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As you will see from the home page, my appearance has changed over the past few months and I will perhaps add a comment or two about that situation at the end of this newsletter.

In the meantime, the recent news about revised opinions on the Women's Health Initiative study has been most welcome.  The conclusions from the recent publications are moving in the direction that I had expected and have been the subject of previous writings by me on this website.  The authors conducted a subgroup analysis of the women who received oestrogen alone and their conclusion so far is that far from there being an increase in breast cancer risk, there may in fact be a decrease.  That conforms fairly well with my own personal view of the status of the risk of breast cancer on hormone replacement but they go further than that in raising doubts about systemic progestogen administration being a possible risk factor for increasing breast cancer incidence.  Again, I have previously reported on this and my information comes from three different sources.  It seems to be very much the case that the optimum for a woman if she wishes to receive hormone replacement and minimise her risk of breast cancer, would be to receive oestrogen and testosterone.  In fact, if one is to look again at the figures from my publication, one might even be tempted to conclude that the use of oestrogen and testosterone may be protective; if the two hormones reduce the incidence of breast cancer below that of population norms then it could be seen as being just that, ie protective against breast cancer.  In a recent visit, Professor Henry Berger dropped the hint that he might himself be sympathetic to this point of view.

The remaining open question is that of whether oestrogen can be seen to confer protection against the development of coronary artery disease and stroke (primary protection).  It is quite clear that secondary prevention, as is the case in someone who has previously had a stroke or heart attack, does in fact not work and should not be proposed.  In addition, there is now emerging another finding from WHI in that if a woman has not been exposed to oestrogen for some years, then she may become insensitive to oestrogen, and may thereby be left with a poor response in terms of benefit, while at the same time still running the risk of significant side effects.  There is emerging the phrase, "The window of opportunity".  This term refers to the period of time in which one can safely and successfully introduce hormone replacement after the menopause.  Just how long this window of opportunity exists is unknown but it is likely to be some years, perhaps 3 or 4.  If one is to start a woman on hormones after that window of opportunity has closed, then appropriate warnings should be voiced both about the safety of what you are doing and its effectiveness.  

In summary, it would seem that some sense is returning to the menopausal world in terms of conventional hormone replacement and hopefully soon we shall be able to 'kiss goodbye' to the recent panic stricken years.

Also on the academic publication front, I have published in January this year, with my friend, Roger McMaster-Fay, an article entitled "Laparoscopic hysterectomy and ureteric injury; a comparison of the initial 275 cases and the last 1000 cases using staples".  In this series of our total experience we would contend that the ureteric damage rates in our cases was 1.5% in the first 275 patients but only 0.1% in the subsequent 1000 cases.  We would contend that this is the lowest published rate in the world and emphasises the importance of finding an experienced surgeon to undertake your laparoscopic procedure and that laparoscopic hysterectomy in this regard compares very favourably with vaginal and abdominal hysterectomy.

The further publication is that of a case report entitled "Male-to-female transsexualism: Laparoscopic pelvic floor repair of prolapsed neovagina".  This refers to a unique procedure undertaken by Professor Alan Lam and me some years ago that we have now finally published.  It highlights the possibility that a male-to-female transsexual at a time remote from surgical reassignment can, like any other woman, develop vaginal wall prolapse.

That then brings me quite neatly on to my current personal situation.  For the whole of my life, I have known that I have had gender dysphoria and I finally decided last year to do something about my uncomfortable state of mind.  I carefully laid my plans to re-enter practice as Dr Rosemary and that started on March 14 2006.  My subjective experiences of the first few years of taking hormones has been most interesting and my further experiences as a "new woman" will one day make an interesting book I hope.  Perhaps at some stage later in this year I shall be tempted to write about how I see the early months of my transition.  My experiences have not deterred me in any way from being sympathetic to the problems that women experience in taking hormones and have made me much more empathic with my transsexual patients.  I am happy to report that so far all is going well for me in the practice and we have lost very few of our pre-existing patients.

This latest news refers to my transition from male to female while remaining in full time practice.  I do have files reproduced from newspaper articles that describe my situation in greater detail.  If there was enough interest in this transition, I would be encouraged to open up a separate page to devote to the subject.  That interest would have to be conveyed to me via the email address <rosie.j@internode.on.net>."
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