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DISCLOSURES

* NO RELATIONSHIPS OR FINANCIAL INTERESTS TO
DISCLOSE



VACCINATIONS IN ER
TIMING OF DELIVERY R
* PREGNANCY INDUCED HYPERTENSION :
*  ANEUPLOIDY SCREENING

* (GENETIC CARRIER SCREENING




OBJECTIVES

* UNDERSTAND THE LATEST UPDATES IN GYNECOLOGY INCLUDING:
* HEREDITARY CANCER SCREENING & TESTING
* CERVICAL CANCER SCREENING
*  MENOPAUSE MANAGEMENT
* (CONTRACEPTION
* SCREENING & MANAGEMENT OF URINARY INCONTINENCE



VACCINATION IN PREGNANCY

* THERE IS NO EVIDENCE OF ADVERSE FETAL EFFECTS FROM VACCINATING PREGNANT WOMEN WITH

* INACTIVATED VIRUS
*  MRNA VACCINE
* BACTERIAL VACCINE
« Toxolb
* LIVE ATTENUATED VACCINES DO POSE A THEORETICAL RISK & SHOULD GENERALLY BE AVOIDED
*  RISK NEVER DEMONSTRATED
* MMR
*  VARICELLA
*  LIVE ATTENUATED INFLUENZA (FLUMIST)



VACCINATION IN PREGNANCY - INFLUENZA

* PREGNANT & RECENTLY POSTPARTUM PATIENTS ARE AT HIGHER RISK FOR COMPLICATIONS WITH FLU
*  VACCINATION HAS BEEN DEMONSTRATED TO REDUCE RATE OF HOSPITAL ADMISSION

* SEASONAL INFLUENZA VACCINATION IS “STRONGLY RECOMMENDED” FOR ALL PREGNANT & POSTPARTUM
WOMEN INCLUDING THOSE WHO ARE BREASTFEEDING

* USE ANY INACTIVATED VACCINE AT ANY POINT IN PREGNANCY
* PREVIOUS RECOMMENDATION TO USE OUTSIDE THE FIRST TRIMESTER HAS BEEN CHANGED
* THOSE WITH HISTORY OF MILD-MODERATE EGG ALLERGY CAN GET ANY VACCINE IN ANY SETTING
* THOSE WITH HISTORY OF ANAPHYLAXIS TO EGGS CAN GET ANY VACCINE BUT IN SUPERVISED SETTING

* REASONABLE BUT NOT NECESSARY TO USE THIMEROSAL FREE VACCINES



VACCINATION IN PREGNANCY - INFLUENZA

e 2020 HEALTHY PEOPLE GOAL FROM DHHS Is 80% PREGNANT/POSTPARTUM WOMEN RECEIVE
SEASONAL INFLUENZA VACCINATION

 IN2016-17, THIS NUMBER WAS 53.6%

* EMPHASIZE OPPORTUNITY TO PASSIVELY IMMUNIZE THE NEWBORN VIA TRANSPLACENTAL
PASSAGE OF ANTIBODIES & BREASTFEEDING

* OSELTAMIVIR (TAMIFLU)

* SAFE FOR USE IN PREGNANCY & BREASTFEEDING
*  POST-EXPOSURE PROPHYLAXIS IS RECOMMENDED FOR PREGNANT/PP PATIENTS



VACCINATION IN PREGNANCY - TDAP

° YOOVUEI\RIXS\/FRELMING MAJORITY OF M&M FROM PERTUSSIS OCCURS IN INFANTS WHO ARE 3 MOS OF AGE &

* BuT DTAP VACCINATION SERIES DOES NOT START UNTIL 2 MONTHS OF AGE

* ALL PREGNANT WOMEN SHOULD RECEIVED TDAP VACCINE DURING EVERY PREGNANCY BETWEEN 27-36
WEEKS GESTATION

* CDC's ACIP INITIALLY RECOMMENDED “COCOONING" APPROACH IN 2006 BUT THIS WAS REVISED TO THE
ABOVE RECOMMENDATION IN 2013

* SAFE FOR USE IN PREGNANCY & BREASTFEEDING
*  VACCINATION NOT REQUIRED FOR OTHER FAMILY MEMBERS SO LONG AS THEY ARE UP TO DATE

* AGAIN EMPHASIZE PASSIVE IMMUNIZATION OF THE NEWBORN THROUGH TRANSPLACENTAL MIGRATION OF
ANTIBODIES & BREASTFEEDING



VACCINATION IN PREGNANCY - COVID

* PREGNANT/PP WOMEN ARE AT INCREASED RISK OF SEVERE ILLNESS COMPARED TO NON-PREGNANT PEERS
*  HOSPITALIZATION, ICU ADMISSION, NEED FOR MECHANICAL VENTILATION / ECMO, & DEATH
*  ONE ANALYSIS SHOWED 18X HIGHER RISK FOR DEATH FROM COVID IN PREGNANCY
* ALSO AT INCREASED FOR OB COMPLICATIONS INCLUDING PRETERM BIRTH, C/SECTION, & FETAL DEMISE
* COVID VACCINE STRONGLY RECOMMENDED FOR PREGNANT WOMEN
* ANY VACCINE AT ANY POINT IN PREGNANCY
* MOST UP TO DATE VACCINE “BOOSTER" RECOMMENDED

*  PROVIDES PASSIVE IMMUNIZATION FOR THE NEWBORN
* CDC FOUND 61% LOWER RISK FOR HOSPITALIZATION FOR NEONATES IF MOTHER WAS VACCINATED



VACCINATION IN PREGNANCY - COVID

 BUT IS IT REALLY SAFE2¢
*  PREGNANT WOMEN WERE NOT INCLUDED IN INITIAL STUDIES

* DEVELOPMENT & REPRODUCTIVE TOXICITY (DART) STUDIES BY MANUFACTURER IN EUROPE DO NOT
INDICATE DIRECT OR INDIRECT HARMFUL EFFECTS TO PREGNANCY, EMBRYONIC/FETAL DEVELOPMENT,
L&D PROCESS OR POST-NATAL DEVELOPMENT

e AS OF FEB ‘22 >200K PREGNANCIES WERE REPORTED IN THE CDC V-SAFE POST-VACCINATION
TRACKING PROGRAM WITH NO INDICATION TO SUGGEST RISK TO PREGNANCY

* THERE IS ALSO A V-SAFE PREGNANCY REGISTRY WITH >23K WOMEN ENROLLED



VACCINATION IN PREGNANCY - COVID

Pregnancy Complication Background Rate V-SAFE Preg Registry Rate

Gestational Diabetes 7-14%
Pregnancy Induced HTN 10-15%

Eclampsica 0.27%
Fetal Growth Restriction 3-7%




VACCINATION IN PREGNANCY - COVID

Neonatal Complication Background Rate V-SAFE Preg Registry Rate

Preterm Birth

Congenital Anomalies

Small for Gestational Age

Neonatal Death



VACCINATION IN PREGNANCY - COVID

* WHAT ABOUT THE REPRODUCTIVE PROBLEMS<2 ¢
* [SSUES WITH INFERTILITY HAVE BEEN DEFINITIVELY DISPROVEN
* NO INCREASED RISK FOR MISCARRIAGE/SPONTANEOUS ABORTION
* COULD BE MINIMAL, TRANSIENT EFFECT OF MENSTRUAL CYCLE
* ALTERATION IN CYCLE TIMING OF <1 DAY THAT RESOLVES BY 2No CYCLE AFTER VACCINATION

* NO CHANGE IN LENGTH OF BLEEDING
* SMALL INCREASE IN VOLUME OF BLEEDING THAT RESOLVES WITHIN 1 CYCLE

* TRANSIENT LYMPHADENOPATHY IS POSTULATED TO CHANGE INTERPRETATION OF SCREENING
MAMMOGRAM

* RSNA EXPERT PANEL RECOMMENDS DELAYING SCREENING MAMMOGRAM 4-6WKS AFTER VACCINATION



VACCINATION IN PREGNANCY - RSV

* BIVALENT RSV VACCINE APPROVED IN AUG ‘23 BY FDA FOR USE IN PREGNANT WOMEN TO
REDUCE RISK OF SEVERE RSV DISEASE IN NEWBORNS FOR THE FIRST 6MOS AFTER BIRTH

* ABRYSVO IS THE ONLY RSV VACCINE APPROVED FOR USE IN PREGNANCY
* RECOMMENDED FOR THOSE 32-36WKS GESTATION WHO WILL DELIVER DURING RSV SEASON

* THERE IS ALSO A NEONATAL MONOCLONAL RSV ANTIBODY (NIRSEVIMAB) THAT IS ALTERNATIVE TO
MATERNAL VACCINATION

* RARE, HIGH RISK SITUATIONS BOTH CAN BE USED
* (GENERALLY, IT'S EITHER / OR.



VACCINATION IN PREGNANCY - RSV

 ABRYSVO CAN BE GIVEN WITH OTHER VACCINATIONS SUCH AS FLU, COVID & TDAP.
* TYPICAL SIDE EFFECTS FOR VACCINES
* NO FETAL OR NEONATAL ADVERSE EFFECTS IN STUDY OF 3500 PREGNANT WOMEN

* TRIAL SHOWED INCREASED RISK FOR PRETERM DELIVERY(5.7%) WITH VACCINE COMPARED TO
PLACEBO (4.7%) BUT ONLY IN LOW TO MIDDLE INCOME COUNTRIES

* THUS RECOMMENDATION TO NOT GIVE UNTIL 32WKS



VACCINATION IN PREGNANCY - RSV

s S

* APPROXIMATELY 3500 PREGNANT WOMEN RECEIVED VACCINE & SIMILAR NUMBER RECEIVED
PLACEBO

* VACCINATION REDUCED RISK FOR SEVERE LOWER RESPIRATORY TRACT RSV IN NEWBORNS BY 81.8%
AND 69.4% AT 20 AND 180 DAYS AFTER BIRTH RESPECTIVELY

*  WHEN LIMITED TO THOSE WHO WERE VACCINATED AT 32-36WKS THESE NUMBERS WERE 91.19% AND 76.5%



TIMING OF DELIVERY

* STANDARD OF CARE WAS 42WKS & EXPECTANT MANAGEMENT OF PREGNANCY UP TO THIS
GESTATIONAL AGE IS STILL NOT UNREASONABLE

* INDUCTION OF 41WKS WAS ASSOCIATED WITH REDUCED RISK OF

* PERINATAL DEATH (RR = 0.31)

» (CESAREAN SECTION (RR = 0.89)

*  MECONIUM ASPIRATION SYNDROME (RR = 0.5)

e TREND TO LOWER RISK OF STILLBIRTH WITH INDUCTION BUT NOT STATISTICALLY SIGNIFICANT
* NO ELECTIVE INDUCTION PRIOR TO 39WKs!!



TIMING OF DELIVERY

 ARRIVE TRIAL FROM 2018
e RCT OF INDUCTION AT 39WKS VS EXPECTANT MANAGEMENT IN NULLIPAROUS WOMEN

* NO SIGNIFICANT DIFFERENCE IN COMPOSITE ADVERSE PERINATAL OUTCOME
* TREND TO LOWER RISK WITH INDUCTION GROUP
* LOWER RISK FOR CESAREAN SECTION & PIH IN THE INDUCTION GROUP



TIMING OF DELIVERY

*  JAMA SYSTEMATIC REVIEW
* [INDUCTION VS EXPECTANT MANAGEMENT IN BOTH PAROUS & NULLIPAROUS WOMEN
* LOWER RISKS IN THE INDUCTION GROUP:
*  3-4™ DEGREE LACERATIONS
*  OPERATIVE VAGINAL DELIVERY
*  MACROSOMIA
* LOW APGAR SCORES
*  EMERGENCY CESAREAN SECTION
*  NON-SIGNIFICANT REDUCTION IN RISK WITH INDUCTION FOR:
*  SHOULDER DYSTOCIA
* NICU ADMISSION

* HIGHER RISK FOR SHOULDER DYSTOCIA IN NULLIPAROUS WOMEN ONLY WITH INDUCTION



TIMING OF DELIVERY

e CONCLUSION: IT'S SAFE & REASONABLE TO INDUCE LABOR AT
39WKS, AND COULD POTENTIALLY BE BENEFICIAL



MANAGEMENT OF HYPERTENSION IN PREGNANCY

*  UPDATED TERMINOLOGY
* NO LONGER “MILD"” AND “SEVERE" PRE-ECLAMPSIA
* USE "PRE-ECLAMPSIA” AND "PRE-ECLAMPSIA WITH SEVERE FEATURES" (PESF)
* DELIVERY BY 37/™ WEEK FOR EVERYONE WITH PIH OR CHRONIC HYPERTENSION
* CAN CONSIDER EXPECTANT MANAGEMENT OF PESF UP TO 32-34WKS
*  SUPERIMPOSED PRE-ECLAMPSIA IS NO LONGER MANAGED AS SEVERE DISEASE BY DEFAULT
*  SAME CRITERIA FOR DIAGNOSIS OF “SUPERIMPOSED PRE-ECLAMPSIA" AND “SUPERIMPOSED PESF”
e USE MAGNESIUM FOR SEIZURE PROPHYLAXIS ONLY WITH PESF OR ECLAMPSIA

* ASPIRIN FOR PREVENTIONI!



LOW DOSE ASPIRIN TO REDUCE RISK FOR PRE-
ECLAMPSIA

* MODEST REDUCTION IN RISK FOR PRE-ECLAMPSIA WITH LDASA INITIATED AFTER 16WKS
* RR=0.8]

* MUCH MORE SIGNIFICANT REDUCTION IN RISK IF LDASA IS INITIATED PRIOR TO 16WKS
* RR=0.47

* ALSO LOWER RISK FOR FETAL GROWTH RESTRICTION
* RR=0.56



Table 1. Clinical Risk Factors and Aspirin Use”

Level of Risk

Risk Factors

Recommendation

High'

Moderate’

e History of preeclampsia, especially when
accompanied by an adverse outcome

e Multifetal gestation
e Chronic hypertension
e Type 10r 2 diabetes
e Renal disease

e Autoimmune disease (ie, systemic lupus
erythematosus, the antiphospholipid
syndrome)

e Nulliparity

e Obesity (body mass index greater than 30)

e Family history of preeclampsia (mother or
sister)

e Sociodemographic characteristics (African
American race, low socioeconomic status)
e Age 35 years or older

e Personal history factors (eg, low birth
weight or small for gestational age, previous
adverse pregnancy outcome, more than 10-
year pregnancy interval)

e Previous uncomplicated full-term delivery

Recommend low-dose aspirin if the patien
has one or more of these high-risk factors

Consider low-dose aspirin if the patient ha
more than one of these moderate-risk
factors®

Do not recommend low-dose aspirin




MANAGEMENT OF PREGNANCY INDUCED
HYPERTENSION

* CHRONIC HYPERTENSION AND PREGNANCY (CHAP) STUDY IN 2022 SHOWED IMPROVED OUTCOMES WITH MORE
AGGRESSIVE CONTROL OF BP IN PREGNANCY

*  PREVIOUSLY GOAL WAS <160/105
e CHAP SHOWED BETTER OUTCOME WITH GOAL OF <140/90

* ANTIHYPERTENSIVE THERAPY IN PREGNANCY

*  (GENERALLY CONTINUE ANTIHYPERTENSIVE MEDICATION IF PATIENT IS WELL CONTROLLED WITH EXCEPTION OF ACE INHIBITORS
/ ARB’S

*  RISK OF ADVERSE EFFECTS ON FETAL KIDNEYS WITH RESULTING IUGR, OLIGOHYDRAMNIOS, RENAL FAILURE & DEATH
* BETA BLOCKERS & CALCIUM CHANNEL BLOCKERS PREFERRED.
* THIAZIDES ARE NOT PREFERRED BUT ARE NOT TERATOGENIC
* USE OF ALPHA METHYL-DOPA IS SAFE BUT LARGELY INEFFECTIVE

* ATENOLOL HAS ADVERSE EFFECT ON UTERO-PLACENTAL BLOOD FLOW WITH RESULTING EFFECT ON FETAL GROWTH & IS THUS
NOT RECOMMENDED



ANEUPLOIDY SCREENING — CELL FREE DNA

* CFDNA IS THE CURRENT GOLD STANDARD FOR SCREENING AS SIMPLE MATERNAL BLOOD TEST
* OFTEN REFERRED TO AS NON-INVASIVE PRENATAL TESTING OR SCREENING (NIPT / NIPS)

* SCREENING, NOT DIAGNOSTIC TESTING

* UNIQUE TO EVERY PREGNANCY

* ALSO CAN TEST FOR MICRODELETION SYNDROMES

* CAN BE USED IN TWIN PREGNANCY BUT LESS WELL STUDIED FOR HIGHER ORDER MULTIPLES

* HIGH DEGREE OF SENSITIVITY & NEGATIVE PREDICTIVE VALUE (>99%) FOR AUTOSOMAL
ANEUPLOIDY



ANEUPLOIDY SCREENING

Detection Rate False Positive Rate

Trisomy 21 / Down
Trisomy 18 / Edwards

Trisomy 13 / Patau

Monsomy X / Turner
A7XXY [ 47XYY [ 47XXX




CARRIER SCREENING

* GOAL IS IDENTIFY HERITABLE MUTATIONS THAT COULD BE PASSED TO OFFSPRING

e (CLASSICALLY DONE FOR RECESSIVE DISORDERS INHERITED VIA STANDARD MENDELIAN GENETICS OF WHICH A
CARRIER WOULD HAVE NO SYMPTOMS/DISEASE.
* (CARRIER SCREENING IN THE PAST....
* LIMITED DUE TO COST & AVAILABILITY
* LIMITED OPTIONS FOR MANAGEMENT
*  BASED ON RACE / ETHNICITY ALONG WITH PERSONAL & FAMILY HISTORY
*  “TARGETED CARRIER SCREENING”
* CARRIER SCREENING TODAY.....
*  WIDELY AVAILABLE & FAR LESS COSTLY DUE TO ADVANCES IN GENETIC TESTING LAB TECHNIQUES
*  “EXPANDED CARRIER SCREENING"
* THIS ALLOWS FOR WIDER RANGE OF CONDITIONS FOR WHICH TESTING IS DONE
*  NOT BASED ON RACE / ETHNICITY AS DEFINITIVE CATEGORIZATION IS INCREASINGLY DIFFICULT
*  MORE AVAILABLE TREATMENT / MANAGEMENT OPTIONS



CARRIER SCREENING

REQUIRES PRE-SCREEN COUNSELING

e WRITTEN DOCUMENTS SEEM TO BE HELPFUL

* INFORMED CONSENT IS NECESSARY

*  MANY COMMERCIAL LABS OFFER FREE ONLINE GENETIC COUNSELING
* FEDERAL LAW PROHIBITS EMPLOYERS & HEALTH INSURERS FROM DISCRIMINATING BASED ON GENETIC TESTING
e “GENETIC INFORMATION NONDISCRIMINATION ACT"

* IDEALLY DONE PRIOR TO CONCEPTION AS THIS ALLOWS MORE OPTIONS FOR MANAGING A GENETIC MUTATION
THAT COULD BE PASSED ON TO OFFSPRING

* MOST CARRIER SCREENING DOES NOT COMPLETELY EXCLUDE THE POSSIBILITY THAT A PERSON CARRIES A
MUTATION BUT REDUCES THE LIKELIHOOD OF THIS.

*  CURRENT TESTING PARADIGMS TEST FOR SOME NUMBER OF THE MOST COMMON MUTATIONS BUT NOT ALL
* RESULTS IN “RESIDUAL RISK"
*  ONLY EVER NEEDS TO BE DONE ONCE (I.E., RESULTS NEVER CHANGE).

* DOES NOT REPLACE NEWBORN SCREENING



CARRIER SCREENING

* ACGM RECOMMENDS TIER BASED SCREENING BASED ON CARRIER FREQUENCY
* RECOMMENDATION IS THAT EVERYONE BE OFFERED TIER 3 CARRIER SCREENING

Tier 3§

> 1/200 carrier frequency (includes Tier 2)
includes X-linked conditions

Tier 2°
>1/100 carrier frequency (includes Tier 1)

Tier 1*
CF + SMA + Risk Based Screening




CARRIER SCREENING

* WHAT TO DO WITH POSITIVE RESULT
* (COUNSEL PATIENT ON RESULTS
* TEST REPRODUCTIVE PARTNER
*  WOULD NEED TO CALCULATE FETAL RISK BASED ON “RESIDUAL RISK" OF REPRODUCTIVE PARTNER
* REFER TO GENETIC COUNSELOR OR OTHER PROVIDER WITH EXPERTISE

* RECOMMEND TESTING FOR FAMILY MEMBERS
*  BUT MAINTAIN CONFIDENTIALITY!



CARRIER SCREENING

* MODERN REPRODUCTIVE MEDICINE NOW OFFERS SEVERAL MANAGEMENT OPTIONS FOR COUPLES
AT RISK OF PASSING ON SOME GENETIC DISEASE

* DONOR GAMETES FROM NON-CARRIER
*  MOST COMMONLY USE DONOR SPERM WITH INSEMINATION AS THIS IS FAR LESS INVASIVE & COSTLY
* HOWEVER, DONOR EGG IS ALSO POSSIBLE

* PRE-IMPLANTATION GENETIC DIAGNOSIS

*  USING IVF TECHNIQUES THE POLAR BODY CORRESPONDING TO A GIVEN EGG CAN BE TESTED
* WANT TO USE THE EGG CORRESPONDING TO POLAR BODY THAT TESTS POSITIVE FOR THE GIVEN MUTATION

e ADOPTION
* PREGNANCY MANAGEMENT & POST-NATAL TESTING IF ALREADY PREGNANT.
e ROLL THE DICE!



HEREDITARY CANCER SYNDROME SCREENING &
TESTING

* HEREDITARY BREAST & OVARIAN CANCER SYNDROME
* LYNCH SYNDROME

* LI FRAUMENI SYNDROME

 COWDEN SYNDROME

* PEUTZ-JEGHERS SYNDROME

* HEREDITARY DIFFUSE GASTRIC CANCER SYNDROME



HEREDITARY CANCER SYNDROME SCREENING &
TESTING

* HEREDITARY CANCER SYNDROME SCREEN SHOULD BE DONE & UPDATED / DOCUMENTED
ANNUALLY

e MAY CONSIDER ETHNICITY FOR SOME HEREDITARY CANCER SYNDROMES
* SUCH AS HIGHER RISK OF BRCA IN THOSE OF ASHKENAZI JEWISH DESCENT

e TOOLS SUCH AS “MY FAMILY PORTRAIT" AVAILABLE FROM OFFICE OF U.S. SURGEON GENERAL
CAN BE HELPFUL
 SCREENING/TESTING HAS BECOME FAR MORE ACCESSIBLE DUE TO ADVANCES IN GENETIC
TESTING LABORATORY TECHNIQUES
* FIRST BRCA TESTS AVAILABLE AT ONE LAB WERE AROUND $7500, NOW COST ABOUT $200



CLUES & INDICATIONS OF POSSIBLE HEREDITARY
CANCER SYNDROME

* (CANCER DIAGNOSED AT AN UNUSUALLY EARLY AGE (PERSONAL OR FAMILY HISTORY)
* LESS THAN AGE 50 FOR BREAST, UTERINE, COLON & OVARIAN

* SEVERAL DIFFERENT TYPES OF CANCER IN SAME PERSON
* MULTIPLE DIFFERENT PRIMARY TUMORS IN SAME ORGAN
* PARTICULARLY BREAST OR COLON
* SEVERAL FIRST OR SECOND DEGREE RELATIVES WITH SAME CANCER ON SAME SIDE OF THE FAMILY
* UNUSUAL PRESENTATION OF A SPECIFIC TYPE OF CANCER
* SUCH AS MALE BREAST CANCER

* PRESENCE OF BENIGN PROBLEMS KNOWN TO BE ASSOCIATED WITH HEREDITARY CANCER SYNDROME
*  SPECIFIC SKIN LESIONS OR SKELETAL ABNORMALITIES



HEREDITARY CANCER SYNDROME SCREENING &
TESTING

* ONCE A PATIENT IS IDENTIFIED AS POSSIBLE CARRIER OF HEREDITARY CANCER SYNDROME (HCS)

e (COUNSEL HER ON THE POSSIBLE HEREDITARY CANCER SYNDROME INCLUDING BEST ASSESSMENT LIKELIHOOD
OF HER HAVING THIS BASED ON FAMILY HISTORY & MODE OF INHERITANCE

e (COUNSEL HER ON RISK OF PASSING THIS ON TO OFFSPRING IF PRESENT
* COUNSEL HER ON MANAGEMENT OPTIONS IF DIAGNOSED WITH HCS

* REMIND HER THAT RESULTS OF GENETIC TESTING CANNOT BE USED AGAINST HER IN REGARD TO EMPLOYMENT,
EDUCATIONAL OPPORTUNITIES, HEALTH INSURANCE COVERAGE, ETC.

* THIRD PARTY PAYERS USUALLY REQUIRE GENETIC COUNSELING BEFORE COVERING THIS TESTING
* PROVIDE THIS YOURSELF WITH DOCUMENTATION
* REFER TO GENETIC COUNSELOR OR TO ANOTHER PHYSICIAN/PROVIDER WITH EXPERTISE IN THIS AREA OF GENETICS
*  MOST LABS WHO DO THIS TYPE OF TESTING OFFER FREE ONLINE GENETIC COUNSELING (LEGIT!)



HEREDITARY CANCER SYNDROME SCREENING &
TESTING

* WHAT TO DO WITH A POSITIVE RESULT
* (COUNSEL ON IMPLICATIONS / RISKS OF THIS POSITIVE TEST
* (CONSIDER REFERRAL TO GENETIC COUNSELOR OR OTHER PROVIDER WITH EXPERTISE
* MOST LABS OFFER FREE ONLINE GENETIC COUNSELING
* SET UP PLAN FOR SURVEILLANCE OR PREVENTATIVE TREATMENT
* SUCH AS PROPHYLACTIC MASTECTOMY, HYSTERECTOMY / OOPHORECTOMY FOR BRCA
* OR HYSTERECTOMY/OOPHORECTOMY WITH SERIAL COLONOSCOPY WITH LYNCH SYNDROME



CERVICAL CANCER SCREENING

* NO LONGER PAP EVERY YEAR

* SCREENING DOES NOT BEGIN UNTIL AGE 21
*  NO EXCEPTION TO THIS

* THOUGH ALL SEXUALLY ACTIVE WOMEN <25 YOA SHOULD BE SCREENED FOR GONORRHEA & CHLAMYDIA
ANNUALLY (USUALLY URINE, SELF SWAB ALSO VALID)

* WIDESPREAD AVAILABILITY OF HPV TESTING HAS CHANGED GUIDELINES & ALLOWED TO SPACE SCREENING
e (CAN STOP SCREENING AFTER AGE 65 UNDER CERTAIN CONDITIONS
*  NO HISTORY OF HIGH GRADE DYSPLASIA / CERVICAL CANCER & NO RISK FACTOR (E.G., HIV)

* ADEQUATE RECENT NEGATIVE SCREENING
* 3 NEGATIVE CYTOLOGY SCREENS, 2 NEGATIVE CO-TESTING SCREENS OR 2 NEGATIVE PRIMARY HPV SCREENS

* NO SCREENING AFTER HYSTERECTOMY UNLESS THERE IS HISTORY OF HIGH GRADE CERVICAL DYSPLASIA



CERVICAL CANCER SCREENING

« ACOG, ASCCP, SGO ENDORSE USPSTF GUIDELINES FOR SCREENING
e CYTOLOGY ONLY EVERY 3 YEARS FROM AGE 21-29

* AGE 30-65 WITH NO HISTORY OF HIGH GRADE DYSPLASIA & ABSENCE OF OTHER RISK FACTORS CAN HAVE
EITHER

* CYTOLOGY ALONE EVERY 3 YEARS (NOT RECOMMENDED)
* CO-TESTING (CYTOLOGY & HRHPYV SCREENING) EVERY 5 YEARS

* HRHPV TESTING ONLY EVERY 5 YEARS
* MuST BE FDA APPROVED HPV TEST FOR PRIMARY SCREENING (COBAS 4800 BY ROCHE & BD ONCLARITY)
* SELF SCREENING HAS BEEN VALIDATED & IS LIKELY THE FUTURE OF CERVICAL CANCER SCREENING
* NOT WIDELY AVAILABLE



CERVICAL CANCER SCREENING

* FOLLOW-UP OF ABNORMAL RESULTS

*  ADHERE TO MOST RECENT ASCCP GUIDELINES, UPDATED IN 2019 TO RISK BASED APPROACH
*  USE ONLINE TOOL / APP (HTTPS://APP.ASCCP.ORG/)

* EXPEDITED TREATMENT (IE, SKIP COLPOSCOPY & BIOPSY) PREFERRED FOR HIGHEST RISK RESULTS & ACCEPTABLE
FOR MEDIUM RISK RESULTS

* ASCUS WITH NEGATIVE HPV DOES NOT REQUIRE COLPOSCOPY, JUST REPEAT IN 12MOS

*  GLANDULAR ABNORMALITIES ARE MORE WORRISOME THAN SQUAMOUS ABNORMALITIES & REQUIRE DIFFERENT
FOLLOW-UP

* COLPOSCOPY FOR POSITIVE HPV 16 OR 18, EVEN IF CYTOLOGY IS NEGATIVE
S TYPICALLY PLAN TO REPEAT PAP & HPV IN 12MOS IF OTHER HPV SUBTYPES



MENOPAUSE MANAGEMENT

NATURAL PROCESS SO NO TREATMENT IS REQUIRED
AVERAGE AGE IN NORTH AMERICA IS 51, DEFINITELY BY AGE 57

“POST-MENOPAUSAL" BY 12MOS FROM LAST MENSTRUAL PERIOD

* ANY BLEEDING AFTER THIS POINT SHOULD BE EVALUATED TO EXCLUDE ENDOMETRIAL PATHOLOGY INCLUDING HYPERPLASIA OR
MALIGNANCY

BONE HEALTH SHOULD BE ADDRESSED
* 1200-1500MG CALCIUM DAILY
* 500-1000IU VITAMIN D DAILY
*  “WEIGHT BEARING" EXERCISE

*  SCREEN FOR OSTEOPOROSIS AT 65, SOONER IF INCREASED RISK BASED ON FORMAL CLINICAL RISK ASSESSMENT TOOL
*  VALIDATED FORMAL RISK ASSESSMENT TOOLS INCLUDE FRAX, SCORE, ORAI, OSIRIS, OST
*  REPEAT TESTING IN 2-5 YEARS FOR OSTEOPENIA
*  REPEAT TESTING IN 5-8 YEARS AFTER NORMAL SCREEN



MENOPAUSE MANAGEMENT

* VASOMOTOR SYMPTOMS
* AFFECT UP TO 81% WITH MOST HAVING DAILY HOT FLASHES

* CAN ADVERSELY AFFECT JOB PERFORMANCE / PRODUCTIVITY, MOOD, SEXUAL FUNCTIONING, QUANTITY & QUALITY OF
SLEEP AS WELL AS OVERALL HEALTH AND QUALITY OF LIFE

*  TREATMENT IMPROVES THESE MEASURES
*  SYMPTOMS USUALLY BEGIN 1-2 YEARS PRIOR TO FINAL MENSTRUAL PERIOD

> IS_YOI\X\I/DT%OI\/S\SE COMBINED ORAL CONTRACEPTIVE PILL IS GOOD CHOICE FOR THOSE STILL MENSTRUATING BUT HAVING VASOMOTOR

‘s KNOWING WHEN TO STOP THE OCP IS TRICKY
*  MEAN DURATION IS 7.4 YEARS



MENOPAUSE MANAGEMENT

*  TREATMENT FOR VASOMOTOR SYMPTOMS
« ESTROGEN IS MOST EFFECTIVE
*  PREVIOUS USE WAS WIDESPREAD AND LONG-TERM UNTIL 2002 WOMEN'S HEALTH INITIATIVE STUDY

NEUROKININ 3 RECEPTOR ANTAGONISTS (NK3R)
*  FEZOLINETANT (VEOZAH) APPROVED IN MAY ‘23
*  ELINZANETANT IS IN DEVELOPMENT

* SSRI/SNRI
* LOW DOSE PAROXETINE IS FDA APPROVED
*  PROGESTERONE
* TESTOSTERONE
*  (GABAPENTIN / PREGABALIN
* CLONIDINE
* HERBAL PRODUCTS SUCH AS SOY & BLACK COHOSH BASED PRODUCTS
*  "“TISSUE SELECTIVE ESTROGEN COMPLEXES"
3 COMBINATION OF AN ESTROGEN PLUS SELECTIVE ESTROGEN RECEPTOR MODULATOR




MENOPAUSE MANAGEMENT

* ESTROGEN REPLACEMENT THERAPY

* MUST COMBINE WITH PROGESTERONE IN WOMEN WHO STILL HAVE UTERUS TO PROTECT ENDOMETRIUM
FROM OVERSTIMULATION AND RESULTING HYPERPLASIA OR MALIGNANCY

* THERAPY DECREASES SYMPTOM FREQUENCY BY 75% AND SEVERITY BY 8/%.
* IMPROVES SLEEP QUALITY & QUANTITY

* ALSO FDA APPROVED FOR TREATMENT & PREVENTION OF OSTEOPORQOSIS

* OVERALL, ALL CAUSE MORTALITY IS LOWER PRIOR TO AGE 60.



MENOPAUSE MANAGEMENT

* WOMEN'S HEALTH INITIATIVE STUDY (2002) ESTROGEN & PROGESTERONE ARM

* RCT OF CONJUGATED EQUINE ESTROGENS + MEDROXYPROGESTERONE ACETATE OVER 5+ YEARS WITH >16K WOMEN WITH
UTERUS

* INCREASED CORONARY HEART DISEASE (RR = 1.29, Cl = 1.02-1.63) OR 7 MORE EVENTS PER 10K PERSON YEARS
* INCREASED BREAST CANCER (RR= 1.26, Cl = 1.00-1.59) OR 8 MORE CASES

* INCREASED PE (RR =2.13, Cl = 1.39-3.25) OR 8 MORE CASES

* INCREASED STROKE (RR = 1.41, Cl = 1.07-1.85) OR 8 MORE EVENTS

* DECREASED HIP FRACTURE (RR = 0.66, Cl = 0.45-0.98) WITH 5 FEWER FRACTURES

* DECREASED COLORECTAL CANCER (RR = 0.63, Cl = 0.43-0.92) WITH é FEWER CASES

*  NO CHANGE IN ENDOMETRIAL CANCER (RR = 0.83, Cl =0.47-1.42)

* NO STATISTICALLY SIGNIFICANT EFFECT ON DEATH FROM ALL OTHER CAUSES



MENOPAUSE MANAGEMENT

* WOMEN'S HEALTH INITIATIVE STUDY (2004) ESTROGEN ONLY ARM
* RCT OF ERT IN >10K WOMEN WITH PRIOR HYSTERECTOMY (NO PROGESTERONE) FOLLOWED FOR 6.8 YEARS
* NO INCREASED RISK FOR CHD (RR =0.91, Cl =0.75-1.12)
* NO INCREASED RISK FOR BREAST CANCER & POSSIBLE TREND TO LOWER RISK (RR = 0.77, Cl = 0.59-1.01)
* INCREASED RISK FOR STROKE (RR = 1.39, Cl = 1.10-1.77)
* NO INCREASED RISK FOR PE (RR = 1.34, Cl = 0.87-2.06)
* NO CHANGE IN RISK FOR COLORECTAL CANCER (RR = 1.08, CI =0.75-1.55)
* DECREASED RISK FOR HIP FRACTURE (RR = 0.61, Cl = 0.41-0.91)
*  NO OVERALL EFFECT ON ALL CAUSE MORTALITY (RR = 1.08, CI = 0.88-1.22)



MENOPAUSE MANAGEMENT

* (COCHRANE SYSTEMATIC REVIEW 2017

SOME INCREASED RISK FOR CARDIAC EVENTS, STROKE, VTE, BREAST CANCER, GALLBLADDER DISEASE
& MAYBE LUNG CANCER WITH PROLONGED USE OF VARYING LENGTHS

* BUT ONLY INCREASED RISK FOR WOMEN 50-59 waAs VTE.

ALL CAUSE MORTALITY DATA FAVORS USE IN WOMEN <60 YOA OR WITHIN 10 YRS OF MENOPAUSE
* RISKS INCREASE WITH PROLONGED USE & AFTER AGE 60

BUT THERE IS NO DATA THAT HRT/ERT MUST BE ROUTINELY STOPPED AFTER AGE 60-65.



MENOPAUSE MANAGEMENT

*  CONTRAINDICATIONS TO USE OF MENOPAUSAL HRT/ERT
4 UNEXPLAINED VAGINAL BLEEDING
s LIVER DISEASE
® PRIOR ESTROGEN SENSITIVE CANCER (EG, BREAST OR ENDOMETRIAL) OR PRE-CANCEROUS CONDITION (ENDOMETRIAL HYPERPLASIA)
*  PRIOR CHD / MI, STROKE, VTE OR KNOWN THROMBOPHILIA
*  TRANSDERMAL DOSING MAY HAVE LOWER RISK FOR VTE
*  SIDE EFFECTS ARE USUALLY NOT SIGNIFICANT
*  NAUSEA
- BLOATING
e. WEIGHT GAIN
v FLUID RETENTION
® BREAKTHROUGH BLEEDING
e BREAST TENDERNESS
®, MOOD LABILITY (LIKELY RELATED TO PROGESTERONE SPECIFICALLY)



MENOPAUSE MANAGEMENT

* BOTTOM LINE ON USE OF HRT / ERT

* WITH NO CONTRA-INDICATION, USE HORMONES FOR RELIEF OF
VASOMOTOR SYMPTOMS WHEN THESE ADVERSELY AFFECT QUALITY OF LIFE,
BUT USE THE LOWEST EFFECTIVE DOSE FOR THE SHORTEST TIME NEEDED



MENOPAUSE MANAGEMENT - ALTERNATIVES TO
HRT/ERT

* SSRI/ SNRI'S
*  PAROXETINE 7.5MG DAILY WAS ONLY NON-HORMONAL FDA APPROVED MED UNTIL 2023
*  DESVENLAFAXINE HAS SHOWN EFFICACY AS WELL WITH 62% REDUCTION IN SYMPTOMS IN RCT
* CLONIDINE
e SMALL BUT POSITIVE EFFECT IN SYSTEMATIC REVIEW
*  GABAPENTIN
*  REDUCTION OF 45% IN SYMPTOM FREQUENCY & 52% IN SYMPTOM SEVERITY
*  PHYTOESTROGENS
OO ERRBGE
*  NO BENEFIT FOR SYMPTOM FREQUENCY / SEVERITY IN 2010 COCHRANE META-ANALYSIS
* BLAack COHOSH
e NO STRONG BENEFIT IN MULTIPLE LOW QUALITY STUDIES
*  RISK OF LIVER TOXICITY



MENOPAUSE MANAGEMENT

* NOT EFFECTIVE / RECOMMENDED BY NAMS:
« COMPOUNDED HORMONES
* PACED RESPIRATIONS
*  NUTRITIONAL SUPPLEMENTS
* HERBAL REMEDIES
* ACUPUNCTURE
* COOLING TECHNIQUES

 EXERCISE

* YOGA

* TRIGGER AVOIDANCE
« CLONIDINE

*  MINDFULNESS BASED INTERVENTION / MEDITATION



MENOPAUSE MANAGEMENT — ALTERNATIVES TO
HRT/ERT

* TISSUE SELECTIVE ESTROGEN COMPLEXES
*  COMBINATION OF ESTROGEN & SERM (AGONIST & ANTAGONIST)
* CONJUGATED ESTROGENS & BAZEDOXIFENE (DUAVEE) IS ONLY ONE AVAILABLE

* THE SERM PROVIDES ADEQUATE PROTECTION OF THE ENDOMETRIUM SO NO PROGESTIN IS NEEDED
* REDUCTION OF 75% IN FREQUENCY OF HOT FLASHES
* NO EFFECT ON BREAST TISSUE

*  MAY BE GOOD CHOICE FOR THOSE WITH BREAST TENDERNESS ON OTHER ERT PRODUCTS
e STILL INCREASES RISK FOR VTE



MENOPAUSE MANAGEMENT — ALTERNATIVES TO
HRT/ERT

* NEUROKININ 3 RECEPTOR ANTAGONISTS (NK3R)
* FEZOLINETANT (VEOZAH) IS ONLY FDA APPROVED AGENT IN THIS CLASS
*  WORKS AT THE HYPOTHALAMUS WITH DIFFERENT MECHANISM OF ACTION THAN ESTROGEN
* GOOD CHOICE FOR THOSE WITH CONTRA-INDICATIONS TO HRT/ERT
* NO RISK FOR VTE, STROKE, CHD, BREAST CANCER
* NO EFFECT ON BONE MINERAL DENSITY OR ON VULVOVAGINAL TISSUE
* REDUCTION IN HOT FLASH FREQUENCY OF ABOUT 64%

* SAFE & WELL TOLERATED
*  LIMITED NUMBER OF WOMEN WITH INCREASED LFT'S IN EARLY TRIALS
* FDA REQUIRES MONITORING OF LFT'S AT BASELINE & EVERY 3MOS FOR THE FIRST 9MOS OF USE



MENOPAUSE MANAGEMENT

*  GENITOURINARY SYNDROME OF MENOPAUSE (GSM) / VULVOVAGINAL SYMPTOMS

*  UP 1O 40% WILL EXPERIENCE BOTHERSOME VULVOVAGINAL SYMPTOMS
*  DRYNESS, BURNING, IRRITATION, DISCHARGE, BLEEDING & DYSPAREUNIA
* LEADING CAUSE OF SEXUAL DYSFUNCTION IN MENOPAUSAL WOMEN

* ALTERATION IN VAGINAL PH & MICROBIOME CAN RESULT IN INCREASED RISK FOR UTI'S
* TREATMENT OPTIONS

* VAGINAL ESTROGEN

* VAGINAL DHEA

*ORALSERM

*  VAGINAL MOISTURIZERS / LUBRICANTS



MENOPAUSE MANAGEMENT — TREATMENT OF GSM

* VAGINAL LUBRICANTS & MOISTURIZERS

*  MOISTURIZERS ARE USED ON A REGULAR BASIS USUALLY 2-3 TIMES PER WEEK

* REPLENS, REPHRESH, KY LIQUI-BEADS, VAGISIL, ETC.

* POOR QUALITY DATA SHOWS SOME EFFICACY, POSSIBLY SIMILAR TO ESTROGEN THERAPY
* LUBRICANTS ARE USED AT THE TIME OF SEXUAL ACTIVITY

* OIL, SILICONE OR WATER BASED

* ASTROGLIDE, SLIPPERY STUFF, PJUR, SIMPLY SLICK, ETC.

* KY GETS TACKY/STICKY AFTER A FEW MINUTES



MENOPAUSE MANAGEMENT — TREATMENT OF GSM

* VAGINAL ESTROGEN

PROBABLY MOST EFFECTIVE TREATMENT

RESTORES VAGINAL PH & MICROBIOME, THICKENS / INCREASES VASCULARITY OF THE EPITHELIUM, INCREASES VAGINAL
SECRETIONS & NATURAL LUBRICATION WITH RESULTING DECREASED DYSPAREUNIA, IRRITATIVE SYMPTOMS & UTI RISK

AVAILABLE IN CREAMS, TABLETS & RINGS

*  SIMILAR EFFICACY

3 CREAMS & TABLETS USUALLY USED 1-3 TIMES PER WEEK

b RING IS USED FOR 90 DAYS AT A TIME
SYSTEMIC ABSORPTION IS MINIMAL SO LITTLE NO RISK FOR CHD/CVA/VTE/ETC.

' NO NEED TO TREAT WITH PROGESTIN FOR THOSE WITH INTACT UTERUS

2 CAN BE USED IN THOSE WITH CONTRA-INDICATIONS TO SYSTEMIC ESTROGEN THERAPY SELECTIVELY
CONSIDERED FIRST LINE TREATMENT FOR POST-MENOPAUSAL WOMEN WITH RECURRENT / FREQUENT UTI’S

CAN BE USED IN CONJUNCTION WITH SYSTEMIC ERT



MENOPAUSE MANAGEMENT — TREATMENT OF GSM

e OSPEMIFENE (OSPHENA)

*  ORAL SERM WITH ESTROGENIC EFFECTS ON THE VULVOVAGINAL TISSUE
*  NO ESTROGENIC EFFECT ON ENDOMETRIUM OR BREAST
*  NO INCREASED RISK FOR VTE SEEN BUT DATA INSUFFICIENT
*  MAY HAVE INHIBITORY EFFECT ON GROWTH OF BREAST CARCINOGENESIS BUT DATA INSUFFICIENT
*  MAY HAVE POSITIVE EFFECT ON BONE MINERAL DENSITY BUT DATA INSUFFICIENT

* MODESTLY EFFECTIVE IN PLACEBO CONTROLLED TRIALS, NEVER COMPARED TO ESTROGEN

* VAGINAL DHEA

*  PRASTERONE (INTRAROSA)
* DAILY VAGINAL SUPPOSITORY
*  EFFECTIVE COMPARED TO PLACEBO FOR IMPROVING DYSPAREUNIA

* INCREASES SERUM DHEA, TESTOSTERONE & ESTRONE LEVELS THOUGH NOT ESTRADIOL LEVELS
* NOT STUDIED BUT CONCERN FOR USE IN THOSE WITH ESTROGEN SENSITIVE MALIGNANCY, USING AROMATASE INHIBITORS



CONTRACEPTION

* USE WHO MEDICAL ELIGIBILITY CRITERIA FOR CONTRACEPTIVES TO GUIDE COUNSELING & SAFE PRESCRIBING
*  ONLINE (HTTPS://WWW.WHO.INT/PUBLICATIONS/I/ITEM/9789241549158)
*  WHEELS
* APP

* SHOULD BE ADDRESSED REGULARLY WITH ALL WOMEN OF CHILDBEARING AGE REGULARLY

e STILL ABOUT 50% PREGNANCIES IN THE US ARE UNINTENDED, UNPLANNED WITH SOME RECENT IMPROVEMENTS.
*  CERTAIN DEMOGRAPHICS HAVE HIGHER RISK
* AGES 18-24
* LOW INCOME
*  NON-HISPANIC BLACK & AFRICAN AMERICAN WOMEN
*  WOMEN CO-HABITUATING BUT NOT MARRIED
*  WOMEN WHO HAD NOT COMPLETED HIGH SCHOOL
*  AMONG ACTIVE DUTY MILITARY WOMEN RATES OF UNPLANNED / UNINTENDED PREGNANCY IS 38-62%

*  CALLS INTO QUESTION THE CONVENTIONAL WISDOM THAT COST & ACCESS TO CONTRACEPTIVE HEALTH CARE IS ROOT CAUSE OF
UNPLANNED/UNINTENDED PREGNANCY



https://www.who.int/publications/i/item/9789241549158

WHO MEDICAL ELIGIBILITY FOR CONTRACEPTIVES
WHEEL




CONTRACEPTION — COMBINED ORAL
CONTRACEPTIVE PILLS

*  MOST COMMONLY & EASILY USED
*  GENERALLY DO NOT START BEFORE 4-6WKS POSTPARTUM & AVOID IN BREASTFEEDING MOMS (DECREASED SUPPLY)
*  GENERALLY AVOID FOR THOSE WITH HISTORY OF VTE EVENTS, THROMBOPHILIA, THOSE AT HIGHER RISK FOR CVD / CVA
*  CONTRA-INDICATED FOR SMOKERS >35YOA DUE TO HIGHER RISK FOR VTE/CVA
*  “QUICK START” RIGHT AWAY BUT USE BACK-UP METHOD IF OTHER THAN FIRST DAY OF MENSTRUAL CYCLE
* TREND IS LOWER DOSE ESTROGEN WITH SHORTER PILL FREE INTERVAL
v SHORTER, LIGHTER PERIODS

* REMEMBER MENSTRUAL PERIOD WITH PILL IS ARTIFICIALLY INDUCED
* VERY REASONABLE TO SKIP THE PLACEBO PILLS & THUS MONTHLY WITHDRAWAL “MENSTRUAL” BLEED PARTICULARLY FOR THOSE WITH MENSTRUAL PROBLEMS
e THIS HAS BEEN DOCUMENTED SAFE UP TO 1YR (NO STUDIES BEYOND THIS BUT NO REASON TO SUSPECT RISK BEYOND THIS TIME FRAME)

* II;I(I)‘I%;THOSE WHO WANT/DO WELL WITH OCP BUT HAVE DIFFICULTY TAKING THIS DAILY CONSIDER WEEKLY PATCH OR MONTHLY CONTRACEPTIVE

*  NOVEL PILL APPROVED BY FDA IN 2021 WITH DROSPERINONE & ESTETROL WHICH IS A NOVEL ESTROGEN
A HAS SELECTIVE ESTROGENIC EFFECTS ON TISSUES WITH LONGER HALF LIFE, LESS EFFECT ON HEMOSTASIS PARAMETERS & MINIMAL 15T PASS METABOLISM
* NON-CONTRACEPTIVE BENEFITS INCLUDE MENSTRUAL CYCLE CONTROL, DECREASED RISK FOR ENDOMETRIAL & OVARIAN CANCER, LESS ACNE



CONTRACEPTION - PROGESTIN ONLY ORAL
CONTRACEPTIVE PILLS {(*MINI PILL™)

* MOST COMMONLY USED DURING POSTPARTUM PERIOD FOR BREASTFEEDING MOMS

* LITTLE / NO RISK FOR VTE

* CAN START SOONER POSTPARTUM

* GOOD CHOICE FOR THOSE WHO LIKE / WANT OCP BUT HAVE CONCERNS FOR VTE/CVD/CVA
e SLIGHTLY LESS EFFECTIVE THAN COMBINED OCP

* MOST ARE NORETHINDRONE WHICH WORKS LARGELY BY THICKENING CERVICAL MUCUS
*  NEWLY APPROVED DROSPERINONE PILL THAT WORKS BY PREVENTING OVULATION

* FDA APPROVED NORGESTREL OCP (OPILL) AS FIRST OVER THE COUNTER DAILY CONTRACEPTIVE IN JUL ‘23



CONTRACEPTION - INJECTIONS

¢ DEPOT MEDROXYPROGESTERONE ACETATE (DMPA) OR DEPO-PROVERA
* LITTLE NO RISK FOR VTE SO CAN BE STARTED IMMEDIATELY POSTPARTUM
* SAFE FOR BREASTFEEDING
* REALLY THE ONLY CONTRACEPTIVE ASSOCIATED WITH WEIGHT GAIN
* RELATED TO INCREASED APPETITE
*  LIMITED EFFECT IN MOST STUDIES
* PROBABLY HAS HIGHEST AMENORRHEA RATES

* HIGHLY EFFECTIVE BUT LONGEST DELAY IN RETURN OF FERTILITY
e (CANBEUPTO 1YR



CONTRACEPTION = RINGS & PATCHES

SAME CONCERNS, SIDE EFFECTS, CONTRA-INDICATIONS & NON-CONTRACEPTIVE BENEFITS FOR OCP
USEFUL FOR WOMEN WHO NEED CYCLE CONTROL OF, LIKE OCP BUT HAVE DIFFICULTY TAKING DAILY
NUVARING IS ESTROGEN/PROGESTERONE BASED MONTHLY RING WORN FOR 3WKS THEN DISCARDED
ANNOVERA IS SIMILAR BUT THE SAME RING IS USED EACH MONTH & DOES NOT REQUIRE REFRIGERATION

XULANE IS WEEKLY CONTRACEPTIVE PATCH WITH EE/NORELGESTROMIN WITH NO PATCH WORN ON
WEEK 4

TWIRLA IS USED SIMILARLY BUT CONTAINS LESS ESTROGEN & LEVONORGESTREL, APPROVED IN FEB ‘22
* |LESS BREAKTHROUGH BLEEDING<2<¢ LESS VTE RISKS?¢



CONTRACEPTION - IMPLANTS

* NEXPLANON IS PROGESTERONE ONLY (ETONOGESTREL) IMPLANT PLACED IN OFFICE IN THE
UPPER MEDIAL ARM & HIGHLY EFFECTIVE FOR UP TO 3YRS

* NO CONCERN ABOUT VTE & SAFE WITH BREASTFEEDING
* CAN BE INITIATED IMMEDIATELY POSTPARTUM

* LESS PREDICTABLE EFFECT ON FREQUENCY OF MENSTRUAL BLEEDING
* RELATIVELY QUICK RETURN TO FERTILITY
* WEIGHT GAIN DOES NOT SEEM SIGNIFICANT



CONTRACEPTION = [UD’S

*  HIGHLY (MOST??) EFFECTIVE WITH QUICK RETURN TO FERTILITY FOLLOWING REMOVAL
*  HISTORICAL CONCERNS ABOUT INFECTION ARE NEGLIGIBLE WITH MODERN |[UD DESIGN
*  SEEM TO WORK THROUGH SPERMICIDAL STERILE INFLAMMATORY REACTION WITHIN THE ENDOMETRIUM.....NOT ABORTIFACIENTS
e EVEN HORMONAL (LEVONORGESTREL) IUD’S CARRY NO CONCERN FOR VTE & ARE SAFE FOR BREASTFEEDING
® CAN BE INITIATED IMMEDIATELY POSTPARTUM
U EVEN VALIDATED IN THE DELIVERY ROOM, BUT HIGHER RISK FOR EXPULSION
*  MIRENA (52MG LNG)
e MOST COMMONLY USED & RECENTLY EXPANDED FOR RELIABLE USE UP TO 8YRS
v ALSO FDA APPROVED FOR TREATMENT OF HEAVY MENSTRUAL BLEEDING
* LILETTA (52MG LNG) IS SIMILAR TO MIRENA & RECENTLY EXPANDED DURATION UP TO 8YRS
*  KYLEENA (19.5MG LNG) IS SMALLER LEVONORGESTREL |IUD EFFECTIVE FOR UP TO 5YRS

*  SKYLA (13.5MG LNG) IS SMALLEST, LOWEST DOSE LEVONORGESTREL |UD EFFECTIVE FOR UP TO 3YRS & INTENDED PRIMARILY FOR
NULLIPAROUS WOMEN (OR NO VAGINAL DELIVERY)

* PARAGARD IS NON-HORMONAL COPPER IUD EFFECTIVE FOR UP TO T0YRS
*  APPROVED FOR USE AS EMERGENCY CONTRACEPTION WITHIN 72HRS OF INTERCOURSE

* LEVONORGESTREL IlUD’S CAN PROVIDE THE PROGESTERONE PROTECTION OF THE ENDOMETRIUM WITH POST-MENOPAUSAL HORMONAL
REPLACEMENT THERAPY & REDUCE RISK FOR THOSE AT HIGHER RISK FOR ENDOMETRIAL CANCER (EG, PCOS)



CONTRACEPTION = “"ON DEMAND" METHODS

¢  CONDOMS HAVE HIGHER FAILURE RATES (15% PER YEAR) BUT DO PROTECT AGAINST STI'S
* DIAPHRAGMS MUST BE FIT BY PROVIDER & HAVE HIGHER FAILURE RATES

* 6% WITH PERFECT USE & 12% WITH TYPICAL USE

e SHOULD BE USED WITH SPERMICIDE

* RARELY USED

* CAPS & SPONGES ARE RARELY USED
*  NONOXYNOL-2 IS OTC SPERMICIDE THAT MUST BE INSERTED 10MIN PRIOR TO INTERCOURSE
* 18% PREGNANCY RATE WITH PERFECT USE & 20% WITH TYPICAL USE

* PHEXXI (LACTIC ACID/CITRIC ACID/POTASSIUM BITARTRATE) IS PRESCRIPTION SPERMICIDE THAT CAN WORKS BY
ALTERING PH OF THE VAGINA AND CAN BE USED 5-60MIN PRIOR TO INTERCOURSE

ABOUT 10-13% PREGNANCY RATE
e CAN CAUSE VULVOVAGINAL IRRITATION
*  |INSURANCE COVERAGE IS INCONSISTENT



URINARY INCONTINENCE SCREENING & TREATMENT

*  CMS “RECOMMENDS" URINARY INCONTINENCE SCREENING FOR ALL WOMEN >65YOA
*  “DO YOU EVER LEAK URINEZ"
*  PREVALENCE IS VERY HIGH & INCREASES WITH AGE
e 3% IN WOMEN <35Y0OA
e 7-10% OF WOMEN 50-60YOA
*  UpPT0O 70% OF WOMEN OVER 65YOA
e ASSOCIATED WITH LOWER QUALITY OF LIFE, HIGHER RISK FOR FALLS, DEPRESSION, ISOLATION, SEXUAL DYSFUNCTION & INCREASED MORTALITY
*  MANY WOMEN SEE THIS AS “NORMAL" WITH AGING / AFTER CHILDBIRTH & ARE UNAWARE OF AVAILABLE TREATMENTS
*  WOMEN OFTEN SPEND $750-1200/YR ON PROTECTIVE PADS/GARMENTS & AS MUCH AS $20K BEFORE GETTING TREATMENT
*  BASIC EVALUATION INCLUDES HISTORY, EXAM, URINALYSIS & MEASUREMENT OF POST-VOID RESIDUAL VOLUME
*  “WHAT MAKES YOU LEAK?2" & “HOW OFTEN DO YOU LEAK?2" & “ARE YOU BOTHERED BY LEAKING 2"
*  URINALYSIS: UTI?2 HEMATURIAZ S
*  PVR ASSESSMENT CAN BE DONE VIA ULTRASOUND OR CATHETERIZATION TO R/O OVERFLOW INCONTINENCE WHICH HAS HIGHER RISKS
* EXAM: PRESENCE OF PROLAPSE?¢ URETHRA HYPERMOBILES 2
e VAST MAJORITY IS STRESS OR URGE INCONTINENCE OR COMBINATION (MIXED) OF THESE



URINARY INCONTINENCE SCREENING & TREATMENT

*  STRESS INCONTINENCE TREATMENT / MANAGEMENT OPTIONS

R I RS SRR
*  LOW LEVEL OF PATIENT SATISFACTION (< 50%)

e  CONSIDER FOR WOMEN WITH EPISODIC Ul (SUCH AS WITH EXERCISE), OR THOSE WITH MEDICAL CO-MORBIDITIES THAT MAKE THEM
HIGH RISK FOR SURGERY

*  PELVIC FLOOR PHYSICAL THERAPY
e “KEGELS" ARE THE MOST BASIC FORM BUT OT/PT’'S PROVIDE MORE ADVANCED CARE WITH BETTER OUTCOMES
*  AROUND 50-60% CURE RATE & HIGH RATE OF PATIENT SATISFACTION

*  SURGERY
*  MOST EFFECTIVE TREATMENT & THUS ASSOCIATED WITH HIGHEST RATES OF PATIENT SATISFACTION

*  MID-URETHRAL SLING IS HIGHLY EFFECTIVE (80-90%), MINIMALLY INVASIVE OUTPATIENT PROCEDURE WITH LOW RATE OF
COMPLICATIONS, PATIENT SATISFACTION AS HIGH AS 95% AND IS NOW GOLD STANDARD TREATMENT FOR SUI

S URETHRAL BULKING INJECTIONS ARE ALSO EFFECTIVE (ABOUT 65%)
*  AVOIDS MESH
* MAY NEED TO BE DONE REPEATEDLY



URINARY INCONTINENCE SCREENING & TREATMENT

URGE INCONTINENCE MANAGEMENT OPTIONS

OO

*  AVOID TRIGGERS FOR DETRUSOR INSTABILITY INCLUDING ALCOHOL & "5 C's" (COFFEE, CAFFEINE, COLA, CHOCOLATE, & CITRUS)
MEDICATIONS

% ANTICHOLINERGIC MEDICATIONS
* OXYBUTYNIN IS PROBABLY LEAST EFFECTIVE (ANECDOTAL), HAS MORE SIDE EFFECTS & HAS TO BE TAKEN MORE OFTEN
*  CONSIDER SOLFENACIN, TROSPIUM, TOLTERODINE, OR FESOTERODINE
* TYPICAL ANTI-CHOLINERGIC SIDE EFFECTS WITH MOST WORRISOME BEING COGNITIVE IMPAIRMENT / DEMENTIA
*  CONTRA-INDICATED WITH GASTRIC RETENTION, NARROW ANGLE (ONLY) GLAUCOMA & SVT

*  BETA-3 AGONISTS
*  MIRABEGRON (MYBETRIQ) & VIBEGRON (GEMTESA)
*  SIMILAR EFFICACY TO ANTI-CHOLINERGIC MEDICATIONS BUT DIFFERENT MECHANISM OF ACTION & LIKELY FEWER SIDE EFFECTS

*  CAN USE MEDS FROM THE TWO CLASSES SYNERGISTICALLY
SACRAL NERVE STIMULATION IS HIGHLY EFFECTIVE (86%) TREATMENT FOR REFRACTORY UUI WITH IMPLANTABLE STIMULATOR AT S3 LEVEL
*  ALSO INDICATED FOR FECAL INCONTINENCE, REFRACTORY OVERACTIVE BLADDER & NON-OBSTRUCTIVE URINARY RETENTION
TIBIAL NERVE STIMULATION IS PERCUTANEOUS TREATMENT DONE VIA 12 WEEKLY 30MIN TREATMENT SESSIONS IN OFFICE WITH EFFICACY AROUND 40%
* BLADDER BOTULINUM TOXIN INJECTION DONE VIA CYSTOSCOPY WITH CURE RATES SIMILAR TO SNM WITH HIGH RATES OF PATIENT SATISFACTION
*  TYPICALLY REQUIRES REPEATED INJECTIONS EVERY 3-18MOS (USUALLY 9-12)
*  RISK OF URINARY RETENTION & UTI
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