
It’s not unusual to feel nervous about
 meeting new people or attending parties.
 But if you’re so anxious that you dread 

or avoid such situations, you may have social 
anxiety disorder, also called social phobia. 
People with the disorder feel inordinately 
uneasy and self-conscious in everyday social 
situations. Th e source is an unreasonable fear 
of doing or saying something embarrassing 
and being negatively judged by others.

If you have social phobia, you might be 
terrifi ed by just the thought of proposing a 
toast, or even making small talk. Even if you 

make yourself attend gatherings, you may feel 
miserable before, during, and aft erward—
worrying for days about people’s opinion of 
you. Avoiding these get-togethers is not the 
answer, of course; it can result in misunder-
standings and other personal problems.

Social phobia received little attention until 
data from the National Comorbidity Survey 
published about a decade ago showed that 
the disorder is widespread, oft en disabling, 
oft en associated with problems such as alco-
hol abuse, and usually untreated. Since then, 
studies have shown that certain medications 
and certain types of psychotherapy can help. 
Meanwhile, scientists have been investigat-
ing the roots of the disorder, as a step to dis-
covering new therapies.

What does social phobia look like?
Th ere are two types of social phobia. Specifi c 
social anxiety (also called performance anxi-
ety) arises in limited situations. It’s a problem 
mainly for people whose work (for example, 
acting, music, or lecturing) requires them to 
perform in public. Far more prevalent and 
disabling is generalized social anxiety. Peo-
ple with this disorder fear common social 
situations, such as eating or ordering food 
in public; asking questions or seeking help; 
meeting new people; speaking to strangers; 
and even using public facilities, such as rest-
rooms. Th ey may lose out on job opportuni-
ties because they’re afraid of interviews; they 
may forgo training and education because 
they fear being called on in class. 

Symptoms include a racing heart, dry 
mouth, shaky voice, blushing, trembling, 
sweating, and nausea. In specifi c social anxi-
ety, fear that people will notice these symp-
toms may impair performance, leading to 
a downward spiral in which worsening 

What to do about social anxiety disorder 
Th e holidays are coming, with lots of convivial occasions—fun for most, 
but distressing if you suff er from social phobia. 
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If you answer yes to three or more of the follow-
ing questions—and medications, substance 
abuse, a medical condition, or another emotion-
al disorder isn’t the cause of your symptoms—
you may have social phobia. If so, talk with a 
clinician or therapist about your concerns. 
•  Do you fear being in certain situations—

for example, performing or socializing with 
people you don’t know well—because 
you’re afraid you’ll do or say something 
embarrassing?

•  In these situations, do you experience symp-
toms of anxiety, such as palpitations, sweat-
ing, diarrhea, confusion, or (in severe cases) 
panic?

•  Do you believe that your fear of these situa-
tions is unreasonable or excessive?

•  Do you avoid social or performance situations 
whenever possible?

•  When you can’t avoid them, do you endure 
them with intense distress?

•  Does the problem seriously interfere with your 
daily routine, work, or social life, or do you 
feel distressed about having the problem?

Adapted from the American Psychiatric Association’s 
Diagnostic and Statistical Manual of Mental Dis orders, 
Fourth Edition (DSM-IV).

Do you have social phobia?
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perform ance reinforces worsening antici-
patory anxiety. Generalized social anxiety 
can produce a similar downward spiral: 
others feel ill at ease when they sense a 
person’s discomfort, and it’s natural to in-
terpret that discomfort as rejection that 
justifi es further social withdrawal. 

Who gets social anxiety disorder?
About 12% of U. S. adults—up to two-thirds 
of them women—will experience social 
phobia at some point in their lives, and 
7% have it at any given time. Social pho-
bia is the third most prevalent psychiatric 
disorder, behind substance abuse and de-
pression, and the most common anxiety 
disorder (which includes panic disorder, 
obsessive-compulsive disorder, generalized 
anxiety, situational anxiety, and others).

Social phobia typically starts in adoles-
cence, sometimes emerging in someone 
who’s been shy or socially inhibited since 
early childhood. Other times, chronic so-
cial fears develop aft er a particularly stress-
ful or humiliating episode. Symptoms can 
come and go depending on circumstances; 
for example, they may disappear during 
a marriage but re-emerge aft er the loss of 
a spouse. 

It’s not clear why some individuals are 
vulnerable to the disorder. Psychological 
experiments show that certain children 
are biologically vulnerable. As early as 
4 months old, they show a tendency to cry 
and shrink back from new situations and 
people. When strangers approach, their 

hearts beat faster and their pupils dilate—
signs of a stress response. 

Th ese responses persist into adulthood, 
according to a study in which positron 
emission tomography (PET) scans were 
performed on young adults. When they 
looked at the faces of strangers, partici-
pants who were classifi ed as behaviorally 
inhibited at age 2 showed much greater 
activity in the amygdala (a center of fear 
conditioning). In those judged to be extro-
verted as young children, the amygdala 
remained relatively quiet. Chronic fearful-
ness is also associated with irregularities in 
the activity of the neurotransmitters dopa-
mine and serotonin—and with high levels 
of corticotropin-releasing factor, a key ele-
ment in the stress response. 

In a recent brain imaging study spon-
sored by the National Institute of Mental 
Health, the brains of people with general-
ized social phobia—but not those without 
the disorder—showed increased activity 
in the amygdala as well as in brain regions 
involved in self-awareness when they read 
negatively critical comments about them-
selves (Archives of General Psychiatry, Oc-
tober 2008). Th e results suggest that people 
with social phobia may have a diff erent 
self-image, which could be a factor in their 
fear of being judged negatively by others.

What to do
Certain types of psychotherapy and several 
medications can be helpful in treating and 
managing social phobia. 

Social anxiety disorder continued
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Not everyone who suffers from frequent worry 
has an anxiety disorder. If you don’t have an anx-
iety disorder but think you worry too much, here 
are some things that might help. These strate-
gies may also benefi t people with social phobia 
or other anxiety disorders and can be used in 
addition to medications and psychotherapy: 

Relaxation techniques. You may be able to 
divert and refocus your attention with music 
or recorded relaxation exercises, mindfulness 
meditation, deep breathing, or visualization. 
For some exercises you can try on your own, 
visit www.health.harvard.edu/womenextra.

Regular exercise. Studies have found that 
exercise improves mood and modestly decreas-
es anxiety symptoms. How it helps isn’t exactly 

known, but researchers believe several factors 
are involved. Aerobic activity increases endor-
phins, natural body chemicals that reduce pain 
and improve mood. And exercising with a friend 
promotes social interaction as well. The kind 
of exercise is less important than its frequency. 
Aim for at least 30 minutes of moderate activity 
on all or most days.

Biofeedback. Biofeedback helps you become 
aware of your body’s stress responses and 
allows you to control them using relaxation and 
cognitive techniques. You can learn to do this 
with the help of a clinician experienced in bio-
feedback. She or he measures heartbeat and 
other functions and feeds them back to you in 
the form of sound or light.

What if you’re just plain worried?
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Psychotherapy. Cognitive behavioral therapy (CBT) is 
the most widely studied psychological intervention for the 
treatment of social phobia. It aims to correct ingrained pat-
terns of negative thinking and the behaviors it causes. As 
the name suggests, CBT has two parts. Th e cognitive thera-
py helps change habitual thoughts (“People will think what 
I say is stupid”) that prevent you from overcoming your 
fears. Th e behavioral element involves working to face those 
fears directly in anxiety-provoking situations. 

Th e therapist typically begins by asking you to record 
your thoughts and level of anxiety in various situations. 
Th en, you and the therapist discuss these thoughts, evalu-
ate how realistic they are, and work together to substitute 
more productive thought patterns. Th e behavioral compo-
nent involves a strategy called exposure, or desensitization, 
in which you face your fears—sometimes through role-play, 
sometimes by imagining and describing the situations that 
make you anxious. Your therapist may also ask you to put 
yourself in a real-life situation (like a party) that sparks your 
worst fears, to let you practice recognizing negative thoughts 
and exchanging them for more realistic ones. With repeated 
exposure, you may eventually become de sensitized to these 
fear-provoking situations. A related behavioral strategy 
teaches you coping skills for such situations. If parties are 
your worst nightmare, for example, you may work on con-
versational skills. CBT may also include learning relaxation 
techniques, such as deep breathing. 

A therapist-guided variation of exposure therapy, called 
exposure and response prevention, aims to not only desensi-
tize you to the feared situation but also prevent you from 
reacting with the usual avoidance behaviors. 

To fi nd a qualifi ed therapist in your area, contact the 
Anxiety Disorders Association of America, www.adaa.org, 
240-485-1001. Information about support groups and other 
resources is available on the Web site of the Social Phobia /
Social Anxiety Association, www.socialphobia.org.

Medications. As research uncovers the roots of anxiety 
in brain chemistry, anti-anxiety medications (see table) 
have become increasingly important, usually in combi-
nation with CBT. Typically, the fi rst choice is a selective 
serotonin reuptake inhibitor (SSRI), oft en with a benzo-
diazepine tranquilizer added to quell symptoms for the 
four to six weeks until the SSRI kicks in. Some dual (nor-
epinephrine and serotonin) reuptake inhibitor antidepres-
sants—including venlafaxine (Effexor) and duloxetine 
(Cymbalta)—are also eff ective. For people who have a lot of 
physical symptoms, such as heart pounding, a beta blocker 
may be prescribed.

Scientists continue to study new therapies and combi-
nations of therapies. For example, some clinical trials are 
testing the eff ectiveness of the antibiotic D-cycloserine in 
conjunction with CBT. Th e drug, normally used in higher 
doses to treat tuberculosis, is thought to interact with brain 
receptors involved in the fear response. (To fi nd out more 
about clinical trials, visit www.clinicaltrials.gov.)

During the holidays, try to avoid isolation, which only 
serves to reinforce social anxiety. But it’s okay to be selec-
tive. If small family or religious events are the least threat-
ening, stick with those. And be careful with alcohol—there 
are serious pitfalls in using it to ease your worries or boost 
your courage. Consider volunteering to help out in a food 
pantry or soup kitchen; it can do a world of good for others 
and may do the same for you. Leave time for relaxation. Eat 
a balanced diet, avoid caff eine, and exercise regularly, which 
can also help with managing weight and stress at holiday 
time. Finally, keep in mind that social phobia is likely to 
get worse if it’s not treated. If social fears are preventing you 
from fully participating in your life, seek therapeutic help. 
Yes, it may mean making an appointment with someone 
you’ve never met before. If necessary, enlist the help of a 
trusted friend or relative to take that step. Making this eff ort 
is a gift  you can give yourself. 

Medications commonly used for social phobia
Drug class Generic name (brand name) Common side effects

Selective serotonin reuptake inhibitors 
(SSRIs)

citalopram (Celexa), escitalopram (Lexapro), 
fl uoxetine (Prozac), fl uvoxamine (Luvox), 
paroxetine (Paxil),* sertraline (Zoloft)*

Nausea, diarrhea, headache, agitation, sexual 
problems, dry mouth, insomnia, vivid dreams, 
emotional fl attening, discontinuation symptoms 
such as dizziness, agitation, or irritability. Dual reuptake inhibitors (acting on 

both serotonin and norepinephrine)
duloxetine (Cymbalta), venlafaxine (Effexor)

Benzodiazepines alprazolam (Xanax), clonazepam (Klonopin), 
diazepam (Valium), lorazepam (Ativan), 
oxazepam (Serax)

Unsteadiness, drowsiness, cognitive impair-
ment, dizziness, headache. Can be addictive. 
Should be avoided by people with a history 
of substance abuse.

Azapirone derivative buspirone (BuSpar) Chest pain, dizziness, headache, nausea, 
drowsiness.

Beta-adrenergic blocker propranolol (Inderal) + Dizziness, fatigue, lowered blood pressure. 
Should be avoided in people with asthma. 

* FDA-approved specifi cally for social anxiety. + Taken for performance anxiety to suppress the physical symptoms of anxiety.
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 More than 1.5 million osteoporosis-related fractures
 occur each year in the United States, and nearly
 half of them are in the vertebrae, the bones of the 

spinal column. Vertebral fractures are twice as common as 
hip fractures; about 25% of postmenopausal women have 
had at least one. Unlike hip fractures, which almost always 
result from a fall, vertebral fractures usually involve little 
or no trauma. Vertebrae weakened by osteoporosis cannot 
withstand normal strain and pressure, so they may succumb 
to simple movement—bending over, turning quickly, or lift -
ing a window sash.

About two-thirds of vertebral fractures have no symp-
toms and may go undiagnosed until they’re found on an 
x-ray taken for some other reason. A single fracture may 
seem of little consequence, but having had one has long-
term implications, including a higher risk of new fractures. 
In a study published last year in Th e Journal of the American 
Medical Association, researchers for the Study of Osteoporo-
tic Fractures found that women with a history of vertebral 
fracture had a fourfold greater risk of experiencing a new 
one during the 15-year follow-up. Th ey also had a higher 
risk for other broken bones, especially hip fractures. 

Th e cumulative eff ect of multiple fractures can be devas-
tating. Chronic pain, disability, and diffi  culty engaging in 
normal activities of daily life can lead to isolation, problems 
with relationships, and emotional diffi  culties—including 
depression, which develops in 40% of people with vertebral 
fractures. Vertebral fractures also raise the risk of prema-
ture death, though not to the degree that hip fractures do.

As the population ages, the rate of osteoporotic fractures 
in general is expected to rise. Fortunately, we have more 
ways to manage these fractures than we had even 10 years 
ago, including procedures that relieve pain, shore up dam-
aged vertebrae, and reduce disability.

Consequences of vertebral fractures
A vertebra isn’t broken in the usual sense of the word. It 
doesn’t snap like a twig, or like a broken leg or arm. Instead, 
it collapses, the way a paper cup is crushed when you step 
on it. Th e common term for this kind of break is compres-
sion fracture. 

Th e resulting pain may be sharp or dull, and it may be felt 
at the site of the fracture or farther away in the sides or the 
abdomen. In many cases, there’s little or no pain, and the 
chief sign is gradual loss of height or stooped posture. Th e 
amount of height loss and deformity depends on the num-
ber, location, and severity of the fractures. 

Most people with vertebral fractures have one or two, 
commonly in the thoracic (mid-back) and sometimes in 
the lumbar (low back) region. One or two fractures are 
likely to produce a slight loss of height, but multiple frac-
tures can contribute to a rounding of the back known as 
dorsal kyphosis, or dowager’s hump. Caused by a number 
of factors, including degenerative changes in joints, disks, 
and bones, kyphosis can profoundly aff ect appearance, mo-
bility, and health. Th e spine becomes progressively more 
misaligned. Th e upper body is pitched forward and round-
ed. Th e space between the ribs and pelvis closes; the chest 
wall is cramped; and the abdominal organs get scrunched, 
causing the abdomen to bulge forward. In very severe cases, 
breathing may be diffi  cult, and digestion impaired. 

Cumulative compression fractures can cause almost as 
much physical and functional disability as hip fractures. 
Pain can become chronic as back muscles work harder to 
accommodate changes in the spine. A cane or walker may 
be needed, and riding in a car for more than a few minutes 
may become unbearable.

What to do about vertebral fractures
An x-ray of the spine can confi rm the diagnosis. Vertebral 
compression fractures in postmenopausal women are usual-
ly caused by osteoporosis, but occasionally they result from 
trauma, infection, or a cancerous tumor.

Treatment for painful fractures starts with over-the-counter 
analgesics such as acetaminophen (Tylenol), aspirin, or ibu-
profen (Advil or Motrin). Severe pain may require short-
term bed rest and stronger drugs, starting with low doses of 
opiates, such as oxycodone (OxyContin), oft en combined 
with acetaminophen. Prolonged bed rest should be avoided, 
as it can contribute to bone loss and other health problems. 

Treating osteoporotic fractures of the spine
Several options, from pills to procedures, can help ease pain and shore up bone. 

Anatomy of a vertebral fracture

When a vertebral fracture occurs, the vertebral body 
(the front portion of the vertebra) collapses on itself. 
One or two fractures can cause a loss of height; if 
several vertebrae collapse, it can result in a marked 
curvature of the spinal column. 

Normal 
vertebrae

Vertebral 
fracture

Vertebral body
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Ice or heat packs applied to the aff ected area of the spine 
may also help.

A back brace is usually recommended to help manage 
pain and stabilize the spine as it heals. Th e brace is designed 
to hold the spine straighter than usual, relieving pressure on 
the damaged vertebrae and reducing the chance of further 
collapse. Healing can take up to three months. Th e brace 
shouldn’t be used longer than that because it can weaken 
trunk muscles. Patients are usually encouraged to get gentle 
exercise, such as swimming or walking, as soon as they can 
tolerate movement. Eventually, they should add trunk mus-
cle strengthening to their routine.

Patients should be evaluated for osteoporosis with bone 
mineral density testing, and osteoporosis should be treated 
with standard osteoporosis drugs, such as the bisphospho-
nates alendronate (Fosamax), risedronate (Actonel), and 
ibandronate (Boniva). Bisphosphonates can help with acute 
pain, but their main benefi t is improved bone mineral den-
sity. Long-term, they can reduce the rate of new vertebral 
fractures by as much as 50%. Injectable bisphosphonates—
zoledronic acid (Reclast, Zometa) and injectable Boniva—
are an alternative for women who can’t take the oral form. 
Another bone drug, calcitonin (Miacalcin, Fortical), is less 
eff ective in improving bone mineral density but can pro-
vide some pain relief, although it’s not a substitute for anal-
gesics. Th e bone-building drug teriparatide (Forteo), given 
by injection, increases bone mineral density and lowers ver-
tebral fracture risk.

Procedures for treating vertebral fractures
Two minimally invasive procedures—vertebroplasty and 
kyphoplasty—involve the injection of a medical cement to 
stabilize compressed vertebrae. Introduced in the United 
States in the 1990s, they’ve become increasingly available for 
the treatment of fracture pain that doesn’t respond to more 
conservative therapy. According to Dr. John Pan, a radiolo-
gist at Boston’s Brigham and Women’s Hospital, bracing and 
analgesics are usually tried fi rst “to see if the fracture heals 
on its own. If it doesn’t and the person continues to have 
pain—usually aft er four to six weeks—that’s when the pro-
cedure is considered.” 

Th ere are very few controlled studies comparing the 
long-term eff ectiveness and safety of vertebroplasty and 
kyphoplasty—with each other or with conservative treat-
ment. It’s not clear whether either procedure improves spine 
stability or prevents fractures in the long run. But the main 
reason for these procedures is pain, and as many as 85% 
to 90% of people who undergo them experience immedi-
ate relief. A review of 21 studies involving 1,309 patients, 
published last year in the journal Pain Physician, found that 
both techniques reduced pain by more than 50%.

No one knows exactly how these procedures do that. One 
theory is that the pain is largely an infl ammatory response 
to the uneven distribution of mechanical forces caused 

by bone fragmentation. Th e cement is thought to help by 
restabilizing the vertebra, which reduces infl ammation and 
thus pain. It’s also possible that the cement destroys pain-
conducting nerve endings in the vertebra.

Before either procedure, MRI is usually performed to de-
termine if the patient is likely to benefi t. A good candidate is 
one whose MRI shows the presence of bone edema, or fl uid, 
which is associated with recent fracture. If bone edema is 
absent, that implies the fracture has healed and is not what’s 
causing the pain. An MRI can also help ascertain whether 
a disk, the spinal cord, or other soft  tissue is involved.

Both kyphoplasty and vertebroplasty are performed per-
cutaneously (that is, through the skin), oft en as day surgery 
and under conscious sedation. If the fractures are numer-
ous or severe, or the patient is older and in poor health—
or cannot tolerate lying on his or her stomach—general an-
esthesia may be used. Sometimes an overnight hospital stay 
is necessary. Here’s what’s involved: 

Vertebroplasty. Guided by computed tomography (CT) 
or fl uoroscopy (real-time x-rays), a specially trained radi-
ologist, neurologist, or orthopedic surgeon inserts a hollow 
needle through a small incision in the skin into the com-
pressed portion of the vertebra. When the needle is in place, 
she or he injects a surgical cement (methyl methacrylate), 
which has the consistency of toothpaste. It’s mixed with an 
agent that allows the physician to see its fl ow into the ver-
tebra. Th e cement hardens within about 15 minutes. Th e 
patient is monitored for two to three hours in the recovery 
room before going home. 

What is kyphoplasty?

A

B

Kyphoplasty is a two-step process. First, a tubelike device with a balloon 
at the end is inserted into each side of the collapsed vertebra (A). The 
balloons are then infl ated, creating a cavity and restoring vertebral height. 
The balloon is withdrawn and cement is injected, fi lling the cavity. (B). 

Vertebral fracture

Balloon inserted

Cement injected
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Kyphoplasty. In this procedure, which is also image-
guided and performed through tiny incisions in the back, 
infl atable balloons are inserted through tubes in both sides 
of the fractured vertebra (see illustration, page 5). Th e bal-
loons are infl ated, creating a cavity and restoring vertebral 
height. Th ey are then defl ated and withdrawn and the cavity 
is fi lled with cement. Th e procedure takes 30 to 60 minutes 
for each fracture and sometimes involves an overnight hos-
pital stay.

What are the risks?
In well-trained and experienced hands, vertebroplasty and 
kyphoplasty are generally quite safe. But anesthesia always 
creates risks, nerves can be damaged during needle place-
ment, and any procedure that involves cutting into the skin 
raises the possibility of bleeding and infection. 

Cement leaks can be a concern, but with real-time moni-
toring using CT or fl uoroscopy, the physician can spot them 
early and stop the injection. Th e main worry is that cement 
might leak into places where it could cause serious prob-
lems. In the spinal canal, for example, it can press on the 
spinal cord, or if it gets into the bloodstream, it can cause 
clots that travel to the heart and lungs. But these compli-
cations are extremely rare in the treatment of osteoporosis-

related vertebral fractures. (Compression fractures result-
ing from tumors, infection, or trauma can be trickier and 
have a somewhat higher complication rate.)

Selecting the right patients helps avoid complications. 
For example, someone with a compression fracture greater 
than 70% of the height of the vertebral body isn’t a good 
candidate for either procedure, says Dr. Pan, because there’s 
too little room for the needle and cement, and leaking be-
comes more likely. Another red fl ag is a compression frac-
ture on the spinal-canal side of the vertebra, where a cement 
leak could impinge on the spinal cord. 

Th e long-term eff ects of cement in a vertebra are un-
known; researchers are investigating the possibility that it 
increases the risk of fractures in adjacent vertebrae, possibly 
through a change in mechanical forces.

Some physicians think patients should undergo vertebro-
plasty or kyphoplasty as a fi rst choice, instead of waiting four 
to six weeks to judge the eff ect of pain medications, brac-
ing, and bed rest. But most believe that until we know more 
about the risks, benefi ts, and long-term eff ects of these pro-
cedures, trying conservative measures fi rst seems prudent. 
Finally, if you are considering one of these techniques, be 
sure that the hospital has extensive experience with it—and 
top-fl ight imaging equipment. 

in the journals

It’s little wonder that hot fl ashes have come to symbolize
 the downside of menopause. Th e sudden increases in
 body temperature that trigger fl ushing and night sweats 

can be disruptive and, in some cases, debilitating. In fact, 
recent evidence indicates that severe hot fl ashes may be 
more than a nuisance: they may be linked to increased risk 
for cardiovascular disease.

Since last year, three large-scale investigations have asso-
ciated hot fl ashes with risk factors for heart disease and 
stroke. Th e studies and their fi ndings are these:
•  Th e Women’s Health Initiative (WHI). In the Journal of 

the American Medical Association (April 4, 2007), WHI 
researchers reported the results of an analysis designed 
to determine whether the age at which women begin 
hormone therapy (HT) aff ects their heart disease risk. 
Researchers studied more than 27,000 postmenopausal 
women, ages 50 to 70, who were randomly assigned to 
take either HT or a placebo. Th ey subdivided these wom-
en into three groups: those with no history of hot fl ashes, 
those with mild hot fl ashes, and those who had moderate 
to severe hot fl ashes. Th e investigators found that the in-
creased risk of cardiovascular disease seen in women who 
were more than a decade out from menopause was large-
ly limited to women who continued having moderate to 
severe hot fl ashes. 

•  Th e Eindhoven Perimenopausal Osteoporosis Study. Th is 
large prospective investigation was initiated in the city of 
Eindhoven, the Netherlands, in the mid-1990s to iden-
tify factors associated with low bone density during the 
menopausal transition. Data collected from Eindhoven 
residents born between 1938 and 1948 have since been 
used to study other health conditions that aff ect women 
in midlife. In Hypertension (June 2008), researchers ana-
lyzed information from 5,523 Eindhoven study partici-
pants who answered questions about the frequency and 
intensity of hot fl ashes and night sweats. About half of the 
women had no symptoms, while the other half reported 
fl ushing, night sweats, or both. Th e researchers found 
that as these symptoms increased in severity, so did blood 
cholesterol, high blood pressure, and body mass index. 

•  Th e Study of Women’s Health Across the Nation (SWAN). 
SWAN Heart—one component of this nationwide study 
of the physical changes that occur during perimenopause 
(the handful of years preceding menopause)—examined 
the relationship between hot fl ashes and early, undetect-
ed heart disease. In Circulation (October 2008), SWAN 
Heart investigators reported the results of a study in-
volving 492 perimenopausal women who weren’t taking 
hormone therapy. Th e women completed questionnaires 
assessing their menopausal symptoms and underwent 

Studies fi nd a link between hot fl ashes and cardiovascular risk
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Low back pain is one of the most common physical
 complaints, aff ecting 80% of people at some time in
 their lives. Most back pain goes away on its own, but 

recurring or chronic back pain can disrupt daily activities 
and make it diffi  cult or even impossible 
to hold a job. Many diff erent nondrug 
strategies have been tried for the man-
agement of persistent back pain, but few 
have proven eff ective in the long run. 

Now, a new study has found that chron-
ic back pain suff erers can get some relief 
by practicing the Alexander technique
 —a rehabilitative discipline developed 
more than 100 years ago. Earlier studies 
had suggested benefi ts with the Alexan-
der approach, but this is the fi rst random-
ized trial to put it to the test. Results were 
published in the British medical journal 
BMJ (Aug. 23, 2008).

The idea behind the technique is 
that, over time, people develop bad 
postural and movement habits—for ex-
ample, slouching while at the computer 
or tightening neck or shoulder muscles 
while playing a violin—that interfere 
with normal neuromuscular coordina-
tion. Th e result is tension and pain. Alex-
ander teachers work one-on-one with 
students—oft en performers such as musicians or actors—
to help them develop greater awareness of these potential-
ly harmful habits and learn better ways to move and hold 
their bodies. Practitioners contend that repetition is needed 
to master the technique, so 20 or more sessions are usually 
recommended.

Researchers at the University of Southampton and the 
University of Bristol enrolled 579 adults with chronic back 
pain in a yearlong study comparing the eff ectiveness of mas-
sage, the Alexander technique, and clinician-prescribed ex-
ercise with normal medical care. Subjects were randomly 
divided into four groups: normal medical care, six massage 
sessions, six Alexander lessons, or 24 Alexander lessons. Half 
of each group was randomized to the exercise prescription. 

During the year of treatment, patients who received 24 
Alex ander technique lessons experienced only three days 
of back pain, compared with 21 days of pain for those re-
ceiving normal medical care and 14 days for those receiv-

ing massage. Interestingly, those who 
received just six Alexander lessons, plus 
the exercise prescription, experienced 11 
days of back pain over the course of the 
year, making this shorter course of Alex-
ander treatment (plus exercise) more ef-
fective than either massage or normal 
medical care—and almost as eff ective as 
24 Alexander lessons.

Th e Alexander technique was devel-
oped at the end of the 19th century by 
Frederick M. Alexander, an Australian 
actor looking to cure his recurrent voice 
loss. Aft er doctors found no physiologi-
cal explanation, Alexander observed a 
link between losing his voice and poor 
body mechanics. He was able to correct 
the problem through a set of strategies 
that became the central tenets of the 
Alex ander method. In 1937, a group of 
19 doctors wrote a letter to the British 
Medical Journal (now BMJ) in support 
of the technique, stating that they had 
observed “benefi cial changes in use and 

functioning” with the Alexander technique in their patients 
and in themselves. Th ey encouraged researchers to evaluate 
the practice for possible inclusion in medical school cur-
ricula. Despite this long-ago endorsement, there has been 
no good study until now of the long-term benefi ts of the 
technique. Other studies suggest it can improve respiratory 
function, reduce anxiety, and lessen disability from Parkin-
son’s disease, but there’s too little scientifi c evidence to rec-
ommend it for these purposes.

For more information about the Alexander technique 
and links to instructors and support groups, visit the Web 
sites of Alexander Technique International, http://ati-net.
com and the American Society for the Alexander Tech-
nique, http://alexandertech.org. 

Alexander technique helps relieve chronic back pain
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During an Alexander technique session, 
the teacher guides the student through 
simple movements such as sitting, bend-
ing, and walking. The goal is to develop 
healthier ways to move and hold the body.

ultra sound tests of arterial function and CT scans of their 
hearts. Th e investigators found that, as a group, women 
with hot fl ashes had signifi cantly greater calcifi cation of 
their aortic valves—and their blood vessels were less able 
to dilate as blood fl ow increased. Both changes are early 
signs of cardiovascular disease.
Th ese studies raise important questions: Are hot fl ashes a 

risk factor for heart disease or vice versa? What mechanisms 

might connect the two? Will quelling hot fl ashes improve 
cardiovascular risk or perhaps even reverse early heart dis-
ease? Until the answers are in, the best advice for women 
with severe or persistent hot fl ashes is to consider reviewing 
their cardiovascular risk factors with their clinicians—and 
to pay special attention to lifestyle practices that reduce the 
risk of heart disease and stroke, including exercise, weight 
control, and not smoking. 
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 Q Is there an age when a woman no longer 
needs a Pap smear?

A  Most women are used to getting a Pap test 
every year or two as part of their routine 

health care. A Pap test, or Pap smear, examines 
cells from the cervix to screen for cervical cancer 
or abnormal cells that could progress to cancer if 
left  untreated. 

Th e success of cervical cancer screening is ir-
refutable. Once, cervical cancer was the No. 1 
cause of cancer death for women in the United 
States. But today, it’s fallen to 10th place, largely 
because of Pap testing. Since 1950, the rate of new 
cases and the number of deaths from the disease 
have dropped by more than 50%. Still, an esti-
mated 11,070 cases of invasive cervical cancer will 
occur in the United States this year, and some 
3,870 women will die because of it. 

One reason Pap testing has been so eff ective is 
that invasive cancer develops from well-known 
and well-described changes in cervical cells. 
Th ese changes progress very slowly—over years 
to decades—from low-grade to high-grade. Th is 
long, predictable period of transformation per-
mits detection of cancer before it becomes inva-
sive, when it can be treated and cured. Cervical 
cancer is largely a disease of sexually active wom-
en. Experts believe that most, if not all, cases are 
caused by infection with specifi c high-risk strains 
of the sexually transmitted human papilloma-
virus (HPV). Th at’s why women aren’t targeted 
for cervical cancer screening until three years 
aft er they’ve become sexually active. 

Cervical cancer screening guidelines in this 
country are issued by three major organizations: 
the U. S. Preventive Services Task Force (USPSTF), 
the American Cancer Society (ACS), and the 
American College of Obstetricians and Gynecol-
ogists (ACOG). All three groups agree that a 
woman should have her fi rst Pap smear about 
three years aft er fi rst having sexual relations or 
at age 21, whichever comes fi rst. Aft er that, the 
guidelines diff er slightly in their recommenda-
tions for Pap test frequency. Th ere’s also disagree-
ment about the upper age limit for routine Pap 
tests. 

Th e USPSTF recommends that Pap testing be 
discontinued at age 65. Th e ACS advocates stop-
ping at age 70 if a woman has had three consecu-
tive normal Pap tests over the previous 10 years. 

And ACOG recommends that women talk to their 
clinicians about when to stop Pap testing, since 
there’s so little evidence to guide this decision. All 
agree that women who’ve had a total hysterecto-
my (including removal of the cervix) for a non-
cancerous condition may stop getting Pap tests. 

Th ere are no published studies about the eff ec-
tiveness of routine Pap testing aft er age 65, but 
there are a few points that physicians take into 
consideration. An average woman’s risk of hav-
ing precancerous changes on her Pap smear is 
greatest during her 20s and 30s and begins to 
decline about age 40. High-grade lesions—those 
most likely to progress to cancer—are rare among 
women over 65 who’ve had normal Pap tests. And 
although the death rate due to cervical cancer in-
creases with age, experts think that’s largely due 
to cervical cancer in women who haven’t been 
routinely screened in their younger years. 

Th e decision to stop screening is up to you 
and your clinician. If you’re at average or low risk 
(mostly a function of the number of sexual part-
ners you’ve had) and have been getting routine 
Pap tests—and the last three have been normal—
you can safely stop getting Pap smears aft er age 65 
or 70. If you haven’t been routinely screened be-
fore 65, you need a Pap test. Older women who’ve 
never been screened have the highest incidence 
of, and mortality from, invasive cervical cancer. 
Smoking is another risk factor. If you have be-
come sexually active with a new partner (which 
increases your exposure to HPV infection), it’s 
reasonable to continue Pap smears beyond age 65 
and to have a discussion with your clinician about 
HPV testing. (For more about HPV testing, visit 
www.health.harvard.edu/womenextra.)

Some women fi nd it hard to give up the rou-
tine of Pap testing, because it reassures them 
about their health. Talk to your clinician so you 
can agree on a screening schedule that makes you 
feel comfortable. Even if a Pap test is not done, 
many experts recommend a pelvic exam at regular 
inter vals, although evidence about this is lacking. 

Celeste Robb-Nicholson, M.D.
Editor in Chief, HWHW
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