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series CMV: In the Know.
Discover more during this educational panel discussion from the
clinicians who see patients at risk for CMV and learn how the
industry is transforming to properly address this significant health
concern with the latest research.
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ou might notice a small logo on the cover of this
issue—it represents our Medical World News® channel.
If you are not familiar with this 24-7 platform, I invite
you to visit it whenever you have the chance:
https://www.medicalworldnews.com/.
Easy to navigate and now in its seventh season, this
website offers viewers 6 shows:
Inside the Practice® highlights a unique, nonclinical aspect of a
specialty—for example, a hospital’s celebration to mark a
patient’s discharge.
Deep Dive™ offers an in-depth exploration of a high-impact
topic, such as COVID-19 vaccines and children.
Wellbeing Checkup™ shares health care providers’ tips for
staying mentally and physically healthy, including suggestions
regarding regular exercise, proper nutrition, and meditation
practice.
After Hours™ reveals what clinicians do when they’re not
working: They’re scuba diving, playing piano, traveling, etc.
Second Opinion™ gives 2 medical experts a platform to discuss
a compelling and timely health topic.
Behind the Science™ poses the same question to multiple
physicians, garnering a variety of perspectives on some of the
most important issues in the health care space.
Each issue we feature a page dedicated to the latest news
segments (see page 15). We hope you will take some time out of
your hectic schedule to enjoy these shows.

Mike Hennessy Jr

President and CEO, MJH Life Sciences®
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‘See and Treat’ Hysteroscopy
capital cost and complexity

LiNA OperåScope®

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

To learn more, call (855) 546-2633 or
visit linascope.com.
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EDITORIAL
by CATHERINE Y. SPONG, MD

Beating the heat

I

t has been one hot summer, especially here in the Dallas-Fort Worth, Texas, area.
We saw a record-breaking streak of consecutive days over 100 °F and without
rain. With the summer months sweltering on, the editors and contributors of
Contemporary OB/GYN® have been hard at work carefully crafting a great issue
that touches upon a variety of subjects within obstetrics and gynecology. There are
several excellent must-read articles this month, including:

The cover story is an article by Melissa M. Mauskar, MD; Hunter J. Pyle, BBA; and
Audrey K. Rutherford, MD, on vulvovaginal dermatology essentials needed every
day to accurately identify various vulvar conditions and determine the appropriate
treatment. The authors also provide information on how to best approach patients
with vulvovaginal concerns in the clinic.

The Contraception section article, written by Danielle M. Alm, PharmD, BCPS, BCPPS;
Reina Puri; and Christine Payne, takes a deep dive into the various contraceptives
on the market and describes some best practices for discussing birth control with
adolescent patients.

The Practice Matters column by Brian K. Iriye, MD; and James D. Keller, MD, provides
thoughtful and informative tips on how to make meetings both effective and efﬁcient.

The Life Transitions section explains the latest phase 3 data for fezolinetant (Astellas
Pharma) to treat moderate to severe vasomotor symptoms associated with menopause. The data were presented at the American College of Obstetricians
and Gynecologists Annual Clinical and Scientiﬁc Meeting held in May 2022 in San
Diego, California.

Finally, the Well Woman section features an article by Bertie Geng, MD; and Alla
Vash-Margita, MD, about cervical cancer screening guidelines in adolescents. And
although average-risk adolescents don’t need Papanicolaou tests, this article gives
an update on special populations of adolescent patients who do.
So, as you sit back, relax, and read this August issue of Contemporary OB/GYN® (I
hope by a pool or in the shade), please let me know whether there are any topics you
would be interested in reading about. Email me at cspong@mjhlifesciences.com. 

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

DISEASE

PEER-REVIEWED

Essentials of vulvovaginal
dermatology
Correct terms and education can help normalize the
conversation for patients
by MELISSA M. MAUSKAR, MD; HUNTER J. PYLE, BBA; AND AUDREY K. RUTHERFORD, MD

R

ecognizing and appropriately managing common
vulvar conditions is
essential to preserve patient
quality of life and prevent
irreversible architectural sequelae.
Patients with vulvar dermatoses often
report a significant delay from symptom onset to diagnosis. This delay is
multifactorial and includes patient and
provider reluctance to discuss vulvovaginal or other intimate symptoms. In
addition, most women do not examine
their vulvas.
Results of a study showed that only
15% of participants were able to correctly sketch vulvar anatomy, 67% had
not heard of vulvar self-examination,
and 61% approached their genitalia

MELISSA M. MAUSKAR, MD,
is an associate professor of
dermatology and obstetrics and
gynecology at UT Southwestern
Medical Center in Dallas, Texas.
She is the founder and director of
the Gynecologic Dermatology clinic
at UT Southwestern.
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with feelings of shame and embarrassment.1 It is important that providers be
comfortable initiating these conversations to prevent diagnostic delay and to
give patients accurate information and
timely treatment.

Lichenoid conditions
Using the correct terms allows providers to develop a wide differential
diagnosis (Figure 1). An important
concept in vulvovaginal dermatology is lichenoid eruption, a diverse
group of inflammatory skin diseases
sharing common morphology and/or
histopathology. Distinguishing among
the various lichenoid conditions of
the genitalia, including vulvar lichen
sclerosus (VLS), vulvovaginal lichen

HUNTER J.
PYLE is a fourthyear medical
student at the
UT Southwestern
Medical Center in
Dallas, Texas.

planus (VLP), and vulvar lichen simplex
chronicus (LSC), is important because
optimal treatments vary. Although all
3 conditions may present primarily
with pain or pruritus, features such as
anatomic involvement, risk factors, and
associations may differ. VLS and VLP are
primary cutaneous disorders, whereas
vulvar LSC is a secondary skin condition resulting from another underlying
dermatosis, infection, or psychological
or neurologic condition. VLS primarily
affects external genitalia, whereas VLP
may affect both the vulva and vagina.

Vulvar lichen sclerosus
VLS is a chronic, often progressive
dermatologic condition that involves the
anogenital region. The prevalence of VLS

AUDREY K. RUTHERFORD, MD, is a
dermatologist who recently graduated from
the dermatology residency program at UT
Southwestern in Dallas, Texas. Her current
practice is in Salt Lake City, Utah, where she
treats women with vulvar dermatoses as well
as practices general medical, surgical, and
cosmetic dermatology.
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is not well established, though it is likely
an underrecognized and undermanaged condition. Results of large cohort
study showed an estimated prevalence
in the United States of 0.05%, with 79%
of diagnoses in women between the ages
of 45 and 65 years but 16% of diagnoses
in women between the ages of 18 and 44
years.2 Most patients present with vulvar
pain, pruritus, or irritation, but patients
may be asymptomatic. Patients eventually diagnosed with VLS may have yeast
infections for years (Figure 2-1). Early
detection of VLS is critical to preventing irreversible architectural sequelae
and vulvar squamous cell carcinoma
(SCC). Skin changes that may be evident
upon vulvar inspection include white,
atrophic papules that may coalesce into
plaques, often affecting the labia minora
or majora (Figure 2-2, Figure 2-3). Early
VLS may have a nonspecific presentation, so a high degree of suspicion must
be maintained. Varying degrees of architectural change may be present in later
disease stages. It is important to note
indurations and small erosions, which
could be signs of SCC, even in younger
patients. First-line treatment is early use
of a superpotent topical corticosteroid
with continued topical corticosteroid for
maintenance therapy. Patient education
emphasizing treatment adherence is
critical. In a study that spanned 8 years,
patients adherent to topical corticosteroid treatment did not develop SCC or
precursor vulvar intraepithelial neoplasia (VIN), and adhesions and scarring
developed in only 3% of patients. 3
Reports of symptomatic control also
were higher in adherent patients. In
contrast, in patients only partially adherent with treatment, 5% developed SCC
or VIN and 40% developed adhesions
and scarring.3

August 2022
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FIGURE 1.

Select Dermatology Terminology

Macule

Small, nonpalpable lesion, < 1 cm, with color change from
surrounding skin

Patch

Nonpalpable lesion, > 1 cm, with color change from surrounding skin

Papule

Palpable, discrete lesion < 1 cm

Plaque

Palpable, flat-topped lesion > 1 cm

Nodule

Palpable, discrete lesion 1-2 cm that may be solid or cystic

Tumor

Palpable, discrete lesion > 2 cm that may be solid or cystic

Vesicle

Small, > 1 cm, circumscribed skin papule with clear serous or
hemorrhagic fluid; when deroofed, an erosion may be visible

Bulla

Larger, > 1 cm, circumscribed skin papule with clear serous or
hemorrhagic fluid

Pustule

Small, circumscribed skin papule containing purulent (white or yellow)
material

Purpura

Red-purple lesion that may be macular or palpable and does not
blanch with pressure

Erosion

Superficial, focal loss of epidermis with intact dermis

Ulceration

Focal loss of epidermis and at least part of dermis

Lichenification

Dry, leathery thickening of skin with exaggeration of skin markings,
secondary to chronic excoriation or rubbing

Labial
adhesion

Complete or partial fusion of labia majora or minora (eg, agglutination)

Tissue paper
changes

Thin, wrinkled, white skin

Vaginal
obliteration

Closure of the vagina

Fissure

Thin, deep, linear skin split extending into dermis

Target lesions

Typical target: round lesion with 3 concentric color zones; targetoid
lesion: targetlike in appearance, but with 2 concentric color zones

Figure provided by author

Vulvovaginal lichen planus
VLP is an inflammatory condition and
subtype of lichen planus (LP) that most
commonly affects women between
50 and 60 years of age.4,5 Although the
incidence and prevalence of VLP is
unknown, most women with LP have

genital lesions. 6 Most frequently,
patients will present with soreness, pruritus, or genital burning. Skin changes
depend on the type of VLP and may
involve erosions (Figure 2-4), papules,
or hypertrophic lesions that appear
roughened or thickened. Erosive LP

CONTEMPOR ARY OB/GYN ®
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FIGURE 2-1

FIGURE 2-2

FIGURE 2-3

FIGURE 2. Vulvar Dermatoses, Clinical Images FIGURE 2-1: Typical hypopigmented tissue paper wrinkling in a patient with
vulvar lichen sclerosus. FIGURE 2-2: Introitus erosions with surrounding lacy/reticular border in a patient with erosive vulvovaginal
lichen planus. FIGURE 2-3: Hypopigmented macules in a patient with vulvar lichen sclerosus. (Figures provided by author)
may result in tissue destruction with
resulting dysuria and dyspareunia, and
it may also affect oral mucosa with
erosions, lacelike white lines, and
scarring, a helpful diagnostic clue for
patients with less obvious vulvovaginal findings. Vaginal involvement is
common in VLP, distinguishing it from
VLS.7 There is high risk for vulvovaginal
adhesions in these patients. Treatment
with superpotent topical corticosteroid in the first line leads to symptom
relief or resolution in many patients.
A multimodal treatment strategy may
be required: Thirty-seven percent of
patients require multiple agents to
control symptoms and disease progression.8 Systemic treatment options
include methotrexate, mycophenolate

10
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mofetil, acitretin, or others; there is no
clear consensus for first-line systemic
treatment. Dilators and vaginal hydrocortisone are helpful in prevention and
management of vaginal adhesions and
scarring.9 Patients with VLP also may
develop pelvic floor dysfunction and
chronic vulvodynia, even upon disease
control, due to nerve sensitization.

Allergic and irritant contact
dermatitis of the vulva
Allergic and irritant contact dermatitis
(ACD/ICD) frequently occur concomitantly with other vulvar conditions as
preexisting dermatosis impairs skin
barrier function. In patients with vulvar
ACD, the most common concomitant
vulvar diagnoses are VLS followed by

LSC.10 This may complicate the clinical picture and lead to diagnostic and
management delays. Therefore, vulvar
ACD/ICD should be considered when
patients with vulvar disease are not
improving with standard treatment.
Vulvar ICD may occur acutely or, more
commonly, chronically. Symptoms in
vulvar ACD may become apparent 1 to
2 days after allergen exposure, but commonly the exposure is unrecognized
and may only slowly produce symptoms
and eruption. This frequently leads
to difficulty in identifying the culprit
allergen. Patients with ACD/ICD often
present with nonspecific vulvar pruritus
or burning. Skin changes in vulvar ACD/
ICD are similar and include erythema,
edema, vesicles, bullae, and oozing.

August 2022
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patients. Patients should be counseled
on the importance of cleaning the
vulva with lukewarm water without
harsh or fragranced soaps, cleansers,
or detergents, and using sitz baths
for additional symptomatic relief.
Topical corticosteroid ointments may
be used in severe or chronic disease,
and antihistamines may be used for
pruritus. Patients may benefit from a
dermatology referral for patch testing
to identify possible culprit allergens,
which is a more appropriate testing
modality to identify contact allergens
than the skin prick test commonly
performed by allergist physicians.

FIGURE 2-4

FIGURE 2-5

Lichen simplex chronicus

FIGURE 2-4: Pustules on an erythematous base in a patient with vulvovaginal
candidiasis. FIGURE 2-5: Erythematous thickened, corrugated plaques with
accentuation of skin markings on the labia majora and inguinal folds characteristic
of lichenification found in lichen simplex chronicus. There is also a thin white scale
on the leftinguinal fold. (Figures provided by author)

Thus, clinical differentiation of vulvar
ACD/ICD is not reliable. The diagnosis
of vulvar ICD is based on history and
establishment of a potential irritant,
whereas vulvar ACD may be established
with patch testing.
Patients with vulvovaginal symptoms have often tried various topicals
for symptom resolution before seeking
medical attention. Common vulvar
irritants include body fluids, hygiene or
personal care products, heat, excessive

August 2022

bathing, medications, soaps, and
detergents.11 The most commonly identified allergens in ACD are fragrances,
preservatives, and medications including neomycin and topical anesthetics.10,12,13 Patients may have an allergy to
topical corticosteroids,10,14 which are an
important first-line treatment for many
vulvar dermatoses (Figure 315). ACD/
ICD treatment includes discontinuing
potential irritants and allergens, using
petroleum on erosions, and educating

LSC is a reactive skin disorder
secondary to chronic skin rubbing
or scratching, often in response to
persistent pruritus or irritation, regardless of primary problem. It results in
secondary changes of skin including
thickening and lichenification (Figure
2-5), with a moderately well-defined
scaly plaque. Patients with other
vulvar dermatoses often develop LSC
in response to chronic scratching.
Patients with LSC can pose a diagnostic
challenge as primary skin conditions
cannot be appropriately diagnosed
until there is improvement in LSC
symptoms and cutaneous changes.
LSC is typically a clinical diagnosis, and
management centers on disrupting the
itch-scratch cycle, in which pruritus
leads to scratching, which perpetuates
and worsens inflammation. First-line
medical treatment often includes a
short course of medium-potency
topical corticosteroid to promote
active lesion resolution. Upon treatment of LSC, an underlying primary
vulvovaginal dermatosis may be more
readily identifiable and addressed.

CONTEMPOR ARY OB/GYN ®

11

VULVOVAGINAL

PEER-REVIEWED

FIGURE 3.

Topical Corticosteroid Pearls

15

1

Steroid absorption varies by location on vulva. Steroid-resistant areas include
glabrous skin of clitoral hood, clitoris, interlabial folds, labia minora, vestibule, and
perineum. Steroid-sensitive areas includes labia majora and perianal regions.

2

Demonstrate and emphasize appropriate placement of topical steroids with patients. Apparent ineffectiveness may be the result of misapplication or insufficient
patient education.

3
4

Topical steroids are safe when used correctly. Long-term inappropriate use may
lead to atrophy, neovascularization, hypertrichosis, or steroid acne.

5
6
7

Systemic absorption of topical corticosteroids is uncommon.

It is important to note that patients with vulvovaginal dermatologic conditions often
require high- or super-high potency topical steroids for extended periods of time.
These patients can safely use these products due to their conditions, and providers
should emphasize the safety of using these products longer-term if appropriately followed by a knowledgeable provider.

Corticosteroid ointments are stronger and generally better tolerated by patients.

Based on appropriate use of less than a pea-sized or lentil-sized amount of topical
medication to the anogenital area, appropriate prescription sizes include: 15 g for
an approximate 3-month supply and 30 g for an approximate 6-month supply.

8

Counsel patients that it is not necessary to reapply the steroid after using the toilet.
If the patient desires to use a topical product after toileting, plain petroleum jelly
and zinc oxide barrier paste are safe alternatives.

9
10

Tell patients that if topical steroid has been rubbed in well, it is absorbed after approximately 30 minutes.
Exercise caution when prescribing combination antifungal and topical steroids.

Genitourinary syndrome of
menopause
Genitourinary syndrome of menopause
(GSM), formerly called vulvovaginal
atrophy or atrophic vaginitis, refers to a
collection of signs and symptoms that
occur in menopausal women secondary
to decreased stimulation of estrogensensitive tissues, including the vulva,
vagina, urethra, and bladder. GSM is
very common. In fact, vulvovaginal
symptoms occur in 39% to 51% of postmenopausal women, with the majority
having moderate to severe symptoms,

12
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and one-third stopping sexual activity
because of their symptoms.16 Unfortunately, many women do not recognize
vulvovaginal atrophy and are reluctant
to discuss vaginal or sexual symptoms
with health care professionals.16 Most
women with GSM believe that their
vaginal symptoms are a normal part
of aging.16 Symptoms seen in GSM
include genital dryness, discomfort,
burning, dyspareunia, dysuria, urinary
incontinence, and recurrent urinary
tract infections. Physical changes may
include a vaginal epithelium that is a

FIGURE 4.

1
2
3

Intake Questionnaire,
Select Example
Questions20

What is your vagina/vulvar
diagnosis, if it is known?
When did the problem first begin?

What are your vaginal/vulvar
symptoms (itching, burning,
rawness, pain with sexual activity,
etc)?

4

If you are itchy, is this an itch
that makes you want to rub and
scratch? If you rub or scratch, does
this feel good at first?

5
6

Has this been a constant problem?

Do you ever have pain/burning/
rawness or soreness when nothing
is touching or has recently touched
the area?

7

Have you noticed anything that
worsens this problem? If yes,
what?

8
9

Do symptoms interfere with your
sleep?

If you are sexually active, do you
have pain with intercourse or
sexual activities?

paler pink hue with decreased rugation,
diminished pubic hair, decreased turgor
and elasticity of the vulva, and minimization of the labia minora. GSM is a
clinical diagnosis. Women have a strong
desire for health care professionals to
initiate conversations regarding GSM.16
First-line treatment includes vaginal
moisturizers, personal lubricants, and
low-dose vaginal estrogen. Of note, multiple studies have shown no increase in
risk of cardiovascular disease or cancer
with low-dose vaginal estrogen use.17,18
In addition, low-dose vaginal estrogen
has minimal systemic absorption and
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does not increase plasma
estradiol to premenopausal
levels, study results show. 19
In cases of advanced symptoms, pelvic physical therapy
may be beneficial, particularly for urinary incontinence
and dyspareunia.

Talking to a patient
about vulvovaginal
concerns
Before the clinic visit, intake
questionnaires provide the
patient with space to answer
sensitive questions (Figure
420). During evaluation, review
the patient’s hygienic practices
and product usage. Patients
should be asked whether they
engage in a vulvar washing
or cleaning practice. In our
society, where patients unfortunately are taught that their
vulvas are unclean, patients
FIGURE 5. Annotated patient photograph
may believe that symptom
(Figure provided by author)
resolution is only a matter of
washing more thoroughly or
vigorously. Such aggressive cleaning
Prior to physical examination, have
can lead to recalcitrant vulvar disease.
a chaperone or assistant enter the
Also note any products that patients
room and obtain patient verbal conmay be using after toileting, such as
sent. Patient communication before
wet wipes, that could lead to vulvar
and during examination increases
ACD/ICD. In reviewing medication
participation and facilitates patient
control and autonomy. For new patients
and product usage, document the
location of genital application. This can
or those with notable vaginal discharge,
be completed during the exam with
obtain wet and KOH preps to assess for
direct patient demonstrations by having
infection and diagnostic clues (such
the patient apply plain petroleum jelly
as parabasal cells in GSM). Using a
to herself as if it were medication. Frehand mirror allows patients to see
quently patients do not directly visualize
where medication should be applied.
where they are applying products or are
The patient’s position on the examinausing inappropriate amounts of topical
tion table is crucial to optimize their
therapies, which may lead to inadequate
viewing of medication application. The
undertreatment of some locations or
patient may use petroleum jelly at this
inappropriate overtreatment of others.
point to demonstrate how they apply
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medication, which provides
another opportunity for redirection or educational intervention
if application is incorrect.
A vulvar biopsy may be needed
to diagnose conditions when the
clinical diagnosis is uncertain.
Biopsy type depends on clinical
impression. Shave biopsy may be
used for suspected VLS or VLP,
whereas punch biopsy should
always be used for ulcerations
or suspected malignancy. Get a
biopsy for suspected VLS in the
crinkly area, suspected VLP at the
edge of defect such that normal
skin is included, and suspected
malignancy in the center or
border of the lesion.
During the management
portion of the clinic visit,
patient handouts and literature
reinforce information covered
during the clinic visit, and a
photograph of the patient’s
genital area may be obtained
and annotated for patient
medical or personal records
after patient consent. Reviewing this
photograph with the patient allows
them to clearly see affected areas and
visualize where topical medications
should be applied. The photograph
may be annotated to specify the location, amount, and frequency of topical
medication application (Figure 5).
After the clinic visit, give the patient
this annotated photograph to take
home to use as a guide for treatment
application. At future clinic visits, this
initial photograph may be reviewed to
demonstrate clinical improvement or
changes, and a new photograph may
be taken and annotated to help communicate any necessary adjustments
to areas of topical application.
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At subsequent visits, the differential
should be revisited, especially if the
patient is not improving, as treatment
failure may be the result of missed diagnoses. A patient may have more than 1
condition concurrently affecting the vulva
and vagina, which may be causal or only
associated with one another. It is equally
important to rediscuss exposures, hygiene,
and medications, as patient habits may
evolve and complicate conditions or
be misinterpreted as flares of primary
processes when instead they represent a
new secondary or concomitant process,
such as development of new ICD. 

FOR REFERENCES VISIT
contemporaryobgyn.net/vulvo-derm

Appropriate descriptions of cutaneous vulvovaginal ﬁndings are

QUICK
TAKES

essential for accurate diagnosis.
The most common vulvovaginal dermatologic conditions include
vulvar lichen sclerosus, vulvovaginal lichen planus, allergic and irritant
contact dermatitis, genitourinary syndrome of menopause, and
secondary cutaneous change of lichen simplex chronicus.
In obtaining patients’ vulvovaginal histories, strive to understand
everything that the patient is doing at home and normalize the
conversation with the patient.
When managing vulvovaginal disease, emphasize patient education
and demonstrations, and consider using photographs.
Vulvovaginal disease is multifactorial in etiology and manifestations.
Appropriate referrals to dermatology, urology, psychology, and pelvic
ﬂoor rehabilitation are important. Advise patients that purposefully
being treated with a multidisciplinary strategy allows for
optimal healing.
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Having “the talk”
with adolescents
INSIDE THE
PRACTICE ®
Chris Labaki, MD, research
associate in medicine at
Dana-Farber Cancer Institute
in Boston, Massachusetts,
discusses a recent study
investigating cancer clinical
trials and the rising accrual
rates after COVID-19.
medicalworldnews.com/view/
inside-the-practice-impact-ofcovid-19-on-clinical-trials

Kanani Titchen, MD, assistant clinical professor of adolescent and young adult
medicine at University of California San Diego School of Medicine; Helen Wang,
MD, assistant clinical professor at University of California San Diego; and Samantha Hill, MD, MPH, assistant professor at The University of Alabama at Birmingham,
discuss the importance of having “the talk” with adolescent patients, how to deal
with shy patients, and ways to allay the fears of both patients and parents.
medicalworldnews.com/view/second-opinion-having-the-talk-withadolescents
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EXPERT PERSPECTIVES ON

Advances in Cervical
Cancer Screening

O

nce the leading cause of cancer-related deaths
in women in the United States, cervical cancer
remains a difficult-to-treat malignancy for which
early detection remains a significant unmet need.
The decline in cervical cancer–related deaths over the past
several decades largely can be attributed to the development
and increased use of screening technologies.1

Watch the full
video series at
ContemporaryOBGYN.net

In a recent Contemporary OB/GYN® Viewpoints video
series sponsored by Roche Diagnostics, Thomas C. Wright
Jr, MD, professor emeritus of pathology and cell biology at
Columbia University in New York, New York, and managing
director of Research Pathology Associates in Irvington, New
York, led a wide-ranging discussion with experts in obstetrics
and gynecology. This session covered clinical factors that
inform the testing and screening for cervical cancer and
advances in screening that may shape the future of cervical
cancer diagnosis. Ahead is a summary of key points and
clinical insights from the discussion.

HPV and Cervical Cancer Screening
Guidelines and Practices

One of the keys to curbing cervical cancer is vaccination against
human papillomavirus (HPV) infection. According to Mark H.
Stoler, MD, FASCP, professor emeritus of pathology, cytology,
and gynecology and director of the Gynecological Pathology
Fellowship Program at the University of Virginia Health System,
Charlottesville, and a pathologist at PRW Laboratories in
Charlottesville, 95% of all cervical cancers are caused by HPV.2
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Because of this, high-sensitivity screening is needed.
According to Stoler, the sensitivity of the test is what drives
the performance of screening. “We do [Papanicolaou] testing
in the United States with current FDA [United States Food and
Drug Administration]–approved tests, [and] 10% to 15% of
women are positive. Eighty-five percent [of tests] are negative,
and you want ‘negative’ to mean ‘safe.’ What we’ve learned in
the past 10 to 20 years is that a negative [Papanicolaou result],
which we used to think [is] safe, only means [that a patient is]
safe for about a year or so. It doesn’t predict long-term safety,
because [Papanicolaou tests are] not that sensitive.”
Emily K. Hill, MD, a clinical associate professor of
Obstetrics and Gynecology–Gynecologic Oncology at the
University of Iowa Healthcare Center in Iowa City, Iowa,
explained that HPV testing provides more sensitivity with
regard to identifying women who are at risk for cervical
dysplasia or cervical cancer. “Where the challenge comes in
is the specificity....[With] HPV primary screening, especially
focusing on that alone in populations that haven’t had as
much of an uptake of HPV vaccination as we’d like,…you’re
certainly going to pick up a lot of women who are positive
for HPV, but maybe transiently....[They] are not [at] as high of
a risk of having dysplasia,” she said. “That’s where there is
room for cytology and/or other tests.”
Updated American Cancer Society guidelines recommend
initiating cervical cancer screening in patients aged 25 years
using HPV testing alone.3 The panelists agreed that this could
have a notable impact moving forward.
Hill noted that HPV vaccination rates are low in the US
population; therefore, there are going to be a lot of positive
HPV tests that will have to be further examined to find
negative cytology results.
Sangini S. Sheth, MD, MPH, FACOG, an associate
professor and director of diversity, equity, and inclusion in the
Department of Obstetrics, Gynecology, and Reproductive
Sciences and the associate chief and director of colposcopy
and cervical dysplasia in the division of gynecologic
specialties at the Yale School of Medicine in New Haven,
Connecticut, agreed and added, “The primary HPV screening
algorithm does incorporate triage of a positive HPV result.
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That can help improve the specificity. Otherwise, we just
have to work through the implementation issues, and we
need our various institutions…to change how they measure
[performance of] cervical cancer screening [and] to include
primary HPV screening as an acceptable modality.”

Recent Advances in Screening and
Looking Ahead

As more HPV-vaccinated individuals reach the screening age,
there may be a change in diagnostic modalities as there is
more interest in primary HPV screening, noted Sheth. “As we
have increased screening rates, we could see the intervals
shift, and we could see the age change [for] initiation of
screening. It’s hard to predict right now, because the vaccine
has been available to us for over 15 years, and we’re still so far
from that optimal vaccination rate that it’s hard to know when
we’re going to get there,” she said.
As current triage tools are not optimal for resolving the
dilemma of discrepant results, women are retested over time
to identify persistent HPV infections. Some patients whose
tests reveal an abnormal cytology are managed differently
from those whose tests have a negative cytology, depending
on the type of HPV (ie, 16 or 18) involved, according to Wright.
There are other triage methods that are currently available
and under development, including CINtec® PLUS (Roche
Diagnostics), which tests for the P16 and Ki-67 proteins
in Papanicolaou test specimens. “Normal cells will not
coexpress P16 and Ki-67, whereas neoplastic cells do,”
noted Wright.
The CINtec® PLUS Cytology test’s dual-staining result
identifies abnormal cells in cervical cytology samples
to confirm the presence of transforming HPV infections,
independent of age, vaccination status, HPV genotype,
or morphology. “We can use that cytology as a way
of determining whether or not there is a CIN [cervical
intraepithelial neoplasia] really present or not,” he said.
Results from the IMPACT trial along with data from the
ATHENA study led to the FDA approval of a laboratory
test designed to detect HPV in cervical samples.4-7 Stoler
explained, “[The data] looked at the primary HPV screening
algorithm [and] at the performance of triage test[ing]. What we
found in those studies repeatedly is that CINtec® PLUS (or [a]
P16/Ki-67 dual stain, as a scientific name for the procedure)
outperformed cytology by a significant fraction. Remarkably,
it does something that’s very rare in laboratory testing. It
was 25% to 30% more sensitive, and [it] found [evidence of
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CIN3],…or the precancers of the HPV-positive population,
more effectively than [did] cytology, even at the lowest
threshold of cytologic abnormality. It was simultaneously
more specific, at least in some of the analyses.” He observed
that it greatly improved the safety and efficacy of the triage
procedure. Thus, with this dual-stained–cytology triage, HPVpositive women effectively can be referred to colposcopy,
which could lead to the identification of precancerous lesions.
Given the unmet needs in screening for cervical cancer,
the panelists agreed that the ultimate goal is to work toward
elimination of the disease. Noted Sheth, “The final piece [for
patients] who have abnormal results is the linkage of care to
follow up on abnormal results.”
Said Stoler, “The whole purpose of screening is to find the
precancer; if you can’t treat the precancer, you’re not doing
anything with screening.” The development of information
systems and application software, such as that offered by the
American Society of Colposcopy and Cervical Pathology, can
help health care professionals to acquire data from the patient
record to help improve patient treatment. He added, “We now
have so much good data that [allows us to] more precisely, at
the individual level, synthesize these data and give [the patient]
a risk [status] that clearly tells the clinician what should happen
to the patient.” 
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Fezolinetant demonstrates
positive results for VMS
by BOB KRONEMYER

T

he investigational oral
nonhormonal compound
fezolinetant (Astellas
Pharma) produced a significant reduction in moderate to severe vasomotor symptoms (VMS) associated with menopause compared
with placebo, according to results of
a pivotal phase 3 study presented in
May at the 2022 American College of
Obstetricians and Gynecologists Annual Clinical & Scientific Meeting in
San Diego, California.
“As [many] as 70% of perimenopausal
and menopausal women [have] moderate to severe VMS and consequently
experience a significantly reduced
quality of life,” said coinvestigator and
presenter Genevieve Neal-Perry, MD,
PhD, professor and chair of the Department of Obstetrics and Gynecology at
the University of North Carolina School
of Medicine in Chapel Hill. “However,
many women cannot or choose not to
use menopausal hormone therapy.”
Although there are nonhormonal
alternatives on the market, “many
have [adverse] effect profiles that are
intolerable and cause patients to stop
using them,” said Neal-Perry.
Fezolinetant is an investigational
nonhormonal selective neurokinin-3
receptor antagonist that blocks a specific receptor in the hypothalamus, the
temperature control center of the brain,
to reduce the frequency and severity
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of moderate to severe VMS associated
with menopause.
The phase 3 SKYLIGHT 1 trial
(NCT04003155) enrolled 501 women,
and investigators concluded that
fezolinetant, administered once daily

37.4%, 43.4%, and 44.6% of women
in the 30-mg, 45-mg, and placebo
groups, respectively. Headache was
the most common TEAE and serious
TEAEs occurred in less than 2% of
patients receiving fezolinetant.

“I was surprised by the rapid response of patients with
moderate to severe VMS symptoms to fezolinetant. Unlike other
nonhormonal therapies, which take as long as 4 to 8 weeks to
achieve relief, fezolinetant provides symptom relief within 1 week
of treatment.” – Genevieve Neal-Perry, MD, PhD
at either a 30-mg or 45-mg dose, met
all primary end points.1
For the coprimary end point of
reduction in daily (24 hours) mean
frequency of moderate to severe VMS
versus placebo, on a scale of 1 to 3,
30 mg of fezolinetant demonstrated a
–1.87 (P < .001) and a –2.39 (P < .001)
mean change at weeks 4 and 12,
respectively. At the 45-mg dose, fezolinetant showed a –2.07 (P < .001) and a
–2.55 (P < .001) mean change at weeks
4 and 12, respectively.
In the other coprimary end point
of reduction in daily mean severity of
moderate to severe VMS versus placebo,
fezolinetant 30 mg demonstrated a
–0.15 (P = .012) and a –0.24 (P = .002)
mean change at weeks 4 and 12,
respectively. Similarly, the 45-mg dose
of fezolinetant showed a –0.19 (P = .002)
and a –0.20 (P = .007) mean change vs
placebo at weeks 4 and 12, respectively.
Treatment-emergent adverse
events (TEAEs) were reported by

“I was surprised by the rapid
response of patients with moderate to
severe VMS symptoms to fezolinetant,”
Neal-Perry said. “Unlike other nonhormonal therapies, which take as long as
4 to 8 weeks to achieve relief, fezolinetant provides symptom relief within
1 week of treatment.”
If approved, the availability of a highly
effective nonhormonal therapy for the
treatment of VMS would be a new
option for vulnerable patient populations who cannot use hormone therapy,
according to Neal-Perry.
DISCLOSURE Neal-Perry serves on the scientiﬁc
advisory board of Astellas Pharma and is an
investigator for Organon/Merck.
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OBSTETRICS
Structural racism
is tied to COVID-19
infection and increased
adverse birth outcomes
by BOB KRONEMYER

N

eighborhood measures
of structural racism were
strongly linked to both
COVID-19 infection and
preterm birth among non-White
pregnant women, according to results of a prospective study published
in American Journal of Obstetrics &
Gynecology + MFM.1
The Generation C study was launched
by the Icahn School of Medicine at
Mount Sinai in New York, New York,
after the onset of the pandemic to assess
the effect of COVID-19 on pregnancy,
as well as on the infants born during
the pandemic.
“We wanted to respond to the urgent
need to understand how racism and
the social and economic impact of the
pandemic, coupled with [COVID-19]
infection, may heighten risk to pregnant persons and their infants,” said
co–principal investigator Teresa Janevic,
PhD, codirector of The Blavatnik Family
Women’s Health Research Institute and
an associate professor at Icahn School
of Medicine.
The investigators examined data from
967 pregnant patients from New York,
New York, of whom 38% were White,
17% Black, 30% Latina, 9% Asian,
4% of other race or ethnicity, and 1% of
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unknown race or ethnicity.1
Structural racism stemming from
social/built structural disadvantage
and racial-economic segregation,
pandemic-related stress gauged by
community COVID-19 mortality, and
an increase in community unemployment rate were assessed.
Overall, 20% of the pregnant women
tested COVID-19 seropositive, and the
overall risks of preterm birth and smallfor-gestational-age (SGA) newborns
were 8.4% and 9.8%, respectively.1
In adjusted analyses, however, structural racism measures and community unemployment were significantly
linked to both COVID-19 infection and
preterm birth, but not to babies being
born SGA. The COVID-19 mortality rate
was associated with COVID-19 infection but not to preterm birth or SGA
infants. In addition, no interaction was
found between COVID-19 infection and
neighborhood measures on preterm
birth or SGA infants.1
“Although asymptomatic or mild
COVID-19 infection did not increase
the risk of preterm birth in our study,
the infection in combination with community disadvantage and stress could
magnify any harmful influence of the
infection,” Janevic told Contemporary
OB/GYN®. “This was not the case, at least
with asymptomatic or mild COVID-19.

Yet, community disadvantage and
pandemic-related increases in unemployment, regardless of infection, were
associated with an increased risk of
preterm birth.”
Health care providers can support
policies and programs that dismantle
or counter structural racism, according to Janevic. “Providers can also
work together with community-based
organizations to gain an understanding
of how to best provide care that treats
the patient within the patient’s own
community context,” she said.

“Policies across sectors
at every institutional and
governmental level need to be
critically examined and retooled
to rectify structural racism.”
–Teresa Janevic, PhD

Equity leaders from the New York
City Department of Health and Mental
Hygiene “have made excellent recommendations for investing and showing up in priority communities—for
example, expanding nurse home visit
programs to the families of newborns
to connect them to needed services,”
Janevic said. “However, policies across
sectors at every institutional and
governmental level need to be critically examined and retooled to rectify
structural racism.” 
REFERENCE
1. Janevic T, Lieb W, Ibroci E, et al; Krammer
Serology Core Study Group. The inﬂuence
of structural racism, pandemic stress, and
SARS-CoV-2 infection during pregnancy with
adverse birth outcomes. Am J Obstet Gynecol MFM. Published online April 21, 2022.
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Epidural analgesia is
linked to offspring autism
by BOB KRONEMYER

more likely to live in an urban setting,
and were more likely to have a higher
ntrapartum epidural analgenumber of health care encounters in
the 5 years prior to birth.
sia was linked to autism specMothers in the exposed group also
trum disorder (ASD) in offwere more likely to be nulliparous,
spring, according to results of
receive antenatal care from an obstea retrospective study published in
trician, and deliver in a hospital with
JAMA Network Open.
The population-based cohort study
a higher number of obstetrical beds
enrolled 650,373 mother-offspring pairs
and higher level of maternity care.
in Ontario, Canada. Results showed that
Furthermore, exposed mothers were
the analgesia was statistically
more likely to have undergone
associated with a small increase
induction or augmentation of
in risk of ASD.
labor and, accordingly, were
The study’s authors, who
more likely to receive oxytocin.
noted there is conflicting
Three study limitations were
OFFSPRING WITH AUTISM SPECTRUM DISORDER
evidence on the connection,
potential exposure misclassifiWHOSE MOTHERS RECEIVED INTRAPARTUM EPIDURAL cation; the case-finding algoassessed the health and adminANALGESIA VS THOSE WHOSE MOTHERS WERE
istrative records of singleton
rithms to identify individuals
UNEXPOSED, RESPECTIVELY.
live births by vaginal delivery
with ASD in health administrabetween April 1, 2006, and
tive data are subject to misclasMarch 31, 2014, via the Better Outcomes
sification bias; and study findings may
1.30; 95% CI, 1.25-1.36; IPTW-adjusted
Registry & Network Ontario data set.
not be generalizable to other settings
HR, 1.14; 95% CI, 1.08-1.21).
The authors noted neonates of less
The results did not qualitatively differ
because the environmental factors that
than 24 weeks’ gestation or weighing
in post hoc analyses. For example, 31.5%
affect neurodevelopment, diagnoses
less than 500 g at birth were excluded.
of offspring had a documented head
and physician billing practices likely
Offspring were followed from
injury during the follow-up period.
vary by jurisdiction.
18 months of age until ASD diagnosis,
The IPTW-adjusted HR for head
Still, the topic justifies further invesloss to follow-up, or the end of the study
tigation because of continued interest
injuries associated with exposure to
in December 2020, whichever occurred
among investigators, health care
intrapartum epidural analgesia was
first. The primary outcome was ASD
1.01 (95% CI, 1.00-1.02).
practitioners, and patients, according
“The biological plausibility of this
to the authors. 
diagnosis after 18 months of age, for
which the median (IQR) follow-up time
association, however, remains unclear,
was 9.7 years. The mean maternal age
and the finding must be interpreted
REFERENCE
Murphy MSQ, Ducharme R, Hawken S,
at delivery was 29.7 years. The offspring
with caution,” the authors wrote.
et al. Exposure to intrapartum epidural
had a mean gestational age at delivery of
Compared with mothers in the unexanalgesia and risk of autism spectrum disorder in offspring. JAMA Netw
39.1 weeks, of whom 50.7% were male.
posed group, mothers who received
Open. 2022;5(5):e2214273. doi:10.1001/
Overall, 64.4% of the motherintrapartum epidural analgesia were
jamanetworkopen.2022.14273
more likely to live in neighborhoods
offspring pairs were exposed to
with a higher median income, were
intrapartum epidural analgesia. The
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exposed and unexposed groups were
similar in all maternal and newborn
characteristics after inverse probability
of treatment weighting (IPTW). ASD
was diagnosed in 1.8% of offspring
whose mothers received intrapartum
epidural analgesia, compared with
1.4% of offspring whose mothers were
unexposed (crude HR for ASD associated with intrapartum epidural analgesia,
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GYNECOLOGY
Using dietary interventions
to manage endometriosis
by BOB KRONEMYER

D

ietary interventions can positively affect endometriosis,
according to a systematic
review of study results published in the
journal Reproductive Sciences.1
By conducting an electronic literature
search of MEDLINE and COCHRANE,
the authors identified 9 human and
12 animal studies written in English.1
All of the studies evaluated a different
dietary intervention, which the authors
classified into 1 of 3 principal models:
supplementation with selected dietary
components, exclusion of selected
dietary components, and complete
diet modification.
Interventions included
the following:
supplementation of vitamin D;
vitamins A, C, and E;
omega 3 and omega 6;
quercetin;
vitamin B3;
L-5-methyltetrahydrofolate calcium
salt, turmeric and parthenium;
the Mediterranean diet;
the low–fermentable oligosaccharides, disaccharides, monosaccharides, and polyols (FODMAP) diet;
the low-nickel diet;
and the gluten-free diet.
Despite most study results showing
a positive effect on endometriosis, the
studies had moderate- or high-risk
bias, perhaps due to the challenges of
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The authors encouraged physicians to embrace an evidence-based clinical
approach during consultations with their patients. A multidisciplinary team
should determine the start of any of these diets after the patient has had a
gastrointestinal evaluation to exclude other pathological diagnoses.
conducting dietary intervention trials.
The studies also had high heterogeneity.1
The authors were unable to succinctly
identify subcategories of patients most
likely to benefit from a dietary intervention. However, based on the promising
results of a prospective study published
in 2012 that found that a patients on
a Mediterranean diet had decreased
endometriosis-associated pain, along
with the well-known health benefits and
no risks of the diet, the authors believe
physicians should consider this diet as
a long-term change.2
The study’s nutrition plan included
fresh vegetables, fruit, white meat, fish
rich in fat, soy products, whole grain
meal products, foods rich in magnesium, and cold-pressed oils. The nutrition plan did not include sugary drinks,
red meat, sweets, and animal fats.
However, due to the challenges of
adhering to the Mediterranean diet, such
as costs and cooking habits, patients may
consider a supplementary antioxidant
diet instead for up to 6 months. But more
than 6 months of dietary supplements
cannot be recommended because their
long-term safety is unclear.
Conversely, patients with gastrointestinal (GI)-related abdominal pain,
bloating, constipation, or suspicion
of visceral hypersensibility may

benefit from a gluten-free, low nickel, or
low-FODMAP diet.
Still, these diets may have lower
adherence due to the financial burden
and inherent difficulties. Also, the safety
of a low-nickel diet in the long term has
not been validated, and a long-term
low-FODMAP diet can negatively affect
gut microbiota.1
The authors encouraged that a multidisciplinary team should determine the
start of any of these diets after the patient
has had a GI evaluation to exclude other
pathological diagnoses, they noted.
“[Additional] well-designed randomized controlled trials are needed to
accurately determine the short-term
and long-term effectiveness and safety
of different dietary interventions,” the
authors wrote.
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Patients with
uterine fibroids share
their perspectives
by SANDRA FYFE

R

esults of a study published
in Women’s Health Reports
offer deeper understanding
of women’s experience with
uterine fibroids (UFs), detailed to
investigators in their own words.
Thirty women with heavy menstrual
bleeding (HMB) who participated in
the phase 3, randomized, doubleblind, placebo controlled LIBERY
1 (NCT03049735) or LIBERTY
2 (NCT03103087) trials were
selected for the substudy. Investigators in LIBERTY 1 and LIBERTY
2 had evaluated the safety and
efficacy of relugolix (Myovant
Sciences). Women chosen for the
substudy were from the US trials sites,
fluent in English, and reported improvement on a 5-point global assessment
scale at week 12 for their symptoms. Elke
Hunsche, PhD, vice president of global
market access and health economics and
outcomes research at Myovant Sciences
in Basal, Switzerland, and colleagues
conducted the substudy.
Investigators conducted interviews
via telephone (n = 26) or web-based
video conferencing (n = 4) that were
scheduled between 3 and 14 days after
the final week of the study visit (week
24).1 Participants’ mean age was 43 years
(range, 35-51). More than 86% reported
attending college or higher education.
Twenty-one participants self-identified
as Black or African American.

Hunsche and colleagues used a
semistructured format of open-ended
questions followed by targeted probes to
gather data about women’s experiences
with UFs before and after participating
in the LIBERTY trials. Investigators
asked participants to describe the onset,
frequency, severity, and duration of
their UF symptoms, and to consider
the impact and their lifetime experience
with the condition.

on almost every aspect of women’s lives.
They affected activities of daily life, workschool attendance and productivity,
emotional well-being, sleep quality and
social activities. The symptoms placed a
burden on women physically, emotionally, and financially, she said.
Hunsche explained that the most
important takeaway from the research
was that it “emphasizes the importance
of care providers discussing with
women which symptoms of uterine
fibroids have a significant impact on
their daily lives, so that treatments can
be tailored to individual needs.”
In addition, she said that the interview approach differs from traditional
patient questionnaires by giving
women the chance to freely
share their experiences of UF
symptomatic burden and impact
on their daily lives. “This allows
greater opportunity to identify
symptoms and impacts that are
perhaps discussed less frequently
in the clinical setting,” Hunsche said.
For the next steps, Hunsche said,
“further research should be conducted
in a population of women with UF not
experiencing heavy menstrual bleeding, as well as in countries other than
the US, to assess the burden of UF in a
broader population.” 

Data show that UF symptoms
have a negative impact
on almost every aspect of
women’s lives.
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HMB was reported as the most
frequent symptom (n = 30).1 The impact
of open-ended questions is clear. The
investigators wrote, “One woman characterized HMB as ‘no matter how many
sanitary towels you put in, when the blood
comes out, it drains down to your feet
because it pours.’”1 Pain was the secondmost reported symptom (n = 28; 93.3%),
according to the authors. One participant
described her pain as “a stabbing pain. I
could be walking—just walking around
a store and literally be broke down, like
something literally is trying to rip out of
me—or it’s a sharp, stabbing pain.”1 The
passing of blood clots was also frequently
reported (n = 24; 80.0%).
Hunsche said that the data showed
that UF symptoms had a negative impact

DISCLOSURES Hunsche is employed by Myovant Sciences and is a shareholder of the
company.
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Cervical cancer
screening guidelines
for adolescents
Teenaged girls at average risk don’t need Papanicolaou tests, but
some special populations do
by BERTIE GENG, MD; AND ALLA VASH-MARGITA, MD, FACOG

C

ervical cancer is the fourthmost-common cancer in
women, with an estimated
600,000 new cases each
year around the world.1 Approximately
14,100 women in the United States
will receive new diagnoses of and
4280 will die from cervical cancer in
2022.2 Since the implementation of
national screening guidelines for cervical cancer and development of vaccines
against human papillomavirus (HPV),
cervical cancer rates in the United
States have decreased from 13.9 cases
per 100,000 women in 1975 to 6.4 per
100,000 women in 2021.2 This article
will focus on cervical cancer screening

24

in adolescent girls and women aged
13 to 21 years.

HPV and risk factors for
cervical cancer
Cervical cancer develops largely because
of persistent high-risk HPV (hrHPV)
infection. HPV is one of the most
common sexually transmitted diseases
in the United States. HPV is transmitted
via skin-to-skin contact, and infection
rates are highest in women younger than
30 years and decrease with increased
age.3,4 Prior to the widespread adaptation of HPV vaccines, the prevalence
of HPV infection was estimated to be
27% in US women overall, 40% in

sexually active adolescents aged
14 to 19 years, and 49% in sexually active
women aged 20 to 24 years.4
There are more than 200 strains
of HPV that can be classified as low
risk (6, 11, 42, 43, 44) and high risk
(16, 18, 31, 33, 35, 39, 45, 51, 52, 56, 58,
59). Infections with hrHPV, particularly
strains 16 and 18, are responsible for
approximately 70% of cervical cancers.3
HPV infection is necessary but not
sufficient for the development of cancer.
HPV-16 and HPV-18 contain oncogenes
E5, E6, and E7 that disrupt cell growth
and differentiation pathways that over
time drive normal cervical epithelium
to uncontrolled proliferation.5 However,
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most HPV infections are transient and will be
cleared by the cell-mediated immune system
in 1 to 2 years, particularly in women younger
than 21 years.3 Risk factors associated with
persistent HPV infection and cervical cancer
include cigarette smoking and immunocompromised status.3

History of screening guidelines
in adolescents
Secondary prevention methods aim at detecting precursor lesions that are likely to progress
if untreated. Because of widespread screening
starting in the 1950s, the incidence of and
mortality from cervical cancer decreased by
approximately 50% from 1975 to 2022.2
George Papanicolaou published a landmark
paper in 1943 showing that asymptomatic
cancers can be detected using vaginal smear,
or what is now referred to as
the Papanicolaou (Pap) test,
a form of cervical cytologic
testing.6 The American Cancer
Society (ACS) issued guidelines
on cervical cancer screening
in 1988 that were accepted by
the National Cancer Institute,
American College of Obstetricians and Gynecologists
(ACOG), the American Medical
Association, and several other
national organizations.7,8 These
guidelines recommended
annual Pap tests starting at age 18, or younger
if patients were sexually active. After 3 consecutive normal screens, screening could be
spaced.7 This recommendation was based
on the concern that because HPV is sexually
transmitted, all sexually active women, including adolescents, were at risk of contracting HPV
and developing cervical cancer.
In 2002, the ACS revised guidelines to
recommend starting screening 3 years after
onset of coitarche, or no later than age 21. The
recommendation to begin screening 3 years
after coitarche was based on the estimated

length of time for cervical intraepithelial neoplasia 2 (CIN2) to progress to carcinoma in
situ or invasive cancer in women younger
than 25 years.8 These recommendations were
supported by the US Preventive Services Task
Force (USPSTF) and ACOG in 2003.9,10
The American Society for Colposcopy and
Cervical Pathology (ASCCP) along with the
ACS held a consensus conference in 2009 that
recommended beginning screening at age
21 regardless of first sexual activity. Additionally, with increased evidence that most HPV
infections and CIN1/2 lesions regress spontaneously in adolescents, the consensus recommended against HPV testing in adolescents.11
ACOG also endorsed these recommendations
in 2009.12
In 2012, the ACS, ASCCP, American Society
for Clinical Pathology, and USPSTF again
recommended against cervical
cancer screening before age 21.
For women aged 21 to 29 years,
they recommended screening
using cytology alone every
3 years.13,14
In their latest guidelines, the
ACS recommended starting
screening at age 25 years for
individuals at average risk.15
This recommendation was
based on evidence that screening women aged 21 to 24 years
does not reduce the incidence
of cancer compared with starting at age 25.16
Additionally, only 0.8% of new cervical cancer
cases are in individuals aged 20 to 24 years,
and only 0.5% of deaths are attributable to
cervical cancer diagnosed in individuals aged
20 to 24 years. This is compared with 4% and
3% in women aged 25 to 29 years, respectively.15
These 2020 guidelines also recommended
primary HPV-based testing every 5 years
rather than cytology-based screening with
either Pap test or liquid-based cytology. With
a greater understanding of hrHPV as the
cause of most cervical cancers, there are now

Approximately
83% of women
aged 21 to 65
years are up
to date with
cervical cancer
screening.
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FIGURE 1.

CHANGES IN
GUIDELINES FOR
CERVICAL CANCER
SCREENING IN
ADOLESCENTS18

1998

American
Cancer Society
recommends
annual Pap tests
starting at coitarche
or age 18.

2002

American
Cancer Society
recommends
annual Pap tests
starting 3 years
after coitarche or at
age 18.

2009

American Society
for Colposcopy
and Cervical
Pathology and
American Cancer
Society recommend
initiation of cervical
cancer screening at
age 21 regardless
of sexual activity.

2020

American
Cancer Society
recommends
initiating HPVbased cervical
cancer screening
starting at age 25.
HPV, human papillomavirus;
Pap, Papanicolaou
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FIGURE 2.

CHANGES IN
GUIDELINES FOR
CERVICAL CANCER
SCREENING IN
ADOLESCENTS
WITH HIV20

1995

US Public Health
Service and
Infectious Diseases
Society of America
recommend
women with HIV be
screened twice with
Pap tests the year
they first receive an
HIV diagnosis.

2011

American Society
for Colposcopy and
Cervical Pathology
recommends
screening women
with HIV at
coitarche.

2021

Centers for
Disease Control
and Prevention,
National Institutes
of Health, and
HIV Medicine
Association of the
Infectious Diseases
Society of America
recommend
screening women
with HIV only
starting at age 21.

Pap, Papanicolaou
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HPV tests approved by the US Food and Drug
Administration (FDA) that are sensitive and
reliable enough for screening use.15
Although the incidence and mortality associated with cervical cancer have decreased
since implementation of screening, there are
significant disparities in these reductions.
Overall, approximately 83% of women aged
21 to 65 years are up to date with cervical
cancer screening. This is below the Healthy
People 2020 goal of 93%.17 Moreover, women
who are younger, have lower incomes, have
lower educational attainment, have a shorter
period of residence in the United States, or
who are without insurance are more likely to
have lower rates of screening.17 Out of concern
that raising the initial screening age to 25 years
could exacerbate health inequities and worsen
the adherence rate of cervical cancer screening
in individuals younger than 30 years, ACOG,
ASCCP, and the Society of Gynecologic Oncology continue to recommend starting screening
at age 21 (Figure 1).18
However, just as many are underscreened for
cervical cancer, many adolescents also undergo
unindicated cervical cancer screening. A recent
study performed in a large health care system
found that from 2012 to 2018, 90% of cervical
cancer screens performed on patients aged
13 to 20 years were unindicated. The same study
found high-grade squamous intraepithelial
lesion (HSIL) on 0.2% of Pap tests and no cases
of cervical cancer, once again demonstrating
the low risk of high-grade cervical dysplasia or
cervical cancer in adolescents.19

Cervical cancer screening in
special populations
ADOLESCENTS WITH HIV
Screening guidelines generally address
patients at average risk. Given the role of the
cell mediated immune system in clearing
HPV infections, women with HIV (WWH),
specifically those with low CD4 cell counts,
are at higher risk of having persistent HPV
infections, precancerous cervical dysplasia,
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and cervical cancer.20
In 1995, the US Public Health Service and
the Infectious Diseases Society of America recommended WWH be screened with Pap tests
twice in the year they are first diagnosed. WWH
with normal results should then be screened
annually.21 The Centers for Disease Control
and Prevention (CDC), National Institute of
Health (NIH), and HIV Medicine Association
of the Infectious Diseases Society of America
(HIVMA) largely supported these guidelines
in 2009.22 In 2011, the ASCCP recommended
screening adolescents with HIV at the onset of
vaginal intercourse.11
In the latest practice bulletin in 2016, ACOG
recommended starting screening WWH within
1 year of onset of sexual activity or at age 21.
If WWH have consecutive normal cytology screenings for 3 years, then they can be
screened every 3 years. Routine HPV cotesting
is not recommended for WWH younger than
age 30; however, WWH with atypical squamous
cells of undetermined significance (ASC-US)
with positive hrHPV should be referred for
colposcopy. If hrHPV results are not available, repeat cytology is recommended in 6 to
12 months. WWH with repeat ASC-US results
or worse should undergo colposcopy.3
Prior to 2021, guidelines generally supported screening WWH starting at a younger
age than the general population. However,
with advancements in combined antiretroviral
therapy, the percentage of abnormal Pap tests
in WWH has decreased from 38% in 1994 and
1995 to 16% in 2013 through 2015.23
In 2021, the CDC, NIH, and HIVMA recommended screening WWH at the time of diagnosis only starting at age 21. WWH should then
have another screening test in 12 months. With
2 normal results, individuals can be screened
with Pap tests every 3 years. WWH younger
than 30 years should not have HPV cotesting. Individuals with ASC-US and no reflex
HPV testing should have repeat cytology in
6 to 12 months. Individuals with ASC-US and
hrHPV or low-grade squamous intraepithelial
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lesion (LSIL), HSIL, or ASC-US cannot
rule out HSIL and should be referred
to colposcopy.20
This recommendation was based
largely on the HIV/AIDS Cancer
Match Study that compared a population of 164,084 WWH with the general
population. The rate of invasive cervical
cancer in this population was 47.7 per
100,000, which is 3.4 times higher than
in the general population. In 69,900
person-years of follow-up, there were
no cases of invasive cervical cancer in
WWH younger than 25 years. In comparison, there were 20 cases of invasive
cervical cancer in WWH aged 25 to
29 years in 73,030 person-years of
follow-up, which is a standardized incidence ratio of 5.34 compared with the
general population.24 In recommending

starting cervical cancer screening at age
21 in WWH, the 2021 CDC/NIH/HIVMA
guidelines purposefully provided a
4-year window to screen individuals
prior to age 25, when the risk of cervical cancer in WWH exceeds that of the
general population (Figure 2).20
OTHER HIGH-RISK INDIVIDUALS
Immunosuppressed individuals and
those with in utero exposure to diethylstilbestrol are also at higher risk of
developing cervical cancer.3,15,25 Higherrisk populations are generally screened
annually or by using the same guidelines as for WWH.3 A panel of providers
in 2019 recommended screening the
following population using guidelines
for WWH: individuals with solid organ
or hematopoietic stem cell transplants,

inflammatory bowel disease (IBD) on
immunosuppressive drugs, systemic
lupus erythematosus, or rheumatoid
arthritis (RA) on immunosuppressive
therapy. They recommended that
women with IBD or RA not on immunosuppressive therapy or those with
type 1 diabetes mellitus follow routine
screening guidelines (Table).25
WOMEN WITH MÜLLERIAN
ANOMALIES
Individuals with uterovaginal aplasia
such as Mayer-Rokitansky-KüsterHauser syndrome do not need to
undergo cervical cancer screening,
even after the creation of a neovagina. In
cases of duplicated uteri such as uterus
didelphys, screening should occur from
both cervices and be labeled as such

Be seen as a person, not just a CV.
With everything going on, it’s easy to become a faceless cog in
the machine of healthcare. If you’re looking to reconnect with
your passion for medicine, we can help you find the perfect job
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(usually, right and left). There is limited
evidence that women with congenital
Müllerian anomalies may have a higher
incidence of cervical cancer,26d so timely
screening is of paramount importance.
ADOLESCENTS WITH DISABILITIES
AND SEXUAL MINORITIES
The existing evidence shows that
women with disabilities are often
underscreened for breast and cervical
cancer.27 Individuals with disabilities,
regardless of type or severity, should
undergo cervical cancer screening
according to general guidelines. For
providers caring for adolescents with
disabilities, it may be helpful to discuss
the purpose of screening with patients
and/or caregivers starting at age 20 with
plans to initiate screening at age 21. Pap
tests/pelvic exams under sedation can
be offered if a patient is otherwise unable
to tolerate screening. This exam can be
coordinated in conjunction with any
other procedures that require sedation,
such as dental work or MRI imaging.
Females who identify as lesbian or
transgender should undergo cervical cancer screening according to
general guidelines. Apprehension of
pelvic exams is common and can be
alleviated with education, coaching,
and the option of exams under sedation.
HISTORY OF CERVICAL
DYSPLASIA
For adolescents with previous screening

QUICK
TAKES

TABLE.

Special Populations Who Should Follow Screening
Guidelines for Women with HIV and Ones Who Should
Follow Routine Screening Guidelines25

Populations who should adhere
to guidelines for women with HIV

Populations who should follow
routine screening guidelines

Solid organ or hematopoietic stem cell
transplants

Type 1 diabetes

Inflammatory bowl disease on
immunosuppressive therapy

Inflammatory bowel disease and not on
immunosuppressive therapy

Rheumatoid arthritis on
immunosuppressive therapy

Rheumatoid arthritis and not on
immunosuppressive therapy

Systemic lupus erythematosus

results of ASC-US or LSIL, ASCCP recommends repeat cytology in 12 months
without colposcopy or HPV testing.
ASCCP recommends observation for
CIN1 and CIN2 lesions and managing
CIN3 lesions with cold knife cone or loop
electrosurgical excision procedure.11 In
individuals with a diagnosis of CIN2,
CIN3, or cancer, ACOG recommends
annual screenings for at least 20 years.12
INDICATIONS FOR HPV VACCINE
ACOG and the CDC’s Advisory Committee on Immunization Practices
recommend HPV vaccination for children starting at 9 to 12 years old and
administering catch-up vaccination
through age 26.28,29 The first commercially available HPV vaccine, a 4-valent
vaccine against HPV strains 16, 18, 6,
and 11, was approved by the FDA in

Adolescents at average risk should not be screened for
cervical cancer.
Routine screening for cervical cancer should start at age
21 regardless of sexual activity.
Individuals with HIV should be screened at the age of
onset of sexual activity or at the time of diagnosis of HIV, but
no later than age 21.

28
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2006. In 2009, a second bivalent HPV
vaccine against strains 16 and 18 was
approved. Finally, a 9-valent vaccine
against HPV strains 16, 18, 6, 11, 31,
33, 45, 52, and 58 was approved in
2014 for use in males and females aged
9 to 45 years and is now the only vaccine
available in the United States.3,28
Despite proven benefit in terms of
disease reduction, only 58.6% of adolescents aged 13 to 17 years received the
HPV vaccine series in the US in 2020.30
Obstetrician-gynecologist generalists
are uniquely positioned to provide
counseling and should make every
effort to strongly recommend the HPV
vaccine and engage patients and families in discussions about the potential to
reduce the chance of cervical cancer. 

FOR REFERENCES VISIT
contemporaryobgyn.net/adolescents-hpv

Individuals with solid organ or hematopoietic stem cell
transplants, inflammatory bowel disease or rheumatoid
arthritis on immunosuppressive drugs, or systemic lupus
erythematosus should be screened for cervical cancer using
guidelines for individuals with HIV.
HPV vaccination is an effective primary prevention
method of reducing cervical cancer and should be
recommended to adolescents.
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CONTRACEPTION
Finding the best fit

Best practices on discussing birth control for adolescents
by DANIELLE M. ALM, PHARMD, BCPS, BCPPS;
REINA PURI; AND CHRISTINE PAYNE

H

ealth care providers play
an important role in
adolescent sex education,
including in discussions
on contraceptive use. 1,2
Adolescents may start engaging in
sexual activity while undergoing
the numerous physical and emotional changes that occur during their
transformative period.3 By the age of
20 years, approximately 80% of young
women have had sexual intercourse;
however, adolescents (aged 15 to
19 years) have limited understanding
of the various contraceptive methods
available to them, and the lowest rates
of contraceptive use. 1,2 Counseling
individuals about the various methods
of contraception and increasing access

Table 1. Effectiveness of Contraceptive Options3
Least effective
Withdrawal
Spermicides

Effective
Male condoms
Diaphragm
Female condoms
Fertility awareness
methods

Most effective

Injectables
LAM
Pills
Patch
Vaginal ring

Implants*
IUD*
Female
sterilization
Vasectomy

LAM, lactational amenorrhea method; IUD, intrauterine device.
*Long-acting, reversible contraceptives

to care can help address unplanned
pregnancies and sexually transmitted
diseases.3 As most females prefer oral
contraceptives over other forms, such
as injections, transdermal patch, and
vaginal rings, familiarizing themselves
with the safest and most effective use
of all these products is good practice1,2
(Table 13). This article delves into the
contraceptives available for adolescents
and discusses their efficacy and safety.

Contraception

MIROSLAV@STOCK.ADOBE.COM

Intermediately
effective

Various methods of contraception are
available for adolescents3 (Table 22,3,7).
Medical providers should counsel them
on the efficacy, safety, and adverse
effects of contraception,1 informing them
about the most effective options.

Contraceptive options from most
effective to least effective are as
follows:
1. intrauterine devices/progestin
implants

2. progestin injections
3. combined oral contraception (pills,

patch, vaginal ring).2

Regarding efficacy, discussing aspects
of “typical” use and “perfect” use is also
recommended. Perfect use is when a
contraceptive is used correctly all the
time, whereas typical use takes human
error into account;1,2,3 this includes missing pills or forgetting to change a patch,
as well as using a condom.1,2 Common
adverse effects are listed in Table 2.

Intrauterine contraception
Intrauterine devices (IUDs) are small,
T shaped, and flexible. Currently,

AUGUST 2022

OBGYN0822_core_Contraception.indd 29

CONTEMPOR ARY OB/GYN ®

29

7/27/22 9:25 AM

CONTRACEPTION
UPDATES

Table 2. Contraceptive Clinical Pearls2,3,7
Intrauterine
devices*

Progestin
injection*

Progestin
implants

Oral pills*

Patch*

Vaginal
ring*

D O N O T P R O T E C T A G A I N S T S E X U A L LY T R A N S M I T T E D D I S E A S E S
Levonorgestrel
product ADRs**
Menstrual bleeding
Dysmenorrhea
Acne
Breast tenderness
Headaches
Mood changes

Abnormal/unscheduled bleeding
major reason for discontinuation

Copper product
ADRs
Increase menstrual
blood loss
Dysmenorrhea

ADRs
Headache
Weight gain
Acne

ADR, adverse drug reaction; BBW, black box warning

3 are approved in the United States:
levonorgestrel (Mirena) 52 mg,
levonorgestrel (Skyla) 13.5 mg, and a
copper-containing device (Paragard).
Levonorgestrel 52 mg is approved for
use for 3 years, levonorgestrel 13.5 mg
for 5 years, and the copper IUD for
10 years.2,3 These devices are highly
effective with a failure rate of less than
1%.2,3 Multiple data articles support the
safety of these devices in adolescents.3,4,5
The one-time insertion of an IUD into
the uterus reduces the risk of nonadherence,6 and thus the responsibility
of maintaining effectiveness. This can
make IUDs an ideal choice for a young
woman who has not yet reached adulthood. The success rate for insertion is
reported at 96%, but there is a risk of

30
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ADRs
Breast tenderness
Irregular bleeding
Headache
Weight gain
Nausea

BBW
Increased VTE
risk due to higher
estrogen levels
(1.6 times higher)

Do not prescribe if
Severe, uncontrolled
hypertension
Ongoing hepatic
dysfunction
Complicated valvular
heart disease
Migraines with aura
Complications of
diabetes
Complicated solid organ
transplant
Thromboembolism

ADRs
Hyperpigmentation
Contact dermatitis
Skin irritation

* 7-day backup contraceptive needed

pelvic infection for the initial period
(~21 days) after implantation. Choosing
between the 2 different types of IUD
can be challenging, but counseling
patients about the risks and benefits
with each option can help facilitate
their decision. Counseling points to
consider include the misconception
of infertility with IUDs and safety in
nulliparous females.1-3
PROGESTIN IMPLANTS
A progestin implant is a thin, flexible,
single rod containing etonogestrel,
which is placed under the skin of
the upper arm. Etonogestrel 68 mg
(Nexplanon) is available and has
3 years of effectiveness. Implants are
highly effective with a failure rate of

**Levonorgestrel only

ADRs
Vaginal
discharge
Vaginal
discomfort

.

less than 1%. These exert their action by
thickening cervical mucous, thinning
the endometrial lining, and inhibiting
ovulation. Implants do not seem to have
a high impact on bone mineral density
as higher levels of estradiol are seen in
females using implants vs a progestin
injection. Implants are a great option
for adolescents who prefer not to take
scheduled medication daily or who
prefer a longer length of protection.1-3,7
PROGESTIN INJECTION
Depot medroxyprogesterone acetate
(DMPA; Depo-Provera) is an injection
administered every 3 months with a 96%
efficacy rate in pregnancy prevention.
DMPA causes anovulation and thickening of the cervical mucous by inhibiting
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CONTRACEPTION
UPDATES

pituitary gonadotropins. Advantages of
this product include infrequent dosing,
discreteness, improvement in dysmenorrhea, and protection against irondeficiency anemia and endometrial
cancer. Disadvantages include having to
access a health care provider for injections, menstrual cycle irregularities,
delayed fertility return, weight gain,
headache, and hair loss. Weight gain is a
concern for adolescents who gain more
than 5% of body weight after 6 months
of use. A black box warning exists for the
drug’s potential to cause bone mineral
density loss in the first 2 years of use;
however, the American College of
Obstetricians and Gynecologists states
no restriction on the length of time that
DMPA can be used.1,2 During this time,
adolescents should be counseled on
adequate daily intake of calcium and
vitamin D (1300 mg calcium; 600 IU
vitamin D), weight-bearing exercises,
and smoking cessation.1-3,7

STAS_MALYAREVSKY@STOCK.ADOBE.COM

Combined hormonal
contraception
Three different methods exist that
contain both an estrogen and progestin:
pill, patch, and vaginal ring. The 4- to
7-day hormonal-free interval can be
used monthly or extended to once
every several months. Data have shown
safety with the extended approach.
Hormonal contraception needs to be
taken for at least 21 consecutive days for
efficacy against unplanned pregnancy.
The timing of contraception use varies
and should be taken into consideration
when choosing between the pill form,
injectable form, patch, or vaginal ring.
Adolescents can start these products

immediately or can wait until their next
menstrual cycle. Preferring a Sunday
start or starting on the first day of the
next menstrual cycle is common.
This will ensure the adolescent is not
pregnant before starting contraceptives. Current data, however, do not
support evidence of any adverse effects
of contraceptive hormone exposure on
fetal development.1-3,6
COMBINED ORAL
CONTRACEPTIVE PILLS
Combined oral contraceptive pills
are the most commonly prescribed
hormonal contraception and contain
various amounts of ethinyl estradiol.
Providers should suggest strategies such
as using cell phone alarms, maintaining a regular schedule, and getting
family member support. Discussion
of missed doses is very important, as
taking 7 consecutive hormone pills
is required to prevent pregnancy.
Many different formulations exist
(monophasic and in-phasic) and
choosing an appropriate pill that is
covered under the adolescent’s insurance is preferred. Experts recommend
starting with a monophasic formulation and transitioning over to an inphasic regimen to alleviate adverse
effects and/or correspond with the
adolescent’s preference.1-3,7

CONTRACEPTIVE PATCH
Contraceptive patches (Xulane, Zafemy)
contain 150 µg norelgestromin and
35 µg ethinyl estradiol. The patch is
worn weekly for 3 weeks and removed
for 1 week to induce a withdrawal bleed.
The abdomen, upper torso, upper arm,
and buttocks are safe places on which
to place the patch.1,2,3,7
CONTRACEPTIVE VAGINAL RING
The vaginal ring (NuvaRing) is a round,
flexible device that is inserted into the
vagina weekly for 3 weeks that contains
15 µg ethinyl estradiol and 120 µg etonogestrel. During the doctor visit, patients
should be shown a pelvic model to help
explain where the vaginal ring will be;
they should be reassured the ring will
not fall out and that it can remain in
with sexual intercourse.1-3,7

Danielle M. Alm, PharmD, BCPS,
BCPPS, is an associate professor of
clinical pharmacy at the Philadelphia
College of Pharmacy in Pennsylvania.

Reina Puri is a PharmD candidate,
2022, at the Philadelphia College of
Pharmacy.

Christine Payne is a PharmD
candidate, 2022, at the Philadelphia
College of Pharmacy.

This article was initially published by our sister publication
Contemporary Pediatrics®. For more content like this visit CONTEMPORARYPEDIATRICS.COM
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PRACTICE MATTERS
How much money are you losing
in unnecessary meetings?
Tips to avoid wasting time and optimize meetings you do need
Action plans and
end goals are needed

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

T

hose of us in management have come to recognize meetings as an inevitable
part of our workday. The greater your administrative to clinical time, the
greater the amount of time you will spend in meetings both as a meeting
participant and as a leader. The increased number of remote meetings has had a
negative impact as the threshold for creating a meeting decreased and the ease of
inviting participants to meetings increased. The cost of meetings is rarely considered,
but the next time you are at meeting, think about this: It is not unreasonable to
estimate that an hourlong meeting of clinicians may cost close to $1000 in missed
clinical revenue. It is imperative that meetings are managed as effectively as any
common clinical scenario.

Why so many meetings?

4. The mere urgency effect: This is

Whillans et al describe 6 pitfalls that
lead to excessive meetings1:

where we feel better for completing a
task, no matter what the value is. An
example is low-value regular meetings.
If we complete a series of meetings,
we feel we have accomplished
something, even if we have not.

1. Meeting FOMO (fear of missing
out): What will our colleagues,
or worse, our bosses think of us
declining an invitation for a meeting
of marginal necessity? This is rooted
in the belief that just being present is
being productive.
2. Selfish urgency: As leaders, not
everything that we think is important
justifies disrupting others’ days or
adding an extra hour to the workday.

3. Meeting as a commitment
device: Using a meeting solely to
establish a deadline is not a great
use of time.
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5. Meeting amnesia: This is
the meeting to review what was
accomplished (or not) at the previous
meeting. A much better tactic would
be real-time debriefs or distribution of
meeting summaries.
6. Pluralistic ignorance: Chances
are we are not the only one who
recognizes that a standing meeting is
a waste of time. Open dialogue can
remove a standing meeting from
our calendars.

There is a lot of science around effective
meetings. A review of 100 articles on the
subject came up with some tips2:
Do you really need a meeting? Can
a quick call or email suffice?
Invite the smallest number of people
required. This not only makes the
meeting easier to manage and more
effective but will greatly facilitate its
scheduling in a timely manner.
Build an agenda and stick to it. This
seems so simple yet is probably the
most common reason a meeting
succeeds or fails.
Everyone should know the end
goal of the meeting. An agenda
describes the process, but an end
point will drive efficiency. It is a great
tool for refocusing those who may
be derailing the meeting.
End with an action plan and a
follow-up deadline for items on the
agenda. This will effectively reduce
the frequency of a second, less
valuable meeting.
Allow participants to leave a
meeting if they feel that they are not
contributing or that the meeting is
not of value.
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After evaluating whether a meeting
is necessary, deciding who needs to
attend, and establishing an agenda
and goals, the next decision point is the
duration of the meeting. Meeting content seems to follow the laws of natural
gas: It will expand to fill the available
allotted time. Scheduling your meetings
for shorter periods of time will force
discipline around roles and agendas
and will free your teams up to be more
productive in other spaces.
Lucy Handley takes the 30-minute
meeting 1 step further and promotes
a 15-minute meeting.3 The purpose
of the 15-minute meeting is 2-fold.
The 15-minute meeting is not just
about going more quickly. It is about
prework. The foundation of this prework
is asynchronous communication. A
shorter meeting requires individuals
to read materials sent prior to the
meeting so they need not be reviewed.
One highly creative approach is a brief
video sent premeeting by the organizer.
This shows that the organizer values
the participants’ time and will lead to
greater focus. Although the 15-minute
meeting is not for every subject, it can
be a great strategic tool.

ALPHASPIRIT@STOCK.ADOBE.COM

Make the most
of online meetings
Although the foundation of meetings
remained unchanged when they moved
online via Zoom, Microsoft Teams, etc,
there still are special considerations.
An article recently published in Forbes4
discussed the potential for remote
meetings to be draining rather than
energizing to those working remotely,
along with reasons and tactics for
mitigating the risk of disengagement.
Although the discomfort of constantly
being on display and having to look
at a screen of others throughout a
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QUICK
TAKES

Meetings are an inevitable and
valuable component of practice
management, so make them productive,
efficient, and effective.
Meetings have changed dramatically
since COVID-19’s appearance, even
though the science around meeting
effectiveness is decades old.
The most effective meeting
might be the one you do
not have.

meeting is something we can get used
to, other issues such as multitasking
during meetings will always hinder
the productivity of a session. Although
some have advocated mandatory
“cameras on,” constantly being present
on screen can increase the fatigue of a
remote workday.5
Suggestions for improving appearance on remote video calls include
both technical and physical strategies.
Computers’ imbedded microphones
and cameras rarely compare in quality to many inexpensive combined
apparatuses, which are easy to install.
Individuals should be aware of posture
and facial expressions, watch out for
lighting mishaps, and make sure they
are well lit from the front. Unlike an
add-on camera/microphone, which
is essential, professional lighting is
not something everyone needs. But it
is important to ensure there is not an
intense light source behind you, which
can cause you to appear as a silhouette.

Conclusion
In a recent Harvard Business Review
article,6 Rae Ringel wrote that “I’m going
to give you 10 minutes of your life back”
is a phrase to stop using. Ringel points
out that if a meeting is run properly,
one might be able to say, “Because
everyone was so productive, we’re done
10 minutes early. Thank you so much
for your presence and participation.”
That’s the kind of meeting you should
be aiming for. 

Brian K. Iriye, MD, is managing physician
of the High Risk Pregnancy Center in Las
Vegas, Nevada; president of Hera Women’s
Health; and member of the SMFM Practice
Management Division Advisory Board.

James D. Keller, MD, is chief medical officer
of Advocate Lutheran General Hospital in
Park Ridge, Illinois, and vice president of
medical management at Advocate Children’s Hospital.
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CAREERS

For Products & Services Advertising, contact: Joanna Shippoli
440-570-4625, jshippoli@mjhlifesciences.com

MAINE

CONNECTICUT

Nocturnist, Division of
General Obstetrics and Gynecology
Maine Medical Partners-Portland is seeking full-time
Obstetrician Gynecologists to join our Generalist Division as
nocturnists at Maine Medical Center. Flexible scheduling and
competitive salary and benefits offered.
The nocturnists will join our group of 9 generalists and 4
advanced care providers, who provide both inpatient and
outpatient care. Additionally, the nocturnists will support the
longstanding Obstetrics and Gynecology Residency program,
with 4 residents per year.
Requirements:
This position requires providing clinical care in both Obstetrics
and Gynecology, in the inpatient setting. Candidates will have
completed a residency in Obstetrics and Gynecology and be
board certified, with at least two years of experience providing
full scope OB/GYN care. Prior experience with graduate and
undergraduate education is highly desired.
Interested candidates may submit a cover letter
and CV to Gina Mallozzi, Physician Recruiter at
Gina.Mallozzi@mainehealth.org.
Maine Medical Partners-Portland is committed to creating
an equitable, inclusive environment that is welcoming to
diverse faculty.

NOW HIRING:
OBGYN PHYSICIAN

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

• Call schedule 1 in 9

• Midwifery services
• Partnership
opportunities
available

Reap the benefits of an independent
well-run private practice!
Please send resumes to: imcneely@womenshealthct.com

An Equal Opportunity Employer.
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With VIVJOA™ (oteseconazole) 12-week course of therapy
your patients can reduce the incidence of recurrent
vulvovaginal candidiasis (RVVC) for almost a year1

The first and only FDA-approved medication
indicated to reduce the incidence of RVVC
as a unique azole antifungal that inhibits
fungal growth.1
VIVJOA delivers sustained efficacy
demonstrated by long-term reduction
of RVVC recurrence for nearly a year
versus comparators.1

INDICATION
VIVJOA™ (oteseconazole) is indicated
to reduce the incidence of recurrent
vulvovaginal candidiasis (RVVC)
in females with a history of RVVC
who are NOT of reproductive potential.
IMPORTANT SAFETY INFORMATION
CONTRAINDICATIONS
Females of Reproductive Potential
Pregnant and Lactating Women
Hypersensitivity to oteseconazole
Please see full Prescribing Information
and Patient Information at VIVJOA.com/PI.

Life Uninterrupted
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IMPORTANT SAFETY INFORMATION
INDICATION
VIVJOA™ (oteseconazole) is indicated to reduce the
incidence of recurrent vulvovaginal candidiasis (RVVC)
in females with a history of RVVC who are NOT
of reproductive potential.
IMPORTANT SAFETY INFORMATION
CONTRAINDICATIONS
Females of Reproductive Potential: VIVJOA
is contraindicated in females of reproductive potential.
Females who are NOT of reproductive potential are
defined as: persons who are biological females who
are postmenopausal or have another reason for
permanent infertility (e.g., tubal ligation, hysterectomy,
salpingo-oophorectomy).
Pregnant and Lactating Women: VIVJOA is
contraindicated in pregnant and lactating women.
Hypersensitivity: VIVJOA is contraindicated in
patients with known hypersensitivity to oteseconazole.
WARNINGS AND PRECAUTIONS
Embryo-Fetal Toxicity: Based on animal studies, VIVJOA
may cause fetal harm. The drug exposure window of
approximately 690 days (based on 5 times the half-life
of oteseconazole) precludes adequate mitigation of the
embryo-fetal toxicity risks. Advise patients that VIVJOA
is contraindicated in females of reproductive potential,
and in pregnant and lactating women because of
potential risks to a fetus or breastfed infant.
ADVERSE REACTIONS
The most frequently reported adverse reactions
among VIVJOA-treated patients in clinical studies
included headache (7.4%) and nausea (3.6%).
DRUG INTERACTIONS
Effect of VIVJOA on Other Drugs: Oteseconazole
is a Breast Cancer Resistance Protein (BCRP) inhibitor.
Concomitant use of VIVJOA with BCRP substrates
(e.g., rosuvastatin) may increase the exposure of BCRP
substrates (e.g., rosuvastatin), which may increase the
risk of adverse reactions associated with these drugs.
Use the lowest possible starting dose of the BCRP
substrate or consider reducing the dose of the
substrate drug and monitor for adverse reactions.

Lactation: VIVJOA is contraindicated in lactating
women and females of reproductive potential.
There are no data on the presence of oteseconazole
in human or animal milk or data on the effects of
oteseconazole on milk production. There were no
reported adverse effects in breastfed infants following
maternal exposure to oteseconazole during lactation;
however, given the limited duration of follow-up of the
oteseconazole-exposed infants during the post-natal
period, no conclusions can be drawn from these data.
Females of Reproductive Potential: VIVJOA is
contraindicated in females of reproductive potential
based on data from rat studies.
Pediatric Use: The safety and effectiveness of
VIVJOA have not been established in pre-menarchal
pediatric females.
Geriatric Use: Clinical studies of VIVJOA did not
include sufficient numbers of patients 65 years of
age and older to determine whether they respond
differently from younger adult patients.
Renal Impairment: No dosage adjustment of VIVJOA
is recommended in patients with mild to moderate
renal impairment. VIVJOA is not recommended for use
in patients with severe renal impairment or end-stage
renal disease, as clinical studies did not include
sufficient numbers of these patients.
Hepatic Impairment: No dosage adjustment of
VIVJOA is recommended in patients with mild hepatic
impairment. VIVJOA is not recommended for use in
patients with moderate or severe hepatic impairment,
as there is insufficient information in these patients.
Please see full Prescribing Information and
Patient Information at VIVJOA.com.
To report SUSPECTED ADVERSE REACTIONS, contact
Mycovia Pharmaceuticals, Inc. at 1-855-299-0637 or
FDA at 1-800-FDA-1088 or www.fda.gov/medwatch.
REFERENCE: 1. VIVJOA (oteseconazole). Prescribing information.
Mycovia Pharmaceuticals, Inc.; 4/2022.

VIVJOA is a trademark of Mycovia Pharmaceuticals, Inc.
©2022 Mycovia Pharmaceuticals, Inc. OTE-657-2022-v1

USE IN SPECIFIC POPULATIONS
Pregnancy: VIVJOA is contraindicated in females
of reproductive potential and in pregnant women.
Based on animal studies, VIVJOA may cause fetal harm
when administered to pregnant women. In addition,
the drug exposure window of approximately 690 days
(based on 5 times the half-life of oteseconazole) precludes
adequate mitigation of the embryo-fetal toxicity risks.
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Your mental
health partner
We take the guesswork out of mental health care
referrals, with insurance accessible care that
treats the whole person — not just the diagnosis.
We’re a trusted leader in mental health, and your
partner in patient care.

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

Our Services
• Psychiatric Evaluation
• Medication Management
• Therapy
• Pediatric Mental Health Care
• Family/Marital Counseling
We are adding access to more
services frequently.

Offering same-day
appointments
Introducing Mindpath On Demand, offering a fast
and convenient way to get a same-day appointment,
providing patients with rapid care.
Three easy steps:
1. Call 866-386-1445
2. Enter waiting room and complete documentation
https://portal.mendfamily.com/
3. See provider quickly, allowing patients to get a new
prescription or refill that same day
Mon–Thurs: 8am–4pm for Therapy
Tues: 1pm–4pm for Medication Management
Wed: 7am–11am for Medication Management

We’re here to help.
Refer today.
Fax or complete our online referral form.

In-network with most
patients’ insurance
More accessible care - new insurance plans are
added regularly. Visit our website to learn more.

