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issues surrounding counseling women about menopause, including where their patients
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1) describe recent trends in STD incidence;

2) state which populations are at greatest risk for STDs;
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The
CONTRACEPTION

Report

Dear Colleague:

The sexually transmitted disease (STD) epidemic remains a widespread and costly problem
in the United States. Despite progress in recent years, the incidence of several major STDs is
increasing. Women, adolescents, and minorities are at particularly high risk. In this issue of
The Contraception Report, we review the latest incidence data for the leading STDs. We also
describe risk factors and examine the various screening tests available to clinicians. In a
related article, we present an example of the potential pitfalls of even cutting-edge tests
applied to low-risk populations.

The second half of this edition is devoted to issues surrounding menopause. Given recent
concerns about hormones and breast cancer and uncertainty regarding the cardiac benefits of
hormone replacement therapy, women are faced with complex decisions. Some are turning
to nontraditional or “alternative” therapies—often without informing their clinicians. We
highlight recent data and examine how women acquire information about menopause.

The Patient Update describes three common STDs—chlamydia, human papillomavirus, and
trichomoniasis—and lists resources for further information about STD awareness, preven-
tion, and treatment.

We hope you find this information useful in your practice.

Sincerely yours,

David A. Grimes, MD
Executive Editor

The Contraception Report ® Volume 11, No. 3, October 2000
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STD Update: Incidence Trends and New Screening Tests

SUMMARY

An estimated 15 million new sexu-
ally transmitted disease (STD) cases
occur each year in the United States.
Women, adolescents, and minorities
are among the populations dispro-
portionately affected. Although the
incidence of many STDs has declined
in recent years, several infections are
increasing in frequency and pose
public health challenges. New screen-
ing technologies may aid efforts to
stem the spread of disease.

Introduction

Despite progress over the past
decade, the sexually transmitted dis-
ease epidemic remains a widespread
and costly problem in the United
States. Recent estimates place the an-
nual number of new STD cases above
15 million!'—25% higher than the
12 million cases reported to the US
Centers for Disease Control and Pre-
vention (CDC) and other public
health agencies each year.2 Human
papillomavirus (HPV), trichomonia-
sis, and chlamydia together account
for more than 88% of new STD infec-
tions (Figure 1).

Compared with other industrial-
ized nations, the United States has
one of the highest STD rates, particu-
larly among adolescents.3 Teenagers
and young adults account for more
than two-thirds of all new STD cases
in this country (Figure 2).! Minorities
also are disproportionately affected
by most major STDs, even after
adjusting for reporting biases.
African-Americans have the highest
rates of chlamydia, gonorrhea, and
syphilis of all racial or ethnic
groups.2 STD infections account for
an estimated $8.4 billion in direct
medical costs annually in the US.!

Stigma and misinformation sur-
rounding STDs may be contributing

Figure 1
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Source: Kaiser Family Foundation, American Social Health Association, 1998 (see reference 1).

to a substantial misperception of risk.
According to a 1998 survey of 1,500
reproductive-age adults, Americans
underestimate both the scope of the
STD epidemic and their own personal
risk of infection. Although at least
one in four Americans will be infected
with an STD during his or her life-
time, only 14% of men and 8% of
women consider themselves at risk.

Figure 2
Distribution of New STD Cases,

by Age

>25
Years

15t0o 19
Years

20 to 24
Years

Source: Kaiser Family Foundation,
American Social Health Association, 1998
(see reference 1).
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Incidence Trends

The CDC collects detailed
surveillance data on three STDs—
chlamydia, gonorrhea, and syphilis—
as well as data on human immuno-
deficiency virus (HIV) and acquired
immunodeficiency syndrome (AIDS).
The agency also reports on other STDs
using data and estimates from various
sources. Generally, the most recent
data available are for 1998.

Chlamydia

Chlamydia is the most commonly
reported bacterial STD in the United
States.2 Chlamydia trachomatis causes
an estimated 3 million infections an-
nually, primarily among adolescents
and young adults.1> An estimated one
in 20 women of reproductive age are
infected with chlamydia.

About 50% of men and 75% of
women infected with chlamydia have
few or no recognized symptoms.
Without testing and treatment, the
infection may persist for many
months. Up to 40% of women with
untreated chlamydia develop pelvic
inflammatory disease (PID). Infants
born to infected mothers may experi-



Figure 3

STD Rates by Gender, United States, 1984 to 1998
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ence prematurity, conjunctivitis, and
pneumonia.’

In 1998, about 610,000 chlamydial
infections were reported to the CDC.?
Reported rates of chlamydia have in-
creased nearly fivefold since the late
1980s, from 51 cases per 100,000 pet-
sons in 1987 to 237 in 1998. The CDC
believes this trend reflects increased
screening, recognition of asympto-
matic infection (mainly in women),
and improved reporting. Reported

rates are more than four times higher
for women compared with men (Fig-
ure 3), which the CDC attributes
primarily to better detection of
asymptomatic infection in women
through screening.?

Gonorrhea

Infections due to Neisseria gonor-
rhoeae, like those due to Chlamydia
trachomatis, are a major cause of PID,
tubal infertility, ectopic pregnancy,

and chronic pelvic pain.? An estimat-
ed 50% of women with gonorrhea
have no symptoms. Without early
screening and treatment, 10% to
40% of women with gonorrhea will
develop PID. Epidemiologic and
biologic evidence indicate that gono-
coccal infections also facilitate HIV
transmission.?

In 1998, about 360,000 cases of
gonorrhea were reported in the Unit-
ed States.? Following the introduction
of a national control program in the
mid-1970s, the overall rate of gonor-
rhea had declined 72% since 1975.
However, between 1997 and 1998,
the rate increased nearly 10%, from
122 cases per 100,000 persons to 133,
above the Healthy People 2000 na-
tional objective of 100.2 Substantial
increases in gonorrhea have been ob-
served among gay and bisexual men,
minorities, and adolescents. Adoles-
cent females aged 15 to 19 years have
the highest rates of gonorrhea. The
reported US gonorrhea rate is the
highest of any industrialized country
—about eight times higher than
Canada and approximately 50 times
that of Sweden.®

Syphilis

Once a major cause of cardiovascu-
lar disease, neurologic disease, and
blindness, syphilis is now virtually
nonexistent in most parts of the Unit-
ed States. Nevertheless, the infection
continues to cause health conse-
quences in certain populations.
Principal among these consequences
is the acceleration of the HIV epidem-
ic, especially among young African-
American women in the South.
Syphilis causes genital ulcers, which
dramatically increase the likelihood
of sexual HIV transmission. In addi-
tion, untreated early syphilis during
pregnancy results in infant death in
up to 40% of cases.>

Following the introduction of peni-
cillin and the organization of a
national STD control program in the
1940s, syphilis was nearly eliminated
in the mid-1950s. However, cyclic na-
tional epidemics have followed every
7 to 10 years. The most recent epi-
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demic peaked in 1990, at 20 cases per
100,000 persons.®

In 1998, about 7,000 cases of pri-
mary and secondary syphilis were
reported to the CDC—the lowest
number since 1958.2 Nearly 70% of
these cases occurred in the South. Be-
tween 1997 and 1998, the incidence
of primary and secondary syphilis in
the US declined from 3.2 to 2.6 cases
per 100,000 persons, below the
Healthy People 2000 goal of 4.0.
Between 1997 and 1998, the overall
rate of congenital syphilis decreased
from 28 to 21 cases per 100,000 live
births, well below the Healthy People
2000 goal of 40.2

HIV and AIDS

An estimated 650,000 to 900,000
people currently are living with HIV
infection in the United States, with
approximately 40,000 new infections
occurring every year.® Of these new
infections, 70% occur among men
and 30% occur among women.
African-American women represent
nearly two-thirds of new infections
among women each year; Hispanic

and white women each represent
18%. Heterosexual sex is the leading
risk factor for HIV infection among
women, accounting for three-fourths
of new infections. Injection drug use
accounts for virtually all of the re-
maining 25% in women. Unsafe sex
among homosexual males is the
leading risk factor for HIV infection
in men.

Approximately 40,000 new HIV
infections occur in the US each
year. Of these, 70% occur
among men and 30% occur
among women.

During the 1990s, the AIDS epi-
demic shifted steadily toward a
growing proportion of cases in
African-Americans, Hispanics, and
in women. In absolute numbers,
African-Americans have outnum-
bered whites in new AIDS diagnoses
and deaths since 1996 and in the

Figure 4

number of persons living with AIDS
since 1998. The proportion of
women with AIDS has increased
steadily, reaching 23% in 1999.7

An expansion of the AIDS case
definition in 1993 created a large
increase in the number of reported
AIDS cases. As of the end of 1999,
more than 730,000 cases had been
reported to the CDC.” Of these, ap-
proximately 82% were men, 18%
were women, and fewer than 1%
were children less than 13 years of
age. The incidence of perinatally ac-
quired AIDS peaked in 1992 and has
decreased in recent years, due in part
to Public Health Service guidelines
for counseling and HIV testing of
pregnant women and the use of anti-
retroviral treatment in pregnant
women and newborns.

Midway through the 1990s, more
effective antiretroviral therapies be-
came available. Their effects on
decreases in adult AIDS incidence
and deaths were detected at the pop-
ulation level through surveillance as
early as 1996 (Figure 4).7

Estimated Incidence of AIDS and Deaths of Adults with AIDS*, 1985 to June 1999, United States
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Other STDs

Although comprehensive surveil-
lance data are not available for most
other STDs, many continue to pose
substantial challenges for clinicians
and their patients.

* Human papillomavirus: HPV is likely
the most common STD among young,
sexually active populations. An esti-
mated 5.5 million people become
infected with HPV each year in the
United States; 20 million Americans
are believed to be currently living
with HPV infection.! More than 80
distinct types of HPV exist. Some
cause genital warts; others cause sub-
clinical infection. Subclinical HPV
infection can lead to cervical, penile,
and anal cancer. Persistent cervical in-
fection with certain types of HPV is
the single most important risk factor
for cervical cancer. Indeed, HPV type
16 accounts for more than 50% of
cervical cancers and high-grade
dysplasia.>8

e Trichomoniasis: Trichomoniasis is
caused by the single-celled protozoan
parasite Trichomonas vaginalis. Al-
though no national data are available
on trichomoniasis, the latest estimates
suggest that as many as 5 million in-
fections occur each year in the United
States.! In women, trichomoniasis
often causes a frothy, yellow-green
vaginal discharge. The genital inflam-
mation caused by trichomoniasis
may increase a woman'’s risk of acquir-
ing HIV infection if sexually exposed
to HIV.S

* Herpes: Genital herpes is common in
the US and has increased substantially
over the past few decades. As many
as 1 million new genital herpes infec-
tions are estimated to occur each year,
most (80%) caused by herpes simplex
virus type 2 (HSV-2).! Data on HSV-2
seroprevalence are available from the
National Health and Nutrition Exami-
nation Survey (NHANES). In NHANES
III (1988 to 1994), HSV-2 seropreva-
lence among the noninstitutionalized
population at least 12 years of age was
22% (45 million Americans) —nearly
one-third higher than the age-adjust-
ed HSV-2 seroprevalence from

NHANES II (1976 to 1980).2 Increases
in HSV-2 seroprevalence were concen-
trated in younger age groups. Herpes
causes recurrent, painful ulcers in
many people and has serious health
risks for babies born to mothers with
a primary infection. Herpes can

make people more susceptible to HIV
infection and make HIV-infected
individuals more infectious.®

Human papillomavirus is
likely the most common STD
among young, sexually active
populations.

e Hepatitis B: According to data from
NHANES 11, approximately 5% of the
population has been infected with he-
patitis B virus (HBV).2 An estimated
77,000 to 120,000 new HBV infections
are acquired through sexual transmis-
sion annually, mostly among young
adults.! People chronically infected
with HBV face an increased risk of
chronic liver disease, including cirrho-
sis and liver cancer, resulting in an
estimated 5,000 to 6,000 deaths each
year.> As many as 750,000 Americans
may be currently living with sexually
acquired HBV.!

 Chancroid: Chancroid is a painful ul-
cerative genital infection caused by
Haemophilus ducreyi. Over the past
decade, reported cases of chancroid

have declined steadily in the United
States, from about 5,000 cases in 1987
to less than 200 cases in 1998.2 While
chancroid is not widespread, it is
believed to be substantially underdiag-
nosed and underreported. Moreover,
chancroid has the potential to cause
large outbreaks that may go unrecog-
nized despite a large burden of disease
in the community. The infection caus-
es genital ulcers and may contribute
to increased HIV transmission in some
communities.>

Screening and Diagnosis

For many years, culture tests
were the mainstays for diagnosing
common bacterial STDs, such as
chlamydia and gonorrhea. Specificity
is nearly 100%, making false positives
unlikely.”10 In cases of suspected sex-
ual abuse or assault, courts usually
require culture tests for definitive re-
sults. For routine screening purposes,
however, culture tests can be labor
intensive, expensive, and are not
100% sensitive.

During the 1980s, new technolo-
gies were introduced, including direct
immunofluorescent antibody assays
and enzyme immunoassays (EIAs).
EIAs are less expensive and less labor
intensive than cultures, but sensitivi-
ty for chlamydia can be as low as
60%, increasing the likelihood of
false-negative results.10

DNA probes were introduced in the
early 1990s, enabling the detection of
C. trachomatis and N. gonorrhoeae with

Test Validity

Four measures of validity (the ability to differentiate between sick and
well persons) describe test performance:

e Sensitivity: The ability of a test to identify those who have the disease.
e Specificity: The ability of a test to identify those who do not have

the disease.

* Predictive value positive: The likelihood that a person with a positive

test has the disease.

* Predictive value negative: The likelihood that a person with a negative

test does not have the disease.

The Contraception Report ® Volume 11, No. 3, October 2000 7



a single swab. Specificity is high
(97%), but sensitivity ranges from
65% to 72%.9:10

The most recent technologies in-
clude polymerase chain reaction,
ligase chain reaction, and transcrip-
tion-mediated amplification. These
tests are highly sensitive (near 100%),
with specificity often 90% or high-
er.%10 Moreover, nucleic acid
amplification technology permits
urine as a test specimen, thereby
avoiding the need for a pelvic exam
in women or a urethral swab in men
—procedures that frequently deter
individuals and impede effective
screening efforts.!! Additionally, stud-
ies have demonstrated high sensitivity
and specificity of self-administered
vaginal cotton swabs.

Although nucleic acid amplifica-
tion technology is more costly than
EIA or DNA probe testing, it is less ex-
pensive than culture.’ The new testing
methodology may hold promise for
screening large numbers of at-risk in-
dividuals (eg, adolescents) whose
infection might otherwise go unde-
tected. Advantages and disadvantages
of various testing strategies (Table 1)
must be weighed according to the
practice setting, screening goals, and
prevalence of infection in the target
population (see page 9).10

Routine screening for chlamydia in
some populations of asymptomatic
women may be cost-effective. In a
prospective study involving 2,600
women in a health maintenance orga-
nization, routine chlamydia screening
was associated with a 60% reduction
in the rate of pelvic inflammatory dis-
ease.!2 The CDC recommends routine
annual chlamydia screening for all
sexually active adolescent females and
other women who may be at high risk
for infection.!? The following factors
may indicate a need for screening:

e younger than 25 years of age;

¢ inconsistent or no use of barrier
contraceptives;

* new or multiple sex partners;

e signs of a possible cervical infection;
and/or

e previous sexually transmitted disease.

|
Table 1
Advantages and Disadvantages of Available
Chlamydia Screening Tests

Test Advantages Disadvantages
Culture * Specificity nears 100%, thereby * Requires a skilled technician, is

reducing the potential for false- labor intensive, and expensive.

positive results. e Cannot use urine as specimen.

e Sensitivity as low as 80%.
DNA Probe * More stable transport of specimens. e Cannot use urine as specimen.
* Less expensive than culture. e Sensitivity as low as 65% to 71%.

Enzyme e Less technically demanding than e Cannot use urine as specimen.
Immunoassay  culture. * Sensitivity as low as 60% to 74%.
(EIA) * Less expensive.
Nucleic Acid  * 90% or greater sensitivity and * More expensive than DNA

Amplification  specificity.

probe or EIA.

¢ Can use either urine or cervical

swabs as specimens.

Source: CDC, 2000 (see reference 10).

Treatment and Prevention

Treatment for bacterial STDs in-
volves antibiotics. Antimicrobial
resistance is an important considera-
tion with gonorrhea. Nearly 30% of
isolates collected in 1998 by the
Gonococcal Isolate Surveillance Pro-
ject of the Centers for Disease Control
and Prevention were resistant to peni-
cillin, tetracycline, or both.2 In the
case of viral STDs, therapy frequently
consists of treating the accompanying
symptoms. Hepatitis B is preventable
through vaccination, which is now
routine in infants and prepubertal
children; however, there remains a
cohort of unvaccinated adolescents
and young adults at risk. For a de-
tailed discussion of STD treatments,
clinicians should refer to the CDC’s
1998 Guidelines for Treatment of Sexu-
ally Transmitted Diseases,'3 which is
available on the Internet at: http://
www.cdc.gov/nchstp/dstd/1998_STD_
Guidlines/98m1633.pdf.

Abstinence, monogamy, and con-
dom use are the mainstays of STD
prevention. When infection does
occur, notification and treatment of
the patient’s partner(s) will help pre-

8 The Contraception Report ¢ Volume 11, No. 3, October 2000

vent reinfection. Effective patient
counseling may help to stem the
spread of disease. For further infor-
mation about STD prevention —
including detailed discussion of
screening methodologies — clinicians
should refer to the US Preventive Ser-
vices Task Force's Guide to Clinical
Preventive Services, Second Edition,14
updated in 1996 and available online
at: http://odphp.osophs.dhhs.gov/
pubs/guidecps/.
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CLINICAL VIGNETTE

Pitfalls of Screening: A Physician’s Wife Testing Positive for

Gonorrhea

Tests, even excellent tests, can lead
us astray. A recent case illustrates this
point. In a university gynecology clin-
ic, a resident provided “routine
screening” for a physician’s wife: a
Pap smear and a test for gonorrhea
and chlamydial infection. A week
later, the clinic head nurse pulled the
attending physician aside to advise
him the test for gonorrhea had re-
turned positive; the chlamydia test
was negative.

The hospital had just switched, a
month earlier, to a polymerase chain
reaction (PCR) test for both these
pathogens, and the attending physi-
cian was unsure of the sensitivity
and specificity of the test. Hence, he
called the laboratory to inquire. The
laboratory staff advised him that the
sensitivity and specificity for gonor-
rhea were 97% and 98%, respectively.
(In general, the sensitivity and speci-
ficity of a good test will add to 150%
or higher; a very good test’s sensitivi-
ty and specificity will total 180% or
higher. By this standard, the PCR test
used was superb.)

Since the resident who had per-
formed the test initially was not in
clinic the week the result returned,
follow-up fell to the attending physi-
cian. Should he call in the patient,
tell her she has gonorrhea, and sug-
gest that both she and her husband
need treatment?

The question facing the faculty
doctor was the likelihood she really
had the disease; ie, what was the pre-
dictive value of the positive test?
Given the rarity of gonorrhea among
professionals and their spouses in this
community, he suspected that this
admittedly superb test might have
been wrong. To help explain this first
to the patient and, with her permis-
sion, to her husband, he prepared the
following illustrations.

Assume that the prevalence of gon-
orrhea among physicians’ wives in

“The social consequences of incorrectly
labeling persons as infected with STDs can
be serious. Conversely, failing to identify and
treat STDs has dangerous consequences.
Clinicians need to understand that test
performance depends on the prevalence of
the disease in the population being tested.”

— David A. Grimes, MD

this community is 1 per 100 (a very
liberal estimate!). Under that assump-
tion and with a test sensitivity of 97%
and specificity of 98%, he arrayed
10,000 hypothetical physicians’ wives
in the standard 2 x 2 table for assess-
ing the validity of a test (Figure 1).
The predictive value positive is the
number of true positives (cell “a”)
divided by all those with a positive
test (cells “a” plus “b”). The fraction
is 97/295 or 33%. Stated alternatively,
only one of three women with a posi-

Figure 1
Performance of PCR Test in a

Population with a Prevalence
of Gonorrhea of 1 per 100

Gonorrhea
®| 97 | 198 | 295
PCR a|b
Test c|d
G| 3 9702|9705
100 9,900 10,000

Predictive value positive =
a/a+b =97/295 = 33%

tive test has gonorrhea; the other two
have false-positive tests.

If the prevalence of gonorrhea
among physicians’ wives is 1 per
1,000 (a more reasonable estimate?),
the predictive value positive would
fall dramatically. He arranged anoth-
er hypothetical 10,000 women under
these assumptions (Figure 2). Now,
the predictive value of a positive PCR
falls to 5%. Nineteen times out of 20,
a positive test result in this low-risk
population is wrong. When he met

Figure 2
Performance of PCR Test in a
Population with a Prevalence
of Gonorrhea of 1 per 1,000

Gonorrhea
@] 10 | 200 | 210
PCR al|b
Test cld
G| o |[979% |97%
10 9,990 10,000

Predictive value positive =
a/a+b =10/210= 5%
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with the wife and then the couple to
discuss the laboratory result, a sexual
and social history corroborated his
impression that the risk of either part-
ner having gonorrhea was remote.
Other options at this point would in-
clude performing a culture or treating
both partners with an oral antibiotic
if they had been concerned.

The social consequences of incor-
rectly labeling persons as infected
with STDs can be serious. Conversely,
failing to identify and treat STDs has
dangerous consequences. Clinicians
need to understand that test perfor-
mance depends upon the prevalence
of the disease in the population being
tested. As shown in this example,
even superior tests have a poor pre-
dictive value positive when the
disease is rare. For this woman,
screening for STDs was probably ill-
advised. In such cases, women should
be asked to assess their own risk; eg,
“Is there any reason you would want
to be tested for STDs?”

— David A. Grimes, MD
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Menopause Counseling: Addressing Complex Issues

SUMMARY

A growing number of women are
postmenopausal. Questions abound
for these women, including whether
and for how long to take hormones.
Many receive information from
sources other than their clinicians.
Fears surrounding the use of hor-
mones have contributed to increasing
use of “alternative” therapies among
menopausal women. Clinicians play
an important role in answering
questions, addressing fears and mis-
conceptions, and helping women
make informed decisions.

Introduction

The average American woman ex-
periences menopause around 51 years
of age, thereby spending at least one-
third of her life after menopause.
More women than ever are now en-
tering the menopause, mostly because
of aging of the baby boomers born
just after World War II.

According to the US Census Bu-
reau, the number of women aged 45
to 54 years will grow to nearly 23 mil-
lion over the next decade (Figure 1).!
Furthermore, the proportion of all
US women older than 45 years of age
will grow from 34% in 1995 to 43%
in 2020.

Sharp increases in the number of
women aged 55 years and older also
will occur. For example, by the year
2020, the number of women aged 55
to 64 years will rise from 13 million
to nearly 22 million. A similar in-
crease will occur in the number of
women 65 to 74 years of age. During

Figure 1

the same period, the US population
will experience an 50% increase in
the number of women aged 85 years
and older.!

Fears and Questions

Many women entering the meno-
pausal years are seeking answers
about how best to maintain their
health and address the conditions
that often accompany menopause.
They need balanced information
about the benefits and risks of estro-
gen replacement therapy (ERT),
estrogen-progestin hormone replace-
ment therapy (HRT), and other
options for treating or preventing
menopause-related conditions.

Many are seeking answers from
the mass media. A 1997 Gallup Poll
conducted for the North American
Menopause Society (NAMS) found
that more women receive menopause
information from various media—in-
cluding television, radio, magazines,

Estimated Growth in the Number of US Women >45 Years of Age, 1995 to 2020
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Figure 2
Women's Sources of

Information about Menopause

Health Care
Professionals

Reading
Materials

TV or
Radio

Family or
Friends

Source: Kaufert P, et al, 1998
(see reference 2).

books, and the Internet—than from
health care professionals (Figure 2).2

Women who rely upon mass
media for information may have dis-
torted perceptions of risk, especially
related to the use of hormones. The
media tend to report negative stories
that link hormones to cancer while
downplaying positive effects of hor-
mone use.> Consequently, women
may overestimate cancer-related risk
and underestimate benefits.

ERT/HRT: A Complex Issue
Hormone replacement therapy
helps alleviate the uncomfortable
symptoms of menopause experienced
by many women. These symptoms
include “hot flashes” or “hot flushes”
caused by changes in the thermoreg-
ulatory system, vaginal atrophy,
vaginal dryness, and dyspareunia. In
addition, due to estrogen’s impact on
urethral epithelium, estrogen may
help relieve urgency, frequency, and
nocturia experienced by some meno-
pausal women. A meta-analysis of
166 studies concluded that estrogen
use subjectively improves urinary in-
continence in menopausal women.*
Estrogen also helps prevent osteo-
porosis in postmenopausal women
by slowing the rate of bone loss.>°
More importantly, some forms of
estrogen also have been proven to
decrease the incidence of vertebral

and/or hip fractures. The progestin
component of HRT does not appear
to add or detract from protection
against osteoporosis.

Over the past year, several pub-
lished studies have challenged
long-held beliefs about hormone
replacement therapy. Some studies
have linked HRT use with increased
risk of breast cancer’3; others show
no increased risk or an elevated risk
only among certain subgroups.?10
Breast cancer occurring in ERT/HRT
users has been associated with more
favorable histology and reduced mor-
tality, suggesting that users actually
may be more likely to have breast
cancer diagnosed.?!! A recent issue of
The Contraception Report (Vol. 11, No.
2, July 2000) reviewed this topic.

Women who rely upon mass

media for information may

have distorted perceptions

of risk, especially related to
the use of hormones.

The cardioprotective effects seen
in many observational studies
(among women without preexisting
cardiovascular disease) have been
challenged by recent experimental
data showing no immediate cardiac
benefit among elderly women with
existing heart disease. Among 2,763
women with serious coronary disease
in the randomized controlled Heart
and Estrogen/Progestin Replacement
Study, investigators reported a worse
prognosis in the first 8 months of
use for HRT users (0.625 mg conju-
gated equine estrogens plus 2.5 mg
medroxyprogesterone acetate daily)
versus placebo controls with regard
to nonfatal myocardial infarction
or coronary heart disease death.12
However, the HRT group showed in-
creasingly better prognosis during
years 2, 3, and 4. The findings are
limited, given that study included
only women with substantial preex-
isting heart disease. No similar data
exist in women without preexisting
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disease, in which primary cardiopro-
tection may exist.

Some newer therapies initially
demonstrated promise in the treat-
ment of osteoporosis. Raloxifene, a
selective estrogen receptor modulator
(SERM), prevents bone loss and
reduces vertebral fracture risk signifi-
cantly better than placebo, but to a
lesser extent than conjugated equine
estrogens.!3 Data for hip fractures
show no benefit, however.

Limited data indicate raloxifene
may decrease the incidence of breast
cancer by about half.'* The drug is
not beneficial for hot flashes or vagi-
nal atrophy, however,!s and no
cardiovascular benefits have been
demonstrated.

Who Receives Counseling?

A woman'’s likelihood of receiving
HRT counseling varies considerably
by socioeconomic status. Newly re-
leased data from a 1998 North
American Menopause Society survey
indicate that 75% of women receive
some clinician counseling regarding
the benefits and risks of using hor-
mone therapy for menopause-related
health effects.!® The national study
surveyed a representative sample of
749 postmenopausal American
women between the ages of 50 and
65 years. Women with higher in-
comes, higher education, and those
of Caucasian race had the highest
incidence of counseling (Figure 3).

“All [perimenopausal] women
should receive high-quality counsel-
ing about menopause, including the
decision to use hormone therapy,”
says Wulf H. Utian, MD, PhD, NAMS
Executive Director. “These findings
are encouraging in that three-quarters
of the women are receiving counsel-
ing; however, we need to improve
efforts to counsel those with [lower]
income who do not have readily
available access to health care.”

Among the women in the NAMS
survey who received counseling, most
(78%) elected to begin hormone re-
placement therapy, as evidenced by
receipt of an HRT prescription. The
primary reason for starting HRT was



Figure 3
Proportion of Menopausal Women Receiving HRT Counseling,*
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relief of hot flashes, cited by one-
third of women (Figure 4). One in
tive women began HRT in an effort
to prevent osteoporosis. About 10%
cited a clinician’s recommendation
as the main reason for initiating hor-
mone therapy.!°

Figure 4
Main Reasons Women Cite

for Starting Hormone
Replacement Therapy
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Prevention of
Osteoporosis
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Source: Ettinger B, et al, 2000 (see reference 16).

Ideally, information about the
benefits and risks of hormone replace-
ment therapy should be provided
before menopause, preferably at early
stages of hypoestrogenism. Women
should know what to expect before
and during menopause, which thera-
pies can relieve the various symptoms,
and the benefits and risks of long-
term treatment with hormones. This
discussion should be tailored to a pa-
tient’s unique susceptibility profile.

Other issues to cover include prop-
er nutrition (eg, getting enough
calcium and vitamin D), exercise, and
appropriate medical screening. These
issues should be reviewed during sub-
sequent visits. Recent data from more
than 84,000 women followed for 14
years in the Nurses’ Health Study sug-
gest that reduction in diet- and
lifestyle-related risk factors can de-
crease a woman'’s risk of coronary
heart disease by 83%.17

Women who opt to use ERT/HRT
should be counseled about possible
nuisance side effects. Potential side
effects include irregular or break-
through bleeding, breast tenderness,
local skin irritation (with patch), and
edema. Clinicians should reassure

patients that some side effects are
temporary and decrease with time.
They also should provide patients
with written instructions and infor-
mation indicating the bleeding
pattern to be expected and which
irregularities warrant a call to the
health care provider.

Rise of Nontraditional Therapies

Women in the US are increasingly
turning to “alternative” therapies for
chronic conditions, including those
related to menopause. Most do not
tell their clinicians. A recent national
survey of more than 2,000 adults
found that use of alternative therapies
rose 25% between 1990 and 1997.18
More than 42% of survey respondents
had used a nontraditional therapy
within the past year, including herbal
medicines, folk remedies, energy heal-
ing, and homeopathy. The proportion
of alternative therapy users who dis-
closed use to clinicians —less than
40% —remained unchanged over the
7-year period. In 1997, estimated
out-of-pocket expenditures related
to alternative therapies totaled
$27 billion.!8

Fear of hormones and cancer has
contributed to a growing interest in
alternative therapies for menopausal
symptoms. Patients in search of “nat-
ural” alternatives to hormone therapy
are experimenting with plant estro-
gens, soy products, herbal remedies,
and other approaches, including
yoga, meditation, and acupuncture
(Figure 5).219

Use of alternative therapies for
menopausal symptoms is growing
rapidly, according to the 1997
NAMS survey. “Today, sales of non-
prescription remedies marketed for
menopause-related complaints are
skyrocketing,” observes Dr. Utian.
“Some are supported by scientific
research, but others still need more
study before true benefits and risks
are determined.”

Evidence regarding the safety and
efficacy of alternative therapies is
sparse. A 1998 review of scientific
and lay literature found few con-
trolled trials to support efficacy claims
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Figure 5

Proportion of Women Using Selected Behaviors/Therapies
in Addition to or Instead of HRT
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for most alternative treatments for
menopausal symptoms.!? In addition,
the treatments that women purchase
can vary from brand to brand as no
standards exist for production, dos-
ing, or packaging. The authors
reported that the greatest amount of
evidence surrounds use of phytoes-
trogens, which occur in soy products.

Phytoestrogens are functionally
similar to estradiol and produce estro-
genic effects. Some authors have
theorized that the lower reported
occurrence of hot flashes and other
menopausal symptoms in Japanese
women is related to their higher
dietary intake of isoflavonoid phytoe-
strogens.2021 However, data are mixed
regarding the efficacy of phytoestro-
gens and soy products in reducing
menopausal symptoms. Some small
studies have reported a reduction in
hot flashes among postmenopausal
women using specific soy products??;
other products demonstrated no ef-
fect.2? Large trials have yet to examine
the issue.

Black cohosh is another widely
used alternative to hormone therapy
for treating menopausal symptoms.
Several small studies in Germany re-
ported a significant improvement in
hot flashes and mood with black co-
hosh.24¢ However, most of the studies

were uncontrolled and the number
of participants was small. Potential
side effects of black cohosh include
nausea, vomiting, dizziness, visual
disturbances, slow heartbeat, and ex-
cessive sweating.2’

specific treatments for perimeno-
pausal and postmenopausal women,”
notes William Andrews, MD, co-
chair of the panel that developed the
guidelines. “Instead, the focus is on
informing women about options for
managing menopausal symptoms and
for preventing some of the diseases
associated with aging.”

The menopause guidelines can as-
sist clinicians in answering questions
women have about treatment op-
tions, including the known benefits
and risks of treatments and the
strength of the evidence on those
benefits and risks. Clinicians can get a
copy of the guidelines by contacting
the Jacobs Institute of Women’s
Health, care of ACOG, at (202) 863-
1633. To download the guidelines,
visit the Institute’s Web site at http://
www.jiwh.org/Menodownload.htm.

A task force of the American Asso-
ciation of Clinical Endocrinologists
(AACE) also recently published an
extensive menopause management
guideline.?” AACE Medical Guidelines
for Clinical Practice for Management of

A 1998 review of scientific and lay literature found few controlled
trials to support efficacy claims for most alternative treatments for

menopausal symptoms.

New Guidelines

Earlier this year, a collaborative
effort produced new menopause
counseling guidelines. The Jacobs
Institute of Women'’s Health, the
American College of Obstetricians
and Gynecologists (ACOG), and
National Committee for Quality
Assurance published Guidelines for
Counseling Women on the Management
of Menopause for use by clinicians and
health plans.2¢ The guidelines include
basic principles of patient counseling,
topics to cover in menopause counsel-
ing, information about methods for
managing symptoms and diseases of
advancing age, and resources for clini-
cians and women.

“These guidelines are not clinical
guidelines; they do not recommend
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Menopause is available on AACE’s
Web site at http://www.aace.com/
clin/guides/menopause.pdf.
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Please mark your answers on the CME Quiz Answer Form.

. Teenagers and young adults (aged <25 years) account
for about what proportion of new STD cases annually

a. one-quarter
b. one-third
c. one-half

d. two-thirds

. Each of the following STDs has declined in reported
incidence over the past decade EXCEPT

a. chlamydia
b. gonorrhea
c. syphilis

d. chancroid

. What proportion of Americans will be infected with an
STD during their lifetime

a. 1in 10
b. 1in7
c. 1in4
d.1in 3

. Up to 40% of women infected with untreated
chlamydia develop

a. painful urination

b. genital warts

c. vaginal discharge

d. pelvic inflammatory disease

. Which of the following populations has the highest
reported rates of gonorrhea

a. women aged 15 to 19 years
b. women aged 20 to 24 years
¢. men aged 15 to 19 years
d. men aged 20 to 24 years

10.

Which US region has the highest rates of syphilis
a. Northeast

b. South

¢. Midwest

d. West

. STD screening tests that produce very few false

positives have a

a. high sensitivity
b. low sensitivity

c. high specificity
d. low specificity

Which of the following STD screening tests allows
urine to be used as a specimen

a. culture

b. nucleic acid amplification
c. DNA probe

d. enzyme immunoassay

. According to a survey by the North American Meno-

pause Society, each of the following factors affected a
woman'’s likelihood of receiving hormone replacement
therapy (HRT) counseling EXCEPT

a. race
b. education level
¢. annual income
d. type of insurance

According to a survey by the North American
Menopause Society, the primary reason women start
HRT is

a. osteoporosis prevention

b. protection against heart disease

c. relief of hot flashes

d. because a clinician recommended it
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