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and psychological and important medical concerns. It stresses the strength of evi-

dence underlying common practices of care of women.
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* It conveys a consistently positive message in terms of seeking solutions to women’s
health care problems and emphasizes preventive health care
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problems and effective evidence-based treatment
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care of women
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Common abbreviations used in the text

AIDS
b.i.d.
BMI
CDC
CHD
CT
FDA
HDL
HIV
HRT
im.
Iu
iv.
IUD
LDL
MPA
MRI
NSAIDs
OCPs
OR
p-o.
Pap smear
PCOS
PID
q.d.
q.h.s.
q.i.d.
RCT
RR
STD
t.i.d.
UTI

acquired immune deficiency syndrome
twice daily

body mass index

Centers for Disease Control and Prevention
coronary heart disease

computed tomography

US Food and Drug Administration
high density lipoprotein

human immunodeficiency virus
hormone replacement therapy
intramuscular

international unit

intravenous

intrauterine device

low density lipoprotein
medroxyprogesterone acetate
magnetic resonance imaging
nonsteroidal antiinflammatory drugs
oral contraceptive pills

odds ratio

by mouth

Papanicolaou smear

polycystic ovary syndrome

pelvic inflammatory disease

daily

before sleep

four times daily

randomized controlled trial
relative risk

sexually transmitted disease

three times daily

urinary tract infection






Normal blood values in women and during pregnancy

Physiological change Pregnancy value,
Laboratory value during pregnancy Prepregnancy value third trimester
Hematology
ESR No change Westegren 0-20 mm/h Same
Hematocrit Decreased 39.8% 33.5%
MCV No change 80-96 um? Same
Platelet count No change 150 000-300 000/mm? Same
Platelet concentration ~ Unchanged or slightly 150 000-300 000/uL < 100 000/puL abnormal
decreased
RBC count Reduced 4.2-5.4 million/mm? 4.0 million/mm?
Red cell volume Increased 30% 1400 ml 1600 mL
Total blood volume Increased 4000 ml 5430 mL
WBC count Increased 6000-9000 cells/mm? Variable
Chemistry
Albumin Decreased 3.3-5.2¢g/dL 2.5-4.5g/dL
Alkaline phosphatase Increased 35-1501U/L 2-4 x normal:
60-2001U/L
ALT, AST Unchanged 1-40IU/L Same
Amylase Unchanged 25-1251U/L 90-350IU/L
Blood urea nitrogen Decreased 13 mg/dL 9mg/dL
Chloride, serum Slightly decreased 96-106 mEq/L 93-100mEq/L
Cholesterol Increased 100-199 mg/dL 180-280 mg/dL
HDL 35-150mg/dL
VLDL 5-40mg/dL
LDL 0-125mg/dL
Triglycerides 0-199 mg/dL
Creatinine, serum Decreased 0.8mg/dL 0.4-0.6 mg/dL
Ferritin Slightly increased 20-200ng/mL 50-200ng/mL
Glucose, fasting Decreased 70-115mg/dL 60-105 mg/dL
Hemoglobin Alc Unchanged 3-5% of total hemoglobin ~ Same
Lipase Decreased
Total serum protein Decreased 20%
concentration
Uric acid Decreased 4-6mg/100 mL 3.5mg/100 mL
Hormone levels
Prolactin Increased 1-20ng/mL 50-400ng/mL
Testosterone Increased 20-75ng/dL 40-200ng/dL
Thyroid hormones
Serum T4 Increased 7-12 ng/100 mL 10-16 pg/100 mL
T3RU Decreased 24-36% 22%
Coagulation factors
Factor XI, XII, Decreased 50-70%
antithrombin III
Fibrinogen Increased 170-410mg/dL 450 mg/dL
All other coagulation Increased

factors

WBC, white blood cell; RBC, red blood cell; ESR, erythrocyte sedimentation rate; MCV, mean corpuscular
volume; ALT, alanine aminotransferase; AST, aspartate aminotransferase; HDL, high density lipoprotein;
LDL, low density lipoprotein; VLDL, very low density lipoprotein.
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Introduction

Jo Ann Rosenfeld, MD

The purpose of this book is to consider the woman and her health needs in her
position in her life cycle, her family, and society. Women have historically
been “the other” in medical care. Sigmund Freud and Erik Erikson considered
women’s development to be deviant from the normal, which was men’s.
Although the Greeks Hippocrates and Soranus wrote about women’s medical
needs, women'’s health concerns have either been considered abnormal, or,
traditionally, been condensed to their gynecological functions and disorders,
perhaps because these were their only valued functions. Since the 1860s and
the organization of medicine, women'’s health and those who provided for it
were usually considered one of the least important parts of medicine. In the
past 20 to 40 years, women’s health concerns have begun to take their place as
topics worthy of discussion.

Recognizing that combining “‘all women” into any classification is fraught
with difficulties, this book attempts to distinguish and point out the differen-
ces and individualities of women. Women are more likely to be different than
all alike, and must be treated as individuals.

Because much of clinical experience and research does not separate or
study women independently, this book examines the strength and depth of
evidence, using clinical experience and data discovered on studies on women,
when available, and on men, when research on women is lacking. Thus, at
times, deciding on the best way to help the woman manage health concerns
may be difficult.

Finally, realizing that women seek physicians’ care for a variety of purposes,
only some of which are medical diseases, this book emphasizes collaborative
care between the woman and her physician. Women’s health concerns are not
all diseases, nor should all women be considered patients. Contraception,
fertility, infertility, cigarette, alcohol and drug abuse, sexuality, life changes,
and family problems need collaboration and cooperative care, not disease
management. Emphasizing prevention, this book will help practitioners’ daily
work with women to promote health.



singular health care of women

Jo Ann Rosenfeld, MD

The way women’s health concerns have been handled, examined, and re-
searched by the medical establishment may be different from that of men.
Women’s health concerns have been considered different and abnormal
when compared with that of men. Yet differences between men and women,
noted in medicine and by physicians, may be more creations of society and its
expectations than of nature;! women are more similar to men than they are
different.

Research

Exclusion and extension

1.

Researchers have historically assumed that data collected and extended from
male subjects, often middle-aged white men, applied to women of all ages
(and the elderly) as well.? The American Medical Association (AMA) has said
“Medical treatments for women are based on a male model, regardless of the
fact that women may react differently to treatments than men or that some
diseases manifest themselves differently in women than men. The results of
medical research on men are generalized to women without sufficient evi-
dence of applicability to women.””3

Exclusion: Women, children, ethnic minorities and the elderly have been
excluded from research protocols. The justification given for this ““is lack of
data, but there is also a belief that health iniquities are a smaller problem for
women than men.”"

For example, research into the acquired immune deficiency syndrome
(AIDS) is almost completely androcentric. Until 1993 the US Centers for
Disease Control (CDC) failed to recognize different manifestations of human
immunodeficiency virus (HIV) infection in women, such as pelvic inflamma-
tory disease (PID), vaginal infections and cervical cancer. AIDS vaccine trials
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and mandatory screening of pregnant women continue the different treat-
ment of women in research.

Yet, the percentage of women with AIDS is increasing and women are at
least twice as susceptible to HIV infection compared with men. The first large
AIDS study on women started only in 1994 and is following 2500 women with
AIDS.®

3. Marginalization: What research that has been done on women’s problems has
emphasized female childbearing concerns. For example, there is extensive
research on female contraception while comparable research on men has
been neglected.? Research in this area ignored women, unless it considered
increasing, improving or controlling fertility, in which case women shared an
unequal and almost exclusive burden.

Medical treatments for women are based on a male model, regardless of the fact that women may react
differently to treatments than men.

New guidelines for research
In 1994, realizing these disparities, the National Institutes of Health (NIH)
issued new guidelines for research funding. In addition to continuing inclu-
sion of women and members of minority groups in research, the NIH has
been tasked with:

1. Ensuring that women and members of minorities are included in all human
subject research. “Women of childbearing potential should not be routinely
excluded from participation in clinical research.’’®

2. For phase III trials, ensuring that women and minorities “must be included
such that valid analyses of differences in intervention effect can be accom-
plished”’ .

3. Costis not an acceptable reason for excluding these groups.

4. The NIH must “initiate programs and support for outreach efforts to recruit
these groups into clinical studies.”’®

5. “Over the past decade [the 1990s], there has been growing concern that the
drug development process does not produce adequate information about the
effect of drugs in women . . .. Analyses of published clinical trials in certain
therapeutic areas (notably cardiovascular disease) have indicated that there
has been little or no participation of women in many of the studies.”””

6. The FDA may even have a requirement that women are included in early
studies if disease is serious and affects women.”
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Women in population studies

1.

Except for the Framingham study, in which 2200 women were included to act
as a control group for the study of the development of heart disease in men,
most early, large, prospective population studies excluded or did not actively
recruit women. In the past two decades, there have been several important
long-term women-only studies.

The Nurses’ Health Study (NHS) enrolled 120 000 women aged between age
30 and 55 years; participants, now aged 50 to 75, have been followed for more
than 20 years. Every two years, this cohort fills out extensive questionnaires
about their health and lifestyles and the questions are periodically changed,
allowing examination of the relationship between different lifestyle factors
and medical outcomes.?

Other large population studies that involved women are listed in Table 1.1.
Realizing some of these research deficits, recently the Women’s Health Initi-
ative (WHI) was started. It is a large-scale multicenter randomized trial,
evaluating 163000 postmenopausal women, and examining preventative
therapies including hormone replacement treatment (HRT), heart disease,
osteoporosis and breast cancer, and the first results cannot be expected until
approximately 2006.°

Societal differences between men and women that affect health

Caregiving

1.

Insurance

Men and women may live different lives within society and the way they live
affects their health.

Women are more likely to be caregivers to children, spouses, and the elderly
family members, putting themselves at risk of increased stress and role
stresses. Women are more likely to perform duties at home and work. Twenty
five percent of women working full time also care for a relative.

Long-term care for relatives is a familial responsibility that usually devolves
uponwomen. Lower income women bear a disproportionate burden in caring
for elderly relatives.!?

Caregivers are more likely to suffer anxiety, depression and role stress, and
accompanying medical problems.

Women are more likely to be uninsured and underinsured. They may work
parttime or in professions or jobs that do not provide insurance, and, if
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Table 1.1. Population studies that examined the health of many women

Author(s)

Title

Comments

Colditz, Stampf and
others

Buring

Clay

Nurses’ Health Study

Women'’s Health Study

Women’s Health
Initiative

Framingham Study

PEPI Trial

Royal College of General
Practitioners Oral
Contraception Study
1993 NIAID Women's
Interagency HIV study

Prospective cohort of 121701 female
registered nurses (98% white) 30-55
years old when started in 1976.
Followed 12 or more years

1992: > 38000 health care professional
women, looking at effect of aspirin on
heart attacks

Prospective study of more than 163 000
postmenopausal women testing impact
of low fat diets, estrogen, and calcium
and vitamin D on breast cancer,
osteoporosis, hip fractures and
cardiovascular disease

2200 women used to study
cardiovascular disease
Postmenopausal Estrogen/Progestin
Intervention Trial 1987 from National
Heart Lung and Blood Institute found
that orally administered estrogen alone
or in combination with progesterone
increased levels of HDL cholesterol in
875 postmenopausal women over 3
years of follow-up

1400 general practitioners looking at
46 000 women half of whom used OCPs

2500 women with AIDS

HDL, high density lipoprotein.

divorced or single, may not be eligible for spouse’s or family insurance. By
2025, only 37 percent of women in the USA aged 65 to 69 years will still be in
their first marriage.!! This makes it less likely for these women to receive

preventive and continuing health services.

Living circumstances

Within each disease process, the circumstances for women may be different
from those of men and these circumstances must be taken into account in the
care of women with health problems.
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For example, men with chronic obstructive lung disease (COPD) are very
likely to be in their 60s, be insured (at least by Medicare in the USA) be
married, and have a wife to help with their care and activities of daily living
(ADLs). Women with COPD are more likely to be in their 50s, living alone, and
uninsured. If they need help, family members or community groups may be
needed.

Similarly, women with severe drug abuse problems (see Chapter 27) are more
likely than men to be multiply addicted, homeless, and with children. In
caring for the woman with addiction, dealing with her individual circumstan-
ces is very important.

Elderly women

1.

Among the elderly, more men are married, and many more women are living
alone (two-thirds of women versus one-half of men). Dietary recommenda-
tions may be easier to suggest to, and will be followed by, a married man
whose wife does the cooking, than to a single woman.

Women are more likely to be widowed and live widowed a longer time than
men. As well, many men are less prepared to experience loss, and women
have more years to adapt to their loss. Men are less accepting of relocation.
Many more elderly men have an adequate income and perceive their health
status as excellent. Fewer men have activity restrictions and very few men
have impairments in ADLs. Women are more likely to be disabled.'? Older
women, in the USA are two times more likely to be living below the poverty
level. Women may be less likely to follow exercise recommendations or obtain
prescription medications that are not covered by Medicare.

Women are more likely to smoke at home, while men smoke during breaks at
work. Women are less likely to use smoking cessation programs, especially
work-related programs, and are less likely to quit.

More women are elderly, and the older the population the greater the percen-
tage who are women. More women (38 percent) live to 85 years than men (18
percent). From age 65 to 69 years there are 81 men per 100 women, but over
age 85 there are only 39 men per 100 women.!?

Drug use: The average elderly woman takes eight drugs daily.!> Women and
the elderly are more likely to have comorbid disease processes and to be
taking more medications that affect the drug investigated. Other drug use may
affect a particular drug’s pharmacokinetics.

Pharmacokinetics: Older women have a lower blood volume, decreased gas-
tric acid and reduced intestinal motility. Older women are more likely to
suffer central nervous system (CNS) side effects such as confusion, disorienta-
tion, delirium, and hallucinations.
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Table 1.2. Percentage of participants in drug studies by gender

GAO GAO
1983 1983 1989 1989 1992 1992
Drug type Men Women Men Women Men Women
Antiinflammatory  32-36  60-68 31 69 35-40  60-65
Cardiovascular 64-72  27-36 36-59  33-64 31-85 15-70
Antibiotic 48-57  43-52 67 33 33-89 11-67
Antiulcer 77 23 69-72  28-31 40-67  33-60

GAO, General Accounting Office figures.

Older women are more likely to use outpatient services and less likely to be
hospitalized than older men.!4

The average elderly woman takes eight drugs daily.

Inherent physical and medical differences between women and men

Immunology

Women are immunologically stronger — less susceptible to infection and more
likely to contract autoimmune diseases.

Drug use and metabolism

1.

Drug studies, especially phase III trials, historically were performed on white
middle-aged and adult men (Table 1.2). Some drug studies, such as those of
heart disease and antibiotic medications, used primarily men, although these
problems are just as important in women. On the other hand, antiarthritis and
antiinflammation drugs were tested primarily in women. The percentages
given in Table 1.2 have not changed much in the past 20 years.

Recent requirements have added ethnic minorities, children, the elderly, and
women as populations on which all drugs must be studied. Many of the
elderly are women. Drug use, distribution, and toxicity may be fundamentally
different in women and the elderly than in men.

Women are more likely to receive prescriptions during a physician’s visit,
receive a prescription for psychotropic medications, and spend more money
on prescription and nonprescription drugs.!'®

Variations in drug pharmacokinetics can arise from many factors.
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Women are more likely to receive prescriptions during a physician’s visit.

a. Women have longer gastric emptying time and less gastric acid. They have
slower intestinal transit time and these differences are independent of
hormone use and menstrual status. Women metabolize some common
substances, such as alcohol, differently from men, and women have an
increased and quicker bioavailability with the same amount of alcohol
ingested.

b. Women have a larger percentage of fat and a lower total body water value,
except when they are pregnant. Antidepressant levels are dependent on
body size and fat levels; side effects and therapeutic levels may occur at
lower doses than they do in men.

c. Age affects pharmacokinetics. Older people have decreased renal function.
For example, younger people metabolize theophylline more quickly.

d. Men have different renal function with higher serum urinary creatinine
levels and higher creatinine clearance values, affecting the clearance of
drugs, such as antibiotics, metabolized and eliminated by the kidneys.
Nonpregnant women may need lower doses of renally eliminated drugs
than men.

e. Individual differences, such as size or muscle mass, may affect phar-
macokinetics or health. While not all women are the same size, more
women are likely to be smaller and have smaller muscle mass than most
men. For example, women were found to have a greater mortality with
coronary artery angioplasty. When studies compared body size and size of
coronary arteries, it was found that the variable was not “women” but ““size
of the arteries”. Those women and men with smaller arteries do less well
with angioplasty.

f. There are particularly ‘“female” concerns involved in pharmacokinetics of
some drugs in women. These include the influence of the cycling men-
strual status on drug pharmacokinetics, the effect of menopausal status,
the influence of concomitant supplementary estrogen administration,
both oral contraceptive pills (OCPs) and HRT, on drugs and whether the
drug clearance and use is affected by the phase of the menstrual cycle.”16

Women metabolize some common substances, such as alcohol, differently from men.
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Table 1.3. Interaction of OCPs with some other drugs

* Cause decreased clearance
¢ Imipramine
* Diazepam
* Chlordiazepoxide
¢ Phenytoin
* Caffeine
* Cyclosporine
¢ Increase clearances by inducing drug metabolism
* Acetaminophen
¢ Aspirin
* Morphine
¢ Lorazepam
* Temazepam
e Ibrate
* Reduce the effectiveness of OCPs
* Carbamazepine
* Phenytoin
* Antibiotics rifampin, ampicillin

Data from Department of Health and Human Services. Food and Drug Administration.
Guidelines for the Study and Evaluation of Gender Differences in the Clinical Evaluation of
Drugs. FDA, Washington, DC, 1993.

Pregnant women have larger volumes of distribution and total body water and
fat levels. They may need higher doses of drugs such as antibiotics to reach
therapeuticlevels. Pregnancy induces a decrease in pepsin activity and gastric
acid secretion, with a slower gastric emptying time in later trimesters, al-
though intestinal motility is greater. High steroid levels affect hepatic metab-
olism of drugs.'®

Pregnant women may need higher doses of drugs such as antibiotics to reach therapeutic levels.

Specificexamples

1.

Drug differences: Drugs, especially those that are metabolized or used in the
liver, in the cytochrome P450 system, which is also affected by estrogen,
OCPs, HRT, and other female hormones may act differently in women (Table
1.3).
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Seizure medications:

a. Most drugs for seizures are metabolized in the liver. Estrogen-containing
OCPs and other hormones are known to affect the metabolism of most of
these drugs; the drugs also reduce the effectiveness of OCPs.

b. Women on antiseizure medication often have reduced fertility, menstrual
cycles, and hormone levels, including disturbances in luteinizing hormone
(LH), growth hormone, prolactin, and androgen levels.'® Women with
epilepsy were only 37 percent as likely to have ever had a pregnancy, in one
study.!”

c. Epileptic women are more likely to have poorer bone health and failure of
hormonal contraception. The failure rate of OCPs in epileptic women is
more than four times that in nonepileptic women.!8

d. Most of the older antiseizure drugs including hydantoin are fetal terato-
gens, while the newer drugs such as gabapentin, oxcabazepine, tiagabine,
and topiramate have not been well studied in pregnant women. Steroid
hormones, including estrogen and progesterone, affect the seizure thresh-
old.

e. In double blind randomized controlled trials, women have responded
better to gabapentin than men, both as a first-line and as an additional
drug for seizures.!6

f. Antiepileptic drugs, especially phenytoin, phenobarbital and carbamezine,
have been known to affect bone metabolism and induce hypocalcemia and
these effects occur more often in women.

Antidepressants: Studies have suggested that antidepressant levels vary dur-

ing the menstrual cycle and a constant level of drug may require varying the

dose.?

Antipsychotic drugs: Antipsychotic drugs are more often prescribed for

women. Side effects of sexual dysfunction including anorgasmia, menstrual

abnormalities and changes in libido occur in women. Levels of lithium ex-
creted by the kidney may be different in women given the same doses as men
and should be monitored carefully.

Cardiovascular drugs: Although more women than men use antihypertensive

medications, most recommendations have been made from studies per-

formed on men under age 65 years. Calcium channel blockers and nitrates
may be better choices for angina in women because women usually have
smaller coronary arteries in which artery tone is a more important determi-
nant of flow. High blood pressure levels in women may be more responsive to
calcium channel blockers and diuretics.

Side effect profiles may be different. Women who use beta-blockers may
have more side effects, including Raynaud’s phenomenon and alterations of
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diabetic responses. Women who take hydralazine are more likely than men to
develop drug-induced lupus.

OCPs: OCPs can induce changes in the clearance of other drugs (Table 1.3).
They alter hepatic metabolism, inhibiting metabolism of caffeine, antide-
pressants and benzodiazepines.!®

Conclusions

Women’s health care has been ignored or marginalized. Recent changes have
attempted to mainstream women and their concerns into health care re-
search. Women are more likely to be caregivers, elderly, poor, alone, and
uninsured, making their health care needs different from those of men.
Women’s immunology, drug use, and metabolism may differ. However, there
are more differences among women, making easy conclusions difficult.
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Preventive care of adolescents

Rebecca Saenz, MD

Caring for adolescent females is both challenging and rewarding. Short and
important interventions and counselling can make a significant impact into
the health of the adolescent female and create an atmosphere of trust and a
healthier lifestyle for adulthood.

Concerns unique to adolescents

Adolescents who seek medical treatment can be a difficult social challenge for
the practicing family physician. Having rapport with the adolescent from
previous well-child visits is both a positive and a negative factor. While
adolescents may feel comfortable confiding in someone whom they have
known for years, they may feel uncomfortable confiding in the same phys-
ician who has also known their parents for years.

This situation also creates legal challenges regarding consent for treatment.
Each practitioner should have an established policy regarding consent for
treatment of adolescents, explained to all adolescent patients and their par-
ents.!

a.

Legal issues: The practitioner treating adolescents should be familiar with
state and local statutes concerning age of consent and confidentiality of
treatment.

. Consent: Age of consent varies from state to state in the USA, and may also

vary depending on circumstance.

. Treatment of minors for most medical problems requires parental consent.
. Emancipated minors are those who are considered by the court to be

independent of parental authority. Examples are pregnant adolescents and
those in the military.

. Mature minors are those who are still legally under parental authority, but

are judged to be of sufficient maturity to understand the consequences of a
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given treatment or procedure, for example a 17-year-old college student
who requests treatment for strep throat.
f. Consent is presumed in emergencies.
3. Confidentiality: Many US states have statutes requiring maintenance of confi-
dentiality if an adolescent seeks treatment for pregnancy, sexually transmit-
ted diseases (STDs), substance abuse, or mental health issues.

Normal growth and development

1. Physical growth and development of adolescent females, or puberty, is
divided into Tanner stages, and usually follows a predictable pattern.

a. Breast bud development (Tanner stage 2) is usually the first sign of the
beginning of puberty, occurring between ages 8 and 13 years.

b. Acceleration in rate of increase in height begins at approximately age 9.5
years, with a peak around age 12 years.

c. Pubic hair growth (Tanner stage 2) begins at around age 11 years.

d. Menarche occurs at an average age of 13 years, but there is wide variation
from age 10 to 16 years. Menarche is usually concurrent with the attain-
ment of Tanner stage 4 development.

2. Psychosocial and cognitive development is generally divided into three
stages: early, middle, and late adolescence. Progression in these spheres is less
predictable, and stages may overlap somewhat.

a. Early adolescence (age 12-14 years) is characterized by the shift toward
independence, preoccupation with body image, early peer group involve-
ment, and the beginnings of identity development.

b. Middle adolescence (age 15-17 years) is characterized by conflicts with
authority figures and intensification of the above tasks.

c. Late adolescence (age 18-21 years) is characterized by completion of the
four tasks mentioned in (a), solidification of abstract reasoning, and as-
sumption of adult responsibilities.

Recommendations

Organizations
Recommendations for health maintenance for adolescents have been made
by several organizations. Most recommendations are based on descriptive
studies of causes of morbidity and mortality among this age group and have
not necessarily been validated by prospective studies.
1. The American Medical Association first published the Guidelines for Adoles-
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cent Preventive Services in 1994. A scientific advisory board developed guide-
lines for health and biopsychosocial screening with representatives from
pediatrics, adolescent medicine, child and adolescent psychiatry, health and
developmental psychology, health education, and preventive medicine.
Twenty-four recommendations are cited.!

The Maternal and Child Health Bureau, Health Resources and Services Ad-
ministration, and Medicaid published Bright Futures: Guidelines for Health
Supervision of Infants, Children, and Adolescents in 1994.2

The US Preventive Services Task Force: Guide to Clinical Preventive Services,
2nd edition, published in 1996, includes 26 recommendations for adolescents
and young adults up to 24 years of age? (Appendix 2.1).

Health maintenance issues

1.

Since most adolescents do not present routinely for screening visits, the

physician should seize opportunities to incorporate screening questions and

anticipatory guidance into acute visits whenever possible. One recent study

demonstrated that nearly half of a population of adolescents attended a

preventive health visit when an invitation was initiated by the family phys-

ician’s office, and attendance rate was higher for adolescent females than for
adolescent males.?

Interviewing adolescents:

a. Confidentiality should be assured and maintained except in cases of abuse,
which are legally mandated to be reported.

b. Rapport regarding sensitive issues can be established by using such
phrases as, “I ask all my patients. . ."”.

c. The importance of active listening cannot be underestimated.

“Checkups’’: All guidelines recommend periodic health maintenance visits to

assess growth and development, facilitate healthy behaviors, and screen for

both physical and psychosocial problems.*>

Screening tests: Recommendations for routine screening tests to be per-

formed include the following:

a. Weight, height, body mass index, and blood pressure should be checked at
each visit.

b. Laboratory studies that might be indicated include random cholesterol,
HIV antibody, Papanicolaou smear (Pap smear), Chlamydia screen, and
tuberculin skin test.

c. Selective screening for vision problems, scoliosis, diabetes mellitus, hear-
ing loss, orthopedic problems, allergies, reactive airway disease, and STDs
should be performed as indicated.
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Table 2.1. Recommended immunizations for adolescents

Hepatitis B series, if not previously immunized

Tetanus, if more than 10 years since last booster

Measles, mumps, rubella (MMR), if second dose not already given
Pneumoccocal pneumonia, if chronic disease state

Varicella, if disease or immunization not previously documented

Annual influenza, if requested

Poison ivy desensitization, if requested

Additionally, the CDC now recommends hepatitis A vaccination in adolescents at risk of
acquiring this disease

Data from Centers for Disease Control and Prevention (CDC). Guidelines for treatment of
sexually transmitted diseases. MMWR Morb Mortal Wkly Rep 1998;47(RR-1):1-111.
Preventive Services Task Force: Guide to Clinical Preventive Services, 2nd edn. Williams &
Wilkins, Baltimore, MD, 1996.

Immunizations recommended for the adolescent age group are included in
Table 2.1.

When one is working with adolescents, confidentiality must be assured and maintained except in cases of
abuse, which must be reported.

Sexuality

Sexuality is often an uncomfortable topic for family physicians to discuss with
their adolescent patients, and one which parental views may influence. Non-
judgmental, open-ended questions should be used, and some graphic defini-
tion of terms used may be necessary.

The first pelvic examination

1.
2.

Explain everything, including that intolerable discomfort is reason to stop.
Use a Pederson or smaller speculum, particularly if the patient is not yet
sexually active.

Lubricate well. With Thin Prep™ Pap smears, lubrication is less problemati-
cal. Even with traditional Pap smears, lubricant artifact is less problematical
than the psychological co