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Help Teens and Young Women 
Manage Dysmenorrhea Symptoms 
Effectively
Prevalence rates range from 50% to 90% in adolescents and young 
women 

Dysmenorrhea represents the most 
common menstrual symptom 
among teen girls and young 

women, with a prevalence of 50-90%.1 
How can clinicians best diagnose and 
treat this condition?

The American College of 
Obstetricians and Gynecologists has 
issued a new committee opinion 
designed to help clinicians aid patients 
in managing their symptoms effectively 
and continuing everyday activities with 
minimal disruption.2

Dysmenorrhea is divided into two 
categories: primary and secondary. 
Primary dysmenorrhea is painful 
menstruation without another pelvic 
disease. With primary dysmenorrhea, 
excessive levels of prostaglandins cause 
intense cramping and discomfort, leading 
to menstrual pain. Most adolescents 
present with primary dysmenorrhea. 
Dysmenorrhea may involve symptoms 

such as nausea, vomiting, diarrhea, 
headaches, and muscle cramps.

With secondary dysmenorrhea, 
a recognized medical condition or 
disease causes the painful menstruation. 
Endometriosis is the most common 
cause of secondary dysmenorrhea. 
However, secondary dysmenorrhea also 
can occur with adenomyosis, infection, 
myomas, reproductive tract obstructions, 
congenital malformations, and ovarian 
cysts.2

No matter the cause of dysmenorrhea, 
the condition has a profound effect on 
patients’ lives, especially adolescents, 
says Geri Hewitt, MD, a general 
obstetrician/gynecologist and professor 
in the Department of Obstetrics and 
Gynecology at The Ohio State University 
Wexner Medical Center in Worthington, 
OH.

“It is the leading cause of recurrent 
short-term absences from school for 
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adolescent girls, to the detriment of 
their learning and socializing,” said 
Hewitt, author of the committee 
opinion, in a press statement. “By 
quickly identifying and diagnosing 
dysmenorrhea, [clinicians] can help 
relieve patients’ pain and enable them 
to resume normal order in their lives.”

Evaluating Primary 

Dysmenorrhea in Teens

How should clinicians approach 
an initial evaluation of primary 
dysmenorrhea in teen patients? As 
with all patients presenting with 
dysmenorrhea, be prepared to evaluate 
the patient’s medical, gynecologic, 
menstrual, family, and psychosocial 
history to assess whether the patient is 
experiencing primary dysmenorrhea 
or whether the symptoms may 
indicate secondary dysmenorrhea. If a 
patient exhibits symptoms suggestive 
only of primary dysmenorrhea, then 
a pelvic examination is not necessary. 
If the patient has sexually transmitted 
infection symptoms, then a pelvic 
examination is warranted.

Anita Nelson, MD, professor and 
chair, Obstetrics and Gynecology, 
Western University of Health 
Sciences in Pomona, CA, advises 
that it is important to remember that 
symptoms of primary dysmenorrhea 
often do not develop until a young 
woman’s cycles become ovulatory.

“So, just because she does not 
have painful cramping from the time 
of her first period, she may still have 
primary dysmenorrhea that should 
respond well to medical therapies,” 
notes Nelson.

When should clinicians suspect 
secondary dysmenorrhea? Symptoms 
include:

• severe dysmenorrhea that occurs 
immediately after menarche or 
dysmenorrhea that worsens over time;

• uterine bleeding that is abnormal 
(heavy and/or irregular bleeding);

• pain that occurs mid-cycle or 
that is acyclic;

• lack of response to medical 
treatment; or

• family history of endometriosis.2

Clinicians should be cognizant 
of cultural differences in attitudes 
regarding menstruation that may 
affect patients’ comfort with 
discussing menstruation symptoms. 
Parental modeling of pain response 
and discussions may affect young 
patients’ reports and perceptions of 
pain and anxiety about experiencing 
pain.3

Understand Treatment 

Options

What are the treatment options 
for primary dysmenorrhea? Consider 
nonsteroidal anti-inflammatory 
drugs (NSAIDs), such as ibuprofen, 
naproxen sodium, and mefenamic 
acid, as a first-line treatment option. 
These drugs disrupt cyclooxygenase-
mediated prostaglandin production. 
They have been shown to relieve 
primary dysmenorrhea pain better 
than placebo.

Patient education about the use 
of NSAIDs is essential, since data 
indicate that many adolescents 
with dysmenorrhea self-direct 
their medication use, leading to 
subtherapeutic treatment.4 Informing 
school personnel about a student’s 
need to take medication during 
school may be necessary, so be 
prepared to provide authorization 
to use medication for dysmenorrhea 
during the school day.

NSAIDs are effective for primary 
dysmenorrhea when initiated one 
to two days before menses begin 
and continuing for the first two 
to three days of bleeding.5 Advise 

http://www.AHCMedia.com
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patients to take the medication with 
food and increase fluid intake to ease 
possible adverse gastrointestinal and 
renal effects. If one NSAID does not 
provide relief, consider switching to an 
alternative NSAID.

How about hormonal agents? If 
NSAIDs do not relieve dysmenorrhea 
symptoms, clinicians can opt for 
hormonal agents, which also are 
considered a first-line option. If 
needed, NSAIDs may be continued or 
used in addition to hormonal therapy. 
Which hormonal agents may work 
best? Options to consider include a 
combination oral contraceptive, a 
contraceptive patch or vaginal ring, 
a single-rod contraceptive progestin 
implant, depot medroxyprogesterone 
acetate (intramuscular or sub-
cutaneous), and a levonorgestrel 
intrauterine device.2

If a patient’s dysmenorrhea does 
not clinically improve within three 
to six months of treatment initiation, 
clinicians should be prepared to 
perform more a comprehensive 
evaluation of chronic pelvic pain. A 
more extensive assessment includes 
a history and focused physical 
examination for potential causes of pain 
that may be gastroenterologic, urologic, 
musculoskeletal, or psychosocial.

A pelvic examination may detect 
conditions such as endometriosis, an 

obstructed reproductive tract, uterine 
enlargement or irregular shape, friability 
or discharge of the cervix (indicative 
of pelvic inflammatory disease), pelvic 
masses, vaginismus, or other disorders 
of the pelvic floor. Consider using 
pelvic imaging with ultrasonography to 
evaluate for secondary dysmenorrhea. 
For initial imaging, ultrasonography 
is the most appropriate option for 
teasing out possible causes of secondary 
dysmenorrhea, such as uterine 
myomas, obstructive reproductive tract 
anomalies, and adnexal masses with 
endometriomas.6

Endometriosis  

Affects Teens

The most common cause of 
secondary dysmenorrhea in teens is 
endometriosis.2 Patients who continue 
to have persistent and significant 
dysmenorrhea following treatment 
with hormonal agents and NSAIDs 
should be evaluated for endometriosis, 
especially if no other cause for the 
chronic pelvic pain or secondary 
dysmenorrhea has been identified. 
A family history of endometriosis 
can play a role. Research indicates 
that patients have a seven-fold to 
10-fold increased risk of developing 
endometriosis if they have a first-

degree relative who is affected by it.7

The key goals of endometriosis 
treatment include relieving symptoms, 
suppressing disease progression, and 
protecting future fertility. Because 
endometriosis can present differently 
in teen patients than in adults, the 
new guidance details key differences in 
symptoms.2 

What approaches can clinicians 
take when treating endometriosis 
in teens? The new guidance 
describes diagnosis and treatment 
with conservative surgical therapy, 
combined with continued medical 
therapies to prevent proliferation of 
the endometrium. Since some patients 
may have recurrent pain following 
conservative surgical treatment and 
hormone therapy, consider GnRH 
agonists such as leuprolide acetate as 
an appropriate additional treatment.

“Endometriosis is a chronic 
condition, and it’s important that we 
address immediate and long-term 
treatments and considerations with 
adolescents,” stated Hewitt. “This 
includes having education about the 
disease available to patients and their 
families, as well as encouraging or 
assisting in identifying complementary 
therapies, such as acupuncture, 
that may help with management of 
symptoms over time.”  

REFERENCES
1. Al-Jefout M, Nawaiseh N. Continuous 

norethisterone acetate versus cyclical 

drospirenone 3 mg/ethinyl estradiol 

20 μg for the management of 

primary dysmenorrhea in young adult 

women. J Pediatr Adolesc Gynecol 

2016;29:143-147. 

2. ACOG Committee Opinion No. 

760 Summary: Dysmenorrhea and 

endometriosis in the adolescent. 

Obstet Gynecol 2018;132:1517-1518.

3. Boerner KE, Chambers CT, McGrath 

PJ, et al. The effect of parental 

modeling on child pain responses: 

EXECUTIVE SUMMARY
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symptoms of dysmenorrhea effectively so that women may continue everyday 

activities with minimal disruption.

• Dysmenorrhea represents the most common menstrual symptom among 

teen girls and young women, with a prevalence of 50-90%.

• Primary dysmenorrhea is painful menstruation without other pelvic disease. 

Dysmenorrhea may involve symptoms such as nausea, vomiting, diarrhea, 
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menstruation is caused by a recognized medical condition or disease.
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For Contraceptive Use, Both Intention  
and Attitude Matter

R ecent research suggests that 
intentions regarding pregnancy 

do not completely explain whether 
and how women use contraception. 
In addition, women’s attitudes toward 
the idea of becoming pregnant also 
are a factor. In a just-published 
study, researchers used cross-sectional 
data from a nationwide survey of 
858 women veterans receiving care 
in the Veterans Affairs Healthcare 
System to evaluate the relationships 
among pregnancy intention, attitude 
toward hypothetical pregnancy, and 
contraceptive use for women who are 
at risk for unintended pregnancy.1

Participants in the study who 
indicated that they never wanted 
to become pregnant were nearly 
three times more likely to report 

contraceptive use as women who 
indicated the intention to become 
pregnant in the next year. Women who 
considered becoming pregnant to be 
the “worst” thing that could happen 
also were almost three times as likely 
to report contraceptive use as those 
who considered pregnancy to be the 
“best” thing that could happen.1

Intentions regarding pregnancy and 
attitudes about a possible pregnancy 
do not always align, says Sonya 
Borrero, MD, MS, associate professor 
of medicine and director of the 
Center for Women’s Health Research 
and Promotion at the University 
of Pittsburgh. She also serves as a 
core faculty member at the Veterans 
Affairs’ (VA) Center for Health Equity 
Research and Promotion and as a 

staff physician in the VA Pittsburgh’s 
women’s health clinic. Reproductive 
health clinicians must be aware of the 
different thoughts and attitudes that 
may affect women’s behavior regarding 
contraceptive use, she notes.

Intentions and attitudes can change 
during the course of a few months 
because of factors such as relationship 
status, finances, or social support, 
noted Borrero in a press statement. 
Conducting routine or frequent 
assessments is necessary in helping 
women to make the best decisions 
for them about reproduction, she 
explained.

Understand Effects  

on Method Choice

According to the survey’s results, 
women who selected “never” as their 
pregnancy intention were more than 
three times as likely to use highly 
effective methods, as opposed to 
women who placed themselves in 
the “next year” category. Women 
who said that it would be the “worst 
thing” if they became pregnant, 
regardless of their plan, were more 
than twice as likely to use highly 
effective methods, compared to 
those in the group who indicated 
pregnancy would be the “best thing.” 
In the study, the researchers classified 
intrauterine devices and subdermal 

EXECUTIVE SUMMARY

In a just-published study, researchers used data from a nationwide survey 

to understand the relationships among intention about pregnancy, attitude 

toward a hypothetical pregnancy, and contraceptive use for women who are at 

risk for unintended pregnancy.

• Women who participated in the study who indicated they “never” wanted to 

become pregnant were about three times more likely to report contraceptive 

use compared to women who said they intended to become pregnant in the 

next year.

• Women who indicated that becoming pregnant would be the “worst” thing 

that could happen were almost three times as likely to use contraceptives 

as those who said becoming pregnant would be the “best” thing that could 

happen.
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implants as “highly effective” 
methods of birth control. They 
listed the birth control pill, ring, 
patch, and injection as “moderately 
effective methods.” The least effective 
methods listed in the study were 
barrier devices (e.g., condoms, 
diaphragms, and cervical caps), 
fertility awareness, spermicides, and 
withdrawal.1

Cultural backgrounds also 
played a role in the attitudes toward 
unintended pregnancy. The results 
indicate that Hispanic women 
held more positive attitudes about 
unintended pregnancies than black or 
white women. Among black women, 
there was no significant link between 
intention or attitude and contraceptive 
use.1

Women’s Plans  

Can Change

In a 2017 study of a national 
sample of 2,894 women ages 18-39, 
researchers analyzed data regarding 
pregnancy avoidance and happiness 
about pregnancy to evaluate the 
associations between measures 
of attitude and consistent use of 
contraception.2

The figures suggest that although 
more than half of women (53%) 
considered avoiding pregnancy to 
be very important, 23% indicated 
they would be very unhappy 
to be pregnant. Using logistic 
regression models including both 
measures, researchers found that 
only pregnancy avoidance was 
associated with using contraception 
consistently. The analysis findings 
indicate that cognitive attitude was 
less likely to change over time than 
emotional attitude. The researchers 
found that changes in consistent 
contraception use were associated 
with a change in a woman’s 

pregnancy avoidance, but not in her 
happiness.2

One way to help patients in 
making individual choices is to aid 
in the development of a reproductive 
life plan (RLP). This plan consists 
of personal goals related to whether, 
when, and how individuals decide 
to have children. These goals are 
developed with consideration of a 
woman’s priorities, resources, and 
values.3 

The Centers for Disease Control 
and Prevention recommends anyone 
capable of having a child should have 
an RLP.4 (Get more information for 
women and men at the agency’s website, 
www.cdc.gov/preconception.) The 
American College of Obstetricians 
and Gynecologists (ACOG) also 
“strongly supports women’s access 
to comprehensive and culturally 
appropriate reproductive life 
planning.”5

Working with patients on 
reproductive life planning involves 
asking a series of questions. This 
activity can be incorporated into 
healthcare visits to determine patients’ 
goals related to pregnancy and 
childbearing.

Examples of questions for creating 
an RLP include:

• Do you plan to have children 
or more children at any time in the 
future?

• How long would you like to wait 
before becoming a parent?

• What can I do today to help you 
achieve your plan?

For those patients who do not wish 
to become pregnant, consider using 
these questions:

• Which family planning method 
do you plan to use until you or your 
partner are ready to become pregnant?

• How certain are you about using 
that method without problems?

The clinician can ask these 
questions and integrate the results 

into the electronic health record. 
Alternatively, the clinician can include 
the questions in intake materials so 
that answers can be part of a specific 
discussion in the limited time of an 
office healthcare visit. (Read more 
about RLPs; see the February 2017 
“Teen Topics” column at https://bit.
ly/2SOSBn8.)  
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Less Surveillance for Simple Ovarian Cysts? 
Research Indicates Yes

In the past two decades, more 
frequent use of transvaginal pelvic 

ultrasound has led to increased 
identification of ovarian masses. 
Although most masses are considered 
benign, guidance has recommended 
continued monitoring of simple 
cysts because of the poor prognosis 
for malignant ovarian cancer and the 
chance that cancer could be present in 
masses that appear benign. In a just-
published study of more than 72,000 
U.S. women, the results indicate that 
such surveillance of simple cysts may 
not be necessary.1

The researchers found that simple 
cysts (defined as cysts that are round or 
oval shaped, with a thin wall, and with 
anechoic fluid and through transmission) 
are normal and extremely common in 
women both pre- and postmenopause. 
The simple cysts are not associated with 
an increased risk of ovarian cancer. 
Unless symptoms are present, simple 
cysts can be ignored safely, states the 
research team, comprised of investigators 
from the University of California, 
San Francisco (UCSF) and Kaiser 
Permanente Washington.

“There’s a great deal of unnecessary 
medical surveillance that goes on for 
simple cysts,” notes lead author Rebecca 
Smith-Bindman, MD, a professor 
in the Department of Radiology and 
Biomedical Imaging at UCSF. She 
also is a professor in the departments 
of Epidemiology and Biostatistics, 
and Obstetrics, Gynecology and 
Reproductive Medicine, and is a 
member of the Philip R. Lee Institute for 
Health Policy Studies.

Simple cysts are almost universally 
benign, observes Smith-Bindman. 
Because there was concern that such 
cysts could contain a precursor to 
cancer, patients with these cysts 

underwent frequent surveillance 
and referrals to gynecologists and 
oncologists, she states. “Our study 
found that asymptomatic simple 
cysts of any size should be considered 
normal findings in women of any age 
and ignored,” said Smith-Bindman in 
a press statement.

Understand the Findings

To perform the study, researchers 
followed 72,093 women who underwent 
pelvic ultrasound exams through Kaiser 
Permanente Washington between 
January 1997 and December 2008. 
About three-quarters of the women were 
younger than 50 years of age. During 
the study period, participants underwent 
118,778 pelvic ultrasound exams. 
Among the approximately 50,000 
women younger than 50 years of age, 
about 24% were diagnosed with a simple 
cyst. None of these women were found 
to have developed cancer during follow-
up. Among the remaining women 50 
years of age and older, about 13% were 
diagnosed with a simple cyst. Just one of 
these women received a cancer diagnosis.

For women with a simple cyst, 
no matter the size, the risk of 
developing cancer was approximately 
zero, according to the investigators’ 
statistical analysis. A total of 210 cases 
of ovarian cancer were diagnosed 
in the study, almost all occurring in 
women with a complex cystic mass.1

The findings suggest that the 
probability of cancer predicted by 
ultrasound was accurate. The odds 
of cancer significantly increased in 
women who had complex cystic or 
solid ovarian masses.1

One of the reasons for surveilling 
simple cysts is the possibility that 
imaging may not be accurate or that 

it may miss complex features, notes 
Smith-Bindman, who is a member 
of the UCSF Helen Diller Family 
Comprehensive Cancer Center. “This 
was not supported by our data,” stated 
Smith-Bindman. “Cysts interpreted as 
being simple, even extremely large ones, 
were not associated with cancer.”

Weigh the Evidence

Appropriate interpretation of 
cystic ovarian structures noted with 
vaginal ultrasound is important, says 
Andrew Kaunitz, MD, interim chair 
of the Department of Obstetrics 
and Gynecology at the University 
of Florida College of Medicine-
Jacksonville and medical director of 
UF Health Women’s Specialists – 
Emerson. 

In premenopausal women, simple 
cystic structures less than 3 cm should 
not be referred to as a cyst, says 
Kaunitz. Instead, the term “dominant 
follicle” should be used in this setting, 
he states.

An accompanying editorial to 
the research article points out that 
follow-up imaging is not required for 
simple cysts that are less than 5 cm in 
diameter in premenopausal women.2

Information issued by the 
“Choosing Wisely” campaign, founded 
by the American Board of Internal 
Medicine Foundation to help avoid 
unnecessary healthcare, asks clinicians 
not to recommend follow-up imaging 
for adnexal cysts that are clinically 
inconsequential. The recommendation 
says that in women of reproductive 
age, simple and hemorrhagic cysts are 
almost always physiologic, and that 
in postmenopausal women, small 
simple cysts commonly occur and are 
clinically inconsequential.3
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“Ovarian cancer, while typically 
cystic, does not arise from these benign-
appearing cysts,” the guidance states. 
“After a good quality ultrasonography 
in women of reproductive age, do not 
recommend follow-up for a classic 
corpus luteum or simple cyst < 5 cm in 
greatest diameter.”

The American College of 
Obstetricians and Gynecologists 
(ACOG) has issued similar information 
about assessing and managing adnexal 
cysts.4 The ACOG information says 
that simple cysts of up to 10 cm in 
diameter on transvaginal ultrasound are 
likely benign. They may be monitored 

safely with repeat imaging without 
surgery, including in postmenopausal 
women.  
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At-Home HPV Tests May Be Key  
to Reaching Patients

There is a continued need to 
improve prevention of cervical 

cancer. In 2018, estimates indicated 
that 13,240 women in the United 
States would develop invasive cervical 
cancer, with about 4,170 dying of 
the disease.1 Although screening for 
human papillomavirus (HPV) may 
detect cervical cancer early, many 
women may forego such tests.

Statistics suggest that more 
than half of U.S. invasive cervical 
cancer cases occur in women who 
are underscreened (defined as 
infrequently or never screened).2 
About 15% of women report not 
receiving Pap testing in the preceding 
three years, making them overdue 
for Pap testing according to national 
recommendations.3

Why are women missing needed 
screening? Barriers include lack of 
health insurance, poor access to 
medical services, and embarrassment 
or discomfort with pelvic examin-
ation.4,5 Now, researchers are looking 
at the effectiveness of using at-home 
collection kits for women who are 

overdue for screening to overcome 
some of these barriers.6,7

Many different barriers are causing 
women to be underscreened, notes 
researcher Andrea Des Marais, MPH, 
project manager at the University 
of North Carolina at Chapel Hill’s 
Gillings School of Global Public Health. 
Although HPV tests are used in the 
United States, they are currently available 
for collection only by physicians in 
clinical practice, which requires women 
to visit a clinic, she states.

“Offering HPV testing using self-
collection by mail has a lot of potential 
to reach women who are the highest 
risk of being under-screened: those 
who don’t access regular medical care,” 
said Des Marais in a press statement.

Take a Closer Look

Des Marais and fellow researchers 
looked at the potential of self-
collection in a just-published study.6 
To perform the investigation, the 
researchers sent home kits by mail for 

self-collection to low-income North 
Carolina women who were overdue to 
receive screening. Participants included 
women between ages 30-64 who had 
reported no history of receiving a Pap 
test within the past four years.

The women received self-collection 
brushes as well as instructions for 
taking samples. A lab then tested the 
samples for HPV and other sexually 
transmitted infections. Participants 
also collected the samples themselves 
at a clinic, and received a pelvic 
exam for a Pap smear sample. The 
researchers then compared the results 
from self-collected samples and the 
ones collected by clinicians to the 
results of the Pap smears and cervical 
biopsies obtained during colposcopy.

According to the research findings, 
the home self-collection tests found 
12.4% of women to be infected with 
high-risk HPV. The self-collection tests 
in the clinic found 15.5% of women 
infected with high-risk HPV, and the 
tests collected by clinicians found 
11.4% of the women had high-risk 
HPV infection.6 The women found 

https://bit.ly/2QuKm2L
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to have high-grade cervical lesions 
through a Pap smear or cervical biopsy 
all tested positive for high-risk HPV 
with the samples collected at home, 
researchers note.

“Women are dying unnecessarily 
of cervical cancer because they either 
haven’t been vaccinated against HPV 
in adolescence, or they have not 
been getting screened according to 
national guidelines,” says researcher 
Jennifer Smith, PhD, professor in 
the University of North Carolina at 
Chapel Hill’s Gillings School of Global 
Public Health. “Increasing screening 
rates among underscreened women is 
of paramount importance.”

Will Women Use  

the Test?

Researchers at The Ohio State 
University also have published findings 
that mailing at-home HPV tests may 
be effective for reaching women who 
may have limited access to healthcare.7 
In their study, investigators found that 
almost 80% of women who received 
the kits used them and sent them back 
to the researchers for testing. About 
25% of the tests were positive for a 
cancer-causing type of HPV.

To conduct the study, 
investigators contacted participants 

first to gauge their interest. Then 
researchers sent screening kits for 
return by U.S. mail. Women received 
up to $85 in gift cards for their 
participation, although no cards were 
issued for returning the screening 
kit. About half of the 103 women in 
the study had not been screened for 
cervical cancer through Pap testing 
in more than five years.

Although at-home HPV tests 
are used widely in other countries, 
including Australia and the 
Netherlands, they are not yet an 
approved or recommended screening 
approach in the United States. 
That may change as more research 
emerges on their safety, efficacy, and 
acceptability.

“There’s a lot of interest in exploring 
more widespread use of these tests 
in the U.S., particularly to increase 
screening rates among women who 
aren’t getting regular care,” says Paul 
Reiter, PhD, MPH, the study’s lead 
author, and associate professor of health 
behavior and health promotion at The 
Ohio State University. Reiter also serves 
as a member of the Cancer Control 
research program at Ohio State’s 
Comprehensive Cancer Center.  
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Understand New Advances in Menopause 
Management

By 2020, it is estimated that 
more than 50 million women in 

the United States will be older than 
51 years of age.1 Since menopause 
occurs at an average age of 52, 
clinicians will have to consider 
how to approach updating their 
practice to treat this growing patient 
population.2

The Food and Drug Administration 
(FDA) recently approved two new 
modalities to aid in menopause 
management: MenoCheck, a 
diagnostic tool to determine a woman’s 
menopausal status, and Bijuva, a 
medication to help with hot flashes. 

The MenoCheck diagnostic tool 
is an assay kit used to determine 

menopausal status in women 42-62 
years of age. The assay offers adequate 
sensitivity to measure declining 
concentrations of antimullerian 
hormone (AMH) in women who are 
beginning the menopausal transition.

Diagnostic results regarding 
women’s menopausal status may 
prompt discussions about preventative 

http://bit.ly/2kUcifg
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care for patients who are experiencing 
the symptoms of menopause, notes 
Courtney Lias, PhD, director of 
the FDA’s chemistry and toxicology 
devices division.

“This test, when used in 
conjunction with other clinical 
assessments and laboratory findings, 
can help inform discussions about 
preventative care, such as ways to help 
prevent loss in bone mineral density 
or to address cardiovascular disease, 
both of which are known to increase 
after menopause,” said Lias in a press 
statement.

How can the tool help inform 
discussions about preventive care? 
JoAnn Pinkerton, MD, NCMP, 
executive director of the North 
American Menopause Society, advises 
that if the test results are considered 
along with a woman’s age, they can be 
highly predictive of ovarian reserve and 
timing of menopause. If age and AMH 
level are used together, they can help 
determine whether a woman is likely 
to experience menopause in the next 
five or 10 years, she explains.

Women who have very low 
(abnormal) AMH levels for their age 
may go through menopause early, 
which can mean decreased fertility or 
the onset of menopausal symptoms 
and health risks such as osteoporosis 
or heart disease at a younger age, 
states Pinkerton. For women with 
bleeding problems, knowing whether 
menopause is likely to come sooner 
rather than later may affect decisions 
to treat bleeding, including whether to 
have a hysterectomy, she notes.

Early menopause, whether it 
is spontaneous or due to surgical 
removal of the ovaries or medications 
such as chemotherapy, has been 
associated with a higher risk of health 
problems, says Pinkerton. These 
include osteoporosis and fracture, 
heart disease, cognitive changes such 
as dementia, vaginal changes, loss of 

libido, and mood changes such as 
depression.

How can women counter these 
conditions? Women likely to have an 
earlier menopause can make lifestyle 
choices to decrease risk even before 
becoming menopausal, says Pinkerton. 
Counsel women about the importance 
of adequate calcium and vitamin D 
intake (1,200 mg and 1,000 to 2,000 
IU daily, respectively), weight gain 
avoidance, healthy diet, and regular 
cardiovascular exercise.

To prevent heart disease, advise 
patients to include 30 minutes of 
cardiovascular exercise five days per 
week, add strength-training, and eat 
fiber-rich foods, such as vegetables 
and fruits, while avoiding unhealthy 
amounts of fats, fried foods, or 
sugary foods. Having regular check-
ups will alert a woman to the risk 
of high blood pressure, prediabetes, 
or elevated cholesterol levels, says 
Pinkerton.

What Defines 

Menopause?

During the menopause transition, 
women experience a natural decline of 
ovarian follicular estrogen production. 
This transition is characterized by 
many menstrual cycle changes, 
including increasing episodes of 
amenorrhea. With the diminishment 
of ovarian production of estradiol, 
women will experience complete 
absence of menstrual bleeding. 
Menopause traditionally has been 
defined as the final menstrual period, 
diagnosed after 12 consecutive months 
of amenorrhea.2 

It is clinically important to 
determine where a woman is in the 
menopause process. The MenoCheck 
assay was developed to help clinicians 
understand the symptoms women are 
experiencing and aid in selecting an 

appropriate treatment to relieve those 
symptoms.

Alternative to 

Compounded Therapy

Bijuva is formulated in 1 mg/ 
100 mg estradiol and progesterone 
capsules. It is approved for use 
in the treatment of moderate to 
severe vasomotor symptoms due 
to menopause in women with a 
uterus. In advanced clinical trials, the 
single-capsule estradiol-progesterone 
therapy provided effective treatment 
of moderate-to-severe vasomotor 
symptoms.3 

“This new therapy provides an 
effective, safe, FDA-approved and 
monitored therapy for women with 
a uterus who desire a combined 
estrogen/progesterone bioidentical 
product to relieve menopausal 
hot flashes and night sweats,” says 
Pinkerton. “It is a novel, effective, and 
often requested type of therapy for 
symptomatic menopausal women and 
their healthcare providers.”

Since the 2002 publication of 
initial findings from the Women’s 
Health Initiative (WHI), the largest 
randomized controlled trial on the 
effects of menopausal hormone therapy 
conducted to date, use of menopausal 
hormone therapy has declined steeply 
in U.S. women. Use of custom-
compounded hormone therapy, 
whereby hormones are customized by 
prescription for individual women, has 
increased since the initial publication 
of the WHI, as women have sought 
alternative therapies. In the United 
States, one-third of women who 
take hormones at menopause use 
compounded hormones, according to 
a national survey.4 However, custom-
compounded hormone therapy is not 
FDA-approved. The amounts of active 
drug can vary substantially from one 
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The #MeToo movement and the 
disclosures of sexual harassment 

and assault by many brave individuals 
in recent years have opened the door 
for many survivors to come forward 
and share those experiences. The 
movement also has brought these 
topics to the forefront of conversation 
in many fields, including medicine. 
People are sharing their experiences at 

home and in classrooms, workplaces, 
and exam rooms.  

Experiences of sexual harassment 
and assault are unfortunate realities for 
many adolescents and young adults, 
especially for young people of color 
and lesbian, gay, bisexual, transgender, 
and queer or questioning (LGBTQ) 
youth. A nationally representative 
survey of 1,965 students conducted in 
2011 found that almost half of students 
in grades 7-12 reported experiencing 
sexual harassment in the previous year, 
and 87% described negative effects such 
as absenteeism and poor sleep as results 
of harassment. Sexual harassment 
by text, email, social media, or other 
electronic means affected nearly one-
third (30%) of students.1 

According to the 2017 Youth Risk 
Behavior Survey, 7.4% of high school 
students surveyed reported being forced 
to have sexual intercourse during their 
lifetime, including 11.3% of females 
and 3.5% of males. Nearly 7% of 
students reported experiencing sexual 
dating violence in the past year, defined 

as being forced to participate in sexual 
activities (including kissing, touching, 
or being physically forced to have 
sexual intercourse) they did not want 
to do by someone they were dating or 
going out with. The number, 9.7%, 
was higher for students reporting sexual 
violence from anyone (regardless of 
dating or relationship) in the year prior 
to the survey.2 With sexual harassment, 
violence, and abuse being chronically 
underreported, we can only consider 
these numbers as a window into 
what likely is an even more common 
experience among young people.  

Many youth-serving health 
professionals have begun to ask how they 
can contribute to addressing or even 
preventing sexual harassment and assault 
in their patients’ lives. A natural place to 
integrate this work is in comprehensive 
sexuality education programs already 
in existence or under development. Sex 
education advocates and policy makers 
alike are promoting age-appropriate 
consent education to teach young 
people about the concepts of consent 

prescription to another, and insurance 
often does not provide coverage of such 
therapy.

In the past, many women who 
wanted to use bioidentical hormone 
therapy have used compounded 
therapies not approved by the FDA 
and which are not monitored or 
regulated by the FDA, says Pinkerton. 
This has led to safety concerns due 
to the possibility of over- or under-
dosing, the presence of contaminants, 
the lack of adequate sterility, and the 
lack of testing for safety and efficacy.

“This new combined estradiol/
progesterone one pill therapy 

gives women with a uterus seeking 
bioidentical hormone therapy 
(hormone therapy similar to what the 
body used to make before menopause) 
a tested, effective, and safe therapy, 
which is FDA-approved and FDA-
monitored,” states Pinkerton.  
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for physical contact and healthy 
relationships for students of all genders.  

The Center for American Progress 
recently analyzed sexuality education 
policies and found that of the 24 states 
(plus the District of Columbia [DC]) 
that mandate public schools to provide 
sex education, only eight states and 
DC even mention the topic of consent 
or sexual assault in their curricula.3

This situation is likely to change 
as six states have introduced bills 
mandating consent education in 
schools since the beginning of 2018. 
In Maryland, which recently passed 
such a bill and began implementing 
consent education in grades K-12, 
these policy changes were initiated by 
local young people seeking to educate 
themselves and their peers.4 States vary 
in their definitions of what young people 
should learn, but Maryland takes a 
broad approach and defines consent 
as “the unambiguous and voluntary 
agreement between all participants 
in each physical act within the course 
of interpersonal relationships.”5 This 
approach is comprehensive enough to 
include discussions of consent within 
sexual activity but also in other contexts. 
Such an expansive definition of consent 
is especially useful when discussing the 
topic with younger children.

Medical Community 

Backs Education

The medical community is already 
widely supportive of comprehensive 
sex education. The Society for 
Adolescent Health and Medicine, the 
American Academy of Pediatrics, the 
American Medical Association, and the 
American School Health Association 
all have position statements that 
support providing age-appropriate 
and medically accurate information 
in schools about sex, sexuality, and 
healthy relationships.6

In addition to supporting efforts 
to improve sex education in schools, 
healthcare professionals also have a role 
to play in talking with young patients 
and educating them about these topics.  

Research focused on identifying 
and preventing adolescent relationship 
abuse provides evidence that universal 
education and routine anticipatory 
guidance during adolescent patient visits 
promotes healthy relationships among 
young people and facilitates better (and 
earlier) connections to victims’ services 
when needed.7 In family planning 
settings, this approach has been shown 
to increase patients’ awareness of 
intimate partner violence and ability to 
use harm reduction strategies.8

Unfortunately, this research has 
not examined interventions around 
sexual harassment or violence outside 
of dating or relationships. Research 
on the role of healthcare providers in 
identifying and supporting adolescents 
who experience sexual harassment 
is especially lacking. However, 
continuing discussions of this topic in 
policy, media, and education settings 
provide significant momentum 
necessary to initiate this work.

In November 2017, the Sexuality 
Information and Education Council 
of the United States (SIECUS) 
launched the #TeachThem campaign 
in partnership with Tamara Burke, 
founder of #MeToo. The campaign 
highlights the lack of education in 
schools surrounding sexual assault, 
harassment, and the concept of 
consent, and it provides resources 
for individuals to advocate for better 
sexuality education policies in their 
communities. Their toolkit, which 
is available at https://siecus.org/wp-
content/uploads/2018/10/8.8.18-
TeachThem-Toolkit-7.pdf, includes 
resources for learning more about local 
sexuality education polices as well 
as guidance on how to organize for 
change with community partners.9  

REFERENCES
1. Hill C, Pearl H. Crossing the Line: 

Sexual Harassment at School. 

American Association of University 

Women. Available at: https://bit.

ly/2LmPaBr. Accessed Dec. 19, 2018.

2. Centers for Disease Control and 

Prevention. 1991-2017 High School 

Youth Risk Behavior Survey Data. 

Available at: https://bit.ly/2A2SNIw. 

Accessed Dec. 19, 2018.

3. Shapiro S, Brown C. Sex education 

standards across the states. Center 

for American Progress. May 9, 2018. 

Available at: https://ampr.gs/2I1LiHH. 

Accessed Dec. 19, 2018.

4. Code of Maryland Regulations. 

State Board of Education. Elaws.us. 

Available at: https://bit.ly/2UTGPcV. 

Accessed Dec. 19, 2018.

5. Kamenetz A. Should we teach about 

consent in K-12? Brett Kavanaugh’s 

home state says yes. National Public 

Radio. Sept. 28, 2018. Available at: 

https://n.pr/2xUm4Df. Accessed Dec. 

19, 2018.

6. Sexuality Information and Education 

Council of the United States (SIECUS). 

In Good Company: Support for 

Comprehensive Sexuality Education. 

June 2014. Available at: https://bit.

ly/2Ev0Kcd. Accessed Dec. 19, 2018.

7. Miller E. Prevention of and 

interventions for dating and sexual 

violence in adolescence. Pediatr Clin 

North Am 2017;64:423-434.

8. Miller E, Tancredi DJ, Decker MR, 

et al. A family planning clinic-based 

intervention to address reproductive 

coercion: A cluster randomized 

controlled trial. Contraception 

2016;94:58-67. 

9. Eisenstein Z. We’re starting to make 

the link between sexual assault and 

sex ed. But we need to do it better. 

Sexuality Information and Education 

Council of the United States (SIECUS). 

Available at: https://bit.ly/2CjKvgG. 

Accessed Dec. 19, 2018.

https://siecus.org/wp-content/uploads/2018/10/8.8.18-TeachThem-Toolkit-7.pdf
https://siecus.org/wp-content/uploads/2018/10/8.8.18-TeachThem-Toolkit-7.pdf
https://siecus.org/wp-content/uploads/2018/10/8.8.18-TeachThem-Toolkit-7.pdf
https://bit.ly/2LmPaBr
https://bit.ly/2LmPaBr
https://bit.ly/2A2SNIw
https://ampr.gs/2I1LiHH
https://bit.ly/2UTGPcV
https://n.pr/2xUm4Df
https://bit.ly/2Ev0Kcd
https://bit.ly/2Ev0Kcd
https://bit.ly/2CjKvgG


Editorial Advisory Board

Chairman Robert A. Hatcher, MD, MPH 
Senior Author, Contraceptive Technology 
Professor Emeritus of Gynecology and Ob-
stetrics, Emory University School of Medicine, 
Atlanta

David F. Archer, MD, Professor of OB/GYN, 
The Jones Institute for Reproductive Medi-
cine, The Eastern Virginia Medical School, 
Norfolk

Kay Ball, RN, PhD, CNOR, FAAN, Professor 
of Nursing, Otterbein University,  
Westerville, OH

Melanie Deal, MS, WHNP-BC, FNP-BC,  
Nurse Practitioner, University Health Ser-
vices, University of California, Berkeley

Linda Dominguez, RNC, WHNP, Clinical 
Consultant, Southwest Women’s Health, 
Albuquerque, NM

Andrew M. Kaunitz, MD, FACOG, 
NCMP, University of Florida, Term Profes-
sor; Associate Chairman, Department of 
Obstetrics and Gynecology, University of 
Florida College of Medicine-Jacksonville

Anita L. Nelson, MD, Professor and Chair, 
Obstetrics & Gynecology Department,  
Western University of Health Sciences, 
Pomona, CA 

James Trussell, PhD, Professor of Economics 
& Public Affairs Director, Office of Popula-
tion Research, Princeton (NJ) University

David Turok, MD, MPH, Associate Profes-
sor, Department of Obstetrics and Gyne-
cology, University of Utah, Salt Lake City

Susan Wysocki, WHNP-BC, FAANP,  
President & CEO, iWomansHealth 
Washington, DC

Interested in reprints or posting an article 
to your company’s site? There are numer-
ous opportunities for you to  
leverage editorial recognition for the benefit 
of your brand . Call: (800) 688-2421 
Email: reprints@reliasmedia .com 

Discounts are available for group subscrip-
tions, multiple copies, site licenses, or 
electronic distribution . For pricing informa-
tion, please contact our Group Account 
Managers . Call: (866) 213-0844 
Email: groups@reliasmedia .com 

To reproduce part of Relias Media newslet-
ters for educational purposes, contact The 
Copyright Clearance Center for permission. 
Phone: (978) 750-8400 | Web: Copyright.com | 
Email: Info@Copyright.com

Contraceptive Technology Update is 
endorsed by the National Association of 
Nurse Practitioners in Women’s Health 
and the Association of Reproduc tive 
Health Profes sionals as a vital informa-
tion source for healthcare professionals.

To earn credit for this activity, please follow these instructions:

1. Read and study the activity, using the provided references for further research.

2. Log on to ReliasMedia.com and click on My Account to view your available CE activities. 
Tests are taken after each issue. First-time users must register on the site using the 
subscriber number on their mailing label, invoice, or renewal notice.

3. Pass the online tests with a score of 100%; you will be allowed to answer the questions as 
many times as needed to achieve a score of 100%. 

4. After successfully completing the test, a credit letter will be emailed to you instantly. 

5. Twice yearly after the test, your browser will be automatically directed to the activity 
evaluation form, which must be completed to receive your credit letter. 

CME/CE INSTRUCTIONS

CME/CE QUESTIONS

THE TRUSTED SOURCE FOR CONTRACEPTIVE AND STI NEWS AND RESEARCH SINCE 1980

1. What is the most common 

menstrual symptom among 

adolescent girls and young 

women?

a. Dysmenorrhea 

b. Menorrhagia

c. Mood swings

d. Fatigue

2. In the past two decades, 

what has led to heightened 

identification of ovarian 

masses?

a. CA-125 test

b. Transvaginal pelvic ultrasound 

c. Magnetic resonance imaging

d. Androgen assay

3. More than half of invasive 

cervical cancer cases in the 

United States occur in which 

group of women?

a. Women who have used a 

contraceptive intrauterine device

b. Women with HIV

c. Women who have undergone 

assisted reproduction techniques

d. Women who are 

underscreened 

4. What are the components of 

the drug Bijuva?

a. Estradiol and progesterone 

b. Fulvestrant and tamoxifen

c. Calcitonin and teriparatide

d. Romosozumab and odanacatib

After reading Contraceptive Technology Update, the participant will be able to:

1.  identify clinical, legal, or scientific issues related to development and provisions of 
contraceptive technology or other reproductive services;

2.  describe how those issues affect services and patient care;

3.  integrate practical solutions to problems and information into daily practices, according 
to advice from nationally recognized family planning experts;

4.  provide practical information that is evidence-based to help clinicians deliver 
contraceptives sensitively and effectively.

CME/CE OBJECTIVES

http://Copyright.com
mailto:Info%40Copyright.com?subject=
http://www.ahcmedia.com/
https://www.ahcmedia.com/user/profile

