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Description
Gynaecologist  in the Netherlands are accustomed to

immediately following the insertion of the LNG-IUD to assess the
device's position. They do not typically schedule additional
consultations with patients until four to twelve weeks after the
procedure. There is no general agreement regarding whether a
TVUS is typically required six weeks after insertion. Utilizing 2-
dimensional transvaginal ultrasonography during routine
examination six weeks after insertion, the purpose of this study
was to determine the prevalence of malposition. Moreover, we
explored the connection between malposition of the
levonorgestrel 52-mg intrauterine gadget and negative draining
examples and pelvic agony. A large prospective cohort study was
carried out by us. Levonorgestrel 52-mg intrauterine device
users were eligible to participate. The position of the
levonorgestrel 52-mg intrauterine device was checked with
transvaginal ultrasonography six weeks after it was inserted. Six
weeks after the device was inserted, patients filled out
questionnaires about their bleeding pattern and pelvic pain. Six
weeks after the levonorgestrel 52-mg intrauterine device was
inserted, transvaginal ultrasonography revealed a malposition
rate of 6.3%. A routine transvaginal ultrasonography is not
required if patients do not complain of unfavourable bleeding or
pelvic pain, and the risk of malposition is low. However, a
transvaginal ultrasonography should be considered if patients
experience unfavourable bleeding to rule out malposition
because the effect of malposition on contraceptive effectiveness
is unknown. Cost-benefit analysis should be the focus of future
research.

Female Pelvic Medicine and 
Reconstructive Surgery

Understudied is obstetrical and gynaecologic subspecialty
training programs' objective and relative competitiveness. The
application environment is not standardized by conventional
metrics like match rate or program fill rate. They can't be used to
compare data from different fellowship matches or look at
demographic trends because of this. The normalized
competitive index, which normalizes disparate indicators to
permit more in-depth analyses, was introduced as a
comprehensive metric of competitiveness. The overall specialty
match rate for fellowship programs in obstetrics and

gynaecology was 67.6%. The overall fill rate for specialty
programs was 95.7%. The most competitive fellowship match
was minimally invasive gynaecologic surgery, according to the
normalized competitive index metric (normalized competitive
index=1.31; P=.002). The most competitive field was maternal-
fetal medicine, with a normalized competitive index of 0.94; P≤.
005). No specialty saw a significant decrease in match rate
between the first and second half of the decade. Female pelvic
medicine and reconstructive surgery had the only significant
increase in match rates (P=.035). Subanalyses of the normalized
competitive index metric and other competitiveness indicators
revealed that the normalized competitive index had a
moderately positive correlation with the program fill rate and a
strong negative correlation with the subspecialty match rate.
Trainees can gain a more quantitative understanding of the
fellowship application environment by using the normalized
competitive index. It is the only method that makes it possible to
compare over time the subspecialty matches and the match
process by incorporating multiple metrics and normalizing the
result. Future comparisons of competitiveness within a single
subspecialty match based on applicant demographics,
geographic region, and other important determinants of a
diverse and vibrant training environment are possible with the
same standardization. We set out to determine whether Class III
obesity, which includes morbid obesity, is a separate risk factor
for failure to achieve complete dilation and a vaginal delivery
following induction of labour; evaluate the characteristics of the
induction of labour course and immediate complications; and
evaluate the number of induction agents required for vaginal
deliveries to occur. We hypothesized that the rate of cesarean
section would rise and cervical dilation would take longer to
complete as body mass index rose. Additionally, more induction
agents would be required. The Healthcare Cost and Utilization
Project's National Inpatient Sample, which included 12,857,721
patients who had vaginal or caesarean deliveries between
January 2016 and December 2019, was the subject of this
retrospective cohort study, which sought national estimates for
those patients. Other mental health conditions than substance
abuse and post-traumatic stress disorder were not included. The
Centers for Disease Control and Prevention's definition of severe
maternal morbidity (21 indicators) was used. Using a
multivariable binary logistic regression model, the main
outcomes were post-traumatic stress disorder-related trends
and characteristics.
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performing a two-dimensional transvaginal ultrasound (TVUS)
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Diagnosis of Post-Traumatic Stress
Disorder

Subcohort assessment of patients based on clinical and 
obstetrical demographics was part of the sensitivity analysis. 
During the hospitalization for delivery, 888 patients received a 
diagnosis of post-traumatic stress disorder (prevalence rate: 6.9 
per 10,000). Between 2016 and 2019, the prevalence rate of 
post-traumatic stress disorder rose from 5.0 to 8.8 per 10,000 
births. In multivariable analysis, this increasing trend remained 
independent. In comparison to 2016, the adjusted odds ratio for 
2017 was 1.26 (95 percent con idence interval, 1.19–1.35), for 
2018 it was 1.50 (95 percent con idence interval, 1.41–1.60), 
and for 2019 it was 1.73 (95 percent con idence interval, 1.63–

1.84). 210,605 patients, or 1.6%, experienced severe maternal
morbidity. Post-traumatic stress disorder was diagnosed more
frequently in patients with severe maternal morbidity than in
those without (2.8 vs. 6.8 per 10,000 deliveries; 1.57 adjusted
odds ratio; in multivariable analysis (95 percent confidence
interval, 1.39–1.78). This connection remained strong in several
subcohort analyses, including (1) participants younger than 35
years of age (adjusted odds ratio, 1.62; (2) people younger than
35 years old with no medical comorbidity (adjusted odds ratio,
2.01; 95 percent confidence interval, 1.41–1.86) (adjusted odds
ratio, 4.52; 95 percent confidence interval, 1.70–2.37), and (3)
those under 35 years old who did not have any medical
comorbidities, preterm births, or cesarean deliveries. 3.56–5.74
is the 95% confidence interval.
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