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Abstract

Background: Despite evidence that Mycoplasma genitalium (MG) is a risk factor for adverse
outcomes in pregnancy, screening in pregnant women is not currently recommended.

Methods: Pregnant women between the ages of 13 and 29 years were recruited during their
routine prenatal visits, screened for STIs and followed for one year. We compared women with
MG to those with no STlIs, excluding women with STIs other than MG (Chlamydia trachomatis
(CT), Neisseria gonorrhoeae (NG), or Trichomonas vaginalis (TV)) unless they were also co-
diagnosed with MG. Adverse outcomes were extracted from participants’ medical records and
compared between women with MG and those without STIs using exact or non-parametric
approaches. Estimated differences were also adjusted for demographics using propensity scores
with linear and logistic regression, where appropriate. We exclude women with MG and CT, NG,
or TV diagnosis for primary analysis.

Results: Of 281 participants enrolled from September 2015 until July 2019, 51 (18.1%) were
diagnosed with MG. Of 51 women with MG, 12 (24%) were also diagnosed with CT, NG, or

TV. All women with MG were offered treatment with azithromycin, however, only 28 (55%) were
documented to receive treatment. Women with MG had similar outcomes to those with no STIs
with a few exceptions. Average birth weight was lower among women with MG alone compared to
women with no STIs when excluding co-infections (169 grams difference, 15 to 323).
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Conclusions: Our results indicate that MG is common in pregnant women and often presents
as a co-infection. More research using population-based designs are needed to determine whether
screening or treatment for women at risk for low birth weight or co-infections is warranted.

Summary

Pregnant women with Mycoplasma Genitalium and their infants had similar outcomes to those
without STIs, with the exception of birth weight, which was slightly lower among women with
MG.
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Introduction

Mycoplasma genitalium was first documented in the 1980s as a bacterial sexually
transmitted infection (STI) related to infertility in women,! and has become more common
in the past 10-15 years.2 Prevalence studies conducted in general populations have indicated
low overall prevalence at around 2%.3 However, specific populations have a burden as high
as 7%. High-risk populations have been identified among younger women and racial/ethnic
minorities with elevated STI risk. In particular, African American populations have been
shown to have higher prevalence of MG, as high as 22%.4

Both women and men tend to be asymptomatic with MG infection, although urethritis

has been associated with MG infection among men.> Among women, MG infection has
been associated with urethritis and cervicitis,® PID and endometritis, as well as infertility.3
A detailed description of documented syndromes related to MG infection was recently
published.3 In addition, a recent systematic review of prospective observational studies

of MG identified associations of MG with reproductive tract diseases, including PID and
cervicitis.” Women with MG also may experience co-infection with other bacterial STls
such as Chlamydia trachomatis (CT) and Neisseria gonorrhoeae (NG) or with parasitic
infections such as 7richomonas vaginalis (TV).8:2

Although some experience symptoms with MG infection, it is often asymptomatic’ and may
go untreated, which has likely contributed to its persistence in the general population.10
Treatment is available for MG infection, but is often unsuccessful because MG infections
can be resistant to treatment with macrolide antibiotics, with as many as 80% or more of
infections having resistance-mediating mutations.! MG has been treated with azithromycin
and more recently with moxifloxacin due to the decreased efficacy of azithromycin.12
Azithromycin has not been associated with risk to fetuses and is not considered a risk

for pregnant women or neonates,13 however the risks of moxifloxacin are not as well
understood, and moxifloxacin may have teratogenic effects due to observed developmental
toxicity in animals.14

Expectant mothers are a special population at risk for adverse sequelae of infections and are
not exempt from acquiring STIs, including infection with MG.1° Despite the evidence that
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MG s a risk factor for adverse outcomes in pregnancy,’ the Centers for Diseases Control
and Prevention (CDC) does not currently recommend screening for MG in asymptomatic
women, pregnant or otherwise.1® The study of MG in pregnancy has been hampered by
low prevalence and by low overall rates of adverse events such as miscarriage and preterm
birth, and is likely to benefit from study in populations at high risk of MG infection.1’

A recent systematic review of MG infection in pregnancy identified associations between
MG and preterm birth and spontaneous abortion.” There is less clarity in the literature
about the effect of MG infection on the health of neonates,” who may be vulnerable to
infection while in utero. For example, in the presence of multiple infections, bacteria can
be transported across fetal membranes.18 Infants may also be exposed to organisms during
a vaginal birth.1% We aimed to examine the effect of MG infection in pregnant women and
their newborns in a prospective cohort recruited in a population with high risk (expected
15%) of MG infection.1®

Materials and Methods

Pregnant women between the ages of 13 and 29 years were recruited from a large, urban
academic medical center on the east coast of the United States in a population with high

STI prevalence during the time period from September 1 2015 until July 9 2019. Participants
were recruited during visits for prenatal care where vaginal specimens were being collected
for Neisseria gonorrhoeae (NG) and Chlamydia trachomatis (CT) screening per standard
clinical protocol. All women with singleton pregnancies receiving prenatal care were
eligible regardless of gestational age. Participants contributed specimens for MG and TV
screening as well as general demographic information and whether they were experiencing
symptoms at the time of the visit including vaginal discharge, bleeding, dysuria, dyspareunia
or abdominal pain. Participants also answered questions relating to their risk for STIs using
a standardized assessment tool, which allowed women’s risk for STIs to be scored from 0 to
10, with 10 indicating the highest risk and 0 the lowest.20

MG infection was assessed with the MG analyte specific Hologic/Gen-Probe transcription-
mediated amplification assay.2! Diagnosis of TV infection was conducted with the Aptima
TV assay in an academic research or clinical laboratory.22 Participant diagnoses of CT

and NG were abstracted from participants’ electronic health record (EHR). Participants

with MG infections indicated by screening were notified and offered treatment through the
academic center’s Title X clinic, with decisions regarding treatment based on discussion
between patients and their prenatal care providers. We determined whether or not patients
were treated based on review of their EHR. Participants were followed for one year,

and circumstances of their delivery were abstracted from the EHRs. Abstracted maternal
variables included gestational age at delivery, spontaneous abortion, endometritis, pelvic
inflammatory disease (PID), cervicitis, interim hospitalization, chorioamnionitis, hospital
length of stay (days), and any diagnosis of maternal fever before or after delivery. Abstracted
infant variables included birth weight, Apgar score at 1 and 5 minutes, sepsis diagnosis, and
ICU admission. Preterm delivery was defined as gestational age less than 37 weeks and 0
days and low birth weight was defined as less than 2500 grams. The study protocol and all
study activities were approved by the institutional review board of the Johns Hopkins School
of Medicine (IRB00068584).
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Statistical analysis

Results

Descriptive analyses were used to summarize participant demographic and clinical data.
We excluded participants diagnosed with CT, NG, or TV from all analysis, except for

those who were co-diagnosed with MG. We focus on the comparison of women with

MG diagnosis to women with no STIs. The non-parametric Wilcoxon rank sum was used

to compare the gestational age and length of hospital stay for mothers, as well as birth
weight and Apgar scores for infants. Other rates of adverse events during labor and delivery
and for infants were compared across these groups with the non-parametric Fisher Exact
test. Due to the potential for extreme confounding,23 we used linear (for averages) and
logistic (for percentages) regression to adjust for age, past STI diagnosis, education, and
race, with adjustment including weighting with propensity score for inverse likelihood of
infection with MG.24 For propensity score estimates and regression adjustment, race was
considered in two categories (Black or not Black), while age was continuous, and education
was classified in four categories (high school or less, some college, college degree, or post
graduate). Our enrollment target was based on the observed prevalence of MG (17%) in
prior research among women with PID.25 We also repeated our analysis while excluding
women with co-diagnosed CT, NG, or TV. In addition, as a sensitivity analysis, while
excluding those with co-diagnosed CT, NG, or TV, we compared outcomes for mothers and
infants for those with MG diagnosis without documented treatment with azithromycin to
those with no STIs, although our study was not necessarily powered for this comparison.

Three hundred seventy-three pregnant women were recruited into the study. Five had
elective abortions (1.3%), 33 (9%) were lost to follow-up, 21 (5.6%) had incomplete or
inconclusive STI testing information, and 33 (9%) had infections with CT, NG, and/or

TV, but no MG diagnosis, leaving 281 women for analysis. Of 51 (18% of 281) women
with MG diagnosis, 12 (24% of 51) were also diagnosed with CT, NG, or TV. Participants
were predominately Black (82%), in their middle twenties (median 23 years, IQR 20 —

26) and with a high school diploma or lower attained education (68%). Most participants
(73%) were asymptomatic, while 27% had at least one symptom. A summary of participant
demographics, STI risk, and clinical presentation are shown in Table 1 overall and
comparing those with MG to those with no STls. Compared to women with no STls,
women with an MG infection were different in race (79% versus 98% Black, respectively,
p < 0.001), and were slightly younger in age, but were otherwise similar in prior number
of pregnancies, history of STI, scored risk for STI, education, and their presentation. Of all
symptoms considered (discharge, bleeding, dysuria, irritation, dyspareunia, and abdominal
pain), women with MG were not more likely to be symptomatic than women without

STls at 35% vs 24% (p=0.134). Of 51 women with positive MG screening, 28 (55%) had
documented treatment with azithromycin, although rescreening for MG was not completed
and so clearance could not be assessed.

Maternal outcomes

After one year of follow-up, maternal health data was summarized from participant medical
records. We examined first the 281 women with a positive screen for MG (including
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those with MG as well as CT, NG, or TV diagnosis) or without any other STI. Interim
hospitalization was the most common adverse event for these women at 24% (64 of 281),
although preterm delivery and chorioamnionitis were also observed in 21 (8%) and 13
(5%) women, respectively (Table 2). There were 6 (2%) spontaneous abortions, although
these were all among women who were negative for measured STls. There was one case
of PID and one case of cervicitis for women in the study, both of which were among
women diagnosed with MG, although these differences were not statistically different (3%
vs 0%, 95% CI 0.11 - infinity for PID, 3% vs 0%, 95% CI 0.11 — infinity for cervicitis).
Preterm delivery was higher among women with MG compared to women without MG after
adjusting for age, race, education, and risk of STIs (odds ratio 2.33, 95% CI 1.24 — 4.37).
When excluding women with other STI co-diagnoses from those with MG, this association
with preterm birth was not maintained (odds ratio 1.50, 0.73 — 3.10), as shown in Table 3.

Results for women with MG excluding 12 women with MG diagnosis and co-diagnosis of
CT, NG, or TV are summarized in Table 3. Among these 269 women without CT, NG, or
TV, interim hospitalization tended to be lower among women with MG compared to those
with no STIs (adjusted odds ratio 0.48, 0.28 — 0.84). Hospital length of stay for mothers was
similar for women with MG compared to those with no STIs. Gestational age at delivery
also tended to be similar for women with MG diagnoses compared to women with no STIs,
at 38 weeks and 5 days for women with MG, and 38 weeks and 4 days for women without
MG. The difference adjusting for age, prior STI, education, and race was 3 days (95% ClI
=510 9). In a sensitivity analysis that excluded 21 (54% of 39) women with documented
treatment for MG, there was no apparent association between untreated women diagnosed
with MG alone and any adverse event considered (not shown) compared to the women with
no STIs, including interim hospitalization.

Infant outcomes

Although electronic records were available for all 281 deliveries, there were 8 infants
whose medical record could not be located, leaving 273 singleton infants with abstracted
medical records. Adverse outcomes for infants are summarized in Table 2 for all infants
with maternal MG diagnosis, including those with diagnoses of CT, NG, or TV, compared
to infants with no maternal STIs. The most common adverse outcome for infants was being
admitted to the ICU at 9% (24 of 281), although this was similar among infants born to
women diagnosed with MG compared to those born to women without any STI (unadjusted
8% versus 9%, OR 0.93, 95% CI 0.30 — 2.86). Low birth weight was also common among
these infants at 8% (22 of 281), which was not different for women with MG compared to
women with no STIs after adjusting for race, age, education, and STI risk (odds ratio 2.37,
0.91 - 6.17). Average birth weight tended to be lower for women with MG than those with
no STIs, with an average adjusted difference of 202g, 59 to 345¢g. Apgar score in the first
minute tended to be similar for women with MG diagnosis compared to women without
any STI, as shown in Table 2. The average differences in Apgar score for women with MG
compared to infants with no maternal STls, adjusted for age, mother’s past ST, education
and were 0.3 points, —0.1 to 0.6, and 0.04 points, —0.2 to 0.3, at one and five minutes,
respectively.
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Differences for infants with maternal MG and those with no maternal STI were similar
when excluding those with MG and co-diagnosis with CT, NG, or TV. When these 12
co-diagnoses were excluded, infants with maternal MG tended to weigh less than those with
no maternal STI (average adjusted difference 169g, 95% CI 15 to 323, Table 3).

We also examined outcomes for infants depending on their mothers’ diagnosis of MG from
among those without co-diagnoses while excluding 18 (50% of 36) infants with documented
treatment for MG, leaving 18 infants with maternal MG compared to 225 infants with no
maternal STI. The average adjusted reduction in birth weight for infants with maternal MG
diagnosis compared to infants with no STI after excluding those with MG treatment was
reduced from 169 to 34 grams (95% CI -118 to 186). Otherwise, associations between MG
diagnosis and adverse events were qualitatively similar to those described above among all
MG diagnoses compared to those with no STls.

Discussion

We screened a cohort of pregnant women for MG infection and followed them for one year,
examining the effects of MG on pregnant women, as well as the effects on infants. We did
not find evidence that MG infections are related to gestational age, spontaneous abortion,
Apgar score, or ICU stay for infants. We did find evidence that MG infections are related to
a small reduction in birth weight, independent of related risk factors and other STls.

Previous literature has examined whether neonates are more likely to be born with a low
birth weight, in which no association between MG infection and SGA was detected.® To
our knowledge, there have not been other studies examining a change in average birth
weight attributable to MG infection. The decrease we estimated here in birth weight at

169 grams is small and may not be clinically significant for most infants. More research is
needed to determine the best recommendations for screening women and neonates who are
at risk for low birth weight and MG.

We also found that women with MG were less likely to have interim hospitalization than
women with no STIs, which has not been identified in other literature. This counterintuitive
result may be due to a spurious association unlikely to be replicated elsewhere, or possibly
to residual confounding by an unmeasured factor such as access to care. We consider

these results unlikely to indicate an actual protective effect of MG. Interim hospitalizations
among participants were for a variety of indications, including high blood pressure,
chorioamnionitis, and preeclampsia.

We found evidence that MG infection is related to preterm birth, however, this association
was not retained when excluding those with co-diagnosed STI. This is in contrast to a recent
systematic review that identified an association between MG and preterm birth,” however,
not all of the studies included in this review were adjusted for co-diagnoses. This recent
systematic review by Lis et al. also found that MG infection increased the likelihood of
spontaneous abortion.” The Lis review was likely able to detect smaller actual increases in
preterm birth and spontaneous abortion due to an abundance of statistical power. It is also
possible that studies in the Lis review were subject to confounding, where an association
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between MG and adverse outcomes may be real but not directly attributable to MG itself.
Women with MG diagnoses tend to be different than women in the general population,
including diagnosis with other STIs.# Given that so few women have coinfections, it is
difficult to determine the effects of specific infections among those with multiple diagnosed
STI.

We repeated our analysis to compare women and infants with MG diagnosis to those with
no STIs, while excluding those with documented treatment for MG. We did not observe any
association between birthweight and MG diagnosis when women with treatment for MG
were excluded. However, our power to detect differences in this sensitivity analysis was
reduced relative to our primary analysis and likely excludes some women with active MG
infections, since we were unable to assess clearance of MG. In addition, since we do not
know why women chose to be treated for MG, we cannot extrapolate the expected benefit of
treatment from this analysis. In practice, the decision about treatment is likely difficult for
women and providers, given the mixed results in the literature and the lack of guidance from
the CDC. If the effect of treatment for MG during pregnancy could be estimated, it could
inform both clinical practice as well as the potential benefit of screening for MG.

Even though most women carry MG infection without acute symptoms,’ this cannot be
taken for granted among those who are pregnant. In addition, fetuses are protected from
many but not all bacteria in utero and the intrapartum period.2”- 28 MG may not have
serious sequelae in the short term for maternal or neonatal health and still have long term
sequelae that warrant treatment post-partum (e.g. PID, infertility, etc).2% We have only
studied a selection of specific measurable indicators, which does not necessarily preclude
other morbidity with further assessment. For example, we did not examine whether preterm
births were spontaneous or medically indicated, and we did not examine indications for
interim hospitalization by type. Larger multi-site or population-based studies are likely
needed to examine outcomes rarer than those presented here.

More research is needed to determine whether screening or screening and treatment for
MG in pregnancy is beneficial 3% For MG screening to be most informative for treatment,
resistance testing would likely be needed in accompaniment to general MG screening,
given the high prevalence of resistant MG infections. Women with resistant infections

may be unlikely to benefit from treatment with azithromycin, but would be ineligible for
treatment with moxifloxacin due to the teratogenic risk. However, women may benefit from
screening even in the event where treatment for MG is impossible. Providers could utilize
knowledge of MG diagnosis to assist their patients in ways not related to direct treatment
of MG, such as advising patients on measures to mitigate their risk of adverse events.31s
Future research on MG will likely need to be at a larger scale than previous research to
answer these questions. A multi-site clinical trial of MG screening (or treatment nested
within screening) among high risk populations, for example, could increase both power and
concerns about confounding. Ideally, future studies would also be able to follow women and
infants prospectively over time and in heterogeneous settings.

Our study has limitations. We were unable to identify new versus persistent MG infections,
although we expect that many of these MG infections were persistent.11 This would likely

Sex Transm Dis. Author manuscript; available in PMC 2022 December 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Perin et al.

Page 8

make it more difficult to detect differences between those with MG and those with no
STIs, as women with treated and cleared MG infection may be less likely to have adverse
events, but would be grouped with those having persistent MG. We also did not measure
bacterial vaginosis among study participants, a known infectious driver of preterm birth.32
If bacterial vaginosis were more common among women with MG diagnosis, our results
may be confounded by bacterial vaginosis, which would make it more likely that our
analysis would find an effect of MG. We also were not able to follow all enrolled women
until their delivery. Women who were lost had similar prevalence of MG compared with
those who were retained in the study, with both groups having a prevalence of 18%.

Our study may also not have had adequate power to find a difference between women
depending on their MG diagnosis. Power was further limited by the number of women
recruited among our participants with MG infection without other STI diagnoses, which
made adjustment for differences between those with MG infection and those without in
some cases impossible. Rates of interim hospitalization were higher than expected, and
lower than expected for endometritis and maternal fever. Low rates of adverse events
would likely reduce power to detect associations between MG infections and outcomes
in pregnancy.

Lastly, we were also limited by the timing of enrollment of women into our study, which
was not restricted or controlled by gestational age. Given that participants were presenting
for prenatal care, our results are not generalizable to women not seeking care, including
women early on in their pregnancies. Adverse events occurring early on such as early
pregnancy loss or ectopic pregnancy, which have both been associated with MG338 were
not measured and could not be assessed from this study. Hence our results for spontaneous
abortion may not be generalizable to all pregnant women. For example, we would not have
identified an association between MG infection and spontaneous abortion if MG infection
impacted early but not late pregnancy loss.

Our study also has strengths. We enrolled pregnant women from a population at high risk

of MG infection and followed them prospectively over a one-year period to identify adverse
outcomes occurring after the time of diagnosis. Those who are likely (or not) to benefit from
screening and treatment of MG are similar to the study population represented here. Because
we were able to recruit a relatively substantial number of women with MG infection, we
were able to examine women having MG without co-diagnosed STI, which we anticipated
could be confounders for adverse outcomes due to known risks of NG, CT, and TV for
women and neonates.

Although it is difficult to rule out all negative impacts of MG infection for pregnant women

and neonates, our results are inconsistent with a large impact. In the near term, screening for
MG during pregnancy does not appear to be high priority for women and is likely to remain

an informed decision for women and their providers. Future research is needed to determine
whether the risks of MG infections during pregnancy warrant screening and treatment.
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Pregnant women assessed for
eligibility
(n=373)
v

Excluded (n =92)

Loss to follow-up (n=33)

Diagnosis for CT, NG, or TV, but not MG (n=33)

Elective abortion (n =5)

STl screening results inconclusive or unavailable (n = 21)

Final Sample (n = 281)

Figurel.

CONSORT diagram. MG- Mycoplasma Genitalium; CT — Chlamydia trachomatis, NG -
Neisseria gonorrhoeae, T — Trichomonas vaginalis.
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Description of 281 pregnant women recruited from September 2015 until July 2019 and followed for 1 year.

Overalln=281  Mycoplasma (potentially with No CT,NG, TV or MG p
CT,NG,or TV)n=51 n =230
Age in years, mean (SD) 23.3(3.6) 22.2(3.2) 23.5(3.6) 0.017
Gestational age at enroliment (weeks), mean
(SD) 23.4 (10.6) 24.1 (10.6) 232(10.7)  0.580
Prior pregnancies, mean (SD) 15(1.7) 1.4 (1.7) 15(1.7) 0.736
History of STI, N (%) 127 (45%) 26 (51%) 101 (44%)  0.446
STI Risk score (range 0 — 10), mean (SD)) 4.0 (1.0 4.2(0.9) 3.9(1.0) 0.043
Race, N (%) <0.001
Black 231 (82%) 50 (98%) 181 (79%)
Other 50 (18%) 1(2%) 49 (21%)
Education, N (%) 0.216
High school or less 192 (68%) 34 (67%) 158 (69%)
Some college 66 (23%) 16 (31%) 50 (22%)
College degree 13 (5%) 1(2%) 12 (5%)
Post graduate 10 (4%) 0 (0%) 10 (4%)
Symptoms, N (%)
Vaginal discharge 37 (13%) 10 (20%) 27 (12%) 0.202
Bleeding 5 (2%) 1.(2%) 4(2%)  1.000
Dysuria 24 (9%) 5 (10%) 19 (8%)  0.936
Itching/irritation 5 (2%) 0 (0%) 5 (2%) 0.589
Dyspareunia 13 (5%) 2 (4%) 11(5%)  1.000
Abdominal pain 15 (5%) 4 (8%) 11 (5%) 0.487
At least one symptom 73 (26%) 18 (35%) 55 (24%) 0.134

SD - standard deviation; STI — sexually transmitted infection; CT — Chlamydia trachomatis, NG - Neisseria gonorrhoeae, TV — Trichomonas

vaginalls.
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Maternal and Infant outcomes among a cohort of 281 pregnant women and 273 infants recruited from

Table 2.

Page 13

September 2015 until July 2019 and followed for one year. Records were not available for eight infants.
Women with an STI other than MG who were not co-diagnosed with MG are not shown (n=33). Statistically
significant associations at 0.05 are in bold.

Overall Mycoplasma No CT,NG,TV Unadjusted Difference Adjusted Difference
Genitalium (may or MG (Odds Ratio or Mean (Odds Ratio or Mean
include CT, NG, Difference)’ Difference)’T
or TV)
Maternal n=281 n=51 n=230 Estimate 95% ClI Estima 95% ClI
Preterm delivery 21 (8%) 5 (10%) 16 (7%) 149 (0.52,4.27) 233 (jg%'
Spontaneous abortion 6 (2%) 0 (0%) 6 (3%) 0.00 - - -
Endometritis 2 (1%) 1(2%) 1 (0%) 4.50 - - -
Pelvic inflammatory
disease 1 (0%) 1 (2%) 0 (0%) Inf (0.11, Inf) - -
Cervicitis 1 (0%) 1(2%) 0 (0%) Inf (0.11, Inf) - -
Interim hospitalization 64 (24%) 10 (20%) 54 (24%) 0.80 (0.38,1.71) 0.74 (f fg)
Chorioamnionitis 13 (5%) 1(2%) 12 (5%) 0.37 (0.05, 2.88) - -
Maternal Fever 6 (2%) 1 (2%) 5 (2%) 0.93 - — -
Length of Stay (days) 2.6 (1.0) 2.7 (1.1) 2.6 (0.9) 010  (-0.20,0.39) 0.02 ('8'53)'
Gestational age (weeks) 38.5(3.8) 38.5(2.2) 38.5 (4.0) 0.06  (-1.09,1.21) 0.16 (fgé)
Infant n=273 n=48 n=225
Low birth weight (< 22 (8%) 7 (15%) 15 (7%) 237 (091,6.17) ; ;
2500 g)
- . (-376.7,
Birth weight (grams) 3174 (577) 3012 (543) 3209 (579) -197 -17.5) -202  (-345,-59)
Sepsis 0 (0%) 0 (0%) 0 (0%) - - - -
ICU stay for infant 24 (9%) 4 (8%) 20 (9%) 0.93  (0.30,2.86) - -
Apgar (at 1 minute) 7.6 (15) 7.6 (L1) 7.5 (L6) 009  (-0.39,057) 0.25 ('g-gg)'
) (-0.31,
Apgar (at 5 minutes) 8.7(1.1) 8.6 (1.3) 8.7(1.1) -0.08  (-0.43,0.27) -0.04 0.22)

fDifference shown as MG - no STIs or MG relative to no STIs, estimated with the Student’s t test for continuous factors and the Chi-square test for
categorical factors, except for factors with one or more category with a frequency below five, where Fisher’s exact test was used.

ﬁAdjusted for age, race, education, and risk of STIs using propensity scores. Comparisons with exact statistics are not adjusted.

ICU - Intensive care unit; CT — Chlamyadia trachomatis, NG - Neisseria gonorrhoeae, T — Trichomonas vaginalis, MG — Mycoplasma genitalium.
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Table 3.

Excluding diagnoses of CT, NG, and TV, maternal and infant outcomes among a cohort of 269 pregnant
women and 261 infants recruited from September 2015 until July 2019 and followed for one year. Records
were not available for eight infants. Statistically significant associations at 0.05 are in bold.

Overall Mycoplasma No CT,NG, TV Unadjusted Difference Adjusted Difference
Genitalium or MG (Odds Ratio or Mean (Odds Ratio or Mean
Alone Difference) Difference) Tt
Maternal n=269 n=39 n=230 Estimate 95% CI Estimat 95% ClI
Preterm delivery 18 (7%) 2 (5%) 16 (7%) 074  (0.16,337) 150 (g-zg)'
Spontaneous abortion 6 (2%) 0 (0%) 6 (3%) 0.00 (0.00, 5.21) - -
Endometritis 1(0%) 0 (0%) 1(0%) 0.00 (0.00, ; ;
’ 225.21)
Pelvic inflammator
dis;’;se' y 1 (0%) 1 (3%) 0 (0%) Inf (0.15, Inf) - -
Cervicitis 1 (0%) 1 (3%) 0 (0%) Inf (0.15, Inf) - -
Interim hospitalization 60 (23%) 6 (16%) 54 (24%) 0.61 (0.24,1.53) 0.48 (852)
Chorioamnionitis 13 (5%) 1 (3%) 12 (5%) 0.48 (0.06, 3.84) - -
Maternal Fever 5 (2%) 0 (0%) 5 (2%) 0.00 (0.00, 6.80) - -
Length of Stay (days) 2.6 (1.0) 2.6 (1.1) 2.6 (0.9) 007  (-0.27,041) -0.04 ('8-221)'
Gestational age
(weeks days) 38.4 (3.6) 38.5(2.2) 38.4 (4.0) 0.14 (-1.1, 1.4) 030 (-0.5,1.2)
Infant n=261 n=36 n=225
Low birth weight (<
25&’) gl) welgnt € 18 (7%) 3(8%) 15 (7%) 126 (0.35, 4.59) - -
Birth weight (grams) 3190 (575) 3067 (544) 3209 (579) -142 (-344, 60) -169  (-323,-15)
Sepsis 0 (0%) 0 (0%) 0 (0%) - - - -
ICU stay for infant 23 (9%) 3 (8%) 20 (9%) 093  (0.26,3.31) - -
Apgar (at 1 minute) 7.6 (L5) 7.6 (0.8) 7.5 (L6) 010  (-0.43,0.64) 0.20 ('g-ég'
A . (-0.15,
pgar (at 5 minutes) 8.7 (1.0) 8.8 (0.4) 8.7(11) 0.09  (-0.26, 0.45) 0.06 0.28)

fDifference shown as MG — no STlIs or MG relative to no STIs, estimated with the Student’s t test for continuous factors and the Chi-square test for
categorical factors, except for factors with one or more category with a frequency below five, where Fisher’s exact test was used.

ﬁAdjusted for age, race, education, and past STI diagnosis using propensity scores. Comparisons with exact statistics are not adjusted.

ICU - Intensive care unit; CT — Chlamydia trachomatis, NG - Neisseria gonorrhoeae, TV — Trichomonas vaginalis, MG — Mycoplasma genitalium.
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