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To everyone whose health has suffered because of the patriarchy.
You are seen, you are believed, and you deserve change.





Introduction
This Is Your Story
I was motivated to write this book by countless stories I’ve heard over the years from patients in my practice, of people who have suffered enormously from a wide range of gynecologic issues: pelvic pain, menopause, abnormal periods, sexual dysfunction, infertility, and others. I realized I couldn’t choose just one person’s story to illustrate why gynecologic problems are problematic. Because if you’re holding this book in your hands, then you likely have your own story, and I can guess it involves one of these issues:
 
	You’ve suffered with excruciating pelvic pain, horrific period bleeding, or both—probably for many years.
	Period problems or pelvic pain have affected your ability to function, go to school or work, or engage in activities you enjoy such as exercise and sex. Your life has started to revolve around your period or ovulation, when pain, bleeding, and mood swings take over everything.
	You’ve tried to tell family members, friends, even doctors about your experiences but have been told “That’s normal,” “Everyone’s periods are like that,” “You’re just being dramatic,” or “Just take birth control.”
	You may have bowel issues, such as constipation, diarrhea, pain with bowel movements, bloating, and nausea, or bladder issues, such as urinary frequency and urgency. You wonder if this is all in your head.
	You may be suffering from sexual dysfunction, pelvic organ prolapse, infertility, or vulvovaginal symptoms that you are embarrassed to bring up with family or friends or even your doctor, and you’re not sure what questions to ask or how to get help.
	You may be transgender or nonbinary, assigned female at birth. You may no longer be having periods because of testosterone, but somehow you’re still having pelvic pain or irregular bleeding. You’re not sure what could be happening, and these menstrual and pelvic issues are worsening your gender dysphoria.

Your story is more than enough. You already know why these topics are vitally important. Your experience is one of millions that are both completely individual and terribly similar.
In my career as a minimally invasive gynecologic surgeon, I’ve heard more of these stories than I can count—stories from people just like you who have felt frustrated, overwhelmed, unheard. People who were desperate for information and solutions to their unbearable symptoms and searching for guidance on how to find the help that they need. Often, they had already seen multiple doctors and bounced between medical offices and emergency rooms, undergoing blood draws and imaging studies but being given no answers. When patients finally find a doctor who partners with them on this path, they feel immense relief that what they’ve been going through is not just in their heads. It’s real. Their suffering has a cause, and there are options to end that suffering.
This book is for them—it’s for you. There is hope. And more than just hope, there are concrete steps that can take you from suffering to empowerment and freedom from the symptoms that have prevented you from living the life that you want and deserve. I want to give you the information that you need to be able to understand your symptoms, weigh your options for treatment, and find and communicate with healthcare professionals. I want to help you reclaim your life.
Countless books have been written about dieting, weight loss, and preventing cancer, but there are not nearly enough books about period problems, pelvic pain, sexual health, and fertility issues. These gynecologic problems affect more than half the population, but we don’t talk about them. Why? Because they’re stigmatized and considered embarrassing, and because women’s health issues have been universally understudied and underfunded. We need to change every aspect of this status quo. People deserve resources to learn about their bodies and the options available to treat their symptoms, and right now, our education and formal medical systems are falling short. I hope this book is one step toward filling the enormous need out there for reliable and accessible gynecologic health information.
I want It’s Not Hysteria to create a revolution for how people understand their bodies and their choices and how the medical community communicates with patients. One of my favorite comedians, Ali Wong, said, “I have suffered enough” when it comes to the physical and emotional challenges of pregnancy and childbirth. Just because a biological function can be painful doesn’t mean that the pain is acceptable or that you must continue suffering. If you are like most people assigned female at birth, you have almost certainly suffered far more than you should have already. The injustice needs to end now, and I’m going to start by arming you with the information that will help you take control of your health.
HOW TO USE THIS BOOK
This is not a textbook. Textbooks fill a need, but it wasn’t my goal to write one. Each of the topics that I will cover could fill a textbook on its own and require years of education and training for a doctor to master. This book cannot possibly cover everything about every reproductive health condition. Instead, I want to give you clear explanations of basic sex education and anatomy, an overview of common gynecologic issues, a framework to understand your symptoms and your treatment options, and a practical guide for how to seek care.
You can think of this book as a greatest-hits collection of gynecologic topics. You can read only the sections that are relevant to you, or all of them if you’re interested in learning as much as possible about these conditions.
Most important, this book will show you how to take concrete steps toward changing your health. It will arm you with facts to better understand your body and weigh the options available to you.
NOTE ON GENDER-INCLUSIVE LANGUAGE
You’ll notice right away that I use gender-inclusive language in this book. As a doctor who cares for transgender and nonbinary patients and as an ally to the LGBTQIA+ community, I understand that language and respect matter. I’m a gynecologist, but I don’t treat only women. Transgender men, intersex, and nonbinary individuals assigned female at birth also suffer from gynecologic problems. I want everyone who may be dealing with these health problems to feel seen and included in this discussion. Using inclusive language can mean the absolute world to people who have been discriminated against or physically threatened for being themselves. My hope is that more and more doctors will put effort into being purposeful in the use of gender-inclusive and gender-neutral language. I also hope that readers who may not know much about these issues will learn.
In some medical scenarios, gender-inclusive language may actually be more precise. For example, I may refer to “people with a uterus” when discussing uterine fibroids because some women have had hysterectomies, meaning the uterus has been surgically removed, and some intersex people may identify as women but do not have a uterus.
In many parts of this book, particularly the chapter on history and sections that discuss research studies, I use the term women to refer to cisgender women because that’s the terminology used in the reference documents. Sadly, there are almost no studies on the gynecologic experiences of transgender men and nonbinary individuals—though hopefully more research and information will be available in the future. In this book, as in my medical practice, I try to honor the experiences of women while acknowledging the diversity of our modern population—including the millions of people who do not identify as women but suffer from gynecologic problems. I thank you all for your understanding as I try to make this book a resource for everyone.
MEDICAL DISCLAIMER
This book will provide information about medical conditions, testing, and treatment; however, it cannot diagnose your personal symptoms or tell you which treatments to choose. Any health concerns you have should be discussed with a doctor who can go over risks and benefits of options and help you select the treatment that’s right for you.
MESSAGE TO HEALTHCARE PROVIDERS
To my readers who are healthcare workers—doctors, nurses, nurse practitioners, physician assistants, physical therapists, medical assistants, students, and anyone who has dedicated their lives to caring for patients: I’ve learned from and been inspired by you, and I look forward to partnering with you to change the status quo in reproductive health.
My fellow OB-GYN and gynecologic specialists: You all know the beauty and shortcomings of our field. We chose a field of medicine with some of the highest malpractice rates and the hardest hours, one where even standard medical treatments are subject to raging political battles. We stay in this field because we love our patients and believe in the importance of the work.
Despite our individual compassion and dedication, the healthcare system is failing too many of our patients. It takes most endometriosis patients seven years and visits to three or more doctors to receive a diagnosis. Imagine suffering with debilitating pain for seven years while trying to get help from doctor after doctor. I know that this isn’t because providers don’t care about their patients or are misogynistic. We want to be the best caregivers and diagnosticians that we can be. That said, we are the products of our medical education system and training. Unfortunately, the lessons we learned originated in a patriarchal society that often got it wrong. Medical students are taught that women who complain about pain, bleeding, GI and bladder symptoms, migraines, and fatigue but who have normal ultrasounds are just anxious, not that those symptoms are classic signs of endometriosis. If doctors perpetuate these mistaken ideas, we’ve gotten it wrong, despite our best intentions.
The information in the medical sections in this book may or may not be new to healthcare providers. Even if the basics are familiar, I hope this book will still be a helpful resource for you and your patients.
The system may be broken, but we keep on striving. We know how extraordinary it feels to hear patients say their symptoms are gone, their lives have been changed, and that you made all the difference. Doctors and patients have the same goal: to succeed in alleviating symptoms, allowing people to live the healthiest and happiest lives possible. Together we can fight for that goal. I look forward to sharing this journey with you.





PART I
What’s the Background?
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The History of Hysteria
How did we get here? The treatment of women throughout history provides insight into why period problems, pelvic pain, and other gynecologic health issues are often minimized or overlooked today. From ancient Greek physicians to witch hunts to modern medicine, women’s reproductive functions, mental and emotional health, and perceived moral character have been inextricably linked. Even though these beliefs were often inaccurate, they were so commonly viewed as facts that the difference between truth and myth is still difficult to distinguish today. Indignities, injustices, and traumas that women have suffered throughout the centuries seep into modern views of female bodies and health.
Women’s bodies and medical concerns have been misunderstood, mismanaged, and outright dismissed since the beginning of recorded history. The fathers of Western medicine and philosophy, who were greatly respected for their pioneering work in some regards, put forth many theories about women’s health that sound absurd today but were accepted as gospel for generations. For example, if a woman exhibited symptoms that couldn’t be explained, she was said to be suffering from faulty sexual organs, sinister forces such as witchcraft, or the catchall explanation: hysteria. This word, hysteria, contains all the judgments and assumptions about female bodies that have existed for thousands of years. It suggests that women’s distressing physical symptoms stem from a combination of anxiety, mental or neurologic weakness, and broken uteri, rather than from not-yet-understood medical conditions.
Hysteria—an idea that originated in ancient Greece—was thought to be a combination of physical, emotional, and psychological distress somehow tied to the uterus or womanhood; it was considered an actual medical affliction for hundreds of years. In modern language, the word hysterical implies a person is out of control, overreacting, and imagining things, but the concept of hysteria originated as a physical malady. Through the centuries, hysteria shifted from a disease of the body to one of the mind, but the connection between the supposed flaws of women’s reproductive organs and their mental well-being remained.
History provides the philosophical framework of modern-day medical systems. Even if the terms are antiquated, some concepts persist as an undercurrent in how gynecologic health is perceived and managed today. Holding the fallacies and mistakes of the past up for scrutiny can illuminate the ways in which healthcare systems must change in the present.
THE WANDERING WOMB
One of the foundations of Western medicine is a body of work called the Hippocratic Corpus, a collection of theories and teachings by Greek physicians dating from the fifth century BCE. Many people have heard of the Hippocratic oath, the code of ethics recited by students upon entering medical school. But most people don’t know that Hippocrates theorized that many medical problems were caused by the uterus literally moving around the body—fleeing from unpleasant sensations such as feeling cold, or running toward desirable targets like sex and pregnancy. This concept, called the wandering womb, was thought to be caused by lack of sexual activity. Healers recommended treatments such as genital massage, intercourse, and pregnancy to appease the uterus and even held honey or other sweet foods near the genitals to trick the uterus into returning to its rightful place. The Greek philosopher Plato explained the wandering womb this way:
And in women again … whenever the matrix or womb as it is called—which is an indwelling creature desirous of child-bearing—remains without fruit long beyond the due season, it is vexed and takes it ill; and by straying all ways through the body and blocking up the passages of the breath and preventing respiration it casts the body into the uttermost distress, and causes, moreover, all kinds of maladies, until the desire and love of the two sexes unite them.
While no modern doctor believes that the uterus is literally zipping around the body, echoes of these ideas persist in today’s treatment of certain gynecologic problems. Patients with endometriosis are sometimes told to get pregnant to treat the condition, which is hardly a sustainable long-term plan, especially for patients who don’t want to be pregnant. The medical community and society in general too often presume that anyone with a working uterus must want to use it for pregnancy, even when people say that they don’t want to conceive or are done having children.
Many patients who seek tubal ligation or hysterectomy (surgery to remove the uterus), some who are well into their thirties or forties and who have children already, are told by doctors that they are too young to make such a decision and will someday regret it. Even in modern times, society still assumes women will always desire fertility—they just don’t realize it. It’s hard to imagine a non-gynecologic medical scenario where physicians would tell competent adult patients that they don’t actually know their goals and therefore can’t make decisions about their health. In this regard, the historical influences of the wandering womb remain.
FROM ANCIENT GREECE TO WITCH TRIALS
The term hysteria is derived from the ancient Greek word for uterus, hystera, and the condition was considered for centuries to be a physical malady caused by the uterus, an expansion of the concept of the wandering womb. Hysteria covered a wide range of symptoms, including fits, seizures, strange movements, hallucinations, anxiety, insanity, and pain.
Although disturbing behaviors and madness were thought to be signs of demonic possession or witchcraft in medieval and Renaissance Europe, some doctors were still attributing these symptoms to frustrated uteri. In 1602, an English physician, Edward Jorden, published a book titled A Briefe Discourse of a Disease Called the Suffocation of the Mother—mother being an old-fashioned term for the womb. In this book, Jorden explained that the physical symptoms attributed to witchcraft were actually from passio hysterica, or “womb suffocation.” Similar to the wandering womb, a suffocated uterus—one that was not fulfilling its natural needs for sex or pregnancy—could cause distressing signs in the rest of the body. Jorden argued that this was why virgins and widows were more susceptible to the fits that were interpreted as witchcraft. He gave testimony at trial on behalf of women accused of witchcraft, trying, unsuccessfully, to explain that they were not witches but simply the victims of a suffocated uterus. Jorden’s book is considered to be the earliest description of hysteria in the English language. In trying to present a scientific counterpoint to witchcraft and demonic possession, Jorden fell back on the equally misinformed idea that hysteria was to blame for these women’s symptoms.
Today, despite centuries of advances in other areas of medicine, many aspects of women’s health are still poorly researched and lack data to guide treatment. A surprising number of professional gynecologic recommendations over the years have been based on the opinions of leaders in the field rather than on objective facts or scientific studies. For this reason, the most cutting-edge medical theories and treatments of their time have later been deemed incorrect—in some cases, after causing suffering that exceeded the original problem being treated.
THE CLITORIS AND OVARIES IN THE NINETEENTH CENTURY
The heyday of hysteria was the 1800s, when doctors attempted to understand its origins and treatment through a formal medical lens. The uterus was no longer thought to be the source of the problem, and other female sexual organs were scrutinized as possible causes. At the same time, the field of gynecology began to develop as a specialty within Western medicine.
In the mid-1800s, gynecologists experimented with the surgical removal of the clitoris (known as a clitoridectomy) or the ovaries (an oophorectomy) to treat hysteria. Isaac Baker Brown was a well-known gynecologist in England and the president of the Medical Society of London. He recommended clitoridectomy as a treatment for insanity, epilepsy, and hysteria because he hypothesized these conditions were caused by masturbation. In the United States, Dr. Robert Battey, the president of the Georgia Medical Association, was one of the first physicians to surgically remove the ovaries; at the time, oophorectomies were known as Battey’s operations. Battey attributed various medical problems, including epilepsy and hysteria, to the ovaries and recommended removal of the ovaries for cases that didn’t respond to other treatments. Many thousands of oophorectomies were performed in the United States in the latter part of the nineteenth century because of these mistaken beliefs.
Fortunately, “therapeutic” clitoridectomies and the removal of normal ovaries fell out of favor relatively quickly due to their surgical risks, mortality rate, and lack of effectiveness, but not before scores of women suffered the unnecessary removal of their sexual organs.
Today, doctors no longer diagnose hysteria or perform clitoridectomies or oophorectomies to relieve it. Surgeries to remove the uterus and ovaries definitely have a role in modern medicine to treat certain conditions, such as fibroids and gender dysphoria, or to decrease cancer risks. The problem arises when people are told that they have no options except a hysterectomy or an oophorectomy, even when they want to preserve their fertility, or when they are not adequately counseled about potential risks or alternatives. I’ve had many patients who underwent a hysterectomy or an oophorectomy without knowing exactly why; they just say, “The doctor told me I needed it.”
HYSTERIA AND THE CENTRAL NERVOUS SYSTEM
In the late nineteenth century, neurologists took their turn at managing hysteria, treating it as a disorder of the nervous system. Dr. Silas Weir Mitchell is considered one of the founders of modern neurology. While caring for injured soldiers during the Civil War, he became an expert in nerve injuries and even coined the term phantom limb syndrome. He observed that nerve damage could cause hysterical symptoms and developed a famous rest cure for victims of neurologic trauma that involved a combination of social isolation, bed rest, limited physical and intellectual activity, a diet of rich foods, and electrotherapy to restore the nerves. After the war ended, he started a lucrative practice applying this rest cure to white middle- and upper-class women suffering from what was diagnosed as hysteria and nervous exhaustion. Some of the patients who underwent the rest cure were intellectuals, writers, and artists, among them Virginia Woolf, Edith Wharton, and Jane Addams. While resting and eating well sounds pleasant, the women subjected to this rest cure often faced extreme physical, social, and intellectual restrictions.
Charlotte Perkins Gilman was a patient of Mitchell’s, and she based her famous short story “The Yellow Wallpaper” on her experience of the rest cure. Intellectual and creative activities were thought to exhaust the nerves and sap energy from the body, so patients were isolated and kept idle. For Gilman, this caused even worse “mental agony” than the depression the cure was supposed to be treating. In “The Yellow Wallpaper,” a nameless protagonist is subjected to the rest cure by her physician husband; she’s kept in an infantilized state in a New England nursery and forbidden to work or write. She is driven to madness and imagines that a woman is trapped within the wallpaper. By the end of the story, she has become the woman in the wallpaper and frees herself by ripping the wallpaper off the walls.
While women are no longer literally trapped in rooms for modern gynecologic treatments, the pattern of paternalistic management of female patients lingers. Women continue to be treated as if they need to be protected from their own minds when it comes to reproductive decisions such as birth control, sterilization, and abortion. Similarly, treatments that can cause people to feel worse than their original problems do continue to be used. For example, hormonal birth control and antidepressants can be absolutely transformative for many patients, but for some, the mental and physical side effects are worse than the symptoms being treated. The problem isn’t that these options are offered but rather that some healthcare providers insist that patients continue to use them even when the treatments are causing significant distress and aren’t improving symptoms.
CHARCOT, FREUD, AND THE MIND
By the end of the nineteenth century, the perceived cause of hysteria had moved from the sexual organs to the nerves to, finally, the mind. Dr. Jean-Martin Charcot, a French physician, is considered one of the founders of modern neurology. He was the first to identify conditions such as multiple sclerosis, Charcot-Marie-Tooth disorder, and amyotrophic lateral sclerosis (ALS). He also gained fame for treating women diagnosed as hysterical with hypnosis; he held large public demonstrations wherein women would writhe, shriek, moan, and then alter their behavior under the influence of hypnosis. Photographs from these dramatic performances are still used as a visual representation of the concept of hysteria.
Dr. Sigmund Freud was a student of Charcot, and he also initially tried to cure hysteria with hypnosis. In the book Studies on Hysteria, he and his coauthor, Dr. Josef Breuer, theorized that hysteria was the physical manifestation of repressed memories. Freud developed these ideas further in his psychoanalytic theories, stating that repressed memories of childhood sexual trauma and sexual fantasies were the causes of hysteria and that getting the patient to identify the repressed memories and fantasies through talk therapy could cure physical symptoms. Charcot and Freud took the concept of hysteria from a disease of the body to one of the mind, leading to the modern perception that if a patient is suffering from disturbing symptoms but no physical cause for them can be identified, the problem must be psychological.
There is an entire category in the current edition of the Diagnostic and Statistical Manual of Mental Disorders (the DSM), a reference used by mental health professionals, called somatic symptom disorders. Patients with somatic symptom disorders suffer from bodily complaints without an identifiable medical cause that are then thought to be a result of psychosocial stresses or trauma. The vast majority of patients diagnosed with somatic symptom disorders are women, with a ten-to-one female-to-male ratio. Given that many women with medical conditions such as endometriosis and autoimmune diseases are initially told that their symptoms are all in their heads, it’s likely that many people diagnosed with somatic symptom disorders actually suffer from an undiagnosed physical malady. Since gynecologic conditions such as endometriosis, pelvic floor dysfunction, and premenstrual dysphoric disorder can cause a wide range of symptoms but don’t show up on imaging studies or lab tests, patients will often be told by doctor after doctor that there is nothing wrong with them and that the problem must be emotional or mental. Sadly, this is our twenty-first-century version of hysteria.
BLACK WOMEN AND BODILY AUTONOMY
In the United States, historical records and research about women’s health have traditionally focused on the health of white, cisgender, heterosexual women. The experiences of people of color and those in the LGBTQIA+ community have largely been left out of the textbooks and research studies.
In recent years, we’ve seen clear evidence of serious racial disparities in health outcomes for Black women, most notably when it comes to maternal mortality rates compared with white women. Researchers are investigating why such major differences exist. While the causes are complex, the American College of Obstetricians and Gynecologists (ACOG) and other professional organizations within the field of OB-GYN acknowledged the role that racism has played in a joint statement issued in 2020:
Recognizing that race is a social construct, not biologically based, is important to understanding that racism, not race, impacts healthcare, health, and health outcomes. Systemic and institutional racism are pervasive in our country and in our country’s health care institutions, including the fields of obstetrics and gynecology. Many examples of foundational advances in the specialty of obstetrics and gynecology are rooted in racism and oppression.
Racial biases can be traced back to the earliest days of gynecology. The physician considered the father of gynecology, James Marion Sims, founded the first hospital for women in the United States and invented the modern version of the speculum used for examining the vagina by bending a pewter spoon. He pioneered surgical techniques for the repair of vaginal fistulas, which are injuries between the vagina and the bladder or rectum caused by obstructed childbirth. He was president of the American Medical Association, and he became one of the most famous physicians in the country, with numerous statues and memorials erected to honor him. Until recently, the medical community and the general public didn’t know that he had developed several of his surgical techniques by operating on unanesthetized, enslaved Black women. Sims’s records suggest there were perhaps a dozen women in total, but we know the names of only three of the women: Anarcha, Betsey, and Lucy. Anarcha alone endured thirty experimental surgical procedures. Sims conducted his experiments in the 1840s, when anesthesia for surgery was not yet widely utilized, and per Sims’s own notes, the women suffered terribly during these operations. In that time, it was widely believed that Black people were less sensitive than white people to pain, both in terms of the hardships endured in slavery and the pain from accidents and surgical procedures. While Sims might not have declared this belief outright, it is notable that he did not perform fistula repair surgeries on white women until several years later, when he had perfected his techniques and used anesthesia.
Several recent studies have demonstrated that unconscious biases still exist in the treatment of Black patients, particularly Black women. Black patients are consistently undertreated for pain; they receive less pain medication than white patients do for objectively painful conditions such as broken bones and appendicitis. Black patients are less likely to be offered minimally invasive surgery for the treatment of fibroids and they experience higher rates of complications from surgery. A 2016 study showed that half of the medical students and residents polled believed that Black people had less sensitive nerve endings, thicker skin, and lower perception of pain than white people, which has no basis in scientific fact.
Black women also endure markedly elevated rates of maternal mortality. In the United States, they are three times more likely than white women to die in pregnancy or childbirth, even after accounting for factors such as income, education level, insurance coverage, and prenatal care. This statistic goes up in the UK to four times more likely. A large study conducted by the National Bureau of Economic Research that looked at birth records from California over a ten-year period showed that the maternal mortality rate for the richest Black women (top quintile in income) was similar to that of the poorest white women (lowest quintile). Therefore, the differences in outcomes are not simply because of resources, nutrition, or access to quality healthcare. There is likely a complex combination of factors at play, including potential implicit biases that may lead healthcare providers to take complaints of pain or symptoms that suggest preeclampsia or blood clots less seriously. Some researchers suggest that the chronic stress of discrimination and being in a constant fight-or-flight state, which causes high cortisol and epinephrine levels, results in adverse effects or weathering of the body, worsening blood pressure, increasing the risk of heart disease, and even changing the DNA itself. The weathering hypothesis can potentially explain why people of all races who are subject to chronic social stress experience poorer health, but this phenomenon has been studied most often in the context of health disparities facing Black communities. Research has shown that Black people experience more social stressors, such as discrimination, than white people, even after adjusting for socioeconomic status, and there is a clear relationship between life stressors and poor health.
Systemic racial biases can also affect health in unexpected ways, even through something as seemingly innocuous as hairstyle. In a study by Duke University School of Business in which participants were given different photos of potential job candidates with identical qualifications, Black women with natural hair were given lower scores for professionalism and were recommended less often for interviews than Black women with straightened hair or white women with straight or curly hair. These biases put pressure on Black women to alter their hair to fit Eurocentric standards of beauty by using relaxers and hair straighteners. Unfortunately, some chemical relaxers have been shown to increase the risk of both fibroids and uterine cancer. This is one mechanism through which racism can cause serious health disparities.
RESEARCH AND REPRESENTATION
The modern medical system prides itself on being evidence-based and using well-conducted research studies and clinical trials to guide treatment, but bias and gender inequality even seep into scientific research methods. The National Institutes of Health (NIH) is one of the largest sources of funding for medical research in the world, and yet some of the biggest multicenter clinical trials funded by the NIH in the twentieth century excluded women altogether, and it wasn’t until 1993 that President Clinton signed an act mandating that NIH-funded human research projects must include women and racial minorities. That was the same year that the U.S. Food and Drug Administration (FDA) finally eliminated a policy from 1977 that actively excluded women of childbearing potential from early-phase drug trials because the medications might cause birth defects. That meant that all reproductive-age women were barred from participation in these studies, even if they were not sexually active, were using contraception, or were in same-sex partnerships. Due to these decades of excluding women from research trials, data about everything from heart disease to medication efficacy do not include information about the effects on women or potential gender differences in results.
Further, there has been very little funding for research on gynecologic conditions and diseases that disproportionately affect women. In the late 1980s, less than 15 percent of the NIH budget was allocated for the study of diseases “unique to or more prevalent or serious in women,” including breast and gynecologic cancers, osteoporosis, autoimmune diseases, and other common conditions. Research studies on non-gynecologic diseases that affect the same number of people, or even far fewer, receive significantly more funding than common gynecologic conditions. In 2022, the NIH allocated $37 million for research on smallpox, a disease that was completely eradicated from the United States in 1949. Compare this with the $27 million budgeted for endometriosis, which affects at least 10 percent of women, or the $15 million for fibroids, which affect 70 percent of white women and 80 percent of Black women.
Lack of adequate funding and research means that doctors don’t know the basic causes of many gynecologic conditions, much less have options for early diagnosis or effective treatment. For many non-gynecological chronic medical conditions, such as hypertension, diabetes, and asthma, there are multiple different treatment options that target biological causes. However, since the causes of many gynecological conditions, such as endometriosis, fibroids, and polycystic ovarian syndrome, aren’t actually known, treatments are limited to managing symptoms or surgically removing organs after the disease has developed. This leads to frustratingly persistent symptoms and repeated procedures and surgeries without a guarantee of lasting relief. In many parts of the world, people who suffer from a litany of gynecologic conditions are offered only birth control or a hysterectomy, without much discussion of alternatives, often because there are no other accessible options. And despite the widespread use of hormonal birth control, there are very few studies comparing different brands and formulations in terms of side effects, tolerability, and effectiveness. The choice of which birth control to use is usually determined by patient preference and trial and error, whereas the type of medications used to treat non-gynecologic conditions such as hypertension and diabetes is based on studies and research.
MEDICAL SYSTEMS AND ACCESS TO CARE
Broken healthcare systems can make it difficult, and sometimes virtually impossible, for people to get adequate gynecologic care. In many OB-GYN practices, low insurance reimbursements, physician shortages, and provider burnout are the norm. Overwhelmed doctors see large numbers of patients in the office each day; some doctors across the United States and the United Kingdom routinely see forty or fifty patients per day. When providers have only ten to thirty minutes allotted per patient, complex health issues or pain concerns cannot be adequately addressed.
Outside of major metropolitan areas, there are shortages of specialists who provide gender-affirming care and treat endometriosis, infertility, pelvic floor dysfunction, and sexual dysfunction, which can lead to patients traveling for hours, paying out of pocket, or waiting many months (in some parts of the world, more than a year) for specialty care. Some people simply have no access to treatment at all. Insurance often does not cover certain services, such as infertility care, which can put these treatments completely out of reach for many patients.
There are also clear gender inequalities in how both private and government insurance plans reimburse women’s health services versus how they reimburse services used by men or performed by providers in male-dominated specialties. Gynecologic procedures are reimbursed at significantly lower rates than procedures in any other surgical field, including urology, which treats the male reproductive organs. Compensation for biopsies of the uterus or vulva is much lower than compensation for biopsies of the prostate or scrotum. Extremely difficult and lengthy surgeries that treat endometriosis and fibroids are considered by insurance companies to be worth significantly less than non-gynecologic surgeries that take the same amount of time, or even less, to perform.
Poor insurance payments combined with high malpractice costs, the stress of dealing with life-and-death scenarios, and legislative attacks on reproductive rights have led to an epidemic of physician burnout. In the United States, 40 to 75 percent of OB-GYN physicians report feeling burned out, and many are leaving the practice of medicine altogether. This exodus of OB-GYN specialists is exacerbating the lack of access to care, especially in rural areas, and patients are the ones who will suffer.
WHERE DO WE GO FROM HERE?
In order for physicians to provide high-quality gynecologic care for all patients, a revolution in our existing medical systems must occur. Research and funding for reproductive health needs to increase significantly. Underrepresented minority populations require access to equitable health resources. More extensive training and education for healthcare providers should be implemented. Insurance coverage for OB-GYN care must increase, and medical systems need to invest in more comprehensive reproductive and sexual health programs. Finally, basic health education for the public must be widely accessible so that people can better understand their own bodies.
Advocates for awareness of gynecological conditions such as fibroids, endometriosis, and PCOS work tirelessly to raise awareness and lobby lawmakers to increase federal support for research because they’re frustrated with the lack of resources and response from the medical community. However, it cannot be the sole responsibility of people affected by these medical problems to change the system. Healthcare providers, medical administrators, insurance companies, government leaders, and educators all have a part to play. Women and people dealing with gynecologic issues have suffered for thousands of years too long, and it’s time to break the cycle. It’s not hysteria, and it never was.
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Anatomy and Sex Ed
My husband is an ethicist, and he used to teach a college sexual ethics class. Every semester, he would begin by giving his students a quiz about male and female reproductive anatomy and sexual education basics. The idea was that if you don’t actually understand how reproduction works, you can’t discuss the ethics of it. Every semester, the results were startling, to say the least. Most students couldn’t identify the parts of the female and male anatomy in diagrams. When students were asked to draw basic reproductive organs on their own, ovaries were drawn connected to the vagina and the tubes and uterus were left out altogether. Very few people produced an accurate picture.
Again, these were college students. Statistically, more than 90 percent of college students are sexually active, according to the U.S. Health Resources and Services Administration. They were legal adults who had gone through secondary school and had never learned the basics of their own bodies from sex ed teachers, parents, or any other source.
To be clear, I don’t fault the students. We all start out not knowing these simple health facts. The system and society are at fault. Sex and reproduction are considered so taboo that people who are old enough to vote, get married, and become parents themselves may not have basic knowledge of their own body parts.
When I see surgical patients in the office, I always draw the pelvic anatomy for them. Always. I don’t care if I’m talking to another doctor, a nurse, an astrophysicist, or a high-school student. I start from scratch because everyone deserves the same foundation of knowledge. Similarly, when I teach medical students who are on rotation with me, I always say they need to know what normal is before they can understand what it means for something to be abnormal.
Before exploring problems such as endometriosis and PCOS, it’s essential to discuss the basics of pelvic anatomy, the menstrual cycle, and conception in order to understand how the female reproductive system typically works. I will also discuss the parts of the gastrointestinal and urinary systems that are located in the pelvis, because they are close to the reproductive organs, and it is common to have bowel or bladder symptoms with gynecologic conditions.


GYNECOLOGIC INTERNAL ORGANS
Reproductive anatomy includes internal organs and external genitalia. Female internal reproductive organs consist of the ovaries, fallopian tubes, uterus, and vagina.
OVARIES
There are two ovaries, and their functions are to release eggs and produce hormones. Each ovary is a few centimeters long, and they are each attached to the uterus and to the ovarian blood vessels that anchor them to the wall of the pelvis.
Eggs / Follicles
People assigned female at birth are born with all the eggs, called oocytes or ova, in their ovaries that they will ever have. Unlike testicles, which can continue producing sperm for a person’s lifetime, the ovaries do not make new oocytes. During a menstrual cycle, an egg—usually just one—is released, a process called ovulation. Eggs in the ovaries that are not released will eventually break down and be reabsorbed by the body, and the quality of the remaining eggs degrades over time. As someone ages, fertility decreases and the risk of miscarriage and certain genetic conditions, such as Down syndrome, in a fetus increases. The ovaries start out with approximately one to two million eggs, but that number drops quickly, and on average, a woman will release only a few hundred eggs in her lifetime.
Hormone Production
The ovaries produce what are typically thought of as the female hormones: estrogen and progesterone. Follicles are structures in the ovary that consist of an oocyte surrounded by fluid and a ring of cells that produce the hormones. Some of these cells secrete estrogen, and after the egg is released during ovulation, those same cells transform into the corpus luteum, a cystlike structure that releases progesterone. Progesterone helps control the growth of the endometrium, which is the tissue that lines the cavity of the uterus and comes out as period blood. As the corpus luteum breaks down, progesterone levels drop, which triggers a period to start. The rise and fall of progesterone is what drives period regularity. If a period is happening like clockwork once a month, then you can thank the corpus luteum, because it’s hard at work in a very uniform and predictable way. If someone gets pregnant, the corpus luteum and the progesterone that it releases support the pregnancy while it is implanting in the uterus.
The follicular cells also secrete androgens, like testosterone, which are commonly thought of as male hormones. Many people think that androgens are made only by testes and don’t realize that ovaries actually produce androgens too. Both estrogen and testosterone may play a role in libido and sexual desire. Certain birth control pills and menopause can decrease the amount of estrogen and testosterone released by the ovaries, which may cause a drop in libido.


FALLOPIAN TUBES AND CONCEPTION
Fallopian tubes function as corridors from the ovaries to the uterus. They aren’t directly attached to the ovaries; the feathery end of each tube, called the fimbria, rests on or near the ovary. During ovulation, the egg is pulled into the fimbriated end of the tube. Many people are surprised to learn that the fertilization of an egg by sperm happens in the tube, not the uterus. They’re also shocked to hear that after ovulation, the fertile window during which an egg can be fertilized is only twelve to twenty-four hours because the egg is viable for only that short time.
If a sperm cell successfully fertilizes an egg, the developing embryo travels down the rest of the tube and implants in the uterus about five to six days after fertilization. An embryo exists for almost a week before it implants in the uterus or produces any detectable pregnancy hormones. Interestingly, an egg released from one ovary can actually be picked up by the tube on the opposite side. This is important for people who have a tube removed because of damage from, say, an ectopic pregnancy. The remaining tube can pick up eggs from both ovaries because the ovaries are actually quite close together and the fimbriated end of one tube can pull in eggs from the opposite ovary.
UTERUS
The uterus is a muscular organ that holds a developing pregnancy. During reproductive years, the average uterus is about the size of a human fist, but it can expand to hold a full-term fetus or fill an entire abdomen if it develops large fibroids. Relative to its size, the uterus can cause an absurd amount of suffering in terms of period problems, pain, abnormal bleeding, and fertility issues.
The shape of the uterus is similar to that of a pear, and the uterine anatomy can be thought of as parts of a pear. The skin of the pear would be the serosa, or outer surface of the uterus. The flesh of the pear would be the muscular walls of the uterus, called the myometrium. Most fibroids originate from the myometrium, since they are tumors made of myometrial cells. The pear’s core is the cavity of the uterus. This is the space where a pregnancy implants and grows. The tissue that lines the cavity is the endometrium, and this loose, glandular tissue grows anew every month to prepare for pregnancy. When pregnancy does occur, the embryo will implant in the endometrium, and the placenta will develop and attach to the endometrial tissue in order to support the growing fetus. If pregnancy doesn’t occur that month, the endometrium will shed and come out as menstrual blood. Normally, the endometrium and myometrium exist as separate layers. Adenomyosis is a condition where endometrial tissue, or cells that are very similar to endometrial tissue, grows into the myometrium, and there may no longer be a separation between the layers.
Finally, the tapered end of the pear would represent the cervix, which is the opening of the uterus that leads into the vagina. The cervix dilates, or opens, to allow a fetus to come down into the vagina during childbirth. Pap smears—Pap is short for Papanicolaou, the name of the scientist who developed them—are tests to screen for cervical precancer or cancer. They’re performed during pelvic exams with a small brush that picks up cells from the cervix.
The uterus is connected to the ovaries by short blood vessels. It is also loosely attached to the bladder with a layer of connective tissue. Many people are surprised to hear that the uterus and bladder are connected to each other and not floating separately. When doctors perform surgeries on the uterus, such as C-sections or hysterectomies, the connective tissue holding the bladder and uterus together is cut so that the bladder can be safely pushed away before work on the uterus begins. More of this connective tissue, called the broad ligament, sandwiches the uterus front and back and attaches it to the pelvic walls. Two additional types of ligaments, the round ligaments and the uterosacral ligaments, connect the uterus to the abdominal wall and to the back, respectively, and help prevent the uterus from dropping down into the vagina. The uterosacrals are a common spot for endometriosis to grow, and since they extend to the sacrum at the base of the spine, endometriosis of the uterosacral ligaments can cause lower back pain.
VAGINA
The vagina is a canal that leads from the cervix to the outside of the body. It serves a role in sexual intercourse, release of menstrual blood, and childbirth and is made up of a mucus membrane inner layer and a muscular outer layer. The inner walls of the vagina during reproductive years are pleated in folds called rugae that allow the vagina to stretch and expand during intercourse or childbirth. The vaginal walls have receptors that respond to estrogen, which helps the vagina maintain lubrication, collagen development, and elasticity.
The vagina contains a fascinating ecosystem called a microbiome, which consists of normal bacteria that live in the vagina to help keep it healthy. Lactobacillus species are the most common vaginal flora; they produce lactic acid and hydrogen peroxide, which give the vagina its normal acidic pH. This acidic environment helps prevent the growth of disease-causing bacteria and yeast. Gynecologists advise that douching is unnecessary and actually harmful, as it wipes out the good bacteria that is essential for normal vaginal health.
The Grafenberg spot, commonly called the G-spot, is a somewhat controversial concept. It’s a sensitive erogenous area that may feel like a rough patch on the lower front wall of the vagina. There is no consensus in the medical literature regarding whether or not the G-spot exists as a physical structure or, if it does exist, what type of tissue it consists of. But in a review of studies, the majority of women polled reported having a G-spot that could be felt on self-exam. Some people state that stimulation of the G-spot can cause intense pleasurable sensations or orgasm, and there are women who are able to achieve orgasm only with G-spot stimulation. Other women find the sensation unpleasant or feel they don’t have a G-spot.
LOWER URINARY TRACT
The urinary tract is the organ system through which urine is created and passed out of the body. The lower urinary tract consists of the parts of the system that are located in the pelvis: the bladder, ureters, and urethra.
BLADDER
The bladder is the organ that holds urine. The muscle that makes up the wall of the bladder is called the detrusor muscle, and this muscle contracts to empty the bladder. Sometimes the muscle can spasm or contract too much, and that can cause overactive bladder (OAB) symptoms of urinary urgency, frequency, leaking, or incontinence.
The inner lining of the bladder is called the mucosa. This lining can become inflamed or irritated and cause interstitial cystitis (IC), which in turn can cause chronic bladder discomfort as well as pelvic pain. Usually, when someone gets a urinary tract infection (UTI), it’s an infection of the bladder, the urethra, or both.
URETHRA
The urethra is the tube through which urine exits the bladder and then the body. The opening of the urethra is located in front of the opening of the vagina. When people say that “women have three openings down there,” they’re referring to the urethra, the vagina, and the anus. Urethral sphincters, or muscles that wrap around the urethra, help prevent urine from leaking. Kegel exercises, which cut off the stream of urine, tense the urethral sphincter and the vaginal muscles of the pelvic floor.
URETERS
The ureters are the tubes through which urine travels between the kidneys and the bladder. They pass along the walls of the pelvis and enter the back wall of the bladder, which is close to the cervix and uterus.
These structures are important in gynecologic surgery for several reasons. It’s common for endometriosis to grow on the pelvic walls where the ureters are located. Severe endometriosis can scar or block off the ureters, causing a backup of urine that can put so much pressure on that kidney that it leads to kidney failure. The ureters can be injured in gynecologic surgeries for endometriosis or hysterectomies, so gynecologists will frequently check their location while operating by looking for the movement of urine within them. The ureters are located just under the surface of the pelvic walls, and the flow of urine can actually be seen visually during surgery as a ripple passing along the ureter.
LOWER GASTROINTESTINAL TRACT
Food travels through the gastrointestinal tract, which includes the stomach, small intestine, large intestine (or colon), rectum, and anus. The colon, rectum, and anus, also known as the lower GI tract, pass through the pelvis and sit right next to the female internal organs. This proximity is the reason that gynecologic conditions such as endometriosis and fibroids can cause bothersome bowel symptoms.
SIGMOID COLON
The sigmoid colon is the end portion of the colon. Also known as the descending colon, it is located on the left side of the pelvis; when it passes behind the uterus, it becomes the rectum. When people are severely constipated or have other colon issues such as diverticulitis they may experience severe left pelvic pain, which can be mistaken for gynecologic problems. It’s not uncommon for someone to think she feels pain in her left ovary when the cause is actually a gastrointestinal issue, such as a large amount of hard stool in the sigmoid colon.
RECTUM
The rectum is the very end of the colon, the part that holds stool before it leaves the body through the anus. It is located behind the uterus and vagina. The connective tissue between the uterus and the rectum is called the posterior cul-de-sac. The uterus and rectum rest right on top of each other. Gynecologic conditions such as endometriosis, adenomyosis, and fibroids that grow in the cul-de-sac or the uterus can inflame or compress the rectum, causing bothersome bowel symptoms. Endometriosis and adenomyosis can cause diarrhea, constipation, pain with bowel movements, or blood in the stool, and large fibroids can push against the rectum, causing severe constipation. In its most severe form, endometriosis can actually grow into the colon or rectum and cause the uterus and rectum to fuse together.
ANUS
The anus is the opening through which stool leaves the rectum and exits the body. There are also anal sphincters, muscles that wrap around the anus just like urethral sphincters do around the urethra. Hemorrhoids are swollen veins located in the lower rectum (called internal hemorrhoids) or underneath the skin of the anus (external hemorrhoids). These can be caused by chronic straining from constipation or from increased pressure on the veins in pregnancy.
EXTERNAL GENITALIA
The female external genitalia, collectively known as the vulva, is composed of the labia minora, labia majora, mons pubis, and the clitoral complex. The vulva and vagina are often confused with each other, but the vulva is external and the vagina is internal.
LABIA MINORA
The labia minora are the lips of tissue just outside the opening of the vagina. The labia can be different lengths and colors. Some people are self-conscious about the appearance of their labia, perhaps because a partner has suggested that they are too dark, too pink, too light, or a strange shape. In reality, there is a huge variation in labia, and unless someone has pain, discomfort with sex or exercise, or lesions, the labia are almost certainly normal. If the labia are not changing in appearance or causing symptoms, then they’re exactly as they should be, regardless of partners’ comments or societal pressures.
LABIA MAJORA
The fleshy areas of the vulva located on the sides of the labia minora are the labia majora. The labia majora are essentially the folds of skin and tissue between the labia minora and the creases of the groin and inner thigh. They contain sweat and lubricating glands and become engorged with blood during sexual arousal.
MONS PUBIS
The mons pubis is the mound of fatty tissue just above the clitoris and clitoral hood. Most pubic hair arises from the mons.


CLITORIS
Most people think of the small buttonlike object as the clitoris, but this is actually only the glans, or tip, of it. The clitoris is a much larger structure that consists of several parts. The glans contains thousands of nerve endings and is extremely sensitive to the touch. It is covered by a fold of vulvar skin called the clitoral hood. The glans extends underneath the surface to become the body of the clitoris, which splits into two arms, or crura. The body and crura are made up of erectile tissue which is similar to the shaft of a penis. The crura extend for quite a distance underneath the skin, up to four inches along the sides of the vagina and urethra. The vestibular bulbs of the clitoris are paired erectile structures that extend down toward the vaginal wall and can swell to double their usual size during arousal. The vast majority of the clitoris is not visible from the outside, and the whole system is much more extensive than many people realize.
THE MENSTRUAL CYCLE
The menstrual cycle is a complex interaction between the brain, ovaries, and uterus that prepares the body for possible pregnancy every month. From someone’s first period in puberty until the last period in menopause, the reproductive system prepares the body for conception, and if pregnancy doesn’t occur that month, the process starts all over again.
During the menstrual cycle, an egg from the pool of follicles matures and is released in a process called ovulation. The endometrial tissue in the uterine cavity thickens in preparation for the implantation of an embryo. If the egg is not fertilized, the endometrium sloughs off and comes out of the body mixed with blood, and this is called a period, menses, or menstruation.
This cycle is controlled by a pattern of hormone signals that travel between the brain, the ovaries, and the uterus. Each signal must be carefully calibrated in order to trigger the next step in the process. Gonadotropin-releasing hormone (GnRH) is released in pulses by the hypothalamus in the brain. These GnRH pulses are received by the pituitary, which is another part of the brain that controls many of the hormone functions of the rest of the body. The pituitary then releases follicle-stimulating hormone (FSH), which stimulates development of follicles in the ovary, and a dominant follicle begins to grow. The follicles produce estrogen, which thickens the endometrial tissue lining the cavity of the uterus. Luteinizing hormone (LH) from the pituitary also increases, causing the follicle to become mature, and a surge of LH in the middle of the cycle leads to ovulation twenty-four to forty-eight hours later.
Many people may not realize that ovulation predictor kits, which are urine test strips used to help time intercourse for trying to conceive, actually detect the LH surge and not ovulation itself. Therefore, a positive ovulation test happens before ovulation occurs. Also, an LH surge sometimes happens without ovulation taking place afterward, so a positive ovulation test doesn’t guarantee that ovulation will happen. This said, ovulation predictor kits are useful for people trying to get pregnant because the LH surge is the best time in the cycle to have intercourse for conception. Sperm require a day or two to travel through the body and reach the egg and need to be present in the body before the egg is released. If intercourse happens on the day of ovulation itself, the egg will actually start to degrade by the time the sperm reach it, and the fertile window will likely be missed.
After ovulation, the follicular cells of the ovary develop into the corpus luteum, which secretes progesterone. If pregnancy doesn’t occur that month, the corpus luteum will break down, and progesterone levels fall. This drop in progesterone is actually the trigger that causes menstrual bleeding to start. Once the old endometrial tissue has been completely shed, the whole process resets and starts again.
Progesterone also helps to control the growth of endometrial tissue and keeps it from growing excessively. Without progesterone, the endometrium can thicken too much and form polyps (benign fleshy masses that can bleed heavily) or even develop into precancer or cancer. Progesterone plays a crucial role in many conditions such as PCOS, miscarriage, and uterine cancer, as well in medications such as birth control and hormone replacement therapy after menopause.
THE PERIOD: WHAT IS NORMAL?
When someone is wondering if their periods are normal, cycle length, cycle duration, and volume of blood flow are the factors that should be considered.
Cycle length is the number of days from the first day of full-flow bleeding (not just spotting) to the first day of full-flow bleeding in the next cycle. If your doctor asks, “How long are your cycles?” they’re asking about cycle length, not the number of days that you bleed, which would be called the duration of flow. The average cycle is twenty-eight days but normal cycles can range from twenty-one to forty-five days. Some variation in cycle length from month to month is normal, and few people have perfect twenty-eight-day cycles every single month unless they’re on birth control.
Cycle duration is the number of days of active bleeding, not including light spotting. The normal range for cycle duration is two to seven days.
Flow is the volume of blood loss. The average person isn’t aware of the amount they’re bleeding in ounces or milliliters, so gynecologists get a sense of the amount of blood flow by asking how many pads or tampons they use each day or how often they change a soaked pad or tampon. Changing a soaked pad or tampon every hour, having to double up on pads and tampons to prevent leaking, or filling a menstrual cup multiple times a day is considered a high quantity of flow. A menstrual cup can hold much more liquid than a tampon or pad, so it doesn’t need to be changed as frequently.
CONCEPTION: GETTING PREGNANT
All too often, information about conception and pregnancy is not taught at school or at home. These facts are essential if you want to become pregnant or if you want to prevent pregnancy. Understanding how fertilization and early pregnancy normally proceed is also necessary in order to discuss topics such as infertility, miscarriage, ectopic pregnancies, and contraception.
Ovulation usually occurs around the midpoint of the cycle, on average about fourteen days before the next period for a typical twenty-eight-day cycle. The mature egg is released from the ovary, drawn into the fallopian tube, and moves toward the uterus. Following intercourse, sperm travel through the vagina, cervical mucus, and uterus, then meet the egg in the fallopian tube, where fertilization occurs. Sperm can live up to five days in the vagina and uterus, so someone can get pregnant if they had sex almost a week before ovulation. Sperm can also be present in pre-ejaculate fluid that leaves the tip of the penis before ejaculation takes place, so pregnancy can occur even if a partner uses the pullout method and doesn’t ejaculate inside the vagina.
The process of fertilization starts when the head of a single sperm binds to the egg. The sperm and egg each contain twenty-three chromosomes, which are the small structures inside of cells that contain genetic material. When a sperm and egg combine, the resulting embryo has a complete set of forty-six chromosomes. This includes two sex chromosomes—one from each parent. The fertilized egg begins to divide, forming new cells as it travels through the tube toward the uterus.
It takes five or six days for the fertilized egg to reach the uterus and implant. At this point, it has developed into a ball of cells called a blastocyst, which embeds into the endometrium. Part of the blastocyst forms the embryo, which will develop into a baby; part forms the placenta, a disklike organ through which oxygen and nutrients are transferred between the uterus and the embryo; and part forms the amniotic sac, a fluid-filled membrane that surrounds the embryo. If the pregnancy implants anywhere other than the endometrium, it is called an ectopic pregnancy. Ectopics occur most often in the fallopian tube, but they can also occur in the muscle of the uterus, the cervix, C-section scars, the ovary, the intestines, and other organs of the abdomen.
Pregnancy involves a complex sequence of events that need to occur flawlessly. Sadly, this is the reason miscarriages, ectopic pregnancies, and infertility are so common. But knowing the facts about menstrual cycles and pregnancy is important to understand if something is going wrong and provides a foundation for discussing these issues with your healthcare provider.
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Self-Assessment and Communicating with Your Healthcare Provider
When you’re struggling with gynecologic problems, it can feel overwhelming to put the experience into words. People know that something is wrong but may have difficulty pinpointing specific issues and communicating them to their doctors. The first challenge is figuring out whether something you’re feeling is actually abnormal. If you have had certain experiences with your periods for as long as you can remember, you may not know if those symptoms are typical period effects or signs of a possible medical condition. Countless patients suffer from severely painful periods, heavy bleeding, or bowel issues for years, even decades, because they think these symptoms are normal—often because they were told this by society or healthcare providers.
Symptoms may be common, but they don’t need to be tolerated if they are affecting your quality of life. The most important question to ask yourself as you reflect on your health is whether your experience is causing suffering or distress. Does it prevent you from being able to work or go to school, participate in activities like sex and exercise, or otherwise affect your emotional or physical well-being?
Labs, imaging studies, and surgeries may confirm diagnoses, but your story provides your doctor with the road map to understanding your health. Before meeting with your healthcare provider, try to identify and organize your concerns so you can communicate them effectively. Keep a log of the symptoms you feel, as well as the characteristics of your periods. You can use a period tracker or calendar apps, the Notes feature on your phone, or a physical journal.
Periods are an indicator of not only gynecologic health but also overall health and well-being. Identifying patterns in the menstrual cycle and issues such as heavy bleeding or symptoms connected to periods can provide essential information for you and your healthcare providers.
If you’re experiencing pain, the location, quality, and triggers for the pain often help determine the cause. Keep a diary of pain symptoms; if you have pain, note how severe the pain is on a scale of one to ten (one being minimal pain and ten being the most severe possible), what you ate and drank that day, what activities you engaged in, any associated symptoms, and where you were in your menstrual cycle.
You can answer the questions in this chapter to prepare for appointments and as a jumping-off point for your own understanding. This is not a comprehensive list; I’ve included symptoms that gynecologists encounter most often, but if you’re experiencing anything not mentioned here, please jot it down and discuss with your doctor. Categories that don’t appear at first glance to be related to gynecologic health, such as bowel symptoms and mental health issues, are also included here because gynecologic conditions often affect other body systems and can cause symptoms that extend far beyond the uterus.
In many medical practices, appointments may be short, sometimes only fifteen to twenty minutes. Part of the reason that many health conditions go undiagnosed for so long is that doctors may not have enough time to fully explore complex problems. It may be helpful to ask how long you will have with the doctor when you book an appointment. It is important to know that annual wellness visits provided at no cost with insurance plans are usually very brief. They focus on preventive care, such as Pap smears and breast cancer screening, and they’re not intended to cover more than the most basic problems. When scheduling, make sure the office knows that you are looking for a problem visit or a surgical consult, which offer longer appointments.
Even if your appointment will be short, organizing your thoughts so you can describe your symptoms quickly will help you and your provider make the most of the time that you have. Patients who have complicated histories or many issues to discuss may need to make additional appointments to complete the evaluation and counseling. If this is the case for you, then tell your doctor your most pressing concerns and your primary focus at the first appointment.
MENSTRUAL HISTORY
 
	How old were you when your periods started?
	When was your last menstrual period (LMP)? (This is the first day of full flow during your most recent period.)
	What is your cycle length? (This is the number of days between the first day of a period to the first day of the next period.)	Is your cycle length regular from month to month or does it vary?
	Do you skip periods? If so, how long is the longest that you’ve gone between periods?


	What is the duration of your period? (This is the number of days that you bleed.)
	How heavy is the flow? (This is estimated by the number of saturated pads, tampons, or menstrual cups changed per day on the heaviest days.)	What type of menstrual product do you use? Is it a regular absorbency, super-, ultra-, or overnight-size?
	Are you passing blood clots? How big are they? Are they the size of a quarter, a plum, or larger?
	Is the period blood leaking through a pad or tampon? Is this affecting your ability to go to work or exercise?
	Do you feel weak or lightheaded during your periods? Have you been diagnosed with anemia or iron deficiency?


	Do you experience bleeding between periods?
	Do you have other issues with your health during your period or in the week leading up to your period? These issues could include pain, changes in mood or mental health, or bowel or bladder symptoms.

PAIN
 
	When did your pain start? Was there an inciting incident that caused the pain? Did you experience pain from the time your periods began or did it seem to develop after an injury, surgery, pregnancy, or childbirth?
	How often does the pain occur? How long does it last?
	What triggers the pain or makes it worse? This is important to know, because if running, lifting, or prolonged standing worsens pain but the pain does not change at all with periods, there may be a muscular cause rather than a gynecologic one.
	What does the pain feel like? Is it sharp, stabbing, shooting, pulling, burning, dull, or aching?
	Does the pain affect your quality of life or your ability to go to work or school, exercise, or have sex?
	What treatments have you tried to relieve the pain, and did they work? (This can include over-the-counter pain medication, heating pads, rest, stretching, and dietary changes.)

GASTROINTESTINAL (GI) SYMPTOMS
 
	Are you experiencing diarrhea, constipation, pain with bowel movements, bloating, nausea, vomiting, blood in your stool, or changes in appetite or weight?
	Do you notice worsened GI symptoms with certain dietary triggers or with your period?

GENITOURINARY (GU) SYMPTOMS
 
	Are you having urinary urgency or frequency, pain with urination, trouble completely emptying your bladder, or leaking of urine?
	Do you notice worsened urinary symptoms with certain dietary triggers or with your periods?
	If you leak urine, does the leaking occur when the bladder is stressed (such as with coughing, exercise, straining), or when you feel the urge to urinate? Do you leak constantly?

VULVOVAGINAL SYMPTOMS
 
	Do you have skin irritation or any bumps, sores, or changes in the appearance of the vulva? (You may need to use a hand mirror to inspect the vulva.)
	Do you have any pain with sex or touching the vulva? What part of the vulva or vagina seems to hurt?
	Does your vagina feel dry or do the vaginal walls feel irritated?
	Do you have vaginal discharge? If so, what does the discharge look like and is there an odor, itching, or burning?
	Are you waxing or shaving? Do you use feminine washes, douches, panty liners, or soap or lotion with fragrance or dyes?

MOOD SYMPTOMS
 
	Do you feel symptoms such as depression, anxiety, mood swings, irritability, or anger? If so, how often, and do they affect your quality of life or relationships?
	Do these symptoms get worse in the week before or during your period?
	Have you ever felt severe mood symptoms such as hopelessness or thoughts of suicide or self-harm?

SEXUAL HEALTH
 
	Do you have any sexual health concerns, such as pain with sex, low libido, difficulty becoming aroused, insufficient vaginal lubrication, or inability to achieve orgasm? If so, are these bothersome to you or affecting your relationships?
	If you are having pain with sex, when does the pain occur? Do you experience pain with becoming aroused, touching the genitals, initial penetration, deep penetration, or orgasm? Do you have pain after sex?
	Do you have problems during partnered sexual activity, masturbation, or both?
	Do you need birth control to prevent pregnancy? Have you tried any birth control methods before, and if you have, what was your experience with them?

FERTILITY
 
	Do you want to become pregnant? If yes, when?
	If you never want to become pregnant, what type of birth control or sterilization methods would you consider?
	If you are currently trying to conceive, how long have you been trying? Have you tried ovulation predictor kits or fertility awareness methods to help time intercourse, and have you undergone fertility treatments?
	Have you been pregnant before? If so, what were the outcomes? Did you have a miscarriage or an abortion? Did you give birth?

REFLECTION
 
	What are your greatest concerns and priorities? If you have several issues, which one or two topics would you like to focus on first?
	What do you need from your healthcare provider? (These needs could include a diagnosis, options for treatment, education and information about a medical condition, or reassurance that your experience is normal.)
	What are your personal goals for your health?

As you read the following chapters on various gynecologic conditions, you may realize that you have classic symptoms of endometriosis, PCOS, PMDD, or another condition. While it’s not possible to diagnose your medical issue from a description in a book, recognizing yourself in these pages may provide an important starting point.





PART II
What’s the Situation?
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Fibroids
Fibroids are extremely common tumors of the uterine muscle that the majority of people with a uterus will eventually develop in their lifetimes. Luckily, they are benign, meaning they are noncancerous. Up to 80 percent of Black women and 70 percent of white women have fibroids by age fifty. Though not everyone with fibroids will have symptoms, up to half will experience distressing problems such as severe pain, heavy or persistent bleeding, bloating, pelvic pressure, infertility, or miscarriage.
FIBROID BASICS
Also known as leiomyomas or myomas, fibroids form when cells in the muscular wall of the uterus start to multiply rapidly. Interestingly, all the cells in a fibroid are genetically identical clones of each other. Fibroids are stimulated by estrogen and progesterone from the ovaries, usually begin growing when people are in their twenties and thirties, and can continue growing until menopause. After menopause, they often shrink in size, but they may not completely disappear.
SYMPTOMS
Fibroid symptoms generally depend on the size, number, and location of the tumors in the uterus. People with larger or more numerous fibroids tend to have more severe symptoms, but this is not always the case. Someone can have very large tumors and not experience any problems, and another person can have tiny fibroids that cause severe bleeding and pain.
Fibroid symptoms are divided into three categories: bulk, bleeding, and pain.
Bulk Symptoms
When fibroids grow, they can press on the bladder, rectum, and bowel, causing symptoms similar to those felt during pregnancy. These are called bulk symptoms and can include a sensation of bloating or abdominal fullness, urinary frequency or incontinence, and constipation. Sometimes, fibroids become so large that women look like they are pregnant.
Large tumors can block the ureters, the tubes that carry urine from the kidneys to the bladder; if a ureter is completely obstructed, it can cause kidney failure. Fibroids can also compress the pelvic veins, leading to the formation of a dangerous type of blood clot called a deep venous thrombosis (DVT). These situations are rare, but if they occur, they may require urgent surgical management to remove fibroids and treat the condition.
Bleeding
Fibroids can cause very heavy or prolonged periods, persistent bleeding, or bleeding between periods. The amount of bleeding can be truly frightening; it is not uncommon for people with fibroids to pass large clots or soak a pad or tampon in mere minutes. They can end up in the emergency room with hemorrhaging and require blood transfusions because of extremely low levels of iron and red blood cells.
Pain
Fibroids can cause severe pain with periods, but they can cause pain at other points of the menstrual cycle as well. If the fibroids are large or pushing down into the vagina, sex can be painful. Fibroids sometimes outgrow their own blood supply, causing some of the fibroid cells to die. This is called degeneration, and it can be extremely painful. Degeneration may occur when someone is pregnant, because estrogen and progesterone levels increase in pregnancy, which can lead to rapid fibroid growth.


FIBROID ANATOMY
The location of a fibroid in the uterus generally determines what symptoms it causes. For example, if fibroids push into the uterine cavity, they can cause severe bleeding or miscarriage, whereas fibroids that project off the outer surface of the uterus can cause bulk symptoms or pain but they don’t typically cause heavy bleeding or fertility issues. In this next section, I’ll discuss fibroid anatomy and explain more about how location affects what patients feel and what treatment options they have.
Gynecologists categorize fibroids by the part of the uterus they are located in: the cavity, the muscle, or the outer surface.
Submucosal or Intracavitary
Fibroids that push into the cavity of the uterus are called submucosal fibroids. If the entire fibroid is inside the cavity, it’s called an intracavitary fibroid. Sometimes a fibroid grows on a little stalk like a mushroom, and this is called a pedunculated intracavitary fibroid. Submucosal and intracavitary fibroids can cause heavy bleeding even if they’re extremely small because they affect the endometrial tissue that is shed with menstruation. Fibroids that block or distort the cavity can cause infertility by preventing embryos from implanting; they can also increase the risk of miscarriage if there isn’t enough room for pregnancies to grow.
Intramural
Fibroids growing in the muscular wall of the uterus are said to be intramural, or “within the wall.” Intramural fibroids can cause bulk, bleeding, and pain symptoms, and if they grow large enough to compress or distort the uterine cavity or fallopian tubes, they can increase the risk of infertility and miscarriage. Very small intramural fibroids are hard to locate surgically because they’re fully hidden within the wall and not visible from either the outer surface of the uterus or the inside of the endometrial cavity.
Subserosal
Subserosal fibroids are located directly underneath the outer surface of the uterus. Similar to intramural fibroids, subserosal fibroids can cause pain or bulk symptoms by pushing on adjacent organs. These tumors don’t typically cause bleeding or fertility problems because they aren’t in contact with the endometrium unless they are very large and extend through the entire wall of the uterus. Some subserosal fibroids can also be pedunculated, growing off the surface of the uterus on a stalk, and these are called pedunculated subserosal fibroids.
LEIOMYOSARCOMA
Fibroids are benign, but there are some very rare cancerous uterine tumors called leiomyosarcomas that look very similar to fibroids on imaging studies and during surgery. Fibroids cannot be reliably biopsied before surgery, and there is no way to clearly distinguish benign fibroids from leiomyosarcomas on ultrasound, though MRIs will sometimes detect features that are more concerning for cancer. Leiomyosarcomas are therefore usually found unexpectedly when someone undergoes surgery for fibroids, and cancer is seen in the pathology specimen.
Fortunately, these are extremely rare cancers. They are found in less than 0.1 percent of patients receiving treatment for fibroids, though they become slightly more common with age, and among patients in their sixties and seventies, the rate may be as high as 6 to 7 percent. Therefore, postmenopausal women with growing fibroids or patients with any abnormal features on imaging may be referred to a gynecologic oncologist. Fortunately, the vast majority of people just have benign fibroids, especially if they are younger.
DIAGNOSIS
Unless they’re fairly large, fibroids are not usually found on routine pelvic exams. When patients have symptoms of fibroids, such as pelvic pain or heavy period bleeding, their gynecologists should order imaging studies that can diagnose and evaluate fibroids. Pelvic ultrasounds and MRIs are two types of imaging studies that can be used.
PELVIC ULTRASOUND
Ultrasounds use sound waves projected through handheld probes to create an image of the internal organs. Pelvic ultrasounds are usually the first imaging study done for gynecologic problems because they’re commonly available, inexpensive, don’t involve radiation exposure, and provide very good views of the uterus and ovaries. Pelvic ultrasounds typically involve both an abdominal portion, with a probe held against the abdominal wall, and a vaginal portion, performed by inserting a narrow probe into the vagina. Transvaginal ultrasounds provide a detailed view of the uterus and ovaries, but some large fibroids may be closer to the surface of the abdomen. This is why a pelvic ultrasound will usually be performed through both the abdomen and vagina to get the most comprehensive set of views possible.
For most patients, a transvaginal ultrasound feels like pressure and isn’t painful, even if someone has never been sexually active. People who have significant pain or anxiety with pelvic exams may wish to discuss the study and expectations with their doctors in advance. Ultimately, if people do not feel comfortable proceeding with the transvaginal portion of the ultrasound, they have the right to decline it, though they should be counseled that an abdominal ultrasound may not provide as accurate an assessment of the pelvic organs.
MAGNETIC RESONANCE IMAGING (MRI)
A pelvic MRI uses magnets and radio waves to create images of the body. MRIs offer a much more detailed view of fibroids than ultrasounds, but there are downsides. They are much more expensive, may not be as readily available as ultrasounds, and usually require placing an IV in the arm to give contrast dye. Plus, getting an MRI can be anxiety-inducing for people who are claustrophobic because the patient must lie still in a very narrow tube while the study is done.
An MRI may be ordered when a doctor is considering surgical options to remove or destroy fibroids because it provides very precise mapping of fibroid locations. An MRI may also be performed when there is concern for cancerous uterine tumors.
RISK FACTORS
There are several factors that increase the risk of having fibroids. While people can avoid some risk factors, this may not prevent fibroid growth, and fibroids often appear in patients with no significant risk factors. Their development is never the patient’s fault.
RACE
The incidence of fibroids is up to three times higher for Black patients and two times higher for Hispanic patients than it is for white patients. Asian patients develop fibroids as well, though there is limited information about fibroids and the Asian population in English-language studies.
Black women are more likely to have larger and faster-growing fibroids, more severe symptoms, and an earlier age of onset, averaging ten to fifteen years earlier than white patients. Racial disparities in fibroid prevalence are likely due to a complex interaction of family history and genetics, environmental exposures, diet, and psychosocial factors such as stress. There are some differences in specific genes that have been discovered in fibroid cells, but there is no known genetic explanation for why fibroids are more common in Black people.
FAMILY HISTORY
A family history of fibroids significantly increases the risk of developing fibroids, and social patterns can occur when fibroids are more common within a family. For example, in a family that includes many women who have fibroids with associated heavy and painful periods, members of that family may believe that heavy and painful periods are normal. Countless patients have told me that they thought hemorrhaging, soaking through pads and clothes, and having severe pain with periods was normal because their mothers, grandmothers, and sisters had the same experience. This may lead to a delay in diagnosis and treatment because people may not recognize that something is wrong until they end up in the ER with hemorrhaging or debilitating pain. If you have serious period problems, ask your family members to describe their periods. It’s likely that they quietly suffer from the same issues and either don’t realize it is a problem or think it is too embarrassing to discuss. As a society, we must destigmatize period discussions so everyone can get the earliest possible diagnosis and treatment. Starting these conversations at home can make a huge difference.
EARLY MENARCHE
Earlier age of onset of periods, menarche, is associated with an increased risk of fibroids. This may be due to increased lifetime exposure to estrogen and progesterone. Black and Hispanic adolescents have an earlier average age of menarche, and this may contribute to their increased risk of fibroids.
DIET
Several dietary factors are associated with a higher risk of fibroids, with vitamin D deficiency being one of the most well studied of these factors. People with adequate levels of vitamin D have a lower risk of fibroids than those who are deficient. Vitamin D deficiency is more common in Black people because melanin, the pigment that gives skin its color, absorbs UV rays from sunlight, which is necessary for vitamin D production. In lab experiments, vitamin D seems to inhibit the growth of tumor cells, including fibroid cells. Studies with a limited number of participants have suggested that vitamin D supplementation may slightly shrink fibroid size. This remains an area for further research, but consider asking your doctor to test for vitamin D levels and discuss supplements if levels are low, since there are other health benefits to having normal vitamin D levels.
Obesity, alcohol (particularly beer) consumption, high red-meat intake, and lower consumption of vegetables and fruits also increase fibroid risk. It’s unclear whether making dietary changes causes fibroids to shrink, but because there are many benefits to having a balanced and healthy diet, these factors are worth discussing with your doctor.
STRESS
Increased chronic stress is associated with a higher risk of fibroids, particularly among non-Hispanic Black patients. There are no studies explaining why stress is associated with fibroid growth, but in theory, it may be related to the influence of hormones such as cortisol and adrenaline.
ENVIRONMENTAL EXPOSURES
Chemicals such as phthalates and bisphenol A (BPA) may lead to an increased risk of fibroids. Phthalates are used to increase the durability of plastics and stabilize perfumes, cosmetics, and shampoos. BPA, found in some plastics such as water bottles, can leach into food or liquids that are stored in these containers. Some phthalates and BPA are endocrine or hormone disruptors because they bind to and activate estrogen receptors. This is potentially the mechanism by which they increase the risk of fibroid growth.
Studies suggest that products such as hair relaxers (some of which contain phthalates) are also associated with increased likelihood of developing fibroids and uterine cancer. These products can cause sores in the scalp, which may increase absorption into the body. The use of chemical hair straighteners might be yet another risk factor for the development of fibroids in Black women, who are more likely to use hair-straightening products than white, Asian, and Hispanic women.
TREATMENT
Treatment options for benign fibroids are divided into two categories: medications, used to control bleeding or pain, and procedures or surgeries to shrink or remove the fibroids or uterus. There is no one-size-fits-all approach to fibroid treatment, so it often becomes a matter of trial and error. Decisions about treatment should take into consideration symptoms, future fertility plans, and patient perspectives on medications and surgeries. Unfortunately, some patients may be offered only birth control or a hysterectomy for fibroids. It’s never the case that there’s only one option, although there may be one choice that is most fitting given a patient’s anatomy or symptoms. If you feel your doctor isn’t listening to your perspective or isn’t able to meet your treatment needs, you should seek a second opinion with a fibroid specialist.
MEDICATIONS
Bleeding and pain from fibroids can be treated with medications. There are two types of medicines used for fibroid treatment: pain medications and prescription drugs that contain hormones or adjust hormone levels.
Over-the-Counter Pain Medication
Nonsteroidal anti-inflammatory drugs (NSAIDs) such as ibuprofen (Motrin or Advil) and naproxen (Aleve) are the most effective over-the-counter medications for uterine pain. NSAIDs increase bleeding elsewhere in the body but actually decrease menstrual bleeding. In fact, NSAIDs are almost as effective as birth control methods in lightening uterine bleeding. Acetaminophen (Tylenol) may also improve pain but usually to a lesser extent than NSAIDs, and it does not have the same beneficial impact on bleeding.
Hormonal Medications
Even though estrogen and progesterone from the ovaries stimulate fibroids, medicines containing these hormones actually lessen menstrual bleeding and painful periods by suppressing the amount of hormones released by the ovaries. Therefore, hormonal methods like birth control and noncontraceptive progesterone tablets are usually first-line treatments for fibroid symptoms. They are commonly available and usually affordable with insurance, and many reproductive-age patients may want to be on birth control to prevent pregnancy anyway.
The impact of birth control on fibroid size is not clear; some studies with small numbers of participants suggest fibroids may increase slightly in size with birth control, whereas other studies actually show that the risk of fibroid development or progression is lower with hormonal birth control.
Progesterone intrauterine devices, or IUDs, are another option for period suppression for those who want to minimize systemic hormones. Unfortunately, fibroids sometimes block or distort the shape of the uterine cavity, which can prevent IUD insertion.
Tranexamic Acid
Tranexamic acid (Lysteda) blocks the breakdown of blood clots and therefore slows or stops bleeding. It is a pill that is taken only as needed when heavy bleeding occurs. People may choose this method if they want an option that lightens blood loss but doesn’t need to be taken every day or if they want to avoid hormones. Tranexamic acid does not affect the size of fibroids or improve pain or bulk symptoms.
Gonadotropin-Releasing Hormone (GnRH) Agonists and Antagonists
These medications suppress the ovaries and lighten or stop periods. They work by shutting down or blocking the GnRH-signaling system in the brain that controls the menstrual cycle. This leads to lower estrogen levels and decreased period bleeding. GnRH medications can be given as injections or oral pills. Leuprolide (Lupron) and goserelin (Zoladex) are injections. Elagolix (Oriahnn) and relugolix (Myfembree) are oral pills that also include a small amount of estrogen and progesterone to minimize the risk of developing side effects like hot flashes. Of note, this is the only category of medications that can decrease the size of fibroids. Other medications help only with bleeding and pain. Unfortunately, their duration of use is limited to a year or two because of the potential for side effects like bone thinning from low estrogen levels. Also, the shrinkage effect is not permanent; any decrease in fibroid size reverses after the medication is stopped. GnRH agonists or antagonists can be helpful when used prior to surgery, to control symptoms temporarily if surgery is not an option, or to bridge patients to their own natural menopause if they’re close to menopausal age.
PROCEDURES AND SURGERIES
Medications help relieve symptoms, but procedures and surgeries can destroy or remove fibroids. Procedures that destroy fibroids include uterine fibroid embolization and radiofrequency ablation; surgeries that remove fibroids are myomectomies and hysterectomies.
Uterine Fibroid Embolization (UFE)
This procedure is performed by interventional radiologists (IRs), not gynecologists. In UFE, a catheter is threaded through a vein in the wrist or groin and passed under X-ray guidance to the blood vessels that feed the fibroids. Tiny particles are injected to block the vessels and deprive the fibroids of their blood supply. This decreases bleeding and causes the fibroids to shrink. On average, they decrease fibroid volume about 50 percent. It provides a minimally invasive option that allows the uterus to be preserved and has a relatively fast recovery time compared with surgery.
UFE is not recommended for patients who want to preserve their fertility because blocking blood flow to parts of the uterus may affect the growth of a future fetus, and the particles may also affect blood flow to the ovaries. Some fibroids are better managed with surgical removal, especially any fibroids with a stalk, because the stalk can break down after embolization and the fibroid can actually detach from the uterus. Dying fibroid tissue can sometimes cause a malodorous vaginal discharge after UFE.
If you are interested in the option of UFE, make an appointment with an IR doctor to discuss the procedure. Gynecologists can make recommendations or referrals for interventional radiologists, and they may order an MRI to map the locations of the fibroids before your appointment.
Myomectomy
A surgical procedure to remove fibroids from the uterus is called a myomectomy. This is the gold standard of treatment for patients who want to preserve their fertility because it has been studied for much longer than other procedures and therefore has more data on safety in future pregnancies.
There are several different ways to perform a myomectomy, depending on the location, size, and number of fibroids.
Hysteroscopic Myomectomy
Submucosal or intracavitary fibroids, which are found in the cavity of the uterus, are removed using a hysteroscope, a narrow camera inserted through the vagina and cervix and into the uterus. The cavity of the uterus is then filled with saline, and a hysteroscope containing a spinning blade or an electrified metal loop is used to shave the fibroids down so they can be removed in fragments. Hysteroscopic myomectomies offer a very quick recovery, no abdominal incisions, and sometimes can even be performed in the doctor’s office if the fibroids are small. This is only an option for fibroids that are within the cavity. Also, the equipment is very small, so it may require multiple treatments to fully remove larger fibroids; it isn’t possible to remove extremely large fibroids in this way.
Laparoscopic or Robotic Myomectomy
Intramural or subserosal fibroids are removed through the abdomen rather than the vagina. These types of myomectomies are performed under general anesthesia, meaning the patient is fully asleep and unaware of the surgery. Fibroids are cut out of the uterine wall, which is then repaired using dissolvable stitches.
This type of myomectomy can be done with laparoscopy, which is a minimally invasive type of surgery where small incisions are made in the abdominal wall, the abdomen is filled with carbon dioxide gas, and a camera and narrow instruments are inserted into the abdomen for the operation. Laparoscopic surgery may also be performed using a surgical robot. In robotic surgeries, mechanical arms are attached to the camera and instruments; the surgeon sits at a console several feet away from the patient and moves the robotic arms with finger controls and foot pedals. Some surgeons may prefer robotics because it makes certain procedures, such as laparoscopic suturing, easier to perform, but ultimately the robot is simply a tool controlled by the surgeon, not a different or superior type of surgery.
The small incisions of laparoscopic or robotic surgery allow for faster recovery and lower risk of complications when compared to surgeries with a large incision. Unfortunately, this option may not be feasible for patients with very large or numerous fibroids, which would need to be cut into pieces to be removed through the tiny laparoscopic incisions, and not every gynecologist is trained to perform minimally invasive myomectomy.
Open Myomectomy
Abdominal myomectomies can also be performed through traditional open surgery via a large incision in the abdominal wall. Open myomectomy may involve an incision across the lower abdomen similar to a C-section or an up-and-down incision in the middle of the abdomen that goes up to or past the belly button. Open surgery is usually faster than laparoscopic surgery. It requires less time under anesthesia and it is easier for the surgeon to identify and remove very small fibroids that cannot be felt during laparoscopic surgery. But a larger incision comes with a longer recovery and more risks of complications. The decision about the type of surgery is highly individualized and will depend on the expertise of the doctor, the health of the patient, and the characteristics of the fibroids.
Risks of Myomectomy
There are certain surgical risks that are common to both laparoscopic and open myomectomies. Because fibroids have blood vessels that can bleed heavily when cut, patients must give consent for a possible blood transfusion before undergoing a laparoscopic or open myomectomy. Surgeries that require a substantial incision into the uterine wall can also pose a risk of that weakened area of the muscle tearing open in future pregnancies. This is called a uterine rupture, and it can be extremely dangerous for both the pregnant person and the fetus. Therefore, if a deep cut is made in the wall of the uterus during a myomectomy, the patient will be counseled to deliver future babies by C-section rather than going through labor, because contractions could cause the uterus to rupture. Hysteroscopic myomectomies do not carry these risks because the uterine muscle and blood vessels are not cut in a substantial way.
For any myomectomy that affects the uterine cavity, there’s a possibility that scar tissue can form in the cavity, and this may affect future fertility.
It is important to know that fibroids can grow back after surgical removal, and up to half of women who undergo a myomectomy may eventually need another surgery for treatment.
Ultrasound-Guided Radiofrequency Ablation (RFA)
Two newer surgeries, the Acessa and Sonata procedures, use radiofrequency energy to ablate—meaning destroy—fibroids. The patient is placed under anesthesia, and an ultrasound is used to guide the insertion of needle-like probes into each tumor to deliver waves of energy to heat and destroy the fibroids. The Acessa is performed through the abdomen using laparoscopy, and Sonata is performed through the vagina via hysteroscopy. Over several months, the body reabsorbs some of the dead tissue, causing the fibroids to shrink. These methods can treat bleeding, pain, and bulk symptoms of fibroids while preserving the uterus.
Radiofrequency ablation procedures have much lower surgical risks than myomectomies, including significantly less bleeding and less time under anesthesia. RFA devices do have limitations in the size of fibroids that can be destroyed, and they are not currently approved for use in those who want to become pregnant in the future because there is not yet enough information on pregnancy outcomes. Also, because there are not many gynecologists who are trained in these procedures, the Acessa and Sonata are not widely available at this time. But RFA treatments are a promising option for those who want to preserve the uterus, and more surgeons are beginning to offer them each year.
Focused Ultrasound
When ultrasound waves are concentrated in one area, they can heat tissue. Focused ultrasound under MRI guidance has been used to destroy fibroids. This is another procedure performed by interventional radiologists. Unfortunately, it is offered only in a very limited number of locations and may not even be available in major cities, so most people will not have access to this option.
Hysterectomy
Hysterectomy is considered the definitive therapy for fibroids, meaning it is the only treatment that ensures that fibroids will never return. With every other method, the uterus is preserved, so existing fibroids can continue to grow or new ones can appear. This potential for regrowth continues until menopause.
Some gynecologists may tell patients with many fibroids or large fibroids that a hysterectomy is their only option. This is often because the doctor feels that a myomectomy or other procedure that preserves the uterus has too high a risk of fibroid recurrence or surgical complications such as bleeding. In reality, a hysterectomy is never required unless there is concern for cancer. If a doctor offers only a hysterectomy and does not discuss any other options, a second opinion with another gynecologic surgeon should be considered—especially if you want to preserve your fertility. No one should be told to have an organ removed if they do not feel comfortable with this option.
HOLISTIC OPTIONS
Beyond traditional treatments such as medications and surgeries, there are ways of improving overall health and well-being by considering the whole person, both mind and body. This is known as a holistic approach to medical care, and it can include factors such as nutrition, mental health care, stress relief, exercise, acupuncture, and dietary supplements to complement traditional medical treatments. Because healthy diet, exercise, and mental health care are always beneficial, healthcare providers will generally encourage these lifestyle modifications.
Herbal Supplements
There is minimal research on herbal and dietary supplements, so caution must be exercised in weighing their potential risks versus benefits. Companies may attempt to profit off the desire for a more natural approach by selling supplements that promise to magically melt away fibroids with herbs or vitamins. Most herbal supplements have not been studied in terms of safety or efficacy, and they may be expensive, with no guarantee of results.
There are supplements made from chasteberry, the fruit of the vitex plant, that are promoted for the treatment of fibroids and heavy or painful periods. There is no high-quality evidence that these are effective, but some women report that they feel better when taking them.
Dietary Changes
The natural treatment that has the most supporting research is vitamin D supplementation for women who are deficient. There is evidence that restoring normal levels may stabilize or even slightly decrease fibroid size. Vitamin D is found naturally in beef liver, fatty fish like salmon, and products like milk and cereals that are fortified with additional vitamins. People with vitamin D deficiency are usually given prescription or over-the-counter supplements because it can be difficult to get enough vitamin D from diet or sunlight exposure alone.
Other dietary changes may also be beneficial. Some studies have shown that women who consume several servings of fruits and vegetables per day seem to have a lower likelihood of developing fibroids. This effect seems to be strongest for citrus fruits and cruciferous vegetables such as broccoli, kale, and cabbage.
Stress Relief
Chronic stress can increase the risk of developing fibroids. Reducing stress won’t cause fibroids to shrink or disappear, but it might improve symptoms and minimize fibroid growth.
TAKE-HOME POINTS
 
	Fibroids are benign tumors of the uterus that affect up to 80 percent of Black women and 70 percent of white women.
	In a fibroid, all the cells are identical clones of each other.
	Risk factors for fibroid growth include BPA exposure, use of hair relaxers, low vitamin D levels, and chronic stress.
	New surgical treatment options use radiofrequency energy to heat and destroy fibroids.
	Hysterectomies guarantee that fibroids are gone and won’t return, but they are never the only option.
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Endometriosis and Adenomyosis
Endometriosis and adenomyosis can feel like invisible conditions—there are no lab tests or imaging studies that can definitively diagnose them, so patients are often initially told that there’s nothing wrong. People with endometriosis and adenomyosis often undergo multiple ultrasounds, CT scans, blood tests, and ER visits with perfectly normal results. Meanwhile, endometriosis can affect essentially every organ system in the abdomen and pelvis, causing debilitating pain and problems with the bowel, bladder, nerves, and muscles. The experience of receiving normal test results but having extensive and far-ranging symptoms leads patients to suffer not just physical pain but also the anguish of being told by doctors that their symptoms might be in their heads. Medical professionals tend to depend on measurable, objective data such as lab results, vital signs, and EKGs. It’s hard to identify a condition that causes a wide number of symptoms but can’t be detected by standard diagnostic tests. For these reasons, it takes seven years on average for an endometriosis patient to finally get the correct diagnosis, and often people with endometriosis see multiple specialists before being diagnosed.
For many of the conditions discussed in this book, patients have led the push for research, funding, and public education. Endometriosis advocates have to fight tooth and nail just to receive the right diagnosis and often struggle for access to specialists and effective treatment. Frustrated by a broken system, they have formed online communities such as Nancy’s Nook, where they share educational resources and recommendations for specialists. They’ve championed this fight and successfully lobbied for increased government funding for endometriosis awareness and research.
ENDOMETRIOSIS AND ADENOMYOSIS BASICS
When endometrium-like tissue grows outside of the uterine cavity, it causes endometriosis and adenomyosis. Endometriosis and adenomyosis have many similarities, can cause overlapping symptoms, and are managed in similar ways, but they occur in different places. In endometriosis, the tissue grows outside of the uterus, commonly between the uterus and rectum, on the surface of the bladder or bowels, on the walls of the pelvis or abdomen, in the ovaries, on the diaphragm, or even in the belly button, surgical scars, or in the thorax. In adenomyosis, the tissue grows within the myometrium, the muscular wall of the uterus.

Both of these conditions are extremely common. Endometriosis affects at least one in ten women and up to half of women who experience infertility. Almost everyone knows someone who has endometriosis. Adenomyosis is more difficult to track, as it usually requires a hysterectomy to diagnose, but it has been found in up to a third of hysterectomy specimens. The true numbers of those with endometriosis and adenomyosis are almost certainly significantly underestimated since they must be diagnosed surgically, and many people experience symptoms but never undergo surgery.

As is the case with fibroids, the causes of endometriosis and adenomyosis are unknown. There is likely some sort of genetic link that is not yet understood, since endometriosis can run in families. There are several theories about the origins of endometriosis. It may come from the structures that later form the uterus in early embryologic development. There may be other cell types that transform into endometrium-like cells, or there may be tissues or a biological signal that travels through the lymphatic system or bloodstream that triggers the growth of endometrial tissue. Adenomyosis is more common in patients who have had a cesarean section or other uterine surgery, so it is possible that it can be spread when the wall of the uterus is cut, but many patients with adenomyosis have had no prior surgeries.
One of the earliest theories about endometriosis was Sampson’s theory of retrograde menstruation, which suggested that actual endometrial tissue from the uterine cavity spilled backward through the fallopian tubes during periods and then implanted on pelvic surfaces. Sampson’s theory doesn’t explain how endometriosis can grow in places like the belly button and inside the chest or how endometriosis can grow after a hysterectomy. Cisgender men can even get endometriosis; there are case reports of endometriosis found in men complaining of abdominal pain, usually men with higher-than-usual levels of estrogen. Retrograde menstruation clearly isn’t the primary way that endometriosis forms, but this outdated theory is still sometimes propagated by healthcare providers. For instance, many doctors tell patients that a hysterectomy will cure endometriosis because they believe that it cannot return if there is no uterus; however, endometriosis can and does recur in women who have had a hysterectomy. While there are many theories, there is no definite answer as to the origin of endometriosis and adenomyosis. It is possible there may be more than one pathway, and endometriosis that grows in men or outside of the pelvis might have slightly different causes. Further research is essential so we can create more targeted treatments and find methods to prevent these conditions from developing in the first place. Like fibroids, endometriosis and adenomyosis have no known cause, so we are limited to removing the disease or giving medications to suppress symptoms.
SYMPTOMS
Endometriosis and adenomyosis cause pain and other symptoms by inflaming surrounding structures. Since the uterus and ovaries are located near several other pelvic organs, endometriosis and adenomyosis can cause a wide range of symptoms depending on what parts of the body are affected. The organs and structures that can be affected by endometriosis and adenomyosis are the uterus, bowel and rectum, bladder and ureters, muscles, and nerves.
UTERUS
Adenomyosis can cause severe and persistent uterine bleeding, similar to fibroids. To a lesser extent, endometriosis can also cause bleeding symptoms, including heavy periods or irregular spotting.
BOWEL AND RECTUM
Some of the most common symptoms of endometriosis are bowel-related, because many people will have disease that is right next to the rectum and colon. In fact, many patients are initially misdiagnosed with irritable bowel syndrome because they have persistent constipation, diarrhea, pain with bowel movements, bloating, nausea, or rectal bleeding. It isn’t uncommon for people to see their primary care doctor or a gastrointestinal specialist before their gynecologist because their GI symptoms are so severe. If someone’s irritable bowel symptoms seem to become much worse around ovulation and periods, that is very suggestive of possible endometriosis.
Adenomyosis can also cause bowel symptoms, but they are much more common with endometriosis, and the severity of diarrhea, constipation, pain, and bloating is usually much worse with endometriosis.
BLADDER AND URETERS
Although bladder issues are less common than bowel symptoms in endometriosis and adenomyosis, both can cause urinary urgency, frequency, burning, or blood in the urine. People might feel like they’re having recurrent UTIs but the urine will not show any bacteria. In severe cases, endometriosis can grow into the bladder or ureters.
MUSCLE
Muscles of the pelvic floor surround the bladder, vagina, and rectum, and they connect to the legs, hips, and lower back. These muscles can become inflamed by endometriosis or adenomyosis, leading to pain with sex or exercise or aching pains radiating down the legs. Muscle spasms can make it difficult to control bodily functions like having bowel movements or urinating, leading to constipation or a feeling that the bladder is not completely empty after going to the bathroom.
NERVES
Nerves run through the pelvis and down into the legs, and if they are inflamed due to endometriosis or adenomyosis, they can cause burning or shooting pains in the lower back, buttocks, and legs. In severe cases, there may even be lower extremity numbness or weakness.
SYSTEMIC SYMPTOMS
Systemic symptoms affect multiple organ systems or the entire body rather than just one part. Patients with endometriosis or adenomyosis can experience systemic symptoms that are not felt in the pelvis. For example, endometriosis can cause severe fatigue or migraines. These symptoms are harder to explain than pelvic symptoms, which occur because the endometriosis or adenomyosis directly inflame nearby organs. It’s possible that there may be a link between endometriosis and adenomyosis and more systemic inflammation that affects the rest of the body.
Endometriosis and adenomyosis can also worsen mood. The physical symptoms may be so distressing that they cause depression or anxiety, which in turn worsen pain and bowel and muscle symptoms, resulting in a terrible cycle of physical and emotional suffering.
TIMING OF SYMPTOMS
Endometriosis and adenomyosis are thought to be stimulated by hormones from the ovaries, especially estrogen, so pain and symptoms tend to worsen during the hormone surges that occur with ovulation and menstrual periods. Symptoms usually resolve after menopause, when hormones drop, but it’s important to know that some people continue to have problems after menopause because there is still some estrogen production from the ovaries, fat cells in the rest of the body, and even the endometriosis itself. Transgender men can suffer from endometriosis for the same reasons, even if they’re on testosterone and no longer have periods.
RISK FACTORS
There are several possible risk factors for developing endometriosis, including menstrual history, uterine anatomy, and family history of endometriosis. It isn’t caused by a person’s actions—it’s not the patient’s fault, and in many cases, endometriosis appears in people with no risk factors. Less is known about risk factors for adenomyosis, but it is associated with prior uterine surgeries.
ESTROGEN EXPOSURE
Several risk factors for endometriosis are related to having a higher lifetime exposure to estrogen from the ovaries. These include getting a first period at an earlier age and experiencing menopause at a later age.
FAMILY HISTORY
Endometriosis tends to run in families, and having relatives with endometriosis is a risk factor for having it yourself. Older female family members might not actually have been diagnosed with endometriosis, but they may have a history of severe pain with periods, infertility, or miscarriage that suggests endometriosis.
PELVIC DISORDERS
People with disorders of the pelvic anatomy, such as a wall (septum) in the middle of the vagina or uterine cavity or a heart-shaped (bicornuate) or duplicated (didelphys) uterus, also have a higher risk of endometriosis.
PREGNANCY AND SURGERY
There is a higher risk of adenomyosis in women who have had multiple children or who have had uterine surgeries such as C-sections or dilation and curettages (D and Cs). It is possible that pregnancy and surgery may disrupt the border between the endometrium and myometrium in the uterus, allowing adenomyosis to grow.
FERTILITY
Endometriosis can increase the risk of infertility and miscarriage. Adenomyosis may also affect fertility and miscarriage rates, but there are fewer studies about adenomyosis and pregnancy. Up to half of patients assigned female at birth who are dealing with infertility have endometriosis, so there is a very close connection between endometriosis and fertility struggles. It can cause scarring of the fallopian tubes, which may lead to problems conceiving or an increased risk of ectopic pregnancy. Inflammatory fluid or trapped menstrual blood can fill scarred tubes. These swollen tubes are called hydrosalpinges, and studies of in vitro fertilization have shown that the presence of a hydrosalpinx decreases embryo implantation rates and increases miscarriage risk. This is thought to be due to the presence of inflammatory factors in the tubal fluid, which flows backward into the uterine cavity and may affect the function of the endometrium.
Beyond tubal causes of infertility, both endometriosis and adenomyosis are associated with decreased implantation rates with IVF and increased overall risk of miscarriage—in theory due to inflammation of the endometrium or worsening of egg quality, though the actual mechanisms are not known. Later in pregnancy, endometriosis and adenomyosis are associated with higher risks of preterm labor, and patients with endometriosis also have higher rates of preeclampsia and C-section delivery for unclear reasons. Surgical treatment of endometriosis and adenomyosis may decrease some of these risks.
Some people dealing with infertility may have already been diagnosed with endometriosis because of severe pain or other bothersome symptoms. Others will be surprised to learn that they have endometriosis after their workup for trouble conceiving or staying pregnant. That is because it is possible to have severe endometriosis with pelvic scarring and tubal damage without having significant symptoms. The first hint that something is wrong may be discovering that the tubes are blocked during fertility testing.
Finding out that you have endometriosis while dealing with infertility can be emotionally distressing. On the one hand, a diagnosis may finally provide a long-sought answer to fertility issues and offer options for treatment that might improve the chances of conceiving and staying pregnant. On the other hand, dealing with a chronic condition that can be challenging to treat may be another source of frustration and confusion in an already very stressful and emotionally painful process. Fortunately, many fertility doctors have some expertise in endometriosis, and even if they don’t surgically treat the endometriosis themselves, they should be able to refer patients to an endometriosis specialist if one is needed.
DIAGNOSIS
Since there is no simple lab test or imaging study that can definitively identify endometriosis or adenomyosis, these conditions must be surgically diagnosed. A gynecologist needs to operate and remove tissue that is then examined under a microscope. If cells that look like endometrium are seen in the surgical specimens, that confirms whether endometriosis or adenomyosis had been present.
Before having surgery to diagnose endometriosis, patients must first consult with a primary care provider or a gynecologist, who will likely recommend basic testing such as a pelvic exam and imaging studies. Doctors can discuss options for management, including laparoscopic surgery for diagnosis and treatment, or refer patients to an endometriosis specialist if they don’t perform the surgery themselves.
IMAGING: ULTRASOUND AND MRI
If a patient has pelvic pain, abnormal bleeding, or fertility issues, the gynecologist will likely order a pelvic ultrasound to assess the uterus and ovaries. Ultrasounds may not show any abnormalities in people who have endometriosis because the disease usually starts as small flat spots on the surfaces of the pelvic walls or organs, almost like dots drawn on a sheet of paper; they are too small to be detected by imaging studies.
As endometriosis progresses, it may form cysts in the ovaries or nodules of dense tissue that grow into the walls of the pelvis, vagina, or other nearby organs; this is called deep infiltrating endometriosis. Radiologists or gynecologists who specialize in endometriosis care may be able to identify subtle findings on an ultrasound, such as thickening of the vaginal or rectal walls, that suggest possible deep infiltrating endometriosis.
Endometriosis cysts, known as endometriomas, are visible on ultrasound as fluid collections within the ovaries. Endometriomas are filled with a thick brown fluid that looks similar to blood on ultrasound.
MRI is a more accurate imaging test that can better assess surrounding structures such as the bowel. Severe endometriosis can be visible on MRI as areas of inflammation or small masses in the walls of the vagina, bowel, or bladder. Endometriosis can cause organs such as the uterus and bowel to become stuck together with scar tissue, and this scarring may also be seen on MRI.
Adenomyosis may appear on ultrasound or MRI as heterogeneous myometrium—which is uneven or blotchy-appearing muscle—small collections of blood in the uterine wall, or blurring of the border between the endometrium and myometrium.
MRI is more accurate than ultrasound at detecting adenomyosis and subtle endometriosis, but even MRIs may miss many cases.
LABORATORY TESTS
Researchers are looking for biomarkers of endometriosis so that the condition can be diagnosed through blood work or a biopsy of the endometrial tissue inside the uterus. These tests are not yet available to the general public, but they’re a promising diagnostic testing frontier.
TREATMENT
For endometriosis and adenomyosis, treatment options can be thought of in two categories: surgery to remove the tissue and medication to help manage symptoms. Surgery is the only method to confirm a diagnosis and the only way to completely remove the disease. This doesn’t mean that every patient will need to undergo an operation. The goal of endometriosis and adenomyosis treatment is to optimize someone’s quality of life, and for some people, medications such as birth control might be enough to completely relieve their pain and other symptoms.
Surgical treatment for endometriosis is more straightforward than surgery for adenomyosis. In many cases, adenomyosis is found throughout the uterine wall, so surgical removal often requires a hysterectomy, and not every patient with adenomyosis is ready or willing to have the uterus removed.
SURGERY FOR ENDOMETRIOSIS
The gold standard for endometriosis diagnosis and removal is excision, which is cutting out the tissue where the endometriosis is growing. Most endometriosis surgery is done laparoscopically or robotically. Endometriosis can also involve other parts of the body, such as the belly button or C-section scars, and in these cases the disease is cut out by simply opening the skin with a scalpel and removing affected fat and tissue from under the skin while the patient is under anesthesia.
Because most endometriosis is found in the pelvis and abdomen, the primary type of surgery is laparoscopic. A straightforward laparoscopy for endometriosis is a minimally invasive, same-day surgery with a relatively fast recovery period. Patients can usually return to work or resume exercise within a few days to up to four weeks, depending on how they’re feeling and how extensive the surgery was.
Laparoscopic Excision of Endometriosis
The peritoneum is a clear connective tissue layer that coats surfaces in the pelvis. This is tissue that is usually excised in laparoscopic treatment of endometriosis, sometimes along with the fat underneath this surface layer. Endometriosis can have many different appearances: clear blisters; white, red, black, or brown lesions; breaks in the peritoneum; or nodules of fat and scar tissue. These lesions can be very small spots on the walls of the pelvis or pelvic organs, or they can be large areas causing inflammation of the entire pelvis. It can be very difficult for even expert surgeons to tell if a lesion is endometriosis just by the way it looks during laparoscopy. Not every blister, white, or pigmented spot is definitely endometriosis, so most specialists will excise as much of the abnormal-appearing tissue as possible for accuracy and completeness. Endometriosis lesions can be extremely tiny, as small as one millimeter or less, and these spots can be virtually impossible to see with the naked eye. This is why laparoscopy is the preferred surgical approach. A narrow laparoscope or camera is inserted into the abdomen to look closely at the tissue in the pelvis. If a possible endometriosis lesion is seen, it is cut out with tiny laparoscopic scissors, a focused laser beam, or other long, narrow surgical instruments that are inserted through small incisions in the abdomen.
Another approach to laparoscopic treatment of endometriosis is ablation. This means destroying the tissue instead of cutting it out. Ablation of endometriosis is usually performed with electrified instruments that destroy the tissue using heat. For mild disease, there may be no difference in postoperative improvement in symptoms or likelihood of recurrence with ablation compared with excision. There aren’t many studies on surgical outcomes, so much of the approach to endometriosis is based on the expertise of endometriosis surgeons.
Most endometriosis specialists will excise whenever possible for several reasons. If all lesions are burned instead of excised, there won’t be any samples to confirm the diagnosis of endometriosis. Also, ablation runs the risk of injuring nearby structures, such as the bowel or ureters, because the instruments generate heat that can spread to adjacent tissue. Another reason specialists prefer to excise is that ablating the surface doesn’t treat disease growing in the deeper tissue, so ablation has more potential to leave much of the endometriosis behind.
Severe Endometriosis
As the disease progresses, endometriosis can involve other organs, such as the ovaries. Endometriosis cysts grow inside of the normal ovarian tissue. They can be very inflammatory, leading to scarring of the ovary to the bowel, uterus, tubes, or walls of the pelvis. Having a large endometrioma is strongly associated with having other severe disease in the pelvis, and surgeries to remove endometriomas can be challenging to perform.
In severe cases, endometriosis can also spread to the bowel, appendix, bladder, ureters, or diaphragm, and excision may require a multidisciplinary team of colorectal, urologic, and thoracic surgeons in order to remove all the disease. These can be extremely complex surgeries, which is why it is important to diagnose and remove endometriosis as early as possible. Fortunately, most cases of endometriosis surgery are much simpler for both patient and surgeon, especially if the disease is caught early.
Robotic Excision of Endometriosis
Some gynecologists use robotic surgery for the treatment of endometriosis. There is some research into using an intravenous fluorescent dye that makes endometriosis lesions glow green when viewed using a special infrared light during robotic surgery. Theoretically, this helps to identify and remove endometriosis lesions that would be missed by the naked eye. However, studies have not shown robotic surgery to be significantly better or worse than traditional laparoscopy for endometriosis treatment. This technology, and robotic surgical devices in general, are expensive and may not be widely available. The equipment itself is not as important as the expertise and skill of the doctor performing the surgery.
Endometriosis Staging
When people say they have a certain stage of endometriosis, they’re referring to the severity of their disease. The classic staging system was developed by the American Society of Reproductive Medicine (ASRM), the professional society for fertility specialists. ASRM staging is a point system based on the appearance of disease during surgery, and it ranges from stage 1 (very small amounts of superficial disease) to stage 4 (the most severe disease, with large endometriosis cysts or dense scar tissue between organs).
Endometriosis staging is very different from cancer staging. Cancer treatment decisions and prognoses are determined by stage, but the endometriosis staging system was developed to standardize the extent of disease for research study purposes and to predict the likelihood of having issues with fertility, not to guide treatment decisions. The general strategy of managing endometriosis remains the same, regardless of stage.
Furthermore, stage doesn’t determine symptom severity. In fact, studies show that on average, patients with the worst pain and symptoms are more likely to have mild disease, and patients with the most extensive disease tend to have less severe symptoms. The reason for this is unknown, but it’s possible that people who experience severe pain will seek treatment early on and the endometriosis will be caught when it is more limited, whereas the disease can progress silently in those who are not as bothered by it, and surgery might not be performed until after the endometriosis becomes advanced.
Finding an Endometriosis Specialist
It’s easy to say that laparoscopic excision is the definitive treatment for endometriosis, but unfortunately, actually getting the surgery done may be extremely difficult. In many places, general OB-GYNs manage endometriosis but may not have the training or resources to handle the most severe disease. Sometimes, patients wind up undergoing multiple surgeries because their initial surgeon does not feel comfortable removing all the disease and leaves some of it behind.
General OB-GYN physicians may refer patients to minimally invasive gynecologic surgeons for management. These specialists also usually have expertise in evaluation and management of chronic pelvic pain from other sources, including the muscles, bowel, bladder, and nerves. Because endometriosis treatment can be difficult—from identifying subtle lesions and managing challenging surgeries to diagnosing other associated causes of pain such as pelvic floor dysfunction—seeing a specialist can optimize someone’s chances of having complete symptom relief. But for many patients who live outside major metropolitan areas, finding an endometriosis expert can be difficult or even impossible and may involve traveling long distances or paying out of pocket for care. This is one of the most serious frustrations that many endometriosis patients face.
Endometriosis support groups, such as Nancy’s Nook, publish lists of expert endometriosis surgeons, but we need far more endometriosis experts to be trained, and healthcare systems need to improve coverage for endometriosis and adenomyosis care so that everyone can access the care that they deserve.
SURGERY FOR ADENOMYOSIS
Adenomyosis presents a different type of challenge for treatment. A hysterectomy is required to fully remove all disease. This can be great news for those who are not interested in fertility, since adenomyosis can’t grow back again once there is no longer a uterus. However, the lack of other treatment options is problematic for patients eager to preserve their fertility or who do not want a hysterectomy.
There are some cases where patients have adenomyosis concentrated in one part of the uterus. This is called an adenomyoma. On imaging, this may appear similar to a fibroid but with more indistinct borders. It is possible for adenomyomas to be surgically excised from the uterus, but they are often more challenging to remove than fibroids because there might not be a clear border between adenomyomas and the normal uterine wall.
Another surgical approach, called presacral neurectomy, involves cutting out a bundle of nerve fibers from the surface of the sacrum at the bottom of the spine. This may help with pain felt in the midline of the pelvis, including uterine pain from adenomyosis. There are some risks, including injury of the nearby blood vessels or ureters and functional problems such as constipation or urinary urgency. Also, presacral neurectomy is a very specialized surgery, and few gynecologists are trained to perform this procedure.
HYSTERECTOMY AND OOPHORECTOMY
Since hysterectomy is a definitive treatment for adenomyosis, not endometriosis, most specialists will offer hysterectomy only if they suspect a presence of adenomyosis or there is known endometriosis involving the surface or attachments of the uterus. For instance, if the uterus is severely stuck to the rectum with deep endometriosis growing between the two organs, a hysterectomy might be offered. A gynecologist may also discuss hysterectomy if someone is experiencing severe bleeding that is difficult to control with other methods, but a hysterectomy is never mandatory for endometriosis—especially for someone who wants to preserve fertility. As is the case with fibroids, people may be told that a hysterectomy is their only treatment option for endometriosis, and that is not true.
The same applies for bilateral oophorectomy, or removal of the ovaries, which triggers surgical menopause. Oophorectomy would likely resolve symptoms and may be considered for someone who has very severe endometriosis that has recurred despite multiple surgeries, but it can lead to serious health issues, including cardiovascular disease, osteoporosis, and menopausal symptoms such as vaginal dryness, hot flashes, and mood swings. Removal of the ovaries should really be an option of last resort in the most severe cases of endometriosis that have not responded to other treatments.
MEDICATION
The nonsurgical treatments for endometriosis and adenomyosis usually involve over-the-counter and prescription medications for pain control and hormonal methods such as birth control. Unfortunately, there are no medications that will actually eliminate or remove endometriosis or adenomyosis—they can only suppress or improve symptoms.
Over-the-Counter Pain Medication
Because endometriosis and adenomyosis are inflammatory conditions, nonsteroidal anti-inflammatory drugs such as ibuprofen and naproxen are usually the pain medications recommended. Acetaminophen (Tylenol) may help, but the NSAIDs are generally more effective for pain control.
Hormonal Medications
Hormonal birth control and progesterone pills often improve pain, heavy bleeding, and other symptoms. At a minimum, hormonal medications can suppress ovulation and periods, when endometriosis and adenomyosis symptoms tend to be the worst. Progesterone IUDs placed in the uterus may help with painful or heavy periods, but they don’t prevent ovulation or endometriosis cysts of the ovaries.
There is some debate about whether taking hormonal medications after surgical removal of endometriosis can help prevent recurrence. Every endometriosis surgeon, regardless of level of expertise, will have patients who experience recurrence of disease or only partial resolution of symptoms. Therefore, some people may choose to continue hormonal methods after surgery to control remaining symptoms or if they simply need birth control.
Gonadotropin-Releasing Hormone (GnRH) Agonists and Antagonists
Endometriosis and adenomyosis are stimulated by estrogen, so GnRH agonists and antagonists are effective for endometriosis and adenomyosis pain because they lower estrogen levels. Since they can cause bone thinning over time, they’re typically prescribed for six to twenty-four months at most.
HOLISTIC OPTIONS
Because endometriosis and, to a lesser extent, adenomyosis can affect so many different organs, many patients do not experience complete relief from symptoms with surgery or medication alone. They may require physical therapy to treat inflamed muscles or dietary changes to help with bowel symptoms. The good news is that a holistic approach to wellness often gives these patients excellent chances of controlling all their symptoms.
Dietary Changes
Studies have demonstrated that some nutritional changes might improve endometriosis symptoms, but these studies were small and data is limited, so there are no clear guidelines in terms of dietary interventions. Vitamin D supplementation was shown to improve pain scores in a randomized control trial, but the placebo group experienced almost the same improvement in pain as those who received the vitamin D.
Some endometriosis patients subjectively report improvement in symptoms with taking turmeric. There have been several studies showing that curcumin, the main active agent in turmeric, has anti-inflammatory and antioxidant activity, which in theory may address some of endometriosis pain and symptoms. Unfortunately, there are no direct studies on the use of turmeric for endometriosis.
Many people with endometriosis or adenomyosis also report subjective improvement in pain and bowel problems with avoidance of inflammatory foods such as dairy, red meat, gluten, and sugar. There are no studies confirming that dietary changes are truly effective in decreasing endometriosis and adenomyosis symptoms, but since limiting these foods or consuming them in moderation can have other health benefits, they’re worth considering. Keeping a journal may help identify dietary triggers. Track symptoms every day, including pain on a scale of one to ten, and write down all food and beverages consumed as well as any activities done that day. This may help identify factors that are exacerbating pain, bowel, or bladder symptoms.
Pelvic Floor Physical Therapy
Many endometriosis patients suffer from inflammation or spasm of the muscles of the pelvic floor and therefore may benefit from pelvic floor physical therapy (PT). Pelvic physical therapists are experts in treating muscular causes of chronic pain as well as the bowel and bladder dysfunction that can result from pelvic inflammation. Even if a surgeon does an extremely thorough surgical removal of endometriosis, if a patient has tight and painful muscles, they may continue to cause pain and difficulty with bowel movements, urinating, or sex until treated with physical therapy. PT is a wonderful treatment option that is very effective and has minimal risks.
Medical Marijuana and CBD
A few studies have shown improvement in endometriosis pain and symptoms with medical marijuana. Medical marijuana must be prescribed by a licensed healthcare professional, as there are risks to use, including nausea, vomiting, and mood symptoms. Some people use cannabidiol, or CBD, to treat endometriosis pain. CBD is a chemical compound found in marijuana that does not produce a high. Research is limited by the fact that CBD products are not federally regulated and can vary significantly in concentration and formulation.
Mental Health
Since pain and distressing symptoms of endometriosis and adenomyosis can directly affect someone’s mood and emotional well-being, mental health interventions are an important part of the healing process. Caring for one’s mental wellness is always important, but anxiety and depression have been shown to worsen pain, bowel symptoms, and muscle tension, so managing mood symptoms can also help break the cycle of pain experienced by so many people with endometriosis and adenomyosis. The good news is that some studies have shown that cognitive behavioral therapy (talk therapy to identify patterns of thinking, improve coping skills, and relieve emotional distress) and practices such as mindfulness and meditation may improve endometriosis symptoms. Cognitive behavioral therapy in particular has been found to be effective in the management of several medical conditions that have a mind-body connection, including endometriosis. Anyone feeling significant depression, anxiety, or other mood symptoms should see a licensed mental health professional. Good mental health care should be prioritized as much as surgery or medication.
TAKE-HOME POINTS
 
	Endometriosis is tissue that resembles the tissue from inside the cavity of the uterus found outside the uterus. Adenomyosis is a similar condition but the tissue grows in the walls of the uterus.
	One in ten women has endometriosis.
	Endometriosis affects up to half of women with infertility.
	On average, it takes seven years to be diagnosed with endometriosis.
	A combination of surgery and pelvic floor PT can help relieve the pain, bowel, bladder, and nerve symptoms of endometriosis and adenomyosis.
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Polycystic Ovarian Syndrome
On the surface, almost nothing about PCOS (polycystic ovarian syndrome) appears to make sense: it can cause periods to disappear for months on end, or it can cause persistent heavy bleeding. Lack of regular periods is one of the most common symptoms, but physicians sometimes treat PCOS by giving hormonal birth control, which can make periods lighter or make then disappear entirely. Even the name itself is contradictory, because people don’t actually have to have polycystic ovaries to be diagnosed with PCOS if they have other symptoms, such as irregular periods, acne, or facial hair, that fit the syndrome.
The most common endocrine (hormone-related) disorder among women of reproductive age, PCOS affects 10 percent or more of those assigned female at birth. There are far more questions than answers when it comes to PCOS, and this causes enormous frustration for those who suffer from it. PCOS can affect every aspect of someone’s life: appearance, weight, overall health, fertility, and mood. Like other common gynecologic conditions, such as endometriosis and fibroids, the exact causes are not known and there is no cure, but symptoms and associated health problems can be managed. Some studies are looking into possible biological causes, and hopefully, as more is understood about PCOS, there will be more targeted prevention and treatment options in the future.
PCOS BASICS
PCOS is an imbalance in the hormones that normally regulate ovulation and periods. It is a syndrome, which means that it is a group of associated signs and symptoms rather than a specific disease caused by a known biological source. The constellation of problems can include menstrual abnormalities, infertility, mood disorders like depression and anxiety, skin changes such as acne and hirsutism (increased facial or body hair), and metabolic issues such as high blood pressure, high cholesterol, insulin resistance, diabetes, and obesity.
The symptoms and features of PCOS can differ widely among patients. Sometimes, PCOS patients have different symptoms at different points in their lives as they age or as their weight changes. There are also ethnic and regional differences in how PCOS presents. People from Middle Eastern, Hispanic, and Mediterranean backgrounds can have more significant facial or body hair growth; there are higher rates of metabolic health issues for those from Southeast Asia and Africa; and patients from East Asian backgrounds are less likely to be overweight and may have milder hair growth. Because people with PCOS can have such varying experiences, there may actually be several underlying conditions that are currently bundled under the umbrella of PCOS.
DIAGNOSIS
Because PCOS is a syndrome rather than a disease with a known cause, there is no lab test specifically for PCOS; it is diagnosed based on a combination of symptoms and physical findings. The definition of PCOS has changed and expanded throughout the years. What we currently call PCOS was first described in 1935 by gynecologists Irving Stein and Michael Leventhal, but Stein and Leventhal discussed only a combination of missing periods and polycystic ovaries. Since then, several different definitions have been suggested, incorporating associated symptoms of high testosterone and chronic medical issues. In 2003, experts from the European Society for Human Reproduction and Embryology and the American Society for Reproductive Medicine met in Rotterdam, Netherlands, and came to a consensus about the definition of PCOS. The current diagnostic features of PCOS are therefore called the Rotterdam criteria, and someone is diagnosed with PCOS if they meet at least two out of these three criteria:
1. Oligo-Ovulation or Anovulation:
People with PCOS may not ovulate regularly, so they might skip periods for several months or even years. Oligo-ovulation means someone doesn’t ovulate as often as they should. Anovulation means they’re not ovulating for many months at a time. Since most people don’t know when they’re ovulating, the symptom to watch out for is missed periods. PCOS patients may have oligomenorrhea, when periods occur thirty-five days to three months apart, or amenorrhea, meaning that they have no periods at all for three or more months.
2. Clinical or Biochemical Signs of Hyperandrogenism
Everyone has testosterone, including people assigned female at birth. But patients with PCOS often have symptoms of higher than normal testosterone, such as significant acne or excess facial or body hair, and lab tests may show higher levels of testosterone than are usually seen in cisgender women. The presence of acne or excess body hair symptoms is enough to meet this criterion, even if testosterone levels are normal. It’s important to note that other medical conditions, such as adrenal disorders and tumors, can cause elevated testosterone, and extremely high levels of testosterone may suggest one of these other endocrine conditions. Symptoms of more severe masculinization, such as male-pattern balding, voice deepening, and enlargement of the clitoris, are not typical of PCOS, so if patients are experiencing these symptoms and they are not taking testosterone, their doctors should check for other causes.
3. Polycystic Ovaries
The cysts of PCOS are follicles, which are very small fluid pockets that each contain an egg. To be considered polycystic, ovaries must have a certain number of follicles seen on an ultrasound (twenty or more, according to the most recent guidelines) or be larger than normal. The cysts look like a string of tiny pearls on an ultrasound, with follicles lined up just underneath the surface of the ovary.
Ovaries can appear polycystic even if someone doesn’t have PCOS. Polycystic ovaries can be normal when found without the presence of other hormone and metabolic symptoms of PCOS. Conversely, plenty of people have PCOS without having polycystic ovaries because they meet the other two Rotterdam criteria.
DIAGNOSTIC TESTING
During an evaluation for PCOS, patients should expect to be asked about their menstrual cycles and symptoms such as acne or facial hair. Their medical team will draw blood to check hormone levels. If the diagnosis is questionable, a pelvic ultrasound is done to check the ovaries for cysts. The ultrasound can show other causes of unusual bleeding as well, which is important because many people with PCOS also have irregular and sometimes heavy periods.
The doctor will order labs to check testosterone levels and thyroid function, and some doctors also screen for diabetes and high cholesterol. Doctors may order check levels of other hormones, such as luteinizing hormone and follicle-stimulating hormone. This lab work is part of fertility testing for patients experiencing difficulty getting pregnant, and LH and FSH levels can also help distinguish PCOS from early menopause and ovarian failure.
RISK FACTORS
There is an increased risk of PCOS with being overweight or obese. Body fat, called adipose tissue, may contribute to the hormone imbalances of PCOS, but having PCOS is also associated with weight gain and difficulty losing weight. It’s a chicken-or-the-egg situation in that it’s unclear which comes first, the PCOS or the extra weight, or if it’s a cycle. For people with PCOS who are overweight, losing weight can lead to resolution or improvement of symptoms. However, there are many people with what is called lean PCOS, meaning they have normal or low body weight but suffer from PCOS symptoms.
People with insulin resistance or diabetes have a higher risk of PCOS, and up to 70 percent of patients with PCOS will have insulin resistance. Insulin resistance, also known as prediabetes, means that the body doesn’t respond normally to insulin, a hormone that lowers blood sugar levels. If a person’s blood sugar is frequently high, the pancreas produces more and more insulin. Insulin itself might be part of the cause of PCOS symptoms—it increases testosterone release from the ovaries, stimulates appetite, causes the body to hold on to fat, and may contribute to weight gain.
In PCOS, as with many other gynecologic issues, family history is a risk factor, so people with a mother or sister with PCOS have a higher likelihood of having it.
HEALTH RISKS
People with PCOS have a higher risk of chronic medical conditions, abnormal period bleeding, uterine precancer or cancer, infertility, depression, and anxiety. For these reasons, people with PCOS should see their gynecologists, primary care doctors, and perhaps an endocrinologist on a regular basis to monitor their health closely.
METABOLIC SYNDROME
In addition to having a higher risk of insulin resistance and diabetes, someone with PCOS can develop high blood pressure and cholesterol. This cluster of medical conditions is called metabolic syndrome.
Most people don’t get blood sugar or cholesterol testing done in their teens or twenties unless they have a strong family history of these issues, but patients with PCOS will usually have testing recommended because it isn’t unusual for them to have insulin resistance and high cholesterol despite being young with no other risk factors.
PCOS patients will continue to have a higher risk of metabolic syndrome well into perimenopause or menopause, even after the other menstrual and hormonal abnormalities have resolved.
ABNORMAL UTERINE BLEEDING AND UTERINE CANCER
When PCOS patients are not having regular periods, they can develop excessive buildup of endometrial tissue in the uterus. This can lead to very abnormal bleeding patterns or even health risks like uterine precancer or cancer. Progesterone, which is released after ovulation, helps control the growth of endometrium in the uterus; irregular ovulation means less progesterone production, so endometrial cells can grow unchecked. If periods don’t occur, the tissue builds up over time instead of being flushed out during the monthly flow, which can lead to the growth of endometrial polyps or precancerous and cancerous cells.
This buildup of tissue also causes the excessive or prolonged bleeding that PCOS patients often experience. If a woman doesn’t have a period for four to six months, when she finally starts to bleed, the body may try to flush out four to six months’ worth of endometrium, and bleeding can last for weeks or even months. People with PCOS often alternate between having no periods at all and bleeding uncontrollably. When gynecologists recommend that they take hormonal birth control or medications, part of the rationale is to protect the uterus from cancer—progesterone is given to keep endometrial tissue from building up and to prevent abnormal bleeding and the development of cancerous cells.
INFERTILITY
PCOS is associated with infertility. If ovulation doesn’t occur, conception cannot take place, and people with PCOS may ovulate only a few times a year. Up to 80 percent of people with PCOS may experience trouble conceiving, and it is one of the most common causes of infertility.
DEPRESSION AND ANXIETY
People with PCOS have an increased likelihood of depression and anxiety. There’s a significant emotional, physical, and social toll in coping with the symptoms of PCOS, and the condition itself may increase the risk of mood disturbances.
TREATMENT
Unfortunately, there is currently no direct treatment for PCOS because the root cause of this syndrome is unknown. Treatment of PCOS mostly involves addressing the symptoms that patients are experiencing. Management of PCOS involves an entire team of health providers—gynecologists, endocrinologists, fertility specialists, nutritionists, mental health professionals—and a multidisciplinary approach that includes medications, lifestyle modifications, and sometimes surgeries or procedures.
MEDICATIONS
Different types of medications can be used to address the various symptoms of PCOS. A combination of hormonal methods, fertility treatments, dermatologic treatments, and diabetes medications can be tailored to fit each person’s individual needs.
Hormonal Medications
Medicines with progesterone, including birth control methods and noncontraceptive progesterone pills, help prevent irregular or heavy bleeding and decrease the chances of a patient developing polyps or uterine cancer. The goal is not necessarily to induce periods but to prevent the endometrium from building up excessively. In fact, many of these medications suppress endometrial growth so much that periods may actually disappear altogether, because there is little to no tissue left to shed. This can be very confusing for people with PCOS who alternate between missing periods and too much bleeding and think that treatment should bring back monthly menses.
If experiencing a regular period is personally important to patients, they should discuss this preference with their doctors, as it may influence choice of treatment. But it isn’t medically necessary for patients to experience period bleeding if they are on progesterone medications that protect the uterus from overgrowth of cells.
Treatments for Acne and Hirsutism
Dermatologists can treat acne and hirsutism if patients are bothered by these symptoms. A diuretic medication called spironolactone treats acne and excess hair by decreasing testosterone, but it has some risk of causing electrolyte abnormalities and low blood pressure. Other options to treat acne are medications such as retinoids and antibiotics.
While some people with PCOS don’t feel the need to change their hair-growth patterns and embrace it as part of their identity, other patients prefer treatment, which includes shaving, waxing, laser hair removal, electrolysis, and depilatory creams.
Birth control that contains estrogen can also improve acne and facial and body hair, because estrogen suppresses testosterone levels. Dermatologists often send patients to gynecologists to discuss birth control as a treatment for severe acne for this reason. Some birth control pills contain types of progesterone (drospirenone and cyproterone) that directly block the effects of testosterone, so pills containing these hormones are often offered to PCOS patients.
Medications for Ovulation Induction
If patients with PCOS are having difficulty conceiving, medications for ovulation induction can be prescribed to stimulate ovulation. Reproductive endocrinology and infertility specialists (REIs) are gynecologists who manage fertility issues, and they can prescribe these medications. Some general OB-GYN providers may also prescribe ovulation induction medications, but they’ll refer to an REI if the patient does not get pregnant after a few attempted cycles.
The treatments most commonly used to induce ovulation for PCOS patients are clomiphene (Clomid) and letrozole (Femara). Both are oral pills that work by causing the pituitary to release more FSH and LH to stimulate follicle development and trigger ovulation. Letrozole has been shown to be the most effective method in terms of successfully increasing the chances of pregnancy in PCOS patients, so it’s considered by many specialists to be the first-line option for people with PCOS who need fertility treatment.
Patients who do not successfully conceive with oral medications may be offered gonadotropins, which are FSH and LH in injectable form. Usually, these are given by REI specialists as part of other treatments, such as insemination or IVF.
Treatments for Insulin Resistance and Diabetes
Lowering high blood sugar will decrease insulin levels, which may improve PCOS symptoms. In the past, the oral diabetes medication metformin was used to induce ovulation for PCOS patients. We now know that metformin is less effective than ovulation induction medications, so it’s recommended only for PCOS patients who have insulin resistance or diabetes.
Newer generations of diabetes medications such as semaglutide (Ozempic, Wegovy) also seem to help with weight loss, and achieving or maintaining a healthy weight can improve PCOS symptoms. Metformin and semaglutide can cause side effects such as nausea, vomiting, and stomach pain, and they should be taken only as part of a broader plan focusing on healthy diet and physical activity.
Inositol, a type of sugar that is found in brown rice, whole grains, almonds, walnuts, and certain fruits and beans, can also be prescribed in supplement form by endocrinologists as part of PCOS treatment. Inositol may be involved in insulin signaling, and treatment with these supplements has been shown to decrease testosterone levels and improve ovulation and pregnancy rates in some people with PCOS.
SURGERIES
Most PCOS patients don’t need surgery for treatment, but there are a few surgical procedures that can help patients who have not been able to achieve their health goals with medication and lifestyle modifications.
Bariatric surgery can be an option for obese patients to accelerate weight loss and help manage conditions such as diabetes, high blood pressure, and sleep apnea. Bariatric surgeries, such as laparoscopic banding and gastric bypass, work by restricting the stomach’s capacity to hold food, decreasing absorption, and suppressing appetite. These surgeries are done only after very careful counseling about benefits versus risks and the dietary and lifestyle changes necessary to maintain nutrition while losing weight safely.
Another surgery, called ovarian drilling, is almost exactly what it sounds like. Using laparoscopy, a surgeon creates several tiny holes in each ovary. Ovarian drilling can restore ovulation in up to 80 percent of patients; it’s almost as effective as fertility medications, and the improved ovulation can last for several years. It’s unclear why drilling works, and there is no standard surgical protocol for drilling procedures. It isn’t performed often these days because there are less invasive options for inducing ovulation, but it’s a good second-line option for patients willing to undergo surgery when standard treatments have failed.
HOLISTIC OPTIONS
Much of PCOS care actually takes place at home rather than in a doctor’s office. Nutritious diet, exercise, and stress relief are important for everyone, but they are especially important for people with PCOS because of their increased risk of metabolic problems such as diabetes and high cholesterol.
For people with PCOS who are overweight or obese, the loss of 5 to 10 percent of body weight can reverse symptoms, restore ovulation, and normalize testosterone levels. This does not mean that the goal of PCOS management should be a patient losing a certain number of pounds. In fact, crash diets can be dangerous, and they are not sustainable. The overall priority should be optimizing health, and this includes developing sustainable exercise habits and balanced nutritional goals. Registered dieticians and primary care doctors are essential members of the treatment team to help guide healthy weight management as well as maintenance of blood sugar, cholesterol, and blood pressure levels.
Regular exercise, sleep, and stress management also help decrease insulin and blood sugar levels. They may also reduce the amount of stress hormones like cortisol, which can cause hunger and weight gain.
Optimizing nutrition, maintaining regular exercise and sleep habits, and getting regular checkups can help people with PCOS take back control of their health and reverse some of the effects of the condition.
TAKE-HOME POINTS
 
	PCOS is a condition in which hormone imbalances cause symptoms such as missing periods, infertility, acne, and increased facial hair, and it increases the risk of high blood pressure and diabetes.
	It’s the most common endocrine disorder among reproductive- age women.
	A patient can have PCOS without having polycystic ovaries.
	Up to 70 percent of people with PCOS have prediabetes.
	Nutrition, exercise, and stress management can help prevent health problems associated with PCOS such as high cholesterol and diabetes.
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Ovarian Cysts
Ovarian cysts are incredibly common. If you do an imaging study on a person with functioning ovaries, chances are that you’ll find cysts. They’re the most common red herring when it comes to pelvic pain because they are seen on ultrasound so often. Patients may worry when they hear they have cysts, but oftentimes their gynecologists will explain that the small cyst seen on the ultrasound is a normal finding, is almost certainly not causing their pain, and will likely go away within a few weeks.
But sometimes a cyst is actually the source of the pain—cysts can rupture, causing a sudden and severe pain. Cysts can also become large and heavy, sometimes so heavy that the ovary twists and cuts off its own blood supply; this is a surgical emergency called ovarian torsion. Certain types of ovarian cysts, such as endometriomas, are notorious for causing severe pain. It can be difficult to tell the difference between cysts that are normal and cysts that require close monitoring or surgical treatment, but knowledge is power, so let’s start demystifying.
NORMAL CYSTS
The majority of ovarian cysts are innocent bystanders. In the course of making hormones and releasing eggs, the ovary often creates physiologic
cysts, also called functional cysts, which are fluid-filled structures that develop as part of the ovary’s normal functioning. Common physiologic cysts include follicular cysts, which are large follicles filled with fluid; corpus luteum cysts, which occur after ovulation; and hemorrhagic cysts, which form when ovarian tissue bleeds after ovulation. All these cysts are extremely common and considered normal findings. They almost always are reabsorbed and disappear on their own without treatment, and they usually don’t cause any sort of pain or symptoms. In fact, gynecologists may not even mention these types of cysts when reviewing imaging studies with patients because they’re considered a normal part of healthy reproductive-age ovaries.
When physiologic cysts become large, they can cause pain, pressure, or discomfort, or they can rupture. If a patient is having bothersome symptoms from physiologic cysts that keep recurring, birth control pills may be prescribed; these help prevent cyst development because they block follicle growth and ovulation. Unfortunately, it’s a myth that birth control can treat or shrink existing cysts; they have to be reabsorbed on their own.
ABNORMAL CYSTS
There are some types of cysts that don’t resolve on their own or that commonly cause severe pain. These abnormal cysts may need to be surgically removed if they’re causing symptoms or pose other health risks.
ENDOMETRIOMAS
Endometriomas are ovarian cysts filled with old blood and endometriosis tissue. The fluid inside of endometriomas looks like chocolate syrup, so they’re commonly referred to as chocolate cysts. Endometriosis cysts can cause severe pain even if they are small. Endometriomas look very similar to hemorrhagic cysts on ultrasounds and MRIs, since they’re both filled with what looks like old blood. However, hemorrhagic cysts usually go away on their own, whereas endometriomas either stay the same size or grow larger. When it’s unclear if a cyst is hemorrhagic or an endometrioma, gynecologists may recommend waiting a few weeks or months and repeating an ultrasound to see if the cyst remains.
DERMOIDS
Dermoid cysts, also known as mature or benign teratomas, are without a doubt some of the strangest things that can possibly grow in the human body. Dermoids develop from germ cells, which have the potential to turn into other types of tissue; they’re usually filled with hair, teeth, and an oily liquid, and they sometimes even contain skin, bone, thyroid, or brain tissue. No one knows why they develop.
Having an ovary filled with hair and teeth can be very painful. Dermoids can become quite heavy, which poses a risk for ovarian torsion. Small dermoids that don’t cause pain can be monitored with ultrasounds to ensure they don’t grow. Surgery may be recommended if they are causing pain or if the cyst is large. If a dermoid cyst ruptures, either spontaneously or during surgery, it can cause very severe inflammation of the abdomen and pelvis. Surgery for dermoid cyst removal must be performed extremely carefully to avoid spilling cyst material.
CYSTADENOMAS
These are benign fluid-filled cysts that form from cells on the surface of the ovary. Serous cystadenomas contain clear, watery straw-colored liquid called serous fluid. Mucinous cystadenomas are filled with a mucus-like fluid, and they’re unique because they can grow to an enormous size. They can fill an entire abdomen and contain many liters of fluid, causing severe pressure, pain, and bloating. Because of their size, mucinous cysts may initially be alarming for both patients and doctors, though patients will be relieved to hear that most cases end up being benign and noncancerous.
BORDERLINE TUMORS
Borderline ovarian tumors are also known as tumors of low malignant potential. These are rare tumors that are not cancerous, as they grow more slowly than cancers and don’t usually invade nearby tissues as cancer does, but they do have the potential to spread or become cancerous, so they’re treated with caution. If there’s concern for possible borderline cyst or ovarian cancer, a general gynecologist will refer the patient to a gynecologic oncologist for counseling and surgical management.
CYST EMERGENCIES
Ovarian cysts can sometimes pose a serious risk to someone’s health, in which case they must be evaluated immediately. Emergency situations include ruptured or hemorrhaging cysts and ovarian torsion.
OVARIAN CYST RUPTURE
All types of ovarian cysts can potentially rupture, or burst, causing a sudden sharp pain. If a patient goes to the emergency department with this type of acute pain, the doctor will likely order an ultrasound. Signs of a possible ruptured cyst include fluid around the ovary or in the pelvis and a residual cyst with some fluid remaining inside.
Most ruptured cysts don’t need treatment, as the ovary will usually heal itself and the fluid will be reabsorbed. The pain usually improves on its own within a few days. Doctors may prescribe pain medication such as ibuprofen or acetaminophen for discomfort during healing while they monitor for signs of internal bleeding. Surgery is necessary only if there is concern for active bleeding that isn’t stopping, if pain is severe and not improving, or if there’s a possibility that another type of emergency such as torsion may be occurring.
OVARIAN TORSION
Torsion is one of the few true surgical emergencies in gynecology. Surgery must be done immediately because torsion can cut off blood supply and lead to death of the ovary. Imagine a ball hanging on a string. In this analogy, the ovary is the ball, and the blood vessels that feed the ovary are the string. If the ball rotates, it twists the string each time it turns. If a blood vessel becomes twisted in this way, eventually blood will no longer flow to or from the ovary, and ovarian tissue will die if blood flow is not restored quickly.
This can cause excruciating pain that resembles the level of pain from kidney stones, and people experiencing torsion may be seen writhing in bed in the emergency department (ED). The pain can come and go as the ovary twists and untwists. In addition to sudden severe pain, torsion causes nausea and vomiting.
An ultrasound may show a large ovary with or without a cyst, and there may be a lack of blood flow to the ovary. Since torsion can come and go, it can’t be ruled out even if blood flow appears normal on ultrasound. If there is suspicion for torsion, emergency laparoscopic surgery is needed immediately to untwist the ovary, restore blood flow, and remove the cyst so that the ovary doesn’t twist again. For this reason, anyone having sudden severe pelvic pain, especially with nausea and vomiting, should seek emergency medical care, and gynecologists will take patients for urgent surgery if they have signs of possible torsion.
DIAGNOSIS
Most of the time, a pelvic ultrasound is all that is needed to assess the type of cyst and guide decisions about management. But if there is uncertainty about the type of cyst or concern that the cyst might be cancerous, an MRI or blood tests for what are called tumor markers may be ordered to provide additional information.
IMAGING
Pelvic ultrasounds are very good studies for ovarian cysts and can clearly identify functional cysts, endometriomas, and dermoids. If the radiologists can’t determine the type of cyst or need more information, they may recommend an MRI.
Computerized tomography (CT) scans, which are often used in the ED for evaluation of abdominal pain, are good at visualizing bowel abnormalities or kidney stones, but they’re actually very poor at evaluating the gynecologic organs. If a CT shows something in the uterus or ovaries, gynecologists will recommend a pelvic ultrasound for more accurate assessment. It’s not uncommon for an ultrasound ordered to evaluate a cyst seen on a CT scan to show no evidence of a cyst.
TUMOR MARKERS
Tumor markers are proteins produced by cancer cells, and they’re sometimes used to help determine if a cyst is cancerous. The most well-known ovarian cancer tumor marker is cancer antigen 125 (CA-125). Tumor markers do not tell you whether someone has cancer or not, and some patients who have ovarian cancer have perfectly normal tumor markers. Many benign conditions, such as endometriosis and fibroids, and even non-gynecologic inflammatory diseases, such as tuberculosis, can cause very elevated levels of CA-125. For these reasons, experts don’t recommend checking CA-125 blood levels in premenopausal patients with an average risk of ovarian cancer.
CA-125 is used to screen people who have a high risk of ovarian cancer, particularly women with mutations in the BRCA1 and BRCA2 genes, which significantly increase the likelihood of developing breast and ovarian cancer (BRCA is an acronym for BReast CAncer). It can also be helpful in evaluating whether an ovarian cyst or tumor is concerning for cancer in postmenopausal patients.
Lab work for other tumor markers for ovarian cancer may be ordered for premenopausal patients depending on the imaging. Panels combining multiple tumor markers can increase the accuracy of assessing malignancy, though these specialized tests are often unavailable outside of major metropolitan areas.
Ultimately, tumor markers are one part of a broader evaluation that includes imaging studies, physical exam, age, and family history. Doctors use them to help decide whether someone should be referred to a gynecologic oncologist and to monitor treatment response for those who do have cancer.
SURGERIES
When someone is diagnosed with a cyst, their first questions are usually “How is this treated, and do I need surgery?” Physiologic cysts often resolve on their own, so they can be monitored until they go away, but endometriomas and dermoids stay put unless removed surgically. This does not mean that someone with these cysts must have surgery; when discussing treatment options, a gynecologist considers factors such as pain severity, cyst size, the risk of torsion, impact on fertility, and possibility of cancer.
There are two options for surgical treatment of cysts. One is cystectomy, which is the removal of the cyst but not the ovary, and the other is oophorectomy, which is removal of the entire ovary. Cystectomies and oophorectomies can be performed with laparoscopy or laparotomy (open surgery), depending on the size of the cyst and whether there is a concern about cancer or spillage of the contents. As with any surgery, the smaller the incisions are, the faster the recovery and lower the risk of complications.
OVARIAN CYSTECTOMY
Cysts grow inside normal ovarian tissue. Picture a water balloon inside of another balloon. The normal ovary is the outer balloon, and the inner balloon is the cyst wall, filled with fluid or material such as the hair and teeth of a dermoid. To remove the cyst, the surgeon cuts into the ovary, and the normal ovarian tissue will be peeled off the cyst, similar to peeling a grape. Usually, cysts are not drained, because if you simply drain the fluid but don’t fully remove the cyst, it can fill with fluid again.
In a laparoscopic cystectomy, once the cyst has been removed from the ovary, it is put in a plastic bag, and the bag is pulled out through the belly button. The ovary doesn’t need to be stitched back together after a cystectomy; it seals itself up on its own.
Because the ovary has to be cut to remove the cyst, some follicles will be lost. Since ovaries cannot regenerate eggs—people are born with all the eggs they will have in their lifetime—a cystectomy can decrease the pool of available eggs, known as the ovarian reserve. When a surgeon is deciding whether a cyst needs to be removed, the potential effect on ovarian reserve is weighed against the risks of leaving the cyst in the ovary.
The default treatment is to remove the cyst and preserve the ovary, especially if the patient is concerned about future fertility. The downside of a cystectomy, as opposed to an oophorectomy, is that an ovary that has created a cyst once can do it again, so other surgeries may be needed down the line. Also, if there is a concern that the cyst may be cancerous, spillage of the contents during removal may spread abnormal cells. For these reasons, ovary removal may be preferable in a postmenopausal patient or anyone who has a high risk of cancer.
OOPHORECTOMY
To remove an ovary, the blood vessels that supply it are sealed and cut. Usually, the connected fallopian tube is removed with the ovary; this is called a salpingo-oophorectomy (removal of the tube and ovary). The gynecologist will usually try to preserve the other ovary in order to maintain normal hormone levels unless there is cancer or a high risk of ovarian cancer, as in the case of BRCA gene mutations. Removal of one ovary doesn’t usually significantly change overall hormone levels, since a single ovary can maintain hormone levels on its own, but even patients who have just one ovary removed may have higher rates of depression and neurologic issues.
The removal of both ovaries can have significant adverse effects. Premenopausal women who have had both ovaries removed have higher risks of cardiovascular disease and a higher overall risk of death. The ovaries continue making some hormones even after menopause, which is important for cardiac and other health benefits. In the past, gynecologists sometimes removed both ovaries even if only one was abnormal. Today it is rare for a gynecologist to take out both ovaries in a patient under fifty unless they have cancer or a high risk of getting cancer.
TAKE-HOME POINTS
 
	Most women of reproductive age have ovarian cysts. The majority of cysts are normal, will go away on their own, and don’t usually cause pain.
	Dermoids are a rare type of cyst filled with hair, teeth, or other types of tissue like bone.
	Pelvic ultrasounds are the go-to diagnostic method for cysts.
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Pelvic Floor Dysfunction
Pelvic muscle spasm and pelvic dysfunction are extremely common causes of pain and bowel and bladder symptoms, but they are often missed because they don’t show up on imaging or lab work, and they require a specialized pelvic exam to diagnose. I used to care for patients part-time at a Veterans Administration hospital, and I discovered that almost all the female military veterans who were referred with chronic pain had pelvic muscle issues. Very often, this was caused by a strenuous exercise and work regimen or a physical injury in the past.
Pelvic floor problems are common, and pelvic physical therapy helps prevent pain and distressing vaginal and urinary symptoms. In many people, pain with sex, leaking of urine, difficulty controlling the bladder, or chronic constipation is caused by spasm or dysfunction of the pelvic muscles, and this can be treated with physical therapy. Endometriosis patients commonly have pelvic muscle issues because the endometriosis inflames nearby muscles and nerves. And most people who have given birth have experienced damage to the pelvic floor from the stresses of pregnancy or labor. For this reason, some European countries, such as France, provide pelvic physical therapy for all women postpartum to aid in recovery and prevent symptoms such as urinary incontinence.
PELVIC FLOOR ANATOMY
The simplest way to understand the pelvic floor is to imagine the pelvis as a bowl made up of muscles. Some of these muscles connect to the lower back, hips, and legs. Patients are often shocked to learn that pains that they’re feeling in their lower abdomen, buttocks, hips, upper thighs, or back are from pelvic muscles, because they didn’t know that the pelvic muscles extended to those parts of the body.
The pelvic floor muscles are usually in a state of contraction, meaning they are somewhat tensed. This muscle tone helps prevent the uterus, rectum, bladder, and vagina from prolapsing (dropping). These muscles are also connected to the urethral and anal sphincters and help control the release of urine and feces.
A muscle called the levator ani wraps around the vagina, urethra, and rectum and functions almost like a sling to support the pelvic organs and prevent incontinence (leaking of urine or stool). The obturator muscles are located in the front of the pelvis and rotate and stabilize the hip. A small muscle called the coccygeus attaches to the tailbone (also called the coccyx) and can be injured in a fall or with childbirth. Another small muscle next to the coccygeus is the piriformis, which connects the sacrum (lower part of the spine) with the femur bone in the upper leg, and piriformis syndrome may occur when the nearby sciatic nerve gets compressed or inflamed by the piriformis muscle. This can cause sciatica, which is pain or numbness of the buttock or leg. Psoas muscles, which aren’t typically considered part of the pelvic floor, pass through the pelvis. These large muscles connect the vertebrae in your lower spine to your femurs, and their primary function is to lift the legs.


The perineal muscles are not usually included in the pelvic floor muscles, but they help support the vagina and pelvic organs. They are tiny muscles directly underneath the skin of the vulva and between the legs, and they extend from the pubic bone in front to the coccyx in a triangular shape. Nerve fibers and the erectile tissue of the clitoris pass through this area. Several perineal muscles converge into the perineal body, which is a meeting of the muscles between the vagina and the anus. The anal sphincter connects to this perineal body, and the entire complex supports the vagina and rectum. Some of the muscles and connective tissue of the perineum and pelvic floor can be stretched or torn during pregnancy and childbirth, leading to pelvic organ prolapse or incontinence.
SYMPTOMS
Dysfunction of the pelvic floor muscles can cause a wide range of bothersome issues. Just as the muscles of your back, neck, arms, and legs can spasm and become painful, spasming pelvic muscles can cause severe pain. Because they are closely connected to the vagina, rectum, and bladder, spasms in these muscles can also cause functional problems, such as pain with sex, constipation, and incontinence.
Pelvic floor muscle spasm and pelvic dysfunction can occur randomly or can be triggered by injury, infection, or inflammation. Possible triggers are sudden injury of the legs, back, pelvis, or vagina and chronic stresses such as intense exercise or heavy lifting. Runners, dancers, people with very physically strenuous jobs, people who have suffered sexual trauma, and people who have been in car accidents or had other physical injuries are all at risk of developing pelvic floor dysfunction. The pelvic muscles can spasm and become tight and painful, or they can fail to contract normally, leading to difficulty emptying the bladder or having bowel movements.
A surprising cause of pelvic floor dysfunction is hovering over public toilets instead of sitting on the seat. Hovering causes the pelvic floor muscles to tense unnaturally, leading to difficulty relaxing the muscles when trying to urinate or have bowel movements. Pelvic physical therapists recommend that people sit directly on the toilet (with a seat cover if desired) or, even better, use a Squatty Potty, which positions the muscles at the proper angle. Squat toilets, which are common in Asia, Africa, and the Middle East, are toilets located in the floor itself, and users squat over the opening to urinate or defecate. Squat toilets also allow the pelvic muscles to relax in a more natural way while going to the bathroom.
The muscles and nerves of the pelvis and pelvic organs are all interconnected, so multiple issues tend to arise simultaneously. For instance, someone may have symptoms of difficulty urinating, constipation, pain with sex, and chronic pain of the pelvis, lower back, legs, and hips.
PAIN
Pelvic floor spasms can feel like aching or cramping, pressure, or burning, and associated nerve pain, such as sciatica, can feel sharp and shooting and radiate down the legs or to the back. It can start suddenly when triggered by exercise or intercourse, or it can be chronic and persist daily.
In myofascial pelvic pain, the muscles become tight, causing particularly painful spots, called trigger points, to develop. When these trigger points are pushed or touched—for example, during intercourse, tampon insertion, or pelvic exams—they can cause severe pain, which sometimes radiates out to other parts of the body. Trigger points might be the cause of pain with sex that occurs only in certain positions.
Vaginismus is a condition where the pelvic muscles spasm involuntarily during vaginal penetration, causing severe pain with sex. In recent years, the definition of vaginismus has been expanded, and now it is considered part of a larger category of female genito-pelvic pain disorder. People with these conditions often have severe pain and muscle spasms when they have intercourse, insert tampons, or get a pelvic exam. Because the pain can be so distressing, people with vaginismus may develop severe anxiety or fear that is provoked by even the thought of vaginal penetration. This anxiety further conditions the body to respond by tensing the muscles when penetration is attempted, leading to a cycle of worsening symptoms.
BLADDER SYMPTOMS
Pelvic floor muscle dysfunction can cause bladder symptoms, such as an urgent or frequent need to urinate, difficulty fully emptying the bladder, and leaking of urine. The muscles of the pelvic floor and bladder can be either too weak or too tense, and both can cause problems with bladder control.
Interstitial cystitis (IC), also known as painful bladder syndrome, is strongly associated with pelvic floor dysfunction. People with IC can have bladder pain and urinary frequency, and IC symptoms can be mistaken for the symptoms of a UTI; however, urine tests will not show any sign of bacteria. Treatment of pelvic floor dysfunction is an important part of IC symptom management.
BOWEL SYMPTOMS
Tight pelvic floor muscles can cause severe constipation, straining, and pain with bowel movements. Pelvic floor or anal sphincter spasms can cause sudden, sharp rectal pain, called proctalgia fugax. Colorectal surgeons and gastroenterologists may refer patients with constipation, rectal pain, or fecal incontinence to pelvic floor physical therapy. If you are experiencing any of these issues, you may want to request a referral to a pelvic physical therapist in addition to the routine gastrointestinal tests and treatments.
DIAGNOSIS
Pelvic floor disorders are diagnosed with a combination of symptom evaluation and an exam of muscle strength, tone, and tenderness. Patients should expect doctors and physical therapists to ask about pain and triggers. They’ll be asked what alleviates the pain, what type of pain it is, and whether they have issues with exercise, sex, or bladder or bowel function. Often, the answers to these questions will point to pelvic floor dysfunction as the likely diagnoses before a physical exam is even done.
Patients may feel anxious about the pelvic floor exam, and knowing what to expect ahead of time can help ease that anxiety. Whether the exam is done by a gynecologist, a colorectal surgeon, or a pelvic physical therapist, it is usually a combination of an internal vaginal and, possibly, rectal exam and external inspection of the vulva, perineum, and anus. The specialists should tell the patients what to expect and what they’re looking for, which allows patients to feel safe and comfortable throughout the process. The version of this exam that many gynecologists do can be quite quick—simply using a single finger or two to gently push on the muscles of the vulva and vagina to check for pain, spasm, and weakness and assess whether pelvic physical therapy is needed.
Pelvic floor physical therapists are physical therapists who have done additional formal training focusing on the pelvic floor and problems related to pelvic or sexual pain and bowel and bladder symptoms. The physical therapist will perform a detailed examination of the pelvic muscles and the nerves, joints, and muscles of the legs, hips, back, and abdomen.
TREATMENT
The main treatment for pelvic floor dysfunction is physical therapy guided by licensed pelvic floor physical therapists. Medications can be used as an adjunct to PT to help relax the muscles or make them less painful.
PELVIC FLOOR PHYSICAL THERAPY
Many people have heard of Kegel exercises, which involve tightening the pelvic floor muscles for several seconds multiple times throughout the day; this can prevent or limit urinary incontinence. However, pelvic floor physical therapy is far more complex than that. In fact, sometimes doing Kegels can make pelvic floor dysfunction worse because it causes further spasm of the muscles. Pelvic PT is always customized for each individual patient and can include a combination of stretching and releasing tight muscles or trigger points, strengthening weak muscles, retraining the bladder and muscles in normal functioning and relaxation, and coordinating the activity of the muscles.
Physical therapists may guide patients in exercises to control and strengthen the muscles. They may use biofeedback, a technique in which small sensors are placed in the vagina or anus or on the skin around the anus. When the muscles are tightened and relaxed, the pressures achieved are conveyed as a visual display on a monitor or as auditory cues; this helps the patient target the correct muscles and assess improvement in strength and control. Other tools that may be used to help strengthen weak pelvic muscles are electrical stimulation (where a gentle electrical current is used to help activate and contract the muscles) and small plastic or silicone weights, which are held in the vagina to help engage the muscles.
Physical therapists may manually release tight muscles, sometimes using small curved silicone or plastic wands to reach particularly painful or tight spots. If a patient is experiencing vaginismus or uncomfortable vaginal tightening due to menopause or testosterone use, they may also use vaginal dilators. Dilators are narrow, tube-shaped devices that come in different sizes and gently stretch and relax the vaginal walls and pelvic muscles. Starting with the narrowest size, the physical therapist or the patient inserts the dilator in the vagina. Once patients are comfortable with a dilator size, they will move to the next larger size, and hopefully, over time, they will be able to insert tampons or have intercourse without pain. Most physical therapists will teach patients how to use dilators so they can continue their exercises at home.
Many people feel anxious or confused about what they might experience during pelvic PT. Pelvic physical therapists understand that patients may be nervous, and they know that many people who have pelvic floor issues have experienced sexual trauma or feel uncomfortable with vaginal exams. They will work within each patient’s comfort level and pace, allowing the patient to feel safe and centered in the experience.
MEDICATIONS
Sometimes pelvic PT can be augmented with certain medications; they don’t take the place of PT but they can help make PT more comfortable or effective. There is very little research about medications for the treatment of pelvic floor dysfunction—their use is often based on findings extrapolated from other types of chronic pain or muscle spasms. In fact, all the following medications are technically off-label for use in treating pelvic pain, meaning that they are not officially approved by the FDA for the treatment of these symptoms. Because some people do find them helpful for pelvic floor issues, they may be worth discussing with your doctor.
Oral Medications
Gabapentin (Neurontin) is an antiseizure medication that is used for the treatment of nerve-related pain. Certain types of antidepressants, such as amitriptyline, can actually improve pain as well as bladder and bowel symptoms, so they are sometimes used for IC or irritable bowel syndrome. Muscle relaxants such as cyclobenzaprine can also temporarily relieve pelvic muscle spasm. All these medications can cause side effects such as sedation and dizziness, and people sometimes stop using them because they find the side effects bothersome.
Vaginal Suppositories and Creams
It is possible for the above medications to be made into vaginal suppositories, which have fewer side effects than pills. Vaginal suppositories come in different shapes, are small, and can fit comfortably inside the vagina. Another medication that can be used in this way is diazepam (Valium), which is commonly used to treat anxiety. The data is conflicting on whether vaginal diazepam has a significant effect on pelvic floor spasm. Some studies show it improves pain scores and patients can feel a difference in their pelvic floor symptoms.
Vaginal suppositories are prescribed for people to insert at home if they experience pain or to use around the days that they will undergo PT. A limitation in their use is that they must be created by compounding pharmacies, as they are not available from traditional commercial pharmacies.
Injections
For patients with painful trigger points, another treatment option is trigger point injections. A combination of a local anesthetic to numb pain and a steroid to decrease inflammation are injected into the trigger point. These injections can also treat nerve conditions such as sciatica and piriformis syndrome.
Pelvic floor botulinum toxin (Botox) injections may help with severe muscle spasm, and when injected into the bladder wall, they can improve symptoms of urinary frequency or urgency. This is an expensive treatment that may not be covered by insurance.
Trigger point and botulinum toxin injections are usually administered in the doctor’s office by urogynecologists. Though the injections are given with a local anesthetic to numb the area, it’s possible to feel some initial pain when they are administered, and some patients prefer to have them performed when they’re under sedation. Several treatments over weeks or months may be necessary to provide sufficient pain and symptom relief.
TAKE-HOME POINTS
 
	Pelvic floor muscle spasm can cause pain in other parts of the body, like the lower back, abdomen, hips, buttocks, and legs.
	A surprising cause of pelvic floor dysfunction is hovering over public toilets instead of sitting directly on the seat.
	Tight and dysfunctional pelvic muscles can cause severe constipation and sharp rectal pains.
	Pelvic floor physical therapists specialize in the pelvic floor, sexual and pelvic pain, and problems with bladder and bowel function.
	Kegel exercises can worsen pelvic floor dysfunction and pain.
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Pelvic Organ Prolapse
Pregnancy, childbirth, and changes of menopause can weaken pelvic muscles and the support structures, such as ligaments and connective tissue, that keep the uterus, bladder, and rectum in place. When these structures weaken or tear, pelvic organ prolapse (POP) can occur—the dropping of the pelvic organs into the vagina or out of the body through the vagina. Though many people in the general public are not familiar with this condition, it is actually extremely common, and around two hundred thousand surgical procedures to treat pelvic organ prolapse are performed in the United States every year.
There is an entire subspecialty of medicine that deals with these conditions: urogynecology, also known as female pelvic medicine and reconstructive surgery (FPMRS). Urogynecologists are urologists or gynecologists who specialize in the management of prolapse, incontinence, and other bladder problems such as pain, difficulty emptying the bladder, or urinary infections. People who are dealing with incontinence or prolapse can ask their primary care doctors or gynecologists for a referral to a urogynecologist to discuss their options for treatment.
RISK FACTORS
Risk factors for developing prolapse and incontinence include any stressors that damage or weaken the muscles, ligaments, and fascia that surround the pelvic organs. The most common stressors are pregnancy, childbirth, and menopause. Other risk factors include aging; obesity; family history; connective tissue disorders, such as Ehlers-Danlos syndrome, which weaken the vaginal walls and ligaments of the body; chronic cough; and straining from constipation. High-intensity exercise and heavy lifting during strength training or with physically strenuous jobs can also weaken the pelvis over time and increase risk of prolapse.
PELVIC ORGAN PROLAPSE BASICS
Prolapse can be thought of as hernias of the pelvis. Similar to hernias of the belly button, groin, and abdomen, there is normally a strength layer that keeps organs in place, but if there is a weak area, the organs underneath that strength layer can bulge through. For pelvic organ prolapse, the weaknesses are in the vaginal walls or the support structures that keep the uterus in place. When weak areas develop, bulges can form in the vaginal walls, allowing the bladder, urethra, rectum, intestines, or uterus to push into the vaginal canal.
In early stages of prolapse, this may simply feel like a sensation of fullness in the vagina; some people describe it as feeling like they’re sitting on a ball. As the prolapse worsens, the vaginal walls or uterus can begin to be seen or felt outside the body as a flesh-colored bulge at the opening of the vagina. In the most severe form of prolapse, called complete procidentia, the entire uterus or vagina can hang outside the body as a large tubular bulge.
Even mild prolapse can cause vaginal pressure or pain, and patients with more severe prolapse can experience difficulty having sex or exercising, irritation of the tissue from rubbing against clothing, or the inability to entirely empty the bladder or bowels because urine or feces get trapped in the bulge.
DIAGNOSIS
During an evaluation for prolapse, the doctor will conduct a pelvic exam that is done first while patients are lying down with their feet in stirrups and then while they’re standing up. The pelvic exam is done in two positions because standing up causes the organs to drop more significantly. Patients are asked to strain or bear down like they’re having a bowel movement, then the doctor will measure the distance in centimeters that the front and back walls of the vagina, uterus, and cervix come down with pressure. They’ll also measure the diameter of the opening of the vagina and the perineum, because a widened vaginal opening and a shortened perineum indicate weakening of the pelvic supports.
The type of prolapse is based on the organ that is bulging into the vaginal wall. A cystocele is the prolapse of the bladder, a rectocele is the prolapse of the rectum, and an enterocele is the prolapse of a small loop of the intestines. The uterus can also prolapse, and the top of the vagina can prolapse if the uterus has been removed.
Examination for prolapse is combined with tests of bladder function, pelvic muscle strength, and vulvovaginal sensation to get a sense of the person’s general pelvic health.
TREATMENT
Treatment for POP is necessary only if the prolapse is causing pain or discomfort or affecting someone’s ability to urinate, have bowel movements, or engage in sexual activity. If there are risk factors for prolapse that can be managed, such as chronic constipation or cough, minimizing that strain on the pelvic support structures can prevent further worsening of prolapse.
If someone requires treatment, the choice of treatment option depends on several factors: age and overall health, prolapse severity and type, whether the person is sexually active, and desire for fertility. Doctors tend to recommend starting with pelvic PT or a vaginal pessary (discussed further below), then considering surgical repair if symptoms don’t improve.
PELVIC FLOOR PHYSICAL THERAPY
Pelvic floor physical therapy can decrease prolapse and prevent progression by strengthening and training the pelvic muscles. On average, pelvic PT reduces the prolapse by only about one to two centimeters, so it isn’t likely to effectively treat severe POP.
PESSARIES
Pessaries are silicone or plastic devices of varying shapes (disks, rings, cubes, doughnuts) that are placed in the vagina to help lift and support the pelvic organs and reduce the prolapse. Different pessary shapes provide varying degrees of pelvic support, but rings and disks are most commonly used.
These devices need to be removed and washed with soap and water periodically. The flexible rings and disks can be removed and reinserted by the users themselves; they are similar to a contraceptive diaphragm and are washed once a week. For people who are older, who are not sexually active, or who have more severe prolapse, more rigid pessaries are used, and they’re removed and cleaned by a healthcare provider every three months. Cleaning and routine examination prevents infection, discharge, and erosions into the vaginal wall.
Pessaries are a good option for people who prefer to avoid surgery, but they may not be ideal for a patient who is unable to keep up with washing the device or can’t come into the doctor’s office regularly for cleaning.
SURGERIES
Surgery to treat POP involves fixing the weakened areas of the vaginal walls and supporting the vagina, bladder, rectum, uterus or cervix, and upper vagina to restore the normal anatomy as best possible. It can be performed vaginally or through the abdomen and usually involves suturing weakened areas of the vagina or placing stitches between the vagina and ligaments in the pelvis to lift the vaginal walls. A hysterectomy may be considered for a prolapsing uterus, and as urinary incontinence is often associated with POP, a repair procedure for incontinence may be done at the same time. Doctors tend to recommend that patients wait to have this surgery until they are done having children, because pregnancy and birth can weaken the surgical repairs.
Surgical Mesh
In the past, synthetic mesh, a netlike graft made of polypropylene or similar materials, was used to repair the vaginal walls and treat prolapse. Other hernias of the abdomen or groin are commonly repaired with mesh in order to provide better support for weakened tissue, and prolapse repairs are considered to be forms of hernia surgery. Unfortunately, it was discovered that mesh placed in the vagina caused complications such as erosion through the vaginal wall, bleeding, and pain. For this reason, in 2019 the U.S. Food and Drug Administration banned the sale and distribution of vaginal mesh kits, and the use of vaginal mesh was banned outright in Australia, New Zealand, and the United Kingdom.
In the United States, transvaginal synthetic mesh is used very rarely. but prolapse is still often repaired with mesh in a type of abdominal surgery called a sacrocolpopexy. In this surgery, which is usually done with laparoscopy or a surgical robot, a piece of mesh is attached to the cervix or upper portions of the vagina on the inside of the body, then secured to the tailbone at the base of the spine. This lifts and restores the normal positions of the vaginal walls and pelvic organs, and it is the gold standard treatment for severe prolapse and patients with a higher risk of having recurrence of prolapse. Placing the mesh inside the body poses less risk of erosion than placing through the vagina, but some surgical risk remains.
Colpocleisis
For people who are not sexually active, another option for POP repair is a colpocleisis, which is where the walls of the vagina are sutured together and the vaginal canal is significantly shortened and tightened; this prevents the other pelvic organs from prolapsing. This is an option only for patients who will never again engage in penetrative intercourse. It sounds extreme, but a colpocleisis is less invasive than other surgical repairs, which makes it a better option for elderly patients or people with serious medical conditions who cannot tolerate a longer or extensive repair surgery.
TAKE-HOME POINTS
 
	Around two hundred thousand surgeries to treat pelvic organ prolapse are performed every year in the United States.
	The most common risks for pelvic organ prolapse are pregnancy, childbirth, and menopause, but other risk factors include chronic cough, constipation, and lifting weights.
	Complete procidentia, where the entire uterus and vagina have prolapsed outside of the body, is the most extreme form of prolapse.
	Pessaries are silicone or plastic devices of different shapes (rings, disks, cubes) that are placed in the vagina to hold the pelvic organs in place.
	Surgical treatment for prolapse is usually delayed until patients are done having children, because pregnancy and childbirth can weaken the repairs and cause prolapse to return.
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Urinary Incontinence
Leaking urine is a universal experience for nearly every woman at some point in their adult lives. Many patients feel relief when they learn that their experience is so common. Urinary incontinence, or loss of bladder control, affects up to half of all women and up to 70 percent of postmenopausal women. The same factors that cause pelvic organ prolapse—pregnancy, childbirth, menopause, chronic pelvic strain—can weaken the structures that support the bladder and urethra, so people with prolapse also commonly experience leaking of urine. Some people will only occasionally leak a few drops with the most strenuous physical exertion; others may have little to no control of their bladder.
Patients experiencing incontinence on a regular basis can feel extremely distressed: leaking can affect people’s ability to work or exercise and can cause odor and vulvovaginal infections. Fortunately, there are several treatment options to help manage the leaking so people can get back to their daily activities without having to constantly search for the nearest bathroom.
TYPES OF INCONTINENCE
The different versions of urinary incontinence are stress, urge, and overflow. These terms describe the circumstances under which someone will leak urine, and many patients experience more than one type.
STRESS URINARY INCONTINENCE
Stress urinary incontinence is leaking that occurs with activities that put pressure on the bladder, such as coughing, laughing, and exercise. It can be caused by weakness of or damage to the support structures of the bladder and urethra. Imagine a garden hose with water flowing through. If you press down on the hose, you can block the flow of water. If you aren’t able to press down firmly, the water starts to pass through.
URGE URINARY INCONTINENCE AND OVERACTIVE BLADDER
Urge urinary incontinence occurs when a person feels a sudden urge to urinate that is followed by leaking of urine. The broader term for increased urinary urge, with or without leaking, is overactive bladder (OAB). Overactive bladder can be caused by frequent, uncontrolled contractions of the muscle of the bladder wall, which create a sudden urge to urinate even when the bladder is not full. Bladder overactivity can also cause nocturia, which means an increased need to urinate overnight.
Increased bladder urgency and urge incontinence are associated with menopause, prior bladder infections, and diabetes, and it can also result from neurologic conditions such as strokes, multiple sclerosis, and Parkinson’s disease. However, there is often no identifiable cause, and people with overactive bladder and urge incontinence may be seriously limited in their ability to work, travel, and socialize because they often need to search for bathrooms frequently and without warning.
MIXED INCONTINENCE
Most people with urinary incontinence leak with both stress and urge. This is called mixed urinary incontinence.
OVERFLOW INCONTINENCE
With overflow incontinence, the bladder does not empty completely, so urine can leak out when the bladder becomes too full. It can be a result of nerve damage, which prevents someone from feeling when the bladder is full, and it can occur in patients with diabetes, alcoholism, and various neurologic conditions. Overflow can also be a result of physical blockage that prevents complete bladder emptying, such as significant prolapse that distorts or kinks the urethra or medications that affect bladder sensation.
DIAGNOSIS
During an evaluation for urinary incontinence, a doctor will ask about symptoms, including how often leaking is occurring and how much urine comes out, what triggers the leakage, and if there are any associated issues, such as difficulty emptying the bladder or problems with sensation. It may be helpful to keep a diary noting frequency of urination and leakage, volume of liquids consumed per day, and any activities observed to cause leaking.
Doctors will perform an examination to assess for signs of prolapse and dryness associated with menopause or low estrogen and to check genital sensation and pelvic muscle strength. A urine sample may be obtained to rule out urinary infections.
There are also tests called urodynamics that a urogynecologist may perform to assess the patient’s ability to fully empty the bladder and to evaluate the pressures in the bladder and urethra. Urodynamics are sometimes used to determine the type of problem present or help the doctor decide on a course of treatment. However, some types of incontinence, such as urge incontinence, can be treated without any testing beyond a basic physical exam and a urine sample.
TREATMENT
Treatment for urinary incontinence starts with lifestyle modifications and low-risk medications such as vaginal estrogen. Other medications, procedures, and surgeries may be used for patients who are not getting enough relief with less invasive treatments.
LIFESTYLE MODIFICATIONS
Making small daily changes can help prevent or minimize leaking. Basic lifestyle modifications include staying away from beverages that irritate the bladder and scheduling more frequent bathroom breaks to keep the bladder less full. This can improve urinary incontinence without the side effects of medications and the risks of surgeries.
Caffeine, Carbonation, and Alcohol Intake
Certain drinks, such as caffeinated or carbonated beverages and alcohol, can increase urine production or increase bladder urgency, so it is recommended to restrict or limit their consumption. If someone is having nocturia, they may need to stop drinking liquids after dinner. Drinking smaller amounts of water regularly throughout the day rather than large amounts less frequently may also decrease urgency and leaking.
Smoking and Constipation
Smoking and constipation can also contribute to urinary incontinence, so smoking cessation and ensuring regular bowel movements may be helpful.
Obesity
Obesity is a risk factor for developing incontinence because of increased pressure on the bladder and urethra, and weight loss for those who are obese has been shown to improve leaking from stress incontinence.
Bladder Training
Bladder training is a treatment option for urge incontinence, but it may also help with stress incontinence by keeping the bladder less full throughout the day. During bladder training, patients are counseled to urinate on a fixed schedule, starting very frequently, perhaps once an hour. They’re taught distraction or relaxation techniques to control urinary urges. Once they can go entire days without leaking, the interval between timed bathroom breaks is gradually increased until the patients are satisfied with the amount of time that they can hold their bladder.
Someone who is still having urinary incontinence but who doesn’t want more invasive treatment procedures may choose to wear incontinence pads to catch urine. These pads must be changed frequently, because urine and wet pads in constant contact with skin can cause vulvar irritation and yeast infections.
KEGEL EXERCISES AND PELVIC FLOOR PT
Kegel exercises to strengthen the pelvic floor muscles can help prevent incontinence. To do them, imagine that you are trying to cut off the stream of urine by squeezing the vaginal muscles. The muscles must be contracted for ten seconds and then fully relaxed, and this cycle should be repeated up to ten times in a row for three sets of repetitions each day. It may take many weeks or months to see results, but studies show that if done properly, Kegel exercises can significantly improve stress incontinence. However, Kegels are difficult to perform effectively because people may not be sure which muscles to squeeze or they might not do the exercises with enough regularity to make a significant difference. For patients who have spasms of the pelvic floor muscles, doing Kegels can also actually worsen bladder control because they further strain muscles that are already tight and dysfunctional.
Pelvic physical therapy helps guide pelvic floor and bladder training, and it’s an excellent option for patients who may be struggling to perform Kegel exercises or who have other problems with pelvic floor dysfunction.
PESSARIES
In addition to treating prolapse, vaginal pessaries can also help with stress incontinence. Incontinence pessaries are a ring with a firm round knob on one side. When the pessary is placed in the vagina, the knob sits beneath the urethra and compresses it, preventing leaking of urine.
MEDICATIONS
There are two main categories of medication used to treat urinary incontinence: vaginal estrogen suppositories, which strengthen the tissues of the vagina, urethra, and bladder, and oral medications that relax the bladder. Botulinum toxin can also be injected into the bladder to decrease urgency.
Vaginal Estrogen
During perimenopause or menopause, decreasing estrogen levels can cause weakening or changes to the tissue quality of the vagina, urethra, and bladder, leading to incontinence, urgency, or frequent UTIs. This can be treated with estrogen in the form of a cream, tablet, or a ring-shaped insert placed in the vagina. Very little, if any, estrogen is absorbed into the body through the vaginal walls, so it’s generally a very safe and well-tolerated medication. It’s considered a first-line treatment for urinary incontinence for patients who have signs of low estrogen or are perimenopausal or menopausal.
Oral Medications
There are oral medications that can improve overactive bladder and urge incontinence by relaxing the bladder or increasing the amount of urine that the bladder can empty. A newer category of medications called beta-3 agonists, mirabegron (Myrbetriq) and vibegron (Gemtesa), are used as first-line treatments.
If beta-3 agonists aren’t available or accessible due to cost, an older category of medication called anticholinergics—which include tolterodine (Detrol), oxybutynin (Ditropan), and solifenacin (Vesicare)—are just as effective, but they have a higher risk of side effects such as dry eyes, dry mouth, dizziness, constipation, rapid heart rate, vision changes, and dementia. More than half of patients will stop these medications within the first year due to side effects.
Bladder Botox
Botulinum toxin can be injected into the detrusor muscle of the bladder to relax the muscle and prevent excessive contractions. This is done under local anesthesia in the office and may need to be repeated every nine to twelve months. Botulinum toxin treatment increases the risk of urinary retention and urinary infections, so it isn’t a good treatment option for patients with a history of those issues.
PROCEDURES AND SURGERIES
When less invasive methods aren’t effective, there are surgical options for the treatment of incontinence. Urge incontinence can be treated with devices that use electricity to stimulate the nerves that govern bladder function, and treatments for stress incontinence include procedures that support the urethra and prevent urine from leaking through.
Neuromodulation
Stimulating the nerves in the lower spine that control the bladder can improve urinary urgency and urge incontinence. This treatment is called neuromodulation, and it’s performed with a device that looks like a pacemaker and is implanted surgically under the skin of the upper buttock near the spine. Another procedure that can be done in the office is percutaneous tibial nerve stimulation. During this treatment, a thin needle connected to a battery-powered device is used to stimulate a nerve located just above the ankle that sends electrical impulses back to the spine. Over time, these electrical signals seem to improve urinary urgency and leaking. Neuromodulation procedures are also approved by the FDA for the treatment of incontinence of stool and certain types of urinary retention.
Urethral Bulking
Stress incontinence can be managed by injecting a bulking material, usually a gel, around the walls of the urethra to prevent leaking of urine. The effects are not permanent, and the bulking procedure will need to be repeated every few months or years, depending on the product used, but this may be an excellent option for people who want to have children, since the permanent surgical options discussed on the following pages are generally not performed in people who plan to become pregnant. Also, since urethral bulking can be done in an office, it may be recommended for people who have medical conditions that put them at risk for complications with anesthesia. In places like the UK, where synthetic sling materials are no longer used for the surgical treatment of stress incontinence, urethral bulking is a common treatment option.
Slings
The most common surgical treatments for stress incontinence are sling procedures. A sling is a narrow, lightweight mesh tape or a graft with a patient’s own tissue or animal or cadaver tissue that is placed around the urethra to provide support and prevent leaking. These procedures can be performed quickly and are generally well tolerated by patients. They’ve been studied extensively for over twenty years and have low rates of complications. Slings are inserted while the patient is under anesthesia, and small incisions are made in the vagina and either the lower abdominal wall or the groin to pass the sling under the urethra.
Slings have a small risk of bladder injury, difficulty emptying the bladder, groin pain, pain with sex, and, if mesh is used, erosion of mesh through the vaginal wall. They can also increase urge incontinence in someone who has both stress and urge symptoms. It’s recommended that people defer sling procedures until after they’re done with childbearing because the physical stresses of pregnancy and childbirth can cause incontinence to recur.
FISTULAS
A condition that can cause severe leaking of urine but that is not typically included with a discussion of other types of incontinence is a urinary fistula. Fistulas are connections that develop between the bladder, urethra, or ureters and the vagina or, more rarely, the colon, through which urine may leak uncontrollably. They’re caused by trauma to the urogenital tract, such as surgical injury, cancer, cancer treatments such as radiation, and severe inflammation from diverticulitis or inflammatory bowel disease.
Sadly, in developing countries, obstetric injuries are a common cause of fistula. The World Health Organization estimates that up to one hundred thousand cases occur per year and more than two million women live with untreated obstetric fistulas in Asia and sub-Saharan Africa. These fistulas are caused by obstructed labor—a fetus that is unable to pass through the birth canal puts pressure on the bladder, urethra, and vagina, essentially causing a crush injury of the tissue, which breaks down from trauma and lack of blood flow. Fistulas then form between the damaged organs.
Obstetric fistulas are tragic on many levels. In most cases, the baby is stillborn; if it survives, it has a high likelihood of neurological damage. Women with obstetric fistulas are often ostracized by their families and communities because of the leaking of urine and stool they experience. These fistulas usually occur among women living in poverty who did not have access to emergency obstetric care, and access to treatment for fistula may be similarly limited. Women may travel for days to reach a doctor who is trained to perform the necessary surgical repairs. Even if they are able to find a doctor to conduct the surgery, fistula repair is only a small part of a larger social picture. Women may still struggle with psychological trauma or lack of acceptance within their community even after they’re no longer leaking. They also face high risks of complications in future pregnancies, since the tissue may be weakened or scarred, and access to safe obstetric care is often still not available.
For these reasons, the management of obstetric fistulas requires a complete transformation of the healthcare system in communities where they often occur. Organizations such as the United Nations Population Fund, Doctors Without Borders, and the Fistula Foundation as well as individual surgeons help treat women with fistulas and train local surgeons in how to perform repairs. These organizations also work to prevent fistulas by educating birth attendants about safe childbirth practices and increasing access to emergency obstetric care, and they provide mental health services and help women reintegrate into their communities when possible. Obstetric fistulas are the result of systems of inequity that leave women and girls vulnerable to harm, and society must work toward a solution that addresses these inequities, ensures access to care, and supports women in their reproductive and social lives.
TAKE-HOME POINTS
 
	Up to half of women experience urinary incontinence or leaking of urine at some point in their lives, and this increases to 70 percent of women after menopause.
	Stress incontinence is leaking with coughing, laughing, or exercise. Urge incontinence is leaking associated with a sudden need to urinate. Most women with incontinence experience both stress and urge; this is called mixed incontinence.
	Constipation and smoking both worsen incontinence, so treatment of constipation and smoking cessation can help improve leaking.
	Botox can be injected into the bladder wall to treat urinary urgency and urge incontinence.
	The WHO estimates that a hundred thousand cases of obstetric fistula occur every year. This is when an injury from childbirth causes leaking of urine or stool.
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Sexual Dysfunction
Sexuality and the definition of a satisfying sexual life may differ completely from one person to the next. Sexual activity is often constrained by socio-environmental factors. Religion and culture often dictate acceptable types of sexuality or sexual expression and can place men’s pleasure over women’s satisfaction. For women in many parts of the world, societal expectations position sex as an obligation to a male spouse or partner rather than as a source of joy or pleasure for oneself.
People of all genders may find it difficult to seek help for sexual health issues because they feel embarrassed or don’t realize treatment options exist. But anyone who isn’t satisfied deserves help in identifying and meeting personal sexual health goals, without fear or judgment. It’s rare for someone to make an appointment with a doctor specifically to ask about a sexual health problem, but it’s extremely common to have problems such as pain with sex, decreased libido, and trouble reaching orgasm. Up to 20 percent of women in the United States report pain with sex, and up to 40 percent experience other problems of sexual dysfunction, most commonly lack of desire. Sexual dysfunction is particularly common among perimenopausal and postmenopausal women because of hormonal changes that can affect libido, arousal, and vulvovaginal health. It’s likely that the actual number of women experiencing problems with sexual health is much higher than we realize, as these are just the published statistics. Many people will not seek care, and doctors too often don’t screen for sexual dysfunction during routine visits.
Unfortunately, even when people do bring up concerns with their doctor, they may receive unhelpful advice such as “You just need to relax” or “Try having a glass of wine.” No amount of wine in the world will fix vulvodynia, vaginismus, endometriosis, vaginal dryness, or any of the conditions that can cause pain with sex, let alone the other physical and psychosocial causes of sexual dysfunction. Some medical professionals have limited formal training in sexual health and might not know how to properly assess and treat sexual dysfunction. While not every doctor is an expert in sexual health, every healthcare provider should be able to ask questions, conduct a basic evaluation, and coordinate referrals to appropriate specialists.
Sexual health is influenced by a complex interplay of physical, mental, emotional, and social factors; this complexity makes the diagnosis of the cause of sexual problems challenging, because so many issues may be involved. Similarly, management of sexual health requires time, patience, flexibility, and support from partners and from healthcare providers to adequately address someone’s concerns and needs.
DIAGNOSIS
Individuals should reflect on their own goals for their sexual experience and decide whether they’re currently meeting those goals. The main criterion for assessing the need for sexual health treatment is the level of concern that a person feels. Some people may feel upset by decreased libido or interest in sex, whereas for people who are asexual—meaning they naturally do not feel sexual attraction to others or have little to no interest in sexual activity—this is a normal part of their self-identity.
QUESTIONNAIRES
There are several sexual health questionnaires healthcare providers use, and the questions tend to fall into three basic categories: pain with sex, sexual desire and arousal, and orgasm. If you’re experiencing sexual health issues, think about the answers to these questions. It might help to write down your answers and bring them with you when you see your doctor, as they can help guide the conversation.
Pain with Sex
 
	Are you experiencing pain with sex?
	If you’re having pain, when does it hurt—when you or a partner touch the vulva, during vaginal penetration, orgasm, or after intercourse? Does it hurt only with certain positions or sexual activities?
	When did the pain start? Was it after childbirth or after sustaining an injury, with perimenopause or menopause, after starting a medication, or after undergoing chemotherapy or radiation?
	What kind of pain is it—sharp, burning, stabbing?
	Where does it hurt? Is it at the vulva, the opening of the vagina, the vaginal walls, deep inside the pelvis, in one specific spot? Does the pain radiate to other body parts, such as your back or your legs?
	Do you have pain at any other times, such as with periods, ovulation, bowel movements, urinating?
	Do you have vaginal dryness that causes pain with sex?
	Do you feel fear or anxiety about pain with sex?
	Do you have a history of physical, sexual, or emotional trauma?
	Do you have any other chronic health problems, including autoimmune issues?

Sexual Desire and Arousal
 
	Do you have interest in sex or sexual activity?
	Do you have sexual or erotic thoughts or fantasies?
	Do you initiate sexual activity? Do you feel receptive when a partner tries to initiate sexual activity?
	Do you feel interested in or aroused by visual, verbal, or written sexual cues?
	Do you feel physical arousal with sexual activity, including warmth, tingling, engorgement of the genitals, and vaginal lubrication?
	Do you feel aroused when you are not engaging in sexual activity, such as when your bladder is full or just randomly? Persistent genital arousal disorder (PGAD) is a condition characterized by frequent or constant genital engorgement or arousal, which can be very physically uncomfortable.

Orgasm
 
	Do you experience orgasm with sexual activity, and if so, how often?
	Has the intensity of orgasms you experience decreased?
	Has it become more difficult to achieve orgasm?
	Are you able to orgasm only with certain types of stimulation?
	Are you able to orgasm only during masturbation or only with certain partners?

PHYSICAL EXAM
In addition to the questions above, a healthcare provider may recommend a physical examination or laboratory testing or both. During the appointment, the doctor will likely address other general sexual health issues, including any need for contraception or fertility counseling, STI testing and prevention, and intimate partner safety, because these topics factor into a healthy sexual experience.
If patients are having pain with sex, the healthcare providers may inspect the vulva and vagina for pain with touch, scar tissue from childbirth, abnormalities of the hymen, vaginal dryness or narrowing, pelvic floor spasm or tenderness, and signs of endometriosis. They may check for yeast or sexually transmitted infections, order imaging studies, such as a pelvic ultrasound to look for fibroids or cysts that can cause pain, and draw blood to assess hormones and general health.
TYPES OF SEXUAL DYSFUNCTION
Problems with sexual health can be broken down into the same categories mentioned above: pain with sex, low libido or desire, difficulty with arousal, and anorgasmia (difficulty having an orgasm). These issues are often closely interconnected. For instance, pain with sex can lead to poor libido, difficulty becoming aroused, and difficulty reaching orgasm, and inadequate lubrication during arousal can lead to pain with intercourse.
PAIN WITH SEX
Patients experiencing pain with sex often assume the problem is related to the vagina, but the pain can involve almost any part of the pelvis—the vulva, vagina, pelvic floor muscles, nerves, bladder, urethra, uterus, and ovaries. Pain can be triggered by hormonal changes, injuries, nerve irritation and dysfunction, endometriosis, prior vaginal and bladder infections, and vulvar conditions.
Low estrogen levels can cause dryness and fragility of the vulva and vagina, which can lead to painful intercourse, bleeding, and tears in the tissue. These hormone-related changes can be due to menopause, testosterone use, birth control, or breastfeeding.
Physical or psychosocial trauma can cause vaginismus, which leads to a cycle of muscle tightening, pain with intercourse, and anxiety related to the experience, which can cause further muscle tension.
Neurologic disorders such as multiple sclerosis and fibromyalgia can cause pain throughout the body, including the vulva and vagina, because they affect the ways that nerves and the brain process pain signals.
Endometriosis can trigger pain with sex in several ways—it can cause inflammation and spasm of the muscles, nerve irritation, scarring of the uterus or ovaries, and pain when pushing on areas of endometriosis in the vagina or rectum.
Vulvodynia is chronic vulvar pain without a known cause. It can affect the entire vulva or only a portion, as in vestibulodynia, which is pain at the entrance of the vagina, or vestibule. Vulvodynia can feel like burning or stinging, even when the skin is just lightly touched.
LIBIDO AND AROUSAL
Low libido is the most common female sexual disorder. Countless factors can cause poor libido, including stress about work, home, relationships, depression, anxiety, body-image issues, hormone changes, antidepressant medications, pain, and illness.
Arousal is someone’s response to sexual stimulation. This includes both mental excitement and physical changes like vaginal lubrication and engorgement of the genitals that happen when someone feels turned on. Problems with arousal can be related to the same emotional or social issues that can affect libido or to medical causes, such as thyroid disease, diabetes, multiple sclerosis, coronavirus (COVID-19) infection, cancer, cardiac problems, menopause, and certain medications.
Abnormalities of libido and of arousal used to be considered separate conditions, but because they are so closely connected in terms of both causes and treatments, they’re now viewed as parts of the larger problem of sexual interest and arousal disorder.
ORGASMIC DISORDER
Orgasmic disorders are characterized by difficulty achieving orgasm, or sexual climax, despite feeling aroused. People may have delayed or less intense orgasms or no orgasms at all. Some people never experience orgasm but aren’t bothered by this and are satisfied with their sex lives, whereas others can orgasm regularly but feel unhappy with the frequency or intensity. An orgasmic disorder involves both one’s ability to experience orgasms and one’s dissatisfaction with them.
The elements needed to achieve an orgasm differ from person to person. Some people may reach orgasm only with sufficient foreplay, clitoral stimulation, vaginal penetration, or other specific types of individual or partnered sexual activity; others can achieve orgasm just through visualization without any physical stimulation. The amount of time and the types of sexual activity needed to achieve orgasm don’t factor into the diagnosis of an orgasmic disorder.
Problems with orgasm can arise from medical conditions, medications, or emotional or mental factors. In addition, for people who are sexually active with partners, inability to orgasm may be related to a partner’s ability to understand and meet their sexual needs. Sometimes a partner may climax and end sex before someone is able to achieve orgasm. When doctors are discussing and treating orgasmic disorders, one of the first questions they’ll ask is if that person can achieve orgasm alone during masturbation. If so, there is not a medical problem, and the issue may lie in communication or engagement with the partner.
TREATMENT
There is no single pill that can successfully treat all sexual disorders because of the complexity of the female sexual response. It’s not as simple as just taking hormones or supplements that promise to balance hormones. Very often, treatment requires a multidisciplinary team, including physical therapists, urogynecologists, menopause or vulvar specialists, gynecologic surgeons, and mental health professionals. The most effective treatment strategy may involve a combination of sex therapy, partner communication, pelvic physical therapy, and, in some cases, medication and devices such as vibrators to help with libido or arousal.
SEX THERAPY
Licensed sex therapists are psychologists, psychiatrists, or social workers who have additional training in sexual health. Sex therapists help both individual patients and couples in many different ways; they provide practical guidance in terms of specific sexual skills and facilitate communication between partners. They perform cognitive behavioral therapy to discover and treat factors such as fear, unrealistic expectations, poor self-image, and other ways of thinking that can affect sexual response. Sex therapists sometimes also provide mindfulness training to increase awareness of pleasure and arousal and minimize distracting thoughts. Treatment is not limited to sessions with the sex therapist; they will often recommend exercises to try at home, either alone or with a partner. Many people think therapists treat only mental health and mood disorders, but sex therapists are skilled at helping anyone experiencing problems with sex or sexuality.
PELVIC FLOOR PHYSICAL THERAPY
For those experiencing pain with sex, pelvic floor PT is extremely helpful. Pelvic physical therapists treat conditions such as vaginismus, vulvodynia, changes of menopause, and scar tissue from childbirth or cancer treatments that can cause pain with sex. They release tight muscles and scar tissue, improve pain from irritated nerves, and can teach patients to use vaginal dilators if needed.
STIMULATORY DEVICES
Vibrators or vacuum suction devices are sometimes used for clitoral stimulation or to help with genital sensation and blood flow. Studies have evaluated the use of these devices for both men and women with neurologic conditions such as multiple sclerosis and spinal cord injury and found them to be safe and effective in treating sexual dysfunction and orgasmic disorders. Online ordering allows people to purchase toys and devices from the privacy of their homes, and several large pharmacy chains in the United States sell relatively affordable stimulatory devices with discreet packaging.
LUBRICANTS
The first-line treatment options for pain with sex caused by vaginal dryness are lubricants. Lubricants are liquids or gels used during vaginal or anal intercourse with a partner or sex toys. They can be water-, silicone-, or oil-based, and they each have pros and cons. Water- and silicone-based lubricants are commonly available at local pharmacies and online and are generally safe to use with latex condoms.
Water-based lubricants are easy to wash off and are safe to use with sex toys, but they may dry out faster than silicone and become sticky or evaporate.
Silicone-based lubricants last longer and therefore do not need to be reapplied as often and they may contain fewer irritants than water-based lubricants, but they can break down the material in some sex toys.
Oil-based lubricants such as coconut oil and olive oil should never be used with condoms, because they can break down latex. Synthetic oils such as petroleum jelly and baby oil should never be used in the vagina at all, as they can cause irritation and are difficult to wash off.
In general, when choosing a lubricant, select a water- or silicone-based product and try to avoid brands with fragrances, glycerin, and parabens because these can be very irritating to the vagina. Read the packaging carefully to see if they are safe for use with condoms and toys. Because many people prefer the smooth feel and long-lasting effect of silicone lubricants, gynecologists may recommend silicone as a first-line option as long as they’re not being used with toys.
There are also topical oils or gels that have a warming effect and that claim to increase pleasurable genital sensations or arousal. The ingredients in these products can cause significant irritation or a burning sensation of the delicate vulvovaginal tissue, so they should usually be avoided.
MEDICATIONS
In general, medications are used only if other strategies, such as sex therapy and partner communication, do not resolve the problem. Hormones and other medicines are typically only used to treat desire and arousal issues, as they have not been found to be effective in managing orgasmic disorders.
Hormones
Estrogen and testosterone hormones play a role in normal female sexual response, but simply giving hormonal medications may not treat sexual disorders. Hormone treatments have generally not been found to be effective in treating sexual dysfunction in premenopausal women; the evidence is mixed for postmenopausal patients.
The Women’s Health Initiative (WHI), one of the largest studies of menopausal hormone therapy (MHT), did not show that oral estrogen had any significant effect on sexual satisfaction, though smaller studies with far fewer participants have shown some potential benefit. Because menopausal symptoms such as hot flashes, poor sleep, and mood fluctuations can negatively affect sexual interest and arousal, it is still worth discussing the risks and benefits of MHT options with a healthcare provider.
Vaginal estrogen can significantly improve dryness and pain with sex in postmenopausal women or transgender men on testosterone. Very little to no estrogen is absorbed into the body when it is given this way, so vaginal estrogen is generally very safe and well tolerated by almost all patients, including trans men.
Natural testosterone levels drop in menopause, and studies have shown that testosterone supplementation can improve desire, arousal, and orgasm in postmenopausal women. The testosterone is usually administered with transdermal methods such as skin patches or topical gels. Testosterone is not currently an FDA-approved treatment of female sexual disorders, and there are some potential side effects to using it, such as acne and facial hair growth.
Antidepressant Medications
Some antidepressant medications can lower libido, but other antidepressants have actually been found to improve sexual interest and arousal. Flibanserin (Addyi), which was the first FDA-approved treatment for female sexual interest/arousal disorder, was originally developed and studied as an antidepressant. It didn’t adequately treat depression, but it was discovered to have the side effect of increasing libido in female patients. The manufacturer then applied for FDA approval for treatment of hypoactive sexual desire, which was denied twice due to concerns about safety and effectiveness. In 2015, after the company submitted additional study data, flibanserin was approved by the FDA for treatment of female sexual interest / arousal disorder. It was studied and approved only for premenopausal patients, and it must be taken daily to be effective. Its use is also limited by side effects, which include low blood pressure and fainting. These problems are more common when patients drink alcohol, so people taking the medication have to wait two or more hours after drinking alcohol to take it. All these factors have limited the utilization of flibanserin, and it isn’t commercially available outside of the United States and Canada.
Bupropion (Wellbutrin) is an antidepressant that is FDA approved for depression and smoking cessation, and it’s been shown in small randomized studies to be effective in improving desire, arousal, and orgasm. Cost can be low because it’s been used for many years for depression treatment and is available as a generic medication. However, its use for sexual dysfunction is off-label, meaning that bupropion was not specifically evaluated or approved by the FDA for this purpose. and like any medication, there are potential side effects, in this case including nausea, sedation, insomnia, and headaches.
Bremelanotide (Vyleesi)
In 2019, an injectable medication called bremelanotide (Vyleesi) received FDA approval for treatment of sexual desire disorder in premenopausal patients. It activates certain hormone receptors and is used before sexual activity. Bremelanotide has a high rate of side effects, including nausea and vomiting in up to 40 percent of patients. The need to administer an injection at least forty-five minutes before sex also limits spontaneity. For all these reasons, bremelanotide hasn’t been used widely since it became commercially available.
Sildenafil (Viagra)
Perhaps the most well-known medication for sexual dysfunction, sildenafil (Viagra) is a treatment for erectile dysfunction in cis men and works by increasing blood flow. Randomized studies in women have not shown significant improvement compared with placebo. There is some early evidence it might be helpful for women experiencing sexual dysfunction from SSRI antidepressants or those with nerve-related issues such as diabetes, multiple sclerosis, and spinal cord injury. Hopefully studies will reveal other women’s health applications in the future.
TAKE-HOME POINTS
 
	Up to 40 percent of women in the United States experience problems with sexual dysfunction, most commonly lack of desire.
	People who can achieve orgasm alone during masturbation but not with a partner do not have a medical problem. The issue may lie in communication or activity with the partner.
	Vibrators have been found to be effective for treatment of sexual dysfunction in both men and women.
	Coconut oil and olive oil should never be used as lubricants with condoms, because they can break down latex. Petroleum jelly or baby oil should never be used in the vagina because they can cause irritation.
	Testosterone can improve desire, arousal, and orgasm in postmenopausal women. There are no FDA-approved formulations for this purpose, so its use for the treatment of sexual dysfunction in women is off-label.
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Vulvovaginal Conditions
Pretty much everyone with a vulva has felt vulvar itching, burning, or irritation at some point in their lives. This can be a minor annoyance that is easily eliminated with yeast infection creams, or it can be so extreme that a person can barely sit without excruciating pain. The vulva and vagina are very sensitive and complex structures that are affected by an enormous range of different conditions that cause very similar symptoms. Vulvar pain can be due to irritation from soap, a herpes outbreak, dryness changes of menopause, vulvodynia, and even vulvar cancer. It’s common for women to try to self-treat vulvovaginal symptoms with all sorts of home remedies or over-the-counter medications without lasting relief, because they don’t realize that they’re missing the actual problem. People who are having persistent and bothersome symptoms should see their healthcare providers for an examination, and they may need a referral to a vulvar specialist for more complex or persistent symptoms.
The major categories of vulvovaginal problems are infections, skin conditions, pain syndromes, and genitourinary changes of menopause and perimenopause. Too often, basic vulvovaginal care isn’t included in health education, leading to common hygiene myths that can cause harm. It’s time to start debunking these myths.
VULVOVAGINITIS
Vulvovaginitis is inflammation of the vulva or vagina, and most people with a vagina will experience some sort of vulvovaginitis in their lifetimes. Most cases are caused by either yeast, bacterial vaginosis, or STIs such as chlamydia, gonorrhea, and trichomonas. It can also result from low estrogen after menopause, chemicals, fragrances, dyes, and other irritants. Vulvovaginitis can cause bothersome symptoms, including an increased volume of discharge, odor, itching, burning, irritation, pain, discomfort with urination, and abnormal bleeding.
The medical evaluation for vulvovaginitis involves an exam of the vulvar skin and the vagina. If more of the symptoms are inside the vagina, a speculum exam may be done to check the vaginal walls, and a small cotton swab may be used to obtain a sample of vaginal discharge for testing. These tests may include assessing vaginal pH by touching the swab to a piece of pH paper, looking for yeast and bacteria under the microscope, and sending a sample to the laboratory to check for STIs.
If symptoms are more external, most of the time the examination involves an inspection of the vulvar skin. Healthcare providers will look for rashes, signs of infections such as herpes or genital warts, and other changes in the appearance of the skin. They will also check for sensation or pain of the vulva or opening of the vagina.
YEAST INFECTIONS
Three out of four women will experience at least one yeast infection in their lifetimes. Yeast infections are caused by candida species of yeast, most often a strain called Candida albicans. Candida can be found in up to 20 percent of reproductive-age people with a vagina, but yeast infections develop when the candida grows and causes irritation of the vulvar or vaginal tissues. Symptoms can include itching and burning, a white, curdy discharge, and sometimes a red and itchy rash of the vulvar skin. Risk factors include antibiotic use, which kills normal vaginal bacterial flora and allows yeast and other pathogens to grow; immunosuppression, such as HIV infection or steroid use; and poorly controlled diabetes with high blood sugar. Moisture, such as from damp bathing suits or urinary incontinence, also promotes growth of yeast and bacteria.
Most yeast infections are diagnosed with the basic pelvic exam described above. A sample of vaginal discharge may be viewed under the microscope. During the pelvic exam, if the doctor sees the classic white curdy discharge that looks like cottage cheese, they may offer the patient treatment for yeast without needing additional lab tests. However, if it’s unclear whether a yeast infection is present or if someone is having recurrent infections, the doctor may send a sample of discharge to the lab for a culture to confirm the diagnosis and determine the type of yeast. Some rarer strains of yeast, such as Candida glabrata, are resistant to standard yeast treatments and may be the cause of repeat infections.
Yeast infections are treated with either oral or vaginal antifungal medications. These treatments are similar in effectiveness, but most patients prefer to use oral fluconazole (Diflucan) because fluconazole is taken as a single-dose pill, whereas vaginal creams or inserts must be used for several days. Other medications administered vaginally include boric acid, which is a weak acid that has antifungal and antibacterial properties, and flucytosine, which is a different type of antifungal medication. These vaginal treatments may be required to treat strains such as Candida glabrata.
Doctors may suggest weekly fluconazole treatment for up to six months if a patient is experiencing recurrent yeast infections (more than three infections per year) of common strains such as Candida albicans. Fluconazole is not used during pregnancy due to possible increased risk of miscarriage and birth defects, so pregnant patients are usually treated with vaginal antifungal treatments.
BACTERIAL VAGINOSIS (BV)
The most common cause of discharge in reproductive-age women is bacterial vaginosis (BV). It is caused by a change in the normal vaginal flora that leads to the growth of bacteria that are different from the lactobacilli that are usually found in the vagina. While both BV and yeast may cause discharge and irritation, BV tends to cause more of an odor and a thinner-looking discharge. The bacterial overgrowth increases vaginal pH and causes a gray or white discharge that may have a fishy odor. BV tends to occur more frequently with increased sexual activity and during periods, but it isn’t considered a sexually transmitted infection, and partners do not need to be treated.
In most cases, BV causes only discharge, odor, and perhaps vulvovaginal irritation. In more serious cases, it can lead to preterm labor in pregnant patients and postpartum infection soon after delivery, and it can also cause pelvic infections after hysterectomy or abortion. These complications are rare, but BV infections are treated particularly carefully when they’re detected before surgery or during pregnancy.
Like yeast infections, BV is usually diagnosed based on findings during office examinations and testing. Amsel criteria are clinical findings that suggest that BV is likely; they include the presence of thin gray-white discharge on the vaginal walls, elevated pH, bacteria seen under the microscope, and a fishy odor when a sample of discharge is mixed with potassium hydroxide. BV may also be diagnosed on vaginal swabs that are submitted for laboratory testing—these tests may be more costly than traditional microscopy-based examinations, but they can also test for yeast, gonorrhea, chlamydia, trichomonas, and other infections.
BV is treated with antibiotics, usually metronidazole (Flagyl or Metrogel) or clindamycin (Cleocin). These antibiotics can be taken as oral pills or vaginal gels or creams. It is common for BV infections to recur, and more than half of people will have symptoms again within a year of treatment. For people who have recurrent BV (three or more infections in a year), options to prevent recurrence include use of weekly metronidazole vaginal gel for up to six months and vaginal boric acid suppositories. Boric acid should be used with caution because it is poisonous if ingested by mouth and can cause skin irritation in sex partners, and it should be avoided in pregnancy.
DESQUAMATIVE INFLAMMATORY VAGINITIS (DIV)
Patients who are experiencing vaginal burning and irritation with large amounts of discharge but who don’t have yeast or BV may have desquamative inflammatory vaginitis (DIV). This is a rare cause of vaginal discharge, inflammation, and pain. It is not caused by a known infectious organism but by a disturbance in the usual vaginal microbiome. DIV can be associated with low estrogen, or it may occur randomly. Some cases are related to medications or inflammatory conditions such as Crohn’s disease.
Gynecologists diagnose DIV when they see signs of vulvovaginal inflammation, such as redness of the vaginal walls and discharge on a pelvic examination, but can find no other causes. DIV is treated with vaginal creams, either clindamycin or a steroid to calm inflammation.
STIS THAT CAN CAUSE VULVOVAGINAL SYMPTOMS
Many STIs have no symptoms, but some can cause vaginal discharge or vulvar irritation.
GONORRHEA AND CHLAMYDIA
The most common bacterial STI is chlamydia, and the CDC estimates that one in twenty sexually active teens and women has chlamydia. Because it commonly occurs with gonorrhea, these two infections are discussed together and are almost always tested for simultaneously. Most people with chlamydia and gonorrhea won’t actually feel anything, but when symptoms do occur, they can be identical to symptoms of other types of vaginitis: vaginal discharge, irregular bleeding, burning or frequency of urination. Chlamydia and gonorrhea can also cause serious health risks such as pelvic inflammatory disease (significant infection of the cervix, uterus, tubes, or ovaries), infertility, and ectopic pregnancies from tubal scarring.
Because these infections are so common and cause significant health risks, the CDC recommends routine screening for gonorrhea and chlamydia. The CDC guidelines are for sexually active women to be tested at least once a year through age twenty-five and after twenty-five in those who have multiple partners or a partner who has other partners. Testing should also be considered for anyone reporting vaginitis, bladder pain, or pelvic pain symptoms without a known cause.
Gonorrhea and chlamydia are treated with antibiotics, and sex partners must also be treated because there is a high risk of becoming reinfected. All partners need to avoid sexual contact until at least a week after all parties have been treated and are no longer having any symptoms. Repeat testing is performed several months after treatment to check for reinfection.
TRICHOMONAS
A less commonly known STI that can cause vaginitis is trichomonas. Trichomonas is a parasite; observed under the microscope, it has a whiplike tail called a flagellum and can actually be seen moving in samples of vaginal discharge. They may be found incidentally on Pap smears. Trichomonas is the most common nonviral STI, with more than one hundred million cases per year worldwide. Many people with trichomonas don’t have symptoms. When they occur, vaginal symptoms include a white, yellow, or green discharge, vaginal burning or irritation, and pain with sex or urination. Trich can also cause pregnancy complications such as preterm delivery.
Similar to gonorrhea and chlamydia, trichomonas is treated with antibiotics, sex partners must also be treated, all partners should abstain from sexual contact until everyone has been treated and has no further symptoms, and repeat testing is done several months after treatment to check for reinfection.
GENITAL WARTS
Genital warts are caused by strains of human papillomavirus (HPV), which is an extremely common sexually transmitted infection that almost all sexually active people will contract at some point in their lives. There are many different strains of HPV, and the strains that cause warts are usually different from those that cause cervical or vaginal cancer. Warts feel like small bumps of the genital or anal area, can be smooth or cauliflower-like, flat or raised, and though many people have no symptoms from genital warts, sometimes they can cause vulvar itching or irritation. People who are immunosuppressed due to medications or HIV infection have a higher risk of more severe wart growth.
Genital warts are diagnosed by a healthcare provider simply inspecting the genitals. If it’s unclear whether a lesion is a genital wart based on appearance, the doctor may remove it for biopsy after numbing the skin.
Warts are usually treated with topical medications in the doctor’s office or at home. People with warts should notify their sex partners, because even though testing for HPV in partners who are not having any symptoms is not necessary, partners should see their own healthcare providers to check for warts on examination and test for other STIs.
GENITAL HERPES
There is a great deal of fear and misinformation surrounding herpes, and people may initially be very anxious or upset when they receive a diagnosis of herpes. Genital herpes is caused by a common sexually transmitted virus called herpes simplex virus (HSV). Herpes is extremely common, affecting 12 percent or more of adults, and it is essentially the same condition as cold sores of the mouth. Cold sores are typically caused by HSV type 1 (HSV-1) and genital herpes by HSV type 2 (HSV-2). HSV-1 can also be transmitted to the genitals via oral sex, causing genital herpes.
Like cold sores, genital herpes outbreaks start as tiny blisters that then break and leave painful sores or ulcers that can take several weeks to heal. With a first, or primary, outbreak, people can also feel flu-like symptoms such as body aches, and prior to subsequent or recurrent outbreaks, there can be a tingling or burning sensation of the genitals that is usually felt before the blisters appear. The symptoms of a herpes outbreak may be mistaken for yeast infections or ingrown hairs because they can feel very similar, so people might not actually realize that they are experiencing herpes outbreaks.
Herpes is diagnosed by using a cotton swab to test fluid from the sores. Blood tests can evaluate for antibodies to HSV-1 and HSV-2, but people are not tested for antibodies if they’re not having symptoms because antibodies can be present from prior exposure even if that person has never had a herpes outbreak. Blood tests may be helpful in certain situations, such as when someone has symptoms of herpes before sores appear or after the sores have healed and cannot be tested.
Herpes outbreaks are treated with antiviral medications such as acyclovir and valacyclovir (Valtrex). Antiviral medications may be used as needed when symptoms occur, or they can be taken daily to try to prevent outbreaks and lower the chances of transmitting herpes to a partner. People who are diagnosed with herpes should notify current and future partners because of the potential for infection. Barrier methods such as condoms, refraining from sexual contact during outbreaks, and daily suppressive antiviral medication can all help decrease the risk of transmission.
Medications are given prophylactically to pregnant patients in the third trimester to minimize the risk of outbreaks when the baby is born. If someone has a genital herpes outbreak at the time of birth, a cesarean delivery is indicated in order to decrease the risk of transmission to the newborn, because herpes can cause serious health problems in babies.
There is no cure for herpes, but people with herpes who are not immunosuppressed or pregnant can be reassured that herpes outbreaks are generally a manageable inconvenience and not a danger to their health. They are simply cold sores that appear on the genitals rather than the mouth. The stigma surrounding herpes is far worse than the actual condition and is based largely on false associations with promiscuity and misinformation about health risks. For people who are confused or fearful about a diagnosis of herpes, their doctors can help separate fact from fiction and discuss options for managing herpes so that it has the least possible impact on their lives.
VULVAR SKIN CONDITIONS
In many situations, symptoms of itching or irritation can be due to a problem with the vulvar skin itself, rather than an infection such as yeast or BV. These skin conditions can arise in response to an irritant like soap, or they can develop randomly.
VULVAR DERMATITIS
Vulvar dermatitis is irritation of the vulvar skin. It can be caused by chemicals, moisture, or friction. Common causes of vulvar dermatitis include fragrance and dyes in bubble baths, soap, and detergents. Some menstrual hygiene products such as pads and tampons may also be scented or contain chemicals such as chlorine bleach that can cause irritation.
If you are having persistent vulvovaginal symptoms that are unexplained, look at the labels of any products you are using on or near the vulvar skin and try changing to brands that are free of potential irritants.
VULVAR DERMATOSES
Chronic skin disorders that can affect the vulva are called dermatoses, and the three most common of these disorders are lichen simplex, lichen sclerosus, and lichen planus. These conditions can develop on the skin of other parts of the body, not only the vulva.
Lichen Simplex
When the vulva feels itchy, people scratch at the skin, which causes more irritation and actually worsens the itching sensation. This is called the scratch-itch cycle, and it is similar to what people experience with eczema. When this pattern occurs on the vulva, it is called lichen simplex chronicus, or just lichen simplex, and chronic scratching can make the vulvar skin look thickened and leathery.
The treatment of lichen simplex involves avoidance of triggering irritants, warm water soaks followed by a protective barrier like petroleum jelly to seal in moisture, and topical steroid creams or ointments to decrease inflammation and calm itching.
Lichen Sclerosus
Lichen sclerosus causes intense itching as well as thinning and whitening of the skin. It’s more common after menopause, but it can affect anyone with a vulva. If untreated, it can cause the vulvar skin and clitoral hood to become tight, painful, or scarred, and it can increase the risk of vulvar cancer. Lichen sclerosus is treated with long-term, high-potency steroid ointment.
Lichen Planus
Lichen planus causes itchy and sometimes painful sores that can look like red or purplish bumps. Lichen planus is also treated with topical steroids.
VULVAR SQUAMOUS INTRAEPITHELIAL LESIONS (VSIL) AND VULVAR CANCER
The same strains of HPV that cause genital warts can also cause mild microscopic changes in the vulvar skin that usually resolve on their own. These are called low-grade vulvar squamous intraepithelial lesions, or VSIL. However, there are other HPV strains that cause severely abnormal cell changes, or high-grade VSIL; these must be treated to prevent progression to cancer. Both low-and high-grade VSIL can cause vulvar itching, burning, or irritated areas of the skin.
Vulvar cancer is very rare. It can be caused by HPV infection or by other types of cancer, including melanoma. People can get melanoma of the genitals even if there is no exposure to the sun. Vulvar cancer can look like a lesion or mass of the skin or a nonhealing ulcer that feels itchy or painful.
If someone is having persistent vulvar symptoms or skin changes that are not improving with attempted treatments, a biopsy of the vulvar skin may be recommended to test for vulvar dermatoses, VSIL, and vulvar cancer. This is done by numbing the vulvar skin with an injection of local anesthetic and removing a tiny sample of the skin with a scalpel or small punch instrument.
VULVODYNIA
Chronic pain of the vulva that does not have a known cause is referred to as vulvodynia. It can cause persistent pain, burning, stinging, and throbbing that is either present all the time or triggered by touch, sitting, or sex. Vulvodynia is associated with prior vulvovaginal infections, pelvic floor spasm and dysfunction, low estrogen, and pain conditions such as interstitial cystitis. It can involve the entire vulva, called generalized vulvodynia, or only a part. The most common type of vulvodynia that affects only a specific area of the vulva is called vestibulodynia, or vulvar vestibulitis. This pain occurs when the vestibule, or entrance to the vagina, is touched.
The treatment of vulvodynia is very complex, and every individual will need a personalized treatment plan based on trial and error for effectiveness. A combination of treatments is usually needed, including pelvic floor physical therapy; cognitive behavioral therapy to reduce distress caused by pain and help communication with intimate partners; medications such as topical estrogen, topical lidocaine to decrease pain with sex, anticonvulsants such as gabapentin, and antidepressants such as amitriptyline; and nerve blocks, which can potentially help with pain management. Very rarely, surgery to remove affected vulvar tissue is used to treat a focal area of pain that is not responding to any other treatments.
VULVOVAGINAL CHANGES DUE TO LOW ESTROGEN
Low estrogen can cause vulvovaginal thinning, burning, pain, discharge, narrowing of the vagina, and other problems such as pain with sex and more frequent UTIs. After menopause, this is called the genitourinary syndrome of menopause (GSM). People can have similar symptoms to a lesser extent with other conditions where estrogen is low, including breastfeeding, long-term birth control use, or testosterone use in transgender men.
Options for treatment of vaginal dryness include moisturizers such as hyaluronic acid and lubricants that are used with intercourse. There are also non-estrogen oral medications that exert an estrogen-like effect on vaginal tissue. Vaginal estrogen is generally the most effective treatment, and it has the additional benefits of improving the quality of vaginal and urinary tract tissue and restoring the normal pH and microbiome. Estrogen can be given vaginally in the form of a cream or a flexible ring. Very little estrogen is absorbed into the bloodstream when administered vaginally, and it does not seem to cause hormonal symptoms or increase blood clotting or breast or uterine cancer risks the way systemic estrogen does, though those with a history of blood clots or breast cancer should discuss the risks and alternatives with their own doctors.
Laser or radiofrequency (RF) devices have been marketed for the treatment of vaginal dryness and GSM. In the United States, advertisements for these treatments have claimed that they rejuvenate the vagina and help with problems like dryness, pain, incontinence, and prolapse. Unfortunately, there is limited data to support these claims, and the FDA has not approved the use of these devices for such purposes. In fact, the FDA published a warning that laser and RF devices may cause vaginal burns, pain, and scarring, and the American College of Obstetricians and Gynecologists and the American Urogynecologic Society have both issued statements that more research is needed before they can be recommended for the treatment of vulvovaginal conditions. These procedures are also quite costly and are not covered by insurance.
VULVOVAGINAL HYGIENE
Many people are surprised to hear that douches, feminine sprays, and washes can cause serious irritation and vaginal infections. It is common for women to be told that feminine hygiene products are necessary to stay clean and prevent odors. The truth is that none of these feminine cleansers and douches are needed—in fact, the scents, dyes, and chemicals within them can be serious irritants.
Most gynecologists will recommend that people simply wash the vulva with water. If people prefer to use soap, they should use soap that is free of fragrance and dyes. Douching or washing inside the vagina can disrupt this normal vaginal environment and lead to infections. The inside of the vagina should never be washed, and attempts to wash internally can cause harm to delicate vaginal tissue.
Some degree of vaginal discharge is normal. This is called physiologic discharge, and it can be white or clear, can be odorless or have a mild odor, and the appearance, amount, and consistency may change through the cycle. Discharge can also change with medications such as birth control or with stress or changes in diet.
It is a common myth that panty liners need to be used every day to absorb discharge. The fibers and fragrances in panty liners can cause irritation to vulvar skin, and they can hold moisture against the skin and potentially contribute to bacteria or yeast growth. Using liners for a few days each cycle during light-flow days is unlikely to be harmful, especially if changed regularly. But most gynecologists recommend against using liners every day because they can lead to irritation and infections.
Most gynecologists suggest people simply wear cotton underwear to wick away sweat and moisture from skin, and underwear should be changed if it becomes damp from sweat or discharge. Tight leggings or occlusive fabrics such as Spandex can also cause vulvar irritation from moisture retention or friction, so loose, breathable fabrics may be preferable for shorts, pants, or skirts.
TAKE-HOME POINTS
 
	Trichomonas, a microscopic parasite with a whiplike tail, is the most common nonviral STI with more than a hundred million cases per year worldwide.
	Genital herpes affects 12 percent of adults, and it is the same thing as cold sores of the mouth.
	Low estrogen from menopause, breastfeeding, birth control, or testosterone use can cause vaginal burning, pain with sex, and an increased risk of UTIs.
	Vulvar dermatitis (itching and irritation) can be caused by fragrance and dyes in bubble baths, soap, detergents, and even menstrual hygiene products like pads and tampons.
	Douches and feminine washes should be avoided because they can cause serious irritation of the vulva and vagina and may increase the risk of vaginal infections.
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Premenstrual Syndrome and Premenstrual Dysphoric Disorder
Up to 75 percent of women suffer from premenstrual syndrome (PMS). PMS refers to emotional and physical symptoms associated with periods—including moodiness, bloating, breast tenderness, and mild uterine cramps—that are severe enough to affect quality of life. Usually when people mention PMS in casual conversation, it’s considered a minor annoyance or a judgment about someone’s behavior or personality. In reality, PMS is a legitimate medical condition that can affect work, activities, and relationships month after month.
Premenstrual dysphoric disorder (PMDD) is an even more debilitating form of PMS. People suffering from PMDD experience mood symptoms such as depression, anxiety, anger, and agitation that are so severe that they prevent patients from being able to function in their daily lives. It is a serious mental health diagnosis that is related to major depression and anxiety disorders, and it requires the support of a multidisciplinary team and a combination of medications and therapy to manage.
It’s important to recognize that PMS and PMDD encompass a huge range of different experiences, and there is no one-size-fits-all treatment path.
PMS
Most people don’t realize that there are medical criteria for diagnosing PMS. Physical, mental, and emotional symptoms must be experienced before or during periods for at least three menstrual cycles in a row. People can track their cycles and associated symptoms using a calendar or period apps to help identify patterns suggestive of PMS and PMDD.
People can have PMS without experiencing period bleeding; for example, if they’ve had a hysterectomy or have a progesterone IUD that prevents periods. This is because the ovaries still function and cycles of ovulation and hormone production occur whether there is uterine bleeding or not.
Most people with PMS will experience a combination of physical, emotional, and mental symptoms, and the symptoms felt may not be the same every month.
PHYSICAL SYMPTOMS
Common physical PMS symptoms include uterine cramping, lower back discomfort, tender or swollen breasts, headaches, fatigue, constipation, loose stool, abdominal bloating, food cravings, and acne.
EMOTIONAL OR MENTAL SYMPTOMS
PMS can also cause depression (sadness, crying spells, loss of interest in normal activities), anxiety, irritability, anger, trouble focusing, insomnia, and mood swings.
PMDD
PMDD is a more severe version of PMS. The physical symptoms may be the same, but the mental health effects are significantly worse. In fact, what distinguishes PMDD from PMS is that in PMDD, the mood or mental symptoms are so debilitating that they prevent people from functioning mentally or emotionally, and it can be severely disruptive to people’s lives. With PMDD, someone can experience all the physical and mood problems seen in PMS but with the addition of more intense mental health issues, such as panic attacks, lack of interest in activities or relationships, a feeling of being out of control, and even suicidal thoughts.
CAUSES AND RISK FACTORS
The exact cause of PMS and PMDD is unknown. Ovarian hormones, especially progesterone, likely play a role. PMS symptoms get worse as progesterone levels rise in the luteal phase of the menstrual cycle, and they improve after progesterone levels drop. Progesterone may cause the mood symptoms, headaches, and the bloating and gastrointestinal symptoms of PMS. People with PMS don’t actually have different levels of progesterone than people who don’t have PMS, so it’s likely that the problem is the body’s response to progesterone rather than the amount of hormone in the body.
Serotonin may also be a factor. This is a neurotransmitter, or chemical signal, that is found in the brain and the gastrointestinal tract. It plays a role in mood, sleep, libido, and digestion. Levels of serotonin may be lower in people with PMS during the luteal phase than in people who do not have PMS. It is also well established that some of the most effective treatments for PMDD are antidepressants such as selective serotonin reuptake inhibitors (SSRIs), which work by raising serotonin levels in the body.
Risk factors for getting PMS or PMDD include having family members with PMS or PMDD, having a personal or family history of depression, anxiety, or other mood disorders, and having a history of trauma or abuse. PMS and PMDD are not caused by anything that a person does or does not do and may simply occur without any known risk factors.
TREATMENT
If PMS is not severe, it can be managed with lifestyle changes. More persistent or disruptive symptoms of PMS and PMDD may need to be treated with medications, cognitive behavioral therapy, and, in the most extreme cases, even surgery. The most effective treatment approach for PMS and PMDD usually involves a combination of lifestyle changes, mental health care, social support, and selected hormonal methods or antidepressants tailored to each individual person’s symptoms and needs.
MEDICATIONS
PMS and PMDD may be treated with a combination of hormonal methods such as birth control and antidepressant medications. Because birth control and antidepressants can potentially have mood or physical side effects, people may need to try different options before finding a good fit. In general, studies show that birth control and antidepressants are very effective at relieving PMDD symptoms, but not every type of birth control or antidepressant suits everyone equally. There is no standard treatment algorithm, and the decision about types of medicine to try and whether to start with birth control, antidepressants, or both depends on the preferences and experiences of the patient. Some people who have previously experienced bothersome side effects with birth control or antidepressants may decide that they prefer not to use any medications at all because they get adequate relief with therapy and mental health support.
Nonsteroidal Anti-Inflammatory Drugs (NSAIDs)
Over-the-counter anti-inflammatory pain medications such as ibuprofen and naproxen can help with uterine cramping and breast tenderness.
Birth Control
Hormonal birth control that suppresses ovulation may lessen PMS and PMDD symptoms, particularly when used continuously to minimize hormone fluctuations. There is an oral contraceptive pill that is FDA approved for PMDD treatment—ethinyl estradiol and drospirenone (Yaz)—but any birth control that prevents ovulation and is well tolerated by the patient can be used.
Antidepressants
Antidepressant medications such as SSRIs can be effective for treatment of PMDD. Interestingly, antidepressants can improve some of the physical symptoms as well as the mood changes of PMS and PMDD. This effect is likely related to the impact of serotonin on bodily functions such as digestion and sleep.
Antidepressants can be either taken daily or only during the luteal phase, from around day fourteen until the period. SSRIs are usually used daily for most other mental health issues, but they seem to work in PMDD when taken cyclically. More severe symptoms may require daily dosing, but some people prefer to use the more limited luteal-phase dosing for convenience or to minimize side effects. Because the symptoms of PMDD occur only during a limited time frame, this is a unique situation where SSRIs seem to be effective when taken only on certain days of the month.
GnRH Agonists
In severe cases of PMDD when the symptoms are not improved with any other treatment, some people need more aggressive suppression of the ovaries and ovarian hormones. This may be done with a GnRH agonist like leuprolide (Lupron), an injectable medication that suppresses the ovaries and ovarian hormones. These medications are not used as long-term treatments because of health risks such as bone thinning and cardiovascular disease. They may be a good option for people who are in their late forties and close to the age of natural menopause.
SURGERIES
In the most extreme and refractory cases of PMDD, for people who don’t experience relief with any other treatments, the only remaining option is surgical removal of the ovaries. Because there are long-term health risks of early surgical menopause, this is considered only for people who have debilitating symptoms without improvement from any other treatment except GnRH-agonist ovarian suppression. In these very rare cases, patients are offered hormone replacement therapy after surgery to prevent menopausal symptoms and health problems such as osteoporosis and heart disease.
HOLISTIC OPTIONS
Several natural options, including exercise, dietary changes, and cognitive behavioral therapy, improve PMS and PMDD symptoms. These methods can be tried before considering medications or in conjunction with medical treatments. Sometimes PMS and PMDD are so severe that people need to use all of these modalities together—lifestyle modifications, therapy, and medications—in order to control the symptoms fully.
Exercise
Incorporating exercise as a regular routine, not only when having symptoms, can significantly improve mood and fatigue from PMS and PMDD.
Dietary Changes
Certain dietary interventions have been shown to improve physical PMS symptoms. Avoiding or cutting back on caffeine, alcohol, and foods high in salt, fat, and sugar can minimize mood fluctuations, sleep disturbances, bloating, and headaches. There is some evidence that a diet rich in complex carbohydrates (whole grains, vegetables) and adequate calcium intake may improve PMS symptoms. Calcium, magnesium, vitamins E and B6, and herbal supplements such as chasteberry and evening primrose oil have been studied for management of PMS, but they show mixed results in terms of effectiveness.
Mental Health
Cognitive behavioral therapy with a licensed mental health professional can help control depression and anxiety and decrease the intensity of distress caused by other PMS and PMDD symptoms. Relaxation and stress-relief strategies such as meditation, mindfulness, and deep breathing may also be helpful.
TAKE-HOME POINTS
 
	Up to 75 percent of women experience PMS, bothersome physical and emotional symptoms associated with periods.
	PMS is a legitimate medical condition that can affect work, activities, and relationships. It isn’t just a minor annoyance or something to be dismissed if it’s affecting someone’s quality of life.
	People can have PMS or PMDD even if they’re not having menstrual bleeding.
	Dietary changes, such as minimizing caffeine, alcohol, salt, fat, and sugar, and consuming a diet rich in complex carbohydrates (whole grains, vegetables) may improve PMS symptoms.
	PMS and PMDD can be treated with a combination of hormonal birth control, antidepressants, and cognitive behavioral therapy with a mental health specialist.
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Perimenopause and Menopause
For people dealing with extremely painful or heavy periods, menopause may sound like nirvana. It’s not uncommon for someone battling endometriosis, fibroids, PCOS, or PMDD to wish that ovulation and periods would stop forever. While menopause signifies the end of menstrual cycles and usually, but not always, the pain and suffering of conditions such as endometriosis, it unfortunately opens up an entirely new world of changes to the body and associated medical problems: hot flashes; night sweats; mood swings; dysfunction of the bladder, vagina, and pelvic floor; issues with libido and sexual function. The symptoms of menopause can be more far-reaching and debilitating than many people realize.
In the past, there was an expectation that women had to suffer through menopause as a phase of life, but in recent years, a multibillion-dollar industry has arisen to offer treatment options for symptoms. These treatments range from hormonal medications to untested and unregulated supplements. It may be difficult for people to wade through the enticing marketing for these menopausal health products, all of which promise relief of suffering and the restoration of youthfulness but have wildly varying degrees of efficacy. Let’s separate fact from fiction.
MENOPAUSE BASICS
Many people may be confused about what menopause actually means. A person is considered to be in menopause after going twelve months in a row without a period. It doesn’t count if a medical condition or medication stops the periods. The absence of periods in menopause reflects the natural quieting of ovarian function that occurs with age. In order to have a period, estrogen is needed to thicken the endometrial tissue in the uterus, and ovulation must occur. As someone gets closer to menopause—a time called perimenopause, or the menopausal transition—the follicle pool of the ovaries becomes depleted, and estrogen production drops. Ovulation occurs less and less often, and periods come more irregularly until they stop altogether. The menopausal transition usually begins several years before periods finally stop, and as a result, people start to experience symptoms such as hot flashes well before they are in menopause. Menopause is not defined by the presence or absence of symptoms. In fact, some people who are in menopause are fortunate enough to have no symptoms at all, and some people who are perimenopausal have severe symptoms.
Menopause is also not defined by hormone levels. Generally, estrogen, progesterone, and testosterone will be low in menopause, but hormone levels may change from day to day and moment to moment. This is why hormone testing isn’t usually necessary or helpful to confirm menopause. The average age of menopause in the United States is fifty-one to fifty-two, so when people in their late forties or early fifties start to skip periods, the cause is usually assumed to be the menopausal transition. However, people who are forty years old or younger who are missing periods may need hormone testing to distinguish premature menopause (also called premature ovarian insufficiency) from conditions such as PCOS and thyroid disease.
Surgical menopause is menopause induced by the removal of the ovaries. Removing both ovaries has serious health risks even for women well into their fifties, including higher rates of cardiovascular disease, osteoporosis, and overall risk of death. For these reasons, it’s rare for doctors to induce surgical menopause by removing the ovaries in premenopausal patients unless patients have a serious health risk, such as a high likelihood of ovarian cancer with genetic mutations in BRCA1 or BRCA2.
SYMPTOMS
The range of symptoms experienced in perimenopause and menopause is enormous and can affect almost every aspect of someone’s physical, mental, and emotional health.
VASOMOTOR SYMPTOMS
When most people think of menopause, the first words that come to mind are probably hot flashes. Hot flashes are a sensation of heat that can be felt day or night and may occur as frequently as once an hour. They are often associated with sweating, chills, flushing of the skin, and palpitations, and these experiences are known collectively as vasomotor symptoms. Vasomotor symptoms can be mild, or they can feel extremely oppressive and anxiety-provoking to the point that someone cannot even go to work.
MOOD
Mood fluctuations are also common. People can feel irritable or tearful and experience significant depression or anxiety. Having a prior history of depression or a mood disorder increases the risk of having worsened depression in menopause. Factors such as poor sleep, bothersome symptoms, changes in the body, problems with sexual function, and loss of fertility can also understandably contribute to feelings of depression or anxiety.
SLEEP AND FOCUS
Sleep patterns change during menopause and it may be more difficult to fall or stay asleep. This is sometimes due to hot flashes, night sweats, or having an increased need to get up in the night to urinate, but sleep disturbances can occur even if other symptoms are not present. Some people experience difficulty focusing or remembering details, which is sometimes referred to as brain fog. These problems with focus or memory might also be a result of depression or poor sleep, which are themselves symptoms of menopause.
SEXUAL DYSFUNCTION
Decreasing estrogen and testosterone levels in menopause can cause decreased libido and arousal and an inability to achieve orgasm. Sexual problems may also be related to genitourinary syndrome of menopause, including problems with insufficient vaginal lubrication, vulvar blood flow and engorgement, and pain with sex due to narrowing of the vagina or fragility of the vaginal tissue.
GENITOURINARY SYNDROME OF MENOPAUSE (GSM)
GSM can also involve weakening of the pelvic floor and pelvic organ prolapse, as well as changes in the tissue of the urethra and vagina leading to urinary frequency, urgency, UTIs, vaginal dryness, burning, and discharge.
SKIN CHANGES
Collagen content of the skin can also decrease with dropping estrogen levels, leading to changes in appearance such as wrinkling or sagging of the facial or body skin.
WEIGHT GAIN
Weight gain, slowing metabolism, and loss of muscle mass are all related to aging in general as well as to menopause. Menopausal symptoms such as poor sleep and mood symptoms may also affect someone’s eating habits and ability to exercise, further contributing to weight gain.
HEALTH RISKS
Menopause and low estrogen are associated with increased risks of serious health conditions such as cardiovascular disease and stroke. Decreasing estrogen levels can cause a rise in LDL (low-density lipoprotein) cholesterol, which is the bad cholesterol that can build up in the blood vessels of the heart and the vessels leading to the brain. This makes it particularly important for people who are postmenopausal to consult their primary care doctors regularly for blood pressure, cholesterol, and other health screenings and to discuss exercise and nutrition.
Low estrogen can lead to bone loss and osteoporosis, a condition where the bones are weakened and have a higher risk for fractures. Loss of bone mass actually starts before the menopause transition, and continues after menopause occurs. People can lower their chances of osteoporosis by ensuring adequate calcium and vitamin D, avoiding smoking and alcohol, which can further weaken bones, exercising to strengthen the bones and improve balance to prevent falls, and getting routine screening for osteoporosis with bone-density scans. People who are diagnosed with osteoporosis are treated with medications to improve bone density and decrease risk of fractures.
TREATMENTS
Many of the physical, emotional, and mental symptoms of menopause are interconnected, so treatments for these symptoms may overlap. Hormonal medications may improve many of these problems, but simply taking hormones or any single medication may not fully alleviate all symptoms, and a multidisciplinary approach to treatment is often needed.
MENOPAUSAL HORMONE THERAPY (MHT)
Estrogen containing menopausal hormone therapy (MHT), formerly known as hormone replacement therapy, is the most effective treatment for vasomotor symptoms and GSM. There are options for MHT that contain only progesterone or testosterone, but the versions that include estrogen have been more extensively studied and are more commonly used. MHT can be taken as an oral pill or a patch worn on the skin, less commonly as a topical gel or spray. These are called systemic methods, because hormones travel throughout the body via the bloodstream after being absorbed through the skin or the gut. This is in contrast to vaginal estrogen treatments, which are administered as a cream, tablet, or ring inserted into the vagina. Very little to no hormone actually gets absorbed into the body through the vagina, so vaginal estrogen is considered a local treatment for GSM symptoms.
Systemic Estrogen Therapy
Hormone pills or disposable patches worn on the skin are mostly prescribed for vasomotor symptoms, but they can also improve other symptoms such as mood fluctuations and sleep disturbance. For people who have a uterus, systemic hormones never consist of estrogen alone because estrogen used by itself can increase the risk of uterine cancer. Oral or transdermal estrogen is always combined with a progesterone for people who have not had a hysterectomy in order to counteract the effect of estrogen on the uterus and prevent cancer. The progesterone can be included in the same pill or patch as estrogen or given as a separate prescription. Because vaginal estrogen has very little systemic absorption, it can be given without progesterone unless someone has a particularly high risk of developing uterine cancer.
There are several different pill and patch formulations and doses. In general, healthcare providers will start with a low dose and then increase as needed, because using the lowest dose needed to control symptoms helps minimize the risk of side effects. In terms of which type of formulation to choose, many gynecologists will recommend transdermal patches rather than pills for several reasons: convenience of dosing (patches are applied once or twice a week rather than taken once daily like pills), more stable blood hormone levels, and less of an impact on cholesterol and lower risks of blood clots and strokes compared with oral pills.
Cost
Because MHT can be expensive in the United States, insurance companies often limit the brands and types of hormone treatments that they will cover for patients. It is not uncommon for people to find that the MHT prescription given to them by their doctors is not covered by their insurance plans. To minimize inconvenience, people can call their insurance companies and request a list of covered hormone formulations before seeing their doctors to discuss menopausal symptoms or before picking up a prescription from the pharmacy. The doctor can consult the list and choose from covered options or change the prescription if necessary. Sometimes even with insurance coverage, the cost may still be too high to afford. For these situations, there are coupon card programs through drug manufacturers and companies such as GoodRx that may bring down the out-of-pocket cost. If medication price is preventing patients from using MHT, their healthcare providers can try to help find one of these solutions. Unfortunately, cost can be a barrier to access to care for many, and it’s a source of frustration for both patients and healthcare providers.
Risks
Historically, MHT was prescribed routinely to perimenopausal and menopausal women for prevention of osteoporosis, heart disease, vasomotor symptoms, and GSM. Then, in 2002, a landmark study called the Women’s Health Initiative (WHI) showed that systemic MHT was associated with higher risks of coronary artery disease, blood clots, stroke, and breast cancer, though the breast cancer risk was higher only with combined estrogen and progestin formulations, not estrogen alone.
After the WHI results were published, rates of MHT prescriptions plummeted, and healthcare providers became wary of giving hormones. When the data was scrutinized more closely, researchers noted that the study population in the WHI was mostly older postmenopausal women with an average age of sixty-three. Subsequent studies have since shown that the cardiovascular and cancer risks of MHT in younger women are significantly lower than those reported in the initial WHI findings, which makes sense, as the rates of these diseases naturally increase as people age. Vasomotor symptoms tend to be the worst in the few years around the menopause transition, primarily affecting people in their forties and fifties.
Most of those who need MHT will be able to use it. There are no strict cutoffs for duration of use or age as long as symptoms are being controlled and the person does not develop new health conditions such as cancer or blood clots. In order to minimize the health risks as someone ages, doctors may discuss trying to wean off hormones if symptoms are no longer present. MHT is no longer given to prevent health problems such as osteoporosis and heart disease—it is prescribed only for treatment of symptoms that are affecting quality of life.
Vaginal Estrogen
Estrogen can be given vaginally in the form of a cream, small pill, or plastic ring, and the choice of method may depend on insurance coverage and individual preference.
Vaginal estrogen poses minimal risks of blood clots and uterine and breast cancer compared with systemic hormone methods. Even some breast cancer patients may safely use vaginal estrogen. Many breast cancer patients have significant GSM symptoms because some breast cancer treatments work by dropping estrogen levels, and chemotherapy can also cause early menopause. In the past, all hormones were avoided in breast cancer patients to prevent stimulating cancer recurrence. In recent years, studies have shown that vaginal estrogen doesn’t increase the risk of cancer recurrence except in certain circumstances; therefore, oncologists have started allowing some people with a history of breast cancer to use vaginal estrogen if they have severe GSM symptoms.
Progesterone
Progesterone is typically not prescribed by itself for the treatment of menopausal symptoms because estrogen is more effective. However, for patients with risk factors for blood clots or other contraindications to estrogen, progesterone pills or the Depo-Provera birth control injection have also been shown to have some benefit in treating vasomotor symptoms.
Testosterone
Testosterone is converted into estrogen by fat cells in the body, so it could be used to treat menopausal symptoms. However, there are currently no testosterone methods that have been approved by the FDA for the treatment of menopause. It’s sometimes used off-label to treat low libido in postmenopausal women.
Bioidentical and Compounded Hormones
The term bioidentical refers to hormones structurally similar to those produced by the ovaries. There are FDA-approved bioidentical hormones, such as 17-beta-estradiol (Estrace) and micronized progesterone (Prometrium). However, the term bioidentical in women’s health marketing usually refers to hormone formulations that are specially compounded by a pharmacy, sometimes based on lab testing, rather than those produced by a pharmaceutical company. They are often promoted as supposedly being more natural than traditional MHT preparations.
The reality is that all commercial MHT estrogen is actually derived from natural sources, either plants or the urine of pregnant mares (Premarin). Compounded estrogen is derived from essentially the same plant-based precursors as those in commercial formulations. There is no evidence that compounded hormones are more effective or safer than commercial MHT. In fact, the American College of Obstetricians and Gynecologists and the North American Menopause Society both recommend against using compounded hormones, because unlike FDA-approved formulations, there is no standardization or regulation of compounded hormone methods and therefore no data about safety or effectiveness.
Some bioidentical hormones are given as pellets that are embedded under the skin. These medications are not FDA approved and are not covered by insurance. Pellets cannot be removed, which is problematic if someone experiences side effects. Some of these pellets contain testosterone, which can cause masculinizing symptoms that may feel bothersome to some cis women. There’s also a risk of uterine polyps, precancer, or cancer if the pellets do not contain sufficient progesterone to protect the uterus from estrogenic effects.
Many providers who prescribe compounded hormones obtain repeated hormone-level tests, often through saliva testing, and usually at additional cost to the patient. NAMS and ACOG do not support these practices; hormone testing is not necessary to guide treatment, since hormone levels fluctuate daily. The most important part of treatment is how patients feel and how well their symptoms are controlled, not their lab results.
NONHORMONAL MEDICATIONS
Estrogen-containing medications are the most effective treatments for menopausal symptoms. However, many people cannot take hormones because they have medical risks such as breast cancer, and others simply prefer not to take hormones. Fortunately, there are several nonhormonal options for the treatment of vasomotor symptoms.
Antidepressants
The most effective alternatives to estrogen are antidepressant medications such as selective serotonin reuptake inhibitors (SSRIs) and serotonin-norepinephrine reuptake inhibitors (SNRIs). Of these, only a low-dose version of the SSRI paroxetine (Brisdelle) has been approved by the FDA for the treatment of hot flashes, but other SSRIs, such as citalopram and escitalopram, and SNRIs, such as venlafaxine, have also been shown to be effective.
Anti-Seizure Medications
Gabapentin (Neurontin) and pregabalin (Lyrica) are anti-epileptic medications that are also used to treat nerve pain, and these medications have some efficacy in preventing vasomotor symptoms. Because they can cause sedation, gabapentin and pregabalin are usually taken in the evening for those who are having more severe symptoms at night and may be having difficulty sleeping.
Neurokinin 3 (NK3) Receptor Antagonist
In 2023, the FDA approved a medication called fezolinetant (Veozah) for the treatment of moderate to severe menopausal vasomotor symptoms. This is the first of a new class of drugs that work by blocking neurokinin, a neurotransmitter that triggers hot flashes and sweating. When neurokinin receptors in the part of the brain that control temperature sensation are blocked, vasomotor symptoms improve.
Taken daily, fezolinetant was shown to significantly decrease the frequency and intensity of hot flashes. It may affect the liver, so liver enzymes must be monitored while patients are taking the medicine, and it cannot be used by people with liver cirrhosis or kidney failure. It can also cause abdominal or back pain, diarrhea, or difficulty sleeping. Since it’s a new medication, insurance coverage and cost may limit access.
HOLISTIC OPTIONS
Complementary and alternative therapies are commonly used for menopausal symptoms when people are searching for an alternative to medications or simply want to use a more natural approach. These can take the form of supplements, acupuncture, meditation and mindfulness, and exercise. The literature has not shown that any of these are significantly more effective than placebos for the treatment of menopause symptoms, but they may help with reclaiming a sense of overall health and well-being.
In general, if people feel better when engaging in holistic health practices, they don’t need research studies to justify continuing to enjoy them. Keeping active and minimizing stress can naturally improve mood, sleep, and overall health for everyone, not just those in perimenopause or menopause.
Nutritional Supplements
There are many dietary supplements with vitamins and herbal compounds that are marketed toward menopausal women, but like compounded hormones, supplements are not standardized, rigorously studied, or regulated, and there is little to no evidence to support their safety or effectiveness.
Phytoestrogens are compounds in plants that act similarly to estrogen. They are present in dietary sources such as soy products, flaxseed, legumes, and some fruits and vegetables. Soy phytoestrogens may also be taken as nutritional supplements. There are also herbal remedies such as black cohosh that are used for menopausal vasomotor symptoms. The data on soy and black cohosh is mixed; a few small studies show some benefit in terms of symptom relief, but most studies do not show any significant improvement.
Acupuncture
One of the most commonly used alternative treatments for hot flashes is acupuncture. This is a traditional Chinese practice in which very fine needles are placed in the skin to redirect the flow of energy, or qi, through the body. Acupuncture can be very effective for the treatment of some medical conditions, such as musculoskeletal pain and headaches. Randomized studies have not shown significant differences between acupuncture and placebo treatments for the relief of hot flashes, but it’s difficult to standardize research on acupuncture given differences in techniques. Since there are minimal risks, if patients experience relief of symptoms with acupuncture, it’s worth continuing.
Exercise
According to several studies, exercise does not significantly improve hot-flash intensity or frequency except when it is associated with weight loss in overweight or obese patients. Exercise is still a very important part of maintaining health in menopause because it helps with sleep and prevents cardiovascular disease and bone thinning.
Mental Health
Cognitive behavioral therapy may improve sleep disturbance and decrease the extent to which hot flashes are bothersome. In general, therapy can be beneficial in managing mood swings, depression, anxiety, and sexual dysfunction that some people experience during perimenopause and menopause. Ensuring mental and emotional well-being are as important as treating the physical symptoms of menopause, and a mental health professional can be an important part of the menopause care team.
TAKE-HOME POINTS
 
	Patients who go through twelve consecutive months with no spontaneous periods have entered menopause. Menopause is not defined by hormone levels or symptoms.
	People can be in the menopausal transition—with hot flashes, sweats, mood swings, and genitourinary symptoms—for years before their periods actually stop.
	Estrogen-containing hormone therapy is the most effective treatment for menopausal symptoms.
	The estrogen in commercially available menopausal hormone treatments is derived from natural sources, such as plants and the urine of pregnant horses. Compounded hormones are not any more natural or effective than those available from a traditional pharmacy.
	Hormone levels don’t need to be checked in patients receiving menopausal hormone therapy. Treatment and adjustment of doses are based on how they feel, not on what their lab results show.
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Infertility
Infertility is incredibly common. The WHO estimates that 48 million couples and up to 186 million people globally live with infertility. Despite these staggering numbers, people struggling to get pregnant often feel alone, because the process of trying to conceive is such a private and personal experience. In many cultures, it is considered taboo to discuss sex or conception, and people can feel uncomfortable talking about fertility problems even with close family members or friends. Having difficulty becoming or staying pregnant can involve a heartbreaking combination of medical challenges and emotional, financial, and interpersonal stressors. It may feel confusing and frustrating, and it’s compounded by the fact that in up to a third of cases, testing doesn’t reveal a clear answer as to the root cause. This is called unexplained infertility. People dealing with reproductive challenges may feel anger, grief, or self-doubt. If society normalizes discussing these issues, people facing infertility will be able to better understand their options and feel empowered to talk with their doctors, and they’ll realize that they’re far from alone in their struggles.
BASICS OF INFERTILITY
People who are unable to become pregnant after one year of trying regularly are said to be infertile. Couples don’t need to wait a full twelve months before seeking testing; issues such as missing or irregular periods warrant earlier evaluation. Fertility testing should be considered after six months of trying regularly if the partner with a uterus is thirty-five or older because there is a higher likelihood of difficulty conceiving as someone ages.
People may have trouble getting pregnant even if they have had children before. This is called secondary infertility and it can be due to age, changes in health, or a partner with fertility issues.
Same-sex couples may seek out assisted reproductive treatments such as insemination and in vitro fertilization to build their families, and they can experience infertility if they have difficulty conceiving using these methods.
CAUSES OF INFERTILITY
In order for conception and pregnancy to occur, a sperm must fertilize an egg, the sperm and egg must be genetically normal, and the resulting fertilized egg must divide into a multicelled embryo, travel through the fallopian tube, and reach the uterus. The embryo implants in the endometrium of the uterine cavity and develops a placenta that will support the pregnancy in terms of hormone production and nutrient exchange.
Problems at any step of the conception or implantation process can lead to infertility. Factors related to the female organs include issues with egg quality or number, problems with ovulation, fallopian tube blockage, and abnormalities of the uterine cavity or cervix. Male factors include problems with erections, ejaculation, sperm production, and sperm transport. In almost all circumstances, the causes of infertility are biological conditions outside of people’s control, not something that they did wrong.
OVARIAN FACTORS
Ovarian factors include issues with the number or quality of eggs, or with ovulation. As people age, the number of eggs and egg quality diminishes. Pregnancy rates drop with age, and miscarriage rates increase, making it more difficult to conceive and stay pregnant. The likelihood of pregnancy per cycle starts to decline slowly in patients in their early thirties, and the rate of decline accelerates rapidly when they are in their late thirties. At this point, only about 10 percent of a person’s original egg supply remains.
Sometimes the pool of available eggs, the ovarian reserve, is lower than expected; this is called diminished ovarian reserve. Sometimes the ovaries stop functioning normally, leading to early menopause. This is also known as primary ovarian insufficiency or premature ovarian failure. Someone with this condition will stop having periods before age forty and may no longer ovulate. Diminished ovarian reserve and premature ovarian failure can happen without any clear reason, but there are some factors that damage the ovaries or eggs and affect ovarian function. These include cancer treatments such as chemotherapy and radiation, smoking, autoimmune diseases, and genetic conditions such as Turner’s syndrome where a woman is born with only one copy of the X chromosome.
Problems with ovulation and the release of eggs can be due to a diminishing egg pool or hormonal problems. One of the most common causes of infrequent or missing ovulation is PCOS. Endocrine conditions such as thyroid, pituitary, and adrenal diseases, chronic liver or kidney disease, autoimmune conditions, and certain medications may also affect ovulation. Physical and mental stresses can alter the signals from the hypothalamus to the pituitary that are necessary for follicle development and ovulation. This change in hypothalamic function is why people who exercise intensely, lose a great deal of weight, or experience a significant illness or physical or emotional stress may temporarily lose their periods and stop ovulating.
TUBAL FACTORS
Blockage of the fallopian tubes prevents an embryo from reaching the uterine cavity. Tubal factors include any condition that scars or obstructs the tubes; common causes are prior pelvic infections with gonorrhea or chlamydia; endometriosis; abdominal surgeries; and inflammatory bowel disease. Tubal scarring is also a significant risk factor for ectopic pregnancies, since an embryo that is unable to enter the uterus may implant and begin to grow within the tube. Most people with blocked tubes will not have any symptoms, and it is usually diagnosed only when they undergo infertility testing.
When the end of the tube closest to the ovary is blocked, the tube can fill with fluid and become large and swollen, forming a hydrosalpinx. The fluid inside a hydrosalpinx is inflammatory and can prevent the implantation of an embryo or increase the risk of miscarriage by flowing backward and creating an inhospitable environment in the uterine cavity. Surgical removal of a damaged tube that has turned into a hydrosalpinx is one of the only situations where removing a tube actually improves someone’s fertility. A single remaining tube can draw in an egg from the opposite ovary, and pregnancy rates in IVF are better after removal of a hydrosalpinx.
UTERINE FACTORS
Structures that affect the size and shape of the uterine cavity can prevent implantation of an embryo or increase risk of miscarriage. These include fibroids that grow within the cavity or distort it, endometrial polyps, and scar tissue in the cavity from prior surgeries or infections.
Scarring of the cervix from prior infections or surgical procedures can also cause infertility by blocking the passage of sperm into the uterus. Especially thick mucus in the cervix can also prevent passage of sperm.
MALE FACTORS
There is a wide range of estimates for the number of cases in which infertility is due to a male factor. A WHO study reported that in developed countries, 8 percent of cases were due to male factors alone, and 35 percent were due to a combination of male and female factors. Other studies report that about a third of cases are due to male factors alone, and half are due to both male and female factors. This is important to recognize, because in some cultures, problems with conception are attributed to the female alone, and women face stigma related to infertility that male partners don’t.
Male infertility can be due to problems with sperm production, ejaculation, or erections, and these in turn can result from aging, obesity, or hormonal, genetic, infectious, and environmental causes. Elevated temperature in the testicles can also affect sperm production and quality. This temperature effect can be seen in a condition called varicoceles, which are dilated veins in the testicle. If varicoceles are large, the blood in the veins raises the temperature and causes problems with the number and shape of sperm that are produced. Nicotine, cannabis, alcohol, and drugs, including anabolic steroids and testosterone used in bodybuilding, can also affect sperm production.
As this book focuses primarily on gynecologic health, this is just a small sampling of possible causes of male-factor infertility. A reproductive urologist can do a full evaluation that addresses the entire range of potential issues.
UNEXPLAINED INFERTILITY
Almost a third of infertility cases have no apparent explanation, with all tests coming back normal. Receiving a diagnosis of unexplained infertility can feel confusing; it may be a relief to find that everything is normal, but it can be frustrating to hear that there is no clear problem that can be fixed.
FERTILITY TESTING
It may take several months of trying to conceive before someone becomes pregnant. Even under the best of circumstances, the likelihood of getting pregnant is 25 percent or less during each cycle. This is why fertility testing is not usually done until someone has been trying to conceive with regular intercourse for twelve consecutive months, or six months if the partner with the uterus is thirty-five or older. Because egg number and quality decline rapidly beginning in one’s late thirties, getting timely testing and a referral to a board-certified specialist as soon as possible offers patients the best chances of conceiving.
Fertility testing involves evaluation for ovarian, tubal, uterine, and male factors. These tests assess ovulation and ovarian reserve, whether the tubes are open and the uterine cavity is normal, and whether there are enough sperm of normal shape and function.
TESTS OF THE OVARIES
To test the partner with female reproductive organs, a doctor takes a medical and menstrual history and orders lab tests and imaging studies. The medical history can provide important information about fertility. For instance, patients who are having regular periods approximately every four weeks are most likely ovulating, and patients who skip multiple periods are most likely not ovulating during those months.
Blood tests are obtained to check hormone levels and ovarian function. Because female hormones can fluctuate throughout the menstrual cycle, fertility labs are usually obtained around day three of the cycle if possible (with day one being the first day of regular flow) in order to standardize result interpretation. Levels of estrogen, follicle-stimulating hormone, and anti-Müllerian hormone (AMH) are used to assess how the ovaries are functioning. AMH decreases with age, and a very low level may predict a poor response to in vitro fertilization. Additional tests are sometimes used to evaluate the ovarian reserve, including an antral follicle count, which is an ultrasound assessment of the number of eggs.
None of these tests can evaluate egg quality. Abnormalities in sperm can be seen under the microscope, but there is no equivalent test to assess the quality and structure of eggs.
TESTS OF THE UTERUS AND TUBES
The shape and contour of the uterine cavity and fallopian tubes can be checked with an X-ray called a hysterosalpingogram, or HSG. This test is usually done by a fertility doctor or a radiologist. A dye is injected through the cervix and then an X-ray is taken that shows whether the cavity of the uterus is a normal shape and whether the tubes are open. An HSG identifies abnormalities of the cavity, such as scarring and fibroids, and it can also show blocked or dilated fallopian tubes. An REI doctor can also evaluate the uterine cavity and tubes by performing a special ultrasound in which saline and air are injected into the uterus.
If an abnormality such as polyps, fibroids, or scar tissue is found in the uterus, the patient is treated with hysteroscopy, a minor surgical procedure where a thin camera is inserted through the vagina and into the uterus. Small instruments, such as scissors, graspers, electrical loops, or tiny spinning blades, may be used through a hysteroscope to remove the abnormalities.
Some fertility specialists suggest testing the endometrial tissue inside the uterus to rule out microscopic problems such as abnormal cells or mild infections. This testing is done with an endometrial biopsy, where a thin straw is inserted through the cervix and into the uterine cavity to pick up loose endometrial tissue.
When there is suspicion for endometriosis or pelvic scar tissue that could be affecting the tubes, laparoscopic surgery may be suggested to remove endometriosis or adhesions.
TESTS OF THE SPERM
Male fertility testing is done primarily through a semen analysis. A semen sample is obtained through masturbation, and the number, shape, and movement of the sperm are evaluated under the microscope. If there are no sperm in the semen or if the patient has a problem with ejaculation, sperm may be removed from the testes with a minor surgical procedure done under anesthesia. This is called testicular sperm extraction (TESE) and it can be used for both testing and to collect sperm for fertility treatments such as IVF.
FERTILITY TREATMENTS
Once testing has been completed, doctors use the results to help patients evaluate their fertility treatment options. These can include medications to stimulate ovulation; insemination, which is a procedure to place sperm directly into the uterus; and in vitro fertilization. Each strategy has different risks and likelihoods of success. The fertility doctor will discuss these differences and help patients understand which options give them the best chances of getting pregnant and having a baby.
OVULATION INDUCTION
Stimulating the ovaries to induce ovulation may increase pregnancy rates. This can be done with oral medications, such as clomiphene or letrozole, especially for patients with PCOS. If these aren’t effective, injectable hormones such as FSH and LH may be recommended. These medications are combined with either timed natural intercourse or insemination (intrauterine insemination, or IUI). A medication is given to trigger egg release, then the couple may have sex or the fertility doctor will perform an IUI as described on the following page. Ovulation induction is usually more affordable and less invasive than IVF, so many couples will choose this as an initial treatment option.
Ovulation induction medications can cause the release of more than one egg, so they can lead to multiple-gestation pregnancies—such as twins, triplets, and quadruplets—which are more high risk than pregnancies with a single baby. For this reason, follicle development is usually monitored carefully with ultrasounds during ovulation induction. If several follicles seem to be maturing and may release at the same time, the treatment cycle may be canceled. Insemination would not be performed, and couples would be counseled to avoid intercourse in order to prevent multiple eggs from being fertilized.
There’s also risk of ovarian hyperstimulation syndrome (OHSS), a serious condition that can cause enlarged ovaries and leakage of fluid into the abdomen from the ovaries. Mild OHSS can cause abdominal bloating, weight gain, pain, and nausea, but severe OHSS can cause difficulty breathing, dangerous blood clots in the veins, electrolyte abnormalities, and kidney failure, and it requires emergent medical treatment. OHSS is seen more commonly with injectable fertility hormones but can also occur with oral medications.
INTRAUTERINE INSEMINATION (IUI)
Insemination may be helpful if a couple is unable to have intercourse because of a problem such as vaginismus or erectile dysfunction, if a same-sex female couple is trying to conceive using donor sperm, or if there is a cervical or male factor where placing a concentrated number of sperm directly into the uterus increases the chances of pregnancy. IUI can also improve pregnancy rates when given with ovulation induction medications.
For IUI, a semen sample from a male partner or a sperm donor is washed and prepared, and the sperm are introduced into the uterus with a small catheter inserted through the cervix. IUI is usually performed in an office or procedure room using a speculum; it’s similar to what is done during a Pap smear. It isn’t usually painful and doesn’t typically require pain medication, though antianxiety medication or sedation may be offered if patients have difficulty with vaginal procedures.
IN VITRO FERTILIZATION (IVF)
In vitro fertilization is a procedure in which eggs are retrieved from the ovaries, combined with sperm in a lab to create embryos, and the embryos are transferred into the uterus. The term in vitro means “in glass” in Latin and comes from the idea of creating embryos in glass test tubes or petri dishes. IVF is the most effective form of assisted reproductive technology (ART) because it results in the highest pregnancy rates. It can be done with a couple’s own egg and sperm or a donor egg or sperm. IVF can also be performed with a gestational carrier, which is a person who will carry the pregnancy on behalf of another person or couple.
Less invasive options such as IUI are usually performed first, but in some scenarios, couples may proceed directly to IVF. These include situations where the tubes are completely blocked or the sperm is extremely abnormal. Some couples who haven’t experienced infertility may choose to undergo IVF in order to screen embryos for genetic conditions such as sickle cell disease if one or both partners are carriers for affected genes and their children are at risk of inheriting the disease.
An IVF cycle generally involves stimulating the ovaries with medications to produce multiple follicles. Hormone testing and ultrasounds are used to monitor follicle development. When the follicles appear to be ready, the eggs are retrieved with a minor procedure that is performed under sedation: an ultrasound is used to guide insertion of a needle through the vagina to remove eggs from the follicles.
The eggs are then fertilized with sperm in a lab. Male partners will provide a semen sample on the day of the egg retrieval, or previously frozen or donor sperm can be used. Fertilization can be done by inserting a single sperm into each egg with an extremely fine needle, a procedure called intracytoplasmic sperm injection (ICSI).
The embryos are then grown in a lab for several days and carefully monitored by embryologists as they develop. Embryologists assign each embryo a grade based on appearance and number of cells with the goal of identifying the highest-quality embryos. The decision of which embryos and how many to transfer during a cycle is very complex and based on many factors, among them the patient or egg donor’s age, the quality of the embryos, and prior reproductive history.
In most cases, only a single embryo is transferred during each IVF cycle to minimize the potential of having multiple-gestation pregnancies. People undergoing IVF may wonder why more embryos aren’t transferred to ensure the highest possible chances of pregnancy. This is because twin and higher multiple pregnancies have significantly more medical risks for both the parent and fetuses, including pregnancy loss and extremely premature birth. Even if only a single embryo is transferred, it can split and become twins, and two embryos can become quadruplets. For this reason, every country has specific guidelines on how many embryos should be transferred, with a single embryo recommended for most cycles.
During IVF cycles, embryos can be tested for genetic abnormalities. Preimplantation genetic testing (PGT) involves growing embryos in the lab for five to six days, removing a few cells from each, then freezing the embryos while genetic testing is performed. PGT can screen for serious medical conditions such as Huntington’s disease, sickle cell anemia, cystic fibrosis, and cancer-risk mutations such as BRCA. PGT may also be used in cases of recurrent miscarriages or failed IVF cycles because genetic abnormalities can lead to miscarriage. Selecting genetically normal embryos to transfer increases the chances of successful pregnancy.
IVF can be a costly and emotionally as well as physically challenging process. There may be side effects from the hormone medications, and there is a small chance of serious complications such as OHSS and ectopic pregnancy. Finances or access to infertility specialists may limit IVF services in many parts of the world. Couples may face ethical decisions about what to do with unused embryos, how many embryos to transfer per cycle, and how many cycles they are able and willing to pursue in order to conceive. Despite these challenges, IVF is a miraculous technology that can be the best hope for some patients to achieve their goal of pregnancy. There have been eight million babies born through IVF, and in places such as Scandinavia and Israel, where IVF is covered through the healthcare system, up to 10 percent of pregnancies are a result of IVF.
HOLISTIC OPTIONS
Some studies suggest that certain vitamins, supplements, and complementary treatments such as acupuncture may help fertility. The data tends to be mixed, and the size and quality of the studies may be limited.
Vitamin D
Follicle development in the ovaries can be affected by vitamin D. Observational studies suggested that IVF outcomes are improved if vitamin D levels are normal, and vitamin D deficiency may be associated with other reproductive conditions, such as endometriosis, fibroids, and PCOS. A large randomized study of vitamin D supplementation in women who were vitamin D deficient did not show any difference in pregnancy rates with IVF. Because there are other potential health benefits to restoring vitamin D levels, supplementation may still be suggested for those who are deficient.
Antioxidants
Coenzyme Q10 (CoQ10) is an antioxidant that protects cells from damage. Antioxidants have been investigated for possible benefit in terms of egg and sperm quality. CoQ10 occurs naturally in the body and is also found in foods such as fish and organ meats. It may also be taken as a dietary supplement. Studies have shown that CoQ10 supplementation during fertility treatment cycles may improve some features of ovarian response but doesn’t seem to improve birth rates.
DHEA
Dehydroepiandrosterone (DHEA) is a testosterone hormone produced by the adrenal glands that plays a role in follicle development. Some studies show potential benefits for women with diminished ovarian reserve or poor ovarian response undergoing IVF cycles. People with PCOS or other conditions where testosterone levels are high should not take DHEA.
Acupuncture
Acupuncture is thought to potentially improve hormone balance and blood flow to the uterus, and it may help with management of anxiety and stress during infertility treatment. There is some evidence that acupuncture slightly improves pregnancy rates when used alongside fertility treatment such as IVF.
Mental Health
Mental health care and personal wellness are a vital part of fertility and infertility care. Having trouble getting or staying pregnant can be incredibly difficult emotionally, and people going through infertility treatments face severe financial, physical, and relationship stressors. Working with a therapist or psychiatrist can help with management of stress, depression, anxiety, and partner communication. Support from friends, family, and partners is also incredibly important. If you’re going through difficulty with fertility, please treat yourself with grace and patience and lean on your medical team and loved ones for help. You are not alone.
TAKE-HOME POINTS
 
	Up to 186 million people globally are living with infertility.
	Infertility is defined as not being able to become pregnant despite trying regularly for one year. Fertility testing may be recommended sooner if a woman is over thirty-five years old or having irregular periods.
	About a third of cases of infertility are due to a medical issue involving the male partner.
	In most IVF cycles, only a single embryo is transferred in order to minimize the chance of a multiple pregnancy, which has higher medical risks than pregnancies with a single baby.
	IVF offers the highest pregnancy rates of any fertility treatment, and more than eight million babies have been born through IVF worldwide.
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Miscarriage
Similar to infertility, miscarriage is extremely common. Up to 25 percent of recognized pregnancies end in a miscarriage. The actual rate of miscarriage is likely far higher, because many losses occur before people even know that they are pregnant. It is estimated that up to 70 percent of fertilized eggs will result in a miscarriage. Most people don’t realize that pregnancy losses are so common, in part because in many cultures, miscarriages are kept private and considered taboo to discuss. Many couples wait until the second trimester to announce that they’re expecting, because they would feel uncomfortable telling friends, coworkers, and even relatives if they lost the pregnancy. Unfortunately, this culture of secrecy can create the false impression that miscarriages are rare. People going through miscarriages can feel alone or wonder if there is something wrong with them. Many people will scrutinize everything that they ate, drank, and did, worrying that they caused the loss. Very rarely is it something that the pregnant person did.
This chapter will cover what happens in a miscarriage, management, risk factors, and testing for women who have experienced recurrent miscarriages. These topics can be very difficult to read about for people who have experienced pregnancy losses. I’ve had two miscarriages myself and deeply understand how emotionally and physically painful they can be, no matter how early in pregnancy they occur. However, I hope that this information can help readers see past the myths and misinformation that surround the topic of miscarriage and support those who are trying to conceive.
BASICS OF MISCARRIAGE
The word miscarriage refers to a spontaneous loss before the twentieth week of pregnancy. A loss after twenty weeks is called a stillbirth. The risk of miscarriage decreases as a pregnancy progresses. Most miscarriages occur within the first twelve weeks of pregnancy, and once a pregnancy reaches the second trimester, miscarriage risk drops to 1 to 5 percent.
People may discover that they are having a miscarriage because they’re experiencing symptoms such as vaginal bleeding, cramping pain, or passage of tissue, but sometimes there are no symptoms at all, and the miscarriage is discovered during a routine ultrasound.
The medical term for miscarriage is spontaneous abortion. It can be confusing or painful for people to see this term in a medical chart, because the general public usually uses the word abortion to refer to an elective termination of pregnancy. In medical terminology, abortion simply means the ending of a pregnancy.
There are different types of miscarriage. These are distinguished by how far along the pregnancy was before it stopped growing and what symptoms, if any, the person is experiencing. Conditions such as ectopic pregnancies, which must be terminated for the safety of the mother, also represent a type of pregnancy loss.
BIOCHEMICAL PREGNANCY
A biochemical pregnancy is a very early miscarriage in which the pregnancy stopped developing before anything was visible on an ultrasound. A pregnancy test may be positive only briefly. Sometimes early biochemical pregnancy losses are mistaken for regular or slightly delayed periods.
MISSED MISCARRIAGE
A missed miscarriage is when the pregnancy stops growing without any symptoms of bleeding or pain. Missed miscarriages are often found when a patient goes for a routine ultrasound or prenatal visit. An embryo may be seen on ultrasound, but no heartbeat is visible. An ultrasound might also show a pregnancy sac but with no embryo inside; this scenario is called a blighted ovum, and it occurs when the pregnancy stops growing before an embryo develops.
THREATENED MISCARRIAGE
A threatened miscarriage is when the patient has symptoms such as bleeding or cramping but an ultrasound shows a normally developing pregnancy. In these situations, it is unclear whether a miscarriage will occur, but it is possible that it may. Fortunately, many pregnancies in these scenarios will continue to develop normally.
SEPTIC MISCARRIAGE
Septic miscarriages occur if the pregnancy tissue and uterus become infected. The pregnant person may feel pain and show signs of infection such as fever and abnormal vaginal discharge. This type of miscarriage can be very dangerous, and the pregnancy must be removed and antibiotics given as soon as possible. In other types of miscarriage, the pregnant person can take several days or even weeks to consider options or wait for the pregnancy tissue to pass on its own, but this is one of the few situations where a miscarriage must be treated immediately, because if it isn’t, the patient can become extremely ill.
RECURRENT MISCARRIAGE
Recurrent miscarriage is when someone experiences two or more miscarriages. In most cases, the loss of one or two early pregnancies is the result of random chance and not a sign of a medical problem.
ECTOPIC PREGNANCY
Ectopic pregnancies are pregnancies that implant outside of the uterine cavity. They’re not considered miscarriages, but they are still a type of loss because the pregnancy cannot be allowed to continue. The most common place for ectopic pregnancies is the fallopian tubes, but they can also occur in the cervix, the muscle of the uterus, a cesarean section scar, the ovary, and the abdominal cavity.
These pregnancies cannot grow into normal full-term fetuses. They’re life-threatening because they can burst and cause internal hemorrhaging, so they must be treated urgently to prevent rupture. Options for treatment include methotrexate—a type of chemotherapy medication that is given as a shot in the muscle—and surgery, which may be required to remove the pregnancy.
People who have an ectopic often don’t realize there’s anything wrong until they develop pain or abnormal bleeding. In addition to suddenly facing a potentially life-threatening situation, they may also be grieving the end of what had seemed to be a normal pregnancy.
MOLAR PREGNANCY
Molar pregnancies are similar to ectopics in that they unfortunately can’t develop into full-term babies. These are rare conditions, occurring in less than 1 percent of pregnancies. They form when there is an abnormality of fertilization—either a sperm fertilizing an empty egg or two sperm fertilizing one egg. A large amount of placental tissue develops, and the uterus can feel like it is growing very quickly. Pregnancy hormone levels can be very high, and the pregnant person might experience severe nausea and vomiting, pelvic pain, and abnormal bleeding. Molar pregnancies can also lead to serious medical conditions such as high blood pressure and thyroid abnormalities. One form of molar pregnancy can even become cancerous, so people with molar pregnancies must not conceive again for up to a year so that pregnancy hormone levels can be carefully monitored.
Because of these health risks, molar pregnancies must be treated with a dilation and curettage (D and C), a procedure in which pregnancy tissue is surgically removed.
DIAGNOSIS
A miscarriage may be discovered when a patient experiences vaginal bleeding or pain and goes to a doctor’s office or the emergency department for evaluation. In other cases, there may be no symptoms at all, and people may find out that they’ve had a miscarriage at a routine prenatal visit or ultrasound appointment.
Miscarriages are usually confirmed with a combination of pelvic ultrasound imaging, blood work to measure pregnancy hormone levels, and a pelvic exam to check for bleeding and passage of tissue. Early in pregnancy, ultrasounds are performed vaginally because it is difficult to look inside the uterus through the abdominal wall. As pregnancies grow and the uterus becomes larger, it is possible to see the fetus through the abdomen. Depending on how far along someone is, the doctor may try to do the ultrasound through the abdomen first and then vaginally if they cannot see well enough.
Sometimes it isn’t clear if a miscarriage is occurring or if someone is simply so early in pregnancy that an embryo has not yet developed. In these cases, ultrasounds and pregnancy hormone levels will be repeated in a few days or weeks to check for growth. If the levels have dropped or plateaued, the ultrasound shows no growth of the embryo or development of a heartbeat, or if the patient passes the pregnancy tissue, these unfortunately confirm a miscarriage.
TREATMENT
Patients who are experiencing a miscarriage will be presented with several options for management. They can choose to watch and wait to see if the miscarriage will pass naturally on its own, use medications to help pass pregnancy tissue, or undergo a D and C procedure to remove the pregnancy.
All options for management of miscarriage can be associated with incomplete removal of pregnancy tissue, which may require additional doses of medication or D and C treatments. Therefore, follow-up evaluations with pregnancy hormone tests, ultrasounds, or both may be suggested. Healthcare providers will usually schedule appointments during and after the miscarriage to ensure that the patient is healing well both emotionally and physically. There isn’t a standardized regimen for follow-up after a miscarriage; doctors will make recommendations based on how far along the patients were and what symptoms they are having. Different practices and hospital systems may have their own protocols, but they should all ensure that the miscarriage has completely resolved and that the patient is not having any signs of infection or heavy bleeding.
EXPECTANT MANAGEMENT
People who want to minimize medical or surgical intervention may choose to wait to see if the pregnancy tissue will pass on its own. This is called expectant management, or watchful waiting. Up to 80 percent of first-trimester miscarriages will resolve naturally, though it may take several weeks. The only major risk of waiting is the possibility of uterine infection developing. Treatment is recommended if the pregnancy has not yet passed after four weeks or if any signs of infection develop.
MEDICATIONS
Medications can be used to treat a miscarriage if a patient wants to avoid surgery but doesn’t want to wait for the miscarriage to start naturally. The medicines prescribed are misoprostol and mifepristone, the same drugs used for elective abortions. Misoprostol softens the cervix and induces uterine contractions; mifepristone causes the pregnancy to detach from the uterus. A combination of mifepristone and misoprostol is more effective than misoprostol alone in treating miscarriages, but in many parts of the world, mifepristone may not be accessible due to restrictions on its use for medical abortions.
Passage of a miscarriage either with medications or with expectant management can cause heavy bleeding and painful cramping. People often require pain medication, and if bleeding is extremely heavy, they may need to go to the emergency department for urgent treatment. Second-trimester miscarriages can pose particularly high risks for bleeding and pain, and it may be emotionally difficult to pass the fetus. Therefore, people in the second trimester are often counseled to undergo medical management of miscarriage in a healthcare facility rather than at home.
SURGERIES
A dilation and curettage (D and C) is a minor surgical procedure used to remove pregnancy tissue; it is done for both miscarriages and elective terminations of pregnancy. In these procedures, a speculum is inserted in the vagina, the cervix is gently opened, and either a narrow suction tube or instruments are used to remove the pregnancy tissue. D and Cs for early miscarriages can be done with local anesthetic in an office, but if patients prefer to receive more significant anesthesia or if the pregnancy is further along and there is more risk of bleeding or pain, they may undergo the procedure in an operating room.
People may choose a D and C if they’re anxious about experiencing the bleeding or pain that can be associated with a miscarriage. The procedure also makes it possible to collect pregnancy tissue for genetic testing. D and Cs have minor risks of infection, scarring, and injury to the cervix or uterus, though they’re generally considered low-risk procedures.
If a pregnancy has progressed to the second trimester or beyond, the procedure may be called a dilation and evacuation (D and E), though sometimes healthcare providers use the terms D and C and D and E interchangeably. Second-trimester D and Es have higher surgical risks of bleeding and incomplete removal of placenta tissue because the pregnancies are more advanced.
RISK FACTORS
More than half of miscarriages are due to an abnormality in the embryo’s chromosomes. Most of those chromosomal issues develop due to random chance as the embryo’s cells divide and multiply, and they aren’t usually a sign of an inherited problem from either parent that would recur in a future pregnancy.
Health factors can increase the risk for miscarriage. Some risk factors, such as smoking, are modifiable risks, meaning that a person can make lifestyle changes or undergo treatment to lower the risk of miscarriage. Other risk factors, such as age and genetic issues, cannot be modified, but miscarriage risk can decrease with the use of assisted reproductive technologies such as donor eggs and preimplantation genetic testing.
AGE
Because egg quality diminishes over time as eggs age, miscarriage rates increase with age. On average, the risk of miscarriage is 10 percent for women ages twenty-five to twenty-nine and over 50 percent for women in their mid-forties.
CHRONIC MEDICAL CONDITIONS
Endocrine conditions, such as insufficiently controlled diabetes, thyroid disease, and PCOS, and chronic medical problems, like lupus and kidney and heart disease, can increase risk of miscarriage.
Antiphospholipid syndrome (APS) is a type of clotting disorder that increases the risk of blood clot formation in the placenta and can cause pregnancy loss.
INFECTIONS
Certain viruses and bacteria can infect the placenta or fetus and cause pregnancy loss. COVID-19 infection in pregnancy can lead to miscarriage and stillbirth, possibly because of inflammation or blood clot formation in the placenta. Another group of infections that can pass through the placenta, infect the fetus, and cause miscarriage, stillbirth, or birth defects are known as the TORCH infections; TORCH is an acronym for toxoplasmosis, other (syphilis, varicella, parvovirus B19, listeria), rubella, cytomegalovirus, and herpes simplex virus.
SUBSTANCE USE
Smoking, alcohol consumption, and drugs such as cocaine may all increase the risk of miscarriage.
UTERINE ABNORMALITIES
Any structural abnormalities that compress or block the uterine cavity can increase the risk of pregnancy loss. These include fibroids, polyps, and uterine septa (a uterine septum is a fibrous wall of tissue running down the middle of the uterine cavity).
Fibroids, polyps, and septa can be removed using hysteroscopy to restore a more normal cavity and lower the risk of miscarriage.
GENETIC ABNORMALITIES
In a balanced translocation, a piece of chromosome breaks off and attaches to another chromosome. People who have a balanced translocation have a normal number of chromosomes, so they usually experience no health issues themselves. However, when their sperm or egg cells develop, those cells end up with the chromosomes that have either an extra piece or a missing piece. Any resulting embryos will have an abnormal number of chromosomes, and this can lead to miscarriage.
MYTHS ABOUT MISCARRIAGE RISK
It’s equally important to discuss what are not risk factors for miscarriage. There are myths in almost every culture about activities and actions that should be avoided to prevent miscarriage. These can include exercise, sex, lifting objects, working, and stress. Most of these are completely false. Most miscarriages are due to either a chromosomal abnormality that developed spontaneously or health issues that are out of someone’s control. Dealing with pregnancy loss is already extremely difficult; people should not be made to feel that they somehow caused their miscarriages because they were stressed or working too much.
Some people may have heard that low progesterone levels can cause miscarriage. In most cases, low progesterone is a sign of a pregnancy that is not viable and will most likely end in miscarriage; it’s not the cause of the miscarriage. Giving supplemental progesterone has not been shown to significantly lower the risk of miscarriage except in very specific cases of people with a history of recurrent miscarriages who are experiencing bleeding in a current pregnancy.
TESTING FOR RECURRENT MISCARRIAGE
People who have experienced two or more miscarriages may wish to undergo testing to evaluate for underlying conditions that could be causing the miscarriages. More than 50 percent of patients experiencing recurrent pregnancy loss have no abnormalities found on testing, which means that the losses were unexplained. The good news is that most people will actually go on to have normal pregnancies in the future. In one study, 77 percent of people with a history of recurrent miscarriage went on to give birth, and the success rate was 71 percent even for those who had a risk factor found on testing.
An evaluation for recurrent miscarriage may include a routine health assessment, a basic physical examination, and screening for issues such as diabetes; thyroid, kidney, and heart disease; and antiphospholipid syndrome. Both partners may get a blood test of the chromosomes called a karyotype to check for balanced translocations.
The shape of the uterus will be assessed with a pelvic ultrasound. Additional tests, such as a hysteroscopy and a hysterosalpingogram, may be suggested to evaluate the uterine cavity for abnormalities such as fibroids or polyps.
RECOVERY AFTER A PREGNANCY LOSS
It can obviously be extremely upsetting and difficult to experience any sort of pregnancy loss. People may feel grief, anger, confusion, and fear in addition to the physical pain that may accompany a miscarriage. Self-care for mental and emotional well-being is as critical as physical healing. Individuals and couples experiencing a miscarriage may benefit from counseling by a mental health professional to help with grieving and processing the complex emotions they experience.
Many people ask how long they need to wait before trying to get pregnant again. Doctors often recommend pelvic rest with avoidance of sex for a few weeks to minimize the risk of infection and ensure that the miscarriage is complete. In many cases, for people who have recovered physically after a loss, there may not be a medical need to wait longer than this. However, people may choose to wait longer so they can prepare emotionally and mentally before trying to conceive again.
It’s common to still feel very anxious or guarded in subsequent pregnancies, even if everything is going well. For this reason, it is important that people continue to be gentle with themselves and lean on loved ones and healthcare providers for all of the mental and emotional support they need.
TAKE-HOME POINTS
 
	Up to 25 percent of recognized pregnancies end in miscarriage, but the actual rate of miscarriage is likely far higher because many pregnancies end before people even know that they are pregnant. Up to 70 percent of fertilized eggs may result in a miscarriage.
	Most cases of miscarriage are due to random chance and are not a sign of other medical problems.
	It’s possible to have a miscarriage and not experience any symptoms. This is called a missed miscarriage.
	Up to 80 percent of first-trimester miscarriages pass naturally without treatment, but it may take several weeks.
	The majority of people who experience multiple miscarriages will go on to have normal pregnancies and deliveries.
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Gender Diversity
There’s an enormous amount of misinformation about gender and sex—starting with what these terms actually mean. The simplest way to understand the difference is that gender has to do with identity and the social meaning of being female, male, or other, whereas sex refers to biology, including genes and chromosomes, reproductive organs, genitals, and hormones. Gender and sex are not interchangeable terms, and neither is limited to a simple male-versus-female binary.
In fact, millions of people worldwide are gender diverse, meaning that they are transgender and do not identify as the gender that they were assigned at birth or that they are nonbinary or gender fluid and do not identify solely as male or female. Data from the CDC analyzed by researchers at the University of California, Los Angeles, estimated that there are 1.6 million transgender people ages thirteen and up in the United States. These numbers likely underestimate the true transgender population, as many people may not publicly identify themselves as transgender or may be in the process of understanding their gender identity.
For those who exist outside of the gender binary, issues of gender and sex may affect almost every aspect of their physical, emotional, and social lives. They can even be a matter of life and death. In a 2018 study, the American Academy of Pediatrics reported that more than half of transgender male teens had attempted suicide, and the risk was 30 percent and 42 percent in transgender female and nonbinary teenagers, respectively. Bullying, rejection by family or peers, and other social factors can also contribute to these staggeringly high rates. Fortunately, healthcare that allows people to safely explore and affirm their gender identity has been shown in many research studies to significantly improve depression and anxiety and reduce the risk of self-harm. For these reasons, gender-affirming care can be truly lifesaving and allows gender-diverse people to lead full, healthy, and joyful lives.
It’s necessary to discuss gender diversity in a book on gynecologic issues because gender-affirming care is an important and legitimate part of reproductive healthcare. Despite this, transgender and nonbinary people face serious hurdles on their path to seeking medical treatment; they may experience discrimination or even legal threats simply for trying to live authentically as themselves. I want this chapter to serve as a resource for those who may be exploring their own gender identity and are seeking medical care to affirm that identity. I also cover these concepts for readers who want to better understand gender diversity but are struggling to distinguish truth from misinformation in the media or their communities.
GENDER EXPLAINED
Gender is a multifaceted term that includes a person’s sense of identity and their relationship to the social world around them. The WHO defines gender as the “characteristics of women, men, girls and boys that are socially constructed. This includes norms, behaviors and roles associated with being a woman, man, girl or boy.” What it means to be a man or woman, masculine or feminine, differs from culture to culture and changes over time.
If the broader concept of gender is shaped by the society around us, gender identity involves a person’s experience of gender. One’s gender identity may or may not match someone’s sex assigned at birth or fit neatly into gender categories.
TERMINOLOGY
If someone’s gender identity matches the sex they were assigned at birth, they are cisgender. Being transgender means that someone’s gender identity does not match the sex they were assigned at birth. Cis and trans are used as adjectives; a cis man is someone who identifies as a man and was assigned male at birth. A trans man is someone who identifies as a man but was assigned female at birth. Someone who identifies with aspects of both male and female identities or with neither may consider themselves nonbinary, genderqueer, or agender. People who are nonbinary are also technically transgender, since they do not identify fully with the sex assigned at birth. Gender identity may change and vary over time in someone who is gender fluid. Language is also ever evolving, so these categories (and the terms that an individual may choose to use for themselves) may also shift and change over time.
Gender is not the same as sexuality or sexual orientation. It’s an aspect of a person’s sense of self, whereas sexuality refers to who someone is attracted to. People of all genders can be homosexual (attracted to those of the same gender), heterosexual (attracted to the opposite gender), bisexual (attracted to men and women), pansexual (attracted to people of all genders), or asexual (experience little to no sexual attraction to people of any gender).
TRANSGENDER HEALTH
In the past, it was estimated that 0.3 to 2 percent of the population was transgender or nonbinary; however, the most recent data from the Pew Research Center showed that 5 percent of adults under thirty identified with a gender that differed from the sex assigned at birth. This increasing percentage probably doesn’t represent a change in the actual number of people who are transgender. Rather, it’s likely that younger generations are more accustomed to gender diversity represented in the media and among peers and have access to the language and concepts that allow them to characterize their own identity. Older generations and those who live in more conservative environments may feel significant pressure to confirm to conventional gender roles. In many parts of the world, coming out can lead to persecution or bodily harm. All these factors make it difficult to accurately assess the number of people who are transgender, but it’s likely that the available data significantly underestimates the true population worldwide.
Transgender people often face enormous social and health challenges. They can feel severe distress because of the discordance between their identity and the sexual characteristics of their physical body. This feeling is known as gender dysphoria, and it can be triggered by physical appearance or experiences such as menstruation, sex, and medical exams. Not everyone who is transgender experiences severe dysphoria, but when it occurs, it can be debilitating and is a serious risk for self-harm.
A point of hope is that gender-affirming medical care, which allows a transgender person to more closely align their physical body with their gender identity, can help relieve the depression and anxiety associated with dysphoria. The inverse of gender dysphoria is gender euphoria, which means the sense of joy, comfort, and peace that someone feels when their body and gender expression match their identity; this is the ultimate goal of care. Gender-affirming care involves a combination of psychosocial support, hormonal medications to suppress pubertal changes or alter secondary sex characteristics such as facial or body hair growth, and sometimes surgical treatments to remove the reproductive organs or alter the appearance of the face, genitals, or body.
Unfortunately, gender care is one of the most politicized types of medical treatment. Despite the fact that every major medical society has published statements supporting the medical necessity and safety of gender-affirming care for adults as well as minors, in America, more than half the states have enacted laws or proposed bills that ban gender-affirming care for minors. Such laws may impose criminal penalties on healthcare providers or parents who assist a minor in obtaining any gender-affirming treatments. Similar to laws banning abortion, laws that criminalize gender-affirming care directly contradict evidence-based standards of medical care. Studies have shown that access to gender-affirming care drastically decreases rates of depression, suicidal thoughts, and self-harm, with up to 70 percent reduction in suicidality in transgender youths. It is truly lifesaving care.
GENDER-AFFIRMING CARE FOR MINORS
Much of the opposition to gender-affirming care is grounded in misinformation about what it actually entails, particularly when it involves children and adolescents. There are myths that doctors are commonly performing irreversible genital surgeries on minors who are too young to actually know their own minds and that there is a high risk of regret and detransitioning. Both of these are false and do not reflect the reality of gender-affirming care.
Gender-affirming treatment in minors is mostly nonsurgical and involves supporting the child emotionally and physically so they can explore and solidify their gender identity. There is no one-size-fits-all approach to management; some children may simply want to know that they are safe and supported and may not need other treatments at all. Others will require treatment to stop pubertal changes, such as breast growth, that may trigger dysphoria. No medications or surgeries are ever offered to prepubertal children; care in this age group is purely supportive. Only a small percentage of teenagers will need surgery because of severe dysphoria that cannot be managed with medications alone, and most doctors will recommend deferring genital surgeries, such as phalloplasty, until after age eighteen.
The rate of detransitioning—stopping treatment and returning to the sex assigned at birth—is also extremely low: 98 percent of transgender adolescents will continue treatment into adulthood. Most gender-affirming care for minors centers on psychosocial support and reversible medical options when possible because children and teens may have different feelings about their identity or goals for medical treatment as they get older. Even if someone ultimately decides to detransition, gender-affirming care is still important because it provides that person with freedom from dysphoria and the resources to better understand themselves and their identity.
Supporting Children and Families
Parents of a transgender child may feel overwhelmed or worry about how to best help their child through a process that is extremely medically and emotionally complex. The healthcare team will guide parents and families through each choice and help them think through options, including any potential long-term health considerations such as fertility. Consent for gender-affirming treatment of children must always be obtained from a legal guardian, so parents will be closely involved in the counseling and decision-making process. Children on pubertal suppressants and hormone therapy are monitored very closely by healthcare professionals in terms of their physical and emotional health. They are seen regularly for checkups to assess their growth, and they will receive individual and family counseling with mental health professionals. Treatment decisions are reevaluated as the child grows and matures. For instance, they may decide to start or stop hormone therapy, or doses may be adjusted over time.
The treatment team, which is usually based at a major medical center or children’s hospital, typically includes pediatricians, social workers, and psychologists or psychiatrists with expertise in gender identity. Sometimes endocrinologists, gynecologists, urologists, and plastic surgeons are involved. Gender-diverse children and their parents need to navigate school systems as well as relationships with peers and other family members. Social workers and mental health specialists can help families communicate with teachers and school officials to create a safe and supportive environment for the child. This can include using chosen names and pronouns, ensuring privacy and not revealing the child’s gender status without their permission, and providing protection against harassment and bullying. Ensuring the health and well-being of a transgender child extends far beyond the hospital and involves the support of parents, teachers, and other members of the child’s community.
Medications: Pubertal Suppressants and Hormones
Gender-diverse children do not usually start to feel dysphoria until they go through puberty. This is when their bodies start to change, and they develop sexual characteristics, like breast growth and the onset of periods, that can be extremely distressing. For this reason, pubertal suppressants are one of the main types of medication used to treat transgender children. The medications—GnRH agonists—are also used to treat precocious puberty, endometriosis, and fibroids. They work by preventing the development of sexual characteristics. This allows relief from gender dysphoria so that the child can have time to explore and clarify their gender identity. If they decide to stop the medication, normal pubertal development usually resumes within a few months. GnRH agonists are not started until a child shows physical changes of puberty. Medications are not given to prepubertal children because there is no need: they do not yet have the sexual characteristics, such as breast or facial-hair growth, that can cause dysphoria.
Hormone treatments with estrogen or testosterone may be used to achieve desired physical sexual characteristics in teens. For transgender boys, this can include facial-hair growth, deepening of the voice, and suppression of periods. Because estrogen and testosterone treatment can affect long-term fertility in transgender adolescents, families will be referred to specialists to discuss options for fertility preservation before a minor starts hormones.
Surgery
Permanent surgical treatments are performed in minors only when there is very severe gender dysphoria, especially when risk of self-harm is high without surgery. Top surgery is by far the most common surgery in minors. This is removal of breast tissue with reconstruction of a more masculine-appearing chest contour. Top surgery is also the most commonly requested gender-affirming surgery in transgender men. This is because chest dysphoria related to the presence and appearance of breast tissue can be debilitating, since breast tissue is more difficult to hide than other sexual characteristics. Transgender boys and men may bind their breasts, but this can be painful or even physically harmful to the skin or chest wall and may not provide adequate relief of dysphoria. Early initiation of pubertal blockers can prevent chest dysphoria, but many transgender youth do not start gender-affirming treatment until after the breasts have developed. For these teens, top surgery can provide enormous relief of distress.
Genital surgeries and surgeries to remove internal organs, such as hysterectomies and oophorectomies, are very rarely performed on minors. Medications can suppress periods, and because the uterus and ovaries are not visible, their presence is not nearly as triggering for gender dysphoria as the breasts can be. This is the reason that hysterectomies and genital surgeries are usually delayed until the child has reached adulthood.
GENDER-AFFIRMING CARE FOR ADULTS
A wide range of hormonal and surgical gender-affirming options exist for transgender adults, and every individual will have different goals for their own care. When choosing which treatments best fit their needs, transgender people should consider what their goals are—what degree of masculinization or feminization is desired, how they would feel about undergoing surgery, and whether they are interested in future fertility. Some people may decide that they do not need any medical or surgical treatment at all, whereas others will choose hormone therapy as well as facial, top, and bottom surgery. Some transgender patients assigned female at birth may wish to maintain fertility and carry pregnancies, whereas others will request tubal sterilization or removal of the uterus or ovaries. These are extremely personal choices and there is no right or wrong answer, only what is right for each individual person.
Medications: Hormone Therapy
For transgender men, hormone treatment consists of testosterone therapy that is usually given as an injection, though it can be given as a topical gel for those unable to tolerate needles or those who are seeking a slower rate of masculinization. Testosterone will produce male secondary sexual characteristics such as facial and body hair, increased muscle mass, voice deepening, enlargement of the clitoris, and testosterone injections will stop menstrual periods. Levels of testosterone are usually monitored during treatment, and doses are adjusted to keep levels in a normal masculine range. People on testosterone therapy should be carefully monitored by experienced healthcare providers, as there may be some risks of increased cholesterol and red blood cells.
Surgery
Some transgender men may wish to have a hysterectomy to avoid future periods or risk of pregnancy or because of persistent irregular bleeding or cramping, which can trigger dysphoria. The decision about removal of the ovaries may be more complex; there is little long-term data about health in transgender men after bilateral oophorectomy. Testosterone provides hormone support and seems to protect the body from health risks, like osteoporosis, that are seen in cis women who go through surgical menopause. However, it is unclear if, over time, transgender men will have as high a risk of cardiovascular disease and osteoporosis as cis women do when the ovaries are removed at a young age. Removing the ovaries without preserving the eggs also eliminates the possibility of having biological children, so some transgender youth and men choose to undergo egg retrieval and freezing before having the ovaries removed, allowing a cis female partner or gestational carrier to carry future pregnancies.
Genital surgery options for transgender men include vaginectomy (removal of all or part of the vagina), scrotoplasty (creation of a scrotum, with or without testicular implants), metoidioplasty (increasing the length of the clitoris to create a small phallus), or phalloplasty (creation of a penis using skin flaps from the arm, leg, or side). Bottom surgery may also involve lengthening the urethra so someone can urinate while standing and insertion of an erectile device so that the patient can achieve erections. Each individual who chooses to have bottom surgery will have different goals: to achieve a more masculine appearance or to be able to urinate or have sex as a male. Sometimes people do not want to fit a traditional male-versus-female binary; for instance, they may undergo a phalloplasty but also keep the vagina.
Genital surgeries may carry risks of complications such as infection, breakdown of wounds, urethral narrowing from scar tissue, and problems with nerve sensation. For this reason, people choosing to undergo genital-reconstruction surgery should seek out high-volume, experienced gender-affirming surgeons if possible and carefully consider the risks and benefits of different options. Undergoing surgery with a surgeon with expertise in these complex cases gives people the best chance of safely achieving the appearance and bodily function that fit their personal goals.
ROUTINE HEALTHCARE
Beyond hormones and surgeries, transgender patients also need basic healthcare, including contraception and Pap screening for cervical cancer for those with a uterus, testing for STIs, breast cancer screening for those who still have breast tissue, and other routine wellness exams. Even trans male patients who are on testosterone and no longer have periods can still ovulate, so it’s important for them to discuss birth control options with their providers if they want to avoid pregnancy.
It may be very challenging for transgender people to find doctors who they’re comfortable seeing and who are experienced and competent in caring for gender-diverse patients. Transgender men may feel uncomfortable in an OB-GYN clinic where there may be very feminine office decor or many pregnant patients in the waiting room. Physicians and office staff should provide a more inclusive and welcoming environment by routinely asking patients about their pronouns and gender identity as part of the intake process, using a patient’s name of choice, avoiding gendered decor, honoring a patient’s autonomy if they do not feel comfortable undergoing pelvic exams, and, most important, centering the patient in all counseling, testing, and treatment decisions. Healthcare workers should educate themselves on best practices for providing care for gender-diverse patients using the educational resources of the World Professional Association for Transgender Health (WPATH).
HOW TO ACCESS CARE
If you’re transgender or nonbinary and have had negative experiences with the medical system or if you’re struggling to find providers with experience in gender-affirming care, there are a few strategies to try. The WPATH website (wpath.org) has a searchable directory of specialists who are committed to providing care for transgender patients. The directory includes primary care providers, mental health professionals, gynecologists, urologists, and plastic surgeons and can be searched by geographic location. Many people will also find doctors through the recommendations of friends or connections in social media groups or community organizations.
If you are starting the journey of exploring your gender identity and aren’t even sure where to begin, the first step is to schedule an appointment with a primary care provider (PCP) who has expertise in gender care. For minors, this is a general pediatrician. You can search for a doctor on the WPATH website, or you can see if there is a center for gender care near you; these are usually based at academic medical centers and children’s hospitals. PCPs can explain the process, help you navigate the system, and arrange referrals to therapists, endocrinologists, and surgical specialists as needed. Many PCPS will also prescribe hormone therapy in addition to providing routine medical care such as health screenings and contraception.
If there are no providers with experience in gender-affirming care near you, services such as mental health counseling and prescriptions for hormone therapy can be accessed via telemedicine. Having a local PCP for other routine medical care and physical exams is also important. Even if your PCP does not have experience caring for gender-diverse patients, you can forge a constructive and positive relationship if you are able to communicate freely with your provider.
Limited access to care for transgender and nonbinary people is a significant issue, particularly outside of major metropolitan areas. Many providers who currently treat transgender patients sought out educational resources on their own because they felt a commitment to serving this community. However, medical schools and residency programs are starting to include formal training in caring for gender-diverse patients in their curricula, and many commercial and public insurance plans now cover gender-affirming care. Hopefully, over time, it will not be so challenging for transgender and nonbinary people to access the medical treatments they need to live authentic, emotionally and physically healthy lives.
TAKE-HOME POINTS
 
	There are at least 1.6 million transgender teens and adults in the United States.
	Access to gender-affirming care drastically decreases rates of depression, suicidal thoughts, and self-harm, with up to 70 percent reduction in suicidality in transgender youths.
	Approximately 98 percent of transgender adolescents will continue treatment into adulthood. Rates of detransitioning are extremely low.
	Most gender-affirming care in minors is not surgical but supportive and allows the child to explore their gender identity safely as they grow.
	The WPATH website has a searchable directory of healthcare providers who specialize in helping gender-diverse patients.
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Intersex
Intersex describes a person whose reproductive anatomy doesn’t fit a typical male-versus-female binary. Some intersex conditions, also known as differences of sex development, or DSDs, may present at birth as genitalia that does not clearly appear to be either a penis and scrotum or a clitoris and vulva. Starting in the 1950s, doctors began counseling parents of intersex infants to surgically change the genitals to appear more male or female, purportedly to help the child fit established gender norms. Families often hid the surgeries and diagnoses from the children and raised them in selected gender roles. Unfortunately, in many cases, the gender selected at birth did not match that which the children actually identified with as they grew older, leading to severe confusion and trauma. The surgeries, which include removal or surgical reduction of an enlarged clitoris and removal of the testicles or ovaries, can cause decreased genital sensation, scarring, infertility, altered sexual function, and psychological distress.
Most intersex advocates now condemn the practice of performing genital surgeries on infants and children as potentially physically and psychologically harmful. This has led major children’s hospitals in the United States, such as Boston Children’s Hospital and Lurie Children’s Hospital in Chicago, to stop performing medically unnecessary surgeries on intersex children. In speaking out about their experiences, intersex people and the parents of intersex children are advocating for their right to bodily autonomy and helping the medical community to view differences of sex development as valid variations of sex rather than abnormalities that must be altered.
INTERSEX BASICS
Biological sex is far from simple, and there’s a wide and complex spectrum of situations where the biology doesn’t fit a neat binary. Sex is made up of several different components: genetics, hormones, reproductive organs, and genitals. There may be discordance between whether these components are male or female or there may be elements of both. For example, there is a condition called Swyer syndrome in which people have XY—male—chromosomes and a uterus, vagina, and female external genitalia.
Sex can be compared to the color spectrum, which is made up of wavelengths of light. There are wavelengths that can be seen as red or orange, but in reality, there are many wavelengths in between, and the distinction between what is considered red and orange is at some point arbitrary. Genes, reproductive organs, genitals, and hormones may have a similar wide range of variations. For instance, the measurements that define clitoromegaly, which means a clitoris that is larger than usual, and a micropenis, a penis that is smaller than usual, are essentially arbitrary cutoffs based on statistical distributions of size within a population. The same is true for levels of testosterone and estrogen. Many people think that only males have testosterone and only females have estrogen, but the reality is that everyone has both testosterone and estrogen; there are just different ranges of hormone levels found in most males and females. In other words, what is considered to be male and female in terms of physical features is simply what is most commonly seen, and at some point, the cutoffs are social constructs and not biological absolutes.
For this reason, it is difficult to estimate the number of people who are intersex. Being intersex is an umbrella term for an extremely wide range of people and conditions. There are dozens of hormonal and genetic conditions that can lead to differences of sex development, and there is some disagreement in the medical and intersex communities about what conditions are actually considered to be DSDs. But in general, being intersex is far more common than most people realize. Up to 1.7 percent of the population may be intersex or have an intersex variation. Approximately one in 1,000 to 4,500 infants are identified as intersex at birth, but other DSDs may not be discovered until later in life. Suffice it to say that even by conservative estimates, there are millions of intersex people in the world.
TERMINOLOGY
The intersex community is definitely not a monolith. Just like in the general population, every individual is different, and their identity, perspective, and experience is unique. Even the choice of what term is preferred—intersex versus DSD—differs from person to person. Many prefer the term intersex, as DSD also stands for “disorders of sex development,” and the word disorder implies that there is something abnormal about the body that requires treatment or correction.
The more antiquated terms of hermaphrodite and pseudohermaphrodite have almost universally been rejected by healthcare professionals and advocates as being inaccurate. There is a myth that intersex people have both male and female genitals, though this is not physically possible, and the term hermaphrodite perpetuates this myth. However, it is possible to have both XX and XY chromosomes, and some people with this genetic makeup prefer to call themselves chimeras, because genetic chimerism means possessing different sets of DNA.
In general, the word intersex is used to describe people, and DSD, or differences of sex development, is used to refer to medical conditions, but readers should be aware that people may prefer different terms or conventions and the language is ever evolving. Also, some people who have DSDs or intersex variations in sexual characteristics don’t choose to self-identify as intersex.
Being intersex does not imply a certain gender identity. Some people who are intersex identify with the sex that was assigned to them at birth; others consider themselves transgender, nonbinary, or agender; still others identify primarily as intersex. As we discussed in the previous chapter, none of this is the same as sexuality, which has to do with who the person feels attracted to.
DIAGNOSIS
Most intersex conditions are discovered in childhood, either at birth or when an adolescent doesn’t go through typical pubertal changes. Some intersex people are diagnosed later, as adults, when they first attempt to be sexually active or try to conceive. The medical evaluation of an intersex patient usually requires a multidisciplinary healthcare team, including pediatricians or primary care doctors, endocrinologists, geneticists, urologists or gynecologists, and mental health professionals. Genetic and hormone testing, a physical examination, and imaging studies to assess internal anatomy may be needed to understand someone’s unique biology.
TREATMENT
There are only a few circumstances where emergency medical care of intersex infants is truly necessary. For example, if a newborn baby is unable to urinate because of abnormalities of the genitals or urethra, that may require immediate surgical treatment. Beyond specific cases like these, most DSDs don’t need treatment. Simply having genitalia that don’t fit the typical appearance of a vulva or penis and scrotum doesn’t necessitate surgical correction. Surgeries that are not medically necessary shouldn’t be chosen for children until they are old enough to understand the risks and alternatives and decide whether or not they want the procedure.
Some intersex people may eventually want or need medical or surgical treatment because their anatomy is affecting their ability to be sexually active or because they want to conceive or carry a pregnancy. Assisted reproductive treatments can make it possible for intersex people to have children, sometimes through the use of donor eggs, sperm, embryos, or a gestational carrier. If one’s hormones and physical appearance do not correspond with that person’s gender identity, options for gender affirmation should be discussed.
Certain DSDs may be associated with an increased risk of cancer of the gonads, and in the past, surgical removal of the testes or ovaries in childhood was recommended to decrease the risk of cancer. However, recent data suggests that the risk of early cancer in some of these conditions may have been overestimated, and families may decide to delay surgery until the child has undergone puberty or is old enough to consent for themselves. Some families may decide not to remove the gonads at all, preferring instead to monitor carefully for signs of cancer.
Intersex people and their families should receive social support and counseling to help them navigate the medical system and understand their own identities, goals, and options. Ultimately, intersex children and adults deserve the basic right to bodily autonomy—to have healthcare professionals discuss the risks and benefits of all of their medical options without paternalism or judgment. If patients are not comfortable with the recommendations they are given, they should seek a second opinion with specialists who are experienced in intersex care. Presently, this may require traveling to an academic medical center or a major children’s hospital or seeking telemedicine consultations. It is fortunate that remote options exist, but increasing access to quality care for all intersex people will require the broader medical community to commit to learning, listening, and increasing formal training on intersex health.
TAKE-HOME POINTS
 
	Intersex people have bodies that do not fit a typical male-versus-female binary.
	Up to 1.7 percent of the population may be intersex.
	Some people may not learn that they are intersex until they are adults and attempt to be sexually active or try to conceive.
	Most intersex people don’t need treatment. Medically unnecessary surgeries on infants and children should be avoided so that the individuals can make their own healthcare decisions as adults.
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Cancer
Many medical situations share the “it’s not hysteria” pattern: women suffering from pelvic pain and other disturbing symptoms try desperately to get help, but must fight for testing before finally receiving a diagnosis. In some cases, symptoms such as pelvic pain, nausea, vomiting, and abnormal bleeding may actually be signs of a serious medical problem such as cancer—and unfortunately, the stakes for a delayed diagnosis become life and death.
The best possible scenario with cancer is preventing it from developing in the first place. If prevention is not feasible, detecting it and starting treatment as early as possible gives someone the best chance of beating the cancer. Raising awareness can go a long way in prevention and early detection, and it can empower women and people assigned female at birth to ask questions and advocate for their health.
SYMPTOMS
Certain symptoms should always be taken seriously and warrant some sort of diagnostic testing. These include a large unexpected weight gain or weight loss without any changes in diet or exercise, vaginal bleeding after menopause, rectal bleeding, new breast masses, and lymph nodes in the underarm or groin area that don’t resolve within a week or two.
While most people experiencing these symptoms don’t have cancer, they can still be signs of a serious medical condition and should prompt a thorough evaluation. If your healthcare providers don’t offer any sort of exam or testing, you can advocate for yourself by asking them what they think the symptoms are from and why they’re not recommending any further workup. Your provider may suggest trying another course of treatment first, but if your symptoms continue, you’re not getting answers, or you feel uncomfortable with the plan for management, you should seek a second opinion as soon as possible.
Some common symptoms may not necessarily be concerning if they happen only occasionally and resolve on their own, but if they persist, keep recurring, or worsen, see your primary care doctor or gynecologist for evaluation. These include sporadic abdominal, pelvic, or back pain, nausea, bloating, and constipation or other significant changes in bowel habits.
DIAGNOSIS
The process for evaluating any concerning symptom starts with your doctor taking a medical history, including what symptoms have been felt and for how long, what other medical problems you have, if you’re up to date on routine health tests such as cancer screenings, and if there is a family history of cancer. If several relatives on one or both sides of the family have had cancers, especially if they were diagnosed at a young age, this might suggest an increased genetic risk of cancer in the family.
The healthcare provider, usually a primary care doctor or gynecologist, should perform at least a basic physical examination, which may include a breast or pelvic exam depending on the area of concern. If imaging is needed, that will usually start with an ultrasound for the pelvic organs or a breast ultrasound or mammogram for breast concerns. Additional testing may be suggested based on the symptoms or exam findings.
Cancers are diagnosed with a biopsy or surgical procedure to obtain a sample of the tissue that is then analyzed by a pathologist. Throughout this process, the healthcare provider performing the evaluation should always clearly explain what testing is being recommended and why, and what a patient may experience during tests or procedures such as biopsies.
If patients are diagnosed with cancer or if the doctor has a very strong concern for cancer, they will be referred to an oncologist. Decisions about treatment are made by a team of medical experts including oncologists, surgeons, pathologists, and radiologists. In the field of gynecology, gynecologic oncologists perform surgeries for treatment of uterine, ovarian, tubal, cervical, vaginal, and vulvar cancers, and they may also help manage medical treatments such as chemotherapy.
GYNECOLOGIC AND BREAST CANCERS
Some of the cancers that primarily affect women actually represent major success stories in the world of public health. Cervical cancer and breast cancer both have good screening options; testing for these cancers is done regularly; precancers and cancers can often be detected early; and there are effective treatment options that can prevent cancer from developing or give patients a good chance of beating the disease. There is even a vaccine to prevent cervical cancer.
These successes exist because of a combination of factors, including a large amount of research, funding, and education campaigns for both healthcare providers and the public. Though other gynecologic malignancies do not yet have such effective methods for screening and prevention, cervical and breast cancer serve as an example of what is possible with research, advocacy, and awareness.
CERVICAL CANCER
Cervical cancer is one the few cancers that could potentially be completely eradicated. This is because there are interventions to prevent the source of the cancer and simple methods to detect and remove precancerous cells before they turn into cancer. More than 99 percent of cases of cervical cancer are caused by a sexually transmitted infection, human papillomavirus (HPV). Vaccines to protect HPV infection are given to adolescents before they become sexually active, and these vaccines significantly decrease the risk of developing cervical precancer and cancer. There is also a widely available screening test, the Pap smear.
Cervical cancer is generally very slow growing; it usually takes many years for cervical cells infected with HPV to develop precancerous changes—called cervical dysplasia—and a few years more for dysplasia to become cancer. This slow rate of change makes it possible for dysplasia to be detected and treated before it progresses to cancer.
Risk Factors
The risk factors for developing cervical cancer are mostly related to someone’s likelihood of getting HPV and the body’s ability to clear an HPV infection. People with more sexual partners over their lifetimes have a higher risk, since it is possible to contract HPV from each partner even if barrier methods such as condoms are used. Anything that weakens the immune system also increases the risk of cervical cancer; this includes smoking, immunosuppressant medications such as steroids, and human immunodeficiency virus (HIV) infection. A weakened immune system may not be able to clear HPV, and the longer that an HPV infection is active, the more chance it has to cause changes in the cervical cells.
Cervical cancer is far more common in countries where much of the population does not have access to Pap screening and HPV vaccines. The disparity in cervical cancer cases and deaths reflect serious economic and social inequities; almost 90 percent of cervical cancer deaths occur in low- and middle-income countries. In 2020, the WHO adopted a global strategy for cervical cancer elimination that focuses on increasing access to vaccinations, Pap tests, and treatment of dysplasia and cancer. However, the success of this strategy will require large-scale, systemic changes, including training healthcare providers and educating the population about HPV and cervical cancer prevention.
Exposure in utero to a synthetic hormone called diethylstilbestrol, or DES, is a relatively rare risk factor for cervical cancer. DES was given to mothers from 1940 to 1970 in order to decrease the risk of miscarriage. In the 1950s, it was discovered that DES did not significantly improve miscarriage rates, so usage decreased, but it was still used in some countries until the 1970s. Children who were exposed to DES while in the womb have increased risks of both vaginal and cervical cancers, and therefore need more frequent testing for cervical cancer than the general population.
HPV Vaccine
Almost everyone who is sexually active, at least 80 percent, will contract a strain of HPV at some point in their lives. This is true even for people who have a single lifetime partner, because that partner may have been previously exposed to HPV. While many of these strains don’t cause symptoms, some of them are considered high-risk, meaning they can increase the risk of malignancies such as cervical cancer.
Commercial vaccines that protect against HPV were introduced in the United States in 2006. Since then, countries that have widespread HPV vaccination have seen significantly decreased rates of cervical dysplasia and cervical cancer. Vaccines also decrease the risk of other HPV-related cancers, such as vulvar, vaginal, anal, penile, and oral cancers.
HPV vaccines protect against the two most dangerous strains of HPV, 16 and 18, which cause approximately 70 percent of cervical cancers; they also protect against several other strains that can cause cancer and genital warts. The most recent version of the vaccine available in the United States, Gardasil 9, protects against nine different strains. Because there are hundreds of types of HPV, vaccination doesn’t completely eliminate the risk of dysplasia or cancer, but it is highly effective, preventing 98 to 99 percent of cervical precancers and cancers.
The vaccines are usually given as a series of two or three doses, typically in adolescence before children are sexually active. The vaccines are recommended for children of all genders, not just those who can get cervical cancer. They protect vaccinated children from other HPV-related cancers, and decreasing the amount of HPV in a population lowers overall rates of transmission, protecting everyone. The vaccine can also be given to adults, and in the United States, the Gardasil 9 vaccine is now FDA approved for use in both women and men through age forty-five. Even people who have already had HPV may still benefit from vaccination, because they may be protected from contracting other strains if they have more than one sexual partner or if they will have new partners in the future.
There is a great deal of misinformation about HPV that may make people nervous about getting the vaccine. Some parents feel that HPV vaccines aren’t necessary for their children or that they somehow promote promiscuity. There are also myths that the vaccine may cause autism, infertility, and other health risks. None of these are true. The vaccine is extremely safe: hundreds of millions of doses have been administered, and the main side effects are temporary irritation at the injection site and mild symptoms such as headache and dizziness—no major or long-term side effects have been seen. HPV vaccination also does not influence future sexual behavior. It is safe and well tolerated and can provide significant cancer protection for people of all genders.
Symptoms
The most common symptom of cervical cancer is irregular vaginal bleeding, including bleeding after sex, between periods, and after menopause. There might also be persistent vaginal discharge that is watery or foul-smelling and can be mistaken for vaginal infections. Because these symptoms can be the result of so many different conditions, people having persistent bleeding or discharge should get testing to determine the cause—especially if they are postmenopausal.
Diagnosis
Cervical dysplasia and cervical cancer may be seen on a routine Pap smear, or patients might present to their healthcare provider with symptoms of abnormal bleeding or discharge, and a cervical mass may be found on pelvic exam. In these cases, the doctor will recommend a biopsy to test the cervical tissue and establish the diagnosis of precancer or cancer.
Pap Smears and HPV Screening
Pap smears can usually detect abnormal cervical changes well before they turn into cancer. In the United States, Pap testing is recommended starting at age twenty-one, regardless of sexual activity. In the past, Paps were performed as soon as someone became sexually active or turned eighteen. However, the risk of cervical dysplasia or cancer before age twenty-one is extremely small, and these early screenings can lead to unnecessary biopsies and treatments without significantly decreasing the number of people who develop cancer. For this reason, Paps are no longer done as often as they used to be, and people who have not had any abnormal Paps can get testing done every three to five years. Pap smears are still recommended starting at age twenty-one even if someone has not been sexually active because there are some rare cervical cancers which are not caused by HPV. Because people who have never been sexually active may not feel comfortable with the pelvic exam that is necessary to obtain a Pap smear, they can discuss the risks and benefits of screening with their healthcare provider, and it is their right to decline the test if they wish.
Testing for high-risk HPV strains can also be added for cervical cancer screening starting at age thirty. HPV is very common among sexually active people in their teens and twenties, but as they get older, their immune system often clears the infection. If someone has persistent high-risk HPV that has not resolved, they may have a higher chance of developing cervical dysplasia and cancer. HPV screening is performed using the same Pap smear specimen and helps to triage a person’s risk for cancer. Someone with a positive high-risk HPV test will be monitored more closely as long as the test is positive, but the good news is that most people with HPV will clear the infection before it can cause dysplasia or cancer.
People who do not have high-risk HPV have a very low likelihood of developing cervical cancer. In fact, some organizations, such as the American Cancer Society (ACS), recommend HPV screening alone—without Pap smears to evaluate the appearance of cells—for people ages twenty-five to sixty-five.
General Pap screening guidelines for average-risk people differ from guidelines for people with higher risk of cervical cancer. People with high-risk HPV, prior abnormal Pap smears or cervical dysplasia, or immunosuppression may require more frequent monitoring.
Cervical Biopsies
A colposcopy is performed when a Pap smear shows abnormal cells or detects a particularly high-risk strain of HPV such as 16 or 18. During this test, a microscope is used to inspect the cervix and vagina, and small biopsies of the cervix are taken. If an actual mass is seen on the cervix, this can be biopsied directly.
If a colposcopy reveals dysplasia, other procedures may be performed to provide more detailed testing and also to treat the dysplasia. Mild dysplasia does not need treatment, but a more high-grade dysplasia with more abnormal-looking cells will be removed to prevent development of cancer. Dysplasia can be treated with a laser to vaporize the abnormal cells, cryotherapy to freeze them, or, more commonly, with a loop electrosurgical excision procedure, or LEEP. In this procedure, the cervix is numbed with local anesthetic and a thin electrified wire loop is used to remove a small piece of the cervix. If there is concern for actual cancer, a cone biopsy is usually performed; during this procedure, a doctor uses a scalpel to cut out a larger piece of cervical tissue while the patient is under anesthesia in the operating room. Cancer can be found on biopsy during colposcopy, LEEP, or cone biopsy.
UTERINE CANCER
While cervical cancer is the most common gynecologic cancer in resource-limited countries, in other countries such as the United States, uterine cancer is the most common. There are two parts of the uterus that can become cancerous: the endometrial tissue in the cavity, and the muscle and connective tissue of the uterine walls. Usually when healthcare providers say uterine cancer they mean endometrial cancer, because this is by far the most common type.
Risk Factors
The risk of endometrial cancer goes up with age, and most cases occur in people above fifty. An imbalance in estrogen and progesterone can also increase the risks. Estrogen stimulates the growth of endometrial tissue, particularly if there is also a lack of progesterone, which usually controls endometrial cell growth. This combination of factors can allow endometrial cells to mutate and grow aggressively, which can lead to abnormal thickening of the tissue called hyperplasia, a precancerous condition. If the cells continue to grow, endometrial cancer can develop.
For these reasons, PCOS is a risk factor for endometrial hyperplasia and cancer because it can cause missed periods and low progesterone. Obesity also increases the risk, because adipose cells produce estrogen, and some people with PCOS may be overweight. The endometrial tissue builds up even further if there are not regular periods to flush out the tissue. This is the reason that people with PCOS who do not have periods regularly are treated with progesterone—to protect them from developing endometrial cancer.
The dangers of unopposed estrogen, meaning estrogen without the protective effect of progesterone, is the reason that birth control and hormone replacement therapy are never given as estrogen-only medications for people who have a uterus; it is always combined with a progesterone. If someone doesn’t have a uterus, estrogen can be taken alone for menopausal hormone therapy or gender affirmation.
There is a medication called tamoxifen that is not a hormone but can stimulate endometrial tissue like estrogen does. It is used for breast cancer treatment because it blocks the effects of estrogen in the breast, but it can unfortunately act like estrogen in other parts of the body such as the uterus. For this reason, tamoxifen use increases a woman’s risk of developing endometrial cancer.
A higher number of lifetime menstrual cycles, from an earlier age at first period to a later age of menopause, also increases the risk of endometrial cancer because the more times that the endometrium is stimulated and grows, the more possibility there is for abnormal cells to develop.
There are also genetic conditions that increase the likelihood of uterine cancer; the most well known of these is Lynch syndrome, which causes a high risk of gastrointestinal cancers such as colon and stomach cancer and also raises the risk of endometrial cancer. The BRCA1 mutation, which is more famously associated with breast and ovarian cancers, may also pose a slightly increased risk of endometrial cancer. People with this mutation may be offered hysterectomy at the same time as surgery for removal of the tubes and ovaries.
There are certain rare types of endometrial cancer that are not related to estrogen exposure. These cancers may occur in people who have none of the typical risk factors that we discussed above and are generally more aggressive types. Other forms of uterine cancer include leiomyosarcomas, cancers of the uterine muscle and connective tissue which appear similar to fibroids. These are also much less common and more aggressive than endometrial cancers.
Symptoms
The most common symptom of uterine cancers is abnormal vaginal bleeding, especially bleeding after menopause; 90 percent of postmenopausal women with endometrial cancer experienced vaginal bleeding before they were diagnosed. For this reason, anyone with postmenopausal bleeding must be tested to ensure that cancer is not the source. Most cases of postmenopausal bleeding are not from cancer; the cause is usually a benign condition like polyps, fibroids, or genitourinary syndrome of menopause. However, testing is still offered quickly because around 10 percent of women with postmenopausal bleeding do have cancer, and the prognosis is best when the cancer is caught early.
Diagnosis
Endometrial cancers are diagnosed by testing a sample of tissue from inside the uterine cavity. This can be done in a medical office with an endometrial biopsy, which is a thin straw that is inserted through the vagina into the uterus and used to pick up loose endometrial cells. A hysteroscopy may also be recommended in order to look into the uterine cavity, and this is usually paired with a dilation and curettage to obtain tissue for testing.
OVARIAN CANCER
Ovarian cancer is perhaps the most feared gynecologic cancer, because unlike cervical cancer, there are no effective methods for screening or prevention, and unlike uterine cancers, symptoms may not appear until the cancer has progressed to an advanced stage. Fortunately, there are ways to decrease the risks of getting ovarian cancer, and these can be as straightforward as using hormonal birth control or getting a tubal sterilization.
There are several different types of ovarian cancer, and some are less aggressive than others. Each part of the ovary—the follicles and eggs, the hormone-producing cells, and the rest of the ovarian tissue—can form its own type of cancer. These cancer types include germ-cell tumors, which arise from the eggs; sex cord–stromal tumors, which involve hormone-producing cells; and epithelial tumors, which come from the surface of the ovary. The most common types of ovarian cancer are epithelial; when people think of ovarian cancer as an aggressive, late-stage disease, they are usually thinking of this type of cancer.
Fallopian tube cancers are virtually identical to epithelial ovarian cancers and are treated the same way. Many epithelial ovarian cancers actually start from the ends of the tubes but grow to involve the ovaries by the time they are detected. For this reason, removing the fallopian tubes for sterilization or during a hysterectomy significantly decreases someone’s risk of developing ovarian cancer.
Risk Factors
Risk factors for ovarian cancer include age, although germ-cell tumors are usually seen in younger patients. Like endometrial cancer, the more lifetime menstrual cycles or number of times that ovulation occurs, the higher someone’s risk of developing ovarian cancer. Because of this, early age of first period, later age of menopause, and not having had any pregnancies are risk factors for ovarian cancer. Birth control that prevents ovulation also decreases the risk.
Genetic cancer syndromes, such as BRCA1 or BRCA2 mutations, also carry a high risk of ovarian cancer. People with these mutations will be counseled to have their ovaries and tubes surgically removed when they’re done having children, or by age thirty-five to forty, to decrease their likelihood of developing cancer.
Symptoms
Signs of ovarian cancer can be common symptoms such as pelvic pain, bloating, a feeling of abdominal fullness, nausea and vomiting, and changes in bowel habits such as constipation. Patients and their healthcare providers may initially think that they have irritable bowel syndrome or indigestion because the symptoms are virtually identical. Because these symptoms may be attributed to other common and benign conditions, ovarian cancer is unfortunately often not diagnosed until it is fairly advanced.
Diagnosis
Ovarian cancers may be seen on ultrasounds, which are performed if someone is experiencing pain or abdominal bloating. A pelvic ultrasound or MRI may reveal features concerning for possible ovarian cancer, but surgery is needed to test the tissue and get a diagnosis. Ovarian cancers cannot generally be biopsied because of the risk of spillage of cancer cells into the abdomen if a needle is inserted into the mass, so they are diagnosed surgically when a cyst or the entire ovary is removed.
VULVAR CANCER
With fewer than twenty thousand cases per year in the United States, vulvar cancer is very rare compared to other gynecologic cancers. The symptoms of vulvar cancer can mimic those of common conditions like yeast infections, and because these cancers are so rarely suspected, they may not be diagnosed until someone has had symptoms for quite some time.
Risk Factors
Vulvar cancers can be similar to other skin cancers, and there can even be melanoma of the vulva. Many vulvar cancers are HPV-related, like cervical cancer. For this reason, smoking and conditions and medications that weaken the immune system also increase the risk of vulvovaginal cancers, and HPV vaccines decrease the risk. The chance of having vulvar cancer also increases with age, particularly after menopause. Lichen sclerosus causes chronic inflammation of the vulvar skin and can also increase risk of vulvar cancer.
Symptoms
The symptoms of vulvar precancer or cancer can be very similar to those of yeast infections and genital warts: chronic irritation of the vulvar skin, a wartlike bump, thickening of the skin, or a sore that doesn’t heal.
Diagnosis
Anyone experiencing vulvar itching, irritation, or skin lesions that are not improving despite treatment should see the gynecologist for a physical exam. A vulvar biopsy may be recommended to test the tissue.
VAGINAL CANCER
Only about a thousand women are diagnosed with cancer of the vagina each year in the United States, so it is extremely rare. Most cancers found in the vagina are actually from other nearby organs, most commonly the cervix or uterus. Vaginal cancers that originate from the vagina itself are similar in many ways to cervical and vulvar cancer caused by HPV. Just as there can be precancerous cells of the cervix and vulva, there is also a precancerous condition of the vagina called vaginal intraepithelial neoplasia, or VAIN, that can be detected and treated before it progresses to cancer.
Risk Factors
Vaginal and cervical cancers share the same risk factors, most notably HPV infection and in utero exposure to DES. Women who were exposed to DES are some of the only people that need Pap smears of the vaginal walls, because their lifetime risk is particularly high. Otherwise, vaginal cancer is so rare that it does not need to be screened for in the general population.
Symptoms
Many cases of VAIN or early vaginal cancer will not have any symptoms, though possible symptoms include irregular vaginal bleeding, bleeding with sex, or watery vaginal discharge. When vaginal cancer progresses, it may be felt by the person or by a partner or doctor as a lump in the vagina. Advanced vaginal cancer can cause pelvic pain or even urinary frequency or constipation if it spreads and affects the bladder or rectum.
Diagnosis
VAIN and vaginal cancer are diagnosed with colposcopy and biopsy, just like cervical dysplasia and cancer. In fact, many cases of VAIN are found incidentally at the time of a colposcopy for an abnormal cervical Pap smear, because the walls of the vagina are also inspected at that time.
BREAST CANCER
Breast cancer is the second most common cancer diagnosed in women, after skin cancer. As many as one in eight women will be diagnosed with breast cancer in their lifetime, and many families will have at least one relative who had breast cancer. Fortunately, there is a good screening test—mammograms, or X-rays of the breasts—that can detect breast cancer very early. Advocacy groups and breast cancer survivors have helped raise awareness about the importance of mammograms as well as early evaluation of breast lumps found on self-exam.
Types of Breast Cancer
Breast cancer can affect different parts of the breast. Lobular cancer involves the milk glands, while ductal cancer involves the tubes, or ducts, that carry milk to the nipple. There are other types of cancer that affect the rest of the breast tissue, including the skin or nipple. Ductal carcinoma in situ (DCIS) and lobular carcinoma in situ (LCIS) are early or stage 0 cancers, which means that cells have become cancerous but they haven’t spread outside of the duct or milk glands. Once the cancer cells start growing into the surrounding tissue, they are called invasive ductal and lobular cancer, respectively.
Risk Factors
Risk factors for breast cancer include age, a family history of breast or ovarian cancer, longer lifetime exposure to ovarian hormones (such as an earlier age of first period or later age of menopause), having dense breasts, and having a history of radiation of the chest. Obesity is a risk factor for breast cancer in postmenopausal women, but for unclear reasons, this effect is not seen in premenopausal women.
Lifestyle modifications, such as exercising regularly, not smoking, and reducing alcohol intake, can lessen the likelihood of getting breast cancer. Breastfeeding can also decrease the risk of breast cancer for those who are able and want to breastfeed.
People may worry about whether birth control causes cancer. While hormonal birth control methods may pose a slight increased risk of breast cancer, this risk is low and seems to go away after the birth control is stopped. In fact, people who use hormonal birth control have lower overall lifetime risks of cancer than those who don’t, because the hormones also decrease the risks of uterine and ovarian cancers.
Postmenopausal hormone replacement therapy treatments that contain both estrogen and progesterone may slightly increase the risk of breast cancer, though studies suggest that short-term use of less than four to five years may not significantly affect risk, and breast cancer rates may go up only with prolonged use. Interestingly, estrogen-only hormone treatment, which is used for people who do not have a uterus, does not seem to affect breast cancer risk.
Mutations in genes such as BRCA1 and 2 are associated with an up to 85 percent lifetime risk of developing breast cancer. Certain elements of a patient’s family history may suggest a genetic cancer risk: several family members who had breast or associated cancers such as ovarian cancer; a family member with multiple different types of cancers; Ashkenazi Jewish heritage; cisgender male family members with breast cancer. If there is concern for a possible cancer gene mutation, genetic counseling should be considered to discuss testing. People who are positive for mutations in BRCA1 or 2 will be offered options such as more frequent cancer screening, the addition of breast MRIs to mammograms for screening, and cancer prevention surgeries such as prophylactic mastectomy.
Symptoms
More than a third of all breast cancers may be found by patients themselves rather than by routine breast imaging. This is because cancers may develop during the year or two between mammograms or before someone is old enough get routine mammograms. Patients may feel a lump in the breast while showering or changing, or a lump may be felt by a partner. Other signs of breast cancer include persistent red or inflamed-appearing rashes of the skin or nipple, swollen lymph nodes that do not go away, and a nipple suddenly retracting inward.
Diagnosis
Even if a third of breast cancers are found by patients themselves, the other two-thirds of patients do not have symptoms and the cancers are found by doctors or on a mammogram. Routine screening mammograms are very important for the detection of small cancers before they cause symptoms or grow into a mass that can be felt.
For people with average breast cancer risk, routine screening mammograms should begin between ages forty and fifty. They are performed every one to two years until age fifty, once yearly from ages fifty to eighty, with individual counseling about when to stop screening after age eighty. Different organizations have unique guidelines for frequency and age to begin mammograms; this is because guidelines must balance potential improvement in breast cancer survival and outcomes with an increase in possible false-positive results, unneeded biopsies, anxiety, and X-ray exposure. People with increased risks of breast cancer based on family or personal history will definitely need an individualized plan for screening.
It used to be recommended that women perform breast self-exams at home every month, feeling the breast tissue and underarm area to check for masses. However, it was discovered that these frequent self-exams did not change the outcomes of breast cancers detected and might lead to unnecessary imaging or biopsies. ACOG now recommends that women practice breast self-awareness, which means that people should get to know what their breasts normally look and feel like, and notify their healthcare provider immediately if they notice any changes in the appearance of the skin or nipple or if they feel any new masses of the breast or underarm area.
Clinical breast exams done by a healthcare provider at routine checkups do not seem to improve detection for average-risk patients, but they may still be offered, especially for those with risk factors for breast cancer. The WHO notes that clinical exams may be an important way to check for breast cancer in low-resource settings where patients may not have access to routine mammography.
What every expert organization does agree on is that mammography is vastly superior to thermography, which is a method that detects breast temperature. Alternative health practitioners may promote thermography, but this has never been shown to be effective at detecting breast cancer. The FDA issued a safety communication in 2011 stating that thermography is not a replacement for mammograms, and that thermography on its own is not an effective screening tool. Those who prefer thermography usually do so for two reasons: concern about X-ray exposure and discomfort with the compression of the breasts during mammograms. However, the dose of X-rays with routine mammograms is very small and extremely safe at the recommended screening intervals.
It’s true that breast compression with mammograms can be uncomfortable or even painful, but the images require only a few seconds to obtain, and most people feel pressure, not pain. Newer mammogram technologies are making the exam less uncomfortable. Schedule nonurgent mammograms during the week or two after your period in order to avoid times when the breasts are more sensitive or tender.
If breast imaging shows a mass or other concerning-appearing findings, a breast biopsy will be recommended. Biopsies may be performed using guidance from an ultrasound, mammogram, or MRI, and they are done by a breast radiologist or a breast surgeon.
Because of early detection with mammograms and effective treatment options, the outcomes for breast cancer are generally very good, with an overall five-year survival rate of 90 percent, and 99 percent five-year survival if the cancer has not spread beyond the breast. Breast cancer is an excellent example of a disease where groundbreaking changes can occur if there is access to research funding, insurance coverage for screening and treatment, public education and awareness, and a commitment by the medical community to find more effective treatment options.
TAKE-HOME POINTS
 
	Almost all cervical cancers can be prevented with HPV vaccination and regular Pap screening.
	Uterine cancer is the most common gynecologic cancer in the United States.
	10 percent of women with vaginal bleeding after menopause will have uterine cancer. In the other 90 percent, bleeding is from a benign cause like polyps, fibroids, or changes of menopause.
	Hormonal birth control and removal of the fallopian tubes can significantly decrease someone’s risk of getting ovarian cancer.
	More than a third of breast cancers are found by the woman herself, but routine screening with mammogram is important for detecting breast cancer before it can be seen or felt.
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Birth Control
Few classes of medication are as simultaneously championed and vilified as birth control. Since the introduction of contraceptive pills in the 1960s, birth control has given people with a uterus autonomy over their reproductive lives, allowing them to prevent or space pregnancies to focus on education, work, and other personal goals.
Hormonal birth control is also used to treat a wide range of gynecologic problems, providing relief from sometimes debilitating period or premenstrual symptoms. Critics may feel that healthcare professionals rely too heavily on birth control for the treatment of conditions such as endometriosis, fibroids, and PCOS, sometimes to the exclusion of other options, and there may be an element of truth to this. However, there’s also rampant misinformation about the potential harms of hormonal birth control methods, including myths that they cause health problems such as infertility. Entire industries have risen out of this misinformation; there are expensive hormone detox supplements and treatments that supposedly reverse the harms inflicted by birth control—even though there is no evidence that significant long-term harms exist or that detox treatments have any benefit.
Like any medical treatment, birth control methods are simply tools; they have benefits and risks, and they’re not universally good or bad. They may help some people and cause side effects or complications for others. There is no one method that is perfect for everyone, only the best possible fit for each individual person. When considering hormonal and nonhormonal birth control options, patients and doctors should review the risks, benefits, and effectiveness of each method.
When discussing the effectiveness of different birth control methods, typical use refers to percentage of users that successfully avoid getting pregnant during a year of using the method. Sometimes, a method can be very effective when it is used perfectly every time, but if it is difficult to use or remember, pregnancies can occur. For example, people may forget to take a daily pill, so the typical-use effectiveness of the pill is lower than the effectiveness could be with perfect use.
If you’re currently deciding on a birth control method, please consider the risks of not choosing any birth control method at all—specifically, the potential psychological and physical risks of having to undergo a pregnancy and childbirth or an abortion if an unplanned pregnancy occurs. It’s worth noting that potential side effects of hormonal birth control, including mood symptoms, weight gain, breast tenderness, nausea, and blood clots, are side effects of pregnancy too, because pregnancy also causes increases in estrogen and progesterone hormones.
HORMONAL BIRTH CONTROL
Hormonal birth control methods, with the exception of progesterone-containing intrauterine devices, or IUDs, prevent pregnancy by suppressing the release of eggs from the ovaries. They block signals from the brain that normally stimulate follicle growth and ovulation, and if eggs are not released, fertilization and pregnancy can’t occur. Progesterone also thickens cervical mucus, which can prevent the passage of sperm into the uterus. All hormonal birth control methods contain progesterone, but the combined birth control pills, contraceptive patch, and vaginal ring also contain estrogen.
It’s possible for all hormonal contraceptive methods to cause mood symptoms such as depression and anxiety, especially if someone has these mood disorders at baseline. They can also cause irregular bleeding or spotting, though hormonal birth control methods usually lighten or take away period bleeding or cramping. This is why they are used to treat symptoms of endometriosis and fibroids.
Estrogen-containing birth control has a small risk of causing blood clots in the veins—deep venous thrombosis (DVT) of the legs, pulmonary emboli (PE) of the lungs, and strokes in the brain. Fortunately, for people with average blood clot risk, the likelihood of developing a clot or stroke is far less than 1 percent, meaning only a few cases per thousand people using the method. The risks are higher after age thirty-five or if someone has other risk factors for blood clots, such as smoking, high blood pressure, and migraines with auras (visual, sensory, or stroke-like symptoms). Patients who have any of these risk factors may need to avoid estrogen-containing birth control.
People who have actually had a blood clot or stroke or who have a clotting disorder that carries a very high risk of developing clots may need to avoid hormonal birth control method altogether, because progesterone can also slightly increase the risk of clot formation. When weighing the risks, remember that pregnancy itself poses a significant risk for blood clots and stroke; clotting risk is actually increased fivefold in pregnancy and for several weeks after having a baby, so becoming pregnant may pose greater health risks than using a progesterone method.
The estrogen-containing methods such as the pill, patch, and ring are usually taken as three weeks of hormones, followed by one week of placebo pills or a hormone-free break, which allows a period to occur. In a typical menstrual cycle, a drop in progesterone levels triggers period bleeding. If progesterone stays at the same level, no periods will occur, and it’s common for patients’ periods to disappear while they’re using progesterone-only birth control or methods with low doses of estrogen.
When people use hormonal birth control, there’s actually no medical reason that they must have periods; progesterone suppresses the growth of endometrial tissue in the uterine cavity, so periods aren’t needed to flush out old tissue. This is great news for people who have painful or heavy periods or severe period-related symptoms such as menstrual migraines, PMS, and PMDD. There are only two potential downsides to skipping the periods using birth control. One is that some people prefer to have periods to reassure themselves that they are not pregnant, and another is that if there are no periods, there can be unpredictable breakthrough bleeding.
Progesterone-only birth control may be suggested instead of estrogen-containing methods for people who have recently had a baby. This is because there is an increased blood clot risk for several weeks postpartum, but also because estrogen might suppress lactation if someone wishes to breastfeed.
Many transgender men prefer progesterone-only methods. Estrogen can suppress testosterone levels, which might blunt the desired effects of testosterone medications. Estrogen can also cause feminizing side effects such as breast swelling and tenderness, which can worsen dysphoria. Transgender men can still become pregnant even if testosterone has suppressed their periods, so trans men should not depend on testosterone alone as a birth control method.
THE PILL
Most birth control pills contain both estrogen and progesterone. One pill is taken daily. Packs usually contain three weeks of hormone pills followed by one week of placebo pills, which will induce a period. For people who wish to skip their periods, some pill packs have either no placebo pills or placebo pills only every three months, but the same effect can be achieved with any contraceptive pill by simply skipping the placebos and taking hormone pills continuously without breaks.
There are hundreds of types of birth control pills, and they differ by the amount of estrogen and the amount and type of progesterone they contain. There is overall no difference between different pill formulations in terms of contraceptive effectiveness, but they may have different side effect profiles. For instance, there are types of progesterone that are stronger than others, and these can cause more mood symptoms. Pills with lower levels of estrogen, the so-called low-dose pills, are better at preventing side effects like nausea, but they are also more likely to cause breakthrough bleeding.
Each pill formulation has possible benefits and drawbacks. When seeing a healthcare provider before starting a pill, patients should discuss their priorities and concerns about possible side effects; this can help the doctor choose which pill to prescribe. The good news is that for many pill users, any hormonal side effects experienced tend to resolve within a few months with continued use.
Combined estrogen and progesterone birth control pills also have a secondary benefit: they can improve acne. Dermatologists often recommend birth control purely for acne treatment, even if the patient doesn’t need to prevent pregnancy. Estrogen stimulates the production of proteins that bind testosterone in the bloodstream, and the resulting decrease in testosterone levels can improve acne. The higher the estrogen, the better the effect.
There are also progesterone-only pills. These are traditionally made of a progesterone called norethindrone and referred to as the minipill. They are not as effective at preventing pregnancy as estrogen-containing pills, and the minipill must be taken at the same time every day within a three-hour window, otherwise pregnancy can occur. Because of this, the minipill is used mostly by people who are breastfeeding and prefer to take a pill instead of using another more effective method, such as an IUD. In 2023, the FDA approved a progesterone-only birth control pill containing norgestrel (Opill) for sale over the counter. Being able to obtain birth control without a prescription helps to remove barriers to access, but users should be aware that Opill must also be taken within a three-hour window each day. There is a progesterone-only pill containing drospirenone (Slynd) that does not need to be taken within that narrow time frame. However, cost may be an issue with Slynd because there are no generic versions, and insurance may not necessarily cover it.
Compared with other contraceptive methods, the benefits of birth control pills include simplicity of use, affordability, and accessibility. Pills also wear off within a day if someone is experiencing side effects or wishes to try to conceive immediately after stopping. The downsides are that any birth control pill must be taken every single day, and ovulation and pregnancy can occur if a dose is missed. Because of the potential for forgetting pills, the typical-use effectiveness is 93 percent with combined pills and 91 percent with progesterone-only pills. Cell phone reminders may be helpful, but for people who work irregular hours, travel across time zones frequently, or otherwise feel they may have difficulty remembering daily medications, birth control pills may not be the best method.
VAGINAL RINGS
Contraceptive vaginal rings are thin, flexible rings that release estrogen and progesterone that are absorbed through the vaginal walls. Rings are inserted at home by gently squeezing the ring and inserting it into the top of the vagina with the fingers. The ring is left in the vagina for three weeks, and then removed by the user and left out for one week to experience a period. Rings do not need to be removed for sex, can be used with tampons, and are not felt by the patient or their sexual partners if inserted correctly. Most contraceptive rings are thrown away and replaced every month, but there is a newer brand of ring that can be reused for up to one year.
Vaginal rings have very low doses of estrogen, and since they are not taken by mouth, they may be good methods for people who had nausea with pills or other estrogen-related side effects. Because there is still some estrogen, they have the same contraindications as any estrogen-containing methods. They have about the same effectiveness as pills: 93 percent with typical use. Since they are inserted only once a month, they may be more convenient than pills but can potentially be hard to remember to change. Rings would not be a good method for someone with significant vaginismus or who feels uncomfortable with vaginal insertion of products such as tampons or menstrual cups.
PATCH
The contraceptive patch is another combined estrogen and progesterone method. The patches are placed on the skin once a week for three weeks, and the fourth week is patch-free to allow for periods. They may be preferable for people who don’t want to remember a pill every day but don’t feel comfortable with vaginal rings or other longer-acting procedures for contraception. The patch has 93 percent typical-use effectiveness, which is the same as the pill and the ring.
Patches may have a slightly higher blood clot risk than most birth control pills and may also have a higher pregnancy failure rate at higher body weights. The main contraceptive patch in the United States has a prescribing warning that it should not be used in people with body mass index (BMI) higher than thirty because of the potential increased blood clot risk. Sometimes the patch may become loose or fall off, and some users may find the adhesive irritating.
BIRTH CONTROL SHOT (DEPO-PROVERA)
Depot medroxyprogesterone acetate (Depo-Provera, also known as Depo) is a progesterone that is injected into the muscle once every three months. It’s administered in a clinic or doctor’s office. Because it’s a progesterone-only method, many users will have few to no periods or irregular periods. People may choose this method because of convenience.
It’s one of the few birth control medications that can cause weight gain, and therefore it may not be a good option for someone who is concerned about gaining weight. Other birth control methods such as pills have not been clinically shown to significantly increase weight, though people’s individual experiences may differ.
There’s a risk of temporary thinning of the bones while Depo is being used. When this effect was discovered, some doctors started imposing limits on the number of years that they allowed patients to use this method. More recent studies have shown that the loss of bone density is only temporary, reverses once the medication is discontinued, and does not increase the risk of bone fracture, so people can use Depo for as long as they wish unless they are at high risk for osteoporosis or fractures. Generally, people on Depo should ensure they’re getting enough calcium, vitamin D, and exercise, and avoid smoking in order to keep the bones strong.
Depo is the birth control method that can take the longest to wear off. Though it must be given every three months to ensure effectiveness for pregnancy prevention, periods and ovulation may sometimes not return for several months after stopping. This can be confusing and bothersome for people who want to try to conceive, so it may not be ideal for those who want to contracept for only a short time. People on Depo who are planning for pregnancy in the near future may want to switch to a rapidly reversible method like a pill for a few months before they plan to start trying.
The effectiveness of the Depo shot is higher than the methods mentioned earlier, 96 percent with typical use. This is because users do not have to remember to take a method on their own, beyond making appointments for the shot. To make it easier for patients, most doctors’ offices will schedule the next appointment when a patient is there for Depo injection.
PROGESTERONE IMPLANT (NEXPLANON)
The progesterone implant (Nexplanon) is a small, thin rod that is inserted just under the skin of the upper arm and releases a hormone called etonogestrel. It is approved for use for up to three years. This is a type of long-acting reversible contraceptive (LARC) device, like an IUD. The implant is usually inserted and removed in a doctor’s office or clinic, or it can be placed right after having a baby. The insertion procedure is very quick—the skin is numbed with local anesthetic, and the device is inserted under the skin using a needle. They’re an excellent option for people who want a long-acting method but want to avoid pelvic procedures. Unlike the Depo shot, it does not seem to cause weight gain. And though the effectiveness may be somewhat decreased at higher body weights, the implant is among the most effective birth control methods for obese patients.
The most common side effect of the implant is irregular vaginal bleeding. Users may not have regular periods but may experience unpredictable breakthrough bleeding. Fortunately, there are ways to control the bleeding if it becomes bothersome, including taking anti-inflammatory medications such as ibuprofen.
Because LARC devices like Nexplanon do not require users to remember to take birth control on their own, they have the highest effectiveness rates: more than 99 percent.
INTRAUTERINE DEVICES (IUDS)
Intrauterine devices are long-acting reversible contraceptives of different shapes and materials that are placed in the cavity of the uterus. They usually have an attached string that is used to remove the device, but in some countries, like China, IUDs do not have strings and are left in place as permanent birth control methods.
IUDs that are used in the United States are T-shaped and made of either copper or plastic embedded with progesterone that is released into the uterus. It’s generally thought that IUDs work by causing a mild inflammatory reaction that affects both the motility of sperm and the health of the egg. Like other progesterone birth control methods, progesterone-releasing IUDs thicken the cervical mucus to block passage of sperm.
There is a myth that IUDs prevent the implantation of embryos and cause abortions by disrupting an established pregnancy. IUDs do not dislodge pregnancies that have already implanted in the uterus, and they do not seem to prevent implantation if fertilization of an egg has occurred. There were studies performed in the 1970s and 1980s in which researchers analyzed the fallopian tubes of women with and without IUDs who were undergoing tubal sterilization. The tubes of people with IUDs did not contain either sperm or fertilized eggs, whereas people without IUDs who were not using other contraception were found to have both. These findings may reassure people who have ethical concerns about using IUDs because they’ve heard that they can cause abortions.
The progesterone-containing IUDs come in two different sizes with different amounts of hormone. The smaller IUDs were designed to be inserted more comfortably in younger patients or those with a smaller uterus or a narrow cervical opening. These smaller IUDs, Skyla and Kyleena, are approved for three and five years of use, respectively. They have lower levels of hormone than the larger IUDs, and periods are unlikely to be fully suppressed with use, meaning that most people who use them will experience periods. The larger IUDs, Liletta and Mirena, are only a few millimeters longer and wider in size but contain more hormone and therefore have more of a suppressive effect on period bleeding. Up to half of people who use the larger progesterone IUDs won’t have periods while the IUD is in place. For this reason, Liletta and Mirena may be preferable for people who want to treat heavy and painful periods. These brands are both approved for up to eight years of use.
The copper IUD (Paragard) is hormone-free and may be left in place for up to ten years. It is a good long-term method for patients who want to avoid hormones. The downside of the copper IUD is that it can increase the heaviness of menstrual bleeding and may worsen menstrual cramping, so it may not a good choice for those who are already having painful or heavy periods.
Before IUD insertion, testing must be done to rule out cervical or uterine infections such as gonorrhea and chlamydia. If an IUD is placed while there is an active infection, there’s a risk of pelvic inflammatory disease (PID), which is a dangerous infection of the uterus, tubes, and ovaries. Testing for these infections can be performed with a vaginal swab obtained at the time that the IUD is inserted. Patients with symptoms of infection such as fever, abnormal vaginal discharge, and unexplained pelvic pain should avoid having the IUD placed until any infection is fully treated and symptoms have resolved.
IUDs are placed in a clinic or doctor’s office. (Please see chapter 24 for more detail on gynecologic office procedures.) Strings attached to the end of the IUD are left outside of the cervix. When it’s time to remove the IUD, the strings are pulled. These strings can be felt at the top of the vagina, and patients should expect their doctor to teach them to periodically check the strings to ensure that the IUD remains in place. The strings of the IUD can be pushed into the cervical canal with sex, especially if they are trimmed too short, and this can make removal more challenging.
There are risks of IUDs. The device may not be placed correctly or may be expelled if the uterus cramps or bleeds heavily. IUDs can cause irregular spotting or bleeding, which typically resolves within a few days or weeks but can persist for longer in some women. Patients may feel cramping or pain for a few hours to days after placement, though usually this can be controlled with over-the-counter medications such as ibuprofen. If the cervix is tightly closed or if the anatomy of the uterus is unusual (distorted by fibroids or tipped sharply forward or backward), an IUD may not be able to be placed. The device can embed in the muscle of the uterus or, in rare cases, perforate the wall of the uterus and enter the abdomen. For these reasons, if it is difficult to insert the device, the healthcare provider will usually stop the procedure or use an ultrasound to guide placement.
In general, most people can have IUDs inserted in the office with proper counseling and a plan for pain prevention. Because IUD insertions can potentially be painful, those who have significant pain or anxiety with speculum exams may prefer a different contraceptive method or may consider IUD placement under sedation.
Like the implant, IUDs are among the most effective birth control methods and are also more than 99 percent effective when placed correctly. Progesterone IUDs have very slightly better effectiveness compared with the copper IUD; it is extremely rare for pregnancy to occur with a progesterone IUD, even if it is not perfectly positioned, whereas a copper IUD can fail to prevent pregnancy if it is sitting too low within the uterus or cervix.
EMERGENCY CONTRACEPTION
While most methods of birth control are started before having sex, emergency contraceptives are used to prevent pregnancy after unprotected sex occurs. When most people hear the term emergency birth control, they think of pills like Plan B, but copper IUDs placed after unprotected sex are actually the most effective method for preventing pregnancy in these situations.
There are several commercially available emergency birth control pills, also known as morning-after pills. These include pills containing a progesterone called levonorgestrel (brand names include Plan B and Julie) and a medication that acts on progesterone receptors called ulipristal (Ella). The most common brands are taken as a single pill, though some emergency birth control formulations require two doses. Levonorgestrel methods like Plan B are available over the counter in pharmacies without a prescription, but ulipristal is prescription only, so it may be more difficult to access urgently. Multiple doses of regular combined estrogen and progesterone birth control pills can also be used as emergency birth control after unprotected sex. This is called the Yuzpe method, and whereas other emergency birth control such as levonorgestrel can be bought over the counter, the Yuzpe method requires a doctor to explain how many pills must be taken depending on the dosage and type of pill that someone is using.
Emergency birth control is often mistaken for the abortion pill. They are actually very different, because emergency birth control pills don’t disrupt an implanted pregnancy; they work by preventing ovulation, just like any other birth control pill.
Ulipristal is more effective than the other emergency contraceptive pills, preventing up to 98 percent of pregnancies even up to five days after unprotected sex; compared to levonorgestrel pills, which are 85 to 97 percent effective up to three days after unprotected sex. The Yuzpe method is the least effective option. Because ulipristal has the highest likelihood of preventing pregnancy, people may want to ask their doctor for a prescription to have on hand in case they ever need it.
In comparison to all of these methods, the copper IUD is the most effective form of emergency contraception, with a greater than 99 percent effectiveness rate when inserted up to five days after unprotected sex. The copper IUD is also effective regardless of body weight, whereas the pills lose some effectiveness in people who are overweight or obese: levonorgestrel pills may be ineffective above a BMI of 30, and ulipristal may be ineffective above a weight of 195 pounds or BMI of 35. If someone with a higher BMI cannot or does not want to have a copper IUD inserted, ulipristal is the next best choice.
Ultimately, the effectiveness of emergency birth control depends on ability to use it as soon as possible after unprotected sex. Many people will be able to get emergency birth control pills more quickly than they’re able to schedule an urgent appointment for IUD insertion, so they should proceed with the method they can access first.
BARRIER CONTRACEPTIVES
Barrier methods work to prevent pregnancy by physically blocking sperm from reaching the egg during sex. They may be used by people who want to avoid hormones or other birth control methods or who prefer the simplicity of using a method only when having penis-in-vagina sex. Condoms also have the additional benefit of protecting users from STIs.
CONDOMS
The most commonly used barrier method is the male condom, which is placed over the penis when it is erect and before any genital contact occurs. Condoms are made of latex (rubber), polyurethane (plastic), or natural materials such as lambskin (which is not literally skin but tissue from lamb large intestines). The latex and polyurethane condoms are much more effective at protecting against STIs because natural materials can have microscopic holes that may allow bacteria or viruses to pass through. When used perfectly, all male condoms can prevent up to 98 percent of pregnancies, but because many couples don’t use condoms perfectly, the typical effectiveness rate is 85 percent.
For perfect use, condoms should be stored properly, avoiding extremes of temperature that can weaken the material. Condoms shouldn’t be kept in pockets, wallets, or cars. Packages should be opened carefully to avoid tearing. Only water- or silicone-based lubricants should be used, because oil-based lubricants, such as coconut oil, can weaken the condom material.
When putting on a condom, the reservoir tip should be held to allow space for semen, and the condom is then unrolled over the penis with the rolled side facing out. Right after ejaculation, the penis should be withdrawn from the vagina while grasping the condom around the base to prevent it from slipping off. The condom should be thrown away and a new condom used if having sex again. Condoms should never be reused or doubled up because the friction can cause tearing. Couples should read the instructions on condom packages if they are unsure how to properly use or remove condoms.
Female condoms are larger than male condoms, are made of nitrile (plastic), and have flexible rings at both ends—one to hold the condom inside the top of the vagina and one to keep the condom open at the vaginal entrance. They’re called female condoms because they have traditionally been placed in the vagina but they can also be used to prevent STIs with anal sex. Female condoms are inserted before intercourse and removed and thrown away after ejaculation. Male and female condoms shouldn’t be used together because the friction can tear the material. Female condoms are used less commonly than male condoms because they aren’t as widely available and are more expensive. Typical effectiveness is also lower than male condoms, 79 percent, possibly because people may be less familiar with female condoms and may not know how to use them correctly.
SPONGE
The contraceptive sponge is a soft foam device that contains spermicide. It is moistened with water to activate the spermicide and inserted at the top of the vagina. It can be inserted up to twenty-four hours before sex and should be left in place for at least six hours after sex, but shouldn’t remain in the vagina for more than thirty hours because of a small risk of toxic shock syndrome (TSS), a rare but dangerous infection caused by bacteria. The sponge can be used for multiple acts of sex within twenty-four hours and doesn’t need to be replaced each time. Afterward, the user pulls on a loop attached to the sponge to remove it.
The sponge isn’t as widely available as male condoms, doesn’t protect against STIs, and has a higher failure rate for women who have had a vaginal birth of a baby. Typical-use effectiveness is 86 percent for people who have never given birth but 78 percent for women who have given birth, likely because the cervix can be more open after childbirth. The spermicide in the sponge can also cause vaginal irritation or burning.
SPERMICIDE AND CONTRACEPTIVE GEL
Spermicide and contraceptive gel are methods that are placed in the vagina before sex to immobilize or block sperm. Spermicide contains chemicals that affect the sperm’s ability to swim and can also physically block the sperm from entering the cervix. It comes in the form of creams, foams, and vaginal inserts, which all have different instructions for when they must be inserted and how often they must be reapplied. By itself, spermicide is one of the least effective birth control methods, with typical-use effectiveness of only about 70 percent, but it can also be used with condoms to provide additional pregnancy protection.
There is a new prescription-only vaginal contraceptive gel that contains lactic acid, citric acid, and potassium bitartrate (Phexxi). It works by lowering the vaginal pH, which immobilizes sperm. It’s inserted into the vagina with an applicator before sex, lasts for one hour, and must be reapplied with every act of intercourse. The gel can be used with condoms but shouldn’t be used with the vaginal contraceptive ring. The vaginal gel has a typical-use effectiveness of 86 percent. Neither a spermicide nor the vaginal gel will protect against STIs, so doctors recommend using these methods in combination with condoms.
DIAPHRAGM AND CERVICAL CAP
The remaining barrier methods, the diaphragm and cervical cap, are no longer commonly used in the United States because they aren’t as effective and convenient as other methods. The diaphragm, a flexible disk inserted into the vagina, was one of the most commonly used birth control methods in the United States until the birth control pill was introduced in the 1960s. The diaphragm and cervical cap work by holding spermicide over the cervix and blocking passage of sperm. The diaphragm is wider and covers the upper vagina and cervix, and the cervical cap is a small disk that fits snugly directly over the cervix. Both must be fitted by a healthcare professional to ensure the proper sizing. They must be filled with spermicide and inserted before sex. After each act of intercourse, the diaphragm or cervical cap must be removed, refilled with spermicide, and reinserted. They must then be left in place for at least another six hours but no longer than twenty-four hours. Users should inspect the cap or diaphragm regularly to look for any cracks or holes.
The cervical cap is less effective than the diaphragm, likely because it can be harder to place exactly over the cervix. Similar to the sponge, both have a high failure rate for people who have given birth because the opening of the cervix may be harder to block; the typical effectiveness of the cervical cap is 71 percent for people who have given birth, and 86 percent for those who have not. The typical effectiveness of the diaphragm is 87 percent. Neither the diaphragm nor the cervical cap can prevent STIs. Because condoms are far simpler to use, don’t require fitting or maintenance, and prevent STIs, many people who want to use a barrier method will choose condoms rather than diaphragms or caps, but the diaphragm can be considered as an alternative for someone who wants to avoid hormones, is at low risk for STIs, and doesn’t want to use an IUD or condoms.
THE WITHDRAWAL METHOD
The pullout or withdrawal method involves pulling the penis out of the vagina before ejaculation occurs. This method has a high pregnancy-prevention failure rate because fluid may escape the penis before ejaculation, and this pre-ejaculate fluid can contain sperm. Also, if pulling out does not occur before ejaculation starts, semen can get onto the vulva or the opening of the vagina and cause pregnancy. Because there is so much room for error, the typical-use effectiveness is 80 percent, meaning that one in five couples who depend on withdrawal as their only contraception will become pregnant within a year.
NATURAL FAMILY PLANNING / FERTILITY-AWARENESS METHODS
Natural family planning is an umbrella term for methods that rely on knowledge of one’s own natural cycle to identify ovulation and the fertile window when pregnancy can occur. This technique can be used to prevent pregnancy or to optimize the chances of conception for couples who are trying to conceive. Some people prefer natural methods for contraception because they don’t want to use hormones, IUDs, or barrier methods or because they have experienced side effects with other types of birth control.
There are multiple different methods of natural family planning. The most basic is the standard days method, which involves abstaining from intercourse or using other contraceptive methods from days eight through nineteen. This method can be used only if a woman’s cycles are always between twenty-six and thirty-two days long.
For the rhythm method, or calendar method, cycles are tracked on a calendar or app for several months, and the fertile window is calculated based on the longest and shortest measured cycles. To estimate the first fertile day, subtract eighteen from the shortest measured cycle length. For a person whose shortest cycle length is twenty-eight days, the first fertile day is the tenth day of the cycle. The last fertile day is estimated by taking the longest measured cycle length and subtracting eleven. If the same person has a longest cycle length of thirty-five days, the last fertile day would be the twenty-fourth. This person would need to abstain or use barrier methods from day ten to twenty-four of each cycle.
Natural family-planning methods have a higher risk of pregnancy than other contraceptive options in typical use. Many people don’t have perfectly regular or predictable cycles; ovulation may occur at unexpected times; and it may be difficult to abstain or use other methods such as condoms during the entire fertile window every month. The standard and calendar methods have a typical-use effectiveness rate of about 75 percent, which is almost the same as using no method at all. Effectiveness improves when the rhythm method is combined with other natural family-planning techniques such as fertility-awareness methods.
These fertility-awareness methods involve tracking other signs of ovulation, including body temperature and cervical mucus, to more accurately identify when someone may be ovulating. Basal body temperature, taken in the morning before getting out of bed, will increase after ovulation occurs. The increase may be only a fraction of a degree, so a special basal-body-temperature thermometer must be used. Cervical mucus is a fluid produced by the cervix that can be found in the vagina. The consistency of this mucus changes with ovulation. Cervical mucus can be checked by inserting clean fingers into the vagina or checking the mucus that appears on underwear. Leading up to ovulation, the cervical mucus can feel sticky or tacky. Immediately before or after ovulation, the mucus looks and feels like raw egg white: clear, slippery, and stretchy when pulled between the fingers.
It’s important to note that many of the signs of ovulation, such as rise in basal body temperature and egg-white cervical mucus, don’t appear until after ovulation has already happened—meaning that if someone has been having unprotected sex, by the time these changes are noticeable, it’s too late to prevent pregnancy. Fertility awareness should never be used as the only birth control method until someone has been tracking their cycles for several months to identify ovulation patterns. The effectiveness of fertility-awareness methods is 77 to 98 percent, and using basal body temperature, cervical mucus, and the calendar method together is necessary to achieve the higher rates of effectiveness. Checking cervical mucus and temperature daily and abstaining or using backup methods consistently over many years demands a significant amount of dedication. The effectiveness of this method also depends on the regularity of someone’s cycles and is not a good method for anyone with irregular periods or who isn’t be able to commit to the necessary tracking.
DECIDING ON A CONTRACEPTIVE METHOD
When choosing a birth control method that will best fit your needs, there are many factors to consider. It may feel overwhelming to hear such a long list of options, but once you weigh the pros and cons and consider your own preferences, you’ll likely narrow the choices down quickly.
Questions you should consider include:
 
	How is the method taken or used? Are the instructions convenient for your lifestyle?
	Will you be able to remember to take or use the method on schedule? The pill may not be a great option for someone with a very irregular schedule who has difficulty remembering daily medications.
	Does the method allow for spontaneity with having sex or require significant planning, as in the case of barrier methods or spermicide? The LARC devices, such as IUDs and the Nexplanon implant, are among the most effective contraceptives and do not require users to remember anything except when the device will expire.

While some people prefer natural family planning or barrier methods to minimize potential side effects, these methods have the highest risk of pregnancy unless very strict monitoring practices are used. This may not be a problem for someone who is open to getting pregnant but could be a serious concern for a person who doesn’t want children. Since every birth control method can potentially fail, people who don’t want to conceive should use a backup method such as condoms or consider sterilization if they’re ready for a permanent option.
Cost or ability to access a method may limit the types of options available. In the United States, all commercial and state insurance plans are required by law to cover contraceptive methods, including the LARC devices and sterilization, but they may not necessarily cover every brand of birth control, and some birth control methods may be more expensive. For patients who don’t have insurance or a gynecologist or primary care doctor to prescribe birth control, Planned Parenthood clinics can offer affordable access to all types of contraception, including via telemedicine if there is not a clinic nearby.
TAKE-HOME POINTS
 
	All hormonal birth control methods can be used to skip periods.
	Some birth control pills can help improve acne because they decrease levels of testosterone.
	IUDs don’t cause abortions, meaning they don’t disrupt pregnancies that are already implanted.
	The copper IUD is the most effective form of emergency birth control.
	Withdrawal or the pullout method has a very high failure rate, because sperm can be present in fluid that escapes the penis before ejaculation occurs.
	Natural family-planning methods such as the calendar method have a high risk of pregnancy unless someone also tracks signs of ovulation such as basal body temperature and cervical mucus.
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Hysterectomy
More than four hundred thousand people undergo hysterectomies every year in the United States, making it one of the most common surgeries performed. The word hysterectomy often elicits a strong negative reaction from people who have heard that it can cause menopausal symptoms such as hot flashes or loss of sex drive, or that it requires a long and difficult surgical recovery. There’s a great deal of confusion about what exactly hysterectomies are, how and why they’re done, and what risks they actually present, especially in terms of long-term health and well-being.
Many of the myths surrounding hysterectomies are based in historical truths but no longer reflect most people’s experiences today. Women are often pleasantly surprised that there are not as many long-term health effects as they thought. While there are certainly risks like any other surgery, it’s not uncommon for patients who were initially scared of hysterectomies to decide that it’s the right choice for them once they learn the facts.
HYSTERECTOMY AND OOPHORECTOMY BASICS
A hysterectomy is a surgery to remove the uterus. It’s important to know that the term hysterectomy refers to removal of the uterus only, not the ovaries. Surgical removal of the ovaries is called an oophorectomy. In the past, gynecologists were more likely to recommend removing the ovaries at the time of hysterectomy in order to avoid ovarian cancer, and more than 50 percent of women undergoing hysterectomies also had their ovaries removed, even as recently as 2008. That meant that women as young as their thirties were sometimes plunged into surgical menopause, leading to symptoms such as hot flashes, mood fluctuations, prolapse and incontinence, and decreased libido. Many people associate hysterectomies with these menopausal symptoms because young patients used to go through menopause when the ovaries were taken out at the time of hysterectomy. However, the uterus itself doesn’t produce hormones, so removing the uterus alone doesn’t cause menopause.
In 2008, ACOG recommended that the ovaries should be preserved in premenopausal women as long as the hysterectomy was not for the treatment or prevention of cancer. Therefore, the default is now to keep the ovaries in place if a hysterectomy is done unless someone has a significant risk of breast or ovarian cancer. Postmenopausal women may still choose to have the ovaries removed to decrease their risk of ovarian cancer, but they should discuss the possible health risks with their doctor.
REASONS FOR HYSTERECTOMY
Conditions that are treated with hysterectomy include uterine fibroids, adenomyosis, endometriosis involving the surface of the uterus, uterine precancer or cancer, genetic conditions that increase the risk of uterine cancer, and gender dysphoria. Hysterectomies are considered the definitive treatment for medical problems involving the uterus, which means that removal of the uterus is thought to completely eliminate these conditions. The exceptions are endometriosis and cancer, both of which can recur after hysterectomy.
There is a myth that hysterectomies are an option for anyone who simply wants to stop having periods or who doesn’t want to have any future pregnancies. In reality, a hysterectomy should be used only as a treatment for serious medical conditions if less aggressive treatments have not worked. On a practical level, insurance won’t cover a hysterectomy unless there is a medical indication such as fibroids or painful and heavy periods, and it definitely will not cover hysterectomy as a method for sterilization. More important in terms of someone’s health and well-being, a hysterectomy is often the most invasive option for treatment. It’s a major surgery involving removal of an organ, so patients should choose to have a hysterectomy only when medications or more minor procedures have failed to control bothersome symptoms. This is to minimize the risk of experiencing a complication, which is possible with any type of surgery.
SURGICAL TERMINOLOGY
Hysterectomy terminology can be confusing because the language of medical professionals sometimes differs from the language of the general public. For instance, many people think partial hysterectomy means a surgical removal of the uterus with the ovaries left behind. This term actually doesn’t exist in medical terminology. Doctors don’t call surgeries “partial hysterectomies,” since it’s unclear whether the ovaries, cervix, or tubes are being preserved. These differences in expressions can create confusion and miscommunication, but if patients and their doctors share a common language, they can understand each other better and work together to find the best treatment path. Here are some basic definitions:
 
	Total hysterectomy: The entire uterus is removed, including the cervix. Again, this does not mean that the ovaries are removed, just the uterus and cervix.
	Supracervical hysterectomy: The uterus is removed, but the cervix is left in place.
	Salpingectomy: The fallopian tube or tubes are removed; bilateral salpingectomy means removal of both tubes.
	Oophorectomy / salpingo-oophorectomy: The ovary or ovaries are removed. Since the fallopian tubes are almost always removed when the ovaries are, doctors usually use the term salpingo-oophorectomy for removal of the tube plus ovary.

TYPES OF HYSTERECTOMY
Before the 1990s, most hysterectomies were performed with a large abdominal incision, called a laparotomy or open hysterectomy. Open surgeries generally require a long recovery, with a delay in returning to work or exercise of up to two months. There are now minimally invasive options for hysterectomy: laparoscopic (or robotic) and vaginal.
Laparoscopic and vaginal hysterectomies allow patients to recover faster, with less pain and risk of surgical complications, so gynecologists aim to perform hysterectomies with these minimally invasively methods if possible. However, individual surgeons have different levels of training, expertise, and comfort levels performing vaginal or laparoscopic hysterectomies, and removing large fibroid uteri may require open surgery. Patients considering a hysterectomy may want to seek out opinions from surgeons with different types of expertise to explore all available options.
VAGINAL HYSTERECTOMY
Vaginal hysterectomy is done entirely through the vagina, with no abdominal incisions. This method is great for patients with uterine prolapse and is often done as part of urogynecologic surgery when the patient is undergoing other vaginal repairs for pelvic organ prolapse or incontinence.
There are technical limitations on how large a uterus can be removed through the vagina. Fibroids, in particular, can cause the uterus to become very large, sometimes even filling the pelvis or extending into the upper abdomen. A vaginal hysterectomy cannot safely remove such a large uterus because the vagina has only enough space for a small surgical incision. Furthermore, vaginal surgery doesn’t allow the surgeon to evaluate or manage other conditions inside the abdomen, such as endometriosis.
Not every gynecologist offers vaginal hysterectomies; as laparoscopic surgery has become more common in recent decades, expertise in vaginal surgery has become rarer. But when they are offered, vaginal hysterectomies are excellent options because there are no abdominal incisions and recovery is usually very smooth.
LAPAROSCOPIC HYSTERECTOMY
A laparoscopic approach for hysterectomy is great for treating conditions such as scar tissue and endometriosis, which may be difficult or impossible to see with vaginal or abdominal incisions. As with vaginal hysterectomy, there are some size constraints in terms of how large a uterus can be removed laparoscopically. Fibroid uteri may need to be cut into smaller pieces to fit through an incision in the vagina or one of the abdominal incisions. This cutting process can take several hours, and is avoided in cases of suspected cancer because of the risk of spreading cancerous cells. Even if the uterus doesn’t need to be cut for removal, laparoscopy often takes more time to perform than open surgery because the instruments are small; therefore the patient has to be healthy enough to tolerate the physical stresses of a longer time under anesthesia.
Laparoscopic surgery can also be performed using a surgical robot. Some surgeons may prefer robotics because it makes certain skills, such as laparoscopic suturing, easier to perform, but ultimately the robot is simply a tool controlled by the surgeon, not a different or superior type of surgery.
ABDOMINAL OR OPEN HYSTERECTOMY
An abdominal or open hysterectomy is performed through a single large incision in the lower abdomen. It’s used for removal of very large fibroid uteri, or if there is concern for uterine cancer and the uterus cannot be cut into smaller pieces for removal. Abdominal hysterectomy may also be recommended for people who have medical conditions that might make a longer surgery more dangerous. Given the larger incision, open hysterectomy requires a longer recovery than laparoscopic or vaginal hysterectomy and carries more risk of complications such as infections or hernias.
HYSTERECTOMY AND THE CERVIX
Patients often ask if the cervix should be left in place when a hysterectomy is done because they’ve heard that it is necessary for sexual or bladder health or to prevent vaginal prolapse. Many studies have shown that there is no medical benefit to leaving the cervix behind. There’s no difference in sexual satisfaction, bladder function, or risk of prolapse. Therefore, the default is to remove the cervix with hysterectomy, as this has the benefit of eliminating the risk of cervical cancer. In the United States, if the cervix is removed with a hysterectomy and the patient did not have precancer of the cervix in the previous twenty years, the patient can stop getting Pap smears because these are just tests for cervical cancer.
Some people feel their cervix is an important part of their personal sexual response or ability to achieve orgasm. If this is the case, it’s definitely worth discussing the risks and benefits of leaving versus removing the cervix. Sometimes the cervix might also be preserved for surgical safety; for example, prior cesarean sections can cause scarring between the bladder and cervix, and if severe scar tissue is present, a surgeon may decide to leave the cervix in place to decrease the risk of injuring the bladder.
MENOPAUSE-RELATED HEALTH RISKS
Even if the ovaries are preserved, patients who have hysterectomies seem to experience menopausal symptoms a few years earlier on average than people who haven’t had them. There’s also an increased risk of cardiovascular disease. These effects may be because there are small blood vessels between the uterus and ovaries that are sealed and cut during hysterectomy, and this change in blood flow might alter the function of the ovaries.
There’s no definite pattern in risk of pelvic organ prolapse and incontinence except that patients who already had these problems before surgery may have a higher risk of worsening prolapse or incontinence after hysterectomy.
SEXUAL HEALTH
Patients often wonder about long-term sexual health after hysterectomy, and there are myths that a hysterectomy will lead to loss of libido or ability to orgasm. Researchers have looked at several different factors, including hysterectomy type and whether the ovaries or cervix were removed, in many studies about sexual function and satisfaction after hysterectomy. Most studies show no long-term change in sexual function with any type of hysterectomy unless the ovaries were removed, and in several cases, sexual satisfaction actually improved after having a hysterectomy. This is because patients undergoing hysterectomy almost always had severe pain or bleeding issues that were affecting their sexual function or libido, and these problems were eliminated by surgery. There may initially be some discomfort with sex after the recommended postoperative period of pelvic rest, but this usually resolves with time, lubrication, and patience.
It’s important to note that if the ovaries are removed, there can be decreasing of libido, vaginal dryness, and pain with sex, similar to what is experienced during nonsurgical menopause.
GENERAL SURGICAL RISKS
Hysterectomies have the same basic risks of any other surgery in the abdomen or pelvis. These surgical risks include infection, bleeding, the need for blood transfusion, development of blood clots in the veins, anesthesia complications including heart or lung issues, and injury to other organs, such as the bowel, bladder, and ureters.
DECIDING ON A HYSTERECTOMY
The decision to have a hysterectomy is a very personal one. If you’re considering a hysterectomy, you may be inundated with outside opinions. Friends and family might have strong feelings about hysterectomies based on societal myths. A doctor may say that you must have a hysterectomy even if you don’t want one. On the flip side, a doctor may say you shouldn’t have a hysterectomy even if you feel you need one—for instance, if you’re in your twenties or you haven’t had children. Ultimately, the decision is yours—and as always, if you don’t feel comfortable with what a doctor is recommending, seek a second opinion to discuss your options.
TAKE-HOME POINTS
 
	More than four hundred thousand people undergo hysterectomies every year in the United States.
	Hysterectomies involve removal of the uterus, not the ovaries.
	There is a higher long-term risk of cardiovascular disease if someone has a hysterectomy, even if the ovaries remain in place.
	Sexual function usually remains the same or even improves after having a hysterectomy.
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Tubal Sterilization
After the fall of Roe v. Wade in 2022, many people in the United States rushed to seek permanent sterilization procedures, particularly tubal ligations. I personally saw patients from as far away as Florida come to my practice in Pennsylvania, and in the weeks following the fall of Roe, up to fifty people a day called my office to schedule consults for sterilization. Many of these patients had previously tried to get a tubal ligation but had been denied by doctor after doctor, often because they were child-free, in their twenties, or unmarried. Even mothers of multiple children and people in their thirties or forties reported experiencing the same rejection. The conclusions of these stories were always the same: gynecologists refused to do the procedure because they said that the patient might regret it someday.
Frustrated but feeling powerless, people often accepted this status quo—until the reversal of Roe suddenly criminalized abortion in several states. Faced with a terrifying and uncertain future where birth control failure could mean being forced to carry an undesired pregnancy or risking jail time for having an abortion, they sought out sterilization consults with newfound urgency. Child-free groups on social media, one of the largest being a child-free subreddit with over one million members, have long published directories of doctors willing to do sterilizations regardless of a patient’s age, marital status, or number of children. Post-Roe, people desperate to get a sterilization traveled across state lines to see doctors on these lists.
TUBAL STERILIZATION BASICS
If someone with a uterus wants to have a sterilization, it is done by blocking or removing the fallopian tubes so that sperm can’t reach the eggs. In colloquial terms, this is called getting your tubes tied, having a tubal ligation, or simply a tubal. It is no longer common to literally tie the tubes, but most people still use these expressions.
Gynecologists now often surgically remove both fallopian tubes entirely for sterilization; this is called a bilateral salpingectomy. The benefits are that salpingectomy has the lowest pregnancy risk of any tubal sterilization method, and salpingectomy also decreases the chances of getting ovarian cancer, since many ovarian cancers actually start in the fallopian tube.
A tubal can be done laparoscopically or right after delivering a baby. Postpartum tubal ligations can be performed directly through a C-section incision. With vaginal deliveries, the uterus remains high in the abdomen for a day or so after the baby is born, and the tubes can be reached through a small incision made in the belly button. The tubes can be removed entirely, as above, or a small portion of the tube may be literally tied with dissolvable stitches and the tied-off portion cut out, cauterized, or both.
Laparoscopic tubal sterilization can be performed by using instruments to burn or cut out a smaller portion of the middle of the tube without removing the entire thing. Other techniques for laparoscopic tubal ligation include using small clips or rubber rings to block off the tubes. The clip and ring methods are easier to reverse if patients change their minds later, since only a small portion of the tube is damaged, but they also have the highest risk of pregnancy since the devices can slip off. Clips and rings can also cause some pain after placement. For these reasons, these devices are less common now that salpingectomy has become more popular.
REVERSIBILITY
Salpingectomy is never reversible, since the entire tube is taken out. For the methods that don’t involve removing the entire tube, it might be possible for the undamaged parts of the tube to be stitched back together in a tubal reversal. Unfortunately, it’s never a guarantee that any tubal can be reversed. Heat from cautery may have caused too much damage to the remaining tube; the repaired tube can scar, leading to risk of ectopic pregnancies; and tubal reversal is an expensive surgery that isn’t covered by insurance. For all of these reasons, patients should consider any sort of tubal sterilization only if they plan never to be pregnant in the future, or if they’d be willing to do IVF and bypass the tubes entirely if they ever changed their minds.
Between 5 to 25 percent of people who have a tubal will regret having it done, with the highest rate of regret among people who were in their early twenties at the time of surgery. Factors such as having a new partner who wants a child may also contribute to regret. Because expensive, invasive methods such as tubal reversal surgery and IVF would be needed to conceive after a tubal, doctors may worry that patients will hold them liable if they change their minds in the future. However, the vast majority of people who choose to have a tubal are very happy with their choice.
Gynecologists sometimes refuse to perform a sterilization if they feel the woman will regret it in the future, particularly if the patient doesn’t have children or is in their twenties. Many people have told me that a doctor said they couldn’t have a sterilization until they’d met an arbitrary and often unrealistic goal, such as giving birth to both male and female children, having more than four children, or reaching an advanced age such as forty-five.
While there are no existing studies on how often men versus women are turned down for sterilization, the decision for vasectomy is undoubtably not questioned nearly as often as the decision for tubal ligation. Cultural factors, including gender-role expectations, are at play in the assumption that a person with the physical ability to be a mother will eventually want to be one or will someday want more children, even if they state clearly that they don’t. People may regret almost every decision they make in life—undergoing any medical procedure, getting married, deciding to have children. But society isn’t allowed to strip adults’ rights to make these decisions simply because they may regret them later. Adults with the capacity to make their own medical decisions should have the right to choose sterilization for themselves after being adequately counseled, even if there is a risk of regret.
LEGAL GUIDELINES
There are different restrictions for access to sterilization procedures. These will differ depending on local and national laws as well as the guidelines of each insurance plan. State insurance plans such as Medicaid have a minimum age of twenty-one as well as a mandatory thirty-day waiting period between signing a tubal ligation consent and receiving the surgery.
There is a dark history behind these age restrictions and waiting-period requirements. Between 1909 and 1979, several government-organized eugenics campaigns were carried out in the United States, forcibly sterilizing more than sixty thousand women, primarily women of color, members of poor populations, and people with physical disabilities. Most of these sterilizations were performed on residents of institutions for the “feeble-minded” or “mentally deficient.” Now, to protect vulnerable patients from being sterilized without adequate consent, state insurance laws ensure that people getting a tubal sterilization are of an age and mental capacity to consent for this procedure. Medicaid and other public insurance plans also require the month-long waiting period to ensure people have time to think about their decision and change their minds if they wish.
Unfortunately, what sounds like a very reasonable set of rules to protect patients may actually prevent people from getting tubals. For instance, a Medicaid patient starting prenatal care late in pregnancy may not sign the required forms far enough in advance to get a tubal done when they have their baby. They would need to return to have surgery later, which may not be possible due to childcare or work requirements. There needs to be a balance between protecting patients and putting up roadblocks that can obstruct access to care.
SURGICAL RISKS
Every surgery has risks, as I’ve discussed in prior chapters. For any abdominal surgery, there are risks of infection, bleeding, blood clots in the veins, and injury to the other organs or blood vessels in the abdomen or pelvis, as well as the medical risks of being under anesthesia.
Many people ask if getting their tubes tied or removed will affect hormones or periods. There are rumors that post-tubal syndrome, which doesn’t actually exist, supposedly leads to mood problems or period abnormalities. Many studies have looked at hormones and health after tubals and salpingectomies, and there are no significant differences in hormone levels, mood, or periods. Similar to hysterectomies, sexual satisfaction remains the same or even improves after sterilization; this is likely because people feel less stress related to risk of pregnancy, or perhaps because they stop using birth control, which can affect libido. Some people think that the tubes are needed for hormones to travel from the ovaries to the uterus, but this is not true; hormones travel through the bloodstream, not the tube, so periods should be the same even after the tubes are blocked or removed. The surgeon will be careful to avoid harming the ovaries or the ovarian blood vessels during the surgery, because damage to the ovaries can affect hormones.
Stopping hormonal birth control after getting your tubes tied may cause things like acne, irregular or painful periods, and mood swings. This is because hormonal birth control can regulate periods and lighten flow and cramping and can also decrease premenstrual mood swings and hormonal acne. Stopping the birth control after it’s no longer needed unmasks symptoms that had been suppressed by the birth control. For these reasons, if patients are happy with the menstrual suppression and other benefits they receive from birth control, they may choose to continue taking it after having a sterilization, even if they no longer need it for pregnancy prevention.
STERILIZATION CONSULTS
During any surgical consult, your doctor will take your medical history and, if needed, do a brief physical exam to assess your safety for surgery. They will discuss the risks and alternatives for the procedure. For a sterilization, that includes the risks of regret and alternatives such as reversible birth control methods. If you have a monogamous, long-term male partner, the option of a vasectomy will be discussed because it is less invasive than a tubal and has lower surgical risks.
Patients who are at all uncertain about the decision will always be encouraged to choose a reversible birth control method until they reach the point that they are absolutely sure. But if you are certain you want a sterilization, are legally able to consent for a surgical procedure, and your doctor has determined that you are able to safely undergo surgery, you should be allowed to proceed. The gynecologist should explain how they perform sterilizations; what to expect before, during, and after the surgery; and review the surgical consent form with you, including any additional forms required for state insurances such as Medicaid.
If you feel uncomfortable with a doctor’s recommendations, please try to seek out a second opinion if at all possible. The child-free subreddit and similar surgeon lists may help identify other doctors near you.
TAKE-HOME POINTS
 
	Bilateral salpingectomy, a sterilization procedure that removes the fallopian tubes completely, lowers the risk of developing ovarian cancer.
	State insurance plans such as Medicaid have a minimum age of twenty-one to have a tubal ligation and require a thirty-day wait between signing a tubal ligation consent and getting the surgery.
	Hormones and periods don’t change after a tubal ligation.
	Vasectomies are less invasive and have fewer surgical risks than tubal sterilizations.
	If your doctor refuses to perform a tubal ligation, you can seek a second opinion. Child-free social media groups maintain lists of doctors who are willing to perform sterilizations for patients who don’t have children.
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Abortion
One in four women in the United States will have an abortion in her lifetime. Even if you aren’t personally in need of abortion care, you almost certainly know someone who has had an abortion or who will need one someday. The abortion debate ultimately has to do with people’s right to bodily autonomy and their ability to make healthcare decisions for themselves. Also, very complex medical and social factors go into the decision to end a pregnancy, and banning or criminalizing abortion can put lives at risk.
ABORTION BASICS
There is an incredible amount of misinformation about abortion, starting with the basic definition of the word. An abortion is simply a medical term referring to the ending of pregnancy. This includes miscarriage. When most people use the word abortion, they usually mean a situation where the pregnant person decides to end the pregnancy; this is known as an elective or therapeutic abortion.
A myth perpetuated by the pro-life community is that people get abortions just because they are irresponsible and don’t use birth control. The reality is that every birth control method can fail and result in pregnancy, and people can become pregnant as the result of rape or incest. Many carefully planned and much-desired pregnancies also end in abortion for medical reasons. More than half of women who terminate a pregnancy already have children, so they are not simply trying to avoid parental responsibilities.
People may choose to have an elective abortion because they don’t want to be pregnant or give birth or cannot have a child because of financial, social, medical, or other circumstances. There are also many situations where there is a medical reason for abortion because the pregnant person’s health is at risk. These scenarios include premature rupture of membranes; placental abruption or separation from the uterine wall, which can cause hemorrhaging; severe preeclampsia; severe heart, lung, or kidney issues that are worsened by pregnancy; or if the patient has cancer that cannot be treated while pregnant. There are also fetal anomalies that are either incompatible with life or that would lead to a life of painful medical procedures for the child, and parents may choose to end the pregnancy rather than allow their child to suffer. Contrary to the rhetoric that life is being protected by banning abortion, many cases of abortion are performed with the goal of preserving life: protecting the health of the pregnant person or preventing the suffering of the child.
After the fall of Roe v. Wade, several states enacted abortion bans except when necessary for the life of the mother. Unfortunately, these exceptions are not the panacea that many believe they are—and in fact, they may put patients’ lives at risk. Because so much of medical care is not black or white, it may not be clear that a patient’s life is sufficiently at risk to legally allow for termination of pregnancy until it is too late. Abortion laws provide no clear guidelines as to what constitutes a threat to life, leaving doctors and patients in a dangerous limbo. Because the penalties for performing an abortion in places where it is criminalized include jail time or loss of medical licensure, healthcare providers are forced to err on the side of inaction if there is uncertainty about whether a situation is truly life-threatening.
Since an abortion ban was enacted in Texas, several women have come forward to the press with stories of experiencing premature rupture of membranes early in pregnancy, and although their likelihood of staying pregnant until a viable gestational age was reached was extremely low, because there was no imminent risk to their health, doctors were legally unable to end the pregnancies until the women developed uterine infections and became septic and critically ill. This exact medical scenario led to tragedy in Ireland in 2012, when a woman named Savita Halappanavar broke her water at seventeen weeks’ gestation. Because abortion was illegal in Ireland at the time, doctors felt they could not perform an abortion while there was still a fetal heartbeat. They waited until she became critically ill before ending the pregnancy, but by that time it was too late to save her. Savita’s death shocked the people of Ireland and contributed to the landslide vote in 2018 that overturned the country’s constitutional ban on abortion.
ABORTION AND PUBLIC HEALTH
Banning or criminalizing abortion has never stopped abortions from occurring. In fact, the Guttmacher Institute reports that most countries that restrict abortion actually have higher rates of abortion than those that do not, because contraceptive use also tends to be lower in these countries. The WHO estimates that twenty-five million unsafe abortions occur annually; and in countries where abortion is illegal or difficult to access, unsafe abortion is a significant cause of maternal mortality, resulting in the deaths of tens of thousands of people a year worldwide. Millions more suffer from long-term health complications as a result of unsafe abortions.
In the 1950s and 1960s, prior to the 1973 passage of Roe v. Wade by the Supreme Court, which protected the constitutional right to abortion, an estimated 200,000 to 1.2 million illegal abortions were performed per year in the United States. A New England Journal of Medicine article on the dangers of illegal abortion prior to Roe detailed the horrors witnessed by doctors and medical examiners during this era: women dying of sepsis or air emboli; perforation of organs by objects such as coat hangers, knitting needles, or tree branches used in attempted self-induced abortions. Because such complications were likely highly underreported in the pre-Roe era, it is hard to know the exact number of people who suffered. However, the same New England Journal article notes that deaths from abortion virtually disappeared in the United States after abortion was legalized in 1973, and similar findings were reported in Romania and South Africa once abortion restrictions were lifted.
Safe, legal abortions performed by trained medical professionals have far lower health risks than pregnancy or childbirth. It’s well established that states with the most restrictive abortion laws also have markedly higher maternal mortality, because these states also tend to have higher rates of poverty and less access to healthcare for pregnant people. Data from 2020 showed that states with restrictive abortion laws had 62 percent higher maternal mortality than states where abortion was more accessible. Researchers using this data estimated that a nationwide ban on abortion would increase maternal mortality by 24 percent overall and 39 percent among Black people, who face disproportionately higher risks of death in pregnancy due to multiple factors, including structural racism and implicit biases in healthcare.
Abortion is not only an individual medical decision; it is an important public health and health justice issue. In fact, the WHO considers access to safe abortion to be one of the most important factors in decreasing maternal mortality worldwide. After Roe v. Wade was overturned in 2022, every major medical association in the United States dedicated to reproductive and women’s health—including the American College of Obstetricians and Gynecologists, the American Society of Reproductive Medicine, the Society of Maternal Fetal Medicine, and the American Medical Association—issued a joint statement denouncing the decision. They emphasized the medical dangers of restricting access to safe abortion care and noted that these risks would particularly harm women in marginalized communities.
COUNSELING AND EVALUATION
In most countries, even if abortion is legal, strict guidelines must be met in order for an abortion to be performed. People seeking an abortion need to discuss the legal regulations in their state or region as well as their particular medical situation with their doctor. Generally, patients must be counseled on the risks of the procedure and offered alternatives such as adoption. The dating of the pregnancy must be estimated as accurately as possible, as most laws have gestational age cutoffs. To determine the gestational age, doctors ask the date of the last menstrual period and whether the person’s periods are regular. If someone has irregular cycles or doesn’t know the date of the last period, or if there is concern for a possible ectopic pregnancy or miscarriage, an ultrasound may be required. Some states require pelvic ultrasounds to be done on all patients seeking an abortion, although this is medically unnecessary in most first-trimester abortions according to ACOG.
Many people, including lawmakers, don’t realize that the gestational age of pregnancy is not the number of weeks since someone finds out that they’re pregnant or after a missed period, but rather the number of weeks since the first day of the last period. This means that someone is already several weeks pregnant before a period is missed or a pregnancy test can detect the pregnancy. This is the reason that many people don’t know they’re expecting until they are at least six to eight weeks pregnant, which is the gestational age cutoff for abortion in some states.
MEDICAL ABORTION
For early pregnancies, medications may be used to end the pregnancy; this is referred to as a medical abortion. In the United States, these pill regimens include a combination of mifepristone (RU-486), an antiprogesterone medication, and misoprostol, a prostaglandin. Since progesterone supports the pregnancy, blocking progesterone can cause the placenta to separate and the pregnancy to detach. Misoprostol causes the cervix to soften and open and the uterus to contract. In the United States, medical abortion with mifepristone is approved by the FDA for use up to ten weeks’ gestational age.
Emergency birth control pills are often mistakenly considered abortion pills by the general public, politicians, and the media. This is incorrect, because emergency birth control works like any other birth control pill: by preventing ovulation and pregnancy. It does not cause the abortion of an implanted pregnancy as mifepristone does.
Medical abortions allow a patient to avoid more invasive surgical procedures, and most people needing an abortion early in pregnancy prefer the medical option. Medications may be obtained through telemedicine consult or mail delivery, which makes it easier to access treatment quickly and helps preserve confidentiality. Several studies have shown the safety of obtaining medical abortion prescriptions remotely, and ACOG and the National Abortion Federation (NAF) support the ability of patients to access medical abortion without requiring an in-person examination.
The limitations of medical abortion are that patients may experience bleeding and pain with passing the pregnancy tissue, and it’s possible to need a procedure to remove the rest of the tissue if it doesn’t completely pass. There must always be a plan for follow-up to ensure that the abortion is completed safely. But ultimately, medical abortion is usually extremely effective, with 95 to 98 percent of people having complete resolution of the pregnancy with treatment.
SURGICAL ABORTION
Though medical abortion is very effective and allows people the privacy to treat themselves at home, some people either choose or need to have a surgical abortion. This may be because the pregnancy is further along than can be treated with abortion pills, or it may be because the patient doesn’t want to experience the bleeding or pain that can be felt with passing a pregnancy at home.
Dilation and curettages (D and Cs) are surgical abortions performed during the first trimester and dilation and evacuations (D and Es) in the second trimester, though sometimes these terms are used interchangeably to refer to a surgical abortion procedure. All surgical abortions are done by gently opening the cervix and using suction or instruments to remove pregnancy tissue from the uterus. These procedures are usually performed with some sort of anesthesia, at a minimum local anesthetic injected into or next to the cervix, with or without sedation. Some first-trimester abortions may be done in the office setting for a patient’s comfort and convenience, but many D and Cs and D and Es are performed in an operating room if someone wishes to have anesthesia, or for safety considerations such as risk of bleeding. Surgical abortion procedures have some risks of injury to the cervix or uterus and scar tissue formation in the cavity of the uterus. Both medical and surgical abortions have risks of infection, bleeding, and retained pregnancy tissue that may require additional procedures to completely remove.
SECOND-TRIMESTER ABORTION
It is a myth that there are a large number of late-term abortions being performed. First, because the expression late-term abortion is never actually used by medical providers and is extremely misleading, as it implies that abortions are being done close to term when a fetus would be viable outside of the womb. Most states have restrictions on abortion after viability, which, depending on local resources, is around twenty-three to twenty-four weeks of gestation. The vast majority of abortions in the United States, up to 93 percent, are done in the first trimester. Only 6 percent of abortions are done at fourteen to twenty weeks, and only 1 percent after twenty-one weeks. Access to second-trimester abortion is more limited than first-trimester because of legal restrictions, and because there are fewer doctors who have the specialized training required to manage these complex cases. When second-trimester abortions are needed, they are often under very difficult social, emotional, and medical circumstances, and these decisions are never made lightly.
Patients may not have an abortion until the second trimester because of a delay in discovering that they are pregnant, because of barriers to accessing care, or because of medical situations that develop later in pregnancy. Abortions for fetal anomalies usually happen in the second trimester simply because the ultrasound to check anatomy for routine prenatal care is not performed until eighteen to twenty-two weeks. Obstetric complications such as ruptured membranes, preeclampsia, or abruptions may occur in the second trimester. Minors are more likely to have a second-trimester abortion than adults for several reasons: children and teenagers may not understand that they are pregnant until there are unmistakable physical signs or an adult notices these changes; they may be scared to report a pregnancy to parents or guardians; or they may not know how to get medical care.
Second-trimester abortions can be performed by D and E or by inducing labor and allowing the fetus to deliver vaginally. Someone may choose to induce labor in order to avoid a surgical procedure, or to be able to hold the fetus in cases of desired pregnancies that are ended for medical reasons. However, experiencing labor may be emotionally and physically painful, which is why D and Es are offered as an alternative. As always, this is a very personal decision that is often made after extensive discussion with medical specialists.
TAKE-HOME POINTS
 
	One in four women in the United States will have an abortion in her lifetime.
	Banning or criminalizing abortion does not stop abortions from occurring. Most countries that restrict abortion actually have higher rates of abortion than those that do not.
	Mifepristone (RU-486) is the medical abortion pill. This pill is different from emergency birth control, which prevents pregnancy and does not cause an abortion.
	Ninety percent of abortions in the United States are done in the first trimester. Only 1 percent occur after twenty-one weeks.
	Abortions are medical treatments, and like any other medical decision, people should have the autonomy to choose the option that is best for their health and well-being in consultation with their doctors.
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Gynecologic Exams and Office Procedures
Whether it’s your first visit or your fiftieth, it may be nerve-racking to go to the gynecologist. It’s common and normal to feel anxious about pelvic exams or procedures, and past experiences may make someone feel particularly vulnerable. A previous exam may have been painful, healthcare providers may not have explained what was happening or listened to your concerns, or you may have a history of sexual assault or trauma. Transgender men or nonbinary patients can feel especially uncomfortable going to an OB-GYN office because they’re worried about being misgendered or experience gender dysphoria during pelvic exams. Whatever background you bring to the visit, you deserve to be respected and supported so that you can get the care that you need.
This chapter will discuss what to expect during a gynecology appointment, including routine exams and office procedures, and strategies for preventing discomfort. I’ll also cover how to have an effective dialogue with your healthcare provider about your goals for care, concerns, and questions. I hope these tools will empower you to go into your next gynecologic appointment feeling informed, and make your experience as comfortable and positive as possible.
COMMUNICATION
Your appointment will start with a conversation with the doctor or healthcare provider. An essential part of every medical appointment is learning about you, and providing the information you need to make health decisions. Communication with your providers can be as important or even more important than any exams or procedures, because this is how they will understand what your medical needs are, and what you require in terms of treatment and support.
At the beginning of the visit, a medical assistant, nurse, or doctor will ask about your medical history, any symptoms you may be experiencing, and if you have any particular concerns you want addressed. This is the time when you should bring up specific medical problems or questions about your health. In this initial conversation, please also tell your provider if you have any history of trauma or pain that might make you particularly nervous about pelvic exams or procedures.
Highlight any priorities that you want to focus on during that visit or for your care in general. Telling the provider up front what issues are most pressing or important to you will help make the best use of your appointment time. The same is true for your perspectives on certain categories of treatment, such as whether you want to consider hormonal medications or surgeries. The provider will discuss all of your options, but if they know that you do not want surgery or that you prefer not to take hormones, they can prioritize other treatments.
If you have any questions, you should ask your doctor to clarify. For example, if you don’t fully understand why a test is being recommended or what your options are for pain control with a procedure, ask for more information until you feel comfortable. Tell your provider why you are hesitant or confused about a test or treatment. The provider should explain the procedures so that you can make an informed decision.
It may be helpful to bring someone with you to the appointment—a partner, relative, or friend—who can help you take notes, ask questions, remember information, or hold your hand during an exam or procedure. Having a trusted support person there may help to relieve any anxiety you may have.
There may be times when the provider recommends a procedure or treatment you do not want. You can be honest and say, “I’m not comfortable with that option; I’d prefer to do something different.” Try to explain why you are concerned, because there might be a solution; for instance, if you’re worried about feeling pain with a procedure, pain control options could be offered.
In some circumstances, you may feel that the provider is not listening to you, not giving you the information that you need, or not offering a treatment option that you are interested in. You can explain why the recommendations are not a good fit for you and ask if there are any other possibilities that could better meet your needs. If not, request a referral to another doctor or try to find one on your own through word of mouth or online resources. It’s common for doctors not to be experts in every aspect of gynecologic care, and you may need to see a specialist for more options.
ROUTINE GYNECOLOGIC EXAMS AND PROCEDURES
Annual gynecologic exams are preventive-care visits meant to monitor your overall reproductive health. The discussion at the beginning of the appointment will include questions about periods, sexual health, plans for fertility, need for birth control, and any vaginal, urinary, perimenopausal, or menopausal symptoms. The healthcare provider will also check vital signs, discuss general health, and recommend screening for cancers such as breast, cervical, and colon cancer. Testing is offered based on age and risk factors for cancers and STIs.
Once the interview is done, the next part of the appointment may involve an exam of the breasts and pelvis. The doctor or medical assistant will ask you undress fully or from the waist down and will provide you with a gown and sheet to cover yourself. They should step out to give you privacy while you’re undressing. This may happen at the very beginning of the appointment or after you’ve had a discussion with the healthcare provider. If you feel more comfortable speaking with the doctor while dressed, you can request to conduct the interview portion of the visit before undressing.
There are three basic parts to pelvic exams. First, the healthcare provider performs a vulvar inspection to look for any skin changes or irritation. Then, they’ll use a speculum to check the vaginal walls and perform a Pap smear or STI testing if necessary, and last, they’ll conduct an internal exam to check for uterine or ovarian masses or pain. This internal exam is performed by the doctor inserting one or two fingers into the vagina while pressing on the abdomen to feel the uterus and ovaries.
The entire pelvic exam should take only a minute or two. You’ll be asked to place your feet on stirrups and lie back on an examination table. A paper or cloth drape will cover the rest of your body during the exam. A nurse or medical assistant will also be present in the room to assist with the exam and serve as a chaperone. Any exam of the breasts or genitals should be performed with a chaperone present for your comfort and security, no matter the gender of the provider, and you have the right to request a chaperone if one is not present. Also, if you feel more comfortable with a partner or support person there, you can request that.
For most people, the internal portions of a pelvic exam, particularly the speculum insertion, can feel like an intense pressure, menstrual cramping, or stretching or burning discomfort of the vaginal walls. The exam can feel more painful for people who have never had vaginal intercourse or who have vulvovaginal pain or dryness of the vagina from menopause or testosterone use.
To make the pelvic exam as comfortable as possible, fully relax your legs, buttocks, and vaginal muscles before the exam. Tensing your leg and pelvic muscles will tighten the vaginal walls around the speculum or examining fingers, and that can be painful. Because it’s common to feel anxious, you can always ask for a few moments to take deep breaths, relax your muscles, and feel ready before the exam. Some techniques to relax the pelvic muscles include letting your knees drop outward to the sides and pretending to sink into the exam table like it is a soft mattress or bed of sand. Some people feel more prepared for the exam if they are shown the speculum and brushes beforehand, whereas others prefer not to see the instruments at all. You can request whichever makes you feel more at ease.
Some people may feel they are not able to undergo pelvic exams due to severe pain or emotional distress associated with vaginal examinations. A healthcare provider should always take these concerns seriously. They should discuss whether the exam is truly essential, if there are risks of skipping it, and whether there are options to make the exam more comfortable. If you experience significant anxiety with pelvic exams, you can ask your provider if they can prescribe a short-acting oral antianxiety medication like alprazolam (Xanax) to be taken before appointments. In some cases, it may be possible for exams or procedures to be done under sedation. Every individual has the right to bodily autonomy and you can always choose which medical procedures you’re willing to undergo, though it is important to know that skipping tests such as Pap smears and STI screenings can put your health at risk. Your doctor’s role is to give you guidance and care, but ultimately the decisions are up to you.
SPECULUMS AND PAP SMEARS
The most anxiety-provoking part of a routine visit may be the speculum exam and Pap smear. A speculum is an instrument made of metal or plastic with narrow arms; it resembles a duck’s bill. The speculum is used to gently open the walls of the vagina so that the cervix can be seen by the examiner. Speculums may be used for Pap smears, IUD insertions, colposcopies, and obtaining swabs for certain STI tests.
Many people don’t realize that there are several different sizes of speculum. There are very small pediatric sizes for patients who have never been sexually active or who have narrowing of the vagina from menopause or testosterone use, and longer and wider speculums for those with weakening of the vaginal walls from childbirth. Because the speculum insertion can be the most uncomfortable part of the pelvic exam, healthcare providers generally try to use the smallest possible speculum that allows them to see the cervix. If you’ve had pain or discomfort with even the smallest adult-size speculum in the past, you can request a pediatric speculum before the doctor begins the examination. When the speculum is inserted, if you feel sharp or severe pain, ask the provider to stop and remove it. Since the doctor might not necessarily have used the smallest speculum, you can ask if there is a smaller size available. The drawback of using a pediatric speculum is that the provider may not be able to examine or test the entire cervix, which is why it isn’t usually used for adult patients, but a limited view is better than causing severe pain or getting no view at all if someone finds the exam too painful.
Speculum exams are most commonly used to perform Pap smears. Once the speculum has been inserted, a Pap smear can be obtained with either a small brush with soft plastic bristles or a small flat spatula that is used to touch the cervix and pick up cells for inspection. It’s a myth that the cervix is scraped during a Pap smear; the brush or spatula is simply rubbed gently across the surface of the cervix, and loose cells are picked up and placed in a vial of liquid. The Pap collection should only take a few seconds. You may feel some cramping during or after the procedure and may have spotting afterward. The cells obtained in a Pap smear are inspected under the microscope in a lab for precancerous or cancerous changes and can also be tested for infections such as HPV, gonorrhea, and chlamydia.
Another misconception is that Pap smears check for abnormalities of all the pelvic organs, including the ovaries and uterus, but this isn’t the case—the Pap smear is only meant to be a test of the cervix. Some people also believe that speculum exams and Pap smears are the same, but speculums can be used to check the vaginal walls or cervix without the provider obtaining a Pap smear. This happens commonly in the emergency department, where a speculum exam may be part of an evaluation for heavy bleeding or infection. Pap smears are almost never done in emergency departments, but many patients think that they had a Pap in the ED because a speculum was used. Whenever you get a pelvic exam, the healthcare provider should explain what they’re checking for and what tests are being done. If this doesn’t happen or you are unsure, ask the provider to clarify.
Another myth is that Pap smears can’t be performed while patients are on their period. In the past, doctors performed Pap smears by putting cells directly from the brush onto a microscope slide, so Paps weren’t done during periods or after sex because blood, semen, or lubricants could obscure the cervical cells. But in the late 1990s, liquid-based Pap smears were introduced, and with these modern systems, cervical cells can be separated out from blood and semen. Now, a Pap can be done almost anytime except perhaps during a particularly heavy period when there is a large amount of blood in the vagina.
COLPOSCOPY
If your Pap smear shows abnormal cervical cells or tests positive for a strain of HPV that poses a higher risk for cervical precancer and cancer, your doctor will ask you to return a few weeks after the Pap for a colposcopy. A colposcopy is a procedure used to obtain cervical biopsies to test for cervical precancer and cancer. A colposcope is simply a camera with a bright light that magnifies the view of the cervix. During a colposcopy, a speculum is inserted and the cervix is washed with a vinegar solution called acetic acid that highlights abnormal cells and makes them visible as white areas. The acetic acid may feel cold and wet or may cause a mild stinging or burning sensation of the vaginal walls. Your doctor will use the colposcope to closely examine the cervix and take small biopsies of the tissue. Cervical biopsies remove only small pieces of tissue a few millimeters wide. The biopsy can feel like nothing at all, a quick pinch, a cramp, or a sharp pain. To test the cells inside the canal of the cervix, the provider will scrape the area with a narrow instrument or brush; this is called an endocervical curettage. The endocervical curettage usually feels like a strong menstrual cramp.
People may be worried about feeling pain during a colposcopy or they may have previously experienced a painful colposcopy. While studies show that oral pain medications and topical numbing gels are not effective, there is mixed evidence about topical numbing sprays. Local anesthetic—numbing medicine that is injected into the cervix with a needle—isn’t usually used during colposcopies because it can disrupt the surface of the cervix and make it difficult for your doctor to see abnormal areas, and insertion of the needle can sometimes be as painful or more painful than the biopsy itself. Distraction techniques such as coughing when biopsies are taken, listening to music, or watching a video during the procedure have been shown to be just as effective as local anesthetic in randomized trials. If you’re nervous about the procedure, you can ask your doctor to prescribe an antianxiety medication that can be taken before the colposcopy or you can ask whether there is an option to perform the procedure under sedation in the office or operating room.
LEEP
Most of the time, people undergoing colposcopy won’t end up needing any treatment except close monitoring. However, if biopsies show cervical precancer or if results are ambiguous and the doctor is worried about possible precancer, a loop electrosurgical excision procedure (LEEP) may be recommended for treatment. LEEPs are used to remove a small square of tissue from the cervix, typically under local anesthesia in the gynecology office. Oral antianxiety medicine or sedation may be offered in the office if needed.
The entire LEEP process is much faster than most people think. It takes a few minutes for the doctor to evaluate the cervix and administer a local anesthetic, and the LEEP itself is done in under ten seconds. During a LEEP procedure, a speculum is inserted and another quick colposcopy is performed to identify the abnormal area. The cervix is then numbed with several injections of local anesthetic. The first one to two injections may feel like a sharp pinch or burning, but the next injections are not usually felt at all as the cervix becomes numb. The local anesthetic may take a few minutes to start working, and the doctor will test with a needle to ensure that the cervix is fully numb before doing the LEEP.
Once the cervix is numb, the doctor will use a small wire loop called a loop electrode to perform the LEEP. This loop electrode is a very thin semicircular wire one to three centimeters wide that is attached to a long plastic handle. Electrical current is run through the wire loop, allowing it to cut through the tissue and preventing bleeding. Most patients feel nothing at all during the LEEP, though some people may feel warmth because local anesthetic might not fully block temperature sensation. A small piece of cervical tissue a few centimeters wide and a centimeter deep will be removed and sent to a pathologist for evaluation. A medicinal paste is usually placed on the cervix to prevent bleeding, and then the procedure is done. Most people do not need any pain medication besides ibuprofen or acetaminophen after a LEEP. Once the doctor receives the pathology results, a few days to a week after the procedure, they will call or schedule an appointment to discuss the results and explain what follow-up may be needed.
IUD INSERTION
IUDs are some of the most effective contraceptives and may be great options for people who want to minimize the hormonal side effects of birth control. But for some people, fear of pain with IUD insertion can be a deterrent to what might otherwise be an excellent method.
Most people, including teenagers and people who have not had children, can have an IUD inserted in the office. Some patients feel virtually nothing or only mild cramping, whereas others can feel more severe pain. Because the experience is so individual, it is hard to predict what you personally might feel. In general, people who have given birth vaginally will feel the least because their cervices have been dilated before, and the IUD will pass through it more quickly and easily. Those who have severe anxiety with pelvic exams or conditions that make speculum insertion more painful may require sedation for IUD placement, or may choose a different contraceptive method altogether.
Right before you have an IUD inserted, your provider will explain the procedure, including the potential risks or side effects and how the procedure will be done. If the doctor does not explain the process fully or if you are still uncertain about anything, ask any questions you need to clarify before proceeding. Once you’re ready, you will be asked to lie down on the exam table; a speculum will be inserted, and your cervix and vagina will be washed with a cleansing solution to prevent infection. A tenaculum may be placed on the cervix—this is a long instrument with two narrow pointed tips that is used to hold the cervix open or to gently straighten a tilted uterus during the procedure. The doctor will then measure how deep your uterus is so they will know how far to insert the IUD. This is called sounding, and it is done by inserting a thin measuring instrument into the uterus. Finally, the IUD device is drawn up into a narrow, hollow plastic tube called an introducer that will deliver the IUD into the uterus. The arms of the IUD are folded up inside this introducer, and it is then inserted through the cervix and into the uterus. The IUD is left inside your uterus when the introducer is removed. The strings attached to the end of the IUD are then trimmed with scissors and tucked beside your cervix so that partners do not feel them.
The entire IUD insertion procedure usually lasts only a minute or two. During the insertion process, you may feel the three steps of placement of the tenaculum, sounding of the uterus, and IUD insertion as anything from a dull cramp to a sharp and intense pain. If the doctor has difficulty inserting the IUD because your cervix is tightly closed or the uterus is tilted at a significant angle, the process might take several minutes longer than usual. In these cases, the doctor may need to use dilators to help open the cervix or an ultrasound to help guide the insertion.
Pain with IUD insertion can be decreased by taking NSAIDs before the appointment or having the doctor perform a local anesthetic paracervical block before the insertion. In a paracervical block, a local anesthetic is injected next to the cervix to numb the nerves of the lower part of the uterus. As mentioned in the LEEP section, the numbing injections themselves can feel like a pinch or a cramping pain, and it might take a few minutes for the anesthesia to take effect. The local anesthetic does not completely eliminate all discomfort felt during an IUD insertion, because different nerves provide sensation to the upper part of the uterus. For these reasons, paracervical blocks are not routinely done for IUD insertions. But if you want to try a block to minimize pain, it is definitely an option worth discussing with your provider. Oral antianxiety medication taken beforehand may also make you more comfortable. Nitrous oxide, or “laughing gas,” has not been shown to improve pain with IUD insertion. However, some providers may offer conscious sedation, which is a combination of intravenous sedatives and opioid pain medication (discussed further at the end of this chapter). Finally, if IUD placement is intolerable while the patient is awake, it may be an option to have the IUD inserted under anesthesia in an operating room, although this option may be limited by insurance coverage.
If the opening of your cervix appears very small or tightly closed on a pre-procedure speculum exam and your provider doesn’t think that an IUD can be placed easily, a misoprostol tablet may be prescribed for you to insert vaginally the night before your insertion appointment. This is the same medication used to soften and open the cervix for the treatment of miscarriage or a medical abortion, and it may make it easier to insert the IUD. Because misoprostol itself can cause cramping, it is not usually prescribed unless someone has had a failed attempt at IUD before or if your healthcare provider feels the cervix would not allow for insertion of the IUD without additional dilation.
Once the procedure is over and the speculum is removed, the cramping and pain of insertion usually improves quickly. Some cramping may continue for a few days or even weeks, though this can usually be controlled with over-the-counter nonsteroidal anti-inflammatory medications such as ibuprofen or naproxen. You may have light bleeding that lasts for a few days to weeks; some people have more persistent bleeding that lasts for several months, but there are treatments that can be given to control or stop the bleeding. You should not have persistent severe pain or heavy bleeding after the IUD is inserted. If you do, your doctor will order an ultrasound and examine you to ensure that the IUD is not out of place and that there is not a uterine infection.
IUD REMOVAL
Having an IUD removed is far quicker and less uncomfortable than the process for insertion. During a removal, your provider will simply insert a speculum, grasp the strings with an instrument, and pull on them to take the IUD out of your uterus. Removal is usually extremely fast, just a second or two. Most people will feel cramping when the IUD comes out and perhaps for a few hours afterward, but this is usually mild or very easily managed with NSAIDs. Sometimes the strings of the IUD may not be visible because they have been pushed up into the cervix with intercourse. In these situations, your doctor may use a narrow instrument to grasp the strings inside the canal of the cervix or she may perform a hysteroscopy to find and remove the IUD.
ENDOMETRIAL BIOPSY
Endometrial biopsies are tests to obtain a sample of the tissue in the cavity of the uterus. This test is usually performed as part of an evaluation for abnormal bleeding in order to rule out uterine precancer or cancer. They’re also sometimes used for fertility testing or as part of IVF cycles. There are no needles or cutting involved with an endometrial biopsy. A speculum is inserted, and a very narrow straw, called a pipelle, is inserted through the cervix to pick up some loose tissue from inside the cavity of the uterus. The process feels very similar to the first steps of an IUD insertion. If the pipelle cannot easily pass through the cervix, a tenaculum may be used for this procedure. The biopsy can feel like a sharp cramp or pain like an IUD insertion, but it is usually quicker than an IUD, lasting only a few seconds. Because endometrial biopsies are so fast, they are not usually done with anesthesia, but studies have shown improvement in pain with topical anesthesia sprays, local anesthetic gel inserted into the uterus, paracervical blocks, and NSAIDs.
HYSTEROSCOPY
If the doctor needs to get a more detailed assessment of the endometrium or the cavity of the uterus, a hysteroscopy may be recommended. A hysteroscope is a long, narrow camera just a few millimeters wide that is inserted through the vagina and cervix to inspect the cavity of the uterus. The camera is connected by cords to a light source and a video monitor that the doctor watches during the procedure. Saline or other fluid is usually run through the hysteroscope to open up the cavity of the uterus. Hysteroscopes can be used to obtain biopsies of the endometrial tissue, remove polyps, fibroids, a uterine septum, or scar tissue, or to take out IUDs when the strings are not visible. There are different instruments that can be inserted through a hysteroscope, including scissors or graspers, and there are also hysteroscopes that use tiny rotating blades or cutting loops to remove polyps or fibroids.
Hysteroscopies to quickly assess the cavity of the uterus, remove an IUD, obtain a biopsy of tissue, or remove small polyps can usually be done in the office with local anesthetic and NSAIDs, and most patients will feel mild cramping or pressure. The procedure can sometimes be done without a speculum to minimize discomfort. This is called a vaginoscopic hysteroscopy—rather than using the speculum to see the cervix, the camera is inserted into the vagina and used to find and enter the canal of the cervix.
Just like with IUD insertion, conscious sedation can be used if available for those who prefer more significant pain management. Longer procedures, such as removal of larger fibroids or polyps, are usually done in the operating room under anesthesia because these can be more painful. In general, if a hysteroscopy is recommended but you feel uncomfortable with the idea of having the procedure while awake, you should ask for deeper sedation or anesthesia in the operating room.
ANESTHETIC METHODS
When you discuss office procedures with your doctor, part of the counseling should include a review of what you can expect to feel and available options for pain control, including oral pain medications, antianxiety medications, local anesthetics, and sedation. This conversation should cover both the effectiveness of these methods and their potential risks. If there were no risks, every patient could be offered anesthesia for every pelvic exam and procedure. However, because all pain control and anesthesia methods have limitations and potential risks, these must be weighed against the possible pain of the exam so that you can make the decision that is best for you.
Paracervical blocks can make IUD insertions and endometrial biopsies less painful but may themselves cause some pain when performed. There is also a small risk of mild side effects, such as temporary facial numbness, dizziness, allergic reactions, and more dangerous complications, such as seizures or heart arrhythmias, though these complications are rare.
Nitrous oxide is an inhaled anesthetic that provides some pain relief and also has antianxiety properties. It’s a weak anesthetic, so it is usually paired with another option, such as local anesthesia injections. Nitrous oxide is generally very safe, but it does have some risks, such as vomiting, closure of the airway, cardiac and lung complications, and low blood pressure. Therefore, nitrous oxide can be offered only in offices where the staff is adequately trained to monitor patients carefully during and after use.
Conscious sedation is a combination of a sedative and an anesthetic. These medications are usually given through an IV or via injection into a muscle. People receiving conscious sedation will feel drowsy and may even fall asleep but they still breathe on their own and will not be completely unconscious. Because breathing may slow and blood pressure may drop, the office staff and doctor must monitor vital signs very carefully. Not many gynecology offices can offer conscious sedation because of the staffing and resuscitation requirements that are needed to ensure patient safety, so it is more commonly given in operating rooms by anesthesia professionals.
Monitored anesthesia care in the OR is the safest method for sedation, since anesthesiologists and nurse anesthetists are specifically trained in managing respiratory and cardiac emergencies, and they have access to resuscitation equipment and medications that are not usually available in an office setting. The potential drawbacks are that OR-level care usually adds significant expense that may not be covered by insurance, and it requires several hours of monitoring before, during, and after the procedure, even if the procedure itself takes less than a minute to perform. This is why sedation in an operating room is usually reserved for procedures like complicated hysteroscopies or for people who cannot tolerate pelvic exams or procedures while awake. For those with severe anxiety or vulvovaginal pain with pelvic exams, monitored sedation in the OR can provide the most comfortable method for getting necessary gynecologic procedures done.
TAKE-HOME POINTS
 
	There are different sizes of speculum, including very small pediatric speculums that can be used if people have pain with vaginal exams.
	Pap smears and speculum exams are not the same. A speculum exam can be done to check the vagina or cervix without a Pap smear being performed.
	Local anesthetic injected next to the cervix (a paracervical block) can help minimize pain when someone is having an IUD insertion. The injection itself can be painful, so it is not used for every IUD insertion.
	If you are confused or uncertain about any test or procedure, ask your healthcare providers to clarify before they proceed.
	It may be helpful to bring a partner, relative, or friend for support if you are anxious about a gynecology appointment.
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Weighing Your Options
In medicine, there are rarely definitive right or wrong choices for treatment—only what is best for an individual person. With cancer treatment and prevention, there are algorithms that suggest the best course based on test results. However, when people are dealing with general gynecologic problems, there aren’t any fixed treatment pathways. In fact, people with the exact same symptoms can have completely different healthcare goals and may choose very different treatment plans. The only common theme is that generally everyone wants to be healthy and have a good quality of life.
You are the only one who can decide what quality of life means for you and what will best help you achieve it. Sometimes after hearing all of the options, you may decide that you don’t actually need or want treatment at all because your quality of life would be best without any interventions—and that is a valid choice.
To help you solidify your personal healthcare goals, I’ve listed some questions for you to consider as well as some sample responses to give you a jumping-off point for reflection. Once you’ve thought about your own answers to these questions, you may want to jot down them down and bring the notes to your next medical appointment. Then, sit down with your doctor so that you can discuss which options would be the best fit for your particular wishes and circumstances.
Which statements best describe your goals for treatment?
I want to eliminate pain, abnormal bleeding, or other bothersome symptoms.
 I want to resume activities such as exercise, work, and sex.
 I want to relieve gender dysphoria.
 I want to get pregnant, either now or someday in the future.
 What other goals do you have?
Do any of these statements reflect your thoughts regarding medications?
 I’ve experienced bothersome side effects with medications before, and I am worried about the possible side effects of medicines.
 I have concerns about remembering to take daily medications.
 I would prefer to use medications rather than undergo procedures or surgeries.
What are your preferences in terms of surgery?
 I want to avoid surgery or any invasive procedures if possible.
 I am interested in surgery but want to try to minimize the risk of complications by being more conservative in the surgical approach.
 I want to be as aggressive surgically as possible if more conservative methods could fail. (An example of this would be choosing a hysterectomy for fibroids rather than a method that preserves the uterus.)
What is the rest of your medical history?
 I have medical conditions that could increase the risks of certain medications or surgeries (these include high blood pressure, diabetes, and chronic heart, lung, kidney, or liver problems).
 I have had prior abdominal surgeries or pelvic or abdominal infections. (If so, please try to obtain operative reports and pathology reports for your doctor to review, because prior surgeries or infections may affect your risks in future surgeries.)
 I have a strong family history of cancer or other medical issues, such as problems with anesthesia or excessive bleeding or blood clots.
What are your thoughts regarding fertility?
 I want to try to conceive now, in the near future, or several years from now.
 I’m not actively planning to become pregnant, but I’m not ruling it out for the future.
 I am certain that I will never desire future fertility and would be interested in treatments such as sterilization or hysterectomy.
What would influence your decision to pursue one treatment versus another?
 I want medications or treatment methods that are easy to use.
 I want to avoid disruption to my daily life, including work and hobbies.
 I am concerned about the cost of medications or procedures, including whether they are covered by insurance.
 I wish to minimize potential risks or side effects.
 I want to preserve or optimize my fertility.
 I want to reduce my risk of cancer or other serious medical conditions.
 What other factors would make you more or less likely to choose a certain treatment?
How do you want your healthcare provider to discuss treatment options with you?
 I want the provider to directly explain what treatments are recommended for my situation, because I am not sure how to decide.
 I want the provider to offer information and guidance but allow me full autonomy to decide for myself.
 I want the provider to direct me to reading material or resources to learn more so I can research options further before deciding.
Are there any other factors that are important to you and that you want your healthcare team to know?





Conclusion
Every gynecologic condition is linked by a common thread: a gross lack of information. Eighty percent of Black women will develop fibroids in their lifetime, yet no one knows why they occur, so there is no way to treat the root cause or prevent them from returning. Imagine if there was a condition that affected 80 percent of white men and caused hemorrhaging, debilitating pain, severe bloating, constipation, frequent urination, and infertility. I’d wager that scientists would have long ago discovered the exact biological cause, and there would be a range of effective treatment options available and covered by insurance.
Other common medical conditions such as diabetes and hypertension receive a constant flow of research and funding, and new treatments come on the market all the time. In contrast, over the decades that I’ve been studying and then practicing medicine, I’ve seen virtually no new research breakthroughs or treatments for conditions such as endometriosis, fibroids, PCOS, PMDD, miscarriage, and menopause. Virtually 100 percent of women will deal with one or more of these conditions at some point, and they can cause debilitating physical and emotional stress. How is it possible that there is so little funding, research, and attention given to these problems? How are gynecologic health issues so abysmally under-researched, underfunded, and undertreated?
Layers of ingrained misogyny, racism, and assumptions about women and the female body have brought us to this point. All too often, medical problems that primarily affect women are simply expected to be tolerated. They aren’t perceived to be legitimate medical diseases and don’t receive the research funding, education, and attention they deserve. As a result, people assigned female at birth are condemned to patterns of ever worsening pain and suffering.
The more symptoms a patient has, the more likely it is that frustrated healthcare providers will simply throw up their hands and say, “This woman’s tests are all normal, but she’s complaining about everything—she’s hysterical.” Against a backdrop of misogyny that has been embedded in our society, politics, and history, gynecologic health issues have become stigmatized to a harmful extent, and it must stop now.
I wrote this book to break the cycle of misinformation and suffering. It’s time for women and people assigned female at birth to be able to make sense of their own bodies. If you’ve been experiencing gynecologic health problems, schedule that consult, discuss that surgery, or ask about treatment options; advocate for yourself if you’re not getting answers, and seek out second opinions when necessary. You deserve to reclaim your own health and well-being.
I have a burning hope that this book will spark a movement to finally change these injustices. Why should women, trans men, intersex, and nonbinary people be forced to fight so hard just to get good medical care? Why should we simply shake our heads in outrage and be forced to accept the lack of answers? Why must people struggle alone, not realizing that millions across the world share the same experiences and pain?
It’s time to change the status quo. Talk with your friends and community. Share your story, and break the stigma surrounding periods, sex, fertility, pain, pregnancy loss, menopause—all of these seemingly taboo topics that affect us all. Join support groups and make connections. Raise funds for research or, better yet, lobby for organizations and governments to commit more funding for research, education, and awareness. If you work in medicine or health-related industries, put your time and energy into reproductive health research or advocacy.
I believe that we can achieve this vision together. We’re leaving the concept of “hysteria” in the past where it belongs, and the future is bright.
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