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Fetal Pillow®

The Fetal Pillow is a balloon cephalic device 

that elevates the fetal head and facilitates 

the delivery of the fetus in women requiring 

a C-section at full dilation or after a failed 

instrumental vaginal delivery.1 It can help 

reduce both fetal and maternal morbidity,2

and it has been shown to reduce time to 

delivery after a hysterotomy is performed 

by as much as 23 seconds.3

Not Every Birth is Routine… 

1. FDA Clearance DEN150053 – July 27,2017.
2. Seal, S.L. , Dey, A. , Barman, S.C. , Kamilya, G. , Mukherji, J. , Onwude, J.L. Randomized controlled trial of elevation 

of the fetal head with a fetal pillow during cesarean delivery at full cervical dilatation. 
International Journal of Gynecology and Obstetrics. 2016;133: 178-182. 

3. Lassey, Sarah C.; Little, Sarah E.; Saadeh, Michael; Patton, Nicole; Farber, Michaela K.; Bateman, Brian T.; Robinson,
Julian N. Cephalic Elevation Device for Second-Stage Cesarean Delivery: A Randomized Controlled Trial.
Obstetrics & Gynecology: March 10, 2020.

To learn more or to schedule a 
product demo, scan QR code or visit 
go.coopersurgical.com/fetal-pillow

Elevate a Deeply Engaged Fetal Head 
During Second Stage C-sections1

© 2022 CooperSurgical, Inc.               C-US-FET-000028

800.243.2974 | 203.601.5200
www.coopersurgical.com

IMPORTANT SAFETY INFORMATION
Fetal Pillow is indicated to elevate the fetal head and facilitate delivery of the fetus in women >37 weeks 
gestation undergoing cesarean section at full dilation (with or without an instrumental delivery). The Fetal Pillow 
is contraindicated in the presence of an active genital infection. The safety and effectiveness of Fetal Pillow has 
not been established in the following: previous cesarean section, <37 weeks gestation, non-vertex presentation, 
intrauterine fetal death, pregnancy induced hypertension, intrauterine growth retardation, diabetes, major 
congenital abnormalities, chorioamnionitis, and multiple gestations. For detailed benefit and risk information, 
please consult Instructions for Use. www.fetalpillow.com/instructions-for-use
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up close and personal

This year marks the 53rd anniversary of the Stonewall Uprising—the 

historic gay-rights demonstrations that broke out after police raided the 

Stonewall Inn on June 28, 1969, in Greenwich Village in New York, New 

York.1  Additional protests erupted across the country over the next few days, 

marking the beginning of the modern Gay Pride movement. In 1999, President 

William J. Clinton officially declared June “Gay and Lesbian Pride Month,” and 

in 2009, President Barack Obama expanded it to “Lesbian, Gay, Bisexual, and 

Transgender Pride Month.”2  Although largely a cultural movement, LGBTQ+ 

supporters have helped put medical and psychosocial issues, such as transi-

tioning to another gender, on the map. In this issue we explore just that in the 

article, “Providing the best care for transgender adolescents” on page 16. 

Elsewhere in this issue you will learn about the first drug approved by the 

US Food and Drug Administration for recurrent vulvovaginal candidasis; how 

endometriosis is linked to early natural menopause; and read highlights from 

the American College of Obstetricians and Gynecologists’ Clinical & Scientific 

Meeting, held this year in San Diego, California. Held live for the first time 

in 3 years, our intrepid reporters, who are now hopping on and off airplanes 

regularly to cover conferences that for the past few years have been limited 

to virtual events, are now able to bring you the latest news on treatments and 

interventions; hear updates on federal and state guidelines; and finally get to 

meet and interview key opinion leaders, all in the field of women’s health, so 

that they can continue to keep you abreast of everything you need to know to 

offer optimal care to your patients.     

 There is a lot to be pleased about this month; it is the beginning of summer 

(And who is going to complain about longer days and more sunshine?); the 

most dire elements of the COVID-19 pandemic seem to be fading in the rear-

view mirror; and, as just noted, with medical conferences once again live, we 

are truly excited to have our editors share what they have just learned, which 

they will continue to do, as soon as they unpack their bags.

Mike Hennessy Jr 
President and CEO, MJH Life Sciences®
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PIPELINE NEWS Pain management in endometriosis 
Contemporary OB/GYN® assistant managing editor Morgan Petronelli 

sat down with Erin Carey, MD, MSCR, assistant professor and division director of 
minimally invasive gynecologic surgery at UNC School of Medicine, to discuss the 
treatment options available for endometriosis pain, as well as what’s in the pipeline. 
contemporaryobgyn.net/endo-pain
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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.

‘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®. 

capital cost and complexity
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EDITORIAL
by CATHERINE Y. SPONG, MD

T his month we focus on pediatric adolescent gynecologic topics, 
which are critical to our practices (and our families). It’s a growing 
specialty within our � eld and often is underappreciated.  

In this issue, you’ll � nd articles (some of which are detailed 
below) on gynecologic care for the adolescent, including care of the 
transgender adolescent patient, common pediatric vulvar conditions, the 
second part of our pediatric adolescent gynecologic emergencies series, 
and more. 

We tapped experts in the � eld to address these topics and—appreciating 
the political nature of some—worked to ensure that the data and expertise 
were shared across the specialty to provide the best possible coverage. 

Appointments speci� cally for adolescent gynecology are limited in 
many areas of the US. As we provide coverage for these needs and topics, 
it is essential that we communicate the importance of addressing 
concerns, as well as critical support, for the adolescent going through a 
medical situation.

Care for transgender patients may need to extend beyond the 
medical scenario if their care is a� ected by political agendas. It is vital 
for obstetrician-gynecologists (ob-gyns) to advocate for the care of our 
patients and ensure appropriate, evidence-based care. 

Pediatric vulvar conditions are often hidden, unrecognized, or 
unacknowledged. Our advocacy to ensure they are evaluated and 
addressed is critical.

Adolescent gynecologic care may be provided through pediatric 
adolescent medicine clinics or ob-gyn adolescent gynecology clinics (after 
subspecialty training). It is vital to ensure appropriate expertise, interest, 
and support are provided. 

Ultimately for the ob-gyn, these individuals are the future of our 
� eld, and providing the best care now ensures a bright future for the 
patient population. 

Catherine Y. Spong, MD, editor in chief, is professor and chair in the Department of 
Obstetrics and Gynecology at UT Southwestern Medical Center in Dallas. She holds the 
Gillette Professorship of Obstetrics and Gynecology. 
Email her at cspong@mjhlifesciences.com

The world of the pediatric 
adolescent patient



Expert Perspectives on
Advances in Cervical Cancer Screening 

Watch Now

With over 14,000 women diagnosed with cervical cancer each year in 
the U.S., clinicians stress the necessity of incorporating cervical cancer 
screening into your routine office visits. Screening can detect abnormal 
cervix cells before they become cancerous and cervical cancer may be 
prevented if detected and treated early.

Learn more about significant advancements in cervical cancer
management, as well as evolving guidelines and screening alternatives
by watching our most recent Viewpoints: Expert Perspectives on
Advances in Cervical Cancer Screening, here on Contemporary OB/GYN®!

Sponsored by:

Thomas C. Wright Jr, MD
Columbia University
New York, New York

Sangini S. Sheth, MD, MPH, FACOG
Yale School of Medicine
New Haven, Connecticut

Emily K. Hill, MD
University of Iowa

Iowa City, Iowa

Mark H. Stoler, MD, FASCP
University of Virginia

Health Sciences Center
Charlottesville, Virginia

Faculty

Scan with your phone

Moderator



OTHER SHOWS TO CHECK OUT...

Medical World News 
Second Opinion™

medicalworldnews.com/
view/second-opinion/

season-6

Medical World News 
Behind the Science™
medicalworldnews.com/
view/behind-the-science/

season-6

Wellbeing Checkup™
medicalworldnews.com/
view/wellbeing-checkup/

season-6

INSIDE THE  
PRACTICE®

Stephen Jones, MD, PhD, a radiolo-
gist by trade, offers an in-depth look 
into the advances in MRI that Cleve-
land Clinic is leveraging in clinical 
practice. Specifically, he speaks 
to the capabilities of new 7-T MRI 
machines, which Cleveland Clinic 
has now installed onsite in Ohio. 
medicalworldnews.com/view/
inside-the-practice-inside-the-
use-of-cleveland-clinic-s-7t-mri

INSIDE THE  
PRACTICE®

Donna Hallas, PhD, CPNP, PPCNP-
BC, PMHS, FAANP, FAAN, clinical 
professor and program director of 
the Pediatrics NP Program at New 
York University Rory Meyers College 
of Nursing in New York, New York, 
discusses promoting the pediatric 
medical home through technol-
ogy and in particular via telehealth. 
medicalworldnews.com/view/
inside-the-practice-inside- 
pediatrics-telehealth-technology

medicalworldnews.com/view/deep-dive-into-women-abandoning-
contraception

Why are more women 
abandoning contraception?

According to a report published by the United Nations Population 

Fund, more women are abandoning contraception because of 

misinformation about adverse effects (AEs). Elizabeth Ruzzo, PhD, 

the CEO and founder of adyn—a company that tests individuals’ 

DNA to determine their reaction to possible AEs and pairs them with 

appropriate contraception—discusses the findings of the report, how 

social media has influenced this change, and how providers can combat 

this misinformation.

DEEP DIVE™
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SOME SESSIONS OF NOTE INCLUDE:

How climate change is making your patients 
sick, and what you can do about it
Asthma. Allergies. Eczema. Type 2 diabetes. Nathaniel 
DeNicola, MD, MSHP; Emily Sbiroli, MD; Vi Nguyen, 
MD, FAAP; and Colin Nackerman, MD, spoke about 
disease states caused or exacerbated by climate 
change, and what clinicians can do to mitigate  
this crisis.

Understanding the impact COVID-19 vaccines 
have on fertility and pregnancy
There have been many unknowns surrounding 
COVID-19 vaccination and adverse effects, but to 
women in their childbearing years, the possible 
impact on their fertility and fetal health may carry the 
most weight. Three experts sought to outline exactly 
how vaccination against COVID-19 could affect 
reproductive health, fertility, and infant outcomes.

Recharging women’s sexual health: Taking 
back female sexual function
Lyndsey Harper, MD, FACOG, IF; and Laurie Mintz, 
PhD, explained how obstetrician-gynecologists can 
help women take charge of their sexual function 

and how to address internalized shame, medical 
contributors to sexual dysfunction, and treatment 
plans for your patients.

Making obstetrics and gynecology a more 
diverse and equitable environment
Metrics, wellness models, and management change 
are essential to advancing diversity, equity, and 
inclusion in obstetrics and gynecology, according 
to an EdTalk presented by Lisa Foglia, MD, FACOG; 
Andrea L. Braden, MD, FACOG; and Catherine 
Cansino, MD, MPH.

Looking at the first FDA-approved medication 
for RVVC
Jack Sobel, MD, discussed how recurrent vulvovaginal 
candidiasis (RVVC), a chronic version of vulvovaginal 
candidiasis, affects women. He also delved into 
past treatments and the newly FDA-approved drug 
oteseconazole (Vivjoa; Mycovia).

Multiple posters and abstracts also displayed study 
data on a variety of topics including postpartum 
depression and intrauterine device use, as well as 
experiences with use of medication abortion before 
and during the COVID-19 pandemic. 

FOR THE FIRST TIME IN 3 YEARS, experts from the United States and 
beyond reunited in person for the American College of Obstetri-
cians and Gynecologists’ Annual Clinical & Scientific Meeting 
held in May in San Diego, California. Clinicians received 
updates on the latest research, newest technologies, and best 
clinical recommendations in obstetrics and gynecology. 

This year’s theme was “Reconnect, recharge, and reset,” and 
every facet of the meeting reflected that. Attendees engaged in 

meaningful discussions, rediscovered their passions, and iden-
tified the pulse of the industry—from adapting to the climate 
crisis and changes in abortion care legislation to embracing 
artificial intelligence in their daily practice.

Contemporary OB/GYN®’s editorial team was onsite cover-
ing an array of topics such as social media misinformation, 
digital apps in obstetric care, contraception, and osteoporosis 
management guidelines.

What did you miss at ACOG?
From COVID-19 to climate change to vulvovaginal candidiasis,  

the annual meeting offered something for everyone
by MORGAN PETRONELLI, ASSISTANT MANAGING EDITOR; AND LINDSEY CARR, EDITOR

CONFERENCE COVERAGE

FOR MORE 
COVERAGE 
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CASE
1

You are called to evaluate a 12-year-old girl who fell 

on the balance beam during a gymnastics class. Her 

legs landed on either side of the beam. She is unable 

to void and is in tremendous pain. She was given several doses of 

pain medication but she continues to experience severe pain 

(Figure 1). What is your next step? 

DISCUSSION: � is patient has extensive vulvar hematoma. Nonob-
stetric vulvar hematomas are rare, accounting for only 3.7% of 
all vulvar hematomas.1 � ey can occur from blunt trauma due 
to a fall, foreign body insertion, sexual assault, saddle injury, or 
intercourse. � e rich vascular supply from the pudendal vessel 
branches makes this site vulnerable to hematoma formation.1

A hematoma can be managed conservatively unless the 
hematoma is expanding, the skin is necrotic, or the patient is 

Managing genital and 
pelvic pain in young patients
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Part 2 in a series on emergencies in pediatric and adolescent gynecology
by MONICA WOLL ROSEN, MD; AND ELISABETH H. QUINT, MD

Y oung patients with gynecologic concerns may present to a general obstetrician-gynecologist as their � rst 

local contact. But prior to surgical intervention in a child, consultation with or referral to a pediatric and 

adolescent gynecologist in an academic medical center may be indicated. � is review presents several cases 

of adolescents with genital and pelvic pain, with guidance for work-up and treatment.

FIGURE 1. 
A 12-year-
old girl 
with vulvar 
hematoma

CREDIT: 
COLLECTION OF 
MONICA WOLL 
ROSEN, MD, 
UNIVERSITY OF 
MICHIGAN
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in too much pain.2 Ultrasound, CT, or 
MRI can be used to investigate the size, 
site, and expansion of the hematoma. 
Cases requiring surgical management 
involve an incision, evacuation of blood, 
and ligation of bleeding vessels.2

Because this patient’s hematoma pro-
hibited her from voiding, she needed a 
Foley catheter placed. Her urine was 
evaluated for hematuria. Because of 
her extensive hematoma and continued 
pain despite medication, she required 

an exam under anesthesia to assess 
the extent of her injury, insertion of 
the Foley catheter, and incision and 
drainage of the hematoma.

CASE 
2

A 13-year-old girl presents 

to the emergency 

department with several 

days of worsening vulvar pain that is now 

severe. A few days ago, she developed a 

runny nose, fever, and sore throat. She 

otherwise has a negative review of 

systems. She is having trouble urinating 

because of the vulvar pain and has 

dysuria when she does urinate. Today she 

noticed a thick, yellow discharge in her 

underwear. On exam you notice several 

large painful ulcerations (Figure 2). What 

is the next step? 

DISCUSSION: Aphthous or Lipschütz 
ulcers are acute vulvar ulcers that occur 
mainly in non–sexually active girls and 
are thought to be viral in nature.3 They 
commonly appear during or following 
a prodromal viral illness.1 Although 
Epstein-Barr virus4 and cytomegalo-
virus5 have been associated with the 
ulcers, the causative virus often cannot 
be identified. There have been recent 
case reports of vulvar ulcers following 
a COVID-19 infection6 or after receiving 
the COVID-19 vaccine.7

A patient may have black, necrotic, 

shallow, or deep ulcers in the labia 
minora or majora.3 There can be overly-
ing purulent discharge. When assessing 
any ulcers it is important to evaluate for 
underlying sexually transmitted infec-
tions, such as herpes simplex. Other 
considerations include Crohn disease 
with multiple tracks and ulceration or 
Behçet disease, which presents with 
recurrent vulvar ulcers in conjunction 
with recurring oral ulcers.3

Treatment for aphthous ulcers is sup-
portive, as it is a self-limiting condition. 
Topical lidocaine gel can be used for 
pain control, and a topical clobetasol 
ointment can be used twice daily.8,9 If a 
patient is severely affected, an oral ste-
roid taper may be considered, as well as 
an admission for intravenous pain con-
trol. If the patient cannot void because 
of dysuria, a Foley catheter should  
be placed.

Part 1 of this series on pediatric adolescent gynecologic emergencies focuses on cases about premenarchal 

bleeding, urethral prolapse, and the cause of a mysterious vaginal discharge.  

To read more, visit contemporaryobgyn.net/PAG-emergencies. 

DID YOU 
MISS 

PART 1?

FIGURE 2. Aphthous or Lipschütz ulcers 

CREDIT: COLLECTION OF MONICA WOLL ROSEN, MD, UNIVERSITY OF MICHIGAN
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CASE 
3

An 11-year-old girl presents after track practice with severe, unilateral right 

lower quadrant pain. Her last menstrual period was 3 weeks ago. The pain is 

sharp and radiates to her back. She has associated nausea and vomiting. 

On exam, she has rebound tenderness and guarding of her lower abdomen. On a pelvic 

ultrasound, she has a 6-cm simple cyst and a normal appendix. What do you do next? 

DISCUSSION: This patient most likely is 
experiencing ovarian and/or tubal 
torsion (Figure 3). Ovarian torsion 
accounts for 2.7% of gynecologic 
emergencies.10 It occurs when the ovary 

twists on its attachments, which causes 
decreased blood flow and eventually 
leads to necrosis. Ovarian and paraovar-
ian cysts, increased length of ovarian 
ligaments, and enlarged ovaries are risk 

factors for this condition. A patient is 
typically evaluated with an ultrasound 
to assess for a mass and blood flow to 
the ovary. 

Ovarian torsion can be difficult to 
diagnose preoperatively—the differen-
tial includes appendicitis, hemorrhagic 
cyst, ovarian rupture, and other bowel 
etiologies. Absent Doppler flow to the 
ovary suggests torsion, but torsion may 
be present even with normal flow. A 
recent study of 87 girls with suspected 
ovarian torsion found that a preopera-
tive diagnosis was confirmed in 48% of 
postmenarchal patients.11 Treatment 
involves detorsion of the ovary when 
possible and cystectomy to prevent 
recurrence.12 There is limited indica-
tion for oophorectomy. Detorsion 
with cystectomy can almost always 
be done, regardless of ovarian size. 
There is insufficient evidence to dictate 
oophoropexy, although this may be 
considered, particularly in the case of 
recurrent torsion.

CASE 
4

A 14-year-old girl presents to the emergency department with significant 

abdominal pain. She is premenarchal but has had pelvic cramping for the 

past 6 to 9 months. She has Tanner stage V breasts and genitalia. On pelvic 

exam, there is a bulging hymen with a blue hue (Figure 4). On rectal exam, there is a large 

anterior bulge immediately inside her rectal opening. On ultrasound, you see a large mass 

and have difficulty distinguishing the uterus or ovaries. What is your diagnosis?

DISCUSSION: This presentation and 
exam are consistent with an imper-
forate hymen, which occurs in 0.05% 
to 0.1% of girls.13 Abdominal pain at 
the time of expected menarche is the 
most common presenting symptom 
of this condition (54.2%), followed by 
urinary retention (20.3%) and dysuria 
(9.7%).14 Of note, this condition can 

and should potentially be diagnosed 
in the neonatal nursery, as maternal 
estrogen allows easy visualization of 
the vaginal introitus. If the neonate is 
asymptomatic and voiding without 
difficulty, surgical management can 
be deferred until puberty. More typical 
is a missed diagnosis until after men-
arche. Surgical incision of the hymen 

FIGURE 3.  
Ovarian torsion

Arrow shows torsed 
infundibulopelvic 

ligament.

CREDIT: COLLECTION 
OF MONICA WOLL 

ROSEN, MD, UNIVERSITY  
OF MICHIGAN

FIGURE 4. Imperforate hymen

CREDIT: COLLECTION OF ELISABETH H. 
QUINT, MD, UNIVERSITY OF MICHIGAN
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is then indicated to relieve the backup 
of menstrual blood. Traditionally, this 
procedure was performed using a 
cruciate incision, but many providers 
now use a circular incision to open 
the hymen. It is important to suture 
with interrupted stitches so as not to 
constrict the hymen. � is heals very well 
and should not recur or cause stenosis. 

No postoperative dilation is needed. 
Hormonal suppression of menses may 
be considered until surgery can be 
performed. This condition, although 
urgent, is not emergent, particularly if 
the diagnosis is in question. 

CAVEAT: Vaginal agenesis also can pres-
ent with primary amenorrhea and 

occasional pain due to obstructed 
uterine remnants. However, there will 
usually be some hymenal remnants vis-
ible on exam and no bulge will be felt 
on rectal examination. Further imaging 
with ultrasound followed by MRI is the 
next step in distinguishing this condi-
tion. Other rare obstructing anomalies 
include a transverse vaginal septum or 
cervical agenesis.

CASE
5

A 13-year-old girl presents with signifi cant cyclical abdominal pain and 

amenorrhea. She has Tanner stage V breasts and genitalia. Her external genital 

exam is completely normal with an appropriate hymenal opening. There is no 

bulge on the perineum. A small cotton swab placed through the hymen stops at 4 cm. On 

rectal exam you feel a bulge anteriorly, approximately 4 cm into the rectal canal. Ultrasound 

reveals a large blood-fi lled cavity, so you obtain an MRI (Figure 5). What is your diagnosis?

DISCUSSION: � is scenario is most consis-
tent with a transverse vaginal septum. 
� e septum can be located at di� erent 
levels of the vagina, but external geni-
talia appear normal. Septa can vary in 
thickness, with whole segments of the 
vagina undeveloped. 

Because cases of transverse septa are 

rare and di�  cult to repair, they should 
be managed at tertiary centers by 
experienced pediatric and adolescent 
gynecologists or other gynecological 
surgeons. Surgery is usually performed 
vaginally, with assistance abdominally 
or laparoscopically. Surgery involves 
resection of the septum, which relieves 

the obstruction, followed by either a 
simple pull-through vaginoplasty or 
by using a skin or buccal graft to cover 
the defect.15

 It is imperative that patients per-
form patient-led vaginal dilation after 
surgery. A recent study showed that of 
21 patients who underwent transverse 
septum resections and had a postopera-
tive complication of vaginal stenosis or 
scarring, 14 (56%) either did not dilate 
afterward or did not dilate correctly.14 

� erefore, when a transverse septum 
is diagnosed, menstrual suppression 
is usually initiated until a patient is old 
enough to dilate on her own.

Conclusion
� e cases above outline gynecological 
situations and emergencies that are 
unique to children and adolescents. 
Pediatric patients may need an exam 
under anesthesia to thoroughly evaluate 
anatomy or vaginal complaints. When 
uncertainties exist, and especially 
prior to surgical intervention in a child, 
consider consulting with a gyne-
cologist experienced in pediatric and 
adolescent gynecology.15 

FOR REFERENCES VISIT
contemporaryobgyn.net/PAG-
Emergencies-2

FIGURE 5. MRI of a 13-year-old girl with transverse vaginal septum 

CREDIT: COLLECTION OF ELISABETH H. QUINT, MD, UNIVERSITY OF MICHIGAN
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T ransgender and nonbinary 
(TGNB) adolescents are those 
whose gender identity di� ers 
from their sex assigned at birth 

(Figure). In the United States, 2% of 
adolescents identify as TGNB.1 Given 
the prevalence, almost any clinician 
who sees adolescent patients will see 
TGNB patients. It is essential to be 
prepared to provide competent care. 

TGNB adolescents are facing grow-
ing inequities, including health care 
disparities. � ese disparities are often 
rooted in medical disenfranchisement, 
exempli� ed by stigma and discrimina-
tion both inside and outside the medical 
system.2 Almost one-third of TGNB 
individuals have had 1 or more nega-
tive experiences in health care related 
to their gender identity, including 

the inability to � nd a knowledgeable 
provider, being discriminated against 
in medical settings, or being refused 
necessary treatment because of their 
gender identity.2 Increasing legal barri-
ers also threaten the well-being of TGNB 
adolescents, and a growing number of 
states are seeking to curtail access to 
gender-a�  rming care (GAC).3 At a time 
when TGNB identities are under siege, 
every clinician and clinical space should 
be safe, welcoming, and supportive. 

Creating a welcoming 
clinical environment
Patients must feel welcomed in clini-
cal settings, and the care team should 
employ several things to establish inclu-
sive spaces for gender-diverse patients 
(Table 1), including the following: 

•  Ensure clinical environments have 
posters, fl yers, or other reading materi-
als that are refl ective of all genders. 
Visible emblems, such as TGNB fl ags 
and pronoun pins, can be intentional 
symbols of safety and inclusion for 
TGNB adolescents and their families.

•  Reevaluate clinic titles (eg, women’s 
health) for accuracy to ensure they are 
refl ective of all patient population(s) 
receiving care.4

•  Ensure inclusive bathrooms for diverse 
gender identities are available. 

•  Have space on intake forms and 
medical records for the patient’s name-
in-use, legal names (if different from 
name-in-use), and pronouns.5

•  Ensure name-in-use and pronouns are 
relayed with every transfer of care. All 
adolescents should be asked about 
name-in-use and pronouns in private, 

FRANCES GRIMSTAD, MD, MS, (she/her) is a pediatric 
and adolescent gynecologist at Boston Children’s Hospital 
and an assistant professor of obstetrics, gynecology, and 
reproductive biology at Harvard Medical School in Boston, 
Massachusetts. She engages in clinical and research work 
surrounding transgender and intersex reproductive health. She 
has been involved in transgender health advocacy since her own 
adolescence, when she decided to pursue medicine to address 
disparities in care faced by these communities.

JOSEPH MARTINEZ, BS, (he/they) is a 
clinical research assistant working with Drs Oren 
Ganor and Elizabeth Boskey at the Center for 
Gender Surgery in the Department of Plastic and 
Oral Surgery at Boston Children’s Hospital in 
Massachusetts. They received their BS in biology 
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Providing the best 
care for transgender 
adolescents
Offering an inclusive, safe space along with the best care for transgender 
and nonbinary adolescent patients is more important than ever
by FRANCES GRIMSTAD MD, MS; AND JOSEPH MARTINEZ, BS
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as caregivers may not be privy to how a 
TGNB adolescent identifies. Clinicians 
should never discuss a patient’s gender 
or pronouns with caregivers without  
their consent.

•  Train all staff (including front-of-house 
and associated departments) in gender-
inclusive practices. 

When establishing a patient’s medi-
cal history and performing a physical 
exam, providers should consider a few 
things that are relevant for some TGNB 
adolescents. Some TGNB patients may 
undergo surgeries to align their bodies 
with their gender; clinicians should not 
assume current anatomy. Instead, an 
anatomic inventory that assesses cur-
rent and past anatomy can be helpful. 
Additionally, some adolescents may 
experience dysphoria or distress related 
to certain parts or functions of their body 
(eg, genitals, hair, and menses) that do 
not align with their gender.6,7 Clinicians 
should be sensitive to this and, when 
appropriate, ask patients whether there 
are nonanatomic terms they use to 
describe their body parts and how they 
work. Providers should always mirror 
patients’ language when possible. If a 
patient experiences distress with a part 
of their body where an examination is 
indicated, clinicians should utilize a 
trauma-informed approach and engage 
in shared decision-making. This would 
include if, when, and how the exam 
will occur, as well as the potential use 
of support persons or alternative focus 
techniques (eg, headphones). Clini-
cians should prioritize noninvasive 
alternatives when available (eg, a pelvic 
ultrasound instead of a bimanual exam).

Gender-affirming therapies
In the care of TGNB adolescents, the 
most prevalent care provided is social 
affirmation. This can manifest as 

affirming the patient’s name, gender, 
and pronouns. Additionally, some 
patients may desire and benefit from 
cognitive, medical, or surgical gender-
affirming therapies. Every TGNB 
individual’s gender embodiment goals 
are different, and clinicians should 
not assume every TGNB adolescent  
desire therapies.2

Gender-affirming mental 
health
Adolescence is a time when many 
people are exploring identity, includ-
ing gender. Providers should affirm to 
patients that being gender diverse is not 
a mental health condition. However, 
some TGNB adolescents may experi-
ence dysphoria related to their gender, 
defined as an impairment in daily 
activities or functioning stemming from 
gender incongruence. This may be con-
nected to pubertal changes or changes 
in peer relationships, among other 
things. Some TGNB adolescents will 
benefit from affirming mental health 

support in navigating their identity.8 
For TGNB minors who desire GAC, the 
current version of the “Endocrine Treat-
ment of Gender-Dysphoric/Gender-
Incongruent Persons: An Endocrine 
Society Clinical Practice Guideline” 
(2017) recommends the involvement of 
a trained behavioral health provider and 
a formal diagnosis of gender incongru-
ence or gender dysphoria.9 For those 
who are not minors, clinicians comfort-
able in diagnosing gender incongruence 
do not need to have a separate mental 
health evaluation before GAC initiation. 
Additionally, not all TGNB adolescents 
will experience gender dysphoria and 
some will experience gender euphoria, 
instead.10 As such, behavioral health 
needs should be individual to the 
patient, their experiences, and goals.

Gender-affirming medical 
therapies
Gender-affirming medical therapies 
for TGNB adolescents include puber-
tal suppression medications and 

Safe Zone Project thesafezoneproject.com: a free resource that can 
serve as foundational knowledge on communicating effectively with and 
about TGNB patients. Workshops for LGBTQIA+ awareness and allyship are 
also available.

Refuge Restrooms refugerestrooms.org: This resource is led by TGNB 
individuals and provides the nearest, safe restrooms for gender-diverse 
individuals based on the user’s location. 
Note: This is a community-based project, and individuals may contribute safe 
bathrooms they are aware of and have verified to grow the database.

Pronouns mypronouns.org: a resource on understanding pronouns, how to 
ask about them, and how to use them.

National Center for Transgender Equality transequality.org: a national 
organization, leading a diverse set of efforts to fight for TGNB equality, with 
many resources available.

LGBTQIA+, lesbian, gay, bisexual, transgender, queer, intersex, asexual (or allied); TGNB, transgender 
and nonbinary.

TABLE 1. Safe and welcoming space resources

outheast Asia. Abbreviations: CMV= 
cytomegalovirus; RBC = red blood 
cell; TTTS=twin-to-twin transfusion syn
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gender-affirming hormone therapies 
(GAHT). These have been shown to 
improve the mental health and quality 
of life of TGNB adolescents.9,11 Clini-
cians who are skilled in supporting this 

patient population are diverse, and 
obstetrician-gynecologists (ob-gyns) 
have many skills that allow them to learn 
and provide this care.12 Most medica-
tions reviewed below are off-label use. 

Pubertal suppression
The goals of pubertal suppression 
therapies (Table 29) are to pause the 
development of secondary sex char-
acteristics that may not align with a 

Medications Expected changes Monitoring

Pubertal suppression (GnRH analogs)

Leuprolide acetate (11.25 mg IM per 3 monthsb)
Histrelin acetate subcutaneous implant  
(1-3 years)

Arrest of secondary sex trait 
development

Every 3 months: height, weight, Tanner stage, 
blood pressure 
Every 6-12 months: luteinizing and follicle-stimu-
lating hormones, estradiol, testosterone, vitamin D
Every 1-2 years: renal and liver function, lipids, 
glucose, haemoglobin A1c, DEXA scan 

Testosteronec

Testosterone cypionate/enanthate IM/SQ  
(20-100 mg/weekd)
Testosterone patch (1-8 mg/day)
Testosterone 1% gel (12.5-100 mg/morning)
Testosterone 5% cream (10-100 mg/day)
Testosterone pellets (10-14 pellets  
[75 mg each]/3-4 months)e

Increases facial and body hair
Increases muscle mass
More central adiposity distribution
May increase acne
Increases libido
Increases clitoral size
Deepens the voice
Induces amenorrhea
Male-pattern balding may occur

Baseline: CBC
Every 3 months for first year, then 6-12 
months thereafter: serum testosterone  
(goal 320-1000 ng/dL), CBC

Estrogens and Antiandrogens

Estrogensf

17-beta estradiol oral/sublingual (1-8 mg/day)6

Estradiol transdermal patch (50-400 μg/[bi]
weekly)
Estradiol valerate IM (10-40 mg/2 weeks)h

Estradiol cypionate IM (1-5 mg/2 weeks)h

Antiandrogensi

Spironolactone (50-200 mg/day)
Finasteride (5 mg/day)
Bicalutamide (25-50 mg/day)

Increase breast development
Decrease muscle mass
More hip/thigh adiposity 
distribution
Soften skin
Decrease libido and spontane-
ous erections

For all patients:
Every 3 months for first year, then 6-12 months 
thereafter: serum testosterone (goal < 50 ng/dl), 
serum estradiol (100-200 pg/mL)
On spironolactone: CMP should be done at 
baseline and alongside above estrogen therapy 
monitoring
On bicalutamide: LFTs should be done at 
baseline and alongside above estrogen therapy 
monitoring

 

TABLE 2. Select pubertal suppression and gender-affirming hormone therapies9

CBC, complete blood count; CMP, comprehensive metabolic panel; GnRH, 
gonadotropin-releasing hormone; IM, intramuscular injection; SQ, subcutane-
ous injection; LFTs, liver function tests.
a. For a complete list of options, please refer to “Endocrine Treatment of 
Gender-Dysphoric/Gender-Incongruent Persons: An Endocrine Society Clini-
cal Practice Guideline” (2017).
b. If gonadotropins are not suppressed, may require higher dosing.
c. For patients who are previously on and continuing GnRH analogues, they 
will likely be able to start at a lower dose and increase more slowly (eg,  
25 mg/m2 injectable testosterone every 2 weeks, increasing by 25 mg/m2 
every 6 months until reaching adult dosing).  

d. Can also do every 2–week dosing,
e. Most patients will begin with a nonsubcutaneous pellet form.
f. For patients who are previously on and continuing GnRH analogues, they will 
likely be able to start at a lower dose and increase more slowly (eg, 5 μg/kg/day 
of oral estradiol or 6.25-12.5 μg/day of transdermal estradiol, increasing by the 
starting amount every 6 months until reaching adult dosing).  
g. Dosing can be divided and taken throughout the day.
h. May also do weekly dosing.
i. Patients with functional testes who desire to limit virilization may desire 
antiandrogens to suppress testicular function. However, at higher doses of 
estrogens, this may not be necessary.
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person’s gender identity.9 They also 
aid TGNB youth in having more time 
during adolescent development to 
identify the patient’s medical-related 
gender goals (eg, desire for GAHT or 
surgeries) and can be started as early 
as Tanner II. These are generally safe, 
relatively reversible, and well-tolerated 
medications. The most commonly used 
are gonadotropin-releasing hormone 
(GnRH) analogues. They should not 
be used indefinitely in isolation, as sex 
steroids are beneficial for long-term 
health. Some patients will chose to 
continue them as they start GAHT to 
maintain endogenous supression. In 
this case, it is acceptable to continue 
pubertal suppression medications 
alongside GAHT. The added benefit 
for TGNB youth with pubertal sup-
pression is limiting the development 
of secondary sex characteristics. 
Otherwise, some TGNB individuals 
may later seek surgery to alleviate or 
reverse these developments, such as 
vocal cord thickening or breast devel-
opment, functionally decreasing the 
need for future surgery. Once pubertal 
suppression is discontinued for youth 
who do not desire GAHT, natal puberty 
will continue to progress. 

Menstrual suppression
Some TGNB adolescents with ovaries 
and uteri may utilize menstrual sup-
pression for gender-affirming reasons 
(ie, due to dysphoria associated with 
menses) or nongender-affirming (eg, 
dysmenorrhea) reasons.13,14 Depending 
on their goals, menstrual suppres-
sions can be used before, without, 
or in tandem with GAHT. Although 
testosterone suppresses menses, up 
to one-quarter of TGNB adolescents 
may experience breakthrough bleed-
ing, and thus may seek concomitant 

menstrual suppression.13 Menstrual 
suppression does not require a mental 
health clinician and can be prescribed 
by any clinician prescribing for 

nongender-affirming reasons. 
In particular, some TGNB patients 

may be interested in danazol, which 
is a synthetic androgen progestin that 
produces mild virilizing effects at higher 
doses and successful menstrual sup-
pression.15 Past medical history, patient 
preferences, and goals should influence 
the choice of method. Testosterone is 
also not an approved form of contracep-
tion, and those who engage in sexual 
activity and can achieve pregnancy 
should be counseled on contraceptive 
options, regardless of menstrual sup-
pression goals.7 

Gender-affirming hormone 
therapies
TESTOSTERONE
Testosterone is the mainstay therapy 
for patients who desire virilization.9 
Testosterone acts to suppress endog-
enous estrogen and induce androgenic 
changes. Expected changes are noted 
in Table 2. Onset and maximal change 
may vary, depending on the individual, 
preparation, and dosing, but most 
achieve maximal effects by 2 years 
after initiation (Table 2). Testosterone’s 
adverse effects include erythrocytosis, 
lipid profile changes, vaginal dryness, 
and possible mild elevation of transami-
nases. Contraindications include active 
polycythemia and unstable coronary 
artery disease. Current evidence does 
not show an increased risk of repro-
ductive cancers on testosterone.16-18 
However, clinicians should engage in 
shared decision-making with families 
based on their specific history and the 
current evidence. 

ESTROGENS AND 
ANTIANDROGENS
For those seeking estrogenic effects, 
options typically include estrogens with 

TABLE 3. SELECT 
GENDER-AFFIRMING 

SURGERIES

FACIAL FEMINIZATION: a set of diverse 
procedures used to soften the bony and soft 
tissue contours of the face, head, and neck. 

MASCULINIZING CHEST SURGERY: removal of 
chest tissue to create a more masculine 
chest contour. 

BREAST AUGMENTATION: placement of 
implants to enhance breast shape and size. 

HYSTERECTOMY: removal of uterus and 
cervix. May be done with or without 
concomitant oophorectomy, depending on 
the patient’s history and gender goals.

METOIDIOPLASTY: creation of a small 
neophallus using hormonally enlarged 
clitoral tissue following testosterone gender-
affirming hormone therapy use. If patient 
also desires urethral lengthening within 
neophallus to stand to void, a vaginectomy 
is performed, which requires a preceding 
hysterectomy. Patients may also have 
scrotal implants placed.

PHALLOPLASTY: creation of a neophallus 
using a skin flap (larger than metoidioplasty). 
If patient also desires urethral lengthening 
within neophallus to stand to void, a 
vaginectomy is performed, which requires a 
preceding hysterectomy. Patients may also 
have scrotal implants placed.

ORCHIECTOMY: removal of testes to stop  
the production of testosterone and  
sperm. This may be done in isolation or  
during vaginoplasty.

VAGINOPLASTY: creation of a functional 
vagina alongside clitoris, shortened urethra, 
and labia. For patients who desire the 
external genital surgery but not the depth of 
a vaginoplasty, a vulvoplasty, or “zero-depth 
vaginoplasty,” may be performed. 



or without the use of antiandrogens 
(Table 2).9 Antiandrogens are ben-
eficial in suppressing the androgen 
effects for those with testes. Estrogen 
alone is sufficient for some patients, 
and others will not desire to suppress 
endogenous virilization. Adverse effects 
of estrogen include headaches, breast 
tenderness, nausea, dry skin, increased 
appetite, weight gain, increased risk 
for venous thromboembolism (VTE), 
and estrogen-sensitive cancers later in 
life. Prolactinemia may occur, which is 
asymptomatic in most cases, and routine 
monitoring is not necessary for those 
patients. Estrogen is contraindicated in 
active estrogen-sensitive cancers. Those 
who have other risks for thrombogen-
esis (eg, smoking or a history of VTE) 
should consider the less thrombogenic  

transdermal preparations.
Antiandrogen adverse effects, risks, 

and contraindications are specific to 
each medication. As discussed above, in 
pubertal suppression, GnRH analogues 
can also be used as antiandrogens. 
Spironolactone, an aldosterone recep-
tor antagonist and diuretic, is the most 
commonly used antiandrogen. Adverse 
effects include polydipsia, polyuria, 
hypotension, and hyperkalemia. In 
addition, potassium levels must be 
monitored and hydration encouraged. 
Spironolactone is not a good option 
for TGNB adolescents who lack safe 
bathroom access, and it is contrain-
dicated in patients with renal disease  
or hyperkalemia.

Finasteride, a 5α-reductase inhibi-
tor, is another antiandrogen; it limits 

the conversion of testosterone to the 
potent dihydrotestosterone (DHT). 
Bicalutamide is a nonsteroidal antian-
drogen that selectively blocks receptor 
activation by androgens and DHT and 
may have estrogenlike effects. There 
are less data on bicalutamide’s use in 
TGNB patients. The main risk associ-
ated with bicalutamide is a rare risk of 
liver dysfunction, including fulminant 
hepatitis, and its use should be avoided 
in patients with hepatic disease.

PROGESTINS
Some patients will desire to use 
progestins, although present data are 
inconclusive on their benefit. The goals 
of progestins are founded on anecdotal 
reports of improvements in breast devel-
opment, mood, and libido.19 Providers 
should share decision-making with 
patients and determine whether they 
would like a trial of progestin. The most 
common forms used are micronized 
bioidentical progesterone (100-200 mg 
daily) and oral medroxyprogesterone 
acetate (2.5-10 mg daily). 

FERTILITY, FAMILY BUILDING, 
GENDER-AFFIRMING MEDICAL 
THERAPIES, AND TGNB 
ADOLESCENTS
TGNB individuals have diverse family-
building goals, and those who want 
families may also desire genetically 
related children.20 Fertility preservation 
should never be considered a clinical 
requirement prior to initiating GAC. 
However, current guidelines recom-
mend universally offering it to all 
patients before therapy initiation.9 
Despite this, the data regarding GAC 
and fertility are rapidly changing, and as 
such, clinicians should counsel on the 
known and unknown risks and benefits 
of the specific therapies of interest to 
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FIGURE. TERMINOLOGY RELATED TO TRANSGENDER 
AND NONBINARY ADOLESCENT HEALTH

GENDER: the internal sense of self as it relates to 
men, women, and other genders, depending 
on social constructs. Gender assignments in 
childhood are often based on birth sex (see 
below). Although gender can only truly be 
defined by the individual, as they get older, 
they may express a different gender than what 
is aligned with sex assigned at birth. Evidence 
supports gender identity is innate and is not 
changeable by external sources.

SEX: the assignment of male, female, or 
intersex at birth, based on external anatomy 
(more rarely based on prenatal testing).

GENDER EXPRESSION: the expression of an 
individual’s gender using mannerisms, dress, 
language, and hair. 

CISGENDER: individuals who have a gender 
that is aligned with their sex assigned at birth. 

TRANSGENDER: an umbrella term used to 
describe those whose gender identity 
differs from their sex assigned at birth. Not 
every person will use this term to describe 
themselves and may use 1 or none of the 

terms below. Clinicians should honor the 
patient’s terms they use for themselves.

GENDER NONBINARY: those whose gender 
does not fall within the exclusive concepts of 
identifying as women/men based on  
social constructs.

TRANSGENDER MAN: a man who was assigned 
female sex at birth.

TRANSGENDER WOMAN: a woman who was 
assigned male sex at birth.

GENDER INCONGRUENCE: persistent 
incongruence between the gender felt or 
experienced and the gender assigned at birth.

GENDER DYSPHORIA: clinically significant 
distress or impairment in daily activities or 
functioning related to gender incongruence 
with sex characteristics or anatomy. Not all 
transgender adolescents will experience 
gender dysphoria.

GENDER EUPHORIA: the sense of joy from living 
in one’s true gender. 
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offer their patients the most up-to-date 
information about their options. For 
example, for TGNB adolescents who 
initiate GnRH analogues at the start of 
puberty, fertility may only be impacted 
should they subsequently progress to 
GAHT. For these patients, the primary 
option for fertility preservation due to 
immature gametes is gonadal tissue 
preservation.20 For TGNB adolescents 
who are postpubertal with testes and 
desire estrogens, most data support 
that estrogens decrease fertility, and the 
mainstay of fertility preservation prior 
to therapy is cryopreservation of sperm. 
Finally, a growing body of data suggest 
that for postpubertal TGNB adolescents 
who desire testosterone, it does not 
render ovaries and uteri infertile, as pre-
viously thought.21 These patients should 
be aware of the increasing reports of 
successful discontinuance of testos-
terone and preservation of oocytes and 
pregnancies.22,23 However, guidelines 
still recommend that if patients desire 
to minimize the impact of testosterone, 
then oocyte cryopreservation should 
be offered. 

Gender-affirming surgical 
considerations in TGNB 
adolescents
Although a full review of gender-
affirming surgeries (GASs) is beyond the 
scope of this paper, many clinicians who 
care for TGNB adolescents may have 
patients interested in these procedures.

G A S  ( Ta b l e  3 )  e n c o m p a s s e s 
several procedures that help TGNB 
individuals align their bodies with their 

gender. Many of these are deferred 
until after the age of majority, which 
is 18 years in most municipalities. 
However, procedures such as chest 
masculinization are increasing in fre-
quency in adolescents and have shown  
promising results.24

The World Professional Association 
Transgender Health Standards of Care 
are used as guidance for presurgical 
requirements in tandem to insurance 
companies and individual surgeon 
specific requirements.25 These can 
include minimum time on GAHT before 
surgery, mental health letters that 
support the procedure, or the need for  
hair removal.21

Patients should be counseled on 
fertility preservation before fertility-
altering surgeries such as an orchiec-
tomy, hysterectomy, metoidioplasty, 
or phalloplasty (which may require 
a hysterectomy). Of note, gender-
affirming hysterectomies, including 
those done as prerequisites for 

metoidioplasty or phalloplasty, do not  
require oophorectomies.21

Conclusion
The experiences of TGNB adolescents 
are diverse, and ameliorating the 
disparities they face is vital. TGNB 
individuals represent 2% of adolescents 
in the United States; they have primary 
and may have specialty health care 
needs. All patients deserve welcoming 
and affirming care, which every ob-gyn 
can provide. Learning to deliver aspects 
of this care can significantly increase 
access to this necessary field. In an era 
when many municipalities are seeking 
to curtail the rights of TGNB adolescents 
and limit their access to essential care, 
it is imperative now more than ever that 
ob-gyns expand their clinical services 
to provide care for this population.  

FOR REFERENCES VISIT  
contemporaryobgyn.net/Transgender-care

For more on treating patients who are transitioning to another gender, visit Contemporary Pediatrics® this month 

online at contemporarypediatrics.com/journals/contemporary-peds-journal/june-2022
READ 
MORE

 Two percent of adolescents identify as transgender or gender nonbinary. 

 Every patient’s gender goals are unique to them, and clinicians should 

always ask patients about their goals and not assume based on gender identity 

or expression.

 The most common gender-affirming care (GAC) a clinician will provide is 

welcoming and inclusive care, which includes respecting a patient’s gender, 

their name, and pronouns. 

 Obstetrician-gynecologists are well positioned to provide other forms 

of GAC, including hormone therapy, gender-affirming hysterectomies, and 

postvaginoplasty care. 

 Menstrual suppression can be offered to any patient with menstrual 

dysphoria, regardless of gender, menstrual patterns, or initiation of other GAC. 

TAKE 
AWAYS
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V ulvovaginal complaints make 
up the majority of gynecologic 
clinic visits by prepubertal girls. 

Vulvovaginal symptoms can 
be caused by infection, trauma, hygiene, 
dermatologic conditions, and con-
genital anomalies. � ough these condi-
tions also may present after puberty, 
this article will focus on common 
vulvar conditions in the prepubertal 
pediatric population.

Most pediatric vulvar conditions can 
be clinically diagnosed with history and 
physical exam alone, although certain 
conditions may require additional test-
ing. History taking often requires gather-
ing information from both the child and 
parent and should focus on the timing, 
duration, and characterization of the 
symptoms, including itching, pain, 
burning, and associated genitourinary 
and gastrointestinal symptoms such as 
dysuria, urinary retention, constipation, 
and stooling habits.1 Vulvar hygiene 

should be elicited, including the use of 
perfumed soaps, bubbles, detergents, or 
wipes applied to the external and inter-
nal genitalia, as well as who performs 
these vulvar hygiene practices (child 
or parent). A specific inquiry should 
address whether the child wipes front 
to back, has inserted any foreign objects 
into the vagina, or has experienced any 
inappropriate touching of their genitals. 
Symptom triggers and irritants should 
be investigated, as well as the outcomes 
of prior palliative measures and inter-
ventions. A report of vaginal bleeding, 
discharge, or malodor is nonspecific 
but may raise concern for tissue injury, 
infection, or abuse. 

External pelvic examination should 
be performed to assess the patient’s 
pubertal development, including 
Tanner staging and documentation 
of the degree of estrogenization of the 
vestibule and vaginal mucosa. Genital 
examination of a prepubertal child 

can be accomplished by asking the 
child to make a frog leg or butterfly 
position, a cannonball position (to 
better assess the perianal region), 
or a hands and knees position.1 Skin 
changes and tissue injuries such as 
excoriations, abrasions, or bruising 
are often immediately apparent. Of 
note, the vestibule, hymen, and vaginal 
mucosa of prepubertal girls commonly 
appear erythematous, thin, and atro-
phic due to the poor estrogenization of 
the tissues. Careful attention should be 
paid to deviations from normal vulvar 
anatomy. � e patient should always be 
verbally prepared for the anticipation 
of touching of the skin and tissue and be 
reassured that the examination will not 
hurt. Most pediatric gynecology exams 
will be tailored to the complaints and 
not require speculum examination. 
Gentle traction of the labia majora 
outward allows assessment of hymenal 
patency and visualization into the 

How to identify 
common pediatric 
vulvar conditions
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lower vagina (Figure 1). If necessary, 
further assessment of vaginal patency 
and length may be performed with 
a saline-moistened cotton-tipped 
applicator, which can be used to 
obtain bacterial cultures if indicated.1 
If further intravaginal evaluation is 
indicated, a vaginoscopy in the office 
or under anesthesia may be performed. 

 
Vulvovaginitis
Nonspecific vulvovaginitis is the most 
common (75%) cause of vaginitis in 
young girls.2 Pediatric patients typically 
describe vulvar discomfort, pruritus, 
malodor, or vaginal discharge that may 
be purulent or tinged with blood. Signs 
include erythema, mucoid vaginal 
discharge, and poor hygiene—or there 
may be no findings. The prepubertal 
vulva and vagina are hypoestrogenic and 
susceptible to irritants such as soaps, 
detergents, bath bombs, urine, stool, and 
perfumed products.3-6 In the absence 
of purulent discharge, antibiotics are 
rarely indicated. Most symptoms resolve 
within 2 to 3 weeks after vulvar hygiene 
measures are instituted, including soak-
ing in plain water without soap, standing 
up to shower, patting dry, wiping front 
to back, wearing cotton underwear and 
loose clothing, and avoiding irritants.7 
Barrier emollients such as petroleum 
jelly or zinc oxide can be applied exter-
nally for symptomatic relief.

 Additional testing with bacterial 
vaginal culture and vaginoscopy may 
be indicated to evaluate for specific 
causes of vulvovaginitis if symptoms 
persist or vaginal bleeding or purulent 
discharge is present, raising suspicion for 
a specific etiology.3,4 Mixed vaginal flora 
is a typical culture result in nonspecific 
vulvovaginitis. Respiratory (eg, Strepto-
coccus pyogenes, Staphylococcus aureus, 
Streptococcus pneumoniae, Haemophilus 

influenzae, Neisseria meningitidis, 
Moraxella catarrhalis) and enteric (eg, 
Escherichia coli, Enterococcus faecalis, 
Klebsiella pneumoniae, Proteus mirabilis, 
Pseudomonas, Shigella, Yersinia) patho-
gens are commonly isolated on bacterial 
vaginal swabs in patients with vaginitis 
as well as those who are asymptomatic. 
Therefore they do not always represent 
an infection.2-4 Colonization is thought to 
occur by autoinoculation, with group A 
streptococci accounting for 20% of infec-
tious cases. It should be treated with a 
10-day course of oral amoxicillin.3,4 Other 
respiratory and enteric flora isolates 
often resolve with hygiene measures 
alone but should be treated based on 
sensitivities if symptoms are persistent 
or if specific infectious causes such as 
Yersinia or Shigella are isolated.3-6 

Though approximately 3% to 4% of 
prepubertal girls are colonized with 
candida, vulvar candidiasis most 
frequently occurs in patients wearing 
diapers.8 Pathogenic vaginal candidiasis 
is uncommon in healthy, toilet-trained 

prepubertal girls. Therefore, empiric 
treatment for vaginal yeast infection 
should not be performed unless a 
positive candida test is present in the 
setting of immunosuppression, recent 
antibiotics, or diaper use.5,8 

Gardnerella vaginalis can be isolated 
even in the absence of sexual abuse, and 
treatment should be based on culture 
results and symptoms—vaginal pH 
testing and microscopy are not reliable 
testing measures in prepubertal girls.3,9 
Sexually transmitted infection testing 
for chlamydia, gonorrhea, trichomonas, 
and herpes simplex (if ulcerative 
lesions present) should be performed 
if there are concerns for sexual abuse. 
Empiric treatment for pinworms may 
be indicated in patients with significant 
perianal and vulvar itching that does not 
respond to hygiene measures.3,4 

Vaginal foreign body
Chronic vulvovaginitis with vaginal dis-
charge, malodor, and bleeding is often 
secondary to a foreign body such as 

FIGURE 1. Examination of the vulva of a prepubertal child.  
(Reported in: Emans SJ, et al. Emans, Laufer, Goldstein’s Pediatric & Adolescent 
Gynecology. 7th ed. Figure 1-6 (B), page 5, Philadelphia, Wolters Kluwer, 2020).
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toilet paper, toys, beads, or other small 
objects (Figure 2). If the patient is able 
to cooperate, visualization and foreign 
body removal in the office can often be 
accomplished with the application of 
topical anesthetic if needed and use of a 
swab or vaginal irrigation with warmed 
fluid.3 Small batteries are a rare but seri-
ous cause of vaginal burns.10 Batteries 
are radio-opaque on x-ray imaging and 
require emergent removal under seda-
tion, followed by vaginoscopy to assess 
the vaginal mucosa for depth of burns 
and possible damage to the urinary tract 
or rectal mucosa. 

Labial adhesions
Labial adhesions commonly occur in 
girls aged 3 months to 6 years due to 
the prepubertal hypoestrogenic genital 
tissue (Figure 3). Other contributing 
factors may include genital trauma, 
infection, inflammation, or lichen scle-
rosus. Adhesions may be asymptomatic 
or cause vulvar discomfort and urinary 
symptoms such as postvoid dribbling, 

difficulty with urination, and recur-
rent urinary tract infections. Small, 
asymptomatic labial adhesions can be 
expectantly managed. Most will resolve 
with endogenous estrogen production 
at the onset of puberty.3,11 Symptomatic 
or extensive labial adhesions warrant 
therapy with topical estrogen (0.01%) 
cream or high potency (betamethasone 
0.05% cream) steroid applied sparingly 
to the fusion line and continued until 
resolution. These topical treatments 
have similar efficacy, and the choice 
of therapy is dependent on the accept-
ability of potential adverse effects (eg, 
breast budding, skin atrophy), which 
can often be mitigated by directed 
focal application for the minimum 
duration needed.12 Resolution often 
occurs within 6 weeks of treatment and 
should be followed by vulvar hygiene 
measures and daily application of bar-
rier emollients such as petroleum jelly 
for several months to prevent recur-
rence. Manual or surgical separation 
is rarely indicated and reserved for 

cases of complete urinary obstruction  
and retention.3,11 

Lichen sclerosus
Vulvar lichen sclerosus is an inflamma-
tory dermatologic condition affecting 
the anogenital region with a bimodal 
incidence in postmenopausal women 
and prepubertal girls.13,14 Common 
symptoms include vulvar pruritus, 
pain, bleeding, and urinary and 
bowel complaints such as dysuria 
and constipation or pain with defeca-
tion. Dermatologic findings include 
thin, parchment paper–like skin with 
hypopigmentation frequently in a 
figure-8 distribution around the anus 
and vestibule. Lichen sclerosus also can 
have diverse and subtle presentations 
including erythema, bruising, punctate 
hemorrhages, telangiectasias, exco-
riations, fissures, and hyperkeratotic 
lesions (Figure 4). Untreated, severe 
lichen sclerosus can cause scarring 
and loss of the vestibular architecture 
leading to loss of the labia minora, 
labial agglutination, introital stenosis, 
and burying of the clitoris under the 
prepuce. Of note, vitiligo of the vulva 
will demonstrate hypopigmentation 
but without changes in skin texture or 
architectural changes.13 Vaginal involve-
ment is uncommon in lichen sclerosus 
and, if present, should raise concern for 
an alternative diagnosis such as lichen 
planus. The etiology of lichen sclerosus 
is unclear but has been associated with 
familial inheritance, local trauma, and 
systemic autoimmune disorders.

Although lichen sclerosus is associ-
ated with the development of vulvar 
carcinoma in postmenopausal women, 
there is no evidence of this association 
in young girls.13,14 Skin biopsy is rarely 
indicated in the pediatric popula-
tion, and clinical diagnosis based on 

FIGURE 2. Toilet paper within the vagina of a prepubertal child.  
(Reported in: Emans SJ, et al. Emans, Laufer, Goldstein’s Pediatric & Adolescent 
Gynecology. 7th ed. Figure 14-5, page 185, Philadelphia, Wolters Kluwer, 2020).
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examination should prompt initiation 
of topical therapy with a super high 
potency steroid such as clobetasol pro-
pionate 0.05% ointment twice daily.15 
Medical management is continued 
until symptoms and skin findings 
resolve, and then it is tapered over 4 to 
8 weeks. After resolution, maintenance 
therapy with a potent topical steroid 
such as mometasone furoate 0.1% oint-
ment is recommended.16,17 As lichen 
sclerosus commonly recurs in 44% to 
82% of patients and can persist beyond 
puberty, repeat treatment courses 
are often required and long-term 
follow-up with annual genital exams  
is recommended.18 

Vulvar ulcers
Vulvar ulcers are distressing for young 
girls and their parents and can cause 
significant discomfort. The differential 
diagnosis for vulvar ulcers is broad and 
should include testing to exclude infec-
tion.13,19 Herpes simplex virus is charac-
terized by clustered vesicles and painful 
ulcerations confirmed via viral culture 
or polymerase chain reaction assay. Pri-
mary syphilis causes a painless chancre 
characterized by an isolated ulcer with 
raised borders with or without regional 
lymphadenopathy and is diagnosed by 
dark field microscopy of the chancre 
fluid. Less common infectious etiolo-
gies include chancroid (Haemophilus 
ducreyi), lymphogranuloma venereum 
(Chlamydia trachomatis), and donova-
nosis (Klebsiella granulomatis). These 
can be diagnosed with bacterial culture 
of the ulcerative lesion. A positive result 
of any of these sexually transmitted 
infections warrants prompt treat-
ment and investigation of suspected  
sexual abuse. 

Beçhet syndrome is a systemic 
autoimmune disorder that manifests 

with arthritis, uveitis, and recurrent 
ulcerative oral and vulvar lesions.13 
Genital Crohn disease can present 
with “knife cut” genital ulcers along the 
inguinal or labial folds. A careful history 
of associated symptoms may prompt 
referral to specialists to rule out these 
systemic etiologies.

Lipschütz ulcers are a common 
cause of acute-onset non–sexually 
transmitted vulvar aphthous ulcers in 
both pre- and postmenarchal girls and 
adolescents.13,19 Lesions are character-
ized by large, often bilateral “kissing” 
ulcers with a necrotic-appearing base 
and gray exudate on the medial aspect 
of the labia minora (Figure 5). They 
are often accompanied by significant 
edema, pain, dysuria, and occasionally 
urinary retention due to discomfort. 
Prodromal symptoms such as fever, 
malaise, myalgias, lymphadenopathy, 
and pharyngitis are common, and these 
ulcerative lesions have been associated 
with viral and bacterial infections such 
as Epstein-Barr virus, cytomegalovirus, 
influenza, mycoplasma, and strep 
throat, though serologic confirmation 
of these infections is not required for 
this diagnosis of exclusion.19,20 The 
pathogenesis of these ulcers is unclear 
but it is thought to be secondary to a 
hypersensitivity reaction to pathogens 
and has even been reported after vac-
cinations.21 Lipschütz ulcers are self-
limiting, with most symptoms resolving 
within 10 days, but lesions may take 
several weeks to heal. Rarely, bladder 
catheterization is required to relieve 
urinary retention secondary to severe 
discomfort with urination. Conservative 
management includes oral pain medi-
cations, cleansing with a spray bottle 
and sitz baths, and application of topical 
anesthetics and barrier emollients. 
Antibiotics are reserved for cases with 

FIGURE 3. Labial adhesions.  
(Reported in: Emans SJ, et al. Emans, 
Laufer, Goldstein’s Pediatric & 
Adolescent Gynecology. 7th ed. Figure 
14-13 (B), page 189, Philadelphia, 
Wolters Kluwer, 2020).

FIGURE 4. Lichen sclerosus.    
(Reported in: Emans SJ, et al. Emans, 
Laufer, Goldstein’s Pediatric & 
Adolescent Gynecology. 7th ed. Figure 
14-4, page 184, Philadelphia, Wolters 
Kluwer, 2020).
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concern for overlying cellulitis. There is 
limited retrospective evidence that use 
of systemic and high-potency topical 
corticosteroids may lessen inflamma-
tion and pain, though no reduction 
in duration of symptoms has been 
demonstrated and this intervention 
has not been investigated in prospec-
tive trials.22 Recurrences may occur in  
30% to 50% of cases.

Straddle injuries
Prepubertal children are more sus-
ceptible to vulvar trauma due to the 
vascularity of the vulva and absence 
of protective fat pads. In addition to 
excluding sexual trauma, the nature 
of the injury should be investigated to 
consider internal or deep trauma. Blunt 
trauma to the highly vascular anatomy 
increases risk of hematoma formation, 
which is typically conservatively man-
aged with pain medications and cool 

compresses but may require Foley cath-
eter placement for bladder drainage if 
obstructive symptoms are present.23,24 
Surgical drainage is rarely indicated for 
large or expanding hematomas because 
the bleeding vessel is rarely identified 
and drainage raises risk for infection 
and bleeding due to loss of natural 
tamponade by the surrounding tissues.

If vulvar lacerations are small, 
superficial, and hemostatic, they often 
can be conservatively managed without 
repair.23-25 Most injuries are superficial 
and limited to the mons, clitoral hood, 
labia, and perineum, and bleeding 
lacerations can be repaired with a fine 
absorbable suture with a topical or local 
anesthetic and sedation. Internal inju-
ries often require examination under 
sedation with vaginoscopy to assess the 
depth of the injury and repair.

Conclusion
The majority of vulvar conditions 
and symptoms in children can be 
clinically diagnosed with history and 

examination. Providers should be 
familiar with these common pediatric 
vulvar conditions and their initial 
work-up and management. In cases of 
unclear diagnosis or failure to respond, 
referral to a pediatric gynecologist is 
recommended.

Providers and patients can obtain 
additional educational information and 
resources at youngwomenshealth.org 
with specific information relating to 
clinical presentation, diagnosis, and 
management of common prepubertal 
vulvar conditions as well as advice on 
vulvovaginal hygiene measures. 

FOR REFERENCES VISIT  
contemporaryobgyn.net/PAG-vulvar-
conditions

 A thorough history taking and external examination often yield a clinical 

diagnosis for vulvovaginal conditions. When intravaginal examination is 

required to rule out a foreign body, vaginoscopy or an examination under 

anesthesia may be required.

 Nonspecific vulvovaginitis is a common complaint that is often responsive 

to improved vulvar hygiene measures. Antibiotics should be initiated only if a 

specific pathogen is isolated, if purulent discharge is present, or if symptoms 

persist despite hygiene measures.

 Labial adhesions are common in prepubertal girls due to the hypoestrogenic 

vulva, and a topical estrogen or steroid should be prescribed if the patient is 

symptomatic.

 Lichen sclerosus is a chronic dermatologic condition that requires treatment 

with high-potency topical steroids followed by maintenance therapy and long-

term follow-up. 

 Vulvar aphthous ulcers can occur in isolation or after viral illness and require 

exclusion of infectious causes followed by symptomatic management.
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FIGURE 5. Vulvar aphthous ulcer.   
(Reported in: Emans SJ, et al. Emans, 
Laufer, Goldstein’s Pediatric & 
Adolescent Gynecology. 7th ed. Figure 
17-9, page 267, Philadelphia, Wolters 
Kluwer, 2020). 
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VULVOVAGINALDISEASE

by MORGAN PETRONELLI, 
ASSISTANT MANAGING EDITOR

T
he US Food and Drug 
Administration (FDA) has 
approved oteseconazole 
(Vivjoa; Mycovia Phar-

maceuticals) to reduce the incidence 
of recurrent vulvovaginal candidiasis 
(RVVC) in women with a history of RVVC 
who are not of reproductive potential, 
according to a company news release.1

� e approval makes oteseconazole 
the first medication approved by the 
FDA for the management of RVVC, 
which is commonly referred to as 
chronic yeast infection. � is is Mycovia’s 
� rst product approved by the FDA.

Oteseconazole is an azole antifungal 
that inhibits fungal cytochrome P51 
(CYP51), which is required for fungal 
cell wall integrity. � is interaction is also 
toxic to fungi and blocks fungal growth. 
Due to its chemical structure, otesecon-
azole has a lower a�  nity for human CYP 
enzymes compared with fungal CYP 
enzymes, the news release noted. Previ-
ously, the FDA granted oteseconazole 
quali� ed infectious disease product and 
fast track designations.

“After nearly 2 decades of living with 
chronic yeast infection and feeling like 
there was no hope from the itchiness, 
irritation, and constant dread of when 
the next yeast infection would return, I 
was overjoyed to even be a part of this 
clinical trial,” Leslie Ivey, a patient with 
RVVC and clinical trial participant, said 
in the news release. “It is gratifying to see 
RVVC � nally get the attention it deserves.”

� e decision was based on positive 
results from phase 3 clinical trials 
investigating oteseconazole—the 
2 global VIOLET studies (NCT03561701, 
NCT03562156) and the US-based 
ultraVIOLET (NCT03840616) study. � e 
3 trials comprised 875 patients at 
232 sites across 11 countries.

In the VIOLET studies, 93.3% and 
96.1% of patients with RVVC who 
received oteseconazole did not have a 
recurrence during the 48-week main-
tenance period vs 57.2% and 60.6% of 

patients who received placebo (P < .001).
I n  t h e  u l t r a V I O L E T  s t u d y , 

89.7% of patients with RVVC who 
received oteseconazole displayed 
clearance of their initial infection and 
did not experience recurrence during 
the 50-week maintenance period vs 
57.1% of patients who received � uco-
nazole followed by placebo (P < .001).

Commonly repor ted advers e 
e� ects in the trials included headache 
(7.4%) and nausea (3.6%).  The 
medication is contradicted in females 
who are pregnant, lactating, or of 
reproductive potential. 

“A medicine with Vivjoa’s sustained 
efficacy combined with the clinical 
safety pro� le has been long needed, as 
until now physicians and their patients 
have had no FDA-approved medica-
tions for RVVC,” Stephen Brand, PhD, 
chief development o�  cer of Mycovia, 
said in the news release. “We are excited 
to be the first to offer a medication 
designed speci� cally for RVVC, a chal-
lenging and chronic condition that is 
expected to increase in prevalence over 
the next decade.”

Mycovia plans to launch otesec-
onazole commercially during the 
second quarter of 2022, the news 
release noted. 

REFERENCE
1. FDA approves Mycovia Pharmaceu-
ticals’ Vivjoa (oteseconazole), the fi rst 
and only FDA-approved medication for 
recurrent vulvovaginal candidiasis (chronic 
yeast infection). April 28, 2022. Accessed 
April 29, 2022. https://mycovia.com/wp-
content/uploads/2022/04/FINAL-Press-Re-
lease_04.28.22.pdf

FDA approves � rst drug for RVVC

89.7% 
Patients who received 

oteseconazole, achieved 
clearance of their initial 
infection, and did not 

experience recurrence during 
the 50-week maintenance 

period 

VS

57.1% 
Patients who received 

fl uconazole followed by 
placebo (P < .001)*

*According to data from the phase 3 
US-based ultraVIOLET clinical trial
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TRANSITIONS
LIFE

by BOB KRONEMYER

W omen with laparoscopically 
con� rmed endometriosis 
are at signi� cantly higher 
risk for early natural meno-

pause (ENM), and this risk is greater 
for nulliparous women and women 
who never used oral contraceptives, 
according to results of a study published 
in JAMA Network Open.1

“Multiple mechanisms support 
the hypothesis that endometriosis 
or, speci� cally, endometriomas—the 
endometriosis subtype characterized 
by ovarian cysts—and the treatments 
associated with endometriosis may 
a� ect the quality and quantity of ovar-
ian reserve,” said lead author Madhavi 
� ombre Kulkarni, PhD, a postdoctoral 
fellow in obstetrics and gynecology and 
reproductive biology at Michigan State 
University in East Lansing.

Kulkarni noted that endometriosis 
has been linked to lower ovarian reserve 
among women with female-factor 
infertility, as well as to ovarian aging 
and menopause timing.

“Chronic inflammation has also 
been associated with endometriosis 
and hypothesized to be associated 
with early menopause,” she said. “Fur-
thermore, women with endometriosis 
have peritoneal � uid that contains more 

activated proin� ammatory, chemotac-
tic, and oxidative stress factors. � ese 
factors could create an environment 
that is detrimental to follicular and 
ovarian function, which can lead to 
early menopause.”

Investigators for the large, population-
based cohort study analyzed data 
from the Nurses’ Health Study II 
questionnaires from 1989 to 2015. 
� e sample comprised 106,633 
premenopausal women aged 
25 to 42 years (mean age 
34.8 years) at enrollment in 1989.

Laparoscopically con� rmed endome-
triosis was linked to a 50% greater risk 
for ENM, which was de� ned as natural 
menopause before age 45. In addition, 
endometriosis was associated with a 
greater risk for ENM among nulliparous 
vs parous women. Furthermore, the 
risk was greater than 2-fold for women 
who never used oral contraceptives 
compared with those who had.

But there were no significant dif-
ferences between endometriosis and 
ENM by body mass index (< 25 kg/m2 vs 
≥ 25 kg/m2), cigarette smoking status, 
or history of infertility attributed to 
ovulatory disorder.

“Future research is needed to explore 
if the increased risk of ENM is found in 
those with only super� cial peritoneal 
endometriosis or is highest in those 

with endometriomas,” Kulkarni told 
Contemporary OB/GYN®.

There are a large body of literature 
and training opportunities from the 
American Association for Gynecologic 
Laparoscopists and other gynecologic 
and surgical societies that focus on 

endometrioma treatment decision 
algorithms and surgical methods 
that minimize damage to the 
ovary, Kulkarni said.

“[Although] protection of the 
ovary is prioritized most often 
in the context of preserving 

fertility, the � ndings of our study may 
suggest that those best practices also 
preserve reproductive duration and 
time to menopause,” she said. “� is is 
speculation, however, without direct 
evidence available in the study, so the 
impact of endometriosis treatment in 
general and endometrioma excision 
speci� cally as mediators of the relation-
ship between endometriosis and ENM 
must be quanti� ed in future studies.”

Kulkarni also noted that endo-
metriosis deserves more research 
funding, better access to proactive 
care, and heightened attention and 
awareness across the entire span of a 
woman’s life.
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Endometriosis linked 
to early natural menopause

Laparoscopically confi rmed endometriosis 
was linked to a 50% greater risk for ENM*. 

*Defi ned as natural menopause before age 45.

MADHAVI THOMBRE 
KULKARNI, PHD
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OBSTETRICS

by LINDSEY CARR, EDITOR

T
he United States Food and Drug Ad-
ministration (FDA) recently issued a 
statement warning of the risk of poten-
tial false results from noninvasive pre-

natal screening (NIPS) tests, noting that inappro-
priate usage and interpretation has resulted in 
improper medical decisions.1

Although many of the laboratories 
producing NIPS tests label them as 
“reliable” and “highly accurate,” there 
are limitations that can a� ect screen-
ing outcomes. Depending on the rarity 
of some conditions, results may be 
misconstrued as false positives and 
therefore should not be used alone 
in diagnosis. According to the FDA 
statement, “NIPS tests are screening 
tests—not diagnostic tests. � ey only 
provide information about the risk that 
a fetus may have a genetic abnormality, 
and additional testing may be needed 
to confirm whether or not a fetus 
is a� ected.”

Because they are listed as labora-
tory developed tests (LDTs), all NIPS 
tests currently on the market do not 
require FDA review. Although LDTs 
are medical devices under the Federal 
Food, Drug, and Cosmetic Act, regula-
tory requirements are generally not 
enforced due to the Medical Device 

Amendments that were enacted in 
1976, the statement noted.1 However, 
the agency has begun its collabora-
tion with Congress on legislation to 
establish a modern regulatory frame-
work for all tests, including LDTs, the 
statement noted. 

The FDA has received reports that 
patients and providers have made 
critical health care decisions based on 
the results from these screening tests 
alone. Women have terminated preg-
nancies based on the results without 
understanding the limitations and 
that the fetus may not have the genetic 
abnormality identi� ed.1

� e FDA recommends that providers 
review the bene� ts and risks of NIPS 
tests with their patients and ensure that 
they receive appropriate follow-up test-
ing and care as needed. � e FDA also 
advises providers to con� rm NIPS test 
results with other methods to provide 
an accurate diagnosis.2

REFERENCES
1. FDA warns of risks associated with non-
invasive prenatal screening tests. FDA. April 
19, 2022. Accessed April 26, 2022. https://
www.fda.gov/news-events/press-announce-
ments/fda-warns-risks-associated-non-inva-
sive-prenatal-screening-tests

2. Genetic non-invasive prenatal screening 
tests may have false results. FDA. April 19, 
2022. Accessed April 26, 2022. https://www.
fda.gov/medical-devices/safety-communica-
tions/genetic-non-invasive-prenatal-screen-
ing-tests-may-have-false-results-fda-safety-
communication

FDA warns that 
NIPS tests may 
provide false results

“NIPS tests are screening 
tests—not diagnostic tests. 
They only provide information 
about the risk that a fetus may 
have a genetic abnormality, 
and additional testing may be 
needed to confi rm whether or 
not a fetus is affected.”
 – THE UNITED STATES FOOD AND DRUG 
ADMINISTRATION
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CONTRACEPTION

by BOB KRONEMYER

I
nterviews with women in the 
immediate postpartum period 
revealed that most deci-
sions on contraception 
were based on personal 

experiences of the participants 
and their friends and family, 
whereas medical providers’ 
opinions in� uenced their choice 
to breastfeed, according to results 
of a qualitative study published in 
BMC Pregnancy and Childbirth.1

According to the study authors, 
postpartum guidelines from the 
World Health Organization and the 
American College of Obstetricians and 
Gynecologists recommend that women 
exclusively breastfeed their infants for 
6 months and that they avoid pregnancy 
for at least 18 months after delivery.

The study comprised individual 
semistructured inter views with 
20 women who gave birth at Monte� ore 
Medical Center in the Bronx, New York. 
� e interviews were conducted between 
July and October 2017. 

All participants received contracep-
tive and breastfeeding counseling 
and were offered a postplacental 
intrauterine device (IUD) at the time of 
admission. Approximately one-third of 
participants received the postplacental 
IUDs. Eighty percent of participants had 
received counseling about postpartum 
contraception during their prenatal 
care. At the time of the interview, 35% of 

participants were still undecided about 
using a contraceptive method.

The authors noted that 3 themes 
emerged from the interviews: using 

contraception was described as a sel� sh 
decision and without bene� t to the new-
born; women felt pressure to breastfeed 
and viewed the inability to breastfeed as 
a personal failure; and medical providers 
were considered to be more trustworthy 
when it came to information about 
breastfeeding as opposed to contracep-
tive options, where friends and family 
had a bigger in� uence.

Many participants did not consider 
contraception to be a resource for birth 
spacing but rather a way to engage in 
intercourse while avoiding pregnancy. 
Most also did not believe using birth 
control for spacing was bene� cial for 
their child. When asked whether they 
would theoretically prioritize contracep-
tion or breastfeeding, nearly all the par-
ticipants said breastfeeding was more 
important because it directly bene� ted 
their children.

� e majority also described feeling 
pressured by their medical providers 
to breastfeed or said they were denied 

formula when they requested it. The 
women who were unable or unwilling to 
breastfeed experienced feelings of guilt 
and failure, the authors noted. 

During formal counseling 
from health care providers, the 
participants reported being told 
that breastfeeding was the healthi-
est option for their baby and often 
cited that reason for why they 
chose to breastfeed. Many partici-
pants described disregarding their 
family’s recommendations to use 

formula and embracing breastfeeding 
instead after learning the advantages.

“Perhaps the most surprising � nding of 
the study was that the participants did not 
connect breastfeeding and contraception 
counseling to each other at all, particu-
larly given their distinctive reactions to 
the counseling,” the authors wrote.

Study results reinforce the need for 
the health care system to reframe the 
conversation around birth spacing, 
emphasizing the bene� ts to the new-
born and maternal health, according 
to the authors.

Bob Kronemyer is a freelance writer for

Contemporary OB/GYN®.
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Birth spacing and breastfeeding 
affect both mothers and newborns

When asked whether they would 
theoretically prioritize contraception 
or breastfeeding, nearly all study 
participants said breastfeeding 
was more important because it 
directly benefi ted their children.
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PRACTICE MATTERS

by  BRIAN K. IRIYE, MD;  
AND JAMES D. KELLER, MD

T he financial health of a practice 
directly affects clinical perfor-
mance. Optimal revenue cycle 
management (RCM) provides 

the financial assistance to competi-
tively pay your top employees, purchase 
state-of-the-art equipment, and obtain 
continuing medical education for staff 
and physicians. Imagine a grocery 
store where you can buy an apple, take 
it home to eat, and receive a bill for it 
that you can pay 30, 60, or 90 days later. 
Then if the process of buying the apple 
was not ideally billed, you could refuse 
payment and ask for proper billing, ask 
if you really needed the apple, or ask for 
supporting reasoning on why the apple 
was required. 

Of course, this is an outlandish 
example but it is iterative of the pro-
cesses necessary in health care RCM. 
In this article on RCM, we will discuss 
some of the key performance indicators 
and benchmarks to pay observe. Future 
articles will look at factors that affect 
these benchmarks, management of 
accounts receivables, and the impor-
tance of payer mix.

Benchmarks need 
measurement
Without measurement, there is often 
little management. Financial operations 
require assessment of performance to 
available metrics to understand the 
RCM process and enhance profitability.   

NET COLLECTION RATE
Net collection rate (NCR) measures the 
efficiency of reimbursement collection 
dependent on the payer’s contractual 
obligations. NCR can be mathemati-
cally summarized as follows:

NCR in Percent = (Payments – Credits) ÷ 
(Charges – Contractual Adjustments) × 100 

Measuring NCR allows a practice 
to examine revenue that should have 
been collected but instead was lost to 
untimely filing, lack of collection of 
deductibles and co-pays, bad debt, and 
other noncontractual factors. The NCR 
calculation should be based upon the 
date of service and visualized monthly 
over the last 12-month average.  

DAYS IN ACCOUNTS RECEIVABLE
Days in accounts receivable (AR) is the 
approximate number of days it takes 

claims from your practice to be paid. It 
is a key performance indicator of your 
practice’s financial health. The longer 
claims are in AR, the longer it takes 
for your practice to be paid. A more 
extended period is akin to authorizing 
credit for the extra days waiting to be 
delivered. A practice should perform 
this measurement monthly as well.  
A simple calculation is below:

Days in AR = Gross Revenue ÷  
Prior 3 Months’ Gross Charges per Day

If your gross AR is $1 million and your 
billed charges per day are $25,000, your 
days in AR are 40 days.  

AR BUCKETS AND AR GREATER 
THAN 120 DAYS
Usually, AR can be examined using 
an aged trial balance. The aged trial 
balance breaks out the AR in how much 
is outstanding over specific periods, 
generally categorized as 0 to 30 days, 
31 to 60 days, 61 to 90 days, 91 to  
120 days, and greater than 120 days. As 
revenue aging increases, it becomes 
more difficult to collect from patients 
and payers. The days in AR performance 
metric should be tracked overall and for 

Get a grip on revenue 
cycle management
Key financial metrics detail your practice’s economic health

For more practice management guidelines, tips, and news, visit medicaleconomics.com.
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specific payer groups. Measurement by 
payer may find a problem particular 
to the payer, such as abnormal denial 
patterns, a credentialing issue, or just 
poor payer performance. Measurement 
overall allows examination of overall 
practice performance. Tracking this 
via a percentage of AR greater than  
120 days to the total AR helps to 
benchmark:

Percentage of AR > 120 days = (AR > 120 
days) ÷ (Total AR) × 100 

CLEAN CLAIM RATE/  
DENIAL RATE
Billing appropriately the first time 
ensures optimal speed in payments and 
reduces repeat work that increases the 
cost of the billing process by office or 
RCM personnel. The resubmission of 
claims usually involves researching the 
issues with the claim, appealing the 
claim, and then often submitting the 
claim again by paper and mail rather 
than electronically, which further slows 
down payments. To calculate the clean 
claim rate, use the following formula:

Clean Claim Rate = Number of Claims 
Appropriately Paid on First Submission ÷ 

Total Claims Submitted

Your clean claim rate may be 
increased through claim edit manage-
ment systems that flag claims for correc-
tions based on payer rule requirements 
or coding guidelines.

Time of service  
collections rate
Probably the most overlooked com-
ponent of the RCM process is the 
collection at the time of service. For 
the dollar that is not collected at time of 

service, estimates are that only 50% of 
the patient-owed payment will ever be 
collected. Collecting at time of service is 
probably the most critical part of RCM. 
It provides immediate reimbursement, 
reduces the cost of the future collections 
process, prevents surprise bills, and 
is informative for the patient when 
performed correctly. Amazingly, 36% 
of providers never discuss patient 
responsibility of payment or ability to 
pay before delivering care.1 Medical 
practices should estimate the amount 
of payment at the time of service before 
the patient visit by knowing the proce-
dures and evaluation and management 
code being performed at the time of 
service, assessing the patient’s benefits, 
co-pay, coinsurance, and deductible. 
Patients should be contacted regard-
ing their expected payment at the time 
of service to increase their ability to 
pay and eliminate the uncomfortable 
discussion in the office regarding the 
payment responsibility at late notice.

Benchmarks 
You may not collect every dollar you 
are entitled to based on your work, 
but there are typical performance 
benchmarks many practices examine 
to understand RCM performance. These 
benchmarks may vary significantly 
with your specialty, subspecialty, and 
region. The Medical Group Manage-
ment Association produces annual 
reports considered the gold standard 
for benchmarks among medical groups. 
The American Medical Association also 
has an excellent practice management 
section on its website. 

Typical benchmarks for the 
performance indicators are:
•  Days in AR should be less than  

35 days, ideally less than 30.

•  AR greater than 90 days:  
less than 15%

•  AR greater than 120 days:  
less than 10%, ideally less than 5%

•  Denial rate less than 3%, ideally 
less than 1% to 2%

Time of service collection rate: Sixty 
percent of patients (eliminate those 
without payments such as Medicaid or 
Medicare) have payment collected at 
time of service.

We hope that you utilize these 
indicators to get a feel for the essential 
performance of your revenue cycle 
management. In future articles, we 
will discuss more of the RCM process 
and how to optimize features to 
enhance your practice performance 
and increase the likelihood of better  
clinical performance. 

Brian K. Iriye, MD, is managing physician 
of the High Risk Pregnancy Center in Las 
Vegas, Nevada; president of Hera Women’s 
Health; past president of the Society for 
Maternal-Fetal Medicine (SMFM); and past 
president and current member of the SMFM 
Practice Management Division  
Advisory Board.  
 
James D. Keller, MD, is chief medical officer 
of Advocate Lutheran General Hospital in 
Park Ridge, Illinois; vice president of medi-
cal management at Advocate Children’s 
Hospital; and immediate past chair of the 
Society for Maternal-Fetal Medicine Practice 
Management Division Advisory Board. 
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Be ready to face RVVC

Around 50% of women who have a simple 
yeast infection (VVC) will likely experience 
a recurrence, with 6-9% developing recurrent 
vulvovaginal candidiasis (RVVC).1,2

Chronic yeast infection, RVVC, is defi ned as

which makes it a distinctly different 
condition than VVC.3
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2006;108(5):1185-1191. 7. Irving G, Miller D, Robinson A, et al. Psychological factors associated with recurrent vaginal candidiasis: a preliminary study. Sex Transm Inf.
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Help break the cycle of RVVC. 

Visit OverRVVC.com/HCP 

Your patients may not be telling you everything 
about living with RVVC. Women living with RVVC 
feel and experience RVVC not only physically, but also 
emotionally, with repeated symptoms of frustration, 
isolation, and depression.4-6 RVVC impacts patients’ 
satisfaction with life and relationships, so recognizing 
RVVC is the fi rst step toward helping your patients 
break the cycle.6,7

Recognize RVVC and face it together.

RVVC impacts women’s 
romantic relationships, 
self-esteem, and social 
and professional lives—
76% of women said 
RVVC is distressing and 
96% of women modifi ed 
their lifestyle to adapt 
to RVVC.4-6,*

* In a survey of 206 adult women 
living with RVVC. 
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https://portal.mendfamily.com/
3. See provider quickly, allowing patients to get a new 

prescription or refill that same day

Mon–Thurs: 8am–4pm for Therapy
Tues: 1pm–4pm for Medication Management
Wed: 7am–11am for Medication Management

today.
Fax or complete our online referral form.



We take the guesswork out of mental health care 
referrals, with insurance accessible care that 
treats the whole person — not just the diagnosis. 
We’re a trusted leader in mental health, and your 
partner in patient care.

mindpath.com/referrals
Fax: 855-420-6402

Your mental 
health partner

Our Services

• Psychiatric Evaluation

• Medication Management

• Therapy

• Pediatric Mental Health Care

• Family/Marital Counseling

We are adding access to more 
services frequently.
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