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Uphill 
Momentum
Chadburn	Ray,	MD,	FACOG

It	is	such	an	honor	to	serve	as	president	
of the GOGS for 2018-19.  Representing 
the	women	in	Georgia	and	the	interests	of	

the	nearly	900	active	members	of	the	society	
is	humbling,	creating	great	challenges	and	
great	opportunities.		The	hard	work	of	the	
GOGS	leadership	in	the	year	preceding	my	
term	is	commendable	and	fruitful	on	many	
avenues.		I	want	my	time	as	president	
defined	by	momentum	(mo·men·tum:	
noun:	moving	forward	by	virtue	of	mass	
and	velocity).		Growing	the	membership	
(mass) of the society to give us a larger, 
stronger	voice	for	advocacy	on	a	broad	scale	
is a major focus of mine.  Also, nurturing 
the	ongoing	advocacy	projects	with	our	
statewide	partners	to	move	the	needle	on	
women’s health metrics is a critical effort, 
swiftly	(velocity)	in	an	uphill	battle.			
 First, I think I speak for all of us when I 
say	how	proud	I	am	of	the	work	being	done	
to	prevent	maternal	deaths	in	Georgia.		
Focusing	on	the	evidence	for	maternal	
mortality,	not	the	optics	often	portrayed	in	
the	media,	must	be	paramount.		Roughly	700	
women	die	in	childbirth	annually	in	the	United	

States,	approximately	half	are	preventable.		
The Georgia Maternal Mortality Review 
Committee	is	vital	for	accurately	identifying	
pregnancy-related	deaths	and	understanding	
factors	contributing	to	each	death	in	our	
state.  Working closely with the Centers 
for	Disease	Control	and	Prevention,	the	GA	
MMRC	makes	recommendations	to	address	
these	contributing	factors	to	positively	
impact	future	outcomes.		The	3rd	Maternal	
Mortality	Review	Case	Update	is	scheduled	
for	publication	at	the	beginning	of	February	
2019,	which	will	be	a	review	of	2014	case	
data.		Case	review	for	2015	continues	in	
earnest,	and	hopefully,	the	committee	will	be	
able	to	expand	its	capacity	to	review	more	
cases in the coming year.
 In partnership with the Georgia 
Department	of	Public	Health	and	Georgia	
Perinatal	Quality	Collaborative,	the	GOGS	
is	working	diligently	to	implement	the	
AIM	hemorrhage	bundle	in	16	rural	labor	
and	delivery	units.		Training,	including	the	
implementation of protocol for management 
of	maternal	hemorrhage,	is	underway	in	
an	effort	save	mothers	from	this	significant	
source	of	morbidity	and	mortality,	largely	
preventable.		We	are	already	looking	forward	
to	planning	for	the	AIM	hypertension	bundle	
in the next year.  Focusing on these high 
impact,	preventable	factors	contributing	

to	maternal	morbidity/mortality	is	most	
important.  Other focus areas for 2019 will 
include	maternal	mental	health	and	maternal	
levels of care.
	 This	year	will	bring	a	new	gubernatorial	
administration	and	new	term	for	the	
lieutenant	governor	–	the	first	time	Georgia	
has	had	a	new	Governor	and	Lt.	Governor	
since 2007.  Our GynPAC was very active 
during	the	election	season.		I	strongly	
encourage	every	member	to	donate	to	
the	GynPAC.		These	funds	are	extremely	
important to maintain our momentum with 
respect to health policy.  Just in the last few 
years,	the	GOGS	lobby	has	been	fundamental	
in	increasing	Medicaid	reimbursement,	
expanding	resident	education,	and	
advocating	broadly	for	women’s	reproductive	
rights.		The	dollars	spent	in	support	of	the	
society	and	lobby	efforts	offer	a	rich	return	
on investment!  
	 I	remain	very	concerned	about	the	
ongoing	problem	of	access	to	healthcare	
for our patients.  Eighty Georgia counties 
now – up from 79 as recently as April 
2018	when	Fannin	County	closed	its	
labor	and	delivery	unit	–	do	not	have	an	
obstetrician/gynecologist.		This	fact	stuns	
and	saddens	me	as	I	think	about	all	of	the	
women who go without preventative health 
exams, antenatal care, cancer screenings, 
tobacco	cessation	counseling,	hypertension	
management,	diabetes	education,	and	
so on.  The fact that overall health, 
especially	in	rural	GA,	is	in	decline	certainly	
contributes	to	our	poor	metrics	for	maternal	
and	infant	health	overall.		Unfortunately,	the	
solution	is	more	complicated	than	simply	
addressing	a	single	source,	increasing	
providers	or	putting	funds	into	rural	
hospitals	to	avoid	closures.		There	must	a	
concerted	effort	to	approach	this	issue	from	
all	sides,	incentivizing	providers	working	in	
rural areas, maintaining those precious few 
hospitals	that	remain,	and	changing	the	
model	in	which	we	provide	care	and	educate	
those	outside	of	our	largest	cities.		
	 Lastly,	I	applaud	the	efforts	of	our	
executive	director	and	staff	for	their	collective	
efforts	making	my	time	as	president	also	
fruitful.		Whether	lobbying	for	women’s	
health	policy,	managing	the	day-to-day	
activities	of	the	society,	coordinating	maternal	
mortality review, improving perinatal quality, 
or	speaking	to	resident	physicians	about	the	
benefits	of	being	engaged	in	the	GOGS,	the	
GOGS staff is always thinking of new ways 
to	advocate	for	all	of	us,	the	women’s	health	
providers	across	Georgia.		I	approach	this	
year	with	the	momentum	granted	by	my	
predecessors.		My	engagement	in	the	GOGS	
is a major source of career satisfaction; I 
wish the same for you.  Please reach out if I 
can	be	of	service	to	you.



Survey:	Doctors	Conflicted	
but	Patients	Still	Top	Concern

Bill Fleming
Chief Operating Officer, 
The Doctors Company

Physicians	are	concerned	about 
the	quality	of	care	they	provide 
 to patients—that is, after all, the 

reason they chose the profession. 
But	physicians	today	report	being	so	
disappointed	with	the	present	state	of	
medical	practice,	that	7	out	of	10	say	
they	cannot	recommend	the	
profession	to	their	children	
or	other	family	members.			
 That’s the message 
from the 2018 Future of 
Healthcare survey, featuring responses 
and	comments	from	more	than	3,400	
physicians	nationwide.	Conducted	by	
The Doctors Company, the nation’s 
largest	physician-owned	medical	
malpractice insurer, the survey reveals 
a	complicated	picture	about	the	
attitudes	of	physicians	towards	the	
state of healthcare. 
	 The	survey	results	indicate	that	in	
the	future,	healthcare	will	likely	be	
much	different	than	what	providers	and	

patients	are	accustomed	to	today.	The	
number	of	physicians	may	continue	
to	decrease,	with	fewer	entering	
the	profession	and	many	practicing	
physicians	retiring	in	the	next	five	
years. Patients may no longer see a 
physician	for	non-critical	conditions,	
as	advanced	practice	providers	such	
as	nurse	practitioners	and	physician	
assistants	will	likely	fill	the	gap.	And	
while	practice	consolidation	appears	to	
have	slowed,	evolving	technologies	and	
reimbursement	models	are	viewed	as	
encumbrances	to	the	most	important	
reason	doctors	practice	medicine:	
caring for patients.
 Here are some of the most relevant 
findings:
•	54%	believe	current	electronic	health	
record	(EHR)	technology	is	having	
a	negative	impact	on	the	physician/
patient relationship.

•	62%	say	they	don’t	plan	to	change	
practice	models	within	the	next	five	
years. 

• 54% contemplate retirement 
within	five	years	due	to	changes	in	
healthcare.

	 And	physicians	were	clear	in	their	
comments.	“If	I	had	to	start	today,	
I	would	choose	another	field	of	
endeavor,”	said	one.	Another	opined,	

“We	love	what	we	do,	but…we	need	
to	restore	the	dignity	back	to	the	
physician-patient	relationship.”	While	
many	say	they	are	disheartened	with	
medicine,	it	gives	us	hope	that	the	
unique passion physicians possess for 
patient care remains. As one California 

surgeon	noted:	“There	is	no	other	
life	I	would	choose,	regardless	of	
compensation	or	regulation.”
 Despite the cautionary notes these 
results strike for the future, they 
still give some reason for optimism. 
Younger	doctors	shared	a	more	positive	
perspective of EHRs. Moreover, after 
a	period	of	relative	flux	in	practice	
models,	doctors	now	anticipate	that	
their	practice	settings	will	stabilize	
over	the	next	five	years.	The	vast	

majority say they 
will not change 
practice	models	in	
the near future. 
This structural 
solidification	may	
give patients more 

reassurance	and	predictability	when	it	
comes to their healthcare experiences. 
	 What	can	be	done	to	reverse	some	
of	the	disenchantment?	Based	on	
the responses to this survey, we 
need	to	think	long-term.	Physician	
disenchantment	may	ultimately	change	
the face of healthcare as we know it. As 
it	stands	today,	by	2020	we	will	already	

reach a tipping point, with more primary 
care	physicians	retiring	than	graduating	
from	primary	care	residencies	across	
the	US.	From	this	alone,	we	can	predict	
a reshaping of services, with physician 
assistants	and	nurse	practitioners	
composing more of the family practice 
workforce. 
	 The	medical	profession	is	emerging	
from	a	period	of	uncertainty.	The	use	
of	EHRs	is	finally	becoming	familiar,	if	
not	popular.	And	though	new	business	
structures	and	pricing	methods	might	
not	be	second	nature,	the	challenges	
are	at	least	better	understood.	To	help	
advance	the	practice	of	good	medicine,	
surveys like the Future of Healthcare 
are	instructive	and	vital.	Doctors	
deserve	a	loud	voice	in	the	healthcare	
debate,	so	that	quality	care	and	the	
doctor-patient	relationship	are	the	
cornerstone	of	every	decision.	

“The Federal government should leave 
the practice of medicine to physicians. 
The increased regulatory demands of 
value-based medicine are overwhelming.”

“I have moved to direct care; take 
no insurance or government funds. 
I work for the patient.”
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In Memoriam: 
LueLLa KLein, MD

L uella Klein, MD, the first female 
 president of the GOGS and ACOG, passed 
    away on January 14, 2019.  Dr. Klein was 

a true champion for women’s health in Georgia, and 
a trailblazer for women in medicine during her career 
in medicine that spanned six decades.  Not only was 
she the first president of ACOG and the state society, 
but also the first female chair of the Gynecology 
and Obstetrics Department at Emory after her 
appointment to the position in March 1986.  
 Dr. Klein’s sub-specialty in maternal-fetal medicine 
served as the foundation for her work as the Director 
of the Maternal and Infant Care Project located 

at Grady Memorial Hospital. Throughout career, 
Dr. Klein championed equality in health care for 
adolescent, low-income, incarcerated, women of color; 
women with disabilities; women with HIV; and other 
underserved populations.
 Dr. Klein continued her high standards for 
excellence in her professional career. Dr. Klein was 
a Charles Howard Candler Professor, a recipient of 
the Emory School of Medicine Alumni Association’s 
Arnall Patz Lifetime Achievement Award and received 
the Mary Lynn Morgan Award from The Center for 
Women at Emory.  The annual Lifetime Achievement 
Award given by ACOG is named in her honor.

Second	Trimester	Evaluation	of	Cervical	Length	 
for	Prediction	of	Spontaneous	Preterm	Birth…  
The Time Has Come! 
Daniel P. Eller, MD, Medical Director, Maternal Fetal Diagnostic Center/MEDNAX

Preterm Birth

According	to	the	Institute	of	Medicine 
		report	in	2006	the	cost	is	$26	billion 
			per	year,	$51,600	per	infant	born	

preterm.  Approximately 12.5% of all US 
births	in	2004	were	preterm,	9.6%	in	
2014,	but	unfortunately	it	is	beginning	to	
increase again.
	 There	has	been	a	30%	increase	
since	1981.		Although	we	have	enjoyed	
significant	improvements	in	treating	
infants	born	preterm	and	improving	
survival,	little	success	has	been	attained	
in	understanding	and	preventing	preterm	
birth.		Spontaneous	preterm	birth	accounts	
for	two	thirds	of	all	preterm	deliveries.

Rationale For Measuring  
Cervical Length
	 Cervical	shortening	is	one	of	the	first	
steps	in	the	processes	leading	to	labor	and	
can	precede	labor	by	several	weeks.		A	
decrease	in	cervical	length	in	the	second	
trimester	is	predictive	of	spontaneous	
preterm	birth.		The	highest	risk	is	in	
women	with	relatively	substantial	cervical	
shortening.		Effacement	begins	from	
the	internal	os	giving	ultrasound	the	
advantage	over	physical	examination.		
Vaginal	progesterone	can	reduce	the	risk	
of	spontaneous	preterm	birth.
	 In	a	2016	systematic	review	and	meta-
analysis	of	randomized	trials,	vaginal	
progesterone treatment of women with 
short	cervix	reduced	frequency	of	preterm	
birth	less	than	34	weeks	by	37%	and	
reduced	composite	neonatal	morbidity	
and	mortality	by	41%.		Cervical	length	
screening	and	intervention	can	be	cost	
effective	even	though	most	women	do	not	
have a short cervix.  Approximately 30% 
of	women	with	short	cervix	will	deliver	
before	35	weeks	without	intervention.		Cost	
effectiveness	analysis	has	suggested	TVUS	
for	cervical	length	can	reduce	cost.1 
	 Cervical	length	tends	to	be	stable	
between	14	and	28	weeks	gestation	and	is	
normally	distributed.			In	the	distribution	
of cervical length at 20 weeks without 
prior	spontaneous	preterm	birth:		15	mm–
0.5th percentile, 20 mm–1st percentile,, 
25	mm–2nd	to	3rd	percentile.2

	 After	28-32	weeks	a	gradual	decline	in	
cervical	length	is	normal.		Median	cervical	
length is 30mm after 32 weeks versus 
35mm	at	22-32	weeks	and	40	mm	prior	to	
22	weeks..		This	is	not	significantly	affected	
by	parity,	race/ethnicity,	maternal	height.

Diagnosis of short cervix
 Less than 25 mm at 16-24 weeks 
gestation	s	considered	short.		There	is	no	
threshold	below	which	all	patients	deliver	
remote	from	term.		One	study	showed	
25%	of	women	with	no	measurable	cervix	
at	14-28	weeks	delivered	at	later	than	32	
weeks.		In	another	study	where	providers	
were	blinded	to	cervical	length	at	24	weeks,	

82% of women with cervical length less than 
25	mm	and	50%	less	than	13	mm	delivered	
at greater than or equal to 35 weeks.

Universal versus selective cervical 
length screening
	 In	a	large	study	in	which	universal	length	
screening	was	introduced	in	singletons	without	
previous	spontaneous	preterm	birth,	there	
was	a	significant	decrease	in	the	frequency	of	
spontaneous	preterm	birth	less	than	37	weeks	
with	adjusted	odds	ratio	of	0.81,	less	than	34	
weeks	adjusted	odds	ratio	0.78,	and	less	than	
32	weeks	adjusted	odds	ratio	0.76.
 Restricting screening to those with 
historical	risk	factors	would	miss	40%	of	
women	with	a	short	cervix.		The	number	
needed	to	prevent	preterm	birth	is	estimated	
at 913 with universal screening versus 
474 in which only women with at least one 
risk	factor	were	screened	and	125	with	
2 risk factors.  Patients with a history of 
previous	indicated	preterm	birth	were	also	at	
increased	risk	for	spontaneous	preterm	birth.

Recommendations from national and 
international organizations3

	 Routine	screening	is	indicated	between	16	
and	24	weeks	for	women	with	a	singleton	
pregnancy	and	prior	spontaneous	preterm	
birth.		Screening	is	reasonable	for	women	
with	no	history	of	prior	preterm	birth.		
Routine	screening	is	not	recommend	
in women with a cerclage, preterm 
premature	rupture	of	the	membranes,	or	
placenta previa.  Routine screening is not 
recommended	for	women	with	multiple	
gestations, however a 2017 meta-analysis 
suggested	possible	benefit.
	 ACOG	in	a	practice	bulletin	did	not	
recommend	for	or	against	universal	
screening.4

	 Cervical	length	is	recommended	for	all	
women 19-23+6 weeks gestation with 
transvaginal	ultrasound.			Women	with	
cervical length less than or equal to 25 mm 
should	be	treated	with	vaginal	progesterone.5

Test performance
	 Positive	predictive	value	is	roughly	35-
45%	in	the	absence	of	intervention,	higher	
when cervical length of less than 15 mm 
is	used,	70%	in	women	with	early	and/or	
repeated	spontaneous	preterm	births.
 Cervical length in non-pregnant women 
is	not	useful	for	predicting	spontaneous	
preterm	delivery.

Clinical approach
	 Routine	transvaginal	ultrasound	should	
be	considered	at	approximately	20	
weeks gestation (18-24 weeks).  Vaginal 
progesterone	can	be	used	in	those	less	
than or equal to 25 mm, with no history of 
preterm	delivery.		With	a	history	of	previous	
preterm	delivery	cerclage	is	recommended	
with cervical length less than or equal 
to	25	mm,	although	recent	evidence	

suggests	vaginal	progesterone	may	be	as	
effective	in	this	setting.		Bedrest	does	not	
prolong pregnancy in the setting of cervical 
shortening.  Cervical length measurements 
after	30	weeks	are	not	useful	for	predicting	
spontaneous	preterm	birth.

Technique
	 The	patient	should	have	an	empty	
bladder.		The	transducer	is	gently	inserted	
into the anterior fornix until the cervix is 
visualized	well,	avoiding	excessive	pressure	
on the anterior cervical lip.  The area of 
interest	is	enlarged	to	at	least	one	half	of	
the	ultrasound	screen	and	oriented	so	that	
cephalad	is	to	the	left	of	the	screen.
	 Fetal	membranes	within	the	cervical	canal	
or	beyond	the	cervix	should	be	noted,	if	
present.		The	internal	os	is	located	usually	
just	below	the	lowest	edge	of	the	empty	
maternal	bladder.		The	entire	cervical	canal	
should	be	in	view.		Next,	withdraw	the	probe	
until	the	image	blurs,	then	reapply	only	
enough pressure to restore the image.
	 The	closed	portion	of	the	cervix	is	then	
measured.		A	curved	cervical	canal	suggests	
normal	length.		Check	3	measurements	and	
choose	the	“shortest	best.”		Fundal	pressure	can	
be	considered	if	there	is	concern	for	a	“dynamic”	
cervix, then use the shortest measurement.
	 A	large	metaanalysis	(AJOG,	Feb	
2018,	Romero,	et	al.)	concluded	vaginal	
progesterone	decreases	the	risk	of	preterm	
birth	and	improves	perinatal	outcomes	in	
singleton	gestations	with	a	mid-trimester	
sonographic short cervix, without any 
demonstrable	deleterious	effects	on	childhood	
neurodevelopment.		In	an	editorial	in	the	
same	issue	by	Dr.	Stuart	Campbell	was	
entitled	“Prevention	of	spontaneous	preterm	
birth:	Universal	cervical	length	assessment	
and	vaginal	progesterone	in	women	with	short	
cervix:	Time	for	action!”
 I could not agree more!
_____________
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SAVE THE DATE 
April 25-26, 2019 

Georgia Perinatal Quality Collaborative 
2nd Annual Meeting 

DoubleTree Atlanta Perimeter Dunwoody 
Atlanta, GA 

Agenda and registration information to follow. 

For more info: Visit www.georgiapqc.org or email info@georgiapqc.org 
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Georgia OBGyn 
Foundation	Ramping	Up	

for a Big Year

The Georgia OBGyn 
Foundation	was	
founded	in	2015	

with the mission to 
strengthen	the	health	and	
wellbeing	of	women	by	
providing	collaborative	
solutions	for	obstetrical	
&	gynecological	needs.		
Since	that	time,	a	board	
has	been	assembled	
and	we	have	recently	completed	a	strategic	planning	
process	led	by	the	Georgia	Center	for	Nonprofits.		The	
Foundation	has	set	an	ambitious	goal	of	raising	$300,000	
over the next three years while raising awareness of our 
mission,	supporting	perinatal	quality	improvement	and	
moving	boldly	to	secure	our	operational	and	administrative	
mechanisms.		We	will	be	holding	a	series	of	events	in	the	
next	few	years	that	you	will	hear	about,	so	please	plan	to	
attend	if	you	are	available!	Of	course,	we	cannot	do	this	
without	your	support.		This	Foundation	was	created	by	OB/
GYN	physicians	to	support	our	work	and	secure	the	future	
of women’s health in Georgia.  It will take all of us working 
together	to	achieve	what	we	all	know	our	patients	deserve.		

Legislative	Update
Andrew	A.	Toledo,	MD,	Legislative Committee Chair

After	a	long	and	grueling	election 
 season, the 2019 General 
		Assembly	is	in	full	swing	and	the	

Georgia	OBGyn	Society	is	advocating	at	
the	Capitol	on	behalf	of	its	members	and	
our	patients.	This	session	marks	the	first	
time	in	12	years	that	there	has	been	a	
new	Governor	and	Lieutenant	Governor	
beginning	their	terms	at	the	same	
time.		In	addition,	there	are	44	first-
year	members	
out of 236 
total	members	
combined	in	
the	House	and	
the Senate, so 
there are plenty 
of opportunities 
to	educate	new	
members	and	
staff	members	
about	the	GOGS.		
 A new session, 
especially when 
there is a new Governor, is a great time 
for OBGyns to make sure they know 
their	elected	officials.		If	you	don’t	know	
who represents you at the Capitol, 
please	visit	https://openstates.org/ga/
legislators/	and	reach	out	to	him	or	her!	

Let	them	know	you	are	a	constituent	and	
you want them to know what concerns 
you	as	a	physician.		If	you	need	any	help	
contacting	your	elected	official,	please	
contact	the	GOGS	office.		
	 This	session,	GOGS	will	be	advocating	
for	increased	funding	to	review	
maternal	death	records,	continuation	of	
OBGyn	residency	funding	and	funds	to	
operationalize	the	perinatal	levels	of	care	

program that 
GOGS successfully 
advocated	for	
during	the	2018	
General	Assembly.		
One issue that 
continues to 
plague our 
profession is 
access to care 
in rural areas.  
However, we are 
hopeful that this 
administration	

will	take	strong	steps	to	address	that	as	
Governor	Kemp	stated	the	number	of	
counties without an OBGyn in the State of 
the	State	Address	in	January.		In	addition,	
GOGS	will	be	monitoring	the	action	under	
the	Gold	Dome	each	day	to	ensure	your	

interests 
remain top 
of	mind	at	
the Georgia 
General 
Assembly.	
 
GynPAC 
Update:
As	I	mentioned,	the	election	season	
was	very	long,	and	GynPAC	fully	
participated.		That	said,	GynPAC	will	
be	undergoing	several	changes	before	
the	2020	election	to	include	ways	
for	candidates	for	office	to	request	
support	from	GynPAC	and	ways	for	
GynPAC	contributors	to	request	funds	
from	GynPAC	to	a	specific	candidate.		
So,	your	contribution	to	GynPAC	will	
mean much more as you will have an 
opportunity to request how GynPAC 
funds	are	directed.		Please	contribute	
to GynPAC when you renew your GOGS 
membership	so	the	OBGyn	Society	can	
continue	to	support	candidates	who	
support GOGS.
	 Thank	you	for	your	support	and	
engagement with GOGS.  We have 
a	long	way	to	go	but	we	are	making	
huge progress!         
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Opiods	In	Pregnancy
Alan	Mozes,	HealthDay Reporter, Tuesday, Nov. 20, 2018 (HealthDay News)

As	the	U.S.	opioid	epidemic	rages 
	unchecked,	new	research	shows 
		that	pregnancy-related	deaths	

due	to	opioid	misuse	more	than	
doubled	between	2007	and	2016.
	 Deaths	during	or	soon	after	
pregnancy	rose	34	percent	during	that	
time,	and	the	percentage	involving	
heroin, fentanyl or prescription 
painkillers	(such	as	OxyContin)	jumped	
from 4 percent to 10 percent, the 
researchers	said.
	 The	findings	“largely	confirmed	our	
suspicions,”	said	study	lead	author	
Alison Gemmill, of Stony Brook 
University in New York.
	 “We	know	that	opioid-related	mortality	
has	increased	among	all	reproductive-
aged	women,”	Gemmill	said.	It’s	also	
known	that	the	number	of	babies	
suffering	from	neonatal	abstinence	
syndrome	–	because	of	opioid	use	during	
pregnancy	–	has	increased	dramatically	
in	recent	years,	she	added.
 “Our research points to yet another 
spill-over	effect	of	these	broader	trends	
of	the	opioid	crisis,”	added	Gemmill,	an	
assistant professor of family, population 
and	preventive	medicine.	The	analysis	
looked	at	the	U.S.	National	Vital	
Statistics	System’s	death	certificate	
data	for	women	aged	15	to	49.	The	

researchers	focused	on	deaths	across	
22	states	and	Washington,	D.C.,	that	
occurred	during	pregnancy	and	up	to	
one year post-pregnancy.
	 The	study	team	found	that	even	
though white women are less likely to 
die	from	any	cause	while	pregnant,	they	
are	more	likely	than	blacks	or	Hispanics	
to	die	because	of	opioids.	“We	think	this	
is	because	what	we’re	seeing	mirrors	
broader	race-specific	trends	of	the	
epidemic,”	said	Gemmill.
	 She	pointed	to	research	conducted	
by	her	co-authors	that	found	that	
between	the	mid-1990s	and	2010,	
“the	opioid	epidemic	expanded	quickly	
within the white population, while 
opioid	mortality	remained	stable	in	the	
black	population.”	The	vast	majority	of	
opioid-related	deaths	in	the	study	group	
(70	percent)	occurred	either	during	
pregnancy	or	within	42	days	after	
terminating	a	pregnancy,	according	to	
the new report.
	 Also,	the	underlying	class	of	drugs	
implicated	in	a	pregnant	woman’s	death	
shifted	over	the	decade,	with	fewer	
fatalities	involving	methadone.
 By 2016, nearly 80 percent of these 
deaths	involved	either	heroin	or	a	
synthetic	opioid	such	as	fentanyl.	This	
figure	was	less	than	20	percent	in	2007,	

the	study	authors	said.	Exactly	how	
these	women	died	–	whether	it	was	due	
to	overdosing,	for	instance	–	remained	
outside	the	scope	of	the	study.
	 But	because	pregnancy	typically	
entails	frequent	contact	between	a	
woman	and	her	health	care	providers,	
Gemmill	suggested	that	clinicians	have	
a great opportunity to intervene in the 
face	of	drug	abuse.
	 She	also	noted	that	a	substantial	
proportion	of	women	die	from	opioid	
use more than six weeks after giving 
birth.	This	“underlines	the	need	for	
specialized	strategies	that	address	the	
complex	needs	women	face	after	giving	
birth,”	she	said.	“This	is	a	difficult	task,”	
Gemmill	acknowledged,	“given	that	
many	women	do	not	even	attend	their	
recommended	postpartum	checkup.”
 Dr. Maria Small is an associate 
professor	of	obstetrics	and	gynecology	
at	Duke	University	Medical	Center	in	
Durham,	N.C.	“The	problem	needs	
a	policy-based	and	medical-based	
solution,”	said	Small.	Any	response	to	
the	growing	risk	will	need	to	go	beyond	
simply	addressing	each	woman’s	
immediate	medical	and	emergency	
needs,	she	suggested.	It	will	also	
require	clinicians	“with	knowledge	
of	how	to	treat	opioid	and	other	
substance	toxicities,”	Small	said.
	 Also	needed	are	treatment	programs	
that	enlist	loved	ones	and	the	
community	at	large,	Small	added.
	 The	findings	were	published	online	
recently in the American Journal of 
Obstetrics	and	Gynecology.

More Information
	 There’s	more	on	pregnancy	and	
opioid	use	at	the	U.S. National 
Institute on Drug Abuse.

SOURCES: Alison Gemmill, Ph.D., 
MPH,	assistant	professor,	department	
of	family,	population	and	preventive	
medicine	and	the	program	in	public	
health, Stony Brook University, Stony 
Brook, N.Y.; Maria J. Small, M.D., MPH, 
associate	professor	of	obstetrics	and	
gynecology	and	medicine,	division	
of	maternal-fetal	medicine,	Duke	
University	Medical	Center,	Durham,	
N.C.; Nov. 2, 2018, American Journal 
of Obstetrics and Gynecology, online
Last	Updated:	Nov	20,	2018
 Copyright ©2018 HealthDay. All 
rights	reserved.

Approximately 75 million women  
		in	the	United	States	are 
			reproductively-aged	and	among	

women	between	ages	15-44,	50%	
report	expecting	to	become	pregnant	
at least once in the near future.1  This 
is	a	tremendous	group	of	women	with	
whom	healthcare	providers	can	make	
an	impact	to	promote	the	health	and	
wellness	of	their	patients	and	future	
pregnancies. Pre-conceptual care allows 
providers	to	evaluate	a	person/couple’s	
risk	prior	to	pregnancy	in	order	to	
decrease	risk.		This	includes	the	inter-
pregnancy	time	period	as	well.		Goals	
are	to	optimize	a	women’s	health	and	
knowledge	before	conceiving	in	order	
to	eliminate	or	at	least	reduce	the	risk	
associated	with	pregnancy	and	for	her	
future	child.	Healthcare	providers	can	
screen for risks, counsel patients on 
what	they	can	do	to	reduce	or	eliminate	
those	risks	to	their	unborn	infant	and	
educate	regarding	optimal	health.		
In	one	study	only	18.4%	of	women	
reported	receiving	pre-pregnancy	
health counseling.2		A	new	paradigm	
must	be	utilized	to	encourage	the	use	
of	preconception	dialogue	at	each	
patient interaction. For example, the 
Oregon	Foundation	for	Reproductive	
Health promotes the One Key Question 
campaign	to	ask	each	reproductive	aged	
woman	at	each	encounter,	“Would	you	
like	to	get	pregnant	in	the	next	year?”3  
This	promotes	the	idea	that	pregnancies	
should	be	intended	and	planned.4  Her 
answer	then	drives	the	next	steps	
of the conversation.  If pregnancy is 
not	desired,	then	a	discussion	about	
prevention	and	contraception	that	is	
most	appropriate	for	her	is	needed.	
	 If	the	patient	desires	pregnancy,	then	
the	American	Academy	of	Pediatrics	
(AAP)	and	the	American	College	of	
Obstetrics	and	Gynecology	(ACOG)	
have	recommended	eight	areas	for	risk	
assessment.5  This allows the healthcare 
provider	to	review	with	a	patient	her	
risks	and	promote	a	conversation	to	
minimize	risks	for	her	future	pregnancy.		
A	primer	for	these	recommended	areas	
of risk assessment is as follows: 

Reproductive Awareness
•	Develop	a	“reproductive	life	plan”
	For	women	with	health	conditions	
which may negatively impact 
conception	and	pregnancy,	encourage	
attainable	life	changes	to	improve	
healthy	maternal	and	child	outcomes
	For	women	desiring	pregnancy	in	
the short term, encourage accurate 
recording	of	her	last	menstrual	
period	and	her	cycle	lengths

- Many free apps can track 
menstrual cycles.  Some examples 
are spotontracker.org from 
Planned	Parenthood,	Clue,	Eve	or	
Period	Tracker.		

	For	women	who	do	not	see	
pregnancy in the recent future, 
discuss	contraception.

Environmental Toxins and Teratogens
•	Assess	place	of	employment	and	any	
hobbies	which	may	lead	to	undesirable	
exposures
	Lead	is	a	neurotoxin	and	can	be	
found	in	paint,	certain	glazed	
pottery, water in certain areas of the 
country,	and	contaminated	soil6

-	 Maternal	blood	lead	levels	are	
not	routinely	recommended	to	be	
checked,	however,	should	be	obtained	
if a patient has a history suggestive of 
current	or	past	lead	exposure6

 If potential exposures are 
identified	then	consultation	with	
an	occupational	medicine	specialist	
may	help	in	risk	reduction

•	Consider	food	exposures
	Methylmercery	is	a	neurotoxin	found	
in	water	and	fish.	Fish	at	the	top	of	
the	food	chain	should	be	avoided	
where they have the highest levels 
of mercury.
-	 The	2017	list	of	fish	to	avoid	from	

the Environmental Protection 
Agency	(EPA)	includes	shark,	
swordfish,	marlin,	orange	roughy,	
bigeye	tuna	and	King	mackeral.7  

-	 Limit	servings	of	other	types	of	fish	
to 2-3 servings per week; the full 
list	of	“good	fish”	can	be	review	on	
the	EPA	website.7

Nutrition and Folic Acid
•	Encourage	400mcg	of	daily	folic	acid	

intake
 Starting supplementation at least 
three months prior to conception 
has	been	linked	to	lower	incidence	
of	neural	tube	defects.8 

•	Screen	for	iron	deficiency
•	Encourage	daily	multivitamin	

supplementation
	Daily	multivitamin	intake	provides	
protection	not	only	from	neural	tube	
defects,	but	reduces	incidence	of	limb	
defects,	orofacial	defects,	cardiac	
defects	and	other	anomalies.9 
	Calcium	and	essential	fatty	acids	such	
as	fish	oils	supplementation	can	be	
considered	but	evidence	has	yet	to	
show	improved	pregnancy	outcomes.		

•	Encourage	a	well-balanced	diet
	A	well-balanced,	nutritionally	dense	diet	
not	only	during	pregnancy	but	prior	to	
conception may improve pregnancy 

A Primer in Preconception Care
Allison	Mayhew,	MD	and	Jessica	C.	Arluck,	MD

Allison Mayhew, MD Jessica C. Arluck, MD

and	birth	outcomes,	particularly	given	
early gestational age at which multiple 
nutrients	have	been	shown	to	have	
significant	impact9 
	www.choosemyplacte.gove	provides	
additional	patient	information	
regarding	nutritional	needs	and	may	
assist	patients	in	formulating	a	daily	
checklist for nutritional intake

•	Calculate	Body	Mass	Index	(BMI)
 Women with a BMI greater than 25 
kg/m2	are	considered	overweight	and	
are at risk for infertility, miscarriage, 
gestational	diabetes,	fetal	macrosomia	
and	hypertensive	disorders10

-	 Women	with	a	high	BMI	should	be	
counseled	on	weight	loss	prior	to	
conception.		Weight	loss	during	
pregnancy	is	never	recommended	
regardless	of	BMI.

	Underweight	patients	with	a	BMI	
of	less	than	18	kg/m2	should	be	
counseled	regarding	infertility	and	
risk	of	fetal	anomalies,	specifically	
gastroschisis,	and	should	be	
provided	with	educational	materials	
for healthy weight gain prior to 
pregnancy.

• Encourage regular exercise of 
approximately	30	minutes	per	day	or	
150	minutes	divided	throughout	the	
week	of	moderately	intense	exercise	
 Encourage incorporation of exercises 
that	can	be	continued	thoughout	
pregnancy such as walking, low-
impact	aerobics,	jogging/running,	
stationary	cycling,	swimming,	yoga/
pilates	and	strength	training.11

 Women who participate in contact 
sports, activities with high risk 
of	trauma	(ex,	horseback	riding,	
gymnastic, skiing) or activities 
in extreme temperature settings 
(hot	yoga)	should	be	counseled	on	
discontinuation	of	these	activities	
once pregnant.11

Genetics
•	Take	three	generational	medical	

history highlighting previous congenital 
anomalies,	developmental	delays	or	
known	genetic	conditions	to	determine	
referral to genetic counselor is 
warranted	
	Ethnic	background	and	carrier	states	
for	recessive	genetic	diseases	should	
be	considered	for	evaluation	despite	
a lack of family history.12
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GOGS  
Golf Tournament 

Wednesday, May 15, 2019 
Bears’ Best  

Suwanee, Georgia 

       The Georgia OBGyn Society 

Registration Information 

 Name: _____________________________________________________________________ Handicap _______________ 

 Prac ce Name: __________________________________________________________________________________________ 

 Address:  _______________________________________________________________________________________________ 

 City/State/Zip: _______________________________________________________________ Phone:  _________________ 

 Email: ____________________________________________________________________ 

 

 Par cipa ng in:                   Golf Tournament ($85 member, $110 nonmember)                Add Mulligan Pack ($20) 

Mail this completed form with check payable to  
Georgia Obstetrical and Gynecological Society (GOGS) 
2925 Premiere Parkway, Suite 100, Duluth, GA 30097 

If you would like to pay with credit card, please call Nicole Reaves at 770.904.5298 

-	 Caucasian	individuals	should	be	
screened	for	Cystic	Fibrosis

-	 Ashkenazi	Jews	can	be	screened	
for	a	number	of	recessive	diseases	
such as Tay Sachs Disease, 
Canavan Disease, Gaucher’s 
Disease,	Bloom	syndrome

-	 Individuals	of	French-Canadian	
and	Cajun	descent	should	also	be	
screened	for	Tay	Sach’s	Disease

-	 Those	of	African	descent	
should	undergo	hemoglobin	
electrophoresis for sickle cell 
disease	or	trait

-	 Thalassemia	should	be	evaluated	
in	people	of	African,	Mediterranean	
or	Asian	descent

•	Consider	use	of	expanded	carrier	
screening	for	interested	individuals
	Many	commercially	available	kits	test	
from	100-300	different	conditions	
and	these	are	not	specific	for	any	
one ethnic or racial group
	Patients	should	be	counseled	that	
there	is	a	high	likelihood	that	she	
will screen positive from one to 
three	diseases	prior	to	her	doing	
the testing
- If positive, partner screening is 
recommended	along	with	referral	
to genetic counselor 

• Counsel patients on the association 
between	parental	age	and	fetal	
anomalies
	Increased	maternal	age	is	
associated	with	aneuploidy,	such	as	
Down’s	syndrome13

	Increased	paternal	age	(age	
greater	than	40)	is	associated	
with	increased	risk	of	autosomal	
dominant	conditions	such	as	
achondroplasia,	Apert	syndrome	
and	Crouzon’s	syndrome13

Substance Abuse, including Tobacco 
and Alcohol
• Implement a screening tool for 
cigarette,	alcohol	and	substance	abuse

•	Use	behavioral	counseling	strategies
 The 5 A’s framework to assess, 
advise,	agree,	assist,	and	arrange	
is	endorsed	by	the	United	States	
Preventative Services Task Force 
(USPSTF) as an effective strategy.14

•	Refer	all	interested	patients	to	drug	
and	alcohol	rehabilitation	programs	

Medical Conditions and Medications.  
•	Review	all	medical	conditions	and	

encourage consultation with Maternal 
Fetal	Medicine	for	any	chronic	
medical	conditions	which	may	impact	
future pregnancy

•	Review	previous	obstetrical	history	
•	Review	all	medications	and	assess	for	

teratogenicity

A Primer in Preconception Care (Continued)

	Refer	to	the	Food	and	Drug	
Administration	(FDA)	drug	labeling	
system 
	Include	over	the	counter	and	herbal	
supplements	in	medication	review.
- Review safety concerns for common 
over-the-counter	medications	such	
as	NSAIDs	and	cold	medications	in	
anticipation of future pregnancy 

Infectious Diseases and Vaccinations
•	All	sexually	active	women	should	be	
offered	routine	screening	for	sexually	
transmitted	infections	including	
gonorrhea,	chlamydia,	human	
immunodeficiency	virus	(HIV)	and	syphilis
 Women with a history of herpes 
simplex	virus	(HSV)	outbreaks,	
counseling	should	be	completed	
regarding	risk	of	vertical	transmission	
at	the	time	of	delivery	in	the	event	of	
a	concurrent	outbreak	
-	 Counsel	on	the	availability	of	

prophylactic suppression
- Serum screening for HSV in 

asymptomatic women is not 
recommended15

 High risk women (those with a history 
of	intravenous	drug	use,	sex	work,	
inconsistent	condom	use,	multiple	
partners,	and/or	a	history	of	previous	
sexually	transmitted	infection)	should	
be	screened	for	hepatitis	C15

•	Women	at	risk	for	tuberculosis	(those	
who are homeless, intravenous 
drug	users,	HIV	positive,	or	recent	
immigrants from high prevalence areas 
as	well	as	those	individuals	who	work	or	
reside	at	homeless	shelters,	correctional	
facilities, nursing homes or hospitals) 
should	be	screened	with	purified	protein	
derivative	(PPD)	skin	test15

• Preconception exposure testing is not 
recommended	for	cytomegalovirus,	
listeriosis,	toxoplasmosis,	and	Zika	Virus15

	Counsel	on	avoiding	high	risk	
exposures	and	appropriate	hand	
washing	to	minimize	exposure	risk	
during	pregnancy
-	 For	up	to	date	information	
regarding	active	transmission	and	
cautionary	areas	for	Zika	Virus	can	
be	found	on	the	CDC	website:	www.
cdc.gove/zika/geo/index.html

•	Update	vaccinations	
 Assess for immunity for tetanus, 
diphtheria,	pertussis,	varicella	and	
measles	mumps	and	rubella16

-	 Measles	mumps	rubella	and	
varicella vaccines are live virus 
and	cannot	be	given	in	pregnancy	
and	should	be	given	in	the	
preconception	time	period

-	 Yearly	Influenza	vaccination	should	
be	offered	and	can	be	offered	
throughout pregnancy

-	 High	risk	individuals	should	be	
evaluated	for	hepatitis	B	vaccination	
prior to pregnancy

Psychosocial Issues and Screening 
for Intimate Partner Violence
• Screen for intimate partner violent (IPV)

 Several screening tools are 
available,	for	example	the	HARK	
tool which assesses for humiliation, 
afraid,	rape	and	kick17

•	Provide	community	resources	and	
information	regarding	advocacy	groups

_________________
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