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For information about cookies and how to disable them, visit our privacy and cookie policy. I got it, thank you! The Committee on Practical Obstetrics Of the American College of Obstetricians and Gynecologists (ACOG) has developed a practical bulletin on the diagnosis and management of pre-eclampsia
and eclampsia. ACOG Practice Bulletin No. 33 appears in the January 2002 issue of obstetrics and gynecology.Although they have not been confirmed by studies, the diagnostic criteria for pre-eclampsia developed by the National Working Group on Blood Pressure Training programs are traditionally
used in clinical practice and are often used in research protocols. They are: systolic blood pressure 140 mmHg. art or higher or diastolic blood pressure of 90 mmHg. Art. or above occurs after 20 weeks of pregnancy in a woman whose blood pressure was previously normal; Proteinuria, with 0.3 grams or
more protein in a 24-hour urine sample. Although the exact incidence of pre-eclampsia remains unknown, this pregnancy-related syndrome is reported to affect 5 to 8 per cent of pregnancies. Primarily a disorder of first pregnancy, it also occurs in many other conditions, including multi-fatal pregnancy,
chronic hypertension and pre-established diabetes. Severe pre-eclampsia is diagnosed with one or more of the following: systolic blood pressure of 160 mmHg. art or higher or diastolic blood pressure of 110 mmHg. Art. or above in two cases six or more hours apart from a pregnant woman who is on bed
rest; Proteinuria, with the release of 5 grams or more of protein in a 24-hour urine sample or 3 or more on two random samples collected four or more hours apart; Oliguria, with the release of less than 500 ml of urine within 24 hours; Pulmonary edema or cyanosis; impaired liver function; Visual or brain
disorders; Pain in the epigastric area or the upper right quadrant; reduced platelet count; limiting growth inside the uterus. It is believed that a woman with pre-eclampsia, who has new bouts of fry, eclampsia. Vascular changes in pre-eclampsia and eclampsia include hemoconcentration and intense



vasospasm. Women with severe pre-eclampsia and liver involvement may develop HELLP syndrome (hemolysis, elevated liver enzymes and low platelet levels), which increases the risk of adverse maternal and fetal outcomes. Cucumber from acute tubular necrosis can lead to acute renal failure.
Maternal mortality is usually associated with intracranial hemorrhage. In addition to limiting the growth of the fetus, the fetus, Eclampsia in the fetal placental block include placental sharp, oligoghydramnios, and unguarded fetal condition. Is there an effective test to identify women at risk of pre-eclampsia?
To date, no test has been proven to be reliable and cost-effective. Positive predictive uric acid levels are only 33 percent. The usefulness of Doppler velocymmetry of the arteries of the uterus in pregnant women at low risk has not been demonstrated. How to measure blood pressure? For accuracy, the
use of a mercurial sphygmomanometer is preferable, and the size of the cuff should be appropriate. Blood pressure is measured after a rest period of 10 minutes or more, with a pregnant woman upright. In hospital conditions, blood pressure can be measured by the fact that a woman is sitting or lying on
the left side with her hand at heart level. Within 30 minutes of measuring, a woman should not use tobacco or caffeine. What is the best treatment for pre-eclampsia? If the fetus is premature and pre-eclampsia is mild, fetal continuation and maternal evaluation is appropriate. The best tests for fetal
evaluation have not been determined. The working group recommends weekly non-stress tests and/or biophysical profiles (repeated, as indicated on the basis of a woman's condition), twice a week testing for suspected oligoghydramnios or fetal growth restriction, as well as ultrasound examinations every
three weeks. A daily assessment of fetal movement can be helpful. Laboratory tests for patients with mild pre-eclampsia and no progression include weekly platelet counts, liver enzyme levels, kidney function assessments and protein levels (12-24-hour urine collection). If the progression of the disease is
in question, testing should be more frequent. Pregnant women who are removed from term and have severe pre-eclampsia are best managed in a tertiary care center or in consultation with an obstetrician-gynecologist who has experience in managing high-risk pregnancies. Daily laboratory tests and fetal
monitoring may be required. Childbirth in women with HELLP syndrome, regardless of gestational age, seems reasonable due to the severity of the syndrome. Up to 32 weeks of pregnancy, women with HELLP syndrome should receive wait-and-see guidance only at a tertiary care center or, with
appropriate safeguards and informed consent, as part of a randomized clinical trial. Is outpatient management appropriate? The Working Group reports that hospitalization is often recommended for women with new pre-eclampsia. After a consistent assessment, conditions for further management can be
determined. Hospitalization before childbirth allows rapid intervention for complications. Outpatient management may be an option in women with easy hypertension or pre-eclampsia, which are removed from the term. In such situations, frequent monitoring is required and hospitalization is indicated if pre-
eclampsia pre-eclampsia If compliance is a problem, women with progression of the disease or severe pre-eclampsia should be hospitalized. Is medical management useful during childbirth and childbirth? Significant evidence supports the use of magnesium sulfate to prevent seizures in women with
severe pre-eclampsia and eclampsia. Antihypertensive drug therapy, most commonly with hydralasin or labetalol, is generally recommended for women with diastolic pressure of 105 to 110 mmHg. Art (or above). Hydralasine is administered intravenously in doses of 5 mg to 10 mg until the desired
response is achieved. Labatallol is given as 20 mg of intravenous pain, and then 40 mg after 10 minutes if the first dose is not effective; then 80 mg is administered every 10 minutes (maximum total dose: 220 mg). What is the best method of childbirth in women with pre-eclampsia? Vaginal delivery in time
is preferable in women with mild pre-eclampsia. The optimal method of childbirth in women with severe pre-eclampsia or eclampsia was not evaluated. The use of caesarean section should be individualized. Can anesthesia be used during childbirth and childbirth? If necessary and in the absence of
coagulopathy, regional or neuroxia/anesthesia is preferable. How should eclampsia be managed? Magnesium sulfate should be given intravenously or intramuscularly to control seizures and prevent recurrence. According to one protocol, a load dose of 4 g to 6 grams, diluted in 100 ml of liquid, is given
intravenously for 15-20 minutes; then a continuous intravenous infusion is administered at a rate of 2 grams per hour. Maternal treatment usually controls fetal bradycardia, which often occurs during eclampsia. Delivery must be timely, but a C-section is not required. After stabilizing the patient's condition,
the method of delivery depends on various factors, including cervical enlargement, gestational age and fetal representation. Does invasive hemodynamic monitoring have a role to play in management? Invasive hemodynamic monitoring (e.g. pulmonary catheter) can be useful for women with pre-
eclampsia who have severe heart or kidney disease, pulmonary edema, fire-resistant hypertension or unexplained oliguria. Is pre-eclampsia and eclampsia prevented? Antioxidant therapy (vitamin C, 1000 mg per day; vitamin E, 400 mg per day) has shown promise, but large randomized trials are needed.
While spores exist, calcium supplements have shown no benefit in large trials, and most evidence suggests little or all benefit for low-dose aspirin as a prevention in women in the low-risk category OfPage 2Brian TorreyAm Fam a doctor. 2002 July 15;66(2):332-336.AAFP Smallpox Immunization Policy
American Academy of Family Physicians (AAFP) has issued a new policy on smallpox immunization. AAFP is now advocating for immunization number of people at the federal, state and local levels who have pre-appointed bioterrorism and the public Power. These people will be called upon to investigate
smallpox cases and to contain outbreaks if they occur. This policy statement is in addition to the Interim Plan and the guidelines of the Centers for Disease Control and Prevention on smallpox, which were approved by AAPP last fall. The full AAFP policy available online
atwww.aafp.org/immunization/smallpox.html.In outbreak, immunization of ring containment (immunization of all people, patient came into contact with pre-diagnosis and quarantine) should receive the highest priority with other immunization programs initiated if necessary. If the federal authorities have
found that the threat level has changed, a more aggressive immunization program should be considered. AAFP does not advocate widespread vaccination against smallpox at present. The potential risk of death and complications that can occur by vaccinating all people in the United States outweigh the
current risk of a bioterrorist attack. It is important to note that the smallpox vaccine contains a live smallpox virus. A person vaccinated against the disease can spread the virus until the time when the injection site heals (up to six weeks). The Hhs Women's Health and Services Administration (HRSA) report
by the U.S. Department of Health and Human Services (HHS) has published a report on women's health in the United States. The 2002 U.S. Women's Health Report is available online atwww.mchb.hrsa.gov/data/women.htm or by calling HRSA at 888-ASK-HRSA (888-275-4772). The report uses current
and historical data from several sources to provide a comprehensive review of the health of American women. According to the report, some health conditions have a disproportionate impact on women compared to men. Among the diseases disproportionately affecting women are osteoporosis, asthma,
diabetes, and systemic lupus erythematosus. The report contains data showing that the majority of American women aged 40 and over received mammograms in the previous two years in 1998 and a Pap smear in the previous three years. Other highlights of the report include: women's life expectancy in
2000 was 79.5 years, a new record. Although life expectancy for black women increased (12.3 years) between 1950 and 2000, there was still a five-year difference in life expectancy between white (80 years) and black (75 years) women. More American women than ever get prenatal care in their first
pregnancy trimester. In 2000, 83 per cent received antenatal care, up from 75 per cent in 1989.Almost 87 per cent of women had health insurance in 2000. About a quarter of women between the ages of 18 and 24 were in 2000.Women's enrollment increased by 66 percent from 1980-81 to 1999-2000,
while dental school enrollment increased by 122 percent percent over the same period. Between 1999 and 2000, 67 per cent of public health students and 65 per cent of pharmacy students were women. In 2000, 10,459 cases of acquired immunodeficiency syndrome were diagnosed in women aged 13
and over; Thirty-eight per cent were exposed to heterosexual contact. Nearly half of American women under the age of 45 have been tested for the human immunodeficiency virus. The USPSTF Depression Screening RecommendationsThe U.S. Preventive Services Task Force (USPSTF) is currently
finding sufficient evidence to encourage physicians to screen their adult patients for depression. Formal screening can facilitate the detection of depression, which is a common and treatable disease that is often not recognized by patients or their doctors. (The recommendation is rated as intervention B:
physicians should regularly provide services to appropriate patients; there is at least fair evidence that intervention improves important health outcomes and that benefits outweigh the harm.) The updated recommendation is available at www.ahrq.gov.The USPSTF believes that physicians should have
systems in place to ensure accurate diagnosis, effective treatment and follow-up if patients want to benefit from screening. The recommendation updates the USPSTF 1996 recommendation, which identified depression as an important clinical problem and urged physicians to remain vigilant against signs
of depression in their patients. At the time, the USPSTF concluded that there was insufficient evidence to recommend or oppose regular formal selection. Since then, THE USP-STF has reviewed new data from randomized trials and found that patients were best when doctors recognized symptoms of
depression and made sure patients received appropriate treatment. While there are many tools available to test for depression, according to the USPSTF, there is little evidence to recommend one over the other. Doctors can choose tools that are suitable for their patients and practice settings. According
to the USPSTF, an affirmative response to the following two questions may be as effective as using longer screening tools, or may indicate the need for more in-depth diagnostic tools: (1) in the last two weeks, have you ever felt depressed, depressed, or hopeless?; and (2) did you feel little interest or
pleasure in doing so? The USPSTF states that there is insufficient evidence to recommend or oppose regular screening of children or adolescents for depression. Doctors should remain vigilant for possible signs of depression in young patients. FDA Recalls OB-GYN, U.S. Food and Drug Administration
(FDA) Warns of medical devices manufactured since 1999 by A q A Medical Inc. of Alpharetta, Georgia, may not have been sterilized and can cause serious and possibly life-threatening infections. The curetty, the uterine extenders and Samplers are on a long list of OB-GYN and surgical devices made
and shown under the label A'A Medical, as well as under the labels Rocket USA and Lifequest. A full list of products and distributors is available atwww.fda.gov/cdrh/recalls/recall31402.html.ACOG Opinion paper on bone density screeningThe Committee on Gynecological Practice of the American College
of Obstetricians and Gynecologists (ACOG) has released a paper on bone density screening for osteoporosis. The ACOG Committee Opinion No. 270 appears in the March 2002 issue of obstetrics and gynecology.According to the acog paper, bone mineral density (BMD) testing is an effective approach
for early detection of osteopenia and osteoporosis. Osteoporosis is a significant health problem in the United States. BMD testing is recommended for all postmenopausal women aged 65 years and over, and for all post-menopausal women who are present with fractures. The Committee also concludes
that AEDA testing may be recommended to postmenopausal women under the age of 65 who have one or more risk factors for osteoporosis. AEDA testing can also be useful for women in premenopausal and postmenopausal who are present with certain diseases or diseases, and for those taking certain
drugs associated with an increased risk of osteoporosis. The CDC's Antimicrobial Resistance Campaign (CDC) has launched a campaign aimed at physicians to prevent antimicrobial resistance in health facilities. Information about the CDC campaign is available online
atwww.cdc.gov/drugresistance/health-care.The antimicrobial resistance prevention campaign, built on the following four key strategies to prevent antimicrobial resistance in health facilities: (1) prevention of infection, (2) diagnosis and treatment of infection effectively, (3) using antimicrobials wisely, and (4)
preventing transmission of drug-resistant pathogens. As part of these strategies, 12 specific steps of action derived from actual guidelines and recommendations already developed by the CDC and other organizations that physicians can use to prevent antimicrobial resistance in hospitalized adults.
Actions (1) give the flu vaccine to at-risk patients; (2) Remove catheters when no longer required; (3) To target the pathogen with appropriate therapy; (4) consult with infectious disease experts for patients with serious infections; (5) participate in local antimicrobial control efforts; (6) know your antibiotic;
(7) Treat infection, not contamination; (8) treat infection, not colonization; know when to say no to vanko (mycin); (10) stop antimicrobial treatment when the infection is treated or is unlikely; (11) isolate the pathogen; and (12) break the chain of contagion. CDC to announce future similar steps of action for
doctors who care for dialysis patients, emergency room obstetric patients, patients with emergency care, patients in long-term care facilities and children. Infections resistant to antimicrobials in health facilities pose a serious threat to patient safety. An estimated 2 million hospitalized patients acquire
infections each year that lead to more than 90,000 deaths. More than half of these infections are caused by bacteria that are resistant to at least one of the antimicrobials commonly used to treat these infections, according to the CDC. The AAFP Annual Scientific Assembly Of the American Academy of
Family Physicians (AAFP) will be held in San Diego, October 16-20.This year's program is dedicated to practical continuous medical education (CME), which can be applied to patients. The program includes more than 300 sessions in 54 key subject areas. There are 33 elements of the program, 24 of
which are free for registrars. Elements include clinical seminars, computer classes, lectures on the main stage, dialogues and seminars on clinical procedures. Individuals can accrue up to 46.25 hours of prescribed CME credit during the meeting. From publications to medical and practical management
equipment, from pharmaceuticals to pharmaceuticals, more than 400 companies exhibit their latest products in the showroom. The exhibition will also feature scientific exhibits demonstrating important medical information. AAFP members are invited to participate in the Congress of Delegates, which runs
from 14 to 16 October. Additional evening activities during the meeting include scholarships, presidential receptions, and celebrations at SeaWorld Adventure Park. Tours and courses, as well as youth activities, are available for your family. AAFP members can register online ( or by mail or fax. Early
registration is encouraged to ensure adequate accommodation and access to high-demand courses that require pre-registration. After September 10, registration for assembly activities will be available only on the spot. Information about the meeting can be obtained by calling the AAFP Assembly hotline
at 800-926-6890 or by email at toassemblyinfo@aafp.org.Page 3A a 27-year-old woman from Central America, 15 weeks pregnant, came to my office with bruises on her face. It seemed obvious to me that someone had attacked her. When I asked her what had happened, she confessed that her partner
had beaten her. The patient did not want to press charges because this person was her only source of support. (The day before, one of the office assistants saw this man drunk in public.) I discussed with her the plan of action if he would try to hurt her again, and called her with our social worker. However,
I did not feel that it was an adequate intervention. What else can I do to help such a patient if she refuses to take action? Domestic violence in The United States is a problem of enormous proportions and is a serious health problem.1 This leads to more injuries requiring medical attention than rape,
accidents and robberies combined.2 Many terms have been used to describe domestic violence, such as domestic violence, abuse of partners and attacks by spouses. The most recent and comprehensive definition of domestic violence is: violence between adults who are intimate, regardless of their
marital status, living conditions or sexual orientation. These acts of violence can be considered relatively minor, such as pushing or slapping, or large ones such as beating, rape or murder.3While official statistics on domestic violence were rare until recently, media awareness and current research
provided some startling statistics. Non-lifeless partner attacks occur in nearly 17 percent of U.S. homes, leaving an estimated 2,000,000 women affected by their male partners each year. Approximately 9 percent of homicides in the United States are domestic in origin.2 The greatest risk appears to be for
unmarried, separated or divorced women. On the contrary, the overall level of violence by husbands against their wives appears to be decreasing. It is important to note that there is usually a predictable cycle of violence. Typically, it begins with an escalation of abusive behaviour in which the abuse
partner criticizes and threatens the victim. During this time, the abuser is likely to be cranky and withdrawn. In turn, the victim can be particularly reprehensible in an attempt to calm the abuser. As the cycle continues, there is a phase of violence characterized by serious violence and humiliation. Then, at
the de-escalation stage, the offender becomes apologetic and repentant. During this honeymoon period the victim is likely to be with hope for the future of the relationship and often stops the trial that he or she may have just initiated. As a rule, abuse is rarely stopped without professional intervention or
death of the victim. In fact, once domestic violence begins in a relationship, the frequency and severity of beatings almost always increases.1-3Interventions can be difficult, especially when the victim is unwilling to pursue criminal charges or take other measures against the perpetrator. In this case, the
woman indicated that she did not wish to press charges because her partner was her only source of support. We don't know if she means financial or emotional support, but both reasons are often given by women in similar situations. Other common causes Victims reporting attackers are fear of reprisals
by the perpetrator, difficulty in obtaining safe housing, emotional connections with the abuser's children and religious or cultural influences.4 members and the view that assistance is not available are also being cited by the victims. The importance of disclosing abuse against a doctor to this victim should
be emphasized. Her disclosure provides an important opportunity for the doctor because he or she may be the first person to whom the patient has spoken of abuse. Based on the doctor's response and susceptibility, the victim may or may not choose to tell others. The doctor must be careful not to make
decisions for the victim. From an ethical point of view, the environment is detrimental to the patient's autonomy and dignity. In addition, restoring a person's sense of effectiveness and control is particularly important in cases of domestic violence. The doctor in this case acted appropriately in developing an
action plan if the patient's partner hurt her again. As a rule, the initial concern concerns the safety of the victim and any children in the family. With this, if you think, you should use the methods of crisis intervention. If the victim returns home, as implied in this case, it is important that she collect the
emergency kit of the necessary items so that she can quickly leave the house and survive on her own. The kit should include items such as an additional set of keys, emergency phone numbers, money, credit cards and blank checks, medical records, state aid identification and basic documents (e.g. birth
certificates, marriage license). Early determination of a safe place for Noah in the event of an escalation of violence is important. It is often useful to leave a packed suitcase with a friend to help in a quick escape from abuse. Doctors should not negatively judge patients for choosing to return to abusive
relationships - most women leave and return a few times before finally leaving the relationship for good. It is also important that the doctor and the victim are aware of the risks of care. For example, 70 per cent of domestic assaults occur after a violent partner has tried to leave. Sympathy, which defines
her injuries as ill-treatment and recognizes that domestic violence is unacceptable, can corroborate the victim's experience. In addition to providing information on the emergency kit, the creation of an action plan may include contacting the local social services office and providing assistance to a social
worker with which a more specific plan could be developed. It is often useful to channel the victim to appropriate resources related to social services, the domestic violence hotline and domestic violence self-help groups, as they will be most aware of the activities involved. Information about emergency
housing that to be provided by these social services organizations can be of great help.1-3 The legal process should be discussed with the patient as both The doctor must inform the patient that he or she is legally and professionally obliged to report certain types of abuse, particularly child abuse and
elder abuse. The doctor should consult with local state laws for specific requirements. In addition, the doctor must determine how the legal system protects victims of domestic violence. For example, some states have provided additional protection by increasing sentences for aggravated beatings of a
pregnant woman. Despite the patient's reluctance to press charges, the doctor may highlight the potential health risks to his fetus and encourage the patient to contact the police. Even if the patient is stubbornly unwilling to involve the police, the doctor should emphasize the importance of documenting
abuse if the patient wishes to press charges at a later date. Obviously, documenting medical injuries with X-rays and photos can be helpful in establishing physical evidence of abuse. Steps in obtaining protection orders and filing a police report should also be considered with the patient.1In the scenario
described here, the fetus is an additional concern to the doctor. The incidence and severity of domestic violence usually occurs during pregnancy, and abuse often leads to miscarriage or premature birth. Unfortunately, the information provided in the scenario did not mention the timing or frequency of
abuse. This information would be useful because if the cycle of violence was in a phase of de-escalation, the woman might have verbally minimized the brutality of ill-treatment. In addition to the obvious facial injuries, the woman may have suffered injuries to her chest, abdomen and genitals - places often
targeted by offenders. To determine the presence of vaginal bleeding and fetal injuries, it is necessary to sell a full physical examination, including pelvis examination. Substance abuse is both a risk factor for domestic violence and a consequence of it. In this vignette, the office employee watched as the
victim's partner was intoxicated. Thus, another possible intervention is the treatment of substance abuse for the partner. This intervention will consist of a coordinated plan with the victim, the abuser and social services that will allow the offender to receive and monitor the offender regularly. Given both her
pregnancy and the likelihood that she is in pain after being beaten, it is especially appropriate to determine whether the victim is using alcohol and drugs. Depressive symptoms and suicidality should be formally assessed as they are associated with domestic violence.5 Additional mental and social
services should be planned as needed. Specially treatment programmes for victims and batters are becoming more common and are being used as sources of referral for civilian civilians Criminal courts.1 The presence of social service personnel on board who are aware of local resources can be crucial
to rapid intervention and the prevention of future damage. It is also useful for mental health and family practitioners to recognize that almost every state has a victim compensation program created by law. Under these laws, partners who are entitled to compensation for mental health counselling, medical
expenses and lost wages related to physical injuries as a result of domestic violence are entitled to. These programs are funded through the Federal Victims of Crime Act (42 U.S.C. 112 et seq).2 It is noteworthy that the law prohibits discrimination on national origin and compensates the victim even if she
continues to live with the offender. More information about this act can be found on the website of the Ministry of Justice, the Office for victims of violent crime (www.ojp.usdoj.gov/ovc). The doctor, caring for this young pregnant woman, deserves credit for his willingness to take part in a difficult case.
Having a favorable attitude and discussing an action plan with the patient is likely to encourage the victim to return to that doctor when further episodes of violence occur. Page 4 Please note: This information was current at the time of publication. But medical information is constantly changing, and some
of the information presented here may be out of date. For regular updates on various health issues, please visit familydoctor.org, AAFP Patient Education website. Am Pham Doctor. 2002 July 15;66(2):310-311.Safe-Sun guidelines are four ways to protect the skin and reduce the risk of skin cancer.
Sunlight damages the skin. The sun is strongest in the middle of the day, from 10 a.m. to 4 p.m. In these hours, the sun can do the most harm to your skin. Sunburns and tans are signs that your skin has been damaged. The more damage the sun causes to your skin, the more likely you are to get early
wrinkles, skin cancer and other skin problems.2 Use sunscreen use sunscreen or sunscreen with a sun protection factor (SPF) of at least 15, even on cloudy days. Use a lot of sunscreen and rub it in well. You should put the sunscreen on for about 30 minutes before going to the sun. Put sunscreen
everywhere the sun's rays can touch you, even your ears and the back of your head. Men should also put it on any bald areas on top of the head. Put more sunscreen on every hour or so if you're sweating or swimming. Remember that the use of sunscreen is only part of the skin cancer prevention
program. To reduce your risk, you should follow all safe-sun.3 recommendations. Wear a wide-brimmed hat and sunglassesIf you need to be in the sun, cover your skin. A wide-brimmed hat will help protect your face, neck and ears from the sun. A hat with a 6-inch edge all around is the best. Best. caps
do not protect the back of the neck and upper ears. Wear sunglasses to protect your eyes from the sun. Choose sunglasses that block ultraviolet-A (UVA) and B ultraviolet rays (UVB). Wearing sunglasses can protect your eyes from cataracts. Wear protective clothing such as long-sleeved shirts and long
trousers made of tightly woven fabric. If the clothes fit freely, they will be cooler. Don't try to get tanDon't use tanning beds. The tan cabins damage the skin just as real sunlight does. Some doctors believe that it is a good idea to do a monthly skin check. Ask your doctor about it. If your doctor thinks it's a
good idea for you, check your skin once a month for signs of skin cancer such as moles. The earlier skin cancer is detected, the more likely it is to be cured. Try to make your skin checked on the same day every month. Choose a day you can remember, such as your birthday date or your billing day.
Stand in front of a full-length mirror and use a hand mirror to check every inch of your skin, including the bottoms of your legs and top of your head. Have someone help you check the top of your head. Try using a hairdryer set at low speed to move your hair. Look for any changes in the mole or the
appearance of the new mole. Any moles that appear after 30 years should be closely monitored and shown to the doctor. The ABCDE rule can help you look for signs of skin cancer. Looking at moles on the skin, look for the following: Asymmetry: When both sides of the mole do not look the same. Border:
The edges of the mole are blurred or jagged. Color: The color of the mole changes if it is darker than before, the color spreads or goes away, or appears more than the same color (blue, red, white, pink, purple or gray). Diameter: When the mole is larger than one fourth inch in diameter (the size of a pencil
eraser). Height: When the mole rises above the skin and has a rough surface. You should also keep an eye out for these skin changes: a mole that has a bleedsA mole that grows fastA scaly or crusty growth on the skinA sore that won't healA mole that itches a place on the skin that feels rough, like a
sandpaper If you notice a mole that has changed, or if you have a new mole that is not like other moles, consult a doctor. Skin cancer can be successfully treated if treated early. To see the full article, log in or buy access. This handout is provided to you by your family doctor and the American Academy of
Family Physicians. Other health-related information is available online in AAFP . This information provides a general overview and may not apply to everyone. Talk to Family doctor to find out if this information applies to you and get more information on the subject. The ©, 2002 by the American Academy
of Family Physicians. This content is owned by AAFP. Man Man it online can make a single printout of the material and can only use this printout for his personal, non-commercial reference. Otherwise, this material cannot be downloaded, copied, printed, stored, transferred or reproduced in any
environment, regardless of whether it is known or later invented, except where it is permitted in writing by AAPP. Contact afpserv@aafp.org copyright issues and/or requests for permission. Want to use this article elsewhere? Get permission MOST RECENT ISSUE October 1, 2020 Access to the latest
issue of the American Family Doctor Read the question do not miss a single question. Sign up for a free TABLE of AFP email content. Sign up in 2020 © copyright of the American Academy of Family Physicians.  All rights are reserved. Reserved. american college of obstetricians and gynecologists
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