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NAMS 2002 Annual Meeting
Successful

M enopause Management read-
ers who attended the 2002
Annual Meeting of The

North American Menopause Society,
held October 3-5 in Chicago, can attest
that it was an enormous success. Much
of that success can be attributed to the
exceptional program developed by the
Scientific Committee, chaired by Bruce
Kessel, MD. The meeting’s theme was
“Quality of Life at Menopause and Be-
yond.”

“Healthcare providers from around
the world recognized that attending this
year was more important than ever be-
fore,” explains Wulf H. Utian, MD, PhD,
NAMS executive director. “With the pre-
mature termination of the continuous-
combined estrogen-progestin arm of the
Women’s Health Initiative due to risks
outweighing benefits, everyone was look-
ing for guidance. In addition to the scien-
tific sessions, a special NAMS Advisory
Panel presented its report on hormone
therapy.” That report can be found on the
NAMS Web site (www.menopause.org).

“Attendees and nonattendees can ob-
tain the meeting’s proceedings in a num-

ber of ways,” says Carolyn Develen,
NAMS administrative director and coor-
dinator of the meeting. These include:

• Audiotapes and CDs of the plenary
sessions, concurrent workshops and sat-
ellite symposia (not the scientific ses-
sions) are available for a nominal fee
from Conference Media Contractors
(toll-free in the U.S.: 888/222-1614;
outside the U.S.: 970/207-1614; fax
970/207-1322; online: www.cmc-
net.com).

• Abstracts of all presentations (live and
poster) are featured on the NAMS Web
site (www.menopause.org).

• Abstracts of all presentations are pub-
lished in the Nov/Dec issue of Meno-
pause, available in early November.

Gass Elected NAMS President

On October 5, Margery L.S.
Gass, MD, was elected NAMS
2002-2003 president. Dr.

Gass is professor of obstetrics and gyne-
cology at the University of Cincinnati
College of Medicine, and director, Uni-
versity Hospital Menopause and Osteo-
porosis Center, Cincinnati. She follows
Morrie M. Gelfand, CM, MD, in this
important role.

At the General Meeting for NAMS
members, the trustees for the 2002-2003
board were elected. There are three new
board members: Victor W. Henderson,
MD, MS; Nancy E. Reame, MSN, PhD,
FAAN; and Marilyn Rothert, PhD, RN,
FAAN. One member of last year’s board
was re-elected for another three-year
term: James A. Simon, MD. Three mem-
bers of the board ended their time of
service: Elizabeth Barrett-Connor, MD;
Lila E. Nachtigall, MD; and Nancy Fugate
Woods, PhD, RN, FAAN. Other mem-
bers of the Board include Dr. Gelfand;
Betsy L. McClung, RN, MN; J. Chris
Gallagher, MD; George I. Gorodeski,
MD, PhD; Gail A. Greendale, MD; Bruce
Kessel, MD; Annette M. O’Connor, RN,
PhD; Marcie K. Richardson, MD; and ex
officio members Isaac Schiff, MD, and
Wulf H. Utian, MD, PhD.

“Menopause Basics” Course Well
Received

he premeeting half-day CME
review course, “Menopause Ba-
sics,” that was offered on Octo-

ber 2 attracted far more attendees than ex-
pected, demonstrating the need for a com-
prehensive, yet concise, overview. NAMS
has provided this course at other healthcare
provider meetings and plans to reach out
to other organizations with this offering in
2003. If your organization is interested in
being considered for the course, contact
the NAMS Central Office.

New NAMS Competency
Examination Premiers

On October 2, the new NAMS
competency examination was
offered for the first time to

those licensed to prescribe. Many physi-
cians, nurse practitioners and physician
assistants from around the world sat for
this examination, recognizing the value of
being designated a NAMS Menopause
Practitioner.

You are invited to become a creden-
tialed NAMS Menopause Practitioner.
This is an opportunity to enhance your
professional stature by joining a distin-
guished group of peers worldwide who
have achieved this level of excellence.

The examination will be offered next
on May 17, 2003, in Seattle, San Diego,
Dallas, Boston, Baltimore and Toronto,
then again in advance of the NAMS
Annual Meeting (September 17, 2003,
Miami Beach). For more information,
see the Candidate Handbook (www.
goAMP.com) or call 913/541-0400.

Abstracts Invited for 2003 Annual
Meeting
“It’s not too soon to submit abstracts for
consideration for the next NAMS Annual
Meeting,” announces Wulf H. Utian, MD,
PhD, NAMS executive director. “In 2002,
we added the option of submitting ab-
stracts online. Because of the overwhelm-
ing success of this method, all abstract
submissions for 2003 will be received in
this way.”
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The 14th Annual Meeting will be held
in Miami Beach on September 17-20,
2003. For more information, visit the
NAMS Web site after January 1, 2003.
Deadline for receipt of 2003 abstracts is
April 15, 2003.

Updated Study Guide Available
he Society’s Menopause Core

Curriculum Study Guide has been
updated, thanks to input from 75

experts. This second edition premiered at
the NAMS 2002 Annual Meeting. A pre-
view copy is posted on the NAMS Web
site.

Be one of the first to benefit from this
new reference book. Copies are available
from NAMS for $60 for NAMS mem-
bers or $100 for nonmembers, plus ship-
ping; or purchase it at Amazon.com.

Links Section Expanded
“The NAMS Web site has added 17 links
under Other Web Resources,” says NAMS
Director of Education and Development
Pam Boggs, editor of the site. “These join
51 previous links. To facilitate finding the
desired information, the links are divided
into six categories: Government  (total of
11 links), Educational (3), Nonprofit (42),
Commercial (2, for educational material
only), Other (5) and a new category, Out-
side North America (5).”

The international Project Team that
re-reviewed existing sites and identified
the new sites was lead by Diane T. Pace,
PhD, APRN, BC. Dr. Pace recruited for
her Team five NAMS members (Robin
Faye, MD; Peggy Veeser, PhD; Sharon
Baker, BSN, MN, CWHNP; Ken
Muhlendorf, MD; and Amanda McBride,
MD) and four nonmembers (Linda
Lovoie, RN; Sunita Dodani, MD; Angie
Doshani, MD; and Leslie Lee, MSN).
The Project was coordinated by NAMS
Communications Manager Sharon Som-
erville, managing editor of the Web site.

“A very large, albeit unknown, num-
ber of Web sites link to the NAMS site,”
explains Ms. Boggs. “NAMS is quite proud
to have one of the world’s leading sites
that address menopause.”
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Current Controversies in Bone

Densitometry

Paul D. Miller, MD

Introduction

Several basic observations should be em-

phasized and held as guiding principles in

the management of postmenopausal os-

teoporosis (PMO): The disease should

not be accepted as an inevitable process of

aging; it is both preventable and treatable;

and most postmenopausal women lose

bone mass after the menopause, regard-

less of their calcium and vitamin D intake

and their level of physical activity/exercise.

If these three points could be ingrained

in the minds of readers of this article, a

major intent of this author would be se-

cured. Yet, as a medical community, we

are far from grasping these very basic

principles. The view of osteoporosis is

still largely one of a silent process that

does not result in fractures in all women,

and perceptions of osteoporosis as an

“old woman’s disease” remain. Further-

more, misguided lay advertising implies

that calcium and exercise alone are ad-

equate preventive measures, and many

women hold to the “it won’t happen to

me” mentality. Further precluding opti-

mal approaches to PMO prevention and

treatment are inadequacies in risk factor

assessment and bone mineral density

(BMD) testing to identify at-risk patients.

BMD measurement has become an

important tool in the evaluation of post-

menopausal women. In clinical practice

BMD measurements are used to assess

fracture risk, to identify women with os-

teoporosis, to make decisions about bone-

specific treatments and to monitor re-

sponse to treatment. But despite an abun-

dance of information about bone density

measurements, several uncertainties and

controversies exist regarding the use of

BMD testing and its interpretation. This

article will address some of these issues.

Indications for BMD Testing in the

Postmenopausal Population

Accurate identification of at-risk patients

is contingent upon the understanding that

risk factors for osteoporotic fracture are

not necessarily the same as those for low

bone mass. It has, in fact, been repeatedly

shown that risk factors for low bone den-

sity do not accurately predict bone mass

values in individual patients.1 Risk factors

for low bone mass cannot be used to

diagnose osteoporosis, but BMD can be

used to assess the risk of fracture.2 The

combined use of risk factor assessment

and BMD more effectively identifies pa-

tients at risk for fracture than does either

methodology alone.

Indications for BMD assessment have

been put forth by the National Osteoporo-

sis Foundation (NOF).3 NOF’s recom-

mendation for BMD testing in “post-

menopausal women under the age of 65

years, with 1 or more risk factors” is

essentially an endorsement of widespread

screening of the early postmenopausal

population.

Most postmenopausal women have at

least one of the many risk factors for

fracture (current smoking, maternal his-

tory of hip fracture, any fragility fracture

after age 45, weight under 127 pounds,

poor visual acuity and/or depth percep-

tion, long hip axis length, increased body

sway, high bone turnover rate, poor tan-

dem gait, inability to rise from a chair

without using hands, etc.). At the meno-

pause more than one-third of postmeno-

pausal women have below-average BMD

or T-scores4,5 (the standard deviation [SD]

above or below the mean BMD of the

young-normal reference population da-

tabase, the criteria for low bone mass put

forth by the World Health Organization

[WHO]4,5).

Since BMD is normally distributed,

measuring it is the only way to identify at-

risk women; this is especially important

for women who either refuse to take es-

trogen replacement therapy (ERT) or are

debating whether to initiate an ERT regi-

men. For women already on long-term

ERT, the justification for recommending

BMD measurement at 65 years of age and

older is the lack of prospective evidence

of fracture benefit in elderly women on

ERT, and the greater than expected preva-

lence of low bone mass in older women

who have been on long-term ERT.6 This

latter observation is most likely related to

bone loss pathophysiology, which differs

in the early versus the later postmeno-

pausal years. Bone loss related to estro-

Editor’s note: In this issue of Menopause

Management we have invited one of the

nation’s authorities on bone densitometry

to address some of the controversies sur-

rounding the use and interpretation of

bone density testing. To this end, Dr. Paul

Miller provides his personal perspective

about some of these important issues in the

article below. Dr. Miller is Founding Presi-

dent of the International Society for Clini-

cal Densitometry. He has been influential

in training clinicians in the use and inter-

pretation of bone mineral density testing

and in the setting of policies about its use in

clinical practice.

Menopause Management is cur-

rently accepting manuscripts to be

considered for publication in up-

coming issues.

The official education publication

of The North American Menopause

Society, Menopause Management
is the only controlled-circulation

journal devoted exclusively to the

health of midlife women.

Menopause Management is read

by approximately 33,000 intern-

ists, OB/GYNs and other health-

care practitioners caring for midlife

women.

Articles focus on practical informa-

tion for incorporation into daily

practice, and cover a wide range

of topics related to women’s health

through menopause and beyond.

Manuscripts submitted to Meno-
pause Management are reviewed

by two members of the Editorial

Advisory Board and Editor-in-Chief

Wulf H. Utian, MD, PhD.
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Endometrial Cancer: Part 1—Epidemiology, Diagnosisand Work-Up
Michael Rodriguez, MD

The vast majority of endometrial cancer patients are postmenopausal women. Prolonged or excessive uninterrupted

estrogen exposure has been linked to most of the risk factors associated with the disease, and the addition of

progestational agents to postmenopausal estrogen replacement regimens substantially reduces risk.C arcinoma of the endometriumis the most common malignancyof the female genital tract, withan estimated 37,400 new cases and 6,400deaths from the disease in 1999.1 Seventy-five percent of endometrial cancer pa-tients are postmenopausal women (me-dian age, 63); only 5% of cases occur inwomen under the age of 40.2 Survival ratesof 75% are expected for women with thedisease, which is confined to the uterus in75% of patients.
Treatment of patients with endome-trial carcinoma has undergone extensivechanges over the past 25 years, rangingfrom clinical staging and preoperativeradiation therapy to surgical staging andindividualized postoperative adjuvant ra-diation therapy for patients at risk forrecurrence.

In Part 1 of this article, epidemiology,work-up and diagnosis related to endo-metrial carcinomas will be reviewed. Thediscussion will be limited to epithelialendometrial carcinomas, and will notinclude uterine soft tissue sarcomas.
Epidemiology
Estrogen and progesterone. Prolonged orexcessive uninterrupted exposure to es-trogen has been linked to most of the risk

factors associated with endometrial hy-perplasia or cancer (Table 1).3 The highrate of endometrial cancer in Westernsocieties might be associated with thehigher levels of animal fats in the diet andthe higher prevalence of obesity in thesecultures. High levels of dietary fats mightbe carcinogenic4 and have been associatedwith various types of cancer.Obesity, especially morbid obesity, hasbeen associated with an increased risk ofdeath from malignancy.4 Endogenous es-trogens rise in obese postmenopausalwomen through the conversion of an-drostenedione to the weak estrogen es-trone.5 Morbid obesity (>23 kg over-weight) increases the risk of endometrialcancer tenfold.3 Both diabetes and hyper-tension are associated with obesity andendometrial carcinoma; however, Sholfand Newcomb6 showed that diabetesmellitus increased the risk of endometrialcancer approximately threefold in obesepatients, while this increased risk was notseen in nonobese diabetic patients.Because pregnancy is predominantly aprogestational state, nulliparity is associ-ated with prolonged, uninterrupted es-trogen exposure and increases the risk ofendometrial cancer two- to fivefold.3 Latemenopause and early menarche lead to a

2.4-times higher relative risk of endome-trial cancer.3 Exogenous exposure via un-interrupted estrogen without concurrentprogestational agents for treatment ofthe menopausal syndrome has been rec-ognized as a risk factor for the develop-ment of endometrial cancer since the1970s.7 An eightfold increase in relativerisk has been associated with ingestion ofunopposed exogenous estrogen; the rela-tionship is dose- and duration-depen-dent, with those at greatest risk takingstandard or relatively high doses of estro-gen for more than 5 years.8The addition of progestational agentssubstantially reduces the risk of endome-trial cancer. In addition, studies haveshown differences in endometrial cancerrisk with different progestin regimens.Two large, population-based, case-con-trolled studies8,9 produced similar results.In these studies women taking unopposedestrogen had a sixfold increased risk ofdeveloping endometrial cancer, comparedto nonusers of estrogen. Women on cy-clic progestins (<10 days/month) were atgreater risk for the disease than werenonusers of hormones (Pike and col-leagues8 reported a relative risk of 1.87,and Weiderpass et al9 reported a relativerisk of 2.9), but  to a much lesser degree
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Prevention of Heart Disease inWomen: Is Postmenopausal
Estrogen Therapy Warranted?
A Menopause Management “Point-Counterpoint” Feature by Elaine Meilahn, DrPH, and Ian H. Thorneycroft, PhD, MD

ostmenopausal hormones in the
form of estrogen replacement

therapy (ERT) or estrogen plus
progesterone (hormone replacement
therapy [HRT]) is an approved and effec-
tive treatment for menopause-related
symptoms, including hot flashes and vagi-
nal dryness. Short-term (2-5 years) use of
ERT/HRT for these indications is well
established and is not, therefore, the focus
of this article. The question of interest is
whether hormone therapy is an appropri-
ate intervention for prevention of heart
disease in postmenopausal women.

 In numerous observational studies,
postmenopausal women taking ERT/
HRT have been shown to have a 30-50%
lower risk of heart disease than do non-
users of hormones.1 In most studies, inves-
tigators have reported on ERT use but,
more recently, similar reductions in car-
diovascular risk have been found for HRT,
as well.2 The consistency of the observa-
tional study findings regarding reduced
heart disease with postmenopausal hor-
mone therapy use,2 in combination with

generally favorable effects of ERT/HRT
on several cardiovascular risk factors,1,3

has led to a general perception that hor-
mone therapy reduces heart disease risk
among women.

The Case Against ERT/HRT for
Cardioprotection
Because heart disease is the major cause
of death and disability among women in
many developed countries, the question
of whether postmenopausal hormone
therapy prevents heart disease is an im-
portant one; if protection is afforded, ERT/
HRT use could potentially benefit mil-
lions of women. Despite the abundant
evidence for cardiovascular benefit, how-
ever, it is my opinion that estrogen therapy
should not currently be prescribed for the
purpose of heart disease prevention, for
the following reasons.

1.  No randomized clinical trials of ERT/
HRT and primary prevention of heart disease
have been completed. Recommendations
regarding the use of ERT/HRT for pre-
vention of heart disease should await re-
sults of ongoing, randomized clinical tri-
als, because results of observational stud-
ies of ERT/HRT are subject to several
types of bias, all leading to an inflated
estimate of the protective effect of estro-
gen. In addition, ERT/HRT are drugs;
without results of controlled clinical tri-
als to identify potential benefit as well as

harm, no drug should be prescribed to a
large population of healthy individuals
for the purpose of disease prevention,
particularly when there are alternative
interventions available that have been
proven effective.

Several systematic biases are likely to
influence findings from observational
studies of hormone therapy and heart
disease. For example, women who use
ERT/HRT tend to engage in an array of
positive health-related behaviors (e.g.,
physical exercise and regular physician
visits for preventive care) more often than
women who don’t use ERT/HRT.4 Such
behavior patterns are associated with a
more favorable cardiovascular risk pro-
file prior to the initiation of hormone
therapy, as documented by Matthews and
colleagues.5 These investigators reported
that subjects in the Healthy Women Study
had lower serum low-density lipoprotein
cholesterol (LDL-C) and higher high-
density lipoprotein cholesterol (HDL-
C) levels than did women who opted not
to take hormone therapy after meno-
pause; these differences were seen well
before hormone therapy was initiated.

In general, ERT/HRT use is associ-
ated with higher education level and so-
cial class,4 both of which are strongly
associated with lower risk of heart disease
in men and in women.6  Furthermore,
ERT/HRT is prescribed less often for
women with chronic diseases such as dia-

“Current evidence
does not support the use
of  hormone therapy for
cardioprotection.”

—Elaine Meilahn, DrPH

Your Chance
to Be Heard:

A Call for Manuscripts

For more information about submitting a manuscript
 for publication, please contact:

Linda Zinn, Corporate Managing Editor at 216/391-9100 • lzinn@en.com


