Georgia
Obstetrical and
Gynecological
Society, Inc.

OBGyn News
PROMOTING EXCELLENCE IN
WOMEN’S HEALTHCARE in GEORGIA

DECEMBER 2018 • VOLUME 12, NUMBER 6

ACOG’s Future is Bright as GOGS
Members Take Leadership Roles
David B. Byck, MD, FACOG
Georgia Section Chair, ACOG

G

reetings from your new ACOG
Section Chair! On behalf of your
new Vice-Chair, Ruth Cline, and
me, I wish you all a wonderful holiday
season. 2018 was a very busy and
productive year for the College. You
may remember that some years ago
there was a separation of the American
College and the American Congress of
Obstetricians and Gynecologists. This

produced some significant confusion
among membership (and me), but
has fortunately been resolved. We
are now JUST the American College of
Obstetricians and Gynecologists.
Our executive director resigned this
year and a search is underway for his
replacement. Our President, Dr. Hollier,
is the acting CEO, and we owe her a
great deal of thanks for stepping in as we
restructure our professional leadership.
I am sure that you are all aware of the
active role that ACOG plays in national
advocacy, and this will continue in the
upcoming year. I plan to attend the
Congressional Leadership Conference
in Washington, DC, this spring and will
update you on what is new on “The
Hill.” Perhaps the most exciting changes
on a national level this year will be the

focus on improved communication with
membership on different platforms.
I urge you to go to the new web page
(https://www.acog.org/) and browse
around. There is a tremendous amount
of information that will be useful to you,
ranging from practice guidelines to
patient resources.
On the ACOG District IV front,
there is a tremendous amount of
activity. Our
recent District
meeting was held
in Savannah,
and it was one of
the best that I have
ever attended. We
had a huge number
of young physicians
present and active
in the meeting. We
had a “meet with
a mentor” event
where some of us
“older” folks were
able to have one-onone time with our
newest colleagues.
The scientific meeting was superb
and diverse. Our next meeting is

September 27-29 in New Orleans.
Please come and join us for some
education and great food!
Your Georgia Section represents you
well at the District and National level.
Our local needs are discussed and

reviewed. While each section has
its own distinct issues, all of us are
making sure that we put our patients’
needs first. I have personally found
that if you always put the patient first,
then good things will usually follow.
Please do not hesitate to reach out to
me at any time. My email is David.
byck@hcahealthcare.com.
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Importance of providing
standardized management of
hypertension in pregnancy
OBG Manag. 2018 September;30(9):21-22, 25-26, 28, 30-31, 50
CASE Onset of nausea and
headache, and elevated BP,
at full term

A

24-year-old woman (G1P0)
at 39 2/7 weeks of gestation
without significant medical
history and with uncomplicated
prenatal care presents to labor and
delivery reporting uterine contractions.
She reports nausea and vomiting,
and reports having a severe headache
this morning. Blood pressure (BP) is
154/98 mm Hg. Urine dipstick analysis
demonstrates absence of protein.
How should this patient
be managed?
Although we have gained a greater
understanding of hypertensive
disorders in pregnancy—most notably,
preeclampsia—during the past 15
years, management of these patients
can, as evidenced in the case above,
be complicated. Providers must
respect this disease and be cognizant
of the significant maternal, fetal, and
neonatal complications that can be
associated with hypertension during
pregnancy—a leading cause of preterm
birth and maternal mortality in the
United States.1-3 Initiation of early
and aggressive antihypertensive
medical therapy, when indicated,
plays a key role in preventing
catastrophic complications of
this disease.
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Terminology and classification
Hypertension of pregnancy is
classified as:
• chronic hypertension: BP≥140/90
mm Hg prior to pregnancy or prior to 20
weeks of gestation. Patients who have
persistently elevated BP 12 weeks after
delivery are also in this category.
• preeclampsia–eclampsia:
hypertension along with multisystem
involvement that occurs after 20 weeks
of gestation.
• gestational hypertension:
hypertension alone after 20 weeks of
gestation; in approximately 15% to
25% of these patients, a diagnosis of
preeclampsia will be made as pregnancy
progresses.
• chronic hypertension with
superimposed preeclampsia:
hypertension complicated by
development of multisystem
involvement during the course of
the pregnancy—often a challenging
diagnosis, associated with greater
perinatal morbidity than either chronic
hypertension or preeclampsia alone.

by Marc H. Incerpi, MD
Evaluation of the
hypertensive gravida
Although most pregnant patients
(approximately 90%) who have a
diagnosis of chronic hypertension have
primary or essential hypertension, a
secondary cause—including thyroid
disease, systemic lupus erythematosus
(SLE), and underlying renal disease—
might be present and should be sought
out. It is important, therefore, to obtain
a comprehensive history along with
a directed physical examination and
appropriate laboratory tests.
Ideally, a patient with chronic
hypertension should be evaluated prior
Continued on page 10
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Asthma During Pregnancy May Increase
Postpartum Depression Risk

Georgia OBGyn

Women with asthma in study had roughly double the risk

GEORGIA OBSTETRICAL AND GYNECOLOGICAL SOCIETY

by Salynn Boyles, Contributing Writer, MedPage Today October 27, 2018

H

aving asthma during pregnancy
was associated with roughly
double the risk of developing
postpartum depression in an
observational study involving more
than 35,000 women with asthma and
close to 200,000 women without the
respiratory disorder.
Postpartum depression within a year of
delivery occurred in 6.1% of women with
asthma in the Canadian study, compared
with 2.9% of women without asthma.
After adjusting for several potential
confounders, including depression and
postpartum depression in the decade
before the observed pregnancy, women
with asthma had a 58% greater
likelihood of experiencing postpartum
depression in the year following delivery
(adjusted OR, 1.58; 95% CI, 1.50-1.67).
The study findings were published in
the October issue of the The Journal of
Allergy and Clinical Immunology:
In Practice.
Lead researcher Lucie Blais,
PhD, of the University of Montreal,
told MedPage Today that several
previous epidemiological studies have
suggested a link between asthma
and depression, but that the study is
among the first to specifically examine
postpartum depression.
“There is some evidence of an
association between asthma and
depression in women outside of
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pregnancy, so we thought there might
also be a link between asthma during
pregnancy and postpartum depression,”
she said. “The association we found
was quite strong. But, of course, this
was an observational study, so it is not
possible to say that asthma is causing
the postpartum depression.”
The Quebec Asthma and Pregnancy
Database (QAPD), which has been used
to examine the impact of asthma, asthma
exacerbations, and asthma medications
on congenital malformations, was used in
the analysis.
Women included in the analysis gave
birth in a Quebec hospital between
January 1998 and March 2009 and had
a year or more of follow-up data after
delivery and 10 years of data before
pregnancy. The women were followed
from the day of delivery until:
• The date on which postpartum
depression was first diagnosed
• Death from any cause
• The end of the follow-up period
(365 days postpartum)
• The end of the study period
(March 31, 2010)
• The start of a new pregnancy
The analysis revealed that:
• At 1 month post-delivery, 0.8% of
women with asthma had developed
postpartum depression compared with
0.4% of those without asthma

Legislative Day at the Capitol

• At 3 months, the incidence of
postpartum depression was 2.0% and
1.0%, respectively, and at 1 year, it
was 6.1% and 2.9%, respectively
• When the researchers adjusted
for all potential confounders,
maternal asthma during pregnancy
was significantly associated with
an increased risk of postpartum
depression at 1 year (adjusted OR,
1.58), and there was a statistically
significant association between
maternal asthma and postpartum
depression at 1 month (adjusted
OR, 1.32; 95% CI, 1.15-1.52) and 3
months (adjusted OR, 1.46; 95% CI,
1.33-1.60) following delivery
“Although the underlying biological
mechanisms explaining the link
between asthma and depression are
unclear, several hypotheses have been
made,” the researchers explained. “The
first hypothesis suggests a link with
an early exposure to stress leading to
glucocorticoid resistance, which causes
disturbances to the immune system
through several pathways. These deregulations induce inflammation, which
has been associated with both asthma
and depression.”
The team noted that proinflammatory circulating cytokines,
including interleukins 16 and 1 and
tumor necrosis factor-α, have also been
shown to be elevated in the plasma and
cerebrospinal fluid of depressive and
asthmatic patients.
“It is also possible that mothers with
asthma may have experienced greater
stress during the postpartum period
due to the added strain of managing
a chronic disease as well as looking
after the infant,” the researchers
wrote. “Others have described the link
between depression and autoimmune
diseases, inflammation being
associated with behavioral changes
such as depression-like symptoms.
Future studies are warranted to explore
these hypotheses.”
Blais said that even though the
study was observational, the findings
have clinical significance for physicians
caring for pregnant women with
asthma: “I think the association is
strong enough to recommend that
clinicians be vigilant about looking for
evidence of postpartum depression in
women with asthma, especially if they
have a history of depression,” she said.

Thursday, February 28, 2019
Floyd Veterans Building, Floyd Room, West Tower, 20th Floor
2 Martin Luther King Drive, Atlanta, GA 30334
And Georgia State Capitol
Hosted by Patient-Centered
Physicians’ Coalition of Georgia

Members:
Georgia OBGyn Society
Georgia Chapter of American Academy of Pediatrics
Georgia Academy of Family Physicians
Georgia Osteopathic Medical Association
Georgia Chapter – American College of Physicians
8:30 am – 9:15 am

Agenda

9:15 am – 10:15 am
10:15 am – Noon
12:15 pm – 2:00 pm

Breakfast/Welcome/Review
Legislative Priorities
Presentations
Legislative Visits at the Capitol
Lunch with Legislators/Wrap Up

REGISTRATION
Name



Physician

$25.00

Address



GOGS Board of Directors

No Fee



Residents/Med. Student No Fee



Other Health Professional $25.00

City. State. Zip
Phone

Invite Your Legislator to Lunch!

Email

 I will invite my State Rep & Senator
Method of Payment

Check

Visa

Credit Card #

MasterCard

AmEx
Exp

Billing address if different from above

Please register by Feb. 21, 2019

/

Make checks payable to:
Georgia OBGyn Society (GOGS)
2925 Premiere Parkway, Suite 100
Duluth, GA 30097
Phone 770-904-5298 (Nicole)
Fax to: 770-904-5251
Onsite registrations welcome!

Georgia OBGyn Society ∙ 2925 Premiere Pkwy ∙ Suite 100 ∙ Duluth, GA 30097 ∙ www.gaobgyn.org
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Pregnancy & Vaccines
Pregnancy
Pregnancy
&&
Vaccines
Vaccines are an important
part of
aVaccines
healthy
pregnancy. Vaccines
help protect both you and your baby from diseases like influenza
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from
diseases
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Emory
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following
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vaccines
during
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Tips for Discussing Flu Vaccine with
Your Patients
I.

Influenza
Influenza
“flu”
“flu”
vaccine:
vaccine:
Pregnant
Pregnant

women
women
areare
at at
higher
higher
risk
risk
forfor
serious
serious
complications
complications
from
from
influenza,
influenza,
including
including
hospitalization
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and
and
death.
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thethe
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whenever
whenever
it becomes
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Available
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now!
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Tetanus,
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and
and
Pertussis
Pertussis
Vaccine
Vaccine
(Tdap):
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from
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diphtheria
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and
and
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“whooping
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best
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fetus
with
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most
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highest
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forfor
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serious
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and
and
death
death
from
from
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whooping
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Since
Since
babies
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notnot
getget
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their
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first
pertussis
pertussis
vaccine
vaccine
(called
(called
DTaP)
DTaP)
until
until
two
two
months
months
of of
age,
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being
being
vaccinated
vaccinated
with
with
Tdap
Tdap
during
during
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help
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your
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Our
Emory
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office
office
is happy
is happy
to to
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a Tdap
vaccine
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vaccine
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We
We
encourage
encourage
you
you
toto
learn
learn
more!
more!

Establish empathy and credibility
•

We have all heard lots of things about vaccines, good and bad.

•

As your doctor, I know that you want to make the best choices about vaccines for you and
your family.

•

I know there is a lot of information out there, and it is difficult to figure out who to trust.

•

Let me share with you what I have learned from my experience and what I share with my
patients about seasonal influenza, or flu for short, and flu vaccines.

II.

Articulate disease risks and susceptibility
•

Flu is a virus that is spread by droplets in the air – such as through sneezing and coughing.

•

Flu can cause a sore throat, fever, headache and cough. It can also cause more severe illness,
such as pneumonia and sinus infections. Nearly 80,000 people died from the flu last year.

•

Pregnant women and infants are at high risk of developing serious complications from the
flu and dying from the flu.

III.

Outline issues related to vaccine safety
•

The great news about the flu is that there are vaccines.

•

Influenza vaccines are developed every year, to match the seasonal strain. You should receive
a flu vaccine every year as soon as it is available to protect yourself.

•

Influenza vaccines are very safe. After getting a flu vaccine, one may experience soreness or
a fever, but these reactions usually resolve in a few days. Serious complications from the flu
vaccine are very, very rare.

IV.
•

V.

Convey vaccine efficacy
Influenza vaccines are designed to help protect against seasonal influenza.

Encourage self-efficacy and action
•

You and I have the same goal: to protect you and your family. I strongly recommend flu vaccines.

•

You have the power to protect you and your family from the flu. If the current seasonal
vaccine is available, schedule an appointment today to receive this vaccine.

ForFor
more
more
information,
information,
below
below
areare
links
links
to to
reputable
reputable
online
online
resources
resources
that
that
wewe
trust
trust
to to
provide
provide
evidence-based
evidence-based
information
information
onon
vaccines
vaccines
during
during
pregnancy:
pregnancy:
• •American
American
College
College
of of
Obstetricians
Obstetricians
and
and
Gynecologists
Gynecologists
(ACOG):
(ACOG):
http://immunizationforwomen.org/patients/pregnancy/pregnancy.php
http://immunizationforwomen.org/patients/pregnancy/pregnancy.php
• •Emory
Emory
University:
University:
http://momvax.org
http://momvax.org
U.S.
U.S.
Centers
Centers
forfor
Disease
Disease
Control
Control
and
and
Prevention
Prevention
(CDC):
(CDC):
https://www.cdc.gov/vaccines/adults/rec-vac/pregnant.html
https://www.cdc.gov/vaccines/adults/rec-vac/pregnant.html
http://www.cdc.gov/pertussis/pregnant/index.html
http://www.cdc.gov/pertussis/pregnant/index.html
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CORRECTION

®

®

LILETTA

®

Notification of Pregnancy = Better Birth Outcomes

Due to a formatting error in our October 2018 issue,
the article “Congenital Syphilis: Highest Rate in Two
Decades” featured two paragraphs mysteriously referencing
a presentation by Georgia Gov. Nathan Deal. These
comments were not related to the discussion of syphilis rates
in the United States and were not meant to be included in
the article. We sincerely apologize to LaToya Golden of the
Georgia Department of Public Health for this oversight.

is available through
Physicians’ Alliance

PAA

of America

Providers who deliver prenatal care to Medicaid patients are consistently seeking ways to improve birth
outcomes. Did you know that the simple act of completing and submitting the Department of Community
Health’s Notification of Pregnancy form (NOP) can dramatically improve your patient’s birth outcome?
The NOP form is a one page data sheet that includes the patient’s demographics, medical history and current
pregnancy information. The NOP gives the Care Management Organization (CMO) an opportunity to reach out
to high risk populations earlier in their pregnancy to provide care management, resources and support.
The NOP can currently be submitted by the member, provider, care manger, or health plan staff though the
web portal, in paper form via mail or fax, and telephonically. However, providers only account for 29% of the
total NOPs submitted.
There is strong evidence to support a direct link between a NOP submission and better birth outcomes for
Medicaid patients. Centene Corporation, the parent company of Peach State Health Plan, conducted a study
from 2012-2016 with 16 Medicaid plans which included 600,000 births. The members with a NOP submission
in the first 2 trimesters had significantly higher birth weights as well as an associated reduction in delivery costs,
NICU costs, and cost for care in the first 3 months after birth.
Peach State Health Plan also conducted research in 2017 that studied 14,000 births in which 62% of the births
had NOPs. The NOP population had a 29% lower rate of Low Birth Weight (LBW) deliveries, with a LBW rate
of 10.07% as compared to the group that did not have a NOP group which resulted in a rate of 13.03%. The
costs for the population with a NOP were reduced by 16%.
The data analysis confirmed that members with NOPs delivered babies that were larger, healthier, and
required less time in the NICU. The key difference was that earlier health plan notification leads to earlier care
management interventions including Peach State Health Plan’s Start Smart for Your Baby program.
Please make submission of a NOP a routine and a priority for all newly pregnant first visit Medicaid patients.
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Physicians’ Alliance
of America

Physicians’ Alliance
of America

Physicians’
Savings
for Physicians’ Alliance

Physicians’ Alliance
of America

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

Physicians’ Alliance
of America

of America
LILETTA

1.866.348.9780
Physall.com

1.855.LILETTA (1.855.545.3882)
LILETTAHCP.com

®

© 2017 Allergan. All rights reserved.
Allergan® and its design are trademarks of Allergan, Inc.
Medicines360® and its design are registered trademarks of Medicines360.
LILETTA® and its design are registered trademarks of Odyssea Pharma SPRL, an Allergan affiliate.
All other trademarks are the property of their respective owners.
LLT106310
03/17

Physicians’ Alliance
®

of America

Victoria Green, MD, receives appreciation for her years of service as
ACOG Georgia Section Chair at ACOG 2018 District IV conference

GCMB to begin disciplining
physicians who haven’t
registered with PDMP

T

he Georgia Composite Medical
Board (GCMB) says that beginning
this week it will take disciplinary
action against prescribing physicians
who have failed to
register with the
Georgia Prescription
Drug Monitoring
Program (PDMP).
The Georgia
PDMP requirements
went into effect
on July 1, which
means that every
prescriber who
has a DEA number
is now required to check the PDMP
before they prescribe opiates or cocaine
derivatives that are listed as Schedule II
drugs or benzodiazepines.

State law allows prescribers to
delegate their authority to check the
PDMP to up to two staff members.
According to the Georgia Department
of Public Health (DPH),
delegates may “only use
PDMP data for the purpose
of providing medical care
or to inform the prescriber
of a patient’s potential
use, misuse, abuse or
underutilization of a
prescribed medication.”
PDMP delegates must be
1) a licensed dentist, dental
hygienist, optometrist,
physician, physician’s assistant or
podiatrist (under Title 43 of the state
code) or 2) a licensed pharmacist or
pharmacist intern or registered as a

pharmacist technician (under Title 26 of
the state code) or they must 3) complete
the following…
• Pass the online “Georgia Prescription
Drug Monitoring Database:
Understanding Your Responsibilities”
training course with a score of at least 70
• Receive instruction on the prescriber or
dispenser’s PDMP security policy
• Sign a DPH ‘responsibility statement’
that must be placed in the delegate’s
personnel file
It is also worth noting that individuals
who have been convicted (i.e., pleaded
guilty or nolo contendere) of any
criminal offense involving illegal drug
use, possession, trafficking or sale is not
eligible to serve as a PDMP delegate.
However, individuals who have been
exonerated (i.e., they were discharged
pursuant to Title 42, Chapter 8, Article
3 of the state code or pardoned) are
eligible to serve as a PDMP delegate.
Call 404.463.1517 with questions
related to PDMP registration.
Visit https://t.e2ma.net/click/sjev2/
sn564y/cnudlg for details on Georgia
PDMP registration
Visit https://t.e2ma.net/click/sjev2/
sn564y/87vdlg for Georgia PDMP
‘Understanding Your Responsibilities’
training course and responsibility statement
Visit https://t.e2ma.net/click/sjev2/
sn564y/o0wdlg for Georgia PDMP summary
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Importance of providing standardized management of
hypertension in pregnancy Continued from pg 2
to pregnancy, but this rarely occurs. At
the initial encounter, the patient should
be informed of risks associated with
chronic hypertension, as well as receive
education on the signs and symptoms of
preeclampsia. Obtain a thorough history—
not only to evaluate for secondary causes
of hypertension or end-organ involvement
(eg, kidney disease), but to identify
comorbidities (such as pregestational
diabetes mellitus). The patient should
be instructed to immediately discontinue
any teratogenic medication (such as an
angiotensin-converting enzyme inhibitor
or angiotensin-receptor blocker).
Routine laboratory evaluation
Testing should comprise a chemistry
panel to evaluate serum creatinine,
electrolytes, and liver enzymes. A
24-hour urine collection for protein
excretion and creatinine clearance
or a urine protein–creatinine ratio
should be obtained to record baseline
kidney function.4 (Such testing is
important, given that new-onset or
worsening proteinuria is a manifestation
of superimposed preeclampsia.)
All pregnant patients with chronic
hypertension also should have a
complete blood count, including a
platelet count, and an early screen for
gestational diabetes.

Depending on what information is
obtained from the history and physical
examination, renal ultrasonography and
any of several laboratory tests can be
ordered, including thyroid function, an
SLE panel, and vanillylmandelic acid/
metanephrines. If the patient has a
history of severe hypertension for greater
than 5 years, is older than 40 years,
or has cardiac symptoms, baseline
electrocardio-graphy or echocardiography,
or both, are recommended.
Clinical manifestations of chronic
hypertension during pregnancy
include5:
• in the mother: accelerated
hypertension, with resulting targetorgan damage involving heart, brain,
and kidneys
• in the fetus: placental abruption,
preterm birth, fetal growth restriction,
and fetal death.
What should treatment seek
to accomplish?
The goal of antihypertensive medication
during pregnancy is to reduce maternal
risk of stroke, congestive heart failure,
renal failure, and severe hypertension.
No convincing evidence exists that
antihypertensive medications decrease
the incidence of superimposed

preeclampsia, preterm birth, placental
abruption, or perinatal death.
According to the American College
of Obstetricians and Gynecologists
(ACOG), antihypertensive medication
is notindicated in patients with
uncomplicated chronic hypertension
unless systolic BP is ≥ 160 mm Hg or
diastolic BP is ≥ 105 mm Hg.3 The goal
is to maintain systolic BP at 120–160
mm Hg and diastolic BP at 80–105 mm
Hg. The National Institute for Health
and Care Excellence recommends
treatment of hypertension when systolic
BP is ≥150 mm Hg or diastolic BP
is ≥ 100 mm Hg.6 In patients with endorgan disease (chronic renal or cardiac
disease) ACOG recommends treatment
with an antihypertensive when systolic
BP is >140 mm Hg or diastolic BP is
>90 mm Hg.
First-line antihypertensives
consideredsafe during pregnancy
are methyldopa, labetalol, and
nifedipine. Thiazide diuretics, although
considered second-line agents, may
be used during pregnancy—especially
if BP is adequately controlled prior
to pregnancy. Again, angiotensinconverting enzyme inhibitors and
angiotensin-receptor blockers are
contraindicated during pregnancy
(TABLE 1).3

TABLE 1 Oral antihypertensive therapy in pregnancy3
Drug (brand names)*
Labetalol (Normodyne, Trandate)

Dosage
200–2,400 mg/d orally in 2 or 3 divided doses

Comments
• Well tolerated
• Potential bronchoco nstrictlve effects
• Avoid In patients with asthma and
congestive heart failure

Nifedipine (Adalat, Afeditab, Nifediac,
Procardla)

30–120 mg/d orally
(use slow-release preparation)

• Do not use sublingual form

Methyldopa (Aldomet)

0.5–3 g/d orally In 2 or 3 divided doses

• Childhood safety data to 7 years of age
• Might not be as effective In controlling
severe hypertension

Thiazide diuretics (Diuril; Enduron,
Esldrlx, Lozol, Mierezide, Mykrox,
Zaroxolyn)
Angiotensin-converting enzyme
Inhibitors and angiotensln-receptor
blockers

Varies by agent

• Second -line agents

• Associated with fetal anomalies
• Contraindicated In pregnancy and
preconception period

*Not an exhaustive list.

To read the remainder of the article, visit https://www.mdedge.com/obgyn/article/173954/
obstetrics/importance-providing-standardized-management-hypertension-pregnancy/page/0/1.
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17-Hydroxyprogesterone caproate (17OHP-C)
coverage among eligible women in middle Georgia
Ashley A. Hunsuck, MD; Padmashree C. Woodham, MD

P

reterm 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, 4
The strongest risk factor of PTB is a
prior preterm birth.1, 4 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
17-Hydroxyprogesterone caproate
(17OHP-C) reduced the risk of recurrent
PTB by 34%.3 Injections started
between 16.0 - 20.6 weeks and were
administered weekly through delivery
or 37 weeks’ gestation. The American
College of Obstetricians and Gynecologists
(ACOG) and the Society for MaternalFetal Medicine have endorsed the use of
17OHP-C in eligible women.1, 3
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.
Therefore, we conducted a retrospective
cohort analysis investigating 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
17OHP-C.
Patients who
received 17OHP-C was defined as those
with documentation of ≥ 1 injection.
This investigation revealed that 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 17OHP-C. Only 22 (42%) of the 52
eligible women received ≥ 1 injection of
17OHP-C. In multivariable analysis; later
presentation for prenatal care and transfer
of prenatal care to the ObGyn resident
clinic was associated with failed coverage.
Even with a broad definition of
coverage, only 42% of eligible women
received ≥ 1 dose of the medication.
With history of preterm birth being the
greatest risk factor and the current efforts
in improvement of 17OHP-C accessibility,
it poses the question: Why are the
majority of women not receiving the
recommended treatment?
Though the majority of failed coverage
was limited to no prenatal care or
presentation at a later gestational age,
many transfer of care women were simply
not offered 17OHP-C by their primary
OB. Despite the fact that manufacturer
representatives are promoting this
product, which is one way to educate
providers, personally reaching out to rural
areas of middle Georgia could only benefit.
Prior studies have explored if the type
of insurance correlates to failed coverage.
This study showed that obstacles
occurred equally among the different
insurance types. Gaining insurance
approval has been frustrating and labor
intensive in our resident clinic. We work
with manufacturer representatives who
attempt to make the process as easy
as possible, however a different form is

required for different types of insurances
and multiple forms must be completed
by a provider and signed by the patient
to be valid. The forms are timeconsuming and must be completed at the
time of visit since the patient’s signature
is required. If everything is correctly
filed, it typically takes 1-2 weeks for
insurance approval and another week for
the patient to receive the medication.
This becomes an issue if patients
present after the first trimester, as they
may be >20.6 weeks' gestation by the
time they receive their first injection of
17OHP-C. Insurance companies also
decline coverage for women who will be
>20.6 weeks' gestation by time of first
injections or if documentation is not clear
regarding indication.
It is clear that coverage of 17OHP-C to
eligible women is poor in middle Georgia.
Improvement of insurance approval
can only aid in patients receiving the
medication at the earlier gestational
age of 16 weeks' and decrease patients
missing doses. Ultimately, we hope
this study encourages further efforts
to continue to educate both primary
OB providers and patients themselves.
This endeavor will subsequently insure
requesting, receiving, and administering
17OHP-C as early as 16 weeks’
gestation, thus improving preterm birth
rates in middle Georgia.
_________________
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