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Antibiotics Don’t Clear Plasma Cell Endometritis

BY DIANA MAHONEY
New England Bureau

BosToN — Antimicrobial therapy does
not clear plasma cell endometritis in many
women who have or are at risk for asymp-
tomatic gonorrhea, chlamydia, or bacter-
ial vaginosis, Dr. Harold C. Wiesenfeld re-
ported at the annual meeting of the
Infectious Diseases Society for Obstetrics
and Gynecology.

Histologic endometritis—defined as the
presence of at least five neutrophils in the
superficial endometrial epithelium per
400% field and at least one plasma cell per
120x field of endometrial tissue—is com-
mon in women with lower genital tract in-
fection who do not have signs or symp-
toms of acute pelvic inflammatory disease
(PID), but there are conflicting data re-
garding whether treatment for the histo-
logic diagnosis is warranted, said Dr.
Wiesenfeld of the University of Pittsburgh.

To determine the effect of antibiotic
therapy on the clearance of plasma cell
endometritis, Dr. Wiesenfeld and his
colleagues conducted a nested analysis
of women who
were enrolled in
a larger obser-
vational cohort
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The study participants—all of whom
underwent a thorough history, gyneco-
logic exam, microbiologic evaluation of
the lower genital tract, and endometrial
biopsy—were randomly assigned to a
treatment regimen comprising either cef-
triaxone, metronidazole, and doxycycline
or ceftriaxone, metronidazole, and
azithromycin. For the purposes of the
current analysis, “those women with en-
dometritis on the initial biopsy were asked
to come back 12 weeks after treatment to
undergo a second endometrial biopsy,”
Dr. Wiesenfeld said.

Of 382 women enrolled in the larger
study with adequate initial endometrial
samples, 61 had plasma cell endometritis
on enrollment. “Of these 61 women, 40
had a second evaluable endometrial biop-
sy specimen and were included in our
analysis,” he said. The mean age of the
nested cohort was 24 years, and 77% of
the women were African American.

Based on the result of the second en-
dometrial biopsy, “our key finding was

that 16 of these 40 women—40% of
them—had persistent plasma cell en-
dometritis at 12 weeks following antibiot-
ic therapy,” Dr. Wiesenfeld said. “We com-
pared those women who cleared the
endometritis with antibiotic therapy and
those who did not and found no statistical
differences in age, race, insurance, previ-
ous pregnancy status, smoking, douching
prior to enrollment or during the trial, or
interim antibiotic use since the trial.”
Additionally, infection status at time of

enrollment did not impact clearance.
“There was no difference [in postantibiot-
ic clearance] among those women who
had gonorrhea, chlamydia, or both or-
ganisms or bacterial vaginosis or tri-
chomoniasis,” Dr. Wiesenfeld noted.
“Looking at endometrial microbiology,
we did not find any correlation between
upper genital tract microbiology and pres-
ence of endometritis at 12 weeks,” he
said, nor did they observe any differences
associated with degree of plasma cell in-

filtrates on initial biopsy or with antibiot-
ic regimen.

“The fact that plasma cell endometritis
persisted in 40% of these women following
antibiotic therapy with no identifiable vari-
ables that predicted failure raises questions
about the importance of identifying plasma
cells in the endometrium,” Dr. Wiesenfeld
stated. Before therapeutic decisions can be
made based on plasma cell endometritis,
“we really need to define the role of plas-
ma cells in the endometrium,” he said. =
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and flatulence (6%).
Relief is defined as 23 SBMs per week.

*In 4-week clinical trials.

*Spontaneous bowel movement.
$Placebo: 32%-37%.
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Predictable onset, continued relief* long-term safety profile™
* The ONLY agent approved for adults that includes those 65 years and older
* In clinical studies, 57%-63% of patients had a first SBM" within 24 hours'
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Please see Brief Summary of Prescribing Information on adjacent page.

"Demonstrated in 8-month and 12-month safety studies.
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in Chronic Idiopathic Constipation

» AMITIZA® (lubiprostone) is indicated for the treatment of Chronic Idiopathic Constipation in adults.

» AMITIZA is contraindicated in patients with known mechanical gastrointestinal obstruction. Patients with symptoms suggestive of
mechanical gastrointestinal obstruction should be thoroughly evaluated by the treating physician to confirm the absence of such
an obstruction prior to initiating AMITIZA treatment.

» The safety of AMITIZA in pregnancy has not been evaluated in humans. In guinea pigs, lubiprostone has been shown to have the
potential to cause fetal loss. AMITIZA should be used during pregnancy only if the benefit justifies the potential risk to the fetus.
Women who could become pregnant should have a negative pregnancy test prior to beginning therapy with AMITIZA and should
be capable of complying with effective contraceptive measures.

e Patients taking AMITIZA may experience nausea. If this occurs, concomitant administration of food with AMITIZA
may reduce symptoms of nausea. Patients who experience severe nausea should inform their physician.

o AMITIZA should not be prescribed to patients that have severe diarrhea. Patients should be aware of the possible
occurrence of diarrhea during treatment and inform their physician if the diarrhea becomes severe.

* In clinical trials, the most common adverse reactions (incidence >4%) were nausea (29%),
diarrhea (12%), headache (11%), abdominal pain (8%), abdominal distention (6%),
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