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L E A R N 
M O R E

Studies show when we screen with Pap + HPV (co-testing), we 
detect 95% of cervical cancers and provide the most complete care 
for our patients’ health.1,2

Currently, Black women are twice as likely and Hispanic women 
are 30% more likely to die from cervical cancer, compared to white 
women.3,4 Co-testing empowers us to detect early and change these 
statistics. For good.

Why Pap + HPV? It Saves Lives.
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Cheerleading  
and game plans

W
hat do football and obstetrics-gynecology have in 

common? For starters, there are wins in all. In football, 

scoring a touchdown requires players to have tenacity, 

perseverance, concentration, and the willingness to forge 

ahead despite the human obstacles in their way. Similarly, to help patients 

achieve treatment success, clinicians use their earned wisdom and a sense 

of determination to overcome various treatment obstacles, including 

complicated diagnoses and insurance hassles. 

Both football players and obstetrician-gynecologists (ob-gyns) require 

good game plans, but they also need to communicate with their teammates 

about that plan—especially when unexpected adverse effects surface. 

Hindi Stohl, MD, JD, and Jim M. Shwayder, MD, JD, share the story of a 

patient who faced such a situation and how an ob-gyn failed to properly 

communicate with their team and patient about possible procedure 

complications. Similarly, both clinicians and football players need to engage 

in good defensive mechanisms to win. In obstetrics and gynecology, that 

might mean introducing a new training program to help better prepare 

gynecologic surgeons for minimally invasive procedures, as Nash Moawad, 

MD, MS, FACOG, FACS, details in an exclusive Q&A. And let’s not forget 

the importance of cheering. In this issue’s editorial, Deputy Editor Jon I. 

Einarsson, MD, PhD, MPH, looks at fundraising for medical start-ups, as 

cheering on and supporting these early-stage enterprises is an important 

path to potential treatment success. 

Here at Contemporary OB/GYN® we continue to cheer you, our 

reader, by providing you with the tools, tips, and information from cover 

to cover to make your game plans successful. 

Mike Hennessy Jr 
President and CEO, MJH Life Sciences®
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PIPELINE NEWS Medications for early pregnancy loss 
Amy Levi, PhD, CNM, WHNP-BC, FACNM, FAAN, Albers Endowed 

Professor of Midwifery at the University of New Mexico College of Nursing, sits 
down to discuss her presentation at the Nurse Practitioners in Women’s Health 
25th Annual Premier Women’s Healthcare Conference on medications for early 
pregnancy loss.

.net
C

O
V

E
R

 IM
A

G
E

: 
C

O
M

A
W

A
R

I@
S

TO
C

K
.A

D
O

B
E

.C
O

M

8
GYNECOLOGY/TECHNOLOGY
Endometrial ablation in the of� ce setting 
HOWARD CURLIN, MD; AND ELIZABETH COOK, MD

Breaking down barriers through patient selection, 
new devices, and the latest techniques. 

TECHNOLOGY SPOTLIGHT
7 Fundraising for 
early-stage start-ups 
JON I. EINARSSON, MD, PHD, MPH

WELL WOMAN/TECHNOLOGY
12 EMIGS: A new 
standard of care 

LIFE TRANSITIONS
15 Past traumas may
worsen menopausal
symptoms & well-being

CONTRACEPTION
20 Study: COVID-19 reduced 
contraceptive access 

21 Virtual IUD placement 
training improves clinician 
con� dence 

VULVOVAGINAL
22 Oral oteseconazole
successfully treats VVC 

OBSTETRICS
24 Air pollution associated
with adverse birth outcomes

GYNECOLOGY
25 COVID-19 vaccine linked 
to temporary increase in 
menstrual cycle length

IN ADDITION 
26  Conference coverage 
30  Letter to the editor
31  Legally speaking
35 Medical World News™ recap



The Jada® System is intended to provide control and treatment of abnormal postpartum uterine 
bleeding or hemorrhage when conservative management is warranted.

Please see the Instructions for Use for contraindications, warnings, precautions, 
and other information at thejadasystem.com/ifu

Fast control of 
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For a medical device start-up to be successful, 

it needs a talented team, decisive imple-

mentation, and adequate funding. Without 

resources for prototype development, patent � ling, 

regulatory work, and more, the best ideas will die on 

the vine because running out of funds is a common 

reason for failure. � erefore, careful and realistic 

planning is essential.

Sources for initial funding often consist of family 

and friends, the founders themselves, or, potentially,  

angel investors. � e most important principle when 

it comes to fundraising is to have a compelling 

story. What problem are you trying to solve, why 

is it important to solve it, and why is your solution 

going to work? 

When pitching your idea and plans, stay out of the 

weeds and focus on the big picture. Have a realistic 

plan, do your research, and if you have the means to 

invest, invest some of your own money. � is builds 

investor con� dence and gives you tangible skin in 

the game. 

Once you have made some strides, such as a 

� led patent or a prototype that works, you need to 

seek out additional resources, sometimes called a 

“series A” round. Trying to bring in venture funding 

too early is generally a mistake because the valua-

tion of your company will not sustain the amount of 

funding venture capital � rms are generally o� ering. 

It will also mean loss of control early. 

It is better to seek a di� erent route. 

One option is to recruit professional fundraisers. 

� ey will evaluate your solution, and if they think 

it is a winner, they will partner with you to seek out 

funding. � is changes the dynamic of fundraising 

and increases the chances of success. � ey have skin 

in the game since they only get a small up-front fee 

and generally collect a proportion of the funds raised.

Another option is seeking out a professional 

grant writing company to apply for the plethora 

of grants available. Applying for grants is arduous, 

time-consuming, and very competitive. 

Getting a grant is excellent because it is nondilutive 

capital; however, it is optimal if the founders can 

focus on advancing their idea rather than spending 

time on grant writing. Grant writers collect an up-

front fee and a percentage of the funds. � is ensures 

skin in the game, and they will continue to apply for 

grants as long as they believe there is a good chance 

your concept and team are winners. 

In summary, raising funds is vital for the sustain-

ability of medical device start-ups. After the initial 

efforts, using professional fundraisers and grant 

writers may increase the chances of continued 

growth and success.

Fundraising for 
early-stage start-ups

TECHNOLOGY SPOTLIGHT
with JON I. EINARSSON, MD, PHD, MPH

DR. EINARSSON, deputy editor, is chief of the Division of Minimally Invasive Gynecologic Surgery at Brigham and 

Women’s Hospital, and a professor of obstetrics and gynecology at Harvard Medical School in Boston, Massachusetts.
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H
eavy menstrual bleeding 
(HMB) a� ects over 20% 
of women.1 Endometrial 
ablation as a treatment 

for HMB, � rst reported in the 1980s, has 
evolved with global endometrial abla-
tion devices dominating the market 
since the mid-1990s. With their intro-
duction, office procedures became 
feasible.2 In 2008, a prospective cohort 
study found that endometrial ablation 
can be performed successfully in the 
physician’s office under local anes-
thesia and oral anxiolytics with low 
patient pain scores, high tolerability, 
and high patient satisfaction.3 How-
ever, many physicians have perceived 
barriers to offering and performing 
o�  ce endometrial ablation. We hope 

to break down some of these barriers 
by discussing patient selection, the 
available devices, and techniques to 
reduce patient pain and anxiety.

Patient selection
� e ideal endometrial ablation candi-
date is a premenopausal patient 40 to 
45 years or older with HMB of benign 
etiology and no major structural 
abnormality or coagulopathy. This 
patient has completed childbearing, 
has a reliable method of contraception, 
is without signi� cant dysmenorrhea, 
and has a uterine cavity size less 
than 10 cm. 4-6 

� e success of endometrial ablation 
in the office setting depends upon 
choosing the patient best suited for 

this location. Physicians should adhere 
to state and local guidelines for o�  ce 
procedures. The American College 
of Obstetricians and Gynecologists 
(ACOG) has also developed checklists 
for Safety Certi� cation in Outpatient 
Practice Excellence. The ACOG task 
force recommends that patients 
undergoing o�  ce-based procedures 
be limited to the American Society 
of Anesthesiologists (ASA) classi� ca-
tion of 1 (healthy patient) or 2 (mild 
systemic disease).7 Notable examples 
of patients who do not fit these ASA 
1 and 2 classi� cations include those 
with poorly controlled diabetes 
or hypertension, morbid obesity 
with body mass index greater than 
40, chronic obstructive pulmonary 

Endometrial ablation 
in the of� ce setting

HOWARD CURLIN, MD, is an associate professor 

in the Department of Obstetrics and Gynecology at 

Vanderbilt University Medical Center in Nashville, 

Tennessee.

ELIZABETH COOK, MD, is a fellow of Minimally 

Invasive Gynecologic Surgery at Vanderbilt University 

Medical Center in Nashville, Tennessee.

Breaking down barriers through patient selection, new devices, 
and the latest techniques 

by HOWARD CURLIN, MD; AND ELIZABETH COOK, MD

TECHNOLOGY SPOTLIGHT
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disease or other moderate lung disease, 
alcohol dependence or abuse, or his-
tory of a cardiac event.8 In addition to 
patient classifications, there are differ-
ent levels of anesthesia. With minimal 
sedation or level 1, the patient is nor-
mally responsive and doesn’t receive 
any anesthesia other than minimal 
preoperative anxiolysis in conjunction 
with local anesthesia. Level 2 includes 
the use of intravenous (IV) medica-
tions for sedation and because of this, 
intra- and postoperative monitoring 
is recommended. Regardless of the 
level of anesthesia planned, patients 
can reach a deeper level of sedation 
than intended and emergency equip-
ment and skill for resuscitation should  
be available.9

Device selection
All the currently available global 
endometrial devices can be used in 
office or operating room settings. They 
are operator friendly without a steep 
learning curve. We outline below the 
devices, how they work, and why—or 
why not—you may choose to use them 
in your office (Table).

HYDRO THERMABLATOR 
SYSTEM
The only hysteroscopic guided global 
endometrial ablation system, the 
Hydro ThermAblator System (HTA) has 
been approved by the FDA for heavy 
menstrual bleeding since 2001. The 
HTA components are assembled to a 
standard hysteroscope and the proce-
dure consists of 2 phases: the 2-minute 
initial priming phase, during which 
room-temperature, normal saline is 
infused and cavity inspection occurs, 
and the 10-minute active treatment 
phase, during which saline is heated 

to90 °C. Following this, a posttreatment 
flush phase occurs for approximately 
1 minute that rapidly reduces the 
temperature of the fluid so that it is 
safe for removal from the patient.10

A benefit of this system in the office is 
the hysteroscopic guided component. 
The video analgesia that HTA provides 
may be beneficial for some patients. 

The use of a fluid to ablate the cavity 
allows treatment in the setting of an 
abnormally shaped uterine cavity 
and polyps or a fibroid up to 4 cm. 
A retrospective cohort analysis of  
246 patients undergoing HTA pub-
lished in 2009, found that hydrothermal 
ablation performed in the medical 
office using local anesthesia is a safe, 

TABLE.  Global Endometrial Ablation Device Characteristics

Device Mechanism

Outer sheath 
diameter, 
cervical 
dilation 
recommended Cavity limitations

Treatment 
time

Hydro 
ThermAblator

Hydrothermal 
ablation via 
heated normal 
saline to 90 °C

7.8 mm;
8 mm

Uterine cavity size 
from 6.0-10.5 cm, 
intracavitary lesions 
up to 4 cm

10 minutes

NovaSure Radiofrequen-
cy ablation 
via a bipolar 
electrode 
array

6 mm;
6 mm 

Uterine sound 
measurements from 
6.0-10.0 cm, uterine 
width > 2.5 cm, 
intracavitary lesions 
up to 2 cm without 
distortion of uterine 
cavity

2 minutes 
or when 
impedance 
reaches 
50 ohms, 
whichever 
occurs first

Minerva Radiofrequen-
cy ablation via 
plasma-heat-
ed silicone 
membrane

~6 mm;
7 mm

Uterine cavity length 
4.0-6.5 cm with cor-
responding sound 
measurements 
from 6.0-10.0 cm, 
intracavitary lesions 
up to 2 cm without 
distortion of uterine 
cavity

2 minutes

AEGEA Thermal 
ablation via 
heated water 
vapor to 
101 °C 

5.8 mm;
6 mm  

Uterine sound 
lengths from 6.0-
12.0 cm, can be 
used in presence of 
intracavitary lesions 
up to 4 cm and 
intratubal inserts

2 minutes

Cerene Cryothermal 
ablation via 
nitrous oxide

< 6 mm;
6 mm

Uterine cavity length 
2.5-6.5 cm and cor-
responding uterine 
sound lengths up to 
10 cm

2½ minutes
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effective, and cost-saving procedure for 
treatment of abnormal uterine bleeding 
in women with both normal and myo-
matous uteri.11 The major drawback of 
the HTA system for use in the office is 
the length of the procedure, which lasts 
at least 12 minutes. 

NOVASURE ENDOMETRIAL 
ABLATION
FDA approved since 2001, the Nova-
Sure endometrial ablation system 
works through radiofrequency abla-
tion, during which a bipolar electrode 
array delivers electrical energy to the 
endometrium, causing vaporization of 
the tissue. The power provided to the 
device by the radiofrequency controller 
depends on the measurements (cervi-
cal canal length, cavity length, cavity 
width) set on the device and radio-
frequency controller. The procedure 
terminates when the impedance at 
the tissue electrode interface reaches  
50 ohms or when the total treatment 
time reaches 2 minutes, whichever 
comes first. Prior to initiating ablation, 

a cavity integrity assessment is per-
formed using CO

2
 gas to ensure no 

perforation has occurred.12 

Studies examining the pain experi-
enced by patients undergoing this pro-
cedure in the office have found that it is 
feasible. However, the pain experience, 
while tolerable, may be a disadvantage. 
A randomized control trial from 2016 
compared bipolar radiofrequency abla-
tion and balloon thermal endometrial 
ablation using the visual analog scale 
to measure pain during the procedure. 
Four women developed a vasovagal 
reaction during the procedure. Median 
pain scores were 3.0 (range, 1.0-7.0) 
during dilation and 5.1 (range, 0.0-10.0) 
for the entire procedure.13 In another 
study, Kalkat and Cartmill assessed 
the feasibility and efficacy of using the 
NovaSure device with local anesthesia 
in 50 women. All procedures were 
completed and 94% of women were 
discharged on the same day as their 
procedure. However, 3 women required 
overnight admission for pain relief and 
14% of patients treated indicated they 

would have preferred to undergo the 
procedure with general anesthesia.14

MINERVA ENDOMETRIAL 
ABLATION
The Minerva endometrial ablation 
system is a somewhat more recent 
option and was FDA approved in 
2015. The Minerva uses argon plasma 
technology with a silicone array to 
ablate via tissue-penetrating bipolar 
radio-frequency energy, direct contact 
thermal ablation from membrane to 
tissue, and thermal ablation using 
the heated liquids present within the 
uterine cavity. Its uterine integrity test 
with CO₂ is similar to the NovaSure and 
treatment time is 2 minutes.15

Overall, the benefits and disadvan-
tages of Minerva’s use in the office 
are comparable to the NovaSure. 
One aspect of the Minerva that might 
enhance patient experience in an 
office setting is the silicone array. Post 
ablation it may be less likely to adhere 
to the endometrium compared with 
the NovaSure, thereby causing less 
discomfort upon removal.  

AEGEA VAPOR SYSTEM
The AEGEA Vapor System, approved 
by the FDA in 2017, uses heated water 
vapor to ablate the endometrium. The 
vapor probe is inserted into the uterine 
cavity and 3 balloons are inflated to 
seal the uterine cavity. A uterine cavity 
integrity test is performed to ensure no 
perforations have occurred, followed 
by a device lumen patency test to verify 
that tissue or blood does not block the 
lumen. Vapor is then delivered into the 
uterus for 140 seconds, with a treatment 
time of 2 minutes. Following treatment, 
the balloons automatically deflate, and 
the probe is removed.16

Strategies 
to minimize 

pain

FIGURE. Strategies to Minimize Pain

Reducing anxiety
• Nonpharmacologic
 •  Room environment: 

dimmed lights, music, 
suport person

 •  Short to no wait times 
day of procedure

 •  Shortest procedure 
feasible

• Low-dose anxiolytic

Providing analgesia
 •  NSAID pre-procedure 

vs narcotic
•  Paracervical block

Facilitating cervical dilation
  •  Hydrodilation, vaginoscopy
  •  Consider misoprostol in patients with 

risk factors for cervical stenosis. 
•  Use device with the smallest diameter. 
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A primary advantage of the AEGEA 
system is the additional patient selec-
tion it provides. It can accommodate 
uterine cavity lengths of up to 12 cm 
and the presence of uterine myomas 
less than or equal to 4 cm or intratubal 
contraceptive inserts. 

CERENE CRYOTHERAPY DEVICE
FDA approved since 2019, the Cerene 
device is the newest global endometrial 
ablation device available. It uses nitrous 
oxide (N₂O) to perform a cryothermal 
endometrial ablation. Following the 
device prompts, it is inserted 
into the uterine fundus, the thin 
polyurethane liner is deployed, 
and once an initial preset pres-
sure is reached, an outer sheath 
is retracted to meet the size of 
the premeasured cavity length. 
Treatment is initiated with the 
press of a button. Once the safety 
checks are completed, N₂O flow 
automatically begins and lasts for 2½ 
minutes. Following treatment, the N₂O 
is evacuated, thawing occurs, and the 
device is removed.17

The Cerene device was specifically 
developed to be used in an office set-
ting with limited requirement for anes-
thesia. Cryoanalgesia, using extreme 
cold to freeze nerves, is the basis for 
minimizing pain with this procedure. 
In a prospective clinical trial from 2020 
examining the safety and effectiveness 
of the Cerene endometrial ablation 
in the office/procedure room setting 
found that pain was mild during the 
entire procedure, ranging from 0 to 2 on 
a 10-point scale. Ninety-seven percent 
of subjects were treated with a para-
cervical block and an oral medication 
[narcotic, anxiolytic, or nonsteroidal 
anti-inflammatory drug (NSAID)] 

for anesthesia/analgesia during the 
procedure. Three percent of subjects 
received IV sedation.18  

Minimizing pain in office 
endometrial ablation
Fear regarding insufficient pain control 
is often a barrier to performing office 
procedures. Heightened anxiety can 
worsen pain and thus strategies to 
reduce anxiety are essential elements 
of successful office procedures.19 This 
can start with the environment of the 
room—dimmed lights and allowing 

the patient’s support person to sit with 
them. In a procedure that often feels 
invasive to patients, it’s important to 
remind them that they are in control 
of their body and the exam. Addition-
ally, studies have found that playing 
music during the procedure and 
reducing preprocedural waiting times 
have been associated with decreased 
anxiety and pain perception in office 
procedures.20 A low-dose anxiolytic 
can be considered in conjunction with 
these nonpharmacologic strategies for 
patients with severe anxiety (Figure ). 

No single analgesic regimen has 
been found to be the gold standard. 
It often depends on patient tolerance 
and provider preference and significant 
variation exists among gynecolo-
gists.21 The primary choice physicians 
encounter is between an NSAID and 

a narcotic, or a combination of the 2. 
Most studies examining analgesia in 
office gynecologic procedures is for 
office hysteroscopy, with little data 
comparing analgesia regimens for 
endometrial ablation. These data are 
helpful as diagnostic hysteroscopy is 
often performed just prior to endome-
trial ablation. A randomized control 
trial from 2016 comparing tramadol vs 
celecoxib for reducing pain in outpa-
tient hysteroscopy found no difference 
in pain among the groups with slightly 
more adverse effects noted in the tra-

madol group.22 A literature review 
from 2020 examining effective 
analgesia for women undergoing 
office hysteroscopy found that 
taking an oral NSAID prior to the 
procedure was associated with 
significantly reduced pain scores23 
while a separate literature review 
published in 2022 concluded that 
NSAID administration before 

office hysteroscopy is not efficient in 
reducing pain during the procedure 
while tramadol is a safe and efficient 
option for pain reduction.24

Most studies have found improved 
patient outcomes with paracervical 
block (PCB). There are many slight vari-
ations on exactly how to perform a PCB 
,but the overall goal is to block trans-
mission of pain through sympathetic, 
parasympathetic, and visceral sensory 
fibers of the uterovaginal plexus before 
they enter the uterus at the level of the 
internal os.25 This is accomplished by 
injecting a total of 10 to 20 ml of short-
acting local anesthetic bilaterally at the 
level of the cervicovaginal junction, 
usually around 4 and 8 o’clock, avoiding 
vessels at 3 and 9 o’clock. 

During office procedures, more 
instrumentation is associated with 

During office procedures, more 
instrumentation is associated with 
increased pain. Thus, each step 

should be intentional  
and necessary.
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increased pain. � us, each step 
should be intentional and neces-
sary. Smaller-diameter devices 
and shorter procedures have 
been shown to be associated with 
less pain.26

The opinions on the use of 
misoprostol is mixed. Misopro-
stol is used to help in cervical 
softening and to lessen the 
discomfort of or even the need 
for mechanical dilation in gyne-
cologic procedures is mixed. 
The patient population most 
likely to experience a reduction 
of pain are premenopausal nul-
liparous patients.27,28 A trial from 
2017 found that misoprostol prior 
to office hysteroscopy did not 
confer improved pain outcomes 
in patients with no risk factors for 
cervical stenosis (parous women 
of reproductive age who had no 
history of cesarean section or cer-
vical surgery).29 A preprocedural 
oral or vaginal 200-microgram 
dose of misoprostol can be 
considered in patients who have 
a risk factor for cervical stenosis 
or are nulliparous. 

Conclusion
Performing endometrial abla-
tions in the office over the 
operating room confers the ben-
e� ts of less time required for the 
patient and physician, decreased 
� nancial burden, and avoiding 
the risk of general anesthesia. 
Physicians can safely move most 
of these procedures to their o�  ce 
by following the principles we 
have described.  

FOR REFERENCES VISIT
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TECHNOLOGY SPOTLIGHT

by MORGAN PETRONELLI, MANAGING EDITOR

In an exclusive interview, Nash Moawad, MD, MS, FACOG, 
FACS, discussed the recent implementation of the Essentials 
of Minimally Invasive Gynecologic Surgery (EMIGS) training 
program, which helps physicians provide the best care and 
ensure optimal safety for their patients. 

Moawad is professor and chief of the Division of Minimally Invasive 
Gynecologic Surgery (MIGS) at the University of Florida College of Medicine in 
Gainesville and chair of the American Association of Gynecologic Laparoscopists 
(AAGL) Steering Committee of EMIGS.

Moawad also detailed how the program began, its many benefi ts, and how it 
differs from the previously used Fundamentals of Laparoscopic Surgery (FLS) 
test. Read the Q&A below to fi nd out more about the EMIGS program and how 
it is shaping the future of MIGS.

Editor’s note: � is transcript has been edited for clarity and space. 

What is the EMIGS program? 
What are its key components?

Nash Moawad, MD, MS, FACOG, FACS
EMIGS is a standardized program 
that has 3 components. One is a 
didactic component that concen-
trates on minimally invasive gyneco-
logic surgery, such as laparoscopic, 
robotic, and hysteroscopic surgery, 
as well as concepts and principles of 
electrosurgery, anatomy, position-
ing, complications, instrumentation, 
strategies, and everything to do with 
the essentials of MIGS. 

� e second and third components 
are tests. One of them is a cognitive 
exam, which is a multiple-choice 

exam that is validated and scored 
according to standards we set for 
our residents. � e third is a manual 
assessment of laparoscopic skills 
that covers suturing, eye-hand 
coordination, precision, vaginal cu�  
closure, and the essential principles 
of laparoscopic surgery for our 
residents and trainees.

Are there any signifi cant 
benefi ts or, if there are any, 
detriments when using the 
EMIGS program?

Moawad  � ere are de� nitely a lot 
of bene� ts to using the EMIGS 
program. It is a standardized 

EMIGS: A new 
standard of care
Innovative program teaches residents and 
trainees about gynecologic surgery
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program developed by experts in the 

field over several years. The AAGL 

spent 9 years developing this, and 

we surveyed 300 gynecologists to 

find out what they thought would be 

the essential components to include 

in the EMIGS program. Then we 

developed the didactic questions 

for the cognitive exam, as well as the 

skills to be included in the manual 

exam. For trainees or junior faculty 

to go through such a standardized 

program that has been very well 

developed and validated, it is good 

for them to practice the same skills 

repeatedly, time themselves, try to do 

better every time to try to beat their 

scores. And with that, they develop 

those basic skills, and they can 

transfer those to the operating room 

with improved efficiency and safety 

for our patients.

Why create the EMIGS program?

Moawad  There has never been a 

standardized program for gynecologic 

surgery training. It is more the old 

paradigm where you see 1, do 1, and 

teach 1, which is obviously not the best 

for our patients. This was the concept 

behind the all the efforts and resources 

that were devoted toward developing 

this program. It has been a very ambi-

tious goal, and we have achieved it. 

You want to see what the residents are 

doing and what they need improve-

ments on before they’re doing this in 

surgery in the operating room. 

The American Board of Obstetrics 
and Gynecology (ABOG) recently 
decided to use this test as an 
alternative to the FLS test. What 
are some of the key differences 
between the 2?

Moawad  There are so many differ-
ences. EMIGS is essentially made by 
gynecologic surgeons for gynecologic 
surgical trainees. Everything about 
it has to do with gynecology. There’s 
nothing that’s extraneous and not a 
good use of their time. Our residents’ 
time is very valuable, the duty hours 
are limited, and you have to learn so 
much in only 4 years. It is important 
to focus your time and attention on 
what’s pertinent to your field. 

Some of the key differences are 
that the didactics are all gynecology 
related. There’s nothing there that 
is not the bread and butter of what 
we do every day. The didactics are 
all video narrated, making it easy to 
follow on a busy day between cases in 
the evening when you’re on call, or if 
you have a few minutes to catch here 
and there on a trip. Also, it is available 
on mobile devices, so it is easy for the 
residents to watch all the videos and 
learn on the go. You can watch them 
repeatedly, focus on certain areas, 
rewind, and go back to the area  
of interest. 

The cognitive exam contains all 
gynecology-related questions, and 
it is focused on improving efficiency 
and safety; it is frequently updated. 
The EMIGS steering committee 
meets, and psychometricians are 
heavily involved in the design and 

teaching the faculty how to write 

questions, going over the questions 

multiple times to make sure they 

are pertinent, making sure they’re 

evidence based and up-to-date. 

From the manual skills standpoint, 

a few advances were added to 

EMIGS over FLS. One of them is 

how we operate in the pelvis. All our 

operating is in the pelvic cavity, and 

we don’t operate on a flat surface. 

We developed a proprietary platform 

several years ago called the  

LaparoBowl, a pelvis-shaped 

platform with sidewalls, a front, and 

a back, just like the anterior and 

posterior cul-de-sacs. This way, when 

gynecologic surgeons are operating 

there, they feel as though they’re 

operating in the pelvic cavity. Also, 

the AAGL will send a free LaparoBowl 

to every residency program in the 

United States to help kick-start the 

EMIGS program, and additional ones 

can be ordered as needed for  

larger programs.

Other advances in the manual 

skills include removing the 

ENDOLOOP task because we don’t 

use that very often in gynecologic 

surgery; we have replaced that  

with vaginal cuff closure. Simple 

hysterectomy, laparoscopic hysterec-

tomy, and robotic hysterectomy are 

essential for all gynecologic surgery 

trainees to learn and perfect before 

they finish residency. These are 

important skills to practice even as 

junior attendings, to go back and try 

to perfect it and do better in terms of 

precision, time, and efficiency. 

The standards for the manual skills 

have been set to fit the gynecology 

resident in their late second year and 

early third year. As the faculty and 

LaparoBowl
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steering committee went over different standards, 

what to score, what not to score, what weights to 

put on each skill, every decision was made with 

the gynecology resident in mind. This is important 

because we’re not working with general surgery 

residents or urology residents, we’re working with 

gynecology residents, and the questions and skills 

are developed by gynecology faculty.

What kind of reaction did you see across the 

health care community when the program 

was implemented?

Moawad  We’ve seen overwhelming excitement 

and anticipation for the program. Everybody is 

asking, “When can we start? What do we need to 

do?” And we’re working hard in the background to 

get everything ready for them. We’ve been getting 

the equipment ready; shipping the LaparoBowls; 

communicating with the programs, residents, 

ABOG, and the Council on Resident Education in 

Obstetrics and Gynecology; involving all the stake-

holders; working with psychometricians to update 

our questions; and working with a proctoring 

company, to make sure everything’s ready to go. 

The manual skills and the cognitive exam will be 

virtually proctored. There’s no need to travel any-

where; they can take it at their hospital, or in their 

call room, if needed. There will be 2 cameras in the 

room, 1 monitoring the room environment and the 

other showing the lap trainer view. Everything’s 

recorded and uploaded to the cloud for the AAGL 

to grade and send the results. 

It has been very exciting, and we can’t wait to 

start. We plan to start January 1, 2023, but the 

LaparoBowls should be available to the programs 

in October 2022 so residents can start practicing 

and getting ready to take the exam. 

GYNECOLOGY
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TRANSITIONS
LIFE

by LINDSEY CARR, EDITOR

P
sychosocial stressors in a 
woman’s life—from child-
hood through reproductive 
age—may lead to poorer 

well-being and worse menopause 
symptoms at midlife, according to 
study results published in Menopause, 
the journal of the North American 
Menopause Society.1

These findings are based on data 
collected for Project Viva—an ongoing 
longitudinal research project from Har-
vard Medical School in Boston, Mas-
sachusetts—dedicated to improving the 
health of mothers and their children by 
looking at a multitude of factors during 
pregnancy and after birth.2

From 1999 to 2002, the research team 
recruited 2760 pregnant women during 
their � rst trimester of pregnancy from 
8 obstetric o�  ces in eastern Massachu-
setts. � e team at Harvard uses a variety 
of methods to collect data each year, 
including questionnaires, interviews, 
medical records, examinations, and 
biospecimen samples. 

� e study that examined trauma his-
tory and menopause included data from 
682 women whom researchers followed 
for almost 2 decades. In pregnancy, 
women self-reported psychosocial 
stressors like past physical/sexual 
abuse and financial instability, from 
childhood to current pregnancy. At the 

time, the median age was 33.3 years.1

Nearly 20 years later, they reported 
their menopausal symptoms on a 0- to 
44-point scale and rated their well-being 
on a scale from excellent to poor. For 
this component, researchers compared 
“good/fair/poor” ratings with “excel-
lent/very good.” Women also reported 
on generalized anxiety and depressive 
symptoms, ranging from “more than 
minimal levels’ to ‘none/minimal.”

Almost 40% of women reported a 
history of physical abuse, which was 
correlated with worse menopausal 
symptoms in the somatovegetative and 
psychological domains, worse general 
health, and greater depressive symp-
toms. Nearly 8% of women reported a 
history of sexual abuse, which correlated 
with worse menopausal symptoms and 
general overall health; no association 
was seen with history of sexual abuse 
and depressive symptoms.1

More than 10% of women reported 
a history of � nancial instability, which 
was associated with worse menopausal 
symptoms and general health and with 
greater depressive symptoms. 

Psychosocial stressors and general-
ized anxiety symptoms at midlife 

were not correlated, according to the 
study’s conclusions.

Unlike previous studies that focused 
more on current abuse, this research 
demonstrated the potential long-term 
effects of psychosocial stressors on 
women 15 to 20 years later.

“This study provides additional 
evidence to support the link between 
adversity earlier in life with worse 
menopause symptoms and poorer well-
being in midlife women,” said Stephanie 
S. Faubion, MD, MBA, medical director 
of the North American Menopause 
Society and the Penny and Bill George 
Director for the Mayo Clinic Center for 
Women’s Health.2 “Additional study is 
needed to better understand the e� ect 

of cumulative exposure to chronic and 
repeated stress on the health of women 
in midlife and beyond.”

A previous study involving Project Viva 
data investigated menstrual cycle length 
as a potential predictor of a woman’s 
age at menopause, as well as associated 
symptom severity.3 Results suggested that 
women with shorter menstrual cycles—
duration of less than 25 days—may reach 
menopause earlier and experience more 
severe symptoms overall. 

FOR REFERENCES VISIT
contemporaryobgyn.net/Trauma

Past traumas may 
worsen menopausal 
symptoms & well-being

40% of women reported a history of physical abuse, 
which correlated with worse menopausal symptoms in 
the somatovegetative and psychological domains, worse 
general health, and greater depressive symptoms.1
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by CELESTE KREWSON, ASSISTANT EDITOR

C
OVID-19 has  resulte d 
in short-term effects on 
contraceptive needs and 
access, along with reproduc-
tive outcomes in low- and 

middle-income countries, according 
to a recent review.1

Health care systems have been 
signi� cantly a� ected by the pandemic 
due to stressed resources and weakened 
services. � e World Health Organiza-
tion released a survey showing that 
nearly all countries’ health care systems 
su� ered from the pandemic, but that 
lower-income countries suffered 
the most.2

Infectious disease outbreaks often 
a� ect patterns of sexual activity. During 
the Ebola outbreak, family planning 
decreased 6% in Sierra Leone, 65% 
in Liberia, and 51% in Guinea. Ebola 
survivors were not offered means of 
contraception following the outbreak, 
despite the acknowledgment that 
unwanted pregnancies should be 
avoided during an outbreak.3,4

Investigators saw a need to examine 
how COVID-19 has affected access 
to reproductive health services and 
conducted a literature review with the 
goal of forming empirical evidence 
to help health care professionals 
make model-based estimates on the 
services needed.

In the 3-phase study, investigators 

conducted an electronic bibliographic 
database search. � e � rst phase con-
sisted of initial limited searches of 
PubMed and then an assessment of 
words used in the title and abstract of 
the papers collected. In the next phase, 
a new search was conducted using the 
identi� ed keywords and index terms. 
Finally, reference lists from the papers 
were reviewed for relevant sources.

� e investigators gathered 28 peer-
reviewed documents and 43 that were 
not peer-reviewed. COVID-19’s e� ects 
on contraception were discussed in 
55 of these documents, detailing 
demand, provision, access, or reproduc-
tive outcomes.

In some papers, declines in con-
traceptive services were seen at the 
beginning of the pandemic, with 
improvements occurring in the follow-
ing months. Others, however, recorded 
continuing declines in available servic-
es. By November 2020, approximately 
half of available services were back to 

pre–COVID-19 levels.1

Disruptions during the pandemic 
included interrupted contraceptive ser-
vices, reduced availability or stockouts, 
and health care services being unable to 
o� er provider-administered methods. 
Access varied based on population. 
For example, 1 in 3 women aged 18 to 
30 years in Ghana, Kenya, Uganda, and 
Zimbabwe who needed family plan-
ning services had their access to these 
services a� ected by COVID-19.

Fear of infection, lack of transport, 
travel-related restrictions, cost, 
increased waiting times, and limited 
home visits by health workers all con-
tributed to limiting access to contracep-
tive services. In adolescents, isolation 
and closure of schools compounded 
these issues.

Investigators noted that all but 
one study indicated some aspect 
of contraceptive services declining 
during COVID-19. Because the impact 
varied between studies, investigators 
concluded that further studies should 
be conducted on how the pandemic 
a� ected contraceptive services.

FOR REFERENCES VISIT
contemporaryobgyn.net/COVID19_
contraceptive-access

Study: COVID-19 reduced 
contraceptive access

Disruptions during the 
pandemic included 

interrupted contraceptive 
services, reduced availability 

or stockouts, and health 
care services being 

unable to offer provider-
administered methods.
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Virtual IUD placement training improves 
clinician confidence
by BOB KRONEMYER

P
racticing clinicians were 
impressed with an interac-
tive, virtual intrauterine 
device (IUD) training model 
that increased their comfort 

with IUD placement and removal, 
according to study findings published 
in Family Medicine.1

“The COVID-19 pandemic in spring 
2020 precluded most in-person educa-
tion, with new constraints on in-person 
teaching,” said the study’s coauthor 
Suzan Goodman, MD, MPH, national 
training director for the Bixby Beyond 
the Pill Program and an associate clini-
cal professor of family and community 
medicine at University of California, 
San Francisco (UCSF). “There was also 
patient demand for more streamlined 
service-delivery models to facilitate 
contraceptive care, especially in rural 
and geographically dispersed areas.”

The relative dearth of literature 
on virtual IUD training models also 
inspired the authors to initiate the 
study and meet the growing needs of 
the field. Teams from UCSF’s Beyond 
the Pill Program and from the University 
of New Mexico Long-Acting Reversible 
Contraceptives Mentoring Program in 
Albuquerque, New Mexico, collabo-
rated to develop the innovative virtual 
hands-on IUD training model.

Prior to the virtual training, attendees 
watched a pretraining didactic video 
on patient eligibility and counseling 
and received in the mail a pelvic model, 
IUD demonstration kit, instruments, 
and a phone-camera tripod to support 
a model cervix and uterus.

A total of 34 New Mexico clinicians 
were trained during virtual sessions 
lasting 1.5 hours each from January to 
June 2021. The virtual sessions were 
conducted via one-on-one Zoom video 
or small group conferencing, during 
which trainees practiced loading, plac-
ing, and removing all FDA-approved 
IUDs and reviewed challenging cases. 
The pelvic model and instruments were 
mailed back after training.

Surveys given to trainees before and 
immediately after training assessed 
clinician satisfaction and evaluated 
changes in self-rated comfort level with 
IUD procedures. Of the 32 trainees who 
responded to the before-and-after 
surveys, 48% were nurse practitioners 
and midwives, 28% physician assistants, 
17% physicians, and 7% clinicians in 
training. Overall, 37% of respondents 
had previous experience placing IUDs.

All elements of training delivery 
were highly rated by clinicians, with all 
trainees successfully using the virtual 
platform, 50% indicating they would 
potentially choose virtual training 
over in-person training in the future, 
and all respondents saying they would 
recommend the training to a colleague. 
After the training, clinicians reported 
significantly increased comfort with all 
aspects of IUD placement and removal.1

“While virtual trainings were highly 
rated and increased clinician comfort 
with IUD placement and removal, I 
was surprised that half said that they 
would choose a virtual training over 
an in-person option in the future,” 
Goodman told Contemporary OB/GYN®. 
“This is a much higher rate than I would 
 have anticipated.”

She was also surprised that none of 
the clinicians reported difficulty using 
the virtual platform and that findings 
were consistent, regardless of provider 
IUD experience.

“In the face of increasing legal 
constraints on reproductive care, it is 
ever more important that all providers 
serving patients with pregnancy poten-
tial offer the full range of contraceptive 
services rather than having to further 
fragment patient care,” Goodman said. 
“However, it may be challenging for one 
trainer to work with more than 3 simul-
taneous virtual learners to effectively 
guide participants through hands-on 
procedures over Zoom.”

Goodman noted that the virtual 
practicum has utility during the ongoing 
COVID-19 pandemic and in geographi-
cally large and rural settings, adding 
that “virtual IUD training is also helpful 
where there are high demands on clini-
cian time to simplify logistics, such as 
easier scheduling and no travel time, 
and in settings facing reproductive 
health bans or patient surges.” 
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“There was also patient  
demand for more streamlined 
service-delivery models 
to facilitate contraceptive 
care, especially in rural and 
geographically dispersed areas.” 
– Suzan Goodman, MD, MPH
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VULVOVAGINALDISEASE

by BOB KRONEMYER

O
teseconazole capsules 
(Vivjoa; Mycovia Pharma-
ceuticals, Inc) was found 
to be safe and highly ef-

� cacious in treating and preventing 
recurrent vulvovaginal candidiasis 
(RVVC), according to � ndings 
from a phase 3 study published 
in the American Journal of Ob-
stetrics and Gynecology. The 
medication also performed 
comparably to VVC standard-
of-care � uconazole for treating 
acute VVC infection.1

Oteseconazole is a novel oral 
selective inhibitor of the fungal 
sterol 14α-demethylase, a cytochrome 
P450 enzyme required for fungal growth. 
The study assessed the efficacy and 
safety of oral oteseconazole in prevent-
ing recurrent culture-veri� ed acute VVC 
episodes up to 50 weeks and compared 
the drug to � uconazole in treating the 
presenting acute VVC episode. 

A total of 219 women and postmen-
archeal girls 12 years and older with a 
history of RVVC were enrolled at 38 US 
clinical sites. Patients were randomly 
assigned in a 2:1 ratio to the oteseconazole 
group or the � uconazole/placebo group.

In an induction phase, patients in the 
oteseconazole group received 600 mg 
of oteseconazole (4 capsules, 150 mg 
each) on day 1, 450 mg of oteseconazole 
(3 capsules, 150 mg each) on day 2, and 
a single placebo capsule on days 4 and 7.

Patients in the � uconazole/placebo 
group received 3 150-mg capsules of 
overencapsulated fluconazole, with 
each capsule spaced 72 hours apart over 
7 days. � e group also took additional 
placebo capsules to match the number 
of capsules administered to the otesec-
onazole group to maintain blinding.

Patients returned approximately 
2 weeks after their � rst induction-phase 
dose for the investigator to determine 
whether the presenting acute VVC 
had resolved, which was defined as 
a signs-and-symptoms score of less 
than 3. Patients assigned to the otesec-
onazole group whose acute VVC had 
resolved entered a maintenance phase 
of 11 weeks, during which they received 
oteseconazole 150 mg once weekly; 
patients in the fluconazole/placebo 
group whose acute VVC had resolved 
received once-weekly placebo.

Patients were followed for an addi-
tional 37 weeks.

For the induction phase, otesecon-
azole was found comparable to � uco-
nazole in the percentage of patients in 
the intention-to-treat population with 

resolved acute VVC at the 2-week test-of-
cure visit: 93.2% vs 95.8%, respectively. 
For the maintenance phase, otesec-
onazole was found to be superior to 
placebo in the percentage of patients 
in the intention-to-treat population 
with at least 1 culture-verified acute 
VVC episode through week 50: 5.1% vs 

42.2%, respectively (P < .001).1

Treatment-emergent adverse 
event rates were similar between 
patients who received otesec-
onazole in the induction and 
maintenance phases (54%) and 
patients who received fluco-
nazole in the induction phase 
and placebo in the maintenance 
phase (64%). Most adverse 

events were mild or moderate, with only 
3.4% graded as severe or higher in the 
oteseconazole group and 4.2% in the 
� uconazole/placebo group.

“Oteseconazole e�  cacy, duration of 
e�  cacy, and favorable safety pro� le, 
together with its broad spectrum 
of antifungal activity against many 
candida species, including � uconazole-
resistant strains, proved that this drug 
could become a novel option to treat 
and prevent recurrent episodes of VVC,” 
the study authors concluded. 
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Oral oteseconazole 
successfully treats VVC

For the induction phase, oteseconazole
was found comparable to fl uconazole in the 
percentage of patients in the intention-to-treat 

population with resolved acute VVC at the 
2-week test-of-cure visit: 

93.2% vs 95.8%
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OBSTETRICS

by CELESTE KREWSON, ASSISTANT EDITOR

I
ndustrial air pollution increases 
the risk of adverse birth outcomes 
(ABOs), according to a recent 
review.1 Investigators gathered 

studies and articles from PubMed and 
Scopus databases containing data on 
mothers with live-born infants with 
prenatal exposure to industrial air pol-
lutants. Data on low birth weight, term 
low birth weight, preterm birth, and 
small for gestational age were taken and 
analyzed to determine how exposure to 
industrial air pollutants a� ected these 
ABOs.

Industrial air pollutants such as � ne 
particulate matter, polycyclic aromatic 
hydrocarbons, benzene, and cadmium 
a� ected birth outcomes, and air pollu-
tion from power plants and petrochemi-
cal industries was strongly associated 
with ABOs in infants. The outcomes 
most a� ected in the 45 studies included 
in the review were low birth weight and 
preterm birth.1

In 2021, a study was published that 
demonstrated the e� ects of air pollution 
on ABOs.2 More than 4000 singleton 
live births in the Netherlands were 
analyzed, and a dispersion model was 
used to characterize individual-level 
exposure of mothers to air pollutants. 
Mothers saw a moderate increase 
in exposure to air pollutants from 
industrial sources compared with 
background concentration from other 
sources. Nitrogen oxides, sulfur dioxide, 

and volatile organic compounds were 
highly emitted pollutants from these 
industrial sources.2

Low birth weight was seen in cases 
of exposure during pregnancy to 
nitrogen oxides, sulfur dioxide, and 
volatile organic compounds. Exposure 
to nitrogen oxides and volatile organic 

compounds also increased risk of pre-
term birth, which could lead to condi-
tions such as reduced insulin sensitivity 
in children.Associations between “expo-
sure to air pollution and birth weight, 
birth length, and head circumference 
were statistically signi� cant.” In cases 
of higher exposure, birth weight could 
be as low as 21 g to 30 g.2

Because air pollutants were highly 
correlated, it is possible that the 
observed e� ects of one pollutant can be 
matched to another. Investigators noted 
sulfur dioxide as the most important 
component, most often leading to 
preterm birth and low birth weight.

Both the Netherlands study and data 
from the review associated exposure to 
industrial air pollutants with ABOs.1,2

Investigators conducting the review 
concluded that industrial air pollution 
should be considered an important 
factor in ABOs.1
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with adverse birth outcomes
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GYNECOLOGY
COVID-19 vaccine linked to temporary 
increase in menstrual cycle length
by CELESTE KREWSON, ASSISTANT EDITOR

C
O V I D - 1 9  v a c c i n a t i o n 
has been associated with 
an average increase in 
menstrual cycle length of 
less than 1 day, according 

to � ndings from a large international 
study1 funded by the National Institutes 
of Health (NIH) and published in BMJ 
Medicine.2 The study included data 
from nearly 20,000 people worldwide 
who had received any of the 9 di� erent 
COVID-19 vaccinations. For most study 
participants, “the increase resolved in 
the cycle following vaccination.”1

“� ese � ndings provide additional 
information for counseling women on 
what to expect after vaccination,” said 
Diana W. Bianchi, MD, director of the 
NIH Eunice Kennedy Shriver National 
Institute of Child Health and Human 
Development and head of the NIH 
Prenatal Genomics and � erapy Section 
for the Medical Genetics Branch at the 
National Human Genome Research 
Institute, in an NIH news release.1

“Changes following vaccination appear 
to be small, within the normal range of 
variation, and temporary.”

The news release noted that a 
“change in cycle length of less than 
8 days is considered within the normal 
range of variation.”1 However, although 
small menstrual changes may not be 
meaningful to clinicians, the study 
authors noted that “any perceived 
e� ect to a routine bodily function linked 
to fertility can cause alarm for those 
experiencing it and can contribute to 

vaccine hesitancy.”2 � e authors added 
that unanticipated small changes to 
menstruation can also adversely a� ect 
a woman’s quality of life.2

Data for the study was gathered 
from the fertility tracking app Natural 
Cycles, in which women provided 
information on menstrual cycles and 
body temperature and had the option 
to consent to the use of their de-
identi� ed data for research. � e study 
included participants throughout the 
world, but most were from the United 
Kingdom, United States, Canada, and 

Europe. More than 19,000 individuals 
participated in the study: 14,936 were 
vaccinated against COVID-19 and 
4686 were not. Participants who were 
vaccinated had received messenger RNA 
COVID-19 vaccines (P� zer-BioNTech 
and Moderna) or COVID-19 vaccines 
made from engineered viruses (Astra-
Zeneca, Covishield, Janssen/Johnson 
& Johnson, and Sputnik) or inacti-
vated viruses (Covaxin, Sinopharm, 
and Sinovac).

The investigators analyzed data 
from at least 3 consecutive cycles 

before vaccination and at least 1 cycle 
after for vaccinated participants and 
from at least 4 consecutive cycles 
over a similar period of time for 
unvaccinated participants. 

Findings from the study showed 
that, on average, “vaccinated people 
experienced an increase of less than 
one day in each cycle in which they were 
vaccinated: a .71-day increase after the 
� rst dose and a .56-day increase after 
the second dose. Participants who 
received both doses in a single cycle had 
a 3.91-day increase in cycle length. After 
vaccination, cycle length had increased 
by only .02 days for individuals who 
received one dose per cycle and .85 days 
for individuals who received 2 doses in 
one cycle compared [with] participants 
who were not vaccinated.”1

In addition, the investigators noted 
that cycle-length changes did not di� er 
based on the type of vaccine received.1

Of the total, 1342 participants expe-
rienced a cycle-length change of 8 days 
or more (6.2% of vaccinated individu-
als; 5% of unvaccinated individuals). 
Younger women with longer cycle 
length before vaccination were more 
likely to experience the increase.1

The authors concluded that future 
work “should assess other aspects of 
changes to menstrual cycles, such as 
unexpected vaginal bleeding, men-
strual flow, and pain, and define the 
mechanism by which the postvaccina-
tion menstrual changes...occur.”2 

FOR REFERENCES VISIT
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Findings from the study 
showed that, on average, 

“vaccinated people 
experienced an increase of 
less than one day in each 
cycle in which they were 

vaccinated.”1
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CONFERENCE COVERAGE

by MORGAN PETRONELLI, MANAGING EDITOR; 
AND LINDSEY CARR, EDITOR

Houston, Texas, was buzzing 
with the latest updates 
in women’s health at the 

25th Annual Nurse Practitioners in 
Women’s Health Premier Women’s 
Healthcare Conference held from 
September 29 to October 2, 2022.

Nurse practitioners flocked to the 
event to learn the latest and greatest 
data and clinical pearls related to 
women’s health. From sessions on 
how to navigate vulvar dermatology 
to learning how to choose the right 
contraception for perimenopausal 
women, the conference had it all.

Contemporary OB/GYN® had the 
opportunity to attend the conference 
in person, covering a variety of ses-
sions. What follows are some highlights 
from the conference. Scan the QR code 
to read full-length articles covering 
other sessions at the event.

 

How to navigate vulvar  
dermatology
It is important to know what is 
normal and what is abnormal when 
it comes to the vulva, especially when 
diagnosing and treating vulvovaginal 
diseases, according to Jean Marino, 

MSN, APRN-CNP, NCMP, IF, women’s 
health nurse practitioner at University 
Hospitals Cleveland Medical Center, 
during her conference presentation 
on vulvar dermatology.1

Marino diagramed the 
most common symptoms 
associated with conditions 
affecting the vulvovaginal 
area and presented a variety 
of cases depicting these 
symptoms and their treat-
ment options. Takeaways 
from Marino’s session included  
the following:
  The disease is not ruled out if the 

biopsy does not confirm what  
you expect.

  A thorough history and physical exam 
that includes hygiene and treatment 
are crucial.

  Potential negative body image and the 
patient’s sexual health are important to 
keep in mind.

  Vaginal estrogen is great, especially  
in menopause.

  Follow-ups are essential.

Choosing contraceptive 
options for perimenopausal 
women
In her presentation, Lois McGuire, 
MSN, APRN, WHNP-BC, NCMP, 
women’s health nurse practitioner 
at Mayo Clinic, discussed the 

risks of unintended pregnancy in 
perimenopausal women and explored 
each contraceptive option using the 
US Medical Eligibility Criteria for 

Contraceptive Use, 2016.2

McGuire outlined 4 key 
areas to consider when 
discussing contraceptive 
options with perimenopausal 
women: frequency of inter-
course, desire or need for 
noncontraceptive benefits, 
completion of childbearing, 

and natural decline of fertility. 
She also talked about the disad-

vantages of various contraceptive 
methods for perimenopausal women, 
beginning with combined hormonal 
contraceptives. Perimenopausal 
women using the pill, McGuire said, 
are significantly more likely to 
develop deep vein thrombosis  
than nonusers.
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Combination oral contraceptive: 
drospirenone/estetrol 
Anne Moore, DNP, WHNP/ANP-BC, FAANP, assistant vice 

president of women’s health US at Peppy Health, talks 

about her presentation on the combination oral contracep-

tive drospirenone and estetrol.
contemporaryobgyn.net/view/combina-
tion-oral-contraceptives-drospirenone-
estetrol-with-anne-moore-anne-moore-
dnp-whnp-anp-bc-faanp

Medication management for early 
pregnancy loss
Amy Levi, PhD, CNM, WHNP-BC, FACNM, FAAN, the Albers 

Endowed Professor of Midwifery at University of New 

Mexico College of Nursing in Albuquerque, sits down to 

discuss her presentation on medications for 

early pregnancy loss.
contemporaryobgyn.net/view/
medications-for-early-pregnancy-loss-
with-amy-levi-cnm-whnp-bc-facnm-faan

Exclusive expert interviews



C
ytomegalovirus (CMV) infection is one of the most 
common medical conditions in the world, and it is 
the leading infectious cause of birth defects in the 
United States.1 Despite the prevalence and impact 

of exposure to CMV, knowledge about and awareness of 
the virus are far below those of other common infectious 
microbes. In a recent Harris Poll commissioned in October 
2021 by Moderna, 43% of health care providers surveyed 
correctly identified CMV infection as the leading cause of 
birth defects in the United States. That knowledge varies 
across physicians of different medical specialties, however, 
with only 32% of primary care providers and 54% of 
obstetrician-gynecologists physicians correctly identifying  
this association. 

In a recent video series available on 
ContemporaryOBGYN.net, a panel of experts discussed 
a range of topics, from prevention strategies to ways of 
boosting awareness, related to CMV infection. They also 
explored the current status and practical implications of 
vaccine development. Ahead are key points from  
the discussion. 

Prevalence and Awareness of CMV
According to Patricia Purcell, MD, MPH, assistant 
professor in pediatric otolaryngology in the Department 
of Otolaryngology-Head and Neck Surgery at C.S. Mott 

Children’s Hospital in Ann Arbor, Michigan, roughly one-
third of children contract CMV by the time they reach 
adolescence, noting, “By the time we reach middle age, 
probably about half of us—maybe even 60% to 80%—have 
been exposed to CMV.”

CMV infection also can present congenitally, noted 
Allison August, MD, vice president of clinical development 
and infectious diseases at ModernaTX, Inc, in Cambridge, 
Massachusetts. “The [Centers for Disease Control] estimate 
that 1 in 200 babies are born with [CMV],” August observed. 
Moreover, the effects of congenital CMV infection can be 
long-lasting. “[Although] most infants with congenital CMV 
[infection] appear unaffected at birth, approximately 1 in 5 will 
have some type of long-term sequelae or health problems, 
such as hearing loss and vision impairment, learning 
disabilities, or decreased muscle strength and coordination,” 
August explained.

Symptoms of CMV and Efforts to  
Boost Prevention 
For women who are pregnant, understanding the signs 
and symptoms of CMV may help them to obtain needed 
medical support and to identify the possibility of passing 
the virus to a developing baby, according to Kathleen 
Muldoon, PhD, associate professor in the Department of 
Anatomy at Midwestern University in Glendale, Arizona, 
and a CMV patient advocate. “The signs and symptoms 
of a CMV infection during a pregnancy can be, if they’re 
symptomatic…something like a cold that you can’t shake; 
feeling fatigued [and] feeling just like you have no energy,” 
she noted. Muldoon observed that not all newborn infants 
who have been infected with CMV are symptomatic; 
however, those who are may present with a rash, jaundice, 
and an enlarged liver and spleen that would present as an 
enlarged belly. 

Given the challenges of identifying CMV infection, 
particularly for patients who are asymptomatic, Purcell says 
that focusing on feasible behavioral modifications may have 
a notable impact on prevention. “Expect[ant] parents are 
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overwhelmed with information from the beginning,” Purcell 
said. “It is important [for them to realize that young children 
are a reservoir for the virus,” she continued, “and [that] they 
contract it through participation in daycares and things like 
that. They may not even show signs of really being sick.” 
Therefore, clinicians should emphasize handwashing after 
activities that could involve an exchange of bodily fluids (eg, 
diaper changing, feeding). “It’s important to perform these 
behaviors all the time, rather than just when a child appears 
[to be] sick,” Purcell explained. “With feasible behavioral 
modifications, you can make a difference in [the] exchange 
of the virus.”

According to Stanley Plotkin, MD, professor emeritus in the 
Department of Pediatrics at the University of Pennsylvania 
in Philadelphia, the obstetrics community plays a critical role 
in increasing patients’ awareness patients about the risks 
of CMV infection. “It’s a matter of disseminating information 
so that women who come for [obstetric] care, whether it’s 
their first pregnancy or subsequent pregnancies, hear about 
CMV so they understand that, at any time when they are 
pregnant in the future, they need to take precautions against 
contact with a child potentially screening [positive for] CMV 
[infection],” noted Plotkin.

According to August, general awareness about CMV 
infection, and viral infections in general, may be increasing 
because of the COVID-19. “There’s an opportunity here to 
leverage to educate about some basic, potentially helpful 
preventive measures, such as regular handwashing,” 
August explained.

Screening for CMV
In addition to bolstering awareness and prevention efforts, 
another strategy for curbing transmission of CMV is 
screening. According to Purcell, true universal screening for 
congenital CMV infection is extremely rare. Nevertheless, 
some steps have been taken to develop protocols for 
modified hearing-targeted screening to monitor how 
patients are meeting their milestones over time. “The Joint 
Committee on Infant Hearing has developed a protocol from 
a hearing loss perspective,” Purcell explained. “For a child 
who is diagnosed with congenital CMV [infection] who does 
not have hearing loss at birth, it is recommended that they 
have diagnostic hearing testing by 3 months of age and 
that they’re monitored closely with hearing testing at least 
every 6 to 12 months until they are 3 years of age,2 because 

we know that congenital CMV [infection] is the most 
common cause of nongenetic sensory neural hearing loss in 
children,” said Purcell. “As we see these protocols put into 
place, that will also be further reasoning for us to implement 
wider screening,” she continued. 

Vaccine Development and Future 
Directions
Beyond screening measures and general awareness 
and prevention efforts, another avenue for combatting 
transmission of CMV is the development of an effective 
vaccine. “CMV is a complex virus that has multiple surface 
proteins,” August noted. “Historically, there has only been 
the vaccine with the gB [glycoprotein B] antigen in it. One 
[aspects] about Moderna’s investigational vaccine that leaves 
us cautiously optimistic is that our investigational vaccine has 
6 mRNAs, 5 of which include the pentamirror complex, and 6 
of which encode for the GB,” she explained. “The pentamer 
and the gB are essential for CMV to infect the epithelial 
surfaces and gain access to the body. We are studying our 
vaccine candidate to see if it produces an immune response 
against both of these. In our phase 1 and phase 2 studies, 
we’ve been able to demonstrate functional antigen-specific 
responses that could support its potential to prevent CMV 
infection,” August observed. “We have interim 7-month 
data from our phase 2 study that showed that the vaccine 
candidate was generally well tolerated, and [we] have been 
able, based on the interim analysis of that phase 2 study, to 
move forward [a] 100-µg dose of this vaccine candidate into 
what is an ongoing phase 3 pivotal efficacy trial.” 

August is cautiously optimistic about the potential 
availability of a preventive vaccine on the horizon. Further, 
Plotkin says that the broader importance of a potential 
vaccine is to curb congenital CMV infections. “What a 
vaccine could do is to influence, in a positive way, the 
outcome of exposure and infection,” said Plotkin. “What 
I would expect from a vaccine is to reduce the number of 
important exposures…that lead to infection of a mother who 
is pregnant. [A] vaccine [that] can do that…would have a 
major effect on congenital infection.”
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READERS REACT

TO THE EDITORS:
In their guest editorial “Inclusion is 

not erasure,” Frances Grimstad, MD, MS; 
Elizabeth Boskey, PHD, MPH, MSSW; 
and Jessica Kremen, MD, conclude that 
“talking about transgender and gender-
diverse individuals’ reproductive health 
care needs allow us to recognize the 
full scope of patients whose lives and 
bodies are at risk when abortion is 
outlawed and the importance of � ght-
ing for the well-being of all.”1 I could 
not agree more. � e authors propose 
that one important strategy is to use 
inclusive language. Unfortunately, they 
never lay out clearly what they mean by 
inclusion or why such proposals can 
raise concerns, instead allowing one 
deeply problematic opinion piece by a 
journalist to stand in for any of the more 
nuanced discussions available. 

Some versions of inclusive language 
use diverse terms to describe our 
patients. The authors of the editorial 
do exactly this, referring to cisgender 
women, transgendered individuals, and 
gender-diverse people over the course 
of the article. Others, however, entirely 
decouple gender from the discussion of 
abortion or pregnancy care. For instance, 
language such as “persons with the 
capacity for pregnancy” or “pregnant 
people” is often prescribed as “inclusive.” 
It can more accurately be considered 
neutral because it does not speci� cally 
identify anyone by gender: not trans-
masculine people, not gender-diverse 
people, not men, not women. Neutral 
language can have adverse e� ects.

A few analogies make the problem 
clear. Without speci� cally naming and 
considering the experiences of trans-
gender individuals—as the authors do 
throughout their editorial—we cannot 
understand the harms perpetuated by 
transphobia. While Black Lives Matter 
asks us all to uncover and eradicate the 
many ways that racism harms Black 
people; to respond to it with “all lives 
matter” may seem inclusive.2 It is not; 
it is erasure. 

Gender remains an extraordinarily 
powerful social category with profound 
health effects.3 One cannot analyze 
the impact of sexism, patriarchy, or 
misogyny without it. It is important not 
only to name women but to consider 
how and why women are treated as 
women; without doing so, we risk failing 
to understand the workings of any of 
these forces.4,5

Language is just one small piece, 
but it’s an important piece. Instead of 
using solely neutral language and call-
ing it “inclusive,” I suggest that we use 
speci� cs—and that we make every e� ort 
to keep the specifics diverse. When 
welcoming patients to our clinics, we 
should use the language that each of 
them prefers that is both accurate and 
respectful. In our policy advocacy, when 
we talk about abortion, let’s talk about 
the women, and the transgender men, 
and the nonbinary individuals who seek 
it. Although this language strategy may 
be as cumbersome as the LGBTQIA 
acronyms many of us also use, it is not 
erasing. In our research, let’s analyze the 

speci� c ways that sexism and racism, 
patriarchy and white supremacy, 
transphobia, and heteronormativity 
interlock to violate human rights and 
endanger human lives. These kinds 
of analyses are not easy, but they are 
critical to high-quality reproductive 
care and to equitable public health.6

Speci� c language does not prevent 
anyone from “� ghting for the well-being 
of all” or from building coalitions. 
� e authors are correct that women’s 
rights and the rights of gender-minority 
individuals are not in opposition. � e 
powerful enforcement of the gender 
binary evident in recent judicial and 
legislative actions threatens both and 
threatens the well-being of our patients 
and their families.7 Avoiding the word 
“woman” as we work for abortion rights 
is not the way forward. Refusing to use 
only that word is.

– CLAIRE WENDLAND, MD, PHD, 
is professor and chair of the Depart-

ment of Anthropology and a professor 
in the Department of Obstetrics 

& Gynecology at the University of 
Wisconsin-Madison School of Medicine 

and Public Health.
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LEGALLY SPEAKING
by HINDI STOHL, MD, JD; AND JIM M. SHWAYDER, MD, JD

The Case
A 48-year-old gravida 2, para 2 
presented to her physician complain-
ing of menorrhagia and increased 
cramping during the previous 18 
months. � e initial progress notes 
document that the patient tried 
various oral contraceptives over the 
next 5 years without improvement. 
An endometrial biopsy revealed 
fragments of inactive endometrial 
glands and stroma in a hemorrhagic 
background. Laboratory evaluation 
showed normal thyroid stimulating 
hormone (TSH) and decreased 
hemoglobin and hematocrit, at 
8.9 g/dL and 26.4%, respectively. 

� e physician recommended an 
endometrial ablation and a tubal 
ligation. � ere was a reasonable writ-
ten informed consent, although no 
discussion of hormonal intrauterine 
systems (IUS) was documented in 
her chart. 

� e patient underwent a lapa-
roscopic Filshie clip application. A 
hysteroscopy and dilation prior to the 
ablation had revealed a small polyp, 

and subsequent pathology revealed a 
benign, weakly proliferative to atrophic 
endometrium. Initial attempts to per-
form the endometrial ablation with a 
bipolar electrosurgical global ablation 
device revealed a narrow endometrial 
fundal width (2.5 cm). � e device was 
removed and reinserted, subsequently 
failing the uterine integrity test, 
suggesting uterine perforation. � e 
procedure was discontinued, with no 
apparent complications. 

Two months later, a physician at an 
outpatient surgery center performed 
a hysteroscopic electrosurgical 
endometrial resection and ablation 
with monopolar electrosurgery, using 
sorbitol for distension. � e procedure 
took 50 minutes, and the physician 
documented a � uid de� cit of 
2000-2500 mL. � e nurses’ notes 
re� ect the use of 5000 mL of sorbitol 
with a de� cit of 2800 mL. A sodium 
level of 131 mEq/L was obtained at 
the end of the procedure. Furosemide 
was given in the operating room. 
In recovery, the patient at � rst had 
normal respiration, oxygen satura-

tion, blood pressure, and pulse. But 
approximately 2.5 hours later, she 
was having di�  culty breathing and 
experiencing abdominal distension 
and pain, which she rated as 10 out 
of 10. She was therefore transferred 
to the center’s a�  liated hospital with 
a diagnosis of electrolyte imbalance 
after hysteroscopy. One and a half 
hours after transfer, computed 
tomography revealed free air through-
out the patient’s abdomen and within 
her pelvis and a surgical defect in her 
anterior right uterine wall. She was 
given morphine and meperidine, but 
her pain did not subside, and she was 
admitted for observation.

Early the next morning, the nurses 
tried to have the patient stand, at 
which point she became dizzy and 
nauseated. � e patient returned 
to bed and the symptoms slowly 
subsided. However, she complained 
of increasing pain. Upon evaluating 
the patient that morning, the physi-
cian documented that abdominal 
distension had improved and that 
she continued to have decreased, but 

Bowel injury after 
operative hysteroscopy
Delayed response to surgical complications leads to adverse outcomes
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improved, bowel sounds. The patient’s 
pain was documented as being 6 out 
of 10. The physician notes stated, 
“Computed tomography (CT) scan of 
the abdomen and pelvic shows free 
fluid in the abdomen, no evidence 
of blood or other abnormalities.” 
Assessment at this time was still an 
endometrial ablation complicated by 
fluid shift and pain. The plan was to 
increase her diet and discharge her in 
the afternoon.

At 4:40 pm on postoperative day 1, 
the pathologist notified the surgeon 
that the endometrial ablation showed 
smooth muscle fragments consistent 
with benign leiomyomas, with 
probable small-bowel mucosa and 
muscular wall identified. Two hours 
later, the gynecologist documented 
that the patient had a tender abdo-
men, with no rebound or guarding. 
The progress notes documented 
the pathology results and a plan 
to consult a general surgeon and 
proceed to surgery. 

That evening, the surgeon carried 
out an exploratory laparotomy, 
evacuated peritonitis, and performed 
a partial small-bowel resection, 
primary anastomosis with a 
stapling device, and an incidental 
appendectomy. Pathology revealed 
a 1-cm small-bowel perforation and 
an appendix with periappendicitis. 
Cultures obtained during surgery 
included a heavy growth of Klebsiella, 

moderate growth of Haemophilus, 
and light growth of Streptococcus. 
Broad spectrum antibiotic therapy 
had begun prior to surgery and 
continued postoperatively. The 
patient improved dramatically and 
was discharged 3 days after the 
exploratory laparotomy. 

Approximately 3 months after the 
original surgical procedures, the 
patient presented to another hospital 
with acute abdominal pain. A CT 
scan revealed fluid in the abdomen 
and a probable small-bowel obstruc-
tion. The patient underwent an 
exploratory laparotomy, which found 
an acute small-bowel obstruction 
secondary to a confined perforation 
and perianastomotic abscess. The 
patient then underwent a partial 
small-bowel resection and right 
hemicolectomy. She recovered 
uneventfully and was discharged  
6 days after this procedure. 

Nevertheless, she continued to 
complain of persistent menorrhagia, 
chronic abdominal and pelvic pain, 
and bowel incontinence. She was 
no longer able to work and was 
separated from her husband. 

Allegations
The patient sued the physician for 
negligence during the performance of 
the endometrial ablation that subse-
quently required multiple operations 
and hospitalizations and resulted in 
loss of earnings, loss of consortium, 
and significant pain and suffering. She 
sued the original general surgeon for 
negligent management of the initial 
bowel injury, claiming that a primary 
anastomosis without concomitant 
diversion was below the standard of 
care. She also sued the hospital for 
improperly granting privileges to the 

gynecologist and sued both the radi-
ologist and pathologist for improper 
communication of abnormal findings 
to the gynecologist. 

Trial
After discovery, the radiologist was 
dismissed from the suit because 
communication of critical findings 
to the gynecologist, documentation 
of communication method (phone), 
and time of communication had been 
clearly indicated in the CT report. 
The pathologist was also dismissed 
because the phone communication 
of abnormal results had been 
clearly documented in the pathology 
interpretation and report. 

The general surgeon likewise 
was dismissed when, at deposition, 
the plaintiff’s expert conceded that 
primary anastomosis without diver-
sion is within the standard of care 
and an acceptable alternative surgical 
approach. The defense expert testi-
fied that the subsequent anastomotic 
leak is a recognized complication 
from anastomosis, which had been 
properly managed when discovered 3 
months after primary anastomosis. 

The hospital elected to settle 
the suit before trial because its 
medical staff office could not produce 
documentation about the gyne-
cologist’s training in or experience 
performing endometrial ablation, 
either with bipolar or hysteroscopic 
electrosurgical devices, or about the 
gynecologist’s privilege to perform 
endometrial ablations. 

At trial, plaintiff expert testified 
that management with the global 
electrosurgical ablation device at the 
initial procedure, when a perforation 
was suspected, had been appropri-
ate. However, the expert expressed 

The patient sued the physician 
for negligence during the 

performance of the  
endometrial ablation.
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criticism on 3 issues. First, there 
was no documentation to show 
that the option of a levonorgestrel 
intrauterine system (IUS) had 
been discussed or offered, even 
though an IUS is as effective as 
endometrial ablation at controlling 
abnormal uterine bleeding and can 
be inserted in the office without 
anesthesia or surgical risk. Second, 
fluid management at the second 
procedure fell below the standard 
of care. There were discrepancies 
in the documented fluid deficit, 
which ranged from 2000 to  
2800 mL. Regardless, the deficit 
placed the patient at risk for fluid 
overload and hyponatremia. Hav-
ing noticed that her electrolytes 
were normal, the gynecologist 
should have entertained the 
idea that fluid had been lost 
via a uterine perforation. Third, 
although transfer and admission 
to the hospital were appropriate, 
the gynecologist failed to respond 
to or appropriately document 
the free air identified on the CT 
scan, most concerning for a bowel 
perforation. The gynecologist 
did not acknowledge the finding 
of free air nor express concern 
about bowel perforation. Broad-
spectrum antibiotics should have 
been promptly administered 
and the patient referred to a 
general surgeon for immediate 
exploration. The delay in treatment 
resulted in a higher risk of infec-
tion, subsequent breakdown of the 
anastomosis, a walled-off abscess, 
and a small-bowel obstruction. The 
multiple bowel resections led to 
the patient’s bowel incontinence 
and persistent pain. 

The defense expert testified 

that endometrial ablation is an 
accepted treatment for heavy 
menstrual bleeding. Perforation 
is a recognized complication of 
both global ablation devices and 
hysteroscopic electrosurgical 
endometrial ablation. Although 
there was a significant fluid deficit 
during the hysteroscopic proce-
dure, the patient did not show any 
symptoms of fluid overload and 
there were no objective findings to 
that effect. The delay in performing 
the exploratory laparotomy was 
not significant and, when notified 
of the pathology results, the 
gynecologist immediately obtained 
a general surgery consult and the 
patient underwent exploratory 
laparotomy, with appropriate sur-
gical management. Furthermore, 
at that point, the surgeon became 
the primary physician caring for 
the patient. 

Result
After 6 hours of delib-
eration, the jury returned a 
plaintiff’s verdict, awarding 
$1.5 million. Post-verdict 
polling of the jury revealed 
that 2 facts had weighed 
heavily in its decision: 

1.  the gynecologist’s 
inability to provide 
documentation about 
having received training 
in the performance of 
either hysteroscopy 
or global endometrial 
ablation procedures, and 

2.  the gynecologist’s failure 
to acknowledge the free 
air shown on the CT and 
the associated risk of 
bowel perforation. 

LEARNING POINTS

Informed consent is the process of counseling 
patients about treatment and management 
options. The informed consent document 
merely memorializes the discussion. Each 
state and jurisdiction has its own requirements 
for documenting such discussions, and 
some only require that R/B/A (risks, benefits, 
and alternatives) be discussed. However, 
it is recommended that informed consent 
should document a discussion of the planned 
procedure or treatment, the alternatives to such 
treatment, including doing nothing, and the 
substantial complications related to the planned 
procedure or treatment. Electronic records allow 
the development of smart phrases that include 
these items, minimizing the time required for 
full documentation of these discussions. In 
this case, no discussion about the option of a 
levonorgestrel IUS, which has similar treatment 
outcomes to endometrial ablation without the 
surgical risks, was documented. 

Although the endometrial ablations 
performed on this patient were not novel, the 
case highlights that technological advances like 
robotics require education, additional training, 
documentation of such training, and application 
for additional privileges. 

The expected recovery from minimally 
invasive surgery includes continued 
improvement with minimal analgesic use. 
Patients who fail to follow such a course 
should be promptly evaluated for unforeseen 
complications. The gynecologist’s delay in 
responding to the critical findings was crucial to 
the jury’s decision. 

The dismissal of the radiologist and 
pathologist shows the importance of clearly 
documenting communications with the 
treating physician about critical findings. 
This is particularly evident in obstetrics and 
gynecology if one performs ultrasound 
studies on referral. Critical findings should be 
communicated to the treating physician and 
the date, time, and method of communication 
should all be documented. 
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