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Women's Health Disorder
1- Cystitis:
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· Cystitis means inflammation of the bladder.

· The urine may be cloudy and strong smelling; these may be signs of bacterial infection, but in 50% of cases no bacterial cause is found.

· When infection is present, the common bacteria are Escherichia coli, Staphylococcus saprophyticus and Proteus mirabilis, and the source is often the gastrointestinal (GI) tract.
· About half of cases will resolve within 3 days even without treatment.
· The symptoms of cystitis may be due to bacterial infection in about 50% of cases.

· Where:(Patient's own bacteria in the perineal and perianal areas----------ascend the urethra ----transferred to the bladder where they proliferate).

· Cystitis is common in women but rare in men. 

· Patient's aged 15 – 35 years account for the majority of cases. 

· OTC products are available for the treatment of Cystitis, recommended only when the symptoms are mild or for use until the patient can consult the doctor.
Patient assessment with cystitis:

Gender:
· Any man who present with symptoms of cystitis should be referred because of possibility of more serious problems such as renal stone or prostate problems.

· Cystitis is uncommon in men because it is more difficult for the bacteria to pass through the urethra to the bladder because:

a- The male urethra is longer than the female urethra  

b- The presence of prostatic fluid which may have an antibacterial property.
Age:
· Any child (< 12 years old) should always be referred.
· Cystitisis unusual in children and it may be a sign of structural urinary tract abnormality. 

· Elderly female have a higher rate of complications associated with cystitis ------referral.
Symptoms:
· In cystitis the desire to pass urine become frequent (urinary frequency), and patient may feel the need to pass urine urgently (urinary urgency) but pass only a few burning, painful drops.

· This frequency of urine occurs throughout the day and night.

· Dysuria (pain on urination) is a classical symptom of cystitis. 

· After urination the bladder may not feel completely empty, but even straining produce no further flow.
Associated symptoms that required referral:
· Hematuria (the presence of the blood in urine)------------referral.
· Vagainal discharge (may indicate local fungal or bacterial infection)---------referral.

· Nausea, vomiting, fever, loin pain and tenderness -----------may indicate upper UTI (kidney and ureters) ------------ referral.

Postmenopausal women:

· Oestrogen deficiency in postmenopausal women leads to thinning of the lining of the vagina. 

· Lack of lubrication can mean the vagina and urethra are vulnerable to trauma and irritation and attacks of cystitis can occur.

· This problem can be treated with OTC lubricants or prescribed products (e.g. oestrogen creams).
Pregnancy:

· Any pregnant present with symptoms of cystitis --------should be referred because bacteruria (the presence of bacteria in urine) can lead to kidney infection and other problems. 

Previous history:

· Women with history of recurrent cystitis should be referred.

Duration:

· Treatment with OTC preparations is reasonable for mild cystitis of short duration (not more than 2 days).
Diabetes:

· Recurrent cystitis can sometimes occur in diabetic patients, therefore; any diabetic woman with symptoms of cystitis ----------referral.
Honeymoon cystitis:

· Sexual intercourse may precipitate cystitis attack (honeymoon cystitis) due to minor trauma or resulting infection when bacteria are pushed along the urethra.

Medications:
· Failed medication----------referral. 

· Cystitis can be caused by cytotoxic drugs such as cyclophosphamide.

Treatment timescale:

· If symptoms have not improved within 2 days of beginning treatment, the patient should see the doctor.

When to refer:

· All men, and children

· Fever, nausea/vomiting

· Loin pain or tenderness

· Haematuria

· Vaginal discharge

· Duration of longer than 2 days

· Pregnancy

· Recurrent cystitis

· Failed medication

Management:

Non-pharmacological advice:

· Patient should be advised to drink about 5 liters of fluid /day this will help promote urination, which is thought to help "flush" bacteria out of the bladder.
Pharmacological treatment:

· The acidic urine produce by bacteria is thought to be responsible about dysuria.

· OTC treatment is limited to products that contain alkalinizing agents such as Sod. Citrate, Sod. Bicarbonate and Potassium citrate.

· e.g. of preparation available in Iraq is Citrogran® effervescent granules.
· For pain relief, offer paracetamol or ibuprofen for up to 2 days. 

· A high temperature will also be reduced, bearing in mind that a level above 38.5◦C is more characteristic of pyelonephritis.
Contraindications:

· Potassium citrate: not recommended for anyone in home hyperkalemia may result (patient taking ACE inhibitors, K-sparing diuretics, Aldosterone antagonist, Angiotensin II receptor antagonists…).
· Sod. Citrate: not recommended for hypertensive patient, anyone with heart diseases or pregnant women.
Practical points:

Advices that has been given to women with cystitis:

· Drinking large quantities of fluids should theoretically help in cystitis because the bladder is emptied more frequently and completely as a result of the diuresis produced; this is thought to help flush the infecting bacteria out of the bladder.

· During urination the bladder should be emptied completely by waiting for 20 second after passing urine and then straining to empty the final drops.

· Urination immediately after sexual intercourse will theoretically flush out most bacteria from the urethra, but there is no evidence to support this.

· Reduced intake of coffee and alcohol may help because these substances seem to act as bladder irritants in some people.

2- Primary Dysmenorrhea (period pain):
· The menstrual cycle usually lasts 28 days but this varies and it can last anything between 21-45 days. 

· Menstruation itself lasts between 3 and 7 days.

· Dysmenorrhea (painful menstruation) is one of the common gynecologic problems. 
· Dysmenorrhea is divided into primary and secondary type.

· Primary dysmenorrhea (PD) is idiopathic, while secondary dysmenorrhea (SD) (which required referral) is usually associated with pelvic pathology (e.g. endometriosis, pelvic inflammatory disease (PID), ovarian cysts, benign uterine tumors…).

· PD is characterized by overproduction of PG E2 which causes uterine contractions leading to pain.
Patient assessment with dysmenorrhea:
Age:
· The peak incidence of primary dysmenorrhea occurs in women betweenthe ages of 17 and 25 years.

· It is most common in adolescents and women in their twenties.
· PD occurs only during ovulatory cycles.
· SD usually affects women many years after the menarche, typically after the age of 30 years.
Severity of pain:

· Pain is rarely severe in PD; the severity decrease with the onset of menses.

· Any patient presenting with severe lower abdominal pain should be referred.
Timing and nature of pain:
	SD
	PD
	

	Dull, continuous diffuse pain.
	Cramping, lower abdominal pain.
	Nature of pain

	Pain often occurring up to a week before menstruation, often worse once bleeding starts.

	Pain often begins very shortly (during the day) before the onset of menses.

Pain gradually eases after the start of bleeding, and usually last less than 24 days but may persist up to 48-72 hours.
	Timing of pain



· Therefore, any woman with symptoms suggests SD (pain experienced not shortly before menses, pain that increase at the onset of symptoms …) -----should be referred.
Other symptoms:

· Symptoms such as nausea, vomiting, fatigue, weakness, nervousness, diarrhea, and headache may accompany the pain.
· Any woman with the following symptoms should be referred:

Heavy unexplained bleeding.
Presence of abnormal vaginal discharge.
Presence signs of systemic infection (fever, malaise…).
Medications:

· The pain of dysmenorrhea is thought to be linked to increased prostaglandin activity.

· The use of analgesics that inhibit the synthesisof prostaglandins is logical.
· It is important for the pharmacist to make sure that the patient is not already taking a non-steroidal anti-inflammatory drug (NSAID).

· Women taking oral contraceptive usually find that symptoms of dysmenorrhea are reduced or eliminated altogether.

· Therefore, any woman with symptoms of dysmenorrhea and who is taking the pill is probably best referred to the Dr. for further investigations.
Treatment timescale:

· If the pain of PD is not improved after two cycles' treatment, referral to the doctor is advisable.
When to refer
· Presence of abnormal vaginal discharge

· Abnormal bleeding

· Symptoms suggest secondary dysmenorrhea

· Severe inter-menstrual pain and bleeding

· Failure of medication

· Pain with a late period (possibility of an ectopic pregnancy(
Presence of fever

Management:

Non-pharmacological advices:

· Simple measure like the use of hot-water bottle can help relieving abdominal and lower back pain.
Pharmacological therapy:

· Analgesics: treatment with simple analgesics is often very effect in dysmenorrhea.
Ibuprofen:

Can be consider a treatment of choice unless the patient is contraindicated from using NSAIDs.
Dose: 200-400mg three times daily.

S/Es: 

· Because Ibuprofen is only used for a few days each cycle, it is generally well tolerated. However, gastric irritation is possible.
· Patient should take ibuprofen with or after food to minimize GI problems.
C/I:
· peptic ulcer

· In addition ibuprofen should not be taken by anyone who is sensitive to aspirin and should be used with caution in anyone who is asthmatic, because such patient is more likely to be sensitive to ibuprofen. The pharmacist can check if a person with asthma has used ibuprofen before. If they have done so without problems they can continue.
Aspirin:

· Aspirin is less effective than ibuprofen in relieving the symptoms of dysmenorrhea and is more irritant to the stomach (best avoided in women who experienced nausea and vomiting with dysmenorrhea). 

· Patient should take aspirin after meal.

· The pharmacist should establish whether the patient has a history of aspirin sensitivity before recommending the drug.
· Dose: for dysmenorrhea, the dose is 650- 1000mg every 4-6 hours (max. 4 gm/day).
Paracetamol:

· It is theoretically less effective than for the treatment of dysmenorrhea than aspirin or ibuprofen (because it does not inhibit PG synthesis).

· However, it may buy used by patients who cannot take aspirin or ibuprofen because of stomach problems or because of sensitivity.
Hyoscine butyl bromide (Buscopan®):

· Hyoscine, a smooth muscle relaxant, is marketed for the treatment of dysmenorrhea on the theoretical basis that the antispasmodic action will reduce cramping.

· Although this product is marketed for PD, there appears to be little or no evidence to support its efficacy in PD. 

· The recommended dose for adult is two tablets four times a day commencing 2 days before the expected onset of the period and continuing for three days after menstruation has begun.

· S/Es: Anticholinergics side effects (i.e. dry mouth, urinary retention, constipation…).

· It is not recommendedfor patients with Glaucoma

· D-D interactions: it is best avoided with other drugs that also have anticholinergic effects like: antihistamines and tricyclic antidepressants. 
3-Vaginal thrush:
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· Patients of any age may experience vaginal discharge. 
· The three most common causes of vaginal discharge are bacterial vaginosis, vulvovaginal candidiasis (thrush) and trichomoniasis. 
· Thrush is the only condition that can be treated by OTC drugs.
· Vaginal pessaries, intravaginal creams containing imidazole antifungals and oral fluconazole are effective treatments.
Patient assessment with vaginal thrush:

Age:

· Vaginal candidiasis (thrush) is common in women of childbearing age.

· This infection is rare in children and in postmenopausal women because of the different environment in the vagina. 

· In women of childbearing age, where vaginal pH is generally acidic (low pH) and contains glycogen.

· The vaginal environment of children and postmenopausal women tends to be alkaline (high pH) and does not contain large amounts of glycogen.

· Presence of oestrogen between adolescence and the menopause, leads to the availability of glycogen in the vagina and also contributes to the development of a protective barrier layer on the walls of the vagina.

· The lack of oestrogen in children and postmenopausal women means this protective barrier is not present, with a consequent increased tendency to bacterial (but not fungal) infection.

Symptoms:

Discharge:   

· Vaginal candidiasis may be (but not always) associated with vaginal discharge

· The discharge is often described as (curd-like) or (cottage-like), creamy colored, thick but alternatively may be rather thin and watery, with little or no odour.

· Any discharge associated with strong odour or that is not white should be referred.
· The most important symptom to differentiate vaginal thrush from bacterial vaginosis and trichomoniasis is the absence of an offensive odour of the vaginal discharge.

· Any blood staining of vaginal discharge should be referred.

Itch (pruritus):

· The itch associated with thrush is often intense. 

· Allergic or irritant dermatitis may be responsible for vaginal itching. Therefore, pharmacist needs to ask the patient if she recently used any new toiletries (e.g. soap, bath or shower products) or vaginal deodorants. 

· Women sometimes use a harsh soap, antiseptics, and vaginal douches in over enthusiastic cleansing of the vagina. 

· While, regular washing with warm water is all that needed to keep the vagina clean and to maintain healthy vaginal environment.

· Candidiasis (thrush), the itch associated with thrush is often intense and burning in nature, and sometimes the skin may be excoriated and raw from scratching when the itch is severe.

Dysuria (pain on urination):

· Vaginal thrush associated with dysuria or lower abdominal pain --------referral (Possible link with kidney infection).

Dyspareunia (painful intercourse):

· Painful intercourse may be associated with infection or a sensitivity reaction where the vulval and vaginal areas are involved.

Threadworms:

· Occasionally, threadworm infestation can lead to vaginal pruritus andthis has sometimes occurred in children. 
· The patient would also beexperiencing anal itching in such a case. 
· The pharmacist should refergirls under the age of 16 years to the doctor in any case of vaginalsymptoms.
Previous history:

· Any woman with first occurrence of the symptoms ------referral.

· Any woman, who experienced more than two attacks during the previous 2 months, should be referred.

· Repeated thrush may indicate an underlying problem or altered immunity and further investigations are required.

Pregnancy:

· Any pregnant woman with vaginal thrush should be referred.

· Hormonal changes during pregnancy may alter the vaginal environment. 

· Pregnant women may need longer course of therapy than the available OTC antifungal.

Diabetes:

· Diabetic woman with vaginal thrush is referred.

Sexually Transmitted Diseases (STDs):

· Women who have previous history of STDs should be referred (with previous history of STDs the current condition may not be thrush or may include dual infections with other organisms).

Immunocompromised patients:

· Patients with HIV or AIDS are prone to recurrent thrush infection because the immune system is unable to combat them. 

· Patients undergoing cancer chemotherapy are also at risk of infection.

· Patients taking oral steroids may be at increased risk of candidal infection.

Medication:

· It has been suggested that the oral contraceptive pill (OCP) is linked to the incidence of vaginal candidiasis; however, oral contraceptives are no longer considered a significant precipitating factor.
· Broad-spectrum antibiotics wipe out the natural bacterial flora (lactobacilli) in the vagina and can predispose to candidal overgrowth. 

· Some women find that an episode of thrush follows every course of antibiotics they take. 

· The doctor may prescribe an antifungal at the sametime as the antibiotic in such cases.

· Vaginal pruritus may actually be caused by some of the products used to relieve the symptom. 

· Creams and ointments advertised for itching often contain local anaesthetics, a well-known cause of sensitivity reactions. 

· So, it is important to check what, if any, treatment the patient has tried before seeking your advice.

Treatment timescale:

· Patient should seek medical advice if symptoms do not improve within 3 days or if symptoms persist beyond 7 days.

When to refer:

· First occurrence of symptoms

· Known hypersensitivity to imidazoles or other vaginal antifungal products

· Pregnancy or suspected pregnancy

· More than two attacks in the previous 6 months

· Previous history of STD

· Exposure to partner with STD

· Patient under 16 or over 60 years

· Abnormal or irregular vaginal bleeding

· Any blood staining of vaginal discharge

· Associated lower abdominal pain or dysuria

· Adverse effects (redness, irritation or swelling associated with treatment)

· No improvement within 7 days of treatment

Management:
· Topical imidazoles and one systemic triazole (fluconazole) are available as OTC to treat vaginal thrush. 

· Fluconazole may not be consider as first-line but reserved for resistant cases as indiscriminate use may lead to resistance and also the fluconazole may have GIT disturbances and possible drug interactions.

Oral Fluconazole (Diflucan®):
· Dose: single dose (150 mg) taken at any time of the day.

· S/E: GIT disturbances (nausea, vomiting, diarrhea, flatulence…) occur in up to 10 % of patients.

· D-D interactions: oral anticoagulant, ciclosporin, phenytoin, rifampicin and theophylline.

· These interaction are reported with multiple doses of fluconazole--------theoretically single-dose use is unlikely to cause the problem, but the pharmacist need to avoid such combinations.

· Fluconazole is not recommended during pregnancy (which already should be referred) and in breast feeding mother (present in milk).

Examples of some preparations and doses:

	Dose
	Preparation

	Once daily for 7 days
	Clotrimazole  100 mg vaginal tablet

	Once daily for 3 days
	Clotrimazole  200 mg vaginal tablet

	Insert cream into vagina once daily for 7 days; apply cream
to vulva twice daily as needed for itching.  
	Clotrimazole  1% vaginal cream

	Insert cream into vagina once daily for 7 days; apply cream
to vulva twice daily as needed for itching.  
	Miconazole 2% vaginal cream

	Insert cream into vagina once daily for 3 days; apply cream 
to vulva twice daily as needed for itching.  
	Miconazole 4% vaginal cream

	Once daily for 7 days
	Miconazole  100 mg vaginal 
pessaries


· Topical agents are safe and effective during pregnancy but pregnant need referral.

Practical points:
· Vaginal antifungal can be used during the menstrual period. If desired, wait and treat the infection after the menses end. Do not, however, interrupt a course of therapy because of the beginning of period.

· Privacy:patient seeking an advice about vaginal symptoms may be embarrassed, it is therefore important to ensure privacy.

· Request for a named product may be an attempt to avoid discussion; however, a careful response (patient assessment) is needed to ensure appropriateness of the product.

· Treatment of husband: current thinking is that asymptomatic husband does need to be treated. Symptomatic male (typical symptoms for men are an irritating rash on the penis) with penile thrush, and whose wife has vaginal thrush should be treated with topical azoles twice daily for 6 days. 

· Oral fluconazole is not OTC for men.

· Woman may be advised to avoid tight clothing, e.g. nylon underwear (use cotton underwear)and if the woman want to use a soap or a cleanser, then, a mild and simple non-perfumed is the best.

Good Luck
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