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hat is GaPQC? The
Georgia Perinatal Quality
Collaboraborative (GaPQC) is
a network of perinatal stakeholders
working together to improve the quality of
care and outcomes for Georgia mothers
and babies. GaPQC leads statewide
implementaion of perinatal quality
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at the Capitol
May 15	������������Members’ Day Out 2019

Severe Hypertension in Pregnancy
bundle will begin in 2019.
VON Choosing Antibiotics Wisely
GaPQC joined the Vermont Oxford
Network (VON) Choosing Antibiotics
Wisely iNICQ Intensive as a
statewide collaborative in 2017. Eight
participating hospitals began the
initiative with the goal of promoting
antibiotic stewardship best practices
to reduce overall use of antibiotics in
NICUs. The initiative has continued
into 2018 and has grown to 12
participating hospitals.
Neonatal Abstinence Syndrome
Hospital discharge data from 2012
to 2016 demonstrates a signiﬁcant
increase in the number of infants with
Vision
All perinatal stakeholders in Georgia
coming together to improve health
and birth outcomes for all Georgia
mothers and babies.
Mission
To establish and maintain a robust
statewide perinatal data and
quality improvement system that
engages stakeholders in evidencebased practices to improve health
outcomes for mothers and babies
throughout Georgia.
a diagnosis of substance exposure in
utero (3.0 per 1,000 births to 13.2
per 1,000 births, respectively). GaPQC
conducted a needs assessment survey
of all birthing hospitals during spring
2018 to assess the current practices
for NAS diagnosis and treatment in
Georgia facilities. The results are
currently being analyzed to determine
priority quality improvement
opportunities Georgia. The NAS
initiative is expected to be ready for
enrollment in early 2019.
How is GaPQC Structured?
GaPQC is made up of an advisory
committee that is comprised of
providers, agencies, and organizations
who determine and guide GaPQC
initiatives. The leadership committee
is made up of the chairs from the
ﬁve subcommittees that execute
the initiatives.
Continued on page 10
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By LaToya Golden, MPH,
Georgia Department of Public Health, STD Program, Policy Manager

I

ncreased syphilis infection during
pregnancy has contributed to the
highest rate of congenital syphilis
in 20 years in the United States.
In 2017, Georgia ranked 10th in
congenital syphilis and 4th in primary
and secondary syphilis, based on cases
reported in the United States. During
2013-2017, the primary and secondary
syphilis rate among females increased in
Georgia by 58.8 %. This is an alarming
public health concern, and it forces us
to analyze whether we are doing all we
can to prevent these outcomes. Major
factors contributing to the resurgence
of congenital syphilis in Georgia include
delayed syphilis diagnosis that is often
followed by treatment that occurs
too late to prevent the infection from
affecting the baby. The group was
fortunate this year to hear from Governor
Nathan Deal, who is in his last year as
governor. Governor Deal thanked the
group for the work we do every day
taking care of patients and encouraged
those who are in residency to stay in
Georgia and consider practicing in rural
areas. Speaking on behalf of the group,

I thanked the Governor for his support in
increasing Medicaid reimbursements for
primary care physicians for three straight
years, increasing state funding to support
OBGYN resident slots, and for his efforts to
repair the rural healthcare infrastructure.
Healthcare systems and Public Health
have a responsibility to do what we know
works to prevent congenital syphilis.
Simply put, congenital syphilis prevention
requires early detection and prompt
treatment. Health care providers can help
thwart the increase of congenital syphilis
cases in Georgia by adhering to the
following guidelines and regulations:
• Test every pregnant female at her
first trimester visit or first prenatal
visit and at her third trimester visit as
per Georgia law (O.C.G.A. § 31-174.2). Testing pregnant females early
in their third trimester (closer to 27
weeks) allows the patient to be treated
if necessary and for the treatment to
timely pass through the placenta to the
fetus. The odds of a baby being born
without syphilis are increased when the
mother is treated at least 30 days prior
to delivery.

Resident Research:
A Brief Summary
Ashley A. Hunsuck, MD; Padmashree C. Woodham, MD
BACKGROUND: Although the American College of
Obstetricians and Gynecologist (ACOG) recommends
weekly injection of 17-Hydroxyprogestone caproate
(17OHP-C) for preventing recurrent preterm birth, clinical
experience questions if many eligible women are not
receiving the intervention.
OBJECTIVE: This study aims to provide information of
percent of eligible women who were offered and in fact
received/have access to 17-Hydroxyprogesterone caproate
and to improve the process by which 17-Hydroxyprogesterone
caproate is offered in hopes to subsequently decrease the rate
of preterm birth.
STUDY DESIGN: This retrospective cohort analysis
investigated all deliveries occurring between January 1,
2017 through December 31, 2017 at the Medical Center
Navicent Health within the Obstetrics and Gynecology
(ObGyn) residency program. Women were included if they
had a singleton pregnancy and history of a prior spontaneous
preterm birth. Prior preterm birth includes birth that follows
preterm labor, preterm spontaneous rupture of membranes,
and cervical insufficiency at less than 37 weeks’ gestation.
Medical information was extracted on each pregnancy,
including whether women had been offered, accepted, and
received 17-Hydroxyprogesterone caproate. Patients who
received 17- Hydroxyprogesterone caproate was defined as
those with documentation of ≥ 1 injection.
Continued on page 9
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• Report all cases
of syphilis and
congenital syphilis to the local health
department within 24 hours. Reporting
is required under Georgia law (§ 31-122). If a baby is born to a mother with
untreated syphilis at the time of delivery
or to a mother treated for syphilis within
30 days of delivery, this baby should be
reported, even if asymptomatic.
• Treat pregnant patients promptly for
syphilis infection with Penicillin G, which
is the only known effective treatment
for preventing maternal transmission to
the fetus and treating fetal infections.
Desensitization is required for those
with penicillin allergies.
In addition, if at the time of delivery
there is no documented evidence that
a pregnant female was tested during
pregnancy, Georgia law requires that
she be tested at the time of delivery
unless she refuses. Studies have shown
that 40% of babies born to females
with untreated syphilis may be stillborn
or die from the infection. Females that
deliver stillborn babies beyond 20 weeks’
gestation should be tested for syphilis.

GEORGIA OBSTETRICAL
& GYNECOLOGICAL SOCIETY

CPT Coding Seminar for
OBGyn Practices
Friday, Dec. 7, 2018
8:00 am - 2:00 pm
Atlanta DoubleTree
4386 Chamblee Dunwoody Rd.
Atlanta, GA 30341
Featuring
Steve Adams, MCS, COC, CPC, CPC-I, PCS, FCS, COA InHealth Professional Services
For DoubleTree by Hilton reservations:
Call 770-457-6363
Ask for CPT Coding for
OBGyn Room Block Rate at $109/Night
Make Reservation No Later Than
Thursday, Nov. 16, 2018 to Obtain Block Rate
Sign up by 11/30 at www.gaobgyn.org

CONGENITAL SYPHILIS PREVENTION
1st and 3rd Trimester Testing
for Pregnant Women
Don’t forget to test
all pregnant females
for syphilis and HIV
at the initial prenatal
appointment and at the
beginning of the 3rd
trimester (28-32 weeks).
IT’S THE LAW! (O.C.G.A. § 31-12-2)

Contact us
if you have
questions
about
syphilis at
877-STD-GDPH
(877-783-4374)

sy p h i l is

Congenital Syphilis: Highest Rate in Two Decades

Reporting Syphilis
Syphilis during pregnancy and syphilis
in adults are required to be reported within
24 hours of receipt of positive labs.

Where to Report
The State Electronic Notifiable
Disease Surveillance System (SENDSS)
is the fastest and easiest way to report.
Register and find training at
sendss.state.ga.us.

Improve screening practices for mandated 1st and
3rd (28-32 weeks) trimester syphilis/HIV testing
Penicillin G is the only drug known to prevent maternal transmission to the fetus and
treat fetal infection. Pregnant women who are allergic to penicillin should be desensitized
and treated with the penicillin regimen appropriate for her stage of infection.

Find out more about syphilis prevention
at dph.georgia.gov/information-about-stds
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5 reasons why 3 STDs
are roaring back in America
The CDC found spikes in cases of syphilis, gonorrhea, and chlamydia — again.
By Julia Belluz@juliaoftorontojulia.belluz@voxmedia.com

W

e don’t talk much about
chlamydia, gonorrhea, or
syphilis, in part because it can
seem like they’re not big health issues
anymore. But it turns out more and more
Americans may be quietly suffering from
these once nearly eliminated STDs.
According to a new report from
the Centers for Disease Control and
Prevention, there were nearly 2.3
million cases of chlamydia, gonorrhea,
and syphilis reported in the United
States in 2017 — the highest
cumulative number ever recorded, and
one that surpassed a 2016 record high.
The leaps in cases over the last few
years are truly eye-popping. Between
2013 and 2017, the rate of:
• Gonorrhea increased by 67 percent to
555,608 cases
• Syphilis increased by 76 percent to
30,644 cases
• Chlamydia increased by 22 percent to
1.7 million cases
To appreciate just how astonishing
the trends are, consider that as recently
as a decade ago, these STDs were
at historic lows or near elimination,
with more and better screening and
diagnostics to help identify cases and
get people into treatment.
Syphilis can show up on the body
in sores and rashes. Gonorrhea and
chlamydia can lurk with no symptoms.
They’re all generally easy to cure with a
timely antibiotics prescription, but when
left untreated, they can lead to infertility
or life-threatening health complications.
That’s what makes screening and access
to health care so important.
The increase in cases between across
all three diseases was significant,
and represents changing disease
dynamics.“We are sliding backward,”
said Jonathan Mermin, director of
CDC’s National Center for HIV/AIDS,
Viral Hepatitis, STD, and TB Prevention,
in a statement. “It is evident the
systems that identify, treat, and
ultimately prevent STDs are strained to
near-breaking point.”
African Americans and men who
have sex with men have traditionally
been the populations most plagued by
gonorrhea and syphilis (and they’re
still disproportionately affected). But
other groups are now catching up
too, especially women and babies in
contracting syphilis.
So what’s behind the spread of
these diseases here? There’s no single
4

explanation. Like most health trends,
it’s complicated. But here are a few
ideas, according to experts:
1) There’s been a rise in condomless
sex among men who have sex with
men: Gay, bisexual, and other men who
have sex with men are generally more
at risk for STDs than women and men
who have sex with women only. (The
majority of new syphilis and gonorrhea
cases occurred among men, and in
particular, men who have sex with men.)
And there’s been some concern about a
shift toward riskier sexual behaviors in
this group — like not wearing condoms
— that may be contributing to the rise
in STDs.
The reason for this shift has been
explained by everything from the
success in treating HIV (and therefore
making sex less scary) to the advent
of PrEP (pills that can prevent HIV).
A systematic review published
in the journal Clinical Infectious
Diseases found that some PrEP users

are having more risky sex — and are
being diagnosed with more sexually
transmitted infections.
HIV and syphilis are also interlinked:
Some half of men diagnosed with a new
syphilis infection also have HIV. And
as these diseases spread in particular
populations, like men who have sex
with men, there’s a greater risk of them
moving even further.
“The fear, which I share, is that we
won’t contain syphilis among men
who have sex with men,” Matthew
Golden, director of the Public Health
for the Seattle and King County HIV/
STD control program, told Vox in 2017.
“And if the epidemic in men who have
sex with men gets big enough, which
is what is happening, there are enough
people who have sex with both men and

women that
it won’t be
possible to
contain it.”
2) STDs are spreading more
broadly and into populations that
weren’t traditionally affected — like
babies: A 2017 CDC report on STDs in
America showed that more women are
getting syphilis these days, and they’re
passing it to their babies. When an
expectant mother is infected with the
disease, and goes undiagnosed and
untreated, the bacteria can get into
her bloodstream and move through
her placenta to her baby. Congenital
syphilis is associated with serious
health consequences, like stillbirths and
neonatal deaths.
In 2016, there were 628 cases of
congenital syphilis, an increase of
27.6 percent from 2015 — and that
number includes 41 related deaths.
According to the CDC, much of the
rise was driven by increases in cases
in the Western US.
Between 2012 and
2016, Western states
saw an astounding
366 percent rise in
congenital syphilis.
The large increase
has to do, in part,
with the fact that
many Western states
have recently had
few syphilis cases
in women. “We
were starting from
almost nothing [in
Washington],” said Golden. But that’s
changing, and with more women
getting the disease, their babies are at
risk too.
Rates of reported cases of primary
and secondary syphilis by state in the
United States, 2016. CDC
3) With the rise of dating apps,
sex is more readily available and
more anonymous — and that makes
it harder for health investigators
to track outbreaks: Health experts
increasingly view apps and sites such
as Tinder, Grindr, and OkCupid as
enablers of high-risk sex, helping
people meet and hook up more
efficiently than ever before. The impact
of these sites is so profound they
Continued on page 11
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Opioid Use
Disorder in Pregnancy
Keisha Reddick, MD, Savannah, GA

O

pioid use disorder (OUD) has
increased significantly in the
United States (US) over the last
decade, with 2.4 million people meeting
the criteria for severe opioid use
disorder1,2. Currently, the US accounts
for 80% of opioid consumption3.
According to the Centers for Disease
Control and Prevention (CDC), nearly
80 people die every day from opioid
overdose, accounting for more deaths
than motor vehicle accidents since
20134. This epidemic of opioid use and
opioid use-related deaths affects people
from every demographic, including
pregnant women.
Coinciding with the widespread
use of opioids in the US population,
maternal opioid use has increased
from 2% to 28% over a 20-year
period.5 This has given rise to a
significant increase in the incidence of
neonatal abstinence syndrome (NAS),
characterized by hyperirritability,
tremors, uncontrollable or excessive
crying, hypertonia, and jitteriness6;
seizures also occur in 2% to 11%
of babies affected by NAS. Early
concerns about the neonatal effects
of opioids incited many prenatal care
providers to encourage weaning of
opioids during pregnancy; however,
this practice was discouraged since
the 1970s because of concerns about
increased risk of preterm delivery
and fetal death.7,8 Although recent
studies cast doubt on the veracity
of this link, there are other reasons
to discourage abrupt withdrawal of
opioids during pregnancy including
high rates of relapse (60-90%), high
rates of accidental overdose, and
lower rates of continuing prenatal
care9. Pregnant women with OUD
are a unique population that requires
a comprehensive, multidisciplinary
support and treatment strategy during
and after pregnancy.
In 2016, the National Institute of
Child Health and Human Development
organized the Opioid Use in Pregnancy,
Neonatal Abstinence Syndrome, and
Childhood Outcomes Workshop. This
workshop reviewed and presented
the best evidence surrounding how
to optimize maternal and child
health in the setting of opioid use in
pregnancy10. This interdisciplinary
group included representatives
from the CDC, American College
of Obstetricians and Gynecologists
6

(ACOG), American Academy of
Pediatrics, Society of Maternal-Fetal
Medicine, and the March of Dimes
Foundation. The workshop gave rise to
recommendations regarding screening
for OUD in pregnancy, preventing
withdrawal symptoms, methadone doses
pregnancy complications associated
often require adjustment during the third
with OUD, appropriate treatment of
trimester because of rapid metabolic
OUD in pregnancy, detection and
changes. There is some evidence
management of NAS, and detailing the
that split dosing of methadone may
long-term health effects of children who
decrease the incidence of NAS12. Overall,
had in utero opioid exposure. These
methadone
is considered the treatment of
recommendations concur with the ACOG
choice for long-term polysubstance users.
Committee Opinion on opioid use and
Buprenorphine is a partial opioid
opioid use disorder in pregnancy.
receptor agonist which lessens the risk
According to the aforementioned
for overdose compared to other opioids.
consensus guidelines, all pregnant
Unlike methadone, buprenorphine is
women should be screened for
the only opioid that can be used for
substance abuse using a validated
the treatment of OUD in an outpatient
screening tool. The recommended
setting with a prescription, as opposed
first-line treatment for women who
to DOT.13 However, buprenorphine
are found to have OUD in pregnancy
still
has a high potential for misuse or
is medication-assisted therapy with
diversion, and prescribers are required
an opioid agonist. Abrupt cessation of
to complete a US Drug Enforcement
opioid use should be discouraged, and
Agency-approved training program prior
medically supervised withdrawal should
to treating patients. Buprenorphine
be reserved for women who decline
eliminates the aspect of going to a clinic
opioid agonist pharmacotherapy or for
daily for medication administration
cases in which treatment is unavailable
and allows for patients to somewhat
due to a lack of local resources. Opioid
continue daily life activities. This does,
antagonist therapy with naltrexone is
however, create an increased risk for
not commonly used unless a woman is
relapse and diversion. Buprenorphine
being successfully treated with it prior
is considered ideal for pregnant women
to pregnancy. There are limited safety
who are
data about the
prescription
fetal effects of
The recommended first-line
opioid users
the long-acting
or new heroin
injectable form treatment for women who are
of naltrexone,
found to have OUD in pregnancy users. Women
who are on
and the
is medication-assisted therapy
methadone
oral form
with an opioid agonist.
prior to
has limited
pregnancy
usefulness
should remain on it during the prenatal
because of historically poor adherence.
period, as transitioning to buprenorphine
The most common opioid agonists used
can precipitate withdrawal10.
for OUD in pregnancy are methadone
Buprenorphine is available in a form
and buprenorphine. There does not
combined with naloxone, an opioid
appear to be a difference in relapse rates
antagonist similar to naltrexone. Naloxone
between women treated with methadone
causes severe withdrawal symptoms if it is
and those treated with buprenorphine11.
Methadone is a full opioid agonist that can injected, which prevents abuse if a patient
is tempted to misuse buprenorphine pills
be started in an outpatient or inpatient
by injecting them. Interestingly, naloxone
setting; however, if prescribed outpatient
is not orally active, so when taken as
for OUD, it must be dispensed daily using
prescribed, buprenorphine-naloxone
directly observed therapy (DOT) from
combinations do not cause withdrawal.
a federally licensed clinic or registered
opioid treatment program. There can be a Although the buprenorphine monoproduct
has a higher potential for misuse, it has
risk for significant drug interactions with
several medications (e.g., antiretrovirals), traditionally been recommended over the
naloxone-containing combination product
which can further increase methadone’s
for treatment of OUD in pregnancy14.
risk of QT prolongation9. To avoid

Naloxone used alone is still the treatment
of choice for opioid overdose, and the CDC
recommends providing home naloxone
kits for patients at high risk of overdose
(e.g., patients taking >50 morphine
milligram equivalents per day)15.
Management during pregnancy
and after delivery
In addition to universal screening of
all pregnant women for OUD, screening
should also include evaluation for
mood disorders, as up to 30% of
pregnant women in a substance abuse
treatment program have moderate to
severe depression10. Patients should be
counseled that they will have urine drug
screening during pregnancy. Because of
higher rates of fetal growth abnormalities
in OUD during pregnancy, prenatal care
providers should consider first-trimester
ultrasonography as a baseline for interval
sonographic assessment of fetal weight
later in pregnancy10.
Labor and delivery providers and
staff should be aware of medications to
avoid during labor for women currently
on medication-assisted therapy,
including butorphanol, nalbuphine
and pentazocine13. Once admitted,
the patient should continue their
maintenance treatment with an opioid
agonist. Regional anesthesia should be
offered as a means for pain control,
and neonatal consultation should
be considered to discuss the plan of
care for the infant after delivery; if
neonatal consultation is not immediately
available, then the pediatric care team
should be alerted about the risk of NAS.
Women being treated for OUD should be
encouraged to breastfeed unless they
have contraindications, such as active
illicit or intravenous drug use, HIV
infection, or hepatitis B infection9.
As a provider, we should counsel
patients on postpartum pain
management. Women with a vaginal
delivery should be prescribed
acetaminophen and non-steroidal
anti-inflammatory drugs (NSAIDs) as
a first line treatment16. If possible,
opioids should be avoided unless pain
management is not achieved with
NSAIDs and acetaminophen. Women
taking medication assisted therapy who
undergo cesarean delivery may require
higher doses of opioids to achieve
adequate pain control compared to
opioid-naïve women. If prescribed, the
patient should be counseled about usage
as well as risks, including drowsiness
and opiate-induced constipation16.
Relapse during the postpartum period
is more common than during pregnancy,
so women with OUD should be
supported with adequate psychosocial
support and substance abuse counseling
services. Although screening for

postpartum depression is common
among all women after delivery, it is
vital in women with OUD because of
high rates of psychiatric comorbidities.
Rates of unintended pregnancy are
higher for women with OUD than for
the general population, so contraception
discussions are particularly important.
Neonatal Abstinence Syndrome
Symptoms of NAS typically occur
within the first 3-7 days of life, and they
are treated with an opiate wean with
either morphine or methadone. The
PROMISE Trial evaluated the safety of
methadone compared to buprenorphrine.
While it was a smaller study, its
results showed a lower inpatient
hospitalization rate for neonates
exposed to buprenorphine compared
to methadone17. Similarly, in the
Mother Trial, both groups of neonates
experienced neonatal abstinence
syndrome. However, those exposed to
buprenorphine required less morphine
and had shorter hospital stays18.
Conclusion
In conclusion, OUD is pervasive in
today’s society, and its devastating
effects unfortunately do not spare
the population of pregnant women in
the US. The encouraging news is that
there are effective, albeit underutilized,
treatments available that can safely
treat this condition when evidence-based
guidelines are followed. A comprehensive
psychosocial approach to care combined
with opioid agonist pharmacotherapy
can reduce relapse and social chaos,
minimize postpartum NAS, and give
pregnant women alternatives to
opioid misuse. A shortage of health
care providers who offer medication
assistance therapy highlight a potential
population level need for more prenatal
care providers to offer this potentially
life-saving intervention.
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Virtual Reality for Pain Management:
An Alternative to Opioids
By Miranda Felde, MHA, CPHRM, Vice President, Patient Safety and Risk Management

I

n 2016, science teacher Bob Jester fell off
a roof, broke 19 bones, and underwent
surgery for his badly broken back. Doctors
prescribed oxycodone, an opioid, during
Jester’s extended recovery. Jester worried
that he would become dependent on opioids,
so he jumped at the chance to try virtual
reality (VR) as an alternative to opioids when
an acquaintance told him about a company
that was using VR for pain management.
When he started using a mobile headset
connected to a smart phone that plays VR
apps, Jester found his pain lessened and the
effect lasted for several hours each time.
About a year after his accident, Jester was
able to wean himself off opioids.1
Could other patients with severe acute
and/or chronic pain experience the same
results?
The State of the Opioid Crisis
The number of opioid prescriptions
written annually in the U.S. roughly equals
the number of adults in the country.2 And
sometimes opioids, though intended to help
patients, cause harm: The opioid epidemic
claims the lives of 115 people every day.3
While the financial costs of the opioid
epidemic can be tallied—in 2016, the opioid
epidemic’s toll hit $95 billion, with healthcare
costs concentrated in emergency room visits,
hospital admissions, ambulance use, and
naloxone use4 the personal costs to those
who have lost loved ones are uncountable.
The epidemic’s impact is far-reaching and
has emotional, physical, and financial
implications for our entire society.
Exploring VR for Pain Management
Many physicians are exploring VR
technologies as an alternative to
prescriptions.5 The gate control theory of
pain, proposed by Melzack and Wall, suggests
that a person may interpret pain stimuli
differently depending upon mental/emotional
factors such as attention paid to the pain,
emotions associated with the pain, and
past experience of the pain.6 VR addresses
both attention paid to pain and the patient’s
emotional state: The immersive distraction
of VR can help a patient mentally transport
to another space, such as an underwater
seascape, which may also positively affect
the patient’s emotional state.
In 1996, the Harborview Burn Center in
Seattle, Washington, successfully piloted
the use of VR for burn patients with severe
acute pain. Since then, more providers have
found VR can provide relief for patients
experiencing acute pain, such as the type
Jester experienced following surgery.7
Recent studies have explored whether
VR can relieve chronic pain. One small, but
promising, study of patients with neuropathic
pain found that patients experienced a 69
percent reduction in pain during each session
and a 53 percent pain reduction immediately
after each session.8
8

Getting Started with VR
To explore VR as an alternative therapy,
first consider the distinctions between two
key terms:
• Virtual reality (VR): Provides an
immersive experience via a computergenerated 3D environment for the user to
explore. The user may be able to move
objects or otherwise change
the environment.
• Augmented reality (AR): Adds sounds,
videos, and/or graphics to an existing
environment, such as an outdoor
planetarium where AR viewing glasses
show constellations highlighted in the sky.9
Then, evaluate VR interfaces that are
relevant for patients managing pain, such as:
• Head-mounted display (HMD):
Like a heavy-duty pair of goggles
plus headphones. Completely surrounds
the user’s visual field for an immersive
experience.
• Treadmills and haptic gloves: Allow the
user to physically move around in the
virtual environment, and to physically move
objects within that environment.
And weigh the value of interfaces that are
more relevant for physician use, such as:
• Smart glasses: May look more like regular
eyeglasses or more like safety glasses. May
display information or help the physician
capture information for the electronic health
record (EHR).
• Desktop VR or Window on a World (WOW):
Uses a desktop or laptop computer to run
simulation programs, including those for
training.
Mitigating VR Patient Safety Risks
While therapeutic VR for pain management
shows promise, there are patient safety risks.
They include:
• Falls: Patients wearing a full-surround
headset cannot see their real-world
environment and may walk into or trip over
objects. Even patients in bed can knock
things over while waving their arms around.
Create a safe physical environment for VR
use.
• Motion sickness: Many people experience
some combination of eye strain, headaches,
and/or nausea.10 Patients who are ordinarily
prone to any of these symptoms may not
be good VR candidates.
• Psychological effects: The brain can store
VR experiences as memories in almost the
same way it stores physical experiences.
Young children, especially, may confuse
VR experiences with real experiences,
especially when remembering them later.
“If you were to do this in the real world,
how would it affect you? That’s the way
to think about virtual reality,” says Jeremy
Bailenson, director of Stanford’s Virtual
Human Interaction Lab.11
• The unknown: VR technology is still in its
infancy, and therefore, little is known about
the long-term consequences of VR use.

The Future of VR for
Pain Management
Some physicians imagine a future of
tetherless headsets that allow patients in
pain the freedom to escape reality and
transport to another emotional space. To
reap the potential benefits of VR while
mitigating its risks, clinicians could start with
a two-part approach: identifying patients
with specific clinical indications that would
benefit from the use of VR and assessing
patients for potential risk factors. Successful
implementation of VR for pain management
depends on wisely deciding which patients
are VR candidates—and which are not.
The guidelines suggested here are not
rules, do not constitute legal advice, and
do not ensure a successful outcome.
The ultimate decision regarding the
appropriateness of any treatment must
be made by each healthcare provider
considering the circumstances of the
individual situation and in accordance with
the laws of the jurisdiction in which the care
is rendered.

________________
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Labor induction at 39 weeks

reduced cesarean rate for low-risk, first-time mothers
By Jeff Craven, OB-Gyn News

N

Dr. Grobman and his colleagues
ulliparous women who were
induced at 39 weeks had the same evaluated the deliveries of 3,062 women
who underwent labor induction between
relative risk of adverse perinatal
outcomes but a lower risk of a cesarean
39 weeks of gestation and 39 weeks and 4
days of gestation, and compared them with
delivery, compared with women who
outcomes of 3,044 women who received
received expectant management,
results that researchers say contrast
expectant management until 40 weeks
and 5 days of gestation.
traditional recommendations
for perinatal care, according
Women in both groups had a
singleton fetus, no indication
to study from the New
of early delivery, and did
England Journal of Medicine.
“These findings contradict
not plan on delivering by
the conclusions of multiple
C-section. The participants
were assessed again at about
observational studies that
38 weeks of gestation and
have suggested that labor
randomly assigned to receive
induction is associated with
an increased risk of adverse
labor induction or expectant
management as part of a
maternal and perinatal
multicenter randomized,
outcomes,” William A.
Dr. William A. Grobman
controlled, parallel-group,
Grobman, MD, the Arthur
unmasked trial in 41 maternal-fetal
Hale Curtis, MD, Professor of Obstetrics
medicine departments in hospitals
and Gynecology at Northwestern
participating in the Eunice Kennedy Shriver
University in Chicago, and his colleagues
wrote. “These studies, however, compared National Institute of Child Health and
Human Development network screened
women who underwent labor induction
between March 2014, and August 2017.
with those who had spontaneous labor,
Primary perinatal outcomes and
which is not a comparison that is useful to
components were defined as perinatal
guide clinical decision making.”

death, respiratory support, an Apgar
score of 3 or less at 5 minutes,
hypoxic-ischemic encephalopathy,
seizure, infection, meconium aspiration
syndrome, birth trauma, intracranial
or subgaleal hemorrhage, or
hypotension that requires vasopressor
support. The principal secondary
outcome was cesarean delivery, but
other secondary outcomes included
neonatal or intensive care, infection,
postpartum hospital stay, and
hypertension, among others.
Dr. Grobman and his colleagues found
132 (4.3%) of neonates in the induction
group and 164 (5.4%) in the expectantmanagement group experienced a
primary composite outcome (relative
risk, 0.80; 95% confidence interval,
0.64-1.00; P = .049).
To read the rest of the article, visit
https://www.mdedge.com/obgyn/
article/172209/obstetrics/laborinduction-39-weeks-reduced-cesareanrate-low-risk-first-time.
SOURCE: Grobman WA et al. N Engl
J Med. 2018 Aug 9. doi: 10.1056/
NEJMoa1800566.

Resident Research: A Brief Summary Contined from pg 2
RESULTS: During 2017, 633 Obstetrics
and Gynecology resident deliveries were
recorded; 113 (18%) of those women
had a history of preterm delivery and 52
were eligible for 17-Hydroxyprogesterone
caproate. Only 22 (42%) of the 52
eligible women received ≥ 1 injection of
17-Hydroxyprogesterone caproate. In
multivariable analysis; later presentation
for prenatal care by the Obstetrics &
Gynecology residents and the type of
prenatal care was associated with
failed coverage.
CONCLUSIONS: Even with a broad
definition of coverage, less than
half of eligible women received
17-hydroxyprogesterone caproate.
Quality improvement projects should be
undertaken to education providers and
patients on the indications to administer
this medication. Current improvements
are being undertaken to make this
medication more accessible.
Preterm birth (PTB) is the leading
cause of neonatal mortality in the United
States with roughly 380,000 babies born
prematurely each year. Spontaneous
preterm birth includes birth that follows
preterm labor, preterm spontaneous
rupture of membranes, and cervical
insufficiency at less than 37 weeks’

gestation.1 In 2006, US preterm birth
rates hit a record high of 12.8%, with the
rate in Georgia being 14.2%. Since that
time, preterm birth rates have decreased
to 11.4% in the U.S. and 11.2% in
Georgia for 2016.2, 9 The Association
of State and Territorial Health Officials
(ASTHO) and March of Dimes have put
focus in reducing mortality and morbidity
associated with PTB.3, 4 Research
initiatives have been launched by March
of Dimes with multiple transdisciplinary
prematurity research centers. Progress
has been made to explore genetic or a
combination of genetic and environmental
factors that may influence PTB. However,
the complexity of PTB including racial
/ ethnic inequalities of prenatal care
and coverage of interventions 2 | P a
g e including 17-Hydroxyprogesterone
caproate (17OHP-C) are lacking. The
strongest risk factor of PTB is a prior
preterm birth.1, 9 The number of preterm
births and gestational age at the prior
delivery significantly affect the recurrence
risk. Thus, women with a history of PTB
have been the focus of interventions.
In 2003, Meis and colleagues published
the results of a multicenter randomized
trial showing that, among women with
singleton gestations and history of prior
PTB, a weekly intramuscular injection of

17OHP-C reduced the risk of recurrent
PTB by 34%.5 Injections started between
16.0 - 20.6 weeks and were administered
weekly through delivery or 37 weeks’
gestation. The American College of
Obstetrician and Gynecologist (ACOG)
and the Society of Maternal-Fetal Medicine
have endorsed the use of 17OHP-C in
eligible women.1, 5 Benefit can be seen
if 17OHP-C is initiated as late as 28.0
weeks’ gestation.6, 7 Our intuition has
adopted starting 17OHP-C as early as
16.0 weeks and up to as late as 28.0
weeks’ gestation. However multiple
sources show initiation of injection at
the earlier gestation of 16.0 weeks’ have
lower rates of major neonatal morbidity.
1, 5, 7 Therefore we recommend making
every effort to facilitate 17OHP-C initiation
at 16 weeks. The most recent 2012
American College of Obstetricians and
Gynecologists (ACOG) Practice Bulletin on
prediction and prevention of preterm birth
recommends tracking the percentage
of women with prior spontaneous
PTB who are offered progesterone
supplementation, however the document
does not discuss how to carry this out.1
There are no current efforts to monitor
coverage in middle Georgia.
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5 reasons why 3 STDs are roaring back in America Continued from pg 4

Continued from page 1

GaPQC Participating Hospitals
Albany Region
Archbold Memorial Hospital*
Colquitt Regional Medical Center*
Memorial Hospital & Manor*
Phoebe Putney Memorial Hospital*†
Atlanta Region
Dekalb Medical*
Emory University Hospital Midtown*†
Floyd Medical Center†
Grady Medical Center*†
Gwinnett Medical Center*
Habersham Medical Center*
Northeast Georgia Medical
Center – Gainesville*
Piedmont Atlanta†
Piedmont Fayette†
Piedmont Henry*†
Piedmont Mountainside*
Piedmont Newton†
Piedmont Rockdale†
Stephens County*

Union General*
WellStar Atlanta*
WellStar Cobb*
WellStar Douglas*
WellStar Kennestone*
WellStar North Fulton*
Augusta Region
Piedmont Athens Regional†
Piedmont Walton*
St. Mary’s Hospital*
Columbus Region
Phoebe Sumter Medical Center*
Piedmont Columbus RegionalMidtown*†
Piedmont Newnan*†
Tanner Medical Center – Carrollton*
Tanner Medical Center – Villa Rica*
Upson Regional Medical Center*
WellStar Spalding*
WellStar West Georgia*

Macon Region
Coliseum Medical Centers*
Dorminy Medical Center*
Irwin County Hospital*
Navicent Baldwin*
Navicent Health*
Tift Regional Medical Center*
Savannah Region
Coffee Regional*
Liberty Regional*
Meadows Regional*
Memorial Satilla Health*
Memorial Health University
Medical Center*
Wayne Memorial Hospital*
Legend
Bolded/Italicized - Regional Perinatal
Center (RPC)
* AIM Obstetric Hemorrhage
† VON Choosing Antibiotics Wisely

are also transforming the way health
officials track and prevent outbreaks.
“We used to think about what we can do
with bathhouses and sex clubs to make
sure people’s risk was reduced,” said Dan
Wohlfeiler, director of Building Healthy
Online Communities, a public health
group that works with apps to support
STI prevention, told Vox in 2017. These
places, after all, had become important
meeting points for men who have sex
with men — the group most affected by
the HIV epidemic.
Today, the public health focus has
shifted to what some have called
“digital bathhouses.”
“Many people worry about the
impact of dating apps on HIV and STD
transmission, but don’t recognize the
potential of apps to be a key partner
for prevention,” said Dan Wohlfeiler,
the director Building Healthy Online
Communities, a consortium of public
health agencies working closely with
owners of apps and dating sites.
4) The numbers may be higher
because we may be better
at detecting cases in some
groups: The rise in chlamydia — which
overwhelmingly causes no symptoms
but can lead to infertility in women —

may be an artifact of better detection
and screening. The CDC keeps finding
that rates of chlamydia are highest
among young women, the group that’s

been targeted for routine chlamydia
screening. So an increase could just
mean more testing.
5) Cuts to public health funding
mean fewer STD clinics: Public health
in the US — which includes operating
STD clinics where people can get tested
and into treatment — is historically
underfunded. (As of 2012, only 3
percent of the health budget went to
public health measures; the rest went

mostly to personal health care.) And
since the global financial crisis, public
health funding has really taken a
battering. There are 50,000 fewer public
health jobs since 2008, and many STD
clinics have had to reduce their hours or
shut down.
STD clinics were a traditional safety
net for people with these diseases. If
those clinics continue to be harder to
reach or vanish, finding and treating
STDs will become even more difficult —
and the diseases will continue to spread.
So in some ways, the STD increases
across the country may have less to do
with a changing sexual landscape, and
more to do with more limited access
to sexual health care. With Trump’s
proposed public health budget cuts, the
problem may be poised to get worse.
“It’s not a coincidence STDs are
skyrocketing — state and local STD
programs are working with effectively
half the budget they had in the early
2000s,” said David Harvey, executive
director of the National Coalition of
STD Directors, in a statement today.
“If our representatives are serious
about protecting American lives,
they will provide adequate funding to
address this crisis. Right now, our STD
prevention engine is running on fumes.”
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GaPQC Hospital
Participation
Update
As of
September 1, 2018

• 48 participating
hospitals
– 42 AIM hospitals
– 12 VON hospitals
• 64 % of GA births
covered =
(84K births)
• Total # of birthing
hospitals in GA = 75
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• www.mdedge.com/obgyn/article/173573/surgery/
excision-bartholin-gland-cyst
A video demonstration investigating pathology and
technique in removal of a Bartholin gland cyst.

is available through
Physicians’ Alliance

PAA

• www.mdedge.com/obgyn/article/173954/obstetrics/
importance-providing-standardized-managementhypertension-pregnancy
A case study regarding initiation of early, aggressive medication
in treatment
of hypertension
to reduce risk
of stroke,
Physicians’
Alliance
Physicians’
Alliance
congestive
heart failure, renal
failure, and severe hypertension.
of America
of America

of America

Physicians’ Alliance
of America

Physicians’ Alliance

Savings for Physicians’
Alliance
America (PAA) Members
of ofAmerica

Physicians’ Alliance of America is a nonprofit national
healthcare Group Purchasing Organization (GPO) that uses
the purchasing power of physicians in all 50 states (and D.C.)
to negotiate discounts and preferred terms for the goods and
services private practices use every day.

Physicians’ Alliance

For more information:
PAA

• https://www.fda.gov/NewsEvents/Newsroom/
PressAnnouncements/ucm622715.htm
The Food and Drug Administration approved a
supplemental application for Gardasil 9, expanding
approved use of the vaccine to include women and men
aged 27 through 45 years. Gardasil 9 prevents certain
cancers and diseases caused by nine HPV types.
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Clinical Updates

• www.mdedge.com/obgyn/article/174376/maternalimmunization-what-does-future-hold
A recording of Dr. Kevin Ault’s lecture on maternal
vaccinations from the 2018 ACOG meeting.

®

Physicians’ Alliance
®

of America

• politics.myajc.com/blog/politics/tired-waiting-taliaferro-startsits-own-health-care-system/kFX8Jx6l8BNDy0GrahmMbM/
With care at least 20 miles away for residents in need,
poverty-stricken Taliaferro County begins its own governmentsponsored health care system this month in a trailer.
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BUILDING PERINATAL
SUPPORT PROFESSIONALS
In 2018, HMHB Coalition of Georgia selected a
cohort of 20 women from diverse
communities to be trained as Certified
Doulas and Childbirth Educators. At the end
of the program, they will be accredited and
ready to work within their scope of practice
and serve Georgia families.
Interested in learning more about how doulas
and childbirth educators can support you and
your patients?
Call (678) 302-1130, email
mica.whitfield@hmhbga.org, or visit
www.hmhbga.org/programs/buildingperinatal-support-professionals
For statewide information and referrals, call the Georgia Family Health Line at 1(800) 300-9003.
www.hmhbga.org

@hmhbgeorgia

www.facebook.com/HMHBGA

@HMHBGeorgia

