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“THERE HAS 
BEEN SOME 

ADVERSE IMPACT 
FOR WOMEN 

WHEN IT COMES 
TO ACCESS TO 

CONTRACEPTION 
AND ACCESS TO 

TIMELY AND SAFE 
ABORTION CARE 

DURING THE 
PANDEMIC.”

Pandemic Affects Reproductive 
Health, Highlighting Disparities
By Melinda Young

Early data on the effects of the 
COVID-19 pandemic on 
reproductive health services 

show disparities 
persisted across 
women with different 
socioeconomic 
backgrounds.

For example, the 
Coronavirus Aid, 
Relief, and Economic 
Security (CARES) 
Act included anti-
abortion provisions 
that place more 
burden on vulnerable 
populations, says 
Nelia Viveiros, EdD, 
vice chancellor for 
diversity, equity, 
and inclusion at 
the University of Colorado Denver 
Anschutz Medical Campus. (More 
information is available at this link: 
https://bit.ly/31EWOAL.) The result is 
a shadow pandemic of reproductive 

health disparities and more barriers to 
contraception, Viveiros says.

The pandemic disrupted women’s 
ability to make timely 
abortion decisions, 
at least in Canada, 
says Julie G. 
Thorne, MD, MPH, 
FRCS(C), assistant 
professor, family 
planning and global 
health, obstetrics, 
and gynaecology, 
Sinai Health Systems 
and University of 
Toronto.

Thorne’s 
research focused 
on the pandemic’s 
effects on women’s 

reproductive health 
worldwide, including access issues that 
women in Kenya and other low-resource 
countries face.1 But she also has seen 
examples of the pandemic’s effects on 
North American women.
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EXECUTIVE SUMMARY

The COVID-19 pandemic has placed hardships on women seeking 

contraceptives and abortion care worldwide . It has been particularly 

deleterious to vulnerable populations .

• A shadow pandemic has developed of reproductive health disparities and 

more barriers to contraception .

• One study revealed Black women were 38% more likely to have access 

issues than were white women .

• State and federal governments need to prioritize the needs of women .

“We’re seeing it borne out locally 
in some of the same ways and 
in some different ways,” Thorne 
explains. “As someone who focuses 
on family planning, I see that there 
has been some adverse impact for 
women when it comes to access to 
contraception and access to timely 
and safe abortion care during the 
pandemic. I’ve had a number of 
women referred to me for abortion 
care and they have parallel or 
familiar stories. There were a series 
of events, including a negative 
pregnancy test at home. Then they 
go to a doctor, but the ultrasound is 
canceled because of the pandemic.”

The women say they began to 
feel better and thought they would 
receive a call if they were pregnant, 
and the call never came. Time went 
on, and the women began to notice 
they are pregnant, Thorne adds.

These women often are disadvan-
taged, such as immigrants, refu-
gees, or women who struggle with 
mental health issues or addiction. 
“They might have had any of those 
challenges that would impact their 
ability to navigate a complicated 
health system during the pandemic,” 
Thorne says. “First trimester abor-
tions here are easier, but second 
trimester abortions are much harder 
in Canada, so there are huge access 
issues.”

Thorne estimates she has 
seen around 10 women with 
unintended pregnancies who made 
it to the second trimester because 
of disruption to reproductive health 
services.

“They’ve all had navigation 
issues that worsened because of the 
pandemic,” she says. “Universally, all 
of the women said that if they had 
known, they would have acted so 
much sooner.”

‘Shadow Pandemic’  

Will Continue

As winter approaches, there likely 
will be a continuation of the shadow 
pandemic that intersects between 
COVID-19, domestic violence, and 
poor outcomes for women’s health 
and well-being, Viveiros says.

“There’s a Guttmacher Institute 
study that shows women’s access 
to contraception and reproductive 
health services has been constrained,” 
Viveiros says. “One in three reported 
difficulty getting to a healthcare 
provider to obtain birth control. The 
barriers were more pronounced for 
Black women.”

According to the study:
• Black women were 38% more 

likely to encounter access issues than 
were white women;
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• Hispanic women were 45% 
more likely to encounter access issues 
than white women;

• Women who identify as LGBTQ 
were 46% more likely to encounter 
access issues than straight women.2

“Nearly 40% of Black women 
reported delayed healthcare provider 
access vs. 29% of white women,” 
notes Amy Bonomi, PhD, professor 
and director of the Women’s Lead-
ership Institute at Michigan State 
University.

Family planning clinics and 
healthcare providers could improve 
access during the pandemic through 
patient outreach. “Some of the 
outcomes and recommendations 
we made included things like being 
proactive and reaching out to people 
instead of waiting for them to 
contact you,” Viveiros expains.

Technology served as both a 
facilitator to care and a barrier, 
Viveiros and colleagues noted in a 
recent paper. Some family planning 
clinics found innovative ways to 
provide contraception access by using 
mail services or using an independent 
third party to deliver contraception. 
Federal and state governments should 
prioritize the needs of women, 
especially minority women, in 
medical, social, and legal settings. 
Lawmakers should pass legislation to 
support women, the authors noted.3

Barriers to STI Care

Another consequence of the 
pandemic involves barriers to diag-
nosing, tracing, and treating sexually 
transmitted infections (STIs). Since 
2014, STI rates have been increasing 
worldwide. This follows the reverse 
trend where STI rates were declining 
through the 1990s — to the point 
that in 2000, the Centers for Disease 
Control and Prevention spoke about 

eliminating syphilis from the United 
States, says Theodore Rosen, MD, 
professor and vice-chair of dermatol-
ogy at Baylor College of Medicine in 
Houston.

“This was a little pie in the sky, 
but it was within grasp,” Rosen says. 
“Then, slowly, syphilis went up. 
In the last five and six years, if you 
include 2019, the rates not only went 
up, but went up dramatically.”

What is happening in 2020 with 
STIs still is unknown. Full statistics 
from 2019 are not yet available, 
but the preliminary results showed 
a continuation of the trend of 
increased STIs, he notes.2

The increase was significant 
nationwide and includes every age 
group.4 One theory is that sex with 
strangers is easier now because of 
cellphone apps like Tinder, Rosen 
notes.

“Young people find new, anony-
mous sex partners on their cell-
phones,” he says. “Those things are 
much more prevalent now than 10 to 
20 years ago.” The rise in STIs among 
older people could be attributed to 
the use of erectile dysfunction drugs, 
Rosen adds.

No one can say for certain what 
the STI trend will be for 2020, 
although there are solid theories 
about why STIs might decline during 
the pandemic, as well as theories why 
they might increase, Rosen says. Data 
on condom use among young people 
is contradictory with STI data.

“The last set of surveys suggested 
that condom use among that peak 
group of 15 to 24 had actually gone 
up, but at the same time sexually 
transmitted diseases were going up,” 
he explains. “Again, there is a little 
bit of a disconnect there.”

Some researchers have found 
that contraceptives have been 
more difficult to obtain during the 
pandemic because of supply chain 

issues and lack of access to family 
planning clinics during the spring of 
2020 when people were asked to stay 
home except for emergencies. (More 
information is available at this link: 
https://bit.ly/3lPpjDd.)

“Supply chain distribution issues 
are worldwide, and more pronounced 
in developing nations,” says Jasmine 
Aly, MD, staff and OB/GYN at 
Walter Reed National Military 
Medical Center and an associate 
professor at the Uniformed Services 
University of the Health Sciences in 
Bethesda, MD.

A chief barrier to contraception 
access is the shortage of contracep-
tives and devices because of supply 
chain disruption during the pandem-
ic. This problem is worse in develop-
ing countries, according to the results 
of a recent study. For example, the 
world’s largest condom manufacturer, 
Karex Bhd of Malaysia, had to close 
in March, limiting condom exports.5

During the pandemic, the govern-
ment of India limited exportation of 
various pharmaceuticals, including 
progesterone, which is used in birth 
control pills, Aly says.

“Because India is one of the 
larger exporters of progesterone, the 
distribution was disrupted,” she adds.

Supply chains also are affected 
by pandemic-related border closures 
and travel restrictions. Thousands 
of family planning clinics closed 
worldwide because of government 
edicts or the lack of healthcare staff 
during the crisis, Aly says.

As the pandemic continues, the 
World Health Organization’s advice 
is for clinics and countries to take 
key actions to secure additional 
suppliers so they will not experience 
disruptions when one supplier has to 
stop exports, Aly says.

“We need to stress the importance 
of healthcare workers and staffing of 
clinics,” she adds. “We should focus 
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on making sure we’re ready to meet 
the needs.”

Mathematical modeling shows the 
pandemic could result in 3.3 million 
unsafe abortions and 1,000 maternal 
deaths worldwide.5 In the United 
States, several states attempted to stop 
abortion care during the pandemic 
by deeming abortion services as 
nonessential procedures, Aly says.

“If you deem abortion is elective, 
then clinics will not provide that care, 
and patients will have to seek later 
abortions,” she explains. “They will 
have to travel further for their care. 
It is difficult for them to cross the 
border to a different state during the 
pandemic, when many states have 
police doing border checks to screen 
out-of-state drivers for COVID.”

While courts have said states 
could not close abortion clinics, 
it is too early to know what the 
repercussions of those initial closings 
were because data reporting is 
delayed, Aly says.

Worldwide, pharmacies had 
limited supplies of oral contraception 
during the pandemic. Some might 
have been unwilling to give women 
their usual three-month supply, 
Thorne says.

“IUD [intrauterine device] 
access has been very hard with fewer 
[reproductive health clinics] staying 
open through the pandemic,” she 
adds. “We had to define who counts 
as high risk and who qualifies for 
an office [IUD] visit during the 
pandemic.”

For instance, women with high-
risk medical conditions were given 
priority for IUD procedures, Thorne 
says.

“We tried to advocate to do more 
post-placental IUDs,” she adds. “After 
the placenta comes out, we have easy 
access to the uterus.”  n
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EXECUTIVE SUMMARY

Essential Access Health and other family planning advocacy organizations 

petitioned the Supreme Court to review a Court of Appeals decision that 

upholds the Trump administration’s Title X regulations and gag rule .

• Because of the changes, the number of Title X sites in California dropped 

from 366 to 238 .

• One in every four Title X providers has withdrawn from the program .

• The number of patients seen at Title X clinics in California fell from nearly 1 

million to about 225,000 patients between 2019 and 2020 .

Reproductive Health Groups Petition  
Supreme Court to Stop Trump Rule
Title X sites decimated by gag order

S ince the Trump administration 
implemented new rules regard-

ing Title X family planning centers 
that also offer abortion services, 
hundreds of family planning sites 
left the program, leaving hundreds of 
thousands of patients behind.

In California, the number of Title 
X sites fell from 366 in March 2019 
to 238 in September 2020, says Julie 
Rabinovitz, MPH, president and 
chief executive officer of Essential 
Access Health in Berkeley, CA.

“We have new data showing what’s 
happening nationwide and also in 
California,” she says. “One in every 
four Title X providers has withdrawn 
from the program, and that has jeop-
ardized access to time-sensitive ser-
vices to 1.6 million patients nation-
wide.” (More information is available 
at: https://bit.ly/3a3Zl8Z.)

In 2019, nearly 1 million patients 
were seen at Title X clinics in 
California. The next year, when the 
new rules were implemented, there 
were just over 600,000 patients seen 
in these clinics. There is expected to 
be an even greater decrease, to about 
225,000 patients, Rabinovitz says, 
referring to internal data.

To stop the rules from continuing 
to damage the Title X program, 
reproductive health organizations 
have asked the Supreme Court to 
intervene.

“We’re planning to fight this until 
the end,” Rabinovitz says.

Essential Access Health and a 
group of family planning and repro-
ductive health justice organizations 
petitioned the Supreme Court on 
Oct. 1. They asked the court to re-
view a Court of Appeals decision that 
upholds the Trump administration’s 
Title X regulations that make it im-
possible for family planning clinics to 
provide abortion services — funded 
privately — and receive federal fund-
ing for their separate contraceptive 
and reproductive health services.

The groups include the American 
Medical Association, Planned 
Parenthood Federation of America, 
the National Family Planning & 
Reproductive Health Association, 
the American Civil Liberties Union, 
the Oregon Medical Association, and 
others. (More information is available 
at: https://bit.ly/33VnHSm.)

“The 9th Circuit ruled to support 
the Title X regulations, and the 4th 

Circuit ruled that new regulations 
violated the Administrative 
Procedures Act (APA), which is what 
the original lawsuit was about,” 
Rabinovitz says. “We believe the 9th 
Circuit’s ruling was faulty. If it’s not 
reversed, it will have profound and 
long-lasting implications for Title X 
programs and the people who rely on 
them.”

The original lawsuit argued that 
the new regulations violated the APA. 
When any administration initiates 
regulations, they need to follow APA 
rules, including opening a comment 
period. They also should not issue 
regulations when there is no reason 
to do so and there is no evidence 
of an issue, Rabinovitz explains. 
“The APA is made to make sure 
the regulation is not arbitrary and 
capricious.”

In the case of the Trump 
administration’s requirement that 
abortion and non-abortion services 
be physically separated with different 
buildings, entrances, and finances, 
there was evidence of problems 
in Title X centers keeping these 
separate before the regulations were 
published. “The new regulations do 
violate the Administrative Procedures 
Act, and we need the Supreme 
Court to get involved in this. We 
need a decision based on facts and 
evidence,” Rabinovitz says. “It is our 
hope that the Supreme Court will 
consider this in light of their own 
recent decisions. We are hoping that 
politics will not interfere with a Title 
X mandate.”

For instance, in the Supreme 
Court case involving the Department 
of Homeland Security v. Regents 
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State, Federal Regulations on Abortion  
Increase COVID-19 Risk for Patients
New research calculates effect

The authors of a recent study 
quantified the number of 

medically unnecessary clinical visits 
for abortion services. They found that 
more than 31,000 in-person clinic 
visits would be averted each month 
if four medically unnecessary state 
and federal policies were repealed and 
if 70% of patients received no-test 
telemedicine abortions.1

“The goal was to quantify the 
number of unnecessary visits in 
the U.S., and in the context of the 
pandemic,” says Isabel R. Fulcher, 
PhD, post-doctoral fellow at Harvard 
Medical School’s department of global 
health and social medicine. “What we 
found was that medically unnecessary 
abortion regulations resulted in an 
excess of visits and contact with clinic 

staff and patients — about 600,000 
excess clinical visits. On a monthly 
basis, we estimated 30,000 excess 
visits, and we extrapolated that to 
the course of the pandemic over 18 
months.”

Investigators included require-
ments of in-person counseling 
sessions, ultrasounds for medication 
abortions, and laws that required a 

of the University of California, the 
court ruled an agency must base 
its decision on a consideration of 
relevant factors and may not fail to 
consider important aspects of the 
problem. In that case, the court ruled 
that the Trump administration’s 
decision to end the Deferred Action 
for Childhood Arrivals program was 
“arbitrary and capricious in violation 
of the APA.” (For more information, 
visit: https://bit.ly/3iTLR3S.)

When clinics pull out of Title X 
because of the rules making them 
choose between eliminating abortion 
services or finding alternative fund-
ing, low-income women are the hard-
est hit. “In California, we are lucky 
to have a family planning program 
called Family PAC with services to 
people up to 200% of the federal 
poverty level [FPL],” Rabinovitz says. 
“For those at 250% of the FPL, many 
of those patients may not be able to 
get comprehensive family planning 
services that they were getting before 
for a free or reduced rate.”

In many other states, the situation 
is more dire because they do not 
receive state funding to make up 
even part of the difference of what is 

lost with the Title X change. “They 
just rely on Medicaid or Title X, and 
many did not have the Medicaid 
expansion under the Affordable Care 
Act,” Rabinovitz says. “Arizona, Utah, 
and some other states do not even 
have Title X programs anymore, so 
those states are struggling to provide 
the same level of care for low-income 
individuals.”

Quality also is lost when Title 
X clinics close or pull out. “Several 
studies in California show that 
patients who go to Title X clinics in 
California are more likely to get high-
quality services than are people who 
just go to a clinic that has the family 
PAC program,” Rabinovitz explains.

The Title X clinics offer education-
al outreach, extended clinic hours, 
and more birth control options, such 
as long-acting, reversible contracep-
tives. “Those studies have shown time 
and again that the quality of care is 
better at Title X clinics than non-Title 
X,” she adds.

The remaining Title X clinics 
are locations that never offered 
abortion services. But they also 
are being forced by the Trump 
administration’s rules to not provide 

abortion information to patients. 
“They can provide counseling around 
the options, but are not allowed to 
offer abortion referrals,” Rabinovitz 
says. “I think it’s incredibly difficult, 
especially for the clinicians and 
medical assistants. To not allow 
healthcare providers to offer full 
information to their patients is really 
asking them to compromise their 
medical ethics. It’s an outrageous and 
direct attack on women’s autonomy.”

It is like the federal government 
telling a doctor that he or she can 
only tell a patient with diabetes how 
to eat a healthier diet, but cannot 
mention the use of insulin to manage 
the disease, she says.

“If Vice President Joe Biden is 
elected, he could rescind the new 
regulations as soon as he takes office 
and restore the integrity of the Title 
X program, and it would make our 
appeal to the Supreme Court moot,” 
says Rabinovitz, speaking in a phone 
interview a few weeks before the 
Nov. 3 general election. “That’s what 
happened when President Clinton 
became president — he issued an 
executive order. That would be our 
hope in this situation, as well.”  n
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physician to dispense medication, 
Fulcher says.

“There are many regulations 
at the state and federal level that 
require a patient to have an entire 
extra visit — that is medically 
unnecessary — before abortion care,” 
says Sara Neill, MD, MPH, clinical 
fellow at Brigham and Women’s 
Hospital in Boston. “Many states 
have mandatory counseling laws, 
requiring in-person visits and then 
a waiting period. Women go to the 
site for counseling, sign paperwork, 
and then have to wait 16 to 72 hours 
before returning for their care.”

Ultrasound laws also result in 
medically unnecessary in-person 
visits. “Even if the patient has a 
documented ultrasound, the state 
has mandated the patient must 
receive another ultrasound at the 
clinic where the abortion is taking 
place,” Neill says.

Also, under current Food and 
Drug Administration regulations, 
medication abortion pills cannot be 
prescribed like a typical medication. 
“The prescriber has to be in a clinic 
and administer it to the patient,” 
Neill says. “Even if the FDA rule is 
suspended or removed, some state 

laws mandate in-person visits for 
dispensing of that medication.”

Researchers have studied the 
feasibility of remote medication 
abortions, but access to this remains 
limited to small studies, she adds.

During the COVID-19 pandem-
ic, 11 states tried to restrict access to 
abortion, but none of those poli-
cies are in effect, Neill says. “A few 
states — New Jersey, Washington, 
and Virginia — made abortion care 
an essential service,” she adds. “But 
there were not policy or regulatory 
changes that made delivering that 
care easier.”

Evidence-based telemedicine 
abortion care could be provided to 
patients who are comfortable with 
telemedicine. This would include a 
healthy woman who is certain of her 
last menstrual period or who has had 
an ultrasound, and who has no risk 
factors, such as vaginal bleeding or 
pain. The patient would hold a tele-
medicine visit with a physician before 
accessing care.

“It’s clear from this study, and 
from seeing what happened to abor-
tion care in general, that if some of 
these regulations were no longer in 
place, it would be easier for patients 

to access abortion care, including 
counseling,” Neill says. “They could 
have fewer clinical visits and fewer 
in-person contacts.”

Reducing in-person visits and 
contacts could reduce their risk of 
exposure to COVID-19.

Investigators used data from 2018 
to 2019 on monthly abortion rates. 
They did not have access to 2020 
abortion care data, Fulcher notes.

Also, there are no quantitative data 
to suggest a decrease in abortion care 
during the pandemic, Neill says. “An-
ecdotally, I’ve heard from colleagues 
across the country — some see an 
increase in volume, and some see a 
decrease in volume. But there’s no 
quantitative data to have an answer.”

“We are looking into that now, 
and I’m sure the numbers on that will 
start coming out,” Fulcher adds. “I 
haven’t seen any other groups publish 
things on that, either.”  n
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Barriers Inhibit Abortion Training  
for New Doctors
Opt-out training works best

Although access to training in  
 medical and surgical abortion 

has improved over the decades, barri-
ers still prevent some new physicians 
from obtaining the training, accord-
ing to the authors of a recent study.1

“The reason we looked into this 
topic was because of the recent 
increase in the barriers women faced 

when trying to access reproductive 
services,” says Aleksandra Polic, 
MD, resident in the department 
of obstetrics and gynecology at the 
University of South Florida Morsani 
College of Medicine. Polic notes that 
her views on abortion training are 
her own and are not the views of her 
institution.

“We found that residents (mostly 
in OB/GYN and family medicine) 
who completed their training after 
1998 were more likely to perform 
pregnancy terminations than residents 
graduating prior to that,” Polic noted.

In 1998, the Accreditation Coun-
cil for Graduate Medical Education 
enacted a requirement stating that 
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abortion is an important part of OB/
GYN training.

“We found, over time, more 
and more residencies are reporting 
training for their residents, but only 
64% of graduating residents in 2019 
reported routine abortion training,” 
Polic explains. “We were shocked to 
find it’s not a large majority reporting 
the accessibility of this training.”

Polic and colleagues collected 
data from surveys of doctors. “One 
of the numbers we tracked is making 
sure we understand how to perform 
surgical procedures related to 
abortion, whether performing elective 
or medically necessary terminations,” 
she says. “There is a lot of variability 
and opportunities for us to be 
involved in learning the procedural 
aspect of things, but the article is 
more focused on how adequately 
residents are exposed to all aspects of 
family planning in residency.”

Opt-Out Training 

Preferred

Many residency programs provide 
opt-out training. “The idea — and 
this is regarded as one of the better 
ways to train residents and fellows 
— is that abortion is built into 
the curriculum, and residents who 
have moral or religious objections 
are allowed to remove themselves 
from that situation,” Polic explains. 
“Opt-in training does not require a 
formalized curriculum, and it requires 
residents to speak out.”

Opt-out is preferable because 
abortion training is part of the 
curriculum, but residents do not have 
to participate, she adds.

In a 2014 survey, 54% of residents 
reported availability of opt-out 
training, 30% were offered opt-
in training, and 16% reported no 
available abortion training.1

Available research shows that 
although abortion training access has 
improved over the years, there still is 
room for improvement to standardize 
the curriculum, Polic says. “We need 
to make sure all graduating residents 
have an opportunity to participate 
in a full range of family planning 
services offered to women,” she adds.

Abortion training can take place in 
a hospital or freestanding community 
clinic, depending on local and state 
laws, Polic says.

Patient experience is the focus. 
Physicians are trained to counsel 
patients on the full range of services 
offered, including pregnancy continu-
ation and termination. “Programs 
make sure they’re prepared to appro-
priately counsel the patient and pro-
vide training in medication abortions, 
understanding the pharmacology 
and doses required, and also training 
for surgical abortion and knowing 
how to perform those,” Polic says. 
“Personally, I’ve had some amazing 
mentors who shared their experiences, 

and they are abortion providers. My 
opinion is that doctors who are taking 
care of women should be appropri-
ately trained in all aspects of family 
planning to whatever degree they feel 
comfortable. For people taking care 
of women, contraception and family 
planning are very important parts of 
women’s health. To neglect that train-
ing does a huge disservice to women.”

Few Data on Training 

Available

Polic and colleagues found data 
on abortion training are limited, 
and the information that is available 
mostly comes from surveys. “It’s 
difficult to extract the specifics,” she 
says. “What we do know is we’ve seen 
a gradual increase in the percentage 
of graduating residents who are 
reporting availability of training.”

Further research could examine 
how the recent age of increasingly 
restrictive abortion legislation affects 
both women’s access to care and 
providers’ access to abortion training. 
“We looked at the available surveys, 
and the only part about attitudes is 
there are a lot of residents who opt 
for partial participation in abortion 
training,” Polic says. “They’re not 
comfortable doing all aspects of it, 
and a majority of them say they 
benefit from participating in family 
planning — ultrasounds, procedures, 
other aspects — even if they choose 
not to perform elective abortions.”

The data show that even residents 
who do not hold favorable attitudes 
toward elective termination still 
benefit from training and experience 
involving partial participation in 
these trainings, she adds.

“Even if a provider does not them-
selves perform a termination, know-
ing how to counsel the patient and 
what to expect if she does proceed 

“FOR PEOPLE 
TAKING CARE 
OF WOMEN, 

CONTRACEPTION 
AND FAMILY 

PLANNING ARE 
VERY IMPORTANT 

PARTS OF 
WOMEN’S 

HEALTH. TO 
NEGLECT THAT 

TRAINING 
DOES A HUGE 
DISSERVICE TO 

WOMEN.”
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Spacing Childbirth Is Better for Women’s  
and Children’s Health
Counseling on spacing can help women

Women’s health benefits from 
waiting at least two years after 

a live birth before the next pregnancy. 
This is challenging for women who 
are vulnerable or live in low-income 
countries to achieve.

The results of a recent study reveal 
that women are more likely to space 
out childbearing after participating 
in a two-year intervention that 
includes providing women with 
access to family planning counselors, 
free transportation to a high-quality 
family planning clinic, referrals for 
services, consultations, and financial 
reimbursement for family planning 
services.1

“Because of the high demand for 
spacing, there was a real motivation 

for this trial, where we’re giving 
women, who are randomized to the 
intervention arm, access to family 
planning and reproductive health 
services,” says Mahesh Karra, 
SD, assistant professor of global 
development policy at Boston 
University. “Our study is the first 
randomized, controlled trial to 
observe a spacing impact, which 
is what we designed the study 
around. The women we recruited 
[from urban Malawi] for the study 
were, at baseline, either pregnant 
or immediate postpartum. We were 
following up with them for at least 
two years.”

Researchers chose a two-year 
follow-up based on previous studies. 

The results of these studies revealed 
that women who have either very 
short birth intervals — less than two 
years between births — or who have 
more than seven-year intervals are 
at higher risk of poor morbidity and 
mortality outcomes, Karra says.

Short birth intervals could 
result in depletion syndrome, in 
which women are not nutritionally 
recovered from the last birth. “If they 
just had a recent birth, they may 
be at high risk of anemia. That has 
implications for their own health,” 
Karra says. In the case of women with 
long-spaced births, the risk might be 
greater because they tend to be older, 
and maternal age confounds that 
relationship, he adds.

is a very important and valuable 
skill,” Polic says. “We get exposure to 
contraceptive counseling throughout 
most of our rotation, but often in 
family planning rotations, it can in-
clude termination training,” she adds. 
“There’s definitely a focus on contra-
ception, knowing all the methods, 
and how to counsel patients. We help 
them pick the right one for them.”

Current residents have not 
necessarily seen women die from 
do-it-yourself abortions, as have past 
generations, but they have witnessed 
the ways states are limiting women’s 
access to abortion care.

“Women’s access to care is 
impacted through financial, travel, 
and other barriers,” Polic says. 
“The difficulties in accessing family 

planning services are changing and 
evolving. As providers, we have to 
evolve with those barriers and help 
our patients overcome them.”  n
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Researchers enrolled 2,143 
married women, ages 18 to 35 years, 
and randomly assigned them to an 
intervention arm or the control arm.1

“The women’s likelihood of having 
a subsequent pregnancy in two years 
was about 30% to 40% lower in the 
intervention group vs. those who 
didn’t get family planning services,” 
Karra says. “If women are more ad-
equately able to space [their children’s 
births], they can do more resource 
allocation to their children and to 
themselves, over a longer period.”

The intervention included:
• Transportation. Women were 

given a free ride service from their 
homes to a family planning clinic.

• Counseling. Women were of-
fered up to six free, private family 
planning counseling sessions over the 
two-year period. Trained counselors, 
who were registered nurses and mid-
wives with previous family planning 
counseling experience, promoted 
informed choice by explaining mis-
conceptions about birth spacing.

The counseling sessions covered 
the advantages of breastfeeding 
and of birth spacing. Counselors 
discussed how women could access 
family planning and reproductive 
health services to facilitate better 
timing and spacing of future births, 
Karra says.

“That information is generalizable 
to women across different societies 
and in different contexts,” he adds.

• Financial reimbursement. 
Women in the intervention arm were 
reimbursed for any out-of-pocket 
expenses. These included the costs 
of family planning medications and 
contraceptive methods, as well as 
consultation fees, lab test fees, and 
exam fees.

In the United States, it is easier 
for women to think about planning 
their next birth, but there still are 
many women who would have 
preferred to space their next birth 
differently, Karra notes.

Although the United States 
overall offers more resources for 
women than does Malawi, stark 
disparities result in maternal 
morbidity and mortality rates in 
vulnerable American women that 
are comparable to low- and middle-
income nations, Karra says.

“In the U.S., we have health 
system capacity and access with an 
asterisk because of disparities. But 
in theory, we have access to services 
that minimize a lot of the risks that 
women in middle- and low-income 
nations experience,” he explains. 
“It’s about spacing and having the 
number of children you want when 
you want them.”

Family planning services also 
could address women’s attitudes and 
cultural perspective on birth spacing. 
“In general, women who wish to have 
more than one child and who are 
thinking about when to have them 
are making a calculus on two fronts: 
One, if they just recently had a child, 
there is a cost to having a subsequent 
child too soon because they haven’t 
recovered from pregnancy,” Karra 
says. “The benefit to having children 
sooner is they would have children of 
similar ages, and they may be able to 
take care of them together.”

The resource cost is that children 
who are closer in age could cost 
more in resources than if they were 
spaced out, allowing the family to 
take care of one child first and then 
have another child when more family 
resources were available to care for a 
second child, he adds.

“Women bear the biological 
cost of having children,” Karra says. 
“During the immediate postpartum 
period of breastfeeding, women bear a 
disproportionate burden of cost.”  n

REFERENCE
1 . Karra M, Canning D . The effect of 

improved access to family planning 

on postpartum women: Protocol for 

a randomized controlled trial . JMIR 

Res Protoc 2020;9:e16697 .

Assess Reduce
Healthcare RISK 

Episode 15: Physician Burnout, or 'Misery Not Otherwise Specified'

www.reliasmedia.com/podcasts

Listen to our free podcast! 

Manage 



142   |   CONTRACEPTIVE TECHNOLOGY UPDATE® / December 2020 CONTRACEPTIVE TECHNOLOGY UPDATE® / December 2020   |   143

EXECUTIVE SUMMARY

The United States has seen increasing rates of sexually transmitted infections 

(STIs) for the past six years, but it is not yet clear if the trend has continued in 

2020 .

• Emerging evidence may suggest that STIs are declining during the 

pandemic .

• It is likely that early data are incomplete because of disruption in STI testing 

and contact tracing due to the pandemic .

• Only 8% of STI clinics in the United States functioned under normal 

conditions after March 2020 .

Researchers Study Rate of Sexually Transmitted 
Infections During COVID-19 Pandemic

Rates of sexually transmitted 
infections (STIs) have increased 

in the United States for the past six 
years, but the big question is whether 
that trend continued in 2020, despite 
the COVID-19 pandemic.

Emerging evidence suggests it is 
unclear if rates are rising or falling.1

“The reality is we have no idea,” 
says Theodore Rosen, MD, professor 
and vice-chair of dermatology at 
Baylor College of Medicine in 
Houston. “Between 2014 and 2018, 
year over year, there were fairly 
significant increases in virtually 
all the STIs: gonorrhea, syphilis, 
chlamydia.”

Preliminary results for 2019 
suggest the same trend continues. 
“For the first few months of 2020, it 
looked like that trend was going to 
continue. But from very preliminary 
nationwide data, from March to 
October, there was a massive decrease 
in STIs, on the order of more than 
30%,” Rosen explains. “The question 
is whether this is real or an artifact.”

The decrease could be real and a 
consequence of people sheltering at 
home instead of going out to bars or 
parties. Also, some places, like New 

York state, ran public campaigns 
that encouraged people to practice 
virtual sex and self-pleasuring, 
Rosen says. “Two people can get on 
their computers at the same time, 
watching the same pornographic 
movie.”

New technology even offers 
some assistance with virtual sex. “An 
interesting device that is apparently 
selling out is where you can virtually 
control another person’s vibrator,” 
Rosen says.

Plus, many people have expe-
rienced anxiety, lost jobs, reduced 
self-esteem, and mild depression 
during the COVID-19 crisis. These 
could affect people’s interest in sexual 
activity, he notes.

“Those are all good reasons to 
have less STIs, so maybe the 30% 
reduction is real,” Rosen says.

But clinicians might not want 
to depend on that because there are 
other scenarios that could be playing 
out. For instance, it is possible that 
the number of STIs is down because 
fewer people are collecting those 
numbers and people have been less 
likely to undergo STI tests during the 
pandemic.

“Epidemiologists who used to 
trace these things have been deployed 
to do tracing for COVID and not 
STIs,” Rosen says. “There was a 
massive condom shortage because of 
manufacturing plants overseas having 
to shut down when so many of their 
workers got sick.”

In the United States, one-fourth 
of STI clinics closed since March be-
cause of a personal protective equip-
ment shortage, such as masks, face 
shields, and gowns. “Only 8% of STI 
clinics in the U.S. actually function 
under normal conditions. The re-
maining two-thirds can function, but 
have greatly reduced hours or days 
because of people being out sick with 
COVID-19,” Rosen explains.

The result could be an increase in 
STIs because fewer people are being 
tested. Also, STI clinics are largely 
run by cities and counties that may 
cut finding when there is a budget 
crisis, he notes. The decrease noted 
in preliminary data could simply be 
the result of inaccurate or incomplete 
data collection.

“There are good reasons why 
there should be more STIs, and good 
reasons why there should be less 
STIs — and we really don’t know,” he 
adds. “We won’t know the truth until 
a year or two from now.”

Rosen has seen an increase of STIs 
in his practice. “I probably have seen 
more syphilis in the first six months 
since COVID-19 started in March 
than I did in the six months before 
the pandemic,” Rosen says.  n
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1. Results of a recent Guttmacher 

Institute study revealed that 

some groups of women were 

more likely to experience 

reproductive health access 

issues than white women by 

what percentage?

a . Hispanic women were 24% 

more likely to experience access 

issues .

b . Hispanic women were 45% 

more likely to experience access 

issues .

c . Black women were 46% more 

likely to experience access issues .

d . Black women were 58% more 

likely to experience access issues .

2. According to Julie Rabinovitz, 

MPH, one in four Title X 

providers have withdrawn from 

Title X because of the Trump 

administration’s new rules. This 

has affected service to how 

many patients nationwide?

a . 1 million

b . 1 .3 million

c . 1 .6 million

d . 2 .2 million

3. According to survey results, 

what percentage of medical 

residents, in fields that receive 

abortion training, said they 

received opt-out training in 

abortion services?

a . 25%

b . 31%

c . 48%

d . 54%

4. Women with less than two years 

between children, or more than 

seven years between children, 

are:

a . at lower risk of poor outcomes .

b . at higher risk of sexually 

transmitted infections .

c . at higher risk of poor morbidity 

and mortality outcomes .

d . less likely to have low birth 

weight infants .
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STI Testing Kits Are a Useful Tool  
During Pandemic
By Melinda Young

The authors of a recent study show it is feasible for 
providers to send patients at-home testing kits for 
sexually transmitted infections (STIs) and expect a 

majority to be returned with samples.1

STIs have been on the rise for several years across the 
United States. Finding alternative ways to test people for 
infections — especially during a pandemic — is important, 
says Caroline Carnevale, DNP, MPH, principal investiga-
tor and family nurse practitioner with the HIV Prevention 
Program at NewYork-Presbyterian Hospital (NYP).

In New York City and some other large cities, HIV rates 
were declining pre-pandemic. But HIV rates in other parts 
of the country, such as the South, have continued to rise, she 
adds.

In-person services, including STI tests, were halted or 
decreased significantly at clinics nationwide during the early 
months of the COVID-19 pandemic. Now, researchers have 
shown this service can continue by mailing at-home test kits 
and providing virtual training on how to use the kit.

“We sent out kits to 201 patients and received 74% 
back,” Carnevale says. “We saw a 15-day turnaround.”

The test kits were mailed during a period of postal service 
delays in New York. “One of the limitations was that in New 
York City, packages are always a problem, unless you have 
a doorman — which most people don’t have,” Carnevale 
explains. The STI test kit packaging was too large for postal 
workers to put in mailboxes, so it is possible some of these 
were left in hallways and misappropriated.

Investigators found that a small pilot study of 447 men 
who have sex with men (MSM) and their STI rates showed 
that 25% had an STI at entry to care.1 “Forty-seven percent 
had one STI while engaging in care with us,” she adds.

Just before the March 22 stay-at-home orders from the 
New York governor, NYP had switched to an electronic 
medical record that could be used to improve access to tele-
health services, Carnevale says.

“Routine STI screening was definitely shelved,” she adds. 
“We had patients call us in the early days, saying they were 
exposed, but it’s not ideal to treat them without testing.”

That was when the team discussed the possibility of 
home testing, coupled with streamlining telehealth visits. 
Patients had been visiting the clinic quarterly to receive pre-
exposure prophylaxis (PrEP), a daily medication to prevent 
HIV infection, and to be tested for HIV and STIs. Even 
before the pandemic, this was asking a lot of patients. When 
the pandemic hit, it became extremely problematic.

Using money for the pilot study, the team assembled an 
STI testing kit. It included three swabs for specimens from 
the mouth, urethra/vagina, and rectum. “The patients re-
ceived the kit in the mail and then had a telehealth visit with 
us,” she explains. “We walked them through it on the screen.”

The kits included a welcome pamphlet and contact 
information for questions. Patients put specimens in the 
kit’s bottles and returned them via an enclosed, pre-stamped 
envelope.1

The STI kits tested for gonorrhea and chlamydia. Patients 
also received the New York City Department of Health and 
Mental Hygiene’s OraSure 3rd Generation HIV test kit and 
a video visit with a sexual health provider. The test provides 
rapid results.1

The OraSure had a separate and higher per-kit cost, but 
the STI kits were put together using the clinic’s available 
supplies and cost about $8 per patient and about $4 for 
shipping, Carnevale says.
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“We had a great response from 
patients,” she says. “Most were upset 
when the pilot was over and the at-
home tests stopped.”

Family planning centers and 
others that wish to implement at-
home STI testing will need to work 
with labs in advance, Carnevale says.

“I would say there still is going to 

be pushback about this because it’s 
an off-label use of the test, and we 
need to pressure directors of labs,” 
she explains. “This is incredibly 
important to patients, pandemic or 
not.”

Ideally, at-home STI testing 
would be standard of care, but it is 
not at that point yet, she adds.  n
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A New Treatment for Recurrent  
Bacterial Vaginosis?
By Rebecca H. Allen, MD, MPH, Associate Professor, Department of Obstetrics and Gynecology, Warren Alpert 
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SOURCE: Cohen CR, Wierzbicki MR, French AL, et al. Randomized trial of Lactin-V to prevent recurrence of bacterial vaginosis.  

N Engl J Med 2020;382:1906-1915.

Recurrent bacterial vaginosis (BV) 
is a problem that affects many 

women, with an estimated 50% of 
women developing a recurrence within 
12 months of treatment.1 The authors 
of this study tested the efficacy of a 
novel product, Lactobacillus crispatus 
CTV-05 (Lactin-V), in reducing bacte-
rial vaginosis recurrence in this phase 
2b clinical trial. This product contains 
a naturally occurring vaginal strain of 
L. crispatus in the form of a powder 
with 2 × 109 colony-forming units 
(CFU) preserved with inactive ingre-
dients and administered via a vaginal 
applicator. Previously, the product was 
tested successfully in a phase 2a clinical 
trial.2 This was a multicenter, random-
ized, placebo-controlled, double-blind 
trial to assess the efficacy of intravaginal 
Lactin-V in preventing a recurrence of 
BV among women who had received 
a diagnosis of BV at a screening visit. 
Women in the study were 18 to 45 
years of age who met three of four 
Amsel criteria (thin, white, homoge-
neous discharge, > 20% clue cells on 
wet prep, vaginal pH of > 4.5, and 

positive whiff test), and were diagnosed 
with BV and treated with a five-day 
course of 0.75% metronidazole gel. 
A swab also was sent for a Gram stain 
to determine the Nugent score (0-3, 
normal; 4-6, intermediate; and 7-10, 
indicative of BV).

Nonpregnant women whose 
Nugent score was 4 or greater and 
who had negative sexually transmitted 
infection (STI; HIV, syphilis, gonor-
rhea, chlamydia, and trichomonas) 
screening were seen within 48 hours of 
completing the vaginal metronidazole 
treatment. They were randomized in a 
2:1 ratio to receive Lactin-V at 2 × 109 
CFU per dose or matching placebo. 
The schedule consisted of four con-
secutive doses in week 1, followed by 
twice-weekly doses for 10 weeks. The 
patients were seen at four, eight, 12, 
and 24 weeks after treatment. The 
primary outcome was the percentage 
of participants who had recurrent BV, 
defined by three out of four Amsel 
criteria or a Nugent score of 4 or more 
at any follow-up visit up to and in-
cluding week 12. Secondary outcomes 

included recurrent BV at 24 weeks and 
acceptability.

From April 2016 through February 
2019, 228 women underwent random-
ization, 152 to the Lactin-V group and 
76 to the placebo group. More than 
half the sample reported a history of 
five or more episodes of BV. Adherence 
to the treatment assigned was 77% 
in the Lactin-V arm and 74% in the 
placebo arm. In the intention to treat 
analysis, BV recurrence by week 12 
occurred in 46 participants (30%) in 
the Lactin-V group and 34 participants 
(45%) in the placebo group (rela-
tive risk [RR], 0.66; 95% confidence 
interval [CI], 0.44-0.87). Among those 
without a known recurrence by week 
12, an additional 13 (12%) partici-
pants in the Lactin-V group and seven 
(17%) in the placebo group had a 
recurrence by week 24 (RR, 0.73; 95% 
CI, 0.54-0.92). There was no differ-
ence between the two groups in terms 
of adverse events, both local (abnormal 
vaginal discharge, vaginal odor, genital 
itching) and systemic (abdominal pain, 
headache, frequent urination).
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Commentary

L. crispatus is a hydrogen peroxide-
producing Lactobacillus that keeps the 
vaginal pH low and prevents other 
organisms from proliferating.3 Lacto-
bacilli predominate in healthy, normal 
vaginal flora, accounting for 70% to 
90% of the microbiome. When this 
microbiome becomes disrupted, a 
biofilm infection, primarily consisting 
of Gardnerella vaginalis, adhering to 
the vaginal epithelium can occur. This 
biofilm promotes the growth of other 
anaerobic bacteria, leading to the symp-
toms of BV and malodorous vaginal 
discharge. The prevalence of BV varies 
by the population studied, but it can 
range from 15% to 40%.3

First-line treatment options include 
0.75% metronidazole gel applied 
vaginally for five nights, clindamycin 
cream 2% applied vaginally for seven 
nights, or 500 mg of oral metronidazole 
taken twice a day for seven days. 
Recurrence rates are high, and the 
optimal strategy to manage recurrence 
is unknown. One common regimen to 
treat recurrence is 0.75% metronidazole 
gel applied twice weekly for four to 
six months after induction treatment.4 

However, more therapeutic options 
are needed, and I applaud the authors 
for taking on this issue. Despite BV’s 
prevalence, it is not a well-funded 
disease.

The authors of this study showed 
a modest reduction in BV recurrence 
with the use of a novel product, Lactin-
V, at 12 weeks and extending through 
week 24. The use of Lactin-V after 
treatment with 0.75% metronidazole 
gel is an attempt to repopulate the vagi-
na with healthy lactobacilli. This makes 
biologic sense, more so than consuming 
probiotics orally, and the treatment was 
well tolerated. Presumably, the authors 
will continue to study this product in a 
phase 3 clinical trial and are aiming for 
U.S. Food and Drug Administration 
approval. For now, the product is not 
available commercially.

Nevertheless, besides the burden 
of BV on the individual patient, the 
disease is important because it increases 
the acquisition of other STIs and has 
been associated with an increased risk 
of preterm birth, endometritis after 
delivery or abortion, pelvic inflamma-
tory disease, and infection after hyster-
ectomy.3 Although a 15% difference in 
recurrence rates is not drastic, women 

may be willing to use a vaginal product 
with minimal side effects to attempt to 
decrease their chance of recurrence. It is 
possible that different doses or lacto-
bacilli products may have a different 
effect. It is hoped that exploration in 
this area will continue.  n
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Should Metronidazole Be Added Routinely  
to Treatment Regimens for PID?
By Rebecca H. Allen, MD, MPH

SOURCE: Wiesenfeld HC, Meyn LA, Darville T, et al. A randomized controlled trial of ceftriaxone and doxycycline, with or without 

metronidazole, for the treatment of acute pelvic inflammatory disease. Clin Infect Dis 2020;Feb. 13. [Online ahead of print].

This randomized, double-blind, 
placebo-controlled trial compared 

ceftriaxone (250 mg intramuscular 
once) and doxycycline (100 mg 
orally twice per day for 14 days) 
with and without metronidazole 
(500 mg orally twice per day for 
14 days) for the treatment of pelvic 

inflammatory disease (PID). Women 
were eligible for participation if they 
had pelvic or lower abdominal pain 
and the presence of cervical motion 
tenderness (CMT), uterine tenderness, 
or adnexal tenderness on pelvic 
exam. Exclusion criteria included 
pregnancy, requirement for inpatient 

treatment of PID, use of antibiotics 
in the preceding seven days, allergy to 
study medications, uterine procedure 
or miscarriage in the past six weeks, 
hysterectomy, and menopause.

On enrollment, subjects rated 
their current pain on a 100 mm visual 
analog scale, and a clinical tenderness 
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score was determined (CMT, uterine 
tenderness, and left and right adnexal 
tenderness graded from 0 [no tender-
ness] to 3 [tenderness causing marked 
distress], with a maximal tenderness 
score of 12). Investigators obtained 
vaginal fluid samples and an endome-
trial biopsy. Women returned at three 
days for a repeat pelvic examination. 
At 30 days, a repeat pelvic examina-
tion was performed, and vaginal fluid 
and endometrial biopsy samples were 
taken again. The primary outcome was 
clinical improvement at the three-day 
follow-up visit, as measured on the 
clinical tenderness score.

Two hundred thirty-three women 
were enrolled between November 2010 
and January 2015 at Magee-Women’s 
Hospital in Pittsburgh. The median 
age of the study population was 23 
years, with a high proportion report-
ing a history of chlamydia (60%), 
gonorrhea (27%), and PID (29%). 
At enrollment, chlamydia was found 
in 35 (15%) women, gonorrhea in 
17 (7%), Mycoplasma genitalium in 
41 (18%), bacterial vaginosis in 127 
(55%), and trichomonas in 20 (9%). 
The proportions were similar between 
the two groups. The follow-up rate for 
the day 3 visit was 89.3% (208 sub-
jects). Overall, there was no significant 
difference between the two groups in 
terms of clinical improvement (92.3% 
metronidazole vs. 90.4% placebo, P = 
0.81). Thirteen women (eight in the 
metronidazole and five placebo) failed 
to respond to treatment and were either 
hospitalized for intravenous antibiotics 
or elected alternative antibiotics.

The follow-up rate at day 30 was 
79% (184 subjects). Clinical improve-
ment in terms of tenderness score 
was greater in the metronidazole arm 
(91%) compared to the placebo arm 
(80%), P < 0.05. Women randomized 
to metronidazole were less likely to 
have anaerobes present in the endome-
trial aspirate (8% vs. 21%, P < 0.05).

Adherence, defined as using 75% 
of tablets, was similar between the two 
treatment groups (84% metronidazole 
vs. 82% placebo). Gastrointestinal 
symptoms were similar between the 
two groups, but more vaginal candidia-
sis was reported in the group receiving 
metronidazole (15.5% vs. 6.0%, P = 
0.02).

Commentary

PID refers to infection of the uter-
us, fallopian tubes, and ovaries most 
often caused by sexually transmitted 
and/or bacterial vaginosis-associated 
pathogens. The disease can be acute or 
subclinical, and presentations vary. The 
Centers for Disease Control and Pre-
vention (CDC) recommends presump-
tive treatment of PID in women who 
experience pelvic or lower abdominal 
pain and when no cause other than 
PID can be identified, and if they have 
CMT, uterine tenderness, or adnexal 
tenderness.1 Other aides in diagnosis 
include fever, abnormal cervical muco-
purulent discharge or cervical friability, 
leukorrhea on wet prep of vaginal fluid, 
and positive testing for Neisseria gonor-
rhoeae or Chlamydia trachomatis. A wet 
prep also can identify concomitant bac-
terial vaginosis and trichomoniasis. The 
sequelae of PID can include infertility, 
ectopic pregnancy, hydrosalpinx, and 
chronic pelvic pain. Identification and 
treatment of this entity is important.

The current CDC recommenda-
tions for outpatient treatment of PID 
are ceftriaxone 250 mg intramuscular 
in a single dose plus doxycycline 100 
mg orally twice per day for 14 days 
with or without metronidazole 500 mg 
orally twice per day for 14 days.1

The caveat to this regimen, accord-
ing to the CDC, is that “the recom-
mended third-generation cephalo-
sporins are limited in the coverage of 
anaerobes. Therefore, until it is known 

that extended anaerobic coverage is 
not important for treatment of acute 
PID, the addition of metronidazole 
to treatment regimens with third-
generation cephalosporins should be 
considered.” There have been questions 
about whether routine metronidazole 
is necessary, especially regarding the 
tolerability of a three-drug regimen. 
Therefore, Wiesenfeld et al performed 
this randomized, controlled trial.

The authors concluded the study 
had a positive result, with fewer women 
in the metronidazole group with 
endometrial anaerobic organisms and 
cervical M. genitalium one month after 
treatment. Additionally, fewer women 
in the metronidazole group had pelvic 
tenderness at one month, and the regi-
men was well tolerated. The researchers 
thought the reduction of anaerobic 
organisms would be beneficial for 
future reproductive outcomes (e.g., 
recurrent PID, infertility, and ectopic 
pregnancy), although the study was not 
designed to evaluate these longer-term 
sequelae. Although, traditionally, the 
focus in terms of PID etiology has been 
N. gonorrhoeae or C. trachomatis, we see 
many cases of PID where these organ-
isms are not present. Really, PID is a 
mixed polymicrobial infection where 
anaerobes also are causative.

In my practice, we always have 
added metronidazole to the regimen 
when bacterial vaginosis, trichomonas, 
or tubo-ovarian abscesses were present. 
This study is compelling evidence that 
metronidazole should be given rou-
tinely, and I suspect the next iteration 
of the CDC’s Sexually Transmitted 
Diseases Treatment Guidelines will 
reflect this.  n
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