges.

New movements have recently emerged that
attempt to reject hegemonic masculinity in lieu of
moving toward a more inclusive social framework. A
notable example is the Mankind Project Network. This
framework defines a mature masculinity as one that
integrates archetypical representations of king, warrior,
magician, and lover, and seeks to confront the destruc-
tive shadow side of each. For example, the warrior
archetype consists of two opposite and equally destruc-
tive poles—the sadist and the masochist. A mature mas-
culinity seeks to integrate the opposite poles for each of
the four archetypes and find a center between them.
The Mankind Project Network relies on the use of ritual
and rites of passage as a means of connecting men to
their growth process and the expression of moral and
ethical behavior within society.
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It remains to be seen if these new masculine
movements represent a true reform of hegemonic mas-
culinity or if they merely are a new form of accommo-
dation to women that will result in consolidating male
dominance.

SEE ALSO: Femininity, Feminism, Gender, Gender role,
Homosexuality
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Massage Massage is derived from the Arabic word
mass meaning to press and has been defined by
Westland (1993) as the aware and conscience manipu-
lation of soft tissues of the body for therapeutic purposes.
Many ancient cultures developed various systems of
massage to promote health and healing. Contemporary
approaches of massage have included bodywork

techniques such as strain–counterstrain, myofascial
release, craniosacral therapy, shiatsu, acupressure,
Rolfing, and applied kinesiology.

Some women may consider massage to be a lux-
ury; a form of self-indulgence to deal with tension and
feel more relaxed. Others may think about massage as
a way to manage more specific conditions such as pain,
swelling, scar tissue adherence, and muscle or tendon
tightness. Knowing and distinguishing between the dif-
ferent benefits that can be derived from various mas-
sage approaches can help women determine the best
intervention for their given condition or goal. Women
will also find it helpful to be familiar with the wide
range of practitioners who are skillful in applying mas-
sage for a variety of purposes and conditions. Examples
of such practitioners include physical therapists, nurses,
chiropractors, osteopaths, athletic trainers, and massage
therapists.

For the purposes of this entry, massage will be lim-
ited to classical Western massage, which includes tech-
niques that have ancient roots, but have been used
traditionally in Europe and the United States since the
19th century. The application of massage may produce
multiple and/or simultaneous effects. The benefits of
massage and the effects of massage have been well
described in the scientific literature, and are summa-
rized in Table 1.

Women should be aware that the effects depicted
in Table 1 do not necessarily occur with every massage
session and individual results may vary based on age,

Massage

Table 1. Benefits and effects of massage

Effect Description Benefits/outcomes

Mechanical Movement of body fluids, such ↓ Edema (fluid accumulation)
as blood and lymph ↓ Swelling

Movement of soft tissue, such as ↓ Pain
muscle, scar, tendons ↑ Flexibility of tissues

↑ Mobility
Physiological At the cellular level, increase flow of ↑ Mobility

nutrients and removal of waste ↓ Edema
products ↓ Swelling

↓ Pain
↓ Muscle spasm

Psychological/emotional Promotion of relaxation, decreased Relief of pain
anxiety, decreased depression Relief of stress

Release of tension
Increased body awareness

Immunological Enhance immune function ↑ Relaxation
and improved cell function ↓ Anxiety

↓ Pain
↓ Cortisol



health status, and receptivity. Women, therefore, should
be clear about the benefits they are hoping to achieve
through massage. It is recommended that a woman
choose a practitioner who not only can examine a
client’s status, and is skillful in applying massage tech-
niques, but is also able to determine if massage will
help the client achieve her goals.

Massage has been used as an intervention or
approach to address a wide range of health issues
prevalent in women. Some of these health concerns
include stress, anxiety, depression, and headaches;
gynecological issues such as fibroids and pregnancy/
labor and delivery; and premature or low-birthweight
infants.

The most compelling benefit of massage is in the
area of stress reduction and health promotion. Stress
can be defined as a general feeling of fatigue and ten-
sion. Psychological consequences of stress can include
decreased coping behaviors and alteration of mood pat-
terns. Physiological changes associated with stress
include hypertension (high blood pressure); increased
respiratory rate and heart rate; changes in levels of glu-
cose, cortisol, adrenaline/noadrenaline; and alterations
in blood flow rates to muscle.

In addition to cognitive and behavioral therapies,
effective stress management often includes massage as
a strategy that can promote relaxation by heightening
body awareness and increasing sensory feedback. In
several studies, massage has been demonstrated to be
effective in reducing both hypertension and rapid
respiration. Anxiety and depression are conditions that
are distinct from stress, but frequently accompany
stressful situations. Symptoms common to anxiety are
muscle tension, heart palpitation, sweating, and insom-
nia. Symptoms common to depression include
decreased concentration, irritability, and insomnia.
Often a combination of symptoms is presented. As anx-
iety, depression, or stress become chronic, women are
likely to respond to muscle tension, pain, and fatigue
with abnormal sitting and standing postures as well as
changes in movement patterns. Massage would then be
used as a tool to produce the additional changes
needed for proper body alignment as well as the nec-
essary physiological and psychological changes.

Researchers have investigated massage as an inter-
vention for depression in subjects with a history of sex-
ual abuse, eating disorders, and postpartum depression.
In these studies, massage appears to be helpful in
reducing depression and anxiety associated with the
given disorder. In some instances, positive changes in

body awareness and body image, and a reduction of
stress hormone levels have been noted.

Many women suffer from recurring tension and
migraine headaches, which may or may not be associ-
ated with stress. Several researchers have demonstrated
that massage, when administered as part of a pain man-
agement regimen, is beneficial for reducing the severity
and duration of headaches. Although the mechanism as
to how massage can affect headaches requires addi-
tional investigation, researchers suggest that massage
can directly affect the soft tissue impairments that lead
to abnormal muscular tension and irregular blood flow
patterns commonly found with headaches and
migraines.

Pregnancy, along with labor and delivery can be
responsible for trauma and disorders of the female mus-
culoskeletal and urogenital systems. Back pain during
pregnancy, which is often due to postural changes and
joint laxity, can frequently be improved with a combi-
nation of massage, exercise, posture training, and
proper positioning. Historically, massage during labor
was used to assist in uterine contractions and move-
ment of the baby’s position. Today, the purpose of mas-
sage during labor and delivery is to promote relaxation
and pain reduction. Researchers have demonstrated that
women receiving 20-minute massages every hour dur-
ing labor report fewer depressed moods, less stress, and
less pain compared to women not receiving massages.

Perineal massage is a specific type of massage per-
formed directly to the perineum, the area between the
vulva and the anus. Many obstetrician/gynecologists
advocate the use of perineal massage to reduce the risk
of tearing the perineum during delivery as well as to
reduce the need for an episiotomy, a procedure in
which the obstetrician surgically cuts the vulva to
prevent it from tearing. During pregnancy, women
are taught perineal massage and are encouraged to
practice it on a regular basis. At the time of delivery, her
obstetrician further performs the massage. At present,
there are conflicting findings regarding the benefit of
perineal massage, although women often report satis-
faction with the technique in preparing both physically
and psychologically for birth.

For new mothers of premature infants, massage has
been demonstrated to facilitate the infant’s growth and
development. In several studies, premature infants who
receive massage have shown improvement in motor
function, greater weight gain, and better sleep cycles.
The positive effects of massage frequently found in
adults, such as a lower heart rate, decreased respirations,
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and a reduction of stress hormones, are also found in
the infants who receive massage. Often the newborn’s
mother is trained to perform massage with her baby both
in the hospital and at home.

There are additional gynecological disorders for
which massage may be clinically applied. The effec-
tiveness of massage application for scar management of
fibroids, infertility due to scar adhesions, and cosmetic
breast scars has yet to be expanded and explored.
Further research is needed in these areas. It should be
mentioned that massage does not produce changes in
subcutaneous fat distribution, cellulite, or change in
body contours.

The benefits of massage have been well docu-
mented in the scientific literature. To reduce stress and
improve overall health, women should consider work-
ing with a practitioner who can administer therapeutic
massage as part of a health and wellness program.
Women who are pregnant should explore massage for
its physiological and psychological benefits. Regardless
of one’s condition, however, it is important to find a
practitioner who can examine your condition and assist
you in determining if massage will help you reach your
desired outcome or goal.

SEE ALSO: Anxiety disorders, Depression, Headache, Migraine,
Pregnancy, Stress

Suggested Reading

Andrade, C., & Clifford, P. (2001). Outcome based massage. New York:
Lippincott, Williams & Wilkins.

Freeman, L. W., & Lawlis, G. F. (2001). Mosby’s complementary & alter-
native medicine: A research-based approach. St. Louis, MO: Mosby.

Giovanni, D. D., & Wood, E. (1997). Beard’s massage. Philadelphia: 
W. B. Saunders.

Holey, E., & Cook, E. (1997). Therapeutic massage. Great Britain: The
Bath Press.

Westland, G. (1993). Massage as a therapeutic tool: Part 1, British
Journal of Occupational Therapy, 56 (1), 129–180.
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Mastectomy Mastectomy is a surgical procedure
which involves the removal of either the entire breast
or a segment of the breast. Usually performed for can-
cer of the breast, it can also be used for prophylactic
removal of the breast for women who are at high risk
of developing breast cancer.

Breast cancer begins as a local disease in the breast
and if not treated spreads (metastasizes) to other parts
of the body. The idea of removing the breast or a part
of it goes as far back as Vesalius in the 16th century.
Currently the type of surgery performed is determined
by the extent or “stage” of the cancer.

STAGES OF BREAST CANCER

Stage 0 (in situ). This includes ductal or lobular
carcinoma in situ (CIS), which is noninvasive cancer,
and Paget’s disease, which is a local cancer of the nip-
ple. There are two types of in situ: (a) intraductal
(DCIS) which is noninvasive ductal carcinoma and
(b) lobular CIS which is precancerous, more often mul-
ticentric (found throughout the breast), more often in
both breasts.

Stage I. Early cancer, the tumor is 2 cm (3/4 of
an inch) or smaller with no evidence of tumor in the
axillary lymph nodes (under the arm) and no distant
metastasis.

Stage II. Tumor size is 2–5 cm (3/4–2 in.), lymph
nodes may be positive or not; but if the nodes are pos-
itive in a tumor less than 2 cm in size, this would qual-
ify as Stage II.

Stage III. III A: The tumor is smaller than 5 cm
(2 in.); axillary nodes are positive and it has spread to
other lymph nodes; or the tumor is larger than 5 cm
and has spread to the lymph nodes under the arm.
III B: The cancer has spread outside the breast to the
chest wall, muscles, and skin, or the cancer has spread
to lymph nodes inside the chest wall near the breast.

Stage IV. There is evidence of distant metastasis
to other organs usually the bones, lungs, liver, or brain
regardless of size.

TYPES OF SURGICAL PROCEDURES

The surgical technique that was used for the
greater part of the 20th century was the radical mastec-
tomy described by Dr. William Halstead in 1894 in the
Johns Hopkins Hospital Report. This surgery involved
removing the entire breast, skin and chest wall (pec-
toralis major) muscles, the contents of the axilla (under
the arm), and skin, and required an extensive skin graft.
Results with this form of surgery resulted in an imme-
diate and drastic decrease in chest wall recurrences.
Research in the 1970s and 1980s showed that there was
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no advantage to removing the chest wall muscles and a
new surgical technique, the “modified radical mastec-
tomy,” virtually replaced the radical mastectomy. By
1990, only 0.4% of all surgeries for breast cancer were
of the radical mastectomy type. Modified radical mas-
tectomy involves a total mastectomy, removing the
breast, nipple, and areola with removal of 10–20 lymph
nodes under the arm, called an axillary lymph node dis-
section, without removing the major chest wall muscles.
The surgery takes approximately 2–3 hr and breast
reconstruction can be performed immediately. It
became the most popular surgery for early stage can-
cers, if the tumor is 5 cm or greater, if the skin or mus-
cle is involved, or four or more axillary lymph nodes
are positive for cancer cells.

Total mastectomy without removing the axillary
lymph nodes is used for extensive ductal CIS or in inva-
sive cancer when the sentinel lymph node (see below)
is negative.

BREAST CONSERVATION THERAPY 

More recently, breast conservation therapy (BCT) is
being used. This involves combining two modalities:
breast conserving surgery, also known as lumpectomy,
with 5–7 weeks of postoperative irradiation.

The goal of BCT is local control of the cancer and
maintenance of a cosmetically normal appearance of
the breast. It was demonstrated in the 1980s to have
equal risks of recurrence compared to mastectomy. In
1990, a Consensus Development Statement by the
National Institutes of Health recommended lumpectomy
for as many as 50–75% of women with early breast
cancer.

Breast conserving surgery, the first phase of BCT,
also called wide local excision or lumpectomy, leaves a
safety margin of healthy breast tissue. It can be done
under local or general anesthesia in a standard operat-
ing room or an outpatient surgery center and takes
approximately 1 hr. The specimen is sent to pathology
to assess that the margins of the specimen are without
tumor (“clear”).

Contraindications to lumpectomy are: (a) the pres-
ence of more than one tumor, or if there are suspicious
areas of calcifications, small specks of calcium demon-
strated on mammography, elsewhere in the breast,
(b) if the tumor is so large or the breast so small that
cosmetic results following surgery would not be satis-
factory, (c) if the tumor is found to extend beyond the

margins of the tissue that was removed, (d) if the
woman is not willing to have radiation therapy after
surgery or has had prior irradiation to the breast or
chest wall, or if there is no access to radiation treatment
in the community. Collagen vascular disease such as
scleroderma poses a risk to irradiation. It cannot be per-
formed for women if they are pregnant. However, if a
woman is pregnant in the 2nd or 3rd trimester, she may
have surgery and chemotherapy and postpone irradia-
tion until after delivery. Finally, if a woman would pre-
fer to have a mastectomy rather than BCT, she should
be given that choice.

SENTINEL LYMPH NODE BIOPSY

This procedure, which has been added to the
armamentarium of breast cancer treatment within the
past decade, involves obtaining a tissue sample from
the sentinel node, the “first lymph node,” which drains
lymphatic fluid from the breast. It is performed only if
there is a single tumor less than 5 cm, the woman has
not had prior chemotherapy or hormone therapy, and
the lymph nodes feel normal. The surgeon injects either
a blue dye or a radioactive substance into the area
around the tumor. The lymphatic vessels carry the dye
to the first lymph node which is then examined micro-
scopically for the presence of cancer cells. If the node
is positive for malignant cells, the surgeon will then
proceed with an axillary lymph node dissection.

Potential side effects of axillary lymph node dis-
section include lymphedema, which is a painful
swelling of the involved arm caused by scarring around
the lymph duct with resulting limitation of movement
and function. The advantage of performing a sentinel
node biopsy is that if it is free of cancer there is no need
for further axillary lymph node removal.

PSYCHOLOGICAL EFFECTS OF MASTECTOMY

All women diagnosed with breast cancer will expe-
rience some degree of emotional distress. It was previ-
ously thought that the emotional trauma from breast
cancer was the result of the physical disfigurement of
amputating the breast. However, with the advent of
BCT, it has been shown that despite a better body
image, the psychological trauma comes from having a
potentially fatal disease.
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Women faced with the decision of whether to
choose breast conserving surgery versus a mastectomy
also carry the psychological burden of having to make
the “right choice.” The fear of leaving behind cancer cells
in a breast or the fear of undergoing irradiation therapy
with its side effects of fatigue and vulnerability to depres-
sion may prompt a woman to choose a mastectomy.
Availability of support groups and individual counseling
can help a woman through this very difficult time.

Sexual difficulties may be anticipated in women
regardless of whether they have had breast conserving
surgery with irradiation or mastectomy with reconstruc-
tion. Pain or numbness in the breast or chest wall after
surgery with reconstruction will decrease sexual inter-
est. Some women who choose mastectomy without
reconstruction may be embarrassed for their partners to
see their scar and avoid intimacy. Women should be
encouraged to discuss these issues with their partner
and health care providers so that referrals to specialty
consultants can be made.

A woman’s style of coping, which includes atti-
tudes of optimism or pessimism, the availability of
social and family support, a woman’s ability to discuss
emotional issues with her physician, and the way she
felt about her body prior to the diagnosis of cancer, all
determine her psychological response to breast cancer
regardless of whether she has conservative surgery or
mastectomy.

SEE ALSO: Body image, Breast examination, Breast-feeding,
Breast lumps, Mammography
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M. MACDOUGALL

Mastitis Mastitis, by definition, is inflammation of
the mammary gland. It can occur in any woman; how-
ever, it is most common in first-time lactating mothers.
This condition is a result of bacterial invasion of breast
tissue. Mastitis rarely occurs in the antepartum period
(before birth of the baby). Its incidence includes 1–2%
of primiparas (first-time mothers) who are postpartum
and lactating. It usually occurs 2–4 weeks after delivery.

The presenting symptoms of mastitis include
malaise (general sick feeling), fatigue, chills, muscle
aches, or localized breast tenderness. The condition
progresses to symptoms like fever of greater than 102�F,
tachycardia (rapid heartbeat), and a firm, reddened area
of breast tenderness. Mastitis is usually preceded by
marked engorgement of the affected breast, and is
almost always unilateral (one-sided). The most common
area of the breast that is affected is the outer quadrant.

Common causes of mastitis include bacteria from
the baby’s mouth, bacteria entering via breast injuries
(bruising, fissures, cracks in the nipple), milk stasis
(milk pooling in the breast), and bacteria from the
hands of the mother or health care provider. The most
common organisms associated with mastitis are the bac-
terial organisms Staphylococcus aureus and beta-
hemolytic streptococci. Concurrent infection with
mumps is also found to be a cause of mastitis.

Some contributing factors associated with mastitis
are: fatigue, stress, lack of sleep, plugged ducts, engorge-
ment, a decrease in number of feedings, inadequate
nutrition, breast trauma, and breast constriction by a tight
brassiere. Thus, teaching about preventive measures is
the most important treatment. Preventive measures
include resting when the infant rests, as well as teaching
the importance of maternal nutrition, increased fluid
intake, and vitamin supplementation. Lactating women
require large caloric requirements as a result of milk pro-
duction and tissue healing from delivery. Proper hand
washing, perhaps with an antibacterial soap, should be
encouraged. One of the most important preventive
measures to emphasize is good breast-feeding habits. For
example, early and frequent feedings with complete
emptying of breasts will decrease the likelihood of
blocked ducts and milk stasis. Proper positioning of the
baby on the breast, along with good latch on, could pre-
vent nipple trauma. Lastly, breast care measures include:
cleansing with water only and drying adequately, and
wearing a nonconstricting, well-ventilated bra.

Treatment for mastitis includes Tylenol for reduction
of fever, inflammation, and pain along with antibiotic
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therapy with penicillin or a cephalosporin. The mother
should be instructed to complete the entire antibiotic
prescription, even if symptoms subside quickly. She
should be assured that breast-feeding can and should be
continued in both breasts. Breast-feeding with an infec-
tion will not harm the newborn, nor will the antibiotics
used for treatment. Both the use of warm compresses
and massaging the affected area may help encourage
milk drainage toward the nipple. Supportive care, rest,
and decreasing stress will also help hasten recovery. The
importance of prompt treatment should be stressed. If
left untreated, a more serious complication, such as
breast abscess, can occur.

SEE ALSO: Breast-feeding, Lactation
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MARYANNE E. MARKOWSKI

Masturbation Masturbation is self-stimulation of
the genitals, energized by fantasy that leads to sexual
arousal and orgasm. In addition to generating sexual
desire leading to masturbation, sexual fantasies are
created, refined, lustily sanctioned, and at a woman’s
caprice, discarded or retained for future use.
Masturbation and fantasy influence one another and are
inextricably linked. Historically, masturbation has been
labeled as sexually deviant behavior and a social taboo
despite its common practice. But as social and moral
codes have modernized, masturbation’s positive role
and importance in sexual health has been endorsed.
We now believe it is a normal behavior that most peo-
ple have practiced at various frequencies throughout
the life span.

The mental processes and fantasies determining
masturbatory behavior illuminate intimate aspects of a
woman’s sexual desire. As an infant, localized genital

sensations are noted to be pleasurable, help soothe
distressing mental states, and are believed to foster
development of positive self-regard and bodily image
(Levine, 1992). As the young girl learns more control
over bodily processes and experiences more complex
life situations with sexual themes, she consciously and
unconsciously links her mental (fantasy) life with
bodily sensations and pleasure. During adolescence
and early adulthood, continued exploration of her
sexual interests, frequently with an increased role of
masturbation, results in the assembly of sexual self-
knowledge and facilitates the consolidation of her
sexual identity. As an adult, masturbation becomes a
conscious means of autonomous self-regulation of
bodily sensations and emotional states. Sensual pleas-
ure becomes familiar.

The knowledge she has acquired about masturba-
tion, and sex in general, allows her to make more
choices about partner sex. She recognizes that she can
be responsible for her own sexual pleasure but may
choose to allow her partner to pleasure her. If the goal
is orgasm, many women find that masturbatory clitoral
stimulation heightens arousal, facilitates orgasm, and
can easily be taught to their partners. For a large sub-
set of women, it is the sole means of reaching an
orgasm, with or without intercourse. Since masturba-
tion and sexual fantasies are extremely private sexual
information, sharing and teaching her partner what
pleases her fosters greater mutuality and intimacy for
the couple. As the adult woman matures, her sexual
creativity evolves and the content of her masturbatory
fantasy life changes, altering her behavioral patterns of
pleasure. Communication of these changes to her part-
ner helps ward off sexual boredom, fosters continued
interest, and deepens intimacy. Men tend to have a
more fixed sexual fantasy life over the life span, adding
increased importance to the woman’s sexual creativity
for herself and the couple. Throughout the life span,
masturbation can function as a substitute for partner
sex.

There is no correct way to masturbate. What stim-
ulates one woman may not work for another: it is indi-
vidually determined. Physical stimuli such as fingers or
vibrators guided to provide a particular type of touch
seem to be the most effective and common practice.
Most young men do not routinely think about different
types of touch associated with masturbation and sexu-
ality, they “just do it.” With instruction and patience,
they learn to enjoy and include it thoughtfully in their
more mature sexual practices. Teaching a partner also
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helps refine the woman’s self-knowledge to new
heights.

Not all masturbation is healthy. In 2003, sexually
explicit websites on the Internet have become primary
sources for adult fantasy and masturbation. Although
Internet sexual addiction is male dominated, women
are not immune to its addictive qualities. Questions
about sexual compulsivity, addiction, or other sexual
aberrations should be raised when: (a) the number of
times per week that someone has an orgasm by mas-
turbation or any means is greater than seven, (b) sex
preoccupies one’s consciousness, and (c) interferes
with daily life activities. As masturbation (or other sex-
ual activity) becomes increasingly compulsive, relation-
ships are negatively affected and quality of life
deteriorates. Personal and professional disasters are
common results.

The politics and morality of mainstream America
surrounding masturbation has shifted from condemna-
tion to acceptance for both women and men. Primarily
negative lies and myths about masturbation are
slowly dying and reality is prevailing. When used
thoughtfully, it is not only sensually pleasurable, but a
fascinating study of the mental and physical components
of one’s sexuality.

SEE ALSO: Libido and desire
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GARY MARTZ

Maternal Mortality Deaths to women that are
associated with pregnancy and childbirth fall under the
category of maternal mortality. There are more than
500,000 maternal deaths each year in the world, of

which almost all (98%) occur in developing nations, but
even in the United States two or three women die each
day of pregnancy-related causes. Regionally, the lifetime
risk of maternal death is highest in Africa, where 1 in
every 16 women is likely to be a victim. The risk of
maternal death is 1 in 65 in Asia, 1 in 130 in Latin
America, but is dramatically lower—1 in 1,800 women—
in high-income nations. It is also estimated that for
each woman who dies of complications of labor
and delivery, at least 30 and possibly as many as
100 women survive childbirth but suffer from disease,
disability, or other physical damage as a result of the
complications of pregnancy.

An accurate assessment of maternal mortality rates
is difficult to obtain, since the areas with the highest
rates are often the same places that have the least accu-
rate recordkeeping systems. In developing nations,
people often die outside the health care system, and the
cause of death is often not recorded even if a death
occurs in a hospital. Furthermore, the number of deaths
from unsafe (typically illegal) abortion is often underes-
timated, because the procedure may have been per-
formed in secrecy. In both developing and developed
countries, the recorded cause of death may be misclas-
sified if the link to a pregnancy is not recognized.

There are numerous causes of maternal mortality,
but 80% of deaths in the world are due to five primary
complications. These include hemorrhage (25% of
maternal deaths), sepsis (15%), toxemia (12%), unsafe
abortion (13%), and obstructed labor (8%). The remain-
ing 20% are often due to associated conditions, such as
malaria, anemia, and HIV/AIDS. One in four maternal
deaths occurs during childbirth, half occur within the
first 24 hours after birth, and the remaining 25% occur
in the days and weeks immediately following delivery.
Complications that do not result in death can create life-
long conditions such as infertility, impaired mobility,
severe anemia, chronic weakness, pelvic pain, uterine
rupture, and fistula.

Worldwide, the availability of women’s health ser-
vices makes a significant impact on levels of maternal
mortality and morbidity. According to data from the
United Nations Population Fund (UNFPA), approxi-
mately 15% of pregnant women experience some kind
of complication, and about 5% of pregnant women
require surgery, usually a cesarean section. Note that in
the United States nearly one in four deliveries is by
cesarean section, but that is a far higher percentage
than would be required if it were used solely to save
the life of the mother or baby. The World Health
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Organization estimates that no population requires
more than 15% of births to be by cesarean section. It is
estimated that about two thirds of infant deaths each
year in the world are a result of poor maternal health
and inadequate care during delivery. The UNFPA has
recognized three keys to reducing maternal death and
disability: (a) family planning to help ensure that every
pregnancy is wanted; (b) each birth assisted by a skilled
attendant; and (c) access to essential obstetric care so
that in the case of complications a woman can reach a
functioning health care facility in a timely manner.

Although the proximate cause of maternal death is
typically an identifiable medical condition or complica-
tion, maternal deaths often represent the culmination of
other factors in a woman’s situation. Maternal mortality
and morbidity are a reflection, in particular, of the sta-
tus of women in society. When women experience
conditions of poverty, lack of education, early and too
frequent childbearing, low status, and restricted
choices, the likelihood of maternal mortality or morbid-
ity is much higher. Social, cultural, and economic
changes that improve the condition and status of
women are a necessity to lower the risks of maternal
mortality and morbidity throughout the world.

Although the risk of maternal death is considerably
lower in industrialized nations than in other parts of the
world, with an average of only 12 deaths out of every
100,000 live births, 2–3 women in the United States
nonetheless die each day of pregnancy-related causes.
Within the United States, the risk of maternal death
varies greatly by race/ethnicity. In particular, black
women are four times as likely as non-Hispanic whites
to die of pregnancy-related complications, and Hispanic
women are nearly twice as likely to die of these
complications as are non-Hispanic whites. The risk
has declined for all racial/ethnic groups over the past
50 years, but most of the improvements were prior to
the 1980s. Since then there has been relatively little
change in maternal mortality rates. Even so, it is esti-
mated that over half of all maternal deaths could still be
avoided through improved health care access, higher
quality of care, and altering health and lifestyle habits.

In the United States, the leading causes of
pregnancy-related deaths are hemorrhage, embolism,
pregnancy-induced hypertension, infection, complica-
tions with anesthesia, and heart muscle disease.
Although the risk of death is low in the United States,
approximately 30% of pregnancies involve some kind
of complication before, during, or even after delivery.
The most common complications include miscarriage,

ectopic pregnancy, excessive vomiting, diabetes, hemor-
rhage, infection, pregnancy-induced hypertension, pre-
mature labor, or the need for a cesarean delivery.
Overall, childbirth is the most common reason for hospi-
talization of women in the United States, both for deliv-
ery and for treatment of complications.

In all cases, the repercussions of maternal mortal-
ity include children who must now survive without a
mother, and the loss of an important member of a
family and society.

SEE ALSO: Abortion, Access to health care, Morbidity, Mortality,
Pregnancy
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ELIZABETH CHRISTENSEN

JOHN R. WEEKS

Maternal Separation Close proximity of a
mother to her infant or child is necessary for survival in
humans and other mammals. The close contact pro-
motes emotional attachment and helps to provide food,
comfort, and safety. Maternal separation is just as
important as close contact for the development of indi-
viduality and continued growth of the mother–child
relationship. Separations that are relatively brief and
consistent lead to healthy development of the
mother–child relationship. A total lack of separation
between the mother and child does not allow for
growth and may lead to problems with separation in
the future. Separations that are prolonged and/or incon-
sistent, without other means of comfort, may contribute
to relationship problems, distress, illness, anxiety
disorders, and/or attachment disorders.

Maternal separation from the neonate, infant, or
child may produce stress and anxiety for both individ-
uals. Timing, frequency, and duration of separation all
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contribute to the degree of stress experienced by the
mother–child dyad. There is evidence that immediately
after birth infants respond to and prefer the sound of
their mothers’ voice over that of others. This indicates
that infants listen and respond to the sound of their
mothers’ voice before birth. Newborns also prefer the
scent of their own mothers’ breast milk. This evidence
suggests that newborns know their mothers at birth,
therefore, separation from the familiarity of their moth-
ers may be quite stressful. In fact, animal research
examining behavioral and physiological reactivity to
stress often involves separation of the mother and infant
to induce a stressful situation.

It is ideal for a mother and infant to attain close
physical contact immediately after birth to enhance and
strengthen their relationship. However, it is not critical,
as was once thought, that the “bonding” between
mother and child happen within a given time frame.
Emotional attachment is a process that occurs over time.
Women who have complications after delivery, or have
newborns who are too ill for interaction, have been
able to develop an emotional attachment with their
infants similar to mothers who held and interacted with
their infants within the first hours after birth. In most
circumstances, separation from the newborn can lead to
maternal anxiety even if the mother has not yet seen
her infant.

Maternal separation anxiety may occur in the nat-
ural process of physical separation. It can be evident
during the first separation or during significant changes
in the relationship that involve separation. The anxiety
may be transient and an expected reaction to the sepa-
ration or it can lead to significant distress, indicating
that an anxiety disorder may be present.

Anxiety and stress for the infant increases with age
during the first year of life. Between 9 and 12 months
of age, infants become more aware that they are sepa-
rate individuals from their mothers. This can lead to
separation anxiety in varying degrees. Consistent return
of mother after separation enhances the attachment
relationship and contributes to further growth. A
mother and her child are continually presented with
challenges during separations at each developmental
milestone: a toddler spending the first day in preschool,
a 5-year-old going to kindergarten, an 8-year-old
spending the first night away from home, or even an
18-year-old headed off to college. Separation at any
developmental age contributes to feelings of anxiety
initially; however, successful separation leads to a sense
of accomplishment for both the child and the mother.

SEE ALSO: Anxiety disorders, Child care
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AMY L. SALISBURY

Medicaid Medicaid was established in 1965
through the Title XIX of the Social Security Act. This
federal–state program was developed to finance health
care for low-income persons, specifically the categori-
cally needy and the medically needy. Categorically
needy are those receiving Aid to Families with
Dependent Children (AFDC) (now Temporary
Assistance for Needy Families) and those who receive
Supplemental Security Income (SSI) because they are
aged, blind, or disabled. All states must cover the cate-
gorically needy. The medically needy are those who
have enough money to live on, but not enough to pay
for medical care. In 1972, an amendment to the Social
Security Act added family planning services to the list of
essential services. One purpose of the federal govern-
ment was to ensure medical care for those on welfare,
predominantly single, poor women, and their children.
The link to cash assistance is a defining characteristic of
the program and makes this an entitlement program.

The Medicaid program, financed by general tax rev-
enues, is a cost sharing program between the states and
the federal government. The federal government con-
tributes roughly 57% of the cost and the states pay the
balance. The eligibility and benefit structures are deter-
mined by each state. In particular, the state defines the
scope, amount, and duration of services. Each state
defines the eligibility for classification as medically
needy, for example. A state Medicaid program must
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provide the minimum services: (a) inpatient and
outpatient hospital services; (b) skilled nursing facilities;
(c) physician services; (d) home health care; and
(e) early and periodic screening, diagnosis, and treatment
(EPSDT) of children under 21 who are eligible. Dental
services, prescribed drugs, eyeglasses, intermediate care
facilities, and other services are optional services and
states may offer any or all of these. Services must be
provided to children and pregnant women at no cost.
Deductibles (a set amount the patient must pay before
Medicaid pays) are not permitted and co-pays (a per-
centage of charges paid by the patient) generally do not
apply. Eligibility for cash assistance is also defined by
the state and determines which parents in families can
enroll in Medicaid. Many low-income families are not
eligible for their state programs. All poor children under
19 years, all children under age 6 years, and pregnant
women with incomes up to 133% of the federal poverty
level are considered eligible for Medicaid under recent
federal requirements.

Medicaid provides coverage to many of the sick
and disadvantaged in the society. Children and their
parents constitute the majority of the program’s benefi-
ciaries (73%) but account for only a quarter of the
spending. Individuals with disabilities and older peo-
ple who are poor (or the dually Medicare–Medicaid
eligibles) also receive services through Medicaid. This
group of beneficiaries incur the highest per capita
expenditures, and consume disproportionate amounts
of Medicaid dollars. In 1999, Medicaid covered 5% of
nonelderly adults and 15% of those with incomes below
200% of poverty. Medicaid’s role as a primary source of
long-term care, gap coverage for Medicare, and major
source of coverage for the disabled is likely to continue
with the increasing growth of the elderly population.

Medicaid costs have risen through a combination
of increased enrollment (from 4 million in 1966 to
47 million in 2002) and medical inflation. Total health
care expenditures have had the fastest growth since
1991 and have created significant challenges for the fed-
eral and state governments in delivering Medicaid ser-
vices. State-funded Medicaid spending increased by
11% from fiscal year (FY) 2000 to 2001 and is expected
to increase by another 13.4% in FY 2002. State Medicaid
expenditure increases are most notably due to pre-
scription drugs, enrollment increases, increased cost
and use of medical services, and long-term care
expenses. In most states, Medicaid costs outstrip state
revenue. Selected actions by government intended to
address these concerns have influenced the benefits

available to Medicaid beneficiaries. In the early 1990s,
states concerned about the growing uninsured in their
states, submitted applications for waivers under section
1115 of the Social Security Act. This allowed states flex-
ibility in modifying eligibility, payment methods, and
other program characteristics, including enrollment of
beneficiaries in managed care plans, as an attempt to
reduce costs and accommodate increasing enrollment.
Another outcome was the extension of health coverage
to the working poor and their families who were not
previously eligible for Medicaid. Efforts to provide ser-
vices for poor children prompted the development of
State Child Health Insurance Programs, a program to
provide coverage for children whose family income
was too high for Medicaid. In addition, the 1996
Personal Responsibility and Work Opportunity Act rede-
fined the eligibility, scope, and duration of welfare ben-
efits and set the stage for the work requirements linked
to these benefits.

The Medicaid program has achieved access to
health care comparable to private insurance for low-
income populations. Notable successes are in the pro-
vision of care for pregnant women and children and the
development of enhanced or special services as part of
the benefit package. Further, Medicaid has been a “gap”
insurance, and a safety net program for the sickest and
the frailest in the society. Medicaid provides coverage
for mental health and substance abuse services, expen-
sive drugs for treatment of AIDS, and rehabilitation ser-
vices not covered by private insurance. In long-term
care, Medicaid pays for 44% of nursing home expendi-
tures. Despite this progress, Medicaid is reliant upon the
state and federal economy. In more prosperous times,
benefits across states may vary less and individual pro-
grams may begin to address the needs of beneficiaries.
In times of economic distress, however, benefits may be
restricted through eligibility, cash assistance, and scope
of services or duration of benefits. Reform of Medicaid
and the state-to-state variability of services have been a
focus of public policy debate for the last decade and
will be on the health care agenda for the foreseeable
future.

The Medicaid program is of particular relevance to
women. Women as single heads of household may rely
on Medicaid for themselves and their children, espe-
cially during pregnancy. Women who are elderly, dis-
abled, and draw low income count on Medicaid for
access to specialized medical care. The overrepresenta-
tion of women in the poor and the elderly population,
especially those residing in nursing homes, suggests
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that women have a critical investment in the eligibility
and benefits of the Medicaid program.

SEE ALSO: Access to health care, Health insurance, Health
maintenance organizations, Medicare
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BETH E. QUILL

Medical Malpractice There are many forms
of legal regulation of medical practice and its practi-
tioners. Among other legal mechanisms, there are state
professional licensing and disciplinary statutes and
regulations, mandatory oversight by peer review orga-
nizations, federal and state parameters on drug and
device prescribing, and financial and quality of care
audits by public and private third-party payers.
Statutory and regulatory requirements for hospitals
and other health care provider institutions and agen-
cies also exert a direct impact on medical practice.
One of the most significant mechanisms for regulating
physician behavior in the United States is the private
civil tort system that encompasses individual profes-
sional liability/medical malpractice lawsuits brought
by, or on behalf of, patients against their professional
caregivers.

A relatively small number of medical malpractice
claims are predicated on a theory of violation of con-
tract. In such litigation, the patient/plaintiff claims that
an express promise made by the physician about the
outcome (for instance, “After this plastic surgery, I guar-
antee that you will look twenty years younger than
before”) has not been fulfilled.

The overwhelming majority of malpractice actions,
though, are based instead on a theory of tort, which
means a civil wrong (as contrasted with a crime) caused
by the violation of a duty stemming from something
other than a contract. Within the relationship be-
tween a patient and physician, a tort is committed by a

violation of the physician’s fiduciary or trust obligation
to act always in the patient’s best interests.

A small percentage of the tort actions brought
against physicians allege intentional wrongdoing, such
as battery, for physically invading the patient’s bodily
integrity by doing some procedure without appropriate
permission. However, the majority of malpractice cases
are founded on a theory of negligence, or unintentional
(albeit blameworthy) deviation from accepted profes-
sional standards. Medical negligence may occur through
the failure to supply the individual (or the proxy
decision-maker for a decisionally incapable person)
with the information necessary to give a truly informed,
voluntary consent to a particular intervention. Neg-
ligence also may take place through poor-quality,
professionally unacceptable rendition of patient care.
Many plaintiffs’ complaints in professional liability cases
allege both lack of adequate informed consent and the
substandard performance of medical services.

In any negligence action, the plaintiff who initi-
ates the claim must prove the presence of four ele-
ments in order to establish a prima facie case and
succeed. The plaintiff’s inability to meet the burden of
proof—convincing the jury by a preponderance of the
evidence—regarding any of these elements warrants
dismissal of the case.

First, the plaintiff must show that the professional
owed the plaintiff a duty of due care; this responsibility
is established by virtue of the existence of a profes-
sional/patient relationship. The duty or standard of care
owed is that degree of knowledge or skill that would be
possessed and practiced by competent, prudent profes-
sional peers under similar circumstances. Second,
because the present American malpractice system is
based on the concept of fault, the plaintiff must show
that the physician violated or breached the acceptable
standard of care. The law does not require absolute per-
fection in medical diagnosis and treatment. By the same
token, it is not enough for physicians to “do their best”
if their conduct does not rise to the applicable level of
care under the circumstances.

The third thing that a successful malpractice plain-
tiff must establish is that physical, financial, and/or
emotional injury or damage was suffered. One main
purpose of awarding monetary damages in a tort action
is to attempt to make the injured victim “whole” again,
or returned to the position or condition that existed
prior to the negligence, even while recognizing that the
ability of money to accomplish that objective very often
is a legal fiction.
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Finally, proving the element of causation is essential.
Specifically, the plaintiff must convince the jury, to a rea-
sonable degree of medical certainty, that the injury
incurred was directly or proximately brought about by
the defendant’s violation of duty, that is, that “but for”
(sine qua non) the defendant’s negligence, the injury
would not have happened and, furthermore, that there
were no other intervening, superceding, unforeseeable
factors that would explain the injury.

In many medical malpractice cases, the physician is
not the only party named by the patient/plaintiff as a
defendant. Depending on the specific facts, the health
care institution or agency that employs the physician, or
with whom the physician is affiliated, may be subject to
lawsuit in addition to or in place of the physician.
Health care institutions and agencies might be held
liable, solely or jointly, for malpractice under theories of
vicarious liability for employing (respondeat superior)
the physician or negligently supervising her, or direct
liability for the failure to adequately fulfill their own
independent fiduciary responsibilities toward the
patient.

SEE ALSO: Informed consent, Physicians
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MARSHALL B. KAPP

Medicare Medicare (Title XVIII) of the Social
Security Act is a federal health insurance program inau-
gurated on July 1, 1966. The program is the major health
insurance for those over the age of 65 years of age, who
are covered by the Social Security system, regardless of
income. Amendments to the Social Security Act in 1972
extended the benefits to those who do not meet the

criteria for the regular Social Security program, but who
are willing to pay a premium for coverage. Further
amendments in 1973 extended benefits to those entitled
to Social Security disability benefits or those who suffer
from chronic renal disease requiring a kidney transplant
or routine dialysis. Since 1966, the number of enrollees
has expanded, and the medical expenditures increased,
making Medicare a major budget item for the federal
government. Currently, the Medicaid program spends
more than $200 billion a year.

Medicare is comprised of two parts: Part A and
Part B. Part A of Medicare is the hospital insurance part,
funded by Social Security taxes. Coverage includes
hospitalization, care in a skilled nursing facility, home
health care, or hospice care. The Medicare program has
deductibles (set amount the patient must pay before
Medicare begins to pay) and co-pays (a percentage of
charges paid by the patient). Benefits may also have
limitations on the amount of coverage. Hospital care
expenses are not paid by Medicare beyond 150 days, for
example, and a skilled nursing facility is limited to
100 days. Medicare pays for 14% of nursing home expen-
ditures and Medicaid, which is another source of pay-
ment after Medicare expires, pays 44% of nursing home
expenditures (1998).

Part B of Medicare is Supplemental Medical
Insurance. While it is optional and must be paid for as
a Social Security deduction, most elderly enroll in Part B.
This part of Medicare pays for reasonable physician
charges, inpatient and outpatient medical and surgical
services, supplies, physical and speech therapy, ambu-
lance and diagnostic tests, clinical laboratory tests,
blood, home health care, and outpatient diagnosis and
treatment. Similar to Part A, limitations on the amount
of payments and deductibles apply. Physician services,
for example, are covered 80% after the deductible
($100) has been met. Although Medicare greatly
expanded access to medical services for the elderly, the
gaps in benefits and the particular burden of cost shar-
ing requirements on low-income populations have
limited the effectiveness of the program.

Managed care, a planned approach to control
health care costs, has been enrolling Medicare benefi-
ciaries since the 1990s. A primary incentive is that the
Medicare program allows beneficiaries to opt out of the
traditional fee-for-Service program and voluntarily
enroll in a Medicare-approved Health Maintenance
Organization (HMO), provided that the beneficiaries
reside in an area that is served by one or more
Medicare-approved HMOs. Medicare HMOs typically
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offer a broader range of benefits (such as prescription
coverage or preventive care). Approximately 18% of
the nation’s 38 million beneficiaries are enrolled in
managed care plans. Recently, however, a number of
HMOs have declined to participate in the Medicare
program or narrowed their service areas. Access to
Medicare providers and facilities continues to be a
challenge for elderly citizens: About one in seven
Medicare beneficiaries do not have a usual source of
care or have not seen a physician when they needed
medical care.

By the year 2030, it is estimated there will be 120%
more elderly than today (65 million) and people over
65 will comprise 22% population. Individuals 85 years
of age and older are the fastest growing segment of the
population.

Persons over the age of 65 years use 23% of the
ambulatory care visits, 48% of hospital days, and 69% of
home health services. With increasing availability of
community-based services, nursing home utilization has
decreased. A major problem for this growing group of
elderly is the lack of coverage for prescription drugs.
While most adults indicate they have a health problem
that requires medication on a regular basis, only 55% of
those 50–64 years of age and 49% of those 65–70 years
of age noted that their insurance covered prescription
costs. The elderly, in particular, report high out-of-
pocket costs that often compete with other expenses of
daily living or prescription drugs.

Elderly women frequently live longer than men,
have more chronic diseases, and are more likely to live
alone (except for those over age 85 years). Therefore,
Medicare is the primary medical benefit available for
health care. Women’s contributed earnings are likely to
be less than those of men, placing an increased burden
for out-of-pocket medical expenses. For example, com-
pared to a 65-year-old man retiring from work in 1990,
the average man retiring at 65 in 2030 will require an
additional 25 monthly payments of any promised bene-
fit plan. In contrast, the average woman in the same
example would require an additional 39 months.
Women comprise the majority of nursing home resi-
dents, and will likely be the predominant users of
Medicare. Thus, elderly women have vested interest in
ensuring that specific measures are taken to close
currently existing gender gaps in coverage.

The challenge for program officials is to keep the
Medicare program efficient, effective, and equitable in
providing coverage for a broad scope of services, while
containing costs. Therefore, it is expected that the

Medicare program will continue to be at the heart of
public policy debates.

SEE ALSO: Access to health care, Health insurance, Health
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BETH E. QUILL

Medicine see entry for specific illness or
disorder

Meditation Traditionally meditation was used
exclusively for spiritual growth. More recently, it has
become a valuable tool for relaxation, stress relief, and
as an adjunct to medical healing. Those who meditate
on a regular basis report a sense of healing, deeper con-
centration and insight, a heightened sense of intuition,
feeling more peaceful, positive, loving, and centered.
Medical studies indicate that meditation confers not
only strong psychological benefits, but also important
physiological benefits. Long-term meditators experience
significantly less heart disease and cancer than non-
meditators. Meditation has a profoundly positive effect
on blood pressure, chronic pain, and insomnia.
Meditators secrete more DHEA than nonmeditators
which helps to decrease stress, heighten memory,
preserve sexual function, and control weight.

Meditation has been practiced for thousands of
years in the Eastern cultures, but is relatively new to the
West. Although spiritual more than religious, meditation
is practiced in many religions, and also by those who
claim no religious affiliation. There are many types of
meditation. They include prayer, visualization, Sufi
meditation, guided imagery, mindfulness meditation,
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the relaxation response, biofeedback, transcendental
meditation, Zen Buddhist meditation, Native American
meditation, movement meditation such as Yoga, T’ai
Chi, qigong, and medical meditation. One can meditate
alone, with a master/teacher, or in a group of any size.
Whatever the form and regardless of the level of prac-
tice, all mediations yield similar results. The three most
common “methods” of meditation are the relaxation
response, mindfulness meditation, and transcendental
meditation.

THE RELAXATION RESPONSE

This method begins with the belief that the “normal”
state of mind is not a rested one, that the mind bounces
from one thought to another followed by emotional and
physical reactions, invoking the flight-or-fight response.
This response activates the involuntary nervous system
which instantly raises blood pressure and heart rate; stim-
ulates the adrenal glands to release adrenaline, nora-
drenaline, and cortisol; and decreases or increases the
production of important hormones. Prolonged periods of
time in this mode can cause chronic high blood pressure,
heart disease, stomach ulcers, autoimmune diseases, can-
cer, anxiety, insomnia, and depression. The opposite of
the flight-or-fight response is the relaxation response.
This response occurs during meditation and produces
opposite physiological effects. To reach this response,
the meditator sits quietly, clears her mind, and focuses on
a calming phrase, image, or thought. Research has docu-
mented many health benefits from this type of meditation
including decreased PMS symptoms, decreased migraine
headaches, reduced anxiety and depression, fewer
missed days of work due to illness, significant improve-
ments in insomnia, reduction of chronic pain, and
improved high blood pressure.

MINDFULNESS MEDITATION

This type of meditation begins with the concept of
mindfulness. Mindfulness has been described as “learn-
ing how to stop all your doing and shift over to a
‘being’ mode.” To be mindful is to live in the present
moment, to give up the habit of worry, to let all stress
drain from mind and body, to let go of ego and the
need to control. In this type of meditation, the medita-
tor focuses on the breath and allows the mind to
wander striving for a heightened awareness of each
passing thought and image. Studies have shown that

mindfulness meditation decreases panic attacks and
general anxiety, reduces chronic pain and the inci-
dences of headaches, improves recovery to drug and
alcohol addiction, and reduces obesity.

TRANSCENDENTAL MEDITATION

This is the most popular and most studied form
of meditation in the Western culture. It begins with
the concept of restful alertness. As the body becomes
deeply relaxed, the mind settles down to a state of
inner calm and wakefulness. This form of meditation
has been described as easy to learn, effortless to prac-
tice, involving neither concentration nor contempla-
tion. It is recommended that one learn this technique
from a transcendental meditation teacher. In addition
to the results reported with relaxation response and
mindfulness meditation, transcendental meditation
has been shown to slow the aging process, and sig-
nificantly lower rates of hospitalization indicating
higher levels of health than nonmeditators. Meditation
does not require one to believe in a certain way or
adopt a particular lifestyle. It will not conflict with
one’s religion. Whatever meditation technique is prac-
ticed, there are many common principles. These
include not to worry about doing it exactly right and
not to expect an earth-shattering experience. Most
meditative results are quite subtle. Accept whatever
occurs. Find a quiet comfortable place in which to
meditate where disturbances are minimal. Sit in a
comfortable chair, on a bed, or on the floor keeping
the spine reasonably straight. If physical reasons dic-
tate, lying on the back works fine. Eliminate as many
potential distractions as possible, but do not worry
about those things that cannot be controlled. No par-
ticular time of day is better than another; however,
having a specific time in which to meditate will be
helpful in making it a regular practice. Call on a spir-
itual source for assistance while meditating, if that
comports with one’s individual beliefs. When begin-
ning a meditation practice, start with just 10–15 minutes
once a day, increasing the time gradually, but keep-
ing in mind that more is not always better. Meditation
taps into very powerful inner energies which are
very healing and uplifting, but it does take time to
acclimate and is best done gradually.

SEE ALSO: Complementary and alternative health practices,
Headache, Hypertension, Massage, Migraine, Pain, Yoga
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JUDY TRENTMAN

Melanoma Melanoma is a cancer of the skin that
occurs when pigmented skin cells begin to grow out of
control. Melanoma is often deadly, unlike basal cell and
squamous cell skin cancers, which are usually curable.
However, if found at an early stage, melanoma can
usually be cured. Melanoma often appears as a brown
or black spot on the skin, sometimes developing from
a mole that has been present for a long time. Melanoma
rarely causes obvious symptoms such as pain.

Melanoma begins in the cells that produce skin
color. Dark-skinned people are naturally at much lower
risk of melanoma compared to fair-skinned individuals.
The frequency of malignant melanoma of the skin is
increasing faster than any other cancer in the United
States. Melanoma is a disease primarily in whites that
increases with age.

People with sun-sensitive skin are at increased risk
of melanoma. Sun sensitivity refers to the skin’s
response to sun exposure and is measured by a variety
of markers. These markers include light skin color, light
hair color, light eye color, tendency to sunburn, inabil-
ity to tan, and presence of freckles. Studies have also
shown melanoma to be related to an increased number
of common moles and, especially, abnormal (dysplas-
tic) moles. Studies of total body mole counts and mole
counts on the arms have shown that an increased num-
ber of moles is related to a higher risk of developing
melanoma. Early sun exposure may cause moles to
develop, while other risk factors for melanoma, including
adult sun exposure, may help change moles into
melanoma.

Ultraviolet (UV) light is the main environmental
factor responsible for the development of skin
melanoma as well as precursor lesions such as common
moles (nevi). UV light is often divided into three
regions with UV-A ranging from 320 to 400 nm, UV-B
ranging from 290 to 320 nm, and with UV-C ranging
from 200 to 290 nm, where visible light spans from
380 to 750 nm.

Sunlight is the major source of UV light. Various
types of sun exposure are associated with melanoma,
ranging from severe sunburns, occupational activities,
vacation sun exposure, beach activities, other recre-
ational activities, cumulative sun exposure, and early
migration to sunny places. The most consistent risk fac-
tor for melanoma has been sunburns, particularly at
young ages. The damage from sunburns can cause an
increase in melanoma in the area that was burned, but
sunburns also appear to suppress the skin’s immune
system. This allows melanomas to occur in non-
sun-exposed skin. While dark-skinned people are natu-
rally at lower risk for melanoma, recent studies suggest
there is a higher risk of melanoma with prolonged sun
exposure after developing a tan. Growing up in a sunny
location or spending a large amount of time in the sun,
particularly during childhood and adolescence, also
appear to be important. Studies show that both inter-
mittent sun exposure (sunburns and sunny vacations)
and total sun exposure (over many years) are risk
factors for melanoma.

A second source of UV light is from artificial expo-
sures including tanning beds, sunlamps, and tanning
booths. Tanning units are available for use at tanning
salons where the patron pays for timed “tanning ses-
sions.” Alternatively, entire units may be purchased for
home use. Sunlamps, prior to the 1980s, could irradiate
only a localized area and emitted primarily UV-B and
some UV-C. More recently, tanning beds or standing
booths can irradiate nearly 100% of exposed skin, emit-
ting more UV-A and some UV-B. Overall, there appears
to be more than a 50% increase in melanoma risk
among sunlamp or tanning bed users, with a greater
risk associated with more use.

Sunscreens are thought to protect skin from sun-
burns and many other harmful effects of the sun.
Consequently, some professionals suggest that limiting
sun exposure through the use of sunscreen can reduce
the risk of developing skin cancers by preventing sun-
burns. However, recent reports have suggested an
increased risk of melanoma among sunscreen users.
Some researchers think that the increased melanoma
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risk with sunscreen use may actually be a result of
prolonged sun exposure received by those who use
sunscreen. However, skin sensitivity to the sun is likely
to distort the association between sunscreen use and
melanoma, since sun-sensitive individuals are more
likely to use sunscreens. Many studies investigating the
potential association between sunscreen and melanoma
have not accounted for sun sensitivity. When account-
ing for sun sensitivity, current evidence suggests no
association between sunscreen use and melanoma. The
lack of a protective effect of sunscreen use may repre-
sent the failure of people who use sunscreen to apply
enough sunscreen needed for protection, or may reflect
a long period of time between protection from sun
exposure and development of melanoma. It may be
necessary to wait several decades to see if proper appli-
cation of high-sun-protection-factor (SPF) sunscreen
(SPF �15) is truly protective against melanoma.

The use of sunless chemical tanners has increased
dramatically in recent years. The tanning effects of
sunless tanning products can last 5–7 days; however,
the UV protection is shorter lived than the color
change. Some dermatologists suggest that using sun-
less tanning products prior to sun exposure in con-
junction with using sunscreens while outdoors may
reduce UV damage to the skin, and thereby reduce
incidence of skin melanoma. Many dermatologists rec-
ommend use of sunless tanning products over inten-
tional sun exposure or tanning bed use for patients
who insist on tanning.

The following are important tips to reduce your
risk of melanoma: reduce your sun exposure, particu-
larly between 10 AM and 2 PM during Daylight Savings
Time; wear protective clothing while in the sun or use
a sunscreen with an SPF of greater than 15; when
applying sunscreen, use a palm-full of sunscreen and
then reapply it every 2 hours; wear protective clothing
or use sunscreen even on hazy days or days with light
cloud cover; do not use sunscreen to prolong your time
in the sun. When there is a strong desire for a tan, use
of sunless tanning products combined with sunscreen
while in the sun may help prevent melanoma.
Avoidance of sun exposure is the only sure way to
reduce melanoma risk and aging of the skin. Seeking
medical attention for any suspicious moles is important
since melanoma can be a deadly disease with few or no
symptoms or pain. However, melanoma is also easily
curable if identified early and removed.

SEE ALSO: Cancer, Moles, Skin care, Skin disorders
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LESLIE K. DENNIS

Menarche The average age of menarche, or first
menstruation, in the United States is 12.88 years for
Caucasian girls and 12.16 years for African American
girls. A popular misconception is that menarche marks
the beginning of puberty; in reality, menarche occurs
later in puberty. According to the widely used “five
Tanner stages” of pubertal development, the onset of
puberty is identified as Stage 2 at the first signs of pubic
hair and breast bud development. The interval between
these first signs of puberty and the completion of sex-
ual maturation in girls (measured by the growth of
pubic hair, reproductive organs, and breast develop-
ment) can be as short as a year and a half to as long as
6 years. Menarche generally occurs when girls are in
Stage 3 or 4 of their development, which usually takes
place somewhere between age 9 and 15 years old.

There has been some debate whether the age at
menarche has changed over the last few decades.
Examining the average age of menarche globally, the
data indicate that the average age of menarche has
decreased significantly in the last 100 years. Earlier
menarche is attributed to improved nutrition, and the
industrial revolution, which brought on a higher stress
level due to the faster pace of life. According to a recent
review, the age of menarche has remained stable over
the last 50 years for Caucasian girls in the United States.
Comparable longitudinal data are not available for
African Americans or other minority groups, because
few studies have included nonwhite girls until recently.
Cross-sectional findings, however, suggest that African
American girls reach menarche slightly earlier than
Caucasian girls (12.16 years vs. 12.88 years), under-
scoring the important role of ethnicity in understand-
ing menarche. It is notable that the age of menarche
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has remained relatively stable, while the age of pubertal
onset has decreased over the past 30 years in the
United States.

GENETIC AND ENVIRONMENTAL 
INFLUENCES ON TIMING OF MENARCHE

Genetic factors play an important role in the age of
menarche. Early menarche tends to run in families, and
studies show good correlation (statistically, an average
correlation of 0.30) between mother’s and daughter’s
age at menstruation. Environmental influences also
affect the onset of menstruation. Delayed menarche is
associated with excessive exercise, malnutrition, and
significantly low weight. Sports or other activities that
require intense physical activity, such as dancing and
gymnastics, are associated with later ages at menarche.
Such processes, however, can be reversed. One study
indicated that stopping exercise for as little as 2 months
initiated pubertal development and menarche. Body fat
also predicts the onset of menstruation, with obesity
linked to earlier onset and low weight related to later
onset. Significant weight gain is seen in the years
preceding menarche, with girls gaining approximately
40 lb across 4 years before their first menstruation.

Studies have also identified important psychosocial
factors affecting menarche. For example, family structure
and family relationships are strongly related to the tim-
ing of menstruation. Earlier age at menarche is related to
the father’s absence before puberty and longer father’s
absence. Moreover, approval and warmth in families,
and absence of family conflict is related to later age of
menarche. In fact, the quality of family relationships has
been shown to influence age of menstruation over and
above the effects of breast development and weight.

TIMING OF MENARCHE AND 
MENSTRUAL EXPERIENCE

The timing of menarche may have considerable
impact on how girls remember their initial menstrual
experience. Conformity seeking is high during adoles-
cence with girls striving to be like their friends. Girls
who menstruate before their peers perceive the experi-
ence more negatively than girls who menstruate at the
same time or later than their peers. Narratives of
women between the ages of 18 and 61 recounting their
first menstrual experience indicated that most women

held negative views of the sex education they received
in school and at home. They reported that menstruation
was either not discussed or the information provided
and time spent talking about it was inadequate. Most
women also complained that having to ask their ques-
tions in front of their classmates made it harder for
them to voice their concerns. Particularly interesting,
the narratives revealed similar experiences across the
sample despite the wide age range among the women.
Thus, in spite of our awareness that accurate and
informative sex education fosters healthy adolescent
development, schools and community resources do not
appear to be meeting the needs of adolescents.

Another study offers a fascinating glimpse of how
women’s perceptions of menarche vary across cultures
underscoring the role of environment. In one study,
American and Malaysian women reported a greater
range of emotional reactions to first menstruation than
women from Lithuania and the Sudan, but the former
two groups reported primarily negative emotions. The
most common emotions reported by Americans and
Malaysians were embarrassment followed by anxiety.
American women expressed worrying about whether
they could play sports, but they also indicated feeling
“cooler” and eager to learn about their sexuality.
Malaysian women reported feeling wiser, more re-
spected, and mature. In contrast, the Lithuanians were
philosophical and more positive in their explanations
by placing this experience in a context larger than their
selves; they reported feeling a part of nature, knowing
the “secret” of life, and appreciating themselves more.
Unfortunately, this study did not describe what cultural
mechanisms might explain these differences in percep-
tions, but the data raise important questions about the
impact of culture on perceptions of menstruation.

RECOMMENDATIONS

Menarche marks an important transition to adult-
hood, and being prepared for the experience plays a
critical role in girls’ perceptions of themselves and the
significance of the event. Opportunities to talk about
menarche before it occurs, have a venue for asking
questions, and increasing communication about the
process will diminish anxiety and enhance their under-
standing of the experience. Indeed, placing the onset of
menarche in a positive light, such as marking it with
a celebration, can significantly influence how girls
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interpret and respond to the event. Families and schools
can play a special role in providing support and
information for young girls to assist them through the
transition.

SEE ALSO: Adolescence, Genital development, Puberty
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GERI R. DONENBERG

Menopause The age at which 50% of the popu-
lation will cease menstruation (menopause) is 51.3 years
with about 8% of women ceasing menstruation before
the age of 40. While the menopause represents the final
menstrual period, the diagnosis is made retrospectively
after loss of menstruation for 12 consecutive months.

Menopause occurs as a result of a decline in the
total levels of circulating estrogen and progesterone,
hormones which are produced by the ovary. The ovary
is endowed with a finite number of eggs and the

menopause represents the loss of any further eggs
within the ovarian tissue.

The entire body may be affected by the altered and
declining hormonal levels, particularly estrogen defi-
ciency. Virtually all body tissues have estrogen recep-
tors indicating that they are responsive to this hormone.
Thus, the possible changes are listed in Table 1.

The immediate symptoms that may occur relate to
the loss of menstruation, the onset of vasomotor symp-
toms (see entry Perimenopause), and the vaginal thin-
ning which can increase susceptibility to infection, be
associated with painful intercourse, or blood-stained
vaginal discharge.

Of great importance are the hidden potential
effects of loss of ovarian activity. Over time, multiple
organ systems may be impacted increasing susceptibil-
ity to disease. Specifically, these include the cardiovas-
cular system with an increased susceptibility to heart
attack, loss of bone, which is accelerated with decline
in estrogen and therefore increases susceptibility to
bone fracture, and central nervous changes, with sug-
gestion that there might be a relationship to the devel-
opment of problems like Alzheimer’s disease. It should
be emphasized that premature menopause, before the
age of 40 years, is associated with an earlier increase in
incidence of heart attacks, osteoporotic fractures, and
Alzheimer’s disease.

With increasing life expectancy, menopause in a
healthy 50-year-old woman would occur at less than
two thirds into the life cycle. The menopause therefore
serves as an ideal time to enter the health system for

Menopause

Table 1. Potential problems in untreated perimenopause

Target organ Possible symptom or problem

Vulva Atrophy, dystrophy, pruritus vulvae (change in tissue
structure, itching)

Vagina Dyspareunia (painful intercourse), blood-stained discharge,
vaginitis

Bladder and urethra Cystourethritis (inflammation), ectropion (turning
outward), frequency or urgency, stress incontinence

Uterus and pelvic floor Uterovaginal prolapse (pelvic organ prolapse), abnormal
bleeding

Skin and mucous membranes Atrophy, dryness, or pruritus; loss of resilience
Vocal cords Voice changes (reduction in upper register)
Cardiovascular system Atherosclerosis, angina (pain), coronary heart disease
Skeleton Osteoporosis with related fractures, backache
Breasts Reduced size, softer consistency, drooping
Neuroendocrine system Hot flashes, secondary psychological disturbances
Eyes Dry eyes



a comprehensive examination, based on screening for
presence of risk factors for future disease or early evi-
dence of current disease. Logically, the menopause then
is also the ideal opportunity for the introduction of a
comprehensive preventive health program.

CONFIRMING MENOPAUSE

Although menopause is defined as 12 months of
amenorrhea (absence of a menstrual period), any
woman with loss of menstruation of greater than
6 months and who is older than age 50 can be confi-
dently diagnosed as being menopausal. It is extremely
unusual for a breakthrough ovulation and potential
pregnancy to occur in this instance. The diagnosis is
more easily confirmed by the development of hot
flashes, vaginal thinning, and night sweats.

Menopause can also be confirmed by administra-
tion of progestogenic medications (progesterone-
containing medications) in an attempt to induce a
period. Failure to respond to progestogen indicates lack
of the hormone estrogen. The blood level of follicle-
stimulating hormone, the brain-produced hormone that
stimulates the ovary, can also be measured, but beyond
age 50 need not be undertaken on a routine basis. The
greatest value for this test is in younger women.

CLINICAL MANAGEMENT

There is a general consensus that the menopause
is a normal physiological event occurring in the life
cycle of all women. The concept of medicalization of
the menopause has been debated. In view of the
known effects of reduced ovarian sex steroids on body
systems and potential health, there is a need to recog-
nize the potential impact and possibilities for preventive
health care.

It is generally recommended that the woman in
peri- or postmenopause should have frequent, at least
annual, medical checkups which include a comprehen-
sive history and recommended laboratory testing such
as routine blood screens, Pap smear, mammogram,
stool guaiac (check for presence of blood) for colon
cancer screening, blood lipid levels for cardiovascular
screening, thyroid testing for coincidental hypothy-
roidism (underactive thyroid), and, when indicated,
screens for sexually transmitted diseases.

There is a broad range of suggested modern
therapies for preventive health beyond menopause. The

concept of healthy living is of paramount importance
and should be focused on healthy diet, including
appropriate supplements as necessary, exercise, smok-
ing cessation, moderation in the use of alcohol, avoid-
ance of habit-forming drugs, seat belts, and safe sexual
practices. Beyond that, pharmacologic preparations
may be indicated dependent upon specific indications.

Recently, there has been considerable debate about
the role of hormonal therapies beyond menopause.
The situation is becoming clearer and the following
is a summary. The use of estrogen alone in women
who have undergone hysterectomy, or estrogen plus
progestogen in women with an intact uterus can be
considered under the following circumstances. It should
be emphasized that there is a difference between uti-
lization of these products for the treatment of specific
menopause-related effects as opposed to the utilization
of these hormones for potential prevention of future
disease such as osteoporosis.

The hormonal products remain an essential com-
ponent in the management of true menopause-related
symptoms, most specifically, the vasomotor symptoms
(changes in blood pressure), vaginal atrophy (change in
the tissue lining the vagina), and night sweats. An addi-
tional indication would also be increased urinary fre-
quency (increased need to urinate frequently). Under
these circumstances, current recommendations are for
the lowest dose products administered for the shortest
period of time, consistent with management of symp-
toms. If symptoms recur upon drug cessation, restarting
may be considered based on the risk-to-benefit profile
for each individual woman.

Currently, the only preventive indication for hor-
monal therapy is reduction of bone loss and resultant
osteoporosis and bone fracture. Hormones are highly
effective for this problem. Use should be balanced for
risk and benefit for each individual, and also take into
consideration the use of alternate nonhormonal bone
sparing products such as the bisphosphonates and the
selective estrogen receptor modulators (SERMs). In
general, up to 5 years of hormonal use in the younger
peri- and postmenopausal women is quite safe, and
longer term use needs a careful risk/benefit evaluation.
Risks of hormone usage include a slight increase in the
incidence of heart attack, blood clot, and stroke in the
first year to 18 months of therapy, with no increase
beyond that. There is also a slight increase in the diag-
nosis of breast cancer, but fortunately, there is currently
no evidence to suggest an increase in mortality from
breast cancer. Indeed, some studies suggest that women
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on hormones at the time of diagnosis of breast cancer,
have longer life expectancy than women who have
never utilized these products.

When the only symptom relates to vaginal thinning
or dryness, local use of estrogen is the preferred route
of administration.

SEE ALSO: Menstrual cycle disorders, Menstruation
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WULF H. UTIAN

Menstrual Cycle Disorders Because of the
complex interplay of events, which are necessary to
facilitate the occurrence of the normal menstrual cycle
in the female, multiple factors can play roles in pro-
ducing disorders of the menstrual cycle. Menstrual cycle
disorders can be classified as disorders of the process in
which eggs are released from the ovaries (ovulation),
cycle length, and menstruation, including duration and
volume of menstrual blood flow.

Ovulation depends on the occurrence of proper
sequencing of events involving a part of the brain called
the hypothalamus and the pituitary gland. Any disrup-
tion in hypothalamic function can alter hormonal secre-
tion that affects the ovaries. Disruption in the rhythmic
secretion of specific hormones important in ovarian
function (FSH and LH) will result in anovulation or lack
of ovulation. Common disruptions in the hypothalamic
secretion include excess weight changes, athletic and
psychologic stresses, as well as eating disorders. In
addition, pituitary gland lesions such as adenomas (a
type of tumor) can alter hormonal events necessary for
ovulation to occur. Endocrine system disorders such as
chronic anovulation or polycystic ovary syndrome and
thyroid dysfunction may also impact the hormonal
changes which affect ovulation. Thus, these conditions
can contribute to menstrual cycle disorders.

The interval between menstruations varies from
every 21 to 35 days. Even though menstrual cycles vary

within this normal range over the reproductive life cycle
of a woman, any deviation from her individual pattern
often represents a cause for anxiety, and will likely
bring her to seek clinical attention. Common diagnoses
in this group are oligomenorrhea (menstrual intervals of
greater than 35 days), polymenorrhea (intervals of less
than 21 days), and amenorrhea (absence of menstrua-
tion for more than three normal cycle periods). Causes
of these types of abnormal bleeding include under-
active thyroid (hypothyroidism), ovulatory dysfunction,
pregnancy, premalignant or malignant conditions (some
types of tumors), or structural lesions such as polyps.
Treatments include correction of hypothyroidism, hor-
monal contraception, treatment of insulin resistance,
progestin (hormone) therapy, and surgery.

The normal duration of menstruation is 4–6 days.
Any variation outside of this range represents an abnor-
mality. Common diagnoses in this group are metrorrha-
gia (irregular periods) and menometrorrhagia (heavy
and irregular periods). Usual causes include anatomic
lesions such as fibroids and polyps and infections due
to cervicitis and endometritis (inflammation of the
cervix or lining of the uterus). Often patients will need
to undergo an evaluation for bleeding disorders as
these may affect the menstrual cycle duration and
amount of flow.

Estimates of normal blood flow during menstrua-
tion are approximately 20–80 cm3. Ninety percent of
flow occurs within the first 48 hours of the onset of men-
strual flow. Common diagnoses in this category of dis-
orders include menorrhagia and menometrorrhagia and
causes include anatomic lesions such as fibroids,
polyps, excessive tissue in the uterine wall (endometrial
hyperplasia), neoplasia (tumor) or hypothyroidism,
bleeding disorders such as von Willebrand’s disease, or
deficiency of blood factors needed for clotting. In addi-
tion, any disease causing bone marrow dysfunction or
liver disease can contribute to these manifestations.
Correction of the underlying cause is usually the basis
for treatment.

There are two conditions which merit attention
here. One is the condition of midcycle bleeding asso-
ciated with ovulation. This is due to the rise in the
hormones estrogen and progesterone causing shedding
of the endometrium (wall of the uterus). It usually lasts
for 1–2 days and may be associated with mild cramping.
Even though there is no cause for concern, it may cause
anxiety in a patient. Although no treatment is usually
needed, some patients may receive a hormonal contra-
ceptive method to suppress ovulation. The second
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condition is called premenstrual tension, which is the
cyclic occurrence of symptoms in a specific (luteal)
phase of the menstrual cycle. They include somatic
complaints (headaches, bloating, or breast tenderness),
emotional complaints (anxiety, depression, or irritabil-
ity), and behavioral complaints (poor concentration,
food cravings, or sleep disturbances). Treatment
includes suppression of ovulation with medications,
exercise, dietary modification, nonsteroidal anti-
inflammatory drugs (NSAIDs), hormonal contraception,
and medical therapy with selective serotonin reuptake
inhibitors (SSRIs).

SEE ALSO: Menstruation, Pregnancy
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MARGARET L. MCKENZIE

Menstruation The menstrual cycle is a combi-
nation of a series of events occurring between a part of
the brain called the hypothalamus, the pituitary gland in
the brain, the ovaries, and the interior of the uterus
(endometrium). Normal cycle lengths vary from 21 to
35 days even though considerable variation in the
length occurs in individual women over their life span.
The menstrual cycle is divided into four phases: the
follicular, ovulatory, luteal, and menstrual phases.

HORMONE PRODUCTION AND REGULATION

At puberty, a compound called gonadotropin-
releasing hormone (GnRH) is synthesized in a part of
the brain called the hypothalamus and travels to the
pituitary gland. Here GnRH stimulates the production of
follicle-stimulating hormone (FSH) and luteinizing hor-
mone (LH), two hormones important for the function-
ing of the ovary. These hormones are all secreted in a
pulsatile fashion and pulse frequency varies with the
phase of the menstrual cycle. Within the ovary, FSH
helps to synthesize the “female hormone” estrogen. As
estrogen levels become higher (range of 200–300 pg/ml)
and are maintained above this level for more than 24 hr,

positive feedback loops on the pituitary gland then
trigger a surge of LH and FSH. This leads to release of
the egg from the ovaries. The endocrine system then
increases synthesis of another hormone, progesterone,
which will act on the uterine wall (endometrium) to
facilitate the changes necessary for successful egg
implantation to occur. In the absence of fertilization, the
portion of the uterus that has prepared for egg implan-
tation and pregnancy disintegrates and menstruation
occurs. This sloughing of the endometrium is known as
menstruation.

The endometrium responds to these cyclical
changes of ovarian hormones. Estrogen stimulates
growth by increasing both the number and size of the
endometrial cells. Progesterone receptors are induced
on the membranes of these cells in response to increas-
ing estrogen levels. Estrogen also increases the blood
flow to the endometrium. This phase of the cycle is
called the proliferative or follicular phase and occurs
immediately following menstruation as FSH and thus
estrogen levels start to rise.

As the estrogen levels rise and remain in the criti-
cal range for 24–48 hr, the positive feedback loop is
activated in the pituitary gland resulting in the LH surge.
This surge can be detected using ovulation kits.

The luteal phase of the cycle is characterized
by progesterone dominance. This action on the
endometrium is manifested by decrease in the cell
growth (proliferative) effects of estrogen. Progesterone
production causes a rise in basal body temperature and
forms the basis of tests used to confirm that ovulation
has occurred.

In the absence of fertilization, there is a decline in
estrogen and progesterone levels. This decline leads to
abrupt loss of hormonal support of the endometrium
and subsequent decrease in blood flow, loss of the
organized architecture, and resultant menstrual flow.
This is called the menstrual phase. Normal blood vol-
ume during this menstrual phase varies from 20 to
80 cm3 over the entire menstrual period.

SEE ALSO: Menstrual cycle disorders, Pregnancy
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Mental Illness Mental illness can be defined as
behavioral, psychological, or biological dysfunction
that interferes with an individual’s daily life and abil-
ity to cope with normal stressors. A “mental disorder”
is differentiated from a “physical disorder” in order to
categorize types of problematic symptoms and behav-
iors and to guide decisions regarding the boundary
between normality and pathology. It is recognized,
however, that the mind and body are inherently
connected to and affected by one another, as psycho-
logical symptoms affect physical symptoms and vice
versa.

Nearly 25% of women will experience mental ill-
ness in their lifetime. There are biological and psy-
chosocial factors that affect women’s mental health
differently than men’s mental health. Reproductive
health events such as the premenstrual period, preg-
nancy or postpartum, and the perimenopausal period
appear to affect psychological functioning. Gender dif-
ferences in thyroid function, circadian rhythm patterns
(sleep cycles), neurotransmitters (brain chemicals), and
hormones may also contribute to higher prevalence
rates of some mental disorders in women compared to
men. Psychosocial factors such as role identity and con-
flict (family and work), sexual and physical abuse, dis-
crimination, lack of social support, and poverty also
affect women’s mental health.

Some mental disorders occur equally commonly in
men and women (schizophrenia and bipolar disorder),
while other disorders, such as postpartum depression,
occur exclusively in women. Depression is much more
common in women than in men, likely a result of bio-
logical, psychological, and social factors. In the past, it
was often believed that women were subject to emo-
tional instability as a “side effect” of their reproductive
functioning. “Hysteria” (based on the Greek word for
uterus) was a term used in the past to describe over-
reactive emotional states occurring in women. In some
cases, women were deprived of personal rights and
freedoms as it was believed they were incapable of
making rational decisions when in the grip of these
“female,” overreactive emotional states. While stigma is
still a major factor in the lives of both men and women
with mental illness, campaigns to improve public
awareness of mental disorders and significant develop-
ments in understanding and treatments of mental illness
have greatly improved conditions for women who
experience emotional illness. “Hysteria” is not a term
utilized in modern psychiatry.

While mental illness occurs all over the world and
prevalence of disorder is remarkably consistent globally
(e.g., approximately 1% of the population worldwide
has schizophrenia), how illnesses manifest may differ
across gender, age, and culture. For example, in cultures
where depression is not an “acceptable” illness, indi-
viduals with depression are more likely to present with
somatic complaints such as fatigue, headache, and pain.

Outcomes of mental illness may differ by gender
and culture as well. For example, in most countries sui-
cide attempts more commonly occur in women, while
men are more likely to commit suicide. However, in
some countries, such as India and China, the reverse is
true, with women being more likely to commit suicide
as compared to men. It has been speculated that this
may be due to differing social roles between men and
women, although much more study is needed to better
understand how gender and culture affect the causes,
presentation, and outcomes of mental illness.

Mental disorders describe, classify, and categorize
symptoms rather than people. They are divided into the
categories of mood, anxiety, psychotic, somatoform,
factitious, dissociative, sexual and gender identity, eat-
ing, sleep, impulse control, adjustment, personality, first
diagnosed in infancy, childhood, or adolescence, delir-
ium, dementia, amnestic, and other cognitive disorders,
mental disorders due to a general medical condition,
and substance-related disorders.

Mood disorders include variations of unipolar and
bipolar depression. Major depressive disorder is the
presence of a major depressive episode, which is sad
mood or loss of interest, along with symptoms such as
weight loss, sleep difficulty, fatigue, difficulty concen-
trating, and thoughts of death or suicide. Dysthymic
disorder is a chronic depressive symptom that lasts for
at least two years. Women are 2–3 times more likely
than men to develop unipolar depression and approxi-
mately one out of seven women will develop depres-
sion in their lifetime. Sixty to eighty percent of women
in the postpartum period experience some combination
of depressive and anxiety symptoms, 10–20% of new
mothers experience more severe symptoms, resulting
in a diagnosis of major depressive disorder with post-
partum onset (postpartum depression), and in rare
cases (0.1%) women who have just given birth will
develop psychotic symptoms. It is estimated that approxi-
mately 75% of women experience depressive symptoms
in the premenstrual period, and that 3% of women exper-
ience symptoms severe enough to be diagnosed with
premenstrual dysphoric disorder.
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Bipolar disorder is characterized by alternating
mood changes between severe lows (depressive
episodes) and severe highs (manic episodes). A manic
episode is elevated or irritable mood, inflated self-
esteem, decreased need for sleep, pressured or rapid
speech, racing thoughts, and excessive involvement in
pleasurable activities such as spending sprees and sex-
ual indiscretions. Women with bipolar disorder tend to
experience a depressive episode first, which can be
triggered during the postpartum period. Cyclothymic
disorder involves 2 years of alternating periods of manic
and depressive symptoms that are not as severe as
bipolar disorder.

Anxiety disorders are characterized by irrational
fear that is usually accompanied by physiological sen-
sations such as palpitations, sweating, shaking, short-
ness of breath, chest pain, nausea, dizziness, fear of
losing control or going crazy, fear of dying, numbness,
and chills or hot flashes. Panic disorder is diagnosed
when panic attacks (period of intense fear and physio-
logical symptoms) occur along with fear of additional
panic attacks and worry about the consequences of
having attacks. Agoraphobia is anxiety about being in
places or situations where escape might be difficult or
help might not be available if a panic attack occurs.
Specific phobias are excessive fears of specific objects
or situations and are classified by type: animal, natural
environment, blood–injection–injury, or situational.
social phobia is overwhelming fear of social situations
or performance. Obsessive–compulsive disorder
(OCD) is the presence of obsessions (persistent ideas,
thoughts, impulses, or images that are inappropriate
and intrusive) or compulsions (repetitive behaviors or
mental acts that a person engages in to prevent or
reduce anxiety). Posttraumatic stress disorder (PTSD)
is an anxious response to witnessing or experiencing an
extremely traumatic or life-threatening event that
includes symptoms such as difficulty sleeping, irritabil-
ity or anger outbursts, difficulty concentrating, hyper-
vigilance, and exaggerated startle response. Acute stress
disorder is exposure to a traumatic event combined
with dissociative symptoms such as numbing, detach-
ment, or absence of emotional response. Generalized
anxiety disorder (GAD) is characterized by excessive
worry and anxiety about numerous events or activities
and is associated with symptoms such as restlessness,
fatigue, difficulty concentrating, muscle tension, and
sleep disturbance. Anxiety disorders such as GAD,
social phobia, and panic disorder are diagnosed up to
2–3 times more often in women than men. PTSD is

often diagnosed in women who have been raped,
physically or sexually abused, or are victims of domestic
violence.

Psychotic disorders are characterized by the pres-
ence of psychotic features such as delusions (distorted
thoughts or false beliefs) or hallucinations (distortions
of perceptions). Schizophrenia includes symptoms such
as delusions, hallucinations, disorganized speech, disor-
ganized or catatonic behavior, and affective flattening.
Schizophreniform disorder is similar to schizophrenia
but is less severe and lasts only 1–6 months. Schizo-
affective disorder is characterized by the presence
of schizophrenia and either a major depressive or
manic episode or both. Delusional disorder involves
mistaken beliefs about situations that could occur in
real life.

Somatoform disorders are characterized by the pres-
ence of physical complaints that cannot be explained by
a general medical condition, substance use, or another
psychological disorder. Somatization disorder is charac-
terized by numerous physical ailments (pain, gastroin-
testinal, sexual or reproductive, or pseudoneurological
symptoms) that result in medical treatment being sought
or significant impairment in daily living. Undifferentiated
somatoform disorder is similar to somatization disorder
but not as severe. Conversion disorder is characterized
by unexplained symptoms or problems with voluntary
motor or sensory functioning that suggest a neurological
or other general medical condition but is judged to be
associated with psychological factors. Pain disorder
involves pain as the main focus of clinical attention but
psychological factors are judged to be significantly
related to the pain. Hypochondriasis is characterized by
the preoccupation with having a serious illness or dis-
ease based on the misinterpretation of bodily symptoms.
Body dysmorphic disorder involves a preoccupation with
an exaggerated or imagined defect in the individual’s
physical appearance. Somatization disorder, conversion
disorder, and pain disorder are more common in women
than men.

Factitious disorders involve pretending to have
physical or psychological symptoms to assume the sick
role, without the presence of external incentives for this
behavior. Factitious disorder includes subjective com-
plaints, self-inflicted conditions, or exacerbation or
exaggeration of an existing general medical condition.

Dissociative disorders are characterized by a
change in the usually integrated areas of consciousness,
memory, identity, or perception of the environment.
Dissociative amnesia is an inability to recall important
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and traumatic information. Dissociative fugue is sudden
travel away from home with an inability to recall the
past and confusion about personal identity or the
assumption of a new identity. Dissociative identity
disorder (previously multiple personality disorder) is
two or more distinct identities or personality states that
recurrently take control of the individual’s behavior.
Depersonalization disorder is characterized by a persis-
tent feeling of being detached from one’s body or men-
tal processes.

Sexual and gender identity disorders include
Sexual Dysfunctions such as sexual desire disorders,
sexual arousal disorders, orgasmic disorders, and sex-
ual pain disorders, Paraphilias such as exhibitionism,
fetishism, frotteurism, pedophilia, sexual masochism,
sexual sadism, transvestic fetishism, and voyeurism,
and gender identity disorders, which involve cross-
gender identification and discomfort with one’s
assigned sex.

Eating disorders include severe disturbances in
eating behaviors. Anorexia Nervosa is a refusal to main-
tain a minimally normal body weight, Bulimia Nervosa
is repeated episodes of binge eating that are fol-
lowed by inappropriate compensatory behaviors
such as abuse of laxatives, self-induced vomiting, fast-
ing, or excessive exercise, and binge-eating disorder
is repeated episodes of eating an excessive amount
of food without inappropriate compensatory behaviors.
It is estimated that 0.5–5% of women suffer from eating
disorders, and social factors such as the pressure for
women to be attractive and the association of thinness
with attractiveness are thought to contribute to these
disorders.

Sleep disorders are organized into categories based
on the cause of the sleep dysfunction. Primary sleep
disorders include dyssomnias (abnormalities in the
amount, quality, or timing of sleep: primary insomnia,
primary hypersomnia, narcolepsy, breathing-related
sleep disorder, and circadian rhythm sleep disorder)
and parasomnias (abnormal behavior in relation to
sleep: nightmare disorder, sleep terror disorder, and
sleepwalking disorder).

Impulse control disorders are characterized by the
failure to resist an impulse or temptation to perform an
act that is harmful. Intermittent explosive disorder is the
failure to resist aggressive impulses that result in serious
assaults or destruction of property. Kleptomania is the
failure to resist impulses to steal objects that are not
needed. Pyromania is a pattern of setting fires for
relief of tension, pleasure, or gratification. Pathological

Gambling is maladaptive gambling behavior that is
persistent and recurrent. Trichotillomania is recurrent
pulling out of one’s hair for relief of tension, pleasure,
or gratification and results in noticeable hair loss.
Kleptomania and trichotillomania are more common in
women than men.

Adjustment disorders are characterized by clinically
significant emotional or behavioral symptoms in
response to an identifiable stressor and are associated
with symptoms such as depressed mood, anxiety,
and/or behavior problems.

Personality disorders are patterns of experience
and behavior that are inflexible and lead to impairment
or distress. Paranoid personality disorder is character-
ized by excessive suspiciousness and distrust. Schizoid
personality disorder is diagnosed in individuals who
show a restricted range of emotions and have a history
of detachment from social relationships. Schizotypal
personality disorder is characterized by acute discom-
fort in close relationships, eccentricities of behavior,
and cognitive or perceptual distortions. Antisocial
personality disorder is diagnosed in individuals who
show disregard for and violation of the rights of others.
Borderline personality disorder is characterized by
impulsive behaviors and instability in interpersonal rela-
tionships, self-image, and mood. Histrionic personality
disorder is characterized by excessive emotionality and
attention-seeking behaviors. Avoidant personality
disorder is diagnosed in individuals who are socially
inhibited, feel inadequate, and are hypersensitive to
negative evaluation by others. Dependent personality
disorder is characterized by submissive and clinging
behavior related to an excessive need to be taken care
of. Obsessive–compulsive personality disorder is diag-
nosed in individuals who are preoccupied with orderli-
ness, perfectionism, and control. Borderline, histrionic,
and dependent personality disorders are more common
in women than in men.

There are disorders that are usually first diagnosed
in infancy, childhood, or adolescence, but there is no
clear distinction between childhood and adult disor-
ders. Disorders included in this category are mental
retardation, learning disorders, motor skills disorder,
communication disorders, pervasive developmental
disorders (autistic disorder, Rett’s disorder, childhood
disintegrative disorder, and Asperger’s disorder),
attention-deficit and disruptive behavior disorders
(attention-deficit/hyperactivity disorder, conduct disorder,
and oppositional defiant disorder), Feeding and eating
disorders of infancy or early childhood (pica, rumination
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disorder, and feeding disorder of infancy or early child-
hood), Tic disorders (Tourette’s disorder, chronic motor
or vocal tic disorder, and transient Tic disorder),
Elimination disorders (Encopresis and enuresis), and
other disorders such as separation anxiety disorder,
selective mutism, reactive attachment disorder of infancy
or early childhood, and stereotypic movement disorder.

Delirium, dementia, amnestic, and other cognitive
disorders are characterized by a clinically significant
deficit in cognition or memory. Delirium is a distur-
bance of consciousness that develops over a short
period of time, Dementia is multiple cognitive deficits
including memory, and an amnestic disorder is memory
impairment in the absence of other significant cognitive
problems.

Mental disorders due to a general medical condi-
tion are psychological symptoms (delirium, dementia,
amnestic, psychotic, mood, anxiety, sexual dysfunction,
or sleep) that are judged to be the result of a general
medical condition.

Substance-related disorders are associated with the
taking of a drug of abuse, side effects of medication,
and toxin exposure. The two groups of substance-
related disorders are substance use disorders (substance
dependence and substance abuse) and substance-
induced disorders (substance intoxication, substance
withdrawal, and substance-induced delirium, dementia,
amnestic, psychotic, mood, anxiety, sexual dysfunction,
or sleep disorders). The 11 classes of substances
include alcohol, amphetamines, caffeine, cannabis,
cocaine, hallucinogens, inhalants, nicotine, opioids,
phencyclidine (PCP), and sedatives, hypnotics, and
anxiolytics.

Most mental disorders can be successfully treated
in a variety of ways. Psychoactive medications are used
to modify emotions and behavior in the treatment of
mental disorders and include antidepressant, antianxi-
ety, antipsychotic, and antimanic medications.
Antidepressants are commonly used to treat unipolar
depression and anxiety disorders and include tricyclic
antidepressants, monoamine oxidase inhibitors
(MAOIs), and selective serotonin reuptake inhibitors
(SSRIs). Antianxiety medications include benzo-
diazepines, which relieve anxiety symptoms for a short
period of time. Antipsychotic medications cannot cure
psychosis, but are very effective in treating psychotic
symptoms, and antimanic medications stabilize the
mood swings in bipolar disorder. Women who are of
childbearing age should discuss and carefully weigh the
pros and cons of psychotropic medication treatment

with their doctors because of the potential risks while
taking birth control pills, possible birth defects in the
developing fetus, and the passing of medication
through breast milk. Psychosocial therapy includes indi-
vidual psychotherapy (cognitive-behavioral or interper-
sonal therapy is commonly used), family therapy,
psychoeducation, group therapy (supportive or self-
help), inpatient hospitalization, rehabilitation services,
and electroconvulsive treatment (ECT).

The changes in laws and public policy in the
United States reflect the ever-evolving feminist move-
ment, and the history of women and mental illness is
representative of cultural issues reflected in laws and
public policy. One historical example is the story of
Elizabeth Packard who, in the mid-1800s, was commit-
ted to a state mental hospital simply because her hus-
band asserted that she was insane. When she was
released, she won a jury trial, and advocated for laws to
be changed. She was responsible for changes to com-
mitment laws in many states and was crucial to raising
awareness about the treatment of patients in mental
asylums. She also fought for the “Bill for the Protection
of Personal Liberty,” which granted the right to a jury
trial to individuals committed to an asylum. In the
United States during the years of Packard’s story, pub-
lic policy regarding mental illness also reflected the
views regarding women at that time. Women were not
yet allowed to vote and husbands were permitted to
send their wives to a mental hospital without evidence
of insanity.

The “Anti-Psychiatry Movement” that began in the
1960s is another example of the impact of culture on
women and mental illness (although criticisms of psy-
chiatry began decades before the 1960s). Much of this
movement derived from criticism regarding inhumane
treatment of psychiatric patients including lobotomies,
ECT, isolation, and restraint. Some also believed that
many individuals are misdiagnosed, overdiagnosed, or
mistreated. Many people argue against involuntary
commitment, coming from a legal or civil liberties per-
spective. As with Elizabeth Packard, social reform and
public policy changes resulted from this movement.
Sylvia Plath’s The Bell Jar and Ken Kesey’s One Flew
Over the Cuckoo’s Nest are examples of literary efforts at
social reform regarding psychiatric treatment. Plath’s
work also addressed social and cultural issues related to
women and mental illness, including social class and a
patriarchal society. More recently, Susanna Kaysen’s
Girl, Interrupted also questioned the symptoms for
diagnosing borderline personality disorder, implying
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that social class and a male-dominated society had a
significant influence in her diagnosis and experiences in
inpatient psychiatric treatment.

It is evident that culture plays a significant role in
various aspects of mental illness, including prevalence
rates of diagnoses, as well as treatment implications
and access to treatment. Research has shown that racial
and ethnic minorities are less likely than the general
public to receive quality mental health care. Culture
also affects how patients communicate and manifest
their symptoms, coping styles and skills, willingness to
seek treatment, and family and community supports.
A history of racism and discrimination in this country
often causes mistrust and fear that deters minorities
from utilizing services and obtaining mental health
care.

Research has shown that there is a disproportion-
ate number of African Americans who are homeless,
incarcerated, in the child welfare system, and victims of
trauma; these populations have an increased risk for
mental illness. Approximately 40% of Hispanic
Americans report difficulty speaking English, therefore,
many Hispanic Americans have limited access to
Spanish-speaking mental health providers. The
American Indians/Alaskan Natives population has a sui-
cide rate that is 50% higher than the national average. It
appears that co-occurring mental illness and substance
abuse are also higher in this population. Asian
Americans/Pacific Islanders often present with more
severe mental illnesses than other ethnic groups, possi-
bly due to stigma and shame preventing individuals
from seeking treatment.

SEE ALSO: Anxiety disorders, Bipolar disorder, Dementia,
Depression, Discrimination, Eating disorders, Hysteria,
Obsessive–compulsive disorder, Panic attack, Schizophrenia,
Sleep disorders, Substance use
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TIRA B. STEBBINS

Midwifery Midwifery is the second oldest profes-
sion for women in the world. The practice of midwifery
is documented in the Old Testament. The derivation of
the word midwife means “with woman,” giving cre-
dence to the most enduring hallmark of midwifery
which connotes a human presence during birth.

Exclusive of the North American continent, mid-
wifery care for women has maintained a congruent path
throughout history. Organized schools of midwifery have
flourished across Europe through the centuries as far
back as the 5th century BC when Hippocrates founded
the first formal midwifery program. Countries across the
world continue to recognize midwives as the caregivers
of women, especially during parturition. Today’s midwife
is very different from the one who counseled Moses’
mother to set him adrift in a basket upon the Nile, but
her/his role in counseling women remains undaunted.

Midwifery came to America with the first colonists,
although birth attendants existed among the Native
Americans long before the continent was “discovered.”
This new midwife initially had been trained in Europe
or was indigenously apprenticed in America. It was
Mary Breckinridge who, having been educated in
England, brought the nurse midwife to the United States
in the early 1920s to care for Appalachian women and
their families in the state of Kentucky. In 1925, she
opened the Frontier Nursing Service with nurse mid-
wives who had also been educated in England. These
British-trained nurse midwives were the first to practice
in the United States.

In 1931, the first nurse midwifery educational pro-
gram in the United States opened in New York City. It
was called the Lobenstine Midwifery School and contin-
ues today as the State University of New York (SUNY)
Downstate educational program. Currently there are over
40 nurse midwifery educational programs, and nurse
midwives practice in all the 50 states. The number of
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graduates fluctuates each year, but usually over 400 grad-
uate yearly. Currently, there are over 10,000 Certified
Nurse Midwives in the United States, and over 7,000
belong to the American College of Nurse Midwives
(ACNM). Ninety-five percent are women, and the major-
ity practice in urban and suburban communities.

The American College of Nurse Midwifery was
formed in 1955 and changed its name to ACNM when it
merged with the Kentucky Association of Nurse Midwives
in 1969. The ACNM sets the Standards for nurse mid-
wifery/midwifery practice in the United States. Through
the Division of Accreditation, the ACNM accredits its edu-
cational programs to ensure a single standard of educa-
tion; the Certification Council provides the venue for
national certification. Within the last decade, the ACNM
has expanded its educational horizon and accredited a
nonnurse midwifery educational route to practice.
Individuals who select the nonnurse route to midwifery
must possess a Bachelor of Science degree to be consid-
ered for admission. After acceptance they must success-
fully complete a bridge option which includes basic
fundamentals of health care and the trends and ethics of
today’s health care delivery system. These students then
attend and complete the same accredited midwifery edu-
cation program as their fellow registered nurse students.

There are different routes to midwifery education
and care in the United States today. As a future practi-
tioner, it is important for an individual to choose the
educational route consistent with his/her philosophy of
practice. As a consumer, it is important for a woman to
make an informed decision about the practice of mid-
wifery, before entrusting herself and her baby to the
birth attendant.

The Certified Nurse Midwife (CNM) and Certified
Midwife (CM) are licensed providers who have been
educated in programs accredited by the ACNM Division
of Accreditation and nationally certified by the ACNM
Certification Council. State regulations and/or legisla-
tion are promulgated to set the perimeters of the scope
of practice.

Direct entry into midwifery education and practice
are prospering in its own venue. Midwives’ Alliance of
North America (MANA) is the official professional organi-
zation. Accreditation standards for educational programs
and certification of its graduates have been established
through the Midwifery Education Accreditation Council
(MEAC) and the North American Registry of Midwives
(NARM).

Certified Nurse Midwives/Certified Midwives,
referred to hereafter as “midwives,” provide primary

care to women throughout the life cycle. Today, midwives
are not just provider of care during pregnancy and
childbirth; they provide care that emphasizes well
woman care incorporating health promotion and edu-
cation through the woman’s lifetime. Pregnancy and
childbirth, however, remain a focal point of midwifery
care, since pregnancy is often a healthy woman’s first
entry into the health care system. Midwives attend
about 9% of births nationally each year.

Midwives focus on pregnancy as a normal event,
and they inspire women to have confidence and to trust
their bodies. Their basic approach is to empower the
woman and her family to take an active role in her
health care. Midwives respect technology and use it
appropriately; they educate women to make informed
decisions about childbirth, and they provide the know-
how and environment necessary to achieve a safe and
satisfying birthing experience.

Increasingly, today’s families are choosing mid-
wives, as evidenced by a 118% increase in births
attended by midwives in the last decade. However,
many legislative, political, economic, and social chal-
lenges confront the profession and women’s health
care. Among them are:

1. High liability premiums
2. Barriers to home birth and trial of labor after

cesarean
3. Increasing use of epidurals and induction of

labor
4. Emergence of elective cesarean sections
5. Inequitable reimbursement for nurse midwifery

services
6. Decrease in scholarship funds for students

In order to sustain and promote the growth in the
practice of midwifery observed in the last decade, mid-
wives must educate the public that they are skilled and
knowledgeable practitioners who care for women over
their lifetimes, rather than only during pregnancy and
childbirth.

SEE ALSO: History of Women’s Health (pp. 3–13), Women in
the Health Professions (pp. 20–32), Labor and delivery, Nurse
practitioner, Nursing, Pregnancy, Prenatal care
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ELAINE K. DIEGMANN

Migraine Migraine is the second most common
headache disorder, after tension-type headache. The
prevalence of migraine is related to age and sex. Before
puberty, boys are more susceptible than girls. After
puberty, the prevalence in women increases until age
40–50 and then decreases. At age 40, 26% of women
will have at least one migraine over the course of a
year, compared with 8% of men.

Migraine is a hereditary illness. First-degree rela-
tives of an affected person are 2–4 times as likely to
have migraines. The mode of inheritance for most types
of migraine is not known, but one form, familial hemi-
plegic migraine (a type of migraine that runs in families
and causes bodily weakness), is known to be transmit-
ted as an autosomal dominant trait (specific method of
genetic transmission). The gene has been mapped to
chromosome 19.

Migraine consists of two parts, a transient neuro-
logical symptom, called the aura, and a headache.
They can occur together (migraine with aura) or sepa-
rately (migraine without aura, migraine aura without
headache). The aura usually precedes the headache but
may occur during it or afterwards.

The most common auras are abnormalities of
vision, sensation, and language ability. An aura may
occur alone, or two or three may appear one after
another. Visual auras are usually small and unobtrusive
at first but enlarge and spread across the field of vision
during a period of 10–15 min. Likewise, sensory auras
start in one part of the body, usually the fingers or lips,
and spread slowly to other parts. Auras usually last
15–30 min and then disappear. Visual auras often con-
sist of an area of visual loss surrounded by a shimmer
or a flickering light (scintillating scotoma), or zigzag
lines in the form of a horseshoe (fortification spectrum).
Sensory auras may consist of numbness or tingling
and “pins and needles.” A language aura (aphasia)
impairs the subject’s ability to express herself in words
or to understand spoken or written language. Other less
common auras include limb weakness, vertigo (dizzi-
ness), double vision, lack of coordination, and a reduced
level of consciousness.

The pain of migraine may be on one or both sides
of the head. It generally has a pulsating or throbbing
quality, is moderate to severe in intensity, and is made
worse by routine physical activity, such as climbing
stairs. The headache is often associated with nausea,
vomiting, and sensitivity to light (photophobia) and
sound (phonophobia). Untreated, the pain lasts for 4 hr
to 3 days.

Migraine headaches respond better to abortive
treatment the earlier it is given after the pain starts. The
choice of medication depends on the severity of the
pain. Mild headaches may respond to over-the-counter
pain relievers, such as aspirin and acetaminophen
(with or without caffeine), and to nonsteroidal anti-
inflammatory drugs (NSAIDs), such as ibuprofen and
naproxen. Moderate and severe headaches require a
prescription drug. The most effective drugs belong to
a family of agents called “triptans.” Sumatriptan (Imitrex)
was the first one marketed. It is available as a tablet, a
nasal spray, and a subcutaneous injection. More intense
headaches require the nasal spray or injection. Dihydro-
ergotamine, another antimigraine agent, is available as a
nasal spray (Migranal) and is at least as effective as
sumatriptan nasal spray, although not as effective as the
injection. The nausea and vomiting of a migraine will
respond to antinausea drugs, such as metoclopramide,
domperidone, and prochlorperazine, taken as a tablet or
suppository.

Using abortive medications for migraine more
than 2 days a week can lead to medication-overuse
headache, a chronic daily headache that improves
with each dose of medicine but recurs in a few hours,
creating a vicious cycle of withdrawal headache. In
order to avoid this, many patients use preventive ther-
apy of migraine. Preventive therapy involves taking a
drug regularly, everyday, in order to reduce the fre-
quency, severity, and duration of migraine attacks.
Once the migraines have been under good control for
3–6 months, the drugs can be withdrawn. Several
classes of drugs may be used: beta-blockers such as
propranolol, antidepressants such as amitriptyline and
phenelzine, calcium-channel blockers such as vera-
pamil, and antiepileptic drugs such as valproate, topi-
ramate, and gabapentin. Although beta-blockers and
calcium-channel blockers are also blood pressure
medicines, they are usually tolerated well when taken
for migraines.

During the first trimester of pregnancy, the risk of
exposing the fetus restricts the use of preventive drugs.
Among abortive agents, acetaminophen, caffeine,
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NSAIDs, narcotic analgesics, and probably sumatriptan
are safe, as are the antiemetic agents (prevent vomiting)
prochlorperazine and metoclopramide. Amitriptyline, as
a preventive drug, is probably safe in the second and
third trimesters. Late in pregnancy, NSAIDs should be
avoided because they inhibit closure of the fetal ductus
arteriosus, causing circulatory problems in the newborn.
Breast-feeding mothers should discuss medication
choices with their health care provider, to avoid possi-
ble ill-effects on the infant.

Many women have migraine headaches only or
mainly with their menstrual periods (menstrual
migraine). These migraines are often intense, long-
lasting, and resist abortive treatment. Use of NSAIDs or
standard preventive drugs before and during the
period, a short course of oral corticosteroids, or therapy
with estrogen can prevent or reduce the headaches.

Hormonal contraceptives, including oral and
injectable contraceptives, may cause or worsen migraine.
This usually occurs within the first few cycles of their use
but may not appear for years. Stopping the drug may not
bring immediate relief: there may be a delay of several
months or no improvement at all.

Migraine with aura and, to a lesser extent, migraine
without aura, as well as the use of estrogen-containing
contraceptives are all minor risk factors for ischemic
stroke. Controversy continues on whether it really is
too risky to use estrogen-containing contraceptives in
patients with migraine. It seems reasonable, however,
not to use them in migraine patients who have other
stroke risk factors, such as smoking, high blood pres-
sure, or age over 40 years. If migraine auras appear or
worsen during treatment, then these contraceptives
should be discontinued.

People with migraines can also develop other
types of headache. Some causes of headache, such
as bleeding within the skull or meningitis, are quite
dangerous. Talk with your health care provider if your
headaches change significantly. Warning signs of a
possibly serious condition include headache that
comes on suddenly without warning, pain that is dif-
ferent from or much worse than your usual migraine
pain, headaches occurring more often or lasting longer,
pain that gets worse with each new headache,
headache that develops after a head injury, headache
with fever or stiff neck, or headache with new neuro-
logical symptoms such as trouble walking, talking, or
weakness.

SEE ALSO: Headache, Oral contraception, Pain
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MARC WINKELMAN

Military Service In 2001, there were 1,385,116
active duty members of the United States military, down
from 1,610,490 in 1994. In 2001 there were 207,188
women service members, roughly 15% of the total
force, up from 199,688 in 1994. Compared to 1994,
the total number of active duty military members fell,
while the number of women service members rose by
about 2.5%.

Until 1948, women could serve as voluntary mem-
bers of the military. The Army had the Women’s Army
Auxiliary Corps (WAACs), the Navy had the Women
Accepted for Voluntary Emergency Service (WAVES),
and the Marines had “Semper Paratus, Always Ready”
(SPAR). Usually these volunteers served as nurses,
clerks, and sometimes even performed communications
jobs, but were not considered full members of the
armed services.

The Women’s Armed Services Act of 1948 opened
the military forces for women to become full members,
however limiting their service to noncombat role.
Roughly 50% of all military jobs are now open to
women. This number varies by branch of service.

In the recent Gulf War, some 540,000 soldiers par-
ticipated in Operation Desert Storm; of these soldiers,
approximately 35,000 were women. The Persian Gulf
War was the first major conflict where women saw front-
line action. Women were very much in the media spot-
light during this war. Media attention and the
exceptional performance of female service members
during the Gulf War were largely responsible for the
changing attitudes and subsequent opening of many
previously prohibited jobs to women. Combat exclusion
laws have been repealed, however, there are still a num-
ber of military occupations closed to women. Among
those closed to women are: infantry, armor, field
artillery, and special forces in the Army; submarine,
SEAL (special forces units), and mining/antimining
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positions in the Navy; infantry, artillery, armored units,
reconnaissance, and combat engineer units in the
Marine Corps; and finally, parachute-rescue and combat
controllers in the Air Force.

A few of the reasons that opponents of women in
combat roles offer for exclusion are: physical differ-
ences, reproductive issues, that men would be unable
to fight because they would be too concerned with pro-
tecting female members, and the potential rape by
enemy forces if captured. As military equipment and
jobs become more technical and hand-to-hand combat
in war decreases, many of these arguments fall by the
wayside.

The year 1994 saw an enormous surge of female
firsts for the military. In 1994, 1st Lt. Jeanne Flynn
became the first Air Force combat jet pilot; Lt. Shannon
Workman became the first female Navy pilot to qualify
on an aircraft carrier, and 1st Lt. Sarah Deal became the
first Marine Corps combat pilot. Also in 1994, the Navy
allowed two female pilots to fly combat missions for the
first time.

Another area of military service to be opened to
women, during the 1990s, came after the United States
Supreme Court ruled, in a seven-to-one decision, that
the prestigious Virginia Military Institute (VMI) would
have to either accept women or go private. VMI’s
answer was to create the Virginia Women’s Military
Institute (VWMI). Shortly thereafter, another mili-
tary academy, the Citadel, admitted their first woman
student, Shannon Faulkner.

The United States military has progressed far in the
area of women’s equality; while not quite there yet, the
military continues to progress toward equality.

SEE ALSO: Women in the Workforce (pp. 32–40), Sexual
harassment
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TAMBRA K. CAIN

Miscarriage A miscarriage is a pregnancy that
ends before the fetus reaches a point where it would be
able to survive outside the uterus. The medical term for
a miscarriage is a “spontaneous abortion.” About 80% of
miscarriages occur in the first trimester, meaning the
first 12 weeks of pregnancy. Approximately 20% of
pregnancies end in miscarriage. There are probably
another 10% of pregnancies lost before women actually
realize they are even pregnant.

When a miscarriage occurs, couples are very anx-
ious to understand why this event, which can be dev-
astating, has happened. Approximately 50% of
miscarriages are due to genetic abnormalities of the
fetus. Most babies are born perfect, and this is “nature’s
way” of controlling this wonderful phenomenon. Most
abnormal fetuses will not continue to grow and will
result in miscarriage. The earlier in a pregnancy a mis-
carriage occurs, the more likely that it was a result of
a genetic abnormality. Miscarriages may also be the
result of uterine abnormalities such as fibroids or
cervical abnormalities. Women with repeated preg-
nancy losses may require complex evaluations looking
for possible autoimmune or endocrine diseases.
Miscarriages are not caused by maternal activity (exer-
cise, heavy lifting, etc.) or intercourse. Often patients
are concerned about how they may have contributed
to this event. It is important to discuss these concerns
with your physician. It is unusual to know why a
miscarriage occurred.

There are multiple factors that increase the risk of
a miscarriage. The most important of these is maternal
age. Between the ages of 20 and 30, the risk of miscar-
riage is 9–17%. At age 35, the risk is 20%, at age 40, the
risk is 40%, and at age 45, the risk is 80%. The risk of
miscarriage also increases with the more children a
woman has had, this is independent of her age. Having
had a previous miscarriage is a risk as well. But this is
very much dependent on how many miscarriages have
occurred. After a single miscarriage, the risk of a second
is about 20%, after two miscarriages, the risk is about
28%, and after three miscarriages, the risk is 43%. Most
physicians begin an investigation as to why a miscar-
riage occurs after two or three miscarriages; this will
depend upon the patient’s specific situation. Smoking
and alcohol consumption also increase the risk.
Caffeine increases the risk at a significant level when
4–5 cups or more of coffee are consumed a day. There
are also, less commonly, risks from maternal exposure
to chemicals, medications, or infections.
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There are many ways in which a woman may learn
that she has had a miscarriage. The most common way
is by vaginal bleeding and/or abdominal cramping.
These symptoms may also occur, however, in a normal
pregnancy or an ectopic pregnancy (pregnancy outside
of the uterus). Because of this, ultrasound is key to the
evaluation of a possible miscarriage. If a heartbeat is
not seen by approximately 6 weeks gestation (6 weeks
from the last menstrual period) on a transvaginal ultra-
sound (specialized procedure using sound waves to
visualize the structure around and in the uterus), con-
cern of miscarriage increases. When the diagnosis is not
entirely clear, blood levels of the pregnancy hormone,
beta-HCG, may be followed over the course of several
days. If vaginal bleeding is heavy and the cervix has
already begun to dilate, the miscarriage is considered
“inevitable.” If bleeding is occurring in the face of
a heartbeat on ultrasound and a closed cervix, the
miscarriage is considered “threatened”; this can be an
extremely stressful time for a woman. Continued sur-
veillance with ultrasound is then indicated. There are
times when bleeding has occurred to the point that the
fetus is passed as well. In these cases an ultrasound
reveals an empty uterus. This is called a “complete
abortion” and usually no further medical or surgical
treatment is necessary. If a significant amount of tissue
remains in the uterus, despite loss of a fetal heartbeat,
this is called an “incomplete abortion” and often the
patient is offered medical or more commonly surgical
therapy to complete the miscarriage and clear the uter-
ine cavity. Because of the frequent use of early ultra-
sound, often a miscarriage is diagnosed even before the
patient has experienced any vaginal bleeding. In this
case, a routine ultrasound would reveal that the fetus is
either not developing normally or no longer has a
heartbeat.

Treatment of a miscarriage is varied. If a preg-
nancy is before approximately 7–8 weeks, often a
woman is encouraged to “let nature take its course.” In
other words, no intervention would be made by the
physician and the woman would simply wait to see
whether the pregnancy passes on its own. Usually
this occurs within 2 weeks, but may take longer. This
can result in heavy bleeding and painful cramping,
but can be handled well by most women. If at any time
the woman felt the bleeding was too heavy or pain too
severe, she would contact her physician. In order to
expedite passing the pregnancy, or to attempt this later
in the first trimester, medication may be considered.
More commonly, however, a woman is offered a

dilation and curettage (D&C) to complete the
miscarriage. This is a surgical procedure done either in
the operating room or in the physician’s office. This is
a decision made by the woman and her physician. The
risks of D&C are small, but include bleeding, infection,
and uterine perforation.

After a miscarriage, it is usually advised not to have
intercourse until after the next normal menses. If inter-
course occurs before then, a condom should be used.
It is medically safe to attempt pregnancy again after the
first normal menses. Many couples are encouraged to
wait 2–3 cycles, however, to give themselves some time
to heal psychologically from this emotionally difficult
event. If a woman feels she is more depressed than she
would expect, or is concerned about her mood in any
way, it is very important for her to discuss this with her
physician.

SEE ALSO: Autoimmune disorders, Ectopic pregnancy, Genetic
counseling, Pelvic organ prolapse, Pregnancy, Uterine fibroids
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Mitral Valve Prolapse Mitral valve prolapse
(MVP) is the most common congenital valvular heart
disease in adults and has become the most frequent
valvular cause of chronic mitral regurgitation (leakiness)
in the United States.

The prevalence of this disease in our country varies
according to the sources in the literature due to a lack
of strict criteria for diagnosis and differences in study
design. This condition has been reported to occur in
5–10% of the general population, with the prevalence
being highest in young women. However, this finding
was based on studies using old diagnostic criteria
for this condition. Dr. Levine and colleagues at the
Massachusetts General Hospital showed that the sup-
posed epidemic of MVP was created by misinterpreta-
tion of echocardiographic findings. The Framingham
Study examined 1,845 women and 1,646 men using the
current two-dimensional echocardiographic criteria for
the diagnosis of MVP. The findings were: disease preva-
lence of 2.4%, no gender difference and no age group
predominance.
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The mitral valve is a bileaflet structure that
separates the left atrium and the left ventricle (the upper
and lower left-sided chambers of the heart). It is com-
posed of the anterior and posterior leaflets, the chordae
tendineae that are attached to the papillary muscles, and
the mitral valve annulus. In MVP disease, there is thick-
ening and redundancy of the leaflets, elongation, thin-
ning and occasional rupture of the chordae tendineae,
and dilatation of the annulus. Histologically, there is
substitution of the normal fibrous tissue of the valve
structure by a myxomatous process that is responsible
for the above changes. Both leaflets can be involved, but
the posterior leaflet is the most commonly affected one.

MVP, floppy mitral valve, click/murmur syndrome,
Barlow’s syndrome, and myxomatous mitral valve dis-
ease are all different names for this disease. The name
prolapse comes from the fact that one or both leaflets
are displaced above the mitral valve ring into the left
atrium during systole, the contraction phase of the
heart. MVP can be inherited as an autosomal dominant
condition with incomplete penetrance or, less com-
monly, as an X-chromosome-linked disorder in which
males are affected and females are carriers. It can be
associated with connective tissue disorders such as
Marfan syndrome, Ehlers–Danlos syndrome, adult poly-
cystic kidney disease, anterior chest deformity, scoliosis,
and kyphosis. It can be associated with tricuspid valve
prolapse as well.

The diagnosis of MVP is based on physical exami-
nation of the heart with confirmatory echocardiographic
findings. On auscultation of the heart, the typical find-
ing is the midsystolic click, which may or may not be
associated with a late systolic murmur of mitral regurgi-
tation because of lack of complete coaptation of the
anterior and posterior leaflets. Echocardiography is the
most useful tool that can show in real time the pro-
lapsing mitral leaflets, the thickened leaflets, redundant
chordae tendineae, and dilated annulus. It can also
reveal the severity of mitral regurgitation, if there is any,
as well as determine whether there is dilatation of the
heart chambers and deterioration of heart function.

Mitral regurgitation is one of the most common
complications of MVP disease. Fortunately, the majority
of patients have only mild regurgitation or none at all.
However, 2–7% of patients progress to severe regurgi-
tation, requiring surgical treatment. Furthermore, the
presence of severe regurgitation is a risk factor for heart
failure, sudden death, arrhythmias, and congestive heart
failure. Symptoms suggestive of hemodynamically
significant mitral regurgitation are shortness of breath,

decreased exercise tolerance with easy fatigability, and
dizziness. Once the patient develops the above symp-
toms, it is usually indicative that left ventricular con-
tractility is beginning to decrease and surgical treatment
with either valve repair or replacement is indicated.
Chordae rupture can complicate MVP and can occur
spontaneously or during exercise. Mitral valve repair is
the treatment of choice over valve replacement when
the anatomy is favorable. This is because the former is
related to a better outcome with regard to preservation
of ventricular function. Isolated posterior leaflet pro-
lapse has better operative success results with lower
reoperation rate than anterior or bileaflet prolapse.
Indications for surgery in MVP are: (a) development of
symptoms of heart failure; (b) asymptomatic patients
with severe regurgitation and evidence of left ventricu-
lar systolic dysfunction or left ventricular dilatation;
(c) chordae rupture with severe regurgitation. Sudden
death in patients with MVP is rare (1–2.5%) in the
absence of significant mitral valve degeneration and
regurgitation. The risks factors for sudden death are:
(a) prolapse involving leaflets, (b) significant mitral
regurgitation, (c) history of syncope or near syncope,
(d) presence of flail mitral leaflet, (e) reduced left ven-
tricular systolic function, and (f) atrial fibrillation.

Infective endocarditis (infection involving the
mitral valve caused by bacteria or fungus) is a possible
complication of MVP, mainly when it is associated with
mitral regurgitation and significant leaflet thickening.
Therefore, patients with these two conditions should
be advised to take antibiotics prior to any invasive pro-
cedures such as dental cleaning and endoscopy with
biopsy.

Based on observational studies, the risk of strokes
and transient ischemic cerebral attacks in MVP is very
low: estimated to be 1 in 11,000 per year. Many people
with MVP present with a constellation of nonspecific
symptoms that cannot be attributed to advanced valve
dysfunction, such as panic attacks, anxiety, atypical chest
pain, and palpitations without arrhythmias. This constel-
lation of symptoms has been called MVP syndrome.
Many physicians believe that these symptoms are coinci-
dental and that the link between them and the disease is
accidental because of the inaccuracy of original studies
suggesting an association. It is possible, however, that
the autonomic nervous system and neuroendocrine dys-
function found in some patients with MVP may be
responsible for some of these symptoms. Further investi-
gation is warranted to confirm this possibility. Patients
with these symptoms benefit from reassurance about the
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benign nature of this disorder, changes in lifestyle,
including aerobic exercise, avoidance of stimulants such
as caffeine and alcohol, and reduction of stress.

Asymptomatic patients with MVP may engage in
exercise and competitive activities. However, patients
with mitral regurgitation should avoid weight lifting.
Patients with MVP should be followed with a physical
examination every 2–3 years. A new murmur or devel-
opment of symptoms should prompt further evaluation
with an echocardiogram.

SEE ALSO: Anxiety disorders, Chest pain, Exercise
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CLAIRE DUVERNOY

Moles Nevi, commonly referred to as moles, beauty
marks, or birthmarks, are one of the many types of
benign tumors of the skin. Moles can be present at birth
or develop during childhood or adulthood. A normal
mole can be flat or raised and is generally an evenly
colored brown, tan, or black spot on the skin. It can be
round or oval. Moles are generally less than 1/4 in. or
6 mm in diameter. Once a mole has developed, it will
usually stay the same size, shape, and color for many
years.

Congenital moles or birthmarks are a less common
kind of mole. Congenital moles are present at birth and
are usually larger (�1.5 cm) than moles that develop
after birth. They may be brown or black and sometimes
pink. Smaller birthmarks are usually pigmented and
often slightly raised. Giant congenital moles may be
found anywhere on the skin and can cover large areas
of the body. The risk of developing melanoma in these
giant moles is high.

The number of moles increases with age, especially
during childhood and adolescence. Boys tend to have
more moles than girls do. Individuals with a family his-
tory of skin cancer tend to have more moles. Both chil-
dren and adults who are sun sensitive are at increased
risk of having or developing moles. Sun sensitivity can
be measured as red or blond hair, light or fair skin color,
a tendency to burn, a tendency to freckle, and a lack
of tanning ability. Both benign moles and melanoma
(cancer) occur more often in people with a lighter
complexion.

Moles that are irregular in shape, size, or color may
be referred to as atypical or dysplastic moles. These
moles tend to be large. They form a continuum between
the common mole and superficial spreading melanoma.
Dysplastic moles may occur as multiple moles distrib-
uted over the body, a condition known as dysplastic
nevus syndrome. People with multiple moles often have
a family history of multiple moles and melanoma, and
are at higher risk for developing melanoma themselves.
Such people need to be closely monitored by a derma-
tologist. The association of increasing numbers of moles
with melanoma suggests that moles are either markers
of some exposure that leads to melanoma, or potential
precursors of melanoma or both.

Sun exposure is the major risk factor leading to the
development of skin melanoma and precursor lesions
such as moles. Childhood sun exposure may promote
the development of melanoma by increasing the num-
ber of moles that develop. Several studies have found
more moles on sun-exposed areas of the body com-
pared to sun-protected areas. After early sun exposure
causes moles to develop, other risk factors for
melanoma may cause the moles to progress to
melanoma. Sunburns are related to both sun exposure
and the skin’s sensitivity to the sun. Various studies
have found an increased risk of moles with increasing
number of sunburns, similar to the association seen
between sunburns and melanoma.

The contribution of tanning bed use or sunless tan-
ning products to the development of moles has not
been well-studied at this time. Similar to sun exposure,
ultraviolet light from tanning bed use during adoles-
cence is likely to increase the number of moles. Any
changes in a mole seen after tanning bed use should be
shown to a dermatologist immediately.

Few moles develop into melanoma. Individuals
with many moles have a greater chance that progres-
sion will occur. It is important to recognize changes in
a mole in both children and adults. Photographs or full
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body charts of your moles can be used to monitor
changes in shape, color, and size over time. The most
important warning sign for melanoma is a spot on your
skin that is changing in size, shape, or color over a
period of 1 month to 1 or 2 years. The ABCD rule may
help you remember the four signs of melanoma. If you
find one of the following, consult a dermatologist:
asymmetric—if half of the mole does not match the
other half; B—irregular border—a mole forms irregular
borders or becomes ragged, notched, or blurred; C—
change in color—a mole changes in color or is not the
same color all over; D—large diameter—a mole is
larger than the width of a pencil eraser (more than 1/4
in. or 6 mm in diameter).

Seeking medical attention for suspicious moles is
very important because melanoma can be a deadly dis-
ease with few or no symptoms or pain. However,
melanoma is also easily curable if identified early and
removed. Distinguishing between a mole and a
melanoma may be difficult, even for dermatologists.
The most dependable method to distinguish a normal
mole from melanoma is to remove the mole and have
it examined under a microscope to determine whether
the lesion is cancerous.

SEE ALSO: Cancer, Melanoma, Skin care
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Mononucleosis The term mononucleosis refers
to both a specific infection and a syndrome, with con-
siderable overlap between the two. Acute Epstein–Barr

virus (EBV) infection produces an illness characterized
by sore throat, swollen lymph glands, fatigue, and fever.
The clinical illness produced by acute EBV infection is
called mononucleosis; the term is also used when other
infectious agents produce a similar illness. EBV is a
member of the herpesvirus family, which also includes
herpes simplex I and II, cytomegalovirus (CMV), dis-
cussed below, and varicella-zoster virus, the cause of
chicken pox and shingles. Infection due to this family
of viruses is characterized by an acute illness followed
by lifelong infection, which is usually clinically silent
(although chronic infection, and relapses due to
immunosuppression can occur).

Infection with EBV usually occurs during adoles-
cence or early adulthood. The virus is found in saliva,
and is spread by kissing, shared beverages, or other
close contact. Fever, sore throat, and swollen lymph
nodes, particularly in the neck area, are the most typi-
cal signs and symptoms. Enlargement of the spleen
(splenomegaly) is also common. The clinical presenta-
tion can be quite varied and is somewhat dependent on
age. Signs and symptoms of acute EBV infection occur-
ring in older individuals (in this case, over 30) are
often atypical, and individuals may not have the classic
symptoms of sore throat and adenopathy. In children
younger than 5, acute EBV infection often produces a
mild, nonspecific illness. EBV infects lymphocytes and
infection results in the presence of significant numbers
of abnormal-appearing white blood cells (referred to as
atypical lymphocytes). The absence of atypical lympho-
cytes makes acute EBV infection highly unlikely, and
the presence of significant numbers of atypical lym-
phocytes strongly suggests the diagnosis. Individuals
often have mild elevations in liver function tests (LFTs),
but LFTs that are increased by more than five times the
normal level are unusual, and should prompt investiga-
tion for alternative diagnoses.

Individuals can be quite symptomatic from acute
EBV infection, and the symptoms often last 2–3 weeks.
Swelling in the lymph nodes and tonsils can be signifi-
cant, and in rare cases may produce obstruction of the
upper airway. The most common complication of acute
EBV infection is significant fatigue following the acute
illness; it is not unusual for individuals to have fatigue
for several months following the initial symptoms.
Another complication is splenic rupture; spontaneous
splenic rupture is rare but individuals with splenomegaly
should refrain from activity that produces trauma to the
abdomen such as contact sports. Other complications
are rare and include encephalitis (brain swelling),
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hemolytic anemia (low red blood cells), and myocarditis
(swelling of the heart muscle).

Therapy of acute EBV infection is largely support-
ive and there is no role for antivirals in routine cases.
Corticosteroids have been used when marked lym-
phadenopathy (lymph node swelling) and tonsil
swelling threaten the upper airway. The role of EBV in
chronic fatigue syndrome (CFS) remains unproven, and
most evidence suggests that there is no direct relation-
ship between EBV and CFS. Patients with CFS often
have elevated levels of antibodies to EBV, but similar
levels occur in many asymptomatic individuals. The
existence of “chronic Epstein–Barr,” defined by symp-
toms of fatigue that last more than a year following
acute infection, or persistent fatigue without acute
infection, remains doubtful. In highly immunosup-
pressed patients EBV infection is associated with the
development of lymphoma, particularly in patients with
organ transplants and advanced HIV infection.

About 5% of cases of the mononucleosis syndrome
(fever, sore throat, adenopathy, and atypical lympho-
cytes) are due to causes other than EBV. The most com-
mon alternative agent is CMV, which can produce a
similar illness, although marked adenopathy (lymph
node swelling) is unusual and the percentage of atypi-
cal lymphocytes (white blood cells) is much smaller
(�5% vs. �20%). Acute infection with CMV can be min-
imally symptomatic, and can also produce an illness
characterized by persistent low-grade fever and fatigue.
CMV can produce significant illness in immunosup-
pressed patients, and is a major cause of morbidity and
mortality in AIDS patients and organ transplant patients.
Acute infection with the parasite Toxoplasma gondii
can also produce mononucleosis-like illness.

SEE ALSO: Shingles
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Mood Disorders Mood disorders, previously
called affective disorders, include a number of psychi-
atric diagnoses where the major symptom is a distur-
bance of mood. Most individuals experience a wide
range of emotional states from sadness and grief to ela-
tion. Even the most extreme mood states do not usually
interfere with daily functioning for a prolonged period of
time. In contrast, a mood disorder occurs when a persis-
tent state of sad, depressed mood, or elevated, irritable
mood interferes with daily life. Depressive disorders and
bipolar disorders are the two main categories of mood
disorders.

DEPRESSIVE DISORDERS

Major depressive disorder (also known as major
depression) and dysthymic disorder (or dysthymia)
make up the core depressive disorders. Major depressive
disorder is the most common of the depressive mood
disorders with a lifetime prevalence of 5–12% in men
and 10–25% in women. The prevalence of major depres-
sion is twice as high in women as it is in men in nearly
every country in which epidemiological studies have
been conducted. The exception to this finding is among
the Orthodox Jewish community across several coun-
tries. Cultural differences and a lack of substance use,
particularly alcohol, may account for these findings.
One theory about the high rate of depressive illness in
women compared to men is that there are significant
hormonal changes throughout the life span, particularly
just after menarche, childbirth, and menopause. Gender
roles may also play a part in the incidence of depression
in women, especially for women with very young
children trying to balance work and home.

The diagnosis of major depression depends upon
the presence of a major depressive episode, which is
characterized by an overwhelming low mood and/or a
loss of interest or pleasure in most activities. An episode
is a distinct period of time, lasting at least 2 weeks, that
is marked by a significant decline in one’s ability to
function in a usual manner. The persistent low mood is
accompanied by one or more of the following symp-
toms: loss of appetite (or increased appetite) usually
accompanied by weight loss or gain, difficulty sleeping
or excessive sleeping, feelings of restlessness or being
slowed down, fatigue, loss of energy, and inappropriate
feelings of guilt, poor memory or difficulty concentrat-
ing, and thoughts of suicide or death. The presence of
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a manic or hypomanic episode precludes the diagnosis
of a depressive disorder.

The first onset of major depression occurs between
the ages of 20 and 50 for 50% of those diagnosed with
the disorder; however, the mean age of onset is
40 years of age. Depression also occurs in approxi-
mately 2% of children and 4–8% of adolescents.
Children may present with primary irritability as well as
depressed mood. The distress is commonly identified
due to school failure, truancy, drug and alcohol use,
persistent irritability, violence, or withdrawal from peers
and activities. Major depression occurs in 15% of the
elderly (�65 years) population, which is more than 60%
female. Onset of major depression at this age is not
related to the aging process; rather, it is associated with
bereavement due to the loss of a spouse or the stress of
a chronic medical condition. Depressive symptoms in
the elderly commonly include low mood, low self-
esteem, worthlessness, and guilt. Cognitive impairment
is not uncommon and must be distinguished from
dementia related to aging.

The average duration of an untreated major
depressive episode is 6–13 months. When treated, the
course may be as short as 3 months, typically resolving
by 6 months. Often patients discontinue treatment once
they are feeling better. This leads to a return of the
symptoms if discontinuation occurs in the first 3 months
of treatment. Medication should be tapered gradually to
avoid side effects and relapse. Over time, the duration
and number of episodes can increase.

Depressive episodes are experienced in several
ways. Symptom severity in a depressive episode varies
from mild to severe. The number of symptoms experi-
enced in a depressive episode varies from as low as
5 to as many as 10 or more. The depressive episodes
may also be recurrent, seasonal (Seasonal Affective
Disorder), or occurring within 1–6 months after child-
birth (postpartum onset or Postpartum Depression). The
depressive episode may be further defined by specific
coinciding symptoms, namely, psychotic symptoms
(delusions, hallucinations), catatonic (extreme distur-
bance of mobility), melancholic (mood worse in the
morning, low reactivity to pleasurable stimuli, significant
slowing or agitation, and inappropriate guilt), or atypi-
cal features (mood brightens to positive events, exces-
sive sleeping, increased appetite, or weight gain).

Unlike major depressive disorder, which is charac-
terized by one or more depressive episodes in a distinct
period of time, Dysthymia is a chronic, persistent
depressed mood for at least 2 years. Individuals with

dysthymia often report that they have always been
depressed or that they have never been as happy as
others in their lives. Feelings of inadequacy and persis-
tent irritability, pessimism, withdrawal from social
events, and low activity level are common in Dysthymic
Disorder. Symptoms of poor appetite or overeating,
fatigue, sleep disturbance, low self-esteem, and poor
concentration are common but are not severe enough
to impair daily functioning. Children and adolescents
with dysthymic disorder are usually irritable and pes-
simistic, have a low self-esteem, poor social skills, and
declining school performance. After the initial 2-year
period of depressed mood, major depressive episodes
may occur in addition to the chronic low mood and has
been called “Double Depression.” Dysthymia has a life-
time prevalence of 6%. The disorder typically develops
early, with most experiencing the onset by 21 years of
age. In children, the number of girls affected is equal to
that of boys. However, in adulthood, the incidence in
women is 2–3 times that of men.

Other depressive mood disorders have been
described in the research and clinical literature. Minor
depressive disorder has similar episodic symptoms to
major depression but with lower symptom severity.
Recurrent Brief Depressive Disorder is characterized by
recurring depressive episodes meeting criteria for major
depression but for durations of less than 2 weeks at one
time. Premenstrual Dysphoric Disorder is a diagnosis
currently under research investigation to determine its
validity as a distinct disorder. The disorder is distin-
guished by abnormal mood and behavior in addition to
physical symptoms, such as headache, breast tender-
ness, and swelling during the week between ovulation
and the onset of menstruation. The symptoms are
severe enough to interfere with daily functioning and
remit once menses occurs.

BIPOLAR DISORDERS

Bipolar disorders are chronic, often devastating
disorders that are characterized by manic or hypomanic
episodes. A manic episode is a distinct period of at least
1 week marked by an abnormal elevation of mood that
causes a significant loss of daily functioning. A manic
episode may initially be a state of euphoria or a period
of persistent irritability and low frustration tolerance,
which often leads to loss of control. Other concurrent
symptoms generally include: exaggerated self-esteem,
talkativeness or pressured speech, racing thoughts,
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a decreased need for sleep, poor attention, and an
overindulgence in pleasurable activities (drinking,
spending money, sex). An individual in a manic
episode may present with delusions, perceptual distur-
bances, and gross psychotic symptoms. A hypomanic
episode is similar symptomatically to a manic episode
except that it does not cause significant impairment
in social or occupational functioning. There are no
psychotic symptoms during a hypomanic episode. A
bipolar mood episode may also be mixed in that
both depressive and manic symptoms are present
simultaneously.

There are three main classifications of bipolar dis-
orders: Bipolar I disorder, Bipolar II disorder, and
Cyclothymic disorder. Bipolar I disorder is characterized
by at least one manic episode with or without a current
or past major depressive episode. Bipolar II disorder is
present when there is a current or past major depres-
sive episode and a current or past history of at least one
hypomanic episode with no history of a manic episode.
The current functioning of the individual is significantly
impaired. Psychotic features may be present in bipolar
II disorder. The depressive episodes of both bipolar I
and II disorders may occur seasonally. The mood
episodes of the disorders may be rapid cycling if at least
four episodes are identified in a 12-month period.
Similar to the depressive disorders, bipolar disorders are
also described in terms of specific features of catatonia,
melancholia, atypical, or with postpartum onset.

Bipolar disorders have a lifetime prevalence of
1.3–1.6%. Although the onset is usually between 15 and
24 years of age, there is typically a 5- to 10-year delay
in seeking treatment. The onset of bipolar disorder may
also occur in childhood with symptoms more consis-
tently presenting as irritability and hyperactivity. Early
onset of bipolar illness typically follows an initial
depressive episode and is frequently a more severe ill-
ness than when onset occurs in adulthood. Women and
men are affected equally in most bipolar disorders.
However, women have a higher incidence than men of
rapid cycling and mixed episodes.

Cyclothymic disorder (cyclothymia) is a mild form
of bipolar II disorder. It is a chronic disorder with at
least 2 years of recurring episodes of hypomania and
mild depression with remissions lasting less than
2 months at one time. Cyclothymic disorder is often
comorbid with borderline personality disorder. The
onset is usually between the ages of 15 and 25 with a
lifetime prevalence of 1%. Cyclothymia affects women
more than men.

OTHER MOOD DISORDERS

Schizoaffective disorder is classified as a psychotic
disorder rather than a mood disorder. However, a
depressive, manic, or mixed episode occurring with two
or more of the characteristic symptoms of schizophrenia
would be considered schizoaffective disorder. These
characteristic symptoms are delusions, hallucinations,
disorganized speech, grossly disorganized or catatonic
behavior, flat affect, and lack of motivation. These symp-
toms are not usually as severe as when experienced in
schizophrenia.

CAUSES OF MOOD DISORDERS

The causes of mood disorders are not fully under-
stood. However, there are strong indications that mood
disorders are influenced by the combination of biolog-
ical, genetic, and psychosocial factors. The biological
factors include altered levels of neurotransmitters in the
brain, particularly serotonin, norepinephrine, and
dopamine. Other significant biological factors include
alterations in neuroendocrine systems (stress system),
thyroid hormones, circadian rhythm disturbances, and
neuroanatomical changes. Family and twin studies
have shown that genetics plays a large role in mood
disorders, particularly in bipolar I disorder. The partic-
ular alterations in these systems may vary depend-
ing on the type or subtype of the mood disorder.
Psychosocial factors, such as high life stress, multiple
losses, poor social support, and trauma, can influence
the development of a mood disorder, particularly the
depressive disorders.

COMORBIDITY AND MORTALITY

Mood disorders coexist with a variety of other dis-
orders. Depressive disorders are highly comorbid with
anxiety disorders. Alcohol and substance abuse/depen-
dence are common in those afflicted with either a
depressive or bipolar mood disorder. Individuals with a
medical condition (especially one that is chronic) are
more likely to have depressive mood disorders. In some
cases, the mood disorder may be caused by substance
abuse, prescription and nonprescription medications, or
a medical condition. A careful, thorough medical and
psychiatric evaluation is needed to rule out the
causative agent to ensure proper treatment. Mood

427

Mood Disorders



disorders brought on by medication or a general
medical condition are secondary mood disorders that
usually resolve once the causative agent is removed or
the condition treated.

The greatest risk with mood disorders is the occur-
rence of suicide with a depressive episode, especially at
the onset or end of an episode. It is estimated that 400
of every 100,000 male patients and 180 of every 100,000
female patients commit suicide. Substance abuse and
social isolation increases the risk of suicide in mood
disorder patients.

TREATMENT

Treatment of mood disorders depends upon the
specific symptoms and severity of the illness. Those
with severe symptoms, psychosis, or suicidal thoughts
or attempts may require hospitalization to prevent 
self-harm. For most individuals with mood disorders,
outpatient therapy in conjunction with medication is the
treatment of choice. Psychotherapies are often very
helpful for the psychosocial and cognitive aspects of
mood disorders. The type of therapy that is best suited
for the disorder depends upon the type of disorder,
symptom severity and presentation, and individual pref-
erence. The therapies include interpersonal therapy,
cognitive–behavioral therapy, psychoanalysis, and family
therapy.

Medication treatment is generally indicated for
major depressive and manic episodes and can have a
therapeutic effect in about 2–6 weeks. The choices for
medication treatment for depressive episodes include
tricyclic antidepressants, such as amitriptyline (Elavil
and others) and clomipramine (Anafranil and others),
selective serotonin reuptake inhibitors (SSRIs), such as
fluoxetine (Prozac) and sertraline (Zoloft), and other
novel depressants. Monoamine oxidase inhibitors
(MAOIs) such as phenelzine (Nardil) and tranyl-
cypromine (Parnate) are generally used to treat atypical
or refractory depression. There is a reluctance to use
the MAOIs due to the potential for a hypertensive crisis
if the patient does not eliminate tyrosine from their diet.
High tyrosine levels are found in many sharp cheeses,
cured meats, and fish. The treatment of major depres-
sion or bipolar disorder with psychotic features requires
additional treatment with antipsychotic medication. 
The main treatment for bipolar I disorder is mood sta-
bilization with lithium (Lithobid and others), valproic
acid (Depakote and others), or lamotrigine (Lamictal).

Atypical antipsychotic medications such as olanzapine
(Zyprexa) and risperidone (Risperdal) are also gaining
popularity in the treatment of bipolar illness. Obtaining
long-term mood stability with medication is reportedly
related to a reduction in suicide rates in individuals with
bipolar and schizoaffective disorder. Treatment of bipo-
lar II disorder is more complicated due to the frequent
depressive episodes which may require medications
that induce a hypomanic episode.

Alternative therapies include light therapy, sleep
deprivation, and electroconvulsive therapy (ECT). In cir-
cumstances of a depressive episode or manic episode
with medication failure, intolerance to medications, or
severe psychotic or suicidal symptoms, ECT is the treat-
ment of choice. ECT is a generally safe, fast, and effec-
tive method of treatment. ECT involves the induction of
a generalized seizure by sending pulses of electrical
current through the scalp into the brain. ECT is not con-
traindicated in pregnancy, and has been used for the
same indications without apparent harm to the fetus.

Drug treatment in women requires special attention
to the possibility of pregnancy and lactation while being
treated with the medication. Physicians are sometimes
reluctant to prescribe psychotropic medications during
pregnancy due to the potential adverse affects on the
fetus. However, recent data support the use of some
medications during pregnancy, especially when the risk
of suicide or self-harm is high. There is also sufficient evi-
dence to suggest that fetal exposure to maternal mood
disorders may also impact fetal behavior and develop-
ment. Antidepressant medications, particularly the SSRIs
and tricyclic medications, have been found to be rela-
tively safe during pregnancy between 9 and 36 weeks
gestational age. It is recommended that the dosage be
tapered in the last month of pregnancy to decrease the
risk of neonatal withdrawal. SSRIs are the current first-
line choice of clinicians for treatment during pregnancy
due to relatively fewer side effects and low risk to the
fetus. The use of mood stabilizers such as lithium during
pregnancy is associated with greater risk to the fetus;
however, the benefits of the medication may outweigh
the risks.

SEE ALSO: Anxiety disorders, Bipolar disorder, Depression,
Mental illness
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AMY L. SALISBURY

Morbidity In general terms, morbidity represents
illness—any departure from normal well-being. There is
a close relationship between mortality and morbidity,
because high levels of morbidity (i.e., an unhealthy
population) are associated with high death rates, and
vice versa. For example, the life expectancy of women
in the United States increased from 49 years at the
beginning of the 20th century to 79 years at the begin-
ning of the 21st century. These improvements in
longevity are a result of significant changes in the pat-
terns of illness and disease among both women and
men, although women have seen a bigger improvement
than have men. In fact, in 1900, American women had
a life expectancy that was 2 years longer than that of
men, and the advantage grew to nearly 8 years by the
mid-1970s, before dropping to about 6 years in 2000.

Infectious diseases combined especially with com-
plications of pregnancy have historically been the

major sources of morbidity (and, at the extreme, of
mortality) among women all over the world. Infectious
diseases have been brought under reasonable control
by better nutrition that helps people resist disease;
clean water and adequate sewage systems that help to
prevent the spread of disease; better housing, vaccina-
tions, medical care, and a host of other technological
innovations that have spread around the world over
the last century. These same changes have also
reduced pregnancy-related illness, especially in combi-
nation with the dramatic decline in the number of
pregnancies and births among women. The rising stan-
dard of living and improved status of women have
been important motivations for limiting family size, but,
of course, the success of this has been heavily depen-
dent upon the availability of a wide range of fertility
control measures.

Lower morbidity means that people are healthier
into the older ages, at which point degenerative
(chronic) diseases tend to become sources of illness,
disability, and of course death. Patterns of morbidity
vary not only by age and sex, but also regionally
across the globe. A useful way of making such com-
parisons is through the calculation of Disability
Adjusted Life Years (DALYs). This concept was intro-
duced by the World Bank in 1990 and has been imple-
mented as the global “burden of disease” studies
undertaken by Murray and Lopez at the Harvard
School of Public Health, and is now accepted and
used widely by the World Health Organization of the
United Nations. A DALY is equal to the sum of YLL
and YLD, where YLL is equal to the years of life lost
due to death at an age earlier than expected, and YLD
is the number of years lost to disability as a conse-
quence of injury or illness. If a person could expect to
live to age 100 in a perfect world, but dies of a stroke
(a type of cardiovascular disease) at age 50, then that
person “lost” 50 years of life and the sum of all years
of life lost in a society to people dying of stroke would
be the YLL for that population in that year. Another
person might have had a stroke at age 50, but sur-
vived. The severity of the disability with which such a
person would have to live would then be given a
weight and the number of years of normal functioning
lost to the disease would be calculated as the YLD.
The total burden of a disease is then the number of
years of life that a society loses to a disease through
its combined impact on mortality and morbidity.

Among women in the world at the beginning of the
21st century, the greatest number of DALYs lost (i.e., the
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ALL-DAY SICKNESS

It would be more accurate to refer to morning sick-
ness as “all-day” sickness because for many pregnant
women it is, although it is frequently worse in the
mornings. The preferred medical term is nausea and
vomiting of pregnancy (NVP). Morning sickness can
range in severity from none (20% of all pregnant
women do not get it at all) to persistent vomiting so
severe that hospitalization and treatment with intra-
venous fluids are necessary. Typically, morning sick-
ness is a near-constant feeling of nausea, intermittent
vomiting, and an increased sensitivity/aversion to
odors. It usually begins about weeks 5 or 6 of preg-
nancy and usually is fully resolved by about week 14.

WHY DOES MORNING SICKNESS EXIST 
AT ALL? TRADITIONAL EXPLANATION

Many articles link morning sickness to the preg-
nancy hormone human chorionic gonadotropin (HCG),
which is unique to pregnancy. For example, morning
sickness tends to be worse with multiple gestation
(a high-hormone state) and it tends to be minimal in
pregnancies that end in miscarriage (a low-hormone
state). Many patients understand that the sicker they
are, the “better” the pregnancy. This theory does not
explain everything, however. Why does morning sick-
ness exist at all? Is there some reason, perhaps some-
thing related to human evolution, that explains the
existence of morning sickness?

AN EVOLUTIONARY EXPLANATION

A promising theory comes from Margie Profet, an
evolutionary biologist (and a recipient of a 1993
MacArthur “genius” prize). In her book Protecting Your
Baby-to-Be, she states that morning sickness is the
result of thousands of generations of evolution, and that
its purpose is to improve the survival of the human
species!

Her theory is that morning sickness is Mother
Nature’s way of providing humans with an instinctive
toxin (or poison) avoidance mechanism. It is a biologi-
cal radar, warning us when something potentially haz-
ardous is coming our way. For thousands of years,
humans were hunter-gatherers, eating whatever and
whenever they could.
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greatest disease burden) is caused by HIV/AIDS, fol-
lowed by lower respiratory disease, and unipolar
depressive disorders. However, World Bank data show
that different diseases are important at different ages
among women. At ages 15–44, maternal causes are most
important, whereas at ages 45 and older, cerebrovascu-
lar diseases cause the greatest morbidity burden.

Regional variations in morbidity are now especially
related to HIV/AIDS. In sub-Saharan Africa, there is evi-
dence that migrant labor is a powerful source of the
spread of the disease because of the sexual networking
that is involved in a subcontinent where the use of the
condom has not been as widespread as in other parts
of the world. Because HIV/AIDS tends to affect young
adults more than other age groups, it places a tremen-
dous burden on a society through the loss of not only
family members, but also through dramatically reduced
economic productivity. Indeed, in the middle of the
20th century, increases in health care access for workers
were pushed by labor unions in Europe and North
America on the (correct) grounds that improved health
levels of workers would make companies more
profitable.

SEE ALSO: Disability, Maternal mortality, Mortality
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JOHN R. WEEKS

Morning Sickness The existence of morning
sickness early in pregnancy seems difficult to explain.
Maybe it is just a mistake, an accident of nature. We all
know that the first few months of fetal development are
critical for the baby’s health. Why then are so many
women so sick early in pregnancy, and what can be
done to help them? Finally, is it possible that morning
sickness is actually a good thing to have?

Morning Sickness



Many plants produce toxins designed to enhance
their survival by damaging the reproductive potential of
the animals that ingest them. Today, we extract many
of these “toxins” and use them to our advantage, only
we now call them herbs, spices, drugs, and medications!

The evidence supporting this theory is extensive. For
example, fetal organ development is usually completed
by week 14 of pregnancy. During those first 14 weeks,
the fetus is exquisitely sensitive to the damaging effects
of toxins. The first trimester is also when nearly all
miscarriages occur.

SEVERE MORNING SICKNESS

About 1–3% of pregnant women experience severe
morning sickness. It can lead to profound dehydration,
mineral and electrolyte abnormalities, and acid–base
changes in blood chemistry. Treatment requires intra-
venous fluids and possibly hospitalization. Contact
your doctor right away if you have any of the follow-
ing symptoms:

1. Throwing up everything, food and liquids, for
more than a couple of days

2. Losing more than 5% of your body weight (e.g.,
a 120-lb woman loses 6 lb) compared to your pre-
pregnant weight

3. Feeling constantly dizzy, lightheaded, very
weak, and having a dry, pasty mouth

MANAGEMENT OF MILD MORNING SICKNESS

From the evolutionary theory comes some helpful
advice for dealing with morning sickness. First, trust
your instinctive food aversions. If it does not smell
good, look good, or “sound” good to you to eat it, then
do not. Below are two lists: The “avoid” list is far more
important than the “try this” list. Avoidance serves two
purposes. One is to help avoid something that can
aggravate the morning sickness. The other, and even
more important reason, is to avoid substances poten-
tially toxic to the first-trimester fetus.

THINGS TO AVOID

1. Avoid odors as much as possible. Have your
partner use breath mints. No smoking in the house. Use

air filters. Use odorless hygiene and laundry products.
Avoid odor-filled places (crowded public places, public
restrooms, smelly gyms, etc.). Have your home cleaned
to try to eliminate any musty or moldy household
odors. Get rid of smelly stuff in the fridge and place
opened boxes of baking soda inside.

2. Avoid unripe fruits and most vegetables (espe-
cially mushrooms), canned fruits and vegetables,
greasy and high-fat foods (dairy products are usually
okay).

3. Avoid burnt foods, barbecued food, raw fish
(sushi), nuts, spices, spicy foods and herbs, food fla-
vorings, and condiments (e.g., ketchup, mustard, steak
sauce) Small amounts of salt are okay.

4. If vomiting more than once a day, stop all
vitamins (yes, even prenatal vitamins) except folic acid
(0.4 mg daily) and B6 (25–50 mg daily).

5. Avoid coffee, tea, chocolate, and any substance
that is bitter in its native form (before sugar and fat have
been added to it).

THINGS TO TRY

1. Keep saltine crackers on your nightstand. Eat one
as soon as you awake, while still lying down if possible.
Then wait a few minutes before getting up. The crack-
ers will absorb stomach acid that may have accumulated
during the night.

2. Eat things a baby would like (boring, bland
stuff), like plain white breads, cereal, noodles, rice,
plain yogurt. Eat ripe soft fruits. Drink fresh-squeezed
fruit juices ice cold and watered down a bit.

3. Eat white cheese. It digests slowly and lessens
stomach acid production. Dry, white meats like turkey
breast are usually well tolerated.

4. Drink flat, sweetened, clear soda or ginger ale
(pour into a cup, then stir). If vomiting, drink Gatorade-
type drinks rather than water to replace minerals. Drink
liquids with crushed ice, using a straw.

5. Eat small meals all day long, up to 10 times a
day. If you have to cook, try to microwave, steam, or
boil foods. This lowers the “burned food” odors.

6. To help nausea, try the following (any medica-
tions, including vitamins and herbs, should only be
taken after consulting with your doctor): vitamin B6,
50 mg once or twice a day. Try ginger, either tea or
candied (helps nausea). Try lemon drops (candy).
Wear wristbands, also known as acupressure or “sea”
bands.
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USING MEDICATION

There are times when the morning sickness is so
bad that without medication the patient may have to be
hospitalized, or alternatively, medication may be neces-
sary for someone to be able to leave the hospital, or for
someone to function well enough not to miss work. In
those cases, the benefits of using medication may out-
weigh the risks to the fetus. However, only a qualified
obstetrician/gynecologist practitioner should make
these types of decisions.

CONCLUSION

Normal (not severe) morning sickness is not a mis-
take at all. It is an evolutionary miracle, designed to
benefit the survival of the species by reducing the risk
of miscarriage and birth defects. Hopefully, the infor-
mation in this article, and understanding what it means,
will make dealing with morning sickness just a little bit
easier.

SEE ALSO: Pregnancy, Prenatal care, Vitamins
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Mortality For most of human history, mortality
was very high, with life expectancy between 20 and 40
in most societies. At that life expectancy, nearly half of
all children born die before reaching age 5, and fewer
than 1 in 10 people survive to age 65, with infectious
diseases being the biggest killers of humans over the
centuries. Over the past 200 years, and especially since
the beginning of the 20th century, humans have made
great progress in controlling mortality. A combination
of factors, including improved nutrition; advances in
science that led to vaccinations to prevent severe
illness; antiseptics to prevent the spread of bacterial
contamination; drug therapies to cure disease;
environmental controls such as clean water supplies,
sewerage, draining of swamps, improved housing,
improved clothing; and the promotion of personal

hygiene, all helped to push life expectancy to higher
levels all over the world. This happened first in the
now-developed countries, but spread quickly to the rest
of the world after the end of World War II.

During the Roman Empire, life expectancy was
estimated to be 22 years. In the Middle Ages, with some
improvement of nutrition, life expectancy increased in
Europe to more than 30 years. In the beginning of the
19th century, as a result of improved nutrition, housing,
and sanitation due to increasing income, life expectancy
in the United States and Europe reached approximately
40 years. Currently in the United States, the odds that a
female baby will survive to age 65 are equal to 86%,
based on a life expectancy of nearly 80 years. This
means that nearly half of all women born will still be
alive at age 85.

The process of declining mortality follows a gener-
ally predictable path that has come to be known as the
epidemiological transition. The main features of the
transition are the change from most deaths occurring
early in life largely from infectious diseases, to most
deaths occurring later in life largely from chronic dis-
eases. As life expectancy increases, a greater fraction of
babies born survive to older ages, and human longevity
gets closer to the human life span.

Life span refers to the oldest age to which human
beings can survive, which is approximately 120 years,
based on the oldest authenticated age to which any
human has ever lived. Longevity refers to the actual
experience that people have in terms of survival. While
life span is thought be largely determined by biological
factors, longevity has both biological and social com-
ponents. Longevity is usually measured by life
expectancy, which is the statistically average length of
life (or average age at death), and is greatly influenced
by the society in which we live, the genetic character-
istics with which we are born, and the lifestyle that we
maintain.

Human beings still have little control over biological
factors such as the strength of vital organs, predisposition
to particular diseases, and metabolism rate. Regarding
the social factors impacting longevity, there are three
major categories: (a) the overall social and economic
infrastructure, (b) a person’s place within a given society,
and (c) a person’s lifestyle, regardless of his or her place
in society. In general, the wealthier a country is, the bet-
ter able it is to provide the kind of infrastructure that
helps to maintain a lower risk of death for everyone
living there. Within any particular society, those at the
top of the socioeconomic scale are more likely to have
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access especially to health care resources, which increase
the probability of survival from year to year. Nonetheless,
no matter what your status in society might be, certain
kinds of behaviors (such as smoking and abusing alcohol
and drugs) increase the risk of death, while other kinds
of behaviors (such as regular exercise and a moderate,
healthy diet) will lower the risk of death.

The major causes of death are (a) diseases that can
be transmitted from one person to another, such as
malaria, measles, plague, smallpox, and recently
HIV/AIDS; (b) degeneration of a body, including chronic
diseases such as heart disease, cancer, cerebrovascular
disease, chronic lung disease, diabetes mellitus, and
chronic liver disease and cirrhosis; and (c) products of
the social and economic environment, such as accidental
deaths, murders, and suicides.

The “real” causes of death may not necessarily
appear on a person’s death certificate. In 1993, two
physicians, McGinnis and Foege, estimated the “real” or
“actual” causes of death in the United States in 1990. Of
the 2,148,000 people who died in the United States that
year, they found that 400,000 died as a result of tobacco
use, and 300,000 deaths were caused by dietary and
physical activity patterns of the United States popula-
tion. Alcohol misuse was the third real cause of death
in the United States, followed by infectious diseases,
and then toxic agents such as environmental pollutants,
contaminants of food and water supplies, and compo-
nents of commercial products. Finally, they found that
firearms were responsible for 36,000 deaths.

There is, of course, still a considerable amount of
variability in mortality in the world, despite the world
average life expectancy early in the 21st century of
67 years (65 for males and 69 for women). For exam-
ple, sub-Saharan African countries have life expectancy
between 46 and 50 years. The next lowest life expect-
ancy region is South Asia where it is between 58 and 64.
The highest life expectancy is found in Japan, where a
female baby can expect to live to age 85. Several
European countries, including France and Switzerland,
have a female life expectancy of 83.

We can also compare urban and rural differentials
in mortality. For example, life expectancy in 1841 was
40 years for native English males and 42 for females,
but in London it was 5 years less than that. The early
differences regarding urban and rural mortality were
due less to favorable conditions in the countryside, than
to unfavorable conditions in the cities. Over time, med-
ical advances and environmental improvements have
benefited the urban populations more than the rural

ones, leading to the current situation of better mortality
conditions in urban areas. Differences in mortality by
social status are among the most pervasive inequalities
in modern society, and they are most noticeable in
cities. So, if one is part of a family of low socioeco-
nomic status, this may put him or her at greater risk of
death. Data clearly suggest that the higher one’s posi-
tion in society, the longer he or she is likely to live.

As with income, there is a marked decline in the
risk of death as education increases. Race and ethnicity
are also sources of differentials in mortality in the United
States. Data from National Center for Health Statistics
showed that in the United States in 1998, at every age
up to 70, African American mortality rates are nearly
double the rates for the white population. African
Americans have higher risks of death from almost every
major cause of death than do whites. Marital status also
counts for differentials in mortality. Married people tend
to live longer than unmarried people do, not only in the
United States, but also in other countries.

Gender is also responsible for differentials in
mortality. Women live longer than men do, and the gap
has been widening until recently. In 1900, women in the
United States could expect to live an average of 2 years
longer than men in the United States. By 1975, the dif-
ference had peaked at 7.8 years, although since then
the difference has dropped to 5.7 years. In general, the
difference between male and female life expectancy
can be an important clue to the status of women in
society. Since the evidence points overwhelmingly to an
inherent biological superiority of women over men with
respect to mortality, any society in which women die at
a higher rate, or close to the same rate, as men, is a
society in which social customs and inequalities have
trumped the biological tendencies. In many Asian soci-
eties, women have historically been the last to eat (even
though they do most of the cooking), and are less likely
to be cared for if sick. These symptoms of lower status
are then reflected in higher than expected death rates.

Throughout history, and still today in many devel-
oping countries, high rates of pregnancy in a society not
well covered by health care systems can lead to high
levels of maternal mortality and infant mortality as well.
The infant mortality rate (IMR) is the number of deaths
of infants under 1 year of age per 1,000 live births in a
given year. Included in the IMR are the neonatal mortal-
ity rate (calculated from deaths occurring in the first
4 weeks of life) and postneonatal mortality rate (from
deaths in the remainder of the first year). Neonatal
deaths are further subdivided into early (first week) and
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late (second, third, and fourth weeks). In prosperous
countries, neonatal deaths account for about two thirds
of infant mortalities, the majority being in the first week.
The IMR is usually regarded more as a measure of social
affluence than a measure of the quality of antenatal
and/or obstetric care; the latter is more truly reflected in
the perinatal mortality rate (the number of deaths after
24 weeks of gestation, including stillbirths, and during
the first week of life per 1,000 total births).

As deaths increasingly are pushed to the later ages,
the issue has arisen as to whether life span may
increase or whether societies will experience a “rectan-
gularization” of mortality. An increase in life span
would mean that humans had discovered ways to keep
alive beyond the age that any human has thus far lived.
While this seems theoretically possible, science has a
long way to go before this is likely to be accomplished.
Instead, it seems more likely that deaths will become
increasingly compressed into a few years late in life.
This will lead to a rectangularization of the age curve,
in which almost everybody stays alive until age 100 or
beyond and then quickly begins to die.

SEE ALSO: Ethnicity, Life expectancy, Marital status, Maternal
mortality, Morbidity, Socioeconomic status
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MANUEL MIRANDA

Multiple Chemical Sensitivity see
Idiopathic Environmental Intolerance

Multiple Personality Disorder see
Dissociative Identity Disorder

Multiple Sclerosis Multiple sclerosis is the most
common inflammatory disease of the central nervous
system. The cause stems from faulty regulation of the
immune system. Myelin, the insulator of nerves, is
attacked by the immune system because of improper
recognition. Inflammation surrounding the nerves strips
the myelin from the nerve fibers and damages some of
the fibers (axons) preventing the normal transmission of
nerve impulses.

The prevalence of multiple sclerosis is 70/100,000
in the United States with regional variation. Young
women are unfortunately disproportionately affected,
outnumbering men nearly 2 :1. The disease typically
begins from age 20 to 50 although onset at both
younger and older ages exists. Familial tendencies are
apparent. The children of patients with multiple sclero-
sis have a sixfold greater risk of developing multiple
sclerosis than those children of parents without disease.
Crucial genetic markers have not yet been identified.

Various subtypes of multiple sclerosis exist. Each
subtype depicts the clinical course of the illness. Onset
may be either relapsing–remitting (improving, then
relapsing) or continuously progressive (worsens over
time). The most common subtype, relapsing–remitting,
begins before the progressive subtypes by nearly
a decade. The peak incidence of relapsing–remitting
multiple sclerosis occurs between the ages of 25 and 29,
whereas progressive is most commonly diagnosed
between ages 35 and 39. Distinguishing a person’s sub-
type is important because therapy depends upon dis-
ease classifications.

The clinical symptoms and physical findings in
multiple sclerosis are varied. No region within the cen-
tral nervous system is spared. Cognitive impairment
(loss in memory and concentration) occurs to variable
degrees in more than one half of individuals with
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multiple sclerosis. Cognitive speed, recent memory,
attention, and abstraction are commonly impaired.
Mood disorders ranging from euphoria through depres-
sion are not uncommon.

The optic nerve (primary nerve supply to the eye)
is often involved. Optic nerve inflammation causes eye
pain worsened with movement and visual blurring.
Progression over several days with decrease in color
vision is classical for the diagnosis. Central visual loss
reflecting swelling within the optic nerve is frequently
noted during ophthalmologic testing.

Additional cranial nerves (nerves to the head and
neck) also may be involved. Eye movement difficulties
caused by disturbances in brainstem pathways result in
double vision or feelings of imbalance. Facial pain
may occur associated with numbness and tingling.
Unexplained facial pain in a young adult may be the
first symptom of multiple sclerosis. Slurring of speech
(dysarthria) and difficulty swallowing (dysphagia) are
frequent.

Disturbances of sensation and strength often occur.
Regional inflammation within the brain results in loss of
sensation or strength usually on the opposite side of
the body. Problems with strength or sensation occur-
ring simultaneously on both sides of the body imply
inflammation within the brainstem or spinal cord.

Coordination difficulties often are seen. Clumsiness of
the body or legs frequently impairs walking. Speech may
be affected resulting in an awkward speaking pattern.
Poorly coordinated eye movements may cause imbalance
or a sense of movement when none is apparent.

Autonomic nervous system involvement commonly
causes urinary incontinence. Persons may lose the abil-
ity to inhibit their bladder from emptying when the urge
arises. Less frequently, the bladder loses its tone and
distends until pressure builds and leakage occurs.
Problems with defecation are less common. Erectile
dysfunction (difficulty having an erection) in men and
absence of orgasms in both men and women are not
infrequent.

External factors influence the course of multiple
sclerosis. Infectious agents such as viruses and some
bacteria often precede worsening of the illness. Trauma
has not been shown to convincingly worsen the illness.
It has been suggested that vaccination has been impli-
cated to exacerbate disease, although most experts no
longer hold this to be true, and recommend vaccination
when indicated. Pregnancy seems to inhibit disease
activity. However, attacks seem to increase in frequency
in the first 3–6 months after delivery.

Diagnosis is based on historical information requir-
ing multiple episodes affecting various regions of the
central nervous system at different times. Laboratory
tests and radiographic imaging are used for confirma-
tion. Blood and cerebrospinal fluid samples along with
magnetic resonance imaging are frequently obtained.
Alternative diagnoses including infections, a variety of
immune disorders, metabolic and inherited disorders
should be excluded.

Pharmacologic therapy (medication management)
for multiple sclerosis has evolved during the last
decade. Acute treatment with intravenous or oral anti-
inflammatory steroids speeds functional recovery follow-
ing acute worsening. Individuals who do not respond to
standard treatment of a severe initial attack may benefit
from plasma exchange. Subcutaneous and intramuscular
medications (medications injected beneath the skin)
decrease the frequency of relapses in patients with either
relapsing–remitting or relapsing–progressive subtypes.
Various other intravenous and oral immune system
inhibitors have met with mixed success.

Scant information exists regarding the social impact
of multiple sclerosis and a woman’s ability to fulfill the
demands of an active lifestyle. Chronic illness often
strains relationships resulting in marital or familial dis-
cord. Employment may be jeopardized from either
physical or cognitive disability. Rehabilitative experts
with interest in multiple sclerosis and its associated con-
ditions may be available. Social support thankfully
exists through local MS Society chapters. Counseling
and pharmacologic management of depression should
be sought early to prevent social isolation.

SEE ALSO: Autoimmune disorders, Pregnancy
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Myasthenia Gravis Myasthenia gravis (MG) is
an autoimmune disorder of the neuromuscular junction
(NMJ) that results in muscle weakness and fatigability.
Muscle contractions occur when electrical impulses
travel along motor nerve fibers and end at the NMJ.
When an electrical impulse reaches the nerve fiber ter-
minal, it causes the release of a molecule called acetyl-
choline (ACh). ACh diffuses across the gap (NMJ) and
activates specialized ACh receptors (AChR) on the mus-
cle fiber. AChR activation causes electrical activation of
muscle fibers and contraction. Excess ACh in the NMJ is
eliminated by an enzyme called cholin esterase (ChE).
In MG, there are circulating antibodies directed against
AChR. These attach and cause elimination of AChR. With
a paucity of AChR, there is failure of nerve-to-muscle
transmission, especially high levels of activity. This pre-
sents as fatigability or muscle weakness with repeated
contraction. Muscles around the eye and muscles of the
face and throat are particularly vulnerable in MG.

The prevalence of MG is about 150 per million.
Onset is early in women (late teens and 20s) and late in
men (60s and 70s). Prevalence used to be higher in
women, but with the aging of the population, may be
higher in men now. Ten percent of patients with MG
have a tumor of the thymus gland (thymoma) in the
chest. In others, there may be enlargement of the
thymus (hyperplasia).

MG manifests as waxing and waning drooping of
eyelids; double vision or squint; facial weakness and
loss of expression; weakness/fatigability of chewing,
swallowing, and speech; neck weakness; weakness/
fatigability of arm and leg muscles; and weakness of
breathing muscles in varying combinations. Prolonged
activity worsens symptoms. Examples are double vision
while reading or watching television, voice slurring
during a long conversation, chewing or swallowing
difficulty as the meal progresses, or hands getting weak
with repeated activity. Symptoms are commonly worse
in the evenings than in the mornings. If weakness is
restricted to the muscles around the eyes, the disorder
is termed ocular MG. More commonly, it is diffuse and
is called generalized MG. Generalized MG can be
mild or can be severe. Acute severe worsening of MG
(myasthenic crisis) may be precipitated by infection,
surgery, or some medications. Weakness of breathing
muscles during a myasthenic crisis may necessitate ven-
tilatory support.

Often, MG starts around the eyes and becomes
generalized in ensuring months. Infrequently, MG

spares the eye and face muscles. MG is usually a life-
long problem. Most of the worsening and fluctuation in
severity is seen in the first few years of the disease.
After several years, the disease tends to stabilize, but
there may be some residual fatigability and weakness.
Most myasthenics receiving appropriate medical care
can remain independent and lead productive lives.

The diagnosis of MG is challenging, and clinical
suspicion needs to be high. If MG is suspected, a bed-
side test (Tensilon® test) which assesses transient
improvement after injection of edrophonium may be
performed. Often, the physiological change in NMJ
transmission can be demonstrated by a decrement in
muscle response on repetitive electrical stimulation of
nerve. The most sensitive test for MG is an electrical test
called single fiber EMG. A blood test for the detection
of AChR antibodies is quite sensitive and specific.

Treatment options include ChE inhibitors (such as
pyridostigmine and neostigmine, which increase avail-
ability of ACh by blocking its destruction), corticosteroids
(which reduce the autoimmune response), and azathio-
prine and other immunosuppressants. Most experts
believe that removal of the thymus gland (thymectomy)
early in the course of generalized MG improves the long-
term course. In periods of acute worsening, removal of
antibodies from the blood (plasma exchange) can rapidly
improve symptoms. Intravenous immunoglobulin is
also an option for acute worsening. Several classes of
medications, especially anesthetic agents, some cardiac
medications, and some antibiotics can cause worsening
of MG and need to be avoided.

Pregnancy has special implications for myasthen-
ics. About one third get worse during pregnancy or
after delivery. Weakness of muscles may make vaginal
delivery difficult. About 10–20% of infants born to
myasthenic mothers may have transient weakness and
trouble feeding for the first few weeks after birth
(neonatal myasthenia) because of antibodies crossing
the placenta.

MG is not a genetic disease. Rarely, disorders
closely resembling MG are seen running in families.
Such congenital myasthenic syndromes are not autoim-
mune; rather, they are genetic defects in proteins of the
NMJ. Some other disorders of the NMJ of note that have
only a passing similarity to MG are Lambert–Eaton
myasthenic syndrome and botulism.

SEE ALSO: Autoimmune disorders, Pregnancy
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Nail Care One of the most common problems in
caring for nails is picking and biting. The habit is com-
mon across all age groups. Picking and biting nails and
cuticles increases the risk of infection by introducing
bacteria. In general, the behavior often occurs as a
result of anxiety or nervousness.

Filing, even of the cuticles, is often recommended
in place of cutting or clipping. This allows the removal
of dead skin and reduces the likelihood of injury.
Lotions and exfoliants can be used to moisturize the
area around the nails; cuticles should be kept moist and
pushed back. Nails should be cared for in this manner
at least once a month. Individuals with dry skin may
wish to do it more frequently. Products containing aloe
vera are often recommended, especially for individuals
with eczema or other conditions involving dry skin.

Pain, swelling, and redness are signs that may indi-
cate an infection or other problem, such as an in-grown
nail. It is important to keep the area clean and to avoid
“digging” into it in an attempt to cure the problem. In
such situations, the individual may wish to consult a
podiatrist (doctor who specializes in the care of feet).

A wide selection of “false” nails is available. If
applied properly, acrylic nails are often the best
because they adhere to the nail directly, so that the risk
of infection is reduced. Other products, such as silk
and fiberglass nails, are glue-based and are more likely
to lift, increasing the time required to maintain and
care for them properly as well as the risk of infection.

A manicurist should be selected based on the
cleanliness of the facility and his or her practice, rather
than on the basis of price. Consider the following.

1. If the state requires a license to provide mani-
cures to the public, the license should be
appropriately displayed and should be current.

2. All instruments used should be sterilized after
each use or thrown away. Barbicide can be
used to clean the equipment.

3. Cuts on the manicurist’s hand(s) should be cov-
ered to avoid possible transmission of infection
to others.

4. The manicurist should ask, or be informed if she
does not, if the client has a particular medical
condition that may predispose the client to a
greater risk of injury or infection. For instance,
individuals on blood thinners (such as
Coumadin) may be at greater risk of seriously
bleeding if they are cut by accident. Diabetic
clients may be more prone to infection.

The provision of nail care provides an important ser-
vice to many women. A manicure enhances a woman’s
appearance and the experience is often relaxing.

Women interested in becoming manicurists will
find that the profession offers flexibility and indepen-
dence. The practice can be easily moved and the hours
can be tailored to fit any schedule. Manicurists can rent
a booth at someone else’s salon or can enter an
arrangement whereby they are paid minimum wage
and a commission for working at a particular salon.

MARA MEZA

SEE ALSO: Diet, Foot care, Hair care, Skin care, Skin 
disorders
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Natural Childbirth What is natural childbirth
today and what does the word “natural” mean to
today’s woman in this world of technologic intensive
labor? The dictionary definition of the word “natural”
means legitimate; a state of nature untouched by influ-
ences of civilization and society; freedom from artifi-
ciality or constraint. Could not this be a definition of the
birth process? But what one lives and breathes,
becomes normal and natural to you. We are losing the
normalcy of birth: women doing women’s work with
women’s bodies and resources birthing a healthy
mother and baby. As professionals, we can never forget
that the woman must be at the center of the experience.

It is such a dichotomy in our society that we revere
and admire the athlete who pushes to the limit of
endurance; handling pain pumped up by the powerful
pull of winning and success; pushing the human body
to new limits to set new records. Labor is the true con-
tact sport. Women must want to participate to win. Yet
professionals attempt to evaluate the forces of labor to
levels of distress that equate the natural forces of a
normal process to the pain of death and disease.

Women and practitioners must be reeducated that
pain is a valuable tool during labor. As the woman han-
dles pain, she can use it as a guide to find the positions
and practices that give her comfort and actually facilitate
the birth process. Pain is like a catalyst that helps con-
tractions intensify and assists the baby progress through
the birth canal. Nature’s medication, endorphins, are
released in response to pain and may decrease the
woman’s perception of pain. With support from the
practitioner, the family, and a secure environment, the
woman can surrender to the experience and give birth.
So in the hospital, flat on her back with tubes coming
from every orifice, completely devoid of stimulation, is
it surprising that the contractions decrease; labor arrests;
and almost 30% of women need operative intervention.

Unless something has happened to change her
anatomy, today’s woman is just as capable if not more so,
with her state of health and nutritional stores to give

birth. Unfortunately, today’s woman has bought the
advertising hype that technology guarantees a normal
healthy child; that operative birth saves the vagina from
trauma; that women have no responsibility for the birth
outcome. This is not to say that technology is not an effec-
tive tool when the pregnancy is at risk and interventions
are necessary to effect a safe outcome. Women and prac-
titioners must never forget that these interventions are
simply tools to be utilized as appropriate to give nature a
helping hand. Many women are simply not interested in
pursuing natural childbirth. This technology seems to be
too readily available to them and is championed by care
providers and the mass media as the “intelligent” choice.

Natural childbirth simply stated means a sponta-
neous birth through the vaginal canal utilizing the
forces of the uterine contractions under the control of
the woman. This author feels that it should be taken a
step further to mean that the woman should be edu-
cated to understand the forces of labor and how to use
these forces in conjunction with her own natural
resources to give birth. She should be allowed to ambu-
late, eat and drink, choose the position of birth, feel the
forces of birth, and choose who will support her and
who will assist her to birth within a safe environment.

Women, this author intreats you to listen and take
control of your birth again. It is a fulfilling natural
process, not a disease. It should be celebrated with fam-
ily with tears of joy, not fear. Only when women truly
take control and make informed decisions about their
birth, will normal birth become the standard again.

SEE ALSO: Cesarean section, Labor and delivery, Pregnancy
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Natural Family Planning Natural family
planning is a method of understanding signs and pat-
terns of fertility during the menstrual cycle to achieve or
avoid pregnancy. Other terms for this method are fertil-
ity awareness method (FAM), the rhythm method, or
periodic abstinence. The use of the term natural does
not imply that other methods are “unnatural.” The
expression actually means that the natural signs and
symptoms of the menstrual cycle are observed,
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recorded, and interpreted to ascertain when a woman is
fertile. The couple then abstains or uses a barrier
method or withdrawal during these times.

There are several methods that are considered to be
natural family planning. All of these methods overesti-
mate the time of fertility in order to compensate for the
life span of the sperm and ova (egg). The sperm can live
for 5 days within the female reproductive tract. The life
span of the ova is 24 hr. The calendar method is the
recording of the intermenstrual period (the number of
days from the onset of one period to the onset of the
next) for 6 months in order to ascertain the shortest and
longest cycle length. The fertile time can then be deter-
mined by subtracting 18 from the shortest cycle length
and 11 from the longest cycle. The couple then abstains
from intercourse on the days corresponding to the fertile
time. This would require periodic abstinence for an aver-
age of 16 days a cycle. The effectiveness rate of this
method for perfect use is 3.1% for the first year. For
imperfect use the failure rate is as high as 86.4%, however.

A second type of natural family planning is the
basal body temperature (BBT) method. Fertility is
determined by taking the temperature first thing in the
morning before getting out of bed with a special ther-
mometer for this purpose. The temperature is recorded.
An increase of 0.2–0.4�F that continues for 3 days indi-
cates that ovulation has occurred. The couple abstains or
uses another method until after the ovulation tempera-
ture spike. Perfect use of this method has a failure of 2%
and a typical use failure rate of 20%.

Another method of detecting fertility is observing
the cervical mucus beginning the first day after men-
struation stops. Just after menses, the vagina may feel
moist for a few days. The mucus then becomes thicker
and cloudy. As ovulation approaches, the mucus
becomes more clear, slippery, stretchy, and abundant.
The mucus may be stretched for 2–3 in. between the
thumb and index finger during peak times. Ovulation
occurs at the peak of this wetter, clearer mucus. The fer-
tile time is the first day of peak mucus until 4 days after
the peak day. Some issues that can make this method
more difficult to interpret are the use of douching, hav-
ing unprotected intercourse the day before since semen
and arousal fluids can be confused with mucus, vaginal
infections, and menstruation. Couples may either have
intercourse only during the pre and post peak days or
use another method during the peak times. Some
choose to avoid having intercourse until after the peak
each month. This method typically requires the help of
a professional to correctly interpret the mucus findings.

The symptothermal method combines more than
one indicator of fertility. Many use the temperature and
mucus observations to determine fertile times. Other
signs can also be used such as checking the position
and consistency of the cervix and noting midcycle pain
called mittelschmerz or ovulation pain.

The advantages for using these methods are that the
cost is free, the Catholic Church sanctions the methods,
and there are no hormones introduced into the body.
Often these methods are used to determine the most
fertile time of the month when couples are attempting
pregnancy. Women become more aware of their bodies
as well. The disadvantages are that these methods are
very complex and require highly motivated couples will-
ing to abstain from intercourse during fertile times.
Conditions that cause the menstrual cycle to be irregular
or alter cervical mucus such as breastfeeding or recent
childbirth may make these methods more difficult to use.

It is recommended that couples seek professional
education and monitoring when learning to use these
methods as they often require several cycles of obser-
vation to become familiar with the fertility signs and
symptoms.

SEE ALSO: Birth control, Menstruation
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NANCY MYERS-BRADLEY

Nausea Nausea is a common symptom that is asso-
ciated with a wide variety of conditions. Nausea is an
unpleasant sensation in the upper abdomen often
referred to as “queasiness,” which is usually accompa-
nied by an urge to vomit. Vomiting, usually preceded by
nausea, is defined as the forceful ejection of stomach
contents up to and out of the mouth. It is important to
recognize that nausea and vomiting are not diseases in
and of themselves but rather symptoms of an underly-
ing process. Usually nausea and vomiting are due to an
illness that improves on its own or is easily treated.

CAUSES

The list of conditions that can cause nausea and
vomiting is long and includes disorders affecting the
digestive tract, abdominal organs, central nervous system,
metabolism, and endocrine system. Examples of digestive
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tract disorders that may be associated with nausea
include gastroparesis (poor stomach emptying in the
absence of an anatomical obstruction), gastroesophageal
reflux disease, irritable bowel syndrome, peptic ulcer
disease, and gastrointestinal obstruction. Nausea may be
due to infections involving the digestive tract like viral
gastroenteritis and food poisoning. Inflammatory
abdominal conditions like gallbladder disease, hepatitis,
and pancreatitis frequently cause nausea. Nausea is a
common symptom reported by patients with balance
and equilibrium problems (such as motion sickness),
other intracerebral disorders (such as migraine
headaches, tumor, hemorrhage, meningitis), and psychi-
atric disorders (such as anxiety, depression, anorexia
nervosa, bulimia). Endocrine and metabolic causes of
nausea and vomiting include pregnancy (nausea occurs
in 70% of women during the first trimester), diabetes,
kidney failure, and thyroid disorders. Medications are
among the most common causes of nausea and vomit-
ing, usually during the first few weeks the medication is
used. Examples of medications that frequently cause
nausea and vomiting are aspirin, nonsteroidal anti-
inflammatory drugs (such as ibuprofen), digoxin, theo-
phylline, oral contraceptives, narcotics, and many cancer
chemotherapy agents. Nausea and vomiting may also
occur in patients with heart attacks, congestive heart
failure, or during the first few days following surgery.

DIAGNOSIS

Although the causes of nausea and vomiting are
numerous, careful consideration of each patient’s indi-
vidual circumstances gives clues to the likely cause. This,
along with a thorough history and physical examination,
can narrow down the diagnosis. Important factors to
consider are duration, severity, and frequency of symp-
toms as well as recent ingestions (e.g., spoiled foods,
toxins), new medications, similar illness in family or
friends, description of vomit (if any), and any other asso-
ciated symptoms. Acute nausea and vomiting, lasting on
the order of hours to a few days, is typically due to infec-
tion (e.g., gastroenteritis, meningitis), medications, acute
inflammatory conditions (e.g., gallbladder disease), or
toxins (e.g., alcohol). Nausea and vomiting symptoms
lasting more than 1 month may be due to a number of
chronic medical conditions (e.g., gastroparesis, irritable
bowel syndrome, cancer, and diabetes), pregnancy, med-
ications, or psychiatric disorders. Vomiting early in the
morning may suggest causes including pregnancy,

kidney failure, alcohol, narcotic withdrawal, and
increased intracranial pressure (increased pressure on
the brain due to causes like cerebral hemorrhage, tumor,
or meningitis). Vomiting occurring 1–3 hr after meals is
seen in gastric outlet obstruction and gastroparesis
whereas symptoms during or immediately after meals are
often associated with psychiatric disorders (e.g., anorexia
nervosa and bulimia). Associated symptoms that may aid
in the evaluation and diagnosis include fever, abdominal
pain, diarrhea, red blood or black “coffee grounds” in the
vomit, weight loss, chest pain, headache, stiff neck,
ringing in the ears, and vertigo.

A complete physical examination is performed not
only to provide diagnostic information but to determine
whether any complications of nausea and vomiting have
occurred. The patient is specifically assessed for signs of
weight loss, dehydration, fever, jaundice, abdominal ten-
derness and location, abdominal masses, enlarged lymph
nodes, neurologic abnormalities, and blood in the stool.

A number of diagnostic tests may be used to eval-
uate nausea and vomiting, and the choice is dictated by
the clinical situation. Laboratory studies may include
blood, urine, and stool tests. A pregnancy test should
be considered in women of reproductive age. A variety
of radiologic studies may also be useful, including
abdominal x-rays, abdominal ultrasound, abdominal or
head CT scan, and contrast imaging studies (where the
patient drinks barium and then x-rays are taken of the
stomach and small intestine). At times, endoscopy
(insertion of a flexible tube containing a camera into the
mouth or rectum) may be required to diagnose the
underlying cause of nausea and vomiting.

TREATMENT

Treatment of nausea and vomiting will depend on
the severity and cause. Important issues to be addressed
are: correction of fluid and electrolyte losses; identifica-
tion and treatment, or removal, of the underlying cause;
and symptom treatment. Minor self-limited symptoms
can often be managed with rest and a bland diet con-
sisting of cold or room-temperature clear liquids (e.g.,
ginger ale, broth) and small frequent meals of nonfatty
foods (e.g., crackers, toast). Oral rehydration fluids
(e.g., sports drinks) provide important sugar and salt in
addition to water when vomiting has persisted for more
than 24 hr. However, young children and infants should
not be given sports drinks, and should be rehydrated
under medical supervision. Medical attention should be
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sought if nausea lasts more than a week or if pregnancy
is suspected. Immediate attention should be sought if
there is persistent vomiting, vomiting with diarrhea,
severe abdominal pain, severe headache, stiff neck,
high fever, red blood or “coffee grounds” in the vomit,
lightheadedness, confusion, decreased consciousness,
chest pain, rapid heart rate, or shortness of breath.

At times, hospital admission may be necessary for
intravenous fluids, testing, and/or treatment. Specific
treatments are directed at the underlying cause and can
range from simple measures such as over-the-counter
medications for motion sickness to invasive treatments
such as dialysis for kidney failure or surgery for gall-
bladder disease. Sometimes the cause of symptoms
cannot be identified or treatment is unsuccessful or
incomplete. In these cases, antiemetic (“antivomiting”)
medications may be given. There is a wide variety of
antiemetic agents available and the clinician must
decide which is most appropriate given the situation
and severity of symptoms. Acupuncture and acupres-
sure have been effective in reducing nausea and vom-
iting in chemotherapy patients and in people with
symptoms following surgery. Acupressure may reduce
nausea in pregnancy. In cases of chronic nausea and
vomiting in which a physical explanation has been
ruled out, a psychiatric evaluation may be helpful.

SEE ALSO: Abdominal pain, Acupuncture, Bulimia, nervosa,
Migraine
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Neonatal Care Ethics During the year 2000,
there were over 4.5 million births in the United States.
Nearly 12% of these births were defined as premature, that
is, occurring at less than 37 weeks gestation, and 1% of
these births were infants weighing less than 1,500 g. We
have developed specialized expertise and technologies in
order to take care of the smallest of these very low birth-
weight (VLBW) infants, referred to as “micropremies.”

Mortality and morbidity, in general, inversely cor-
relate with gestational age and birthweight of infants
born prematurely. The neonatal mortality rate drops
significantly at 1,000 g, which typically correlates with a
gestational age of 27 weeks. Currently the limit of our
ability to resuscitate an extremely premature newborn
is 22 weeks of gestation or just over half of a normal
gestation of 40 weeks. More than half of these infants
do not survive despite intensive efforts and the sur-
vivors most commonly experience enduring deficits and
morbidity. Morbidity associated with extreme prematu-
rity includes: cerebral palsy, which is a nonprogressive
neuromuscular disorder involving primarily the extrem-
ities often with associated cognitive defects; bleeding
in the brain (intraventricular hemorrhage, IVH), bleed-
ing-related swelling of the brain (posthemorrhagic
hydrocephalus) and conditions affecting the white
matter of the brain (periventricular leukomalacia, PVL);
chronic lung disease sometimes necessitating a home
ventilator; disorders of the eye (retinopathy) of prema-
turity, which in some cases can lead to vision difficul-
ties or retinal detachment and blindness; hearing loss;
and long-term growth and development delays.

Along with the ability to save some of the smallest
babies come many ethical considerations. Four central
ethical concerns in the clinical care of premature infants
relate to: (1) the process of obtaining informed consent
for these interventions; (2) the quality of life we are cre-
ating for a population of former extremely low birth-
weight infants and their families; (3) optimal approaches
to palliative care for these critically ill infants; and (4) the
distribution of scarce societal resources and technology
for the entire neonatal population.

INFORMED CONSENT

In theory, informed consent occurs in a context of
trust and understanding and is predicated on three
elements: a substantive process for information sharing;
the ability of the appropriate decision-maker to make
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Infants born at the limits of viability, that is, 22–25 weeks,
tend to be the most profoundly affected in their neu-
rodevelopmental outcomes. Unfortunately we have no
way of foretelling which infants may eventually have
deficits; the prognostic ability of head ultrasounds
demonstrating bleeding in the brain (IVH) is called into
question in the extremely low birthweight population.
We do know that when surveyed, parents of VLBW
infants with developmental delay feel no worse impact
than those families with normal term infants. In addition
to the ability to “save” extremely premature infants we
have also advanced technology with regard to the surgi-
cal correction of many previously lethal deformities. We
have seen advances in the repair of severe bowel dis-
eases. The diagnosis of abnormal placement of the tissue
beneath the lungs (congenital diaphragmatic hernia,
CDH) is no longer a death sentence and congenital
heart disease including underdevelopment of the heart
(hypoplastic left heart syndrome) is readily correctable at
large institutions via staged surgery or cardiac transplant.
Fetal therapy is available for some surgical interventions
including correction for CDH and fetal gene therapy is on
the horizon for inheritable diseases such as some types of
disorders of immune system functioning (severe com-
bined immune deficiency).

Optimism about the health outcomes of premature
infants is often well founded. Moreover, even when
deficits persist, the physical difficulties accompanying
prematurity are not determinant of one’s eventual
strengths and capacities, nor are they predictive of one’s
sense of personal satisfaction, life meaning, individual-
ism, and societal contributions. This said, there are very
real concerns about the very devastating health out-
comes experienced by many of the littlest or sickest of
premature infants. These issues merit our continued
attention as technological abilities push back the
defining line for infant viability.

PALLIATIVE CARE APPROACHES

It is increasingly acknowledged that integrated
palliative care and pain programs are central to optimal
care for infants. Dismissed are the thoughts that infants
do not experience pain as older children and adults do,
and modern training in neonatology includes skills in
evaluating and treating the pain of infants just as in the
care of patients by other subspecialties. Palliative care
consultation services are slowly making their way into
the NICU. When the time comes for palliative care in
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knowledgeable, reasoned, and meaningful choices; and
the ability to make decisions freely and in the absence of
coercive pressures. In reality, the existence of true
informed consent in the neonatal intensive care unit
(NICU) is often under debate. Neonatologists (doctors
who care for premature infants) are asked to explain the
risks of delivering a premature infant to mothers and fam-
ilies at moments of extreme vulnerability in the mother’s
life: she is in preterm labor, or ill herself and hearing for
the first time that she is having a premature infant; these
are also conversations that may be rushed due to clinical
circumstances. The detail and significance of these discus-
sions must increase with the decreasing gestational age of
the infant. There are a variety of issues that need to be
reviewed. These encompass the risks of cardiopulmonary
resuscitation in the delivery room, the possible clinical
course while in the NICU, including the types of respira-
tory support available to these infants such as specialized
mechanical ventilation (high-frequency ventilation), the
possibility of surgery to correct a heart defect (patent duc-
tus arteriosus), the occurrence of IVH and PVL, and the
inherent risks of long-term neurodevelopmental disabili-
ties associated with an extremely low birthweight infant.

Inherent in the ability to resuscitate an extremely
premature infant is the decision of whether to do so. This
decision comes to intimately involve both parents and
physician. Consent discussions are shaped by evidence
and standards of care, but personal values, cultural
influences, and religious beliefs affect the family’s
understanding of what is good and right and possible.
The values of clinicians and counselors may enter into
these discussions, as it is often difficult to be completely
“objective” in the face of such uncertainty and risk. In
present-day medicine, parents hold ultimate responsibil-
ity for the choices made in the care of a premature
infant, even if it is the clinician who must present and,
at times, guide these choices. It is apparent that this rep-
resents an extraordinary and often painful burden for
the family to shoulder. Sensitive, supportive efforts on
the part of the clinical team can make the process less
difficult. Ongoing discussions after the infant is born are
also important; it may not be until birth of the infant that
the family truly develops an understanding of the type
of support that children born prematurely will require.

QUALITY OF LIFE

The eventual quality of life for a premature baby is
greatly influenced by gestational age at the time of birth.
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the infant’s life we must apply what we have learned
from other populations. Easing the passage to death is
a gift the physician can give the family and their baby.
Palliative care studies in infants demonstrate that fewer
medical procedures are performed and more support-
ive services are provided to families that are involved
with palliative care consultation. As the availability of
palliative care programs increases we will see a greater
number of clinicians skilled in providing pain relief,
emotional support, and access to services for these
families to ease their burden.

RESOURCE ALLOCATION

One consideration that permeates all of medicine,
and especially intensive care medicine, is the challenge
of appropriate resource allocation. Costs associated
with successful resuscitation of the very littlest of new-
borns are substantial, and they are overshadowed by
the costs of caring for children and adults with the
sequelae of prematurity. Creating a health care system
where pregnant women have access to the prenatal
care that they need may have the biggest impact on the
rate of premature birth over the next decade. It is
encouraging that the rate of premature birth declined in
2000 for the first time in over a decade from 11.8% to
11.6%. However, lack of access to prenatal care remains
a huge contributor to the rate of premature births, espe-
cially in rural and poor areas of the country. Without
serious attention to this issue, this will become a wors-
ening problem in coming years.

Until premature birth can be prevented there will
be challenges surrounding the care of the VLBW infant.
There are difficult decisions to be made regarding con-
sent of the family in danger of delivering a very prema-
ture infant, resuscitation of that infant, long-term quality
of life for the infant and family, and when treatment fails
providing a pain-free death with dignity, which also pro-
vides emotional support for the family. The best care
will be provided by physicians and support staff work-
ing closely with families to alleviate some of the inher-
ent emotional distress associated with NICU care.

SEE ALSO: Informed consent, Prenatal care
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Neural Tube Defects Defects of neural tube
development are congenital anomalies with an esti-
mated incidence of 1 in 2,000 live births. Formation of
the neural tube is completed by 28 days of gestation,
before most women are even aware that they are preg-
nant. Neural tube defects (NTDs) result from the failure
of closure of the neural folds at one or more of sites.

The most severe form of NTDs occurs when there
is a total failure of neural tube formation. Failure of clo-
sure of the anterior portion of the neural tube results in
anencephaly, a total or partial absence of the brain and
skull. Anencephalocele occurs when there is a limited
closure defect of the skull with brain and membrane tis-
sue protruding through the opening. Spina bifida results
from failed closure of a portion of the posterior neural
tube. Myelomeningocele is a form of spina bifida in
which a protruding sac contains nerves, covering mem-
brane tissue, and cerebrospinal fluid. A meningocele is
a less frequent type of spina bifida in which the sac pro-
truding through the vertebral defect contains meninges,
the membrane tissue enclosing the spinal cord. In
another form of spina bifida, intact skin covers the ver-
tebral defect, often concealing the lesion and leading to
the term spina bifida occulta. Skin lesions such as hair
tufts, sinus tracts, or birthmarks may raise suspicion of
an underlying spina bifida occulta, which occurs in
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approximately 10% of otherwise healthy people. Thus
mild forms are considered normal variants. However,
some forms of spina bifida occulta are associated with
fibrous bands that limit mobility of the lower spinal
cord. The tension transmitted to the spinal cord during
movement can cause injury and progressive neurologi-
cal symptoms such as lower back pain, muscle atrophy,
and urinary incontinence.

Screening the pregnant population for NTDs is
accomplished by measuring maternal serum levels of
the major fetal tissue protein, alpha-fetoprotein (AFP).
If the fetal skin layer is not intact, greater amounts of
AFP leak into the amniotic fluid and then diffuse into
the maternal bloodstream. AFP values that are 2–2.5
times above the average identify the pregnancy as high
risk and lead to the detection of over 80% of fetuses
with NTDs. High-resolution ultrasound is recommended
if screening detects an elevated AFP level as it is able to
identify nearly 100% of open NTDs. Although AFP
screening is noninvasive and does not physically harm
the mother or fetus, receiving abnormal results can
cause great emotional stress. Awareness of congenital
anomalies in the fetus leads to ethically complex
decisions about whether to terminate the pregnancy.

Neural tube closure is a complex process, and
defects have genetic and environmental etiologies. The
incidence of NTDs varies greatly among populations
and ethnic groups. In the United States, African and
Asian Americans have a lower rate of NTDs than those
of Hispanic or European heritage. Risk factors for
neural tube defects include diabetes, hyperthermia, and
use of the anticonvulsant valproic acid. In addition,
alterations in genes involved in the processing of folate,
a form of B vitamin, are found in some mothers of
affected infants.

Randomized investigations have shown a 60%
reduction in the occurrence of NTDs when women
received folic acid vitamins. As a result the Public
Health Service recommends that women capable of
becoming pregnant consume 0.4 mg of folic acid daily
and high-risk women take 4 mg of folic acid per day
around conception. Estimates of folic acid intake from
natural food sources show that only 8% of women con-
sume 0.4 mg daily. Folic acid intake can be increased
by consuming foods such as leafy greens, legumes,
citrus fruits, liver, and whole wheat. Alternatively, folate
fortified processed foods or vitamin supplements can be
taken. Since the implementation of grain fortification in
1998, the average woman receives about one quarter of
her daily folate requirement from cereal products.

Vitamin supplements were the only form of folate
tested in the clinical trials demonstrating decreased
incidence of NTDs.

Elective cesarian section and in utero surgery for
infants with spina bifida have been advocated to
decrease trauma to the spinal cord. Cesarian delivery
prior to onset of labor remains controversial because of
a lack of planned research studies demonstrating a ben-
efit. Surgery to cover the exposed spinal cord in fetuses
with spina bifida during the second trimester of preg-
nancy is still investigational. Early results show
improved neurological outcomes, but the benefit
should be weighed against the increased risk of preterm
labor and maternal complications.

Anencephalic infants are either stillborn or do not
survive beyond a few weeks. In the United States over
90% of infants with spina bifida survive beyond a year,
although most experience serious lifelong disability. All
have varying degrees of paralysis and decreased sensa-
tion, and the majority also have an obstruction to the
flow of cerebrospinal fluid. Complications of progres-
sive brainstem dysfunction are the leading early cause
of death in infants with spina bifida.

As children with spina bifida mature, the neuro-
logical, genitourinary, and musculoskeletal systems
require ongoing surveillance. Lack of bladder control
may lead to recurrent urinary tract infections and renal
damage. Since spina bifida involves the spinal cord, it
also inevitably affects sexual functioning. Orthopedic
abnormalities include curvature of the spine and imbal-
anced muscle groups producing joint dislocation.
Individuals with spina bifida are also at risk for
severe latex allergy from repeated exposures during
hospitalizations.

Spinal nerve damage may result in urinary reten-
tion, reduced rectal sensation, or an inability to retain
stools. Control of urinary and fecal incontinence is
essential for achieving personal and social indepen-
dence. Bladder emptying at routine intervals by inser-
tion of a clean urine catheter is an important management
technique, and a range of dietary, pharmacologic, and
surgical interventions also exist.

The effects of spina bifida lesions on sexual func-
tioning vary widely between individuals. Puberty may
occur earlier in those with spina bifida when compared
to their siblings. Altered genital sensation is frequent in
both males and females. While women usually have
normal fertility, functional problems with erection and
ejaculation can lead to decreased fertility in males. The
course of pregnancy in women with spina bifida is
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similar to unaffected women except for an increased
risk of urinary tract infections, pressure sores, and lower
pelvic pain. Pregnant women with spina bifida are
encouraged to deliver vaginally, as cesarian section is
associated with higher risk of complication rates. The
risk of NTDs in the offspring of individuals with spina
bifida is estimated at 1 in 25, which is higher than the
risk in the general population. The majority of individ-
uals with spina bifida have never discussed spina
bifida-related sexual issues with their physician and
providing a supportive environment can greatly improve
their quality of life. Assisted reproductive technol-
ogies are available to improve male fertility and peri-
conceptual counseling can help in pregnancy planning.

The long-term prognosis for individuals with spina
bifida is difficult to estimate as improvements in med-
ical care continue to increase life expectancy. Recent
studies show survival to the third decade of life in over
50% of affected persons. Early mortality places NTDs as
the fifth leading cause of years of potential life lost.
Despite daunting medical problems, most children with
spina bifida have normal intelligence and lead a nearly
independent life.

SEE ALSO: Activities of daily living, Alpha-fetoprotein screen-
ing, Disability, Nutrition, Prenatal care, Quality of life
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Neuropathy Nerves extend out from the central
nervous system (spinal cord or brain) to supply muscle,
skin, and other tissues. Nerves are comprised of a large
number of microscopic nerve fibers. The core of each
nerve fiber is the axon, which is a long, thin extension

of a nerve cell located within or near the spinal cord or
brain. The axon carries electrical impulses. Nerve fibers
can be motor (making muscles contract), sensory, or
autonomic (controlling blood vessels, sweat glands, and
viscera). Large nerve fibers (which serve motor or fine
sensory function) have an insulation of a fatty substance
called myelin surrounding the axon. Small nerve fibers
(which may be myelinated or unmyelinated) carry the
sensation of pain or temperature, or are autonomic.

Neuropathy means a disorder of nerves. More
specifically, it is used synonymously with polyneuropa-
thy, implying a disorder affecting the nerves of the body
diffusely. Polyneuropathy needs to be distinguished
from mononeuropathy (disorder of a single nerve). The
most common mononeuropathy is carpal tunnel syn-
drome, or median nerve entrapment in the hand, which
causes fingers to go numb in sleep. Mononeuropathies
of nerves arising from the brain are called cranial neu-
ropathies. The most common cranial neuropathy is
unexplained facial neuropathy, or Bell’s palsy.

Polyneuropathies are usually symmetrical. In gen-
eral, the longest nerve fibers (which supply the feet) are
affected first. As the disease advances, progressively
shorter nerve fibers are involved and symptoms ascend
up the legs. When the knees get affected, the fingers get
affected too. Symptoms of polyneuropathy include numb-
ness, tingling, burning, shooting pains, loss of sensation
(leading to unnoticed injuries to feet), loss of muscle bulk
in the feet, hammertoes, weakness advancing to foot
drop, hand weakness and even thigh weakness, loss of
balance, loss of sweating in the feet, and skin changes.

The most common cause of polyneuropathy in the
developed world is diabetes. Prevalence of neuropathy in
longstanding diabetics may be as high as 50%. Diabetic
polyneuropathy can be mild or can be severe and dis-
abling. Good control of diabetes decreases the risk of
polyneuropathy. The list of other causes of polyneuropa-
thy is long. A short list includes (a) heredofamilial
neuropathies: Charcot–Marie–Tooth disease, others,
(b) infectious: HIV, leprosy, diphtheria, (c) toxic: drugs
(some drugs used for cancer and HIV, INH, amiodarone,
others), metals (lead, gold, arsenic, thallium), industrial
toxins, and possibly alcohol, (d) nutritional: deficiencies
of thiamine, niacin, vitamin B12, vitamin E, (e) metabolic:
renal failure, thyroid deficiency, (f) paraproteinemia
(abnormal immunoglobulin-like protein in the blood) and
paraneoplastic (distant effect of cancer), and (g) vasculitic:
from autoimmune inflammation of blood vessels, either in
isolation or in association with disorders like rheumatoid
arthritis. Vasculitic neuropathy is often severe and could
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be diffuse (spread out), asymmetrical, or affect multiple
individual nerves (mononeuritis multiplex).

A specific neuropathy called Guillain–Barré syn-
drome (also called acute inflammatory demyelinating
polyradiculoneuropathy) is caused by an autoimmune
attack on myelin. It develops over days to weeks and
can affect short as well as long nerves. Unlike other
neuropathies, weakness of muscles predominates and
can be so profound that the patient’s breathing has to
be supported on a ventilator. The vast majority make an
excellent recovery over weeks to months. Recovery is
hastened by plasma exchange (removal of antibodies
and other offending molecules from blood) or by inject-
ing high doses of immunoglobulin intravenously. A
chronic demyelinating neuropathy (CIDP) also occurs.
Some forms of Charcot–Marie–Tooth disease are also
demyelinating. Most other polyneuropathies, in
contrast, are axonal.

In a large minority (if not the majority) of nondia-
betic individuals with neuropathic symptoms, a cause of
neuropathy is not found. Such cryptogenic neuropathy
tends to be relatively mild and indolent.

Evaluation for neuropathy includes a careful neuro-
logical and physical examination and blood and urine
tests to look for possible causes. Electrodiagnostic exam-
ination (or electronography and nerve conduction
studies) is invaluable for the objective diagnosis of neu-
ropathy, assessment of severity, and identification of
demyelinating neuropathy. In rare cases a nerve biopsy
is indicated.

Treatment involves reversing the cause (if identi-
fied), pain control (medications known as tricyclic anti-
depressants and some antiepileptic drugs are commonly
used), foot care, orthotic devices (if there is foot drop),
and aids for walking and hand use. Some mononeu-
ropathies are amenable to surgery.

SEE ALSO: Chronic pain, Pain
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NIMISH J. THAKORE

New England Female Medical College
The world’s first medical college for women was estab-
lished in the United States in 1848. Originally the school
was called the Boston Female Medical College, but later
the name was changed to the New England Female
Medical College. The school first opened its doors in
1848 and immediately enrolled 12 women in its first
class. By 1850 all 12 women graduated with medical
degrees and began practicing medicine. Among the
graduating 12 was Rebecca Lee, the first African
American woman to become a physician in the United
States. The New England Female Medical College was
founded with the ultimate goal of educating women in
obstetrics and gynecology.

The establishment of a medical school for women
stirred up an enormous amount of controversy. At the
time there was a common misbelief that women could
never become doctors because all women had certain
characteristics that made them ill-suited for the role of a
physician. Male leaders in medicine attributed these
characteristics to a woman’s inability to make decisions,
lack of rational judgment, emotional instability, lack of
stamina, and biological inferiority.

Nonetheless, social reform helped women in their
struggle to become doctors, since there was a need in
society for women to care for the poor, children, and
other women. In addition, society became more accept-
ing of women taking on significant roles in the areas of
sanitation, personal hygiene, and diet. Furthermore, the
women’s suffrage movement had just begun and it
fueled the momentum for women’s physicians.

Although the New England Female Medical College
allowed women to study medicine, the curriculum still
oppressed women. The basic medical curriculum was
limited in its focus, which was only on obstetrics and
gynecology. Samuel Gregory, the school’s founder, was
the leader of a crusade against men delivering babies
because he believed it was immoral for men to be
involved in the birth process. His intention for creating
the school was to train women only as midwife physi-
cians rather than true physicians.

The next obstacle a woman with medical degrees
had to overcome was a lack of adequate clinical train-
ing. Many hospitals denied female medical students the
opportunity to obtain clinical experience. Further, even
if a hospital did permit female students to do a clinical
rotation, the students were still limited to obstetrics and
gynecology. This forced many women to go overseas
for clinical training. The expense of such an endeavor
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discouraged many women from pursuing medicine.
Furthermore, medical societies refused to give women
physicians a medical license. In an effort to discourage
the training of women, any male physician who taught
or consulted with women physicians was threatened
with loss of his medical license.

To enroll in the New England Female Medical
College, a woman had to have an English education
and submit a medical thesis. The 3-year medical pro-
gram required 30 hours of instruction per week over a
period of 17 weeks. During the last 2 years the student
was required to do a preceptorship under a supervising
physician.

In 1874, the New England Female Medical College
made an offer to merge the school with Harvard
Medical School. However, Harvard rejected the offer
because its board believed women should not be doc-
tors. After 26 years of training women physicians to
deliver babies, in 1873 the school merged with the
Boston University School of Medicine, creating one of
the first coeducational medical schools in the world.

Although there has been progress for women in
medicine in the last century, women are still underrep-
resented in medicine. By 1979 only 10% of the physi-
cians in the United States were women. This disparity
led to the American Medical Association’s Outreach
Program for Women Physicians, which focused on the
recruitment of women physicians to medical leadership
positions. Today, this program has been expanded and
now includes the Women Physicians Congress. As a
result, medical student enrollment among females is
quickly rising. In 2002, 45.7% of enrolled medical stu-
dents were women. Despite the increased enrollment,
only 24.6% of physicians in the United States today are
women. Another disparity is that women physicians, on
average, make $45,000 less than their male counterparts.

Women are also underrepresented in academic
medicine. For instance, in academic medicine, when
comparing the makeup of medical school faculties, on
average there are only 21 women per 161 men. In addi-
tion, only 7.5% of medical school department chairs are
held by women and only 4 of the 125 U.S. medical
schools have women as deans.

The creation of the New England Female Medical
College was a landmark event for women in medicine.
The school not only allowed women to obtain their
medical degrees but was also key in the creation of one
of the first coeducation medical schools in the world.
Undoubtedly, there has been much progress for women
in medicine since the mid-1800s. However, much more

work remains. Women are still significantly underrep-
resented in the practice of medicine, academic medicine,
and other medical leadership positions. Even as we have
entered the new millennium efforts to advance women in
medicine are still needed.

SEE ALSO: Discrimination, Education, Midwifery, Pregnancy,
Woman’s Medical College of Pennsylvania
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ELIZABETH M. VALENCIA

Nicotine Nicotine was first identified in the early
1800s. It is a stimulant from the same family as cocaine.
Nicotine is a naturally occurring colorless liquid that
turns brown when burned and acquires the odor of
tobacco when exposed to air. Most nicotine is obtained
through tobacco use.

THE EFFECTS OF NICOTINE

Most cigarettes in the U.S. market contain 10 mg or
more of nicotine. The effects of nicotine in people are
influenced by: (a) the rate and route of dosing, (b) the
development of tolerance, and (c) the metabolism of
nicotine.

The average smoker smokes about 11–2 packs of
cigarettes a day and takes between 10 and 20 puffs per
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cigarette. According to the National Institute on Drug
Abuse, this average smoker gets 300 “hits” of nicotine
to the brain each day. The average smoker takes in
1–2 mg of nicotine per cigarette. It takes only a few
seconds for nicotine to enter the bloodstream after
inhalation and less than 10 s to reach the brain. It is
likely that the targets of nicotine in the central nervous
system (CNS) are receptors found throughout the brain
called nicotinic acetylcholine receptors (nAChRs). Cigar
and pipe smokers typically do not inhale the smoke, so
nicotine is absorbed more slowly through the mucosal
membranes of their mouths.

Unlike most abused drugs, a smoker does not
become intoxicated on cigarettes. In fact, the immediate
effects of smoking are positive effects on mood, alert-
ness, and ability to concentrate. This is because nicotine
is activating the brain circuitry that regulates feelings of
pleasure. The acute effects of nicotine dissipate in a few
minutes, causing many smokers to continue dosing fre-
quently throughout the day to maintain the drug’s plea-
surable effects. These effects are the primary reasons
why so many smokers continue to smoke.

Eventually, the body develops a tolerance to nico-
tine’s effects and physical dependence develops. When
someone who is nicotine dependent tries to quit smok-
ing, they experience a nicotine withdrawal syndrome.
Symptoms of nicotine withdrawal include irritability,
insomnia, anxiety, difficulty concentrating, depressed
mood, decreased heart rate, and increased appetite.
The withdrawal symptoms may peak within 1–4 days
and persist for 3–4 weeks. Their persistence makes ces-
sation difficult; most smokers who try to quit on their
own relapse within a few days.

Nicotine has a rapid onset and short duration of
action. Nicotine disappears from the body in a few
hours. Under natural conditions, persons may have
some cigarettes as often as every 20–30 min to keep a
steady dose of nicotine in their body. Recent studies are
looking at genetic variations in the enzymes that metab-
olize nicotine. According to Walton and colleagues “it
should soon be possible to identify fast metabolizers (of
nicotine) by DNA analysis.”

Nicotine has different effects on mood. At first, it
acts as an “upper” and, after a while, it acts as a
“downer.” Recent studies are examining the relationship
between nicotine and depression.

Niaura et al. (2001) review the literature on maternal
influences of smoking behaviors on their offspring. In
particular, several studies have examined the effects of
in utero exposure to smoking and the neuropsychiatric

effects on the offspring. In women who smoke,
neuropsychiatric deficits may be transmitted from mother
to child.

NICOTINE ADDICTION

The addictive power of nicotine is shown in animal
studies in which rats will self-administer intravenous
nicotine. Despite knowing the negative health conse-
quences, many adult smokers are addicted to nicotine.
They crave for the cigarette within 15 min of awaken-
ing; they compulsively seek out nicotine throughout the
day; and they find it difficult to refrain from smoking in
areas where it is prohibited. Recent research studies are
examining whether smoking, nicotine dependence, and
nicotine addiction runs in families and whether genetic
variations in brain neurotransmitter receptors may
predispose someone to nicotine addiction.

TREATING NICOTINE ADDICTION

According to the Tobacco Advisory Group of the
Royal College of Physicians in London, nicotine addic-
tion is “a life-threatening, but treatable disorder.” In fact,
nicotine has been developed as a medication to assist
smoking cessation. Nicotine replacement therapy (NRT)
is a safe, approved method that helps take care of the
nicotine addiction, while the smoker works on breaking
the smoking habit. Often, NRT in the form of nicotine
patch, gum, or inhalant is combined with some form of
behavioral treatment program. Another medication used
for nicotine addiction is the Bupropion slow-release
(SR). NRT and Bupropion SR are Food and Drug
Administration (FDA) approved and are prescribed to
alleviate withdrawal symptoms, depressive symptoms,
or to delay weight gain following smoking cessation.

SEE ALSO: Cardiovascular disease, Coronary risk factors, Lung
disease, Smoking, Tobacco

Suggested Reading

Coleman, T., & West, R. (2001). Newly available treatment for nicotine
addiction. British Medical Journal, 322, 1076–1077.

Manuda, M., Johnstone, E., Murphy, M., & Walton, R. (2001). New
directions in the genetic mechanism underlying nicotine addic-
tion. Addiction Biology, 6, 109–117.

National Institute on Drug Abuse Report Series: Nicotine addiction.
www.nida.gov/researchreports/nicotine/nicotine2.html

449

Nicotine



Niaura, R., Bock, B., Lloyd, E. E., Brown, R., Lipsitt, L. P., & Buka, S.
(2001). Maternal transmission of nicotine dependence:
Psychiatric, neurocognitive and prenatal factors. American
Journal of Addiction, 10, 16–29.

Tobacco Advisory Group of the Royal College of Physicians. (2000).
Nicotine addiction in Britain. London: Author.

Walton, R., Johnstone, E., Nunafo, M., Neville, M., & Griffiths, S.
(2001). Genetic clues to the molecular basis of tobacco addiction
and progress towards personalized therapy. Trends in Molecular
Medicine, 7, 70–76.

Watkins, S. S., Koob, G. F., & Markou, A. (2000). Neural mechanisms
underlying nicotine addiction: Acute positive reinforcement and
withdrawal. Nicotine Tobacco Research, 2, 19–37.

MARILYN DAVIES

Nightingale, Florence During her parents’
3-year honeymoon in Europe, Florence Nightingale
was born on May 12, 1820, in Florence, Italy. She was
named after her birthplace. Her only sister, Frances
Parthenope, or Parthe, had been born a year before,
also named after her birthplace (Parthenope is the
Greek name for Naples). Florence’s parents were
socially and politically connected, due to their wealth
and membership in England’s upper class. The family
had two homes, although they spent the majority of the
year at Embley Park in southern England. Their summer
home in Derbyshire, Lea Hurst, was Florence’s favorite
of the two. Religion and education were integral parts
of the Nightingale home; both would have a monu-
mental impact on Florence’s later life.

There was little opportunity for formal education
during this time since universities were generally closed
to women. Fortunately, Florence’s father, William
Edward Nightingale, was an educated man and desired
to share this education with his daughters. Florence
studied history, philosophy, ethics, grammar, writing,
and mathematics. She learned to speak Latin, Greek,
French, German, and Italian. These teachings would
prepare Florence for her later role in life.

In 1837, while at Embley Park, Florence received
her first “call from God.” At that time, she did not fully
understand what it meant, but the call drove her to
become more active in helping the local poor. In 1849,
while traveling in Egypt with friends, Florence received
her second call from God. The following year she
vowed chastity and obedience to God. After this time in
her life, nursing took a priority for Florence. Although
she received two marriage proposals, Florence never
married; instead she chose to remain true to her calling.

Florence knew her calling was to serve the poor
and sick. Her parents refused to allow her to become a
nurse as nursing was not considered to be a suitable
profession for a well-educated woman. However, dur-
ing her trip to Europe and Egypt with friends, Florence
visited Pastor Theodor Fliedner’s hospital and school
for deaconesses at Kaiserswerth, near Dusseldorf. In
1851, the following year, she returned to Kaiserswerth
and spent 3 months training as a nurse. This training
and her experience working with the sick and poor led
her to Harley Street, London, where in 1853 she was
offered an unpaid position as the Superintendent of the
Establishment for Gentlewomen during Illness.

Florence Nightingale, the founder of modern nurs-
ing, thus began her career in nursing and hospital
reform. She was able to utilize not only her fine educa-
tion, but also her natural organizational skills to revamp
the administration of the Establishment. In 1854, Sidney
Herbert, the Minister at War, appointed Florence to
oversee the introduction of female nurses into military
hospitals during the Crimean War; Herbert selected
Florence since he knew her both socially and profes-
sionally through her work at Harley Street. In
November 1854, Florence Nightingale arrived at the
Barrack Hospital in Scutari, Turkey, with 38 nurses.
Although the doctors did not want the nurses there,
within 10 days the medical and nursing staff were
stretched to their limits due to the arrival of fresh
casualties.

The British hospital at Scutari was in shambles;
there were no beds, no kitchen, little water, and few
doctors. Florence was not only a caretaker, but also an
administrator, organizing nursing support for the doc-
tors and provisions and facilities for the hospital. During
this time, Florence came to be known by the soldiers as
a caring and dedicated woman; one who cared no mat-
ter what the social status of the person was. It was dur-
ing this time that Florence Nightingale became known
as “the Lady with the Lamp.” After the Crimean War,
Nightingale quietly returned home. During the next few
years, Florence made Army nursing reform the focal
point of her career.

In 1860, at the St. Thomas’s Hospital, the
Nightingale School of Nursing opened in London.
During this time, Florence was also consulted by U.S.
President Abraham Lincoln for advice on Civil War nurs-
ing. In 1861, Florence developed severe spinal pain,
which would limit some of her later endeavors.
However, she did not let poor health keep her from
implementing sanitation reform in India, which became
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the focus of her attentions for the next several years.
After India, Florence turned to reform of another kind:
nursing reform and women’s progress. In 1893, at the
Chicago World’s Fair, Florence’s last paper was read to
the Nurse’s Congress. On August 13, 1910, she died in
her sleep at age 90. Today, Florence Nightingale is
remembered for her pioneering work in public health,
hospital administration, sanitary reform, and the use of
statistical data for decision-making processes.

SEE ALSO: Blackwell, Elizabeth; Healers, Nurse practitioner,
Nursing, Women in the Health Professions (pp. 20–32),
Women in Health: Advocates, Reformers, and Pioneers
(pp. 40–48)
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TAMBRA K. CAIN

Novello, Antonia Born in 1944 in a small town
in Puerto Rico, Antonia Novello experienced the hard-
ships of pain and disease early in life. Like many who
go on to do great works, rather than breaking her, the
challenges she faced shaped her character. Her father
died when she was 8 and her childhood was overshad-
owed by illness. She had an abnormality of the colon
that was not fully corrected until she was 20 years old.
Overlooked by the public health system in Puerto Rico
and hospitalized every summer, she learned firsthand
what it is like to be a helpless patient. Through these
experiences came the desire to be a doctor. Not only
did she become a physician, she specialized in health
problems of children and adolescents and has dedi-
cated her life to the service of public health.

Dr. Novello finished high school at age 15, entered
medical school at age 20, and graduated in 1970. She

began her career in medicine, excelling immediately.
She was named “Intern of the Year” by the University of
Michigan for her work in pediatric nephrology, the first
woman to receive that honor. She did a fellowship in
pediatrics at Georgetown University Hospital in
Washington, DC, and then spent a few years in private
practice.

In 1978, she began her career in public health. She
joined the Commissioned Corps of the U.S. Public Health
Service, headed by the U.S. Surgeon General. The
Commissioned Corps works in poor areas, on Indian
Reservations, or wherever there is a scarcity of medical
personnel. In 1982 she received a master’s degree in
public health (MPH). She became deputy director of the
National Institute of Child Health and Human Develop-
ment, where she was an influential spokesperson for
children with AIDS. She was a major contributor to the
drafting of the Organ Transplant Procurement Act of
1984, and she was integral in lobbying for mandatory
warning labels on cigarette packaging.

In 1989, when AIDS had become fully recognized
as a national and worldwide health crisis, Dr. Novello
was nominated as Surgeon General of the United States
by the then president, George H. Bush. She served in
that capacity from 1990 to 1993, having the special dis-
tinction of being the first woman and the first Hispanic
to be the Surgeon General. As the country’s lead physi-
cian she continued to work on issues surrounding chil-
dren, women, and minorities. She brought attention to
the problems of underage drinking and smoking; she
worked to raise awareness about the AIDS virus, espe-
cially the plight of children with AIDS. She was the first
Surgeon General to bring the issue of domestic violence
as a public health concern into the national spotlight.
Because of her efforts, the medical community is more
aligned with legal and social support services in the
effort to end abuse against women. She acknowledged
violence among young people as a public health issue,
recognizing that those at highest risk are largely the
poor and minorities.

After her tenure as Surgeon General, Dr. Novello
served as a Special Representative for Health and
Nutrition for the United Nations International Children’s
Emergency Fund (UNICEF), and in 1996 was a visiting
professor of Health Policy and Management at Johns
Hopkins University. She has received numerous
awards, including the U.S. Public Health Service
Achievement Award and the Congressional Hispanic
Caucus Medal. She has edited a book on Hispanic/
Latino health and is the author of the foreword to
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Salud!: A Latina’s Guide to Total Health—Body, Mind,
and Spirit. In 1999, she became the Health
Commissioner of the State of New York, the first
Hispanic to hold that position. There she continues to
advocate for children, adolescents, and families. She has
worked toward solutions for the medically uninsured,
teen pregnancy, underage smoking, substance abuse,
AIDS, and vaccination shortages. She continues to spend
energy on reducing domestic violence, increasing organ
donation, and pushing for clean air legislation.

In a commencement speech given by Dr. Novello
in 1992 at Providence College, she encouraged gradu-
ates to set their goals high but to plan realistically and
thoughtfully, and to remember that while “getting
there” is important, how you get there is what matters
most. She endorsed that failure can be a useful experi-
ence, because what is learned along the way is what
will shape your life; that each person, in spite of the
odds, has the most wonderful opportunity to make a
difference. Dr. Novello has certainly made a difference
with her life.

SEE ALSO: Acquired immunodeficiency syndrome,
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JUDITH TRENTMAN

Nurse Practitioner In the year 2000, the U.S.
Department of Health and Human Services reported
that 2,694,540 of the workforce were licensed registered
nurses, representing the largest segment of health care
personnel. Of this number, 102,829 were nurse practi-
tioners (NPs). The most recent Advanced Practice
Nursing Survey indicates that women represent 81% of
this population with approximately 80% being women
over 40 years of age.

Broadly defined, an NP is an advanced practice
registered nurse who has attained a formal NP educa-
tion, primarily at the master’s degree level. The NP’s
scope of practice is delineated by The Nurse Practice
Act in each state, with specialization in one of seven
patient populations, including acute care (ACNP), adult
(ANP), family (FNP), gerontology, pediatrics, women’s
health care, and adult or family psychiatric and mental
health. Other advanced practice nursing specialties that
are not considered to be part of the NP discipline,
include the nurse anesthetist (CRNA), clinical nurse spe-
cialist (CNS), and midwife. Formal educational pro-
grams for NPs and all advanced practice nurses must
meet accreditation standards and graduates must pass a
certification exam administered by one of five certifying
bodies: The American Academy of Nurse Practitioners
(AANP), American Nurses Credentialing Center (ANCC),
the National Certification Board of Pediatric Nurse
Practitioners (NCBPNP/N), the Council on Certification
of Nurse Anesthetists, and The National Certification
Corporation for the Gynecological/Obstetrics and
Neonatal Nursing Specialties. Currently, a minimum of
a master’s level education is required by some of the
organizations listed, but will be required by all by the
year 2007.

The NP’s scope of practice is continually evolving,
but in general is characterized by education and health
promotion, diagnosis, and the provision of services nec-
essary for the treatment of acute and chronic illnesses.
In all 50 states, NPs are granted at least some prescrip-
tive privilege, with state formularies that include con-
trolled substances, to states that require physician
supervision and impose formulary limits.

Advanced practice in nursing dates back to 1877
when Sister Mary Bernard administered anesthesia at
St. Vincent’s Hospital in Erie, Pennsylvania. Schools for
nurse anesthesia were established from 1909 to 1914.
The American Association of Nurse Anesthetists was
founded in 1931. Midwifery, the second oldest
advanced nursing specialty, began when Clara D.
Noyes proposed the training of nurses as midwives and
Mary Breckinridge established the Frontier Nursing
Service in eastern Kentucky. A long-established disci-
pline in Europe, Mary Breckinridge traveled throughout
England and France observing the nurse midwives’ con-
tributions to health care. In 1929, she brought British
nurse midwives to the United States to join with public
health nurses to serve in rural and remote areas. Neither
anesthesia nor midwifery advance practice required an
advanced education until the late 1950s and early
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1960s. The first advanced practice program to require a
master’s degree was the Clinical Nurse Specialist track
developed by Hildegard Peplau at Rutgers University in
1963.

Responding to a physician trend toward medical
specialization and a subsequent shortage of primary care
providers, the first NP program was established at the
University of Colorado in 1965. Loretta Ford, collaborat-
ing with a physician, Henry Silver, developed a collabo-
rative practice certificate program, with an emphasis on
health and wellness. Diagnosing and treating health
problems in children, particularly in rural areas, signaled
a trend toward broadening the NP’s responsibilities and
increased autonomy. Federal funding increased to sup-
port the NP’s professional development and set the stage
for nurses to be designated as primary care providers.
In 1971, additional support for NPs assuming primary
care for patients came when the secretary of Health,
Education, and Welfare issued the recommendation that
NPs and physicians could share the responsibility of
providing primary care for all populations. By the mid-
1970s there were more than 500 NP certificate programs
across the United States. The emphasis shifted to
advanced education in nursing and by the beginning of
the 1980s several master’s programs were developed,
outnumbering certificate programs. Currently, 70% of
nurse-midwives graduate from Master’s of Science in
Nursing (MSN) programs accredited by the American
College of Nurse Midwives. There are over 7,000 certi-
fied nurse-midwives in the United States and abroad in
developing countries. In the year 1995 there were more
than 200 university or college programs offering a mas-
ter’s level preparation. This rapid increase in advanced
practice necessitated The American Nurses Association
(ANA) to establish standard curriculum guidelines for
the burgeoning number of preparatory programs and
initiate credentialing requirements to ensure a level of
competence.

Presently, the NP works in a number of settings,
including the community or public agencies, private
practice with their collaborating physician, or in the
ambulatory, inpatient, or emergency and operating
room settings of hospitals. Nurse-midwives attend
approximately 300,000 deliveries per year. However,
despite continued rural health care shortages, and the
role these shortages played in the development of the
NP role, less than 15% of all NPs practice in rural areas.
Additionally, rural areas continue to lose primary care
physicians as managed care recruits MDs out of these
rural settings. Telemedicine may potentially present a

solution by making it possible for NPs to communicate
and collaborate with urban-based physicians, and
thereby to work independently in remote areas.

Since the inception of the NP role, there have been
several studies supporting the NP’s effectiveness and
safety in providing independent care comparable to
that of a primary care physician. The most recent find-
ings of a Columbia University study were published in
the Journal of the American Medical Association, which
concluded that in an ambulatory care site, with no dis-
parity in assigned responsibilities, there were no signif-
icant differences between the primary care outcomes of
a physician and those of an NP.

Traditional registered nurses, drawn to advanced
practice role, with its greater professional autonomy
and more flexible work scheduling, is likely a factor in
today’s nursing shortage. However, as the largest group
of nonphysician, primary care providers, NPs occupy an
important place among the health care workforce, and
offer health care consumers an additional choice, while
permanently altering health care delivery in this country.

SEE ALSO: Midwifery, Nursing, Physicians, Rural health
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DOROTHY M. MEYER

Nursing Nursing is the profession of caring for the
health of others; it is as much an art as it is a science.
Nursing care was given by family members for many
centuries and soldiers took care of wounded comrades
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in battles. However, nursing education did not begin
until the 1800s when a hospital in Kaiserswerth,
Germany, opened a training school for deaconesses in
1836. Doctors began educating women about childcare
and nursing. Florence Nightingale, the forerunner of
modern nursing, spent a short time there gaining a
limited amount of formal training.

The modern-day profession of nursing is defined
thanks to the contributions of Florence Nightingale, a
British woman who led 38 women to care for the
wounded and dying soldiers in 1854 in the Crimea.
While dealing with the tragedies of war, Nightingale
made sweeping social changes that have influenced
how care is given for sick and wounded people today.
After the war, Nightingale wrote extensively about nurs-
ing and developed London’s first training school for
nurses in 1860. She believed there was a need for edu-
cation in both the classroom and the health care setting.
Students worked in the hospitals and acquired skills
and applied their knowledge while caring for their
patients.

In the United States, within a few years, two female
physicians began The New England Hospital for
Women and Children and started the first general train-
ing school for nurses. Linda Richards completed the
training in 1867 and is noted as America’s first “trained”
nurse. Training schools soon opened in New York
(Bellevue Hospital), New Haven, and Boston. The edu-
cational programs proliferated across the country and
by the 1920s many hospitals were staffing their units
with inexpensive student labor. The older design of the
large wards for patients evolved due to the need for
one supervisor to oversee a larger number of students.

Education for nurses has changed dramatically
since then. Today there are different programs for the
entry-level education offered at colleges and universi-
ties, while some hospital-based diploma programs still
survive. Diploma programs, an outgrowth of the origi-
nal hospital-based training education, take about
3 years to complete. Due to declining hospital funding,
rising education costs, and the increasing need for
degreed professionals, only a small number of pro-
grams still exist. Associate degrees in nursing (ADN) are
offered at community and junior colleges and take
2–3 years to complete. In 2000, approximately 40% of
registered nurses (RNs) received their basic education
in associate degree programs while only 6% of RNs
graduated with a “Diploma in Nursing.”

The Bachelor of Science in Nursing (BSN) degree
programs are offered by colleges and universities and

take 4 or 5 years to complete. The American Nurses
Association (ANA), the national professional organiza-
tion for nurses, has designated the BSN as the entry
level for professional nursing. This preparation allows
for greater advancement and opportunity and is often
required for administrative positions. By 2000 about
38% of RNs had graduated from baccalaureate programs
with another 16% (ADN and Diploma RNs) returning to
school to advance their education to a bachelor’s
degree. All three levels of education permit the nurse to
be a candidate for the licensing exam, which, when
successfully passed, results in licensure as an RN in the
state the exam was taken. State laws provide for the
election or appointment of members who form a Board
of Nursing. The Board of Nursing for each state regu-
lates the practice and standards of nursing in that state.

Advanced degrees in nursing have also developed,
and as of 2000, more than 196,279 RNs have the edu-
cation to work as advanced practice nurses (APNs).
Advanced practice nurses complete a BSN, and most
pursue a graduate program in nursing (MSN) and take
a nationally recognized certifying exam. The four cate-
gories of advanced practice are nurse anesthetists,
nurse-midwives, nurse practitioners, and clinical nurse
specialists. Advanced practice nurses receive advanced
education and specialization, which prepares them for
more complex tasks in their chosen clinical area.
Advanced practice nurses may specialize in the primary
care of children, adults, or geriatrics, or focus on anes-
thesia, cardiac care, mental health, community health,
or obstetrics. Depending on state laws they may per-
form history and physicals, prescribe medications or
treatments, offer education and consultation, and even
attend or assist in childbirth.

Registered nurses today are offered a variety of
fields and settings in which to work. Nurses work to
promote health and prevent disease as well as educate
and advocate for vulnerable populations. They work in
collaboration with physicians to perform complex pro-
cedures and staff various inpatient and outpatient areas
that provide comprehensive care to a wide variety of
patients. They also supervise licensed practical nurses
and other unlicensed personnel in administering direct
care to patients. Usually, nurses choose a specialty area
and become experts in providing care in a particular
setting and/or for a specific subgroup of patients, such
as geriatrics, orthopedics, school nursing, occupational
or forensics, psychiatry, medicine, surgery, oncology,
maternity, pediatrics, or one of the acute or critical care
areas, like emergency rooms or cardiac care. Some
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nurses become managers within the hospital and direct
nursing activities and are administratively responsible
for a specific section of the hospital or at higher levels
often designated as a vice president of patient care.

Apart from hospital settings, nurses work in nurs-
ing homes, within the military, in doctors’ offices, home
health care, and rehabilitation; occupational nurses
work in manufacturing plants and industry providing
both emergency care and preventive wellness and
while maintaining safety, nurses are recruited today to
work for health maintenance organizations and insurers
as case managers.

DEMOGRAPHICS OF NURSES

Generally, women predominate in the nursing pro-
fession. Gradual changes have helped the number of
men in nursing increase. The military excluded men
from serving as nurses from 1901 until after the Korean
War and the ANA did not permit males to join the organ-
ization until 1930. The proportion of men in the pro-
fession of nursing increased from 1% in 1966 to 6% in
contemporary times. This increase may have resulted
from greater employment opportunities in nursing, the
growing acceptance of men in the profession, as well as
the improved gender balance elsewhere—in areas that
were dominated by one gender versus another.

In 2000, 59% of employed nurses were working in
hospitals; 71.5% were married and 17.9% were wid-
owed, divorced, or separated. People of Caucasian ori-
gin represent 88% of the RN population, while roughly
12% of the employed nurses come from non-Caucasian
backgrounds. In 2000 only 9.1% of RNs were under the
age of 30.

The “typical” RN is now a 46-year-old married
woman from the baby boom generation. Since popula-
tion growth has declined, the number of people enter-
ing the workforce will be less and a decreasing number
of nurses will be available to take care of a growing
number of aging Americans. Currently, nurses have
reported working longer hours in highly stressful envi-
ronments and a significant proportion of nurses are
leaving the profession in search of working opportuni-
ties that are more flexible and less stressful. A long-term
shortage of nursing is projected due to the increasing
demand for nurses, the aging of the current workforce,
and the decline in the number of people seeking to
enter the profession. The shortage of nursing as well as
the heightened level of stress and job dissatisfaction

have raised important concerns over quality of care.
California is the first state to attempt to regulate the
nurse–patient ratios, by limiting the number of patients
per RN. The outcome of this regulation remains to be
seen.

Research has shown that women who graduated
from high school in the 1990s were 30–40% less likely
to enter nursing than those who graduated in the 1970s.
Changing the image of the profession may improve
recruitment, but there is a need to raise relative wages,
improve working conditions and other benefits, and
lower education costs, so nursing can retain its work-
force rather than lose people to other occupations that
may offer greater opportunity or prestige. Despite the
stress and demands of health care, nurses continue to
find great personal rewards when able to practice the
art and science of the profession.

SEE ALSO: Women in the Health Professions (pp. 20–32),
Women in the Workforce (pp. 32–40), Midwifery, Nurse
practitioner
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MELISSA ZUPANCIC

Nursing Home Nursing homes serve as resi-
dence for individuals who are too frail, too sick, or too
disabled to live in their homes. It is estimated that
nearly 12 million individuals are disabled enough to
require long-term care. As of 1999, 1.5 million resided
in nursing homes and over one third of nursing home
residents were 85 years of age or older. Residence in a
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nursing home can be temporary, during a recovery
period in which the patient requires skilled nursing
care, or permanent, in the presence of severe and
irreversible decline of functional and cognitive abilities.
Most individuals prefer to reside in their homes, espe-
cially when a network of friends, family members, and
professional individuals is available to provide help.
The decision to reside in a nursing home is postponed
both for financial and psychological reasons. Psycho-
logically, the impact of placement in a nursing home
suggests this is the final move and represents a loss
of function and familiarity. Placement is postponed
while the caregiver tries to provide as much care as
possible for as long as possible; it is materialized when
the caregiver is physically and psychologically
exhausted because care for physical and/or behavioral
problems is required 24 hours a day. Also, when
resources in the community are not predictably and
promptly accessible, the individual may be no longer
safe in the community and a move to a nursing home
becomes warranted. Despite the number of services
available to support long-term care to community-
dwelling residents, long-term care has remained frag-
mented and care management or care coordination
among various agencies to promote individual choice
and control has been less than optimal.

Nursing home care is very costly, amounting to
$90 billion in 1998. Out-of-pocket expenditures by con-
sumers have accounted for nearly one third of the total
costs. Nearly 50% of all nursing home residents pay for
their care out of their own savings. Medicare provides
coverage for such services only on a temporary basis.
Individuals with low incomes/resources can qualify
for Medicaid to obtain coverage for care in nursing
homes. Most individuals “spend down” to levels of
income/resource that are low enough to qualify for
Medicaid, a mechanism that often leads to spousal
impoverishment. It is important to note that Medicare
and Medicaid programs will reimburse only to nursing
homes that are certified by the government to provide
service to Medicare and Medicaid beneficiaries.

Nursing home residents have certain protections
under the law, and, similar to all patients, they have the
right to be treated with respect and dignity; to be
informed about their medical condition and medica-
tions, to see their own doctor; to be informed in writ-
ing about the services and associated fees before being
admitted to the nursing home; and to manage their own
resources or choose an individual whom they trust to do
so. On the other hand, nursing homes are not required

to admit a patient if he or she cannot show how they
will pay for services and may legally discharge a resi-
dent for nonpayment. Although a patient’s family is not
liable to reimburse for services received in a nursing
home, the patient’s estate is. Families get pursued by
nursing homes for debt collection after the patient’s
death. Some are able to pay, and others not, especially
in the event that they are financially devastated by the
lengthy episode of illness. Families can seek financial
advice through the legal services of the Area Agency on
Aging.

There have been concerns about the quality of care
rendered in nursing homes, following a report by the
United States General Accounting Office in 1997 noting
the presence of “serious or potentially life-threatening
problems associated with nursing home care.” Issues
such as the qualification and level of staffing have been
central to such concerns. Several indicators of quality of
care have improved over time, including the lower use
of antipsychotic drugs and a decrease in the inappro-
priate use of each of physical restraint, indwelling uri-
nary catheters, and the increase in the number of
nursing home residents receiving hearing aids. Many
areas still need improvement, however. For example, a
number of patients continue to suffer unnecessarily
from pressure ulcer, malnutrition, and dehydration.
Furthermore, many elderly continue to experience
verbal abuse and neglect.

The Center for Medicare and Medicaid Services
proposes a checklist of items to inquire about when
selecting a nursing home. This checklist is available
through their website, cited below. Briefly, the person
inquiring about a nursing home must check that the
institution is Medicare and Medicaid certified; can pro-
vide the level of care and special services needed for
the patient, if the patient has dementia, is on a ventila-
tor, or needs rehabilitative services; the residents are
dressed appropriately for the season of the year and
time of the day; the facilities are clean and odor-free;
the temperature and the lighting are adequate; the noise
level is comfortable; the furnishings are sturdy; and the
facility is located at a reasonable distance from family
and friends. With respect to the staff, the person inquir-
ing about the nursing home must ensure that staff mem-
bers are warm, polite, and respectful to patients; there
is a full-time RN in the nursing home at all times, in
addition to the Director of Nursing; the same team of
nurses and Certified Nursing Assistants (CNAs) work
with the same resident 4–5 days a week; that the
ratio of CNAs to residents is reasonable; that there is 
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a full-time social worker; and that a licensed physician
affiliated with the facility can be easily accessible. Serious
quality problems can be reported to the Ombuds-
man of the Area Agency of Aging if matters are
not resolved through discussions with the nursing home
staff.

Parallel to the increase in life expectancy, the size
of the elderly population is projected to grow substan-
tially in the next decades. For example, the population
85 years of age or older, the frailest group of the
elderly, and comprised of 4.2 million individuals in
1999, is expected to double in 2030, and more than
quadruple by 2050. Such changes in population demo-
graphics are bound to strain the existing system for
providing long-term care to elderly Americans. Given
the disproportionate representation of women among
nursing home residents, women are encouraged to be
active participants in debates shaping relevant public
policies.

SEE ALSO: Activities of daily living, Long-term care, Medicaid,
Medicare, Patients’ rights
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SIRAN M. KOROUKIAN

EVANNE JURATOVAC

Nutrition Nutrition is the sum of the processes
involved in consuming food and assimilating and utiliz-
ing it. Nutrition is concerned with all the nutrients that
are needed to build sound bodies and promote health
such as proteins, fats, carbohydrates, vitamins, minerals,
water, and fiber. Good nutrition provides the essential
nutrients that the body needs to function normally and
to have an optimum nutritional status.

Malnutrition is poor nutritional status resulting
from dietary intakes either above or below the required
range. Thus a person may be obese, but still be mal-
nourished if he or she has poor stores of protein, iron,
or vitamins. Malnutrition can result from poor food
choices, fasting, starvation, poor absorption from the

gastrointestinal tract, or interference with nutrient
utilization by drugs, alcohol, or metabolic diseases.

Protein–energy malnutrition is the result of defi-
ciencies of protein and energy. Fasting and starvation
can lead to severe protein–energy malnutrition. This
kind of malnutrition causes rapid weight loss and
decreased resistance to infection. Anorexia nervosa, a
self-induced aversion to food, is a unique type of mal-
nutrition. People with anorexia nervosa take extreme
measures to maintain a low body weight, including
constant exercise. This disease can be fatal if not treated
early.

Marasmus and kwashiorkor are diseases due to
protein–energy malnutrition among children. These are
widespread nutritional disorders in developing coun-
tries especially in children under 5. Marasmus is derived
from the Greek word marasmós, meaning wasting or
withering. Marasmus is due to the deficiency of protein
and calories, while kwashiorkor is due to a deficiency
of protein only. When children are weaned from
mother’s milk and fed on a starchy low-protein diet,
they develop kwashiorkor.

NUTRITIONAL NEEDS THROUGH THE
LIFE CYCLE

Nutritional needs vary, depending on the body’s
requirements at different stages of life. Growth is most
rapid before birth, and therefore maternal nutrition is
extremely important. Each stage of life has its own spe-
cial requirements and meeting these needs is vital for a
healthy life.

Nutrition in Infancy

Nutrition during the first year of life lays the foun-
dation for future health, growth, and development.
Growth during the first year of life is more rapid than
at any other period of life beyond intrauterine life.
Without adequate nutrients, signs of nutritional defi-
ciency appear in infants much sooner than in any other
age group. The consequences of malnutrition in infancy
are more severe, delaying physical and mental devel-
opment and resulting in learning disabilities.

During infancy, caloric needs per unit body
weight exceed those of all other age groups. Infants
require more calories because they are very active and
have a greater surface area in proportion to their
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weight, resulting in greater heat loss. By the end of first
year of age the birthweight has usually tripled. An
intake of about 100 cal/kg is optimal. Intake of less
than 80 cal/kg is usually inadequate and intake of more
than 120 cal/kg leads to obesity.

Breast-feeding is the optimal way of providing
food for infants. Human milk provides important
immunologic protection. Breast-fed infants have a
slower rate of weight gain than formula-fed infants and
lower rates of obesity. Breast-fed infants do not require
solid foods during the first 6 months of life. Cow’s milk
should not be given until after the first birthday because
it can cause intestinal bleeding. For optimal brain devel-
opment, only whole milk should be used between the
ages of 1 and 2.

Nutrition in Childhood and Adolescence

After the first year, the rate of growth slows and
changes in body structure begin to occur. Much of the
fat present during infancy is lost. Muscles become
stronger and bones lengthen and increase in density.
Children should participate in vigorous physical activity
and establish healthy nutritional habits that will last into
adulthood. Children should eat a variety of foods in
three meals each day with healthy snacks between
meals. Serving milk with all meals increases the protein
intake. The nutrients most commonly deficient in child-
hood are calcium, vitamin C, thiamine, and riboflavin.
Instead of soft drinks, candy, and other less nutritional
snacks, offer cheese, yogurt, fruits, and raisins, which
will supply these essential nutrients.

During adolescence, growth occurs in spurts.
Calcium is very important because bone density
increases. Adolescents require adequate calories to sup-
port their activity level and growth needs. A nutritious
breakfast improves mental alertness and provides
energy for physical activity until lunchtime.

Nutrition in Pregnancy and Breast-Feeding

A woman’s nutritional status prior to her pregnancy
and during pregnancy influences the pregnancy out-
come. Adequate weight gain is an important factor in
ensuring a healthy pregnancy. Mothers with a weight
gain of less than 15 lb are at a greater risk for deliver-
ing low-birthweight babies. Babies who weigh less
than 5.5 lb have a higher rate of infant mortality and

decreased resistance to infection. A normal weight gain
for most women is 25–30 lb. Generally a woman should
gain 2–4 lb during the first trimester and about 1 lb per
week during the second and third trimesters.

The nutritional needs of pregnant women and
nursing mothers are greater than in nonpregnant
women. During the second and third trimesters, an
extra 300 cal/day is required. Women use up an extra
500 cal/day during lactation, which can help breast-
feeding mothers return to their prepregnancy weight.
The growing baby needs a considerable amount of cal-
cium to develop. If the mother does not take in enough
calcium-rich foods, calcium from her bones is used
instead. However, the mother’s bones are replenished
after breast-feeding stops, and breast-feeding does not
seem to increase the risk of osteoporosis. The need for
folic acid doubles during pregnancy. Eating adequate
amount of folic acid-rich foods during pregnancy and
throughout the childbearing years reduces the chance
of having a baby with birth defects of the brain and
spinal cord known as neural tube defects (anencephaly
and spina bifida). Excess vitamin or mineral intake dur-
ing pregnancy can harm the fetus. Consult a physician
before taking any supplements. Alcohol and cigarette
smoking are known to cause low birthweight. Excessive
caffeine may also impair the growth of the fetus. To
maintain fluid balance and increase blood volume, salt
intake should not be restricted during pregnancy unless
there is a medical reason. Drugs taken by the nursing
mother appear in the breast milk. Nursing mothers
should exercise caution while nursing and consult with
the physician before taking any medication.

Geriatric Nutrition

Physical, mental, and social factors affect the food
habits of the elderly. Aging is characterized by a decline
in the basal metabolic rate, which decreases by 2% per
decade. The elderly are often less active, and as a result
have reduced caloric requirements. Older people also
need more calcium to prevent bone loss. When plan-
ning meals to meet the nutritional needs of elderly peo-
ple, special attention should be paid to factors that
affect their food intake. Since the sense of taste declines
with age, plan for colorful and nutritionally dense
foods.

SEE ALSO: Diet, Vitamins
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Obesity Obesity is a rapidly growing problem in the
United States today, reaching epidemic proportions.
According to the Centers for Disease Control and
Prevention, during 1999–2000, 64% of Americans were
overweight or obese, with 23% actually defined as being
obese (see definitions below). Thirty percent of children
and adolescents during the same time period were
found to be overweight. The prevalence of obesity has
escalated over the years: between 1971 and 1974, only
24.7% of the adult population was affected. Obesity is
more common in women, affecting 34.8 million women
compared with 26.4 million men. Obesity affects all
socioeconomic and ethnic groups, particularly the less
privileged and minorities. Nationally, this problem needs
to be addressed promptly because obesity leads to mul-
tiple medical problems that substantially affect the qual-
ity of life, longevity, and health care costs.

DEFINITION

Overweight refers to increased weight for given
height. Obesity refers to excessive amounts of body fat
relative to lean body mass. Weight is proportionate to
height and is adjusted using the body mass index (BMI).
BMI is calculated as a ratio of an individual’s weight in
kilograms, divided by the square of height measured in
meters. A BMI greater than 30 defines obesity (Table 1).

Other measures of obesity include measurement of
the waist circumference. Waist circumference greater
than 88 cm (35 in.) in women or greater than 102 cm
(40 in.) in men indicates increased abdominal fat, which

is associated with insulin resistance, high cholesterol,
and coronary artery disease. Obesity can be described
as android (abdominal fat accumulation, or “apple-
shaped”) or gynecoid (mostly peripheral fat distribu-
tion, favoring the hips and lower extremities, or
“pear-shaped”).

CAUSES OF OBESITY

Why is obesity such a growing problem? Nationally,
the main problem appears to be that calorie-dense foods
are easily available, which increases caloric intake, along
with lifestyle changes, including reduced physical activ-
ity. There are complex interactions between hormones
that control feeding, fat breakdown, and fat storage.
These include insulin, leptin, neuropeptide Y, and
others. There are also rare genetic syndromes that affect
a small minority of people. The number of overweight
and obese children has been rising, which contributes to
the growing pool of obese adults.

Obesity

O

Table 1. Classification of overweight and obesity

Body mass index (kg/m2)

Underweight � 18.5
Normal 18.5–24.9
Overweight 25.0–29.9
Obese

Class I 30–34.9
Class II 35.0–39.9
Class III 	 40 (extreme obesity)



exhale, resulting in low blood oxygen levels and
occasionally high carbon dioxide levels. Such patients
may require long-term, low-dose oxygen therapy. Sleep
apnea due to excess amounts of tissue in the neck can
lead to loud snoring and blockage of airway at the level
of the pharynx. This leads to a drop in oxygen levels,
which produces strain on the right side of the heart,
resulting in heart failure and widespread swelling
(edema). Sleep apnea with loud snoring has been
known to result in marital discord as well. Finally, sleep
apnea is associated with abnormal heart rhythms and
high blood pressure.

Obese persons who are sedentary are at risk of
forming clots in the deep veins of their legs. Clots in the
veins can occasionally fragment and travel upward to
the heart and lungs, which can be fatal.

Women with obesity are prone to developing men-
strual irregularities. Abdominal fat deposition leads to
insulin resistance, which can lead to hormonal imbal-
ances in the ovary, which prevent ovulation. Infertility
may result and some women may need assistance with
ovulation and expert fertility evaluation. Also, higher
levels of testosterone and other ovarian hormones can
lead to acne and excess facial, abdominal, and chest
hair. This is a difficult cosmetic problem and is a source
of low self-esteem. Missed menstrual cycles can lead to
an abnormal buildup of the inner lining of the uterus
(endometrium), which can lead to uterine cancer.
Finally, obesity is associated with an increased risk of
breast cancer.

Low back and knee pain are frequent conse-
quences of excess weight. Joint degeneration occurs
faster in obese individuals. Joint replacement surgery is
often difficult in these patients. Chronic pain often
occurs even in spite of surgery. Many individuals re-
quire canes, walkers, wheelchairs, or motorized vehicles
to assist with mobility for activities of daily living.

Superficial skin fungus infections may occur
beneath the breasts, in the neck folds, armpits, and
groin as a result of moisture from sweating between
adjacent folds of skin. These can be a chronic problem
and may predispose to bacterial infection, as well as
causing social embarrassment.

Many obese patients are depressed. It can be diffi-
cult to tell whether depression causes altered feeding
behavior leading to obesity, or whether obesity leads to
depression. In some patients, a vicious cycle of obesity
and depression may occur. Body-image consciousness in
society leads to great difficulties for obese persons, who
are often viewed in a negative light by their nonobese
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COMPLICATIONS OF OBESITY

Obesity leads to complications that involve many
organ systems (Table 2). Obesity is a leading cause of
type 2 diabetes. In android (apple-shaped) obesity, fat
is deposited in the abdomen in the form of triglycerides,
or storage fat. Triglycerides in the abdomen are broken
down into free fatty acids, which oppose the action of
insulin and prevent tissues and organs from using glu-
cose in the blood. High blood sugars result, and this
eventually progresses to diabetes. Problems with insulin
secretion may also occur as a result of this process.
Triglyceride deposits also provide a source of fatty acids
for lipid and cholesterol production, leading to clogged
arteries. Blocked arteries can lead to heart attacks,
strokes, kidney failure, impotence, abdominal pain, leg
pain, and even gangrene.

Restrictive lung disease can result if obesity inter-
feres with the ability to deeply inhale and adequately

Obesity

Table 2. Complications of obesity

Cardiovascular
High blood pressure
Heart failure
Angina, heart attack
Stroke
Blood clots in leg veins and lungs
Lower leg swelling

Respiratory
Sleep apnea
Restrictive lung disease

Female reproductive and urinary problems
Irregular menstrual cycles
Infertility
Increased risk of cancer of the breast, uterus, colon
Urinary incontinence

Infectious
Superficial fungal skin-fold infections
Leg ulcers

Gastrointestinal
Gallstones, inflamed gallbladder

Metabolic
High cholesterol, high triglycerides
Diabetes
High uric acid, causing gout and kidney stones

Musculoskeletal
Low back pain
Degenerative arthritis, particularly knees and spine

Psychological/social
Depression
Social isolation
Impaired activities of daily living
Limited physical activity choices



peers. This may lead to social isolation, difficulties
obtaining employment, and in forming meaningful
relationships.

TREATMENT

Obesity is typically a chronic disease that is difficult
to treat and requires ongoing management. Many
patients will require lifelong attention to control weight
with diet and regular exercise. Patients need to be
informed that obesity-related illness and death can be
significantly reduced with a weight loss of only 5–10%
of their body weight. The physician and patient need to
openly discuss realistic weight loss goals and assess the
patient’s readiness to participate in a weight loss pro-
gram. Gradual changes should be encouraged, potential
adverse outcomes discussed, and ongoing positive rein-
forcement provided.

DIET

There are a variety of recommended diets to pro-
mote weight loss. Regardless of the type of diet, a net
reduction in caloric intake is required to lose weight.
Popular low-carbohydrate diets go against this rule
(not really as even they produce a net caloric deficit,
but with a skewed nutrient intake) but need further
study to see if they are safe and effective in the long
term. Obese patients on low-calorie diets (LCD) of
1,000–1,500 kCal per day can lose about 8% of their
weight. Very low-calorie diets (VLCD) of 400–800 kCal
per day understandably lead to greater weight loss, up
to 13–23 kg. However, this weight loss is hard to main-
tain. Evidence shows that at the end of 1 year, those
who followed either a VLCD or a LCD approached sim-
ilar weights. VLCD should therefore be recommended
only if immediate weight loss is required for health rea-
sons or surgery. Patients should be encouraged to eat a
variety of nutrient-rich foods incorporating fruits, veg-
etables, fiber, and vitamins. Carbohydrates should be
derived from whole foods; processed foods should be
avoided. Low-fat diets can be effective in cutting back
calories.

The primary care provider should evaluate the
obese patient for obesity-related diseases. Consultation
with a nutritionist is essential to calculate caloric needs
according to the estimated ideal body weight and level
of physical activity. Special diets may be needed for the

patient with diabetes, high blood pressure, cholesterol or
triglyceride disorders, kidney stones, and heart failure.

EXERCISE

Thirty-eight percent of adult Americans reported
no leisure-time physical activity in 1997–1998. Physical
inactivity increases the risk for heart disease and for
high blood pressure. Women were found to be less
physically active than men. More African Americans and
Hispanics than whites were found to be sedentary, as
were the elderly and the less affluent. Girls with a
higher BMI exercised even less. Introducing physical
activity in an obese patient should be a gradual process
and slowly increased as tolerated. Regular aerobic exer-
cise (brisk walking, aerobic dancing, jogging/running,
swimming, exercise bike) will produce modest weight
loss in overweight and obese adults, even without
dietary calorie reduction. Finally, a combination of LCD
and exercise produces more weight reduction than
either one alone.

BEHAVIOR THERAPY

Behavior modification is important in achieving
successful weight loss. This can be done either with a
therapist (individually or in a group) or with a physi-
cian. Weight loss of about 10% of body weight can be
expected with behavior modification alone. Attention
to self-monitoring of eating behavior is important, by
keeping a food diary of calories, portion sizes, emotions
leading to eating, and location of eating. A similar exer-
cise log is also useful. Patients need to work on con-
trolling their impulses when shopping for food or
making menu selections. Positive changes lead to rein-
forcement, such as monitoring weight loss. Involvement
in a support group may avoid relapses.

MEDICATION

Medications are not routinely recommended because
of side effects, limited effectiveness, and the need for
more healthful interventions in the form of diet and exer-
cise. Medications are recommended only in patients with
a BMI � 30 who do not have obesity-associated risk
factors or diseases, or in those with a BMI � 27 who do
have obesity-related risk factors or diseases. Medication
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should be used along with, rather than as a substitute for,
diet and exercise. The two medications that are currently
approved for long-term treatment of obesity are orlistat
and sibutramine. Orlistat inhibits 30% of fat absorption
from the intestines and can also lower cholesterol some-
what. In studies, orlistat produces a 5–10% reduction in
body fat. Side effects are excess gas, abdominal pain, oily
rectal spotting, and incontinence of stool. The symptoms
improve with time and fiber may help. Fat-soluble
vitamins can be lost in the stool and supplements are
recommended.

Sibutramine acts in the brain by suppressing reup-
take of the transmitters norepinephrine and serotonin.
This reduces appetite and therefore caloric intake.
Patients may lose 5% or more of their body weight with
this medication. Blood pressure elevation can occur and
needs to be monitored closely. Other side effects,
including dry mouth, insomnia, headache, and consti-
pation, are mild and diminish with time.

SURGERY

Bariatric surgery is the most effective treatment for
severe obesity. Bariatric surgery can be considered in
patients who are 18 years or older with BMI 	 40, or
BMI between 35 and 40 if there are major weight-
related complications. Patients must have failed nonsur-
gical methods of weight loss and/or failed treatment
in obesity clinics and must be committed to long-term
follow-up. They must not have medical or psychologi-
cal conditions that prevent the use of anesthesia or
surgery. The goal of bariatric surgery is to reduce the
size of the stomach (as in vertical banded gastroplasty)
or to create malabsorption of nutrients (as with the
Roux-en-Y gastric bypass).

Vertical banded gastroplasty (“stomach stapling”)
allows for weight loss of 20% of body weight during up
to 5 years of follow-up. However, weight gain can
occur in patients who consume high-calorie foods in
the form of soft foods or liquids (ice cream or sugary
drinks). Gastric bypass is the most effective surgery for
extreme obesity, but leads to diversion of the stomach
into the small intestine, and results in malabsorption of
nutrients. Weight loss after gastric bypass ranges from
50 kg to as much as 100 kg, but this procedure carries
a higher risk of complications and patients need to be
followed closely for nutrient supplementation.

SEE ALSO: Body mass index, Diabetes, Nutrition, Weight control
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ASRA KERMANI

Obsessive–Compulsive Disorder Obses-
sions and compulsions are fairly common mental phe-
nomena that most people have experienced, but they can
become severe enough to interfere with one’s func-
tioning. At this point they are known as a disorder.
Obsessions are repeated intrusive thoughts, usually
unwelcome to the thinker, and may include ideas of a
harmful, violent, sexual, or religious nature. Frequently
the ideas are not those the individual can accept and they
cause anxiety or tension. They may relate to contamina-
tion or the fear that something terrible will happen if the
person does not perform perfectly some act that will take
away the idea. These acts are called rituals. Compulsions
are behaviors or thoughts that must be done in order to
undo the terrible ideas. They may include frequent hand
washing, saying certain numbers, checking the stove or
windows and doors, arranging furniture or objects in a
certain way, cleaning, hoarding, or other acts. Individuals
who suffer from these conditions know that the obses-
sions and compulsions are not real, but they cannot
refrain from experiencing them and they can consume a
considerable amount of time taken from ordinary life.

Obsessions and compulsions must be distinguished
from excessive worrying about real-life events and
often there is a fine line between them. Adults usually
have some insight into the realization that the ideas and
behaviors are excessive, while children may not. Often
these disorders occur along with other psychiatric prob-
lems such as major depressive illnesses, anxiety disor-
ders such as phobias or posttraumatic stress disorders,
and drug and alcohol abuse. Often people experiencing
these disorders have obsessive–compulsive personalities
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that have been very helpful in organizing their lives and
have contributed to their successful management of
difficult situations, but the disorder becomes sufficient
to meet the criteria outlined in the Diagnostic and
Statistical Manual of Mental Disorders, fourth edition of
the American Psychiatric Association. The definition in
this book requires that for the diagnosis, the person
must experience the obsessions and compulsions for at
least over 1 hour a day and that they interfere with func-
tioning such as work, school, social relationships, and
self-care. It is important to find out that they are not due
to the use of drugs or alcohol, or due to another med-
ical condition. It is also important to distinguish them
from the delusions of a psychotic condition such as is
noted in schizophrenia, the manic thoughts in bipolar
disease, or the excessive preoccupation with food and
body image in eating disorders. Certain other preoccu-
pations with body image are also distinguished from
this. Sometimes it is hard to tell the difference between
delusions and obsessions and compulsions or specific
phobias, but careful discussion with a trained mental
health professional can clarify this, which is important
because of treatment considerations.

CAUSES

The exact causes of obsessive–compulsive disorders
(OCDs) are not known at this time, although extensive
research is being done. Special interest has been in the
genetics of the disease. In some cases a family history can
be found and studies show an autosomal dominant mode
of inheritance with incomplete penetrance. In some cases
there is an association with Tourette’s syndrome (a disor-
der in which individuals experience involuntary tics
among other symptoms). Certain brain pathways and
structures are affected including the orbitofrontal cortex,
the caudate nucleus, and the cingulate cortex. There is a
disturbance in the function of serotonin transmission in
the orbital cortex and caudate nucleus. Recent research
has suggested some cases may be due to autoimmune
problems such as infection with betahemolytic strepto-
coccal infection in children. Brain imaging techniques
have helped greatly in clarifying more of these causes.

COURSE

While the mean onset of this disorder is usually
between ages 20 and 24, many cases occur in childhood

or adolescence and some later in life, though usually
before age 35. Men and women have similar prevalence
rates of OCD, although men seem to have an earlier age
of onset. The disorder starts often after a very stressful
life event, but for women it may very well begin or be
exacerbated during or after a pregnancy. Women are
often very loathe to tell their doctors or midwives about
their condition because it may include ideas about
harming their babies. They know that they would not
hurt them but their fears are major. They are usually
relieved when a knowledgeable trained person can
help. They are to be distinguished from women who
are psychotic with delusional ideas about harming
themselves or their fetuses and babies. Women tend to
have depression associated with OCD more than men
and the depression may resolve while the OCD persists.
Gender differences in the expression of the disorder
include the finding that women tend to have more hand
washing rituals while men tend to have more checking
rituals. Men seem to be more treatment resistant. Many
individuals may keep their symptoms secret so there is
often a long lag between onset and presentation of the
troublesome symptoms to the attention of any profes-
sional person. Onset often happens after a very stress-
ful life event or frequently during or after a pregnancy
in women.

Treatment usually requires the integration of a few
different types of therapies. These include behavioral
therapy, use of serotonin reuptake inhibitor drugs such
as fluoxetine (Prozac) or sertraline (Zoloft), other anti-
depressant or antianxiety medications, and making sure
that all helpful approaches are used. Behavioral thera-
pies include exposing the person to the feared objects
or situation and trying to help the person resist the
ritual. This is often called exposure therapy. In the most
difficult cases neurosurgery has occasionally been used.
There have been tremendous advances in this area in
the past 30 years. Treatment has improved, as we
understand more of the underlying neurobiological and
psychosocial causes.

SEE ALSO: Anxiety disorders, Depression
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Occupational Therapist Occupational therapy
is the holistic health profession that works with individ-
uals to attain, restore, and maintain function in daily life
activities and meaningful life roles such as student,
homemaker, hobbyist, and worker. The word “occupa-
tion” in the context of occupational therapy refers to
activities that are valued by that individual in his or her
culture. Areas of occupation include activities of daily
living (grooming, dressing, eating); instrumental activities
of daily living (financial, household, and health manage-
ment); work (job performance, volunteering); social par-
ticipation (family, friends, community); education; play;
and leisure.

As a profession established in 1915, the first occu-
pational therapists were women, a trend that continues
today with 90% of women in the workforce. As of
December 31, 2002, there were 104,741 registered occu-
pational therapists (OTRs) and 43,019 certified occupa-
tional therapy assistants (COTAs). Ninety percent of
OTRs and 89% of COTAs are women. Occupational ther-
apists treat a variety of human conditions and are found
in diverse practice areas such as mental health, rehabil-
itation, schools, home health care, nursing homes, pedi-
atrics, outpatient, community/day treatment, hospice,
teaching, management, and research. Therapists can be
self-employed contracting their services and/or provid-
ing staff to facilities needing occupational therapy.
Those with entrepreneurial aspirations can find new
niches for occupational therapy to benefit populations
either underserved or not yet identified. Work in these
settings can provide flexibility in work hours beneficial
to women with other responsibilities and roles.

The profession of occupational therapy has two
classifications of therapists: OTRs and COTAs. OTRs
must graduate from an accredited master’s or doctoral
program in occupational therapy, successfully complete
a minimum of 24 weeks of supervised fieldwork exper-
ience, and pass the national certification exam. COTAs
work under the supervision of the occupational thera-
pist, must graduate from an accredited associate’s
degree or certificate program in occupational therapy,
successfully complete 16 weeks of supervised fieldwork
experience, and pass the national certification exam.

Educational programs for both the occupational
therapist and occupational therapist assistant include the
following: biological, behavioral, and health sciences,
human development, anatomy, pathology, activity
analysis, health policy, reimbursement, and ethics.
Occupational therapist programs emphasize physiology,

kinesiology, the neurosciences, occupational therapy
theory, evaluation, and research. Assistant programs
emphasize occupational therapy skills and treatment.
Occupational therapists evaluate, establish, and imple-
ment treatment programs. The occupational therapy assis-
tant focuses on the implementation of the treatment.

The fieldwork experience is designed to blend the-
ory and practice. These integrated experiences promote
clinical reasoning and the development of a repertoire
of clinical skills.

Upon passing the national certification exam, occu-
pational therapists are registered and assistants are cert-
ified. If working in the United States, they must adhere
to licensure laws regulating the practice of occupational
therapy, which vary from state to state.

In most instances the process of occupational ther-
apy begins with a referral from a physician. The
referred individual is first interviewed and evaluated.
The evaluation gives the therapist an understanding of
the individual’s experience, builds a therapeutic rela-
tionship, identifies strengths and limitations, defines
what the individual feels is important regarding goals,
and establishes treatment priorities. Evaluations assess
areas of occupation and performance components
(motor, process, and psychosocial skills needed to do
daily activities). Motor skills include muscle strength,
joint range of motion, sensation, balance, mobility, and
coordination. Process skills include concentration,
problem solving, judgment, and memory. Psychosocial
skills include reality testing, orientation, coping skills,
and self-esteem.

After the initial occupational therapy evaluation,
goals are established collaboratively with the individual
and their significant others. Treatment interventions are
identified and implemented. Clients can be seen indi-
vidually or in group treatment sessions. Examples of
diagnoses and treatment include the following:

Diagnosis Treatment

Stroke Increase coordination and balance for grooming
Hip replacement Adaptive equipment training to simplify self-care
Hand injury Purposeful activities to improve range of motion
Chemical Explore healthy leisure pursuits to structure time
dependency
Mental retardation Practice and simulation of job performance 

activities
Chronic pain Biofeedback techniques to better manage pain
Depression Coping, stress management, and assertiveness 

training
Dementia Adapt the environment to help orient the 

individual
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Diagnosis Treatment

Pediatric Play activities that promote balance and 
coordination

Learning Adaptive techniques to enhance the educational 
disabilities process

The occupational therapy treatment plan may war-
rant more extensive testing. Occupational therapy assess-
ments can help clarify diagnoses and aid in determining
legal issues such as competency, guardianship, and
placement. The data and recommendations of an occu-
pational therapist can more clearly identify functional
abilities and illuminate appropriate options to pursue.

Throughout treatment the occupational therapist
monitors and reassesses the individual’s response to treat-
ment and documents progress in accordance with regu-
latory agencies to ensure reimbursement by third-party
payers. Communication with team members (physician,
nurse, social worker, physical therapist), the patient, fam-
ily, or caregivers is important in developing appropriate
discharge plans to maintain and promote wellness.

Helping individuals achieve optimal function and
satisfaction in their life roles is the unique ability of
occupational therapists.

SEE ALSO: Activities of daily living, Alzheimer’s disease,
Dementia, Disability
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CYNTHIA OLSCHEWSKY

Oligomenorrhea Oligomenorrhea is infrequent
menstrual bleeding that occurs at intervals greater than
5 weeks or 35 days. Normal menstrual bleeding occurs

every 28 days with a normal range of 21–35 days. The
duration of flow is 4.5 days with a range of 2–7 days.
Normal blood loss at menses is 35 ml with a range of
20–80 ml. 

Causes of oligomenorrhea include any condition
that may disrupt key components of the body
endocrine system (the hypothalamic–pituitary axis).
Common groups in which this may be seen include
patients with eating disorders, ballet dancers, and com-
petitive athletes such as runners, gymnasts, and ice
skaters, especially if training started in the prepubertal
years. This condition can also be found in patients with
polycystic ovarian syndrome, conditions of abnormal
metabolism (dysmetabolic syndromes), and in patients
with fluctuating weight patterns.

Treatment includes cyclic progestin therapy or oral
contraceptives to induce periods and protect the lining of
the uterus (endometrium) long term from the develop-
ment of abnormal, excessive cell growth (hyperplasia).

SEE ALSO: Menstrual cycle disorders

Suggested Reading

Emans, S. J. H., & Goldstein, D. P. (1990). Pediatric and adolescent
gynecology. Boston: Little, Brown.

Herbst, A., Mishell, D., Stenchever, M., & Droegemueller, W. (1992).
Comprehensive gynecology. St. Louis, MO: Mosby-Year Book.

Stenchever, M. (1991). Office gynecology. St. Louis, MO: Mosby-Year
Book.

DIANE YOUNG

Oophorectomy Oophorectomy, also called
ovariectomy, is the surgical removal of one or both
ovaries. According to the Centers for Disease Control
and Prevention (CDC), 491,000 oophorectomies and
salpingo-oophorectomies (surgical removal of the fal-
lopian tubes along with the ovaries) were performed in
the United States in the year 1998. Removal of the
ovaries is often done along with a hysterectomy
(removal of the uterus). The ovaries produce ova
(reproductive egg cells) and the sex hormones andro-
gens, estrogens, and progesterones. Excision of both
ovaries (bilateral oophorectomy) causes a surgical
menopause, with the cessation of menses and fertility.

Between the years 1988 and 1993, approximately
50% of women in the United States undergoing
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hysterectomy also had both ovaries removed. During
these years, the proportion of women having oophorec-
tomy along with hysterectomy increased. Oophorec-
tomy was done more frequently when the surgical
approach was abdominal—63% for abdominal hyster-
ectomy versus 18% for vaginal hysterectomy. Approx-
imately two thirds of women with a diagnosis of cancer
or endometrial hyperplasia had an oophorectomy along
with their hysterectomy. Younger women are less likely
to have oophorectomy accompanying hysterectomy—
the incidence is 18% in the 18- to 24-year-old age
group, 76% in those 45–54 years old, and 62% in
women 55 years or older.

Oophorectomies are performed for a variety of
reasons. With cancer of the ovary or ovaries, both
ovaries are removed. In the past, prophylactic
oophorectomy was often performed in women who
were nearing menopause and undergoing hysterectomy
in order to prevent future ovarian cancer. Since ovarian
tissue can also grow elsewhere in the abdomen,
oophorectomy does not always protect against the
future development of ovarian cancer. Ovarian cancer,
when caught early, has excellent 5-year cure rates.
However, early detection is not common due to the lack
of early signs and symptoms. Some high-risk women
choose prophylactic oophorectomy to prevent ovarian
and even breast cancer. Studies have shown significant
risk reduction of both of these cancer types with the
surgery, but the procedure is still somewhat contro-
versial and the optimal timing for such intervention is
not clear.

Prophylactic oophorectomy may also be per-
formed in young women who have already developed
breast cancer. Since some breast cancers grow larger in
response to estrogen or progesterone, the removal of
the ovaries can cut the supply of these hormones to the
tumor. Other indications for oophorectomy are the exci-
sion of large ovarian cysts, removal of ovarian abscess,
and treatment of endometriosis.

Obstetrician/gynecologists are the surgical special-
ists who perform oophorectomies. Oophorectomy may
be carried out through an abdominal surgical incision—
either horizontal or vertical. The surgery can also be
done through the vagina, which speeds recovery.
Another option with a relatively quick recovery time is
laparoscopic surgery. With an abdominal incision,
recovery typically takes up to 8 weeks while women
who have vaginal and laparoscopic surgeries usually
recover within 2–4 weeks. Surgery to remove ovarian
cancer requires an abdominal incision.

Following bilateral oophorectomy, a woman
usually receives treatment with female hormones, such
as estrogen (if the uterus is also removed) or combina-
tion therapy of estrogen and progesterone if the uterus
is left intact. Use of selective estrogen receptor modula-
tors (SERMs) and testosterone replacement are two other
options. If only one ovary is resected, the remaining
ovary typically makes enough estrogen to negate the
need for hormone replacement therapy postsurgically.

Women who have undergone bilateral oophorec-
tomy and who do not take hormones may experience
the usual signs and symptoms of menopause including
hot flashes, sleep disturbance, vaginal atrophy, and
decreased vaginal lubrication. A surgical menopause
such as this causes an abrupt loss of ovarian secretion
of androgens, estrogens, and progesterone. Potential
psychological reactions include grief over the loss of
the ability to become pregnant and/or depressive symp-
toms. Women who have experienced depression during
times of significant hormonal shifts, such as during
pregnancy or in the postpartum period, are more likely
to experience depression following oophorectomy.
Overall, the abrupt change in hormonal levels tends to
produce more severe and pronounced symptoms than
a natural menopause with its more gradual decrease in
hormone production.

SEE ALSO: Hormone replacement therapy, Hysterectomy,
Menopause
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Oral Contraception Oral contraceptives (birth
control pills) are either combined estrogen and pro-
gestin or progestin-only formulations that prevent con-
ception. Estrogen is the female hormone secreted by
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the ovary in the first half of the menstrual cycle.
Progesterone is the hormone produced by the ovary in
the second half of the cycle. The pill’s estrogens and
progestins (substances that behave like progesterone in
the body) are synthetic imitators of the body’s natural
hormones.

The most commonly used type of birth control pill
is the combined oral contraceptive. These are formula-
tions containing combinations of various types and
dosages of estrogens and progestins. The combined pills
are cycles of 3 weeks of active, hormone-containing
pills and 1 week of inactive placebo pills. Combined oral
contraceptives may be monophasic (contain the same
dose of hormone for 3 weeks of active pills) or multi-
phasic (containing various doses of hormones in the
active pills). Monophasic pills are one color for the three
weeks of active pills and a different color on the inac-
tive week. Multiphasic oral contraceptives are multi-
colored pills during the active pills specifying different
dosages throughout the cycle as well as a separate color
for the inactive week. There is no real advantage to
either type of pill. Pills are taken daily at about the same
time. Menses begins during the week of inactive pills.
The primary action of combined oral contraceptives is
suppression of ovulation, thus preventing conception. In
addition, they also thicken the cervical mucus prevent-
ing sperm from ascending into the uterus and fallopian
tubes and change the lining of the uterus making
implantation less likely.

Birth control pills are sometimes prescribed “con-
tinuously.” In this case the patient does not take the
placebo pills and rather goes directly to the next pack
of active pills. This method is used to eliminate some or
all menstrual periods.

A second type of oral contraceptive pill is the
progestin-only or “minipill.” These formulations contain
only a progestin. The pill pack contains 28 active hor-
monal pills that are the same color throughout. There is
no week of inactive/placebo pills. The progestin-only
oral contraceptives prevent ovulation in some women;
however, the primary method of contraceptive action is
to thicken cervical mucus, preventing sperm from
ascending into the upper reproductive tract, thus inhibit-
ing conception. The cervical mucus begins to thin
within 23 hr so these pills must be taken very consis-
tently every 24 hr. Because the progestin-only pills
contain no estrogen, they can be used by women who
may have conditions that preclude the use of combined
oral contraceptives such as history of blood clotting
disorders; smokers who are over 35; women who are

lactating; those who experience severe nausea with
estrogen intake; those who experience breast tender-
ness, severe headaches, or hypertension while taking
combined pills.

BENEFITS OF ORAL CONTRACEPTIVES

The benefits of both types of pills include:

1. Excellent contraception. Combined oral con-
traceptives have a perfect use failure rate of 0.1%
(number of pregnancies per 100 couples using it for
1 year of use). Progestin-only pills have a perfect use
failure rate of 0.5%. Typical use pregnancy rate for both
types of oral contraceptives is 5%. Because of the effec-
tiveness of the pill, it is estimated that for every 100,000
users, 117 ectopic pregnancies, 10,500 spontaneous
abortions (miscarriages), and 10,407 term pregnancies
requiring cesarean sections are prevented (Dickey,
2000).

2. Reversibility. Fertility returns rapidly after stop-
ping oral contraceptives. Pills have absolutely no effect
on future fertility although it can take somewhat longer
to become pregnant after stopping pill use. The median
time from discontinuation to conception is 3 months for
combined pills and less than 3 months for minipills.

3. Not coitally related. Pills are taken daily, not
just used at the time of intercourse. Therefore, women
are protected consistently from unintended pregnancy.
It is not necessary to interrupt the spontaneity of sexual
activity to use this method.

4. Safety. Pills are a very safe method of contra-
ception throughout the reproductive years. No studies
have demonstrated adverse effects of long-term use.
Oral contraceptives are safe for use during the full span
of reproductive years in healthy, nonsmoking women.
It has been well demonstrated that hospitalizations for
adverse health events prevented by oral contraceptives
(unintended pregnancy, ovarian cysts, and invasive
cancers of the ovary and endometrium) vastly outweigh
hospitalizations for conditions related to pill use. There
is also no reason to take a rest or holiday from taking
the pill. This increases the risk of pregnancy and has no
benefit whatsoever.

5. May be used for emergency contraception.
Within 72 hr of unprotected intercourse, larger doses of
certain birth control pills may be used to prevent an
unintended pregnancy. The failure rate with this
method is between 1 and 3% depending on what
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method is used. Telephone hotline: 1-888-NOT-2-LATE
(1-888-668-2528).

6. Noncontraceptive benefits. Combined pills pro-
vide protection against osteoporosis, functional ovarian
cysts, and benign breast disease. They also decrease the
risk for ovarian cancer and endometrial cancer (cancer
of the lining of the uterus) significantly. Longer use con-
veys greater protection. The pills improve acne and
decrease hirsutism (unwanted facial and body hair
resulting from excessive male hormones). Both com-
bined and progestin-only pills decrease menstrual
cramps and menstrual flow, reduce symptoms of endo-
metriosis, decrease premenstrual syndrome, diminish
anemia related to heavy periods, decrease the midcycle
pain of ovulation, and lower the risk for pelvic inflam-
matory disease (infection of the uterus, tubes, and pelvic
cavity that can be life threatening).

DISADVANTAGES

Disadvantages of oral contraceptives include:

1. Risk of cardiovascular diseases. Although the
risk is very small, use of the pill can predispose women
to the most serious risk attributable to combined oral
contraceptives, diseases of the heart and circulatory sys-
tem. Cardiovascular problems such as heart attack,
stroke, and blood clots are due to: (1) an increase in
coagulability (blood clotting) due to estrogen; (2) an
unfavorable change in cholesterol and other fats in the
blood due to male hormone activity of progestins; and/or
(3) increased blood pressure in susceptible patients due
to the estrogen and/or progestin components of the pill.
The risk increases with age. Concomitant smoking is
a major cause of these complications.

2. Cost of method. Oral contraceptives can be
expensive if they are not covered by insurance.
Unfortunately, many insurance companies do not cover
oral contraceptives for birth control purposes only. If
they are used to treat a medical condition such as severe
cramps or irregular periods, the cost may be covered.
The cost of pills depends on the type and pharmacy, but
they average between $30 and $35 a cycle. They can be
obtained at health departments, birth control clinics, or,
in some instances, pharmaceutical company programs at
reduced cost.

3. No protection against sexually transmitted
diseases. While birth control pills thicken cervical
mucus and may decrease the likelihood of pelvic

inflammatory disease, they do not prevent gonorrhea,
chlamydia, trichomoniasis, HIV, or genital warts and
human papillomavirus (HPV) that can cause cervical
dysplasia and cancer. Because of changes in the cervix
called ectopy, a condition that causes vulnerable cells
to be more exposed in the cervical opening, chlamydial
infections may be acquired more easily on oral contra-
ceptives. For this reason, it is recommended that latex
condoms be used in addition to oral contraceptives for
those who are at risk for sexually transmitted infections.

4. The need to remember to take a pill each day is
difficult for many patients. The vaginal ring method of
hormonal contraception and the birth control patch
may be excellent options for these patients.

5. Adverse effects directly related to pill use. These
include nausea and vomiting, menstrual changes includ-
ing spotting, headaches (may increase or decrease on
the pill), depression (may increase or decrease),
decreased libido due to decreased levels of circulating
free male hormone, and increased risk of gallstones.
These effects can generally be ameliorated by adjust-
ment of dosage or formulation of pills.

6. Adverse effects that may be related to pill use.
Certain types of benign liver tumors have also been
associated. Since cervical cancer is related to HPV, pill
users may be more susceptible, because they have
more sexual partners. Studies that have attempted to
control for confounding risk factors have found that the
risk of cervical cancer still seems to be slightly higher in
patients using the pill.

Birth control pills are safe, effective, and generally
very well tolerated. The decision to use an oral contra-
ceptive should be based on personal preference,
medical history including conditions that may be exac-
erbated or improved by pills, the ability to take a pill
each day, and economics. They require a prescription
by a medical provider who should monitor the patient’s
response to the pills and provide preventive screening
for breast and cervical cancer as well as sexually trans-
mitted diseases where the risk is great.

SEE ALSO: Acquired immunodeficiency syndrome, Birth
control, Chlamydia, Condoms, Ovarian cancer, Ovarian cyst,
Pelvic pain, Sexual organs, Uterine cancer
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NANCY MYERS-BRADLEY

Oral Health This entry focuses on oral health dur-
ing pregnancy. The imbalance of female sex hormones
during pregnancy has been implicated in changes in the
oral cavity. Many of the changes can be minimized or
prevented with good oral hygiene and regular oral
health care.

PREGNANCY GINGIVITIS

Gingival (gum) changes become noticeable from
the second month of gestation and reach a maximum
level in the eighth month. Hormonal changes may
cause the gingiva to become inflamed and edematous
(swollen). “Pregnancy gingivitis” is characterized by a
tendency to bleed easily.

PREGNANCY TUMORS

Single, tumor-like growths may develop on the
tissue between the teeth. The “pregnancy tumors” may
grow rapidly reaching 2 cm during the second trimester
of gestation. Most of these lesions regress spontaneously
several months after the termination of pregnancy.

TOOTH MOBILITY

Tooth mobility may be related to the degree of
gingival disease and disturbance of the attachment appa-
ratus (tissue attaching teeth to bone). Mineral changes
in the bone may also contribute to tooth mobility. Tooth
mobility due to hormonal changes during pregnancy
usually reverses after delivery.

TOOTH DECAY

Pregnancy does not directly contribute to tooth
decay. However, the frequent vomiting associated with
morning sickness can cause acid erosion of the teeth.
Snacking on starches and sugar-rich foods between
meals increases acid production in the mouth. It can
damage tooth enamel. The pregnant woman should try
to limit sugary and starchy foods to mealtime.

ORAL HYGIENE CARE DURING PREGNANCY

The most important objectives in planning dental
treatment are establishing a healthy oral cavity and opti-
mum oral hygiene practices. Conscientious oral hygiene
care during office visits as well as at home can help
control bacterial plaque formation. Gingival conditions
occur most frequently among pregnant women whose
oral hygiene is inadequate and promotes plaque
buildup. The hormonal and vascular changes that
accompany pregnancy often exaggerate the inflamma-
tory response to plaque. The dentist is charged with
monitoring the pregnant patient’s oral hygiene to obtain
good plaque control throughout pregnancy. Scaling,
polishing, and root planing visits may be scheduled
more frequently than for nonpregnant patients.
Pregnant women should brush after each meal with a
fluoride-containing toothpaste and floss thoroughly
daily. Research has shown that women who have low-
birthweight infants as a consequence of either preterm
labor or premature rupture of membranes tend to have
more severe periodontal (gum) disease than mothers
with normal-birthweight babies. However, it remains
unknown whether there is a causal relationship.

THE ROLE OF DIET

Diet plays an important role in the developing
dentition of the fetus. Vitamins, minerals, and proteins
are transferred through the mother’s blood to the fetus.
Vitamin C maintains the structure of bone and teeth.
Proteins build teeth and bones. Calcium builds and
strengthens healthy bones and teeth. If the mother is
receiving an insufficient supply of calcium, it will be
extracted from the mother’s bones to meet the fetus’s
needs. The mother could experience skeletal problems
later as a result.
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DENTAL CARE

Elective dental care is not advised during the first
trimester or last half of the third trimester. Organ-
ogenesis (development of the organs of the fetus) takes
place during the first trimester and therefore, the fetus
is very sensitive to environmental influences. During
the last half of the third trimester, the uterus is very sen-
sitive to external stimuli. Dental care during this time
involves the risk of premature delivery. Moreover, third-
trimester pregnant patients should not be subjected to
prolonged chair time in a supine or semireclining posi-
tion. The safest period during which a pregnant woman
can obtain dental care is the second trimester. The focus
should be on simple and short procedures. Any pro-
posed emergency treatment should be discussed with
the patient’s physician first.

RADIOGRAPHS

Whether or not pregnant women should be
exposed to dental radiographs (x-rays) is a controver-
sial area. Exposure to radiographs should be mini-
mized. Radiographs should only be taken when
absolutely necessary and high-speed film should be
used to minimize exposure. As with any patients, the
pregnant woman should wear a protective lead apron
with a thyroid collar.

POSTPARTUM TRANSMISSION OF
MUTANS STREPTOCOCCI

Research has shown that dental caries is an infec-
tious and transmissible disease. Studies have shown that
babies can acquire mutans streptococci, bacteria most
strongly associated with dental caries, from their moth-
ers. Mothers with untreated dental caries possess reser-
voirs of mutans streptococci.

SEE ALSO: Pregnancy
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Osteoarthritis Osteoarthritis, or degenerative joint
disease, is the most common form of arthritis in the
United States, affecting 15.8 million Americans. More
than 15% of women over the age of 80 have symptomatic
osteoarthritis of the knee. Osteoarthritis is a leading
cause of disability and thus has a significant economic
impact. Although there is no cure for osteoarthritis, indi-
vidualized treatment programs can limit loss of function,
reduce pain, and maintain joint mobility.

Osteoarthritis results from degeneration of cartilage
within joints. This cartilage provides a cushion between
the two bones and forms the smooth gliding surface
needed for normal joint function. Cartilage is composed
of water, cells, and matrix. Seventy percent of cartilage
is water. The cells make the stiff matrix that is com-
posed of proteoglycans, collagen, and glycoproteins.
Damage to cartilage is caused by multiple factors
including biomechanical, metabolic, biochemical, and
genetic factors that combine to produce inflammation.
The main cause of osteoarthritis is repeated exposure to
physical forces that injure cells within the cartilage,
leading to the release of enzymes that degrade cartilage.
Less commonly, defective cartilage can fail under nor-
mal joint loading. Multiple risk factors have been asso-
ciated with the development of osteoarthritis, including
age (over 50), gender, obesity, occupation, injuries,
genetics, and others. Secondary osteoarthritis can also
result from other conditions such as trauma, calcium
deposition diseases, and other bone and joint disorders
such as rheumatoid arthritis.

The main symptom of osteoarthritis is joint pain.
Stiffness is also a common complaint and is usually
worse in the morning or after periods of inactivity, but
generally resolves in less than 30 min. The diagnosis is
made by noting a characteristic pattern of joint involve-
ment, characteristic appearance on x-rays, and the
absence of clinical and laboratory evidence for other
types of arthritis. The most commonly affected joints are
the small joints of the fingers and the weight-bearing
joints such as the knees, hips, and spine. On x-rays,
osteoarthritis appears as joint space narrowing with
formation of bone spurs near joints.
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Osteoarthritis of the knee is common in patients
over the age of 50 and in obese patients, and is diag-
nosed based on the presence of knee pain with bony
tenderness and enlargement, and less than 30 min of
morning stiffness. Osteoarthritis of the hands causes
bony enlargement of the small finger joints as well
as the joint at the base of the thumb. This form of
osteoarthritis is often seen in mothers and grand-
mothers and is inherited as an autosomal dominant
trait. When the feet are involved with osteoarthritis the
joint at the base of the first toe is often affected and
results in a bunion. Osteoarthritis of the hip usually pro-
duces pain in the groin area. Osteoarthritis of the spine
is common in the neck and lower back. When the joints
between the vertebrae are affected, nerve roots can be
compressed as they exit the spine, causing nerve-
related pain and weakness. Osteoarthritis of the spine
can also lead to slippage of the vertebral bodies on
each other and compression of the spinal cord itself.

Treatment for osteoarthritis includes medication,
nondrug treatment, and surgery. Nondrug treatment
includes weight loss, rest, physical therapy, bracing,
and exercise. Obesity is strongly associated with the
development of osteoarthritis; being obese more than
doubles the risk for osteoarthritis of the knee. In one
study, losing just 10 lb reduced the risk of osteoarthritis
of the knee by 50%. Rest relieves pain but prolonged
rest can lead to muscle weakness, so rest is recom-
mended for only short periods of time. Physical therapy
can improve flexibility and muscle strength, which
is important for supporting the affected joints. By
supporting more weight, strong muscles unload the
joint and cartilage. Braces (e.g., to correct deformity in
the knee) and knee sleeves that correct abnormal
tracking of the kneecap may help pain. Exercise is
important to maintain flexibility and strengthen
muscles.

Pain relief is an important goal of therapy in
osteoarthritis, and pain-relieving drugs are a mainstay of
treatment. Acetaminophen (Tylenol) in doses of up to
4 g per day is recommended as the first treatment and
has few side effects. Liver damage may occur with large
doses of acetaminophen in people who also drink
alcohol. Nonsteroidal anti-inflammatory drugs (NSAIDs)
are useful in patients who do not respond to aceta-
minophen. NSAIDs such as ibuprofen, naproxen, and
ketoprofen are available over the counter or by pre-
scription. Side effects of these medications include gas-
trointestinal (GI) problems such as gastritis and ulcers,
which occasionally can be serious. Rash and impairment

of kidney, liver, and bone marrow function are rare
but do occur. Newer NSAIDs called COX-2 inhibitors
(celecoxib, rofecoxib, and valdecoxib) have slightly
fewer GI side effects compared to other NSAIDS. Other
medications such as codeine, Tramadol, and propoxy-
phene should be limited to short-term use only.
However, these medications may be useful for some
patients who are at high risk for side effects with
NSAIDs (such as people with a history of stomach ulcers
or allergic reactions).

When oral medications are not enough, injection of
corticosteroids into the joint is usually quite effective
for short periods of time (weeks to months). These
injections should be limited to 3–4 times per year in
the same joint. Newer hyaluronic acid derivatives
(another class of medications; Synvisc and Hyalgan)
may be effective in osteoarthritis of the knee in
selected patients. These medications are given in a
series of 3–5 weekly injections and can be repeated
twice per year.

Surgery is helpful in patients with significant limi-
tations of joint function who are not helped by other
treatments. Joint replacements of the knee and hip pro-
vide marked pain relief and improve function in most
patients.

SEE ALSO: Arthritis, Obesity, Rheumatoid arthritis
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Osteoporosis and Osteopenia Osteopo-
rosis, or porous bone, is a disease characterized by low
bone mass and reduced bone strength, with increased
risk of fractures. The term osteopenia means low bone
mass, which is one aspect of osteoporosis. Osteopenia
is often used to describe a mild form of osteoporosis
because osteoporosis is diagnosed primarily by low
bone density. Several diseases produce low bone den-
sity and osteoporosis is the most common of these.

Osteoporosis is often called the “silent disease.” It
can go undetected until a fracture suddenly occurs. Any
bone can be affected, but osteoporotic fractures most
often involve the hip and spine. The wrist is also a com-
mon fracture site. Spinal (vertebral) fractures can be
very painful or they can occur silently over many years,
without pain, causing a gradual loss of height or a bent
upper back (dowager’s hump).

RISK FACTORS

In general, older women are at greater risk of devel-
oping osteoporosis than men, because the decline in
estrogen production at menopause speeds the loss of
bone. Half of all women who live to 85 will have an
osteoporosis-related fracture at some point. Although
older women are at highest risk, osteoporosis can also
develop in older men, and occasionally even in younger
women and men. Risk factors for osteoporosis include: a
personal history of fracture, family history of fracture in
a first-degree (closely related) relative, a family history of
osteoporosis, being female, lower body weight (weigh-
ing �154 lb or �70 kg after age 60) or having a small
frame, advanced age, estrogen deficiency (because of
menopause or due to surgical removal of the ovaries),
abnormal absence of menstrual periods (amenorrhea),
low dietary calcium intake, inactive lifestyle, excessive
drinking of alcohol, and cigarette smoking. People of
European and Asian descent are at more risk than African
Americans or Hispanic Americans. Because certain med-
ications such as corticosteroids or excessive thyroid
hormone can cause osteoporosis, a woman should ask
her physician to review her medications with this in mind.

DIAGNOSIS AND SCREENING

Regular x-rays are not accurate for measuring bone
density. Osteoporosis is best diagnosed by measuring

bone density at the hip, spine, and/or forearm using a
special x-ray known as DEXA. Ultrasound (of the heel
for instance) is sometimes used to diagnose osteoporo-
sis, but is less accurate. When a patient’s bone mineral
density (BMD) is measured, it is compared against
the average bone density for a young healthy person of
the same gender. DEXA results include the “T score,”
which is the number of standard deviations above or
below the bone density for young healthy people.
Osteoporosis is diagnosed when the bone density is
more than 2.5 standard deviations below this average
(T score less than 
2.5). Bone density between 1 and
2.5 standard deviations below the average (T score
between 
1 and 
2.5) is called osteopenia.

Because osteoporosis develops silently, screening
with DEXA is recommended for women age 65 and
older, according to the U.S. Preventive Services Task
Force (USPSTF). Between age 60 and 65, women at
higher risk (body weight �154 lb or �70 kg, not using
estrogen) should be screened.

PREVENTION

Bone mass peaks before age 30. Osteoporosis can
be postponed by building up a healthy bone mass in
childhood and young adulthood. By starting adult life
with a higher bone mass, more time will pass before the
bone mass becomes dangerously low. Bone mass can
be maximized and maintained by including enough cal-
cium in the diet, regular weight-bearing exercise, avoid-
ance of smoking, and avoidance of more than moderate
alcohol intake.

Calcium in the diet is very important. A daily total of
1,000 mg of calcium is recommended for most adults, but
1,500 mg is suggested for postmenopausal women. Teens,
women in their early 20s, and breast-feeding women
should get 1,200–1,500 mg per day. Foods high in calcium
include milk, cheese, yogurt, sardines, broccoli, eggs,
salmon, peanuts, soybeans, tofu, and spinach. One cup of
1% milk contains about 250 mg of calcium, one cup of
broccoli has about 178 mg, and 1 cup of kidney beans has
about 115 mg. Orange juice, soy milk, and other nondairy
“milk” with added calcium are available. However, some
women have difficulty obtaining enough calcium from
foods alone, especially if they avoid dairy products.

Calcium supplements are recommended if the diet
does not supply enough calcium. There are several kinds
of calcium supplement (such as calcium carbonate or
calcium citrate), some containing vitamin D as well.
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When reading the label on calcium supplements, look
for the amount of “elemental calcium.” The body will
not absorb more than about 500 mg of elemental cal-
cium at a time, so if more is needed, the doses should
be spread out through the day. Postmenopausal women
should consider taking vitamin D as well, especially in
winter in the northern latitudes. Calcium can inter-
fere with the absorption of some medications, and peo-
ple with a history of kidney stones should check with
their doctor before taking calcium supplements.

Weight-bearing exercise can help prevent the
development of osteoporosis, and of course is benefi-
cial for other health reasons. Weight-bearing exercise is
activity that exerts a force or stress on bones, such as
walking. Bone responds to even mild forces or pressure
by becoming more dense. The key is to include mod-
erate weight-bearing exercise in your daily routine.
Vigorous exercise is not needed for maintenance of
bone density, and can increase the risk of fracture in a
person who has osteoporotic bones. Very vigorous
exercise, as may be performed by an elite athlete, can
actually cause a decrease in bone mass in young
women by decreasing the body’s production of estro-
gen. For many older women, a daily walk with good
supportive shoes or sneakers is effective. Walking pro-
vides good gentle stress to the bones in the spine and
legs. For women who can safely exercise more vigor-
ously, jogging and climbing stairs are good. Exercises to
strengthen the muscles that hold the back erect are
beneficial. These include exercises that gently arch the
back. Resistance training is also helpful. This involves
exercise against a resistance, by using an elastic exer-
cise band (one brand name is Theraband), or walking
in water (water exercises), or lifting weights. Your
physician or physical therapist can help you design an
exercise program that is appropriate for you.

Smoking and excessive alcohol intake are both
known to increase the risk of osteoporosis, so efforts to
stop smoking and limit alcohol intake are important.

TREATMENT

If you have osteoporosis, it is important to follow
your physician’s recommendations. Your physician may
consider laboratory tests to rule out various second-
ary causes of osteoporosis. Treatment of osteoporosis
includes continuing the above preventive measures, and
usually adding medications, with the goal of slowing the
progression of the disease and reducing the chance of

fractures. Currently there are several effective medica-
tions that have been approved by the Food and Drug
Administration for the treatment (and prevention) of
osteoporosis. These include hormones such as estrogen,
raloxifene, and calcitonin, as well as bisphosphonate
medications such as alendronate. Women who take cal-
cium supplements regularly should also take vitamin D,
to help the calcium be absorbed into the bones.

Once osteoporosis has developed, the risk of frac-
tures can be reduced by minimizing the chance of falls.
This may involve such measures as wearing sensible
low shoes, using a cane or a walker if needed, avoid-
ing clutter or throw rugs on the floor in the home,
installing helpful wall rails in the bathroom, and avoid-
ing medications that can cause grogginess or dizziness.
Other precautionary antifall measures may be needed,
depending upon your level of ability or disability.

SEE ALSO: Falls Prevention, Hormone replacement therapy,
Menopause, Vitamins
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Ovarian Cancer Ovarian cancer refers to a
heterogeneous (diverse) group of diseases. The most
common form of ovarian cancer, the epithelial ovarian
cancers, tends to occur in women after the age of 50.
This type of ovarian cancer was highly publicized with
the diagnosis and death of actress and comedienne,
Gilda Radner. It is this form of cancer that most indi-
viduals think of when they hear the term “ovarian
cancer.” There are, however, two other forms of ovarian
cancer: the germ-cell tumors and the stromal tumors.

The germ-cell tumors that are responsible for only
2–3% of ovarian cancers are identical to the tumors that
cause testicular cancer in young men. Germ-cell tumors

474

Ovarian Cancer



arise from the portion of the ovary that gives rise to
the oocyte or “egg.” They tend to be diagnosed in the late
teens and early 20s, they tend to involve only one gonad
(sex gland) thus removal of the gonad (castration) is not
required, and they are highly curable with chemotherapy.
The stromal tumors that account for only 7% of all ovar-
ian cancers arise from the portion of the ovary that pro-
duces hormones. These tumors can occur at any point of
the life cycle. Because of their tendency for hormone
production, these tumors can cause early puberty as well
as masculinization. Like germ-cell tumors, ovarian stro-
mal cancers tend to be diagnosed before they have
spread and are associated with a favorable prognosis.

Epithelial ovarian cancer, which is by far the most
common form of ovarian cancer, arises from either the
surface of the ovary or from embryologic tissue (rests)
within the ovary. There is no analogous (similar) tumor
seen in men. The remainder of this section will focus on
epithelial ovarian cancer.

While epithelial ovarian cancer is not the most
common of the gynecologic cancers, it is responsible
for more deaths than uterine and cervical cancer com-
bined. For this reason, ovarian cancer is one of the most
dreaded of the female cancers. The primary reason for
the high mortality rates seen with epithelial ovarian can-
cer is the fact that this disease is usually discovered only
after it has spread well beyond the ovary (only 25% of
cases have not spread beyond the ovary at the time of
diagnosis). When epithelial ovarian cancer is diagnosed
in the early stage (i.e., still limited to the ovary), the
likelihood of cure is actually quite high (approximately
70–90% cure rate). Unfortunately, once the disease has
spread outside of the pelvis, the cure rates are low (less
than 20% likelihood of cure).

The reason for later diagnosis of epithelial ovarian
cancer is that this disease tends not to cause symptoms
in its early stages. The female pelvis is built to carry a
pregnancy, thus there is an ingrained tolerance for the
presence of a “mass” in the pelvis. The early symptoms
are often nondescript. A vague sense of bloating or
abdominal discomfort and indigestion are the more
commonly reported symptoms of ovarian cancer. These
symptoms are common in the general population and
usually do not represent the presence of a malignancy.
However, if any such symptom is progressively wors-
ening or significant enough that the physician feels a
diagnostic evaluation should be undertaken, it is wise
to include a pelvic ultrasound in the evaluation, even if
the symptoms are more in the abdomen than the pelvis.
It is not at all infrequent for a patient, who ultimately

turned out to have ovarian cancer, to have undergone
an extensive gastrointestinal evaluation with specialized
evaluation of the colon (colonoscopy) and stomach
(gastroscopy)—both of which tend to be negative in
women with ovarian cancer. Often neither specialized
imaging techniques (computed tomography [CT] scan)
of the abdomen and pelvis nor pelvic ultrasound (both
of which would likely have made the diagnosis) are
performed until a much later date, when symptoms
are extreme.

SCREENING

Because of high cure rates when discovered early
and because at present most cases are diagnosed late,
ovarian cancer is an excellent candidate for using a
screening test. Unfortunately, development of a highly
effective screening methodology has been difficult.
There is a general misconception that measurement of
a specific compound found to be abnormal in ovarian
cancer (serum CA-125) should be performed on all
women to screen for ovarian cancer. While a rise in
CA-125 is associated with ovarian cancer, a large body
of data has shown that in most cases, elevation of
CA-125 is due to a cause other than ovarian cancer in
the general population. For this reason, CA-125 meas-
urement alone is not an effective screening tool, as
most abnormal readings will not be due to ovarian
cancer and will thus lead to unnecessary anxiety and
the performance of unnecessary diagnostic evaluations
and surgical treatments.

Pelvic ultrasound performed with a vaginal probe
has also been investigated as a screening tool. While it
has been shown to detect the presence of asymptomatic
ovarian cancers, its usefulness is limited by the fact that
the “false positive rate” (the percentage of women who
have an abnormal ultrasound who turn out not to have
ovarian cancer) is high, perhaps as high as 80%. Many
of the cancers detected by ultrasound screening are of
the better prognostic variety (and would have likely
remained localized to the ovary even if the diagnosis
had been made without screening). Some cancers,
mostly those that carry a poor prognosis, are missed by
ultrasound screening. The British have conducted a
study on approximately 20,000 women using pelvic
ultrasound in conjunction with CA-125. They found that
women diagnosed with ovarian cancer while undergo-
ing screening lived longer than women with ovarian
cancer who were not screened. However, a significant

475

Ovarian Cancer



difference in long-term survival was not detected,
though there appeared to be a trend toward lower mor-
tality in the screened group. A much larger study is
presently under way, which will hopefully definitively
answer the question regarding the use of a combined
serum CA-125 and ultrasound as a valuable screening
tool. It is important to note that these studies are gen-
erally performed on postmenopausal women because
they are far less likely than premenopausal women to
have false-positive CA-125 or ultrasound readings.

At present, screening is offered to women at
markedly increased risk of ovarian cancer because they
carry a genetic mutation associated with a high likeli-
hood of development of ovarian cancer. For the general
population, ovarian cancer screening has not so far
been proven to be beneficial in reducing the mortality
from this disease. Modalities other than CA-125 and
ultrasound, such as serum proteomics (a technique
whereby serum is “fingerprinted” to identify its protein
signature to look for patterns highly suggestive of ovar-
ian cancer), are under investigation and show promise.

TREATMENT

If a woman is suspected to have ovarian cancer on
the basis of her diagnostic evaluation, referral to a gyne-
cologic oncologist is necessary. This specialist who is
highly trained in the management of ovarian cancer will
optimize both the surgical and chemotherapeutic man-
agement of the patient. It is extremely important that
the initial surgery be performed in a fashion that can
optimize chances for survival. In women with appar-
ently early tumors, it is key that a complete “staging”
procedure be done to look for hidden sites of disease
that are not obvious to the naked eye. This involves
biopsies at multiple sites of the intra-abdominal lining
and of strategic lymph nodes. Microscopic metastases
(clusters of tumor cells that have spread to other parts
of the body) to these structures have been reported to
occur in up to 30% of individuals whose disease
appears limited to the ovary. Detection of such metas-
tases would lead to a different, more aggressive, treat-
ment plan. For women with disease that has already
metastasized, the goal of the initial surgery is to remove
as much of the disease as possible, because the amount
of disease remaining at the end of surgery has consis-
tently been shown to affect outcome. This surgery can
be extremely challenging and requires both the techni-
cal skill and judgment that come with experience from

treating ovarian cancer. It has been shown that the out-
come of the initial surgery is clearly improved when a
gynecologic oncologist is involved, as compared to a
general gynecologist or a general surgeon. In some
cases, it may be advisable to delay the surgery and use
chemotherapy first to contain the disease because the
patient is so weakened by the cancer that a large
surgery is too risky.

Once a diagnosis has been made, chemotherapy is
usually, but not always, necessary. The initial chemother-
apeutic approach involves the use of two agents, called
carboplatin and paclitaxel. These agents are usually
given in an outpatient setting over approximately 5–6 hr.
Generally 3–6 courses of chemotherapy are given
(depending on how advanced the initial disease was),
3 weeks apart. After chemotherapy is complete, some
women who had advanced disease may benefit from a
second operation referred to as second-look, to try to
ascertain whether the disease is no longer evident.
Frequently, after the initial six cycles of chemotherapy,
consolidation chemotherapy with paclitaxel alone is
recommended for women who initially had advanced
disease, to try to optimize outcome. While the majority
of women respond well to chemotherapy eventual
relapses are common. There are a variety of agents avail-
able to treat women with recurrent ovarian cancer, but
cure after recurrence is extremely rare. The goal of treat-
ment in the recurrent situation is to lengthen life (and
hopefully preserve quality of life) for as long as possible.

SEE ALSO: Cancer, Hysterectomy

Suggested Resources

www.lynnecohenfoundation.org

LYNDA D. ROMAN

Ovarian Cyst An ovarian cyst is a fluid-filled sac
that can occur within or on the surface of the ovary.
Many women will develop an ovarian cyst at some time
during their lives. Most cysts are benign (not cancerous),
not dangerous, resolve on their own, and require no
treatment. Ovarian cysts are generally painless, causing
discomfort only if they twist, rupture, or bleed.

Most ovarian cysts result from hormonal changes
that occur during the menstrual cycle. A follicular cyst
results when a follicle that is produced in the ovary
each month, does not release its egg and continues to
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grow until it forms a cyst. These cysts usually do not
cause pain, and usually disappear without treatment
after several months. A corpus luteum cyst occurs in the
ovary after an egg is released. The small cyst that con-
tained the egg seals off and tissue and fluid collect
inside. This cyst usually disappears on its own, but can
become large, may bleed into itself, and can cause
pelvic pain. It may also rupture causing severe pain and
internal bleeding.

An ovarian cyst may be detected on pelvic exami-
nation or during a pelvic ultrasound. A pelvic ultra-
sound uses sound waves to image the internal organs.
A cyst that only contains fluid tends to be benign and
unless it is very large requires no treatment. A cyst
that contains more solid components usually requires
further evaluation.

There are several other common types of ovarian
cysts. A dermoid cyst may contain different tissues, such
as hair, fat, and even teeth. They are almost always
benign, but they can become very large, and can actu-
ally twist or torse causing pain. These cysts usually
require surgical removal. Another common cyst is an
endometrioma that usually occurs in women who have
the condition “endometriosis,” where uterine lining
cells grow outside the uterus. Endometriomas may
become large and painful, requiring surgical treatment.
Cystadenomas come from the ovarian tissue itself, and
may be filled with fluid or mucus-like material. They
may also become very large.

The majority of ovarian cysts are benign. There are
several factors that can help predict whether or not a

cyst is cancerous. The first is the size of the cyst. Very
large cysts, usually greater than 9 or 10 cm, are less
likely than small cysts to resolve spontaneously. If a
cyst has a large number of solid components, or sepa-
rations or septations, this may also be a sign of malig-
nancy. A postmenopausal woman who develops an
ovarian cyst is less likely to have a benign cyst than is
a reproductive-age woman.

The treatment of an ovarian cyst depends upon the
type and size of the cyst, and the woman’s age. Small
cysts that are purely fluid-filled and less than 4 or 5 cm
may be observed for 1–3 months and will usually
resolve without treatment. Women who have a ten-
dency to develop functional cysts are sometimes placed
on oral contraceptives, which can prevent new cyst for-
mation. In older women a cyst usually requires surgical
evaluation. Surgery may also be required if a cyst is
large, has solid components, is growing, or is causing
pain. When ovarian cysts do require further assessment,
they can usually be evaluated and treated with laparo-
scopic surgery, in which a narrow, telescope-like instru-
ment is used to visualize the pelvic organs. Additional
surgical instruments are placed through small incisions
to perform the surgery. This is usually done under gen-
eral anesthesia. Very large cysts or cysts that are more
suspicious for cancer may require more extensive
surgery.

SEE ALSO: Endometriosis, Laparoscopy

KAREN L. ASHBY
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Pacemaker Therapy The heart is a unique
structure in the human body in that it combines both
mechanical and electrical properties in the same cell.
Normal electrical function in the heart includes the firing
of a dominant pacemaker, an area of heart tissue that ini-
tiates heartbeat. The dominant pacemaker is usually in
the area of the heart called the sinus node, which is
located in the right atrium (one of four chambers of the
heart: two atria and two ventricles). The pacemaker
generates a resting heart rate between 60 and 100 beats
per minute. This dominant impulse is then transmitted
throughout the heart by a wiring system called the
auriculoventricular (AV) node and His–Purkinje fibers,
which carries the impulse down into the ventricles, result-
ing in synchronized contraction of the cardiac chambers
for optimal performance. When problems occur in this
system, it is possible to implant a man-made pacemaker
to replace the heart’s own intrinsic pacemaker function.

Pacemakers have undergone a remarkable evolu-
tion since their initial implantation in 1958. The first
pacemaker was a primitive device by today’s standards,
a ventricular pacemaker used for patients with
Stokes–Adams attacks (passing out or syncopal spells
due to complete heart block with slow or absent pulse).
Since then, pacemakers have evolved into devices of
great technical sophistication. As of 2001, more than
500,000 patients have received pacemakers, and up to
115,000 new devices are implanted each year in the
United States alone. Today’s permanent pacemakers
can be programmed to perform complex functions,
allowing clinicians to meet patients’ specific clinical
needs and also to optimize hemodynamic (blood flow

and blood pressure) support. Depending on the
patient’s specific diagnosis, the cardiologist may elect to
place a single- or dual-chamber pacemaker either in the
right atrium, right ventricle, or both. It is even possible
now to place a so-called biventricular pacemaker,
which can stimulate both the right and the left ventri-
cles and can improve cardiac performance in patients
with heart failure under certain circumstances.

TEMPORARY AND PERMANENT 
PACEMAKERS

Temporary pacemakers are used only in the hospital
to support patients who require temporary and intermit-
tent support due to various degrees of heart block. The
goal for the use of temporary pacemakers is the resolu-
tion of the indication (heart block) or the implantation of
a permanent pacemaker. Permanent pacemakers, as the
name indicates, are placed for permanent cardiac rhythm
dysfunction and various degrees of heart block.

Indication

The indications for permanent pacemaker can be
summarized according to the American College of
Cardiology/American Heart Association published
guidelines.

Complete Heart Block

Where there is no electrical communication
between atria (upper chambers) and ventricles (lower
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chambers). Patients will require a pacemaker in this situ-
ation regardless of whether or not they have symptoms.

Second-Degree Heart Block

Where there is some synchrony (timing compat-
ibility) between atria and ventricles, but it is not con-
stant (or 1:1) like the normal heart. If patients have
symptoms due to this conduction disturbance, they will
require a pacemaker. For asymptomatic patients, a
pacemaker may be required after further evaluation by
a cardiologist.

Sinus Pause

When the heart’s sinus node fails to fire at a regu-
lar and expected interval and the pause is longer than
3.0 s or the heart rate is less than 40 beats/min.

Syncope (“Passing Out”)

If patients “pass out” due to carotid sinus hyper-
sensitivity (excessive excitability of heartbeat-generating
tissue in the carotid artery) or due to recurrent cardio-
genic (from the heart tissue) syncope despite optimal
medical therapy, a pacemaker is indicated.

PACEMAKER IMPLANTATION AND 
FOLLOW-UP INSTRUCTIONS

Pacemaker implantation is done in a designated
aseptic radiation theater (procedure room) by an expe-
rienced cardiac electrophysiologist (heart conduction
specialist) or, in some cases, by a cardiac surgeon. The
majority of pacemaker generators are placed in a sub-
cutaneous “pocket” underneath the skin in the right or
the left (depending on whether the patient is left or
right handed) pectoral region. The leads are inserted via
the cephalic or the subclavian veins (veins located in
the chest/neck area) and are advanced under fluoro-
scopic (x-ray) guidance into the right atrium and/or
right ventricle, depending on the pacemaker mode. The
patient is treated with broad-spectrum antibiotics peri-
procedurally (before the procedure). The patient is sub-
sequently monitored for 24 hr in the hospital. A chest
x-ray and 12-lead electrocardiogram (EKG) are obtained
postprocedure. The patient is then discharged home
with restrictions on activity and follow-up appointments
to check the wound site and pacemaker function.

Patients in general are recommended to stay away
from electromagnetic fields, arc welding, large stereos, and
chain saws. When passing through security checkpoints at
airports, patients are instructed to inform the security per-
sonnel about the pacemaker, in order to limit the time
spent in antitheft entrances. Scanning wands and cell
phones must be kept at a distance of more than 6 in. away
from the pacemaker. Patients cannot undergo magnetic
resonance imaging (MRI) scans with a pacemaker, and
therefore alternative imaging is required, depending on
the clinical condition. Device-specific questions for home
and work are made available to the patient via manufac-
turers’ booklets. Moreover, patients are instructed to carry
a pacemaker identification card at all times.

Placing a magnet over the pacemaker resets the
device. The magnet can be left in place over the pace-
maker in order to provide continuous pacing without
sensed input under specific circumstances, such as
when the patient is undergoing surgery and a cautery
device is being used.

COMPLICATIONS OF PACEMAKER
IMPLANTATION

Potential complications include pneumothorax (air
in the chest), hemothorax (blood in the chest), ventric-
ular puncture leading to hemorrhage, lead displacement
or fracture, infection, and problems with pacing and
sensing inappropriately. Many problems due to inap-
propriate sensing and pacing (both under- and over-
sensing and pacing) can be corrected by placing the
pacemaker programming device over the pacemaker
and changing the settings as appropriate. Excision of the
pacemaker is required only for physical problems with
the leads (such as displacement or fracture) and battery
change at the pacemaker’s end of life. Pacemaker bat-
teries are now extremely energy efficient and can last 10
years or more without requiring replacement.

WOMEN AND PACEMAKERS

The indications and management of pacemakers
are generally the same for female patients as compared
to the general population. No extra follow-up is needed
during pregnancy, as long as the patient is not on any
antiarrhythmic medications (medications used to treat
abnormal heart rate/rhythm). Routine pacemaker
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checkup is strongly recommended even for asympto-
matic and uneventful pregnancies.

SEE ALSO: Cardiovascular disease, Pregnancy
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Pain Persons perceive pain when their internal envi-
ronment is threatened. Threats may occur from a vari-
ety of sources. Pain receptors are present in the skin,
connective tissue, blood vessels, bony surface, and
most organs. A major exception is the brain where pain
is sensed rather than originated.

Stimuli exiting these pain receptors travel from dis-
tant surfaces and tissues by nerves first to the spinal cord
and up to the brain. Once signals enter the brain, they
stop in a central relay station, the thalamus. Here, the
quality and severity of the pain is realized. Within the
thalamus, pain is recognized but not located. Localizing
pain requires transmission from the thalamus to the map
of the body surface located in the cerebral cortex.
Surface pain is referred to the region or its origin. Organ
pain is referred to various areas on the body surface
sometimes creating confusion in finding the source of
the pain. Some examples of referred organ pain include
left arm and jaw pain with heart attack and right shoul-
der pain from gallbladder disease.

Pain also occurs when the brain loses some or all
sensation to portions of the body. Injury to peripheral
nerves from trauma, infection, or toxins often results in
permanent sensory loss and pain. A common example

occurs in diabetes where nerve injury in the feet results
in incessant pain. Even after removal of an arm or leg,
phantom limb pain may persist.

Pain resulting from nerve injury, neuropathic pain,
may assume several qualities. Descriptions of incessant
burning and tingling, parathesias, commonly are asso-
ciated with nerve injury or removal. Intermittent stab-
bing pains, neuralgias, may occur in the face, trigeminal
neuralgia, or back of head, greater occipital neuralgia.
Nerve compression in the back commonly caused by
degeneration of the spine causes intermittent stabbing
pain that radiates from the thigh to foot, sciatica.

Injury to nerves in the arms and legs may result in
persistent pain syndromes that clearly are in excess of
the degree of nerve involvement. Heightened sensitiv-
ity of the sympathetic pathways (a part of the nervous
system called the autonomic nervous system) results in
a regional pain syndrome. Multiple classifications of
these pain disorders exist.

Complex regional pain syndromes commonly
involve the hand more than the foot. Burning, overly
sensitive, and spreading pain throughout the limb are
common characteristics. The dysfunctional sympathetic
nervous system also causes swelling in the affected
limb, skin changes with loss of hair and nail changes,
overactive sweating, thinning of the underlying bone,
coolness to touch, and bluish discoloration.

Pain that does not result from either an environ-
mental threat or disruption of nerve pathways is cur-
rently designated idiopathic, cause unknown. Migraine
headaches until recently dwelled within this group.
Painful diagnoses still classified as idiopathic include
tension headache and fibromyalgia. Depression is
uncommonly the solitary cause for regional pain.
Alternative diagnoses must be excluded prior to assign-
ing a diagnosis of psychogenic pain. Even when a
strong psychogenic component is evident, an exhaus-
tive search for the root cause of the pain must be
completed.

Understanding the cause of a person’s pain should
be the first step in care. An attempt to find and elimi-
nate or lessen the pain’s origin is essential. Patients with
pain often have associated depression. This component
must be addressed separately from the root source
of the pain. Lack of clear separation of the emotional
from the physical component may interfere in both
communication and treatment.

Treatment of pain can be divided into several are-
nas: (a) medical, (b) surgical, and (c) behavioral. Medical
management stresses pharmacologic intervention.

Pain
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Surgical therapy includes both peripheral and central
nervous system procedures along with implantation
of analgesic pumps. Behavioral therapies include modal-
ities such as biofeedback, exercise, and meditation.

Pain-reducing medications abound including both
prescription and over-the-counter analgesics. Acetamino-
phen, aspirin, and nonsteroidal anti-inflammatory drugs
(NSAIDs) are the most commonly used pain relievers.
These over-the-counter (available without prescription)
remedies are appropriate for pain caused by irritations
from the environment. These medications interfere in the
inflammatory cascade that is commonly engaged at sites
of tissue injury.

Analgesic medications unfortunately can cause toxi-
city. Acetaminophen, the active ingredient in Tylenol, is
the commonest cause of accidental liver failure. Daily
doses of 3–4 g and solitary doses of more than 200 mg/kg
can proceed to death from liver injury. Aspirin predis-
poses to hearing loss, kidney failure, and significant
upper intestinal irritation and ulceration. NSAIDs, similar
to aspirin, inhibit the normal protective coating of the
stomach and upper small intestine. The stomach’s acid
irritates and destroys the lining predisposing to ulcer for-
mation. Kidney failure from NSAIDs is also a concern.

Opiates, one type of prescription analgesics, have
been used for both recreational and medicinal purposes
for several milleniums. These medications produce a
sense of euphoria relieving pain of all types. Morphine,
codeine, oxycodone, meperidine, fentanyl, and hydro-
morphone are some of the commonly available forms.
Administration can occur by most methods imaginable
including by mouth (oral), across skin (transdermal),
through injection into veins (intravenous) or muscle
(intramuscular), by inhalation, or through placement in
the rectum by suppository. Electronic pumps are avail-
able that can be implanted under the skin for direct
administration into the fluid surrounding (intrathecal)
or space directly surrounding (epidural) the central
nervous system.

Adverse effects abound with opioid use. Common
side effects include nausea, constipation, and a feeling of
uneasiness, dysphoria. Escalating doses lead to confusion,
sleepiness, and depressed breathing. Tachyphylaxis, fail-
ing effectiveness over time, and dependence commonly
develop with use in excess of several weeks. These
effects are caused by changes within the central nervous
system with increasing number of pain receptors being
produced in response to chronic stimulation. If a person
is thought to be dependent on narcotic analgesics, the
patient’s pain management program should be reviewed.

Additional agents may complement opiates, acet-
aminophen, and NSAIDs. Anticonvulsants including
carbamazepine, oxcarbazepine, and gabapentin may be
used predominately when pain stems from a nerve
injury. Conditions with predominant neuropathic pain
(pain related to nerve damage) include trigeminal neu-
ralgia (a disease of a facial nerve), reflex sympathetic
dystrophy (disease of the autonomic nervous system),
painful polyneuropathies (damage to multiple nerves),
and all forms of nerve root irritation including post-
herpetic pain from shingles (nerve damage that some-
time occurs after herpesvirus infection).

Tricyclic antidepressant medications including
amitriptyline and nortriptyline act as enhancers or adju-
vants to opiates for pain relief. These antidepressant
compounds act by blocking the reuptake after release
of the neurotransmitters serotonin and norepinephrine
in the brain. Newer antidepressants classified as selec-
tive serotonin reuptake inhibitors (SSRIs) do not seem
as effective as their predecessors. The older agents also
cause drowsiness that may be desirable when sleep is
disturbed by pain.

Corticosteroids such as prednisone affect pain
related to local tissue injury similar to the NSAIDs.
Additional benefits include increased energy and
euphoria. However, significant side effects exist espe-
cially with prolonged use. Diabetes mellitus, thinning
of bone (osteoporosis), central obesity, high blood
pressure, and gastrointestinal irritation are among the
most common and serious treatment-related compli-
cations. Careful surveillance for ill effects related to
corticosteroid use is essential when prolonged use is
necessary.

Several ointments also relieve pain. Liniments have
been used for generations to alleviate joint and muscu-
lar pain. Topical capsaicin ointment was developed to
relieve superficial burning pain. This ointment derived
from hot peppers releases and eventually depletes the
stores of the pain-producing neurotransmitter, substance
P, from nerve terminals. Initial use, unfortunately, tem-
porarily increases pain. Premature abandonment of this
effective therapy is common. Lidocaine ointment and
sprays are available providing local relief of painful skin
and mucosal surfaces.

Surgical procedures to alleviate pain are available.
Regional blockade through injection of local anesthetics
along with corticosteroids into joints and the epidural
space can reduce pain significantly. Cutting peripheral
nerves or the sensory root involved in pain may be
used in refractory cases. However, the pain that is
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relieved may be replaced by additional regional pain
after normal sensation from that region is reduced or
eliminated. Central nervous system operations for pain
are usually reserved until all other mechanisms for pain
relief have been eliminated. Cutting specific pain tracts
within the spinal cord or destroying pain regions in the
thalamus have been used successfully.

Other pain-modifying procedures also may be
used. Electrical impulses applied to the skin surface
may alleviate regional pain. The mechanism of action is
believed to be mediated through pain gates that are
blocked when the impulses occur. Acupuncture, cool
and warm compresses, massage, and vibration are
thought to act by a similar mechanism.

Vigorous exercise relieves pain through central
mechanisms. Internal neurotransmitters, encephalins
and endorphins, released by exercise are believed to
lessen pain by binding to opiate receptors. Psychic dis-
traction in the form of meditation, biorhythm training, or
prayer may also lessen pain both during and following
the activity.

SEE ALSO: Arthritis, Cancer, Depression, Headache, Pregnancy
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Panic Attack A panic attack is intense fear in the
absence of real danger, which lasts for a period of time

(usually 10–30 minutes) and then stops. The fear is
accompanied by at least four of the following symptoms:
(a) heart racing, pounding, or skipping beats, (b) sweat-
ing, (c) trembling or shaking, (d) difficulty breathing,
(e) feeling of choking, (f) chest pain, (g) nausea or upset
stomach, (h) dizziness, (i) a sense that the external
world is strange or unreal (derealization), or a sensation
of detachment from one’s own body or experience
(depersonalization), (j) fear of losing control or “going
crazy,” (k) fear of dying, (l) odd sensations (pins and
needles, tingling, or numbness in parts of the body), or
(m) chills or hot flushes. Panic attacks come on sud-
denly and rise to a peak within about 10 minutes.

Panic attacks are the main feature of panic disor-
der, but they can also occur in other conditions such as
posttraumatic stress disorder. Attacks can come daily,
weekly, or at longer intervals, and may come in bursts
of more frequent attacks with attack-free periods in
between. Some people become afraid of having a panic
attack in public or somewhere that may be difficult or
embarrassing to escape from. This can develop into
agoraphobia, in which public places are avoided or
endured only with extreme anxiety.

Panic attacks are real. Panic attacks happen when
the body’s “fight or flight” response is activated even
when there is no real danger. Adrenalin is released into
the bloodstream, so an attack feels real—and biochem-
ically, it is real. Someone having a panic attack feels that
something terrible is happening or that she is going to
die. A natural response is to try to figure out why she
feels this way. A person suffering from panic attacks
may believe that the attacks indicate an undetected
life-threatening illness, and may not be reassured by
repeated medical evaluation. She may change her
behavior to avoid places and situations that trigger the
attacks. She may fear that panic attacks mean that she
is “going crazy.” Panic attacks are not caused by weak
character. While one part of the brain may understand
that “this is only a panic attack,” another part of the
brain is convinced that there is imminent danger.

Panic disorder consists of recurrent unexpected
panic attacks followed by at least 1 month of persistent
concern about having another panic attack, worry
about what the attack means, or behavioral change as a
result of the attacks. To diagnose panic disorder, the
panic attacks cannot be caused by another condition
such as hyperthyroidism, excessive caffeine intake,
drug use (cocaine or amphetamines), alcohol with-
drawal, or another mental disorder. Symptoms like loss
of consciousness, loss of bladder or bowel control,
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slurred speech, loss of memory are not typical of panic
disorder and suggest there must be another underlying
condition.

A person who only has panic attacks in one or a
few specific situations probably has a different disorder.
For example, social phobia is a disorder in which panic
attacks are caused by social situations such as attending
a party. Posttraumatic stress disorder involves panic
attacks that are triggered by events that bring a previ-
ous traumatic experience to mind. Panic attacks can
also be caused by medical conditions such as asthma,
hyperthyroidism, and others. There are no laboratory
tests that diagnose panic attacks or panic disorder, but
laboratory tests can help rule out underlying causes of
panic attacks.

Between 0.5% and 1.5% of the population has
panic disorder in any given year. It usually begins
between the late teens and mid-30s. Panic disorder is
twice as common in women than men. It affects all eth-
nic groups. Having a close relative with panic disorder
raises the chance of developing panic disorder, but
most people with panic disorder do not actually have
affected family members. Compared to the general
population, people with panic disorder have higher
rates of depression and other anxiety disorders at some
time in their life. A person with panic attacks may self-
treat the intense anxiety with alcohol or other drugs,
and can develop a substance-abuse problem as a
result.

Untreated, panic disorder can continue for years.
Fortunately, treatment is available that can help almost
everyone with panic attacks. Antidepressant medica-
tions (either tricyclics or selective serotonin reuptake
inhibitors) reduce or eradicate symptoms but may take
a few weeks to work. Valium-type medications (benzo-
diazepines) work immediately, but have more side
effects and can be addicting. Sometimes a benzodi-
azepine will be used for a few days or weeks along
with an antidepressant until the antidepressant takes
effect. Talking therapies are also effective, but may take
longer to work. Cognitive–behavioral therapy for panic
disorder is the best studied, but other kinds of therapy
may work too. Treatment of agoraphobia (fear of open
or public places) may involve careful exposure to anx-
iety-provoking situations as part of the treatment. After
the panic attacks are eliminated, medication is usually
continued for a year or so to prevent relapses.

SEE ALSO: Anxiety disorders, Mood disorders, Phobia, Post-
traumatic stress disorder, Substance use
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Pap Smear see Pap Test

Pap Test The Pap test, also called “Pap smear,” was
developed over fifty years ago. This test, in which cells
are removed from the cervix and evaluated through a
microscope, has dramatically decreased the number of
cervical cancer deaths in this country. The Pap test can
detect precancerous and cancerous changes of the
cervix, allowing early detection and prevention of cer-
vical cancer. How often women should be screened
depends on age, history, and risk factors. Screening
should start no later than age 21 years, and no later than
3 years after starting sexual activity. Cervical cancer is
rare under age 25. Women who have had a total hys-
terectomy (removal of uterus and the cervix) may not
require Pap smear screening if the surgery was for a
benign condition. The Pap smear is currently our best
screening test for cervical cancer.

The actual test itself can be performed during any
part of the menstrual cycle, except during active
(heavy) menses. A small brush and spatula are used to
scrape cells from the inside and outside of the cervix.
Usually this is not painful. The sample is then either
placed in a glass slide or in a small jar. The cells are
then looked at under a microscope (or by a computer).
There are several new technologies that help improve
the accuracy of the Pap test. One is the liquid-based,
thin-layer slide preparation in which the cells are placed
into a vial and the Pap smear is read from the slides that
are prepared from this medium. This helps eliminate
some of the air-drying artifact that can occur with a tra-
ditional slide preparation. There are also automated
readers that utilize a microscope that sends images to a
computer, which analyzes the slide for abnormal cells,
eliminating some of the human error.

Pap smear results may be reported as normal,
“ASCUS” (atypical squamous cells of undetermined
significance), “AGUS” (atypical glandular cells of unde-
termined significance), low-grade SIL (squamous
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intraepithelial lesion), high-grade SIL, or cancer.
Sometimes vaginal infections such as yeast, trichomonas,
and bacterial vaginosis can be identified by Pap test.

Of all the Pap tests performed in this country,
approximately 6% will be abnormal and require further
evaluation. Significant abnormal results require evalua-
tion with colposcopy. A colposcope is a tool that helps
magnify the cervix and will usually demonstrate the
area of the cervix where the abnormal cells are coming
from. After visualization with a colposcope, abnormal
areas are biopsied, which involves removing a small
pinch of tissue from the cervix. This procedure can usu-
ally be done in the office, with minimal discomfort. An
ECC (endocervical curettage), or scraping from the cer-
vical canal, is often performed at this time. Mild abnor-
malities on Pap (including some cases of ASCUS) can
be followed with frequent Pap testing, rather than
immediate colposcopy. Recurrent abnormal findings
should be evaluated with colposcopy.

The treatment depends on the biopsy results.
Sometimes after the biopsy is performed, more frequent
Pap smears are the only necessary follow-up. More seri-
ous abnormalities may require a minor surgical procedure
to remove the abnormal cells. There are several ways in
which this can be achieved. One method of treatment is
a LEEP, or loop electrosurgical excision procedure, where
a wire loop acts as a scalpel and removes the abnormal
cells from the cervix. Another method called “cryother-
apy” involves freezing the abnormal tissue and laser ther-
apy involves using light beams to destroy the abnormal
cells. Sometimes a procedure called a “conization,” or
cone biopsy, is required to remove a larger cone-shaped
wedge of abnormal tissue with a scalpel or laser.

Many Pap smear abnormalities, particularly SIL or
dysplasia, are related to a virus called human papilloma-
virus (HPV). HPVs are a family of hundreds of viruses
that may also cause genital warts or warts on the hands
and feet. There are hundreds of serotypes of HPV, but
only a few are associated with cervical cancer. Most cer-
vical cancers are preventable with regular screening.

Because the Pap smear is a screening test, it is not
100% accurate. Both “false-positive” and “false-negative”
results may occur. A false-positive Pap smear means
that a Pap test appears abnormal, but there is actually
no underlying abnormality. A false-negative Pap test
occurs when there is actually an abnormality and the
Pap smear is reported as normal. One of the benefits of
regular screening with Pap tests is that an abnormality
that may initially not be detected can be identified with
a subsequent test.

SEE ALSO: Cervical cancer, Colposcopy, Human papillomavirus,
Pelvic examination, Trichomoniasis, Yeast infection

KAREN L. ASHBY

Parenting Parenting is a relatively new word
about a very old topic—raising children. Parenting can
be done by one or both biological parents, by adoptive
parents, or by any other person who informally takes
the place of a parent. The goal of parenting is to raise
children to be happy, healthy adults who can think for
themselves and make good choices in their lives. Good
parenting requires self-control, consistency, and persis-
tence. Most parents find that parenting is the most dif-
ficult and most rewarding job they ever do. A full
description of effective parenting is beyond the scope
of this book but many helpful guides are available at
any library or bookstore.

Custody is a part of parenting that refers to the
legal responsibility for a child. When parents separate
from each other or divorce, or when parents live sepa-
rately from their child, a judge usually decides who will
have custody of the child. Judges who make decisions
about custody often look closely at parenting issues.
A judge will consider whom the child turns to when
the child has problems and how the parent makes
decisions about the child.

Parenting can also play a role in determination of
parental fitness or termination of parental rights. Courts
often become involved in families where there is abuse
or neglect of a child. If the situation cannot be made
safe for the child, the state takes custody of the child at
least temporarily. If the parents cannot or will not work
toward creating a healthy environment for their child,
then the state could ultimately end the parents’ legal
connections with the child and allow the child to be
adopted.

SEE ALSO: Adoption, Child care, Cohabitation, Day care,
Divorce, Domestic partnership, Marital status
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SHEILA SIMON

Parkinson’s Disease Parkinson’s disease (PD) is
a chronic neurodegenerative disorder of unknown cause,
which typically affects people in middle to late life.
Named for Dr. James Parkinson, who first described the
disease over 180 years ago, PD needs to be distinguished
from Parkinsonism, a descriptive term applied to various
features of the disease. Parkinsonism applies to the
syndrome of hand tremor, muscle stiffness, slowed
body movements, and unsteady posture and gait.
Parkinsonism can be caused by certain medications or
illicit drugs, as a result of viral infection, secondary to a
number of environmental exposures (insecticides, contam-
inated water supplies), or by PD. A diagnosis of PD
implies that the Parkinsonism is of unknown cause,
chronic and progressive in nature, and other prominent
neurological dysfunctions are absent.

PD is newly diagnosed in approximately 5,000
Americans each year. It is believed to affect 1 million
Americans and 1–2 per 1,000 people will likely develop
the disease. The incidence of PD is expected to rise as
the population continues to age. Two in 100 seniors
over the age of 65 have the disease and perhaps up to
50% of those 85 and older meet criteria for the diagno-
sis. Disease onset is often between the ages of 55 and
65, and men are affected roughly 1.5 times as often as
women. Less than 5% of all cases are in people under
40, with many such cases having a genetic link.

Nerve cells in the midbrain, which produce the
neurotransmitters dopamine and norepinephrine, are
known to degenerate in PD, although the reason for
this is unclear. The decrement in these neurotransmit-
ters yields decreased stimulation of the brain’s motor
cortex, and the resulting core symptoms of the disease.

Cardinal features of PD can be recalled using the
mnemonic “TRAP”—tremor, rigidity, akinesia, and pos-
tural abnormalities. Patients typically exhibit a hand
tremor at rest, often more pronounced unilaterally.
Rigidity or stiffness of the arms, legs, and/or neck is
quite common. Akinesia, the absence of spontaneous
motor movements, or bradykinesia, a slowing of the

body’s overall motor activity, can be the most striking
feature of the illness. Patients with PD may appear
statue-like with expressionless faces, in the extreme.
They frequently have postural abnormalities as well,
such as impaired balance and unsteady gait. The pres-
ence of two or more such signs or symptoms make the
diagnosis quite likely.

A number of other symptoms are common, includ-
ing constipation, urinary incontinence, sexual dysfunc-
tion, difficulty swallowing, weakened speech, sleep
disorders, and visual disturbances. Psychiatric illness is
common as well, with depression and dementia each
seen in approximately 40% of patients and psychosis in
up to 10%. Half of all patients may experience pain as a
result of their disease. Muscle or joint pains from abnor-
mal posturing, headaches, gastrointestinal discomfort,
and sleep-related discomfort are fairly common.

Treatment includes both lifestyle modification and
medications. Patient and family education is essential.
Routine exercise, dietary advice, a review of optimal
sleep hygiene, and referral for physical, speech, or
occupational therapy as indicated are also vital.
Pharmacological treatments are focused on decreasing
symptoms, enhancing mobility, slowing the progression
of illness, and minimizing frequently encountered side
effects. Commonly used medications aim to enhance
the amount of dopamine receptor stimulation in
the brain. This can be accomplished by (a) direct dopa-
mine replacement (carbidopa/levodopa), (b) synthetic
dopamine agents (bromocriptine, pergolide, ropinarole,
and others), and (c) blocking the clearance of available
dopamine (amantadine).

Potential side effects from such treatments include
motor tics, delusional thinking, hallucinations (com-
monly visual), anxiety, restlessness and agitation, nau-
sea, confusion, sedation, decreased blood pressure with
an increased risk of falls, and other cardiac side effects.
In treatment-refractory cases, neurosurgical procedures
may be considered. Options include resection, or more
recently, implantable electrode stimulation of different
deep brain regions collectively known as the basal
ganglia. A partial response or better is reported in
up to 90% of patients with such procedures. However,
potential complications include infection, hemorrhage,
or stroke.

Limited evidence exists to support the role of med-
icines such as selegiline or vitamin E in prevention of
PD. Estrogen replacement, which is known to modulate
neurotransmission, may have an undefined role in
preventing PD.

485

Parkinson’s Disease



SEE ALSO: Dementia, Depression

Suggested Reading

Aminoff, M. J. (2001). Parkinson’s disease and other extrapyramidal
disorders. (Harrison’s Online, Pt. 14, sec. 2, chap. 363).

Hermanowicz, N. (2001). Management of Parkinson’s disease
(Postgraduate Medicine Online). New York: McGraw-Hill.

Kaufman, D. M. (2001). Clinical neurology for psychiatrists.
Philadelphia: W.B. Saunders.

JOHN SANITATO

Parks, Rosa On December 1, 1955, when Rosa
Parks climbed on board the bus in Montgomery,
Alabama, she had no way of knowing that her actions
that day would change a world, and later result in her
being considered one of the founders of the civil rights
movement.

Rosa Parks was born Rosa Louise McCauley on
February 4, 1913, in Tuskegee, Alabama. At the time of
her birth, Rosa’s mother, Leona Edwards, was a school
teacher dedicated to learning, from Pine Level and Rosa’s
father, James McCauley, was a carpenter and stonemason
from Abbeville. After their marriage, the young couple
moved to Tuskegee, the cultural center for blacks in the
South. Tuskegee claims ties with many famous southern
blacks; most notable are Booker T. Washington and
George Washington Carver. Washington founded The
Tuskegee Normal Industrial Institute, or simply the
Tuskegee Institute. It was this cultural and social envi-
ronment that Rosa Parks was born into, but she was not
to live in Tuskegee for long. The McCauleys had to leave
Tuskegee for economic reasons and moved back to
Abbeville to live with James’ parents. This caused the
permanent separation of Rosa’s parents when she was
just 2 years old. Leona McCauley and Rosa moved back
to Pine Level with Rosa’s younger brother, Sylvester, to
live with Leona’s parents. Rosa spent her childhood in
Pine Level, before moving to Montgomery in 1923 at the
age of 10. In 1932, Rosa married Ray Parks, a barber by
profession and an active civil rights activist. Two years
later, Rosa Parks earned her high school diploma.

The bus incident was not Rosa’s first introduction
to activism. Rosa and Ray had long been active mem-
bers of the National Association for the Advancement of
Colored People (NAACP) and the St. Paul AME (African
Methodist Episcopal) Church. Rosa had attended at least
one lecture by Dr. Martin Luther King, Jr. Perhaps Rosa’s

introduction early in life to the cultural environment of
Tuskegee or her later exposure to some of the finest
activists of her time prepared her for her stand that
December day on a Montgomery, Alabama bus. Rosa
did not intend to become the catalyst who would
change history that day; she was just a tired woman
who was tired of being pushed around. Rosa did not sit
in the all-white section, rather she sat in the neutral
middle, where blacks could sit if there was no need for
more white seats. When the bus driver asked the blacks
seated in the middle section to move to the back of the
bus to accommodate the whites who had just gotten on
the bus, she refused. Rosa Parks was arrested and fined
for violating a city ordinance.

Rosa’s arrest and subsequent conviction charged
the black civil rights movement. The weekend of Rosa’s
arrest, a meeting was called with leaders of the black
community and the bus boycott was planned. On
Monday, December 5, 1955, the 381-day Montgomery
Bus Boycott started and the Montgomery Improvement
Association was formed, with Dr. Martin Luther King, Jr.,
a newcomer to Montgomery, placed in charge. One
week later, some 7,000 blacks rallied in protest of her
conviction. In 1956, the United States District Court held
that segregated buses were unconstitutional, a decision
that the United States Supreme Court upheld. Rosa Parks
remained active in civil rights. In 1980, Rosa became the
first woman to receive the Martin Luther King Jr.
Nonviolent Peace Prize. She also received the
Presidential Medal of Freedom in 1996 and a
Congressional Gold Medal in 1999.

SEE ALSO: Affirmative action, African American, Discrimination,
United States Civil Rights Acts of 1964
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Patients’ Rights The mystique of medicine and
technology combined with an innate desire to maintain
the well-being of our bodies has led us to grant a
tremendous amount of power to both health care
providers and the insurance industry. Health care
providers carry an acquired knowledge of corporeal
mechanics and the insurance industry holds the purse
strings for health care spending. The patients who were
the recipients of health care were left with little or no
power to negotiate on their own behalf.

In 1972, I was witness to an example of this type
of discrepancy in power. My position was that of a
nurse’s aide on the maternity ward of a small hospital.
One evening I was in the room of a patient who had
been admitted for a cesarean section that had been
scheduled for the following morning. While I was
present, the obstetrician entered the room, greeted the
patient, and began a discussion that led me to believe
that she had been following the patient throughout the
pregnancy. The physician then directed me to expose
the woman’s abdomen in preparation for an examina-
tion. Once exposed, the very pregnant abdomen dis-
played two well-healed scars from previous surgical
procedures. While looking at the scars, the physician
said to the patient in a chastising tone, “what do you
expect me to do with this?” as if to infer the surgical
scars were an imposition. Without further comment, she
(the physician) left the room. The patient was left lying
in bed with a look that displayed some combination of
horror, fear, embarrassment, and demoralization. I spent
the remainder of the evening pondering over the
patient’s situation and was much relieved the next day
when I saw her with her newborn child.

This and other stories with similar themes reflect a
violation of patients’ individual “rights.” But what is a
“right”? According to Webster’s New Universal
Unabridged Dictionary, a “right” can be defined as “…
a just claim or title, whether legal, prescription or
moral.” The American Civil Liberties Union (ACLU)
states that “rights give us dignity and protection; if we
have a right to something we can insist on it without
embarrassment.” That patients have rights is surprising
to some. The demanding force of the “baby boomer
generation” has been instrumental in the establishment
of rights to protect vulnerable citizens, including
patients. Some patients have crossed an emotional line
from being self-confident, independent persons to
becoming dependent individuals who are at the mercy
of the health care system. Patients have had little input

into the framework and structure of the system they are
now dependent on for delivering the remedies needed
to reclaim their desired state of being.

In 1990, The Patient Self Determination Act was
enacted as part of the Omnibus Budget Reconciliation
Act of 1987. This law applies to all institutional providers
that receive Medicare or Medicaid funding. The law is
described in the text, Health Law: “The statute requires
that each of those covered by the Act provide every
patient with written information describing that person’s
rights under state law ‘to make an informed decision
concerning medical care, including the right to accept or
refuse medical treatment or surgical treatment and the
right to formulate advance directives’.”

The Patient Self Determination Act has placed the
health care provider and the health care recipient in a
face-to-face position to address issues that deal with the
mandates of the patient. Patients have the opportunity
to define their values (as they relate to medical care),
their quality of life preferences, and to whom the
patient will entrust the position of surrogate for health
care decision-making.

To make well-informed decisions regarding one’s
own health care, one must be knowledgeable about
their own health issues. The major source of knowledge
for a patient is the health care provider. The information
that the health care provider has must be shared with
the patient in language and at a level that the patient
understands. This concept is the embodiment of the
doctrine of informed consent. The importance and sig-
nificance of this concept was stressed by The President’s
Commission for the Study of Ethical Problems in
Medicine and Biomedical and Behavioral Research:
Making Health Care Decisions, “ethically valid consent is
a process of shared decision making based upon mutual
respect and participation, not a ritual to be equated with
reciting the contents of a form that details the risks of
particular treatments. Its foundation is the fundamental
recognition that adults are entitled to accept or reject
health care interventions on the basis of their own per-
sonal values and in furtherance of their own personal
goals.” The American Hospital Association has devel-
oped a list of guidelines in support of patients’ rights.
Many hospitals throughout the United States have imple-
mented these guidelines as part of their standard of care.
This document was recently revised and renamed “The
Patient Care Partnership” (see Exhibit 1).

Patients’ rights are extensive and announced,
acknowledged, and explained in several laws, including:
The Rights of Minors; The Americans with Disabilities
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Exhibit 1.

THE PATIENT CARE PARTNERSHIP: UNDERSTANDING EXPECTATIONS, RIGHTS, AND
RESPONSIBILITIES

When you need hospital care, your doctor and the nurses and other professionals at our hospital are committed
to working with you and your family to meet your health care needs. Our dedicated doctors and staff serve the
community in all its ethnic, religious, and economic diversity. Our goal is for you and your family to have the
same care and attention we would want for our families and ourselves.

The sections below explain some of the basics about how you can expect to be treated during your hospital stay.
They also cover what we will need from you to care for you better. If you have questions at any time, please ask
them. Unasked or unanswered questions can add to the stress of being in the hospital. Your comfort and confi-
dence in your care are very important to us.

WHAT TO EXPECT DURING YOUR HOSPITAL STAY

● High-quality hospital care. Our first priority is to provide you the care you need, when you need it, with
skill, compassion, and respect. Tell your caregivers if you have concerns about your care or if you have
pain. You have the right to know the identity of doctors, nurses, and others involved in your care, as well
as when they are students, residents, or other trainees.

● A clean and safe environment. Our hospital works hard to keep you safe. We use special policies and
procedures to avoid mistakes in your care and keep you free from abuse or neglect. If anything unexpected
and significant happens during your hospital stay, you will be told what happened and any resulting
changes in your care will be discussed with you.

● Involvement in your care. You and your doctor often make decisions about your care before you go to
the hospital. Other times, especially in emergencies, those decisions are made during your hospital stay.
When they take place, making decisions should include:

– Discussing your medical condition and information about medically appropriate treatment choices. To
make informed decisions with your doctor, you need to understand several things:

❍ The benefits and risks of each treatment.
❍ Whether it is experimental or part of a research study.
❍ What you can reasonably expect from your treatment and any long-term effects it might have on your

quality of life.
❍ What you and your family will need to do after you leave the hospital.
❍ The financial consequences of using uncovered services or out-of-network providers.

– Please tell your caregivers if you need more information about treatment choices.
– Discussing your treatment plan. When you enter the hospital, you sign a general consent to treatment.

In some cases, such as surgery or experimental treatment, you may be asked to confirm in writing that
you understand what is planned and agree to it. This process protects your right to consent to or refuse
a treatment. Your doctor will explain the medical consequences of refusing recommended treatment. It
also protects your right to decide if you want to participate in a research study.

– Getting information from you. Your caregivers need complete and correct information about your health
and coverage so that they can make good decisions about your care. That includes:

❍ Past illnesses, surgeries, or hospital stays.
❍ Past allergic reactions.



Act; Title VII of the Civil Rights Act of 1964; The
Rehabilitation Act of 1973; The Child Abuse Prevention
and Treatment Act of 1974; The Public Health Service
Act; The Uniform Determination of Death Act; and The
Uniform Anatomical Gift Act. Under the Omnibus Budget
Reconciliation Act of 1987, residents of long-term care
facilities have listed among their rights the right to be free
of physical and chemical restraints. This further reflects
the multitude of rights that are in place to protect us as
patients. An act that is currently being implemented is the

Health Insurance Portability and Accountability Act, also
known as the HIPAA privacy rule. This rule defines how
to use and disclose the personal health information of
the patient. In addition, the rule contains regulations that
all health care providers must follow in order to comply
with the protection of patient privacy.

SEE ALSO: Confidentiality, Durable power of attorney for health
care, Informed consent, Living wills, Medical malpractice,
Quality of life
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❍ Any medicines or diet supplements (such as vitamins and herbs) that you are taking.
❍ Any network or admission requirements under your health plan.

– Understanding your health care goals and values. You may have health care goals and values or spiritual
beliefs that are important to your well-being. They will be taken into account as much as possible through-
out your hospital stay. Make sure your doctor, your family, and your care team know your wishes.

– Understanding who should make decisions when you cannot. If you have signed a health care power of
attorney stating who should speak for you if you become unable to make health care decisions for your-
self, or a “living will” or “advance directive” that states your wishes about end-of-life care, give copies to
your doctor, your family, and your care team. If you or your family need help making difficult decisions,
counselors, chaplains and others are available to help.

● Protection of your privacy. We respect the confidentiality of your relationship with your doctor and other
caregivers, and the sensitive information about your health and health care that are part of that relation-
ship. State and federal laws and hospital operating policies protect the privacy of your medical information.
You will receive a Notice of Privacy Practices that describes the ways that we use, disclose, and safeguard
patient information and that explains how you can obtain a copy of information from our records about
your care.

● Help preparing you and your family for when you leave the hospital. Your doctor works with hos-
pital staff and professionals in your community. You and your family also play an important role. The suc-
cess of your treatment often depends on your efforts to follow medication, diet, and therapy plans. Your
family may need to help care for you at home.

You can expect us to help you identify sources of follow-up care and to let you know if our hospi-
tal has a financial interest in any referrals. As long as you agree we can share information about your
care with them, we will coordinate our activities with your caregivers outside the hospital. You can also
expect to receive information and, where possible, training about the self-care you will need when you
go home.

● Help with your bill and filing insurance claims. Our staff will file claims for you with health care insur-
ers or other programs such as Medicare and Medicaid. They will also help your doctor with needed docu-
mentation. Hospital bills and insurance coverage are often confusing. If you have questions about your bill,
contact our business office. If you need help understanding your insurance coverage or health plan, start
with your insurance company or health benefits manager. If you do not have health coverage, we will try
to help you and your family find financial help or make other arrangements. We need your help with
collecting needed information and other requirements to obtain coverage or assistance.

While you are here, you will receive more detailed notices about some of the rights you have as a hospital patient
and how to exercise them. We are always interested in improving. If you have questions, comments, or concerns,
please contact ———.

Note : Reprinted with permission of the American Hospital Association, copyright 2003.
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ANNE SIMPSON

Pedophilia The sexual molestation of a child is
considered by many to be the most morally reprehensi-
ble act imaginable. The terms pedophile, child moles-
ter, perpetrator, and sex offender are often used
interchangeably; they overlap and yet refer to distinct
aspects of the behavior and the people who commit
sexual acts with children. “Perpetrator” and “sex
offender” are legal terms that refer to people who have
been convicted of a sexual crime against a minor. “Child
molester” is a social term that describes anyone who
has sexually molested a child, regardless of legal status.
Neither the legal nor the social definitions consider the
eroticism of the person committing the behavior, that is,
whether or not they are sexually attracted to children.
Indeed, many sexual acts against children are commit-
ted by people who do not evidence a sexual attraction
to children but who are motivated by other factors such
as immaturity, opportunity, mental retardation, mental
illness, or psychopathy. Most child molesters are male
although female child molesters are reported in legal
records. A significant number of the reported female
molesters are accompanied and often directed by an
adult male companion when they engage in the behav-
ior in contrast to male child molesters who most
frequently act alone.

The term “pedophilia” is a psychiatric diagnosis
classified in the Diagnostic and Statistical Manual
of Mental Disorders (DSM-IV-TR) as a sexual disorder
or paraphilia. It is characterized by the following:
(a) recurrent, intense sexually arousing fantasies, sexual
urges, or behaviors involving sexual activity with a pre-
pubescent child or children (generally age 13 years or
younger) over a period of at least 6 months; (b) the per-
son has acted on these sexual urges, or the sexual urges
or fantasies cause marked distress or interpersonal

difficulty; and (c) the person is at least age 16 years and
at least 5 years older than the child or children. It does
not include an individual in late adolescence involved
in an ongoing sexual relationship with a 12- or 13- year
old. While the DSM-IV-TR diagnosis specifies that the
person has either acted on these urges or is distressed
by them, many believe that actual touch or distress are
not necessary components; that is, someone who has
the recurrent intense urges but never acted on them nor
been distressed by them, should still be considered a
pedophile. Most pedophiles are male; as stated above,
there are relatively few female child molesters and a
very small percentage of those actually evidence a sex-
ual attraction to children. However, all prevalence data
are suspect because of the secrecy surrounding these
behaviors.

Pedophiles typically report an attraction to children
of a specific gender and age range. Those attracted to
females usually prefer 8- to 10-year-old girls while those
who prefer males usually seek out 11- to 13-year-old
boys. A sexual attraction to young girls is more often
reported than to young boys but this may reflect a
greater reluctance to admit same-sex attraction. Some
pedophiles are exclusively attracted to children while
others profess a sexual attraction to adults as well. The
stereotypic pedophile—single, shy, interpersonally
awkward with adults, preferring to be in the company
of children—certainly exists but is, by no means, the
only presentation. Many pedophiles, particularly the
nonexclusive type, marry, raise families, and function
acceptably in an adult world. Incest offenders, those
who engage in sexual behaviors with their own chil-
dren, stepchildren, or other children with whom they
function as a parental figure, may or not meet criteria
for pedophilia. Those who do are most likely to have
sexually transgressed with nonrelated children as well.

Once established, the sexual attraction to children
is ever present although the frequency and strength of
the urges and behavior may fluctuate with stress and
opportunity. Opportunity may randomly present itself,
such as a family with two children moving in next door,
or it may be carefully orchestrated, such as the deliber-
ate courtship of a woman with young children or the
participation in a specifically youth-oriented event or
activity.

Pedophiles may or may not be distressed by their
sexual attraction to children. On one end of the contin-
uum are those who seek each other out on the Internet,
forming large networks to chat, trade child pornog-
raphy, or hook up with children, and join societies



such as NAMBLA (North American Man–Boy Love
Association) that promote sexual behaviors between
adults and children. They profess the belief that it is a
repressive society, not sexual contact, that harms chil-
dren. On the other end are those who experience their
urges as intrusive, unwanted, and “sick.” They feel
compelled to act upon these urges despite efforts to
refrain and attempt to rationalize their behavior in order
to reduce the internal conflict.

While cases of assault, rape, abduction, and mur-
der of a child receive the most media attention, they
represent a tiny fraction of the spectrum. Pedophiles are
more likely to use psychological seduction rather than
physical coercion to engage a child. This is often
referred to as “grooming” and consists of a number of
discussions and gentle touch designed to win over the
child’s trust and complicity in suggested sexual behav-
iors such as fondling, genital exposure, oral–genital
contact, and viewing of pornography and posing naked
for photos. Anal or vaginal penetration are less frequent
behaviors. They are more difficult to accomplish and
are less likely to be agreed upon by a child. When the
sexual interaction falls short of penetration, pedophiles
often rationalize that they are not harming the
child because, in their eyes, the child has agreed to
participate and may even experience emotional and
physical pleasure from the contact.

For all of us, the awareness of sexual attraction
begins in childhood and evolves over time. Boys and
girls interact in a number of settings and discover an
excitement and interest in the opposite or same sex as
they enter puberty. Most of the time, their sexual inter-
est is directed toward peers within a narrow age range
(1 or 2 years on either side). Pedophiles also trace their
urges back to adolescence when they first became
aware that they were attracted to a much younger age
group than were their peers. Some explored this with
younger siblings or children in the neighborhood; oth-
ers confined their longings to fantasy and masturba-
tion. Many felt guilty and ashamed and prayed to have
their urges taken from them. All knew that what they
were feeling was wrong and went to great lengths to
hide or disguise any outward demonstration of their
feelings.

Fear of condemnation and punitive consequences
keep even those desperate for help from seeking it. By
the time most pedophiles are caught, they have been
acting out with children for years. Reports concerning
number of victims and acts vary from study to study.
Meaningful statistics are difficult to ascertain. It appears,

however, that the largest number of victims and acts per
offender occurs with those who molest nonrelated
males (median of 10.1 acts) as compared with those
who molest nonrelated females (median of 1.4 acts).

The etiology of pedophilia is unclear. Theories
range from regarding pedophilia as a normal variant of
sexual development to seeing it as a deviant pathway
of sexual attraction occurring at some critical juncture of
sexual development. Efforts have been made to exam-
ine underlying neurobiological, neuropsychiatric, and
hormonal abnormalities. Many investigators have
focused on the presence of childhood sexual abuse
in the histories of abusers as the central cause. While
data do suggest a significant number (43–57%) of
pedophiles were sexually abused as children, an equal
number were not. Moreover, it is important to recognize
that childhood molestation per se will not automatically
lead any child victim to an adult life of offending behav-
ior against children. The impact of childhood sexual
abuse is multidetermined and includes factors such as
the personality of the child victim, the environment in
which he or she lives, the nature and type of abuse, the
relationship to the abuser, and the reaction and care
given to the victim.

Pedophilia is considered a chronic disorder and,
as such, is not curable. Treatment efforts to eradicate
the unwanted sexual attraction to children and substi-
tute a socially acceptable interest in adults have not
been successful. However, the intensity or strength of
the urges can often be significantly reduced by use of
medications. For a long time, testosterone-lowering
medications such as Depo-Provera and Depo-Lupron
have been used to suppress sexual drive. More
recently the class of antidepressants that are selective
serotonin reuptake inhibitors have been successfully
used to lower sexual drive by increasing the levels of
serotonin. By lessening the intensity of the drive or
urge, these medications increase the pedophile’s
capacity to exercise self-control and to make use of
therapeutic interventions. Cognitive–behavioral tech-
niques done in group therapy settings have proven to
be the most helpful in altering thinking patterns and
preventing relapse. While ideally professionals treating
pedophiles would like to develop a drug or a treat-
ment intervention that would do away with the attrac-
tion to children altogether, ultimately it is the
victimization of children, not the attraction to children,
that must be addressed.

SEE ALSO: Incest, Sexual abuse

491

Pedophilia



Suggested Reading

Abel, G., & Osborne, C. (1992). The paraphilias: The extent and
nature of sexually deviant and criminal behavior. Clinical
Forensic Psychiatry, 15, 675–687.

Cohen, L., & Galynker, I. (2002). Clinical features of pedophilia and
implications for treatment. Journal of Psychiatric Practice, 8(5).

Fagan, P., Wise, T., Schmidt, C., & Berlin, F. (2002). Pedophilia.
Journal of the American Medical Association, 288(19).

Zucker, K. (2002). Introduction to the special section on pedophilia:
Concepts and controversy. Archives of Sexual Behavior, 31(6),
465–477.

CANDACE B. RISEN

Peer Relationships Peer relationships are
among the most influential means of support for people
of all ages and have critical implications for social behav-
ior and development. Among the most commonly refer-
enced peer relationships are friendships. Friendships are
voluntary relationships that are rooted in common inter-
ests and experiences. In childhood, friendships con-
tribute to the acquisition of social competencies and
skills such as cooperation, negotiation, and compromise.
Peer relationships often cultivate salient bonds among
children and these are strengthened as children learn to
communicate effectively with each other, share feelings,
become sensitive to others’ needs and concerns, and
gain perspective on different points of view. Thus, peer
relationships are not only critical to social development
but also have significant implications across the life span.

Healthy peer relationships in childhood are
believed to be the foundation of future success and
positive adjustment in adolescence and adulthood. In
fact, friendships and general popularity among peers
allow children to develop intimate relationships with
others. This intimacy often enables youth to cope more
effectively with life’s challenges, manage stress through
supportive relationships, and acquire knowledge about
close bonds with others. According to research, having
approving and encouraging friendships during child-
hood is associated with increased life satisfaction, good
academic adjustment, decreased depression, and
increased self-worth. Further, individuals who reported
having supportive friendships as children were less vic-
timized by bullies in later youth. Thus, early peer
relationships have significant implications for young
people’s social and behavioral outcomes.

Changes in peer relationships can also change indi-
vidual behavior. Shifts may occur through a variety of

mechanisms. For example, through imitation and
modeling, peers may train each other to abide by or
reject social conventions. Research suggests that youth
associate with like-minded peers, but it is not clear if chil-
dren choose peers who are already like themselves, or if
they alter their behavior to be more consistent with their
peers. Indeed, youth may conform to each other’s belief
systems to win acceptance and approval or they may
seek out peers with similar values and beliefs. For exam-
ple, children with high-achieving, studious friends may
be influenced to become more invested in their school-
work, or youth who use illegal substances may seek out
peers who also engage in drug and alcohol use. Peer
influence increases with child age, but evidence indicates
that parents remain important confidants during adoles-
cence. Peer influences can be short lived or may persist
throughout development depending on the amount of
time peers spend together and the extent to which they
are involved in each other’s lives. Peers who spend little
time together have less impact on each other.

Poor outcomes have been found among youth
whose early peer relationships were problematic.
Superficial peer affiliations among children diminish
attachment to others and fuel loneliness, which may have
deleterious effects on children’s self-worth and self-
perception. Children who experience social isolation and
detachment tend to be rejected by their peers because
they are coy, withdrawn, or even aggressive. These
behaviors interfere with acquiring the necessary social
skills to establish successful and meaningful relationships.
A cyclical pattern emerges whereby children’s socially
inappropriate behavior interferes with establishing mean-
ingful friendships, and then the absence of meaningful
friendships diminishes these children’s opportunities to
interact with others in order to develop more effective
social skills. Research indicates that as these children
mature, they continue to show important skill deficits and
have difficulty fitting into mainstream peer cultures.
Furthermore, these children have significant adjustment
problems in adolescence and adulthood.

Despite the absence of meaningful positive social
interactions with peers, these youth seek out friends and
as a result often affiliate with other rejected youth who
have similar social deficits. These affiliations pose a sig-
nificant problem, because they are based on similar
experiences of social rejection, marginalization, and
alienation. Youth who come together as a function of
social rejection and alienation from mainstream culture
are at elevated risk for poor outcomes (e.g., delinquency,
substance use). For example, children who bully and
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fight with peers are typically rejected and turn to youth
with similar behavior patterns. As these children mature,
they may engage in more serious problem behaviors
(e.g., fighting with weapons, selling drugs). Thus, the
peer group that was founded on a common experience
of marginalization may transform into a group of delin-
quent adolescents (e.g., gang). These networks then rein-
force each other through deviant social skills that further
contribute to their maladjustment. Indeed, delinquent
peer influences are among the most significant predictors
of antisocial behavior among adolescents.

In sum, peer relationships contribute in significant
ways to the development of social competencies, individ-
ual functioning, the capacity for intimacy, and the forma-
tion of healthy adult relationships. Youth who experience
social rejection and problematic relationships are at ele-
vated risk for behavioral and emotional maladjustment.

SEE ALSO: Adolescence, Youth
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GERI R. DONENBERG

Pelvic Examination The pelvic examination is
the most important part of the overall gynecologic exam.
While the examiner must think about the whole patient,
the purpose of the pelvic exam is to screen for abnor-
malities of the cervix, pelvic masses, including abnormal-
ities of the patient’s uterus, fallopian tubes, and ovaries as
well as observing any abnormalities in pelvic support
structures. At its best, the pelvic exam should be per-
formed in a thoughtful, compassionate manner, instilling
in the patient a sense of trust, which should never be vio-
lated. At its worst, the thoughtless, hurried examiner can

traumatize the patient and cause anxiety about the exam-
ination that will never be overcome. This trust should
weigh heavy on the examiner’s thoughts while perform-
ing this important aspect of the gynecologic exam.

With the woman fully clothed, the examiner should
first describe what will happen during the examination,
since people tend to retain more information in this set-
ting. Once the patient has been examined in the sitting
and lying position from the head to the abdomen, the
patient places her feet in the exam table’s stirrups,
which are ideally covered with stirrup warmers (this is
termed the lithotomy position). The examiner now sits
in front of the patient with a suitable flexible light
source and appropriately drapes the patient, covering
her except for her vaginal area. Prior to introducing the
previously warmed speculum (which comes in a variety
of sizes, see Figure 1), the examiner should inspect
the external anatomy for any abnormality, including the
lower abdomen, the external genitalia including the
folds of the vaginal opening, the hymen, and the pubic
hair area. The examiner should explain to the patient
during and prior to each step what he or she is doing
and why. Separating the opening of the vagina, the
examiner should continue to inspect the anatomy
including the urethral opening, the area between the
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Figure 1. Various sizes of the speculum. (Courtesy: Illustration drawn
by Ginny Canady, Director of Audio/Video Resources, Department of
Obstetrics/Gynecology, Medical University of South Carolina.)



bottom of the vagina and anus (the perineal body) for
abnormal hair distribution, skin color changes, skin
lesions or any generalized abnormalities (irritation,
ulcers, dryness, etc.), abnormal positions of anatomy,
and/or pelvic relaxation. The patient should be asked to
cough to inspect for any evidence of pelvic relaxation
(lack of muscular support), cystocele (bulging of the
bladder into the vagina), or urinary leaking. While sep-
arating the opening of the vagina and depressing the
perineal body, the speculum should be inserted into the
vagina, usually in a vertical fashion keeping continuous
pressure on the bottom part of the vagina so as to avoid
the more sensitive structures above (urethra, bladder).
The speculum should be carefully turned as it is intro-
duced, always mindful of the patient’s labia (opening
of the vagina) to avoid inadvertent discomfort. This
is accomplished best with the insertion at the proper
angle, downward pressure on the vagina, and the
slightly rotating technique (Figure 2). Once the specu-
lum is inserted to its full length, the speculum blades
are then opened exposing the cervix at the top (apex)
of the vagina. One should open the blades only
enough to clearly visualize the cervix without undue
discomfort to the patient (Figure 3). The Pap smear
may then be performed with the thin prep technique
(using a small brush and placing the cells in a small
container of liquid for computer evaluation) or using
the time-honored microscopic slides. A cotton swab
may be used to help further expose the cervix if
needed. Cultures for gonorrhea and chlamydia may be
obtained with small swabs placed in the opening of the
cervix. The inspection of the vaginal side walls may
be accomplished at this time. Any abnormalities of the
cervix should be biopsied, as the Pap smear is only a
screening test for use when the cervix appears normal.
Any discharge may then be examined for evidence of
vaginitis (discharge with inflammation), vaginosis (dis-
charge without inflammation), or other abnormalities.
As the speculum is withdrawn (repeating the careful
rotation), the anterior and posterior fornix (the area of
the vagina around the top and bottom of the cervix)
may be inspected.

Attention should be turned to the bimanual aspect
of the pelvic exam. This is accomplished by placing
one or two fingers of the physician’s dominant hand
(which should feel most comfortable and proficient in
examining any body part) into the hymenal/vaginal
opening while using the opposite hand on the external
lower abdomen (Figure 4). The fingers should be
inserted at the proper angle (similar to the speculum)

while depressing the perineum, which will further
expose any weakness in the pelvic muscle support
(pubococcygeal muscles) or confirm the muscles’
strength. The physician should now be examining the
length of the vagina, the vaginal wall, and external
aspect of the cervix at the top of the vagina. The cervix
is gently examined and lifted while the external hand
gently examines the top of the uterus as it is lifted up
by the internal exam. The examiner should then begin
to outline the size, firmness, mobility, shape, and posi-
tion of the uterus, ovaries, and any palpable pelvic
masses. The vaginal canal, ovaries, and fallopian tubes
are then examined in a similar fashion. The vaginal fin-
gers are then turned laterally to feel the pelvic walls
(Figure 5). It should be noted that normal adnexa
(ovaries and fallopian tubes) are frequently not
detectable even under the best of conditions because
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Figure 2. The slightly rotating technique followed during the inser-
tion of the speculum into the vagina. (Courtesy: Illustration drawn by
Ginny Canady, Director of Audio/Video Resources, Department of
Obstetrics/Gynecology, Medical University of South Carolina.)



normal ovaries and tubes are so small. In the obese
patient even enlarged adnexa may be missed (thus vagi-
nal ultrasound is frequently used). Normal-sized ovaries
(approximately 3 � 2 � 2 cm or 1.3 � 0.8 � 0.8 in.) may
be felt in the premenopausal woman with active ovarian
function. However, if the ovaries are felt in the post-
menopausal woman, this may be abnormal, as the ovaries
should be too small to be felt when they are not ovulat-
ing (making eggs). In this case, further investigation is
required.

Finally, the rectal–abdominal bimanual exam is per-
formed. This portion of the exam is to look for external
and internal hemorrhoids, fissures (cracks in the skin),
fistulas (small connections between the vagina and rec-
tum, which are not normal), polyps in the rectum near
the anal opening, or tumors. The uterus is palpated
bimanually with the index finger in the vaginal opening
and the middle finger in the rectum. With a posterior
uterus (a uterus that is tipped backward, which is com-
pletely normal), only now will the top of the uterus be
felt. The ovaries and particularly the space behind the
uterus and uterine support structures (the uterosacral

ligaments) and the internal areas alongside the vagina
and cervix are palpated. These areas are best examined
rectally and here the diagnostic findings of endometrio-
sis or the spread of cervical cancer may be found. With
one finger in the vagina and another in the rectum the
rectovaginal septum (the structure separating the vagina
from the rectum) can be examined. Having the patient
strain may further discover any pelvic support weak-
nesses including the presence of an enterocele (bulging
of small bowel into the vagina) or rectocele (bulging of
rectum or large bowel into the vagina). When the
bimanual exam is completed the examiner may use his
or her rectal finger to place a stool specimen on a hemoc-
cult card to check for blood, which screens for colon
cancer in the older patient. The examiner should not
perform this blood test if the patient is menstruating or
if the cervix had some blood on it without changing
gloves. The physician can also give the patient a set of
three stool cards to take home with instructions to bring
them back to be tested for blood.

Once the pelvic examination has been completed,
the examiner should assist the patient to return to the
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Figure 3. Opening the blades of the speculum to clearly visualize the
cervix. (Courtesy: Illustration drawn by Ginny Canady, Director of
Audio/Video Resources, Department of Obstetrics/Gynecology,
Medical University of South Carolina.)

Figure 4. Bimanual pelvic exam. (Courtesy: Illustration drawn by
Ginny Canady, Director of Audio/Video Resources, Department of
Obstetrics/Gynecology, Medical University of South Carolina.)



sitting position. The examiner should then talk with the
fully clothed patient to discuss the findings of the exam-
ination and answer any questions that she may have.
Thus the pelvic examination, which screens for cervical
cancer and pelvic disease, has been completed. Giving
the patient some time to collect her thoughts and to
discuss the findings, we think, is the optimal way to
complete this very important medical exam.

SEE ALSO: Pap test, Pelvic examination, Pelvic pain
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JAMES F. CARTER

Pelvic Inflammatory Disease see Pelvic
Pain

Pelvic Organ Prolapse Pelvic organ prolapse
is a condition denoting the descent of pelvic organs
toward or through the vaginal opening. References to
prolapse of the womb have first been made in ancient
Egypt dating back to 1550 BC. Vaginal vault prolapse
refers to significant descent of the vaginal apex (“the
top of the vagina”) following a hysterectomy. Although
obviously not a new condition, prolapse is becoming
increasingly common due to increased life expectancy.

Prolapse of the top of the vagina or uterus is rarely
an isolated finding. The anterior vagina (front side or the
bladder side of the vagina) and the posterior vagina (back
or rectal side of the vagina) can and often do protrude
independent of the uterus or the apex. Protrusion of the
anterior vagina is also called a cystocele, while posterior
vaginal prolapse is called a rectocele, named after the
organs which are thought to descend along with the
vagina, the bladder, and rectum. Prolapse of the vaginal
apex can, but need not necessarily, be accompanied by
an enterocele. Enterocele is defined as the presence of
abdominal contents (such as small bowel or omentum)
dissecting between the vagina and the adjacent rectum.

SYMPTOMS

Patients may present with an obvious vaginal bulge
that is seen or felt by the woman. Conversely, she may
complain of a vague sense of pelvic heaviness or a sen-
sation as if “something is about to fall out.” Bulging is
often noted to be worse toward the end of the day
when compared to when she first awakes. When the
vaginal lining remains exteriorized for a prolonged
period of time, it undergoes thickening from the con-
stant rubbing on undergarments. The vaginal tissue may
develop sores (ulcers) and become infected. Urinary
incontinence as well as difficulty voiding is common
with pelvic organ prolapse and in severe cases com-
plete urinary retention may be seen. Voiding difficulties
may result in frequent urinary tract infections and, occa-
sionally, overflow incontinence. Due to kinking of the
urethra, urinary incontinence may be masked, in which
case the woman does not think she has incontinence,

Pelvic Organ Prolapse

496

Figure 5. Examining the ovary and the pelvic wall with the exam-
iner’s fingers. (Courtesy: Illustration drawn by Ginny Canady, Director
of Audio/Video Resources, Department of Obstetrics/Gynecology,
Medical University of South Carolina.)



but if the prolapse is fixed surgically or otherwise with-
out further attention to the problem, severe inconti-
nence may surface. Especially concerning the presence
of occult stress incontinence, is a history of stress incon-
tinence that spontaneously improved and/or resolved
as the prolapse progressively worsened. Although rare,
severe pelvic prolapse may result in kinking of the
ureters with the potential for kidney damage.

Difficulties may be encountered during sexual
intercourse. Defecation may be difficult with associated
constipation being very common.

FREQUENCY AND ETIOLOGY

In a routine gynecologic clinic population, most
women had mild to moderate prolapse (43.3% and
47.7%, respectively) and few had no or severe prolapse
(6.4% and 2.6%, respectively). Complete eversion of the
vagina is even more rare. If one imagines the vaginal
tube analogous to a sock, complete eversion is similar
to completely turning the sock inside-out.

Significant trends for increasing prolapse were
found with advancing age, number of children, post-
menopausal status, hysterectomy, and prior surgery for
prolapse. A Swedish study of the general population
reported a prevalence of 30% of any prolapse. Statistical
associations with age, number of children, maximal
birthweight, and pelvic floor muscle strength were
found. Such associations were not found regarding the
woman’s weight or history of hysterectomy. Indeed,
vaginal vault prolapse is thought to occur in less than
0.5% of patients who have had hysterectomies, whether
done vaginally or abdominally.

PATHOPHYSIOLOGY

The anatomy of pelvic organ prolapse can be
understood in terms of three levels of support. Level I
represents the support of the top part of the vagina in
terms of the cervix (with no prior hysterectomy) or the
vaginal cuff (in a woman who has undergone total hys-
terectomy) by the cardinal–uterosacral ligament com-
plex. This is analogous to the toe of the sock being
suspended by two ropes, one on either side. The
cardinal–uterosacral ligament complex serves to keep
the upper vagina and uterus resting on the levator ani
muscles, which comprise the majority of the pelvic
diaphragm that rests in a near-horizontal plane in a

woman standing erect. Level II denotes the lateral sup-
port of the midvagina to the pelvic sidewall. Level III
is represented by the fusion of the distal vagina (the
opening of the sock) to tissue of the perineum.

The U-shaped levator ani muscles, as long as they
are functioning properly, essentially support the pelvic
organs by preventing their descent through the hiatus
(the opening of the “U”). Once the muscles cease to
function properly the structures described earlier come
under increasing tension and are apt to fail. The condi-
tions of enterocele and apical prolapse represent fail-
ures of level I support. Apical prolapse occurs due
to tearing or attenuation of the cardinal–uterosacral
ligaments (the ropes). This results in failure to support
the top part of the vagina and uterus over the pelvic
diaphragm. Enterocele following a hysterectomy is
analogous to opening of the stitch along the toe of the
sock. Level I support is considered the most important
in maintaining adequate overall pelvic support, because
once that fails, usually the pressures exerted will result
in further failure of the support systems. Failure of
level II support results in a cystocele and/or rectocele.
Failures of level III are very rare and limited to women
who have undergone radical vulvar surgery.

A cystocele, named after the organ that descends
with the anterior vagina—the bladder, occurs due to the
fact that the bladder sits passively atop the anterior vagi-
nal wall. If the support of the anterior vagina is compro-
mised, the bladder will follow the vagina down its
descent toward the vaginal opening. This support may
be compromised in several ways. One way it can be
compromised is if one or both of its sidewalls break
away from the pelvic sidewall. If one imagines the ante-
rior vagina as a trampoline, this is analogous to the
breakage of the springs on opposite sides. Another way
is by breakage of the strong layer of tissue in its mid-
portion, which is analogous to ripping the tarmac that
represents the trampoline’s surface. A final method is due
to general attenuation of the vagina, which is analogous
to having the fabric of the tarmac fray and get worn with
repeated use in a particular spot on the trampoline.

MANAGEMENT

It has been suggested that early, persistent, and
well-performed pelvic floor muscle exercises (Kegel
exercises) may be helpful in preventing pelvic organ
prolapse and may slow the progression of early signs of
prolapse. Success depends upon early intervention and
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exercising the correct muscle group, which is best veri-
fied during a pelvic examination. The levator ani mus-
cles are the target of such exercises and are comprised
of two types of muscle fibers: slow twitch and fast
twitch. Proper exercising involves utilizing and strength-
ening these two types of muscle fibers. One component
of exercise is maximal contraction of the muscle over a
period of time, the other is rapid maximal contraction
followed by relaxation done in sequence. The difficulty
of the exercise routine is gradually increased by increas-
ing the amount of time on the continuous contraction
exercises while increasing the number of consecutive
quick contractions. It is now possible to find physical
therapists able to work with patients on this problem.

A pessary is a medical device that is worn in the
vagina to help prevent protrusion of the prolapse. Most
pessaries are made of silicon and they come in various
shapes and different sizes. Some remain in the vagina
for months at a time, while others can be removed and
reinserted by the patient. Some allow sexual inter-
course, while others do not. Although pessaries do not
cure the problem, they are appropriate as an option to
avoid the need for surgery in motivated patients.
Pessaries must be properly fitted by an experienced
clinician and removed for vaginal inspection on a rou-
tine basis because the biggest risks of pessary use result
from their neglect for a prolonged period of time.

Surgery is reserved for patients who have significant
symptoms related to their pelvic organ prolapse. Multiple
procedures are available, which can be done through a
vaginal or abdominal route. The key to the decision-
making process, however, is careful evaluation of all
pelvic floor defects both in the office and during the
surgery and addressing each of them at the time of
surgery. Careful consideration for the potential risks and
benefits of surgery should be done prior to any such
undertaking.

SEE ALSO: Hysterectomy, Kegel exercises, Urinary inconti-
nence and voiding dysfunction
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Pelvic Pain Pelvic pain is one of the most com-
monly reported symptoms in gynecology practice.
Pelvic pain can be acute (of short and limited duration)
or chronic (of longer duration).

ACUTE PELVIC PAIN

Acute pelvic pain is pelvic pain lasting no more
than one month. Acute pain of the pelvis can originate
from the gastrointestinal organs (bowel or stomach),
genitourinary system (gynecologic organs—uterus, fal-
lopian tubes, or ovaries or urinary system—bladder,
kidneys, ureters, or urethra), or can be musculoskeletal
(muscles and bones of the pelvis) in nature.

Pregnancy

The causes of acute pelvic pain with pregnancy
include ruptured ectopic pregnancy, threatened or
incomplete abortion (miscarriage), and degeneration of
fibroids. An ectopic pregnancy occurs when the fetus
implants outside the uterine cavity—in a fallopian tube,
for example. The pain associated with ectopic pregnancy
is due to dilation of the tube or blood in the peritoneal
cavity, which causes irritation.

Pelvic Inflammatory Disease (PID)

This is an acute infection involving the uterus, fal-
lopian tubes, and ovaries. Often, PID is caused by a
sexually transmitted infection such as chlamydia or gon-
orrhea. The diagnosis is usually made when lower
abdominal pain and tenderness develop in association
with fever, vaginal discharge, and an abnormal increase
in the white blood cell count. Treatment consists of
antibiotic therapy.

Leaking or Ruptured Ovarian Cyst

With either condition, a small amount of blood can
leak into the pelvic cavity and cause local irritation
and pain. There are many different types of ovarian
cysts, most of which are benign (not cancer). Some of
these resolve on their own and some require surgical
intervention.

Pelvic Pain
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Twisted Ovary or Fallopian Tube

The twisting of an ovary or fallopian tube is
called “torsion.” This can cause blood supply to be
compromised to the tube or ovary and intense pain can
result. The diagnosis is usually made using ultra-
sound and physical examination. Treatment consists of
surgical intervention.

Fibroid Uterus

Fibroids occasionally cause pelvic pain, especially
when they encroach on adjacent structures like the rec-
tum or bladder. Pain can also develop if the fibroid
begins to degenerate as it outgrows its blood supply;
this is occasionally seen in the pregnant uterus. In
rare instances, acute pain is caused by fibroid torsion.
If fibroids remain painful it is usually recommended
that these be removed. If this is not possible, pain
medication will be prescribed.

Appendicitis

This is the most common intestinal source of acute
pelvic pain. Symptoms include pain with loss of
appetite and nausea, fever, chills, and vomiting. Usually
pain begins in the area of the belly button and moves
to the lower right area of the pelvis. Diagnostic
laparoscopy (surgery where small “stab-wound” inci-
sions are made to look through a laparoscope and then
operate if necessary in the pelvis or abdomen) may be
useful in ruling out other sources of pelvic pain.
Appendicitis often is mistaken for PID.

Diverticulum

A diverticulum is an outpouching of the colonic
mucosa through the colon wall. Inflammation and
infection of the diverticulum cause diverticulitis. This
diverticulum usually affects older women; it rarely
occurs in women who are younger than 30–40 years.
The diagnosis is usually made using computed tomog-
raphy (CT) scan and treatment consists of antibiotics.

Intestinal Obstruction

Obstruction is a common cause of pain in women
with adhesions (scar tissue) from previous abdominal
surgery. Symptoms include colicky abdominal pain and
distension, vomiting, and constipation. Abdominal x-ray
films determine whether obstruction is partial or

complete. Nasogastric suction, intravenous fluid, and
surgical intervention may be needed.

Urinary Tract Infection and Stones

The pain can be severe and crampy and may radi-
ate to the groin. The sensation of having to go to the
bathroom frequently and urgently, and blood in the
urine are common findings. Kidney ultrasound, urine
culture, and blood tests are used to make a diagnosis.
Antibiotic and surgical management may be necessary.

CHRONIC PELVIC PAIN

One of the most common reasons for a woman to
visit her provider is for chronic pelvic pain. A diagnosis
is made when the duration of pain is more than one
month. Approximately 15% of hysterectomies in the
United States are performed due to chronic pelvic pain.
Below are some common causes of chronic pelvic pain.

Endometriosis and Pelvic Adhesions

This is the most common gynecologic reason for
chronic pelvic pain. Endometriosis is a disease where
endometrial tissue, which usually is only present as the
uterine lining, implants itself on other areas in the
pelvis. This diagnosis must be made surgically,
although on occasion a large area of endometriosis on
the ovary (an endometrioma) can be identified on
ultrasound.

Irritable Bowel Syndrome

The exact cause of this condition is unknown but
it is a common cause of lower abdominal pain.
Symptoms include excessive flatulence, alternating diar-
rhea and constipation, and abdominal distension. The
diagnosis is usually based on physical examination and
history. A multidisciplinary program consisting of med-
ical and psychological approaches is needed. The
patient must be evaluated for more serious forms of
intestinal disease, such as Crohn’s disease, ulcerative
colitis, intestinal neoplasms, and hernia.

Interstitial Cystitis

This is an autoimmune disease of the lining of the
bladder that leads to pain with urination and lower
abdominal pain and discomfort. The pain can be

499

Pelvic Pain



partially relieved by emptying the bladder. The diagnosis
is usually made by performing cystoscopy (when a tiny
scope is placed into the bladder) looking for pinpoint
hemorrhages on the bladder wall. This is considered
the hallmark finding. Treatment may consist of anti-
cholinergic, antispasmodic, and anti-inflammatory med-
ications. Distending the bladder with fluid may provide
temporary relief.

Myofascial Syndrome

This condition is responsible for chronic pelvic
pain in up to 15% of all cases. Trigger points can be
observed upon examination and local injection of anes-
thetic into the painful points can be helpful.

The uterus and ovaries share the same visceral
innervation with the ileum, colon, and rectum.
Therefore, it is often difficult to differentiate the source
of the pain. A multidisciplinary team consisting of psy-
chologists, anesthesiologists, physiotherapists, gastroen-
terologists, and gynecologists can best help a patient
manage chronic pelvic pain.

Patients typically require pain medication, although
tricyclic antidepressant and behavioral therapy usually
reduce the need for such medication. The approach
should be supportive, therapeutic, and sympathetic.
Specific skills are taught using cognitive-behavioral
approaches. Relaxation techniques, stress management,
sexual and marital counseling, and psychotherapy are
also useful.

Acupuncture and nerve blocks to pelvic structures
(uterosacral—associated with the uterus, hypogastric—
associated with the stomach, or epidural—spinal area
nerve blocks) can also be used to control the pain. A
presacral neurectomy (cutting of specific nerves leading
to pelvic structures) or sympathectomy (cutting of spe-
cific nerves that are associated with pelvic pain) can
help patients whose pain does not respond to standard
treatment.

SEE ALSO: Abdominal pain, Endometriosis, Irritable bowel syn-
drome, Laparoscopy, Ovarian cyst, Ultrasound, Urinary tract
infections, Uterine fibroids

Suggested Resources

www.endometriosisassn.org
www.endocenter.org
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Peptic Ulcer Disease A peptic ulcer is an ero-
sion in the lining of the stomach or of the duodenum,
the first portion of the small intestine. Ulcers develop
when the normal defense and repair mechanisms of the
lining (mucosa) are impaired, making it susceptible to
damage by stomach acid and the digestive enzyme,
pepsin. The majority of peptic ulcer disease (PUD) is
caused by an infection with a bacterium called
Helicobacter pylori and by nonsteroidal anti-inflammatory
drugs (NSAIDs), like ibuprofen and aspirin. Rarely, PUD
may be due to Zollinger–Ellison syndrome (a disorder
involving tumors in the pancreas and duodenum, which
secrete a hormone that stimulates excess acid produc-
tion leading to ulceration), viral infection, cocaine use,
or Crohn’s disease. Smoking increases the risk for PUD
and also impairs ulcer healing.

PUD is a very common problem. Duodenal ulcers
are diagnosed four times more often than gastric (stom-
ach) ulcers. Approximately 10% of men and 5% of
women will have a duodenal ulcer at some point during
their lifetime. Although gastric ulcers occur in similar fre-
quencies in men and women, there is a female pre-
dominance of gastric ulcer disease among people taking
NSAIDs. In recent years, there has been a fall in the
number of duodenal ulcer diagnoses, which has been
attributed to declining H. pylori infection in the general
population. However, rates of gastric ulcer have been
increasing with the rise attributed to greater NSAID use.

In the United States, approximately 30% of the pop-
ulation is infected with H. pylori, in contrast to 80–90%
of people in developing countries. Although H. pylori
has been shown to be a strong risk factor for PUD, most
infected people never develop ulcers. The factors that
make one infected person more likely to get PUD than
another are not well understood and are a subject of
intense research. Chronic H. pylori infection has also
been found to increase the risk for gastric cancer.

NSAIDs promote ulceration not only by direct dam-
age to the mucosa through their weak acid properties,
but also by blocking normal mucosal defense mecha-
nisms. NSAIDs inhibit the production of the protective
prostaglandins that are hormone-like substances impor-
tant in maintaining the mucosal defense against acid and
digestive enzymes. Approximately 2–5% of chronic
NSAID users are diagnosed with duodenal ulcers and as
many as 10–20% are diagnosed with gastric ulcers.
Among chronic NSAID users, 1–2% will develop serious
ulcer complications each year. These include gastroin-
testinal bleeding, perforation (extension of an ulcer
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through the stomach or duodenal wall), and gastric
outlet obstruction (blockage of stomach contents from
entering the duodenum). A number of factors have been
found to increase the risk for major gastrointestinal com-
plications in NSAID users and these include a history of
PUD, older age, corticosteroid (e.g., prednisone) use,
clot-preventing medication (e.g., coumadin, heparin)
use, high doses of NSAIDs, multiple NSAIDs, and poor
overall medical condition. In recent years, a new class of
NSAID, “Cox-2 inhibitors,” has been introduced, which
inhibits the prostaglandins responsible for pain and
inflammation but does not affect prostaglandins impor-
tant for gastroduodenal mucosa protection. They have
been shown to cause fewer ulcers and ulcer-related
complications.

Pain is the most common symptom of PUD and is
typically located in the upper abdomen. However, many
people who develop ulcer complications, including
bleeding, will have had no prior symptoms. This is espe-
cially true in chronic NSAID users. The pain usually
comes and goes over a period of days to weeks and
is frequently described as “gnawing,” “burning,” or
“hunger-like.” Some people will describe a pain that is
relieved by meals, particularly those with duodenal
ulcers, while others will have pain without any relation-
ship to eating. Sometimes the pain is relieved with
antacids. Pain radiating to the back suggests a penetrat-
ing duodenal ulcer (extension of the ulcer through the
duodenal wall into the pancreas). It is important to rec-
ognize that “ulcer-like” symptoms may be seen in many
other disorders including gastritis, malignancy, gastro-
esophageal reflux, vascular disease, gallbladder and bile
duct disease, and pancreatic disease.

People with “alarm” symptoms such as vomiting
blood, bloody stool, and sharp, sudden, persistent
abdominal pain should seek medical attention immedi-
ately. Bleeding is the most common ulcer complication,
especially in the elderly, and the symptoms include vom-
iting red blood or “coffee grounds” (dark blood) and
passing black, tar-like, or maroon stools. Pain that
becomes abruptly worse and/or generalized suggests the
possibility of perforation. Nausea and vomiting may indi-
cate the presence of a gastric outlet obstruction. Weight
loss suggests the possibility of gastric malignancy.

The diagnosis of PUD can be made either by an
upper gastrointestinal (UGI) series (x-rays of the stomach
and intestines are taken after the patient drinks barium,
a thick white liquid) or by upper endoscopy (insertion of
a thin flexible tube containing a camera into the mouth).
Endoscopy is superior to UGI series in making the

diagnosis, especially with small ulcers. It also has two
other advantages, the ability to obtain biopsies and the
ability to directly treat bleeding ulcers. Because of the
association of gastric ulcers with malignancy, endoscopy
allows for direct inspection and biopsies of suspicious-
appearing or poorly healing gastric ulcers. During
endoscopy, biopsies of the gastric mucosa can also be
obtained and tested for the presence of H. pylori.
However, endoscopy should not be performed solely for
detecting H. pylori infection (see below). When a bleed-
ing ulcer is suspected, there are a number of endoscopic
treatments available, which can decrease blood transfu-
sion requirements and prevent the need for surgery.
Factors favoring endoscopy over UGI as the diagnostic
test of choice are age over 50, weight loss, gastrointesti-
nal bleeding, and severe symptoms or those which do
not respond to treatment. A gastric ulcer found on UGI
should be followed by endoscopy at approximately 8
weeks to assess healing and, if suspicious features for
gastric cancer are present, to obtain biopsies.

In people with known PUD or who have ulcer
symptoms, there are several methods, both invasive and
noninvasive, for diagnosing H. pylori infection.
Noninvasive methods test blood, urine, breath, and
stool for evidence of infection whereas invasive meth-
ods involve endoscopically (using a small tube inserted
into the body) obtained gastric biopsies. If endoscopy
is indicated for a reason other than the diagnosis of the
bacteria H. pylori, then gastric (stomach) biopsies can
be obtained for either rapid urease testing or histologic
examination. The rapid urease test is a quick and accu-
rate test of stomach fluid with results in less than an
hour. Histologic examination involves a pathologist
reviewing the biopsy specimens under a microscope for
the presence of H. pylori organisms and may take sev-
eral days to a week for results to be reported. However,
because rapid urease and breath tests may be falsely
negative in patients taking some types of medication
(proton [acid] pump inhibitors, PPI), antibiotics, or bis-
muth, microscopic cell testing (histology) should be
performed.

The goals of PUD treatment are to relieve symp-
toms, promote ulcer healing, prevent ulcer recurrence,
and prevent ulcer complications. Acid-suppressing
medications, like H2 blockers and PPI, reduce the
amount of gastric acid produced allowing ulcers to heal
and reducing pain. PPIs, for example, omeprazole and
lansoprazole, are the most effective PUD therapy, heal-
ing over 90% of duodenal ulcers within 4 weeks and
gastric ulcers within 8 weeks of therapy. After PUD
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treatment is complete, continued PPI therapy is not
generally recommended unless the individual also has
gastroesophageal reflux disease or is a chronic NSAID
user. The elderly and people in poor general medical
condition who have experienced an ulcer complication
should also be considered for long-term (maintenance)
therapy. Drugs that block specific receptors on the
stomach lining, H2 blockers, like ranitidine and cimeti-
dine, are less expensive alternatives to PPIs and have
healing rates of approximately 80% at 4 weeks.

Treatment of H. pylori infection should be consid-
ered in all patients with gastric or duodenal ulcer or a
documented history of PUD. Eradication of the organ-
ism is associated with a reduction in ulcer recurrence
from 60–70% to less than 10%. The most effective treat-
ment regimens for H. pylori include a 10- to 14-day
course of a combination of two antibiotics (amoxicillin,
clarithromycin, and/or metronidazole) and a PPI or ran-
itidine bismuth citrate. Acid-suppressing medication is
then continued for another 4 weeks in duodenal ulcers
and 6 weeks in gastric ulcers.

In NSAID-induced ulcers, the NSAID should be
discontinued if possible. If not, once daily PPI has been
shown to be the most effective regimen in preventing
NSAID-induced ulcers with over 80% healing of gastric
and duodenal ulcers at 8 weeks. In high-risk patients on
chronic NSAIDs, a newer class of medications, the Cox-2
inhibitors, may be considered. Although effective in
preventing ulcers in NSAID users, many people suffer
side effects such as cramping and diarrhea. Moreover,
since misoprostol causes miscarriages, it absolutely
must not be used by women of reproductive age who
are not using contraception.

While PUD almost always responds to treatment,
there are risk factors for poor ulcer healing. These
include persistent H. pylori infection, continued NSAID
use, and smoking. Rarely, recurrent or poorly healing
ulcers may indicate the presence of gastric cancer or
Zollinger–Ellison syndrome. Surgery is rarely necessary
and typically only required for ulcers that fail to heal or
major ulcer complications, like perforation.

SEE ALSO: Abdominal pain, Chronic pain, Nausea, Pelvic pain

Suggested Reading

Del Valle, J., et al. (1999). Acid peptic disorders. In T. Yamada, 
D. H. Alpers, L. Laine, C. Owyang, & D. W. Powell (Eds.),
Textbook of gastroenterology (3rd ed., pp. 1370–1444).
Philadelphia: Lippincott, Williams & Wilkins.

Suggested Resources

U.S. National Library of Medicine: http://www.nlm.nih.gov/
medline/ency/article/003120.htm

MARGARET F. KINNARD

Perimenopause The term perimenopause is
defined as that time about or around menopause.
Internationally, the Council of Affiliated Menopause
Societies has used the term climacteric to describe the
phase during the aging of women marking the transi-
tion from the reproductive phase to the nonre-
productive state. Generally, it is recommended that
perimenopause and climacteric be used synonymously
and to represent the transition from the reproductive
stage to 12 months following the final menstrual period.
This term is also often referred to as the menopause
transition.

Perimenopause generally starts in a woman’s early
40s when increasing symptoms may develop. The most
frequent symptoms are menstrual cycle irregularities,
vasomotor symptoms (hot flashes), sleep disturbances,
and less frequently vaginal thinning and dryness. The
response to symptoms is impacted by psychological,
social, and cultural influences, but the most significant
initiator of symptoms in the perimenopause is related to
the declining or changing levels of estrogen and pro-
gesterone, produced from the ovary. As the menopause
transition is a normal process, there is a disinclination
to call the effects “symptoms,” but these can be quite
severe and need medical intervention. There are poten-
tial long-term effects from the hormonal changes (see
Menopause).

Our current knowledge about the perimenopause
is limited to few studies, but what is known in terms
of changes through the perimenopause are listed as
follows:

1. Declining fertility. The ability to reproduce
declines rapidly between the ages of 35–38 and
onwards. Fertility beyond age 45 is much less frequent.

2. Changes in the menstrual cycle. The menstrual
cycle changes are the most frequent symptoms reported
by women in the premenopause. These include heavier
flow (menorrhagia), reduced flow (oligomenorrhea),
more frequent menstruation (polymenorrhea), and
ultimately loss of menstruation (amenorrhea).

Perimenopause
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3. Vasomotor symptoms. The most frequent symp-
tom after menstrual cycle changes relate to vasomotor
symptoms. The hot flash, which is a feeling of sudden
transient warmth that may spread across the face or the
entire body, usually followed by a sensation of perspi-
ration and possible shivering, is frequently a problem.
The vasomotor symptoms may last a few months or
several years, but usually disappear spontaneously. The
best therapy remains some form of estrogen or estrogen
plus progestin therapy.

4. Sleep disturbances. Changing or declining
estrogen levels have a negative impact on the quality of
Rapid Eye Movement (REM) sleep. REM sleep is an
important component of normal sleep. Disrupted sleep
patterns can be exacerbated by night sweats (hot flashes
during the night). A result of poor sleep is morning
fatigue, irritability, complaint of reduction in short-term
memory, and minor depression.

5. Urogenital changes. Thinning of the vaginal
lining with increasing susceptibility to infection or to
painful intercourse is not usual prior to cessation of
menses and the presence of a low estrogen level.

6. Urinary complaints. There is very little evi-
dence to suggest any impact of the perimenopause on
urinary stress incontinence (leaking bladder). However,
there may be an increase of urgency or the sensation of
the need to urinate immediately.

7. Central nervous system changes. There is no
direct evidence of any major central nervous system
change in terms of direct causation of perimenopause
with increased depression, loss of cognition, or headache,
although indirect evidence has been presented.

8. Sexuality. There is evidence that sexual activ-
ity decreases with age in both sexes and problems of
sexual desire and sexual arousal may be related to
declining ovarian estrogen and androgenic hormones.

The perimenopause represents a good opportunity
for a complete health evaluation, identification of risk fac-
tors for development of future medical problems, screen-
ing for early evidence of existing problems, and
commencement of a proactive preventive health program.

SEE ALSO: Fecundity, Libido and desire, Menstrual cycle disor-
ders, Menstruation, Oligomenorrhea
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Periodontics The cyclic nature of the female sex
hormones is often reflected in gingival tissue changes.
Fluctuating levels of progesterone and estrogen may have
an adverse effect on gingival response to bacterial plaque.
During puberty, the female experiences an increase in the
production of estrogen and progesterone resulting in an
increase in the prevalence of gingivitis without an
increase of plaque. However, in areas where food debris,
plaque, and calculus are deposited, clinically there may
be a nodular hyperplastic reaction of the gingiva. Milder
gingivitis cases respond well to scaling and root planing
with frequent oral hygiene instructions. Severe cases may
require microbial culturing, antimicrobial mouth rinses,
and slow-release subgingival antimicrobial therapy.
Whenever possible, involvement of a parental figure with
home care procedures is recommended.

EATING DISORDERS

Adolescent girls are susceptible to the eating disor-
ders bulimia nervosa and anorexia nervosa. Signs and
symptoms of chronic regurgitation of gastric contents
on intraoral hard and soft tissues consist of smooth ero-
sion of the tooth, usually on the tongue surfaces of the
upper front teeth. In addition there can be an enlarge-
ment of the salivary glands, which can decrease salivary
flow resulting in increased oral mucous membrane
sensitivity and gingival redness.

MENSTRUATION

Gingival inflammation is often aggravated by an
imbalance and/or increase in estrogen and proges-
terone. In certain individuals they are more inflamed
and red preceding the onset of menses. At times during
the menstrual period there may be minor increase in
tooth mobility. Intraoral apthous ulcers, herpetic
lesions, and candida (yeast) infections occur in some
women during the phase of the cycle when proges-
terone is the highest. Frequent supportive periodontal
therapy appointments with particular emphasis on oral
hygiene are recommended for those women who are
clinically symptomatic with their menstrual cycle.

PREGNANCY

The net effect of gestational changes is twofold:
increased gingival swelling, redness, and bleeding
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occurring as a physiologic change during pregnancy; and
alterations in host response and tissue physiology serv-
ing to increase the gingival inflammatory response to
bacterial plaque. Increased signs of gingival inflammation
become evident after the first trimester and peak during
the latter part of the third trimester, regressing after par-
turition. The most common site of gingivitis is usually
seen in the anterior regions of the mouth, but can be
more generalized and may cause false pocketing with
increased probing depths but minimal changes in attach-
ment levels. Pyogenic granulomas, “pregnancy tumors,”
may develop, which generally will regress postpartum.
Increased tooth mobility unrelated to attachment loss has
also been noted but usually requires no treatment.
Expectant mothers should be provided with a compre-
hensive plaque control program to minimize the exag-
gerated inflammatory response to the gingival tissues.

ORAL CONTRACEPTIVES

Oral contraceptives may produce the gingival
changes seen during pregnancy. Certain brands of oral
contraceptives may cause more significant changes than
others. In recent years, the quantity of synthetic hor-
mones contained in most oral contraceptive agents has
decreased and it appears that current oral contraceptive
agents no longer affect the gingiva to the same degree as
previously reported. While the increased gingival inflam-
mation associated with pregnancy regresses after parturi-
tion, many women take oral contraceptives for extended
periods of time, emphasizing the need for long-term
periodic office visits to monitor periodontal health. While
the effects of progesterone and estrogen on the gingiva
cannot be avoided, thorough plaque control reduces the
incidence and severity of adverse gingival changes.

MENOPAUSE

Some patients report experiencing burning sensa-
tions in the oral cavity and altered taste sensations. For
many years menopause-related desquamate gingivitis
have been described among postmenopausal women
and are thought to be related to the hormonal changes
of menopause. Ongoing studies are examining the
association of postmenopausal primary osteoporosis
with upper and lower jawbone mineral density, tooth
loss, bony ridge atrophy, and periodontal attachment
loss. Most recent evidence points to a probable cause

between osteoporosis and tooth loss as well as alveolar
bone loss.

SEE ALSO: Menarche, Menopause, Oral contraception, Oral health
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Personality Disorders The Diagnostic and
Statistical Manual of Mental Disorders, fourth edition
(DSM-IV), defines a personality disorder as “…an
enduring pattern of inner experience and behavior that
deviates markedly from the expectations of the individ-
ual’s culture, is pervasive and inflexible, has an onset in
adolescence or early adulthood, is stable over time, and
leads to distress or impairment.” The DSM-IV defines
these disorders categorically, and requires that a certain
number of established “criteria” be met before the diag-
nosis is made. However, many experts argue that per-
sonality traits are dimensional and that these disorders
represent maladaptive variations of normal traits. In
addition, these categories are not objective disease enti-
ties, but are instead hypothetical constructs developed
for their utility in describing recurrent observations in
clinical practice. Individuals who meet the criteria for a
diagnosis of a personality disorder also are often diag-
nosed with other mental disorders, especially mood dis-
orders, anxiety disorders, and substance abuse or
dependence. There are 10 recognized personality dis-
orders in all, which the DSM-IV groups into “clusters.”

Personality Disorders
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Cluster A includes personality disorders character-
ized by oddness or eccentricity: paranoid, schizoid, and
schizotypal. Those who meet the criteria for a diagno-
sis of paranoid personality disorder are generally dis-
trustful and habitually suspect that others are trying to
harm them. As a result, they have difficulty forming and
maintaining relationships. Individuals diagnosed with
schizoid personality disorder do not desire or enjoy
close relationships with others. They are restricted in
emotional expression and thus may appear cold or
detached. Similarly, those with a diagnosis of schizo-
typal personality disorder exhibit social detachment.
However, they also exhibit odd beliefs (e.g., clairvoy-
ance and telepathy), odd behaviors, and peculiar
perceptual experiences.

The Cluster B personality disorders are character-
ized by dramatic, emotional, or self-centered behavior:
antisocial, borderline, histrionic, and narcissistic. Those
who exhibit antisocial personality disorder consistently
violate the rights of others and often use aggression,
dishonesty, and criminal behavior in order to meet their
goals. They tend to be impulsive and tend to lack
remorse. There is a high prevalence of this disorder in
prison populations. Individuals who meet the criteria
for borderline personality disorder (BPD) have lives
characterized by a pattern of instability of behaviors,
emotions, relationships, and self-image. They tend to be
impulsive and may repeatedly engage in self-injurious
behavior or attempt suicide. Completed suicide occurs
in approximately 10% of this population. Individuals
diagnosed with histrionic personality disorder are only
comfortable when they are the center of attention. They
are often dramatic in their emotional expressions,
speech, and gestures. Narcissistic personality disorder is
characterized by an inflated sense of self-importance, a
need for excessive admiration, an expectation of special
treatment from others, and a lack of empathy.

Cluster C includes personality disorders character-
ized by anxiety and fear: avoidant, dependent, and
obsessive–compulsive. Individuals who have a diagno-
sis of avoidant personality disorder shun interactions
with others because they see themselves as socially
inadequate and fear they will be rejected or criticized.
If they do have an intimate relationship, they are emo-
tionally restrained within that relationship for fear of
ridicule. There is much overlap in the diagnostic crite-
ria of avoidant personality disorder and that of social
phobia. Individuals who meet the criteria for dependent
personality disorder have an excessive need for nurtur-
ance and support, which leads to passivity and fears of

separation from others. They believe they need others
to take responsibility for major areas of their lives.
Individuals who meet the criteria for obsessive–-
compulsive personality disorder are fearful of being out
of control and thus are very rigid in their thinking
and activities. They are preoccupied with orderliness,
perfectionism, and control of themselves and their
environments.

Estimates of the prevalence of personality disorders
are based on limited research. The best available data
indicate that the personality disorders have prevalence
rates between 0.5% and 3% in the general population.
BPD is one of the most common personality disorders
among individuals seeking mental health treatment, and
is seen in approximately 10% of mental health out-
patients and 20–40% of mental health inpatients.
Prevalence rates according to race, ethnicity, and
culture remain largely undetermined.

Three of the personality disorders are diagnosed
more commonly in women than in men: dependent,
histrionic, and borderline. Antisocial personality disor-
der is less common in women than in men. These
gender differences in prevalence rates may exist for a
number of reasons: (a) Real gender differences in the
presence of the disorders. For example, invalidating
environments, particularly those characterized by
abuse, are hypothesized to be important in the etiology
of BPD. Girls are more likely to be victims of child
abuse than boys are, and therefore, BPD may actually
be more common in women than in men. (b) Gender
bias in the development of the criteria. In particular, the
criteria for dependent and histrionic personality disor-
ders have been criticized by feminists for including per-
sonality characteristics that are stereotypically feminine
(e.g., difficulty expressing disagreement with others,
easily influenced by others), thus increasing the likeli-
hood that normal women who adhere to traditional
female gender roles will be diagnosed with one of these
personality disorders. (c) Bias in clinicians diagnosing
personality disorders. For example, research has indi-
cated that clinicians are more likely to diagnose histri-
onic personality disorder if the patient is female than if
the patient is male, even when given identical informa-
tion in written case histories.

The most promising theories regarding the etiology
of personality disorders are integrative, acknowledging
that personality disorders are most likely determined by
multiple factors having reciprocal influences over time.
One etiological theory that takes this approach is the
biosocial theory of BPD. This theory hypothesizes that
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BPD develops because of a lack of “good fit” between
the child’s biological vulnerabilities and the environ-
ment. According to the theory, individuals with BPD
have a biological vulnerability to emotion dysregulation
that they either were born with or developed very early
in life. The “poor fit” environment for these children is
an “invalidating environment,” in which the child’s
private experiences (e.g., thoughts, feelings, desires) are
chronically and pervasively dismissed as wrong, inap-
propriate, or otherwise invalid. These factors act in a
reciprocal fashion over time, each eliciting and amplify-
ing the other, to create severe emotion dysregulation,
which consequently results in dysregulation of behavior,
relationships, cognitive processes, and self-image.
Continued research in psychology and neurobiology
will provide important information about the validity of
integrative theories of personality disorders like this one.

The development of effective and proven treat-
ments for personality disorders has lagged behind
advances in the treatment of other mental health prob-
lems, in part because of a belief that these disorders
were untreatable. Currently, pharmacological treat-
ments focus on the management of symptoms that may
be associated with a personality disorder, such as
cognitive–perceptual disturbances, mood dysregulation,
aggression, and impulsivity. However, pharmacological
treatments alone are inadequate for the treatment of
personality disorders, and therefore psychotherapy is
the recommended treatment method. Psychodynamic
and cognitive–behavioral psychotherapies are popular
treatment approaches, but there is surprisingly little
research on their effectiveness. Treatments for BPD are
among the most studied. “Dialectical behavior therapy”
is the type of outpatient psychotherapy for BPD that
currently has the most evidence for its effectiveness.
There is also demonstrated efficacy for a psychody-
namic treatment of BPD that relies on a partial hospi-
talization program. Avoidant personality disorder has
been shown to respond well to behavioral treatments,
including systematic desensitization and social skills
training. “Multisystemic therapy” has been demon-
strated to be effective for adolescents exhibiting behav-
iors associated with antisocial personality disorder. A
few published studies have suggested that cognitive
therapy may be effective in the treatment of several per-
sonality disorders, including borderline, antisocial,
narcissistic, dependent, and avoidant.

SEE ALSO: Mood disorders, Phobia, Substance use
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Pharmacists According to the U.S. Bureau of
Labor Statistics, there were approximately 217,000
licensed pharmacists in the United States in the year
2000, representing the third largest health care profes-
sion (following nurses and physicians). While pharma-
cists traditionally are known to dispense medications,
many are becoming more involved in drug therapy
decision-making and patient counseling. Some special-
ized pharmacists function as primary care providers. All
states require pharmacists to have a license to practice
pharmacy. To obtain a license, one must complete an
internship under a licensed pharmacist, graduate from
an accredited college of pharmacy, and pass a state
licensure examination.

In 2000, 82 colleges of pharmacy were accredited
to confer degrees. Pharmacy programs grant the degree
of Doctor of Pharmacy (Pharm.D.), which requires at
least 6 years of postsecondary study as well as passing
the state licensure examination. The Pharm.D. degree
has replaced the Bachelor of Science (B.S.) degree,
which will cease to be awarded after 2005.
Approximately 70% of first-year pharmacy students are
women and 13% are of minority groups.

The job opportunities available for pharmacists are
extensive, ranging from community or retail pharmacy
to basic science research in a laboratory. Traditionally,
pharmacists either worked in a retail store, whether it be
a chain or independent pharmacy, or in a hospital; how-
ever, they may also work in industry, academia, or as a
primary care provider. Still other graduating pharmacists
will go on to do residencies and specialty fellowships.

Pharmacists
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The primary role of the pharmacist is to provide
pharmaceutical care. Modern pharmacists are responsi-
ble for the outcomes from the use of medication and are
to ensure that the treatment administered improves the
quality of life for patients. Pharmacists are well trained
in pharmacology and therapeutics, as well as in phar-
macokinetics, pharmacodynamics, and drug–drug inter-
actions. The provision of pharmaceutical care involves
various functions. One of the vital functions a pharma-
cist performs is a review of patient profiles by seeking
to identify an indication for each medication that a
patient may be receiving. Once the indication has been
ascertained, the pharmacist determines if each medica-
tion is appropriate for the indication, in which case the
dose and dosing interval are evaluated. Next, the entire
medication profile is assessed to identify potential
drug–drug interactions that may hinder the patient from
achieving the desired therapeutic effect. One takes into
account any gender and ethnic issues that may result in
metabolic or pharmacodynamic concerns as well as the
patient-specific kidney and liver functions. This is
because the liver and kidney are the primary organs that
break down and remove most drugs from the body and
the prescribed medications may be ineffective or toxic in
the event that the liver and kidney exhibit poor function.
Taken together, the above steps represent the process of
pharmaceutical care.

Pharmacists have other roles as well. For example,
they play a critical role in improving patient adherence
to their prescribed medications. Nonadherence has long
been cited as a major reason for the lack of effect of
medications. Since the pharmacist is often the last per-
son to see the patient before they take their medica-
tions, especially in the retail setting, they are in an
excellent position to advise and aid adherence to pre-
scribed medication regimens and to intervene on the
patient’s behalf if problems exist. Adherence may be
improved by educating patients about medications and
the conditions being treated. An assessment of the
patients’ needs should be made to include the proper
use of aids that are appropriate for language, readabil-
ity, and font size (especially for the elderly).

Within a few years, there will likely be a critical
shortage of pharmacists. Employment opportunities for
pharmacists are expected to grow faster than the aver-
age of all occupations through 2010. This is largely due
to the increased pharmaceutical needs of a growing
elderly population and greater use of medication. Other
factors include scientific advances, new development in
genome research and medication distribution systems,

and consumer’s desire for more drug information.
By 2020, it is estimated that there will be a shortfall of
157,000 pharmacists. This is in part due to the aging
population and the increase in health care services for
this group but also due to other health care issues
including the increased prevalence of chronic diseases,
the complexity and number of medications available,
the increased emphasis on primary care, home health
care, and long-term care, and also concerns regarding
cost containment. While new pharmacy schools have
opened in recent years it is unclear if they will be able
to fill the projected void between supply and demand.
The role of the pharmacist will continue to evolve as
changes in health care demand.

SEE ALSO: Disability, Morbidity
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Phobia Phobias are irrational and excessive fears of
specific things or situations. Phobias are categorized as
a type of anxiety disorder. In modern psychiatry, pho-
bias may be described as specific or simple phobias cen-
tered around clearly defined objects or circumstances, or
fears around more general circumstances such as agora-
phobia (fear of sudden, severe panic attacks) or social
phobia (fear of social or performance situations in which
extreme embarrassment may occur). There are many
subtypes of specific phobias including fears of animals
or insects (e.g., fear of spiders or snakes), fears of cir-
cumstances in the natural environment (e.g., fear of
heights), fear of blood or injury, and fear of a variety of
life circumstances (e.g., fear of enclosed spaces).

It is important to distinguish phobias from natural
concern regarding potentially dangerous objects or cir-
cumstances. For example, a person who is concerned
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about snakebite if he or she is for some reason required
to remove a venomous snake from the snake’s hiding
place would not generally receive a diagnosis of phobia.
If, on the other hand, a person lived in an environment
relatively devoid of snakes, was distressed by her fear of
snakes, and had some degree of functional incapacita-
tion because of her fear of snakes, then she might qual-
ify for a diagnosis of a phobic disorder. Individuals with
phobias have a marked and persistent fear that is cued
by the presence of the phobic situation. Exposure to the
phobic stimulus nearly invariably provokes an immedi-
ate anxiety response; sometimes individuals will experi-
ence a panic attack with rapid heartbeat, sweating,
shortness of breath, and feeling dizzy. In cases of
blood/body injury phobia vasovagal fainting can occur,
indeed approximately 75% of individuals with blood/
body injury phobia report a history of fainting in situa-
tions of blood drawing, injection, or body injury.
Traumatic experiences such as being bitten by an animal
or being trapped in a closet may predispose to the
development of phobias as may informational transmis-
sion (e.g., repeated media coverage of airplane crashes
may be associated with the development of phobia
regarding air travel in some vulnerable individuals).

The content of phobia as well as their frequency
of occurrence varies among cultures and ethic groups.
For example, fear of magic or ancestral spirits is not
uncommon in some cultures, and a diagnosis of phobia
is only warranted in situations where the fear is exces-
sive for a given culture and causes significant disability
or distress. Phobias are relatively common in the popu-
lations with a community sample 1-year prevalence rate
of 9% and a 10% lifetime rate. Gender ratios differ
among phobia, with women being more likely to expe-
rience some specific types of phobias. Approximately
75–90% of individuals with animal- and natural
environment-type phobias (e.g., fear of spiders) are
women. An exception to this is fear of heights where
women make up 55–70% of individuals with fear of
heights. Approximately 55–70% of individuals with
blood/body injury phobias are women as well. Phobias
generally have their onset in childhood or young adult-
hood, in some cases persisting into adulthood. Treat-
ment may involve a variety of behavioral or cognitive
interventions. In one approach, exposure therapy, indi-
viduals are exposed to the feared object/situations to
varying degrees of intensity and the focus of therapy is
on lessening fear and anxiety related to the phobic
object or situation. With some types of phobias, such as
social phobia and agoraphobia (when individuals are

fearful of leaving their homes), medications may be
helpful as well. Medications known to be useful in
social phobia include selective serotonin reuptake
inhibitors (SSRI), antidepressant medications, and beta-
blockers, which reduce biologic anxiety symptoms.

SEE ALSO: Anxiety disorders, Cognitive-behavioral therapy,
Depression
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Phototherapy see Light Therapy

Physical Examination The concept of the
adult physical examination has changed significantly in
the past several years. As compared to many years ago
when having a “physical” meant an annual hour-long
history and physical examination, medical care has
changed to consist of a series of visits where a broad
array of issues are addressed. The care is tailored to the
patient’s gender, health history, and family history.
Screening for illnesses for which she is at risk, counsel-
ing for problems that she is at risk of, and immuniza-
tions are addressed during the visits. The extent of the
physical examination is based on the clinical situation.
The purpose of the physical examination is to allow the
patient to express concerns and explain symptoms
she is experiencing. It allows the physician to investi-
gate physical complaints further as he or she examines
the patient, and in some cases to establish a baseline of
normal physical findings. It is an opportunity to obtain
not only further history but to share a multitude of
information between the patient and the physician.

WHAT IS A COMPREHENSIVE EXAMINATION?

A critical part of every physical examination is an
assessment of the vital signs. This includes the pulse,

Physical Examination
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respiratory rate, and blood pressure. Blood pressure is
a very important part of any physical examination and
if there are symptoms, it is important to check the tem-
perature. An elevated blood pressure of greater than
140 systolic should be repeated with the patient at rest
for 5 min. Antihypertensive medication should not be
started based on a single high reading. At least three
abnormal readings should be obtained before starting
the medication. The blood pressure should be repeated
to confirm that it is real and not due to anxiety.

Any skin lesions should be assessed and if the
patient has any complaints regarding her hair or scalp, a
thorough examination of the entire scalp, skull, and face
should be done. A comprehensive examination of the
eyes is generally done in an ophthalmologist’s or
optometrist’s office. The primary care provider, however,
does need to assess the position of the eyes and the
health of the eyelids and conjunctiva of each eye.

Examination of the ears allows one to inspect the
eardrums, canals, and external ears. The nose and
sinuses are examined by palpating the areas above the
eyebrows in the midline (frontal sinus) and the maxillary
sinuses (below each eye). Palpation may reveal tender-
ness and provide clues to the presence of infection.
Examination of the mouth and throat includes a check
of the lips, oral mucosa, gums, teeth, and tongue.
Lymph nodes are present in the neck, both in the front
and the back of the neck and are referred to as anterior
and posterior cervical lymph nodes. The thyroid gland
rests in the middle of the neck in the midline and is pal-
pated to check for enlargement or nodules. Examination
of the chest is done using visual inspection, palpation of
the chest wall, and listening with the stethoscope. The
purpose of listening with the stethoscope is to identify
any abnormal sounds that might indicate bronchospasm
(wheezing) or crackling sounds that would be consistent
with fluid in the lungs or infection. Examination of the
breasts is done usually with the patient’s arms relaxed
and then elevated. It is also helpful to bring her hands
to her hips and ask her to press down on the hips so
that it may make any abnormalities more prominent.

The musculoskeletal system examination includes
assessment of the arms, legs, shoulders, neck, and the
temporomandibular joint, where the mandible (or jaw)
connects with the skull. It is important that any painful
joints be palpated and an evaluation of the range of
motion of the joint be done.

In order to fully evaluate the heart, it is important to
look at and palpate the carotids that are the large arter-
ies in the neck. One may listen for carotid bruits that are

muffled sounds indicating possible obstruction in the
vessels. Examination of the heart is done by listening to
all areas of the heart that coincide with the four heart
valves. When examining the abdomen it is important to
first look then listen for the presence of bowel sounds.
After bowel sounds are identified, it is appropriate to per-
cuss the abdomen to identify the span of the liver. At this
point, the examiner can examine lightly and then more
deeply with the fingers. The genital and rectal examina-
tion in women is performed with the woman in the stir-
rups. The external genitalia are examined along with the
vagina and cervix. A Pap smear is obtained; palpation of
the uterus and the annexa (ovaries) is done.

The examination of the legs includes palpation to
check for swelling in the legs, also known as edema.
The pulse on the top of the foot is known as the dorsalis
pedis and is one way to assess the adequacy of blood
flow to the feet.

A neurologic examination assesses the health of
the cranial nerves, which are the nerves that supply the
face, head, and neck. The cranial nerves can be
checked by looking for the patient’s sense of smell,
strength of the jaw muscles, corneal reflexes that are the
reflexes of the eye when touched, facial movements,
the gag reflex, and the strength of the muscles in the
neck. Muscle strength testing is part of the neurologic
examination, as is sensation and the evaluation of
balance to further assess the cerebellar system.

WHAT IS THE APPROPRIATE DEPTH OF A
PHYSICAL EXAMINATION?

This clearly must be based upon the patient’s age,
her known health problems, and her complaints. The
depth of an examination for a healthy 40-year-old with
no symptoms is very different from the depth of an
examination given to a 30-year-old with severe ill-
nesses. In general, what has been described above is a
very comprehensive examination and not necessarily
what is indicated for each patient at each visit.

It is important to realize that a physical examina-
tion provides an assessment of the person’s physical
status at the time of the examination. For example, a
normal physical examination is no guarantee of normal
health as it simply allows the physician to evaluate that
person on that day. Taking a good history and doing a
good examination so that appropriate testing may be
ordered allows the physician to evaluate any symptoms
that the patient may be having. However, unfortunately,
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it does occur that a person with no symptoms can
become ill shortly after having a normal physical exam-
ination. This makes the point that a physical examina-
tion is no guarantee of sound health, but it is a great
opportunity to identify and evaluate symptoms.

The frequency of the examination depends on the
health status of each person. A well woman with no
physical problems may go for a long period of time
between physical examinations.

However, special populations do exist that do
require much more compulsive care in order to prevent
physical abnormalities in the future. Diabetic women
require much closer monitoring of many aspects of their
health, in addition to monitoring of their glucose levels.
Because diabetics suffer from a certain set of illnesses,
very specific examinations need to be done on a regular
basis. Diabetes can cause retinal damage and result in
blindness. Thus, it is very important for diabetic patients
to have routine eye examinations by an ophthalmologist
or optometrist. The blood pressure must be monitored
and maintained within a very safe level. A foot exami-
nation utilizing a sensitive test called a monofilament
examination is used to identify decreased sensation. By
identifying women with decreased sensation in the feet,
they can be targeted for interventions by the podiatrist
to maintain healthy feet and reduce the risk of amputa-
tion that accompanies sensory loss. With regard to lab
work, diabetic patients require routine monitoring
of their glycosylated hemoglobin levels. This level indi-
cates the overall control of the diabetes. Other routine
monitoring that must be done is measurement of kidney
function, evaluation and management of high choles-
terol, and checks for protein in the urine.

There are other populations of patients who are
disadvantaged, either due to homelessness, mental ill-
ness, or being in abusive situations. Many times these
patients have difficulty keeping appointments, thus,
when they do present for care, as much care should be
given to them as possible.

SEE ALSO: Preventive care
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Physical Therapy Physical therapy as a profes-
sion started in the late 1800s to early 1900s as a way of
aiding rehabilitation of patients with poliomyelitis,
which first affected children in the United States in
1894. One of the first people to practice physical ther-
apy as a profession was a woman named Mary
McMillan, who later served in World War I. She and
other physical rehabilitation specialists and reconstruc-
tion aides, as they were called then, founded the
American Women’s Physical Therapeutic Association in
1921. The next year, the name of the organization was
changed to the American Physiotherapy Association,
and men were admitted. Current practitioners are phys-
ical therapists and physical therapist assistants.
According to the Bureau of Labor Statistics’ most recent
data (annual average, 2002), 72% of physical therapists
are women. Approximately 200 colleges and universi-
ties offer educational programs in physical therapy. The
minimum educational requirement is a post-baccalaureate
degree earned at an accredited program. Most programs
offer a master’s degree, but a Doctor of Physical
Therapy degree is also available. Following graduation,
licensure requires that the trainee pass a state-
administered national exam. Other practice require-
ments vary from state to state. In 38 states, physical
therapists may practice independently (without physi-
cian or other provider referral or consultation).

Patients are referred to physical therapy for a variety
of reasons—some conditions include orthopedic com-
plaints (back, neck pain), orthopedic injuries or surgery,
traumatic brain injury, stroke, congenital disorders (in
children), and urinary incontinence (especially in
women). Physical therapy services typically require prior
authorization from insurance companies and services are
not covered in all plans. According to the American
Physical Therapy Association, physical therapy includes
several steps. First, the physical therapist or physical ther-
apy assistant examines and evaluates patients with dis-
abilities, impairments, functional limitations, and health
conditions in order to formulate a diagnosis, prognosis,
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and intervention. Impairment refers to the loss of a psy-
chological, physiological, or anatomical structure or func-
tion. Disability means a loss in the ability to perform
activities of daily living (ADLs). The person referred for
physical therapy may undergo a specialized physical
examination by the physical therapist or assistant to
evaluate the functional limitation that is of concern.

Second, the physical therapist or assistant designs,
implements, and modifies therapeutic interventions to
lessen existing impairments and functional limitations.
Examples of interventions include therapeutic heat,
therapeutic cold (cryotherapy), therapeutic ultrasound,
ultraviolet light or laser light, hydrotherapy (using
whirlpools and aquatic pools), traction devices, contin-
uous passive motion, compression, and electrical stim-
ulation. Examples of the use of these interventions are
discussed below.

Third, the physical therapy professional helps peo-
ple prevent injury and disability by promoting the
maintenance of fitness, health, and quality of life. An
excellent use of physical therapy is preventative, rang-
ing from work with the elite athlete on proper athletic
techniques to work with the elderly to prevent falls.
Fourth, the professional engages in consultation,
education, and research.

Physical therapy often involves exercises to pro-
mote a range of motion and improve strength. The
physical therapist or assistant typically teaches these
exercises to the patient, who performs the exercises
with the therapist initially. Homework is usually
assigned between sessions to improve the physical out-
come. When most people think of physical therapy, this
modality is what they envision. As mentioned previ-
ously, many other agents and techniques are utilized by
the physical therapy professional.

Many people are referred to physical therapy treat-
ment when an injury occurs, often leading to pain.
Therapeutic heat is frequently utilized to ease pain,
reduce muscle guarding and spasm, and aid tissue elas-
ticity. Heat application may be superficial (e.g., using
hot packs, whirlpool, and paraffin) or deep (e.g.,
using ultrasound or electromagnetic radiation in non-
ionizing form). Cryotherapy, or cold therapy, helps
manage pain, edema, and muscle guarding/spasm. Cold
packs, cool whirlpool, and ice massage are three
cryotherapy agents. Cold therapy is used for acute
injuries, as heat is contraindicated in the acute period
because it may increase inflammation.

Ultraviolet light has been useful in the treatment of
dermatological conditions including psoriasis; lasers have

been helpful in promoting tissue healing and treating
pain. Whirlpool therapy has several clinical uses, includ-
ing pain relief, wound debridement, wound cleansing,
and stimulation of circulation. Traction techniques, such
as cervical traction and lumbar traction, are useful in con-
ditions that may benefit from an increase in intervertebral
space, such as disk herniation, muscle spasm, and arthri-
tis of the spine. Traction works by applying a pulling
force via either free weights or a traction machine to the
spine.

Continuous passive motion is a type of passive
motion which is produced using a mechanical device.
It is often used postoperatively for joint injuries and
reconstructions and is best started within the first post-
operative week. Mechanical compression units are
another type of motorized device that is used in physi-
cal therapy. Such devices deliver compression intermit-
tently to reduce edema. Typically, patients wear
compression garments between treatments to maintain
improvement.

Lastly, electrical stimulation is used to help manage
pain, strengthen muscle, stimulate denervated muscle,
and ease edema. It is also beneficial in encouraging cir-
culation, wound healing, and fracture repair. A device
called a TENS (transcutaneous electrical nerve stimula-
tion) unit has been especially helpful in the manage-
ment of pain.

In summary, physical therapy is useful in the pre-
vention and treatment of disability and physical limita-
tion. Multiple techniques are employed by the physical
therapy professional to achieve the goals of therapy.

SEE ALSO: Activities of daily living, Disability, Occupational
therapist
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Physicians The first woman who was formally
academically trained as a physician in the United
States was Elizabeth Blackwell, who graduated at the
top of her class in 1849. In 2000, women represented
22.8% of U.S. physicians, and this is increasing, as
women now enroll in medical schools at the same rate
as men. Currently, during college, biology, chemistry,
and physics classes are required as part of a “premed”
curriculum. Medical school is 4 years long at present.
Medical school combines classroom learning (includ-
ing learning about normal physiology, anatomy, and
abnormal pathology) and “rotations.” Rotations occur
in health care settings, such as hospitals and clinics, so
that students can both observe physicians and learn
experientially. More than 40% of medical students in
the United States are currently women, which has
been consistent with increases in female applicants.
Some medical schools offer MD/PhD programs, which
confer a dual degree on their graduates, preparing
them to be both clinicians and researchers. Other
medical schools offer DO (Doctor of Osteopathy) pro-
grams, with a holistic approach to medicine. During
and after medical school, national standardized exam-
inations, called USMLE (United States Medical
Licensing Exams), are taken in addition to any exams
in the medical school itself, to establish a standard for
practicing doctors.

“Residency” is the physician training that occurs
after medical school graduation, in the new doctor’s
choice of a generalist (primary care) or specialty field.
Primary care physicians include pediatricians, family
doctors, and general internists. Specialties include such
diverse fields as psychiatry, ophthalmology, and
surgery, among others. Based upon the chosen spe-
cialty, residencies are of different lengths, usually rang-
ing from 3 to 5 years. The highest percentages of
women residents can be found in OB/GYN (67%) and
pediatrics (65%), caring for other women and children.
Fields such as cardiology and surgery are still domi-
nated by men. During medical school and training,
doctors-in-training often work long hours, though this is
currently undergoing change on a national level.
Different medical specialties have various certification
national procedures, including a written examination in
that specialty and possibly an oral examination. “Chief
residency” is a coveted position of authority at the
senior resident level, which is an honor, as well as
being a significant additional commitment. After resi-
dency, the physician may pursue a fellowship.

Fellowships are additional training in “subspecialties,”
such as colorectal surgery or forensic psychiatry, to gain
additional expertise.

Physicians evaluate, diagnose, and treat patients,
usually as part of a “treatment team” in which members
of various professions collaborate (e.g., nurses, social
workers, and physical therapists). Physicians may focus
on inpatient (hospital-based) or outpatient care, or a
combination. In addition to treating diseases, doctors
practice “preventive health care” that may include Pap
smears (to detect early cervical cancer) or testing
cholesterol levels to decrease arteriosclerosis.

State medical boards grant licenses to physicians to
practice. They also ensure that physicians complete
required continuing medical education (CME) programs
to keep their medical knowledge up to date.
Additionally, medical boards keep records on physi-
cians and may be involved in disciplinary action against
physicians when needed. State medical boards can be
contacted for information about physicians and some
have information about physicians available online.

Though increasing numbers of women are entering
the profession, medicine is still a male-dominated field.
In particular, women are underrepresented in positions
of leadership in medicine, including only a small minor-
ity of departmental “chairmen” and medical school
deans. Due to the more recent entry of women into
medicine, younger women entering the profession may
experience a lack of more senior women to serve as
mentors or role models. Women’s medical societies,
such as the American Medical Women’s Association and
the Association of Women Psychiatrists, have been
founded to address issues faced by women in the pro-
fession. At a personal level, the length of training
required to be a physician implies that women physi-
cians may spend many of their childbearing years in
training. In recent years, increasing numbers of women
have surpassed obstacles to become successful physi-
cians, and are paving the way for future generations of
women to thrive in the field.
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SUSAN HATTERS FRIEDMAN

Piercing Body piercing has been practiced in
many cultures for many centuries. Depending upon the
era, the place, and the culture, body piercing has been
variously associated with royalty, spirituality, sexuality,
and beauty.

Body piercings can be done on almost any part
of the body, including ears (lobes and cartilage),
eyebrows, nostrils, nasal septums and bridges, tongues,
lips, nipples, navels, and male and female genitalia. A
piercing is done by passing a hollow needle through the
body part, followed by the insertion of body jewelry.
The piercing may cause a small amount of bleeding and
the area that is pierced may be somewhat swollen
and/or sore for several days afterward. A piercing gun
should not be used for piercing because it crushes the
tissues that are being pierced and the gun cannot be
resterilized for the next person, increasing the risk that
an infection can be spread from one individual to the
next. These infections can range from a bacterial infec-
tion to hepatitis or even HIV. The healing time will vary
depending upon which part of the body is pierced and
how quickly an individual heals in general. Proper care
of the piercing will hasten the healing process and
reduce the risk of infection or other problems. It could
take, for instance, from 4 weeks for the tongue to heal
to 1 year for the navel or ear cartilage to heal.

Women may have particular concerns associated
with piercing. Some piercers have suggested that
women remove nipple piercings if they are going to
breast-feed. The pierced area may close once the jew-
elry is removed and will have to be repierced. Women
are also advised to wait to have a navel piercing done if
they are pregnant or planning to become pregnant soon
and to remove an already existing navel piercing if they
are pregnant because the pierced area will stretch.

If you are considering getting a body piercing, it is
important to consider the following.

1. It is best to have the piercing done by a pro-
fessional piercer rather than a friend. A professional
piercer will know how to do it safely.

2. Make sure that the parlor where you will have
the piercing done is clean and maintains clean equip-
ment. A fresh needle should be used for each client,
and you should be able to see the piercer remove the
needle from the unopened package. The piercer should
be wearing new gloves for each client.

3. Make sure that the area to be pierced is first
cleaned. The jewelry that is to be inserted into the
freshly pierced site should be sterilized before it is
inserted.

4. To avoid infecting the newly pierced site, 
make sure you wash your hands before touching the site.

5. Clean the pierced area with an antibacterial
soap once a day. Softsoap, Provon, and Satin are rec-
ommended by many piercers.

6. There may be some discharge and crusting
around the site. Remove this with warm water using a
cotton swab (Q-tip).

7. Cleaning is usually easiest in the shower. Place a
small amount of the antibacterial soap on your fingertips,
lather the area, and work the jewelry back and forth sev-
eral times gently in order to get the soap into the area.
Wait 30–60 s and then rinse with warm water, working the
jewelry back and forth in order to get all of the soap off.

8. Always support the area that has been pierced
when you are washing it.

9. Soaking the pierced site in warm water with sea
salts for 10 min a day will hasten healing and help to
remove any crusting or discharge.

10. Some piercers recommend taking multivitamins
and especially vitamin C and zinc to help the healing
process.

11. Avoid overcleaning the area or changing the
jewelry too soon because this can lead to other
problems and/or infection.

12. If your jewelry is internally threaded, like bar-
bells, be sure to check the ends twice a day to make
sure that they are tight.

13. If you have a new piercing on your face or ear,
avoid using makeup or hairspray/other hair products
near that area until it is healed.

14. Do not wear tight clothes over the pierced area.
If you have a navel piercing, do not sleep on your
stomach. If you have an ear piercing, try to avoid
sleeping on that side.

15. Signs of an infection include swelling or hard-
ness in the area of the piercing, pain, a yellow or green
discharge, and a feeling of heat in the pierced area. If
any of these symptoms are present, it is wise to consult
a physician.
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SEE ALSO: Acquired immunodeficiency syndrome, Fetish,
Hepatitis

Suggested Resources

Association of Professional Piercers: http://www.bodypiercinginfo.
biz/index.html

Virtual Hospital: http://www.vh.org/pediatric/patient/dermatology/
tattoo/index.html

DAVID VIDRA

SANA LOUE

Plastic Surgery see Cosmetic Surgery

PMS see Premenstrual Dysphoric Disorder

Polyamory In American culture monogamy, or
the lifelong sexual and emotional commitment of two
individuals to each other, is the norm. Unspoken and
less frequently practiced is polyamory. Polyamory, from
the Greek and Latin roots meaning “many loves,”
describes a diverse range of nonmonogamous relation-
ship styles that heterosexuals, lesbians, gay men, and
bisexuals practice. To be successful, individuals in
polyamorous relationships typically negotiate a set of
rules or agreements around issues such as safer sexual
practices, social proximity to other lovers, frequency of
contact between lovers, and level of emotional and/or
sexual involvement between partners. These agree-
ments make polyamory distinctly different than infi-
delity or promiscuity as all partners are fully aware of
the arrangements. Although infidelity and cheating can
occur within the context of polyamory, polyamorous
individuals strive to be up-front and open about their
desires and practices, which is why polyamory is some-
times referred to as “responsible nonmonogamy.”

Although there is some disagreement over the
terminology used to describe various multipartner rela-
tionships, they can be broadly categorized as primary,
secondary, and tertiary. Primary partners are committed
to a long-term, supportive sexual and emotional rela-
tionship and typically have a high level of involvement

in each other’s daily lives (e.g., share housing and
finances). Secondary partners may also have a long-
term, committed sexual and/or emotional relationship,
but typically live separately and do not share finances.
Tertiary partners may be involved in a relationship for
a brief period of time or have a long-term, but infre-
quent relationship. Although tertiary relationships may
be characterized as highly intimate, individuals’ lives are
typically not as intertwined. It is possible to have any
number and combination of primary, secondary, and
tertiary partners.

No matter the arrangement, polyamorous relation-
ships are typically characterized by mutual respect and
caring for all partners. Because of this, many
polyamorous individuals claim that the lifestyle, or
“lovestyle,” is different from swinging, which involves
more casual sex and typically does not allow for emo-
tionally based relationships to develop. This distinction
is tenuous, however, because some polyamorous indi-
viduals resist such hierarchical classification of relation-
ships and reject such differences. These individuals may
refer to their lifestyle as an “open relationship,” instead
of a “polyamorous relationship.”

Multipartner relationships may be open or closed
to outside sexual partners. For example, a triad of
lovers may decide to be closed and thus only have sex-
ual relations with members of that intimate network.
Such closed polyamorous relationships are also called
polyfidelity and are often considered a safer sex strat-
egy. An open relationship among a small group of
lovers does not have such rules on sexual relationships;
however, there is usually an agreement between part-
ners to disclose new sexual relationships and/or to
consistently practice safer sex.

Although there has been little research on
polyamorous relationships, practitioners often claim
that with communication and support these relation-
ships can be just as healthy as traditional monogamy
and perhaps healthier than serial monogamy.
Polyamory advocates claim that multipartner relation-
ships may be an excellent solution for couples with
different sex drives or different emotional or sexual
needs. Furthermore, some believe polyfidelity or inti-
mate networks are conducive for childrearing because
they mirror the support provided by extended family.

Just as with monogamous relationships, feelings of
jealousy are commonly experienced by those who prac-
tice polyamory. Unless agreements and commitments
between partners have been violated, feelings of jealousy
typically indicate an individual’s insecurity, inability to

Polyamory

514



trust, or lack of self-esteem. Polyamorous individuals are
encouraged to process through feelings of jealousy and
grow emotionally from the experience. The ability to do
so, however, is a learned, ongoing skill and is usually
more successful with the support of a skilled therapist or
friends.

Because the Western world is couple-centric and
values monogamy, polyamorous individuals often
remain closeted or go through a “coming out” process
as they accept their own desires and communicate
those to others. Polyamorous individuals are often stig-
matized as promiscuous, self-centered, irresponsible,
and unable to commit, thus experiencing an emotional
toll. It is important for polyamorous individuals to find
a supportive therapist and community to help deal with
and minimize the stigma of multipartner relations.

SEE ALSO: Safer sex
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Polymyalgia Rheumatica Polymyalgia rheu-
matica (PMR) is an inflammatory condition that typ-
ically causes pain and stiffness in the neck, shoulders,
and pelvic/hip muscles. It occurs almost exclusively in
those over the age of 50 and occurs more often with
age. PMR usually begins with stiffness in the morning
that lasts greater than 1 hr. The stiffness is usually mild
in the beginning, but increases with time and may
become so severe as to cause difficulty getting out
of bed. Occasionally symptoms begin quite abruptly
and become incapacitating almost overnight. While the
neck, hips, and shoulders have the most pain and stiff-
ness, these areas rarely have swelling. The hands,
wrists, and knees are involved less often, but when they
are affected, significant swelling may occur in these
areas. Symptoms such as fatigue, weight loss, and less
commonly fever may occur in about one third of

patients. A severe headache, jaw pain, or new visual
symptoms suggest the possibility of temporal arteritis,
which can occur along with PMR. This requires imme-
diate medical evaluation, as temporal arteritis can cause
sudden irreversible blindness.

The most commonly used test in the diagnosis of
PMR is the erythrocyte sedimentation rate (ESR), which
indicates inflammation somewhere in the body. In PMR,
the ESR level is usually greater than 40 mm/hr. A normal
ESR does not rule out the diagnosis, however, and a
highly elevated ESR does not necessarily mean more
severe disease. The ESR is also elevated in many
conditions other than PMR. Other laboratory abnormali-
ties that may occur include mild anemia and occasionally
abnormal tests of liver function.

Treatment with moderate doses of corticosteroids,
such as prednisone 15–20 mg daily, usually leads to a
prompt response with most symptoms resolving in 
2–3 days. If adequate doses of corticosteroids do not
improve symptoms, the diagnosis of PMR should be
reconsidered. The average length of treatment is
between 1 and 4 years, with some patients requiring
treatment for longer. Corticosteroids can cause multiple
side effects and the minimum effective dose should be
used. When the corticosteroid dose cannot be lowered
to an acceptable level, addition of the drug methotrex-
ate may help. Due to the long duration of corticosteroid
therapy, treatment to prevent corticosteroid-induced
osteoporosis is often given along with the corticos-
teroids. This may include measurement of bone density,
calcium and vitamin D supplementation, and medica-
tions to treat or prevent osteoporosis.

Other inflammatory conditions such as rheumatoid
arthritis, infections, and malignancy may rarely mimic
PMR. Usually, however, the diagnosis of PMR is clear
because of its characteristic symptoms, elevated ESR,
and prompt response to treatment. In 10–15% of
patients, however, PMR may coexist with another con-
dition called temporal arteritis, or giant cell arteritis.
Treatment of temporal arteritis usually requires higher
corticosteroid doses than PMR. Since temporal arteritis
may develop during the treatment of PMR, symptoms of
headache, jaw pain with chewing, or visual symptoms
should be evaluated without delay, even in people who
have responded well to treatment for PMR.

Most people affected by PMR will respond rapidly
to treatment. With careful attention, side effects of treat-
ment are manageable. People with PMR are generally
able to lead normal lives with minimal effect on their
quality of life or functioning.
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SEE ALSO: Giant cell arteritis, Osteoporosis and osteopenia,
Rheumatoid arthritis
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Postpartum Disorders Any psychiatric illness
may occur during the postpartum period. However, the
most common disorders having an onset, recurrence, or
exacerbation in the postpartum period include mood
disorders and anxiety disorders. Difficulty with adjust-
ment and problems in the mother–infant relationship
may also occur after childbirth. Women who experi-
enced a psychiatric disorder prior to or during the preg-
nancy are more likely to experience the symptoms in
the postpartum period (up to 1 year after childbirth).

The postpartum period is a vulnerable time for
emotional disturbances to occur. Physiologically, there
is a rapid shift in hormones, fluid levels, and elec-
trolytes. These changes affect neurotransmitter release
and the neurological stress system (hypothalamic–-
pituitary–adrenal axis and peripheral nervous system)
functioning. Psychologically and socioculturally,
women and their families are adjusting to parenthood
and the new roles they need to perform. This may cre-
ate changes in the family system, particularly in the
marital relationship. All these changes influence the
development of postpartum psychiatric disorders.

POSTPARTUM MOOD DISORDERS

Mood disorders are the most common psychiatric
illnesses to begin or exacerbate in the first few months
to a year after childbirth. Major depression with post-
partum onset occurs in 10–15% of women and includes
identical symptoms to major depression in the general
population of women. Major depression is a psychiatric

disorder that is different from the more benign postpar-
tum blues experienced by 50–80% of women just after
delivery. Postpartum blues is a time-limited (4–10 days)
disturbance of mood reactivity that includes unexpected
mood changes (from sadness to elation) in response to
seemingly minor details, tearfulness, irritability, and
general anxiety, and does not usually interfere with
daily functioning or overall enjoyment of life.
Postpartum blues may result from a natural process of
events following the extreme hormonal changes after
delivery. Twenty percent of women experiencing “the
blues” will develop major depression in the following
months. Postpartum depression may begin in the first
few weeks after delivery but is more commonly seen at
3–6 months postpartum. This is a serious disorder that
requires treatment. Women with a prior history of a
mood disorder or those who have had a previous post-
partum depression are more likely to develop major
depression after childbirth. Psychosocial factors influ-
encing the development of postpartum depression
include marital dissatisfaction, inadequate social sup-
port, and stressful life events.

Despite the relatively high prevalence of postpar-
tum depression, many women with the disorder are not
identified or treated. Women experiencing depression
after the birth of a baby often feel the symptoms are
evidence that they are bad mothers, influencing their
decision not to disclose their symptoms. Some of the
most difficult symptoms to disclose are obsessional
thoughts of harming the baby or ambivalence and neg-
ative feelings toward the baby. However, the incidence
of women with postpartum depression actually harming
the baby is very low. Other symptoms include emo-
tional lability, guilt, poor concentration and memory,
poor sleep, and fatigue. Many of these symptoms are
often labeled as expected in the postpartum period and
are thus overlooked as an indication of a more serious
illness. Although suicidal ideation is very common the
actual rate of suicide is fairly low.

Major depression in the postpartum period has
major consequences for mother–infant pairs as well as
other family members. Depression can impair a
woman’s interest in her infant. The symptoms of
fatigue, negativity, and general low functioning can also
affect how the woman interacts with her infant and
other family members. These factors often lead to a
decrease in the quality of mother–child interactions,
altered maternal responsiveness toward the infant, and
increased child behavior and mood disorders later on.
Early detection and treatment is essential. Treatment
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involves interpersonal, cognitive, or family therapy in
conjunction with antidepressant medication (e.g.,
fluoxetine or nortriptyline).

Postpartum psychoses are rare, yet severe disor-
ders still affect 1–2 women per 1,000 births. This rate
has not changed in the last 150 years and it is consis-
tent throughout other cultures studied, including
women in Africa, the Middle East, and Asia. These data
suggest that psychoses in the first 4 weeks after deliv-
ery are related more strongly to physiological (biologi-
cal) factors rather than psychosocial factors. Postpartum
psychosis is most often a manifestation of bipolar dis-
order as there is frequently a depressive, manic, or
mixed mood episode occurring with hallucinations and
delusions. The mood episodes occur within 2–14 days
following delivery and come on suddenly. Early symp-
toms include restlessness, irritability, and insomnia.
Within a very short period of time, extreme mood labil-
ity, disorientation, erratic behavior, and hallucinations
or delusions begin to emerge. The delusions are often
paranoid delusions that center on the infant being evil
or in some way dangerous. There is a high risk at this
time of suicide, homicide, and infanticide. If untreated,
the rate of infanticide has been as high as 4%. In some
cases, the experience of psychosis is not associated
with a mood disturbance and may be associated with
schizophrenia.

Psychoses in the postpartum period could also be
caused by other medical conditions that are common
during this time, such as thyroid disease, vitamin B12
deficiency, and Tay–Sachs disease. Medication such as
some antibiotics, medications to stop lactation, or
mood-altering drugs can also induce psychosis.

Once potential medical and drug causes are exam-
ined, early and aggressive treatment is needed. Treat-
ment typically includes inpatient hospitalization, mood
stabilizers (e.g., lithium), antipsychotic medication
(e.g., olanzapine or Zyprexa), and occasionally benzo-
diazepines (e.g., lorazepam or Ativan).

POSTPARTUM ANXIETY DISORDERS

Although not as common as the mood disorders,
anxiety disorders also occur in the postpartum period
and are frequently comorbid with a mood disorder.
The diagnoses include generalized anxiety disorder
(GAD), obsessive–compulsive disorder (OCD), and post-
traumatic stress disorder (PTSD). These disorders may
develop with or without panic attacks.

GAD occurs in 4.3% of all women and as many as
10% of postpartum women. It is highly comorbid with
depression and panic disorder. GAD occurs when there
is excessive and persistent worry and anxiety that lasts
for at least 6 months and causes significant distress or
impairment.

OCD occurs in 3–5% of postpartum women and
may be a new onset or a recurrence of a previous ill-
ness. The disorder is characterized by intrusive, obses-
sional thoughts. Occasionally the obsessions are
associated with rituals or compulsive behaviors to
relieve anxiety about the particular obsession. New
mothers who develop OCD typically have obsessional
thoughts about harming the baby. Unlike the hallucina-
tions and delusions of postpartum psychosis, these
thoughts are very frightening and provoke extreme anx-
iety. Women who suffer from these intrusive thoughts
know the thoughts are wrong and do not harm their
infants.

PTSD develops in the postpartum period generally
after a certain event triggers a stress reaction or a panic
attack. The event may be remembrance of a previous
trauma, a very traumatic delivery, extreme suffering, a
long hard labor, or an emergency cesarean section. The
risk of developing PTSD following delivery is higher
in women who have experienced difficult births
in addition to neonatal death or stillbirth.

Treatment of anxiety disorders after childbirth is
usually a combination of psychotherapy and medication.
Cognitive-behavioral therapy is very effective in the
treatment of anxiety disorders. Selective serotonin reup-
take inhibitors (e.g., fluoxetine or Prozac and others), tri-
cyclic antidepressants (e.g., clomipramine or Anafranil
and others), and benzodiazepines (e.g., lorazepam or
Ativan and others) are some of the medications used to
alleviate the symptoms of anxiety disorders.

Adjustment to life as a mother or even to being a
mother of multiple children can be very stressful, espe-
cially if there are additional medical or family concerns.
Adjustment disorders may develop under such condi-
tions. These disorders are characterized by marked dis-
tress to a known stressor, such as childbirth, changing
roles, loss of income, and marital discord, which is in
excess of what would be expected. Adjustment disor-
ders in the postpartum period often involve depressed
mood and anxiety as the main symptoms without symp-
toms of a significant mood disorder.

Any of the postpartum disorders can contribute to
difficulties in the mother–infant relationship. Mothers
experiencing postpartum psychiatric illness may be
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unable to care for their infant, may be afraid to harm
the infant, or may reject the infant. In some instances,
delayed attachment results from these conditions and
requires additional treatment for the mother and the
infant.

SEE ALSO: Anxiety disorders, Bipolar disorder, Depression,
Mood disorders
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Postpartum Period The postpartum period,
also known as the puerperium, lasts from the delivery
of the infant until about 8 weeks after the delivery. Most
of the anatomic and physiologic changes a woman
experiences in pregnancy will have returned to the
normal state by this 8-week time. The new mother will
experience many changes during this postpartum
period. The most important changes will be discussed.

The uterus rapidly returns to the normal, nonpreg-
nant size over the first few weeks after delivery.
Following delivery, there is a heavy, bloody vaginal
flow, known as lochia, for several hours, which transi-
tions into a reddish brown discharge by the fourth day
postpartum. This discharge then transitions to a yellow-
brown mucous discharge, lochia serosa, which lasts
until approximately 25 days after delivery. However,
10–15% of women will still have some lochia serosa at
the time of their 6-week postpartum visit with their
obstetric provider.

Many women have an episiotomy or spontaneous
laceration at the time of their delivery, which will be ini-
tially uncomfortable. Such women should delay inter-
course for at least 3 weeks to allow healing of the
wound and reabsorption of any suture used in the
repair. Iced sitz baths appear to assist women by reduc-
ing pain and swelling. A woman should initially fill a
sitz basin with tepid water, then add the ice cubes, with
the episiotomy area remaining submerged in the bath
for 20–30 minutes. Topical anesthetic sprays are often
started in the hospital or birthing center after delivery.
Pain from hemorrhoids, either from swelling or pro-
lapse from the anus, may be managed with topical
creams and witch hazel compresses (Tucks pad), and
extra dietary fiber to ensure soft bowel movements.

Many couples do not resume sexual activity until
after the 6- to 8-week postpartum examination by the
obstetric provider. Though unnecessary to wait before
resuming sexual relations at this time, for some women
with minimal birth trauma, the sex drive (libido) is gen-
erally diminished for weeks to months due to fatigue
and other family adjustments to the newborn infant.
The couple interested in spacing pregnancies will want
to consider a contraceptive choice before resuming
sexual activity. Women who are breast-feeding “on
demand,” with the breast milk as the exclusive source
of the infant’s nutrition, will generally have several
months of suppressed ovulation. The addition of
another method of contraception, either hormonal (like
the progestin-only contraceptive pill) or a barrier
method (like a diaphragm or condom), will provide
additional pregnancy protection. When women first
become sexually active after a delivery, it is common to
experience some vaginal dryness and discomfort. Use
of additional lubrication (like Astroglide) and open
communication with the partner regarding discomfort is
essential.

Women are strongly encouraged to breast-feed
their newborn infant. Breast milk provides the optimal
nutrition for babies and is convenient and affordable.
Breast-fed babies have less infectious illness and future
problems with obesity. Maintenance of breast-feeding
for at least the infant’s first year of life is encouraged.
Women returning to work after recovering from deliv-
ery can continue to provide breast milk, either by
pumping and storing breast milk, or if available and
close to the workplace, breast-feeding during work
breaks.

The new mother will experience a full range of
emotions during the first few weeks after delivery,
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including joy and contentment as well as sadness and a
sense of being overwhelmed. A very common condi-
tion, affecting as many as 85% of new mothers, is a con-
dition known as “postpartum blues” or “baby blues.”
The condition typically begins 3 or 4 days after birth
and may last several days. Symptoms include mood
swings (happy one minute, crying the next), feelings of
depression, a hard time concentrating, a poor appetite,
and sleeping difficulty. These symptoms will generally
resolve by 10 days after the delivery. Some women
have worse symptoms of depression, which lasts
longer. This condition, known as “postpartum depres-
sion,” is much more serious and requires evaluation by
a health care professional. Women with postpartum
depression will have symptoms that include loss of
interest in activities, loss of appetite, low energy, a hard
time falling asleep and staying asleep, frequent crying,
and feelings of sadness, worthlessness, and hopeless-
ness. A woman may also experience thoughts of harm-
ing herself. It is essential that women experiencing
these symptoms be promptly evaluated and treated.
Fortunately, the newer antidepressant medications,
along with counseling, can result in significant improve-
ments. Several of these medications can also be used
safely in women who wish to continue breast-feeding.

SEE ALSO: Libido and desire, Postpartum disorders
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Posttraumatic Stress Disorder Post-
traumatic stress disorder (PTSD) is an anxiety disorder

that follows exposure to a traumatic event. Research
shows that 10.4% of women and 5.0% of men develop
PTSD at some point in their lives. The precise reason
for the twice greater prevalence of PTSD in women is
not known, though a combination of biological causes
(e.g., hormones) and environmental causes (e.g., gender
socialization) are most likely responsible.

A traumatic event is the experiencing or witnessing
of actual or threatened death or serious injury. In
women the most frequent traumas are childhood sexual
abuse, rape, domestic violence, and traumatic labor and
delivery.

The symptoms of PTSD are divided into three cat-
egories. The first is the persistent reexperiencing of the
traumatic event. This reexperiencing can take the form
of intrusive recollections, recurrent dreams, reliving of
the experience, hallucinations, flashbacks, and intense
psychological distress and/or anxiety on exposure to
cues that symbolize the traumatic event.

The second category of symptoms is avoidance of
stimuli associated with the trauma and numbing
of responsiveness. The avoidance can take the form of
efforts to avoid thoughts, feelings, activities, places, or
people associated with the trauma. The avoidance can
also be manifested by the inability to recall important
aspects of the trauma. The numbing can take the form
of diminished interest in significant activities, a feeling
of detachment or estrangement from other people,
restricted range of feelings and emotions (e.g., love or
intimacy), and a sense of a foreshortened future.

The third category of symptoms are those of
increased arousal. Profound difficulty falling or staying
asleep is a hallmark of PTSD. Other symptoms of
increased arousal are irritability or outbursts of anger,
hypervigilance, exaggerated startle response, and
difficulty concentrating.

The majority of individuals who experience a
trauma manifest some of the above symptoms, but in
approximately 50–66% of cases the symptoms begin to
improve within 4 weeks. If the significant symptoms
persist after 1 month, then a diagnosis of PTSD can
be made.

Individuals with chronic PTSD commonly develop
additional psychiatric illnesses. Depression and alcohol
and/or substance abuse are the most common comor-
bid illnesses, but there is also an increased prevalence of
panic disorder, generalized anxiety disorder, obsessive–
compulsive disorder, and mania. The occurrence of the
aforementioned comorbid illnesses can complicate
the course and treatment of PTSD.
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Psychotherapy and medication are the two major
forms of treatment of PTSD. The most commonly used
psychotherapeutic treatments are known as cognitive–
behavioral interventions. The goals of these techniques
include: (a) helping patients to confront traumatic memo-
ries rather than avoid them; (b) decreasing avoidance of
normal activities; (c) reducing anxiety associated with
traumatic memories; and (d) correcting beliefs that have
decreased self-esteem or the ability to function 
(e.g., inordinate guilt or feelings of helplessness).

The second major form of treatment of PTSD is
medication. The group of medications that is known as
antidepressants actually improves PTSD whether depres-
sion is present or not. The most effective medications in
this category are the selective serotonin reuptake
inhibitors, that is, medications that increase the avail-
ability of the neurotransmitter serotonin in the brain.

Future research on PTSD is focused on under-
standing how trauma adversely effects the biological
functioning of the brain as a means of refining the treat-
ment of the disorder. Recent research on an area of the
brain known as the amygdala promises to enhance the
understanding of how traumatic memories are recorded
and reexperienced. Such research could lead to
improved treatment of PTSD and could perhaps lead
to prevention of the disorder in those exposed to
traumatic events.

SEE ALSO: Anxiety disorders, Depression, Mood disorders,
Panic attack
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Preconception Care Preconception care is the
promotion of the health and well-being of a woman
and her partner before pregnancy. The optimal time to
identify, manage, and treat many potential pregnancy
conditions and complications is before pregnancy

occurs. The goal of a preconception office visit with a
primary care doctor is to identify and assess those med-
ical and social conditions that may put the mother and
her baby at risk. The benefits of intentionally preparing
for a pregnancy relate to the important and critical
period of fetal organ development that occurs in the
first 10 weeks after fertilization. The traditional first pre-
natal visit is too late to impact on pregnancy complica-
tions impacted by prescription and nonprescription
drugs, alcohol, and poor diet. 

THE PRECONCEPTION HISTORY

The primary care physician will want to approach
the preconception evaluation systematically. A woman
should come to a preconception office visit prepared to
discuss the following aspects of their health history:

● Medications
● Exposure to possible toxins
● Age, family history, and genetic disorders
● Infections and immunizations
● Social habits
● Diet and exercise
● Any chronic illnesses

Medications

A key challenge is to identify those medications
and chemicals that are potentially harmful to the fetus
before conception and discourage their use during the
preconception and early pregnancy periods. All current
prescription and nonprescription medications as well as
herbal supplements must be reviewed.

Work, Home, and Hobby—Exposure to
Toxins

Many toxic exposures are teratogenic (damaging to
the fetus), including occupational exposure to organic
solvents, anesthetic gases, and antineoplastic agents.
Women planning a pregnancy should minimize use of
common household products such as paint and paint
removal products, bleaches, lye, and oven cleaners.
There is no convincing evidence of adverse pregnancy
outcomes for women exposed to common sources of
electromagnetic field radiation, such as office and home
computer use, electric blankets, and heated waterbeds.
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Age, Family History, and Genetic Disorders

Many women are postponing pregnancy because of
educational and career goals, therefore advanced mater-
nal age is becoming more common. The older woman
is more likely to have concerns about chromosomal
abnormalities and infertility as well as an increased like-
lihood of chronic medical illness. Advanced maternal
age contributes to the risk of chromosomal abnor-
malities, as does advanced paternal age over 60. The
preconception period is the perfect opportunity to
educate parents about a woman’s fertility “biologic time
clock” (particularly after the age of 35 years), and the
purposes and techniques of prenatal diagnosis. A
detailed review of the woman’s family history and eth-
nicity for genetic disorders (for such disorders as cystic
fibrosis, sickle-cell anemia, and Tay–Sachs disease) and
malformations (such as neural tube defects) is important
during a preconception office visit. A genetic counselor
or maternal–fetal specialist may need to be seen if there
is a personal or family history of a child with a potential
genetic disorder, or advanced maternal age.

Infections and Immunizations

Hepatitis B is the most common type of hepatitis in
the United States. Risk factors for hepatitis B include
multiple sexual partners, sexually transmitted diseases,
blood transfusions, and intravenous drug abuse in both
the patient and her sexual partner. All women should
be screened for hepatitis B, and those patients at high
risk should have more detailed testing. Most women
who might transmit the HIV infection to their fetus are
asymptomatic. Vertical transmission (from mother to
baby) results in approximately a 25% chance of fetal
infection from an untreated HIV-positive mother, a risk
that can be significantly reduced with preconception or
early pregnancy treatment. During the preconception
period, women should be educated about high-risk
behavior as well as given advice on contraception. All
sexually active women should be offered HIV testing.

Toxoplasma gondii is a parasite that can cause
fetal growth retardation and congenital anomalies.
Approximately 30% of adults in the United States have
serologic evidence of prior exposure. Screening is con-
troversial because evidence that treatment prevents
congenital disease is lacking. Patients can reduce their
risk by avoiding the high-risk practices of eating raw or
uncooked meat, changing cat litter, and failing to wash
kitchen knives after preparing raw meat products.

Congenital cytomegalovirus (CMV) infection occurs in
1% of all live births in United States, and causes major
neonatal illness in 5–10% of these cases. Most congeni-
tal CMV is a result of a primary (first time) infection dur-
ing pregnancy. No specific recommendations for health
care and day care workers have emerged, other than
universal precautions—thorough hand washing and use
of protective gloves and garments. However, day care
workers caring for children in the 12- to 36-month age
group have the highest risk of occupational CMV
infection and, if seronegative (no blood evidence of
antibodies as protection), may want to consider shifting
their job to care for either infants or older children to
reduce their exposure.

The preconception visit should include an evalua-
tion and update of standard adult immunizations. These
would include tetanus, rubella, hepatitis, and varicella
(chicken pox). Finally, pregnancy is considered a high-
risk condition for influenza. Women expected to be at
least 3 months pregnant during the influenza season
(November to April) should be vaccinated.

Social Habits

A woman’s psychosocial and mental health can
have a significant impact on a pregnancy. Ongoing use
of alcohol, tobacco, and illicit drugs should end due to
the risks to the woman and her future baby.
Unfortunately, approximately a third of women in the
United States drink alcohol during their pregnancy.
However, even modest amounts of alcohol consump-
tion during pregnancy can cause persistent neurobe-
havioral deficits in children. Approximately 18% of
pregnant women report smoking tobacco and will be at
risk for such complications as abruptio placentae (pla-
cental abruption and bleeding), preeclampsia (tox-
emia), and preterm labor.

Diet and Exercise

A balanced diet, along with the achievement or
maintenance of an ideal body weight improves preg-
nancy outcomes. Women with eating disorders should
be evaluated and treated prior to pregnancy. Most gen-
eral diets, including vegetarianism, will be safe during
pregnancy. More restrictive diets, such as lactovegetari-
ans (who eat no eggs) and vegans (who eat only
plants), will require supplementary calcium, zinc, iron,
and vitamins B and D. High-dose vitamin supplements
should be avoided. Daily folic acid intake of 0.4 mg
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should begin at least 1 month prior to pregnancy and
continued through the first trimester. For women who
have had a child with a neural tube defect, a higher
dose of folic acid (4.0 mg) is recommended and has
been shown to decrease the recurrence rate of neural
tube defects. The Food and Drug Administration has
recently warned that women who may become preg-
nant, and those pregnant and lactating, should avoid
certain fish (such as shark, swordfish, and king mack-
erel) because of methyl mercury. This form of mercury
can cause harm to the developing fetal nervous system.

The current evidence continues to demonstrate
marked benefit to both the mother and fetus for women
who exercise during pregnancy. The current recom-
mendation is for women to continue their prepreg-
nancy activity level when they become pregnant.
Specific guidelines for maximum heart rate ranges dur-
ing pregnancy should be discussed.

Chronic Illnesses

The woman contemplating a pregnancy who has a
chronic illness should seek the advice of her physician.
Examples of such illnesses include asthma, high blood
pressure, and heart and kidney disease. The physician’s
goal will be to optimize the health status for the exist-
ing illness prior to pregnancy, and alert the woman to
any additional risks.

SEE ALSO: Diet, Exercise, Immunization, Pregnancy, Prenatal
care, Toxoplasmosis

Suggested Reading

Frey, K. A. (2002). Preconception care by the nonobstetrical provider.
Mayo Clinic Proceedings, 77(5), 469–473.

Frey, K. A. (2002). Preconception care. Primary Care Reports, 8(25),
222–227.

KEITH A. FREY

Preeclampsia Preeclampsia, otherwise known
as “toxemia,” is a disease unique to pregnancy that
affects approximately 5–8% of all pregnant women. Pre-
eclampsia is part of the spectrum of hypertensive disor-
ders of pregnancy, which accounts for approximately
18% of all maternal deaths in the United States.

By definition, preeclampsia is unique to pregnancy
and usually occurs after 20 weeks’ gestation. Preeclampsia
has traditionally been diagnosed clinically with a triad of
signs including two of the following three: edema
(swelling), hypertension (high blood pressure), and pro-
teinuria (protein in the urine). The edema is significant if
it occurs in the face and hands (as opposed to legs
and feet), but this has recently become the least impor-
tant symptom in the diagnosis. Preeclampsia can be asso-
ciated with a dramatic weight gain over a short period of
time. Hypertension is defined as two blood pressure
readings of greater than 140/90 taken in the seated posi-
tion greater than 6 hr apart. Prior to 20 weeks’ gestation,
an elevation in blood pressure is usually unrelated to the
woman being pregnant, and preeclampsia is a disease
that typically occurs later than 20 weeks’ gestation.
Proteinuria is defined as 	300 mg protein in a 24-hr col-
lection of urine or greater than or equal to 1� protein
dipped on a clean catch urine.

Risks factors for developing preeclampsia
include: first pregnancy; more than one fetus (twins,
triplets, etc.); having had preeclampsia in a prior preg-
nancy; diabetes; molar pregnancies; chronic hyperten-
sion; systemic lupus erythematosus (SLE); kidney
disease; obesity; older age; thrombophilias (blood clot-
ting disorders); and family history. The exact etiology of
preeclampsia is unclear, but we have some clues. For
example, preeclampsia is not only unique to pregnancy,
but it is also unique to the placenta versus the fetus. This
is demonstrated by the fact that molar pregnancies (with-
out fetal tissue) are at high risk for preeclampsia as well
as pregnancies complicated by abnormal placentas.
There is evidence that changes of preeclampsia start as
early as the first trimester of pregnancy with abnormal
blood vessels in the early placental tissue. This may pre-
dispose a patient to release of “toxins,” hence the older
term toxemia. The only cure for preeclampsia is delivery
or evacuation of the uterus. However, preeclampsia may
be temporized depending on the severity of the disease
and the health of the mother and fetus.

Preeclampsia is stratified into mild and severe.
Severe preeclampsia is also subdivided into severe
preeclampsia based on blood pressure (	160/110
mm Hg as measured with a blood pressure cuff) or pro-
teinuria (	5 g in 24 hr), HELLP syndrome (hemolysis
[the breakdown of red blood cells], elevated liver
enzymes, and low platelets), and eclampsia. Other indi-
cators of severe preeclampsia are maternal symptoms
and fetal symptoms. Maternal signs and symptoms are
headache, blurry vision or flashing lights, mid or right
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upper quadrant abdominal pain, oliguria (low urine
output), pulmonary edema (water on the lungs), heart
failure, and kidney failure. Fetal signs are oligohydram-
nios (low amniotic fluid) and intrauterine growth
restriction (failure to grow appropriately in the uterus).

Eclampsia is perhaps the most severe form of
preeclampsia and is defined by the presence of seizures
with no other known seizure etiology. Prophylaxis
against seizures is typically administered for the severe
preeclamptic patient and often the mild preeclamptic
patient. The most common and most effective seizure
prophylaxis (preventive) is intravenous magnesium
sulfate. The standard dose is 4 g IV (intravenous) over
20 min and then 2 g IV per hour. Seizures are most
likely to occur during labor and in the first 24 hr after
delivery. The most commonly associated prodromal
(warning) symptoms of an eclamptic seizure are a
headache and visual changes. Seizures have also been
reported up to 2 weeks postpartum but if they occur
more than 48 hr postpartum, other reasons for the
seizure must be considered.

Management of preeclampsia and eclampsia
depends on the severity as stated above. Eclampsia and
HELLP syndrome necessitate delivery regardless of ges-
tational age. Mild preeclampsia can be monitored
closely until either the fetus’ lungs are mature or a ges-
tational age of 36 weeks is reached. Severe preeclampsia
should also be delivered expeditiously unless the diag-
nosis is based on elevated blood pressure that can be
controlled with medication or based solely on protein-
uria. Patients who have severe preeclampsia but are
delaying delivery due to fetal immaturity should be
managed at a tertiary care center as an inpatient with
daily maternal and fetal testing.

SEE ALSO: Diabetes, Hypertension, Preconception care,
Pregnancy, Renal disease, Seizures, Systemic lupus erythe-
matosus
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Pregnancy Pregnancy is a time of great anticipa-
tion and immense physiologic change for a woman. A
woman’s body goes through significant anatomic and

hormonal changes during pregnancy in order to support
the development of her growing baby. The estimated
date of delivery or “due date” is generally 40 weeks after
the first day of the last menstrual period. Ultrasound can
also be used to establish the dating of the pregnancy if
the last menstrual period is uncertain. Pregnancy is
divided into trimesters for the purposes of discussing
common milestones and problems at each period of
development. Maternity care providers often refer to the
“gestational age” in weeks during ongoing care; gesta-
tional age includes the 2 weeks prior to conception.

The first trimester includes the weeks between the
last menstrual period and 12 weeks of pregnancy.
Conception occurs in the fallopian tube 1–5 days after an
ovum (egg) is released from the ovary and is fertilized by
a sperm. The first division of cells occurs 12 hr later and
the fertilized egg continues to divide every 12–15 hr there-
after. When the fertilized egg drops out of the fallopian
tube into the uterus it contains hundreds of cells.
Implantation of the fertilized ovum (now called a blasto-
cyst) occurs 4–8 days after ovulation. The corpus luteum,
a structure on the ovary that is a remnant from the ovar-
ian follicle that released the egg, secretes the female hor-
mone, progesterone. This hormone prevents the
endometrial (uterine) lining from shedding, thus allowing
the blastocyst to remain implanted in the uterus.
Occasionally, a fertilized ovum will not be able to exit the
fallopian tube. This results in a condition called ectopic
pregnancy. Ectopic pregnancies put the mother at signif-
icant risk for intra-abdominal bleeding as the fallopian
tube is not designed to support a developing embryo.

Within 12 days after conception, the placenta, a
collection of both embryonic and maternal cells, begins
to form. This organ exchanges nutrients from the mater-
nal blood supply for waste products from the fetus. The
developing embryo attaches to the placenta via the
umbilical cord. The placenta and ovaries all contribute
to increased levels of progesterone, estrogen, and beta-
human chorionic gonadotropin (beta-hCG, the “preg-
nancy hormone”) that are necessary to maintain a
normal pregnancy.

At 5 weeks’ gestation (3 weeks after conception)
the embryo is 1–7 in. long and has developed three sepa-
rate cell layers. One layer develops into the neural tube
(brain, spinal cord, nerves, and backbone). A second
layer becomes the heart and blood vessels, bones, mus-
cles, and genitourinary system. The heart begins to beat
21–22 days after conception. The third (inner) layer
develops into the urinary bladder and esophagus, stom-
ach, and bowel.
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Three weeks later the embryo is 1–2 in. long and the
arms and legs have begun to develop. Transvaginal
ultrasound can easily detect an embryo with a heartbeat
at this time.

At 8 weeks’ gestation (5 weeks after conception)
the embryo is 11–4 in. long. The beginnings of all major
organs are formed and the skeleton and ears are begin-
ning to develop.

At the end of the first trimester, or 11–14 weeks’
gestation (9–12 weeks since conception), the embryo is
3 in. long and weighs 11–2 oz. All organ systems are in
place and the brain, nerves, and muscles start to func-
tion. The embryo has begun to make small movements
although the woman is not able to feel them due to its
small size. The genitalia now have recognizable male or
female characteristics.

The first trimester is a period of critical organ devel-
opment. Infections and environmental toxins (tobacco
products, illicit drugs, alcohol, medications, and chemi-
cal exposures) can cause abnormalities in development,
particularly 3–8 weeks after conception (5–10 weeks’
gestation). Examples of problems that can occur include
abnormal development of the brain and spinal cord
(neural tube defects) and miscarriage. The risk of neural
tube defects can be decreased by ensuring maternal
intake of at least 400 mg of folic acid daily prior to con-
ception. Over 80% of miscarriages occur in the first
12 weeks of pregnancy. They are most commonly
caused by abnormal division of the embryonic cells
or abnormalities of the fetal chromosomes that lead to
abnormal organ development. Common symptoms of
miscarriage include cramping and bleeding.

Many women experience nausea and vomiting,
increased fatigue, frequent urination, breast tenderness,
and dizziness during the first trimester. Nausea and
vomiting are due to the hormonal changes, primarily
increased progesterone and beta-hCG, that occur with
early pregnancy. Up to 70% of women experience these
symptoms, which typically begin at 6–8 weeks’ gesta-
tion and diminish after 13–16 weeks. Fatigue is due to
increased metabolic demands on the female body.
A pregnant woman begins to produce more blood cells
and her heart rate increases to accommodate the need
to pump blood to the placenta and developing embryo.
The increasing size of the uterus and increased effi-
ciency of the maternal kidneys both contribute to urinary
frequency, a condition which eases during the second
trimester. Increased maternal estrogen and proges-
terone both cause breast tenderness, enlargement, and
tingling. These hormones also promote further breast

development throughout the pregnancy to support lac-
tation. Dizziness due to hormonal changes as well as
changes in heart rate and blood volume may also be
worsened by fatigue and nausea. Concerning symptoms
that should be reported to the maternity care provider
during the first trimester of pregnancy include vaginal
bleeding and cramping, abdominal pain, and painful
urination.

The second trimester includes 13–27 weeks of ges-
tation (11–25 weeks after conception). At 15–18 weeks’
gestation (13–16 weeks after conception) the fetus is 
31–2 in. long and weighs 7 oz. The eyebrows and scalp
hair are beginning to develop. By 19–22 weeks’ gesta-
tion (17–20 weeks after conception) the fetus is 
71–2 in. long and weighs 1 lb. At this time, vernix, a white
creamy substance, forms on the skin in order to protect
it from the amniotic fluid. The fetal kidneys have begun
to make urine and all internal organs are formed. The
fetus is able to hear and react to sound. At the end of
the second trimester (21–25 weeks after conception or
23–27 weeks’ gestation) the fetus has little body fat. It
is 11–15 in. long and weighs 11–2 –2 lb. The lungs have
begun to secrete surfactant, a chemical which will pre-
pare the fetal lungs to breathe air after birth.

From a maternal standpoint, the second trimester is
often referred to as the “golden period.” Fatigue and
nausea have improved and the body has not yet
changed enough to feel awkward. Most women begin to
experience fetal movement, described as “fluttering” or
“tapping” between 18 and 20 weeks’ gestation. The
uterus is rapidly increasing in size and will be measured
at each prenatal visit. It typically reaches the level of the
maternal umbilicus by 20 weeks’ gestation and increases
by 1 cm per week thereafter. Lower blood pressure and
increased heart rate may predispose the mother to light-
headedness with rapid changes in position. There may
be an increase in vaginal discharge due to increased
hormonal levels. Common physical complaints at this
time include leg cramps and low back pain. Slowing of
bowel motility due to progesterone can cause increased
heartburn and constipation. Anticipated maternal weight
gain during this portion of pregnancy is 1 lb per week.

The third trimester encompasses 28–40 weeks’ ges-
tation (26–38 weeks after conception). A fetus between
28 and 31 weeks’ pregnancy is able to open its eyes. The
lungs are more developed but often require support for
breathing if born prematurely. At this stage, the fetus
weighs 2–3 lb and is 12–16 in. long.

Between 32 and 36 weeks’ gestation, the fetal
lungs continue to mature and the sucking reflex,
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required for feeding, is improving. Premature infants at
this stage of development vary in their need for support
of temperature, feeding, and breathing. These fetuses
range from 3 to 6 lb and are 16–19 in. long.

Typical maternal symptoms during the third
trimester include shortness of breath due to increased
pressure of the growing fetus and uterus on the
diaphragm. Some pregnant women experience sciatic
nerve pain (sharp pain or numbness in the buttock radi-
ating into the leg) due to pressure of the uterus on this
nerve. Sharp or stabbing pain in the vaginal area is not
uncommon as the cervix begins to change in prepara-
tion for childbirth. This is generally not concerning
unless accompanied by abdominal pain or bleeding.
Increased urination and difficulty finding a comfortable
sleeping position result in maternal sleep disturbances.

At 37–40 weeks’ gestation the fetus is considered
full term. Less than 3% of women will deliver on their
due date at 40 weeks’ gestation. Average weight at the
time of delivery is 6–9 lb with a length of 18–21 in.
Many pregnancies may continue for 1–2 weeks after the
due date. Labor may commence at any time. The baby
is fully developed, and if healthy, is ready for delivery
and life outside the mother. A pregnancy is not con-
sidered abnormally prolonged until it has exceeded
42 weeks.

SEE ALSO: Labor and delivery, Miscarriage, Neural tube defects,
Pregnancy testing, Prenatal care
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Pregnancy Testing Early and accurate diagno-
sis of pregnancy is important in order to determine the

estimated date of delivery and to allow the pregnant
woman to make decisions regarding her reproductive
care. There are several different ways to diagnose
intrauterine pregnancy including increased blood
or urine levels of the pregnancy hormone beta-
human chorionic gonadotropin (beta-hCG), ultrasound
visualization of an embryo in the uterus, and the
presence of audible fetal heart tones.

Within 12 days after conception, the placenta, a
collection of fetal and maternal cells, begins to form
and secrete the hormone beta-hCG. The levels of beta-
hCG double every 2–3 days and are detectable in
both blood and urine. Concentrations of this hormone
vary depending on the individual and the stage of
pregnancy.

Home pregnancy tests use monoclonal antibodies
to detect the presence of beta-hCG in the urine. Some
tests are able to detect very low levels of this hormone
(approximately ten millionths of an International Unit)
several days before a missed menstrual period.
However, due to the very low levels of hormone in the
urine and inherent inaccuracies of the test, up to 50% of
early pregnancies may be missed if a woman depends
only on this early urine testing. Home urine pregnancy
tests are most accurate if taken 1 week after the missed
menstrual period. A positive home pregnancy test
should be followed up by an appointment with a mater-
nity care provider (family physician, midwife, or obste-
trician) to confirm the diagnosis of pregnancy and
discuss ongoing care.

While urine tests are designed to detect either the
presence or absence of beta-hCG, serum pregnancy
tests can be used to quantify the amount of this hor-
mone in the blood. The absolute amount of beta-hCG
may be used by a woman’s health care provider to fol-
low the progress of the early pregnancy. A level that
does not double every 2–3 days may be suggestive of a
nonviable pregnancy.

Ultrasound of the uterus can provide confirmation
of an intrauterine pregnancy as well as an accurate esti-
mate of the due date. Typically, by 6 weeks’ gestation
(4 weeks after conception), a transvaginal ultrasound
can detect an embryonic pole and heartbeat. It is pos-
sible to hear the fetal heartbeat through the abdominal
wall using a Doppler device at 10–12 weeks’ gestational
age (8–10 weeks after conception).

SEE ALSO: Pregnancy, Prenatal care, Ultrasound
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Premarital Agreement see Prenuptial
Agreement

Premenstrual Dysphoric Disorder
Hippocrates first documented mood and bodily symp-
toms related to the menstrual cycle. In 1931 the term
“premenstrual tension” was introduced. This related to
a set of symptoms that appeared a week before menses
and resolved with the start of menses. In the 1950s,
Greene and Dalton coined the term “the premenstrual
syndrome” (PMS), but PMS has not been in the forefront
of medical science until more recently. In contrast, pop-
ular culture has long discussed PMS. It is both a well-
known term to the layperson and now the subject of
examination by the American Psychiatric Association.
PMS is the diagnosis frequently given by primary care
physicians and obstetrician–gynecologists. Mental
health practitioners favor the term “premenstrual dys-
phoric disorder” (PMDD).

The continuum of PMS complaints varies with each
individual. Physical symptoms include headaches,
breast pain, fatigue, weight gain, appetite changes, and
bloating. Emotional symptoms are irritability, depressed
mood, and mood swings. Both the physical and emo-
tional symptoms must occur in the latter half of the
menstrual cycle usually ending when menstrual flow
begins. Approximately 70% of menstruating American
women have some type of premenstrual complaints.
Only 3–5% of these women have problems severe
enough to interfere with life activities, meriting a diag-
nosis of PMS or PMDD. For these women, the physical
and emotional symptoms can significantly interfere with
relationships at work and home, leading to potential
economic problems and divorce.

Obtaining the correct diagnosis is crucial for the
patient. Many common psychiatric disorders produce
similar symptoms. Environmental factors such as the
presence of active domestic violence and past sexual
abuse play into the reporting of premenstrual problems.
Some women may be more comfortable seeing their
gynecologist as opposed to seeing a psychiatrist due to
how they view psychiatric care. Ethnic and racial
groups around the globe have symptoms but describe
different severity levels and different manifestations of
their PMS.

Risk factors include age in the late 20s to mid-30s,
and for some women, a history of mental health diffi-
culty as well as a family history of PMS. Patient evalu-
ation for PMS/PMDD requires careful screening to rule
out various disorders that may present to the physician
as related to premenstrual difficulties. The key feature
of both PMS and PMDD is the timing of symptoms to
the latter half of the menstrual cycle (the luteal phase).
After eliciting a listing of medical problems, a careful
psychiatric history is crucial. Depression, anxiety/panic,
eating disorders, or even substance abuse belie the true
cause of their symptoms. Making the diagnosis even
more challenging is the fact that the luteal phase of the
menstrual cycle can exacerbate all of the above psychi-
atric illnesses. Asking about domestic violence or sexual
abuse completes the necessary history.

In order to assess the relationship of the symptoms
to the luteal phase of the menstrual cycle, a prospective
recording of changes in mood, irritability, carbohydrate
cravings, weight gain, and the like must be obtained.
The diagnosis of PMDD requires prospective recording
of two menstrual cycles. Using a graph-like system, the
patient should code symptom type and severity under-
neath the sequential days of the cycle.

The underlying causes of PMS have not been com-
pletely elucidated. Endocrine studies show that PMS is
not related to a simple excess or deficiency in hormone
status. Genetic factors exist as well. Identical twins have
similar scoring of their PMS symptoms in comparison to
fraternal twins.

The interaction of ovarian steroid hormones with
the central nervous system neurotransmitters may be
the true basis for PMS. The role of the neurotransmitter
compound serotonin appears to be significant. This
substance is also believed to be involved in a host of
psychiatric disorders. Animal data indicate that ovarian
hormones influence serotonergic brain activity. Lower
levels of serotonin are believed to cause symptoms of
depressed mood, irritability, impulsiveness, as well as
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the increased desire for carbohydrates. The natural cen-
tral nervous system opiate compounds along with
gamma-aminobutyric acid (GABA) and adrenaline-
related neurotransmitters may also be involved.

Treatment approaches for PMS/PMDD vary widely,
but only a few have undergone rigorous evaluations.
Some pharmacological treatments have been studied
thoroughly, whereas healthy lifestyle changes have not
been evaluated under controlled studies. Anti-
depressants called selective serotonin reuptake
inhibitors (SSRIs), such as fluoxetine (Prozac), can be
administered daily or during the luteal phase of the
cycle. Related compounds sertraline (Zoloft) and parox-
etine (Paxil) also may be effective. These medications
show efficacy both on emotional symptoms as well as
some of the physical symptoms especially bloating,
breast tenderness, and appetite. Adverse effects include
low libido that complicates continuous dosing of these
medications. The tricyclic antidepressant clomipramine
showed positive results. Medication for anxiety such as
alprazolam (Xanax), as well as the novel anxiolytic
agent buspirone may be reasonable alternatives.
Gonadotropin-releasing hormone (GnRH) analogs pro-
vide relief by stopping ovarian function. However,
GnRH analogs may not relieve the severe emotional
problems of PMS/PMDD and will potentially cause
osteoporosis and symptoms of menopause. There have
been mixed results using standard oral contraceptives,
because they may improve only a few of the physical
symptoms and do not always lead to improvement of
the emotional symptoms. Using oral contraceptives in a
continuous fashion (eliminating placebo pills, that is,
the pills that do not contain hormones) may be more
successful. Danazol, an androgenic synthetic hormone,
may help in treating mood and physical symptoms of
PMS along with relief of premenstrual migraine
headache. Unfortunately, danazol and other medica-
tions also have some unwanted side effects.

Nonpharmacological approaches, though not as
well researched, appear to help many women. The
elimination of caffeine, alcohol, chocolate, and sugar
may provide some relief. Calcium supplementation of
1,200 mg a day showed better-than-placebo (pills that
do not contain any drug) rates of improvement in mood
and emotional difficulties. Pyridoxine (vitamin B6) in
doses under 100 mg a day may provide some efficacy,
though adverse effects such as insomnia and neurop-
athy may complicate therapy. Aerobic exercise can be
very helpful. Psychotherapy and patient education offer
help to many women as well.

SEE ALSO: Anxiety disorders, Bipolar disorder, Menstrual cycle
disorders, Mood disorders, Oral contraception, Psychologists,
Psychotherapy
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Premenstrual Syndrome see
Premenstrual Dysphoric Disorder

Prenatal Care A pregnancy is an exciting and
wonderful event in a woman’s life, one which incorpo-
rates remarkable physical changes, intense emotions,
and growth in important relationships. About 50% of
pregnancies are unplanned, which may have conse-
quences to the physical health of the mother and fetus,
as well as emotional turmoil. Planning and preparing
for a pregnancy will often improve the outcome and is
the subject of the entry Preconception care.

PREGNANCY CARE

One of the most important steps a woman can take
when she either suspects a pregnancy or notes a posi-
tive home pregnancy test is to establish an early
appointment with the obstetric provider. In the United
States, there are both physician and nonphysician
health care professionals who provide pregnancy care
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through the delivery of the infant. The physician spe-
cialties include obstetricians and some family physi-
cians. Nonphysician professionals include two kinds
of midwives: the certified nurse midwife and the lay
midwife. The availability of each of these four types of
pregnancy care providers varies by region in the United
States.

An early prenatal appointment is essential to estab-
lish an accurate “due date,” or what the physician calls
an “EDC” (estimated date of confinement). A woman
should try to make her first prenatal appointment within
2–3 weeks of missing her period or noting a positive
home pregnancy test. Any bleeding, cramping, or
severe abdominal pain warrants an urgent physician
appointment, either with the primary care physician or
seeking emergency department services if needed.

Perhaps the most accurate way to settle on the
EDC is by a woman’s first day of her last menstrual
period (called the “LMP”). A woman should try to keep
an accurate record of the first day of the onset of her
monthly period for several months prior to a preg-
nancy. She should also note any additional spotting or
abnormalities of her menstrual flow. If a woman has
irregular menstrual cycles, or had recently ended the
use of oral contraceptive pills to get pregnant, then the
obstetric provider will generally order an early (first
trimester) ultrasound to establish an accurate EDC.

The first prenatal visit will include a comprehen-
sive review of the medical and family history, a physi-
cal examination, and routine laboratory work. The
newly pregnant woman should come to this appoint-
ment with a well-organized list of her past medical
problems, medication allergies, prior surgeries, and
family medical history. Additionally, any family history
of genetic disorders or mental retardation should be
known. The woman should clarify if she has either had
chicken pox or received the chicken pox (varicella) vac-
cine. The woman should have a list of all her current
prescription, nonprescription, and herbal medications.
The physical examination will include a pelvic exam
with updating, the Pap smear, and the obtaining of cul-
tures to exclude infections that may affect the preg-
nancy. Routine blood and urine testing will establish
the woman’s blood type and Rh status, complete blood
count (indirectly assessing iron levels), and tests for
prior evidence of immunity to rubella (German
measles), hepatitis B, and HIV. This first prenatal visit is
an excellent time to ask any questions about the preg-
nancy, upcoming tests, and to clarify any “advice”
received from well-meaning friends and relatives.

Common issues that pregnant women face include
work concerns, travel advice, exercise, nutrition, and
sexual intimacy:

1. Work concerns. Most occupational activities
are safe to continue during a pregnant. The obstetric
provider should be aware of the nature of the pregnant
woman’s work, and offer advice if the workplace
includes exposure to potentially toxic chemicals and
extremes in temperature and physical activity.

2. Travel advice. Automobile and air travel are safe
for the majority of the pregnancy. Most major airlines
restrict air travel during the last few weeks of pregnancy,
and generally the pregnant woman will want to be close
to her home and obstetric provider anyway. Whether by
car or air, the pregnant woman should stretch every
1–2 hr to minimize any risks to lower leg swelling and
potential blood clots. Seat belts should be worn through-
out the pregnancy, with the shoulder belt worn as usual
and the lap belt fastened low over the hips.

3. Exercise. In general, overall physical condition-
ing provides benefits for both the mother and baby. In
addition to the sense of well-being, mothers-to-be who
are physically fit, benefit from improved sleep patterns
and bowel habits. Women are encouraged to maintain
their prepregnancy level of fitness, and not try to signif-
icantly increase their workouts once pregnant. The
obstetric provider will provide advice on which forms of
exercise are safest and most effective, as well as maxi-
mum heart rate limitations for the pregnant state.

4. Nutrition. A diet that is adequate in calories
and balanced in nutrients is an important component of
healthy pregnancy. There are many accurate resources
to access complete pregnancy-related nutritional infor-
mation (some listed under Suggested Reading at the end
of this entry). Several points to know include the impor-
tance of folic acid (at least 0.4 mg daily) and adequate
intake of iron and calcium. Additionally, certain fish are
to be avoided during pregnancy and lactation (breast-
feeding) due to possible high levels of methylmercury.
The list of fish to avoid includes: shark, swordfish, king
mackerel, and tilefish.

5. Sexual intimacy. Generally, a pregnant woman
may continue to enjoy sexual intimacy throughout her
pregnancy, unless the obstetric provider instructs other-
wise. Often sexual desire is diminished in the first
trimester due to nausea and fatigue. In the third
trimester, finding a comfortable position for intercourse
will require open communication between the couple.
Achieving orgasm, or a climax, is also safe throughout
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pregnancy, again unless restricted due to pregnancy
complications by your obstetric provider.

ROUTINE PRENATAL VISITS

After the initial prenatal visit, the obstetric provider
will see most women monthly until the last months of
the pregnancy. These shorter visits focus on any new
concerns the woman has, checking for certain symp-
toms (such as headaches, leg swelling, uterine contrac-
tions, vaginal bleeding), and physical findings. The
weight and blood pressure are measured at each visit,
the urine is checked for sugar (diabetes) and protein
(kidney problems), the baby is checked for adequate
growth (by measuring the mother’s abdomen), and the
baby’s heart tones are noted. Women are encouraged to
bring along a list of any questions or concerns. In the
last 8 weeks of the pregnancy, the visits become more
frequent—often every 1–2 weeks.

Several additional tests are offered at certain times
in the pregnancy:

1. Serum alpha-feto protein test. This test of the
pregnant woman’s blood provides a screen for congen-
ital anomalies in the baby called neural tube defects
(like spina bifida, where there is an incomplete forma-
tion of the spinal cord and its coverings) and the chro-
mosomal anomaly called Down’s syndrome. The test
actually involves evaluating the levels of four chemicals
in the blood (so now known as a “Quad” screen) and
must be accurately timed between 15 and 19 weeks of
the pregnancy. Though only a screening test, any
abnormality may or may not represent a true anomaly
in the fetus, and may necessitate further testing by ultra-
sound or amniocentesis.

2. Genetic counseling and amniocentesis. These
services are offered to women with a personal or fam-
ily history of genetic abnormalities, or if the woman will
be 35 years or older when she delivers. An amniocen-
tesis is a procedure in which a sample of the fluid sur-
rounding the fetus (amniotic fluid) is withdrawn
through a needle. The needle is guided by an ultra-
sound through the woman’s abdomen in such a way as
to minimize any risks to the baby. The fluid is analyzed
for the specific chromosomes.

3. Ultrasound. The majority of pregnant women
are offered at least one ultrasound, and the optimal
timing for a single ultrasound is midway through the
pregnancy (18–20 weeks). This study provides images

of the fetus without the use of the radiation needed in
standard x-rays (and therefore felt to be safe). The ultra-
sound will assess the baby for adequate growth, organ
development, and placental location.

4. Gestational diabetes screening. Some women
are at risk to develop a form of diabetes in pregnancy
known as gestational diabetes. In this condition, the
mother-to-be’s blood sugars are higher than normal,
and can lead to pregnancy complications, such as a
very large baby at delivery and placental abnormalities.
Most women are screened between 26 and 28 weeks of
the pregnancy for this condition by a simple blood
sugar test 1 hr after drinking a sugar solution. When
identified, the condition is usually well controlled with
a specific diet alone. In rare circumstances, treatment
with insulin may be required.

5. Blood antibody testing and RhoGam admin-
istration Human beings have one of several “types” of
blood, depending on the genetic profile acquired from
their parents. Blood is typed by two systems: ABO
(types A, B, O, AB) and Rh (types positive and nega-
tive), and each individual will have a blood type with
both designations (such as “O positive” or “AB nega-
tive”). Women with an Rh-negative blood type (about
15% of the population) may become “sensitized” by
their baby’s blood during a pregnancy, which can affect
future pregnancies. To prevent this potential complica-
tion, women with an Rh-negative blood type are given
an injection of a medication called “RhoGam” at approx-
imately 28 weeks and again after their delivery.

6. Cultures for group B streptococcus. Approx-
imately 30% of women will have a common bacterium,
the group B streptococcus, present in the vagina at the
time of their delivery. This bacterium often is present
without any signs of an active infection like a vaginitis
or bladder infection, but can infect the baby during the
passage through the birth canal. To identify pregnant
women at risk of this infection and offer antibiotics dur-
ing labor and delivery, a simple vaginal culture is done
about 1 month prior to the delivery date.

CHILDBIRTH EDUCATION

To fully understand and plan for the birth experi-
ence, the pregnant woman and her partner should
attend childbirth education classes. These programs are
often taught by experienced childbirth educators or
nurses, and provide an understanding of the labor and
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birth process. These education classes include informa-
tion on pain management, labor signs, help in design-
ing a personal birth plan, and a tour of the hospital
birthing center. Additionally, many programs offer
classes on the care of the infant and breast-feeding.
Most couples find these childbirth programs help in
allaying fears, guiding toward more informed choices
about the delivery, and building a sense of “team”
between the woman and her partner.

LABOR

The culmination of the pregnancy process is the
delivery of a healthy baby. A pregnancy is at full term
at 40 weeks of gestation, when measured from the first
day of the last menstrual period. A woman will gener-
ally enter the beginning of labor between 37 and 41
weeks of gestation. Labors that begin before 37 weeks,
or beyond 41 weeks, require special attention by the
obstetric provider and the pediatric staff. The onset of
labor is signaled by rhythmic uterine contractions that
gradually increase in frequency, intensity, and duration.
Occasionally the “bag of water” (amniotic fluid) will
rupture before the onset of labor contractions. The
woman may note a blood-tinged mucus discharge from
the vagina 1–2 days prior to the onset of labor, often
called the “mucus plug.” The obstetric provider will
give instructions on when and how to contact the
birthing center during the early labor stages.

The labor process is divided into three stages: The
first stage is the longest and begins with the onset of
contractions that dilate the cervix (birth canal). This first
stage varies in length, with first-time mothers having the
longest stage. The second stage begins with the full dila-
tion of the cervix and is completed with the birth of the
baby. This second stage generally lasts from 1 to 3 hr and
includes a time when the mother actively assists
the delivery of the baby by “pushing” or bearing down.
The third and final stage of the birthing process includes
the passage of the placenta or “afterbirth,” and is gener-
ally completed within 30 min of the birth of the baby.

SEE ALSO: Diabetes, Diet, Exercise, Labor and delivery,
Nutrition, Pelvic examination, Physical examination
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Prenuptial Agreement A prenuptial agree-
ment is an agreement made before a marriage that
concerns arrangements for when the marriage ends by
divorce or death of one of the parties. These agree-
ments are also known as premarital agreements or
antenuptial agreements. These agreements usually
describe how the parties’ money and possessions will
be divided, although some agreements cover addi-
tional topics, such as arrangements for children from
prior marriages or children that the marriage may
produce.

Premarital agreements are often used when one or
both of the people to be married have children from a
previous relationship and there is a desire to keep
assets available for those children rather than having
those assets awarded to a new spouse. These agree-
ments are also used when there is a great disparity
between the incomes or assets of the people who are
to marry and the person with greater resources wants to
keep those resources in the event of a divorce. For
example, the person who is wealthy may seek to limit
the amount of property or support that the new spouse
could claim upon divorce, and may seek an agreement
that a certain sum would be awarded if the marriage
lasts for a year and greater amounts would be awarded
if the marriage lasts longer.

These agreements are contracts, and courts usually
enforce contracts, which means that courts can make
people live up to their agreements. But historically
courts did not enforce premarital agreements because
the agreements were thought to promote divorce. With
the increasing frequency of divorce, courts are increas-
ingly enforcing prenuptial contracts.

These agreements are not typical contracts, like for
the sale or purchase of products. Prenuptial agreements
are made between people who love and trust each
other and will be promising to spend the rest of their
lives together. Because of this relationship between the
parties, courts look at these agreements much more
carefully before enforcing them.
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Courts often find out whether each person had a
lawyer to represent them in making the agreement. This
is not required for most other contracts, but may
be required before a prenuptial agreement can be
enforced. The wealthier person will almost surely have
a lawyer prepare the contract and the court may require
a separate lawyer for the person with less resources.

Courts may also require that each party tell the
other what income and assets she or he has. This is
done to make sure that the person with fewer resources
knows what kind of income or assets she or he is agree-
ing to do without in the event of divorce.

Sometimes prenuptial agreements are not enforced
because they were made under duress. This means that
someone was forced to sign the agreement or given lit-
tle choice. Agreements that are proposed immediately
prior to the wedding may be examined for duress.

SEE ALSO: Divorce
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Preventive Care Prevention of disease and
injury is a major part of routine health care. It is impor-
tant to identify risk factors that predispose patients to a
myriad of different illnesses. By identifying risky behav-
iors or abnormalities, such as high blood pressure,
these problems can be modified or eliminated entirely,
thus reducing the woman’s risk of future illnesses. In
order for a population to be screened or counseled for
any given illness, it must be a common illness that
causes a significant burden of suffering in people. It
must be proven that the early detection of these prob-
lems in persons before they develop symptoms actually
helps them to live better and longer. Screening for can-
cers is a major part of preventive care and these are
addressed in other sections. Screening for high blood
pressure, a key component of preventive care, is cov-
ered in the entry Hypertension.

EVALUATION OF CHOLESTEROL

There is clear evidence that high cholesterol is a
cause of coronary artery disease (heart disease) and that
lowering the level of cholesterol can reduce the risk of
heart disease. The American College of Physicians and
the U.S. Preventive Services Task Force recommend
that screening for high cholesterol begin at the age of 45
for women. Screening women younger than 45 years of
age is not recommended by these two groups unless the
patient has known heart disease, a family history of
heart disease, or unless she has multiple other risk
factors for coronary artery disease. The National
Cholesterol Education Program (NCEP) suggests that
screening begin at the age of 20 and that blood tests be
checked every 5 years. The NCEP delineates between
high-risk and low-risk persons. The NCEP defines risk
factors for coronary artery disease as age, family history
of early coronary artery disease, current smoker, hyper-
tension, diabetes, and a low level of high-density
lipoprotein (HDL), the protective form of cholesterol.
Screening is usually done with a serum total cholesterol.
High is considered over 200 mg/dl. If there are two of
the above risk factors, it is appropriate to measure a fast-
ing lipid panel to determine the levels of low-density
lipoprotein (LDL), triglycerides (TGs), and HDL. Unless
the LDL level is very high, coupled with multiple risk
factors for heart disease, treatment usually begins with
dietary restriction of fat. However, based on the NCEP
guidelines, immediate initiation of drug therapy may
also be indicated based on risk factors, along with the
absolute level of cholesterol, specifically the LDL.

IMMUNIZATIONS

Vaccination Status

At the age of 50 years, vaccination status should be
reviewed for all patients. The tetanus–diphtheria boost-
ers should be given every 10 years throughout a per-
son’s life. Unfortunately, compliance with this regimen
has been poor. Therefore, tetanus cases continue to
occur.

Influenza Vaccine

Immunizations for influenza are recommended for
normal-risk adults between the ages of 65 and 75 years.
Younger persons who qualify for an influenza vaccination
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include those with chronic diseases of the heart, lungs,
and kidneys or other diseases causing immunosuppres-
sion (decrease ability to fight infection). Diabetics and
persons who live with diabetics are also high-priority
patients for this vaccination. Public health authorities are
increasingly recommending offering influenza vaccination
to all healthy adults.

The pneumonia vaccine should be given once
between the ages of 65 and 75 years in normal-risk adults.
If a patient received the pneumococcal vaccine before the
age of 65, she should receive a second dose 5 years after
that vaccination was given. Patients younger than 65 who
are at high risk for pneumococcal disease include the fol-
lowing: Those with chronic diseases of the heart, lungs,
and kidneys, diabetics, alcoholics, persons with serious
liver disease, patients with immunosuppression, patients
with no spleen (either through illness, surgery, or a non-
functioning spleen), and patients with lymphoma or a his-
tory of multiple myeloma would qualify at a younger age.
The pneumococcal vaccination is a 23-valent vaccine and
it contains capsular materials from 88% of the strains
responsible for serious illness from pneumonia in the
United States. It does decrease the rate of pneumonia.

Hepatitis A Vaccine

Hepatitis A vaccine is a vaccine prepared from
virus and is very effective in the populations of healthy
volunteers in whom it has been studied. Hepatitis is a
viral infection of the liver that is usually self-limited but
causes a great deal of suffering for the patient. Hepatitis
A vaccine should be considered for international travel-
ers going to developing countries, persons relocating to
areas of poor sanitation, military personnel, intravenous
(IV) drug users, and persons with occupational risks
(such as sanitation workers).

Hepatitis B Vaccine

Hepatitis B vaccine is now routinely given to chil-
dren and adolescents not previously vaccinated, and
should be considered in persons at increased risk
including women with multiple sexual partners, injec-
tion drug users, and health care workers. The effect
lasts at least 7 years and does decline over time.

Varicella Vaccine

The varicella vaccine should be considered for
women without a history of chicken pox or antibodies

to the varicella-zoster virus who work in high-risk envi-
ronments, including day-care centers or health care set-
tings. It is important that women of childbearing age not
become pregnant for 3 months after having received this
vaccine. (Pregnant women in the third trimester who do
not have history of chicken pox or antibody evidence of
previous infection should be considered for varicella
immunoglobulin if they are exposed to an individual
with chicken pox.)

SUBSTANCE ABUSE

Alcohol Abuse

The use of alcohol causes many serious health
problems in adults. Women are affected to a greater
extent because it takes less alcohol in women to cause
the adverse effects than in men. It is felt that they have
a decreased level of a liver enzyme that detoxifies
alcohol, and being smaller, they have a lower volume of
distribution of the alcohol. Seventeen to nineteen per-
cent of persons, men and women, in the primary care
setting have evidence of risky drinking behaviors.
Thirteen to thirty-five percent of persons, at some point
in their lifetime, will have some problem with alcohol
abuse and dependence. As this is such a common dis-
order, it is important that patients share honestly with
regard to the amount and the frequency that they use
alcohol. Lack of being forthcoming with this information
leads to underrecognition of alcohol use, and misses an
important opportunity to get help for the drinking prob-
lem. For patients who are dependent on alcohol, their
physician can refer them to the appropriate groups or
specialist to help them. Alcohol treatment programs are
also available and can improve abstinence from alcohol
and increase the intervals between relapse.

Drug Abuse

Part of preventive care is to assess a person’s use of
illicit drugs. For many reasons, especially out of concern
for legal and social implications, many patients will
understate the use of illicit drugs. Marijuana is the most
commonly used drug, followed by cocaine. Women over
the age of 18 are half as likely to use illicit drugs, as are
men. Drug use carries serious risks including the risk of
HIV infection due to injection drug use and the fact that
drug use is commonly involved in motor vehicle injuries.
While the U.S. Preventive Services Task Force does not
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recommend routine screening for drug abuse with either
questionnaires or serum or urine testing, the task force
does acknowledge that a careful drug history is impor-
tant on other grounds. It is very important for your future
to share this information openly with your physician.

Tobacco Dependence

Tobacco smoke causes much disease and a great
deal of suffering in men and women. It is definitely a
positive factor in many cancers, as well as in heart dis-
ease and emphysema. It is the most preventable cause
of premature death. In 1994, nearly one fourth of
women smoked. Lung cancer is now more common in
women than breast cancer.

One year after stopping smoking, there is a 50%
reduction in the risk of heart disease death or heart
attack. The stroke risk reduces 2 years after, and after
10–15 years, approaches that of a nonsmoker. The
cancer risk drops more slowly with lung cancer being
50% at 10 years, and esophagus and oral cavity cancers
are reduced by 50% at 5 years.

It is important for the smoker to involve her physi-
cian in her smoking cessation plan. Advice from the
physician can help to motivate the patient and provide
information that may help when there is a temptation to
smoke. There are methods to stop smoking, including
working with the physician to set a quit date, identifica-
tion of barriers to stopping smoking, and dealing with
the temptation that might lead one back to smoking.
Drug therapy is available to help a person wean from the
effects of nicotine. The withdrawal symptoms can begin
24 hr after the last cigarette and last for several weeks.
These symptoms can be extremely bothersome and often
intolerable. Most smokers gain approximately 10 lb after
they stop smoking. The Agency for Healthcare Research
and Quality (AHRQ) recommends a nicotine patch ini-
tially. Another drug used for treatment of nicotine depen-
dence is bupropion, which is an antidepressant. It has
shown good success in increasing the number of persons
who quit smoking. It does carry some adverse effects
and the physician and patient must weigh these.

EXERCISE

It is extremely important that physical activity be a
part of one’s life. Hypertension, diabetes, obesity, osteo-
porosis, anxiety, and depression are all less common in
those who participate in regular exercise. The majority

of Americans tend to lead a very sedentary lifestyle. It is
not necessary to be involved in an organized exercise
program, although it is desirable. However, many
patients do not have the time or the access to the facil-
ities to get into a regular program. What is important in
an exercise program is to make it easily achievable and
easily adopted into the person’s life. The goal is that
adults do a total of 30 min or more of continuous or
intermittent moderate to intense physical activity on
most days of the week. Walking, hiking, stair climbing,
aerobics, rowing, swimming, and other sports such as
tennis and racquetball are excellent ways to achieve this
30 min of exercise. Gardening, housework, and other
active tasks apply to the 30 min recommended physical
activity per day. It need not be an organized activity on a
court or in a gym! For those who are accustomed to an
inactive lifestyle, starting a walking program is an excel-
lent way to achieve success in the area of exercise. It is
important to understand that there will be muscle aches
at the beginning of any program and to not be discour-
aged when this occurs.

INJURY PREVENTION

Injuries are the fifth leading cause of death overall
and the most common cause of death in persons under
the age of 40. Smoke detectors, air bags, and seat belt
use are paramount in injury prevention. It is important
that firearms in the home are in a secure and safe place
at all times. It is important to keep the water tempera-
ture at a safe level to avoid burns and secure all rugs to
avoid falls in the home.

NUTRITION IN THE PRIMARY CARE SETTING

A healthy diet is paramount to reducing one’s risk
for chronic diseases. Four of the ten causes of death,
heart disease, cancer, stroke, and diabetes, are all asso-
ciated with unhealthy diets. An optimal diet is low in
fat, especially saturated fat, trans-fats, and cholesterol.
The other characteristics of a good diet include one that
is high in fruits, vegetables, and whole-grain products
containing fiber. The Dietary Guidelines for Americans
recommend 3–5 daily servings of vegetables and veg-
etable juices, 2–4 daily servings of fruits and fruit juices,
and 6–11 daily servings of grain products. Saturated fat
should make up less than 10% of the calories and no
more than 30% of calories should come from fat.
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OSTEOPOROSIS PREVENTION

Healthy women should ingest between 1,000 and
1,500 mg of elemental calcium per day, either through
diet or oral supplements. Vitamin D deficiency, which
can reduce the absorption of calcium through the
intestines, is common, thus a supplement of 400–800 IUs
per day is recommended. It is important that one engage
in daily physical activity, especially weight-bearing exer-
cise, including walking, jogging, and climbing stairs.

FOLIC ACID

There is evidence that folic acid is instrumental in
the prevention of neural tube defects in babies (spina
bifida) and is recommended for women considering
pregnancy and definitely during pregnancy.

SEE ALSO: Cancer screening, Cardiovascular disease, Coronary
risk factors, Diet, Exercise, Immunization, Nutrition, Physical
examination, Smoking, Substance use, Tobacco
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Prison Health In 1998 more than 950,000 women
were under correctional supervision, comprising about
7% of the overall imprisoned population in the United
States. Women represent the fastest growing incarcer-
ated population. The highest percentage has been con-
victed of property crimes such as check forgery and
illegal credit card use. The next largest percentage has
been convicted of nonviolent drug offenses, followed
by violent felonies. The majority of violent felonies are
associated with women’s attempts to defend themselves

or their children from abuse. Ninety percent of women
in prison are single mothers, 40% having children under
the age of 18; 58% have not finished high school; 54%
are women of color; 80% have incomes of less than
$2,000 per year; and 92% have incomes under $10,000
per year.

The imprisonment of women impacts both the
family and the community. When women go to prison,
their children often end up in foster care; in many cases
the women lose their parental rights altogether.
Alternatively, other family members may care for the
children but often they are older and may need addi-
tional care themselves.

In general, the health status of women prisoners is
poor. This is a result of many factors. The majority of
people in prison are poor and/or minorities who have
lacked access to health care throughout their lives and
often have not received prior medical treatment.
Consequently, many female prisoners suffer from late-
stage disease complications such as cirrhosis and dia-
betes; communicable diseases such as HIV, hepatitis B,
and tuberculosis; and diseases of addiction, such as end-
stage alcoholism and drug addiction. Many incarcerated
women are survivors of physical and sexual abuse,
which puts them at a greater risk for developing life-
threatening illnesses such as HIV/AIDS, hepatitis C, and
human papillomavirus/cervical cancer. Women in cor-
rectional institutions are often victims of sexual abuse
by prison staff or by predatory prisoners. Women who
give birth while incarcerated often remain restrained
during delivery, are denied labor support from family
members, and are not permitted to breast-feed. In addi-
tion, they are often required to relinquish their infant
within 72 hr of delivery. There are some model pro-
grams in existence where the mother is allowed to be
with her child during her prison sentence, but these
programs are few and far between.

An estimated 25% of all women in prison suffer
from mental health illnesses such as major depression,
bipolar disease, schizophrenia, posttraumatic stress dis-
order, and addiction disorder. Death from suicide is
common in prison. Some believe this is a result not only
of a mental illness but also because of the isolative and
disempowering nature of imprisonment, solitary con-
finement, overcrowding, longer prison sentences, and
an often hostile prison environment. Mental health care
providers are in short supply within correctional insti-
tutions. Correctional officers often lack an understand-
ing about appropriate management of mental illnesses
and treat mentally ill prisoners as if they are or will
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become violent, restraining or placing them in isolation,
which often serves to aggravate the psychiatric condi-
tion. Many prisons have reduced funding for rehabilita-
tion programs for prisoners with addictions, even
though tougher laws are resulting in more people being
imprisoned for nonviolent drug crimes.

Access to care and the quality of care received
vary between federal prison and state and county cor-
rectional institutions. In many states, a request for care
is first reviewed by a medical technical assistant (MTA)
who often has minimal medical training. The MTA
decides whether or not the prisoner will see a physi-
cian. Even if the prisoner is granted permission to see
the prison doctor, it does not mean they will get timely
care. Many prisoners must wait all day to see a physi-
cian. If the clinic closes before they are seen, they have
to come back the next day. Many prisoners work
within the institution and they forego their pay for the
days spent waiting to obtain care. In some prisons, a
missed day of work results in another day added to
their prison sentence. Additionally, some states require
a prisoner to contribute a co-pay for care. Such policies
act as a disincentive for a prisoner to seek medical
attention when they need it, often resulting in a med-
ical condition that is more advanced, threatening, and
difficult to manage.

Prisoners face a confidentiality problem when
receiving their medication. They must wait in line to
receive their medication. In some states, medications
like those for HIV are dispensed in a unique packet that
signifies to others in line the confidential medical con-
dition of a prisoner. This can result in prisoners’ avoid-
ance of testing or treatment for some conditions. The
dispensing of medication is also interrupted during
security situations, which can result in the development
of drug resistance or the exacerbation of a medical con-
dition. Many prisons require patients to take the med-
ication in the “med line,” which can interfere with the
patient’s ability to take the medication properly, for
instance, with food.

Preventive care such as regular Pap smears and
breast exams are nearly nonexistent in prison systems,
as are health education programs and materials. If a
prisoner is referred to an outside physician there is
often difficulty with continuity of care and refusal or
inability of prison medical staff to follow the outside
physician’s order.

Many health care workers see prisoners as unlaw-
ful, dangerous, and irreparable. A belief that prisons
should “lock prisoners up and throw away the key”

and that prisoners should “lose their rights” makes it
easier for the prison systems to continue with a system
of less than adequate health care for inmates. These
biases also exist among health care workers treating
former prisoners.

The relative inaccessibility of care and the lack of
preventive measures while incarcerated can lead to
worsening medical conditions which, when eventually
treated, are more costly. The price is paid either by the
prison system, by the public health system when a pris-
oner eventually returns to the community, by the com-
munity itself in potential transmission of disease, and/or
by the prisoner or former prisoner in terms of pain, suf-
fering, and deteriorated health.

SEE ALSO: Domestic violence, Prostitution, Violence
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JUDITH TRENTMAN

Probate Probate stems from the Latin word pro-
bare meaning “to prove” and derives its usage from the
practice in medieval England of heirs having to prove
their right of inheritance of land to the king’s court. At
that time in history, land conferred wealth and power
upon its owner and its transfer was carefully controlled.
The early Americans continued the practice of judicial
oversight of property transfer but expanded it to
include both real and personal property. Today, the
term probate generally refers to the laws regarding the
process of settling a decedent’s estate under the super-
vision of the court, and in a broader sense of the word
refers to the administration of estates, guardianship,
adoptions, and/or trusts with court oversight.

Today, courts charged with oversight of the pro-
bate process may be called Probate Court, Surrogates
Court, Orphans Court, Chancery Court, Circuit Court, or
Court of the Ordinary and may be presided over by a
judge, surrogate, or magistrate. These are courts of local
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jurisdiction, such as a county, parish, or other desig-
nated district and are governed by the laws of the state
or commonwealth and their own local rules.

The contemporary process of “proving” a will
begins with the submission of the will itself to the
Probate Court. The will is accompanied by an applica-
tion or petition to probate the will, which details the
name of the decedent and his or her date and place of
death. The petition must also include the names and
addresses of all interested parties, which may include
next of kin, beneficiaries named under the will, and
persons otherwise named or mentioned in the will.
Those interested parties have a set period of time after
the submission of the will in which to object to its valid-
ity. If no objections are made, a will is considered to be
“self-proved,” if it was executed according to governing
law. If objections are made, the Court must then decide
the validity of the will.

The Court must approve the appointment of a
person to administer the estate. This person is referred
to as an executor if named in the decedent’s will to
administer the estate, or may be called an administrator
or personal representative, if the decedent left no will
or the person designated such in the will was unable to
serve in that capacity. The Court generally looks to the
next of kin to fulfill this administrative role.

The process of estate administration, greatly sim-
plified, includes: the gathering of the decedent’s assets,
appraisal and inventory of those assets, payment of the
debts of the decedent and costs associated with admin-
istering the estate, calculation and payment of estate or
inheritance taxes and income taxes, distribution of spe-
cific bequests or remaining assets under the terms of
the will or as directed by law, and accounting to the
Court of the disposition of the assets.

Requirements as to how the administration of an
estate is conducted and the time frame in which it must
be completed may be dependent on the size and com-
plexity of the estate and vary from state to state, but
most states have enacted laws to streamline and sim-
plify this process. Many states have also adopted all or
part of the Uniform Probate Code to give some consis-
tency to this process across the country.

“Small” estates, estates with assets whose value is
under an amount prescribed by law, may be distributed
to the heirs without a formal administration of the estate
but must still have the will submitted to Court and have
the distribution approved by the Court. This process
may be referred to as “relief from administration” or
“small estate administration,” or other names. This

process is less time consuming and generally less costly
than a full estate administration.

Even with the current push to make the probate
process easier, many people still seek to avoid pro-
bate and its negative associations. These negatives
include the Court having authority superior to the fam-
ily in the probate process, fees paid to the executor or
administrator, attorney fees, and court costs. In addi-
tion, documents filed in the Probate Court are open to
public review. Assets that avoid the probate process are
those held jointly with survivorship rights with another
person, property titled as “payable on death” (POD) or
“transfer on death” (TOD), assets payable to a desig-
nated beneficiary, and possessions gifted to others
before death. Real and personal property may also be
transferred to or titled in the name of a trust, a docu-
ment designed to specifically direct the use and dispo-
sition of the assets it holds. Avoidance of probate by
any of the means above may have its own costs and its
own negative consequences depending on the indi-
vidual’s circumstance. Simple wills are still often recom-
mended to “catch” any property not titled or transferred
correctly.

Although probate has changed in meaning and
scope through the years, it still stands as a means to
“prove” and supervise the transfer of a decedent’s estate
with judicial oversight and public openness, accessible
by persons of all ranges of wealth.

SEE ALSO: Inheritance, Marital status
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Promotoras Promotoras (or peer health educa-
tors) are individuals from a specific community who
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serve as a link between the members of their commu-
nity and the health care system. These individuals are
trained to provide education on health issues of impor-
tance to the community as well as referrals to a variety
of services, such as disease screening and treatment,
primary care services, and social services. There are
many terms used for peer health educators (e.g., lay
health advisor, community health worker, lay commu-
nity educator, natural helper, outreach worker), with
“promotora” specifically referring to women who are
native Spanish speakers conducting outreach to other
Spanish-speaking women they know or may associate
with. Although the peer education model is used for
both men and women, most peer health education pro-
grams target women, regardless of what term is used to
describe the outreach activities, given the traditional
roles of women as guardians of the health of their fam-
ily and healers in the community.

The use of promotoras/peer health educators is not
restricted to just Spanish-speaking populations. Most
programs that target communities considered, by the
health care system, to be “hard to reach” use the pro-
motora model as a means to deliver health-related
messages and/or services through community-based
outreach programs. The women are individuals who
are trusted by the community or who will be able to
gain that trust. There are many examples of programs
that target women of different ethnicities (e.g., lay
health advisors to increase breast cancer screening
among African American women), different age groups
(e.g., peer educators to reduce smoking on high school,
college, and university campuses), and individuals with
a specific health need (e.g., diabetic health promoters
to educate other diabetics about nutrition and special
health care needs) or a risk behavior (e.g., drug users
in recovery employed as outreach workers to reduce
disease transmission among active drug users). Some
programs use community health advisors to increase
screening for diseases such as breast and cervical
cancers among women living in rural settings, where
access to health care services may not be convenient or
easy.

While promotora or peer educator models for
community-based health promotion activities may have
started out as a means to reach populations not seen in
the health care system, they have evolved into models
that incorporate theories of community empowerment,
adult learning, and leadership development. Some pro-
motora programs view the training of a cadre of health
promoters as a means to increase community involve-

ment with the local health system and to help individu-
als develop leadership skills so they can advocate on
behalf of the community they represent. The promotora
serves as a “bridge” between the formal health system
and the community by providing services to residents in
a culturally appropriate manner, while increasing the
ability of the health system to provide health care in
ways that respect the culture and health beliefs of the
population.

The key to the success of promotora models for
providing health education and health promotion ser-
vices is that the promotoras are recruited from the
neighborhoods where services are needed; the women
generally have extensive social networks, are often
already turned to for health advice, and may serve a
leadership role within the community (e.g., the owner
of a local business, the spouse of a local religious
leader, a community organizer). Research has shown
that promotoras have certain characteristics that con-
tribute to their success, including compassion, a sense
of connectedness to the community, and a commitment
to community service.

SEE ALSO: Gender, Healers
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LINDA S. LLOYD

Prostitution Though estimates vary significantly
due to the illicit nature and social stigma of prostitution,
research suggests that more than one million people, or
1% of the population, currently “work the streets and
parlors” of the United States as prostitutes. Prostitution,
often referred to as the oldest “trade” or profession,
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reportedly dates back to the historic times of ancient
Greece, but one may assume that prostitution infected
the earliest civilization and every society since then at
varying rates. Research on prostitution in 19th-century
New York City documents that as many as 10–15% of its
young women prostituted themselves on a temporary
or long-term basis, outpacing the income of many
major developing economic industries of the time.

Street prostitution varies by city type, ranging from
10–20% in larger cities to 50% in smaller cities. Gender
estimates for prostitutes similarly vary city by city, with
larger cities believed to have a higher concentration of
male prostitutes, upward of 20–30%, while in certain cities
(e.g., San Francisco), it is estimated that up to 25% of
female prostitutes are transgender. Although the over-
whelming majority of prostitutes are adult women, statis-
tics indicate that in the United States, girls as young as
14 years are induced into prostitution. Most prostitutes
arrested and sentenced are “street-working” prostitutes
and disproportionately women of color, although women
of color constitute a minority of prostitutes. While esti-
mates ignore prostitutes working indoor venues, such as
sauna, massage parlors, and escort services, it is believed
that up to 50% of prostitutes work such venues.

Clients of prostitutes, or “johns,” are primarily
male. Prostitution-related arrests indicate that the johns,
unlike the prostitutes, are rarely arrested and infre-
quently jailed. Though the demographics of clients dif-
fer, the rates of johns frequenting prostitutes have
significantly decreased over the years. A 1948 study
reflected 69% of American men reporting having had
sex with a prostitute, versus a 1997 study reporting a
rate of 18%. Many clients are married (50–70%), inclu-
sive of clients of male prostitutes who often identify
themselves as heterosexual. Men in the military and
between the ages of 53 and 60 years are more likely to
frequent prostitutes.

Health implications of prostitution center on the
transmission of sexual diseases. While prostitution
reportedly accounts for 3–5% of sexually transmitted
infections (STIs) in the United States (compared to
30–35% attributable to teenagers), research conducted by
the Centers for Disease Control cites no known proven
cases of HIV transmission from prostitutes to their clients.
Prevention efforts focus on reducing STIs and the spread
of HIV infection through condom promotion. Ironically,
in some circles, prostitutes have been called “sexual
ambassadors” playing a significant role in educating
clients about measures to ensure safe sex through con-
dom use. However, health access of prostitutes differs

drastically according to whether they work the street or
indoor venues. Street prostitutes seek health access from
community-based organizations and community clinics,
while those working indoor venues tend to have access
to more comprehensive health care. Major mental health
problems tied to prostitution are violence and drug use.
The majority of violence is perpetuated by the clients and
the domestic partners of prostitutes, with up to 80%
reporting having been physically assaulted. Moreover,
prostitutes report being raped between 8 and 10 times
on average per year. Rates of substance use and addic-
tion are high, reaching up to 84% for street prostitutes.
However, it is not clear if prostitution causes drug use or
drug use results in prostitution, given that roughly 50%
used drugs prior to becoming a prostitute.

Reasons for becoming a prostitute vary depending
on the perspective of the study. While some psycho-
logical perspectives argue that prostitution is a defense
mechanism against lesbian desires, most argue that it is
due to a history of either severe maternal deprivation or
physical or sexual childhood abuse resulting in a lack
of self-esteem or an abnormal desire to please others.
Sociological explanations for prostitution point to the
economic factors involved in prostitution, positing that
prostitution enables the financially dependent or suffer-
ing women to be economically independent from, or
equal to, men. The feminist perspective is both radical
and liberal. Radical feminists believe that prostitution is
a wholly degrading experience: The prostitute is
reduced to merchandise with the customer focused
only on the service and not the personality. The liberal
feminist views prostitution as a contract between parties
that was entered into freely, arguing that victimization
espoused by radicals is overstated. Where these two
views converge is on the criticism of involuntary pros-
titution whereby, through cultural, economic, familial
need, and governmental arrangements, women are sold
or forced into prostitution. The majority of prostitutes,
especially those who have experienced abuse, tend to
adopt the radical feminist perspective. Studies indicate
that poor living conditions, unhealthy neighborhoods,
neglected homes, inadequate education, and early coer-
cive sexual experiences are common social denomina-
tors among prostitutes.

Internationally, one must examine closely the role
of the military and sexual tourism. During wartime, the
military has significantly impacted prostitution globally
due to large concentrations of males with limited
females. American folklore reports that the word
“hooker” was derived from General James Hooker who
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provided women for his military troops during the Civil
War. The military presence in parts of Southeast Asia
(especially during the Vietnam War) created the current
flourishing prostitution tourism industry fondly referred
to as “sun, sea, sand, and sex.” Though reinforced by
the ideology of cultural male supremacy and subordi-
nation of women, the economic contribution of prosti-
tution in Thailand continues to hold great significance.
A 1991 study reported that the trafficking of women and
children generated greater profits than the trafficking of
drugs or illicit arms, resulting in Thailand being labeled
the “prostitution capital of the world.” However, HIV
disease has significantly impacted the international
tourism racketeering and drug trade with sex trading
focusing primarily away from older and possibly
infected women to younger girls and even children.

SEE ALSO: Drugs, Feminism, Gender, Violence
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Psychoanalysis Psychoanalysis is an intensive
treatment method based on the observation that people
are usually unaware of the factors responsible for their
symptoms, difficulties at work, relationships, moods,
irrational fears, and a general inability to enjoy life and
live up to their potential. Psychoanalysis is also a basic
psychological theory of normal as well as pathological
human development and personality formation.
Psychoanalysis emphasizes relationships, awareness of
defensive processes, understanding of basic needs and
wishes, and recognition of transference in all human
relationships. Transference is the influence of past rela-
tionships and feelings on present relationships.
Psychoanalytic understanding of how the mind func-
tions is the basis of psychoanalytic treatment and psy-
chodynamic “talking therapy.” It originated in Sigmund
Freud’s discovery of the unconscious and how it reveals

itself in dreams, slips of the tongue, and unintended
actions.

Freud (1856–1939) learned that the most effective
way to help patients is to urge them to say whatever
comes to mind without censor (“free associating”—free
from conscious control) while lying on a couch, not
influenced by visual feedback from the doctor. In this
way a patient could become aware of the impulses he
or she is repressing from consciousness because they
are in conflict with his or her moral standards or the
requirements of reality and the society in which we live.
This awareness, as well as learning how the past created
some of the conflicts hidden in the unconscious, may
relieve painful emotional symptoms and maladaptive
behaviors interfering with relationships, work, and play.
Insight is made possible by reliving the intense feelings
of the past in the present relationship with the analyst in
the confidential, respectful atmosphere established in
this long-term exclusive treatment relationship. It allows
a patient to correct the misfit of past experience and a
child’s perception with the present experience and
understanding of the adult.

Freud published his basic theory in 1900 in his
book The Interpretation of Dreams. Freud’s theory
evolved through several phases as he continued learn-
ing from listening to his patients. He first concentrated
on making the unconscious conscious. The unconscious
was considered to be mainly the repository of the bio-
logically based sexual and aggressive drives. Freud
focused on the sexual drives; he named the energy
fuelling them “libido.” Freud described the following
overlapping stages of psychosexual development: oral
(age 0–2 years) where the infant’s life-preserving and
sensual drives center in the mouth and its functions, anal
(2–3 years) with its pleasure in retaining and expelling
feces, phallic (age 3–5) with its focus on the intense
penile and clitoral sensations, leading to the
genital–oedipal phase (5–6 years) involving love and a
wish for exclusive possession of the parent of the oppo-
site sex and hostile competition with the parent of the
same sex. Because of fear of retaliation from the per-
ceived competitor, the child eventually displaces these
desires to outside persons while identifying with the
competitor, taking in real and imagined prohibitions as
building blocks for his or her conscience. These various
phases have the potential for conflicts if not managed
well by the environment. Unmanageable conflict leads
to anxiety, inhibitions, and symptoms. Freud next
focused on the agencies regulating psychic forces:
the Id—repository of the drives, the Ego—the mediating,
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executive function of the personality, and the Superego—
repository of moral injunctions and ideals we want to
live up to. Anxiety is a signal of unmanageable conflict
between these agencies. The three greatest fears of
childhood are the fear of loss of love, the fear of losing
the object of one’s love, and ultimately the fear of loss
of oneself. Any one of these can be symbolized by cas-
tration anxiety, the fear of injury to his genitals in the
male’s case, and the fantasy of having been injured in
the female’s case because of the absence of a penis,
leading to “penis envy.”

Freud was the product of a patriarchal repressive
society. He had a masculine-centric attitude, with a
misogynist’s view of women. Freud confessed his
inability to understand women, comparing them to a
dark continent. In spite of this he encouraged and
trained some brilliant women analysts whose contribu-
tions clarified female development and enriched psy-
choanalytic knowledge in general.

Psychoanalytic knowledge has evolved over the
past 100 years beyond Freud’s original formulations.
Anna Freud contributed to ego psychology with her
description of the necessary and adaptive function of
defenses. She also developed child analysis. She
demonstrated the importance of mother–child attach-
ment and the traumatic effects of early separations from
mother. It was her work that influenced such innova-
tions in hospital procedures as allowing parents to stay
with their hospitalized children.

Helena Deutsch (1944) described the importance
of a woman being in control of her childbirth experi-
ence. This influenced some of the changes in maternity
ward procedures and support for natural childbirth. She
also clarified that relationships are more important to
women than to men, leading to inhibition of aggression
and, at times, striving to be peacemakers at any price.

Greta Bibring studied the psychological processes
during pregnancy showing the need of the pregnant
woman for a supportive close relationship with another
woman if her mother is not available. This develop-
mental phase in a woman’s life is also a chance to
rework the often intensely ambivalent, early mother–
daughter tie.

Melanie Klein established the equivalence of a
child’s play with free associations, thus enabling work
with very young children, and made a major contribu-
tion to object relations theory. She elucidated the cen-
trality of the early mother–child relationship and
clarified the distortions created by the child’s projection
of its own impulses and fantasies on to the mother/other

and reaction to that distorted perception of the mother/
other as actuality. She also established the importance
of aggression in a person’s life. Melanie Klein was a
pioneer in alerting us to how helpful it is to be aware
of the countertransference of the therapist as a clue to
how the patient affects others in their way of relat-
ing, as well as to the underlying fantasies in their
interactions.

Infant and child observations established the fact
that genital identity is set by age 18–24 months depen-
dent on the perception and labeling by the environment
as well as the child’s identification with the adults in its
life, independent of its genetic sex. The genital identity
does not in itself influence the sexual object choice of
the individual. The latter is probably multidetermined.
Freud was aware of the bisexual tendencies in one’s
mental life, in view of an individual’s attachment and
potential for identification with both parents as well as
possible innate, biological factors. Penis envy is now
seen as also secondary to cultural discriminations, or
defensive against a fear of injury in intercourse. It has
its counterpart in the boy’s womb envy—the ability to
have babies. Little girls are aware of their inner and
outer genitals and experience pleasurable sensations
from them; if inhibited in this, sexual as well as a gen-
eral learning disability may result. Menarche is normally
an organizing, positive experience, consolidating a girl’s
identity. Menopause can thus be experienced as a loss
on many levels. Women have other psychological issues
besides sexuality, such as a need to be appreciated as
individuals capable of intellectual achievements, feeling
comfortable with self-assertion and competitive striving,
and finding a way to integrate this with their sexual and
maternal needs.

Current psychoanalytic research, based on observa-
tion of infant–mother interaction, formulated an attach-
ment theory that has demonstrated an ability to predict
personality development based on the quality of the
infant’s attachment to mother. The importance of the
earliest experience for attachment led to the “rooming-
in” of newborn and mother at the hospital; it was found
that besides making for better child development it also
protects the child from parental abuse. The importance
of a secure attachment of mother and child in the first
3 years of life has also highlighted the current conflict
women have between ambitious careers and mother-
hood, as well as the problem of day care for the work-
ing mother and her child.

Fathers are important, representing the outside world
and its reality, thus helping in the eventual separation
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from mother and autonomy of the child. A father’s appre-
ciation of his daughter also helps in her valuing her fem-
ininity and being a person in her own right. A father’s
encouragement facilitates a woman’s success in pursuing
a career.

Psychoanalysis is an effective treatment for many
people who have not been helped in briefer therapies.
Low-cost treatment for psychoanalysis or psychother-
apy is usually available through local psychoanalytic
institutes.

SEE ALSO: Cognitive-behavioral therapy, Psychotherapy
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RACHEL M. BAKER

Psychologists Clinical psychologists perform
multiple roles in the mental health care system. They
work in hospitals, private offices, schools, and large
outpatient mental health facilities. Psychologists receive
advanced training in the assessment, diagnosis, and
psychosocial treatment of mental health difficulties. To
be a clinical psychologist, one must earn a PhD in clin-
ical psychology or a related field. Typically, earning a
PhD in clinical psychology takes 5–7 years of post-
undergraduate education. To practice as a psychologist,
one must also document a certain number of hours of
clinical work with patients, pass a nationally adminis-
tered test, and subsequently be licensed by a state
board. To maintain this license, psychologists in most
states must continue to be educated about issues in the
field, and must submit documentation of certain num-
ber of hours of such education on a regular basis.

Often psychologists are sought out for their exper-
tise in talk therapy. Psychologists cannot generally pre-
scribe medications, but can deliver evidence-based talk
therapies like cognitive–behavioral therapy (CBT). CBT
in particular has been shown to be very helpful in
treating a variety of disorders relevant to women, for

example, posttraumatic stress disorder and depression,
two mental health difficulties that are diagnosed more
often in women than in men. Knowledge of assessment
and diagnostic procedures is another area of strength for
clinical psychologists. They are trained in the use of
assessment tools and use assessment results to guide
appropriate treatment. In regard to women’s health care,
it is interesting that many psychologists are women.

SEE ALSO: Cognitive-behavioral therapy, Couples therapy,
Psychoanalysis, Psychotherapy

NORAH C. FEENY

Psychosomatic Disorder The term psycho-
somatic disorder generally refers to a medical disorder
that is caused by psychological factors. Although the
term continues to be used extensively in the medical
community, “psychosomatic disorders” largely has been
replaced by the term “somatoform disorders,” and is
referred to as such in the most recent version of
Diagnostic and Statistical Manual of Mental Disorders.
There are several types of somatoform disorders includ-
ing conversion disorder, somatization disorder, and
hypochondriasis. The fundamental commonality of all
somatoform disorders is the experience of physical
symptoms that are not fully explained by a medical
condition or by another mental disorder and cause sig-
nificant functional impairment in life realms such as
family, career, and social activity. The physical symp-
toms are not voluntarily or consciously produced. In
fact, the individual who experiences these symptoms
truly believes there to be an underlying physical condi-
tion in spite of the medical evidence demonstrating oth-
erwise. The combined prevalence rate for somatoform
disorders varies greatly by sample, although findings of
10% or more are not uncommon in medical settings.

Conversion disorder is one type of somatoform
disorder in which there are motor symptoms (paralysis,
difficulty swallowing) and/or sensory symptoms (blind-
ness, deafness) that suggest a neurological condition but
do not have medical basis and often appear or worsen
during or after stressful life events. For a diagnosis of
somatization disorder, there must be an established his-
tory of somatic complaints prior to the age of 30 that
include multiple pain sites, gastrointestinal problems
(diarrhea, nausea), sexual problems (sexual dysfunction,
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irregular menses), and one pseudoneurological symp-
tom such as those experienced with conversion disor-
der. With hypochondriasis, the ability of individuals to
function in their lives becomes impaired due to a pre-
occupation with having a serious illness related to the
misinterpretation of bodily experiences (rapid heartbeat,
sweating). This preoccupation continues to exist despite
thorough medical workup and continual reassurance.
Individuals with somatoform disorders are often seen
with great frequency in medical clinics and are consid-
ered costly to the health care system due to the number
of medical tests and specialist consultations they often
receive before a psychiatric diagnosis can be reached.
Somatoform disorders as a whole seem to occur more
frequently in women although the gender makeup does
vary from culture to culture.

The etiology of somatoform disorders is often
unclear and the complex interaction of biological, envi-
ronmental, social, and psychological factors produces a
symptom presentation unique to the individual.
However, theories on somatoform disorders continue to
remain grounded in the belief that individuals who
involuntarily block psychological distress and/or trau-
matic experiences from the conscious mental state will
experience the distress on a physiological level. It has
been theorized that women may experience somato-
form disorders in greater numbers related to the higher
rates of lifetime sexual and physical abuse (traumas)
that they experience. Subsequently, when trauma is
combined with female gender role expectations like
internalizing (vs. expressing) negative emotions and a
caretaking focus on others (vs. themselves), the result
is limited outlets for the body to express distress.
Additionally, physical illness is generally considered a
more “legitimate” and less stigmatized malady than psy-
chological illness in American society; hence, there is
even greater reason to keep psychological distress
buried and continue to manifest it physically. This real-
ity often makes the treatment of these individuals diffi-
cult and lengthy for medical and mental health
providers. Alternatively, some feminist theorists have
speculated that the higher rates of somatoform disor-
ders in women may be grounded in the inherent power
differential in the male-dominated medical profession
such that a woman’s somatic complaints are often min-
imized and hastily attributed to a psychiatric origin, par-
ticularly when the medical diagnosis is challenging to
ascertain.

Recent medical interest in mind–body relationships
and research advances in fields like psychoneuro-

immunology have increased awareness about the
meaningful reciprocal relationship between emotional
and physical states in psychological disorders (depres-
sion, posttraumatic stress disorder) and in physical
disorders (HIV, autoimmune disorders, cancer).
Consequently, a wide array of research-based treat-
ments such as biofeedback, relaxation, and cognitive–
behavioral therapy are now available to treat individuals
with the more commonplace psychosomatic symptoms
of everyday stress as well as the more disabling somato-
form disorders.

SEE ALSO: Anxiety disorders, Cognitive-behavioral therapy,
Mood disorders
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Psychotherapy Psychotherapy can be defined
as “the treatment of mental or emotional disorders, or
of related bodily ills by psychological means.” Another
source defines it as “the art of alleviating personal diffi-
culties through the agency of words and a personal,
professional relationship.” There are many different
types of psychotherapy, each of which has its own
premise for success, utility, and sometimes inherent
limitations. Following are the most widely used and
accepted psychotherapeutic modalities, with an
overview of each.

PSYCHOANALYSIS

Psychoanalysis is typically reserved for patients
whose emotional difficulties arise solely from the past.
The therapeutic relationship focuses on bringing forth
repressed material that has encumbered a patient’s abil-
ity to optimally manage life’s provocations. Repression
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is a defense mechanism characterized by withholding a
feeling or idea from conscious awareness.

The process of psychoanalysis utilizes the concepts
of transference, countertransference, interpretation,
therapeutic alliance, and resistance. Transference refers
to unconscious feelings the patient has toward the ana-
lyst (positive or negative), typically founded upon the
patient’s relationships/conflicts with parental figures.
Countertransference refers to the analyst’s responses to
the patient, also typically based in the unconscious.
Interpretation is the analyst’s understanding and expla-
nation of psychologically based events. Therapeutic
alliance refers to the relationship between analyst and
patient, based upon trust and cooperation. Resistance
implies a patient’s withholding of information from the
analyst, either conscious (lengthy silences) or uncon-
scious (repressed feelings, desires).

Psychoanalysis is a longstanding process, usually
comprising 3–6 years, or longer; individual sessions
occur four or more times a week, the patient typically
assuming the recumbent position on a couch, with the
analyst seated out of view. This is said to foster the ther-
apeutic process of regression and obtaining necessary
repressed material. Disorders most effectively treated
with psychoanalysis are usually limited to anxiety dis-
orders (phobias, obsessive–compulsive disorders), dys-
thymia (mild depression), and some sexual, personality,
and impulse control disorders.

PSYCHOANALYTIC PSYCHOTHERAPY

Although based on psychoanalytic concepts, this
modality focuses on a patient’s current conflicts and
behaviors, and how this affects one’s self-perception
and relationships with others. There are two basic
types of psychoanalytic psychotherapy: (a) supportive
or relationship-oriented and (b) expressive or insight-
oriented.

Supportive therapy is typically used when a patient
has encountered a time-limited crisis situation, or
decompensation, and lacks the ego strength to manage
the challenge entirely independently. Expressive ther-
apy, on the other hand, is not problem focused, but
instead allows the patient to acquire new insights into
one’s behaviors and interactions with others, assuming
rather intact ego strength.

The therapy is also one-on-one, but a couch is not
used in the process, treatment can be short lived (a
few sessions for a particular problem) or comprise

several years (1–3 sessions/week), and there is much
less emphasis, if any, on the concepts of regression
and transference. Unlike psychoanalysis, psychoana-
lytic psychotherapy is used to treat most psychiatric
disorders.

BRIEF PSYCHOTHERAPY

Also utilizing psychodynamic concepts, this type of
therapy is appealing because of its shorter duration.
Conflict resolution, transference, interpretation, and
resistance are all central elements of the brief psy-
chotherapies, of which there are several. Examples
include brief focal psychotherapy, time-limited psy-
chotherapy, short-term dynamic psychotherapy, and
short-term anxiety-provoking psychotherapy. The dura-
tion of therapy may be up to 1 year, but typically aver-
ages a few months.

CRISIS INTERVENTION

Seemingly obvious, this therapy is very time-
limited, brief, and serves to resolve a crisis situation
that has caused a person to manifest psychiatric symp-
toms. It is typically used for individuals who have
developed maladaptive coping mechanisms to crisis-
oriented situations, which when repeated over time
produce greater and more intense difficulties in man-
aging such experiences. The patient eventually devel-
ops psychiatric symptoms that further interfere with
optimal functioning.

The goal of therapy is to facilitate learning new and
adaptive coping skills by using reassurance, environ-
mental manipulation, and suggestion, ultimately reduc-
ing the patient’s anxiety. Duration of treatment is
anywhere from 1–2 sessions to 1–2 months, with the
hope that what is learned in therapy is used in future
crises to prevent regression back to unhealthy or
maladaptive responses.

GROUP PSYCHOTHERAPY

There are a variety of group therapy approaches,
all of which utilize the “group experience” to render
individual personality change.

Supportive group therapy, for example, encourages
reality testing by group members and focuses on
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present environmental change and adaptation. Psycho-
analytic group therapy, conversely, emphasizes the
role of past life experiences and restructuring personal-
ity dynamics. Transactional group therapy iterates the
importance of “here-and-now” patterns of behavior,
while behavioral group therapy uses conditioning
methods to effect change for persons with phobias and
other dysfunctional learned behaviors. Self-help groups
are a type of group therapy characterized by their
homogeneity and “sameness” of individual members.
The goal for each person is typically to relinquish very
similar unwanted behaviors.

Those appropriate for group therapy would be moti-
vated to create/accept change and would be capable of
performing the group task. Those who cannot tolerate a
group setting or who have markedly unacceptable behav-
iors for the group milieu would obviously be inappropri-
ate candidates for this type of therapy.

FAMILY THERAPY

Used typically to treat families in conflict, this therapy
modality can be very complex and versatile. The family is
viewed as a unit, which is determined by the behaviors of
its individual related members. One’s symptoms are not so
much the focus of treatment as are family dynamics and
interactions. Directive control of the sessions by the ther-
apist is imperative, so as to limit further deterioration (dur-
ing the session) of already dysfunctional relationships.

Frequency of treatment is typically once a week,
and duration can be weeks to years. Main goals are
improved interpersonal and generational relationships,
and overall conflict reduction/resolution.

MARITAL THERAPY

This type of psychotherapy addresses issues of
conflict in the context of a couple’s relationship.
Reasons for seeking treatment can be emotional, eco-
nomic, sexual, social, parental, interpersonal, etc. The
goal is to facilitate change within the relationship, by
modifying unhealthy behaviors, and working toward
improving interpersonal development.

Marital therapy can be an option when individual
therapy has failed to improve marital conflict, or when
marital issues are the source of conflict. It should be
noted that for a chance at successful outcomes, both
partners must be involved and motivated for treatment.

BIOFEEDBACK

This is a rather unique type of psychotherapy in
which a person changes maladaptive, involuntary,
physiologic responses oneself, by means of conscious
mental control. Feedback instruments relay personal
data to the patient (e.g., heart rate, muscle tension),
which can then be modified by that person using con-
scious mental regulation.

Equipment most often used are the electromyo-
gram (EMG—measures muscle movement), electroen-
cephalogram (EEG—measures brain waves), galvanic
skin response (GSR—measures skin temperature), and
thermistor (measures skin temperature). Conditions that
may respond to biofeedback are migraine and tension
headaches, cardiac arrhythmias, asthma, enuresis, fecal
incontinence, Raynaud’s syndrome, temporomandibular
joint (TMJ) pain, blood pressure irregularities, and
hyperactivity.

BEHAVIOR THERAPY

Behavior therapy focuses on specific problems,
using learning theory and emphasizing standard condi-
tioning techniques. There are various types of therapies
used to target identified behaviors (rather than entire
areas of dysfunction), and unlike other psychotherapies
they do not require one to have insight into the source
of the distress. Also, it is usually shorter in duration than
the other psychotherapies.

Systematic desensitization, one type of behavior
therapy, exposes the patient to increasing levels of anx-
iety while visualizing feared situations. Steps involved
are relaxation training (imagery and muscle relaxation),
hierarchy construction (a list of anxiety-provoking
scenes increasing in severity), and desensitization of the
stimulus (scenes are imagined while in a relaxed state,
from least to most anxiety producing).

Graded exposure, another behavioral therapy, uses
the same premise as systematic desensitization, but
without relaxation training and the patient is exposed to
real-life anxiety-provoking situations.

Flooding, often used for specific phobias, requires
the patient to repeatedly confront the feared event,
without escape, which over time, reduces anxiety and
allows the patient to gain a sense of control. No relax-
ation training is used.

Participant modeling emphasizes patient observa-
tion, and eventual mimicking of others who confront
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the feared or anxiety-provoking event. An example of
this would be the therapist who gradually leads the
person with agoraphobia into a dreaded situation.

Aversion therapy, another less often utilized behav-
ioral therapy, is used for impulse control problems such
as paraphilias and addictions. This is facilitated by pre-
senting the patient with a noxious stimulus after engag-
ing in the undesirable behavior. Examples of such
include social disapproval, medications that induce
vomiting, and electrical stimuli, to name a few.

HYPNOSIS

The hypnotic state is one which resembles sleep,
but is characterized by heightened focal concentration
and receptivity to the suggestion of another person
(Kaplan & Sadock, 1991). It is a type of therapy often
used to uncover repressed memories, to change
unwanted behaviors/habits (smoking, overeating, etc.),
to treat chronic pain, and to induce anesthesia.

Persons undergoing hypnosis are put into a
“trance” state that has varied levels: light, medium, or
heavy. Posthypnotic suggestions are typically made dur-
ing deep trance states. Because hypnotic induction is
based upon trust, paranoid patients and those with very
rigid, controlling personality structure are not appropri-
ate candidates for this type of therapy.

COGNITIVE THERAPY

This type of psychotherapy is often used to treat
depressive conditions. It is based on the premise that
cognitive distortions (negative thought patterns) are the
basis for causing depressive symptoms (anhedonia,
apathy, low motivation, etc.). The goal of treatment is
to change one’s thinking, by first identifying cognitive
distortions, then finding alternatives to the thought pat-
terns, and finally putting them into practice (mentally
and behaviorally). It is believed that this in turn can
alleviate depressive symptoms.

Cognitive therapy is of short duration (4–6 months
of weekly sessions) and requires commitment and moti-
vation of the patient given there is an established
agenda at the outset, interspersed with homework
assignments between sessions. In addition to depres-
sion, cognitive therapy has been applied to panic and
somatoform disorders, paranoid syndromes, impulsive
behaviors, and obsessive–compulsive disorders.

SEE ALSO: Cognitive-behavioral therapy, Psychoanalysis,
Psychologists
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PTSD see Posttraumatic Stress Disorder

Puberty Puberty is a dynamic period of develop-
ment characterized by maturation of the genital organs,
rapid changes in body size, shape, and composition,
and the emergence of secondary sex characteristics. It
marks the first time that adolescents are capable of sex-
ual reproduction. Pubertal development is influenced
by a wide array of biological and environmental vari-
ables and marked by substantial alterations in mood
and behavior. Variations may be associated with several
factors, including but not limited to ethnic background,
nutrition, exercise, and body weight. Physiological
changes that occur during puberty may have important
long-term implications for women’s health. We close
with a set of recommendations for future research and
strategies to foster healthy adolescent development
among health care providers.

BIOLOGICAL PROCESSES

The age of onset of puberty is earlier for girls
than for boys and varies anywhere from 9 to 13 years.
One of the hallmarks of puberty is the growth spurt
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accompanied by significant weight gain. The sequence
of biological events that occur during puberty encom-
pass a broad spectrum of cellular and somatic changes
initiated by the hypothalamus and affecting the pituitary
gland, both structures in the brain. The hypothalamus
stimulates the pituitary gland to produce the
gonadotropin-releasing hormone (GnRH). GnRH causes
the hormones estrogen and testosterone to be released
followed by the release of the growth hormone (GH)
by the pituitary gland. This process begins a cascade
of events where the internal sex organs (e.g., ovaries)
increase in size, followed by the development of the
breast buds. Next there is an increase in body hair on
the legs, under the arms, and in the pubic region.
As the levels of estrogen and testosterone steadily
increase, there is an increase in body weight and
height, followed by a widening of the hips. The last
event of pubertal development for girls is usually the
onset of menstruation, or menarche (see Menarche).
Once menarche is achieved, changes in height and
weight begin to slow down and within a short period
of time, the young girl has reached her adult height and
achieved reproductive maturity. Although there is some
variation in the timing of specific stages, most adoles-
cents follow the same sequence of events except under
unusual circumstances such as malnutrition or exces-
sive exercise.

The onset of puberty can begin at any time between
age 9 and 13 to be considered within the normal range,
but several studies have examined the effects of early
and late puberty on girls. In general, girls who mature at
the same time as their peers or later than their peers fare
much better than those who mature before their peers.
Girls who reach puberty before age 11 are defined as
early maturers, although this classification may vary
according to context and ethnicity. The definition of early
maturation is generally relative to one’s peers; if the girl
reaches puberty before her peers, she is considered an
early maturer. Early maturation in girls has been associ-
ated with higher rates of mental health problems such as
anxiety, depression, and eating disorders. Early matura-
tion is also related to elevated rates of high-risk behav-
iors such as smoking, drug use, delinquent behaviors,
and early sexual intercourse. The mechanism by which
early maturation leads to these negative outcomes is
unclear. Some research implicates increased testosterone
levels whereas other data suggest that girls who mature
early face a host of expectations associated with adult-
hood for which they are unprepared. The lack of con-
gruity between girls’ physically mature appearance and

psychological immaturity has been postulated as one
explanation for these girls’ poor adjustment. Moreover,
early maturing girls’ first boyfriends are usually 2–3 years
older than them, thereby increasing their exposure to
higher risk activities.

ENVIRONMENTAL INFLUENCES

Recent trends in adolescent development (e.g.,
height, timing of puberty) provide evidence that envi-
ronmental factors influence pubertal processes. For
example, girls are maturing earlier today than ever
before, with the onset of public hair and breast devel-
opment reported at 8.9 years for African Americans
and 10.5 among Caucasians, respectively. Research
documents the important role of nutrition and exercise
in pubertal development. Specifically, undernutrition
is related to later age at menarche and delayed puber-
tal maturation, whereas obesity is associated with early
sexual maturation. Similarly, moderate physical activ-
ity or exercise has been linked to cardiovascular ben-
efits and favorable body changes, but excessive
physical activity such as the kind often required by
some sports (e.g., gymnastics, wrestling) negatively
affects adolescent development by slowing growth
and maturation.

IMPLICATIONS FOR WOMEN’S 
HEALTH IN ADULTHOOD

Several studies indicate that certain physiological
processes during puberty may have implications for
women’s health in adulthood, including the timing of
puberty, the development of bone density, and the
strength of immune functioning. The timing of puberty
has consequences for estrogen exposure; earlier
pubertal onset is associated with greater estrogen
exposure and increased exposure to estrogen is linked
to a higher incidence of adult reproductive cancers
(i.e., breast and uterine). Similary, bone density is
affected by the interrelationships among endocrine
changes, diet, and exercise during adolescence, and
the absence of bone accretion increases the likelihood
of osteopenia in adulthood. Finally, important immune
functions develop during adolescence that may
predispose women to infections and autoimmune
diseases.
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FUTURE RECOMMENDATIONS

The Journal of Adolescent Health recently pub-
lished a series of papers outlining several priorities for
future research on adolescent health and fostering
healthy adolescent development. The work group on
physical health made several recommendations for
future research on pubertal processes, including but not
limited to: (a) understanding the neurobiological mech-
anisms that regulate the onset of puberty; (b) identify-
ing the complex factors that influence the pubertal
endocrine process (e.g., diet, stress); (c) clarifying the
role of estrogen in controlling bone growth, maturation,
and mineral accretion; (d) differentiating the relative
influences of nutritional excess, fat metabolism, and
genetic risk factors on later cardiovascular risk;
(e) examining how sleep during adolescence affects
self-control, emotion regulation, and school perfor-
mance; and (f) investigating how nutrition, adolescent
obesity, calcium, and bone accretion have long-term
effects on osteoperosis and cardiovascular risk.

A second set of recommendations may be directed
at adolescent health care providers. These providers
can help girls adjust to pubertal changes in positive
ways by providing accurate information, encouraging
open communication and questions, and facilitating
effective coping in response to alterations in mood,
behavior, and biology. Adolescent health care providers
have a unique opportunity to educate adolescents and

families about the normal developmental processes
associated with puberty and to help them identify and
solve problems that occur.

SEE ALSO: Birth control, Body image, Menarche
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Quality of Life Quality of life, as a concept, has
various meanings and definitions. The World Health
Organization has defined quality of life as “an individ-
ual’s perception of their position in life in the context
of the culture and value system in which they live and
in relation to their goals, expectations, standards, and
concerns. It is a broad ranging concept affected in a
complex way by the person’s physical health,
psychological state, level of independence, social rela-
tionships and their relationships to salient features of
the environment.”

Quality of life research can be applied to various
disciplines, such as politics and economics, but is pri-
marily used in medical contexts. In a medical context,
quality of life is referred to as “health-related quality of
life.” Health-related quality of life research measures the
way illness, disease, and treatment affects a patient’s
welfare. The idea is that the information gained directly
from patients can help health care professionals assess
the patient’s condition. The results of such data assist
health professionals in determining, among other
things, whether a particular course of treatment should
be continued, or if a different course of treatment
would be more beneficial. Quality of life data enable
health professionals to compare treatments, monitor the
overall progress of individual patients, and receive a
better understanding of an individual patient’s beliefs
regarding his or her treatment and well-being.

Quality of life research can be done in various
ways. A health professional, for example, can conduct
an open-ended interview with the patient. Most quality
of life research, however, is done through questionnaires.

While questionnaires can be administered through an
interview, most are self-administered.

Quality of life questionnaires measure, usually by
assigning a numeric value to each answer, the patient’s
perceptions, beliefs, feelings, and expectations regard-
ing different domains. Common domains include
physical health, psychological health, social relations,
level of independence, environment, and spirituality,
religion, or personal beliefs. For each domain, various
questions are asked to give the health professional an
idea of the patient’s appraisal of his or her well-being
in that area. For example, when attempting to gage a
patient’s physical health, the questionnaire may
include questions concerning energy, fatigue, pain or
discomfort, sleep or rest, health habits, sensory func-
tions, mobility, nutrition, and illness symptoms.
Similarly questions used to assess psychological health
may include inquiries regarding body image, appear-
ance, negative and positive feelings, self-esteem, edu-
cation, learning and the opportunity for continued
learning, concentration, memory, emotional function-
ing and fulfillment, anxiety, stress, depression, and the
ability to cope.

There are over 800 questionnaires that measure
health-related quality of life. These questionnaires,
however, can generally be labeled as either generic or
specific.

Generic questionnaires are designed to assess
many domains of health-related issues, and are based
on a broad and global concept of quality of life. There
are two types of generic questionnaires: health profiles
and health indices. Health profiles include inquiries
concerning a large range of health-related domains and

Quality of Life

Q



uses questions related to various aspects of subjective
health status. As the patient answers each question, a
numerical score based upon the patient’s answer is
figured for each domain. Health indices questionnaires
also ask various health-related questions. However,
unlike the health profile questionnaires, health indices
questionnaires combine the scores each answer gener-
ates into a single number. The number is then placed in
a range, with, for example, 0 being death and 1.0 being
perfect health.

The numerical score, or scores, arrived at using
generic questionnaires contribute to a health care pro-
fessional’s understanding of a patient’s needs, as it
reflects the patient’s perception of his or her life. This
perception is important because a patient has a unique
perspective on his or her quality of life that cannot
necessarily be arrived at by others. A paraplegic, for
example, might perceive his or her quality of life as
not differing much from that of able-bodied individu-
als. However, an evaluation of the paraplegic’s quality
of life that is performed by an able-bodied individual
may result in a lower score than the paraplegic him-
self or herself would have arrived at. Such a result
could be partially explained by the fact that, for exam-
ple, an able-bodied individual may place a higher
value on the ability to stand and walk than the para-
plegic does. Bringing the patient’s perceptions to the
attention of the health professional promotes the
development of a comprehensive treatment plan. The
health care professional can learn what aspects of the
patient’s life the patient is satisfied with or believes
need improvement. This information permits the
health care professional to put more or less weight on
various treatment goals. If a patient’s primary objec-
tive, for example, is pain management, awareness of
this objective will help a health care professional
develop a treatment plan that places more emphasis
on this goal. Knowing the patient’s perception of his
or her overall condition could also assist the health
care physician in making decisions concerning the
effectiveness or continuation of various treatments.

Specific health-related quality of life questionnaires
are designed to measure the quality of life of patients
with a specific condition. There are four basic types of
specific questionnaires:

1. Domain specific. This type of questionnaire
only inquires as to one domain. For example, the ques-
tionnaire could be designed to solely assess the
patient’s psychological health.

2. Disease specific. This form of questionnaire is
concerned with the quality of life of individuals with
specific conditions. Thus, a questionnaire that measures
the health-related quality of life for individuals with
spinal cord injuries would be disease specific.

3. Population specific. This type of questionnaire
is used to determine the health-related quality of life in
the population being studied. This type of question-
naire is often used to gain information about subgroups
like adolescents and nonsmokers.

4. Symptom specific. These questionnaires are
used to gain information about one symptom. By con-
centrating on one symptom, like insomnia, the results
of this type of questionnaire can provide physicians
with valuable information about the disease, various
forms of treatment, and any changes that may result
from treatment.

Once an individual’s health-related quality of life
has been determined, the health professional and
patient can take steps to improve the patient’s quality of
life. The steps taken to improve the individual’s health-
related quality of life could vary from stress relief to
pain management. Improving one’s health-related qual-
ity of life is extremely individualized and will vary with
each patient’s state of health.

Every individual could improve his or her health-
related quality of life. For the average individual, their
health-related quality of life could generally be
improved by taking steps to, among other things,
reduce stress, improve nutrition, increase relaxation and
exercise levels, increase energy level, strengthen social
bonds, improve self-image and self-esteem, and reduce
fatigue.

Improving the health-related quality of life for indi-
viduals who suffer from an injury, illness, or disease is
more complicated because these individuals often deal
with additional symptoms, such as chronic pain and
fatigue, which the average person does not face. The
injured, ill, or diseased may also face mobility and inde-
pendence issues. Improving the health-related quality of
life for these individuals might include: finding a suc-
cessful treatment regime, decrease illness symptoms, and
discovering methods that will increase both mobility and
independence, create strong channels of support,
strengthen coping mechanisms and spirituality, decrease
depression, and increase emotional functioning.

Individuals nearing the end of their life, includ-
ing the elderly and terminally ill, often face a hard
decision: quantity of life or quality of life. Rather than
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taking measures to extend their lives, many individuals
choose to improve the quality of the life they have
remaining. Individuals who are nearing death are often
concerned with issues including pain control, fatigue,
symptom management, autonomy, maintaining a sense
of control over decision-making, avoiding a prolonged
death, strengthening the relationships with loved ones,
the burden of physical care, spirituality, burial arrange-
ments, and the burden placed on loved ones who may
have to make decisions concerning life-sustaining
treatment.

An individual who is facing death can improve his
or her quality of life, at least to a degree, by addressing
some of the above-mentioned concerns. For example,
the individual can work with physicians to find a
regime that could help manage symptoms and pain.

Legal documents, such as advance directives, could
also be utilized to relieve the individual of decision-
making concerns. For instance, the individual could
execute a living will, thereby making his or her wishes
concerning life-sustaining treatment known. The indi-
vidual could also execute a document known as a
durable power of attorney. A durable power of attorney
would permit the individual to retain decision-making
power as long as he or she remains legally competent.
The document also allows the individual to elect a per-
son to act as a decision-maker if the individual were to
become incompetent. By discussing the dying individ-
ual’s wishes with the elected decision-maker, the indi-
vidual can ensure both his or her health care wishes are
known and the elected decision-maker is willing to
accept the responsibility of respecting those wishes. A
second form of durable power of attorney could also
help improve the quality of life of the dying. By exe-
cuting a durable power of attorney over property, an
individual, who may become unable to manage finan-
cial affairs, can ensure his or her property and bills will
be managed by a person of his choice.

Further, the execution of a will and the prearrange-
ment of burial planning could also be utilized to make
the dying individual’s intentions known. Such measures
relieve the dying individual’s reluctance to leave loved
ones with the burden of making such decisions.

Whether an individual is in perfect health or is
dying from a terminal disease, measures can be taken
to improve his or her health-related quality of life.
Moreover, the data collected in quality of life research,
which reveals valuable information about diseases,
treatments, and health care in general, can be utilized
to improve the quality of life of future patients.

SEE ALSO: Disability, Durable power of attorney for health
care, Hospice, Living wills
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BRANDY GLASSER

Queer The term queer evolved through different
historical contexts during the 20th century. Prior to the
Stonewall rebellion in 1969, which marked the begin-
ning of the gay liberation movement, queer, in the con-
text of describing a person, was used almost exclusively
as a derogatory term against homosexuals. As the gay
liberation movement gained momentum, a new mean-
ing surfaced that signified a radical act of gay pride in
defiance of heteronormativity and was evidenced in
slogans such as “We’re here; We’re queer; Get used to
it!” Heteronormativity describes a binary gender system,
in which only two sexes are recognized, where sex is
equated with gender and gender with a heterosexual
orientation.

At the same time, lesbian feminists were concerned
with legitimizing lesbian as an identity within the general
context of women’s oppression, which necessitated defin-
ing parameters. Out of this emerged separatist move-
ments, proscriptions against butch and femme gender
roles, anti-sadomasochism and/or anti-dominance/
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submission stances, and exclusionary taxonomies such as
“women-born, women-identified women.” This process
led to an identity politic that alienated and marginalized
increasing numbers of women. Additionally, homonor-
mative strategies (we’re just like you except for one thing)
employed by lesbian and gay organizations to gain civil
rights served to further marginalize individuals. Among
those ostracized were transgendered persons, bisexuals,
intersexed persons, and butch and femme lesbians.
Others were also ostracized, irrespective of sexual orien-
tation. These individuals, who do not fit the prevailing
cultural norms of gender, include drag queens and drag
kings, transsexual persons, leather fetishists, transvestites,
and others who do not adhere to cultural standards of
monogamous partnerships.

Similar to the gay liberation movement, these
groups adopted queer as an umbrella term in a radical
act of defiance and pride. However, in this case it was
in defiance of lesbian and gay homonormativity in
addition to heteronormativity. This meaning of queer
exposes the hypocritical stance of gay liberation, in that
queers can be visible only so long as they fit within the
prevailing parameters of acceptability. Thus, these mar-
ginalized groups are queer even within lesbian and gay
circles. In effect, they are queer queers.

All three usages of queer remain prevalent today.
However, against this backdrop, queer studies emerged
as an academic discipline sustained by a well-articu-
lated theoretical framework. Queer theory proposes
that sexual identities are a function of representations.
It assumes that representations preexist and define, as

well as complicate and disrupt, sexual identities.
Whereas the gay liberation movement fought to legit-
imize an acceptable homosexual identity and in the
process free from oppression marginalized sexual
minorities, queer theorists seek to destabilize cultural
ideals of normality and foster the freedom people need
to create their own sexualities.

Although same-sex dynamics have been a focal
point of queer theorists, the benchmark of the coming
out narrative that commonly solidifies contemporary
gay and lesbian identities is not used to evaluate these
dynamics. Queer theory rejects teleological views of
sexuality and identity, tending more toward coalition
politics. It is skeptical of viewing some identities as
authentic and others as lacking, inauthentic, or deviant.
Instead, queer theory concentrates on what individuals
want and do.

SEE ALSO: Femininity, Gender, Gender role, Hermaphroditism,
Homosexuality, Intersexuality, Lesbian, Masculinity,
Transgenderism, Transsexuality
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Rape The Latin word “to steal or carry off” is rapere
and described the behavior of ancient Romans who stole
their wives from other tribes. Laws delivered by Moses in
Deuteronomy 22 : 22–28 categorized rape and what
occurred to victims and perpetrators. The tragedy of rape
continues today of children, adolescents, and adults,
including the very elderly. The frequency rises so dra-
matically during wartime that even collecting firewood or
bringing water to one’s family carries incredible risk.

Female victims are more frequent than males by a
ratio of 13.5 : 1 in the United States with the highest
prevalence (5/1,000) in male and female adolescents
between 16 and 19 years old. It is estimated in this
country that more than 25% of women at some point in
their lives will experience nonconsensual sexual
penetration of their anus, vagina, or mouth.

Sexual assault includes multiple types of inappro-
priate or forced sexual behaviors. Under this heading,
there is molestation or noncoital activity between an
adult and a child as well as various types of rape, forced
sexual intercourse. Statutory rape exists when an adult
(over 18 years of age) sexually penetrates a child or
adolescent. Gang rape involves one victim with multi-
ple perpetrators. Date or acquaintance rape exists when
the perpetrator is known. Two thirds to three quarters
of adolescent rapes are perpetrated by an acquaintance
or family member.

Adolescent victims are more likely than adults to
have used alcohol or drugs, but less likely to have been
physically injured. Adolescents and young adults are at
higher risk for receiving the date rape drug flunitrazepam
(Rohypnol), which is profoundly sedating for up to 12 hr.

The risk of developing a sexually transmitted
disease (STD) varies with region of the country, age,
and sex among other factors. Syphilis, gonorrhea, HIV,
herpes, papillomavirus, chlamydia, candida, and gard-
nerella are reported. The Centers for Disease Control
and Prevention updates guidelines regularly for pro-
phylaxis of STDs within the first 72 hr and recommen-
dations to monitor the development of STD-related
symptoms—initially for all STDs and again at 6 months
for HIV.

A needed history and physical examination is fre-
quently quite difficult. The victim, who has already
been terrorized, often does not want to relive the
account in her mind and can feel violated by a physical
examination. Ideally a police officer, physician, nurse,
and rape crisis volunteer who are well trained in
rape intervention will be on hand. Emotional support is
provided with careful explanation of why particular
questions are asked, why an intimate detailed physical
examination is necessary, or why photos are taken and
specimens properly collected. This is not easy under
any circumstances, but especially when the victim is a
younger child, is disabled and suffering from contrac-
tures, or elderly with dementia.

There are multiple reasons for rape, but sexual ten-
sion is not high on the list. Most rapists live with a sex-
ual partner and prostitution is also available. Power
through violence is misidentified as healthy male
aggression or animal instinct gone awry. Although soci-
ety’s desire to reestablish the family is sound, promot-
ing an individual’s “license to abuse” is not. When some
males perceive their patriarchal rule threatened, they
rationalize violence to assure female subordination.
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These men may have difficulty communicating to
women in any other manner. Poor interpersonal skills
and a sense of insecurity lead to attacks that humiliate
and degrade women. Some are merely angry while oth-
ers are sadistic. Up to 40% of rapes are meant as pun-
ishment and 5% are only satisfied by torture or murder.

A psychological interpretation is that many rapists
were abused as children and grow up with low self-
esteem, resentment, and hostility. Impulsive behavior
and poor ego structure lead some to acknowledge a like-
lihood to commit rape if they can escape punishment.

The motivation to rape during times of war
includes revenge, genocide, and ethnic cleansing.
Women and girls living in refugee camps or left in their
homes when husbands and sons are off to war are at
great risk for rape, STDs, and pregnancy. Women may
also be forced into sexual acts to gain passage for
themselves and their families at a border crossing. Not
only do they experience posttraumatic stress disorder
and depression, but also they may be rejected by their
clan and sent away if they become pregnant after the
rape. These acts are directed at humiliation of the
males who are off fighting and are unable to protect
their women. A woman and her family may feel
tremendous disgrace if she becomes pregnant after this
act of violence. The babies are at high risk for neglect,
abandonment, or infanticide. It is no wonder that
women who have been molested are frequently afraid
to let anyone know what has occurred. Feeling pow-
erless and fearful of retaliation, they may not seek
medical help for prophylaxis of infection or recon-
structive surgery for injuries.

The tragedy of rape is clearly not often punished
during war despite efforts of some humanitarians to
address these wrongs. However, even in this country
where there is relative peace, only 9.5% report non-
marital attempted rapes or 6% of those who survive
rape. Many drop the charges before committal if inter-
rogators imply by questioning that the woman may
have encouraged it in some way. Many perpetrators
negotiate for a lesser offense. Only 10% of the 6–9.5%
who report (0.6–0.95% of all cases) will actually see
conviction of the perpetrator. There is much to be
done to improve the compassion and care for victims
of abuse, as well as provision of education about
prevention and procurement of treatment and legal
protection.

SEE ALSO: Domestic violence, Gangs, Incest, Pedophilia,
Sexual abuse, Sexually transmitted diseases, Violence
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Raynaud’s Phenomenon Raynaud’s phe-
nomenon is a condition in which exposure to cold or
emotional stress causes skin discoloration and pain.
This occurs most often in the fingers, but can also affect
the toes, the tip of the nose, and tips of the ears.
Raynaud’s phenomenon can occur itself or may be a
symptom of an underlying disease.

During an attack, the skin color changes to white,
blue, or red. The color changes are caused by spasm of
blood vessels. On exposure to a stress, such as cold or
an emotional situation, blood vessels narrow
(vasospasm) causing the skin to appear pale. Because
blood flow is reduced, the skin then turns blue. When
the causative condition (cold or stress) is removed, after
a period of about 10–15 minutes, rewarming occurs,
turning the skin red. The diagnosis of Raynaud’s phe-
nomenon is based on a description or observation of
these color changes in the setting of a typical exposure.

Approximately 4–15% of the population describe
symptoms of Raynaud’s. Most of these people have no
other symptoms or signs of an underlying disease, toxin
exposure, or occupational risk. This is defined as pri-
mary Raynaud’s phenomenon. Nearly 80% of patients
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diagnosed with primary Raynaud’s are female. Attacks
generally begin between the ages of 15 and 25 in oth-
erwise healthy individuals. Symptoms are mild and no
damage to blood vessels or destructive skin damage
occurs. Treatment includes using protective clothing and
avoiding excessive exposure to conditions that cause
symptoms. Medications that cause narrowing of blood
vessels should be discontinued or changed if medically
advisable. Any tobacco use should be avoided.

Attacks that begin at a later age are usually more
severe and more likely to result from an underlying dis-
ease. Systemic sclerosis (also known as scleroderma), a
rheumatological disease, is the most common underly-
ing disease. Secondary Raynaud’s can also be caused by
other rheumatological diseases (lupus, vasculitis), drugs
and toxins (amphetamines), structural diseases of the
blood vessels (atherosclerosis), occupational disorders
(hand–arm vibration syndrome), and certain blood
conditions (cryoglobulinemia).

In systemic sclerosis, nearly 90% of the patients
also have Raynaud’s. In these people, Raynaud’s is
more severe and can involve skin ulcerations on the
fingers or toes. In the worst case, gangrene can occur
and surgical amputation is necessary. This kind of
Raynaud’s is caused by more than the simple
vasospasm of primary Raynaud’s. Changes in the nor-
mal lining of the blood vessels lead to scarring, clot
formation, and chronic damage. Because the vessels are
damaged to start with, vasospasm can lead to blockage
of the blood vessels. One distinguishing feature of sec-
ondary Raynaud’s that occurs with systemic sclerosis is
the abnormal appearance of the small blood vessels of
the finger nailbeds when viewed on close inspection.

Treatment for both primary and secondary
Raynaud’s includes topical nitrate creams and a class
of medications known as calcium channel blockers.
Traditionally, these medications are used to treat heart
disease and high blood pressure. Here, their role is to
decrease vasospasm and stabilize blood vessel mem-
branes. Unfortunately, in cases where gangrene develops,
amputation may be the only treatment option.

SEE ALSO: Autoimmune disorders, Scleroderma
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Reduction Mammoplasty see Breast
Reduction

Regional Rheumatic Pain Regional rheumatic
pain is a family of syndromes including tendonitis,
tenosynovitis, and bursitis. These conditions, although
commonly seen in medical practice, are challenging to
diagnose. They are usually diagnosed without laboratory
testing or x-rays.

These conditions of the musculoskeletal system are
the result of repetitive overuse along with abnormal
body position or mechanics. Tendons, which attach
muscle to bone, may be more vulnerable to injury if a
person does not stretch before strenuous exercise.
Bursae, which act as cushion around joints and in
between muscles, can be subjected to extensive periods
of pressure or force, causing inflammation. Less com-
mon causes for these conditions include aging, disuse,
muscle atrophy or weakening, poor circulation, calcium
deposits, or diseases such as arthritis. The health care
provider should obtain a thorough history of patient
activities, recent illnesses or trauma, and changes in
habits or daily lifestyle. A detailed musculoskeletal
exam should include pressing on painful areas, moving
joints through their full range of motion both voluntar-
ily and with manipulation, and resistance testing of the
muscles. Knowing the anatomy of the affected area is
important in making a diagnosis (Table 1).

Shoulder pain is one of the most common com-
plaints among older people as well as in young athletes.
Overuse and calcium deposition are the most common
causes of inflammation in this area. The shoulder has
many parts, making it difficult to determine the source
of the pain. Three components of the shoulder are
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often affected by overuse syndromes: (a) the rotator
cuff muscles and their tendons, (b) the subacromial
bursa, and (c) the subdeltoid bursa. Acute rotator cuff
tendonitis usually causes pain on voluntary movement
of the arm away from the body, while chronic ten-
donitis causes a dull ache and difficulty performing
daily tasks. Rotator cuff tendonitis is confirmed if the
impingement test causes pain. If injection of lidocaine
into specific shoulder bursa causes relief of pain with
motion, then bursitis is the likely cause.

Elbow pain is also most commonly caused by
overuse, although chronic elbow pain may be associ-
ated with bony abnormalities, calcifications, or nerve
problems. Lateral epicondylitis, or tennis elbow, causes
tenderness directly over or just in front of the lateral
epicondyle, which is the bony prominence on the outer
side of the elbow. Pain occurs with everyday activities
such as shaking hands, opening a can, or lifting objects.
This tenderness is due to inflammation or a tear of the
tendon at that location. Medial epicondylitis, or golfer’s
elbow, demonstrates pain with resistance to wrist
movement downward as well as point tenderness over
the medial epicondyle, the bony prominence on the
inner side of the elbow.

DeQuervain’s tenosynovitis involves the tendons
that pull the thumb up into the hitchhiker position. This
condition is usually a result of overuse of the thumb
from gripping pens or pencils too tightly or in mothers
diapering their children using safety pins. Pain is elicited
with pressure on the wrist at the base of the thumb.
Swelling can develop in the area. The Finkelstein test
confirms the diagnosis. First, fold the thumb over the
palm and close the fingers over the thumb. Bending the
wrist sideways away from the thumb will cause pain in
a positive test. Tenosynovitis of the wrist is caused by
excessive writing, typing, or other repetitive movements
of the area.

Prepatellar bursitis, or housemaid’s knee, is often
caused by frequent kneeling. History of such activity as
well as visible swelling usually makes the diagnosis
clear. In contrast to problems within the knee joint, the
knee has full range of motion without pain. Pressure
directly over the bursa on the lower half of the kneecap
may reproduce the pain. Increased pain and tenderness
with warmth and redness may mean the bursa is
infected. The clinician should note a history of any
recent trauma and obtain fluid from the bursa to see if
it is infected. Infection is treated with antibiotics, and
antibiotics are often given until infection is ruled out.

People with trochanteric bursitis will complain of
hip pain, but the patient is able to point directly to the
outside of the upper thigh. This pain is worse when the
patient lies on the affected side or wears a purse or tool
belt over the area. Heel bursitis, also known as “pump
bump,” causes pain in the area around the Achilles ten-
don and the back of the heel bone. Pain is usually
increased by having the patient move the foot down-
ward. Swelling and a hard bump may be present.
Improper footwear can cause pressure and irritation in
this area, hence the name “pump bump.”

TREATMENT

Treatment aims at reducing symptoms and pre-
venting reoccurrence. Avoiding the activity that causes
overuse is extremely important. If the patient cannot do
this, then the activity (e.g., typing) should be performed
with proper alignment and posture. Rest and immo-
bilization with possible splinting will relieve current
inflammation. Once the inflammation decreases, physi-
cal therapy may be helpful in increasing muscle flexi-
bility, strength, and endurance. Heat compresses are

Table 1. Common overuse syndromes by region

Location Syndrome

Shoulder: Rotator cuff tendons and bursa Rotator cuff tears, subacromial or subdeltoid bursitis
Elbow: Flexor and extensor carpi radialis Medial epicondylitis (golfer’s elbow) and lateral

tendons and sheaths epicondylitis (tennis elbow)
Wrist: Abductor and extensor pollicus DeQuervain’s tenosynovitis

longus tendon and sheath
Wrist: Flexor and extensor tendons and Tenosynovitis of the wrist

sheaths
Knee: Prepatellar bursa Prepatellar bursitis (housemaid’s knee)
Heel: Retrocalcaneal bursa Retrocalcaneal bursitis (pump bump)



useful for tendonitis while cold compresses provide
relief for bursitis, although some patients prefer the
opposite.

Nonsteroidal anti-inflammatory medication is a
mainstay for these disorders, sometimes along with
other pain relievers. Injection of a mixture of cortico-
steroids and anesthetics into the affected area provides
short-term relief, reduces inflammation, and helps
confirm the diagnosis.

SEE ALSO: Arthritis
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Renal Disease Renal (kidney) disease is a sig-
nificant health care problem. As of 2000 (the most
recent data available from the U.S. Renal Data
Service report), the federal government’s cost of pro-
viding renal replacement therapy to patients with end-
stage renal disease (ESRD) was over 12 billion dollars.
Over the past decade, the increase in ESRD program
costs has outpaced that of the general Medicare pro-
gram by approximately 50% and presently accounts
for 5.8% of the Medicare program. This is up from
4.5% over the past decade. Most of the increase is due
to an increase in the patient population that has nearly
doubled to 260,000 people. It is estimated that 20 mil-
lion people have some form of renal disease in the
United States, many of whom will progress to ESRD.
Within the ESRD program, women are dispropor-
tionately represented in the Medicaid and Medicare
populations.

MANIFESTATIONS OF RENAL DISEASE

As with hypertension, most people with renal
disease are initially asymptomatic (without symptoms).
Screening urinalysis or blood work are the most com-
mon ways with which renal disease is initially detected.
Screening urinalysis in children or young adults as part
of camp or school health examination may reveal
hematuria (blood in urine) or proteinuria (protein in
urine). Adults, as part of an insurance examination or
routine annual examination, may show, in addition to
hematuria or proteinuria, evidence of renal insuffi-
ciency by an elevation of the serum blood urea nitro-
gen (BUN) or creatinine (both BUN and creatinine are
naturally occurring substances in the blood). An abnor-
mal urinalysis is noted when there are more than 3–5
red blood cells (rbc) per high-powered field (hpf) on a
microscope-viewed slide, or the detection of protein on
the dipstick dipped in a urine sample. In order to meas-
ure the amount of protein, a 24-hour urine collection or
spot urine (one-time urine collection sample) for pro-
tein and creatinine will need to be obtained. To screen
for abnormal proteins, a urine protein electrophoresis
and immunoelectrophoresis (specialized procedures
that stratify/categorize urine proteins) may need to be
performed.

Renal involvement can reflect prerenal causes,
postrenal causes, or intrinsic (renal tissue) disease. Pre-
renal causes most commonly reflect abnormalities in
renal blood flow (from congestive heart failure, volume
depletion, or cirrhosis of the liver) that become manifest
(or more pronounced) if someone is also ingesting
certain medications such as anti-inflammatory drugs.
Generally speaking, there is a disproportionate rise in
the BUN compared to the creatinine (�15–20 : 1 ratio).
The urinalysis (both dipstick and microscopic) is typi-
cally normal. Hypertension may also be a reflection of
renal hypoperfusion (low blood flow) even in the
absence of abnormalities in renal function studies. The
presence of hypertension in a woman in her late teens
and early 20s, or the presence of marked hypertension
in a woman without a family history of hypertension
raises the possibility of fibromuscular dysplasia (narrow-
ing of arteries due to thickening of artery wall lining).

Postrenal causes typically manifest as
hydronephrosis (dilated kidney) or hydroureter (dilated
ureter—tube from the kidney to the urinary bladder).
Acquired causes of urinary tract obstruction (UTO)
include intrinsic and extrinsic processes. Intrinsic causes
include direct disease of the kidney and/or related
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disorders such as kidney stones, blood clots, impaired
bladder function (neurogenic bladder) in diabetes mel-
litus, ureteral or urethral strictures, and tumors of the
renal pelvis, ureter, or bladder. Extrinsic processes
include reproductive tract causes such as pregnancy,
fibroids, endometriosis, cancer of the cervix or ovaries,
kidneys, or ureter or bladder. Depending on the
etiology, the urinalysis may be abnormal, for example,
hematuria with stones or tumors.

PATIENTS WITH HEMATURIA AND
PROTEINURIA

In order to understand the patient’s condition, the
physician will need an appropriate medical history and
must conduct a physical examination. If there is isolated
hematuria, the physician must evaluate whether it is
renal (in the kidney) or nonrenal (related structures
such as the bladder or ureter). Renal causes may mani-
fest with abnormal changes in rbcs when the red cells
are viewed under a microscope. These abnormalities
include rbc casts (abnormal clumping of blood cells),
rbcs that have “buds” or “nipples,” or rbcs that are frag-
mented. If these changes are not present or predomi-
nant, then the physician must conduct a urologic
evaluation. In cases where it is suspected that the
patient has intrinsic disease, the patient is generally
evaluated initially with an ultrasound. However, radio-
logic imaging of patients with suspected postrenal
causes is generally performed with a CT scan of the
abdomen and pelvis. If the evaluation points to a renal
cause, then additional laboratory testing may be in
order (e.g., blood testing for autoimmune disease such
as lupus, or for inflammation of the blood vessel walls
known as vasculitis) along with a consideration of a
renal biopsy (removal of a small piece of kidney tissue
for microscopic inspection).

The detection of isolated proteinuria almost invari-
ably reflects a renal cause. Protein excretion is mea-
sured and based upon the clinical setting, a protein
electrophoresis and immunoelectrophoresis may be
performed. Additional blood testing may be obtained.
After the initial evaluation, a renal biopsy may be in
order. The detection of hematuria and proteinuria most
often reflects a renal cause and would be evaluated as
described above.

If renal insufficiency is present, then it is necessary
to determine whether it reflects an acute (short term) or
chronic (long term) process. A renal ultrasound is usually

more accurate than a CT scan to determine size. Small
kidneys reflect chronicity. If the clinical picture is sugges-
tive of an acute process, then a renal biopsy is generally
in order. Abnormal laboratory values for BUN and creati-
nine only first appear after the loss of at least 50% of renal
function. Therefore, early in the course of renal failure,
the BUN and creatinine are not sensitive markers. In
addition, since creatinine is a reflection of muscle mass,
small-framed individuals and women will have normal
creatinine values at the lower limits of the normal range.

RENAL DISEASE IN WOMEN

Although most renal disorders occur with nearly
equal frequency in males and females, there are certain
diseases more likely to occur in women. The two most
common are lupus nephropathy (LN) and analgesic
nephropathy (AN).

Systemic lupus erythematosus (SLE) occurs 13 times
more frequently in females than males and is more com-
mon and severe in blacks. It afflicts young individuals
especially in the third and fourth decades. Lupus neph-
ropathy is typically more severe in children and in
blacks. Although the cause is unknown, there is a role for
genetic and hormonal factors. At the time of diagnosis
of SLE, an abnormal urinalysis or renal insufficiency is
already present in approximately 50% of patients. Over
time approximately 75% of patients will manifest renal
involvement with renal insufficiency present in about
30%. Generally speaking, specific therapy using immuno-
suppressants (medications to treat abnormal autoimmune
system functioning) is considered when severe protein-
uria and/or severe renal insufficiency are present. Given
the complexities of the decision-making process, therapy
is coordinated by a nephrologist (a doctor who special-
izes in the kidneys) and/or a rheumatologist. The renal
prognosis has improved significantly over the past few
decades.

Analgesic nephropathy occurs 5–7 times more
frequently in women. It is more commonly diagnosed
in the southeastern United States. Chronic headaches,
joint pain, and other chronic pain syndromes are the
most common reasons for consuming analgesics. The
development of AN requires long-term ingestion of
combination analgesics (e.g., aspirin, acetaminophen,
caffeine). Epidemiologic studies have noted the regular
ingestion of at least six tablets daily for more than
3 years. At the time of diagnosis, patients usually have
nocturia (need to urinate during times the individual
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should be sleeping at night), sterile pyuria (white blood
cells in the urine), anemia, and hypertension. Stopping
consumption of combination analgesics is necessary.

PREGNANCY AND THE KIDNEY

Normal pregnancy results in changes in renal func-
tion. These changes are important to appreciate in the
evaluation of women who are being seen for possible
renal disease. By the end of the first trimester, the
glomerular filtration rate (amount of urine processed/
filtered by the kidney) increases by approximately 50%.
The blood pressure decreases substantially over the first
28 weeks of pregnancy and increases slightly thereafter
till delivery.

PREGNANCY AND RENAL DISEASE

Pregnancy in women with renal disease can affect
the natural history of the underlying disorder, and renal
disease can affect the maternal and fetal outcomes.
Effect of pregnancy on renal disease generally depends
upon the severity of the underlying renal disease and
the presence of hypertension at the time of conception.
Overall, proteinuria increases in nearly 50% of women
and hypertension worsens in nearly 25% of women.
With normal renal function or mild renal insufficiency,
less than 10% of women will manifest a permanent
decline in renal function. When the creatinine is more
than mildly elevated, the risk of worsening renal insuf-
ficiency has been shown to increase by approximately
40%. Due to amenorrhea (lack of menstruation) or
anovulatory menstrual cycles (menstruation without
ovulation), the ability to conceive when the creatinine
is very elevated (more than 3 mg/dl) and carry the fetus
to term is generally very low.

Pregnancy in women with diabetes and SLE is not
uncommon. In the diabetic patient without underlying
nephropathy, pregnancy does not appear to increase
the subsequent development of diabetic nephropathy
(kidney damage due to diabetes). As with other forms of
renal disease, renal insufficiency (creatinine 	 1.5 mg/dl)
at the time of conception has been associated with irre-
versible deterioration of renal function. In one study,
about 45% of patients were affected.

Effect of renal disease on pregnancy is a reflection of
the severity of renal insufficiency. Mild renal insuffi-
ciency is associated with an increase in preterm labor

(approximately 20%), stillbirth (approximately 5%), and
small for gestational age (SGA) infants (approxi-
mately 24%). Superimposed preeclampsia (pregnancy-
associated disorder with abnormal blood pressure)
occurs in about 10% of patients. In moderate and severe
renal insufficiency, preterm labor, perinatal mortality, and
other complications are more common. Uncontrolled
hypertension (mean arterial pressure � 105 mm Hg at
conception) has been estimated to be associated with a
10-fold increase in relative risk of fetal death.

In women with diabetic nephropathy, both perina-
tal morbidity and mortality have improved markedly
in association with excellent blood sugar control. As in
the nondiabetic patient with renal disease, the risk of
complications of pregnancy, including preeclampsia, is
increased with worsening renal insufficiency.

In women with SLE and preexisting LN, predictors
of adverse fetal outcome include proteinuria (approxi-
mately 60% fetal loss), presence of abnormal blood
(antiphospholipid), antibodies (approximately 75% fetal
loss), and hypertension (approximately 30% fetal loss).
Due to the small number of patients studied with renal
insufficiency at the outset of pregnancy, the role of
renal insufficiency on fetal outcome is presently
unclear. In patients with SLE and LN (irrespective as to
whether LN preceded pregnancy or first occurred dur-
ing pregnancy), overall fetal loss has improved over the
past three decades. Between 1990 and 2000, fetal loss
occurred in 30% of pregnancies.

GENERAL APPROACH TO THERAPY

Specific treatment strategies for the multiple etiolo-
gies (causes) of renal disorders are beyond the scope of
this text. There is a common therapeutic approach to
patients with renal disease. This approach involves: (a)
excellent blood pressure control (blood pressures
~120/80 mm Hg); (b) the use of specific medications
such as angiotensin-converting enzyme inhibitors (ACEI)
and angiotensin receptor blockers (ARB); (c) control of
elevated blood fats/lipid (hyperlipidemia) with diet,
exercise, and statin drugs; (d) restriction of dietary salt
intake; (e) avoidance of excess protein intake; (f) con-
trol of elevated blood phosphorus concentrations with
diet and use of medications that serve as phosphate
binders; (g) control of metabolic acidosis (excessive
accumulation of blood acid) with sodium bicarbonate.

Since an elevation in the serum creatinine to values
just above the upper limits of normal generally reflects
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a loss of at least 50% of renal function, a referral to a
nephrologist at this time is recommended.

SEE ALSO: Autoimmune disorders, Cardiovascular disease, Dia-
betes, Hypertension, Pregnancy, Systemic lupus erythematosus
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BRUCE E. BERGER

Reproductive Technologies Robert Edwards
and Patrick Steptoe made a significant contribution to the
treatment of infertility in 1978, with the successful birth
of Louise Brown after in vitro fertilization (IVF). Twenty-
two years later, the Centers for Disease Control and
Prevention (CDC) reported that IVF resulted in 25,228
live births in the United States. The success of IVF has
been estimated to be one live birth in every five IVF
cycles. While the use of sperm donation and intrauterine
insemination (IUI) with either partner or donated sperm
has been available for many years, it is advances in
assisted reproductive technologies (ART) that have revo-
lutionized the care and management of couples dealing
with infertility.

There are a number of different technologies
available including IVF, intracytoplasmic sperm injection

(ICSI), preimplantation genetic diagnosis (PGD), and third
party reproduction (donor egg, donor sperm, surrogacy).

Invitro fertilization is a procedure that involves
removing eggs from a woman’s ovaries and fertilizing
them outside her body in a glass dish. The embryos that
are produced are then transferred into the woman’s
uterus through the cervix. The first step is to treat the
woman with hormones to produce multiple eggs. Most
women produce at least 4–6 eggs capable of being fertil-
ized, but some may produce as many as 20–30 eggs. The
eggs are removed and placed in a sterile dish along with
sperm. Fertilization and early cell division takes place in
the dish and can be seen under the microscope. Once
the fertilized eggs have divided into 6- to 8-cell-stage
embryos, they are returned to the uterus and are
expected to implant in the uterus and continue with a
normal pregnancy. The success of IVF has been esti-
mated to be one live birth in every five IVF cycles. Two
variations of IVF are gamete intrafallopian transfer (GIFT)
and zygote intrafallopian transfer (ZIFT). GIFT uses the
same initial procedure, but instead of waiting for fertil-
ization to take place in the dish, the eggs and sperm are
placed directly into the fallopian tubes using a laparo-
scope through small incisions in the abdomen. ZIFT
involves placing the egg that was fertilized (zygote) in the
dish directly into the fallopian tubes instead of the uterus.

Intracytoplamic sperm injection was developed by
researchers in Brussels in 1992 and involves the direct
microinjection of a single sperm into the cytoplasm of a
single egg (oocyte). This technique was developed to
help males who are infertile due to very low sperm
count or very limited numbers of healthy sperm. This
procedure has been reported to dramatically increase
fertilization rate by 50–80%, with a successful preg-
nancy rate of about 20–30% for couples with male infer-
tility. Since the first reports of successful pregnancies
after ICSI, there has been an effort to assess the genetic
risks that may be associated with this technique as ICSI
bypasses the natural mechanisms of sperm selection
during reproduction. While there have been some
reports of the occurrence of birth defects in children
conceived after ICSI, the incidence of a congenital mal-
formation is estimated to be 2.5–3%, which is similar to
that of the general population. Also, some causes of
male infertility can be genetic and passed on, so male
offsprings might have reproductive problems as adults.

Preimplantation genetic diagnosis is a relatively new
technique developed 10 years ago that combines
advances in molecular genetics and ART. Preimplantation
genetic diagnosis is a technology that can be used
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during IVF to test for genetic disorders in the embryo,
prior to being transferred back into the uterus. Once the
embryos are obtained, they are placed under a micro-
scope and a single cell is removed from each embryo
with a glass needle (pipette). That cell can then be tested
for the presence of the genetic disorder the couple was
at risk for. Embryos that are unaffected—do not have the
genetic disorder—can then be transferred into the uterus.
For example, Tay–Sachs disease, Duchenne muscular
dystrophy, Down syndrome, and cystic fibrosis are a few
of the genetic disorders that have been successfully
bypassed by using PGD. Preimplantation genetic diag-
nosis was developed for couples for whom pregnancy
termination after conventional prenatal diagnosis was
not an option. The risks of PGD are similar to those of
IVF, namely, multiple fetal pregnancies. Preliminary stud-
ies show no risk for spontaneous abortions or birth
defects; however, the data from long-term follow-up of
children conceived after PGD have yet to be collected.

Third-party reproduction refers to using donated
gametes (eggs or sperm), donated embryos, or a
donated uterus (surrogacy or a gestational carrier) by a
third person (the donor) to an infertile couple (the
recipient). There are genetic issues involved with
donated eggs, sperm, and embryos in particular.
Gamete donors undergo genetic screening according to
guidelines established by the American Society for
Reproductive Medicine (ASRM) in 1997. In addition,
some programs offer donated embryos from couples
who have gotten pregnant following IVF and no longer
need the other remaining fertilized eggs. Donor eggs
are often recommended when a woman has a uterus
but her ovaries do not produce healthy eggs, or ovaries
were previously removed due to cancer or infection.
Using IVF techniques, the egg donor is given hormone
medication to stimulate ovulation and then the eggs
are retrieved. These are then mixed with the infertile
woman’s partner’s sperm or donated sperm and the
resulting embryo is transferred back into the recipient.
Donor sperm is used when the male is infertile. The
sperm can be injected directly into the uterus (IUI) and
conception occurs naturally or can be mixed in the
laboratory with eggs to create embryos. When using
donated sperm, it is recommended that it be frozen for
several months to rule out the presence of infectious
diseases such as HIV. Surrogacy (having another
woman carry the pregnancy) is considered when a
woman does not have a uterus because of a previous
hysterectomy or was born without a uterus. In this case,
either the couple’s eggs and sperm or donor eggs and

sperm can be used. Using the same IVF techniques, the
embryo is transferred into the surrogate mother.

While all of these ART have provided many new
options for infertile couples, the achievement of a preg-
nancy using ART can have physical, emotional, and
social consequences. One adverse consequence of IVF
is an increased rate in multiple fetal pregnancies. These
can be potentially harmful for both mother and fetus
due to higher rates of cesarean sections, prematurity,
low birthweight, infant death, and disability. According
to the CDC, the multiple-infant birth rate after ART was
38% in 1998, compared to only 3% in the general pop-
ulation. Moreover, despite advances in ART, IVF still
remains relatively unsuccessful. Only about 22% of ART
cycles performed in the United States in 2000 in all aged
women resulted in a live birth. Women who are under
the age of 35 have the highest success rates and women
over the age of 40 have lower success rates. Finally,
ART is expensive. Costs vary depending on the center
and what is done. Costs can range from a few thousand
dollars per cycle to $10,000 per cycle.

SEE ALSO: Menstrual cycle disorders, Miscarriage, Pregnancy
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ANNE L. MATTHEWS

Restraining Orders One of the most important
things a victim can do to save his or her life is to file an
order for protection, also known as a restraining order. In
response to domestic violence and other abuse, the law
developed the restraining order, which is a legal order
created to protect a person from harm. Since a legal order
carries the weight of the law, an abuser must abide by it
or face legal penalties. All restraining orders are defined
at the state level rather than at the federal level. However,
there is only slight variation among the states as to the
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types of available restraining orders, who can obtain it,
and under what circumstances it can be issued. Although
domestic violence is one of the most common reasons for
a restraining order, other instances include but are not
limited to stalking, harassment, and sexual abuse.

There are various types of restraining orders such
as the traditional restraining order, harassment orders,
temporary restraining orders, and civil protection
orders. Deciding what type of restraining order to peti-
tion for depends on your specific situation, but ulti-
mately the judge or commissioner decides what type of
restraining order can be issued. Traditional restraining
orders are issued if the abuser is your spouse,
boyfriend, related to you by blood, or is someone you
have had a significant sexual relationship with. A sec-
ond type of order of protection is a harassment
restraining order, which only takes an hour to com-
plete, but unlike a traditional restraining order, it cannot
be amended. Typically, a harassment restraining order
is obtained only if the victim does not qualify for a tra-
ditional restraining order. Alternatively, temporary
restraining orders are often used in divorce proceed-
ings to prevent a party from disposing of any marital
assets or to protect one party from the vindictive actions
of the other party. Also, issued under divorce or annul-
ment court proceedings are civil restraining orders,
which can only be enforced by the court. Furthermore,
if one party violates a civil restraining order, it does not
excuse the other party from abiding by the court orders,
even if an attorney or an advocate advises otherwise.

The fundamental function of most restraining
orders is to prevent harm and the manner in which this
is done depends on provisions in the restraining order.
Several different types of provisions are: stay away, no
contact, cease abuse, support, exclusive use, restitution,
relinquish firearms, custody visitation, and child sup-
port provisions. Stay away provisions order the abuser
to not be at or near your work, school, home, or other
places. No contact provisions order the abuser to stop
all calls, faxes, gifts, mail, emails, or other communica-
tion. Cease abuse provisions order the abuser to not
threaten or harm you. Support provisions order the
abuser to provide financial support, by continuing to
pay the mortgage or other temporary financial support.
Exclusive use provisions order the abuser to cease all
use of the home and/or car. Restitution provisions order
the abuser to reimburse you for medical costs, property
damages, or other damages resulting from the abuse.
Relinquish firearms provisions order the abuser to sur-
render all weapons and ammunition. Custody visitation

provisions order the abuser to only visit the child under
supervised visitation and can order that the transfer of
the child only occur under safe supervision.

An abuser is guilty of violating an order if he or she
fails to do what the order required or does something
that the order prohibits. Violation of a restraining order
subjects the abuser to fines, prison, or both. Restraining
orders can be enforced against the abuser by the court
or police, depending on the provision violated.
Generally, the police can enforce the following provi-
sions: no contact, stay away, cease abuse, exclusive
use, and child custody. Therefore, it is critical to contact
local law enforcement immediately when such an order
is violated; if that is not possible, then a police report
should be filed as soon as possible. In most states, wit-
nesses or proof of the violation are not required.
Reporting every violation to the police will strengthen
the case against the abuser because police reports are
heavily relied upon by the court to determine the
penalty and other courses of action. On the other hand,
violation of child support provisions can only be
addressed by filing a motion for contempt in court,
which leads to a court hearing to determine how the
abuser violated the order and the applicable penalty.

To obtain a restraining order, contact either a
domestic violence advocate at a crisis center, an attorney,
or your local police department. Given that restraining
orders are legal documents and take a few hours to
fill out, professional assistance in filling out the forms is
recommended. Advocates are particularly specialized in
filing restraining orders and know how to help you qual-
ify for available fee waivers, and are a great source of
other relevant aid. For example, advocates can advise
you on which important documents should be included
with the restraining order application, make sure you are
safe when the order is delivered to the abuser, and can
assist you in finding safe housing if necessary.

An alarming number of people do not obtain
restraining orders because of a common misconception
that it will make an abusive situation worse. Although
this perception is ill-founded, of the 1.5 million women
in the United States who report physical and/or sexual
abuse, only 20% seek restraining orders. However, it
has been proven in recent studies that women who
obtained a 12-month restraining order were fives times
less likely to experience abuse than women who refused
restraining orders. In contrast, studies show that
temporary restraining orders, as opposed to long-term
restraining orders, are not as effective since they are
only valid for a short period of time.
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In conclusion, the restraining order has altered the
power equation between an abuser and the victim. No
longer is a victim alone to defend herself. The power of
the law will rise up to protect her through the restrain-
ing order, ordering no harm be done to her. Although
each state dictates its own law on the scope and power
of a restraining order, each state offers this basic pro-
tection. Should you consider obtaining a restraining
order, contact a local crisis center or the police to find
out what the process and law is in your state.
Remember you are not alone; there is a legal system in
place to enforce your protection.

SEE ALSO: Child custody, Divorce, Domestic violence,
Homicide, Rape, Sexual harassment, Stalking
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ELIZABETH M. VALENCIA

Rh Disease Rh disease is known as hemolytic
(having to do with the blood) disease of the newborn
(erythroblastosis fetalis). Rh refers to the Rh system
(antigen groups include C, D, E) on blood cells and
specifically the D-antigen. Rh disease develops when
antibodies form in an individual with Rh-negative (lack
of D-antigen) blood after exposure to red blood cells
that have a D-antigen (Rh-positive) within the blood.
Antibodies are cells of the immune system that identify
other cells or compounds in the body or blood that the
immune system perceives as dangerous. Among racial
groups, the Rh-negative blood group is more common
among whites (15%) than African Americans (5–8%) or
Asians/Native Americans (1–2%).

Rh disease has a wide variety of presentations from
mild hemolysis (anemia caused by the breakdown of red
blood cells) to hydrops fetalis (a severe, life-threatening
problem of severe edema [swelling] in the fetus and
newborn). An Rh-negative woman during her first preg-
nancy will probably have some exposure to fetal blood; if
the fetus is Rh-positive, the woman may develop antibod-
ies (IgG) to the D-antigen on the fetal red blood cells. The
infant from the first pregnancy may exhibit few or no signs
of hemolysis (red blood cell breakdown) and only have
mild signs of jaundice after birth. During subsequent
pregnancies, a fetus, if Rh-positive, may be at increased
risk for complications due to mother’s Rh-negative blood
group.

LABORATORY EVALUATION

In the case of suspected Rh incompatibility (the
mother being Rh-positive and the fetus Rh-negative),
laboratory data of infant and maternal blood groups
should be identified. The infant will need a variety of spe-
cialized blood tests (a Coomb’s test, hemoglobin, reticu-
locyte count, total and direct bilirubin level, and a blood
smear). In the presence of hemolytic disease, some of
these blood tests will be abnormal (the Coomb’s test will
be positive, there will be evidence of anemia on the
hemoglobin, the reticulocyte count will be increased,
there will be abnormal cells on the blood smear, and the
total [unconjugated] bilirubin will be elevated).

INFANT PRESENTATION OF Rh DISEASE

The characteristic presentation of an infant
(Rh-positive) born to a mother (Rh-negative) will be
yellowing of skin and whites of the eyes (jaundice)
within the first day of life. While the infant was in utero,
the bilirubin was cleared by the placenta. The infant
will not be able to handle the red cell waste products
(bilirubin by-products) being produced by the break-
down (hemolysis) of red blood cells occurring due to
the maternal antibodies that have crossed into the
infant’s blood prior to delivery via the placenta.
Jaundice due to hemolysis of red blood cells puts
infants at greater risk for kernicterus (a buildup of
bilirubin in the brain), which may include symptoms of
flaccidity (weakness), opisthotonus (a spasm of the
spine and extremities), seizures, apnea, and even death.

Rh Disease
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Treatment of Rh disease includes a specialized form of
light exposure therapy (phototherapy) and possibly
blood exchange transfusion (remove damaged blood
and replace with healthy blood).

Infants with a more severe presentation of Rh
disease, hydrops fetalis, require immediate diagnosis
and supportive therapy. Signs of more severe disease
include pallor (anemia), edema (hypoalbuminemia),
pleural and cardiac effusions (fluid around the lungs and
heart), hepatosplenomegaly (enlarged liver and spleen),
petechiae (a rash of tiny red bumps from a low platelet
count that does not blanch when pressed on), or ascites
(fluid in the abdomen). These infants will often need the
care of a neonatal intensive care unit for monitoring,
temperature stabilization, respiratory support, correction
of abnormal blood acid balance (metabolic acidosis),
and exchange transfusion. An exchange transfusion
involves exchanging two blood volumes of the infant’s
blood with the donor’s blood. The exchange transfusion
should help to remove bilirubin and hemolyzing red
blood cells (about 85%).

PREVENTION OF Rh DISEASE

Prevention of Rh disease is done by screening
maternal blood type. If the woman is Rh-negative, she
should have a specific blood product, anti-D gamma
globulin or RhoGAM, given between 20 and 28 weeks
gestation, at the end of pregnancy (delivery, miscar-
riage, or abortion) or in the case of blood transfusion,
amniocentesis or vaginal bleeding during the preg-
nancy. An Rh-negative woman should be monitored
during pregnancies for increasing levels of antibody. If
the Rh-antibody levels are increasing or there is previ-
ous history of an infant with Rh disease, then close fetal
monitoring is required with ultrasound and specific
procedures that sample small pieces of the placenta, or
tissues and fluids that surround the fetus (chorionic vil-
lus sampling, amniocentesis, or percutaneous umbilical
blood sampling). The overall incidence of Rh-negative
mothers with multiple pregnancies having an infant
with hemolytic disease is around 5%.

RhoGAM has revolutionized Rh disease for most
mothers and babies. What was once a commonly dev-
astating and deadly disease is now one seen much
more rarely and less severely.

SEE ALSO: Labor and delivery, Neonatal care ethics, Pregnancy,
Prenatal care, Reproductive technologies
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DEANNA DAHL-GROVE

Rheumatoid Arthritis Rheumatoid arthritis
(RA) is an autoimmune disease in which the joints are
the primary target of progressive inflammation and
destruction. This disease affects about 1% of the U.S.
population and is nearly three times more common in
women than men. It can occur at any age and tends to
increase in frequency with age. However, it most com-
monly begins between ages 30 and 60. There is not one
particular test that can easily establish the diagnosis of
RA. Rather, the diagnosis is based on a constellation of
clinical, laboratory, and x-ray findings.

Despite extensive research, the cause of RA is still
not well understood. Autoimmune diseases occur when
the immune system, the body’s natural defense mecha-
nism against infection, mistakenly identifies “self” as a
target to attack. Over the years, a number of bacteria
and viruses have been suspected as possible triggers for
the development of RA, but none has been consistently
identified. Familial studies and studies of twins suggest
that genetic factors are important in developing RA.
Certain genetic markers, if present, not only suggest sus-
ceptibility, but may also indicate how severe the disease
is likely to be. However, clustering in families is not
common and genetic influences alone do not explain
why a particular patient develops RA. Cigarette smoking
is the only environmental factor that has been shown to
be associated with the development of RA. In summary,
RA is a process which occurs in a genetically predis-
posed individual as a result of a yet unidentified trigger.

The primary target of inflammation in RA is the joint.
The interior of the joint is lined by a membrane called
the synovium which secretes a lubricating fluid called
synovial fluid. When the synovium becomes inflammed,
as occurs in RA, certain molecules and enzymes that can
damage tissue are released. These mediators of inflam-
mation can attack cartilage, ligaments, tendons, and
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bones. Unchecked, the damage from this inflammation
can become permanent.

Most commonly, RA develops over a period of
several weeks as a gradually progressive joint inflam-
mation. Most often, the same joints are affected on both
sides of the body. Typically, the joints involved include,
the small joints of the hands and feet, wrists, elbows,
shoulders, knees, and ankles. In addition, the spine in
the neck may be affected. Over time, this can lead to
instability of the neck with potentially serious neuro-
logic complications. Early in the disease, the disease
may initially appear asymmetric, making the diagnosis
less clear. Other possible diagnoses should always be
considered, such as other types of arthritis, infection, or
other rheumatic diseases such as lupus.

Early on, the joint symptoms are reversible and
related to ongoing inflammation. Later in the course of
the disease, irreversible joint damage may occur.
Patients describe morning stiffness which is due to syn-
ovial inflammation. Unlike degenerative arthritis
(osteoarthritis) in which this stiffness is brief (minutes)
in duration, the morning stiffness associated with RA
generally lasts 1 hour or more. Upon physical examina-
tion, joints which are more superficial and easily
examined, such as the small joints of the hand or the
knee, may show active signs of inflammation such as
warmth, swelling, or redness. Over time, if this chronic
inflammation continues untreated, the lining of the
joints become scarred, cartilage is destroyed, and the
bony surfaces of the joints become eroded, resulting in
irreversible destructive damage. At this point, joint
deformities become obvious and joint function is lim-
ited. Therefore, the goal of therapy is early identi-
fication of disease and aggressive treatment of the
inflammatory process in order to prevent permanent
joint damage.

RA causes problems in other organ systems as well.
Initially, some individuals experience fevers, weight
loss, and fatigue. Up to 50% of patients with RA may
develop rheumatoid nodules, which are firm, soft accu-
mulations of connective tissue typically located over
pressure points such as the outer surface of the forearm
or the Achilles tendon. Other patients develop a diffuse
skin rash as part of their RA. RA can also involve the
heart, lungs, and neurologic system. Inflammation of
the lining of the lungs (pleurisy) or the heart (peri-
carditis) may occur. Fluid accumulation (effusions) may
affect these organs as well. These findings vary from
asymptomatic to severe, and may require increased
immunosuppressive therapy or drainage of the fluid.

Neurologic manifestations in RA may occur in sev-
eral ways. First, arthritis which affects the cervical spine
may lead to instability, pinched nerves, and problems
with movement or sensation. These symptoms gradually
get worse. Because of the possibility of cervical spine
instability, care should be taken to avoid any unneces-
sary manipulation of the neck in a patient with RA. Prior
to elective surgery, an anesthesiologist should consult
with a rheumatologist regarding intubation of a patient
with possible cervical instability. RA can also affect
peripheral nerves. Nerves pass through compartments,
which are also occupied by synovium and tendon
sheaths. If these structures become inflammed, the
nerves can be compressed. This causes symptoms which
change with joint position or according to the degree of
inflammation. Finally, the blood vessels supplying
peripheral nerves may become inflamed. This causes
neurologic symptoms that occur more abruptly and are
not altered with a change in position.

The American College of Rheumatology has estab-
lished criteria for the diagnosis of RA based on clinical,
laboratory, and x-ray changes. Clinical criteria include
prolonged morning stiffness, arthritis of multiple joints in
a symmetric pattern, and rheumatoid nodules. Laboratory
tests and x-rays also help confirm the diagnosis of RA.
One particular blood test, the rheumatoid factor (RF), can
be found in nearly 85% of patients with RA. If present in
high titers, it may predict more severe and unremitting
disease as well as an increased risk for nonjoint manifes-
tations of the disease. This lab test alone does not make
the diagnosis of RA and in fact may be negative early on
in RA. It is also important to realize that this test may be
positive in healthy individuals or in those with other
autoimmune, infectious, or cancerous conditions. Blood
tests which can be followed as markers of inflammation
include the erythrocyte sedimentation rate (ESR), C-reac-
tive protein (CRP), and platelet count. Many individuals
will also have anemia (low blood count) or low albumin
(protein), which are frequently seen in patients with
chronic diseases. Drainage of joint fluid may be per-
formed to assess the degree of inflammation and to rule
out infections. Rarely, a biopsy of joint synovium is per-
formed to look for pathologic features that would sup-
port (or rule out) a diagnosis of RA.

X-rays are performed periodically throughout the
course of the disease. Early changes may reveal soft tis-
sue swelling and thinning of the bones near the joints. As
the disease advances, x-rays show bony erosions, joint
space narrowing, and progressive joint destruction. One
of the primary goals of therapy is to delay and prevent

Rheumatoid Arthritis

564



such destructive changes. Repeated x-rays are often done
to monitor response to treatment. Checking hand or foot
x-rays over the course of the disease helps the rheuma-
tologist to judge whether the current therapy is working.

Treatment of RA addresses a number of important
goals. From the patient’s perspective, perhaps the most
important goals are improvement of joint pain and
swelling and preservation of joint function. These goals
are important to the physician as well, but the physician
is also trying to prevent further joint damage, reduce
long-term disease-related illness and death, and carefully
monitor for harmful side effects of medication. In gen-
eral, there are two main classes of drugs for the treatment
of RA. One group of medications focuses on controlling
symptoms by decreasing pain and inflammation. The
other type of medication focuses on preventing further
disease progression and improving long-term outcomes.

The first category of medications includes non-
steroidal anti-inflammatory drugs (NSAIDs), cyclooxy-
genase-2 (Cox-2) inhibitors, and corticosteroids. These
medications are effective in the treatment of inflamma-
tion and pain but do not prevent further disease pro-
gression. It is not recommended that any of these
medications be used as the only therapy for the long-
term treatment of RA.

The mainstay of therapy for long-term treatment of
RA are the disease-modifying antirheumatic drugs
(DMARDs). These medications vary in their mechanisms
of action but in general alter the immune system by
reducing its abnormal response as well as blocking path-
ways involved in the inflammatory process. The choice of
a DMARD depends on a number of considerations.
Clearly, the degree of disease activity and severity is
important. Whether the patient has other diseases or cer-
tain lifestyle behaviors (such as alcohol consumption and
increased risk of liver toxicty with certain drugs) is impor-
tant as well. Finally, the patient’s willingness to comply
with drug monitoring and drug dosing plays a role. In
general, all of the DMARD class of medications increase
the risk of developing infections because they suppress
the immune system. A careful evaluation of the risks and
benefits of each medication should be discussed and
weighed against the risks of untreated disease.

In conclusion, RA is a disease process primarily
affecting the joints but potentially involving other organ
systems as well. It is diagnosed by a combination of
clinical, laboratory, and radiographic findings. Treatment
is individualized to each patient with the primary objec-
tives of reducing of inflammation and preserving joint
function.

SEE ALSO: Arthritis, Autoimmune disorders
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Rosacea Rosacea is a common facial skin condi-
tion that most frequently affects fair-skinned Caucasian
women and men of northern European ancestry. While
the precise etiology (cause) of rosacea is unknown, it is
probably due to some combination of factors in predis-
posed individuals resulting in an abnormality of the
blood supply to the skin (cutaneous vasculature). The
earliest sign of rosacea is recurrent episodes of flushing
that may be triggered by a variety of exacerbating
factors including hot beverages, spicy foods, alcohol,
sunlight, or emotional stress. Over time, the redness of
the skin (erythema) may become permanent rather than
episodic and more inflammatory changes ensue includ-
ing swelling (edema), bumps (papules), and blisters
(pustules). Phymas, disfiguring fibrotic changes in the
skin, are a late stage of rosacea and are seen more com-
monly in men. An index of suspicion should be main-
tained for rosacea that affects the eye area (ocular
rosacea), which is common and often unrecognized,
but has the potential to cause discomfort as well as
possible corneal ulceration.

Avoidance of irritating stimuli that cause flushing is
an essential first step of treating rosacea. A frequent com-
plaint of rosacea patients is hyperirritability of the skin
characterized by stinging and burning with application of
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topical preparations. Avoidance of products that produce
this symptom and employing gentle skin care can also
improve the condition. Daily use of a gentle moisturizer
with a broad-spectrum, nonchemical sunscreen is essen-
tial. Skin atrophy as a result of chronic sun damage can
further accentuate the prominent blood vessels.
Cosmetics can be used if they are mild and do not irri-
tate the skin; the use of cosmetics to camouflage the red-
ness and blemishes goes a long way toward benefiting
self-esteem in this highly visible condition.

Therapy of rosacea has included both topical and
systemic agents, with treatment regimens based primar-
ily on disease severity. Antibiotics are the most common
prescription drugs for rosacea, and most dermatologists
employ a tiered approach based on the severity of the
condition. Topical metronidazole products are the most
common first-line therapies. Combination therapy with
systemic antibiotics, particularly those in the tetracyc-
line class, is prescribed for inflammatory lesions as well
as ocular involvement. Rosacea fulminans, a severe
inflammatory variant of rosacea seen most commonly in
young women, may require oral corticosteroids or the
retin medication, isotretinoin. Swelling of the nose with
fibrosis resulting in a bulbous appearance, known as
rhinophyma, is much more commonly seen in men.
Rosacea tends to be cyclic in nature and systemic med-
ications can often be tapered while maintaining a regi-
men of gentle skin care, daily sunscreen, and avoidance
of known factors that trigger flares. Recognition and
treatment of rosacea early in its onset provides the most
favorable long-term prognosis.

SEE ALSO: Edema, Skin disorders
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Rubella Rubella is commonly referred to as
German measles or 3-day measles. This disease is a
common and relatively mild disease of childhood. The

disease is caused by an RNA virus (genus: Rubivirus,
family: Togaviridae) and humans are the only known
host. Rubella is passed by secretions; nasopharyngeal,
blood, stool, or urine. The virus can be recovered from
secretions 7 days before symptoms start and up to 7
days after the rash disappears. The incubation period is
14–21 days and usually 16–18 days. Rubella outbreaks
often occur in late winter and early spring. Outbreaks,
which have occurred since the vaccine development,
are usually in environments where close contact with
other individuals occurs such as dormitories or health
care environments.

CLINICAL COURSE

Rubella, in postnatal infection, begins with swollen
lymph nodes in the head and neck regions, in particu-
lar, the occipital lymph nodes. Within 5 days, a mild
enanthem of rose-colored spots may be noted on the
soft palate. Sore throat, conjunctivitis, and enlarged
spleen are the next symptoms, followed by fever, usu-
ally low grade (� 38.5�C; 101�F), and rash. The rash
begins in the face and then proceeds to the trunk and
extremities. The rash has discrete maculopapular
(raised but flat) and slightly erythematous (red) lesions
that last about 3 days. Other symptoms that may occur
are anorexia, headache, and malaise. Less common
symptoms include polyarthritis, usually of small joints
of hands and feet among women, and paresthesias
(abnormal sensations in the extremities), tendonitis,
purpura (small, raised purple skin lesions), testicular
pain, and encephalitis (inflammation of the brain),
which is a rare complication. Some individuals may be
asymptomatic during infection (25–50%). Generally,
laboratory evaluation during the disease course is not
indicated, but, if performed, a white blood cell (WBC)
count may be low or normal, and a platelet count may
be low. Other diseases that can resemble the rash of
rubella are scarlet fever, rubeola (measles), roseola,
mononucleosis, enteroviral infections, drug rashes, and
secondary syphilis. The treatment of rubella is mainly
supportive care.

PREVENTION

The vaccine was developed in 1969. The vaccine
that is currently used is a live virus (RA 27/3) developed
from human diploid cells and confers nasopharyngeal
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immunity. The vaccine is routinely given to children
between 12 and 15 months and revaccination occurs
between 4 and 6 years old, in combination with
measles and mumps (MMR). The number of rubella out-
breaks has been dramatically reduced since the intro-
duction of the vaccine. Vaccination given by single
subcutaneous injection causes protective antibodies in
approximately 98% of individuals and the immunity is
lifelong. Reinfection among individuals who have had
the immunization is 14–18% and among individuals
who had natural immunity, 3–10%. Postpubertal
women need to avoid pregnancy within 3 months of
vaccination. Contraindications to vaccination include
sensitivity to vaccine components, immunodeficiency,
and persons taking antimetabolic drugs or prolonged
steroids (greater than 14 days). Reactions to the vaccine
include fever, lymphadenopathy (swollen glands), rash,
arthritis/arthralgia (joint pains), and a more unusual reac-
tion which may occur in young women is paresthesia in
hands and knees.

CONGENITAL RUBELLA

Congenital rubella occurs when the mother has an
active rubella infection and the fetus is exposed in
utero. Risk of congenital malformations to the fetus is
highest during the first 14 weeks of gestation. If a preg-
nant woman is exposed to rubella, an antibody test for
rubella should be performed to determine immunity. If
the mother is not immune, then therapeutic abortion is
recommended or if unavailable or unacceptable, then
passive immunization (immunoglobulin) may be given.
Despite the use of passive immunity shortly after expo-
sure to rubella in pregnant women, infants have been
born with congenital rubella.

Infants with congenital rubella have many compli-
cations. Ophthalmologic complications include cataracts
and retinopathy. Cardiac problems include patent duc-
tus arteriosus and pulmonary artery stenosis. An audi-
tory complication is sensorineural deafness. Neurologic
complications are behavioral disorders, meningoen-
cephalitis, and mental retardation. Other complications
may include growth retardation, bone disease,
hepatosplenomegaly (enlarged liver and spleen), throm-
bocytopenia (low platelets), purple skin lesions (blue-
berry muffin rash). The care of infants with congenital
rubella is primarily supportive but complex and usually
occurs in neonatal intensive care units.

Rubella virus may be isolated from the throat,
blood, urine, or spinal fluid of affected infants and
detected by cell culture or by several different tests
based on detecting viral proteins or genetic material.
Infants with congenital rubella may shed virus up to
1 year after birth. Pregnant women should avoid contact
with infants known to have congenital rubella.

SEE ALSO: Birth control, Immunization, Neonatal care ethics,
Pregnancy
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DEANNA DAHL-GROVE

Rural Health Women represent over half (52%) of
the 60 million people who live in rural and frontier
areas in the United States. In recent years, the image of
rural life as simple, healthy, and natural has been
replaced with a more complex understanding in which
distinct physiological stresses, physical hardships, and
community patterns of rural life are also recognized.
For example, age-adjusted death rates of rural women
are a fourth (24%) higher than for their urban counter-
parts, and rural women make fewer doctor visits, are
more likely to be seriously ill, and are more likely to be
admitted to the hospital when they do seek medical
attention. In addition, chronic physical illnesses (e.g.,
diabetes and arthritis), addiction, mental illness, and
long-term sequelae of serious conditions associated
with urban populations such as HIV and hepatitis are
increasingly recognized for their burden among rural
women. Rural women may not be able to overcome
the additional barriers to optimal health services that
exist in nonmetropolitan settings compared to urban
areas, including limited access to care, fewer facilities,
increased travel time, lack of specialized caregivers, and
fewer patients having adequate insurance. Rural health
care also poses special ethical problems surrounding
health care that are related to overlapping personal and
professional relationships, confidentiality, and stigma.
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For these reasons, the health care of women who reside
in rural areas deserves special attention.

Rural women experience diverse health concerns,
encompassing accidents and injuries, addictions, mental
illnesses, and reproductive health. About one third of all
U.S. births take place in rural areas, and rural women
have their first pregnancy earlier in life and have more
children than their urban counterparts. However,
appropriate, affordable obstetric care is unavailable in
many rural counties. Rural women with high-risk preg-
nancies are more likely to receive care that does not
meet national practice standards and to develop com-
plications such as pregnancy loss, preterm labor, pre-
mature birth, and poor infant outcome. The infant
mortality rate is one fifth (20%) higher in rural areas
than in metro areas (7.6 vs. 6.1 deaths per 1,000 live
births), and sudden infant death syndrome (SIDS)
rates are also much higher in rural areas (90 vs. 57
deaths per 100,000).

Addiction and mental illnesses affect the lives of
rural women, indirectly and directly. Although fewer
rural residents admit to consuming alcohol (44% rural vs.
54% urban residents), the prevalence of heavy and binge
drinking among active drinkers is similar in rural and
urban areas. Among heavy drinkers, two thirds (65%) of
rural respondents described negative social conse-
quences compared to only two fifths (40%) of urban peo-
ple. In recent years, the use of illicit substances has
increased in rural areas to the levels in urban communi-
ties, and rural states and counties have higher arrest rates
for substance abuse violations (e.g., driving under the
influence, liquor law violations, possession of illegal sub-
stances) than nonrural areas. Approximately one quarter
of rural women have a diagnosable mental illness, and
nearly one half will experience some significant mental
health problem sometime during their lives. The conse-
quences of coexisting addiction and mental disorders on
physical and mental health can be especially severe
among women in remote areas, where few resources
and supports exist for them.

Rural women, like urban women, also face issues
of domestic violence. Very few empirical studies of rural
battered women exist, but it appears that living in rural
environments may exacerbate issues contributing to
domestic violence, perhaps because of social and phys-
ical isolation. In one study, twice as many rural women
(25%) as urban women (12%) were likely to be
involved in an ongoing violent relationship. Poverty,
lack of public transportation, shortages of health care
providers, lack of health insurance or underinsurance,

and decreased access to any resources may make it
more difficult for rural women to escape abusive rela-
tionships. Furthermore, the closeness of rural commu-
nities may make it difficult for rural women to disclose
abuse for fear of breaching their confidentiality.
Geographical isolation and the increased availability of
firearms and knives common in rural households also
increase the potential lethality of domestic attacks upon
rural women.

Accidents and trauma are a major concern for rural
women. For example, farming has inherent risks for
women, and as more women have participated in farm-
ing, their rate of machinery-related injuries has
increased. Women and children suffer almost twice as
many farm-related injuries as men, most (75%) of which
are severe, permanent, or fatal. High rates of automo-
bile accidents occur in remote areas, often secondary to
alcohol intoxication, and contribute to the high rates of
morbidity among rural women. Beyond a heavier bur-
den of physical disability associated with accident and
trauma, rural people are nearly twice as likely as city
dwellers to die of injuries they sustain, partly due to the
limited emergency services and time of travel to
services.

Women and men in rural areas experience infec-
tions that are uncommon or rare in more urban locales.
They are more likely to have jobs (e.g., farming) or avo-
cations (e.g., hunting) that expose them to many
disease-inducing organisms that are carried by animals
and insects (e.g., anthrax, hantavirus, plague, tularemia,
Lyme disease, brucella). Rural dwellers are more likely
than urban people to be exposed to contaminated
water and to improper sanitation systems, which
increase risk for a number of illnesses (e.g., giardiasis,
hepatitis A). Finally, migrant workers in rural areas pre-
sent with infections acquired in their country of origin
that are uncommon in the United States (e.g., malaria).
Because physicians and other clinicians are typically
trained in urban environments, when they come to
practice in rural communities, they, at least initially, are
often less familiar with many of the health risks that are
more common in rural than urban areas.

Rural residents also show higher rates of a number
of chronic conditions, many of which may relate to con-
ditions specific to rural life. Greater heart disease rates
were detected in rural areas beginning in the 1970s and
continued into the 1980s and 1990s. A number of stud-
ies have revealed greater rates of certain kinds of cancer
in rural than urban areas, particularly those associated
with exposure to herbicides, pesticides, insecticides, and
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other carcinogenic substances. Greater respiratory
disease (e.g., asthma, organic dust syndrome, chronic
bronchitis, lung function changes) rates have been
found among farm than nonfarm populations. Residents
of rural communities also have higher rates of activity
limitations due to chronic conditions, and fewer rural
residents perceive their health to be excellent. Some
studies have reported that arthritis and related disability
are greater in rural areas, but that rural residents
are more mobile than their similarly ill counterparts.
Some neurologic diseases (e.g., Parkinson’s disease,
Alzheimer’s disease, amyotrophic lateral sclerosis,
chronic encephalopathy) associated with exposures to
toxic chemicals used by farmers and miners have been
found to have greater prevalence in rural than nonrural
areas. Obesity and nutritional problems are also higher
in rural communities with self-reported levels of obesity
for rural residents (23%) being nearly one third higher
than urban residents (16%), and rates of diabetes and
hypertension may be higher in rural areas due to greater
rates of obesity. Finally, for psychiatric illnesses, higher
prevalence rates tend to be reported by numerous stud-
ies in urban compared to rural areas. However, some
believe that psychiatric illness rates may actually be
equivalent across geographic areas, and that the differ-
ence in regional rates merely reflects the much lower
access to psychiatric services in rural areas.

A variety of these rural versus urban differences
have been reported in studies that are confined to cer-
tain geographic areas of the United States. Some reports
have questioned whether the rural–urban disease dif-
ferences may be attributable largely to differences in
education level or socioeconomic differences. Others
have suggested that some rural–urban illness rates may
be due in part to different reporting probabilities in dif-
ferent locales. Other research suggests that rural people
may have some advantages in lifestyle over crowded
urban dwellers. Some have suggested that rural popu-
lations may be slower to adopt prevention behaviors,
suggested in part by the fact that rural areas use pre-
ventive health services less frequently. Thus, it may be
that intervention strategies to reduce chronic disease
may need to be tailored to fit the culture and demands
of rural communities. It is clear, however, that sufficient
research to examine rural versus urban health differ-
ences is lacking, and research to examine such
differences as a function of gender is even more sparse.

Certain conditions may be highly stigmatized in
small, interdependent communities and often require
ongoing medical monitoring and lifestyle changes which

can be harder to accomplish due to constraints in rural
settings. Health care resources in rural areas and their
utilization are limited. For example, more than 95% of
the most urbanized counties had psychiatric inpatient
services, in contrast to only 13% of rural counties.
Although rural areas are home to over one fifth of the
population, they contain well less than 1% of the psy-
chiatric beds. Similarly, less than one fifth (17%) of rural
general hospitals provide psychiatric emergency services
compared to one third (32%) of urban hospitals. Some
data suggest that the attitudes and values (e.g., self-
reliance, stoicism, shame) of rural women may interfere
with their willingness to seek formal, needed health
care. Alternatively, care seeking may be sought infor-
mally through social networks of rural women. This ten-
dency may change in the coming decades if differences
in urban and rural communities diminish, especially if
rural women continue to experience the decline in
social networks, which have served as a source of
support and a buffer to the stresses of rural life.

Special ethical dilemmas can be encountered in
rural communities, which are often derived from over-
lapping relationships wherein caregivers, patients, and
families must operate in conflicting roles in smaller
communities. Challenges in preserving patient confi-
dentiality are greater in rural areas where people know
most if not all members of the community. For exam-
ple, in rural towns, the doctor, nurse, or clinic staff may
attend the same church as the patient, their kids may go
to the same school, they may shop at the same store,
they may serve in the same community organization,
and they may even be related to each other. In one
study, physicians reported that more than 5% of their
patients interacted with their physician in a nonmedical
context, and nearly half reported that over 5% of their
patients were friends or family members. Overlapping
relationships have the potential to enrich the clinical
experience by enmeshing the clinician in the overall
activities of the community, but they also have the
potential for being exploitative due to problems related
to treatment boundaries. Respect for patient privacy is a
fundamental element of the doctor–patient relationship,
but maintaining confidentiality is especially difficult
in small communities often due to this issue of over-
lapping relations. In fact, rural physicians, especially
mental health providers, have been known to create
“shadow charts” and use other adaptations in an effort
to keep information confidential about a patient.

Despite the considerable stresses of rural life, rural
women have strengths and resources, which are often
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overlooked. Rural women have a history of “hardiness”—
of being resilient and self-reliant in meeting their own and
their family’s needs. Networks of family members, neigh-
bors and friends, healers, and local wise-persons have
been diagnosing and treating health problems in rural
communities for generations. Rural women have also
used self-care and alternative healing practices, at times
due to preference and at other times out of necessity.
Rural women have thus adapted by being creative in solv-
ing health care problems for themselves and their rural
families, who represent an important but neglected
underserved population in this country.

SEE ALSO: Agricultural work, Alcohol use, Domestic violence,
Maternal mortality, Midwifery, Reproductive technologies,
Substance use
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Safer Sex Sexual contact is the most common
route of transmission of HIV in women. According to
the Centers for Disease Control and Prevention, approx-
imately 50%, or 19.2 million, of the 38.6 million adults
living with HIV or AIDS worldwide are women.
Furthermore, the majority of women who were
reported with AIDS were infected through heterosexual
exposure to HIV. Given the importance of sexual trans-
mission in the HIV epidemic, many HIV prevention
strategies have focused on identifying and promoting
safer sex practices.

Safer sex barriers include male and female con-
doms and oral barriers such as dental dams. The
Surgeon General of the United States and the Centers
for Disease Control and Prevention recommend the
consistent and proper use of male condoms for per-
sonal protection from infection. The clinical and public
health importance of consistent condom use was
demonstrated in findings from the European Study
Group on Heterosexual Transmission of HIV. This study
observed that among couples who were serodiscordant
for HIV (one partner was HIV negative and the other
partner was HIV positive), no seroconversions (becom-
ing HIV positive) were observed among couples who
used condoms consistently while among inconsistent
condom users, the seroconversion rate was significantly
higher, 4.8 per 100 person-years. Thus, consistent con-
dom use can substantially reduce the risk of sexually
transmitted HIV infection relative to never or half-time
condom use. Although there is substantial evidence that
condoms are effective in preventing HIV transmission,
the degree of protection afforded by condoms against

other sexually transmitted infections (STIs) has not yet
been adequately documented. In vitro studies suggest
that the latex condom provides excellent protection
against a variety of STIs if it does not break or slip off
during use. However, condoms are not likely to be
effective if they fail during intercourse. Thus, measures
of the rates of breakage and slippage are important
indicators of condom effectiveness. To reduce the risk
of infection associated with vaginal and anal sex,
researchers recommend consistent use of latex con-
doms in conjunction with water-based lubricants only,
while fellatio should be performed with nonlubricated
latex condoms.

The female condom, made of two flexible
polyurethane rings and a loose-fitting polyurethane
sheath, has also been approved for contraception and
HIV prevention. Research studies have revealed that the
female condom has demonstrated efficacy in preventing
leakage of HIV in laboratory testing. Other laboratory
studies have shown that the female condom serves as an
effective barrier to organisms smaller than hepatitis B,
the smallest virus known to cause an STI. Another clin-
ical study incorporating women from the United States
has demonstrated the female condom to be at least
equivalent to the male condom in preventing gonor-
rhea, trichomoniasis, and chlamydia. Additionally, cal-
culations within this study, based on correct and
consistent use, estimate 97.1% reduction in the risk of
HIV infection for each act of intercourse.

The most appropriate barriers that can be
employed to reduce the risk of transmission of viruses
during oral–vaginal sex and oral–anal sex are dental
dams. These square sheaths of latex can be placed over
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the labia and genitalia, or over the anal area, to facili-
tate safer sex. Currently, Glyde Dams (Glyde USA Inc.)
are the only latex dams cleared by the U.S. Food and
Drug Administration for protection against STDs for
oral–vaginal and oral–anal (rimming) sex. Yet, very lit-
tle has been documented regarding the efficacy rates of
this barrier method.

Precautions can be taken to greatly reduce the risk
of contracting HIV and other STIs; however, safer sex
practices do not completely eradicate risk. For example,
using a condom correctly and every time for vaginal,
oral, and anal sex greatly reduces, but does not elimi-
nate, the risk for transmission. The most reliable method
that can be employed to avoid sexually contracting HIV
is abstinence. While abstinence until establishing a
monogamous relationship provides the most certain pro-
tection against HIV, it is not a pattern that represents the
behavior of most young adults. As a result of this reality,
consistent condom use and mastery of safer sex practices
is greatly encouraged among individuals who are sexu-
ally active outside of monogamous relationships.

SEE ALSO: Acquired immunodeficiency syndrome, Birth control,
Condoms, Hepatitis, Lubricants, Reproductive technologies,
Sexually transmitted diseases
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Sanger, Margaret Margaret Sanger, America’s
birth control pioneer, was instrumental in the defeat of
“Comstock” laws that made it a crime to distribute infor-
mation about contraceptive techniques. Sanger and her
sister, Ethel Byrne, were both imprisoned several times
for violations of Comstock laws. She coined the phrase
“birth control” after noticing that in countries with lower
birth rates, the percentage of infants who survived
increased. Sanger opened the United States’ first birth

control clinic in 1916. In 1921, she founded the
American Birth Control League—the organization now
known as Planned Parenthood Federation of America.

Born Margaret Higgins in 1879, Sanger, the sixth of
11 children, grew up in an industrial neighborhood in
Corning, New York. Her mother, Anne, suffered from
tuberculosis, which was aggravated by 18 pregnancies
and 7 miscarriages. The family grew more impoverished
with each of the 11 children. Sanger’s father, Michael,
was a tombstone engraver. He was a well-read, politi-
cally outspoken man. He was a socialist and invited one
of his heroes, an agnostic, to speak in the neighbor-
hood. The family’s poverty increased as a result: the
local priest told the parish to “shun him like the devil
himself” and to take their business elsewhere.

At 16, Margaret left Corning and began attending
Claverack College on a scholarship in 1896. Her older
sisters helped finance the school expenses and Margaret
waited tables for her room and board. Margaret loved
the academic environment at Claverack, but soon had
to return to Corning to care for her ailing mother. Anne
Higgins died of tuberculosis while Margaret was still a
teenager.

After her mother’s death, Sanger and her sister
looked after their father. When she turned 20, a friend
advised her to enter nursing school. In 1900, she
entered the three-year nursing program at White Plains
Hospital. A doctor introduced Margaret to William
Sanger, a draftsman/architect, at a dance. Bill and
Margaret were married in 1902. Shortly thereafter,
Margaret was diagnosed with tuberculosis. Like her
mother, Margaret’s disease was aggravated by preg-
nancy. After giving birth to her son, Stuart, Sanger was
so ill that doctors did not believe she would survive.
However, Margaret recovered and had a second son,
Grant, and a daughter, Peggy.

Bill’s mother lived with the couple and cared for
the children while Margaret worked as a nurse.
Margaret and Bill were active in the Socialist Party, and
Margaret was asked to speak at a Socialist meeting.
Since she was not familiar with the labor movement,
she discussed women’s health and hygiene. The audi-
ence showed great interest in the topic, and the editor
of the Socialist weekly magazine, The Call, asked her to
write a series of articles. Her articles were entitled
“What Every Mother Should Know” and “What Every
Girl Should Know.” Margaret often accompanied doc-
tors into the crowded slums to deliver children. Time
after time, women would ask Margaret how they could
keep from having more children. One woman who
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asked was Sadie Sachs. Sadie was 28 years old and had
three children. When she asked her doctor how she
could prevent another pregnancy, she was told to have
her husband sleep on the roof. When Sadie got
pregnant again, she went to an abortionist. Margaret
was called to care for her, but Sadie died of
complications.

After Sadie’s death, Margaret became determined
to find out how to teach women to prevent pregnancy.
With the 1873 Comstock laws in place, she could not
find the information in the United States. When she and
Bill moved to France, Sanger discovered that French
women had been limiting their families for decades.
She spent her days learning the secrets of contracep-
tion. Then, she and the children returned to the United
States. In 1914, Margaret started a magazine called The
Woman Rebel “for the advancement of women’s free-
dom.” The magazine spoke out in favor of birth control,
but did not outline specific contraceptive methods.
After Sanger received over 10,000 letters from women
asking for the information, she wrote a pamphlet, called
Family Limitation, which outlined the methods she had
learned in France. Before she could distribute the pam-
phlets, she was indicted for publishing “obscenity”
through her magazine. Her husband was also arrest-
ed and imprisoned. Although the charges against
Sanger were dismissed, she would soon challenge the
law again.

Margaret’s “birth control movement” had many
supporters. She began traveling the country, speaking
out in favor of birth control and raising money to open
a birth control clinic. Through donations, she raised
enough money to open a clinic in Brownsville,
Brooklyn. While a growing number of doctors sup-
ported birth control, none were willing to be associated
with a clinic for fear of reprisals. Margaret and her sis-
ter, both nurses, decided to open the clinic anyway and
in October 1916, Margaret Sanger and Ethel Byrne
opened the first birth control clinic in the United States.
Ten days later, she and Ethel were arrested and each
received 30 days in jail. As soon as she was released,
Margaret resumed her travels and speaking engage-
ments. In 1917, she established a new monthly maga-
zine, the Birth Control Review, and in 1921, she started
the American Birth Control League as part of a cam-
paign to win mainstream support for birth control.

Margaret would be imprisoned a total of eight
times for her activities. But the birth control movement
she founded could not be stifled. Support steadily
increased, and in 1936, the U.S. Court of Appeals ruled

that physicians were exempt from the Comstock law’s
ban on the importation of birth control materials,
thereby giving doctors the right to prescribe or distrib-
ute contraceptives. In 1965, the U.S. Supreme Court
struck down state statutes that outlawed contraception
among married couples in Griswold v. Connecticut.
Today, the Planned Parenthood Federation of America
has 875 health centers in the United States and serves
5 million people a year. Margaret Sanger died at the age
of 86 on September 6, 1966.

SEE ALSO: Access to health care; Birth control; Byrne, Ethel;
Comstock Laws; Nursing; Pregnancy
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POLLY HAMPTON

Schizophrenia Schizophrenia is a severe mental
illness that affects 1% of the world’s population.
Contrary to popular opinion, schizophrenia is not a
“split personality.” Schizophrenia is a chronic disorder
in which individuals experience disturbances in think-
ing and behavior. People with schizophrenia have a
higher risk of suicide, and approximately 10% of all
people with schizophrenia commit suicide. They also
have a higher risk of substance abuse.

Schizophrenia includes psychotic symptoms such
as delusions, hallucinations, and thought disorganiza-
tion. Delusions are beliefs involving a misunderstanding
of experiences. The beliefs are held with conviction
even when confronted with clear evidence to the con-
trary. Examples include romantic delusions of jealousy,
delusions of being persecuted, or somatic delusions
(that something is wrong with their body despite clear
evidence that it is not). Delusions may be bizarre; for
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example, individuals may believe that they receive per-
sonal messages from the radio or television, or that their
body is under the control of an outside force.

Hallucinations, which are false sensory percep-
tions, often occur in schizophrenia. Hallucinations may
be auditory, visual, tactile, or olfactory. Individuals may
hear voices, or see visions, which seem real. These
voices may become threatening, or may comment on
what they do.

Thinking may become severely disorganized, and
individuals may even have problems speaking coher-
ently. Their behavior can also become severely disorga-
nized, including difficulties caring for themselves,
showering, or preparing meals, or acting inappropriately
in public. Alternatively, individuals with schizophrenia
may exhibit “catatonic” behavior, in which they do not
react to what is going on around them. For example,
patients with catatonic behaviors could appear to be in
a stupor, be rigid, resist instruction or movement, or
even show excessive purposeless activity.

Associated symptoms that may occur early include
social isolation and withdrawal, self-neglect, lack of
motivation, and decreased emotional expression. These
are known as “negative symptoms,” reflecting loss
of normal functioning, and can persist even with
treatment.

Symptoms should be present for 6 months to merit
a diagnosis of schizophrenia. Symptoms cannot be due
to substance abuse, but frequently patients with schizo-
phrenia have substance abuse problems as well, per-
haps in attempts to deal with their psychotic symptoms.
Symptoms in an individual with schizophrenia are vari-
able, and there are several types of schizophrenia.
These types include: paranoid type, disorganized type,
catatonic type, undifferentiated type, or residual type.
Diagnosis of the specific type of schizophrenia is
dependent on the category into which the predominant
symptoms fall.

Disorders other than schizophrenia may also
cause psychotic symptoms. Clinicians need to consider
other possibilities when they are diagnosing schizophre-
nia. Other considerations include a mood disorder with
psychotic features (e.g., severe bipolar disorder), delu-
sional disorder (with nonbizarre delusions), schizoaffec-
tive disorder (with both significant mood and psychotic
symptoms), and schizophreniform or brief psychotic
disorder (which have shorter time courses).

Physicians will perform a physical examination
and may check various laboratory tests to ensure that
psychotic symptoms are not due to a medical problem.

For example, use of steroids can cause psychotic-type
symptoms. Minor structural brain abnormalities have
been noted in individuals with schizophrenia; however,
there is not currently a diagnostic test for schizophrenia.
Relatives of people with schizophrenia have an
increased risk of developing the disorder themselves.

Schizophrenia is a chronic illness that often inter-
feres with work, family, and school. Currently, there is
no cure for schizophrenia, but medications can treat
symptoms and decrease the risk of relapse. In the past
decade, many better medications have been developed.
Antipsychotic medications include haloperidol (Haldol),
fluphenazine (Prolixin), risperidone (Risperdal), olanza-
pine (Zyprexa), quetiapine (Seroquel), ziprasidone
(Geodon), and aripiprazole (Abilify). These long-term
medications are helpful in treating delusions and hallu-
cinations and may help with social functioning as well.
Each medication has its own possible side effects. For
example, side effects could include weight gain (with
some of the medications), menstrual irregularities, and,
in rare instances, a neurologic problem known as tar-
dive dyskinesia (which involves abnormal movements
and may develop over the course of many years). Some
medications are available as injectables for individuals
who have difficulties with adherence. Medications
should not be discontinued without discussion with the
physician, because of the significant risk of relapse of
symptoms of schizophrenia.

Medication management is critical in schizophre-
nia. Other important treatments include individual psy-
chotherapy, group therapy, and family counseling.
Regular follow-up is critical. Individuals with schizo-
phrenia may require hospitalization when their symp-
toms become dangerous to themselves or others, but in
general, they can live at home. Additionally, some indi-
viduals with schizophrenia can live in group homes or
halfway houses.

ISSUES SPECIFIC TO WOMEN WITH
SCHIZOPHRENIA

Men and women have the same lifetime risk of
schizophrenia, but in women, schizophrenia develops
several years later, often from ages 25 to 35. Women
may be diagnosed with schizophrenia through
menopause as well. Women with schizophrenia tend to
have fewer hospital stays and better social functioning
than men with schizophrenia. In women, the focus of
therapy may be preservation of roles, such as mother or
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worker. Sometimes women may delay seeking help
because of fear that their children may be removed
from their care. However, the sooner that a woman
seeks help, the more likely help is to be effective.

Women with schizophrenia should discuss preg-
nancy with their physicians, and try to plan pregnancy
if possible. Risks and benefits of medications during
pregnancy to mother and baby should be considered,
rather than just discontinuing medications. Different
doses of medication may be needed during pregnancy
and delivery. Breast-feeding also requires special con-
sideration. Throughout the perinatal period, it is impor-
tant that psychiatrists are in contact with obstetricians
and family doctors so that the patient can get the best
care possible.

Postpartum psychosis occurs in approximately 1
out of 1,000 women soon after delivery, and occurs in
a significant number of women with schizophrenia.
There is a strong risk of recurrence with future preg-
nancies. Surprisingly, there is more risk of postpartum
psychosis in bipolar disorder than in schizophrenia.
Physicians and the treatment team may suggest which
resources in the community services can be most
helpful to mothers with schizophrenia.

The course of schizophrenia in women is believed
to be related to their estrogen level, which explains
increased symptoms of schizophrenia after delivery and
at menopause. Schizophrenia can be a debilitating psy-
chotic illness. Increased knowledge about schizophre-
nia may lead women with symptoms to see their
physicians earlier to begin appropriate treatment, so
that their lives may be improved.

SEE ALSO: Bipolar disorder, Mood disorders, Postpartum dis-
orders, Suicide
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SUSAN HATTERS-FRIEDMAN

Scleroderma Scleroderma is a group of diseases
that involve abnormal growth of connective tissue,
which is the “glue” made of proteins and cells that
holds the cells of the body together and gives the skin
and organs their shape. In some people, scleroderma
affects the skin, causing it to become tight and hard. In
others, it can affect the blood vessels and internal
organs such as the lungs and kidneys. Scleroderma is
not contagious and is not considered malignant. It is a
common disease, with approximately 40,000–165,000
Americans having the disease. Women suffer from
scleroderma three times more often than men.

Scleroderma can be divided into two classes: local-
ized scleroderma and systemic sclerosis. Localized scler-
oderma is limited to the skin and does not affect internal
organs. Localized scleroderma is more common in chil-
dren. Two common types of localized scleroderma are
morphea and linear scleroderma. Morphea usually leads
to patches of skin that are thick and firm, and usually
fade away in 3–5 years. Linear scleroderma produces a
band of thick skin that usually runs down an arm or leg.
Localized scleroderma does not develop into the sys-
temic form of the disease.

Systemic scleroderma or systemic sclerosis involves
the skin and other organ systems. Typically this devel-
ops rapidly with skin thickening over much of the body
usually in a symmetrical fashion. Internal organs such
as the lungs and kidneys are often involved. People
with skin thickening commonly complain of joint pain,
fatigue, dryness of the eyes or mouth, swelling of the
hands and feet, and weight loss. Patients may also com-
plain of Raynaud’s phenomenon, which is a condition
in which the small blood vessels of the hands contract
when they become cold, which causes the fingertips to
turn blue, red, or white. Fortunately, less than one third
of patients with systemic scleroderma develop severe
internal organ problems.

The cause of scleroderma is unknown. Many
believe scleroderma to be an autoimmune disease in
which one’s own immune system attacks the body.
Scleroderma is diagnosed mainly by a medical history
and physical exam. The physician may perform lab tests
to help to confirm the diagnosis of scleroderma. The lab
tests may include looking for two antibodies that are
commonly found in the blood of patients with sclero-
derma (anti-Scl-70 and anticentromere antibodies).
These tests may not be positive in all individuals with
scleroderma and a skin biopsy may be required to
make the diagnosis.
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At the present time, there is no treatment that
reverses or halts the development of abnormal connec-
tive tissue in scleroderma. Treatment of scleroderma
consists mainly of relieving symptoms of the disease.
Because of the wide variety of symptoms, patients may
have many different health professionals involved in
their treatment including a dermatologist, a rheumatol-
ogist, physical therapists, a nephrologist, and many
others.

SEE ALSO: Autoimmune disorders, Raynaud’s phenomenon,
Skin care, Skin disorders
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Sclerotherapy Sclerotherapy is a form of treat-
ment for spider veins and varicose veins. Spider veins,
or telangiectasias, are small red to blue veins which
may appear in up to 50% of women. Varicose veins are
larger, blue or purple in color, and may cause pain,
throbbing, or burning. The incidence of varicose veins
increases as people age. About 41% of women in their
40s have varicose veins, and about 72% of women in
their 60s have varicose veins.

Sclerotherapy involves the use of a very fine nee-
dle to inject a solution of sclerosing agent directly into
the veins to cause damage to the vessel wall. Once the
vessel wall is damaged, it will begin to swell and stick
together, and the blood in that area will thicken.
Over a period of weeks, the damaged vessel and thick-
ened blood are absorbed by the body. Eventually the
vein becomes unnoticeable. Repeat treatments may be

necessary at 6- to 12-week intervals. There are three
kinds of sclerosing agents used: hypertonic (concen-
trated salt solution), detergent, and chemical irritants.
Each class of sclerosing agent destroys the vessel wall
in a different way. Selection of a particular sclerosing
agent depends on the type and size of vessels being
treated. The solution that is injected must make good
contact with the vein in order to cause damage. To
assist with this process, physicians will encourage the
use of support hose or compression bandages for up to
two weeks after treatment. Walking is also important
because it increases blood flow through the untreated
veins. For larger varicose veins, surgical therapy may be
required in addition to sclerotherapy.

Sclerotherapy should not be done in someone who
is bedridden, since walking following the procedure is
necessary. A history of blood clots or previous trauma
in the leg should lead to further workup with Doppler
ultrasound prior to treatment. A history of suspected
allergy to any of the sclerosing agents is a reason to
avoid treatment. Treatment of varicose veins during
pregnancy should not be done during the first two
trimesters and may be considered during the third
trimester only if varicose veins are extremely tender or
bleeding.

SEE ALSO: Pregnancy
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Seasonal Affective Disorder Seasonal affec-
tive disorder (SAD) is a cycling and atypical mood dis-
order in which the symptoms get worse in winter when
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there are shortened days with lessened sunlight in tem-
perate climates. It affects women more than men (about
80% are women) and is more common than one might
expect with a prevalence of 1–3% of adults. The symp-
toms include mood changes, increased sleepiness,
increased appetite with weight gain, a decreased inter-
est in sex, lethargy and fatigue, all of which begin to
increase as the daylight decreases in length. As many as
70% of women who have SAD also have depressive
symptoms associated with their menstrual cycle.

Comparing seasonal with nonseasonal depressions,
researchers have found less employment and thinking
impairment, less hopelessness, and weight loss with
SAD. Often anxiety symptoms accompany the depres-
sion. Researchers are also beginning to note some dif-
ferences in biological and psychosocial aspects of SAD
such as gender, race, marital status, and employment.
Individuals with bipolar I or II disease may also show
some seasonality to their illnesses (i.e., worsening of
symptoms with less light), although those with major
depressive disorders usually do not. Men with SAD
have more obsessive/compulsive and suicidal symp-
toms than women. Those with dark-colored eyes with
more pigment may suffer more than those with lighter
colored eyes, which allow in more light.

Most of those with SAD will respond to high-
intensity light treatments (2,500 lux). This has given sup-
port to theories about the cause of seasonality to mood
disorders being due to circadian rhythm disturbances,
where the rhythms are delayed relative to the sleep/
wake and rest/activity cycle. If the circadian rhythm can
be phase advanced by light, the individual with SAD
may show improvement in the troublesome symptoms.
The latter are thought to be involved in the etiology as
are theories about melatonin. Melatonin is a hormone
that is produced by the pineal gland (in the brain), which
may act as a coordinator between light exposure and
circadian rhythms, which are related. Melatonin is a hor-
mone which is involved in seasonal reproductive cycles
in animals. While the causes are still elusive, treatments
do include use of light therapy and aerobic exercise.

SEE ALSO: Bipolar disorder, Depression, Light therapy
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Seizures Epileptic seizures are episodic and sud-
den attacks that impair some aspect of a person’s func-
tion. These attacks consist of an alteration of one or
more spheres of the brain functions such as sensory
perception, motor activity, autonomic control, and level
of consciousness. Epileptic seizures are caused by
abnormal electrical discharges occurring in the brain.
There are a variety of different manifestations of
seizures. Although there are specific names given to
characterize these various seizures, such as generalized
tonic-clonic seizures, complex partial seizures, absence
seizures, the manifestation of seizures between individ-
uals can be quite varied, even of seizures in the same
category. Within the same individual, however, the
seizures are very consistent. Indeed this stereotypic
nature of epileptic seizures is one characteristic sought
out by physicians to help differentiate epileptic seizures
from other paroxysmal events that are not caused by
epileptic discharges in the brain.

SEIZURE TYPES

There are some commonly used terms that have
been given to various types of seizures. These terms are
derived from the International League Against
Epilepsy’s (ILAE) classification of epileptic seizures.
While this is an imperfect classification system and the
particulars are clinically insignificant, the terms are
widely used and its usage has become generalized.
Therefore, we will briefly review some of the more
common seizure types in this classification system.
Generalized tonic-clonic seizures, previously known as
“grand mal seizures,” are seizures in which there is a
sudden and complete loss of consciousness by the indi-
vidual, quickly followed by a tensing up of the entire
body shortly followed by rhythmic jerking of the
extremities. These seizures typically last less than 2 min
in duration. These seizures are often associated with a
loud groan in the beginning of the seizure called the
“epileptic cry” as well as other associated symptoms
such as tongue biting and urinary incontinence.

Complex partial seizures are seizures in which
there is a loss of awareness that is associated with a
blank stare. In contrast to generalized tonic-clonic
seizures, the involuntary motor activities during these
seizures are less dramatic and often very subtle. These
movements may include minor mouth chewing move-
ments, and picking movements of the hands, which are
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termed “automatisms.” During the seizure, the patient is
typically unable to respond to questions or interact with
persons or their environment usually for a period of
1–2 min. Following these seizures, there is usually a
period of confusion that can last seconds to 1–2 hr.

Absence seizures, previously called “petit mal
seizures,” on the other hand are similar to complex par-
tial seizures in which again there is a loss of awareness
with a stare but usually there is a paucity of any other
movements expect perhaps some minor eye fluttering.
Absence seizures are usually shorter in duration than
complex partial seizures and usually are not associated
with a period of confusion following the seizure. There
are a number of other types of seizures that also occur
but are less widely recognized by the general popula-
tion. (Please refer to the Suggested Reading material at
the end of this entry for more information about other
seizure types.)

SEIZURE PRECAUTIONS

The most important thing to do if you witness a
person having a seizure is to try to minimize the cir-
cumstances in which physical injury could result from
the seizure. These precautions include clearing the area
around the person and rolling the person onto their
side if they have fallen, which allows any saliva or vom-
itus to escape their mouth easily without falling back
into their lungs. Do not put your fingers or other objects
in a seizing person’s mouth as this can result in acci-
dental laceration or amputation of your fingers and
damage to the person’s dentition or oral cavity. Once
the person has stopped seizing, they may often be
confused and even agitated. It is useful not to provide
too much stimulation to the person in this setting as
they may become combative in some circumstances. If
a seizure has lasted for longer than 2 min and it does
not appear that the person is coming out of the seizure,
then it should be considered a medical emergency and
a call to 911 should be made. Otherwise, following a
typical seizure, the patient’s physician may be contacted
for further management.

General precautions that the seizure patient can
follow include surrendering driving privileges, avoiding
tub baths (as seizures even in small pools of water can
result in drowning), avoiding sharp moving objects,
avoiding hot surfaces, avoid being at heights, swimming
only in groups and with individuals who are aware of

the patient’s medical history of seizures and can rescue
the patient from the water if they have a seizure while
swimming. General health precautions that apply not
only to seizure patients but to all people include wear-
ing seat belts as a passenger in a car and using helmets
while bicycling or skating.

PSEUDOSEIZURE AND OTHER 
PAROXYSMAL EVENTS

There are many paroxysmal events that individuals
can exhibit that may be confused as seizures. During
these events, a person has what appears to be a seizure
but there is no associated electrical abnormality origi-
nating from the brain. These types of events may occur
in the setting of other disorders such as migraine
headaches, strokes, cardiac disorders, fainting, or pseu-
doseizures. Pseudoseizures are episodes that may mas-
querade as seizures but result from a psychiatric
disturbance such as a conversion disorder, mood disor-
der, somatization disorder, or malingering. In these
cases, treatment with drugs made to control true
seizures (anticonvulsants) is not helpful.

EPILEPSY

Epilepsy is a common disorder affecting approxi-
mately 1% of the U.S. population. The diagnosis of
epilepsy simply means that the person has a tendency for
recurrent seizures. The possibility of having one seizure
in a person’s lifetime is not unusual. Indeed up to 10% of
the U.S. population will have a seizure in their lifetime;
however, only 10% of those persons who have had their
first seizure will go on to have another seizure. This dis-
tinction is important when a physician is considering
when to start a medication. In fact, many physicians may
not start a seizure medication after a single seizure. The
indication to start treating seizures is usually reserved for
a person who has had his or her second seizure or his-
tory of several seizures in the past. This places them at a
higher risk for future seizures. Epilepsy occurs in both
women and men in equal percentages. There are some
particular issues that affect women who have epilepsy
that are unique. These include issues relating to preg-
nancy, breast-feeding, fertility, birth control, hormonal
influences, anticonvulsant effect on female health, and
propensity to pass on the disease to their offspring. These
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are some of the issues that will be discussed in the
remainder of this section.

EPILEPSY AND PREGNANCY

There are many unwarranted social stigmas that have
been attached to epilepsy. One of the most disturbing
is the fallacy that women with epilepsy cannot bear
healthy children. Nothing could be further from the truth.
Indeed, the vast majority of women with epilepsy who
take anticonvulsants bear completely normal children
who grow up to be healthy and lead fulfilling lives.
Another misconception is the notion that all anticonvul-
sants should be stopped during pregnancy. The discon-
tinuation of anticonvulsants during pregnancy could lead
to increased number of seizures and potential injury to
the fetus, which could result in birth defects or miscar-
riage. Women with epilepsy taking anticonvulsant med-
ications are considered to have high-risk pregnancies but
it does not mean that pregnancy itself or anticonvulsants
are contraindicated. The high-risk status is to underscore
the necessity and importance of frequent, regular doctor
visits early in the pregnancy. Ideally each pregnancy
should be planned and medical care coordinated with a
team of medical specialists, including an obstetrician, a
seizure specialist, and a primary care physician. This is to
ensure that women with epilepsy’s anticonvulsant med-
ications can be optimized and the appropriate prenatal
vitamin regimen initiated.

In general, the goal for the medical treatment of
epilepsy during pregnancy is to achieve optimal seizure
control, defined as no seizures, with the fewest medica-
tions, preferably one anticonvulsant, at the lowest dose
possible. During pregnancy, anticonvulsant levels are
often closely monitored because anticonvulsant levels of
both the older anticonvulsants such as phenytoin, car-
bamazepine, or valproic acid and some of the newer
anticonvulsants such as lamotrigine can fall during preg-
nancy. Among all the established anticonvulsant med-
ications, valproic acid carries the highest risk of fetal
malformation, almost a 1–2% risk of neural tube defects.
In spite of this, however, valproic acid is considered the
drug of choice for particular types of epilepsy, such as
Juvenile Myoclonic Epilepsy. Some physicians may sug-
gest that this medication be continued if the highest
degree of seizure control for these individuals was seen
with valproic acid rather than other medications. In gen-
eral it appears that the new-generation anticonvulsant

medications carry a lower rate of fetal malformation than
the older anticonvulsant medications although the data
are still incomplete. The preliminary data from lamotrig-
ine appear to carry no more increased risk than the gen-
eral population.

Most anticonvulsant medications are minimally
secreted in breast milk and should not affect the infant.
Therefore, breast-feeding is not generally contraindicated
(advised against).

HORMONAL INFLUENCES IN EPILEPSY

Catamenial epilepsy is the cyclic increase in seizure
frequency near the time of the menstrual cycle. This
pattern was first documented over 100 years ago and is
ascribed to normal fluctuation of the female hormones,
estrogen and progesterone, during the menstrual cycle.
In general, estrogens decrease seizure threshold by
inhibiting a neurotransmitter substance in the brain
called �-aminobutyric acid (GABA) and potentiating
glutamate, which results in increased excitability. On
the other hand, progesterone (a hormone) appears to
have the opposite effect. The by-products of proges-
terone appear to increase GABA’s function, which in
turn results in increased inhibition and thereby decreas-
ing the propensity for seizures. This “protection” that
progesterone may provide is the basis for its use in
some people with catamenial epilepsy.

For women with ovulatory cycles, estrogen rises
midcycle with ovulation and again during the luteal
phase. Progesterone is low throughout the first half of the
menstrual cycle, peaks during the luteal phase then
rapidly declines, which trigger the menses. Therefore,
women may notice increased seizures midcycle during
ovulation due to high estrogen levels and perimenstrually
due to dropping progesterone levels.

For women with anovulatory cycles, progesterone
remains low during the luteal phase so these women
may have an irregular pattern of increased seizures
throughout the second half of the menstrual cycle due
to the unopposed high levels of estrogen.

Furthermore, women taking the antiseizure med-
ication phenytoin may have fluctuations in their med-
ication levels around the time of menstruation
(perimenstrual fluctuations) since both phenytoin and
the hormone estrogen are metabolized by the same
enzyme in the liver (hepatic cytochrome P-450 enzyme
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system). Increased liver clearance of the anticonvulsant
plus the high estrogen levels may precipitate increased
seizure activity.

ANOVULATION AND INFERTILITY

Whereas 10% of menstrual cycles are anovulatory
(without ovulation) in normal women, up to 35% are
anovulatory in women with complex partial seizures. In
other studies of women with both complex partial
seizures and generalized tonic-clonic seizures, some of
the women had endocrine dysfunction consistent with
primary ovarian failure (gonadal insufficiency), ovarian
failure secondary to other medical causes (hypogo-
nadotropic hypogonadism), or disorders of the ovaries
(polycystic ovarian syndrome). While most of these
endocrine disorders appear to be a product of seizure-
induced hormonal changes, anticonvulsants can also
affect hormonal function. For example, valproate has
been associated with polycystic ovaries and abnormali-
ties in hormone levels (hyperandrogenism).

Fertility rates for women with epilepsy are reduced
by 15% in comparison to the general population. Women
whose first seizure was before the age of 10 years are
more likely to never have children. The reasons for these
observations are not entirely clear but are certainly mul-
tifactorial. Major depression may be more common in
epileptics and tends to be associated with infertility. One
study reported that 33% of women with epilepsy in an
outpatient clinic had sexual dysfunction including dys-
pareunia, vaginismus, and arousal insufficiency.

HORMONAL CONTRACEPTIVES

Despite estrogens being thought of as proconvul-
sant, hormonal contraceptives have not been reported to
increase seizure frequency. However, there is a higher
rate of hormonal contraceptive failure in women taking
hepatic enzyme-inducing anticonvulsant drugs. Women
taking such medication, which includes barbiturates,
phenytoin, and carbamazapine, need oral contraceptives
with higher levels of the hormone estradiol (at least
50 �g of estradiol rather than the typical 20–35 �g).
Contraception failure has also been reported with fixed
subdermal levonorgestrel implants (Norplant) due to the
increased hepatic metabolism of the medication.
Medroxyprogesterone acetate (Depo-Provera) may be a

better long-acting option but the injections should be
given every 10 weeks, instead of every 12 weeks.

SEE ALSO: Breast-feeding, Headache, Migraine, Mood disor-
ders, Oral contraception, Pregnancy
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Self-Injurious Behavior Although mental
health professionals have yet to establish a universally
accepted definition of self-injurious behavior (SIB), the
term generally encompasses any intentional, nonsuicidal
act upon one’s own body that results in organ or tissue
damage. Notably, acts embodied in cultural practices or
rituals that are shared by many members of a given soci-
ety and may have symbolic significance (e.g., ear pierc-
ing in our own culture, the Sun Dance of the Plains
Indians) are commonly excluded from this definition.
Specific behaviors covered by the umbrella term of SIB
vary greatly with respect to severity, with those associ-
ated with the least damage (e.g., hair pulling, self-hitting,
and skin picking) and those associated with the most
damage (e.g., castration, eye gouging, and limb amputa-
tion) lying on opposite ends of a continuum. To add to
the complexity of the phenomenon, SIB crosses the
boundaries of diagnostic categories and similar behaviors
may be exhibited by individuals with different psychiatric
conditions, such as developmental disabilities, eating
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disorders, personality disorders, and schizophrenia.
Given the heterogeneous nature of SIB, it is useful to
classify the behavior into categories. The most widely
used system for classifying SIB identifies four major cat-
egories: stereotypic, major, compulsive, and impulsive.

Stereotypic SIB is behavior that is fixed, highly
repetitive, monotonous, and often rhythmic. It occurs in
individuals with mental retardation, autism, and various
congenital disorders. It can sometimes result in severe
injury and usually includes head banging, self-hitting,
skin picking, self-biting, and hair pulling. In individuals
with mental retardation, prevalence estimates of SIB
range from 3% to 46%. Interestingly, within the female
members of this population, rates of SIB appear to fluc-
tuate with the menstrual cycle. Some medications may
be helpful in the treatment of stereotypic SIB. However,
behavioral interventions utilizing applied behavior
analysis have shown the most promise in eliminating
these behaviors.

Major SIB includes isolated incidents of severe or
life-threatening SIB such as castration, eye gouging, and
limb amputation. Frequently, these behaviors have
symbolic meaning to the individual. Major SIB is most
commonly associated with psychosis due to schizo-
phrenia or a severe mood disorder. Genital mutilation is
the most common form of major SIB and appears to be
10 times more common in men than in women. The
recommended treatment for major SIB is antipsychotic
medication.

Compulsive SIB is classified as compulsive, repeti-
tive, and high-frequency behaviors of mild to moderate
severity, such as hair pulling (trichotillomania), skin pick-
ing, and nail biting. Individuals with compulsive SIB usu-
ally experience the urge to engage in SIB as difficult to
resist, as the behavior results in a decrease in tension or
anxiety. Some experts have hypothesized that compulsive
SIB is related to obsessive–compulsive disorder. While
compulsive nail biting is most common in the general
population, it is usually benign and decreases in fre-
quency over the life span. Trichotillomania is the most
studied of these behaviors, and can cause marked dis-
tress. Women and girls more frequently present for treat-
ment of trichotillomania than do boys and men. However,
this finding may be confounded by women’s greater
likelihood of seeking mental health services in general.
Effective treatments of compulsive SIB are behavioral
treatments including self-monitoring, response preven-
tion, and contingency management strategies (e.g.,
rewarding the absence of the behavior). Medications are
also sometimes used in addition to behavior therapy.

Impulsive SIB includes behavior such as skin
cutting, skin burning, and self-hitting. This behavior
generally functions to temporarily relieve distress that is
perceived as intolerable. Impulsive SIB is commonly
associated with borderline personality disorder, with
estimates that 70–75% of these individuals have engaged
in at least one act of SIB. It is also seen in individuals
with antisocial personality disorder, eating disorders, dis-
sociative disorders, and posttraumatic stress disorder. It
is associated with having had traumatic experiences,
particularly childhood sexual abuse experiences.
Available data suggest that women are more likely than
men to engage in impulsive SIB. Treatment of impulsive
SIB frequently focuses on helping individuals replace
the SIB with more adaptive strategies for tolerating and
expressing painful emotions. Dialectical behavior ther-
apy for borderline personality disorder is an effective
treatment approach for SIB as it occurs in that popula-
tion. This treatment emphasizes behavioral analysis of
the SIB and intensive skills training in alternative behav-
iors. Little data are available on pharmacological treat-
ments for impulsive SIB, but certain antidepressant
medications may be helpful in alleviating painful emo-
tional states and reducing impulsive SIB.

SEE ALSO: Mental illness, Personality disorders, Schizophrenia,
Trichotillomania
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Sexual Abuse One out of four women will be
sexually assaulted in her lifetime. Since the 1970s, the
general public has been exposed to information and
education regarding the prevalence of sexual violence
against women and children, the lasting effects of sexual

581

Sexual Abuse



trauma, and the development of rape crisis programs. In
the 1980s, the United States saw the emergence of the
“Self Help” and “Recovery” movement, and the shift in
perspective from “victim” to “survivor.” More recent
issues regarding sexual assault since the 1990s include
the short- and long-term effects of sexual trauma on the
survivor, the impact of sexual assault on the friends and
family members of the survivor, the “date rape drugs,”
the delayed/false memory debate, and the impact of and
changes in public policy.

Sexual abuse can be defined as any activity where
an individual is used to meet the physical or emotional
sexual needs of another person, with disregard to the
needs of the victim. Children and adult women of all
ages have the potential to be sexually abused or
assaulted. Examples of covert sexual abuse, or using an
individual to satisfy emotional sexual needs of another,
include voyeurism, exhibitionism, witnessing someone
else’s sexual violation, exposure to pornography, roman-
ticized relationship with parent or adult, exposure to
inappropriate nudity, or exposure to masturbation. Overt
sexual abuse involves being forced to meet the physical
needs of another person. Examples include being
touched or massaged in a sexual manner, sexualized
back rubs or hand holding, genital or breast fondling or
rubbing, oral sex, anal sex, intercourse, mutual mastur-
bation or being used for masturbation, penetration with
finger or objects, sexual torture, and rape. Other experi-
ences that include violations of physical and emotional
sexual boundaries can also have negative affects. These
include a lack of accurate information about puberty or
sexuality, lack of right to privacy, too much information
too early in a child’s development, sexualization by
exposure to inappropriate adult sexual behavior,
enmeshment in a parent’s adult sexual relationships or
problems, living with parents who either repress or
overdo affection and sexuality or parents who are
involved in affairs, uncomfortable hugs that last too long,
wet or lingering kisses, or seductive dancing.

Sexual abuse of children includes sexual stimula-
tion or contact that is inappropriate for the age and
emotional development of the child. Statistics indicate
that between 100,000 and 500,000 children are sexually
abused each year. It is estimated that 500,000–1,000,000
children in this country are involved in prostitution and
pornography. Most children are sexually abused by
someone they know; family members, family friends,
neighbors, or other adults involved in their lives.

The impact of sexual abuse goes beyond physical
injury and often results in significant emotional difficulties.

Research has shown that children who have been
sexually abused often show behavior problems such as
opposition to authority, aggression, school problems,
and poor social skills. These children also may show
symptoms such as depressed mood, anxiety, fear, sleep
problems, and physical complaints. They often have
low self-esteem, poor social skills, and mistrust others.
Some children develop posttraumatic stress disorder
(PTSD), which is characterized by a traumatizing event
(in this case, sexual abuse), intrusive reexperiencing of
the event (such as flashbacks, intrusive thoughts, night-
mares), persistent avoidance of stimuli that are associ-
ated with the event, and physiological reactivity (paying
close attention to cues and emotions, increased levels
of adrenaline, increased startle response).

Adult survivors of childhood sexual abuse often
experience effects lasting into adulthood that are diffi-
cult to overcome without treatment. This may include
PTSD symptoms, as well as other body, sexual, mood,
anxiety, and self-perception issues. These women may
have difficulty with eating disorders, drug and alcohol
abuse, self-mutilation, self-destructiveness, failure to be
aware of body signals, or poor body image. They may
have sexual problems such as believing that sex is dirty,
aversion to being touched, difficulty integrating sex and
emotions, feeling betrayed by their bodies, “promiscu-
ous” sexual experiences, or avoidance of sex. They
may also experience depression, fear of being alone
or in the dark, feeling crazy, anger or intense hostility
toward the gender of the perpetrator, or limited toler-
ance for happiness. Self-destructiveness, perfectionism,
poor body image, and low self-esteem are common.
Relationship problems are also common, including trust
issues, pattern of being a victim, power and control
issues, and choosing ambivalent relationships.

In our culture, adult women continue to struggle
with power and authority in relation to men. Rape is
sex without consent and represents the total surrender
of power, control, and autonomy over one’s body.
There are different types of rape including stranger
rape, date rape, acquaintance rape, marital rape, gang
rape, ritualistic abuse, office rape, and many women are
also subjected to sexual harassment.

Women who are sexually abused or assaulted as
adults have similar reactions to those of children who
are sexually abused, and adults who were sexually
abused as children. It is estimated that 4 million women
in the United States have suffered from long-term psy-
chological distress related to being raped, often includ-
ing a diagnosis of PTSD. Due to cognitive maturity that
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most children have not yet developed, adult women
who have been raped may feel that they were partially
responsible for the assault. Many women are told, or
believe themselves, that if they dressed or behaved in a
particular manner, or made certain decisions, they hold
some of the blame for the attack. One important part of
treatment involves the survivor acknowledging that the
assault was in no way her fault.

Treatment in the form of individual and group ther-
apy, recovery groups, and psychoeducational tools can
be successful. Treatment for sexual abuse generally
include goals such as committing to treatment and
forming a therapeutic alliance, acknowledging and
accepting the abuse, recounting or “telling the story” of
the abuse, breaking down and then expressing feelings,
resolving responsibility and survival issues, grieving,
restructuring cognitive distortions, self-determination,
education and skill building, and forgiveness (of self
and possibly the perpetrator).

Not only must sexual abuse survivors cope with
the emotional and physical trauma of the events that
occurred, they also often must face the police reports,
medical assessment and treatment, and the legal system.
Although more than 100,000 women report being raped
in this country, approximately 60–90% of women who
are raped do not report the assault. In part because of
unreported rapes, less than 10% of rapists go to jail.
There are various reasons why a woman would not
report a rape, such as fear due to the rapist’s threats,
fear of blame or insensitivity from the police, wanting
to forget that it happened, not wanting others to find
out, and planning not to go to court. Reporting the rape
right away is important because the police can provide
for the survivor’s safety needs, direct her to the appro-
priate community resources, take her for treatment and
for a physical examination that will include collection of
evidence. Reporting is also important for the safety of
other women; many rapists are serial rapists and will
act again.

Obtaining medical attention after sexual assault is
important to avoid potential problems, even if the rape
occurred weeks prior. A pregnancy test and tests for and
treatment of sexually transmitted diseases (STDs) are
generally part of the medical examination and treatment
process. It is also important for the survivor to consult
counseling and psychological support after an assault as
well as treatment for any physical injuries. An eviden-
tiary exam includes collecting evidence to show that
recent sexual intercourse occurred, documenting signs
of force or coercion, and to identify the perpetrator.

Prosecuting and convicting a rapist is generally a
long process that is extremely difficult, and often frus-
trating, for the survivor. Many prosecuting attorneys
screen rape cases before making an arrest, making a
decision regarding how “good” a case is and the likeli-
hood of a conviction. Survivor attributes, offender
attributes, circumstances of the assault, rape laws, and
the police investigation all affect the legal case.

Public policy (and the media’s coverage) related to
sexual assault and abuse reflects changes in our society
during the last 30 years and although these changes are
positive, there is a long way to go. For example, the
pornography industry continues to grow, particularly
with the widespread use of the Internet. The male fan-
tasies played out in pornography often portray a woman
as a submissive, compliant sexual object. They often
depict forms of sexuality that are aggressive and some-
times represent torture. Many forms of pornography act
out sexual assaults and rapes, with the women smiling
and accepting the man’s domination and control. Another
example includes recent changes in laws concerning
marital rape. Until the late 1970s, wives were widely con-
sidered property of their husbands. This perspective led
to the belief that forced sex between a husband and wife
was not considered rape and therefore also not consid-
ered a crime. Most of the states in our country have
changed laws regarding marital rape, though there are
some states that still exclude marital rape from their laws.

The media has brought the prevalence of “date rape
drugs” to the awareness of the general public. The drug
Rohypnol is a medication that is prescribed in countries
other than the United States for treating insomnia or to
be used as a sedative. Although this drug is illegally and
recreationally used in this country, it has been associ-
ated with date rape as it can induce blackouts, memory
loss, and decrease in resistance. Many women have
involuntarily and unknowingly ingested this drug, some-
times slipped into a drink by an unknown attacker.
Gamma-hydroxybutyrate (GHB) has been abused for its
sedative effects as well when used by an offender.

In the past 10 years, the repressed memory/false
memory of sexual abuse debate has been discussed at
length with varying opinions. The debate centers on the
question of existence of an individual repressing (the
mind subconsciously “chooses to forget”) childhood
sexual experiences that are later uncovered as an adult.
There are many reports of uncovered memories that indi-
viduals believe are true and accurate. Because these indi-
viduals had no conscious memory of the abuse until
many years later, others speculate that these are in fact
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false memories that have no basis in truth. Some believe
that the false memories were suggested by therapists and
psychologists, and accepted by individuals while in treat-
ment for other problems. The False Memory Syndrome
Foundation was founded by the parents of a cognitive
psychologist who believed that she uncovered repressed
memories of childhood sexual abuse by her father. Some
parents accused of childhood sexual abuse have (often
successfully) sued the therapists of individuals who claim
to have uncovered repressed memories of abuse.

The prevention of childhood sexual abuse and the
sexual assault of adult women consistently remains a
significant priority. It is imperative that parents teach
their children body safety (appropriate boundaries
regarding private body parts and what to do when
another child or adult attempts to violate those bound-
aries) and dispel myths related to sexual abuse (occurs
across all socioeconomic levels and racial lines, chil-
dren can be offenders, etc.). Parents need to be emo-
tionally and physically available to their children,
protect and guide them, keep open communication,
and not be afraid to ask direct questions. Parents with
a history of sexual abuse should do their own personal
work on remaining related issues.

Adult women can also take steps to protect them-
selves from rape and other sexual assault. Active mea-
sures such as making smart choices, carrying protection
(i.e., Mace), looking confident when walking alone, lock-
ing car doors when driving alone, being familiar with
your surroundings, and taking a self-defense course are
all positive ways to protect oneself from sexual assault.

SEE ALSO: Domestic violence, Incest, Posttraumatic stress dis-
order, Psychotherapy, Rape, Sexual harassment, Sexually
transmitted diseases, Stalking
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Sexual Dysfunction

SEXUAL FUNCTION

The study of sexual function in women, while still
in its infancy, has evolved beyond early conceptualiza-
tions that focused on mystery and possible associations
with witchcraft to psychological explanations that
developed in the 19th and 20th centuries. The psychi-
atric evolution came to fruition in the 20th century
with Freudian theories where treatment centered on
psychoanalysis. Scientific investigations into sexual
function were carried out by Masters and Johnson in
the 1960s and furthered by research by Kaplan into
psychotherapy and behavioral exercises. In the 20th
century, the ability to treat men with erectile dysfunc-
tion has increased interest in women’s sexual function,
particularly in postmenopausal women. This has led to
alternative theories of sexual function other than the
traditional model as well as a reclassification of female
sexual dysfunction.

The traditional model of sexual function for men
and women, as proposed by Masters and Johnson, is
linear and includes four phases: desire, arousal, climax,
and resolution. Newer models describe a more circu-
lar relationship between satisfaction and intimacy
(Figure 1). Norms for sexual function are difficult to
characterize, as dysfunction should imply individual
distress, not something that causes distress only in the
partner. Although prevalence and incidence data are
scarce for rates of sexual activity, the data available sup-
port the conclusion that women are sexually active
throughout their life span. Data from the National
Survey of Family Growth indicate that approximately
40% of women 15–19 years of age have had sexual
intercourse within the last 3 months. Although rates
of sexual activity decline with age, population-based
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studies indicate continued sexual activity in 47% of mar-
ried women aged 66–71 and a third of women over 78.

Norms of sexual activity are not well characterized
for women. Although heterosexual practices are com-
monly reported among American women, up to 1.2% of
women report having sex exclusively with women.
Reported frequencies of sexual activity vary with one
survey of women reporting sexual activity an average of
six times per month. Even though vaginal intercourse is
the most commonly reported sexual practice among
American women, many women report inability to
achieve orgasm with vaginal intercourse, and require
direct clitoral stimulation. Additionally, unlike men,
desire in women does not always precede arousal.
Some women participate in intimacy out of affection for
a partner, become aroused, and then experience desire.
This response pattern underlines the importance to
most women of the relationship that they are in as well
as the interdependent nature of the sexual response
cycle.

The physical manifestations of the normal female
sexual response cycle are described in the four classical
phases: excitement, plateau, orgasm, and resolution.
The physical effects are all the result of changes in blood
flow patterns (engorgement) and increased muscle ten-
sion. During the excitement phase, muscle fibers con-
tract in the nipples and increased blood flow causes
swelling of the breasts, clitoris, and results in increased
vaginal lubrication. The plateau phase is relatively short
and involves further engorgement of the breasts and

tissue around the vagina as well as vasodilatation of the
skin, which may appear as a temporary flush. Further
muscle tension around the vagina creates an anatomic
basin at the base of the cervix that helps retain any sem-
inal fluid and the uterus begins rhythmic involuntary
contractions. During the orgasmic phase, the uterine
contractions continue and there may be involuntary con-
tractions of the lower vagina before the release of the
previously building muscle tension and blood engorge-
ment. Resolution is quite variable in length and results
in the return of muscle tension and blood flow to the
unstimulated state.

FEMALE SEXUAL DYSFUNCTION

Prevalence of sexual dysfunction is difficult to
characterize, but from the few studies available appears
to be common, with American women reporting rates
ranging from 25% to 63%. Common sexual complaints
include low sexual desire (22% prevalence), arousal
disorders (14% prevalence), and sexual pain disorders
(7% prevalence).

In 1998, an international multidisciplinary group
met to define areas of sexual dysfunction. To be called
a sexual dysfunction or disorder, currently, the symp-
toms must be recurring (persistent), of significance
(pervasive), and cause distress to the woman in ques-
tion. Symptoms that bother the woman’s partner but not
the woman herself are not defined as her sexual dys-
function. Likewise, if a woman has no interest in sex
and it is not distressing to her to have no interest, it is
not classified as a sexual dysfunction.

Sexual dysfunctions are further described as being
primary (the problem has always been there) or sec-
ondary (there was no sexual problem initially but now
there is), situational (it only occurs in predictable cir-
cumstances) or generalized (the problem occurs in all
variations of a situation). Dysfunctions can be psy-
chogenic, having an emotional cause, organic, having a
physical cause, or result from a mixture of the two. The
current classification system (Figure 2) includes four
general areas: (a) sexual desire disorders, (b) sexual
arousal disorders, (c) orgasmic disorders, and (d) sexual
pain disorders.

Although the types of sexual dysfunction are
defined in order to differentiate one from the other, in
actuality, women often have symptoms that fall into
more than one dysfunction category. The causes of dys-
function are often a combination of physical, emotional,
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Figure 1. The interrelatedness of intimacy, sexual arousal, desire, and
satisfaction.

Source: Copyright 2001 from “Complexities of woman’s sexual function” by
R. Basson Reproduced by permission of Taylor & Francis, Inc., http://www.
routledge-ny.com



and interpersonal issues, which results in multifactorial
etiologies for many of the dysfunctions.

Sexual Desire Disorders

These are further divided into two subcategories,
hypoactive sexual desire disorders and sexual aversion
disorders. A hypoactive sexual desire disorder is defined
as a lack of desire for sexual activity, and/or a defi-
ciency or absence of sexual thoughts and fantasies. This
manifests by the absence of sexual thoughts, fantasies,
or interest in sexual activity. Debilitating physical or
emotional conditions and medical treatments or med-
ications may cause hypoactive sexual desire disorder.

A sexual aversion disorder refers to fear and avoid-
ance of sexual thoughts and situations. In aversion dis-
order there may be fear and phobic avoidance in
response to any sexually suggestive situation. Aversion
disorders may result from traumatic life events such
as sexual assault or serious anxiety illnesses such as
obsessive–compulsive disorders or phobias.

Example A 32-year-old woman developed a major
depression. She tells her physician that the most dis-
tressing depression symptom is her utter lack of sexual
desire. Molested as a child, she overcame an active fear
of sexual intimacy in the context of her supportive rela-
tionship. Recovery from her initial sexual aversion
makes this recent loss of sexual desire secondary to
depression doubly distressing.

Sexual Arousal Disorders

These are defined as the persistent or recurrent
inability to attain or maintain sexual excitement. Arousal
disorders may be reported as an emotional lessening of
excitement or sensation, and can be evident in the
physical manifestations of lack of excitement, vaginal
lubrication, decreased nipple sensitivity, and decreased
clitoral engorgement and swelling. Decreased arousal
can be caused by injury or illness that affects pelvic
innervation and blood flow and by emotional illnesses
that impair interest and enjoyment.
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Sexual Desire Disorders
Hypoactive sexual desire disorder

Sexual aversion disorder

Deficiency of sexual thought/ fantasies and/or desire 
for or receptivity to sexual activity

Phobic aversion to and avoidance of sexual contact 
with a sexual partner

Sexual Arousal Disorder Inability to attain or maintain sufficient sexual 
excitement, which may be expressed as a lack of 
subjective excitement, or genital or other somatic 
responses

Orgasmic Disorder Difficulty, delay in, or absence of attaining orgasm 
following sufficient sexual stimulation and arousal

Sexual Pain Disorders
Dyspareunia

Vaginismus

Noncoital sexual pain disorder

Genital pain associated with sexual intercourse

Involuntary spasm of the musculature of the outer
third of the vagina that interferes with vaginal 
penetration

Genital pain induced by noncoital sexual stimulation

Figure 2. Classification of female sexual dysfunction.



Example A 42-year-old woman recently started a
new medication for her chronic medical illness. Since
starting the medication, she reports that her genitals feel
numb. She wants to have sex, but it is as if the physi-
cal responses have been disconnected from her desire.
Stopping the medication is likely to reverse these sexual
arousal disorder symptoms.

Orgasmic Disorder

This is defined as the difficulty or inability to reach
orgasm after sufficient sexual stimulation and arousal.
The dysfunction may be primary, never having the abil-
ity to achieve orgasm, or secondary, having lost the
ability to achieve orgasm. Orgasmic disorders may be
evident as a diminished intensity of orgasm, or the
inability to achieve orgasm. Emotional or physical
abuse can cause inability to achieve orgasm, but it can
also be caused by medical illnesses or surgery that dam-
ages the nerves or blood flow to the pelvis.

Example A 55-year-old woman complains of difficulty
achieving orgasm since undergoing total abdominal
hysterectomy with bilateral salpingo-oophorectomy for
leiomyomata. Her cause of anorgasmia is multifactorial
including abrupt disruption of pelvic blood flow, cou-
pled with castration. Both contributed to her inability to
achieve orgasm.

Sexual Pain Disorders

Sexual pain disorders are further divided into three
subcategories: dyspareunia, vaginismus, and noncoital
sexual pain disorders. Dyspareunia refers to genital
pain that occurs with sexual intercourse. Dyspareunia
commonly manifests as pain with penile penetration or
deep thrusting.

Vaginismus is the involuntary spasm of the lower
third of the vagina making sexual intercourse impossi-
ble. These women are incapable of vaginal intercourse,
pelvic exams, or wearing tampons.

Noncoital sexual pain disorders refer to pain that
occurs with any type of sexual stimulation other than
intercourse. Noncoital sexual pain disorders include
genital pain that is initiated by sexual stimulation that
does not involve intercourse. Pain disorders are usually
multifactorial in etiology. Causes include atrophic
vaginitis, or thinning of the vaginal wall that occurs dur-
ing menopause, vaginal infections or inflammatory
processes, or emotional or relationship problems.

Example A 65-year-old woman presents with pain
with vaginal intercourse since discontinuing hormone
replacement therapy. The cessation of hormonal
therapy caused vaginal atrophy that in turn caused
dyspareunia.

TREATMENT

Just as the causes of dysfunction are often a combi-
nation of physical, emotional, and interpersonal issues,
treatments are also multifactorial. For this reason,
treatments for all the sexual dysfunctions are discussed in
general.

Treatment recommendations are best tailored to an
individual after a careful diagnostic evaluation. The eval-
uation begins by taking a history to determine if sexual
symptoms are new or longstanding, and if they devel-
oped acutely, perhaps in relation to a surgery or starting
a medication, or if the onset was insidious over time. A
careful health maintenance history, including tobacco,
alcohol, and drug use, as well as recreation practices like
bicycling, which has been associated with increased risk
of sexual dysfunction, is also gathered. A thorough
health, surgical, and medication history is in order.

Once the diagnostic possibilities have been gath-
ered and sorted, several treatment approaches are often
indicated. The first treatment intervention is often to pro-
vide accurate information and education. Medications
causing sexual side effects are common and if an equiv-
alent medication that does not cause sexual side effects
is available, the solution may be simple. Sometimes sex-
ual activity can be scheduled right before or after taking
the offending medication so that sex occurs when the
least medication is in the bloodstream. Some medica-
tions and devices can be prescribed and used to specif-
ically increase sexual responsiveness. Use of vibrators to
increase clitoral stimulation, as well as medications or
devices that can increase genital blood flow can also be
helpful. Hormonal therapy, including estrogen to
increase vaginal lubrication and blood flow, as well as
testosterone, which increases desire, can also be used in
women to address sexual dysfunction disorders.

Psychotherapy of various types and medication for
emotional disorders such as anxiety and depression are
frequently recommended. Central to treatment of sexual
dysfunction is the need to address partner-related
issues, as often the dysfunction is shared between a
couple and is causing both distress.
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In conclusion, interest in the diagnosis and treat-
ment of female sexual dysfunction has increased in
importance to care providers and their patients. As
research in this area expands, newer therapies and
treatments will become available for women who suffer
from these disorders.

SEE ALSO: Dyspareunia
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Sexual Harassment The 20th century has seen
a drastic increase in the number of women in the work-
force. This influx of women into the workforce helps
explain an increase of sexual harassment in the work-
place. In 2002, there were 14,396 charges of sexual
harassment filed with the appropriate state and federal
authorities. This is a 37% increase in the amount of
complaints filed 10 years ago.

Congress took a major step toward ending sex-
ual harassment in the workplace when it passed the
Title VII to the Civil Rights Act of 1964. Under Title VII,
it is illegal for an employer to discriminate, on the basis
of sex, with respect to compensation, terms, conditions,
or privileges of employment. Every state also has pro-
mulgated laws prohibiting employers from discriminat-
ing on the basis of sex.

There are two basic forms of workplace sexual
harassment. The first is known as either quid pro quo

or tangible job action harassment. This form of harass-
ment occurs when an employer makes an employment
decision based on the employee’s refusal to submit to
sexual demands. Such employment decisions include,
but are not limited to, denial of a promotion, a demo-
tion, denial of a raise, and dismissal. An employer can
be held liable for a tangible job action executed by a
supervisor who retains authority over the employee.

The second form of sexual harassment involves
the creation of a hostile work environment. Hostile
work environment harassment occurs when a work-
place is permeated with such severe and pervasive dis-
criminatory intimidation, ridicule, and insult that the
conditions of the employee’s working conditions are
altered so as to create an abusive working environ-
ment. Conduct that has been found to create a hostile
work environment includes: sexual teasing, sexual
looks or gestures, deliberate touching, pressure for
dates or sexual favors, letters, telephone calls, and
exposure to materials of a sexual nature. However, for
the conduct to be deemed “harassing” in a legal con-
text, the conduct must have been of such a nature that
both the employee and a reasonable person would
find it unwelcome. Further, the law requires the con-
duct be so severe and pervasive as to alter the terms,
conditions, or privileges of employment. Whether the
harassing conduct is severe and pervasive is deter-
mined by looking at the severity of the conduct, the
frequency of the encounters, the length of time over
which the conduct occurs, the context in which the
conduct occurs, the interference with the employee’s
work performance, and whether the conduct is
physically threatening or humiliating.

The law draws a distinction between when a hos-
tile work environment is created by a co-worker rather
than a supervisor. When the harassment involves a co-
worker, the law requires that the employer knew, or
should have known, of the harassment and failed to
take corrective action. However, when a supervisor cre-
ates the hostile work environment, the law only
requires proof that the behavior that occurred was
unwelcome, severe, and pervasive. The employer, how-
ever, can avoid liability for the supervisor’s creation of
a hostile work environment if it can show it exercised
reasonable care to prevent, and correct promptly, any
sexually harassing behavior, and the employee unrea-
sonably failed to take advantage of the preventive or
corrective measures.

Sexual harassment can have various effects on
those employees subjected to it. Employees who have
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been exposed to sexual harassment frequently develop,
and suffer from, a lack of self-esteem, irritability,
headaches, sleep deprivation, nightmares, gastrointesti-
nal disturbances, isolation, loss of appetite, anger, frus-
tration, guilt, and fear. Those who have been sexually
harassed may feel helpless, depressed, fluctuate their
weight, or increase their alcohol consumption. The
employee’s work performance is often affected by
increased absenteeism, poor work performance evalua-
tions, and deficient work performance. Employees who
have been forced to endure sexual harassment com-
monly suffer from diagnoses including: adjustment dis-
order, major depression, posttraumatic stress syndrome,
somatoform disorders, generalized anxiety disorder,
and panic anxiety disorder.

Employees who believe they are being sexually
harassed have various options available to them. The
employee could file a charge with the Equal Employment
Opportunity Commission (EEOC). How the EEOC will
proceed with the charge depends on whether the state
involved is considered a deferral state or a nondeferral
state. If the state is a deferral state, the charge must first
be examined by the appropriate state agency. The filing
process has been made easier by the EEOC, which will
forward the charge to a deferral state if the employee
selects the appropriate option on the charge form. The
matter will be reexamined by the EEOC after the matter
has been with the state agency for a specified amount of
time. However, if the state is a nondeferral state, the
employee can choose whether to apply with the EEOC
or with the state agency.

An employee may, without involving the EEOC,
also file a charge with the appropriate state agency,
bringing the claim solely under the state’s sexual harass-
ment law. This option may be vital to some claims. For
example, Illinois’ Human Rights Act, unlike Title VII,
allows the employee to sue the individual harasser. This
would make it easier for the employee to bring a charge
against a co-worker harasser. Further, unlike Title VII,
some states allow an individual to bring a claim against
an employer who retains under 15 employees.

Finally, the employee, after receiving a right to sue
letter from the EEOC, can sue the employer in a court
of law. If the employee sues under Title VII, the reme-
dies available to the employee include money to com-
pensate for emotional distress and intangible losses,
punitive damages to monetarily punish the employers,
attorney fees, payment for loss of wages, and injunctive
relief ordering the employer to take a certain action
(i.e., grant the denied promotion).

SEE ALSO: Discrimination
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BRANDY GLASSER

Sexual Organs The female sexual or reproductive
organs may be categorized into the internal pelvic organs,
the external genitalia, and the outside organs. Changes in
the size and function of these organs occur throughout a
woman’s reproductive life. The most dramatic changes in
the size and function of the female reproductive organs
occur at puberty and during pregnancy.

The internal female reproductive structures are
well protected by the bony pelvis. These structures
include the ovaries, fallopian tubes, uterus, and cervix.
The vagina connects the uterus to the external genitalia.

OVARIES

The ovaries are responsible for hormone produc-
tion and ovulation. They are normally about 3–5 cm in
length, and shrink to the size of an almond after
menopause. One ovary is usually adequate for normal
hormonal production. Surgical removal of both ovaries
results in the vasomotor symptoms, or “hot flashes,”
that are common in menopausal women. Menopause
occurs when the ovaries cease producing estrogen.

FALLOPIAN TUBES

The fallopian tubes arise from the uterus and reach
toward the ovaries. After ovulation, the egg is picked up
into the tube. Sperm are transported through the uterus
into the fallopian tubes. Fertilization of the egg occurs in
the tube. The tube moves the fertilized egg to the uterus
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for implantation. If a pregnancy implants in the fallopian
tube, an ectopic pregnancy results. If this pregnancy
grows, the tube may rupture, which can be life threat-
ening.

UTERUS

The uterus, or womb, is normally the size of a
small pear, and expands up to 20 times its size during
pregnancy. The uterus is composed of several layers of
tissue. The innermost layer is called the endometrium.
The surface layer of the endometrium sloughs during
normal menstruation. Much of the body of the uterus is
composed of the myometrium. The myometrium is
composed of smooth muscle tissue, which contracts
during “menstrual cramps,” and is also responsible for
contractions during labor. The uterus is covered with a
thin layer of tissue called the serosa. Benign conditions,
such as fibroids, can dramatically alter the size of the
uterus.

CERVIX

The cervix is the opening to the uterus and is the
structure that is sampled during a Pap test. The open-
ing of the cervix is referred to as the cervical os. In a
woman who has never had children, this often looks
like a pin point. Once a woman has given birth, how-
ever, the os actually resembles a “smile” or fish mouth.
A normal cervix has a consistency of your nose, and is
about 3–4 cm in length. During pregnancy, it softens
and shortens and eventually dilates until it is 10 cm
open during labor. After menopause, the opening to the
cervix may become small, narrow, and even stenotic.

VAGINA

The vagina is a tubular, muscular structure, which
is sometimes referred to as the “birth canal.” It expands
up to four times its size during childbirth. After
menopause, the tissue of the vagina usually becomes
very thin, and may cause dryness and discomfort with
sexual intercourse.

The external female genitalia include the mons
pubis, clitoris, introitus, labia majora and minora, and
the urethra.

MONS

The mons pubis, which overlies the pubic bone, is
an area of fatty tissue which is covered with skin and
pubic hair.

CLITORIS

The clitoris is an extremely sensitive mound of tis-
sue that is responsible for orgasm. The homolog, or
similar structure in the male, is the penis.

LABIA MAJORA AND MINORA

The labia majora and minora surround the vaginal
introitus, or opening of the vagina. They are often refer-
red to as the “lips.” There is a great variety of size and
shape of the labia majora and minora, and this variation
among women is normal.

URETHRA

The urethra is the opening to the bladder, located
below the clitoris and above the vaginal opening. Its
shorter length and close proximity to the vagina is
thought to be one of the reasons that cystitis, or urinary
tract infections, are so common among young sexually
active women.

SKENE’S AND BARTHOLIN’S GLANDS

The Skene’s and Bartholin’s glands produce mucus
and secretions, and are located around the vaginal
opening. The Bartholin’s gland can form a cyst, which
may be asymptomatic, or may become infected.
Infection results in a Bartholin’s abscess, which is very
painful and may require surgical drainage.

SEE ALSO: Ectopic pregnancy, Menopause, Menstruation,
Pelvic examination, Puberty, Urinary tract infections, Uterine
fibroids
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Sexually Transmitted Diseases Sexually
transmitted diseases, or STDs, refer to a variety of bac-
terial, viral, and other infections acquired through sex-
ual contact. STDs are common reasons for visits to
clinics and physicians’ offices. STDs produce significant
morbidity and are estimated to cost the health care
system billions of dollars each year.

STDs affect women of all social and economic
backgrounds. Most STDs, however, occur in men and
women between the ages of 19 and 25 years of age.
Any sexually active person may be at risk for infection,
particularly if he or she has multiple partners. Especially
in women, many STDs are asymptomatic, which can
increase their transmission and complications, as they
are often passed on without knowledge. Screening tests
are available for HIV, hepatitis B, syphilis, gonorrhea,
and chlamydia.

STD SCREENING

Health care providers can help patients identify
their risk factors and assess which screening tests, if
any, should be done. The annual gynecological exami-
nation is a particular time to ask questions about STDs,
and obtain appropriate testing. Screening is also partic-
ularly important during pregnancy, or for women plan-
ning to become pregnant. Several STDs may result in
pregnancy complications, or transmission to the fetus,
either during delivery or breast-feeding. Hepatitis B,
syphilis, gonorrhea, and chlamydia are all part of

routine prenatal screening. All pregnant women should
also undergo HIV testing, because the transmission to
the unborn fetus can be significantly reduced with
appropriate treatment.

STD DIAGNOSIS

Patients and providers must work together to diag-
nose STDs. Patients may help by learning to identify
symptoms and seeking medical treatment early, which
may prevent the consequences of many STDs. Barrier
methods of contraception, such as male or female con-
doms, can dramatically reduce transmission of STDs,
but are not 100% effective.

The majority of STDs may be diagnosed either by
simple office tests or by blood testing. Once a person is
diagnosed with an STD, sexual partners should be
notified promptly. Which STDs require that the doctor
submit a report to local health authorities will vary from
state to state.

STD TREATMENT

In most instances, diagnosing and treating an infec-
tion promptly will decrease potential long-term compli-
cations. In general, most infections that are caused by
bacteria can usually be cured with antibiotic therapy
(Table 1). However, there are several viral STDs, such
as herpes simplex virus (HSV) or human papilloma-
virus (HPV), that may not be curable by treatment. For
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Table 1. Common sexually transmitted diseases

Infection Cause Symptoms Treatment or cure

Trichomonas Trichomonas vaginalis Foul-smelling vaginal Antibiotics—vaginal or oral
(protozoan) discharge; irritation

Chlamydia Chlamydia trachomatis None; vaginal discharge, Antibiotics—oral
(bacteria) pelvic pain

Gonorrhea Neisseria gonorrhoeae None; vaginal Antibiotics—oral or
(bacteria) discharge, pelvic pain IM

Human Human papilloma- Mild vaginal itching Topical medications
papillomavirus (HPV) virus or burning or surgical removal

Herpes simplex Herpes simplex virus Vaginal burning or Antivirals do not cure,
virus (HSV) painful sores but can shorten symptoms

Human HIV None in early stages Antiretrovirals can
immunodeficiency provide long-term
virus (HIV) control of disease



these infections, symptoms can be treated and the
infection can be controlled.

STD PREVENTION

Education, particularly for young sexually active
men and women, is one of the best ways to prevent the
spread of STDs. While research is being done on vac-
cines for some STDs, prevention is still the best defense.

SEE ALSO: Acquired immunodeficiency syndrome, Chlamydia,
Gonorrhea, Herpes simplex virus, Human papillomavirus,
Syphilis
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Shamans Since early civilization, shamans have
been integral in the healing process. The term shaman
is derived from “saman,” a Russian term which refers to
one that uses ecstasy techniques. Shamankas, which are
female shamans, and shamans use ecstasy techniques to
act as a channel between the spiritual and physical
worlds. During a connection with the spirit world, the
shaman investigates why a patient suffers from physical,
spiritual, or emotional discomforts, meanwhile deci-
phering a way to heal that patient.

Since shamankas and shamans were the only
source of healing and connection to the spirit world,
they were widely respected and revered within their
community. Adding to their status was the common
belief that only a select few possessed the gift of heal-
ing and the key to the spirit world. For instance, a child
who recovered from an illness on her own strength
proved that she was destined to be a shamanka.

Although shaman powers are bestowed on a select
few, the gift is not gender biased. Gender, unlike other

cultural healing practices, does not alter the healing
power of a shamanka or shaman. Nonetheless,
shamankas are often sought after more because of cer-
tain female characteristics such as a nurturing spirit,
warmth, concern, firmness, and assertiveness. However,
these characteristics reflect a patient’s preference but
not the effectiveness of healing.

Patients will seek a shaman’s healing for ailments
ranging from common colds, broken bones, depression,
or evil spirits. Regardless of their sickness, the shaman
will take an account of the patient’s daily activities, diet,
and any unusual occurrences. After gathering this infor-
mation, the shaman will begin to search for a cure, by
using bones, teeth, animal claws, shellfish, snail shells,
dried roots, herbs, pieces of wood, stones, and glass as
ingredients for remedies.

Generally, a shaman will communicate with the spirit
world to bring about healing. Shamans communicate with
spirits through trances, which are sometimes induced by
alcohol or narcotics. While entranced, the shaman will
begin to dance, sing, groan, their spirit will fly to distant
lands, ascend into the heavens, and descend into the
underworld. The shaman’s entrancement and behavior
initiates the conversation with the spirits, thus allowing
the shaman to find the cause of illness, cures, and fight
off evil spirits. Upon returning to the physical world, the
shamanka will construct a remedy based on the informa-
tion that she gathered while entranced.

Although shamans are not licensed medical doc-
tors, they continue to have a significant role in healing,
especially in rural communities around the world. As
long as sickness and evil plague the world, shamankas
and shamans will maintain their role in society as a
source of healing and connection with the spirit world.

SEE ALSO: Charismatic healers, Healers
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Shingles The pathogenesis (cause) of shingles
sounds like science fiction—a virus that causes a com-
mon childhood illness lies dormant for 50 or 60 years
and then produces a different illness that can lead to
severe, lifelong pain. Shingles, or herpes zoster, is
caused by a relapse of the varicella-zoster virus (VZV);
acute infection with this virus causes chicken pox. VZV
is a member of the herpesvirus family, which also
includes herpes simplex I and II, and Epstein–Barr
virus, which causes mononucleosis. Infection due to
this family of viruses is characterized by an acute ill-
ness followed by lifelong infection, which is usually
clinically silent, although chronic infection, mild
relapses, and severe relapse due to immunosuppres-
sion can occur. In the case of VZV, following acute
infection (chicken pox), the virus remains dormant in
the dorsal root ganglia in the spinal cord. Immune
system surveillance keeps the virus dormant but the
virus “hides” in the genome of the host cell and
the immune system cannot eliminate it. Triggered by
stress, immunosuppression (decreased functioning
of the immune system), or decreased immune surveil-
lance due to the prolonged elapsed time from the
primary infection, the virus escapes the immune system
and produces a local skin infection. The infection
occurs in the area of the sensory nerve (the “der-
matome”) from which it emanated (i.e., “hiding in the
ganglia”). As a result, the skin lesions occur unilaterally
(on one side of the body) in patterns predicted by the
known distribution of sensory nerves.

The clinical presentation is distinct and a clini-
cal diagnosis can be reliably made when the character-
istic vesicular (bubble-like) rash is present. Pain
and paraesthesias (altered sensory perception) can
precede the rash, and on occasion the pain can be
confused with other pathology depending on the
location (e.g., pain in abdominal dermatomes may
mimic an acute abdomen). The skin lesions may
appear initially as small areas of erythema (localized
redness of the skin), but evolve into small vesicular
lesions developing along the dermatome (nerve distrib-
ution area on the skin). The most commonly
affected areas are the thoracic (chest) and lumbar
(back) dermatomes. The skin lesions are infectious,
and nonimmune individuals can contract chicken
pox from exposure to the skin lesions of an individual
with shingles.

The acute illness lasts 1–2 weeks. The most com-
mon complications are pain and superinfection due to

bacterial infection (staphylococcus and group A strep-
tococcus). Other complications depend on the location
of the infection. Cranial nerve shingles can lead to eye
involvement and cranial neuropathies. Ramsay–Hunt
syndrome results from shingles of the sensory branch of
the trigeminal nerve and is characterized by skin lesions
around the ear, hypersensitive hearing (hyperacusis),
and paralysis of facial nerves (Bell’s palsy). Therapy
with acyclovir or other antivirals has been shown in
clinical trials to shorten the duration and severity of the
acute illness when the therapy is begun within 48 hours
of the appearance of the skin lesions. The role of antivi-
ral medications in preventing chronic pain from shin-
gles is discussed below. Management otherwise consists
of pain control and monitoring for complications.

Shingles has a lifetime prevalence of 30% and is
strongly associated with aging. Less than 5% of individ-
uals 65 and under have a history of shingles; 10% of
75-year-olds and 30% of 85-year-olds have had shingles.
About 30% of patients will experience a second episode
of shingles in their lifetime, and about 5–10% will have
a third episode. Shingles can occur in younger individ-
uals in the absence of immunosuppression, but also
may be associated with steroid therapy and immuno-
suppressing illnesses. Shingles in young adults may be
associated with immunosuppression from HIV, and
should prompt consideration for HIV testing. With the
notable exception of HIV, younger patients with shin-
gles rarely have a related immunosuppressing illness,
and the presence of shingles should not generally lead
to a search for an underlying problem that is not evi-
dent on a routine history and physical examination.

While the acute illness may lead to some morbidity
(illness) and may rarely lead to complications, acute
shingles is largely self-limited. The most dreaded com-
plication is severe, chronic nerve pain at the site of the
infection. Pain due to shingles that persists for more than
30 days is termed postherpetic neuralgia (PHN). Pain
due to PHN can be disabling and may require compli-
cated pain management in order for the patient to have
sustained symptomatic relief. Therapy with antiviral
medications during the acute infection can decrease the
severity of PHN. This benefit from antiviral therapy pro-
vides a strong indication for their use. There is ongoing
research as to whether the use of vaccine to boost
immunity in older individuals can prevent shingles.

SEE ALSO: Acquired immunodeficiency syndrome, Herpes
simplex virus
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Sjögren’s Syndrome Sjögren’s syndrome (SS)
is a chronic autoimmune disorder of unknown cause
that mostly involves the tear glands of the eye and sali-
vary glands of the mouth. It can also cause problems in
the lining of the genital, urinary, gastrointestinal, and
respiratory tracts. SS occurs alone or as part of many
other autoimmune disorders. The severity varies con-
siderably. Most SS patients should be treated by spe-
cialists in rheumatology, ophthalmology, dentistry, and
other necessary specialties. It is estimated that more
than 1 million people in the United States suffer from
SS, and 90% are women in their 30s and 40s.
Connective tissue diseases associated with SS include
rheumatoid arthritis, systemic lupus erythematosus,
scleroderma, fibromyalgia, and others. Much is still
unknown about the cause of SS, but it is clear that
infectious, genetic, and hormonal factors are involved.

SYMPTOMS, SIGNS, AND DIAGNOSIS

A health professional examining an individual for
symptoms of SS should ask questions about the
patient’s eyes and mouth (see Tables 1 and 2).

It also is helpful to note that individuals with SS
generally have salivary gland enlargement on both sides
although this may not be symmetric. Other diseases that
cause salivary gland swelling typically affect only one
side.

If eye symptoms are present, certain tests should
be performed to evaluate tear production (Schirmer’s
test) and quality of tear fluid using microscopic tech-
niques (rose bengal staining). If mouth symptoms are
present, objective evidence of salivary gland function is
needed. Biopsy examination of the minor salivary
glands as well as blood tests must be performed.

To diagnose a patient with SS, it is required that
either the biopsy or the blood test results be positive,
but even positive results on both tests are not enough
to definitely diagnose SS. Mouth and/or eye symptoms
must be present as well.

Clinical features of SS are similar to those of several
other diseases such as hepatitis C infection, AIDS, pre-
existing lymphoma, certain autoimmune disorders such
as sarcoidosis, and medical complications in transplant
patients (graft-versus-host disease). A patient with a past
history of head and neck radiation therapy could have
symptoms similar to SS as well. Lastly, effects of certain
medications (anticholinergic drugs) may mimic SS.

TREATMENT

To treat eye symptoms (keratoconjunctivitis sicca),
the patient should be instructed to use artificial tears.
Some individuals can benefit from more concentrated
viscous solutions or hydroxypropylcellulose pellet
insertion under the lower eyelids. Ointments can be
helpful as well but should only be used at night
because they can interfere with vision. Pilocarpine
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Table 1. Questions to ask when checking for
eye symptomsa

Have you had daily, persistent, troublesome dry eyes for more 
than 3 months?

Do you have a recurrent sensation of gravel or sand in the eyes?

Do you use tear substitutes more than three times a day?

a Only one positive response is required to consider the patient symptomatic.

Table 2. Questions to ask when checking for 
oral symptomsa

Have you had a daily feeling of dry mouth for more than 3 months?

Have you had recurrently or persistently swollen salivary glands as
an adult?

Do you frequently drink liquids to aid in swallowing dry food?

a Only one positive response is required to consider the patient symptomatic.



taken internally has been approved for the treatment of
mouth symptoms and can help eye symptoms as well.

Mouth symptoms (xerostomia) require frequent
dental care, daily use of antimicrobial mouth rinse, and
application of topical fluoride. Artificial saliva and lubri-
cants may relieve oral dryness and help with swallow-
ing difficulty. Some people will find that chewing gum
or candies (sugar-free to prevent tooth decay) will stim-
ulate secretion in the mouth. Dietary modifications may
aid in swallowing as well. As discussed above, drugs
like pilocarpine may increase oral salivary secretion, as
long as sufficient gland tissue is present. Oral candidia-
sis, a fungal infection, which commonly results from dry
mouth, should be treated by having the patient suck
oral lozenges or use vaginal suppositories of antifungal
agents like nystatin or clotrimazole. Systemic manifesta-
tions can be treated by various immune-altering drugs.

PROGNOSIS AND EDUCATION

The prognosis for individuals with SS is usually
good. There is, however, an increased risk of progres-
sion to non-Hodgkin’s lymphoma. All individuals
should be provided with information that will help
them cope with the difficulties associated with SS.

SEE ALSO: Autoimmune disorders
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Skin Care The skin is the largest and most exposed
organ of the body. Its functions are complex and
include serving as a physical and immunologic barrier
to external substances, retaining water, regulating body
temperature, and acting as a sensory organ. The skin is
also an integral part of our self-image and is often a
focus of cosmetic and beautifying agents.

The skin consists of three layers. The upper layer,
or epidermis, is about as thick as a sheet of paper. It is
composed of layered skin cells called keratinocytes.
The outermost part of the epidermis, called the stratum
corneum, is composed of dead keratinocytes that are
shed continuously. The living layer of keratinocytes
underneath is called squamous cells. The innermost part
of the epidermis consists of basal cells that are con-
stantly dividing to form new keratinocytes. The bottom
skin layer is called the dermis, which contains tiny
blood and lymph vessels that increase in number
deeper in the skin. Cells called melanocytes form the
transitional layer between the epidermis and dermis.
These skin cells produce a brown-black skin pigment
called melanin, which helps to protect against the
damaging rays of the sun and also determines skin col-
oring. As a person ages, melanocytes often proliferate,
forming concentrated clusters that appear on the sur-
face as small, dark, flat, or dome-shaped spots, which
are usually harmless moles or liver spots.

Because the skin is exposed to the environment, it
is susceptible to damage over time. Ultraviolet rays from
sunlight and smoking are the most common causes of
environmental skin damage. Sunlight consists of ultravi-
olet (referred to as UVA or UVB) radiation that pene-
trates the layers of the skin. UVB radiation primarily
affects the outer skin layers and is the primary cause of
sunburn. It affects skin cells by damaging the genetic
material, the DNA, inside the skin cells. UVA radiation
penetrates into the inner skin layers and is responsible
for tanning and allergic reactions to sunlight (such as
from medication). UVA causes the release of oxidants,
or oxygen free radicals, that can damage cell mem-
branes and interact with genetic material. Cigarette
smoke also produces oxygen free radicals and is known
to accelerate wrinkles and aging skin disorders.

Sun protection is one of the most important parts
of a skin care regimen. Research has shown that expo-
sure to UV light can cause various skin cancers, the
most common being basal cell carcinoma and squa-
mous cell carcinoma. A less common but much more
dangerous form of skin cancer, malignant melanoma,
may be linked to sunburns in childhood.

UVA and UVB radiations cause dramatically accel-
erated skin aging, including wrinkling, dryness, visible
blood vessels, and changes in pigmentation. Sunlight
damages collagen fibers (the major structural protein in
the skin) and causes accumulation of abnormal elastin
(the protein that causes tissue to stretch). Large amounts
of enzymes called metalloproteinases are produced in
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response to the abnormal elastin that function
to remodel the damaged tissue by manufacturing and
reforming collagen. In addition to sun damage, smok-
ers have considerably higher levels of these metallo-
proteinases, which may contribute to the skin-aging
effects of smoking. Unfortunately, the reformation
process is imperfect and some metalloproteinases actu-
ally degrade collagen. The result is an uneven forma-
tion of disorganized collagen fibers called solar scars.
Repetition of this imperfect skin rebuilding over time
causes wrinkles.

Healthy skin care and habits can decrease this
cumulative injury. Recommendations include:

1. Minimizing sun exposure during peak hours
(10 AM to 2 PM).

2. Wearing sun-protective clothing, hats, and
sunglasses.

3. Using a broad-spectrum sunscreen (UVA and
UVB protection) with a sun-protection factor
(SPF) of greater than or equal to 15.

4. Avoiding sunlamps and tanning beds.
5. Avoid cigarette smoke; if you smoke, quit.

Protective sun exposure habits are most beneficial
when started in childhood since statistics show that
more than one half of a person’s lifetime UV exposure
occurs during childhood and adolescence. However, it
is never too late to incorporate sun protection into a
skin care regimen. Medical treatments for reversing
some of the effects of sun damage are available and
include topical creams, chemical peels, and laser
therapy.

Other components of a skin care regimen need not
be complicated. Mild, nonperfumed soaps are usually
recommended for cleansing the skin, with a moisturizer
applied as needed (consider products that have a built-
in sunscreen). As we get older, our skin has fewer
sweat and oil glands and is less efficient in retaining
water, which can lead to dryness and itching. Dry skin
can be worsened by frequent bathing or showering,
and may be more sensitive to soaps, cosmetics, and cer-
tain fabrics. Frequent use of emollients and avoiding
aggravating factors are basic measures for dry skin care.
For those with oily or acne-prone skin, facial moisturiz-
ers are usually not needed and care should be taken to
choose cosmetics that are oil-free and non-
comedogenic (acne-producing).

SEE ALSO: Acne, Cancer, Dermatitis, Liver spots, Melanoma,
Skin disorders, Smoking, Wrinkles
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Skin Disorders Skin disorders can be broadly
categorized as either rashes or as growths. Rashes are
often a result of skin inflammation and can be precipi-
tated by a wide variety of causes. Two common inflam-
matory diagnoses in women are acne and atopic
dermatitis, commonly called eczema. Growths or
tumors may be further classified into benign, pre-
malignant, or malignant lesions. The most common
tumors are outlined in the following table.

Benign Premalignant Malignant

Seborrheic keratoses Actinic keratoses Basal cell carcinoma
Skin tags Squamous cell carcinoma

Malignant melanoma

Acne is a skin condition that is primarily a disease
of adolescence but may persist through the third
decade or beyond, particularly in women. Although the
precise etiology of acne remains unknown, it is
likely multifactorial. The almost universal presence of
Propionobacterium acnes bacteria in the skin of patients
with acne suggests it has a causative role. In addition,
certain sex hormones (androgens) are known to regu-
late sebum or oil from the sebaceous glands and there-
fore play a role in the development of acne. The lesions
of acne include pustules, red papules, and inflammatory
nodules, which most commonly affect the face and to a
lesser degree the back, chest, and shoulders. The phys-
ical appearance of acne can result in significant emo-
tional distress to patients and is ample justification to
treat this disorder. In addition, treatment may prevent
the major sequelae of acne, namely, permanent and
potentially disfiguring scars. Common treatment
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measures are aimed at decreasing the bacterial load,
reducing the level of androgens, and decreasing sebum
production.

Atopic dermatitis or eczema is an inflammatory
condition of the skin that is typically a chronic and
relapsing disorder, which usually starts in infancy and
childhood, but may persist into adulthood. Persons with
atopic dermatitis are often predisposed to other allergic
diseases including hay fever and asthma. The cardinal
features of atopic dermatitis are itchy, dry skin which
when scratched or irritated can lead to a rash. Common
locations for atopic dermatitis are around the eyes and
in the creases of the elbows and knees. Many adults
with atopic dermatitis may have chronic hand eczema
as the only manifestation of their disease. The mainstays
of treatment for atopic dermatitis include avoiding com-
mon skin irritants, keeping the skin well hydrated with
emollients, topical steroid treatments, and control of
itching with antihistamines.

Seborrheic keratoses are extremely common skin
tumors, usually affecting people older than 50 years but
also seen in young adults. These lesions usually arise
on the trunk, face, and upper extremities and can range
in color from tan to red or even black. Such skin
changes can occur as an isolated lesion or hundreds
may be present in the same person. Their diagnosis is
often made based on a clinically “stuck-on” appearance.
Seborrheic keratoses represent a benign proliferation of
immature keratinocytes. The tendency for seborrheic
keratoses may be inherited in an autosomal dominant
fashion. No treatment is necessary for most lesions.

Skin tags are outgrowths of normal skin. Twenty-
five percent of adults have skin tags, and there is a
familial tendency for these lesions. They usually occur
at sites of friction such as the axillae, neck, underneath
the breasts, and in the groin area. Treatment is indicated
only if lesions are irritating or the individual desires
removal for cosmetic reasons.

Actinic keratoses are common premalignant lesions
of the skin, resulting from chronic, cumulative sun
exposure, and occurring most commonly in fair-skinned
people on sun-exposed skin sites including the face
and the dorsal hands. Actinic keratoses are character-
ized by an irregular shape, and scaly or “sandpaper”
texture. If left untreated, some actinic keratoses may
progress to become cancerous. Treatment options
include liquid nitrogen or prescription medications
aimed at destroying the premalignant cells.

Basal cell carcinoma is a malignancy of the basal
cells in the epidermis. It is the most common human

malignancy with approximately 750,000 new cases in
the United States each year. Basal cell carcinoma occurs
more commonly in men, almost exclusively in whites,
and most frequently between the ages of 40 and 80.
Predisposing factors include chronic UV sunlight expo-
sure, arsenic, and ionizing radiation. Basal cell cancers
are usually noticed as a new growth in sun-damaged
skin that is skin colored, sometimes pearly, and has a
tendency to bleed. Most basal cell tumors spread locally
and do not metastasize. Treatment usually involves sur-
gical excision but is influenced by size and location of
the tumor.

Squamous cell carcinomas are malignant tumors of
keratinocytes, the main cell type that comprises the
skin. Although squamous cell cancer is the second most
frequent skin carcinoma, its incidence is increasing
greatly. Although squamous cell cancer occurs most
commonly in white men older than 55, women with
extensive sun exposure or other predisposing factors
are affected. Predisposing factors include: UV sunlight
exposure, old burn scars, sites of chronic inflammation,
radiation therapy, arsenic, immunosuppression, and
smoking (lip lesions). A squamous cell carcinoma com-
monly appears as a new growth that may be scaly and
has a tendency to bleed. These tumors can in some
cases metastasize depending on the location of the
tumor or the predisposing cause. Treatment typically
involves excision of the lesion.

Melanoma, which exactly means black tumor, is
the malignant proliferation of pigment-producing cells,
called melanocytes. Malignant melanoma deserves all
the attention given it because of its potentially fatal
nature, rapidly increasing incidence, and excellent
prognosis if treated early. Malignant melanoma repre-
sents 3% of all cancers, with tens of thousands of new
cases in the United States annually. Representing 1–2%
of all cancer-related deaths, the increase in the
melanoma mortality rates is second only to lung cancer.
Risk factors for developing malignant melanoma
include fair hair and light eyes, extensive sun exposure,
history of sunburns in childhood, multiple irregular
moles, or a family history of melanoma. However, any
patient with a history of change in a longstanding pig-
mented lesion or a new lesion with suspect features
should alert the clinician to the possible diagnosis of
melanoma. A mnemonic to remember suspect features
of melanoma is:

A � asymmetry
B � borders irregular and blurred
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C � color change or variable pigmentation
D � diameter greater than 6 mm
E � elevation of previously flat lesion

Diagnosis is based on excisional biopsy and charac-
teristic histologic findings. The depth of the tumor is
of crucial importance in determining prognosis. With
a thick melanoma, additional tests are required to
evaluate possible metastasis to lymph nodes and
other organs. Treatment of melanoma depends on the
stage of the tumor: excisions are performed for thin
lesion whereas thicker tumors may require adjuvant
therapy.

SEE ALSO: Cancer, Dermatitis, Skin cancer, Skin care, Smoking
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Slavery Slavery was one of the most brutal events
in American history, yet in most history courses, little or
no information is offered about the health and health
care issues of slaves. Furthermore, the existing literature
varies greatly in its description of the type of health care
given to African/black African American slaves.

In the early 1800s, the United States Congress
passed legislation to decrease and subsequently stop
the African slave trade. Nonetheless, that same legisla-
tion permitted slavery to continue within the borders of
the Americas. Each ship’s captain had to prepare and
keep records of his human cargo. The “records” con-
sisted of the slave’s name, age, gender, color, and
height. This information was kept with the ship and a
handwritten copy was given to the individual who was
responsible for the slaves at their point of arrival.

Due to the passage of this legislation and the
economic need of the slave owners for a constant stream
of laborers, the slave owners began to allow the slaves
to mate (the proper term at the time was breed) for the
purpose of reproduction and increasing the manpower
on the plantation as well as to open up a new economic
avenue for the slave owner. During slavery, the men
and the women were given work responsibilities
according to their age and physical condition. Gender
did not play a significant role in the assignment of
work. Plantation owners and overseers expected equal
amounts of labor from both genders based on their size
and age. Female slaves were given cotton-picking
equipment consisting of bags, baskets, and sheets that
had to be filled to capacity in order to be heavy enough
to bring a good fair market value when weighed. The
strenuous and heavy labor associated with this work
along with inadequate nutrition and exposure to
European diseases played important roles in fetal mal-
formation and fetal demise. The age of a pregnant slave
also played a crucial role in the high incidence of
miscarriages and infant mortality.

The plantation owners depended upon the slave
overseer to let them know when a female was preg-
nant. The overseer depended upon the slave women to
tell him when they were pregnant. The women looked
for symptoms such as increased urination, ceasing of
the menses, enlarged breasts, vomiting, and movement
of the child. Once these occurred, the women then
reported them to the overseer and the overseer made
the decision to allow the women to shift to lighter
workloads. However, on many plantations the overseer
would not take the word of a slave and would wait
until there were visible outward signs of pregnancy.
Many times the visible signs did not occur until the
female was in the middle of her second trimester.

Female slaves were allowed less than 1 month of
downtime during their pregnancies. Those who had
infants who survived birth and lived for 1 year received
more days out of the field than those who had still-
births or an infant who died within the first year. There
is a significant correlation between the strenuous, heavy
labor of the female field hand, the time frame between
when the pregnancy was reported and when the female
field hand was allowed by the overseer to reduce her
workload, and the high incidence of miscarriages,
infant malformation, and infant mortality.

In today’s world, there is still a higher incidence of
miscarriages, infant malformation, and infant mortality
rate for black African Americans than their white
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European American equivalents. Slavery is no longer an
issue, but the poverty, including the low salaries of the
working class poor, malnutrition, and lack of immediate
medical attention continue to contribute to this problem
in the United States.

SEE ALSO: African American, Discrimination, Pregnancy
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Sleep Disorders Poor sleep is one of the most
common presenting symptoms heard by modern doctors.
Many sleep disturbances are caused by ineffective sleep
hygiene, which refers to the sum total of the waking
behaviors that affect the quality and quantity of our sleep.

The first step for the physician in the assessment
and treatment of a complaint of impaired sleep is to
review optimal sleep hygiene practices with a patient. A
key component is establishing the bed as a sanctuary for
sleep and sex only. Reliable daily sleep and wake times
are important as well. The ideal amount of sleep likely
varies from person to person, although a recent study
revealed that women who reported typically sleeping
less than 5 or more than 9 hr per night had a signifi-
cantly higher risk of coronary heart disease than those
who typically slept 6–7 hr nightly, at 10-year follow-up.

Abstaining from rigorous exercise or hot baths or
showers too close to bedtime is a practical rule. If
unable to fall asleep after 30–45 min in bed, individuals
are advised to spend 20–30 min occupied in some activ-
ity outside the bedroom and then try to retire again.
Caffeine and tobacco should be avoided within 3 hr of
bedtime, as should meals and significant fluid intake.
Alcohol may promote the initiation of sleep but will
reliably decrease the quality and continuity of ensuing
sleep.

The comprehensive assessment of a potential sleep
disorder includes a thorough history of sleep dysfunction
and sleep hygiene, a complete medical and mental health
history, a review of current medications, an assessment of
drug and alcohol use, a physical examination with guided
use of laboratory testing, and an overnight “sleep study,”
or polysomnogram. Polysomnography is the systematic
evaluation of brainwave, ocular, muscular, and respiratory
function during sleep. Recorded over the course of a
typical night’s sleep, this exam may reveal apneas or
hypopneas (the absence or slowing of spontaneous respi-
ration, respectively) or abnormal body movements. The
latency (duration from bedtime to sleep onset), continu-
ity, efficiency, and architecture of sleep are each assessed.
Sleep architecture refers to the duration of and transitions
between the unique physiologic phases of sleep.

Five specific stages of sleep are identified: one
stage of rapid eye movement (REM) sleep and four
stages of non-rapid eye movement (NREM) sleep, iden-
tified as stages 1 through 4. Stage 1 NREM is relatively
brief and signifies the transition from a waking state to
sleep. Stage 2 NREM, significant for “sleep spindles” and
“K complexes” on the EEG portion of the polysomno-
gram, comprises up to 50% of total sleep time.
Progressively deeper stages of sleep, stages 3 and 4
(“slow-wave” sleep) occupy up to 20% of sleep time,
while REM sleep, in which dream activity and loss of
muscle tone occur, occupies up to 25% of sleep time.
REM sleep occurs typically every 80–90 min, and peri-
ods of REM become longer in duration across the night.
NREM stages 3 and 4 are more prominent during the
first half of the night, and tend to deteriorate in dura-
tion and frequency as we age. Perhaps as a result, up
to 50% of American seniors may have a sleep disorder.

There are multiple specific sleep disorders. These
can be divided into four main groups: sleep disorders
caused by: (a) an independent mental disorder, (b) the
use or discontinuation of a substance, or (c) a general
medical condition (all are “secondary” sleep disorders),
and the “primary” sleep disorders, which include the
dyssomnias, or disorders of the onset or maintenance of
sleep; and the parasomnias, or disorders of abnormal
behaviors associated with sleep. Parasomnias include
conditions such as sleepwalking (somnambulism),
sleeptalking (somniloquy), sleep terrors, nightmares,
REM sleep behavior disorder, bruxism, and enuresis
(“bedwetting”).

Mood and anxiety disorders commonly perturb
sleep. Sleep disorders secondary to other mental
disorders are more common in women than in men.
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Up to 50% of individuals with chronic insomnia may have
a separate mental disorder responsible for the sleep dis-
turbance. Major depression, bipolar disorder, schizo-
phrenia, adjustment disorders, and anxiety disorders
such as panic disorder, generalized anxiety disorder,
and posttraumatic stress disorder typically involve an
alteration in the amount and timing of sleep. In major
depression, for example, sleep latency is prolonged,
REM latency decreased, and REM sleep becomes
denser. Slow-wave sleep is reduced. The medications
used to treat these disorders may also cause distur-
bances in sleep, such as insomnia, hypersomnia, vivid
dreams or nightmares, or bruxism.

Intoxication or withdrawal from drugs and alcohol
may cause significant sleep disruption. Alcohol intoxi-
cation increases slow-wave sleep and suppresses REM
sleep, and causes restless, fitful sleep with increased
dreaming. Its use may also worsen sleep apneas.
Withdrawal from chronic alcohol use tends to reveal a
drop in slow-wave sleep and increase in REM. Caffeine
use increases wakefulness and contributes to insomnia,
but hypersomnia or fatigue may ensue after an individ-
ual dose has worn off. Amphetamines and cocaine tend
to cause insomnia with intoxication and hypersomnia
with withdrawal. Opioids, sedatives, and many anti-
anxiety medications are acutely sedating, but provoke
insomnia when used chronically, as tolerance develops.
As with alcohol, a rebound in REM sleep amount may
be seen after discontinuation of these agents.

Scores of medical conditions carry with them the
risk of sleep impairment. Common culprits include acute
infection, dementia, rheumatologic disorders character-
ized by acute or chronic pain, neurodegenerative
disorders, endocrine disorders, cardiopulmonary disease,
epilepsy, headaches, and other neurologic disorders.
Women are at greater risk for disrupted sleep in
pregnancy, postmenopause, and with polycystic ovary
syndrome (secondary to a higher risk of sleep-disordered
breathing). In hospitals and nursing homes, delirium is a
very common cause of sleep disruption. A delirium is an
acute confusional state secondary to an acute medical
condition or substance that is characterized by impair-
ments in attention, concentration, cognition, and percep-
tion. Sleep is often fitful, nonrestorative, and exhibits a
day–night reversal pattern.

More common dyssomnias include primary insom-
nia or hypersomnia, narcolepsy, sleep apnea, restless
legs syndrome, and circadian rhythm sleep disorders.
Narcolepsy involves daytime sleep attacks, cataplexy
(brief episodes of loss of muscle tone, often associated

with intense emotion), sleep–wake hallucinations, and
sleep paralysis. Onset is typically during adolescence
and genetics is believed to have a strong role. The dis-
order is rare, perhaps affecting 1 in 1,000 persons, and
the male : female ratio is roughly 1:1. Treatment goals
include ensuring wakefulness by day and the consoli-
dation of sleep at night. Amphetamine stimulants and a
newer nonamphetamine medication, modafanil, may
promote daytime wakefulness, and sedative-hypnotics
may help nighttime sleep.

Sleep apnea may be either central or obstructive in
type. Central sleep apnea is rare and involves dimin-
ished respiratory drive at the level of the brainstem.
Obstructive sleep apnea (OSA) is much more common,
affecting from 1% to 10% of the population. The male-
to-female ratio is around 3 to 1. OSA is caused by the
mechanical obstruction of ventilation by increased
palatal and pharyngeal tissues. Obese persons are at
greater risk. Excessive daytime sleepiness, morning
headaches, loud snoring, and apneas observed by
sleeping partners can aid in diagnosis, which is con-
firmed by polysomnography. Many are first diagnosed
between 40 and 60 years of age. Treatment involves
weight loss, smoking cessation, reduction of cardiac
risk factors (as OSA carries with it an increased risk of
high blood pressure), and ventilation through the night
with continuous positive airway pressure (CPAP)
machines. Surgeries to reduce posterior palatopharyn-
geal tissues have not been routinely helpful.

Restless leg syndrome involves random, repetitive
irregular movements of the feet and legs, and unpleas-
ant aches and pains sensed deeply in the lower extrem-
ities. The discomfort often mandates walking or rubbing
of the legs by the sufferer for temporary relief. The
symptoms occur in the evening and earlier phases of
sleep, and respond on a limited basis to dopamine ago-
nists, tricyclic antidepressants, or opiate analgesics.
Common causes include peripheral nerve disorders
related to diabetes or kidney dysfunction, pregnancy,
iron deficiency, and medication side effects. Periodic
limb movement disorder is a similar disorder that
involves repetitive involuntary movements, which
intrude upon normal sleep maintenance and cause
nonrestorative sleep and excessive daytime sleepiness.
Restless leg syndrome and OSA are the two most com-
mon primary sleep disorders in the elderly.

Circadian rhythm sleep disorders include jet lag,
shift work, and delayed sleep phase disorders. Jet lag
syndrome is seen when people travel two or more time
zones, typically west to east, and subsequently have
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difficulty advancing their sleep schedules. Exposure to
light may help delay, and sedative-hypnotic medicines
may help advance, sleep onset. Shift work disorders are
born of changes from first or second to third shift sched-
ules. Delayed sleep phase disorders result when the
onset of sleep is intentionally delayed because of lifestyle
concerns and the ensuing normal sleep duration causes
social or occupational dysfunction the following day.

Treatment strategies are diverse, as one can see
from the multiple causes of sleep impairment found in
clinical practice. Optimizing and accentuating the
importance of sleep hygiene is vitally important. Other
psychiatric and medical conditions should be treated,
and offending medications or drugs discontinued.
Sedative medications should only be used whenever
absolutely necessary and for the shortest possible dura-
tion. Benzodiazepine sedative-hypnotics such as
lorazepam, diazepam, and alprazolam carry with them
a very real risk of acute adverse effects such as slowed
respiration, confusion, unsteady gait and falls, and the
risk of dependence with chronic use.

SEE ALSO: Alcohol use, Anxiety disorders, Bipolar disorder,
Insomnia, Posttraumatic stress disorder, Sleep hygiene,
Substance use
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JOHN SANITATO

Sleep Hygiene Sleep hygiene is an important con-
sideration after underlying causes of sleep disturbance

have been addressed from neurological, psychiatric, and
medical causes, and acute stressors are not immediate by
apparent. Sleep hygiene refers to patterns of behavior
and attitudes about sleep for a given person. Probably
one of the most significant factors is the misunderstand-
ing that surrounds sleep. There are often significant
maladaptive behaviors that can arise when a person
develops sleep disturbances. This leads to a negative spi-
ral that tends to exacerbate the symptoms of insomnia. It
is imperative at the outset of addressing sleep issues to
educate individuals about the natural process of sleep.
When pathology has been ruled out, then individuals can
be reassured that sleep will occur and this is important
to provide relief to the suffering person. Insomnia may
undermine an individual’s own sleep. This occurs by fac-
tors that are under a given person’s immediate control
and issues which require adaptation to external factors or
modification of those factors.

Factors under a person’s direct control involve
making a choice about what times a person chooses to
sleep. It is advisable under most circumstances not to
take naps greater than one half hour during the day if
one expects to sleep at traditional times at night.
Vigorous activities or eating substantially should be
avoided close to anticipated times of sleep to alleviate
insomnia. Avoidance of stimulants such as caffeine is
also important. Forcing yourself to sleep is a common
misconception. Going to bed when sleepy and not at
arbitrary times needs to be appreciated. The tendency
to overcontrol sleep instead of learning to work with an
individual’s sleep patterns needs flexibility to avoid
anxiety or self-induced stress regarding sleep habits.
Treatment needs to be directed toward the develop-
ment of behaviors and adaptations to sleep patterns that
are flexible.

It is important that the effect of external factors on
sleep needs to be appreciated and again assist individ-
uals in their ability to negotiate these issues. More chal-
lenging issues may indicate a need for psychotherapy.
Anticipation of a job or endeavor the next day can
contribute to anxiety and may compromise sleep.
Recognition of the influence of thoughts on sleep pat-
terns may be enough of an influence to change cogni-
tive behaviors, yet, at other times, psychotherapy may
be necessary to be able to adapt to changes required.

Chronic sedative use in the absence of applications
of these principles is not only not helpful but is in fact
counter productive. In fact, chronic sedative use is
usually a sign of underlying issues, as previously
mentioned, that have not been addressed.
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To summarize, sleep hygiene involves education and
techniques of adaptation that reflect appropriate manage-
ment of factors direct and indirect that affect sleep func-
tion. It is critical to understand the multidimensional
nature of sleep hygiene to implement it efficaciously.

SEE ALSO: Anxiety disorders, Insomnia, Mood disorders, Sleep
disorders
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PHILIP L. DINES

Smoking Approximately 28% of all men and 22%
of all women are current cigarette smokers. Factors that
influence smoking initiation, addiction, and smoking
cessation as well as the health consequences of smok-
ing are generally similar in men and women.

SMOKING INITIATION

Many women start to smoke as teenagers. Current
figures indicate that, in 2000, about 30% of high school

senior girls have smoked in the past month. Reasons for
starting to smoke include smoking for a calming and
relaxing effect, smoking to lose weight, smoking as a
social activity at parties or dinners, and smoking to
increase alertness. According to the Centers for Disease
Control, the prevalence of current smoking in women is
associated with their educational level, poverty level,
and racial/ethnic group. Women with 9–11 years of
education smoke more cigarettes than women with 16
or more years of education (33% vs. 11%). Women liv-
ing below the poverty level smoke more cigarettes than
those living at or about the poverty level (30% vs. 22%).
Lastly, in 1997–1998, the rates of smoking in the major
racial/ethnic groups were as follows:

● American Indian or Alaskan Native—34.5%
● White—23.5%
● African American—21.9%
● Hispanic—13.8%
● Asian/Pacific Islander—11.2%

Two reasons that are often cited for the high rate
of smoking in women include: (a) extensive, targeted
marketing by the tobacco industry and (b) the addictive
quality of nicotine. Since the 1920s, women have been
extensively targeted in cigarette advertisements.
Marketing efforts on television and in magazines gener-
ally presented the woman smoker as an independent,
successful, stylish, and intelligent person. Also, regard-
less of the quantity of cigarettes smoked, smoking is
addictive for many women. Nicotine appears to be the
primary addictive agent in cigarette smoking. According
to the American Lung Association, nicotine reaches the
brain just 7 seconds after inhalation, causing a “high,”
pleasurable or calming effect. However, nicotine is
metabolized quickly; smokers soon need more and
more nicotine in their system to get similar effects.
Shortly after, average smokers are smoking 1–11–2 packs
of cigarettes a day; they soon become addicted to nico-
tine and experience withdrawal symptoms when they
try to stop smoking. (See Nicotine entry for more details
about its addictive properties.)

HEALTH CONSEQUENCES

Thirty years ago, the Surgeon General’s Office first
reported on the bad health consequences of cigarette
smoking. Since then, cigarette smoking has been asso-
ciated with disease, disability, and death. According to
recent estimates, one of every five deaths in the United
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States is smoking related. The leading causes of the
approximately 430,000 smoking-related deaths each
year are lung cancer, chronic obstructive pulmonary
disease, and ischemic heart disease.

In his 2001 report, the Surgeon General writes
“Clearly, smoking-related disease among women is a
full-blown epidemic.” Complications of smoking include
increased risk for stroke, other cardiovascular and respi-
ratory diseases, and cancer of the mouth, pharynx,
larynx, and esophagus. Women smokers also seem to
have an increased risk for conception delay, infertility,
ectopic pregnancy, spontaneous abortion, and preterm
delivery. Clinical studies in both men and women have
examined nicotine’s effect on the endocrine system.
Several disorders that may be associated with cigarette
smoking in women include menstrual dysfunction, early
menopause, estrogen deficiency disorders, and osteo-
porosis.

Economically, an estimated $80 billion of total U.S.
health care costs each year is attributable to smoking.
This figure increases to $138 billion when additional
costs from smoking-related fires, medical care costs
from secondhand smoke, and care of babies born to
smoking mothers are considered.

SMOKING DURING PREGNANCY

According to the 2001 Surgeon General’s Report on
Women and Smoking, estimates of women smoking
during pregnancy range from 12% to 22%. Smoking
during pregnancy is associated with increased risk for
preterm delivery and lower than average infant birth
weight. Therefore, recommendations for pregnant
smokers include: stop smoking throughout the preg-
nancy, obtain self-help materials from your physi-
cian/obstetrician, and participate in a stop-smoking
program.

SMOKING CESSATION

According to the National Institute on Drug Abuse,
nearly 35 million people make a serious attempt to quit
smoking each year. About 7% of those who try to quit
on their own succeed, defined as being able to stop
smoking for more than 1 year. Many smokers try to quit
about 7–8 times before they are successful; these num-
bers mean that most persons return to smoking after a
few days of attempting to quit. These high relapse rates

reflect nicotine addiction and the resultant difficulty in
quitting smoking. Ex-smokers quickly experience mood
changes, irritability, and cravings as they withdraw from
nicotine. Also, withdrawal symptoms are usually worst
during the first few days of abstinence.

Because of the physiological discomforts of nico-
tine withdrawal, there are numerous methods available
that can assist smokers with their cessation efforts. The
methods include: self-help materials (many of these can
be obtained free from the National Cancer Institute or
the American Lung Association), counseling (individual,
group, and telephone), and pharmacotherapy. Unfortu-
nately, many insurance companies do not provide
coverage for these efforts to quit.

Most persons who try to quit smoking under the
care of a physician are encouraged to use one or more
of the available pharmacotherapies (although special
medical circumstances such as pregnancy/breast-
feeding may limit the physician’s recommendations).
Firstline pharmacotherapy methods include nicotine
replacement (gum, patch, inhaler, and nasal spray)
and Bupropion SR (Zyban/Wellbutrin), which needs a
prescription. These pharmacotherapies have been
approved by the U.S. Food and Drug Administration
(FDA) for their use for smoking cessation. Studies of
Nicotine Replacement Therapy (NRT) and Bupropion
SR indicate that these pharmacotherapies are also pre-
scribed to alleviate depressive symptoms or to delay
weight gain following smoking cessation.

In women, factors that are associated with success
at smoking cessation include pregnancy, weight gain,
and social support. Many women stop smoking during
pregnancy. However, at least two thirds of women who
stop smoking during pregnancy are smoking again by
12 months after delivery. Also, many women worry that
they will gain weight if they quit smoking. Studies indi-
cate that the majority of people who quit smoking do
gain weight, but the health consequences of continuing
to smoke far outweigh the consequences from the
weight gain. Lastly, family and friends who support the
smoker’s cessation effort help improve cessation rates.

SOCIAL ATTITUDES

Social attitudes toward cigarette smoking have
changed dramatically over the last 30 years. According to
the American Lung Association, smoking used to be
thought of as “cool”; now it has become less socially
acceptable. In fact, most states restrict smoking by law in
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public places, while many workplaces have no-smoking
policies.

The 2001 Surgeon General’s Report on Women and
Smoking concludes that what is needed to reduce
smoking among women include the following:

● Increased awareness of the impact of smoking
on women’s health

● Expose and counter the tobacco industry’s
targeting of women

● Conduct further studies of the relationship
between smoking and health outcomes

● Support efforts to reduce exposure to environ-
mental tobacco smoke among women (see entry
on Tobacco)

SEE ALSO: Nicotine, Tobacco
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Social Security Disability Benefits Hubert
Humphrey observed that “The moral test of government
is how it treats those who are in the dawn of life, the
children; those who are in the twilight of life, the aged;
and those who are in the shadows of life, the sick, the
needy and the handicapped.” According to the Social
Security Administration, the Social Security Act aims to
provide for the material needs of individuals and fami-
lies, protect aged and disabled persons against the
expenses of illnesses that may otherwise use up their
savings, keep families together, and give children the
chance to grow up healthy and secure. These programs,

designed to make all of us feel and be more socially
secure, include both federal and state benefits com-
monly known as Social Security retirement or disability
benefits, and Supplemental Security Income (SSI), as
well as Medicare, Medicaid, and all the public assistance
or human services programs sometimes known as
Welfare.

Some of the programs are need-based or means-
tested, meaning that you must have low income and
assets to qualify. Entitlement to other programs, notably
Social Security retirement and disability benefits, is
earned through Federal Insurance Contributions Act
(FICA) paycheck contributions. The worker may think
of it as paying an insurance premium on a policy that
will entitle her to future benefits, even though today’s
workers are paying for today’s beneficiaries.

The eligibility criteria for the means-tested pro-
grams vary; sometimes income guidelines are tied to the
Federal Poverty Level. To be eligible for SSI disability
benefits, for example, you are allowed to have no more
than $2,000 in assets, not counting your home and car,
and any income (over a minimal, specified amount) will
reduce the benefit, depending on whether the income
is earned or unearned. To give people receiving public
benefits the incentive to return to work, earned income
is often treated more kindly than unearned income
when it comes to calculating benefits, and various trial
work periods allow disabled people to venture back
into the workforce as soon as they can.

To attain insured status or become vested in the
Social Security system, a worker must generally have
worked 20 out of the last 40 quarters, or 5 of the last
10 years. Quarters of coverage are now known as credits,
but whatever the updated term may be, you may want
to know, at any given point in your life, whether you
are insured or not. As you plan your future (or reflect
on your past) as a stay-at-home parent or homemaker,
keep in mind that over time, a number of zero years
can reduce the amount of retirement benefits available
on your own work record (as opposed to that of your
wage-earning spouse, or divorced spouse).

While the means-tested SSI benefit for noninsured
disabled and elderly people is in the neighborhood of
$552/month, the Social Security retirement or disability
benefit may be higher, as high as $1,700/month or so,
plus auxiliary benefits for dependent children, depend-
ing on how much the worker earned and contributed
to the system during her working years. Various offsets
may apply (workers’ compensation, veterans’ benefits),
to preserve the notion that working should always be
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more financially attractive than drawing disability
benefits. If the Social Security amount is less than the
SSI amount, the individual may be eligible for both
concurrent benefits.

Perhaps two of the most unsettling aspects of the
Social Security benefits system are that disability cover-
age does not last forever, and that not every disabled
person is entitled to government benefits. First, women
and others who work in the home should be aware that
Social Security Disability Insurance coverage does not
typically last more than 5 years after a period of steady
work, called your date last insured or DLI. So the mother
of the 6-year-old who seriously injures herself in a
household or car accident is not likely to be eligible for
Social Security disability benefits, no matter how much
she contributed to the Social Security system before trad-
ing her career in the paid workforce for her unpaid posi-
tion raising a family. And we all know how much it costs
to try to pay someone to do everything a mom does. She
is irreplaceable and her work invaluable.

Second, not every disabled person is entitled to
government benefits. A claimant may be entitled to dis-
ability benefits under one, both, or neither of two dif-
ferent programs: Social Security Disability Insurance
and Supplemental Security Income (SSI). What this
means is that some very disabled people, often women
who have not worked much outside the home over the
years, will not be entitled to any government benefit
because they have neither earned the right to draw
Social Security benefits on their own work record nor
are they impoverished enough to be eligible for SSI.

The Social Security Administration’s assessment of
disability, considered by many to incorporate quite a rig-
orous standard, is the same for both programs and turns
on a five-step sequential evaluation. The only people
who get Social Security Disability or SSI are those found
to be totally and permanently disabled. Claimants do not
get more money the more disabled they are. To be dis-
abled, a claimant must (a) not be working at an income
level known as substantial gainful activity (self-employ-
ment is a special case with rules that look at how much
time the claimant puts in and how much money the
claimant takes out, and how other unimpaired people in
that business fare); (b) suffer from a severe medically
determinable impairment that lasts at least 12 months;
(c) either meet a listed impairment or suffer from an
impairment so severe that it (d) prevents return to past
relevant work performed in the last 15 years and (e) pre-
vents entry into other jobs existing in significant num-
bers in the national economy. For this final criterion,

Social Security needs only to prove that the jobs exist
somewhere in the United States—it is not a matter of
whether there are openings, whether you can get hired,
pass the physical exam, or whether you can reach any
such jobs by car or bus from where you live.

Social Security’s Listing of Impairments covers
Musculoskeletal, Respiratory, Cardiovascular, Neuro-
logical, Digestive, Genito-Urinary, Hemic and Lymphatic,
Endocrine, Multiple Body, and Immune Systems, as well
as Special Senses and Speech, Skin, Mental Disorders,
and Neoplastic Malignant Diseases. A person who meets
a listing—for example, a person who has not just one but
two amputated limbs, or a 5 ft. 4 in. woman whose gas-
trointestinal disorder has shrunk her to less than 91
pounds—should qualify instantly for benefits.

The combination of a person’s physical and men-
tal impairments may not be listing-level, but may nev-
ertheless be severe enough to reduce the claimant’s
capacity so much that she cannot sustain full-time
employment. The Social Security rules do reflect the
basic idea that the older a worker gets, the less we
demand, both physically and mentally, of her. Age is
key, particularly the 50th and 55th birthdays, unless
someone has skills that can be used at a sedentary,
desk-type job. Some people are chagrined to learn that
Social Security does not cover skilled workers with pro-
fessional or technical expertise just because they can no
longer perform their job as doctor or plumber. A
44-year-old brain surgeon who loses only one hand or
one eye may have to prove not only that she can no
longer perform surgery, but also that she cannot do a
stint as the minimum-wage worker at the circular desk
in the middle of the shopping mall who points people
in the direction of the shoe store.

Certain other Social Security benefits are part of the
safety net woven by the workers. For example,
Surviving Spouse benefits are available to widows over
60, or 50 and disabled. In certain limited circumstances,
a remarried woman can keep receiving widow’s bene-
fits on her deceased husband’s earnings record. Older
women receiving benefits should always explore the
financial implications of remarriage, no matter which
time around it is. Disabled Adult Child (DAC) benefits
are available to developmentally disabled adult children
whose parents retire, become disabled, or die. An inter-
esting sidelight: a DAC may not marry and maintain ben-
efits, unless she marries another DAC. Child’s SSI is
available to help support severely disabled children, but
only if their parents have very little in the way of income
and assets. Social Security provides no automatic family
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benefit to full-time wage-earners with some savings who
happen to have a disabled minor child or spouse.

Nationally, about 50% of claimants who apply for
Social Security disability benefits are eventually granted
benefits. In some regions, it can take over a year, some-
times two, to obtain benefits under this system. If a
claimant chooses to hire a lawyer, consider that legal
fees are highly regulated to protect vulnerable and often
desperate claimants from unscrupulous lawyers. If the
case goes all the way to federal court, sometimes the
U.S. government will be required to pay the claimant’s
legal bill under the Equal Access to Justice Act (EAJA), a
law intended to help individual citizens fight city hall. If
you are receiving private long-term disability (LTD) ben-
efits, do not lightly abandon your SSD claim even if you
see no immediate dollar benefit, because Medicare eli-
gibility (after 2 years on SSD) and your retirement ben-
efits can be affected by the decisions you make now.

SEE ALSO: Disability, Medicaid, Medicare
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Social Stress Social stress plays a major role in a
person’s well-being. While many researchers do not dif-
ferentiate between the terms social stress and stress,
social stress is differentiated from physical stress in that
physical stress is due to stressors that are directly taxing
the physical condition of the body such as excessive
physical labor or physical restraint. Social stress has
been found to be deleterious to health across a variety
of outcomes (see entry on Stress). In a study of mice,
socially stressed mice were more likely to die after
exposure to infection relative to physically stressed

mice. In this study, socially stressed mice were defined
as those that were put in a cage for a portion of the day
with an aggressive mouse whereas physical stress was
defined as being physically restrained in a cylindrical
tube for 16 hours a day with no food or water.

Human studies are complicated by the fact that
responses to stressors are dependent on the individual
experiencing the stressor. The coping mechanisms that
follow a stressful event have been described in the
Transactional Model of Stress and Coping. In this
model, the impact of a stressor is mediated by the per-
son’s appraisal of the stressor. Two appraisals are made
including a primary assessment and a secondary assess-
ment. The primary assessment allows an individual to
decide whether the stressor is good or bad and impor-
tant or irrelevant. The secondary appraisal ascertains
whether the individual believes that they can alter or
manage the situation and/or deal with the emotions that
come along with the stressor.

These assessments are mediated by different cop-
ing mechanisms. Generally, two different coping mech-
anisms are described. The first is problem management
coping (problem-focused), in which efforts are focused
on changing the stressor or the stressful situation. This
may include problem solving or information seeking.
The second coping strategy is emotional regulation cop-
ing (emotion-focused), in which efforts are focused on
changing one’s feelings about the stressor or stressful
situation. This may include denial, venting of feelings,
avoidance, and seeking social support.

Other lines of research have investigated the degree
to which a person engages (i.e., active coping, informa-
tion seeking, social support) or disengages (i.e., cogni-
tive or behavioral avoidance, denial) from the stressor.
When the stressor is very threatening or not perceived
to be under one’s control, disengaging coping strategies
are often used. On the contrary, when the stressor is
perceived to be controllable, engaging coping strategies
may be more likely. In general, research shows there are
psychological benefits to using active coping styles over
disengaging coping styles, at least in the long term.
Furthermore, avoidant coping styles have been associ-
ated with negative health behaviors. These coping
mechanisms may be moderated by psychological traits
including optimism, locus of control, information-seeking
styles along with social support and stress management
interventions. While coping efforts may vary over differ-
ent stressors, coping styles or psychological traits are
inherent characteristics of the individual and remain
constant over situations.

Social Stress
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Women often face different stressful situations than
men. Women are more likely to perform multiple roles
such as childcare provider and housekeeper as well as
working for pay. In addition, women who work for pay
are often in occupations where they experience or per-
ceive to experience high psychological demands/high
strain coupled with low control. This combination of
high strain and low control has been associated with a
higher risk of coronary heart disease and worse self-
reported health.

Due to the deleterious effects of stress, various rec-
ommendations have been made for reducing general
stress. These recommendations include making time in
your life for leisure activities, setting reasonable goals, get-
ting help with regular chores, not agreeing to do too many
things (i.e., learn to say no), engaging in more demanding
or enjoyable activities during your body’s peak hours, and
identifying sources of stress. In addition, several specific
physical recommendations have been suggested includ-
ing breathing deeply, engaging in relaxation techniques,
and exercising one’s shoulders and neck muscles.

Stress can have a major effect on one’s health. It is
important to recognize stress as a normal part of life,
but also realize that chronic stress can have ill-effects on
the body. Understanding the stress process, coping
styles, and ways to combat stress is the first step for
better well-being.

SEE ALSO: Parenting, Social support
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NATALIE COLABIANCHI

Social Support Social support is the help and
assistance or exchange of resources that is given by oth-
ers within a person’s social network (i.e., a person’s web
of social relationships) with the intent to enhance the
recipient’s well-being. Social support was first identified
as a protective factor against deleterious effects of stress
on health by Cassel in 1976. He suggested furthermore
that social support was important in the etiology of
many diseases. Since this time, many studies have con-
firmed the association between the lack of social ties or
social networks and mortality for almost every cause of
death. It is thought that social support provides a basic
human need, namely, the need for companionship, inti-
macy, and reassurance of self-worth. Furthermore, social
support is thought to increase one’s sense of personal
control by providing information, new contacts, and
new ways to solve problems.

While many types of social support have been iden-
tified, social support is generally divided into four
categories: instrumental support, emotional support,
informational support, and appraisal support. Instru-
mental support includes tangible actions that directly aid
the person in need, such as getting groceries, helping
someone to an appointment, cooking, cleaning, etc.
Emotional support is often the support given by an inti-
mate partner or confidant, although it can be given by
others. It includes support that provides love, under-
standing, trust, sympathy, and/or caring. Informational
support is the provision of advice or aid that a person
can use to address their problem(s). One segment of this
support has been to referred to as “weak ties,” which
have shown to be quite powerful for activities such as
finding a job or health care provider. Finally, appraisal
support is communications related to the provision of
advice or dialogue useful for self-evaluation.

In general, the association between social support
and health does not follow a dose–response effect, but
rather low levels of social support are most harmful
with a leveling-off of the effect at some threshold level.
Furthermore, the type of social support that is most
helpful may vary by age or stage of development. For
example, after the passing of a spouse, close dense net-
works have been found to be important (i.e., emotional
support), but later in the process, more diffuse net-
works with access to new social ties and information
are more helpful (i.e., informational support). In addi-
tion, not all support given is equally effective. In gen-
eral, those who have experienced the same stressor and
are at the same social position are thought to provide
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the most effective social support because they would
likely be more empathic and more likely to provide
relevant support regardless of type (i.e., emotional,
information, appraisal, or instrumental).

Social support can influence health in at least three
ways. First, it may facilitate health-promoting behaviors.
Second, it may give an individual a sense of meaning in
their lives, and third, it may produce feelings and
thoughts that promote health (i.e., reduction in stress).
Several specific research studies on social support are
worth noting. First, several animal studies have shown
the negative effect of isolation on health. Specifically,
female monkeys housed alone developed more athero-
sclerosis than female monkeys housed in small groups.
Furthermore, monkeys caged alone had higher heart
rates under average conditions compared to those that
lived in groups.

In an interesting human study, participants were
asked to give a public talk. Half of the participants (ran-
domly assigned) were told that there would be some-
one available to them before they presented in case
they needed any help (although in reality no help was
provided nor asked for). The other half of the partici-
pants were not offered this avenue of support. The
researchers found that systolic and diastolic pressure
were higher both before the public talk and during the
talk in the group that was not offered any support when
compared to the group that was told there would be
someone there to help them if they needed it.

Social isolation has been shown to be related to all-
cause mortality across 13 cohort studies in many coun-
tries. Specifically, in Alameda County, those who did
not have many social ties to others were 2–3 times more
likely to die during the follow-up period (9 years) com-
pared to those with many social ties. The risk for dying
was not associated with any one disease but rather a
multitude of different diseases including: ischemic heart
disease, cancer, and circulatory disease. Other conflict-
ing studies have shown this risk for men but not for
women.

The role of social support and specific diseases has
not shown a consistent effect across studies. However,
over the last several years there have been several stud-
ies that have shown social ties have a protective effect
on survival after myocardial infarction and for those
with serious cardiovascular disease. Similarly, social
support has been shown to be important for those
recovering from stroke. Finally, having social contact
may provide resistance against the development of
infection including the common cold. In a study where

participants were given nasal drops with rhinovirus,
those with more social ties were less likely to develop
a cold, had less mucus associated with the cold, and
shed less virus even after controlling for virus-specific
antibody, virus type, age, gender, season, BMI, educa-
tion, and race. Furthermore, there was a dose–response
of decreased colds to increased diversity of social
network.

The earliest literature for social support focused on
the association between social relations and health for
men. As the research expanded to include women,
many studies found that the same associations were not
found for women or the associations were weaker,
although some studies have shown similar effects for
men and women. The health benefits of marriage, a
potential form of social support, have been the subject
of many research studies. Studies have consistently
shown that married persons have better health out-
comes than divorced or separated persons and that sin-
gle men have poorer health outcomes than married
persons, although single women do not have poorer
health outcomes than married persons. While several
theories have been advanced to explain why married
women could have poorer health relative to single
women, it has been hypothesized that as women gain
increasing opportunities in the workforce and with
changes in marital roles, these differences will
disappear.

Men and women may also differ in the types and
quantity of social support received and given. Women
tend to have both larger and more varied social net-
works. Furthermore, they are more likely to report hav-
ing a close confidant who is not their spouse. They
generally spend more time than men giving and receiv-
ing support and are said to have a wider range of
opportunities for emotional support. On the other hand,
women are more likely to have negative interactions
with those members of their network and have more
negative effects from marital conflict relative to men. It
is important to consider these gender differences when
trying to examine the association between support and
health, as different ways of quantifying support may
lead to different conclusions. For example, researchers
found that when information from up to four close peo-
ple was used to describe support, gender differences
was attenuated, and in some cases eliminated when
examining physical and psychological health.

When conceptualizing social support, it is impor-
tant to view social support within the broader spectrum
of the social relationships in which social support
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exists. Social support is provided by one’s social
network, which is one’s web of personal social rela-
tionships. Social networks can vary by size, density,
boundedness, and homogeneity. They have also been
described by intensity and complexity. Size in a social
network represents the number of members in one’s
network; density is the extent to which members know
and interact with one another; boundedness is the
degree to which the relationships are based on tradi-
tional group structures; homogeneity is the extent to
which they are similar. Intensity in a social network is
the extent to which the relationship offers emotional
closeness, and complexity is the extent to which the
relationship serves different functions. Social relation-
ships also vary in the extent of frequency of contact,
duration, and reciprocity.

While one’s social network provides the opportu-
nity for social support, it also provides opportunities for
social influence or norms, social engagement, person-
to-person contact, and access to resources and material
goods. Within a network, the existence of normative
behavior has an important influence on the behaviors
of others. In particular for adolescents, peer behavior is
one of the best predictors for behavior. So, for example,
if a large percentage of people within a network smoke,
the nonsmokers may be more likely to take up the
habit. Norms can affect various health behaviors such as
smoking, alcohol use, and eating patterns as well as
health utilization patterns.

In addition to social support and social norms,
social networks also provide opportunities for social
engagement or social participation, including such
activities as social functions, church-going, getting
together with friends, and the like. These activities help
define and reinforce one’s social role in both the family
and community, which provides a sense of belonging
and attachment. It is believed that this sense of belong-
ingness can give meaning to one’s life, which results in
longevity. Person-to-person contact can influence dis-
ease directly via contact with others who are infectious.
Finally, social networks can influence access to mater-
ial goods and resources, such as job opportunities and
quality health care.

These five mechanisms through which social net-
works can influence disease in turn can affect health
behavior, psychological pathways, and physiologic
pathways. Health behaviors do not appear to explain a
large amount of the relationship between social net-
works and mortality, although methodological difficul-
ties may be in part to blame. Psychological mechanisms

including self-efficacy, self-esteem, depression, and
coping styles are influenced by social networks gener-
ally and social support specifically. Social support
has been shown to influence smoking cessation
and depression through enhanced self-efficacy.
Furthermore, it is thought that self-efficacy mediates the
relationship between social networks and engaging in
health-promoting behaviors such as exercise. In addi-
tion to self-efficacy, social support is associated with
emotional states including depression, and has been
shown to moderate the effect of stress on depression.
Finally, the pathway between social networks and dis-
ease can also be physiological, via immune system
functioning, allostatic load, transmission of infectious
disease, and cardiovascular reactivity to name a few.
Unfortunately, this is the least researched aspect of
social networks and social support and much of the
work that has been done in this area is in animal
studies only.

The pathway from social networks to the subse-
quent five psychosocial mechanisms (social support,
social influence, social participation, person-to-person
contact, and access to resources) as well as the specific
pathways to illness (i.e., health behaviors, psychological
pathways, and physiological pathways) are all preceded
by larger social forces including culture, socioeconomic
factors, historic social change, politics, and policies. This
results in a complex framework of pathways and mech-
anisms through which social networks and social sup-
port influences health. The challenge is to develop
better measures and utilize causal modeling to elucidate
these pathways and mechanisms in order to better
understand these important relationships.

SEE ALSO: Marital status, Stress
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NATALIE COLABIANCHI

Socioeconomic Status Socioeconomic status
(SES) is a concept intended to describe one’s position
in society. While SES is one of the terms most often
used to describe this concept in the literature, SES has
also been called social class, social status, socioeco-
nomic position, and social inequality (although some of
these terms are also used to represent distinct con-
cepts). SES was originally described by Karl Marx as a
group’s relation to the means of production, but has
been more recently described by Weber to include
three dimensions: class, status, and party or power.
Since these factors describe one’s relationship to their
work and others, these factors are not an inherent prop-
erty of an individual, but rather are created by society.
Consequently these social relationships exist prior to
the factors by which SES is operationally measured (i.e.,
income, education, and occupation).

SES is a strong and consistent predictor of morbid-
ity and premature mortality. This relationship has been
observed for centuries. Even with the relatively recent
improvements in standards of living and medical
care across the globe, this relationship still holds.
Furthermore, this relationship between SES and health
is seen across the span of SES levels. This is often
referred to as the SES gradient. For example, the upper
class has better health outcomes than the upper-middle
class, the upper-middle class has better health out-
comes than the middle class, and so on.

Often the relationship between SES and disease is so
strong that it does not matter which measure of SES is
used. However, for some diseases, the effect of SES and
disease differs depending on the measure of social class.

The mixed results may be a result of methodological
differences across studies or may signify that the differ-
ent measures of SES are distinct but related components.
Furthermore, as will be described, each measure of SES
has its own limitations.

Education is the most popular single indicator of
SES, likely due to the simplicity of measurement, its
ability to categorize the nonactive labor force, and
because of its association with many lifestyle character-
istics. For most adults, this measure is more stable than
either occupation or income. However, one limitation is
that education levels vary by the age cohort of the indi-
vidual. Many more people have graduated from high
school and college in the past 20 years compared to the
years prior. Furthermore, the earning potential of some-
one who was a high school graduate in the 1950s is dif-
ferent than a person graduating with a high school
degree in the 1990s. Mandatory minimum age require-
ments for leaving school and increased opportunities
for greater education are resulting in homogeneity of
the population’s years of education. A further compli-
cation with using education is deciding how to catego-
rize education. Often “years of schooling” is used,
however, some have argued that academic degrees are
more relevant. Furthermore, types of degrees earned
and area of education may also be relevant.

The income measure of SES can be used as a quan-
titative measure but is often grouped into categories
due to people’s reluctance and/or inability to report
their exact income. The sensitivity of this information is
often problematic since many are unwilling to give out
their income level, even in broad categories. Further
complications with this measure include that it is rela-
tively unstable over time and is age-dependent since
income tends to rise throughout one’s career and then
drop after retirement. Furthermore, income does not
necessarily equate to purchasing power or available
money and household size, and regional differences in
costs of living can also affect income.

Occupation is the most complex of the three single
SES measures. There are several standard scales by
which SES occupational status can be measured.
However, many of these scales are based on data that
were collected over 20 years ago and the categories
were based on the judgments of persons with various
degrees of familiarity with each occupation.

In addition to measurement problems with single
indicators of SES, there are also problems with defining
SES for special groups. For example, woman’s social
class is often determined on the basis of her husband
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(if married) and sometimes by her father if unmarried.
Furthermore, many of the scales developed for measuring
occupation were created based exclusively on the male
workforce. Occupational scales have been deemed
less useful for assessing occupation status for African
Americans, since it has been suggested that African
Americans assign social class on a different scale
than whites. Furthermore, the financial rewards for the
same level of education are greater for white males
compared to African American males. Finally, measur-
ing the occupation and income for the elderly can be
difficult, since many are in retirement. One must decide
whether they will use their last job, the job they held for
the longest period of time, or some other measure.

The strong relationship between SES and health
has prompted many to consider how SES affects health.
Research has shown that no one factor can be shown
to account exclusively or entirely for the effects
between SES and health, although several factors have
been described repeatedly. Many have attributed the
health gradient that exists among levels of SES to dif-
ferential access to medical care. Research has shown
that those with lower SES are more likely to have less
access to care. However, lack of access to care is not
sufficient to explain the entire relationship between SES
and health since countries that have universal access to
health care, such as England, still experience the SES
gradient. Furthermore, since there are differences in
health all along the SES spectrum, and those at the
medium and high levels of SES are all likely to have
access to care, it is unlikely that access to health care
explains the difference entirely. Of course, access to
care means more than just insurance coverage and
those with lower SES may have more difficulty finding
available doctors and may have more problems getting
to the doctor (due to transportation or job conflicts).
In addition, some have proposed that the quality of
doctors may be different in areas of low-SES residents.

Poor health behaviors, such as smoking, poor diet,
and lack of exercise, have an inverse linear relationship
with SES. For example, smoking rate for those with less
than a high school education is 45%, compared to 19%
for those with advanced degrees. Similarly, the risk fac-
tors that go along with these behaviors, such as high
cholesterol levels, obesity, and high blood pressure, are
associated with lower SES. Recently, researchers have
investigated the reasons why those with lower SES
engage in unhealthy risk behavior more often than
those with higher SES. Some proposed reasons include
increased advertising and access to cigarettes and

alcohol in the neighborhood in which they live as well
as decreased availability of healthy foods.

Physical environment has also been proposed as a
factor related to the relationship between SES and
health. The lower an individual is in the SES hierarchy,
the more likely that that they will be exposed to adverse
environmental conditions at work or at home, such as
exposures to carcinogens or pathogens, and sanitation
problems.

There is increasing evidence that stress plays an
important role in the development of disease, in par-
ticular, heart disease and susceptibility to infection.
Studies have shown that those with lower SES status are
more likely to report being exposed to stressful events.
Furthermore, the perception of the stressfulness of
these events may be directly related to SES since those
with higher education levels or more income may have
more resources to resolve or reduce the impact of these
events.

Many adolescents who grow up poor are thought
to discount the future, perhaps because they do not feel
that they will live into adulthood. This theory, called
Fuch’s time preference theory, can explain both lower
educational attainment and poor health behaviors, since
both would require an investment in the future.

Many studies have reported health disparities
across different racial and ethnic groups. Many have
attributed these differences to SES since, in general,
minorities are disproportionately represented in lower
SES groups. To substantiate this, many studies have
found no racial or ethnic differences after controlling
for SES. However, other studies have found that con-
trolling for SES does reduce the racial and ethnic differ-
ences but does not eliminate it completely. Many have
attributed these residual differences in part to racial
discrimination.

Some researchers have argued that even if you
would consider all these factors that are related to SES
and would control for them, studies would still find an
association of SES and health because SES is a funda-
mental cause of disease. In general, studies focus on a
single disease and a single cause at a single point in
time. However, risk factors and the potential social fac-
tors that affect health are dynamic and change over
time. As new risk factors emerge, those with higher SES
are in a more favorable position to know about the risks
and have the means to protect themselves against these
new risks.

SES is clearly an important factor in health out-
comes. Given the various ways to measure SES along
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with the multitude of factors that are associated with
SES, researchers have argued for further research into
SES, specifically its theoretical conception as well
as standardized or at least consistent measurement of
SES in all public health databases. Other suggestions
include considering various time periods to measure
one’s SES, for example, childhood SES versus adult SES.
Another important avenue of investigation is deter-
mining the relevant level of SES, meaning individual,
household, and/or neighborhood, since it has been
found that an individual’s SES and their neighborhood’s
SES can have independent effects on their health.

Additional research is also needed to examine
whether and how the effects of SES may be different for
women compared to men. Most of the research up until
the late 1980s focused exclusively on men and how
their occupation affected health. However, there are
many economic issues that are specific to women.
Single mothers and women who live alone are vulner-
able to living in poverty. There are a growing number
of single-parent households, of which the majority are
headed by females. Female-headed households have
median incomes below those of male-headed house-
holds or married households. Consequently, these
women face the same stressors from assuming various
roles (i.e., childcare, household management, paid
work), but have less monetary resources to combat
these stressors. The increase in single-parent house-
holds is a function of increased childbearing outside of
marriage and, more often, because of divorce. Further
research is needed to examine how changes in SES after
a divorce affect women’s health relative to men, partic-
ularly, since a decline in the standards of living is often
seen in the first year after a divorce for women.

There are still inequalities in pay for women in the
same positions as men and women are more likely to
carry out unpaid work. Presently, it is not clear the
degree to which the dual role of paid and unpaid (i.e.,
household duties) work affects women’s health. Finally,
there are important cohort effects in the SES of women.
Women across generations have experienced very dif-
ferent social and economic environments and it is
important to incorporate a life course perspective when
examining the association between women and SES.

Given the increasing disparity in health outcomes
and increasing income inequality, understanding SES is
an important goal for public health practitioners. It is
only through understanding the mechanism through
which SES exerts its effects that we will be able to
address these growing health disparities.

SEE ALSO: Disparities in Women’s Health and Health Care
(pp. 13–20)
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Spirituality Spirituality is not easily defined. By
its very nature it is personal and private. Spirituality
concerns our human awareness of and relationship to
those aspects of life that are intangible. Spirituality
involves our awareness of being a part of something
greater and more powerful than ourselves, yet some-
thing we cannot touch or see. Unlike science, spiritu-
ality seeks to know the intangible. It involves a belief
in a power outside of our own existence. One defini-
tion of spirituality is “my relationship with that which
exceeds me utterly.” This definition suggests the rela-
tionship of spirituality to the human experience of awe
and wonder. It generates our sense of unity with and a
reverence for all existence.

Spirituality
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Spirituality differs from religion although the two
are closely connected. Religion refers to a codified or
organized system of beliefs, values, codes of conduct,
and rituals. Religious practice is often taken as one indi-
cation of the strength of belief or commitment that an
individual has to their spiritual life. However, this is
found to be an inadequate measure. Spirituality is
broader than religious practice and religious practice
may sometimes interfere with spiritual awareness.

Current studies suggest that the medical benefits
derived from spirituality are directly related to the
strength of belief and the intrinsic involvement of the
individual in their spiritual commitment. Religious prac-
tice in and of itself does not necessarily relate to the
depth or strength of one’s faith. Health benefits are
derived from the sincerity and importance that the indi-
vidual attaches to his or her spiritual involvement what-
ever form this may take.

Spirituality is also concerned with establishing
one’s sense of life’s meaning. Meaning derived from
spirituality should be differentiated from the philosoph-
ical approach to meaning. A philosophical belief finds
an existential meaning for a particular life experience. It
does not reference any external power or being and is
an intellectual understanding. While important, it does
not include a spiritual dimension. For many people,
spirituality is vital in establishing life’s meaning. More
than 70% surveyed reported that religious faith was the
most important influence in their lives.

SCIENCE, MEDICINE, AND SPIRITUALITY

The separation of spirituality from health and heal-
ing is unique to Western medicine. Throughout time
and cultures, spiritual belief and practices were inher-
ently linked with healing practices. The age of enlight-
enment began the move toward empirical study, which
began to dominate much of Western thinking. In the
18th and 19th centuries, science struggled to replace
religion as the most appropriate way to understand
nature. The scientific method produced discoveries that
dramatically changed our lives including our approach
to health and illness. While we enjoy the fruits of sci-
entific progress, we are confronted with the negative
outcomes from eliminating spirituality from our rela-
tionship to nature. This disjuncture is vitally important
in the area of health and healing.

In recent years, medical researchers have turned
their attention to the role of spirituality in medicine and

health care. This burgeoning interest stemmed largely
from a small number of studies suggesting that spiritual
beliefs and practices improve health, well-being, and
responses to medical care. Prior to the 1990s, medical
science and religion had become so separate in Western
culture that David Larson referred to spirituality as the
“forgotten factor” in modern medicine. Medical studies
ignored the role of religious or spiritual practices
assuming they had no role in health outcome.

It has been suggested that the increasing use of
alternative, nontraditional approaches to health care is
the public’s response to mainstream medicine’s neglect
of spirituality. In two recent national surveys, 70% of
patients reported a belief that spiritual faith and prayer
could aid in recovery from illness. Another 64% believe
that physicians should talk to patients about spiritual
issues as a part of their health care and indeed that
physicians should pray with patients if the patients
requested this.

Although scientific research ignored spirituality and
religion, the general U.S. population placed a high
value on spiritual and religious beliefs and practices.
The Gallup organization conducted scientific polling
regarding religious beliefs and practices among
Americans over the last four decades. These studies
showed that the proportion of Americans who believe
in God remained remarkably constant. Ninety-six per-
cent of Americans reported they believed in God in
1944 and ninety-four in 1986. In the general public, 66%
considered religion to be the most important or a very
important aspect of their lives and 40% reported that
they attended services on a weekly basis.

A review of 212 studies examining the effects of reli-
gious commitment on health care outcomes found that
75% demonstrated a positive benefit of religious commit-
ment. Of these studies, only 7% demonstrated a negative
effect. This is not to suggest, however, that spirituality is
a replacement for modern medical care. Rather, it is a
potentially important addition. Ralph Snyderman, MD,
Chancellor of Health Affairs at Duke University Medical
Center, put this very well: “In the health care setting, sci-
ence without spirituality is incomplete and spirituality
without science is ineffective.”

SPIRITUALITY AND PHYSICAL HEALTH

Studies are now available that suggest an active
spiritual practice, most often in the form of religious
practice, is beneficial to physical health. Other studies
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further suggest that spiritual practice helps in healing if
one does become ill. A study published in 1999
included 21,000 U.S. adults followed over an extended
period of time. The researchers found that attending
religious services more than once a week correlated
with an extended life span of at least 7 years. The
impact was even greater for African Americans for
whom weekly church attendance correlated with an
additional 14 years. Regular, weekly attendance of reli-
gious services was the strongest predictor for living
longer of all the relevant factors that they could iden-
tify. Another large study followed a group for 28 years
and found that frequent church attenders were 25% less
likely to die than the infrequent attenders.

Cardiovascular disease and hypertension are ill-
nesses most extensively studied in relationship to spiri-
tuality and religious practices. Among the studies all but
one suggested that religious commitment is associated
with lower blood pressure and lower rates of hyperten-
sion. One study found that men who placed high
importance on religion and had high attendance rates at
religious services had mean blood pressure readings
(diastolic pressures 5 mm) lower than those who did
not place high importance on religious issues. It has
been shown that a reduction of a mean blood pressure
by as little as 2–4 mm could reduce cardiovascular dis-
ease by 10–20%. This reduction could also influence
whether or not antihypertension medication is pre-
scribed. Another study reported that people who
attended religious study once a week and prayed or
studied the Bible at least once a day were 40% less
likely to have high blood pressure than those who do
so less frequently or not at all.

Older adults were found to be less likely to be hos-
pitalized if they regularly attended religious services.
Further, older adults with religious affiliations who are
hospitalized had stays that were two and a half times
shorter than those without religious affiliations. Another
study of 1,718 older adults found that those who
attended church regularly had healthier immune sys-
tems. A study done at Dartmouth Medical School found
that a constant predictor of who survived heart surgery
was the strength of a patient’s religious commitment.
Elderly heart patients who were socially active and
found strength in their religious faith were 14 times less
likely to die following surgery. A study of heart trans-
plant patients at the University of Pittsburgh found that
those with strong beliefs and who participated in reli-
gious activities complied better with their medical
regime and had better psychical functioning and

emotional well-being at their 12-month follow-ups.
Even among smokers, regular church attendance pro-
vided some protection from hypertension. Smokers
who regularly attended church were four times less
likely to have high blood pressure than smokers who
did not attend.

A study published in 1984 suggested that spiritual-
ity measured as church attendance was important for
lowering mortality rates among women. In this study,
2,700 persons were followed for 8–10 years. Only one
social factor effectively lowered mortality rates for
women and this was increased church attendance. In
this study, church attendance was not found to be pro-
tective for men. In another study, the risk of dying of
atherosclerotic heart disease among women was about
twice as high among infrequent church attenders com-
pared to those who attended church weekly or more.
This study also found that death rates from pulmonary
emphysema and suicide were more than twice as high
and death from cirrhosis of the liver was nearly four
times as high among women who were infrequent
church attenders. It is likely that cirrhosis was the result
of higher alcoholism among women who chose not to
attend church regularly.

Hip fractures are a serious cause of morbidity
among elderly women. A study showed that elderly
women recovering from hip fractures revealed that
those with the best surgical outcome were those to
whom God was a source of strength and comfort, and
among those who frequently attended religious
services.

In the 1990s, the Templeton Foundation began
awarding grants to medical schools to support the addi-
tion of spiritual considerations in their curriculum. This
has expanded to support teaching about spirituality in
residencies in psychiatry, family practice, internal med-
icine, and obstetrics and gynecology. Some medical
schools are developing programs in alternative medi-
cine following the lead of Andrew Weil at the University
of Arizona.

MENTAL HEALTH

The relationship of spirituality to mental health is
an interesting one. Studies of the last several years have
suggested that spiritual and religious practices support
mental health in different ways. Some suggest that spir-
itual practice helps to improve self-esteem and espe-
cially that meditative practice will improve an overall
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state of greater calm and optimism. Involvement in a
spiritual or religious community may also provide a
supportive community and the consequent benefits of
this.

Traditionally, psychiatry has taken a skeptical, if not
a sometimes hostile, attitude toward spirituality or reli-
gion. This may relate to the fact that such problems as
psychosis, depression, and hysteria were the last areas
to be won over from the church as areas more relevant
to medical concern. Freud, who dominated psychiatric
thinking for the first half of the 20th century, pro-
claimed his own atheistic orientation and understood
religious belief as illusions and generated by deep
unacknowledged wishes. Albert Ellis, a psychologist,
stated that “religiosity in many respects is equivalent to
irrational thinking and emotional disturbance.”
Psychiatric clinicians tend to be less religious than the
general population. While only 6% of the U.S. popula-
tion claim to be agnostics or atheists, 21% of psychia-
trists and 28% of clinical psychologists claim to be
agnostic or atheists.

Despite this history and general difference in atti-
tudes between psychiatric practitioners and the general
public, there is an increasing interest in the role of spir-
ituality and religion in mental health and in psychiatric
treatment. Four major journals in psychiatry were
reviewed between the years of 1978 and 1982. During
those 5 years, a religious measure was used in less than
3% of all the quantitative studies. With the increased
interest in spirituality and religion, however, this trend
is changing. Research involving an assessment of spiri-
tual and religious practice is becoming more sophisti-
cated. Measures of spiritual and religious practice now
include an assessment of practices, such as ceremonies,
prayer and social support, beliefs involving relations to
God or a higher power, attitudes, especially those
regarding meaning pertaining to personal purpose, val-
ues, and ethics, and others. Assessment tools are now
developed in terms of their reliability and validity in
measuring different dimensions of spiritual and reli-
gious practice. Of these dimensions, a relationship with
God or higher power and social support reveal a posi-
tive valance correlating with mental health.

Several studies have documented a positive impact
of spiritual and religious practice on the overall state of
mental well-being. These studies include reactions to
life stress as well as a stable sense of well-being. Two
large-scale epidemiological studies which examined the
overall rate of psychological distress in a general popu-
lation both found that the religiously committed had

less psychological distress than those with less commit-
ment. Studies that assessed religious status and psycho-
logical status at different points in time demonstrate
improvement in psychological functioning following
religious participation. A study published in 1991 of 720
randomly sampled adults found that persons who
attended religious services reported lower levels of psy-
chiatric distress than infrequent attenders or non-
attenders. This was true regardless of age, education,
gender, marital status, or race. In addition to general
well-being, they found that as the level of religious
attendance increased, the adverse consequences of
stress were reduced. Some studies have also indicated
that spiritual and religious practices may be important
and play a positive role in reducing depression and the
rate of suicide. For example, a study published in
the American Journal of Psychiatry in 1990 looked at
the rate of depression among elderly women recovering
from hip fractures. Among the patients with stronger
belief and practices, there was less depression and it
increased a positive impact on recovery time.

Several studies indicate that spiritual and religious
involvement reduces the risk of suicide. One large-scale
study found that persons who did not attend church
were four times more likely to kill themselves. Another
study found that the rate of church attendance pre-
dicted suicide rates more effectively than any other fac-
tor including unemployment. Other studies have found
that religious persons report experiencing fewer suici-
dal impulses. It has been proposed that religion might
help prevent suicide because religious commitment and
community provide a unique source of self-esteem,
social support, and a moral accountability to a higher
power. Groups with higher religious commitment have
been found to have a more negative attitude toward
suicidal behavior.

Many studies indicate that spirituality and religious
practice play an important role in substance abuse. This
has been most studied in the area of alcohol abuse
where studies reveal that alcohol abusers rarely had
strong religious commitment. One study found that 89%
of alcoholics had lost interest in religion in their teenage
years whereas of the community controlled subjects,
48% had an increased interest in religion and 32% said
their interest had remained unchanged. Whether or not
the religious tradition specifically teaches against
alcohol use, those who are active in a religious group
consume substantially less alcohol than those who are
not active. Alcoholics Anonymous (AA) has proven to
be one of the most effective treatments for alcohol
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addiction. It is of interest that AA uses religion in the
form of invoking a higher power to help alcoholics
recover from addiction.

Studies have confirmed that other forms of drug
abuse show similar correlations to spiritual and reli-
gious commitments. The religious commitment measure
of frequency of church attendance was more strongly
associated with drug abstinence than other religious
variables, such as religious feelings or parental religious
commitment. A study of 14,000 young people found that
the measure of “importance of religion” to the person
was the best predictor in indicating lack of substance
abuse. This implies that the controls operating here are
deeply internalized values and norms rather than fear or
peer pressure. Drug abuse appears to be related to the
absence of religion in a person’s life.

Family stability and illogical activities are indirect
measures of emotional well-being. Studies have shown
that religious and spiritual commitments are important
in these areas as well. Persons in long-lasting marriages,
in some studies, ranked religion as one of the most
important prescriptions for a happy marriage. Another
study found that the most important predictor of mari-
tal stability was church attendance. These studies raise
the concern that divorce rates may be lower among reli-
gious people because of constraints against divorce.
Studies that look specifically at self-reported marital sat-
isfaction do find that a happy marriage does correlate
with religious and spiritual commitment. Indeed,
another study reported that very religious women
report greater happiness and satisfaction with marital
sex than either moderately religious or nonreligious
women. Divorce has further implications for mental
health; for example, divorced or separated men had
four times the risk for outpatient or inpatient psychiatric
care, and separated or divorced women had a fivefold
increased risk. Personal church attendance has also
been found to correlate in a negative way with juvenile
delinquency.

Scientists have become interested in the psycho-
logical changes brought about by spiritual practices.
Early studies looked at changes in cortisol, the stress
hormone, and the autonomic nervous system. Advances
in neuroscience allow researchers to observe actual
changes in the brain from meditation and prayer. In a
recent book Why God Won’t Go Away, the authors
suggest that the human experience of spirituality is
deeply rooted in the brain itself. The work of Jon Kabat-
Zinn suggests that spiritual practice may provide treat-
ment. He studied the effect of mindfulness meditation

on individuals diagnosed with anxiety disorders. Those
who participated in intensive meditation showed
marked improvement in their symptoms.

Spirituality is an important aspect of human life.
Traditionally all cultures have incorporated spirituality
in religious practices. Healing was often incorporated in
these practices. Western medicine developed with the
scientific method and largely in opposition to religious
institutions. Now public consensus and scientific evi-
dence are requiring a reconsideration of this separation.
While modern medicine has much to offer to our health
and healing, it will be enriched by attending to the spiri-
tual needs of patients.

SEE ALSO: Anxiety disorders, Cardiovascular disease,
Depression, Hypertension, Meditation, Yoga
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NANCY K. MORRISON

Sports Injuries Women have become increas-
ingly involved in sporting activity over the past
30 years. In 1972, Title IX—a federal antidiscrimination
law—led to a significant increase in female sports par-
ticipation. The Title IX amendment prohibits gender
discrimination in secondary and postsecondary educa-
tional institutions receiving federal funds. This has led
to more women competing at the high school, college,
and professional levels. Women also participate in a
greater variety of sports, including traditionally male-
dominated sports. For example, women not only com-
pete in gymnastics, figure skating, and softball, but also
in soccer, lacrosse, hockey, and American football.

As a result of increased female sports participation,
orthopedic injuries are emerging that are more common
and unique to female athletes. Anatomic differences
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and poor training regimens have contributed to the
increase in sports injuries for women.

Anatomic and physiologic differences between
men and women play a role in the incidence and type
of sports injury. The three most common injuries are the
knee, shoulder, and foot.

Patellofemoral disorders and anterior cruciate lig-
ament (ACL) injuries of the knee have a higher inci-
dence in female athletes than in males. Patellofemoral
disorder refers to a group of syndromes that arise from
the knee extensor mechanism and the surrounding soft
tissue attachments. The knee extensor mechanism con-
sists of the quadriceps muscle (commonly known as the
anterior thigh), patella (or kneecap), and patellar ten-
don. Several anatomic differences contribute to the
increased incidence of patellofemoral disorders in
female athletes. These anatomic differences include
underdeveloped quadriceps and hamstring muscles,
knee recurvatum (hyperextension), and patellar mis-
alignment. Patellofemoral injuries cause an irritation
and inflammation of the undersurface of the patella.
Women often report pain behind the patella, buckling
knees, and stiffness after prolonged sitting. Treatment
for these conditions ranges from conservative therapy
and exercise to surgical procedures.

Anterior cruciate ligament injuries are more com-
mon in females participating in sports that involve jump-
ing and pivoting, such as basketball, soccer, and
volleyball. The ACL provides knee stability and prevents
forward movement of the femur (thigh bone). Theories
suggest that ligament laxity, intercondylar notch dimen-
sions and limb alignment, and low ratios of hamstring-
to-quadriceps strength contribute to the higher
incidence of ACL injuries in women. Ligament laxity
refers to decreased tensor strength of the ACL and may
be hormone dependent. For example, the hormone
relaxin, secreted during the luteal phase of the men-
strual cycle (the time between ovulation and the onset
of the next menses), is postulated to cause greater ACL
laxity in women, leading to more frequent ACL injury.
Additionally, women generally have wider pelvises than
men, which increase the angle that the femur connects
to the knee joint and may result in increased force trans-
mission to the ACL. A related biomechanical factor is the
narrower intercondylar notch dimensions in women.
The ACL passes through the intercondylar notch of the
femur before fanning out and connecting to the tibia
(shin bone). It is postulated that cutting and jumping
movements in athletes with narrow femoral notches may
weaken and fray the ACL. Finally, women generally

have a lower ratio of hamstring-to-quadriceps strength,
indicating a relative deficit in hamstring strength.
Jumping and pivoting motions require that the quadri-
ceps and hamstring muscles oppose and act in concert
with each other. For example, landing from a jump and
bending the knees involves eccentric contraction of the
quadriceps (lengthening of muscle fibers) and concen-
tric contraction of the hamstrings (shortening), whereas
recovery requires the opposite action. Female athletes
with low ratios of hamstring-to-quadriceps strength, rely
on quadriceps activation for both landing and recovery,
creating a high probability for ACL injury.

ACL injuries most often involve a partial or full-
thickness tear of the ligament. Women who sustain these
injuries develop pain, swelling, and instability of their
knee. Most often surgical intervention is necessary to
repair the damaged ligament.

The shoulder joint is another common area of
injury in female athletes. Sports that involve overhead
movements such as swimming, racquet sports, and
throwing sports frequently cause shoulder pain. Rotator
cuff impingement syndrome commonly occurs in over-
head sporting activity. Impingement syndrome occurs
when the shoulder rotator cuff tendons become
impinged underneath the acromion (the flat bone cov-
ering the rear of the shoulder) with overhead arm
movement. This condition occurs because of less devel-
oped shoulder girdle musculature. As a result, the rota-
tor cuff muscles and tendons must work harder to
perform the demands placed on them. With rotator cuff
impingement syndrome, the tendons become irritated
and inflamed leading to bursitis, tendonitis, and poten-
tial tearing. Treatment primarily involves therapy to alle-
viate the inflammation and build strength in the
shoulder and upper extremity muscles.

Increased shoulder capsular laxity is an anatomic
difference between females and males that also causes
shoulder pain. Capsular laxity refers to the movement,
or translation, of the head of the humerus (upper arm
bone) with respect to the socket, or glenoid. With cap-
sular laxity, the shoulder joint is unstable causing pain
in the shoulder and upper arm. Thus, laxity in the
shoulder capsule may become a problem in repetitive
overhead arm movements. Similar to rotator cuff
impingement syndrome, a progressive strengthening
program improves stability, thereby alleviating pain.

Anatomic foot differences are also a common prob-
lem area in female athletes. Studies suggest that
women’s foot problems, particularly bunions and other
toe deformities, may be inherited but often arise from
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poor footwear. Athletic footwear has traditionally been
designed for the male population with smaller versions
available for females. However, the female foot is not
simply a smaller version of the male foot. A female’s
wider forefoot and narrow hindfoot need a shoe design
to properly accommodate these differences. Improperly
fitted athletic shoes can cause hallux valgus (bunion)
deformity, hammertoe, and plantar calluses. These
problems typically cause foot discomfort and hinder
athletic performance.

A major contributor to sports injury in female ath-
letes is a lack of proper training. Coaching has focused
on winning the game rather than training and proper
conditioning for a particular sport. Sport-specific condi-
tioning strengthens muscles that prevent fatigue and
overuse-type injuries such as patellofemoral and shoulder
impingement syndromes. Teaching proper jumping and
landing techniques reduces the risk of twisting injuries
that cause ligament damage. Studies show that a
decreased injury rate is directly correlated with proper
training and conditioning. In fact, the primary treatment
for many nonsurgical athletic injuries starts with a reha-
bilitation program that focuses on conditioning the
injured joint to meet the demands of sports activity.

The significant increase in women’s sports partici-
pation the past 30 years has led to female injury pat-
terns not previously recognized or studied. Recognizing
female anatomic differences and the necessity of proper
training will provide a better understanding for treating
and preventing injuries.

SEE ALSO: Arthritis, Exercise, Foot care, Menstruation,
Osteoarthritis, Tendonitis, Women’s Health Initiative
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MARY ANTHONY

Stalking Stalking is a pattern of behaviors which
includes repeated annoyance and harassment through
unwanted contact with another person. Stalking is a
form of violence and occurs in a wide variety of ways,
including threatening or unwanted phone calls, follow-
ing the victim home or to public places, damaging
property, or constantly surveilling activities and where-
abouts. Some stalkers may seek out members of the vic-
tim’s family and attempt to either intimidate or use the
family to gain information about their victim. Stalking is
not limited to threats or anger. A stalker may also pro-
fess great love and affection for his/her victim, and may
even appear desperate and vulnerable. All 50 states
currently have antistalking laws, and there is a federal
antistalking law as well. Women are frequently stalking
victims: A 1998 study by the National Institute of Justice
found that 78% of stalking victims are women.

There are three basic types of stalkers: delusional
or “obsession” stalkers, intimate partner stalkers, and
vengeful stalkers. Delusional stalkers are those who
have not had any substantial relationship with the vic-
tim. The stalker incorrectly believes he/she has a rela-
tionship with the victim, or can form a relationship
through the stalking activities. Celebrity stalking is a
form of delusional stalking. Two particularly well-
known stalking cases involved actresses. Jodie Foster
was stalked by John Hinckley, Jr. Mr. Hinckley shot
President Ronald Reagan in an effort to impress the
actress. Rebecca Schaeffer, a teen actress, was shot and
killed by her stalker in 1989. Noncelebrities can also be
the victim of delusional stalkers. A stalker may become
obsessed with someone he/she sees in a public setting,
such as on the bus or in a restaurant. As in the case of
celebrities, this type of stalking can escalate from ado-
ration to violence against the victim or others.

Intimate partner stalkers are those who have had a
romantic relationship with their victim. Intimate partner
stalking accounts for more than 60% of the stalking
cases in the United States and Canada. Forty-two per-
cent of intimate partner stalking is committed by a
spouse or partner. In many cases, the stalker was abu-
sive during the relationship. When the victim leaves the
abuser, he/she uses stalking to continue to control
the former partner. Intimate partner stalking may take
the form of repeated, unwanted requests for a reconcilia-
tion attempt. The stalker may interpret any interaction
with the victim as an indication that the relationship will
continue. Interfering with the victim’s social life is a
common tactic of intimate partner stalkers. The stalker
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may confront the victim in a public place, hoping
she/he will talk with him/her in order to avoid “making
a scene.” Intimate partner stalking is the most danger-
ous form of stalking: there is a 75% greater chance of
being killed by this type of stalker than any other type.

Vengeful stalkers are those seeking to “get even”
with their victim for some real or imagined misdeed.
The stalker may be a former co-worker, student, or
even, as in the cases involving abortion providers, a
protester. Unlike other stalkers, the vengeful stalker
does not have any positive feelings toward his/her vic-
tim. They are very likely to be psychopathic and phys-
ically violent.

Regardless of the particular category they fall into,
most stalkers share some common characteristics: low
self-esteem, refusal to take no for an answer, obsessive
personality, “moody,” above-average intelligence,
manipulative, and violent tendencies. While many stalk-
ers have similar personality traits, stalkers do not come
from any one socioeconomic group. Stalking can (and
does) occur in all segments of society.

Regardless of the stalker or the victim, stalking cre-
ates apprehension and fear. Stalkers may or may not
physically harm their victims. However, any type of
stalking is dangerous and must be handled seriously
because there is no reliable way to predict a stalker’s
future violent behavior. The first step in dealing with a
stalker (or potential stalker) is to clearly communicate
that ANY contact is unwanted and if there is any more
contact, you will call the police. This is sometimes
referred to as a “no-contact statement.” A no-contact
statement can be done in person, on the phone, or in a
letter or email. As soon as a victim begins to feel
uncomfortable with the stalker’s behavior, she/he
should issue a no-contact statement. A “wait and see”
approach can be dangerous when it comes to stalking.

If the harassment continues after the no-contact
statement, the victim will need to contact the police in
order to file a report of stalking. Victims should keep a
log of the stalker’s behavior that includes dates, times,
places, and witnesses to stalking behavior. The log will
facilitate building a case against the stalker. After report-
ing a stalking, the victim should obtain a copy of the
police report. In addition to reporting all instances of
harassment, the victim should keep all evidence:
threats, cards, notes, emails, gifts, and the like.

Stalking victims may want to obtain a restraining
order against their stalker. Restraining orders provide no
protection in and of themselves, but give the police the
ability to arrest stalkers in situations where they

otherwise could not. There are community resources
available to help the victims of stalkers. These resources
may provide help with restraining orders and a variety
of information on prosecuting stalkers.

SEE ALSO: Divorce mediation, Domestic violence, Homicide,
Restraining orders
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POLLY HAMPTON

Stomachache see Abdominal Pain

Stomach Pain see Abdominal Pain

Stress The association between stress and health has
been documented for decades. Stress can affect health
both directly through its physiological effects and indi-
rectly from maladaptive behaviors such as overeating or
smoking. While great advances have been made in our
understanding the role of stress and its deleterious effects
on health, much still remains to be elucidated.

The term “stress” is used to represent a variety of
concepts including: (a) an environmental situation;
(b) appraisal of this situation; (c) the response to the
situation or appraisal; and (d) a person’s capacity to
respond to environmental situations in general. The
latter three are described here while the first is referred
to as a stressor.

Much of the early work on stress focused on the
“fight-or-flight” reaction to stress originally described by
Cannon in 1932. This work was extended by Hans Selye
as a three-step process called the general adaptation
syndrome (GAS). Selye speculated that people exhibited
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changes in response to stressors including an alarm
reaction, resistance, and exhaustion. Each stage would
produce both physiological and behavioral changes, so
if curative measures were not taken, then both physical
and psychological deterioration would occur.

Stress was speculated to help species survive under
a variety of conditions. The early response to acute
stress enables the organism to face the stressor by
enhancing immune function and increasing blood pres-
sure and heart rate to prepare them to meet the physi-
cal demands from the stressor, and in the longer run,
make more fuel available for sustained activity.
However, as seen from observations of animals in their
natural habitat, the stressors are most often for a limited
duration. The stress system was not designed to ade-
quately face stressors of lingering duration, such as
unemployment or unreasonable job demands. When the
system is overburdened by constant or consistent stres-
sors, there is a chronic “wear and tear” that can render
the organism more vulnerable to disability and disease.

While the “fight-or-flight” response has been stud-
ies for many years, recent research has suggested that
women may respond differently to stressors than men.
Some researchers argue that while women do experi-
ence the “fight-or-flight” phenomena when under acute
stress, another stress response that women utilize is the
“tend and befriend.” “Tend and befriend” means that
women under stress will nurture themselves and their
children (i.e., tend) and will form alliances with others
(i.e., befriend). This stress response also is associated
with the survival of species in that females would need
to protect their young in stressful situations.

Stress is described as one of several factors (e.g.,
lifestyle, sleep) that contribute to allostatic load, which
was described by McEwen and Stellar in 1993. When
the body is subjected to consistent and repeated strain,
the body is predisposed to disease. This state is called
allostatic load. Allostatic load can affect health states via
three mechanisms. First it can affect the primary medi-
ators, meaning the chemical mediators such as cortisol,
norepinephrine, and the like. Alternatively, it can affect
the systems that are mediated by the primary mediators,
such as cellular events. Finally, allostatic load can affect
health states by secondary mediators, meaning via more
integrated processes such as blood pressure or meta-
bolic profiles.

Stress has been shown to be involved in a variety
of illnesses including hypertension, atherosclerosis,
osteoporosis, irritable colon, and peptic ulcers. Stress
has also been related to exacerbation of multiple scle-

rosis and hampering control of both types of diabetes.
Fibromyalgia, chronic fatigue syndrome, and rheuma-
toid arthritis are related to processes resulting from
chronic stress. Finally, it has been estimated that
approximately two thirds of all visits to the family doc-
tor are for stress-related disorders.

While stress has been associated with a number of
illnesses, it is difficult to identify the precise mechanism
that is responsible for disease. Animal studies of mice
and primates allow for controlled studies, which have
shown that inducing psychological stress results in dis-
tinct illness including atherosclerosis and hypertension.
However, studies in humans are complicated by the fact
that responses to stressors are variable and characteris-
tics of the individual experiencing the stressor become
important. In addition, the duration, frequency, and
severity of stressors are also difficult to measure. Over
the past 30 years, social scientists have grappled with
these measurement and conceptual difficulties and have
tried to refine measurements and theoretical frame-
works to better elucidate the complicated role between
stress and subsequent illness or disease.

In the 1960s and 1970s, social scientists expanded
the lines of research on stress and developed ways to
identify and measure potential stressors. Life event scales
were developed to measure both positive and negative
life events that might be considered stressful. Researchers
found that those who reported high scores on the scales
(meaning more stressful life events) were also more
likely to experience illness compared to those with low
scores. This research was extended to measuring the par-
ticipant’s subjective rating of the impact of the event,
rather than just whether the event happened. This meant
that a given event could be perceived differently depend-
ing on the person experiencing the event. Researchers
believed it was the subjective perception that was impor-
tant in determining deleterious effects of stress.

Subsequent research has shown that some person-
ality types and/or psychological states are related to
stress and disease. Early research focused on “type A”
personalities, which are characterized by aggressiveness,
haste, hurriedness, competitiveness, and the like. This
personality trait is considered a risk factor for cardiovas-
cular disease and angina, although conflicted research
exists that finds no effect or effects only for certain
groups of individuals (i.e., men in white-collar jobs).

Psychological states also include dispositional cop-
ing styles, which are enduring traits of an individual
thought to influence coping efforts. These coping styles
can moderate the association between stress and coping
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efforts. Optimism is the most widely researched disposi-
tional coping style. Optimism is defined as having posi-
tive rather than negative expectations for the future.
These positive expectations are consistent over time and
across situations. Optimistic individuals have been
found to recover faster after myocardial infarction and
experience fewer physical symptoms during life stres-
sors. Furthermore, optimists have been shown to have
better psychological adjustment during and after major
illnesses such as cancer and HIV.

Another dispositional trait that has received a lot of
attention is locus of control. Locus of control is defined
as a person’s belief in his or her ability to control events
through their own efforts. Persons with an internal
locus of control believe that they can control events
through their efforts (i.e., the environment is control-
lable) while those who have an external locus of con-
trol feel that outside influences control events in their
lives. Those with an internal locus of control have been
found to have different coping mechanisms for stress.
Specifically, people with an internal locus of control are
more likely to use acting coping styles and increase
their efforts to control the outcome.

Two different information-seeking styles, monitoring
and blunting, have been shown to be related to various
health-related outcomes. Monitoring is the seeking of rel-
evant information and is related to a perceived height-
ened risk and excessive worry. This excessive worry has
been related to negative outcomes, such as increased
nausea and vomiting in cancer patients undergoing
chemotherapy. Blunting, on the other hand, is the avoid-
ance of such information. While monitoring has been
shown to have negative effects from excessive worrying,
it can also have beneficial effects. Monitors may be more
likely to actively seek important health information when
they are ill or suspect that they are ill and may also be
more likely to adhere to recommended health practices.

Several factors have been shown to buffer or mod-
erate the effects of stress, in particular, social support and
stress management interventions. A buffering or moder-
ating effect means that stress would not be deleterious
under certain situations where there was a protective ele-
ment. Social support has beneficial direct effects on well-
being but has also been shown to have “stress-buffering”
effects on well-being. In addition, stress management
interventions such as biofeedback have shown promise
in reducing the harmful effects of stress.

Women, in particular, can face stress from a variety
of different areas including love relationships, per-
sonal success, job stress, physical health, parent–child

relationships, personal time, and social relationships.
The stress from each of these areas has been shown to
vary across age groups. Furthermore, many women
today face challenges from trying to balance stress from
multiple areas simultaneously, such as stress from work,
children, and love relationships. While men often face
more immediate occupational hazards, women are
more prone to stress-related illnesses. In addition to
dealing with the multiple roles previously described,
women as a group are less likely to be in positions of
power and therefore less likely to be able to control
their environment, a situation which has been shown to
be related to increased stress. Researchers have specu-
lated that women today may be disadvantaged in that
they are expected to achieve a (previously deemed)
“male” standard of achievement at work and at the
same time achieve an old-fashioned female standard for
perfection at home as well.

SEE ALSO: Parenting, Social support

Suggested Reading

Cannon, W. B. (1932). The wisdom of the body. New York: Norton.
Cohen, S., Kessler, R. C., & Gordon, L. U. (1997). Measuring stress: A

guide for health and social scientists. New York: Oxford
University Press.

Cohen, S., & Wills, T. A. (1985). Stress, social support, and the buffer-
ing hypothesis. Psychological Bulletin, 98(2), 310–357.

Lazarus, R. S. (1993). Coping theory and research: Past, present, and
future. Psychosomatic Medicine, 55(3), 234–247.

Lerman, C., & Glanz, K. (1997). Stress, coping, and health behavior.
In K. Glanz, F. M. Lewis, & B. Rimer (Eds.), Health behavior and
health education: Theory, research and practice (2nd ed.). San
Francisco: Jossey-Bass.

Lovallo, W. R. (1996). Stress and health. Thousand Oaks, CA: Sage.
McEwen, B. S. & Stellar, E. (1993). Stress and the individual’s mecha-

nisms leading to disease. Archives of Intestinal Medicine, 153,
2093–2101.

Taylor, S. E., Cousino-Klein, L., Lewis, B. P., Gruenewald, T. L.,
Gurung, R. A., & Updegraff, J. A. (2000). Biobehavioral responses
to stress in females: Tend-and-befriend, not fight-or-flight.
Psychological Review, 107(3), 411–429.

Vanltallie, T. B. (2002). Stress: A risk factor for serious illness.
Metabolism, 51(6), 40–45.

NATALIE COLABIANCHI

Stretch Marks Striae gravidarum, also known as
“stretch marks,” arise during pregnancy in the majority
of women. Common locations include the abdomen,
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breasts, buttocks, and thighs. Although the exact etiol-
ogy is unknown, mechanical stress on connective tissue
due to increased size of the various portions of the
body is thought to be important. There are no signifi-
cant differences between skin markings due to skin
stretching (striae distensae) of different etiologies, and
they can also occur in the settings of disorders of the
endocrine system (Cushing’s syndrome), steroid ther-
apy, and rapid weight fluctuations (adolescents under-
going a growth spurt or bodybuilders).

Clinically striae gravidarum appear as wavy linear
bands in the skin with their long axis parallel to the
lines of skin tension. They are often characterized by
their stage of evolution and are classified as recent or
old. Striae are initially raised with a red or purple col-
oration. Early lesions may be associated with mild burn-
ing or itching. Over time they become flat or indented
and flesh-colored to white with a fine wrinkled texture.
Gradually, some striae may resolve over time and
become inconspicuous, particularly in the case of ado-
lescent striae occurring in the setting of growth spurts.

Histopathologic findings (those seen under a
microscope) demonstrate that stretch marks are a form
of scar. In early lesions, the dermal layer of skin reveals
inflammatory cells with fragmentation of the collagen
and elastic fibers, critical skin components to maintain
structure and resiliency. In later lesions, the epidermis,
which is the outermost layer of the skin, shows signifi-
cant atrophy (thinning of the skin).

Striae distensae are primarily a cosmetic problem;
however, if extensive, the disfigurement can be quite
distressing. Early therapeutic interventions afford
the most superior results, but there is no highly effec-
tive treatment for this condition. Medications that are
applied directly to the skin (topical retinoids) have been
shown to improve the appearance; however, they are
contraindicated during pregnancy and lactation. Serial
chemical peels and laser therapies have also been
shown to improve the clinical appearance of striae
distensae.

SEE ALSO: Pregnancy, Skin care
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MARY GAIL MERCURIO

Stroke Strokes are the third leading cause of death
in the United States, following coronary heart disease
and cancer. The Centers for Disease Control estimates
that every 45 seconds, someone in the United States
suffers a new or recurrent stroke; every 3.1 minutes,
someone in the United States dies of a stroke. Overall,
men are 1.6 times more likely than women to have a
stroke. However, this statistic can be misleading. While
men are more likely to have a stroke than women when
they are younger, by age 55, the risk is equal among
women and men. Furthermore, women are nearly twice
as likely as men to die of a stroke, making strokes the
second leading cause of death in women after coronary
heart disease.

The two most important things to know about
strokes are that many are preventable, and that prompt
diagnosis and treatment can save lives. Everyone
should learn about the risk factors and the warning
signs of stroke.

DEFINITION AND CAUSES

A stroke, or cerebrovascular accident (CVA), is a
type of injury to the brain that occurs in one of two
ways. The most common type of stroke is a nonhemor-
rhagic or ischemic stroke which occurs when a vessel that
supplies blood to an area of the brain is blocked, lead-
ing to the death of brain cells that are normally supplied
by the oxygen carried in the blood. A hemorrhagic
stroke occurs when a damaged blood vessel bleeds
directly into the brain, also leading to the death of brain
cells in that area. The area of cell death that results in
either type of stroke is called an infarct.

Ischemic strokes are most often caused by athero-
sclerotic thrombosis or cerebral embolism, each
account for one third of all strokes. Atherosclerotic
thrombosis is the development of stenosis (narrowing)
or complete blockage of a blood vessel by a lipid-
containing plaque. Because this is a slow process, there
may be warning signs such as transient stroke symp-
toms before an actual stroke occurs. Cerebral embolism
occurs when a fragment of a blood clot (thrombus) or
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atherosclerotic plaque breaks off and then lodges in a
smaller blood vessel thus blocking blood flow. People
with strokes caused by emboli have often had no warn-
ing signs beforehand. Some rarer causes of ischemic
strokes are infectious or connective tissue diseases or a
sudden increase in blood’s tendency to form a clot
caused by other medical conditions.

Hemorrhagic strokes may be caused by a ruptured
aneurysm (a bulging or outpouching of an arterial wall,
usually the result of an artery with developmental
defects from birth) or a ruptured arteriovenous (AV)
malformation (an abnormal connection between the
arterial and venous systems, also the result of develop-
mental defects). They can also be caused by a hyper-
tensive crisis, in which someone’s blood pressure
increases so severely that even normal blood vessels
will rupture and bleed. In any of these cases, bleeding
may occur either very gradually or happen abruptly
without warning.

SYMPTOMS

The initial symptoms of stroke are varied such as:
sudden numbness or weakness of the face, arm, or leg,
particularly on one side of the body; sudden confusion,
or trouble speaking or understanding; sudden trouble
with walking, dizziness, or loss of balance or coordina-
tion; or a sudden, severe headache with no known
cause. The variety of presenting symptoms reflects the
many different specialized areas of the brain in which a
stroke can occur. A small stroke that occurs in the motor
cortex of the brain, for example, may produce only a
physical symptom such as weakness in one leg. On the
other hand, a stroke in the language centers of the brain
can produce sudden problems with communication
such as slurred or incomprehensible speech. It is not
uncommon for people to ignore the initial warning signs
of a stroke if it is mild, or for other people to mistake
the initial signs of a stroke for alcohol intoxication.

Sometimes, a person develops symptoms of a stroke
that last less than a day, often lasting just a few minutes
or hours. When this happens, it is called a transient
ischemic attack (TIA). Transient ischemic attack  may be
caused by a partly occluded blood vessel, a small embo-
lus that resolves, or intermittent small amounts of blood
leakage from an aneurysm. TIAs should always prompt a
rapid medical evaluation because the data show that
approximately one third of people who have TIAs will
eventually have a stroke. One recent study showed that

of people evaluated in a hospital for TIAs, there was an
11% incidence of stroke just in the next 90 days.

TREATMENT AND PREVENTION

The treatment for acute strokes is still quite limited.
If someone is having an ischemic stroke, and arrives at
a hospital quickly enough, in some instances medication
can be given that will break apart any clots that may be
blocking the blood supply to that area of the brain.
However, this type of medication is quite powerful and
is not without its own risks. Also, if someone does not
immediately come to the hospital when the first signs of
a stroke arise, it is usually too late to give the medica-
tion. Once a stroke has occurred, treatment is generally
limited to physical or speech therapy to improve func-
tioning in the areas that have been affected by the
stroke. Some people have complete or almost complete
recoveries from strokes, while others are left with
speech or motor problems that are permanent.

However, it is vital to remember that many strokes
are preventable. The modifiable risk factors that are
linked to having strokes include hypertension, choles-
terol level of greater than 240 mg/dl, smoking, physical
inactivity, obesity, carotid stenosis, alcohol consump-
tion of more than five drinks per day, and atrial fibrilla-
tion. Smoking, for example, raises the chance of having
a stroke to 1.5 times that of someone in the general
population; hypertension raises the chance 3–5 times
greater than normal. Not surprisingly, these risk factors
are also generally associated with atherosclerosis, so
that modifying these risk factors can also reduce the risk
of having heart attacks and other health problems.

Of course, some risk factors are not themselves
modifiable, such as being older or of non-Caucasian
descent, having coronary heart disease or congestive
heart failure, or a family history of stroke or TIAs. Also,
there are physical disorders that increase the risk of
having a stroke, such as sickle-cell anemia, certain
bleeding disorders, or vasculitis caused by systemic
lupus erythematosus, polyarteritis nodosa, or other con-
ditions. However, the presence of these risk factors
should lead individuals to pay even closer attention to
prevention efforts aimed at the modifiable risk factors.

The evidence suggests that the most effective ways
to reduce the chance of having a first stroke are good
blood pressure control, using antithrombotic medicine
(such as warfarin or aspirin) if an individual has a his-
tory of atrial fibrillation, and using aspirin or other
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antiplatelet therapy if an individual has had a myocar-
dial infarction. Other things that are likely to help
include lifestyle changes or the use of lipid-lowering
medications to keep low-density lipoprotein (LDL) cho-
lesterol below 130 mg/dl and smoking cessation. If an
individual has already had a stroke, treatment of hyper-
tension and hyperlipidemia, antithrombotic therapy (for
atrial fibrillation), antiplatelet therapy (for myocardial
infarction), and carotid endarterectomy (if an individual
has carotid stenosis of 70% or greater and is not a high
surgery risk) are all well-proven risk reduction methods.

Several risk factors for stroke are specific to
women, including pregnancy, the use of oral contra-
ceptives (OCs), or the use of hormone replacement
therapy (HRT). A number of studies have shown an
increased risk of strokes during pregnancy or childbirth,
but this risk has been decreasing steadily over time. A
1996 study showed no increased risk for ischemic
stroke during pregnancy itself, but did show a risk that
was 8.7 times greater than normal during the first
6 weeks postpartum. The pregnancy-related causes of
strokes are mainly preeclampsia or eclampsia (charac-
terized by severe hypertension, protein in the urine,
and edema developing during the pregnancy or within
48 hr postpartum); postpartum cerebral angiopathy
(characterized by severe hypertension, headache, nau-
sea and vomiting, and seizures or other neurologic
signs developing minutes to weeks after delivery); and
cerebral venous thrombosis (characterized by
headaches and focal neurologic symptoms that develop
during pregnancy or within a month of delivery).
Immediate medical attention should be sought if these
symptoms occur related to a pregnancy.

Oral contraceptive use and the risk of stroke are
often overstated. While the early studies did show a link
between OC use and strokes, most women now take
newer OCs that have lower estrogen doses or contain
desogestrel and most studies have shown these do not
appear to elevate the risk of stroke, though not all stud-
ies agree. However, women who already have higher
risk of strokes, such as those who smoke, have hyper-
lipidemia or hypertension, or are over 35, should talk
carefully with their doctors before initiating or continu-
ing use of OCs. Also, since OCs are known to increase
clotting factors in the blood, women with certain clot-
ting disorders should not take OCs.

The use of HRT has been extensively scrutinized in
recent years. Initially, HRT was hoped to be something
that would decrease women’s risk of stroke or coronary
heart disease, and certainly the early studies generally

seemed to support this belief, showing either a modest
benefit or no difference in risk, with a couple of notable
exceptions. However, in 2002, several researchers pub-
lished a meta-analysis of previous research data on
HRT. The data showed that HRT increased the risk of
thromboembolic strokes, though not subarachnoid or
intracerebral strokes, to 1.2 times that of other women.
In addition, the risk of having any venous thromboem-
bolism was shown to be increased by HRT to 2.1 times
normal, and in the first year of use was 3.5 times nor-
mal. Another study published in 2002 showed no over-
all association of ischemic or hemorrhagic stroke with
HRT, but did show a twofold increase in risk of those
types of strokes during the first 6 months of hormone
use. Because of the new data on HRT risks including
stroke and breast cancer, HRT is no longer routinely
recommended. However, in certain circumstances, the
benefits of HRT may outweigh the potential risks, and
some women will still choose to take hormones.

SEE ALSO: Acute myocardial infarction, Coronary artery dis-
ease, Giant cell arteritis, Hormone replacement therapy, Oral
contraception, Pregnancy, Smoking, Systemic lupus erythe-
matosus, Venous thromboembolism

Suggested Reading

Bushnell, C., & Goldstein, L., (1999). Ischemic stroke: Recognizing
risks unique to women. Women’s Health in Primary Care, 2,
788–804.

Letmaitre, R., Heckbert, S., Pstay, B., Smith, N., Kaplan, R., &
Longstreth, W., Jr. (2002). Hormone replacement therapy and
associated risk of stroke in postmenopausal women. Archives of
Internal Medicine, 162, 1954–1960.

Nelson, H., Humphrey, L., Nygren, P., Teutsch, S., & Allen, J. (2002).
Postmenopausal hormone replacement therapy. Journal of the
American Medical Association, 288, 872–881.

Straus, S., Majumdar, S., & McAlister, F. (2002). New evidence for
stroke prevention: Scientific review. Journal of the American
Medical Association, 288, 1388–1395.

United States Department of Health and Human Services. (2003). A
public action plan to prevent heart disease and stroke: Executive
summary and overview. Atlanta, GA: Centers for Disease Control
and Prevention.

JULIE SCHULMAN

Student Health College students are a sizeable
and diverse group of people. In 1995, one quarter of
people in the United States between 18 and 24 years of
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age were either full- or part-time college students,
making colleges and universities an important setting
for addressing common health issues for young adults.
In 2004, nearly 14 million students will enroll in the
3,600� undergraduate colleges and universities in the
United States; just over half (57%) of those will be
women. According to the National Center for Education
Statistics (NCES), approximately one third of under-
graduates are nonwhite and only half are of traditional
college age (18–24 years). The NCES recently noted that
“more than a quarter (27%) of undergraduates had
dependents, 13% were single parents, and 80% were
employed, including 39% who were employed full
time.” According to self-reports, about 1 in 10 college
students have some kind of disability. Approximately
3.5 million college students in the United States do not
have health insurance. These individuals may face sub-
stantial barriers in seeking access to health care. It is for
these reasons that college students represent a little dis-
cussed but important and distinct health population in
our country.

To better understand the prevalence of health-risk
behaviors among college students, the Centers for
Disease Control (CDC) sponsored the 1995 National
College Health Risk Behavior Survey (NCHRBS), which
was conducted with 4,609 U.S. undergraduates (age 18
and older) at 2- and 4-year institutions across the
nation. The purpose of the NCHRBS was to monitor
six areas identified as priority health risk factors: behav-
iors that contribute to unintentional and intentional
injury; tobacco use; alcohol and other drug use; sexual
behaviors that contribute to unintended pregnancy
and sexually transmitted diseases (STDs), including
HIV; unhealthy dietary behaviors; and physical inactiv-
ity. The results of the NCHRBS are summarized below,
followed by some discussion of health resources avail-
able to students.

Alcohol consumption is a significant public health
problem among college students. Episodic heavy drink-
ing is more prevalent among college students than
among their peers of the same age who do not attend
college. Alcohol use in this manner is strongly linked
with serious injury and injury-related deaths, particu-
larly involving motor vehicle accidents. Alcohol use
among college students is also related to unsafe sexual
behavior, violence, and academic problems. One third
(34.5%) of students reported episodic heavy drinking
during the 30 days preceding the survey and 27.4%
reported drinking and driving during the month prior to
the survey.

Tobacco use. The health effects of tobacco use are
the single most preventable cause of death in the
United States. Nevertheless, more than one quarter
(29%) of college students reported currently smoking
cigarettes. Although fewer college students (16.5%) are
frequent cigarette smokers, it is clear that even modest
levels of tobacco use may place students at risk for
long-term addiction and associated health problems.

Illicit drug use. Nationwide, 48.7% of college stu-
dents reported using marijuana at some point during
their lifetime (i.e., “lifetime use”), while only 11.6% of
women college students reported current marijuana use.
While 14.4% of college students had used some form of
cocaine during their lifetime, fewer than 1 in 100 stu-
dents reported cocaine use during the 30 days prior to
the NCHRBS. Lifetime inhalant abuse (e.g., sniffing glue,
breathing the contents of aerosol spray cans, or inhaling
any paints or sprays to get high) was reported by 7% of
undergraduate women. Nationwide, 20.5% of college
students reported lifetime use of “other illegal drugs,”
such as LSD, PCP, “ecstasy,” mushrooms (i.e., hallucino-
gens), speed, ice, or heroin. Among women, white stu-
dents (22.2%) were significantly more likely than black
(4.5%) and Hispanic (14.1%) students to have ever used
other illegal drugs. However, only 1.6% of women
reported current “other illegal drug” use. White (1.8%)
and Hispanic (2.1%) women were significantly more
likely than black women (0.1%) to report current use of
“other illegal drugs.” Current combination of illegal
drugs and alcohol was reported by 6.8% of female col-
lege students, with white female students (8.3%) being
significantly more likely than black female students
(1.9%) to report current combined illegal drug and
alcohol use.

STDs and unintended pregnancies pose a signifi-
cant risk for many college students. STDs of particular
importance for college students include HIV/AIDS,
chlamydia, genital warts/HPV/condyloma, hepatitis B
and C, herpes, gonorrhea, trichomoniasis, pubic lice,
syphilis, urinary tract infections (UTIs), and yeast infec-
tions. Nationwide, only 38.8% of college students had
ever had a blood test for HIV. Rates of unintended preg-
nancy among persons aged 15–24 years are higher than
for any other age group. In 1988, almost two thirds of
births to females aged 15–24 years were unintended.
The NCHRBS indicates that of students who had had
sexual intercourse during the 3 months preceding the
survey, only 29.6% had used a condom at the last sex-
ual intercourse and 34.5% had used birth control pills.
Increased use of both condoms and effective methods
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of contraception among college students is necessary to
decrease rates of STD and unintended pregnancy. Many
STDs have no or minimal symptoms or might be mis-
taken for other common ailments (e.g., a yeast infec-
tion), but can lead to serious health problems, such as
infertility or a compromised immune system, or even
death if untreated. Consistent condom use is very
important in preventing most STDs, but does not guar-
antee protection. Routine testing to facilitate early diag-
nosis and treatment of STDs is critical, not only for the
infected person, but to avoid transmission to others.

Mental health issues, many of which were not
directly assessed by the NCHRBS, are common prob-
lems on college campuses, including depression, anxi-
ety, gender identity issues, and eating disorders. For
instance, 10.3% of college students nationwide had
seriously considered attempting suicide during the
12 months preceding the NCHRBS. Some psychiatric
disorders appear for the first time during the college
years, such as schizophrenia, which is characterized by
auditory and/or visual hallucinations, unusual beliefs,
disordered thoughts, social withdrawal, and diminished
relatedness.

Unhealthy diet and physical inactivity. Approx-
imately one in five (20.5%) college students was over-
weight based on their body mass index (BMI). Survey
results indicated that 73.7% of students had failed to eat
five or more servings of fruits and vegetables during the
day preceding the survey, 21.8% had eaten three or
more high-fat foods during the day preceding the
survey, and few students had engaged in vigorous
(37.6%) or moderate (19.5%) physical activity at recom-
mended levels. Men (26.6%) were significantly more
likely than women (10.3%) to have participated on
a college or university sports teams (intramural or
extramural).

Gender-specific health risks. The NCHRBS found
there were several health risks that were significantly
different for college men and women. For example,
men were more likely than women to report the fol-
lowing negative health behaviors: rarely or never wear-
ing safety belts when riding in or driving a car; drinking
alcohol and driving a car or other vehicle; drinking
alcohol while boating or swimming; carrying a weapon
or gun; physical fighting; current smokeless tobacco
use; current tobacco use; current alcohol use; current,
frequent alcohol use; current episodic heavy drinking;
current marijuana use; lifetime inhalant use; lifetime ille-
gal steroid use; current other illegal drug use; current
combined illegal drug and alcohol use; initiating alcohol

use, marijuana use, and sexual intercourse at age less
than 13 years; having six or more sex partners during
their lifetime; alcohol and drug use at last sexual inter-
course; and eating more than two servings of foods typ-
ically high in fat content.

Sexual assault is another serious concern among
college students, particularly among young women.
The Sexual Experiences Survey conducted during
1984–1985 indicated that 15% of females reported hav-
ing been raped and an additional 12% reported that
someone had attempted to rape them since age 14.
According to self-reports, one in five female college stu-
dents had been forced to have sexual intercourse dur-
ing her lifetime. This finding was confirmed by the
NCHRBS, with women students more likely than male
students to report ever being forced to have sexual
intercourse against their will.

In terms of other risk behaviors and negative health
issues, women more commonly indicated not using a
condom at last sexual intercourse or using condoms
inconsistently. They had a more pronounced pattern of
thinking they were overweight, attempting weight loss
through dieting, excessive exercise, vomiting, taking lax-
atives, or taking diet pills. The majority of women stu-
dents indicated that they had not participated in
vigorous physical activity or strengthening exercises on
a consistent basis, and fewer women than men propor-
tionately participate on a college sports team.

Student health resources are available to help col-
lege students protect and maintain their mental, physi-
cal, and emotional well-being. College students face
major developmental challenges in each of these
domains, often while under considerable pressure from
a variety of sources: academic, economic, self-imposed,
peer, familial, or social stress. Student Health Centers,
available on most campuses, are an excellent resource
to help students successfully navigate these obstacles
while usually providing clear privacy protections for
student-patients. While resource issues appear to be
common on college campuses, many have special pro-
grams to address specialized mental, physical, and emo-
tional health care needs of college students.

Medical services offered by student health centers
commonly include contraceptive information, prescrip-
tion, and follow-up; pregnancy testing, counseling and
referrals; annual gynecological exams; STD testing,
diagnosis, and treatment; primary care services and
referrals; preventive health checkups; and mental health
counseling. Many provide some services for free and
offer low-cost insurance plans that enable students to

Student Health

626



gain access to their full range of services. While many
programs currently exist that are aimed at helping col-
leges and universities address health-risk behaviors
among their students by increasing access to health-
related information, education, and services, there is
still room for improvement. Many cities and towns in
which colleges are located also offer Rape Crisis
Centers and hotlines available to those who have expe-
rienced sexual assault. Some of these centers are run in
collaboration with local universities to facilitate student
access, and the contact information for counselors and
hotline volunteers is often listed in school directories.

Many student health centers take a “wellness”
approach which looks beyond an absence of sickness
to emphasize optimal physical, mental, and emotional
well-being. These centers have programs to educate
students about a preventive way of living that focuses
on personal responsibility for making the lifestyle
choices and self-care decisions that will improve qual-
ity of life. This includes educating and improving col-
lege students’ choices about nutrition, physical activity,
stress management, responsible sexual behavior, and
leading a balanced lifestyle. Wellness is a positive, day-
to-day approach to a long, healthful, active life.

SEE ALSO: Acquired immunodeficiency syndrome, Alcohol use,
Cannabis, Chlamydia, Condoms, Health insurance, Rape,
Reproductive technologies, Safer sex, Sexually transmitted dis-
eases, Smoking, Substance use, Teen pregnancy, Tobacco
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Substance Use Human beings have used mood-
altering drugs—or drugs of potential abuse—for hun-
dreds of thousands of years. Their use is due to the fact
that all these drugs directly or indirectly produce quick
surges of a neurotransmitter or brain chemical called
dopamine. Dopamine is a substance which when
released in the brain results in a feeling of pleasure or
euphoria, in other words a “high.” Each drug of use,
abuse, and addiction that has been carefully studied has
been shown to result in this increase in dopamine and
pleasurable euphoria.

CLASSES OF MOOD-ALTERING DRUGS

Although this effect of dopamine is the characteris-
tic that results in the use of these drugs, they also have
many other brain effects. It is these other brain effects
that dictate the type or class of the drug. There are four
main classes of mood-altering drugs: stimulants, opi-
oids, sedative hypnotics, and hallucinogens. Table 1
lists the drugs that fall into each of these classes.

Stimulants are drugs that result in the release of
varying amounts of norepinephrine or adrenaline in
addition to dopamine. This release of adrenaline results
in dilated or widening of the pupils, increased attention,
increased reflexes, increased blood pressure and heart
rate, increased alertness, decrease need for sleep, and
decreased appetite. Therefore, stimulants produce
euphoria from the release of dopamine, and stimulation
from the release of adrenaline.

Opioids are drugs, natural or synthetic compounds
related to opium, that affect the mu or morphine recep-
tor in the brain. As a consequence they produce
constriction of the pupils, dry eyes, dry mouth, consti-
pation, sedation or sleepiness, slowing of the heart rate
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and breathing rate, decrease in blood pressure, and
pronounced pain relief.

The sedative hypnotic class of drugs is made up of
substances that work on the gamma-aminobutyrate
(GABA) receptor system of the brain. Gamma-
aminobutyrate neurons are cells that excite and activate
the brain, leading to wakefulness and at times even
anxiety. Sedative hypnotic substances tend to depress
or quiet down GABA nerve cells, causing a relief of
anxiety, sleepiness, and when used at too high a dose
result in coma or even death. Sedative hypnotic sub-
stances, like the more potent amphetamines and
cocaine, tend to produce a high degree of judgment
impairment as a consequence of overuse and intoxica-
tion. Thus, bizarre behavior contrary to the patient’s
upbringing is commonplace with intoxication. These
sedative hypnotics range from relatively weak sub-
stances like alcohol to very potent ones like the “date
rape” drug Rohypnol. An additional danger of sedative
hypnotics is that they clearly increase in potency of
effect when used in combination, markedly increasing
the chances of serious overdose.

Hallucinogens are a diverse group of substances
that alter perception as part of their central nervous
system or brain effect. This group includes LSD, phen-
cyclidine (PCP), marijuana, and many naturally occur-
ring hallucinogens from a variety of plants.
Hallucinogens as a group, like the opioids, tend to pro-
duce a low degree of judgment impairment as a con-
sequence of overuse and intoxication. The altering of
perception seems to include many different effects

such as visual distortions, spatial distortions, and loss
of time perception.

Mood-altering drugs are primarily used for their
ability to trigger a quick rise in dopamine, and thus an
elevation in mood or euphoria. These same drugs have
additional actions and effects that can generally be
categorized into one of the above four classes. Virtually
all of the drugs listed in Table 1 can be used, or abused,
or trigger the development of an addiction.

THE CONTINUUM OF MOOD-ALTERING
DRUG USE

Alcohol use, and to some extent other drug use,
has been characterized as existing in our society as a
gradual continuum. The levels of use are abstinence,
low-risk or casual use, risky use or “substance abuse,”
and chemical dependence or addiction. Definitions of
each of these use levels follow.

Abstinence

These people are nonusers of mood-altering drugs,
do not use even in low-risk amounts, and are more
often older women or members of a relatively more
fundamentalist sect of the major religions. Another
smaller yet critically important group of abstainers are
those people with a history of chemical dependence or
addiction who are currently abstinent in an effort to
deal with the addiction.

Substance Use
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Table 1. Four main classes of mood-altering drugs

Stimulants Opioids Sedative-hypnotics Hallucinogens

Caffeine Opium Alcohol Phencyclidine
Nicotine Heroin Benzodiazepines LSD
Cocaine Prescription opioids Diazepam Marijuana
“Crack” Codeine Lorazepam Kat
Methamphetamine Morphine Clonazepam Mescaline
“Crank” Hydromorphone Aprazolam Mushrooms
“Speed” Oxycodone Rohypnol etc. Jimsonweed
Psychostimulants Methadone Barbiturates

Amphetamine Buprenorphine
Methylphenidate
Cylert
Dexadrine
Diet pills



Abstinence is prevalent among three groups in
society, those with a strong, relatively conservative or
fundamentalist religious belief, those with a strong fam-
ily history of addiction who do not want to take the risk
of activating the disease in themselves, and those
individuals with the disease of addiction who are in
recovery and thus not using.

The most important issue in abstinence, for those
who are in recovery from addiction, is to maintain com-
plete abstinence from mood-altering drugs. Although
there are very rare instances when medications that are
mood-altering drugs must be prescribed, the long-term
intake of these medications is generally very dangerous
for persons in recovery and should be avoided.
Common reasons for relapsing back to addiction are
(a) trying to go back and control one’s use of the pre-
viously addicting drug, (b) trying to use mood-altering
drugs other than the one that was the previous addict-
ing drug, and (c) being prescribed mood-altering drugs
on a long-term basis by a physician and reactivating
addiction.

Low-Risk Use

These people are low-level intermittent users of
mood-altering drugs who do not binge, use only in
socially acceptable situations, and have little if any evi-
dence of health risk from their use. The federal govern-
ment has published “Sensible Drinking Guidelines” for
adult men and women that provide clear information
about what drinking levels are associated with no
detectable health risks. Interestingly, these guidelines
stipulate at least a 30% lower level of alcohol use for
women than for their male counterparts.

This is generally a very stable pattern of use, only
in social situations, and always keeping to within the
“sensible use guidelines” referenced above. True social
users never have to try to limit their use, consciously
construct rules around their use, cut back on their use
because of an embarrassing situation, and the like.
Persons with addiction problems constantly try to
become low-risk “social” users, by cutting back and try-
ing to control their use. In reality, low-risk users never
have to think about controlling their use, it just happens
unconsciously.

It is difficult to discuss low-risk use of drugs other
than alcohol in American society where possession of
other drugs is illegal and thus carries serious potential

consequences. The limited data that are available
from other countries seem to indicate that some 
nonalcohol mood-altering drugs might be available to
a community for low-risk or “social” use purposes.
However, for the foreseeable future, possession will
remain illegal in this country, and thus low-risk use is
not a term that can be applied to nonalcohol mood-
altering drug use.

Substance Abuse

Substance abusers are individuals who use more
alcohol than is considered “healthy,” or who use any
amounts of nonalcohol mood-altering drugs. Although
the use patterns tend to fall within their general peer
group norm, and there are rare adverse consequences
from the use, they tend to binge at levels that have
clearly been shown to be a risk to health, and use to
levels of intoxication that significantly impair their judg-
ment and moral values. They are also individuals who
do not meet the criteria for chemical dependence or
addiction. It is generally thought that substance abuse is
a behavior that many people participate in during late
adolescence and early adulthood, which evolves either
into low-risk use or addiction, and that is under a good
deal of voluntary control.

Although not a disease or illness, substance abuse
is responsible for a tremendous amount of pain and
suffering in our society, including the majority of “date
rapes,” and much young adult nonsexual interpersonal
violence as well as destruction of property. In effect,
although substance abuse is a behavior and not an ill-
ness, and it rarely involves problems for any person
who might be an abuser, it is very common with an esti-
mated 70–85% of the population in their teens and 20s
passing through some period of substance abuse. As a
result, there is a large amount of societal morbidity
(pain and suffering) that occurs as a result of substance
abuse.

Substance abusers tend to be intermittent binge
users, using to risky levels of intoxication. This use
tends to be self-limited in time with a gradual decrease
over time and “maturity.” Some individuals labeled as
“abusers” are probably addicted, and over time their
use escalated (while that of many of their general peer
group abates). This accounts for the phenomena of
some substance abusers seeming to progress to addic-
tion. The most appropriate intervention or treatment of
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substance abuse is to counsel the individual (a) against
use of illegal and illicit drugs, (b) against the underage
use of legal drugs, (c) away from binging behavior,
and (d) toward staying within the “sensible drinking
guidelines.”

Chemical Dependence or Addiction

Chemical dependence or addiction is clearly a
chronic disease of the brain that bears no relationship
with morality, education, social class, or ethnicity. It is
a primarily genetic illness that clusters fairly heavily in
families. Addiction is characterized by the repetitive,
intermittent, loss of control over the use of a mood-
altering drug that causes problems in a person’s life. As
a consequence, addiction is not defined in terms of
quantity and frequency of use, but rather in terms of
patterns (loss of control) and consequences (repeated
problems) of use.

The essential problem in addiction is this loss of
control, and the resulting bizarre/uncharacteristic/
erratic/irresponsible behaviors. Thus, the domains in a
person’s life where problems from addiction arise tend
to be the following: self-respect/close love relation-
ships/social relationships/financial problems/legal
problems/work problems/and finally medical or psy-
chiatric problems. Individuals with addiction or chemi-
cal dependence have developed one or more
alcohol-related or drug-related problems such as a
Driving Under the Influence of Alcohol (DUI), medical
complications, family problems, or other behavioral
consequences. The types of problems range from min-
imal—such as one or two blackouts in young adult-
hood, followed by family concern about the person’s
drinking—to severe, including loss of work, or loss of
family.

The societal costs of addictions are overwhelming.
Tobacco dependence is the leading preventable cause
of death in America, with 470,000 premature deaths per
year. Fetal alcohol syndrome is the leading cause of
preventable birth defects in our country. Over 70% of
domestic violence is addiction related, 70% of child
abuse and 90% of childhood sexual abuse are thought
to be addiction related. The economic costs of addiction
are estimated at 80–110 billion dollars per year, and
addictions are considered the nation’s number one
health problem!

SCREENING, INTERVENTION,
AND TREATMENT

Screening

It can be difficult to figure out if a person’s use of
mood-altering drugs is low risk, abuse, or dependence.
Most of our societal belief systems regarding these
issues are flawed, and therefore many of our “commu-
nity screening criteria” are relatively weak. In general,
the community misses the presence of substance abuse
and dependence far more often than they are identified.
Up to 90% of people with drinking problems are not
noticed by their family, friends, faith communities, edu-
cational institutions, or health care providers. Clearly
we as a society need better screening tools. One useful
questionnaire is the f-CAGE or “family CAGE.” This
stands for the first letter in key words from four screen-
ing questions: Cut down, Annoyed, Guilty and Eye-
opener as shown in Table 2. Each positive response to
a question on the f-CAGE, especially when it represents
a repetition of behavior, has a 40% chance of addictive
disease. The reason for this is the fact that the f-CAGE
assesses for abnormal patterns and consequences of
substance use and identifies repetitive loss of control
and adverse consequences.

Intervention

Intervention with persons who have substance
abuse or dependence problems is a difficult but poten-
tially very useful task. The most important part of inter-
vening by one’s self with a friend who has a substance
use problem is to be sure to actually do it. The most
basic approach is to share one’s concern with the
affected person about the substance use. It is helpful not
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Table 2. The f-CAGE questionnaire

C Does anyone in your family ever periodically feel a need to 
cut down on their use of alcohol or other drugs?

A Does anyone in your family ever get annoyed by comments 
made by friends or family about his/her use of alcohol or 
other drugs?

G Does anyone in your family ever feel guilty, embarrassed, or
even bashful about things they say or do while using 
alcohol or other drugs?

E Does anyone in your family ever need eye-openers or to 
drink or drug in the morning to “get started” or “settle 
their nerves”?



to be judgmental, to focus on the use and the conse-
quences and not on the person. The strategy is to sepa-
rate the person from the addictive disease and behaviors
associated with the disease when sharing concerns. This
minimizes arguments and helps keep communication
open. Phrases such as “I know it is not you, it is the
drinking…” are very helpful. Other more specific sug-
gestions are available through the references.

The Crisis Family Intervention is worth mentioning
for several reasons, even though it is beyond the exper-
tise of family member or loved one. First, over the past
decade or two it has become the most successful
approach to involve patients in treatment for chemical
dependence. Second, family members are periodically
asked to participate in the interventions. The crisis inter-
vention is basically a group confrontation with the
chemically dependent person, carefully organized,
rehearsed, and choreographed by a trained “interven-
tion counselor.” Each member of the group is a “signif-
icant other” of the patient, and is prepared to state
several experiences where the drinking/drugging of
the patient adversely affected that group member. With
the weight of all of this objective evidence, presented
by friends and family members, the “wall of denial” for
most patients breaks down enough to help get that
patient into a treatment program. Phrases and tech-
niques that are coached by the intervention counselor
include the following: “It’s not you, it is the drinking.”
“It hurts me too much to see you continue in this
painful disease.” “You did not develop this on purpose,
but you’ve got it.” “We care about you, but hate your
drinking.” “I will not argue; this is what you did, this is
when you did it, and this is how it made me feel.”
Obviously, there are a few common threads in these
phrases:

1. Exhibiting positive regard toward the individual
and negative regard toward the drinking at all times.

2. Obtaining specific data about specific events in
order to adequately confront such patients.

3. Validating the disease via statements about the
obvious pain of this progressive illness—which ruins
family, job, financial, legal, spiritual, and physical
health—gives the patient permission to become less
defensive.

4. Acknowledging that patients with chemical
dependence do not try to catch it, but need treatment
anyway, can relieve some degree of guilt, and make
patients even less defensive. When organized and

supervised by a well-trained intervention counselor, a
crisis intervention can motivate up to 80% of patients
who are resisting treatment to change their minds and
enter a treatment program.

Treatment

Treatment of substance abuse primarily entails
education about dangers of overuse and binging, efforts
to eliminate illegal drug use altogether, and support in
limiting use of alcohol to within the sensible drinking
guidelines. Treatment for substance abuse is primarily
education and advice, coupled with the reprimand of
and intolerance for future intoxicated and disinhibited
behavior.

Treatment of addiction requires a focus on elimi-
nating mood-altering drug use. Therefore, abstinence
is the treatment goal and most treatment efforts
are aimed at achieving abstinence and maintaining
abstinence long term. There are several levels of
addiction treatment available, and each will be briefly
described:

Detoxification

This is a short, 1- to 7-day inpatient or outpatient
stay during which patients are detoxified from one or
more mood-altering substances. A “detox” is indicated
if a patient gives a history of not being able to “get
sober or straight” at all on her/his own.

Inpatient Treatment (Rehabilitation)

This refers to an inpatient stay on a residential unit
for a variable period of time ranging from 7 days to
6 weeks. Admission criteria as well as programs tend to
vary, but generally accept insured patients who have
finished the worst of their withdrawal. Some programs
accept uninsured patients. While enrolled, patients
spend their time being educated about addiction, recov-
ery, and Alcoholics Anonymous (AA) in group therapy,
individual counseling, family counseling sessions, and
doing reading and writing homework assignments.

Advantages of these programs include protected
environments, intensive education and therapy, and
new friends and associates who are drug- and alcohol-
free. Disadvantages include cost and thus limited access
to this treatment as well as separation from the realities

631

Substance Use



of life during treatment. For some patients, separation
from their environment via residential treatment will be
essential for establishing a period of drug-free time to
allow treatment and recovery to begin.

Outpatient Treatment (Rehabilitation)

With limited insurance resources but a commitment
to treat the illness of chemical dependence, more and
more emphasis is being placed on flexible outpatient
programs. These programs offer most of what the inpa-
tient programs do, except that it is “day treatment” or
“evening treatment” and, thus, less expensive.

Advantages are a longer period of treatment for the
same or less cost, a chance for patients to continue to
work or care for their home while participating, and the
opportunity to interact with the environment (home,
work, etc.) while exploring, through treatment, the
strategies to use in that environment to stay sober and
develop a recovery plan. Disadvantages include the
cost not being covered by insurance, large co-pay per-
centages, limited number of programs available, and a
less structured environment and greater tendency for
relapse during treatment.

Self-Help Programs (AA, NA, CA, etc.)

The self-help programs, notably AA, were devel-
oped in the 1930s and 1940s, and were the first suc-
cessful approaches to recovery from chemical
dependence. Though difficult to describe and nearly
impossible to explain, AA works as a fellowship of
individuals, all of whom have alcoholism or drug
dependence and all of whom meet regularly to act as
support for each other’s efforts to live without drinking
or drugging. Daily meetings, which take place in all
communities, are free and are open to all people in
need. They follow a general outline of opening with a
recitation of the Twelve Steps and Twelve Traditions of
AA, followed by a member telling his/her story of life
with and without alcohol, and closing with a discussion
and then the Lord’s Prayer. Though clearly spiritual in
orientation, AA is not religious and mainly concentrates
on how to live sober. Advantages include cost (free),
accessibility, convenience, and success. Disadvantages
include preconceived notions/prejudices on the part
of patients so they refuse to attend, and the fact that
what is good treatment for many is not sufficient for
everyone.

When using 12-step meetings, it is important for
women in early recovery to try to attend at least some
“women-only closed” meetings. A women-only meeting
should be the person’s “home group” and utilizing a
person from the home group for a “sponsor” is very
important. These recommendations are made to coun-
teract the strong tendency toward male–female social-
izing at times in formal and self-help treatment
programs. It is clearly not in the best interests of a
woman’s recovery to develop a relationship in treat-
ment. In fact, unstable romantic relationships are such
a strong predictor for relapsing back to addiction that it
is recommended not to begin any new relationships for
the first 12–18 months of sobriety.

Family Treatment Resources

There are several resources available to help fam-
ily and friends educate themselves about chemical
dependence in the references. After family members
have read these materials, they will be more likely to
agree to referral for individual counseling or family
therapy. There are self-help organizations also available
for family members of people with chemical depen-
dence problems, including AlAnon, Alateen, Tough
Love, and Families Anonymous. In addition, family
members can benefit from individual counseling or
family therapy when dealing with a loved one who has
addiction problems.

SEE ALSO: Addiction, Addiction ethics, Club drugs, Cocaine,
Heroin, Inhalant abuse, Injection drug use, Marijuana
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TED PARRAN, JR.

Suicide Suicide is when a person intentionally ends
his or her life. Over the ages society has had differing
views regarding this act—from acceptance, in that this
is a choice, to considering it as a sin. Currently it is felt
that suicide is rather complex resulting from social stres-
sors, psychology, and biological factors. In the United
States, approximately 30,000 people kill themselves
every year, while it is believed that a much larger num-
ber of people attempt suicide. Suicide is the ninth over-
all cause of death in this country.

There are many factors that are felt to be associated
with risk to attempt and complete suicide. These
include gender, age, marital status, psychiatric illness,
substance abuse, occupation, physical health, and his-
tory of suicide attempts. Men kill themselves three times
as often as women, whereas women attempt four times
as often as men. It is felt that the reason for this may be
related to the methods employed. Men attempting sui-
cide commonly use more lethal methods, such as guns
and hanging. Women tend to overdose more frequently
in their attempts. However, new studies indicate that
women are using firearms more often than they had
previously.

Age is another associated factor and suicide rates
increase with age. Suicides peak for men after the age
of 45, while that of women is at 55 years. Younger peo-
ple tend to attempt suicide more often and are less
likely to succeed than older people as a trend.
Currently, the suicide rate is rising most rapidly in
younger people and is specific to men 18–24 years old.
People who are married have a lower risk of suicide
and this is reinforced if they are parents. Occupation
plays a role as well in the risk for suicide.
Unemployment is a risk factor for suicide as are
high-stress professions, such as medicine.

Medical illness can be a large factor in suicide.
When people have chronic medical problems that
impact their quality of life, the risk for killing themselves
increases. In the treatment of some medical illnesses, the

medications used can result in a mood disorder such as
depression, which again can place people at higher risk.
Psychiatric illnesses are another risk factor for suicide. It
is estimated that almost 95% of people who kill them-
selves have a mental illness. The predominant ones are
the depressive disorders with 80% of suicides having this
class of illness. People with these types of disorders who
kill themselves are usually in a depressive episode. It is
noted that they will kill themselves either at the begin-
ning or the end of a depressive period. Along with men-
tal illness is comorbid substance abuse, which is seen
commonly. People with schizophrenia are also at risk
for suicide and account for 10% of the people with men-
tal illness who kill themselves. This group of people has
the onset of their illness during early adulthood, and
those who commit suicide usually do so within the first
few years after diagnosis. People with alcohol depen-
dence are at risk and it is estimated that 15% will
kill themselves. Approximately 80% of those alcohol-
dependent people who commit suicide are males. Many
of the people with mental illness have other factors in
common—significant social isolation, feeling hopeless,
and unemployment—that in and of themselves are risk
factors for suicide.

It is felt that perhaps the best predictor for suicide
is a past suicide attempt. Some data show that up to
40% of people with depression who kill themselves
have attempted suicide in the past. Further studies have
been examining the intent to die associated with prior
attempts. It is believed that this will show that people
who attempt suicide with a high intent to die will be at
higher risk of completed suicide.

Warning signs of suicide are felt to be seen in
approximately 80% of people who succeed at this.
These signs can be the person telling others about their
thoughts, preoccupation with death, or discussing feel-
ing hopeless. Much attention has also been drawn to
the evaluation of art—paintings, songs, and poetry that
revolve around the topic of death. Another common
warning sign is when people give away their valued
personal belongings. While it is frequently thought that
asking about suicide will plant this idea onto an other-
wise nonsuicidal person, research suggests that this is
not the case. On the other hand, asking about suicidal
thoughts many times can aid in finding treatment for an
underlying depression and thus prevent a suicide. It is
felt that most suicides are preventable as suicidal
thoughts are usually temporary and secondary to a
depressed mood.
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CAUSES

Over the years many different theories have been
proposed to explain why people commit suicide. As
mentioned previously, depression plays a large role, but
there are various possible causes for depression. The
French sociologist Emile Durkheim hypothesized that
both social and cultural influences play a role in depres-
sion. He described multiple types of suicide where inte-
gration in a social group, or lack thereof, can result in
one killing himself or herself. Psychological factors have
been examined as possible explanations to suicide. For
example, Sigmund Freud felt that suicide was a result of
an earlier repressed wish to kill someone else. Recent
media coverage of famous people who commit suicide
has brought speculation that this can cause others,
specifically adolescents, to kill themselves. Currently
there are no data to support this thought.

Biological factors have also been investigated.
Genetics is a known risk factor and suicide runs in fam-
ilies. One study in an Amish population in Pennsylvania
found 26 suicides in just 4 families. However, in this
study, the family members all had psychiatric illnesses.
Because of this, it is felt that suicide itself may not be
genetically inherited, but rather the psychiatric illness is
hereditary and this is what puts a person at higher risk.
Neurobiochemistry also appears to play a role in sui-
cide. In a study of people who killed themselves by
violent means, it was found that there was a lower sero-
tonin level in their brains compared to depressed people
who did not commit suicide. Serotonin is a neuro-
chemical believed to be one of the main chemicals
involved in depression.

PREVENTION

It is felt that suicide is many times preventable as
it is usually secondary to fleeting thoughts while in a
depressive episode. In the 1950s, most communities in
the United States started suicide hotlines; however,
these are only helpful to those who call. People in the
community, such as teachers and police, are educated
in how to recognize the risk factors for suicide. Many
times when someone is suicidal and intent on killing
themselves, psychiatric hospitalization is appropriate.
Suicide has a large impact on the people who were
close to the person who ended his/her life. These peo-
ple, left behind, can blame themselves and may not
want to talk about the event secondary to the social

stigma attached to suicide. There are many support
groups for families who have lived through a suicide,
which can be useful in coping with this tragedy.

SEE ALSO: Depression, Mental illness, Mood disorders,
Schizophrenia, Self-injurious behavior, Substance use,
Violence
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Sun Spots see Liver Spots

Syphilis Syphilis is a sexually transmitted disease
caused by the bacterium Treponema pallidum. Syphilis
is a potentially progressive disease that if untreated may
cause debilitating disease of the entire body. Syphilis
currently is of particular concern because it is believed
to increase the transmission of HIV.

Syphilis is transmitted during sexual or nonsexual
contact with a person who is infected. The bacterium
initially spreads from the infected person to the skin or
genital area of the uninfected person. Syphilis can also
be transmitted in utero. Syphilis cannot be spread by
toilet seats, doorknobs, swimming pools, hot tubs,
shared clothing, or eating utensils.

The symptoms of syphilis vary according to the
stage of disease. The stages of syphilis are divided into
primary, secondary, latent, and tertiary disease. The ini-
tial lesion of primary syphilis is a genital ulcer called a
“chancre.” It may appear between 10 and 90 days after
a person comes in contact with the bacteria. Newly
infected people are often unaware of the ulcer, since it
is painless and usually disappears within 3–6 weeks
with or without treatment. Secondary syphilis is usually
characterized by a skin rash. The rash can appear any-
where on the body, but is almost always on the palms
of the hands and soles of the feet. It does not itch, and
may be very faint and not noticeable. The rash usually
disappears within several weeks. Other symptoms dur-
ing this stage may include fever, fatigue, headache, and
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swollen lymph glands. If syphilis remains untreated, the
disease may go into the latent stage. People at this point
usually have no further signs or symptoms of disease.
Tertiary syphilis is characterized by systemic disease,
but not all patients who develop secondary syphilis
will develop tertiary syphilis. At this point, the bacteria
can damage almost any part of the body, particularly
the nervous system, bones, and joints. This stage can
last for years or even decades. Untreated syphilis can be
responsible for blindness and neurological problems,
mental illness, heart disease, and potentially death.

Clinical symptoms of syphilis, especially the early
symptoms, can be confusing, mimicking other diseases.
The diagnosis of syphilis is made by a blood test.
Because the blood test can have “false positives,”
another blood test is always used to confirm the diag-
nosis. Identifying the syphilis bacteria under the micro-
scope is another way of diagnosing the disease, but
requires specialized equipment not available to most
physicians.

Syphilis usually responds well to injectable peni-
cillin. There are other antibiotics available for patients
who have penicillin allergies. Unfortunately, during the
first stages of syphilis, many people do not realize that
they are infected, and usually do not seek treatment.
Once a person is treated, the blood test can be followed
to make sure that the infection is gone. People with
more advanced stages of syphilis usually require longer
courses of treatment. Patients who present with syphilis
should always be tested for HIV. Ulcers due to syphilis
increase the risk of acquisition of HIV, and advanced
HIV infection alters the clinical presentation of syphilis
and makes central nervous system complications more
likely.

Women who have syphilis early in their pregnancy
have a higher rate of miscarriage. Pregnant women who
do not miscarry have a 40–70% chance of passing
syphilis on to their unborn child, depending on the
stage of their disease. Congenital syphilis can cause
serious fetal and neonatal complications, including still-
birth, neonatal jaundice (yellow skin), swollen limbs
and spleens, and skin ulcers and rashes. All women
should be tested at their first prenatal visit for syphilis,
and women who are at higher risk for acquiring syphilis
should be tested again later in their pregnancy.

Syphilis, like many sexually transmitted diseases,
can be prevented by practicing safe sex and using latex
condoms properly and consistently. While initial
syphilis infection may not always be preventable, get-
ting screened if you are at high risk, and being treated

early, reduces the likelihood that complications of late-
stage disease will develop.

SEE ALSO: Acquired immunodeficiency syndrome, Chlamydia,
Gonorrhea, Herpes simplex virus, Human papillomavirus,
Sexually transmitted diseases
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Systemic Lupus Erythematosus Systemic
lupus erythematosus (SLE) is an autoimmune, multisys-
tem disease with a wide variety of symptoms. The pri-
mary immunological defect is the production of
antibodies against one’s own self. These molecules
cause tissue injury principally in the skin, joints, kid-
neys, nervous system, heart, and the lungs and sur-
rounding linings. SLE affects 1 in 2,000 individuals in
the general outpatient population. Women of childbear-
ing age are most commonly affected. A genetic predis-
position to SLE is likely since first-degree relatives have
a much higher frequency of disease. Environmental fac-
tors, including ultraviolet light, emotional stress, and
certain drugs, may also play a role by bringing on the
disease or worsening it. Thus, SLE is a complex disease
of many potential causes, including genetic and envi-
ronmental factors, which results in an immune system
that fights against normal tissues.

The symptoms of SLE vary, but usually include
nonspecific features such as fatigue, fever, and weight
loss. SLE potentially can affect almost every body part.
Because of this variability and the fact that other dis-
eases may resemble SLE, diagnostic criteria have been
developed. Although the list of criteria is a handy
checklist, it is only a guide and is used primarily for
research studies. In a research study, a patient must
have 4 of the 11 criteria to meet the diagnosis of SLE.
However, in practice, patients are often treated as
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symptoms arise and may not have 4 criteria even
though treatment is warranted.

The skin is most commonly involved. The charac-
teristic malar or “butterfly rash” is a red and swollen rash
extending over the bony part of the nose and across the
cheeks, often associated with sun exposure and getting
sick from the sun. Painful joints are the most common
initial symptoms of SLE. Arthritis may involve the hands,
wrists, and knees on both sides of the body. This pat-
tern also occurs in rheumatoid arthritis (RA), but unlike
RA, permanent deformity does not develop. The kidney
is one of the most important organs affected by SLE, and
kidney failure is the most common cause of death.
Inflammatory reactions within the kidney lead to depo-
sition of proteins that can cause a variety of problems
including leakage of blood and protein into the urine.
Nervous system involvement is also common and may
involve the brain, nerves, and automatic functions such
as blood pressure and pulse rate. SLE affects the heart
by causing swelling and irritation of the heart. This may
produce a scratching sound when listening with a
stethoscope. More than one third of SLE patients have
some form of lung disease during their lifetime, mostly
involving the lining around the lung. The eye, the
gastrointestinal tract, and liver may also be involved.

LABORATORY FEATURES

Since SLE causes various changes in the blood
itself, the complete blood count (CBC) is important in
evaluating the disease. Up to 80% of patients will have
anemia, due to many potential causes such as iron defi-
ciency or destruction of blood cells by the immune sys-
tem. This may result in not only decreased red blood
cells but also decreased white blood cells and platelets.
A low platelet count can cause nosebleeds and bleed-
ing in the skin and gums. At times, this may be the only
manifestation of SLE.

Blood tests look for proteins and cells directed
against otherwise normal proteins in the blood. Some of
these tests include a positive antinuclear antibodies
(ANA), antibodies to double-stranded DNA, and anti-Sm
(Smith) antigen. A positive ANA may be found with
autoimmunity but does not automatically diagnose SLE,
since there are many conditions that may cause a false-
positive ANA. Complement proteins, which are
involved in inflammation, can also be measured and are
often greatly decreased, especially if there is active

kidney involvement. Overall, these tests or measurements
of antibodies are important for baseline evaluation, but
treatment of SLE should not be based on serological test
results alone. More importantly, treatment should be
based on the history and physical exam of each
individual.

TREATMENT

Due to the various drug treatments available, treat-
ment should be based on the patient’s symptoms and
their severity. Education is extremely important. The
patient, along with his or her support network, should
be provided information about SLE, support groups and
organizations, and strategies to maintain his or her
quality of life.

Drugs commonly used in the treatment of SLE
include nonsteroidal anti-inflammatory drugs (NSAIDs),
corticosteroids, antimalarials, and several immunosup-
pressants.

NSAIDs are frequently used for musculoskeletal
pain, inflammation, and headaches. Patients should be
monitored for common side effects including gastroin-
testinal bleeding, liver or kidney damage, and high
blood pressure.

Corticosteroids are often used for the immediate
relief of life-threatening symptoms. Topical creams and
joint injections should be used sparingly. Long-term use
of corticosteroids should be avoided due to many
potential side effects.

Antimalarial medications are commonly used
for fatigue, skin, and musculoskeletal symptoms.
Antimalarials are generally well tolerated and help
avoid the need for corticosteroids. The most significant
risk involves eye toxicity and a thorough eye examina-
tion by an ophthalmologist is required every 6 months.

Cyclophosphamide, a strong immunosuppressant,
is used for severe organ-system disease, particularly for
kidney damage due to SLE (lupus nephritis). Side
effects include bone marrow suppression, bleeding
from the bladder, and severe hair loss (alopecia).
Regular laboratory monitoring is required. Other
immunosuppressive medications, such as azathioprine
and methotrexate, are often used as an alternative agent
for the treatment of nephritis or to avoid corticosteroids
for nonkidney symptoms.

Alternative therapies and experimental drugs under
investigation include stem cell research and biologic
therapies. However, more studies of long-term effects
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and effectiveness will be needed before these treat-
ments can be used in the management of SLE.

SEE ALSO: Autoimmune disorders
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Tampon Tampons are used to collect menstrual
fluid. They are made of either synthetic fibers such as
rayon or natural fibers such as cotton. These fibers are
manufactured into a compact tubular shape that allows
for easy insertion into the vagina. Tampons come in
different levels of absorbency. This allows the woman
to select the tampon to meet the demands of her
menstrual flow. Women should select the lightest
absorbency needed to provide effective coverage. If the
tampon is difficult to remove or does not need to be
changed in 4 hours, it may be too absorbent. If any
signs of irritation appear in the vaginal area, consider
changing brands or switching to sanitary pads.

Tampon users should be aware of the signs of
toxic shock syndrome such as high fever, low blood
pressure, and sunburn—like rash, vomiting, and diar-
rhea. One brand of tampon, Rely tampons, was
removed from the market after studies demonstrated
that there was an increased risk of toxic shock syn-
drome associated with their use. This increased risk has
not been associated with the use of any other brand of
tampon.

SEE ALSO: Menstruation, Toxic shock syndrome
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SUSAN WIEDASECK

Tattoos Tattoos have been used in many cultures
to identify beauty, position or status, and worth. They
mark rites of passage, such as a life cycle event (mar-
riage, pregnancy, childbirth, death), change in an
individual’s social position, the progression from child-
hood to puberty, and the initiation into social and
different family groups. For instance, both men and
women of the Maori tribe of New Zealand are tattooed
beginning at puberty. Individuals may also choose
to have tattoos done for artistic, spiritual, or other
personal reasons. There are similarities between the
tattoos of men and women but the tattoos of the
female Moko were generally confined to the chin and
lips and were designed to attract a mate. It was thought
that having a full set of very blue lips was the ultimate
in beauty.

A tattoo is a permanent coloration of the second
layer of skin (dermis) that is produced by puncturing
the skin and inserting indelible inks of a chosen
color in a selected pattern or design. The designs that
are favored have changed over time and may differ
depending upon the particular social context. For
instance, some individuals who are members of the
armed services prefer patriotic or military tattoos. Other
individuals may wish to have the names of their loved
ones tattooed on their bodies, while still others use
tattoos to memorialize specific events or experiences.
Still others wish to use tattoos to have permanent make-
up and have their eyebrows and their eyeliner done
permanently.

In deciding whether or not to have a tattoo done,
it is important to remember that a tattoo remains with
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you permanently. Decide ahead of time how public you
wish to be about your tattoo; some people want the
world to see their tattoos, while others prefer to have
them done in a more private area of their bodies so that
they choose who can see it and when. Although it is
possible to have a tattoo removed, this procedure is
timely and can be costly. The following guidelines may
be helpful in selecting a tattooist.

1. Make sure that the establishment is licensed if
the state in which it is located requires that tattooists be
licensed.

2. Check the cleanliness of the tattoo parlor.
3. Make sure that the tattooist is using a tech-

nique for tattooing that minimizes the possibility of
any type of infection. It is important that he or she
uses new needles and new ink for each client; all
equipment should be “single use.” Used ink from one
client should not be poured back into a larger con-
tainer. Ink should not be poured into a cap that has
been used to hold the ink for someone else’s tattoo.
New ink should be used in a new disposable container
for each client. The tattoo artist should be wearing
gloves while tattooing and should change his or her
gloves for each client. A failure to follow proper pro-
cedures could result in the transmission of HIV/AIDS,
hepatitis, bacterial infections, and other blood-borne
diseases.

4. Make sure that the tattooist is willing to make
accommodations for your ability to tolerate the pain
associated with the tattoo procedure. For instance,
some individuals find it difficult to sit for a tattoo for
more than 20 minutes due to their pain threshold. The
tattoo artist should be willing to schedule more sessions
of smaller length to accommodate this.

5. You should feel comfortable with the tattoo
artist. Make sure that he or she understands what you
want. Feel free to ask to see photographs of his or her
work to make sure that the artist’s style matches yours.

6. Many tattoo artists charge from $125 to $250 an
hour, depending upon their skill and experience and
the complexity of the design that you are requesting.
Do not choose a tattooist on the basis of price. A
“bargain” may be no bargain if the tattoo artist does not
follow appropriate infection control procedures or does
not have the requisite skill and experience to provide
the design requested.

After receiving a tattoo, it is important that it
receive the requisite care. These guidelines are often
used to care for a tattoo.

1. After receiving the tattoo, the tattooist will
often apply an ointment and bandage. Leave
the bandage on for the instructed period of
time, which may range from 2 or 3 hours to up
to 12 hours.

2. Remove the bandage carefully. If it sticks to the
skin, use warm water to gently remove it.

3. Carefully rinse off any dried blood from the
tattoo. (Some, but not all, individuals may have
some bleeding when they first get the tattoo.)

4. Do not put a new bandage on the tattoo.
5. For up to a few days, the tattooed area will feel

as if you have a bad sunburn. Do not use sun-
burn products on your skin.

6. Wear loose clothing in the area of the tattoo for
at least a few days in order to avoid irritating
the area. Women who are tattooed near the
breast area may choose not to wear a bra for a
few days or may use a bra that does not have
an underwire and is made from a stretchy
fabric.

7. Do not use alcohol, Vaseline, or petroleum
jelly on the tattoo.

8. For 1 week, apply Neosporin or a similar
cream to the tattoo two or three times a day.

9. Avoid strenuous exercise for at least 2 weeks in
order to allow the skin to heal.

10. Do not expose the tattooed area to chlorine (as
in swimming pools) or the sun for 2 weeks.

11. Do not soak in a sauna, steambath, or bathtub
for at least 1 week to reduce the risk of any
type of infection.

12. After the first week, use a good body lotion on
the tattoo to keep it moist.

13. In a period of 1–2 weeks, the skin on the tat-
too will become dry and somewhat harder and
will fall off. This is normal. During this time, it
is likely that your tattoo will itch a great deal.
Do not scratch or pick at the tattoo or pull off
the drying/flaking skin. Use the lotion to amel-
iorate the itching.

SEE ALSO: Acquired immunodeficiency syndrome, Hepatitis
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Suggested Resources

Alliance of Professional Tattooists: http://www.safe-tattoos.com

DAVID VIDRA

SANA LOUE

Tay–Sachs Disease Tay–Sachs disease (TSD) is
a fatal genetic disorder named after Warren Tay
(1843–1927) and Bernard Sachs (1858–1944). Tay was a
British ophthalmologist who, in 1881, described the
occurrence of cherry-red spots (“Tay’s spots”) on the
retinas of three siblings. Sachs was an American
neurologist who, in 1887, described cellular changes
occurring in the disorder. Sachs also recognized the dis-
order’s familial nature and later, after seeing more cases,
noted that most cases occurred in infants of eastern
European Jewish descent.

CLINICAL PRESENTATION

Infants with TSD typically seem to be normal until
age 3–6 months. Often, infants will have a porcelain-
like complexion and long eyelashes. The onset of the
illness is usually insidious, but the disease progresses
rapidly. Normal development slows, and the baby may
show an increased startle response. Infants will start to
lose already-developed skills, such as sitting up unsup-
ported and crawling. By age 2 years, most children
exhibit slowed mental functioning and recurrent
seizures. Children eventually become blind, deaf, men-
tally retarded, and paralyzed. Swallowing difficulties
may lead to the placement of feeding tubes. Twenty-
four-hour care, either in a care facility or in the home,
is typically required due to the multitude of medical
complications. They usually have chronic respiratory
difficulties from the age of 2 years on, and death is
often due to pneumonia. Children with TSD die early,
generally by age 5.

CAUSE OF TAY–SACHS DISEASE

Children with TSD lack an important enzyme,
hexosaminidase A (hex-A), which breaks down lipids
in the brain and central nervous system. The absence
of hex-A causes a lipid called GM2 ganglioside to

accumulate in brain cells, damaging them irreversibly.
Other disorders of hex-A production may be included
under the name TSD, such as juvenile-, chronic-, and
adult-onset hex-A deficiency. These other disorders
tend to have slower courses, but life span is shortened.

Tay-Sachs disease has been linked to alterations in
chromosome 15—more than 50 mutations have been
identified in the gene. The disorder appears to have
originated in a population of eastern European
(Ashkenazi) Jewish families in the early 1800s. The dis-
ease is by no means an exclusively Jewish genetic dis-
ease, although approximately 85% of patients with TSD
are Jewish. While 1 in 30 people of central or eastern
Jewish descent carry the gene for TSD, approximately 1
in 300 people in the general population carry the gene
as well. Clusters of cases have also been described in
populations of French Canadians and Louisiana Cajuns.
It is an autosomal recessive genetic condition, meaning
that both parents must be carriers of the recessive TSD
gene (each has the TSD in their genetic makeup), and
pass the recessive gene on to their child for the child to
develop the disease. For two carriers, the chance of
having an unaffected (healthy), noncarrier offspring
(no TSD gene) is 25%. For these same two carriers, the
chance of having a nondiseased but carrier offspring
(has TSD gene) is 50%. For these same two carriers, the
chance of having a child with TSD is 25%. If only one
parent is a carrier, no children will inherit two copies of
the recessive gene, so none will have TSD. However,
each child of such a union has a 50% chance of inher-
iting the recessive gene, and thus being a carrier him-
self or herself.

DETECTION AND TREATMENT

There is no known cure for TSD; medical therapy
is supportive. Attempts to treat the disorder using a
specific type of enzyme replacement (hex-A enzyme
replacement) have been unsuccessful because this pro-
tein cannot cross the blood–brain barrier and get to the
affected brain cells. Tay-Sachs disease can, however, be
detected both before birth (prenatally), by procedures
that sample the fluid or tissue around the fetus (amnio-
centesis or chorionic villus sampling), and after birth,
via a simple blood test. Since 1971, screening programs
have been in effect and have greatly reduced the inci-
dence of TSD in the United States through genetic
counseling, use of alternative reproductive options, and
therapeutic abortion. Blood testing reveals how much
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hex-A is present, and by inference how many working
genes the person has. An infant with TSD has no circu-
lating hex-A. Carriers, individuals who have one normal
gene and one recessive gene, have approximately half
the normal amount of hex-A. When carriers are identi-
fied, relatives should be tested to detect other potential
carriers. It is very important for carrier couples to par-
ticipate in genetic counseling to assess risks and poten-
tial alternative reproductive options such as adoption or
artificial insemination with noncarrier sperm.

SEE ALSO: Adoption, Genetic counseling, Neonatal care ethics,
Reproductive technologies
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Teen Pregnancy Currently, approximately
15 million girls under the age of 20 in the world have a
child each year. Estimates are that 20–60% of these
pregnancies in developing countries are mistimed or
unwanted. In the United States, the percent of teenage
pregnancies that are unintended is estimated at 78%.
The rates of teen pregnancy are not equivalent across
societies. Rates of adolescent pregnancy vary by a fac-
tor of almost 10 from as low as 12 pregnancies per year
per 1,000 adolescents in the Netherlands to rates of
more than 100 adolescents per year per 1,000 in the
Russian Federation. The rates of women having a child
before age 20 are higher in the United States compared
to similar countries. For example, 22% of women report
having a child before age 20 in the United States, com-
pared to 15% in Great Britain and 11% in Canada. These
differences are even greater when comparing birth rates
among younger teenagers. When one controls for
poverty and ethnicity, some, but not all, of this differ-
ence disappears.

In the early 1990s, over 1 million teenagers aged
15–19 became pregnant each year in the United States.
This figure represents a peak of increasing rates of teen

pregnancy through the 1980s and early 1990s. In the
latter part of the 1990s through the first part of the new
century, rates have begun to decline. Now it is esti-
mated that just below 900,000 teenagers become preg-
nant each year. Reasons cited for the decline over the
past decade include increased formal sex education
programs, stabilization in the proportion of teenagers
having sex at an early age, improved communication
between child and parent, and improved contraceptive
use. Similar trends are found in other Western countries,
suggesting that similar social forces may play a role.

Older teenagers (i.e., 18- to 19-year-olds) have
higher rates of birth than do younger teens aged 15–17
years old. Eighteen- to nineteen-year-olds make up over
60% of the births. Furthermore, rates of pregnancy
across racial groups are not equal. In 1996, the rates
among 15- to 19-year-olds for white non-Hispanic girls
were 66 per 1,000, 179 per 1,000 for African American
girls, and 165 per 1,000 for Hispanic girls.

Teenage pregnancy was not recognized as a
national problem until the 1970s. Reasons include that
the number of adolescent mothers increased dramati-
cally when the baby boomers reached their teenage
years. In addition, while birth rates were relatively high
prior to this time, it was during the 1970s when the
traditional trajectory for a pregnant adolescent changed,
meaning that a pregnant adolescent did not necessarily
get married and form a traditional family unit. For
example, during the 1950s, almost 70% of first births
were to married adolescents. In contrast, in 1997, 78%
of adolescent mothers were unmarried. In addition, the
majority of adolescents who give birth are of low socio-
economic status.

These changes have resulted in large economic
consequences. In 1990, the government spent over
25 billion dollars for health and social services for ado-
lescent mothers and their children. It has been estimated
that the cost for adolescent childbearing to taxpayers in
1996 exceeded that of delayed childbearing by 7 billion
dollars. In addition to the economic disadvantages,
adolescent pregnancy can also result in negative social
consequences. When teens give birth, they are less
likely to finish school and are more likely to have large
families and be single parents. Moreover, children born
to mothers aged 15–17 have poorer health including
lower cognitive development and higher rates of behav-
ior problems, as well as worse educational outcomes.
Children born to adolescent mothers are also more
likely to become teen parents themselves when com-
pared to children born to older mothers. Furthermore,
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they are less likely to grow up in a home with fathers.
Boys of adolescent mothers are almost three times more
likely to engage in criminal behavior and be sent to
prison compared to sons of older moms. Of course, it is
difficult to disentangle the effects of poverty from those
of teen childbearing. Poverty has for a long time been
thought of as the consequence of teenage childbearing,
however, these effects may be overstated in that poverty
is also a catalyst for teenage childbearing.

In part because of these consequences, several dif-
ferent movements or activities have been implemented
to combat teen pregnancy. First and foremost, there has
been an increase in education programs. Along with
individual instruction, efforts have been made to involve
parents and families in educational programming as well
as to have multicomponent prevention programs
(i.e., schoolwide activities, media campaigns). In addi-
tion, there has been an increased effort to provide con-
traception to adolescents via family planning services
and school-based health, such as HIV prevention educa-
tion. While the focus of such programs is to prevent HIV
infection, the methods through which to achieve this
(i.e., condom use, abstinence) also result in decreased
teenage pregnancy. Furthermore, Section 510 was added
to Title V of the Social Security Act in 1996 which allo-
cated $50 million a year in programming for abstinence
education over several years. Finally, programs that focus
on youth development generally, and education and life
opportunities specifically have been implemented to
encourage adolescents to delay childbearing.

SEE ALSO: Acquired immunodeficiency syndrome, Adolescence,
Birth control, Condoms, Pregnancy, Sexually transmitted
diseases
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Temporal Arteritis see Giant Cell Arteritis

Temporomandibular Joint Disorders The
National Institute of Dental and Craniofacial Research of
the National Institutes of Health indicates that 10.8 mil-
lion people in the United States suffer from temporo-
mandibular joint (TMJ) problems at any given time.
While both men and women experience TMJ problems,
90% of those seeking treatment are women in their
childbearing years.

Temporomandibular joint disorders (TMD) are one
of the many causes of headache, facial pain, neck pain,
and related symptoms. The TMJ differs from any other
joints in the body in that it has a hinge action similar to
the movements of the knees, and a sliding action simi-
lar to movements of the wrists.

To locate the TMJ, place your fingers on each side
of your face, just in front of your ears and gently open
and close your mouth. Upon opening the mouth, the
rounded end of bone at the top of the lower jaw,
known as the condyle, will glide along a groove in the
bone on the temple area (known as the temporal
bone). Upon closing the mouth, the condyle will slide
back to its original position. This can be felt by holding
the fingers over the TMJ. A very thin soft disk lies
between the condyle and the temporal bone. This disk
acts as a shock absorber for the TMJ during daily func-
tions such as chewing, talking, and yawning. It is dur-
ing these actions that the TMJ and its surrounding
muscles may be affected, resulting in any one of a num-
ber of uncomfortable conditions including TMD.

TMD generally falls into three main categories:

1. Extracapsular (outside of the TMJ) or myofascial
(surrounding muscle) pain. This is the most common
form of TMD, which involves discomfort or pain in the
muscles that control jaw function, as well as the neck
and shoulder muscles. The pain involved stems from
abnormalities in the tissues or muscles around the TMJ.

2. Intracapsular disorders or internal derangement
of the TMJ refer to disorders within the joint itself.
There is an abnormal joint structure interfering with or
restricting normal joint function during movement of
the jaw (mandibular movement). This involves a dislo-
cated jaw, displaced disk, or injury to the condyle.

Temporomandibular Joint Disorders
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3. Degenerative joint disease. This includes disease
of the bone in the jaw such as osteoarthritis or rheuma-
toid arthritis in the TMJ.

SIGNS AND SYMPTOMS

1. Pain or discomfort in front of the ears, in the
ears, in or behind the eyes, at the base of the
skull, in the temple areas, at the top of the head,
or in the cheekbone area.

2. Inability to chew hard or sticky foods, to talk for
long periods of time, or to open the mouth very
wide.

3. Clicking, popping, or grating noises in the joint
during movement.

4. Inability to put the teeth together without pain,
dislocation of the jaw, or locking of the jaw.

5. Other symptoms that do not seem related such
as dizziness, fatigue, or visual problems.

A physical examination will include taking a
proper history of mouth-related problems. Palpation
(hands-on physical examination of the joint by the prac-
titioner) properly done is a very effective tool in detect-
ing tender, uncomfortable, and painful areas. Further
clinical investigation may include specialized diagnostic
procedures such as making a model of the joint and
x-ray (radiographic) analysis.

The clinician may find one or more of the follow-
ing during physical examination:

1. Facial asymmetry, such as different eye levels,
deviation of the nose or chin to one side, too
much or too little height in the lower third of the
face.

2. Limited or excessive range of mouth opening.
3. Abnormal pattern of movement of the lower jaw

on opening or closing.
4. Malocclusion (bad bite), such as missing,

shifted, rotated, or tipped teeth.
5. Abnormal joint sounds such as clicking or crack-

ing (crepitation).
6. Muscle rigidity.
7. Radiographic (x-ray) findings such as displaced

or poorly shaped condyles.
8. Soft tissue findings such as disk displacement.

A significant percentage of patients will respond to
conservative noninvasive (nonsurgical) treatment that
includes thorough patient education. Nonsurgical

treatment options include physical therapy; biofeed-
back with an occupational therapist; nonsteroidal anti-
inflammatory medications; or a night guard, splint, or
other mouth (orthotic) device that helps patients stop
clenching or grinding their teeth while they sleep.

Dentists and specialists in the field of dentistry
such as orthodontists, oral surgeons, and prosthodon-
tists can be of great assistance in identifying and treat-
ing TMDs.

SEE ALSO: Arthritis, Headache, Sleep disorders
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Tendonitis see Regional Rheumatic Pain

Thalidomide Thalidomide, now recognized as
the cause of an epidemic of infant malformations, was
originally a tranquilizer developed by Ciba, a Swiss
pharmaceutical company in 1953. It was one of many
chemical compounds discovered in the post-World
War II decade. After briefly testing thalidomide, Ciba
abandoned the product because the company observed
no marketable pharmacological effects.

In 1954, the German company Chemie Gruenthal
acquired thalidomide and marketed it as an anticonvul-
sant for epileptics. Again, it had no efficacy. They began
trials for its use as an antihistamine, which also failed.
The trials, however, demonstrated that the drug was
well tolerated and was effective as a sedative and sleep
aid. Gruenthal also found that it was particularly
effective for pregnant women suffering from morning
sickness.

In 1957, Gruenthal began marketing thalidomide in
Germany for nausea and morning sickness. The drug
quickly became the “drug of choice” to help pregnant
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women with severe morning sickness. It was advertised
as a nontoxic medication, with no side effects, and
completely safe for pregnant women. All of these
claims were untrue. A major side effect associated with
long-term use is peripheral neurosis, an often irre-
versible numbing of the hands and feet. Most insidious
were the teratogenic effects (ability to cause birth
defects), which were undiscovered because the drug
was not tested on pregnant animals.

The first baby suffering from complications due to
thalidomide was born on Christmas Day, 1956, a few
months prior to the marketing release in Germany. It
would be roughly 41–2 years until Dr. McBride, an obste-
trician in Sydney, Australia, would first publicly report a
connection between thalidomide and birth defects. No
action was taken to remove the product from shelves in
Germany until 1961, when these results were confirmed
by Dr. Lenz in Germany. Prior to that time, as many as
20,000 children were born from mothers who took
thalidomide. Thousands more were stillborn or miscar-
ried.

Thalidomide actually has a limited window of ter-
atogenic activity (activity causing malformations), which
consists of a 15-day period during the first trimester of
pregnancy. Common malformations that may result from
its use during this period include deafness, blindness,
cleft palate, malformed organs, no arms, no legs, no fin-
gers, and even flippers growing from the shoulders.

Sadly, thalidomide babies are still being born in
Third World countries due to the availability of the drug
on the black market. Today, there are approximately
5,000 thalidomide survivors worldwide.

Thalidomide was never approved in the United
States for morning sickness, mostly due to the efforts of
a young physician, Frances Kelsey, who was then serv-
ing as an investigator for the U.S. Food and Drug
Administration (FDA). Dr. Kelsey was given the thalido-
mide approval as an “easy start” for her career. The
agency thought that since the drug was already
approved in almost every European country, it would
be an uncomplicated process. Fortunately for many
would-be U.S. thalidomide consumers, Kelsey was a
physician-pharmacologist with a profound interest in
fetal development. She refused to approve the drug
until the fetal interactions of the drug were shown to be
safe. She fought a several-year battle against drug
approval with the Richardson–Merrell corporation (the
U.S. Gruenthal licensee) until it was shown in the global
community that the drug was dangerous to fetal devel-
opment, and the application was terminated.

The thalidomide crisis and subsequent infant
malformation epidemic provided the motivation to
establish more stringent drug testing and approval pro-
cedures worldwide. In the United States, the Food,
Drug and Cosmetic Act (FDCA) has required FDA
approval for new drugs since 1938, but it was not until
1962, after the thalidomide crisis, that the FDCA was
amended to require new drug sponsors to demonstrate
the safety and effectiveness of their products prior to
receiving FDA approval.

In recent years, thalidomide has experienced a
comeback. In addition to being an effective sedative,
thalidomide gas been found to be helpful in modulat-
ing the immune system (an immunomodulatory drug).
The FDA first approved its use in 1998 for the treatment
of lesions associated with leprosy. Researchers are also
examining its usefulness for the treatment of breast,
prostate, and brain cancer, macular degeneration (an
overgrowth of new blood vessels in the eye covering
the retina), and HIV.

The FDA still recognizes thalidomide as a very dan-
gerous drug and has imposed unprecedented regula-
tory controls on its distribution. The regulations
promote a zero tolerance policy for thalidomide expo-
sure during pregnancy. The System for Thalidomide
Education and Prescribing Safety (S.T.E.P.S.) program is
a comprehensive information package for prescribers
and patients. It requires a 100% patient registry and
requires that heterosexual women who have sex while
taking the medication must use at least two forms of
birth control. Additionally, heterosexual men must use
condoms because thalidomide is present and can be
transmitted in semen.

Despite its tainted history and potentially dangerous
consequences, thalidomide is a true story of a pharma-
ceutical comeback. While in the past it caused harm and
heartache, scientists are now using the once-negative
aspects of the drug as the basis of possible cures for
some of our most dangerous and elusive diseases.

SEE ALSO: Pregnancy
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Thyroid Diseases

PHYSIOLOGY

The thyroid gland secretes the hormones T4 (thy-
roxine) and T3 (triiodothyronine) which then control
metabolism. These hormones act on a wide variety of
tissues and in each organ may have slightly different
effects. Thyroid hormone secretion is under the control
of thyrotropin (a thryoid-stimulating hormone, TSH)
which is secreted by the pituitary gland. The normal
serum T4/T3 levels and the activation of thyroid hor-
mone receptors inversely regulate TSH secretion; the
higher the level of thyroid hormones in the blood, the
lower the TSH level and vice versa. The hallmark of
underactive thyroid (primary hypothyroidism), there-
fore, is an elevated TSH level. Occasionally, thyroid
hormone levels are within the normal range and the
TSH is elevated, yet these patients are still appropriately
considered to have hypothyroidism. Similarly, hyper-
thyroidism is characterized by a decreased (usually
undetectable) TSH level.

The thyroid gland traps the important chemical
iodine and through a series of biochemical reactions
synthesizes T4 and T3. If there is inadequate iodine avail-
able (e.g., iodine deficiency), then lack of thyroid hor-
mone synthesis and secretion may result in increased
TSH secretion and possibly thyroidal enlargement.

Tissues contain specific nuclear receptors that bind
T4/T3. These receptors cause a variety of proteins to be
formulated which enhance metabolism. Each organ or
tissue may have varying amounts of T4/T3 receptors and
different specific proteins and actions may result from
receptor activation.

THYROID FUNCTION TESTS

Thyrotropin (TSH)

Serum TSH is the best indicator of thyroid
hormone levels at the tissue level. All abnormal TSH
concentrations must be investigated even if the serum
T4 and T3 levels are within the normal range.

Thyroxine

In the past, total T4 measurements and indirect
assessment of binding proteins had been used as had
Free T4 estimates. These tests, however, were imperfect
and now have been replaced by a direct “free T4” meas-
urement. Free T4 measurements are more accurate and
reliable. Free T4 measurements, nonetheless, are still
imperfect and their use during pregnancy, for example,
has been somewhat problematic.

Triiodothyronine

Free T3 assays have not become widely available as
a routine test. Serum T3 concentrations need not be per-
formed routinely but may be especially helpful in the
evaluation and treatment of hyperthyroid patients.

Thyroid Antibodies

Substances produced in the blood which activate
the immune system (antibodies) against specific types
of thyroid components (thyroglobulin and thyroid
peroxidase) develop in patients with autoimmune thy-
roid disease. These antibody levels (titers) are typically
elevated in patients with some types of autoimmune
diseases which affect the thyroid gland such as
Hashimoto’s thyroiditis, and may be elevated in patients
with Graves’ disease (autoimmune thyroid disease), but
usually at a lower titer.

OTHER TESTS

A radioactive iodine uptake (RAIU) test (normal
range about 8–30%) is useful to help diagnose hyper-
thyroidism, as the test should be elevated. A very low
RAIU test (less than 5%) is also useful when seen in a
patient with hyperthyroidism as this suggests the pres-
ence of (less severe) subacute, silent, or postpartum
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thyroiditis. An RAIU test cannot be used in a pregnant
or breast-feeding woman.

Thyroid scans are not used often now and the
older practice of using them to determine if a thyroid
lump (nodule) was “cold” or nonfunctional (suggesting
a higher risk of being cancerous) has fallen into disfa-
vor because of the advent of fine needle aspirations
(FNA; using a fine needle to remove a small amount
of thyroid tissue for testing). On the other hand, it is
relevant to perform an isotope (specialized imaging
technique) scan to assess whether a thyroid nodule is
“hot” or autonomous. A “hot” nodule concentrates most
of the isotope and the remaining extranodular tissue
(tissue outside of the nodule) concentrates little, if any,
isotope. Isotope scans are recommended in patients
with solitary nodules (and in some patients with multi-
nodular goiters) with a low TSH.

Thyroid sonograms, another specialized imaging
technique to evaluate the consistency of the thyroid
gland, are important to help diagnose the presence and
size of thyroid nodules and are used to follow changes
in the nodule(s) over time.

HYPERTHYROIDISM

Graves’ Disease

Hyperthyroidism clinically is typically associated
with signs or symptoms of anxiety, nervousness, weight
loss, palpitations, tachycardia, warm, moist skin, hand
tremor, sweating, and heat intolerance. The most com-
mon cause in young women is Graves’ disease. Graves’
disease is caused by the formation of specific TSH recep-
tor antibodies that stimulate thyroid hormone synthesis
and secretion resulting in increased serum free T4, T3,
and, as a result, an undetectable TSH. One unusual
aspect of Graves’ disease is that some of its manifesta-
tions may be a result of the antibodies, rather than a
direct consequence of thyroid hormone excess. Eye find-
ings and pretibial myxedema (swelling seen in thyroid
disease) are two such disorders. Possible ophthalmic
manifestations include lid lag, proptosis (protruding
eyes), conjunctivitis, diplopia (double vision), and rarely
impaired visual acuity.

Treatment of Graves’ disease hyperthyroidism can
be either long-term antithyroid agents in an effort to
induce a remission, surgery, or radioactive iodine.
Specific antithyroid medications (e.g., propylthiouracil
[PTU] or methimazole) can be used in an effort to

induce a permanent remission. This treatment is very
effective in normalizing thyroid function tests but only
infrequently produces a long-lived remission when they
are discontinued. Patients must be carefully monitored
for potential adverse effects of PTU or methimazole
including skin rash, hepatotoxicity (liver toxicity),
arthralgias (joint pains), and bone marrow suppression.
Pregnant women who are definitively diagnosed as
having Graves’ hyperthyroidism can be treated with
low-dose PTU. The goal is to maintain the free T4 in the
upper normal range for pregnancy with the T3 within
the normal range. Because of the potential side effects
of antithyroid agents and the low likelihood that they
will induce a long-lived remission when discontinued,
most clinicians use antithyroid agents to cause normal
thyroid function in the short term, but then utilize a
more permanent definitive therapy such as radioactive
iodine.

The most commonly utilized treatment for Graves’
hyperthyroidism is radioactive iodine (RAI) therapy. RAI
therapy is safe and effective. Rarely, it may worsen
ophthalmopathy (eye problems). The goal of RAI therapy
is to render the patient hypothyroid (lowered thyroid
functioning) so that lifelong thyroid supplement therapy
is then prescribed with periodic monitoring. Efforts to
administer a dose of RAI sufficient to render the patient
euthyroid (normal thyroid functioning), rather than
hypothyroid, are difficult to achieve routinely due to
differing thyroid gland sensitivity, and unless the patient
is rendered hypothyroid, the persistent presence of
detectable TSH receptor antibodies may result in recur-
rent hyperthyroidism. RAI must not be used in pregnant
or lactating women. Women of childbearing potential
should delay becoming pregnant until at least 6 months
after receiving RAI therapy.

Surgery is rarely used as the primary treatment
modality for Graves’ hyperthyroidism except in patients
with suspicious thyroid nodules and in patients who
desire surgery, after discussion of the therapeutic
options. The decision as to which treatment modality to
employ should be jointly reached with the health care
team and the patient and family.

Other Causes of Hyperthyroid

Patients with multinodular goiters (multiple nodules)
and solitary autonomous nodules (single nodules) also
may be hyperthyroid. Definitive treatment for
these patients generally is surgery or RAI therapy but
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antithyroid agents may restore euthyroidism (normal
thyroid functioning). Patients with inflammation of the
thyroid gland or thyroiditis, typically evolve through
phases of hyperthyroidism and hypothyroidism.
Occasionally, permanent thyroid function abnormalities
may persist. Taking L-thyroxine (thyroid supplementation)
may be associated with abnormal thyroid function (either
too high or too low) and these patients should have fre-
quent thyroid hormone evaluations. Elderly patients may
present with very subtle findings suggestive of hyperthy-
roidism, and the sole manifestation could be a cardiac
arrhythmia, such as atrial fibrillation (a type of irregular
heart rate). Other manifestations could be congestive
heart failure, muscle weakness, or a flat affect. Taken
together, this presentation is referred to as “apathetic
hyperthyroidism.”

Subclinical hyperthyroidism is defined as a TSH
that is decreased below the normal range in conjunc-
tion with a normal serum free T4 and T3. Subclinical
hyperthyroidism is part of a continuum of hyperthy-
roidism and usually, but not always, the signs and
symptoms are less severe than in patients with overt
hyperthyroidism (suppressed TSH, elevated free T4/T3).
Subclinical hyperthyroidism has been found to be asso-
ciated with an increased risk of atrial fibrillation (a type
of irregular heart rate) and with enhanced bone loss,
especially in patients over about age 50 years.

HYPOTHYROIDISM

Hypothyroidism may manifest as signs or symp-
toms of lethargy, cold intolerance, difficulty concen-
trating, slowed thinking (mentation) and reflexes, dry
skin, slowed heart rate (bradycardia), hair loss, and
constipation. Primary hypothyroidism is characterized
by an elevated TSH in conjunction with a low free
T4 and T3. The most common causes of primary
hypothyroidism include types of autoimmune disorders
that affect the thyroid gland such as Hashimoto’s thy-
roiditis, deliberate destruction of the thyroid gland
(e.g., RAI, surgery), and congenital abnormalities. The
thyroid gland itself may or may not be enlarged
depending upon the etiology. Hypothyroidism may be
associated with reproductive abnormalities and blood
lipid (cholesterol/fat) elevations. Symptoms of hypothy-
roidism may be nonspecific and frequently patients will
attribute subjective symptoms of tiredness, for example,
to hypothyroidism, when, in fact, thyroid hormone is
not playing a role. Other autoimmune disorders such as

diabetes mellitus, Addison’s disease (adrenal insuffi-
ciency), premature ovarian failure, and pernicious
anemia (anemia due to reduced red blood cell produc-
tion) may also occur in increased frequency in patients
who have autoimmune thyroid disease (Hashimoto’s
thyroiditis).

Chronic or severe hypothyroidism may present as
severe lowered body temperature (hypothermia), mental
confusion, and perhaps even coma (usually in conjunc-
tion with several of the more routine signs and symptoms
noted above).

Patients being evaluated for thyroid disease should
also have a thorough physical examination and a routine
laboratory testing to include complete blood count (CBC)
and comprehensive metabolic profile. Patients with pri-
mary hypothyroidism may require a thyroid sonogram
to assess thyroid structure. Thyroid antibody measure-
ments may help to diagnose autoimmune thyroid dis-
ease as the etiology.

In routine patients, L-thyroxine therapy is used for
the treatment of most patients with primary hypothy-
roidism with an equilibrium period of 4–6 weeks. A
slower initiation schedule may be used in elderly patients
or those with cardiac disease in order to avoid an increase
in cardiac arrhythmias or worsen angina pectoris.

Subclinical hypothyroidism is defined by an ele-
vated TSH level with a normal Free T4 concentration.
This condition is part of a continuum of mild hypothy-
roidism to overt hypothyroidism (elevated TSH with
decreased Free T4). The signs and symptoms of sub-
clinical hypothyroidism vary, but, in general, are subtle
in comparison to patients with more overt disease.
Patients with subclinical hypothyroidism should have a
thorough history and physical examination and labora-
tory studies to include CBC, comprehensive metabolic
profile, and probably a lipid profile.

THYROID NODULES AND GOITER

Thyroid Nodules

The critical issue with regard to thyroid nodules is
to try to discern nodules that harbor malignancy from
those that are benign. About 80–90% of all thyroid nod-
ules are benign. The approach to thyroid nodules is
controversial and varies between physicians. Thyroid
nodules larger than approximately 1 cm usually require
evaluation and monitoring. An FNA interpreted by an
experienced specialist in cell disorders (cytologist)
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should be performed. Clinical findings such as family or
personal history of thyroid cancer, radiation exposure to
the neck area, identifiable or palpable cervical lymph
nodes, a nodule that is very firm or adherent to sur-
rounding tissue, hoarse voice, male gender and age
greater than 40, nodule growth and probably nodule
size greater than 3–4 cm increase concern that the nod-
ule harbors thyroid cancer. These comments are guide-
lines and clinical findings are important and may, for
example, suggest a thyroidectomy (thyroid removal) be
performed even in the context of a benign aspiration.
Thyroid function tests, CBC, and comprehensive meta-
bolic profile should be obtained routinely in a patient
being evaluated for a thyroid nodule.

A thyroid aspiration interpretation can be read as
either benign, suspicious, malignant, or indeterminate. A
patient with a benign aspiration can be followed with
baseline and periodic examination and repeated sono-
grams to assess nodule changes. The false-negative rate
of a benign aspiration is about 2–5% so a repeat aspira-
tion is recommended in 3–12 months helping confirm
the original diagnosis. Nodules larger than 3–4 cm have
a higher false-negative rate. A suspicious aspiration usu-
ally requires surgery. The chance of a nodule harboring
thyroid cancer when the aspiration is suspicious is prob-
ably about 20%, although this depends on the individual
cellular (cytologic) characteristics as well as the experi-
ence of the cytologist. Sometimes the clinical findings
are sufficiently worrisome that surgery should be rec-
ommended even if the aspiration is benign. If the nod-
ule is relatively small and the patient has few worrisome
clinical features, then the patient may be followed with
periodic neck exams and sonograms until it is clear that
the nodule is benign. If a nodule grows while a patient
is being followed, a repeat thyroid aspiration is usually
indicated. If the FNA shows malignancy, then a near-
total or total thyroidectomy should usually be per-
formed. An indeterminate cytology should be repeated,
perhaps with sonographic guidance.

Goiters

The term “goiter” refers to diffuse enlargement of
the thyroid gland usually noted on physical examina-
tion and confirmed by specialized imaging studies, such
as sonogram. Occasionally, thyroid function tests are
abnormal in patients with goiter, but usually they are
normal. Functional abnormalities, of course, must be
addressed.

Although still controversial, it is believed that each
nodule in a patient with a multinodular (multiple nod-
ules) goiter has the same chance of harboring malig-
nancy as does a solitary thyroid nodule. Practically
speaking, every nodule larger than 1 cm may not be
able to be aspirated, even if sonographic guidance is
used. One approach is to perform sonograms on most
patients with goiters and to try to aspirate (usually
under sonographic guidance) nodules larger than 1 cm.
However, judgment must be utilized. Interpretation of
the FNA and the clinical approach is similar to that
noted for patients with thyroid nodules. It is important
to monitor patients with goiters (and benign aspirates)
with periodic examinations and sonograms. If a nodule
is enlarging, repeat aspiration should be performed,
when possible. Possible indications for surgery in
patients with a goiter include: suspicious or malignant
aspiration, enlarging nodules or goiter, tracheal (wind-
pipe) compression, impingement on the nerves in the
neck (recurrent laryngeal nerve), or additional worri-
some features. In large goiters, it may be helpful to
obtain additional tests such as pulmonary function tests,
swallowing studies, and/or chest computerized tomo-
gram (CT). These tests help to define size, location of
nodules, and compression of other organs and may be
used to monitor the individual over time.

There are some reports of using RAI therapy to
treat euthyroid goiter patients. This treatment is still
undergoing investigation. Most euthyroid patients with
goiters do not have indications for treatment (e.g.,
abnormal thyroid function tests, compression) so they
can be followed with periodic examination and radio-
logic studies with FNAs as appropriate.

SEE ALSO: Anxiety disorders, Cancer, Constipation, Hair loss,
Insomnia, Pregnancy
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Tobacco According to the National Institute on
Drug Abuse, there are many species of tobacco plants;
the tabacum species is the major source of tobacco
products today. Tobacco products include cigarettes,
cigars, pipes, and smokeless tobacco. According to
the 1999 National Household Survey on Drug Abuse,
57 million Americans are current smokers and 7.6 million
use smokeless tobacco. The use of cigars, pipes, and
smokeless tobacco among women is low, but cigar
smoking may be increasing. In 1999, almost 10% of
high school girls under age 18 had past-month cigar
use. Forms of smokeless tobacco include chewing
tobacco and snuff. Chewing tobacco is leaf tobacco that
is chewed and sucked in after it is placed between
the cheek and the teeth. Snuff is finely ground tobacco
that is placed between the cheek and gum or between
the lower lip and gum.

HEALTH CONSEQUENCES OF TOBACCO USE

All tobacco products cause lung diseases (lung
cancer, emphysema, and chronic bronchitis) and can-
cers of the mouth, throat, and larynx. In the United

States, deaths from tobacco-related cancers contribute
to over 30% of cancer mortality. Globally, lung cancer
is one of the most deadly of the tobacco-related dis-
eases; these rates are expected to increase because of
increased cases in developing countries. Data from a
1998 study indicate that U.S. women have the highest
death rate from lung cancer in the world.

Women smokers also seem to have an increased risk
for conception delay, infertility, ectopic pregnancy, spon-
taneous abortion, and preterm delivery. Other disorders
that may be associated with cigarette smoking in women
include menstrual dysfunction, early menopause, estro-
gen deficiency disorders, and osteoporosis.

ENVIRONMENTAL TOBACCO SMOKE (ETS)

ETS is classified as a Group A carcinogen (known
to cause cancer in humans). According to the National
Center for Chronic Disease Prevention and Health
Promotion, ETS causes about 3,000 lung cancer deaths
per year among adult nonsmokers and causes serious
respiratory problems in children (such as asthma and
upper respiratory infections). A major problem with ETS
is that most persons affected by it have no control over
ETS. Many schools, work sites, and public gathering
places are now enforcing smoke-free environments to
protect nonsmokers from ETS.

TOBACCO CONTROL

In 1996, the Agency for Health Care Policy
Research (AHCPR) produced guidelines for smoking
cessation, which supported the involvement of all
health professionals in tobacco control efforts. Societal
efforts to reduce tobacco use and to reduce exposure to
ETS have increased over the last 10 years. Societal
strategies include counteradvertising, increasing
tobacco taxes, laws that prohibit minors’ access to
tobacco products, and banning smoking in workplaces
and in public places.

INTERVENTIONS FOR TOBACCO USE

In 2000, the U.S. Department of Health and Human
Services published clinical practice guidelines for treat-
ing tobacco use and dependence. Many states have
demonstrated programs called “best-evidence”-based
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programs, which show a successful reduction of smok-
ing rates among women and girls. Also, the American
Lung Association (ALA) supports research and other
programs to help people to quit using tobacco. Because
it is so difficult to stop smoking, many public health
efforts are now focusing on prevention of tobacco use,
particularly in young people. Most adult smokers start
their tobacco use as teenagers.

SEE ALSO: Cancer, Lung cancer, Nicotine, Smoking, Subs-
tance use
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Torsion see Pelvic Pain

Toxemia see Preeclampsia

Toxic Shock Syndrome Toxic shock syndrome
is a serious illness that occurs in response to the absorp-
tion of a bacterium called Staphylococcus aureus
(S. aureus) into the general circulation. Most cases occur
in women who are menstruating. In order for toxic shock
syndrome to develop, the person must be colonized with

the bacterium Staph aureus and there must be a port of
entry for the bacteria.

Common sites of entry can be abrasions in the
vaginal area or on the skin. Women who use tampons
that are too absorbent are at risk for developing this
syndrome because insertion and removal of the tampon
can cause microabrasions that can allow the Staph
aureus to enter the general circulation. After this occurs,
the bacteria produce a powerful toxin that causes an
acute illness. Symptoms include fever of over 102�F, low
blood pressure, shock, sunburn-like rash, vomiting, and
diarrhea. Toxic shock can be fatal.

All women who are tampon users should be aware
of the signs of toxic shock. Tampons should not be worn
in a greater absorbency than needed. Tampons should
not be left in for longer than 3–4 hours. If toxic shock
syndrome is suspected, a health care provider should be
notified immediately.

SEE ALSO: Menstruation, Tampon
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Toxoplasmosis Toxoplasmosis, caused by a one-
celled parasite called Toxoplasma gondii (T. gondii), is
one of the most widespread infections in the world,
affecting roughly 50% of the world’s population, regard-
less of gender. Generally a mild, harmless infection, tox-
oplasmosis is of grave concern to two groups of patients:
pregnant women and those with suppressed immune sys-
tems, due to HIV infection or chemotherapy treatments.

LIFE CYCLE

The parasite T. gondii is capable of infecting all
warm-blooded mammals and birds. It is found in cats,
sheep, rodents, swine, cattle, and humans. Cats hold
the unique distinction of being the only definitive host
for this organism, for it is only in the cat that the organ-
ism can progress through all of the stages of its life
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cycle. Up to 60% of all domestic cats harbor toxoplasma
in their body.

The organism enters the cat through the digestive
tract, typically when the cat eats an infected rodent or
bird. The cat’s immune response attacks the organism,
but rather than being killed, the organism enters a new
phase where it is protected from the immune system
and continues to survive. The cat (and only the cat)
then excretes in its feces a form of the organism that is
highly contagious if ingested. But this phase of the
infection only lasts about 20 days in the cat’s life, after
which the cat (while still harboring the parasite) is no
longer capable of transmitting infection.

All other animals infected with toxoplasma con-
tinue to harbor the organism in their body for the rest
of their lives but they are not contagious and the organ-
ism is not excreted in their feces, which is why all other
hosts are referred to as intermediate hosts.

HUMAN INFECTION

About 30% of Americans and Britains have had
toxoplasmosis, but in France as many as 65% (in some
regions as high as 95%) have had it. The symptoms are
generally so mild that people testing positive for toxo-
plasmosis rarely know when they became infected.

Studies on risk factors for infection have shown
that the main cause of infection is from eating under-
cooked meat, particularly sheep or lamb. The French
tend to eat more dishes using uncooked or under-
cooked meat, thus their higher rate of toxoplasmosis
exposure. Unwashed vegetables can transmit the organ-
ism as it can survive in soil. Cat ownership, in some
studies, has not been shown to be a risk factor for tox-
oplasmosis infection, presumably because there are so
few days in the cat’s life where their feces actually
contain infectious organisms.

If someone has had toxoplasmosis once, they are
forever immune afterwards, but if later in life they
develop an immunodeficiency condition (such as HIV
or cancer chemotherapy), then they can become rein-
fected (called recrudescence) and can develop a life-
threatening infection in the brain called encephalitis.

TOXOPLASMOSIS AND PREGNANCY

Toxoplasmosis, while harmless to the mother, can
have disastrous consequences for the fetus. In early

pregnancy, infection is less common but has more
severe consequences. These include miscarriage or
severe birth defects such as blindness, mental retarda-
tion, or cerebral palsy which occur in 10% of cases of
congenital toxoplasmosis. Fetal infection more com-
monly occurs in the latter half of pregnancy but fetal
manifestations are not typically evident. In fact, 90% of
babies born with late-onset congenital toxoplasmosis
look normal at birth, with only some of them develop-
ing serious vision or hearing problems, or seizures
many years later.

Documented infection can and should be treated
during pregnancy. This has been shown to help reduce
fetal harm and prevent some cases of congenital toxo-
plasmosis. It is estimated that from 1 to 10 out of 10,000
babies born in the United States have congenital toxo-
plasmosis, about 400–4,000 cases per year.

TOXOPLASMOSIS TESTING

The most common method of detecting toxo-
plasma infection is through antibody testing. Blood tests
detect the presence of IgG or IgM antibodies to the tox-
oplasma parasite. Positive IgG indicates past exposure
and is evidence of immunity. Positive IgM usually indi-
cates current infection, but there have been problems
with commercial testing for IgM resulting in a high level
of false positives. Universal screening is not practiced in
the United States.

Therefore, it is recommended that all pregnant
women testing positive for IgM have repeat tests run at
a toxoplasma reference laboratory. The Toxoplasma
Serology Laboratory in Palo Alto, California (www.pamf.
org, 1-650-853-4828) is a U.S. Centers for Disease
Control (CDC) reference laboratory. Testing done by
these highly specialized laboratories can determine
whether a previous positive blood test was actually a
false positive. By having such data available for coun-
seling, health care providers have been able to reduce
anxiety and possible consideration of pregnancy termi-
nations for perceived toxoplasmosis by 50%.

PREVENTION

1. Avoid contact with cat litter or wear gloves. Wear
gloves while gardening because the organisms
can live in the soil. Cats also like to defecate in
children’s sandboxes.
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2. Cook all meat, particularly sheep, beef, and
pork, to a minimum of 150�F (66�C). Cook poul-
try to 180�F.

3. Thoroughly wash all fruits and vegetables, or
peel them. Using soap and hot water, wash all
surfaces that have come into contact with raw
meat or poultry.

4. Do not drink unpasteurized milk or milk prod-
ucts, especially goat’s milk products.

SEE ALSO: Acquired immunodeficiency syndrome, Miscarriage,
Pregnancy
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BRYAN S. JICK

Transgenderism A simple definition of transgen-
derism is any form of dress and/or behavior interpreted
as contravening traditional gender roles. Transgenderism
comprises a diverse collection of individuals expressing
one of three basic facets. First, there are those who trans-
form to the opposite gender within the heteronormative
dichotomy. (Heteronormativity describes a binary gen-
der system, in which only two sexes are recognized,
where sex is equated with gender and gender with a
heterosexual orientation.) These individuals are referred
to as transsexuals in the medical literature and typically
seek surgical solutions to confirm their transidentity.
Those who move across or blend genders represent the
second group. Crossing involves moving to the other
side of the gender binary system (either partially or com-
pletely) but rejecting the need for surgery to confirm
identity. Thus, the emphasis is on crossing and not on
surgical transformation. Those who blend genders

combine or harmonize aspects to create a unique pre-
sentation. However, blending and crossing still give
reflexive credibility to the heteronormative categories.
There are still two genders. In the third facet, a trans-
gendered person is one who has transcended the
boundaries of the heteronormative gender binary sys-
tem. An unequivocal gender attribution can neither be
made nor in most cases does the individual permit a
category to be assigned. Gender ceases to exist for these
individuals.

Transgenderism is often represented as a challenge
to the social construction of gender. However, this may
be an oversimplification. Although the existence of
transpeople exposes the dubiousness and fragility of
the conventional female/male dichotomy, transpeople
still live in a social context that acknowledges only
females and males. The true challenge may rest with the
ability of transgendered persons to earn and maintain a
transgender attribution in the face of a socially sanc-
tioned process that constrains others to assign them to
heteronormative female and male categories.

In theory, transgenderism may appear to be an
innovative subversion of traditional gender categories
and roles. However, in practice, it may actually serve to
reinforce the heteronormativity it seeks to destabilize.
For example, establishing transgender as an official
identity creates a boundary between gendered persons
and transgendered persons. The unfortunate conse-
quence is that this separation enables the remainder of
the population to locate transpeople into a category of
other and helps them to be even more secure about
dividing themselves along established gender lines.

Numerous other societies have accommodated
transgenderism as a legitimate third gender category.
Examples include the Hijiras of India, Native American
Berdaches, Eunuchs of the Byzantine Empire, the Mahu
of Tahiti, Philippine Baklas, the Kathoey of Thailand,
Indonesian Warias, and the Fafafines of Samoa, among
others. Many societies throughout history have also
accommodated transgenderism in the performing arts.
Because women were forbidden to appear on stage in
past centuries, men were required to take the roles of
women. The ongoing Japanese Kabuki Theater, where
the tradition of performing a female role on stage is
passed from father to son, and the long-abandoned
tradition of castrato sopranos in the Italian Opera,
where young boys were castrated to preserve their
soprano singing voices, are two examples.

Societies with strong Christian traditions tend to
be less tolerant of transgenderism. However, even in
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societies where it is accommodated, tolerance does not
necessarily translate to acceptance. Persecution of trans-
people can be found everywhere. Moreover, the focus
on describing the diversity under the transgendered
umbrella tends to divert attention away from the social
and political consequences of forming a transgender
identity and the historical progression that made it
possible.

SEE ALSO: Femininity, Gender, Gender role, Homosexuality,
Intersexuality, Lesbian, Masculinity, Queer, Transsexuality
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ANGELA PATTATUCCI ARAGON

Transsexuality Transsexuality is a clinical diag-
nosis representing the most extreme manifestation of
gender dysphoria—a psychological condition in which
a person’s gender identity is opposite that of their
assigned sex at birth. Simply stated, the individual
believes that they were born into the wrong body, a sit-
uation that occurs in approximately equal frequency for
individuals originally assigned female or male at birth.
Although the medical establishment and popular media
have freely used the term transsexual as a descriptive
term for these individuals, a growing activist movement
has rejected this designation in lieu of using transpeo-
ple or transwoman or transman.

Transsexuality as a distinct and treatable medical
condition is a relatively recent phenomenon. However,
incidences of women who lived their lives as men and
men who lived their lives as women have been
recorded throughout history in many societies. Several
theorists have proposed that transsexuality is a variation
in the gestational sex development pathway. However,
unlike intersex conditions in which the variation rests in
sexual differentiation of the gonads (see entries on
Intersexuality and Hermaphroditism), for transsexuality
the proposed variation is instead located in sexual

differentiation of the brain. This hypothesis is concep-
tually appealing and is in fact supported by a number
of studies on animals, but the definitive link for humans
has remained elusive.

Because transsexuality cannot be detected visually
or by any simple medical test, the transmale or transfe-
male appears to be a typical female or male with pri-
mary and secondary sexual characteristics congruent
with their assigned sex at birth. Consequently, people
often erroneously conclude that transsexuality is an
emotional or psychological problem, that with a little
self-discipline, or with counseling, transpeople can act
normally and accept their original sex assignment.
However, decades of psychiatric interventions, some
bordering on barbarism, failed to effect even a single
instance of a positive and permanent outcome—in this
case, defined as adjustment to a gender identity and
associated gender role congruent with the transperson’s
assigned sex at birth. In response to this resounding
failure, psychiatrist and endocrinologist Dr. Harry
Benjamin emerged in the 1950s with a new and radical
treatment for transsexuality. He reasoned that if the
mind could not be changed to correspond to the body,
then the body should be changed to match the mind.

Benjamin’s efforts ushered in the era of gender
reassignment surgery, and with it a shift in focus from
altering minds to reshaping bodies. The procedure is a
combination of hormone treatment and major surgery
to transform the appearance of genitalia and secondary
sex characteristics. Methods have evolved over the
years to become progressively more sophisticated and
in some cases have driven advances in other areas of
reconstructive surgery. However, a third, but unex-
plored, option to deal with transsexuality was to edu-
cate people about the ways in which gender is socially
constructed in societies—in effect, to give societies an
attitude reassignment (see entries on Queer and
Transgenderism). This option is admittedly oriented
toward a long-term solution, but it neither requires
changing the minds of individuals nor their bodies. It
also correctly locates transsexuality as a symptom of a
greater problem—the strict adherence by societies to
rigidly defined binary gender categories that are pre-
sumed to be mutually exclusive extensions of biology.
In fact, some theorists argue that gender dysphoria
would all but disappear as a psychological condition if
societies simply embraced diversity and treated people
with greater compassion and respect.

Although the issues and challenges that intersex
and transpeople face are for the most part different,
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they have one common thread. The medical establish-
ment manages both conditions with a surgical solution
that is designed to erase evidence of human diversity.
In both situations, bodies are surgically altered to
“normalize” their appearance. For the intersexed, this is
done without individual consent, whereas for transpeo-
ple, this is done with individual consent.

In addition to facing an array of personal, social,
and financial challenges before surgical intervention,
transpeople often encounter legal obstacles after the
procedure has been completed. In the United States,
policies surrounding legal recognition of gender reas-
signment, along with requirements for divorce (if the
individual was married prior to surgery), child custody
and visitation rights, future marriage, and adoption are
in the hands of state legislatures and vary considerably.
Additionally, a majority of states in the United States
makes it legal to openly discriminate against transper-
sons, as well as homosexuals, in employment and hous-
ing. Policies vary internationally as well.

An unfortunate byproduct of the medicalization of
transsexuality is that the gender reassignment proce-
dure has grown to become inappropriately viewed as a
cure rather than a treatment. Although gender reassign-
ment surgery may the best short-term solution at the
present time when all things are considered, a cure for
transsexuality should render the treatment obsolete.
When viewed from this perspective, it is clear that the
cure does not rest at the individual level (changing bod-
ies), but rather at the societal level through changing
the normative values that societies hold about gender.

SEE ALSO: Femininity, Gender, Gender role, Homosexuality,
Intersexuality, Lesbian, Masculinity, Queer, Transgenderism
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Trichomoniasis Trichomonads are motile, flagel-
late, protozoan organisms known to cause a diverse

spectrum of diseases in humans. Most of these diseases
are rare. The single exception is Trichomonas vaginalis,
the most significant of these parasites, which infects
between 3 and 5 million American women each year.
The organism causes an inflammation of the vaginal
wall, or vaginitis, in women who contract this disease.
The disease is usually sexually transmitted and the inci-
dence is high particularly in populations at risk for other
venereal diseases, such as those attending clinics for
sexually transmitted diseases, those with multiple sexual
partners, and those infected with HIV. T. vaginalis also
causes genital infections in men; because these tend to
be asymptomatic, the true incidence of infection in this
population is unknown.

The clinical presentation of trichomoniasis is vari-
able. It is estimated that between one fourth and one
half of infected women are asymptomatic; in symptom-
atic women, the most common complaints are usually
of malodorous vaginal discharge, discomfort with
urination, and vulvovaginal irritation, pain, or burning. A
history of unprotected sexual intercourse is usually pre-
sent. On pelvic examination, a yellow-green discharge,
usually described as “frothy,” may be present in the
vagina. Other signs may include vulvovaginal erythema
(redness) and a “strawberry” appearance of the cervix.
The latter finding is caused by microscopic hemorrhages
in the surface tissue in the cervix (exocervical mucosa).
In men, T. vaginalis infection is usually asymptomatic.
Symptomatic men may experience urethral burning,
pain with urination, or rarely a penile discharge.

Diagnosis of infection with T. vaginalis in women
is usually made by examination of vaginal secretions.
Characteristics that are suggestive of trichomoniasis
include a yellow-green, frothy discharge, with pH level
(acid level) of greater than 4.5. Conclusive proof of
disease includes the microscopic identification of the
organisms on a wet-mount slide of vaginal secretions.
The diagnosis can also be made if the organism is iden-
tified in samples recovered from the exocervix (such as
those obtained via Pap smear); however, this method is
less sensitive and is therefore not currently recom-
mended. In men, a diagnosis of trichomoniasis may be
more difficult to establish and microscopic examination
of both a urethral sample and a urine sample may be
necessary. In both sexes, the ability to detect the dis-
ease may be increased by combining direct microscopic
evaluation with cultures of infected material. Most
importantly, women with trichomoniasis should also
be screened for other coexistent sexually transmitted
diseases.

Trichomoniasis
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Treatment of trichomoniasis is fairly straightforward
and, in most cases, exceedingly successful. The main-
stay of therapy is the antibiotic metronidazole, which
is highly active against most strains of T. vaginalis.
The drug can be administered as a single, oral dose
(usual dose 2 g) to cure the majority of cases of tri-
chomoniasis. This single-dose regimen tends to be eas-
ier for most individuals to take. For individuals unable
to tolerate this dose or for those with recurrent disease
after the single-dose regimen, a 7-day course of therapy,
consisting of a gram of metronidazole daily, adminis-
tered in two divided doses, is recommended. In rare
cases of true antibiotic resistance in the organism,
higher dose metronidazole, topical paromomycin, and
tinidazole have all been shown to be efficacious in
eradicating the disease. All infected women should be
counseled regarding the necessity of having their sexual
partners seek treatment, as reinfection from an asymp-
tomatic sexual partner (partner with no symptoms)
remains a common cause of relapsing disease after
treatment. Reinforcement of safe sex practices remains
critical.

It is generally recommended that all individuals
diagnosed with T. vaginalis infection undergo antibi-
otic treatment. Although many men and some women
are diagnosed while asymptomatic, they may become
symptomatic at a later date or may unknowingly trans-
mit the organism to others through unprotected sexual
contact. Additionally, some studies have suggested
that women with untreated trichomoniasis may be more
susceptible to HIV disease, due to the damage of
surface tissue (disruption of native mucosal barriers)
by inflammation. Pregnant women who contract
T. vaginalis may be more likely to deliver premature
or low-birthweight infants. Although it has not been
established conclusively that cure of infection in
expectant mothers will prevent these negative events,
current guidelines also support treatment of women
with trichomoniasis during pregnancy (gestational
trichomoniasis).

SEE ALSO: Condoms, Safer sex, Sexually transmitted diseases
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Trichotillomania Trichotillomania, a disorder of
chronic hair pulling, is classified in the Diagnostic
Statistical Manual of Mental Disorders, fourth edition
(DSM-IV) as an impulse control disorder. The individual
experiences a recurrent and generally irresistible urge
to engage in hair pulling, resulting in significant hair
loss. This may occur at multiple sites, most often on the
scalp, but also on the eyebrows, eyelashes, pubic area,
underarm (axillary area), and beard. A sense of tension
is experienced just before the hair pulling or if the indi-
vidual resists pulling. As the hair is pulled, the patient
experiences a sense of pleasure, gratification, or relief.
To be considered as trichotillomania in the DSM-IV, hair
pulling must not be caused by any medical, derma-
tological, or psychiatric disorder and should cause
clinically significant distress and impairment in social,
occupational, or other important areas of functioning.

Trichotillomania was previously considered a rare
condition. Recent studies suggest a lifetime prevalence
of 2–3%, children more often than adults and female:
male ratio of 7:1 or higher, perhaps because females are
more likely to seek medical care. It predominantly
develops in the first two decades of life with a mean
age of onset at 13 years. As with obsessive–compulsive
disorder (OCD), patients with trichotillomania are
secretive about their symptoms and tend to disguise
hair loss with hair styles and hair prosthetics. They may
be embarrassed by the hair loss or reluctant to seek
treatment, thus delaying recognition of the disorder.
The course of the disease varies, from chronic to
episodic to permanent remission. Two styles of hair
pulling have been proposed. Patients with a “focused
style” center their complete attention on the pulling
activity. The majority of patients have an “automatic
style” and practice hair pulling parallel to other situa-
tions like reading or watching television. Hair pullers
often describe a combination of both styles.

Hair pulling results in alopecia (hairless areas on
the scalp), which occurs in irregular patches and is
identifiable by its distinctive pathology on scalp biopsy.
On skin surface (histopathologic) examination, there is
no scarring, inflammation, or abnormalities of the scalp
or skin. Short broken strands are mixed with a few
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longer, normal hairs. Hair pulling of trichotillomania is
not reported to be painful. The diagnostic evaluation of
trichotillomania includes a number of different medical
conditions and psychiatric pathology like OCD. Patchy
hair loss can be seen in patients with syphilis, tinea
capitis (head lice), and systemic lupus erythematosus
(a disorder of the immune system), but is usually
accompanied by inflammation. Alopecia can cause
either generalized or patchy hair loss. When patches
occur, they are sharply bounded and lack any normal
hair. Unlike patients with trichotillomania, medical con-
ditions like hypothyroidism and lithium toxicity cause
generalized hair loss. Hair pulling of OCD is performed
consciously to avoid anxiety and may be associated
with other rituals. Hair pulling of trichotillomania, on
the other hand, is pleasurable, performed in response
to anxiety, and is associated with denial and minimum
awareness.

Medical complications of trichotillomania can
include infection and scarring at the site, change in
color or texture of the hair, slowed or stopped hair
growth, and indirect complications leading to fear of
embarrassment such as avoiding physical examinations,
and the like. Trichophagy or hair ingestion may
accompany hair pulling, sometimes leading to devel-
opment of a trichobezoar (hairball). Anorexia (lack
of appetite), stomach pain, obstruction, anemia (low
blood count), and malnutrition may develop secondary
to trichobezoar formation. Repetitive arm and hand
movements involved in hair pulling can cause carpal
tunnel syndrome and other neuromuscular disorders.
Psychiatric comorbidities (conditions occurring at the
same time) include major depression, generalized
anxiety disorder, eating disorder, Tourette’s syndrome
(a syndrome of involuntary tics), body dysmorphic
disorder (abnormal perception of body form), alcohol
or other substance dependence and abuse, simple or
social phobia. Prevalence of OCD in these patients is
extremely high (13%), as compared to the general
population (2–3%).

Although trichotillomania may be multidetermined
(caused by multiple factors), its onset has been linked to
stressful situations in more than 25% of all cases.
Disturbances in mother–child relationships, fear of being
left alone, and recent object loss are often cited as
important contributing factors. Neurobiological investi-
gations show evidence of abnormal patterns of brain
neurotransmitters (serotonin) and involvement of the
parts of the brain called the basal ganglia and frontal
lobes, similar to that seen in people with OCD and

Tourette’s syndrome. Baseline levels of amino acids in
spinal fluid (cerebrol spinal fluid 5-hydroxyindoleacetic
acid levels) in individuals with trichotillomania seem to
correlate with response to serotonin reuptake inhibitors
(some types of antidepressant medications). Severity of
assessment of trichotillomania can be assessed by
different questionnaires: Trichotillomania Questionnaire,
Massachusetts General Hospital Hairpulling Scale, Tricho-
tillomania Symptom Severity Scale, Trichotillomania
Impairment Scale, and Physician’s Rating of Clinical
Progress Scale.

Treatment options include medication, behavioral
techniques, and hypnosis. Selective serotonin reuptake
inhibitors (SSRI) remain the most popular pharmaco-
logical intervention and have the most evidence-based
support. Very scientifically rigorous research studies
(double-blind placebo-controlled studies) have docu-
mented positive treatment responses to the antidepres-
sant medications clomipramine, fluvoxamine, and
fluoxetine. Lithium may lead to decreased hair pulling
and mild to moderate hair growth but relapse often
occurs. Lithium can cause hair loss by itself, especially
if there is a coexistent zinc deficiency. Treatment with
naltrexone has shown mixed results and there are case
reports documenting efficacy of buspirone, lev-
onorgestrel, and fenfluramine. Neuroleptics have been
successfully used in cases of hair pulling associated
with severe mental disorders such as autism and with
conditions in which individuals have conditions of
abnormal perception, such as psychosis.

The most widely studied, preferred, and popular
treatment is the behavioral technique of habit reversal. It
includes the principle of awareness training, which con-
sists of monitoring all urges to pull, actual occurrences of
pulling, and feelings immediately before and after the
pulling. Habit reversal also includes competing response
training which requires substituting an incompatible
behavior like clenching an object when experiencing the
urge to pull out hair. Relaxation training, overcorrection
like extensive hair brushing, and prevention training are
other components of behavioral therapy. Hypnosis may
be used independently or as complementing other
techniques. The focus is on helping the individual
become more aware of what he or she is doing and rein-
forcing behavioral control over hair pulling. In addition,
cognitive-behavioral therapy can assist the patient in
counteracting maladaptive thought patterns. Ongoing
research is hopeful with up-to-date information available
online through the Trichotillomania Learning Center
(http://www.trich.org).
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SEE ALSO: Anxiety disorders, Body image, Depression,
Obsessive–compulsive disorder
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Trigeminal Neuralgia Trigeminal neuralgia is a
descriptive term applied to cases of brief, excruciating,
electric-shock-like pains affecting one side or the other
of the face. The term derives from combining neuralgia,
meaning pain originating aberrantly in a nerve, with
trigeminal, the name of the nerve responsible for carry-
ing sensation from the face. It has also been referred to
as tic douloureux, a misnomer applied to the facial
wincing (mistakenly labeled tics) that often results from
the episodic pains. The pains of trigeminal neuralgia
typically last only seconds at a time. They are often
described by patients as seeming electrical (such as “like
a bolt of lightning”), and can be among the most excru-
ciating the person has ever experienced in his or her
lifetime. Pains typically occur only in the lower half of
the face, in the distribution of the second and third divi-
sions of the nerve. Most people with this condition
experience periods of frequent pains, interspersed with
other periods of relative quietude. Many people find that
they have a “trigger zone,” an area of facial skin or oral
mucous membrane in which light touch or other normal
sensation can induce paroxysms of pain.

The disorder typically begins when someone is in
their 50s or 60s, and affects women slightly more fre-
quently than men. In the overwhelming majority of
cases, trigeminal neuralgia arises for unknown reasons;
it does not mean that there is an underlying neuro-
logical disorder. However, in a very small minority of

sufferers, the condition is caused by a small tumor,
vascular malformation, or area of inflammation. It is
therefore very important that a physician evaluate any
sufferer of pain potentially consistent with this disorder,
and make note of any symptoms other than the pains.
Symptoms that may be particularly important are facial
numbness between pains, and current or past episodes
of (a) numbness or tingling in the face or elsewhere in
the body, (b) loss of vision, blurry vision, or double
vision, (c) ringing or rushing noises in the ears, or hear-
ing loss, (d) balance disturbances, (e) weakness or
clumsiness of any part of the body, especially of the
face or mouth, (f) difficulty speaking or swallowing, or
(g) fainting or lightheadedness. Presence of any of
these signs is worrisome for the presence of abnormal
vein patterns (vascular malformation), tumor, or the
inflammation of multiple sclerosis, and should prompt
the clinician to proceed with contrasted magnetic reso-
nance imaging (MRI) of the brain, which is far more
sensitive than standard CT (computerized assisted
tomography—CAT scan) for brainstem disease.
Presentation of the disorder before the age of 50 should
likewise prompt specialized imaging of the nervous sys-
tem (neuroimaging). It is also important to be aware of
any other symptoms that accompany the pain, such as
tearing, excessive salivation, facial flushing, or altered
sensation elsewhere besides the face; these signs may
suggest that the underlying diagnosis (real problem) is
cluster headache.

The first choice (preferred) treatment of trigeminal
neuralgia is the antiseizure medication carbamazepine.
Many people obtain complete relief from this agent.
The drawbacks of carbamazepine are potential damage
to the blood-producing apparatus of the bone marrow
(bone marrow suppression), potential liver toxicity, and
many possible interactions with other medications, par-
ticularly oral contraceptive pills. Any woman starting
carbamazepine who is taking birth control pills should
discuss the issue both with the physician starting
the carbamazepine, and with her gynecologist.
Carbamazepine may be associated with a higher rate of
birth defects among infants of mothers who took car-
bamazepine during pregnancy. This increase in risk is
moderate and a woman of childbearing age taking car-
bamazepine must take extra precautions to avoid preg-
nancy, and discuss the risks and potential alternative
treatments with her physician if she wishes to become
pregnant.

Other medications for trigeminal neuralgia have
been tried, and reported to be beneficial to some
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individuals. In particular, a modified form of carbam-
azepine, oxcarbazepine, has now been on the market
for a few years, and appears to have fewer adverse
effects. Other medications that have been tried and
found effective in a few individuals include phenytoin,
lamotrigine, gabapentin, baclofen, and clonazepam.

In many people for whom medications fail, there is
an option of progressing to surgical treatment. In many
cases, the abnormal sensory transmission underlying
the pains is due to compression of the trigeminal nerve
by an abnormal brain artery; surgery to relieve this
compression, in those with this cause, can be 80%
effective or better. This option must, however, be uti-
lized only after a reasonable trial of medication, and
only in individuals who are otherwise without medical
illness. This is because the surgery involved, while gen-
erally safe in the hands of an experienced neurosur-
geon, is nonetheless fairly risky. An alternative
procedure does exist, for those in whom medications
have been fruitless but are poor candidates for the more
risky arterial surgery, but has risks of its own.

Trigeminal neuralgia rarely spontaneously resolves,
and treatments are generally not completely curative. In
this sense, trigeminal neuralgia is essentially a lifelong,
incurable disorder. In most individuals, however, symp-
toms can be adequately controlled, by medicine or
surgery, to permit carrying on in life with minimal dis-
ruption from pain.

SEE ALSO: Chronic pain, Neuropathy, Pain, Seizures
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Tubal Ligation Tubal ligation, often referred to
as “tying the tubes,” is one of the most popular meth-
ods of fertility control in the United States. This is the
most commonly used method of contraception among
married or previously married women. The procedure

involves ligating, or surgically interrupting the fallopian
tubes. This prevents the egg (ovum) from being trans-
ported to the uterus, and also blocks the passage of
sperm through the tubes.

There are several methods of tubal ligation. It is
generally performed laparoscopically as an outpatient
procedure under general anesthesia. A laparoscope is a
narrow telescope which is inserted through the belly
button after the abdomen is filled with gas. Another
small incision is usually made above the pubic bone,
and the tubes can be ligated with rings or bands, or cau-
terized (burned). Alternatively, at the time of cesarean
section, the tubes may be ligated. After a vaginal deliv-
ery, a surgical procedure called a “mini-laparotomy” can
be performed under epidural, spinal, or general anes-
thesia. This involves making a small incision below the
umbilicus and locating and ligating the tubes through
the incision. This does not normally increase a woman’s
hospital stay.

There are some risks to this surgical procedure.
A very small percentage of women will have serious
complications related to general anesthesia. Another
potentially serious complication is injury to the bladder,
bowel, or blood vessels during the operation.

Occasionally, tubal ligation fails, and the woman
becomes pregnant. The pregnancy rate after tubal liga-
tion is about 1 in 200, and is higher for younger women.

Another serious problem after tubal ligation is
regret, which is more common in younger women, and
in women who remarry. Tubal ligation may be
reversed, but this requires a major surgical procedure.
Following a tubal ligation reversal, approximately
50–80% of women will become pregnant, depending
upon the type of tubal ligation that was performed.

Most providers will also counsel women about
other alternatives prior to performing a tubal ligation.
Tubal ligation is often a good choice for women who
are positive in not desiring future pregnancy.

SEE ALSO: Birth control, Pregnancy

KAREN L. ASHBY

Turner Syndrome Turner syndrome (TS), alter-
nately referred to as Turner’s syndrome, monosomy X,
and gonadal dysgenesis, was first described in 1938 by
Dr. Henry Turner in a case report of several girls with
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short stature, no secondary sexual characteristics, arms
that bent outwards at the elbows (called cubitus val-
gus), neck webbing, and a low posterior hairline. These
characteristics are now recognized as cardinal signs of
TS, which occurs in approximately 1/2,000 live female
births. There are approximately 60,000 girls and women
with TS in the United States; approximately 800 infants
are born with TS in the United States every year. All TS
children are girls and of short stature, on average 4 ft,
7 in. tall, if not treated with growth hormone. Other signs
and symptoms are lymphedema (swelling, often in the
hands and feet), a broad chest, a short fourth or fifth
metacarpal, low-set ears, a small mandible, strabismus
(tendency for eyes to wander or cross), and numerous
pigmented nevi (moles). We now understand that there
are additional associated abnormalities, including lack
of development of the ovaries (ovarian dysgenesis)
leading to infertility in the majority of women, curvature
of the spine (scoliosis), abnormal bone development
(bone dysplasia), inner ear defects, a highly arched
palate, kidney malformations, and cardiovascular anom-
alies (such as a malformed heart [tricuspid] valve, nar-
rowing of the major blood vessel in the chest [aorta],
and weakening of the wall of the aorta, which can lead
to devastating splitting/tissue breakdown [dissection
and rupture]). Other medical complications may include
high blood pressure, diabetes, arthritis, obesity, hearing
loss, exaggerated scar formation, cataracts, and
hypothyroidism. Obtaining health insurance can be dif-
ficult for patients with TS; some plans may also refuse
to pay for treatments such as growth hormone, as dis-
cussed below. Little information about life expectancy
exists; current studies are examining this question.

CAUSES OF TURNER SYNDROME

In TS, all or part of one of the X chromosomes is
lost near the time of conception. The “pure” form of TS,
which was the first form identified and represents
approximately 50% of cases, is designated 45X or 45XO,
meaning that one of the X chromosomes did not get
passed to the child by a parent. “Mosaicism” (approxi-
mately 30% of cases) occurs in the developing cell,
when cell division fails to properly duplicate the genetic
material. In these situations the girl has some cells with
the usual number of chromosomes, 46XX, and others
that are missing an X. In approximately 20% of girls
with TS, both X chromosomes are present, but there are
structural abnormalities of one X chromosome. The

chromosomal abnormality is not caused by anything
either parent has done, and there is no known way to
prevent the disorder. Older maternal age is not a factor.

DIAGNOSIS

Only about 1% of pregnancies of TS fetuses result
in live births, with spontaneous abortion being the
usual consequence of this chromosomal abnormality.
Early diagnosis is critical for possible prevention and
treatment of the signs and symptoms of TS. The diag-
nosis is made by chromosomal testing (karyotype),
which may be done before birth (prenatally) as part of
a specialized procedure to examine the fluid or tissue
surrounding the fetus (amniocentesis or chorionic villus
sampling procedure). TS may be suspected during
ultrasound if the test reveals a heart defect or a specific
type of fluid accumulation around the neck (lymphatic
fluid). Approximately half of TS girls are diagnosed
during infancy due to physical features consistent with
the disorder, although many escape detection. Later on,
short stature and failure to develop secondary sexual
characteristics such as breasts or public hair often indi-
cate a problem. On rare occasions, diagnosis is delayed
until adulthood when a woman seeks care for loss of
the menstrual period and/or infertility.

TREATMENT

Current recommendations for treatment include
use of growth hormone (with or without androgens) to
ameliorate short stature, estrogen to initiate the devel-
opment of secondary sexual characteristics, attention to
learning and possible learning disabilities, consideration
of social and emotional development, and close med-
ical screening and follow-up of associated medical
problems. A specialist in childhood endocrine disorders
(pediatric endocrinologist) typically prescribes and
directs the hormonal treatment. Growth charting is used
to track growth; when the girl’s height drops below the
5th percentile (growth category) on a standard growth
chart, growth hormone is usually started. This may be
done as early as age 2 years. Treatment with growth
hormone may be combined with low-dose hormone
treatment (androgens) after the girl has reached the age
of 9 years to further aid growth. Estrogen accelerates
skeletal maturation, so treatment with this hormone is
often delayed until the age of 12–15 years to allow for
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more growth. Only 1% of girls with TS menstruate
without estrogen treatment. Estrogen therapy initiates
puberty changes—breast development, uterus growth,
and body contour changes. After 1–3 years, the hor-
mone progesterone is added to begin the menstrual
cycle. Female hormone therapy is typically continued
until around the age of 50 years, when menopause
would usually occur.

Girls with TS have a high rate of nonverbal learn-
ing disabilities, such as visual-spatial difficulties and
trouble with math. Early detection and work with spe-
cialists can help the child learn strategies to deal with
the deficits, which if left unaddressed can contribute to
social difficulties. Attention to the girl’s emotional
growth and development is extremely important as she
may feel different from other girls due to her slower
growth and sexual development. Support groups fill a
critical need in this area as girls with TS meet others
with the syndrome, and parents receive practical advice
and support.

SEE ALSO: Access to health care, Health insurance, Hormone
replacement therapy
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Ultrasound Ultrasound is a specialized diagnostic
procedure which allows clinicians to visualize internal
body parts or structures. What is the science behind this
fascinating tool? Just as a violin string vibrates to produce
sound, a solid ceramic “crystal” inside a protected cas-
ing (the probe) is set to vibrate by an electrical signal.
The frequency, or pitch, is higher than humans can rec-
ognize. These sound waves travel outward and are
reflected back as echoes, then being “heard” by the
same probe which released them. Computer-based pro-
cessing allows the sending and receiving of signals from
multiple sites on the crystal to occur so rapidly that use
of the entire array to form a picture makes it almost
instantaneous. Thus, “real-time” movement is observed as
the image is updated at a rate of many times per second.
The two-dimensional image is created because, just like
in fish-finding sonar, the length of time it takes for the
sound to travel to and from the surface reflecting the
echo indicates the depth. The returned echo is translated
electronically into digital information, which can be
processed further. What one sees is that a very dense
structure will create a strong echo which appears white.
Full transmission of the sound waves (no echo) will leave
the image black. A spectrum of gray indicates the range
of densities and the whole result is like an artist’s canvas
and shows a “slice” of whatever the target tissue is.

The quality of ultrasound has improved dramati-
cally since the first two-dimensional images in the mid-
1970s. The electronics, computerized processing, speed,
fine detail, and the display of motion using graphs and
color have made it not only easier to perform but also
widened the applications. Not content to settle for only

one two-dimensional picture at a time, the acquisition of
the same type of sound echo information from multiple
adjacent “slices” forms a volume of digital data. These
data can be selectively processed to reveal any chosen
slice or the surface of a solid structure inside water, such
as the fetal face inside amniotic fluid.

Contrast between water (fluid), which transmits
sound waves, and dense tissue, which reflects sound
waves, provides the clearest images. Ultrasound is thus
most useful in examining structures where that difference
is present, such as unborn babies in amniotic fluid, heart
and vessels containing blood, joints with fluid, gallblad-
ders with bile, kidneys and the collecting system con-
taining urine, and the like. Where such contrast does not
naturally exist, it has been specially introduced, such as
the infusion of saline into the nonpregnant uterine cavity
to perform sonohysterography.

A variety of probe sizes, shapes, and sound wave
frequencies are available to “see” at shallow and deep
levels or inside body cavities. One example is the
intravaginal probe, which provides good views of early
pregnancy and the nonpregnant uterus. Due to probe
technology, a full bladder is rarely needed anymore for
obstetrical or gynecologic exams and in fact may hinder
or mislead the examiner.

In obstetrics, the number of babies, their sizes, their
organ structures including brain, the shape of their limbs
and bones, the appearance of the face and other fea-
tures are eagerly sought by prospective parents. From
such things, we postulate due date, adequacy of growth,
and probability of being “normal.” Also important to the
medical caregivers is information about the baby’s envi-
ronment: placenta, amniotic fluid, uterus, and cervix.
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Such things may imply an increased risk later on in the
pregnancy. Sometimes we can be virtually certain about
what these observations mean; at other times we must
consider a range of possibilities with no answer
expected during the pregnancy. To accomplish further
testing or even treat a few conditions, ultrasound can be
used to guide placement into the uterus of a needle,
catheter, or fiber-optic scope. As pregnancy advances,
observations of fetal movement, blood flowing to the
placenta through the umbilical cord, and blood distribu-
tion to fetal brain or other organs may reassure or con-
versely reveal a problem indicating whether delivery or
some other action on behalf of the baby is needed. One
big caution bears repeating: Fetal weight estimated from
ultrasound measurements in late pregnancy should be
taken with a big grain of salt.

Although obstetrics was the first use to rapidly
grow, ultrasound has become essential to gynecology
as well as cardiology and almost all areas of medicine.
Abnormal vaginal bleeding, pelvic pain, a mass or large
lump felt on physical examination, possible cancer,
fibroids, and many other gynecologic concerns can be
clarified by looking with ultrasound.

Ultrasound examinations are rarely uncomfortable.
Patients are often examined while on their backs, and a
change of position is used either to see better in a spe-
cific way or to assist in patient comfort. No harmful
effects have been observed in the many years of ultra-
sound use, even heavy use during a complicated preg-
nancy. Based on research, for example, effects on tissue
culture, the possibility of biological effects has not been
completely ruled out, however, particularly with exten-
sive use in early pregnancy. Thus, casually looking at
an unborn baby just for fun is not recommended.

SEE ALSO: Abdominal pain, Cancer screening, Pelvic examina-
tion, Pregnancy testing, Prenatal care, Uterine fibroids

Suggested Resources
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SUSAN E. RUTHERFORD

United States Civil Rights Act of 1964
Congress passed the most significant legislation affect-
ing equal rights in 1964. The Civil Rights Act made
it illegal to discriminate against a person because of

his or her race, color, religion, national origin, or sex.
This law essentially gave minorities equal access to edu-
cation, employment, and other opportunities. In addi-
tion, the Civil Rights Act made discrimination and
segregation illegal in public places, state programs, and
community programs. The Equal Employment Oppor-
tunity Commission, which was created by the Civil
Rights Act, was formed to monitor and enforce the man-
date of this law.

Support for the Civil Rights Act began with
marches and demonstrations by the Southern Christian
Leadership Conference and the Student Nonviolent
Coordinating Committee. The brutality unleashed on
these peaceful protesters led to President Kennedy’s
support to pass a federal civil rights law in 1963. In sup-
port of the law, Dr. Martin Luther King held a public
demonstration called “Jobs and Freedom” in
Washington, DC. Over 250,000 people attended and
heard Dr. King’s “I Have a Dream” speech.

Although the viability of the civil rights legislation
was threatened by the assassination of President
Kennedy, the push for civil rights law continued when
Vice President Lyndon B. Johnson became President.
However, several strong Southern senators led a cam-
paign against the civil rights legislation by initiating and
sustaining the longest filibuster in history, which lasted
for a total of 8 weeks. Despite the Southern senators’
strong opposition, they were unsuccessful in preventing
the legislation from becoming law. The filibuster was
finally defeated by cloture, which allowed 60 senators
to vote and end the filibuster. As a result, the Civil
Rights Act of 1964 became law.

Even though the Civil Rights Act of 1964 made
discrimination against women illegal, the Equal
Employment Opportunity Commission did not enforce
the ban on gender discrimination. More work was
needed to ensure equality for women. The momentum
of the Civil Rights Act of 1964 encouraged women’s
rights organizations such as the National Organization
for Women to continue their campaign for equality.
These organizations pushed for either a constitutional
amendment or a Supreme Court ruling that would fur-
ther the prohibition of gender discrimination. Although
the constitutional amendment known as the Equal
Rights Amendment failed, the Supreme Court ruled that
gender discrimination violated the 14th amendment’s
Equal Protection Clause. Other enacted laws that pro-
hibited gender discrimination such as the Pregnancy
Discrimination Act of 1978, were passed due to the
groundwork established by the Civil Rights Act of 1964.

United States Civil Rights Act of 1964
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The abolition of gender discrimination in the work-
place was a major goal of the Civil Rights Act of 1964.
This Act continues to make it illegal for an employer to
treat an employee differently because of his or her sex.
Company policies that discriminate against women and
job advertisements that discourage women from apply-
ing are violations of the Civil Rights Act. The provisions
apply regardless of the physically demanding nature of
the job or high turnover rates. The Civil Rights Act
prohibits virtually all unilateral discrimination against
women.

Over time, the Civil Rights Act of 1964 has been
amended to expand the law against discrimination. In
1972, the Civil Rights Act was amended to prohibit dis-
crimination by private employers. In addition, the Act
was amended in 1980 to prohibit discrimination against
persons with disabilities, which includes those with
physical, mental, and health disabilities such as AIDS.
The 1991 amendment expanded employment discrimi-
nation protection for women and minorities.

Today, the effect of the Civil Rights Act of 1964 is
visible in the workplace and educational systems. The
number of women employed since 1950 has risen
over 70%. In education, the number of female students
becoming doctors and lawyers has risen dramatically in
the last 40 years. Equal access to education has enabled
women to study engineering and become astronauts for
NASA. Business ownership among women has sky-
rocketed because of the equal opportunity provided by
the Civil Rights Act of 1964.

The 1964 Civil Rights Act was a landmark legislation
that furthered and expanded civil rights and equality
under the law. It was the first step toward giving every
man or woman, regardless of race, an opportunity to
pursue any educational career he or she wishes, to own
businesses, and to receive equal treatment in the work-
place. It allowed U.S. citizens to fully exercise their rights,
regardless of sex, color, national origin, or religion.

SEE ALSO: Affirmative action, Discrimination, Sexual harassment
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ELIZABETH M. VALENCIA

Urinary Incontinence and Voiding
Dysfunction The function of the bladder is to
store urine that is produced in the kidneys and trans-
ported to the bladder via the ureters (tubes leading
from the kidneys to the bladder). The bladder should
store urine effortlessly and painlessly until a socially
appropriate situation arises for its evacuation. Voiding
(urinating) should be voluntary, painless, and result in
the near-complete emptying of the bladder. Urinary
incontinence is defined as the involuntary loss of urine
that is objectively demonstrable. There are various rea-
sons why a woman develops urinary incontinence. It is
important to determine the mechanism responsible for
leakage since treatment strategies will vary accordingly.
Difficulty in emptying the bladder is termed voiding
dysfunction and has various causes and manifestations.

Incontinence affects an estimated 13 million
Americans. The prevalence increases with age and
varies widely among various studies from 2% to 27%
depending upon the population studied and the defin-
itions given for incontinence as well as the method of
data collection. An increasing number of vaginal
deliveries seems to correlate with the presence of
incontinence.

TYPES OF URINARY INCONTINENCE

The most common type of incontinence in women
is stress incontinence, which is defined as involuntary
loss of urine that occurs coincident with increased intra-
abdominal pressures. These can occur during coughing,
sneezing, laughing, exercising, or even while getting up
from a seated position.

Urge incontinence is the involuntary leakage of
urine coincident with a strong urge to urinate. This is
often accompanied by urinary frequency (going more
than eight times during the day), urgency (“when I
gotta go, I gotta go!!!”), and nocturia (awakening fre-
quently at night to urinate). This condition has been
recently termed overactive bladder. Mixed incontinence
refers to having features of both conditions of stress and
urge incontinence.

Overflow incontinence is less common in women,
and is associated with incomplete emptying of the blad-
der and maintaining excessive urine in the bladder (a
high residual volume) even after voiding. Such voiding
dysfunction can be the result of neurological disease,
medications, acute inflammatory conditions of the tube
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leading out from the bladder (urethra) and/or genital
structures (vulva), obstruction from surgery, prolapse
(inversion) of the bladder, or a variety of other pelvic,
endocrinologic, or psychogenic conditions. In addition
to overflow incontinence, other consequences may
occur such as frequent urinary tract infections, symp-
toms of overactive bladder, and in rare instances
damage to the kidneys.

Other rare conditions that result in urinary inconti-
nence include fistulas, which are abnormal communi-
cations between the urinary tract and other organs. The
most common urinary fistula is one between the blad-
der and vagina, termed a vesicovaginal fistula, which
leads to constant leakage of urine from the vagina. In
the United States, this occurs most commonly following
hysterectomy, whereas in the Third World, the most
common reason is childbirth. Other causes of inconti-
nence are congenital due to abnormal development of
the urinary tract, and remain very rare.

EVALUATION

Keeping in mind the definition of incontinence
(“… loss of urine that is objectively demonstrable”), a
primary goal of medical evaluation is to demonstrate
the leakage experienced. This may require multiple
attempts of coughing or other maneuvers in an attempt
to replicate in the office, what occurs in daily life. An
equally important goal of initial evaluation is ensuring
that there is no reversible cause of incontinence, which
if found, should be addressed. Reversible causes of
incontinence include disorders of consciousness/alert-
ness (delirium), urinary tract infection, disorders of the
vaginal walls (vaginal atrophy), medications, psycho-
logical, endocrine (hormonal) disorders, restricted
mobility making it difficult to get to the bathroom on
time, and severe constipation with stool buildup
(impaction). A pelvic exam is needed to look for any
pelvic organ invasion (prolapse), signs of atrophy (lack
of the effects of estrogen on the vagina), and other
gynecologic abnormalities that may affect the urinary
tract system. The exam should also include a targeted
neurological evaluation focusing on the lower spinal
nerves in the area of the lower pelvis (sacrum).

When evaluating abnormal bladder function, eval-
uation of the “postvoid residual volume” is very impor-
tant, that is, urine still in the bladder after voiding has
taken place. This can be done by specialized visualiza-
tion techniques (ultrasound) or catheterization (using a

small tube) of the bladder. Urine is obtained for urinal-
ysis and culture to rule out urinary tract infection and
the presence of microscopic amounts of blood in the
urine. After the first visit, many centers require the
patient to keep a bladder diary for several days in
which she measures and records all urine volumes of
each void for the period of time the diary is being kept.

More specialized testing called urodynamics (mea-
suring how well the bladder functions) may be neces-
sary to increase diagnostic accuracy. Some practitioners
prefer urodynamic studies on all patients who are being
considered for surgery to improve counseling regarding
the risks and benefits and to help determine the type of
surgery that would be most appropriate for the particu-
lar situation. Urodynamics usually involves pressure
measurement of the bladder via a bladder catheter
(small tube) and simultaneous intra-abdominal pressure
measurement by a catheter in the rectum or vagina. The
bladder is filled, and attempts are made to elicit urinary
incontinence that mimics the symptoms at home at dif-
ferent bladder volumes. Further tests are done to eval-
uate how well the tubes leading out from the bladder
function (urethral competence), and usually the patient
is asked to void with the catheters in place to ascertain
the bladder’s function during the voiding process.
In many cases additional information is obtained by
specialized measurements of nerve conduction by the
urethral muscle (electromyographic [EMG] recordings)
during the entire study, which usually lasts 30–60 min-
utes overall.

TREATMENT

Initial therapy of urinary tract infections, vaginal
atrophy, and/or constipation is instituted, and improve-
ment monitored; if incontinence persists despite ade-
quate therapy, further diagnostic and therapeutic
options are explored. The bladder diary is useful in
ruling out excessive fluid intake, which should be
addressed before instituting specific therapy. Most
women will maintain adequate hydration with drinking
50–60 ounces of fluid a day. Dietary restriction of sub-
stances considered to be bladder irritants, most notably
alcohol and caffeine, is instituted. Early intervention
with adequately performed and persistently done Kegel
exercises may cure mild cases of incontinence and
improve many others. Kegel exercises are specialized
and easy-to-learn exercises which strengthen the pelvic
muscles. Biofeedback and electrical stimulation may be
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used to increase the effectiveness of Kegel exercises
alone for stress or urge incontinence as well as mixed
incontinence.

Specific therapy regarding urge incontinence (over-
active bladder) includes bladder retraining, which is
designed to gradually increase the bladder’s ability to
hold urine for increasingly longer periods of time.
Biofeedback and electrical stimulation are commonly
used methods for the treatment of urge incontinence,
and tend to be more effective when done while on
medication. Medications used to treat urge incontinence
and the overactive bladder work by calming the blad-
der muscle and reducing its contractility. These include
various preparations such as the medications toltero-
dine, oxybutynin, hyoscyamine, propantheline, and
imipramine. The most common side effects include dry
mouth and constipation.

In patients who continue to have severe symptoms
of urgency, frequency, and/or urge incontinence, and
for whom all other options have failed, implantation of
a medical devise (sacral neuromodulation) may offer
significant benefit. This involves surgically implanting an
electrode in the pelvis (sacral region) and connecting it
to a small external generator. If it is found during the
testing phase that the therapy is effective, an implantable
programmable battery is placed (similar to the battery
used for cardiac pacemakers). Other, more aggressive
surgery is possible, but is rarely used nowadays.

Specific therapy for stress incontinence beyond
Kegel exercises and biofeedback may include nonsur-
gical as well as surgical modalities. For mild degrees of
stress incontinence that occurs during specific and well-
defined circumstances (such as playing tennis), it may
be helpful to take the medication pseudoephedrine just
prior to the activity. Another option is using a relatively
small anti-incontinence device inserted into the vagina
(pessary), which works by supporting the urethra
during times of increased intra-abdominal pressure.

Many surgeries have been proposed for the treat-
ment of stress incontinence. Some of these surgeries
can be done abdominally (conventional surgery) or
laparoscopically (using a small tube inserted into the
abdomen), although laparoscopic procedures have
been shown to have inferior long-term success rates.
Injection of bulking agents into the tube leading out
from the bladder (urethra) is also a simple procedure
that has some success in treating certain patients with
stress incontinence. Various sling procedures have been
described where a strap of material, either fascia (cov-
ering of muscle) from the patient, from a donor, other

biological tissue, or artificially produced, is placed
under the urethra to provide a new supportive platform
for restoring continence. The ends of the strap must be
attached to appropriate tissue to create the support
needed. The various sling procedures differ not only in
the source of the sling material, but also in the way it is
suspended. All surgeries carry risks along with the
potential benefits they provide. Unique risks of sur-
geries for stress incontinence include possible difficulty
in bladder emptying, development of overactive blad-
der symptoms, and erosion of permanent materials
used for the repair through the vagina, and rarely
through surrounding structures.

For patients with mild mixed incontinence,
the medication imipramine is especially useful. Biofeed-
back and electrical stimulation has also shown benefit.
Another strategy is treating the worst component first
with type-specific approaches, and then tackling the
other component if needed.

Overflow incontinence and voiding dysfunction
with incomplete bladder emptying is first addressed by
having the women with incontinence use a procedure
called clean intermittent catheterization (CIC). This
involves the patient catheterizing herself with a special
short rigid catheter, usually several times a day. The
technique does not need to be done under sterile con-
ditions, rather under clean conditions. The procedure is
relatively easy to learn and quick to do at home or in a
public restroom. Most patients do very well with this;
however, some will continue to have problems with
recurrent urinary tract infections or other difficulties.
If the cause of the dysfunctional voiding is not due to
blockage of the tube leading out from the bladder
obstruction, as may occur from prolapse or following
surgery for stress incontinence, these patients may be
candidates for sacral neuromodulation (see earlier
explanation of this procedure), which is effective in
restoring normal voiding. Diagnostic procedures that
evaluate the functional capability of the bladder (uro-
dynamic studies) are important in the diagnosis of
voiding dysfunction to guide therapy.

SEE ALSO: Kegel exercises, Pelvic organ prolapse, Urinary tract
infections
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RONY ADAM

Urinary Tract Infections Urinary tract infec-
tions (UTIs) are one of the most common medical prob-
lems that cause women to seek medical attention. In
most cases UTIs are a nuisance; a medical problem that
produces uncomfortable symptoms that appropriate
outpatient treatment can quickly alleviate. While usually
a benign condition, UTIs do have the potential to
become a serious medical problem, requiring
hospitalization and aggressive therapy.

UTIs are defined as the presence of bacteria any-
where in the urinary tract. Most commonly, UTIs result
from bacteria growing in the bladder, and producing
cystitis, a term that is often used interchangeably with
UTIs. Cystitis refers to infection limited to the bladder,
while the term UTI includes other structures such as
the kidneys, ureters, and urethra. UTIs can be defined
as complicated and uncomplicated. Complicated UTIs
refer to cases in which there are functional or anatomic
abnormalities of the urinary tract, underlying host
abnormalities, or infection of the kidneys or ureters.
Uncomplicated UTIs refer to cases without these factors
and account for 80% of cases. Complicated UTIs require
more aggressive or prolonged treatment and are associ-
ated with increased morbidity. In greater than 99% of
cases, bacteria gain access to the urinary tract by
ascending via the urethra; in rare cases, infection can
result from the spread of bacteria to the kidney via the
bloodstream or other routes.

UTIs are very common among sexually active
young women, with approximately one third of women
having a UTI within 10 years of the onset of sexual
activity. Most UTIs in sexually active young women are
uncomplicated cystitis. There are about 25 million cases
of acute cystitis per year in the United States, with most
of these cases treated by physicians. Sexual activity pre-
disposes women to UTIs by inoculation of urinary tract
pathogens into the urethra and by acquisition of strains
of Escherichia coli (see below) that are urinary tract
pathogens. Many women are prone to frequent UTIs
and contract them commonly after sexual activity. Some
women are more susceptible to UTIs due to cell surface
markers in the bladder that favor bacterial colonization,

and other factors. Women with frequent uncomplicated
UTIs sometimes employ a self-treatment strategy with-
out physician intervention for each episode.

Elderly women are more susceptible to bacterial
colonization of the bladder. The reasons for this are not
fully known but are thought to be related to anatomic
changes that lead to incomplete voiding and estrogen
deficiency. Elderly women may have significant num-
bers of bacteria in their bladder without having any
symptoms; this is termed “asymptomatic bacteuria.”
Prospective studies have shown that asymptomatic bac-
teuria in elderly women resolves spontaneously and
does not require antibiotic therapy. There is no reason
to screen for bacteuria and treat asymptomatic elderly
women. When symptomatic UTIs do occur in the
elderly, they are more often complicated due to factors
such as the presence of bladder catheters, anatomic or
functional abnormalities, and other comorbidities.

UTIs in pregnancy can cause preterm labor and
low birthweight. Physiologic and anatomic changes
related to pregnancy make pregnant women more sus-
ceptible to UTIs and more likely to have complications.
In contrast to elderly women, asymptomatic bacteuria
in pregnant women has been shown to lead to compli-
cated UTIs, and should be treated. Screening and treat-
ing asymptomatic bacteuria in the first trimester has
been shown to decrease the incidence of complicated
UTIs later in pregnancy.

Women with uncomplicated UTIs present with
pain and burning on urination, difficulty voiding, and
frequent urination. There may be visible blood in the
urine, which can be quite dramatic. The onset of these
symptoms can be very acute. There may be some over-
lap in symptoms between UTIs and urethritis due
to sexually transmitted diseases (STDs) such as herpes,
gonorrhea, and chlamydia, which can also produce
burning on urination. A urinalysis demonstrating the
presence of white blood cells and bacteria in the urine
will differentiate between burning on urination from
UTI versus urethritis from STDs. Frail elderly women
with UTIs may present with more subtle findings such
as lethargy and decreased oral intake without specific
symptoms related to the urinary tract.

UTIs involving the kidney (termed pyelonephritis)
produce additional symptoms compared to simple cys-
titis. In addition to burning and frequency, patients with
pyelonephritis present with flank pain and tenderness,
fever chills, nausea, and vomiting. Other conditions that
produce symptoms that overlap with those of
pyelonephritis include pelvic inflammatory disease,

Urinary Tract Infections

666



acute appendicitis, kidney stones, and diverticulitis.
Acute pyelonephritis can be complicated by sepsis, and
patients are often admitted for inpatient therapy.

The bacterium that most often causes UTIs is
E. coli, which is a normal inhabitant of the gastrointesti-
nal (GI) tract and perineum. There are specific strains of
E. coli that are pathogenic (disease-causing) for the uri-
nary tract due to their ability to adhere to the lining of
the bladder and other factors. Colonization with one of
these “uropathogenic” strains of E. coli may lead to
recurrent bouts of UTIs, which then stop once this
strain is eliminated. In addition to E. coli, a variety of
other bacteria that are normal inhabitants of the GI tract
cause UTIs, including Klebsiella, Enterococcus, and
Proteus Staphylococcus saprophyticus is a common
pathogen (disease-causing agent) in sexually active
young women. Patients residing in long-term care facil-
ities, hospitalized patients, and patients with chronic
bladder catheters may become infected with pathogens
that are difficult to treat including bacteria that have
acquired resistance to commonly used antibiotics.

Treatment of acute uncomplicated cystitis consists
of a short course of antibiotics (3 days) and adequate
hydration (fluid intake). Complicated UTIs require a
longer course of antibiotics, usually 7–10 days. Patients
with pyelonephritis are often admitted and treated with
intravenous antibiotics. The specific antibiotics used
will depend on issues of cost, changing susceptibility
patterns of UTI pathogens, and the patient’s history of
allergies and prior treatment. Cranberry juice has not
been shown to be effective in treating an established
UTI, but may be beneficial in preventing UTIs by
impeding bacteria from adhering to the bladder wall.
Adequate fluid intake can also help prevent UTIs as
bacteria are flushed out of the bladder by urination
before an infection is established. For women who have
UTIs frequently after sexual activity, drinking one or
two glasses of water resulting in increased urine
production has been shown to prevent UTIs.

SEE ALSO: Gonorrhea, Herpes simplex virus, Sexually trans-
mitted diseases
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Uterine Cancer Among the three most common
gynecologic cancers of the female reproductive system,
uterine cancer is the most common in the United States.
Approximately 37,000 women will be diagnosed with
uterine cancer each year. Fortunately, the overall cure
rate for uterine cancer is high with greater than 80% of
women developing uterine cancer being cured. The
uterus, situated in the female pelvis, is comprised of a
muscular wall surrounding the uterine cavity, which is
also known as the endometrial cavity. Cancers of the
uterus can arise from either the lining of the uterine cav-
ity or from the muscular wall of the uterus. Uterine can-
cers arising from the lining of the cavity, termed the
endometrium, are commonly referred to as endometrial
cancers. Uterine cancers arising from the muscular wall
are referred to as uterine sarcomas. Because over 95% of
uterine cancers are endometrial cancers, these terms are
often used synonymously. Since the great majority of
uterine cancers are endometrial cancers, most of the dis-
cussion in this section will focus on endometrial cancers,
although in general, uterine sarcomas are managed
similarly to endometrial cancers.

RISK FACTORS

Although younger women may develop uterine can-
cers, as in many other cancers, uterine cancer tends to
arise in older women with an average of diagnosis at
approximately 60 years of age. One important risk factor
in developing uterine cancer is increased estrogen hor-
mone exposure. Estrogens are a class of female hormones
that are a potent growth stimulator of the endometrium.
Estrogens are sometimes administered as hormone
replacement therapy to treat conditions associated with
perimenopause and menopause. When administered
alone for hormone replacement therapy, estrogen
increases a woman’s risk of developing endometrial can-
cer. The progestins, another class of female hormones,
counteract the proliferative effects of estrogen on the
endometrium and are therefore often given along with
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estrogens in women on hormone replacement therapy for
the main purpose of reducing the increased risk of devel-
oping endometrial cancer due to estrogen.

Several other risk factors for developing endome-
trial cancer are related to the principle of increased
estrogen exposure. One such risk factor is obesity. This
is because one area of production of estrogens other
than the ovary is in adipose tissue or fat cells. Women
who are obese, therefore, have higher endogenous pro-
duction of estrogens. Women who have had a history of
using oral contraceptives (birth control pills) have a
reduced lifetime risk of developing uterine cancers.

DIAGNOSIS

Most women who have uterine cancers will have
symptoms of some type of abnormal vaginal bleeding.
This can range from minimal vaginal spotting or a
bloody vaginal discharge to heavy bleeding in between
periods or during periods. Any woman with irregular
vaginal bleeding, and especially menopausal women
who have any type of vaginal bleeding should see a
physician for further evaluation. A physician will then
decide, based on history and examination, whether
such symptoms need to be further evaluated for cancer.
As part of the evaluation, additional tests may include
an endometrial biopsy, uterine dilation and curettage,
hysteroscopy, or a pelvic ultrasound.

An endometrial biopsy is commonly done in the
office in which a small narrow tube (thinner than a pen-
cil) made of either plastic or metal is inserted through the
entrance of the cervix (the lower portion of the uterus
that extends into the vagina) into the uterine cavity fol-
lowed by aspiration of a small amount of tissue from the
uterine cavity. This procedure can cause cramping and
pain very briefly. Most women are able to tolerate this
office procedure very well. Potential problems associated
with this procedure include an inability to successfully
insert the biopsy tube into the uterine cavity due to a cer-
vical stenosis (excessive narrowing of the opening of the
cervix). Other problems that may occur from endometrial
biopsies but are rare may include infection or uterine
perforation (creating a hole in the uterus).

A dilation and curettage (commonly referred to as
D&C) is another method a physician may select to eval-
uate for the possibility of uterine cancer. This is a proce-
dure usually performed in the operating room under
anesthesia in which the entrance to the cervix is opened
(dilated) followed by a scraping (curettage) of the 

uterine cavity. Both the endometrial biopsy and D&C
provide tissue from the endometrial cavity for submission
to the pathologist (a physician who examines the tissue
under a microscope to determine whether there is can-
cer). Risks of a D&C include the same as for an endome-
trial biopsy; however, because the D&C is a more
invasive procedure, there are additional risks including
the risk of anesthesia. Despite being a more invasive pro-
cedure, a physician may select a D&C over an endome-
trial biopsy for several reasons including the following:

1. Women may not be able to tolerate an endome-
trial biopsy in the office.

2. A significant narrowing of the entrance of the
cervix may prevent successful sampling of the
endometrial cavity.

3. Women who have heavy uterine bleeding may
require a D&C as not only a diagnostic proce-
dure, but also as a therapeutic procedure to stop
the heavy bleeding.

4. There may be situations in which a physician
may need a greater sampling of tissue and a
D&C may be able to provide this better than an
endometrial biopsy.

At the time of the endometrial biopsy or D&C, a
hysteroscopy may also be performed as part of the eval-
uation. Hysteroscopy is a procedure in which a “tele-
scope” is inserted into the uterine cavity allowing direct
visualization of the cavity. In addition to these tests that
are available, a physician may also select pelvic ultra-
sound to evaluate uterine bleeding. Pelvic ultrasonog-
raphy is a radiologic evaluation in which sound waves
are used to visualize the pelvic organs including the
uterus. Current technology allows visualization of the
thickness of the endometrial cavity, which is almost
always thickened in endometrial cancers. However,
many other noncancerous conditions may cause an
increased thickness in the endometrial cavity.

TREATMENT AND PROGNOSIS

The primary treatment of uterine cancer is surgery.
The surgery that is performed includes a hysterectomy
(removal of the uterus) and bilateral salpingo-
oophorectomy (removal of the attached ovaries and
fallopian tubes). In addition, other biopsies including
removal of lymph nodes in the pelvis and in the
abdomen may be performed during surgery to deter-
mine if there is spread of the cancer. Radiation therapy
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may be offered as an alternative to surgery in women
who are unable or unwilling to have surgery.
Nevertheless, surgery is the preferred method of treat-
ment as it results in a higher cure rate when compared
with radiation therapy. Cure rates for surgery have been
reported to be between 80% and 94% compared with
60% and 80% for radiation therapy.

After surgery, the woman may, however, be offered
radiation therapy as adjuvant therapy. This is sometimes
done for women with spread of uterine cancer to the
lymph nodes or who have other high-risk features por-
tending a higher risk for cancer recurrence. Rarely, for
young women who wish to maintain the ability to get
pregnant, hormonal therapy with progestins may be a
consideration, but only if the cancer is considered a
very early cancer.

During the consultation regarding endometrial can-
cer, a physician may use terms such as stage and grade
to characterize the cancer. The stage of a cancer rang-
ing from Stage I to Stage IV refers to the extent of
spread of the cancer with Stage I being a cancer con-
fined to the uterus and Stage IV indicating spread
beyond lymph nodes and uterus, usually advanced
spread. The grade of the cancer refers to the degree of
differentiation of the cancer cells or how aggressive the
cancer cells appear under the microscope. Pathologists
currently grade endometrial cancers from 1 to 3 with
grade 1 indicating a well-differentiated or not so aggres-
sive appearing cancer, a grade 3 indicating a poorly dif-
ferentiated or aggressive-appearing cancer, and a grade 2
in between. Important prognostic factors of endometrial
cancer, meaning factors that indicate how well the can-
cer will respond to treatment, include the stage, grade,
and status of lymph node involvement. Fortunately,
uterine cancer has a high cure rate because most
women with uterine cancer are diagnosed at an early
stage, confined to the uterus. The overall cure rate of
uterine cancer is greater than 80%. For the majority of
women who are diagnosed with cancer confined to the
uterus, the cure rate is greater than 90%.

SEE ALSO: Cancer, Cancer screening, Dilation and curettage,
Endometriosis, Hysterectomy, Pap test, Ultrasound, Vaginal
bleeding
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Uterine Fibroids Uterine fibroids are the most
common of the noncancerous (benign) tumors of the
uterus. The medical term that is synonymous with uterine
fibroids is leiomyoma. The cause of fibroids is unknown.
However, the hormone estrogen plays a dominant role,
since fibroids and associated symptoms are prevalent
during the reproductive years and decline during
menopause. Fibroid-related symptoms resolve during the
menopause and rarely occur during puberty or adoles-
cence. The mean age group for symptoms related to
fibroid tumors is between 30 and 50 years old. The inci-
dence of uterine fibroids ranges from 10% to 50%. Factors
affecting the incidence include age, race, genetics, and
family history. Luckily, most women with uterine fibroids
are asymptomatic. Some fibroids may undergo cancerous
(malignant) transformation, but fortunately, this is rare. In
fact, leiomyosarcoma (the cancerous change of fibroids)
is detected in only 0.1% of women with fibroids.

The uterus is normally about the size of a small
lemon. There are three regions within the uterus: the inner
wall (endometrium), the middle wall (myometrium), and
the outer wall (serosal layers). Fibroids even though orig-
inating in the myometrium can extend to any or all of
these regions. Fibroids are defined as an increase in the
smooth muscle component of the uterus. Generally, those
originating in the endometrium (called submucosal
fibroids) or myometrium (called intramural fibroids)
will result in changes within the menstrual cycle.
Fibroids originating in the serosa and myometrium tend to
be associated with symptoms of pressure on the bladder
or the bowels. The size of fibroids can range from the size
of a lentil pea to the size of a watermelon. Likewise, the
weight may range from a few ounces to several pounds.

Symptoms from uterine fibroids include changes
in menstruation, pain, infertility, urinary pressure or
urinary retention, constipation, backache, leg pain or
swelling, dyspareunia (painful sexual intercourse),
pregnancy-related complications, infertility, and
increased abdominal girth. In the past, patients were
often advised to undergo removal of all or part of the
affected uterine tissue (myomectomy or hysterectomy)
if the size of the uterus was greater than the size of a
normal uterus at 12 weeks in pregnancy. This is no
longer true. Today, the caveat is “if your fibroids don’t
bother you, we don’t bother them.”

Some patients can experience a range of menstrual
complaints associated with fibroids. These include
heavier cycles, blood clots, longer duration of menses,
and irregular menstruation, constant vaginal discharge,
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or episodic bloody/fluid (serosanguineous) discharge.
Severely affected patients may decrease physical activi-
ties and miss work, due to incessant need to change
sanitary pads and tampons. Patients who chronically
suffer from heavier menstrual cycles may develop
anemia (low blood counts) and fatigue.

Other patients have symptoms related to pressure
on the bladder. These include complaints of urinary fre-
quency and urgency. Nocturia (having to urinate sev-
eral times during the night) is also common. Less
frequent complaints are stress urinary incontinence,
acute urinary retention, urinary tract infections, and
pain or difficulty urinating (dysuria). When fibroids
enlarge to 16–20 cm, they may put pressure on the
ureters, leading to hydronephrosis (swelling of the tube
connecting the kidney to the bladder). This may lead to
kidney damage on rare occasions.

The least common structure associated with the
presence of fibroids is the bowel. Common bowel-
related complaints include severe constipation and
painful bowel movements.

Collectively, “bulk” symptoms include pelvic heav-
iness, feeling full, abdominal pressure, and backache.
Some patients will also complain of heaviness or a
sense that “something is falling out” of the vagina. Some
may experience discomfort with intercourse. These
symptoms may increase in intensity 1–2 weeks before
the menstrual cycle and resolve after menstruation.

Finally, patients with fibroids may note increasing
menstrual cramps and pain (dysmenorrhea). Menstrual
cramps may escalate 1–2 weeks before menses and be
further exacerbated with the menses.

The impact of fibroids on pregnancy and infertility
is debatable. Luckily, most women with fibroids do
not have reproductive problems. However, fibroids
have been associated with premature labor and deliv-
ery, persistent breech presentation, postpartum uterine
bleeding, more complicated cesarean sections, and
early pregnancy-related bleeding. The location of uter-
ine fibroids plays an important role in patients with
infertility. Large submucosal fibroids obstructing the
endometrial cavity can be associated with difficulty for
the egg to implant in the wall of the uterus as is neces-
sary for normal pregnancy (poor placentation), poor
sperm migration, and blockage of the fallopian tubes.
Likewise, intramural fibroids may impinge on the
fallopian tubes or distort the interior of the uterus
(endometrial cavity) making pregnancy more difficult. It
is important that women experiencing recurrent miscar-
riages or infertility undergo a thorough evaluation.

The diagnosis of uterine fibroids is often suspected
by clinical history and the pelvic examination.
Confirmation can be made with pelvic or transvaginal
ultrasound. Patients with a normal uterine size but
heavy menses may undergo specialized diagnostic pro-
cedures that help visualize the uterus better (hys-
teroscopy is an imaging procedure that can be done in
the doctor’s office) to determine the presence of uterine
fibroids, which line the endometrial cavity.

Many factors must be considered when advising a
patient with fibroids. Choice of therapy depends upon
reproductive desires of the patient, age, size and num-
ber of fibroids, and desire for maintaining the uterus.
Sometimes, expectant management is indicated in
women who are perimenopausal. Patients with minimal
complaints nearing menopause may be reassured about
resolution of fibroid symptoms once menopause occurs.
Some fibroid-related complaints might be simply treated
with nonsteroidal medication, low-dose oral contracep-
tive pills, or hormone (GnRH) therapy. Luckily there are
many conventional surgical procedures as well as mini-
mally invasive techniques to treat uterine fibroids.
Hysterectomy always solves fibroid-related bleeding and
bulk symptoms. However, hysterectomy should rarely
be advised in women wanting children. Myomectomy,
which involves just the removal of uterine fibroids,
should be considered in women who wish to preserve
their fertility or in women opposing hysterectomy.

Currently there are several methods available to
perform myomectomy including procedures that take
place via a small tube (hysteroscopic, laparoscopic pro-
cedures), vaginal, or by conventional exploratory
laparotomy (conventional surgery). The surgical choice
depends upon the size, number, and location of the
fibroids. Finally, a newer form of nonsurgical therapy
called uterine fibroid embolization (UFE) is a minimally
invasive technique performed by a specially trained
radiologist (interventional radiologist) who selectively
blocks the flow of blood to the fibroid. The blocked
blood flow essentially causes the fibroid to break down
and resolve.

Patients now have a vast array of options to treat
uterine fibroids. Fortunately, most fibroids are benign.
For this reason, patients should never feel rushed into
making a clinical or surgical decision. Patients with
symptomatic uterine fibroids should seek a compas-
sionate and well-trained gynecologist who is knowl-
edgeable about all fibroid options. The decision to
proceed with surgery or other minimally invasive
options should be made rationally.
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SEE ALSO: Dysmenorrhea, Infertility, Menstrual cycle disorders
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Vaginal Bleeding Normal menstruation begins
between the ages of 10 and 17 years. Once ovulatory
cycles ensue, women will have regular and predictable
bleeding every 24–35 days, lasting 3–7 days with a pre-
dictable amount of flow. Most women lose 2–4 table-
spoons of blood with each menses (30–40 ml). The
majority of blood loss occurs over 1–2 days, and scant-
ier amounts of bleeding will occur during the remain-
der of the cycle. Some women may have 1–2 days
during the course of menstruation, when bleeding stops
and then spontaneously resumes. Subjectively, each
woman will serve as her own control, experiencing
menstruation individually and uniquely. Slight varia-
tions in pattern, duration, and amount will be alarming
and lead a patient to seek an evaluation.

Abnormal uterine bleeding is a common and sig-
nificant problem during puberty, adolescence, repro-
ductive, and postmenopausal years. Approximately
10 million women annually suffer from abnormal bleed-
ing; many suffer in silence. Menstrual cycle-related
complaints account for almost one third of all visits to
gynecologists. Depending on the time during the repro-
ductive life cycle, complaints and presentations among
women vary widely. In addition, the causes for bleed-
ing vary with the time during the life cycle. In the ado-
lescent, heavy and prolonged bleeding can be severe
enough and lead to an emergency room visit but tend
to be for benign reasons. During the reproductive years,
pregnancy-related concerns and uterine pathology must
be addressed. Among postmenopausal women, the
new onset of bleeding will require an urgent visit to the
gynecologist to exclude malignancy.

The impact of abnormal uterine bleeding and sub-
sequent treatment can be profound. At one extreme,
heavy bleeding can be associated with hypotension (low
blood pressure), anemia, and subsequent blood transfu-
sions. At the other, it may be associated with the inabil-
ity to enjoy work, hobbies, or coitus. Women who
experience unpredictable and heavy menses often com-
plain of a poor quality of life, with restrictions of work,
travel, or sports. They may feel confined and afraid to
leave their homes because of their fear of social embar-
rassment from soiling through clothing and furniture
due to unpredictable and uncontrolled bleeding.

Recently the American College of Obstetrics and
Gynecology (ACOG) recommended the more descrip-
tive terminology of anovulatory uterine bleeding (AUB)
to refer to bleeding not caused by anatomic, organic, or
systemic pathological conditions. The spectrum of men-
strual abnormalities associated with AUB is generally
related to the hormonal abnormalities in the menstrual
cycle. These are associated with the loss of regulatory
control of the hypothalamic–pituitary–ovarian axis.
Symptomatically, the menstrual changes can include
changes in the duration and amount of the blood flow.

Many factors can be associated with bleeding from
the genital tract. These include pregnancy-related com-
plications, vaginal, cervical, and uterine disease, cancer,
systemic diseases, infection, trauma, drugs, and iatro-
genic causes. The most common pregnancy-related
complications include: miscarriage, incomplete abortion,
implantation bleeding, and ectopic pregnancy. Vaginal
bleeding can also be caused by anatomic abnormalities
within the reproductive tract. These include vaginal
polyps, vaginal infections and lacerations, foreign
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bodies, vaginal cancer, or cervical bleeding. Causes of
cervical bleeding include cervical polyps, ectropion
(unhealed sore), eversion, cervical cancer, and infections.
Uterine abnormalities can include: endometrial atrophy
or polyps, fibroids, adenomyosis, endometrial hyperpla-
sia, endometrial cancer, and infections. Rarely does
fallopian tube cancer or ovarian cancer present as
abnormal vaginal bleeding, but these diagnoses must be
considered during evaluation of the patient.

A detailed history and physical examination must
be obtained in any woman presenting with abnormal
bleeding. Systemic diseases must be excluded by a
detailed history. Physical inspection of the vulva,
vagina, and cervix must be performed on all patients.
Thorough bimanual and rectal examinations are
important.

Once a thorough physical examination has been
performed, laboratory testing and imaging become
imperative adjuncts to the evaluation process. Generally,
initial laboratory studies will include a complete blood
count with platelets and a thyroid-stimulating hormone
test. Other laboratory testing including coagulation stud-
ies, liver function tests, and hormonal panels may be
selected based on the findings during the history or
physical examination.

Several diagnostic techniques are available includ-
ing endometrial biopsy, transvaginal ultrasound, hys-
teroscopy, saline infusion sonography (SIS), and
magnetic resonance imaging (MRI). Findings obtained
from the history and physical examination will dictate
which modalities are chosen. The therapy chosen for
patients with abnormal uterine bleeding may include a
medical or surgical approach or a combination of both.
For women with anovulatory menstrual cycles, many
effective medical therapies are available. These include
oral contraceptive pills, progestin therapy, hormone-
impregnated intrauterine devices, nonsteroidal anti-
inflammatory drugs, or GnRH analogues. Sometimes
correction of other hormones may be needed when
their imbalance is determined to be a contributing
cause of the bleeding. The choice of medical therapies
will be determined by the desire for future childbearing,
lack of contraindications for therapy, cost, compliance
issues, and the absence of other organic, anatomic, or
systemic disease.

Surgical therapies may utilize minimally invasive
therapy with removal of polyps or fibroids via operative
hysteroscopy (a procedure done with a small tube
placed in the uterus). In cases where no anatomic
pathology is found and patients desire preservation of

the uterus (but not childbearing), patients may be
offered a procedure called an endometrial ablation.
Hysterectomy may be the ultimate procedure when
other therapies have failed or when women expect
100% relief from abnormal bleeding.

Finally, abnormal uterine bleeding affects many
patients and spans the reproductive life cycle. The
causes of abnormal vaginal bleeding span the gamut
from reproductive tract abnormalities to systemic dis-
ease. In some cases, the bleeding can be debilitating, in
others it is just a minor nuisance. However, a thorough
history, physical examination, and carefully chosen
imaging and laboratory tests will quickly delineate the
etiology, pointing the way to appropriate medical or
surgical therapy.

SEE ALSO: Ectopic pregnancy, Hysterectomy, Menstrual cycle
disorders, Oral contraception, Pelvic examination, Physical
examination, Uterine fibroids
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Vaginismus Vaginismus is defined as the involun-
tary spasm of the pelvic muscles surrounding the outer
third of the vagina. Such spasm may interfere with or
prevent sexual intercourse. In some cases, vaginismus
may prevent insertion of almost anything into the
vagina, including tampons, fingers, or speculums used
in gynecologic examinations.

The psychiatric diagnosis of vaginismus is
described in the Diagnostic and Statistical Manual of
Mental Disorders, fourth edition (DSM-IV). The essential
feature of the disorder is the “recurrent or persistent
involuntary contraction” of the involved vaginal mus-
cles, which interferes with sexual intercourse. To make
the diagnosis of vaginismus, the symptoms must
(a) cause marked distress or interpersonal difficulty,
(b) cannot be better accounted for by another major
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psychiatric disorder, and (c) cannot be due exclusively
to the direct physical effects of a medical condition.
Although pain is not part of this definition, most women
with vaginismus either experience pain or fear pain
with vaginal penetration. That being the case, distin-
guishing vaginismus from dyspareunia (genital pain
with sexual intercourse) can be difficult. The diagnosis
should be confirmed by careful pelvic examination,
preferably by a thoughtful, sensitive physician well
versed in the care of women with sexual dysfunction.

The rate of vaginismus in the general population is
estimated at 1% or less. The rate is higher in women
referred to sexual dysfunction and medical clinics, rang-
ing between 5% and 42%. The spasm of vaginismus is
typically triggered by anticipation of or actual attempts
at vaginal penetration. Responses and reactions of
women with the disorder vary. Fear of pain or other
factors can prevent any attempts at sexual intercourse
for some women, while other women and their partners
do attempt penetration but report the sensation of “the
penis hitting a brick wall” approximately 1 inch into the
vagina.

Vaginismus is a significant and very troubling prob-
lem for women who experience it and for their part-
ners. It is considered one of the main causes of
“unconsummated marriage,” and may make conception
impossible. It is almost always the source of strong feel-
ings on the part of the woman and her partner. It may
also prevent adequate gynecological care. Feelings such
as frustration, embarrassment, humiliation, and inade-
quacy are common among women with this disorder.
This is not to say that women with vaginismus are
always sexually unresponsive. In fact, the opposite is
true: Many women with the disorder are sexually
responsive, experience orgasm with clitoral stimulation,
and engage in satisfying, nonpenetrative sexual rela-
tionships.

A large number of possible causes for vaginismus
have been proposed. The most widely accepted view is
that vaginismus is a conditioned response to any
unpleasant stimulus affecting the pelvic/genital region
or sexual functioning of a woman. That is, the spasm
that is characteristic of vaginismus may have at one time
been a voluntary reaction on the part of a woman when
encountering an unpleasant event or stimulus affecting
the pelvic area (such as pain, surgery, or forceful inter-
course). Later, when faced with stimuli that the woman
perceives as similar to the original unpleasant stimulus,
the spasm becomes “conditioned” or automatic and
occurs involuntarily. This response of spasm is then

reinforced by phobic avoidance of vaginal penetration
and by beliefs that such penetration is harmful or
painful.

Treatment of vaginismus is usually two-pronged,
and includes (a) eliminating erroneous beliefs or
thoughts which reinforce the response of involuntary
muscle spasm and (b) desensitization exercises to elim-
inate anxiety about vaginal penetration and allow reso-
lution of the fear response (muscle spasm). The first
treatment aim is accomplished through education (e.g.,
about the size of the vagina and likelihood of pain) and
by challenging erroneous beliefs and thoughts. The sec-
ond aim is accomplished through relaxation exercises
and gradual exposure to vaginal penetration. The
woman is taught to gradually begin exploring her gen-
ital region, both visually and manually, and then to
begin insertion of her fingers or dilators into the vagi-
nal area, proceeding from smallest to largest. It is of
utmost importance that the patient controls this process
and how rapidly it proceeds. Many treatment programs
also include vaginal muscle exercises to teach voluntary
control over such muscles.

Treatment is individualized to a woman’s needs
and wishes. For example, women who do not consider
sexual intercourse important but wish to bear children
may consider artificial insemination. When to include
partners in treatment is an individualized decision.
Problems such as impotence and premature ejaculation
are common among male partners of vaginismic
women. The partners should be treated at the same
time, although many such problems will improve with
treatment of the woman’s vaginismic response. Physical
problems that act to reinforce the vaginismic response
should be treated as well.

Originally, sex therapists such as Masters and
Johnson reported cure rates of virtually 100% for vagin-
ismus. Currently, reported cure and improvement rates
are less dramatic, but most therapists report good suc-
cess rates. Many factors play into the course of this dis-
order. The woman’s motivation to overcome the
condition is the most important. Greater marital/rela-
tionship satisfaction, type of vaginismus (e.g., acquired
rather than lifelong), and overall sexual comfort and
enjoyment may all be associated with better response to
treatment. Finally, the outcome of treatment is variable.
Some women may be able to tolerate vaginal penetra-
tion but never find it truly pleasurable, while others will
experience great pleasure and/or orgasm during coitus
and will be able to include vaginal intercourse in a rich,
satisfying sexual life thereafter.

Vaginismus
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GRAY B. CLARKE

Varicose Veins see Sclerotherapy

Veils A veil is a length of cloth worn by women as
a covering for the head and shoulders, and often in
Eastern countries for the face. The practice of veiling
began in Mesopotamian cultures as early as 4,000–5,000
years ago as an adaptation to desert life, that is, for pro-
tection against the sun, wind, and sand. A variety of
religions and cultures with roots in the Middle East and
Mediterranean regions incorporated the practice of veil-
ing. Veiling was seen as a ritual to purify, and Greeks,
Jews, Hindus, and Christians all practiced veiling.
Catholics in particular used the ritual of veiling for cov-
ering things and persons. In Catholicism, for example,
the paten veil covers the bread before consecration
while the chalice veil covers the wine. Nuns, brides,
and young girls receiving communion all wear veils.
Although the practice of veiling predates Islam, it has
been embraced and spread by that religion. Many
Muslims view the practice of veiling as a symbol of
virtue, modesty, and privacy for women.

DIFFERENT TYPES OF VEILS

In the Middle East there are many terms used to
describe a variety of veils. The type of veil used depends
on what body part is to be covered and the geographic
region in which it is to be used. There are dozens of veils
used in the Middle East; below are descriptions of the
most commonly used veils. Hijab means to cover or
screen in classical Arabic. Muslim women use the word

to refer to a variety of styles in which one uses scarves
and large pieces of cloth to cover their hair, neck, and
sometimes shoulders. The hijab often leaves the entire
face open. Most Muslim women living in the United
States wear the hijab.

The chador is a full-body cloak that conservative
Muslim women in Iran wear outdoors. Depending on
how it is designed, the chador may or may not cover
the face. In 1979, the Iranian revolution led by the
Ayatollah Khomeini brought about required veiling in
its strictest form, the chador. Government officials
arrested and sometimes flogged unveiled women.
Today Iranian women are required to veil, but in the
less strict hijab form rather than chador. A similar full-
body cloak is called the abaya in Saudi Arabia. Saudi
Arabian women are also required to wear the abaya
outdoors under penalty of arrest.

The nikab is a veil that covers everything below
the bridge of the nose and the upper cheeks, and some-
times also covers the forehead. It is most commonly
worn by women with roots in Pakistan and Morocco.
The nikab is worn with a head scarf and body cloak.

The burka comes in many variations but in its most
conservative form, it thoroughly covers the full body
and face of the person wearing it, leaving only a mesh-
like screen to see through. The burka is most associated
with the Taliban regime, which ruled in Afghanistan
from 1996 to 2001. Women were beaten in public if
they refused to wear the burka.

EXPRESSION OR OPPRESSION

The veiling of Muslim women has fueled and con-
tinues to fuel fierce debate. Although there are no laws
requiring veiling in most Middle Eastern countries, con-
servative and traditionalist Muslims justify their pro-
veiling stance on a number of grounds:

1. Traditionalist Muslims argue that men’s sexuality
can be ignited through unregulated social contact with
women. Thus, the purpose of a veil is to regulate social
contact and to “protect [a woman’s] virtue and to safe-
guard her chastity from lustful eyes and covetous
hands.”

2. Traditionalist Muslims argue that the veil is a
symbol of the Muslim woman’s obedience to Islamic
principles.

3. Some individuals feel that veiling reflects cul-
tural and ethnic identity.
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Muslim feminists, on the other hand, have argued
that veiling is a means of oppression:

1. The veil clearly marks Islamic women who wear
it and places unveiled Muslim women in the position of
justifying why they do not wear it.

2. In some Middle Eastern countries, most notably
Afghanistan, Saudi Arabia, and Iran, unveiled women
are flogged, arrested, or beaten by government officials
and family members.

3. The forced veiling of women can be seen as a
tool for exercising political power, control, punishment,
and obedience.

HOW VEILS AFFECT WOMEN’S HEALTH

While the beliefs and customs of veiling are a mys-
tery to many Western health care professionals, most
acknowledge that they appear to have a substantial
influence on the delivery of health care services in the
United States. A recent study on breast cancer screen-
ing found that Muslim women who practice veiling felt
uncomfortable participating in recommended cancer
screening programs. Muslim women expressed concern
over exposing their bodies to men and non-Muslim
women except in circumstances where there were
obvious symptoms of disease present, thus making dis-
ease prevention activities difficult. The study concluded
that failure to accommodate the beliefs, customs, and
lifestyle of Muslim women into health care delivery
could significantly affect their participation in health
care.

SEE ALSO: Cancer screening, Discrimination, Ethnicity,
Feminism, Spirituality
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NANCY MENDEZ

Venous Thromboembolism Venous throm-
bosis is the presence of a blood clot within a superficial
or deep vein and the resultant inflammation in the blood
vessel wall. Thrombosis most commonly occurs in the
legs, but can also occur in the arms. Signs of thrombosis
include tenderness in the involved veins, presence of a
palpable “cord” in the leg, increased tissue swelling and
rigidity, and distension of superficial veins. A careful his-
tory eliciting risk factors as well as a physical examina-
tion guide the clinician to a proper diagnosis, and
diagnostic testing such as duplex venous ultrasonogra-
phy or venography (specialized scans of the veins and
venous walls) helps to confirm the diagnosis. Left
untreated, patients with deep venous thrombosis (DVT)
are at increased risk of pulmonary embolism (PE), a con-
dition in which the blood clot travels through the venous
system to arteries in the lungs.

Risk factors for venous thrombosis were summa-
rized by Rudolf Virchow in 1856: (a) local trauma to the
vessel wall; (b) hypercoagulability (increased tendency
for clotting of blood); and (c) stasis (pooling or non-
movement of the blood). Over a century later, it is still
believed that these factors play a critical role in the for-
mation of thrombus, but also that genetic abnormalities
predispose individuals to develop thrombosis when
exposed to particular environmental stressors. An “inher-
ited” predisposition to hypercoagulable states can result
from deficiencies in factors in the blood that prevent clot-
ting, such as anticoagulant proteins C or S, antithrom-
bin III, and plasminogen. The most frequently inherited
predisposition to clot formation is due to the presence of
a genetic mutation, factor V Leiden, which increases clot-
ting. Genetic mutations are genes that differ in some
individuals from those typically seen in the “normal”
population. Given the important role of genetic abnor-
malities, a careful family history should be obtained from
anyone who presents with a venous thromboembolism.

Environmental conditions that lead to venous stasis
or endothelial (blood vessel wall) damage promote
venous thrombosis, especially among individuals who
already have clinical or subclinical tendency to form
clots. Approximately 50% of thrombotic events, or clots,
in patients with inherited hypercoagulable (increasing
clotting) states are associated with acquired risk factors.
Some of the more common conditions that can precipi-
tate venous thrombosis are surgery, trauma, immobiliza-
tion, prolonged travel (such as in cramped airplane
seats), cancer, systemic arterial hypertension, indwelling
venous catheters, morbid obesity, and cigarette smoking.

Venous Thromboembolism
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Moreover, patients with a history of DVT are at signifi-
cantly increased risk for recurrent thrombotic events.

Conditions that uniquely place women at increased
risk are the use of oral contraceptive pills (OCPs) or hor-
mone replacement therapy (HRT), as well as pregnancy
and the postpartum state. OCPs are used by over 70 mil-
lion women worldwide, including 18 million Americans,
making OCP use a key contributor to thrombosis in
young women. While the risk of thrombosis increases
within 4 months of beginning OCPs, it is unaffected by
duration of therapy and returns to baseline levels within
3 months of discontinuation. Women who use OCPs suf-
fer from venous thromboembolism about 3–4 times more
than nonusers. This amounts to a total of only about one
to four cases per 10,000 oral contraceptive users and
should not raise alarm. Women with a genetic predispo-
sition to clotting, such as factor V Leiden genetic muta-
tion, are at significantly increased risk for thrombotic
events. The risk of OCPs has decreased with the use of
lower estrogen pills. On the other hand, third-generation
OCPs containing new progestogens (desogestrel and
gestodene) increase the thrombotic rate.

In postmenopausal women, HRT carries a small
but significant increase in the risk of venous thrombo-
embolism. In the first randomized, large-scale HRT trial,
the Heart and Estrogen/Progestin Replacement Study,
HRT was associated with a nearly threefold increased
risk of venous thromboembolism. Similarly, the
Women’s Health Initiative (WHI), which randomized
over 16,000 women in an estrogen/progestin versus
placebo study, found a twofold increased risk of venous
thromboembolism in women treated with HRT. In sum-
mary, although these large and carefully done studies
demonstrated a statistically significant increase in the
rate of thrombotic events with HRT, the number of
thrombotic events was still relatively small.

Pregnancy and the postpartum period are well-
established risk factors for venous thromboembolism,
yielding a greater than fivefold increased risk. Older
age is associated with even higher risk. DVT during
pregnancy occurs in the left leg more frequently than
in the right leg and involves the iliofemoral (pelvic/leg
vein) system. The cause of pregnancy-related throm-
bosis involves all three components of Virchow’s orig-
inal triad: (a) stasis due to the compression of large
veins by the pregnant uterus, (b) hypercoagulability
due to an increase in blood clotting factors and
decrease in anticlotting factors, and (c) endothelial
(blood vessel lining) injury, which is worsened at the
time of delivery. The risk of venous thromboembolism

is further increased in women with a history of venous
thrombosis or inherited thrombophilia (tendency to
form clots). Thus, screening for these disorders should
be provided during prenatal visits, and preventive
therapy with subcutaneous low-dose heparin during
pregnancy followed by warfarin for 4–6 weeks after
delivery may be considered for women at increased
risk. This may prevent an “at-risk” woman from devel-
oping a DVT.

Anticoagulation is the cornerstone of the treatment
of venous thromboembolism. Since patients with DVT
are at risk for PE, treatment should be instituted
promptly with oral warfarin plus intravenous heparin.
After about 5 days, the heparin can be stopped.
Warfarin is usually continued for 4–6 months for DVT
or at least 6 months for PE. In some patients, if the clot
is recurrent or due to an irreversible cause, such as can-
cer, then anticoagulation may be continued indefinitely.
Because warfarin is teratogenic (may cause abnormal
fetal development), it is contraindicated in pregnancy.
Alternative therapies are available to patients who have
contraindications to anticoagulation. Awareness of risk
factors and treatment options by both clinicians and
patients should decrease the morbidity and mortality
associated with this disorder.

SEE ALSO: Cardiovascular disease, Coronary risk factors,
Hypertension, Oral contraception, Pregnancy
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Violence Violence is a major contributor to prema-
ture death, injury, and disability both in the United
States and throughout the world. Each day throughout
the world, an average of 4,400 people die from violent
acts, for a total of 1.6 million deaths each year. Since
many violent deaths are unreported, this estimate is an
undercount. Many more people survive acts of vio-
lence, and they and their families must often deal with
long-term consequences such as disabilities and psy-
chological trauma.

Violence is generally classified into four categories:
interpersonal violence, self-harm (such as suicide and
suicide attempts), legal intervention (such as capital
punishment), and war. This section will focus on inter-
personal violence.

Homicide is the most severe act of interpersonal
violence. Worldwide, homicide is the 17th leading
cause of death. In the United States, homicide is the
third leading cause of death for those aged 1 through 34.
Homicide rates rose dramatically in the United States
between the 1970s and 1993, but then decreased to
rates similar to those seen in the late 1960s. While
increases in homicide rates are attributed in part to
increases in related crime, urban poverty, and inner-city
strife, as well as more accurate reporting of cause of
death, recent decreases in homicide rates are attributed
to the growing economy, community-based prevention
programs, increased and more effective law enforce-
ment activities, and anticrime legislation. The observed
decreases are likely due in part to combinations of all
of these as well as other undocumented factors.

In the United States, nonfatal violent victimizations
are measured nationally through the National Crime
Victimization Survey. This survey includes rape, sexual
assault, robbery, aggravated assault, and simple assault
victimizations among those over 12 years of age. In
2000, approximately 6.6 million violent victimizations
occurred, or about 29.1 per 1,000 persons over age 12.
This is the lowest level of violent victimizations since
the survey began in 1973.

Men are more likely than women to be victims of
violent crime. In 2000, men experienced 42% more vio-
lent crimes, 125% more robberies, and 159% more
assaults than women. The only exception is for rape
and sexual assault victimizations, in which women are
the more likely victims.

Violent crimes against women are more likely than
those against men to be perpetrated by someone they
know. In over 65% of violent victimizations reported by

women, they identified a nonstranger as the perpetra-
tor. This compares to only 44% of victimizations
reported by men. A higher percentage of women (21%)
than men (3%) reported being victimized by an intimate
partner. Over 60% of rapes and sexual assaults were
committed by someone known to the woman, includ-
ing intimate partners (18%), friends/acquaintances
(42%), or other relatives (2%).

Men are also more likely than women to perpetrate
violent crimes. Each year, women commit approxi-
mately 2 million violent offenses, or about 14% of all
violent crimes. Three out of four violent crimes com-
mitted by women were simple assaults, and about 75%
of their victims were also women. Women comprise
22% of all arrestees, 16% of convicted felons, and 16%
of the correctional facility population.

Over the last decade, there has been a growing
concern about violence perpetrated by adolescents.
Surveys have identified that between 30% and 40% of
adolescent males and 15–30% of adolescent females
have perpetrated a violent crime by the age of 17. The
Bureau of Justice Statistics reported in 1997 that persons
aged 12–24 comprised 22% of the total population, 35%
of murder victims, and 49% of serious violent crime vic-
tims. Differences in violent crime perpetration and vic-
timization between men and women are most marked
among the younger age groups.

Violence is preventable. Although many believe
violent acts to be random events, they actually occur in
predictable patterns. Identification of these patterns has
led to an understanding that violence is predicated by a
complicated interplay between individual, community,
and societal characteristics. Violence can be prevented
or reduced through actions that modify the characteris-
tics that predicate violence.

At the individual level, factors such as poor com-
munication skills, past violent victimization or witnessing
violent acts, low levels of education, and unemployment
can lead to violent victimization and perpetration.
Violence is also consistently linked with a lifestyle that
includes alcohol and drug use, guns, precocious sexual
activity, and nonviolent criminal behavior. However,
individual predictors of violent behavior usually have a
weak effect, and the ability to predict whether specific
individuals are likely to become violent is extremely
poor. Most individuals who exhibit predisposing factors
for violence, such as being a victim of child abuse, do
not become violent. Knowledge of individual risk factors
is, however, crucial to identify populations at high risk
and to design effective intervention programs.

Violence
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Community factors include poverty, high unem-
ployment, lack of development of the built environ-
ment (e.g., dilapidated neighborhoods), and lack of
community cohesion. Isolation or segregation of some
subpopulations and tolerance for violence are exam-
ples of societal factors. Interventions that focus on
changing these environmental components can be
highly effective because they have the potential to
reach a larger number of people. These programs,
however, should be implemented in conjunction with
programs that address high-risk populations of
individuals.

Knowledge about the prevention of violence is
rich but fragmented across a number of professional
disciplines. A sufficient body of research has not yet
been developed that can determine which of the many
components of violence are most successfully modifi-
able, and most programs have not been adequately
evaluated. However, most programs that have been
highly effective combine interventions that address
both individual and multiple components of the
environment.

Research into perpetration of violent crimes has
revealed two primary categories of violent offenders:
those who initiate violent behavior after puberty and
those who do so before puberty. Early onset of violent
behavior is a very strong predictor of repeated or life-
long violent behavior. Developmental research has
identified that early childhood experiences strongly
influence the trajectory of brain development, further
supporting a strong link between early childhood
experiences and later behavior. Developmental
research has also found that as a whole, aggressive
children and children with behavioral disorders are not
more likely to become offenders of violent crimes. In
combination, this research implies that direct or indi-
rect violence victimization as a child is a stronger pre-
dictor of future violent behavior than a child’s
personality tendencies.

Based on this research, it is not surprising that pre-
vention programs that focus on early childhood devel-
opment have proven the most effective. One large
review of federally funded violence prevention pro-
grams found that early childhood home visitation pro-
grams that focus on parenting skills and safe
environments were the most effective at preventing the
onset of violent behavior. Programs that focus on build-
ing communication and problem-solving skills have
also shown positive effects, both for children and
adults. However, investment in such programs is the

most cost-beneficial when implemented among
children and adolescents who live in urban, high-
poverty neighborhoods, where the murder rate is often
20 times the national rate.

Knowledge about the causal pathway of violent
behavior and how to intervene and prevent such
behavior is growing and improving. An evidence-based
approach to prevention that encourages collaboration
between different agencies and professional back-
grounds will contribute to ongoing efforts to reduce
violence.

SEE ALSO: Disability, Domestic violence, Mortality, Sexual
abuse
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CORINNE PEEK-ASA

Vitamins Vitamins are a group of substances
found in foods that are essential for growth, health, and
preservation of life itself. The relationship between
important food components and health and well-being
had been known for hundreds of years, but the specific
role of these components was discovered in the 20th
century. Vitamins are grouped together as either fat sol-
uble or water soluble.

FAT-SOLUBLE VITAMINS

Fat-soluble vitamins will dissolve in fat and oil, and
any extra amount more than the body needs is stored
in body fat. Because fat-soluble vitamins can build up
in the body, excessive intake of these vitamins can
cause toxicity.
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Vitamin A

Vitamin A occurs in nature in two forms: retinol (the
active form of vitamin A) and carotenoids (precursors
used by the body to make vitamin A). Vitamin A helps to
maintain skin and the lining of certain internal organs. It
is also important for normal vision in dim light. Night
blindness, in which the eyes adapt poorly to the dark, is
an early sign of vitamin A deficiency. If the deficiency is
not corrected, it can lead to eye damage and blindness.
This vitamin is essential for normal bone and tooth devel-
opment, is used in the synthesis of hydrocortisone (a
steroid hormone) from cholesterol, and helps stabilize
cell membranes. Some carotenoids may have the ability
to protect cells from cancer-causing changes.

Liver, fish, and egg yolk are rich sources of vitamin A.
The main source of vitamin A in the diet is from
carotenes found in dark yellow, green, and orange
fruits and vegetables. Fortified milk has added vitamins
A and D. Too much vitamin A is toxic and causes loss
of hair, anorexia, pain in the joints, and enlargement of
the liver and spleen.

Vitamin D

Vitamin D occurs in two forms known as vitamin D2
(ergocalciferol), the vitamin D precursor found in
plants, and vitamin D3, the main form present in animal
cells. Vitamin D3 is formed in the skin when exposed
to ultraviolet light. Vitamin D is a steroid and works like
a steroid hormone.

Vitamin D helps in mineralization of bones by reg-
ulating calcium and phosphorus absorption from the
intestine, and preventing calcium loss into the urine.
Deficiency of vitamin D can cause poor mineralization
of bone, resulting in osteomalacia in adults and rickets
in children.

The amount of vitamin D formed by the action of
sunlight on the skin depends on the intensity of sun-
light, length of sun exposure, and skin pigmentation.
Weak sunlight due to air pollution or during winter may
not provide the amount of light needed to form enough
vitamin D in the skin. Food sources of vitamin D
include animal foods like eggs, liver, butter, and fatty
fish. Milk contains added vitamin D.

Symptoms of vitamin D toxicity include increased
urination, frequent urination at night, weight loss, diar-
rhea, and nausea. Severe toxicity leads to calcification
and hardening of the soft tissues in the blood vessels,
heart, stomach, and kidneys.

Vitamin E

Vitamin E is an important antioxidant. Some stud-
ies show that vitamin E might protect against chronic
conditions like heart disease, cancer, and cataracts, but
other studies do not bear this out. Researchers are
working to find out whether vitamin E is beneficial in
the prevention of coronary artery disease or whether it
has no effect. More research is needed before the
answer becomes clear.

Vitamin E is needed for normal growth and helps
in the intestinal absorption of unsaturated fatty acids.
Most of the vitamin E in the blood is carried on lipopro-
teins, and any condition that affects levels of blood fat
and cholesterol (lipids) also alters the amount of vita-
min E in the blood.

Vitamin E is found in vegetable oils, nuts, seeds,
and wheatgerms. The amount of vitamin E in the diet
depends on the amount and kind of fat consumed.
Vitamin E requirements increase with the intake of
polyunsaturated fatty acids. Toxic effects of this vitamin
are unknown.

Vitamin K

Vitamin K exists in two forms. Vitamin K1 is pro-
duced by green plants and vitamin K2 is produced by
animals and also by the intestinal bacteria. Vitamin K is
needed to make blood factors needed for normal clot-
ting. Deficiency of vitamin K causes a delay in blood
clotting. This vitamin also helps in growth.

Food sources of vitamin K are liver, cauliflower,
spinach, and other green leafy vegetables. People who
are taking blood thinners such as warfarin (Coumadin)
need to be careful to limit their intake of vitamin K
because it interferes with the effect of the blood
thinners. A deficiency of vitamin K can be produced
by the elimination of dietary sources or by prolonged
treatment with antibiotic, which kills the intestinal
bacteria.

WATER-SOLUBLE VITAMINS

Water-soluble vitamins will dissolve in water and
any extra amount more than the body needs is excreted
in the urine. These vitamins are obtained from the daily
diet and are not stored in the body.

Vitamins
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Vitamin C

Vitamin C (ascorbic acid) is involved in the forma-
tion of collagen. Collagen helps to maintain body struc-
ture. Collagen is found in cartilage, bone, teeth, and the
lining of blood vessels. Vitamin C is important in
wound healing and helps the body respond to stress,
injury, and infection.

Vitamin C helps convert folic acid to the active
form folinic acid, is used in the synthesis of steroid
hormones from cholesterol, in the release of iron for
transport in the body, and in the conversion of ferric
iron to ferrous iron in the gastrointestinal tract. Vitamin
C is also a powerful antioxidant.

Vitamin C is present in fresh, frozen, or raw fruits
and vegetables. Dairy products are poor sources of
vitamin C. Prolonged cooking at high temperature
destroys vitamin C. To retain vitamin C in cooked foods,
cooking should be done with the minimum amount of
water for the shortest possible period of time in a cov-
ered pot. Steaming of fruits and vegetables helps to
retain vitamin C.

Thiamine

Thiamine functions as a coenzyme in the break-
down of carbohydrates. It regulates muscle tone of the
gastrointestinal tract and the heart. It is essential for
normal functioning of nerves.

Deficiency of thiamine results in a disease called
beriberi. Nerve, heart, and brain damage occur in
beriberi. The nerve damage causes numbness and tin-
gling of the legs and wasting and weakness of the mus-
cles of the extremities. Mental depression may occur.
Chronic alcoholism can lead to thiamine deficiency,
which results in a disease called Wernicke’s syndrome.
The symptoms of Wernicke’s syndrome include confu-
sion, abnormalities of muscle movement, and problems
moving the eyes.

Some sources of thiamine include lean pork, organ
meats, wheatgerm, whole grains, dried beans, nuts,
seeds, enriched flour, and brewer’s yeast.

Riboflavin

Riboflavin is a yellow pigment with green fluores-
cence. This vitamin is used in the conversion of vitamin B6
and folate to their active forms. It is involved in several
metabolic reactions. A deficiency of riboflavin leads to
cracks in the skin at the corners of the mouth (cheilitis or

angular stomatitis). The tongue may develop a magenta
hue because of inflammation (glossitis). Changes in the
eyes include eye inflammation, invasion of the cornea by
blood vessels, and eye pain in bright light. Inadequate
dietary intake and chronic alcoholism can cause riboflavin
deficiency.

Good sources of riboflavin are milk, meat, fish,
poultry, and whole-grain or enriched cereal and cereal
products. Riboflavin is relatively insoluble and therefore
it is not lost by the usual cooking methods.

Niacin

Niacin occurs as nicotinic acid in plants and nicotin-
amide in animal tissues (this is not the same as nicotine
which is found in tobacco). Niacin is an important com-
ponent of coenzymes I and II, and plays an important
role in cellular respiration. It is also involved in the
metabolism of proteins, fats, and carbohydrates. The
precursor of niacin is tryptophan, which is also one of
the essential amino acids found in protein. Therefore, a
diet deficient in protein can also cause niacin deficiency.

Deficiency of niacin leads to a condition called
pellagra. This is also called the disease of the three Ds:
dermatitis (skin inflammation), diarrhea, and dementia.
Niacin deficiency may occur in chronic alcoholism and
gastrointestinal disorders.

Niacin has the ability to reduce serum lipids (blood
fats and cholesterol) and decrease the release of fatty
acids from fat tissues. Niacin is sometimes prescribed in
large amounts to lower cholesterol levels. At these high
doses, niacin can cause side effects in some people
such as flushing or liver problems. Proteins from animal
foods are the richest sources of niacin. Most vegetables
contain about 1% tryptophan and are a moderately
good source of niacin.

Folic acid

This is also known as folacin or folate. Folic acid is
involved in the synthesis of choline, DNA, RNA, and
amino acids. Folic acid along with vitamin B12 is impor-
tant in the production of red blood cells in the bone
marrow. Severe folic acid deficiency causes a type of
anemia in which large immature red blood cells are
released into the bloodstream.

Intestinal bacteria synthesize folic acid. The richest
sources of folic acid are liver, asparagus, spinach,
wheat, yeast, and dried beans. Dark green leafy veg-
etables are also good sources of this vitamin.
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Mild folic acid deficiency has been linked to birth
defects in the brain and spinal cord (anencephaly and
spina bifida). To prevent these birth defects, women
who may become pregnant should take at least 0.4 mg
(400 �g) of folic acid daily. This amount is contained in
most adult multivitamins. Women who previously had
an affected child or who have spina bifida themselves
should take 4,000 mg (4 g) daily, under the supervision
of their doctor.

Vitamin B12 (cobalamin)

Vitamin B12 is used in the synthesis of DNA and
RNA. It is necessary for the synthesis of the myelin
sheath that encases nerve fibers. It is also involved in
the metabolism of carbohydrates and fats and in the
development of mature red blood cells. Like folic acid
deficiency, deficiency of vitamin B12 results in a type of
anemia in which large immature red blood cells are
released into the bloodstream. It can also cause nerve
damage, impaired cell division, and altered protein syn-
thesis.

Vitamin B6

Vitamin B6 occurs naturally in three forms: pyri-
doxine, pyridoxal, and pyridoxamine. Vitamin B6 is
essential for the conversion of tryptophan to niacin, the
breakdown of glycogen to glucose, the metabolism of
unsaturated fatty acids, synthesis of antibodies, and for-
mation of neurotransmitters in the brain from amino
acids. Vitamin B6 deficiency causes seborrheic dermati-
tis, glossitis (inflamed magenta-colored tongue), cheili-
tis (cracks in the corners of the mouth), nerve damage,
and blood disorders. Fish, poultry, meats, walnuts,
peanuts, wheatgerm, and brown rice are good sources
of vitamin B6.

Biotin

Biotin is a sulfur-containing vitamin. As a component
of many enzymes, biotin is involved in carbohydrate and

fat metabolism. It is also involved in the breakdown of
some amino acids. It is vital to growth and maintenance
of skin, hair, nerves, and bone marrow. Biotin is widely
distributed in foods. Liver and yeast are the richest
sources, but nuts, meats, and seafood are also good
sources of biotin.

Pantothenic acid

The term pantothenic acid is derived from the
Greek word pantothene meaning “everywhere.” It is
widely distributed in plants and animals. Pantothenic
acid has a vital role in the metabolism of carbohydrates,
proteins, and fats for energy. It is involved in the release
of energy and the synthesis of fatty acids, steroids, cho-
lesterol, acetylcholine, and the porphyrin ring of the
hemoglobin molecule.

Kidney, liver, eggs, yeast, wheatgerm, and dried
peas are the richest sources of this vitamin. Pantothenic
acid is widely distributed in many types of foods.

SEE ALSO: Diet, Nutrition, Prenatal care
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Weight Control Maintaining a healthy weight is
just one part of a healthy lifestyle. Being either over-
weight or underweight can be unhealthy, and many
people who are not obese are interested in maintaining
a healthy weight. Often, overweight or obese people
are also interested in maintaining their weight.

Many people find that they can lose weight to a
certain point, and then find it increasingly difficult to
lose more weight or keep the weight off. The body
seems to have a “set point,” below which the body acts
as though it were starving: metabolism slows, appetite
increases, and weight loss may seem impossible. The
set point is not always the same as the ideal body
weight. Sometimes the set point is at a weight consid-
ered obese. In 1995, researchers discovered the hor-
mone leptin. When leptin was given to leptin-deficient
obese mice, they returned to a normal weight.
Unfortunately, leptin is not useful in treating human
obesity. Very few obese humans are leptin-deficient:
Most obese people actually make lots of leptin in
their fat cells. There are probably other regulatory hor-
mones that govern the set point which have not been
discovered yet.

When diet and exercise do not lead to dramatic
weight loss, a better strategy may be to maintain a real-
istic weight. Continued efforts at dieting may contribute
to poor self-image, nutritional deficiencies, or eating
disorders. The goal of being “healthy at any weight”
involves deciding on a realistic, maintainable weight
and choosing healthy diet and exercise habits to main-
tain that weight. Healthy lifestyle habits can lead to an
improved energy level, a more positive emotional

outlook, and a positive body image based on staying
active and enjoying life.

According to the National Institute of Diabetes and
Digestive and Kidney Diseases, adults should adopt the
following healthy habits in order to maintain their
weight. (a) Eat breakfast every day. People who eat
breakfast are less likely to overeat later in the day.
(b) Choose whole grains more often. Try whole-wheat
breads and pastas, oatmeal, brown rice, or bulgur.
(c) Select a mix of colorful vegetables each day.
Different colored vegetables provide different nutrients.
(d) Have low-fat, low-sugar snacks on hand at home, at
work, or on the go, to combat hunger and prevent
overeating. (e) Eat three meals every day instead of
skipping meals or eating a snack instead of a meal.
(f) Drink plenty of water. Aim for about eight 8-ounce
glasses each day. (g) At restaurants, eat only half your
meal and take the rest home. (h) Visit museums, the
zoo, or an aquarium. You and your family will walk for
hours and not realize it. (i) Take a walk after dinner
instead of watching TV. (j) Get plenty of sleep.

Children should drink water or low-fat milk more
often than sugary sodas or juices. Involving children in
meal preparation may increase their interest in eating
what is served. Pregnant women should eat high-fiber
foods and drink plenty of water to avoid constipation.
They should also eat foods rich in folate, iron, cal-
cium, and protein, or get these nutrients through a
prenatal supplement. Remaining active is important
during pregnancy, but certain activities such as contact
sports may be dangerous. Pregnant women should
discuss their physical activities with their health care
provider.
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Older adults should emphasize high-fiber foods
like whole-grain breads and cereals, beans, vegetables,
and fruits, especially if they are prone to constipation.
To prevent osteoporosis and maintain an active
lifestyle, older adults should consume at least three
servings of low-fat milk, yogurt, or cheese a day, or take
a calcium and vitamin D supplement. Although older
adults often feel less thirsty, adequate water intake is
still important. Physical activity should be part of each
day’s activities. Several short walks throughout the day
can be enough to help seniors stay healthy and active.
Older people sometimes become socially isolated, and
staying connected with family, friends, and community
can help maintain physical activities as well as main-
taining emotional health.

SEE ALSO: Body mass index, Diet, Exercise, Nutrition, Obesity,
Sports
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Witchcraft see Mental Illness, Shamans

Woman’s Medical College of
Pennsylvania Woman’s Medical College of
Pennsylvania (WMC), widely but erroneously called
“Women’s,” was founded as The Female Medical
College of Pennsylvania in Philadelphia in 1850, and
renamed in 1867. With the support of Philadelphia-area
Quaker physicians and businessman–philanthropist
William J. Mullen, the College was incorporated, in the
era of reform movements for women’s rights, improved

health care, and the abolition of slavery, for the purpose
of instructing females in the science and art of medi-
cine. Prominent Quaker activist of the time, Lucretia
Mott, advocating for educational opportunities to
enable women to participate equally in compassionate
works of social reform, stated that a mind has no sex.
Women were still virtually excluded from medical edu-
cation, and WMC provided an environment free of male
domination in which women could study and practice
medicine with other women, while it promoted the
health of women and their children through education
and clinical care.

As at other medical schools of the era, 2 years of
study with a preceptor and the ability to write literary
English were required for admission. The first curricu-
lum included lectures and dissection, with students
attending lectures for about 5 months in the fall and
winter. Clinical experience was provided initially at the
Woman’s Hospital of Philadelphia, founded by Quaker
women including Ann Preston, a member of the
College’s first class and later dean of the College. The
financial hardship of the early years was to become an
enduring problem.

Although the founding board of directors and the
first faculty were composed entirely of men, the women
of the Medical College were not readily accepted into
mainstream (male) Philadelphia medicine. The
Philadelphia County Medical Society held that women
were unfit for the practice of medicine, and enjoined its
members from professional dealings with college pro-
fessors or graduates. Graduation of the first class of
eight students was held with the attendance of fifty
police officers to maintain order.

In 1875, the College moved into the first building
designed for its own use, and initiated a period of
growth, which included its being among the first med-
ical schools in the United States to require a 4-year cur-
riculum. Botanist and chemist Rachel Bodley (dean
from 1874 to 1888) promoted the entry of women into
medical missionary work, which became a tradition at
the College and contributed to its reputation abroad.
Anna Broomall (WMC graduate and professor) estab-
lished an outpatient maternity service for senior stu-
dents who provided maternity care to poor women of
South Philadelphia and emphasized prenatal care. Clara
Marshall (WMC graduate and dean from 1888 to 1917)
expanded resources for clinical training, overseeing
establishment of a hospital adjacent to the College.
WMC established its tradition of providing a door of
opportunity for women students from diverse 
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backgrounds, including a freed slave, and students from
Japan, India, and Syria.

Despite the acceptance, in the early 1900s, of a few
women at previously all-male medical schools, WMC
continued to provide a professional home for women
faculty and students, while it adapted to educational
reforms mandated by the 1910 Report for the
Advancement of Teaching (the “Flexner Report”) to the
Carnegie Foundation. By 1921, of the 19 medical schools
begun for women, only WMC remained. Despite strug-
gling to maintain its enrollment, in 1930, the College
moved to a site in the East Falls section of Philadelphia,
which continues to house clinical, research, and hospital
space. The College strengthened its research program,
providing a receptive environment for women scientists
such as WMC graduate Catharine Macfarlane, a gynecol-
ogist whose research confirmed the value of periodic
examinations in cancer detection, and biochemist-physi-
ologist Phyllis Bott, whose “micropuncture” technique
elucidated kidney function. The 1960s brought the ironic
necessity of coeducation, required by government man-
dates for equal educational opportunities. WMC was
renamed Medical College of Pennsylvania (MCP), and
men were first awarded the MD degree in 1972.

Financial pressure in the era of managed care pre-
cipitated the merger in 1993 of MCP with Hahnemann
University in Philadelphia, to form “MCP Hahnemann
School of Medicine.” In 1998, the merged medical school
was placed under the management of Drexel University
in Philadelphia; Drexel University College of Medicine, in
the tradition of WMC of Pennsylvania and Hahnemann
Medical College, preserves the goals of the original school
at the Institute for Women’s Health and Leadership.

The special contribution of the female sensibility to
the practice of medicine is described by graduate Rosalie
Slaughter-Morton in the inscription on the College’s 1916
bas relief “The Woman Physician,” by Clara Hill:

DAUGHTER OF SCIENCE—PIONEER, THY TENDERNESS HATH BAN-
ISHED FEAR; WOMAN AND LEADER IN THEE BLEND, PHYSICIAN,
SURGEON, STUDENT—FRIEND.

SEE ALSO: Blackwell, Elizabeth; Education; Feminism; Gender
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Women’s Health Initiative The National
Institutes of Health (NIH) in 1990 established the U.S.
Office of Research on Women’s Health. In 1991, this
office launched its first national study on women’s
health called the Women’s Health Initiative. The
Women’s Health Initiative was initiated because there
had been insufficient medical research relating to
women’s health. Such research is critical because many
diseases are unique to women and, therefore, treatments
designed specifically for women are needed. Over
$625 million was allocated to conduct this 15-year study
on health issues affecting postmenopausal women
between the ages of 50 and 79 years. The recommended
research focus consisted of the study of (a) health dis-
parities between men and women; (b) health issues
affecting postmenopausal women for whom few data
are available; and (c) health issues affecting women of
differing social, economic, and ethnic backgrounds.

The Women’s Health Initiative has a tripartite
agenda: (a) Clinical Trials, (b) Observational Studies, and
(c) the Community Prevention Study. Together, the NIH
and the National Heart, Lung, and Blood Institute con-
duct the Clinical Trials and the Observational Studies.
The Community Prevention Study was carried out by the
Centers for Disease Control and Prevention (CDC). The
Women’s Health Initiative was designed to focus on
breast cancer, colon cancer, rectal cancer, osteoporosis,
and heart disease. These diseases are responsible for
most of the deaths, disabilities, and the decreased quality
of life among postmenopausal women.

Osteoporosis was selected because one out of
every six women suffers from hip fractures, and hip
fractures occur four times more often in women than in
men. As a result, it is a more frequent risk for women
than cancer. Second, heart disease is currently the lead-
ing cause of death in women. As many as 240,000
women suffer heart attacks due to heart disease. Third,
breast cancer kills more than 46,000 women per year,
ranking second in cancer deaths among women.
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Furthermore, over 183,000 cases of breast cancer are
diagnosed each year. Fourth, colon and/or rectal can-
cers kill over 28,000 women each year. Each year
51,000 cases of colon cancer and 16,500 cases of rectal
cancer are diagnosed in women. Colon cancer ranks
third in cancer deaths among women.

The Clinical Trials involve over 68,000 women who
will be studied for 9 years. The major studies under way
include Dietary Modification, Calcium/Vitamin D
Supplementation, and Hormone Replacement Therapy.
The Dietary Modification trial focuses on the impact that
high fiber, fruit, vegetable, and low-fat intake have on
the prevention of cancers and heart disease. The
Calcium/Vitamin D Supplement trial focuses on the
impact the supplements have on reducing the risk of
osteoporosis, hip fractures, and colon and rectal cancer.
The Hormone Replacement Therapy trial focuses on the
impact estrogen supplements have on reducing the risk
of osteoporosis and colon cancer (terminated in 2002).
These trials are being conducted across the nation at
40 clinical centers where women were recruited
between 1993 and 1998.

The Observational Study tracks the lifestyles and
health of over 100,000 women for 8–12 years. The study
focuses on the impact exercise and healthy behaviors
have on disease prevention. The last recruitment phase
for this study was in 1998.

The Community Prevention Study followed 64,500
women from all social, economic, and ethnic back-
grounds. For 5 years this Study was carried out at eight
university-based prevention centers. The purpose of the
Community Prevention Study was to identify the best
local programs that lead to healthy lifestyles among
women over the age of 40. Healthy programs such as
diet, exercise, smoking cessation, vitamin supplements,
mammogram checkups, education, and outreach were
evaluated to identify the most effective practices.

Today, the Women’s Health Initiative is still being
conducted. However, while still in Clinical Trials, the
Hormone Replacement Therapy trial was abruptly
terminated. In 2002, the U.S. Food and Drug
Administration (FDA) stopped the trial because the
research data indicated that the health risks were
beginning to outweigh the benefits. An increased inci-
dence of breast cancer, heart attack, stroke, and blood
clots in the legs and arms among healthy women out-
weighed the benefits gained due to reductions in hip
fractures and colon cancers. Since these findings were
based on women using hormone replacement therapy
for more than 3 years, women considering its use for

shorter periods of time can still gain some benefits.
Therefore, the FDA strongly encourages women to con-
sult their physicians for medical advice.

In conclusion, the Women’s Health Initiative is the
first major step toward increasing the medical data on
women available to doctors and researchers. This infor-
mation will help the development of new treatments for
heart disease, breast cancer, osteoporosis, and colon
and rectal cancer. Although the Hormone Replacement
Therapy trial was stopped, much has been learned
about the role of estrogen supplements as a treatment
for women. Furthermore, the information from the
Observational and Community Prevention studies
will help our communities promote healthy practices
that are effective in disease prevention and improving
the quality of life for women.

SEE ALSO: Cancer, Clinical trials, Coronary risk factors,
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Wrinkles Human skin, like all other organs of the
body, undergoes changes with aging. In addition
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to intrinsic or chronologic changes, environmental
exposure can be a major cause of skin damage and
wrinkling.

Over time, the skin’s network of elastin and colla-
gen fibers which provide elasticity to the skin is altered.
The thickness of the skin (epidermis and dermis) and
the underlying layer of fat decreases. There is a
decrease in the number of pigment-forming cells,
immune cells, and blood vessels. Superficial skin lines
form due to repetitive contractions of the small muscles
of the face. These universal and presumably inevitable
changes in the skin along with the exacerbating factor
of gravity lead to wrinkling and sagging of the skin.

Ultraviolet light emanating from sunlight also plays
a major role in causing wrinkles in exposed skin. Unlike
intrinsic aging, which depends on the passage of time,
damage due to ultraviolet light, or photoaging, depends
primarily on the degree of lifetime sun exposure and
skin pigment. Individuals who have outdoor lifestyles,
live in sunny climates, and are lightly pigmented will
experience the greatest degree of photoaging. In pho-
todamaged skin there is an abundance of deranged
elastic tissue and disorganized collagen, blood vessels
are dilated, and immune cells are decreased. Research
has shown that the overproduction of oxidants or free
radicals is a crucial factor in causing such changes.
These unstable molecules are normally produced by
chemical metabolism in the body; however, with envi-
ronmental assaults, they are produced in excessive
amounts that can damage cellular and even genetic ele-
ments. Cigarette smoke and air pollutants such as ozone
are other environmental factors that may promote
wrinkles by increasing production of free radicals.

An abundance of antiaging therapies are available
to women today. The most widely available of these are
antiaging or antiwrinkle creams. The choice of creams
depends on many factors, but the consumer is cau-
tioned to consider whether the efficacy of the cream
has been proven and documented in scientific, peer-
reviewed journals. Many creams are not classified as

drugs and are therefore not held to the rigorous stan-
dards of documenting efficacy. Currently, retinoic acid,
a natural form of vitamin A, is the only cream approved
by the FDA as safe and effective for treating some signs
of photoaging. Alpha hydroxy acids have also shown
considerable evidence in laboratory studies in reversing
effects of the sun.

Professional treatments for wrinkles include chem-
ical peels, implants, dermabrasion, laser resurfacing,
botulinum toxin injections, and plastic surgery. The
choice of treatment is highly individualized and is
dependent on the person’s age, degree of photoaging,
and chronologic aging among other factors. For exam-
ple, fine wrinkling and textural changes commonly seen
with photoaging may be best treated with chemical
peels or laser resurfacing. In contrast, lines caused by
facial expression and movement of the muscles of the
face (frown lines) may be best treated with botulinum
toxin injections or implants. In addition to the above
treatments, prevention remains the easiest means of
decreasing wrinkles. Recommendations include avoid-
ance of excessive sun exposure, sunscreen use, and
smoking cessation.

SEE ALSO: Environment, Liver spots, Skin care, Skin disorders,
Smoking, Vitamins
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Yeast Infection Yeast vaginitis (candidiasis)
is an infection or inflammation of the vagina caused
by a fungus, usually the yeast-like fungus Candida
albicans (C. albicans). It is the second most common
type of vaginal infection. It is estimated that approxi-
mately 75% of all women in the United States will have
a yeast infection at least once in their lifetime.
Therefore, it is important for women to be aware of this
condition.

It is believed that the Candida may live in small
amounts in the healthy vagina. The predominant organ-
ism of the vagina is lactobacillus. The presence of lac-
tobacillus helps in the maintenance of the normal
vaginal pH of 4.5 or less. Any condition that alters or
disturbs the vaginal flora, or this normal pH balance,
can promote multiplication of other organisms includ-
ing C. albicans, resulting in infection. Conditions that
increase the risk for yeast infection are pregnancy, obe-
sity, diabetes mellitus, the use of some drugs such as
corticosteroids, broad-spectrum antibiotics, oral contra-
ceptives, or high-carbohydrate diets. In addition,
douching, hot weather along with the use of tight-fitting
clothes, or nonabsorbent underwear can contribute as
well. Women who are immunocompromised (such as
patients with HIV or those receiving chemotherapy) are
also at increased risk for yeast infection.

The severity of symptoms varies among women,
but patients with vulvovaginal candidiasis usually pre-
sent with a white, curd-like, cheesy vaginal discharge
which adheres to the vaginal wall, intense vulvovaginal
pruritus and erythema (swollen, red, itchy, tender
labia), a burning sensation following urination, and

pain during sexual intercourse (dyspareunia). For most
women, the major system is vaginal itching. The dis-
charge of a yeast infection is not malodorous. Diagnosis
is usually made by presenting symptoms, physical
examination, and by the presence of pseudohyphae with
yeast buds on wet mount using potassium hydroxide
(KOH).

Treatment may be prescribed as topical or oral
antifungals. Topical antifungals are usually in the form
of vaginal tablets, creams, or suppositories. An oral anti-
fungal commonly used is fluconazole (Diflucan), which
may be given in a single dose. Topical agents include
butoconazole (Femstat), clotrimazole (Gyne-Lotrimin),
miconazole (Monistat), tiaconazole (Vagistat), and ter-
conazole (Terazol). Clotrimazole and miconazole
(Monistat) are over-the-counter agents. Topical antifun-
gal treatment may be used as 1-, 3-, 5-, 7-, or 14-day
regimens. Women with recurrent yeast infection,
defined as more than four episodes in 1 year, may be
put on suppressive therapy with oral ketoconazole
100 mg daily for up to 6 months.

Preventive measures include keeping the genital
area clean; avoiding the use of douches, vaginal
deodorants, and tight-fitting and nonabsorbent under-
garments. Nylon underwear should be replaced by cot-
ton alternatives. Under circumstances where antibiotic
use is necessary, the health care provider may offer
concurrent antifungal prophylaxis. Discontinuing oral
contraceptives or other hormones may be necessary in
some patients to control the recurrence of infection.
The health care provider may recommend good dia-
betic control and weight loss in the very overweight
patient. Dietary modification, such as the use of

Y
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acidophilus-based products and limited simple sugars
and carbohydrates, may also be recommended.

SEE ALSO: Diabetes, Pregnancy, Sexual organs
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JOYCE HYATT

Yoga The meaning of the word yoga may be
defined as yolking, union, or a bringing together of the
mind, body, and soul; the bridging and forming a rela-
tionship with oneself and with ultimately how one lives
in harmony with the world. The practice of yoga brings
with it strength to the body, relaxation to the mind, and
renewal to the spirit.

Yoga was developed in India approximately
5,000 years ago. It has been practiced as a way to achieve
health and wellness for thousands of years. Some peo-
ple start to do yoga for its physical benefits. Others are
aware of its benefits in assisting in the reduction of
stress and tension. With the proper instruction, yoga
may be used therapeutically to help heal problems that
arise from acute or chronic injuries or genetic predis-
position in the structure and function of the body.

Yoga offers a way to slow down and breathe and
to be present in the moment and to bring awareness to
the body. In the experience of stretching, breathing,
and relaxation, the flow of life returns. For many stu-
dents, yoga enables one to flow through the day as
against reacting to it, and feel more present in their
daily activities with less stress.

WHAT IS YOGA?

If you ask most Westerners this question, most will
reply that yoga is a form of exercise. Yoga actually
encompasses many aspects of life. They are postures
(asanas) for the exercise to strengthen, balance, and

increase the flexibility of the body from an anatomical
aspect. They have benefit not only to the muscles but
also to organ, structural, and hormonal systems. Other
practices of yoga include meditation and pranayama
(breath control), the study of texts, guidelines on how
to treat your body, and ways to behave toward others
as well as the letting go of attachment to material
possessions and suggestions for diet.

HATHA YOGA

Hatha yoga is the most common type of yoga prac-
ticed in the United States. It is a physical path of yoga
focusing on the use of asanas to receive benefits to the
body. The different types of yoga teaching styles taught
are generally related to the teacher who developed the
type of posture sequence or the place in India from
which the particular sequence or practice of yoga orig-
inated. There are styles of practice and adaptations to fit
almost any fitness level and constitution. “Hatha” liter-
ally means sun and moon. It may be thought of as the
union of opposites and refers to the powerful balancing
aspects of doing asanas. A few of the hatha yoga teach-
ing styles include Viniyoga, Ashtanga yoga, Power
yoga, Iyengar yoga, Bikram or Hot yoga, Sivananda
yoga, and Kundalini yoga.

ASANAS

Asanas are the postures of yoga. Each posture has
benefits to the body. Standing postures are grounding
in nature and help to build confidence as well as
strength and bring focus to the mind. Most postures in
which the body moves forward relax the mind and help
to reduce stress. Twists encourage detoxification reset-
ting of the internal organs. Inversions reverse the force
of gravity; they help to undo the effects of the down-
ward pull of gravity and aid in digestion as well as
decreasing the effects of aging. Postures which lift the
heart bring energy to the body and hope to the mind.
Consult with your health care provider as to your abili-
ties to begin a practice of yoga. Initial practice of
Asanas (postures) should be performed under the
supervision of a qualified yoga instructor. A qualified
instructor will be able to assist you in choosing Asanas
suited to your particular needs. They also will guide
you in the safest and best practices for performing each
Asana. It is important to keep in mind that yoga is
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a practice and a process rather than a goal to be
achieved.

CHOOSING AN INSTRUCTOR

The following guidelines may prove helpful in choos-
ing a yoga instructor:

1. If you would not choose the person as a friend,
chances are you will not enjoy him or her as an
instructor.

2. Find someone whose teaching methods com-
plement your learning style.

3. An instructor should work with you as an indi-
vidual, addressing any issues that arise due to
past injuries or particular problems surrounding
flexibility or genetic predisposition.

4. The best yoga experiences result from a willing-
ness of the instructor and student to cocreate an
environment that is conducive to learning.

SEE ALSO: Complementary and alternative health practices,
Meditation, Physical therapy
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LAGENIA BAILEY

Youth Middle childhood is a time of discovery, con-
solidation, and strengthening of key competencies.
During this period of development, ranging between
ages 6 and 12 years, physical skills mature, personality

traits solidify, and social interactions become more
sophisticated. Parents remain at the center of children’s
social world, but peers become increasingly important.
Although biology provides a timetable for development,
cultural and contextual factors can slow, nurture, or
hinder growth. Thus, developmental shifts during child-
hood are best understood within a broad social context
that includes individual factors as well as family, peers,
neighborhoods, and culture.

STATUS OF CHILDREN

In his 2002 State of the Union address, George W.
Bush adopted the Children’s Defense Fund policy to
“Leave No Child Behind.” Unfortunately, 2 years later,
very little has improved in the lives of American chil-
dren. Every 11 seconds, an American child is reportedly
abused or neglected, and every 2 hours and 40 minutes,
an American child is killed by gunfire. One in five U.S.
children live in poverty and substandard conditions
(e.g., unsanitary housing, poor nutrition) during their
first 3 years of life, the most critical time for brain devel-
opment. Children in poverty are more likely to contract
illnesses, have untreated medical and dental problems,
and are less likely to receive important immunizations.
One in eight American children do not have health
insurance, and a majority of our nation’s fourth graders
cannot read and do math proficiently. Nearly 12 million
American children are poor, 1.2 million are homeless on
any given night, and 7 million are home alone or with-
out adult supervision after school. Child homelessness
is increasing as the rates of adult unemployment surge.
These conditions place youth at high risk for serious
mental health, behavioral, and physical problems and
have important implications for children’s intellectual
and emotional development.

CHILD DEVELOPMENT IN CONTEXT

Physical Development

Whereas adolescence precipitates enormous
changes in physical development (see entry
Adolescence in this volume), middle childhood repre-
sents slow but regular change. Girls and boys appear
similar in weight and height during childhood, although
girls begin to mature before boys. There is wide
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variation in height and weight during this period, but
the brain is virtually fully developed. Losing baby teeth
is a significant developmental milestone. As their bod-
ies grow in strength and size, children develop better
balance and coordination and new motor skills.
Research indicates that physical acuity develops at sim-
ilar rates among boys and girls during middle child-
hood, but boys begin to excel girls during adolescence.

Cognitive Development

Jean Piaget studied children’s mental processes,
including their ways of perceiving, remembering,
believing, and reasoning. Piaget observed that children
progress through a series of stages in their ability to
process mental phenomenon. Children between 6 and
12 years of age begin to use symbols (mental images,
words, gestures) in sophisticated ways to represent
objects and events. For example, they are able to per-
form mental operations (e.g., simple math), but have
difficulty anticipating or considering alternatives.
Children at this age can experiment with an idea,
observe the results, and then experiment again until
they get it right. They can classify objects according to
a characteristic like size or color, and they develop skills
of conservation or the knowledge that objects or
amounts remain the same even if their physical appear-
ance is rearranged. By age 7, children’s language
becomes less egocentric and more socialized. Children
begin to use communication to exchange information
and engage in conversation. Their use of communica-
tion reflects concern for the listener’s needs by consid-
ering intentions rather than merely external stimuli.

It is widely recognized that cognitive functioning is
influenced by many factors, including individual differ-
ences, culture, and the context in which children live.
This is perhaps best understood in the study of social
cognition, or the ways children understand, interpret,
and respond to their social worlds. The social context
and life experiences vary among children, and recent
research has determined that youth process information
differently and respond uniquely to external stimuli. For
example, aggressive children have been found to inter-
pret ambiguous social cues in a hostile manner and
thereby react aggressively, whereas nonaggressive chil-
dren tend to have more benign reactions to such
situations. Thus, cognitive development is a multi-
dimensional and complex process that depends on
social environment, unique predispositions, and life
experiences.

Socioemotional Development

Children’s socioemotional development has been
the subject of considerable discussion and theoretical
writing. Individually centered theories propose that a
child’s personality develops through the resolution of
crises or issues at different developmental stages. As the
child confronts and masters the crisis, he or she is able
to move to the next developmental stage. By all
accounts, school is a central influence during middle
childhood. Social interactions increasingly revolve
around classmates and peers, even though parents con-
tinue to be a critical force in children’s development.
The ability to function in school is one of the major
factors that determine youths’ quality of life.

Some models of personality development are
based on Western values and support increased auton-
omy and separation from the family as markers of suc-
cessful personality growth. These may not apply to
children from diverse cultural backgrounds. Contextual
models, on the other hand, suggest that personality is
shaped by individual temperament as well as interac-
tions with parents, peers, schools, communities, culture,
and society. The latter theories underscore the impor-
tance of interpersonal factors and contextual influences
(e.g., exposure to crime and poverty, media messages,
cultural beliefs) on personality development. Compared
to youth further along the developmental continuum,
younger children are in the unique position of discov-
ering their world according to restrictions set by their
caregivers. Unlike adolescents, children make few inde-
pendent decisions. They are unable to function alone in
the larger society because their abilities to understand
and interpret information are not yet fully developed.
In this way, parents serve as “gatekeepers” assuming
responsibility for shaping the interactions and experi-
ences of their children according to their own biases,
culture, social status, and perceptions. Taken to-
gether, these experiences lay the foundation for future
development.

Moral Development

Theories of moral development have evolved over
the years. Jean Piaget proposed that morality developed
through a sequence of invariant stages according to
children’s cognitive abilities. He argued that earlier
stages form the foundation for later ones, and for young
children, rules are unalterable, must be obeyed, and are
judged solely in terms of their consequences. As children
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age, however, they are able to view rules more flexibly
and understand that they are established and maintained
through reciprocal social agreement. Children begin to
recognize that intentions are an important factor when
judging a behavior as right or wrong. Inspired by Piaget,
Lawrence Kohlberg defined morality by an individual’s
sense of justice. Greater rationality and attention to the
“law” was viewed as more advanced moral thinking. In
1982, Carol Gilligan challenged this definition of moral-
ity and argued that consideration of others and interper-
sonal relationships are important factors in moral
decision-making. Gilligan observed that girls scored
lower than boys on Kohlberg’s stage theory, because
they focused on maintaining relationships and caring
about others when making moral judgments. Gilligan
also noted that women’s moral choices reflected a con-
cern for the welfare of others, whereas men’s moral
imperative was to respect rights and protect the rights to
life and self-fulfillment. She redefined morality as con-
sisting of two parts, a “morality of care” and a “morality
of justice.” There has been considerable debate about
gender differences in moral thinking, but it is likely that
the most advanced moral decision-making combines a
concern for others and attention to justice.

Risk and Resilience

Many factors influence children’s developmental
trajectories. Risk factors increase the possibility of mal-
adjustment while protective factors prevent negative
outcomes despite the presence of risk. Children are
more vulnerable to certain risk factors at particular peri-
ods of development. For instance, peer pressure is more
salient during adolescence than early childhood, and
exposure to alcohol during the first trimester of preg-
nancy is more dangerous than exposure during the third
trimester. As the number of risk factors increase, the
likelihood of negative outcomes is greater (e.g., risky
sexual behavior, crime, mental health problems).
Despite exposure to risk factors, many children are
resilient. Several protective factors predict childhood
resilience in the face of risk, including greater intelli-
gence and higher self-esteem; parental warmth, support,
and firm control; the presence of a supportive adult;
value on achievement; and strong community ties.

CONCLUSIONS AND RECOMMENDATIONS

Despite the Bush administration’s assertion that no
child should be left behind, the nation’s children continue
to experience considerable adversity including poverty,
abuse and neglect, homelessness, absence of health
insurance, exposure to crime and violence, and poor
reading and math skills. U.S. children of color are dispro-
portionately affected by poverty, low birthweight, early
mortality, and the absence of prenatal care. These expe-
riences strongly influence children’s physical, cognitive,
emotional, and social development, and determine suc-
cessful passage into adulthood. Nonetheless, important
initiatives have been implemented to improve the lives of
young children and families, such as low-cost health clin-
ics, early head start programs, and greater attention to
important health issues like nutrition and obesity. Since
1973, the Children’s Defense Fund (CDF) has successfully
led the charge to educate the nation about the needs of
children, identify important directions for prevention, and
advocate for improved access to care. Through ongoing
advocacy, research, and technological assistance, we will
ensure that no child is left behind.

SEE ALSO: Adolescence, Peer relationships
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