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ABSTRACT & COMMENTARY

Contraceptive Visits Declined in the United 
States During the COVID-19 Pandemic
By Katherine Rivlin, MD, MSc

Associate Professor, Obstetrics and Gynecology, The Ohio State University Medical Center, Columbus

SYNOPSIS: Using a nationwide sample of insurance claims, researchers found that large declines occurred in contraceptive visits in 
the first month of the COVID-19 pandemic (April 2020 compared to May 2019). Although visit numbers improved over time, they 
remained below pre-pandemic levels through the end of 2020. 

SOURCE: Steenland MW, Geiger CK, Chen L, et al. Declines in contraceptive visits in the United States during the COVID-19 
pandemic. Contraception 2021;104:593-599.

Contraception is a necessary and commonly 
used preventive health service. From 2017-
2019, almost half of reproductive age 

women in the United States used a contraceptive 
method that required a healthcare visit.1 Tubal 
ligations and long-acting reversible contraceptives 
(LARCs) necessitate in-person services, and methods 
such as contraceptive pills, patches, and rings 
traditionally have warranted an in-person assessment 
prior to initial prescription or even to refill. 

The COVID-19 pandemic caused widespread 
disruption to preventive care services. More than 
half of OB/GYNs reported seeing fewer patients 
between March and June 2020, which they 
attributed to both practice-specific restrictions and 

patient avoidance of in-person services.2 Although 
the healthcare system pivoted rapidly to telehealth 
provision to accommodate this disruption in care, 
practices varied widely. For example, although 
reimbursement for telehealth has expanded since the 
onset of the pandemic, rates vary by state.

An insurance claims study performed in Michigan 
demonstrated a 72% decline in LARC placement 
in April 2020 and a 15% to 30% decline in 
contraceptives obtained from pharmacies in 
2020 compared to 2019.3 No similar analysis has 
occurred on a national level. To fill this gap, this 
study used data from May 1, 2019, to Dec. 31, 
2020, collected from a national insurance claims 
database covering 280 million patients, 1.8 million 
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prescribers, and 16,000 health plans. The 
database includes medical claims sent to 
commercial insurers, Medicaid managed 
care plans, and state Medicaid programs. 
The study sample includes patients ages 
15 to 45 years who completed at least 
one contraceptive visit during the study 
period. It also includes a subgroup of 
people who gave birth during the study 
period. 

The primary outcome of interest is 
the overall number of method-specific 
contraceptive visits. In addition, the team 
measured the number of method-specific 
visits among the postpartum cohort and 
the number of contraceptive telehealth 
visits performed (which could include pill, 
patch, or ring prescription). Contraceptive 
visits were identified using diagnosis and 
procedure codes, and telehealth visits 
were identified using digital evaluation 
codes. Postpartum visits had to occur 
within 90 days of giving birth, which 
included contraceptive services prior to 
hospital discharge. Visits for contraceptive 
counseling only were excluded. Because 
of the limitations of claims data, the 
study team could not explore the role of 
sociodemographic factors, such as race, 
ethnicity, income, or rurality. 

The team examined immediate changes 
and sustained changes to contraceptive 
visits. Immediate change was defined as 
the number of visits occurring in April 
2020 (when all 42 U.S. state and territory 
stay-at-home orders began and were in 
place) compared to the number of visits 
in May 2019 (since complete data were 
not available from April 2019). Sustained 
change was defined as visits occurring in 
December 2020 compared to December 
2019. 

For postpartum contraception visits, 
the team assessed individuals who 
gave birth in February 2020 (whose 
three-month postpartum time period 
overlapped with stay-at-home orders) 
compared to individuals giving birth in 
May 2019. To measure sustained change 
for the postpartum cohort, the team 
compared individuals who gave birth 
in September 2020 to those who gave 
birth in September 2019. Within each 
analysis, the team looked at differences 
by contraceptive method, age group 
(adolescents compared to adults), 
geographic region, and payer type. 

Prior to the COVID-19 pandemic, the 
number of contraceptive visits varied 
by month, but always were within a 
consistent range of ± 10%. In April 
2020, contraceptive visits for all methods 
declined dramatically. Compared to 
May 2019, tubal ligation visits declined 
by 65% (95% confidence interval [CI], 
-65.5%, -64.1%); LARC visits declined 
by 46% (95% CI, -47.0%, -45.6%); 
contraceptive pill, patch, and ring visits 
declined by 45% (95% CI, -45.8%, 
-44.5%); and injectable visits declined by 
16% (95% CI, -17.2%, -15.4%). 

Sustained declines in contraceptive visits 
were largest for tubal ligation, with an 
18% decline (95% CI, -19.1%, -16.8%) 
in December 2020 compared to December 
2019. Injectable contraception visits 
declined by 11% (95% CI, -11.4%, 
-9.6%); LARC visits declined by 6% 
(95% CI, -6.6%, -4.4%); and pill, patch, 
and ring visits declined by 5% (95% CI, 
-5.7%, -3.7%). 

By region, immediate declines were 
greatest in the Northeast and Midwest 
compared to the South and the West. 
Sustained declines were similar across 
all regions. By age, immediate declines 
were similar between adolescents and 
adults, although adolescents had a smaller 
decline in both injectable, pill, patch, and 
ring visits compared to adults. Although 
sustained declines for LARC visits 
remained below December 2019 levels 
for adults, LARC visits for adolescents 
actually increased by 18% (95% CI, 
14.6%, 21.6%). Similarly, pill, patch, and 
ring visits increased for adolescents, even 
as they declined for adults. 

In the postpartum cohort, immediate 
declines were smaller than those observed 
in the larger sample but still present. 
Tubal ligation visits decreased by 16% 
and LARC by 22%. No changes occurred 
in injectable, pill, patch, or ring visits. 
Sustained declines remained in tubal 
ligation visits (9%) and in LARC visits 
(9%), again with no changes to injectable, 
pill, patch, or ring visits. 

Telehealth visits were rare before March 
2020. Between March and April 2020, 
telehealth visits for the pill, patch, and 
ring increased by 29.6%. Sustained rates 
were much lower but still 7.5% higher in 
December 2020 compared to December 
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2019. The increase in telehealth visits was similar 
among all insurance types, but were more sustained 
in Medicaid users compared to commercial insurance 
users. 

n COMMENTARY
This study documents substantial national decreases 
in contraceptive visits during the COVID-19 
pandemic. The declines were most drastic in tubal 
ligation and LARC visits, since these methods 
necessitate in-person services. Additionally, tubal 
ligations typically require an operating room. 
During the most severe part of the pandemic, many 
“elective” procedures were delayed to preserve 
personal protective equipment, and tubal ligation 
often fell into this category. To compound this, 
Medicaid requires patients to sign a consent 30 
days prior to tubal ligation but did not modify this 
requirement to allow for electronic or oral signature, 
thus necessitating additional in-person visits.4 

Adolescents were more protected against these 
declines, and contraceptive visits in this age 
group even increased over the study time period. 
Adolescents may be more adept at transitioning to 
telemedicine visits or may have been more highly 
prioritized by clinical practices. Telemedicine requires 
access to an electronic device, internet, and a private 
space, all of which could pose barriers. Adolescents 
in particular may have challenges accessing a 
private space to discuss something as personal as 
reproductive health. However, these data indicate 
that the barriers posed by in-person services, such as 
transportation to a healthcare facility, may be even 
greater to this age group. 

Regionally, immediate declines were greatest in the 
Northeast and Midwest, perhaps as the result of 
fewer restrictions around in-person services in the 
South, or because patients in the Northeast (initially 
the epicenter of the pandemic) were more likely 
to avoid in-person services early in the pandemic. 
Sustained changes were the same across all regions. 

This study demonstrates the central role that 
telemedicine played in continuing to provide 
preventive services when in-person visits were 
limited.5 Although contraceptive telemedicine services 
increased dramatically in the first months of the 
pandemic, the numbers have declined since that 
time. This study cannot answer if this decline is the 
result of less telemedicine availability or a decline 
in patient demand for telemedicine services. Further 
research into patient preferences around telemedicine 
is necessary, and healthcare facilities should continue 
to adapt these services to patient needs. Additionally, 
payment parity for telemedicine visits is critical, 
including audio-only visits so that patients without 
internet access can continue to receive these services. 

This study provides vital information to practicing 
clinicians not just to anticipate potential future 
restrictions to in-person services, but also to better 
meet the needs of our patients, even under “normal” 
circumstances. To provide our patients with the full 
range of contraceptive options, we must recognize 
and acknowledge that the pandemic simply magnified 
barriers to care that already existed. 

Medicaid 30-day waiting periods restrict access to 
tubal ligation, even outside of a pandemic. Many 
patients do not need an in-person assessment 
for a birth control refill, and telehealth expands 
contraceptive access, whether or not stay-at-home 
orders are in place. Better understanding our 
patients’ needs and preferences is vital to providing 
contraceptive autonomy and patient-centered care.  n
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ABSTRACT & COMMENTARY

Pregnancy-Associated Mortality:  
The Contribution of Homicide
By Rebecca H. Allen, MD, MPH, Editor

SYNOPSIS: In this national study, there were 3.62 homicides per 100,000 live births among females who were pregnant or within one 
year postpartum from 2018 to 2019. This rate was slightly higher (16%) than the rate among nonpregnant and non-postpartum females of 
reproductive age. Homicide was found to be a leading cause of pregnancy-associated mortality.

SOURCE: Wallace M, Gillispie-Bell V, Cruz K, et al. Homicide during pregnancy and the postpartum period in the United States, 2018-
2019. Obstet Gynecol 2021;138:762-769.

The authors used the following definitions for 
the study: Pregnancy-associated mortality was 

defined as deaths during pregnancy and within 
one year postpartum from any cause, based on 
the Centers for Disease Control and Prevention 
definition; and maternal mortality was defined as 
deaths while pregnant or within 42 days postpartum 
from causes related to or aggravated by the 
pregnancy, based on the World Health Organization 
definition. By 2018, every U.S. state had added the 
required “pregnancy check box” to their Standard 
Certificate of Death, which classifies deaths as not 
pregnant at time of death, pregnant, within 42 days 
postpartum, or 43 days to one year postpartum. The 
authors of this study sought to use this national data 
to estimate the prevalence of pregnancy-associated 
homicide. 

The investigators used data from the 2018 and 
2019 mortality files from the National Center for 
Health Statistics, which include a death record 
from every person who dies in the United States. 
The data were restricted to females, ages 10 to 44 
years, whose manner of death was homicide and a 
checkbox value indicated the individual was pregnant 
or within one year postpartum. Both pregnancy-
associated mortality and direct maternal mortality 
were calculated. Data on race, ethnicity, mechanism 
of injury, and whether the death occurred within the 
home also were collected. 

From 2018 to 2019, there were 273 homicides 
of pregnant women or women within one year 
postpartum out of 4,705 total homicides among 
women of reproductive age. About two-thirds of 
the deaths occurred in the home and 70% involved 
firearms. Assault by a sharp object and strangulation 
were the second and third most common causes of 
death. Compared with nonpregnant, non-postpartum 
victims of reproductive age, pregnant and postpartum 
women who were killed were more likely to be 
non-Hispanic Black and of younger ages. The 2018-
2019 national pregnancy-associated homicide ratio 
was 3.62 deaths per 100,000 live births. This was 
16% higher than the rate among nonpregnant, 

non-postpartum reproductive-age women (3.12). 
Homicide mortality during pregnancy and within 
the first 42 days postpartum was 2.21 per 100,000 
live births and exceeded all leading causes of 
maternal mortality, including hypertensive disorders, 
hemorrhage, and infection. 

n COMMENTARY
This study revealed that pregnancy and the perinatal 
period increases the risk of homicide. This finding 
is not new but this study is the first to confirm the 
association with national data, taking advantage 
of the updated U.S. Standard Certificate of Death 
reporting system that uses a pregnancy checkbox.1 
The analysis was not able to identify the perpetrators 
of the homicides or confirm intimate partner violence 
as the potential cause, but the authors found that 
two-thirds of the deaths occurred in the home. The 
increased risk was found especially in non-Hispanic 
Black women and women of younger age (10 to 24 
years). The authors postulated that there may be 
racial inequities in the occurrence of unintended 
pregnancies, which has been associated with violence, 
as well as systemic racism that may prevent girls and 
women from accessing needed services both in the 
medical arena and also with law enforcement. 
 
There are some limitations to this study, since it relies 
on a national database that depends on accurate data 
entry and does not contain many details regarding 
the circumstances of the death. There have been some 
concerns that the pregnancy checkbox may have 
both false positives and false negatives.2 However, 
the authors thought that, most likely, the pregnancy 
checkbox on death certificates is not used sufficiently 
and these current results represent an underreporting. 
 
I wanted to highlight this study because it is 
important that all women’s healthcare providers 
are aware of this issue. Although this investigation 
could not identify which homicides were associated 
with intimate partner violence, it is standard of care 
to screen pregnant women for this risk factor at the 
first prenatal visit, at least once per trimester, and 
at the postpartum visit. According to the American 
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College of Obstetricians and Gynecologists, “intimate 
partner violence is a pattern of assaultive behavior 
and coercive behavior that may include physical 
injury, psychologic abuse, sexual assault, progressive 
isolation, stalking, deprivation, intimidation, and 
reproductive coercion.”1 

Intimate partner violence screening should be 
performed universally, privately, and with validated 
questions. Providers should be prepared to offer 
resources and support for those individuals who 
screen positive. Intimate partner violence during 
pregnancy has been associated with adverse 
outcomes, such as low birth weight, placental 
abruption, fetal injury, stillbirth, and preterm 

delivery. Intimate partner violence crosses all racial, 
social, and economic lines. It is estimated that one in 
three women in the United States has experienced it 
at some point during their lifetime.1 We have a unique 
role as providers to try to mitigate some of this 
violence with screening and intervention.  n
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ABSTRACT & COMMENTARY

Midurethral Slings for the Management  
of Stress Urinary 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

SYNOPSIS: The controversy surrounding polypropylene mesh use has confused and discouraged women from seeking surgical treatment 
for stress urinary incontinence. Midurethral slings remain the standard of care for the surgical treatment of stress urinary incontinence.

SOURCE: [No authors listed]. Joint position statement on midurethral slings for stress urinary incontinence. Female Pelvic Med Reconstr 
Surg 2021;27:707-710.

The purpose of this joint statement of the 
American Urogynecologic Society (AUGS) and 

Society of Urodynamics, Female Pelvic Medicine and 
Urogenital Reconstruction (SUFU) is to support the 
use of a midurethral sling (MUS) for the surgical 
management of stress urinary incontinence. Following 
the 2011 U.S. Food and Drug Administration 
(FDA) notification regarding adverse events with 
the use of transvaginal mesh and the subsequent 
2019 restriction on mesh products for transvaginal 
repair of pelvic organ prolapse, confusion has 
arisen regarding the difference between the use of 
transvaginal mesh for prolapse and stress urinary 
incontinence. Negative perceptions of MUS have 
discouraged women from seeking treatment despite 
the well-established safety and efficacy of the full-
length MUS. 

n COMMENTARY
AUGS and SUFU have come together with endorsing 
organizations (American College of Obstetricians 
and Gynecologists, American Urological Association, 
and International Urogynecological Association) and 
supporting organizations (American Association of 
Gynecologic Laparoscopists, National Association 
for Continence, and Society of Gynecologic Surgeons) 
to recognize again the importance of the MUS in the 
management of stress urinary incontinence in women.

Stress urinary incontinence is the “involuntary 
loss of urine on effort or physical exertion (e.g., 
sporting activities) or on sneezing or coughing” and 
it is distinguished from urgency incontinence, or 
overactive bladder, in which leakage is associated 
with a strong urge to void that is difficult to 
defer.1,2 The estimated lifetime risk of stress urinary 
incontinence for women in the United States is 20%, 
and leakage is known to have a significant negative 
effect on a woman’s quality of life.3 

The evaluation of urinary leakage is similar between 
stress and urge incontinence. Initial treatment options 
of lifestyle/behavioral modification and pelvic floor 
physical therapy can be employed for both types of 
incontinence. Subsequent treatment options diverge. 
There are no current pharmacotherapies for stress 
urinary incontinence. 

The nonsurgical treatment options for stress urinary 
incontinence include vaginal inserts and incontinence 
pessaries. The MUS is the standard of care for women 
with documented stress urinary incontinence desiring 
surgical management and it provides an efficacious 
and durable treatment. Pelvic examination and 
office testing to demonstrate stress incontinence and 
document bladder emptying is recommended prior to 
performing a MUS. 
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The joint task force that developed this statement 
presents five main justifications for the position 
statement:
1. Polypropylene is safe and effective as a surgical 
implant. Polypropylene material has been used 
extensively in numerous surgical subspecialties and 
is used widely as both suture material and as knitted 
graft material to augment surgical repairs throughout 
the body. The polypropylene knitted material used 
for MUS is type 1, microporous, monofilament, and 
lightweight; studies have supported its long-term 
durability, safety, and efficacy up to 17 years.4 
2. The MUS has been studied extensively and, in fact, 
is the most highly studied surgical treatment for stress 
urinary incontinence. These studies have contributed 
to the rigorous evidence supporting the use of MUS 
for the treatment of stress urinary incontinence. 
3. With the publication of level 1 data, MUS 
has become the standard of care for the surgical 
treatment of stress urinary incontinence. When 
compared to the numerous other surgeries for stress 
urinary incontinence, MUS is associated with less 
pain, faster recovery, and reduced cost. 
4. The FDA updated its 2019 statement regarding 
surgical mesh to include the well-established safety 
and efficacy of MUS. They reported vaginal mesh 
exposure as the most common complication, 
occurring at a rate of 2% in one year. 
5. The Scientific Committee on Emerging and Newly 
Identified Health Risks concluded in 2015 that when 
used by trained surgeons, the MUS is an accepted 
procedure with proven efficacy and safety in most 
patients with moderate-to-severe stress urinary 
incontinence.

As with any surgical procedure, informed consent and 
joint decision-making are essential. In our practice, 
we review different treatment options for stress 
urinary incontinence and describe the procedure in 
its entirety. We explicitly review the indication for 
surgery and counsel patients to clarify and align 
expectations. Specifically, we review that the MUS is 

performed to treat stress urinary incontinence and 
not to treat other urinary symptoms, such as urgency, 
frequency, urge incontinence, nocturia, etc. Although 
some of these symptoms may change, patients 
should not expect a resolution of these other urinary 
symptoms. We review the efficacy of the procedure 
and the risks of sling placement, including urethral, 
bladder, bowel, and vascular injury; the possible 
need for transfusion; and mesh complications. 
We also discuss the risk of infection, incomplete 
bladder emptying, and a possible increase in urgency 
symptoms. We discuss some of the key points the 
task force addressed in this statement and point 
out explicitly that the MUS is not the transvaginal 
procedure fraught with complications that they may 
have heard about on television or in the news.

Because of the adverse events associated with 
transvaginal mesh kits, many women have been 
reluctant to consider surgical treatment for stress 
urinary incontinence. The purpose of this statement is 
to highlight once again the important role that MUS 
play in the treatment of stress urinary incontinence 
and in improving the lives of women with stress 
urinary incontinence.  n
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ABSTRACT & COMMENTARY 

The Effects of Maternal Cannabis Use 
During Pregnancy on the Neurobehavioral 
Development of Children at Ages 3-6 Years 
By Rebecca B. Perkins, MD, MSc

Associate Professor, Department of Obstetrics and Gynecology, Boston University School of Medicine/Boston Medical 
Center, Boston

SYNOPSIS: This study examined associations between maternal cannabis use in pregnancy and neurobehavioral problems diagnosed 
in children between ages 3 and 6 years. Maternal cannabis use was associated with higher cortisol levels, as well as abnormal 
behaviors, including anxiety, aggression, and hyperactivity. Placental analyses for a subset of children indicate a potential mechanism for 
neurobehavioral disorders as the result of selective gene regulation.
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SOURCE: Rompala G, Nomura Y, Hurd YL. Maternal cannabis use is associated with suppression of immune gene networks in placenta 
and increased anxiety phenotypes in offspring. Proc Natl Acad Sci U S A 2021;118:e2106115118.

Recreational cannabis use has increased  
 significantly, and many states have passed laws 

allowing both medical and recreational use. The 
marketing of marijuana as both a “natural” remedy 
and a medical treatment for nausea has led to a 
widespread misperception that consumption is safe. 
Recent surveys indicate that 3% to 16% of pregnant 
women used marijuana in the past month.1,2 In 
addition, tetrahydrocannabinol (THC) concentrations 
in cannabis preparations have increased steadily over 
the past decade, exacerbating potential harms.3 THC 
passes freely from mother to fetus via the placenta. 
Prior studies have linked maternal cannabis use 
to fetal growth restriction, preterm birth, and low 
birth weight.4-6 In addition, associations have been 
found between maternal cannabis use and autism, 
depression, psychosis, and drug-seeking behavior 
in offspring, which are thought to be mediated by 
reduction in dopaminergic receptors in the fetal 
brain.7-10 

The study by Rompala et al examines the effect of 
maternal cannabis use on the placental transcriptome 
and neurocognitive development of children at ages 
3-6 years in a longitudinal cohort of 322 mother-child 
pairs from the greater New York metropolitan area. 
In this cohort, maternal cannabis use was associated 
with younger parental age, single-mother pregnancies, 
maternal anxiety, depression, cigarette smoking, 
and African American race; these variables were 
controlled for in statistical analyses. Investigators 
examined hair samples from children ages 3-6 
years for cortisol levels (a biomarker of stress), 
and performed heart rate variability testing, which 
measures parasympathetic nervous system activation 
and is associated with anxiety-related disorders. They 
also performed neurobehavioral testing for anxiety-
related abnormal behavior. Among children born to 
mothers who used cannabis during pregnancy, they 
found higher cortisol levels, reductions in heart rate 
variability, and higher levels of clinically significant 
aggression, anxiety, and hyperactivity. Placental 
biopsies revealed reduced immune-related gene 
expression, with changes in both pro-inflammatory 
cytokines and immune cell-type markers. The authors 
postulated that these findings indicate a potential 
mechanism for the observed negative neurobehavioral 
effects on offspring via placental dysregulation.

n COMMENTARY 
This study adds to the body of literature indicating 
the substantial, long-term, negative effects of 
maternal cannabis use on child development. The 
American College of Obstetricians and Gynecologists 
discourages marijuana use during pregnancy and 
lactation because of the potential negative effects on 
offspring.11 OB/GYNs should work actively to assess 
the use of marijuana during pregnancy and discuss 

its harmful effects with patients, including increased 
aggression, anxiety, and hyperactivity during 
childhood. Similar to alcohol, marijuana should 
be avoided to prevent damage to the developing 
fetal brain. Patients using marijuana for medicinal 
purposes should be transitioned to safer medications 
prior to pregnancy. 

In the early 2000s, opioids were heavily marketed 
by the pharmaceutical industry to physicians as 
revolutionary, non-addictive painkillers, despite 
evidence to the contrary.12 This directly affected 
prescribing behavior.12 For several years, physicians 
were required to ask all patients about pain with 
hard-stop electronic medical record alerts, likely 
leading to countless unnecessary prescriptions for 
narcotics.13 Two decades later, the pharmaceutical 
companies are paying damages for opioid 
marketing practices as the nation grapples with an 
unprecedented toll of drug addiction, with more than 
100,000 deaths in 2020.14,15 The cannabis industry is 
following the same tactics, increasing the potency of 
its product combined with aggressive marketing as 
a health and wellness product.3,15 The U.S. cannabis 
market is expected to reach $41.5 billion annually by 
2025.16,17 Legalization of marijuana is associated with 
higher rates of driving fatalities, emergency room 
visits for intoxication in adults and children, and 
psychiatric hospitalizations.18 

As physicians, it is crucial that we provide our 
patients with information about the harms of legal 
drugs during pregnancy. There are no data to support 
safe consumption levels for alcohol or marijuana.  n
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1.  Steenland et al demonstrated an increase in 
which of the following contraceptive visit types?
a. Telehealth contraceptive visits in December 
2020 compared to April 2020 
b. Long-acting reversible contraceptive 
(LARC) visits among adolescents in December 
2020 compared to December 2019 
c. LARC visits among adults in December 
2020 compared to December 2019 
d. Tubal ligation visits among postpartum 
patients in December 2020 compared to 
December 2019

2.  In the study by Wallace et al, pregnant and 
postpartum victims of homicide were more 
likely to be which of the following compared 
to nonpregnant and non-postpartum victims of 
homicide?
a. White
b. Older age
c. Victims of strangulation
d. Non-Hispanic Black 

3.  Based on the American Urogynecologic Society 
and Society of Urodynamics, Female Pelvic 
Medicine and Urogenital Reconstruction Joint 
Position Statement on Midurethral Slings for 
Stress Urinary Incontinence, which of the 
following statements is correct?

a. Polypropylene material is not safe and 
effective as a surgical implant.
b. The monofilament polypropylene mesh sling 
is poorly studied.
c. The Food and Drug Administration has 
stated the polypropylene sling is safe and 
effective in the treatment of stress urinary 
incontinence. 
d. Fascial slings are the standard of care 
for the surgical treatment of stress urinary 
incontinence.

4.  Which of the following statements about the 
study by Rompala et al is false?
a. No negative effects are seen from maternal 
cannabis use. 
b. Children born to women who used cannabis 
during pregnancy are more likely to have 
hyperactivity, aggression, and anxiety at ages 
3-6 years.
c. Marijuana use during pregnancy is 
associated with gene dysregulation in the 
placenta.
d. Children born to mothers who used 
cannabis during pregnancy are more likely to 
have impaired stress responses as indicated by 
elevated cortisol levels.
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