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Beta-Carotene Reconsidered

) ecent studies seem to be telling us
that it isn't smart to second-guess
other Nature. Although it once
seemed as though beta-carotene supple-
ments might lower the risk of lung cancer
and heart disease, controlled trials have
determined that these pills have no ben-
efit and may even be harmful. Many ex-
perts are suggesting that the antioxidant
wrapped in its natural packaging — a
fruit or vegetable — is a better alternative.

On January 18 the National Cancer
Institute (NCI) announced that it had
halted the Beta-Carotene and Retinol
Efficacy Trial (CARET) ahead of schedule
because the beta-carotene supplements
might be doing more harm than good;
there were 28% more cases of lung cancer
and 19% more lung-cancer deaths among
those who took 30 mg of beta carotene
and 25,000 IU of vitamin A daily than
among the placebo group. The same day,
the directors of the Physicians’ Health
Study announced that their project had
ended and had shown that beta-carotene
supplements neither increased nor de-
creased the risk of cancer or heart disease.

The results of the CARET study, which
included 18,314 men and women at high
risk for lung cancer, were more dramatic
than those reported two years ago from a
Finnish study of 29,133 male smokers. In
the Finnish study, the men on beta-caro-
tene supplementation had 18% more lung
cancers and 8% more lung-cancer deaths
than those on placebo.

Although there were only 6,289 women
— all present or former smokers — in the
CARET study, their response to beta-
carotene was similar to that of men. Thus,
many scientists believe that the findings
in the Finnish study and the Physicians’
Health Study — another all-male investi-
gation — can reasonably be extended to
women. As a result, the leaders of the
Women'’s Health Study — a project de-
signed to assess the influence of beta-
carotene, vitamin E, and aspirin on the
risk of heart disease and cancer — discon-
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tinued the beta-carotene part of that
project. The researchers concluded that
* the supplement — which was the same
dose and formulation as that in the
Physicians’ Health Study — was un-
likely to benefit any of the women.

All four randomized trials had been
undertaken after observational studies
consistently indicated that people who
ate lots of fruits and vegetables and had
high blood levels of beta-carotene also
had relatively low risks of lung cancer
and heart disease. The studies were
designed to determine whether beta-
carotene supplementation conferred
similar benefits.

In both the CARET and Finnish stud-
ies, the men and women who entered
the trials with the highest blood levels
of beta-carotene emerged with the low-
est risks of cancer. Blood levels of beta-
carotene are directly related to the con-
sumption of foods containing caro-
tenoids, such as carrots, squash, yams,
peaches, apricots, spinach, broccoli,
collard and mustard greens and other
orange, deep yellow, or dark green veg-
etables and fruits.

Many of the same vegetables also con-
tain hefty amounts of other carotenoids,
such as lutein and zeaxanthin —which
may help to preserve vision as we age
— as well as additional micronutrients.
Researchers speculate that the health
benefits are likely to be derived from a
mix of micronutrients rather than from
beta-carotene alone. Some scientists
have hypothesized that heavy doses of
supplemental beta-carotene may pre-
vent other carotenoids from being ab-
sorbed or may interfere with their bio-
availability, thus negating the benefits
conferred by a diverse diet.

At present, the best advice is probably
the NCTI's recommendation to eat at
least five servings of fruits and/or veg-
etables daily. In other words, skip the
market’s supplement shelves and head
for the produce counter.#
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Colorectal Cancer
A

lthough it may not rank at the top
of most of our lists of health con-
cerns, colon cancer is the third
leading cause of cancer deaths in women,
exceeded only by cancers of the lung and
breast. This year, about 66,000 women will
be diagnosed with the disease, and more
than 27,000 are expected to die of it.

Yet the death rate from colon cancer has
been steadily declining since the 1940s,
when it claimed 27 women in 100,000 — a
figure equal to that for breast cancer at the
time. In 1992, the last year for which statis-
tics are available, the rate had dropped to
15 in 100,000.

The story in these numbers is that colon
cancer, when detected in the early stages, is
a highly treatable and often curable dis-
ease. Moreover, as observational studies
indicate, it may also be preventable.

The genesis of colon cancer

Colon cancer often arises in adenoma-
tous polyps, benign tumors that are most
often found in people over age 50. These
polyps may protrude from the bowel wall
like small mushrooms (tubular polyps) or
appear as flat, spreading growths along its
surface (villous adenomas). Villous ade-
nomas are more likely than tubular polyps
to transform to cancer. The likelihood that
an adenomatous polyp contains a cancer
becomes substantial when the polyp is
wider than one inch.

Only a small percentage of polyps or
adenomas become cancerous, and those
that do aren’t transformed overnight. By
comparing the DNA of cells taken from
typical colon epithelium to that from be-
nign polyps and malignant colon tumors,
scientists have determined that it takes a
series of genetic changes for tumors to
form and to progress to malignancy.

These alterations appear to occur in one
of three types of genes — DINA-repair
genes, which prevent mutations from oc-
curring; tumor suppressor genes, which
keep cells dividing normally; and onco-
genes, which stimulate tumor growth. If,
over the years, these genes are damaged,
lost, turned off, or, in the case of onco-
genes, activated inappropriately, the cells
will proliferate recklessly. As genetic dam-
age accumulates, tumors become more
resistant to treatment.

Symptoms

Colon cancer usually develops silently.
When symptoms do occur, they vary
according to the location and the severity
of the tumor. The followmg are among’
the most common:

* Bleeding. Colon cancers — as well as
benign polyps — can ooze blood steadily
or intermittently, often producing black
or bloody bowel movements.

= Anemia may result from continued
blood loss. ,

¢ Constipation. Gradually worsening
constipation without apparent cause is
reason for concern.

* Pain in the lower abdomen can be due
to an obstruction caused by the tumor.

¢ Weight loss and loss of appetite that
seem to occur for no reason are signs of
advanced cancer.

Screening .

The declining death rate is primarily
due to aggressive screening measures
aimed at identifying colon cancer, or even
a precancerous condition, in the early
stages. The following schedule is recom-
mended by the American Cancer Society:

¢ Digital rectal exam. This procedure, in
which the doctor inserts a lubricated
gloved finger in the rectum to feel for
abnormalities, should be part of the an-
nual physical for everyone over 40.

Family History — Having colon cancer
in the family increases risk somewhat, but

familial adenomatous polyposis (FAP),
which confers an almost certain chance of
developing colorectal cancer by one’s 40s,
or hereditary nonpolyposis colon cancer
(HNPCC) indicates high risk. Genetic tests
are available for both FAP and HNPCC, and
people found to have the mutations that
are responsible should have frequent
colonoscopies beginning in adolescence.

Adenomatous Polyps

Inflammatory Bowel Disease —
Severe ulcerative colitis, Crohn’s disease
Age — Although age isn’t as important a
factor as those listed above, the risk of
colon cancer increases after age 50.
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«Fecal occult blood test. This test detects blood —
usually from the higher regions of the colon — that.
has become incorporated in stools. It entails applymg
hydrogen peroxide to stool samples smeared on
cards. (Blood in the stool will produce a blue color
when the perox1de is added.) Although kits are avail-
able at drug stores, most cards are issued by and
returned to the doctor. Occasionally, the physician

- might use stool acquired during a rectal exam. The

most accurate results are acquired after abstaining
from meat and certain other foods for a few days. A
test is recommended annually for people over 50.

= Sigmoidoscopy. This is a procedure in which the
doctor examines the rectum and lower colon through
a lighted flexible tube. Although it is recommended
every 3-5 years for people over age 50, health insur-
ance may not cover this test for people without

symptoms.
Diagnosis

The following diagnostic tests may be used when
symptoms suggest colon cancer. The procedure em-
ployed depends on the type of symptom.

¢ Flexible sigmoidoscopy is often the first approach
when the symptom is bright red blood, which could
be emanating from several sources, including hemor-
rhoids, proctitis, benign polyps or malignant tumors.

#Colonoscopy, an exam with a longer lighted tube,
affords a view of the entire colon. It is used when an
occult blood test is positive or to check for additional
polyps if the doctor discovers an adenomatous polyp
with the sigmoidoscope. Regular colonoscopies are
recommended for individuals at high risk for colon
cancer (see box.) The polyps that are seen are re-
moved and examined for cancer cells.

= Barium enema. An x-ray taken after the adminis-
tration of a barium enema produces an image of the
colon. If polyps are found, colonoscopy is necessary.

Treatment

When malignancy is established, colon cancer is
classified by stages, depending on the spread of the
primary tumor and the degree of metastasis — the
presence of cancer cells in nearby lymph nodes or in
other regions of the body. Surgery, sometimes fol-
lowed by radiation or chemotherapy, is the standard
approach to colon cancer. However, as with other
types of cancer, the treatment varies with the stage of
the disease as explained in the chart at right. Colos-
tomy— in which the surgeon creates an opening
called a stoma in the abdomen and sutures the re-
maining colon to it — is rarely necessary.

Preventiion
Because colon cancer is far more common in the
industrialized nations than in less developed regions
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5-Year Survival

Treatment
Stage I ;
Tumor confined  Bowel resection 24.3%
to colon wall i ot R
Stage li
Tumor through  Bowel resection; occa- 84.4%
colon wall sionally radiation
Stage Il

Colon tumor
and malignant

Bowel resection; radia- 56.6%
tion; chemotherapy with

lymph nodes S-fluorouracil (5-FU) and
levamisole.; experimental
immune system boosters
Stage IV

Colon tumor Bowel resection; radia- 2.4%
and metastases  tion, occasionally surgery
to other regions  to remove liver metas-
of the body tases; 5-FU; other drugs
and immune boosters
used experimentally

of the world, living habits seem at least partially
responsible. The following appear to reduce risk.

= Diet. Low-fat, high-fiber regimens with several
daily servings of fruits, vegetables, and cereals are
associated with reduced risk. A diet rich in calcium
and folate — a micronutrient in leafy green and
yellow vegetables — may reduce risk.

= Nonsteroidal anti-inflimmatory drugs. Although no
one seems to be certain why these over-the-counter
drugs work, people who take them for several years
appear to have lower rates of colon cancer.

«Smoking cessation. As with lung and cervical
cancers, cigarette smoking increases risk.

= Postmenopausal estrogen. More than half of the
epidemiologic studies reported to date have indi-
cated a 30-40% reduction in the risk of colon cancer
among women who have used estrogen after meno-
pause. An observational study of more than 400,000
women has indicated that those who have used
estrogen have a 29% lower risk of fatal colon cancer
than do nonusers. There is some speculation that
estrogen reduces concentrations of bile acids, which
may promote tumor growth in the colon. However,
these observations need to be tested in randomized,
controlled studies.

= Polyp removal. Removing polyps and adenomas
eliminates a potential site of malignancy.«




Face Lifts

the record of time’s passage is most noticeably
transcribed on our faces. Some women accept
. these lines as a trade-off for the privileges and
freedoms of age. Others find that the face in the
mirror no longer represents the youthful spirit in-
side. Many of the latter occasionally seek a surgical
solution — a face lift.

In the last 20 years this procedure, once the exclu-
sive province of the privileged, has become com-
monplace. According to the American Society of
Plastic and Reconstructive Surgeons, 32,283 face-lift
operations were performed by board-certified plas-
tic surgeons in 1994.

How the face ages

The face is composed of several different types of
tissue, layered in curved sheets something like an
onion. Most of the visible signs of age are the result
of two forces: changes within the layers of facial
tissue and gravity. With age, cell death begins to
outpace cell growth and, as cells are lost, the tissues
become progressively thinner, drier, and less elastic.
Under gravity’s relentless pull, they stretch and sag,
forming folds, creases, and pouches.

These alterations occur at slightly different rates
for each of us. The progression of age-related change
is influenced by heredity as well as exposure to
cigarette smoke and sunlight, both of which acceler-
ate cell loss.

In the epidermis, or outermost layer, the number
of pigmented cells called melanocytes decreases at a
rate of up to 20% per decade after age 30; in the
dermis, the second layer, blood vessels and sweat
glands diminish and collagen and elastin — sub-
stances that provide elasticity — atrophy; and in the
third layer of skin, called the hypodermis or subcu-
tis, fat shifts. The superficial facial fascia — a fibrous
layer that supports the skin and overlies the muscles,
ligaments, nerves, and larger blood vessels — loses
elasticity.

The procedure

One medical name for face lift, riytidectomy, stems
from the Greek word for wrinkle. Yet “wrinklec-
tomy” is a somewhat simplistic term for a major
surgical procedure to remove the excess skin and fat
from the face and neck, tighten the underlying
muscle and connective tissue, and redrape the skin.

If you're considering a facelift, it is important to
find a good surgeon. Although any licensed doctor
can legally perform plastic surgery, those certified
by the American Board of Plastic Surgery or mem-
bers of the American Society for Aesthetic Plastic
Surgery have had appropriate training in cosmetic
surgical techniques. There are also training pro-

grams in cosmetic surgery for dermatologists,
otorhinolaryngologists, and ophthalmologists. You
may want to ask your primary-care dgctor for a rec-
ommendation or talk to a friend who has had a
facelift and is pleased with the results.

At your first visit, the surgeon will want to know
your reasons for seeking a face lift and what aspects
of your face you would like to change. He or she will
analyze your facial structure and will tell you
whether your goals are realistic; most surgeons try to
be very clear about what can or cannot be changed
by the procedure. Plastic surgeons may use com-
puter-assisted drawings of potential patients to cre-
ate a projection of the expected result and often have
before-and-after pictures of women who have under-
gone similar operations. Your surgeon should also
take a medical history, including health conditions or
medications, past surgeries, allergies, and habits such
as smoking or alcohol use.

The surgeon should then provide a step-by-step
description of what he or she plans to do. You should
understand the procedure thoroughly, including the
type of anesthesia, lires of incision, possible discom-
fort, time required for surgery,types of medications
used and what to anticipate postoperatively. Sur-
geons should always discuss the possible risks and
complications; beware of a surgeon who minimizes \.
or will not discuss the risks involved in surgery. You
should read and sign a consent form.

You should also discuss fees, which vary widely
among surgeons and communities. As cosmetic pro-
cedures, most facelifts are not covered by insurance.

The procedure may be performed in a free-stand-
ing outpatient surgical unit or in a hospital operating
room. The majority of facelifts are performed under
intravenous sedation and local anesthesia. The sur-
geon or nurse will insert an intravenous line into
your arm, and you will be given a sedative. Once
you are quite relaxed or completely asleep, your face
and neck will be “painted” with a sterile iodine solu-
tion. A local anesthetic will be injected into your face
at several places.

The skin is usually cut free at both sides of the face.

The surgeon customarily begins by making an inci-
sion inside or along the hairline at one temple. The
scalpel traces a path that passes inside and out of the
contours in front of the ear, around the earlobe, and
then in back of the ear up into the lower scalp, fol-
lowing natural skin creases. The surgeon will repeat
the procedure on the other side of the face.

These incisions create two large flaps of skin,
which are then lifted away from the underlying fat
and muscle. Often a small incision under the chin is ( .
also made. The surgeon then removes excess fat from
the neck and jawline. Loose neck muscle (the
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platysma) is then tightened, and any excess skin is
then either redraped or rerhoved. Finally, the inci-
sions are closed.

In women who have excess fat, but little or ng
excess skin to remove,‘the surgeon may recommend
aless invasive approach. The fat can be removed
with scissors or suctioned through a narrow tube
thtough a small incision under the chin.

Once the operation has been completed, the sur-
geon may place a few small drains in the incision to
eliminate excess fluid. Your face will be loosely ban-
daged. You will probably remain in bed for several
hours with your head elevated to reduce facial swell-
ing. Most drains and dressings will be removed 24 to
48 hours after surgery and stitches taken out
three to seven days later. To help prevent
infection, you will be asked to take an
antibiotic 24 hours before surgery
and for several days afterward.

Facial bruising, which occurs
as a result of blood oozing from
blood vessels disrupted during
surgery, can be reduced by
discontinuing aspirin, other
non-steroidal anti-inflamma-
tory drugs, and vitamin E
for at least two weeks prior
to surgery. Nonetheless,
bruising is usually quite ex-
tensive, and most women
don'’t feel comfortable going
out in public for a week or two
after the procedure. Many women
camouflage the bruises with
makeup for as long as a month.

You can expect to have a temporary loss of
sensation in the cheeks and neck where the surgeon
has worked under the skin. Sensation begins to re-
turn within a few weeks and is usually almost nor-
mal within 3 to 4 months.

During the first postoperative week, you will prob-
ably be encouraged to be up and about but advised
not to bend over or engage in strenuous activities
such as tennis or golf for 4 to 6 weeks.

Complications

While complications are rare, when they occur they
can be dramatic. In about 1% of cases, a large pool of
blood called a hematoma will develop rapidly under
the skin, putting tension on the skin flaps. If hemato-
mas are not recognized and drained early, the newly-
draped facial tissue can be severely injured and may
even die and slough off.

Damage to nerves of the face and neck is another
rare but feared complication. The great auricular
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Temporal Artery

Facial Nerve

nerve is the one most commonly injured, resulting in P
aloss of sensation in and around the ear. Injugy to
thiserve may also, stimulafe the development of a

“‘néuroma — an overgrowth of nerve cells that can be

painful. Facial-nerve damage, which occurs in less
than 1% of cases, can result in the inability to move
some of the muscles of the affected side of the face. Tt
may take 3 to 6 mohths for the nerve to heal, and in
rare instances it may be permanently dathaged.
Scarring can also present problems. Dark-skinned
women are at increased risk for the formation of the
thick, raised scars called keloids. If you are African-
American you might want to be certain that your
surgeon has performed the procedure on several
other black women, and should ask to see
pictures of the results.
Irregularities in facial contour may
also result. Occasionally, certain
localized areas of swelling may
persist for months.
Because compounds in
cigarette smoke constrict
blood vessels, smokers are
more likely than nonsmok-
ers to have complications
such as delayed healing or
\,  sloughing of skin flaps.
Diabetes, hypertension,
heart disease, or vascular
disorders also increase the
risk of complications. If you
have any of these conditions,
you should discuss them with
your plastic surgeon, who may
want to confer with your primary-
care clinician.

What to expect

A face lift will make a subtle or dramatic alteration
in your appearance, depending on what is done,
your age, and the state of your skin. It will not make
you look 20-25 years younger. It will not erase mul-
tiple small wrinkles, uneven pigmentation, or acne
scars, all of which are treated more effectively with
retinoic acid (Retin-A), chemical peels,
dermabrasion or laser resurfacing.

Nor will it solve personal problems, ensure a job
promotion, or necessarily help you find a mate. If
you expect a personal transformation or are consid-
ering a facelift because someone wants you to, you
might think about discussing your motives with a
psychotherapist. While a face lift may make you feel
better about your appearance, it may not be enough
to elevate your self-image. %
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DHEA: The Next HRT?

2 "The most recent addition to the list of candi-
dates for hormone-replacement therapy is
dehydroepiandrosterone (DHEA), the most
abundant steroid produced by the adrenal glands.
These days, DHEA is often touted as a universal
antidote to aging. Yet until recently medical scien-
tists hardly gave it a second thought.

DHEA and DHEAS — a DHEA molecule that has
passed through the liver and emerged with a sulfate
molecule attached — were once considered to be
unimportant and were dismissed as “weak andro-
gens” — principally because they appeared to do
little more than contribute to adolescent acne. How-
ever, in the last decade researchers studying the
aging process have recognized that the rise and fall
of the hormones seems to mirror that of the body
itself. Blood levels of DHEA increase steadily until
we're in our 20s. They then decline gradually until,
at age 60, DHEA concentrations in the blood are
only about two-thirds of peak levels.

Moreover, scientists have found that DHEA levels
fall during such illnesses as lupus, rheumatoid ar-
thritis, and major depressive disorder. A few studies
have linked low levels of DHEA to such age-related
conditions as cardiovascular disease, non-insulin
dependent diabetes, abdominal obesity, and certain
cancers. Thus, there is speculation that the hormone’s
depletion might be partially responsible for age-
related degenerative diseases, and a few researchers
postulate that DHEA-replacement therapy might
reduce the risk of such disorders.

Physiologic Evidence

Some animal studies seem to support such a
theory. In mice, DHEA has been shown to improve
immune function, prevent breast and skin cancer,
reduce body weight, improve memory, and increase
longevity.

While many studies have failed to show an effect
for DHEA, a few have suggested that it may help to
regulate the immune system. Researchers have iden-
tified DHEA receptors on T-lymphocytes — the
white blood cells considered the masterminds of the
immune response — and interpret this discovery as
evidence that DHEA acts directly on these cells.
Early physiological data seem to lend credence to
this observation. In one study of postmenopausal
women, a 50-mg daily dose of DHEA — an amount
that boosted blood levels of that hormone to those of
early adulthood — was associated with a significant
increase in the activity of natural-killer cells, a type
of T-lymphocyte that is instrumental in preventing
the development of tumors.

Research in postmenopausal women has yielded

preliminary evidence that DHEA may also protect
against obesity and adult-onset diabetes. In one in-
vestigation, the 50-mg dose appeared to reduce insu-
lin resistance and lower serum triglyceride levels —
two risk factors for non-insulin depeﬁdent diabetes.
In another, the same dose appeared to increase the
production of insulin growth factor 1, a hormone that
protects against obesity and diabetes.

Clinical Research

However, the most dramatic clinical results have
been in studies of patients with lupus. In a recent
Stanford study of 28 women, those who took 200-mg
daily doses for three months had significantly fewer
flares of the condition and required lower doses of
prednisone to control symptoms than did those tak-
ing placebo. :

Nonetheless, the most important questions remain
unanswered. No one has yet tracked a large group of
people over time to determine whether individual
changes in DHEA concentrations can be used to
predict subsequent disease. There have been no large
clinical trials to detérmine whether taking DHEA is
effective in staving off degenerative diseases or
whether it is safe for long-term use.

Reports of side effects are limited. Eight of the 14
women who took 200-mg doses of DHEA in the
Stanford study developed mild to moderate acne,
and some women taking 100-mg doses have re-
ported increased facial hair.

Synthetic forms of DHEA — the versions used in
most of the physiologic studies — are marketed in
Europe, but they have not been approved by the
United States Food and Drug Administration (FDA).
However, natural DHEA, which is extracted from
dioscorea, a Mexican yam, is available from a few
pharmacies, which will make up custom compounds
of DHEA for physicians. :

Preparations of ground dioscorea are sold as DHEA
or DHEA “precursor” in some health-food stores and
are also widely advertised in newspapers, maga-
zines, and on the Internet. There are no manufactur-
ing standards for these products, nor are there re-
quirements for quality or purity. Classified as food
supplements rather than drugs, they fall under the
regulatory control of the National Institutes of
Health’s Office of Dietary Supplements Research. If
that office determines that a product is harmful, the
FDA will pull it from the shelves.

As with postmenopausal estrogen therapy, it will
take years of scientific study to determine the ben-
efits and risks of DHEA supplementation. In the
meantime, any DHEA use should be considered
experimental. <
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Premarin and Animal Rights~ -

Over the last year, we've received a number of
letters from readers calling attention to a campaign
by PETA (People for the Ethical Treatment of Ani-
mals) against Wyeth-Ayerst, the manufacturer of .
Premarin, a rhix of conjugated estrogens extracted
from the urine of pregnant mares. PETA contends

that the mares kept to supply the urine are treated

inhumanely and that their foals are routinely sent to
slaughter.

We looked into the Premarin-manufacturing pro-
ceéss, and our findings are detailed below.

Wyeth contracts with horse ranchers in North Da-
kota, Saskatchewan, Alberta, and Manitoba to pro-
vide urine. The ranchers establish a reproductive
calendar in which mating season begins in June,
when stallions are released into pasture with mares,
and runs through August, when the stallions are
removed.

When a mare is 120 days pregnant, usually in Oc-
tober or November, the estrogen content of her urine
is high. She is brought into a barn. There she is
housed in a stall where she straddles a funnel-like
rubber collecting device that is suspended from the
ceiling by pulleys, allowing her to move a few feetin
any direction and to lie down in her stall. The device
is connected by a hose to a urine-collecting vessel.
Most of the horses used are draft horses, who with-
stand confinement better than do race horses.

In March, the mares are put out to pasture. They
give birth in May or June, and remain with their foals

{a

until weaning, usually by mid-September. The foals
have varied futures — some go to breeders, many
are s01d to riding stables, attd an-¢stimated 10% are

- ~consigned to Asian or European meat markets.

Wryeth states that the ranchers agree to follow
stringent guidelines, which have been endorsed by
agricultural ministries of the three Canadian prov-
inces and by the North Dakota Board of Animal
Health. In June 1995, the Equine Welfare,Cqmmittee
of the American Association of Equine Practitioners,
a horse veterinary group, inspected 32 Canadian
farms that produce urine for Wyeth. The committee’s
report stated that although most horses got enough
to drink, water was available only at specific times
of the day; it advised that the horses be given free
access to water. It also advised providing regular
exercise during the five months of confinement.
However, the report determined that there was no
evidence of inhumane treatment. In the United
States, the Department of Agriculture, Animal and
Plant Health Inspection Service issued a report with
similar findings.

Of course, whether the horses are being treated
humanely and whether they should be used at all
are two different questions. The ethics of using ani-
mals to improve human well-being — not only to
supply estrogen, but for food, clothing materials,
scientific research, recreation, or companionship —
remains a topic of public debate and personal
deliberation.<

Menstruation and the Mouth

The late luteal phase — the days immediately
preceding the menstrual period — have been associ-
ated with bloating, abdominal discomfort, and mood
swings. According to “Women’s Oral Health Issues,”
a report by the American Dental Association, certain
dental conditions are also more likely to flare during
that time. Like PMS, these dental woes have been
attributed to the effects of progesterone, which
reaches peak levels a few days before our periods
begin. They include:

* Gingivitis. Women who suffer from gingivitis —
an inflammation of gum tissue — often find that
bleeding increases and that teeth become slightly
loose. Progesterone dilates the capillaries feeding the
gingiva — or gum tissue — making them more per-
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meable, which contributes to swelling. It also inhib-
its the repair of gingival collagen, which helps to
support teeth.

= Cold sores and canker sores often erupt during the
luteal phase. This may be due to progesterone’s
suppressive effects on the immune system.

= Hemorrhage following oral surgery. Post-surgical
hemorrhages are more likely to occur during men-
struation than at any other time of the cycle. The
phenomenon may be due to a slight reduction in
platelet count and the prolongation of clotting time.

o Swollen salivary glands. Several researchers have
observed that salivary glands swell and become
painful during menstruation, although the cause is
unclear. Not even progesterone appears to be
responsible
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I've been seeing quite
few ads for ulcer
medications that are now
available over the counter
for treating heartburn. Are
they safe to take without a
prescription?

There-are oW over- *
the-counter versions

¢ of threexdrugs: Tagamet

100 (cimetidine), Pepcid
AC (famotidine), and
Zantac 75 (ranitidine).
They block the produc-

1

tion of acids that break
down food, and which,
when overproduced, can
erode the protective mu-
coys layer, resulting in
inflammation and per-
haps an ulcer. Acid-
blockers in high doses
given for four to six
weeks have been very
successful in freating
ulcers.

These drugs are now
marketed in substantially
lower doses as a treat-

L

ment for heartburn,

which is cdused bya ~ "t
reflux or backflow of
stomach acid into the
esophagus. Studies show
that in low éloses the

drugs are safe and.effec- *

o4

"tivé in reducing the

symptoms without a
doctor’s supervision.

“These acid-blockers have

longer-lasting effects
than acid-neutralizers |
such as Tums, Mylanta,
or Maalox and are less

3

likely to cause diarrhea.

If you take an acid-
blocker for heartburn and
find that it doesn’t relieve
the symptoms, don’t
incregse the,dosage. Itis? .
‘also possible that you
may have an ulcer, and
you should consult your
clinician.<

¥

Tprepare for each visit
with my doctor by

o P .
jotting down the questions I
want to ask. However, each
session is limited to 15
minutes. How can I get my
questions answered in such
a short period of time?

Unfortunately, your
sk experience isn’t
unique. Under managed
care, office visits have
been shortened dramati-
cally, and we doctors and

our patients are under
pressure to make the best
possible use of our time
together. You can help if,
at the beginning of the
visit, you tell your doctor
that you have questions
so he or she can set aside
time to answer them. If
your questions are exten-
sive, you can request a
longer visit in advance,
make another appoint-
ment, or schedule a fol-
low-up phone call. Al-

ways ask the questions
that are most important
to you first.

In some offices, nurses
may be able to answer
many of your questions
or provide patient-educa-
tion materials with the
information you need.

Plan to arrive a little
early to register or to
handle other administra-
tive details. Doing so will
keep you from wasting
time that may be used on

the office visit.

The bottom line is that
15 minutes is inadequate
for most office visits. We
are in a time of transition
in healthcare delivery, and
you can participate in the
change by voicing your
concern to your doctor,
insurer, and elected
representatives:

cen and progestin for
about five years. For the
first two years 1 had regular
bleeding, much like my
menstrual periods. How-
ever, I haven't had a “pe-
riod” for two years, even
though I'm continuing to

take cyclic hormone-replace-
ment therapy. Should I be
concerned about a problem?

You needn’t be
oncerned. It's true
that a cyclic HRT regimen
— estrogen taken for 25-
30 days and progestin for
10-14 days — simulates

the menstrual cycle. Es-
trogen stimulates the
growth of the endome-
trium, or uterine lining;
the addition, and then
withdrawal, of a proges-
tin causes the lining to
slough off. However,
after menopause the
endometrium gradually

atrophies, occasionally
becoming resistant to the
effects of both hormones,
and bleeding ceases.#

Celeste Robb-Nicholson, M.D.
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Abrasion, for tooth whitening, Sept., 8
Absolute risk, Nov., 3
" Accutane (isotretinoin), Mar., 5; Apr., 8
Acetaminophen, Mar., 1; July, 2
Acne rosacea, Mar., 4; Apr., 8
Acne vulgaris, Mar., 4-5; Apr., 8
Actinic keratoses, June, 5; Dec., 8
Acupuncture, Sept., 4-5
African-American women

breast cancer and, Mar., 7

hormone replacement therapy and, May, 6
Aging

forgetfulness and, Sept., 1

middle-age spread and, Aug., 6

muscles and, May, 2

. skin, June, 4-5
Agoraphobia, Oct., 2
Alendronate (Fosamax), Aug., 7
Alopecia areata, May, 5
Alprazolam (Xanax), Feb., 6
Alzheimer's disease, testing for, Jan., 1
AMD (age-related macular degeneration),
Jan., 8
American Chiropractic Association (ACA),
Dec., 4

Aminobisphosphonates, Aug., 7
Anagen hair shedding, May, 5
Analgesics, Mar., 1

for fibroids, Aug., 5

for low-back pain, Apr., 6
Androgenetic alopecia, May, 4
Aneurysm, Feb., 2
Angioplasty, long-term outcome, Aug., 7
Anti-anxiety agents, Oct., 3
Antibiotics

for acne, Mar., 5

gum disease and, Apr., 3
Antidepressants

for depression, Mar., 2-3

for phobias, Oct., 3

selection of, Dec., 2-3
Antioxidants, Jan., 8; Nov., 8
Anxiety, generalized, Feb., 6
ApoE, Jan,, 1
Appetite control, dietary fiber and, Sept., 2—3
Assisted reproduction, Apr., 4-5

endometriosis and, Feb., 5
Asthma, estrogen and, Dec., 7
Atrial fibrillation, Feb., 2
Aura, migraine, July, 2
Axillary node dissection, Oct., 5

Back pain. See Low-back pain
Beano, Sept., 3
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Behavioral therapy "
for panic disorder, Feb., 6
for phobias, Oct., 3
Benzodiazepines, for panic disorder, Feb., 6
Benzoyl peroxide, Mar., 4-5; Apr., 8
Beta-blockers
for migraine prevention, July, 2
for phobias, Oct., 3
Beta-carotene, Jan., 8; Nov., 8
Biopsy, cervical, July, 4
Bipolar depressive disorder, Mar., 2
Bleaching, for tooth whitening, Sept., 8
Blood clotting, estrogen and, July, 6
Blood pressure
chronic fatigue syndrome and, Nov., 6
stroke and, Feb., 3
Body image, eating and, Dec., 6
Body mass index (BMI), Apr., 7, Nov., 1
Body temperature, ovulation and, Apr., 4
Bowel abscess, Mar., 6
BRCAT1 gene, Nov., 7; Dec., 1
Breast
calcifications/microcalcifications, June, 8;
July, 8
imaging, Jan., 2
lumps, not otherwise specified (NOS),
Oct., 4
size, Jan., 3
Breast cancer
BRCA1 gene and, Nov., 7; Dec., 1
death rate, Mar., 7
diet and, Apr., 1
dietary fiber and, Sept., 2
hormone replacement therapy and, May,
6; Aug., 1
invasive/preinvasive, Sept., 6; Oct., 46
mammography interpretation and, Feb., 7
risk, Nov., 2
staging system, Oct., 4
treatment options, Oct., 4—6
Breast centers, Oct., 6
Breast self-exam, Jan., 3
Bruits, Feb., 3
Bulk-forming agents, Mar., 6; Sept., 8
Bupropion (Wellbutrin), Mar., 3; Dec., 2, 3
Buserelin, for endometriosis, Feb., 5
Butorphanol, for migraines, July, 2

C

.Calcifications, breast, June, 8; July, 8

Calcium carbonate, Mar., 8
Calcium-channel blockers

heart attack risk and, June, 8

for migraine prevention, July, 2
Calcium citrate, Mar., 8; May, 8
Calcium-citrate-malate (CCM), Mar., 8
Calcium oxalate crystals, urinary, May, 8
Calcium supplementation, Mar., 8; May, 6;

Nov., 8

E

z

,Cancerfax, Oct., 6
Carbamide peroxide, for}tooth whitening,
Sept., 8 L
Carcinoma in situ, July, 4
Carotenoids, age-related macular degen-
eration and, Jan., 8
Carotid endarterectomy, Feb., 3
CA125 test, Nov., 7
Cellulose, Sept., 2
Cerebral embolism, Feb., 2
Cerebral hemorrhage, Feb., 2
Cerebral thrombosis, Feb., 2
Cervical cancer, July, 4
Cervical dysplasia, July, 4-6
Chaparral, May, 7
Chemical peels
for acne, Mar., 5
for actinic keratoses, June, 5
Chemotherapy
for breast cancer, Oct., 5
for cervical dysplasia, July, 5
Chiropractic manipulation, Dec., 4-5
Cholesterol. See also High-density lipo-
protein (HDL); Low-density lipo-
protein (LDL)
dietary fiber and, Sept., 2
dietary intake, May, 7
high, after age 70, Jan., 7
polycystic ovary syndrome and, Sept., 7
stroke and, Feb., 3
Cholesterol-lowering agents, menopausal
symptoms and, Jan., 8
Chondromalacia patella, Aug., 8
Chronic fatigue syndrome (CFS), Nov., 6
Clinical trials, Nov., 3
Clomiphene citrate (Clomid), Apr., 4,5
Cold therapy, for low-back pain, Apr., 6
Collagen injection, for acne, Mar., 5
Colon cancer
dietary fiber and, Sept., 2
estrogen and, June, 7
Comedo extraction, Mar., 5
Conization, for cervical dysplasia, July, 5
Constipation, dietary fiber and, Sept., 2
Contact dermatitis, June, 5
Coronary artery disease (CAD). See also
Heart disease
triglycerides and, Dec., 7
Cryotherapy, for cervical dysplasia, July,

D

Danazol (Danocrine), for endometriosis,
Feb.,5
DCIS (ductal carcinoma in situ), Sept., 6;
Oct., 4
Death rates
breast cancer, Mar., 7
colon cancer, estrogen and, June, 7
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Denial, grief and, June, 2
Dental floss, Apr., 3
Depo-Lupron (leuprolide acetate),
Aug., 5
Depo-Provera (medroxyprogesterone),
Feb.,5
Depression, Mar., 2-3
Dermabrasion
for acne, Mar., 5
for actinic keratoses, June, 5
DES (diethylstilbestrot), July, 5
Desyrel (trazodone), Dec., 3
Diabetes
dietary fiber and, Sept., 2
prevention, Jan., 7
Dialysis, Mar., 1
Didronel (etidronate), Aug., 7
Diet
acne and, Mar., 5
breast cancer and, Apr., 1
diverticula and, Mar., 6
midlife, Aug., 6
Digital mammography, Jan., 2
Diverticulitis, Mar., 6
Diverticulosis, Mar., 6
Driving, low-back pain prevention and,

Apr., 6

Dry eyes/mouth, in Sjogren’s syndrome,
Nov., 8

Ductal carcinoma in situ (DCIS), Sept., 6,
Oct., 4

Dysthymic disorder, Mar., 2

E

Eating, body image and, Dec., 6
Eczema, May, 8
Endometrial cancer, hormone replacement
therapy and, May, 6
~ Endometriosis, Feb., 4-5
Epstein-Barr virus, Dec., 8
Ergotamine, for migraines, July, 2
Estrace, Oct., 8
Estraderm, Oct., 8
Estradiol, Oct., 8
Estratab, Oct., 8
Estratest, Oct., 8
Estrogen. See also Hormone replacement
therapy (HRT)
for acne, Mar., 5
arteries and, July, 6
asthma and, Dec., 7
breast-cancer risk and, Nov., 2
colon cancer and, June, 7
conjugated. See Premarin
formulations, Oct., 8
heart disease and, July, 6
stroke and, Feb., 3
weight gain and, Aug., 6
Etidronate (Didronel), Aug., 7
Exercise
aging and, Oct., 8
memory loss and, Sept., 1
for middle-age spread, Aug., 6
recommendations, July, 1
strength training program, May, 2-3
sweating and, Oct., 8
for weight control, Dec., 6
Experimental therapy, for breast cancer,
Oct., 5
Eye test, for Alzheimer’s disease, Jan., 1

F

Fat, dietary

breast cancer risk and, Apr., 1
Fear, vs. phobia, Oct., 2
Fenfluramine, Oct., 1
Fertility

endometriosis and, Feb., 4-5

evaluation, Apr., 4-5
Fiber, dietary, Sept., 2-3

aging and, Sept., 8

breast cancer risk and, Apr., 1

diverticulosis and, Mar., 6
Fibroids, Aug., 4-5
Fibromas, Aug., 4-5
Fluconazole, Feb., 8
5-Fluorouracil (5-FU), June, 5
Fluoxetine (Prozac), Feb., 6
Follicle, hair, damage, May, 5
Food labels, June, 6
Fosamax (alendronate), Aug., 7
Framingham Study, July, 6
Freckles, scaly, Dec., 8
“Frozen” pelvis, Feb., 4
FSH (follicle-stimulating hormone), Apr., 4, 8
Fungal infections, toenail, Feb., 8

G

Gene
BRCAT1, breast cancer and, Dec., 1
obesity, Feb., 7; Oct., 1
GIFT (gamete intrafallopian transfer),
Feb.,5; Apr., 5
Gingivitis, Apr., 2
GnRH agonists. See Gonadotropin releas-
ing hormone agonists
Goiter, toxic multinodular, Jan., 5
Gonadotropin releasing hormone agonists
for assisted reproduction, Apr., 5
for endometriosis, Feb., 5
for fibroids, Aug., 5
Graves’ disease, Jan., 5
Grief, June, 2-3
Griseofulvin, Feb., 8
Gum disease, Apr., 2-3

H

Hair loss, May, 4-5
Hashimoto’s thyroiditis, Jan., 4
hCG (human chorionic gonadotropin),
Apr., 5
HDL. See High-density lipoprotein (HDL)
Headaches, migraine, July, 2-3
Health risk, Nov., 2-3
Heart attack risk, calcium channel blockers
and, June, 8
Heart disease
estrogen and, July, 6
hormone replacement therapy and,
Feb., 1; May, 6
overweight and, Apr., 7
polycystic ovary syndrome and, Sept., 7
stroke and, Feb., 3
Heat therapy, for low-back pain, Apr., 6
Heredity, risk and, Nov., 3
High-density lipoprotein (HDL)
elderly and, Jan., 7
estrogen and, July, 6; Oct., 8

hormone replacement therapy and, Feb.,
1
polycystic avary syndrome and, Sept., 7
triglycerides, coronary artery disease and,
Dec., 7
Hlp fracture risk, hormone replacement
therapy and, July, 8
Hip replacement, total, Nov., 4-5
Hormonal treatment, for breast cancer,
Oct., 5
Hormone replacement therapy (HRT),
Feb, 1
alternativés, May, 6
approaches, May, 6
breast-cancer risk, Aug., 1
decision-making, May, 6
formulations, Oct., 8
hip fracture risk, July, 8
intrauterine device for, Apr., 7
osteoporosis and, July, 8
starting, Apr., 8
stroke and, Feb., 3
weight gain and, Mar., 8; Aug., 6
Women’s Health Initiative and, July, 7
HPV (human papilloma virus), July, 5
Human chorionic gonadotropin (hCG),
Apr., 5
Hum&n Genome Project, Nov., 3
Human menopausal gonadotropin (Pergo-
nal), Apr., 4-5
Hydrogen peroxide, for tooth whitening,
Sept., 8
Hypertension, stroke and, Feb., 3
Hyperthyroidism, Jan., 4, 5
Hypotension, chronic fatigue syndrome
and, Nov., 6
Hypothyroidism, Jan., 4
Hysterectomy
for cervical dysplasia, July, 5
for fibroids, Aug., 5
laparoscopic approaches, Sept., 7
memory loss and, Sept., 1
pap smear screening after, Aug., 8
Hysterosalpingogram (HSG), Apr., 4-5

ICSI (intracytoplasmic sperm injection),
Apr., 5

Infertility, assisted reproduction for,
Apr., 4-5

Infiltrating ductal carcinomas, Oct., 4

Infiltrating lobular carcinoma, Oct., 4

Inflammatory carcinoma, Oct., 4

Insulin, Jan., 7; Sept., 7

Insulin resistance, Jan., 7

International Headache Society (IHS),
July, 2

Interstitial cystitis, May, 8

Intestinal blockage, dietary fiber and,
Sept., 3

Isoflavonoids, Apr., 1

Isotretinoin (Accutane), Mar., 5; Apr., 8

ltraconazole, Feb., 8

IUD (intrauterine device), progestin-
releasing, Apr., 7

IVF (in vitro fertilization), Feb., 5; Apr., 5

J

Jewish women, gene mutation in, Nov., 7
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Keratinocytes, Dec., 8
Kevis, May, 4-5
Kidney damage, analgesics and, Mar., 1

L

Laparoscopic hysterectomy, Sept., 7

Laparoscopy, Apr., §, Fep.,4  .*

Laser therapy, Apr.,’8; July, 5

Laxatives, aging and, Sept., 8

¥ LEIS (lobular carcinora in situ), Sept., 6

LDL. See Low-density lipoprotein (LDL)

LEEP (loop electrical excision procedure)
July, 5

Leiomymomas (fibroids), Aug., 4-5

Lentigo maligna, June, 5

Leptin, Oct., 1

Leuprolide acetate (Depo-Lupron), Aug., 5

LH (luteinizing hormone), Apr., 4

Lichen sclerosis, May, 8

Lifting, low-back pain prevention and, Apr.,
6

Light boxes, for seasonal affective disor-
der, Oct., 7
Lignin, Sept., 2
Liver damage, analgesics and, Mar., 1
Liver toxicity, herbal medicines and,
May, 7
Lobular carcinoma in situ (LCIS), Sept., 6
Loss, surviving, June, 2-3
Low-back pain, Apr., 6
acupuncture for, Sept., 4
Low-density lipoprotein (LDL)
estrogen and, July, 6
hormone replacement therapy and,
Feb., 1
polycystic ovary syndrome and, Sept., 7
Ludiomil (maprotiline), Dec., 3
Lumpectomy, Oct., 4-5
Lupron (leuprolide), Feb., 5; Apr., 5
Luteinizing hormone (LH), Apr., 4

M

Major depressive disorder, Mar., 2
Malignant melanoma June, 5
Mammography o
dense breast tissue and, July, 8
interpretation, Feb., 7
limitations, Jan., 2
MAOIs. See Monoamine oxidase inhibitors
(MAOQIs)
Maprotiline (Ludiomil), Dec., 3
Mastectomy, Oct., 5; Sept., 6
Medroxyprogesterone acetate (MPA),
May, 6; June, 1
Medroxyprogesterone (Depo-Provera),
Feb.,5
Medullary carcinoma, Oct., 4
Melanin, July, 7
Melanocytes, June, 4
Memory loss, Sept., 1
Menopause. See also Hormone
replacement therapy (HRT)
cholesterol-lowering drugs and, Jan., 8
entry into, Apr., 8
symptoms, Apr., 8
treatment decision-making, May, 6
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Menstrual cramps, acupuncture for, Sept., 4

Menstruation, retrograde, Feb., 4’ i

Metamucil, Sept., 8
Methimazole, Jan., 5
Methysergide, for migraine prevention,
July, 2
Metrodin, Apr., 4,5
Metronidazole (Metrogel), Apr., 8 -
Microcalcificatiops, breast, June, 8;
Sept., 6
Middle-age spread, Aug., 6
Migraine, July, 2-3
Mineral absorption, dietary fiber and,
Sept.,, 3
Minoxidil (Rogaine), May, 4
Moisturizers,June, 4-5
Monoamine oxidase inhibitors (MAOQlIs),
Mar., 3
for depression, Dec., 2, 3
for phobias, Oct., 3
for posttraumatic stress disorder, Aug., 3
Mononucleosis, Dec., 8
Monospot test, Dec., 8
Mouthwashes, antiseptic, Apr., 3
MPA (medroxyprogesterone acetate),
May, 6
MRI (magnetic resonance imaging), Jan., 2
Mucinous carcinoma, Oct., 4
Muscle relaxants, for low-back pain, Apr., 6
Myofibrils, May, 2
Myomas (fibroids), Aug., 4-5
Myomectomy, Aug., 5

4

Nafarelin (Synarel), Aug., 5
Nail infections, fungal, Feb., 8
National Association of Chiropractic
Medicine (NACM), Dec., 4,5
Neck pain, acupuncture for, Sept., 4
Nefazodone (Serzone), Dec., 3
Niacin, menopausal symptoms and,
Jan,, 8
Nightguard, for tooth whitening, Sept., 8
N-methyl-D-aspartate (NMDA), Sept., 1
Nolvadex. See Tamoxifen (Nolvadex)
Non-insulin-dependent diabetes mellitus
(NIDDM), Jan., 7
Non-steroidal antiinflammatory drugs
(NSAIDs)
for hip pain, Nov., 4
kidney damage and, Mar., 1
for migraines, July, 2
Nurses' Health Study, Aug., 1; Dec., 7

O

Obesity, Oct., 1
heart disease and, Apr., 7
stroke and, Feb., 3
Obesity gene, Feb., 7; Oct., 1
Olive oil, breast cancer risk and, Apr., 1
Ondansetron (Zofran), Oct., 5
Oral contraceptives
for endometriosis, Feb., 5
migraines and, July, 2
Osteoporosis
drug therapy, Aug., 7
hormone replacement therapy and,
July, 8, May, 6
strength training and, Mar., 7

Ovarian cancer

. ... BRCA1 gene mutation and, Nov., 7

"screening tests, Nov., 7
Overweight, redefined, Apr., 7

@ . L

Paget's disease, Oct,'4

‘Pain

acupuncture for, Sept., 4
grief and, June, 2
hip, Nov., 4
knee, Aug., 8
low-back, Apr., 8; Sept., 4
relief. See Analgesics 5
Panic disorder, Feb., & Fd
Pap test, July, 4,5
after hysterectomy, Aug., 8
Papules, Mar., 4; Apr., 8
Patellar brace, Aug., 8
Pectin, Sept., 2
PEPI. See Postmenopausal Estrogen/
Progestin Interventions (PEPI)
Pergonal (human menopausal gonadotro-
pin), Apr., 4, 5
Periodontal disease, Apr., 2-3
Pessary, for stress incontinence, June, 7
PET (positron-emission tomography),
Jan., 2; Sept., 1
Phentermine, Oct., 1
Phobias, Oct., 2-3
Phototherapy, for seasonal affective
disorder, Oct., 7
Physical activity, for low-back pain, Apr., 6
Physical loss, June, 3
Physical therapy, for hip pain, Nov., 4
Physicians, female, May, 1
Phytoestrogens, Apr., 1
Pimples, Mar., 4; Apr., 8
Planing, root, Apr., 3
Plaque, dental, Apr., 2
Plasminogen activator inhibitor (PAI-1),
July, 6
Polycystic ovary syndrome (PCOS), heart
disease and, Sept., 7
Positron-emission tomography (PET),
Jan.,, 2; Sept., 1
Postcoital test, Apr., 4
Postdrome, migraine, July, 2
Postmenopausal Estrogen/Progestin
Interventions (PEPI)
heart disease risk and, Feb., 1; July, 6
natural progesterone and, June, 1
weight gain with hormone replacement
and, Mar., 8; Aug., 6
Posttraumatic stress disorder (PTSD),
Aug., 2-3
Pregnancy, loss, June, 3
Premarin, July, 7; Aug., 7; Oct., 8
Prodrome, migraine, July, 2
Progesterone, Apr., 4
micronized, June, 1
natural, June, 1
synthetic. See Progestins
Progestins, June, 1
administration via intrauterine device,
Apr.,7
cyclic, May, 6
with estrogen, July, 7
in hormone replacement therapy, May, 6
Propyithiouracil (PTU), Jan., 5

11
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Prosthesis, hip, Nov., 4,5
Provera, July, 7
Prozac (fluoxetine), for panic disorder,
Feb., 6

Psychotherapy

for depression, Mar., 3

for panic disorder, Feb., 6
PTU (propylthiouracil}, Jan., 5
Pudendal neuralgia, May, 8
Pustules, Mar., 4;{Ap‘r./,‘ 8. V‘«

2
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Quadriceps muscles, strengthening,
Aug., 8
=

Radiation therapy
for breast cancer, Oct., 5
for cervical dysplasia, July, 5
with excision, Sept., 6
Radiologists, mammography interpretation
and, Feb.,7
Raynaud’s disease, Jan., 6
Raynaud’s phenomenon, Jan., 6
Rehabilitation, stroke, Feb., 3
Relative risk, Nov., 3
Relaxation therapy, for phobias, Oct., 3
Resistance training. See Strength training
Resorcinol, Mar., 4; Apr., 8
Retin-A (tretinoin), Mar., 5; June, 5
Rhinophyma, Apr., 8
Risk factors, Nov., 2—3
Rogaine (minoxidil), May, 4
-

%
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y

Salicylic acid, Mar., 4
Scaling, Apr., 3
Scars, acne, Mar., 5
Scleroderma, Jan., 6
Seasonal affective disorder (SAD), Oct., 7
Sedation, antidepressants and, Dec., 2
Selective serotonin reuptake inhibitors
(SSRils)
for depression, Mar., 3; Dec., 2, 3
for panic disorder, Feb., 6
for posttraumatic stress disorder, Aug., 3
Serzone (nefazodone), Dec., 3
Sexual dysfunction, antidepressants and,
Dec., 2
Shampoo, antiseborrheic, Mar., 5
Sjogren’s syndrome, Nov., 8
Skin
aging, June, 4-5
care, for acne, Mar., 5
dry, June, 4-5
Skin cancer, June, 5; Dec., 8
Sleeping, low-back pain prevention and,
Apr., 6
Smoking, stroke and, Feb., 3
SNRiIs (serotonin and norepinephrine
reuptake inhibitors), Dec., 3
Social phobia, Oct., 2-3
Social readjustment rating scale, June, 2, 3
Society for Assisted Reproductive
Technology (SART), Apr., 4
Sodium, on food labels, June, 6
Solar keratoses. See Actinic keratoses

12

Soybeans, Apr., 1, Oct., 7 .
SPF (sun protection factor), July,7 .. , .
Spider veins (telangiectases), Apr., 8;
June, 4,5
Spinal manipulation, Apr., 6; Dec., 4
Squamous-cell carcinoma, Dec., 8
SSRIs. See Selective serotonin ﬁuptake
inhibitors (SSRIs) .
Stool softenegs, Sept.,.8- - ¢

- Strength training, Mar., 7; May, 2-3

Stress

depression and, Mar., 2

posttraumatic, Augs2-3

reduction, for hip pain, Nov., 4
Stress incontinence

leg crossing for, Feb., 8

tampons for, June, 7
Stroke, Feb., 2-3

migraine and, July, 2
Subacute thyroiditis, Jan., 5
Subarachnoid hemorrhage, Feb., 2
Subluxation, Dec., 4
Substance abuse, acupuncture for, Sept., 4
Sugars, on food labels, June, 6
Sulfur, for acne, Mar., 4
Sumatriptan, for migraines, July, 2
Sun exposure

for acne, Mar., 5

skin damage, June, 4
Sunscreens, July, 7; June, 5
Support systems, posttraumatic stress

disorder and, Aug., 2
Supracervical laparoscopic hysterectomy,
Sept., 7

Surgery

for diverticulosis, Mar., 6

for endometriosis, Feb., 4,5
Sweat glands, aging and, June, 4
Sweating, exercise and, Oct., 8
Synarel (nafarelin), Aug., 5
Systematic desensitization, Aug., 3

T

Tamoxifen (Nolvadex)

for breast cancer, Oct., 5

for ductal carcinoma in situ, Sept., 6

for lobular carcinoma in situ, Sept., 6
Tampons, for stress incontinence, June, 7
Telangiectases, Apr., 8; June, 4, 5
Telogen hair shedding, May, 5
Textured protein, Oct., 7
Thermography, breast imaging, Jan., 2
Thromboses, July, 6
Thyroid cancer, Jan., 5 |
Thyroid diseases, Jan., 4-5
Thyroxine (T4), Jan., 4
TlAs (transient ischemic attacks), Feb., 2
Tilt-table test, chronic fatigue syndrome

and, Nov., 6
Toenail, fungal infections, Feb., 8
Tofu, Oct., 7
Tooth whiteners, Sept., 8
Total hip replacement, Nov., 4-5
Trans-fatty acids, Apr., 1
Transient ischemic attacks (TIAs), Feb., 2, 3
Trazodone (Desyrel), Dec., 3
Tretinoin (Retin-A), Mar., 5; June, 5
TRH (thyrotropin-releasing hormone),
Jan., 4

Trichotillomania, May, 5

P

Tricyclic antidepressants
for depression, Mar., 2-3; Dec., 2, 3
“ for migraine prevention, July, 2
for panic disorder, Feb., 6
for posttraumatic stress disorder, Aug., 3
Triglycerides, coronary artery disease and, ,
Dec.,7 . . .
TroglitazorférJan:7 o
Tropicamide, Jan., 1
TSH (thyrotropin-stimulating hormone),
Jan., 4
T3 (triiodothyronine), Jan., 4
Tubular carcinoma, Oct., 4
&

%}‘% . s ¢y

Hi .

|y

Ultrasound, breast imaging, Jan., 2
Utrogestan, June, 1
V
Vellus hair, May, 4
Vessel dilation, estrogen and, July, 6
Vitamin A, age-related macular degenera-
tion and, Jan., 8
Vitamin C
age-related macular degeneration and,
Jan., 8
preventive effects, Nov., 8
Vitamin D, May, 6; June, 4
Vitamin E
age-related macular degeneration and,
Jan., 8
preventive effects, Nov., 8
Vulvar vestibulitis, May, 8
Vulvodynia, May, 8

W
Walking, low-back pain prevention and,
Apr., 6
Walking aids, for hip pain, Nov., 4
Washington Study, Aug., 1
Weight guidelines, Nov., 1
Weight control, body image and, Dec., 6
Weight gain. See also Obesity
antidepressants and, Dec., 2
estrogen and, Aug., 6
hormone replacement therapy and, Mar., 8
middle-age, Aug., 6
Weight loss, for hip pain, Nov., 4
Weight training. See Strength training
Wellbutrin (bupropion), Mar., 3; Dec., 2, 3
Women physicians, May, 1
Women’s Health Initiative (WHI), July, 7;
Nov., 3
Work, low-back pain prevention and, Apr., 6
Wrinkling, skin, June, 5

Xanax (alprazolam), Feb., 6
Zofran (ondansetron), Oct., 5
Zygote intrafallopian transfer (ZIFT), Apr., 5
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