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From typical yearly vaccinations such as influenza and tetanus to SARS-CoV-2 and
monkeypox vaccinations, over the past 3 years, it has become apparent how crucial
vaccines are to our health and well-being.
With school starting back up and flu season right around the corner, now more than
ever, we should be scheduling vaccination appointments for ourselves and our children to help stop the spread of various infectious diseases.
According to the Centers for Disease Control and Prevention, pregnant women
should receive the influenza vaccine and the tetanus, diphtheria, and pertussis (Tdap)
vaccine.1 The organization stresses that it is safe for women to receive most vaccines
after giving birth and while breastfeeding.
However, some vaccines are not recommended during pregnancy, including the
human papillomavirus (HPV) vaccine; measles, mumps, and rubella (MMR) vaccine;
live influenza (nasal flu) vaccine; and varicella (chicken pox) vaccine, as well as
some travel vaccines such as yellow fever, typhoid fever, and Japanese encephalitis,
unless the benefits of the vaccines outweigh the risks, as determined by your health
care provider.
For children, the following vaccinations are recommended by a majority of governments and physicians, according to UNICEF: Bacillus Calmette–Guérin for tuberculosis; hepatitis B vaccine; poliovirus vaccine; DTaP for diphtheria, tetanus, and pertussis in younger age groups; Hib for Haemophilus influenza type b; pneumococcal for
pneumococcal diseases; rotavirus; MMR; and HPV.2
Although, the benefits of vaccines have been scientifically proven to outweigh the
risks through numerous studies, there is still skepticism and misinformation spread
about vaccines throughout the world.
Despite this, health care providers should stay vigilant in educating and disseminating the benefits and correct information regarding vaccines to their patients. It is up
to them, as well as national and international health organizations, to help fight the
spread of vaccine misinformation through patient education and outreach to make
the world a healthier and safer environment for everyone. 

Mike Hennessy Jr

President and CEO, MJH Life Sciences®
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Why vNOTES Makes Sense for My Patients
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growing adoption and the associated clinical outcomes from the point of view of both the
patient and the surgeon.
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GUEST EDITORIAL
by FRANCES GRIMSTAD, MD, MS; ELIZABETH BOSKEY, PHD, MPH, MSSW; AND JESSICA KREMEN, MD

Inclusion is not erasure

Antitransgender discourse reinforces attacks on reproductive rights

O

n June 24, 2022, the US
Supreme Court’s ruling in
Dobbs v Jackson Women’s
Health Organization ended
federal protection for abortion access,
allowing states to enact stringent
limitations on abortion services for
all individuals who can become pregnant. Although much of the public
discussion about abortion access has
appropriately focused on the erosion
of women’s fundamental rights, the
clinical reality is that pregnancy is
neither experienced solely by women
nor possible for all women.
Abortion is health care that
cisgender women and transgender
and gender-diverse individuals with
a uterus may need. Despite this fact,
public figures in medicine and the
lay media contend that inclusive
language is erasing women or forbidding the use of the word woman.1

Such mischaracterizations miss a
fundamental point: Rather than representing a threat to women’s rights,
an inclusive approach is needed to
advance the rights of all affected
individuals in post-Dobbs America.

As clinicians who are
cisgender women, we
believe that the inclusion
of transgender and gender
diverse individuals in
abortion advocacy does
not erase us, nor will
it erase our cisgender
female patients.
Inclusive language is terminology
that includes all affected genders (ie,
women and transgender individuals
who can become pregnant) and
encompasses all individuals who

FRANCES GRIMSTAD, MD, MS,
is director of the Transgender
Reproductive Health Program
at Boston Children’s Hospital in

might need medical care. For clinicians, using inclusive language when
discussing the loss of access to safe
abortion has become an essential
tool in delivering medical care
accurately, effectively, and respectfully. Transgender and gender-diverse
youth consistently identify fears about
clinicians’ views on sexual and gender
minority identities as a barrier to
engaging with routine medical care,
such as sexually transmitted infection
testing and Papanicolaou tests.2 Good
care starts with using terms that
reflect the patients who sit in front of
us in the exam room.
Use of inclusive language when
discussing access to abortion also
keeps us from losing sight of the
substantial barriers to accessing reproductive care that transgender
and gender-diverse individuals face.
These individuals have an elevated
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As clinicians who are cisgender women, we believe that the inclusion of transgender
and gender-diverse individuals in abortion advocacy does not erase us, nor will it
erase our cisgender female patients.
risk of unintended pregnancy and
high abortion utilization when
pregnant and lower rates of accessing
basic reproductive and sexual health
services than their cisgender peers.3,4
These disparities are compounded
by the effects of systemic racism for
transgender and gender-diverse
individuals of color.5 Insisting that
access to abortion is important
only for women threatens to more
deeply entrench existing inequities in
reproductive health
care access.

Dobbs v Jackson Women’s
Health Organization
Dobbs v Jackson Women’s Health
Organization is hardly a standalone
decision, but rather reflects an
increasingly pervasive political and
legal strategy of attempting to outlaw
or criminalize medical standards of
care. Since 2021, numerous states
have proposed or passed legislation
limiting or eliminating access to
gender-affirming care for transgender
youth and adults. Then, on June 27,
less than 3 days after the decision on
Dobbs was released, the Alabama
attorney general cited it multiple
times in a brief filed with the US Court
of Appeals for the Eleventh Circuit to
defend the state’s law classifying the
provision of gender-affirming care to
adolescents as a felony.
These recently enacted legal
restrictions on abortion and

8
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gender-affirming care are grounded
in the shared strategy of constraining
the bodily autonomy of those who
are not cisgender men, with the goal
of reinforcing normative expectations of how bodies should look
(cisgender) and function (reproduce).
Framing the use of gender-inclusive
language as detrimental to women’s
rights ultimately undermines the
legitimacy of the fundamental claims
regarding the importance of basic
reproductive health care access. For
many cisgender women, and some
transgender and gender diverse
individuals, this includes the right to
choose if, when, and how pregnancy
will occur. For many transgender and
gender -diverse individuals, this also
includes the right to access evidencebased and lifesaving gender-affirming
medical care.
Inclusive language isn’t solely of
benefit to transgender and genderdiverse individuals. Decoupling the
word woman from the assumption
of fertility is also affirming and supportive of cisgender women who are
unable to become pregnant. It is also
medically sound, which is why using
precise, accurate terminology is a skill
emphasized again and again during
medical training. Ignoring the variability in presentation of pregnancy—
that a man who is transgender may
become pregnant or seek pregnancy
termination—risks compromising the
ability to accurately assess and

treat patients, with potentially devastating consequences.
As providers of reproductive
and gender-affirming health care
to adolescents and young adults,
we see firsthand the ways in
which limitations on abortion and
gender-affirming care emerge from
a common foundational belief in
the unfitness of certain groups of
individuals to have bodily autonomy
and make decisions about their health
care. Historically, these rights have
most often been denied to those seen
as less than fully human, including
women, sexual and gender minority
individuals, people of color, and individuals with disabilities, groups who
often forcibly sterilized because their
reproduction was considered undesirable. By setting the rights of cisgender
women and those of gender-minority
individuals in opposition, discourse
that frames inclusive language as
antiwoman serves to erode the rights,
and the humanity, of both.

Fighting the good fight
As clinicians who are cisgender
women, we believe that the inclusion
of transgender and gender-diverse
individuals in abortion advocacy
does not erase us, nor will it erase our
cisgender female patients. We are
committed to fighting for the rights of
all cisgender and transgender patients
to safely access vital and lifesaving
medical care. We believe in using

September 2022
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language that accurately reflects the
concerns of our patients and affirms
who they are. Furthermore, we know
that the Supreme Court’s decision
to repeal access to safe abortion will
have devastating consequences for
more than just women.

Conclusion
To address the particular needs of
gender-diverse populations, there is
a need for improvement in physician
training and supporting systems,
such as electronic medical records.
Providers should work to put into
place the systems they need to
support the individual and systemic
medical and psychosocial stressors
more commonly experienced by
diverse populations.

Scientifically inaccurate, antitransgender rhetoric will not help against
unprecedented attacks on health
care access. Inclusive language does
not erase women. It does not forbid
us from discussing and centering
women’s rights. Talking about transgender and gender-diverse individuals’ reproductive health care needs
allows us to recognize the full scope
of patients whose lives and bodies
are at risk when abortion is outlawed
and the importance of fighting for the
well-being of all. 
REFERENCES
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Times. July 3, 2022. Accessed July 9, 2022.
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Improving
contraceptive care

for marginalized populations
Consider the needs of marginalized patients to promote equity
by CHARISSE LODER, MD, MSC; AND LEAH MITCHELL SOLOMON, MD

C

ontraceptive care is an
essential health service;
however, inequities will
persist until care provision
is designed to address the needs of
groups who have been marginalized.
Patients who come from groups who
have been marginalized, or pushed
to the periphery of society, are likely
to experience racism, discrimination,
and overall poor health outcomes.1
Research has uncovered disparities in
contraceptive use in the United States.2
Individuals who identify with groups
that have been marginalized are less
likely to use contraception in general,
and those who do use contraception are
less likely to use highly effective methods

10

(implant, intrauterine devices, or sterilization).2 Traditionally, contraceptive
care has focused on the need to prevent
pregnancy and unintended pregnancy,
rather than considering contraception
as a tool that can improve overall health.
However, it is important to expand the
scope of conversations around hormonal
contraception, which can be used as an
instrument that both prevents pregnancy
and treats a range of reproductive health
conditions.3 Contraceptive use may be
influenced by a number of factors, such
as patient education and knowledge,
insurance status, access to reproductive
health services, health system factors
(counseling, trust, satisfaction with provider, and access to same-day devices),

and structural factors (systemic racism,
laws, policies, and economic inequality).
Here, we focus on approaches to contraceptive care that can promote equity.
Obstetrician-gynecologists (ob-gyns)
providing contraceptive care must
understand the history of coercive
reproductive health care among
populations that have been marginalized and how this affects communities
today. In the 20th century, thousands of
individuals were coerced into sterilization based on their racial, gender, or
socioeconomic identities and/or ability
status.4-6 Even today, individuals from
marginalized groups report bias in
contraceptive care. According to findings from a study about contraception
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use in young individuals, participants
felt pressured to use long-acting
contraception and perceived provider
bias regarding their contraceptive
choices.7 Black women reported bias
and coercion in data from another study
about contraception in the postpartum
period.8 It is not surprising, therefore,
that patients and their families or communities may hold feelings of mistrust
regarding reproductive health care. We
must, then, incorporate this knowledge
into our contraceptive care and use
approaches to care that mitigate bias
and discrimination.

TABLE. Patient-Centered Approach to Contraceptive Counseling14
Establish
values and
goals

Do you think about becoming pregnant in the future?
How important is it for you to prevent pregnancy?
Can you share any values or beliefs that are important to you that
might help me in your care?

Use good
communication
skills

Make eye contact
Use active listening skills
Use open-ended questions
Summarize using patients’ language

Identify best
method(s)

What birth control method(s) have you used before and what did
you like/not like about it/them?
How often do you want to use your birth control method (daily/
weekly/monthly/every few months/with each act of intercourse)?
Are there adverse effects that you are concerned about?
Are there desired effects that you are looking for (reduced bleeding, improvement in pain, clearer skin)?

Establish plan
and conclude
visit

Provide clear, balanced information
Provide written resources
Start contraceptive method
Provide anticipatory guidance
Offer follow-up visit
Provide reassurance about discontinuation

How to approach
contraceptive counseling
Given this historical context, ob-gyns
who approach contraceptive care with
attitudes aligned with reproductive
justice and patient-centered approaches
will be well poised to care for patients
who have been marginalized. Reproductive justice supports the ability to parent
or not parent and to raise children in
sustainable environments.9 Health care
providers who practice with reproductive justice values are knowledgeable
about historical oppression, have skills
in leveling power differentials, and
work to combat barriers to reproductive autonomy. The American College
of Obstetricians and Gynecologists
(ACOG) supports adopting a reproductive justice approach to contraceptive
care.10 To do this, health care providers
must understand their own biases, which
they can initiate by completing an assessment such as the Implicit Association
Test and by attending unconscious bias
workshops or training.11
Next, providers should commit to a
lifelong approach of mitigating bias that
embraces self-reflection, normalizing
and destigmatizing bias, and exploring

September 2022

the lived experiences of patients while
breaking down power structures.12 This
often involves understanding one’s own
identity and the identities in the communities they serve, which are often
multidimensional. A reproductive
justice approach includes using cultural
safety skills—those that acknowledge
diverse beliefs by engaging patients in
humble and inquisitive conversation
about their needs.13 Finally, focusing on
the patient by eliciting their goals and
preferences and providing balanced
information can reduce bias, establish
trust, and promote reproductive justice
in contraceptive care (Table).14
Ob-gyns who apply the concept of
intersectionality to contraceptive care
may improve care for marginalized
communities. Intersectionality allows a
provider to consider how the inequalities

that patients of various identities face can
be compounded to create poor health
outcomes.15 In contraceptive care, intersectionality can help health care providers understand or support contraceptive
decision-making. For example, a provider may consider injectable contraception to be the best method for a patient
based on the patient’s preferences and
medical history. However, by inquiring
about their geographic location and
socioeconomic and parenting status, for
example, as well as their identity-based
experiences, the provider may realize
that the patient may not have adequate
transportation to the clinic or affordable
childcare, which would make it difficult
for them to return for regular injections.
Additionally, the patient may say that
their experiences with racism contribute
to their wish to avoid multiple visits to

CONTEMPOR ARY OB/GYN ®
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the health center. Therefore, this broader
understanding of the patient and their
experiences may lead the provider to
make a different recommendation
regarding contraceptive methods. With
the understanding that patients come
from unique cultures, backgrounds,
and communities, health care providers can use an intersectionality
lens to provide comprehensive
contraceptive care.

knowledge regarding availability of
reversible contraceptive methods. This
led to an increase in information-seeking
behaviors related to contraception use.20
Patients everywhere are increasingly
Access
turning to social media platforms such
Affordable
as TikTok, Instagram, and Twitter for
care
information—including regarding
ation
ic
their health.21 As we consider how
n
u
Oppression
Commskills
training
epidemics affect contraceptive
care, it will be important to use
Anti- Provider
racism
social media and engagement to
Advocacy
Cultural
safety
Creating an
improve education and access.
Commitment
Intersec
tionality
open dialogue
The Zika crisis in Puerto Rico
to diversity
Providers who engage in conversafurther exemplified the gains in
tions with community members and
contraceptive access that can be
leaders are well placed to understand
made when advocacy extends beyond
Community
engagement
barriers and facilitators to reproducthe individual patient-provider interactive health care and create an open
tion. The Z-CAN program was able to
provide contraceptive care to over 21,000
dialogue for advocating for change.
to exercise reproductive autonomy and
women, with over 20,000 receiving sameSeveral advocacy initiatives have
been successful at improving access
result in further marginalization.17
day provision of their contraception of
to reversible contraceptive methods
Additionally, these programs have not
choice.22 Expansion of contraceptive
for marginalized communities; these
coverage through the Affordable Care
considered how to approach access to
have focused on improving barriers to
LARC removal to ensure that all aspects
Act (ACA) was associated with improvecontraception such as lack of patient
of contraception are considered with an
ments in contraceptive refills and a
knowledge, cost, lack of provider
equity lens.18
decrease in births among commercially
In Puerto Rico, however, the Zika
insured women,23 but did not improve
training in provision of long-acting
reversible contraception (LARC), and
access for women without commercial
outbreak resulted in the initiation of
inability to provide same-day contrathe Zika Contraception Access Network
insurance. In recent years, contraceptive
ception. Contraceptive programs, such
(Z-CAN) program, which advocated for
coverage under the ACA has been under
as the Contraceptive CHOICE Project,
increased provider training of LARC
attack through policy changes such
have focused on improving access to
management, secured contraceptive
as the Supreme Court upholding the
reversible contraception among comreligious exemptions from the contraproduct donations, and negotiated
nominal pricing from pharmaceutical
ceptive mandate.24 Ob-gyns are uniquely
munities that have been marginalized,
with a goal of increasing the uptake
manufacturers.19 Innovative partnerpositioned to advocate on a national
16
ships between health care workers,
of LARC. This approach has some
level and affect policy decisions that
community leaders, and social media
disproportionately affect marginalized
concerns; for example, the focus on
LARC may impair the patient’s ability
influencers were also used to increase
populations. Presently, ACOG supports

TAKEAWAYS
AND
ACTION
ITEMS
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Recognize the
historical context
of contraceptive care for
marginalized
individuals.
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HEALTH CARE
INSTITUTION

Understand
intersectionality and how it
affects shared
decision-making
for contraceptive
care.

Identify
personal biases
through tools
such as the Implicit Association
Test.

Demonstrate
patient-centered
and reproductive
justice approaches to contraceptive care.

Incorporate
technological
innovation into
daily practice to
increase contraceptive access.

Advocate for
policy change
through local
and national
initiatives.
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continued access to both FDAapproved contraceptive options
without cost sharing and OTC
access to oral contraceptives without a prescription from a physician
or pharmacist.
The COVID-19 pandemic accelerated innovations in telehealth
and virtual care that can be used to
increase access to contraception.25
Though the expansion of telehealth services is a viable option
to increase access to contraceptive
services, it may not address issues
related to cultural concerns for privacy or lack of telecommunication
connectivity. Telehealth—whether
conducted in real time, through
interactive audiovideo communication, or asynchronously—allows
patients to forgo a physical exam
and reduce traveling distance and
travel-related costs. This is particularly important in areas of the
country that lack readily available
access to contraceptive providers
or where wait times for receiving
care may be prohibitive. Telehealth
services provide an opportunity
to access a provider remotely and
fill prescriptions closer to home
through a local pharmacy or mail
delivery service.3 Research findings
have uncovered concerns about
low use of telehealth for contraceptive visits among patients
identifying as Black or multiracial
compared with all other racial
identities.26 This is consistent with
health service data showing lower
telehealth usage for preventive
care among individuals living in
marginalized areas.27 There are
several concerns about the use of
telehealth, such as inequities in
accessing the necessary devices
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or high-speed internet required
for 2-way audiovisual communication, discrepancies in reimbursement for telehealth visits,28 and lack
of formal telehealth training for
providers. Prior to the pandemic,
reimbursements for telehealth
visits by the Centers for Medicare
& Medicaid Services were limited
to 2-way audiovisual communication. Since the pandemic, restrictions for reimbursement of some
telephone-only encounters have
been waived, allowing health care
providers to be compensated for
visits completed via telephone.29
Formal training can equip providers with tools to establish rapport
in the virtual setting and education
on common pitfalls encountered
with telehealth.

Conclusion
Improving contraceptive access
for marginalized populations
is a complex and multifaceted
challenge that calls for innovative approaches. It requires that
ob-gyns first examine their own
biases alongside the historical
context of the development of
contraception in the United States,
which often involved coercion of
marginalized individuals. Using a
patient-centered framework and
cultural safety approach is the
first step in increasing access to
contraceptive services. The role
of the ob-gyn is constantly evolving and requires that we serve as
advocates for our patients in the
exam room and at the national
level through policy changes that
directly impact them. 
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Updates on
emergency
contraception
by MICHELLE F. MEGLIN, MD; AND CHRISTINE R. ISAACS, MD

N

early half (45%) of all pregnancies
in the United States from 2015 to
2019 were unintended.1 The majority of such pregnancies occur in
patients who are not using contraception or are
inconsistently using contraception. Emergency
contraception is treatment to prevent pregnancy
after unprotected vaginal intercourse or when
there has been a contraceptive
failure, and has an important
role in reducing unintended
pregnancy. 2 Unfortunately,
patients are likely to receive of pregnancies
inaccurate information about in the United
emergency contraceptive pills States from 2015
from retail pharmacies.3 Addi- to 2019 were
1
tionally, significant gaps exist unintended.
in training and knowledge of
emergency contraception among obstetricsgynecology and family medicine residents.4 For
these reasons, as well as the concerns stemming
from anticipated changes in the legal options
for reproductive health care across the United
States, clinicians must remain vigilant about
their knowledge being up-to-date to dispel misinformation and help patients make informed
decisions (Table 1 and Table 2).5-12

45%

CONTEMPOR ARY OB/GYN ®

13

CONTRACEPTION
PEER-REVIEWED

TABLE 1. Types of Emergency Contraception5-12

Method

Brand
names

Timing after
unprotected
intercourse Efﬁcacy

Primary
mechanism
of action

Oral levonorgestrel 1.5 mg,
single dose

Plan B
One-Step

Up to 72 hours
(3 days)

Delays
ovulation

Multiple
generic
options

Prevents 84% of
unexpected pregnancies
2.2% pregnancy rate
(unexpected pregnancy
rate of 5%-8% without EC)

Access
OTC
No restrictions based
on age or gender
Cost: $40-$50

Oral ulipristal acetate 30 mg,
single dose

Ella

Up to 120
hours (5 days)

1.4%-1.9% pregnancy rate

Delays
ovulation

Requires prescription

Copper T 380A IUD

ParaGard

Up to 120
hours

0%-0.5% pregnancy rate

Prevents
fertilization

Requires ofﬁce visit
for insertion
Variable cost and
insurance coverage

Levonorgestrel 52-mg IUD

Mirena
Liletta

Up to 120
hours

0.3% pregnancy rate

Prevents
fertilization

Requires ofﬁce visit
for insertion
Variable cost and
insurance coverage

Combination oral contraceptive
pills: 100 µg ethinyl estradiol and
0.5 mg levonorgestrel followed by
second dose in 12 hours

Yuzpe
regimen

Up to 120
hours

Prevents 56%-89% of
unexpected pregnancies

Delays
ovulation

Requires prescription

EC, emergency contraception; IUD, intrauterine device; OTC, over the counter.

FDA-approved emergency
contraception
Two FDA-approved emergency contraceptive pills (ECPs) are available in
the United States: oral levonorgestrel
1.5 mg as a single dose (Plan B OneStep or generic equivalents) and oral
ulipristal acetate 30 mg as a single dose
(Ella). 5,6 The 2-dose levonorgestrel
regimen is no longer manufactured.
ECPs are not indicated in the setting
of known pregnancy, but do not harm
or disrupt an existing pregnancy if
inadvertently taken. A urine pregnancy
test is not required prior to administration of ECPs and there are no absolute
contraindications. Specifically, ECPs

14

CONTEMPOR ARYOBGYN.NE T

are acceptable in patients with medical
comorbidities such as cardiovascular
disease, a history of venous thromboembolism, or a history of ectopic
pregnancy. Women who are lactating
may also safely take oral levonorgestrel.
ECPs may be less effective in patients
with obesity (> 75 kg) or a history of
malabsorptive bariatric surgery, but
there are no safety concerns regarding
these populations.7,8 Both ulipristal
and levonorgestrel can cause nausea;
if vomiting occurs within 3 hours of
taking an ECP, another dose should
be administered.7
Single-dose oral levonorgestrel
may b e t a ke n w i t h i n 7 2 h ou rs

(3 days) of unprotected intercourse
or contraceptive failure. It is available
over the counter to individuals of any
age or gender without a prescription
or an ID being required.9 The primary
mechanism of action is prevention of
ovulation. The drug may also alter the
endometrium to inhibit implantation
but is not effective once implantation
has occurred. Single-dose levonorgestrel prevents up to 84% of expected
pregnancies and is more effective the
sooner it is taken after unprotected
intercourse or contraceptive failure.
It will not affect long-term fertility
and patients may resume or start hormonal contraception without delay.
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Levonorgestrel is typically well tolerated, but adverse effects include menstrual changes, nausea, vomiting, lower
abdominal pain, fatigue, headache,
dizziness, and breast tenderness.5
Single-dose oral ulipristal acetate
is available by prescription only and
may be taken up to 120 hours (5 days)
after unprotected intercourse or contraceptive failure. Ulipristal acetate
is a progesterone agonist/antagonist
that postpones ovulation. In clinical
trials, the expected pregnancy rate of
5.6% without emergency contraception was reduced to 1.9% with
ulipristal acetate.6 When compared
with levonorgestrel, the pregnancy
rate was lower with ulipristal acetate
(1.4% vs 2.2%).10 After taking ulipristal
acetate, patients should delay initiating
or resuming hormonal contraception
for at least 5 days because exogenous
progesterone may reduce ulipristal
acetate’s ability to delay ovulation.
Patients should use barrier methods
until their next menses. 5 Lactating
patients should be counseled to express
and discard breastmilk for 24 hours
after taking ulipristal acetate as its
excretion in breastmilk is highest in the
first 24 hours.7 As with levonorgestrel,
common adverse effects of ulipristal
acetate include headache, abdominal
pain, nausea, dysmenorrhea, fatigue,
and dizziness.6

Methods without FDA
labeling for emergency
contraception
The Paragard intrauterine copper
contraceptive (CuT380A) and highdose combination estrogen and
progesterone regimen (Yuzpe method)
have been used for many years for
emergency contraception. 7 More
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TABLE 2. Beneﬁts and Risks of Emergency Contraception5-12
FDA approval
for use as EC

Method

Beneﬁts

Limitations

Oral levonorgestrel 1.5 mg,
single dose

Can resume or
start hormonal
contraceptive
without delay

Decreased efﬁcacy in patients with obesity
(> 75 kg) or history of malabsorptive bariatric surgery

Yes

Oral ulipristal
acetate 30 mg,
single dose

Effective up to
120 hours after
unprotected
intercourse

Resumption or initiation of
hormonal contraception
should be delayed for 5 days

Yes

Most effective
form of EC

Signiﬁcant barriers to timely
access

Long-term
contraception

Many patients prefer levonorgestrel IUD over CuT380A
IUD

Long-term
contraception

Signiﬁcant barriers to timely
access

Copper T 380A
IUD

Levonorgestrel
52-mg IUD

Decreased efﬁcacy in patients with obesity or history
of malabsorptive bariatric
surgery
No

No

Limited data for use as EC
Combination oral
contraceptive pills
(Yuzpe method)

Signiﬁcant nausea and
vomiting

No

EC, emergency contraception; IUD, intrauterine device.

recently, there is evidence that the
52-mg levonorgestrel-releasing intrauterine system (Mirena) is effective
for emergency contraception as well.11
Neither method has FDA labeling for
emergency contraception.
The Yuzpe method comprises a
dose of 100 µg of ethinyl estradiol and
0.5 mg of levonorgestrel taken together,
followed by a second dose of both
hormones in 12 hours. This regimen
is not sold as an emergency contraceptive product but consists of a variety
of typical combination hormonal
contraceptive pills. Patients using the
Yuzpe method are significantly more

likely to have nausea and vomiting
than those taking single-dose ECPs.
This regimen prevents 56% to 89% of
unexpected pregnancies.10
The CuT380A intrauterine device
(IUD) has been used for emergency
contraception for over 20 years. It can
be inserted up to 120 hours after unprotected intercourse or, if the timing of
ovulation is known, more than 5 days
after unprotected intercourse if insertion occurs no later than 5 days after
ovulation.7 Its primary mechanism is
preventing fertilization by impairing
sperm viability and function and
it may also prevent implantation if
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fertilization has already occurred. It is
the most effective form of emergency
contraception, with pregnancy rates
of 0% to 0.5%. 10 Prior to inserting
CuT380A, the health care provider
must be reasonably certain that the
patient is not already pregnant. Other
contraindications to insertion are acute
pelvic inflammatory disease, uterine
abnormality resulting in distortion
of the uterine cavity, endometritis in
the past 3 months, and known uterine
or cervical malignancy. A significant
benefit of this IUD is that it can remain
in place for 10 years as a long-term
contraceptive method.12 However, use
of the device for emergency contraception is limited by patients having to
undertake an office visit for insertion
within 5 days of unprotected intercourse, as well as by cost and insurance coverage; additionally, patients
frequently prefer the levonorgestrel
IUD over the copper IUD.11
The levonorgestrel IUD is the most
common IUD selected for long-acting
contraception in the United States. A
recent noninferiority trial randomly
assigned patients to the levonorgestrel 52-mg IUD or CuT380A for
emergency contraception within
120 hours of unprotected intercourse.
The levonorgestrel IUD was noninferior to the CuT380A , with pregnancy
rates of 0.3% and 0%, respectively.
Similarly, retrospective data suggest
the levonorgestrel IUD functions as
emergency contraception.11 To date,
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KEY
POINTS

Emergency contraception is safe and effective with very few
contraindications.
Emergency contraception does not cause abortions and does not
impair future fertility.
The ParaGard intrauterine copper contraceptive is the most effective
form of emergency contraception.
Single-dose oral levonorgestrel 1.5 mg is safe and is available for
purchase without any restrictions.
Ulipristal acetate is a progesterone agonist/antagonist, available by
prescription and slightly more effective than oral levonorgestrel.

the American College of Obstetricians
and Gynecologists, Society of Family
Planning, and the Centers for Disease
Control and Prevention have not
made recommendations regarding
the use of the levonorgestrel 52-mg
IUD for emergency contraception;
in contrast, Planned Parenthood’s
patient education materials include
it as an option.13 It is unclear whether
use of the levonorgestrel IUD for
emergency contraception will become
widely accepted.

Conclusion
Several options are available for
patients who are at risk for unintended pregnancy due to unprotected
intercourse or contraceptive failure.
Emergency contraception is safe and
has very few contraindications. It does
not cause abortion and does not reduce
future fertility. Discussing emergency
contraception should be part of all
well woman preventive health care

encounters, but particularly with
patients who are at risk for unintended
pregnancy including those who are
not using contraception, those using
a less reliable form of contraception,
or those who may lose access to their
contraception options. Although the
copper IUD remains the most effective
option for emergency contraception
and can be inserted up to 5 days after
unprotected intercourse, single-dose
oral levonorgestrel 1.5 mg is safe, has
no contraindications, and is available
for patients to purchase without any
restrictions due to age, gender, or
insurance status. 
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Reproductive health care for
adolescents with disabilities
requires special consideration
Despite a painful history, equitable care is imperative
by SUSAN ERNST, MD; MONICA WOLL ROSEN, MD; AND ZOE STUKENBERG, BA

A

ccording to the Centers
for Disease Control and
Prevention (CDC), there
are over 12 million children
and adolescents aged 3 to 17 years with
a diagnosed developmental disability.1
This number is growing, with the CDC
reporting an increased incidence of
developmental disabilities in children
and adolescents from 16.2% between
2009 and 2011 to 17.8% between 2015
and 2017.2 Although adolescents with
disabilities make up a significant
portion of obstetricians and gynecologists’ patient panels, specific training
on the best care for this population is
often lacking.3
The reproductive health care of

adolescents with disabilities has been
fraught with a painful history—including
forced sterilization, which has lasting
impacts on patients to this day. A recent
study found that 15- to 40-year-old
females with physical or sensory disabilities are at an increased risk of sterilization (odds ratio, 1.36; CI, 1.03-1.79)
after adjusting for age, race, ethnicity,
marital status, insurance, parity, and
self-reported health.4 Additionally, the
disproportionate incidence of sexual
violence against children with disabilities is staggering.5 Recent research
suggests that children with disabilities
are 3 times as likely to experience sexual
violence as those without disabilities,
with the highest rates of violence

occurring between aged 12 and 15
years.6,7 Furthermore, adolescents with
disabilities receive inadequate sexual
education and counseling regarding
contraception and experience higher
rates of sexually transmitted infection
and unplanned pregnancy.5 Finally,
even in the past 2 decades, it has been
well documented that patients with
disabilities are less likely than their
peers to receive appropriate breast and
cervical cancer screening.8 Figure 1
provides a comprehensive description
of the sexual and reproductive health
disparities that affect adolescents with
disabilities. It is imperative that providers
better understand how to care for this
patient population so that all patients

SUSAN ERNST, MD, is an associate

MONICA WOLL ROSEN, MD,

professor of obstetrics and gynecology

is an assistant professor of

ZOE STUKENBERG,
BA, is a medical student

at Michigan Medicine in Ann Arbor. Ernst

obstetrics and gynecology at

at the University of

specializes in reproductive health care for

Michigan Medicine in Ann Arbor.

Michigan Medical School

adolescents and women with disabilities,

Rosen specializes in pediatric and

in Ann Arbor.

adolescent gynecology, and college health.

adolescent gynecology.

SEPTEMBER 2022

CONTEMPOR ARY OB/GYN ®

17

GYNECOLOGY

PEER-REVIEWED

FIGURE 1.

Reproductive Health Disparities in Adolescents
Higher rates of
sexually transmitted
infections

Unmet needs for
contraception

Decreased
pre-conception
and pregnancy
counseling

Higher rates of
sterilization

Reproductive
health disparities
in adolescents
Higher rates
of physical and
sexual abuse
Lower rates
of cervical and
breast cancer
screening

FIGURE 2. Barriers to Accessing Health Care
for Adolescents With Disabilities

Facilities, exam tables,
mammography
equipment are
Physical
inaccessible.

Patients are not
treated with respect
or listened to.

Health care
provider
attitude

are treated with the dignity, respect, and
compassion they deserve.

General approach to
patients with disabilities
According to the American College
of Obstetricians and Gynecologists
(ACOG), “excellent gynecologic health
care for women and adolescents with
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Stigma/
societal
beliefs
Limited
provider
training

Patients with
disabilities experience
embarrassment and
shame.

Eighty-one percent
of medical students
have no training in
disability care.

disabilities is comprehensive; maintains confidentiality; is an act of dignity
and respect toward the patient; maximizes the patient’s autonomy; avoids
harm; and assesses and addresses
the patient’s knowledge of puberty,
menstruation, sexuality, safety, and
consent.”9As demonstrated in Figure
2, adolescent women with disabilities

face several interrelated barriers to
this excellent gynecologic health care.
Many of the most critical aspects of
providing quality care to adolescents
with disabilities are not groundbreaking techniques but rather, commonsense practices that empower patients
to be active participants in their own
health care. It is imperative that the provider assess the patient’s competence
and ability to communicate without
making assumptions that caregivers
should speak on behalf of the patient.
This can sometimes be met with discomfort from well-intentioned families
who are accustomed to having a large
amount of control over an adolescent’s
life. However, it is essential to provide
health care in a way that gives maximal
autonomy to the patient based on age
and level of competence—not the
comfort of family members.
Speaking directly with patients in
an adult tone and working to establish familiarity and rapport can also
improve care in patients with disabilities. Furthermore, it is beneficial to ask
adolescents how they communicate
best and be willing to engage with
assistive devices. It is crucial to provide
an environment that minimizes sensory strain for patients with intellectual
disabilities to promote engagement. It
is also necessary to assess the physical
disability of adolescents and pursue
creative options to ensure that they
have equitable access to gynecologic exams and procedures if they
are indicated.
The physical, mental, and emotional
changes that adolescents with disabilities experience during puberty
will be largely similar to those of their
nondisabled peers. It is important to
normalize and anticipate these changes
with patients and their families in
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addition to understanding the special
considerations discussed below.

Special considerations in
this population
For most adolescents with disabilities,
the process and pattern of menstruation
vary little from those of their peers. No
matter the timing of puberty, ideal
sexual health care of adolescents
with disabilities involves anticipatory
guidance that begins before menarche,
when breast development begins.
Specific disabilities that can be
anticipated to affect the tempo and
timing of puberty include PraderWilli syndrome and spina bifida.
Patients with Prader-Willi syndrome
often experience delayed or incomplete
puberty with sustained irregular menstruation.10 Patients with spina bifida,
especially those with myelomeningocele, may experience central precocious
puberty and require prompt referral to
a pediatric endocrinologist to minimize
unwanted side effects.11 There is conflicting evidence on the timing of puberty
in adolescents with autism spectrum
disorder (ASD), with a recent study
suggesting that there is no statistically
significant difference in pubertal timing
for adolescents with ASD compared with
the rest of the population.12
During puberty, patients may have an
increased sense of separation from their
peers, which can result in challenges
with friendships and social isolation.13
Normal mood changes during puberty
may be especially challenging for
patients with disabilities, who may
already be struggling with emotional
regulation, communication, and ageappropriate behavior.
MENSES MANAGEMENT
Physical interventions required for
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FIGURE 3.

Concerns Surrounding
Menstrual Suppression in
Adolescents With Disabilities

Behavioral
changes
Menstrual
suppression

Hygiene

Caregiver
burden

monthly menstruation, such as pads
or tampons, might be difficult or impossible for adolescents with certain disabilities to use. Menstrual suppression
is therefore one of the most common
reasons patients with disabilities seek
gynecologic care. In a retrospective
study of 300 adolescents with developmental disabilities ranging in age
from 7 to 19 years, the main reason
patients sought care was menstrual
suppression, followed by hygiene and
caregiver burden14 (Figure 3). Patients
with cognitive or physical impairments
who make appointments for pubertal
anticipatory guidance typically present
13.5 months prior to menarche,15 with
more than half of families describing
potential behavior changes as their
main concern.
It is important to note that menstrual
suppression is not recommended prior
to menarche, according to ACOG’s Committee on Adolescent Healthcare.9 As
with all patients, menstrual suppression
plans should be individualized following discussion of all options (pill, patch,
ring, shot, implant, intrauterine device
[IUD]) and elucidation of adolescent

preference. Families will sometimes ask
about surgical options for menstrual
suppression (hysterectomy) but these
should be reserved only for medically
indicated reasons such as cancer or
when all other treatment options have
been exhausted. According to ACOG,
endometrial ablation is never recommended for menstrual suppression in
adolescents. Setting expectations with
families is a crucial component of menstrual management for adolescents with
disabilities. Families may be unaware
that surgical treatment to permanently
end menses will not affect the mood
changes that occur with menses.
Additionally, it is important to
emphasize that complete amenorrhea
may be difficult to achieve with medical
management. All menses management
methods have benefits and drawbacks;
see Figure 4 for an overview of factors
to consider when deciding on the best
method to use.
Previously, the most popular contraceptive method for adolescents with
disabilities was depot medroxyprogesterone acetate (DMPA) because of its
injection form and possible resultant
amenorrhea with long-term use. 13
However, because DMPA is associated with loss of bone mineral density,
other forms of contraception without
this side effect are often considered
first line today. Oral contraceptive pills
(OCPs), hormonal transdermal patches,
and levonorgestrel IUDs are safe and
common agents for menstrual suppression in adolescents with disabilities.14
Amenorrhea is often achieved via continuous hormone therapy (with OCPs or
transdermal patches) or levonorgestrel
IUD placement. In a 2021 study, of
30 patients with disability who desired
hormonal management of menses,
30% had an IUD placed, 30% chose
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FIGURE 4. Considerations in Menses Management

Options for Adolescents with Disabilities
Treatment
Combined oral
contraceptive pills
Contraceptive patch

Contraceptive ring

Disability considerations
If immobile: risk for VTE
Interferes with certain antiepileptic drugs (AEDs)
If immobile: risk for VTE
Patient can remove from skin
Placement by others (privacy)
Interferes with certain AEDs

Oral progestin

Breakthrough bleeding

Medroxyprogesterone
acetate

Weight gain in obese teens

Progesterone implant

LNG-IUD

Endometrial ablation

Hysterectomy

Bone mineral density loss with long-term use
Breakthrough bleeding
Might pick at device
Insertion is challenging and may require anesthesia
Variable amenorrhea
No data on use in adolescents
Legal and ethical implications
Major surgery
Legal and ethical implications

AED, antiepileptic drug; LNG, levonorgestrel; IUD, intrauterine device; VTE, venous thromboembolism.

OCPs, and 20% chose oral progestin.
Ninety-six percent were satisfied with
their final bleeding pattern and 50%
achieved amenorrhea.15 The remaining
20% of patients who chose not to begin
hormonal management of menses
demonstrate that providing education
and resources prior to menarche can
equip patients and their families to
manage menses without medication.
It is important to mention the small
but well-supported increased risk of
venous thromboembolism (VTE) with
estrogen-containing contraceptive
methods. The population of adolescents
with disabilities includes many with
limited mobility, wheelchair dependence, or other baseline risk factors
for VTEs. Data from 2019 suggest that
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adolescents with disabilities, however,
sometimes requiring intravenous (IV)
sedation or general anesthesia in the
operating room (OR) for placement.
A recent study looking at 159 females
under 22 years who had disabilities
found that of 189 IUDs placed in
this population over 10 years, 96% of
insertions were done in the OR. Continuation rates were high, with 95% of
patients keeping their IUD at 1 year and
73% at 5 years.15 It is also not uncommon to combine IUD insertion with
other medical procedures requiring
IV sedation or the OR. Cervical cancer
screening (Papanicolaou test) at the
time of insertion is recommended
if appropriate.
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patients with cerebral palsy are at an
increased risk of VTE whether they
are ambulatory or not. 16 Although
VTE is incredibly rare in adolescents
(estimated 0.07/10,000 children < aged
18 years),17 we recommend weighing
each patient’s specific risk factors and
opting for progestin-only options for
menses management in patients with
multiple risk factors.
According to ACOG’s practice
bulletin on noncontraceptive uses of
hormonal contraceptives, data show
that levonorgestrel IUD placement
and endometrial ablation have similar
reductions in menstrual blood loss up to
24 months, supporting the effectiveness
of IUDs in menses suppression.18 IUD
insertion can prove more challenging in

SEXUAL HEALTH EDUCATION
Sexual health education can be challenging and uncomfortable for all
adolescents, and this is no different for
patients with disabilities. For centuries,
incorrect beliefs about adolescents with
disabilities, including a presumed lack
of sexual desire/activity, and lifelong
infantilization led to neglect of sexual
health in this population. Sexuality
education is still often overlooked in
this population, and adolescents with
disabilities receive far less of it than their
peers despite being at an increased risk
of poor sexual health.19
Discussions with patients can help
providers assess patient understanding, knowledge, and attitude toward
sex and sexual development. Providers
should educate adolescents on a wide
variety of topics, including the anatomic
and physiologic changes of puberty,
sex and sexual development, gender
identity, healthy relationships, safe
online practices, consent, and sexual
abuse (Figure 5). Although these topics
can be time-consuming to discuss, they
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can have a profound positive impact on
adolescents whose sexuality is often
ignored. Help from other providers
(nurse practitioners, social workers,
sexual health educators) can ensure
that patients get adequate age- and
development-appropriate teaching. It
is imperative to assess an adolescent’s
level of cognition, and have at least
some discussions of sexual health privately, without the presence of family,
if deemed appropriate. In today’s era
of virtual visits, it can be challenging to
ensure this level of true privacy. Office
visits, where both patients and providers
can be confident in the privacy of the
exam room, may be superior for visits
regarding sexual health education.
Teens with disabilities can be vulnerable to abuse and exploitation because
of social isolation and restrictions on
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FIGURE 5. Components of
Sexual Health Education
Physiologic changes
in puberty
Sex and sexual development
Gender identity
Healthy relationships
Safe online practices
Consent
Sexual abuse

their reproductive rights. If apt, it is
important to discuss with patients what
types of touching are inappropriate
and to develop a plan they can carry
out if they do experience inappropriate

touching. In the era of constant online
connectedness, both patients and
families must be involved in discussing
ways to ensure online communication
is consensual, safe, and appropriate.

Conclusions
As health care providers, we are
uniquely positioned to be involved with
and improve the reproductive health
care and education of patients with
disabilities. It is imperative that we treat
all patients equally, offering all sexual
and reproductive services regardless
of whether a patient has a disability. 
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FDA approves Myfembree
for endometriosis pain
by MORGAN PETRONELLI

M

yovant announced
the US Food and
Drug Administration (FDA) has
approved relugolix
combination tablets (Myfembree;
Myovant Sciences and Pfizer) for
the treatment of moderate to severe
endometriosis-associated pain.1
Previously, relugolix was only
approved for the management of
uterine fibroid-related heavy menstrual
bleeding in premenopausal women.2
“This approval is an important milestone reflecting Pfizer and Myovant’s
commitment to women’s health in areas
of significant unmet need,” said James
Rusnak, MD, PhD, senior vice president and chief development officer of
internal medicine and hospital, global
product development, at Pfizer. “We
look forward to making Myfembree
available to women with endometriosis
and broadening their options in managing this complex disorder.”
The FDA’s decision is supported by
positive data from 2 phase 3 studies,
SPIRIT 1 and SPIRIT 2 (NCT03204318 and
NCT03204331, respectively), investigating the combination tablet for treatment
of dysmenorrhea.2
In both studies, 75% of women using
the once-daily relugolix combination
therapy experienced a significant
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reduction in dysmenorrhea compared
with 27% and 30% of women in the
placebo groups, respectively, at week
24 (both P <.0001). Relugolix combination therapy also significantly reduced
nonmenstrual pelvic pain in 59% and
66% of women compared with 40% and
43% in the placebo groups (P < .0001).2

75%

of women using
the once-daily relugolix
combination therapy
experienced a signiﬁcant
reduction in dysmenorrhea.
In SPIRIT 1 and 2, the relugolix combination therapy group also showed
reductions in dyspareunia and opioid
use compared with the placebo groups.
Additionally, more women undergoing relugolix combination therapy
were opioid free at week 24 than those
receiving placebo (86% and 82% vs 76%
and 66%, respectively).2
The most frequently reported adverse
events by women in both the relugolix
combination therapy and placebo
groups included headaches, nasopharyngitis, and hot flashes.
“The data from the SPIRIT studies
showed the clinical benefit that relugolix combination therapy can have on
moderate to severe pain associated with

endometriosis and how it can impact
patients,” said Linda C. Giudice, MD,
PhD, MSc, distinguished professor at the
University of California, San Francisco,
and chair of the SPIRIT Program Steering Committee. “This newly approved
option for patients with pain from
endometriosis offers the convenience
of 1 pill taken once daily with a mean
change in bone mineral density of [less
than] 1% that did not appear to worsen
at 12 months of treatment; however,
monitoring is recommended.”
Relugolix combination tablets is now
available with a prescription to patients
with moderate to severe pain associated
with endometriosis.
REFERENCES
1. Myovant Sciences and Pﬁzer receive US
FDA approval of Myfembree, a once-daily
treatment for the management of moderate
to severe pain associated with endometriosis. News release. Myovant Sciences.
August 5, 2022. Accessed August 5, 2022.
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JC, et al. Once daily oral relugolix combination therapy versus placebo in patients
with endometriosis-associated pain: two
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Placental cord drainage may
be simpler, more effective for
managing third stage of labor
Drainage reduces rates of postpartum hemorrhage and manual
placental removal vs standard practice.

R

ecent data suggest placental cord drainage should
be used for better management of the third stage
of labor following vaginal delivery, according to findings published in BMC
Pregnancy and Childbirth.1
Current practice during the third
stage is to clamp and cut the umbilical cord, then wait for signs of placental separation. However, study results
suggest placental cord drainage is an
easier and more efficacious method.
In a parallel randomized trial, investigators compared postpartum
outcomes of placental drainage on
the duration of the third stage of labor
after vaginal delivery in 340 low-risk
pregnant women.
They randomly assigned 175 wom-

en to the drainage group (n = 200)
and 165 women to the control group
(n = 200). The mean age of women in
the drainage group was 27.45 years
(standard deviation [SD] = 4.57) and
was 28.29 years (SD = 4.90) in the control group (P = .103).
When comparing placental expulsion times between the drainage and
control groups, the investigators found
significant differences (07:09.63 ±
01:01.756 vs 10:43.37 ± 03:20.512 minutes), indicating favorable outcomes
after cord drainage. Placental cord
drainage also produced significantly
lower rates of postpartum hemorrhage, retained placenta, and incidence of manual placental removal.
For all women, active management
was performed for placental expulsion. After delivery, 20 units of oxytocin were administered, and mothers

Placental cord drainage also produced signiﬁcantly
lower rates of postpartum hemorrhage, retained
placenta, and incidence of manual placental removal.
24
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went to the postpartum unit. Next,
umbilical cords were cut and clamped;
the control group received no
further interventions.
After cord cutting in the drainage
group, the clamp was opened and
blood was drained completely. Signs
of placental separation included a
sudden gush of blood into the vagina, a firmer fundus, lengthening
of the umbilical cord as the placenta
descended into the vagina, and an
elevated uterus in the abdomen. Placental delivery was then performed via
the Brandt-Andrews maneuver.
Compared with the routine hospital procedure, investigators concluded, placental drainage resulted
in a decreased length of third stage
of labor, probability of complications, manual placental removal, and
postpartum hemorrhage. 

REFERENCE
1. Karimi N, Molaee G, Tarkesh Esfahani
N, Montazeri A. Placental cord drainage
and its outcomes at third stage of labor: a
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OBSTETRICS
CLINICAL CONSIDERATIONS FOR

MONKEYPOX IN PREGNANCY
Treatment recommendations, vaccination, and postpartum care

WHAT WE KNOW

SIGNS AND SYMPTOMS

 onkeypox can be transmitted to
M
the fetus during pregnancy or to the
newborn through close contact during
and after birth. Spontaneous pregnancy
loss and stillbirth, and preterm delivery,
have been reported in confirmed cases.

 he signs and symptoms of monkeypox
T
infection in pregnant women appear like
those in nonpregnant women, including
prodromal symptoms such as fever,
headache, lymphadenopathy, malaise,
sore throat and cough, and rash.

DOTTEDYETI@STOCK.ADOBE.COM

Neonatal monkeypox has been reported.
 onkeypox is similar to smallpox
M
(variola virus) but seems to be less
severe in its manifestations and resulting
illnesses during pregnancy, including
hemorrhagic complications and death.
Variola virus infection during pregnancy
has been reported to cause pregnancy
loss, stillbirth, preterm birth, and
congenital infection.

 he cause of fever may be difficult to
T
identify until the rash appears.
It is important to differentiate a
monkeypox diagnosis from dermatoses
of pregnancy, including pruritic urticarial
papules and plaques of pregnancy.
 onkeypox lesions can mimic the
M
appearance of other infections. Patients
with rashes that appear to be more
common, such as from varicella-zoster
virus or sexually transmitted infections
(STIs), need to be evaluated for a

or download at contemporaryobgyn.net/monkeypox

characteristic monkeypox rash. Providers
should also consider diagnostic testing,
especially if epidemiologic risk factors
for monkeypox virus infection are
present. The Centers for Disease Control
and Prevention recommends a broad
approach to testing as simultaneous
infections of monkeypox virus and STIs
have been reported.

GUIDANCE

Providers should prioritize currently or
recently pregnant and breastfeeding
women with monkeypox infection
for treatment before those who are
nonpregnant, because of the likely
increased risk of severe disease, fetal
transmission during pregnancy, and severe
newborn infection via close contact during
and after birth.

OBSTETRICS
TREATMENT
Tecovirimat
No treatment has been approved specifically for monkeypox
infection. However, antivirals developed for use in patients with
smallpox may be beneficial.
If treatment is indicated, tecovirimat (Tpoxx) should be
considered as the first-line antiviral for pregnant, recently
pregnant, or breastfeeding patients. Tecovirimat is an FDAapproved antiviral medication for the treatment of smallpox
in children and adults. It is expected to have antiviral activity
against monkeypox and is FDA authorized for this indication
under an expanded access protocol.
Information regarding the effects of tecovirimat on fetal and
reproductive development is limited to data from animal
studies, in which subjects were given a dose that was 23 times
higher than the recommended human dose. No specific fetal
effects were noted, but it is unclear whether the drug prevents
congenital monkeypox.
 ecovirimat was present in the subjects’ breast milk, but it
T
is unknown whether the levels are sufficient for treating a
breastfeeding child with monkeypox infection. If indicated,
children who are breastfeeding and have monkeypox infection
should be treated independently.
Cidofovir and brincidofovir
Although cidofovir (Vistide; Gilead Science) and brincidofovir
(Tembexa; Chimerix) are considered alternative antiviral therapies
for treating monkeypox infection, findings from animal studies
have shown evidence of teratogenicity; thus, these agents should
not be used to treat patients in their first trimester of pregnancy.
The drugs’ presence in breastmilk is also unknown, so their use
should be avoided in patients who are breastfeeding in case of
serious adverse reactions in the infant.
Vaccinia Immune Globulin Intravenous
As investigators have not conducted animal reproduction studies
with vaccinia immune globulin intravenous (VIVIG), few data exist
on whether it can cause fetal harm during pregnancy or affect
a person’s future fertility. However, immunoglobulins have been
used during pregnancy for many years without any apparent
reproductive adverse effects. Providers should evaluate the risks
and benefits of VIVIG for each individual patient and exercise
caution when administering the product to those who are
breastfeeding, as it may be excreted in breast milk.

Vaccines
Jynneos
Jynneos is a live, nonreplicating viral vaccine licensed for the
prevention of smallpox and monkeypox infection.
 he vaccine-associated risks in pregnancy are unknown, but
T
data from animal studies indicated no evidence of harm to a
developing fetus.
Because of its nonreplicating quality, Jynneos should not present
a risk of transmission to breastfed infants, making it the vaccine of
choice for pregnant and breastfeeding women.
ACAM2000
ACAM2000 is a replicating viral vaccine licensed for smallpox
prevention. It is contraindicated in pregnant and breastfeeding
women because of risk of pregnancy loss, congenital defects,
and fetal-infant vaccinia virus infection.
Prophylaxis
Pre- and postexposure prophylaxis should be offered when
indicated to pregnant or breastfeeding patients.
 s with any treatment, shared decision-making is advised when
A
discussing the risks and benefits with patients.
Skin-to-skin contact during isolation
Direct contact between a patient in isolation for monkeypox and
their newborn is not advised. Separating the patient from their
newborn is the best way to prevent transmission, and full-time
rooming-in is not recommended during the infectious period.
Providers should counsel the patient on the transmission risk
and potential consequences for severe disease in newborns. If
the patient chooses to have contact with their infant during their
infectious period, the following precautions should be taken:
• No direct skin-to-skin contact should be made.
• The infant should be fully clothed or swaddled, and after
contact occurs, the clothing or blanket should be replaced.
• The patient should always wear gloves and a fresh gown,
covering all visible skin below the neck.
• Soiled linens should be removed from the area.
• The patient should wear a medical mask or other well-fitting
source control during the visit.
 ischarge planning should consider the duration of a patient’s
D
isolation period, their ability to strictly adhere to isolation
recommendations, and the availability of alternate caregivers.
 reastfeeding should also be delayed until the isolation period
B
has concluded.

Reference: Clinical considerations for monkeypox in people who are pregnant or breastfeeding.
Centers for Disease Control and Prevention. Updated July 18, 2022. Accessed July 26, 2022. https://
www.cdc.gov/poxvirus/monkeypox/clinicians/pregnancy.html
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TRANSITIONS

NAMS: New hormone
therapy guidelines
by LINDSEY CARR, EDITOR

T

he North American Menopause Society (NAMS) published its 2022 hormone therapy position statement in Menopause on July 7, 2022.1 The new
guidelines considered and incorporated the most recent research and literature published since the previous statement in 2017.2
“Since our last position statement,” said Stephanie S. Faubion, MD, MBA, NAMS
medical director and lead of the Position Statement Advisory Council, “there have
been important additions that further clarify the balance of risks and benefits of
hormone therapy options for menopause symptoms.” What hasn’t changed, according
to Faubion, is hormone therapy’s effectiveness as treatment for vasomotor symptoms
(VMS) and genitourinary syndrome of menopause (GSM), as well as its use for bone
loss and fracture prevention.
The 2022 recommendations reiterate the importance of shared decision-making
and patient education when addressing treatment options, stating that for most
healthy, symptomatic women under age 60 years who are within 10 years of menopause onset the benefits of hormone therapy outweigh the risks.

The new statement includes the
following general age- and conditionspeciﬁc recommendations:
Use shared decision-making to
develop personalized treatment plans.
Conduct periodic reevaluation of a
woman’s beneﬁt-risk proﬁle and risk
stratiﬁcation by age and time since menopause onset.
Recommend to patients and remind
them of the appropriate dose, duration,
regimen, and route of administration
required to manage symptoms and meet
treatment goals.
Advise patients that transdermal routes
of administration and lower doses of
hormone therapy may decrease risk of
venous thromboembolism and stroke.
Recognize that women with primary
ovarian insufﬁciency and premature or
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early menopause have higher risks of
bone loss, heart disease, and cognitive
or affective disorders associated with
estrogen deﬁciency. Hormone therapy
can be used until at least the mean
age of menopause unless contraindications present.
Remind patients that use of short-term
estrogen-progestogen does not significantly increase breast cancer risk and
may be decreased with estrogen alone.
Inform women older than 60 or
65 years that hormone therapy need
not be routinely discontinued. It can be
considered for continuation beyond age
65—after appropriate evaluation and
beneﬁts-risks counseling—for persistent
VMS, quality-of-life issues, or osteoporosis prevention.
Advise women with GSM that vaginal
estrogen (and systemic if required) or

other nonestrogen therapies may be
used at any age for extended duration,
if needed.

The statement also reported on
observational data that suggested lowdose estrogen therapy is safe for GSM
management in women with breast and
endometrial cancer for whom nonhormone therapy failed. It is also beneficial
for addressing quality-of-life issues.
Although randomized, controlled
trial data about the risks of extended
duration of hormone therapy are scarce,
results from some observational studies suggest a potential, but rare, risk of
breast cancer.1
The statement also outlined several
safety concerns with compounded
bioidentical hormone therapy:
Minimal government regulation and
monitoring,
Over- and underdosing,
Presence of impurities or lack of
sterility,
Lack of scientiﬁc efﬁcacy and safety
data, and
Lack of outlined risks on labels.

To read the full 2022 position
statement and find practical patient
resources, visit menopause.org. 
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1. “The 2022 Hormone Therapy Position
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hormone therapy position statement of The
North American Menopause Society. Menopause. 2022;29(7):767-794. doi:10.1097/
GME.0000000000002028
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VULVOVAGINAL

DISEASE

Ibrexafungerp data
show promise for acute
VVC treatment
by LINDSEY CARR, EDITOR

D

ata from a phase 3 substudy
of Scynexis’ CANDLE trial
(NCT04029116) showed
promise for the potential
treatment of acute vulvovaginal candidiasis (VVC) episodes in
women with recurrent VVC (RVVC)
who were not responsive to a 7-day
fluconazole regimen of 3 doses. The
data were presented at the International
Society for the Study of Vulvovaginal
Disease XXVII World Congress and
International Vulvovaginal Disease
Update 2022 in Dublin, Ireland, July
15 to 20.1
The nested, open-label substudy
enrolled 24 patients with RVVC who
had failed to respond to fluconazole
treatment, which was given as an initial
3-dose treatment over 7 days. Fluconazole failure was defined as a persistent
vaginal signs and symptoms score of
3 or greater after therapy.
Participants received a 1-day treatment of ibrexafungerp (300 mg twice
daily). In this population, 71% of
patients (n = 17) achieved a significant
reduction in or the elimination of RVCC
signs and symptoms after treatment
with the agent.
“We are thrilled to present these
data demonstrating positive outcomes
in [patients with] RVVC who failed
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fluconazole therapy for an acute VVC
episode,” said Nkechi Azie, MD, MBA,
vice president of clinical development
and medical affairs at Scynexis.

71%

Patients
receiving ibrexafungerp
who achieved signiﬁcant
reduction or elimination of
signs and symptoms of
RVVC
She added, “The response to ibrexafungerp in this clinically challenging
population is extremely encouraging
and further demonstrates the potential
efficacy of ibrexafungerp to treat recurrent yeast infections in patients with
limited treatment options. We hope
to expand upon these data with the
recently announced phase 3b VANQUISH study [NCT05399641].”
S c y n e x i s re c e n t l y p re s e n t e d
C ANDLE’s main results during
the Infectious Diseases Society
for Obstetrics and Gynecology Annual Meeting held in Boston,
August 4 to 6, 2022.
The FDA approved ibrexafungerp
for the treatment of VVC in June
2021, making it the first and only oral

fungicidal treatment for VVC in adults
and postmenarchal pediatric patients.
In June 2022, Scynexis submitted a
supplemental new drug application
to the FDA for ibrexafungerp tablets
(Brexafemme) for the prevention of
RVVC. 2 The submission was based
on positive results from the CANDLE
study, which showed that ibrexafungerp
successfully achieved statistically significant superiority over placebo for
the primary and key secondary study
end points.2
If the FDA approves the application,
ibrexafungerp would be the first and
only oral nonazole medication for RVVC
prevention on the market, according to
a company press release.2 
REFERENCES
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LEGALLY SPEAKING
by ANDREW I. KAPLAN, ESQ

Plaintiff alleges surgeons
caused “severed” iliac artery
injuries Was this vascular injury the result of negligence?
Factual Summary
The plaintiff was experiencing
ongoing pelvic pain and presented
to a nonparty physician on February 2, 2011, for laparoscopic
lysis of adhesions, laparoscopic left
salpingectomy, and laparoscopic
ovarian cystectomy. The nonparty
physician could not remove the cyst
and concluded the surgery instead of
converting to an open procedure.
The plaintiff then presented to
her primary care physician, who
felt a suspected a mass on her left
side. An ultrasound was performed,
suggesting a large complex cystic
mass. Based on the concern for
cancer, the primary care physician
referred the plaintiff to the defendant,
a gynecologic oncologist (Defendant
Gyn-Oncologist).
On December 21, 2011, the
plaintiff presented to Defendant GynOncologist’s office for a history of a
complex 7-cm mass in the left pelvis.
Defendant Gyn-Oncologist explained
to the plaintiff that the risks of surgery
included risk of injury to adjacent

organs and bleeding. Ultimately, the
plaintiff agreed to proceed laparoscopically with possible conversion
to open.
On January 8, 2012, the plaintiff
presented to the Defendant Hospital
for a left salpingo-oophorectomy via
laparoscopic approach to address a
left ovary encased in cyst and scar
tissue. Prior to the surgery, Defendant
Gyn-Oncologist reiterated the various
risks of surgery and the plaintiff
filled out consent forms. Defendant
Gyn-Oncologist was assisted during
surgery by Defendant Fellow and
Defendant Chief Resident, as well as
Defendant Anesthesiologist.
As per the operative note authored
by Defendant Gyn-Oncologist, the
surgery was difficult due to excessive
scar tissue, and the left ovary was
adhered to the left pelvic side wall
and encased in scar tissue. Defendant
Gyn-Oncologist used the Hasson
technique, making a small incision
before introducing her instrumentation. She also used a LigaSure device
for cutting and lysis of adhesions. The

LigaSure was inserted via a port and
the port incisions were made in the
lower quadrant. During the surgery,
Defendant Gyn-Oncologist needed
to manipulate the infundibulopelvic
(IP) ligament, medial to the left exter-

On December 21, 2011,
the plaintiff presented to
Defendant Gyn-Oncologist’s
ofﬁce for a history of a
complex 7-cm mass in
the left pelvis.
nal iliac artery, to gain access to the
left ovary. Because of the extensive
scar tissue, dissection was required
in the area of the left external iliac
artery, IP ligament, and left ovary,
as they were all adherent to the left
pelvic side wall. Good hemostasis
was achieved with no evidence of
active bleeding at the site of the interrupted IP ligament or the left pelvic
side wall following dissection to free

Andrew I. Kaplan, Esq, is a partner at Aaronson, Rappaport, Feinstein & Deutsch, LLP in New York, New York, specializing in medical malpractice
defense and health care litigation. This case was handled by one of his partners.
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up the left ovary. The plaintiff had an
uneventful postoperative recovery in
the postanesthesia care unit, aside
from expected postoperative pain.
She was discharged home on the
same date.
The plaintiff called the hospital
the following day and complained
of “numbness and tingling in her
left leg.” Defendant Gyn-Oncologist
and Defendant Anesthesiologist
were informed, and a nurse called
the plaintiff back and the plaintiff
indicated she had spoken with
Defendant Gyn-Oncologist. Defendant Gyn-Oncologist spoke with the
plaintiff on January 10, 2012, and told
her that she could be experiencing
paresthesia as a result of being placed
in the dorsal lithotomy position during surgery and to call if the condition
worsened. The next day the plaintiff
called and complained of coldness
and pain in her foot and was directed
to return to Defendant Hospital or the
nearest hospital. Defendant GynOncologist’s office referred her to the
vascular lab, where ankle-brachial
index and pulse volume recording
studies were performed. These
studies revealed diminished flow to
the lower portion of the plaintiff’s left
leg. As a result, she was admitted to

READ
MORE

Nonparty Vascular Surgeon’s service,
and surgery was performed.
On January 12, 2012, Nonparty
Vascular Surgeon performed a repair
of the left external iliac artery and
venous injuries. During this surgery,
Nonparty Vascular Surgeon injured
the venous structure while attempting to get access to the artery, given
that all the vessels and surrounding
tissues were amalgamated along the
left pelvic side wall, secondary to scar
tissue. The injury was noticed and
repaired intraoperatively without
incident. Nonparty Vascular Surgeon
also found a “focal injury” (a “kink”
in the artery per Defendant Gyn-Oncologist, who was present to observe
the surgery) to the left external iliac
artery, which was repaired with good
return of blood flow.
The plaintiff was discharged home
on January 15, 2012. She followed
up with Nonparty Vascular Surgeon
on January 23, 2012. At this visit, the
plaintiff had no complaints and was
walking around without difficulty.
On February 2, 2012, the plaintiff
saw Defendant Gyn-Oncologist for
a postoperative checkup. Defendant
Gyn-Oncologist’s note on this date
described the procedure performed
in extensive detail. She indicated that

Abortion access
repercussions
Bethany Corbin, Esq, discusses
the recent Supreme Court
ruling on abortion access and
the repercussions this decision
will have on women’s health.
contemporaryobgyn.net/roe-vwade-decision
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the injury to the artery could have
been thermal, or traction related.
Six months later, the plaintiff had
another follow-up visit with Nonparty
Vascular Surgeon. She was noted to
be doing well with no complaints
and had no difficulty walking around.
The plaintiff’s last visit with Nonparty
Vascular Surgeon was on June 10,
2013. At this appointment, she was
walking without difficulty. Examination revealed a weak palpable right
pedal pulse and Nonparty Vascular
Surgeon could not appreciate the left
pedal pulse. He recommended a noninvasive arterial study and encouraged her to refrain from smoking and
to stay active. It did not appear that
the plaintiff underwent this study as
recommended or followed up with
any vascular doctors. The record also
makes note of an apparent “bug bite”
that was not healing.

Allegations
Plaintiff alleged that the injury was
a “severed” left external iliac artery.
In the Amended Bill of Particulars,
plaintiff claimed the defendants
caused a retraction injury, failing to
visualize the left iliac vessels, failing
to check the lower extremity pulses
prior to closure of the surgical site,

Missed hematoma?

Delayed diagnosis

Andrew I. Kaplan, Esp, details a
case of a missed hematoma and
how the absence of consideration
and recognition of this condition
led to a maternal death suit.

James M. Shwayder, MD, JD,
reveals how a delayed disagnosis
of a bowl injury during a
laparoscopic procedure led to a
malpractice lawsuit.
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and failing to tell the plaintiff to
return to the hospital immediately.
The plaintiff alleged she sustained
a “severed” left iliac artery requiring
repair, extensive scarring, 3 large
holes in the abdominal area, left leg
nerve and motor damage, lack of
feeling in the left thigh, pain when
bending the left leg, increased
pain when ambulating, inability to
self-ambulate, need for physical
therapy, pain and suffering, and loss
of enjoyment of life. She also claimed
she was experiencing ongoing
extremity numbness and weakness.

Discovery
The patient testified she had wanted
an open procedure but agreed to
have the surgery performed laparoscopically. On the day of the surgery,
she woke up and was told the mass
had been removed; she was given
discharge instructions and went
home. She first started experiencing
pain in her abdomen and leg in the
car on the way home. When she went
into her bedroom, her legs buckled
and she fell asleep. When she got up
to go to the bathroom in the middle
of the night, her leg felt numb. That
morning she had pain, and her leg
felt as though it were falling asleep.
She called the hospital and an
anesthesiologist called her back and
said the stirrups could impact her
nerves but it would resolve. When
Defendant Gyn-Oncologist called
her, her toes were turning blue and
she was told to return to the hospital.
Following surgery she went to the
intensive care unit. She testified that
while in the intensive care unit, she
asked Defendant Gyn-Oncologist
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what had happened, who replied that
the “cyst” was caught in scar tissue,
which was why it looked so large,
and that she had removed all the scar
tissue and had “nipped” her and “did
not see it.”

scar tissue. Ultimately, the patient
agreed to proceed laparoscopically,
with possible conversion to open.
As to the surgery, it was difficult,
secondary to excessive scar tissue in
the pelvis, especially the left pelvis.

IN HER DEPOSITION, DEFENDANT GYN-ONCOLOGIST NOTED

that although the primary concern for the referral
was a palpable mass in the presence of history
of metastatic colon cancer, the plaintiff was also
dealing with chronic pelvic pain.
The patient also testified that the
vascular surgeon told her that hers
was “the most complicated case” he
had done, but that he was not going
to let her lose her leg. She returned to
work 2 weeks later but testified that
she continues to have numbness in
her inner left thigh and groin pain.
In her deposition, Defendant
Gyn-Oncologist noted that although
the primary concern for the referral
was a palpable mass in the presence
of history of metastatic colon cancer,
the plaintiff was also dealing with
chronic pelvic pain. Defendant GynOncologist discussed the standard
risks of surgery, including the risk
to adjacent organs, which would be
secondary to expected findings of
scar tissue, which can alter normal
anatomy. The “usual” organs injured
in a case such as this are the small
bowel and ureters, which lie in close
proximity to the mass.
Defendant Gyn-Oncologist
later testified that there was an
amalgamation of vessels and
organs plastered to the left pelvic
side wall secondary to extensive

The left ovary was adhered to the left
pelvic side wall and encased in scar
tissue. Defendant Gyn-Oncologist
stated that “generally” these types of
surgeries are performed in a “2-hour
time frame,” and that this surgery was
slightly longer than that.
Notably, Defendant GynOncologist did not recall whether
she had specifically visualized the
left external iliac artery, although she
insisted that she made certain when
she cuts that no organs or vessels are
in the way. In this case, because of
the extensive scar tissue, dissection
was required in the area of the left
external iliac artery, IP ligament, and
left ovary, as they were all adherent to
the left pelvic sidewall. She testified
that the rationale for performing
retraction and/or dissection and/
or lysis of adhesions would have
existed whether the procedure had
been done via an open technique
or laparoscopically. Defendant
Gyn-Oncologist stated that although
there was no “active” bleeding, there
was a fair amount of oozing from the
surgical site.
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THE DEFENDANT’S EXPERT BELIEVED the cause of the injury was likely manipulation
during surgery in the face of extensive adhesive tissue, which was clearly
necessary under the circumstances.

Defendant Gyn-Oncologist was not
involved in the discharge but recalled
speaking with the patient on the first
postoperative day after being advised
of her paresthesia of the left foot.
Defendant Gyn-Oncologist recalled
being made aware on the second
postoperative day that the patient
was now complaining of coldness
and pain in her foot and directed her
to immediately return to the hospital.
She recalled there being a “kink”
in the iliac artery that was repaired
without incident and that the vein
was injured–and repaired–during
the vascular surgery. She opined that
the etiology of the injury was either
retraction or heat transference during
cautery, thereby causing injury to the
intima and allowing platelet propagation and development of thrombus.
The defendant’s expert felt the
only way to perform this surgery was
laparoscopically, as the plaintiff had
an extensive surgical history and
likely many adhesions. Additionally,
use of the LigaSure device was appropriate, as it controls heat transference beyond the surgical site. Ideally,
a surgeon would dissect all the way
down to the vasculature. In this case,
given the extensive scar tissue, once
the mass was extricated there was no
longer a reason to dissect further, as
that would have exposed the patient
to potential injury.
The patient’s expert opined that the
vasculature and pulses should have
been examined before closure and
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discharge, but the defendant’s expert
opined that this was not the standard
of care for a gynecologic surgery.
Other than ordinary observation
prior to closure, nothing else
was required. There was also no
indication for pulse checks prior to
discharge; the patient herself testified
that her problems began to manifest
after she was discharged.
The defendant’s expert believed
the cause of the injury was likely
manipulation during surgery in the
face of extensive adhesive tissue,
which was clearly necessary under
the circumstances. He also opined
that because of the anatomy in this
presentation (the artery sitting below
the encased ovary in the presence of
extensive adhesive tissue), the risk
of a retraction injury to the vasculature existed regardless of surgical
technique used. As to the plaintiff’s
complaints of lack of sensation to the
left thigh, there are sensory nerves
that sit atop the ovaries. During an
oophorectomy a patient may have an
injury to these sensory nerves, but
most regenerate and heal within
6 months. Nonetheless, these nerves
do not have an effect on motor
function or deep sensation.
The patient’s expert opined it was
a departure from standard procedure
that none of the physicians checked
the patient’s pulses before closing or
in the postanesthesia care unit prior
to discharge. He also opined that
failure to visualize the left iliac vessels

was a departure from good surgical
practice. Moreover, he opined that
the hospital staff should have insisted
the plaintiff return to the hospital
immediately after the first phone call.

Result
Dismissals were obtained as to the
residents involved. The patient’s
current records and surveillance
belied her claimed permanent motor
injuries. After negotiation, the case
was settled for a moderate amount
prior to trial.

Analysis
While, the injury was a known
risk of the surgery and
essentially unavoidable, there
was strategic concern that
the vascular surgeon would
testify at trial that neither
of the injuries occurred at
his hand, thus implicating
Defendant Gyn-Oncologist in
2 vascular injuries during the
same procedure. Given the
significant diminution in the
plaintiff’s demands to resolve
the matter prior to trial, the
decision was made by all
concerned to settle the case
fairly nominally rather than
subject the physicians to trial.
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CONNECTICUT

NOW HIRING:
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Mansfield OBGYN
Associates is a private
practice offering full scope
OBGYN services.
• Stable employment
with guaranteed
income
• Competitive salary

• Call schedule 1 in 9

I was actually able to make
Jenni’s recital last
night

The flexibility is
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• Midwifery services
• Partnership
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Reap the benefits of an independent
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BEHIND THE SCIENCE™

Behind the latest
from ASCO 2022
WELLBEING
CHECKUP™
Vivienne S. Hau, MD, a clinical
assistant professor with Kaiser
Permanente Bernard J. Tyson
School of Medicine, speaks
with The American Journal of
Managed Care® on the important role physicians have in curating an inclusive health care
environment for all patients.

The American Society of Clinical Oncology (ASCO) Annual Meeting continues to

www.medicalworldnews.com/
view/wellbeing-checkup-promoting-an-inclusive-health-caresetting

hold its place as the most impactful medical meeting for advances in the field of
cancer treatment, with pivotal presentations across a wide range of different tumor
types shaking up the standard of care each year. Experts in the field of gastrointestinal oncology discuss which presentations coming out of ASCO 2022 have the
greatest potential to affect the current treatment paradigm and which data could
make their way into clinical practice.
www.medicalworldnews.com/view/behind-the-science-behind-asco

DEEP DIVE™
Henry Mahncke, PhD,
a research neuroscientist
and CEO of Posit Science,
discusses the impact of
cannabis use on brain health

OTHER SHOWS TO CHECK OUT...
Inside the Practice™
medicalworldnews.com/
series/inside-the-practice/
season-7
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Second Opinion™
medicalworldnews.com/
series/second-opinion/
season-7

and shares his tips on how to

After Hours™
medicalworldnews.
com/series/after-hours/
season-7

help patients safely navigate
their cannabis use.
www.medicalworldnews.com/
view/deep-dive-into-cannabisbrain-health
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‘See and Treat’ Hysteroscopy
capital cost and complexity

LiNA OperåScope®

Single-Use Operative Hysteroscopy System
LiNA OperåScope® is the first and only fully disposable, operative
hysteroscopy system. Developed specifically for the office, the
convenient single-use design is ready for use out of the box without
the cost and complexity of traditional hysteroscopy. Turn every
exam room into an operative hysteroscopy suite with the complete
system, LiNA OperåScope®.

To learn more, call (855) 546-2633 or
visit linascope.com.
©2022 LiNA Medical ApS. All rights reserved.
LiNA is a registered trademark of LiNA Medical ApS in the EU, US and CN.

