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Vitamin D is essential for the growth and 
development of women throughout all stages 

of life. Ostelin understands that strong women,
need strong bones and have a comprehensive 
range of products to assist with Vitamin D 

deficiency and assist in bone health support. 

Vitamin D for growth and development

CHILDHOOD
•  Calcium and vitamin D enhance the 

normal growth and development 
of healthy strong bones in children.1

•  Early years of childhood is when the 
most calcium is deposited in the 
bones. Vitamin D is essential for 
calcium absorption.2

•  Vitamin D is important for healthy 
immune system function in children3

•  Childhood growth is a critical period 
for acquiring bone mass, the greatest 
increases occur throughout puberty. 4 

•  40% of bone mass is attained 
during adolescence.5

PREGNANCY
•  During pregnancy, vitamin D 

requirements are increased 
up to four-fold.6 

•  Adequate vitamin D and calcium 
helps reduce bone density loss 
during pregnancy.7

•  The developing baby is dependent on 
the vitamin D status of the mother for 
development of the skeleton.8

•  On an average, 300–400 mg of calcium 
is lost in breast milk daily.9

•  There may be a transient loss of 3-7% 
of bone mineral density during the 
period of lactation.10

PRE AND POST MENOPAUSE
•  The hormonal transition during 

menopause may lead to a reduction 
in bone mineral density.11

•  A bone loss of approximately 
2% per year occurs for several 
years after menopause.12 

•  Women’s calcium requirements 
are increased after menopause

•  Postmenopausal women 
with osteoporosis may have 
vitamin D deficiency.13

•  Bone density may be increased 
with daily vitamin D supplementation.14 

•  May help increase muscle strength 
and decrease the risk of falling 
in elderly women.15
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Loet te is a low 
dose second 
generation OC
containing 20 μg of  
ethinyloestradiol and  
100 μg levonorgestrel 1

• Proven contraceptive 
efficacy 1-3

• Effectively treats  
moderate acne 1,4

• Weight neutrality for  
your OC patients5,6

OC = oral contraceptive.

*Advertised retail prices for a 3 month pack from $33.99

from 
ONLY

$11.33*

per cycle8,9

1-8
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TAKE THE 2 MINUTE OSTELIN VITAMIN D TEST AT 

D-TEST.COM.AU
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Consider Macrodantin® as your first-line antibiotic for the 
  treatment of uncomplicated UTIs in women.1-3

Australian Therapeutic Guidelines 
recommend Macrodantin as a first-line 
therapy for acute, uncomplicated lower UTIs 
in pregnant and non-pregnant women.1

It’s time we talked openly 
about menopause.

“ I've never felt hotter – 
And I don't mean  
in a good way!” †

†Not an actual patient quote.

*vs. placebo (p<0.05). ˆvs. placebo (p<0.001). 

• Hot flushes significantly reduced in as little as 2 weeks*1

• Significant improvements in vaginal atrophy 1̂

• Significant improvements in bone mineral density^2
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PREMARIN® (conjugated oestrogens) 0.3 mg, 0.625 mg Tablets
Warning: Should not be used for the prevention of cardiovascular disease or dementia. The Women’s Health Initiative (WHI) study reported increased 
risks of stroke and deep vein thrombosis during 7.1 years of oestrogen-alone therapy and increased risks of myocardial infarction, stroke, invasive breast 
cancer, pulmonary emboli, and deep vein thrombosis during 5.6 years of oestrogen plus progestogen therapy in postmenopausal women (50–79 years old).  
The Women’s Health Initiative Memory Study (WHIMS), a substudy of WHI, reported an increased risk of developing probable dementia in postmenopausal 
women at 65 years or older during 4 years of treatment with conjugated oestrogens combined with medroxyprogesterone acetate or 5.2 years of treatment 
with conjugated oestrogen alone relative to placebo.

PREMIA® Continuous (conjugated oestrogens and medroxyprogesterone acetate), 0.625 mg/2.5 mg and 0.625 mg/5.0 mg Tablets
Warning: Should not be used for the prevention of cardiovascular disease or dementia. The Women’s Health Initiative (WHI) study reported increased risks 
of stroke and deep vein thrombosis during 7.1 years of oestrogen-alone therapy and increased risks of myocardial infarction, stroke, invasive breast cancer, 
pulmonary emboli, and deep vein thrombosis in postmenopausal women (50–79 years old) during 5.6 years of oestrogen plus progestogen therapy.  
The Women’s Health Initiative Memory Study (WHIMS), a substudy of WHI, reported an increased risk of developing probable dementia in postmenopausal 
women (65 years or older) during 4 years of treatment with conjugated oestrogens combined with medroxyprogesterone acetate or 5.2 years of treatment 
with conjugated oestrogen alone relative to placebo.
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59%

LONG-TERM 
STABILITY FOR 
BLADDER AND 
BOWEL CONTROL.
SACRAL 
NEUROMODULATION. 

To know more about sacral neuromodulation therapy, visit medtronic.com.au

REFERENCES:
1. Medtronic-sponsored research. InterStim® Therapy Clinical Summary, 2011.
2. Hull T, Giese C, Wexner SD, et al. Long-term durability of sacral nerve stimulation therapy for chronic fecal incontinence. Dis Colon Rectum. 2013;56(2):234-245.
3. Medtronic-sponsored research. InterStim Therapy Clinical Summary, 2014.
4. Medtronic data on file. 
Note: Actual patients not shown. 
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achieved and maintained 
≥ 50% reduction in 
volume per catherisation1

achieved and maintained 
≥ 50% increase in volume 
voided per day1

achieved and maintained 
≥ 50% reduction in  
leaks per day1

achieved ≥ 50% 
reduction of  
episodes per week2-4

78% 89%56%
of urinary        
retention patients

of urgency    
frequency patients

of urgency 
incontinent patients

of chronic faecal 
incontinent patients
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TRANEXAMIC ACID

TRANEXAMIC ACID

®

®

1 in 5 women experience heavy menstrual 
bleeding during their reproductive years.4

•  Cyklokapron is an effective non-hormonal treatment, reducing 
menstrual bleeding by up to 60%1,2

•  Cyklokapron is not considered harmful to future fertility3

Cyklokapron is contraindicated in patients with a history or  
at risk of thrombosis or those with active thrombotic disease3

Treat  heavy menstrual 
 bleeding wi thout  hormones1-3

T he Australian Healthcare and 
Hospitals Association (AHHA) 
is the national peak body for 

the public and not-for-profit health 
sector that advocates for a healthy 
Australia supported by the best 
possible healthcare system. Our 
membership includes state health departments, Local 
Hospital Networks and public hospitals, community 
health services, Primary Health Networks and primary 
healthcare providers, aged care providers, universities, 
individual health professionals and academics. With more 
than seven decades of experience, the AHHA is uniquely 
placed to be an independent, national voice for universal, 
high quality and affordable healthcare to benefit the 
whole community.

AHHA’s role 
To conduct research, educate and influence the healthcare 
system to achieve better health outcomes, improved 
patient and provider experience, greater equity and 
sustainability.
Our value proposition for our members includes:
l   Capacity to influence health policy
l   A voice on national advisory and reference groups
l   An avenue to key stakeholders including governments, 

bureaucracies, media, like-minded organisations and 
other thought leaders in the health sector

l   Access to and participation in research and knowledge 
translation

l   Access to networking opportunities, including quality 
events

  strategic health policy Think Tanks
  issue-specific Roundtables and Simulations
   Collaboration Networks meeting on a variety of 
topics

  Member Breakfast Briefings

l   Access to education and training services
l   Access to affordable and credible consultancy services
l   Access to publications and sector updates, including:

Australian Health Review, Australia’s principal peer 
reviewed journal on: health policy, management and 
governance; healthcare delivery systems; workforce; 
health financing; and other matters of interest to those 
working in health care.

The Health Advocate, the Australian public health sector’s 
high quality, insightful and entertaining magazine filled 
with the thoughts and opinions of leading decision 
makers, health managers, academics and clinicians 
keeping the sector up to date on the latest developments 
and thinking in the Australian health system.

Healthcare in Brief, AHHA’s twice-weekly popular 
electronic news bulletin, full of interesting and relevant 
stories, breaking news and research in health.

Evidence Briefs and Issues Briefs, easy to read, objective 
papers that synthesise the research evidence in an area of 
health policy, designed to help policymakers.

Traditional and Social Media

Website: ahha.com.au

Facebook: facebook.com/AusHealthcare

Twitter: @AusHealthcare

AHHA’s Top Policy Priorities in 2017 

To ensure that Australia’s health system provides 
affordable, accessible quality care to all Australians, 
both now and into the future. AHHA calls on the health 
sector and governments to commit to an innovative 
patient-centred health system founded in well-resourced 
prevention and primary care, and integrated effectively 
with the hospital sector, universal healthcare principles 
and long-term sustainable funding.

SACRAL 
NEUROMODULATION 
TARGETS THE  
BLADDER-BRAIN 
COMMUNICATION 
SIGNALS TO 
RESTORE FUNCTION1

1. Leng WW, Chancellor MB. How sacral nerve stimulation 
neuromodulation works. Urol Clin North Am. 2005; 32: 11-18. 
Medtronic Australasia Pty Ltd. 97 Waterloo Rd, North Ryde NSW 2113. 
P: 02 9857 9000. www.medtronic.com.au. 
© 2015 Medtronic. All Rights Reserved. 

Brain

Bladder
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Motor 
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bladder

Vitamin D and bone loss

There is a great deal of literature looking 
at bone mineral density (BMD) among 
postmenopausal women, yet research 

suggests that bone loss accelerates dramatically 
during the late perimenopausal period (characterised 
by amenorrhoea lasting >3 months but <1 year). This 
translates into a 1.8% to 2.3% annual rate of bone 
loss in the lumbar spine and 1.0% to 1.4% loss in the 
hip. Bone loss continues to accelerate into the early 
postmenopausal period.1

The role of Vitamin D
The promotion of habits that foster optimal bone 
health across the life cycle is key in maintaining 
bone health as women age. In particular, women 
in the perimenopausal period should adopt the 
same dietary and lifestyle recommendations as 
those for postmenopausal women.1 One of the key 
recommendations is ensuring adequate calcium and 
Vitamin D levels.

The mechanisms by which Vitamin D reduces 
fracture risk include improving calcium absorption 
and muscle strength. A meta-analysis suggested 
that a daily dose of 700-800 IU is required to reach a 
25-OHD level of 40 ng/mL, the level associated with 
a 23% and 26% reduction in non-vertebral and hip 
fracture risk, respectively.2 Certain populations are at 

higher risk of Vitamin D deficiency and may require 
higher daily doses. Apart from the well-recognised 
groups, such as those who wear protective clothing 
or who are dark-skinned, up to 8% of younger 
women (ages 20-39 years) may have a frank Vitamin 
D deficiency at the end of winter and 33% may have 
a marginal deficiency.3

Osteoporosis Australia recommendations for 
Vitamin D supplementation for people shown by a 
screening blood test to have inadequate Vitamin D 
status are shown in the Table.4

1. Lo JC, et al. Obstet Gynecol Clin North Am 
2011;38:503-17. 
2. Bischoff-et al. JAMA 2005;293:2257-64. 
3. NHMRC. (Accessed August 9, 2016, at  
tinyurl.com/hmjzvma).  
4. Osteoporosis Australia. (Accessed August 9, 2016,  
at tinyurl.com/gqoolm6).

Vitamin D deficiency in pregnancy

Folic acid and iodine tend to be top of mind 
when it comes to antenatal supplements; 
however, in some women, other supplements 

such as Vitamin D can be important. Although 
estimates of the prevalence varies across the 
population, studies of Australian and New Zealand 
women attending antenatal clinics have found 
increased Vitamin D deficiency in some communities.1 

Extent of the problem
n   One study of women attending neonatal care in 

Sydney found Vitamin D deficiency (defined as 
25-OHD ≤25 nmol/L) in 15% of women and 11% 
of neonates tested. Factors significantly associated 
with deficiency were maternal birthplace outside 
Australia; dark skin phototype; wearing a veil; 
and younger maternal age. Maternal Vitamin 
D deficiency increased the risk of neonatal 
deficiency, while birthweight was significantly 
lower among infants of deficient mothers vs. 
sufficient mothers.2 

n    In another study, 80% of veiled or dark-skinned 
pregnant women who were screened attending 
antenatal care in Melbourne were found to be 
Vitamin D deficient.3 

n    In a study of 55 Australian children with Vitamin D 
deficiency rickets, 54 were born to mothers with 
ethnocultural risk factors for Vitamin D deficiency.4

Maternal Vitamin D deficiency during pregnancy can 
be associated with:5

n   Low serum calcium in the newborn (with or 
without convulsions)

n   Rickets

n    Defective tooth enamel
n   Lower birthweight
n   Lower newborn bone mineral accrual
n   Greater risk of multiple sclerosis, cancer ,insulin-

dependent diabetes mellitus, and schizophrenia 
later in life

Normal Vitamin D levels in pregnancy are believed  
to positively affect both the mother and child’s 
immune system.1

Current RANZCOG  
recommendations1

Pregnant women with Vitamin D level below 
50 nmol/L 
n    For pregnant women with levels 30–49 

nmol/L, commence 1,000 IU (25μg)/day.
n    Pregnant women with levels <30 nmol/L 

should commence 2,000 IU (50μg)/day. 
n    Repeat the Vitamin D level at 28 weeks 

gestation.3

Pregnant women with Vitamin D level above 
50 nmol/L
n    These women should take 400 IU Vitamin D 

daily as part of a pregnancy multivitamin.

1. RANZCOG. (Accessed August 8, 2016, at tinyurl.
com/jt8nf58). 2. Bowyer L, et al. Clin Endocrinol (Oxf ) 
2009;70:372-7. 3. Grover SR, Morley R. Med J Aust 
2001;175:251-2. 4. Nozza JM, Rodda CP. Med J Aust 
2001;175:253-5. 5. Department of Health and Ageing. 
(Accessed August 8, 2016, tinyurl.com/jt8nf58).  
6. Abbasian M, et al. Global J Health Sci 2016;8:83-90.

Choosing a combined OC

T he oral contraceptive (OC) pill remains 
the most commonly used method of 
contraception, with around 50% to 80% of 

Australian women using it at some point during their 
reproductive lives. The pill has come a long way in 
the 50 years since its introduction, as demonstrated 
by formulation changes to improve safety, while 
maintaining effectiveness . 

The pill contains the hormones oestrogen and 
progestogen. The 50 µg dose of ethinyloestradiol 
used in the original combined OC was found to be 
associated with venous thromboembolism. One of 
the major advances in the formulation of the OC was 
the decrease in oestrogen doses to the low dose 
available in many formulations today – that is ≤35 µg 
of ethinyloestradiol. Later it was found that while as 
effective as pills with 30 to 35 µg, formulations with 
20 µg potentially reduce the oestrogenic effects such 
as nausea, bloating, and breast tenderness, although 
there may be an increase in unscheduled bleeding1

The choices
There are now over 30 different registered brands of 
combined OCs. Available formulations include as the 
oestrogen component ethinyloestradiol, mestranol, 
oestradiol or its pro-drug oestradiol valerate, and 
as the progestogen component levonorgestrel, 
norethisterone, gestodene, desogestrel, drospiernone, 
nomegestrol, dienogest or cyproterone.

Most of the formulations available come in 28-day 
packs with 21 active and 7 inactive pills, mimicking 
the menstrual cycle. Others offer a 24/4 regimen, 
which may reduce the chance of contraceptive 
failure and breakthrough ovulation. Some women 
use extended regimens designed to delay or avoid a 
withdrawal bleed.

The potential non-contraceptive benefits of some 
combined OCs include improvement in acne and 
hirsutism. All have the potential to reduce heavy 
menstrual bleeding.

When recommending a combined  
OC prescribers should choose  
one that:
n  Offers the lowest dose of oestrogen and 

progestogen to provide good cycle control 
and optimal contraception

n   Is well-tolerated
n   Offers the best safety profile
n  Offers non-contraceptive benefits  

if needed

1. Stewart M, Black K. Choosing a combined oral 
contraceptive pill. Aust Prescr 2015;38:6-1

O ver the last few years the use of systemic 
hormone replacement therapy (HRT) has 
decreased – as much as 80% in the US – due 

to concerns raised by findings from the Women’s 
Health Initiative (WHI) trial. Although this study 
investigated the risks and benefits of HRT in the 
prevention of chronic disease in postmenopausal 
women who were on average 63 years of age at 
therapy initiation, confusion about the results has 
led to the underuse of HRT in symptomatic younger 
menopausal women. 

Informed decision-making
Despite the fact that leading medical societies agree 
that systemic HRT is the most effective treatment 
for menopause symptoms, few women are being 
evaluated or treated. Yet the risks and benefits of HRT 
are now clearer than ever. It has been demonstrated 
that, compared with older women, among younger 
menopausal women (those in their 50s), the absolute 
risk of adverse events is much lower. In fact the net 
effect on all-cause mortality in this population is 
neutral or even favourable. 

HRT – clearing the air

HMB – a common problem

A round 5% of referrals of premenopausal 
women and girls to gynaecologists are for 
heavy menstrual bleeding (HMB, previously 

known as menorrhagia). However the figure could 
be as high as 20% because, on the whole, GPs tend 
to manage menstrual disorders conservatively.1

What causes it?
HMB is generally defined as excessive menstrual 
bleeding that interferes with social, physical, 
emotional, and/or material quality of life (QoL).2

Although around 80% of women with HMB 
don’t have an underlying anatomical pathology,2 
clinicians should be aware of potential causes. 
These include:3

n   Benign uterine conditions such as polyps or 
leiomyomas

n     Endometrial and cervical cancers
n     Coagulation and platelet disorders
n     Anovulatory cycles
n     Structural abnormalities within the endometrium

How to manage it
First-line management comprises the use of 
antifibrinolytic agents or non-steroidal anti-
inflammatory drugs (NSAIDs), used only during 
menstruation.2 The combined oral contraceptive 
pill may be a good choice for women who are also 
seeking contraception.2

Assessing HMB1

n   Comprehensive medical history
n   Physical examination may include checking 

for pallor, palpating thyroid and abdomen, 
vaginal examination in women who have 
been or are sexually active

n    Transabdominal and transpelvic ultrasound 
may be helpful in appropriate patients

1. Knight D, et al. Australian Doctor 2009. (Accessed 
September 4, 2016, at tinyurl.com/okrwzg8). 2. 
Jagadish U, Mackie A. O&G Magazine 2014;16:52-3. 3. 
Lopes JE, Sherer E. Adv NPs APs 2010;1:21-5

Bladder and bowel 
control with SMN

Sacral neuromodulation (SNM) is a 
procedure used to treat symptoms of 
overactive bladder (OAB) as well as chronic 

urinary non-obstructive retention and faecal 
incontinence for patients who have not responded 
to medication or physiotherapy.1,2 It is designed 
to target the miscommunication between the 
brain and the pelvic floor, whilst most medications 
target the muscular component of the bladder. 

For example, the bladder may be overactive 
causing urgency, or underactive causing 
retention. By modulating the nerves that control 
bladder function with mild electrical pulses, 
SNM addresses this miscommunication.

What it involves
A two-stage minimally invasive procedure is 
performed under local or general anaesthesia. 
The first stage is a test phase, which involves a 
3-14 day evaluation for an initial response with a 
temporary external device.

If the evaluation phase is successful, a long-
term device is implanted in a pouch under the 
skin in the buttocks. The device is switched on 
using a digital handset and the patient has the 
ability to control his/her settings.

What it does
Patients younger than 55 years have a 
statistically significant ‘cure’ rate (defined as 
‘no daily leakage episodes after implantation’) 
compared with patients older than 55 years 
(65% under 55 vs. 37% older than 55). Patients 
younger than 55 years with no co-morbidities 
have an 80% ‘cure’ rate.3

In one study, SNM was significantly better 
at controlling OAB than standard medical 
therapy (anticholinergic therapy) (61% vs. 42%; 
P=0.02). Women treated with SNM experienced 
significantly higher improvement in quality of 
life (P<0.001) and 86% of SNM patients reported 
improved or greatly improved urinary symptom 
interference score at 6 months, compared with 
44% for standard medical therapy subjects.4

According to the joint guidelines published 
by the Urological Society of Australia and 
New Zealand (USANZ) and Urogynaecological 
Society of Australasia (UGSA), “SNM should be 
considered for those patients with refractory 
OAB who are willing to undertake a minimally 
invasive surgical procedure and are motivated 
to work with programming techniques. It may 
have particular application in those patients 
who are unable to self-catheterise or in whom 
there is co-existing faecal incontinence.” (Level 
of Evidence 1, Grade of Recommendation A).

1. Public handout. Medtronic. Sacral neuromodulation 
for incontinence. 2. International Urogynecological 
Association. (Accessed September 4, 2016, at tinyurl.com/
o9vr7r4) 3. Amundsen CL, et al. Urology 2005;66:746-
50. 4. Siegel S, et al. Neurourol Urodyn 2015;34:224-30. 
5. Tse V, et al. BJU Int 2016;117:34-47. 6. Deloitte Access 
Economic. Continence Foundation of Australia 2011. 
(Accessed September 4, 2016, at tinyurl.com/o3r44le).

Risk factors for incontinence6

n   Trauma (child birth, accidents)
n    Advanced age
n    Menopause
n    Obesity
n    Recurrent urinary tract infections
n    Specific surgery (eg, hysterectomy)
n    Neurological diseases (eg, multiple sclerosis)
n    Reduced mobility
n    Some medications
n    Medical disorders such as diabetes
n    Dementia
n    Chronic diarrhea
n    Sphincterotomy

Manson JE, Kaunitz AM. 
Menopause Management – Getting Clinical Care Back on 
Track. N Engl J Med 2016;374:803-6

W ith a one in three chance of developing 
a urinary tract infection (UTI) in their 
lifetime, and given the fact that most 

symptomatic infections require antibiotics,1 many 
women are going to be prescribed antibiotic therapy 
for a UTI at some stage.

Because of increasing resistance to commonly 
used antibiotics, clinicians need to carefully consider 
empirical antibiotic therapy.

Where possible, microscopy, culture, and 
antimicrobial sensitivity testing should be 
performed. However, empirical treatment can be 
started if assessed to be appropriate in symptomatic 
patients.1 If available, a patient’s most recent 
susceptibility results should influence empirical 
antibiotic choice. Choosing an agent that is effective 
according to previous microbiologic information 
significantly increases the chance of accuracy of 
therapy for multi-drug resistant (MDR) UTIs.2

Antibiotic resistance
Escherichia coli (E. coli) is the pathogen responsible 
for 70% to 95% of cases of uncomplicated UTI. 
The rate of community E. coli resistance to 
trimethoprim+sulfamethoxazole in many regions 
is approximately 20%. For amoxicillin+clavulanate 
and fluoroquinolones resistance is less than 10%, 
and resistance to fluoroquinolones is increasing. 
Nitrofurantoin, fosfomycin and mecillinam retain 
activity against most extended spectrum beta 
lactamase-producing (ESBL) isolates.1

UTIs – empirical antibiotic selection

In general, recommendations  
for empirical treatment are based 
on the most likely/important 
pathogen responsible and probable 
susceptibility, convenience, and cost. 
Factors to consider include:1

n   Rate of community E. coli resistance
n  Recent travel to high-risk areas
n  Recent use of trimethoprim-

sulfamethoxazole
n  Limited treatment options for  

extended-spectrum beta-lactamase-
producing (ESBL) isolates; these strains  
are most likely to be seen in:

 •  Patients recently hospitalised
 •  Aged-care facility residents
 •   People who have recently used 

antimicrobial agents
 •  People with comorbidities
 •   People who have travelled in the past 6 

months, particularly to Southeast Asia

1. NPS MedicineWise. (Accessed September 4, 2016,  
at tinyurl.com/jfyagdy).  
2. Linsenmeyer K, et al. Antimicrob Agents  
Chemother 2015;59:7593-6.

A. Conjugated equine oestrogen + medroxyprogesterone

A. Conjugated equine oestrogen + medroxyprogesterone

The figure shows the 
benefits and risks of 
HRT in women ages 50 
to 59 years in the HRT 
trial. Risks and benefits 
are expressed as the 
difference in number 
of events (that is, the 
number in the HRT group 
minus the number in the 
placebo group) per 1000 
women over 5 years. 

HRT has a more  
favourable benefit-risk 
ratio among younger 
menopausal women and 
those with a lower risk of 
cardiovascular disease, 
thus performing individual 
risk assessment may be 
a useful strategy when 
selecting appropriate 
patients for therapy. 

Figure 1. Benefits and  
risks of HRT in women  
ages 50 to 59.

Table 1. Vitamin D supplementation recommendations.4

Vitamin D Status 25-OHD level 
(end of winter)

Recommended  
Vitamin dose

Mild deficiency 30-49 nmol/L 1,000-2,000 IU/day

Moderate deficiency 12.5-29 nmol/L 3,000-5,000 IU/day  
(for 6-12 weeks) followed 
by maintenance dose of 

2,000 IU day
Severe deficiency 12.5 nmol/L

B. Conjugated equine oestrogen

A fter menopause, oestrogen 
levels decline. These low levels 
of oestrogen have been linked to 

increased body fat and appetite, decreased 
metabolism, and high blood-sugar levels. 
Previous studies linked early menopause to 
an increased risk of diabetes, but a recent 
study is one of the first to show that later 
menopause also puts women at higher risk.

The study, which analysed data from the 
Women’s Health Initiative, shed light on 
factors that influence the development of 
T2D in postmenopausal women.

Key findings
n   Compared with women who have their  

final period between ages 46 and 55 
women who begin menopause before  
age 46 or after age 55, are more  
likely to develop T2D.

n   Women with the shortest (<30 years) 
reproductive periods had a 37% greater 
risk of developing T2D  than women with 
medium-length reproductive periods  
(36-40 years)

n   Women with the longest (45+ years) 
reproductive periods had a 23% higher 
risk than women with medium-length 
reproductive periods.

n   The differences in risk were reduced, but 
remained statistically significant after 
adjusting for several factors, including age, 
race, BMI, birth control use, HRT, number 
of pregnancies, physical activity and 
alcohol consumption.

Early/late menopause and T2D

LeBlanc ES, et al. Reproductive history and risk 
of type 2 diabetes mellitus in postmenopausal 
women: findings from the Women’s Health Initiative. 
Menopause 2016 (Epub ahead of print).

N ot getting restorative sleep may do 
more than just affect functioning 
the next day; it might also influence 

the rate at which our biological clock ticks. A 
recent study suggests that menopause – and 
the insomnia that often accompanies it – 
makes women age faster.

For decades, scientists have disagreed 
over whether menopause causes aging or 
aging causes menopause. It’s like the chicken 
or the egg: which came first?

Women who report symptoms such 
as restless sleep, waking repeatedly at 
night, having difficulty falling asleep, and 
waking too early in the morning tend to be 
older biologically than women of similar 
chronological age who reported  
no symptoms.

On average, the younger a woman is 

when she enters menopause, the faster her 
blood ages. This is significant because a 
person’s blood may mirror what’s happening 
in other parts of the body, which could have 
implications for death and disease risk.

Example
Menopause speeds up cellular aging by  
an average of 6 percent. Although that 
doesn’t sound like much, it adds up over a 
woman’s lifespan.

Take, for example, a woman who enters 
early menopause at age 42. Eight years 
later her body would be a full year older 
biologically than another 50-year-old woman 
who entered menopause naturally at age 50.

Importance of sleep

Levine ME, et al. Menopause accelerates biological 
aging. Proc Natl Acad Sci USA 2016;113(33):1927-32.
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ATTENTION HEALTH CARE PROFESSIONALS

THIS GUIDE CARRIES INFORMATION ON PRESCRIPTION 
MEDICINES FOR HCP USE ONLY. PLEASE DISPLAY IN 
AREAS NOT TO BE SEEN BY THE GENERAL PUBLIC.

Cyklokapron® (Tranexamic acid, 500 mg tablets). Indications: Menorrhagia. See full PI for complete list. 
Contraindications: History or risk of thrombosis, active thromboembolic disease (cerebral embolism, DVT, 
pulmonary embolism), colour vision disturbances, subarachnoid haemorrhage, hypersensitivity to tranexamic acid or 
other ingredients in the tablet. Precautions: Not for use in haematuria, do not use concomitantly with Factor IX 
Complex Concentrates or Anti-Inhibitor Coagulant Concentrates, irregular menstrual bleeding, disseminated 
intravascular coagulation, convulsions*. Pregnancy Category B1, use cautiously in nursing mothers. See full PI for 
details. Adverse Effects: Common side effects: Nausea, vomiting, diarrhoea. Serious but rare side effects: 
Thromboembolism, visual impairment, convulsions*. See full PI for details. Dosage and Administration: 1 g orally 
four times daily, increase to 1.5 g four times daily, for four days if needed. Initiate treatment at onset of bleeding 
continue for first 4 days of cycle. Assess patients after three months of treatment. Dosage adjustment in renal 
impairment. See full PI for dosage for other indications. Before prescribing, please review full Product Information 
available from Pfizer Australia Pty Ltd. V10313. 
 
* Please note change to Product Information.  

LOETTE® (levonorgestrel 100μg and ethinyloestradiol 20μg) Tablets. Indications: Prevention of pregnancy, 
treatment of moderate acne not responding to topical preparations in women. Contraindications: History of or 
existing thrombotic disorders, cerebrovascular/coronary artery disease, carcinoma of the endometrium/breast or liver 
tumours, undiagnosed abnormal vaginal bleeding, severe hepatic dysfunction (including that related to pregnancy), 
pregnancy (or history of herpes gestationis or pruritis with pregnancy), severe diabetes, headaches with focal 
neurological symptoms, uncontrolled hypertension, disorders of lipometabolism, history of or existing pancreatitis, 
hypersensitivity to any of the ingredients in Loette. Precautions: Ascertain full medical history prior to prescribing. 
Possible increased risk of vascular diseases especially with pre-existing risk factors such as hypertension, 
hyperlipidemia, obesity, diabetes, smoking (especially in women over 35) and in peri- and post-operative patients. 
Headaches may increase risk of stroke; increased risk of ocular lesions, liver and gallbladder disease; carcinoma of 
the reproductive organs and liver; exacerbation of some conditions e.g. ngioedema (see full PI for details); 
interference with lactation; other medicines (see full PI for complete list of medicines). Adverse Effects: Major, see 
Precautions above. Most common, headache (including exacerbation of migraine), vaginitis, nausea, vomiting, 
changes in appetite, mood or libido, nervousness, dizziness, acne, dysmenorrhoea, intermenstrual bleeding, 
metrorrhagia, amenorrhoea, abdominal pain, breast pain, tenderness, enlargement or secretion, change in cervical 
ectropian and secretion, fluid retention/oedema, changes in weight (see full PI for details). Dose: One tablet daily. 
Start with a pink tablet on first day of menstrual bleeding (new starters) or after last tablet of previous pack. Take all 
pink tablets before taking white tablets. Start new pack day after last tablet of previous pack. See full PI for details. 
The current product information is available at www. pfizer.com.au. V10611. 

 
 
 
MACRODANTIN

® 
(nitrofurantoin) 50 and 100 mg capsules. Indications: Urinary tract infections e.g. cystitis and 

pyelitis when due to susceptible pathogens. Not for cortical or perinephric abscesses or prostatitis. 
Contraindications: Anuria, oliguria or extensive renal impairment; hypersensitivity to furan derivatives; pregnant 
women during labour and delivery or imminent onset of labour; infants under one month of age. Precautions: 
Peripheral neuropathy (risk increases with renal impairment, anaemia, diabetes mellitus, electrolyte imbalance, 
vitamin B deficiency, and debilitating disease), hepatic reactions, pulmonary reactions, haemolytic anaemia, 
pseudomembranous colitis, renal impairment, acidosis, nursing mothers. Monitor liver, renal and pulmonary function. 
Acidifying, alkalinising or uricosuric medicines, phenobarbitone and antacids. See full PI for details. Adverse 
Effects: Very common/common: Nausea with associated anorexia and emesis. Uncommon/Rare: Abdominal pain, 
diarrhoea, hepatitis, polyneuropathy, dizziness, vertigo, depression, euphoria, confusion, psychotic reactions and 
benign intracranial hypertension, pulmonary hypersensitivity, dermatological reactions, sensitivity reactions, 
haematological reactions, urinary tract superinfections. Others, See full PI for details. Dosage: Take with food or 
milk. Adults: 50-100 mg four times a day. DO NOT EXCEED 400 mg DAILY. Prophylactic therapy: 50 mg or 100 mg 
at night. Children: Dose at 5-7 mg/kg body weight per 24 hours in divided doses 4 times a day. V10113 

PREMARIN® (conjugated oestrogen) 0.3 mg, 0.625 mg Tablets. Indications: Oestrogen deficiency states 
associated with the climacteric manifested by moderate-severe vasomotor symptoms or atrophic vaginitis, prevention 
of postmenopausal osteoporosis, primary ovarian failure, female hypogonadism. Contraindications: Known or 
suspected pregnancy, known, suspected or past breast cancer, oestrogen dependent neoplasia (e.g. breast or 
endometrial cancer), undiagnosed abnormal urogenital bleeding, active or history of venous or arterial 
thromboembolic disorders, severe uncontrolled hypertension, undiagnosed breast pathology, liver dysfunction or 
disease, thrombophilic disorders, hypersensitivity to oestrogen or any ingredient in Premarin tablets. Precautions: 
Pregnancy Category D. Not for use in pregnant or breastfeeding women or children. Use without a progestogen in 
non-hysterectomised women, may increase risk of endometrial hyperplasia/carcinoma, cardiovascular disorders 
(stroke, coronary heart disease, venous thromboembolism & other thrombotic disorders, elevated blood pressure, 
myocardial infarction), malignant neoplasms (breast, endometrium or ovarian cancer) dementia, uterine bleeding, 
fluid retention, exacerbation of other conditions, gallbladder disease, impaired liver function, angioedema, 
hypertriglyceridaemia, hyper/hypocalcaemia, hypothyroidism, visual abnormalities. See PI for details. Interactions 
with other Medicines: CYP3A4 inducers and inhibitors, antihypertensive agents, theophyllines, phenothiazines, 
corticosteroids, tricyclic antidepressants, diazepam, caffeine. See PI for details. Adverse Effects: Common: 
arthralgias, leg cramp, abnormal uterine bleeding, breast pain, tenderness, enlargement, discharge, leukorrhoea 
alopecia, weight changes, increased TGs. Others: See PI for details.  Dosage and Administration: Usually 0.3mg, 
0.625mg or 1.25mg daily. Tablets to be swallowed whole not divided, chewed or dissolved in mouth. Add 
progestogen in non-hysterectomised women. See PI for indication specific dosage.  Before prescribing, please 
review Product Information available from Pfizer Australia Pty Ltd. ®Registered trademark of Pfizer Inc. V10914 
 

PREMIA® Continuous (conjugated oestrogen and medroxyprogesterone acetate), 0.625 mg/2.5 mg and 0.625 
mg/5.0 mg tablets. Indications: Oestrogen deficiency states associated with the climacteric in women with an intact 
uterus manifested by moderate-severe vasomotor symptoms, atrophic vaginitis and prevention of postmenopausal 
osteoporosis. Contraindications: known or suspected pregnancy and lactation, known, suspected or past breast 
cancer, oestrogen dependent neoplasia (e.g., breast or endometrial cancer), liver dysfunction or disease, 
undiagnosed abnormal urogenital tract bleeding, active or past venous or arterial thromboembolic disorders, 
thrombophilic disorders, undiagnosed breast pathology, severe uncontrolled hypertension, hypersensitivity to 
oestrogen, medroxyprogesterone acetate or any other ingredient in Premia tablets. See PI for details. Precautions: 
Not for use in pregnant or breastfeeding women or children. Cardiovascular disorders (stroke, coronary heart 
disease, venous thromboembolism, pulmonary embolism and other thrombotic disorders, elevated blood pressure, 
myocardial infarction), malignant neoplasms (breast, endometrium, ovarian cancer), increased risk of breast cancer, 
changes in lipoprotein metabolism, impaired glucose tolerance, dementia, uterine bleeding, gallbladder disease, 
impaired liver function, cholestatic jaundice, hypertriglyceridaemia, hyper/hypocalcaemia, hypothyroidism, visual 
abnormalities, angioedema, fluid retention, exacerbation of other conditions. See PI for details. Interactions with 
other medicines: CYP3A4 inducers and inhibitors, aminogluethimide, antihypertensive agents, theophyllines, 
phenothiazines, corticosteroids, tricyclic antidepressants, diazepam, caffeine. See PI for details. Adverse Effects: 
Very Common & Common: breast pain, tenderness, enlargement, discharge, vaginitis, breakthrough bleeding, 
dysmenorrhoea, spotting, leucorrhoea, depression, weight changes, arthralgia, leg cramp. Post-marketing 
experience: increased risk of ulcerative colitis and Crohn’s disease Others: See PI for details. Dosage and 
Administration: Continuous dosing, one tablet daily. See PI for details. Before prescribing, please review Product 
Information available from Pfizer Australia Pty Ltd. Registered trademark of Pfizer Inc. V11114 
 


