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Time f lies doesnÕt it? I imagine
that many of us feel like the
completion of our residency
wasnÕt that long ago. For me it

seems at times like a few months ago,
and at times like a long time ago.
When I started practice my senior
partners looked to me to bring new
ideas and new training to the group,
to teach the old dogs some new
tricks. Periodically over the years
since, IÕve wondered when I would
become an old dog. Well, now itÕs
happened. This became clear to me
recently while incorporating a new
associate into our practice. (Inci-
dentally, an ob-gyn who has been in
practice longer than I.) My new part-
ner has challenged my thinking in
many areas of practice, and nearly al-
ways in a positive way.

We all can tend to become old
dogs in some ways, and we all have
opportunities to learn new tricks.
Learning new methods of practice or
changing time-honored ways can be
an uncomfortable process. The old
dog in us may have a difficult time
leaving behind our comfort zone.

Recently I attended a risk manage-
ment seminar presented by Physicians
Insurance. You know, one of those
seminars weÕre required to attend in
order to renew our license to prac -
tice. I thought the biggest challenge
would be to stay awake for two and a
half hours rather than to think anew

Teaching old dogs new tricks
about the practice of medicine. I was
wrong. The seminar was excellent. I
was not so much introduced to new
concepts per se, but what I did get
was an excellent update in some ar -
eas and, importantly for me, solid
confirmation that in many ways my
practice is in -
deed up to
date. I came
away feeling
like I might
not be such
an old dog af-
ter all.

The ongo-
ing challenge
to everyone is
to remain cur-
rent in our knowledge related to all
areas of our practice. The tendency to
become an old dog is a sneaky thing.
We need to remain vigilant. Fortu-

Last reminder: donÕt miss
WSOA annual meeting

Dec. 7-8.WSOA Annual Meeting,
Fairmont Olympic Hotel, Seattle.
Out-of-state faculty: James R. Scott,
MD, editor-in-chief of the Green
Journal, obstetrical care of trans -
plant patients and patient-requested
cesarean; Michael Policar, MD,
UCSF, preconception care; and
Thomas J. Garite, MD, UCIrvine,
ob hospitalists.

Local faculty: Thomas J.
Benedetti, MD, and Brian Ross,
MD, Seattle, ob emergencies; Mi -
chael Fox, RN, Seattle, ob pre-
paredness; Steven Brisbois, MD,
Spokane, robotics in benign gyn;
Pamela Paley, MD, Seattle, robotic
surgery in gyn oncology; David
Eschenbach, MD, vulvar pain; and
James S. Walsh, MD, Seattle, nar-
cotics abuse/ addiction in ob pa-
tients.

Contact: Leena Der Yuen, (206)
232-9517 or wsoa@comcast.net.��
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In the spirit of
dialogue, Part I:
pondering a
physicianÕs oath
By Susan Rutherford, MD
Past WSOA President
Redmond

Recently I read the Hippocratic
Oath. No one uses the exact
language of the Hippocratic
Oath anymore. When my UW

medical school graduated 29 years
ago we recited an oath that I do not
remember precisely, but I am sure it
must have said something about
promising to adhere to principles that
transcend wavering human inclina -
tions. Do you think such principles
still exist?

Among doctors there is lack of
agreement about some specifics in
the Hippocratic Oath. For example,
abortion and the giving of deadly
drugs are proscribed. The latter was
debated at the WSMA annual meeting
in Tacoma in October. The delegates
voted to uphold existing WSMA pol -

icy opposing physician participation
in assisted suicide.

Who inscribes the oath on the
conscience of the physician? Should
doctors maintain moral principles in
the face of an individual patientÕs or
societyÕs collective demands?

Hypothetically, whom would you
prefer as your own doctorÑthe physi -
cian who is unbending in adhering to
a set of principles, or the physician
who would alter their actions for a
ÒgoodÓ reason, such as keeping their
license? Be careful how you answer.
The former has integrity, the latter is
utilitarian. Physician integrity is an
important contributor to the doctor-
patient relationship.

The quality of the doctor-patient
relationship is key in avoiding medi -
cal malpractice lawsuits, reducing lia -
bility by early disclosure of medical
error, and maintaining the confidence
of patients in their doctor when
something unexpected happens. A
one-word description of this is
Òtrust.Ó Who would you trust to fight
for your best interest against insur -
ance companies or the government,
regardless of the cost of care? Who is
least likely to deny you treatment that
may help you, regardless of pressure
from society or your relatives? As an
analogy, can a child trust a parent
who never sets clear limits?

Is not our conscience the guardian
of our integrity? What happens if we
disagree with one another? Whose
opinion will prevail?

Trust in physicians will unravel if
we are seen to compromise on hon-
esty or to yield to pressure against our
conscience. It will never be possible
for everyone to hold exactly the same
opinions on all medical and ethical is -
sues. A better approach is honesty
and transparency with patients and
colleagues. A clear position maintains
our contract with our patients by al -
lowing them the choice to go to those
with whose advice they agree.

Patients need to know absolutely
that they can trust us. That should be
the purpose of an oath. ��

Dr. Rutherford can be reached at
susan.skis@gmail.com.
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Physician/licensed
midwife group
developing policy on
transfers to hospital
By Robert Palmer, MD
Chair
Physician-Midwife Work Group
Port Townsend

T he Washington Department of
HealthÕs Statewide Perinatal Ad-
visory Committee is composed
of stakeholders in maternal and

infant health. The committee wants
to improve interactions between
midwives and physicians receiving
their maternal and infant transfers to
hospitals. The committee appointed
an ad hoc work group, which I am
chairing, to find ways to make this
process smoother and safer for
mother and baby.

Washington state has licensed
midwives for over 25 years. RCW
18.50.010 states that Òit shall be the
duty of a midwife to consult with a
physician whenever there are signifi -
cant deviations from normal in either
the mother or the infant.Ó  RCW
18.50.108 states that Òevery licensed
midwife shall develop a written plan
for consultation with other health
care providers, emergency transfer,
transport of an infant to a newborn
nursery or neonatal intensive care
nursery, and transport of a woman
to an appropriate obstetrical depart -
ment or patient care area.Ó

Physician/licensed midwife group
Continued on page 4

Teaching old dogs new tricks
Continued from page 1

nately, we are rich in organizations
whose mission is to help us remain
vigilant: organizations like Physicians
Insurance, the Washington State Ob -
stetrical Association, ACOG and the
AAFP. I encourage everyone to take
advantage of the opportunities pro -
vided by these organizations. ItÕs reas-
suring to know that though we will
get older, we donÕt need to become
old dogs.��



Progesterone for preterm
birth prevention

Hurry up and use it
while it still works?
By Thomas J Benedetti MD, MHA

The publication in 2003 of two
studies indicating that proges -
terone supplementation in the
second trimester of pregnancy

could significantly reduce the number
of recurrent preterm births was wel -
come news. The publications used
two different formulations of proges -
terone. The large MFM network used
17 alpha hydroxy progesterone, 17P,
in weekly 250 mg IM doses. The
smaller foreign study used vaginal
progesterone in 100 mg doses. Unfor -
tunately 17P to this day needs to be
compounded by a pharmacy because
there is no commercially available for -
mulation. There are commercially
available vaginal preparations in 90
mg doses and, in addition, pharma -
cies can compound 100 mg vaginal
gels for use. The 90 mg formulation
is said to be bioadhesive while the
micronized 100 mg gel is non-
bioadhesive.

Why am I going to all the trouble
to explain this pharmacologic minu-
tia? The reason is that all is not well in
progesterone land regarding studies
of efficacy. The MFM network, hop-
ing to follow-up on its success with
17P in patients with prior preterm
birth, did a large study in twins in
which nearly half of patients could be
expected to deliver preterm. (1) Unfor -
tunately, 46% of twins in both the
treatment and placebo group deliv -
ered preterm despite the fact that
many ob-gyn practitioners had ig -
nored the history of past medication
disappointments and administered
17P to hundreds of twin and triplet
patients; this practice should stop.

Just recently a large randomized
trial of vaginal progesterone was pub -
lished. Nearly 700 patients with prior
preterm birth were randomized to re -

ceive 90 mg of
progesterone
daily.(2) There
was, unfortu -
nately, no effect
on preterm deliv -
ery at 37, 35 or
32 weeks. In this
study the commercially available
preparation of 90 mg of Òbioavailable
progesteroneÓ was used. Was the fail-
ure to find outcomes similar to prior
studies the result of the preparation,
the dose, or because previous studies
had overestimated the treatment ef -
fect? The answer is currently un -
known. The authors, trying to salvage
the study, did a secondary analysis of
patients who at the beginning of the
study had cervical lengths less than
28 mm and did find a beneficial ef -
fect. Unfortunately, as we should all
know, subset analyses of large studies
are fraught with hazards.

Where does this leave us?? A study
by Fonseca et al(3) may suggest a possi-
ble way to use progesterone in the fu -
ture, but it should not be the basis for
current practice. Fonseca screened
patients with CL measurement at
20-25 weeksÕ gestation and random-
ized patients with CL less than 15 mm
to receive 200 mg of vaginal proges-
terone. They found that preterm birth
before 34 weeks was less frequent in
patients receiving progesterone (19%
vs. 34%, RR 0.56, CI .36-.86). Unfortu-
nately there was no reduction in neo-
natal morbidity in the patients,
despite the fact that nearly 25,000 pa -
tients were screened to find 250 to
randomize to either treatment or pla -
cebo.

The prevailing wisdom is now
starting to change to ref lect the status
of the cervix when using progester -
one to prevent preterm birth. Unfor -
tunately none of the studies showing
benefit to patients has been suffi -
ciently powered to show any neonatal
benefit. All the studies showing bene -
fit have improved gestational age
without improving neonatal outcome

Are there any harms with proges -
terone during the last half of preg -
nancy? To date, the follow-up studies
on children to 4 years of age do not
show adverse effects. Unfortunately, a
recent FDA proceeding on 17P con -
tains data suggesting a possible associ-
ation with second trimester loss.

It seems prudent to discuss these
new findings with patients and to be
on the safe side, obtain informed
consent from patients to whom we
administer this medication. As past
generations of obstetricians discov -
ered: Let the prescriber beware.

References
1.A Trial of 17P to Prevent

Prematurity in Twins. Rouse DJ,
Caritis et al, NEJM 2007 357;454-461.

2.Progesterone vaginal gel for the
reduction of recurrent preterm
birth: primary results form a ran -
domized double-blind placebo con -
trolled trial. OÕBrien JM, Adair DC et
al, 2007 Ultrasound in Obstetrics
and Gynecology 30; 687-696.

3. Progesterone and the Risk of
Preterm Birth among Women with a
Short Cervix. Fonseca EB, Celik E et
al, NEJM 2007, 357;462-469. ��
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ÒAdvocacyÓ link and then scroll
down to ÒGovernment Relations and
Outreach.Ó��
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Physician/licensed midwife group
Continued from page 2

Priorities:
professionalism,
patient safety,
and work-life
balance
By Jane Dimer, MD, FACOG,
Seattle

I hope that all of you are enjoying
a pleasant late fall season. This is
my first report as your ACOG
chair; I am looking forward to

working with many of you during
the next three years.

It was a pleasure to meet several
colleagues from Washington state
during the 2007 District VIII Annual
Meeting in August in Victoria, BC.
This meeting was a success both in
terms of continuing education and vi -
sioning work of your Advisory Coun -
cil representatives. With Section
officers from all across Western Can -
ada, the Western U.S. and Central
America, we have been able to build
consensus regarding top priorities.
Among the new task forces: profes-
sionalism, patient safety, and
work-life balance and the ob-gyn.

Summary of WaACOG projects

Perinatal Advisory Committee (PAC) to
the Department of HealthACOG Fellow
Dr. Roger Rowles chairs this commit-
tee dedicated to optimal health for
the mothers and babies of Washing-
ton State. The committee meets three
to four times per year; your ACOG of -
ficers represent you in its activities.
Currently two projects are active: (1)
Dr. Bob Palmer has co-chaired a sub-
committee that has been working to
improve the practitioner-to-
practitioner transfers when a patient
who has intended to have a home
birth is transferred to the hospital for
ongoing intrapartum care and (see
page 2)  (2) I am quarterbacking a
newly formed team with the goal of

creating a state
emergency man-
agement plan for
mothers and ba-
bies in the event
of a pandemic.

Interspecialty
Council (ISC) to the
Washington State Medical Association
From September through May, your
ACOG team represents ACOG col-
leagues at the monthly council meet -
ings and the work of this group.
Particularly during the legislative ses-
sion, the interdisciplinary interests of
primary care and specialty care prac -
titioners are organized to allow for a
shared voice in proposed policy ini -
tiatives.

In the future, current activities of
both the PAC and the ISC will be
posted on our ACOG Washington
state website for ACOG member-only
viewing and correspondence.

Junior Fellows
I am proud to introduce Dr. Monica

Anselmetti from Olympia who will be
your new vice chairman for the Junior
Fellow Section. She joins Dr. Chirag
Shah of the UW in Seattle who is the
current JF section chairman.

Congressional Leadership
Conference planning

Last year, we carried our profes-
sional opinions with regard to the
Òprevention firstÓ and Medicare Òpay-
for-performanceÓ initiatives to Con-
gress. This year, we will again be ad-
vocating for ACOG prospective
representation in any government
plan like pay-for-performance.

Last month we assembled our
team of 7-8 Fellows and Junior Fel -
lows from Washington state who rep -
resented you in Washington, DC as
we visited our congressmen and sena-
tors. We expected to have an ACOG
physician representing each of the
Congressional districts of our state.

For more on these ACOG activi -
ties, visit www.acog.org and go to the

Women in Washington have
choices in location and type of li -
censed health care provider for their
intended birth.  Once a woman has
made these choices, we must try to
support a healthy outcome.

Many physicians feel that their
professional liability insurers pro -
hibit them from serving as consul -
tants to these practitioners and their
patients. However, the three major
Washington professional liability in -
surers understand that obstetrical
providers must care for unassigned

patients and that this care is covered.
Sometimes, patients who have
planned for an out-of-hospital birth
must be transferred to hospitals
without any pre-communication.
This situation is less than ideal. It can
contribute to apprehension and
miscommunicationÑwhich may ac-
tually increase malpractice risk.

Working with the MidwivesÕ As-
sociation of Washington State
(MAWS), we are developing a
ÒPlanned Out-Of-Hospital Birth
Transport PolicyÓ and working with
insurers to clarify coverage ques -
tions and ultimately to offer guid-
ance to providers. We believe that
physicians, midwives and hospital
staff will deliver better care with im-
proved communication. The policy
is expected to be finalized in the not
too distant future. ��

Dale Reisner, MD, Seattle, assisted
in the preparation of this article.
Dr. PalmerÕs email is rpalmer@
jgh.org .

Professional liability insurers

understand that obstetrical

providers must care for

unassigned patients.


