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ABSTRACT & COMMENTARY

Diet Modification in Older Women  
with Fecal Incontinence
By Chiara Ghetti, MD

Associate Professor, Obstetrics and Gynecology, Division of Female Pelvic Medicine and Reconstructive Surgery, 
Washington University School of Medicine, St. Louis, MO

Dr. Ghetti reports no financial relationships relevant to this field of study.

SYNOPSIS: Older women with fecal incontinence manage their symptoms with dietary modification.

SOURCE: Andy UU, Ejike N, Khanijow KD, et al. Diet modifications in older women with fecal incontinence: A qualitative study. Female 
Pelvic Med Reconstr Surg 2020;26:239-243.

This was a qualitative study of older women 
with symptoms of fecal incontinence (FI). 
Women were included if they were 65 years 

of age or older and had current bothersome FI 
symptoms occurring at least monthly over the prior 
three months. FI symptoms were defined as any 
uncontrolled loss of liquid or solid fecal material. 

Subjects also were required to be able to make 
adjustment to their diets. Women who resided in 
a care facility, and therefore were unable to adjust 
their diet, were excluded. Women with bloody 
diarrhea, diagnosis of colorectal/anal malignancy, 
or inflammatory bowel disease also were excluded. 
This study employed qualitative research methods. 

Focus groups were conducted by a trained 
facilitator following a moderator guide to explore 
the relationship between diet and symptoms, the 
strategies women use to manage symptoms, and 
suggestions regarding dissemination of dietary 
information. The focus groups were audio-recorded 
and transcribed verbatim. Transcripts were 
coded independently by two authors supervised 
by a qualitative research scientist, and coding 
discrepancies were resolved by consensus. Codes 
were reviewed and grouped in thematic categories. 
Focus groups were conducted until no new concepts 
emerged and thematic saturation was achieved. 
Twenty-four women were enrolled in the study, 
and 21 participated in one of three focus groups. 
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Participants were an average of 72 
years of age (65-86), 38% were African 
American, and 62% were white. Subjects 
reported moderate to severe FI symptoms 
based on frequency of leakage, with one-
quarter reporting daily leakage and more 
than one-third reporting leakage a couple 
of times per week. Researchers identified 
four thematic categories:
1. Discovery of a relationship between 
FI and diet: Participants reported an 
awareness that diet contributed to FI 
symptoms.
2. Dietary triggers for FI: Participants 
reported a range of foods that appeared 
to trigger FI, including caffeine, dairy 
(cheese and ice cream), meats, fruits, 
beans, leafy vegetables, juice, and sauces. 
Fried food preparation triggered FI 
symptoms. For some, having a large 
volume of food, or even eating, triggered 
fecal urgency and subsequent leakage. 
3. Modifications and strategies 
used: Participants described several 
modification strategies, including 
avoiding food triggers, decreasing 
the quantity of food consumed, using 
supplemental fiber, modifying food 
preparation to avoid frying, giving 
preference to self-prepared meals, and 
eating smaller, more frequent meals. 
4. Suggestions for dietary modifications 
for FI management: Participants 
described feelings of shame, which 
deterred them from seeking care, 
and thought they would benefit 
from providers directly addressing 
FI symptoms and diets with them. 
Participants preferred balancing 
modifications with the degree of 
improvement modifications achieved. 
Sharing successful techniques was very 
important to the participants, and many 
thought they would benefit from a 
support group.

n COMMENTARY
FI, or accidental bowel leakage, is 
defined as the accidental loss of liquid 
and/or solid stool.1 The prevalence 
of FI is thought to be 7% to 15% in 
community-dwelling women and higher 
in care-seeking women.2 The risk factors 
for FI include diarrhea, chronic illness, 
neurological disorders, and sphincter 
trauma. Modifiable risk factors include 
smoking and obesity.2

The quality of life burden and emo-
tional impact of FI can be devastating. 

The economic toll of FI also is quite 
significant. Despite this, women are 
reluctant to seek care, with less than 
one-third of affected women seeking 
care.3 A study of primary care providers 
at midwestern academic centers revealed 
that, although providers screen for 
urinary incontinence, most do not screen 
for FI.4 The women in the current study 
expressed a strong desire to have their 
providers inquire about FI symptoms 
and discuss treatment options. An 
electronic study of 6,000 women found 
that terminology used for FI screening 
was important, with 71% of women 
preferring “accidental bowel leakage” 
to “fecal incontinence” or “bowel 
incontinence.”5

The American College of Gastro-
enterology lists numerous treatments 
for FI, which can result in improvement 
or resolution of symptoms.6 These 
strategies include education, dietary 
changes, medications, and pelvic floor 
muscle rehabilitation with biofeedback. 
Women in the current study identified 
many helpful dietary modifications or 
strategies; however, it was not reported 
whether subjects had received prior 
counseling from providers. Many of the 
strategies women reported in this study, 
including avoiding dietary triggers, 
such as meats or dairy, caffeine, and 
fatty or greasy foods, align with those 
recommended by the American College 
of Gastroenterology.7

The efficacy of certain strategies may 
depend on the etiology of FI. Identifying 
specifics is critical when evaluating 
a patient with FI. For example, it is 
important to assess for frequency and 
timing of leakage as well as the presence 
of diarrhea and constipation. The Bristol 
Stool Form Scale (BSFS) is a helpful, 
validated tool that categorizes stools 
into seven types. The types range from 
type 1 (hard lumps) to type 7 (watery 
diarrhea).8 The BSFS chart can aid a 
provider in initiating a more detailed 
discussion of bowel function. Liquid 
stool is more difficult to control and, 
thus, it is essential to identify the 
presence of diarrhea to discriminate the 
presence of fecal urgency.

Post-cholecystectomy diarrhea is a 
frequently forgotten cause of diarrhea 
and severe fecal urgency. Ultimately, it 
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contributes significantly to FI. Post-cholecystectomy 
diarrhea may affect more than one-third of patients 
who undergo cholecystectomy.9 Merely eating after a 
period of fasting (even a normal overnight fast) can 
be extremely problematic to a post-cholecystectomy 
patient. 

Fortunately, dietary modification and medical 
treatment can affect post-cholecystectomy diarrhea 
significantly. In particular, patients benefit from 
eating smaller regular meals and avoiding long 
periods of fasting. Patients also benefit from 
consuming fiber regularly and avoiding greasy 
foods. Cholestyramine also has been associated with 
improvements in diarrhea and in diarrhea-related FI.

The study by Andy et al highlights the need for 
us all to inquire and start conversations about FI 
symptoms with our patients and empowers us all to 
discuss simple lifestyle modifications that may be of 
great benefit to our patients.  n
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ABSTRACT & COMMENTARY

COVID-19 and Pregnancy:  
What Obstetricians Need to Know 
By Camille Hoffman, MD, MSc 
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SYNOPSIS: While data remain limited on this particular coronavirus, extrapolation from other viruses (severe acute respiratory syndrome 
and Middle East respiratory syndrome), and best clinical observations and expert recommendations have led to current guidelines in care. 

SOURCE: Rasmussen SA, Smulian JC, Lednicky JA, et al. Coronavirus disease 2019 (COVID-19) and pregnancy: What obstetricians need 
to know. Am J Obstet Gynecol 2020;222:415-426. 

Coronavirus disease 2019 (COVID-19) symptoms 
during pregnancy range from asymptomatic/

none to fever, cough, malaise, myalgia, headache, 
anosmia, and diarrhea. There also are reports of 
thrombocytopenia, disseminated intravascular 
coagulopathy, renal failure, sepsis, superimposed 
bacterial pneumonia, and severe acute respiratory 
syndrome. 

The most severely affected populations are adults  
> 65 years of age and those with comorbidities, 
such as diabetes and hypertension. Minority 
populations are affected disproportionately, with 
more severe COVID-19 infections and deaths. 
Men are hospitalized more frequently (54% to 
73% of cases) than women. Generally, children are 

affected mildly with cold and flu-like symptoms 
or have no symptoms at all. Pregnant women 
with COVID-19 appear to be affected similarly, 
with most reported cases occurring during the 
third trimester, and clinical symptoms comparable 
to those in nonpregnant adult women. Cases of 
preterm delivery and fetal distress are reported as 
well. No strong evidence of vertical transmission 
and transfer into breastmilk are reported. Supportive 
care and mechanical ventilation, if indicated, are the 
mainstays of treatment during pregnancy. 

Anticipatory guidance regarding deterioration 
in maternal status is a necessary precaution, and 
similar isolation, social distancing, and mask/
handwashing recommendations exist for all. In 

https://gi.org/topics/fecal-incontinence/
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addition to standard precautions, recommendations 
that pregnant women self-distance further, and 
essentially isolate at home, have been put forth for 
pregnant women > 37 weeks gestation as an attempt 
to reduce viral infection at the time of delivery and 
during the early postpartum period. 

n COMMENTARY
When I started writing this commentary, there 
already were 90 articles in PubMed under the search 
terms “COVID-19 AND pregnancy.” One week 
later, there now are 136 articles using the same 
search terms. This commentary may be obsolete 
by the time of publication, since data are emerging 
so quickly. As the world’s experts and researchers 
continue to make strides, it seems relevant to 
address the unique circumstances of the pregnant 
woman in this issue of OB/GYN Clinical Alert.

Open-access publication in our major obstetrics 
journals and regular weekly updates by the Society 
for Maternal-Fetal Medicine (SMFM) and the 
American College of Obstetricians-Gynecologists 
are helpful. These are the mainstay of “what the 
obstetrician needs to know” and will, undoubtedly, 
evolve and change as we better understand this 
disease. The Centers for Disease Control and 
Prevention also are active in maintaining clinical 
and research guidelines as data emerge. Researchers 
who currently are working from home, if at all, are 
rapidly producing proposals regarding researching 
the effects of COVID-19 and pregnancy. The 
University of California, Los Angeles and University 
of Southern California established a formal registry 
to track the effect of the virus on pregnant women. 
We will certainly have a better understanding over 
the next several months. Furthermore, this pandemic 

is the impetus to a complete and rapid paradigm 
shift in the administration of perinatal care (as 
well as healthcare delivery in general). Telehealth 
systems evolved overnight in many areas, and 
accessing care and medical guidance from one’s 
home has never been easier. Many are hopeful 
that these swift changes in healthcare delivery will 
lead to more accessible, and sensible, care for all 
patients — including our pregnant ones. The general 
recommendations from the SMFM (as of May 8, 
2020) are sensible but also need to be tailored to the 
context of the patient.1 

Reasons for the obstetrician to advise a patient to 
seek further evaluation (if the patient is COVID-19 
positive or suspected):
• worsening shortness of breath 
• tachypneic
• unremitting fever (> 39°C or 102.5°F), despite 
appropriate use of acetaminophen 
• inability to tolerate oral hydration or needed 
medications 
• oxygen saturation < 95% either at rest or on 
exertion (if home pulse oximetry available) 
• persistent pleuritic chest pain 
• new onset confusion or lethargy 
• cyanotic lips, face, or fingertips 
• obstetrical complaints, such as preterm 
contractions, vaginal bleeding, or decreased fetal 
movement.  n
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ABSTRACT & COMMENTARY

Should Metronidazole Be Added Routinely 
to Treatment Regimens for PID?
By Rebecca H. Allen, MD, MPH

Associate Professor, Department of Obstetrics and Gynecology, Warren Alpert Medical School of Brown University, 
Women and Infants Hospital, Providence, RI
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SYNOPSIS: In this randomized, double-blind, controlled trial, routine treatment with metronidazole compared to placebo in addition to 
doxycycline and ceftriaxone reduced the presence of endometrial anaerobes, Mycoplasma genitalium, and pelvic tenderness at 30 days 
post-treatment. However, clinical improvement at three days post-treatment was no different between the two groups. 

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 

https://s3.amazonaws.com/cdn.smfm.org/media/2336/SMFM_COVID_Management_of_COVID_pos_preg_patients_4-30-20_final.pdf
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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 score was determined (CMT, uterine 
tenderness, and left and right adnexal tenderness 
graded from 0 [no tenderness] to 3 [tenderness 
causing marked distress], with a maximal tenderness 
score of 12). Investigators obtained vaginal fluid 
samples and an endometrial biopsy. Women returned 
at three days for a repeat pelvic examination. At 30 
days, a repeat pelvic examination 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 reporting 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 subjects). 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 improvement 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 
endometrial 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 candidiasis was reported in the group 
receiving metronidazole (15.5% vs. 6.0%, P = 0.02). 

n COMMENTARY
PID refers to infection of the uterus, 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 Prevention (CDC) recommends 
presumptive 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 mucopurulent discharge 
or cervical friability, leukorrhea on wet prep of 
vaginal fluid, and positive testing for Neisseria 
gonorrhoeae or Chlamydia trachomatis. A wet prep 
also can identify concomitant bacterial vaginosis 
and trichomoniasis. The sequelae of PID can include 
infertility, ectopic pregnancy, hydrosalpinx, and 
chronic pelvic pain. Therefore, the identification and 
treatment of this entity is important. 

The current CDC recommendations for outpatient 
treatment of PID are:1

• 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.

The caveat to this regimen, according to the 
CDC, is that “the recommended third-generation 
cephalosporins 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 
regimen 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 
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of PID where these organisms 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 routinely, and I 

suspect the next iteration of the CDC’s Sexually 
Transmitted Diseases Treatment Guidelines will 
reflect this.  n
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ABSTRACT & COMMENTARY

Restricting Access to Abortion Increases 
Complications
By Jeffrey T. Jensen, MD, MPH, Editor

SYNOPSIS: Restrictive abortion laws increase the chance that a woman will self-manage her abortion, a practice associated with an 
increased risk of complications.

SOURCE: Harris LH, Grossman D. Complications of unsafe and self-managed abortion. N Engl J Med 2020;382:1029-1040.

The New England Journal of Medicine published 
this review by Harris and Grossman of 

complications of unsafe and self-managed abortion 
on March 12, 2020, just as most of the country 
began to adopt stay-at-home measures to combat 
the spread of COVID-19. Although not intended as 
a commentary on the pandemic, recent events have 
made the publication particularly timely. 

The authors wrote this review to provide guidance 
to clinicians on the management of complications 
caused by self-managed abortion. The increase in 
state-level regulations on abortion care in the United 
States has led to circumstances where women in 
many regions do not have access to timely care. They 
noted that women and their healthcare providers 
look for solutions outside of formal medical care to 
end pregnancies when access to abortion is legally 
restricted or otherwise made inaccessible. Although 
the types of complications from medically supervised 
and self-managed abortion are similar, a number 
of factors can obfuscate presentation and delay 
diagnosis when a woman does not have access to 
legal safety and confidentiality regarding her care.

Although not all techniques of self-managed 
abortion are safe, a substantial amount of literature 
supports the efficacy and safety of medication 
abortion with mifepristone and misoprostol, or 
misoprostol alone, at least in the first trimester. 
Since self-managed abortion with these medications 
has rare complications and follows a similar course 
to spontaneous abortion, clinicians can provide care 
and management without the need to document 
knowledge of whether the abortion is self-managed 
or spontaneous. Given the high efficacy and safety 

of medication-induced abortion, most patients who 
seek care will only require confirmation of complete 
abortion in an outpatient setting. Although seven 
states criminalize self-managed abortion, and several 
others have laws with similar language, no state 
mandates that healthcare providers report suspected 
or confirmed self-managed abortion, including 
for minors. In fact, reporting may violate federal 
law regarding privacy and result in penalties for 
those who report. Studies also document racial and 
income bias when caregivers involve the police.

The authors urge emergency department physicians, 
obstetrician-gynecologists, family physicians, 
and internists to understand the presentation 
and management of abortion complications. The 
paper provides an excellent overview of strategies 
used to diagnose and manage bleeding, infections, 
and anatomic injuries. They close with a call that 
“doctors and health care institutions must develop 
strategies that favor effective, compassionate clinical 
care over legal investigation of patients.”

n COMMENTARY
A month ago, I wrote a commentary regarding 
the COVID-19 pandemic, and the difficulties in 
managing the problem. I sit today (April 24, 2020) 
writing this, still complying with mandatory stay-
at-home orders. We did not experience the expected 
surge in cases in Oregon, most likely as the result 
of early and effective messaging and broad public 
support for safety. We shut down all elective clinical 
services and surgeries. However, our state and local 
leaders recognized the importance of timely access 
to abortion care. This position aligns with the 
joint statement issued by the American College of 
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Obstetricians and Gynecologists, American Board 
of Obstetrics & Gynecology, American Association 
of Gynecologic Laparoscopists, American 
Gynecological & Obstetrical Society, American 
Society for Reproductive Medicine, Society for 
Academic Specialists in General Obstetrics and 
Gynecology, Society of Family Planning, and the 
Society for Maternal-Fetal Medicine. The statement, 
released on March 18, 2020, affirms that “abortion 
is an essential component of comprehensive 
healthcare. It is also a time-sensitive service for 
which a delay of several weeks, or in some cases 
days, may increase the risks or potentially make it 
completely inaccessible. The consequences of being 
unable to obtain an abortion profoundly impact 
a person’s life, health, and well-being” and that 
“community-based and hospital-based clinicians 
should consider collaboration to ensure abortion 
access is not compromised during this time.”1

Unfortunately, despite this strong statement from 
leading women’s healthcare organizations, many 
states have used the COVID-19 crisis to increase 
hardship for women seeking abortion by classifying 
the procedure as elective. The list includes 
Alabama, Arkansas, Iowa, Kentucky, Louisiana, 
Ohio, Oklahoma, Tennessee, and Texas. A recent 
analysis by the Guttmacher Institute found that the 
burden increases further when a cluster of states act 
together to create a new restriction.2 For example, 
shutting down legal abortion care in Texas will 
increase the median one-way travel distance to an 
abortion clinic from 12 to 243 miles (a 1,925% 
increase) for the 6 million women of reproductive 
age in the state. However, the collective impact of 
the cluster of states listed here banning abortion 
under COVID-19 rules increases the travel distance 
for Texas women to 447 miles, a 3,625% increase in 
one-way travel. 

Faced with this dilemma, many women will delay 
abortion care, resulting in a shift to later gestation 
procedures with greater cost and higher morbidity. 
The states that have enforced a COVID-19 abortion 
ban also have the greatest restrictions and poorest 
access for abortion at later gestational ages. The 
result, forced pregnancy and unwanted birth, will 

occur in states that also have poor social safety 
nets. All of this, with record unemployment and the 
greatest economic crisis since the Great Depression 
— a very different situation from a delay in a knee 
replacement.

This is my last commentary for OB/GYN Clinical 
Alert. I took over as editor from my dear friend 
and colleague Leon Speroff in 2009. In my first 
commentary, I reported on the use of routine 
prophylactic antibiotics to decrease the risk of 
infection with medical abortion. In the early 
2000s, a cluster of five deaths associated with 
medical abortion patients in the United States and 
Canada and caused by infection with an unusual 
pathogen, Clostridium sordellii (a common soil 
bacterium), shocked the family planning community. 
In response, we changed the protocol for medical 
abortion, switching from vaginal administration of 
misoprostol to buccal, and to the use of prophylactic 
antibiotics. Although enthusiasm for prophylactic 
antibiotics for medication abortion has diminished 
(as new evidence has been presented), the episode 
highlights the importance of a science-based 
approach to practice. This commitment to evidence-
based practice has improved outcomes and quality 
of life for women requiring abortion care. Women 
are better off with access to a caring and informed 
clinician. Closing my OB/GYN Clinical Alert tenure 
with a commentary on self-managed abortion 
saddens me.

I believe strongly in the patient-clinician relation-
ship. Politics has no business in healthcare. I urge 
you to advocate for reproductive rights to ensure the 
highest level of care for women.  n
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Is RhoGAM Needed for Rh-Negative Women Experiencing 
First-Trimester Pregnancy Loss or Induced Abortion? 

1.  A patient presents with vaginal bleeding in the 
first trimester, and the clinician suspects she 
has used misoprostol to induce a first trimester 
abortion. The clinician should:
a. report the woman to the state public health 
authority.
b. report the woman to the police, if state law 
criminalizes self-induced abortion.
c. evaluate the status of the pregnancy and 
determine if further medication or curettage is 
indicated.
d. refuse care to avoid potential legal 
entanglement.

2.  In the study by Wiesenfeld et al, the addition 
of metronidazole to the treatment regimen for 
pelvic inflammatory disease increased the risk 
of:
a. vulvovaginal candidiasis.
b. mycoplasma genitalium infection.
c. anaerobic bacteria in the endometrial 
aspirate.
d. clinical tenderness at 30 days post-
treatment.

3.  Older women with fecal incontinence (FI):
a. do not find a relationship between diet and 
symptoms.

b. report employing very few dietary 
modifications and strategies.
c. desire that their physician be more proactive 
in addressing FI symptoms and strategies.
d. do not associate their FI symptoms with 
specific foods.

4.  Pregnant women infected by COVID-19 appear 
to do:
a. better than nonpregnant women of the same 
age, race, and ethnicity.
b. similarly to nonpregnant women of the 
same age, race, and ethnicity.
c. worse than nonpregnant women of the same 
age, race, and ethnicity.
d. better than nonpregnant women of a 
different age, race, and ethinicity.

5.  In utero transmission of COVID-19:
a. is common, especially in the third trimester.
b. is unlikely.
c. is more likely if the pregnant woman has 
medical comorbidities.
d. is more likely if it is the woman’s first 
pregnancy.
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