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GIVE M. GEN
NO PLACE
TO HIDE
Mycoplasma genitalium, or M. gen, may be hiding in plain sight—

often mistaken for other STIs—resulting in persistent symptoms 

and serious health consequences.1 In fact, 10%-30% of women with 

recurrent cervicitis and PID may have M. gen.2,3 That’s why testing 

for M. gen is so important. Latest CDC Guidelines recommend 

using an FDA-cleared NAAT for women with recurrent cervicitis 

and PID.2 Test for M. gen—and uncover the hidden truth.

References: 1. Falk L, et al. Signs and symptoms of urethritis and cervicitis among women with or without 
Mycoplasma genitalium or Chlamydia trachomatis infection. Sex Transm Infect. 2005;81(1):73-78. 2. Workowski, 
et al. Sexually Transmitted Infections Treatment Guidelines 2021. MMWR RecommRep 2021;70 3. Jensen et al., 
Mycoplasma genitalium: prevalence, clinical significance, and transmission, Sex Transm Infect. 2005;81:458–462.
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Barouch L. Heart disease: differences in men and women. Johns Hopkins Medicine. Accessed 
January 9, 2023. https://www.hopkinsmedicine.org/health/conditions-and-diseases/heart-
disease-differences-in-men-and-women#:~:text=%22So%20while%20the%20classical%20
symptoms,absence%20of%20obvious%20chest%20discomfort.%22

Happy and healthy 
heart month!

I t is February—that time of year when we take particular note of our heart, 

both emotionally (after all, it is Cupid’s month!) and medically because it 

is also American Heart Month, when US adults are encouraged to focus on 

their cardiovascular health.

Heart disease remains a particular challenge to diagnose in women because 

the signs and symptoms are often different and/or more subtle than with men. 

Both male and female patients share risk factors associated with this disease, 

including obesity, smoking, diabetes, high blood pressure, and family history. 

Some women, however, often do not exhibit the classic angina or chest pain 

symptoms found with male patients, or their symptoms include both traditional 

and unique features. 

For women, symptoms specific to heart disease may include indigestion, 

difficulty breathing, back pain, and persistent nausea, even without chest pain 

or chest discomfort. Other symptoms specific to heart disease in women may 

include high testosterone levels prior to menopause, increasing hypertension 

during menopause, autoimmune diseases such as rheumatoid arthritis, and 

increased stress and depression.

Advising female patients on preventive measures to help avoid a cardiac 

event should include encouraging women to quit smoking, recommending they 

maintain a low saturated fat and high in fiber diet and also low in fatty processed 

foods, suggesting they exercise (or move briskly) at least 3 times a week for 

at least 30 minutes at a time, having them keep track of their cholesterol, and 

discussing family history of heart disease.

As the CEO of a life sciences communications company, I know that 

obstetrician-gynecologists are often the first line of defense in protecting 

the heart health of patients. So for all you do, day in and day out, and 

particularly when it comes to preserving cardiovascular health, we wish you 

all a happy and healthy heart month!

Mike Hennessy Jr 
President and CEO, MJH Life Sciences®

REFERENCE
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EDITORIAL
by CATHERINE Y. SPONG, MD

A
dvances in technology and 
access to care over the past 
few decades have led to a 
remarkable evolution in 
determining gestational 

age and identifying optimal time for 
delivery. Identifying the optimal gesta-
tional age with minimal complications 
for mother and baby has been a topic 
of long-standing interest. � e American 
College of Obstetricians and Gynecolo-
gists has long recommended a mini-
mum of 39 weeks unless a maternal or 
fetal complication exists to recommend 
earlier delivery, with speci� c guidance 
available for those optimally delivered 
in the late preterm and early-term 
periods. Tita et al determined that even 
in the time period identi� ed as “term” 
(> 37 weeks), there are risks to deliv-
ering before 39 weeks.1 This led to 
rede� ning epochs of gestational age, 
including that of “early term” to de� ne 
the 37th and 38th weeks of gestation.2

Importantly, the advent of ultra-
sound, especially first-trimester 
ultrasound to optimize dating, has had 
major implications on gestational-age 
dating and, hence, timing of delivery. 
It was anticipated with the advent 
of ultrasound, especially in the first 
trimester, that postdates pregnancy 
would cease. Ultrasound has enabled 
further-nuanced timing of delivery, 
even within a 1- to 2-week time frame 
in the setting of maternal, fetal, or 
obstetrical conditions.3,4

By 2013, women had an average 

of 4 to 5 ultrasounds in pregnancy, 
with at least half receiving a targeted 
ultrasound. In addition, in 2013, the 
definitions of late preterm (34w0d-
36w6d), early term (37w0d-38w6d), 
full term (39w0d-41w6d), late term 
(41w0d41w6d),  and post  ter m 
(> 42w0d) were clari� ed and cemented 
into the literature.5 � us, by this time, 
the dating of pregnancy was more 
commonly by—or at least incorporat-
ing—ultrasound. As seen in Figure 1, 
this resulted in a greater percentage of 
full-term deliveries and fewer early-
term and late-preterm deliveries in 
2016.6 Furthermore, the number of 
late-term and postterm deliveries has 
continued to decline.6

Interestingly, with these changes 
and the improved dating utilizing 
ultrasound, the timing of delivery has 
increased the number of deliveries at 
39 weeks of gestation (Figure 2),6 which 
is likely predominantly due—given that 
the greatest increase is after 2007—to 
enhanced use of ultrasound rather than 
new de� nitions of terminology or trials 
demonstrating improved outcomes 
with induction in speci� c populations 
at 39 weeks.7

With enhanced access to early ul-
trasound and optimized pregnancy 
dating, situations that bene� t from 
early delivery will improve outcomes 
for providers, patients, and families. 
Although so many obstetric practices 
have stood the test of time, innovation 

Identifying gestational age
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FIGURE 1. US Deliveries by 
Gestational Age Categories6

Postterm and late-term births have 
declined over the past 2 decades. Full-
term births account for approximately half 
of all deliveries. 
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OBSTETRICS
PEER-REVIEWED

P
reimplantation genetic 
test ing (P GT ) is  an 
evolving technology 
that represents one of 
the primary advances of 

the assisted reproductive technologies 
(ARTs) over the past 45 years. In essence, 
its aim is to prevent the transmission of 
pathologic genetic conditions, improve 
in vitro fertilization (IVF) outcomes, 
and shorten the interval to achieve a 
successful pregnancy when a normal 
(euploid) embryo can be selected.1

Currently, it is performed by removing 
and testing trophectoderm cells from 
the developing blastocyst, typically 5 to 
6 days after oocyte retrieval.2

A variety of analyses may then be 
performed on the recovered cells, 

depending on the purpose. � ere are 
several di� erent applications of PGT, 
including testing for aneuploidy (PGT-
A), monogenic diseases (PGT-M), and 
structural rearrangements (PGT-SR). 
A newer yet unproven application 
involves screening for polygenic 
conditions (PGT-P). PGT-A focuses on 
assessing the embryos created with IVF 
for their full complement of chromo-
somes to report which of the embryos 
are chromosomally normal (euploid) 
or abnormal (aneuploid). PGT-M is 
performed to reduce the risk of having 
an a� ected child with a known speci� c 
genetic condition. 

PGT-SR screens for chromosomal 
structural rearrangements usually 
associated with balanced translocations 

or inversions and is most often used 
for couples with a history of recurrent 
pregnancy loss. PGT-P can be used to 
determine potential risk for develop-
ment of late-onset disorders associ-
ated with polygenic traits, including 
diabetes, cardiovascular diseases, 
and some malignancies. PGT-HLA 
is used for human leukocyte antigen 
matching to ensure compatibility of 
a fetus with a potential donor, usu-
ally one needing hematopoietic stem 
cell transplantation.

History of PGT
Application of PGT has increased dra-
matically in recent years, from approxi-
mately 1000 cycles in the mid-2000s to 
less than 19,000 by 2014, to over 54,000 

The promise and challenges of 
preimplantation 

genetic testing for IVF 

STEVEN ORY, MD, is a professor of obstetrics and gynecology at Florida International University 
in Miami. He is also a voluntary associate professor of obstetrics and gynecology at the University 
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endocrinology and infertility Fellow in the 
Department of Obstetrics and Gynecology at 
University of Michigan in Ann Arbor.
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OBSTETRICS 
PEER-REVIEWED

cycles in 2017, or about 40% of ART 
cycles in the United States, currently.3

� e vast majority of procedures per-
formed are for PGT-A. PGT has under-
gone several transformations since its 
inception. Initial attempts with PGT-A 
in the 1990s, performed with cleavage-
stage (day 3) embryos, were unsuc-
cessful for several reasons. Because 
of early mosaicism in the embryo, the 
limited number of cells recovered was 
often not representative of the embryo’s 
ultimate true cell line, and the available 
technology, usually � uorescent in situ 
hybridization (FISH), was able to test for 
only a limited number (typically 5-10) 
of speci� c chromosome abnormalities. 
Reports at the time failed to con� rm the 

e�  cacy and cited a high error rate of 
PGT-A with FISH.4 As a result, several 
professional societies, including the 
American Society for Reproductive 
Medicine, did not recommend PGT-A.5

Subsequently, several technologies 
were introduced to accomplish com-
prehensive chromosome screening 
(CCS) of all 24 chromosomes. These 
included array comparative genomic 
hybridization (aCGH), single nucleotide 
polymorphism arrays (SNPa), quantita-
tive polymerase chain reaction (qPCR), 
and, most recently, next-generation 
sequencing (NGS). Using these tech-
nologies at the blastocyst stage (day 5 or 
6) permitted more trophectoderm cells 
to be obtained, improving the diagnostic 

accuracy and having fewer deleteri-
ous effects on the embryo because a 
relatively smaller proportion of the cell 
mass is removed at the later stage of 
development.6,7 Additional advances 
in blastocyst cell culture, incubation 
technology, embryo vitri� cation, and 
molecular techniques for assessing 
the copy number of all chromosomes 
produced further improvements in 
pregnancy rates and reduced error 
rates.2 However, the currently used 
technologies, including qPCR and 
NGS, have their own limitations 
and advantages.

Potential value of PGT-A 
PGT-A o� ers several potential advan-
tages in IVF. By performing PGT-A and 
transferring a chromosomally normal 
embryo, embryo implantation and 
subsequent pregnancy rates may be 
improved, which has allowed many IVF 
clinics to increase use of elective single 
embryo transfer, thus reducing the mul-
tiple pregnancy rate. � is has produced 
a significant reduction in twin and 
higher order multiple rates since 2014, 
following 3 decades of yearly increases 
previously.7 Overall pregnancy outcome 
and miscarriage rates are also improved 
in women receiving a euploid embryo, 
especially in patients of advanced 
maternal age.8 Time to successful 
pregnancy has also been shown to be 
shorter than expectant management in 
women with recurrent pregnancy loss.

Who should be offered 
PGT?
Using CCS with any of the newer 
technologies has enabled detection of 
chromosomal aneuploidy with PGT-A 
with bene� t to at-risk groups.9 PGT-M 
should be o� ered to couples planning 
childbearing with known heritable R
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OBSTETRICS 
PEER-REVIEWED

diseases in which the genetic abnormal-
ity is known or is discoverable. PGT-SR 
is potentially useful for individuals 
with known parental chromosome 
rearrangements, such as a reciprocal 
translocation, and is especially useful 
in couples who have experienced 
recurrent miscarriages, provided the 
female has an adequate supply of  
euploid oocytes.9

PGT-A
The presence of chromosomal abnor-
malities rises with increasing maternal 
age and is found in greater than  
30% of clinically recognized pregnan-
cies in those greater than 40 years.10 In 
this population, the benefit of PGT-A 
allows for assessment of aneuploidy 
status in the hopes of selecting a euploid 
(chromosomally normal) embryo for 
transfer.1 Patients who are 35 years 
or older, as well as those who have 
experienced prior implantation fail-
ures or recurrent miscarriages, may 
benefit from PGT-A. Selecting and 
transferring a euploid embryo increases 
the chance of implantation and  
successful pregnancy.11

Chromosomal aneuploidy is a major 
cause of failed IVF cycles and miscar-
riages and, as noted, is age dependent. 
By 42 years, the incidence of embryonic 
aneuploidy increases to approximately 
80%.12 A study assessing the aneuploidy 
rate of PGT-A tested embryos noted 
increasing rates of aneuploidy with 
age: age less than 35 years (46%),  
35 to 37 years (54%), 38 to 40 years 
(63%), 41 to 42 years (66%), and age 
greater than 42 years (54%).13

Although PGT-A seems to be an 
intuitively appealing intervention, it 
was not validated to improve ongoing 
pregnancy rates in a large, multicenter 
randomized controlled trial of women 

aged 25 to 40 years using an NGS plat-
form for screening.14 A post hoc analysis 
did show a significant improvement in 
ongoing pregnancy rates uniquely in the 
cohort aged 35 to 40 years. Assessment 
with morphological criteria has been 
used traditionally for embryo selection 
but it does not accurately predict the 
chromosomal status of the embryos 
and presents its own limitations.15 Cur-
rently, there are significant differences 
among ART clinics in clinical outcomes 
with PGT-A, reflected in variable pub-
lished results, and no clear consensus 
regarding the optimal age group for 
PGT-A for guideline recommendations  
has emerged. 

Limitations of PGT
PGT is not without risks. All types of 
PGT rely on an invasive procedure per-
formed on the developing blastocyst, 
which involves surgically extracting 
trophectoderm cells (typically 5-7) 
with a pipelle for analysis. The fact that 
over 30% of subsequently transferred 
euploid embryos do not yield a suc-
cessful pregnancy and the significant 
variation in successful pregnancy rates 
among labs performing PGT strongly 
suggest potential harm of the procedure.

In addition to the lack of clar-
ity regarding optimal candidates for 
PGT-A, there are additional challenges 
related to result interpretation. The 
possibility of embryonic mosaicism 
when more than 1 chromosomally 
distinct cell line exists in the embryo 
and at least 1 cell line is abnormal, 
exists, but normally occurs in only 1% 
to 2% of embryos in ongoing natural 
pregnancies.16 True mosaicism is associ-
ated with a higher risk of implantation 
failure and miscarriage. A much higher 
incidence of mosaicism has been 
reported with PGT-A, especially using 

an NGS platform.17 There have been 
many reports of successful pregnan-
cies with healthy offspring resulting 
after transfer of some of these affected 
embryos, suggesting that the PGT-A 
report may represent a laboratory 
artifact rather than true mosaicism.18 
This phenomenon appears to be a 
result of variations in intermediate copy 
numbers of the affected chromosomes, 
which may create the illusion of mosa-
icism when the expected preset copy 
number variant limits are exceeded by 
the interpretation algorithm. 

Additional confounding variables 
may relate to the fact that the cells that 
are typically obtained from the outer 
trophectoderm layer of the embryo 
might not be representative of the 
inner cell mass of the embryo, the 
region destined to become the fetus. 
Variations in the reported incidence 
of mosaicism could also result from 
uneven distribution of mosaic cells 
in the embryo, test artifact, amplifica-
tion bias, contamination, variation 
in biopsy technique, and differing 
laboratory conditions.19 Disposition of 
these so-called mosaic embryos has 
created a complex conundrum for ART 
centers and their patients who are grap-
pling with the decision of whether to 
transfer or discard them or await more  
definitive guidance.20,21

A post hoc analysis did  
show a significant  
improvement in ongoing 
pregnancy rates uniquely  
in the cohort aged  
25 to 40 years.
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PGT-M
According to the American Society for 
Reproductive Medicine, preimplanta-
tion genetic testing for monogenic 
diseases for adult-onset conditions 
is ethically permissible for a range of 
conditions, especially when the condi-
tion is serious and there are no safe, 
effective interventions.22 PGT-M was the 
first application of PGT in 1989 and cur-
rently can be used to screen potentially 
affected embryos for over 1000 heritable 
conditions. These conditions include 
such diverse diseases as cystic fibrosis, 
sickle cell anemia, Huntington disease, 
spinal muscular atrophy, and BRCA 
carriers. It is theoretically applicable 
for any monogenic disorder in which 
the disease-causing locus has been 
clearly identified. Usually, patients 
present after they or a close relative has 
had an affected child, but increasingly 
couples are seeking PGT-M after both 
have been determined to be carriers 
following prenatal screening with an 
expanded carrier screening panel, often 
performed prior to pregnancy. Many 
couples prefer to have an unaffected 
or carrier status embryo selected than 
subsequently rely on invasive prenatal 
diagnosis or taking their chances.

Considerable progress has been made 
in the diagnostic testing of PGT-M since 
the original PCR amplification technology 
was used in the 1990s. Single gene disor-
ders with known genetic variants can be 
screened with PGT-M following targeted 
amplification of the specific region of 
concern followed by mini-sequencing 
or qPCR-based genotyping of the ampli-
fied product to find the genetic variant. 
This can alternatively be performed by 

karyomapping, which uses microarrays 
of up to 300,000 SNPs found in regions 
scattered throughout the genome. Cur-
rently, PGT-M is usually performed with 
single-nucleotide polymorphism array 
(SNPa). SNPa potentially contains several 
million probes, short segments of DNA, 
which permit genotypic screening of 
hundreds of thousands of selected SNPs 
from all chromosomes in a single reac-
tion. This offers much greater efficiency, 
economy, and accuracy. PGT-M has a 
very low error rate.

PGT-SR
The estimated range of balanced struc-
tural chromosomal rearrangements is 
less than 1% in the general population 
and about 6% in couples with recurrent 
pregnancy loss, but it can have devastat-
ing consequences for the reproductive 
potential of affected individuals.23 The 
risk of having infertility, miscarriages, still-
births, and infants with a chromosomal 
abnormality varies widely depending 
on the specific structural rearrangement 
uncovered (reciprocal or robertsonian 
translocation, inversions, or complex 
chromosomal rearrangements). Genetic 
counseling prior to planning PGT-SR is 
essential. PGT-SR is typically now per-
formed with aCGH, NGS, or SNPa. 

Cost of PGT
The reliability and cost-effectiveness of 
PGT-M and PGT-SR are well established. 
PGT-A is cost-effective for women of 
advanced maternal age in establishing 
a successful pregnancy and reducing 
risk of miscarriage.13 Indeed, for women 
over 40 years, once a euploid embryo 
is found, they have the same chance 

of success as a woman younger than 
30 years. Additional benefits claimed 
for IVF with PGT-A over IVF without 
it include overall cost savings per live 
birth, shorter duration of treatment, 
fewer failed embryo transfers, and 
fewer clinical miscarriages.13 Its value 
for women younger than 30 years is 
unproven. Previously, utilization of PGT 
added $1000 to $4000 to the cost of an 
IVF cycle, varying with the ART center, 
specific tests performed, and number of 
embryos evaluated. However, the newer 
technologies, permitting many samples 
to be tested on a single microchip, are 
creating a significant cost reduction.

The future
PGT and its associated technologies 
have rapidly permitted much greater 
insight into the genetic composition 
of the developing embryo, potentially 
eliminating many incurable diseases 
and improving the overall effectiveness 
of IVF. Each advance, while mitigating  
1 diagnostic interpretative problem, 
has posed new challenges and a clearer 
understanding of the benefits and 
limitations of each is ongoing. Although 
additional refinements in the existing 
technologies are expected, newer, 
noninvasive technologies for embryo 
selection are being developed, includ-
ing use of artificial intelligence compu-
tations with time-lapse microscopy to 
determine optimal markers of embryo 
development and analysis of cell-free 
DNA released by the growing embryo 
into the spent culture medium.24

FOR REFERENCES VISIT  
contemporaryobgyn.net/PGT-for-IVF

PGT and its associated technologies have rapidly led to much greater insight into the 
genetic composition of the developing embryo, potentially eliminating many incurable 

diseases and improving the overall effectiveness of IVF. 
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by LINDSEY CARR, EDITOR

P
ersistent disparities in 
prenatal care for immi-
grant women who are 
pregnant may be due—in 

part—to citizenship-based Medic-
aid exclusions, according to findings 
from an analysis published in  JAMA  
Network Open. 

Researchers conducted a cross-
sectional analysis for 8 years—from 
2011 to 2019—to evaluate and com-
pare disparities in timely prenatal 
care among immigrant and US-born 
pregnant women before and after 
Medicaid expansion. They used data 
from the National Center for Health 
Statistics on 2,042,624 singleton births 
across 31 states over the 8 years. The 
analysis ultimately included pre-
Medicaid expansion data from more 
than 5 million pregnant women and 
postexpansion data from 6.5 million 
pregnant women.

To evaluate prenatal care before 
expansion, investigators included data 
for 1.5 million immigrant women across 
the expansion states. Of those, 413,479 
(27.3%) were Asian, 110,829 (7.3%) were 
Black, 752,176 (49.6%) were Hispanic, 
and 238,746 (15.8%) were White. Among 
US-born pregnant women, 96,807 
(2.5%) were Asian, 470,128 (12.1%) were 
Black, 699,776 (18.1%) were Hispanic, 
and 2,608,873 (67.3%) were White. The 
postexpansion evaluation included data 
from 6,544,992 pregnant women.

Across the 16 states before expansion, 
almost 76% of immigrant women who 
were pregnant received timely prenatal 

care compared with 79.9% of US-born 
pregnant women. The disparity among 
immigrant women and US-born women 
remained similar post expansion (dif-
ferences in differences [DID], –0.91; 95% 
confidence interval [CI], –1.91 to 0.09). 
Researchers then stratified the results 
by race and ethnicity, which highlighted 
increased disparities among Asian and 
Hispanic pregnant women vs US-born 
pregnant women post expansion.

Results showed that compared 
with US-born women, 1.53 per  
100 fewer Asian immigrant women had 
access to timely prenatal care (95% CI,  
–2.31 to –0.75) and 1.18 per 100 fewer 
Hispanic immigrant women had access 
to timely prenatal care (95% CI, –2.07 to 
 –0.30) after expansion. These differenc-
es were magnified among women with 
a high school education or less (DID for 
Asian women, –2.98; 95% CI, –4.45 to  
–1.51; DID for Hispanic women,  
–1.47; 95% CI, –2.48 to –0.46).

Compared with nonexpansion states, 
differences in DID estimates were found 
among Hispanic women with a high 
school education or less (triple differ-
ence, –1.86 per 100 additional women 
in expansion states who would not 
receive timely prenatal care; 95% CI,  
–3.31 to –0.42).

In addition, some immigrant women 
are excluded from Medicaid and other 
safety-net programs that provide health 
care to citizens with low incomes, 
and exclusions like these may only 
exacerbate prenatal care disparities, 
according to the study’s coauthor 
Teresa Janevic, PhD, MPH, an associate 
professor of obstetrics, gynecology, and 

reproductive science; population health 
science and policy; and global health 
at Icahn School of Medicine at Mount 
Sinai in New York, New York. 

“Prompt and appropriate access to 
prenatal care is important because it 
benefits mothers and infants beyond 
pregnancy and birth,” Janevic said. 
“We know insurance coverage before 
pregnancy results in an earlier start to 
prenatal care; therefore, Medicaid cov-
erage before pregnancy is an important 
lever to improve timely prenatal care.”

These findings could inform current 
policy discussions surrounding mater-
nal health equity in the US and bolster 
more inclusive policies in the future.

“Noncitizens face many obstacles 
to obtaining health coverage both 
during and outside of pregnancy,” said 
coauthor Ashley M. Fox, PhD, MA, asso-
ciate professor in the Department of 
Public Administration and Policy at the 
University at Albany, State University 
of New York. “The pathways available 
for immigrants to access care are often 
complex and vary based on qualifying 
status, time in the country, and state 
or locality of residence. Recent policy 
changes that have extended Medicaid 
eligibility, both before and during 
the COVID-19 pandemic, have often 
excluded immigrants.”

REFERENCE
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state Medicaid expansion and access to 
timely prenatal care among women who 
were immigrant vs US born. JAMA Netw 
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Analysis links disparities in prenatal 
care to citizenship status, education level
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by RACHAEL ZIMLICH, BSN, RN

W
hen it comes to infant 
feeding, national and 
global health experts 
acknowledge that 

breast milk is the ideal source of nu-
trition for at least the � rst few months 
of life. Yet, according to the World 
Health Organization, just 2 of 3 babies 
are breastfed for the recommended 
6 months.1

“If there are no contraindications to 
breastfeeding or breast milk, then there 
is no reason to use infant formula as 
long as the mother is able to breastfeed 
and/or provide breast milk,” said Lori 
Feldman-Winter, MD, MPH, chair of 
the American Academy of Pediatrics 
(AAP) Section on Breastfeeding and 
a professor of pediatrics at Cooper 
Medical School of Rowan University 
in Camden, New Jersey. “If for some 
reason the mother cannot breastfeed 
or provide her baby breast milk, then 

infant formula is the recommended 
feeding source until 1 year of age.”

If mothers choose not to breastfeed 
even though they are able, infant for-
mula is a viable option. However, both 
the AAP and World Health Organization 
recommend exclusive breastfeeding 
for at least the first 6 months of life. 
Beyond that, continued breastfeeding 
is recommended until at least age 
1 year, but in conjunction with the intro-
duction of complementary, nutritious 
solid foods.1,2

Because there is no de� ned reason to 
transition from breastfeeding or use of 
breast milk to formula, Feldman-Winter 
said no o�  cial recommendation exists 
on the best time to make that move. “� e 
only thing that may impact timing is if 
a mother becomes unable to continue 
breastfeeding or breast milk feeding for 
some reason, and at that time, infant 
formula is recommended,” she said. 
“� e longer the mother breastfeeds or 
provides her milk for the baby, the better 

the health outcomes.”
� e bottom line: Physicians should 

base guidance on the infant’s overall 
health and nutrition and counsel par-
ents on the options and best practices 
for feeding. 

There is no clinical evidence that 
one type of infant formula is better 
than another, according to Feldman-
Winter. “If and when infant formula is 
introduced, it really does not matter 
which formula is selected, as long as it 
is commercially available and meets US 
Department of Agriculture [USDA] stan-
dards and is reconstituted according to 
guidelines developed by the USDA, the 
[CDC], and the AAP,” she said.

Giving a bottle should be done with 
responsive feeding practices, following 
the baby’s cues to avoid overfeeding, 
Feldman-Winter said. “Bottle feed-
ing should follow the AAP guidance 
on responsive feeding, using bottles 
until about 6 months, and the infants 
may transition to staged cup feeding 
depending on development,” she said. 
“If feeding formula, the formula should 
be mixed according to guidelines 
provided by the manufacturer and 
not altered. Some babies prefer warm 

Breast may be best, 
but bottles do the job too
Experts still advocate for breast milk, but 
physicians must be able to offer advice on 
all options for feeding babies
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THE BOTTOM LINE: Physicians should base guidance on the infant’s overall health  
and nutrition and counsel parents on the options and best practices for feeding. 

breast milk or formula to mimic the 
temperature of direct breastfeeding.”

Although the CDC echoes the AAP’s 
position that breast milk is the healthiest 
option for both infants and mothers in 
the first few years of life, the agency also 
acknowledges that both mothers and 
babies may decide to stop breastfeeding 
at any point.3 

Common reasons that parents stop 
breastfeeding early include3:
  difficulty with lactation;

  latching problems;

  insufficient infant nutrition or  
weight gain;

  concerns about medications the 
mother is taking;

  challenges related to work or 
parental-leave policies;

  lack of family or cultural support; and

  lack of support from health care 
providers and/or hospitals.

According to the CDC, the timing 
of weaning—from breast milk to both 
formula and solid foods—is a personal 
decision.3 The agency suggests that 
parents interested in weaning an infant 
from breast milk to formula substitute  
1 formula feeding for a breast milk feed-
ing per day to start, gradually increasing 
the frequency of substitutions.4

Breastfeeding rates had not risen 
much for a few decades, until a push 
to increase the practice really took 
hold in the mid-2010s. That is when 
the CDC-funded Best Fed Beginnings 
was launched to encourage hospitals 

to achieve a Baby-Friendly designation 
and support breastfeeding mothers. By 
the end of the campaign, overall breast-
feeding rates grew by approximately 
4% and exclusive breastfeeding had 
increased from 39% to 61%.5

However, in the years since, some 
researchers and advocacy groups have 
questioned the “breast is best” narra-
tive, suggesting that proper nutrition, 
not how it is provided, is key.6 The Fed 
Is Best Foundation, a national nonprofit 
group staffed by volunteer health care 
professional and parents, has suggested 
that research findings point to a rise in 
hospitalizations of exclusively breastfed 
infants due to feeding complications 
from poor milk production or constitu-
tion. According to the organization’s 
website: “We study the  scientific 
literature on infant feeding and draw 
from real-life experiences of parents 
who have had harrowing experiences 
feeding their infants—almost always 
due to insufficient and incorrect infor-
mation about exclusive breastfeeding. 
The birth of a new baby should be a 
joyous time, but for too many parents, 
it becomes clouded by anxiety and 
stress from pressure—in some cases, 
even coercion—to breastfeed exclusive-
ly. Because delayed onset and chronic 
low milk production are common, [1]
in 71 exclusively breastfed...newborns 
[is] currently being readmitted to the 
hospital for serious, life-threatening 
complications from  not receiving 
enough  breast milk. Even more 
are requiring extended admissions 
after birth to receive interventions 

like phototherapy. Lack of professional 
and parent education on this reality, 
combined with the tendency to dismiss 
new mothers’ observations and con-
cerns about their babies, [contributes] 
to these preventable catastrophes.”

In addition, in 2018, a paper in the 
Journal of Human Lactation argued 
that anxiety, depression, and mental 
health complications mothers face in 
the breastfeeding process should be 
considered when weighing the risks 
vs benefits of breastfeeding and that it 
may be time for a new motto: “Breast is 
best...except when it’s not.”7

La Leche League International, a 
nonprofit organization that provides 
breastfeeding information and support 
to those who want to breastfeed their 
infants, suggests that parents who plan 
to switch from breastfeeding to bottle 
feeding breast milk wait until approxi-
mately the fourth week of breastfeed-
ing.8 If supplementation is needed, 
several types of manufactured formulas, 
including cow’s milk, soy based, and 
hypoallergenic, are available to meet 
infants’ needs.9

Physicians should be sure that 
formulas offered to infants are USDA 
approved and warn parents never to use 
homemade formulas or stray from the 
manufacturer’s mixing guidelines.9 

RACHAEL ZIMLICH, BSN, RN, is a 
freelance medical writer in Cleveland, Ohio. 
She has nothing to disclose.

FOR REFERENCES VISIT  
contemporaryobgyn.net/breast-vs-bottle



FEBRUARY 202314    CONTEMPORARYOBGYN.NET     

GYNECOLOGY

by JESSICA L. CHAN, MD, MSCE; KATHERINE 
MORAN, MD, MBA; AND KATHERINE VANHISE, MD

P
olycystic ovary syndrome 
(PCOS) is an endocrine and 
metabolic condition that af-
fects up to 20% of premeno-

pausal women.1 It is multifactorial, 
with its etiology largely unknown. � e 
syndrome is characterized by a triad 
of hyperandrogenism, ovulatory dys-
function, and polycystic ovarian mor-
phology (PCOM). 

Hyperandrogenism can manifest 
clinically as physical symptoms, such 
as hirsutism (male-pattern hair growth), 
acne, or alopecia.1 A clinical measure 
of hirsutism is the modi� ed Ferriman-
Gallwey score (Figure 12,3). Most recent 
guidelines classify a modi� ed Ferriman-
Gallwey score of 4 or greater as hirsute.3

Biochemical hyperandrogenism can 
be identified with elevated levels of 
serum-free or total testosterone or 
dehydroepiandrosterone sulfate.1

Ovulatory dysfunction often presents 
as amenorrhea, irregular (missed or 
delayed) menstrual cycles, or infertil-
ity.1,4,5 In a woman or adolescent more 
than 3 years from menarche, irregular 

menstrual cycles are de� ned as cycles 
lasting less than 21 days or greater than 
35 days, less than 8 total cycles per year, 
or greater than 90 days for any 1 cycle.1

PCOM is defined as the presence 
of greater than or equal to 20 antral 
follicles per ovary (previously 12) or a 
volume greater than or equal to 10 mL 

PCOS: A diagnosis and 
management refresher
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mFG, modifi ed Ferriman-Gallwey.

FIGURE 1. Examples of the Modifi ed Ferriman-Gallwey Scoring 
System for Hirsutism2,3  Note that it is possible to score a 01 in a category 
if that area is unaffected. The total mFG score includes 9 facial/body areas that are 
evaluated for male-pattern hair growth and scored accordingly (0-4). Hirsutism is defi ned 
as an mFG score ≥ 4.
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per ovary, according to the most recent 
international guidelines (Figure 2).1,3,5

Women with PCOS are also at risk for 
long-term health sequelae, including 
infertility, insulin resistance, obe-
sity, cardiovascular disease, metabolic 
syndrome, obstructive sleep apnea, 
and mood disorders. It is crucial to 
understand the diagnostic criteria to 
differentiate PCOS from other similarly 
presenting diagnoses. Management of 
PCOS varies depending on the phase 
of a woman’s reproductive life and 
includes a combination of lifestyle 
modifications and pharmacologic treat-
ments targeted to specific symptoms.

Diagnosis
There is no universally accepted 
definition of PCOS. A well-known clas-
sification is the 2003 Rotterdam criteria, 
which expanded upon the 1990 National 
Institutes of Health (NIH) definition. 
The Rotterdam definition states that  
2 of the following 3 criteria must be met 
to have the syndrome: hyperandrogen-
ism (either clinical or biochemical), 
ovulatory dysfunction, or PCOM.6 

As mentioned, this broadened the  
1990 NIH criteria, which defined PCOS 
as the presence of ovulatory dysfunction 
with hyperandrogenism and did not 
incorporate ultrasonographic findings 
into the criteria.7 

The 2006 Androgen Excess Society 
criteria require hyperandrogenism 
in conjunction with either ovulatory 
dysfunction or PCOM to make the diag-
nosis of PCOS.8 The 2012 NIH consensus 
statement further classifies 4 pheno-
types of PCOS based on the criteria 
used to establish the diagnosis.9 These 
include phenotype A (hyperandrogen-
ism, ovulatory dysfunction, and PCOM), 
phenotype B (hyperandrogenism and 
ovulatory dysfunction), phenotype C 
(hyperandrogenism and PCOM), and 
phenotype D (ovulatory dysfunction 
and PCOM) (Table).9,10 

The most recent 2018 international 
guidelines endorse the use of the Rotter-
dam criteria for establishing a diagnosis 
of PCOS in adults.3

Each of the diagnostic criteria 
emphasizes the need to rule out addi-
tional alternative diagnoses. Before 

anchoring on a diagnosis of PCOS, other 
causes of menstrual irregularities or 
hyperandrogenism must be taken into 
consideration. For example, nonclassic 
congenital adrenal hyperplasia due to 
21-hydroxylase deficiency can also lead 
to hirsutism, menstrual abnormalities, 
hyperandrogenism, and polycystic 
ovaries.1,5,11 Thyroid abnormalities or 
elevated levels of serum prolactin can 
cause irregular menstrual cycles.12 
Androgen-secreting adrenal tumors 
can cause hirsutism and/or hyperan-
drogenism.1,5,13 Compared with PCOS, 
these neoplasms present with more 
extreme elevations in serum androgens 
or a more acute onset of hirsutism 
symptoms.13 Figure 3 summarizes the 
diagnostic work-up to rule out similarly 
presenting conditions.

Pathogenesis of PCOS
The pathogenesis of PCOS is multi-
factorial and an active area of ongoing 
research. A genetic basis for PCOS was 
initially suggested by twin studies.14 
More recently, genome-wide associa-
tion studies have identified 19 specific 

FIGURE 2. Transvaginal Ultrasound Images of Ovaries in a Nulligravida, Aged 30 Years1,3,5   These images demonstrate the  
a) classic “string of pearls” appearance of numerous peripheral antral follicles and b) disordered ovarian stroma associated with 
polycystic ovarian syndrome. Polycystic ovarian morphology is defined as the presence of ≥ 20 antral follicles on 1 ovary and/or 
an ovarian volume of ≥ 10 mL. 
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loci associated with PCOS, the majority 
of which are shared among women 
of different races.15 However, these  
19 genetic loci account for less than 
10% of PCOS hereditability, suggesting 
the role of environmental factors.15 The 
impact of the environment on PCOS in a 
genetically predisposed individual may 
begin as early as in utero and continues 
throughout an individual’s lifetime, with 
environmental influences including 
geography, nutrition, socioeconomic 
status, and toxin exposures.16

Although there is not one specific 
“PCOS diet” for patients, research has 
shown that starch, whey, and dairy 
products have negative effects on 
metabolic function in women with 
PCOS and that fruits and beans (foods 
rich in inositol) have a positive effect.16 
In addition, women with PCOS and a 
vitamin D deficiency are at increased 
risk of dysglycemia.17 

The impact of socioeconomic status 
on PCOS was examined in one 2011 
study, which found that women with a 
high education level whose parents had 
a low education level (defined as less than 

high school) were at the highest risk of 
developing PCOS, after adjustment for 
age, body mass index (BMI), and race 
(adjusted odds ratio, 2.5; 95% CI, 1.4-4.4).18 

There is also a negative association 
between endocrine-disrupting chemi-
cals and PCOS. One such example is 
bisphenol A (BPA), a compound found 
in consumer plastic products that 
can precipitate a negative feedback 
loop. An elevated serum BPA level 
can lead to elevated androgen levels, 
which then impair the metabolism 
of BPA, further increasing circulating  
serum androgens.19,20

PCOS phenotypes differ in women 
of various races and ethnicities in the 
United States and internationally. For 
example, hirsutism is more prevalent 
and/or severe in Middle Eastern, 
Mediterranean, Indian, and South Asian 
women than in East Asian or US White 
women.21-25 Based on these findings, 
some have suggested specific racial and 
ethnic definitions of hirsutism.23,25,26 The 
racial/ethnic differences in hirsutism 
may be related to environmental factors 
as discussed below or genetic factors, 

such as the inheritance or expression of 
5α reductase, an enzyme that converts 
testosterone to dihydrotestosterone, a 
more potent androgen.21,23,27

Metabolic consequences 
of PCOS and screening 
guidelines
Persons with PCOS are also at risk 
of potential detrimental long-term 
health sequelae. Insulin resistance 
(IR) is one of the most notable risks 
associated with PCOS, with a recent 
meta-analysis finding an odds ratio of 
3.26 (95% CI 2.17-4.90) compared with 
the general population.28 In women 
with PCOS, IR has been associated 
with a higher prevalence of earlier-
onset glucose intolerance (30%-40%) 
and type 2 diabetes (10%), and this 
risk is independent of, yet exacerbated 
by, the presence of obesity.29 Patients 
with PCOS should have IR screening at 
time of PCOS diagnosis and every 1 to 
3 years thereafter.3,5,29 An oral glucose 
tolerance test (OGTT), fasting plasma 
glucose, or hemoglobin A

1C
 can be used 

to assess glycemic status, but an OGTT 
is recommended in high-risk women 
(ie, BMI > 25 kg/m2 or > 23 kg/m2 in 
Asian women).3 In patients who desire 
pregnancy, the 75-g OGTT should be 
offered preconception, and if a woman 
is already pregnant, the test should be 
completed before 20 weeks’ gestation 
due to the elevated risk of gestational 
diabetes.3

Obesity is highly associated with 
PCOS and intensifies features of PCOS, 
such as infertility and IR. Obesity alone 
is a risk factor for the development of 
obstructive sleep apnea (OSA), but 
recent research recognizes an associa-
tion between obesity and PCOS. OSA 
rates have been found to be 5- to 10-fold 
higher in patients who are obese and 

TABLE. A Summary of PCOS Diagnostic Criteria and Phenotypes9,10 

PHENOTYPE A PHENOTYPE B PHENOTYPE C PHENOTYPE D

Ovulatory dysfunction + + +
Hyperandrogenism + + +
Polycystic ovarian 
morphology + + +

1990 NIH criteria + +
2003 Rotterdam criteria/2028 
International Consortium + + + +

2006 AE-PCOS criteria + + +
AE-PCOS, androgen excess–polycystic ovary syndrome; NIH, National Institutes of Health.
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have PCOS.30 OSA increases the risk 
of a woman with PCOS developing 
cardiovascular disease (CVD).30 

Dyslipidemia is another key adverse 
effect of PCOS, with prevalence of up 
to 70%.31 The Androgen Excess Society 
recommends that all patients with 
PCOS get a complete fasting lipid panel 
as a screening tool.32,33 PCOS, in women 
with obesity and without, is associated 
with elevated levels of total cholesterol 
and low-density lipoprotein, placing 
patients at risk for metabolic syndrome 
as well as CVD.32-35 

The association between PCOS and 
CVD is inconclusive, but research has 
shown a correlation between exposure 
over time to worsening disease in this 
population.36,37 It has been demonstrated 
that increased coronary artery and aortic 
calcification exists in patients with PCOS 
that worsens with age,37 leading to pre-
mature atherosclerosis or subclinical 
vascular disease.38,39 Recommended 
screening guidelines for CVD in women 
with PCOS include a measurement of 
weight and BMI every 6 to 12 months 
and a measurement of blood pressure at 
least once per year.3 Women with PCOS 
should be considered at risk of CVD if 
they have any additional risk factors 
(obesity, use of tobacco, dyslipidemia, 
hypertension, impaired glucose toler-
ance, or lack of physical activity).3 

Endometrial hyperplasia is another 
sequela of PCOS and a risk factor for 
the development of endometrial carci-
noma. This is in large part due to unsup-
pressed estrogen exposure related to 
anovulatory states in PCOS.40 Women 
with PCOS are at least 3 times more 
likely to develop endometrial cancer 
vs women without PCOS.41-43 Routine 
screening for endometrial cancer is 
not recommended; however, provid-
ers should have a low threshold for 

FIGURE 3. An Overview of Diagnostic Laboratory Testing 
Involved in Establishing or Excluding a Diagnosis of PCOS 
In our practice, we routinely order testing for TSH, prolactin, total and free testosterone, 
dehydroepiandrosterone sulfate, and 17-hydroxyprogesterone and consider additional 
testing for cortisol and/or IGF-1 when clinically indicated. 

hCG, human chorionic gonadotropin; IGF-1, insulinlike growth factor 1; PCOS, polycystic ovary 
syndrome; TSH, thyrotropin.
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evaluation of amenorrhea or abnormal 
vaginal bleeding in women with PCOS 
and consider ultrasound or endometrial 
biopsy.3 There are no official recom-
mendations for the optimal prevention 
of endometrial hyperplasia; however, 
the 2018 international guidelines sug-
gest treatment with combined oral 
contraceptive pills or progesterone if 
cycles last more than 90 days.3

PCOS also is associated with mental 
health disorders that often go under-
represented. Approximately 40% of 
women with PCOS, particularly younger 
ones, experience depression.44 Due to 
the high prevalence, all women with 
PCOS should be screened for anxiety 
and depression at the time of diagnosis 
and routinely thereafter.3 Often these 

symptoms arise from a variety of fac-
tors but commonly from experiencing 
obesity, hirsutism, or other changes in 
physical appearance. Clinicians also 
should be aware of the increased preva-
lence of eating disorders in women with 
PCOS, and if suspected, patients should 
be screened and appropriately referred 
to specialists.3

Management
LIFESTYLE MODIFICATIONS
To lower the risk of metabolic conse-
quences, patients with PCOS should be 
counseled on lifestyle modifications, 
including nutrition, exercise, and 
behavioral strategies. The general recom-
mendation is for healthy, well-balanced 
meals. In women with PCOS who are 

seeking weight loss, reducing caloric 
intake by up to 30% (500-700 cal/d) 
may be effective.3 Patients should also 
be counseled on the importance of 
consistent medium- or high-intensity 
exercise (at least 75-150 min/wk), includ-
ing strength training,3 and reducing sed-
entary activities. Behavioral strategies of 
goal setting and self-monitoring can be 
useful in weight management and over-
all well-being in women with PCOS. In 
women with PCOS who are overweight 
or obese, even a 5% to 10% weight loss 
significantly improves metabolic and 
fertility outcomes.3

PHARMACOLOGIC TREATMENTS 
Several pharmacologic treatments 
target specific symptoms of PCOS, par-
ticularly irregular menstrual cycles and 
hyperandrogen symptoms. Combined 
hormonal contraceptives (CHCs; pills, 
vaginal rings, and patches) are consid-
ered first-line.3 There is not any specific 
formulation or dose of estrogen or pro-
gesterone in CHC that is preferred, so 
practitioners should follow the standard 
guidelines for contraindications to CHC. 
Anovulatory or oligo-ovulatory women 
who are not candidates for CHC should 
be offered other forms of progestins to 
prevent endometrial hyperplasia and 
malignancy. These options include 
local forms of progesterone (ie, a 
levonorgestrel intrauterine device to 
maintain a thin endometrial lining) or 
cyclic oral progesterone. Antiandrogens 
(such as oral spironolactone) can be 
considered if hirsutism symptoms do 
not improve with 6 months of CHC use 
or if the patient has contraindications 
to CHC.3 These management guidelines 
are summarized in Figure 4.

Women with PCOS at risk of develop-
ing IR should be counseled on lifestyle 
modifications but also should be 

FIGURE 4. An Overview of Treatment Strategies for PCOS

GLP-1, glucagonlike peptide-1; IUD, intrauterine device; IVF, in vitro fertilization; PCOS,  
polycystic ovary syndrome.
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considered candidates for metformin. 
Metformin is generally started at a 
low dose (500 mg daily) and gradually 
tapered up to 1000 mg 3 times daily over 
several weeks. Inositol is a naturally 
occurring sugar that has been shown 
to improve insulin sensitivity, and 
although there is emerging evidence 
for its use in women with PCOS and 
IR, it is still considered experimental.3 

Lastly, glucagonlike peptide-1 (GLP-
1) agonists have become increasingly 
popular for promoting weight loss by 
delaying gastric emptying and inhibiting 
appetite. A 2019 meta-analysis found 
that GLP-1 agonists were more effective 
than metformin in improving insulin 
sensitivity and reducing abdominal 
girth and BMI in women with PCOS.45 
Although these were exciting findings, 
the authors of this meta-analysis 
concluded that the available evidence 
is of moderate to low quality and that 
additional higher-quality studies are 
needed to determine the safety and 
efficacy of GLP-1 agonists in PCOS 

management.45 Current guidelines state 
that antiobesity medications (such as 
GLP-1 agonists) should be considered 
experimental for use in PCOS.46

Infertility management for PCOS 
is focused on ovulation induction. 
Letrozole and clomiphene citrate are 
oral medications used in combination 
with timed intercourse or intrauterine 
insemination to achieve pregnancy. 
A landmark study found that women 
with PCOS who received letrozole 
had higher cumulative live birth rates 
than the clomiphene group, without 
significant differences in multifetal 
gestations, congenital fetal anomalies, 
or pregnancy loss.47 In cases when 
letrozole is unavailable or the patient 
has a poor response to the medication, 
clomiphene citrate can be used for ovu-
lation induction.46 If additional factors 
contribute to the couple’s infertility, 
it may be appropriate to refer them 
to a reproductive endocrinologist for 
potential use of gonadotropins and/or 
in vitro fertilization. 

Conclusions
PCOS is a common endocrine disorder 
affecting reproductive-aged women. 
An understanding of the diagnostic 
criteria is important to differentiate 
this condition from other similarly 
presenting diagnoses. Several conse-
quences are associated with PCOS, 
including infertility, insulin resistance, 
dyslipidemia, metabolic syndrome, OSA, 
and mood disorders, that should be 
considered and appropriately screened 
for. Management of PCOS includes a 
combination of lifestyle modifications 
and pharmacologic treatments targeted 
toward specific symptoms. Combined 
hormonal contraceptives are the first-
line treatment for hirsutism and irregular 
menstrual cycles, and letrozole is the 
first-line treatment for anovulatory/
oligo-ovulatory infertility associated 
with PCOS. 

FOR REFERENCES VISIT  
contemporaryobgyn.net/PCOS-management

on the foundation of obstetrics—identify-
ing gestational age—has made a major im-
pact on our field.  
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vice chair in the Department of Obstetrics and 
Gynecology and chief of the Division of Maternal-
Fetal Medicine at UT Southwestern Medical 
Center in Dallas. She holds the Gillette Professor-
ship of Obstetrics and Gynecology. 
Email her at cspong@mjhlifesciences.com 
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FIGURE 2. Percentage of Total US Births by Gestational Age6 

More than 30% of deliveries now occur at 39 weeks’ gestation compared with 
25% in 2007. 
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CONTRACEPTION

I
n a recent interview, Michael L. Krychman, MD, a clinical health 

professor from the University of California, Irvine, in Orange 

County, discussed changes in the contraceptive landscape—

from progesterone-only pills to intrauterine devices (IUDs). 

Krychman also dived into what contraceptive options physicians 

should be on the lookout for in 2023. � is Q&A has been edited for 

brevity and clarity.

CONTEMPORARY OB/GYN® What were 
some of the biggest approvals and 
milestones for contraception in 2022?

MICHAEL L. KRYCHMAN, MD  � e trend that 
we’re seeing for women’s health care is 
long-acting reversible contraception, 
which…has really moved into the 
forefront. I think a lot of women have 
been interested [in] contraception; they 
want safety and e�  cacy. � ere has been 
a trend I’ve seen in clinical practice of 
increasing [use of] IUDs.

Interestingly enough, the Mirena 
[levonorgestrel-releasing intrauterine 
system; Bayer] and Liletta [levonorg-
estrel-releasing intrauterine system; 
Allergan USA] [are] both approved 
for 8 years, [whereas] if you look in 
comparison with the copper IUD that 
we currently have, that is approved 
for 10 years. 

We are also seeing an increase in 
patient-directed contraception like 
Annovera (segesterone acetate and 
ethinyl estradiol vaginal system; 

Mayne Pharma). We are seeing an 
increased interest in this contracep-
tive method. � e ring is self-directed, 
lasts 13 cycles, and doesn’t require 
refrigeration. 

CONTEMPORARY OB/GYN® We’ve talked 
about some of these trends, but 
are there any in contraception 
that are important for obstetrician-
gynecologists to know?

KRYCHMAN One of the trends that is 
increasing is this progesterone-only 
contraception for special populations, 
such as those who are breastfeeding, 
smokers, and women with obesity. 
� ere is now a new kid on the block 
for these special populations, Slynd 
(drospirenone; Exeltis USA), which 
has a dosing schedule of 24 plus 
4 (24 active hormone pills + 
4 placebo pills). But interestingly 
enough, it has a 24-hour miss pill 
window. Traditionally, when you’ve 
seen progesterone-only pills that we 

prescribed, they really needed to 
be taken tightly, meaning there 
was no window. And again, 
we all know we’re very busy. I 

personally can’t even remember 
to take vitamins on a regular 

basis. And I’m certainly missing some 
occasionally. As an added bene� t, it is 
well tolerated and has an acceptable 
bleeding pattern in terms of [an 
adverse] 
e� ect pro� le. 

I think there [are] other trends in 
what I would call the contraceptive 
realm that are hormonal. We saw a 
new patch, Twirla (levonorgestrel and 
ethinyl estradiol; Agile � erapeutics), 
which consists of 3 weeks on and 
1 week o� . We’re also seeing Nextstel-
lis (drospirenone and estetrol tablets; 
Mayne Pharma), which has a half-life 
of 24 to 28 hours, minimal impact on 
hemostasis, and minimal � rst pass 
issues. Lastly, as a nonhormonal 
method, we are seeing the rise of 
Phexxi (lactic acid, citric acid, potas-
sium bitartrate; Evofem), which is 
1 dose, 1 hour before intercourse, and 
is patient directed. 

I think the trend for me is really 
looking at the woman in totality, 
and how we listen to our patients, 
recognize their lifestyle, recognize their 
preexisting conditions, and match and 

Contraception 
Past, present, and future
A look at contraceptive methods and how they are poised to affect 
women’s health 
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mirror that precision medicine request 
in terms of contraceptive choice. For 
me…that’s really important—to have 
a lot of different options available and 
really to marry the right contraception 
with the right patient as well.

CONTEMPORARY OB/GYN®  Are there any 
clinical studies going on right now 
that will add to the contraceptive 
options for the future? Does anything 
really stand out to you? 

KRYCHMAN  I think there is some big 
interest in the low-dose copper IUD; 
I believe it’s in phase 3 clinical trials. 
And again, this will give us more 
options as well. So, we’d certainly 
have a lot of hormonal IUDs that are 
available and that have extended avail-
ability for duration of use. But a lower 
dose of copper for a shorter duration 
may be very helpful, and it may be for 
certain patient populations as well. 

I see a lot of women with hormone-
sensitive malignancies. They still need 
contraception. Many of them are opting 
for extended nonhormonal treatments. 
And this may give them another 
option as well. I believe that there is 
a nonhormonal vaginal capsule that 
may function in terms of thickening the 
mucus, and a nonhormonal copper coil 
that may be good for 5 years. 

It’s nice to hear that there [are] still 
people and companies investing in 
women’s health. I take the philosophy 
that the more the merrier [when it 
comes to] this new trend in precision 
medicine, which is important, 
because 1 size [does not] fit all; every 
woman’s contraceptive experience, 
every woman’s medical history, every 
woman’s birth spacing opportunities 
are very different. Someone may 
want extended periods, some may 

want shorter, and let’s not forget 
the noncontraceptive benefits of 
contraception as well. 

Even though we’re talking about 
what’s new in contraception, these 
options may have far-reaching effects 
[and] more treatment opportunities 
off label for abnormal bleeding or 
pelvic pain. So, a gamut of treatment 
opportunities is very helpful for 
women, and it’s helpful for clinicians 
to meet the needs of their patients.

CONTEMPORARY OB/GYN®  Is anything 
coming down the pike regarding FDA 
approvals for contraception in 2023 
that you are looking forward to?

KRYCHMAN  We talked about this low-
dose copper IUD, which is in clinical 
trials, but I’m not sure if it’s going to 
be getting to the US Food and Drug 
Administration for approval in 2023. 

But there’s a lot of buzz about male 
contraception, whether it’s a gel or a 
pill. I think the biggest thing to keep 
on the radar is this low-dose copper 
IUD and what those trials will demon-
strate. It will give us another option—
a nonhormonal IUD choice—which I 
think will be helpful.

CONTEMPORARY OB/GYN®  And is there 
anything else you would like to note?

KRYCHMAN  The most important thing to 
remember is to listen to your patients. 
When they come in, they have 
preconceived ideas about what is best 
for them. I think part of what we do as 
health care professionals is educate 
our patients, and we need to educate 
them on all the options. We also need 
to be very careful about what we’re 
referring and recommending to our 
patients. But I think the big issue 
is [adherence], and listen [to] and 
understand what their birth spacing 
is, what is their medical history, 
and impart that information. It’s 
also about shared decision-making. 
Choosing the right product for 
the right patient under the right 
circumstances, and at the right time 
of their lifecycle. It’s not uncommon 
that women will choose one product 
and then as they progress, or after 
they’ve had their children, they may 
choose another. And as they approach 
menopause, they may choose a dif-
ferent one. So again, keeping all these 
options [for] counseling open and 
unbiased, I think, is very important 
to ensure adequate treatment of both 
the contraceptive issues and any 
noncontraceptive issues as well.  

N
E

W
 A

FR
IC

A
@

S
TO

C
K

.A
D

O
B

E
.C

O
M



FEBRUARY 202322    CONTEMPORARYOBGYN.NET     

VULVOVAGINALDISEASE

by LINDSEY CARR, EDITOR

W
omen with bacterial 
vaginosis (BV) dur-
ing pregnancy are 
at increased risk for 

preterm birth, preterm delivery, and 
spontaneous abortion, according to 
� ndings from a meta-analysis pub-
lished in the Archives of Gynecology 
and Obstetrics.

Researchers conducted the meta-
analysis to delve deeper into the con-
nection between BV in early pregnancy 
and preterm birth. 

“Preterm birth or preterm delivery 
or prematurity is the single most 
important cause of death in the critical 
� rst month of life, and it is the second-
leading cause of death in children 
under 5 years of age,” the authors wrote.

From November 2018 to March 
2020, investigators searched PubMed, 
Cochrane, Google Scholar, and 
LILACS (Latin American and Carib-
bean Health Sciences Literature) 
database for data relating to BV and 
preterm birth. They included only 
studies published between 2008 and 
2018 and those that o� ered data. � ey 
excluded studies that consisted only of 
conceptual and qualitative data. � e 
search resulted in data from 20,894 
women across 11 studies.

Researchers then evaluated the 
findings of each study, extracting 
various outcomes and conclusions, 
and combined the results (risk ratios 
and odds ratios) for deeper analysis. 

They found that preterm birth 
was more than 2 times as likely in 
pregnant women with BV as in those 
without the infection (odds ratio, 
2.79; 95% CI, 2.29-3.41). BV was also 
found to be a risk factor for preterm 
delivery in late pregnancy, increasing 
the odds 4-fold.

Additionally, researchers exam-
ined the conclusions of each study, 
ultimately identifying BV in early 
pregnancy as a signi� cant risk factor 
for preterm delivery and spontane-
ous abortion. They also found that 
the administration of clindamycin 
to pregnant women with BV at less 
than 22 weeks’ gestation signi� cantly 
reduced the risk of preterm birth.

“The study concludes that inves-
tigation for bacterial vaginosis and 
management should be a part of the 
routine examination of a pregnant 
woman,” study authors wrote. “The 
health system must initiate this strat-
egy soon to reduce the prevalence 
of preterm births and consequent 
neonatal mortality.”

REFERENCE
Mohanty T, Doke PP, Khuroo SR. Effect of 
bacterial vaginosis on preterm birth: a meta-
analysis. Arch Gynecol Obstet. Published 
online October 17, 2022. doi:10.1007/
s00404-022-06817-5

BV during pregnancy 
may heighten risk of 
preterm birth, miscarriage

Researchers found 
preterm birth was more 
than 2 times as likely

in pregnant women with 
bacterial vaginosis than 

those without.
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WELL WOMAN

by  LINDSEY CARR, EDITOR

T
he precision medicine 
company OpGen, Inc, has 
successfully completed 
the clinical trial for its Un-

yvero Urinary Tract Infection (UTI) 
Panel and plans to proceed with an 
in-depth analysis of the data and 
compile a submission to the FDA for 
potential approval.

Diagnosing complicated UTIs 
remains a major challenge for  obste-
trician-gynecologist. Microbiological 
cultures take several days to produce 
results, pathogenic microbial species 
may go undetected for various reasons, 
and complex polymicrobial infections 
may be even harder for analysis to 
reveal. Study results showed that 
OpGen’s Unyvero UTI Panel can rapidly 
detect—in less than 5 hours—a compre-
hensive range of pathogenic bacteria, 
fungi, and associated resistance mark-
ers directly from urine samples.

“Rapid results enable early diagnosis 
and effective antibiotic therapy to 
help prevent serious complications in 
[patients with UTIs],” said Christopher 
Emery, MD, associate director of 
clinical microbiology at Indiana Uni-
versity Health Pathology Laboratory 
in Indianapolis.

The trial included more than 1800 
prospective and archived samples and 
ran more than 3300 Unyvero UTI Panel 

cartridges, including controls and repro-
ducibility tests performed at 4 US clinical 
trial sites. The panel met the study’s 
primary end point by demonstrating 
an overall weighted average sensitivity 
of 96.4% and overall weighted average 
specificity of 97.4% vs each trial site’s 
standard-of-care microbiology results. 
� e company noted that the results were 
consistent with the interim analysis per-
formed during the � rst part of the trial.

According to an OpGen news release 
on the trial’s � ndings, “in addition to 
local microbiology laboratory results 
and additional standardized central 
microbiology data from an independent 
reference laboratory, OpGen is currently 
generating next-generation sequencing 
[data] to also allow genotypic correla-
tion of antibiotic resistance markers 

detected during the study. Based on the 
results of the unblinded data set, testing 
of additional contrived samples with 
well-characterized pathogen strains will 
complement and provide additional 
data points for low-prevalence strains 
and antibiotic resistance markers.” 

� e company plans to incorporate 
all the data generated and analyzed 
into a submission package for the 
FDA, present the data at a future 
conference, and submit the data to a 
peer-reviewed publication. 

REFERENCE
OpGen announces positive top line data 
from clinical trial for Unyvero Urinary Tract 
Infection Panel. News release. OpGen Inc. 
December 13, 2022. Accessed December 
20, 2022. https://ir.opgen.com/news-releas-
es/news-release-details/opgen-announces-
positive-top-line-data-clinical-trial-unyvero 

OpGen announces positive 
top-line data for its UTI panel

“Rapid results 
enable early 
diagnosis and 
effective antibiotic 
therapy to help 
prevent serious 
complications in 
[patients with UTIs].”
—Christopher Emery, MD

M
I_

V
IR

I@
S

TO
C

K
.A

D
O

B
E

.C
O

M



SPECIAL REPORT MENTAL HEALTH

FEBRUARY 202324    CONTEMPORARYOBGYN.NET     

D epression is the leading 
cause of disability and a 
major contributor to the 
overall global burden of 

disease.1 As the 2022 Lancet Commis-
sion for Depression highlights, despite 
how common depression is across 
the life course, critical barriers have 
prevented depression from receiving 
su�  cient resources and global atten-
tion.1  Depression has historically 
been stigmatized and misunderstood, 
and it arises due to a combination of 
biological, social, and psychological 
factors. Limited access to treatment 
and lack of cross-disciplinary, col-
laborative research and care has 
hindered progress. Additionally, 
women are disproportionately a� ected 
by depression and are twice as likely 
to have a diagnosis of depression as 
men, likely due to the combination of 
health inequities, gender biases, and 
biological factors.1 Depression is also 
a risk factor to develop dementia when 
in older adults, and it might be a 
reason more women have dementia 

than men.2 Developing innovative 
solutions for depression—especially 
those focused on women that account 
for sex and gender differences—are 
critical to improving individual and 
collective resilience.

To develop women-focused solu-
tions for depression, it is important 
to understand the various factors that 
contribute to women’s greater risk 
for depression. A health equity and 
public health lens is imperative. � e 
distinction between sex and gender 
also needs to be clear, with sex referring 
to biological di� erences and gender 
encompassing socially constructed 

and enacted roles and behaviors 
shaped by historical and cultural 
contexts. Additionally, diagnostic tools, 
symptom screeners, medications, and 
other health tools must not have sex or 
gender bias.

Women in their reproductive years 
undergo cycle changes in steroid 
hormones (progesterone/estrogen) 
over the menstrual cycle. � e role of 
these changes as a factor contributing 
to depression and mood changes is 
seen in women with premenstrual 
dysphoric disorder (PMDD) and 
premenstrual syndrome (PMS). � e 
estimated prevalence in reproduc-
tive women is 5% (PMDD) and 20% 
(PMS). � ere is growing evidence that 
the rise in ovarian steroid hormone 
production and the effect of their 
metabolites (in particular allopreg-
nanolone) on central brain receptors 
as progesterone receptor modulators 
contribute to the mood symptoms 
in PMDD and PMS.3 More research is 
needed to understand the long-term 
neurological impacts of birth control 

Mind-body 
resilience 

for women Here’s why we should be paying 
special attention to women’s 
depression treatment
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ANTONELLA SANTUCCIONE CHADHA, MD; HARRIS EYRE, MD, PHD

A focus on 
depression

Depression is the leading 
cause of disability and a major 

contributor to the overall global 
burden of disease.
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and hormone therapy.4 Treatments 
are now being developed to target 
these newer proposed actions of 
hormones on the central brain sys-
tems with either suppressing ovarian 
function (removing the natural � uc-
tuations in hormones) or “correcting” 
the neurotransmitter or neurosteroid 
dysregulation with the use of targeted 
speci� c antidepressants.5,6

� e female preponderance in depres-
sion occurs largely during the reproduc-
tive years, is not evident before puberty, 
and is less marked after menopause. 
Societal factors may also play an impor-
tant role; even in developed countries, 
women still often take a greater respon-
sibility for child rearing and domestic 
activities while still being expected to 
progress their careers—known as a 
“double day.” Women worldwide are 
also the majority of caregivers for family 
members needing health care; often this 
role is unpaid.

Intimate partner violence
Depression is also linked to intimate 
partner violence (IPV ).  One in 
3 women  globally has experienced 
physical or sexual IPV.7  Since the 
outbreak of COVID-19, IPV has 
escalated and been called the shadow 
pandemic of COVID-19. In numer-
ous countries, there has been a 300% 
increase in police reports of IPV, 
likely fueled by e� ects and mitigation 
strategies of COVID-19.8 UN Women 
projected that an additional 15 million 
women would be a� ected by IPV for 
every 3 months of lockdown.9

One particularly devastating yet 
unaddressed and long neglected 
impact is the mental and brain health 
effects—including traumatic brain 
injury (TBI) and depression—result-
ing from IPV. Numerous studies have 

found that women exposed to IPV are 
more likely to develop depression than 
women who are not exposed.10 This 
finding is not surprising, given that 
mental health issues are common 
sequelae of brain injury that may 
emerge and worsen years after injury. 
However, IPV is too often left out of 
conversations around prevention and 
treatment of depression.

Chronic health conditions
It is also important to note the connec-
tion between depression and chronic 
health conditions in women, such 
as heart disease. Since 1989, heart 
disease has been  the leading cause 
of death in US women.11 Women are 
also more likely than men to die after a 
heart attack.11 Women are more likely 
to be undiagnosed, misdiagnosed, or 
poorly treated for their heart disease 
due to pervasive bias and the male 
body being the default for biomedical 
care and research. Additionally, the 
Guidelines for the Prevention of 
Cardiovascular Disease in Women by 
the American Heart Association show 
the profound impact of hypertension, 
diabetes, and depression on women’s 
hearts.12 It is imperative to understand 
the huge impact of psychosocial risk 
factors on women’s hearts and address 
problems including depression and 
social isolation.12

Dementias
Understanding the role of depression 
in dementia for women is also impera-
tive.  The WHAM Report (Women’s 
Health Access Matters)  found that 
women are 66% of the nearly 7 million 
individuals in the United States with 
Alzheimer disease, and yet just 12% of 
2019 NIH Alzheimer disease fund went 
to projects focused on women.13

Even more, the report showed the 
following: 

1. Doubling the funds for women’s 
Alzheimer disease research pays for 
itself 3 times over.

2. This 224% return on investment adds 
15% more to our economy than general 
Alzheimer disease research. 

3. Adding $300 million for research on 
women generates $930 million in eco-
nomic gains, adds back 4000 years of 
life, eliminates 6500 Alzheimer disease 
and related dementias, and saves 3500 
years of nursing home care and costs. 

Depression is one of the largest modi� -
able risk factors for dementia.14 � us, 
understanding the link between depres-
sion and dementia and accounting for 
depression in dementia prevention 
strategies in women is essential.14

Solutions
Novel, women-focused solutions 
can reduce the impact of depression 
and increase global resilience. As a 
recent Rock Health report � nds, wom-
en’s health solutions often remain siloed 
to pregnancy and reproductive-related 
issues.15 � ere is a dearth of women-
focused solutions for chronic health and 
behavioral health and an even larger 
gap for solutions at the intersection 
of both.15 Women-focused solutions 
that include technology, drug develop-
ment, and devices are urgently needed. 
Additionally, convergence solutions 
that combine multiple domains and 
technologies, such as blending platform 
and frontier technologies, are key.

Developing women-focused solu-
tions is not only a medical and moral 
imperative, but there is also a signi� cant 
economic and commercial upside. 
Emergen Research projects that the 
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global market for women’s health will reach $60 billion in 
2027.16 Additionally, women are the chief medical o�  cers 
of society, controlling 80% of health care decisions in the 
United States and spending 29% more per capita on health 
care compared with men.17,18

Conclusions
By developing women-focused solutions for depression 
that account for various factors, including the relationship 
between depression with heart disease and dementia in 
women, we can build a more resilient society and world. 
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Helping 
parents cope 
with adolescent 
behavior
A teenager’s day-to-day behavior can 
vary greatly. Here are some tips for 
understanding and navigating this 
challenging time. by MICHAEL S. JELLINEK, MD

Parents can be very confused and worried about the 
behavior of their adolescent children. � e worries 
are exacerbated by real risks as adolescents venture 

into real-world demands and exposure to substance use.
Teenagers can be much less predictable than grade 

school–aged children. They can be very dependent, 
like younger children, and then � ercely independent. 
� ey can be friends with a peer group parents consider 
appropriate and, weeks later, befriend a clique that is 
disreputable or delinquent. A teenager can cry on a par-
ent’s shoulder one night and be distant, even rejecting, 
the next morning. � ey can talk about going to graduate 
school and then, without appreciating the discontinuity, 
discuss dropping out or casually considering far-fetched 
careers such as being a rock star, with little understand-
ing of the demands or odds against success those 
choices carry.

Parents will ask physicians to make sense of their 
teenagers’ behavior and seek advice. � ey describe these 
behavioral changes and wonder which path their teenager 
will follow. Is today’s behavior transient or permanent? 
Should a parent be supportive, unconditionally accepting, 
demanding, or critical, or impose tough love? Can the 
physician predict future behavior or provide any reassur-
ance that teenagers will straighten out?

� is article aims to provide the physician with a frame-
work for understanding adolescent behavior. 
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Psychology is but 1 lens through 
which to view adolescent 
development, but before 
highlighting this perspective, it 
is important to note some other 
lenses that have major impact:

Puberty: all the physical, sexual, and 
hormonal changes, plus the second-
ary psychological effects of the rate of 
change, variations in growth compared 
with peers, etc. Puberty includes men-
tal development with variability in brain 
regions that affect judgment, impulsivi-
ty, and emotional vulnerability.1,2

Cognition: intellectual ability and move-
ment from concrete to abstract rea-
soning, appreciation of nuance, and a 
restless readiness to invest emotionally 
and intellectually in philosophy, religion, 
politics, etc.

Culture: family history and myths em-
bedded in cultural/religious traditions 
and expectations.

Social class: yhe impact of privilege, 
poverty, schooling, and neighborhood 
(eg, gangs).

Psychological steps
Young people do not move in a linear 
fashion from childhood to adolescence. 
Typical adolescent development is char-
acterized by moving forward toward 
adulthood and moving back toward 
childhood in cycles or a pendulum 
motion.3 However, the back-and-forth 
movement from more childish to more 
adult functioning is governed by emo-
tions, which results in an even-uneven 
momentum. Sometimes the pendulum 
swings quite far back to a toddlerlike 
tantrum, and can also move 
toward adult behavior 
demonstrating a work 
ethic in dealing with 
a complex interper-
sonal situation in a 

very mature manner, or even being 
parental in soothing a stressed father, 
mother, or sibling. All these movements 
are typical and to be expected.

This momentum is governed by 
puberty, expectations, relationships, 
culture, and cognitive and emotional 
development. � e short-term retreats 
into childish behavior allow for a 
respite, an easing of stress, and some 
new energy generated by an argument 
(clean up your room) or nurturance (I 
made your favorite dinner). After some 
time in childhood, the teenager is ready 
to meet the next challenge; for example, 
recovering from a rejection (by a friend) 
or defeat (not getting the desired role in 
a school play) to try again going forth 
more autonomously.

Two underlying factors add to the 
intensity of feelings for all concerned: 
loss and self-image. Of course, ado-
lescence brings wonderful opportu-
nities and excitement, and is eagerly 

anticipated by late childhood. There 
will be much to accomplish; however, 
feelings of loss play a powerful role for 
parents and teenagers. For parents, time 
with a school-aged child seems endless, 
comfortable, and not as complex. At age 
13 or 14 years, academic work gets more 
serious, independent, and relevant to 
college hopes. Time becomes � nite and 
imaginable—4 or fewer years until they 
leave for college. Adolescents take risks 
autonomously, can keep secrets, choose 
and discard friends on their own, and 
can give up previously valued pursuits 
such as a sport or musical instrument.

After 10 years of childhood intimacy, 
something is lost with the onset of 
puberty that can never be recovered. 
Arguments about bedtime or curfew, 
when to do homework, use of cell 
phones, and what to wear often re� ect 
parental attempts to maintain control, 
to limit a sense of loss and the teenager’s 
swing toward autonomy.
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� ere is a similar underlying sense 
of loss for the teenager. Although 
explicitly desperate to be more inde-
pendent, the teenager also knows that 
except for short periods, it is impossible 
to reverse development, to fully go 
home. There is a longing at times for 
the more dependent days, but spending 
any length of time back in childhood 
is uncomfortable, a sense of disease 
often remedied by a rapid pendulum 
swing toward adulthood sometimes 
facilitated by an irritable outburst.

To leave home (metaphorically) 
with a sense of certainty requires an 
enormous boost of self-con� dence on 
the part of the teenager, a certainty that 
the adolescent can handle any situation, 
become a doctor, a lawyer, or both, or 
can make the varsity team or senior 
orchestra. Parental attempts to provide 
a realistic framework to deflate (and 
protect) the teenager’s unreasonable 
expectations are seen as insulting and 
even ignorant. Like an explorer boast-
ing of leaving home base for uncharted 
territory, this burst of confidence is 
normal and necessary rocket fuel to 
energize a journey to adolescent lands 
never experienced before puberty. � is 
fuel also provides a false sense of safety 
or even infallibility, which adds to the 
lure and danger of risk-taking behav-
ior. All these dynamics are expected 
and essential.

Steps toward adult 
relationships
Younger teenagers will begin to form a 
more intense relationship with some 

adult outside the home. It may be a 
relative or neighbor, the parent of a 
friend, a teacher in an area of strength 
(piano, math), or a coach of a sport. 
At this age the teenager may spend 
more or as much time as possible at 
the neighbor’s house or go to school 
early to be with the teacher. � e nature 
of this attachment will be deeper than 
to anyone other than parents. Some 
parents will wonder why their 12- or 
13-year-old is so devoted to someone 
who has not raised them and is not that 
di� erent in parental/adult approach or 
values. � is is a safe � rst step away from 
the parents while still holding on quite 
intensely to another adult prior to the 
next step, which is a major commitment 
to peer relationships. � is movement is 
often more of a sign of a close parental 
relationship and evolving an identity 
than rejecting the parents.

Usually after this investment in a 
nonparent adult relationship, a young 
teenager’s peers become increasingly 
meaningful.4 � e peers’ opinions about 
clothing, style, and relationships gain 
importance. It is normal for the peer 
group to change, sometimes quite 
suddenly and radically, from an 
academic group to a sports group to, 
alarmingly, a more alienated group with 
use of substances or disdain for school. 
These shifts in group allegiances are 
part of trying on temporary identities 
to see which aspects may � t and which 
swing toward or away from parental 
acceptance and traditions.

Early in the shift to nonparental 
adults and peer groups, many teenagers 

experience a crush—a moment when 
their sexual and personal attraction 
to another teen is so strong that the 
opportunity to catch sight of this new, 
critically meaningful peer is enough 
to sidestep a parent’s rule. Although 
this crush may not last long and may 
be one-sided, it is a moment that some 
believe signals the true psychological 
beginning of adolescence.

By mid-adolescence there are key 
adults including a coach, teacher, or 
adviser, as well as several peer groups 
that have been explored and tested as 
aspects of an emerging identity. � ese 
relationships have been augmented 
by videos, chats, social media, and 
thousands of text and image com-
munications between an inner circle 
of peers and a huge number of others 
in� uencing the teenager.

By later adolescence, identity begins 
to solidify, though still plastic, and 
choices are about college and tentative 
career aspirations. More intimate inter-
personal relationships supplement or 
at times supplant peer groups. Toward 
the end of adolescence, development 
evolves into a � rmer concept of “what 
my 20s will be like.”

As the teenager experiences puberty, 
family expectations, school demands, 
and peer acceptance and rejection, 
the stress can be overwhelming. The 
only solution is to retreat, grieve, 
deflect, and reframe. The pendulum 
that has been in the zone of facing all 
these demands swings back and the 
adolescent may find solace with an 
intense investment in 1 peer group or 

By later adolescence, identity begins to solidify, though still plastic, and 
choices are about college and tentative career aspirations...Toward the end of adolescence, 

development evolves into a fi rmer concept of “what my 20s will be like.”
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activity to the exclusion of all else, a 
desperate leaving of the circumstances 
by running away or turning to drug use, 
or retreating by picking � ghts or seeking 
parental comfort.

Time spent being childish is moving 
against the tide of puberty, mastery, and 
development. � e temporary comfort 
for normal adolescents will become 
increasingly uncomfortable and they 
will begin to swing back—sometimes 
with irritability, sometimes with matu-
rity. � ese swings are often microscopic, 
such as not caring about a di�  cult exam 
and afterward being able to move on 
with care (preparing better after a 
poor grade).

Retreating for too long can signal 
a more serious pathological break in 
development, the pendulum being 
stuck in behaviors that block progres-
sion and are self-perpetuating, such as 
addiction, premature or promiscuous 
sexuality, or serious violation of paren-
tal rules. � ese situations can make the 
teenager feel they have no way home. 
For one of every few thousand teenagers 
in high school, the e� ort to reach adult-
hood feels hopeless, substance use and/
or impulsivity impair judgment, and/
or there is a biologic vulnerability to 
depression, all of which may tragically 
result in suicide. Further, under these 
stressors, some teenagers will have 
suicidal ideation and a smaller subset 
attempt suicide.

The parental worries about ado-
lescents vividly stick in our minds 
compared with the good outcomes that 
are much more common. For the vast 
majority of teenagers, the pendulum 
swings are not as severe. Support 
systems at home and school and the 
collective wisdom/judgment of peers 
are all adequate to the task, and move-
ment to adulthood is mostly successful.

The physician’s role
� e adolescent patient eliciting parental 
concern is an individual with a tempera-
ment, personality, level of self-esteem, 
and strengths and weaknesses. When 
asked to evaluate the mental health 
of your patient, you are being given a 
parentally edited snapshot. � e snap-
shot that brings the teenage patient to 
your attention is often an argument or 
a high-risk behavior that is an accurate 
re� ection of that moment but is only 
1 frame of a 10-year-long movie that 
starts from � nding a school locker or 
having a crush and ends with graduat-
ing college.

Almost nothing is harder than seeing 
an upset, di�  cult, or depressed ado-
lescent and fully understanding their 
personal struggles, helping parents 
reflect on their own behavior, advis-
ing how to help their teenager, and 
predicting the future trajectory. Putting 
the snapshot into perspective means 
asking about preadolescent develop-
ment and seeing whether any trauma 
or patterns are continuing to a� ect the 
pendulum movements.

� reads of current loss, failed hopes, 
and peer and parental relationships 
can be followed from the current crisis 
back to earlier times to assess whether 
development proceeded as expected. Is 
the behavior designed to distance the 
parents? How is the adolescent func-
tioning in school, at home, in activities? 
Do they have hope? Are they connected 
to friends, religion, school, or activi-
ties? Are they depressed or addicted to 
a substance?

� e physician can take all of this into 
account and humbly recommend some 
steps to meet the adolescent where they 
are and provide suggestions to move 
the pendulum toward a developmental 
trajectory. These suggestions could 

include parental advice on providing 
more support/structure or allowing 
more autonomy, reframing a situation 
to recommend options (talking to a 
teacher or guidance counselor to deal 
with an academic problem), reframing 
the adolescent’s perspective, o� ering 
a follow-up appointment sooner to 
continue the discussion, or, if needed, a 
mental health referral. Sometimes shar-
ing a similar situation from a previous 
patient or from one’s own experience 
can provide an option or hope.

Much of the physician’s insight will be 
based on the quality of the relationship 
between the teenager and this known, 
respected, nonparental adult. Build-
ing the relationship at ages 10, 11, and
 12 years is helpful. Creating a safe, 
kind, and respectful setting is a major 
step, and listening with empathy and 
tolerance will often lead to a readiness 
by the adolescent to listen. 
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TRANSITIONS
LIFE

by ROBERT KRONEMYER

W
omen who consume 
1 or more servings per 
day of arti� cially sweet-
ened beverages are 

10% more likely to report mixed uri-
nary incontinence (UI) than those 
who never consume or consume less 
than 1 serving per week, according to 
a secondary analysis of the Women’s 
Health Initiative Observational Study 
published in the journal Menopause. 

� e � ndings, however, did not reveal 
a link between the amount of arti� cially 
sweetened beverage consumption and 
stress UI or urgency UI symptoms.

The prospective,  multicenter 
cohort Women’s Health Initiative 
Observational Study enrolled 93,676 
postmenopausal women, aged 50 to 
79 years, at 40 clinical centers across 
the United States from 1993 to 1998. 
� e participants answered questions 
about consumption of arti� cially sweet-
ened beverages and UI symptoms at 
their 3-year follow-up visit, including, 
“During the past 3 months, how often 
did you drink these beverages?” “Bever-
ages” refer to diet drinks, such as diet 
soda or diet fruit drinks, with a serving 
size of 12 oz.

Frequency of arti� cially sweetened 
beverage consumption was divided into 
9 categories: never or less than 1 serving 
per month, 1 to 3 per month, 1 per week, 
2 to 4 per week, 5 to 6 per week, 1 per 

day, 2 to 3 per day, 4 to 5 per day, and 
6 or more per day. � e 9 categories were 
narrowed down to 3 for analysis: never 
to less than 1 serving per week, 1 to 
6 servings per week, and greater than 
or equal to 1 serving per day. 

The analytic cohort comprised
80,388 women, of whom two-thirds 
were rare consumers of artificially 
sweetened beverages and 13% con-
sumed greater than or equal to 
1 serving per day. The unadjusted 
odds of reporting UI was 10% higher 
in women consuming 1 to 6 servings 
per week (odds ratio, 1.10; 95% CI, 
1.06-1.14) and 12% higher in women 
consuming greater than or equal to 
1 serving per day (odds ratio, 1.12; 95% 
CI, 1.07-1.18) compared with those 
who never consume or consume less 
than 1 serving per week. � ere were 
no signi� cant di� erences for stress or 
urgency UI symptoms between groups.

Participants who consumed a higher 
number of arti� cially sweetened bever-
ages were younger, had lower neighbor-
hood socioeconomic status, and were 
more likely to be White women than 
Hispanic women. � ey also had a higher 
body mass index and lower parity. 

Women with higher consumption 
were also more likely to have diabetes, 
hypertension, congestive heart failure, 
and a history of a myocardial infarction 
and to use diuretic medications and 
hormone therapy. In addition, these 
women were more likely to frequently 

smoke, were less physically active, 
and had poorer-quality diets. They 
also drank less alcohol and water than 
women with lower consumption but 
consumed more ca� eine. 

Overall, 74.7% of the analytic cohort 
reported UI symptoms, with 27.2% 
reporting stress UI, 27.3% reporting 
urgent UI, 14.4% reporting mixed UI, 
and 5.8% reporting other/unknown 
type of incontinence.

“It is possible that women with UI 
chose to limit beverage consumption, 
and reverse causation bias may have 
led to more UI in women reporting 
lower beverage consumption,” wrote 
the authors.

Women with higher consumption of 
arti� cially sweetened beverages were 
more likely to report stress UI and mixed 
UI, but not urgent UI. 

The authors noted that additional 
research is needed to quantify the 
connection of other beverages believed 
to be linked to lower urinary tract symp-
toms and UI symptoms, which, they 
wrote, “will o� er patients more accurate 
information on the relative impact that 
� uid management is likely to have on 
their UI symptoms.” 
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LIFE TRANSITIONS
UPDATES

by ROBERT KRONEMYER

F
or women at midlife with 
vasomotor and/or genito-
urinary symptoms of meno-
pause, neither hormone 

therapy nor complementary alterna-
tive medicine (CAM) was linked to an 
improvement in quality of life (QOL), 
according to a secondary analysis of 
the ongoing Study of Women’s Health 
Across the Nation (SWAN) published 
in the journal Menopause.

However, treatment-by-race/eth-
nicity interaction was significant for 
self-reported QOL (P = .034 at baseline,  
P =.044 longitudinal). Among White 
women, self-reported QOL was much 
higher in hormone-therapy users than 
in those who used neither therapy  
(P = .030; 95% CI, 0.01-0.21). By con-
trast, Black women using hormone 
therapy only had significantly lower 
self-reported QOL compared with 
Black women using neither treatment  
(P = .027; 95% CI, −0.40 to −0.02).

“It was not surprising that White 
women reported higher use of hormone 
therapy and higher QOL than Black 
women,” said Monica Christmas, MD, 
SWAN’s lead investigator, principal 
investigator for the analysis, and an 
associate professor of obstetrics and 
gynecology at UChicago Medicine 
in Illinois. “But it was surprising that 
Black women, who have been shown 
to have more frequent, severe vasomo-
tor symptoms for longer duration of 
time, reported lower QOL with use of  
hormone therapy.” 

Christmas, who is also director of the 
menopause program and the Center for 
Women’s Integrated Health at UChi-
cagoMedicine, added, “Anecdotally, 
in my clinical practice over the past  
20 years, I have noticed significant 
racial/ethnic differences in severity 
and intensity of menopausal symptoms, 
along with differences in preference for 
treatment of those symptoms. There is 
also a paucity of data on menopause 
care in certain populations.”

Christmas noted that SWAN is an 
ideal databank because the study 
recruited a large, racially/ethnically 
diverse cohort that has been followed 
for more than 20 years. 

“Women were asked if they had 
menopausal symptoms, and if so, did 
they take anything to alleviate their 
symptoms,” Christmas told Contempo-
rary OB/GYN®. “Often participants of 
studies are only asked what prescription 
medications they take; however, SWAN 
asked participants about CAM modali-
ties as well.”

In addition, participants were asked 
about QOL. “This allowed our team 
to look into associations between 
menopause symptoms, treatments, and 
perceived QOL,” Christmas said.

The cross-sectional and longitudinal 
analyses of QOL included 2514 women 
from SWAN who completed a CAM-use 
questionnaire and QOL assessments 
at baseline and every 1 to 2 years from 
2002 to 2013. During a mean 7.8 years 
of follow-up, 29% of the cohort reported 
using hormone therapy for a mean  
2.4 years, whereas 32% reported CAM 

use for a mean 2.1 years. 
Christmas noted that the CAM/inte-

grative medicine industry is “booming, 
despite lack of efficacy in randomized 
controlled trials. Therefore, clinicians 
should be counseling patients on the 
lack of efficacy and possible harm 
associated with some of these products.”

In addition, recognizing racial/ethnic 
differences when treating menopausal 
symptoms is paramount, according 
to Christmas. “Clinicians should be 
cognizant of these differences when 
counseling patients,” she said. “More 
research is also needed to investigate 
the basis of these differences. Are 
they due to patient preference, or 
are there some inherent biases in 
clinician practices?”

Christmas stressed that menopause 
transition is connected to troublesome 
symptoms that can have a major impact 
not only on QOL, but also on profes-
sional and personal relationships and 
overall health and function. 

“With life expectancy of over 80 years 
in developed countries, almost half of a 
woman’s life could be postmenopausal,” 
she said. “For symptomatic women, 
it is imperative we have a better 
understanding of treatment practices  
and preferences.” 
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Hormone therapy, alternative medicine 
are not linked to QOL in midlife women
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PRACTICE MATTERS

by BRIAN IRIYE, MD; AND JAMES KELLER, MD

M
any practices struggle 
day to day to get by and 
survive. Truly superior 
practices prepare for 

the future to ensure the best opportuni-
ties to survive and thrive. How do you 
prepare? What is the next big thing in 
medicine? What if you predict wrong 
and make a mistake? One of the worst 
mistakes is to stay static. Trust the trends 
you can see and make investments in 
your practice to move forward.

Invest in technology
Adopting and implementing new tech-
nology can help practices, streamline 
processes, improve efficiency, and 
reduce costs. A clear technological 
process that is moving forward now 
is telemedicine platforms. These help 
improve care by increasing the provi-
sion of care where providers are limited. 
However, telemedicine can also be 
performed in a multioffice practice to 
allow employees to be in multiple sites. 
The use of telemedicine in this manner 
may improve scheduling, increase effi-
ciency, and reduce scheduling conflicts 
when various types of providers work 
within a practice. 

Consider purchases of other technol-
ogy when they improve practice potential 

and efficiency. Ultrasound machines are 
expensive, but if they allow you to keep 
your practice at the forefront of diagnos-
tic capability, what does that mean to 
your patient outcome, satisfaction, and 
referrals? Do new machine capabilities 
decrease scanning time and improve 
efficiency as well?

Partner with larger entities
Forming alliances and partnerships 
with other practices, hospitals, or 
organizations can help practices attain 
economies of scale. Smaller practices 
may get assistance from joining a group 
purchasing organization (GPO). The 
most obvious benefit of joining a 
GPO is improved purchasing power. 
Vendors provide discounts to larger 
groups of physicians rather than to 
individual offices. Hence, GPOs may 
leverage negotiations to improve pric-
ing or upgrade supplies that are usually 
unavailable to smaller practices. Also, in 
this time of shrinking supplies, a GPO 
has more extensive scale and may assist 
with procuring supplies, allowing a 
steadier inventory while reducing cost.

Joining a larger practice or alli-
ance of practices can also assist with 
contract negotiations with payers. It 
is no secret that larger practices have 
more negotiating leverage with players 
during contracting. However, a larger 

group also can pool physician time in 
negotiation or share assets to hire an 
organization to assist in the process. 

Foster a culture of 
continuous improvement
Practices should encourage providers 
and staff to identify inefficiencies and 
bottlenecks within a practice. There-
after, a practice should implement 
continuous improvement processes 
to ensure that a practice works at peak 
efficiency. Providers should meet with 
staff regularly to listen to concerns and 
develop plans among staff to enhance 
implementation. Provider-led initia-
tives without other frontline staff input 
can be perceived as tone-deaf or forced 
and reduce the chance of implementa-
tion and change.  

Physicians also should constantly 
work to improve. Providers should work 
to attain continuing medical education 
credits and attend in-person courses 
that enrich knowledge or skills in a 
specific key area of interest.  

Embrace value-based care
Organizations are moving away from 
traditional fee-for-service–based 
models towards value-based care. 
The standard definition of value care 
is outcomes divided by cost. Payers 
and governmental entities believe that 
providers should be incentivized on the 
quality of care they provide and the cost 
of how they provide this care. 

How to future-proof 
your practice
Trust the trends you can see and make 
investments in your practice to move forward
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Quality measures are defined  
in 3 ways, as follows: 
1.  Structural measures refer to  

the characteristics of the care 
provider or the place where the care 
is given. An example is an ultrasound 
accreditation.

2.  Process measures focus on the series 
of events that take place during an 
episode of care, the appropriateness 
of care, timeliness of service, and 
providers’ proficiency. An example 
would be using a low-dose aspirin 
checklist in pregnancy to enhance 
the possibility of following the US 
Preventive Services Task Force 
guidelines for pregnancy.

3.  Outcome measures evaluate 
whether the health care goals were 
realized. Mainly these focus on 
the patient’s health status but can 
also include health care costs or 
patient satisfaction. One example is 
cesarean delivery rates. This specific 
example has some controversy and 
requires risk adjustment but may be 
best followed via nulliparous, term, 
singleton, vertex rates or Society for 
Maternal-Fetal Medicine cesarean 
delivery rates, which make some 
mild or moderate risk adjustments, 
respectively. Almost all outcome 
measures may be affected by patient 
risk factors or medical conditions. 
Alternative measures for gynecologic 
procedures are postoperative surgical 
bed days and readmissions. The 
measurement of neonatal intensive 
care unit days for deliveries has a 
large effect on payer bottom line.

Practices should strive for improved 
quality of care as a sign of providing 
value. Specific quality initiatives should 
be highlighted by practices as a con-
stant effort to improve and be shared  
with payers. 

Build strong relationships 
with patients
Practices that build strong relationships 
with patients can foster trust and improve 
patient engagement. These factors may 
lead to increased adherence, better 
outcomes, and lower cost. Practices 
should keep patients informed about 
their health and treatment plans and 
encourage them to ask questions and 
express concerns. Listening to patients’ 
concerns and ensuring understanding 
demonstrates your concern for their well-
being. Providers should involve patients 
in their care to enhance the probability 
of improving outcomes. Patients should 
be invited to assist in their care and treat-
ment plans and involve them in goals 
and self-management strategies so they 
would be more likely to attain adherence.

Practices should make substantial use 
of patient portals, which allow patients 
to access their medical records, commu-
nicate with their health care providers, 
and schedule appointments in some 
circumstances. Utilizing patient portals, 
practices make it easier for patients to 
stay connected and engaged in their care.

Hire the right people
You can’t teach nice. One of the most 
essential characteristics of a good physi-
cian or employee is a pleasant personal-
ity. People often can learn information, 
but changing character and teaching 
qualities of respect, friendliness, and 
work ethic is challenging.

For providers, time is often your most 
valuable commodity. Providers should 
have durable workplace relationships 
with their partners, demonstrating a 
devotion of time and thought to one 
another. Would you want to join a prac-
tice where people do not enjoy working 
and spending time during work with 
each other? In the book Zero to One, 

Peter Thiele presents the converse: Why 
would you hire somebody who would 
not be excited about spending time 
with others in your business?1 When 
someone joins you for the culture of 
your practice, you are not fighting the 
war of perks and salary. The provider 
who joins your practice should want 
to do irreplaceable work in a unique 
specialty with great people.

Stay informed with industry 
trends
Providers should stay involved in their 
professional organizations, which offer 
resources and educational events to keep 
up to date with industry trends. Physi-
cians should also attend conferences 
and educational events that can provide 
a wealth of information about new tech-
nology and changes. Organizations also 
have online communities and discussion 
groups, which can provide information 
on industry trends and changes. 

An alternative means of staying 
informed is to follow thought leaders 
and experts on social media. Many lead-
ers and experts share their insights and 
perspectives on social media, which 
can be a helpful way for physicians to 
stay informed about upcoming industry 
trends. Platforms like LinkedIn allow 
networking with colleagues, which 
can be a valuable way for physicians 
to stay informed and share ideas and  
best practices. 

REFERENCE
1. Thiele P, Masters B. Zero to One. Crown 
Business; 2014.
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Do the work you love and make 
a huge difference in the lives of 
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21 days for family.
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MEDICAL WORLD NEWS DEEP DIVE™ 

OTHER SHOWS TO CHECK OUT...

Inside the Practice™  
www.medicalworldnews.
com/series/medical-eco-

nomics-inside-the-practice/
season-1

After Hours™

www.medicalworld-
news.com/series/

after-hours/season-8

MWN Medical Minutes
www.medicalworld-
news.com/series/

MWN-medical-minutes/
season-1

MEDICAL WORLD 
NEWS BEHIND THE 

SCIENCE™

In this episode, experts discuss 
findings from a recently authored 
white paper from The US Oncol-
ogy Network on the benefits and 
challenges of engaging with 
multiple payers and value-based 
care programs on a value-based 
care strategy that ensures quality 
patient care while minimizing 
practice burden.  
www.medicalworldnews.com/view/
behind-the-science-behind-value-
based-care-programs

WELLBEING  
CHECKUP™ 

Hernan Bazan, MD, DFSVS, 
FACS, discusses the issues as-
sociated with chronic pain and 
daily use of opioids and offers 
some insights on traditional pain 
relievers and how next-generation 
therapies need to be safe, poten-
tial alternatives to opioids.  
www.medicalworldnews.com/
view/wellbeing-checkup-hope-for-
chronic-pain

www.medicalworldnews.com/view/deep-dive-into-benzene-
exposure-risks-in-dry-shampoo-products 

Deep dive into benzene 
exposure risks in dry 

shampoo products

Multinational consumer goods company Unilever announced a voluntary 

product recall in October 2022 of various popular dry shampoo aerosol 

products, including those from brands such as Dove, Nexxus, Suave, TIGI, 

and TRESemmé, due to the risk of increased benzene levels. The recall 

coincided with an internal investigation by the company into the cause of 

increased benzene exposure risk, which identified the products’ aerosol 

propellant, provided by an outside supplier, as the source. Although benzene 

is prevalent in daily indoor and outdoor environments, recalled products 

generally carry a substantial risk of increased exposure, so the US Food 

and Drug Administration recommends that affected consumers stop using 

recalled products and report adverse reactions to its adverse event reporting 

program.
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