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one be prepared to offer appropri-
ate genetics screening tests and to

manage common office genetics is-
sues.

m Penny Simkin, well known in
Washington for her work on family
centered care and labor manage-
ment, now has some fascinating in-
formation on perinatal issues faced
by women who have experienced
sexual abuse.
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m Michael Greene, who has written
many insightful NEJM editorials,
will join Lucky Jain, neonatologist
from Georgia, after their lectures to
provide a point-counter-point ex-
change about the management and
consequences of the delivery of the
late preterm infant. Dr. Greene will
also address the rising C/S rate and
can it be reversed? Audience ques-
tions and discussion are expected
to be vigorous on these topics.

m Durlin Hickok will review the cur-
rent research and expectations that
free fetal DNA will eliminate the
need for most genetic amniocente-
Sis.

m Kent Heybourne comes from Colo-
rado to discuss HELLP syndrome and
the use of adjunctive therapies. Drew
Robilio’s luncheon talk on ethical di-
lemmas should be stimulating.

m Lastly, Tom Benedetti will discuss
obstetric simulation and its poten-
tial benefits for the provider.

The annual meeting should provide
some excellent education and an op-
portunity to network with friends.0
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Learning why
political advocacy
matters

By Leslie Carranza and Kate Mclean

s senior residents in obstetrics
Aand gynecology, we have the

privilege of serving some of

Washington state’s most so-
cially and economically disadvan-
taged patients, both at the University
of Washington Medical Center and at
Harborview Medical Center.

To our endless frustration, we are
often unable to provide adequate treat-
ment to those who need it the most,
largely because of financial concerns
or complete lack of insurance.

It is easy to feel overwhelmed and
overpowered when we are unable to
help the patient sitting in front of us.
To our delight, we have found that be-
coming involved in advocacy at the
state and national level has opened our
eyes to a larger picture and provided
us with an effective and rewarding av-
enue to promote change.

The American College of Obstetri-
cians and Gynecologists sponsors a
congressional leadership conference
each year that is devoted to improving
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health care for women. While attend-
ing this conference, we learned that
our national legislators listen and count
on physicians to provide information
that shapes policy that might benefit
our patients.

We then brought this knowledge
and enthusiasm back to our state and
assisted in organizing an ob-gyn Resi-
dent Legislative Day in Olympia. This
event focused on better access to ba-
sic prenatal and preventive care here
in Washington state, giving a voice to
all the patients for whom we so des-
perately hope to improve their
health care.

We realize that health care may
change a great deal over the next few
years. These opportunities provided
us the chance to understand this pro-
cess and to potentially steer the di-
rection of future legislation.Q

Applications for
membership

he following applications for
membership have been re-
viewed by the Executive Board

and will be recommended for
vote at the WSOA annual meeting:

For regular membership
Mark Aversa, Puyallup
Matthew Banfield, Everett
Darin Blackburn, Puyallup
Nancy Grubb, Puyallup
Jennifer Knowles, Puyallup
Joshua Nathan, Everett
Kevin Taggert, Puyallup
Daniel Wells, Puyallup
Rodney Wells, Wenatchee
Christine Werner, Issaquah
Christopher Young, Puyallup

For life membership
Philip Mead, Wenatchee

Additional applications received
by November 15, 2009 will also be
reviewed and presented for vote.O
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Elective delivery
before 39 weeks
gestation

By Thomas Benedetti, MD

elivery of infants between 37
D and 38+6 weeks gestation

(early term delivery) has been

increasing and now accounts
for as many as 17 % of live births in
the United States. Studies have shown
that delivery of early term infants ac-
counts for as many as 28% of elective
deliveries in some centers. Several re-
cent papers have shown elective de-
livery before 39 weeks is associated
with increased morbidity in newborn
infants!3.

The American College of Obstetri-
cians and Gynecologists (ACOG) has
recently revised its guidelines to de-
fine more clearly practice patterns
with reference to elective delivery af-
ter 37 weeks gestation. It recom-
mends induction of labor or cesarean
delivery for logistical reasons (rapid
labor history, long distance from hos-
pital) or psychological reasons only
when fetal lung maturity has been es-
tablished or when term gestation has
been confirmed by one of three
methods:

m Ultrasound measurement at less
than 20 weeks of gestation supports
gestational age of 39 weeks or
greater.

m Fetal heart tones have been docu-
mented as present for 30 weeks by
Doppler ultrasonography.

m It has been 36 weeks since a posi-
tive serum or urine human chorionic
gonadotropin pregnancy test.

The new bulletin specifically
states that the presence of pulmonary
maturity by amniotic fluid analysis in
the absence of appropriate clinical in-
dications does not justify delivery
before 39 weeks.

The appropriate implementation
of these recommendations is depend-
ent on generally agreed-upon defini-
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tions of elective
delivery and lo-
gistic reasons.
The bulletin gives
several examples
of agreed upon
indications for
delivery before
39 weeks. The list, however, is not ex-
haustive, nor should it be. Unfortu-
nately some organizations have used
previously published lists as the only
justifiable basis for delivery before 39
weeks. Based on the National Quality
Forum’s list of acceptable indications
for early term delivery, the Leapfrog
Group has asked hospitals to apply an
algorithm to determine each
hospital’s percentages of elective
delivery prior to 39 weeks.
Furthermore, beginning in April
2010 the Joint Commission will
change its required quality measures

|
AGOC guidelines, NQF

indicators and Joint
Commission measures on

early elective deliveries.

in obstetrics. One of these measures
is elective delivery prior to 39 weeks.
Each hospital obstetrics committee
should become familiar with how
these indicators are calculated and to
do quality checks on the accuracy of
coding in each hospital. As the cur-
rent algorithm for early term delivery
is written there are some “opportuni-
ties for improvement” to reflect ob-
stetric practice as recommended by
ACOG. An example is the elective de-
livery for “logistic reasons.” The NQF
algorithm would define this as elec-
tive, without medical justification.
However, ACOG recognizes that deliv-
ery for rapid labor history and remote
living circumstances are appropriate
reasons in some patients.

Although not specifically recog-

nized by ACOG, perinatal centers
find that elective delivery of babies
with congenital anomalies to coordi-
nate specialized neonatal care is
good medicine. None of these are
recognized by NQF as appropriate
reasons for early term delivery.

Each hospital and each practitio-
ner should review their practices
with reference to the new Joint Com-
mission indicators.

At the UW we have conducted
our first analysis of elective delivery
prior to 39 weeks. We found a num-
ber of clinical situations we felt justi-
fied early term delivery that were not
considered in the currently used al-
gorithm. For instance, a patient with
prior cesarean delivery and planned
repeat cesarean presented at 38+
weeks with contractions and a 2 cm
cervix. A repeat C-section was per-
formed. This was coded as an elec-
tive delivery because she was before
39 weeks and a diagnosis of labor
was not made. In addition, several
medical conditions (chronic maternal
lung diseases, autoimmune diseases)
and fetal conditions (abnormal
antepartum testing) are not listed as
indications for delivery.

Based on the recently articles
published the pendulum has clearly
swung too far toward unjustified
early term delivery with resulting sig-
nificant infant harm. However, only
with appropriate professional prac-
tice oversight and reasonable feed-
back to the monitoring agencies will
physicians be able to preserve some
individual decision making with
which to help our patients. Let’s not
loose the opportunity by becoming
angry and refusing to participate.
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Optimizing
obstetric
outcomes in
Washington

By Jane Dimer MD, FACOG

arly this year, a working group
was formed to assess and to
champion optimizing obstetric

outcomes across Washington
state. This group started as a subcom-

mittee of the Perinatal Advisory Com-

mittee to the Department of Health
and in collaboration with representa-
tives from Washington’s hospitals,
quality improvement leaders, DSHS,
midwifery community, birth educa-
tors, and clinicians who care for
birthing women.

A need for tools, data and
expanding collaboration from
venue to venue, from
practitioner to practitioner, to
optimize the availability of
vaginal trial of labor after

prior cesarean.

When presented with the rising per-

centage of cesarean births in Washing-
ton in the last several years, our
working group viewed two salient fea-
tures in the obstetrical outcome data.
First, we saw that the overall cesarean
section delivery rate had risen to 28%
in recent years and that, second, there
was significant geographic variation in
this rate in our state.

Beginning with a survey of the
hospital and quality leaders in mater-
nity care hospitals throughout the
state, our working group has identi-
fied opportunities. We have heard
clearly, for example, of the need for
tools, data and expanding collabora-

tion from venue
to venue, from
practitioner to
practitioner, with
regard to opti-
mizing the avail-
ability of vaginal
trial of labor after
prior cesarean.
From the outset, we reviewed

studies and recommendations of sev-

eral of the national experts. For exam-

ple, we looked to the Institute for
Healthcare Improvement’s workbook
and recommendations for reducing
cesarean birth from more than a de-
cade ago. We noted that the practice
of obstetrics has changed in signifi-
cant ways, making the IHI’s work-
book now obsolete. Where
prostaglandin and oxytocin could
have been used routinely in vaginal
birth after cesarean, today this is no
longer the practice.

Before the end of this year, you

may be hearing much more about this

collaborative working group’s activi-
ties. In your local hospitals and prac-
tice groups, you may be asked to
complete follow-up surveys and also
to provide input regarding your local
quality initiates in obstetrics. All
along the way, we look forward to
sharing our knowledge, the findings
from these data and educational tools
and resources that this group creates.

If you have questions or would like

to discuss this work, please email or
call me at jsdimer@comcast.net
and/or 206.714.7325. As your ACOG
champion in this work. I would love
to hear from you.Q

Dr. Reisner elected to
WSMA leadership post

r. Dale P. Reisner, Maternal Fe-
tal Medicine, Swedish Medical
Center, Seattle, was elected
WSMA assistant secretary-trea-
surer at the association’s annual
meeting in Spokane October 4.0
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Washington State Perinatal
Advisory Committee

By Roger B. Rowles, MD
Chairperson

he Washington State Perinatal

Advisory Committee (PAC) was

formed in 1985 as an

outgrowth of the Maternal and In-

fant Health program under the aus-
pices of the Department of Health.
Currently, the PAC has representa-
tives from physician and nursing or-
ganizations, midwives, hospitals,
insurance panels, DSHS, the March
of Dimes and many others.

The PAC meets three times a
year at the DOH facility in Kent.
While the PAC has no statutory au-
thority, it identifies needs, makes
recommendations, and provides
consultation to DOH and DSHS.

Much of the work of the PAC is
done through subcommittees. Cur-
rently, three are very active:

(1) A physician-licensed midwife
work group.

(2) An emergency preparedness
committee.

(3) A very active subcommittee
working to reduce regional differ-
ences in cesarean rates (see Jane
Dimer's article, left).

If you are interested in attending
a subcommittee, contact Bat-Sheva

Stein, Bat.Sheva.Stein@doh.wa.gov
for agendas and directions.d




