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A negative is a positive. If you can trust it.
Most HPV test results come back negative, so accuracy is critical to the confidence 
of the patient and her clinician.
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CHAIRMAN’S LETTER
The year in review

By the time you read this, P� zer Inc. will be 

close to beginning distribution of its CO-

VID-19 vaccine. � e scienti� c and medi-

cal community knows more now than it did at the 

beginning of the pandemic, and more data always is 

forthcoming. We will be better equipped to continue 

facing this in 2021.

With the year’s end, we present the State of the In-

dustry report, where we asked our readers to weigh in 

on several topics, including physician burnout. In the 

survey results, 63.4% of respondents reported feeling 

symptoms of burnout (examples included exhaustion, 

reduced personal e�  cacy, and feelings of negativity or 

cynicism toward work). Further, 61.2% of respondents 

reported experiencing decreased career satisfaction.

In her presentation at the recent American College 

of Obstetricians and Gynecologists’ Annual Virtual 

Conference, Denise Jamieson, MD, MPH, reminded 

the audience that self-care, grace, and compassion 

are even more important now. “Everyone is under 

more stress at home and at work than what we are 

used to,” she said.

As you will see in the editorial from Editor-in-Chief 

Catherine Y. Spong, MD, this year has been particular-

ly productive for Contemporary OB/GYN. We have so 

many people to thank, including Spong; our editorial 

board members, and peer reviewers. We also want to 

thank former board member Sharon T. Phelan, MD, 

for her keen insights, and long-time editorial consul-

tant Judith M. Orvos, ELS, whose editorial prowess has 

helped this magazine be where it is today.

Take care of you and yours during this holiday sea-

son, and let’s look forward to 2021. 

Mike Hennessy, Sr. 
Chairman and Founder, MJH Life Sciences
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health services needs 
to improve in rural areas 
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Service Survey.
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discordance in cfDNA 
Cell-free DNA (cfDNA) screening 
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EDITORIAL
4 The year in review
Despite the pandemic upheaval, Contemporary OB/
GYN® has had a very busy year – covering the pan-
demic and social movements including the impli- 
cations for our practices, patients, and providers.
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Pregnancies, 7th Edition
Snapshot: Protocol 56 - Shoulder Dystocia.
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Factors to consider for fertility surgery with 
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are essential for reaching surgical excellence.
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COVID-19, 
racial & gender 

equality, the rising 
role of telehealth 

- many factors 
converged to 

make 2020 a year 
we won’t soon 

forget.
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by CATHERINE Y. SPONG, MD
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W
hat a year 2020 has 
been! We hope to look 
back on it and recog-
nize it as an outlier 

or anomaly—hoping life will at some 
point return to normal. Even so, life for 
ob/gyns continued unabated – with 
continued deliveries, delayed elective 
cases, and a transition to virtual visits. 
� e required changes to provide safe-
ty for both our patients and providers 
have been evaluated as opportuni-
ties – in some cases virtual visits are 
easier for both patients and providers. 
As much as we can try to look for op-
portunities in the new normal, we all 
recognize it is di�  cult and taking a toll 
on our and our patients mental health.

Despite the pandemic upheaval,
Contemporary OB/GYN has had a very 
busy year – covering the pandemic and 
social movements including the impli-
cations for our practices, patients, and 
providers. We have stayed true to our 
roots, providing peer-reviewed, evi-
dence-based articles in areas of im-
portance to our readers (Figure 1). We 
welcomed new editorial board mem-
bers and the entire editorial team has 
identi� ed new opportunities – includ-
ing an increased focus on timely infor-
mation via videos and podcasts. 

We are excited to announce the 
launch of a new feature in 2021 called 
“Curbside Consults,” the brainchild 

of Editorial Board member Christine 
Isaacs, MD. The series will discuss 
topics related to ob/gyns obtaining 
insight from non-ob/gyn physician-
authors. Examples include how to 
prevent keloids in ob/gyn surgery; 
what to know about dental care in 
pregnancy; and diagnosis and man-
agement of carpal tunnel syndrome. 
We will develop these with non-ob/
gyn experts for added value and in-
sight from other specialties. 

We are also working to provide easy-
to-use infographics, tables, charts, and 
summaries within each peer-reviewed 
article so busy practitioners can access 
the key information at any time.

We will continue to develop our 
internet presence – through articles, 
podcasts, and videos. We are regu-
larly tracking activity to ensure the in-
formation we are providing is useful, 
up-to-date, and clear. Understanding 

what our audience is interested in is 
critical for our publication.

The most viewed articles include 
many that have stood the test of time; 
We will focus on refreshing them in 
2021. 

Top articles for 2020 included:

  The relationship between placental 
location and fetal gender, June 14, 
2011 

  Hormone levels and PCOS, Nov. 
8, 2011

  Alcohol and breastfeeding: What 
are the risks? Dec. 7, 2018 

  First menstruation: Average age/
physical signs, Nov. 18, 2011 

  Hemorrhagic ovarian cyst sono-
graphic perspective, Oct. 9, 2011 

  Perimenopausal bleeding: What’s 

Contemporary OB/GYN®

A LOOK BACK AT 2020

WE ARE REGULARLY TRACKING ACTIVITY TO 
ENSURE THE INFORMATION WE ARE PROVIDING 

IS USEFUL, UP-TO-DATE, AND CLEAR.

UNDERSTANDING WHAT OUR 
AUDIENCE IS INTERESTED IN IS 

CRITICAL FOR OUR PUBLICATION.
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normal?, June 21, 2011

  COVID-19 pregnancy data in the 
United States: July 31 Update 

  A Patient’s Guide: Management of 
hair loss in PCOS, Oct. 11, 2011  

  Understanding Gestational Diabe-
tes: Glucose monitoring, July 21, 
2011 

  Endometrial polyps June 21, 2011

Our podcast, Pap Talk, is in excess 
of 1,000 listens for 2020. 

We have striven for topical and 
timely episodes, which has 
parlayed into the top episodes:

  Racial justice and health equity in 
ob/gyn (Washington Hill, MD) 

  The fellow on the frontlines of  
COVID-19 (Aleha Aziz, MD)   

  Providing quality care for transgen-
der and nonbinary patients (Haley 
Crissman, MD, MPH, Daphna 
Stroumsa, MD, MPH, MSC) 

Our videos have been very popular 
this year. Videos are useful to explain 
techniques and complex topics. 

Our top videos in 2020 included:

  Forceps delivery technique

  Essure reversal technique 

  Does alcohol impact the ability to 
conceive?  

  Laparoscopic excision of endome-
triosis nodule of the rectum  

  Laparoscopic excision of multifo-
cal bowel 

As we have done in years past, we 
solicited your insight on trends in the 
industry with our State of the Industry 
survey, and we report our � ndings in 
this issue. As you will read in this is-
sue, nearly 80% of respondents said 
that if they had to do it over again, they 
would choose to specialize in ob/gyn. 
In addition, nearly 66% said that the 
reason they chose this specialty was 
to have the ability to care for women 
throughout their lives. We repeated 
certain questions in order to trend 
data, and asked new, pertinent ques-
tions related to the impact of the CO-
VID-19 pandemic on your practice. I 
hope these data are both useful and 
interesting. 

We continue – and we celebrate – 
our partnerships with the Society for 
Maternal-Fetal Medicine (SMFM) 
and the American Urogynecologic So-
ciety (AUGS).  We have successfully 
promoted the professional guidance 
on cystoscopy at the time of prolapse 
repair, cesarean scar pregnancies, ac-
tivity restriction in obstetric manage-
ment, thromboembolism prophylaxis 
for cesarean delivery, mesh compli-
cations, vaginal energy-based devic-
es, and heavy menstrual bleeding in 
adolescents.

Contemporary OB/GYN is your 
source for topical, timely information 
on obstetrics and gynecology. If you 
have suggestions for topics, features, 

or ideas, we welcome them. As we 
close out 2020, thank you for your in-
sight, readership, and incredible work 
ethic to care for our patients.

All my best,

Cathy

Dr. Spong, Editor in Chief, is Professor and 
Vice Chair in the Department of Obstetrics 
and Gynecology and Chief of the Division 
of Maternal-Fetal Medicine at UT South-
western Medical Center in Dallas. She holds 
the Gillette Professorship of Obstetrics and 
Gynecology.
Email her at cspong@mjhlifesciences.com

FIGURE 1. 2020 Contemporary 
OB/GYN Peer-reviewed Articles

GYNECOLOGY 36%
CONTRACEPTION 18%

OBSTETRICS 18%
OTHER 13%

GYN SURGERY 10%
REI 5%

Do you have a favorite article or interview from this year? Would you be interested in 
providing your thoughts on how ob/gyn has changed this year due to COVID-19? 

Let us know on Twitter at @ContempOBGYN. 

HAVE YOUR 
SAY ONLINE

OBGYN1220_004-005_Editorial.indd   5OBGYN1220_004-005_Editorial.indd   5 12/4/20   9:45 AM12/4/20   9:45 AM
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Medical World News® is a � rst-of-its-kind 24-hour online program for health care 
professionals, by health care professionals. With easy online viewing access, you 
will be among the � rst to hear about breaking health care news, cross-specialty 
feedback for multidisciplinary approaches to treatment and guidelines, and more. 
So go tune in and see what leading experts are talking about now!mjhlifesciences.com/news-network

ACP urges 
in� uenza vaccination

T
he American College of Physicians (ACP) re-
minded all US adults to get their in� uenza vac-
cination earlier this month as part of National 
In� uenza Vaccination Week.

 � e US Centers for Disease Control and Prevention 
(CDC) established the weeklong commemoration in 2005 
as a reminder that in� uenza season lasts not only through 
the holidays but on into February or beyond.

Due to this year’s � u season bumping against the sharp 
increase in COVID-19 infections across the country, the 
ACP urged all adults to get vaccinated as the combination 
of the 2 diseases could cause havoc for patients, healthcare 
systems, and will add strain to already stressed frontline 

workers, the release says.
� e � u vaccine not only helps to protect against the dis-

ease, but also helps to reduce the severity of the � u. Pa-
tients with chronic conditions are at high risk for severe � u 
and COVID infection, and the � u can exacerbate a patients 
underlying chronic conditions which can cause increased 
hospitalizations or even death, according to the release.

In a 2017 survey, the CDC reported that � u vaccination 
coverage for adults over age 19 was only about 45%, 60% 
for adults with high risk conditions, and 68% for those 65 
and older. Racial and ethnic disparities also exist with only a 
38.5% � u vaccination rate among Black adults, and only 37% 
among Hispanic adults compared to 48% of white adults.

Health care jobs still 
down from February
The most recent jobs report shows an increase in 
health care jobs, but the numbers are still down. 

by KEITH A. REYNOLDS 

� e health care industry in the United States added 75,000 jobs 
in August but is still down from February before the beginning 
of the COVID-19 coronavirus pandemic.

According to an employment summary produced by the US 
Bureau of Labor Statistics, there was more than 27,000 new jobs 
added in physicians’ o�  ces, more than 22,000 in dentists’ of-

� ces, more than 14,000 in hospitals, and more than 
12,000 in home health care services.

Meanwhile, nursing homes and residential care 
facilities saw a loss in jobs of about 14,000, the sum-
mary says.

Between education and health care, which are 
lumped together in the analysis, there was an in-
crease of 147,000 jobs, but both industries are still 
down 1.5 million jobs from February before the CO-
VID-19 coronavirus pandemic.

� ese numbers are a boon to the industry, which 
saw massive issues caused by the pandemic such as 
personal protective equipment shortages, mandates 
limiting nonessential medical procedures, stay-at-
home and shelter-in-place orders, and a general fear 
of infection among patients.

by KEITH A. REYNOLDS 
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In weekly surveys performed by the Larry A. Greene 
Center and the Primary Care Collaborative, physicians 
expressed great fear for the future of their practices. In 
April, 47% of respondents said they were unsure if they 
would have enough cash to stay open and 85% said 
they had seen a dramatic decrease in patient volume 
during the pandemic.

In late-August,  89%  of respondents said they were 
con� dent in the ability of their practice to stay open for 
the next 4 weeks, while 44% said they were receiving 
� nancial support through federal programs.

While the monetary situation seems to be improv-
ing, physicians are still feeling the stress of the pan-
demic with 56% of respondents in the late-August 
survey saying their level of strain are at a 4 or a 5 on a 
5-point scale. 

by KEITH A. REYNOLDS 

Competition and choice are seemingly going the way of 
the dodo for many patients as commercial health mar-
kets continue to concentrate.

According to the American Medical Association 
(AMA) analysis Competition in Health Insurance: A 
Comprehensive Study of U.S. Markets, between 2014 
and 2019 the share of markets that were highly con-
centrated increased from 71% to 74% and 52% of highly 
concentrated markets in 2014 grew even more concen-
trated � ve years later.

� ese conditions can negatively a� ect the amount re-
imbursed for medical services to physicians and other 
providers.

The study also found that payer sway in a region hurts not only patient care, but also physician pay.

Competition shrinks as health 
insurance markets concentrate

AMA Study

“When an insurer exercises market power in its input mar-
ket (eg, physician services), payments to health care provid-
ers are below competitive levels,” the introduction to the 
study says.

It is important to note that when payers have competitive 
sway over an area it also harms physicians, not just patients, 
in that the insurer can pay lower reimbursements because 
physicians don’t have a choice but accept patients on those 
monopsony-like health plans.

“For many of the 70 million Americans who live in high-
ly concentrated health insurance markets, a lack of com-
petition is a problem that keeps getting worse as consum-
ers have more limited health insurance options to choose,” 
AMA President Susan R Bailey, MD, says in a news release 
accompanying the study. “� e AMA strongly encourages a 
dialogue among regulators, policymakers, lawmakers, and 
others about the need for a better, more open and competi-
tive marketplace to bene� t patients and the physicians who 
care for them.”

� e analysis looked at all 384 metropolitan statistical areas 
(MSAs), the 50 states, and the District of Columbia using the 
Her� ndahl-Hirschman Index (HHI). � ose markets which 
exceed 2500 points are considered highly concentrated, ac-
cording to federal guidelines.

� e release lays out the health insurance market in Eliza-
bethtown-Fort Knox, Kentucky, as an illustration of the in-
creased stranglehold certain payers hold in some areas. � is 
MSA market had an HHI of 3,534 in 2014, which exceeds fed-
eral thresholds for a highly concentrated market by more than 
1,000 points. � at number jumped by 1,625 to an HHI of 5,159. 

FROM THE
PAGES OF
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Since joining Contemporary OB/GYN in April 
as Editor-in-Chief, Catherine Y. Spong, MD has 
gracefully and skillfully led our team through a 
year no one saw coming. As the year comes to a 
close, we would like to recognize her, as well as all 
of the people who have contributed to the growth 
and continued success of Contemporary OB/GYN.

A Sp� ial � anks

We are excited to begin another year with such a distinguished team behind us, and with 
you, our readers, to join the conversation as learners, practitioners and educators.

Thank you to 
former Editorial 
Advisory Board 
member Sharon 

T. Phelan, MD, for 
her keen insights 

and expertise, and 
to Judith M. Orvos, 
long-time editorial 
consultant, whose 
contributions have 
helped shape the 

magazine into what 
it is today. 

Thank you to the esteemed members of our Editorial Advisory 
Board; We appreciate all of the work you do. We would also 

like to recognize the Board’s newest members who joined with 
enthusiasm, despite a global pandemic: Yalda Afshar, MD, PHD, 

Christine Isaacs, MD, and Laura Riley, MD. Welcome to the team!

Thank you to our 
Deputy Editor, 

Jon I. Einarsson, 
MD, MPH, PHD, 

for his continued 
support and 

valuable 
contributions.  
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BOOK REVIEW

As the authors note, shoulder dysto-
cia is unpredictable and reported in-
cidence varies from 0.2% to 3.0%. Risk 
does increase with birth weight, but up 
to 60% of shoulder dystocias occur in 
infants weighing less than 4000 g and 
only 3.3% of births with weights greater 
than 4000 g involve this complication. 
Episiotomy alone will not release an im-
pacted shoulder and cutting a generous 
episiotomy or proctoepisiotomy should 
be based on clinical circumstances. 

Key Messages:
 Prior shoulder dystocia statistically 
increases risk of recurrence. Howev-
er, there are no clinically useful pos-
itive predictive values for antenatal 
prediction of the condition.

 No randomized clinical trials exist 
to guide management of shoulder 
dystocia. Fetal injury is possible with 
all maneuvers that have been de-
scribed to relieve it.

 Most shoulder dystocias can be 
relieved within several minutes. Per-
manent brain injury can occur with a 
delay as short as 3 to 4 minutes or as 
long as 15 to 20 minutes. The deter-
mining factor is the condition of the 
fetus at the time of the dystocia.

 It is key for the mother to stop 
pushing when shoulder dystocia is 
encountered. 

 The fi rst technique used to allevi-
ate   the  condition  is  usually  the  
McRoberts maneuver. Suprapubic 
pressure also can be applied in con-

junction with or before it.

 If those techniques fail, delivery of 
the posterior arm is recommended, 
followed (if necessary) by rotation of 
the posterior shoulder.

 Fundal pressure should not be ap-
plied nor should rotation of the fetal 
head. Traction should be downward 
and axial, in alignment with the fetal 
cervico-thoracic spine.

 “Rescue” techniques for shoulder 
dystocia include the Gaskin maneu-
ver, axillary traction, and the Zavanelli 
maneuver. Abdominal rescue should 
rarely be used.

Protocols for High-Risk 
Pregnancies, 7th Edition
Snapshot: Protocol 56 - Shoulder Dystocia

AUTHORS: George A. Macones, MD, Division of Maternal-Fetal Medicine, 
Dell Medical School-University of Texas at Austin and Robert B. 
Gherman, MD, Division of Maternal Fetal Medicine, WellSpan Health 
System, York, PA.

SYNOPSIS: In this protocol, Macones and Gherman reviews the 
pathophysiology, diagnosis, and management of shoulder dystocia. 
Included are descriptions of extraordinary movements and a list of 
documentation suggested when a shoulder dystocia is encountered.

Read the complete chapter on shoulder dystocia from Protocols for High-Risk 
Pregnancies, 7th Edition, edited by John T. Queenan, MD, Catherine Y. Spong, MD, 
and Charles J. Lockwood, MD, MHCM, now. CONTEMPORARYOBGYN.NET/SDPROTOCOLS

BUY THE BOOK 
VISIT WILEY.COM AND ENTER THE ISBN

[978-1-119-63526-0]
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A
lthough peer surgical 
coaching bolsters surgical 
education and promotes 
continuous professional 

development throughout a surgeon’s 
career, the reality is that few surgeons 
apply coaching theory or operational-
ize the concept of coaching.

“Many surgeons think they under-
stand ‘coaching,’ but it may come as a 
surprise that teaching, mentoring, and 
sponsoring are unique from coach-
ing,” said Cara King, DO, director 
of benign gynecologic surgery at 
the Cleveland Clinic in Ohio.

Peer surgical coaching entails the 
development of a partnership between 
two surgeons to identify goals and en-
gage in self-re� ection to implement 
sustainable improvements in both 
technical and non-technical skills.

King, who was part of a panel on 
performance coaching at the Ameri-
can Association of Gynecologic Lapa-
roscopists (AAGL) 2020 Virtual Global 
Congress, told Contemporary OB/
GYN that coaching can be challenging 
to implement, due to the limited time 
of busy practicing surgeons. 

“However, there are many speci� c 
actions to enhance coaching integra-
tion,” King said. “� ese include con-
sistent video recording of surgical 
cases, optimization of surgeon and 
surgeon coach pairing, utilization of 
a reliable virtual platform, integration 
into national societies, and replace-

ment of current surgical education 
endeavors that may have limited long-
term impact.”

A signi� cant training and perfor-
mance gap exists in ob/gyn training 
and assessment. “Traditional continu-
ing medical education e� orts often do 
not promote sustainable impact and 
are commonly not in line with adult 
learning,” said King, noting that the 
American Board of Medical Special-

ties (ABMS) supports a more form-
able, less summative approach to 
continuing certi� cation.

� e one-on-one relationship 
between a surgeon and a coach 

aligns with adult learning and pro-

vides a sustainable model to improve 
clinical performance, patient care and 
well-being, according to King.

Video-based coaching can also 
improve performance in surgical 
trainees. “Surgical video review with 
performance-based assessment has 
revealed that decreased technical skill 
is associated with increased complica-
tions,” King said. 

In addition, video coaching allows 
further insight into trainee intraop-
erative decision-making and failure 
to progress, “which can be di�  cult to 
evaluate using traditional models,” she 
said. Furthermore, data science is be-
ing integrated to enhance the coach-
ing relationship.

However, dedicated faculty devel-
opment is required to teach coaching 
philosophy and enhance outcomes. 
“� is is not to discount teaching, men-
toring and sponsoring as critical com-
ponents of professional development,” 

Maximizing peer
surgical coaching

 Asks open questions
 Enables self discovery
 Dispels false feelings & beliefs
 Future Focused

 Answers direct questions
  Provides information

sources
 Seeks alternate answers
  Based on past

experiences

 Asks direct questions
 Provides information
 Seeks speci� c answers

Focuses on 
growth roles

Enables 
individual 
learning

Supports
development

Transmits 
knowledge

MENTORTEACHER

COACH

by BOB KRONEMYER
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With patient-centered care being the mantra of 21st century 
medicine, the decision to proceed with fertility surgery in 
women with endometriosis should be based on the indi-
vidual patient, her reproductive expectations, her specific 
disease pattern, her support, family network, and available 
health care resources.

That is the consensus of a panel on fertility surgery at 
the American Association of Gynecologic Laparoscopists 
(AAGL) 2020 Virtual Global Congress.

“Although obstetricians and gynecologists are the ultimate 
advocates of women’s health, the decision to proceed to sur-
gery or in vitro fertilization (IVF) cannot be simply based on 
empiric evidence,” said moderator Anusch Yazdani, MD, 
medical director of the Queensland Fertility Group in Bris-
bane, Australia. “The key is interdisciplinary management, 
with the focus on the woman and her expectations.”

As with endometriosis, “infertility is not a single defined en-
tity,” Yazdani told Contemporary OB/GYN. “It is a complex inter-
play of numerous factors, including functional, biological and 
environmental influences, that cannot be conveniently isolated.”

Additionally, the impact of endometriosis on fertility is 

likely mediated by numerous mechanisms. “Most obviously, 
as the disease progresses and pelvic damage increases, the 
passage of gametes and embryos through the reproductive 
tract is impaired,” Yazdani said.

Endometriosis also alters the pelvic environment, mostly 
due to endometriosis-associated inflammation. “This change 
may impair the function of both eggs and sperm, fertilization, 
embryo development and implantation,” Yazdani said. 

Increasing evidence shows that both the quality and 
quantity of oocytes in women with endometriosis is affected. 

“However, it is unclear whether this is a direct effect of the 
disease or if endometriosis is a confounder,” Yazdani said.

Evidence also indicates that in the reproductive tract of 
woman with endometriosis, the eutopic endometrium dis-
plays altered metabolomic and proteomic profiles that change 
the endocrine response. “Hence there is a reduction in im-
plantation and an increased chance of miscarriage and other 
obstetric complications,” Yazdani said. “There is no evidence 
that endometriosis surgery will improve either scenario.”

King said. “But true coaching imple-
mentation takes training and practice 
to master.” 

The non-profit Academy for Surgi-
cal Coaching is a resource for individ-
ual surgeons, national societies, and 
academic centers to integrate surgi-
cal coaching models and empower 
surgeons.

For high-level coaching, a mind shift 
is essential for the coach: from an ex-
pert role into learner, and from advocat-

ing to inquiring. “The coaching philoso-
phy should be focused on goal setting, 
guided inquiry, constructive feedback 
and action planning,” King said. 

Surgical coaching not only enhanc-
es performance improvement, but has 
the potential to decrease burn out, in-
crease well-being and encourage deep 
relationships. Content may include 
technical, cognitive, interpersonal and 
self-regulation strategies.

“Surgical coaching has the potential 

to bridge the gap in residency training 
and continuous professional devel-
opment,” said King, who is associate 
program director of the Minimally In-
vasive Gynecologic Surgery (MIGS) 
Fellowship at the Cleveland Clinic. 
“The time has arrived to evaluate, dis-
rupt, and strengthen current surgical 
education and professional develop-
ment activities.” 

King reports no relevant financial disclosures.

Factors to consider  
for fertility surgery  
with endometriosis

ENDOMETRIOSIS ALTERS THE  
PELVIC ENVIRONMENT, 

MOSTLY DUE TO ENDOMETRIOSIS-
ASSOCIATED INFLAMMATION.
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Laparoscopic surgery to treat mild and moderate endo-
metriosis reduces overall pain and increases spontaneous 
live birth or ongoing pregnancy rates, according to moder-
ate-quality evidence. “But there is no high-quality evidence 
that laparoscopic excision and ablation improves the out-
comes of assisted reproduction,” Yazdani said.

Similarly, while the treatment of advanced disease is prob-
ably linked to an increased chance of spontaneous pregnan-
cy, there is limited evidence to suggest that such therapy im-
proves the success rates of IVF.

Irrespective of the stage of endometriosis, the absolute 
pregnancy rate per cycle remains low compared to a cycle of 
IVF. “While the clinical pregnancy rate in women undergo-
ing IVF with endometriosis may be lower than that of other 
infertility aetiologies, there is no good evidence that this can 
be improved by surgery,” Yazdani said. 

In fact, a history of surgery for endometriosis, including 
cystic ovarian disease, has been shown to be associated with 
lower pregnancy rates.  

Regardless of whether the endometriomas are surgically 
stripped or ablated, there is no evidence that such tech-
niques increase live birth rates via IVF. Instead, they have 
been shown to reduce ovarian reserve as measured by the 
level of anti-mllerian hormone (AMH), decrease the number 
of oocytes retrieved, increase gonadotrophin requirements, 
and reduce peak oestradiol levels. 
“� is lack of surgical e�  cacy needs to be balanced against 
the challenges of diagnosis, ovarian access, pelvic infection, 
pain and cycle cancellation rates, all of which are more prev-
alent in women with endometriomata,” Yazdani said. 

DISCLOSURES Yazdani is a minority shareholder in Virtus Health. 

BOB KRONEMYER is a freelance writer for Contemporary OB/GYN

MJH Life Sciences™ has officially launched Medical World News®, 
a first-of-its-kind 24-hour online program for health care professionals, 
by health care professionals.

With easy viewing access on all our sites, you will be among the 
first to hear about the following:
•  Breaking health care news
•  Live updates and opinions on what’s happening, with leading experts 

answering the tough questions
•  Cross-specialty feedback for multidisciplinary approaches to treatment 

and guidelines

MJHLifeSciences.com/news-network

MJH Life Sciences™ has officially launched Medical World News®, 
a first-of-its-kind 24-hour online program for health care professionals, 
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T
his year was strange in-
deed, with new levels 
of work and personal 
stress previously un-
imagined, particularly 

for those who have been on the front-
lines of the coronavirus disease 2019 
pandemic. Amid the chaos, readers 
have weighed in on Contemporary 
OB/GYN’s State of the Industry survey. 
Here are the results.

Nearly 85% of respondents did not 
have COVID-19 themselves, nor did 
an immediate family member. Howev-
er, nearly 58% of respondents reported 
having colleagues or sta�  who did.

Perhaps most obviously, the virus 
impacted stress levels at work due 
mostly to increased administrative 
work, with 58% reporting that as the 
biggest factor. Others reported a de-
creased patient load during this time. 

When asked for feedback on key 
topics from the year, readers also re-
sponded to the impact of telehealth. 
In terms of telehealth, nearly 80% of 
respondents said that they began of-
fering those services this year. Issues 
encountered in o� ering telehealth in-
clude not getting reimbursement. If 
practicing ob/gyns had the opportuni-
ty to choose this specialty again, would 

they? Nearly 80% of respondents said 
they would.

Because race relations were also a 
major topic this year, we asked readers 
to weigh in on whether they think rac-
ism and unconscious bias are an issue 
for their practice. Of respondents, 58% 
said no. One respondent commented 
“I feel that we have a very diverse prac-
tice as well as sta� .” Among the 42% 
that responded yes, one commented, 
“It is mostly unrecognized, but pa-
tients are treated di� erently.”

When considering factors that were 
most important to respondents in 
choosing this specialty, the highest 

by ANGIE DEROSA, SENIOR EDITOR
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COVID-19, racial and gender equality, the rising role of telehealth 
- many factors converged to make 2020 a year we won’t soon 
forget. Here is where the industry stands.

�����������

��������
����

OBGYN1220_014-017_CoverStoryV2.indd   14OBGYN1220_014-017_CoverStoryV2.indd   14 12/4/20   9:48 AM12/4/20   9:48 AM



DECEMBER 2020     CONTEMPORARY OB/GYN    15

STATE OF THE INDUSTRY

was the ability to care for women throughout 
their lives (nearly 66%); job satisfaction (62.2%); 
and the intellectual stimulation of the work, with 
nearly 60%. Each respondent was able to choose 
three answers. Some respondents gave answers 
such as being able to do surgical work; � nancial 
security; and the variety of work as their reasons 
for choosing this � eld.

Of all respondents, 78% said they have concerns 
about the future of obstetrics and gynecology. Of 
the responses, 60% have concerns about train-
ing; 58% have concerns about compensation; and 
nearly 47% have concerns about lifestyle.

Respondents cited lack of diversity; adequate 
pool of quali� ed practitioners; and male extinc-
tion as their other concerns for the future of the 
practice. One respondent said “continued de-
valuation of women and the people who take 
care of them. OB has always been second class 
to medicine and surgery.” One other cited “access 
to care across the country, particularly rural,” as a 
chief concern. Quality of care also seemed to be 
a concern. As one respondent pointed out, “Al-
lied health professionals (are) now popping up 
everywhere as gyn practices. Most are indepen-
dent and don’t rely on a physician onsite. Also, 
some medical schools such as Michigan State 
University have incorporated a PA program and 
their students take the same classes with the med 
students and are essentially getting the same ed-
ucation over the 3-year program. � ey then can 
practice independently with collaboration with a 
physician who may not be on site.”

If you could start 
over, would you 

choose to specialize 
in ob/gyn again?

Ability to care for 
women throughout 
their lives6666
women throughout 

66
women throughout 
their lives66their lives %%%
women throughout 

%
women throughout 

6262%%

6060%%

4141%%
1616%%

Intellectual
stimulation of 

the work

Other*
Job satisfaction

Having an 
enjoyable 
workday

What factors were most important in your 
choice of ob/gyn as a specialty? (Choose 3)

*Other responses that were submitted include: 
 surgical
 variety in work

 broad specialty-medical and surgery
  � nancial security and being able to do both 

medicine and surgery

21
% A

NSWERED NO

79% ANSWERED YES

WHAT ARE YOUR CONCERNS ABOUT
THE FUTURE OF THE OB/GYN PRACTICE?

You can email Editor-in-Chief 
Catherine Y. Spong, MD at 

cspong@mjhlifesciences.com 
or our editorial staff at 

COGEditorial@mmhgroup.com. 
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Do you have concerns about the 
future of obstetrics and gynecology?

Did any of you colleagues or 
staff members have COVID-19?

If you selected yes, what are they?
(Select all that apply)

YESYES

TRAININGTRAINING

GOVERNMENT/FACILITY/
INSURER OVERSIGHT

SEPERATION OF
OB AND GYNOB AND GYN

COMPENSATIONCOMPENSATION

PATIENT CAREPATIENT CARE

LIFESTYLELIFESTYLE

OTHEROTHER

78%

60%

43%

40%

58%

32%

47%

18%

NONO22%

other 
responses 

included

Male extinction

Lack of diversity

We need to 
seperate 

ob and gyn 
training!

Continued devaluation of 
women and the people who 
take care of them. OB has 
always felt like it has been 
second-class to medicine 

and surgery.

Allied health professionals are now popping up everywhere as Gyn practices. 
Most are independent and don’t rely on a physician onsite. Also some medical 

schools such as michigan State University have incorporated a PA program and 
their students take the same classes with the med students and are essentially 

getting the same education over the 3 year program. They can practice 
independently with collaboration with a physician who may not be onsite.

Subspecialization and loss of the 
“center” that is general ob/gyn

Ability of clinicians 
to maintain skills 
through adequate 
procedure volume

YES 58%
NO 42%
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How has the COVID-19 pandemic impacted your stress levels at work? (Select all that apply)

Lost my job

No change, 
doing � ne

Barriers to normal 
job function, 

decreased ef� ciency

Inadequate testing

Increased baseline 
anxiety on all levels, 

patients, nurses, 
admin, physicians

Stress of isoation 
and decreased 

interaction
Decreased patient volume

In the last 6 months, 
have you experienced 

symptoms of 
physician burnout? 

(Burnout being 
characterized by 

exhaustion, reduced 
professional ef� cacy, 

and a feeling of 
negativity or cynicism 

towards work.)

Increased administration work

Insuffi cient PPE

Ineffective or burdensome technology

Increased patient volume

Inadequate support staff

Negative workplace environment

Other

58%

26%

25%

8%

35%

26%

26%

other responses 
included

Decreased career 
satisfaction

6161Decreased career 61Decreased career %%Decreased career %Decreased career 

5151%%

1818%%
66%%

33%

Other*

Thoughts 
of suicide

Strained personal 
relationshipsAbuse of 

substances

Have you experienced any of the following? 
(Check all that apply)

*Other responses that were submitted include: 

 none

 depression

 lack of energy and enthusiasm

  sadness, hopelessness

63% ANSWERED YES

37% ANSWERED NO
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TRANSITIONS
UPDATES

LIFE

by LINDSEY CARR

R
esearchers have found 
that rural areas have few-
er mental health facili-
ties that provide suicide 

prevention services to youth, despite 
higher suicide rates in rural youth.1 

Suicide rates are higher in rural ar-
eas than in urban areas2, and Ameri-
cans in rural areas are more likely to 
die by suicide.3 Studies have shown 
that rural youth lack access to mental 
health services, but research is scarce 
on the availability of suicide preven-
tion services in rural areas. 

A recent cross-sectional study inves-
tigated the nationwide distribution of 
mental health facilities that o� er sui-
cide prevention services and primarily 
service youth. � e � ndings, published 
in JAMA Network Open, highlight the 
need to improve availability of mental 
health services in rural areas. 

For the study, researchers used 
2017 to 2019 data from the U.S. Na-
tional Mental Health Services Survey 
and identified about 9,500 mental 

health facilities and whether they of-
fered suicide prevention services, in-
cluding suicide screenings, treatment 
for suicidal thoughts, and referrals for 
follow-up care.4

Using each facility’s zip code, the 
research team classi� ed locations as 
metropolitan, micropolitan, small 
town, or rural. � ey also rated loca-
tion on a scale of 1 (most urban) to 
9 (most rural), based on county. � e 
team then analyzed where youth had 
access to mental health facilities with a 
focus on suicide prevention services.4 

Researchers found that highly rural 
areas had fewer mental health facilities 

that primarily served youth, and fewer 
suicide prevention services, than ur-
ban areas. Only 3% of rural areas had 
a mental health facility where youth 
could access suicide prevention ser-
vices. When compared to 8% of metro-
politan areas, 9% of micropolitan areas, 
and 12% of small towns, it is clear that 
access to mental health care in rural ar-
eas needs signi� cant improvement.4

Lindsey Carr is an associate editor for
Contemporary OB/GYN.
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Availability of mental 
health services needs to 
improve in rural areas 

Mental health support is critical during pandemic: In this related editorial, Catherine Y. Spong, 
MD, discusses the fact that the very measures used to prevent the spread of COVID-19 increase the risk 
of depression and suicidal thoughts: economic stress, social isolation, decreased access to community, 
barriers to mental health treatment, and illness, which is why increasing mental health support is critical now.
contemporaryobgyn.net/view/mental-health-support-is-critical-during-pandemic .
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Only 3% of rural areas had 
a mental health facility 

where youth could access 
suicide prevention services, 

compared with 8% of 
metropolitan areas, 9% of 
micropolitan areas, and 

12% of small towns.
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Introduction
Cell-free DNA (cfDNA) screening for 
aneuploidy became available in the 
United States in 2011. Initially, it was 
o� ered as a screening option for wom-
en at increased risk of fetal aneuploi-
dy, however, increasingly it has been 
o� ered as a screening option for all 
women.1,3,8 Performed as early as 9-10 
weeks of pregnancy its high sensitiv-
ity (> 91%) and speci� city (>99.6%) for 
trisomies 21, 18, and 13 from a single 
blood sample bolstered the test’s pop-
ularity over the traditional, sometimes 
multi-stepped serum analyte analy-
ses.4 Additionally, unlike the alterna-
tive of serum analytes, cfDNA assesses 
the X and Y chromosomes with high 
sensitivities (> 97%) and speci� cities 

(>98%).2,4,5,7 As a consequence, fetal 
sex, if requested, is reported to the 
parents prior to the second trimester 
fetal anatomic evaluation.2,4,5,7 When 
cfDNA results for the sex chromosome 
complement are normal (XX or XY) 
but discordant with the appearance of 
the external genitalia on ultrasound, 
a range of etiologies can be respon-
sible. � ese may include disorders of 
external sexual di� erentiation due to 
either endocrine or sex chromosome 
aberration, disruption of normally 
developing external genitalia, or al-
ternative sources of the cfDNA such 
as vanished twin, con� ned placental 
mosaicism and maternal medical con-
ditions.  Lastly, interpretation of both 
the common aneuploidies and the sex 

chromosomes lose speci� city as fetal 
fraction declines with many laborato-
ries not reporting results below fetal 
fractions of 4%. We present a clinical 
algorithm to evaluate a pregnancy 
when discordance between the sono-
graphic appearance of fetal external 
genitalia and cfDNA sex chromosome 
results is identi� ed. � e algorithm is 
supplemented by four cases, which 
exemplify these evaluations and mul-
tidisciplinary approach needed. 

Discordant cfDNA 
Results for fetal sex and 
phenotypic appearance 
of fetal genitalia
Parents are often interested in � nd-
ing out and con� rming the sex of their 

Managing fetal sex 
discordance in cfDNA
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This article presents a clinical algorithm and four cases to consider.
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unborn child. As cfDNA availability 
expands,6 more parents are given the 
information about fetal sex prior to 
the second trimester anatomic sur-
vey. Discordant results between fe-
tal sex determined by cfDNA and the 
appearance of the genitalia on ultra-
sound inevitably will occur. Ongoing 
refinements in ultrasound resolution 
also aid not only the visualization of 
the fetal genitalia but also the more 
subtle findings of altered or under-
development of the external genita-
lia. As such, an algorithm to aid in the 
evaluation of these patients is useful.  
Our purpose is to provide an algorithm 
developed jointly among a multidisci-
plinary team for the stepwise assess-
ment of such patients, augmented by 
clinical cases. Four illustrative cases 
are presented that broadly represent 
the areas of potential concern to sup-
plement the algorithms for differential 
diagnosis and management.

Cases
CASE 1: OTHER SOURCE OF DNA 
This involves a 39-year-old Caucasian 
woman, gravida 2 para 1000, with no 
contributory past medical history with 
the exception that her first child died 
unexpectedly at 18 months of age with 
no definitive cause identified. This 
pregnancy was conceived by IVF with 
two embryos transferred. At 6 weeks 
an ultrasound revealed a dichorionic-
diamniotic pregnancy and ovarian hy-
perstimulation. Repeat ultrasound at 
10 weeks revealed a singleton pregnan-
cy with a second gestational sac con-
taining a six-week sized embryo (CRL 
2.5mm) without a heartbeat. She un-
derwent a 12-week ultrasound, which 
demonstrated a single normal-appear-
ing fetus and a residual small second 
sac. Concurrent aneuploidy screening 
with cfDNA was performed and results 
reported disomy 13, 18, 21, and mono-
somy X and Y result. The fetal fraction 
was 11% and the sex was reported to 
the parents at their request. Fetal ana-
tomic survey at 18 weeks captured an 
image of normal female external geni-
talia; however, the discordance in sex 
assignment between the cfDNA was 
not recognized. At birth, unexpectedly 
to the parents and the care team, the in-
fant was noted to be phenotypically fe-
male. A karyotype was performed and 
resulted 46,XX. The diagnosis is consis-
tent with a presumed male, vanishing 
twin and underscores the significance 
for comparing the appearance of the 
external genitalia on ultrasound and 
the results based on cfDNA screening.

CASE 2: ALTERATION OF 
NORMAL DEVELOPMENT 
A 30-year-old Caucasian woman, grav-
ida 3 para 0020, presented for care at 9 
weeks gestation. She had no significant 

past medical history. She underwent 
aneuploidy screening with cfDNA at 11 
weeks with results reported as disomy 
13, 18, 21, and monosomy X, Y results. 
The fetal fraction was 4%. Fetal anatom-
ic survey at 19 weeks revealed pheno-
typically female genitalia. She under-
went genetic consultation and declined 
diagnostic testing with amniocentesis. 
A repeat ultrasound at 28 weeks re-
vealed severe hypospadias and short 
long bones with the femur lagging 3 
weeks. At that point she agreed to fur-
ther testing and an amniocentesis was 
performed with a normal chromosom-
al microarray consistent with 46, XY. 
A panel for 19 genes associated with 
disorders of sexual development disor-
ders was sent and results were normal. 
The baby was born at 37 weeks and was 
significantly growth restricted weigh-
ing 1928 grams (<1%). The newborn 
was noted to be phenotypically male, 
however, the phallus was short with 
normally descended testicles. A pel-
vic ultrasound was performed that did 
not reveal a uterus. Normal testoster-
one and normal 7-dehydrocholesterol 
were noted. A clinical whole exome se-
quencing analysis was performed and 
no pathogenic variants were identified. 
In consultation with neonatology and 
pediatric urology, the diagnosis was 
most consistent with severe hypospadi-
as and severe fetal growth restriction.9 

CASE 3: DISORDERS OF SEXUAL 
DIFFERENTIATION—ENDOCRINE 
A 39-year-old Caucasian woman, grav-
ida 3 para 0010, presented for care at 
8 weeks gestation. She had no signif-
icant past medical history. She un-
derwent aneuploidy screening with 
cfDNA at 10 weeks gestation with di-
somy 13, 18, 21, and monosomy X, Y 
results. An anatomic evaluation at 13 

What to consider when  
performing an amniocentesis

FOR EVERYONE
  Karyotype for chromosomes
  Microarray for microdele-

tion/duplication or low level 
mosaicism

IF ADDITIONAL
ANOMALIES PRESENT

  Whole exome sequencing 

ADDITIONAL TESTS
  Y chromosome specific 

material with a SRY probe to 
evaluate translocation to X 
chromosome or autosome in 
XX individuals or mosaicism
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weeks gestation was normal. A fetal 
anatomic survey at 19 weeks revealed 
a structurally normal fetus with nor-
mal appearing female external geni-
talia. Given the discordance between 
cfDNA results and phenotypic genital 
appearance, the patient was offered 
and underwent diagnostic testing that 
revealed a male karyotype 46, XY. At 
birth, the infant was noted to be phe-
notypically female. Repeat karyotype 
on newborn peripheral blood was 46, 
XY. Pelvic ultrasound at birth revealed 
testicles within the inguinal canal and 
no uterus or ovaries. In consultation 
with pediatric endocrinology and fur-
ther testing, the findings are consistent 
with androgen insensitivity syndrome. 

CASE 4: DISORDERS OF SEXUAL 
DIFFERENTIATION—SEX 
CHROMOSOME 
A 29-year-old Asian woman, gravida 
1 para 0 presented for care at 9 weeks 
gestation. She had no significant medi-
cal history. She had a normal 12-week 
ultrasound and aneuploidy screening 
with cfDNA, which was returned low 
risk for trisomy 13, 18, 21 and con-
sistent with monosomy XY. The fetal 
fraction was 11%. A sonographic fetal 
anatomic survey at 18 weeks revealed 
female external genitalia without iden-
tification of other structural abnormal-
ities. She was seen by genetic counsel-
ing and a repeat cfDNA was performed 
with a similar low-risk, XY report. Re-
peat ultrasound at 26 weeks and 5 days 
suggested a very small phallus with a 
bifid scrotum. She declined diagnostic 
testing. At birth, the infant was noted 
to be a slightly virilized female with a 
prominent clitoris. An ultrasound at 
birth confirmed normal vagina, uter-
us, and ovaries. Neonatal peripheral 
blood karyotype was 46, XX and FISH 

with the Y chromosome specific SRY 
probe was notable for a positive sig-
nal in 4/100 cells. The remainder of the 
100 cells was negative for the FISH SRY 
probe. The infant had a buccal smear 
at birth to further evaluate mosaicism, 
which revealed 37.5% of cells with a 
single X (consistent with XY) and 62.5% 
with two X chromosomes (consistent 
with XX). Diagnosis is consistent with 
sex chromosome mosaicism. 

Discussion
Ultrasound has a role in confirming 
concordance between the fetal sex re-
ported on cfDNA and the external ap-
pearance of the fetal genitalia, if ac-
ceptable to the parents. If there are 
inconsistent results further investiga-
tion is warranted and a systematic, 
multidisciplinary team approach in-
volving communication and review by 
providers in imaging, molecular diag-
nostics, genetics, endocrinology, neo-
natology and urogenital subspecialists. 

Genetic counselors and/or maternal fe-
tal medicine physicians often facilitate 
such team approaches. To guide this 
process, we propose a clinical evalua-
tion for women when cfDNA sex chro-
mosome results and the appearance 
of the fetal genitalia on ultrasound are 
discordant. The conflicting results can 
be grouped into 4 broad categories 1) 
cfDNA not reflective of the fetus includ-
ing vanishing twin, confined placental 
mosaicism, and maternal conditions 
such as transplant; 2) disorders of sex-
ual differentiation due to a hormonal or 
sex chromosome aberrations; 3) altera-
tion of normal external genitalia devel-
opment associated with genetic syn-
dromes or severe IUGR; and 4) analysis 
errors in the cfDNA interpretation asso-
ciated with low fetal fractions.

A complete history and physical ex-
amination are always the initial step 
to guide further evaluation, including 
mode of conception and if by assisted 
reproduction, the number of embryos 

Differential Diagnosis for Discordance between cfDNA and Phenotype

1.  Alternative sources of the cfDNA (cfDNA not reflective of the fetus)
  vanished twin
  confined placental mosaicism 
  maternal medical conditions 

      maternal organ transplant 

2. Alteration of normal external genitalia development 
  genetic syndromes 
  severe IUGR

3. Disorders of external sexual differentiation 
  endocrine (hormonal) 

      Androgen insensitivity syndrome
  sex chromosome aberration 

      sex chromosome mosaicism.

4. Analysis errors in the cfDNA interpretation associated with low 
fetal fractions.
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transferred. A history of organ trans-
plantation or transfusion, and expo-
sure to medication, such as hormone 
therapy or virializing medications, 
should be evaluated. Family history 
should also be closely examined. If 
any first trimester scans have been 
performed, these should be reviewed 
for the presence of multiple gesta-
tions or adnexal masses, for exam-
ple, luteomas resulting in gestational 
hyperandrogenism. 

The cfDNA result should be exam-
ined including the gestational age at 
which the test was performed (ide-
ally greater than 10 weeks gestation) 
and the fetal fraction present. Discus-
sion with the reporting laboratory can 
help address both concerns related to 
a low fetal fraction or a disproportion-
ate distribution of the sex chromo-
some signals suggestive of a mosa-
icism. Next, direct assessment of the 
fetal sex chromosome distribution by 
amniocentesis should be offered to the 
patient. As with all fetal anomalies or 
concerns for underlying genetic syn-
dromes, microarray can be performed 
on fetal DNA from the amniocentesis 
which can evaluate for microdeletion/
duplication or low-level mosaicism. 
Given the increase in accessibility of 
whole DNA sequencing and decrease 
of cost, whole exome sequencing can 
be pursued if additional fetal anoma-
lies are present. Further investigation 
for Y chromosome-specific material 
with a SRY probe may be helpful to 
evaluate sex chromosome anomalies 
including translocation to X chromo-
some or autosome in XX individuals 
or mosaicism. Further analysis for a 
single-gene condition causing a dis-
order of sexual differentiation encom-
passes both endocrine abnormalities 
such as congenital adrenal hyperpla-

sia, and androgen insensitivity as well 
as a wide range of genetic syndromes, 
which impact external genital devel-
opment. Both the endocrine anoma-
lies and the genetic syndromes can 
be present without other notable fe-
tal anomalies detected by ultrasound. 
As broad panels can include as many 
as 80 disorders, close communication 
with the DNA molecular lab can help 
refine the order of testing. For example, 
if the fetal karyotype is known, specific 
XX and XY panels may be available, in-
cluding rapidity of results and cost. 

A detailed sonogram should be per-
formed by an experienced imager and 
include a comprehensive evaluation 
of the fetal anatomy because different 
constellations of findings may be asso-
ciated with a variety of chromosomal 
and syndromic conditions. Patients 
should understand that in some in-
stances, detailed assessment of the ex-
ternal genitalia may not reveal changes 
until later in the third trimester. The 
maternal adnexa should be evaluated 
for ovarian masses because on occa-
sion certain types of lesions such as lu-
teomas may be associated with viriliza-
tion. Attention should be paid to fetal 
growth, as this may be a sentinel finding 
in identifying an underlying disorder. 

Establishment of a specific prenatal 
diagnosis provides the mother with 
options for her pregnancy including 
obtaining the most accurate informa-
tion from a multi-disciplinary group 
of subspecialty consultants, appreci-

ating the underlying identified condi-
tion, the neonatal and pediatric care, 
and outcomes. However, whether a 
definitive diagnosis is reached or not, 
the prenatal multidisciplinary team 
should include neonatology and as 
needed, individuals with expertise in 
the care of patients with urogenital dif-
ferences. In all cases, there should be 
a thorough pediatric evaluation with 
physical exam at the time of birth. 
Often this evaluation will include ul-
trasound imaging for presence or ab-
sence of pelvic organs that can further 
refine the diagnosis. Further cytoge-
netic and molecular studies can be 
obtained if not performed previously. 
Based on these findings, the multidis-
ciplinary team can direct its focus to 
endocrine evaluations, and approach-
es for urogenital care.   

As more women use cfDNA for di-
agnosis, fetal sex will often be estab-
lished prior to the second trimester 
anatomic survey. In these cases, the 
anatomic ultrasound can confirm 
concordance between the results of 
the cfDNA with the appearance of fe-
tal external genitalia. If discordance is 
present, further evaluation and a mul-
tidisciplinary team approach is war-
ranted. The range of possible explana-
tions is broad, with some explanations 
being clinically irrelevant to the fetal 
and newborn outcome while others 
represent significant medical condi-
tions. A thoughtful, stepwise approach 
to counseling and further evaluation 
should be undertaken to provide a 
diagnosis if possible, develop plans 
for evaluation of the neonate and the 
early incorporation of pediatric sub-
specialties as appropriate.  

FOR REFERENCES VISIT  
contemporaryobgyn.net/cfDNA

As more women use cfDNA 
for diagnosis, fetal sex will 
often be established prior 
to the second trimester 

anatomic survey.
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DISEASE

Presentation 
A 38-year-old nulligravid woman has 
experienced worsening itchy and un-
comfortable vulvar lesions over seven 
years. Initially the lesions were small 
and scant. She was clinically diag-
nosed with genital warts, but various 
topical agents failed to stop the growth 
and spread of the lesions. She had nev-
er tested positive for HPV. Her medi-
cal history is signi� cant for obesity, 
polycystic ovary syndrome, and asth-
ma. Exam showed thick, rough, pink 
and white warty projections along the 
mons and labia majora with mild un-
derlying edema. � e rest of the vulvar 
exam was normal.

Diagnosis
Lymphangioma circumscriptum (LC) 
or microcystic lymphatic malforma-
tion presents as clusters of pseudo-
vesicles usually on the labia majora 
or mons pubis. � e blisters contain 
serous or slightly-blood tinged � uid. 
In 1975, Moschelia et al. described the 
clinical presentation of this condition 
as one resembling “frog spawn.”1 LC 
can occur on the abdomen, axillae, 

genitalia, and mouth.2 In addition to 
the blistering, the vulva may be swol-
len and painful.3

� e diagnosis of LC is made by bi-
opsy. A Keyes punch biopsy should be 
su�  cient. We recommend an accom-
panying photograph for your patholo-
gist to review as well. On histology, LC 
shows dilated lymphatics in the epi-
dermis and the papillary dermis. � e 
dilated lymphatics contain red and 
white blood cells.4

When considering LC as a diagno-
sis, it is important to include infectious 
causes such as condylomata acumi-
nata, molluscum contagiosum, and 
pelvic tuberculosis in your di� erential 
diagnoses. Similarly, lymphedema can 
manifest in patients with cutaneous 
Crohn disease and those with a history 

of pelvic cancers who have undergone 
surgery and pelvic radiation. 

Discussion
LC is a benign lymphatic malforma-
tion characterized by dilation of lym-
phatic vessels in the skin and subcu-
taneous tissue. � ere are two types 
of disease: congenital and acquired. 
Congenital LC usually appears soon 
after birth, whereas the acquired ver-
sion occurs later in life. Acquired LC 
is found more commonly on the vul-
var region.4 � e exact etiology of ei-
ther type is unknown. Interestingly, 
LC can be identi� ed in patients with 
Klippel-Trenaunay syndrome (KTS). 
KTS is a relatively rare congenital 
vascular anomaly classically de� ned 
as the triad of vascular stain, venous 
varicosities, soft tissue, and/or bony 
hypertrophy. Many cases of KTS are 
mixed malformations with capillary, 
lymphatic, and venous elements.5 

Management
Traditionally, the treatment of LC is 
surgical excision. We recommend 0.5 
cm margins laterally around the dis-

Lymphangioma 
circumscriptum 
Could you recognize this rare vulvar condition?
by KATHRYN WELCH, MD, RAJAL PATEL, MD, ROSALYN MABEN-FEASTER MD, EBONY PARKER-FEATHERSTONE, MD, NATALIE SAUNDERS, MD AND HOPE HAEFNER, MD

LC is a benign lymphatic 
malformation characterized 

by dilation of lymphatic 
vessels in the skin and 
subcutaneous tissue.
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ease. It is important to excise all of the 
tissue down to the fascia6 unless a skin 
graft is being performed. In this situ-
ation, a small amount of fat needs to 
remain for the skin graft to “take.” Of-
ten, a � ap is required. � erefore, col-
laboration with a plastic surgeon and/
or referral for management in these 
situations may be needed. Other 
treatments that have been proposed 
are laser therapy, sclerotherapy, and 
cryosurgery.7 � e recurrence rate is 
directly proportional to the original le-
sion size. Surgical excision has a lower 
risk of recurrence compared to other 
methods.7 However, due to the nature 
of LC, it will tend to recur if the original 
lesion is not fully excised.6,8  

LC is not thought to have an isolat-
ed cancer risk but could be related to 
underlying cancer recurrence.9 How-
ever, Bae et al. identi� ed a case se-
ries of 2 out of 16 patients with exist-
ing HPV-related cervical cancer who 
demonstrated new vulvar high-grade 
squamous intraepithelial neoplasia 
in vulvar LC.10 Appropriate evaluation 
with the patient’s oncologist should be 
considered in this setting. 

Finally, patients may have some con-
cerns about their personal appearance 
with this condition and any psychoso-
cial concerns should be addressed.  

FOR REFERENCES VISIT
contemporaryobgyn.net/LymphCirc
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GYNECOLOGY
UPDATES

by BOB KRONEMYER

A
ugmented reality, a sur-
gical black box, and tis-
sue engineering are three 
technologies that bode 

well for the future of endoscopic gyne-
cologic surgery, according to a panel 
presentation at the American Associ-
ation of Gynecologic Laparoscopists’ 
(AAGL) 2020 Virtual Global Congress.

“Improved vision, laparoscopy and 
endoscopic surgery were made possi-
ble by an image revolution,” said Michel 
Canis, MD, PhD, an ob/gyn from Cler-
mont-Ferrand, France, who chaired the 
panel. “But new revolutions are coming 
using augmented reality and � uores-
cence, which will allow us to see struc-
tures which are not now visible. We will 
also be able to understand and to visu-
alize intraoperative physiology -- an es-
sential tool when deciding intraopera-
tive management. Computer vision will 
be a major step forward.”

Canis told Contemporary OB/GYN 
that although the concept of 

augmented reality is well known, 
few surgeons understand its exact 
meaning. “Moreover, very few sur-
geons are aware that augmented rea-
lity may become a surgical tool within 
the next few months or years,” he said.

Improved vision has always been 
the main catalyst of endoscopic ap-
proaches. “Together with � uorescen-
ce, augmented reality will revolutio-

nize the world of surgery,” Canis said. 
On the other hand, a surgical black 

box will bene� t the complex environ-
ment of an operating room (OR). “Analy-
zing this airline technology is something 
new for the medical � eld,” Canis said. 
“Studies clearly demonstrate that many 
events which can cause complications 
in the OR are not noticed by OR person-
nal, so the ability to analyze these at-risk 
events by using computers and arti� cal 
intelligence (AI) technology will impro-
ve our knowledge of what happens in the 
OR and our ability to improve outcomes, 
particularly when it comes to safety.”

Tissue engineering is also expected 
to play a major role in the future, due 
to an aging population, for which re-
constructive surgery such as prolapse 
surgery will become increasingly im-
portant. “� e complications related 
to meshes clearly indicate the risks of 
foreign materials,” he said. “However, 
few surgeons are aware that by using 
three-dimensional (3D) bioprinting 
and stem cell technology, we will be 
able to design meshes without any 
non-organic components, thus likely 
leading to much fewer complications.”

� e ability to produce meshes with 
biologic components is of major signi-
fance for prolapse surgery because af-
ter surgery without meshes, “the risk of 
recurrence is close to 40%,” Canis said. 

Tissue-engineered technologies will 
also be used for adhesion prevention 
and for treating uterine synechia.

Some of these innovations will be eas-
ier than others to incorporate into prac-
tice. For instance, virtual reality tools will 
be software that is not very expensive, 
although preoperative magnetic reso-
nance imaging (MRI) will be required.

A surgical black box is somewhat 
uncomfortable for surgeons at the be-
ginning, but education will help them 
to accept the technology, even though 
most surgeons are afraid of litigation, 
according to Canis. “� is fear is unwar-
ranted, however, because the data are 
stored for 6 weeks only,” he said. “After-
ward, the data are destroyed, so they are 
not available for judges and lawyers.”

Lastly, Canis believes tissue-en-
gineered meshes will be readily em-
braced by surgeons because they will 
be happy to implant a mesh without 
long-term risks.

Canis takes inspiration from a quote 
from former First Lady of the United 
States, Eleonore Roosevelt: “� e fu-
ture belongs to those who believe in 
the beauty of their dreams.”

Canis was joined by three experts who 
have published extensively about the 
future of surgery: Nicolas Bourdel, MD, 
PhD, from France; Teodor Grantcharov, 
MD, PhD, from Canada; and Caroline 
Gargett, MD, PhD, from Australia. 

DISCLOSURES Canis is co-founder of SurgAR, a 
French virtual-reality startup.

Bob Kronemyer is a freelance writer for
Contemporary OB/GYN.

Future of endoscopic
gynecologic surgery
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CONTRACEPTION
UPDATES

by BOB KRONEMYER

N
ow is the time for all 
clinicians to embrace 
telehealth when pre-
scribing contraceptives, 

incorporate reproductive justice into 
their practice and include the Unit-
ed States Medical Eligibility Criteria 
for Contraceptive Use (US MEC) as 
a contraceptive resource, according 
to Eve Espey, MD, MPH, chair of ob/
gyn at the University of New Mexico in 
Albuquerque.

In her presentation at the American 
College of Obstetricians and Gyne-
cologists’ (ACOG) 2020 Virtual Con-
ference, Espey noted that especially in 
the era of the coronavirus disease 2019 
pandemic, telehealth sessions are a 
viable alternative to in-person clini-
cal visits for contraception in patients 
seeking short-acting methods like oral 
contraceptive pills, the contraceptive 
patch, and the contraceptive ring.

“Telehealth visits serve to ensure pa-
tient-centered, shared decision-mak-
ing counseling, as well as allowing the 
provider to con� rm that the patients 
are good candidates with no contrain-
dications for their method of choice,” 

Espey told Contemporary OB/GYN. 
In the case of estrogen-containing 

contraceptives, a history ruling out 
contraindications and a prior normal 
blood pressure (BP) reading in the 
chart or a self-reported normal BP is 
su�  cient for prescribing the method.

“Similarly, a 12-month prescription 
of a contraception to be � lled at a sin-
gle pharmacy visit in states that permit 
this, and considering re� lls beyond a 
year, can improve care for patients 
during COVID,” Espey said.

SisterSong, a Women of Color Re-
productive Justice Collective, de� nes 
reproductive justice as the human 
right to maintain personal bodily au-
tonomy, have children or not have 
children, and parent children in safe 
and sustainable communities.  “For 
clinicians, that means actively op-
posing reproductive oppression and 

adopting an entirely patient-centered 
framework, where we work to leave 
our biases at the door,  respect the val-
ues and preferences of our patients, 
value the reproductive desires of all 
our diverse patients equally, and en-
sure a� ordable access to all contra-
ceptives” Espey said.

Reproductive justice also entails not 
pushing one’s own beliefs about who 
needs contraception and/or what 
kinds of contraceptives are most ap-
propriate for any given patient. “Allow 
patients to drive conversations and 
decision-making about contracep-
tion, including honoring their deci-
sions about whether and when to start 
and stop contraceptive methods,” Es-
pey said.

� e US MEC provides user-friendly, 
data-driven guidance on appropriate 
candidates for contraception. “The 
resource uses data from ongoing sys-
tematic literature reviews and inte-
grates the best up-to-date evidence on 
safety of contraceptives for patients, 
with a number of di� erent character-
istics and conditions,” Espey said.

One of the new developments in 
contraception is the extended use of 
long-acting reversible contraception 
(LARC), particularly during the pan-
demic, “to ensure excellent contra-
ception and minimize unnecessary 
patient-provider contact,” Espey said.

Passage of proactive policy mea-
sures to improve contraception ad-
herence is also needed in many states; 

Contraception 
lessons for 2020

Passage of proactive policy 
measures to improve 

contraception adherence is 
needed in many states. 

Eve Espey, MD, MPH, is chair of ob/gyn at the University of New Mexico in Albuquerque.
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examples include passing legislation 
to require insurance coverage for 12 
months of contraceptives dispensed at 
a time or passing contraceptive equity 
laws to ensure that contraceptives are 
covered to the same degree as other 
pharmaceuticals.  

Two new contraceptives on the 
market are a 1-year combined estro-
gen-progestin vaginal ring and a new 
lower-dose contraceptive patch.  

“Continuing contraceptive technol-
ogy development ensures a wide array 

of methods to fulfill patients’ needs 
over their reproductive lifespans,” Es-
pey said.

In addition, oral emergency contra-
ception, including levonorgestrel (Plan 
B, Next Step) and ulipristal acetate 
(Ella) are not abortifacients, accord-
ing to Espey. “The public and some 
providers remain confused about 
oral emergency contraception, which 
acts by delaying ovulation in contrast 
to mifepristone, which is one of two 
medications used for early medication 

abortion and for early pregnancy loss 
management,” she said.

Likewise, intrauterine devices 
(IUDs) do not cause pelvic inflamma-
tory disease or tubal infertility. “These 
two conditions are caused by sexually 
transmitted infections (STIs) and not 
independently by IUDs,” Espey said.

DISCLOSURES Espey reports no relevant  
financial disclosures. 

Bob Kronemyer  is a freelance writer for 
Contemporary OB/GYN.

by LINDSEY CARR

The data brief used data from the 2017-2019 National Survey 
of Family Growth (NSFG) to provide a snapshot of current 
contraceptive statuses of women aged 15-29 in the U.S.

In 2017-2019, 65.3% of women aged 15-49 were currently 
using contraception.

Female sterilization (18.1%), oral contraceptive pills 
(14.0%), long-acting reversible contraception (LARC) 
(10.4%), and the male condom (8.4%) were the most com-
mon methods reported.

LARC use was higher in women aged 20-29 (13.7%) and 
30-39 (12.7%) compared with women aged 15-19 (5.8%) and 
40-49 (6.6%).

Female sterilization declined with higher education and 
use of the pill increased.

Use of the pill and the male condom varied by Hispanic 
origin and race.

Current use of the pill was higher among non-Hispanic 
white women (17.8%) than among Hispanic (7.9%) and non-

Hispanic Black (8.1%) women.
Current condom use was lower among non-Hispanic 

white women (7.0%) compared with Hispanic (10.5%) and 
non-Hispanic Black (11.0%) women. 

Lindsey Carr  is an associate editor for 
Contemporary OB/GYN.

SOURCE 
Daniels K, Abma J. Current Contraceptive Status Among Women 
Aged 15-49: United States, 2017-2019. Centers for Disease Control 
and Prevention Brief No. 388, October 2020.

Current contraceptive status in women 
aged 15-49 in the United States

For a PDF of the brief, additional data,  
figures, tables, et cetera, visit the Centers 
for Disease Control and Prevention.

A summary of key findings from the National Center for Health Statistics (NCHS) recent data 
brief, No.388, October 2020.
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WELL WOMAN
UPDATES

by BOB KRONEMYER

A 
literature review has con-
cluded that although some 
studies � nd that vitamin K 
might increase bone min-

eral density (BMD) and reduce fracture 
risk in people with osteoporosis, the 
potential bene� ts of vitamin K supple-
ments are not su�  ciently supported. 

“Vitamin K has an established bio-
logical function in blood coagulation 
and hemostasis and maintains general 
health and bone wellbeing,” wrote the 
authors in the journal Cureus. “Many 
kinds of research emphasize the role of 
vitamin K in improving bone health and 
preventing osteoporotic bone fracture, 
but the � ndings are mostly inconclusive.” 

� e six authors, all from the Califor-
nia Institute of Behavioral Neurosci-
ences and Psychology in Fair� eld, pri-
marily used the PubMed and Google 
Scholar databases to select relevant 
studies. Chosen papers were published 
within the last 20 years and written in 
the English language, including obser-
vational studies, randomized clinical 
trials, in vitro and animal studies.

A majority of the studies reported 
that vitamin K provides an essential 
role in promoting bone health.

Vitamin K impacts bones in various 
ways. For instance, it is a key coen-
zyme for the gamma-glutamyl carbox-
ylase enzyme reaction, which converts 
glutamic acid (Glu) residues in vita-
min K-dependent proteins (VKDPs) to 

gamma-carboxyglutamic acid (GIa). 
Five of the VKDPs  in the bone, 

among others, are osteocalcin (OC), 
matrix Gla protein (MGP), gas 6, peri-
ostin and protein S.

Vitamin K also regulates the transcrip-
tion of osteoblastic markers, the forma-
tion of osteoclasts and bone resorption. 

Numerous studies found that low se-
rum vitamin K1 (phylloquinone) con-
centrations are linked to high levels of 
undercarboxylated osteocalcin (ucOC).

“� e low dietary intake of vitamin 
K1 and vitamin K2 increases the risk 
of fracture,” wrote the authors.

Most of the studies conducted to 
evaluate the e� ect of vitamin K on BMD 
revealed that adequate vitamin K in-
take improves BMD. After adjusting 
for confounding factors such as meno-
pausal status and age, women who had 
the lowest vitamin K1 intake level had a 
signi� cantly lower mean BMD.

But other studies showed no signi� -
cant connection between vitamin K 
intake and BMD. One Japanese study 
found that a daily intake of low-dose vita-
min K2 signi� cantly improved vertebral 
BMD in postmenopausal women with 
osteoporosis, but there were no signi� -
cant changes in BMD among postmeno-
pausal women without osteoporosis. 

Most studies investigating the e� ects 
of vitamin K on BMD and bone remod-
eling biomarkers indicated a positive ef-
fect of vitamin K on BMD, a higher level 
of carboxylated osteocalcin (cOC) and a 
low level of ucOC. However, some stud-
ies showed no signi� cant association 
between vitamin K intake and BMD.

“It seems that many factors and 
confounders play a role in the con-
tradicting results like di� erent popu-
lation samples, age, diet, and health 
status,” wrote the authors.

� e e� ect of vitamin K on osteopo-
rosis and bone fracture is also a mixed 
bag, with one study of low-dose vitamin 
K2 reporting that after 2 and 3 years, the 
vertebrae’s height loss among vertebral 
fractures in healthy postmenopausal 
women was signi� cantly lower in the vi-
tamin group than in the placebo group.

But another study determined that 
a low concentration of vitamin K1 was 
linked to an increased risk of fracture. 

Review � ndings indicate that addi-
tional clinical studies are necessary to 
ascertain the positive e� ects of vitamin 
K supplementation for the treatment 
and prevention of osteoporosis. � e au-
thors advocate research in a large pop-
ulation that includes more randomized 
controlled trials to validate the bene� ts 
of vitamin K supplementation.

Bob Kronemyer is a freelance writer for
Contemporary OB/GYN.

FOR REFERENCES VISIT
contemporaryobgyn.net/KBMD

More research urged 
on vitamin K

The effect of vitamin K on 
osteoporosis and bone 
fracture is a mixed bag
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LEGALLY SPEAKING
by ANDREW I. KAPLAN, ESQ

LEGALLY SPEAKING

Did L&D negligence cause 
urogynecologic injuries?
Allegations in this case include negligence in performing a McRoberts 
maneuver and unnecessary vacuum-assisted extraction.
Factual Summary
At approximately 9:30 p.m. on Oct. 
11, 2012, the patient, who herself was 
an L&D nurse at defendant hospital, 
presented to defendant hospital L&D. 
According to the electronic Patient OB 
Pro� le records, her membranes had 
spontaneously ruptured that evening 
at 6:15 p.m. and were meconium-
stained. It was noted that the patient 
was Gravida 2 Para 0010 and her 
estimated delivery date (EDD) was 
Oct. 19; she was 39 weeks gestation. 
Current weight 169 lbs., Height 5’5” 
(total weight-gain this pregnancy was 
39 lbs.). Prenatal lab results were re-
viewed, and it was noted patient was 
A+; antibody screen negative; Group B 
Strep negative (at 36 weeks); venereal 
disease research laboratory and rapid 
plasma reagin results were negative 
and she was Rubella immune. It was 
noted there had been no complica-
tions with the current pregnancy. Pa-
tient’s care during labor was assumed 
� rst by RN-A followed by RN-B, who 
would become the delivery nurse.

Electronic L&D orders entered at 
8:43 p.m. on Oct. 11, and acknowl-

edged by RN B included: routine 
continuous external fetal monitoring; 
continuous uterine monitoring; vital 
signs every 4 hours during latent la-
bor and every 15 minutes for patients 
with epidural anesthesia and during 
active labor; intake and output every 
12 hours. An indwelling urethral 
catheter was to be inserted at time of 
epidural insertion; to be removed at 
the time of delivery. 

At 10:08 p.m., electronic entry by 
OB A in the “Provider Admit Notes” 
described the fetal heart rate tracing as 
a Category I followed by “deceleration 
x 3 minutes.” A pelvic exam revealed 
patient was 3-cm dilated, 70% e� aced 
and -2 station. Pitocin was discontin-
ued and the patient was placed in a 
left lateral position, administered oxy-
gen, and an internal scalp electrode 
was placed. OB A’s plan was continued 
monitoring. At 10:19 p.m., an order 
was written for a Pitocin infusion of 30 
units in 500ml of normal saline at 2ml/
hour (or 2 milliunits/minute); to be 
increased by 2 milliunits per minute 
every 20 minutes until contraction 
frequency was 2 to 3 minutes and of 

moderate or greater intensity.
An Admitting H&P at 11:27 p.m. 

generated by OB A listed patient’s 
gestational age as 39 weeks and her 
� nal EDD as Oct. 19, as determined 
by the � rst trimester sonogram. Pelvic 
Exam: “adequate pelvis,” ruptured 
membranes; clear � uid; time of rup-
ture was 6:15 p.m, on Oct. 11. Patient 
was having moderate, regular con-
tractions, as per external fetal moni-
tor, at < = 5 every 10 minutes. Fetal 
evaluation: cephalic presentation; es-
timated fetal weight: 3277 gms; heart 
rate 135 bpm with moderate variabil-
ity; a determinate baseline; accelera-
tions = > 15 bpm; and mild variable 
decelerations. OB A listed her plan as 
admission to L&D.

 An 11:32 p.m. OB-PGY-4 “late 
entry” admission note provided the 
following additional details: that 
patient reportedly started leaking 
clear � uid at 6:15 p.m. that evening, 
denied vaginal bleeding, was having 
occasional contractions, and noted 
fetal movement. Patient described 
her pregnancy as uncomplicated. She 
outlined the treatment plan as aug-

Andrew I Kaplan, Esq is a partner at Aaronson, Rappaport, Feinstein & Deutsch, LLP in New York City, specializing in medical malpractice defense 

and healthcare litigation. This case was handled by one of his partners.

OBGYN1220_030-032_LegallySpeaking.indd   30OBGYN1220_030-032_LegallySpeaking.indd   30 12/4/20   10:34 AM12/4/20   10:34 AM



december 2020     CONTEMPORARY OB/GYN    31

LEGALLY SPEAKING 

mentation with Pitocin, continuous 
fetal monitoring, IV hydration, and 
anticipation of a spontaneous vaginal 
delivery; noting she discussed same 
with OB A.

A two-page “Labor and Delivery 
Summary” generated by OB A at 
11:45 a.m. listed the time of delivery 
as 8:08 a.m. and the type of delivery 
as “vacuum.” The delivery nurse was 
RN B and circulator nurse was RN A. 

The total duration of labor was 13.9 
hours: Onset of labor at 6:15 p.m. on 
Oct. 11; spontaneous rupture of the 
membranse (SRoM) at 6:15 p.m.: am-
niotic fluid with light meconium. Full 
dilation at 5:38 a.m. Fetal presenta-
tion: cephalic, left occipital anterior. 
Placenta was intact and manually 
removed at 8:52 a.m. Fetal monitor-
ing was listed as external toco; inter-
nal toco; external fetal heart rate and 
internal fetal heart rate. There was 
no episiotomy, but the presence of 
bilateral labial and periurethral lac-
erations were noted. Estimated blood 
loss was 600ml. OB A documented 
there were no labor complications 
but listed “hemorrhage” as a mater-
nal delivery complication.

A post-delivery  vaginal exam re-
vealed no foreign body, and laps and 
needle counts were correct. 

A two-page “Newborn Informa-
tion” record reflected the male infant 
was born by vacuum delivery at 
8:08 a.m.; in cephalic presentation 
weighing 7 lbs. 10 oz. (3480 gms). The 
Apgars were 9, 9 at 1 and 5 minutes. 
There were 3 cord vessels present 
and the placenta was intact.  “Bulb 
suction” was administered and no 
meconium noted. Skin-to-skin was 
not done and breast feeding was not 
attempted. The form reflected cord 
blood gases were sent and the infant 

sent to the regular nursery. 
OB Assessment Intervention sheets 

from Oct. 12 to Oct. 14 described 
patient as ambulating independently 
and voiding without difficulty. These 
forms reflected intermittent com-
plaints of perineal incisional pain for 
which pain medication was admin-
istered and partial to complete relief 
obtained. Patient was described 
as “calm and happy,” and regularly 
visited her infant in the NICU; using 
a breast pump to express her milk to 
feed him. Patient was discharged at 
11:30 a.m. on Oct. 14.  

Allegations
Plaintiff alleged that the defen-
dants negligently handled her L&D: 
negligently performed a McRob-
erts maneuver during the delivery, 
hyperextending her legs back to the 
point where her hips were injured 
and required surgical repair. In ad-
dition, she claims an unnecessary 
and negligently performed vacuum 
assisted extraction, as a result of 
which she suffered a number of uro-
gynecologic injuries. Plaintiff alleged 
defendants prematurely re-started 
Pitocin after the delivery of the infant 
but before the delivery of the placenta 
and increasing the risk of lacera-
tion to the labia, perineum, clitoris, 
and vagina. As a result, she alleg-
edly suffered bilateral labral tears 
with impingement, loose bodies and 

synovitis; high-grade partial tear of 
ligamentum teres; need for ortho-
pedic surgical repair of labral tears 
with right hip arthroscopy, labral tear 
debridement with refixation with 4 
anchors, acetabular rim decompres-
sion. Limitations in range of motion 
of lower extremity and hip; numbness 
from right buttocks down entire lower 
extremity; difficulty sitting; difficulty 
walking; back pain; hamstring pain; 
antalgic gait; adductor pain; hip joint 
pain; Groin tenderness; rectocele; 
widened introitus; need for posterior 
colporrhaphy, perineorrhaphy and 

cystoscopy; multiple lacerations of 
vagina; sexual dysfunction; decreased 
sexual sensation; pain and suffering; 
depression; loss of enjoyment of life; 
loss of earning capacity. Impairment 
of marital relationship; impairment 
of the mother-child relationship; lack 
of intimacy with spouse; inability to 
experience orgasm; inability to have 
more children; possible need for hys-
terectomy in the future; and necessity 
for PRP injections.  

Litigation and trial
Surveillance was conducted, and 
contrary to her allegations and testi-
mony, the plaintiff was seen walking 
fine without any signs of discomfort. 
She was wearing shorts and her legs 
showed no signs of a foot brace and 
she was wearing flip flop sandals and 

DEFENDANT CLAIMS THE UNNECESSARY AND NEGLIGENTLY 
PERFORMED VACUUM ASSISTED EXTRACTION

CAUSED A NUMBER OF 
UROGYNECOLOGIC INJURIES.
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not orthopedic shoes.  Moreover, she 
drove an SUV, which she must step 
up to get into, and the footage shows 
she does so with no apparent difficul-
ties or assistance. Moreover, footage 
shows the Plaintiff lifting her toddler 
son who appears to be approximately 
60 lbs. in weight with no difficulties.  

Our OB expert found no issues with 
the administration of Pitocin, believ-
ing it was started, continued and 
increased at appropriate intervals, 
per routine protocol. He reviewed the 
fetal monitoring strips and found no 
issues with those either. They were 
predominantly Category I tracings, 
occasionally Category II with quick 
return to Category I, and at no time 
was there ever any evidence of fetal 
distress. He did not believe the labor 
was too long, 13 hours total, nor did 
he believe the mother was allowed to 
push too long (about 2 hours in this 
case), stating that per the American 
College of Obstetricians and Gyne-
cologists’ guidelines, the mother can 
be allowed to push from 2 to 5 hours 
as long as the baby is okay. He saw no 
need for a cesarean section; he too 

would have permitted this patient to 
deliver vaginally.  

As for the theory of over-aggressive 
McRoberts positioning causing a hip 
injury, the plaintiff was delivered 
in the standard lithotomy position, 
holding her own legs, as patients 
are taught to do in order to widen 
the pelvis and assist in the delivery.  
There was no McRoberts maneuver 
used here; there was no need for one 
as there were no issues with shoul-
der dystocia. As for the need for a 
vacuum to assist delivery of the baby, 
it was an appropriate decision.  With 
respect to lacerations to the plain-
tiff’s labia, clitoris and perineum, you 
see such injuries all the time with 
instrument-assisted deliveries. He 
also found no merit to any claim that 
the Pitocin was prematurely discon-
tinued after the baby was delivered; it 
was kept running to help mitigate the 
plaintiff’s post-delivery bleeding.

Our orthopedic expert did not be-
lieve overzealous hyperflexing of the 
plaintiff’s hips caused her to sustain 
bilateral labral tears; he believed she 
had asymptomatic hip pathology and 

pre-existing structural abnormali-
ties of both hips prior to becoming 
pregnant, as confirmed on the CT 
scans. This pre-disposed her to labral 
tears and joint damage and pain and 
limitation of movement.  

Plaintiff’s Maternal-Fetal Medi-
cine (MFM) expert testified that the 
defendants committed malpractice in 
improperly performing a McRoberts 
maneuver; inappropriately hyperex-
tending the hips during vaginal deliv-
ery on Oct. 12 and tearing the labrum. 
Plaintiff’s orthopedic expert testified 
that the patient did not have labral 
tears prior to the delivery at issue, but 
recanted much of this testimony on 
cross-examination when confronted 
with the entirety of the records he had 
not reviewed, and after conceding he 
had not read the defendants depo-
sitions. He conceded patients have 
been reported to have asymptomatic 
labral tears, that the patient did have 
a congenital hip abnormality, and 
that he could not offer an opinion 
with reasonable certainty as to the 
cause of her left hip labral tears given 
his alleged mechanism of injury.

Result
In the midst of putting on their case, 
plaintiffs reported to the Court that their 
MFM expert was abroad and would 
be unable to complete her testimony. 
The Court ultimately granted a mistrial. 
As arrangements were being made to 
schedule a date for the retrial, plaintiff’s 
counsel notified the Court that they 
would not be pursuing the case any fur-
ther and discontinued. 

Analysis
It was our impression that the plaintiff’s claims were specious from the begin-
ning, thus this case was earmarked for trial. It seems opposing counsel was 
counting on a jury being put off by the L&D nurses largely managing delivery, 
but to the contrary, when interviewed after the mistrial, jurors expressed doubt 
in plaintiff’s claims, and that they would not be “extra cautious when caring for 
one of their own.” In conjunction with the damning surveillance contradict-
ing her disability claims, the patient’s preexisting hip issues and the strength of 
our expert support when juxtaposed with the fragility of plaintiff’s, put us in a 
strong position to proceed towards verdict and ultimately convinced plaintiff to 
abandon her claims. 

For more Legally Speaking columns: contemporaryobgyn.net/legally-speaking
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Olive View-UCLA Medical Center, a Los Angeles County 
facility and major teaching hospital for the David Geffen 

School of Medicine at UCLA, is recruiting a full-time BC/BE 
general obstetrician/gynecologist.

We are seeking individuals who will contribute to an 
academic, energetic and creative multidisciplinary faculty. 

Responsibilities include direct patient care with strong 
emphasis on mentoring and training residents in the UCLA 

Ob/Gyn Residency Program, as well as the teaching of 
medical students. Opportunities in clinical and health services 
research are available and encouraged. Employment includes 

an academic appointment at the David Geffen School of 
Medicine at UCLA. Competitive salary and benefi ts provided. 
We are committed to excellence and equity in every facet of 
our mission. We welcome candidates whose experience in 

teaching, research, or community service has prepared them 
to contribute to our commitment to diversity and excellence. 

Applicant must be eligible for licensure in California. EOE

Please submit letter of intent, CV, and three references to: 
Dr. Christine Holschneider, Chair, Department of Obstetrics 
and Gynecology, Olive View-UCLA Medical Center, Sylmar, 

CA 91342; via email: cholschneider@dhs.lacounty.gov
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1 in 5 women with cervical cancer were missed by HPV-Alone screening.1,2*

Pap + HPV (co-testing) empowers you to do everything you can to protect the health of your patients.

Studies show Pap + HPV (co-testing) detects 95% of cervical cancers.1,2 The patient experience is exactly the

same, making it an easy decision to do everything you can, to do the best for your patients. When it comes 

to cervical cancer, if you want to provide complete care you need to administer complete testing.

Learn why every woman is worth two tests at hologicwomenshealth.com/cervicalhealth

WHY IS IT ESSENTIAL TO KEEP THE PAP? 
BECAUSE THEY’RE WORTH IT.

* A positive HPV screening result may lead to further evaluation with cytology and/or colposcopy.

References: 1. Blatt AJ, et al. Comparison of cervical cancer screening results among 256,648 women in multiple clinical practices. Cancer Cytopathol. 2015;123(5):282-288. doi:10.1002/ cncy.21544 
(Study included ThinPrep, SurePath and Hybrid Capture 2 assay). 2. Austin RM, et al. Enhanced detection of cervical cancer and precancer through use of imaged liquid-based cytology in routine 
cytology and HPV cotesting. Am J Obstet Gynecol. 2018;150(5):385-392. doi:10.1093/ajcp/aqy114 (Study included ThinPrep Pap test, ThinPrep imaging, Digene HPV, Cervista HPV and Aptima HPV).
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