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Why Pap + HPV? It Saves Lives.

January is Cervical  
Health Awareness Month

References: 1. Blatt AJ, et al. Comparison of cervical cancer screening results among 256,648 women in multiple clinical practices. Cancer Cytopathol. 2015;123(5):282-288. doi:10.1002/ cncy.21544 (Study included ThinPrep, 
SurePath and Hybrid Capture 2 assay). 2. Austin RM, et al. Enhanced detection of cervical cancer and precancer through use of imaged liquid-based cytology in routine cytology and HPV cotesting. Am J Obstet Gynecol. 
2018;150(5):385-392. doi:10.1093/ajcp/aqy114 (Study included ThinPrep Pap test, ThinPrep imaging, Digene HPV, Cervista HPV and Aptima HPV). 3. Beavis AL, Gravitt PE. Hysterectomy-corrected cervical cancer mortality rates 
reveal a larger racial disparity in the United States. Cancer. 2017;123(6):1044-1050. 4. HHS Office of Minority Health; Cancer and Hispanic Americans. Updated August 26, 2021. Accessed March 9, 2021. https://minorityhealth.hhs.
gov/omh/browse.aspx?lvl=4&lvlid=61.

ADS-03440-001 Rev. 002 © 2022 Hologic, Inc. All rights reserved. Hologic and associated logos are trademarks and/or registered trademarks of Hologic, Inc. and/or its subsidiaries in the United States and/or other countries.

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

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

a s the holiday season leaves as 
quickly as it arrived, we are left 
with a clean slate for the year. This 

fresh opportunity promises a mountain of 
possibilities; however, the New Year can also 
be intimidating. From the challenge of getting 
back into the swing of things post holiday to 
determining what your goåals will be for the 

year, many things can make the beginning of 
the New Year daunting. 

At Contemporary OB/GYN®, we have 
been hard at work planning for a successful 
New Year. With more content and expanded 
coverage in our future, we have positioned the 
publication to inform our readers better than 
ever in 2023. 

Additionally, we are continuing to improve 
our offerings to help supplement our 
publication, including the following:

  We will reevaluate our Medical World News™ 
show offerings to better cater to our audience.

  We began our joint venture with Quilt Health, 
which provides insight through data at a 
massive scale. Quilt uses artificial intelligence 
to analyze more than 6 million online data 
sources to provide actionable insights across 
any therapeutic area with the goal of better 
understanding patient sentiment, competitive 
landscapes, online influencers, advertising 
effectiveness, and more. We are excited to add 
Quilt Health to our portfolio of products as we 
truly believe this is the future of data insights 
and intelligence and it keeps our parent com-
pany, MJH Life Sciences® on the  
cutting edge.

  We continue to grow our various video pro-
gram offerings across all our brands, such 
as Peer Exchange, Peers & Perspectives®, 
Insights, and more.

  For Contemporary OB/GYN®, we look forward 

to covering upcoming women’s health meet-
ings, including the American College of Obste-
tricians and Gynecologists, American Acade-
my of Gynecologic Laparoscopists, the Society 
for Maternal-Fetal Medicine (SMFM), the 
American Society for Reproductive Medicine, 
the North American Society for Pediatric and 
Adolescent Gynecology, The North American 
Menopause Society, the International Society 
for the Study of Women’s Sexual Health, the 
American Urogynecologic Society (AUGS), and 
the Infectious Diseases Society for Obstetrics 
and Gynecology, among many others.

  We also plan to expand our Strategic Alliance 
Partnership (SAP) program from our current  
6 partners: AUGS, the Society of OB/GYN Hos-
pitalists, SHARE, SMFM, Allegheny Health Net-
work, and Children’s Hospital of Philadelphia 
Vaccine Education Center. The SAP program 
partners with leading medical associations, 
health plans, advocacy groups, and medical 
institutions to increase their national reach and 
visibility. By utilizing the MJH Life Sciences® 
communications platform, these groups can 
showcase cutting-edge initiatives, content, re-
search, and thought leadership. The SAP pro-
gram also fosters collaboration and an open 
exchange of information among trusted peers 
for the benefit of patients and their families.

Through continuing improvements, I 
believe they will benefit not only Contempo-
rary OB/GYN®, but also MJH Life Sciences®, to 
better inform the medical community on the 
latest news in health care.

As the poet Edith Lovejoy Pierce said: “We 
will open the book. Its pages are blank. We 
are going to put words on them ourselves. The 
book is called Opportunity and its first chapter 
is New Year’s Day.” So, with that, cheers to a 
healthy and promising New Year.

Mike Hennessy Jr 
Publisher and CEO, MJH Life Sciences®
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EDITORIAL
by CATHERINE Y. SPONG, MD

L
ast year was a big one for 
obstetrics and gynecology, 
with major legal decisions 
impacting our practice, 

stacked on reopening from the pan-
demic. Additionally, several medical 
advances have been published, provid-
ing evidence for our practice. I reviewed 
some of these advances along with some 
impactful articles that were important 
to us as women’s health care providers.

In Obstetrics and Gynecology, an 
article on addressing physician burnout 
was published in January 2021 high-
lighting the e� ect of the pandemic on 
our profession tops the journal’s list of 
most popular articles.1 Although the 
popularity may be related in part to the 
article’s selection as an American Col-
lege of Obstetricians and Gynecologists 
maintenance of certi� cation article, its 
content resonates with many. Bradford 
and Glaser address workplace culture 
as a major source of burnout, with a 
push to implement a positive workplace 
culture, address schedules to minimize 
meetings timed to interfere with per-
sonal time, and consider the impact 
of positive leadership that can help 
address the burden of heavy workloads 
and stress that often plague the health 
care provider.1

A landmark study by Tita and 
colleagues was published in the 
New England Journal of Medicine
on the treatment for mild chronic 
hypertension (blood pressure [BP] 
< 160/100 mm Hg) in pregnancy with 
a target of less than 140/90 mm Hg.2 Of 
2408 women with chronic hypertension 

at less than 23 weeks of gestation, active 
treatment to achieve BP less than 140/90 
mm Hg reduced adverse outcomes 
(severe preeclampsia, indicated pre-
term birth, abruption, fetal and neonatal 
death; 30% vs 37%) with no impact on 
small for gestational age infants (11% 
vs 10%). � e implications from the trial 
have prompted the American College 
of Obstetricians and Gynecologists 
and the Society for Maternal-Fetal 
Medicine to change their recommenda-
tions to target BP control to less than 
140/90 mm Hg.3

Similarly, in gynecologic oncology, 
Makker and colleagues evaluated over 
800 women with advanced endometrial 
cancer with recurrence after platinum-
based chemotherapy to determine if 
the addition of lenvatinib and pem-
brolizumab improved outcome.4 � ey 
found improved progression-free and 
overall survival with the addition of 
these therapies at 1 year. � e Society 
of Gynecologic Oncology highlights 
these results and the best practices 
for management of recurrent meta-
static endometrial cancer incorporating
 these � ndings.5

In December 2022, the New Eng-
land Journal of Medicine published a 
cohort study of 2,548,372 pregnancies 
evaluating buprenorphine (n = 10,704) 
and methadone (4387). � e investiga-
tors reported an increase in neonatal 
abstinence (69% vs 52%), preterm birth 
(25% vs 14%), and low birth weight 
(15% vs 8%) with methadone; severe 
maternal complications were similar, 
at 3.3% to 3.5%.  Understanding how 

best to manage opioid use disorder 
during and after pregnancy is essential 
to optimize care for this growing group 
of women.

A number of 2022 publications 
highlighted the impact of COVID-19 
on pregnancy outcomes, fertility, and 
menstruation, as well as outcomes of 
COVID-19 vaccination during preg-
nancy.6-9 Other noteworthy studies, 
interestingly, did not demonstrate 
effectiveness for interventions that 
one might think would be bene� cial. 
Tucker and Chappell and colleagues 
reported on 2 studies (BUMP 1 and 
BUMP 2), both randomized clinical 
trials of pregnant women, that found 
that blood pressure self-monitoring 
with telemonitoring did not improve 
timing of diagnosis of hypertension or 
blood pressure control.10,11

As we embark on 2023, we can 
be assured that more data will be 
forthcoming to guide our practices 
as well as to address practice issues 
with a goal to improve the workforce 
and workplace.

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

FOR REFERENCES VISIT
contemporaryobgyn.net/2022-review

2022: A year in review 
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OBSTETRICS
PEER-REVIEWED

C
ongenital heart disease 
( C H D )  i s  t h e  m o s t 
common major birth 
defect and represents the 
leading cause of infant 

death from a congenital anomaly.1,2 In 
high-resource settings, CHD accounts 
for roughly 4% of all neonatal deaths 
and 30% to 50% of deaths related to 
congenital anomalies.1,2 � e incidence 
of CHD among live births is 6 to 12 per 
1000 and is likely an underestimate 
given both spontaneous and elective 
terminations with CHD.3,4 Identi� ed risk 
factors for fetal CHD are broadly placed 
into 3 categories: maternal factors, fetal 
factors, and familial risk factors. Con-
sidering these risk factors, patients with 

increased risk should be considered 
for fetal echocardiography.5 Here, we 
review the tenets of fetal echocardiog-
raphy, including the risks, bene� ts, and 
the indications for appropriate referral
(Figure 1).  

Fetal echocardiogram
Unlike fetal cardiac screening (ie, a 
detailed anatomical ultrasound and 
fetal anomaly screen), fetal echo-
cardiography should be reserved for 
high-risk populations. Pregnancies 
at higher than population-based risk 
for CHD require a comprehensive 
evaluation of the fetal heart by fetal 
echocardiography. � ere are a myriad 
of national and international guidelines 

that standardize the requirements 
for fetal echocardiography. These 
guidelines are collated by multiple 
organizations, including the American 
Institute of Ultrasound in Medicine, 
the International Society of Ultrasound 
in Obstetrics and Gynecology, the 
American Heart Association, and the 
Association for European Pediatric 
Cardiology, among others.5-9 � e fetal 
echocardiogram should include a 
detailed assessment of fetal situs, 
cardiac axis, cardiac chambers, great 
vessels, atrioventricular and semilunar 
valves, systemic and pulmonary venous 
connects, cardiac function, and rhythm. 
� e presence of clear guidelines by soci-
eties helps standardize the approach to 

Who needs a fetal 
echocardiogram?

YALDA AFSHAR, MD, PHD, is an assistant 
professor of ob-gyn, and co-director of the 
cardio-obstetrics program, Division of Maternal 
Fetal Medicine, Department of Obstetrics and 
Gynecology, David Geffen School of Medicine, 
University of California, Los Angeles (UCLA).

MARK SKLANSKY, MD, is chief of pediatric cardiology at 
Mattel Children’s Hospital UCLA, founder and medical director 
of the UCLA Children’s Heart Center, director of the UCLA 
Fetal Cardiology Program, codirector of the UCLA Congenital/
Pediatric Heart Program, and professor of pediatrics within the 
David Geffen School of Medicine at UCLA.

A review of the risks, benefi ts, and indications for appropriate 
referral of fetal echocardiography
by YALDA AFSHAR, MD, PHD; AND MARK SKLANSKY, MD
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OBSTETRICS 
PEER-REVIEWED

evaluation of the fetal heart.
A fetal echocardiogram should gen-

erally be performed between 18 and  
22 weeks’ gestation; however, the exact 
timing is determined by a multitude of 
other factors including the timing of risk 
factor identification and the screening 
diagnosis that warrants the exam, as 
well as a variety of relevant resources, 
including the availability of first trimes-
ter echocardiography, financial and 
logistic considerations, and appoint-
ment availability. Frequency and 
follow-up of echocardiography should 
be personalized and depend on prac-
tice location, available resources, and 
natural history of disease to optimize 
postnatal delivery planning. Delivery 
planning echocardiograms are triaged 
based on disease progression, modifi-
cations of postnatal coordination, and 
limitations with initial imaging.10,11

Risks and benefits of 
prenatal screening and 
diagnosis of CHD
The benefits of prenatal screening 
revolve around parental and postnatal 
preparation with a subsequent improve-
ment in neonatal morbidity and mortal-
ity. Parental counseling and preparation 
should not be underestimated. Even 
if the exact lesion or postnatal plans 
are not finalized until birth with the 
postnatal echocardiogram and clinical 
assessment of the neonate, prenatal 
detection allows the family to obtain 
prognostic information prior to birth 
and to make informed decisions on 
the pregnancy including expectant 
management, in utero interventions, 
and terminations. More so, it allows the 
family to optimize delivery planning, 
including the location, timing, and 
mode of birth to optimize both maternal 
and neonatal outcomes. 

Prenatal diagnosis of CHD improves 
neonatal survival.12 Neonatal morbid-
ity is improved by optimizing and 
identifying the patients who would 
require immediate intervention at birth, 
including prostaglandin administra-
tion, transcatheter intervention, and 
possible pacing. 

Opportunities for fetal treatment, 
specifically transplacental medical 
therapy for some fetal arrythmias, are 
obviously beneficial with earlier diagno-
sis. Invasive prenatal interventions, such 
as for severe valvular abnormalities and 
hypoplastic left heart syndrome, remain 
mostly under research protocols. 

The risks related to performing fetal 
echocardiography, particularly in the 
absence of cardiac findings on routine 
screening, include the potential for famil-
ial and parental anxiety, false-positive 
diagnosis, additional unnecessary testing 
and interventions, and the undeter-
mined cost-effectiveness and a priori 
determined risk level. More so, most 
critical cardiac lesions are not missed in 
a detailed anatomical evaluation.13

Who should get a fetal 
echocardiogram?
Clinical risk factors for CHD (Table) 

are positioned into 3 risk categories: 
familial, maternal, or fetal conditions.5,6 
It remains a topic of debate what per-
centage over the baseline prevalence 
(0.3%-1.2%) necessitates additional 
screening by fetal echocardiogram. 
Though we make recommendations 
based on the evidence, this decision 
must be applicable to the community 
being served and include an analysis of 
the benefit from fetal echocardiography 
over screening and the sophistication 
of ultrasound screening (vs fetal echo-
cardiography) at the center that the 
pregnant patient receives care. 

In many areas, the No. 2 reason that 
most pregnant people are sent for a 
prenatal fetal echocardiogram is for a 
suspicion of structural heart disease 
seen on an obstetrical ultrasound, 
which results in a diagnosis in around 
50% of cases. Risk factors that warrant a 
fetal echocardiogram are summarized 
in Figure 2 and the Table. 

Maternal factors 
that warrant a fetal 
echocardiogram 
Both pregestational diabetes and 
phenylketonuria are metabolic con-
ditions that increase the risk of fetal 

FIGURE 1. Fetal  
echocardiogram 
imaging. (Image 
provided by Afshar 
and Sklansky)
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Table. Indications for Fetal Echocardiogram 

Indication AHA AIUM Our 
recommendation

Maternal metabolic disease

Pregestational diabetes Indicated Indicated Indicated

Gestational diabetes diagnosed in 
first or early second trimester

Consider if 
HbA1c > 6% in 
third trimester

Indicated Consider

Phenylketonuria (periconception 
phenylalanine level > 10 mg/dL) Indicated Indicated Indicated

Phenylketonuria well controlled 
(periconception phenylalanine  
<10 mg/dL)

Not indicated Not indicated Not indicated

Phenylketonuria (unknown status) -- Indicated Indicated

Maternal systemic lupus erythematosus or Sjörgren’s syndrome

SSA or SSA/SSB positive without 
prior affected fetus Indicated* Consider Indicated

SSA or SSA/SSB positive with prior 
affected fetus (CHB or neonatal lupus) Indicated** Indicated Indicated

SSA or SSA/SSB positive  
third-trimester evaluation Consider -- Consider

Medication exposures (in first trimester unless otherwise specified)

Anticonvulsants (carbamazepine) Consider Consider Consider

Lithium Consider Consider Consider

ACE inhibitor Consider Consider Consider

Retinoic acid Indicated Indicated Indicated

SSRIs (other than paroxetine) Not indicated Not indicated Not indicated

Paroxetine Consider Consider Consider

Vitamin K antagonists Not indicated Not indicated Not indicated

NSAID (first trimester) Consider -- Consider

NSAID (third trimester) Indicated^ -- Consider

Infection 

First-trimester rubella infection Indicated Indicated Indicated

Maternal fever or viral infection with 
seroconversion only Not indicated Not indicated Not indicated

Fetal myocarditis/pericarditis  
suspected^ Indicated -- Indicated

embryopathy and abnormal cardiac 
development, specifically related to 
teratogenicity targeted toward cardiac 
development. Pregestational diabetes 
affects nearly 2% of all pregnancies. 
Pregestational diabetes is associ-
ated with a 5-fold increase (3%-5%) 
in CHD and can affect the fetal heart 
in several ways.14,15 First, the risk of fetal 
congenital heart disease is markedly 
increased as glucose works as a terato-
gen in cardiac development; second, 
fetal hypertrophic cardiomyopathy 
may occur even with good glycemic 
control; and third, studies have shown 
impaired function of the heart of 
some infants and fetuses of diabetic 
pregnancies, which can occur with 
and without septal hypertrophy. The 
relative risk (RR) of fetal CHD varies 
based on the specific cardiac defect, 
but the RR for single ventricle defects 
is as high as 18.24.15-17

A l l  p re g e s t a t i o n a l  d i a b e t i c 
pregnancies are associated with an 
increased risk of CHD, regardless of 
hemoglobin A

1
c (HbA

1
c). In contrast, 

with pregestational diabetes, third 
trimester insulin resistance of ges-
tational diabetes does not increase 
the risk of CHD. Importantly, how-
ever, poorly controlled gestational 
diabetes can be associated with fetal 
ventricular hypertrophy and the 
degree of hypertrophy is related to  
glycemic control. 

Maternal phenylketonuria (PKU) 
presents some risks to the fetus 
similar to pregestational diabetes. 
Untreated maternal PKU is associated 
with adverse pregnancy outcomes, 
which include CHD, neurodevel-
opmental delay, microcephaly, and 
fetal growth restriction. Elevated 
maternal phenylalanine (> 15 mg/
dL) is associated with a 10- to 15-fold 
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Table. Indications for Fetal Echocardiogram 

Indication AHA AIUM Our 
recommendation

Family history 

First-degree relative with structural 
cardiac disease (maternal, paternal, 
prior pregnancy/affected sibling)

Indicated Indicated Indicated

Second-degree relative with cardiac 
disease Consider Consider Consider

Third-degree relative with cardiac 
disease Not indicated Not indicated Not indicated

First- or second-degree relative with 
disease of Mendelian inheritance 
associated with structural cardiac 
disease

Indicated Indicated Indicated

Suspected fetal cardiac abnormality or rhythm disturbance 

Suspected structural cardiac  
abnormality Indicated Indicated Indicated

Tachycardia# Indicated
Indicated 
(persistent 
> 180 bpm)

Indicated 

Bradycardia# or suspected congeni-
tal heart block Indicated

Indicated 
(persistent 
< 120 bpm)

Indicated

Frequent episodes or persistent 
irregular rhythm Indicated Indicated Indicated

Extracardiac fetal anomalies

Major fetal extracardiac anomaly Indicated Indicated Indicated

Known or suspected chromosomal 
abnormality Indicated Indicated Indicated 

Abnormality of umbilical cord (ie, 
SUA) Consider Not indicated Consider

Systemic venous anomaly Consider Consider Consider

Thickened nuchal translucency (NT)

Increased NT > 3.5 mm Indicated Indicated Indicated

Increased NT 3.0-3.4 mm Consider Consider Consider

Increased NT 3.0-3.4 mm with 
abnormal ductus venosus Indicated -- Indicated

increased risk of CHD. There is a 
startling 12% risk of fetal CHD if diet 
control of PKU is not achieved by 
10 weeks with no increased risk if 
phenylalanine levels less than 6 mg/
dL before conception. Both maternal 
diabetes and PKU present examples 
where prepregnancy optimization of 
metabolic conditions can improve 
pregnancy outcomes including risk 
of fetal CHD.

The association and fetal risk 
of congenital heart block (CHB) 
with maternal lupus and Sjögren’s 
syndrome is well known, and the 
incidence is based on prior history 
of an affected child and SSA-(anti-Ro) 
or SSB-(anti-La) positive antibodies, 
independent of connective tissue 
disease status. Neonates that have 
CHB have a 20% mortality rate and 
65% of the neonates receive perma-
nent pacing.18 While the incidence 
of fetal CHB with a prior affected 
child and SSA- or SSA/SSB-positive 
antibodies is 11% to 20%, SSA-or SSA/
SSB-positive antibodies with no prior 
affected children is associated with 
a 1% to 5% risk, and positivity with 
hypothyroidism is associated with 
a 9-fold increase in risk compared 
with positive antibodies alone. Higher 
SSA values (> 50 U/mL) correlate with 
increased fetal risk and that 10% to 
15% of SSA-exposed fetuses may also 
or alternatively develop additional 
complications. The role of SSB anti-
bodies (alone) in CHB is unclear, 
and currently no high-level evidence 
exists to recommend for CHB if SSB 
positive and SSA negative. In many 
practice settings, SSA or SSB positiv-
ity is treated the same. SSA/SSB IgG 
antibodies do cross the placenta and 
the current mechanistic hypothesis, 
though unproven, is thought to be 

Continued
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related to an activated inflammatory 
processing leading to scarring, fibrosis 
and, permanent myocardial and con-
ducting system damage. CHB is most 
often identified after 18 weeks’ but 
before 28 weeks’ gestation, so moni-
toring for CHB are via mechanical PR 
intervals through M-mode or Doppler 
during this interval is recommended. 
The elephant in the room (for moni-
toring for CHB) remains standing. No 
current data, including steroids, slow 
or reverse CHB after diagnosis. Current 
trials are ongoing, including the use 
of intravenous immunoglobulins and 
other surveillance protocols. 

We recommend if maternal autoan-
tibodies (SSA or SSA/SSB) are identi-
fied, a fetal echocardiogram should 
be performed and serial ultrasound 
evaluation of growth and assessment of 
PR-intervals could be offered and coor-
dinated, though this remains controver-
sial considering a lack of intervention. 
Unaffected neonates should receive 
a postnatal electrocardiogram and if 
a neonate has CHB, maternal testing 
for SSA and SSA/SSB auto-antibodies 
should be done. 

MEDICATION EXPOSURE 
THAT WARRANTS A FETAL 
ECHOCARDIOGRAM
The Table demonstrates a summary 
of medication exposure that would 
increase risk of CHD to levels that 
warrant at least consideration of 
a fetal echocardiogram. Very few 
medication exposures get to this 
limit. Notably, most of these recom-
mendations come from retrospective 
or registry data fraught with bias and 
our recommendations are based on the 
available evidence. Maternal benefit 
of medication exposure must always 
be balanced against a theoretical risk 
of transplacental passage and fetal 
risk. Retinoic acid exposure and first 
trimester angiotensin-converting 
enzyme (ACE) inhibitor use warrant 
a fetal echocardiogram. For retinoic 
acid, cardiac malformations, specifi-
cally, conotruncal defects and aortic 
arch anomalies have been reported 
in 8% to 20% of exposed fetuses.19 
First-trimester ACE inhibitor exposure 
is associated with increased risk for 
CHD where 2.9% of exposed neonates 
(vs 0.78% of unexposed neonates) 

have CHD with a RR of 3.72.20,21 Most 
reported CHDs in this population are 
lesions not usually detected prenatally: 
atrial septal defects (ASDs) and patient 
ductus arteriosus.

At this time, we do not recommend 
routine fetal echocardiography for preg-
nant people with selective serotonin 
reuptake inhibitor (SSRI) use as there 
is no increased risk of CHD associated 
with the use of most SSRIs. The only 
exception is paroxetine. First-trimester 
paroxetine exposure is associated with 
a small increased risk of CHD (odds 
ratio [OR], 1.72; 95% CI, 1.22-2.42). A 
study of 10,000 infants with birth defects 
demonstrated that SSRI use was not 
associated with increased in risk of CHD 
(OR, 1.2; 95% CI, 0.9-1.6), though there 
was a possible increased paroxetine 
exposure among infants with outflow 
tract abnormalities (OR, 3.3; 95%  
CI,  1.3-8.8).22

Antiseizure medication, specifically 
carbamazepine, is no longer consid-
ered to increase the risk of fetal CHD 
above baseline. The mood stabilizer 
lithium also was historically believed 
to significantly increase the risk of 
cardiac malformations. Registry studies 
reported the risk up to 8% in offspring 
exposure to lithium; however, studies 
suggest the risk is not as high as initially 
thought with a RR of 1.1.23

First-trimester warfarin use greater 
than 5 mg is teratogenic; however, there 
is no increased risk of CHD despite 
the increased risk of other defects.24 
Nonsteroidal anti-inflammatory use 
is common and there is ultrasound 
evidence (without clinical correlate) 
of ductal constriction in indomethacin-
exposed late-trimester pregnancies.25

MATERNAL INFECTION
Febrile maternal illness has been 

Table. Indications for Fetal Echocardiogram 

Indication AHA AIUM Our 
recommendation

Other maternal or fetal factors

Monochorionic twins Indicated Indicated Indicated

Hydrops fetalis Indicated Indicated Indicated

In vitro fertilization, including ICSI Indicated Indicated Indicated

AHA, American Heart Association; AIUM, American Institute of Ultrasound in Medicine; ACOG, 
American College of Obstetricians and Gynecologists; bpm, beats per minute; HbA1c, hemoglobin 
A1c; SMFM, Society for Maternal-Fetal Medicine; SUA, single umbilical artery; SSRI, selective sero-
tonin reuptake inhibitor; NT, nuchal translucency; ICSI, intracytoplasmic sperm injection.
*Initiate at 16 weeks, then weekly or every other week to 26-28 weeks.
**Initiate at 16 weeks, then weekly to 26-28 weeks.
^Recommendation for exclusion of ductal constriction only, up to daily during exposure.
#Bradycardiac and tachycardia definition different in AIUM vs ACOG/SMFM.

Continued
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associated with increased risk of CHD 
(OR, 1.8; 95% CI, 1.4-2.4), but not 
significantly above baseline popula-
tion risk. As such, the only indica-
tion during an infection for a fetal 
echocardiogram is in the setting of 
an infection with pericardial effusion/
hydrops.26 Otherwise, first-trimester 
infection with rubella should also 
prompt a fetal echocardiogram. 
Congenital rubella syndrome from 
maternal rubella infection is associ-
ated with CHD (pulmonary artery ste-
nosis). The risk of congenital defects 
is limited in the first 16 weeks (Table). 
Exposure to or seroconversion from 
other viral illnesses in pregnancy, 
including SARS-CoV-2, is not as 
likely to be associated with cardiac 
abnormalities. However, fetal peri-
carditis or myocarditis may be seen 
in parvovirus, coxsackievirus, adeno-
virus, or cytomegalovirus, and a fetal 
echocardiogram is recommended. 

IN VITRO FERTILIZATION
A recent area of controversary is related 
to in vitro fertilization (IVF) pregnan-
cies and the rate of CHD. Many studies 
report an increased rates of CHD with 
IVF compared with naturally occur-
ring pregnancies originally reported 
(1.1%-3.3%), and most CHDs are atrial 
septal defects (ASDs) and ventricular 
septal defects (VSDs).  The incidence of 
CHD in pregnancies achieved with IVF 
without risk factors is not significantly 
different from baseline population 
rates (OR, 1.4; 95% CI, 0.9-2.1).27 The 
Society for Maternal-Fetal Medicine 
still encourages a fetal echocardio-
gram in IVF pregnancies regardless of 
intracytoplasmic sperm injection.28 The 
cost-effectiveness of routine screening 
for CHD in pregnancies following IVF 
has been questioned.29

FETAL CARDIAC FACTORS: 
STRUCTURE, RATE, AND RHYTHM 
An obvious and the most common 
indication for a referral for fetal echo-
cardiogram is a suspected structural 
cardiac abnormality, suspected rhythm, 
or suspected rate abnormality. The diag-
nostic yield after abnormal screening 
on an obstetrical ultrasound is signifi-
cantly better than noncardiac screening 
indications for fetal echocardiogram. 
During cardiac screening ultrasounds, 
the diagnostic yield of fetal CHD that 
comes from an abnormal 4-chamber 
view is 40%, the addition of the right and 
left outflow tracts increases the screen 
positivity rate to 52%, and incorporating 
the 3-vessel view with trachea further 
increases the detection of CHD.5,30,31

As for rhythm abnormalities, fetal 
bradycardia secondary to CHB is 
associated with CHD in approximately  
50% to 55% of cases, and fetal brady-
cardia may also be associated with left-
sided or polysplenia phenotype forms 
of heterotaxy. Fetal tachycardia rarely 
may be associated with CHD but is still 
an indication for fetal echocardiography 
as in cases of tachyarrhythmia or brady-
arrhythmia, an echocardiogram can 
assess cardiac structure and function, 
determine the underlying mechanism 
of tachycardia or bradycardia, and guide 
therapy, including in utero therapy.32 
PACs have low diagnostic yield for 
CHD 0.3% but may precede more  
malignant arrhythmias.32

NONCARDIAC CONGENITAL 
ANOMALIES 
For noncardiac major congenital 
anomalies, regardless of genetic etiol-
ogy, we strongly recommend a fetal 
echocardiogram. If there is a known 
or suspected chromosomal abnormal-
ity, aneuploidy, deletion/duplication, 
single-gene mutation, or rearrangement 
of the fetus, a fetal echocardiogram  
is indicated. 

The incidence of CHD in the presence 
of 1 or more extracardiac malformations 
is estimated to be 20% to 45% and the 
risk varies by abnormalities present. 
CHD is seen in up to 70% of fetuses with 
genitourinary abnormalities, 30% of 
omphaloceles, 30% with a congenital 
diaphragmatic hernia, 20% with duode-
nal atresia, and 5% to 15% of fetuses with 
a central nervous system abnormality.5

Not all societies agree on  screening 
for a single umbilical artery, we consider 
a fetal echocardiogram, since there is an 
incidence of CHD, up to 3.9%.33 Simi-
larly, fetal venous anomalies may be 
associated with cardiac abnormalities, 

FIGURE 2. RISK  
FACTORS FOR FETAL 

HEART DISEASE

MATERNAL COMORBIDITIES
• Pregestational diabetes
• Phenylketonuria
• SSA or SSA/SSB auto-antibodies
• IVF pregnancy (with ICSI)
• Infection*
• Medication exposure*

FAMILY HISTORY
•  First-or second-degree family history 

of cardic disease

FETAL CONDITIONS
• Suspected cardiac abnormality
• Cardiac rhythm or rate disturbance
• Major extracardiac anomaly
•  Known or suspected chromosomal 

abnormality
• Increased nuchal translucency
• Monochorionic translucency
• Hydrops fetalis
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especially with agenesis of ductus 
venosus (DV), and this risk is slightly 
greater than our screening threshold. 

NONIMMUNE  
HYDROPS FETALIS
Similarly, to the indication for fetal 
echocardiogram for major structural 
anomalies, fetal hydrops confers an 
indication for referral for a fetal echo-
cardiogram. Cardiac abnormalities are 
the most common cause of nonim-
mune hydrops (15%-25% of hydrops 
caused from CHD or cardiac arrhyth-
mia). Hydrops is presumed to occur 
because of increased venous pressure 
from volume overload due to 
valve regurgitation, pressure 
overload from outflow obstruc-
tion, and decreased diastolic 
filling time during tachycardia.34

INCREASED NUCHAL 
TRANSLUCENCY 
Th e  c o r re l at i o n  w i t h  a n 
increased nuchal translu-
cency (NT) with aneuploidy 
and CHD is well established.35 In the 
setting of a normal karyotype (no 
aneuploidy) but an increased NT, 
the risk of CHD is 1% to 3% if the NT 
is greater than the 95th percentile  
(3.0 mm) and 6% if the NT is greater than 
the 99th percentile (3.5 mm). A fetal 
echocardiogram should be performed 
if the NT is at least 3.5 mm and con-
sidered if at least 3.0 mm and less than  
3.5 mm. The risk of CHD rises exponen-
tially with increasing NT: 24% if greater 
than 6.0 mm and 60% if greater than  
8.5 mm. A body of literature recom-
mends interrogation of the DV to risk 
stratify a thickened NT. An abnormal DV 
with an NT greater than 3.0 mm but less 
than 3.5 mm increases the diagnostic 
yield for major CHD to 15%. 

MONOCHORIONIC 
PLACENTATION
The incidence of CHD with mono-
chorionic (mono and diamniotic) 
twin pregnancies is 2% to 9%.36,37 This 
includes monochorionic twins affected 
and unaffected by twin-twin transfu-
sion syndrome (TTTS), which occurs 
in 10% of monochorionic twins. TTTS 
is associated with both acquired right 
ventricular outflow tract abnormalities 
and myocardial changes in the recipient 
twin. Independent of TTTS, monochori-
onic twins are at increased risk of CHD, 
specifically ventricular septal defects, 
pulmonary stenosis, and ASDs.36,38

FAMILY HISTORY THAT 
WOULD TRIGGER A FETAL 
ECHOCARDIOGRAM 
A first-degree relative with congenital 
heart disease, specifically, maternal 
cardiac disease, is associated with an 
increased incidence of fetal CHD. Here 
we focus on nonsyndromic causes of 
CHD. The risk of fetal CHD when the 
mother has cardiac disease ranges from 
3% to 7%; however, this varies by the 
underlying lesion of the mother and is 
highest for a maternal history of aortic 
stenosis at 13% to 18%, heterotaxy, and 
AV septal defects have a 10% to 14% 
risk, and Tetralogy of Fallot is less than 
3%.5 The risk of cardiac malformation 
if the father is affected is 2% to 3% and 
similarly the recurrence risk varies with 

lesion type and is highest with aortic 
stenosis. With an affected sibling (or a 
previous pregnancy affected with CHD), 
the risk of recurrence of CHD is lower 
than that of an affected parent and is 
2% to 6%. The risk of CHD increases 
if more than 1 sibling is affected. The 
overall risk of fetal CHD is lower with 
second- and third-degree relatives, with 
an OR of 1.39 (95% CI, 1.25-1.54) for a 
second-degree and OR, 1.18 (95% CI, 
1.05-1.32) for a third-degree relative.

Counseling on specific genetic 
disorders, single gene disorders, and 
syndromes in a parent with any familial 
history should be personalized and 

counseling revolves around the 
underlying genetics and heri-
tability of risk of the disorder/
syndrome. Counseling depends 
on the gene’s inheritance pat-
terns and is nuanced by incom-
plete penetrance, and variable 
expressivity of the genetics 
that does require personalized 
counseling based on etiology. 
Similarly, if the parent is affected 

by an autosomal dominant or reces-
sive genetic disorder with increased 
risk for cardiac malformations, this 
also changes the counseling about 
inheritance. Personalized counseling 
for risk recurrence should occur with 
pregnancies with deletion or duplica-
tion syndromes known to be associated 
a significant incidence of abnormal 
cardiac phenotypes (eg, DiGeorge, 
Turner syndromes). 

FOR REFERENCES VISIT  
contemporaryobgyn.net/fetal-
echocardiogram

The risk of fetal CHD when the 
mother has cardiac disease 

ranges from 3% to 7%; however, 
this varies by the underlying 

lesion of the mother.
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by LOIS LEVINE, ASSOCIATE EDITORIAL DIRECTOR

T
here are a few helpful ap-
proaches to investigate 
menstrual disturbances 
for adolescent patients and 

understand treatment options, ac-
cording to a professor from the Baylor 
College of Medicine during their pre-
sentation at the 2022 American Acad-
emy of Pediatrics National Conference 
& Exhibition in Anaheim, California.

One of the most valuable best practice 
tips that Catherine M. Gordon, MD, MS, 
FAAP, a professor of pediatrics, Baylor 
College of Medicine, Houston, Texas, 
offered during her session was the 
discussion of making an early diagnosis 
of polycystic ovary syndrome (PCOS), 
the hormonal problems that cause 
an inconsistency in menstruation for 
teenagers. “� ink about menstruation 
as a vital sign in adolescents,” she noted. 
“Variations in the normal pattern may 
have implications for overall health.”

Although the normal menstrual cycle 
usually occurs when both breast and 
pubic hair development is Tanner stage 
4 (aged 12.5 years for most adolescents), 
it may take more than 2 years for that 
adolescent to become ovulatory.

Furthermore, Gordon explained, 
abnormal uterine bleeding (AUB) 
can be detected by a number of 
the following screening markers:

  menorrhagia: prolonged/heavy 
uterine bleeding;
  intermenstrual bleeding (metrorrhagia): 
uterine bleeding that occurs at irregular 
intervals;
 menometrorrhagia: prolonged uterine 
bleeding occurring at irregular intervals;
 oligomenorrhea: uterine bleeding that 
occurs at prolonged intervals of 41 days 
to 3 months; and
 polymenorrhea: uterine bleeding occur-
ring at regular intervals of less than 21 
days.

Several things can cause AUB, 
including a lack of a single follicle 
becoming dominant (so there is no rise 
in progesterone) and the endometrium 
becoming excessively thickened and 
unstable. An important note: “� e more 
prolonged an adolescent’s anovulation, 
the greater the risk of AUB,” said Gordon.

So how to diagnose correctly? 
Determining whether an adolescent’s 
menstruation is cyclic or acyclic is a 
good place to start. Normal cyclic 
intervals with heavy bleeding can 
point to a uterine issue, such as use 
of an intrauterine device (IUD), or 
infection, foreign body, polyp, and 
endometriosis. Acyclicity, or a cycle of 
45 days, usually has anovulatory AUB 
due to lack of negative feedback, and is 
associated with psychosocial problems, 
eating disorders, athletic competition, 
PCOS, ovarian insu�  ciency, endocri-
nopathies, and malignancy.

To correctly diagnose, Gordon reminds 

practitioners to take a complete family, 
endocrine, menstrual, and sexual history, 
a history of systemic illness (anemia, 
bleeding disorders, frequent nose bleeds, 
etc), and note use of all medications. 

For the diagnostic work-up, 
Gordon recommends the following:
  pregnancy test: urine (if positive, follow 
with quantitative serum pregnancy test);
  complete blood count and ferritin: 
anemia, thrombocytopenia, and iron 
defi ciency;
  sexually transmitted infection screening;
  thyroid function tests for all patients with 
moderate to severe menorrhagia; 
coagulation screen: prothrombin time, 
von Willebrand Factor profi le, blood 
group typing, etc;
  Follicle-stimulating hormones, luteinizing 
hormone, and testosterone: total and free;
  pelvic ultrasonography; and
  endometrial biopsy, generally not indi-
cated in adolescents.

Additionally, in treating these patients, 
both estrogen and progestin therapies 
are recommended. � ere are, however, 
“many modes of therapy,” Gordon says, 
“with the most common being mono-
phasic oral contraceptive pills.”

Gordon summarized her session 
with the following:
  One of many neuroendocrine abnormal-
ities can lead to aberrant patterns.
  Variations in the normal pattern may 
have implications for overall health in 
adolescents and may signify an underly-
ing medical problem. 
  Educate clinicians, patients, and their 
parents that 21 to 45 days is the normal 
cycle length.

REFERENCE
Gordon CM. Irregular periods: what to do 
next. Presented at: 2022 AAP National 
Conference & Exhibition; October 9, 2022; 
Anaheim, CA.

Diagnosis and treatment 
of the adolescent with
irregular menstruation
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C
ounseling patients about 
contraceptive methods 
requires shared deci-
sion-making. Patients 
may have concerns 

about adverse effects from methods 
or have conditions for which they are 
hoping certain contraceptive options 
may o� er a noncontraceptive bene� t. 
Acne can be a devastating condition 
causing anxiety and social isolation 
and potentially leading to permanent 
skin scarring. Acne affects 85% of 
adolescents and young adults aged 
12 to 25 years but continues to a� ect 
5% to 12% of the adult female popula-
tion.1,2 Understanding the ways contra-
ception will and won’t a� ect this condi-
tion is imperative for user satisfaction.

Pilosebaceous units, consisting of a 
hair shaft, hair follicle, sebaceous gland, 

and erector pili muscle, are found in 
almost all regions of the skin. In� am-
matory acne is thought to occur with 
follicular hyperkeratinization trapping 
sebum and bacteria, blocking this pilo-
sebaceous unit, leading to a cytokine 
cascade resulting in recruitment of 
immune cells furthering development 
of papules, pustules, and nodules.3

Nonin� ammatory acne, trapped dead 
keratinocytes and sebum, includes open 
(blackheads) and closed (whiteheads) 
comedones. Androgen receptors are 
present in pilosebaceous duct keratino-
cytes and follicles. � us, androgens are 
thought to regulate sebaceous glands 
and hair growth. Androgens stimulate 
sebum production along with growth 
and accumulation of skin cells in the 
hair follicle.

Androgen production takes place 

primarily in the adrenal cortex and ova-
ries and includes both strong (testoster-
one) and weaker (androstenedione and 
dehydroepiandrostenedione) types. 
Peripheral tissues (adipose, muscle, 
and skin) convert weaker androgens 
to testosterone. During puberty, the 
enzymes within the pilosebaceous 
unit (primarily 5α-reductase) can 
convert testosterone precursors to 
dihydrotestosterone (DHT). DHT, a 
potent androgen, can then bind to the 
androgen receptor in target tissues. 
Transient rises in peptide factors during 
puberty trigger a chain of events at the 
activated androgen receptor, leading to 
an excess production of keratinocytes 
and sebum.1 These mechanisms for 
androgen production can be a� ected 
by exogenous hormones.

Medical conditions causing a high 

Contraception and 
its impact on acne
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androgen state, such as polycystic 
ovarian syndrome (PCOS) or congenital 
adrenal hyperplasia, can worsen acne. 
As many as 70% to 80% of patients with 
PCOS experience cutaneous manifes-
tations.4 However, most patients with 
acne have normal circulating androgen 
levels. In these patients, a hypersen-
sitivity of the sebaceous glands to 
androgens causes an increase in sebum 
production. 

Acne treatments have primarily relied 
on topical and systemic antibiotics, 
spironolactone, and isotretinoin but 
result in treatment failure in a large 
percentage of patients. Antibiotics, 
spironolactone, and retinoid-based 
therapies carry teratogenic potential. 
Hormonal therapies allow a wider 
range of treatment options, less risk to 
a developing fetus, and a potentially 
improved adverse effect profile over 
systemic antibiotics, and are at least 
equally effective. Combined oral 
contraceptives (COCs) are a treatment 
option for all types of acne: noninflam-
matory (comedones) and inflammatory 
(papulopustular and nodulocystic).5 A 
meta-analysis of close to 5000 patients 
comparing treatment effectiveness at  
6 months showed a 55% lesion reduc-
tion with combined hormonal methods, 
a 52% reduction with systemic antibiot-
ics, and a 29% reduction with placebo.6

Combined hormonal 
contraceptives
The estrogen component, typically ethi-
nyl estradiol, in a combined hormonal 
method of contraception drives a reduc-
tion in acne through several mecha-
nisms. First, estrogen works directly to 
decrease both the size of the sebaceous 
gland and sebum production. Second, 
estrogen increases liver production of 
sex hormone binding globulin (SHBG). 
SHBG binds avidly to dihydrotestos-
terone and testosterone, reducing the 
unbound fractions available for binding 
to androgen receptors. Third, increased 
levels of estrogen provide feedback at 
the levels of the anterior pituitary and 
hypothalamus, decreasing luteinizing 
hormone (LH) and follicular stimulat-
ing hormone (FSH) release and ovarian 
production of testosterone in turn. 

A Cochrane review evaluating  
31 randomized controlled trials compar-
ing COCs to other pills, acne treatments, 
or placebo shows that COCs consistently 
reduced acne lesion counts, severity 
grades, and self-assessed acne.7 Authors 
were not able to determine effectiveness 
of individual COC types with respect 
to acne improvement. Three oral 
contraceptive pills hold US Food and 
Drug Administration (FDA) approval for 
acne treatment: norgestimate/ethinyl 
estradiol (Ortho Tri-Cyclen; Janssen 
Pharmaceuticals); norethindrone/
ethinyl estradiol (Estrostep; Allergan); 
and drospirenone/ethinyl estradiol 
(Yaz; Bayer).

A similar systemic effect would be 
expected with the contraceptive patch 
and vaginal ring. Even though these 
methods have not been reviewed exten-
sively with respect to acne reduction, a 
Cochrane review comparing the vaginal 
ring or the contraceptive patch to COCs 
showed that ring users reported less 

acne than COC users.8 
Progestins have variable intrinsic 

androgenic activity  (Table) . 9,10 
19-Nortesotosterone progestins 
(derived from testosterone) include 
estranes and gonanes. The ethyl 
substitution at the 13-carbon position 
in gonanes confers less androgenic 
activity. Progestins derived from pro-
gesterone include pregnanes and 
norpregnanes. The absence of a methyl 
group at the 10-carbon position gives 
norpregnanes strong progestational 
activity with no androgenic, estrogenic, 
or glucocorticoid activity. Drospire-
none, an analogue of spironolactone, 
has antiandrogenic and antimineral-
corticoid activity. Cyproterone acetate, 
also an antiandrogenic progesterone, 
is approved for acne treatment in 
Europe and Canada but not the United 
States.11 Clinically, the androgenic 
activity of progestins in combined oral 
contraceptives is negligible given the 
low dose of current formulations.12 
However, a 2016 retrospective review 
of over 2147 patients at initial consult 
for acne reported drospirenone-based 

Table. Androgenic Activity 
by Progestin Type9,10

Progestin type Androgenic 
activity

Levonorgestrel High

Norgestrel High

Norethindrone Medium

Norethindrone acetate Medium

Ethynodiol diacetate Low

Norgestimate Very low

Desogestrel Very low

Drospirenone Anti

As many as  

70% to 80%  
of patients with PCOS 
experience cutaneous 

manifestations.4
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combined contraceptives to be most 
helpful for acne greater than norges-
timate and desogestrel greater than 
levonorgestrel and norethindrone (P 
≤ .035 for all pairwise comparisons).13 

Progesterone methods
Because of comorbid medical condi-
tions, a patient may not be a good can-
didate for a combination contraceptive 
method containing estrogen. As the 
ethinyl estradiol in a combined method 
is responsible for the increase in SHBG 
improving acne, a progesterone-only 
method would not be expected to have 
this effect. Both estrogen and proges-
terone, though, lower the levels of 
adrenocorticotropic hormone inhibit-
ing adrenal androgenesis.14 In addition, 
progestins block 5α-reductase activity, 
the enzyme responsible for testoster-
one conversion to DHT and decrease 
testosterone receptor expression and 
gonadotrophin (FSH, LH) synthesis.15 
Progesterone may have potential to 
increase sebum production, but this 
has not been well demonstrated in 
reproductive-age patients.16 The degree 
to which exogenous progestins affect 
the sebaceous gland has been disputed. 
Often these reports are based on retro-
spective reviews and do not account 
for acne severity at baseline or method 
change. 

Progestin-only pills 
There are no isolated trials evaluating 
progestin-only pills (POPs) compared 
with other methods for acne sup-
pression. It would be assumed that a 

progestin-only pill would not have the 
extent of androgen suppression of a 
combined hormonal contraceptive 
given the lack of estrogen effect, but 
progestin types can have varying effects 
on androgen levels. The progestin-
only pill most widely available in the 
United States, norethindrone, is an 
estrane derived from testosterone with 
high-binding affinity for the androgen 
receptor. In a trial evaluating adverse 
effects over a year, over half of the 
users of a POP (levonorgestrel 30 μg 
not available in the United States) 
reported acne at 9 and 12 months 
compared with COC and copper intra-
uterine system users.17 Drospirenone, 
derived from 17α-spironolactone, with 
antiandrogenic properties, carries 
an FDA approval for acne treatment 
in combined hormonal therapy with 
ethinyl estradiol and has been shown 
in a retrospective review to be more 
beneficial for acne treatment than a 
norethindrone combined method.13 

DMPA
Depot medroxyprogesterone acetate 
(DMPA) can be given as an intramus-
cular or subcutaneous injection every  
12 to 14 weeks. Because of the suppres-
sion of ovarian estradiol production, 
DMPA primarily causes unscheduled 
bleeding and amenorrhea. Minor 
adverse effects of this estrogen reduced 
state may include hair loss and acne, 
but these are infrequently reported.18 

Contraceptive implants
Contraceptive implants include Jadelle, 

(2 rods each containing 75 mg of levo-
norgestrel for a total of 150 mg) and Nex-
planon (a single rod containing 68 mg 
of etonogestrel, the active metabolite of 
desogestrel). Acne is the most common 
skin complaint among contraceptive 
implant users. Levonorgestrel causes 
a decrease in SHBG, directly leading to 
an increase in free testosterone. Even 
though etonogestrel is less androgenic, 
acne is among the adverse effects for 
which etonogestrel implant users 
discontinue.19 A 3-year randomized 
trial assessing adverse effects showed 
reports of acne to be equivalent between 
etonogestrel and levonorgestrel implant 
users but higher compared with copper 
intrauterine system users.20 Combined 
hormonal contraception, sometimes 
used to decrease unscheduled 
bleeding in implant users, could be 
expected to improve acne and could 
be considered.21 

Hormonal intrauterine 
system
The hormone-releasing intrauterine 
systems (IUSs) include 52-mg levonorg-
estrel (LNG) devices, a 19.5-mg LNG 
device, and a 13.5-LNG device. Circu-
lating plasma levels of levonorgestrel 
in users of the 52 mg-LNG IUS system 
are one-half those in contraceptive 
implant users and 10 times less than 
those in progestin-only pill users.22,23 
The androgenic activity of LNG may 
affect some users even though the circu-
lating levels of LNG in IUS users do not  
suppress SHBG.24 

Studies have shown some patients 

Combined hormonal contraception, sometimes used to decrease 
unscheduled bleeding in implant users, could be expected to improve 

acne and could be considered.
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will experience a flare of their acne 
vulgaris within 1 to 3  months following 
placement of the LNG IUS.25,26 However, 
the rates of combined oral contraceptive 
discontinuation immediately prior to 
use of the LNG IUS and a baseline evalu-
ation of acne severity prior to LNG IUS 
use have not been consistently reported. 
Because of this, it is di�  cult to know if 
this � are is due to the removal of sup-
pressive e� ects of combined hormonal 
methods, primarily a decline in SHBG 
allowing an increase in circulating 
androgens, or due to the hormones of 
the LNG IUS itself.

Some studies have reported as high as 
a 1% removal rate speci� cally for acne 
vulgaris among LNG IUS users. Method 
cessation because of acne concerns 
is reported to be higher among LNG 
IUS users compared with users of the 
copper intrauterine device (IUD) and 
combined hormonal methods.13, 27,28

Copper intrauterine system
Reports of acne for users of the copper 
intrauterine system are higher than for 
users of combined contraceptive meth-
ods.17 � is is because of the comparative 
e� ect of an estrogen bene� t suppressing 
androgens in combined methods rather 
than any physiologic e� ect of the copper 
IUS contributing to acne. As the copper 
IUS is nonhormonal, it would not be 
expected to alter acne. 

Discussion
Acne can have a debilitating e� ect, caus-
ing loss of productivity and social isola-
tion. Combined hormonal methods can 
be an e� ective treatment with multiple 
studies demonstrating lesion reduc-
tion.7 Acne improvement may be a sole 
indication for combined method use 
or may be seen as a noncontraceptive 
bene� t in patients seeking pregnancy 

prevention. It is likely that the estrogenic 
component is primarily responsible 
for driving acne improvement, but it 
is possible that progestins with less 
androgenic effects have additional 
bene� t in patients for whom acne is a 
primary concern.

Method initiation, whether transi-
tioning from no prior method or to a 
different method, provides an excel-
lent opportunity for patient-centered 
counseling. A patient transitioning from 
a combined estrogen and progesterone-
based method to a progesterone-only 
or nonhormonal method may experi-
ence an acne � are or worsening over 
time because of the rapid dissolution 
of estrogen-based androgen suppres-
sion. A recognition of this e� ect prior 
to its occurrence may foster a trusting 
relationship such that a patient feels 
comfortable seeking additional support 
for bothersome adverse e� ects rather 
than method discontinuation. For 
patients who are not estrogen candi-
dates and who have concerns regarding 
acne worsening or development, an 
evidence-based discussion regarding 
progesterone-only or nonhormonal 
methods is appropriate.

Studies have clearly demonstrated 
a direct correlation between patient-
centered counseling and successful 
contraceptive use and continuation.29

Patient-centered counseling involves 
trust building, including an evalu-
ation of a patient’s concerns, and an 
evidence-based response regarding 
adverse e� ect correlation to contracep-
tive method choice. Some studies have 
demonstrated that patients may doubt a 
provider’s willingness to discuss nega-
tive aspects of contraceptive use.30,31

Other studies have demonstrated pro-
vider refusal to honor patient requests 
for intrauterine device or contraceptive 
implant removal because of adverse 
effects.32 Using open-ended com-
munication encouraging patients to 
voice concerns, questions, and/or 
preferences for method choice and 
honoring method discontinuation 
when requested can build a trusting 
relationship and facilitate contraceptive 
method initiation and continuation.

FOR REFERENCES VISIT
contemporaryobgyn.net/contraception-
acne
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WELL WOMAN

by LINDSEY CARR, EDITOR

A
new National Insti-
tutes of Health study 
found that women who 
reported using chemi-

cal hair straightening products 
were at higher risk for uterine can-
cer than women who did not re-
port use of these products.

� e researchers found no asso-
ciations with uterine cancer for 
other hair products women were 
using, including hair dyes, bleach, 
highlights, and perms.

� e study was part of the Sister 
Study, a study by the National 
Institute of Environmental Health 
Sciences (NIEHS) that seeks to 
identify risk factors of breast cancer 
and other health conditions. The 
current study data included 
33,497 US women aged 35 to 
74 years. 

The women were followed for 
almost 11 years. � ose who reported 
frequent use of hair straightening 
products, defined as more than 
4 times in the previous year, were 
more than twice as likely to develop 
uterine cancer compared with those 
who didn’t use the products. 

“Because Black women use 
hair straightening or relaxer 
products more frequently and 
tend to initiate use at earlier ages 
than other races and ethnicities, 

these � ndings may be even more 
relevant for them,” said Che-Jung 
Chang, PhD, an author on the new 
study and a research fellow in the 
NIEHS Epidemiology Branch.

Approximately 60% of  the 
participants who reported using 
straighteners in the previous year 
self-identified as Black women, 
according to the study in the 
Journal of the National Cancer 
Institute. Although there was no 
difference between the hazard 
ratios for ethnic and racial groups, 
the adverse health e� ects may be 
greater for Black women because 
of higher prevalence of use.

REFERENCE
Chang CJ, O’Brien KM, Keil AP, 
et al. Use of straighteners and 
other hair products and incident 
uterine cancer. J Natl Cancer Inst. 
2022;djac165. doi:10.1093/jnci/
djac165

Chemical hair straightening 
may increase uterine cancer risk

Women who reported using 
chemical hair straightening 
products were at higher 
risk for uterine cancer 
compared with women who 
did not report using these 
products, according to 
results of the study.



After Hours® showcases the exciting lives of 
health care providers outside their day-to-day 
practice, highlighting the hobbies that take 
them around the world—to speedways, art 
studios, wineries, and more.

A Spotlight on Clinicians 
Showing Off Their Hobbies 
Outside Work

Season 9 is streaming now! 
www.medicalworldnews.com

practice, highlighting the hobbies that take 
them around the world—to speedways, art 

powered by

®



22    CONTEMPORARYOBGYN.NET     

CONFERENCE COVERAGE

JANUARY 2023

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

The American Association of Gynecologic Laparoscopists (AAGL) 
held its 51st Global Congress on minimally invasive gynecologic 
surgery (MIGS) in Aurora, Colorado, from December 1 to 4, 2022. 

The AAGL is the largest medical association advancing health care for 
women through excellence in clinical practice, education, research, innova-
tion, and advocacy. The theme for the congress was “Dissemination of MIGS 
Care: Improving Access for All.” The theme was reflected throughout the 
scientific program, with sessions on new instrumentation, surgical techniques, 
reproductive surgery updates, quality improvement, patient safety in minimally 
invasive and complex gynecologic surgery panels.

Contemporary OB/GYN® attended the congress in person, bringing our 
readers the latest clinical news and data. Here are some of the top meeting 
highlights:

Shattering the glass ceiling 
in MIGS
Fariba Mohtashami, MD, obstetrics 
and gynecology, University of British 
Columbia, Vancouver, Canada, spoke 
about women in ob-gyn surgery and 
shattering the glass ceiling in her 
AAGL MED Talk.1

“My financial disclosure is that I 
earn significantly less than my male 
colleagues,” Mohtashami said. 

Later in her presentation, 
Mohtashami shared findings from a 
study that, because women are paid 
less, investigated whether the gender 
of the patient influenced compensa-
tion as well. According to the findings, 

surgeons operating on women were 
reimbursed significantly lower at  
28% when compared to operating  
on men.

Mohtashami concluded 
her presentation with a call 
to action: separate obstetrics 
from gynecology. “It 
overloads curriculum,” and, 
according to Mohtashami, 
“shouldn’t be blended.” 

“Every woman deserves 
a competent obstetrician 
when they are pregnant, just as they 
deserve a competent gynecologist at 
all the other times in their lives when 
they’re not pregnant. One should 

not come at the cost of another,” she 
concluded. “We need to encourage 
gender balance in our specialty.”

contemporaryobgyn.net/view/
shattering-the-glass-ceiling-in-
migs

Tips and tricks for 
diagnostic laparoscopy for 
endometriosis
All ob-gyns will encounter endome-
triosis in their practice, but not all of 
them may have the tools to evaluate 
for and treat it laparoscopically. How-
ever, Olga Fajardo, MD, a second-year 
MIGS fellow at Vanderbilt University 
Medical Center in Nashville, Tennes-
see, discussed diagnostic laparoscopy 
for endometriosis in her presentation 

at AAGL’s 51st Global 
Congress on MIGS.2

Fajardo offered tips and 
tricks for effective preop-
erative planning, minimally 
invasive surgical evaluation 
and treatment, and postop-
erative management  
for endometriosis.

For preoperative planning, Fajardo 
suggested gathering a thorough 
history from the patient, including 
symptoms of dysmenorrhea, pelvic 

The latest clinical highlights from 
the 51st Global Congress on MIGS

AAGL 2022

FOR MORE 
COVERAGE
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Mindfulness in the 
operating room 
Practices to optimize resident 
surgical performance.

contemporaryobgyn.net/view/
mindfulness-in-the-operating-
room

Box trainers and surgical 
simulators
Do they make a difference in 
medical students’ surgical skills?

contemporaryobgyn.net/view/ 
do-box-trainers-and-surgical-
simulators-make-a-difference-

Sexual trauma discussion
Tips for discussing sexual trauma 
with your patients.

contemporaryobgyn.net/view/
are-ob-gyns-comfortable-
discussing-sexual-trauma-with-
patients-

READ 
MORE

pain, dyspareunia, and gastrointesti-
nal symptoms such as constipation. 
Endometriosis can have physical 
signs on exam, Fajardo continued. 
During the history and physical exam, 
the ob-gyn should evaluate the pelvic 
floor for myalgia, a common disorder 
associated with endometriosis, which 
Fajardo said can be treated with pelvic 
floor physical therapy.

“If you encounter pathology outside 
of your comfort zone, refer to a MIGS 
colleague,” Fajardo said. “If there is 
concern for bowel or bladder involve-
ment, refer the patient to urology  
or colorectal.”

As far as diagnostic laparoscopy, 
Fajardo said, the main instruments 
needed are Maryland graspers 
and monopolar scissors. She 
recommended entering through the 
abdomen with a 5- to 10-mm scope. 
She also advised starting with an 
accessory port to evaluate the pelvis 
and add more ports if needed. 

“Remember, do not be afraid to add 
a fifth port if it makes the procedure 
more efficient and effective,”  
Fajardo added. 

Also, if there are lesions near the 
ureter or bowel, Fajardo offered  
tips for excision, including  
hydrodistension with normal saline  
to bring the lesion away from  
underlying structures.

One of Fajardo’s final tips was to 
drain the endometrioma prior to exci-
sion. “This will better delineate the 

cyst wall and make the excision more 
efficient,” she concluded.

contemporaryobgyn.net/view/ 
tips-and-tricks-for-diagnostic- 
laparoscopy-for-endometriosis

Cryotherapy for 
postoperative pain
Laura Kenyon, MD, University of 
Texas Southwestern Medical Center, 
discussed the findings from a 
randomized, controlled trial during 
an oral session at AAGL’s 51st Global 
Congress on MIGS.3

The study included patients at  
2 large academic institutions under-
going outpatient laparoscopic hyster-
ectomy via conventional laparoscopic 
technique with the minimally invasive 
gynecologic surgery team between 
February 2019 and November 2020. 
Patients with chronic pain or current 
opioid use of more than 1 week or 
requiring planned overnight hospi-
talization were excluded. Primary 
outcome data were available for  
51 participants, 24 control and  
27 intervention.

According to the findings, 84.8% 
of participants felt their pain was 
adequately controlled. All subjects 
were prescribed 20 tablets of oxyco-
done. On average, they used  
2.9 (SD, 3.4) tablets after discharge. Of 
participants, 87% said they would use 
oxycodone again.

Kenyon and her team said ice 

packs are an acceptable supplement 
for postoperative pain management 
with high patient satisfaction and no 
adverse effects, and 82.6% of patients 
say they would recommend ice to 
others. It is worth noting, however, 
that cryotherapy did not significantly 
impact postoperative reported pain or 
narcotic use. 

Providers caring for postoperative 
patients should be aware, Kenyon 
said, of the unintentional conse-
quences of overprescribing opioids 
and should consider reducing 
the number of tablets prescribed, 
especially with consistent evidence 
that patients require less than half the 
quantity prescribed.

contemporaryobgyn.net/view/
cryotherapy-for-postoperative-
pain
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VULVOVAGINALDISEASE

by BOB KRONEMYER

T
hree months after copper 
intrauterine device (IUD) 
insertion, approximately 
30% of women had a 

diagnosis of vulvovaginal 
candidiasis compared with 
approximately 23% of women 
who received a hormonal IUD, 
according to � ndings from a 
prospective study published in 
the journal Cellular and Molec-
ular Biology. � e 2 groups dif-
fered signi� cantly in the preva-
lence of candidiasis.

� e longitudinal study com-
prised 160 women who volunteered 
for IUD use and were referred to health 
centers in China. Cervicovaginal swabs 
were taken from the women, none of 
whom showed signs of vaginal infection 
during the vaginal examination.

Patients were divided equally into 
2 groups. � e � rst group (n = 80) received 
the Mona Lisa NT Cu380 copper IUD 
and the second group (n = 80) received 
the Mirena hormonal IUD. Patients did 
not use antibiotics or antifungal drugs 
for at least 2 weeks prior to and 3 months 
after IUD placement.

Samples were cultured in a Sabouraud 
dextrose agar (SDA) medium. � e milky 
yeast colony was then transferred to a 
chromium agar culture medium. 

In total, 70 women in the copper 
IUD group and 61 women in the 

hormonal IUD group completed the 
study. Overall, 29.57% of women who 
received the copper IUD had a diagnosis 
of candidiasis 3 months post insertion 
compared with 22.95% of women who 
received the hormonal IUD.

However, there was a significant 
difference in the prevalence of indi-
vidual species between the 2 groups 
(P = .031). In the copper IUD group, 14 of 
21 patients with Candida species 
had Candida albicans, 5 patients had 
Candida glabrata, and 2 had Candida 
parapsilosis. By contrast, in the hor-
monal IUD group, 10 of 14 patients 
with Candida species had C albicans, 
3 patients had C glabrata, and 1 had 
C parapsilosis.

The increase in the incidence 
of vulvovaginal candidiasis within 
3 months of IUD placement has been 
reported in previous studies and  due 
to changes in the microbial � ora of the 
reproductive system.

An inflammatory reaction and 
cellular changes are caused by the 

foreign body (the IUD) in the uterus 
and the constant secretion of copper 
or hormones. � is leads to changes in 
the dominant micro� ora and escalating 
Candida colonization.

The increase in C glabrata is note-
worthy after IUD placement, 
according to the authors, 
because it can create drug 
resistance and prompt recurrent 
vulvovaginal candidiasis.

“Because Candida albicans is 
found in the vaginal microflora 
of 30% to 80% of asymptomatic 
women, the decision to treat 
asymptomatic cases requires 
further study and testing,” wrote 

the authors.
Candida chromium agar differen-

tial culture medium is easy to use, 
reproducible, and cost-e� ective, they 
noted. However, in cases of recurrent or 
complicated vulvovaginal candidiasis, 
in which accurate diagnosis is needed 
for successful treatment, sensitive 
and precise molecular methods, 
are advised.

The authors also advocate further 
studies with wider dimensions and 
longer follow-up periods to confirm 
the � ndings of this study. 

REFERENCE
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Prevalence of Candida
species with IUD placement

29.57% VS 22.95% 
Women who received the copper 

IUD vs women who received 
the hormonal IUD, and who had 

a diagnosis of candidiasis 3 
months post insertion.
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TRANSITIONS
LIFE

by MORGAN PETRONELLI, MANAGING EDITOR

A
lthough many women 
view hot � ashes and night 
sweats as the same phe-
nomena, according to the 

North American Menopause Society 
(NAMS), these signs of meno-
pause are 2 very separate symp-
toms. In a presentation given at 
the NAMS Annual Meeting in 
Atlanta, Georgia, from October 
12 to 15, 2022, So� ya Shreyer, 
lead author of the study and 
� rst year graduate student in 
the Anthropology Department at 
the University of Massachusetts Am-
herst, found that night sweats and hot 
� ashes were separate events rather 
than the same phenomena associated 
with menopause.

Although both hot � ashes and night 
sweats induce a feeling of overheating, 
hot � ashes occur during the day and 
may involve sweating, whereas night 
sweats occur during nighttime and 
involve an intense period of sweating.

In their study, investigators from the 
University of Massachusetts sought to 
discover whether one symptom was 
worse than the other when looking 
at depression and stress. The study 
involved 200 menopausal women. 
After adjusting for menopause status, 

marriage, and financial comfort, the 
study found that night sweats were 
signi� cantly associated with both stress 
and depression, whereas hot flashes 
were associated with only depression. 
Moreover, Shreyer and her fellow 
investigators found that night sweats 
are more stressful than hot � ashes.

“This study adds to the growing 
evidence that menopause symptoms, 
such as hot � ashes and night sweats, 
can signi� cantly detract from a woman’s 

quality of life and should be taken 
seriously by health care professionals. 
More research is necessary to fully 
understand the mechanisms of these 
symptoms and their overall e� ect on 
a woman’s menopause experience,” 
Stephanie Faubion, MD, MBA, medical 
director for NAMS, said.

Additionally, those who reported the 
highest hot � ash frequency at night had 
higher depression scores vs women who 
had the highest hot flash frequency 
during other times of the day, according 

to the study results. � ese data 
support previous results from 
studies that found sleep disrup-
tions during menopause have a 
substantial e� ect on quality of 
life. � e results also suggest night 
sweats may have more severe 
e� ects than hot � ashes.

“We know sleep disturbances are one 
of the biggest detriments for women 
going through menopause, but these 
results are unique because they show that 
women experiencing night sweats, rather 
than just hot � ashes, may be at an even 
bigger disadvantage,” Shreyer said. 
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Shreyer S. Night sweats versus hot fl ashes. 
Presented at: North American Menopause 
Society Annual Meeting; October 12-15, 
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Which is worse: Night 
sweats or hot � ashes?

EXCLUSIVE VIDEO COVERAGE
A new possible solution to vaginal odor?
Alyssa Dweck, MD, discusses some recent positive data presented at 
the NAMS Annual Meeting regarding Clairvee (Bonafi de Health) as a 
potential treatment for vaginal odor.

www.contemporaryobgyn.net/
view/a-new-possible-solution-to-vaginal-odor-

Investigators found that night sweats 
were signifi cantly associated 

with both stress and depression, 
whereas hot fl ashes were associated 

with only depression.
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R
acial and ethnic disparities in 
adverse perinatal outcomes 
were significantly greater among 
women who used medically 

assisted reproduction (MAR) than those 
who conceived spontaneously, accord-
ing to data from a study published in the 
journal Pediatrics.

“There is a gap in our knowledge 
about population-level racial disparities 
in birth outcomes among women who 
use assisted reproduction,” said princi-
pal investigator Sarka Lisonkova, MD, 
PhD, an associate professor of obstetrics 
and gynecology at the University of 
British Columbia (BC), in Vancouver, 
BC, Canada.

The retrospective cohort study com-
prised data on all singleton births in 
the United States in 2016 and 2017 (n = 
7,545, 805). The authors used publicly 
available information from birth and 
death certificates and fetal death certifi-
cates obtained from the National Center 
for Health Statistics. Overall, 1.3% of 
singletons were conceived by MAR.

Non-Hispanic Black, American 
Indian and Alaska Native (AIAN), and 
Hispanic mothers were on average 
younger, more likely to be obese, and 
more likely to use Medicaid. They were 
also more likely to be unmarried and 
less educated than non-Hispanic White 
mothers.

AIAN mothers had the highest 
prevalence of smoking during preg-
nancy, obesity, and prepregnancy 
diabetes. Asians and Pacific Island-
ers had the highest percentage of 
underweight mothers in all mode-of- 
conception groups.

The study’s primary outcome was 
neonatal death, defined as death within 
28 days after birth. In the spontaneous-
conception group, neonatal mortality 
was twice as high among infants of non-
Hispanic Black than of non-Hispanic 
White women.

More starkly, among women who 
conceived by assisted reproductive 
technology (ART), including in vitro 
fertilization, neonatal mortality was 
roughly 4-fold higher in infants of non-
Hispanic Black women than in those of 
non-Hispanic White women.

Racial and ethnic disparities between 
Hispanic vs non-Hispanic White women 
were also significantly greater for pre-
term birth (< 34 weeks) and perinatal 
mortality in women who conceived via 
MAR. Non-Hispanic Black women who 
conceived using non-ART MAR (eg, 
for instance, fertility drug treatments) 
were 3 times more likely to experience 
a fetal death than non-Hispanic White 
women.

“Socioeconomic status (SES) 
disparity has been implicated as one 
of the major drivers of racial/ethnic 
disparity in adverse birth outcomes,” 

Lisonkova told Contemporary OB/GYN®. 
“The premise was that racial/ethnic-
related SES disparity among women 
who use MAR would  be less than 
what we observe in pregnant women 
in the general population, because 
fertility treatments require financial 
resources. Surprisingly, though, the 
opposite was true: Racial disparities 
were larger among women who con-

ceived using assisted reproduction.”
The study findings provide informa-

tion to health care providers about 
potential gaps in pregnancy and neona-
tal care for women with assisted repro-
duction and their infants, including 
all racial/ethnic groups.

To reduce the racial and ethnic dis-
parities found in the study, “we need 
to further examine racial/ethnic dif-
ferences in causes of infertility, types of 
fertility treatments, and birth outcomes 
in women with multiple pregnancies, 
such as twins and triplets, which are 
more common following assisted repro-
duction than in natural conception,” 

Disparities in prenatal  
health of infants conceived  
by assisted reproduction

“We need to provide high-quality obstetric 
and neonatal care for women who 
conceive using fertility treatments, plus 
have care that is accessible, especially 
among minority racial/ethnic groups. 
We need to also ensure equal access to 
fertility therapies.” – Sarka Lisonkova, MD, PhD
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Egg donors and recipients with PCOS
by JOHN JESITUS

Patients with polycystic ovary 
syndrome (PCOS) who receive 
oocytes from women with PCOS 

have the same pregnancy and childbirth 
outcomes as women without PCOS 
who receive similar oocytes, according 
to data from a study in BMC Pregnancy  
and Childbirth.1

Women with PCOS have long been 
able to participate in oocyte donation. 
“However,” the study authors wrote, 
“the pregnancy outcomes and offspring 
follow-up in patients with PCOS as the 
recipients are unclear.”

In prior studies, both use of donor 
oocytes (DOs) and presence of PCOS 
in oocyte recipients have been shown 
independently to adversely affect 
obstetric and infant outcomes.2-5 But 
according to the authors, “no study 
has investigated PCOS DO pregnancy 
outcomes and offspring follow-up. It 
remains unknown if the obstetric and 
infant outcomes of oocytes from donors 
with PCOS have a double disadvantage.”

Between March 2015 and May 2020, 
investigators at the Center for Repro-
ductive Medicine and Infertility, Fourth 
Hospital of Shijiazhuang, in Hebei, 
China, enrolled 30 women with PCOS 
and 32 without PCOS in the study. All 
recipients had to be younger than  
38 years and undergoing their first single 

vitrified-warmed blastocyst transfer. 
Oocytes came from donors who were 
PCOS positive and younger than 30 years.

For all patients, investigators used 
standardized oocyte preparation and 
implantation techniques and provided 
the same standard high-risk obstetric 
care. They consulted perinatology spe-
cialists when additional high-risk factors 
such as pregnancy-induced hyperten-
sion, gestational diabetes, or preterm 
birth (before 37 weeks) occurred.

Ultimately, rates of fertilization 
(around 75%), cleavage (around 98%), 
high-quality embryos (42%-44%), and 
blastocysts (around 38%) did not differ 
significantly between the 2 groups.1 

Similarly, rates of clinical pregnancy, 
implantation, ectopic pregnancy, and 
early abortion did not differ significantly.

All other data regarding pregnancy 
results, infant outcomes, and compli-
cations were comparable as well. For 
example, the incidence of preterm births 
was 11.8% and 16.7% for women with 
and without PCOS, respectively (P  > .05). 
Consistent with previous research find-
ings regarding DO recipient preferences,6 
cesarean section rates were relatively 
high in both groups—80.0% and 86.7%, 
respectively (P = .624).

Few studies evaluate DOs from patients 
with PCOS. However, data from 2 such 
studies have shown similar pregnancy 
rates vs DOs from normal-appearing 

ovaries, along with similar fertilization, 
implantation, and miscarriage rates.7,8

In patients with PCOS, high lutein-
izing hormone levels reduce oocyte 
quality. Moreover, PCOS has a high 
familial prevalence. “Some researchers 
may worry about possible propagation 
of the condition in the next generation 
of PCOS DO programs,”9 the authors 
wrote. Therefore, they suggest addi-
tional research focusing on PCOS 
incidence in offspring of mothers who 
are PCOS positive who received DOs 
from donors with PCOS.

The present study collected data 
only through the newborn period, the 
authors added, and therefore future 
research should examine the long-term 
health of PCOS DO offspring, analyz-
ing factors such as hyperandrogenism 
and insulin resistance. Because of the 
study’s small sample size, the authors 
also recommended further research 
comparing outcomes between PCOS 
DO and non-PCOS DO recipients.

Additional topics needing research 
include PCOS etiopathogenesis. The 
syndrome stems from egg-related 
genetic factors and/or abnormal uterine 
factors, the authors said, and studies 
such as theirs allow the isolation of 
oocytes from the hyperandrogenic 
PCOS uterine environment. 

FOR REFERENCES VISIT  
contemporaryobgyn.net/PCOS-egg-donors

said Lisonkova. “This will provide more 
information about possible improve-
ments in clinical care.”

From a public health perspective, “we 
need to provide high-quality obstetric 

and neonatal care for women who 
conceive using fertility treatments, plus 
have care that is accessible, especially 
among minority racial/ethnic groups,” 
Lisonkova said. “We need to also ensure 

equal access to fertility therapies.” 
REFERENCE
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State infertility insurance mandates are 
critical for improving access to infertility 
care. They also help advance gender 
equality and reproductive rights.

These are some of the major find-
ings of a literature review and critical 
assessment of  in vitro  fertilization 
(IVF) state mandates for third-party 
insurance coverage in the 
United States published in the 
journal Reproductive Biology 
and Endocrinology.

“Infertility is one of the most 
common medical conditions 
in America,” said first author 
Benjamin Peipert, MD, chief 
resident in obstetrics and 
gynecology at Duke University 
School of Medicine, noting 
that the American Society for 
Reproductive Medicine esti-
mates that less than a quarter 
of infertile couples have suf-
ficient access to infertility care.

Per capita use of assisted reproduc-
tive technology in the United States 
is also significantly lower than in 
developed countries whose national 
health programs provide public funding  
for IVF.

“Insurers in America have histori-
cally considered infertility to be a socially 
constructed affliction, and thus IVF to 
be an elective intervention, even though 
numerous studies have demonstrated that 
the per capita incremental cost of fertility 
coverage is minimal and much less than 
many routinely covered treatments,” 
Peipert told Contemporary OB/GYN®.

The cost of infertility care, and 

specifically IVF, is one of the greatest bar-
riers to care, according to Peipert. “For-
tunately, state infertility insurance man-
dates have emerged as a crucial strategy 
for improving access to infertility care,”  
he said.

In 1977, West Virginia became the 
first state to pass an insurance mandate 
for third-party coverage of infertil-
ity services, and Maryland passed the 

country’s first IVF mandate in 1985.
To date, 20 states have passed leg-

islation requiring insurers to cover or 
offer coverage for the diagnosis and 
treatment of infertility.

In addition, 10 of those states cur-
rently have comprehensive IVF man-
dates that require third-party coverage 
for IVF, with minimal restrictions on 
patient eligibility, exemptions, and 
lifetime limits.

“Mandates correlate with higher rates 
of single embryo transfer and, as a result, 
lower rates of multiple births,” Peipert 
said. “Recent studies have also shown a 
link between the presence of mandates 

covering IVF and high live birth rates; 
however, additional research is needed 
to explain this potential association.”

Although state infertility mandates 
help reduce disparities such as race/
ethnicity, education, geography and 
income in IVF use and outcomes, “they 
do not ameliorate these disparities, 
demonstrating the multifactorial nature 
of disparities in access to health care 
in our nation,” Peipert said. “Mandates 
are necessary, but not sufficient, for 
reducing disparities in infertility care.”

Although clinicians and advocacy 
groups strive to expand insur-
ance coverage for infertility 
care and IVF specifically, “it 
is important to recognize the 
ways that these mandates may 
improve the quality of infertil-
ity care,” Peipert said.

Peipert recommends that 
patients, clinicians, and 
the public collaborate with 
RES OLVE: The National 
Infertility Association and 
other advocacy organizations 
to support legislative change 
aimed at improving access 
to infertility care. “People 

should also write to their state and 
federal legislators to advocate for infer-
tility insurance coverage and legislation 
to improve access to family building 
options, including IVF,” he said.

The authors hope their investiga-
tion will help inform future research 
endeavors and new legislation to further 
improve access to infertility care. 

REFERENCE
Peipert BJ, Montoya MN, Bedrick BS, Seifer 
DB, Jain T. Impact of in vitro fertilization 
state mandates for third party insurance 
coverage in the United States: a review 
and critical assessment. Reprod Biol 
Endocrinol. 2022;20(1):111. doi: 10.1186/
s12958-022-00984-5

Impact of state-mandatory 
IVF insurance coverage

The cost of infertility 
care, and specifically 
IVF, is 1 of the 
greatest barriers to 
care, according to 
Benjamin Peipert, MD.
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Women with previous recurrent 
ectopic pregnancy (EP) have 
a significantly lower risk of EP 

following in vitro fertilization (IVF) 
compared with women with previous 
single EP, according to a retrospective 
cohort study published in the journal 
PLOS One.1

However, no significant differences 
were observed in the clinical pregnancy 
rate, miscarriage rate, or live birth rate 
between the 2 groups.

In addition, salpingostomy and 
salpingectomy therapies for EP did not 
significantly impact the incidence of 
recurrent EP after IVF.

The retrospective cohort study com-
prised women who underwent IVF/
intracytoplasmic sperm injection treat-
ments at the Reproductive Medicine 
Center, Sir Run Run Shaw Hospital, 
Hangzhou, China, between January 
2016 and May 2020.

The women were divided into  
3 groups: 457 women with a his-
tory of recurrent EP (the REP group),  
912 women with a history of single 
EP (the SEP group) and 1,169 women 
as the control group with a history of 
intrauterine pregnancy (the IUP group).

The incidence of EP in the REP group 
after IVF treatment was significantly 
lower than in the SEP group: 2.4% vs 
6.8% (P = .011).

But the prevalence of EP in the REP 
group was similar to that of the IUP 
group: 2.4% vs 2.1% (P = .830).

Furthermore, there were no significant 
differences in the clinical pregnancy rate, 

miscarriage rate, or live birth rate among 
the 3 groups, nor was there a statistically 
significant difference in the recurrent 
EP rate between the salpingectomy and 
salpingostomy treatments.

Adjusting for maternal and treatment 
factors did not influence live birth 
rates for women with previous REP 
compared with women with previous 
SEP and those with IUP.

The odds of EP were 82.2% lower in 
women in the SEP group who had blas-
tocyst transfer than cleavage embryo 
transfer (odds ratio [OR], 0.178; 95% CI, 
0.042-0.762; P = .020).

The odds of EP were also more than 6 
times greater in women who underwent 
double embryo transfer than single 
embryo transfer in the IUP group (OR, 
6.260; 95% CI, 1.255-31.220; P = .025).

“Our study is valuable because this 
is the first to provide evidence for the 
effect of a history of recurrent EP on 
outcomes of subsequent IVF treatment,” 
the authors wrote. “This is also the larg-
est study of a population with previous 
recurrent EP.”

The validity of the study’s data is 
enhanced by the clinical and laboratory 

protocols from a single center, such as 
ovarian stimulation, embryo transfer 
technique, embryo culture system, 
embr yo cr yopres er vat ion,  and  
thaw protocols.

The authors speculated that repeat 
surgical treatments for EPs may reduce 
the risk of EP.

More concrete, the study found that 
infertility duration for women with 
single EP was significantly longer than 
for women with recurrent EP. “This 
implies that a long attempt time to 
[become] pregnant may play a role 
in the etiology of EP occurrence,” the 
authors wrote.

A consequence of women with tubal 
EP who elect surgery is damaged tubes, 
which may cause an alteration of the 
embryo-tubal transport and tubal envi-
ronment, and thus is a major reason for 
an increased incidence of recurrent EP. 
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IVF for women with previous  
recurrent ectopic pregnancy
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A 
study published in the journal 
Scientific Reports sheds light on 
a potential connection between 

sleep quality and in vitro fertilization 
(IVF) success.

Women who experience poor sleep 
quality may have less success with IVF 
than women who experience higher-
quality sleep, according to a study 
conducted by Marco Reschini, MSc, 
of the infertility unit at Fondazione 
IRCCS Ca’ Granda Ospedale Maggiore 
Policlinico, Via M. Fanti, in Milan, Italy.

Between September 2019 and 
December 2019, researchers recruited  
263 women who were receiving services 
from the infertility unit at Fondazione 
IRCCS Ca’ Granda Ospedale Maggiore 
Policlinico. At the time of oocytes col-
lection, study participants answered 
questions about sleep and psychologi-
cal health on 3 surveys—the Pittsburgh 
Sleep Quality Index (PSQI), the 
Fertility Problem Inventory (FPI), and 
the Hospital Anxiety and Depression  
Scale (HADS). 

Researchers examined age, job status, 
and education in addition to a number 
of health factors such as body mass 
index and smoking. They also looked 
at how long the women had been 
infertile, previous deliveries, serum 
FSH (IU/mL), serum anti-Müllerian 

hormone (ng/mL), antral follicle count, 
and indication for IVF. These data were 
examined with the results of the surveys, 
which were given in Italian and required 
the women to be native speakers.

Study participants were excluded if 
they did not speak fluent Italian and if they 
had a neurologic or severe psychiatric 
disorder such as bipolar disorder, schizo-
phrenia, or major depressive disorder. 

Women with obstructive sleep 
apnea syndrome and conditions that 
may reduce embryo implantation such 
as endometrial polyps, submucosal 
fibroids, hydrosalpinx, and uterine 
formations were also excluded.

Thirty-one percent of women  
(n = 81) had a successful pregnancy. 
Researchers noted that, in these suc-
cessful pregnancies, ovarian reserve 
was better preserved, and the women 
were younger. There was no difference 
in FPI and HADS scores.

“Conversely, a statistically significant 
difference emerged for the PSQI score, 
the median [interquartile range] in 
pregnant and non-pregnant women 
being 4 [3-5] and 5 [3-7], respectively 
(P = .004). The crude and adjusted odds 
ratio (OR) of pregnancy in women with 
a PSQI > 5 (indicating impaired sleep 
quality) was 0.46 (95% CI, 0.25-0.86,  
P = .02) and 0.50 (95% CI, 0.26-0.94,  
P = .03), respectively,” researchers 
reported. They also said poor sleep 
quality was common in women seeking 

IVF and could affect the procedure.
“Taken together, our findings high-

lighted that assessing sleep quality in 
women undergoing IVF is clinically 
relevant, due to its association not only 
with outcome of the procedure, but 
also with women’s overall psycho-
logical health,” researchers concluded. 
Reschini and colleagues noted that 
poor sleep quality was also linked to 
poor psychological health, indicating 
that treating poor sleep quality could 
improve these outcomes as well.

Lubna Mohammed, MBBS, lecturer 
of research at California Institute of 
Behavioral Neurosciences and Psychol-
ogy in Fairfield, California, spoke with 
Contemporary OB/GYN® as a subject 
matter expert. For Mohammed, the 
most important information for provid-
ers to take away from this study is the 
recommendation to inquire about the 
quality of sleep of women undergoing 
the IVF process. 

Mohammed added that future 
research should concentrate on study-
ing the impact of sleep improvement on 
the outcomes of the procedure. “It can 
also be targeted at studying if poor sleep 
is related to women having unhealthy 
lifestyles and how lifestyle changes 
precisely impact sleep,” she said. 

She noted some important limitations 
of this study—the absence of a control 
group and the fact that sleep qual-
ity was measured using self-reported  
sleep measures.
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Can sleep quality  
affect the results of  
in vitro fertilization?
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Jim M. Shwayder, MD, JD, is an adjunct professor at the University 
of Florida at Gainesville Medical Center. A recognized expert in 
gynecology ultrasound and minimally invasive surgery, he consults 
on legal matters in medicine, including liability in ultrasound and 
gynecologic surgery and issues surrounding privileging and 
insurance fraud.

Hindi Stohl, MD, JD, is director of the Division of Maternal Fetal Medicine 
and associate residency program director in the Department of Obstetrics 
and Gynecology at Harbor-UCLA Medical Center and clinical assistant 
professor at the UCLA David Geffen School of Medicine. She also chairs 
her hospital’s Medicolegal Committee and serves as a medicolegal expert 
witness and consultant.

The case
A 26-year-old gravida 2 para 2 with 
a history of 2 elective abortions 
presented for prenatal care in the 
� rst trimester of pregnancy. She 
had a body mass index of 23, a 
prepregnancy weight of 135 lb, 
and a height of 1.63 m. She had no 
chronic medical conditions and no 
prior surgeries. Her immunizations 
were up to date. An ultrasound at 
7 weeks and 3 days con� rmed an 
intrauterine pregnancy and dates 
by ultrasound were consistent 
with gestational age by known last 
menstrual period. 

� e patient declined prenatal 
genetic screening with both serum 
analytes and noninvasive prenatal 
testing. She accepted ultrasound 
assessments and had an anatomy 
scan at 18 weeks that demonstrated 
a normally grown fetus with normal 
fetal anatomy. An anterior, low-lying 
placenta was noted as well as a 
maternal heart-shaped uterus. 
A routine gestational diabetes 

screening was normal at 25 weeks’ 
gestation. Her hemoglobin (Hb) 
level at 28 weeks was 9.4 g/dL with 
a mean corpuscular volume of 93.5 
g/dL and she was Rh positive. An 
ultrasound at 29 weeks showed 
appropriate interval growth of the 

fetus and resolution of the low-
lying placenta.

At 34 weeks’ gestation, her fundal 
height was documented as 39 cm 
and an ultrasound was performed 
at 35 weeks. Placenta was anterior 
and normal appearing, and was 
over 2 cm from the internal cervical 
os. Polyhydramnios was diagnosed 
with an amniotic � uid index of 30. 

Fetus was cephalic with a normal 
heart rate. Fetal hydrops was seen 
with fetal anasarca, ascites, and 
bilateral pleural e� usions. No 
pericardial e� usions were seen. 
Fetal abdominal wall measured 3 
cm in thickness and the abdominal 
circumference was consistent with 
41 weeks’ gestation even though the 
pregnancy was at only 
35 weeks’ gestation. � e estimated 
fetal weight (EFW) was greater than 
the 99th percentile and measured 
5 weeks ahead of clinical dates. 
Also, middle cerebral artery Doppler 
interrogation was not performed. 

A few days later, at 35 weeks and 
5 days, the patient experienced a 
large gush of � uid and was admitted 
to a local hospital for preterm pre-
mature rupture of membranes. She 
was contracting every 5 minutes and 
found to be 1 cm dilated on 2 exams 
several hours apart. � e fetal status 
was reassuring on electronic heart 
monitors. Magnesium sulfate for 
neuroprotection, latency antibiotics 

Is this a case of negligence?
Shoulder and abdominal dystocia during a vaginal delivery for fetal hydrops

The patient declined prenatal 
genetic screening with 

both serum analytes and 
noninvasive prenatal testing.
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(ampicillin and azithromycin), and 
antenatal corticosteroids were initi-
ated. Again, fetal ultrasound noted 
fetal hydrops; however, there was 
no maternal fetal medicine (MFM) 
specialist available for consultation 
or review of images. Furthermore, 
the hospital was not equipped to 
care for preterm deliveries; the 
patient was thus transferred to a 
tertiary facility for a higher level  
of care.

On arrival to the tertiary hospital, 
patient was again checked and 
found to be 1 cm dilated. Fetal status 
remained reassuring on electronic 
fetal monitoring. Patient continued  
to contract every 2 minutes. 
Maternal white blood cell count was 
elevated at 19×103/μL and Hb was 
stable at 10 g/dL. A Kleihauer-Betke 
test was negative and TORCH 
serologies were normal for toxoplas-
mosis, cytomegalovirus, and herpes 
simplex virus. Parvovirus  
B19 IgM was normal; however, IgG 
was markedly elevated, consistent 
with recent parvovirus B19 infec-
tion. After further questioning, the 
patient endorsed a possible viral 
illness several months earlier that 
was associated with a rash on her 
chest and redness in her cheeks. Ad-
ditionally, her thyroid-stimulating 
hormone levels were low but her 
free thyroxine was within normal 
limits. A repeat ultrasound was  
not performed.

The patient continued to contract 
and 12 hours after transfer, she 

was found to be 6 cm dilated. A 
MFM consult was obtained and 
the consult note documented prior 
ultrasound findings, including the 
EFW from the prior hospital, but 
no new ultrasound was performed. 
Recommendation was to continue 
with expectant management given 
advanced cervical dilation, to con-
tinue with antenatal corticosteroids 
and latency antibiotics, and to have 
neonatologists present at delivery 
with plan for further neonatal 
workup after delivery. An epidural 
was placed per patient request.

She continued to contract 
spontaneously, and 6 hours later, 
the patient’s cervical exam was 
anterior lip and +1 station. At that 
point, oxytocin augmentation was 
started given near-complete cervical 
dilation and rupture of membranes. 
Fetal heart tracing was within 
normal limits throughout. Forty-five 
minutes later, she was found to be 
10 cm and began pushing. After 
2.5 hours of pushing, the head 
delivered, followed by a 2-minute 
shoulder dystocia. McRoberts 
maneuver, suprapubic pressure, and 
attempt at delivery of posterior arm 
were performed without success. 
An episiotomy was cut, and the 
maneuvers were repeated, allowing 
delivery of the shoulders and arms; 
however, an abdominal dystocia 
was encountered. With traction on 
the fetal head and chest from below 
and fundal pressure from above, 
the baby was ultimately delivered 

after an additional 1 minute. Total 
time from delivery of fetal head until 
delivery of the full body was just 
over 3 minutes. Cord gases were not 
obtained and placenta delivered 
without difficulty.

Neonatologists were present at 
delivery and performed immediate 
resuscitation. A fractured humerus 
was noted as well as a pneumo-
thorax, intracranial hemorrhage, 
and profound neonatal anemia. 
The neonate was ultimately found 
to have a severe hypoxic ischemic 
encephalopathy with postnatal and 
childhood complications. 

Filing
The parents filed a lawsuit claim-
ing negligence on behalf of the 
accepting hospital for negligent 
management of labor and on behalf 
of the physicians for substandard 
intrapartum care. Specifically 
noted were negligence in failing 
to perform a repeat ultrasound to 
determine an accurate estimated 
fetal weight, failing to recommend 
a cesarean delivery, and negligent 
management of a shoulder dystocia. 

Deposition
At deposition, the patient stated that 
she was never offered the option of a 
cesarean delivery. Although she had 
expressed interest in a vaginal birth, 
she stated that no one discussed 
with her other alternatives and that 
she would have openly accepted 
a cesarean delivery had that been 

The parents filed a lawsuit claiming negligence on behalf of the accepting hospital  
for negligent management of labor and on behalf of the physicians for  

substandard intrapartum care.
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communicated as the safer delivery 
route. She further stated that the 
delivering obstetrician was very curt 
in her communications and was 
often on the phone when entering 
her room. Finally, she noted that 
the physician was shouting at the 
nurses during the delivery and that 
the team did not appear coordi-
nated; she believes that despite the 
complications, delivery could have 
been expedited had the team been 
working together. 

The plaintiffs were seeking a 
multimillion-dollar settlement 
because of the damages. The initial 
2 settlement offers by the defense 
were rejected, but the plaintiffs 
accepted the third offer, and the 
case settled for an undisclosed sum.

Learning points
Transfer of care to a higher level 
of care is warranted for the safety 
of the patient. When transferring 
care—within a facility or between 
2 facilities—measures should be 
taken to ensure proper handoffs, 
including the transfer of pertinent 
medical records. Electronic records 
can often be shared by hospitals 
within the same medical network; 
however, when electronic systems 
are not compatible, paper records 
should be sent along with CDs as 
needed for necessary images. In 
this case, the transferring hospital 
did not send the ultrasound 
images of the original ultrasound 
nor did the accepting maternal 
fetal medicine physician perform a 
repeat ultrasound. Had the images 
been reviewed or a new ultrasound 
performed, the estimated fetal 
weight as well as the discrepancy 
between the fetal head circumfer-

ence and fetal abdominal circumfer-
ence would have been known 
intrapartum and might have  
altered management. 

Although the patient desired a 
vaginal delivery, there is no indica-
tion in the medical record that a ce-
sarean delivery was ever discussed 
with her. She further supported this 
finding in her deposition testimony. 
Plaintiffs argued that cephalopelvic 
disproportion should have been 
anticipated and a cesarean delivery 
should have been recommended 

outright. They further argued 
that the fetus was known to have 
hydrops, which reduces the 
compressibility of the abdomen and 
thus further precluded an attempt 
at a vaginal birth. Although the 
recommended mode of delivery is 
a matter of clinical judgment, this 
case highlights the importance of 
counseling and shared decision-
making. The patient should be 
informed of clinical factors that 
weigh into recommended decisions, 
and those decisions and their 
alternatives should be documented 
in the medical record. Lack of 
documentation of any consideration 
for a cesarean delivery became  
an important point in the  
plaintiff’s case. 

Obtaining cord gases at delivery 
can often be helpful when a delivery 

is complicated. Both arterial and 
venous cord gases should be 
obtained and carefully labeled. 
These blood gases can reveal the 
oxygen status of a fetus just prior 
to delivery and thus may be helpful 
in causation-related claims associ-
ated with hypoxemic injury. In this 
case, the neonate had multiple 
comorbidities that could have 
contributed to encephalopathy, 
and the fetal heart tracing had been 
normal up to the point of delivery. 
Cord gases might have helped by 
demonstrating the acid-base status 
of the fetus at that time. Placental 
pathological evaluation is also often 
important and can further assist 
with establishing causation. 

The patient experience is an 
important element of intrapartum 
care. Careful communication with 
a patient about her labor progress, 
the medical options available to her, 
and the plan of care can strengthen 
the doctor-patient relationship, 
especially in labor and delivery 
units that rely on shift-work provid-
ers who may not have an antecedent 
relationship with a laboring woman. 
In this case, the patient felt dis-
missed on several occasions by her 
care team and did not feel as if she 
had the opportunity to ask questions 
or have her concerns addressed. 
Additionally, the perceived curtness 
of the obstetric provider and the 
lack of communication among 
the delivering team was a crucial 
element of the plaintiff’s case.   

The plaintiff believes that 
despite complications, 

delivery could have been 
expedited had the team been 

working together.
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