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FRIDAY, January 31
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8:00 am–10:00 am Oral Plenary Session 2 – Fellows Plenary
Abstracts 39-46 Aurora Ballroom
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Abstracts 67-76 Aurora Ballroom CD
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Abstracts 948-1227 Exhibit Hall
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8:00 am–10:15 am Oral Concurrent Sessions
Session 7 Diabetes

Abstracts 77-85 Aurora Ballroom A
Session 8 Fetus and Fetal Intervention

Abstracts 86-94 Aurora Ballroom B
Session 9 Medical Complications

Abstracts 95-104 Aurora Ballroom CD

10:15 am–10:30 am Late-Breaking Research Presentations Session 3
Abstract LB05 Aurora Ballroom A

10:15 am–10:30 am Late-Breaking Research Presentations Session 4
Abstract LB06 Aurora Ballroom B
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Congratulations to Our Abstract Awards Winners
Bruce A. Work Award for Best Research by a Practicing or Training Maternal-Fetal Medicine

Physician Outside of the US
5: Atosiban versus placebo in threatened preterm birth (APOSTEL 8-study): an international randomized

controlled trial
Larissa I. van der Windt, MD

Disparities Award for Best Research on Diversity/Disparity in Health Outcomes
11: Black Maternal Morbidity and its Association with Systemic Racism

Sebastian Z. Ramos, MD

Dru Carlson Memorial Award for Best Research in Ultrasound and Genetics
3: Fetal fraction amplification enables accurate prenatal cell-free DNA screening at 8 weeks gestation

Lorraine Dugoff, MD

Norman F. Gant Award for Best Research in Maternal Medicine
58: Nifedipine versus Labetalol for Treatment of Postpartum Hypertension: A Randomized Controlled

Trial
Todd R. Lovgren, MD

The SMFMOutstanding Early Career Investigator Travel Award Supported by Dr. Laxmi Baxi
69: Fully Quantitative Cervical Remodeling: Race Group Differences Responsibilities and Cautions

LeAnn A. Louis, MD, MPH

Pregnancy, 2025; 1:e12037
https://doi.org/10.1002/pmf2.12037
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ABSTRACTS

2025 SMFMOral Schedule

Thursday, January 30, 2025 ∙ 8:00 AM – 10:00 AM

Time Abstract Oral Plenary Session 1

8:00 AM 1 Antenatal corticosteroid in twin pregnancy at risk of late preterm birth: A randomized
controlled trial
Seung Mi Lee1; Hyun Soo Park2; Soo Ran Choi3; Jeesun Lee1; Hyun Ji Kim4; Jee Yoon Park4; Kyung
Joon Oh4; Geum Joon Cho5; Min-Jeong Oh5; Jin Hoon Chung6; Sun Min Kim7; Byoung Jae Kim8; Suk
Young Kim9; Subeen Hong10; Young Mi Jung5; Se Jin Lee11; Ji Su Seong12; Haemin Kim13; Sohee Oh8;
Joongyub Lee1; Ji Hoi Kim1; Hee Young Cho14; Chan-Wook Park1; Joong Shin Park1; Jong Kwan Jun15
1Seoul National University College of Medicine, Seoul, Seoul-t’ukpyolsi; 2Dongguk University Ilsan
Hospital, Goyang, Kyonggi-do; 3Inha University Hospital, Inha University College of Medicine,
Incheon, Inch’on-jikhalsi; 4Seoul National University Bundang Hospital, Seoul National University
College of Medicine, Bundang, Kyonggi-do; 5Korea University College of Medicine, Seoul,
Seoul-t’ukpyolsi; 6University of Ulsan College of Medicine, Asan Medical Center, Seoul,
Seoul-t’ukpyolsi; 7101 Daehak-ro, Jongno-gu, Seoul, Seoul-t’ukpyolsi; 8Seoul Metropolitan
Government Seoul National University Boramae Medical Center, Seoul, Seoul-t’ukpyolsi; 9College of
Medicine, Gachon University, Incheon, Inch’on-jikhalsi; 10Seoul St. Mary’s Hospital, College of
Medicine, The Catholic University of Korea, Seoul, Seoul-t’ukpyolsi; 11Kangwon National University
Hospital, School of Medicine, Kangwon National University, Chuncheon, Kangwon-do; 12Chung-Ang
University Gwang-Myeong Hospital, Chung-Ang University College of Medicine, Gwang-Myeong,
Kyonggi-do; 13Kyungpook National University Chilgok Hospital, Kyungpook National University,
School of Medicine, Daegu, Ch’ungch’ong-bukto; 14Seoul National University, Seoul, Seoul-t’ukpyolsi;
15Ewha Womans University College of Medicine, Seoul, Seoul-t’ukpyolsi

8:15 AM 2 The Frequency and Severity of Complications after Previable PROM in Texas following SB8
Danna Ghafir1; Emily Fahl1; Nancy Ukoh1; Han-Yang M. Chen1; Sean C. Blackwell1; Julie
Gutierrez2; Irene A. Stafford1
1McGovern Medical School at UTHealth Houston, Houston, TX; 2McGovern Medical School at The
University of Texas Health Science Center at Houston (UTHealth), Houston, TX

8:30 AM 3 Fetal fraction amplification enables accurate prenatal cell-free DNA screening at 8 weeks
gestation
Lorraine Dugoff1; Summer Pierson2; Jhett Bordwell3; Brent Mabey2; Arielle B. Dorch3; Alexander
Gutin2; Dmitry Pruss2; Diana Iliev2; Dale Muzzey2; Katie Johansen Taber4
1University of Pennsylvania, Philadelphia, PA; 2Myriad Genetics, Inc., Salt Lake City, UT; 3Myriad
Genetics, Inc., South San Francisco, CA; 4Myriad Genetics, Inc., South San Fransisco, CA

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, provided the original work is properly
cited.
© 2025 Society for Maternal-Fetal Medicine. Pregnancy published by Wiley Periodicals LLC on behalf of the Society for Maternal-Fetal Medicine.

Pregnancy, 2025; 1:e12038
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Thursday, January 30, 2025 ∙ 8:00 AM – 10:00 AM

Time AbstractOral Plenary Session 1, continued

8:45 AM 4 AI Significantly Improves Detection of Prenatal Ultrasounds Suspicious for Major Congenital Heart
Defects by OBGYN/MFMs
Jennifer Lam-Rachlin1; Rajesh Punn2; Sarina K. Behera3; Miwa Geiger1; Matthias Lachaud4; Nadine David5;
Sara Garmel6; Matthew K. Janssen7; Kendra Sylvester8; John Kennedy9; Jessica Spiegelman1; Mia A.
Heiligenstein10; Nathan S. Fox1; Andrei Rebarber1; Greggory R. DeVore11; Carolyn M. Zelop12; Roger Bessis13;
Marilyne Levy14; Bertrand Stos14; Malo De Boisredon15; Eric Askinazi15; Valentin Thorey15; Christophe
Gardella15; Alisa Arunamata2
1Icahn School of Medicine at Mount Sinai Hospital, New York, NY; 2Pediatrics - Cardiology, Stanford
University School of Medicine, Stanford, CA; 3Palo Alto Medical Foundation, Sutter Health, Palo Alto, CA;
4University of Grenoble Alpes, Grenoble, Rhone-Alpes; 5Medical Training Center, Rouen, Haute-Normandie;
6Michigan Perinatal Associates and Corewell Health, Dearborn, MI; 7University of Pennsylvania, Pittsburgh,
PA; 8Perinatal Specialists of the Palm Beaches, West Palm Beach, FL; 9Wayne State University School of
Medicine, Detroit, MI; 10Mount Sinai West, Astoria, NY; 11The Fetal Diagnostic Center of Pasadena, Pasadena,
CA; 12Valley Health System, Paramus, NJ; 13Centre d’Echographie de l’Odéon, Paris, Ile-de-France; 14UE3C -
Unité d’explorations cardiologiques - Cardiopathies Congénitales, Paris, Ile-de-France; 15BrightHeart, Paris,
Ile-de-France

9:00 AM 5 Atosiban versus placebo in threatened preterm birth (APOSTEL 8-study): an international
randomized controlled trial
Larissa I. van der Windt1; Job Klumper1; Ruben G. Duijnhoven1; Marjolein Kok1; Ben W. Mol2; Kate F.
Walker3; Fionnuala M. M. McAuliffe4; Joris A. M. van der Post5; Carolien Roos1; Martijn A. Oudijk1
1Amsterdam UMC, location University of Amsterdam, Amsterdam, Noord-Holland; 2Monash University,
Clayton, Victoria; 3Centre of Perinatal Research University of Nottingham, Queen’s Medical Centre, Dublin,
England; 4UCD Perinatal Research Centre, University College Dublin, Dublin 2, Dublin; 5Amsterdam UMC,
location University of Amsterdam, Amsterdam, Noord-Brabant

9:15 AM 6 Prediction of severely small-for-gestational-age infants using a novel cell-free RNAmodel
Morten Rasmussen1;Kara M. Rood2; Aram Saravani1; Michal A. Elovitz3; Carrie Haverty4; Alison Moe1;
Alison Cowan1; Arkady Khodursky1; Maneesh Jain1; Manfred Lee1; Thomas F. McElrath5; Elizabeth F. Sutton6;
Arun Jeyabalan7; George R. Saade8; Antonio F. Saad9; Luis D. Pacheco10; Joseph R. Biggio, Jr11; Ebony B.
Carter12; Antonina I. Frolova13; Esther Park-Hwang14; Cynthia Gyamfi-Bannerman15; Ai-ris Y. Collier16;
William A. Grobman2; Vincenzo Berghella17
1Mirvie Inc., South San Francisco, CA; 2The Ohio State University, Columbus, OH; 3Icahn School of Medicine
at Mount Sinai, New York, NY; 4Mirvie Inc., South San Fransisco, CA; 5BrighamWomen’s Hospital, Boston,
MA; 6Woman’s Hospital, Baton Rouge, LA; 7University of Pittsburgh School of Medicine, Pittsburgh, PA;
8Macon & Joan Brock Virginia Health Sciences Eastern Virginia Medical School at Old Dominion University,
Norfolk, VA; 9Inova Health, Falls Church, VA; 10University of Texas Medical Branch, Galveston, TX; 11Ochsner
Health, New Orleans, LA; 12University of North Carolina, Chapel Hill, NC; 13Washington University School of
Medicine, St. Louis, MO; 14Multicare, Orlando, FL; 15University of California, San Diego, San Diego, CA; 16Beth
Israel Deaconess Medical Center, Boston, MA; 17Sidney Kimmel Medical College of Thomas Jefferson
University, Philadelphia, PA

9:30 AM 7 Metformin paradoxically increases insulin resistance during pregnancy in a Rhesus macaque model
Enrico R. Barrozo1; Tyler Dean2; Claire E. Jensen3; Melissa A. Suter1; Maxim D. Seferovic1; Kristin Sauter2;
Jacob E. Friedman4; Maureen Gannon5; Stephanie R. Wesoloski6; Carrie E. McCurdy7; Paul Kievit2; Kjersti M.
Aagaard8
1Baylor College of Medicine and Texas Children’s Hospital, Houston, TX; 2Oregon National Primate Research
Center, Beaverton, OR; 3University of North Carolina, Chapel Hill, NC; 4Harold Hamm Diabetes Center,
University of Oklahoma Health Sciences Center, Oklahoma City, OK; 5Vanderbilt University Medical Center,
Nashville, TN; 6University of Colorado, Anschutz Medical Campus, Aurora, CO; 7University of Oregon,
Eugene, OR; 8Boston Children’s Hospital, Division of Fetal Medicine and Surgery, Boston, MA; HCA
Healthcare and HCA Healthcare Research Institute, Nashville, TN; HCA Texas Maternal Fetal Medicine,
Houston, TX; Baylor College of Medicine and Texas Children’s Hospital, Houston, TX, Boston, MA

9:45 AM 8 INTER-ACT interpregnancy and pregnancy lifestyle intervention for a healthy future: a randomized
controlled trial
Yael Winter Shafran1; Hanne Van Uytsel2; Annick Bogaerts2; Lieveke Ameye2; Roland Devlieger3
1Kaplan Medical Center and REALIFE Research Group, Rehovot, HaMerkaz; 2REALIFE Research Group, KU
Leuven, Leuven, Vlaams-Brabant; 3University Hospital Leuven, Leuven, Vlaams-Brabant
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Thursday, January 30, 2025 ∙ 10:00 AM – 10:30 AM

Time Abstract Late-Breaking Abstract Presentations Session 1

10:00 AM LB01 CErebro Placental RAtio based management in reduced fetal movements; an international
cluster-randomized clinical trial (CEPRA)
Laura A. Lens1; Selina Posthuma2; Stefanie E. Damhuis3; Renée J. Burger, N/A1; Henk Groen4; Ruben G.
Duijnhoven5; Sailesh Kumar6; Alexander E.P Heazell7; Asma Khalil8; Wessel Ganzevoort9; Sanne J.
Gordijn10
1Amsterdam UMC, Amsterdam, Noord-Holland; 2Uiversity Medical Center Groningen, University Medical
Center Groningen, Groningen; 3Amsterdam University Medical Centers, Amsterdam University Medical
Centers, Noord-Holland; 4University Medical Center of Groningen, University Medical Center of
Groningen, Groningen; 5Amsterdam UMC, location University of Amsterdam, Amsterdam,
Noord-Holland; 6The University of Queensland, Brisbane, Queensland; 7The University of Manchester,
Manchester, England; 8Fetal Medicine Unit, St George’s Hospital, St George’s University of London, Fetal
Medicine Unit, St George’s Hospital, S George’s University of London, England; 9Amsterdam University
Medical Centers, Amsterdam, Groningen; 10University Medical Center Groningen, Groningen, Groningen

10:15 AM LB02 iSEARCH RCT: Evaluating the effectiveness of maternal sildenafil to reduce complications
related to intrapartum hypoxia
Sailesh Kumar1; Ben W. Mol2; William Tarnow-Mordi3; Jon Hyett4; Nadia Badawi4; Annalene Seidler5;
Helen Liley6; Emily Callander7; Vicky Flenady6; Sue Walker8; Rachel O’Connell4
1The University of Queensland, Brisbane, Queensland; 2Monash University, Clayton, Victoria; 3The
University of Sydney, Sydney, New South Wales; 4University of Sydney, Sydney, New South Wales; 5Medical
Uni Rostock, Rostock, Mecklenburg-Vorpommern; 6Mater Research Institute-University of Queensland,
Brisbane, Queensland; 7University Technology Sydney, Sydney, New South Wales; 8Department of
Obstetrics, Gynaecology and Newborn Health, University of Melbourne, Melbourne, Victoria

Thursday, January 30, 2025 ∙ 1:30 PM - 4:00 PM

Time AbstractOral Concurrent Session 1 - Equity, Public Health, and Policy

1:30 PM 9 Dysregulated gene expression in placentas with exposure to persistent maternal socioeconomic
disadvantage
Greg E. Miller1; Lauren Keenan-Devlin2; Alexa A. Freedman1; Renee Odom-Konja3; Linda M. Ernst3; Steve
Cole4; Ann EB Borders2
1Northwestern University, Chicago, IL; 2Endeavor Health, Evanston Hospital, Evanston, IL; 3Endeavor Health,
Evanston, IL; 4University of California, Los Angeles, Los Angeles, CA

1:45 PM 10 Association BetweenMaternal-Fetal Medicine Physician Density and Adverse Pregnancy Outcomes
Tetsuya Kawakita; Rula Atwani; Lindsay S. Robbins; George R. Saade
Macon & Joan Brock Virginia Health Sciences Eastern Virginia Medical School at Old Dominion University,
Norfolk, VA

2:00 PM 11 Black Maternal Morbidity and its Association with Systemic Racism
Sebastian Z. Ramos; Meghan I. Short; Erika F. Werner; Chloe E. Bird; Ndidiamaka Amutah-Onukagha;
Michael B. Siegel
Tufts University School of Medicine, Boston, MA

2:15 PM 12 Low-income Birthing Individuals’ Need for and Satisfaction with Services in a One-Year Postpartum
Navigation Program
Maya J. Daiter1; Laura Diaz1; Hannah M. Green1; Ying Cheung1; Viridiana Carmona-Barrera1; Brittney R.
Williams1; Charlotte M. Niznik1; Joe M. Feinglass1; William A. Grobman2; Lynn M. Yee1
1Northwestern University Feinberg School of Medicine, Chicago, IL; 2The Ohio State University, Columbus, OH

2:30 PM 13 Impact of WIC Enrollment on Adverse Maternal and Neonatal Adverse Outcomes in Medicaid
Populations
Reetam Ganguli1; Stephen Wagner2
1Elythea, San Jose, CA; 2Beth Israel Deaconess Medical Center, Boston, MA
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Thursday, January 30, 2025 ∙ 1:30 PM - 4:00 PM

Time Abstract Oral Concurrent Session 1 - Equity, Public Health, and Policy, continued

2:45 PM 14 Homicide and Suicide: The Leading Cause of Maternal Death, and How Firearm Legislation
Affects It
Hooman A. Azad1; Dana Goin2; Lisa Nathan3; Dena Goffman1; Uma M. Reddy4; Danielle
Laraque-Arena2; Mary E. D’Alton1
1Columbia University Medical Center, New York, NY; 2Columbia University Mailman School of
Public Health, New York, NY; 3Columbia University Irving Medical Center, New York, NY;
4Columbia University, New York, NY

3:00 PM 15 Elimination of a threefold racial disparity in aspirin recommendation using integrated
clinical decision support
Melissa S. Wong1; Rommy Coutelin Johnson2; Karla Gonzalez1; Ojiugo Onwumere3; Kristin
Parrinella4; Camelita Thrift3; Samira Torna1; Matthew Wells1; Kimberly D. Gregory3
1Cedars-Sinai Medical Center, Los Angeles, CA; 2Cedars-Sinai, Los Angeles, CA; 3Cedars Sinai
Medical Center, Los Angeles, CA; 4Kaiser-Permanente, Los Angeles, CA

3:15 PM 16 Severe maternal morbidity differences by state Medicaid expansion and abortion coverage:
national database analysis, 2014-2022
Ishana Shetty; Mark C. Valentine; Mark Hoofnagle; Jennifer Reeves; David L. Eisenberg
Washington University, St. Louis, MO

3:30 PM 17 Elevated micro- and nanoplastics detected in preterm human placentae
Enrico R. Barrozo1; Marcus A. Garcia2; Michael D. Jochum, Jr.1; Rui Liu2; Alex Nihart2; Eliseo
Castillo2; Eliane El Hayek2; Jorge Gonzalez-Estrella3; Lori Showalter1; Cynthia Shope1; Melissa A.
Suter1; Matthew J. Campen2; Kjersti M. Aagaard4
1Baylor College of Medicine and Texas Children’s Hospital, Houston, TX; 2University of New Mexico,
Albuquerque, NM; 3Oklahoma State University, Stillwater, OK; 4Boston Children’s Hospital, Division
of Fetal Medicine and Surgery, Boston, MA; HCA Healthcare and HCA Healthcare Research
Institute, Nashville, TN; HCA Texas Maternal Fetal Medicine, Houston, TX; Baylor College of
Medicine and Texas Children’s Hospital, Houston, TX, Boston, MA

3:45 PM 18 Severe Maternal Morbidity among Asian and Pacific Islander Parturients in a
Contemporary Northern California Cohort
Shalila A. de Bourmont1; Janet Alexander2; Baiyang Sun2; Erica P. Gunderson2; Mara Greenberg1
1Kaiser-Permanente Northern California, Oakland, CA; 2Kaiser-Permanente Northern California,
Pleasanton, CA

Thursday, January 30, 2025 1:30 PM - 4:00 PM

Time Abstract Oral Concurrent Session 2 - Clinical Obstetrics and Quality

1:30 PM 19 Aberrant Fetal Growth in ARRIVE Trial
Bonnie L. Hermann1; Cassidy A. O’Sullivan2; Fabrizio Zullo3; Suneet Chauhan4; Hector M.
Mendez-Figueroa5
On behalf of the Eunice Kennedy Shriver National Institute of Child Health and Human
Development Maternal-Fetal Medicine Units (MFMU) Network
1UTHealth Houston, Houston, TX; 2Christiana Care Health System, Newark, DE; 3University of
Rome La Sapienza, Rome, Lazio; 4Christiana Care, Newark, DE; 5McGovern Medical School at
UTHealth, Houston, TX

4 of 17 2025 SMFM Oral Schedule



Thursday, January 30, 2025 ∙ 1:30 PM - 4:00 PM

Time Abstract Oral Concurrent Session 2 - Clinical Obstetrics and Quality, continued

1:45 PM 20 Decreased Neuraxial Morphine Dose to Reduce Opioid Side Effects and use After
Cesarean Delivery RCT
Ayodeji Sanusi1; Yumo Xue2; Kevin S. Shrestha2; Ayamo Oben3; Hanna Hussey2; Annalese
Neuenschwander2; Michelle Tubinis2; Mark Powell2; Alan T. Tita2; Casey Brian4
1Center for Women’s Reproductive Health, University of Alabama at Birmingham,
Birmingham, AL; 2University of Alabama at Birmingham, Birmingham, AL; 3Maternal Fetal
Consultants of Houston, Houston, TX; 4West Virginia University, Morgantown, WV

2:00 PM 21 Proportion of Time Spent in Category II Fetal Heart Tracing During Labor: Associated
Adverse Outcomes
Kristen A. Cagino1; Rachel L. Wiley2; Aaron W. Roberts3; Claudia J. Ibarra4; Natalie L. Neff5;
Kimen S. Balhotra4; Khalil M. Chahine4; Christina Cortes4; Shareen Patel4; Tala Ghorayeb4;
Holly Flores6; Fabrizio Zullo7; Hector M. Mendez-Figueroa4; Suneet Chauhan8
1UT Houston, Houston, TX; 2University of California, San Diego, San Diego, CA; 3McGovern
Medical School at UTHealth Houston, Houston, TX; 4McGovern Medical School at UTHealth,
Houston, TX; 5McGovern Medical School at UT Health, Houston, TX; 6University of Texas
Health Science Center, Houston, TX; 7University of Rome La Sapienza, Rome, Lazio;
8Christiana Care, Newark, DE

2:15 PM 22 Tranexamic acid prophylaxis during cesarean delivery among patients with and
without hypertension
Adam K. Lewkowitz1; Mariam Ayyash2
On behalf of the Eunice Kennedy Shriver National Institute of Child Health and Human
Development Maternal-Fetal Medicine Units (MFMU) Network
1Women & Infants Hospital of Rhode Island and Alpert Medical School of Brown University,
Providence, RI; 2Columbia University Irving Medical Center, New York, NY

2:30 PM 23 Preclinical Development of a Continuous Fetal Lactate Biosensor to Detect Acidosis
JonathanM. Morris1; Arjun Kaushik2; Michael Challenor2; Lee J. Hubble2; Chaitya Shah2;
Maureen Ross2; Ranjusha Rajagopalan2; Hassan Mahmood2; Allana Gurney3; Hayley Powell3;
Jane Choi3; Helen Kershaw3; Gabrielle Musk3; Jane Pillow3

1University of Sydney, New South Wales; 2VitalTrace Pty Ltd, Western Australia; 3University of
Western Australia, Crawley, Western Australia

2:45 PM 24 After Cesarean Time Interval to Exercise (ACTIVE) Trial: A Randomized Controlled
Trial
Brittany J. Roser1; James Kinderknecht2; Brett Toresdahl3; Patricia Ladis4; Sonali Iyer5;
Megan Savage6; Timothy Dekker7; Paul Christos5; Robin B. Kalish8
1Stony Brook University Hospital, NY; 2Hospital for Special Surgery, New York, NY; 3University
of Utah Health, Salt Lake City, UT; 4WiseBody Physical Therapists, New York, NY; 5Weill
Cornell Medical College, New York, NY; 6Northwell Health at Lenox Hill, New York, NY;
7Ascension Medical Group, Rochester, MN; 8New York Presbyterian- Weill Cornell, New York,
NY

3:00 PM 25 Intrauterine Resuscitative Maneuvers for Management of Abnormal Fetal Heart
Tracings: A Systematic Review andMeta-Analysis
Amanda J. Jones1; Fabrizio Zullo2; Luis Sanchez-Ramos3; Lauren C. Roby1; Stephanie Roth4;
Suneet Chauhan5; Matthew K. Hoffman1; Anthony C. Sciscione1
1Christiana Care Health System, Newark, DE; 2University of Rome La Sapienza, Rome, Lazio;
3University of Florida College of Medicine, Jacksonville, FL; 4Christiana Care Health Services,
Newark, DE; 5Christiana Care, Newark, DE
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Thursday, January 30, 2025 ∙ 1:30 PM - 4:00 PM

Time Abstract Oral Concurrent Session 2 - Clinical Obstetrics and Quality, continued

3:15 PM 26 Reducing PostpartumHemorrhage: The Impact of a Standardized High-Dose Oxytocin
Protocol
Evan J. Keil1; Elizabeth J. Campbell2; Joanne M. Bailey2; David E. Arnolds2; Diana Peacor2; Molly J.
Stout2; Jourdan E. Triebwasser1
1University of Michigan, Ann Arbor, MI; 2University of Michigan Medical Center, Ann Arbor, MI

3:30 PM 27 Hysterotomy using Barbed vs. Vicryl Suture for Scheduled Cesarean Delivery: A
Randomized Controlled Trial
Ayisha B. Buckley1; Nicola F. Tavella2; Camila Cabrera2; Keisha S. Paul2; Mariah McKevitt2; Monica
J. Patel2; Lauren A. Ferrara2; Jenny Tang2; Joanne Stone3; Calvin E. Lambert, Jr.2; Luciana A. Vieira4;
Angela T. Bianco2
1Weill Cornell Medical Center, New York, NY; 2Icahn School of Medicine at Mount Sinai, New York,
NY; 3Mt. Sinai Medical Center, New York, NY; 4Stamford Hospital, Stamford, CT

3:45 PM 28 Investigating selection bias in research using placental pathology samples
Linda M. Ernst1; Alexa A. Freedman2; Renee Odom-Konja1; Lauren Keenan-Devlin3; Greg E.
Miller2; Ann EB Borders3
1Endeavor Health, Evanston, IL; 2Northwestern University, Chicago, IL; 3Endeavor Health, Evanston
Hospital, Evanston, IL

Thursday, January 30, 2025 ∙ 1:30 PM - 4:00 PM

Time Abstract Oral Concurrent Session 3 - Ultrasound and Genetics

1:30 PM 29 Beyond the Fetus: Unveiling Maternal Health Risks Through Prenatal Genome Sequencing
Brittany Arditi1; Caitlin D. Baptiste2; Jessica L. Giordano1; Rachel Herz-Roiphe2; Vaidehi
Jobanputra3; Ronald J. Wapner4
1Columbia University Irving Medical Center, New York, NY; 2Columbia University Medical Center,
New York, NY; 3New York Genome Center, New York, NY; 4Columbia University, New York, NY

1:45 PM 30 Artificial Intelligence System Accurately Detects Fetal Ultrasound Findings Suspicious For
Major Congenital Heart Defects
Carolyn M. Zelop1; Jennifer Lam-Rachlin2; Alisa Arunamata3; Rajesh Punn3; Sarina K. Behera4;
Matthias Lachaud5; Nadine David6; Greggory R. DeVore7; Andrei Rebarber2; Nathan S. Fox2; Marjorie
Gayanilo2; Sara Garmel8; Philippe Boukobza9; Pierre Uzan10; Hervé Joly11; Romain Girardot12;
Laurence Cohen13; Marilyne Levy14; Bertrand Stos14; Malo De Boisredon15; Eric Askinazi15; Valentin
Thorey15; Christophe Gardella15; Miwa Geiger2
1Valley Health System, Paramus, NJ; 2Icahn School of Medicine at Mount Sinai Hospital, New York,
NY; 3Pediatrics - Cardiology, Stanford University School of Medicine, Stanford, CA; 4Palo Alto
Medical Foundation, Sutter Health, Palo Alto, CA; 5University of Grenoble Alpes, Grenoble,
Rhone-Alpes; 6Medical Training Center, Rouen, Haute-Normandie; 7The Fetal Diagnostic Center of
Pasadena, Pasadena, CA; 8Michigan Perinatal Associates and Corewell Health, Dearborn, MI;
9CEDEF - Centre Européen de Diagnostic et d’Exploration de la Femme, Le Chesnay, Ile-de-France;
10Groupe IMEF - Imagerie Médicale de l’Est Francilien, Rosny-sous-Bois, Ile-de-France;
11CARPEDIOL - Cardiologie Pédiatrique, fœtale et congénitale adulte de L’Ouest Lyonnais, Ecully,
Rhone-Alpes; 12Unité de Dépistage de Cardiopathies Foetales et Néonatales, Bordeaux, Aquitaine;
13ETCC - Exploration et Traitement des Cardiopathies Congénitales, Massy, Ile-de-France; 14UE3C -
Unité d’explorations cardiologiques - Cardiopathies Congénitales, Paris, Ile-de-France; 15BrightHeart,
Paris, Ile-de-France

2:00 PM 31 Effect of Home Ultrasound in Patients with Previous Late Pregnancy Loss- A Randomized
Control Trial
Liat Mor1; Hagit Eisenberg2; Liliya Tamayev3; Daniel Tairy1; Ben Oren3; Yael Ganor Paz1; Michal
Levy3; Eran Weiner2; Giulia Barda2
1Edith Wolfson Medical Center, Holon, HaMerkaz; 2Wolfson Medical Center, Wolfson Medical
Center, Tel Aviv; 3Edith Wolfson Medical center, Holon, HaMerkaz

6 of 17 2025 SMFM Oral Schedule



Thursday, January 30, 2025 ∙ 1:30 PM - 4:00 PM

Time Abstract Oral Concurrent Session 3 - Ultrasound and Genetics, continued

2:15 PM 32 Genetic diagnoses in a national cohort with non-immune hydrops and other fetal effusions
Natalie B. Gulrajani1; Billie R. Lianoglou2; Katie Tick3; Nuriye Sahin-Hodoglugil3; Ugur
Hodoglugil4; Patrick Devine4; Jessica Van Ziffle4; Mary E. Norton2; Teresa N. Sparks3
1University of California, San Francisco, School of Medicine, San Francisco, CA; 2Center for
Maternal-Fetal Precision Medicine, University of California San Francisco, San Francisco, CA;
3University of California, San Francisco, San Francisco, CA; 4Genomic Medicine Laboratory,
University of California, San Francisco, San Francisco, CA

2:30 PM 33 Genomewide monogenic Non Invasive Prenatal Genetic Screening based on maternal
cfDNA
Dolev Rahat1; Ravit Mesika1; Lilach Schneor1;Noa Liscovitch-Brauer2; Tom Rabinowitz1; Noam
Shomron1; Reut Tomashov Matar3; Lina Basel-Salmon3
1Identifai Genetics, Tel Aviv, Israel; 2Identifai Genetics, Tel Aviv; 3Raphael Recanati Genetic Institute,
Rabin Medical Center, Beilinson Hospital, Tel Aviv

2:45 PM 34 AI Assistance Enhances Physician Performance in Identifying Congenital Malformations
Clémentine Morisset1; Frédéric Logé-Munerel1; Celia Amabile1; Louis Chouinard1; Vianney
Debavelaere1; Remi Besson1; Nikola Matevski1; Guillaume Corda1; Julien Stirnemann2; Yves Ville3;
Yinka Oyelese4; Andrew Combs5
1Sonio, Paris, Ile-de-France; 2Hôpital Necker Enfants Malades, Paris, Ile-de-France; 3University and
Necker-Enfants Malades Hospital, Paris, Ile-de-France; 4Beth Israel Deaconess Medical
Center/Harvard Medical School, Boston, MA; 5Pediatrix Medical Group, Sunrise, FL

3:00 PM 35 Exploring Gastroschisis Patterns and Pesticide Use in California’s Central Valley: A
population-based cohort Study
Alejandro Perez1; Bharti Garg2; Hope Delgado3; Joshua F. Robinson4; Aaron B. Caughey2;
Stephanie L. Gaw4

1University of California, San Francisco, Kerman, CA; 2Oregon Health & Science University,
Portland, OR; 3University of California, Berkeley, Berkeley, CA; 4University of California, San
Francisco, San Francisco, CA

3:15 PM 36 AI software demonstrates strong performance for screening of Tetralogy of Fallot and
Truncus Arteriosus Communis
Remi Besson1; Nicolas Fries2; Julien Stirnemann3; Yves Ville4; Guy Vaksmann5
1Sonio, Paris, Ile-de-France; 2Imagyn’Echo, Imagyn’echo Montpellier, Languedoc-Roussillon;
3Hôpital Necker Enfants Malades, Paris, Ile-de-France; 4University and Necker-Enfants Malades
Hospital, Paris, Ile-de-France; 5Cabinet Vendôme, Lille, Nord-Pas-de-Calais

3:30 PM 37 Genetic Etiologies of Bilateral Renal Agenesis
Bobby Brar1; Robert Weatherford2; Carol Nowlen1; Katelynn Sagaser3; Ahmet A. Baschat1; Karin
Blakemore1; Jena L. Miller1; Angie C. Jelin1
1Johns Hopkins Medicine, Baltimore, MD; 2Massachusetts General Hospital, Boston, MA; 323andMe,
South San Fransisco, CA

3:45 PM 38 Fully Quantitative Cervical Remodeling: Inter-pregnancy interval shows differences in
biomechanical characteristics of the cervix
Sarah M. Dwyer1; LeAnn A. Louis1; Methodius G. Tuuli2; Adam K. Lewkowitz2; Julie Tumbarello1;
Emily Dively, BSN3; Madeline Felske1; Wendy Sparks1; Giselle Kolenic4; Peinan Zhao5; Molly J. Stout6
1University of Michigan Hospital, Ann Arbor, MI; 2Women & Infants Hospital of Rhode Island and
Alpert Medical School of Brown University, Providence, RI; 3Washington University School of
Medicine, St. Louis, MO; 4University of Michigan, Ann Arbor, MI; 5Washington University, St. Louis,
MO; 6University of Michigan Medical Center, Ann Arbor, MI
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Friday, January 31, 2025 ∙ 8:00 AM - 10:00 AM

Time Abstract Oral Plenary Session 2 (Fellows Plenary)

8:00 AM 39 Methylergonovine to Decrease Blood Loss During Cesarean Delivery in Twins: A
Triple-Blinded Placebo-Controlled Randomized Trial
Helen B. Gomez Slagle1; Shai Bejerano2; Russell S. Miller2; Dena Goffman2; Mary E. D’Alton2;
Mirella Mourad2
1Columbia University Irving Medical Center, New York, NY; 2Columbia University Medical Center,
New York, NY

8:15 AM 40 Management of postpartum preeclampsia and hypertensive disorders (MOPP): Postpartum
tight versus standard blood pressure control
Emily B. Rosenfeld1; Deepika Sagaram1; Rachel Lee1; Ernani Sadural2; Richard C. Miller2; Ruby
Lin1; Deshae Jenkins1; Kristin Blackledge3; Ivana Nikodijevic4; Alex Rizzo2; Vanessa Martinez1;
Emily E. Daggett5; Olivia McGeough1; Cande V. Ananth1; Todd J. Rosen1
1Rutgers Robert Wood Johnson Medical School, New Brunswick, NJ; 2Cooperman Barnabas Medical
Center, RWJBarnabas Health, Livingston, NJ; 3Rutgers New Jersey Medical School and Cooperman
Barnabas Medical Center, Livingston, NJ; 4New Jersey Medical School, Newark, NJ; 5Rutgers Robert
Wood Johnson Medical School, Edison, NJ

8:30 AM 41 Impact of living in a food desert on prenatal macro- and micronutrient intake
Noor K. Al-Shibli1; Anne L. Dunlop2; Suchitra Chandrasekaran3
1Emory University, School of Medicine, Atlanta, GA; 2Emory University School of Medicine, Atlanta,
GA; 3Emory University, Atlanta, GA

8:45 AM 42 Small for gestational age prediction using unsupervised machine learning of first trimester
fetal cardiac parameters
Rebecca Horgan1; Elena Sinkovskaya1; Erkan Kalafat2; George R. Saade1; Alfred Abuhamad3
1Macon & Joan Brock Virginia Health Sciences Eastern Virginia Medical School at Old Dominion
University, Norfolk, VA; 2Koc University Hospital, Istanbul, Istanbul; 3Eastern Virginia Medical
School, Norfolk, VA

9:00 AM 43 Pravastatin dose-range and pharmacokinetic study in a pregnant rat model
Xiao-YuWang1; Sydney Lammers2; Jennifer Reno-Graber3; Frederick Reno3; Alan Hoberman4;
George R. Saade5; Monica Longo6; Victoria L. Pemberton7; Ronald J. Wapner8; Nicole Abbott1;
Zhiliang Xie1; Joo Young Na1; Mitch A. Phelps1; Maged M. Costantine1
1The Ohio State University, Columbus, OH; 2The Ohio State University, College of Medicine,
Columbus, OH; 3Reno & Associates, FL; 4Charles River Laboratories, PA; 5Macon & Joan Brock
Virginia Health Sciences Eastern Virginia Medical School at Old Dominion University, Norfolk, VA;
6National Institute of Child Health and Human Development, Bethesda, MD; 7National Heart, Lung,
and Blood Institute, Bethesda, MD; 8Columbia University, New York, NY

9:15 AM 44 Patterns of perceived and everyday stress, resilience, and adverse placentally mediated
outcomes
Maura Jones Pullins; Sarah Heerboth; Joy McNeal; Ashlyn Tolbert; Annie Dude; Johanna
Quist-Nelson; Rebecca Fry; Tracy A. Manuck
University of North Carolina, Chapel Hill, NC

9:30 AM 45 Microfluidic Device Successfully Replaces Traditional Models of Pregnancy Associated
Drug Pharmacokinetic Studies
Ana Collins-Smith; Ananth Kammala; Lauren Richardson; Xiao-ming Wang; Ramkumar Menon
University of Texas Medical Branch, Galveston, TX

9:45 AM 46 Continuous Glucose Monitoring for Gestational Diabetes Diagnosis: A Comparative
Effectiveness Randomized Control Trial (PRECISE)
Sarah A. Nazeer1; Joycelyn A. Corntwaithe, RD, CDE1; Rafael Bravo Santos1; Claudia Pedroza1; Sean
C. Blackwell2; Suneet Chauhan3; Farah H. Amro2; Ghamar Bitar2; Jon Tyson1; Baha M. Sibai2; Michal
Fishel Bartal4
1The University of Texas Health Science Center at Houston (UTHealth), Houston, TX; 2McGovern
Medical School at UTHealth Houston, Houston, TX; 3Christiana Care, Newark, DE; 4UTH Houston &
Sheba Medical Center Israel, Houston, TX
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Friday, January 31, 2025 ∙ 10:00 AM – 10:30 AM

Time Abstract Late-Breaking Abstract Presentations Session 2

10:00 AM LB03 Single-dose intravenous iron versus oral iron for maternal iron deficiency anemia: a
randomized controlled trial
Richard Derman1; Mrutyunjaya Bellad2; Manjunath Somannavar2; Sudhir Bhandari3; Sudhir Mehta3;
Seema Mehta3; Dharmesh Sharma3; Yogesh Kumar4; Umesh Charantimath4; Amaresh Patil5;
Ashalata Mallapur6; Umesh Ramdurg6; Radha Sangavi7; Praveen Patil7; Subarana Roy8; Phaniraj
Vastrad9; Chander Shekhar10; Benjamin Leiby10; Rebecca Hartman10; Michael Georgieff11; Stephen
Mennemeyer10; Zubair H. Aghai12; Simal Thind10; Rupsa C. Boelig13
1Jefferson Health, Philadelphia, PA; 2KLE Academy of Higher Education and Research’s J N Medical
College„ Belagavi, Karnataka; 3Sawai Man Singh Medical College, Jaipur, Rajasthan; 4KLE Academy
of Higher Education and Research’s J N Medical College„ KLE Academy of Higher Education and
Research’s J N Medical College„ Karnataka; 5KLE Academy of Higher Education and Research’s J N
Medical College, Belagavi, Karnataka; 6S Nijalingappa Medical and HSK Hospital and Research
Center, Bagalkote, Karnataka; 7Raichur Institute of Medical Sciences, Raichur, Karnataka;
8ICMR – National Institute of Traditional Medicine, Belagavi, Karnataka; 9Model Rural Health
Research Unit, Sirwar, Karnataka; 10Thomas Jefferson University, Philadelphia, PA; 11University of
Minnesota, Minneapolis, MN; 12Sidney Kimmel Medical College at Thomas Jefferson University,
Philadelphia, PA; 13Sidney Kimmel Medical College, Thomas Jefferson University, Philadelphia, PA

10:15 AM LB04 Neonatal impact of prematurity risk biomarker screening with targeted interventions: A
multicenter randomized controlled trial
Brian K. Iriye1; John O’Brien2; Christopher S. Ennen3; Perry Barrilleaux4; Jill Berkin5; Anna
Palatnik6; Moeun Son7; Cynthia Gyamfi-Bannerman8; Mollie McDonald9; Glenn Markenson10;
Anthony C. Sciscione11; Joseph R. Biggio, Jr12; Samuel Wolf13; Scott Sullivan14; Michael Walker15;
Babak Shahbaba16; Stephen P. Pound17
1Hera Womens Health, Las Vegas, NV; 2University of Kentucky, Lexington, KY; 3University of
Virginia School of Medicine, Charlottesville, VA; 4Ochsner Louisiana State University Health
Shreveport, Shreveport, LA; 5Icahn School of Medicine at Mount Sinai, New York, NY; 6Medical
College of Wisconsin, Milwaukee, WI; 7Weill Cornell Medicine, New York, NY; 8University of
California, San Diego, San Diego, CA; 9Austin Maternal-Fetal Medicine, Austin, TX; 10Boston Medical
Center, Boston, MA; 11Christiana Care Health System, Newark, DE; 12Ochsner Health, New Orleans,
LA; 13Emerald Coast OBGYN Clinical Research, Panama City, FL; 14Inova Fairfax Medical Campus,
Fairfax, VA; 15Walker Bioscience, Carlsbad, CA; 16University of California, Irvine, Irvine, CA;
17Virginia Physicians for Women, North Chesterfield, VA

Friday, January 31, 2025 ∙ 1:30 PM - 4:00 PM

Time Abstract Oral Concurrent Session 4 - Basic and Translational Science

1:30 PM 47 Novel Neural Extracellular Vesicle miRNA Biomarkers Identify Suboptimal Response to
Cooling in Neonatal Encephalopathy
Sarah T. Mehl1; Baharan Fekry1; Lierni Ugartemendia1; Dhanashree Rajderkar2; Nikolay Bliznyuk2;
Shaveka Gaskins2; Michael D. Weiss3; Laura Goetzl1
1McGovern Medical School at UTHealth Houston, Houston, TX; 2University of Florida, Gainesville,
FL; 3University of Florida College of Medicine, Gainesville, FL

1:45 PM 48 3D-printed humanized feto-maternal interface tests exosomal delivery of
anti-inflammatory Interleukin-10 (IL-10) to reduce infection-associated inflammation
Leah Saylor1; Rahul Cherukuri2; Ananth Kammala1; Marc Ferrer3; Cristina Antich Acedo3; Arum
Han2; Lauren Richardson1; Ramkumar Menon1
1University of Texas Medical Branch, Galveston, TX; 2Texas A&M University, College Station, TX;
3National Center for Advancing Translational Sciences, National Institute of Sciences, Bethesda, MD

2:00 PM 49 Decoy peptide to (pro)renin receptor as a potential therapeutic target for preeclampsia: a
translational study
Michelle Harris1; Ahmed F. Pantho2; Kelsey R. Kelso1; Jessica C. Ehrig3; Ram R. Kalagiri1; Niraj
Vora1; Thomas J. Kuehl2; Steven R. Lindheim1; Mohammad N. Uddin4
1Baylor Scott & White Health Temple Medical Center, Temple, TX; 2Artemis Biotechnologies LLC,
Temple, TX; 3Baylor Scott and White Health, Temple, TX; 4Baylor Scott & White Medical Center and
Texas A&M School of Medicine, Temple, TX
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Friday, January 31, 2025 ∙ 1:30 PM - 4:00 PM

Time Abstract Oral Concurrent Session 4 - Basic and Translational Science, continued

2:15 PM 50 Longitudinal changes in epigenetic aging in pregnant versus non-pregnant people: a
prospective cohort study
Danielle M. Panelli; Nicole Gladish; Nicola C. Perlman; Andres Cardenas; Katherine Bianco
Stanford University, Palo Alto, CA

2:30 PM 51 Lactobacillus crispatus mitigates Group B Streptococcus-induced inflammation in the
cervicovaginal epithelium
Briana Ferguson; Aaron Loder; Lauren Anton;Kristin D. Gerson
University of Pennsylvania Perelman School of Medicine, Philadelphia, PA

2:45 PM 52 Expression of CD300E in humanmyometrium and its impact on parturition
Meera M. Thakkar1; William E. Ackerman, IV1; Guomao Zhao1; Zoe B. Strong1; Elizabeth
Feoktistov2; Ekaterina Snegovskikh2; Catalin S. Buhimschi1; Irina A. Buhimschi1
1University of Illinois at Chicago, College of Medicine, Chicago, IL; 2University of Illinois at Chicago,
Chicago, IL

3:00 PM 53 Personalized models of fetal brain development as biomarkers of offspring
neurodevelopmental outcomes after maternal SARS-CoV-2
Lydia L. Shook; Liam T. McCrea; Olyvia Jasset; Steven D. Sheridan; Roy H. Perlis; Andrea G. Edlow
Massachusetts General Hospital, Boston, MA

3:15 PM 54 The Placental Vascular Transcriptome in Pregnancies Resulting in Low vs. Normal Birth
Weight Neonates
Samantha Carson1; Morgan E. Wasickanin1; Emily Sheikh1; Hillary Kinsman1; Lydia Bettridge1;
Katherine E. Free1; Jennifer Damicis1; Robert Walton1; Peter Napolitano2; Nicholas Ieronimakis1
1Madigan Army Medical Center, Tacoma, WA; 2University of Washington, Seattle, WA

3:30 PM 55 Commonly Used Non-Steroidal Anti-Inflammatory Drug (NSAIDs) in Obstetrics &
Associated Placental Cytotoxicity
Ana Collins-Smith
University of Texas Medical Branch, Galveston, TX

3:45 PM 56 Evaluating Semaglutide in Human Fetal Neural Stem Cells: Could Early Exposure Impact
Neurodevelopment?
Morgan E. Wasickanin1; Samantha Carson1; Hillary Kinsman1; Katherine E. Free1; Jennifer
Damicis1; Emily Sheikh1; Robert Walton1; Irina Burd2; Peter Napolitano3; Nicholas Ieronimakis1
1Madigan Army Medical Center, Tacoma, WA; 2University of Maryland, Baltimore, MD; 3University
of Washington, Seattle, WA

1:30 PM 57 Myo-inositol Supplementation to Prevent Pregnancy Complications in Polycystic Ovary
Syndrome: a Randomized Controlled Trial
AnneW.T. Van DerWel1; Rebekka Bout-Rebel2; Chryselle M.C. Frank3; Ruben G. Duijnhoven1; Bo
E. Van Bree4; Olivier Valkenburg4; Salwan Al-Nasiry4; Robbert H.F. van Oppenraaij5; Tatjana E.
Vogelvang6; Michelle E.M.H Westerhuis7; Jan Peter de Bruin8; Hedwig P. van de Nieuwenhof8;
Susanne C.J.P. Gielen9; Myrthe L. Bandell10; Mireille N. Bekker11; Maurice G.A.J. Wouters1; Velja
Mijatovic1; Arie Franx2; Cornelis B. Lambalk1; Frank J.M. Broekmans11; Rebecca C. Painter1; Bart
C.J.M. Fauser12; Joop S.E. Laven2; Bas B. van Rijn13; MYPP Investigator Group2
1Amsterdam UMC, location University of Amsterdam, Amsterdam, Noord-Holland; 2Erasmus
University Medical Center, Zuid-Holland; 3St. Antonius Ziekenhuis, Utrecht; 4Maastricht UMC+,
Limburg; 5Maasstad Ziekenhuis, Zuid-Holland; 6Het Diakonessenhuis, Utrecht; 7Catharina
Ziekenhuis, Noord-Brabant; 8Jeroen Bosch Ziekenhuis, Noord-Brabant; 9Franciscus, Zuid-Holland;
10Albert Schweitzer ziekenhuis, Zuid-Holland; 11University Medical Center Utrecht, Utrecht;
12University of Utrecht and University Medical Center Utrecht, Utrecht; 13Eindhoven University of
Technology, Noord-Brabant
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Friday, January 31, 2025 ∙ 1:30 PM - 4:00 PM

Time Abstract Oral Concurrent Session 5 - Hypertension

1:45 PM 58 Nifedipine versus Labetalol for Treatment of PostpartumHypertension: A Randomized
Controlled Trial
Todd R. Lovgren1; Ruofan Yao2; Brendan D. Connealy3; Robert Bonebrake1; Hemant Satpathy1; Emily
Patel1; Matthew Brady1; Joshua Dahlke4
1Nebraska Methodist Health System, Elkhorn, NE; 2Loma Linda University Health, Loma Linda, CA;
3Methodist Women’s Hospital, Omaha, NE; 4Nebraska Methodist Hospital, Elkhorn, NE

2:00 PM 59 Defining postpartum cardiovascular physiology: Blood pressure trajectories in patients at risk for
new-onset postpartum hypertension
Ukachi N. Emeruwa1; Minhazur R. Sarker1; Elizabeth Nicole Teal1; Marni B. Jacobs2; Louise C. Laurent3;
Natalie A. Bello4; Timothy Wen5; Russell S. Miller6; Cynthia Gyamfi-Bannerman1
1University of California, San Diego, San Diego, CA; 2University of California, San Diego Health, San Diego,
CA; 3University of California, San Diego Medical Center, La Jolla, CA; 4Cedars Sinai Medical Center, Los
Angeles, CA; 5University of California, San Diego, Irvine, CA; 6Columbia University Medical Center, New
York, NY

2:15 PM 60 Severe Systolic Hypertension and Adverse Maternal Outcomes
Yossi Bart1; Hector M. Mendez-Figueroa2; Farah H. Amro1; Baha M. Sibai1
1McGovern Medical School at UTHealth Houston, Houston, TX; 2McGovern Medical School at UTHealth,
Houston, TX

2:30 PM 61 Postpartum Diuretics for Hypertensive Disorders of Pregnancy: A Systematic Review and
Meta-Analysis
Emma Trawick Roberts1; Elana Jaffe1; Johanna Quist-Nelson1; Suneet Chauhan2; Baha M. Sibai3; Michal
Fishel Bartal4
1University of North Carolina, Chapel Hill, NC; 2Christiana Care, Newark, DE; 3McGovern Medical School
at UTHealth Houston, Houston, TX; 4UTH Houston & Sheba Medical Center Israel, Houston, TX

2:45 PM 62 Association of Preeclampsia with Long-Term Risk of Neurodegenerative Disorders
Maria Bazan1; Ai-ris Y. Collier2; Tina Yi Jin Hsieh2; James Cheng-Chung Wei3
1Beth Israel Deaconess Medical Center, Brighton, MA; 2Beth Israel Deaconess Medical Center, Boston, MA;
3Chung-Shan Medical School, Taichung, Taichung

3:00 PM 63 Comprehensive blood pressure management to improve early postpartum blood pressure
parameters: a randomized controlled trial
Alexandra JD Phelps1; Loveis Jackson1; Lilly He1; Ashanti E. Griggs-Cooks1; Neha Dudipala2; Etoi
Garrison1; Kathryn J. Lindley1; Soha S. Patel1; Julia C. Phillippi3; Megan Webb1; Sarah S. Osmundson1
1Vanderbilt University Medical Center, Nashville, TN; 2Ohio State University College of Medicine,
Columbus, OH; 3Vanderbilt University School of Nursing, Nashville, TN

3:15 PM 64 Hofbauer cells may mediate PE-associated placental dysfunction via APOE synthesis
Bani Medegan Fagla; Cielo Dela Rosa; Savita Sundar; Aswathi Jayaram; Erykah Walton; Jason York; Leon
M. Tai; Guomao Zhao; Irina A. Buhimschi
University of Illinois at Chicago, College of Medicine, Chicago, IL

3:30 PM 65 Impact on Severe Maternal Morbidity following Statewide Improvements in Hypertensive
Disorders of Pregnancy Care Processes
Patrick Schneider1; Allison Stevens2; Alyssa Antonini2; Michelle Menegay3; Allison Lorenz3; Stephen
Afflito3; Rashelle Ghanem4; Ryan Everett5; Justin R. Lappen6
1The Ohio State University, Wexner Medical Center, Columbus, OH; 2Government Resources Center for the
Ohio Colleges of Medicine, Columbus, OH; 3Ohio Colleges of Medicine, Government Resource Center,
Columbus, OH; 4Ohio Department of Children and Youth, Columbus, OH; 5Ohio Hospital Association,
Columbus, OH; 6Cleveland Clinic Foundation, Cleveland, OH

3:45 PM 66 Adverse outcomes during delivery hospitalizations among patients with an intellectual or
developmental disability diagnosis
Manasa G. Rao1; Timothy Wen2; Mary E. D’Alton1; Alexander M. Friedman3; Noelia Zork3
1Columbia University Medical Center, New York, NY; 2University of California, San Diego, Irvine, CA;
3Columbia University Irving Medical Center, New York, NY
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Friday, January 31, 2025 ∙ 1:30 PM - 4:00 PM

Time Abstract Oral Concurrent Session 6 - Prematurity and Newborn

1:30 PM 67 Azithromycin to prevent stillbirths and infant deaths in Mali: A 2x2 factorial
placebo-controlled randomized trial
Karen Kotloff1; Amanda J. Driscoll1; Fadima Haidara2; Lawrence Moulton3; Jason Bailey1; Ousmane
Samake2; Tiecoura Bocoum2; Jane Juma2; Awa Traore2; Mamadou Diallo2; Collins Okello2; Uma
Onwuchekwa2; Mamoudou Kodio2; Yuji Chen1; Emily Deichsel1; Matthew Finholt-Daniel4; Robert L.
Goldenberg5; Fleesie Hubbard1; Rebecca Maguire1; Melissa Page4; David Plotner4; Milagritos Tapia1;
Dilruba Nasrin1; Samba Sow2

1University of Maryland, School of Medicine, Baltimore, MD; 2Centre pour le Développement des
Vaccins, Mali, Bamako, Bamako; 3Johns Hopkins, Bloomberg School of Public Health, Baltimore,
MD; 4RTI International, Durham, NC; 5Columbia University School of Medicine, New York, NY

1:45 PM 68 The effect of metformin in women who received betamethasone on maternal
hyperglycemia and neonatal hypoglycemia
Enav Yefet1; Manal Massalha2; Gil Talmon1; Aminet Labay1; Marian matanis1; Erez Sleman1; Rima
nassra1; Maya Frank Wolf3; Inshirah Sgayer4; Lior Lowenstein4; Zohar Nachum2

1Tzafon Medical Center, Poriya, HaZafon; 2Emak Medical Center, Afula, HaZafon; 3Galilee Medical
Center, Naharyia, HaZafon; 4Galilee Medical center, Nahariya, HaZafon

2:00 PM 69 Fully Quantitative Cervical Remodeling: Race Group Differences Responsibilities and
Cautions
LeAnn A. Louis1; Sarah M. Dwyer1; Methodius G. Tuuli2; Adam K. Lewkowitz2; Julie Tumbarello1;
Emily Dively, BSN3; Madeline Felske1; Wendy Sparks1; Anita M. Malone1; Peinan Zhao4; Molly J.
Stout5
1University of Michigan Hospital, Ann Arbor, MI; 2Women & Infants Hospital of Rhode Island and
Alpert Medical School of Brown University, Providence, RI; 3Washington University School of
Medicine, St. Louis, MO; 4Washington University, St. Louis, MO; 5University of Michigan Medical
Center, Ann Arbor, MI

2:15 PM 70 Neonatal outcomes after Caesarean versus vaginal birth: population-based cohort study of
extremely preterm breech singletons
YanchenWang1; Pasqualina Santaguida1; Sameer Parpia1; Fabiana Bacchini2; Prakeshkumar S.
Shah3; Kellie Murphy3; K. S. Joseph4; Sandesh Shivananda5; Sarah D. McDonald1
1McMaster University, Hamilton, ON; 2Canadian Premature Babies Foundation, Toronto, ON;
3University of Toronto, Toronto, ON; 4School of Population and Public Health, University of British
Columbia, Vancouver, BC; 5University of British Columbia, Vancouver, BC

2:30 PM 71 The role of cervical elastography for the prediction of spontaneous preterm birth
Anne-Sophie Lafortune1; Louise Ghesquiere2; Paul Guerby3; Marie-Laurence Côté1; Genevieve
Marcoux4; Annie Beaudoin4; Emmanuel Bujold1
1Université Laval, PQ; 2Université de Lille, Lille, Nord-Pas-de-Calais; 3Université de Toulouse,
Midi-Pyrenees; 4CHU de Québec, CHU de Québec, PQ

2:45 PM 72 Corticosteroids and Neonatal Hypoglycemia among Pregnant Individuals with Diabetes:
Effect of Gestational Age at Delivery
Ruby Lin; Cande V. Ananth; Todd J. Rosen
On behalf of the MOMPOD Consortium
Rutgers Robert Wood Johnson Medical School, New Brunswick, NJ

3:00 PM 73 Pro-inflammatory vaginal cytokines, early PTB, and infectious morbidity in patients with
asymptomatic cervical shortening
Tracy A. Manuck
On behalf of the Eunice Kennedy Shriver National Institute of Child Health and Human
Development Maternal-Fetal Medicine Units (MFMU) Network
University of North Carolina, Chapel Hill, NC
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Friday, January 31, 2025 ∙ 1:30 PM - 4:00 PM

Time Abstract Oral Concurrent Session 6 - Prematurity and Newborn, continued

3:15 PM 74 Comparison of Polyester Fiber versus Polypropylene Suture Materials in Physical-Exam
Indicated Transvaginal Cerclages
Daniel J. Martingano1; Amanda F. Francis Oladipo2;Marwah Al-Dulaimi3; Sandra Kumwong4;
Andrea Ouyang5; Lauren Cue6; Ashley Nguyen3; Shailini Singh7; Alexander Ulfers8; Mark Rebolos3;
Kristin Cohen9; Donald Morrish3; Iffath A. Hoskins10; Francis X. Martingano11
1St. John’s Episcopal Hospital-South Shore and William Carey University College of Osteopathic
Medicine, Far Rockaway, NY; 2Hackensack University Medical Center, Hackensack, NJ; 3St. John’s
Episcopal Hospital-South Shore, Far Rockaway, NY; 4Touro College of Osteopathic Medicine-Harlem
Campus, New York, NY; 5William Carey University, Hattiesburg, MS; 6Rutgers University and the
Jersey City Medical Center, Jersey City, NJ; 7AtlantiCare Regional Medical Center, Pamona, NJ;
8Walter Reed National Military Medical Center, Bethesda, MD; 9RWJBarnabas Health - Trinitas
Regional Medical Center, Elizabeth, NJ; 10Albert Einstein College of Medicine - Montefiore Medical
Center, New York, NY; 11NYU Grossman School of Medicine - NYU Brooklyn, New York, NY

3:30 PM 75 Antimuscarinic Receptor Blockade Reduces Uterine Muscle Contractions Potentially
Providing A Novel Treatment For Preterm Labor
Anthony G. Visco1; Zachary Visco2; Chad Grotegut3; Cristina Linde4; Timothy Westfall4; Friederike
Jayes5
1NinoMed, LLC, Chapel Hill, NC; 2University of North Carolina, Chapel Hill, NC; 3Wake Forest
University, Wake Forest, NC; 4Reprocell, Beltsville, MD; 5Duke University, Durham, NC

3:45 PM 76 Vaginal microbiota as a predictor of preterm birth: a prospective cohort study
Laura Lesimple1; Jessica Rousseau Rousseau1; Luce Landraud1; Céline Plainvert1; Nathalie Grall1;
Francois Goffinet2; Pierre-Yves Ancel1; Christophe Pannetier3; Laurent Mandelbrot4; Asmaa Tazi1
1Assistance Publique Hôpitaux de Paris, Paris, Ile-de-France; 2Université Paris Cité, Inserm, Centre
for Research in Epidemiology and StatisticS (CRESS), Obstetrical Perinatal and Pediatric
Epidemiology Research Team (EPOPé), Paris, Ile-de-France; 3Assistance Publique Hôpitaux de Paris,
Paris, Rhone-Alpes; 4Hôpital Louis Mourier, APHP, Université Paris Cité, Colombes, Ile-de-France

Saturday, February 1, 2025 ∙ 8:00 AM - 10:15 AM

Time Abstract Oral Concurrent Session 7 - Diabetes

8:00 AM 77 Does large for gestational age and/or polyhydramnios warrant rescreening for gestational
diabetes mellitus?
Henry Lesser; A. Dhanya Mackeen; David Chromey, II; Amanda J. Young; Celia Gray; Michael J.
Paglia
Geisinger Medical Center, Danville, PA

8:15 AM 78 Breastfeeding patterns among parturients with diabetes: A secondary analysis of the
MOMPOD randomized clinical trial
Minhazur R. Sarker1; Marni B. Jacobs2; Kim Boggess3; Ashley N. Battarbee4; Gladys (Sandy) A.
Ramos1
1University of California, San Diego, San Diego, CA; 2University of California, San Diego Health, San
Diego, CA; 3University of North Carolina, Chapel Hill, NC; 4Center for Women’s Reproductive
Health, University of Alabama at Birmingham, Birmingham, AL

8:30 AM 79 Predicting Future Diabetes: Impact of Abnormal Pregnancy OGTT Patterns
Yael Winter Shafran1; Tal Schiller2; Alena Kirzhner2; Edi Vaisbuch2
1Kaplan Medical Center and REALIFE Research Group, Rehovot, HaMerkaz; 2Kaplan Medical
Center, Rehovot, HaMerkaz

8:45 AM 80 Effect of Breastfeeding on the Early Postpartum Lipid Profile in Women with Gestational
Diabetes Mellitus
Harumi Kanzawa1; Hiroshi Yamashita1; Ichiro Yasuhi2
1NHO Nagasaki Medical Center, Omura City, Nagasaki; 2NHO Nagasaki Medical Center, Omura-City,
Nagasaki

9:00 AM 81 Rates of Risk Appropriate Postpartum Care within Six Months after Delivery
Jennifer F. Culhane; Anna Denoble; Olivia Paoletti; Caitlin Partridge; Lisbet S. Lundsberg
Yale School of Medicine, New Haven, CT
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Saturday, February 1, 2025 ∙ 8:00 AM - 10:15 AM

Time Abstract Oral Concurrent Session 7 - Diabetes, continued

9:15 AM 82 Metformin Use in Pregnancy Decreases Neonatal Fat Free Mass
Claire E. Jensen1; Ashley N. Battarbee2; Kim Boggess1; Kjersti M. Aagaard3
On behalf of the MOMPOD Consortium
1University of North Carolina, Chapel Hill, NC; 2Center for Women’s Reproductive Health, University of
Alabama at Birmingham, Birmingham, AL; 3Boston Children’s Hospital, Division of Fetal Medicine and
Surgery, Boston, MA; HCA Healthcare and HCA Healthcare Research Institute, Nashville, TN; HCA
Texas Maternal Fetal Medicine, Houston, TX; Baylor College of Medicine and Texas Children’s Hospital,
Houston, TX, Boston, MA

9:30 AM 83 Interaction betweenMetformin and Baseline Insulin Requirements on Neonatal Outcomes in
Pregnancies with Type-2 Diabetes
Kevin S. Shrestha1; Claire E. Jensen2; Kim Boggess2; Gladys (Sandy) A. Ramos3; Ashley N. Battarbee4
1University of Alabama at Birmingham, Birmingham, AL; 2University of North Carolina, Chapel Hill,
NC; 3University of California, San Diego, San Diego, CA; 4Center for Women’s Reproductive Health,
University of Alabama at Birmingham, Birmingham, AL

9:45 AM 84 The Placental Transcriptome in Pregnancies Complicated by A2 Gestational Diabetes Mellitus
Morgan E. Wasickanin1; Samantha Carson1; Hillary Kinsman1; Lydia Bettridge1; Katherine E. Free1;
Jennifer Damicis1; Emily Sheikh1; Robert Walton1; Peter Napolitano2; Nicholas Ieronimakis1
1Madigan Army Medical Center, Tacoma, WA; 2University of Washington, Seattle, WA

10:00 AM 85 Childhood Sexual and Emotional Maltreatment are Associated with Increased Gestational
Weight Gain
NATALIE E. POLIEKTOV1; Mariana Rocha1; Kaitlyn Stanhope2; Lauren Holt1; Alicia Smith1; Vasiliki
Michopoulos1; Suchitra Chandrasekaran3
1Emory University School of Medicine, Atlanta, GA; 2Rollins School of Public Health, Atlanta, GA;
3Emory University, Atlanta, GA

Saturday, February 1, 2025 ∙ 10:15 AM – 10:30 AM

Time Abstract Late-Breaking Abstract Presentations Session 3

10:15 AM LB05 Patient navigation to improve postpartum health care among low-income birthing people: a
randomized controlled trial
LynnM. Yee1; Joe M. Feinglass1; Brittney R. Williams1; Laura Diaz1; Viridiana Carmona-Barrera1; Ying
Cheung1; Ka’Derricka Davis1; Chen Yeh1; Charlotte M. Niznik1; Michelle A. Kominiarek2; William A.
Grobman3
1Northwestern University Feinberg School of Medicine, Chicago, IL; 2Northwestern Feinberg School of
Medicine, Northwestern Feinberg School of Medicine/ Chicago, IL; 3Women & Infants Hospital of
Rhode Island / Alpert Medical School of Brown University, Brown University/Providence, RI

Saturday, February 1, 2025 ∙ 8:00 AM - 10:15 AM

Time Abstract Oral Concurrent Session 8 - Fetus and Fetal Intervention

8:00 AM 86 Innovative transcardiac access to the fetal cerebral and pelvic arteries for diagnosis and
treatment
Michael A. Belfort1; Emma Van Den Eede2; Karen Chen3; Carolyn A Altman3; Timo Krings4; Peter T
Kan5; Tomohiro Arai2; Wasinee Tianthong2; Walter Coudyzer6; Caitlin D. Sutton3; Samuel G G.
McClugage, III3; William EWhitehead3; Magdalena Sanz Cortes1; Larry H Hollier3; Jan A. Deprest2; Luc
De Catte6; Luc Joyeux3; Thierry Huisman3
1Texas Children’s Hospital and Baylor College of Medicine, Houston, TX; 2My FetUZ Fetal Research
Center, Universitary Hospital Leuven, Leuven, Vlaams-Brabant; 3Baylor College of Medicine and Texas
Children’s Hospital, Houston, TX; 4University Health Network, ON; 5UTMB, Houston, TX; 6Universitary
Hospital Leuven, Leuven, Vlaams-Brabant
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Saturday, February 1, 2025 ∙ 8:00 AM - 10:15 AM

Time Abstract Oral Concurrent Session 8 - Fetus and Fetal Intervention, continued

8:15 AM 87 Predicting Outcomes in Congenital Diaphragmatic Hernia with Discordant Fetal MRI and
Ultrasound Prognostic Indices
Lamia A. Alamri1; Jason Gien1; Payton Moody1; Blair W. Weikel2; Mariana Meyers1; Michael V.
Zaretsky1; Sarkis C. Derderian1; Henry L. Galan3
1University of Colorado, School of Medicine, Aurora, CO; 2University of Colorado, School of Medicine
and Colorado Fetal Care Center, Aurora, CO; 3University of Colorado, School of Medicine, Children’s
Hospital of Colorado, Aurora, CO

8:30 AM 88 Tracking twin growth from start to finish in 3D
Jessica L. Gleason1; Zhen Chen2; Rajeshwari Sundaram2; Kathryn A. Wagner3; Daniel He4; Wesley
Lee5; Roger Newman6; Seth Sherman7; Edward Chien8; Robert Gore-Langton7; Luis F. Goncalves9;
Katherine L. Grantz1
1Epidemiology Branch, NICHD-NIH, Bethesda, MD; 2National Institute of Child Health and Human
Development, Bethesda, MD; 3Massachusetts College of Pharmacy and Health Sciences, Boston, MA;
4The Prospective Group, Fairfax, VA; 5Baylor College of Medicine, Houston, TX; 6Medical University
of South Carolina, Columbia, SC; 7The Emmes Company, Rockville, MD; 8Cleveland Clinic,
Cleveland, OH; 9Phoenix Children’s Hospital, Phoenix, AZ

8:45 AM 89 Proteomic analysis of monochorionic pregnancies with twin-to-twin transfusion syndrome
and selective fetal growth restriction
Jessian L. Munoz; Cara Buskmiller; Ahmed A. Nassr; Magdalena Sanz Cortes; Michael A. Belfort;
Roopali V. Donepudi
Texas Children’s Hospital and Baylor College of Medicine, Houston, TX

9:00 AM 90 Chronotropic rescue prior to cord clamping in fetal complete AV Block and severe
bradycardia
Samantha Holmes1; Emily Bucholz1; Camila Londono-Obregon1; Jason Gien1; Nicholas Behrendt1;
Michael V. Zaretsky1; Henry L. Galan2; Bettina Cuneo3
1University of Colorado, School of Medicine, Aurora, CO; 2University of Colorado, School of
Medicine, Children’s Hospital of Colorado, Aurora, CO; 3University of Arizona, Tucson, AZ

9:15 AM 91 Impact of a synthetic amniotic fluid upon fetal lung development
Stephanie Finoti1; Braxton Forde2; Samuel Martin3; Marc Oria1; Jose L. Peiro4
1University of Cincinnati, Cincinnati, OH; 2University of Cincinnati College of Medicine, Cincinnati,
OH; 3Cincinnati Children’s Hospital Medical Center, Cincinnati, OH; 4Cincinnati Children’s Fetal
Care Center, Cincinnati, OH

9:30 AM 92 Effect of very preterm delivery on outcomes following in-utero spina bifida repair
Michael V. Zaretsky1; Virginia Lijewski1; Jagruti Anadkat2; Kelly A. Bennett3; Yair J. Blumenfeld4;
Christopher Q. Buchanan5; Caitlin M. Clifford6; Timothy Crombleholme7; Samer Elbabaa8; Stephen
P. Emery9; William H. Goodnight10; Hanmin Lee11; Joseph B. Lillegard12; Foong-Yen Lim13; Francois
Luks14; Jena L. Miller15; Ueli Moehrlen16; Julie Moldenhauer17; Anita J. Moon-Grady11; Mauro
Schenone18; Aimen F. Shaaban19; KuoJen Tsao20; Tim Van Mieghem21; Amy J. Wagner22
On behalf of the fMMC Consortium sponsored by NAFTNet
1University of Colorado, School of Medicine, Aurora, CO; 2Washington University School of Medicine,
St. Louis, MO; 3Vanderbilt University Medical Center, Nashville, TN; 4Children’s Hospital at Stanford,
Palo Alto, CA; 5St. Louis Fetal Care Institute, St. Louis, MO; 6University of Michigan Medical Center,
Ann Arbor, MI; 7Connecticut Children’s Fetal Care Center, Hartford, CT; 8Orlando Health Arnold
Palmer Hospital for Children, Orlando, FL; 9University of Pittsburgh, Pittsburgh, PA; 10University of
North Carolina at Chapel Hill, Chapel Hill, NC; 11University of California, San Francisco, San
Francisco, CA; 12Midwest Fetal Care Center, Minneapolis, MN; 13Cincinnati Children’s Hospital,
Cincinatti, OH; 14Fetal Treatment Program of New England, Providence, RI; 15Johns Hopkins
Medicine, Baltimore, MD; 16Children’s Hospital Zurich, Zurich; 17Children’s Hospital of Philadelphia,
Philadelphia, PA; 18Mayo Clinic, Rochester, MN; 19Chicago Institute for Fetal Health, Chicago, IL;
20McGovern Medical School at the University of Texas Health Science Center at Houston (UTHealth)
University of Texas Health Science Center, Houston, TX; 21Mount Sinai Hospital and University of
Toronto, Toronto, ON; 22Children’s Hospital of Wisconsin Fetal Concerns Center, Milwaukee, WI
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Saturday, February 1, 2025 ∙ 8:00 AM - 10:15 AM

Time Abstract Oral Concurrent Session 8 - Fetus and Fetal Intervention, continued

9:45 AM 93 In-utero ventriculosubgaleal shunt placement - a fetal lambmodel of induced hydrocephalus
Shohra Qaderi1; Weston Northam1; Soner Duru2; Eyal Krispin3; Syril James4; Jose L. Peiro5; Braxton
Forde6; Hamidreza Forourtan7; Ramen H. Chmait8; Scott A. Shainker9; Cassandra R. Duffy9; Nikan
Zargarzadeh1; Ali Javinani1; Arthur Nedder10; Brittany Pattison10; lana Vasung10; Ryne A. Didier10;
Michaela K. Farber11; Sebastian Seifert12; Darren B. Orbach10; P. Ellen Grant10; Benjamin C. Warf10; Yves
Ville13; Alireza A. Shamshirsaz14
1Boston Children’s Hospital, Harvard Medical School, Boston, MA; 2Cincinnati Children’s Hospital,
Cincinnati, OH; 3Harvard Medical School, Boston, MA; 4Hôpital Necker-Enfants Malades, Paris,
Ile-de-France; 5Cincinnati Children’s Fetal Care Center, Cincinnati, OH; 6University of Cincinnati College
of Medicine, Cincinnati, OH; 7Laparoscopy research center, Shiraz, Fars; 8Keck School of Medicine,
University of Southern California, Los Angeles, CA; 9Beth Israel Deaconess Medical Center, Boston, MA;
10BCH, Boston, MA; 11BWH, Boston, MA; 12Brigham &Women’s Hospital, Boston, MA; 13University and
Necker-Enfants Malades Hospital, Paris, Ile-de-France; 14Boston Children’s Hospital, Brigham and
Women’s Hospital, Beth Israel Deaconess Medical Center, Harvard Medical School, Boston, MA

10:00 AM 94 Role of placental superficial anastomoses in twin-twin transfusion syndrome (TTTS)
Ramen H. Chmait1; Lisa M. Korst2; Arlyn Llanes1; Kristine R. Rallo1; Andrew H. Chon3; Martha A.
Monson4; Ruben A. Quintero5
1Keck School of Medicine, University of Southern California, Los Angeles, CA; 2Childbirth Research
Associates, North Hollywood, CA; 3Oregon Health & Science University, Portland, OR; 4Intermountain
Healthcare, University of Utah Health, Salt Lake City, UT; 5The Fetal Institute, USFETUS Research
Consortium, Miami, FL

Saturday, February 1, 2025 ∙ 10:15 AM – 10:30 AM

Time Abstract Late-Breaking Abstract Presentations Session 4

10:15 AM LB06 Comparing 162mg vs. 81mg Aspirin for Prevention of Preeclampsia (ASAPP): A Randomized
Control Trial
Amrin Khander1; Kathy Matthews2; Charlene Thomas3; Paul Christos4; Stephen T. Chasen5; Daniel W.
Skupski3; Laura E. Riley3; Phyllis August6; Line Malha3
1Weill Cornell Medicine-New York Presbyterian Hospital, New York, NY, NY; 2New Jersey Perinatal
Associates, Livingston, NJ; 3Weill Cornell Medicine, New York, NY; 4Weill Cornell Medical College, New
York, NY; 5Weill-Cornell Medical College, New York, NY; 6New York Presbyterian Weill Cornell Medicine,
New York, NY

Saturday, February 1, 2025 ∙ 8:00 AM - 10:30 AM

Time Abstract Oral Concurrent Session 9 - Medical Complications

8:00 AM 95 Prevention Of Methamphetamine Use among Postpartum People (PROMPT): A Pilot
Randomized Controlled Trial
Marcela C. Smid1; Jasmin E. Charles1; Amanda A. Allshouse2; Stephanie Castro1; Grace Humiston1;
Elysha Cash2; Adam G. Gordon2; Kristi Carlston1; Marie Gibson1; Gerald Cochran1
1University of Utah Health, Salt Lake City, UT; 2University of Utah, Salt Lake City, UT

8:15 AM 96 Postpartum VTE risk by CHA2DS2-VASc score in patients with atrial fibrillation or flutter
during pregnancy
Virginia Y. Watkins1; Miriam L. Estin2; Sarah C. Snow1; Cary C. Ward1; Marie-Louise Meng1; Jerome J.
Federspiel1
1Duke University School of Medicine, Durham, NC; 2Duke university School of Medicine, Durham, NC
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Saturday, February 1, 2025 ∙ 8:00 AM - 10:30 AM

Time Abstract Oral Concurrent Session 9 - Medical Complications, continued

8:30 AM 97 A Technology Enabled Solution for Perinatal Mental Health Collaborative Care Models: A
Randomized Controlled Trial
Emily S. Miller1; David Mohr2; Dinah Williams3; Melissa Shikany2; Tracy Walsh2; Nathan W.
Winquist2; Zara Mir2; Elizabeth L. Gray2; Shannon R. Smith2; Charles Krause2; Lara M. Baez2;
Madhu C. Reddy4
1Women & Infants Hospital of Rhode Island and Alpert Medical School of Brown University,
Providence, RI; 2Northwestern University Feinberg School of Medicine, Chicago, IL; 3Women and
Infants Hospital of Rhode Island, Providence, RI; 4University of California, Irvine, Irvine, CA

8:45 AM 98 Risk of severe maternal morbidity among pregnant people with colorectal cancer using a
population database
Shriddha Nayak1; Kristin C. Darwin2; Arthur J. Vaught2; Marika Toscano1
1Johns Hopkins University, School of Medicine, Baltimore, MD; 2Johns Hopkins University,
Baltimore, MD

9:00 AM 99 Impact of breastfeeding on estimated risk of postpartum cardiovascular disease
Christine P. Field1; William A. Grobman1; Jiqiang Wu1; Anna Palatnik2; Mark B. Landon1; Denise
Scholtens3; William Lowe3; Nilay S. Shah4; Jami Josefson3; Sadiya S. Khan5; Kartik K. Venkatesh1
1The Ohio State University, Columbus, OH; 2Medical College of Wisconsin, Milwaukee, WI;
3Northwestern University, Northwestern University/Chicago, IL; 4Northwestern University, Chicago,
IL; 5Northwestern University Feinberg School of Medicine, Chicago, IL

9:15 AM 100 Intravenous Ferumoxytol versus Oral Ferrous Sulfate for Iron-Deficiency Anemia in
Pregnancy: A Randomized Controlled Trial
Irogue I. Igbinosa; Stephanie A. Leonard; Ijeoma Iweakogwu; Elizabeth B. Sherwin; Caroline
Berube; Deirdre J. Lyell
Stanford University, Palo Alto, CA

9:30 AM 101 Neurodevelopmental outcomes of 3-year-old children of mothers with SARS-CoV-2
infection in pregnancy
Lydia L. Shook; Victor Castro; Laura Ibanez-Pintor; Roy H. Perlis; Andrea G. Edlow
Massachusetts General Hospital, Boston, MA

9:45 AM 102 Maternal Gestational Weight Gain in GLP-1 Agonist Exposed and Unexposed Patients
Nishita Pondugula1; Jennifer F. Culhane1; Lisbet S. Lundsberg1; Caitlin Partridge1; Audrey A.
Merriam2

1Yale School of Medicine, New Haven, CT; 2Yale New Haven Hospital, New Haven, CT
10:00 AM 103 Placental Pathology Findings by Timing and Amount of Maternal Cannabis Exposure

Shilpa S. Tummala1; Amanda A. Allshouse2; Gwendolyn A. McMillin1; Jessica M. Comstock2;
Elizabeth S. Doughty2; Robert M. Silver2; Torri D. Metz2
1University of Utah Health, Salt Lake City, UT; 2University of Utah, Salt Lake City, UT

10:15 AM 104 The Impact of a Facilitated Postpartum-to-Primary Care Transition on Care Utilization
within One Year Postpartum
Arlin Delgado1; Pichliya Liang1; Tierra Bender1; Kaitlyn E. James1; Alaka Ray1; Ishani Ganguli2;
Jessica L. Cohen3; Mark A. Clapp1
1Massachusetts General Hospital, Boston, MA; 2Brigham and Women’s Hospital, Boston, MA;
3Harvard T.H. Chan School of Public Health, Boston, MA
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1 | Antenatal Corticosteroid in Twin Pregnancy at Risk of
Late Preterm Birth: A Randomized Controlled Trial

Seung Mi Lee1; Hyun Soo Park2; Soo Ran Choi3; Jeesun Lee1;
Hyun Ji Kim4; Jee Yoon Park4; Kyung Joon Oh4; Geum Joon
Cho5; Min-Jeong Oh5; Jin Hoon Chung6; Sun Min Kim7; Byoung
Jae Kim8; Suk Young Kim9; Subeen Hong10; Young Mi Jung5; Se
Jin Lee11; Ji Su Seong12; Haemin Kim13; Sohee Oh8; Joongyub
Lee1; Ji Hoi Kim1; Hee Young Cho14; Chan-Wook Park1; Joong
Shin Park1; Jong Kwan Jun15
1Seoul National University College of Medicine, Seoul,
Seoul-t’ukpyolsi; 2Dongguk University Ilsan Hospital, Goyang,
Kyonggi-do; 3Inha University Hospital, Inha University College of
Medicine, Incheon, Inch’on-jikhalsi; 4Seoul National University
Bundang Hospital, Seoul National University College of Medicine,
Bundang, Kyonggi-do; 5Korea University College of Medicine,
Seoul, Seoul-t’ukpyolsi; 6University of Ulsan College of Medicine,
Asan Medical Center, Seoul, Seoul-t’ukpyolsi; 7101 Daehak-ro,
Jongno-gu, Seoul, Seoul-t’ukpyolsi; 8Seoul Metropolitan
Government Seoul National University Boramae Medical Center,
Seoul, Seoul-t’ukpyolsi; 9College of Medicine, Gachon University,
Incheon, Inch’on-jikhalsi; 10Seoul St. Mary’s Hospital, College of
Medicine, The Catholic University of Korea, Seoul,
Seoul-t’ukpyolsi; 11Kangwon National University Hospital, School
of Medicine, Kangwon National University, Chuncheon,
Kangwon-do; 12Chung-Ang University Gwang-Myeong Hospital,
Chung-Ang University College of Medicine, Gwang-Myeong,
Kyonggi-do; 13Kyungpook National University Chilgok Hospital,
Kyungpook National University, School of Medicine, Daegu,
Ch’ungch’ong-bukto; 14Seoul National University, Seoul,
Seoul-t’ukpyolsi; 15Ewha Womans University College of Medicine,
Seoul, Seoul-t’ukpyolsi

8:00 AM - 8:15 AM
Objective: Recently, guidelines recommend corticosteroid injec-
tion in singleton pregnancy at risk of late preterm birth (34∼36+6
weeks). However, the effectiveness of antenatal corticosteroid in
twin pregnant women at risk of late preterm birth has not been
evaluated, and there is a paucity of guideline in this population.
In the current study, we evaluated if antenatal betamethasone

administration reduces the risk of neonatal respiratory morbidity
in late preterm twin neonates.
Study Design: In this multicenter randomized trial, we enrolled
twin pregnant women at 34+0 to 36+5 weeks of gestation who
were at risk of late preterm birth. The participants received
betamethasone or placebo after randomization of 1:1 ratio.
Primary outcome was severe neonatal respiratory morbidity,
including at least one of the followings: the use of continuous
positive airway pressure (CPAP) or high-flow nasal cannula for
12 hours or more, supplementary oxygen administration with a
fraction of oxygen of at least 0.3 for 24 hours or more, mechanical
ventilation, extracorporeal membranes oxygenation, or perinatal
death within 72 hours after birth. The secondary outcome was
other neonatal morbidities.
Results: Among 1620 neonates, the primary outcome occurred in
99 neonates with lower risk in the betamethasone group than in
placebo group (39/818 [4.8%] vs. 60/802 [7.5%], relative risk (RR)
0.64 [95% CI, 0.42-0.98]) Other respirator morbidities were also
lower in the betamethasone group, such as CPAP use for 2 hours
or more (RR 0.58 [95% CI 0.35∼0.95]) and transient tachypnea of
the newborn (RR 0.47 [95% CI 0.25∼0.89]). The risk of neonatal
hypoglycemiawas increased in the betamethasone group (RR 1.33
[95% CI 1.01∼1.75]), but the risk of neonatal sepsis or maternal
chorioamnionitis were not different between the two groups of
cases.
Conclusion: The antenatal betamethasone administration in
twin pregnant women at risk of late preterm birth significantly
reduced the risk of neonatal respiratory morbidity.

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, provided the original work is properly
cited.
© 2025 Society for Maternal-Fetal Medicine. Pregnancy published by Wiley Periodicals LLC on behalf of the Society for Maternal-Fetal Medicine.

Pregnancy, 2025; 1:e12002
https://doi.org/10.1002/pmf2.12002
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2 | The Frequency and Severity of Complications after
Previable PROM in Texas following SB8

Danna Ghafir1; Emily Fahl1; Nancy Ukoh1; Han-Yang M. Chen1;
Sean C. Blackwell1; Julie Gutierrez2; Irene A. Stafford1
1McGovern Medical School at UTHealth Houston, Houston, TX;
2McGovern Medical School at The University of Texas Health
Science Center at Houston (UTHealth), Houston, TX

8:15 AM - 8:30 AM
Objective: Robust contemporary data concerning previable
PROM are limited. The impact of changes in state abortion laws
on maternal outcomes also remains unknown. We sought to
compare outcomes of pregnant individualswhodevelop previable
PROM at our center before and after the implementation of Texas
Senate Bill 8 (SB8).
Study Design: This is a retrospective cohort study across three
tertiary care hospitals from January 1, 2018-March 31, 2023.
ICD-10 codes were used to identify individuals with previable
PROM. Chart review was done by trained research staff. Indi-
viduals with singleton or twin gestions and clinical diagnosis
of PROM < 22 weeks were studied, excluding those with IUFD
and/or active PTL. We compared clinical characteristics and
outcomes of individuals before and after the implementation of
SB8 on September 1, 2021. Our primary outcome was composite
adverse outcome, which included ICU admission, transfusion,
and/or sepsis. Multivariable Poisson regression with robust error
variance was used to adjust for confounding factors for the
primary outcome. Adjusted relative risk (aRR) with 95% CIs was
calculated.
Results: Over the 5-year study period, 166 individuals met
inclusion criteria (97 pre-SB8 vs 69 post-SB8). There were no
differences in baseline characteristics pre- vs post-SB8 (Table 1).
Prior to SB8, 49% of individuals opted for immediate delivery. No
individuals in the post-SB8 cohort were induced with previable
ROMas the sole indication for delivery. There was a higher rate of
the composite adverse outcome (20.6% vs 37.7%; aRR 2.02, 95% CI
1.2-3.3), after adjusting for age, race and ethnicity, and gestational
age at delivery. Time from rupture to delivery was longer in the
post-SB8 cohort (median [IQR]: 1 [1-3] days vs 6 [2-12] days, p<
0.001) and demonstrated a higher incidence of sepsis (6.2% vs
31.9%; aRR 5.15, 95% CI 2.27-11.7).
Conclusion: Prior to SB8, nearly one-half of individuals opted for
pregnancy termination due to previable PROM. After SB8, risks
of serious adverse outcomes increased nearly 2X, and the risk of
sepsis increased over 4X.

3 | Fetal Fraction Amplification Enables Accurate Prenatal
Cell-free DNA Screening at 8 Weeks Gestation

Lorraine Dugoff1; Summer Pierson2; Jhett Bordwell3; Brent
Mabey2; Arielle B. Dorch3; Alexander Gutin2; Dmitry Pruss2;
Diana Iliev2; Dale Muzzey2; Katie Johansen Taber4
1University of Pennsylvania, Philadelphia, PA; 2Myriad Genetics,
Inc., Salt Lake City, UT; 3Myriad Genetics, Inc., South San
Francisco, CA; 4Myriad Genetics, Inc., South San Fransisco, CA

8:30 AM - 8:45 AM
Objective: Cell-free DNA (cfDNA) screening for fetal aneuploidy
is typically offered beginning at 10 weeks’ gestation. Prior to 10
weeks the proportion of placental cfDNA, known as the fetal
fraction (FF), is often too low to allow for confident analysis.
FF amplification, the preferential enrichment of placental cfDNA
based on its shorter fragment size, may sufficiently increase FF
to enable screening earlier than 10 weeks with high confidence
and a low failure rate. This study aimed to evaluate the feasibility
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of cfDNA screening using FF amplification prior to 10 weeks’
gestation.
Study Design: Blood samples were collected from pregnant
patients with singleton gestations at 6w0d-9w6d and ≥10w0d.
Samples were processed using an approach that incorporates
FF amplification. Logistic regression was used to evaluate the
proportion of samples with low FF (< 4%) as a function of
gestational age (GA). Aneuploidy and sex-call concordance were
evaluated.
Results: 459 patients completed both blood draws. Additional
cohort characteristics are described in the Table. FF ranged from
2.1- 34.7%, with lower GAs corresponding to lower FFs (Figure).
Prior to the incorporation of FF amplification, 4.78% of samples
at 10w0d had a low FF (< 4%). FF amplification allowed for
comparable performance at 7w3d (the earliest date where< 4.78%
of samples had FF < 4%). To reflect practical application in a
clinical setting, we selected 8w0d through 9w6d as the “early
GA” period. Among the 239 samples in the early GA period, one
sample failed because of insufficient FF (FF = 2.5%), yielding
a no-call rate of 0.42%. Three trisomies (two T21 and one T7)
were identified in the early GA period, and each was concordant
with the corresponding≥10w0d call. All 238 passing samples had
concordant sex calls in the early GA and ≥10w0d GA periods.
Conclusion: CfDNA screening using FF amplification provided
accurate results as early as 8 weeks GA with a low no-call rate in
this study population. Earlier prediction of risk for chromosomal
abnormalities may provide patients with the option to have
diagnostic testing with CVS at 10 weeks’ gestation.

4 | AI Significantly Improves Detection of Prenatal
Ultrasounds Suspicious for Major Congenital Heart
Defects by OBGYN/MFMs

Jennifer Lam-Rachlin1; Rajesh Punn2; Sarina K. Behera3; Miwa
Geiger1; Matthias Lachaud4; Nadine David5; Sara Garmel6;
Matthew K. Janssen7; Kendra Sylvester8; John Kennedy9; Jessica
Spiegelman1; Mia A. Heiligenstein10; Nathan S. Fox1; Andrei
Rebarber1; Greggory R. DeVore11; Carolyn M. Zelop12; Roger
Bessis13; Marilyne Levy14; Bertrand Stos14; Malo De Boisredon15;
Eric Askinazi15; Valentin Thorey15; Christophe Gardella15; Alisa
Arunamata2
1Icahn School of Medicine at Mount Sinai Hospital, New York, NY;
2Pediatrics - Cardiology, Stanford University School of Medicine,
Stanford, CA; 3Palo Alto Medical Foundation, Sutter Health, Palo
Alto, CA; 4University of Grenoble Alpes, Grenoble, Rhone-Alpes;
5Medical Training Center, Rouen, Haute-Normandie; 6Michigan
Perinatal Associates and Corewell Health, Dearborn, MI;
7University of Pennsylvania, Pittsburgh, PA; 8Perinatal Specialists
of the Palm Beaches, West Palm Beach, FL; 9Wayne State
University School of Medicine, Detroit, MI; 10Mount Sinai West,
Astoria, NY; 11The Fetal Diagnostic Center of Pasadena, Pasadena,
CA; 12Valley Health System, Paramus, NJ; 13Centre d’Echographie
de l’Odéon, Paris, Ile-de-France; 14UE3C - Unité d’explorations
cardiologiques - Cardiopathies Congénitales, Paris, Ile-de-France;
15BrightHeart, Paris, Ile-de-France

8:45 AM - 9:00 AM
Objective: Congenital heart defects (CHDs) are a leading cause
of infantmorbidity andmortality partly due to lowprenatal detec-
tion rates. We evaluated whether an artificial intelligence (AI)
system can improve the detection of CHDs on fetal ultrasound
exams among both general OBGYNs and MFM specialists.
Study Design: The AI system analyzes all grayscale 2D ultra-
sound cines of an exam and detects 8 morphological findings
associated with severe CHDs. The presence of any such finding
should justify patient referral for further examination. The AI
system identifies each finding as present, absent or inconclusive,
and highlights frames where findings can be assessed.
A dataset of 200 ultrasound exams from 11 centers in 2 countries
was collected (single pregnancy, obstetric or detailed anatomic
ultrasounds, or fetal echocardiograms, at 18-24 weeks gestation),
with 100 examshaving at least one suspicious finding. The ground
truth for presence or absence of each finding was determined by
a panel of expert fetal cardiologists. These exams were not used
for the training of the AI system.
Fourteen physicians (OBGYNs and MFMs, 1-30+ years’ expe-
rience) reviewed each exam both aided and unaided by the
AI system, in randomized order, and annotated them for the
presence or absence of any such finding and of each individual
finding, along with confidence scores. Receiver operator char-
acteristics (ROC) area under the curve (AUC), sensitivity and
specificity were computed by comparing reviews to the ground
truth.
Results: ROC AUC for detection of any finding was significantly
higher for aided than unaided reviews: 0.97 (95% CI 0.96-0.99) vs
0.83 (0.74-0.91), p= 0.002 (DBM-ORmethod). Similar results held
for sensitivity: 0.94 (0.89-0.98) aided vs 0.78 (0.69-0.88) unaided
and specificity: 0.97 (0.95-0.99) aided vs 0.76 (0.63-0.89) unaided.
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Mean reading time was shorter for aided (226 ± 218 s) than
unaided (274 ± 241 s) reviews (p < 0.001).
Conclusion: Assistance by the AI system significantly improved
detection of studies suspicious for CHD by OBGYNS and MFMs.
AI may play a pivotal role in improving prenatal detection of
CHD.

5 | Atosiban Versus Placebo in Threatened Preterm Birth
(APOSTEL 8-study): an International Randomized
Controlled Trial

Larissa I. van der Windt1; Job Klumper1; Ruben G. Duijnhoven1;
Marjolein Kok1; Ben W. Mol2; Kate F. Walker3; Fionnuala M. M.
McAuliffe4; Joris A. M. van der Post5; Carolien Roos1; Martijn A.
Oudijk1
1Amsterdam UMC, location University of Amsterdam,
Amsterdam, Noord-Holland; 2Monash University, Clayton,

Victoria; 3Centre of Perinatal Research University of Nottingham,
Queen’s Medical Centre, Dublin, England; 4UCD Perinatal
Research Centre, University College Dublin, Dublin 2, Dublin;
5Amsterdam UMC, location University of Amsterdam,
Amsterdam, Noord-Brabant

9:00 AM - 9:15 AM
Objective: In many countries, threatened preterm birth (PTB) is
treated with tocolytics to allow for a complete antenatal course
of corticosteroids. Although effective in delaying birth, a positive
effect on neonatal outcome has never been demonstrated. We
assessed the effectiveness of atosiban for women with threatened
PTB between 30 and 34 weeks of gestation in improving neonatal
outcome.
Study Design: We performed a randomized double-blind
placebo-controlled superiority trial in 26 hospitals in the Nether-
lands, England and Ireland. After informed consent, womenwith
a singleton or twin pregnancy with threatened PTB between 30
and 34 weeks gestation were randomized (stratified by centre, 1:1
ratio) to intravenous atosiban or placebo for 48 hours. Primary
outcome was a neonatal composite of perinatal mortality and
morbidity. Treatment effect was expressed as relative risk (RR)
with 95% confidence intervals (CI). To detect a reduction from
12% adverse perinatal outcome in the placebo group to 6% in the
atosiban group with a power of 80%, we needed to randomise
722 women. Assuming a 5% drop-out rate, the sample size was
calculated at 760 participants. Analysis was by intention-to-treat
principle.
Results: From December 2017 to July 2023, we randomized 755
participants to atosiban (n = 377) or placebo (n = 378). Primary
outcome was available for 752 participants with 884 infants. The
primary outcome occurred in 37/449 (8.2%) infants in the atosiban
group and 40/435 (9.2%) in the placebo group (RR 0.90, 95% CI
0.58 to 1.40). There were two (0.4%) and four (0.9%) perinatal
deaths respectively (RR 0.48, 95% CI 0.09 to 2.63). There were no
significant differences in other neonatal outcomes. Prolongation
of pregnancy > 48 hours was significantly more often achieved in
the atosiban group (292/375, 77.5%) compared to placebo (261/377,
69.2%) (RR 1.13, 95% CI 1.03 to 1.24).
Conclusion: We did not demonstrate superiority of atosiban
over placebo in improving neonatal outcomes as a treatment
for threatened PTB between 30 and 34 weeks of gestation. This
questions the widespread use of tocolytics in many countries.
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6 | Prediction of Severely Small-for-Gestational-Age
Infants Using a Novel Cell-free RNAModel

Morten Rasmussen1; Kara M. Rood2; Aram Saravani1; Michal A.
Elovitz3; Carrie Haverty4; Alison Moe1; Alison Cowan1; Arkady
Khodursky1; Maneesh Jain1; Manfred Lee1; Thomas F.
McElrath5; Elizabeth F. Sutton6; Arun Jeyabalan7; George R.
Saade8; Antonio F. Saad9; Luis D. Pacheco10; Joseph R. Biggio,
Jr11; Ebony B. Carter12; Antonina I. Frolova13; Esther
Park-Hwang14; Cynthia Gyamfi-Bannerman15; Ai-ris Y. Collier16;
William A. Grobman2; Vincenzo Berghella17
1Mirvie Inc., South San Francisco, CA; 2The Ohio State University,
Columbus, OH; 3Icahn School of Medicine at Mount Sinai, New
York, NY; 4Mirvie Inc., South San Fransisco, CA; 5Brigham
Women’s Hospital, Boston, MA; 6Woman’s Hospital, Baton Rouge,
LA; 7University of Pittsburgh School of Medicine, Pittsburgh, PA;
8Macon & Joan Brock Virginia Health Sciences Eastern Virginia
Medical School at Old Dominion University, Norfolk, VA; 9Inova
Health, Falls Church, VA; 10University of Texas Medical Branch,
Galveston, TX; 11Ochsner Health, New Orleans, LA; 12University of
North Carolina, Chapel Hill, NC; 13Washington University School
of Medicine, St. Louis, MO; 14Multicare, Orlando, FL; 15University
of California, San Diego, San Diego, CA; 16Beth Israel Deaconess
Medical Center, Boston, MA; 17Sidney Kimmel Medical College of
Thomas Jefferson University, Philadelphia, PA

9:15 AM - 9:30 AM
Objective: Pregnancies with suspected severe fetal growth
restriction (FGR) require increased surveillance and earlier
delivery due to their associated risk of stillbirth and other comor-
bidities. However, many infants born at < 3rd percentile (SGA3)
are not detected until after delivery. We sought to understand the
extent to which SGA3 can be predicted with a novel cell-free RNA
(cfRNA) model, compared to the antepartum detection rate of
SGA3.
Study Design: From a prospective cohort, 5,195 subjects with
singleton gestations were enrolled from 11 U.S. sites and direct-
to-participant mobile recruitment. Maternal blood was drawn
between 17w4d-22w0d and pregnancy outcomes were adjudi-
cated. Growth ultrasounds were performed for usual clinical
indications. SGA3 was based on the Fenton growth chart. A
cfRNA model was developed with features selected using sure
independence screening and fit using cross-validation and L1 to
reduce feature count. Rates of antepartum detection of SGA were
estimated via the rate of FGR diagnosis.
Results: 115 (2.2%) delivered SGA3 infants, of whom 44.3% (N
= 51) were detected antenatally with FGR. SGA3 was associated
with preeclampsia, nulliparity, younger age, and Black race.
A cfRNA model driven by COL24A1 for prediction of SGA3
demonstrated an AUC of 0.75 (Fig). Excluding subjects with
preeclampsia (N = 624, 22 SGA3) demonstrated comparable
performance (AUC = 0.75), as did exclusion of subjects with
chronic HTN and T1/T2DM (N = 555, 12 SGA3; AUC = 0.76). The
cfRNAmodel predicted 59.1% (N = 68) of SGA3 infants. 30.4% (N
= 35) were predicted to be SGA by cfRNA modeling but not FGR
diagnosis vs. 14.8% (N = 17) predicted by FGR diagnosis but not
cfRNA.
Conclusion: This large diverse study shows that antenatal detec-
tion of FGR is lacking, with the majority of SGA3 infants undi-
agnosed prior to birth. Improved diagnostic tools are required to

identify these high-risk pregnancies. A cfRNA model identified
themajority of SGA3 infants, independent of preeclampsia status.
This novel cfRNA model represents a promising step toward the
improved antepartum prediction and detection of severe FGR.

7 | Metformin Paradoxically Increases Insulin Resistance
During Pregnancy in a Rhesus Macaque Model

Enrico R. Barrozo1; Tyler Dean2; Claire E. Jensen3; Melissa A.
Suter1; Maxim D. Seferovic1; Kristin Sauter2; Jacob E.
Friedman4; Maureen Gannon5; Stephanie R. Wesoloski6; Carrie
E. McCurdy7; Paul Kievit2; Kjersti M. Aagaard8
1Baylor College of Medicine and Texas Children’s Hospital,
Houston, TX; 2Oregon National Primate Research Center,
Beaverton, OR; 3University of North Carolina, Chapel Hill, NC;
4Harold Hamm Diabetes Center, University of Oklahoma Health
Sciences Center, Oklahoma City, OK; 5Vanderbilt University
Medical Center, Nashville, TN; 6University of Colorado, Anschutz
Medical Campus, Aurora, CO; 7University of Oregon, Eugene, OR;
8Boston Children’s Hospital, Division of Fetal Medicine and
Surgery, Boston, MA; HCA Healthcare and HCA Healthcare
Research Institute, Nashville, TN; HCA Texas Maternal Fetal
Medicine, Houston, TX; Baylor College of Medicine and Texas
Children’s Hospital, Houston, TX, Boston, MA

9:30 AM - 9:45 AM
Objective: Normal human and non-human primate pregnancy
physiology includesmild insulin resistance,which enables appro-
priate fetal growth & species-specific accumulation of fetal
adiposity. With rising diabetes in pregnancy, metformin use has
become common despite its inferiority to insulin in managing
maternal hyperglycemia. We hypothesized metformin inferiority
during pregnancy may be due to differing pathophysiology of
insulin resistance in pregnancy and tested this hypothesis in our
recent Rhesus macaque model.
StudyDesign: Dams (n= 75) were randomized to vehicle control
(VEH) or metformin (MET, 10 mg/kg twice daily) at pregnancy
confirmation by GD30 and allocated to control (CHOW) or an
isocaloric 35% fat Western-style diet (WSD). Glucose tolerance
tests were conducted pre-pregnancy (Baseline), 3rd trimester, and
3 months postpartum. AUC for glucose and insulin, HOMA-
IR, QUICKI, and Matsuda Index were calculated as insulin
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resistance (IR) and sensitivity (IS) measures, respectively. Data
were analyzed using two-way ANOVA or mixed-effects models
and Tukey’s test for multiple comparisons (p< 0.05).
Results: Consistent with pregnancy physiology, dams were
insulin resistant during pregnancy (insulin AUC p< 0.0001) but
not hyperglycemic (p = 0.3; Fig 1). Relative to VEH, initiation
of metformin by GD30 resulted in increased IR (HOMA-IR, p
= 0.03) and decreased IS (QUICKI & Matsuda, p = 0.001 &
p< 0.001), both of which appropriately varied during gestation.
Metformin was ineffective at treating IR during pregnancy and
postpartum,with a paradoxical effect of significantly increased IR
with metformin use compared to VEH (baseline vs 3rd trimester
q< 0.05, Fig 2). Results were consistent when stratified by fetal
sex and lactation status.
Conclusion: In our non-diabetic rhesus macaque model, we
found that the pathophysiology and metformin-responsiveness
of maternal pregnancy-related IR differ from non-pregnancy IR.
These data are consistent with the lack of efficacy in human
trials and underscore the need for longitudinal studies on the
mechanisms and long-term health risks of metformin exposure
during pregnancy.

8 | INTER-ACT Interpregnancy and Pregnancy Lifestyle
Intervention for a Healthy Future: a Randomized
Controlled Trial

Yael Winter Shafran1; Hanne Van Uytsel2; Annick Bogaerts2;
Lieveke Ameye2; Roland Devlieger3
1Kaplan Medical Center and REALIFE Research Group, Rehovot,
HaMerkaz; 2REALIFE Research Group, KU Leuven, Leuven,
Vlaams-Brabant; 3University Hospital Leuven, Leuven,
Vlaams-Brabant

9:45 AM - 10:00 AM
Objective: Maternal pre-pregnancy BMI and gestational weight
gain (GWG) influence pregnancy outcomes. Interventions during
pregnancy show limited success, highlighting the need for pre-
pregnancy interventions. This study evaluated a comprehensive
lifestyle intervention from the interpregnancy to subsequent
pregnancy periods in individualswith a history of excessiveGWG,
aiming to reduce pregnancy complications.
StudyDesign: The INTER-ACT trial is a prospectivemulticenter
randomized controlled trial (RCT) conducted from 2017 to 2019.
A total of 1,450 participants with were randomized, with 390
experiencing a singleton pregnancy. The intervention included
face-to-face coaching and an E-Health app focusing on nutrition,
physical activity, and mental well-being. The control group had
measurements and surveys. The primary outcome was a com-
posite of pregnancy-induced hypertension, gestational diabetes,
cesarean section, and large-for-gestational-age infants.
Results: The lifestyle intervention did not significantly reduce
the composite outcome overall (OR 1.29, 95% CI 0.85 to 1.96).
Adherence dropped substantially during the following preg-
nancy, with only 55% attending at least one coaching session
and 38% using the app. A subanalysis revealed that participants
who adhered to either the intervention or control follow-up had
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a significantly reduced composite outcome compared to non-
adherent participants, with ORs of 0.50 (95% CI: 0.26 to 0.98) and
0.48 (95% CI: 0.26 to 0.90), respectively.
Conclusion: This innovative, inclusive large-scale RCT high-
lights the potential of lifestyle interventions to improve pregnancy
outcomes and underscores the importance of adherence and
motivation. While the INTER-ACT intervention did not lower
the composite outcome rate, those who maintained adherence
either to the intervention or the follow-up showed significant
benefits. Future trials should explore the impact of lifestyle
interventions across diverse BMI ranges, particularly in the
preconception and interpregnancy periods, and examine how to
motivate participants to take amore active and aware role in their
lifestyle choices.
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9 | Dysregulated Gene Expression in Placentas with
Exposure to Persistent Maternal Socioeconomic
Disadvantage

Greg E. Miller1; Lauren Keenan-Devlin2; Alexa A. Freedman1;
Renee Odom-Konja3; Linda M. Ernst3; Steve Cole4; Ann EB
Borders2
1Northwestern University, Chicago, IL; 2Endeavor Health,
Evanston Hospital, Evanston, IL; 3Endeavor Health, Evanston, IL;
4University of California, Los Angeles, Los Angeles, CAMA

1:30 PM - 1:45 PM
Objective: Persistent socioeconomic disadvantage is associated
with many adverse health outcomes across the lifespan. One
hypothesis is these risks start during gestation from hardship-
related changes in placental gene expression. Studies in animal
models have yielded results consistent with this hypothesis, but it
has yet to be tested in large, diverse human cohorts.
Study Design: 605 patients with singleton pregnancies were
recruited during their first trimester. Socioeconomic status (SES)
data was collected using a standardized interview, and disadvan-
tage was quantified by educational attainment and occupational
prestige. Biopsies from distinct cotyledons of the placenta’s
chorionic villous layer were collected< 2 hours from delivery and
used for genome-wide expression profiling via RNA-Seq on an
Illumina NovaSeq X Plus. Data were analyzed with linear mixed
models, adjusted for maternal age, race, ethnicity, BMI, obstetric
risk, delivery mode, and fetal sex.
Results: 449 participants delivered at term and had complete
data. At a threshold of 1.50 fold-change, analyses identified 1,859
transcripts thatwere differentially expressed across the 4 standard
deviation range of SES. 1,311 transcripts were upregulated in
conjunction with SES disadvantage and 548 were downregulated.
Bioinformatic analyses yielded indications that SES disadvantage
was associated with upregulated pro-inflammatory transcrip-
tional pathways (those anchored by GATA, STAT, MAF, and
IRF) in fetal myeloid cells, but also with downregulation of
trophoblast transcriptional pathways involved in fetal organ
maturation (those anchored by PBX, c-ETS, ELK1, PAX, and
CREB).

Conclusion: These results suggestmolecular correlates ofmater-
nal disadvantage during pregnancy are present in mRNA from
the placenta chorionic villous layer demonstrating SES disparities
in placental biology. Multiple dimensions of placental gene
expression were dysregulated with exposure to SES disadvantage.
Future work should focus on interventions that reduce SES
disadvantage before and during pregnancy, and evaluate their
impact on pregnancy outcomes and placental biology.

10 | Association BetweenMaternal-Fetal Medicine
Physician Density and Adverse Pregnancy Outcomes

Tetsuya Kawakita; Rula Atwani; Lindsay S. Robbins; George R.
Saade
Macon & Joan Brock Virginia Health Sciences Eastern Virginia
Medical School at Old Dominion University, Norfolk, VA

1:45 PM - 2:00 PM
Objective: To examine the association between maternal-fetal
medicine (MFM) physician density and adverse pregnancy out-
comes at the state level.
Study Design: This was a cross-sectional analysis of publicly
available state-level birth certificate data from 2018 to 2021. The
number of MFM physicians per state each year was obtained
from the American Medical Association database. The primary
exposure was based on the density of MFM per state categorized
by quartiles of the ratio of MFM in each state per 100,000 live
births (low, fair, moderate, and high). Our primary outcome was
maternal mortality rate during pregnancy and up to 42 days
postpartum (MMR). Our secondary outcomes were maternal
mortality rate up to 365 days postpartum, stillbirth rate, preterm
birth rate, and cesarean delivery rate. We calculated incident
rate ratios (IRR) with 95% confidence intervals (95%CI) using
generalized estimating equations with Poisson distribution and
exchange-correlation structure, accounting for confounders.
Results: The median state MFM density was 31.6 MFM per
100,000 births (interquartile 21.9-42.5). Of 14,803,520 births
included in this analysis, 1,683,691 (11.4%) were in low MFM-
density states, 5,193,402 (35.1%) births were in fair MFM-density
states, 4,557,005 (30.8%) were in moderate MFM-density states,
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and 3,369,422 (22.8%) were in the highMFM-density states. There
was an inverse relationship between the MFM density in the
state and its MMR per 100,000 live births (Figure 1). Compared
to the low MFM-density states, high MFM-density states were
associated with a lower risk of MMR, PRM, and preterm birth
(Table 1). There were no significant differences in outcomes
between low MFM-density states and fair or moderate MFM-
density states except for stillbirths being lower in the moderate
MFM-density states compared to the low MFM-density states.
Conclusion: High MFM-density states have a decreased risk
of maternal mortality compared to low MFM-density states,
suggesting an association between MFM physician availability
and decreased maternal mortality.

11 | Black Maternal Morbidity and its Association with
Systemic Racism

Sebastian Z. Ramos; Meghan I. Short; Erika F. Werner; Chloe E.
Bird; Ndidiamaka Amutah-Onukagha; Michael B. Siegel
Tufts University School of Medicine, Boston, MAMA

2:00 PM - 2:15 PM
Objective: To explore the relationship between systemic racism
and Black maternal morbidity using the Systemic Racism
Index (SRI), a county-level measure that captures disparities
in incarceration, education, economic status, employment, and
segregation in Black versus White populations in the United
States.
Study Design: Using CDC Vital Statistics data from 2019-2021,
a Composite Adverse Maternal Outcome Score (CAMOS)—
which included blood transfusion, ruptured uterus, unplanned
hysterectomy, and intensive care unit admission—was calculated
for Non-Hispanic Black (NHB) and Non-Hispanic White (NHW)
patients. The Systemic Racism Index and its relationship to rates
of morbidity in NHB and NHW patients were studied. Mixed-
effects logistic regressionmodels were fit, adjusting for individual

level clinical factors and county-level community vulnerability
using the CDC’s Social Vulnerability Index (SVI).
Results: There were 5,703,315 births for which covariates were
measured in the 1,181 counties with an SRI score. The CAMOS
rate in NHB patients was 7.6 vs 4.9 per 1000 in the NHW
population. After adjusting for overall community vulnerability
using the Social Vulnerability Index and individual level clinical
and demographic factors, there was a 20% increase in CAMOS
rate in NHB patients for each standard deviation increase in the
SRI factor score (aOR 1.20, 95% CI 1.14, 1.26) and an 11% increase
for NHW patients (aOR 1.11, 95% CI 1.06-1.15).
Conclusion: There is a significant relationship between systemic
racism, as measured by the Systemic Racism Index, andmaternal
morbidity disparity in NHB and NHW patients. Even after
controlling for individual risk factors and overall community
vulnerability, therewas a strong correlation between the Systemic
Racism Index and maternal morbidity, suggesting a mechanism
separate from resource allocation and access to a more deeply
entrenched system that perpetuates inequity. These findings
underscore the profound impact of systemic racism on maternal
health outcomes and highlight the need for addressing structural
inequalities to reduce racial disparities in maternal morbidity.
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12 | Low-income Birthing Individuals’ Need for and
Satisfaction with Services in a One-Year Postpartum
Navigation Program

Maya J. Daiter1; Laura Diaz1; Hannah M. Green1; Ying Cheung1;
Viridiana Carmona-Barrera1; Brittney R. Williams1; Charlotte M.
Niznik1; Joe M. Feinglass1; William A. Grobman2; Lynn M. Yee1
1Northwestern University Feinberg School of Medicine, Chicago,
IL; 2The Ohio State University, Columbus, OH

2:15 PM - 2:30 PM
Objective: Patient navigation seeks to reduce barriers to care and
to overcome adverse social determinants of health. Navigating
New Motherhood (NNM) is a trial in which low-income indi-
viduals are randomized to receive postpartum navigation for one
year. We aimed to understand what services were most needed by
participants along with satisfaction with the navigation program.
Study Design: This is a mixed methods analysis of data from
NNM participants randomized to navigation. All navigated par-
ticipants completed study visits at 4-12-weeks (“12 weeks”) and
11-13 months (“1 year”) postpartum. Visits included the 26-
item “Patient Satisfaction with Navigation-Logistical (PSN-L)”
measure, which queried about services needed and-for those
services that were needed–satisfaction with the services received;
the PSN-L is scored from -3.31 to +3.43 (higher scores indicate
greater satisfaction). A randomly-selected sample of navigated
participants also underwent in-depth qualitative interviews at 4-6
and 11-13 months postpartum. Transcripts from both interviews,
which were focused on perception and utilization of navigation
services, were analyzed via the constant comparative method.
Themes were identified using a concurrent triangulation design
using survey and interview data.
Results: Of 203 navigated participants, 201 completed the PSN-L
at 12 weeks and 189 at 1 year. On nearly every PSN-L item at both
time points, >50% of participants indicated need for navigation
service, with similar types of needs at both time points (Fig 1).
The mean PSN-L scores were 3.13 (SD 0.62) at 12-weeks and 3.14
(SD 0.59) at 1-year postpartum, revealing high satisfaction overall.
Similarly, more than 90% of participants reported on the PSN-L
that they were “very satisfied” with most domains (20/26 at 12
weeks and 23/26 at 1 year) of navigation services provided. These
findings were corroborated by thematic analysis (Fig 2).
Conclusion: Whilemost participants expressed that they needed
many services to optimize their health, they reported they were
very satisfied with the capacity of patient navigation to address
those needs.

13 | Impact of WIC Enrollment on Adverse Maternal and
Neonatal Adverse Outcomes in Medicaid Populations

Reetam Ganguli1; Stephen Wagner2
1Elythea, San Jose, CA; 2Beth Israel Deaconess Medical Center,
Boston, MA

2:30 PM - 2:45 PM
Objective: To evaluate the impact of the Women, Infants, and
Children (WIC) program enrollment on severematernalmorbidi-
ties and neonatal adverse outcomes among pregnant Medicaid
recipients from 2018 to 2022.
Study Design: A retrospective cohort study was conducted
using data from the CDC National Vital Statistics System to
compare maternal and neonatal outcomes between Medicaid-
insured pregnant women enrolled in WIC (n = 4,552,866) and
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those not enrolled in WIC (n = 2,948,168). Multivariate logistic
regression was used to calculate adjusted odds ratios (aORs) with
95% confidence intervals (CIs) for various outcomes, adjusting for
age, ethnicity, marital status, education status, and birth order.
Results: Enrollment in WIC was associated with a statisti-
cally significant reduction in several adverse outcomes. Women
enrolled inWIChad a lower risk of postpartumhemorrhage (aOR
0.93, 95%CI [0.91-0.95], p< 0.001), unplanned hysterectomy (aOR
0.98, 95% CI [0.92-1.05], p = 0.014), and admission to the ICU
(aOR 0.86, 95% CI [0.84-0.89], p< 0.001). Neonatal outcomes also
improved among WIC participants, with reduced odds of NICU
admission (aOR 0.90, 95% CI [0.90-0.91], p < 0.001) and low birth
weight (aOR 0.91, 95% CI [0.91-0.92], p < 0.001). Furthermore,
WIC enrollmentwas associatedwith higher rates of breastfeeding
at discharge (aOR 0.84, 95% CI [0.84-0.84], p < 0.001).
Conclusion: Medicaid-insured pregnant women enrolled in the
WIC program demonstrated a significantly lower risk of adverse
maternal and neonatal outcomes compared to those not enrolled
in WIC. Accessible and innovative outreach and engagement
strategies to improve WIC enrollment among pregnant Medicaid
members may be vital in reducing preventable preterm labor,
NICU admissions, low birth weight infants, and severe maternal
morbidities among health insurance plans.

14 | Homicide and Suicide: The Leading Cause of Maternal
Death, and How Firearm Legislation Affects It

Hooman A. Azad1; Dana Goin2; Lisa Nathan3; Dena Goffman1;
Uma M. Reddy4; Danielle Laraque-Arena2; Mary E. D’Alton1
1Columbia University Medical Center, New York, NY; 2Columbia
University Mailman School of Public Health, New York, NY;
3Columbia University Irving Medical Center, New York, NY;
4Columbia University, New York, NY

2:45 PM - 3:00 PM
Objective: In medical training, the dogma is this: the leading
causes of maternal mortality are bleeding, infection, hyperten-
sion, and cardiovascular disease. This is only true when violence
against women is excluded. We present the leading causes of
death in pregnancy, compare violent death rates in pregnant
and non-pregnant people, and investigate firearm legislation’s
association with these deaths.
Study Design: Case-level data on deaths in US women ages 15-
44 (2005-2022) were collected using CDC’s LimitedMortality File.
Cause of death and pregnancy status were identified by ICD-10
codes. A “pregnancy checkbox” identified additional deaths in
pregnancy. We include the first 42 postpartum days in defining
“pregnancy,” consistent with national definitions.
We present the leading causes of death in pregnancy.We compare
violent death rates among pregnant women and non-pregnant

controls. A state-level, cross-sectional, ecologic panel study using
negative binomial regressions is used to identify associations
between domestic violence (DV) firearm laws and violent deaths
in pregnancy.
Results: In 18 years, 20,421 pregnant women died. 2,293 were
violent deaths (11%); of these, 1,407 (61%) were homicides and 886
(39%) were suicides. 1,261 violent deaths involved firearms (55%).
Violence was the most common cause of death in pregnancy
(Figure 1A); the incidence doubled from 2005-2022. Violent
death was more frequent in pregnant women than non-pregnant
controls (3.2 v 1.2 deaths per 100,000 population) (Figure 1B).
DV lawswere associatedwith reductions in homicide and firearm
death in pregnancy (range, 17-32%). Laws requiring relinquish-
ment of firearms among DV perpetrators showed the strongest
associations with reduced death rates (Table 1).
Conclusion: More pregnant women die from violence than
any medical cause in the US, at higher rates than their non-
pregnant counterparts. Firearm legislation is associated with
fewer deaths, suggesting lethal means restriction may help curb
this alarming trend. As maternal mortality rates rise, addressing
violence should be a focus of clinicians and policymakers alike.
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15 | Elimination of a Threefold Racial Disparity in Aspirin
Recommendation Using Integrated Clinical Decision
Support

Melissa S. Wong1; Rommy Coutelin Johnson2; Karla Gonzalez1;
Ojiugo Onwumere3; Kristin Parrinella4; Camelita Thrift3;
Samira Torna1; Matthew Wells1; Kimberly D. Gregory3
1Cedars-Sinai Medical Center, Los Angeles, CA; 2Cedars-Sinai,
Los Angeles, CA; 3Cedars Sinai Medical Center, Los Angeles, CA;
4Kaiser-Permanente, Los Angeles, CA

3:00 PM - 3:15 PM
Objective: Low dose aspirin (LDA) for preeclampsia prevention
is under-prescribed and Black pregnant people are dispropor-
tionately affected. Clinical decision support (CDS) embedded in
the electronic health record (EHR) has been shown to improve
compliance. The aim of this study was to evaluate whether the
presence of a CDS tool (1) increased recommendation of LDA and
(2) reduced the racial disparity.
Study Design: We performed a pre/post implementation study
comparing two time periods: Oct 2019-Mar 2020 and Oct 2023-
Mar 2024; parallel months were chosen to limit seasonal changes.
We used manual chart review to assess patient factors (Table
1) and to identify LDA recommendation. Our primary outcome
was the rate of LDA recommendation (documented discussion
or order placed). We assessed rates of hypertensive disorders
of pregnancy, obstetric and neonatal outcomes, and performed
subgroup analysis for Black patients to determine whether there
were differences in LDA recommendation.
Results: There were 677 patients in the pre-CDS and 649 in the
post-CDS period; similar proportions met criteria to receive LDA
(Table). A significantly greater proportion received LDA after the
implementation of the CDS (pre-23.5%; post-78.1% p = < .0001)
(Figure).
In the pre-CDS period, Black race was associated with even
fewer recommendations (Black [10.4%] vs. non-Black [26.5%] p =
0.02). After implementation of the CDS, the racial disparity was
eliminated (Black [82.1%] vs. non-Black [77.6%]), p = 0.54).

There were no differences in the rates of hypertensive disorders
of pregnancy, obstetric or neonatal outcomes.
Despite CDS triggering for only 109 (40%) of those who met
criteria, the LDAuse increased for all meeting criteria (even those
for whom the CDS did not trigger, e.g., a patient already on LDA).
Conclusion: The use of CDS for LDA prophylaxis tripled LDA
use, eliminated a threefold racial disparity, did not increase
adverse outcomes, and increased LDA use even for those for
whom the CDS did not trigger. This suggests physician learning
and behavior change contributed to increased compliance in
addition to the CDS.
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16 | Severe Maternal Morbidity Differences by State
Medicaid Expansion and Abortion Coverage: National
Database Analysis, 2014-2022

Ishana Shetty; Mark C. Valentine; Mark Hoofnagle; Jennifer
Reeves; David L. Eisenberg
Washington University, St. Louis, MO

3:15 PM - 3:30 PM
Objective: The objective of this study was to compare the rate
of severe maternal morbidity (SMM) state by state stratified by
whether that state’s Medicaid 1) underwent expansion under the
Affordable Care Act (ACA) and 2) had coverage of abortion care
beyond Hyde requirements.
Study Design: This was a retrospective cohort study using
data on state level SMM rates (reported per 10,000 in-hospital
deliveries) from 2014–2022 using the publicly available Health-
care Cost and Utilization Project (HCUP) Fast Stats dataset. We
used a negative binomial generalized linear model to analyze
SMM as a function of year and state with separate analysis by
Medicaid expansion under the ACA and state Medicaid coverage
of abortion care beyond Hyde requirements. Categorization of
states was based on Kaiser Family Foundation designation.
Results: The rate of SMM was significantly reduced in states
expandingMedicaid (0.907, 95%CI 0.852-0.967). Among the states
that expanded Medicaid, the rate of SMM was further reduced in
states that also expanded abortion coverage (0.920, 95% CI 0.856-
0.988). When SMM was modeled as a function of state, year, and
Medicaid/abortion expansion (i.e. neither, one, or both), we saw
a decrease in SMM for expanding either Medicaid or abortion
(0.985, 95% CI 0.829-1.16) and a larger decrease for expanding
both (0.936, 95% CI 0.844-1.038), though neither trend reached
significance.
Conclusion: The rate of SMMwas significantly reduced in states
that expanded Medicaid under the ACA compared to states that
did not. Medicaid expanded states that additionally provided
abortion coverage under Medicaid saw further reductions in the
rate of SMM.Whenmodeled simultaneously,Medicaid expansion
and abortion expansion both trend towards decreased SMM, with
expansion of both showing the largest decrease, although this
did not reach significance in this data set. These findings add to
growing literature that national policies like abortion restriction
and Medicaid expansion significantly impact maternal health
outcomes.

17 | Elevated Micro- and Nanoplastics Detected in Preterm
Human Placentae

Enrico R. Barrozo1; Marcus A. Garcia2; Michael D. Jochum, Jr.1;
Rui Liu2; Alex Nihart2; Eliseo Castillo2; Eliane El Hayek2; Jorge
Gonzalez-Estrella3; Lori Showalter1; Cynthia Shope1; Melissa A.
Suter1; Matthew J. Campen2; Kjersti M. Aagaard4
1Baylor College of Medicine and Texas Children’s Hospital,
Houston, TX; 2University of New Mexico, Albuquerque, NM;
3Oklahoma State University, Stillwater, OK; 4Boston Children’s
Hospital, Division of Fetal Medicine and Surgery, Boston, MA;
HCA Healthcare and HCA Healthcare Research Institute,
Nashville, TN; HCA Texas Maternal Fetal Medicine, Houston, TX;
Baylor College of Medicine and Texas Children’s Hospital,
Houston, TX, Boston, MA

3:30 PM - 3:45 PM
Objective: We and others recently demonstrated the widespread
presence of micro- and nanoplastics (MNPs) in the environment
and their documented absorption by humans, with deposition
and bioaccumulation in the placenta. In the current study, we
aimed to test the hypothesis that placental MNP concentrations
and species differ between term and preterm birth.
Study Design: We analyzed human placentae collected at
term (n = 100) and preterm (< 37 weeks gestation; n = 75).
Placental specimens were subjected to pyrolysis-gas chromatog-
raphy/mass spectrometry (Py-GC/MS) to quantify twelve types of
MNPs: polyethylene (PE), polypropylene (PP), acrylonitrile buta-
diene styrene (ABS), styrene-butadiene rubber (SBR), polymethyl
methacrylate (PMMA), polycarbonate (PC), polyvinyl chloride
(PVC), polyurethane (PU), polyethylene terephthalate (PET),
nylon 6 (N6), and nylon 66 (N66). For rigor & reproducibility,
duplicate specimens were run & quantified relative to standards.
Results: Highly sensitive Py-GC/MS demonstrated significantly
higher levels of PC, PVC & N66 MNPs in preterm placentae
compared to term (Fig 1A; q = 0.002, 0.006, 0.013, respectively,
by mixed-effects model with Sidak’s multiple corrections). More-
over, despite shorter gestations, cumulative MNP concentrations
were higher in preterm placentae (Fig 1B; preterm mean 203.0
µg/g tissue ± 19.41 SEM vs term mean 129.8 µg/g tissue ±
14.16 SEM, p< 0.0001Mann-Whitney). Stratified analyses showed
significant differences by fetal sex (Fig 1C) and race/ethnicity
(Fig 2A) (q< 0.05), and a significant correlation between social
deprivation indices (SDI) and MNP levels (Fig 2B). Total MNP
levels in placentae were 121.9 times higher than those reported
in human blood (p< 0.0001 Mann-Whitney).
Conclusion: Our findings suggest that MNPs accumulate in pla-
centae from preterm births. Given the established link between
MNPs and inflammation, we speculate that MNP bioaccumu-
lation may play a role in modulating inflammatory preterm
birth. These novel findings underscore the importance of prior-
itizing mechanistic studies to explore how MNPs impact fetal
development and pregnancy outcomes.
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18 | Severe Maternal Morbidity among Asian and Pacific
Islander Parturients in a Contemporary Northern
California Cohort

Shalila A. de Bourmont1; Janet Alexander2; Baiyang Sun2; Erica
P. Gunderson2; Mara Greenberg1

1Kaiser-Permanente Northern California, Oakland, CA;
2Kaiser-Permanente Northern California, Pleasanton, CA

3:45 PM - 4:00 PM
Objective: To compare rates and types of severe maternal mor-
bidity (SMM) among Asian, Native Hawaiian/Pacific Islander
(NHPI), and White pregnant individuals in a large integrated
health care delivery system.
StudyDesign: Retrospective cohort study of singleton gestations
delivered ≥ 20 weeks in Kaiser Permanente Northern California
(KPNC) 2009-2019, self-identified as Asian, NHPI orWhite. SMM
was defined as presence at least 1 of 21 indicators per CDC
criteria. Maternal characteristics at time of entry to prenatal
care and obstetric comorbidities were compared between groups
with White as the referent group. Absolute rates (cases per
10,000 births) of SMM and each SMM indicator at delivery
hospitalization were compared between groups using chi-square
statistics and logistic regression to estimate the adjusted relative
risks for Asian and NHPI relative to the White subgroup.
Results: Among the 164,530 singleton deliveries analyzed, groups
significantly differed in all maternal characteristics and obstetric
comorbidities. NHPI patients were more likely to have higher
rates of chronic and gestational hypertension, preeclampsia and
pregestational diabetes (Table 1). SMM rates at delivery were sig-
nificantly higher for NHPI (284/10,000) and Asian (258/10,000)
subgroups than for the White referent group (p< 0.001,Table 2).
Rates of SMM indicators differed between groups with higher
rates of eclampsia, pulmonary edema/heart failure, shock, hys-
terectomy and blood products transfusion among NHPI; and
higher rates of sepsis and DIC among Asian patients compared
to White patients (all indicators p< 0.005, Table 2). Adjusting for
covariates, the risk of SMM was higher for NHPI (RR 1.6; 95% CI
1.22-2.1) and Asian (RR 1.41; 95% CI 1.31-1.51) groups compared to
the White referent group.
Conclusion: In this large cohort of NHPI, Asian and White
patients, risk of SMM was highest for NHPI. Differences in
rates of absolute SMM and SMM indicators were significant
between groups highlighting the importance of disaggregating
them in research and clinical settings to tailor care and reduce
the disproportionately high rates of SMM.
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19 | Aberrant Fetal Growth in ARRIVE Trial

Bonnie L. Hermann1; Cassidy A. O’Sullivan2; Fabrizio Zullo3;
Suneet Chauhan4; Hector M. Mendez-Figueroa5; On behalf of
the Eunice Kennedy Shriver National Institute of Child Health
and Human Development Maternal-Fetal Medicine Units
(MFMU) Network
1UTHealth Houston, Houston, TX; 2Christiana Care Health
System, Newark, DE; 3University of Rome La Sapienza, Rome,
Lazio; 4Christiana Care, Newark, DE; 5McGovern Medical School
at UTHealth, Houston, TX

1:30 PM - 1:45 PM
Objective: The primary objective was to compare the rate of
cesarean delivery (CD) among individuals with newborns with
aberrant growth (i.e. small- or large-for gestational age; SGA
or LGA) who were induced versus expectantly managed in the
ARRIVE trial. The secondary objectives were to compare the
rate of hypertensive disorders of pregnancy (HDP), composite
neonatal and maternal adverse outcome (CNAO, CMAO). We
hypothesized that the rate of CD would be lower among those
with newborns with aberrant growth who were induced versus
those expectantly managed.
Study Design: A secondary analysis of the ARRIVE trial was
performed, with the inclusion criteria of known gestational age
and birthweight (BW). Newborns were classified as SGA (BW <

10%) or LGA (BW> 90%), using the nomogrambyAlexander et al.
CNAO and CMAO are defined in the Table. Relative risks (RR),
95% confidence intervals (CI) and number needed to treat (NNT)
were calculated.
Results: The rate of aberrant growth was 14.0% (430/3,059)
in the induced group and 13.9% (423/3,037) in the expectantly
managed group (p = 0.17). CD rate among those with SGA or
LGA newborns was significantly lower for those induced (21.6%)
vs those expectantly managed (28.6%; RR 0.75, 95% CI 0.58-0.99).
HDP also differed significantly between the two groups (9.7%
vs 16.8%; RR 0.58; 95% CI 0.40-0.85).The NNT for induction to
decrease the rate of CD and HDP among SGA or LGA was 14.
The rate of CNAO was similar among the two groups: 7.2% in
the induced vs. 7.7% in the expectantly managed group. Likewise,

the CMAO—22.6% in the induced group versus 22.3% in the
expectantly managed group—did not differ between the groups
(p = 0.91; Table).
Conclusion: Among low-risk pregnancies with either SGA or
LGA, induction at 39weeks, compared to expectantmanagement,
was associated with 25% reduction in the rate of cesarean delivery
and 42% reduction in hypertensive disorder, albeit with no
difference in composite neonatal or maternal adverse outcomes.
This finding provides support for induction of labor at 39
weeks especially for individuals with suspected neonatal aberrant
growth.

20 | Decreased Neuraxial Morphine Dose to Reduce Opioid
Side Effects and use After Cesarean Delivery RCT

Ayodeji Sanusi1; Yumo Xue2; Kevin S. Shrestha2; Ayamo Oben3;
Hanna Hussey2; Annalese Neuenschwander2; Michelle
Tubinis2; Mark Powell2; Alan T. Tita2; Casey Brian4
1Center for Women’s Reproductive Health, University of Alabama
at Birmingham, Birmingham, AL; 2University of Alabama at
Birmingham, Birmingham, AL; 3Maternal Fetal Consultants of
Houston, Houston, TX; 4West Virginia University, Morgantown,
WV

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, provided the original work is properly
cited.
© 2025 Society for Maternal-Fetal Medicine. Pregnancy published by Wiley Periodicals LLC on behalf of the Society for Maternal-Fetal Medicine.
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1:45 PM - 2:00 PM
Objective: 1 in 300 opioid naive women become persistent
opioid users after cesarean delivery (CD). Regional anesthesia
with neuraxial morphine (NM) reduces opioid consumption after
surgery. However, >70% of patients have pruritus or urinary
retention with the standard 150mcg NM dose. We assessed if
reduced NM dose decreases opioid side effects while preserving
pain control at CD.
Study Design: RCT of 85 patients undergoing scheduled CD at a
US tertiary center. Exclusion criteria were quadratus lumborum
(QL) block refusal, preeclampsia, insulin-treated diabetes, pla-
cental abnormalities or opioid use disorder. Primary exposurewas
NM dose. The intervention was 50 mcg NM, bilateral ultrasound-
guided QL block, spinal 12 mg bupivacaine and 15mcg fentanyl.
The control group received 150 mcg NM and adjunctive therapies
above. Scheduled acetaminophen/NSAIDS and additional opioid
therapy for breakthrough pain were available for both groups.
Primary outcomeswere opioid use 24hours prior to discharge and
opioid side effects (recorded medications or urinary retention).
Regressionmodels estimated risk ratios/differences for outcomes
between groups. Analyses were intent to treat.
Results: Of 85 eligible patients, 43(50.6%) were randomized to
50mcg NM and 42(49.4%) to 150mcg NM. The mean age and
BMI were 30.3 ± 5.6yrs and 36.0 ± 8.1kg/m2, and >95% had a
low transverse hysterotomy. Therewere no significant differences
in baseline characteristics between groups. Lower NM dose did
not significantly reduce opioid side effects (itching RR 0.55, 95%
CI 0.27-1.10; nausea/vomiting RR 0.90, 95% CI 0.45-1.80), or use
24 hours prior to discharge (RD -1.63, 95% CI -8.47-5.21). Among
secondary outcomes, total OMEs were similar between groups.
However, intervention group had higher OMEs for parenteral
opioids and in the first 24hours, as well as higher recovery room
and day of surgery pain scores. No significant differences in other
secondary outcomes were noted.
Conclusion: Lower NM dose was not associated with significant
reductions in opioid side effects or use 24hours prior to discharge.

21 | Proportion of Time Spent in Category II Fetal Heart
Tracing During Labor: Associated Adverse Outcomes

Kristen A. Cagino1; Rachel L. Wiley2; Aaron W. Roberts3;
Claudia J. Ibarra4; Natalie L. Neff5; Kimen S. Balhotra4; Khalil
M. Chahine4; Christina Cortes4; Shareen Patel4; Tala Ghorayeb4;
Holly Flores6; Fabrizio Zullo7; Hector M. Mendez-Figueroa4;
Suneet Chauhan8
1UT Houston, Houston, TX; 2University of California, San Diego,
San Diego, CA; 3McGovern Medical School at UTHealth Houston,
Houston, TX; 4McGovern Medical School at UTHealth, Houston,
TX; 5McGovern Medical School at UT Health, Houston, TX;
6University of Texas Health Science Center, Houston, TX;
7University of Rome La Sapienza, Rome, Lazio; 8Christiana Care,
Newark, DE

2:00 PM - 2:15 PM
Objective: To ascertain if the proportion of time spent in
Category II fetal heart rate tracing (FHRT) among singleton
term (> 37 wks) laboring patients was associated with adverse
outcomes.
Study Design: Obstetricians—blinded to maternal characteris-
tics and outcomes—reviewed the available FHRT (120 minutes
before delivery, at 20 min segments) for all deliveries within a 15-
month period. Term, non-anomalous, singleton pregnancies who
attempted labor were included. We excluded those that only had
persistent category I or any segment with category III. Cohort
was divided into 3 groups: Category II for < 33% of the time
(Group 1), for 33-66% of the time (Group 2), and > 66% of the
time (Group 3). The primary outcome was the rate of composite
neonatal adverse outcomes (CNAO); the secondary outcomes
were cesarean delivery (CD) for non-reassuring FHRT and
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composite maternal adverse outcomes (CMAO). Adjusted odds
ratio (OR) with 95% confidence intervals (CI) were calculated.!
Results: Among the 5,160 consecutive deliveries, 2,780 (54%)met
the inclusion criteria. Of the 321,980 min of FHRT reviewed,
223,000 min (69%) were category II. Specifically, 10% were in
Group 1, 26% in Group 2, and 64% in Group 3. Characteristics
of FHRT which differed among the 3 groups were frequency
of minimal variability, as well as variable, late and prolonged
decelerations (Table 1). CD for non-reassuring FHRT differed
significantly between the groups (p < 0.01). The rate of CNAO
did not differ among the groups (p = 0.72), however the CMAO
differed significantly (p= 0.02). Adjusted OR comparing category
II for Group 1 vs. Group 2 and for Group 1 vs. Group 3
indicated that CD for NR-FHRT, CNAO and CMAO did not differ
significantly among the groups (Table 2).
Conclusion: Among term deliveries, the majority of FHRTs are
category II for over two-thirds of the total time during the last 120
min of labor. The proportion of time fetal heart rate tracing was
in category II did not significantly influence cesarean delivery for
non-reassuring tracing and adverse outcomes for the neonatal-
maternal dyad.

22 | Tranexamic Acid Prophylaxis During Cesarean
Delivery Among Patients with andWithout Hypertension

Adam K. Lewkowitz1; Mariam Ayyash2; On behalf of the Eunice
Kennedy Shriver National Institute of Child Health and Human
Development Maternal-Fetal Medicine Units (MFMU) Network
1Women & Infants Hospital of Rhode Island and Alpert Medical
School of Brown University, Providence, RI; 2Columbia University
Irving Medical Center, New York, NY

2:15 PM - 2:30 PM

Objective: Chronic and pregnancy-related hypertension (here-
after “HTN”) are associated with increased risk of obstetric
hemorrhage and blood transfusion. Should hemorrhage occur
among those with HTN, the choice of uterotonics is constrained
(methergine is contraindicated). Thus, while prophylactic use of
tranexamic acid (TXA) during cesarean delivery (CD) does not
alter rates of obstetric hemorrhage or blood transfusion overall,
prophylactic TXA during CD may reduce these morbidities
among patients with HTN. Our objective was to examine the
effect of prophylactic TXA during CD on peripartum bleeding-
related outcomes for patients by HTN status.
Study Design: This is a non-prespecified secondary analysis of a
multicenter, placebo-controlled trial of patients undergoing CD
who were randomized to 1g of TXA or placebo. For this analysis,
all participantswere included. The study populationwas split into
subgroups on the basis of HTN prior to delivery. The primary
outcome was a composite of maternal death or blood transfusion
before hospital discharge or seven days postpartum, whichever
occurred first. Blood transfusion was defined as the transfusion
of packed red cells or whole blood or cell-savor autotransfusion
device use. Secondary outcomes are in Table 1. Relative risks
(RR) were calculated for categorical and mean differences for
continuous outcomes. P values for interaction with HTN were
calculated.
Results: Of the 10,995 participants randomized in the parent
trial, 2707 (24.6%) had HTN (7.1% chronic hypertension and
17.5% pregnancy related). The primary outcome did not differ
among thosewho receivedTXAversus placebo in either subgroup
(HTN: TXA 4.9% vs placebo 6.0%; RR 0.84 (95% CI 0.62, 1.16);
no HTN: TXA 3.2% vs placebo 3.7%; RR 0.91 (0.73, 1.14); p for
interaction 0.64). For all secondary outcomes, the interaction p
was non-significant (all p >0.05).
Conclusion: The effect of prophylactic TXA during CD on
maternal death or blood transfusionwithin oneweek postpartum
and on other peripartum bleeding-related outcomes does not
differ by the presence of HTN.

23 | Preclinical Development of a Continuous Fetal Lactate
Biosensor to Detect Acidosis

Jonathan M. Morris1; Arjun Kaushik2; Michael Challenor2; Lee
J. Hubble2; Chaitya Shah2; Maureen Ross2; Ranjusha
Rajagopalan2; Hassan Mahmood2; Allana Gurney3; Hayley
Powell3; Jane Choi3; Helen Kershaw3; Gabrielle Musk3; Jane
Pillow3
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1University of Sydney, New South Wales; 2VitalTrace Pty Ltd,
Western Australia; 3University of Western Australia, Crawley,
Western Australia

2:30 PM - 2:45 PM
Objective: Accurate detection of fetal acidosis in labor is an
unmet clinical need. Objectives of this study are:

1. To validate a subcutaneous biosensor for continuous lactate
monitoring (CLM) to detect acidosis in a fetal lamb model of
asphyxia.

2. Assess the utility of the CLM biosensor for intrapartum fetal
monitoring, by correlating sensor-detected lactate levels with
contemporaneously collected blood lactate values.

Study Design: Ewes (n = 3) with singleton pregnancy were
anesthetized and the lamb’s head was exteriorised. Multiple
biosensors were placed onto the lamb’s scalp, with electrical
current outputs captured. Venous blood samples were collected
at regular intervals across the protocol, and lactate and other
physiological parameters recorded. After baseline, the umbilical
cord was occluded for ten minutes, with recordings continuing
over at least three hours during recovery.
Results: Figure 1 shows the relationship between biosensor
current (µA), venous blood lactate (mM), and time (s) during
the fetal lamb model experiments (animal n = 3; biosensor n
= 6), highlighting the utility of the biosensor in monitoring
in-vivo lactate levels. Figure 1 illustrates a strong correlation
between sensor-measured current and blood lactate levels over
time. This is supported by the graphs in Figure 2 (a-c), with
the correlation (R2

> 0.88) between sensor current and blood
lactate measurements. These results support the capability of
the CLM biosensor to detect continuous real-time changes in
fetal lamb lactate concentration, crucial for early detection and
management of fetal asphyxia during labor and delivery.
Conclusion: This study demonstrates the capability of an inno-
vative subcutaneous biosensor for CLM in detecting early signs of
fetal lactic acidosis, highlighted by the strong correlation between
sensor-detected lactate levels and venous blood lactate levels.
This technology has the potential to enable continuous fetal lac-
tate measurement, with the ability to revolutionize intrapartum
care and improve neonatal outcomes. Ethics and governance
approvals are in progress to commence first-in-fetus studies.

24 | After Cesarean Time Interval to Exercise (ACTIVE)
Trial: A Randomized Controlled Trial

Brittany J. Roser1; James Kinderknecht2; Brett Toresdahl3;
Patricia Ladis4; Sonali Iyer5; Megan Savage6; Timothy Dekker7;
Paul Christos5; Robin B. Kalish8
1Stony Brook University Hospital, NY; 2Hospital for Special
Surgery, New York, NY; 3University of Utah Health, Salt Lake City,
UT; 4WiseBody Physical Therapists, New York, NY; 5Weill Cornell
Medical College, New York, NY; 6Northwell Health at Lenox Hill,
New York, NY; 7Ascension Medical Group, Rochester, MN; 8New
York Presbyterian- Weill Cornell, New York, NY

2:45 PM - 3:00 PM
Objective: Cesarean delivery (CD) is the most common surgery
performed in the United States, accounting for 30% of all births.
Currently, there are no clear guidelines on when to initiate
exercise afterCD.Our objectivewas to evaluate the impact of early
exercise, beginning 2 weeks postpartum, on physical and mental
wellbeing.
Study Design: We conducted a prospective, parallel-group,
randomized trial (ClinicalTrials.gov NCT04345757) at a sin-
gle academic center between 2022-2024. Patients ≥ 18 years
undergoing CD were included. Significant maternal or neonatal
complications were excluded. Patients were randomized 1:1 to
either a video-based, structured exercise program beginning 2
weeks postpartum or to routine postpartum care, typically avoid-
ing exercise for 6 weeks. The primary outcome was wellbeing
at 6 weeks postpartum, assessed using the Patient-Reported
Outcomes Measurement Information System Global Short Form
(PROMIS-GSF). Secondary outcomes included PROMIS-GSF
physical andmental wellbeing sub-scores, post-operative compli-
cations and self-reported breastfeeding (BF) supply. Sample size
was calculated to achieve 80% power to detect a 4-point difference
in PROMIS-GSF score, with α = 0.05. Data was analyzed using
two-sample t-test and Fischer exact test as appropriate.
Results: 846 patients were assessed for eligibility: 646 were
excluded, 200 were randomized and 63 completed the primary
outcome measure. There was no difference in baseline demo-
graphics, obstetric characteristics or baseline PROMIS-GSF score
between groups (Table 1). While there was no difference in 6
week PROMIS-GSF score, there was a trend towards improved
physical health sub-score in the structured exercise group (Table
2). There were no differences in mental health sub-score (Table
2), postoperative complication rates or BF supply.
Conclusion: Structured exercise two weeks after CD appears to
be safe and did not adversely impact physical ormentalwellbeing.
While low survey completion rate was a limitation, this pilot
data will help to inform future research powered to measure the
impact of early exercise on enhanced recovery after CD.
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25 | Intrauterine Resuscitative Maneuvers for
Management of Abnormal Fetal Heart Tracings: A
Systematic Review andMeta-Analysis

Amanda J. Jones1; Fabrizio Zullo2; Luis Sanchez-Ramos3;
Lauren C. Roby1; Stephanie Roth4; Suneet Chauhan5; Matthew
K. Hoffman1; Anthony C. Sciscione1
1Christiana Care Health System, Newark, DE; 2University of Rome
La Sapienza, Rome, Lazio; 3University of Florida College of
Medicine, Jacksonville, FL; 4Christiana Care Health Services,
Newark, DE; 5Christiana Care, Newark, DE

3:00 PM - 3:15 PM
Objective: To evaluate the effectiveness of 7 intrauterine resus-
citative maneuvers (IRMs)—amnioinfusion, maternal oxygen
supplementation, tocolysis, maternal repositioning, discontinua-
tion of labor stimulation, and treatment of maternal hypotension
or tachysystole—in mitigating adverse outcomes in the setting of
non-reassuring fetal heart tracings (NRFHT).
Study Design: We conducted a systematic review and meta-
analysis of randomized controlled trials (RCTs) of laboring
patients with NRFHT randomized to receive one of the 7 IRMs
versus no intervention. The primary outcomewasApgar score< 7
at 5minutes. Secondary outcomes included cesarean delivery rate
(CD), CD for NRFHT, relief of NRFHT, umbilical artery (UA) pH
< 7.10, UA pH < 7.20, and NICU admission. Summary measures
were reported as relative risk (RR) with 95% confidence interval
(CI) using the random effects model of DerSimonian and Laird.
Higgins I2 > 0% was used to identify heterogeneity.
Results: Of 11,372 abstracts reviewed, 8 RCTs were eligible and
included: 682 patients randomized to amnioinfusion vs none;
170 randomized to oxygen supplementation vs. none; and 523
randomized to tocolysis before CD vs. none. Likelihood of relief

of NRFHT was significantly higher in the amnioinfusion group
(68.0% vs 3.27%; RR 18.9; 95% CI 7.16, 50.26) and CD for NRFHT
was significantly lower (37.8% vs 54.2%; RR0.70; 95%CI 0.60, 0.82)
vs none. Likelihood ofUApH< 7.20was significantly lower in the
tocolysis group (18.7% vs 35.4%; RR0.40; 95%CI 0.17-0.93) vs none.
The likelihood of Apgar score< 7 at 5 minutes, UA pH< 7.10, and
NICU admission was similar in each group across interventions.
We did not identify eligible RCTs for change inmaternal position,
discontinuation of labor stimulation, or treatment of maternal
hypotension or tachysystole.
Conclusion: Amnioinfusion for NRFHT was found to relieve
NRFHT and reduce CD. Oxygen for NRFHT did not reduce CD
or improve fetal outcomes. Tocolysis for NRFHT reduced the rate
of rate of fetal acidosis with UA pH < 7.20. No eligible RCTs were
found for other IRMs in the setting of NRFHT.

26 | Reducing PostpartumHemorrhage: The Impact of a
Standardized High-Dose Oxytocin Protocol

Evan J. Keil1; Elizabeth J. Campbell2; Joanne M. Bailey2; David
E. Arnolds2; Diana Peacor2; Molly J. Stout2; Jourdan E.
Triebwasser1
1University of Michigan, Ann Arbor, MI; 2University of Michigan
Medical Center, Ann Arbor, MI

3:15 PM - 3:30 PM
Objective: Oxytocin protocols to prevent postpartum hemor-
rhage (PPH) vary widely, with limited data suggesting higher
doses may reduce PPH. We examined the impact of increasing
the dose of oxytocin for active management of the third stage of
labor on PPH.
Study Design: We performed a single-center quality improve-
ment project at a large academic medical center. The pre-
intervention phase (PRE) was Jan 1 - Apr 6, 2024 and post-
intervention phase (POST) was Apr 7 - Jul 6, 2024. Quantitative
blood loss (QBL) was routinely used throughout. PRE-oxytocin
protocol was 30 units in 500 mL given over 1 h followed by 3.6
units over 1 h. POST-protocol was 60 units in 1 L given over 1 h.
Implementation steps included updating medication orders and
infusion pumps and providing staff training. Process measures
were uterotonic administration between QBL 500mL and 1L and
exposure to>18h of oxytocin during labor, which weremonitored
using weekly control charts. Healthcare rules were applied to
detect special cause variation. Relative risks were calculated to
assess the intervention’s impact.
Results: PPH was less frequent POST (14.6% vs. 10.8%, RR
0.74 [95% CI 0.61-0.90], Figure) despite no change in cesarean

5 of 7



birth rate (37.9% vs. 35.3%, p = 0.16) or receipt of any oxytocin
during labor (37.0% vs. 38.9%, p = 0.34). Reduction in PPH
was most pronounced among vaginal births (8.7% vs. 5.2%, RR
0.60 [95% CI 0.42-0.86]). The magnitude of change in PPH was
similar for cesarean births though not statistically significant
(24.3% vs. 21.1%, RR 0.87 [95% CI 0.69-1.10]). Reduction in PPH
was not attributable to other process measures as there was no
special cause variation in uterotonic administration (mean 64%)
or Oxytocin for >18h (mean 18%) during the study period.
Conclusion: Implementing an oxytocin protocol of 60 units
given over 1 hour reduced overall PPH rates, particularly for
vaginal births.

27 | Hysterotomy using Barbed vs. Vicryl Suture for
Scheduled Cesarean Delivery: A Randomized Controlled
Trial

Ayisha B. Buckley1; Nicola F. Tavella2; Camila Cabrera2; Keisha
S. Paul2; Mariah McKevitt2; Monica J. Patel2; Lauren A. Ferrara2;
Jenny Tang2; Joanne Stone3; Calvin E. Lambert, Jr.2; Luciana A.
Vieira4; Angela T. Bianco2
1Weill Cornell Medical Center, New York, NY; 2Icahn School of
Medicine at Mount Sinai, New York, NY; 3Mt. Sinai Medical
Center, New York, NY; 4Stamford Hospital, Stamford, CT

3:30 PM - 3:45 PM
Objective: Intraoperative reduction of blood loss correlates with
reduced morbidity. We examined whether Cesarean Deliveries
(CD) had significantly lower quantitative blood loss (QBL) when
the hysterotomy was closed with barbed suture.
StudyDesign: This was a single site randomized controlled trial.
Patients with a scheduled term CD gave informed consent and
were randomly assigned barbed or vicryl suture for hysterotomy
closure. Block randomization controlled for primary or repeat
CD. We excluded patients with increased risk of hemorrhage
(PPH). The primary outcomewasQBL (mL). Secondary outcomes
were time for hysterotomy closure, additional hemostatic sutures,
and postoperative pain (via numerical scoring system). Among
covariates for which we adjusted were provider level (Resident,
Fellow, Attending) and provider experience with the suture.
Multivariable linear regressions estimated adjusted means. A
two-sided ɑ < 0.05 indicated significance. An a priori calculation
determined 226 subjects were needed to detect a 30% difference
in mean QBL with 85% power.
Results: From 2021 to 2023, 226 subjects were assigned barbed
(n = 113) or vicryl suture (n = 113). The groups did not differ
on demographic or clinical variables. More hysterotomies using

barbed suture were done by fellows (p = 0.02). The groups
differed in provider experience with the suture (p < 0.001).
Regression models showed a difference in mean QBL between
the barbed (521.0 minutes [95%CI: 447.3, 594.7]) and vicryl (558.8
minutes [95%CI: 441.4, 676.2]) groups. There was a shorter time
for hysterotomy (4.5 vs 6.1 minutes [95%CI: 4.0, 5.0]) and less
postoperative pain (3.3 vs 3.4 [95%CI: 3.0, 3.6]) in the barbed
suture group.
Conclusion: Closing hysterotomies with barbed suture at sched-
uled CDs is associated with decreased QBL, postoperative pain,
and hysterotomy closure time. These results suggest potential for
reduced surgicalmorbidity and improved patient experiencewith
use of barbed suture. Further studies are needed to corroborate
our findings.
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28 | Investigating Selection Bias in Research Using
Placental Pathology Samples

Linda M. Ernst1; Alexa A. Freedman2; Renee Odom-Konja1;
Lauren Keenan-Devlin3; Greg E. Miller2; Ann EB Borders3
1Endeavor Health, Evanston, IL; 2Northwestern University,
Chicago, IL; 3Endeavor Health, Evanston Hospital, Evanston, IL

3:45 PM - 4:00 PM
Objective: Increasing research interest has focused on placen-
tal pathology and pregnancy outcomes. Clinically-requested
pathology cases are often used for research due to convenience,
which may lead to selection bias. We leveraged a large cohort of
prospectively-collected placentas to compare prevalences of pla-
cental pathology in cases with and without a clinically-requested
pathology exam (CPE) and to quantify potential selection bias.
Study Design: All placentas were prospectively collected from
participants in the Stress, Pregnancy, and Health (SPAH) study,
including those with and without CPE. In all cases, placen-
tal pathology was categorized and graded in 4 major groups:
acute inflammation (AI), chronic inflammation (CI), fetal vas-
cular malperfusion (FVM) and maternal vascular malperfusion
(MVM). We compared the distribution of placental pathology in
cases with and without CPE. Odds ratios (OR) for preterm birth
(PTB) and small for gestational age (SGA) infant were calculated
in the whole SPAH cohort and compared with the CPE sub-
cohort. Relative odds ratios (ROR)were used to quantify selection
bias. Models were adjusted for sociodemographic and pregnancy
characteristics.
Results: 575 placentas were collected and examined, 287 with
CPE and 288without CPE. The prevalence of AI, CI and FVMwas
similar among the 2 groups.However, the prevalence ofMVMwas
significantly higher in CPE placentas, particularly for high grade
MVM (15% vs 8%, p< 0.001). In adjustedmodels, high gradeMVM
was significantly associated with increased odds of PTB and SGA
in the whole SPAH cohort and the CPE sub-cohort (PTB: SPAH
OR = 5.62, CPE OR = 7.56; SGA: SPAH OR = 8.13, CPE OR =
8.25). RORs showa 30%overestimation of the association between
MVM and PTB, and only a 2% overestimation in SGAwhen using
a CPE sample.
Conclusion: MVM was the only placental pathology seen more
frequently in the CPE sample. Research using a CPE only sample
may overestimate associations, particularly for MVM and PTB.
Because we quantified the selection bias, the RORs from our data
can be used to adjust estimates in studies using retrospective CPE
samples.
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29 | Beyond the Fetus: Unveiling Maternal Health Risks
Through Prenatal Genome Sequencing

Brittany Arditi1; Caitlin D. Baptiste2; Jessica L. Giordano1;
Rachel Herz-Roiphe2; Vaidehi Jobanputra3; Ronald J. Wapner4
1Columbia University Irving Medical Center, New York, NY;
2Columbia University Medical Center, New York, NY; 3New York
Genome Center, New York, NY; 4Columbia University, New York,
NY

1:30 PM - 1:45 PM
Objective: Genome sequencing (GS) has been demonstrated
to be of benefit in the evaluation and management of fetal
structural anomalies. However, the management of maternal
ancillary findings on trio analysis has not been described. Our
objective was to evaluate the frequency and clinical impact of
maternal genomic variants identified after fetal GS.
Study Design: This is a secondary analysis of all patients
undergoing prenatal GS between September 2022-November
2023 at a single institution under a research protocol. 420
fetuses (279 anomalous and 141 non-anomalous) were included.
GS was performed in a CLIA certified laboratory and results
reported to parents. Genome analysis was performed through a
proband-focused trio approach: pathogenic and likely pathogenic
variants were identified in the fetus and parental inheritance
was subsequently determined. All maternally inherited findings
were adjudicated by a multidisciplinary team of maternal fetal
medicine physicians, laboratory geneticists, and genetic coun-
selors to determine the impact on pregnancy and postpartum
care. Pathogenic and likely pathogenic variants in genes with
implications for peripartum management were reported to the
care providers.
Results: 3.8% (16/420) of patients had a maternally inherited,
reportable, autosomal dominant finding. Among patients with a
reportable finding, 9/16 (56.25%) were referred to a subspecialist
for further management and/or underwent additional workup
aimed at identifying and preventing risk for maternal morbidity
(Table 1). Familial cascade testing was discussed with all patients
and performed in 4/16 (25.0%) families. Only 2/16 (12.5%) of genes

reported in our analysis are on the American College of Medical
Genetics and Genomics secondary findings list.
Conclusion: In addition to providing a fetal diagnosis, prenatal
sequencing will identify maternal genetic diseases with the
potential to cause peripartum maternal morbidity and mortality.
Future research is required to understand the clinical impact of
these findings and to develop management protocols.

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, provided the original work is properly
cited.
© 2025 Society for Maternal-Fetal Medicine. Pregnancy published by Wiley Periodicals LLC on behalf of the Society for Maternal-Fetal Medicine.

Pregnancy, 2025; 1:e12008
https://doi.org/10.1002/pmf2.12008
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30 | Artificial Intelligence System Accurately Detects Fetal
Ultrasound Findings Suspicious For Major Congenital
Heart Defects

Carolyn M. Zelop1; Jennifer Lam-Rachlin2; Alisa Arunamata3;
Rajesh Punn3; Sarina K. Behera4; Matthias Lachaud5; Nadine
David6; Greggory R. DeVore7; Andrei Rebarber2; Nathan S. Fox2;
Marjorie Gayanilo2; Sara Garmel8; Philippe Boukobza9; Pierre
Uzan10; Hervé Joly11; Romain Girardot12; Laurence Cohen13;
Marilyne Levy14; Bertrand Stos14; Malo De Boisredon15; Eric
Askinazi15; Valentin Thorey15; Christophe Gardella15; Miwa
Geiger2
1Valley Health System, Paramus, NJ; 2Icahn School of Medicine at
Mount Sinai Hospital, New York, NY; 3Pediatrics - Cardiology,
Stanford University School of Medicine, Stanford, CA; 4Palo Alto
Medical Foundation, Sutter Health, Palo Alto, CA; 5University of
Grenoble Alpes, Grenoble, Rhone-Alpes; 6Medical Training Center,
Rouen, Haute-Normandie; 7The Fetal Diagnostic Center of
Pasadena, Pasadena, CA; 8Michigan Perinatal Associates and
Corewell Health, Dearborn, MI; 9CEDEF - Centre Européen de
Diagnostic et d’Exploration de la Femme, Le Chesnay,
Ile-de-France; 10Groupe IMEF - Imagerie Médicale de l’Est
Francilien, Rosny-sous-Bois, Ile-de-France; 11CARPEDIOL -
Cardiologie Pédiatrique, fœtale et congénitale adulte de L’Ouest
Lyonnais, Ecully, Rhone-Alpes; 12Unité de Dépistage de
Cardiopathies Foetales et Néonatales, Bordeaux, Aquitaine;
13ETCC - Exploration et Traitement des Cardiopathies
Congénitales, Massy, Ile-de-France; 14UE3C - Unité d’explorations
cardiologiques - Cardiopathies Congénitales, Paris, Ile-de-France;
15BrightHeart, Paris, Ile-de-France

1:45 PM - 2:00 PM
Objective: Prenatal detection of congenital heart defects (CHD)
improves patient outcomes. Despite advances in imaging tech-
niques and equipment, prenatal diagnosis remains low. We
evaluated the accuracy of an artificial intelligence (AI) system to
detect 2nd trimester (2T) ultrasound studies suspicious for CHD.
Study Design: The AI system analyzes all grayscale 2D ultra-
sound cines of a study and detects 8 morphological findings
suspicious for CHD. The findings were selected such that most
major forms of CHD would feature at least one such finding, and
the presence of any of these would flag the study for referral for
further examination.
We retrospectively included 877 exams (obstetric or detailed
anatomic ultrasounds, or fetal echocardiograms), in singleton
pregnancies, between 18-24 weeks gestation from 11 centers,
including 311 exams with a major CHD, cardiomegaly or
levo/dextrocardia. Each exam included 4-chamber, LVOT and
RVOT views documented in cines, and was not used for training
of the AI system.
For each exam, 3 expert fetal cardiologists annotated the presence
or absence of each finding and majority voting was used as the
ground truth. The AI system predicted the presence, absence or
inconclusiveness (in case of low confidence) of each finding. An
exam was predicted positive if at least one finding was present,
negative if all findings were absent and inconclusive otherwise.
Results: Regarding the detection of any finding, the AI system
had a conclusive output for 98.8% (95%CI 97.8-99.3) of exams. On
exams with a conclusive output, sensitivity was 98.7% (96.7-99.5),
and specificity was 97.7% (96.1-98.6). Performance per individual

finding is presented in the Figure. To better represent the general
low risk population despite the artificially high prevalence of
exams with at least one suspicious finding (311/877), per-finding
specificity was computed on exams negative to all findings.
Conclusion: The AI system accurately detected 2T ultrasound
exams suspicious for CHD consistent with experts in most cases.
The AI system may improve the prenatal ultrasound detection of
CHD and thereby improve outcomes.

31 | Effect of Home Ultrasound in Patients with Previous
Late Pregnancy Loss- A Randomized Control Trial

Liat Mor1; Hagit Eisenberg2; Liliya Tamayev3; Daniel Tairy1; Ben
Oren3; Yael Ganor Paz1; Michal Levy3; Eran Weiner2; Giulia
Barda2
1Edith Wolfson Medical Center, Holon, HaMerkaz; 2Wolfson
Medical Center, Wolfson Medical Center, Tel Aviv; 3Edith Wolfson
Medical center, Holon, HaMerkaz

2:00 PM - 2:15 PM
Objective: We aimed to evaluate the effect of incorporating
twice-weekly telemedicine home-ultrasound sessions on mater-
nal anxiety and antenatal attachment in patients with a history of
late pregnancy loss.
Study Design: In this randomized controlled trial, patients
with a history a pregnancy loss beyond 20 weeks of gestation
were recruited during their subsequent pregnancy and random-
ized into either a control group receiving standard high-risk
care or a study group receiving additional twice-weekly home-
ultrasound sessions. Home-ultrasound scans were guided by a
physician via telemedicine and assessed basic fetal wellbeing
using a Pulsenmore device. Two validated questionaries assessed
maternal anxiety- the State-Trait Anxiety Inventory Scale (STAI-
S) and the Revised Prenatal Distress Questionnaire (NuPDQ).
Maternal attachmentwas evaluated using theMaternalAntenatal
Attachment Scale (MAAS-2). All questionnaires were filled in the
beginning, mid and end of follow up time. The primary outcome
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was the STAI-S score at the final prenatal visit (STAI-3). In order
to detect a 20% difference in the primary outcome, a sample size
of 50 patients was required.
Results: Fifty patientswere recruited and completed the study, 25
in each group. Demographic characteristics were similar between
the groups. The home ultrasound group presented significantly
decreased STAI-3 scores (p = 0.022), a significantly increased
MAAS-3 score (p = 0.022) and less unscheduled emergency
department visits during this time (p = 0.024) compared to con-
trol. Multivariate regression analyses confirmed significant and
independent associations between reduced STAI and improved
MAAS and the use of home-ultrasound (Table 1).
Conclusion: Incorporating home-ultrasound visits into prenatal
care in patients with prior late pregnancy loss may significantly
reduce maternal anxiety and enhance maternal attachment.
These findings suggest that home ultrasound technology can be
a valuable tool in managing maternal anxiety in this subset of
patients.

32 | Genetic Diagnoses in a National Cohort with
Non-Immune Hydrops and Other Fetal Effusions

Natalie B. Gulrajani1; Billie R. Lianoglou2; Katie Tick3; Nuriye
Sahin-Hodoglugil3; Ugur Hodoglugil4; Patrick Devine4; Jessica
Van Ziffle4; Mary E. Norton2; Teresa N. Sparks3
1University of California, San Francisco, School of Medicine, San
Francisco, CA; 2Center for Maternal-Fetal Precision Medicine,
University of California San Francisco, San Francisco, CA;
3University of California, San Francisco, San Francisco, CA;
4Genomic Medicine Laboratory, University of California, San
Francisco, San Francisco, CA

2:15 PM - 2:30 PM
Objective: Many single gene disorders are associated with non-
immune hydrops fetalis (NIHF) and other fetal effusions. How-
ever, less is known about how these diseases present uniquely
in utero. We aimed to characterize how genetic diseases present
in utero with NIHF, other single effusions, and concurrent
anomalies.
Study Design: This is a prospective national cohort of preg-
nancies with unexplained NIHF, pleural effusion, pericardial
effusion, ascites, skin edema, cystic hygroma, increased nuchal
translucency (NT) ≥3.5mm, or a combination of these. All
ultrasound reports for each pregnancy were reviewed. A CLIA-
approved laboratory performed exome sequencing (ES) and
results were provided to patients. Each case was categorized

as presenting with NIHF, single effusion (pleural or pericardial
effusion, ascites, or skin edema), or increased NT or cystic
hygroma, all with or without concurrent structural anomalies.
Results: 118 pregnancies underwent ES. There was a high
diagnostic yield among cases withNIHF and single fetal effusions
(17-36%), both with and without concurrent anomalies (Table 1).
For cases with increased NT or cystic hygroma, the diagnostic
yield was 42% for cases with concurrent anomalies, but zero in
the absence of concurrent anomalies. Genetic diseases identified
varied widely (Fig. 1). RASopathies, musculoskeletal disorders,
and cardiomyopathies presented variably with and without con-
current anomalies and with all types of fetal effusions. Primary
lymphedema syndromes presented later in gestation with NIHF
andwithout concurrent anomalies. Diseases associated primarily
with postnatal neurodevelopmental delay were seen with single
fetal effusions and increased NT, with and without concurrent
anomalies.
Conclusion: ES yielded a diagnosis in a high proportion of cases
with NIHF and other single fetal effusions, with the exception
of isolated increased NT or cystic hygroma. Certain genetic
diseases presented broadly with all types of fetal effusions, while
others presented more uniquely. Understanding these patterns
informs accurate prenatal diagnosis, clinical counseling, and
management.

33 | Genomewide monogenic Non Invasive Prenatal
Genetic Screening based on maternal cfDNA

Dolev Rahat1; Ravit Mesika1; Lilach Schneor1; Noa
Liscovitch-Brauer2; Tom Rabinowitz1; Noam Shomron1; Reut
Tomashov Matar3; Lina Basel-Salmon3
1Identifai Genetics, Tel Aviv, Israel; 2Identifai Genetics, Tel Aviv;
3Raphael Recanati Genetic Institute, Rabin Medical Center,
Beilinson Hospital, Tel Aviv

2:30 PM - 2:45 PM
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Objective: Current methods for prenatal screening using cell-
free DNA (cfDNA) for monogenic disorders have significant
limitations. They are restricted to a predefined set of variants or
genes, require impractically high fetal fractions (FFs) for clinical
settings, or focus on paternally-inherited variants. Since paternal
genetic material is often unavailable, there is a critical need
for a father-independent solution. We present a comprehensive
noninvasive prenatal genetic screening method that accurately
predicts the fetal genotype at any location in the genome using
only a maternal DNA sample.
Study Design: We conducted a study involving nine families
with singleton pregnancies, with varying FF values (7-25%) where
the parents are carriers for a severe monogenic disorder. We
performed whole genome sequencing (WGS) of both maternal
genomic DNA and maternal plasma and predicted the fetal
genotypes for the pathogenic variants and across the entire
genome.
Results: Our study includes seven families with a pathogenic
single nucleotide variant (SNV): four families where both parents
shared a common recessive pathogenic variant (e.g., congeni-
tal chloride diarrhea), two families with suspected compound
heterozygous pathogenic variants (e.g., cystic fibrosis), and one
family with a dominant pathogenic variant (Treacher collins
syndrome). We accurately predicted the fetal disease status in
all tested families (Table 1). We also conducted a genome-scale
analysis of our algorithm’s performance over millions of genomic
sites where the mother was a carrier. Our method achieved an
area under the curve (AUC) of 0.89 for homozygous variants
(Figure 1).
Conclusion: Our study presents a novel approach for genome-
wide non-invasive prenatal screening, addressing a critical clini-
cal need. We demonstrate the clinical feasibility of this approach
as early as the first trimester. Our genome-wide method can be
extended to detect variants of all types and scales, including copy
number variations and aneuploidies, and it also allows for the
detection of de novo fetal variants.

34 | AI Assistance Enhances Physician Performance in
Identifying Congenital Malformations

Clémentine Morisset1; Frédéric Logé-Munerel1; Celia Amabile1;
Louis Chouinard1; Vianney Debavelaere1; Remi Besson1; Nikola
Matevski1; Guillaume Corda1; Julien Stirnemann2; Yves Ville3;
Yinka Oyelese4; Andrew Combs5
1Sonio, Paris, Ile-de-France; 2Hôpital Necker Enfants Malades,
Paris, Ile-de-France; 3University and Necker-Enfants Malades
Hospital, Paris, Ile-de-France; 4Beth Israel Deaconess Medical
Center/Harvard Medical School, Boston, MA; 5Pediatrix Medical
Group, Sunrise, FL

2:45 PM - 3:00 PM
Objective: Accurate sonographic identification of congenital
malformations by interpreting Healthcare Practitioners (HCP)
is critical for effective prenatal care. An AI software (under
development, not FDA cleared) was trained to detect 10 fetal signs
on automatically recognized views within its scope. This study
aims to evaluate whether physician performance in identifying
malformations improves with the assistance of the AI software
versus without.
Study Design: A total of 1453 fetal images were labeled
by experts and then reviewed by five physicians with
varied profiles (Maternal-Fetal Medicine specialists,
Obstetricians/Gynecologists, and General Radiologists). The
reviews were conducted in two sessions (with and without the AI
software), separated by one week to minimize recall bias. Each
provider reviewed a mix of pathological and non-pathological
images.
Results: There was a clear improvement for each reviewer and
in overall performance - from 40% sensitivity (92% specificity) to
70% (96% specificity) with AI support (Figure 1). When assisted
by the AI, physicians refined their reviews to more closely match
the AI’s output, leading to notable enhancements in performance
(Figure 2).
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Conclusion: AI-powered review of fetal images improves physi-
cian identification of signs of fetal malformations, highlighting
the potential clinical impact of AI software to support more
precise diagnosis.

35 | Exploring Gastroschisis Patterns and Pesticide Use in
California’s Central Valley: A population-based cohort
Study

Alejandro Perez1; Bharti Garg2; Hope Delgado3; Joshua F.
Robinson4; Aaron B. Caughey2; Stephanie L. Gaw4

1University of California, San Francisco, Kerman, CA; 2Oregon
Health & Science University, Portland, OR; 3University of
California, Berkeley, Berkeley, CA; 4University of California, San
Francisco, San Francisco, CA

3:00 PM - 3:15 PM
Objective: The incidence of gastroschisis has been rising in
regions with significant agricultural practices. Certain pesticides
(e.g. atrazine, mineral oil) have been associatedwith gastroschisis
in epidemiological studies.
Study Design: This is a retrospective cohort study of all Cal-
ifornia births from 2016-2020 utilizing linked birth certificate
and hospital discharge records. We identified gastroschisis cases
by ICD-10 code Q79.3 and geographically assessed maternal
residence by zip code. Pesticide usage by county was obtained
from publicly available databases from California Department of
Pesticide Regulation for years 2016-2020. The usage of pesticides
by county was calculated by pounds applied per total land
area. We analyzed data from the following pesticides previ-
ously linked to gastroschisis: atrazine, mineral oil, oxyfluorfen,
and glyphosate. We also investigated sulfur, which was the
most widely applied pesticide in CA during this time period.
Multivariable logistic regression, adjusting for maternal demo-
graphics, socioeconomic factors, and birth-related variables was

used to identify associations between pesticide application and
gastroschisis.
Results: During the study time, there were 2,218,394 births
and 656 cases of gastroschisis (0.3 cases/1000 births). Pregnant
individuals in the San Joaquin Valley had 1.4 times higher odds
of gastroschisis (95% CI: 1.1-1.7) compared to other CA regions
(0.5/1000 vs 0.3/1000, respectively). Analysis of the five pesticides
of interest revealed higher gastroschisis rates in counties with
greater usage of sulfur (aOR = 1.22; 95% CI: 1.00-1.49; p = 0.046)
and mineral oil (aOR = 1.24; 95% CI: 1.05-1.45, p = 0.009).
Conclusion: These findings suggest an association between
pesticide exposure, particularly sulfur and mineral oil, and risk
of gastroschisis. More studies are needed to further illuminate
causal relationships and guide targeted preventive strategies and
management approaches for reducing gastroschisis incidence in
vulnerable populations.

36 | AI Software Demonstrates Strong Performance for
Screening of Tetralogy of Fallot and Truncus Arteriosus
Communis

Remi Besson1; Nicolas Fries2; Julien Stirnemann3; Yves Ville4;
Guy Vaksmann5
1Sonio, Paris, Ile-de-France; 2Imagyn’Echo, Imagyn’echo
Montpellier, Languedoc-Roussillon; 3Hôpital Necker Enfants
Malades, Paris, Ile-de-France; 4University and Necker-Enfants
Malades Hospital, Paris, Ile-de-France; 5Cabinet Vendôme, Lille,
Nord-Pas-de-Calais

3:15 PM - 3:30 PM
Objective: Congenital malformations are under-diagnosed dur-
ing fetal ultrasound (US) exams. Artificial Intelligence (AI) could
make the examination safer by drawing the practitioners eyes
to suspicious images. Objective is to evaluate the feasibility to
build an AI recognizing the overriding great vessel images of the
Tetralogy of Fallot (ToF) or Truncus arteriosus communis (TAC).
Study Design: An AI software (under development, not FDA
approved) was trained on tens of thousands annotated US images
from 30 major USA and European sites including the images of
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102 patients with diagnosed ToF. No cases of TAC were used by
the algorithm during the training phase.
A first validation database is composed of 99 overriding aorta
from ToF cases and 2153 normal images coming from these same
centers. A second validation databasewas composed of 21 ToF and
7 TAC cases built from literature images between 2001 and 2021.
Each exam was reviewed by one fetal US expert responsible for
extracting all the images showing an overriding great vessel. The
AI software was evaluated on its ability to accurately identify this
sign.
Results: On the 99 overriding aorta images of the first validation
database, the AI software reached 94.95% sensitivity in raising an
alert. On the literature images, respectively onToF andTACcases,
the algorithm identified an overriding great vessel on resp. 36 and
12 images, reaching a sensitivity of resp. 90% and 92.3%. On the
control group, 98.8% specificity was reached (Fig.1).
Conclusion: This study demonstrated the feasibility in building
a reliable alert system for screening of ToF along with the
performance of such an algorithm in detecting pathologies non-
seen during training (TAC) thanks to including well-known
ultrasound semiology to guide the AI learning phase. Further
tests on independent DBs from new centers are needed to better
assess the AI software’s robustness.

37 | Genetic Etiologies of Bilateral Renal Agenesis

Bobby Brar1; Robert Weatherford2; Carol Nowlen1; Katelynn
Sagaser3; Ahmet A. Baschat1; Karin Blakemore1; Jena L. Miller1;
Angie C. Jelin1
1Johns Hopkins Medicine, Baltimore, MD; 2Massachusetts General
Hospital, Boston, MA; 323andMe, South San Fransisco, CA

3:30 PM - 3:45 PM
Objective: Bilateral renal agenesis (BRA) with anhydramnios
due to fetal anuria has a poor prognosis due to severe pulmonary
hypoplasia. Although often isolated, BRA may be one feature of
a larger, complex genetic disorder. Our objective was to further
elucidate the genetic etiologies of fetuses with BRA.
Study Design: We performed a retrospective cohort study of all
patients with fetal BRA presenting to an academicmedical center
for evaluation under the Renal Anhydramnios Fetal Therapy
(RAFT) trial over a five-year period. Maternal demographics,
ultrasound reports, and genetic screening/diagnostic testing
resultswere reviewed. Pedigreeswere also assessed to help inform
potential inheritance.
Results: From 2017–2022, 52 patients with fetal BRA presented
for evaluation. Extrarenal anomalies were seen in 17 (33%), most

commonly cardiac (11), CNS (4), and skeletal (4). Aneuploidy
screening was performed in 32 (62%), and none screened positive
for the common autosomal aneuploidies. Diagnostic testing,
offered to all, was completed in 37 patients (71%) with a 19%
testing yield (7/37) (Table 1). 25 of the 37 had isolated BRA. Of
14 karyotypes, 1 case of 47, XXX was appreciated. Chromosomal
microarray, performed in 28 patients, identified 3 copy number
variants (CNVs): (2q21.1 duplication, 16p13.11 duplication, and
22q11.2 microdeletion). Exome sequencing revealed a pathogenic
abnormality in 3 out of 5 patients (heterozygous variants in
GREB1L and RET, compound heterozygous variants in FREM2).
Of 7 patients with abnormal diagnostic testing, only 3 had
extrarenal anomalies. Pedigrees were elicited in 46 patients with
13 (28%) reporting a family history of a genitourinary anomaly.
Conclusion: Approximately 1 in 5 fetuses with BRA have
abnormal genetic testing. This highlights the importance of a
comprehensive diagnostic testing approach in this population.
Future research routinely employing molecular methodologies
that interrogate for potentially etiologic CNVs and single gene
disorders in pregnancies with BRA is needed to further our
understanding of this condition, and to better inform parental
counseling.

38 | Fully Quantitative Cervical Remodeling:
Inter-pregnancy interval shows differences in
biomechanical characteristics of the cervix

Sarah M. Dwyer1; LeAnn A. Louis1; Methodius G. Tuuli2; Adam
K. Lewkowitz2; Julie Tumbarello1; Emily Dively, BSN3; Madeline
Felske1; Wendy Sparks1; Giselle Kolenic4; Peinan Zhao5; Molly J.
Stout6
1University of Michigan Hospital, Ann Arbor, MI; 2Women &
Infants Hospital of Rhode Island and Alpert Medical School of
Brown University, Providence, RI; 3Washington University School
of Medicine, St. Louis, MO; 4University of Michigan, Ann Arbor,
MI; 5Washington University, St. Louis, MO; 6University of
Michigan Medical Center, Ann Arbor, MI
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3:45 PM - 4:00 PM
Objective: Short interval pregnancy is known to confer obstetric
risks in subsequent pregnancies. We aimed to examine starting
cervical stiffness based on time elapsed since prior pregnancy and
mode of delivery in prior pregnancy.
Study Design: We invented fully quantitative cervical elastogra-
phy (FQ-CES), which modifies a transvaginal ultrasound probe
to quantify both pressure applied and tissue deformation, thereby
yielding a fully quantified strain-based elastography system that
provides a numeric quantification (Young’s modulus) of cervical
tissue stiffness. This system is operator independent and can be
compared across patients and within patients over time. This
analysis is a prospective cohort study of people with singleton
pregnancies presenting for prenatal care. Exposure is time in
years since immediate prior pregnancy and mode of delivery of
prior pregnancy. Outcome is fully quantitative cervical stiffness
in the first trimester. Mixed regression models were used.
Results: 196 individuals included. Median years since prior
pregnancy is 2 years (IQR 1,3 years). Prior vaginal birth shows
a progressive hardening (13.8% change in Young’s Modulus per
year) over the 3 years following birth (p = 0.18) whereas cesarean
birth shows stable cervical stiffness (1.3% change in Young’s
Modulus per year; p = 0.95).
Conclusion: Cervical tissue remodeling after pregnancy may be
differ after vaginal versus cesarean births. First trimester cervical
stiffness may be associated with time since last pregnancy. The
inter-pregnancy interval is a critically understudied time window
whichmay provide insights into optimizing pregnancy outcomes.
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39 | Methylergonovine to Decrease Blood Loss During
Cesarean Delivery in Twins: A Triple-Blinded
Placebo-Controlled Randomized Trial

Helen B. Gomez Slagle1; Shai Bejerano2; Russell S. Miller2; Dena
Goffman2; Mary E. D’Alton2; Mirella Mourad2
1Columbia University Irving Medical Center, New York, NY;
2Columbia University Medical Center, New York, NY

8:00 AM - 8:15 AM
Objective: To evaluate whether prophylactic administration
of intramuscular (IM) methylergonovine after cord clamping
reduces blood loss during cesarean delivery (CD) in twin preg-
nancies.
Study Design: This single-center randomized placebo-
controlled triple-blinded trial compared the effects on blood
loss at CD of IM methylergonovine versus saline placebo
control. Pregnant individuals with twin gestations at 334
weeks of gestation undergoing planned CD were enrolled.
Methylergonovine or saline placebo was administered
immediately after umbilical cord clamping of the second
twin in addition to standard care with oxytocin. The primary
outcome was change in maternal hemoglobin (Hgb) level from
preoperative to postoperative day 1 (POD 1). We planned to enroll
66 patients to detect a standard deviation (SD) greater drop in
postoperative maternal Hgb, assuming -1.40 (0.83) g/dL Hgb
difference in planned CDs (90% power, alpha 0.05). Pearson
chi-square, or Fisher’s exact test, and Wilcoxon rank-sum with
intent-to-treat principles were performed as appropriate.
Results: From February 2023 through March 2024, 77 patients
were eligible and 66 participated. Therewere no demographic dif-
ferences between methylergonovine and placebo groups. Median
gestational age at delivery was 37 weeks for both groups. Mean
Hgb drop at POD 1 was 1.1 g/dL (SD 0.7 g/dL) for methyler-
gonovine and 2.1 g/dL (SD 0.9 g/dL) for placebo (p< 0.001).
Median quantitative blood loss was significantly lower in patients
receiving prophylactic methylergonovine (891cc versus 1017cc,
p = 0.003). Postpartum hemorrhage rates were lower in the
methylergonovine group (18.2% vs 54.5%, p = 0.002). There were
7 cases of unblinding due to hemorrhage in the placebo group

compared to no cases in the methylergonovine group (p = 0.01);
unblinded subjects received methylergonovine.
Conclusion: Prophylactic IM methylergonovine administered
during twin CD after umbilical cord clamping significantly
reduced intraoperative blood loss and hemoglobin drop at POD
1. These data support further study of methylergonovine as a
preventative treatment strategy at the time of twin CD.

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, provided the original work is properly
cited.
© 2025 Society for Maternal-Fetal Medicine. Pregnancy published by Wiley Periodicals LLC on behalf of the Society for Maternal-Fetal Medicine.

Pregnancy, 2025; 1:e12010
https://doi.org/10.1002/pmf2.12010
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40 | Management of Postpartum Preeclampsia and
Hypertensive Disorders (MOPP): Postpartum Tight Versus
Standard Blood Pressure Control

Emily B. Rosenfeld1; Deepika Sagaram1; Rachel Lee1; Ernani
Sadural2; Richard C. Miller2; Ruby Lin1; Deshae Jenkins1;
Kristin Blackledge3; Ivana Nikodijevic4; Alex Rizzo2; Vanessa
Martinez1; Emily E. Daggett5; Olivia McGeough1; Cande V.
Ananth1; Todd J. Rosen1
1Rutgers Robert Wood Johnson Medical School, New Brunswick,
NJ; 2Cooperman Barnabas Medical Center, RWJBarnabas Health,
Livingston, NJ; 3Rutgers New Jersey Medical School and
Cooperman Barnabas Medical Center, Livingston, NJ; 4New Jersey
Medical School, Newark, NJ; 5Rutgers Robert Wood Johnson
Medical School, Edison, NJ

8:15 AM - 8:30 AM
Objective: To assess the effect of lowering the blood pressure
(BP) threshold for treatment to 130/80 mmHg from the ACOG
standard of 150/100 mmHg, coupled with remote BP monitoring,
in managing postpartum patients with hypertensive disorders
and reducing Emergency Department (ED) visits.
Study Design: A prospective cohort of postpartum patients was
recruited in a multicenter study between March 2023 and March
2024 and treated to maintain BP < 130/80 mmHg for six weeks
postpartum. These patients were compared to a retrospective
cohort of patients delivered from February 2021 to February 2023
who were treated to maintain BP < 150/100 mmHg. Eligible
patients were 18 years or older with a diagnosis of hypertensive
disorder. The primary outcome was an ED visit for hypertensive
disorders. Secondary outcomes included hospital readmissions
and changes in BP at six weeks postpartum.Wematched subjects
between the interventional and the retrospective cohort through
the propensity score method.
Results: There were 392 patients enrolled in the interventional
cohort and 1,204 patients in the retrospective cohort. After the
propensity score match, 276 and 429 patients remained in the
intervention and retrospective cohorts. ED visits for hypertensive
disorders occurred in 3.6% (n = 10) in the interventional cohort
and 8.5% (n = 36) in the retrospective cohort (risk difference
[RD] -4.8, 95% confidence interval [CI] -8.2, -1.3; matched odds
ratio [OR] 0.32, 95% CI 0.10, 1.01). There were fewer hospital
readmissions for hypertensive disorders (RD -3.2, 95% CI -5.7, -
0.8; OR 0.09, 95% CI 0.003, 2.31). Compared to the retrospective
group, systolic and diastolic BP at six weeks postpartum in the

intervention group were, on average, 4.4 mmHg (95% CI -6.8, -
2.0) and 3.1 mmHg (95% CI -4.9, -1.2) lower (Figure 1). BP and
mean arterial pressure were lower throughout the six weeks in
the intervention group (Figure 2).
Conclusion: Tighter BP control with remote patient monitoring
was associated with a clinically meaningful reduction in postpar-
tumEDvisits for hypertensive disorders and lower blood pressure
at six weeks postpartum.

41 | Impact of Living in a Food Desert on Prenatal Macro-
andMicronutrient Intake

Noor K. Al-Shibli1; Anne L. L. Dunlop2; Suchitra
Chandrasekaran3
1Emory University, School of Medicine, Atlanta, GA; 2Emory
University School of Medicine, Atlanta, GA; 3Emory University,
Atlanta, GA

8:30 AM - 8:45 AM
Objective: Nutritional deficiencies and associated adverse preg-
nancy outcomes are emerging threats to public health. Little
is known about the impact of the lived food environment on
prenatal diet quality. This study aimed to explore the impact of
living in a food desert (FD) on macro- and micro-nutrient intake
in pregnancy.
Study Design: We performed a single-center prospective preg-
nancy cohort study from 2014-2024. Participants were a subset
of those enrolled in the Atlanta African American Maternal-
Child Cohort, which included pregnant people ages 18-40 with a
singleton 8-14 weeks’ gestation who identified as Black/African
American. Block-Bodnar food frequency questionnaires (FFQ)
were administered at 8-14 or 24-30 weeks’ gestation. Responses
were used to estimate dietary intake of macro/micronutrients.
Address of primary residence was assigned to a census tract;
FD status was assigned to low-income & low-access tracts
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according to U.S. Department of Agriculture (USDA) definitions.
Descriptive and bivariate statistics were utilized.
Results: Of n = 543 pregnancies, n = 242 (45%) lived in a FD.
Median BMI was 28.3 and 27.1 in FD and non-FD, respectively (p
= 0.321). FD census tracts had more housing units that utilized
Supplemental Nutrition Assistance Program (SNAP) benefits:
586 vs 362 (p< 0.0001). Living in a FD was not associated
with significant differences inmacro/micronutrient intake (Table
1). However, a large proportion of FD & non-FD cohorts had
insufficient micronutrient intake. Rates of insufficient intake
were highest for vitamin D, magnesium, folic acid, & iron (Table
2).
Conclusion: Interestingly, our data demonstrates no difference
in prenatal intake of macro/micronutrients according to res-
idence in a FD. Both groups had high rates of insufficient
micronutrient intake regardless of living in a FD or non-FD.
These findings highlight the current prenatal nutritional crisis
and support a shift in policy focus to nutrition education, food
prescription programs, and diet culture to optimize maternal
nutrition status in pregnancy and beyond.

42 | Small for Gestational Age Prediction Using
Unsupervised Machine Learning of First Trimester Fetal
Cardiac Parameters

Rebecca Horgan1; Elena Sinkovskaya1; Erkan Kalafat2; George
R. Saade1; Alfred Abuhamad3
1Macon & Joan Brock Virginia Health Sciences Eastern Virginia
Medical School at Old Dominion University, Norfolk, VA; 2Koc
University Hospital, Istanbul, Istanbul; 3Eastern Virginia Medical
School, Norfolk, VA

8:45 AM - 9:00 AM
Objective: To use unsupervised machine learning techniques
on first trimester fetal cardiac parameters to predict risk of
subsequent small for gestational age (SGA) birthweight.
Study Design: This was a prospective cohort study which
enrolled patients at ≤ 13+6 weeks’ gestation without fetal,
umbilical cord or placental abnormalities. At the 1st trimester
ultrasound, the chest area, heart area, ventricular inlet lengths,
spectral and color Doppler of the atrioventricular valves, valvular
regurgitation and myocardial performance index were assessed.
K-Medoids clustering was applied to sort fetuses into risk groups
for SGA, defined as a birthweight < 10th percentile for gestational
age. Candidate variables were selected with regression analyses
and the Elbow method was used to determine the optimal
number of clusters. Cumulative rates of outcomes were plotted
with Kaplan-Meier analysis and model performance was tested
with area under the curve values with repeated cross-validation.
Results: 617 pregnancies were included in the analysis, of whom
45 (7.3%) delivered an SGA neonate. Z-scores of chest area (P
= 0.027) and tricuspid valve E/A ratio (P< 0.001) showed an
independent association with delivery of an SGA neonate and
were used in the clustering algorithm. Unsupervised learning
algorithm found 3 risk clusters, low (n = 202), intermediate (n
= 217), and high (n= 198). The rates of SGA (1.0%, 5.5% and 15.7%,
P< 0.001) and non-reassuring fetal heart rate tracings (3.0%, 6.0%
and 9.1%, P = 0.036) differed significantly between the three risk
clusters (Figure 1). AUC values of the model in cross-validation
samples were 0.79 (IQR: 0.76–0.81). Using low risk cluster as a
threshold, model sensitivity was 95.5% and specificity was 35.0%.
The negative predictive value for ruling out SGA was 99.0%.
Conclusion: Unsupervised machine learning of first trimester
fetal cardiac parameters can effectively stratify risk for SGA
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neonates. Our findings support the hypothesis that fetal growth
trajectory is impacted by early development and may explain
the association between fetal growth and programming of adult
cardiovascular function.

43 | Pravastatin Dose-Range and Pharmacokinetic Study
in a Pregnant Rat Model

Xiao-Yu Wang1; Sydney Lammers2; Jennifer Reno-Graber3;
Frederick Reno3; Alan Hoberman4; George R. Saade5; Monica
Longo6; Victoria L. Pemberton7; Ronald J. Wapner8; Nicole
Abbott1; Zhiliang Xie1; Joo Young Na1; Mitch A. Phelps1; Maged
M. Costantine1
1The Ohio State University, Columbus, OH; 2The Ohio State
University, College of Medicine, Columbus, OH; 3Reno &
Associates, FL; 4Charles River Laboratories, PA; 5Macon & Joan
Brock Virginia Health Sciences Eastern Virginia Medical School at
Old Dominion University, Norfolk, VA; 6National Institute of Child
Health and Human Development, Bethesda, MD; 7National
Heart, Lung, and Blood Institute, Bethesda, MD; 8Columbia
University, New York, NY

9:00 AM - 9:15 AM
Objective: Pravastatin has biologic plausibility and promising
preliminary clinical data for the prevention of preeclampsia. We
sought to determine its pharmacokinetic (PK) properties and
biodisposition in a Sprague Dawley (SD) pregnant and juvenile
offspring rat model.
Study Design: Pregnant female SD rat dams (n = 18/dose) were
administered pravastatin by gavage at doses of 0 (ctrl), 15, 45, and
90 mg/kg/day starting on gestation day (GD) 6 through postnatal
day (PND) 6. Randomly selected male and female juvenile pups
were dosed at 0 (ctrl), 15, 45 and 90 mg/kg/day (n = 18/sex/dose)
on PND7 until PND21. Brain, liver, and plasma samples were
collected, and pravastatin and its primary metabolite, 3α-hydroxy
pravastatin, were measured with validated HPLC assay to calcu-

late PK parameters on GD20 F0 dams, GD20 F1 fetuses (pooled),
and PND21 F1 male and female pups.
Results: Pravastatin at all doses was well tolerated in the F0
dams and F1 pups and did not affect growth or development of
the F1 pups. Incremental dosing was associated with increasing
plasma exposures in F0 dams, F1 fetuses, and F1 pups (AUC and
Cmax; Tables 1, 2). Exposure levels in the dams was equivalent
to 5- to 67-fold increase over those observed in pregnant women
on pravastatin 20mg/day (Table 1). GD20 PK data show very
low transfer of pravastatin from dams to fetuses, with F1 fetus
exposures ∼≤5% that of F0 dams (Table 1). Direct dosing of F1
pups resulted in systemic exposure that was significantly higher
than exposure of the dams. Brain PK data show very low brain
exposure for both pravastatin and 3α-hydroxy pravastatin in F1
GD20 fetuses and PND21 pups (Tables 1, 2). Liver PK profiles
show dose-dependent increased exposure compared with brain
at similar doses.
Conclusion: In a rat model, maternal to fetal transfer of pravas-
tatin is minimal and fetal and postnatal juvenile pup brain
exposure to pravastatin and its metabolite is limited. Our studies
also demonstrate no overt toxicity in the dams or offspring with
antenatal pravastatin use and support the continued research in
repurposing of pravastatin for preeclampsia prevention.

44 | Patterns of Perceived and Everyday Stress, Resilience,
and Adverse Placentally Mediated Outcomes

Maura Jones Pullins; Sarah Heerboth; Joy McNeal; Ashlyn
Tolbert; Annie Dude; Johanna Quist-Nelson; Rebecca Fry; Tracy
A. Manuck
University of North Carolina, Chapel Hill, NC

9:15 AM - 9:30 AM
Objective: Prenatal stress is common. However, the quantity
and type of stress throughout pregnancy remains poorly defined,
and the magnitude of the association between stress, resilience,
and hypertensive disorders of pregnancy (HDOP) remains poorly
understood.
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Study Design: Primary analysis of 2 prospective cohorts, 2017-
2022. Patients were recruited < 28 weeks’ and completed the
Perceived Stress Scale (PSS, range 0-40; ‘high’ stress is ≥ 21),
Everyday Stress Index (ESI, range 0-60; higher values = higher
stress), and the Brief Resilience Scale (BRS, range 1-5; ‘low’
resilience is < 3) surveys. The primary outcome was plac-comps
defined as hypertensive disorders of pregnancy ± birthweight
< 10% for GA and sex, ± placental abruption). We evaluated
whether survey scores in early pregnancy (< 24 weeks) were
associated with the eventual development of plac-comps. Linear
regressionwas used to evaluatewhether survey results< 24weeks
assessing stress (by PSS, ESI, or both) and/or resilience were
associated with the eventual development of plac-comps.
Results: 1,133 individuals met inclusion criteria; 267 (24%)
had plac-comps. Cohort characteristics are shown in Table 1.
In general, stress, as quantified by the PSS and ESI, tended
to decrease with increasing gestational age, while resilience
increased (Figure 1). Overall scores were similar for those with
and without plac-comps. However, when considering survey
results< 24 weeks, PSS scores were higher and BRS lower among
those who developed plac-comps compared to those who did not.
In regression models controlling for CHTN, pre-gestational DM,
pre-pregnancy BMI, maternal race, and history of PTB, increased
resilience (quantified by BRS < 24 weeks) was associated with a
reduced odds of plac-comps (aOR 0.73, 95% CI 0.56, 0.95). Neither
stress score was associated with plac-comps in regressionmodels.
Conclusion: Overall, stress decreases and resilience increases
throughout gestation. Increased resilience in early pregnancy is
associated with reduced placentally-mediated adverse outcomes.
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45 | Microfluidic Device Successfully Replaces Traditional
Models of Pregnancy Associated Drug Pharmacokinetic
Studies

Ana Collins-Smith; Ananth Kammala; Lauren Richardson;
Xiao-ming Wang; Ramkumar Menon
University of Texas Medical Branch, Galveston, TX

9:30 AM - 9:45 AM
Objective: Pregnant & lactating people remain therapeutic
orphans. Tomediate this problem,we evaluated drug propagation
using a microphysiologic (MPS) model of the human maternal-
fetal interface (FMi-PLA-OOC) with simulation software to see
if this could serve as an alternative & more efficient approach
to studying pharmacokinetics across the placental barrier during

pregnancy surpassing the limitations of traditional placental
perfusion systems & animal models.
Study Design: The humanized FMi-PLA-OOC is composed of
7-cell culture chambers & connected by microchannels con-
taining seven different cells from the feto-maternal interface. A
physiological dose of indomethacin (15µg/mL) was introduced
into the decidual chamber to assess drug pharmacokinetics.
Media & supernatants were collected at various time points
& analyzed using mass spectrometry. A physiologically based
pharmacokinetic (PBPK) pregnancy model was developed using
Gastroplus & compared with placental perfusion studies, animal
models, and clinical data from the literature.
Results: Cells in the FMi-PLA-OOC maintained viability,
metabolism, & did not show cytotoxicity. The drug propagated &
reached the placental layers in 4 hours and the fetal membrane
cellular layers in 1 hour. Comparing maximum drug concentra-
tions ratios in the fetus andmother (Cmax, fetal/Cmax,maternal)
amongst the different platforms demonstrated: 0.45 (placental
perfusion), 0.97 (pregnant humans), 0.77 (FMi-PLA-OOC), 0.88
(PBPK). The fold error of FMi-PLA-OOC&PBPK for Cmax ratios
compared to human studies were 0.8 and 0.9, demonstrating an
acceptable model.
Conclusion: The utilization of the innovative feto-maternal
interfaceMPSmodel&PBPK simulation yielded data comparable
to the current traditional & simulation approaches. Our human-
ized MPS model can determine other pharmacologic parameters
(efficacy, toxicity, metabolism, absorption, excretion), making
preclinical trials easier, cheaper, and faster and in compliance
with the FDA Modernization Act 2.0.
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46 | Continuous Glucose Monitoring for Gestational
Diabetes Diagnosis: A Comparative Effectiveness
Randomized Control Trial (PRECISE)

Sarah A. Nazeer1; Joycelyn A. Corntwaithe, RD, CDE1; Rafael
Bravo Santos1; Claudia Pedroza1; Sean C. Blackwell2; Suneet
Chauhan3; Farah H. Amro2; Ghamar Bitar2; Jon Tyson1; Baha M.
Sibai2; Michal Fishel Bartal4
1The University of Texas Health Science Center at Houston
(UTHealth), Houston, TX; 2McGovern Medical School at
UTHealth Houston, Houston, TX; 3Christiana Care, Newark, DE;
4UTH Houston & Sheba Medical Center Israel, Houston, TX

9:45 AM - 10:00 AM
Objective: Continuous glucose monitoring (CGM) offers inno-
vative strategies to improve outcomes for gestational diabetes
(GDM). We aimed to test the utility of new technology in the
diagnosis of GDM compared to the 2-step method.
Study Design: Individuals with a singleton pregnancy, at 24-
30 weeks gestation were randomly allocated to screening with
either CGM (Dexcom G6) for 7 days or 2-step method after
stratifying by BMI (≤ 40) and site (03/2023-04/2024). Individu-
als diagnosed with fetal anomalies or pregestational DM were
excluded. Diagnosis of GDM was made by CGM if any of the
following: Time above range (TAR) (≥140 mg/dL) ≥ 10%, mean
glucose ≥ 130, or any glucose ≥ 200. GDM was diagnosed by 3-
hour GTT for the routine group. Following GDM diagnosis, both
groups received usual care. Primary outcome was a composite of
adverse neonatal outcomes (LGA, shoulder dystocia, birth injury,
need for IV/PO glucose, respiratory distress, and fetal/neonatal
death). We utilized Bayesian statistics to estimate a sample size
of 814 to have a posterior probability of 75% of any reduction of
the primary outcome, assuming 90% power with a 30% reduction
with CGM. Analysis was done with an intention-to-treat under
a Bayesian framework with a neutral informative prior and with
frequentist statistical analysis (NCT05430204).
Results: A total of 814 participants were randomized: 405 in the
CGM group, and 409 in the 2-step method group. Groups were
similar at baseline (Table 1). Primary outcome was unavailable
for 34 (4.2%). GDM was diagnosed in 89 (22%) in the CGM
group and 63 (15%) in the 2-step group. Primary neonatal outcome
was similar between the groups (34% v. 29%; RR 1.13, 95% Cred-
ible interval 0.93-1.4, posterior probability 88%, Table 2). There
were no differences in secondary outcomes. In a prespecified,
secondary analysis, no difference in primary outcome among
individuals treated for GDM was found (50% v. 37%; RR 1.13 95%
CI 0.96-1.32).
Conclusion: In this RCT, the use of CGM for diagnosis of GDM
was associated with an increased rate of GDM and similar rates
of adverse outcomes compared to the 2-step method.
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47 | Novel Neural Extracellular Vesicle miRNA Biomarkers
Identify Suboptimal Response to Cooling in Neonatal
Encephalopathy

Sarah T. Mehl1; Baharan Fekry1; Lierni Ugartemendia1;
Dhanashree Rajderkar2; Nikolay Bliznyuk2; Shaveka Gaskins2;
Michael D. Weiss3; Laura Goetzl1
1McGovern Medical School at UTHealth Houston, Houston, TX;
2University of Florida, Gainesville, FL; 3University of Florida
College of Medicine, Gainesville, FL

1:30 PM - 1:45 PM
Objective: Recent research has identified multiple circulating
miRNA biomarkers that may predict neonatal brain injury fol-
lowing hypoxia-ischemia. We hypothesized that quantification
of these miRNAs in CNS derived extracellular vesicles (EV)
would result in more accurate prediction of subsequent brain
injury given that total circulating markers represent miRNAs
from multiple organ sources.
Study Design: CNS EVs were purified from serum samples
from 35 neonates who underwent therapeutic hypothermia for
NE using previously published methods. Neonates were subse-
quently categorized into 2 groups based on post warming MRI
using the Barkovich scoring system: no/mild injury (n = 21)
or moderate/severe injury (n = 14). The four most predictive
circulating miRNAs were selected and quantified in CNS EVs
using standard qPCR techniques at two time points after birth: 0-
6 hours and 48 hours. Biomarker levels were compared between
no/mild andmoderate/severe injury using theKruskal-Wallis test
and ROC curves were constructed for individual and combined
miRNAs.
Results: All miRNA biomarkers were significantly different
between groups at 48 hours, but miRNAs 328-3p and 342-3p were
the most effective at discriminating between the two clinical
outcomes (Figure 1a, miRNAs 197-3p and 150-5p not shown).
The combination of all 4 miRNAs resulted in an area under the
curve of 0.96 (Figure 1b). However, miRNA 328-3p as a single
marker had a similar performance (AUC 0.93) andmay be amore
cost-effective approach.

Conclusion: Predictive biomarkers are critically important in
identifying neonates who will have residual neurologic injury
following neonatal encephalopathy despite therapeutic hypother-
mia. Early identification would allow for early implementation of
additional neuroprotective interventions in this subpopulation.
We present data identifying 1 to 4 miRNAs that appear to be
effective biomarkers at 48 hours. Further investigation is required
to determine if CNS EV miRNAs are superior to circulating
miRNAs in this clinical scenario.

48 | 3D-Printed Humanized Feto-Maternal Interface Tests
Exosomal Delivery of Anti-Inflammatory Interleukin-10
(IL-10) to Reduce Infection-Associated Inflammation

Leah Saylor1; Rahul Cherukuri2; Ananth Kammala1; Marc
Ferrer3; Cristina Antich Acedo3; Arum Han2; Lauren
Richardson1; Ramkumar Menon1

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, provided the original work is properly
cited.
© 2025 Society for Maternal-Fetal Medicine. Pregnancy published by Wiley Periodicals LLC on behalf of the Society for Maternal-Fetal Medicine.
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1University of Texas Medical Branch, Galveston, TX; 2Texas A&M
University, College Station, TX; 3National Center for Advancing
Translational Sciences, National Institute of Sciences, Bethesda,
MD

1:45 PM - 2:00 PM
Objective: Spontaneous preterm birth (PTB) is linked to fetal
inflammatory responses (FIR), typically caused by infections.
Current treatments are limited because drugs often cannot
cross the feto-maternal interface (FMi). This study uses New
Approach Methods (NAMs), like extracellular vesicles (EVs) for
drug delivery and a high-throughput 3D-printed organ-on-chip
(OOC) model to test efficacy.
Study Design: Recombinant IL-10 was delivered in extracellular
vesicles (eIL-10) via electroporation and through THP1 cells
transfected with an IL-10 plasmid (tIL-10). A two-chambered 3D
scaffoldmimicking the feto-maternal interface was used for high-
throughput screening. The scaffold, made from biocompatible
polymer resin via 3D printing, features microchannels for fluidic
communication and a mix of cells and gelatin methacrylate
hydrogel in the lower chamber, with cell-specific medium in the
upper chamber.We assessed cell viability (LDH), metabolic activ-
ity (AlamarBlue), and cytoskeletal markers (cytokeratin-18 and
vimentin). Maternal infection was simulated using Lipopolysac-
charide (LPS), and the efficacy of eIL-10 and tIL-10 (500ng/mL)
in reducing inflammation was evaluated by measuring IL-6 and
IL-8 concentrations at 6 and 24 hours.
Results: Our 3D-printed OOC FMimodel supported cell growth,
viability, and metabolic activity. LPS, eIL-10, and tIL-10 success-
fullymoved between the interconnected chambers. LPS increased
IL-6 (p< 0.001) and IL-8 (p< 0.001) in both decidua and amnion
compared to controls. Co-treatment with IL-10, in any form,
significantly reduced cytokines on both maternal (p< 0.05) and
fetal sides (p< 0.05).
Conclusion: We developed a 3D-printed feto-maternal interface
that effectively tested and showed that exosomal encapsulated IL-
10 reduces FMi infectious inflammation. We propose two NAMs:
(1) exosomal drug delivery and (2) a 3D-printed device for high-
throughput drug screening. These approaches could significantly
improve perinatal medicine by reducing inflammation that leads
to preterm birth.

49 | Decoy Peptide to (pro)renin Receptor as a Potential
Therapeutic Target for Preeclampsia: a Translational
Study

Michelle Harris1; Ahmed F. Pantho2; Kelsey R. Kelso1; Jessica C.
Ehrig3; Ram R. Kalagiri1; Niraj Vora1; Thomas J. Kuehl2; Steven
R. Lindheim1; Mohammad N. Uddin4
1Baylor Scott & White Health Temple Medical Center, Temple, TX;
2Artemis Biotechnologies LLC, Temple, TX; 3Baylor Scott and
White Health, Temple, TX; 4Baylor Scott & White Medical Center
and Texas A&M School of Medicine, Temple, TX

2:00 PM - 2:15 PM
Objective: Preeclampsia (preE), a syndrome of hypertension,
proteinuria, and end organ damage, is a leading cause ofmaternal
and fetal morbidity and mortality. Circulating levels of soluble
(pro)renin receptor (PRR) and placental (pro)renin (PR) have
been shown to be elevated in a preE rat model and preE human

subjects with a decoy peptide based on this handle-region peptide
(HRP) that can block binding of PR to PRR. The goal of this study
was to develop and characterize HRP as an innovative treatment
for preE and PRR as a novel biomarker for preE.
Study Design: The human extravillous cytotrophoblasts
(CTBs) incubated with PRR in medium with the receptor-
expressing CTBs followed by renin activity assay to determine
the percent binding and activation of PRR. Renin activity assay
was performed to determine the percent binding and activation
of PRR. Pregnant female rats were randomly assigned to three
pregnant groups: 1) NP: normal rats; 2) PDS: rats injected
desoxycorticosterone acetate (DOCA) whose drinking water was
replaced with saline; and 3) PDS-HRP: rats administered DOCA
and saline and given HRP during pregnancy. Additionally,
placental and blood samples were collected from pregnant
women (40 NP and 30 preE) and analyzed by WB and IHC and
s(P)RR ELISA in an IRB approved study.
Results: PR was activated by binding to PRR on the cell
membrane of CTB cells, while HRP inhibited binding (100% vs
20%, p< 0.05) and activation of PRR (100% vs 30%, p< 0.05). HRP
administration normalized blood pressure, proteinuria, and birth
numbers in the DOCA preE rat model. The placental expression
of PRR and soluble PRR were higher (p< 0.05) in human preE
compared to NP women, respectively.
Conclusion: Our data suggests that increased expression of PRR
in the placenta is associated with elevated levels of soluble PRR
and is related to preE in the rat model and human subjects. Given
HRP appears to inhibit binding of PR to PRR, its use may serve as
a potential therapeutic intervention in preE.

50 | Longitudinal Changes in Epigenetic Aging in
Pregnant Versus Non-Pregnant People: a Prospective
Cohort Study

Danielle M. Panelli; Nicole Gladish; Nicola C. Perlman; Andres
Cardenas; Katherine Bianco
Stanford University, Palo Alto, CA

2:15 PM - 2:30 PM
Objective: Higher parity has been linked with accelerated bio-
logic aging, yet the direct effects of pregnancy itself on epigenetic
aging biomarkers are unknown. We compared changes in epige-
netic aging across gestation between pregnant and non-pregnant
people.
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Study Design: This was a prospective cohort of nulliparous
people aged 18-50 years seeking obstetric or gynecologic care in
2020. Pregnant people were enrolled between 10 and 14 weeks
gestation and age-matched to the next eligible non-pregnant
person. Blood samples were collected at enrollment (Time 1) and
again either on postpartum day 1 (pregnant) or approximately 7
months later (non-pregnant, Time 2). The primary outcome was
biological age, determined from epigenetic clocks using Illumina
EPIC Human Methylation BeadChips. Biologic ages at specific
time points were compared using t-tests. Changes in biologic
age over time were analyzed using mixed effects linear regres-
sion models, adjusting for confounders and interaction between
time and pregnancy status. Results focus on the two strongest
clocks: GrimAge (biologic age in years) andDunedinPACE [aging
acceleration (> 1) or deceleration (< 1)].
Results: 75 people enrolled, of whom 61 (81.3%) completed
both timepoints. While the sample interval differed by cohort,
their chronologic ages were similar (Table 1). By Time 2, the
pregnant cohort had an older GrimAge than the non-pregnant
cohort [mean (SD) 56.7 (3.5) versus 52.9 (6.0) years, p = <

0.01). Additionally, DunedinPACE indicated faster aging in the
pregnant cohort at Time 2 [1.2 (0.1) pregnant versus 1.0 (0.1) non-
pregnant, p = < 0.001]. Significant interaction between time and
pregnancy status was detected for both GrimAge (p< 0.01) and
DunedinPACE (p< 0.01, Figure 1).
Conclusion: We found significant epigenetic aging acceleration
in nulliparous pregnant people compared to their non-pregnant
counterparts, highlighting gestation as a key period for epigenetic
changes. Further characterizing these epigenetic aging trajecto-
ries may inform future interventions to improve maternal and
child health.

51 | Lactobacillus Crispatus Mitigates Group B
Streptococcus-Induced Inflammation in the
Cervicovaginal Epithelium

Briana Ferguson; Aaron Loder; Lauren Anton; Kristin D. Gerson
University of Pennsylvania Perelman School of Medicine,
Philadelphia, PA

2:30 PM - 2:45 PM
Objective: Group B Streptococcus (GBS) is a common vagi-
nal microbe involved in adverse perinatal outcomes, including
preterm birth, chorioamnionitis, and neonatal sepsis. Features
of vaginal ecosystems may modify GBS pathogenicity. Previous
work has shown that Lactobacillus crispatus (LC), a marker
of reproductive health, mitigates proinflammatory cytokines in
response to select vaginal pathogens. We sought to investigate the
effect of LC on GBS-mediated inflammation in the cervicovaginal
epithelium.
Study Design: We leveraged an in vitro epithelial-microbial co-
culture model. Ectocervical, endocervical, and vaginal epithelial
cells were treated with 105 CFUs of LC for 24h. Cells were then
treated with 104 CFUs of GBS clinical isolates (serotypes IA, III,
and IV) for an additional 24h. Concentration of proinflammatory
cytokine IL-8 was measured in cell culture media by ELISA.
Cytotoxicity was assessed using LDH assays. Outcomes were
compared by one-way ANOVA with correction for multiple
comparisons. Microbial count (CFU/well) was measured on De
Man-Rogosa-Sharpe and Granada agar plates to select for GBS
growth.
Results: LC had no effect on IL-8 expression, while all GBS
serotypes induced IL-8 across cells (p < 0.05 for all, Fig. 1). LC
rescued GBS induction of IL-8 to near basal levels (p < 0.05
for all, Fig. 1). LC did not alter LDH in GBS-treated cells (data
not shown), indicating that IL-8 reduction was not attributable
to cell death. To test if immune mitigation occurred due to
LC outcompeting GBS growth, we assessed microbial counts at
the time of IL-8 measurement. LC did not alter the number of
viable GBS colonies, and unexpectedly no live LC was detected
(Table 1).
Conclusion: LC mitigates host inflammatory response to a
vaginal microbe implicated in adverse pregnancy outcomes.
Microbial competition does not appear to underlie this protective
effect, suggesting that immune-mediatedmechanisms are at play.
Whether LC microbial components or secreted factors, such as
metabolites, modify GBS-epithelial interactions warrants future
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investigation. University of Pennsylvania Research Foundation
Award (KDG)

52 | Expression of CD300E in HumanMyometrium and its
Impact on Parturition

Meera M. Thakkar1; William E. Ackerman, IV1; Guomao Zhao1;
Zoe B. Strong1; Elizabeth Feoktistov2; Ekaterina Snegovskikh2;
Catalin S. Buhimschi1; Irina A. Buhimschi1
1University of Illinois at Chicago, College of Medicine, Chicago, IL;
2University of Illinois at Chicago, Chicago, IL

2:45 PM - 3:00 PM
Objective: CD300 glycoproteins are a newly identified family of 7
receptors with paired inhibitory and activating cellular functions.
CD300 receptors have recently emerged as therapeutic targets.
CD300E is expressed in myocardial smooth muscle and has been
linked to cardiac arrythmia. Our novel study sought to examine if
CD300E is expressed in the human myometrium and if its levels
of expression vary in relationship to the uterine contractile status.
Study Design: RNA sequencing was performed on myometrial
biopsies of 22 patients in the following clinical groups (dataset
GSE163773): 1) spontaneous preterm birth (PTB) with clinical
and/or histologic chorioamnionitis (HCA, n = 6, GA 29±3w); 2)
PTB without labor (PTNL, n = 6, GA 29±3w); 3) term birth in
absence of labor (TNL, n = 5, GA: 39±1w) and 4) spontaneous
term labor (TL, n = 5, GA 40±1w). An external RNAseq dataset
(GSE114691) was used for validation. The combined dataset
comprised 20 term and 12 preterm samples further stratified
by uterine contractile status as quiescent (Q, n = 19) and non-
quiescent (NQ, n = 13). qPCR and immunohistochemistry (IHC)
for CD300E were performed for confirmation.
Results: CD300EmRNAwas significantly upregulated in NQ vs.
Q myometrium in both datasets (Fig. A). This was confirmed
by qPCR (Fig. B), which was strongly correlated with the
RNAseq expression data in matched samples (r = 0.8, p< 0.001).
Moreover, CD300E expression was significantly correlated with
ATP2B4/ATP2A2, a previously characterized ratio of Ca2+ trans-
porters genes used for molecular classification of myometrial
contractile status (Fig. C), independent of GA, amniotic fluid
culture results ormembrane status. By IHCwe validated CD300E
was present in myometrial cells with a stronger labeling in labor
(Fig. D).

Conclusion: CD300E is expressed in human myometrium and
significantly upregulated in laboring myometrium. CD300E may
prove to be future therapeutic targets for prevention of preterm
birth.

53 | Personalized Models of fetal Brain Development as
Biomarkers of Offspring Neurodevelopmental Outcomes
After Maternal SARS-CoV-2

Lydia L. Shook; Liam T. McCrea; Olyvia Jasset; Steven D.
Sheridan; Roy H. Perlis; Andrea G. Edlow
Massachusetts General Hospital, Boston, MA

3:00 PM - 3:15 PM
Objective: Maternal immune activation from viral infection
in pregnancy is associated with adverse neurodevelopmental
(ND) outcomes in offspring, mediated at least in part by in
utero programming of fetal brain microglia resulting in aberrant
synaptic pruning. We have shown the feasibility of using human
cord blood mononuclear cells (CB-MNCs) to model the impact
of maternal viral infection on fetal brain development. In a large
cohort, we examined associations between CB-MNC models and
offspring adverse ND outcomes at 3 years of age using linked
electronic health records (EHR).
Study Design: CB-MNCs were selected from 119 unvaccinated
individuals enrolled in a COVID-19 biorepository (April 2020
- August 2022): 74 with maternal SARS-CoV-2 infection in
pregnancy (N = 38 1st or 2nd trimester infection, N = 36 3rd
trimester infection) and 45 uninfected controls. We induced
CB-MNCs to acquire microglia-like morphology and function
(cord blood induced microglia or CB-iMG) using IL-34, GM-CSF,
and serum withdrawal. CB-iMG phagocytosis of iPSc-derived
neural synaptosomes-a proxy for microglial synaptic pruning
behavior-was quantified using real-time pHrodo fluorescence-
based imaging. ND outcomes of offspring at 3 years were
determined using an EHR-based algorithm to identify ICD-10
codes associated with ND in an integrated statewide health
system.
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Results: CB-iMG exhibited typical microglial morphology and
marker expression (Fig 1A). Synaptosome phagocytosis was
greater (p< 0.001) in the CB-iMG of offspring exposed to 3rd
trimester maternal SARS-CoV-2 with an adverse ND outcome (N
= 6) compared to exposed offspring with no ND outcome (N =
30) (Fig 1B). Among unexposed offspring (N = 45), phagocytosis
scores between groups were not significantly different. Phagocy-
tosis inmodels derived from 1st and 2nd trimester infection did not
differ significantly from controls.
Conclusion: Although additional validation is needed, person-
alized models using CB-MNCs available at birth show promise
for identifying offspring at greatest ND risk after exposure to
maternal viral infection in utero.

54 | The Placental Vascular Transcriptome in Pregnancies
Resulting in Low vs. Normal BirthWeight Neonates

Samantha Carson1; Morgan E. Wasickanin1; Emily Sheikh1;
Hillary Kinsman1; Lydia Bettridge1; Katherine E. Free1; Jennifer
Damicis1; Robert Walton1; Peter Napolitano2; Nicholas
Ieronimakis1
1Madigan Army Medical Center, Tacoma, WA; 2University of
Washington, Seattle, WA

3:15 PM - 3:30 PM
Objective: Placental vascular dysfunction may be associated
with fetal growth restriction (FGR). Although not all Low Birth
Weight (LBW) neonates are identified as FGR in the prenatal
period, it is believed that abnormal placental blood flow is a
contributing factor. We hypothesize that molecular differences
within placental vessels underly vascular impairment in LBW
neonates without known FGR etiologies (e.g. genetic or other
congenital anomalies). The objective of this pilot study was to
compare the vascular transcriptome within placentas delivered
from normal birth weight neonates to those born with LBW.
Study Design: Chorionic arterial and venous vessels were dis-
sected from unlabored placentas delivered by cesarean (Figure
1). Vessels were stripped to remove the membrane and plate
along with any blood. Gene expression analysis from normal (n
= 8) and LBW neonates (n = 10) was performed using mRNA-
seq. Alignment and differential gene expression (DEGs) analysis
was conducted using Illumina’s Dragen software. We considered
DEGs significant based on a Benjamini-Hochberg FDR adjusted
p-value of < 0.05.

Results: Between LBW vs. normal, 15,204 DEGs were identified
in arteries and 14,667 in veins. Among these, 5 were significantly
upregulated and 1 downregulated in LBW arteries (Figure 2). In
LBW veins, 1 DEG was significantly upregulated (not shown).
Notably, zinc finger protein (ZNF)365was downregulated in LBW
arteries while ZNF358 was upregulated in veins.
Conclusion: The vascular transcriptome in placental vessels
from LBW neonates appears different from those with normal
birth weights. Expression of ZNF365 is lower in the placental
arteries of LBW baby’s and ZNF358 is greater in placental veins
of LBW babies. ZNF365 is involved in DNA repair and in colon
cancer its correlated with poor prognosis. Little is known about
ZNF358 but it may be related to vascular dysfunction. Further
investigation is warranted to understand the role of these factors
in regulating vascular function in relation to fetal growth.
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55 | Commonly Used Non-Steroidal Anti-Inflammatory
Drug (NSAIDs) in Obstetrics & Associated Placental
Cytotoxicity

Ana Collins-Smith
University of Texas Medical Branch, Galveston, TX

3:30 PM - 3:45 PM
Objective: To determine if commonly used non-steroidal anti-
inflammatory drugs have a cytotoxic effect and their ability to
reduce inflammation at the cellular level of the feto-maternal
interface.
Study Design: A microfluidic fetal membrane-placental feto-
maternal interface on-chip (FMi-PLA-OOC) composed of seven
different cell types was used to analyze the effects of cell
cytotoxicity at the placental-maternal interface with therapeutic
concentrations of commonly used NSAIDs in obstetrics. Thera-
peutic concentrations of aspirin (2µg/mL corresponding to 81mg)
and indomethacin (15µg/mL) were applied to the FMi-PLA-OOC
with the supernatants analyzed for LDH levels and cytokine
levels in both a diseased state, non-diseased state (simulated with
lipopolysaccharide (LPS)), and a diseased state with treatment of
the NSAIDs.
Results: Cell cytotoxicity in the control group was approximately
20% in AEC, AMC, CTC, and STB cell lines. After application
of LPS, the cell cytotoxicity increased in five cell types. Aspirin
decreased cell death by approximately 84% in AEC & 48.7% in
STB. While indomethacin increased cell death across all cell
lines. A three-way ANOVAwas conducted with p-value < 0.0001.
Pro-inflammatory cytokine IL-8 was decreased with aspirin use.
Conclusion: Indomethacin demonstrates cell cytotoxicity at all
layers of the feto-maternal interface. On the other hand, aspirin
demonstrated an improvement in cell death in a diseased state
which can support the continued use of aspirin for the promotion
of placental angiogenesis. Aspirin also demonstrated a decrease
in pro-inflammatory cytokines at the placental cellular level.

56 | Evaluating Semaglutide in Human Fetal Neural Stem
Cells: Could Early Exposure Impact Neurodevelopment?

Morgan E. Wasickanin1; Samantha Carson1; Hillary Kinsman1;
Katherine E. Free1; Jennifer Damicis1; Emily Sheikh1; Robert
Walton1; Irina Burd2; Peter Napolitano3; Nicholas Ieronimakis1
1Madigan Army Medical Center, Tacoma, WA; 2University of
Maryland, Baltimore, MD; 3University of Washington, Seattle, WA

3:45 PM - 4:00 PM
Objective: Semaglutide (Ozempic/Wegovy) use for diabetes and
weight loss management has exploded, especially in reproductive
age females. Due to its long half-life and possibility of crossing the
placenta, discontinuation of use is recommended prior to concep-
tion. Anecdotally, unintentional pregnancies with semaglutide
appear to be on the rise. Semaglutide may signal within the adult
brain and reduce neuroinflammation, yet it remains unknown if
this occurs in the fetal brain. We hypothesize semaglutide expo-
sure early in pregnancy may impact neurodevelopment and/or
infer anti-inflammatory properties. We examined if semaglutide
alters the phenotype and proinflammatory response of human
fetal derived neural stem cells (NSCs) in-vitro.
Study Design: Commercially available fetal NSCs (ReNcells)
were exposed to either semaglutide or the vehicle. In parallel
they were given PBS as a control or Interleukin-1 beta (IL-1B)
to stimulate inflammatory responses. Cells were harvested 24-
hours post exposure (n = 5-6 per condition) and examined for
gene expression.
Results: The expression of genes associated with stem cell
maintenance (NESTIN, SOX2) and neural differentiation (MAP2,
GFAP) was not different with semaglutide exposure alone.
The neuronal gene Beta-III-tubulin (TUBBIII) was significantly
downregulated with semaglutide alone and in combination with
IL-1B (Fig. 1A). Semaglutide did not impact the upregulation
of proinflammatory genes by IL-1B. Though IL-1B exposure did
downregulate the expression of the signaling receptor (GLP-1R),
this was not related to semaglutide exposure (Fig. 1B).
Conclusion: Semaglutide impacts theNSCs phenotype by down-
regulating TUBBIII. Beta-III-tubulin plays an important role in
neurodevelopment and has been implicated across a spectrum
of long-term brain disorders. The clinical significance of these
findings are unclear but support the need for further research and
careful monitoring in exposed offspring.
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57 | Myo-inositol Supplementation to Prevent Pregnancy
Complications in Polycystic Ovary Syndrome: a
Randomized Controlled Trial

Anne W.T. Van Der Wel1; Rebekka Bout-Rebel2; Chryselle M.C.
Frank3; Ruben G. Duijnhoven1; Bo E. Van Bree4; Olivier
Valkenburg4; Salwan Al-Nasiry4; Robbert H.F. van Oppenraaij5;
Tatjana E. Vogelvang6; Michelle E.M.H Westerhuis7; Jan Peter
de Bruin8; Hedwig P. van de Nieuwenhof8; Susanne C.J.P.
Gielen9; Myrthe L. Bandell10; Mireille N. Bekker11; Maurice
G.A.J. Wouters1; Velja Mijatovic1; Arie Franx2; Cornelis B.
Lambalk1; Frank J.M. Broekmans11; Rebecca C. Painter1; Bart
C.J.M. Fauser12; Joop S.E. Laven2; Bas B. van Rijn13; MYPP
Investigator Group2
1Amsterdam UMC, location University of Amsterdam,
Amsterdam, Noord-Holland; 2Erasmus University Medical Center,
Zuid-Holland; 3St. Antonius Ziekenhuis, Utrecht; 4Maastricht
UMC+, Limburg; 5Maasstad Ziekenhuis, Zuid-Holland; 6Het
Diakonessenhuis, Utrecht; 7Catharina Ziekenhuis,
Noord-Brabant; 8Jeroen Bosch Ziekenhuis, Noord-Brabant;
9Franciscus, Zuid-Holland; 10Albert Schweitzer ziekenhuis,
Zuid-Holland; 11University Medical Center Utrecht, Utrecht;
12University of Utrecht and University Medical Center Utrecht,
Utrecht; 13Eindhoven University of Technology, Noord-Brabant

1:30 PM - 1:45 PM
Objective: To assess whether daily myo-inositol supplemen-
tation reduces a composite of gestational diabetes mellitus,
preeclampsia and/or preterm birth in pregnant persons with
polycystic ovary syndrome.
Study Design: In this double-blind, multicenter randomized
placebo controlled trial, pregnant persons with polycystic ovary
syndrome received daily supplementation of 4 grams of myo-
inositol, or matching placebo, from between 8 and 16 weeks
gestation until delivery. The primary outcome was a composite of
gestational diabetes mellitus, preeclampsia or preterm birth. Key
secondary outcomes included obstetric, maternal and neonatal
outcomes. The analysiswas performed according to the intention-
to-treat principle.

Results: A total of 464 individuals, recruited at 13 hospitals
in the Netherlands, underwent randomization. Characteristics
at baseline were similar between groups, except for a higher
proportion of biochemical hyperandrogenism in the myo-inositol
group (29.0% vs. 18.5% in the placebo group). Two-thirds (67.5%)
of participants conceived after assisted reproductive technology.
The primary outcome occurred in 56 out of 224 participants
(25.0%) in themyo-inositol group and in 61 out of 228 participants
(26.8%) in the placebo group (relative risk, 0.93; 95% confidence
interval, 0.68 to 1.28; P = 0.67). No substantial between-group
differences were observed for secondary outcomes, except for a
higher incidence of primary caesarean section in the placebo
group (11.6%, versus 5.9% in the myo-inositol group; relative
risk 0.51; 95% confidence interval 0.27 to 0.97; P< 0.05). In the
preplanned sub group analysis, no interactions were observed for
participants with biochemical hyperandrogenism or obesity.
Conclusion: Myo-inositol supplementation in pregnant individ-
uals with polycystic ovary syndrome does not appear to lower
the incidence of a composite outcome of gestational diabetes
mellitus, preeclampsia or preterm birth compared with placebo.
(Funded by The Netherlands Organisation for Health Research
and Development [project number 848016013]; Research with
human participants [CCMO] ID NL67329.078.18)

58 | Nifedipine versus Labetalol for Treatment of
PostpartumHypertension: A Randomized Controlled Trial

Todd R. Lovgren1; Ruofan Yao2; Brendan D. Connealy3; Robert
Bonebrake1; Hemant Satpathy1; Emily Patel1; Matthew Brady1;
Joshua Dahlke4
1Nebraska Methodist Health System, Elkhorn, NE; 2Loma Linda
University Health, Loma Linda, CA; 3Methodist Women’s
Hospital, Omaha, NE; 4NebraskaMethodist Hospital, Elkhorn, NE

1:45 PM - 2:00 PM
Objective: Postpartumhypertensive disease is a significant cause
of maternal morbidity and mortality, and the optimal treatment
is uncertain. The purpose of this study was to determine if medi-
cation choice affects the incidence of postpartum readmission for
hypertensive complications.

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, provided the original work is properly
cited.
© 2025 Society for Maternal-Fetal Medicine. Pregnancy published by Wiley Periodicals LLC on behalf of the Society for Maternal-Fetal Medicine.

Pregnancy, 2025; 1:e12014
https://doi.org/10.1002/pmf2.12014
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StudyDesign: This is a single institution, open-label randomized
trial comparing nifedipine and labetalol for treatment of postpar-
tum hypertension. Patients with at least two hypertensive blood
pressures (>140 systolic or >90 diastolic) four hours apart during
their admission for delivery were identified. Once enrolled,
patients were randomized to nifedipine or labetalol, irrespective
of any prior treatment. The primary outcome was readmission
for postpartum treatment of hypertension. Clinical characteristics
evaluated included, frequency of severe hypertension, acute
treatment of hypertension during hospitalization, magnesium
sulfate use, and hypertension within 12 hours of discharge. Trial
Registration: NCT05309460
Results: During the study period, 3015 patients met inclusion
criteria and 324 patients were enrolled and randomly allocated
to nifedipine or labetalol. The labetalol group had a higher BMI
(35.3 vs 33.5), later GA at delivery (38 vs 37 weeks) and higher
prevalence of CHTN (n = 17 vs 7). After controlling for the
significant clinical characteristics, the incidence of readmission
was 88% lower in the nifedipine arm (1.2% vs 8.1%); aOR of 0.12
(95% confidence interval [CI] 0.026 to 0.57). The frequency of
severe HTN, acute treatment of HTN during hospitalization, use
of magnesium sulfate and HTN within 12 hours of discharge was
similar between groups.
Conclusion: The primary outcome was statistically significant,
representing a significant decrease in readmission in those
taking nifedipine. Coupled with published observational studies
demonstrating similar results, this study supports Nifedipine
as the initial agent of choice in the ongoing management of
hypertension in the postpartum period.

59 | Defining Postpartum Cardiovascular Physiology:
Blood Pressure Trajectories in Patients at risk for
New-Onset PostpartumHypertension

Ukachi N. Emeruwa1; Minhazur R. Sarker1; Elizabeth Nicole
Teal1; Marni B. Jacobs2; Louise C. Laurent3; Natalie A. Bello4;
Timothy Wen5; Russell S. Miller6; Cynthia Gyamfi-Bannerman1
1University of California, San Diego, San Diego, CA; 2University of
California, San Diego Health, San Diego, CA; 3University of
California, San Diego Medical Center, La Jolla, CA; 4Cedars Sinai
Medical Center, Los Angeles, CA; 5University of California, San
Diego, Irvine, CA; 6Columbia University Medical Center, New
York, NY

2:00 PM - 2:15 PM
Objective: Though de novo postpartum hypertension
(dnPPHTN) accounts for up to two thirds of PPHTN cases,
the physiologic and pathophysiologic cardiovascular changes
after delivery are poorly understood. We sought to define
longitudinal PP blood pressure (BP) patterns in patients at risk
for PPHTN.
Study Design: We analyzed data from a negative randomized
trial (PMID 38641089) of 82 normotensive patients at high risk
for dnPPHTN randomized to daily furosemide or placebo from
PP day 1-5. BPs were monitored every 4-8 hours from delivery to
discharge, then by Bluetooth-enabled remote monitoring twice-
daily for 6 weeks. The primary goal of this secondary analysis was
discovery of distinct patterns of longitudinal BP trajectories in the
placebo group. Secondary goals included exploring differences
in early PP BP trends between those who developed dnPPHTN
and those remaining normotensive; and timing of peak BPs.
Trends were assessed using local polynomial regression fitting.
Linear mixed-effects models were used to examine temporal BP
trajectories, including polynomial time effects, linear spline, and
random intercepts and slopes. An interaction term for the time
trend and dnPPHTN diagnosis was included.
Results: We included all 40 placebo participants from the parent
trial, contributing 2235 PP BP readings. SBP and DBP rose until
days 10 and 12 PP, respectively, before declining. Mean peak
SBPs and DBPs were 120.7 ± 13.4mmHg and 81.0 ± 10.3mmHg.
There were significant differences in BP trajectories between
participants with (n = 3; 167 BP readings) and without (n =
37; 2068 BP measurements) dnPPHTN (Figure 1). Those with
dnPPHTN had a significantly steeper rise in SBP preceding
dnPPHTN diagnosis, which occurred at a median of 5 days [IQR
5,5.5 days]. SBPs rose by 1.6mmHg/day more to its PP day 9 peak
in dnPPHTN compared to normotensive participants, while DBP
rose by 0.3mmHg/day more and peaked later (PP day 14 vs 12)
(Table 1).
Conclusion: Using innovative technology, we defined distinct
trends in PP cardiovascular physiology that distinguish physio-
logic from pathophysiologic BP changes in patients at risk for
dnPPHTN.
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60 | Severe Systolic Hypertension and Adverse Maternal
Outcomes

Yossi Bart1; Hector M. Mendez-Figueroa2; Farah H. Amro1; Baha
M. Sibai1
1McGovern Medical School at UTHealth Houston, Houston, TX;
2McGovern Medical School at UTHealth, Houston, TX

2:15 PM - 2:30 PM
Objective: Severe hypertension (sHTN) in pregnancy is associ-
ated with maternal morbidity. The specific role of sHTN based on
isolated severe systolic blood pressure has not been well studied.
We aimed to examine whether sHTN diagnosed by elevated
systolic BP (SBP) alone is associated with adverse maternal
outcomes.
Study Design: We conducted a secondary analysis of the Assess-
ment of Perinatal Excellence (APEX) database. We included all
the patients who had hypertension at the time of delivery, defined
as SBP≥ 140mmHg or diastolic BP≥ 90mmHg on two occasions
at least 30 minutes apart. We excluded individuals with diastolic
BP ≥ 110 mmHg. Our reference group were those with mild
HTN, defined as: systolic BP 140-159 and/or diastolic BP 90-109.
We had 3 comparison groups; group I: SBP 160-179, group II:
SBP 180-199, and group III: SBP > 200 mmHg. The primary
outcome was defined as a composite of maternal outcomes,
including hypertensive stroke, pulmonary edema, acute kidney
injury, disseminated intravascular coagulation, cardiopulmonary
arrest, and death. Poisson regression was applied to address
possible confounders.
Results: Overall, 38,245 individuals met the inclusion criteria,
of which 32,277 (84%) had mild HTN and 5,968 (16%) had severe
systolic HTN. Of those, 3,790 (63%) had SBP 160-179, 1,903 (32%)
had SBP 180-199, and 275 (5%) had SBP > 200 mmHg. Higher
SBP was associated with higher rates of advanced maternal age,
obesity, preterm birth, and chronic HTN. Following adjustment,
higher systolic BPwas associatedwith higher rates of the compos-
ite outcome, driven mainly by higher rates of pulmonary edema

and acute kidney injury. The relative risk for composite maternal
outcome was 2.93 (95% CI 2.24-3.85) for SBP 160-179 mmHg, 3.92
(95% CI 2.88-5.33) for SBP 180-199, and 6.74 (95% CI 4.01-11.31) for
SBP ≥ 200 mmHg. Further stratification to 10 mmHg intervals
of SBP demonstrate the dose-dependent association with the
composite outcome (Figure).
Conclusion: Compared to mild HTN, severe HTN diagnosed
by SBP alone was associated with maternal morbidity in a
dose-dependent fashion.

61 | Postpartum Diuretics for Hypertensive Disorders of
Pregnancy: A Systematic Review andMeta-Analysis

Emma Trawick Roberts1; Elana Jaffe1; Johanna Quist-Nelson1;
Suneet Chauhan2; Baha M. Sibai3; Michal Fishel Bartal4
1University of North Carolina, Chapel Hill, NC; 2Christiana Care,
Newark, DE; 3McGovern Medical School at UTHealth Houston,
Houston, TX; 4UTH Houston & Sheba Medical Center Israel,
Houston, TX
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2:30 PM - 2:45 PM
Objective: To systematically review postpartum use of diuretics
to reduce persistent hypertension (HTN) among individuals with
hypertensive disorders of pregnancy (HDP).
StudyDesign: A systematic reviewwas conducted inMEDLINE,
OVID, Scopus, World Health Organization International Clinical
Trials Registry Platform, ClinicalTrials.gov and the Cochrane
Central Register of Controlled Trials from inception to 4/2024
(PROSPERO CRD42021288277). Randomized controlled trials
(RCTs) investigating postpartum use of diuretics in individuals
with HDP were included. Clinical characteristics and outcome
measures were extracted. The primary outcome was persistent
HTN postpartum. Secondary postpartum outcomes were use
of additional antihypertensive drugs, length of stay, readmis-
sion/emergency visits, and breastfeeding. Meta-analysis was
performed using a random effects model to estimate treatment
effects in terms of risk ratios (RR) or mean difference with 95%
confidence interval (CI).
Results: Of 571 studies reviewed, eight RCTs with 1368 indi-
viduals (767 intervention, 771 control) met inclusion criteria.
Interventions included furosemide (3 RCTs), torsemide (1 RCT),
combined furosemide/antihypertensive drug (3 RCTs), and com-
bined thiazide/angiotensin-converting enzyme inhibitor (1 RCT).
There was a significant reduction in persistent HTN between
intervention and control groups (4 RCTs, N= 955, RR 0.53, 95%CI
0.35-0.80, I2 = 70%, Figure 1). The number needed to treat (NNT)
to reduce persistent HTN was 4. There was no difference in the
need for additional antihypertensives during admission (7 RCTs,
N = 1209, RR 0.79, 95%CI 0.61-1.02, I2 = 7%) or at the time of
discharge (5 RCTs, N = 905, RR 1.00 95%CI 0.82-1.21, I2 = 53%).
Therewas no difference in length of stay, readmission/emergency
visits, or breastfeeding between groups.
Conclusion: Diuretics were associated with a reduction in
persistent HTN postpartum in individuals with HDP (NNT = 4).
Heterogeneity in study interventions and outcomes suggests that
the optimal postpartum dosing and timing of diuretics in HDP
warrants further study.

62 | Association of Preeclampsia with Long-Term Risk of
Neurodegenerative Disorders

Maria Bazan1; Ai-ris Y. Collier2; Tina Yi Jin Hsieh2; James
Cheng-Chung Wei3
1Beth Israel Deaconess Medical Center, Brighton, MA; 2Beth Israel
Deaconess Medical Center, Boston, MA; 3Chung-Shan Medical
School, Taichung, Taichung

2:45 PM - 3:00 PM
Objective: Preeclampsia (PE) is a common complication of preg-
nancy linked to increased lifetime risk of cardiovascular disease.
The link between PE and development of adverse neurologic
conditions is poorly understood. Our objectivewas to describe the
rates of neurodegenerative disorders occurring 3 or more years
following complications from PE compared to those without PE.
Study Design: We utilized the TriNetX database including
diagnoses codes from 66 healthcare organizations to identify
women 18+ years old with last birth between 1/2000-12/2023.
PE was defined using ICD-10 codes occurring before delivery up
until December 2020. The comparator group included pregnant
women in the same periodwithout PE diagnosis. After 1:1 propen-
sity scorematching (PSM) on age at index pregnancy, demograph-
ics, health utilization, comorbidities, depression, reproductive
factors, and BMI, hazard ratios (HR) and 95% confidence intervals
(CI) for cognitive disorders were estimated between the PE and
comparator group using a Cox proportional hazard regression
model. Cognitive outcomes were identified by ICD-10 codes
and censored until one of the following conditions was met:
1) development of an outcome, 2) July 26, 2024, or 3) loss to
follow-up in the system.
Results: The cohort included 163,296 pregnant women with
PE and 1,647,539 without PE. In those with prior PE, 8,012
(4.9%) developed neurodegenerative outcomes, compared to
46,337(2.8%) in the control group. After PSM, the PE exposure
group demonstrated an increased risk of symptomatic cognitive
impairment outcomes (HR 1.4, CI 1.351-1.457), Parkinson’s disease
(HR 1.389, CI 1.035-1.864), Parkinsonism (HR 1.242, CI 1.059-
1.455), and combined Parkinson’s disease and Parkinsonism (HR
1.285, CI 1.115-1.481) compared to those without PE (Table 1).
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Conclusion: Our findings show a higher risk of cognitive
impairment, Parkinson’s disease, and Parkinsonism in those with
a history of PE. Obstetrical health is a window to lifelong neu-
rocognitive health. This study supports enhanced surveillance
and monitoring of neurodegenerative diseases.

63 | Comprehensive Blood Pressure Management to
Improve Early Postpartum Blood Pressure Parameters: a
Randomized Controlled Trial

Alexandra JD Phelps1; Loveis Jackson1; Lilly He1; Ashanti E.
Griggs-Cooks1; Neha Dudipala2; Etoi Garrison1; Kathryn J.
Lindley1; Soha S. Patel1; Julia C. Phillippi3; Megan Webb1; Sarah
S. Osmundson1
1Vanderbilt University Medical Center, Nashville, TN; 2Ohio State
University College of Medicine, Columbus, OH; 3Vanderbilt
University School of Nursing, Nashville, TN

3:00 PM - 3:15 PM
Objective: To determine whether comprehensive vs clinician-
directed blood pressure (BP) management and tight vs standard
BP control improves BP parameters at 7-10 days postpartum.
Study Design: Postpartum patients with cHTN, gHTN, or
preeclampsia were randomized to two interventions (four arms):
1) comprehensive BP management with remote monitoring,
daily BP reporting, and algorithm-based treatment by an MFM-
supervised nurse practitioner vs clinician-directed BPmonitoring
and 2) tight (goal BP < 140/90) vs standard (goal BP < 150/100)
control. All participants received a BP cuff, directions how to
monitor BPs twice daily, and instructions to attend an in-office
BP check 7-10 days postpartum. The primary outcome was in-
office BP check. Secondary outcomes included reporting any BPs
either remote or in person, mean BPs, and the frequency of BPs >
= 140/90 or > = 160/110 within 7-10 days postpartum.
Results: Between 5/9/2023 and 7/26/2024, 644 patients were
eligible, 327 (51%) enrolled and were randomized, and 323
participants available for the final analysis after 4 withdrawals.
Demographic and clinical characteristics of the population are
presented in Table 1. Comprehensive management increased the
frequency of attending an in-office, 7-10 day BP check compared
to clinician management, but the results were not statistically
significant (62% vs 51%, aOR 1.53 [0.94-2.50]). Comprehensive
management significantly increased the frequency of reporting
any BP either remote or in person (94% vs 85%, aOR 2.43 [1.05-
5.63]). Findings did not vary by race or insurance status. Other
secondary outcomes were not statistically significant and were
unchanged after accounting for interaction between the two
interventions.
Conclusion: Compared to clinician-directed management, com-
prehensive BP management did not increase the frequency of
attending an in-office BP check but did increase the frequency
of reporting any BP between 7-10 days. These findings suggest
a comprehensive program to intensely monitor BPs in the

early postpartum period increases patient engagement with BP
management.

64 | Hofbauer Cells May Mediate PE-Associated Placental
Dysfunction via APOE Synthesis

Bani Medegan Fagla; Cielo Dela Rosa; Savita Sundar; Aswathi
Jayaram; Erykah Walton; Jason York; Leon M. Tai; Guomao
Zhao; Irina A. Buhimschi
University of Illinois at Chicago, College of Medicine, Chicago, IL

3:15 PM - 3:30 PM
Objective: Preeclampsia (PE) was recently described as a protein
misfolding disorder of pregnancy sharing pathophysiological
processes with Alzheimer’s disease (AD). Among these, amyloid-
beta (Aβ) accumulation, characteristic for AD brain, was also
identified in PE placenta. Apolipoprotein E (ApoE), a key lipid
regulator synthesized in the brain by astrocytes, neurons, and
microglia mediates Aβ accumulation and clearance. To our
knowledge, in situ synthesis of ApoEmRNA by human placental
cells has not been investigated.Herein,we aimed to identifyApoE
producing cells in the human and mouse placenta.
Study Design: Immunohistochemistry (IHC) was performed on
human placentas from pregnancies with (n = 10, GA: 30.6±3.3
wks) and without (n = 9, GA: 33.6±3.3 wks) PE. Placentas of
humanized ApoE transgenic mice were also studied (n = 16
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mice). Dual RNA in situ hybridization (ISH)+IHC was con-
ducted to localize ApoE RNA relative to macrophage markers
CD163 (human) and F4/80 (mouse). In transgenic mice, we also
quantified F4/80 signal intensity after Reduced Uteroplacental
Perfusion Pressure (RUPP), a validated surgical procedure that
induces PE-like symptomatology. Control mice underwent sham
procedures (n = 5-11/group).
Results: 1) In humanplacenta, IHC identifiedApoE in fetal blood
vessels (fbv), basement membrane (bm), villous stroma (vs) and
Hofbauer cells (hbc) which stained conspicuously (Figs. A&B);
2) In mice, ApoE was diffusely present throughout the labyrinth
(lab) and decidua (de) (Fig. C); 3) In human placenta, ApoE
mRNA was selectively present in Hofbauer cells identified by
co-expression of CD163 (Fig. D&E); 4) Similarly, in mice, ApoE
mRNA co-localized with the macrophage marker F4/80 (Fig. F);
5) F4/80 expression decreased in response to RUPP in mouse
placenta (p = 0.001 vs. sham).
Conclusion: Placental HBCs, which are known to share com-
mon embryologic origin with brain microglia, synthesize ApoE
and may contribute to clearance or accumulation of misfolded
proteins in the placenta and thus to PE pathogenesis.

65 | Impact on Severe Maternal Morbidity following
Statewide Improvements in Hypertensive Disorders of
Pregnancy Care Processes

Patrick Schneider1; Allison Stevens2; Alyssa Antonini2; Michelle
Menegay3; Allison Lorenz3; Stephen Afflito3; Rashelle Ghanem4;
Ryan Everett5; Justin R. Lappen6
1The Ohio State University, Wexner Medical Center, Columbus,
OH; 2Government Resources Center for the Ohio Colleges of
Medicine, Columbus, OH; 3Ohio Colleges of Medicine, Government
Resource Center, Columbus, OH; 4Ohio Department of Children
and Youth, Columbus, OH; 5Ohio Hospital Association,
Columbus, OH; 6Cleveland Clinic Foundation, Cleveland, OH

3:30 PM - 3:45 PM
Objective: Hypertensive disorders of pregnancy (HDP) are
a major cause of severe maternal morbidity (SMM). While

statewide quality improvement (QI) projects have significantly
improved HDP care processes, their impact on SMM remain
unclear.
Study Design: As part of a statewide QI project initiated during
the COVID-19 pandemic, 30 maternity hospitals implemented
an HDP care bundle which included timely treatment of severe
hypertension (HTN) and subsequent care management. Monthly
patient data was collected on all new cases of sustained severe
HTN. Hospital SMM rates defined by CDC criteria were obtained
from the state hospital association. Data were analyzed for
periods before (10/2018-9/2020) and after (10/2020-9/2023) imple-
mentation. R (4.3.3) was used to conduct a controlled interrupted
time series analysis. The primary outcomes were the difference in
HDP SMM trends overall, by race, and Medicaid status at partic-
ipating hospitals before/after bundle implementation. Secondary
outcomes included the difference in HDP SMM trends overall, by
race, and Medicaid-status at participating vs. non-participating
hospitals and change in timely treatment of severe HTN among
participating hospitals before/after bundle implementation.
Results: Timely treatment increased after bundle implementa-
tion (baseline 56.9% to 77.1%; p< 0.001). Though the increase
in rates appeared attenuated, no statistically significant change
in the overall, Black, and Medicaid HDP SMM rates before/after
implementation were found (p = 0.43; 0.67; 0.82; Table 1).
Similarly, no statistically significant change in the overall, Black,
and Medicaid HDP SMM rates among participating vs. non-
participating hospitals before/after implementation were found
(p = 0.52; 0.30; 0.46; Figure 1).
Conclusion: In this statewide HDP QI project, no significant
changes in HDP SMM rates were detected despite improvements
in HDP care processes. While this demonstrates that improve-
ments in HDP care processes may not be the sole driver of HDP
SMM reductions, it supports further exploration of non-clinical
and contextual factors impacting SMM, such as the COVID-19
pandemic.
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66 | Adverse Outcomes During Delivery Hospitalizations
Among Patients with an Intellectual or Developmental
Disability Diagnosis

Manasa G. Rao1; Timothy Wen2; Mary E. D’Alton1; Alexander M.
Friedman3; Noelia Zork3
1Columbia University Medical Center, New York, NY; 2University
of California, San Diego, Irvine, CA; 3Columbia University Irving
Medical Center, New York, NY

3:45 PM - 4:00 PM
Objective: People with intellectual and developmental disabil-
ities (IDD) have higher risk for obesity, diabetes, asthma, and
cardiovascular disease. There is limited contemporary data on
pregnancy outcomes in the setting of IDD. The objective of
this study was to evaluate whether IDD is associated with adverse
perinatal outcomes in a large national sample.
Study Design: Delivery hospitalizations to patients aged 15-54
were analyzed using the 2000-2021 Nationwide Inpatient Sample.
Primary exposure of interest was IDD, defined using ICD9/ICD10
codes. Temporal trends in proportion of deliveries with IDD
were analyzed with joint point regression to determine average
annual percent change (AAPC) with 95% confidence intervals.
Adjusted logistic regressionmodels were performed for outcomes
accounting for hospital, demographic, and clinical factors with
IDD as the exposure of interest.
Results: Of 83.6 million births, 23,347 (0.03%) had an associated
IDD diagnosis. Deliveries to patients with IDD increased from
1 per 10,000 in 2000 to 6 per 10,000 in 2021 (AAPC 7.7%,
95% CI: 1.0%-8.8%, p< 0.01). IDD deliveries were more likely
to have a diagnosis of obesity (p< 0.01), asthma (p< 0.01),
chronic hypertension (p< 0.01), pregestational and gestational
diabetes (p< 0.01), or a mental health condition (p< 0.01).
In adjusted analyses, IDD deliveries were more likely to have
preterm birth at < 37 (aOR 1.5, 1.3-1.7), < 34 (aOR 1.7, 1.4-2.0),
< 32 weeks (aOR 1.7, 1.4-2.1), cesarean delivery (aOR 1.6, 1.5-
1.8), operative vaginal delivery (aOR 1.6, 1.4-1.8), non-transfusion
severe maternal morbidity (aOR 1.7, 1.4-2.1), transfusion (aOR
1.34, 1.09-1.65), hypertensive disorders of pregnancy (aOR 1.2, 1.1-
1.3), postpartumhemorrhage (aOR 1.2, 1.1-1.4), infection (aOR 1.2,
1.0-1.4), and stillbirth (aOR 2.3, 1.9-2.8). Likelihood of placental
abruption and infection were not significantly different between
groups.
Conclusion: IDD among delivery hospitalizations is increasing
and is associated with adverse perinatal outcomes. Additional
resources and surveillance may be warranted for patients with
IDD to optimize outcomes.
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67 | Azithromycin to Prevent Stillbirths and Infant Deaths
in Mali: A 2x2 Factorial Placebo-Controlled Randomized
Trial

Karen Kotloff1; Amanda J. Driscoll1; Fadima Haidara2; Lawrence
Moulton3; Jason Bailey1; Ousmane Samake2; Tiecoura Bocoum2;
Jane Juma2; Awa Traore2; Mamadou Diallo2; Collins Okello2;
Uma Onwuchekwa2; Mamoudou Kodio2; Yuji Chen1; Emily
Deichsel1; Matthew Finholt-Daniel4; Robert L. Goldenberg5;
Fleesie Hubbard1; Rebecca Maguire1; Melissa Page4; David
Plotner4; Milagritos Tapia1; Dilruba Nasrin1; Samba Sow2

1University of Maryland, School of Medicine, Baltimore, MD;
2Centre pour le Développement des Vaccins, Mali, Bamako,
Bamako; 3Johns Hopkins, Bloomberg School of Public Health,
Baltimore, MD; 4RTI International, Durham, NC; 5Columbia
University School of Medicine, New York, NY

1:30 PM - 1:45 PM
Objective: To determine if oral azithromycin (AZ) delivered to
pregnant women and infants in a high mortality setting reduces
stillbirths and infant deaths up to 12 months, compared to
placebo.
StudyDesign:We conducted a randomized 2x2 factorial placebo-
controlled trial in 3 districts of Mali, West Africa, to evaluate
the efficacy of 2 AZ regimens to prevent stillbirths and/or infant
deaths. Pregnant women were recruited at antenatal care (ANC)
visits and randomized 1:1:1:1 to one of 4 treatment arms: maternal
and infant AZ (AA), maternal AZ and infant placebo (AP), infant
placebo and maternal AZ (AP), or maternal and infant placebo
(PP). They received up to 3 single 2g doses of AZ or placebo: upon
enrolling at ≥14 weeks gestation, at the next routine ANC visit,
and at delivery. Their infants received two single 20mg/kg doses
of AZ or placebo at routine vaccination visits at approximately
6 and 14 weeks of age. The primary outcome for the maternal
interventionwas a composite of stillbirth and infant death to up 12
months of age. The primary outcome for the infant intervention
was infant death from the time of the first infant dose up to 12
months of age.
Results: We enrolled 49,675 pregnant women between Sep 24,
2020, and Feb 27, 2023. The hazard ratio (HR) for stillbirths and

infant deaths was 0.94 (95% CI 0.89, 1.00; p-value = 0.058) in the
maternal AZ arms compared to the maternal placebo arms, and
0.90 (0.72, 1.12) for the infant mortality outcome comparing the
infant AZ arms to placebo arms. In subgroup analyses, maternal
AZ was associated with reduced stillbirth and infant deaths in
women with height < 160 cm (0.87; 95% CI 0.79, 0.96) with parity
≥4 (0.86; 95% CI 0.78, 0.95), and for those in Kignan district (0.77;
95%CI 0.65, 0.90). In Kignan, stillbirths were reduced by 19% (risk
ratio 0.80; 95%CI 0.65, 0.99) and neonatal deaths 0-27d by 40%
(HR 0.60; 95%CI 0.43, 0.82).
Conclusion: Maternal AZ could reduce stillbirths and infant
deaths if targeted to high-risk groups in high mortality settings.
The benefit of AZ delivered to infants at routine vaccination visits
is uncertain.

68 | The Effect of Metformin inWomenWho Received
Betamethasone onMaternal Hyperglycemia and Neonatal
Hypoglycemia

Enav Yefet1; Manal Massalha2; Gil Talmon1; Aminet Labay1;
Marian matanis1; Erez Sleman1; Rima nassra1; Maya Frank
Wolf3; Inshirah Sgayer4; Lior Lowenstein4; Zohar Nachum2

1Tzafon Medical Center, Poriya, HaZafon; 2Emak Medical Center,
Afula, HaZafon; 3Galilee Medical Center, Naharyia, HaZafon;
4Galilee Medical center, Nahariya, HaZafon

1:45 PM - 2:00 PM
Objective: While betamethasone reduces complications of pre-
maturity, it can cause maternal hyperglycemia and neonatal
hypoglycemia. Metformin effectively treats maternal hyper-
glycemia and has been shown to decrease neonatal hypoglycemia
in women with gestational diabetes mellitus.
This study examines metformin’s impact on maternal hyper-
glycemia and neonatal hypoglycemia in preterm deliveries in
women administered betamethasone.
Study Design: This multicenter, open-label, randomized con-
trolled trial was conducted from 2020 to 2024 at three medical
centers. Women with diabetes were excluded. Pregnant women
receiving betamethasone between 24 and 36.5 weeks of gestation
due to increased preterm delivery risk were randomly assigned
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to either metformin (425 mg three times daily before meals and
850-1700 mg at 10 p.m.) or no treatment. The treatment lasted
up to 48 hours following the first betamethasone dose. Capillary
glucose was measured before meals (pre-prandial), 90 minutes
after starting meals (post-prandial), and at 10 p.m.
Primary outcomes were the mean maternal daily glucose values
and neonatal hypoglycemia in preterm deliveries. To show a
reduction in neonatal hypoglycemia from 40% in the control
group to 15% in the metformin group, 98 neonates were needed
(two-tailed alpha = 0.05, power of 80%). To demonstrate a mean
difference of 5 mg% with a 10 mg% standard deviation in daily
glucose levels, 156 women were required (two-tailed alpha =
0.025, power of 80%).
Results: A total of 84 and 85women in themetformin and control
groups, respectively, were analyzed. Preterm neonates included
48 from the metformin group and 58 from the control group.
In the metformin group, mean maternal daily and postprandial
glucose values were significantly lower than in the control group.
The rate of neonatal hypoglycemia was lower in the metformin
group compared to the control group (10 (21%) vs. 23 (40%), P
= 0.037, relative risk 0.53, 95% CI 0.28-0.99). Mild adverse effects
were reported by 14% of women.
Conclusion: Metformin is safe and effective in preventing
steroid-induced maternal hyperglycemia and neonatal
hypoglycemia.

69 | Fully Quantitative Cervical Remodeling: Race Group
Differences Responsibilities and Cautions

LeAnn A. Louis1; Sarah M. Dwyer1; Methodius G. Tuuli2; Adam
K. Lewkowitz2; Julie Tumbarello1; Emily Dively, BSN3; Madeline
Felske1; Wendy Sparks1; Anita M. Malone1; Peinan Zhao4; Molly
J. Stout5
1University of Michigan Hospital, Ann Arbor, MI; 2Women &
Infants Hospital of Rhode Island and Alpert Medical School of
Brown University, Providence, RI; 3Washington University School
of Medicine, St. Louis, MO; 4Washington University, St. Louis, MO;
5University of Michigan Medical Center, Ann Arbor, MI

2:00 PM - 2:15 PM
Objective: We aimed to examine fully quantitative cervical tissue
stiffness patterns in pregnancy by race groups across 3 academic
centers.
Study Design: We invented fully quantitative cervical elastogra-
phy (FQ-CES), which yields a numeric value of cervical tissue
stiffness (Young’s modulus) and allows comparison within and
across patients over time.
This is a prospective longitudinal cohort of singleton pregnancies
at 3 academic centers. We measured FQ-CES in all trimesters in
asymptomatic individuals. We defined starting cervical stiffness
and softening rate over pregnancy by term and preterm birth
(PTB) in the total cohort and across race groups using mixed
regression models. Race was self-reported.
Results: 380 individuals were included. Those with PTB start
pregnancy with softer cervixes (29.2% lower Young’s modulus,
p = 0.03). Among Black individuals, the cervix started firmer
(33.5% higher Young’s modulus in the first trimester, p = 0.03)
and had a faster softening rate (8.0% vs 6.5% per week, p = 0.002)
compared to non-Black individuals.Within thosewith PTB, Black
individuals start pregnancy with firmer cervixes compared to
non-Black individuals (240%higher inYoung’smodulus, p=0.01)
meaning that even with a firmer cervix Black individuals still had
increased risk for PTB.
Conclusion: PTB differentially affects minoritized populations.
While those with PTB generally start pregnancy with softer
cervixes, racial differences exist, with Black individuals starting
firmer and softening faster. This may be due to racial differences
in environmental factors and their impact on the pathway to
PTB. If normative values were defined from the total cohort,
estimates could underestimate risk in Black individuals (starting
pregnancy firmer, placing them in a lower risk category). While
differential interpretation of screening and diagnostic tests has
perpetuated racism and risk in minoritized groups, we caution
that overlooking differences mediated by racism and related
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factors may have unintended consequences of underestimating
risk in at risk groups.

70 | Neonatal Outcomes After Caesarean Versus Vaginal
Birth: Population-based Cohort Study of Extremely
Preterm Breech Singletons

Yanchen Wang1; Pasqualina Santaguida1; Sameer Parpia1;
Fabiana Bacchini2; Prakeshkumar S. Shah3; Kellie Murphy3; K.
S. Joseph4; Sandesh Shivananda5; Sarah D. McDonald1
1McMaster University, Hamilton, ON; 2Canadian Premature
Babies Foundation, Toronto, ON; 3University of Toronto, Toronto,
ON; 4School of Population and Public Health, University of British
Columbia, Vancouver, BC; 5University of British Columbia,
Vancouver, BC

2:15 PM - 2:30 PM
Objective: To determine the association of Caesarean (versus
vaginal) birth with neonatal outcomes among extremely preterm
breech singletons admitted into a neonatal intensive care unit.
Study Design: This retrospective population-based cohort study
included all breech singletons between 23 and 27 weeks’ gesta-
tion, who received active resuscitation and were admitted to one
of 30 level-III neonatal intensive care units within the Canadian
Neonatal Network from 2010 to 2022. We excluded outborn
singletons and those with major congenital anomalies. The pri-
mary outcome was a composite of neonatal death, birth trauma,
or severe neurological complications. The primary analysis to
compare those born by Caesarean section versus vaginally was
carried out using a generalized estimating equation based Poisson
regressionmodelwith propensity score and instrumental variable
analyses as sensitivity analyses.
Results: Of the 3332 extremely preterm breech singletons
included in the study population, 2778 (83.4%) were born by
Caesarean section. The adjusted incidence of the neonatal com-
posite outcome was 26% following Caesarean section, versus
34% following vaginal birth (adjusted relative risk [aRR]: 0.77,
95% confidence interval [CI]: 0.63, 0.95). The reduction in the
neonatal outcome following Caesarean section persisted after
propensity score matching (aRR: 0.69, 95% CI: 0.53, 0.89) and
instrumental variable analysis (aRR: 0.81, 95% CI: 0.67, 0.98).
In the subgroup of singletons receiving optimized perinatal care
(including antenatal corticosteroids, magnesium sulfate, and
deferred cord clamping), the adjusted reduction in the neonatal
composite outcome was 0.63 (95% CI: 0.41, 0.98), and in those
without optimized perinatal care (aRR: 0.80, 95% CI: 0.63, 1.01).
Conclusion: Most (83%) extremely preterm breech singletons
were born by Caesarean section with an associated reduction in
mortality/seriousmorbidity. This associationwas robust and con-
sistently observed in analyses addressing potential confounding
through different methods, and in those receiving optimized care
or not.

71 | The Role of Cervical Elastography for the Prediction of
Spontaneous Preterm Birth

Anne-Sophie Lafortune1; Louise Ghesquiere2; Paul Guerby3;
Marie-Laurence Côté1; Genevieve Marcoux4; Annie Beaudoin4;
Emmanuel Bujold1
1Université Laval, PQ; 2Université de Lille, Lille,
Nord-Pas-de-Calais; 3Université de Toulouse, Midi-Pyrenees;
4CHU de Québec, CHU de Québec, PQ

2:30 PM - 2:45 PM
Objective: Cervical elastography is a tool for the prediction of
spontaneous preterm birth (sPTB). We aimed to estimate its role
in addition to cervical length (CL) in low-risk pregnancies.
Study Design: We performed a prospective study including
nulliparous participants who underwent transvaginal ultrasound
at 20-23 weeks. Among those with CL >25 mm, stiffness of
the cervix using strain elastography was evaluated using the
following parameters: internal os strain (IOS), external os strain
(EOS), and the hardness ratio (HR). Operators and patients
remained blinded to the results. Receiver operator characteristics
(ROC) curves alongwith non-parametric statistical analyses were
used to estimate the predictive values of each parameter.
Results: Among 991 eligible participants with CL >35mm, 32
(3.2%) had sPTB including 9 (0.9%) with sPTB before 35 weeks.
Among all parameters, we observed that EOS was highly asso-
ciated with sPTB< 35 weeks (p< 0.001; figure) with an optimal
cut-off of 0.39, along with a HR< 40% (p = 0.01) and CL< 35 mm
(p = 0.02). The combination of a CL< 35mm and EOS >0.39 was
associated with a greater risk of sPTB (RR: 5.5; 95%CI: 1.6–18.5)
and mainly sPTB< 35 weeks (RR: 12.6; 95%CI: 1.4–112; p< 0.01).
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Conclusion: Mid-trimester cervical elastography (EOS and HR)
is highly associated with the risk of sPTB and particularly sPTB<
35 weeks when CL is >25 mm. Its use in addition to CL should be
rapidly considered in clinical practice.

72 | Corticosteroids and Neonatal Hypoglycemia among
Pregnant Individuals with Diabetes: Effect of Gestational
Age at Delivery

Ruby Lin; Cande V. Ananth; Todd J. Rosen; On behalf of the
MOMPOD Consortium
Rutgers Robert Wood Johnson Medical School, New Brunswick, NJ

2:45 PM - 3:00 PM
Objective: While antenatal steroids have been linked to neonatal
hypoglycemia (NNH) among pregnant patients with diabetes, the
impact of gestational age is unclear. We hypothesize that ACS
for fetal lung maturity for patients with pregestational and early
gestational diabetes is associated with a higher risk of NNH, but
early preterm delivery < 34 weeks mediates this risk.
Study Design: This is a secondary analysis of MOMPOD, a
multicenter, a randomized control trial of 831 pregnant patients
with preexisting T2DM or diabetes diagnosed before 23 weeks
gestation treated with insulin alone or insulin andmetformin. All
participants exposed to ACS were compared to those who were
not. The primary outcome was NNH defined as blood glucose
< 40 mg/dl or need for IV dextrose treatment. We undertook a
causal mediation analysis to disentangle the effects of steroids
on neonatal hypoglycemia that operate through early preterm
delivery (< 34 weeks) versus the effect that is independent of
early preterm delivery. We estimated the confounder-adjusted
relative risk (RR) with a 95% confidence interval (CI) through
log-binomial regression models.
Results: Of the 765 patients with available data, 115 received
ACS. Two-thirds (68%, n = 78) of those who received ACS had
NNH compared to 42% (n = 273) of those who did not receive
ACS (Table 1). ACS exposure was associated with a 1.82-fold (95%
CI 1.40-2.51) increased risk of NNH. 82% of this increased risk

of NNH associated with corticosteroid exposure was mediated
through delivery at < 34 weeks (Table 2).
Conclusion: ACS exposure is associated with a 1.8-fold adjusted
risk of NNH, but the majority of this effect is mediated through
preterm delivery < 34 weeks. Efforts to design secondary clinical
interventions and protocols to reduce the burden of NNH asso-
ciated with ACS exposure among neonates < 34 weeks born to
pregnant patients with diabetes would be of benefit.

73 | Pro-inflammatory Vaginal Cytokines, Early PTB, and
Infectious Morbidity in Patients with Asymptomatic
Cervical Shortening

Tracy A. Manuck; On behalf of the Eunice Kennedy Shriver
National Institute of Child Health and Human Development
Maternal-Fetal Medicine Units (MFMU) Network
University of North Carolina, Chapel Hill, NC

3:00 PM - 3:15 PM
Objective: There is a critical need to improve risk-stratification
of individuals with an asymptomatic short cervical length (CL).
Study Design: Secondary analysis of a multicenter, unmasked
RCT of pessary vs. usual care, 2017-2021. Participants with single-
ton pregnancies, an asymptomatic CL ≤20mm (16+0-23+6 wks),
no prior PTB, and a vaginal swab at enrollment were included.
12 cytokines were quantified using a Luminex assay. The primary
outcome was PTB < 35 wks. Secondary outcomes were PTB < 32,
< 28, and < 24 wks and maternal (chorio) and neonatal (sepsis
± pneumonia) infectious morbidity. Each cytokine was classified
as ‘high’ or ‘low’ using a numeric cut point that optimized the
sensitivity and specificity for PTB < 35 wks. A pro-inflammatory
cytokine score was calculated for each patient by adding +1 point
per high pro-inflammatory (IL-1𝛂, IL-1β, IL-2, IL-6, IL-8, GM-
CSF, TNF-𝛂, VEGF) and +1 point per low anti-inflammatory
(IL-1RA, IL-4, IL-10, G-CSF) cytokine. Data were analyzed by
logistic regression; AUC analyses evaluated outcome prediction
of clinical-only, cytokine-only, and clinical+cytokine models.
Results: 531 of 544 RCT participants met inclusion criteria; 37%
had PTB < 35 wks; 7% had maternal and 22% had neonatal
infectious morbidity. Cytokines were collected at a median 21.7
(IQR 20.7, 23.0) wks. Cytokine scores ranged 1-9 [median 4, IQR
(3,5)] and were higher for those with PTB < 35 wks vs. >35 wks
(4.7 vs. 4.0, p<0.001). In regressions, the composite cytokine score
was associated with PTB < 35, < 32, < 28, and < 24 wks and
maternal and neonatal infectious morbidity. Outcome prediction
in clinical+cytokine models did not statistically improve vs.
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clinical-only models (Table). In Kaplan-Meier analysis, higher
cytokine scores were associated with earlier delivery (Figure;
log-rank p< 0.001).
Conclusion: Amid-trimester pro-inflammatory vaginal cytokine
milieu is associatedwith PTB and infectiousmorbidity in patients
with asymptomatic short CL. Non-invasive vaginal cytokine
quantification may be an additional way to identify which
individuals have pathologic vs. incidental CL shortening.

74 | Comparison of Polyester Fiber versus Polypropylene
Suture Materials in Physical-Exam Indicated Transvaginal
Cerclages

Daniel J. Martingano1; Amanda F. Francis Oladipo2; Marwah
Al-Dulaimi3; Sandra Kumwong4; Andrea Ouyang5; Lauren
Cue6; Ashley Nguyen3; Shailini Singh7; Alexander Ulfers8; Mark
Rebolos3; Kristin Cohen9; Donald Morrish3; Iffath A. Hoskins10;
Francis X. Martingano11
1St. John’s Episcopal Hospital-South Shore and William Carey
University College of Osteopathic Medicine, Far Rockaway, NY;
2Hackensack University Medical Center, Hackensack, NJ; 3St.
John’s Episcopal Hospital-South Shore, Far Rockaway, NY; 4Touro
College of Osteopathic Medicine-Harlem Campus, New York, NY;
5William Carey University, Hattiesburg, MS; 6Rutgers University
and the Jersey City Medical Center, Jersey City, NJ; 7AtlantiCare
Regional Medical Center, Pamona, NJ; 8Walter Reed National
Military Medical Center, Bethesda, MD; 9RWJBarnabas Health -
Trinitas Regional Medical Center, Elizabeth, NJ; 10Albert Einstein
College of Medicine - Montefiore Medical Center, New York, NY;
11NYU Grossman School of Medicine - NYU Brooklyn, New York,
NY

3:15 PM - 3:30 PM
Objective: Polyester fiber (Mersilene) and polypropylene (Pro-
lene) suture materials are the most common type used when
performing transvaginal physical-exam indicated cerclages, yet
there is insufficient evidence regarding their comparative effec-
tiveness in prolonging gestational latency. This study sought
to determine and compare this effectiveness in pregnancies
requiring a physical-exam indicated transvaginal cerclage using
either Mersilene or Prolene suture material.
Study Design: We conducted a multi-center, prospective obser-
vational study from 7/2022 to 7/2024 comparing all pregnancies
complicated by cervical insufficiency requiring physical-exam
indicated transvaginal cerclage at a gestational age range of
160/7 to 236/7 weeks. Patients with multiple gestations, prior
vaginal progesterone, and concurrent antibiotic administration
apart from perioperative use were excluded. All patients received
perioperative cefazolin and postoperative indomethacin. The
primary outcomes included completed weeks gestation at time of
delivery, early-preterm (306/7–336/7weeks), late-preterm (340/7–
366/7 weeks), early-term (370/7–386/7 weeks), and full term
deliveries (390/7–406/7), as respective, discrete events.
Results: The study included 302 patients with 143 receiving
Mersilene and 159 receiving Prolene. Demographic factors were
not significantly different. Kaplan-Meier survival analysis noted
increased gestational latency in patients receiving Prolene (p =
0.002, Figure 1). Patients receiving Mersilene had higher rates of
early-preterm deliveries (46.4% v. 29.3%, p = 0.001) with a 21%
increased risk in confounder adjusted models (RR = 1.21, 95% CI
1.01-1.39, p = 0.021) and lower rates of full-term deliveries (10.5%
v. 31.1%, p = 0.003) with a 11% decreased likelihood in confound
adjusted models (RR = 0.89, 95%CI 0.81-0.98, p = 0.004). Rates
of late-preterm and early-term deliveries were not significantly
different.
Conclusion: Prolene suture may be a more beneficial choice of
suture material for improving gestational latency with physical-
exam indicated transvaginal cerclages.
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75 | Antimuscarinic Receptor Blockade Reduces Uterine
Muscle Contractions Potentially Providing A Novel
Treatment For Preterm Labor

Anthony G. Visco1; Zachary Visco2; Chad Grotegut3; Cristina
Linde4; Timothy Westfall4; Friederike Jayes5
1NinoMed, LLC, Chapel Hill, NC; 2University of North Carolina,
Chapel Hill, NC; 3Wake Forest University, Wake Forest, NC;
4Reprocell, Beltsville, MD; 5Duke University, Durham, NC

3:30 PM - 3:45 PM
Objective: The bladder and the uterus have striking physiologic
and anatomic similarities. Anticholinergic medications are com-
monly used to treat “overactive bladder” by targeting muscarinic
receptors. The uterus also contains M2 andM3muscarinic recep-
tors; however, current management of preterm labor does not
target these receptors. We assessed whether muscarinic blockade
with oxybutynin reduces both spontaneous and oxytocin-induced
uterine muscle contractions.
Study Design: Longitudinal strips of uterine muscle from preg-
nant rats (17-19 days gestation) were mounted on isometric test
apparatuses to directly measure uterine muscle contractions.
The effect of oxybutynin on both spontaneous and on oxytocin-
induced (1nM) uterine muscle contractility was tested. We
measured both the area under the curve (integral) and frequency
of the uterine muscle contractions with cumulatively higher
concentrations of oxybutynin (100nM, 300nM, 1uM, 3uM, 10uM,
30uM, 100uM) compared to water vehicle control. Measurements
are presented as % of baseline. Two-Way ANOVA with Dunnett’s
post hoc test was performed.
Results: Uterine muscle strips harvested from pregnant rats con-
sistently showed spontaneous muscle contractions. Oxybutynin,
at concentrations ≥10µM, resulted in a statistically significant
decrease in both spontaneous uterine muscle strength (integral)
and contraction frequency compared to vehicle controls. (See
Figures 1 and 2).
Oxytocin-induced uterine muscle contractions were also affected
by oxybutynin. At concentrations ≥10µM, uterine muscle
strength (integral) was reduced (p< 0.01), but no difference was
observed in contraction frequency compared to controls. (Data
not shown).

Conclusion: Oxybutynin significantly reduces spontaneous uter-
ine muscle strength (integral) and contraction frequency. It
reduces oxytocin-induced uterine muscle strength (integral) but
not contraction frequency. Antimuscarinic blockers warrant
future clinical investigation and may represent an exciting new
paradigm in the treatment of preterm labor and “overactive
uterus”.

76 | Vaginal Microbiota as a Predictor of Preterm Birth: a
Prospective Cohort Study

Laura Lesimple1; Jessica Rousseau Rousseau1; Luce Landraud1;
Céline Plainvert1; Nathalie Grall1; Francois Goffinet2;
Pierre-Yves Ancel1; Christophe Pannetier3; Laurent
Mandelbrot4; Asmaa Tazi1
1Assistance Publique Hôpitaux de Paris, Paris, Ile-de-France;
2Université Paris Cité, Inserm, Centre for Research in
Epidemiology and StatisticS (CRESS), Obstetrical Perinatal and
Pediatric Epidemiology Research Team (EPOPé), Paris,
Ile-de-France; 3Assistance Publique Hôpitaux de Paris, Paris,
Rhone-Alpes; 4Hôpital Louis Mourier, APHP, Université Paris Cité,
Colombes, Ile-de-France

3:45 PM - 4:00 PM
Objective: To identifymicrobiota signatures of preterm labor and
premature rupture of membranes (PPROM).
Study Design: A prospective cohort study in Paris, France.
Four groups were enrolled, a control group and 3 groups at risk
of intrauterine infection or preterm birth: prelabor rupture of
membranes at term, preterm labor, and PPROM. Vaginal swabs
were collected at admission andwere analyzedusing culturomics.
The main outcome was preterm birth.
Results: 2476 women were enrolled, including 1068 controls,
477 with prelabor rupture of membranes at term, 495 with
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preterm labor, and 436 with PPROM. Several vaginal microbiota
signatures were identified as correlated with pregnancy outcome.
In multivariable analysis adjusted for maternal and obstetrical
risk factors, lactobacilli depletion and enterobacteria were risk
factors for pretermbirth, especially in singleton pregnancies (aOR
1.54, 95% CI 1.05-2.28 and aOR 1.62, 95% CI 1.11-2.36, respec-
tively, figure). Additionally, preterm labor was associated with
lactobacilli depletion (aOR 1.49, 95% CI 1.08-2.06), enterobacteria
(aOR 1.86, 95% CI 1.36-2.53) and G. vaginalis (aOR 4.62, 95%
CI 1.86-13.34); PPROM with lactobacilli depletion (aOR 2.04,
95% CI 1.49-2.80) and enterobacteria (aOR 2.38, 95% CI 1.74-
3.24). Prelabor rupture of membranes at term was associated
with enterobacteria (aOR 1.97, 95% CI 1.46-2.65) and Gardnerella
vaginalis (aOR 5.19, 95% CI 2.22-13.78).
Conclusion: In this large cohort, G. vaginalis was associated
with preterm labor and prelabor rupture of membranes at term,
while lactobacilli depletion and enterobacteria were risk factors
for PPROM and preterm birth. The supports the need for further
studies of adapted antibiotics and probiotics to restore a healthy
microbiota for preventing preterm birth.
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77 | Does Large for Gestational Age and/or Polyhydramnios
Warrant Rescreening for Gestational Diabetes Mellitus?

Henry Lesser; A. Dhanya Mackeen; David Chromey, II; Amanda
J. Young; Celia Gray; Michael J. Paglia
Geisinger Medical Center, Danville, PA

8:00 AM - 8:15 AM
Objective: Gestational diabetes mellitus (GDM) screening is
often repeated in the 3rd trimester when large for gestational age
(LGA) and/or polyhydramnios is diagnosed. We aimed to assess
whether patients who did not rescreen in the 3rd trimester had
any worse outcomes when compared to those that did.
Study Design: This is a retrospective cohort study from 1/1/11-
3/1/24 of term, singleton pregnancies diagnosed with LGA
and/or polyhydramnios after a normal GDM screen at 24-30
weeks. Patients with diabetes mellitus, fetal growth restriction,
or fetal anomalies were excluded. Non-inferiority analyses were
conducted to compare outcomes of individuals who underwent
rescreening with those who did not. Noninferiority was estab-
lished if the lower limit of the one-sided 95% confidence interval
(CI) for the event rate in the ‘did not rescreen’ group did
not exceed the relative margin of error from the event rate in
the ‘did rescreen’ group. The lower bound of the 95% CI and
corresponding p-values were reported. A p-value of < 0.05 was
considered significant.
Results: 1693 pregnancies were included: 1317 did not rescreen
and 376 rescreened. In patients that rescreened, 13.6 % were diag-
nosed with GDM, of which 22% required medication. Outcomes
were not worse for those who did not rescreen than those that did
rescreen for birthweight (BW) (3758.8g vs 3813.6g p< 0.01), BW
≥4000 (31.9% vs. 34.1%, p< 0.01), obstetric anal sphincter injuries
(3.2% vs. 2.1%, p< 0.01), preeclampsia (3.6% vs 5.3%, p< 0.01),
neonatal intensive care unit admission (7.6% vs 7.4%, p< 0.01),
or GDM in future pregnancies (2.3% vs. 2.4%, p< 0.01).
Conclusion: Patients that did not rescreen for GDM following
the diagnosis of LGA and/or polyhydramnios in the 3rd trimester
did not have worse birth outcomes than those that did rescreen.
This may demonstrate that despite diagnosing GDM in the 3rd
trimester, there is insufficient time to intervene and change

outcomes and therefore rescreening all patients with LGA and/or
polyhydramnios may not be beneficial.

78 | Breastfeeding Patterns Among Parturients with
Diabetes: A secondary Analysis of the MOMPOD
Randomized Clinical Trial

Minhazur R. Sarker1; Marni B. Jacobs2; Kim Boggess3; Ashley N.
Battarbee4; Gladys (Sandy) A. Ramos1
1University of California, San Diego, San Diego, CA; 2University of
California, San Diego Health, San Diego, CA; 3University of North
Carolina, Chapel Hill, NC; 4Center for Women’s Reproductive
Health, University of Alabama at Birmingham, Birmingham, AL

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, provided the original work is properly
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8:15 AM - 8:30 AM
Objective: Insulin resistance is associated with decreased milk
supply in those lactating. Metformin is hypothesized to increase
breast milk production by presumptively improving insulin resis-
tance, suggesting use in pregnancy may increase breastfeeding
(BF) success. We aimed to determine the association between
metformin use for treatment of preexisting type 2 diabetes
mellitus (T2DM) or DM diagnosed in early pregnancy (early DM)
and BF patterns.
Study Design: This was a planned secondary analysis of the
MOMPOD randomized controlled trial of metformin versus
placebo in insulin treated T2DM or early DM. We included
parturients who delivered a living neonate, received at least
one dose of study treatment, endorsed an intention to BF, and
completed a BF survey. BF intentions and BF outcomes were
collected utilizing a BF questionnaire at 24-30 weeks and 30 days
postpartum (PP) respectively. The primary outcome was imme-
diate BF, defined as any BF on PP day 1-3. Secondary outcomes
included time to milk production, exclusive or partial BF at 30
days PP, breast size and issues with BF. Baseline characteristics
and outcomes were compared using either chi-square, t-test, or
Wilcoxon tests, as appropriate.
Results: Among the 794 women randomized and receiving
medication in the primary trial, 378 (47.6%) met inclusion criteria
with 194 (51.3%) in metformin and 184 (49.7%) in placebo groups.
There were no significant differences in baseline demographics
(Table 1). Immediate BF was comparable between groups (91.1%
vs 88.9%, p = 0.53) and there was no difference in time to milk
production (Table 2). Thirty days PP, BF was lower in both groups
but there was no difference between metformin and placebo
groups (76.0% vs 66.7%, p = 0.11). There were also no differences
in partial or exclusive BF, in breast cup or bra size, or issues with
BF (Table 2).
Conclusion: Our data suggest no association betweenmetformin
use and BF patterns in those with T2DM or early DM. Antepar-
tum metformin should not be recommended to improve BF
success. Further studies should focus on methods to improve
sustained BF in this population.

79 | Predicting Future Diabetes: Impact of Abnormal
Pregnancy OGTT Patterns

Yael Winter Shafran1; Tal Schiller2; Alena Kirzhner2; Edi
Vaisbuch2
1Kaplan Medical Center and REALIFE Research Group, Rehovot,
HaMerkaz; 2Kaplan Medical Center, Rehovot, HaMerkaz

8:30 AM - 8:45 AM
Objective: Evidence suggests that glucose challenge tests during
pregnancy can predict long-term metabolic abnormalities. We
evaluated the predictive value of Oral Glucose Tolerance Test
(OGTT) patterns during pregnancy for future diabetes mellitus
(DM) development.
StudyDesign: This retrospective cohort study included pregnant
people who performed a 100-gram OGTT. Those with pre-
existing diabetes, recent diabetic medication or steroid use, and
incomplete OGTT results were excluded. The predictive value of
the OGTT for future DM was assessed using a large healthcare
system database, with a follow-up of at least 8 years. Two models
were analyzed, one comparing two or more abnormal results to
less than two abnormal results inOGTT and the second analyzing
the predictive value by the number of abnormal results and the
“location” of a single abnormal result (i.e. fasting, one-hour,
two-hour, and three-hour post glucose ingestion).
Results: Of the 10,372 individuals identified, 8,157 met the inclu-
sion criteria. Those with a pathological OGTT were older, more
obese, and had higher rates of hypertension and dyslipidemia.
During follow-up, 22.1% of people with 32 abnormal results
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developed DM compared to only 3.8% in the group with < 2
abnormal results (HR 5.22, 95% CI 4.33-6.30). Compared to those
with all four results normal, the hazard ratio (HR) for developing
DMwith one, two, three, or four abnormal results were 3.45 (95%
CI 2.77-4.53), 6.55 (95% CI 5.12-8.36), 10.26 (95% CI 7.54-13.96),
and 18.63 (95% CI 11.87-29.25), respectively. Among people with
only one abnormal result, abnormal fasting glucose showed the
highest risk (HR 4.01, 95% CI 2.7-5.92).
Conclusion: This study demonstrates that even one abnormal
result (with the fasting glucose posing the highest risk) in the 100-
gram OGTT is a risk factor for the future development of DM.
The risk further increases with each additional abnormal result.
These findings underscore the importance of postnatal follow-up
and early modifiable interventions even for individuals with one
abnormal OGTT result to potentially mitigate future DM risks.

80 | Effect of Breastfeeding on the Early Postpartum Lipid
Profile in Women with Gestational Diabetes Mellitus

Harumi Kanzawa1; Hiroshi Yamashita1; Ichiro Yasuhi2
1NHO Nagasaki Medical Center, Omura City, Nagasaki; 2NHO
Nagasaki Medical Center, Omura-City, Nagasaki

8:45 AM - 9:00 AM
Objective: Womenwith a history of gestational diabetes mellitus
(GDM) are at high risk for developing type 2 diabetes and
metabolic syndrome. Although breastfeeding is recognized as
effective in preventing these diseases, its effect on postpartum
lipidmetabolism remains unclear. This study aimed to investigate
the association between breastfeeding and early postpartum lipid
profiles in Japanese women with GDM.
Study Design: This prospective cohort study included single-
ton pregnant women with GDM enrolled during pregnancy.

An oral glucose tolerance test (OGTT) was conducted at 6
to 9 weeks postpartum. Fasting lipid profiles, including total
cholesterol (T-cho), triglycerides (TG), high-density lipoprotein
(HDL), and low-density lipoprotein cholesterol (LDL-cho) levels,
were measured. Breastfeeding intensity was categorized into six
levels, from exclusive breastfeeding (Level 1) to formula feeding
only (Level 6). Breastfeeding of 80% or more (Levels 1-3) was
defined as high-intensity breastfeeding (HIB). Adjusted odds
ratios (aOR) of hypertriglyceridemia (≥150 mg/dL) and hyper
LDL cholesterolemia (≥140 mg/dL) were calculated.
Results: A total of 501 participants underwent a OGTT at 7.3
weeks postpartum. Lipid levels were T-cho 210 ± 33 mg/dL, TG
73 ± 49 mg/dL, HDL 72 ± 17 mg/dL, and LDL 127 ± 30 mg/dL.
Breastfeeding intensity levels were 55%, 14%, 9%, 10%, 10%, and 3%
fromLevels 1 to 6, respectively, resulting in 77% forHIB. All lipids,
except T-cho, were significantly associated with breastfeeding
intensity (Table). Compared to women with non-HIB, those
who engaged in HIB showed significantly lower prevalence of
hypertriglyceridemia and hyper LDL cholesterolemia, with aORs
of 0.21 (95% CI: 0.11-0.40) and 0.48 (0.31-0.76), respectively.
Conclusion: Breastfeeding significantly improved the early post-
partum lipid profiles of women with GDM as breastfeeding
intensity increased.

81 | Rates of Risk Appropriate Postpartum Care within Six
Months after Delivery

Jennifer F. Culhane; Anna Denoble; Olivia Paoletti; Caitlin
Partridge; Lisbet S. Lundsberg
Yale School of Medicine, New Haven, CT

9:00 AM - 9:15 AM
Objective: Pregnancy is a “stress test”, providing a window into
future health risk. Enthusiasm for postpartum (PP) care (PPC)
to mitigate maternal mortality and long-term adverse health
outcomes is growing. We aimed to evaluate domain-appropriate
6-month PPC utilization by maternal antenatal risk factors.
Study Design: This was a retrospective study of delivery admis-
sions occurring at a health system from 2013-2023 with evidence
of ≥1 prenatal care visit. All encounters from delivery through
6-months PP were identified. Iterative review of PP encounters
among random samples of 10,000 patients allowed selection
of ICD-10 codes associated with PPC and 11 condition-based
care domains. PPC rates were calculated by 1) any encounter,
2) traditional PPC (Z39 or V24), and 3) domain-specific PPC
(Figure). Patientswith risk factors (chronic hypertension (cHTN),
hypertensive disorders of pregnancy, type 1 or 2 diabetes, gesta-
tional diabetes, depression/anxiety, and substance use disorder
(SUD)) were identified based on ICD-10 codes. Rates of domain-
appropriate PPC by risk factors were compared using Chi-square
tests.
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Results: N = 60,933 were included. 90% of patients had any
encounter within 6 months PP and 78% had a traditional PPC
visit (Figure). Across specific domains, 6-month PPC rates ranged
from 0.6% for problems with social determinants of health (e.g.
inadequate housing, lack of adequate foods, extreme poverty) to
a high of 29.0% for contraception care. Exploring rates of domain-
specific PPC by maternal risk factors, cHTN had the highest
rate of appropriate PPC follow-up (54.5%), while patients with
SUD had the lowest (16.6%) (Table). With the exception of cHTN,
< 50% of patients with antenatal risk factors obtained domain
appropriate PPC within 6 months of delivery.
Conclusion: Although we observed high rates of PPC overall,
care specific to maternal risk factors was lacking, with rates
mostly under 50%. Care for depression/anxiety and SUD treat-
ment was particularly low. Major improvements are needed if
PPC is to be a target to combat increasing rates of maternal
mortality and improve health over the life course.

82 | Metformin Use in Pregnancy Decreases Neonatal Fat
Free Mass

Claire E. Jensen1; Ashley N. Battarbee2; Kim Boggess1; Kjersti M.
Aagaard3; On behalf of the MOMPOD Consortium
1University of North Carolina, Chapel Hill, NC; 2Center for
Women’s Reproductive Health, University of Alabama at

Birmingham, Birmingham, AL; 3Boston Children’s Hospital,
Division of Fetal Medicine and Surgery, Boston, MA; HCA
Healthcare and HCA Healthcare Research Institute, Nashville,
TN; HCA Texas Maternal Fetal Medicine, Houston, TX; Baylor
College of Medicine and Texas Children’s Hospital, Houston, TX,
Boston, MA

9:15 AM - 9:30 AM
Objective: Murine and primate models treated with maternal
metformin exhibit fetal bioaccumulation, leading to reduced
muscle and retroperitoneal fat mass with fetal growth restriction.
In clinical trials, maternal metformin use during pregnancy
results in smaller neonates with reduced LGA risk, alongside a
variable increased risk for SGA births. We hypothesized that the
observed decreased prevalence of LGA births with maternal met-
formin use during pregnancy results from reduced accumulation
of fetal fat free mass (FFM, i.e., muscle accretion) rather than
diminished adiposity.
Study Design: Secondary analysis of a large multicenter RCT
(MOMPOD) of metformin 1000mg BID vs. placebo in singleton
pregnancies at 11-23 weeks with insulin-treated early diabetes
or pre-existing T2DM. We included all participants who took
≥ 1 dose of study drug and had neonatal anthropometry. Mul-
tivariable linear regression estimated the association between
metformin use and neonatal FFM and evaluated for effect
modification by key covariates.
Results: Of n = 794 participants, 437 (55%) completed com-
prehensive neonatal anthropometry. They were demographically
similar to the full cohort and balanced between treatment groups.
Mean FFM was 2786 g (SD 408.15g, 86.2% of birth weight). FFM
was 81.8g less in neonates exposed to metformin (95% CI -157.59, -
4.56). The association between metformin exposure and FFM did
not vary by neonatal sex, maternal race/ethnicity, pregestational
diabetes diagnosis, nor excess maternal weight gain (Table 1).
There was a trend toward effect modification by duration of
exposure (Figure 1), indicating that the metformin-associated
decline in muscle accretion increased with gestational age (p =
0.21).
Conclusion: Metformin is associated with lower neonatal mus-
cle accretion, measured as FFM. Our finding of decreased
FFM among metformin-exposed neonates adds to the mount-
ing evidence raising concern for transplacental transfer and
bioaccumulation in the fetus, which may restrict healthy physi-
ologic growth patterns and potentially increase risk for adverse
long-term cardiometabolic outcomes.
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83 | Interaction betweenMetformin and Baseline Insulin
Requirements on Neonatal Outcomes in Pregnancies with
Type-2 Diabetes

Kevin S. Shrestha1; Claire E. Jensen2; Kim Boggess2; Gladys
(Sandy) A. Ramos3; Ashley N. Battarbee4
1University of Alabama at Birmingham, Birmingham, AL;
2University of North Carolina, Chapel Hill, NC; 3University of
California, San Diego, San Diego, CA; 4Center for Women’s
Reproductive Health, University of Alabama at Birmingham,
Birmingham, AL

9:30 AM - 9:45 AM
Objective: Metformin did not improve composite neonatal mor-
bidity among insulin-treated preexisting type 2 diabetes (T2D) in
two recent RCTs. Although metformin reduced insulin require-

ments in the MiTy trial, there was no difference observed in the
MOMPOD trial. Given trial heterogeneity, we aimed to determine
if baseline insulin requirements modified the effect of metformin
on neonatal outcomes.
StudyDesign: Secondary analysis of theMOMPOD trial, an RCT
of metformin versus placebo in insulin-treated T2D or diabetes
diagnosed in early pregnancy. Our primary outcome was the
composite of neonatal complications from the parent trial (Table).
Total daily dose (TDD) of insulin at randomization was evaluated
as an effect modifier of the relationship between metformin
and the primary outcome using a likelihood ratio test with p<
0.10 as significant. To further investigate effect modification,
we evaluated the association between metformin and outcomes
among subgroups with TDD < 30U, >60U, and >90U using
multivariable Poisson regression with robust error variance and
ordinary least squares regression.
Results: Of the 794 participants included, the median baseline
TDD was 62 units (IQR 35, 88). There was significant interaction
between metformin and TDD in relation to the primary outcome
(Figure). In subgroup analyses of TDD< 30, metformin was
associated with lower risk of composite neonatal outcome, LGA,
neonatal fat mass, preterm birth, and NICU admission (Table).
However, there were no differences in outcomes with metformin
vs placebo among participants with TDD >60, with exception
for smaller increase in insulin TDD during pregnancy (Table).
Findings were similar for participants with TDD >90U.
Conclusion: The effect of metformin on neonatal outcomes in
the MOMPOD trial cohort differed by baseline insulin require-
ments. Contrary to our hypothesis, metformin was associated
with fewer adverse neonatal outcomes among those with low,
not high, TDD. Further studies are needed to confirm our
findings and evaluate the reason why metformin is beneficial for
pregnancies with low insulin requirements.
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84 | The Placental Transcriptome in Pregnancies
Complicated by A2 Gestational Diabetes Mellitus

Morgan E. Wasickanin1; Samantha Carson1; Hillary Kinsman1;
Lydia Bettridge1; Katherine E. Free1; Jennifer Damicis1; Emily
Sheikh1; Robert Walton1; Peter Napolitano2; Nicholas
Ieronimakis1
1Madigan Army Medical Center, Tacoma, WA; 2University of
Washington, Seattle, WA

9:45 AM - 10:00 AM
Objective: Adverse obstetric and fetal outcomes are increased
in pregnancies complicated with A2 gestational diabetes melli-
tus (A2GDM) compared to non-diabetic pregnancies. Placental
dysfunction is thought to be attributed to some of the compli-
cations in A2GDM, yet the underlying molecular mechanisms
remain unknown. We hypothesized that transcriptional differ-
ences in human placentas from A2GDM pregnancies may relate
to tissue dysfunction. To test our hypothesis, we compared the
transcriptome within placentas delivered from A2GDM versus
uncomplicated pregnancies.
Study Design: Intervillous biopsies were dissected from unla-
bored placentas delivered by cesarean. The extracted RNA was
depleted for both adult and fetal globin transcripts prior to tran-
scriptional analysis by mRNA-seq (n = 10/condition). Alignment
and differential gene expression (DEGs) analysis was conducted
using Illumina’s Dragen software. DEGs were considered statisti-
cally significant based on a cut-off adjusted p-value of< 0.05 using
Benajamini-Hochberg false discovery rate correction.
Results: Between A2GDM versus uncomplicated placentas
14,825 DEGs were identified. Among these 1092 had a p <

0.05. When p-values were adjusted, the following 3 DEGs were

significantly upregulated with A2GDM: AC068547.1, MMRN1,
and ZNF780A (Figure 1).
Conclusion: The intervillous transcriptome in placentas from
pregnancies complicated by A2GDMappears different than those
from uncomplicated pregnancies. AC068547.1, a gene that codes
for the calcium voltage-gated channel auxiliary subunit beta 4
(CACNB4) protein, was upregulated in a subset of placentas
from A2GDM pregnancies. MMRN1 and ZF780A, proteins that
function in coagulation and transcription regulation respectively,
were more consistently upregulated in A2GDM samples. Further
investigation is warranted to understand the role of these factors
in placentas complicated by gestational diabetes mellitus.

85 | Childhood Sexual and Emotional Maltreatment are
Associated with Increased Gestational Weight Gain

NATALIE E. POLIEKTOV1; Mariana Rocha1; Kaitlyn Stanhope2;
Lauren Holt1; Alicia Smith1; Vasiliki Michopoulos1; Suchitra
Chandrasekaran3
1Emory University School of Medicine, Atlanta, GA; 2Rollins
School of Public Health, Atlanta, GA; 3Emory University, Atlanta,
GA

10:00 AM - 10:15 AM
Objective: Gestational weight gain (GWG) is associated with
adverse metabolic outcomes (AMO) for a mother & infant. Prior
research suggests an association between maternal childhood
trauma (CT) and increased GWG; however, little is known about
how different domains of CT (e.g., sexual abuse (SA), emotional
abuse (EA) & physical abuse (PA)) influence GWG. We aimed to
study the association between CT & its domains with GWG.
Study Design: This is a prospective longitudinal cohort study
investigating associations between trauma exposure & pregnancy
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outcomes at an urban safety net hospital. CT was assessed using
theChildhoodTraumaQuestionnaire (CTQ), a validatedmeasure
of 5 trauma domains, as a continuous score & dichotomized
as CT (CTQ score >/ = 35) or no CT (CTQ score < 35).
Adult trauma was assessed using the Traumatic Experiences
Inventory.Weight& bodymass index (BMI)were recorded during
each trimester. Excessive GWG (EGWG) was defined as GWG
exceeding BMI-based recommendations from ACOG. Multivari-
able linear regression and logistic regression were performed
controlling for maternal age, pre-pregnancy BMI, & gestational
age at delivery.
Results: N = 335 subjects were enrolled in the study. CTQ total,
SA, & EA scores were positively correlated with increased GWG
(b= 0.24, 95% CI 0.02-0.46, p= 0.033; b= 0.07, 95% CI 0.01-0.1, p=
0.034; b= 0.06, 95%CI 0.00-0.12, p= 0.049, respectively) (Figure 1).
Mean GWG was 9 pounds (lb) higher in those with SA vs. no SA
(30.5 lb vs. 21.5 lb) whereas mean GWG was 4 lb higher in those
with EA vs. no EA (27.5 lb vs. 23.4 lb). Further, there was 1.5-fold
higher odds of having EGWG with CT vs. no CT (OR 1.47, 95%
CI 0.94–2.33, p = 0.092). Childhood PA & adult trauma were not
associated with GWG.
Conclusion: Using detailed trauma exposure measures, our data
indicate that childhood SA & EA, but not PA or adult trauma,
are associated with increased GWG during pregnancy. Further
research is needed to understand the complex interactions
between specific domains of trauma exposure & AMO in order
to improve maternal & infant health.
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86 | Innovative Transcardiac Access to the Fetal Cerebral
and Pelvic Arteries for Diagnosis and Treatment

Michael A. Belfort1; Emma Van Den Eede2; Karen Chen3;
Carolyn A Altman3; Timo Krings4; Peter T Kan5; Tomohiro
Arai2; Wasinee Tianthong2; Walter Coudyzer6; Caitlin D.
Sutton3; Samuel G G. McClugage, III3; William EWhitehead3;
Magdalena Sanz Cortes1; Larry H Hollier3; Jan A. Deprest2; Luc
De Catte6; Luc Joyeux3; Thierry Huisman3
1Texas Children’s Hospital and Baylor College of Medicine,
Houston, TX; 2My FetUZ Fetal Research Center, Universitary
Hospital Leuven, Leuven, Vlaams-Brabant; 3Baylor College of
Medicine and Texas Children’s Hospital, Houston, TX; 4University
Health Network, ON; 5UTMB, Houston, TX; 6Universitary
Hospital Leuven, Leuven, Vlaams-Brabant

8:00 AM - 8:15 AM
Objective: Direct femoral and carotid access is not possible
in fetuses, limiting options for prenatal treatment of high flow
life-threatening anomalies (Vein of Galen Malformation, sacro-
coccygeal teratoma). Direct fetal cardiac puncture is used for
intra-uterine transfusion and fetal valvuloplasty. We hypothe-
sized that direct cardiac catheterization would enable access to
the fetal arterial system for diagnosis/treatment. Aim: develop
a fetal sheep model to study feasibility and safety prior to human
trials.
Study Design: 5 ewes at 120 days’ gestation (30-week human
equivalent) with 8 fetuses, underwent laparotomy with uterine
exteriorization. Using ultrasound guidance (US) an 18G needle
was placed through the uterine wall into the fetal heart via the
apex of the left ventricle, and positioned under the aortic valve. A
glidewire was advanced into the aortic arch. The needle was
replaced with a 4F dilator. A 1.3F microcatheter was advanced
over the glidewire into the aortic arch, and under fluoroscopy to
(i) just proximal to the rete mirabile (vessel meshwork supplying
the Circle of Willis) via the common carotid and internal max-
illary arteries, or (ii) down the descending aorta to the femoral
artery. N-butylcyanoacrylate glue was then deposited occluding
the target vessel. Sacrifice occurred 30 minutes after occlusion
with CT and MRI assessment followed by autopsy (Fig1).

Results: All fetuses tolerated the procedure and survived 30
minutes. Intraoperative digital subtraction angiography and post-
mortem high-resolution CT showed on-target glue delivery in 7/8
(88%) cases. Postmortem MRI confirmed absence of focal brain
and pelvis/limb ischemia/hemorrhage (Fig2).
Conclusion: This study demonstrates, in fetal lambs, feasibil-
ity/safety of a new procedure using direct cardiac catheterization
(US guided) to access the arterial circulation in the brain and
pelvis (fluoroscopy guided). This paves theway for othermultiple-
method imaging guided procedures, including devascularization
of high-flow lesions, diagnostic blood sampling, biopsy, and
drug and cell delivery and represents a new space for fetal
research/therapy.

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, provided the original work is properly
cited.
© 2025 Society for Maternal-Fetal Medicine. Pregnancy published by Wiley Periodicals LLC on behalf of the Society for Maternal-Fetal Medicine.

Pregnancy, 2025; 1:e12020
https://doi.org/10.1002/pmf2.12020
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87 | Predicting Outcomes in Congenital Diaphragmatic
Hernia with Discordant Fetal MRI and Ultrasound
Prognostic Indices

Lamia A. Alamri1; Jason Gien1; Payton Moody1; Blair W.
Weikel2; Mariana Meyers1; Michael V. Zaretsky1; Sarkis C.
Derderian1; Henry L. Galan3
1University of Colorado, School of Medicine, Aurora, CO;
2University of Colorado, School of Medicine and Colorado Fetal
Care Center, Aurora, CO; 3University of Colorado, School of
Medicine, Children’s Hospital of Colorado, Aurora, CO

8:15 AM - 8:30 AM
Objective: Prognosis and management of prenatally diagnosed
congenital diaphragmatic hernia (CDH) is reliant on ultrasound
(US) observed-to-expected lung-to-head ratio (O/E LHR) and
MRI indices (percent predicted lung volume; PPLV). These
indices can conflict with one another (e.g. severe by MRI and
moderate by US, or vice versa), creating a clinical dilemma. Our
objective was to determinewhether discordant prognostic indices
are more predictive of a moderate or a severe case.
Study Design: This retrospective study included all severe and
moderate CDH cases managed at a single fetal care center from
2012-2023. Severe parameters were defined as a MRI PPLV <

15% and U/S O/E LHR value < 25%. Discordant MRI and US
indices (DIS) were defined as either one falling into the severe
category and the other into the moderate category, and they were
grouped together. Concordant Severe (CSev) and Concordant
Moderate (CMod) were defined as MRI and US both falling
into the severe or moderate category, respectively. The primary
outcome was extracorporeal membrane oxygenation (ECMO)
use. Categorical and continuous variables were compared using
chi-square or Fisher’s exact tests or Wilcoxon rank sum test
as appropriate. Differences between groups were assessed with
pair-wise comparisons and a Bonferroni correction (p< 0.017).
Results: Of 82 CDH cases, 27 were in the DIS group, 36 in the
CMod group and 19 in the CSev group. Primary and secondary
outcomes are shown in the Table 1a. ECMO use was similar for
DIS (78%) and CSev (95%) groups, and both were significantly
higher (Table 1b) than the CMod group (45%). Survival was
highest and mechanical ventilation was lowest in the CMod
group (Table 1 & Figure 1). Duration on ECMO and hospital
length of stay were similar among all groups.
Conclusion: Discordant prenatal MRI and US CDH indices can
lead to uncertainty and affect optimal patient counseling and
management. Our results suggest that MRI and US modalities
which show discordant CDH prognostic indices, predict a severe
CDH phenotype.
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88 | Tracking Twin Growth from Start to Finish in 3D

Jessica L. Gleason1; Zhen Chen2; Rajeshwari Sundaram2;
Kathryn A. Wagner3; Daniel He4; Wesley Lee5; Roger Newman6;
Seth Sherman7; Edward Chien8; Robert Gore-Langton7; Luis F.
Goncalves9; Katherine L. Grantz1
1Epidemiology Branch, NICHD-NIH, Bethesda, MD; 2National
Institute of Child Health and Human Development, Bethesda,
MD; 3Massachusetts College of Pharmacy and Health Sciences,
Boston, MA; 4The Prospective Group, Fairfax, VA; 5Baylor College
of Medicine, Houston, TX; 6Medical University of South Carolina,
Columbia, SC; 7The Emmes Company, Rockville, MD; 8Cleveland
Clinic, Cleveland, OH; 9Phoenix Children’s Hospital, Phoenix, AZ

8:30 AM - 8:45 AM
Objective: An emerging paradigm attributes 3rd trimester decel-
eration in fetal growth in uncomplicated twin pregnancies to
a normal evolutionary adaptive process rather than pathologic
growth restriction. However, long-term studies tracking child
growth are needed since growth restriction in singletons is
associated with increased risk for obesity and cardiometabolic
dysfunction later in life. Few such studies exist, and none
continue through adolescence or have evaluated fetal fat body
composition which may provide important insights.
Study Design: In the NICHD-Fetal 3D Study (n = 2919), we
compared marginal means of total, fat, and lean fractional thigh
volumes between twins and singletons between 15-37 weeks’ ges-
tation (wks) estimated from linear mixed models. Additionally,
in US and UK nationally representative prospective datasets (n
= 30,854), we similarly compared growth trajectories of twins
and singletons between 0-18 years (y) and estimated adjusted
risk ratios (aRR) of obesity overall and at different stages of
development, based on typical ages of puberty for boys and girls.
Results: In utero, twins had smaller thigh volumes beginning at
15 wks (difference= -0.12 cm3; 95% CI -0.16, -0.08) through 37 wks
(difference = -7.8 cm3; CI -11.9, -3.8), with 2.7-4.2% less thigh fat
(15-37 wks) and less lean tissue by 0.18-1.85 cm3 (23-37 wks) than
singletons (Figure 1). From birth through age 18y, twins never
catch up to singletons, remaining consistently 1 cm shorter, 1-2
kg lighter, and a lower BMI (Figure 2). Accordingly, twins’ risk of
obesity was 25% lower between age 3-18y; 27% lower (aRR = 0.73;
CI 0.54, 0.99) before puberty, 29% lower (aRR= 0.71; CI 0.51, 0.99)
during puberty, and 10% lower (aRR = 0.90; CI 0.55, 1.04) after
puberty.
Conclusion: Twins had proportionally less fat tissue accumu-
lation in utero compared to singletons starting at 15 weeks and
were not at an increased risk of childhood obesity. Rather,
twins had shorter stature and were thinner through age 18y.
Persistent differences in twin size across gestation and through
age 18y supports the concept of an early adaptive programming
mechanism.

89 | Proteomic Analysis of Monochorionic Pregnancies
with twin-to-twin Transfusion Syndrome and Selective
Fetal Growth Restriction

Jessian L. Munoz; Cara Buskmiller; Ahmed A. Nassr; Magdalena
Sanz Cortes; Michael A. Belfort; Roopali V. Donepudi
Texas Children’s Hospital and Baylor College of Medicine,
Houston, TX

8:45 AM - 9:00 AM
Objective: One third of monochorionic twin pregnancies
are complicated by twin-to-twin transfusion syndrome (TTTS)
and/or selective fetal growth restriction (sFGR). While standard
treatment of TTTS is fetoscopic laser photocoagulation (FLP),
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concomitant sFGR results in greater rates of fetal demise and
adverse pregnancy outcomes. Our objective was to character-
ize the molecular pathophysiology of TTTS, sFGR and the
relationship when both are present.
Study Design: This study was a prospective cohort analysis at
our Fetal Center from 2022-2024.Maternal plasma specimens and
amniotic fluid samples were collected from patients undergoing
FLP for TTTS with and without sFGR. Amniotic fluid total pro-
tein was assessed by Bradford assay and quantitative proteomic
pathway analysis was performed using the Luminex platform.
Maternal plasma proteins were then analyzed by ELISA to assess
for possible circulating biomarkers.
Results: Amniotic fluid specimens were analyzed from 36 sub-
jects (18 isolated TTTS and 18 TTTS + sFGR). No differences
were noted in gestational age of FLP. Proteomic analysis (figure 1)
showed significant downregulation of Fibroblast Growth Factor
(FGF-2, p = 0.02), Endoglin (Eng, p = 0.04) and Vascular
Endothelial Growth Factor C (VEGF-C, p = 0.01) in preg-
nancies complicated by TTTS with sFGR when compared to
isolated TTTS. No differences were noted in other vascular or
growth factors. Pathway interaction analysis revealed a linear
relationship among these proteins in neovascularization and cell
growth pathways. Maternal plasma proteomic analysis showed
no difference in protein expression among groups.
Conclusion: In this cohort of monochorionic pregnancies com-
plicated by TTTS and TTTS with sFGR, the pro-vascular and
pro-growth pathway of FGF-2/Endoglin/VEGF was significantly
downregulated, suggesting these may contribute to the sFGR
pathology beyond TTTS. These findings were limited to the
amniotic cavity and not identified in maternal circulation. Fur-
ther research on the downstream molecular mechanism of this
proteomic pathway may provide additional targets to assess and
treat underlying pathology.

90 | Chronotropic Rescue Prior to Cord Clamping in Fetal
Complete AV Block and Severe Bradycardia

Samantha Holmes1; Emily Bucholz1; Camila
Londono-Obregon1; Jason Gien1; Nicholas Behrendt1; Michael V.
Zaretsky1; Henry L. Galan2; Bettina Cuneo3
1University of Colorado, School of Medicine, Aurora, CO;
2University of Colorado, School of Medicine, Children’s Hospital of
Colorado, Aurora, CO; 3University of Arizona, Tucson, AZ

9:00 AM - 9:15 AM
Objective: Fetal complete AV block (CAVB) occurs in 2% of
pregnancies with Anti-Ro antibodies or inherited arrhythmias.

Only about 10% have a ventricular (V) rate of < 50 beats per
minute (bpm) but case mortality rate is 42%. We hypothesized
that survival of fetal CAVB with V ≤52 bpm prior to delivery
would improve with chronotropic rescue using epinephrine (epi)
or ventricular pacing at or after cesarean delivery and prior to cord
clamping.
Study Design: Single center retrospective series of fetal CAVB
divided into 2 groups based on V rate at time of delivery.
Group 1 consists of V rates > 52bpm receiving standard delivery
room (DR) resuscitation at delivery. Group 2 consists of V rates
≤52 bpm receiving either standard resuscitation or chronotropic
rescue prior to cord clamping and delivery. Maternal, fetal and
neonatalmedical records and echocardiogramswere reviewed for
atrial/ventricular rates, cardiac function and survival or demise.
We calculated median for both groups.
Results: From 2013-2024, 19 fetal CAVB subjects (10 in group
1, 9 in group 2), 18 with maternal Anti-Ro antibodies and one
with an inherited arrhythmia, were delivered (Figure 1). Group
two delivered and presented at an earlier gestational age (GA),
had lower V rates at presentation and received more in utero
terbutaline than in group one. All in group one survived after
standard DR resuscitation. In group 2a, three died after standard
DR resuscitation and pacing within 30 minutes of birth because
of pulseless electrical activity: their V rates decreased 50 (39-51)
bpm and cardiac function became severely depressed after cord
clamping. In group 2b, 6/6 survived after receiving high dose
epinephrine (n = 5) or EXIT to pacing prior to cord clamping (n
= 1); their V rate increased 63 (57-70) bpm and cardiac function
was normal after cord clamping (Figure 2). All with chronotropic
rescue were successfully paced at < 6 hours.
Conclusion: Chronotropic rescue prior to cord clamping may
improve survival by increasing V rate and maintaining cardiac
function in CAVB with ventricular rates ≤52 bpm and a history
of in utero terbutaline treatment.
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91 | Impact of a Synthetic Amniotic Fluid Upon Fetal Lung
Development

Stephanie Finoti1; Braxton Forde2; Samuel Martin3; Marc Oria1;
Jose L. Peiro4
1University of Cincinnati, Cincinnati, OH; 2University of
Cincinnati College of Medicine, Cincinnati, OH; 3Cincinnati
Children’s Hospital Medical Center, Cincinnati, OH; 4Cincinnati
Children’s Fetal Care Center, Cincinnati, OH

9:15 AM - 9:30 AM
Objective: Serial amnioinfusions in the setting of anyhydramnios
seek to promote fetal lung development, however these proce-
dures can be fraught with complications, and the fluid infused
(Normal Saline-NS or Lactated Ringer’s-LR) is not designed for
the in-utero environment. We previously designed a synthetic
amniotic fluid (Amnio-well - AW), which minimizes reactive
oxygen species damage to the amniotic membrane. Given the
interplay between the amniotic fluid and fetal lungs, we sought
to evaluate the impact of AW on fetal lung development.
Study Design: At E17.5, pregnant rats underwent laparotomy
to amniotic fluid replacement with either NS, LR, AW, or
AW plus epidermal and fibroblast growth factor (AW++), with
sham surgery as a control. Fetal lungs were harvested at E20.5.
Histology was evaluated by H&E staining, using morphome-
tric measurement of fractional airspace to estimate growth.
Gene expression for surfactant A, B, and C (SP-A, SP-B, SP-
C) was compared between groups via reverse transcriptase PCR
and immunofluorescence. Inflammatory gene panels were run
to identify patterns in abnormal inflammation in the various
treatment groups.
Results: Fetal lungs from NS and LR were noted to have
increased edema, macrophage infiltration, and decreased
airspace (p< 0.001) (Figure 1). When evaluating surfactant
expression, there was increased SP-B, SP-C expression with
AW relative to control, significantly decreased SP-A, SP-B,
SP-C expression with both NS and LR, and mildly decreased
SP-A, SP-B, SP-C with AW++ (Figure 2). Inflammatory gene
profiling revealed marked alterations in histamines, annexins,
phospholipase, and immune cell recruitment in NS and LR,
indicating abnormal cell membrane integrity (Figure 2). The
closest profile to control was AW, with altered gene expression in

10/94 genes (9 upregulated, 1 downregulated), vs 41 genes with
NS (22 up, 19 down), 33 with LR (14 up, 19 down), and 12 with
AW++ (10 up, 2 down).
Conclusion: A synthetic amniotic fluid leads to decreased
lung inflammatory profiles and improved surfactant expres-
sion compared to commercially available fluids when used for
amnioinfusion.

92 | Effect of Very Preterm Delivery on Outcomes
Following in-Utero Spina Bifida Repair

Michael V. Zaretsky1; Virginia Lijewski1; Jagruti Anadkat2; Kelly
A. Bennett3; Yair J. Blumenfeld4; Christopher Q. Buchanan5;
Caitlin M. Clifford6; Timothy Crombleholme7; Samer Elbabaa8;
Stephen P. Emery9; William H. Goodnight10; Hanmin Lee11;
Joseph B. Lillegard12; Foong-Yen Lim13; Francois Luks14; Jena L.
Miller15; Ueli Moehrlen16; Julie Moldenhauer17; Anita J.
Moon-Grady11; Mauro Schenone18; Aimen F. Shaaban19; KuoJen
Tsao20; Tim Van Mieghem21; Amy J. Wagner22; On behalf of the
fMMC Consortium sponsored by NAFTNet
1University of Colorado, School of Medicine, Aurora, CO;
2Washington University School of Medicine, St. Louis, MO;
3Vanderbilt University Medical Center, Nashville, TN; 4Children’s
Hospital at Stanford, Palo Alto, CA; 5St. Louis Fetal Care Institute,
St. Louis, MO; 6University of Michigan Medical Center, Ann Arbor,
MI; 7Connecticut Children’s Fetal Care Center, Hartford, CT;
8Orlando Health Arnold Palmer Hospital for Children, Orlando,
FL; 9University of Pittsburgh, Pittsburgh, PA; 10University of North
Carolina at Chapel Hill, Chapel Hill, NC; 11University of
California, San Francisco, San Francisco, CA; 12Midwest Fetal
Care Center, Minneapolis, MN; 13Cincinnati Children’s Hospital,
Cincinatti, OH; 14Fetal Treatment Program of New England,
Providence, RI; 15Johns Hopkins Medicine, Baltimore, MD;
16Children’s Hospital Zurich, Zurich; 17Children’s Hospital of
Philadelphia, Philadelphia, PA; 18Mayo Clinic, Rochester, MN;
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19Chicago Institute for Fetal Health, Chicago, IL; 20McGovern
Medical School at the University of Texas Health Science Center at
Houston (UTHealth) University of Texas Health Science Center,
Houston, TX; 21Mount Sinai Hospital and University of Toronto,
Toronto, ON; 22Children’s Hospital of Wisconsin Fetal Concerns
Center, Milwaukee, WI

9:30 AM - 9:45 AM
Objective: In-utero fetal spina bifida repair decreases the risk
for ventriculoperitoneal shunt (VP shunt) placement, reverses
hindbrain herniation, and improvesmotor functionwith a higher
likelihood of independent ambulation. The goal of this project
was to assess pregnancy and neonatal outcomes among individ-
uals who delivered very preterm (< 30 weeks of gestation (wk))
from the fMMC Consortium Registry sponsored by the North
American Fetal Therapy Network (NAFTNet).
Study Design: The NAFTNet fMMC registry includes prospec-
tively collected data from 2011 to 2024. Three cohorts of patients
were categorized by gestational age (GA) of delivery and com-
pared: < 30 wk, 30-34 wk, and > 34 wk. Comparisons between
groups for maternal and delivery outcomes were completed for
the entire cohort and then analyzed for those with available
shunt data. Chi-square or Fisher’s exact tests were used to
compare categorical variables, andKruskal-Wallis tests were used
to compare continuous variables. p-values< 0.05were considered
significant.
Results: A total of 1,213 patients were available for analysis (< 30
wk n = 111, 30-34 wk n = 323, >34 wk n = 779). Overall mortality
was 2.2%, 85% of which occurred in the < 30 wk cohort (Table 1)
in which perinatal mortality was 21%. Latency from fetal surgery
to delivery averaged 2.6 wks for the < 30 wk group. Rates of
abruption, chorioamnionitis, and spontaneous labor were higher
compared to later GA cohorts. Neonatal morbidity was also
significantly higher for sepsis, apnea, respiratory distress, patent
ductus arteriosus, and periventricular leukomalacia in the < 30
wk cohort. VP shunt datawas available for 677 patients (< 30wk n
= 53, 30-34wkn= 186,>34wkn= 438). A similar rate of VP shunt
placement was seen between GA groups (Table 2).
Conclusion: Very preterm birth following in-utero spina bifida
repair results in significant perinatal mortality and neonatal
morbidity. Despite very preterm birth, the reduction in VP shunt
rates, a benefit of in utero repair, appears to be preserved. Further
data is required to analyze the impact on ambulation and
developmental outcomes.

93 | In-Utero Ventriculosubgaleal Shunt Placement - a
Fetal LambModel of Induced Hydrocephalus

Shohra Qaderi1; Weston Northam1; Soner Duru2; Eyal Krispin3;
Syril James4; Jose L. Peiro5; Braxton Forde6; Hamidreza
Forourtan7; Ramen H. Chmait8; Scott A. Shainker9; Cassandra
R. Duffy9; Nikan Zargarzadeh1; Ali Javinani1; Arthur Nedder10;
Brittany Pattison10; lana Vasung10; Ryne A. Didier10; Michaela K.
Farber11; Sebastian Seifert12; Darren B. Orbach10; P. Ellen Grant10;
Benjamin C. Warf10; Yves Ville13; Alireza A. Shamshirsaz14
1Boston Children’s Hospital, Harvard Medical School, Boston,
MA; 2Cincinnati Children’s Hospital, Cincinnati, OH; 3Harvard
Medical School, Boston, MA; 4Hôpital Necker-Enfants Malades,
Paris, Ile-de-France; 5Cincinnati Children’s Fetal Care Center,
Cincinnati, OH; 6University of Cincinnati College of Medicine,
Cincinnati, OH; 7Laparoscopy research center, Shiraz, Fars; 8Keck
School of Medicine, University of Southern California, Los
Angeles, CA; 9Beth Israel Deaconess Medical Center, Boston, MA;
10BCH, Boston, MA; 11BWH, Boston, MA; 12Brigham &Women’s
Hospital, Boston, MA; 13University and Necker-Enfants Malades
Hospital, Paris, Ile-de-France; 14Boston Children’s Hospital,
Brigham and Women’s Hospital, Beth Israel Deaconess Medical
Center, Harvard Medical School, Boston, MA

9:45 AM - 10:00 AM
Objective: Irreversible brain damage due to congenital hydro-
cephalusmay be improvedwith prenatal intervention.While ven-
triculosubgaleal shunting (VSGS) is commonly performed post-
natally in premature infants, in-utero placement is unexplored.
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For the first time, we evaluate the feasibility of VSGS in-utero
using a lamb model.
Study Design: Hydrocephalus was induced in 14 fetal lambs
by injecting 1.5 mL of BioGlue R© into the cisterna magna (Fig
1a-1d) between days 80-90 of gestation. Ten to 16 days later, ultra-
sound was performed to confirm hydrocephalus. Afterward,
VSGSwas placed by creating a subgaleal pocket (Fig 1e), inserting
a standard ventricular catheter (Fig 1f), tunnelling under the
scalp (Fig 1g), and securing with a silk suture (Fig 1h), with
the other end in a lateral ventricle (Fig 1i). Near term, the ewes
were sacrificed. Hysterotomywas performed to extract the lambs.
Lambs were evaluated through gross inspection, and postmortem
MRI was performed. Neuropathology is pending.
Results: Ten ewes with 14 fetuses underwent hydrocephalus
induction (median 86 days) by either hysterotomy (2/14) or
transuterine (12/14) methods. Two fetuses were macerated, but
hydrocephalus was confirmed in 11/12 surviving fetuses (3 severe,
4 moderates, 4 mild). A VSGS was successfully placed in all 12
(median 104 days) (Fig 1e-1h). One with severe hydrocephalus
died after the procedure, 3 were aborted and 1 was macerated at
hysterotomy. All 7/14 lambs that survived to near term showed
scalp healing (Fig 1l). All 7 VSGS remained under the scalp
without migration (Fig 1j-1k) (Table 1). Postmortem MRI showed
improved hydrocephalus in 4/7 cases (Table 1).
Conclusion: Prenatal placement of VSGS proved feasible in this
animal model. The procedure resulted in a 50% fetal loss, which
may be due to procedural factors or stress from repeated pro-
cedures. Improved hydrocephalus occurred in 57% of survivors.
To improve success, future studies will investigate the efficacy
and safety of VSGS using less invasive approaches, including
fetoscopic placement of VSGS.

94 | Role of Placental Superficial Anastomoses in
Twin-Twin Transfusion Syndrome (TTTS)

Ramen H. Chmait1; Lisa M. Korst2; Arlyn Llanes1; Kristine R.
Rallo1; Andrew H. Chon3; Martha A. Monson4; Ruben A.
Quintero5
1Keck School of Medicine, University of Southern California, Los
Angeles, CA; 2Childbirth Research Associates, North Hollywood,
CA; 3Oregon Health & Science University, Portland, OR;
4Intermountain Healthcare, University of Utah Health, Salt Lake
City, UT; 5The Fetal Institute, USFETUS Research Consortium,
Miami, FL

10:00 AM - 10:15 AM
Objective: To test whether the type and number of superficial
anastomoses [arterio-arterial (AA) and veno-venous (VV)] were
associated with twin survival.
Study Design: This is a post hoc analysis of data collected in the
Sequential Trial, a randomized controlled trial (RCT) comparing
the sequential and selective laser techniques for TTTS patients
at 16-26 gestational weeks. Patients received either the original
(selective) or a modified selective (sequential) laser surgery, in
which arteriovenous (AV) anastomoses with unidirectional blood
flow from donor to recipient are laser-ablated first, followed
by ablation of AV anastomoses from recipient to donor. This
theoretically allows for a net intraoperative blood transfer from
the hypervolemic recipient to the hypovolemic donor twin. Those
with only 1 AA (AA-1) vs 2 or more AA (AA-2) were identified,
and we tested for association for twin survival at birth.
Results: Of 642 patients in the RCT, 466 (72.6%) had AV anas-
tomoses only (donor survival 90.3%) and 176 (27.4%) had both AV
and superficial anastomoses (donor survival 70.5%) (P< .0001). Of
the 176 with superficial anastomoses, 112 (63.6%) had AA only, 40
(22.7%) had both AA and VV, and 24 (13.6%) had VV only. For
the 152 patients who had at least 1 AA, donor survival differed
based on type and number of superficial anastomoses (Figure).
In logistic regression models for donor survival controlling for
surgical technique, donor critical abnormal Dopplers, and donor
middle cerebral artery peak systolic velocity multiples of the
median >1.5, patients with AA-2 vs AA-1 were less likely to
have donor survival (OR 0.26 [0.08-0.81], P = .0206). Specifically,
patients with 2 or more AA and no VV were at risk (Table).
The presence of fetal growth restrictionwas non-contributory. No
differences in recipient survival were noted.
Conclusion: The type and number of superficial anastomoses
was associated with donor but not recipient twin survival after
laser surgery for TTTS. Poor donor twin survival was associated
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with presence ofAA, particularly in cases lacking a corresponding
VV.
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95 | Prevention Of Methamphetamine Use among
Postpartum People (PROMPT): A Pilot Randomized
Controlled Trial

Marcela C. Smid1; Jasmin E. Charles1; Amanda A. Allshouse2;
Stephanie Castro1; Grace Humiston1; Elysha Cash2; Adam G.
Gordon2; Kristi Carlston1; Marie Gibson1; Gerald Cochran1
1University of Utah Health, Salt Lake City, UT; 2University of
Utah, Salt Lake City, UT

8:00 AM - 8:15 AM
Objective: In the US, methamphetamine use disorder (MUD) is
a leading contributor to postpartum deaths. Our objective was to
determine feasibility, safety, and preliminary estimate of efficacy
of oral micronized progesterone, a neurosteroid with effects
on reward-reinforcement brain circuitry, to reduce postpartum
methamphetamine use (MU).
Study Design: We conducted a double-blind, randomized con-
trolled trial of people with MUD within 12 weeks postpar-
tum comparing oral micronized progesterone to placebo. We
excluded those with MU within 4 weeks of enrollment, severe
depression/anxiety symptoms or suicidality at screening, taking
sedating medications, or < 2 weeks medication for opioid use
disorder (MOUD). Block randomization occurred 1:1 stratified
for opioid use disorder (OUD). Weekly study visits assessed
MU, defined as self-reported MU or positive urine toxicology,
and MU craving. The primary outcome was feasibility, defined
as enrollment of 80% planned sample (n = 32/40). Safety was
assessed by number of adverse events (AEs) between treatment
arms. Preliminary estimate of efficacy was determined by MU
and craving scores. Logistic regression accounting for time was
used to assess change in craving scores by arms, adjusting for
confounders.
Results: From November 2021 to January 2024, 253 individuals
were screened and 34/46 eligible individuals enrolled and ran-
domized (74%) with 88% retention. At baseline, demographics
and craving scores were similar between arms (Table 1). AEs
did not differ by arm. For MU, there was no difference between
groups by intent to treat (11% vs 0%, p = 0.49) or as treated (6% vs
6%, p = 0.99). Craving reduced for both arms, with a larger, but

not significant, decrease in progesterone group (Table 2, Model
1). There was a significant interaction by OUD or MOUD, with
progesterone increasing cravings for thosewithoutOUDandwith
OUD taking buprenorphine but reducing cravings for those with
OUD taking methadone (Models 5, 6).
Conclusion: Promising results of this feasibility and safety trial
inform the design of a multi-center trial of progesterone for
prevention of postpartum MU.

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, provided the original work is properly
cited.
© 2025 Society for Maternal-Fetal Medicine. Pregnancy published by Wiley Periodicals LLC on behalf of the Society for Maternal-Fetal Medicine.

Pregnancy, 2025; 1:e12022
https://doi.org/10.1002/pmf2.12022
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96 | Postpartum VTE risk by CHA2DS2-VASc Score in
Patients with Atrial Fibrillation or Flutter During
Pregnancy

Virginia Y. Watkins1; Miriam L. Estin2; Sarah C. Snow1; Cary C.
Ward1; Marie-Louise Meng1; Jerome J. Federspiel1
1Duke University School of Medicine, Durham, NC; 2Duke
university School of Medicine, Durham, NC

8:15 AM - 8:30 AM
Objective: In nonpregnant individuals with atrial fibrillation
(AF) or flutter (AFL), the CHA2DS2-VASc score guides candidacy
for anticoagulation (AC), with AC commonly recommended
for a score >2. Whether the CHA2DS2-VASc score can guide
AC candidacy in pregnant populations with AF/AFL is unclear.
In this study, we determined whether rates of postpartum venous
thromboembolism (VTE), transient ischemic attack (TIA), and
cerebrovascular accident (CVA) among patients with a history of
AF/AFL differ based on CHA2DS2-VASc < 2 and >2.
Study Design: This retrospective cohort study used the 2016-
2021 National Readmissions Database to identify patients with
a diagnosis of AF/AFL on delivery hospitalization encounter.
The primary outcomewas rates of VTE/TIA/CVA during delivery
hospitalization or within 42 days following hospital discharge.
Secondary outcomes included rates of severe maternal morbidity
(SMM) and cardiovascular-related SMM. CHA2DS2-VASc scores
were calculated for each patient at the index hospitalization
and scores compared as < 2 and >2. After adjusting for facility
characteristics and obesity, weighted logistic regression analyses
were used to produce relationships between groups.
Results: The cohort consisted of 3,574 delivery hospitalizations
with AF/AFL, corresponding to a national estimate of 6,816. Of
those, 5,178 (76.0%) had a CHA2DS2-VASc < 2 and 1,638 (24.0%)
had a CHA2DS2-VASc >2. After adjusting for facility and patient
characteristics, patients with a CHA2DS2-VASc >2 were more
likely to experience an acute VTE/TIA/CVA (3.9% vs 1.5%, aOR
2.09 [1.17, 3.73]), SMM (23.5% vs 11.4%, aOR 2.00 [1.59, 2.51]),
and pulmonary edema or acute heart failure (11.4% vs 1.3%,
aOR 7.56 [4.85, 11.78]). No association was observed between
CHA2DS2-VASc score and conversion of cardiac rhythm or shock.

Conclusion: Pregnant patients with a history of AF/AFL and
a CHA2DS2-VASc score >2 are significantly more likely to
experience a VTE/TIA/CVA following delivery than those with
a CHA2DS2-VASc < 2. CHA2DS2-VASc score at delivery should
be considered when determining appropriate candidates for
postpartum VTE prophylaxis.

97 | A Technology Enabled Solution for Perinatal Mental
Health Collaborative Care Models: A Randomized
Controlled Trial

Emily S. Miller1; David Mohr2; Dinah Williams3; Melissa
Shikany2; Tracy Walsh2; Nathan W. Winquist2; Zara Mir2;
Elizabeth L. Gray2; Shannon R. Smith2; Charles Krause2; Lara
M. Baez2; Madhu C. Reddy4
1Women & Infants Hospital of Rhode Island and Alpert Medical
School of Brown University, Providence, RI; 2Northwestern
University Feinberg School of Medicine, Chicago, IL; 3Women and
Infants Hospital of Rhode Island, Providence, RI; 4University of
California, Irvine, Irvine, CA

8:30 AM - 8:45 AM
Objective: Myriad barriers obfuscate optimal care for perinatal
mood and anxiety disorders (PMADs). Collaborative care models
(CCMs) integrate mental health into primary care. While CCM
offer a promising approach to improving PMAD care, imple-
mentation challenges persist, suggesting a need for innovative
solutions such as technology-enabled services (TES) to optimize
care delivery.
Study Design: Randomized controlled trial (RCT) comparing
the impact of a TES to treatment as usual within a CCM on
PMAD symptoms. The TES included a cognitive behavioral
therapy skills-based mobile app adapted to the perinatal context
with adjunctive SMS-based coaching. Individuals were eligible
to participate in the RCT if they were pregnant or within 3
months postpartum, experiencing ongoing symptoms of PMADs,
enrolled in a CCM, and owned a smart phone. The primary
and principal secondary outcomes were depression (PHQ9) and
anxiety (GAD7) symptoms, respectively, measured serially over
the 12-week intervention. PMAD symptom trajectories were
analyzed via generalized linear mixed modeling and as symp-
tom response (50% reduction in symptoms from baseline) and
remission (PHQ9 and GAD7 < 4). Satisfaction and engagement
with the TES were measured using the Satisfaction Index-Mental
Health and TWente Engagement with Ehealth Technologies
Scale, respectively.
Results: Of the 75 women enrolled, 38 were randomized to the
TES. Depression [β = -0.24 (95% CI -0.45, -0.03)] and anxiety
[β = -0.24 (95% CI -0.46, -0.03)] symptom improvement were
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identified in the total study sample, but no differences were
observed between groups in depression [β = -0.06 (95% CI -0.06,
0.17)] or anxiety [β= -0.06 (95% CI -0.30, 0.19)] symptoms (Figure
1). Response and remission analyses identified no differences
across groups (Table 1). Satisfaction was high but not different
between groups whereas participant engagement was higher in
the TES group at the mid-point evaluation.
Conclusion: Utilization of a TES to support CCM implemen-
tation led to increased engagement in perinatal mental health
care but did not result in significant improvements in PMAD
symptoms.

98 | Risk of Severe Maternal Morbidity Among Pregnant
People with Colorectal Cancer using a Population
Database

Shriddha Nayak1; Kristin C. Darwin2; Arthur J. Vaught2; Marika
Toscano1
1Johns Hopkins University, School of Medicine, Baltimore, MD;
2Johns Hopkins University, Baltimore, MD

8:45 AM - 9:00 AM
Objective: Colorectal cancer is among the top three leading
causes of new cancer diagnosis as well as cancer death for females

in the United States. The purpose of this study was to determine
the odds of severe maternal morbidity (SMM) in patients with
colorectal cancer in pregnancy using TriNetX, a research network
containing real-time data from 93 health care organizations and
> 131 million patients.
Study Design: This retrospective cohort study queried TriNetX
from inception to 8/2024 for subjects 12-55 years with a pregnancy
diagnosis. Two cohorts were derived: (1) individuals with an
active diagnosis of colorectal cancer 1 year prior to, or up to 1
month after, first instance of pregnancy and (2) those without a
history of any cancer type in pregnancy. Cohorts were propensity
scorematched 1:1 by demographics and comorbidities by TriNetX
built-in analysis tools. SMM was defined as CDC’s 21 indicators
and corresponding ICD-10 codes. The primary outcome was odds
ratio (OR) between cohorts of composite SMM occurring up to 1
year after first instance of pregnancy. Secondary outcomes were
odds of individual indicators of SMM.All statistical analyses were
conducted in the TriNetX platform.
Results: After propensity score matching, 7570 individuals were
included in each cohort (Table). Subjects with colorectal cancer
in pregnancy had significantly higher odds of composite SMM
with OR 4.43 (95% confidence interval (CI) 3.77-5.22, p< 0.001)
compared to those without cancer history in pregnancy. The odds
of disseminated intravascular coagulation (DIC) were highest
(OR 4.29, 95% CI 3.38-5.43), followed by acute respiratory distress
syndrome (ARDS) (OR 3.73, 95% CI 3.12-4.46) and hysterectomy
(OR 3.03, 95% CI 1.66-5.56).
Conclusion: Patients with colorectal cancer in pregnancy have
more than four-fold increased odds of composite SMM compared
to those without cancer history, with considerably higher risk of
DIC, ARDS and hysterectomy.

99 | Impact of Breastfeeding on Estimated Risk of
Postpartum Cardiovascular Disease

Christine P. Field1; William A. Grobman1; Jiqiang Wu1; Anna
Palatnik2; Mark B. Landon1; Denise Scholtens3; William Lowe3;
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Nilay S. Shah4; Jami Josefson3; Sadiya S. Khan5; Kartik K.
Venkatesh1
1The Ohio State University, Columbus, OH; 2Medical College of
Wisconsin, Milwaukee, WI; 3Northwestern University,
Northwestern University/Chicago, IL; 4Northwestern University,
Chicago, IL; 5Northwestern University Feinberg School of
Medicine, Chicago, IL

9:00 AM - 9:15 AM
Objective: To determine whether breastfeeding is associated
with the estimated risk of long-term atherosclerotic cardiovascu-
lar disease (ASCVD) as assessed 10-14 years after delivery.
Study Design: This is a secondary analysis of the prospec-
tive Hyperglycemia and Adverse Pregnancy Outcome Follow-
up Study (HAPO FUS). The exposure was any breastfeeding
(yes/no). The primary outcomes were estimated ASCVD risk
(composite of fatal and non-fatal coronary heart disease and
stroke) over the subsequent 10- and 30-year time periods mea-
sured separately. The Framingham Risk Score was used to
calculate ASCVD risk 10-14 years after delivery. ASCVD risk
was calculated as a continuous percentage. Multivariable linear
regressionmodels were used and adjusted for baseline covariates:
field center, age, BMI, height, smoking and alcohol use, parity,
and time from delivery to ASCVD risk assessment. Secondarily,
we examined whether the association between breastfeeding and
ASCVD varied by gestational diabetes mellitus (GDM) status
(effect modification).
Results: Of 4,540 assessed individuals, the median age was
30.6 years at baseline. Over three-fourths (79.7%) of individuals
reported breastfeeding in this multi-site international cohort,
which did not vary by GDM status (79.5% vs 81.0%). At 10-14 years
after delivery (median 11.6 years), individuals who had breastfed
had a lower estimated risk of ASCVD over the subsequent 10
years (adj. Beta: -0.13; 95% CI: -0.25, -0.02) as well as over the
subsequent 30 years (adj. Beta: -0.36; 95% CI: -0.66, -0.05). The
association between breastfeeding and estimated ASCVD risk
varied significantly by GDM status (interaction p< 0.01): the
protective effect of breastfeeding for estimated ASCVD risk was
over 5-fold greater for individuals with GDM (TABLE).
Conclusion: Individuals who breastfed-and particularly those
with prior GDM-had a lower estimated risk of long-term ASCVD.
These findings suggest the beneficial impact of breastfeeding
for long-term maternal cardiovascular health, especially among
those with GDM.

100 | Intravenous Ferumoxytol versus Oral Ferrous Sulfate
for Iron-Deficiency Anemia in Pregnancy: A Randomized
Controlled Trial

Irogue I. Igbinosa; Stephanie A. Leonard; Ijeoma Iweakogwu;
Elizabeth B. Sherwin; Caroline Berube; Deirdre J. Lyell
Stanford University, Palo Alto, CA

9:15 AM - 9:30 AM
Objective: Iron deficiency anemia (IDA) affects 1 in 10 preg-
nancies in the U.S. and contributes to maternal and neonatal
morbidity. However, the most effective route for iron supple-
mentation in pregnancy is debated. Our objective was to assess
the effectiveness of intravenous (IV) ferumoxytol vs. oral fer-
rous sulfate on hemoglobin (Hb) for the treatment of IDA in
pregnancy.
Study Design: We conducted a randomized controlled trial of
IV ferumoxytol vs. oral ferrous sulfate. Pregnant women 24-
34 weeks’ gestation with IDA (ferritin < 30ng/dL or transferrin
saturation < 20%, and Hb < 11g/dL) were eligible; hereditary
anemias or malabsorptive disorders were excluded. Patients were
computer block randomized: 1) Hb 9-10.9 g/dL received either
Ferumoxytol (510mg) or ferrous sulfate (325mg); 2) Hb 7-8.9g/dL
received Ferumoxytol (1020mg) or ferrous sulfate (650mg). The
primary outcome was change in Hb from enrollment to week 4.
We estimated that 80 patients were needed, assuming an effect
size of 0.5 g/dL, 90% power, 5% type I error rate, and loss to follow-
up rate of 20%. Secondary outcomes included change in Hb by
8 weeks, anemia resolution, and postpartum Hb. Intention-to-
treat (ITT) analyses were conducted using Wilcoxon rank sum
and Fisher’s exact tests.
Results: Of the 80 enrolled patients, 40 were randomized to
oral ferrous sulfate and 40 to IV ferumoxytol. Except for the
distribution of BMI categories, baseline characteristics were
similar between groups (Table 1). Treatment with IV ferumoxytol
resulted in a greater change in Hb at a 4-week follow-up than
oral ferrous sulfate (median 1.05 (Q1-Q3 0.68-1.70) vs 0.40 (Q1-Q3
0.10-0.80), p< 0.001) (Table 2). The IV ferumoxytol group also had
greater change at 8 weeks (median 1.80 (Q1-Q3 1.23-2.48) vs 0.70
(Q1-Q3 0.20-1.28), p< 0.001), greater anemia resolution (37/40
(93%) vs. 26/40 (65%), p = 0.005), and postpartum Hb (median
10.25 (Q1-Q3 9.28-10.90) vs 9.65 (Q1-Q3 8.85-10.05), p = 0.013)
(Table 2).
Conclusion: Treatment of IDA with IV ferumoxytol improved
hemoglobin at delivery and reduced the prevalence of anemia to
a greater extent than oral ferrous sulfate.
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101 | Neurodevelopmental Outcomes of 3-year-old
Children of Mothers with SARS-CoV-2 Infection in
Pregnancy

Lydia L. Shook; Victor Castro; Laura Ibanez-Pintor; Roy H.
Perlis; Andrea G. Edlow
Massachusetts General Hospital, Boston, MA

9:30 AM - 9:45 AM
Objective: Large epidemiologic studies have demonstrated an
increased risk for neurodevelopmental diagnoses (ND) after
maternal viral infection in pregnancy. We previously reported
an increased risk of ND in offspring exposed to SARS-CoV-2
in utero up to 18 months after birth. We sought to determine
whether increased risk of offspringNDaftermaternal SARS-CoV-
2 infection persisted at 3 years of age.
Study Design: Retrospective cohort study of live offspring of all
mothers who delivered between March 1, 2020 and May 31, 2021
at 8 hospitals across 2 health systems inMassachusetts. The expo-
sure of interest is a positive SARS-CoV-2 PCR during pregnancy.

The primary outcome is electronic health record documentation
of one or more ICD-10 diagnostic codes corresponding to ND in
offspring. Linear regression models were constructed adjusting
for race/ethnicity, insurance status, hospital type, maternal age,
and preterm birth.
Results: The cohort included 18,124 live births including 861
(4.8%) with maternal SARS-CoV-2 in pregnancy-Table 1. In
regression models, maternal SARS-CoV-2 was associated with
a statistically significant elevation in risk for offspring ND at 3
years (139/861 [16.1%] exposed vs 1653/17,263 [9.6%] unexposed);
adjusted odds ratio (aOR) 1.30 [95% CI 1.06-1.58]; P = .01 - Figure
1. The most common NDs were speech/language and motor
function disorders. In sex-stratified models, effects were larger in
males (aOR 1.38 [1.06-1.77]; p = .01) compared to females (aOR
1.20 [0.86-1.64]; p= .3). Effect was larger in 3rd-trimester exposure
(aOR 1.36 [1.06-1.71]; p = .01) vs 1st and 2nd trimester exposures
(aOR 1.15 [0.83-1.58]; p = .38).
Conclusion: In this large cohort, maternal SARS-CoV-2 infec-
tion was associated with significantly increased risk for ND
among 3-year-old children, with a stronger impact on male
compared to female offspring and greater effects noted after
3rd-trimester exposure. Larger cohorts and longer-term follow-
up with more ND accrued will be required to reliably estimate
risk and examine impact of trimester of infection and prior
vaccination.
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102 | Maternal Gestational Weight Gain in GLP-1 Agonist
Exposed and Unexposed Patients

Nishita Pondugula1; Jennifer F. Culhane1; Lisbet S. Lundsberg1;
Caitlin Partridge1; Audrey A. Merriam2

1Yale School of Medicine, New Haven, CT; 2Yale New Haven
Hospital, New Haven, CT

9:45 AM - 10:00 AM
Objective: To understand the effect of GLP-1 agonist use in the
year prior to conception on gestational weight gain (GWG).
Study Design: All patients delivering between 2014-2024 with
evidence of GLP-1 exposure in the year prior to conception
were identified through electronic medical record (EMR) query
with hand review to confirm exposure. GLP-1 exposed patients
were classified by indication for GLP-1: 1) pregestational diabetes
mellitus (PGDM) or 2) weight management (WM) for increased
body mass index (BMI). Control groups for each indication
cohort were identified from 2021-2022 delivery EMR data. PGDM
controls were patients with pregestational DM1 or DM2managed
with medication other than GLP-1 agonist in the year prior to
conception. WM controls were a stratified random sample of
patients without PGDM not on antihyperglycemic medication in
the year prior to conception with BMIs between 30 < 40 kg/m2

(n = 100) and ≥40 kg/m2 (n = 100). Demographic and clinical
characteristics and obstetrical outcomes were compared. Logistic
regression was employed to assess the crude (OR) and adjusted
odds ratios (aOR) for GWG controlling for covariates significant
in bivariate tests at < 0.05.
Results: 246 patients had GLP-1 exposure in the year prior to
conception. Of these, 104 were exposed for PGDM and 142 for
WM. 175 PGDM controls were identified from the two years
of EMR data interrogated. Random sampling yielded 200 WM
controls.
Bivariate tests for race/ethnicity, pre-pregnancy BMI, and chronic
hypertension identified significant differences between exposed
and unexposed patients in the PGDM cohort. For the WM
cohort, exposed and unexposed patients had significant dif-
ferences in PCOS diagnosis, gestational weight gain, and HDP.
Within the PGDM group, GLP-1 agonist exposure did not sig-
nificantly affect GWG (Table 2). Those exposed to a GLP-1 in
the WM cohort had significantly decreased risk of GWG below
recommendations (aOR = 1.32 (0.71-2.48)).
Conclusion: GLP-1 agonist use in the year prior to concep-
tion decreases risk of GWG under recommendations, which
may reflect rebound weight gain during pregnancy after GLP-1
cessation.

103 | Placental Pathology Findings by Timing and Amount
of Maternal Cannabis Exposure

Shilpa S. Tummala1; Amanda A. Allshouse2; Gwendolyn A.
McMillin1; Jessica M. Comstock2; Elizabeth S. Doughty2; Robert
M. Silver2; Torri D. Metz2
1University of Utah Health, Salt Lake City, UT; 2University of
Utah, Salt Lake City, UT

10:00 AM - 10:15 AM
Objective: We aimed to evaluate the association between the
timing and amount of maternal cannabis use and placental
abnormalities associated with insufficiency.
Study Design: We conducted a secondary analysis of individuals
enrolled in the nuMoM2b study. Maternal cannabis use was iden-
tified by urine immunoassay for delta-9-tetrahydrocannabinol
(THC-COOH) and confirmed by liquid chromatography-mass
spectrometry. Exposure was categorized as only 1st trimester or
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ongoing into 2nd or 3rd trimester. In a secondary analysis, cumu-
lative exposure was calculated using quantitative THC-COOH
values across serial urine samples. Outcomes for above-median
and below-median exposure were compared. The primary out-
come was a composite of maternal vascular malperfusion from
placental pathology, including retroplacental clot or hematoma,
infarction, accelerated villus maturation, syncytial knots, and
decidual hemorrhage. Secondary outcomes were fetoplacental
weight ratio, fetal vascularization, or chorioamnionitis. Mul-
tivariable modeling adjusted for maternal age, hypertension,
diabetes, and nicotine use.
Results: Placental pathology was available for 179 participants
who used cannabis. Of these, 73 (41%) had only 1st-trimester
exposure, and the rest had ongoing exposure. Maternal cannabis
use in late pregnancy compared with early was not associated
with pathologic findings of maternal vascular malperfusion
(Table). The median cumulative exposure to THC-COOH across
pregnancy was 332 ng/mL (Figure). Above-median cumulative
exposure was not associated with maternal malperfusion (Table).
There were no differences in secondary outcomes.
Conclusion: Maternal cannabis use in late pregnancy was not
associated with changes in placental vascularization suggestive
of insufficiency when compared with 1st-trimester use alone.
Differences in cumulative exposure to cannabis during pregnancy
maynot correlatewith abnormalities in placental vascularization.
Further studies are needed to understand the pathophysiology
underlyingmaternal cannabis exposure, placental pathology, and
fetal growth restriction.

104 | The Impact of a Facilitated Postpartum-to-Primary
Care Transition on Care Utilization within One Year
Postpartum

Arlin Delgado1; Pichliya Liang1; Tierra Bender1; Kaitlyn E.
James1; Alaka Ray1; Ishani Ganguli2; Jessica L. Cohen3; Mark A.
Clapp1
1Massachusetts General Hospital, Boston, MA; 2Brigham and
Women’s Hospital, Boston, MA; 3Harvard T.H. Chan School of
Public Health, Boston, MA

10:15 AM - 10:30 AM
Objective: Postpartum to primary care transitions are important
for individuals with ongoing care needs after pregnancy, but there
are many barriers to effective transitions in practice. This study’s
objective was to assess if an intervention, which increased PCP
visits within four months postpartum by 2-fold, had a sustained
impact on PCP visits and reduced unscheduled care utilization in
the first year postpartum.
Study Design: This was a planned secondary analysis of an
RCT of a behavior economics-informed intervention, including
default visit scheduling, nudge reminders, and tailored mes-
saging, designed to increase PCP engagement within 4 months
postpartum versus standard care. The primary outcome in this
secondary analysis was receiving an “annual exam” by a PCP
within 1 year postpartum. Other outcomes included visits for any
reason with a PCP, urgent care visits, and ED visits. Outcomes
were compared between the groups with chi-square testing. Odds
ratios with and without adjustment for original randomization
strata with robust standard errors were reported.
Results: 360 patients were randomized in the original trial
(176 control, 184 intervention). 75.4% had anxiety/depression,
19.5% had preexisting/gestational diabetes, and 16.1% had
chronic/pregnancy-related hypertension. Figure 1 shows the
outcome comparisons between the two groups. Table 1 lists
the unadjusted and adjusted odds and demonstrates that the
intervention increased all measures of PCP visits within the first
year postpartum, including an increased odds of 2.78 (95% CI
1.75, 4.40) for receipt of an annual exam by a PCP.
Conclusion: An intervention designed to facilitate the
postpartum-to-primary care transition among individuals
with chronic conditions resulted in higher rates of PCP visits
within the first year after delivery compared with standard care.
There were no differences in urgent care or ED visits, though the
comparisons may be underpowered. This relatively low-resource
intervention may be an effective strategy for transitioning
postpartum individuals’ care back to their PCP.
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105 | Maternal Anemia and Fetal Heart Rate Tracing
Abnormalities in Labor: Associated Neonatal and
Maternal Outcomes

Aaron W. Roberts1; Rachel L. Wiley2; Kristen A. Cagino3;
Claudia J. Ibarra4; Shareen Patel4; Christina Cortes4; Khalil M.
Chahine4; Natalie L. Neff5; Kimen S. Balhotra4; Tala Ghorayeb4;
Holly Flores6; Fabrizio Zullo7; Hector M. Mendez-Figueroa4;
Suneet P. Chauhan8
1McGovern Medical School at UTHealth Houston, Houston, TX;
2University of California, San Diego, San Diego, CA; 3UT Houston,
Houston, TX; 4McGovern Medical School at UTHealth, Houston,
TX; 5McGovern Medical School at UT Health, Houston, TX;
6University of Texas Health Science Center, Houston, TX;
7University of Rome La Sapienza, Rome, Lazio; 8Delaware Center
of Maternal-Fetal Medicine at Christiana Care, Delaware, DE

10:30 AM - 12:30 PM
Objective: To investigate the relationship of maternal anemia
in labor before delivery with abnormal fetal heart rate tracing
characteristics (FHRT) and composite neonatal and maternal
adverse outcomes (CNAO/CMAO).
Study Design: FHRTs of all deliveries over a 15-month period
at a level IV center were reviewed by physicians blinded to
maternal and neonatal outcomes. In 20-minute segments, the
last hour of available FHRT was analyzed. Term, singleton,
non-anomalous deliveries who underwent a trial of labor were
included. Anemia was defined as hematocrit< 30% at admission.
Each FHRT feature was independently categorized as present if
noted greater than 50% of the time in the hour before delivery. The
primary outcomewas the rate of CNAOorCMAO,with secondary
outcomes including rates of FHRT abnormalities as defined by
ACOG. The chi-square test was used to compare groups, with
p-value < 0.05 considered significant.
Results: Of 5,160 consecutive deliveries, 3,166 (61%) met the
inclusion criteria, of which 391 (14.1%) had anemia. Therewere no
differences in oxytocin induction/augmentation rate or neuraxial
anesthesia. Anemia was not associated with an increased pro-
portion of any individual FHRT features. There was an increase
in CMAO (6.8 vs 15.1%; p < 0.001), driven by an increase in the
rate of blood transfusion (1.7 vs 11.5%; p < 0.001). Anemia was

not independently associated with increased CNAO, or umbilical
artery pH < 7.0. There was a lower rate of cesarean delivery for
abnormal FHRT (9.6% vs 6.4%; p = 0.04).
Conclusion: Anemia in labor was not associated with any
individual FHRT abnormalities or ACOG FHT Category. There
was no change in CNAO, but there was an increased rate of
CMAO driven by higher rates of maternal blood transfusion. Our
findings provide additional support to other studies that found
that maternal anemia was not associated with adverse neonatal
outcomes.

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, provided the original work is properly
cited.
© 2025 Society for Maternal-Fetal Medicine. Pregnancy published by Wiley Periodicals LLC on behalf of the Society for Maternal-Fetal Medicine.
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106 | Hemodynamic Monitoring of Aortic andMitral
Stenosis in Pregnancy

Abra Guo1; Katelyn M. Tessier2; Connor Demorest3; Selma
Carlson4; Bethany Sabol2; Sarah A. Wernimont2; Jessica Schultz5
1University Of Minnesota Medical Center, University of Minnesota
Medical Center, MN; 2University of Minnesota, Minneapolis, MN;
3Masonic Cancer Center, University of Minesota, University of
Minnesota/Minneapolis, MN; 4University of Minnesota Medical
Center/ Minneapolis VA Healthcare System, University of
Minnesota Medical Center, MN; 5University of Minnesota Medical
Center, Minneapolis, MN

10:30 AM - 12:30 PM
Objective: Valvular heart disease accounts for one-third of heart
disease in pregnant individuals with stenotic valvular lesions,
particularly left-sided lesions, increasing the risk of adverse
maternal outcomes. A major challenge is the lack of normative
data describing the echocardiographic changes in this population
throughout pregnancy. We sought to establish how peak velocity
and mean gradient across stenotic native aortic and mitral
valves change with increased hemodynamic volumes throughout
pregnancy.
Study Design: This was a single-center retrospective cohort
study using a large community-academic health outcomes
database. Individuals with aortic and mitral valve stenosis who
had at least one echo during pregnancy were identified via
ICD-10 diagnosis and procedures codes from an access-protected
database of pregnant patients who received care at our cen-
ter between 2012 and 2023. Mean gradients were identified
from transthoracic echocardiogram data throughout pregnancy.

Clinical characteristics and differences in gradients were com-
pared within the groups.
Results: Twenty-three patients were identified; 16 with aortic
stenosis (AS) and 7 with mitral stenosis (MS). Clinical character-
istics were similar amongst groups. The medians of aortic valve
mean gradients (mmHg) were as follows: pre-pregnancy (14),
second trimester (20), third trimester (13). The medians of peak
aortic velocity (m/s) were as follows: pre-pregnancy (2.5), second
trimester (3.0), third trimester (2.8). The medians of mitral valve
mean gradients (mmHg) were as follows: pre-pregnancy (4.5),
first trimester (7.0), second trimester (12.5), third trimester (12.0).
No patients in this cohort progressed in degree of severity during
pregnancywithmost achieving termdelivery (median gestational
age at birth 38.64 (37.68, 39.51).
Conclusion: To our knowledge this is the first retrospective
investigation of longitudinal changes in valve hemodynamics in
pregnant patients with native valve stenosis.We demonstrate that
peak velocity and mean gradient across native aortic and mitral
valves increase in a predictable manner during pregnancy.
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107 | Pregnancy Outcomes in Patients with type-2 Diabetes
Treated with Semaglutide: A Multi-Center Observational
Cohort Study

Emily N. Adams1; Ernie Shippie2; Ahizechukwu C. Eke3
1Johns Hopkins University, Baltimore, MD; 2Vizient Center for
Advanced Analytics, Chicago, Illinois, Vizient Center for
Advanced Analytics, Chicago, IL; 3Johns Hopkins University
School of Medicine, Baltimore, MD

10:30 AM - 12:30 PM
Objective: Patients with type-2 diabetes face higher risks of
adverse pregnancy outcomes, including preeclampsia, preterm
birth, and neonatal complications. Semaglutide, a GLP-1 recep-
tor agonist, is effective for managing hyperglycemia in type-2
diabetics, but its safety and efficacy during pregnancy are under-
explored. This study evaluates pregnancy outcomes in patients
with type-2 diabetes treated with Semaglutide compared to
controls.
StudyDesign: Thismulti-center observational cohort study used
data from 192 hospitals in 38 US states, sourced from the Vizient
Clinical Database. We included pregnant individuals with type-2
diabetes who delivered between January 2021 andApril 2024. The
primary outcome was preterm birth, with secondary outcomes
including hypertensive disorders, intrahepatic cholestasis, and
neonatal outcomes. We performed standard tests and multi-
variable logistic regression to adjust for confounders, yielding
adjusted odds ratios (aOR) as the measure of treatment effect.
Results: The cohort included 4,606,975 pregnancies, with 8,060
patients (0.2%) exposed to Semaglutide and 4,598,915 controls.
At study entry, the mean maternal age was 29.5 years (IQR
25.9-34.3) for the Semaglutide group and 30.3 years (IQR 24.8-
33.9) for controls–Table 1. Most patients (63.4%) identified as
Black. Patients exposed to Semaglutide were 26% less likely to
deliver preterm (aOR 0.74, 95% CI 0.67-0.81; P< .001). Conversely,
patients exposed to Semaglutide were more likely to develop
preeclampsia (aOR 1.16, 95% CI 1.11-1.23; P< .001), HELLP syn-
drome (aOR 1.88, 95% CI 1.38-2.56; P< .001) and eclampsia (aOR
2.74, 95% CI 2.17-3.47; P< .001) compared to those unexposed to
Semaglutide during pregnancy–Table 2.
Conclusion: In pregnant patients with type-2 diabetes, exposure
to Semaglutide was associated with reduced risk of preterm
birth but increased risks of preeclampsia, HELLP syndrome, and
eclampsia. This underscores the need for prospective validation
and careful monitoring of patients exposed to Semaglutide in
pregnancy.

108 | Leveraging Machine Learning Models to Identify
Predictors of RSV Immunization During the 2023-24
Season

Ethan Litman; Tina Yi Jin Hsieh; Anna M. Modest; Kathleen
Clarke; Melissa Dzinoreva; Valerie Perrinez; Esther Apraku
Bondzie; Lydia Gallup; Eleanor Schonberg; Marjorie Rowe;
K’ara locke; Oluwaseyi Oginni; Robert Jones; Chloe Zera; Ai-ris
Y. Collier
Beth Israel Deaconess Medical Center, Boston, MA

10:30 AM - 12:30 PM
Objective: In 2023, the FDA approved maternal RSVpreF vac-
cines and infant nirsevimab immunization for prevention of
infant respiratory syncytial virus (RSV) disease. This study aims
to use unsupervised machine learning to identify key predictors
of RSV immunization.
Study Design: Maternal-infant dyad demographic and clinical
data was obtained from the electronic medical record. RSV
immunization status was abstracted from a state-wide database.
The outcome variables were RSV immunization status (maternal,
infant, dual, or unvaccinated). Predictors were maternal age,
gestational age at birth, delivery month, obstetric provider group,
payor category, parity, self-reported race, language, perinatal
demise, infant number, and sex. Elevenmachine learning classifi-
cation models (logistic regression, LASSO, RIDGE, Random For-
est, SVMRadial and Linear, XGBoost, BNB,MLP, KNN, Catboost)
were compared using the AUC-ROC One vs Rest (OvR) score.
SHAP analysis was employed to identify the most important
features.
Results: 1899 births (1940 live born infants) from Septem-
ber 2023 to January 2024 were included. The Catboost model
demonstrated the best performance (AUC-ROC OvR score: 0.75).
Maternal age, gestational age, provider group, delivery month,
and language ranked highest in SHAP summary plots (Figure 1).
Higher maternal age and gestational age were associated with
maternal vaccination; lower maternal and gestational age were
associated with infant immunization and unvaccinated status.
Maternal vaccination was more likely later in the season. Private
practice was associated with maternal/dual vaccination, while
community or academic practices were associated with infant
immunization. English speakers were more likely to receive
maternal vaccination, whereas non-English speakers were more
likely to receive newborn or no immunization.
Conclusion: Results from this model suggest that increasing
vaccine availability in all practice settings throughout the season
and providing language-concordant education could improve
equitable implementation of RSV immunization.
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109 | Leveraging Machine Learning to Identify Predictors
of Passive and Active Influenza Immunity in Infants

Tina Yi Jin Hsieh; Catherine Jacob-Dolan; Alejandra
Waller-Pulido; Samuel Nangle; Eleanor Schonberg; Valerie
Perrinez; P. Alejandra Barrero-Castillero; Ai-ris Y. Collier
Beth Israel Deaconess Medical Center, Boston, MA

10:30 AM - 12:30 PM
Objective: The optimal conditions for inducing durable infant
immunity to influenza virus are unclear. This study aims to
identify predictors of infant serum influenza antibodies using
unsupervised machine learning.
Study Design: We enrolled infants for serial infant capillary
blood collection. Samples collected at 3-5 months of age (prior to
pediatric influenza vaccine recommendation) were used to study
passive immunity from maternal antibody transfer. Samples
collected at 6-12 months (age when pediatric vaccines recom-
mended) were used to evaluate infant immunity after vaccination
or natural infection. Serum IgG antibodies specific to influenza
A and B virus were quantified using an electrochemilumines-
cence assay. Thirteen covariates, including maternal and infant
health and demographic data, vaccine and infection history were
obtained by self-report. Continuous variables were imputed using
a random forest imputer and normalized with the Yeo-Johnson
method.Machine-learningmodels (RandomForest, boosted tree,
RIDGE, LASSO linear regression) were compared using mean
squared error values, and predictors were identified with the
best-performing model based on the mean decrease in impurity.
Results: Twenty-three infant serum samples at 3-5 months and
57 serum samples from 6-12 months were analyzed. The Random
Forest model had the lowest mean squared error. Top predictors
for passive immunity included: infant age, days since the last
maternal influenza vaccination/infection, maternal age, and
infant weight. Predictors for later infant immunity included: days
since the last infant influenza vaccination/infection, total number
of infant vaccinations/infections, infant age, infant weight, and
days since the last parent vaccination/infection.

Conclusion: Unsupervised machine-learning techniques can
be utilized to identify clinical factors for early and late infant
immunity. Future studies should integrate more longitudinal
samples to develop a more comprehensive understanding of flu
immunity and evaluate for maternal antibody inhibition.

110 | Expectant Management of Diet Controlled
Gestational Diabetes Mellitus

Alesha M. White1; Donald D. McIntire1; Anne M. Ambia2;
Elaine L. Duryea1
1University of Texas Southwestern Medical Center, Dallas, TX;
2University of Texas Southwestern, Dallas, TX

10:30 AM - 12:30 PM
Objective: Gestational diabetes is one of the most common
diseases in pregnancy and is associated with increased maternal
and neonatal morbidity. There is not enough data to support
or discourage a specific delivery time for patients with diet
controlled gestational diabetes mellitus (A1GDM). Our objective
was to compare differences in outcomes for patients withA1GDM
based on increasing gestational age.
Study Design: This is a retrospective cohort study that included
deliveries of singleton live born term infants to patients with
A1GDM. Diagnosis and treatment of A1GDM, including expec-
tant management until 42 wks, was uniform. Delivery and
neonatal outcomes for patients with A1GDM were compared
with advancing gestational age and were then compared to
the non-diabetic population. Neonates with known anomalies
were excluded from analysis of neonatal outcomes. The Mantel-
Haenszel and Breslow-day tests were used for statistical analysis.
Results: 4467 patientswithA1GDMat 39wks or greater delivered
between November 2010 and February 2024. The rate of primary
cesarean delivery (CD) increased with increasing gestational
age (p < 0.001). Rates of forceps delivery, 3rd and 4th degree
lacerations and shoulder dystocia demonstrated a worsening
trend with advancing gestational age but did not reach signifi-
cance. Neonatal outcomes were not significantly different. When
compared to non-diabetic patients, all examined outcomes were
increased in the A1GDM cohort except for forceps deliveries,
hyperbilirubinemia and TTN (Table). The rates of increase for
each outcomewere not substantially higher in theA1GDMcohort
when compared to non-diabetics, except in the case of primary
CD (Breslow-day p = 0.03).
Conclusion: In patients with A1GDM and advancing gestational
age, there are increased risks for the mother and neonate when
compared to non-diabetics. The rate at which these risks increase
is not more rapid than in patients without diabetes, except in the
case of rate of primary CD. Although expectantmanagement does
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not result in a greater overall incremental risk, delivery at 39 wks
may be associated with lower rates of CD.

111 | Outcomes in Prenatally Suspected Focal Placenta
Accreta

Alesha M. White1; Jessica E. Pruszynski2; Quyen N. Do1;
Jennifer D. Smith1; Catherine Y. Spong1; Christina L. Herrera1
1University of Texas Southwestern Medical Center, Dallas, TX;
2University of Texas Southwestern, Dallas, TX

10:30 AM - 12:30 PM
Objective: Placenta Accreta Spectrum (PAS) is associated with
increased maternal morbidity and mortality and is the leading
cause of peripartum hysterectomy. Morbidity has been shown
to correlate with PAS severity. The purpose of this study is to
describe the outcomes in cases of prenatally suspected focal
placenta accreta.
Study Design: This is a retrospective cohort study evaluating
focal accreta cases between 2020-2024. Focal accreta was defined
as less than 25 mm by the greatest dimension of invasion
on magnetic resonance imaging, an established threshold for
hysterectomy. Delivery and neonatal outcomes were evaluated
for the entire group and then compared between patients who
delivered at less than 37 weeks and at or greater than 37 weeks
to evaluate optimal delivery timing. Prior to 2022, there was
no standardized timing for delivery of these cases. In 2022, we
standardized delivery of focal accreta to ≥37 weeks.
Results: Of 29 focal accreta cases, 14 (48%) delivered <37
weeks and 15 (52%) delivered ≥37 weeks. Twenty-one (72%) had
postpartum hemorrhage (PPH), 8 (28%) received a transfusion.
Twenty-one (72%) deliveries were scheduled. Six (21%) met FIGO
clinical criteria for PAS. Hysterectomy was performed in 2 (7%)
cases and 4 (14%) cases required oversewing of the placental bed.
Pathology was negative in 25 (89%) patients. Median APGARs
at 1 minute were 8 (8-8); no neonate had a pH < 7; and
median birthweight was 2910g (2780-3055g). Six (21%) infants
were admitted to the NICU. When comparing patients delivering
<37weeks to those delivered≥37weeks, therewere no differences

in maternal outcomes. Neonatal length of stay was longer for
those delivered <37 weeks (p = 0.031) (Table).
Conclusion: Patients with prenatally suspected focal accreta had
favorable delivery and neonatal outcomes. Delivery at 37 weeks
can safely be considered in cases of focal placenta accreta.

112 | PPAR Gamma Involvement in Trophoblast Cell
Differentiation and Placenta Development

Alex Finlinson1; Esteban M. Dominguez2; Ayelen
Moreno-Irusta2; Marc Parrish1; Michael J. Soares2
1University of Kansas, University of Kansas, KS; 2University of
Kansas Medical Center, University of Kansas Medical Center, KS

10:30 AM - 12:30 PM
Objective: To investigate the role of peroxisome proliferator-
activated receptor gamma (PPARG) in invasive extravillous
trophoblast (EVT) cell development and establishment of the
uterine-placental interface.
Study Design: PPARG expression was evaluated in rat and
human placentation sites at different time points using in situ
hybridization. PPARG expression was assessed by RT-qPCR in
human trophoblast stem (TS) cells in stem and EVT states.
Human TS cell development was investigated following PPARG
silencing with short hairpin RNAs. Global and specific cell
lineages utilizing the Cre-LoxP system were used to investigate
the physiology of PPARG at the placentation site and in the
invasive trophoblast cell lineage of the rat placenta.
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Results: PPARG transcripts were expressed in the EVT cell
column and increased in abundance following differentiation
of human TS cells to EVT cells. PPARG knockdown impaired
human TS cell differentiation to EVT cells. In the rat, PPARG
transcriptswere localized primarily to trophoblast cellswithin the
uterine-placental interface and the labyrinth zone. In addition,
PPARG positive cells within the uterine-placental interface co-
localized with cells expressing transcripts for Prl7b1, an invasive
trophoblast cell marker. Global PPARG disruption in the rat
resulted in prenatal lethality. Conditional disruption of PPARG
in the invasive trophoblast cell lineage of the rat has been
established and is under evaluation.
Conclusion: PPARG is a conserved driver of placentation and the
invasive EVT cell lineage.

113 | Outcomes in Symptomatic Versus Asymptomatic
Cesarean Scar Pregnancy

Alexa L. Cohen1; Georgios Doulaveris2; Eliane Shinder2; Leeann
Dar2; Fatima Estrada Trejo2; Ohad Rotenberg2; Pe’er Dar2
1University of Miami Health System, Miami, FL; 2Montefiore
Medical Center, Albert Einstein College of Medicine, New York,
NY

10:30 AM - 12:30 PM
Objective: Aim was to examine outcomes in patients who were
symptomatic at initial diagnosis of cesarean scar pregnancy
(CSP), compared to those who were asymptomatic.
Study Design: This is a retrospective analysis of all patients
who had a CSP at a tertiary referral academic institution from
2010-2013.We excluded patientswho elected to continue the preg-
nancy after counseling. Symptomatic patients (vaginal bleeding,
abdominal/pelvic pain) at initial CSP diagnosis, were com-
pared to asymptomatic patients. Primary outcome was complete
resolution of CSP not requiring hysterectomy. Secondary out-
comes were use of minimally invasive interventions (ultrasound-
guided feticide and/or transcervical balloon catheter), time to
bHCG and sonographic resolution, need for secondary inter-
ventions for persistent bleeding, and other intervention-related
complications (including infection, hemorrhage and blood
transfusion).
Results: Of 110 patients diagnosed with CSP during the study
period, 15 (13.6%) elected to continue the pregnancy and were
excluded. Of the 95 patients included: 33 (34.7%) were symp-
tomatic, 91% with vaginal bleeding and 9% with pelvic pain,
whereas 62 (65.3%) were asymptomatic. Symptomatic patients
were less likely to have a live CSP compared to asymptomatic
(42.4% versus 66.1%, p = 0.03) and more likely to be of
Hispanic race (66.7% versus 35.5%, p = 0.01). Groups were
similar for sac location within the scar niche and level of
color Doppler. Similarly, there was no difference between the
two groups in rate of CSP resolution, complications, use of
interventional therapies, and time to bHCG and sonographic
resolution.
Conclusion: Patients who were symptomatic at the time of CSP
diagnosis were more likely to have a failed CSP. However, no
differences were seen in rate of therapeutic interventions as well
as rate and time to complete resolution.

114 | Subsequent Pregnancy Outcomes in Patients with a
History of Cesarean Scar Pregnancy

Alexa L. Cohen1; Eliane Shinder2; Leeann Dar2; Chloe Porigow2;
Fatima Estrada Trejo2; Ohad Rotenberg2; Pe’er Dar2; Georgios
Doulaveris2
1University of Miami Health System, Miami, FL; 2Montefiore
Medical Center, Albert Einstein College of Medicine, New York, NY

10:30 AM - 12:30 PM
Objective: We aimed to report on the reproductive outcomes of
patients with a history of cesarean scar pregnancy (CSP) who
retained their fertility.
Study Design: A retrospective review of CSP cases treated at
a tertiary academic center from 2010 to 2023. Cases treated
with hysterectomy or electing pregnancy continuation leading
to placenta accreta spectrum (PAS) and hysterectomy were
excluded. Reproductive follow-up data was recorded for patients
who retained their fertility. The primary outcome evaluated was
the recurrence of CSP or PAS. Secondary outcomes included rates
of live birth, postpartum hemorrhage (defined as >1L blood loss),
preterm delivery, and uterine rupture.
Results: Out of 111 CSP cases identified, 92 qualified for the study.
Among these, 37 patients (40.2%) had 54 subsequent pregnancies.
The average maternal age was 32.9 ± 0.8 years. The average inter-
pregnancy interval following the CSP was 16.6 ± 2.4 months.
Elective pregnancy termination occurred in 5.5% of cases. The
recurrence rate for CSP and PAS combined was 5.8%. Early
pregnancy loss occurred in 18 (35.3%) subsequent pregnancies,
with an overall live birth rate of 64.7%. Spontaneous preterm birth
occurred in 9.6% of cases, and 29.0% experienced postpartum
hemorrhage during repeat cesarean delivery. One patient (3.1%)
suffered a uterine rupture at 28 weeks’ gestation.
Conclusion: Patients with a history of CSP have a 5.8% risk
for recurrent CSP or PAS, which underscores the need for early
ultrasound assessment in these cases. The live birth rate in
pregnancies after CSP is 64.7%.

115 | Intrapartum Glucose Metrics and Associated
Neonatal Adverse Outcomes Among People with GDM

Alexandra C. Gallagher1; Alyssa R. Hersh2; Lucy Ward2;
Christian Huertas-Pagán2; Monica Rincon2; Amy M. Valent2
1Stanford University, Palo Alto, CA; 2Oregon Health & Science
University, Portland, OR

10:30 AM - 12:30 PM
Objective: Hyperglycemia is a risk factor for adverse neonatal
outcomes. However, the role of glycemic control during labor
for the risk of adverse neonatal outcomes is not well understood
among people with gestational diabetes (GDM). Therefore, we
sought to compare continuous glucose monitoring (CGM) met-
rics between laboring GDM pregnancies complicated by adverse
neonatal outcomes compared to those without complications.
Study Design: Secondary analysis of pregnant people with
GDM randomized to using CGM versus capillary blood glucose
(CBG) for management of GDM. We compared participants
whose pregnancies were complicated by a significant neonatal
outcome as defined by a composite including ≥1 of the following:
hypoglycemia, hyperbilirubinemia, respiratory distress syndrome
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or NICU admission to determine if there are glycemic differences
during labor as characterized by CGM metrics. Pregnancy-
specific glycemic range in labor was defined by 70-110, 70-120,
and 70-140 mg/dL. The intrapartum period was defined starting
midnight on the day of admission and until delivery time or
eight hours prior to delivery. We excluded those with a scheduled
cesarean and those without CGM data during labor.
Results: Of the 111 in the primary trial, 62 were included in the
analyses; 62.9% underwent induction of labor (IOL) and 80.6%
delivered vaginally. The cohort with adverse neonatal outcomes
spent less time-in-range (TIR) and more time-above-range (TAR)
compared to those with no adverse neonatal outcome, with a
statistically significant difference between groups for glycemic
range 70-120 mg/dL. The mean glucose for those with adverse
neonatal outcomes was higher than those without (Table 1).
Conclusion: In this study, we found that patients with a com-
posite adverse neonatal outcome spent less time in range, more
time above range, with a higher mean glucose in labor than
those without a composite adverse outcome. These findings help
inform future evidence-based protocols for glycemic targets in
labor for those with GDM, suggesting tighter glycemic control
and more time spent in range may mitigate adverse neonatal
outcomes.

116 | Amplifying the Experience: a Qualitative Analysis of
Black Birthing People’S Experiences Within a Doula
Program

Alexandria Williams1; Tierra Bender2; Maria Fradinho3; Allison
S. Bryant2; Elizabeth Janiak4; Nicole A. Smith4
1Brigham and Women’s Hopsital, Boston, MA; 2Massachusetts
General Hospital, Boston, MA; 3Newton Wellesley Hospital,
Wellesley, MA; 4Brigham and Women’s Hospital, Boston, MA

10:30 AM - 12:30 PM
Objective: This qualitative study aimed to understand Black
birthing people’s support and experiences during labor after being
paired with a doula through a programwithin an urban academic
medical system.
Study Design: We recruited patients who participated in a
program that pairs nulliparous self-identified Black birthing
people with community doulas in the third trimester. Patients
were eligible if they were >18 years old, delivered within the
academic medical center within a year prior to the interview, and
were successfully paired with a doula through the program. This
study was exempt after IRB review. One on one semi-structured
interviews (n = 10) were preformed virtually after consent was
obtained. Interview questions probed general birth experience,

interactions with the doulas, and role of racial concordance
among doulas. Interviews were recorded and transcribed. We
used a combination of deductive and inductive approaches to
group coded excerpts into emergent themes.
Results: All participants where nulliparous Black birthing peo-
ple. The median age was 29.5 (range 28-40) and all were privately
insured. Themes that emerged were: labor support through
advocacy and education, labor support through presence and
accessibility, desire for earlier connection with doula, desire for
doula support in the future, labor support from multiple sources,
value of racial concordance with doula, and cost as perceived
barrier to desired doula support. Example quotes for each theme
are listed in figures 1 and 2.
Conclusion: Overall, Black birthing people paired through a
system wide program had positive experiences with racially
concordant doulas and identified multiple methods of labor and
antenatal support from various groups in addition to their paired
doula. Many desired increased labor education and contact with
their doulas earlier and more frequently, and the rare negative
experiences were related to ability to develop a patient-doula
relationship. Programs to increase access to doulas should aim to
optimize the amount of covered doula meetings and quality of
doula care.

117 | Evaluation of Evidence-Based, Plain Language
Marijuana Health Education

Megan L. Young1; Alicia Mastronardi2; Basma Ouddi3; VICKI L.
BRADFIELD4; Jill M. Maples5; Heather Moss6; Nikki B. Zite6;
Tara Burnette7
1University of Tennessee Medical Center, Center for Women and
Infants, Knoxville, TN; 2University of Tennessee Graduate School
of Medicine, Department of OB/Gyn, Knoxville, TN; 3The
University of Tennessee Graduate School of Medicine, Memphis,
TN; 4UTMCK, Knoxville, TN; 5University of Tennessee Health
Science Center, College of Medicine, Knoxville, TN; 6University of
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Tennessee Graduate School of Medicine, Knoxville, TN; 7University
of Tennessee Medical Center, Department of OB/GYN and
Neonatology, Knoxville, TN

10:30 AM - 12:30 PM
Objective: To assess the impact of patient education on perceived
safety of marijuana use in pregnancy and breastfeeding, intended
future marijuana use, and perception of stigmatizing language.
Study Design: An evidence-based, plain language one-page
handout was created to educate patients regarding marijuana
use in pregnancy. Patient feedback was gathered to determine if
the material was perceived as helpful or stigmatizing. Patients
were identified through self-reported use or a positive urine
test in pregnancy. Pre- and post-intervention surveys gauged
perceived safety of marijuana use during pregnancy and breast-
feeding. Perceived stigmatizing language was assessed post-
intervention. Demographics were collected. Wilcoxon signed-
rank tests assessed pre- and post-intervention perceptions of
marijuana use safety for significant differences.
Results: Twenty-two patients consented into the study and
completed the intervention and surveys. After the intervention,
a significantly higher percentage of patients disagreed that fetal
exposure to marijuana was safe (Table 1). However, perceptions
of maternal risks and breastfeeding success with marijuana use
did not change significantly. Post-intervention, 50.0% of patients
indicated less likelihood of usingmarijuana in future pregnancies
and 71.4% felt the education made them feel the provider was “on
their team.” The majority (90.9%) found the education helpful
and 72.7% learned something new (Figure 1).
Conclusion: Though statistically significant differences were
only noted around perceptions of fetal risk and marijuana use,
consideration for decreased marijuana use in future pregnancies
and feelings of destigmatization were promising. It seems possi-
ble to provide non-stigmatizing education addressing potential
dangers of marijuana use to maternal and infant health, which
is becoming more important as providers address higher self-
reported marijuana use during pregnancy in our communities.

118 | Technical andMaternal Factors Associated with Fetal
Anatomic Survey Completion in Higher Bmi Groups

Alina Tvina; Meredith Cruz; Rachel Knoebl; Faith Bobholz;
madalynn Welch; Anna Palatnik
Medical College of Wisconsin, Milwaukee, WI

10:30 AM - 12:30 PM
Objective: To describe the proportion of completed fetal
anatomic survey (FAS) at first attempt in patients with Body
Mass Index (BMI) ≥40 kg/m2, and to identify maternal and
sonographic factors affecting FAS completion rates.
Study Design: A retrospective single academic center study
that included pregnant individuals with singleton gestation,
presenting for a detailed FAS in 2019-2023 between 17 and 25
weeks’ gestation and are 318yo with BMI340 kg/m2. Maternal
and sonographic characteristics were compared between three
BMI groups, 40-45.9, 46-49.9, and ≥50 kg/m2, using adjusted and
unadjusted analyses.
Results: A total of 574 patients met inclusion criteria with 53%
at BMI 40-45.9, 26% at BMI 46-49.9, and 21% at BMI ≥50. The
groups did not differ in gestational age at detailed FAS, placental
location, fetal position, machine type, duration of scan, time
of day and sonographer experience (Table 1). Completion of
the anatomy at first attempt for all BMI groups was less than
50%, with significant reduction as BMI category increased (p <

0.001 for all comparisons). The number of suboptimal anatomic
systems did not differ between BMI groups, with the heart being
the most common suboptimal system followed by spine and
extremities (Table 1). The rate of fetal anomalies was 2%. After
controlling for gestational age at anatomic survey, sonographer
experience, placental location, fetal position, type of ultrasound
machine, and time of day the scan was done, higher BMI
remained significantly associated with lower rates of anatomy
completion (aOR of 0.57, 95% CI 0.37-0.88 for BMI 45-49.9, and
aOR of 0.34, 95% CI 0.20-0.56 for BMI≥50, both compared with
BMI 40-44.9).
Conclusion: Anatomy scan completion rates were low among
individuals with BMI ≥40 kg/m2 and progressively decreased
among BMI 45-49 and BMI ≥50. This could lead to potential
delays in diagnosing fetal anomalies, necessitating alternative
strategies such as advanced imaging technology, specialized
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training, pre-scan preparation and patient education, to ensure
comprehensive prenatal care for individuals with higher BMIs.

119 | Maternal Outcomes in the Postpartum Period by
Timing of Diagnosis of Hypertensive Disorder of
Pregnancy

Alisse Hauspurg1; Lara S. Lemon2; Kripa Venkatakrishnan3;
Malamo Countouris3; Beth Quinn3; Jacob Larkin4; Anna B.
Binstock5; Sarah Rogan3; Arun Jeyabalan6; Hyagriv Simhan3
1Alpert Medical School of Brown University, Providence, RI;
2University of Pittsburgh, Pittsburgh, PA; 3University of Pittsburgh
Medical Center, Pittsburgh, PA; 4Magee-Womens Hospital
University of Pittsburgh Medical Center, Pittsburgh, PA; 5UPMC
Magee-Womens Hospital, Pittsburgh, PA; 6University of Pittsburgh
School of Medicine, Pittsburgh, PA

10:30 AM - 12:30 PM
Objective: We sought to assess whether intrapartum or new-
onset postpartum hypertensive disorders of pregnancy (HDP)

are associated with similar maternal outcomes as HDP with
antepartum onset.
Study Design: This cohort study uses data from our institution’s
remote blood pressure (BP) management program. Included
individuals delivered between 9/2019-4/2024, were enrolled in
our remotemonitoring programat the time of delivery and had no
pre-pregnancy HTN.We compared outpatient BPmeasures, need
for initiation of post-discharge anti-hypertensivemedications and
care utilization outcomes between individuals with antepartum
HDP and those with intrapartum or postpartum HDP first
diagnosed during the delivery hospitalization.
Results: Of 7071 individuals with HDP, 1045 (15%) had new-onset
intrapartum or postpartum HDP and 6026 (85%) had antepartum
HDP. Compared to those with antepartum HDP, individuals
with intrapartum or postpartum HDP had similar rates of severe
HTN after hospital discharge (13.9% vs. 13.7%; p = 0.87). Overall,
individuals with antepartum HDP were more likely to require
anti-hypertensivemedications at any point postpartum (46.5% vs.
32.7%; p < 0.001) compared with those with intrapartum or post-
partum HDP. However, outpatient initiation of anti-hypertensive
medications was equally likely across groups. Rates of ER visits
(12.7% vs. 11.4%; p = 0.22) and postpartum readmissions (5.1% vs.
5.1%; p = 0.98) were similar among individuals with intrapartum
and postpartum HDP compared to those with antepartum HDP,
respectively.
Conclusion: Hypertension with onset intrapartum or postpar-
tum is often dismissed or attributed to other etiologies. Our
data suggest that individuals with intrapartum and postpartum-
onset HDP have similar rates of severe HTN, post-discharge
medication initiation and care utilization in the postpartum
period as individuals with antepartum HDP and highlights the
importance of ongoing BP monitoring after hospital discharge in
these individuals.
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120 | Understanding and Addressing Antenatal Depression
Management in the High Risk Obstetrics Care Setting

Allison Chu; Alexis French; Sarah K. Dotters-Katz; Nathan
Copeland; Gary Maslow
Duke University School of Medicine, Durham, NC

10:30 AM - 12:30 PM
Objective: Maternal fetal medicine specialists are uniquely
poised to manage mental health in high-risk pregnancies given
the compounded effects of depression on maternal and fetal out-
comes. However, without supportive systems in place, effective
care is difficult to achieve.We characterized depression screening
and management practices to inform policy change for perinatal
depression care.
Study Design: Retrospective cohort study evaluating pregnancy
episodes from a single academic high-risk obstetrics clinic
between 1/2021-12/2023. Primary outcome was percentage of
patients screened for depression during pregnancy. Secondary
outcomes were frequencies and categories of interventions pro-
vided for patients with a positive PHQ-9(≥10) screen. Frequencies
and percentages calculated to describe patient characteristics
and management for pregnancy episodes. All analyses were
performed using IBM SPSS Statistics (Version 27).
Results: 5,313 patients met initial study criteria; only 1,421(26.7%)
patients had any PHQ-9 screen during pregnancy; of 1,421,
74(5.2%) patients had positive screenings, for a total of 76 unique
pregnancy episodes (Figure 1). Of these 76 episodes, 81.6%(n =
62) had a pre-existing mental health diagnosis, including 27.6%(n
= 21) with a history of pregnancy-related mood disorder (Table
1). Interventions were provided in 65.8%(n = 50) of pregnancies.
Antidepressants were started in 14.5%(n = 11) of pregnancies;
of that group, 54.5%(n = 6) and 90.9%(n = 10) did not have a
validated screening completed before starting medication and
during follow-up, respectively.
Conclusion: Current practice suggests gaps in utilization of
validated screening tools tomanage depression during pregnancy,
which does not reflect standard of care outlined by the American
College of Obstetricians and Gynecologists (ACOG). Our study
revealed a concerning low rate of depression screening and
suboptimal practices regarding antidepressant use in this high-
risk population. An evidence-based collaborative care model has
emerged as a potential solution to address gaps and align current
practice with ACOG guidelines.

121 | Impact of Obesity Class on Severe Maternal
Morbidity in Pregnancies with PostpartumHemorrhage

Allison N. Akers1; Lilla Markel1; Shreya Arora2; Sydney Stewart3;
Jose R. Duncan4; Judette M. Louis5
1Department of Obstetrics & Gynecology, University of South
Florida Morsani College of Medicine, Tampa, FL; 2University of
South Florida Morsani College of Medicine, TAMPA, FL;
3University of South Florida Morsani College of Medicine, Tampa,
FL; 4Department of Obstetrics and Gynecology, University of South
Florida, Morsani College of Medicine, Tampa, FL; 5Department of
Obstetrics & Gynecology, University of South Florida Morsani
College of Medicine, University of South Florida, FL

10:30 AM - 12:30 PM
Objective: Prior studies have reported a need for more doses
of uterotonic agents when managing postpartum hemorrhage
in patients with obesity. We sought to evaluate the association
between obesity severity on postpartum hemorrhage interven-
tions and associated severe maternal morbidity (SMM).
StudyDesign:We conducted a retrospective cohort study includ-
ing all singleton gestations among women who delivered at a
safety net quaternary care center from January 2019-December
2021. Medical charts were reviewed for clinical and sociodemo-
graphic data. Patients with multiple gestation or incomplete data
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were excluded. Obstetric hemorrhage was defined as quantitative
blood loss ≥1000 mL in vaginal or cesarean deliveries. CDC
severe morbidity indicators and nonsurgical and surgical hemor-
rhage interventions were assessed. There were three comparative
groups based on prepregnancy BMI: BMI ≤29kg/m2 (Group 1),
30-39 kg/m2 (Group 2), and ≥ 40kg/m2 (Group 3). The data were
analyzed using chi-square, student’s t-test, Kruskal-Wallis, and
logistic regression where appropriate. p < 0.05 was significant.
Results: During the study period there were 18,937 deliveries
and 393 met criteria for inclusion in this analysis. Within the
study cohort, 57.0% (n = 224) were in Group 1, 28.0% (n = 111)
in Group 2, and 14.8% (n = 58) in Group 3. Patients in each group
were similar in demographic characteristics but were more likely
to have hypertensive disease (Table 1). After controlling for
confounding variables, obesity class (OR. 0.7[95% CI 0.5-1.0]) was
not associated with an increased odds of SMM. Higher admission
hemoglobin (OR 0 .7 [95%CI .65-.9] was protective against SMM.
In contrast, preterm delivery (OR 2.3 [95%CI 1.3-4.4] and number
of hemorrhage risk factors (OR1.5 [95%CI 1.2-1.9]) were associated
with a higher odds of SMM.
Conclusion: In this cohort of patients managed with a standard-
ized hemorrhage management protocol, obesity severity was not
associated with severe maternal morbidity.

122 | Reexamining a Paradigm of Maternal Syphilis
Management when Fetal Ultrasound Findings are Present

Allison Kurzeja1; Heath Yancey1; Jessica E. Pruszynski2; Emily
H. Adhikari1
1University of Texas Southwestern Medical Center, Dallas, TX;
2University of Texas Southwestern, Dallas, TX

10:30 AM - 12:30 PM
Objective: To characterize pregnancies with abnormal ultra-
sound findings of congenital syphilis and compare management
and outcomes among pregnancies with and without ultrasound
findings following current management protocols.
Study Design: Retrospective chart review of maternal syphilis
cases diagnosed after 20 weeks from 2021 through 2023 at a large
public hospital with uniform management of maternal syphilis,
including 24 hours of fetal monitoring following initial benza-
thine penicillin dose if abnormal ultrasound was documented. A
detailed fetal evaluation for congenital syphilis included assess-
ment of placentomegaly, polyhydramnios, hepatomegaly, ascites,
and elevated MCA systolic velocity. We compared demographics,
syphilis stage, RPR titers, delivery outcomes, and neonatal out-
comes among individuals with andwithout an abnormal detailed
ultrasound prior to initiation of treatment.

Results: 97 individuals diagnosed after 20 weeks had a detailed
ultrasound for congenital syphilis prior to treatment. Of those, 43
(44%) had abnormal findings, most commonly placentomegaly
(63%) or hepatomegaly (53%). Syphilis stage and RPR titer were
not associated with abnormal findings. Substance use disorder
was prevalent in both groups. Consistent with our practice,
individuals with abnormal findings were more likely to have
received treatment with fetal monitoring on L&D. Despite being
more likely to have monitoring, gestational age at delivery and
cesarean rates were similar in both groups. There were no cases
of stillbirth. Neonatal outcomes, including NICU admission and
syphilis treatment, were not significantly different.
Conclusion: Delivery for fetal indication during maternal
syphilis treatment remains a rare event, even in the setting of
abnormal sonographic findings. Even in high resource settings,
the added value of detailed ultrasound or prolonged fetal mon-
itoring may not outweigh the benefit of immediate treatment
initiation in pregnancy.
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123 | Outcomes Associated with Subsequent Diagnosis of
Gestational Diabetes Following a PregnancyWithout
Gestational Diabetes

Alyssa R. Hersh; Bharti Garg; Wendy Tian; Kristin C. Prewitt;
Amy M. Valent; Aaron B. Caughey
Oregon Health & Science University, Portland, OR

10:30 AM - 12:30 PM
Objective: Gestational diabetes (GDM) affects more than
200,000 people annually in the U.S., with prevalence continuing
to rise. GDM is associated with adverse perinatal outcomes. We
sought to assess how a new diagnosis of GDM after a pregnancy
without GDM impacts perinatal outcomes.
Study Design: This was a retrospective cohort study of pregnant
persons in California between 2008-2020 with two births that
were both singleton, non-anomalous, gestational ages 23-42
weeks. Included persons did not have pre-existing or gestational
diabetes during an index pregnancy. We assessed perinatal
outcomes associated with development of GDM in a subse-
quent pregnancy compared to those who did not develop GDM.
Statistical analyses were performed utilizing chi squared and
multivariable logistic regression with a p-value of 0.05.
Results: There were 849,908 people thatmet inclusion criteria, of
which 58,403 (6.9%) had GDM in a subsequent pregnancy. New
GDM in a subsequent pregnancy was associated with increased
rates of hypertensive disorder (4.8% vs 10.5%, p < 0.001), preterm
delivery < 37 weeks (5.4% vs 7.8%, p < 0.001), maternal ICU
admission (0.07% vs 0.13%, p < 0.001) and severe maternal
morbidity (0.9% vs 1.2%, p < 0.001). Cesarean delivery was higher
among those that had no history of cesarean delivery (7.2% vs
11.5%, p < 0.001) and there were lower rates of operative vaginal
delivery (3.9% vs 3.6%, p = 0.009). Neonatal outcomes were
also worse with GDM in the subsequent pregnancy, including
macrosomia (10.5% vs 12.3%, p < 0.001), APGAR < 7 at 5 minutes
(0.6% vs 0.7%, p < 0.001), neonatal ICU admission (8.1% vs 9.2%,
p < 0.001), and respiratory distress syndrome (0.8% vs 1.2%, p <

0.001).
Conclusion: We found that GDM diagnosis in a subsequent
pregnancy without prior GDM is associated with a higher rate of
adverse outcomes. Our findings impact inter-pregnancy diabetes
prevention, affect perinatal counseling, and clarify focus for
maternal intervention for those with new GDM. Future studies
should assess whether prevention of the interval development of

GDM among a population without a prior diagnosis may improve
pregnancy outcomes.

124 | Outcomes Among Low-Risk TermMultiparous Births
in California Pre- and Post-Arrive Trial Publication

Alyssa R. Hersh; Bharti Garg; Megha Arora; Aaron B. Caughey
Oregon Health & Science University, Portland, OR

10:30 AM - 12:30 PM
Objective: Following publication of the ARRIVE trial, term preg-
nancy management has changed for all patients. Although the
ARRIVE trial included only nulliparous patients, its results may
have been extrapolated to multiparous patients. Therefore, we
assessed the differences in obstetric management and outcomes
pre- and post-ARRIVE trial publication among multiparous
patients who would have otherwise fit study criteria.
Study Design: This was a retrospective cohort study of sin-
gleton, non-anomalous, low-risk multiparous patients between
39-42 weeks of gestation in California. We excluded patients
with a prior cesarean delivery, chronic hypertension, diabetes,
breech presentation, advanced maternal age, oligohydramnios,
polyhydramnios, and placental conditions requiring cesarean
delivery. The pre- and post-ARRIVE trial publication cohorts
were two years before and after 2018, 2016-2017 and 2019-2020,
respectively. We assessed utilization of induction of labor and
clinically relevant maternal and neonatal outcomes in the overall
cohort, then stratified by week of gestation. Chi squared and
multivariable logistic regressionwere used for statistical analyses.
Results: There were 149,214 births in 2016-2017 and 118,653 births
in 2019-2020 that met our inclusion criteria. In the post-ARRIVE
trial publication time period, induction of labor increased (24.2%
vs. 29.5%, p < 0.001) and cesarean deliveries decreased (5.2% vs.
4.9%, p< 0.001). There were lower rates of NICU admission (7.3%
vs. 6.3%, p < 0.001) and respiratory distress syndrome (0.25% vs.
0.21%, p= 0.018). The adjusted odds of stillbirthwere significantly
lower at 39 weeks of gestation (aOR 0.52, 95% CI 0.48-0.96).
Conclusion: In this study, we found increased utilization of
induction of labor and decreased rates of cesarean delivery, NICU
admission, and respiratory distress syndrome pre- and post-
publication of the ARRIVE trial. There was also a reduction in
stillbirth at 39 weeks’ gestation. These results demonstrate that

12 of 181 Poster Session 1



similar to nulliparas, a trend of increased delivery at 39 and 40
weeks’ gestation may improve perinatal outcomes in multiparas.

125 | Development of Physiologically Based
Pharmacokinetics Model of Aspirin in Pregnancy

Ana Collins-Smith; Ananth Kammala; Ramkumar Menon
University of Texas Medical Branch, Galveston, TX

10:30 AM - 12:30 PM
Objective: Aspirin is one of the most commonly used over-the-
countermedications in pregnancy, particularly for the prevention
of hypertensive disorders. However, there are limited studies on
aspirin’s pharmacokinetics (PK) in pregnant women. This study
aimed to develop a pregnancy-specific physiologically based
pharmacokinetic (PBPK) model for aspirin that could be indi-
vidualized to patient specific parameters; illustrating differences
in aspirin pharmacokinetics across the different trimesters of
pregnancy.
Study Design: A PBPK model was developed using GastroPlus
(a mechanistically based simulation software) for nonpregnant
and pregnant subjects, including each trimester of pregnancy.
The nonpregnant PBPKmodel was first established and validated
against existing data from healthy adult volunteers. Once vali-
dated, the model was adapted for pregnant subjects and verified
using observed pharmacokinetic profiles.
Results: The simulated PK parameters of aspirin in pregnant and
nonpregnant women closely matched the clinical observations
reported in the literature, with fold errors ≤1.04 (less than 1.5
is considered an acceptable simulation model). The predicted
systemic exposure (AUC

0−24h) to aspirin decreased throughout
gestation, showing a reduction of approximately 20% at 10 weeks
and 30% at 40 weeks of gestation. An increase in clearance of
approximately 3% was observed as gestation progressed.
Conclusion: A validated PBPK model using GastroPlus was
developed to describe the pharmacokinetics and pharmacody-
namics of aspirin in both pregnant and nonpregnant healthy
adults. Themodel predicted a modest decrease of 10% in systemic
exposure in pregnant women and a 20% increase in fetal exposure
to aspirin as pregnancy progresses. The increasing fetal exposure

with advancing gestational age may pose potential safety risks to
the fetus.
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126 | Success of Vaginal Birth after Cesarean (VBAC)
Following Induced Versus Spontaneous Labor

Andrew Storm1; Niraj R. Chavan1; Gilad A. Gross2; Samantha J.
Mullan2; Elena M. Kraus2; William M. Perez2; Tracy M.
Tomlinson3
1Saint Louis University School of Medicine, St. Louis, MO; 2Saint
Louis University School of Medicine, Division of Maternal Fetal
Medicine, St. Louis, MO; 3Saint Louis University, St. Louis, MO

10:30 AM - 12:30 PM
Objective: To evaluate characteristics associated with vaginal
birth after cesarean (VBAC) success in women undergoing
induction of labor (IOL).
Study Design: Passive prospective cohort of singleton pregnan-
cies with a history of one or two prior Cesareans undergoing
a trial of labor after Cesarean (TOLAC) following IOL and
spontaneous labor≥ 36weeks at a tertiary care center (2011-2022),
retrospectively analyzed. We assessed univariate associations
between pregnancy characteristics and 1) form of TOLAC onset
(spontaneous versus induced) & 2) VBAC outcome (success /
failure). Factors with P < .2 on one or both univariate analyses

were considered for incorporation into a multivariable model
predictive of VBAC.
Results: Of 1434 individuals undergoing TOLAC, 919/1242 (74%)
who met inclusion criteria had VBAC - 405/625 (65%) following
induction vs 514/617 (83%) spontaneous labor, P < .0001. Some
characteristics were similar between groups but the IOL group
was slightly older and had a higher BMI, later gestational age,
and lower modified Bishop scores at time of TOLAC (Table 1).
Fewer undergoing IOL had a prior VBAC. More had gestational
weight gain in excess of guidelines, hypertension, and diabetes.
13 factors were independently associated with odds of VBAC
on multivariable analysis (Figure 1). IOL for preeclampsia was
independently associated with lower odds of VBAC but IOL that
was elective or for another indication was not (aOR0.78, 95% CI
0.53-1.14). The 15-covariate model (Figure 1) had an optimism-
corrected bootstrapped (1000 replicates) AUROC of 0.78 (95% CI
0.74-0.80).
Conclusion: As compared to IOL, a higher proportion of
pregnancies with spontaneous labor had VBAC. However, after
adjustment of relevant clinical factors associated with VBAC
success, only IOL for preeclampsiawas found to be independently
associated with failed TOLAC, while elective IOL and IOL for
other indications was not.
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127 | Provider Perspectives About Smoking Cessation
Programming For Patients With Substance Use Disorder:
Mixed Methods Approach

Andrew Storm1; Lauren Borato2; Katherine L. Chen1; Miriam
Rivkin3; Jeremiah Weinstock4; Niraj R. Chavan1
1Saint Louis University School of Medicine, St. Louis, MO; 2St.
Louis University Dept. of Psychology–SLU College of Arts &
Science, St. Louis, MO; 3St. Louis University, Saint Louis University
School of Medicine/ St. Louis, MO; 4St Louis University Dept. of
Psychology–SLU College of Arts & Science, Saint Louis, MO

10:30 AM - 12:30 PM
Objective: To examine provider-centric determinants of smoking
cessation counseling among patientswith perinatal substance use
disorder (SUD).
Study Design: We undertook a convergent parallel mixed meth-
ods study that included semi-structured key informant interviews
and a systematic survey administered to providers caring for
pregnant women with SUD. Survey elements contained Likert
scale, open and closed ended questions focused on provider
knowledge, attitudes and practices around smoking cessation
counseling specifically while managing perinatal SUD. Inter-
view questions were guided by the Consolidated Framework
for Implementation Research (CFIR) and focused on provider-
level barriers and facilitators to smoking cessation counseling,
provider perceptions about patient-level barriers and motivators
as well as role of the provider-patient relationship in achieving
cessation during pregnancy. Interviews were audio recorded,
transcribed and analyzed using deductive and inductive content
analysis.
Results: 25 prenatal care providers including physicians in
obstetrics & gynecology (n = 20), family medicine (n = 1),
addiction medicine (n = 1) and nurse practitioners (n = 3)
completed the in-depth interviews and surveys. The majority
of respondents had not received formal training in smoking
cessation counseling (n = 21, 84%). Major interview themes iden-
tified were: 1) Provider-level barriers and facilitators to cessation
counseling 2) Provider perceptions about patient-level barriers
and motivators for cessation 3) Role of the provider-patient

relationship and 4) Smoking cessation as a means to achieve
healthy pregnancy outcomes. Participants also provided valuable
insights into the design and implementation of interventions to
address provider, hospital and system-level barriers to enhance
smoking cessation among patients with SUD.
Conclusion: Our mixed methods approach grounded in an
implementation science framework has identified several action-
able provider-level determinants of tobacco cessation for patients
with perinatal SUD, laying the groundwork for designing multi-
level interventions in future endeavors.

128 | “CODE OB”: The Impact of Hospital-Wide
Announcements on Decision-to-Incision Interval,
Neonatal Outcomes in Emergency C-Sections

Andy Chen1; David Roth1; Yisrael Lipener2
1Rutgers Health/Jersey City Medical Center: Department of
Obstetrics, Gynecology and Women’s Health, Jersey City, NJ;
2Robert Wood Johnson Barnabas Health/Jersey City Medical
Center: Department of Neonatology, Neonatal Intensive Care Unit,
and Neonatal Services, Jersey City, NJ
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10:30 AM - 12:30 PM
Objective: This study evaluates the effect of calling a hospital-
wide obstetrical code on decision-to-incision (D-I) interval and
neonatal outcomes for different emergency C-section indications.
D-I intervals, arterial cord pH, arterial base deficit, and five-
minute APGARs were assessed in relation to whether or not a
code was called for bleeding placenta previa, placental abruption,
category 2 tracing, category 3 tracing, cord prolapse, uterine rup-
ture, and other indications (active herpes, detectable HIV, or mal-
presentation in active labor; uncontrolled pre-eclampsia/HELLP,
etc.)
Study Design: A retrospective cohort study analyzing all emer-
gency C-sections (689) between August 2017 and April 2023 was
performed. Two-sample t-tests assessed for potential statistical
significance in D-I interval and neonatal outcomes between
code and non-code emergency deliveries for each hysterotomy
indication.
Results: D-I time appeared to improvewhen a codewas called for
every indication except for bleeding placenta previa (insufficient
sample size) and cord prolapse (9.91 minutes vs. non-code:
24.25 minutes, p = 0.07). For placental abruptions, there was a
statistically significant difference in cord pH (7.12 vs. 7.24, p =
0.007) and base excess (-9.44 vs. -5.83, p = 0.05) between code
andnon-code c-sections. Calling a code appeared to have no effect
on five-minute APGARs for any indication. When all indications
were combined, there was a statistically significant difference in
D-I interval (11.50 vs. 49.06 minutes, p = 1.86E-69), cord pH (7.13
vs. 7.22, p = 5.37E-9) and base excess (-8.79 vs. -5.79, p = 1.62E-7)
between code and non-code c-sections.
Conclusion: It appears that calling a code in emergency c-
sections shortens D-I interval but does not improve neonatal
outcomes.

129 | Examining Maternity Care Workers’ Antiracist
Attitudes in the Southeast US

Angelina A. Toluhi1; Kevin O. Owuor1; Rachel G. Sinkey1; Jeff
M. Szychowski2; Waldemar A. Carlo1; Alan T. Tita1; Martha S.
Wingate1; Janet M. Turan1
1University of Alabama at Birmingham, Birmingham, AL; 2Center
for Women’s Reproductive Health, University of Alabama at
Birmingham, Birmingham, AL

10:30 AM - 12:30 PM
Objective: Racism contributes significantly to persistent racial
disparities in maternal health outcomes in the Southeast United
States (US). We aimed to identify key predictors of antiracist
attitudes in maternity healthcare (MCH) staff.
Study Design: MCH staff completed a cross-sectional online
survey adapted from a validated Anti-RaCist (ARC) Survey tool
with 5-point Likert scale items. Outcome variables were antiracist
attitudes including acknowledging the impact of racism, the
likelihood of actually or hypothetically acting on a racist incident,
and support for bias training. Predictor variables included job
role, age, race, gender identity, and place of highest education.We
performed ordinal logistic regression to model the associations
between outcome quartile and predictor variables.
Results: Respondents (n = 93) included physicians, nurses,
patient encounter specialists, administrative and other staff
working in a major maternity care system in the US South.

We found that some characteristics were associated with higher
antiracist attitudes (Table 1). Compared to physicians, all other
MCH staff had significantly lower odds of endorsing the impact
of racism in healthcare. One or no bias trainings over the last 36
months was associated with 0.34 lower odds of acknowledging
the impact of racism. Not witnessing a racist encounter at work
was associated with 0.19 lower odds of endorsing the impact of
racism in healthcare. Older aged (≥35 years) MCH staff had 0.21
lower odds of reporting that they would act if they witnessed a
racist incident. Cis-male MCH staff had higher odds of acting
when they actually witnessed a racist incident in their workplace,
compared to cis-female MCH staff.
Conclusion: Our results indicate that endorsing antiracist atti-
tudes varied by specific characteristics of MCH staff in this
maternity care setting in the US South. Some types of staff were
less likely than others to exhibit attitudes showing antiracism.
Efforts to improve the quality of maternity care for racial minori-
ties should address factors that promote antiracist attitudes in all
maternity care workers.

130 | Fear of Insulin and Other Experiences with
Gestational Diabetes Mellitus Management–a Qualitative
Study

Idayat Akinola1; Kathryn E. Flynn1; Lynn M. Yee2; Eleanor
Saffian1; Zaira Peterson1; Anna Palatnik1
1Medical College of Wisconsin, Milwaukee, WI; 2Northwestern
University Feinberg School of Medicine, Chicago, IL

10:30 AM - 12:30 PM
Objective: To understand the experiences of patients with ges-
tational diabetes mellitus (GDM) using qualitative methods to
explore barriers and facilitators to GDM self-management and
insulin use, aiming to inform future interventions.
Study Design: In this ancillary study of an ongoing randomized
controlled trial of thresholds for insulin initiation and titration
for GDM, participants were recruited from 2/2023 to 1/2024 using
purposive sampling, aiming for diversity with respect to age,
race, ethnicity, insurance status, parity, and insulin use. In-depth
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semi-structured interviews were conducted after 34 weeks’ gesta-
tion and again postpartumwithin a week of childbirth. Interview
guides covered 1) experience with and knowledge about GDM,
2) self-efficacy and social support, 3) experience with insulin, 4)
adherence and persistence to their treatment plan, and 5) birth
experience. Transcripts were analyzed using a reflexive thematic
analysis approach to develop themes.
Results: Of 20 participants, 80% had GDM for the first time
and 50% required insulin treatment (Table 1). Initial coding of
transcripts identified key barriers and facilitators to treatment
plan adherence (Table 2). Barriers included: 1) fear of insulin
(“When I was first told about it, I threw a tantrum. . . I do not
like needles, and that’s all I could think about.”), 2) the time and
cognitive effort to learn self-management, 3) managing emotions
related to GDM diagnosis and self-management, and both 4) jobs
and 5) family/friends unawareness made it difficult to manage
GDM as recommended. Facilitators included 1) training from the
medical team (“once I saw my insulin pen, it wasn’t that bad.”),
2) support from family/friends, and 3) concern for the well-being
of the baby.
Conclusion: Self-management of GDM requires substantial
social and institutional support, learning, and adjusting to a
new lifestyle in a short period of time. For some, the initial
recommendation to use insulin caused a strong negative reaction,
but hands-on education provided by the medical team helped to
alleviate that fear.

131 | Mid-Pregnancy Cervical Length and Pregnancy
Outcomes in Low-Risk Singletons: A Prospective Cohort
(QP screening study)

Annabelle L. van Gils1; Charlotte E. van Dijk1; Anita C. Ravelli1;
Maud D. van Zijl1; Bouchra Koullali1; Brenda M. M. Kazemier1;
Martijn A. Oudijk2; Eva Pajkrt1
1Amsterdam UMC, Amsterdam, Noord-Holland; 2Amsterdam
UMC, location University of Amsterdam, Amsterdam,
Noord-Holland

10:30 AM - 12:30 PM
Objective: Short midtrimester cervical length (CL) increases the
risk for spontaneous preterm birth (sPTB), but sensitivity of this
screening tool is low. This study aims to improve sPTB prediction
by identifying which factors, combined with CL most accurately
predict sPTB.
Study Design: This multicenter prospective cohort study
included singletons with no prior sPTB < 34 weeks of whom CL
was measured at 18-22 weeks gestation. Primary outcome was
sPTB < 37 weeks. Secondary outcomes were (s)PTB < 28, 32, 34
and 37weeks. CL predictive capacity was assessedwith likelihood
ratios (LR). Multivariable cox regression (MCR) combined CL
with other risk factors (e.g. smoking, cervical surgery, interpreg-
nancy interval (IPI) andwas expressed asHazard Ratios (HR) and
95% confidence intervals (CI)). For PTB risk factors, we calculated
population-attributive risk (PAR) for sPTB < 37 and < 32 weeks.
Nulliparous and multiparous women were assessed separately.
Results: We included 14,718 singletons between 2015–2021. Nul-
liparous women (N = 7532) with a CL ≤ 25, 26-30, 31-35 and
> 35mm had sPTB < 37 rates of 28.6%, 9.0%, 9.4% and 3.4%,
respectively. In multiparous (N = 7186) women, rates were 17.5%,
7.9%, 4.9% and 2.2%. Rates of sPTB < 32 weeks for CL ≤ 25 mm
were 20.9% in nulliparous and 12.7% inmultiparouswomen.MCR
in nulliparous women showed that CL ≤ 25, 26-30 and 31-35 mm
remained significantly associatedwith increased sPTBhazard (all
p < 0.001). In multiparous women, CL ≤ 25mm (p < 0.001),
smoking (p = 0.049) and IPI < 6 months (p = 0.002) increased
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sPTB hazard. In total, 1.0% of women had a CL ≤25mm, yet the
PAR of short cervix for sPTB < 37 and < 32 weeks was 7.0% and
29.3% in nulliparous vs 5.1% and 25.1% in multiparous women.
Conclusion: Asymptomatic short midtrimester CL is a signifi-
cant predictor of sPTB, highlighting the need for implementation
of measurement in routine care. A multifactorial approach may
enhance sPTB prediction, yet the impact of these additional fac-
tors seems limited. CL measurement remains the most effective
tool available, especially for identifying those at high risk for very
sPTB.

132 | Whole Blood in the Management of Postpartum
Hemorrhage

Anne M. Ambia1; April R. Gorman2; Jessica E. Pruszynski1;
Kristen Warncke2; Elaine L. Duryea2; David B. Nelson2
1University of Texas Southwestern, Dallas, TX; 2University of Texas
Southwestern Medical Center, Dallas, TX

10:30 AM - 12:30 PM
Objective: Although whole blood (WB) has been shown to
improve outcomes in acute trauma patients, it is not widely
available in many institutions. The objective of this study was to
examinematernal outcomes in those receivingWB versus packed
red blood cells withmultiple blood products to reconstitutewhole
blood for postpartum hemorrhage (PPH).
Study Design: This was a prospective cohort study of patients
undergoing vaginal delivery complicated by uterine atony who
received transfusion within the first 2 hours after delivery at
a large, academic facility. As an institutional practice, WB is
preferentially ordered for PPH, however, when unavailable, a
combination of packed red blood cells (PRBC) and fresh frozen
plasma (FFP) is provided by transfusion services as a substitute.
Data was collected by dedicated, trained research nurses in coor-
dination with transfusion services. Statistical analysis included
chi-square with P< 0.05 considered significant.
Results: Between Jan 2019 and Nov 2023, there were 119 patients
meeting inclusion criteria. As shown in the Table, there were
no significant differences in demographics or time from order to
transfusion (P = 0.26) among the study cohort. Estimated blood
loss was lower in the WB group: (1875 [1250,2500] mL vs 1250
[1000,1750] mL, P = 0.01). Compared to patients receiving multi-
component therapywithoutWB, thosewho receivedWB required
significantly fewer total blood products (2 [2,2] vs 6 [4,7], P<
0.001) and required an operative procedure less frequently (15.8%

vs 42.9%, P = 0.04). There was a trend for less febrile morbidity
and acute renal insufficiency with use of WB compared to use of
multi-component therapy.
Conclusion: The Alliance for Innovation on Maternal Health
advocates for early recognition and treatment of PPH. Compared
to the use of PRBC and FFP, the use of WB reduces the need
for large-volume (>4 units) blood product transfusion and need
for operative intervention, in the setting of PPH due to uterine
atony within the first 2 hours following delivery. Whole blood, if
available, should be the preference for resuscitation in such cases.

133 | Trends in Perinatal Outcomes Following Publication
of the Chap Trial: An Interrupted Time Series

Anthony E. Melendez Torres1; Sarah E. Little2; Sarah K.
Dotters-Katz1; Sarahn M. Wheeler1; Rachel L. Wood3
1Duke University School of Medicine, Durham, NC; 2Beth Israel
Deaconess Medical Center, Boston, MA; 3Duke University,
Durham, NC

10:30 AM - 12:30 PM
Objective: The April 2022 CHAP trial showed that tight chronic
hypertension (cHTN) control decreased preterm birth (PTB) and
low birthweight (BW) < 2500g. We assessed national trends
in PTB and low BW in pregnant patients with cHTN after
publication and dissemination of the CHAP trial.
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Study Design: Population level interrupted time series (ITS)
analysis fromFebruary 2021 toAugust 2023 usingUSNatality data
including patients with a singleton, non-anomalous gestation,
cHTN, and who initiated prenatal care at < 6 months gestation.
Pre- and post-CHAP periods were defined a priori as February
2021-January 2022 and September 2022-August 2023 respectively
with a washout period from February 2022-August 2022. Primary
outcomes were PTB< 35 weeks, PTB< 37 weeks, and BW< 2500g.
Poisson regression was used allowing for both a one-time level
change and ongoing changes in trends following the CHAP trial.
Incidence rate ratios (IRR) were adjusted for seasonality and the
proportion of individuals with age>35 and BMI>30. A sensitivity
analysis excluding patients with history of PTB to check for
robustness was also performed. Analyses conducted with Stata18
SE.
Results: There were 3,681,963 total births in the pre-CHAP
period, 81,881 affected by cHTN (2.2%) and 3,625,611 total births
in the post-CHAP period, 90,983 affected by cHTN (2.5%) (X2,
p < 0.00001). Baseline demographics were similar in the pre-
and post-CHAP periods (Table 1). Though observed rates of
primary outcomes were lower than expected immediately after
the dissemination period, these one-time level changes were not
significant (PTB< 35 weeks 8.6 v 8.8%, PTB< 37 weeks 18.6 v 19.1%,
BW< 2500g 15.5 v 16.3%). Therewere significant ongoing temporal
decreases in rates of PTB< 35 weeks (aIRR 0.977, 95% CI 0.965–
0.990, p= 0.001), PTB< 37 weeks (aIRR 0.992, 95% CI 0.987–0.997,
p = 0.001), and BW< 2500g (aIRR 0.981, 95% CI 0.970–0.993, p =
0.002) (Figure 1). Sensitivity analysis did not affect results.
Conclusion: These findings suggest a population-level impact of
the CHAP trial. Further research is warranted to assess if these
trends are found in all sub-groups.

134 | Experiences of Black and Latin-X Pregnant People
Undergoing Prenatal Diagnosis for Ultrasound Identified
Fetal Anomalies

Asha N. Talati; Karen Sheffield-Abdullah; Catalina Montiel;
Aryana Daye; Maria Reyes-Montilla; Kelly L. Gilmore; Neeta L.
Vora
University of North Carolina at Chapel Hill, Chapel Hill, NC

10:30 AM - 12:30 PM
Objective: To describe experiences of prenatal genetic diagnosis
(PGD) among pregnant people (PP) that self-identify as Black or
Latin-X with ultrasound detected fetal anomalies.
Study Design: Qualitative study of PP that self-identify as Black
or Latin-X with ultrasound detected fetal anomalies offered
genetic counseling and PGD care between 11/22–01/24 at a
tertiary care center. Interviews were conducted by teammembers
that had ethnic and language concordance with participants.
Interviews were one-on-one, semi structured, recorded and
transcribed. Interviews with Spanish-speaking participants were
translated to English for analysis. Interview domains included
the following: respect, trust and genetic privacy, quality of care,
and support. Interviews were coded and analyzed using thematic
analysis and sampling was completed after theme saturation was
achieved. All participants completed a demographic survey and
the Everyday Discrimination Scale (EDS), a validated tool to
assess the experiences of racial and ethnic minority groups.
Results: 24 interviews were completed (Table 1). All participants
had complex, multi-anomaly fetal phenotypes. Six (25%) partici-
pants had an amniocentesis. Several key themes were identified
across the cohort, including: (1) definitions of respectful care;
(2) a need for self-advocacy; (3) the value of racial, ethnic, and
linguistic concordance in care, and (4) navigation of healthcare
policies (e.g. abortion restrictions, insurance). For Spanish speak-
ing PP, Theme 3 included a discussion of translation services
and Theme 4 included discussion of healthcare costs, particularly
for those that recently immigrated (Figure 1). Zero interviewees
expressed concern regarding genetic privacy for the fetus, self,
other family members, now or in the future. Mean EDS score was
21.1 (SD 9.2); EDS scores were not associated with preferences for
amniocentesis (r = 0.09).
Conclusion: Black and Latin-X PPs’ reflections define respectful
care and identify unique considerations and areas for improving
quality of PGD care for these racial/ethnic groups.
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135 | Impact of Prenatal Trio-Exome Sequencing on Future
Reproductive Decisions: A Qualitative Study

Asha N. Talati1; Kelly L. Gilmore1; Anne Lyerly1; Marsha
Michie2; Neeta L. Vora1
1University of North Carolina at Chapel Hill, Chapel Hill, NC;
2Case Western Reserve University, Cleveland, OH

10:30 AM - 12:30 PM
Objective: o determine how trio-exome sequencing (t-ES) in an
incident pregnancy (IP) impacts reproductive decision making.
StudyDesign: Qualitative study of individuals froma t-ES cohort
that had a pregnancy with ultrasound-detected fetal anomalies
(fetal brain anomalies and/or multiple anomalies) and negative
karyotype (K) and microarray (CMA) in an IP. Participants had t-
ES 12-30 months prior to interview. Interviewer was blinded to IP
history and t-ES results. One-on-one semi-structured interviews

were completed, recorded and transcribed. Interview domains
included adaptation of t-ES results, perceived value of testing at
current time point, and future pregnancy decisions. Interviews
were analyzed using grounded theorymethods and sampling was
completed after theme saturation was achieved.
Results: 15 interviews were completed. Mean age was 31. Eleven
(73%) self-identified as non-Hispanic, White. Fourteen (93%) had
at least a college education and all were employed. One had
diagnostic findings that explain the fetal phenotype. Eight (53%)
had subsequent pregnancies; of those, 100% used some form of
genetic screening or testing (3 used cell free DNA (cfDNA), 2
used preimplantation genetic testing (PGT-A, PGT-M), 3 had
amniocentesis for K and CMA) (Table 1). Key themes identified
include: (1) “Knowledge is power”–participants valued genetic
testing to guide future pregnancy decisions; (2) “Whiplash”–
participants described howmedical and psychological complexity
of the IP felt incongruent with receiving negative t-ES results; (3)
“Confidence moving forward”–participants described how t-ES
results, even if negative, provided confidence with future preg-
nancy; (4) “value of genetic counseling”–participants describe the
importance of genetic counseling to interpret results and guide
subsequent pregnancies and prospective testing decisions.
Conclusion: Participants using t-ES expressed value in this
testing strategy paired with genetic counseling and used results
for future pregnancy decisions despite majority negative results.
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136 | Effect of Gestational Diabetes on Neonatal and
Delivery Outcomes Across Race and Ethnicity

Ashley Zimmermann1; Natalie Suder2; Rachel Kim3; Karen
Huang3; Maria Teresa Benedetto2; Mio Sawai2; Teresa Cheon2;
Yuzuru Anzai2
1Northwell Lenox Hill Hospital, New York, NY; 2Lenox Hill
Hospital, NY; 3University of Chicago, Chicago, IL

10:30 AM - 12:30 PM
Objective: This study aims to evaluate the impact of gestational
diabetes mellitus (GDM) on neonatal and delivery outcomes
across different races and ethnicities, providing a comprehensive
understanding of GDM and the influences it has on neonatal
health across diverse populations.
Study Design: A retrospective analysis was conducted using
CDC natality data from 2016 to 2022. The study group com-
prised pregnant individuals with gestational diabetes across
Non-Hispanic (NH) White, NH Black, NH Asian, and Hispanic
mothers with gestational age range of 37 to 42 weeks and infant
birth weight (BW) range of < 5,000 grams (n = 1,535,308).
GDM prevalence was measured in each race and ethnicity.
Primary outcomemeasures included neonatal intensive care unit
(NICU) admission rates, assisted ventilation (AV) usage, large for
gestational age (LGA) (> = 4000 g), average infant BW, low five-
minute APGAR scores (< = 6), and C-section rate. Descriptive
analysis and multinomial logistic regression analysis were done
using SPSS to calculate adjusted odds ratios (aOR) and 95%
confidence intervals.
Results: NH Asian individuals have the highest prevalence of
GDM, whereas NH Black individuals have the lowest (Table 1).
Unlike other groups, NH Asians with GDM have lower average
infant BW than thosewithoutGDM.GDMhas the greatest impact
onNICUadmission,AVusage, C-section rate, andLGA rate in the
NH Black population.
Conclusion: While GDM significantly increases the risk of
various neonatal and delivery outcomes across all races and

ethnicities, the extent to which it affects each population differs.
NH Black individuals, who have the lowest overall prevalence of
GDM and baseline birth weight compared to other populations,
face the highest risk of adverse outcomes, particularly for LGA
infants. On the contrary, despite the high prevalence of GDM,
outcomes among Asian mothers were comparable to White race.
Physicians should consider these racial and ethnic differences
when managing GDM and the associated risks. Limitations of
this study include potential error biases from using CDC birth
certificate data.

137 | Construction of a Predictive Model to Determine
Probability of Low BirthWeight Using Machine Learning

Rachel Kim1; Karen Huang1; Ashley Zimmermann2; Natalie
Suder3; Maria Teresa Benedetto3; Mio Sawai3; Teresa Cheon3;
Yuzuru Anzai3
1University of Chicago, Chicago, IL; 2Northwell Lenox Hill
Hospital, New York, NY; 3Lenox Hill Hospital, NY

10:30 AM - 12:30 PM
Objective: Low birth weight (LBW) is classified as weight of
less than 2,500 grams after birth. Identifying LBW is crucial due
to its association with high-risk neonatal outcomes. This study
aims to predict the probability of LBW for full term (37 week)
neonates using maternal and pregnancy characteristics as well as
the expected fetal weight (EFW) at 30 weeks.
Study Design: CDC natality data from 2022 was used to select
maternal, neonatal, and pregnancy factors associated with infant
birth weight. Maternal factors included: BMI, age, height, race,
weight gain during pregnancy, gestational diabetes, gestational
hypertension, plurality, cigarette use, andpre-pregnancy diabetes.
Pregnancy and neonate-related characteristics included: infant
sex, gestational age, and total birth order. The birth weights
for infants delivered at 37 weeks of gestational age from this
database were used and unknown parameters were excluded (n=
439,251). TheEFWs at 30weeks for these neonateswere computed
using Hadlock’s EFW curves at the 10th and 90th percentiles.
A least squares logistic regression model was generated using
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Google Colab to predict the probability of LBW given all the
characteristics and EFW at 30 weeks. The model used an 80:20
split for testing and training, respectively, for validation purposes.
Results: The model performed with an accuracy of 94.3%. The
positive predictive value (PPV) was 93.4% and the negative
predictive value (NPV) was 95.2%. Sensitivity was 95.3% and
specificity was 93.3%. The area under the curve (AUC) score was
98.7% (Graph 1).
Conclusion: The high accuracy, NPV, PPV, sensitivity, speci-
ficity, and AUC score of the model attest to its predictive
strength. Moreover, the model was trained using a large, national
dataset, demonstrating its applicability. Physicians can incorpo-
rate machine-based learning models in quantifying the risk of
LBW during the earlier stages of the third trimester. Further
model developments can includemodeling based on earlier EFWs
(< 30 weeks) to provide specialized prenatal care for those who
are at higher risk for LBW.

138 | Impact of Interpregnancy Interval on Adverse
Pregnancy Outcomes in Individuals with Prior
Gestational Diabetes Mellitus

Ava D. Mandelbaum; Bharti Garg; Megha Arora; Aaron B.
Caughey
Oregon Health & Science University, Portland, OR

10:30 AM - 12:30 PM

Objective: Interpregnancy interval (IPI) has been shown to influ-
ence perinatal outcomes, yet its impact on individuals with prior
gestational diabetes mellitus (GDM) remains under-explored.
This study aims to evaluate the impact of IPI on pregnancy
outcomes in patients with a history of GDM.
Study Design: This retrospective cohort study analyzed single-
ton, non-anomalous births in two consecutive deliveries among
patients with a history of GDM in the index pregnancy in
California (2008-2020). IPI was categorized into five groups:< 12,
12-23, 24-35, 36-59, and≥ 60months.Outcomes for the subsequent
pregnancy included GDM, gestational hypertension, preeclamp-
sia, preterm delivery < 37 weeks, cesarean delivery, severe
maternal morbidity (SMM), macrosomia, and NICU admission.
Chi-squared and multivariable logistic regressions were used for
statistical analyses.
Results: Among 63,746 patients in our final sample, 20.7%,
31.8%, 19.3%, 18.4%, and 9.9% were classified in the < 12, 12-23,
24-35, 36-59, and ≥ 60-month IPI groups, respectively. Relative
to the 12-23-month group, patients with IPI < 12 months had
significantly higher proportions of preeclampsia (4.7% vs 4.3%),
preterm delivery (8.5% vs 7.4%), macrosomia (16.2% vs 15.2%),
and NICU admission (10.2% vs 9.3%) (Table 1). After adjustment,
pregnancies with an IPI < 12 months remained associated only
with preterm delivery (aOR 1.12, 95% CI 1.03-1.21) relative to
an IPI of 12-23 months (Table 2). Conversely, compared to 12-
23 months, an IPI ≥ 60 months was associated with higher
rates and odds of gestational hypertension (aOR 1.46, 95% CI
1.30-1.65), preeclampsia (aOR 1.65, 95% CI 1.47-1.86), preterm
delivery (aOR 1.63, 95% CI 1.48-1.79), cesarean delivery (aOR
1.58, 95% CI 1.42-1.75), and NICU admission (aOR 1.26, 95% CI
1.15-1.38).
Conclusion: Both short (< 12 months) and long (≥ 60 months)
IPIs are associated with adverse perinatal outcomes among
patients with GDM. These findings highlight the importance of
counseling individuals with GDM on optimal pregnancy timing
to mitigate risks in subsequent pregnancies.
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139 | Association of Interpregnancy Interval on Obstetric
Outcomes Among Patients with a History of Preeclampsia

Ava D. Mandelbaum; Bharti Garg; Megha Arora; Aaron B.
Caughey
Oregon Health & Science University, Portland, OR

10:30 AM - 12:30 PM
Objective: Preeclampsia is associated with significant maternal
morbidity, yet the impact of interpregnancy interval (IPI) on
perinatal outcomes for subsequent pregnancies in these patients
remains unclear. We aimed to evaluate the association of IPI with
pregnancy outcomes in patients with a history of preeclampsia.
Study Design: This retrospective cohort study analyzed single-
ton, non-anomalous births in two consecutive deliveries among
individuals with a history of preeclampsia in the index preg-
nancy in California (2008-2020). IPI was categorized into five
groups: < 12, 12-23, 24-35, 36-59, and ≥ 60 months. Outcomes
for the subsequent pregnancy included gestational hypertension,
preeclampsia, preterm delivery, cesarean delivery, and severe
maternal morbidity (SMM). Chi-squared andmultivariable logis-
tic regressions were used for statistical analyses.
Results: Our final sample included 36,435 patients with a history
of preeclampsia in an index pregnancy. Among this group, 7,494
(20.6%), 10,827 (29.7%), 6,761 (18.6%), 6,918 (19.0%), and 4,435
(12.2%) individuals were classified in the < 12, 12-23, 24-35, 36-59,
and ≥ 60-month IPI groups, respectively. Relative to the 12-23-
month group, an IPI of < 12 months was significantly associated
with gestational hypertension (10.5% vs 10.0%; aOR = 1.12, 95%
CI 1.02-1.24) and preterm delivery (10.9% vs 9.1%; aOR = 1.16, 95%
CI 1.05-1.28) (Table 1-2). Compared to 12-23 months, an IPI ≥ 60
months was linked to gestational hypertension (11.2% vs 10.0%;
aOR= 1.17, 95% CI 1.04-1.31), preterm delivery (15.8% vs 9.1%; aOR
= 1.72, 95% CI 1.54-1.91), cesarean delivery (17.3% vs 10.2%; aOR =
1.73, 95% CI 1.51-1.99), and SMM (2.3% vs 1.5%; aOR = 1.43, 95% CI
1.10-1.86).
Conclusion: This study demonstrates that short (< 12 months)
and long (≥ 60 months) IPIs are associated with increased
risks of adverse perinatal outcomes in patients with a history of
preeclampsia. These findingsmay inform preconception counsel-
ing and tailored care plans to optimize maternal outcomes in this
high-risk population.

140 | Continuous Glucose Monitoring (CGM) with Poor
Glycemic Control Correlates to Increased Risk of Preterm
Birth/Preeclampsia

Ayesha Hasan1; Lauren LaRocca1; William E. Ackerman, IV2

1University of Illinois at Chicago, Chicago, IL; 2University of
Illinois at Chicago, College of Medicine, Chicago, IL

10:30 AM - 12:30 PM
Objective: We evaluated the association between glycemic con-
trol derived from CGM in patients with diabetes and the risk of
adverse maternal/neonatal outcomes.
Study Design: We performed a retrospective cohort study of
pregnant people with gestational and pregestational diabetes
using CGM, who received care in a university-based MFM
practice and delivered between July 2020 to December 2022, to
evaluate the association between glycemic control and mater-
nal/neonatal outcomes. CGM data was downloaded from the
proprietary website and analyzed using a modified version of
the iglu package using R. Maternal and neonatal demographic
and pregnancy outcomes were abstracted from the EMR. Multi-
variable logistic regression was used to evaluate the relationship
between glycemic control with maternal/neonatal outcomes.
Results: We evaluated 92 pregnancy episodes. HgbA1c was
negatively correlated with time in range, composite glucose index
and gestational age at delivery. HgbA1c was positively correlated
with time above range, median glucose, GMI (vector of glucose
measurement) andmean amplitude of glycemic excursion. Given
highmulticollinearity amongCGM indices (VIF>24), we focused
on GMI as a predictor. In simple logistic regression models,
GMI was not significantly associated with: NICU admission (p
= 0.23), LGA infants (p = 0.54), or SGA infants (p = 0.29).
However, GMIwas associatedwith PTB< 37w (OR 5.67, p< 0.002)
and preeclampsia (OR 4.07, p < 0.005). In multivariable logistic
regressionmodels, GMI remained a significant predictor of PTB<
37w (aOR 5.50, 95% CI, 1.47-20.59, p < 0.02) and preeclampsia
(aOR 3.56, 95% CI, 1.20-10.58, p < 0.03). Among the 34 preterm
births noted in our cohort, 58.8% were noted to be iatrogenic and
41.2% were spontaneous.
Conclusion: We found that worsening glycemia in pregnancy
was correlated with an increased risk of spontaneous and iatro-
genic PTB and preeclampsia. Use of CGM in pregnancy has the
potential to revolutionize diabetes care to provide a unique tool
for patient education and targeted adjustments in medication
therapy but more research is required to guide clinicians in its
use.
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141 | Preeclampsia-Like Features Induced by Reduced
Uteroplacental Perfusion in a Transgenic Mouse Model of
Alzheimer’s Disease

Bani Medegan Fagla; Cielo Dela Rosa; Savita Sundar; Erykah
Walton; Jason York; Guomao Zhao; Aswathi Jayaram; Leon M.
Tai; Irina A. Buhimschi
University of Illinois at Chicago, College of Medicine, Chicago, IL

10:30 AM - 12:30 PM
Objective: Animal models that recapitulate preeclampsia (PE)-
like features can greatly facilitate studies of PE mechanism.
One such model, the reduced uteroplacental perfusion pres-
sure (RUPP), was originally optimized in Sprague-Dawley rats.
However, the advancement of genetically modified mice has
led researchers to search for murine models where relation-
ships between genes and disease phenotypes can be specifi-
cally studied. We aimed to optimize the RUPP procedure in
5xFAD+/-/APOE-TR+/+ (EFAD) mice, a humanized transgenic
mousemodel of Alzheimer’s disease and to compare the presence
and severity of PE-like features to wild-type (WT) mice.
Study Design: 2-4 month old timed pregnant WT and EFAD
C57/BL6Jmice underwent RUPP on (GD)13.5 by bilateral ligation
of ovarian vessels. Animals were sacrificed on GD17.5, for tissue
harvest and assessment of PE endpoints: mean arterial pres-
sure (MAP), albumin/creatinine ratio, serum sFlt-1/PlGF-2 ratio,
kidney andplacentalmorphology, fetalweights andplacental effi-
ciency (placental/fetal weight ratio). Pilot experiments assessing
PE endpoints on GD18.5 resulted in fetal death of ∼60% of RUPP
mice. Control mice underwent sham procedures where ovarian
vessels were not ligated. Data from n = 6-13 mice per group was
tested for normality and analyzed by parametric statistics.
Results: 1) RUPP resulted in a significant increase in MAP
in WT (p = 0.006) but not in EFAD mice; 2) RUPP did not
increase the albumin/creatinine or sFlt-1/PlGF-2 ratios in either
WT or EFAD mice; 3) RUPP mice had discernable changes in
kidneymorphology consistent with kidney injury independent of
genotype; 4) RUPP decreased placental efficiency in EFAD (p =
0.003) but not in WT mice.
Conclusion: The extent to which RUPP mimics different PE-
endpoints varies with mouse genetic background. Unlike WT
mice, EFAD mice remain normotensive following RUPP, yet
they have increased susceptibility to placental insufficiency;
an observation with relevance to the heterogeneity of clinical
manifestations comprising the PE syndrome.

142 | Outpatient Mangement Protocol for Preterm
Premature Rupture of Membranes Before 34 Weeks

BARROIS Mathilde1; Seyral Antonin1; Aude Girault2; Francois
Goffinet3; Camille Le Ray4
1Port Royal Maternity Unit Cochin Hospital, Paris, Ile-de-France;
2FHU PREMA, Paris, France. FHU PREMA, Paris, France;
Université Paris Cité, Inserm, Centre for Research in Epidemiology
and StatisticS (CRESS), Obstetrical Perinatal and Pediatric
Epidemiology Research Team (EPOPé), Paris, France., Paris,
Ile-de-France; 3Université Paris Cité, Inserm, Centre for Research
in Epidemiology and StatisticS (CRESS), Obstetrical Perinatal and
Pediatric Epidemiology Research Team (EPOPé), Paris,
Ile-de-France; 4INSERM UMR 1153, Obstetrical, Perinatal and

Pediatric Epidemiology Research Team (Epopé), Center for
Epidemiology and Statistics, FHU PREMA, Université de Paris,
Paris, Ile-de-France

10:30 AM - 12:30 PM
Objective: In cases of preterm premature rupture of membranes
(PPROM), expectantmanagement is preferred to reduce neonatal
morbidity when no infection is present. While monitoring has
traditionally been done through hospitalization, outpatient man-
agement (OM) is now an option, though selection criteria remain
unclear. This study aims to compare obstetric and neonatal
outcomes before and after the implementation and modification
of a OM protocol for PPROM patients introduced in April 2013.
Study Design: We included all patients with PPROM before
34 weeks, admitted from January 1, 2011, to December 31, 2021.
Patients were divided into two groups: Period A, where all were
hospitalized until delivery, and Period B, where eligible patients
weremonitored at home (OM). Periods B1 to B3 reflect successive
modifications of the OM protocol (Figure 1).
The primary outcomewas the latency period, defined as the dura-
tion in days between PPROM and delivery. Secondary outcomes
included obstetric andneonatal outcomes.Obstetric andneonatal
outcomes were compared between periods A and B, and further
analyzed among OM patients across periods B1 to B3
Results: During Period A, 145 patients were included, and 394
in Period B, of whom 126 (32%) received OM. Gestational age at
PPROMwas comparable between the periods (28.9 weeks±3.1 vs.
28.9 weeks ±3.32, p = 0.94), as were the latency period (13.9 ±19.9
days vs. 14.5 ± 16.8, p = 0.77) and gestational age at delivery (30.8
±3.26 weeks vs. 30.9 ±3.77, p = 0.62). Early neonatal bacterial
infections were significantly lower in Period B (42% vs. 31%; p =
0.018), as was the rate of intraventricular hemorrhage (24% vs.
6.2%; p < 0.01). OM use increased from B1 to B3 due to relaxed
eligibility criteria, with no significant change in the latency period
(Table).
Conclusion: After the OM protocol was implemented, one-
third of patients benefited from home monitoring, with usage
increasing over time. In PPROM cases, HCM, even with broad
eligibility criteria, does not appear to extend the latency period
but may reduce neonatal morbidity.
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143 | Normal Blood Pressure Standard Across Gestation in
Low-Risk Pregnant Individuals and Comparisons by
Pregnancy Outcome

Beth L. Pineles1; Lisa D. Levine2; Jennifer Lewey2; Katherine L.
Grantz3; Nehemiah Weldeab4; Jesse Chittams4; Markolline
Forkpa5; Stefanie N. Hinkle2
1Perelman School of Medicine, University of Pennsylvania,
Philadelphia, PA; 2University of Pennsylvania Perelman School of
Medicine, Philadelphia, PA; 3Epidemiology Branch, NICHD-NIH,
Bethesda, MD; 4University of Pennsylvania School of Nursing,
Philadelphia, PA; 5Pennsylvania Medicine Women’s Health
Clinical Research Center, Philadelphia, PA

10:30 AM - 12:30 PM
Objective: Nearly 50 years ago,mean blood pressure (BP) in 6,662
white pregnant women was reported to vary by gestational age,
but the upper and lower limits of normal across gestation have
not been defined. Our objectives were to create a BP standard
based on the gestational age-specific BP in low-risk pregnant
people, and to compare BP trajectories between those with and
without hypertensive disorders of pregnancy (HDP; gestational
hypertension or preeclampsia), spontaneous preterm delivery
(sPTD), or small-for-gestational age neonates (SGA).
Study Design: This was a secondary analysis of 2334 low-risk,
singleton pregnancies from 2009-2013 that were a part of a
prospective NICHD cohort of individuals 18-40 years without
medical conditions or prior pregnancy complications; BMI 19.0-
29.9 kg/m2. Linear mixed models with cubic splines were used to
estimate systolic and diastolic BP curves, based on BP abstracted
from prenatal records. Likelihood ratio tests compared curves
between pregnancies with HDP, sPTD, or SGA (< 10%ile based
on Duryea reference) vs. those without these outcomes, adjusting
for confounders.
Results: There were 2278 pregnancies included in the standard
with a mean of 11 measurements (standard deviation [SD] 3). The
mean maternal age was 28.2y (SD 5.5), gestational age at delivery
38.8wk (SD 1.7), and 49% were nulliparous. Participants were 28%
Hispanic, 26% non-Hispanic (NH) Black, 26% NHwhite, and 20%
NH Asian. HDP occurred in 123 (6%), sPTD in 90 (4%), and SGA
in 191 (9%). BPs were lower and varied less with gestation than
reported in the prior study, with standard curves shown in Figure
1. As early as at 6-8 weeks, BPs were significantly higher in those
who ultimately developed HDP and sPTB compared to those who
did not (p values < 0.05, Figure 2).
Conclusion: In a diverse, contemporary cohort, we established
normative BP curves and trends for pregnancy. Additionally, early
first-trimester BPs are higher for those destined to have HDP or

sPTB. Future studies should evaluate whether deviation of BP
trajectories is an opportunity for early intervention to decrease
risks of HDP and sPTB.

144 | Influence of the Solomon Technique in TTTS on
Survival and Abruption–Temporal Or Causal?

Bettina Paek; Melissa Dorn; Martin Walker
Seattle Children’s Hospital, Seattle, WA

10:30 AM - 12:30 PM
Objective: The fetoscopic laser Solomon technique (FLS) for
treatment of Twin-Twin Transfusion Syndrome (TTTS) has been
associated with an increased risk of placental abruption while
also improving neonatal survival when compared to standard
fetoscopic laser (FL). We aimed to determine the impact of
implementation of FLS on neonatal survival and placental
abruption.
Study Design: We conducted a single center retrospective study
of patients with mo-di twins undergoing Fl or FLS from 2003-
2024. We used logistic regression, interrupted time series, and
non-parametric analysis to determine the impact of adoption of
FLS on neonatal survival and placental abruption.
Results: Between 2003-2024, 584mo-di twins underwent laser for
the treatment of TTTS and had information on abruption status
and neonatal outcomes available. FLSwas adopted between 2013-
2014. Patients undergoing FLS had improved chances of dual
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survival (84% vs 69%, p< 0.001) and an increased risk of abruption
(15% vs 5%, p = 0.027). There was no association between gesta-
tional age at surgery, placental position, number of anastomoses
ablated or total fetoscopy time and risk of subsequent abruption.
However, survival showed a significant incremental improve-
ment throughout the study period with dual survival (annual
means) increasing from 63% to 88% for the last year that full data
were available (p = 0.02) and single survival decreasing from 38%
to 9% (P = 0.01). The frequency of no survivors ranged from 0-
12% and did not change significantly over time. The rate of TAPS
requiring treatment was low (< 2%) pre and post adoption of FLS.
Similarly, the rate of abruption increased starting early in the
study period with a marginally significant decrease of the slope
after adoption of FLS.
Conclusion:While both survival and abruption increased during
the study period, this increase predated the adoption of FLS.
This raises the question of causal attribution to FLS versus other
factors, such as operator experience ormore extensive use of laser.
A randomized trial may be required to assess the true impact of
FLS on obstetric and neonatal outcomes.

145 | Maternal Laparotomy to Fetoscopic MMC Repair in
the Morbidly Obese is Safe and Feasible

Braxton Forde1; K. Schuyler Nissen1; Charles Stevenson2;
Foong-Yen Lim3; Mounira Habli2; David McKinney1; Erinn
Goetz2; Jose L. Peiro4
1University of Cincinnati College of Medicine, Cincinnati, OH;
2Cincinnati Children’s Hospital Medical Center, Cincinnati, OH;
3Cincinnati Children’s Hospital, Cincinatti, OH; 4Cincinnati
Children’s Fetal Care Center, Cincinnati, OH

10:30 AM - 12:30 PM
Objective: The Management of Myelomeningocele Study
(MOMS) delineated inclusion and exclusion criteria for in utero
myelomeningocele (MMC) repair. One exclusion was maternal
BMI > 35 kg/m. Our institution expanded the criteria to include
body mass index (BMI) up to 39.99. Concerns have been raised
regarding fetoscopic MMC repair and the prolonged operative
time in the morbidly obese, therefore, we sought to evaluate the
outcomes of fetoscopic MMC repair in the setting of BMI ≥ 35 at
the time of surgery.
Study Design: This was an IRB-approved, single institution
study from 2016-2024. Inclusion criteria were any patients that
underwent fetoscopic repair at our institution that had a BMI
of at least 35.0 on the date of surgery. These patients all had a

midline laparotomy to 3 port fetoscopic MMC repair (Figure 1).
All patients underwent 3-layer closure,with 2 overlapping human
umbilical cord matrix patches and either primary skin closure
or skin patch placement. Outcomes assessed were operative
time, gestational age at delivery, route of delivery, need for cere-
brospinal fluid (CSF) diversion at 12 months, and postoperative
complications.
Results: During study window, 92 patients underwent maternal
laparotomy to fetoscopicMMC repair. Of those 92, 19 had a BMI≥

35 as documented in themedical record at the date of surgery. The
median gestational age at surgerywas 25 2/7weeks (IQR 24 6/7, 25
5/7), median gestational age at delivery was 35 3/7 weeks (IQR 34
1/7, 36 5/7), and CSF diversion rate at 12 months was 31.3%, which
were similar to better than outcomes with BMI< 35 (Table 1). The
rate of vaginal delivery was 42%, also similar to those with BMI <
35. Interestingly, total OR time was no different with respect to
BMI (OR time 255 min, IQR 235.5, 294 in BMI ≥ 35 vs 251, IQR
230, 297 in BMI < 35, p = 0.707).
Conclusion: Maternal BMI 35-< 40 did not negatively affect the
pregnancy or postoperative outcomes in the setting of fetoscopic
MMC repair. Further evaluation of fetoscopic MMC outcomes in
the setting of maternal BMI of 40-45 may be warranted.

26 of 181 Poster Session 1



146 | TTTS + sFGR + TAPS: Does “Triple Disease” Lead to
Worse Outcomes in TTTS?

Braxton Forde1; Mounira Habli2; David McKinney1; Kara B.
Markham1; Mallory Hoffman3; Jose L. Peiro4; Beth Rymeski2;
Laura Galganski2; Foong-Yen Lim5

1University of Cincinnati College of Medicine, Cincinnati, OH;
2Cincinnati Children’s Hospital Medical Center, Cincinnati, OH;
3Trihealth, Cincinnati, OH; 4Cincinnati Children’s Fetal Care
Center, Cincinnati, OH; 5Cincinnati Children’s Hospital,
Cincinatti, OH

10:30 AM - 12:30 PM
Objective: Twin-twin transfusion syndrome (TTTS) is often diag-
nosedwith selective fetal growth restriction (sFGR). Concomitant
TTTS + sFGR is believed to worsen outcomes, but the impact
of TAPS upon TTTS + sFGR, i.e. “triple disease,” is unknown.
Thus we sought to evaluate these patients’ outcomes relative to
the TTTS and TTTS + sFGR populations.
Study Design: IRB-approved retrospective cohort at a single
institution from 2011-2024. Inclusion criteria were patients who
underwent fetoscopic laser photocoagulation (FLP) for mono-
chorionic twins and had bothmiddle cerebral artery peak systolic
velocity (MCA-PSV) and estimated fetal weight (EFW) calculated
by ultrasound. Three groups were analyzed: TTTS alone, TTTS
+ sFGR, and TTTS + sFGR + TAPS. sFGR was defined by ≥2
of the following: EFW or abdominal circumference (AC) of one
twin < 10th percentile, EFW discordance of ≥25%, or umbilical
artery pulsatility index of the smaller twin >95th percentile.
TAPS was defined by an MCA-PSV delta >0.5 between the twins.
Preoperative, operative, and postoperative characteristics were
compared, with primary outcomes being fetal survivorship and
gestational age at delivery.
Results: Out of 942 patients who underwent FLP, 780 met study
criteria: 392 with TTTS, 296 with TTTS+ sFGR, and 92 with TTTS
+ sFGR + TAPS. The TTTS + sFGR + TAPS group had a later
gestational age at surgery and higher rates of Stage IV disease
(Table 1). Outcomes varied significantly between groups. Fetal
survival (i.e. live birth) of 2 infants was 88% for TTTS, 76% for
TTTS + sFGR, and 68% for TTTS + sFGR + TAPS (p < 0.001).
The gestational age at delivery was latest in the TTTS + sFGR
+ TAPS group (mean 33.1 weeks, 95% CI 32.4-33.8) compared
to TTTS alone (30.1 weeks, 95% CI 29.8-30.4, p < 0.001). This
later age correlated with higher birthweights for both donors and
recipients (Figure 1). Donor birthweight was lowest in the TTTS
+ sFGR group (Table 1).
Conclusion: TTTS + sFGR + TAPS is associated with worse sur-
vival but longer pregnancy duration compared to TTTS + sFGR
and TTTS alone. This information is valuable for preoperative
counseling.

147 | Outcomes of Maternal Alloimmunization with
Multiple Antibodies Compared to a Single Antibody

Brittany J. Arkerson1; Faezeh Aghajani2; Evelyn McGuire3;
Katherine Modrall3; Lucy Salter3; Anthony L. Shanks3; Hiba J.
Mustafa4
1Indiana University, Indianapolis, IN; 2Maternal Fetal Care
Center, Division of Fetal Medicine and Surgery, Boston Children’s
Hospital and Harvard School of Medicine, Boston, MA; 3Indiana
University School of Medicine, Indianapolis, IN; 4Indiana
University and Riley Children’s Hospital, Indianapolis, IN

10:30 AM - 12:30 PM
Objective: To investigate outcomes related to the presence of
multiple alloantibodies compared to a single antibody.
Study Design: A single-center retrospective cohort study of
alloimmunized singleton gestations with antibodies known to
be associated with hemolytic disease of the fetus and newborn
(HDFN) from 2018 to 2023. We excluded pregnancies if the
fetus was determined to be not at risk for HDFN either by
negative paternal genotyping or negative invasive diagnostic
testing. Multiple gestations were excluded as well. Univariate
and multivariate analyses were performed. P-value < 0.05 was
considered statistically significant.
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Results: 166 alloimmunized pregnancies were identified during
the study period. Patients with multiple antibodies were more
likely to have had an intrauterine transfusion (IUT) in a previous
pregnancy (20% vs. 0.8%, p < 0.001) and were more likely to
be with anti-D. 64% of patients had antibody titers drawn early
in pregnancy. This titer was higher in patients with multiple
antibodies (254.5 ± 325.8 vs. 19.48 ± 51.1, p = 0.007) despite being
collected at around the same gestational age (10.97 ± 3.3 vs. 10.35
± 2.7, p = 0.39). Patients with multiple antibodies reached a
highermaximum titer during pregnancy (381.6± 431.4 vs. 40.56±
92.2, p = 0.004) and were more likely to undergo middle cerebral
artery (MCA) Dopplers (93.3% vs. 59.8%) that was started at an
earlier gestational age (25.6 ± 4.6 vs. 29.8 ± 6.3, p = 0.02). They
were also more likely to need IUT (80% vs. 34.3%, p = 0.005) that
was both earlier andmore frequent(3.6± 1.3 vs. 1.9± 1, p= 0.003)
and to deliver at an earlier gestational age (34.7 ± 5.4 vs. 36.7 ±
2.6, p = 0.01).
Conclusion: Patients with alloimmunization involving multiple
antibodies rather than a single antibody are more likely to have
critical antibody titers, require early MCA Dopplers, develop
HDFN requiring IUT procedures that weremore commonly early
and multiple, and deliver at an earlier gestational age.

148 | Differences in Risk Factors for Postpartum
Hemorrhage in Obese and Non-Obese Patients

Bryce T. Munter1; Margaret T. Klausmeyer2; CeCe Cheng3;
Claire D. Sundjaja4; Michaela Y. Lee2; Natasha Paul2; Nastassia
Anna Yammine2; Patrick S. Ramsey1; John J. Byrne4
1University of Texas Health Science Center San Antonio, San
Antonio, TX; 2UTHSCSA, San Antonio, TX; 3University of
Washington, Seattle, WA; 4University of Texas Health San
Antonio, San Antonio, TX

10:30 AM - 12:30 PM
Objective: Several studies have noted an association between
obesity and increased rates of postpartum hemorrhage. However,
it is still unclear why this correlation exists. Our objective is to
evaluate if there are differences in risk factors for postpartum
hemorrhage between obese and non-obese pregnant patients.
Study Design: We conducted a retrospective cohort study of
all patients who delivered at our level 4 maternal care hospital
between August 1, 2020 and July 31, 2021. Records were reviewed
for sociodemographic characteristics, pre-existingmedical condi-
tions, and whether they had a postpartum hemorrhage, defined
as a quantitative blood loss (QBL) of > = 1000ml within the first
24 hours after delivery, based on ReVITALize criteria. Univariate
logistic regression was then used to analyze known risk factors
for postpartum hemorrhage in patients with BMI < 30kg/m2 and
BMI ≥ 30kg/m2.
Results: A total of 693 patients delivered during the study period,
of which 225 (32%) had BMI < 30 and 468 (68%) had BMI >30.
Of note, 76% of our study population identified as Hispanic
or LatinX. Risk factors differed between the two BMI groups.
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Regardless of BMI, having a placental abnormality including
placenta accreta spectrum was a risk factor for postpartum
hemorrhage. Having vaginal bleeding or anemia on admission
were only risk factors in the BMI < 30 group. Intraamniotic
infection was only a risk factor in the BMI ≥ 30 group. All
other variables listed here were not risk factors for postpartum
hemorrhage in this cohort of patients.
Conclusion: In our primarily Hispanic cohort of pregnant
patients, there are differences in risk factors for postpartum
hemorrhage between obese and non-obese patients. This study
may have been limited due to sample size. Further studies
should utilize this information to create better models to predict
postpartum hemorrhage.

149 | Associations Between H48/H0 β-HCG Ratio in the
Fourth GestationWeek and Pregnancy Outcomes:A
Retrospective Analysis

Cai Liu1; Kexin Wang2; Hui Yao2; Fang Wang2
1Lanzhou University Second Hospital, Lanzhou, Gansu; 2Lanzhou
University Second Hospital, Lanzhou University Second Hospital,
Gansu

10:30 AM - 12:30 PM
Objective: Does anH48/H0 hCG ratio of pregnancy in the fourth
gestation week associate with pregnancy outcomes in pregnancy
loss patients? we aimed to investigate the correlations between
hCG ratio and pregnancy outcomes in patients with a history of
pregnancy loss.
Study Design: This is a retrospective cohort study, the receiver
operator curves were plotted to determine the optimal cut-off
for the pregnancy outcomes. The odds ratio was also calculated
through univariable andmultivariable analyses, with continuous

variables categorized into binary categories based on the cut-off
value.
Results: In total, 279 women ended with live birth and 79
with no live birth. A lower H48/H0 ratio of hCG in the fourth
gestation week was an independent risk factor for no live birth (p
< 0.01) and preterm birth (p = 0.03). The optimal value for
predicting no live birth of H48/H0 is 1.85 (AUC = 0.717). For
early pregnancy loss, the optimal value of H48/H0 is 1.85 (AUC
= 0.711), and for biochemical pregnancy loss, it is 1.55 (AUC
= 0.953). Compared to the live birth group, patients with a
H48/H0 ratio < 1.85 exhibited a significantly higher risk of no
live birth (OR: 9.54, 95% CI: 5.16-17.63). Similarly, individuals
with a H48/H0 ratio < 1.55 faced an elevated risk of biochemical
pregnancy loss (OR:603.0, 95% CI: 61.08-5953.14). A H48/H0 ratio
(< 2.56) was associated with a tendency towards an increased
risk of preterm birth (OR: 1.85, 95%CI:0.74-4.65).These odds ratio
remained consistent even after adjusted by age, BMI, previous
losses, initial hCG(H0), E2 and P.
Conclusion: Our study revealed that the H48/H0 ratio of hCG in
the fourth gestation week of pregnancy might be correlated with
both no live birth and preterm birth. Further prospective large
studies are needed to confirm our findings.
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150 | Subdividing Early Fetal Growth Restriction Based on
Gestational Age at Diagnosis: Implications for Perinatal
Management

Cammy Tang1; Diya Yang1; Katie Fioritto2; Giancarlo Mari2
1Case Western Reserve University, School of Medicine, Cleveland,
OH; 2University Hospitals, Cleveland, OH

10:30 AM - 12:30 PM
Objective: Two distinct phenotypes of fetal growth restriction
(FGR) have been identified based on gestational age at diagnosis:
early (< 32 weeks) and late (≥32 weeks), with different outcomes
observed between these two categories, though this cutoff is
debated. We hypothesized differences in early FGR outcomes
based on the gestational age at diagnosis.
Study Design: To test our hypothesis, we conducted a retro-
spective cohort study on data extracted from our database on
334 women with singleton pregnancies diagnosed with FGR
(fetal weight/AC below the 10th percentile). The 1st ultrasound
was at less than 20 weeks’ gestation. Patients were divided into
four groups based on the gestational age at diagnosis: Group A
(20.0-23.6 weeks), Group B (24.0-27.6 weeks), Group C (28.0-31.6
weeks), and Group D (≥32 weeks).
Outcome measures included:

1. Composite adverse perinatal outcomes (neonatal acidosis,
Apgar score < 7 at 5 minutes, perinatal death, severe
intraventricular hemorrhage, necrotizing enterocolitis, and
respiratory distress requiring intubation)

2. Gestational age at delivery < 37 weeks

3. Mode of delivery

Chi-square, Fisher’s exact test, and pairwise comparisons were
usedwhen appropriate, with a p-value< 0.05 indicating statistical
significance.
Results: Group A had the highest number of deliveries at <
37 weeks (see Table); however, the difference was significant
only when compared to Group D. Composite adverse perinatal
outcomes decreased from Group A to Group D, with significant
differences between Group A and Group C, and between Group
A and Group D (see Figure). Although the cesarean delivery rate
declined from Group A to Group D, this change was statistically
significant only between Group A and Group D (see Figure).
Conclusion: Our results highlight the importance of subdividing
early FGR by gestational age at diagnosis. This stratification
aims to improve perinatal management and outcomes. Further
research should focus on optimizing protocols for each FGR
subgroup.

151 | Association Between Rural-to-Urban Obstetric
Transport and Severe Maternal Morbidity and Neonatal
Complications

Carly M. Dahl1; Lisa Pappas1; Marcela C. Smid2; Torri D. Metz1;
Kaitlyn P. Casper1; Michelle P. Debbink1
1University of Utah, Salt Lake City, UT; 2University of Utah
Health, Salt Lake City, UT

10:30 AM - 12:30 PM
Objective: To compare the frequency of severe maternal mor-
bidity (SMM) between obstetric transports from rural-to-urban
counties (RTU) versus urban-to-urban (UTU) counties.
Study Design: Retrospective cohort study of pregnant indi-
viduals undergoing transport for delivery for maternal medical
or fetal indications using National Vital Statistics System birth
records from 2016-2021. Inclusion criteria were all individuals
who underwent transport with available county level data. The
primary exposure was maternal residence in a rural county
(< 99 individuals per square mile). The primary outcome was
SMM (ICU admission, uterine rupture, hysterectomy, and blood
transfusion). The secondary outcomewas a composite of neonatal
complications. Maternal demographic, obstetric, and medical
factors were assessed as potential covariates. We performed uni-
variate and bivariate analyses using Chi-squared and Wilcoxon
tests as appropriate. Amultivariable generalized linearmodelwas
used to assess the association between rurality and outcomes.
Results: 117,050 obstetric transports occurred between 2016-2021
(0.52% of all births). Among people undergoing RTU transports,
SMM was lower than UTU transports (3.4% versus 3.7%, p =
0.012). Neonatal complications were higher among RTU versus
UTU transports (71.3% versus 63.6%, p = < 0.001). After adjusting
for covariates, people undergoing RTU transports had 12% lower
odds of SMM than UTU transports [aOR 0.88, 95% CI (0.81-0.95,
p = 0.001)]. However, neonates born after RTU transports had 7%
higher odds of neonatal morbidity [aOR 1.07, 95% CI (1.03-1.11, p
< 0.001)] (Figure).
Conclusion: Pregnant people undergoing UTU obstetric trans-
portation experience higher rates of SMM than RTU transports,
which may reflect differences in threshold to transfer based on
hospital capabilities. Neonatal complications are higher amongst
RTU transports compared toUTU transports, indicating that RTU
transports may bemore likely to involve complications that affect
neonatal safety.
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152 | Obstetric Air Transportation in the Intermountain
West: An Assessment of Quality Metrics

Carly M. Dahl1; Michelle P. Debbink1; Krista Haberstock1; Lisa
Pappas1; Sunaya Wahi1; Torri D. Metz1; Marcela C. Smid2
1University of Utah, Salt Lake City, UT; 2University of Utah
Health, Salt Lake City, UT

10:30 AM - 12:30 PM
Objective: Obstetric transport is a critical service for high
risk and rural patients and is largely understudied, especially
with respect to quality metrics (QM) for common transport
indications. We aimed to 1) describe obstetric transportation in
the Intermountain West and 2) define and assess QM adequacy
among individuals transported for the most common obstetric
indications - preterm prelabor rupture of membranes (PPROM),
preterm labor (PTL), and preeclampsia.
Study Design: This was a prospective cohort study of obstetric
transports within a single tertiary institution with a perinatal
transport service. Demographic, transport, and clinical factors
were collected for all obstetric transports. Based on the Society
of Maternal Fetal Medicine transport checklist, we defined QMs
as recommended interventions during obstetric transport specific
to PPROM, PTL, and preeclampsia. A priori, we defined QM
adequacy as receipt of ≥ 75% of recommended interventions

per indication. We compared QM adequacy across transport
indications using Chi-squared analysis.
Results: Between July 2023-June 2024, 125 obstetric transports
were performed, most frequently by rotor wing (70.4%), fixed
wing (26.4%), and ambulance (3.2%). Transport distance on
averagewas 226.1miles (SD 186.5) (Figure 1).Mean gestational age
at time of transportation was 31.1 weeks (SD 5.91). Most frequent
indications for transport were preeclampsia (33.6%), PTL (27.2%),
PPROM (15.2%), and fetal anomalies (13.6%). Most transported
patients (88%) received medications peri-transport; 76.8% of
patients received either antenatal corticosteroids, magnesium, a
tocolytic, or antibiotics. QM adequacy did not differ by indication
for transport (p = 0.265), and was most frequently met within
transports for preterm labor (73.5%), followed by preeclampsia
(71.4%), and PPROM (63.2%) (Figure 2).
Conclusion: Obstetric transport in the Intermountain West
relies primarily on air given the large geographic catchment.
QMs specific to obstetric transport were not always met, and
may provide valuable quality benchmarks to identify areas for
improvement.
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153 | Oral Probiotic Versus Placebo and the Maternal
Metabolome During Pregnancy: a Randomized Controlled
Trial

Charlotte L. Conturie1; Kelly Weldon2; Lindsey A. Burnett3;
Grant Norton2; Celeste Allaband2; Peter DeHoff2; Gregory
Humphrey2; Shalisa Hansen2; Pieter Dorrestein2; Rob Knight2;
Se Jin Song2; Austin Swafford2; Louise C. Laurent4
1Keck Medicine of USC, Los Angeles, CA; 2University of California
San Diego, La Jolla, CA; 3UC San Diego Medical Center, La Jolla,
CA; 4University of California, San Diego Medical Center, La Jolla,
CA

10:30 AM - 12:30 PM
Objective: The original aim of this study was to investigate
whether an oral probiotic with a mixture of Lactobacillus and
Bifidobacterium species could change the vaginal microbiome
during pregnancy, and the results showed overall no change.
Studies suggest a complex interplay between themicrobiome and
metabolome during pregnancy, which can have an impact on
perinatal outcomes. Therefore, a secondary aim was to examine
the influence of the oral probiotic on the maternal metabolome.
Study Design: This was a pilot randomized double-blinded
placebo-controlled trial at a university hospital. Healthy single-
ton pregnancies were enrolled between 6w0d and 13w6d and
randomized to an oral probiotic or placebo. Samples from the
vagina, urine, and anus were obtained prior to randomization
and 4-6 weeks after intervention. Samples were extracted using
ideal conditions for small molecule reverse phase positive mode
untargeted metabolomics and run using a high-performance
mass spectrometer coupled to a liquid chromatography system.
Data was analyzed using GNPS and QIIME2.
Results: 48 patients were enrolled, and 43 completed the study,
with 22 randomized to the placebo, and 21 to the probiotic.
3 patients in the probiotic group developed vaginal infections
requiring treatment during the study period and were excluded
from the analysis (Figure 1). The groups were similar in baseline
characteristics and metabolomic profiles for all sample sites.
Post-intervention, the groups remained similar. Comparing pre
versus post intervention with Bray Curtis distance metric PCoA,
there was no significant difference in the metabolome for the

placebo group (Figure 2; A, D, G) or the probiotic group (B, E,
H). Comparing the placebo versus probiotic groups with paired
longitudinal distance boxplots, there was no significant shift in
the metabolome for participants (C, F, I).
Conclusion: The overall vaginal, urine, and anal metabolomes
did not change significantly after the introduction of an oral
probiotic into the maternal diet, and the metabolomes appeared
relatively stable over the course of 4-6 weeks during the first half
of pregnancy.
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154 | Participation in a Comprehensive Addiction In
Pregnancy Program andMaternal Outcomes

Charlotte B. McCarley1; Yumo Xue2; Victoria C. Jauk1; Lynda
Ugwu1; Lorie M. Harper3; Casey Brian4; Brian E. Brocato1;
Carolyn Webster1; Rachel G. Sinkey1; Ayodeji Sanusi2
1University of Alabama at Birmingham, Birmingham, AL; 2Center
for Women’s Reproductive Health, University of Alabama at
Birmingham, Birmingham, AL; 3Dell Medical School, Austin, TX;
4West Virginia University, Morgantown, WV

10:30 AM - 12:30 PM
Objective: The Society for Maternal-Fetal Medicine issued a
special report on substance use disorder (SUD) in pregnancy
recommending research “to determine the caremodel that results
in the best outcomes for women. . . ” Our objective was to evaluate
the effect of a comprehensive addiction in pregnancy program
(CAPP) on maternal outcomes among pregnant persons with
SUD.
Study Design: Retrospective cohort of pregnant patients with
SUD who delivered a live neonate at ≥22 weeks gestational
age (WGA) at a referral center in the southeast US (4/9/2018-
8/5/2022). Patients with SUD were divided into 2 groups: those
who attended CAPP and those who did not (non-CAPP). CAPP
combines perinatal care with social services, case manage-
ment, peer support, ±pharmacotherapy. Participation in CAPP
required prenatal care (PNC) < 32 WGA and score ≥4 on the
National Institute on Drug Abuse–Modified Assist Tool. The
primary outcomewas number of PNC visits. Secondary outcomes
included pharmacotherapy, non-prescription substance use at
delivery, SUD treatment program graduation, and depressive
symptoms as determined by Center for Epidemiologic Studies
Depression Scale (CES-D). Outcomes were compared between
groups; multivariable logistic regression was used to adjust for
covariates.
Results: Overall, 431 patients were included: 153 CAPP, 278 non-
CAPP. CAPP participants initiated PNC earlier (16±7 vs 21±10
WGA, p< .001) and delivered later (39 vs 38 WGA, p = .047,
Table 1) than non-CAPP. CAPP participants attended amedian of
10 PNC visits while non-CAPP attended 6 (mean difference 3.48
[2.48-4.48], Table 2). There was no difference in pharmacother-
apy, however, CAPP participantswere less likely to have a positive
urine drug screen for a non-prescribed substance at delivery (OR
0.37, 95%CI 0.21-.067). Among those who participated in CAPP,
30% completed a SUD treatment program and had a 4.5 point
decrease in the CES-D score from intake to 6 weeks postpartum.
Conclusion: CAPP participation is associated with increased
utilization of PNC and decrease use of non-prescribed substances.
Additional follow up is needed to assess long-term outcomes.
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155 | The Association Between Participation in a
Comprehensive Addiction Medicine Prenatal Care
Program and Child Custody

Charlotte B. McCarley1; Yumo Xue2; Ayodeji Sanusi2; Victoria C.
Jauk1; Lynda Ugwu1; Casey Brian3; Brian E. Brocato1; Samuel
Gentle1; Rachel G. Sinkey1
1University of Alabama at Birmingham, Birmingham, AL; 2Center
for Women’s Reproductive Health, University of Alabama at
Birmingham, Birmingham, AL; 3West Virginia University,
Morgantown, WV

10:30 AM - 12:30 PM
Objective: Patients with substance use disorder (SUD) are more
likely to lose custodial rights than thosewho do not have SUD.We
evaluated the effect of a comprehensive addiction in pregnancy
program (CAPP) on parental custody.
Study Design: Retrospective cohort of pregnant patients with
SUD who delivered a liveborn neonate at ≥22 weeks gestational
age (GA) at a referral center in the southeast US (4/9/2018-
8/5/2022). Patients with SUD were divided into 2 groups: those
who attended CAPP and those who did not (non-CAPP). CAPP
combines perinatal care with social services, case management,
peer support, ±pharmacotherapy. CAPP participation requires
entry to care< 32weeksGAand score≥4 on theNational Institute
on Drug Abuse–Modified Assist Tool. The primary outcome was
proportion of neonates discharged with the birthing parent. Sec-
ondary outcomes included neonatal opioid withdrawal syndrome
(NOWS), neonatal urine drug screen (UDS) at delivery, and
neonatal length of stay (LOS). Outcomes were compared between
groups.

Results: Overall, 431 patients were included: 153 CAPP, 278
non-CAPP. CAPP patients initiated prenatal care earlier than
non-CAPP (p< .001) and delivered at a greater mean GA (38.9
vs 37.9 weeks, p = .047, Table 1). CAPP neonates were more
likely to be discharged home in parental custody (77% vs 58%,
OR 2.49 [1.55-4.01], Table 2). There was no difference in diagnosis
of NOWS (OR 1.20 [0.78-1.86]) or neonatal LOS (OR -0.61 [-
5.19-3.97]). Neonatal UDS was less likely to be positive (OR
0.45 [0.29-0.72]) among CAPP neonates compared to non-CAPP
neonates.
Conclusion: Participation in CAPP was associated with parental
custody, though nearly one-quarter of participating individuals
were not granted custody. Further research is needed to under-
stand how to safely support custodial rights for all birthing
persons with SUD interested in parenting.
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156 | The Philadelphia Urban ACE is associated with
Spontaneous Preterm Birth Among Black Pregnant
Individuals

Chelsea A. DeBolt1; Valerie Riis1; Kimberly B. Glazer2; Liqhwa
Ncube1; Michal A. Elovitz1
1Icahn School of Medicine at Mount Sinai, New York, NY;
2Department of Population Health Science and Policy;
Department of Obstetrics, Gynecology and Reproductive Science,
Blavatnik Family Women’s Health Research Institute, Icahn
School of Medicine at Mount Sinai, New York, NY

10:30 AM - 12:30 PM
Objective: Adverse childhood experiences (ACE), including
physical, sexual, and verbal abuse and household dysfunction
associate with poor health across an individual’s life course. Evi-
dence of associations with these exposure and adverse pregnancy
outcomes has been based on the traditional Kaiser ACE survey
(KACE), which quantifies childhood adversity within the home.
The Philadelphia Urban ACE survey (PHLACE) expands on

KACE by incorporating community-level stressors derived from
a more socioeconomically and racially diverse urban population.
We sought to assess associations between these surveys and
spontaneous preterm birth (sPTB) among Black individuals.
Study Design: From a prospective cohort of Black pregnant per-
sons (N = 638), those who completed both KACE and PHLACE
and had an adjudicated birth outcome were included for this
analysis (N = 336). A high score was defined as ≥4 for both
surveys. We used multivariable logistic regression to estimate
odds ratios for sPTB among participants with high vs. low KACE
and high vs. low PHLACE, controlling for maternal education
and insurance.
Results: Overall, 5.2% of participants experienced sPTB, 68.4%
reported high PHLACE while only 15.8% reported high KACE
(Table 1). In bivariate analysis, high PHLACE (p = 0.015),
but not high KACE (p = 0.774) was associated with sPTB. In
adjusted models, those with high PHLACE had 3.9 times (95%
CI 1.46, 11.49) higher odds of sPTB compared to those with
low PHLACE. Removing those with prior sPTB, the association
persisted (aOR 4.55 95% CI 1.21, 21.74). Among the same single
childhood adversities, the PHLACE appears to capture higher
rates of positive responses compared to the KACE (Table 2).
Conclusion: PHLACE may capture childhood adversity more
comprehensively than KACE and may more accurately reflect
the impact of early lived experiences on adverse pregnancy
outcomes in Black, urban populations. Understanding how these
experiences perturb biological pathways leading to sPTB is imper-
ative for the optimization of therapeutic strategies. Importantly,
policies that help to mitigate these experiences can also improve
pregnancy health.
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157 | Accuracy of Fetal Anatomy Survey in Diagnosis of
Marginal Cord Insertion: A Retrospective Case Study

Lauren Cue1; Paul Bobby2
1Rutgers University and the Jersey City Medical Center, Jersey City,
NJ; 2Jersey City Medical Center, Jersey Medical Center, NJ

10:30 PM - 12:30 PM
Objective: Marginal cord insertion (MCI) is defined as the
umbilical cord insertion within 2cm of the placental edge.
Preeclampsia, placental abruption and low birth weight have
historically been associated with MCI. While assessment of
placental cord insertion is recommended during formal fetal
anatomy survey, the accuracy of ultrasound detection in the
second trimester has not been studied. This study was designed
to assess the accuracy of ultrasound diagnosis of MCI at the time
of midtrimester fetal anatomical survey, as compared to postnatal
histological evaluation.
Study Design: We conducted a retrospective study of all deliver-
ies at our hospital from January 2021 to June 2024 in which MCI
was diagnosed on fetal anatomy survey and examined the cor-
responding placental pathology reports. All anatomical surveys
were performed in the second trimester. Maternal variables such
as age, presence of prior Cesarean scar, and severe obesity (BMI
>35) were collected, as well as fetal variables such as presence of
multi-fetal gestation and placental location.
Results: Among the 210 patients diagnosed with MCI on
anatomy scan, only 45.2% were confirmed to have MCI on review
of placental pathology. A false positive finding of MCI was more
common in obese (BMI >35) patients and in multiple gestations.
Only placental location correlated significantly with sonographic
accuracy of detection- with anterior placentation favoring correct
diagnosis.
Conclusion: MCI found at the time of midtrimester fetal
anatomical survey is often not confirmed at postnatal histology.
Placental location at the time of exammodestly impacts accuracy
of midtrimester MCI diagnosis.

158 | Does Fetal Sex Impact the Risk of Maternal Diabetes
10-14 Years After Delivery?

Christine P. Field1; Patrick Catalano2; Jiqiang Wu1; Mark B.
Landon1; Denise Scholtens3; William Lowe3; Jami Josefson3;
William A. Grobman1; Kartik K. Venkatesh1
1The Ohio State University, Columbus, OH; 2Tufts University, Tufts
University/Boston, MA; 3Northwestern University, Northwestern
University/Chicago, IL

10:30 AM - 12:30 PM
Objective: Limited data suggest that male fetal sex is associated
with worse maternal Beta-cell function in pregnancy and a
possible increased risk of maternal diabetes after delivery. We
examined the association between fetal sex and the risk of
prediabetes or diabetes 10-14 years after delivery.
Study Design: This is a secondary analysis of data from the
prospective Hyperglycemia and Adverse Pregnancy Outcome
Follow-Up Study (HAPO FUS). The exposure was assigned fetal
sex at birth (female as the reference). The primary outcome was
having either prediabetes or diabetes assessed 10-14 years after
the index pregnancy; secondarily, prediabetes and diabetes were
assessed separately. Modified Poisson regression models were
used and adjusted for baseline covariates at enrollment (study
field center, maternal age, parity, family history of diabetes)
as well as time from enrollment to follow-up. We secondarily
assessed whether the association between fetal sex and diabetes
or prediabetes varied by gestational diabetes (GDM) status (effect
modification), and whether maternal insulin sensitivity at preg-
nancy enrollment and insulin resistance at 10-14 year follow-up
differed by fetal sex.
Results: Of 3,976 individuals in the analytic sample, 16.7%
developedGDMand 48.7% of infants were assigned female sex. At
10-14 years after delivery (median 11.6 years), 3.1% of individuals
developed diabetes and 22.9% developed prediabetes. In adjusted
analyses, the risk of diabetes or prediabetes did not differ by fetal
sex (female vs. male: 24.9 vs. 25.5%; aRR: 1.02, 95% CI 0.90, 1.15)
(TABLE). This association was similar regardless of GDM status
(interaction p = 0.59). There was also no association between
fetal sex and maternal insulin sensitivity at enrollment or insulin
resistance at 10-14 year follow-up.
Conclusion: There was no association between fetal sex and the
risk of maternal diabetes or prediabetes 10-14 years after delivery.
Further research is needed to better understand the possible
impact of fetal sex on maternal Beta-cell function.
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159 | Primipara with Cesarean History: Impact of
Gestational Age at Term onMode of Delivery

Claire THUILLIER1; Anne-Sophie BOUCHERIE2; JULIETTE
FRANCOIS3; ANNE ROUSSEAU3; PATRICK ROZENBERG4;
THIBAUD QUIBEL3
1UVSQ, Neuilly, Ile-de-France; 2UVSQ, POISSY, Ile-de-France;
3UVSQ, Poissy, Ile-de-France; 4UVSQ, Neuilly sur seine,
Ile-de-France

10:30 AM - 12:30 PM
Objective: To assess the risk of cesarean delivery (CD) for each
week of gestation (WG) of ongoing pregnancy (OP) in primipara
at term with a prior CD.
Study Design: Secondary analysis of the randomized Lower
Uterine Segment Trial. All included women were eligible for a
trial of labor. From the start of term and at the start of each
subsequent week of completed gestation, OP was defined as
that of a woman who was still pregnant and who gave birth
at any time after that date. For each WG for these OP, the CD
rate was defined as the number of CDs performed in each OP
group divided by the number of women in this group. Separate
models for each WG, adjusted by maternal characteristics and
hospital status,were used to compare theCD risk betweenOPand
those delivered in the preceding week. The same methodology
was applied in a subgroup of women with induction of labor
(IoL). Odds ratios were calculated after adjusting for center, BMI,
diabetes, hypertensive disorders, and macrosomia.
Results: Among the 2,339 included primipara at term, 1834
(78.4%) finally had a trial of labor including 390 (16.6%) IoL. The
overall CD rate was 44.2% (n = 1,034). This rate was 44.3% (n =
173) in the 390 women with IoL. These rates remained stable for
OP from 370/7 to 400/7 WG and increased at 410/7 WG (Table
1). In both univariate and multivariate analyses, OP at or beyond
410/7WGwas associatedwith a higher risk of CD than pregnancy
delivered the previous week (ORa = 2.13 (95% CI [1.65-2.75]). In
contrast, at each gestational week, the CD rate after IoL was not
significantly different between OP and pregnancy delivered the
previous week, even at or beyond 41 0/7 WG (Table 2).
Conclusion: The overall CD rate for OP in primipara with a
previous CD only increases from 41 0/7 weeks. Among women
delivered after IoL, there was no significant difference in CD rates
for OPs compared with those for women who gave birth in the
preceding WG.

160 | Outcomes Associated with Prolonged Rupture of
Membranes

Claudia J. Ibarra1; Baha M. Sibai2; Hector M. Mendez-Figueroa1;
On behalf of the Maternal-Fetal Medicine Units (MFMU)
Network
1McGovern Medical School at UTHealth, Houston, TX;
2McGovern Medical School at UTHealth Houston, Houston, TX

10:30 AM - 12:30 PM
Objective: Prolonged rupture of membranes (ROM) can be asso-
ciated with worse maternal and neonatal outcomes. However,
there is no clear understanding of the linear relationship between
duration of ROM during labor and adverse outcomes. We aimed
to evaluate how length of ROM can affect maternal and neonatal
outcomes.
Study Design: This was a secondary analysis of the MFMU
network ARRIVE trial. Low-risk nulliparous were randomized
to labor induction at 39 weeks versus expectant management
until 42 weeks 2 days. We compared women with ROM between
6-11.9 hours (baseline) versus those who had prolonged ROM
between 12-17.9 hours (group I) and 18+ hours (group II). The
primary outcome was a composite maternal adverse outcome
(CMAO) defined as postpartum infection, postpartum hemor-
rhage, chorioamnionitis, ICU admission, or uterine rupture.
Our secondary outcome was the composite neonatal adverse
outcome (CNAO) defined as APGAR < 3 at 5 minutes, NICU
admission, seizures, sepsis, hypoxic-ischemic encephalopathy,
birth injury, and neonatal death. Adjusted relative risk (aRR)with
95% confidence interval (CI) was calculated.
Results: Overall, 2199 were in the baseline group, 1117 in group
I, and 743 in group II. BMI on admission, and delivery type
varied among the groups. The primary outcome was significantly
different between the groups when compared with the baseline
group; there was a higher CMAO in Group I (aRR 1.74 CI 1.5-2.0)
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and group II (aRR 2.0 CI 1.7-2.4). The CNAO was also higher in
Group I (aRR 1.53 CI 1.3-1.8) and Group II (aRR 2.1 CI 1.8-2.6).
Length of ROM was not a predictor of CMAO or CNAO based
on the area under the receiver operating characteristic curve for
prolonged ROM. A logistic regression curve demonstrated for
every hour of prolonged ROM increased the risk of CD by 7% (p
< 0.01 CI 6.0-8.0).
Conclusion: Our secondary analysis suggests that prolonged
ROMduring labor, regardless of themode of delivery, is associated
with increased likelihood of CMAO and CNAO. This risk is
highest among those with 18+ hours of ROM during labor.

161 | Twins Exposed to Late Preterm Steroids May Be at
Increased Risk for Neonatal Respiratory Morbidity

Dana S. Berger1; Diana S. Abbas1; Lindsay N. Marty1; Kate
Tolleson1; Cole Turner1; Steven Friedman1; Erinn M. Hade1;
Justin S. Brandt2; Meghana A. Limaye2
1NYU Grossman School of Medicine, New York, NY; 2NYU
Langone Health, New York, NY

10:30 AM - 12:30 PM
Objective: To determine if administration of antenatal corti-
costeroids (ACS) to patients with twin gestations at risk of late
preterm delivery is associated with reduced risk of neonatal
respiratory morbidity.
Study Design: This was a retrospective cohort study in a large
tertiary care health system (2013–2022) of non-anomalous twin
gestations at risk of preterm delivery between 34 0/7- 36 6/7
weeks. Patients were excluded if they previously received ACS
or had pregestational diabetes. The exposed group included twin
gestations that received 1 or 2 doses of betamethasone in the late
pretermperiod. The primary outcomewas a respiratorymorbidity

composite including need for any of the following in the first 72
hours: continuous positive airway pressure (CPAP) or high flow
nasal cannula (HFNC) for 2 or more hours, supplemental oxygen
of 30+% for 2 ormore hours, ECMO,mechanical ventilation, fetal
or neonatal death. Secondary outcomes included surfactant use,
RDS, and TTN. Adjusted and unadjusted relative risks (RR) with
95% confidence intervals (CI) were calculated.
Results: During the study period, 366 twin gestations, corre-
sponding to 733 patient-infant dyads, were included, with 162
gestations (321 infants) in the exposed group and 204 gestations
(401 infants) in the unexposed group. The mean gestational age
of ACS administration was 35 2/7 weeks in the exposed group and
35 6/7 weeks in the unexposed group. Timing and indications for
administration are described in Table 1. Exposed fetuses had 16%
higher risk of composite respiratory morbidity (95% CI 0.83–1.61),
which was driven by higher rates of CPAP and HFNC. Exposed
fetuses had lower risk of needing supplemental oxygen of 30+%
for 2 or more hours (aRR 0.16, 95% CI 0.02–0.75) and mechanical
ventilation (aRR 0.19, 95% CI 0.04 - 0.86) (Table 2).
Conclusion: In a large cohort of twins at risk for late preterm
delivery, exposure to ACS was associated with increased risk
of composite neonatal respiratory morbidity. The results of our
study add to the literature questioning the benefits of late preterm
ACS in twins.
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162 | Twins Exposed to Late Preterm Steroids and the Risk
of Neonatal Hypoglycemia

Dana S. Berger1; Diana S. Abbas1; Lindsay N. Marty1; Kate
Tolleson1; Cole Turner1; Steven Friedman1; Erinn M. Hade1;
Justin S. Brandt2; Meghana A. Limaye2
1NYU Grossman School of Medicine, New York, NY; 2NYU
Langone Health, New York, NY

10:30 AM - 12:30 PM
Objective: Singletons exposed to late preterm antenatal corti-
costeroids (ACS) are at higher risk of hypoglycemia. We sought
to determine if twins exposed to late preterm ACS are also at
increased risk for neonatal hypoglycemia.
Study Design: This was a retrospective cohort study in a large
tertiary care health system (2013–2022) of non-anomalous twin
gestations at risk of preterm delivery between 34 0/7- 36 6/7
weeks. Patients were excluded if they previously received ACS or
had pregestational diabetes. The exposed group included gesta-
tionswho received 1 or 2 doses of betamethasone (BMZ) in the late
preterm period. The primary outcome was risk of neonatal hypo-
glycemia (blood glucose < 40 mg/dL). Secondary outcomes were
lowest average blood glucose, need for hypoglycemia treatment
and NICU admission for hypoglycemia. Descriptive statistics and
adjusted and unadjusted risk ratios (RR) with 95% confidence
intervals (CI) were calculated.
Results: During the study period, 366 twin gestations, corre-
sponding to 733 patient-infant dyads, were included with 162
gestations (321 infants) in the exposed group and 204 gestations
(401 infants) in the unexposed group. The mean gestational age
of ACS administration was 35 2/7 weeks in the exposed group
and 35 6/7 weeks in the unexposed group. In the exposed group,
72 (44%) received 2 doses of BMZ. Ten percent had gestational
diabetes in both groups. Other group demographics are listed
in Table 1. Compared to unexposed twins, exposed twins had a
modest increase in risk of hypoglycemia (RR 1.06, 95% CI 0.88 -
1.28). Exposed twins had lower mean blood glucose and higher
risk of need for hypoglycemia treatment (Table 2). Exposed twins
were more likely to be admitted to NICU for hypoglycemia and to
have hypoglycemia as the only indication for NICU admission.

Conclusion: In a large cohort of twins at risk for late preterm
delivery, exposure to ACS was associated with a modest increase
in risk for hypoglycemia. These data add to the body of lit-
erature on potential risks associated with late preterm ACS
administration for twins.
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163 | Examining Psychometric Screening Scores for
Depression, Anxiety, and Post-Traumatic Stress After Fetal
KCL Injection

Daniel L. Kuhr1; Nicola F. Tavella2; Alexandra N. Mills1; Henri
M. Rosenberg3; Camila Cabrera2; Elizabeth Cochrane1; Sara E.
Edwards1; Allison Perelman2; Sara M. Hachey2; Victoria Ly2;
Leslie J. Warren2; Angela T. Bianco2
1Division of Maternal-Fetal Medicine, Icahn School of Medicine at
Mount Sinai, New York, NY; 2Icahn School of Medicine at Mount
Sinai, New York, NY; 3Icahn School of Medicine at Mount Sinai,
Division of Maternal-Fetal Medicine, Icahn School of Medicine at
Mount Sinai, NY

10:30 AM - 12:30 PM
Objective: To examine the incidence of positive screens for
depression, anxiety, and post-traumatic stress among patients
undergoing therapeutic abortion at ≥ 22 weeks’ gestation.
Study Design: This was a prospective, observational cohort
study of patients undergoing fetal potassium chloride (KCL)
injection for therapeutic abortion at ≥ 22 weeks’ gestation. All
patients scheduled for said procedure were approached within
48 hours of the scheduled termination. After obtaining informed
consent, basic demographic information was collected. Patients
completed the Edinburgh Postnatal Depression Scale (EPDS),
General Anxiety Disorder-7 (GAD-7), and Primary Care Post-
Traumatic Stress Disorder-5 (PC-PTSD-5) questionnaires twice,
first prior to their KCL procedure and then again two weeks later.
Consents and questionnaires were provided in both English and
Spanish. Patients who scored positive on any tool were referred
to an in-house social worker and connected to ongoing mental
health care as appropriate.
Results: 41 patients were screened for this study, of whom 24
enrolled. The mean gestational age in weeks was 24.8 (Table 1).
Fetal anomaly was the indication for termination in 70.8% of
patients. 14 patients (58.3%) completed the two-week follow-up
surveys. The median baseline and two-week follow up scores for
the EPDS, GAD-7, and PC-PTSD-5 were, respectively, 13.5 and 10,
7 and 4.5, and 1 and 2 (Table 2). There was no difference in the
proportionwho screened positive on anymeasures between those
patients who completed the follow up surveys and those who did
not. There were also no differences in the proportion of positive
screens by evacuation method or termination indication.
Conclusion: Most patients undergoing termination at ≥ 22
weeks’ gestation at our institution during the study period did
so for fetal anomalies. Patients undergoing these terminations
should be screened for depression, anxiety, and PTSD, and those
who screen positive should be connected to resources for further
care. More research is needed on the long-term mental health
outcomes of patients undergoing termination after 22 weeks.

164 | Examining the Role of Neighborhood Level Indices in
Predicting Spontaneous Preterm Birth

Daniel L. Kuhr1; Nicola F. Tavella2; Zahava P. Michaelson1; Raina
Kishan2; Nicole Parkas1; Helen Feltovich1; Kimberly B. Glazer3
1Division of Maternal-Fetal Medicine, Icahn School of Medicine at
Mount Sinai, New York, NY; 2Icahn School of Medicine at Mount
Sinai, New York, NY; 3Department of Population Health Science
and Policy; Department of Obstetrics, Gynecology and
Reproductive Science, Blavatnik Family Women’s Health Research
Institute, Icahn School of Medicine at Mount Sinai, New York, NY

10:30 AM - 12:30 PM
Objective: Cervical length is an established but limited predictor
of spontaneous preterm birth (sPTB). We examined whether
measures of the neighborhood environment, which reflect struc-
tural determinants of pregnancy outcomes, improve prediction of
sPTB as compared to CL alone.
Study Design: This was a retrospective cohort study of 1000
patients and each of their gestations with: 1) delivery at a tertiary,
urban academic hospital between January 2013-August 2023 and

40 of 181 Poster Session 1



2) at least one transvaginal CL at 16w0d-24w6d gestational age
(GA). The primary outcomewas sPTB, defined from chart review
as delivery prior to 37w0dGA. CLwas abstracted fromultrasound
images. Medical history, GA at delivery, progesterone therapy,
and cerclage placement were abstracted from the electronic med-
ical record. We ascertained neighborhood structural and social
determinants of health (SDOH) from the Index of Concentration
at the Extremes (indicator of racial-economic segregation) and
Child Opportunity Index (neighborhood resources), based on
patient address and 2020 census tract. We used logistic regression
to predict the probability of sPTB in models with (1) CL only, (2)
CL plus neighborhood indices, and (3) CL, neighborhood, and
individual-level characteristics We compared model discrimina-
tion using the area under the receiver operating characteristics
curve (AUC). Analyses were performed in R version 4.4 (24 April
2024).
Results: The 1000 patients yielded 1038 pregnancies that met
inclusion criteria. 21.4% of pregnancies had a prior sPTB (Table
1). 13.3% of index pregnancies ended in sPTB. Decreased CL was
associated with increased odds of sPTB in all models. A model
with CL only achieved an AUC of 0.56 and 0.57 with addition
of neighborhood indices (Table 2). Including other individual
covariates increased performance to an AUC of 0.72.
Conclusion: Inclusion of the ICE and COI neighborhood indices
did not improve sPTB prediction among individuals who under-
went CL screening. Research should explore additional, diverse
SDOH indicators alongside individual clinical characteristics to
identify those at highest risk of sPTB.

165 | Antibiotic Prophylaxis with Balloon and
Vacuum-induced Tamponade Devices for Vaginal
Deliveries Complicated by PostpartumHemorrhage

Daniel J. Martingano1; Amanda F. Francis Oladipo2; Marwah
Al-Dulaimi3; Sandra Kumwong4; Andrea Ouyang5; Lauren
Cue6; Ashley Nguyen3; Francis X. Martingano7; Shailini Singh8;
Mark Rebolos3; Alexander Ulfers9; Kristin Cohen10; Donald
Morrish3; Iffath A. Hoskins11
1St. John’s Episcopal Hospital-South Shore and William Carey
University College of Osteopathic Medicine, Far Rockaway, NY;
2Hackensack University Medical Center, Hackensack, NJ; 3St.
John’s Episcopal Hospital-South Shore, Far Rockaway, NY; 4Touro
College of Osteopathic Medicine-Harlem Campus, New York, NY;
5William Carey University, Hattiesburg, MS; 6Rutgers University
and the Jersey City Medical Center, Jersey City, NJ; 7NYU
Grossman School of Medicine - NYU Brooklyn, New York, NY;
8AtlantiCare Regional Medical Center, Pamona, NJ; 9Walter Reed
National Military Medical Center, Bethesda, MD; 10RWJBarnabas
Health - Trinitas Regional Medical Center, Elizabeth, NJ; 11Albert
Einstein College of Medicine - Montefiore Medical Center, New
York, NY

10:30 AM - 12:30 PM
Objective: Balloon and vacuum-induced tamponade devices
provide alternative treatment options in cases of postpartum
hemorrhage when first-line uterotonic agents either fail or are
contraindicated. This study sought to determine if antibiotic
prophylaxis at time of intrauterine balloon tamponade (IBT) or
vacuum-induced tamponade (VID) insertion in vaginal deliveries
complicated by postpartum hemorrhage effects subsequent rates
of postpartum endometritis.
Study Design: We conducted a prospective observation cohort
study comparing all patients who received an IBT following
vaginal delivery to those who did not from dates 7/2022 through
7/2024. Patients were excluded if additional antibiotics apart
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from penicillin for GBS prophylaxis were administered, were
gestational age< 34weeks, or had an allergy to antibiotic therapy.
Patients receiving antibiotics specifically were given cefazolin 1g
every 8 hours until removal of IBT or VID.
Results: The study included 415 patients, where 313 patients
received IBT and 102 received VID. In the IBT group, 160 received
antibiotics and 153 did not. In the VID group 55 received antibi-
otics and 47 did not. Demographic factors were not significantly
different. Rates of postpartum endometritis were less in the IBT
antibiotic group (5.6% versus 13.7%, p = 0.003) in addition to a
37% decreased risk in confounder adjusted models (RR = 0.63,
95% CI 0.47-0.75, p = 0.041). Rates of postpartum endometritis
were not significantly different in the unstratified VID group. In
stratified analysis, rates of postpartum endometritis were less in
the VID antibiotic groups for nulliparous patients (0.55% v. 2.35%,
p = 0.001), with a 11% decreased risk in adjusted models (RR =
0.89, 95% CI 0.72-0.97, p = 0.034).
Conclusion: Antibiotic prophylaxis at time of IBT for vaginal
deliveries complicated by postpartum hemorrhage is reasonable
for endometritis prevention with potential benefits for VID use in
nulliparous patients.

166 | Intrapartum Cesarean Delivery in PPROM:
Identifying Key Risk Factors and Developing a Predictive
Model

Daniel Gabbai1; Emmanuel Attali1; Itamar Gilboa1; Yariv Yogev2;
Anat Lavie3
1Lis Hospital for Women’s Health, Tel Aviv Sourasky Medical
Center, Tel-Aviv, Tel Aviv; 2Lis Maternity Hospital, Sourasky
Medical Center, Tel Aviv University, Tel Aviv Sourasky Medical
Center, Tel Aviv; 3Tel Aviv Sourasky Medical Center, Tel Aviv
Sourasky Medical Center, Tel Aviv

10:30 AM - 12:30 PM
Objective: To identify risk factors for intrapartum cesarean
delivery (CD) in women with preterm premature rupture of
membranes (P-PROM) and to develop a risk prediction score for
this outcome.
Study Design: We conducted a retrospective cohort study
at a university-affiliated tertiary medical center with approxi-
mately 12,500 deliveries annually (2012-2023). The study included
women with P-PROM who planned a trial of labor, excluding
those opting for elective CD or with non-viable fetuses. We
compared maternal and neonatal characteristics between those
who delivered vaginally and those who underwent intrapartum
CD. Risk factors were identified using univariate andmultivariate
logistic regression analyses. A predictive risk score was developed
based on the relative risk of each factor, with model performance
assessed using the ROC curve.
Results:

1. During the study period, 145,833 women delivered at our
center. Of these, 1,494 (1%) were admitted with P-PROM and
were eligible for analysis.

2. Among these, 470 (31.5%) underwent intrapartum CD, with
a median gestational age of 34.5 weeks (IQR 32.3, 36.0)
compared to 35.4 weeks (IQR 33.5, 36.4) in women who
delivered vaginally.

3. Multivariate analysis revealed that maternal age > 40 years,
multiple gestations, and previous CD are independent risk
factors for intrapartum CD. Conversely, BMI > 30, use of
oxytocin or antibiotics during labor, and spontaneous onset
of labor were protective factors. We assigned risk scores to
each factor and incorporated them into our model. [Table 2].

4. The developed risk score model, with a cut-off of 7, predicted
intrapartum CD with an area under the curve of 0.85 (95%
CI [0.80-0.88], p < 0.001), demonstrating 70% sensitivity and
80% specificity.

Conclusion: Utilizing our risk score to assess factors before
and during labor can aid clinicians in making more informed
decisions regarding the risk for intrapartum CS in women with
P-PROM.
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167 | Comparison of Antibiotic Regimens for Preventing
Infectious Complications Following Elective Cesarean
Delivery

Daniel Gabbai1; Itamar Gilboa1; Anat Lavie2; Yariv Yogev3;
Emmanuel Attali1
1Lis Hospital for Women’s Health, Tel Aviv Sourasky Medical
Center, Tel-Aviv, Tel Aviv; 2Tel Aviv Sourasky Medical Center, Tel
Aviv Sourasky Medical Center, Tel Aviv; 3Lis Maternity Hospital,
Sourasky Medical Center, Tel Aviv University, Tel Aviv Sourasky
Medical Center, Tel Aviv

10:30 AM - 12:30 PM
Objective: To compare the efficacy of two antibiotic regimens
(Cefazolin versus Clindamycin + Gentamicin) for preventing
infectious complications following elective cesarean delivery.
Study Design: A retrospective cohort study was conducted at
a single tertiary university-affiliated medical center (2012 and
2023). All women who underwent an elective cesarean delivery
were included and divided into two groups: the standard regimen
group (control) were treated by Cefazolin (2 grams) and the study
group, comprising of women with cephalosporin allergy were
treated by a Clindamycin (900 mg) + Gentamicin (5 mg/kg)
regimen. Maternal and neonatal outcomes were collected and
analyzed.
The primary outcome was the need for antibiotics admission for
the mother during hospitalization and the secondary outcome
was the need for readmission due to obstetric or gynecological
complications.
Results:
1. Out of 145,883 deliveries, 19,977 (13.5%) were elective cesarean

deliveries.

2. Cefazolin was administered to 11,586 women (92%), while
1,010 women (8%) received Clindamycin + Gentamicin.

3. The control group (Cefazolin only) had a lower incidence of
infectious complications compared to the study group. [Table
1].

4. Primary outcome (the need for antibiotic treatment during
hospitalization) was 35.4% vs. 5.7% in the control group (p <

0.001) and rate of re-admissionwas 3.2% vs. 1.9% in the control
group (p = 0.008)

5. Multivariate logistic regression analysis revealed that women
in the alternative regimen group (Clindamycin + Gen-
tamicin) had higher odds for antibiotic treatment during
hospitalization (aOR 13.04, 95% CI 5.3-31.6, p < 0.001), and
readmission (aOR 1.92, 95% CI 1.27-2.94, p = 0.002). [Table 2]

Conclusion: The antibiotic regimen of Cefazolin is more effec-
tive in preventing infectious complications following elective
cesarean delivery compared to the combination of Clindamycin
+ Gentamicin regimen. The study highlights the need for care-
ful assessment of beta-lactam allergies to ensure appropriate
prophylactic choices.

168 | Adjunctive Medications in the Management of Long
Covid in 3rd Trimester Pregnancies and Postpartum
Periods

Daniel J. Martingano1; Marwah Al-Dulaimi2; Sandra
Kumwong3; Andrea Ouyang4; Lauren Cue5; Ashley Nguyen2;
Alexander Ulfers6; Mark Rebolos2; Kristin Cohen7; Shailini
Singh8; Amanda F. Francis Oladipo9; Francis X. Martingano10;
Donald Morrish2; Iffath A. Hoskins11
1St. John’s Episcopal Hospital-South Shore and William Carey
University College of Osteopathic Medicine, Far Rockaway, NY;
2St. John’s Episcopal Hospital-South Shore, Far Rockaway, NY;
3Touro College of Osteopathic Medicine-Harlem Campus, New
York, NY; 4William Carey University, Hattiesburg, MS; 5Rutgers
University and the Jersey City Medical Center, Jersey City, NJ;
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6Walter Reed National Military Medical Center, Bethesda, MD;
7RWJBarnabas Health - Trinitas Regional Medical Center,
Elizabeth, NJ; 8AtlantiCare Regional Medical Center, Pamona, NJ;
9Hackensack University Medical Center, Hackensack, NJ; 10NYU
Grossman School of Medicine - NYU Brooklyn, New York, NY;
11Albert Einstein College of Medicine - Montefiore Medical Center,
New York, NY

10:30 AM - 12:30 PM
Objective: Long Covid (LC) is a collective term referring to
the persistence of symptoms and complications related to those
acquiring an acute SARS-CoV-2 infection. This study sought to
evaluate the effects of medications often employed empirically in
the management of LC for pregnant patients in the 3rd trimester
and postpartum periods.
Study Design: We conducted a multi-center, prospective obser-
vational study from 7/2022 to 7/2024 comparing all pregnant
women diagnosed with SARS-CoV-2 infection (CoV-2) in the
3rd trimester through 6 weeks postpartum. Patients with preex-
isting respiratory or neurological disorders or preterm delivery
< 37 weeks-gestation, were excluded. Medications including
enoxaparin, aspirin, inhaled corticosteroids with or without a
long-acting beta blocker (CBB), theophylline, antidiabetic med-
ications, and 1st generation antihistamines were included as
covariates. The primary outcomes included the development of
LC and improvement or worsening following treatment. Primary
outcomes were determined by patient-reported symptoms con-
firmed by physician assessment in the immediate, 1-week (1P),
and 6-week postpartum (6P) periods, as discrete events.
Results: The study included 369 patients diagnosed with LC.
Patients who received enoxaparin were less likely to report LC at
the 1P and 6P visits (39.7% v. 47.9%, p = 0.004). Patients receiving
aspirin antepartum were also less likely to report LC at the same
intervals (25.8% v. 51.2%, p = 0.001). Patients with LC were more
likely to report improvement when taking aspirin at doses of
at least 325mg (31.8% v. 11.9%, p = 0.022). In stratified analysis,
patients with diabetes in pregnancy and receivedmetforminwere
less likely to report LC at the 1P and 6P visits (22.7% v. 48.2%, p
= 0.004). Patients with LC who received semaglutide were more
likely to report worsening status at the 6P visit (45.2% v. 54.8%, p
= 0.045).
Conclusion: These findings suggest that treatments targeting
the circulatory system may prove more useful for LC in the 3rd
trimester and postpartumperiod,with a possible extended benefit
when using metformin in diabetic patients.

169 | Physical Activity in Pregnancy Moderates Short and
Long-Term Associations Between Depressive Symptoms
and Psychobiologic Markers

Danielle M. Panelli1; Jessica Buthmann1; Tan Kok Hian2; Helen
Chen3; Ai Peng Tan2; Yap-Seng Chong2; Katherine Bianco1; Ian
H. Gotlib1; On behalf of the GUSTO
1Stanford University, Palo Alto, CA; 2National University of
Singapore, Queenstown; 3KKH

10:30 AM - 12:30 PM
Objective: Poormental health is a leading cause ofmaternalmor-
bidity andmortality, yet simple interventions that are effective on
a biologic level are lacking. We evaluated whether physical activ-

ity is associated with improvements in psychobiologic markers in
pregnant people with depressive symptoms.
Study Design: We analyzed pregnancies among people enrolled
in a prospective cohort from 2009-2010who had depressive symp-
toms (Edinburgh Postpartum Depression Scale [EPDS] score >8)
at 26weeks gestation.We examined: 1) the cross-sectional interac-
tion of EPDS score and physical activity (PA) predicting maternal
leukocyte telomere length (LTL), a biomarker of stress and aging
when shortened; and 2) whether LTL and PA predict longitudinal
change in EPDS scores from pregnancy to 2 years postpartum. PA
was categorized as based on report of metabolic equivalent tasks
(METs). LTL was reported as telomere/single gene (T/S) ratios
from quantitative PCR. We used linear generalized estimating
equation regression models, adjusting for confounders.
Results: 235 pregnancies were included. In pregnant people with
no PA, higher EPDS scores were related to shorter LTL; this
was reversed in people with mild or high PA, in whom LTL
lengthening was seen (mild PA: ß = 0.02, 95% CI 0.002, 0.04, p
= 0.03; high PA: ß = 0.03, 95% CI -0.001, 0.05, p = 0.06; Figure
1). Longitudinally, longer LTL and higher PA levels predicted
significant decreases in EPDS scores by 2 years postpartum (mild
PA: ß = -12.8, 95% CI -20.1, -5.4, p < 0.01; high PA: ß = -15.3, 95%
CI -30.3, -0.19, p = 0.047, Figure 2).
Conclusion: In pregnant people with depressive symptoms,
physical activity reversed the negative effects of higher EPDS
scores on LTL shortening. This was also evident longitudinally:
people with the longest LTL and highest PA had a 15-point
reduction in EPDS scores by 2 years postpartum compared to
people with no PA. Investigation into PA as a treatment for
perinatal depressive symptoms is warranted.
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170 | Induction Versus Expectant Management in
Nulliparous Low-RiskWomen: Single Institution Impact
of the Arrive Trial

Kathleen M. Pulice1; Shekinah Dosunmu2; Joanne N.
Quiñones2; Meredith Rochon2; Amanda B. Flicker2; Travis
Dayon2; George Angelakakis3; Ahsan Usmani3; Janae
Cornwall3; Danielle Durie2
1Lehigh Valley Health Network, Macungie, PA; 2Lehigh Valley
Health Network, Allentown, PA; 3University of South Florida
Morsani College of Medicine, SELECT Program, Tampa, FL

10:30 AM - 12:30 PM
Objective: The ARRIVE trial found that elective induction of
labor (eIOL) at 39 weeks in nulliparous persons compared to
expectant management was associated with a lower rate of
cesarean delivery (CD). Our goal was to see if this benefit
persisted in a non-research setting.
StudyDesign: Retrospective cohort study of all nulliparous preg-
nant persons admitted for delivery ≥ 39w0d at a single academic
community institution between 3/1/20-3/1/22, when we started
offering eIOL. Thosewith singleton low risk pregnancies, without
any clinical indication for delivery prior to 40w5d, were included.
Maternal and neonatal outcomes of persons undergoing eIOL
between 39w0d-39w4d were compared to women expectantly
managed. The primary outcome was rate of CD. Secondary
outcomes included select maternal outcomes and composite
neonatal outcome (neonatal death and/or serious morbidity).
Results: 1009 nulliparous persons with low-risk singleton ges-
tations admitted for delivery during the study period were
identified, 149 (14.8%) undergoing eIOL and 860 (85.2%) expec-
tantly managed. Those undergoing eIOL delivered earlier (39.2
vs 40.1 wks, p < 0.001), were more likely to be obese (38.8% vs
20.4%, p < 0.001) and were less likely to be of advanced maternal
age (4.0% vs 9.3%, p = 0.033). There was no difference in CD
rate (20.8% vs 17.8%, p = 0.38), maternal outcomes or composite
neonatal outcome between the eIOL and expectant management
groups (Table). eIOL was associated with longer maternal length
of stay (LOS) but similar neonatal LOS. When evaluating only
those undergoing induction, CD rate was significantly lower in
the eIOL group (20.8% vs 32.9%, p = 0.019).

Conclusion: In our cohort of low-risk nulliparous pregnant
persons in a non-research setting, eIOL at 39w0d-39w4d did
not decrease CD rate, which differs from the ARRIVE trial
results. Reassuringly, there was no increase in adverse outcomes,
confirming that eIOL is safe. In low-risk patients, induction
at 39w0d-39w4d may be associated with a lower CD rate than
induction later in gestation.

171 | Impact of Emergency Room Abortion Bans on
Pregnancies with Previable Preeclampsia: a
Cost-Effectiveness Analysis

David M. Monroe; Ava D. Mandelbaum; Aaron B. Caughey
Oregon Health & Science University, Portland, OR

10:30 AM - 12:30 PM
Objective: In August 2022, the federal government sued the
state of Idaho, arguing that the federal Emergency Medical
Treatment and Labor Act (EMTALA) required providers in the
state to provide abortions in certain emergency situations. The
suit cited severe preeclampsia as a condition that would require
abortion as definitive treatment, particularly in the previable
period. This cost-effectiveness model estimated the maternal
health outcomes and costs associated with an inability to provide
emergency abortion care for previable preeclampsia across the
United States.
Study Design: A decision-analytic model was built using
TreeAge software to evaluate a total ban on emergency abortion
in a theoretical cohort of 5,428 women based on the incidence
of previable preeclampsia and birth data from the 23 states with
bans. Probabilities, utilities and costs were derived from the
literature. National data were used to estimate the number of
women who would travel out of state to obtain an abortion
(27.2%). The threshold for cost-effectiveness was set at $100,000
per quality adjusted life year (QALY). Clinical outcomes included
ICUadmission, cases ofHELLP syndrome or eclampsia,maternal
death, NICU admission, and neonatal neurodevelopmental delay.
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Results: Emergency abortion bans limiting care for previable
severe preeclampsia resulted in 549 additional maternal and
neonatal ICU admissions, 1,976 cases of HELLP syndrome, and
152 cases of eclampsia. The ban resulted in 1,476 individuals trav-
eling out-of-state for termination. A policy restricting abortion
was associated with higher costs ($374,350,596) and decreased
quality of life (2,859 QALYs) annually.
Conclusion: Abortion bans that restrict emergency abortion
care to treat previable severe preeclampsia result in increased
maternal complications and costs and decreased quality of life.
Policies addressing abortion access should consider these health
and cost impacts for both individuals and society.

172 | Reference Range for Elecsys Sflt-1/Plgf Ratio in a
Diverse U.S Population

Antonio F. Saad1; David M. Haas2; Eugene Y. Chang3; Scott A.
Shainker4; Michelle Silasi5; George R. Saade6; Sarosh Rana7;
Tetsuya Kawakita6; Luis D. Pacheco8; Jennifer Powers Carson9;
Angela Dietl10; Deirdre Allegranza11; Ge Guo12; David M.
Stamilio13
1Inova Health, Falls Church, VA; 2Indiana University School of
Medicine, Indianapolis, IN; 3Medical University of South
Carolina, Charleston, SC; 4Maternal Fetal Care Center Associate
Professor of Surgery Associate Professor of Obstetrics, Gynecology
and Reproductive Biology Harvard Medical School, Boston, MA;
5Mercy Hospital St. Louis, St. Louis, MT; 6Macon & Joan Brock
Virginia Health Sciences Eastern Virginia Medical School at Old
Dominion University, Norfolk, VA; 7University of Chicago
Medicine, Chicago, IL; 8University of Texas Medical Branch,
Galveston, TX; 9Washington University Core Lab for Clinical
Studies, St. Louis, MT; 10Roche Diagnostics GmbH, Penzberg,
Bayern; 11Roche Diagnostics International, Zug, Zug; 12Roche
Diagnostics Operations, Inc., Indianapolis, IN; 13Wake Forest
University School of Medicine, Winston Salem, NC

10:30 AM - 12:30 PM
Objective: Preeclampsia (PE) is a major cause of maternal
and neonatal mortality and morbidity. The imbalance of two
proteins, soluble fms-like tyrosine kinase 1 (sFlt-1) and placental
growth factor (PlGF), are known to contribute significantly to the
development of PE.
The sFlt-1/PlGF ratio test is used for the clinical prediction of PE
in many countries worldwide but has not been widely adopted
in the US. This study aimed to determine the reference range for
the Roche Elecsys R© sFlt-1/PlGF ratio (electrochemiluminescent
immunoassays) in a racially and ethnically diverse healthy US
population of pregnant women at 23+0 - 34+6 gestational weeks.

Study Design: A non-interventional sample and data collection
study performed from November 2022 to December 2023 at nine
US hospitals. Consented apparently healthy pregnant individuals
(≥18 years old) had one serum sample collected (frozen at -
60 to -90◦C) with postpartum maternal and neonatal clinical
outcomes collected to confirm eligibility for analysis. To ensure
a healthy study population subjects were excluded from analysis
if they met any of the pre-defined exclusion criteria including
diagnosis of specific health conditions or preterm delivery < 37
weeks. The sFlt-1/PlGF ratio was not known to the enrolling sites
at any time. A nonparametric method per CLSI EP28-A3c was
used to calculate the central 95% reference interval and the 90%
confidence intervals (CIs) around the lower and upper reference
limits (2.5th and 97.5th percentiles) for the overall cohort and
three gestational age windows subgroups (23+6 - 26+6, 27+0 -
30+6, 31+0 - 34+6).
Results: Of 591 enrolled, 380 subjects met criteria for analysis
in gestational weeks 23+0 - 34+6 days. Gestational hypertension
was the main reason for exclusion followed by PE and preterm
delivery. The cohort (n = 380) was representative of the US
population in terms of self-reported race and ethnicity: 78.16%
White, 14.21% Black/African American, 5.53% Asian and 18.95%
Hispanic or Latina.
Conclusion: This study is the first to estimate sFlt-1/PlGF ratio
reference ranges in a diverse US population using the Roche
Elecsys assays.

173 | Severe Maternal Morbidity from Peripartum
Hysterectomy: Is there a Difference Between Accreta and
Non-Accreta Cases?

Devesh Naidoo1; Vineet Shrivastava2; Megan C. Oakes3
1MemorialCare Miller Children’s and Women’s Hospital Long
Beach, Long Beach, CA; 2MemorialCare Miller’s Children’s and
Women’s Hospital, Long Beach, CA; 3MemorialCare Miller
Children’s and Women’s Hospital Long Beach, Miller Children’s
and Women’s Hospital, Long Beach, CA

10:30 AM - 12:30 PM
Objective: Evaluate the difference in rates of severe mater-
nal morbidity (SMM) among patients undergoing peripartum
hysterectomy for placenta accreta spectrum (PAS) compared to
non-PAS indications.
Study Design: This was a retrospective cohort study of all
patients who had a peripartum hysterectomy performed at an
urban, tertiary care hospital from 1/1/2010-6/30/2023. Patients
with a preoperative diagnosis of suspected PAS were compared
to those who underwent peripartum hysterectomy for non-
PAS indications, such as uterine atony. The primary outcome
was composite SMM. Secondary outcomes included individual
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maternal morbidities and mortality. A planned subgroup anal-
ysis comparing unscheduled, peripartum hysterectomy for PAS
compared to non-PAS peripartum hysterectomy was conducted.
Chi-square and Fisher’s exact were used as appropriate.
Results: 125 patients underwent peripartum hysterectomy dur-
ing the specified period, 63 (50.4%) for suspected PAS and 62
(49.6%) for non-PAS indications. Those who underwent peripar-
tum hysterectomy for non-PAS cases had a significantly higher
SMM rate compared to suspected PAS cases (96.7% vs 85.7%, p =
0.03). This was largely driven by transfusion (96.7% vs 85.7%, p =
0.03), as non-transfusion SMM did not differ between the groups
(67.7% vs 68.2%, p = 0.95). Only bowel and bladder injury were
noted to be different between the groups, with more events in
the suspected PAS group (26.9% vs 6.4%, p < 0.05). In a subgroup
analysis comparing unscheduled, peripartum hysterectomy for
PAS (n = 24) compared to non-PAS cases, there was no difference
in composite SMM between the groups (100% vs 96.7%, p = 0.37).
Conclusion: Composite SMM was higher in cases of non-
PAS peripartum hysterectomy compared to suspected PAS cases,
driven exclusively by higher rates of blood transfusion. However,
this difference disappears when comparing non-PAS hysterec-
tomy to unscheduled, peripartum hysterectomy for suspected
PAS. While both groups have high rates of SMM, this highlights
the difference that preparation can have for planned peripartum
hysterectomy for suspected PAS cases.

174 | Factors Associated with a Positive Tilburg Pregnancy
Distress Scale Among Ghanaian Patients

Dhanalakshmi Thiyagarajan1; Sarah Compton1; Astrid Sarfo2;
Elijah Amenuveve3; Alim Swarray-Deen4; Emma Lawrence1;
Promise Sefogah5
1University of Michigan, Ann Arbor, MI; 2UCLA, Los Angeles, CA;
3Korle Bu Teaching Hospital, Korle Bu Teaching Hospital, Greater
Accra; 4University of Ghana Medical School, University of Ghana
Medical School, Greater Accra; 5University of Ghana, University of
Ghana, Greater Accra

10:30 AM - 12:30 PM
Objective: To identify factors associated with a positive Tilburg
Pregnancy Distress Scale (TPDS) among Ghanaian patients.
Study Design: We performed a prospective cohort study of
obstetric patients who were admitted at an urban, teaching
hospital in Ghana betweenNovember to December 2023. Patients
below the age of 18 or critically ill were excluded. Demo-
graphic and medical history were collected, and the TPDS was
administered. We performed descriptive and inferential statis-
tics including cross tabs with chi-square analysis and logistic
regression models.
Results: Out of the 440 patients eligible for participation, 420
patients enrolled in our study. A total of 166 (40%) patients
were admitted antepartum, and 254 (60%) patients were admitted
postpartum. Overall, 157 (37%) patients screened positive for
pregnancy distress; 60 (36%) antepartum patients, and 97 (38%)
postpartum patients screened positive for pregnancy distress.
For those in the antepartum period, the factors associated with
a positive screen included low income (p = 0.042), younger age
(p < 0.001), and lower parity (p-0.049) while those with more
education and older age were less likely to have a positive TPDS.
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For those in the postpartum period, less education (p = 0.048),
cohabitation compared to other relationships (p = 0.01), having
an emergency compared to elective cesarean delivery (p= 0.036),
and having at least one antepartum admission (p = 0.025) were
associated with having a positive TPDS.
Conclusion: Our study is the first to identify risk factors
contributing to Ghanaian patients’ pregnancy distress, which
can contribute to depression with peripartum onset. We believe
utilizing these risk factors among Ghanaian pregnant patients for
increased screening and monitoring can improve the prevention
and treatment of mental health disorders, which is aligned with
Sustainable Development Goal 3.4.

175 | Implementation of External Cephalic Version at
Korle Bu Teaching Hospital, Ghana: A
Quasi-Experimental Design

Dhanalakshmi Thiyagarajan1; Jessica McCoy1; Mackenzie
Woock1; Promise Sefogah2; Samuel Oppong2; Nana Essuman
Oduro2; Alim Swarray-Deen3
1University of Michigan, Ann Arbor, MI; 2University of Ghana,
University of Ghana, Greater Accra; 3University of Ghana Medical
School, University of Ghana Medical School, Greater Accra

10:30 AM - 12:30 PM
Objective: To understand outcomes after the implementation of
external cephalic version (ECV).
Study Design: We conducted a quasi-experimental study of
patients with malpresentation at an urban teaching hospital
in Ghana. Patients with multiple gestation or presenting with
intrauterine fetal demise were excluded. Demographics and
medical history of those presenting for delivery complicated by
malpresentation between January 2012 to December 2015 were
collected. The practice of ECVwas implemented by theObstetrics
and Gynecology Department between 2016-2018. Demographics
and medical history of those receiving ECVs between January
2019 to December 2022 were collected. We performed descriptive
statistics.
Results: From 2012 to 2015, data was available for 1,789 patients
who presented for delivery with malpresentation. Our study
included 1,739 patients after excluding incomplete data entries.
From 2019 to 2022, data was available for 133 patients who
underwent ECV. Our study included 72 patients after excluding
incomplete data entries.
Prior to implementation of ECV, 438 (25%) and 1,301 (75%) had
vaginal breech and cesarean deliveries, respectively. Overall, 122
(7%) of malpresentations resulted in intrapartum fetal demise.
Ninety-five (22%) of the vaginal deliveries, and 27 (2.1%) of
the cesarean deliveries were complicated by intrapartum fetal
demise.
After implementation of ECV, 39 (54%) had spontaneous, breech,
or operative vaginal deliveries, and 33 (46%) had cesarean
deliveries. There was no intrapartum fetal demise.
Of the 72 ECVs, 53 (74%) were successful. When presenting for
delivery, 48 (91%) remained in the cephalic presentation. Of those
with successful ECV and remaining in the cephalic presentation,
35 (73%) had a spontaneous or operative vaginal delivery, and 13
(27%) had a cesarean delivery.
Conclusion: The implementation of ECV resulted in the reduc-
tion of intrapartum fetal demises and cesarean deliveries. Our

research suggests external cephalic version is a practical, feasible,
and implementable intervention that can be integrated into low-
and middle-income countries’ hospitals.

176 | Clinical Outcomes with the use of
Thromboelastography in PostpartumHemorrhage

Aarti Kumar1; Dominique Noriega1; Claudia G. Durbin1;
Madison S. House2; Ashley S. Roman3; Meghana A. Limaye3
1New York University, New York, NY; 2New York University
Grossman, School of Medicine, New York, NY; 3NYU Langone
Health, New York, NY

10:30 AM - 12:30 PM
Objective: Thromboelastography (TEG) is a viscoelastic test
which has been shown to improve outcomes in postpartum hem-
orrhage (PPH) by rapidly guiding resuscitation. We incorporated
TEG into our hemorrhage response protocol (HRP), an algorithm
facilitating swift response to PPH, in a pilot study at our high-
volume academicmedical center.We evaluated the impact of TEG
utilization on maternal outcomes and transfusion rate.
Study Design: We conducted a retrospective study of patients
with PPH, defined as quantitative blood loss (QBL) >900cc for
vaginal delivery or QBL >1500cc for cesarean delivery. The com-
posite (primary) outcome of maternal morbidity included ICU
admission, DIC, UAE, surgical intervention including hysterec-
tomy, and/or administration of >3 units of any blood products.
Secondary outcomes included number and type of products
transfused. Outcomes were compared before (pre-TEG) and after
(post-TEG) incorporation of TEG. Analysis was performed with
Chi Square, Fisher’s Exact, MannWhitney U, T-tests, and relative
risk. Outcomes were also analyzed by QBL category, mode of
delivery, and stages of PPH.
Results: 271 post-TEG and 131 pre-TEG cases were analyzed.
Demographics were similar in pre and post TEG groups (Table 1).
5.3% of pre-TEG and 7.4% of post-TEG cases met the composite
outcome (p = 0.44). Overall more pRBCs were transfused post-
TEG (p = 0.05) with no significant difference in non-RBC
transfusion (p = 0.29). Subgroup analyses are shown in Table 2.
Cases with stage 3 hemorrhage receivedmore pRBCs post-TEG (p
= 0.03) with no significant difference in non-RBC transfusion. Of
cases with QBL >3L, significantly more non-RBC products were
given post-TEG (p = 0.01).
Conclusion: Overall, inclusion of TEG in an HRP protocol
was associated with unchanged rates of composite maternal
morbidity. Future studies should investigate TEG as well as the
optimal cohort of patients who could benefit fromTEG for guided
resuscitation of PPH.
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177 | Preeclampsia and the Risk for Celiac Disease of the
Offspring

Dora Davidov1; Eyal Sheiner2; Tamar Wainstock2; Gali Pariente2
1Soroka University Medical Center, Soroka University Medical
Center, HaDarom; 2Department of Obstetrics and Gynecology,
Soroka University Medical Center, Ben-Gurion University of the
Negev, Beer-Sheva, Israel., Beer Sheva, HaDarom

10:30 AM - 12:30 PM
Objective: While the pathophysiology of preeclampsia is multi-
factorial, the immune system plays amajor role in the pathogene-
sis of the disease. As celiac is an immunemediated inflammatory

disease, we opted to investigate the association betweenmaternal
preeclampsia and celiac disease of the offspring.
Study Design: A population-based cohort study was conducted
to evaluate the risk of celiac disease in offspring (up to the age
of 18 years) born to mothers with and without preeclampsia.
Deliveries occurred between the years 1991-2021 in a tertiary
medical center. Data for the diagnosis of celiac disease of
the offspring was extracted from community-based clinics and
hospitalization records. Kaplan-Meier survival curve was used
to compare the cumulative incidence of celiac disease between
the study groups. A cox proportional hazards model was used to
control for confounders.
Results: During the study period, 356,356 singleton deliveries
were included in the study of which 13,721 deliveries (4.2%)
were in women with preeclampsia. Being born to a woman with
preeclampsia was not significantly associated with higher risk for
childhood celiac disease of the offspring (0.6% vs. 0.5%, p = 0.378,
Table). Likewise, theKaplan-Meier survival curve did not demon-
strate a significantly higher cumulative incidence of celiac disease
in offspring born to women with preeclampsia (Log- Rank p =
0.416, Figure). Using a Cox proportional hazards model, adjusted
for maternal celiac disease, maternal age and gestational age at
birth, maternal preeclampsia was not independently associated
with childhood celiac disease of the offspring (Adjusted HR 0.89,
95% CI 0.71-1.11, p = 0.316, Table).
Conclusion: Despite the shared possible pathophysiology of
preeclampsia and celiac disease, no significant association was
found between maternal preeclampsia and childhood celiac
disease of the offspring.

178 | Let’s Talk About Race: Clinician Perspectives on
Navigating Conversations Around Racial Disparities in
Obstetrics

Eileen Wang-Koehler; Sindhu K. Srinivas; Abike T. James;
Rebecca F. Hamm
University of Pennsylvania Perelman School of Medicine,
Philadelphia, PA
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10:30 AM - 12:30 PM
Objective: Discussions around racial disparities in obstetrics
occur in varied silos including themedia, communities, andmed-
ical institutions. Yet, whether and how these discussions occur
in the context of the clinician-patient relationship is unknown.
We sought to explore clinician perspectives on conversations with
patients regarding racial disparities in maternal health using a
qualitative approach.
Study Design: We enrolled perinatal clinicians (n = 14) across
two hospitals within one academic health system from 8/2023-
3/2024, purposively sampled by self-identified race/ethnicity and
role until thematic saturation was achieved. Semi-structured
interviews utilizing the Health Equity Implementation Frame-
work evaluated (a) prior experience with, and (b) optimization
of disparities counseling, focusing on clinician-patient race
concordance, comfort levels, barriers, ideal circumstances, and
recommended content for conversations around racial disparities
in maternal health. Interviews were coded using a content
analysis approach by two coders with high inter-rater reliability
(k >0.8).
Results: Clinicians universally recognized the impact of race,
specifically racism, on US maternal outcomes. Conversations
around racial disparities most frequently arose (1) when Black
patients voiced fears of dying or concerns about bias in their care,
or (2) in the context of recommending aspirin for preeclampsia
risk reduction. Black clinicians felt more comfortable with these
discussions, attributed to lived experience and practice. While
most clinicians agreed that conversations with patients about
racial disparities are important, they identified barriers such as
fear of patient reactions (particularly with discordant race), time
constraints, and unclear actionable response (Table 1). Participant
suggestions for facilitating these conversations are shown inTable
2.
Conclusion: These data, alongside ongoing work on the patient
perspective, provide the groundwork for guiding clinician-patient
conversations on maternal health disparities.

179 | Postpartum Contraceptive Use Among South Asians:
A Retrospective Cohort Study from Kaiser Northern
California

Ekta Partani1; Elijah Wade2; Cynthia Triplett3; Eisha B. Zaid3
1Kaiser Permanente Santa Clara, Santa Clara, CA; 2Kaiser
Permanente Division of Research, Kaiser Permanente Division of
Research, CA; 3Kaiser Permanente, Santa Clara, CA

10:30 AM - 12:30 PM
Objective: Health outcomes data among South Asian subgroups
are scarce due to outdated federal reporting standards that merge
various racial and ethnic groups into a single ‘Asian or Pacific
Islander’ category, potentially obscuring disparities. As a result,
obstetric and gynecologic outcomes, including contraception use
and abortion trends, are poorly understood in this population.
This study aimed to characterize postpartum contraceptive use
among South Asian patients, factors associated with usage, and
to determine the proportion of short interval pregnancies based
on postpartum contraceptive use.
StudyDesign: This retrospective cohort study included all South
Asian patients who delivered at Kaiser Northern California
hospitals between 1/1/2018-1/1/2021 and had documentation of
contraceptive use or declination within 12 weeks postpartum.
Adjusted odds ratios for each outcome were calculated using
multivariate logistic regression adjusting for variables found to be
significant in bivariate comparisons.
Results: 11,264 patients met study inclusion criteria (91% Indian,
3% Pakistani, 2%Nepali, and 4% other SouthAsian ormixed race).
64.6% reported no postpartum birth control use. Only 7.37% of
the total cohort selected a LARC (Nexplanon, Mirena or Cop-
per IUD). Multiparity was associated with increased likelihood
of birth control use (p < 0.05); while increasing age, higher
socioeconomic status, marriage, and Indian descent (p < 0.05)
were associated with lower likelihood of birth control and LARC
use. Postpartum LARC users had the lowest incidence of short
interval pregnancies (p < 0.05) and the use of any postpartum
birth control was associated with a 14% lower incidence of short
interval pregnancies (p < 0.05).
Conclusion: Use of postpartum birth control reduces the likeli-
hood of short interval pregnancies. The majority of South Asians
in our cohort reported no postpartum birth control use, and the
rate of postpartum LARC use was lower than the US average
of 9-15%. These findings suggest that targeted counseling and
interventions are needed to improve postpartum contraception
uptake among South Asian patients.
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180 | The Unmet Needs of Patients with Cardiac Disease in
the Fourth Trimester: a Mixed-methods Study

Elisa Padron1; Elizabeth B. Sherwin1; Karl-Stephane
Louis-Jacques2; Yaiza Fernandez Munoz3; Lisandra Veliz
Dominguez4; Pooja Parameshwar5; Norma Jimenez Ramirez6;
Ijeoma Iweakogwu1; Danielle M. Panelli1; Abha Khandelwal4;
Katherine Bianco1
1Stanford University, Palo Alto, CA; 2Meharry Medical College,
Nashville, TN; 3University of California, Berkeley, University of
California, Berkeley, CA; 4Stanford University, Stanford, CA;
5University of Utah, Salt Lake City, UT; 6University of Minnesota,
Minneapolis, MN

10:30 AM - 12:30 PM
Objective: To uncover the hidden challenges and unmet needs
of cardiac patients during the postpartum period.
Study Design: This was a parallel mixed-methods study of
participants with cardiac disease who had delivered at a single
tertiary hospital from 2013 to 2023. An electronic survey was
sent to 330 participants with congenital heart disease (CHD) and
acquired cardiac disease. Additionally, 20 participants with CHD
were interviewed by phone in English or Spanish. Grounded

theory methodology was employed to code and analyze the
interviews, revealing key themes, which were then compared
with survey findings.
Results: Interview participants highlighted five key themes: the
necessity of taking time away from newborn for hospitalizations
and surgeries due to cardiac complications, coping with cardiac
symptoms that could be incapacitating, relying on support from
family members or caregivers, desiring more medical follow-
up appointments and in-person counseling about postpartum
health expectations, and grapplingwith uncertainty regarding the
appropriate healthcare professional to address their postpartum
healthcare needs. Among the 128 survey participants, 83% pre-
ferred more than one postpartum visit and 61% preferred their
first postpartum visit to take place within the first two weeks
after delivery. When asked about their preferred alternatives to
the standard postpartum clinic visit, 59% of respondents chose a
telehealth visit with their obstetrician and 41% chose a home visit
with a nurse or midwife.
Conclusion: Qualitative themes emphasize the physical and
mental challenges patients with cardiac disease encounter fol-
lowing pregnancy. Interview participants also articulated the
healthcare gaps they encountered during the postpartum period,
resulting in unmet health concerns and visits to the emergency
department. Survey findings highlight patient preference for
earlier and more frequent postpartum visits with their obste-
trician. These findings underscore the urgent need for more
comprehensive postpartum care, particularly for patients with
high-risk pregnancies.
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181 | Fetal MRI Versus Ultrasound Ratios for Predicting
Perinatal Outcomes in Prenatally Diagnosed Omphalocele

Simon E. Dadoun; Matthew Shanahan; Christian M. Parobek;
Brian Burnett; Pamela Ketwaroo; April D. Adams
Baylor College of Medicine, Houston, TX

10:30 AM - 12:30 PM
Objective: Complications associated with pulmonary hypoplasia
are the primary cause ofmorbidity andmortality in neonateswith
omphalocele. Various prognostic indicators have been employed
to identify neonates at greatest risk. Recently, fetal MRI lung vol-
umetric analysis has become more commonplace, despite being
costly and requiring access to specialized centers. This study
compares fetal MRI-derived fetal lung volumes and ultrasound-
derived ratios as prognostic tools in fetuses with prenatally
detected omphalocele (PDO).
Study Design: This retrospective cohort study included all
pregnancies with PDO who underwent evaluation at our fetal
center from 2007-2023. Pregnancies with fetal aneuploidy or con-
current life-limiting fetal anomaly were excluded. MRI-derived
fetal lung volume analysis calculated the observed-to-expected
total fetal lung volume (O/E TLV) ratio. Omphalocele diameter
(OD), abdominal circumference (AC), and head circumference
(HC) were recorded, and OD/HC and OD/AC ratios were cal-
culated. The primary outcome was neonatal death. Secondary
outcomes included the need for intubation, prolonged intubation
>30 days, pulmonary hypertension, and time to full feeds. Cutoffs
for the prediction of neonatal outcomes were determined by
receiver operating characteristic curve (ROC) analysis.
Results:

53 pregnancies met the inclusion criteria. Omphaloceles ranged
in size from 0.9-20cm in diameter. 8 neonates (15%) experienced
neonatal death (Table 1). The most frequent secondary outcome
was the need for intubation, occurring in 22 (42%) neonates.
Using an optimal cutoff of >0.58, MRI-based O/E TLV out-
performed ultrasound-based ratios in predicting neonatal death
(sensitivity 0.75; specificity 1.0; AUC 0.92), as well as most of the
secondary outcomes (Table 2). Among ultrasound-based ratios,
OD/AC consistently outperformed OD/HC.
Conclusion: Fetal MRI O/E TLV outperforms ultrasound-based
ratios in predicting perinatal severe morbidity and neonatal
mortality in PDO. These findings underscore the need for more
advanced ultrasound-based measures to increase accessibility to
high-quality care.

182 | Electronic Health Record Smart-Phrase Intervention
to Improve Rates of Low-Dose Aspirin Prescription for
Preeclampsia Prevention

Elisha Jaeke1; Sara Abuzahra1; Ihuoma (Yvette) Igbokwe1;
Amarpreet Mahil2; Emily Davidson1; Jacqueline Peebles1; Anna
Palatnik1
1Medical College of Wisconsin, Milwaukee, WI; 2MCW,
Wauwatosa, WI

10:30 AM - 12:30 PM
Objective: While low-dose aspirin (LDA) is recommended for
preeclampsia prevention in at-risk patients, studies show subopti-
mal screening and prescription in routine obstetric care. The goal
of this quality improvement initiative was to create, implement
and test an electronic health record (EHR) smart-phrase to
increase LDA prescription rates.
Study Design: After a retrospective analysis in 2021 revealed low
baseline rates of LDA prescription for eligible patients within our
academic hospital system (Table), an LDA eligibility screening
smart-phrase was created and launched for use in First OB note
templates through a departmental quality initiative from January
2023-May 2024 (Figure). Low baseline LDA prescription rates
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were shared at Hospital-Wide OB, OBGYN Generalist, and MFM
Division meetings, with serial reminders to use the smart-phrase
throughout the study period. Rates of smart-phrase utilization
by obstetricians and LDA prescription for eligible patients were
collected at three quality assessment cycles 3-, 9-, and 13-months
post-intervention launch.
Results: A total of 721 LDAeligible FirstOBnoteswere evaluated.
Rates of LDA prescription for patients with at least one high-risk
factor improved from 72% pre-intervention to 92% at 13-months
post-intervention (Table). LDA prescription for patients with at
least twomoderate-risk factors and no high-risk factors improved
from 21% pre-intervention to 61% at 13-months post-intervention.
The use of the LDA eligibility screening smart-phrase during First
OB visits increased during each quality assessment cycle from
42% to 53% and to 56% at 3-, 9-, and 13-months post-intervention,
respectively. Of patients eligible for LDA, there was a statistically
significant increase in prescription rates across the evaluation
periods for patientswhose provider used a smart-phrase (p= 0.02,
< 0.01, and 0.04 at 3-, 9-, and 13-months, respectively).
Conclusion: Incorporating a risk-identifying smart-phrase into
First OB EHR notes led to two synergistic improvements:
increased identification of at-risk patients who are LDA eligible
and increased rates of LDA prescription.

183 | Physical Activity Among Pregnant Individuals by
BMI Category: a Specific Focus on Class III Obesity

Eliza M. Nguyen; Megan E. Branda; Linda M. Szymanski
Mayo Clinic, Rochester, MN

10:30 AM - 12:30 PM
Objective: The prevalence of pre-pregnancy obesity, including
pre-pregnancy class III obesity has increased over time, with
significant implications for maternal and neonatal well-being.
Regular physical activity may mitigate these risks. Data also
suggest that a majority of pregnant individuals do not meet
the recommended physical activity guidelines of accumulating
at least 150 minutes of moderate-intensity exercise per week;
however physical activity data are limited for individuals in
higher BMI categories, particularly for those with class III obesity
(BMI > 40). The aim of this study was to evaluate whether
pregnant individuals are meeting physical activity guidelines.
We assessed self-reported physical activity across BMI categories
including thosewith class III obesity, subdivided into BMI 40-49.9
and ≥ 50.
Study Design: This is a retrospective cohort study of individuals
at an academic hospital system who delivered between May
1, 2018 and May 1, 2023. To be included, individuals had a
documented pre-pregnancy BMI and responded to the following
two-item physical activity questionnaire during or just prior to
pregnancy: 1)On average, howmanydays perweek do you engage
in moderate to strenuous exercise? And 2) On average, “how
manyminutes do you engage in exercise at this level?” Individuals
met physical activity guidelines if they engaged in greater than
or equal to 150 minutes of physical activity per week. Data were
analyzed using Kruskal Wallis and Chi-Square tests.
Results: A total of 6,884 individuals were included in the cohort.
See table for descriptive data. Physical activity data are shown in
the figure.
Conclusion: Our results are consistent with existing data show-
ing that pregnant individuals are not meeting physical activity
goals. Overweight and obese pregnant individuals participate in
significantly less activity than normal weight counterparts with
even less activity reported in those with Class III obesity. More
data is needed on physical activity among pregnant individuals
with class III obesity, as this may have implications for both
maternal and neonatal health.
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184 | Histologic Chorioamnionitis as a Marker for Surgical
Site Infection

Elizabeth L. Lucarelli Baldwin1; Serdar Ural2; Christina Stetter3;
Kendall M. Cunningham2; Ravi Chokshi2; William Hayes2;
William M. Curtin3
1Penn State Health/Hershey Medical Center, Mendham, NJ; 2Penn
State/Hershey Medical Center, Hershey, PA; 3Penn State College of
Medicine, Hershey, PA

10:30 AM - 12:30 PM
Objective: Clinical chorioamnionitis is a known risk factor for
c-section surgical site infection (SSI). As histologic chorioam-
nionitis (HCA) is a marker for intraamniotic infection, we
hypothesized that the frequency of HCA would be increased in
SSI.
Study Design: This was a case-control study of singleton preg-
nancies having had c-sections from 2002-2022, in which the
placenta was submitted to pathology. Subjects were identified
via electronic informationmanagement system query. Univariate
comparisons of SSI and non-SSI groups were made using Stu-
dent’s t-test and chi-square test. We calculated that 189 patients
(126 controls and 63 cases) would be needed to detect a two-fold
increased rate of HCA, using a two-sided test, with 80% power
and significance level of 0.05. Logistic regression analysis tested
whether or not HCA was an independent predictor of SSI.
Results: The estimated incidence of SSI was 6.95%. 63 cases
of SSI were compared to 127 randomly selected controls (see
Figure); about 32% of subjects labored. Presence of HCA was
higher in cases (20.6%) than in controls (9.4%), (OR 2.49, 95%
CI [1.06, 5.84]). After adjusting for the independent variables of
labor, ruptured membranes, pre-pregnancy BMI, nonreassuring
fetal heart status, and preoperative vaginal preparation HCA was
no longer significantly associated with SSI. Independent positive
predictors for SSI included increasing BMI and c-section for non-
reassuring fetal status, while having had a vaginal prep reduced
the odds of SSI (see Table).
Conclusion: HCA was increased in cases but was not an
independent predictor of SSI. The strength of this studywas using
a standardized definition for SSI and individual patient chart
review. The study was limited by the sample size, and that the
majority of cases didn’t labor. As intraamniotic infection and
HCA are relatively rare in nonlaboring patients, future studies
should include only SSI in cesarean section after labor. If HCA
were found to be an independent risk factor for SSI, this could be
a group to target for further studies on the efficacy of postpartum
antibiotic prophylaxis in reducing SSI.

185 | Exploring Postpartum Social Determinants through
Patient-Reported OutcomeMeasures: a Systematic Review

Elizabeth Soyemi1; Sydney L. Raucher2; Molly Beestrum3; Laura
Diaz2; Brittney R. Williams2; Joe M. Feinglass2; Lynn M. Yee2
1Northwestern University Feinberg School of Medicine, Providence,
RI; 2Northwestern University Feinberg School of Medicine,
Chicago, IL; 3Galter Health Sciences Library, Northwestern
University Feinberg School of Medicine, Chicago, IL

10:30 AM - 12:30 PM
Objective: Social determinants of health (SDOH) pose specific
challenges for the postpartum (PP) period. Although existing
tools screen SDOH generally, few address SDOH in this unique
life stage. We aimed to evaluate patient-reported outcome mea-
sures (PROMs) used to screen for SDOH during the PP period.
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Study Design: This PROSPERO-registered systematic review
included studies using a PROM to assess at least one SDOH in
the PP period (up to 12 months after birth) in the United States.
An academic librarian conducted a strategic search across 6
platforms using a protocol developedwith clinical experts (Figure
1). Two authors independently screened all search results. For
articles meeting inclusion criteria, authors extracted data and
assessed quality of evidence with GRADE criteria and risk of bias
using NIH tools.
Results: Of 4952 articles screened, 6 studies used a PROM to
evaluate SDOH in PP people (Figure 2). Most studies were rated
low-quality evidence and fair risk of bias. Among 11 PROMs
identified across studies, only 5 were created specifically for
PP administration. Of the 5 CDC-designated SDOH domains,
Economic Stability was measured most through food or housing
insecurity, followed by Social and Community Context through
assessing social support. Only 6 PROMsmeasured social stability
(e.g., employment status), and none covered all 5 SDOHdomains.
Conclusion: Few PROMs exist to screen for PP SDOH. Areas
such as change in insurance, childcare support, and maternal
food assistance are rarely assessed even though these impact
the PP period. To improve effectiveness for this population,
PROMs should address PP-specific challenges, account for med-
ical factors impacting level of social needs, such as parity and
comorbidities, and measure resource access longevity through
social stability metrics. Developing a comprehensive PP-specific
SDOH PROM for routine PP care can address this evidence
gap to better target unmet social needs and promote patient-
centered care. Collaboration between community stakeholders,
socialworkers, and clinicians to create a PP-specific SDOHPROM
is vital for this process.

186 | Low Renin Angiotensin Aldosterone System (RAAS)
Activation and Delivery Outcomes in Preeclampsia with
Severe Features

Elizabeth L. Mirsky1; Robin Shoemaker1; Neil B. Patel2; Dolph
Davis1; Hong Huang1; John A. Bauer1; John O’Brien1
1University of Kentucky, Lexington, KY; 2Ascension Sacred Heart -
Pensacola, Pensacola, FL

10:30 AM - 12:30 PM
Objective: To determine if a correlation exists between defects
in RAAS activation and adverse delivery outcomes in patients
diagnosed with preeclampsia with severe features.
Study Design: Prospective cohort study of patients admitted
with preeclampsia with severe features from 2022 to 2024.
Demographics, medical history and laboratory parameters were
collected on admission. Serum samples were also analyzed from
enrollment for angiotensin I, angiotensin II, and aldosterone by
LC-MS/MS using RAAS-Triple A and compared based on serum
aldosterone concentration. Maternal and fetal outcomes were
compared between those with a low aldosterone concentration
(Shoemaker et al., 2023) vs. the remainder of the cohort. A com-
posite of delivery outcome complications including fetal growth
restriction, abnormal umbilical artery Doppler, oligohydramnios,
pulmonary edema, eclampsia, and postpartum hemorrhage was
compared between subgroups, in addition to individual elements
of the composite.
Results: 50 patients were enrolled. RAAS profiling revealed two
distinct subpopulations: 35 patients had low serum aldosterone
[median 120.0 pmol/L; IQR (35.0–132.2 pmol/L)]. In contrast,
15 patients had normal pregnancy concentration [median 589.8
pmol/L; IQR (402.2 - 769.6 pmol/L)]. Demographic variables
were similar between the two populations, apart from enrollment
serum creatinine (Table 1). Delivery outcomes were mostly
similar (Table 2). The rate of pulmonary edema varied between
groups, but the composite complication rate did not reach
statistical significance (RR 1.71, 95%CI 0.79-3.70). Neonatal length
of staywas longer in the low aldosterone population [median 16.5,
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IQR (7-69) vs. 5, IQR (3-25)], andmaternal length of stay similarly
approached significance.
Conclusion: Serum aldosterone concentration in patients with
severe features may be associated with select maternal complica-
tions of preeclampsia at or near delivery. Additional studies are
needed due to the rarity of these complications.

187 | Cell-Free DNA Screening Results by Stage of
Maternal Malignancy

Emily Zhao1; Kristen Miller2; Angie C. Jelin3

1Johns Hopkins School of Medicine, Baltimore, MD; 2Johns
Hopkins Hospital, Division of Maternal Fetal Medicine, Baltimore,
MD; 3Johns Hopkins Medicine, Baltimore, MD

10:30 AM - 12:30 PM
Objective: Cell-free DNA (cfDNA) screening is increasingly used
for non-invasive fetal aneuploidy screening. Maternal malig-
nancy is associated with abnormal or non-reportable cfDNA
screening results but the impact of tumor staging and origin
on cfDNA screening remains unclear. Our objective was to
characterize the types and stages of malignancies that result in
atypical cfDNA results.
StudyDesign: We present a single center, retrospective review of
cases with a known, suspected, or incidentally diagnosed malig-
nancy during pregnancy who underwent cfDNA fetal aneuploidy
screening between 2015-2023. We queried patients using ICD9/10
codes for malignancy. We excluded patients who did not have
a confirmed malignancy during pregnancy or within 2 years
post-partum, and those who did not undergo cfDNA testing. We
extracted maternal history, cancer type/stage, cfDNA results, and
fetal outcomes from the medical record. We used Fisher’s exact
test to analyze categorical variables.
Results: 97 cases of malignancy in pregnancy were identified, of
which 37 patients underwent cfDNA screening. Eleven patients
(30%) had abnormal or non-reportable cfDNA results: 2/8 (25%)
patients with blood cancers and 9/29 (31%) patients with solid
tumors. Overall, the fraction of stage 0, I, II, III, and IV solid
cancers with abnormal cfDNA screening results was 0/3 (0%), 0/5
(0%), 2/6 (33%), 1/4 (25%), and 6/11 (50%), respectively. Pregnant
patients with stage 2-4 cancers were more likely to have an
abnormal cfDNA result than those with stage 0-1 cancers (p =
0.03). No fetuses had a confirmed cytogenetic abnormality.
Conclusion: Our data suggest that early stage, solid tumors
are not reliably detected by prenatal cfDNA screening, while
metastatic tumors are more likely to result in atypical cfDNA
results. Larger patient cohorts are needed to further characterize
the association of different tumor types and the pattern of cfDNA
results. Ultimately, cfDNA may be more likely to incidentally
diagnose certain types of maternal malignancy than others.
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188 | Maternal Mortality According to State Abortion
Legislation Following the Supreme Court Dobbs v.
Jackson Ruling

Emily Nuss1; Mari Iwasaki2; Lindsay S. Robbins1; Peggy Ye3;
George R. Saade1; Tetsuya Kawakita1
1Macon & Joan Brock Virginia Health Sciences Eastern Virginia
Medical School at Old Dominion University, Norfolk, VA; 2Ross
University School of Medicine, Miramar, FL; 3MedStar
Washington Hospital Center, Washington, DC

10:30 AM - 12:30 PM
Objective: Following the 2022 Dobbs v Jackson United States
Supreme Court case, many states passed legislation limiting abor-
tion access. We assessed how maternal mortality rates (MMR)
were affected by the ruling, accounting for the coronavirus
(COVID-19) pandemic.
StudyDesign: This was a difference-in-difference (DID) analysis
using data from CDC WONDER (Center for Disease Control
and Prevention, Wide-ranging ONline Data for Epidemiologic
Research) from January 2018 to December 2023. We split this
timeframe into three periods: pre-COVID (Jan 2018 to Feb 2020),
pandemic (Mar 2020 to Jun 2022), and post-Dobbs (Jul 2022 toDec
2023). We classified U.S. states as either abortion-restrictive (AR)
or abortion-supportive (AS) based on their legislation at the time
of this analysis. The primary outcome was maternal mortality,
defined as “the death of a woman while pregnant or within
42 days of termination of pregnancy.” We fitted generalized
estimating equations with a Poisson distribution and a log link
function to calculate DID estimates with 95% confidence intervals
(95% CI).
Results: Of 16,417,081 births included in this analysis, 5,740,974
were in AR states and 10,676,107 were in AS states. Compared to
the pre-COVID period, the pandemic had a higher MMR in both
AR states (15.1 per 100,000 births; 95% CI 10.6, 19.6) and AS states
(5.6 per 100,000 births; 95% CI 1.3, 9.9). The increase in MMR
during COVID-19 was greater in AR states (DID 9.5 per 100,000
births; 95% CI 3.3, 15.7). Compared to the pre-COVID period, the
post-Dobbs period was not associated with a higher MMR in AR
states (1.3 per 100,000 births; 95% CI -4.6, 7.2) or AS states (1.3 per
100,000 births; 95% CI -1.3, 3.9).
Conclusion: MMR were consistently higher in AR states com-
pared to AS states. COVID-19 exacerbated this difference, but the
gap did not increase following the Dobbs ruling. These findings
highlight the disparities in pregnancy outcomes across the US,
underscoring the need for policies that address these differences.
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189 | Amniotomy Versus Deferral at ≥4cm during
Standardized Induction of Labor: A Propensity
Score-Matched Study

Emily G. Gleason; Lisa D. Levine; Rebecca F. Hamm
University of Pennsylvania Perelman School of Medicine,
Philadelphia, PA

10:30 AM - 12:30 PM
Objective: To determine the impact of artificial rupture of
membranes (AROM) at first exam ≥4cm vs. deferring AROM
at that exam while undergoing otherwise standardized labor
induction (IOL).
Study Design: This is a secondary analysis of a prospective
cohort evaluating the implementation of standardized IOL man-
agement of patients undergoing ≥37 weeks IOL at 2 sites from
2018-2022 with a singleton pregnancy, intact membranes, and
unfavorable cervix without prior cesarean delivery (CD). For
this analysis, patients who underwent AROM or spontaneous
rupture at < 4cm were excluded. Patients were grouped by
whether AROM was performed at first exam ≥4cm or deferred.
1:1 propensity score matching balanced parameters associated
with AROM at the≥4cm exam, including clinician type (midwife
vs. physician), study year, maternal age, parity, gestational age,
cervical ripening agent used, and adherence to the IOL protocol
prior to the ≥4cm exam, including time from first to last
misoprostol if used, and time Foley balloon in place if used.
The primary outcome was length of IOL. Secondary outcomes
included length of each stage of labor, CD, andmaternal/neonatal
morbidity. Time-to-event regression analyses for labor length,
censored for CD, were modeled with a Cox proportional hazard
model. Analyses were stratified by parity.
Results: Among 8509 inductions in the parent study, 5784 (67.0%)
remained unruptured by first exam ≥4cm. After propensity
score matching, 1592 were included (n = 796/group). Overall,
AROM was associated with shorter IOL compared to deferral at
first exam ≥4cm (21.3h[14.4-29.0] vs. 22.7h[16.1-31.2]), p = 0.001;
Table), a finding consistent across parity. AROM at first exam
≥4cm was also associated with shorter latent and active phases.
Once censored for CD, these findings were no longer significant
(Figure). There were no differences by AROM vs. deferral in CD
or morbidity.
Conclusion: Even in the context of otherwise standardized IOL
management, AROM at first exam ≥4cm may still be associated
with shortened IOLwithout increasingmorbidity, but this finding
is not significant once censored for CD.

190 | A Predictive Model for Preterm Birth Among
Individuals Diagnosed with Early-Onset Fetal Growth
Restriction

Emily K. Guernsey1; Anam Farooqui2; Vanya Manthena1;
Andrew Rausch1; Kelly Nelson Kelly1; Ryan E. Longman1;
Ashish Premkumar1
1Pritzker School of Medicine, University of Chicago, Chicago, IL;
2University of Chicago, Chicago, IL

10:30 AM - 12:30 PM
Objective: Fetal growth restriction (FGR) affects 3-7% of all
pregnancies and is associated with high rates of preterm delivery.
Yet it remains unclear what factors beyond gestational age (GA)
at onset of FGR and abnormal umbilical artery Dopplers affect
the odds of preterm birth.
Study Design: We performed a single-site retrospective cohort
analysis of all individuals with a singleton gestation diagnosed
with early-onset FGR (i.e., ≤32w0d) from 2020 to 2023. Fetuses
with genetic or infectious abnormalities were excluded. The
exposure was GA at onset of FGR, defined categorically (20-
28 weeks v. 28-32 weeks). The primary outcome was preterm
delivery. Bivariate and multivariate logistic regression analyses
were performed, and their results were compared using a test
of equality for receiver operating characteristics (ROC) areas.
Abnormal umbilical artery Doppler values were considered in the
model as an a priori covariate. Covariates eligible for inclusion in
the model were selected based on p < .05 on bivariate analyses.
Stepwise backward selection was used to identify covariates that
would be retained in the model.
Results: 93 individuals were available for analysis (Table). The
unadjusted logistic regressionmodel resulted in an area under the
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ROC curve (AUC) of 0.63. The adjusted logistic regression model
included insurance payor and an interaction term associatedwith
chronic hypertension and a hypertensive disorder of pregnancy.
Gestational age (0.23, 95%CI 0.08-0.74), insurance payor (OR 7.45,
95% CI 2.12-26.22) and the interaction term (OR 14.22, 95% CI
3.35-60.41) were associated with preterm delivery. The adjusted
logistic regression resulted in an AUC of 0.80. The ROC curves
for the unadjusted and adjusted logistic regression models were
compared (Figure) and found to differ significantly (p< .01).
Conclusion: Gestational age at onset, insurance payor, and
hypertension are associated with preterm birth in individuals
diagnosed with FGR prior to 32 weeks. These data highlight both
biological and social determinants of perinatal health and call for
further research on these topics.

191 | Nicotine andMental Health: Risk of Neonatal
Outcomes in Pregnancy

Emily J. Mize1; Bharti Garg1; Adam Crosland1; Rachel A.
Madding2; Aaron B. Caughey1; Jamie O. Lo1
1Oregon Health & Science University, Portland, OR; 2Oregon
Health and Science University, Portland, OR

10:30 AM - 12:30 PM

Objective: Maternal mental health and substance use in preg-
nancy are leading causes of maternal mortality. Nicotine is the
most used substance in pregnancy and the prevalence of mental
health disorders in pregnancy is rising. In this study, we analyzed
the impact of nicotine use andmental health disorders, separately
and together, on neonatal outcomes, an understudied area.
Study Design: This retrospective cohort study used California
linked vital statistics and hospital discharge data (2008-2020).
Patients were categorized into nicotine users, mental health
disorders, both, or neither. We included singleton gestations
delivered between 23-42 weeks and excluded individuals using
other substances. Exposure (mental health disorders) and out-
comes were identified using birth certificate and ICD-9/10 codes.
Results were analyzed by chi-square tests and multivariable
Poisson regression models. Adjusted risk ratios (aRR) with 95%
confidence intervals (CI) were estimated.
Results: 5,466,352 pregnant individuals were included, of whom
1.6% (89,278) had a nicotine-use diagnosis, 2.9% (161,590) had a
mental health disorder, and 0.2% (9,722) had both in pregnancy.
The impact of nicotine-use and mental health disorders (0.5%;
aRR = 3.35 (2.51-4.46)) had an additive effect compared to either
nicotine use (0.3%; aRR = 1.98 (1.74-2.25)) or mental health
disorders (0.1%; aRR = 1.26 (1.09-1.45)) on post-neonatal deaths.
Compared to no nicotine use or mental health disorders, the
risk of NICU admissions was higher with both nicotine-use and
mental health disorders (16.8%; aRR = 1.50 (1.44-1.57)), nicotine
use (10.0%; aRR = 1.28 (1.26-1.31)) and mental health disorders
(11.2%; aRR = 1.12 (1.10-1.14)). Similarly, the risk of infant deaths
and preterm delivery was significantly higher in individuals with
both nicotine use and mental health disorders.
Conclusion: The risk of infant and post neonatal death, and
neonatal morbidity is significantly higher in individuals with
mental health disorders that use nicotine. This patient population
will benefit from nicotine cessation counseling.
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192 | Emergency Care Use in Early Pregnancy Among
North Carolina Medicaid Beneficiaries

Emma Trawick Roberts1; Lauren Kucirka2; Clara Busse2; M.
Kathryn Menard2; Catherine Vladutiu3
1University of North Carolina, Chapel Hill, NC; 2University of
North Carolina, Chapel Hill, Chapel Hill, NC; 3University of North
Carolina, Chapel HIll, Chapel Hill, NC

10:30 AM - 12:30 PM
Objective: We sought to describe those seeking emergency care
(EC) in early pregnancy and identify risk factors, including social
drivers of health (SDOH), for EC use.
Study Design: Linked Medicaid hospital claims, live birth
records, and North Carolina (N.C.) Pregnancy Medical Home
risk screen (https://bit.ly/NCpregriskscreen) data were used to
identify risk factors for EC use among 154,353 pregnant Medicaid
beneficiaries in N.C. who had a live birth between 1/2014 and
12/2019. EC use included visits to the Emergency Department or
obstetric triage unit prior to 20 weeks’ gestation. Demographic
characteristics, SDOH, medical co-morbidities, and pregnancy
characteristicswere compared by the number of EC visits. Among
those with ≥1 EC visit, visit diagnoses were assessed by the
number of SDOH risk factors. Multivariable ordered logistic
regressionmodeled the association between potential risk factors
for EC use and the number of EC visits (0,1,2, ≥3).
Results: A total of 73,836 women (47.8%) had an EC visit prior to
20weeks’ gestation; 39,367 had one visit, 18,751 had two, and 15,718
had ≥3 visits. Demographic, SDOH, medical, and pregnancy
characteristics by number of EC visits are described in Table
1. Among those with ≥3 SDOH risk factors, 62.4% had an EC
visit related to substance use, and 17.5% had a visit related to
mental health. In the regression model, selected SDOH, medical
comorbidities, and a history of adverse pregnancy outcomes
were associated with increased odds of EC use before 20 weeks’
gestation (Table 2). SDOHmost associated with increased odds of
ED use were physical assault within the last year, food insecurity,
unstable living, undesired pregnancy, and substance use among
family, friends, or partners.
Conclusion: Nearly half of pregnancies amongMedicaid benefi-
ciaries in NC had ≥1 EC visit prior to 20 weeks’ gestation. Given
the association between SDOH and increased odds of EC use,
early EC use in pregnancy may signal social vulnerability and
opportunity for targeted intervention.

193 | Patient Characteristics and Unexpected Delivery
Complications Predict Cessation of Exclusive
Breastfeeding by 4-8 Weeks Postpartum

Emma Trawick Roberts1; Sarah Heerboth1; Tracy A. Manuck1;
Alison M. Stuebe2
1University of North Carolina, Chapel Hill, NC; 2UNC School of
Medicine, Chapel Hill, NC

10:30 AM - 12:30 PM
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Objective: Although exclusive breastfeeding (BF) is recom-
mended for the first 6 months of life, many women encounter
barriers tomeeting their BF goals.We analyzed predictors of early
cessation of exclusive BF to identifywomenwhomay benefit from
more intensive lactation support in the early postpartum period.
Study Design: Secondary analysis of a multicenter randomized
controlled trial of elective labor induction vs. expectant man-
agement of low risk nulliparas at 39 weeks’ gestation (MFMU
ARRIVE trial). Participants were included in this analysis if
they reported infant feeding data at 4-8 weeks postpartum.
Logistic regression modeled the association between participant
characteristics, unexpected delivery complications, and cessation
of exclusive BF by 4-8 weeks postpartum. We defined unexpected
delivery complications as neonatal morbidity (as per the initial
RCT), neonatal intensive care unit (ICU) admission, intrapartum
cesarean, operative vaginal delivery, 3rd or 4th degree perineal
lacerations, preeclampsia,magnesiumadministration, chorioam-
nionitis, postpartum hemorrhage, blood transfusion, maternal
ICU admission, labor pain scores ≥90%ile, and postpartum stay
≥4 days. Backward selection identified independent predictors
of cessation of exclusive BF at 4-8 weeks postpartum. Model
accuracy was assessed via the area under the ROC curve.
Results: 5,412 individuals were included in the analytic sample;
33% were exclusively BF at 4-8 weeks postpartum. In the back-
ward elimination model, predictors of cessation of exclusive BF
included Black race, non-Hispanic ethnicity, not being employed,
having public or no insurance, smoking, body mass index ≥30,
NICU admission, and intrapartum cesarean (Table). The model
had an area under the ROC of 0.73 (95%CI 0.72-0.75).
Conclusion: In a cohort of low risk nulliparas, we identified
maternal characteristics and unexpected delivery complications
that predicted cessation of exclusive BF at 4-8 weeks postpartum.
Targeted postpartum lactation support to individuals at high risk
of BF cessation has the potential to enable more women to meet
their infant feeding goals.

194 |Monitoring andManagement of Hemolytic Disease of
the Fetus and Newborn, International Delphi Consensus

Enaja Sambatur1; Sonia Johnson2; Alireza A. Shamshirsaz3;
Kenneth J. Moise, Jr.4; Ahmet A. Baschat5; E. J. T. (Joanne)
Verweij6; Ali Javinani7; Mark Kilby8; Enrico Lopriore9; Rebecca
Rose10; Roland Devlieger11; Saul Snowise12; Ulrich Sachs13; Asma
Khalil14; Hiba J. Mustafa15

1Fetal Care and Surgery Center, Division of Fetal Medicine and
Surgery, Boston Children’s Hospital and Harvard School of
Medicine, Boston, MA; 2Fetal Medicine Unit, Liverpool Women’s
Hospital, University of Liverpool, Liverpool, England; 3Fetal
Surgeon Chief, Division of Fetal Medicine and Surgery Director of
the Maternal Fetal Care Center Director of the Perinatal Surgery
Fellowship Professor of Surgery, Boston Children’s Hospital
Harvard Medical School, Boston, MA; 4Dell Medical School - UT
Austin, Austin, TX; 5Johns Hopkins Medicine, Baltimore, MD;
6Department of Obstetrics, Division of Fetal Therapy, Leiden
University Medical Center, Leiden, Zuid-Holland; 7Boston
Children’s Hospital, Harvard Medical School, Boston, MA; 8Fetal
Medicine Centre, BirminghamWomen’s & Children’s Foundation
Trust, Birmingham, England; 9Neonatology and Fetal Medicine,
Leiden University Medical Center, Leiden, Zuid-Holland;
10Division of Neonatology, Indiana University School of Medicine,
Riley Children’s Hospital, Indianapolis, IN; 11University Hospital
Leuven, Leuven, Vlaams-Brabant; 12Midwest Fetal Care Center,
Children’s Minnesota, MN, Minneapolis, MN; 13Immunology and
Transfusion Medicine, Justus-Liebig-University, Giessen, Hessen;
14Fetal Medicine Unit, St George’s Hospital, St George’s University
of London, London, England; 15Indiana University and Riley
Children’s Hospital, Indianapolis, IN

10:30 AM - 12:30 PM
Objective: To develop structured, expert-based clinical guidance
on the prenatal and postnatal management of hemolytic disease
of the fetus and newborn (HDFN).
Study Design: A Delphi procedure was conducted among an
international panel of experts in fetal medicine, neonatology,
and hematology. Experts were selected based on their expertise,
relevant publications, and affiliations. The domains were (i)
prenatal workup, (ii) prenatal monitoring and management,
(iii) intrauterine transfusion, (iv) delivery, and (v) postnatal
management. The pre-defined cut-off for consensus was ≥ 70%
agreement.
Results: A total of 107 experts completed the first round and 100
(93.45%) completed the subsequent round. 75.3% agreed on the
use of cfDNA to determine fetal antigen status, particularly for
RhD, Kell, Rhc, and RhE antigens. The critical titer is considered
when the threshold of 16 is for non-Kell and 4-8 for Kell antigens.
70% agreed on the use of maternal IVIg in pregnancies with
prior IUT < 24 weeks or fetal/neonatal death due to HDFN.
The minimum GA for IUT is 16-18 weeks and the maximum is
35-36 weeks. Guidance on the procedure, if it was technically
not feasible, follow-up, and delivery is reached as shown in the
workflow.
Postnatal management consensus was reached for the following:
Anemia labs should be investigated in the affected neonates
before hospital discharge (92% agreement) and if they received
IUT then the labs are to be repeated within one week of
discharge (84% agreement). 96% agreed that exchange transfu-
sions should be centralized in hospitals with sufficient exposure
and experience and 92% agreed that the Hg cut-off level to
consider transfusion following hospital discharge is 7g/dL, and
the newborns need to be monitored until 2-3 months of age (96%
agreement).
Conclusion: The Delphi method facilitated the development
of a consensus-based clinical workflow for the management
of pregnancies at risk or affected by alloimmunization. These
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workflows are intended to enhance clinical practice, improve
outcomes, and facilitate future research.

195 | Nationwide Nursing Perspectives Survey on
IntrapartumMaternal Position Changes

Erin K. Johnson1; Drew M. Hensel1; Rachel Paul2; Adia
Woodson3; Jeannie C. Kelly4; Antonina I. Frolova2; Nandini
Raghuraman4
1Washington University in St. Louis, St. Louis, MO; 2Washington
University School of Medicine, St. Louis, MO; 3Barnes Jewish
Hospital, St. Louis, MO; 4Washington University School of
Medicine in St. Louis, St. Louis, MO

10:30 AM - 12:30 PM
Objective: To characterize nursing perspectives and practices
regarding intrapartum maternal position changes.
Study Design: We performed an anonymous, nationwide survey
of nurses that had worked on a labor and delivery unit in the
past year. The survey was disseminated through social media
and email via snowball sampling. The primary objective was
to determine the proportion of respondents using intrapartum
position changes and why they used these position changes.
Our secondary outcomes included use of a circuit of position
changes and the reasons position changes were not utilized. We
used descriptive statistics to characterize responses and bivariate
analyses to compare respondents who employed a circuit to
inform further research.
Results: Our sample included 498 respondents. Nearly all (98.8%)
respondents use intrapartum position changes and 95.6% believe
labormaneuvers are effective and improvematernal andneonatal
outcomes. Nurses routinely use positional maneuvers for the

indications of slow labor progress (91.5%), suspected occiput
posterior fetal position (86.2%), and suspected asynclitic fetal
position (83.5%). Commonly reported reasons for not using
position changes included patient BMI (67.3%), patient preference
(66.3%), fetal monitoring (64.9%), and lack of knowledge or
references (64.7%). Approximately two-thirds of nurses utilizing
maneuvers (67.1%) employ a circuit of position changes. Of the 20
listedmaneuvers, 7were used by>50%of respondents (Figure 1).
These maneuvers were also perceived as the most efficacious and
were the most commonly used in a circuit. Nurses that employ
circuits were younger (p = 0.03) and more likely to work in the
Southwest or Midwest (p = 0.04, Table 1).
Conclusion: Maternal position changes are a frequently used
intrapartum intervention despite lack of supporting Level I
evidence. Labor and delivery nurses utilize position changes
in the setting of protracted labor or fetal malposition. Further
research is needed to elucidate the effectiveness of circuit-based
position changes in labor.

196 | Cost Drivers in Inpatient Care for Placenta Accreta
Spectrum: A National Analysis

Eve Overton1; Gabriela F. Tessler1; Brittany Arditi2; Maria
Andrikopoulou2; Alexandre Buckley de Meritens2; Kartik K.
Venkatesh3; Alexander M. Friedman2; Mirella Mourad1;
Timothy Wen4
1Columbia University Medical Center, New York, NY; 2Columbia
University Irving Medical Center, New York, NY; 3The Ohio State
University, Columbus, OH; 4University of California, San Diego,
Irvine, CA
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10:30 AM - 12:30 PM
Objective: Management of placenta accreta spectrum (PAS)
frequently includes prolonged hospitalization and antepartum
inpatient care, but cost estimates are limited. We evaluated costs
for inpatient care associatedwith cesareanhysterectomies for PAS
and patient factors associated with increased cost.
Study Design: A serial cross-sectional analysis of cesarean
hysterectomies for PAS occurring between 23-35 weeks were
identified in the 2016-2021 Nationwide Readmission Database
stratified by antepartum inpatient care in three groups. Cesarean
hysterectomies were categorized by those with no antepartum
admission and with < 2 day pre-delivery length of stay (LOS)
(Group 1); those with prolonged pre-delivery LOS (>2 days)
(Group 2); and those distinct antepartum admission of any length
prior to delivery (Group 3). Total inpatient costs for each group
were assessed. The primary outcome was high cost, defined as
>80th percentile of inpatient costs in this cohort, and secondarily,
total inpatient costs as a continuous measure adjusted for infla-
tion to represent 2023 US dollars. Adjusted logistic and linear
regression models assessed the association between groups with
the primary and secondary outcomes, adjusting for clinical,
demographic, and hospital factors.
Results: From 2016-2021, 3,309 cesarean hysterectomies for PAS
were identified with 1,684 (50.9%), 1,065 (32.2%), and 560 (16.9%)
in Groups 1, 2, and 3 respectively. High costs (≥$49,706) were
noted in 9.3%, 39.6%, and 28.0% of deliveries in Groups 1, 2, and 3,
respectively. In adjusted analyses, Group 2 had the highest mean
costs (Figure 1, p < 0.05). Groups 2 (aOR 9.33, 95% CI: 6.45, 13.50)
and 3 (aOR 5.18, 95% CI: 3.48, 7.71) had higher likelihood of high
costs, and on average had $23,477 and $17,204 higher costs versus
Group 1 (Figure 2). Disseminated intravascular coagulopathy,
placenta increta/percreta, and postoperative LOS was on average
associated with $12,940, $6,500, $3,941 (per day) higher costs (p <
0.01).
Conclusion: In the US between 2016 to 2021, prolonged pre-
delivery hospitalization for PAS was associated with increased
cost of care.

197 | Feasibility and Efficacy of Vascular Closure Device
for Sealing Uterine Entry Site: Pregnant Sheep Models

Eyal Krispin1; Shohra Qaderi2; Ali Javinani2; Nikan
Zargarzadeh2; Yves Ville3; Ramen H. Chmait4; Braxton Forde5;
Jose L. Peiro6; Katte Carreon7; Kjersti M. Aagaard8; Alireza A.
Shamshirsaz9
1Harvard Medical School, Boston, MA; 2Boston Children’s
Hospital, Harvard Medical School, Boston, MA; 3University and
Necker-Enfants Malades Hospital, Paris, Ile-de-France; 4Keck
School of Medicine, University of Southern California, Los
Angeles, CA; 5University of Cincinnati College of Medicine,
Cincinnati, OH; 6Cincinnati Children’s Fetal Care Center,
Cincinnati, OH; 7Cardiac Registry; Director of Perinatal &
Placental Pathology; General Pediatric Pathology, Department of
Pathology, Boston Children’s Hospital, Harvard Medical School,
Boston, MA; 8Boston Children’s Hospital, Division of Fetal
Medicine and Surgery, Boston, MA; HCA Healthcare and HCA
Healthcare Research Institute, Nashville, TN; HCA Texas
Maternal Fetal Medicine, Houston, TX; Baylor College of Medicine
and Texas Children’s Hospital, Houston, TX, Boston, MA; 9Fetal
Surgeon Chief, Division of Fetal Medicine and Surgery Director of
the Maternal Fetal Care Center Director of the Perinatal Surgery
Fellowship Professor of Surgery, Boston Children’s Hospital
Harvard Medical School, Boston, MA

10:30 AM - 12:30 PM
Objective: Trans-amniotic trans-uterine suturing approaches
have been associated with a reduced incidence of preterm prema-
ture rupture ofmembranes (PPROM). Our study aimed to explore
the feasibility and effectiveness of employing a vascular closure
device for trans-amniotic trans-uterine suturing in a sheepmodel.
StudyDesign: We employedmultiple orthogonal methodologies
to evaluate the Abbott Perclose for suturing the membranes at
the uterine entry site of 12 French cannulas. Feasibility was
defined as successful suture placement by two separate teams
at two different gestational ages. Efficacy was demonstrated by
the watertight closure of the entry site during in-vivo gross
examination, along with the organizing fibrosis and healing
of membranes and myometrium at post-delivery histopatho-
logic evaluation. The following three approaches were used for
uterine entry: midline laparotomy, 2-cm mini laparotomy, and
percutaneous. The Perclose stitches were placed either before or
after cannula insertion, utilizing one of three techniques: single,
double vertical, or double parallel closures. Histopathological
examination of samples from the entry sites was conducted using
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H&E and trichrome staining, as well as immunohistochemistry
for connexin 43. This study was approved by IACUC(AN-2010).
Results: Ten pregnant sheep were included in this study, and
4 of 10 were twin gestations. The median gestational age at the
first and second rounds of intervention was 85.5 and 104 days,
respectively. Overall, 32 Perclose devices were used and 75% were
successfully placed.Watertight closure of all sutureswas observed
during the 1st and 2nd interventions, at cesarean delivery, and
in situ. Histopathological examination confirmed membrane
healing and organizing fibrosis surrounding the device entry site
in addition to overexpression of connexin 43.
Conclusion: Employing multiple orthogonal approaches, we
have demonstrated for the first time that the Perclose is both
feasible and efficacious as a uterine port closure in our preclinical
sheep model.

198 | Failure-to-Rescue Following Severe
Cardio-Pulmonary Morbidity at Delivery: Assessment of
Race and Ethnic Differences

Fay Pon1; Zaira Chavez Jimenez1; Erin Yu1; Jennifer Yao2; Shinya
Matsuzaki3; Rachel S. Mandelbaum1; Joseph G. Ouzounian1;
Koji Matsuo1

1University of Southern California/Los Angeles General Medical
Center, Los Angeles, CA; 2Keck School of Medicine, University of
Southern California, Los Angeles, CA; 3Osaka University
Graduate School of Medicine, Osaka, Osaka

10:30 AM - 12:30 PM
Objective: To assess the association between race / ethnicity and
maternal mortality following severe cardio-pulmonary morbidity
at delivery.
Study Design: This cross-sectional study queried the Healthcare
Cost and Utilization Project’s National Inpatient Sample. The
study population included 19,724,839 delivery hospitalizations
from 2016-2021. Under the Centers for Disease Control and
Prevention-provided definitions of severe maternal morbidity
indicators, six severe cardio-pulmonary morbidity subtypes were
identified, including acute myocardial infarction, acute respira-
tory distress syndrome, cardiac arrest / ventricular fibrillation,
conversion of cardiac rhythm, heart failure / arrest during surgery
or procedure, and pulmonary edema / acute heart failure. Failure-
to-rescue, defined as mortality event following these severe
cardio-pulmonary events, was assessed by race and ethnicity in
multivariable log-Poisson generalized linear model.
Results: A total of 36,090 patients developed severe cardio-
pulmonary morbidity, of which Black and Native American
patients had the two highest incidence rates followed by Asian,
Hispanic, and White (32.2, 31.4, 19.9, 17.5, and 14.3 per 10,000
deliveries, respectively, P< .001) Failure-to-rescue rate following
severe cardio-pulmonary morbidity at delivery was highest in
Asian (5.8%), followed by Native American (5.3%), Black (4.1%),
Hispanic (3.5%), and White (3.2%) (P< .001). In multivariable
analysis, Asian (adjusted-OR 1.75, 95%CI 1.45-2.13) and Native
American (adjusted-OR 1.68, 95%CI 1.12-2.54) pregnant patients
were 75% and 68%more likely to die, respectively, following severe
cardio-pulmonary events compared to White pregnant patients.
Conclusion: Our analysis suggest that there are racial and
ethnic differences in failure-to-rescue following severe cardio-
pulmonary morbidity at delivery: Although the incidence rate
was highest in Black pregnant patients, failure-to-rescue risk
following with these morbidities was highest in Asian pregnant
patients.

199 | Buprenorphine Treatment for Maternal Opioid Use
Disorder: Differences between High and Low Retention
Groups

Felicitas A. Huber1; Nandini Raghuraman2; Bridget Galati3;
Michael Wenzinger3; Antonina I. Frolova4; Megan L. Lawlor3;
Jeannie C. Kelly2
1Washington University in St Louis, St. Louis, MO; 2Washington
University School of Medicine in St. Louis, St. Louis, MO;
3Washington University in St. Louis, St. Louis, MO; 4Washington
University School of Medicine, St. Louis, MO

10:30 AM - 12:30 PM
Objective: Prevalence of maternal opioid use disorder (OUD)
has substantially increased over the past decade. Medications
for OUD are essential for effective treatment. Yet, factors that
impact retention of opioid agonist treatment during pregnancy
and beyond are poorly understood. Our objective was to examine
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differences in biopsychosocial factors between individuals with
high versus low buprenorphine treatment retention.
Study Design: We used a prospective database from CARE, an
interdisciplinary, wrap-around clinic providing prenatal, OUD,
and extended postpartum care for patients with OUD at an
urban tertiary care center. Data were analyzed from patients
who received buprenorphine treatment (June 2018-August 2022),
dichotomized into two groups of low (< 31 days of buprenorphine
tx) and high (>32 days) retention. Differences between groups on
demographics, medical, behavioral, and psychological variables
were assessed via chi-square & independent samples t-tests.
Results: 79 patients were included for analysis; 63% identified
as non-Hispanic White, 46% had a history of hepatitis C, and
72% had public insurance. ½ of patients fell into low and ½ into
high retention groups. There were no differences in race, age,
hepatitis c dx, time until buprenorphine induction, OUD length,
polysubstance use, psychiatric tx, or anxiety/depression between
groups. However, greater buprenorphine dosage at delivery, more
clinic visits, and more behavioral health visits were found in the
high retention group. No difference between groups was found
when examining ratio of behavioral health to clinic visits.
Conclusion: Behavioral and medical factors differed between
groups such that those who stayed on buprenorphine >31 days
were more engaged with clinical and behavioral health care and
had higher buprenorphine dosage at delivery. That the ratio of
behavioral health to clinic visits did not significantly differ sug-
gests that the cumulative amount of positive clinic contact may
bemore relevant than specific interventions. Results demonstrate
the importance of treating OUD from a biopsychosocial and
interdisciplinary perspective.

200 | Assessing the Risk of Chorioamnionitis by Type of
Suture Used for Cerclage

Frank I. Jackson1; Moti Gulersen2; Rupsa C. Boelig3; Vincenzo
Berghella2; Matthew J. Blitz1
1Northwell, New Hyde Park, NY; 2Sidney Kimmel Medical College
of Thomas Jefferson University, Philadelphia, PA; 3Sidney Kimmel
Medical College, Thomas Jefferson University, Philadelphia, PA

10:30 AM - 12:30 PM
Objective: A recent randomized trial comparing cerclage suture
type identified a possible increased rate of chorioamnionitis
with braided suture; however this was evaluated as one of
many secondary outcomes. We aimed to assess whether braided
sutures are associated with increased odds of chorioamnionitis in
pregnancies undergoing cerclage.

Study Design: This is a retrospective cohort study of singleton
gestations who underwent a cerclage within a large healthcare
system from 01/2019–06/2023. Patients withmissing delivery data
or suture type were excluded. The primary outcome was inci-
dence of chorioamnionitis at delivery andwas compared between
patients who underwent cerclage with a monofilament suture
(monofilament polypropylene (Prolene)) compared to those with
a braided suture (ethylene terephthalate (Mersilene) or braided
polyester suture (Tri-Cron)). Multivariate logistic regression was
performed to adjust for the following confounders: indication for
cerclage, gestational age at cerclage placement, and nulliparity.
Data were presented as adjusted odds ratios (aOR) with 95%
confidence intervals (CI).
Results: Of the 719 patients included, 200 (28%) had a monofil-
ament polypropylene suture, 519 (72%) had braided suture.
Baseline characteristics were similar except obesity (Table). The
odds of chorioamnionitis was similar between the monofilament
vs braided sutures (4/200 [2.0%] vs. 16/519 [3.1%]; aOR 1.36
[0.54-4.14].
Conclusion: This study suggests a lower rate of chorioamnionitis
than previously reported among patients with braided sutures.
These findings suggest there is no difference in the rate of
chorioamnionitis based on the use of braided versus monofila-
ment sutures at time of cerclage. Currently evidence supports
clinicians using their preferred suture type.

201 | First Versus Early Second Trimester Dating: Accuracy
in Predicting Small for Gestational Age Neonates

Gabrielle K. Concepcion-Taveras1; Jenna S. Silverstein2; Emily
Schneider3; Meralis V. Lantigua-Martinez1; Carlos Parra1; Martin
Chavez4; Shilpi S. Mehta-Lee5; Jennifer Blakemore6; Christina
A. Penfield6
1NYU Grossman School of Medicine, New York, NY; 2Sister of
Charity Hospital, Buffalo, NY; 3NYU Grossman Long Island
School of Medicine, Mineola, NY; 4NYU Langone Hospital, New
York, NY; 5NYU Langone Health, Brooklyn, NY; 6NYU Langone
Health, New York, NY

10:30 AM - 12:30 PM
Objective: While “optimal” pregnancy dating is defined as
any ultrasound confirmation prior to 22 weeks, evaluation in
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the first trimester may provide a more accurate assessment of
gestational age (GA). This is important when early fetal growth
restriction (FGR) is detected, as inaccurate dating can cause a
false positive diagnosis. We sought to compare the accuracy of
FGR in predicting small for gestational age (SGA) using first
versus early second trimester dating.
Study Design: We conducted a multi-center observational study
of singleton pregnancies with FGR (EFW < 10th percentile)
diagnosed during a 16-24 week anatomy scan between 1/2016
and 12/2021. Pregnancies with estimated date of delivery (EDD)
confirmed by first trimester ultrasound were compared to those
with dating confirmation in early second trimester (between
14 and 22 weeks). Cases with suspected anatomic, genetic, or
infectious etiologies of FGRwere excluded. The primary outcome
was SGA at birth (< 10th percentile for gestational age). Secondary
outcomes were GA at delivery, hypertensive disorders of preg-
nancy (HDP), mode of delivery, indicated preterm delivery, and
a composite of adverse neonatal outcomes. Data were analyzed
using Pearson’s Chi-Square (Fisher’s-Exact) and Mann-Whitney
U tests.
Results: Of 385 cases of FGR, 319 (83%) had dating confirmation
in first trimester and 66 (17%) in the early second trimester. The
prevalence of SGA was similar between groups with 30% in the
first trimester cohort and 26% in the early second trimester cohort
(p = 0.24). Both groups had a similar median GA at delivery, and
similar rates of medically indicated preterm delivery, HDP, and
composite neonatal morbidity.
Conclusion: In pregnancies with FGR, first trimester dating
confirmation was not superior to early second trimester dating
in predicting SGA. This lends support to the current definition of
optimal dating utilized by the American College of Obstetricians
and Gynecologists. Future studies with a larger second-trimester
dating cohort as well as FGR diagnosed later in pregnancy would
help further validate these findings.

202 | Intrapartum Continuous Glucose Monitor Profiles
and the Association with Neonatal Hypoglycemia

Gianna L. Wilkie1; Nillani Anandakugan2; Shani Snow2; Heidi
K. Leftwich2
1University of Massachusetts Chan Medical School, Worcester,
MA; 2University of Massachusetts Chan School of Medicine,
Worcester, MA

10:30 AM - 12:30 PM
Objective: Use of continuous glucose monitors (CGMs) is
becomingmore common among pregnant patients with pregesta-
tional diabetes, but little is known about the optimal intrapartum
CGM glycemic profiles in pregnancy. The objective of this study
was to characterize intrapartum CGM glycemic profiles and any
association with neonatal hypoglycemia.
Study Design: This was a retrospective cohort study among sub-
jects with pregestational diabetes between July 1, 2022 and June
1, 2024 that utilized a CGM intrapartum for glycemic monitoring.
Demographics and perinatal outcomes were abstracted from the
medical record while glycemic profiles (time in range, above
range, and below range) were abstracted from the CGM portal.
Glucose rangewas defined as 70-140mg/dL. Pearson’s correlation
coefficient was used to assess association.
Results: During the study period, 25 subjects with intrapartum
CGM data available were identified. Participants were 31.3 years
old (±5.8 years), predominately White (72%), and have type 1
diabetes melitus (68%). The average intrapartum glucose was
136.8 mg/dL (±24.4 mg/dL), with subjects spending amean 39.2%
of time above range, 59.4% of time in range, and 1.7% of time below
range. The mean neonatal glucose immediately after birth was
46.3 mg/dL (±15.0 mg/dL) and mean glucose 24 hours after birth
was 59.2 mg/dL (±13.2 mg/dL). Approximately 52% of neonates
required treatment for hypoglycemia, with 25% of those requiring
treatment needing intravenous therapy. There was a moderate
negative correlation (r = -0.52) between percentage of time in
range and mean neonatal glucose within the first 24 hours after
birth and a moderate positive correlation (r = 0.55) between
percentage of time above range andmeanneonatal glucosewithin
the first 24 hours after birth.
Conclusion: Characterizing CGM profiles is the first step to
better utilization in labor. Despite small numbers, our study
shows a correlationwith time above range and increased neonatal
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glucose. Larger studies with standardized intrapartum treatment
strategies are needed to determine the optimal intrapartum CGM
glycemic profiles.

203 | Exploring the Risk Factors for Re-Laparotomy
Following Cesarean Delivery

Gil Gutvirtz1; Tamar Wainstock2; Gali Pariente2; Eyal Sheiner2
1Soroka University Medical Center, Metar, HaDarom;
2Department of Obstetrics and Gynecology, Soroka University
Medical Center, Ben-Gurion University of the Negev, Beer-Sheva,
Israel., Beer Sheva, HaDarom

10:30 AM - 12:30 PM
Objective: Cesarean delivery (CD) is the most common obstetri-
cal surgerywith increasing ratesworldwide. Although considered
relatively safe, intra- and post-operative complication including
bleeding, bladder and intestinal injury and wound infection have
been reported. One rare, but significant, complication after CD is
re-laparotomy. We conducted this study to define risk factors for
re-laparotomy after CD.
Study Design: A retrospective cohort study was conducted
comparing all singleton CD that took place in a tertiary medical
center between the years 1991-2021. Cesarean deliveries compli-
cated by re-laparotomy were compared with uncomplicated CD.
Generalized estimation equation (GEE)models were constructed
to control for possible confounding variables.

Results: During the study period, 49,922 cesarean deliveries
met our inclusion criteria, of them, 97 (0.2%) had under-
gone re-laparotomy. The group of women complicated with
re-laparotomy tended to be multiparous and to have undergone
a previous CD. Furthermore, these women had higher rates
of placental complications (placenta previa, abruption and pla-
centa accreta). They also had higher rates of cervical tears and
post-partum hemorrhage (Table 1). In a GEE model, several
independent risk factors for re-laparotomy following CD, with
cervical tear being the most prominent one, were noted (adjusted
OR = 24.39, 95%CI 8.20-72.55, p < 0.001, Table 2).
Conclusion: Independent risk factors for relaparotomy following
CD include cervical tear, placenta previa, placental abruption and
placenta accreta, preeclampsia and a previous CD. These risk
factors should be taken into account when dealing with high-risk
patients expected to undergo repeated cesarean delivery.

204 | Does Maternal Chronic Hypertension Increase the
Risk for Offspring Long-Term Respiratory Morbidity?

Gil Gutvirtz1; Tamar Wainstock2; Eyal Sheiner2
1Soroka University Medical Center, Metar, HaDarom;
2Department of Obstetrics and Gynecology, Soroka University
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Medical Center, Ben-Gurion University of the Negev, Beer-Sheva,
Israel., Beer Sheva, HaDarom

10:30 AM - 12:30 PM
Objective: Maternal chronic hypertension has been associ-
ated with various adverse pregnancy and neonatal outcomes,
including superimposed preeclampsia and preterm labor. Both
complications have been shown to expose the offspring for both
short and long-term adverse consequences. However, most stud-
ies investigating offspring long-term outcomes included mothers
with all types of hypertensive disorders of pregnancy and did
not discern them from mothers with preexisting disease. We
decided to explore a possible association between maternal
chronic hypertension and long-term respiratory morbidity of the
offspring.
Study Design: A population-based retrospective cohort study
comparing offspring of mothers with and without chronic hyper-
tension or any hypertensive disorders. We included singleton
deliveries that took place between the years 1991-2021 at a
tertiary center. Offspring long-term (up to 18 years) respiratory
morbidity was compared using registered diagnoses from hos-
pitalization of the offspring involving a respiratory disease. A
Kaplan–Meier survival curvewas used to compare the cumulative
incidence of respiratory morbidity, and a Cox regression model
was constructed to control for confounders.
Results: A total of 342,365 singleton deliveries were included.
Among them3,097 (0.9%)were deliveries ofmotherswith chronic
hypertension. The total respiratory morbidity rate of children
exposed to maternal chronic hypertension was significantly
higher than children from pregnancies without hypertensive
disorders (Table). However, the cumulative incidence of respi-
ratory morbidity over time was comparable between the groups
(Figure). Furthermore, using the Cox regression model, control-
ling for maternal and gestational age, the association between
maternal chronic hypertension and long-term respiratory mor-
bidity of the offspring was no longer significant (Table).
Conclusion: In our cohort, although the crude rates of respira-
tory morbidity are higher for exposed offspring, careful analysis
found that maternal chronic hypertension is not an independent
risk factor for offspring long-term respiratory morbidity.

205 | PostpartumHemorrhage Risk in Patients with a
Low-Lying Placenta: A Systematic Review and
Meta-Analysis

Giulia Bonanni1; Maria C. López-Girón2; Sofia Maria Tarchi3;
May Abiad4; Camille Shantz5; Elisa Bevilacqua6; Kjersti M.
Aagaard7; Vincenzo Berghella8; Alireza A. Shamshirsaz9
1Postdoctoral Research Fellow Fetal Care and Surgery Center
Division of Fetal Medicine and Surgery Boston Children’s
Hospital, Harvard Medical School, Boston, MA; 2Facultad de
Ciencias de la Salud, Universidad Icesi, Cali, Colombia, Facultad
de Ciencias de la Salud, Universidad Icesi, Cali, Colombia, Valle
del Cauca; 3Department of Biomedical Sciences, Humanitas
University, Milan, Lombardia; 4Maternal Fetal Care Center,
Boston Children’s Hospital, Boston, MA; 5Johns Hopkins
University, Baltmore, MD; 6Department of Women, Children, and
Public Health Sciences, IRCCS Agostino Gemelli University
Polyclinic Foundation, Catholic University of the Sacred Heart,
Rome, Lazio; 7Boston Children’s Hospital, Division of Fetal
Medicine and Surgery, Boston, MA; HCA Healthcare and HCA
Healthcare Research Institute, Nashville, TN; HCA Texas
Maternal Fetal Medicine, Houston, TX; Baylor College of Medicine
and Texas Children’s Hospital, Houston, TX, Boston, MA; 8Sidney
Kimmel Medical College of Thomas Jefferson University,
Philadelphia, PA; 9Fetal Surgeon Chief, Division of Fetal Medicine
and Surgery Director of the Maternal Fetal Care Center Director of
the Perinatal Surgery Fellowship Professor of Surgery, Boston
Children’s Hospital Harvard Medical School, Boston, MA

10:30 AM - 12:30 PM
Objective: Postpartum hemorrhage (PPH) is a major cause of
maternal morbidity and mortality. We hypothesized that low-
lying placenta (LLP) imparts underappreciated risk for PPH. We
conducted a systematic review and meta-analysis to quan-
tify the PPH risk accompanying an antepartum diagnosis
of LLP.
Study Design: We systematically searched PubMed, Embase,
and Web of Science (inception - 4/30/2024) and included RCTs,
prospective and case-control studies per PICO framework: Pop-
ulation - singleton pregnancies; Intervention - low-lying
placenta; Comparators - normal placentation (non-LLP);
Outcomes - PPH and Placenta Accreta Spectrum (PAS) dis-
orders (Fig.1A). Subgroup analyses by cervical os distance
and resolution status were conducted. The Newcastle-Ottawa
Scale was used to assess study quality. Risk Ratios (RRs)
and pooled proportions were computed using R. PROSPERO
registration: CRD42024558043.
Results: We included 21 studies (n= 3,704 LLP, n= 2,555 normal
placenta). Antepartum diagnosis of LLP, at any gestational
age, imparted a significant PPH risk (RR 2.10, 95% CI 1.02-
4.35, p = 0.0477, I2 = 0%; Fig.1B). PPH incidence was 15% (95%
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CI 10-22%, I2 = 93%) in LLP versus 6% (95% CI 4-9%, I2 =
83%) in non-LLP. When parsed by clinically meaningfully
strata, significant risk of PPH persisted with resolved LLP
(resolved 8%, 95%CI 4-16%, I2 = 85% vs unresolved 29%, 95%CI 19-
42%, I2 = 71%; Fig.1B) with no difference in PPH risk at under
2cm from the os (LLP 1-10 mm vs 10-20 mm; RR 0.97, 95% CI
0.67-1.41, p= 0.84, I2 = 0%; Fig.1C, D). Importantly, PAS disorders
affected 9% (95% CI 5-17%, I2 = 89%) of all LLP cases.
Conclusion: Antepartum diagnosis of LLP, including pre-
sumptively resolved cases, is associated with a twofold
increased risk of PPH when compared to pregnancies
without LLP. This is the first meta-analysis to reliably quantify
the risk of LLP, emphasizing a previously underrecognized role
of rigorous monitoring and delivery management of pregnancies
with LLP in reducing the burden of PPH on maternal morbidity.

206 | Association betweenMaternal Age at First Delivery
and Long-term Risk for Cardiac Morbidity

Hagar Brami1; Eyal Sheiner2; Tamar Wainstock2; Ruslan
Sergienko3; Roy Kessous1
1Soroka, Beer-Sheva, HaDarom; 2Department of Obstetrics and
Gynecology, Soroka University Medical Center, Ben-Gurion
University of the Negev, Beer-Sheva, Israel., Beer Sheva, HaDarom;
3Ben-Gurion University of the Negev, Beer Sheva, HaDarom

10:30 AM - 12:30 PM
Objective: While the global trend of advanced maternal age at
first delivery is on the rise, the potential long-term risk for the
mothers is yet to be fully elucidated. In our study, we have sought
to examine the association between advancedmaternal age at first
delivery and maternal cardiac morbidity.
Study Design: A population-based cohort analysis was con-
ducted including all primigravida at a tertiary hospital occurring
between 1991 to 2021 divided by four groups of ages (less than
30 years, between 30-35, 35-40 and older than 40 years). Data
were collected from medical records according to pre-defined
ICD-9 codes. Cardiac outcomes were compared and analyzed.
Women with prior cardiac disease were excluded. A Kaplan-
Meier survival curve was used to assess cumulative cardiac
morbidity. A Cox proportional hazards model was used to control
for confounders.
Results: Out of the 74,543 primigravida included in the study,
1187 women had their first delivery when they were at the ages of
35-40 and 315 were older than 40 years. A linear correlation was
found with regard to maternal age at first delivery and cardioac
morbidity, showing increasing cumulative incidence of cardiac
morbidity with the highest risk for women that delivered first

over the age of 40 (Kaplan-Meier log-rank p< 0.001; Figure). This
correlation was significantly found in the univariable analysis
for overall cardiovascular disease (16.5% vs. 10.3%) and moreover,
for specific related diagnoses such as hypertension (10.6% vs.
3.3%) and ischemic heart disease (1.1% vs. 0.2%) (p < 0.001 for
all, Table). A Cox proportional hazards model confirmed that
maternal age at first pregnancy is an independent risk factor
for cardiovascular morbidity of the mother, and that the risk is
higher as maternal age advanced at the first pregnancy (Table).
regarding mothers age reaching a peak in women that give birth
for the first time after the age of forty (adjusted HR = 1.96, 95% CI
1.45–2.63, p < 0.001; Table).
Conclusion: Maternal age at first delivery in an independent risk
factor for cardiac morbidity later in life.

207 | Racial and Health Care Disparities of Pregnancies
Affected by Late Stillbirth

Harbinder Brar1; Leila Magistrado2; Guillermo Gomez3; Rodolfo
Saenz4; Serafin Salazar2
1Riverside Genomics And Perinatal Institute, Riverside, CA;
2Raincross Medical Group, Raincross Medical Group, CA;
3Magnolia OB/GYN, Magnolia OB/GYN, CA; 4Altais Medical
Group, Riverside, CA
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10:30 AM - 12:30 PM
Objective: Late stillbirths are commonly defined as fetal demises
occurring after 28 weeks and may potentially be preventable in
high risk pregnancies with antenatal testing. Our objectives were
to analyze the rate of late stillbirth and assess the influence of
varying types of insurance coverage and race on late stillbirth.
Study Design: A retrospective review of late stillbirths over a 2
year period was performed. Demographics, sonograms, and risk
factors for stillbirth were abstracted. Patients were divided into
three groups (group 1: patients with PPO and HMO insurance,
group 2: patients with Medicaid insurance, and group 3: patients
withmanaged careMedicaid insurance). The overall late stillbirth
rate was calculated as were the rates of late stillbirth for each
group. Potentially preventable late stillbirths were defined as
those in which no antenatal testing was performed within a week
of the stillbirth.
Results: A total of 6108 pregnancies with 61102 antepartum tests
were analyzed. There were 42 late stillbirths with an overall late
stillbirth rate of 6.87 per 1000 births. Group 1 had the lowest late
stillbirth rate of 3.26 per 1000 births (8/2452) and group 2 had
a late stillbirth rate of 6.57 per 1000 (12/1825) births. Group 3
had a late stillbirth rate of 12.01 per 1000 births (22/1831). There
was a greater proportion of patients in group 2 and group 3 with
three or more risk factors for stillbirth (736/1825 = 40.3% and
786/1831 = 42.9%) than in group 1 (17.9%), p < 0.05. There were no
potentially preventable late stillbirths in group 1 whereas there
were 5 potentially preventable late stillbirths in group 2 and 13
potentially preventable late stillbirths in group 3. One out of 8 late
stillbirths in group 1was AfricanAmerican, in comparison to 6/12
in group 2 and 12/22 in group 3 (p < 0.05).
Conclusion: Health care disparities with respect to the late
stillbirth rate exist, with a higher rate being seen in the indigent
and African American population as well as in those with
Medicaid andmanaged careMedicaid insurance. Future research
should focus on efforts to address these healthcare inequities.

208 | Statewide Utilization of Telemedicine for Prenatal
Care Visits

Harini Pennathur1; Rachel A. Clark2; Kenechukwu Odenigbo2;
Shayla Parthasarathy2; Michelle Moniz3; Lisa Kane Low3; Alex
Peahl4
1Texas A&M University School of Engineering Medicine;
2University of Michigan Medical School, Ann Arbor, MI;
3University of Michigan, Ann Arbor, MI; 4Michigan Medicine, Ann
Arbor, MI

10:30 AM - 12:30 PM
Objective: To investigate statewide telemedicine practices for
prenatal care, including barriers and facilitators of widespread
adoption.
Study Design: Prenatal care providers were identified across
Michigan through systematic web searches and snowball sam-
pling. Semi-structured surveys assessed prenatal care practices,
including use of telemedicine or not andmodalities employed.We
evaluated telemedicine utilization across clinic characteristics:
clinic type, number of patients served, region, EHR type used, and
insurance type limitations. Free-response questions about per-
ceived barriers and facilitators of telemedicine implementation

were summarized using qualitative content analysis. Funding
support from Blue Cross Blue Shield of Michigan.
Results: In total, 19 clinics representing 8/10 state designated
prosperity regions completed the survey, with an average of
408 (range 20-1700) patients per site. Telemedicine prenatal
visits were offered at 13/19 (68.4%) clinics, of which, 5 offered
video-only, 1 offered telephone-only, and 7 offered both. Fewer
clinics that had restrictions on patient enrollment (e.g., do
not accept patients with Medicaid) utilized telemedicine, but
telemedicine availability did not differ across clinic types (Table
1). Key implementation barriers included provider willingness,
patient comfort with/access to technology, scheduling, and lack
of patient-provider connection through telemedicine. Facilitators
were COVID-19 initiatives, time savings, existing telemedicine
infrastructure, and training.
Conclusion: While stakeholders identified numerous advan-
tages to the implementation of telemedicine in prenatal care,
both infrastructure and interpersonal barriers exist. Realizing
the potential improvements in accessibility, convenience, and
efficiency for all patients requires thoughtful implementation
across varied care settings.

209 | Association of Chorionicity and Severe Maternal
Morbidity in Twin Pregnancies

Heather N. Czarny1; Amanda M. Baucom2; Isabella Toledo3;
Braxton Forde1; Robert M. Rossi1
1University of Cincinnati College of Medicine, Cincinnati, OH;
2University of Cincinnati, Cincinnati, OH; 3Indiana University
School of Medicine, Indianapolis, IN

10:30 AM - 12:30 PM
Objective: Twin gestations are associated with higher risks
for adverse neonatal and perinatal outcomes, with chorionic-
ity known to influence these risks. However, the impact of
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chorionicity on severematernalmorbidity (SMM) is unclear. This
study assessed the risk of SMM and obstetric complications by
chorionicity in twin gestations.
Study Design: Population-based, retrospective cohort study of
U.S. delivery hospitalizations from 2015-2021 using the National
Inpatient Sample database. ICD-10 codes identified delivery
hospitalizations, chorionicity, and outcomes. SMM was defined
by the CDC criteria (excluding transfusion) and individual
indicators grouped by organ system. The primary objective was
to compare SMM risk by chorionicity in twin versus singleton
gestations, with secondary analysis of obstetric complications.
Adjusted relative risks (aRR) and 95% confidence intervals (CI)
were estimated using multivariate logistic regression.
Results: Of 22,482,597 delivery hospitalizations, 98.5% were
singleton, 0.3% monochorionic and 1.2% dichorionic twins. SMM
risk was higher in mono- (1.9%, aRR 2.07, 95% CI 1.81-2.37)
and dichorionic (2.3%, aRR 2.38, 95% CI 2.23-2.53) gestations
compared to singletons (0.8%), however, composite SMM did
not vary by chorionicity. Eclampsia, thromboembolic SMM, and
hysterectomy risk was significantly increased in dichorionic
twins (aRR 2.25, 95% CI 1.84-2.76; aRR 1.51, 95% CI 1.13-2.01; aRR
2.31, 95%CI 1.99-2.68) compared to singletons, but did not differ by
chorionicity (Figure 1). Cesarean section riskwas elevated in both
mono- (aRR 8.43, 95% CI 8.09-8.79) and dichorionic (aRR 8.89,
95%CI 8.69-9.10) twins compared to singletons.Monochorionicity
had the highest risk for vasa previa (aRR 8.25, 95% CI 6.43-10.6)
and intrauterine fetal demise (aRR 8.93, 95% CI 8.29-9.63), while
dichorionicity had the highest risk of severe preeclampsia (aRR
3.22, 95% CI 3.12-3.31) (Figure 2).
Conclusion: SMM risk is higher in twin gestations compared
to singletons, but SMM risk is not altered by chorionicity. This
is valuable information for maternal counseling in the setting of
twin pregnancy.

210 | Severe Maternal Morbidity andMortality With
Periviable and Preterm Birth

Heather N. Czarny1; Stefany Hernandez1; Isabella Toledo2;
Elizabeth Kelly1; William Moravec1; Carri Warshak1; Emily A.
DeFranco3; Robert M. Rossi1
1University of Cincinnati College of Medicine, Cincinnati, OH;
2Indiana University School of Medicine, Indianapolis, IN;
3Department of Obstetrics and Gynecology, University of Kentucky,
Lexington, KY

10:30 AM - 12:30 PM
Objective: Preterm and periviable birth are associated with
adverse maternal outcomes, yet the association between severe
maternal morbidity (SMM) and mortality risk with gestational
age at delivery is limited. We aimed to assess the risk of SMM
among those with periviable or preterm birth.
Study Design: This was a population-based cohort study of
U.S. delivery hospitalizations from 2015-2021 using data from
the National Inpatient Sample database. ICD-10 codes were
used to identify delivery hospitalizations and gestational age at
delivery. SMM was defined by CDC criteria (excluding transfu-
sion). The primary outcome was the risk of SMM and mortality
in patients with a periviable (20-25 weeks) or preterm (26-36
weeks) compared to term (37-42 weeks) birth. Secondary analyses
included risk assessment by organ system-based SMM indicators.
Subgroup analyses of outcomes were also performed for 3-week
gestational age groupings (i.e. 20-22 weeks). Adjusted relative
risks (aRR)were estimated usingmultivariable logistic regression
analysis.
Results: Among 22,193,863 delivery hospitalizations, 0.6% were
periviable, 9.4% preterm, and 90.0% term births. The rate and risk
of SMM and mortality were significantly higher with periviable
(4.4%, aRR 6.7, 95% CI 6.3-7.2 and 0.1%, aRR 27.0, 95% CI 17.1-
42.6, respectively) and preterm birth (2.3%, aRR 3.5, 95% CI 3.4-3.7
and 0.03%, aRR 8.7, 95% CI 6.4-11.7, respectively) compared to
term (0.5% and 0.0027%). Risk for nearly all individual morbidity
indicatorswere increasedwith periviable or pretermbirth (Figure
1). Periviable birth was associated with the highest risk of
cardiovascular, renal, respiratory, sepsis, shock, and hemorrhagic
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events, while preterm birth had the highest risk of eclampsia.
Previable deliveries (20-22 weeks) had a disproportionate burden
of maternal death among those with an SMM event (Figure 2).
Conclusion: Periviable and preterm deliveries are associated
with increased risk of SMM and mortality compared to term
deliveries. This study highlights the substantial dual burden of
preterm and periviable delivery on patients and their infants.

211 | Age as an Independent Risk Factor for Cesarean
Delivery

Hillary Kroll1; Elena Martinez2; Jane C. Lin3
1Kaiser Permanente Los Angeles Medical Center, Kaiser
Permanente Los Angeles Medical Center, CA; 2Kaiser Permanente
Los Angeles, Kaiser Permanente Los Angeles, CA; 3Kaiser
Permanente Southern California, Pasadena, CA

10:30 AM - 12:30 PM
Objective: Few studies have examined the impact of maternal
age on risk of C-section, especially at very advanced maternal
ages. We sought to evaluate the association betweenmaternal age
at delivery and risk of C-section.
Study Design: This is a multicenter retrospective cohort study
within a large integrated healthcare system. We examined all live
births that occurred between 2012-2022. We excluded preterm
deliveries, multifetal gestations, scheduled C-sections, patients
with infrequent prenatal care, and patients not between the ages
of 18-60 years old. We carried out a logistic regression analysis
adjusted for race and ethnicity, parity, BMI, hypertension, pre-
eclampsia, gestational diabetes, pre-gestational diabetes, fetal
distress, fetal growth restriction, large for gestational age fetuses,
macrosomia, APGAR scores, chorioamnionitis, meconium stain-
ing, and pregnancies resulting from assisted reproductive tech-
nology. We compared the risk of C-section in 5-year age intervals
to a reference group of ages 25-34 using odds ratios.
Results: A total of 328,145 participantswere included in the study.
The rate of C-section in the reference group was 16.1%. The age
range of 18-24 years old had a C-section rate of 13% with an odds
ratio of 0.7 (95%CI [0.68, 0.72]), yielding a 30%decreased risk of C-
section compared to the reference group. The rate of C-section in
35-39-year-olds was 20.7% with an odds ratio of 1.43 (95% CI [1.40,
1.47]) or a 43% increased risk of C-section. The rate of C-section in
40-44-year-olds was 25.7% with an odds ratio of 1.88 (95% CI [1.80,
1.96]) or an 88% increased risk of C-section. The rate of C-section
in 45-49-year-olds was 33.5% with an odds ratio of 2.58 (95% CI
[2.21, 3.01]) or a 158% increased risk of C-section. The rate of C-
section in 50-60-year-olds was 50% with an odds ratio of 4.54 (95%
CI [2.55, 8.06]) or a 354% increased risk of C-section.
Conclusion: After adjusting for other factors, age appears to be
an independent risk factor for C-section. The risk of C-section
increases with increasing age.
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212 | Association of Hemoglobin A1c and Glycosylated
Albumin with Adverse Neonatal Outcomes in Gestational
Diabetes

Sachie Suga1; Misao Fukuoka2; Kensuke Ashimoto3; Yusen
Sugimura4; Nao Kurata1; Hiroshi Yamashita1; Ichiro Yasuhi2
1NHO Nagasaki Medical Center, Omura City, Nagasaki; 2NHO
Nagasaki Medical Center, Omura-City, Nagasaki; 3Kameda
Medical Center, Kamogawa, Chiba; 4Juntendo University, Tokyo

10:30 AM - 12:30 PM
Objective: The predictive value of hemoglobin A1c (HbA1c)
and glycosylated albumin (GA) levels for neonatal outcomes in
women with gestational diabetes mellitus (GDM) remains con-
troversial. This study aimed to investigate the association between
these biomarkers and neonatal composite adverse outcomes and
determine if this association depends on gestational age.
Study Design: This retrospective study used the GDM clini-
cal database of a tertiary perinatal care center in Japan. We
included singleton pregnant women who had biomarker mea-
surements during late pregnancy, after 30 weeks of gestation
(WG). Biomarkers were measured monthly and collected within
a three-week window for the periods of 31-33 WG, 33-36 WG, and
37-39 WG. Neonatal composite adverse outcomes included large-
for-gestational-age infants, asphyxia, hypoglycemia, respiratory
issues, and hyperbilirubinemia. A receiver operating character-
istic curve was used to establish a cutoff value. We adjusted for
body mass index, insulin therapy, gestational week at diagnosis
and delivery, gestational weight gain, and hemoglobin values at
35 WG in assessing the association between the biomarkers and
the composite adverse outcomes.
Results: Among 460 neonates, 103 (22%) experienced composite
adverse outcomes. HbA1c values at 34-36 WG were significantly
associated with composite outcomes, with crude and adjusted
odds ratios of 2.58 (95% confidence interval 1.36-4.86) and 2.36
(1.21-4.61) with a cutoff value of 5.9%, respectively. HbA1c values
in the other two windows were not associated with adverse
outcomes. GA values in any gestational week window showed no
significant association with composite adverse outcomes.
Conclusion: In women with GDM, HbA1c values at 34-36 WG
were predictive of neonatal composite adverse outcomes. An
HbA1c value of < 5.9% by 33 WG was associated with favorable
outcomes, while GA measurements in any gestational week
window were not useful.

213 | Association between Early Postpartum Appendicular
Skeletal Muscle Mass Volume and Insulin Resistance
during Pregnancy

Megumi Koga1; Katsuhito Hayashi2; Ichiro Yasuhi3
1NHO Nagasaki Medical Center, Omura City, Nagasaki;
2Ureshino Medical Center, Ureshino, Saga; 3NHO Nagasaki
Medical Center, Omura-City, Nagasaki

10:30 AM - 12:30 PM
Objective: Reduced appendicular skeletal muscle (ASM) mass
is linked to insulin resistance and a higher risk of type 2 dia-
betes, especially in non-obese women. However, the association
between ASM volume and insulin dynamics during pregnancy is

unclear. This study aimed to investigate if early postpartum ASM
is associated with insulin resistance during pregnancy.
Study Design: We conducted a prospective observational study
on the association between postpartum trunk and ASM volume
and low back pain in Japanese singleton pregnant women
recruited at 35 weeks’ gestation. ASM was measured using the
impedance method (Tanita MC780A-N) at four weeks post-
partum. ASM/body mass index (BMI) was calculated as an
ASM volume index. We included women who underwent an
oral glucose tolerance test (OGTT) during pregnancy due to a
positive gestational diabetes (GDM) screen. During the OGTT,
HbA1c, fasting, and postprandial insulin levels were measured to
calculate the homeostaticmodel assessment for insulin resistance
(HOMA-IR) and the insulin sensitivity index (ISI). We examined
the association between ASM/BMI and fasting glucose, HbA1c,
and insulin sensitivity indices during pregnancy.
Results: We included 226 women who underwent an OGTT at
25 weeks’ gestation. Postpartum ASM/BMI was significantly and
negatively correlated with fasting glucose (r2 = 0.04, p = 0.0042),
HbA1c (r2 = 0.04, p = 0.0045), and HOMA-IR (r2 = 0.20, p <

0.001), while positively correlated with ISI (r2 = 0.16, p < 0.0001).
These correlations remained significant after controlling for age,
gestational age at OGTT, and GDM status. ASM/BMI < 25th
percentile was associated with >75th percentile HOMA-IR and
< 25th percentile ISI, with adjusted odds ratios (95% confidence
interval) of 6.27 (3.15-12.90) and 4.73 (2.40-6.57), respectively.
Conclusion: This is the first report demonstrating that early
postpartum ASM volume is associated with hyperglycemia and
insulin resistance during pregnancy. Reduced ASM volume may
contribute to gestational glucose intolerance.

214 | Early Pregnancy Metal Levels in Maternal Blood and
Pregnancy Outcomes

Ifat Baram Goldberg1; Eyal Sheiner2; Maayan Hagbi Bal3; Doron
Bergman3; Ron Rosenbaum3; Ayal Haimov4; Noam Tomasis
Damri3; Tamar Wainstock2
1Ben Gurion University Of The Negev, beer sheva, HaDarom;
2Department of Obstetrics and Gynecology, Soroka University
Medical Center, Ben-Gurion University of the Negev, Beer-Sheva,
Israel., Beer Sheva, HaDarom; 3Ben Gurion University of the

73 of 181



Negev, Beer Sheva, HaDarom; 4Ben Gurion University of the
Negev, Ramat Gan, HaMerkaz

10:30 AM - 12:30 PM
Objective: This study examines the association between early
pregnancy maternal blood levels of Lead (Pb), arsenic (As),
cadmium (Cd), and selenium (Se) and adverse pregnancy out-
comes, while also addressing the differences between low-risk
and high-risk groups based on having a history of preterm birth
(PTB).
Study Design: This prospective cohort study recruited multi-
gravida women at 11-13 gestational weeks, categorized into
low-risk and high-risk groups. Participants completed a ques-
tionnaire, and heavy metal levels were measured in blood
samples. Pregnancy outcomes were recorded following delivery.
Multivariable analyses were conducted to evaluate the indepen-
dent associations between heavy metal levels and pregnancy
outcomes,while adjusting for variables associatedwith themetals
levels based on the univariable analyses.
Results: Among 404 participants, the mean (±SD) levels were
Pb: 3.12±1.82 µg/L, As: 0.41±0.4 µg/L, Cd: 0.26±0.34 µg/L, and
Se: 119.84±21.05 µg/L. Significant differences in Pb, Se, Cd and As
levels were observed between the low-risk and high-risk groups,
with higher levels in the low-risk group. However, no significant
associations were found between heavy metal levels and PTB,
low birth weight (LBW), gestational age at delivery, birth weight,
and head circumference in either univariable comparison or
multivariable models, which adjusted for maternal age, BMI,
employment, smoking, fertility treatments, and education.
Conclusion: While significant differences in heavy metal levels
were found between low-risk and high-risk groups, early preg-
nancy heavy metal levels showed no association with adverse
pregnancy outcomes. These findings highlight the need for
further research to understand the potential impact of these
metals on pregnancy, considering population-specific factors and
exposure timing.

215 | Maternal Morbidity andMortality at Delivery
Hospitalization Among Patients with Cardiac Disease

Isabella Toledo1; Heather N. Czarny2; Emily A. DeFranco3; Carri
Warshak2; Robert M. Rossi2
1Indiana University School of Medicine, Indianapolis, IN;
2University of Cincinnati College of Medicine, Cincinnati, OH;
3Department of Obstetrics and Gynecology, University of Kentucky,
Lexington, KY

10:30 AM - 12:30 PM

Objective: Cardiovascular disease (CVD) is associated with
maternal mortality and adverse perinatal outcomes. Although
cardiac outcomes in pregnancy are well defined in those with
CVD, there are limited studies evaluating the risk of non-cardiac
severe maternal morbidity (SMM). We evaluated the prevalence
and association of CVD and SMM.
StudyDesign: This was a population-based, retrospective cohort
study of U.S. delivery hospitalizations from 2010-2020 utilizing
the National Inpatient Sample database. International Classifi-
cation Diagnoses codes (9th and 10th edition) identified delivery
hospitalizations and pre-existing CVD. SMM was defined by the
Centers for Disease Control and Prevention criteria. Adjusted
relative risks (aRR) and 95% confidence intervals (CI) were esti-
mated using multivariate logistic regression analyses. Subgroup
analyses were performed by CVD subtype, race and ethnicity, and
individual SMM indicators.
Results: Among the 38,374,326 deliveries included in this study,
203,448 (0.5%) had CVD. CVD was associated with an increased
risk of SMM (aRR 12.5, 95% CI 12.0-13.1) andmaternal death (aRR
44.1, 95% CI 35.4-55.0) compared to those without CVD. Risk for
each individual SMM indicator was increased among those with
CVD. Those with chronic heart failure had the highest risk of
SMM (aRR 354, 95% CI 301-417) and death (aRR 688, 95% CI
525-902), while those with non-rheumatic valvular heart disease
(SMM: aRR 8.1, 95% CI 7.5-8.8; death: aRR 23.9, 95% CI 15.9-
35.7) had the lowest risk. Black individuals in this study had a
disproportionately increased burden of high-risk cardiac lesions
and had the highest SMM risk (aRR 15.9, 95% CI 14.7-17.1). CVD
accounted for 7.3% (95% CI 7.1-7.6) of the observed SMM in the
study population, as calculated by the population attributable risk
(PAF) and was associated with more than 1 in 3 maternal deaths
at delivery hospitalization.
Conclusion: CVD in pregnancy is associated with a nearly 5-fold
increased risk of non-cardiac-related SMM and 44-fold increased
risk of death, with Black individuals bearing a disproportionate
risk for SMM.
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216 | The Association between Term Stillbirth and
Maternal Care Access at the US County Level

Isabella F. McNamara1; Mohak Mhatre1; Phinnara Has2; Bianca
Alonso-Bermudez3; Sebastian Z. Ramos1
1Tufts University School of Medicine, Boston, MA; 2Lifespan
Biostatistics, Epidemiology, and Research Design, Providence, RI;
3Tufts University School of Medicine, Tufts Medical Center, MA

10:30 AM - 12:30 PM
Objective: Access to comprehensive maternal care is associated
with a reduction in stillbirth rates, yet maternal care access is
decreasing across the US. We aim to study the association of
maternal care access with stillbirth at term.
Study Design: This is a cross-sectional study using CDC
Vital Statistics birth certificate data from 2016-2019. All non-
anomalous, singleton births > 37 weeks were included. Maternal
care access level was defined by the 2020 March of Dimes Mater-
nal Care Access Report County data using their classification of
maternal care access (full, moderate, low, or desert), which is
based on proximity to hospitals providing obstetric care, number
of obstetric providers per 10,000 births, and percent of uninsured
women. The primary outcome was stillbirth at term (> 37 weeks
gestational age). Mixed effects multivariable models were used
and adjusted for clinical, demographic and county level factors,
including access to community resources using the CDC’s Social
Vulnerability Index (SVI).
Results: A total of 3,138 counties were included in this analysis
with 1,100 (35%) of those counties located in maternity care
deserts. Out of 13,304,743 births, term stillbirth occurred in
16,402 deliveries (0.12%); 13% of these stillbirths occurred in
counties without full access to maternity care. In mixed effects
multivariable models, there were increased odds of stillbirth in
maternity care deserts (OR 1.13, 95% CI 1.04-1.22) when compared
to full maternity care access. However, this was not statistically

significant after adjusting for individual and county level factors
(aOR 0.99, 95% CI 0.89-1.09).
Conclusion: More than a third of US counties are in maternal
care deserts and 13% of term stillbirths occur in areas without full
access to maternal care. Further studies are needed to identify
underlying factors of maternal care access that may contribute to
this adverse pregnancy outcome.

217 | Prediction Model for Intrapartum Cesarean Delivery
amongWomen with Gestational Diabetes Mellitus

Itamar Gilboa1; Daniel Gabbai1; Emmanuel Attali1; Liran
Hiersch2; Yariv Yogev3; Anat Lavie4
1Lis Hospital for Women’s Health, Tel Aviv Sourasky Medical
Center, Tel-Aviv, Tel Aviv; 2Lis Maternity Hospital, Sourasky
Medical Center, Tel Aviv University, Israel, Lis Hospital for
Women’s Health, Tel Aviv Sourasky Medical Center, Tel Aviv; 3Lis
Maternity Hospital, Sourasky Medical Center, Tel Aviv University,
Tel Aviv Sourasky Medical Center, Tel Aviv; 4Tel Aviv Sourasky
Medical Center, Tel Aviv Sourasky Medical Center, Tel Aviv

10:30 AM - 12:30 PM
Objective: To identify risk factors and develop a predictive
model for intrapartum cesarean delivery (CD) in women with
gestational diabetes mellitus (GDM).
Study Design: This retrospective cohort study was conducted at
a university-affiliated tertiary medical center with approximately
12,000 deliveries annually from 2011-2023. Inclusion criteria
included all patients with GDM who had a trial of vaginal
delivery. Exclusion criteria included multiple gestations, non-
viable fetuses, and elective cesarean delivery. Univariate and
multivariate analyses compared characteristics of women deliver-
ing vaginally (control group) with those having intrapartum CD
(study group). A risk prediction score model was developed.
Results:

1. Out of 11,817 women, 782 (6.6%) underwent intrapartum CD,
while 11,605 (93.4%) delivered vaginally.

2. Independent risk factors for CD included: maternal age ≥40
years (OR= 1.9, 95%CI 1.4-2.6, p< 0.001); pre-gestational BMI
>30kg/m2 (OR = 1.4, 95%CI 1.1-1.8, p = 0.003); gestational
weight gain >15kg (OR = 1.6, 95%CI 1.3-1.9, p < 0.001);
maternal height < 1.6m (OR = 2.0, 95%CI 1.6-2.4, p <

0.001); nulliparity (OR = 4.0, 95%CI 3.2-5.2, p < 0.001);
previous cesarean delivery (OR = 19, 95%CI 12.8-28.1, p <

0.001); induction of labor (OR = 2.7, 95%CI 2.2-3.3, p <

0.001); use of oxytocin (OR = 1.6, 95%CI 1.2-2.1, p < 0.001);
antibiotics during labor (OR = 5.9, 95%CI 4.9-7.2, p < 0.001);
preeclampsia (OR= 2.7, 95%CI 1.8-3.9, p< 0.001); birthweight
≥3,750g (OR = 1.6, 95%CI 1.2-2.0, p < 0.001); and male fetus
(OR = 1.3, 95%CI 1.1-1.6, p = 0.003).
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3. Reduced risk factors for intrapartum CD included previous
VBAC (OR = 0.05, 95%CI 0.01-0.2, p < 0.001), and epidural
analgesia (OR = 0.7, 95%CI 0.9-1.5, p = 0.005).

4. The score model demonstrated an AUC of 0.856 (95%CI 0.84-
0.87, p< 0.001), with a cutoff score of 9, sensitivity of 82%, and
specificity of 76%.

Conclusion: The predictive model for intrapartum CD in GDM
patients aids caregivers in providing informed consultations and
identifying high-risk patients for optimal delivery planning.

218 | Incidental Meconium-Stained Amniotic Fluid
During Elective Cesarean Deliveries: A Potential Concern?

Itamar Gilboa1; Guy Beresteanu2; Yariv Yogev3; Yael Raz1
1Lis Hospital for Women’s Health, Tel Aviv Sourasky Medical
Center, Tel-Aviv, Tel Aviv; 2University of Pittsburgh, Pittsburgh, PA;
3Lis Maternity Hospital, Sourasky Medical Center, Tel Aviv
University, Tel Aviv Sourasky Medical Center, Tel Aviv

10:30 AM - 12:30 PM
Objective: To evaluate the association of meconium-stained
amniotic fluid (MSAF) incidentally found during elective
cesarean delivery (CD) with maternal morbidity and adverse
neonatal outcomes.
Study Design: A retrospective cohort study in a single university
affiliated tertiary center with approximately 12,500 deliveries
annually, including all women who underwent elective CD with
singleton and twin pregnancies between 2011 and 2023. Data
analysis encompassed demographic, pregnancy, intraoperative,
postoperative and neonatal characteristics. Deliveries with clear
amniotic fluid (CAF), MSAF, and thickMSAFwere compared for
singletons and twins.
Results:

1. During the study period, 13,111 patients with singleton preg-
nancies and 884 patients with twin pregnancies underwent
elective CD.

2. The incidence of MSAF and thick MSAF was 452 (4.4%) and
21 (0.16%) in singleton deliveries and 14 (1.6%) and 2 (0.2%) in
twin deliveries, respectively.

3. In singleton pregnancies, patients withMSAF underwent CD
at a more advanced gestational age, were more likely to be
nulliparous and have had no history of previous cesarean
section compared with patients with CAF.

4. Intraoperative complications were comparable between the
groups (Table 1).

5. Postoperative maternal morbidity did not differ between the
groups, with similar rates of postpartum fever, need for
RBC transfusion, postpartum hemorrhage, ICU admission,
PE/DVT, surgical site infection, relaparotomy and readmis-
sion (Table 1).

6. In singleton pregnancies, NICU admission rates were higher
in the thick MSAF group (24%) compared to CAF (3%) and
MSAF (4%) groups (p < 0.001). (Table 2).

7. MSAF and thick MSAF remained a significant risk factor for
NICU admission inmultivariate analysis, with OR of 2.08 (CI
1.259 to 3.274) and 14.84 (CI 4.462 to 42.79), respectively.

Conclusion: In singleton pregnancies, a more advanced ges-
tational age is associated with incidental MASF in elective
CD. However, the later seem to not impact adverse maternal
outcomes. In singleton pregnancies, MSAF is linked to increased
risk of adverse neonatal outcomes.
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219 | Microplastic andMicroparticle Pollutants in Fetal
Growth Disorders

Jacob M. Garcia1; Rodrigo Weingrill2; Men-jean Lee1; Johann
Urschitz2
1University of Hawaii John A. Burns School of Medicine,
Honolulu, HI; 2University of Hawaii at Manoa, Honolulu, HI

10:30 AM - 12:30 PM
Objective: Microplastic and microparticle pollutants have been
increasingly detected in a variety of human tissues including
lung, gut, kidney, atherosclerotic plaque and the placenta. The
effects of these microparticles on human health, reproduction,
and development are poorly understood. We aimed to examine if
the accumulation of microparticle pollutants contributes to fetal
growth disorders.
Study Design: To investigate the effects of microplastics (MPs)
and micropollutants on fetal growth disorders 150 term placenta

sampleswere retrieved for analysis from theHawaii Reproductive
Biospecimen Repository. Samples were matched by gestational
outcomes and clinical data. Samples included controls (n = 50),
macrosomia (n = 50), and fetal growth restriction (n = 50).
Samples were weighted (∼13g), washed in glass-microfiltered
water, and digested in glass-microfiltered 10% KOH solution for
7 days at room temperature. A rigorous environmental control
protocol was utilized, where biospecimen tube effluents, bench-
air-exposed glass filters, and working solution controls were
analysed. Digested tissue was glass-filtered and microparticles
identified with Micro Raman spectroscopy and analysed with
Know-it-all software. ANOVA, T-test, and descriptive analysis
were performed were appropriate.
Results: Microplastic particles, polymeric dyes, and inorganic
dyes were identified among all groups. Our analysis revealed
no differences between the FGR and the control group. The
macrosomia samples on the other hand showed a significantly
higher incidence of inorganic dye particles compared to the
control samples (p < .001).
Conclusion: Our study reveals thatmicroparticle pollutant accu-
mulation, and in particular inorganic dyesmay be associatedwith
certain fetal growth disorders such as in macrosomia. Further
research is required to elucidate the underlying mechanisms and
effects of microplastics and microparticles on placental and fetal
health.

220 | Effect of the Dobbs Decision on Severe Maternal
Morbidity inWisconsin

Jacqueline M. Powell1; Janine S. Rhoades1; Ronald E. Gangnon2;
Kara K. Hoppe1
1University of Wisconsin School of Medicine and Public Health,
Madison, WI; 2University of Wisconsin Department of Population
Health Sciences, Madison, WI

10:30 AM - 12:30 PM
Objective: With maternal mortality rates increasing in the US,
efforts to reduce perinatalmorbidity andmortality are imperative.
Recent policy changes have restricted abortion access which is a
pillar of perinatal care. Wisconsin (WI) was significantly affected
by the Dobbs decision. The aim of this study is to examine
the effect of the Dobbs decision on the rate of severe maternal
morbidity (SMM) in WI.
Study Design: A retrospective cohort of all births from 1/1/2021
to 11/1/2023 in WI was constructed using Wisconsin Hospital
Association coding data. Pre Dobbs was defined as 1/1/2021–
6/23/2022 and post Dobbs was defined as 6/24/2022–11/1/2023.
Generalized additive logistic regression models were constructed
for the change in the SMM rate as a function of geographic
location (ZIP code). Statistical analyses were performed using the
mgcv package in R.
Results: There were 160,649 births– 79,796 pre Dobbs and 80,853
post Dobbs and 8,426 SMM events (5.2%)–4,148 (5.2%) pre Dobbs
and 4,278 (5.3%) post Dobbs (RR 1.02, 95% CI 0.97-1.06, p = 0.47).
There was modest evidence (p = 0.07) of geographic variation in
the impact of the Dobbs decision on the SMM rate. There were
nominally significant (p< 0.05) elevations in the SMMrate for 101
ZIP codes in southeast WI and nominally significant reductions
in the SMM rate for 1 ZIP code in northwest WI.
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Conclusion: There is little evidence for a statewide effect of
the Dobbs decision and restricted abortion access on the rate of
SMM in WI. However, there is modest evidence of geographic
variation in the effect (a SE to NW gradient) with elevated rates
of SMM in southeastern WI. Given that geographic variation
exists, this suggests that location of residence may impact rates
of SMM with limited abortion access during pregnancy. SMM
should be evaluated in each state to identify vulnerable areas with
limited abortion access. Future work will analyze all 2024 births
as there may be more SMM given incomplete data for patients
unrepresented in this data set, but affected by the Dobbs decision
during early pregnancy.

221 | Effect of the Covid-19 Pandemic on Severe Maternal
Morbidity Based on Location inWisconsin

Jacqueline M. Powell1; Janine S. Rhoades1; Ronald E. Gangnon2;
Kara K. Hoppe1

1University of Wisconsin School of Medicine and Public Health,
Madison, WI; 2University of Wisconsin Department of Population
Health Sciences, Madison, WI

10:30 AM - 12:30 PM
Objective: Access to obstetrical care is of concern to millions of
women, especially those living in rural areas, which is estimated
to be 49% of Wisconsin females. National emergencies have a
disproportionate impact on rural areas especially when access
to tertiary care centers is limited. The aim of this study is to
examine the effect of the COVID-19 pandemic on the rate of
severe maternal morbidity (SMM) across Wisconsin (WI) based
on geographic location.
Study Design: A retrospective cohort study of all births in
Wisconsin from March 1, 2017 to March 31, 2023 was constructed
using Wisconsin Hospital Association coding data. The pre
COVID-19 pandemic was defined as March 1, 2017–February 29,
2020, and the COVID-19 pandemic was defined as March 1,
2020 to March 31, 2023. Generalized additive logistic regression
models were constructed for the change in the SMM rate as a
function of geographic location (ZIP code). Statistical analyses
were performed using the mgcv package in R.
Results: There were 334,366 births in WI during the study
period–172,737 pre pandemic and 161,629 during the pandemic.
There were 17,598 SMM events (5.3%) during the study period–
9,173 (5.3%) pre pandemic and 8,425 (5.2%) during the pandemic
(RR 0.98, 95% CI 0.96-1.01, p = 0.28). There was very strong
evidence (p < 0.0001) of geographic variation in the impact of the
pandemic on the rate of SMM. There were nominally significant
(p < 0.05) elevations in the SMM rate for 33 ZIP codes in north
central WI and nominally significant reductions in the SMM rate
for 75 ZIP codes in south central and northwest WI.
Conclusion: North central WI, a rural area with fewer hospitals
compared to urban areas, had increased rates of SMM during
COVID-19. Rural areas are known to have worse health outcomes
and these data show that the obstetric population is no exception.
When access to tertiary care centers is limited, novel ways to
increase access to critical care services for obstetric population
needs to be developed to optimize perinatal outcomes.

78 of 181 Poster Session 1



222 | Chatgpt and Prenatal Diagnosis: is There a Role for
Artificial Intelligence in Fetal Ultrasound?

Jacqueline A. Erler1; Emily E. Daggett2; Haylea S. Patrick3
1Rutgers Robert Wood Johnson Medical School, NJ; 2Rutgers
Robert Wood Johnson Medical School, Edison, NJ; 3Rutgers Robert
Wood Johnson Medical School MFM Division, New Brunswick, NJ

10:30 AM - 12:30 PM
Objective: Anecdotal evidence indicates a rising popularity of
generative machine learning models, like ChatGPT, as adjunct
diagnostic tools in clinical medicine. Current evidence is limited
for ChatGPT’s utility in diagnosing fetal syndromes when given
ultrasonographic findings. We sought to assess ChatGPT’s ability
to give an accurate fetal diagnosis based on standardized imag-
ing vignettes for prenatal conditions with well-described fetal
ultrasound findings.

Study Design: We wrote 50 vignettes on a broad scope of
prenatal conditions. Each vignette included up to 5 character-
istic ultrasound findings adapted from Callen’s Ultrasonography
in Obstetrics and Gynecology and peer-reviewed literature. A
second-year Maternal-Fetal Medicine (MFM) fellow and board-
certified MFM physician reviewed vignettes for clinical accuracy.
Vignettes were entered into ChatGPT-4o, and the program was
asked to generate a differential diagnosis in decreasing order of
likelihood. ChatGPT responses were scored on the inclusion of an
accurate diagnosis anywhere in the differential, in the top three
most likely conditions, and as the single most likely diagnosis.
Results: The differential diagnosis generated by ChatGPT
included the correct prenatal diagnosis in 82% (n = 41) of the 50
tested cases. The correct diagnosis was in the top threemost likely
conditions in 76% (n = 38) of cases and was selected as the single
most likely diagnosis in 68% (n = 34). The correct diagnosis was
generated more frequently for common chromosomal abnormal-
ities, including Trisomy 21, Trisomy 18, and Trisomy 13. Vignettes
describing rare conditions with nonspecific ultrasound findings
were less likely to result in a correct diagnosis.
Conclusion: ChatGPT gave an accurate prenatal diagnosis for a
wide variety of fetal syndromes based on standardized descrip-
tions of ultrasound findings. This study validates the use of
ChatGPT to assist in prenatal diagnosis. Future studies aim
to investigate the accuracy of ChatGPT in diagnosing real de-
identified patient cases, and to compare the diagnostic accuracy
of ChatGPT to that of expert clinicians.

223 | From Routine to Remarkable: When Carrier
Screening Incidentally Reveals a Chromosomal
Abnormality

Jaleesa Garner1; Eneka Lamb2; Vivian C. Romero3; Marcos
Cordoba4; Mili Thakur3
1Michigan State University College of Human Medicine, Flint, MI;
2Michigan State University College of Human Medicine, Grand
Rapids, MI; 3Michigan State University College of Human
Medicine/Corewell Health Hospital, Corewell Health Hospital
/Grand Rapids, MI; 4Michigan State University College of Human
Medicine/Corewell Health Hospital, Corewell Health Hospital/
Grand Rapids, MI

10:30 AM - 12:30 PM
Objective: Routine preconception care includes expanded car-
rier screening. We report a case of incidental detection of an
unbalanced chromosomal X-autosome translocation after carrier
screening identified a sizable deletion.
Study Design: A 22-year-old nulliparous woman underwent
preconception expanded carrier screening by the 436 gene panel
by gene sequencing with deletion and duplication analysis.
Results: Testing detected a heterozygous 15.6 Mb deletion of
the q-arm of X chromosome spanning 10 panel genes (ABCD1,
AFF2, EMD, F8, FMR1, G6PD, IDS, L1CAM, MTM1, SLC6A8) in
the submitted sample. Genetic counseling and further cytogenic
studies, including chromosomal microarray and karyotype anal-
ysis, revealed one normal X chromosome and one X chromosome
with a 15.73 MB terminal deletion of Xq27.1- >q28 and a 2.03 MB
terminal duplication of 3p26.3- >p26.3. This abnormality results
in monosomy for part of the X chromosome long arm (Xq27.1-
>qter) and trisomy for part of the short arm of chromosome 3

79 of 181



(3p26.3- >ter); involving multiple OMIM genes (most proximal
SOX3) and genes (CHL1 and CNTN6), respectively. There is a
50% chance of passing this unbalanced X-autosome transloca-
tion offspring. Due to the sizable X chromosome deletion, this
translocation is expected to be lethal in male offspring. Female
offspring who inherit it may exhibit variable phenotypic manifes-
tations, including intellectual disability, developmental delay, and
distinct facial features, depending on the ratio of X-inactivation.
The patient has no health concerns and plans to proceed with in
vitro fertilization (IVF) with preimplantation genetic testing for
structural rearrangement (PGT-SR) for conception.
Conclusion: Expanded carrier screening through gene sequenc-
ing can detect chromosomal translocations by identifying dele-
tions on chromosomes. Comprehensive genetic evaluation, coun-
seling, and further testing are crucial to understand these find-
ings. Regardless of PGT, IVF patients should receive counseling
on prenatal genetic screening and diagnostic testing for chro-
mosomal disorders and undergo a detailed anatomy ultrasound
during pregnancy.

224 | Association of IntendedMode of Delivery with
Neonatal andMaternal outcomes at 22-25 Weeks’
Gestation

Jameaka L. Hamilton; On behalf of the Eunice Kennedy Shriver
National Institute of Child Health and Human Development
Maternal-Fetal Medicine Units Network
The Ohio State University, Columbus, OH

10:30 AM - 12:30 PM
Objective: To compare the risk of neonatal and maternal mor-
bidity and mortality among individuals delivered between 22-25
weeks’ gestation by planned cesarean delivery (CD) or trial of
labor (TOL).
Study Design: Secondary analysis of an observational cohort
including participants with a singleton pregnancy delivered
via planned CD or after a trial of labor (TOL) from 22w0d
through 25w6d. This analysis was limited to those who received
both antenatal steroids and neonatal resuscitation. The primary
outcome was a composite of neonatal death or severe neonatal
morbidity. Secondary outcomes included measures of neonatal
and maternal morbidity. Multivariable logistic regression anal-
yses were used to adjust for prespecified covariates. Planned
interaction analyses were performed between planned mode of
delivery and gestational age (GA) at delivery (22-23 weeks; 24-
25 weeks), then within GA groups between planned mode of
delivery and presentation.
Results: Among 277 eligible individuals, 149 (53.8%) had a
planned CD and 128 (46.2%) had a TOL of which 12 (9.4%) deliv-
ered byCD (Table 1). The two groupswere similar except for lower
birthweight (622g vs. 663g, p = 0.02) and more frequent hyper-
tensive disorders (47.7% vs. 26.6%, p < 0.001) among those with
planned CD. There was no difference in the primary neonatal
composite outcome (73.8% vs. 79.7%, aOR 0.57, 95% CI 0.30-
1.07) between groups. There were no differences in secondary
neonatal outcomes except for higher frequency of intraventricular
hemorrhage (IVH) in the TOL group (16.8% vs. 30.5%, aOR 0.50,
95% CI 0.28-0.90) (Table 1). Planned CD was associated with
eight-fold greater odds of maternal sepsis and 12-fold greater odds
of postpartum readmission; other outcomes were more frequent

among planned CD but did not achieve statistical significance
(Table 2). All interaction analyses were not significant.
Conclusion: In this multi-site registry, there was no difference
in composite neonatal mortality or severe morbidity based on
intended mode of delivery. Planned CD was associated with
increased maternal morbidity but less risk of neonatal IVH.

225 | Is a Refractory Headache with Preeclampsia Under
34 Weeks Associated with High-Grade Maternal Vascular
Malperfusion?

James Hearn1; Jacqueline Dukes1; Robert Wild1; Hanh Tran1;
Zhongxin Yu2; Hugh Nadeau1; Marvin Williams1
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1The University of Oklahoma College of Medicine, Oklahoma City,
OK; 2University of Oklahoma, Oklahoma City, OK

10:30 AM - 12:30 PM
Objective: An unexplained, persistent headache (PH) refractory
to medication is a disease-defining characteristic of preeclampsia
(PreE) with severe features (SF), requiring delivery regardless of
gestational age (GA). High-gradematernal vascularmalperfusion
(HG-MVM) has been reported in ∼95% of cases delivered with
very preterm PreE, with its absence suggesting an alternate
headache etiology.We sought to assess the prevalence of placental
HG-MVM in cases delivered < 34 weeks for a PH associated with
PreE, and correlate cases by MVM status with objective clinical
values.
Study Design: All placental pathology reports from 2021 and
2022 at our tertiary center were reviewed. 52 cases delivered for
PreE with a PH < 34 weeks GA were identified. Two pathologists
analyzed placenta histology and noted specific MVM lesions.
A score of low or HG MVM was assigned based on lesion
frequency from a previously published scale, and correlated with
maternal, neonatal and placental demographic values relevant to
PreE. Tests of normality, descriptive statistics, and appropriate
comparisons via chi-squared or t-test were performed.
Results: HG-MVM was found in 23/52 (44.2%) of cases. Cases
with HG-MVM had a significantly lower birth weight percentile
(40.4% vs 73.0%) and placental weight percentile (10.8% vs 64.1%),
with a higher prevalence of nephrotic range proteinuria (30.4%
vs 3.4%), and protein:creatinine ratio [0.5(3.6) vs 0.3(0.8) mg/dL].
Maternal serum values were similar but limited by the absence of
abnormal values. A summary of results is provided (Table 1).
Conclusion: Placental HG-MVM prevalence was only 44.2%
in this case series, suggesting that most persistent headaches
prompting delivery were due to an etiology other than PreE
with SF (i.e., migraines). HG-MVM appears likely when objec-
tive clinical findings consistent with PreE are seen, and less
likely when absent. Placental weight, which is correlated with
volumetric measurements on ultrasound, may be particularly
informative. This information is useful in considering additional
workup or pursing delivery for a refractory headache with known
or suspected PreE.

226 | History of Cured Syphilis Prior to Pregnancy and
Risk of Congenital Syphilis

James D. Toppin1; Shannon McCloskey2; Meena Mishra2;
Mariella Gastanaduy3; Talia Suner3; Joseph R. Biggio, Jr1; Frank
B. Williams2
1Ochsner Health, New Orleans, LA; 2Ochsner Clinic Foundation,
New Orleans, LA; 3Ochsner Clinic, New Orleans, LA

10:30 AM - 12:30 PM
Objective: Syphilis rates have sharply increased in the United
States over the past decade, increasing the number of people
entering pregnancy with a history of syphilis. Despite well-
established and effective treatments, congenital syphilis (CS) has
likewise increased over that time. We aim to compare rate of CS
among pregnancies with and without history of cured syphilis.
Study Design: We performed a retrospective cohort study of
singleton or twin pregnancies care from 2015 to 2023 at a large
regional health system. Historical and prenatal laboratory values
classified pregnancies as either history of syphilis or no history
of syphilis. Patients with new diagnosis of syphilis at initiation
of pregnancy care and those with initial prenatal rapid plasmin
reagin (RPR) titer≥ 1:8were excluded. Pregnancieswere stratified
based on the history of adequately treated syphilis infection
before pregnancy. Patients with history of syphilis and RPR < 1:8
were classified as serofast. Primary outcome was CS, defined by
Centers for Disease Control case criteria. Secondary outcomewas
pregnancies with new or reinfection. Subanalysis evaluated for
odds of CS among serofast patients. Chi square or T-testwere used
evaluate demographics and outcomes.
Results: A total of 57,704 pregnancies were included, of which
189 had a history of adequately treated syphilis infection prior to
pregnancy, including 154 serofast patients. Those with history of
syphilis were more likely to be Black and have public insurance
(Table) CS incidence was significantly higher in pregnancies with
a history of treated syphilis infection compared to those without
(688 vs 8 per 10,000 live births, OR 93.3, 95% CI: 47.4, 171.7, Figure.
CS rate among serofast patients was 779.2 per 10,000 live births
(OR 91.1, 95% CI 45.4, 168.6). Maternal syphilis occurred more
frequently in those with a positive history (847 vs 30 per 10,000
live births, OR 19.3, 95% CI 10.9–31.6).
Conclusion: History of syphilis before pregnancy is associated
with a dramatically increased risk of maternal reinfection and
congenital syphilis, particularly among serofast patients.
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227 | Regional Health Unit Presence by Parish and
Congenital Syphilis Rate in Louisiana

James D. Toppin1; Shannon McCloskey2; Talia Suner3; Meena
Mishra2; Mariella Gastanaduy3; Joseph R. Biggio, Jr1; Frank B.
Williams2
1Ochsner Health, New Orleans, LA; 2Ochsner Clinic Foundation,
New Orleans, LA; 3Ochsner Clinic, New Orleans, LA

10:30 AM - 12:30 PM
Objective: Health units in Louisiana parishes serve as regional
access points of essential health services, including screening,
treatment, and prevention of syphilis. Clinic location is varied;
some parishes have two while others have none. The increased
congenital syphilis rate highlights the potential of these state-
run clinics to target localities with high burdens of syphilis.
We hypothesize that residing in a parish without a health unit
increases risk for maternal and congenital syphilis.
Study Design: We performed a retrospective cohort study of
pregnancies receiving prenatal anddelivery care from2015 to 2023
in a large health system in Louisiana. Historical and prenatal
laboratory values determined syphilis infection status. Patients
were compared based on the presence or absence of a health
unit in the parish of their home address. The primary outcome
was congenital syphilis (CS), as defined by Centers for Disease
Control case criteria. A subanalysis of CS limited to maternal
syphilis cases was performed. Regression analysis controlling for
payor status generated adjusted odds ratios with 95% confidence
intervals.
Results: A total of 42,684 pregnancies were included, of which
25.7% resided in a parish with no health unit. Patients in health
unit parishes were younger, more likely to use public insurance
and more likely to reside in a high-deprivation neighborhood
(Table 1). No difference inCS caseswere observed between groups
(0.1% vs 0.1%, aOR 1.60, CI 0.75–3.93). New maternal syphilis
infections were less common in parishes without health units
(0.3% vs 0.7%, OR 0.38, 95% CI 0.26–0.56). When limiting analysis
to maternal syphilis cases, living in a parish without a health unit
was associated with increased odds for CS (51.6% vs 16.5%, aOR
5.42, 95% CI 2.47–11.88).
Conclusion: Parishes with health units had higher area depri-
vation and higher public insurance, and were associated with
increasedmaternal syphilis infections. Syphilis during pregnancy
in non-health unit parishes was associated with substantial
increased odds for congenital syphilis compared to health unit
parishes.

228 | The Influence of Social Determinants on Antenatal
Anxiety and Physical Activity: A Step Forward

Janet Hurtado; Samantha L. Simpson; Hayley E. Miller; Ana C.
Boncompagni; Chi-Hung Shu; Nima Aghaeepour; Brendan
Carvalho; Pervez Sultan; Jane Chueh; Maurice L. Druzin;
Danielle M. Panelli
Stanford University, Palo Alto, CA

10:30 AM - 12:30 PM
Objective: Physical activity is important for physical and mental
health, yet most pregnant people do not achieve the recom-
mended 150 minutes of aerobic exercise per week. People from
lower socioeconomic backgrounds are even less likely tomeet this
target, yet it is unclear why. To see if socioeconomic stress is a
contributing factor, we evaluated whether socioeconomic status
(SES) modified the association between anxiety and physical
activity.
Study Design: In 2021 and 2022, this prospective study recruited
pregnant outpatients with singleton gestations between 16 and
36 weeks. Clinical anxiety was the mental health exposure,
defined as State-Trait Anxiety Inventory [STAI] score > 80 at
enrollment. The primary outcome was average daily physical
activity (steps, metabolic equivalent tasks [METs], andmoderate-
to-vigorous-physical-activity bursts [MVPAs]), obtained from
accelerometer watches worn for 7 days. Socioeconomic variables
were self-reported via surveys: low household income, educa-
tion ≤ high school, or public insurance were defined as low
SES. The relationship between physical activity and anxiety was
assessed using linear generalized estimating equations adjusting
formaternal age, bodymass index and lowSES.We assessed effect
modification between anxiety and SES using interaction terms.
Results: 40 pregnant people were enrolled. Anxiety was signif-
icantly associated with lower steps, METs, and MVPAs per day
(p = 0.01, p = 0.02, p < 0.01, Table 1). Effect modification was
detected, such that people with positive anxiety screening scores
and low SES had fewer steps [ß coefficient -3619, 95% confidence
interval (CI) -6451, -788, p-interaction = 0.01, Figure 1].
Conclusion: Positive anxiety screening was associated with
lower physical activity over the subsequent 7 days. This was
heightened for people with anxiety and lower SES, who had
3619 fewer daily steps than those with higher SES and no
anxiety. Improving physical activity among pregnant people
with anxiety, especially those from lower SES backgrounds, is
warranted.
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229 | Decidual Cell-Mediated Paracrine Inhibition of IL1b
Signaling in Extravillous Trophoblasts Contributes to
Pregnancy Maintenance

Jasmine Edghill1; Umit Kayisli2; Ozlem Guzeloglu-Kayisli2;
Charles Lockwood2; Asli Ozmen2
1Department of Obstetrics & Gynecology, University of South
Florida, Tampa, FL; 2USF Health Morsani College of Medicine,
Tampa, FL

10:30 AM - 12:30 PM

Objective: Decidual cells (DCs) and extravillous trophoblasts
(EVTs) interact at the maternal-fetal interface to establish an
anti-inflammatory state and maintain pregnancy. Dysregulation
of these interactions causes inflammation and initiates labor.
Interleukin 1 receptor 1 (IL1R1) binds IL1b and IL1R antagonist
(IL1RN) similarly to cause inflammation or anti-inflammation,
respectively. We previously found higher IL1R1 and lower IL1RN
levels in DCs from in-labor vs. non-in-labor term samples,
suggesting a shift in these levels that activates inflammation, ini-
tiating labor. We hypothesize a similar shift of IL1R1 and IL1RN
expression in EVTs in labor; though prior to, DCs prevent said
shift via paracrine mediators to maintain pregnancy.
Study Design: Paraffin sections from gestational age-matched
term non-in-labor (n = 7) vs. in-labor (n = 6) placentas were
immunostained for IL1R1 and IL1RN and analyzed by HSCORE.
DC cultures (n = 3) from 1st trimester (FTDC) and term (TDC)
were primed for 7d with 10−8M estradiol + 10−7M medrox-
yprogesterone acetate and condition media supernatants (CMS)
collected and used to treat human trophoblast cultures (n = 3) of
term placentas. IL1R1 and IL1RN mRNA levels were analyzed by
qPCR. Statistical analysis used a t-test with p< 0.05 considered
significant.
Results: Analysis revealed that EVTs from in-labor vs. non-in-
labor decidua basalis had: 1) higher IL1R1 levels (Mean±SEM
184.1±10.1 vs. 120.1±15.6, p = 0.007); 2) lower IL1RN levels
(121.3±13.1 vs. 186.5±10.1; p = 0.002); and 3) ∼two-fold higher
IL1R1/IL1RN ratio (0.73±0.1 vs. 1.58±0.2; p = 0.002). CMS from
TDCs caused 2.28-fold higher IL1R1 (p= 0.001) and 6.6-fold IL1RN
(p= 0.03) levels in trophoblast cultures vs.untreated controlswith
similar results from FTDC CMS.
Conclusion: Our in-situ results indicate that EVTs undergo a
shift to lower IL1RN and higher IL1R1 levels, activating IL1b
signaling in the transition to labor. In contrast, in vitro results
support the thesis that paracrine signals from DCs preferentially
induce IL1RN (7-fold) over IL1R1 (2-fold) expression in EVTs to
block IL1b signaling across gestation to maintain pregnancy.

230 | Racial and Ethnic Disparities in Cesarean
Complication Rates using NSQIP Database

Jaxon C. Olsen1; Brittany Davidson2; Tracy Truong3; Sarahn M.
Wheeler3; Leyi Sun3; Jeremy M. Weber4
1Duke University Hospital, Durham, NC; 2Duke University,
Durham, NC; 3Duke University School of Medicine, Durham, NC;
4Duke Clinical Researach Institute, Durham, NC

10:30 AM - 12:30 PM
Objective: This study aims to examine the relationship between
patient race and ethnicity and complication rates in cesarean sec-
tionswhile controlling for general surgical risk using theNational
Surgical Quality Improvement Program (NSQIP) database from
the American College of Surgeons (ACS).
Study Design: Women ages 18 and older with a CPT code for
cesarean delivery recorded in 2019-2022 in the NSQIP database
were included in the analysis. The primary variables were self-
reported race and ethnicity. Outcomes of interest were surgical
complications reported in the NSQIP database. The association
between race (and separately for ethnicity) and complications
was assessed using linear regression with robust standard errors
for continuous outcomes and modified Poisson regression for
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binary outcomes. Models were adjusted for age, bodymass index,
diabetes, hypertension requiring medication, American Society
of Anesthesiologist physical status (ASAPS) class, chronic steroid
use, and current smoker within one year.
Results: Among 56,635 patients in the study cohort, the average
age was 30.8 (standard deviation of 5.6). Race was significantly
associated with all outcomes considered. After controlling for
covariates, the major complication rate was significantly higher
among all race groups compared to White, and unknown group
had a significantly lower major complication rate. Black patients
had 43% higher risk of a major complication compared to White
patients (95% CI = 1.28, 1.59). Hispanic patients had a 20% higher
risk of major complications compared to non-Hispanic patients
(95% CI = 1.09, 1.33). Patients with unknown or unreported race
had 45% higher risk of a minor complication compared to White
patients (95% CI = 1.33, 1.59). There was a notable amount of
concurrence between unknown race and unknown ethnicity.
Conclusion: Self-identified race is associated with significantly
higher rates of surgical complications following cesarean delivery
even after controlling for surgical risk factors. More comprehen-
sive obstetrics data is needed to measure and improve maternal
morbidity and mortality nationwide.

231 | Risk Factors for Persistent Hypertension Requiring
Anti-Hypertensive Medications Beyond 6Weeks
Postpartum

Jenny Y. Mei1; Audra Fain2; Kate Corry-Saavedra3; Tina A.
Nguyen2; Thalia Mok2; Aisling M. Murphy2

1Stanford University, Mountain View, CA; 2University of
California, Los Angeles, Los Angeles, CA; 3University of
California, Irvine, University of California, Irvine, CA

10:30 AM - 12:30 PM
Objective: Hypertensive disorders of pregnancy increase risk
for developing chronic hypertension. We evaluate risk factors
for persistent hypertension at 6 weeks postpartum requiring
continuation of anti-hypertensive (anti-HTN) medication.
Study Design: A retrospective cohort study of birthing patients
with peripartum hypertension (HTN) at a quaternary care center
over 2 years. This study is part of an ongoing postpartum
quality improvement project that entails lower BP targets and
universal remote BP monitoring. Inclusion criteria were deliv-
ery at the study institution, prescription of anti-HTN at some
point postpartum, and having BP data at 6 weeks postpartum.
Primary outcome was continuation of anti-HTNs past 6 weeks
postpartum.We comparedmaternal and hypertensive risk factors
between groups.
Results: Out of 6410 deliveries between April 2022-April 2024,
2019 (31.5%) were affected by HTN disorder of pregnancy, of
which 775 (38.4%)met inclusion criteria. Total 211 (27.2%) patients
were continued on anti-HTNs past 6 weeks. After adjusting for
cesarean delivery and patients on anti-HTN entering pregnancy,
we found significantly higher odds of continuing anti-HTN past 6
weeks with non-Hispanic Black race (adjusted odds ratio [aOR],
2.97; 95% confidence interval [CI], 1.91-4.62; p < 0.001), prenatal
aspirin use (aOR, 1.43; 95% CI, 1.00-2.05, p = 0.048), and having
public or no insurance (aOR, 1.66; 95% CI, 1.09-2.53, p = 0.02).
Other risk factors included preeclampsia with severe features
(aOR, 1.62; 95% CI, 1.12-2.34, p= 0.01), taking more than one anti-
hypertensive (aOR, 2.80; 95% CI, 1.76-4.45; p < 0.001), requiring
anti-HTN adjustment (aOR, 1.96; 95%CI, 1.37-2.79, p< 0.001), and
postpartumED visit or readmission (aOR, 2.45; 95% CI, 1.17-5.11, p
= 0.02). Compliance with remote BP monitoring had lower odds
of persistent HTN (aOR, 0.23; 95% CI, 0.07-0.79; p = 0.02).
Conclusion: Rates of persistent HTN requiring anti-HTN past
6 weeks postpartum are notable with certain patient cohorts at
significantly higher risk. Continued intervention is needed to
lower future cardiovascular morbidity in these high-risk groups.
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232 | Nifedipine is Associated with Improved Postpartum
Hypertension Outcomes Compared to Labetalol

Jenny Y. Mei1; Audra Fain2; Kate Corry-Saavedra3; Tina A.
Nguyen2; Thalia Mok2; Aisling M. Murphy2
1Stanford University, Mountain View, CA; 2University of
California, Los Angeles, Los Angeles, CA; 3University of
California, Irvine, University of California, Irvine, CA

10:30 AM - 12:30 PM
Objective: Postpartum hypertension (HTN) is one of the most
frequent reasons for readmissions and has been associated with
developing chronic hypertension. We compare labetalol and
nifedipine in postpartum hypertension outcomes.
Study Design: A retrospective cohort study of birthing patients
with peripartum HTN at a quaternary care center over 2 years.

This study is part of an ongoing postpartum quality improvement
project that entails lower blood pressure (BP) targets and univer-
sal remote BP monitoring. Inclusion criteria were delivery at the
study institution, diagnosis of HTN disorder of pregnancy, and
discharge on either labetalol or nifedipine. Patients discharged
on both medications were excluded. Primary outcome was post-
partum readmission for HTN. Secondary outcome was persistent
hypertension at 6 weeks postpartum defined by continuation
of anti-hypertensives (anti-HTN). Labetalol was compared to
nifedipine for both outcomes.
Results: Out of 6410 deliveries between April 2022-April 2024,
2019 (31.5%) were affected by HTN disorder of pregnancy. Of the
541 (26.8%) discharged on a single medication, 105 (19.4%) were
labetalol and 436 (80.6%) nifedipine. In baseline characteristics
between groups, labetalol was associated with higher rate of
chronic hypertension (50.5% vs 17.9%, p < 0.001) and prenatal
aspirin use (62.9% vs 46.8%, p= 0.003), and lower rate of cesarean
delivery (34.3% vs 48.6%, p = 0.008). After adjusting for these
3 characteristics, labetalol use had significantly higher odds of
readmission compared to nifedipine (adjusted odds ratio [aOR],
8.69; 95% confidence interval [CI], 1.45-52.11; p = 0.02). Patients
on labetalol compared to nifedipine also had significantly higher
odds of needing to continue anti-HTN medication past 6 weeks
postpartum (aOR, 2.78; 95% CI, 1.62-4.79; p < 0.001).
Conclusion: Labetalol was significantly associated with higher
odds of postpartum readmission and persistent hypertension at
6 weeks postpartum compared to nifedipine. Further research is
needed to help tailor anti-HTN medications to clinical needs of
high-risk patients.
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233 | ELISpot Assay for Fetus-Specific T Cell Response in
Human Pregnancy

Jessica C. Morgan1; Grace Hynes2; Anita Chong3
1The University of Chicago/Endeavor Health, NYP-Columbia,
Cresskill, NJ; 2University of Chicago, Chicago, IL; 3The University
of Chicago, The University of Chicago, IL

10:30 AM - 12:30 PM
Objective: Evidence from mouse models show that healthy
pregnancies induce T cell hypofunction against fetus-specific
antigens (FSA) as a mechanism of tolerance to the fetus. Inap-
propriate regulation of fetus-specific T cells is implicated in
obstetric complications such as preterm birth, preeclampsia,
miscarriage. Our hypothesis is that maternal T cells are tolerized
(hyporesponsive) against FSA in successful human pregnancy,
and produce less IFN-gamma (IFNg) when exposed to matched
(mDCs) compared to unmatched/3rd-party fetal dendritic cells
(uDCs).
Study Design: This is a prospective, proof of concept, pilot
study. IRB approval and patient consent was obtained. Maternal
peripheral blood and umbilical cord blood (UCB) was collected at
delivery. DCswerematured fromUCB, and used as stimulators of
maternal peripheral blood mononuclear cells (PBMC). ELISpot
assay was used to measure IFNg production by maternal T cells
against mDC and uDC. The frequency of IFNg-producing cells
was normalized against positive control stimulation with anti-
CD3/CD28. Additional controls included influenza vaccine ±
DCs.
Results: A total of 27 participants were included in analysis.
The majority (n = 14 of 27; 55.6%) exhibited no or very low
response to mDC, significantly lower than to uDCs. Notably a
subset of patients (n = 5 of 12, 41.7%) with high gravidity (≥5
pregnancies) exhibited hyper responsiveness to mDCs compared
to uDCs, suggesting aberrant T cell response.
Conclusion: We developed an IFNg ELISpot assay to quantify
the magnitude of maternal T cell responses to FSA. T cell
IFNg responses to mDC were lower compared to uDCs in a
majority of pregnancies. Higher gravidity was associated with
sensitized responses to mDCs. In some pregnancies, increased
gravidity may override pregnancy-induced T cell tolerance. This
suggests that additional mechanisms constrain memory T cell
responses to ensure successful pregnancy. Future directions
include measuring T cell responses to paternal antigens in
patients with obstetric complications, as well as investigating
how therapeutically targeting aberrant T cells may treat these
complications.

234 | Blood Pressure Machines and Attendance of
Follow-up Visit within 10 Days of Delivery

Jessica Greenberg1; Ashley Eng2; Patricia Greenberg3; Chavi Eve
Karkowsky2; Lama R. Noureddine4; Joseph J. Apuzzio4; Shauna
F. Williams4; Lisa N. Gittens-Williams4
1Rutgers New Jersey Medical School, South Orange, NJ; 2Rutgers
New Jersey Medical School, Rutgers NJMS, NJ; 3Rutgers School of
Public Health - Department of Biostatistics & Epidemiology,
Piscataway, NJ; 4Rutgers New Jersey Medical School, Newark, NJ

10:30 AM - 12:30 PM
Objective: Hypertensive disorders of pregnancy (HDP) con-
tribute to maternal morbidity and mortality in the postpartum
period and disproportionately affects Black, Indigenous and
people of color (BIPOC). ACOG recommends that women with a
HDP have a blood pressure evaluation within 10 days of delivery.
This study assessed whether access to a blood pressure machine
(BPM) with direction to self-monitored blood pressure (SMPB)
increased adherence to this recommendation at our tertiary care
center.
Study Design: This was a retrospective chart review of patients
with HDP who delivered between July 1, 2020 and June 30,
2021. BPM were provided to HDP patients without one, with rec-
ommendation for SMBP. The primary outcome was attendance
of follow-up visit within 10 days of delivery. Fisher’s exact and
Mann-WhitneyU tests, andmultivariable logistic regressionwere
used. Self-identified race and ethnicity, maternal age, delivery
mode, severe features, postpartum day of discharge, prescription
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for anti-hypertensive medications at discharge, and ownership of
a BPM were included in the model.
Results: 381 patients met inclusion criteria. 211(55.4%) iden-
tified as non-Hispanic Black and 146 (38.3%) as Hispanic;
105(27.6%) had severe HDP. 110(28.9%) patients were discharged
with anti-hypertensive medication. 270(70.9%) patients had a
BPM; 38(14.1%) owned and 232 (85.9%) were provided a BPM.
194 (50.9%) patients attended 10-day follow-up visit. 108(57.8%)
patients with a BPM and 86(44.3%) patients without a BPM (p
= 0.01) attended follow-up visit. Attendance of 10-day visit was
predicted by ownership of a BPM (OR 1.8, 95%CI 1.1-3.0), cesarean
delivery (OR 3.2, 95% CI 1.8-5.6), and Hispanic identification (OR
1.7, 95% CI 1.1-2.7).
Conclusion: In patients with HDP, BPM ownership predicted
returning for a visit within 10 days. Provision of BPM likely
connected patients more effectively to their postpartum care.
Universal BPM provision with SMBP guidance could improve
postpartum follow and reduce hypertension-related morbid-
ity and mortality in this vulnerable population of historically
minoritized patients.

235 | Discharge with Furosemide and Emergency
Department Visits for Hypertension-Related Care in
Patients with Severe Preeclampsia

Jessica Greenberg1; Ashley Eng2; Patricia Greenberg3; Chavi Eve
Karkowsky2; Lama R. Noureddine4; Joseph J. Apuzzio4; Lisa N.
Gittens-Williams4; Shauna F. Williams4
1Rutgers New Jersey Medical School, South Orange, NJ; 2Rutgers
New Jersey Medical School, Rutgers NJMS, NJ; 3Rutgers School of
Public Health - Department of Biostatistics & Epidemiology,
Piscataway, NJ; 4Rutgers New Jersey Medical School, Newark, NJ

10:30 AM - 12:30 PM
Objective: Preeclampsia with severe features (PEC-SF) con-
tributes to maternal morbidity and mortality. Prior studies have
shown that use of furosemide postpartum leads to a faster
reduction in blood pressure (BP) in patients with hypertensive
disorders of pregnancy. This study assessed whether prescribing
postpartum furosemide to patients with PEC-SF would lead to
a decrease in hypertension-related emergency department (ED)
visits in our predominantly Black, Indigenous, and people of color
population (BIPOC).
Study Design: This was a retrospective chart review of patients
with PEC-SF who delivered July 1, 2020 - June 30, 2021. Insti-
tutional practice is to prescribe postpartum 20mg furosemide
daily for five days to patients with PEC-SF. The primary outcome
was ED visit for hypertension-related care within 12 weeks of
delivery. Fisher’s exact and Mann-Whitney U tests, and Firth
multivariable logistic regression were used. Race and ethnicity,
maternal age, delivery mode, postpartum day of discharge,
furosemide prescription at discharge, other anti-hypertensive
medication prescription at discharge, and ownership of a blood
pressure machine (BPM) were used in the model.
Results: Among 105 patients with PEC-SF, 54 (51.4%) self-
identified as non-Hispanic Black and 47 (44.8%) as Hispanic.
74(70.5%) patients were prescribed furosemide, 63 (60.0%) were
prescribed another BP medication, and 76(72.4%) had a BPM.
16(15.2%) patients presented to the ED. Of the patients prescribed
furosemide, 5(6.8%) returned to the ED; of those not prescribed

furosemide, 11(35.5%) returned (p < 0.001). Furosemide prescrip-
tion at discharge was a predictor of presentation to the ED (OR
= 0.11, 95% CI: 0.02-0.38). After adjusting for demographic and
clinical factors, the odds of an ED visit were 89% lower in patients
who were discharged with furosemide.
Conclusion: Postpartum furosemide significantly decreased the
odds of postpartum ED visits in patients with PEC-SF. Standard-
izing this regimen could decrease the need for ED visits, decrease
patient morbidity and healthcare costs, while improving patient
experience in a BIPOC community.

236 | Impact of Outpatient Cervical Ripening Prior to
Term Induction of Labor - Prospective Randomized Trial

Joanne N. Quiñones1; Meredith Rochon1; Samira Hassan2;
Shekinah Dosunmu1; Vincent Tang1; Danielle Durie1; Kara
Coassolo1; Kyle Shaak3; Guillermo De La Vega1
1Lehigh Valley Health Network, Allentown, PA; 2HCA UCF Lake
Nona Hospital, Orlando, FL; 3Network Office of Research and
Innovation, Lehigh Valley Health Network, Allentown, PA

10:30 AM - 12:30 PM
Objective: To determine if there is an advantage to preadmission
outpatient cervical ripening with a transcervical (Foley) balloon
(FB) prior to induction.
Study Design: Prospective randomized trial of pregnant persons
≥ 39 wks scheduled for induction requiring cervical ripening
(Bishop score < 6). Those with maternal/fetal complications,
amniotic fluid abnormalities, and/or non-reassuring non stress
test (NST) were excluded. Participants were randomized to
FB placement as outpatient 12 hours (h) prior to induction
admission (Outpt) or on admission (Inpt). Labor management
was otherwise routine. Analysis was intention-to-treat (ITT).
Planned sample size was 200; study was ended at 140 due to slow
enrollment.
Results: 140 women were randomized from 11/2021-3/2024, 73
Outpt and 67 Inpt. Baseline characteristics between groups were
similar (Table 1) withmost inductions elective (95%). In the Outpt
group, FB placement was successful in 65/73 (84%); 3/65 (4.6%)
required immediate admission due to abnormal post-FB NST
(2) or labor (1). Of 8 unsuccessful Outpt FB placements, 5 had
bleeding or membrane rupture and 3 could not be placed. In
the Inpt group, 59/67 (88.1%) had successful FB placement on
admission; 5 no longer required cervical ripening and for 3 the
FB could not be placed. In ITT analysis, time from FB placement
to delivery was longer in Outpt group (28.5 vs 20.2 h, p < 0.001).
There was no difference in use of other induction agents, mode
of delivery, infection, neonatal outcomes, median maternal total
length of stay (65.4 vs 65.3 h, p = 0.762), admission to delivery
time (20.9 vs 21.4 h, p = 0.507), or total inpatient charges ($36,843
vs $36,269, p = 0.899) (Tables 2-4). When comparing outcomes
for those that actually received the FB as planned (62 Outpt, 62
Inpt), there was a trend towards a decrease in median time from
admission to delivery (18.6 vs 22.8 h, p = 0.054) but no difference
in maternal length of stay or cost.
Conclusion: Outpatient cervical ripening with transcervical
balloon prior to term induction is safe and feasible but may not
be associated with clinical benefit or cost savings.
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237 | Safety of Cerclage Retention after PPROM:
International Collaborative for Cerclage Longitudinal
Evaluation And Research (IC-CLEAR)

Joanne N. Quiñones1; Joseph Bell2; Rupsa C. Boelig3; Shirin
Azadi4; Onyinyech Anosike4; Dahiana M. Gallo5; Adam Taylor6;
Vincenzo Berghella7; Leah Carnick Ledford8; Monica Rincon9;
Susana Villegas-Sanchez10; Richard M. Burwick11; Luisa
López-Torres12; Jorge E. Tolosa13
1Lehigh Valley Health Network, Allentown, PA; 2St. Luke’s
University Health Network, Department of Obstetrics &
Gynecology, Maternal Fetal Medicine, Bethlehem, PA, 18015,
Bethlehem, PA; 3Sidney Kimmel Medical College, Thomas
Jefferson University, Philadelphia, PA; 4Lehigh Valley Health
Network, Department of Obstetrics & Gynecology, Allentown, PA;
5St. Lukes University Health Network, Bethlehem, PA; 6St. Luke’s
University Health Network, Department of Obstetrics &
Gynecology, Bethlehem, PA; 7Sidney Kimmel Medical College of
Thomas Jefferson University, Philadelphia, PA; 8Atrium Health’s
Women’s Institute, Charlotte, NC; 9Oregon Health & Science
University, Portland, OR; 10Department of Obstetrics &
Gynecology, Universidad CES, Medellín, Colombia, Medellin,
Antioquia; 11San Gabriel Valley Perinatal Medical Group; Pomona
Valley Hospital Medical Center, Pomona, CA; 12Universidad
Pontificia Bolivariana, Medicina Materno Fetal, Medellín,
Colombia, Medellin, Antioquia; 13St. Luke’s University Health
Network, Bethlehem, PA

10:30 AM - 12:30 PM

Objective: Previous IC-CLEAR data suggested an increase in
latency from PPROM to delivery with delayed cerclage removal
(SMFM 2023). Our objective is to determine the safety of cerclage
retention in women who experience PPROM before 34 weeks (w)
gestation.
Study Design: Retrospective cohort study of singleton preg-
nancies with cerclage for history, ultrasound or physical exam
indications between 6/2016-6/2020 at 8 sites across United States
and Colombia. Primary exposure: time from PPROM to cerclage
removal (CR) categorized as early < 48 hours (h)– or delayed (≥
48 h). Maternal safety outcomes included clinical or histologic
chorioamnionitis, postpartum endometritis, hemorrhage, sepsis,
and ICU admission. Neonatal safety outcome was a composite of
sepsis, prematurity complications and death. Statistical analysis
included bivariate and multivariate techniques.
Results: Of 839 singleton pregnancies managed with cerclage,
128 (15.3%) experienced PPROM < 34w. 36 underwent immediate
CR for labor, bleeding or chorioamnionitis. 92 patients included
in final analysis–60 early CR (65.2%) and 32 delayed CR (34.8%).
Clinical chorioamnionitis and postpartum endometritis were
higher in delayed CR vs. early CR (40.6% vs. 20.3%, P = 0.04
and 15.6% vs 0%, P = 0.002, respectively). Composite neonatal
outcome was similar by CR timing when excluding PPROM <

24w (delayed 81.8% vs. early 64.9%, p = 0.16). Neonatal mortality
was higher in early CR, but similar when only including PPROM
>24w (Table). In adjusted analyses, clinical chorioamnionitis was
lower with early CR [AOR 0.36 (95% CI 0.14, 0.94), p = 0.04),
composite neonatal outcome was lower with early CR [AOR 0.34
(95% CI 0.12, 0.97), p = 0.04] and neonatal mortality was lower
with corticosteroid use [AOR 0.15 (95% CI 0.02, 0.94), p = 0.04]
and higher in PPROM< 24w [AOR 10.7 (95% CI 1.90, 60.0), p =
0.007).
Conclusion: Delayed CR after PPROM increases maternal infec-
tious morbidity and neonatal composite morbidity/mortality.
Delaying cerclage removal requires careful counseling about
maternal and neonatal risks.
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238 | Metal Staples Do not Increase Wound Complications
After Cesarean Delivery in Obese Patients: a
Meta-Analysis

Jordan A. McKinney1; Gustavo Vilchez2; Julio Mateus Nino3;
Lifeng Lin4; Luis Sanchez-Ramos5
1University of Florida College of Medicine, Gainesville, FL;
2UTHealth Houston, Houston, TX; 3Atrium Health, Wake Forest
University School of Medicine, Charlotte, NC; 4University of
Arizona, Tucson, AZ; 5University of Florida College of Medicine,
Jacksonville, FL

10:30 AM - 12:30 PM
Objective: To assess the rate of wound complications when using
metal staples versus sutures for post-cesarean wound closure in
obese individuals.
Study Design: We conducted a systematic search of electronic
databases from inception to December 31, 2022, to identify
relevant randomized controlled trials (RCTs). Eligible studies
were RCTs comparing metal staples and sutures for wound
closure following cesarean delivery in obese individuals. We
performed ameta-analysis using random-effects models to report
odds ratios (OR) with 95% confidence intervals (CI). Additionally,
we assessed 95% prediction intervals to indicate the range of
the true effect estimates of future studies. We also conducted a
fragility index and a reverse fragility index to assess the robustness
of our findings.
Results: This systematic review andmeta-analysis included data
from 8 RCTs involving 1,748 participants. We found that metal
staples were not inferior to subcuticular sutures for post-cesarean
wound closure in obese patients regarding wound complications
(OR 1.20; 95% CI 0.69-2.09) and wound separation (OR 0.98; 95%
CI 0.58-1.65). However, skin closure withmetal staples, compared
to sutures after cesarean delivery in obese individuals, on average

reduced surgical site infection by 54% (OR 0.46; 95% CI 0.25-
0.83). Fragility analyses revealed that the statistically insignificant
results for wound complications and wound separation were
robust, while the statistically significant reduction in surgical site
infection with metal staples was fragile.
Conclusion: Our findings suggest that metal staples are not
inferior to suture for post-cesarean wound closure in obese
patients in terms of wound complications and wound separation.
However, the optimalmethod ofwound closure for obese patients
remains uncertain. Our study highlights the need for further
research in this area to establish the most effective technique for
post-cesarean wound closure in obese patients.

239 | Does the Definition of Significant Proteinuria
Matter? a Retrospective Cohort Study

Jordan A. McKinney1; Rebecca Meiser2; Luis Sanchez-Ramos2
1University of Florida College of Medicine, Gainesville, FL;
2University of Florida College of Medicine, Jacksonville, FL

10:30 AM - 12:30 PM
Objective: Preeclampsia poses significant risks to maternal and
perinatal health, with proteinuria serving as a key diagnostic cri-
terion. However, the optimal definition of significant proteinuria
remains uncertain, prompting this study to compare the impact of
two definitions—based on concentration (>300 mg per liter per
24 hours) or per volume (>300 mg per 24 hours)—on maternal
and perinatal outcomes in patients diagnosed with preeclampsia.
This retrospective cohort study aimed to assess the influence
of these two different definitions of significant proteinuria on
maternal and perinatal outcomes in patients with preeclampsia.
Study Design: Medical records-based registry data from a
teaching hospital in northeast Florida were collected during
two distinct periods: March 2007 to November 2010 and Jan-
uary 2017 to December 2022. Pregnant patients diagnosed with
preeclampsia were divided into two groups based on two defini-
tions of significant proteinuria. Data analysis compared baseline
characteristics, maternal outcomes, and neonatal outcomes.
Results: A total of 242 pregnancies were included in the analysis.
Patients with proteinuria of >300 mg per liter per 24 hours
were more likely to have severe preeclampsia, elevated systolic
blood pressure, require intravenous antihypertensive treatment,
undergo cesarean delivery, exhibit abnormal biochemical tests,
and deliver at an earlier gestational age compared to patients with
proteinuria of >300 mg per 24 hours.
Conclusion: In this study, the concentration-based definition of
significant proteinuria in preeclampsiawas associatedwithworse
neonatal and maternal outcomes. These findings suggest that the
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amount of proteinuria may help stratify risk among pregnant
patients. However, further research is needed to corroborate these
findings and to refine the diagnostic criteria for preeclampsia to
enhance management protocols and improve patient care.

240 | Efficacy and Outcomes of a 4 French Aortic
Occlusion Balloon in Complex Placenta Accreta Surgery

Joseph C. Mulhall1; Yamely H. Mendez1; Christina C. Reed2;
Arthur Ladron De Guevara1; Keneshia Lane1; Jonathan Gross1;
Amir A. Shamshirsaz1; Hendrik A. Lombaard3; Michael A.
Belfort4; Claire Hoppenot1; Jessian L. Munoz1
1Baylor College of Medicine, Houston, TX; 2Baylor College of
Medicine at Texas Children’s Pavilion for Women, Houston, TX;
3Texas Children’s Hospital, Houston, TX; 4Texas Children’s
Hospital and Baylor College of Medicine, Houston, TX

10:30 AM - 12:30 PM
Objective: Placenta Accreta Spectrum (PAS) is associated with
significant maternal morbidity at time of cesarean hysterectomy.
Aortic balloon occlusion is a technique used to reduce blood loss
in cases of PAS, yet there is a risk of vascular injury at the point
of arterial access. Traditional balloon devices require a 12 French
arterial sheath. We evaluated our surgical outcomes using an
innovative 4 French balloon occlusion device.
Study Design: This was a retrospective cohort study of patients
with ultrasound findings consistent with complex PAS (placenta
increta or percreta) who were delivered at a single tertiary care
center from January 2020 to June 2024 with confirmed PAS on
histopathology. Patients delivered after March 2022 were eligible
to receive the 4 French balloon occlusion device. The patients
delivered in the 28months preceding this date served as historical
controls. Uni- and multivariate analyses were performed for
outcomes and confounding variables.
Results: There were 22 patients who received a 4 French aortic
balloon occlusion device during the study period and 25 patients
in the control group. There were no differences in baseline
demographics between the two groups, and each group had
similar distribution of pathologic PAS diagnoses (Table 1). Twelve
patients (55%) had the balloon occlusion device deployed during
delivery with an average deployment time of 39 minutes. There
were no differences in estimated blood loss, transfusion rate,
ICU admission, or postoperative length of stay between groups.
Patientswho received a balloon occlusion device had significantly
longer operative time (341 min vs 289 min, p = 0.04) and higher

readmission rate (27% vs 4%, p = 0.04). There were no cases of
vascular injuries.
Conclusion: In our cohort, placement of a 4 French aortic
occlusion balloon was associated with higher operative time
and readmission rates, with no difference in other operative
outcomes. There were no cases of vascular complications related
to balloon placement. Larger studies are needed to identify
patients who may benefit from this aortic balloon occlusion
device.

241 | Antenatal Factors Associated with Inflation of 4
French Aortic Occlusion Balloon in Placenta Accreta
Surgery

Joseph C. Mulhall1; Yamely H. Mendez1; Christina C. Reed2;
Arthur Ladron De Guevara1; Keneshia Lane1; Jonathan Gross1;
Claire Hoppenot1; Amir A. Shamshirsaz1; Hendrik A.
Lombaard3; Michael A. Belfort4; Jessian L. Munoz1
1Baylor College of Medicine, Houston, TX; 2Baylor College of
Medicine at Texas Children’s Pavilion for Women, Houston, TX;
3Texas Children’s Hospital, Houston, TX; 4Texas Children’s
Hospital and Baylor College of Medicine, Houston, TX

10:30 AM - 12:30 PM
Objective: Aortic balloon occlusion is a technique used to reduce
blood loss in cases of placenta accreta spectrum (PAS). Currently,
there is no consensus on which patients would most benefit
from aortic balloon device placement. We evaluated differences
in antenatal clinical factors between patients who had the device
inflated from those who had the device placed but not inflated.
Study Design: This was a retrospective case-control study of
patients with ultrasound findings consistent with PAS who
were delivered at a single tertiary care center from March 2022
through June 2024 and had a 4 French aortic occlusion balloon
placed prior to surgery. Patients who had the balloon inflated
intraoperatively were compared to patients who had the device
inserted but not inflated. Uni- and multivariate analyses were
performed for outcomes and confounding variables.
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Results: There were 59 patients who had the 4 French aortic
occlusion balloon placed during the study period, 28 of which
had the balloon inflated during surgery. The average duration
of balloon inflation was 35 minutes. There were no differences
in demographic factors and medical histories between groups,
including number of uterine surgeries (2.7 vs 2.8, p = 0.80) or
timing of delivery (32.4 vs 33.0 weeks, p = 0.40). Additionally,
there was no significant difference in the number or type of
PAS ultrasound findings between groups. The suspected PAS
diagnoses were similar in each group. Patients who had balloon
inflated were more likely to have greater than two episodes of
antenatal bleeding episodes though this did not reach statistical
significance (18% vs 3%, p = 0.08). Antepartum complications
were similar between both groups.
Conclusion: In our cohort we were unable to identify demo-
graphic, ultrasonographic, or antepartum factors that were
associated with inflation of 4 French aortic occlusion balloon.
These findings highlight the challenge in identifying patientswho
wouldmost benefit from this device. Further research is needed to
stratify patients for use of aortic occlusion balloon in PAS surgery.

242 | Stage 1 Hypertension Before 20Weeks of Gestation is
Associated with Postpartum Anti-Hypertensive Use

Julia Whitley1; Julia Burd1; Bree A. Goodman1; Bethany Sabol2;
Antonina I. Frolova3; Jeannie C. Kelly4; Roxane Rampersad1;
Nandini Raghuraman4
1Washington University in St. Louis, St. Louis, MO; 2University of
Minnesota, Minneapolis, MN; 3Washington University School of
Medicine, St. Louis, MO; 4Washington University School of
Medicine in St. Louis, St. Louis, MO

10:30 AM - 12:30 PM
Objective: Stage 1 hypertension (HTN), as defined by the Amer-
ican Heart Association, is associated with an increased risk of
hypertensive disorders of pregnancy (HDP). Our objective was
to evaluate if stage 1 HTN before 20 weeks of gestation was

associated with persistent anti-hypertensive medication use at 6
weeks postpartum (PP).
Study Design: This was a retrospective cohort study at a
single tertiary care center of all patients who delivered singleton
gestations after 20 weeks of gestation between 2014-2016. Patients
with chronic HTN and those who did not have 6 week PP
data were excluded. Stage 1 HTN was defined as a maximum
blood pressure (BP) of 130-139/80-89 before 20 weeks of gestation.
Normotensive patients were those with all BPs< 130/80 before 20
weeks of gestation. The primary outcome was anti-hypertensive
medication use at the 6 week PP visit, and the secondary outcome
was PP re-admission for HDP. Multivariable logistic regression
was used to adjust for potential confounders.
Results: 1546 normotensive patients were compared to 465
patients with stage 1 HTN before 20 weeks of gestation. Patients
with stage 1HTNweremore likely to develop aHDP.Compared to
normotensive patients, those with stage 1 HTNwere significantly
more likely to require anti-hypertensive medication at 6 weeks
PP (8.8% vs. 2.9%, aOR 2.23; 95% CI, 1.41-3.54), even when the
analysis was restricted to patients who developed a HDP (P =
0.02). Patients with stage 1 HTN were also significantly more
likely to be re-admitted for a HDP (3.9% vs. 1.5%, aOR 2.11; 95%
CI, 1.10-4.06).
Conclusion: Stage 1 hypertension before 20 weeks gestation
should be considered a risk factor for persistent anti-hypertensive
use at 6 weeks PP and re-admission for HTN, and targeted for
future study.

243 | The Performance of an Automated Risk Stratification
Tool for PostpartumHemorrhage Prediction

Juliet Musabeyezu1; Kaitlyn E. James2; Christina M. Duzyj2;
William H Barth, Jr.2; Thomas H. McCoy3; Roy H. Perlis2; Anjali
J. Kaimal4; Mark A. Clapp2
1Massachusetts General Brigham, Boston, MA; 2Massachusetts
General Hospital, Boston, MA; 3Massachusetts General Brigham,
boston, MA; 4University of South Florida, Tampa, FL

10:30 AM - 12:30 PM
Objective: PPH is one of the most common causes of morbidity
during labor and delivery. Most current risk stratification tools
rely on manual completion of checklists at multiple time points,
increasing non-patient-facing tasks for the care team and relying
on information recorded in multiple places in the EHR. Our
objective was to automate a common PPH risk stratification
tool using data routinely captured in the EHR and assess its
performance to predict PPH.
Study Design: We automated the assignment of the AWHONN
PPH Risk Tool designation using structured, real-time data in
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the EHR at the time of admission, pre-delivery, and postpartum.
Individuals were classified as low, medium, or high risk using the
AWHOONPPHTool risk factor framework (v1.2).We assessed the
performance of the automated tool to predict PPH (EBL≥1,000
mL) by measuring sensitivity, specificity, PPV, and NPV for the
high-risk group at each timepoint using data from all individuals
who delivered at a single academic institution between July 2023
and April 2024.
Results: 1208 participantswere included, ofwhich 141 (11.8%) had
a PPH. The distribution of patients between the risk categories
at the three timepoints and the rate of PPH are shown in the
Figure. 32.8%, 42.5%, and 45.0%were high-risk on admission, pre-
birth, and post-birth, respectively. The rate of PPH increased with
corresponding risk categories at each time point, demonstrating
the tool’s value in stratifying risk. On admission, the rate of PPH
in the low risk compared to the high-risk groupwas 6.5% vs. 17.4%.
Among those classified as high risk, the sensitivity increased
from 48.9% to 61.0% from admission to post-birth, and the PPV
decreased from 17.4 to 15.8%.
Conclusion: A real-time, automated version of a common PPH
risk assessment tool can stratify the PPH risk using clinical
EHR data. Future work is focused on the ability of this tool
to reduce administrative burdens of the team and improve
team awareness and communication through the triggering of
real-time, automated alerts for PPH risk.

244 | Effect of a High Dose Oxytocin Protocol for
Management of Labor

Kaitlyn M. Dorn1; Sarah Oliver1; Maggie Ross1; Le’Nisha
Williams1; Frank B. Williams1; Joseph R. Biggio, Jr2; Jane
Martin1

1Ochsner Clinic Foundation, New Orleans, LA; 2Ochsner Health,
New Orleans, LA

10:30 AM - 12:30 PM
Objective: Randomized data suggest high dose oxytocin reduces
duration of labor without increasing adverse outcomes. Among
nulliparous patients without contraindications to labor, we com-
pared low versus high dose oxytocin on rate of spontaneous
vaginal delivery (SVD) within 24 hours of oxytocin initiation.
Study Design: We conducted a retrospective cohort study of
nulliparous women 36w0d gestation or greater undergoing labor
induction or augmentation at a single tertiary care center from
April 2021 to August 2023. Patients with a history of uterine
surgery or non-cephalic presentation were excluded. Low dose
oxytocin protocol was standard of care prior to September 2022
and consisted of a starting dose of 2 mU/minute, titrated by 2
mU/minute every 30minutes. Patients delivering after September
2022 received high dose oxytocin protocol, which consisted of a
starting dose of 4 mU/minute, titrated by 4 mU/minute every 30
minutes. Primary outcome was SVD within 24 hours of oxytocin
initiation. Secondary outcomes included median duration of
labor, delivery mode, intra-amniotic infection (IAI), postpartum
hemorrhage (PPH), and five-minute Apgar less than 7.
Results: There were 2,147 patients eligible for enrollment: 1058 in
the lowdose oxytocin armand 1089 in the high dose oxytocin arm.
There was no difference in rate of SVDwithin 24 hours according
to oxytocin dose protocol (69 vs 67%, p 0.381). Similarly, there
were no differences in secondary outcomes. A sub-analysis was
performed to assess patients who received oxytocin alonewithout
exposure to other methods of induction or augmentation. Rate
of SVD within 24 hours increased (81 vs 75%, p 0.048) and labor
duration decreased (10.5 vs 12.7 hours, p < 0.001) with high dose
oxytocin when compared to low dose oxytocin.
Conclusion: When assessing all nulliparous patients admitted
for labor induction or augmentation, implementation of a high
dose oxytocin protocol did not result in increased rates of SVD
within 24 hours. Rates of SVD within 24 hours were increased
and median labor duration was shorter with oxytocin exposure
alone.
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245 | Establishing the Most Accurate Due Date in Twin
Gestation by Second and Third Trimester Ultrasound

Katelyn J. Rittenhouse1; Ambika V. Viswanathan2; Teeranan
Pokaprakarn2; Yuri Sebastião2; Elizabeth M. Stringer2; William
H. Goodnight2; Jeffrey S.A. Stringer2
1University of North Carolina - Chapel Hill, Chapel Hill, NC;
2University of North Carolina at Chapel Hill, Chapel Hill, NC

10:30 AM - 12:30 PM
Objective:We assessed the optimal sonographic dating approach
for twin gestations presenting to antenatal care beyond the first
trimester.
Study Design: We studied twin pregnancies receiving care at the
University of North Carolina between Nov 2017 and Aug 2023
whose gestational age (GA) had been definitively established by
first trimester ultrasound or in vitro fertilization (“ground truth”).
We included all ultrasound studies with complete biometry
conducted after 14 weeks gestation. We assessed the accuracy
of Hadlock IV GA dating using the smaller, average, and larger
twin’s biometric data against “ground truth” gestational age.
Results: Our analysis dataset consisted of 2,103 studies from
593 twin pregnancies. 27% (161) pregnancies were monochorionic
and 1% (8) were monoamniotic. The mean absolute error ±
standard error (MAE ± SE) was 5.77 ± 0.12 days for the smaller
twin, 4.41 ± 0.09 days for the average twin, and 4.06 ± 0.07
days for the larger twin. The average error (AE) showed that
all three measurements underestimated gestational age when
compared to ground truth, with the larger twin having the least
bias (smaller twin -4.53 ± 0.14; average twin -2.28 ± 0.12; larger
twin -0.03 ± 0.12). These results held across sensitivity analyses
including only one ultrasound scan per pregnancy and stratifying
by chorionicity.
Conclusion: In the 2nd and 3rd trimesters, gestational age dating
is more accurate and less biased when using the biometry of the
larger twin, as compared to the smaller twin or an average of
the two twins. Guidelines should be updated to provide clear
guidance on establishing twin GA when the dating ultrasound is
performed beyond the first trimester.

246 | Association Between Abnormal Umbilical Artery
Doppler and Stillbirth in a Zambian Cohort

Katelyn J. Rittenhouse1; Margaret P. Kasaro2; Yuri Sebastião3;
Elizabeth M. Stringer3; Bellington Vwalika4; Jeffrey S.A.
Stringer3
1University of North Carolina - Chapel Hill, Chapel Hill, NC;
2UNC Lusaka, UNC Zambia, Lusaka; 3University of North
Carolina at Chapel Hill, Chapel Hill, NC; 4University Teaching
Hospital, Lusaka, Lusaka

10:30 AM - 12:30 PM
Objective: We sought to estimate the association between
abnormal 3rd trimester UAD and stillbirth in an unselected,
well-characterized Zambian cohort.
Study Design: The Zambian Prematurity Prevention Study
(ZAPPS) is a prospective antenatal cohort in Lusaka with contin-
uous enrollment since 2015. Since 3/2020, UAD were routinely
obtained during 3rd trimester ultrasound. FGR was defined as
an estimated fetal weight (EFW) < 10%ile. Abnormal UAD
was defined as 1) reversed or absent end diastolic flow (EDF)
or 2) systolic/diastolic (S/D) ratio >95%ile for gestational age.
FGR and S/D ratio were estimated using INTERGROWTH-21st
standards. The primary outcome was stillbirth, defined as fetal
death >20wks gestation. Using marginal standardization, we
estimated crude and adjusted risk of stillbirth among singleton
gestations. We also estimated risk of NICU admission and 5
minute APGAR < 7.
Results: Between 9/2020-12/2022, 988 singletons were enrolled
in ZAPPS with a 3rd trimester growth ultrasound performed
(range: 31-34wks). Delivery outcome was available on 978 preg-
nancies (99%) with 11 (1%) cases of stillbirth. During 3rd trimester
ultrasound, 92 (9%) pregnancies were diagnosed with FGR and
77 (8%) had abnormal UAD (absent EDF: 32; S/D >95%ile:
45). Both FGR (ARR: 4.1; 95%CI: 1.1,15.1) and abnormal UAD
(ARR: 5.5; 95%CI: 1.6, 18.7) were associated with increased risk
of stillbirth in analyses adjusted for advanced maternal age
and hypertension. The association between abnormal UAD and
stillbirth was present even among normally grown fetuses (ARR:
6.6; 95%CI: 1.6,27.3). Abnormal UAD were also associated with
NICU admission (RR: 2.0 95%CI 1.1 3.4) and 5 minute APGAR <

7 (RR: 3.1 95%CI: 1.3,7.6).
Conclusion: In this well characterized urban African cohort,
abnormal UAD was common, only rarely comorbid with FGR,
and independently associated with stillbirth. Further research is
needed to understand the role of screening for abnormal UAD in
this population.

93 of 181



247 | Implementation Barriers of a Community-Based
Doula Program in an Academic Medical Center

Katherine Quinn1; Erica Marion1; Joni Williams1; Jessica Olson1;
Dalvery Blackwell2; Anna Palatnik1
1Medical College of Wisconsin, Milwaukee, WI; 2African American
Breastfeeding Network Inc., Milwaukee, WI

10:30 AM - 12:30 PM
Objective: Community-based doula care is an evidence-based
strategy to improve maternal and child health outcomes.
However, building equitable partnerships between doulas and
hospital-based labor and delivery clinicians presents challenges.
Laying the groundwork for a collaborative clinician-doula pro-
gram, this study aimed to identify multi-level barriers to devel-
oping and implementing a doula program for Black pregnant
patients.
Study Design: In spring 2024, we conducted 19 in-depth inter-
views with obstetric clinicians (n = 13) and nurses (n = 6)
from a single academic medical center and two focus groups
with doulas (n = 11), from a local community-based non-profit
organization. Conversations were audio-recorded, transcribed
verbatim, and coded in MAXQDA qualitative analysis software.
We used thematic analysis to understand program feasibility,
acceptability, and key implementation barriers.
Results: Overwhelmingly, providers and doulas recognized the
need for a collaborative clinician-doula program and believed it
could improve patient experiences and outcomes. They described
potential implementation barriers: 1) inconsistencies in doula
training and knowledge across organizations; 2) lack of clarity
around roles and expectations, particularly between nurses and
doulas; 3) lack of trust between doulas and clinicians; and 4)
hospital policies that limit collaboration. Overcoming these bar-
riers will require developing a robust, collaborative training and
implementation model that ensures equity between all partners.
Conclusion: Although community-based doulas improve equity
in maternal and child health outcomes, the multi-level barriers
identified in this formative study must be addressed to realize
the full benefits of a collaborative clinician-doula program. To
achieve equity goals, developing and implementing a clinician-
doula collaborative model should be grounded in a health equity

implementation science framework, informed by local data, and
cooperatively led by doulas and healthcare providers.

248 | Single-Nucleus Transcriptomic Analysis of Placental
Membranes Reveals Metabolic Dysregulation and
Increased Trophoblast Proliferation in COVID-19

Katherine B. Le1; Natalie N. Lanners1; Rachel Keuls2; Tina
Findley1; Ron Parchem2; Jacqueline G. Parchem1

1McGovern Medical School at UTHealth Houston, Houston, TX;
2Baylor College of Medicine, Houston, TX

10:30 AM - 12:30 PM
Objective: Recent work showing that placental membrane tro-
phoblasts expand in the context of severe preeclampsia suggests
a role for membrane trophoblasts in placental disease. Yet,
the biology and function of membrane trophoblasts are poorly
understood. We sought to determine the effects of inflammatory
stress from maternal COVID-19 on membrane cytotrophoblast
(CTB) and extravillous trophoblast (EVT) gene function.
Study Design: We analyzed placenta single-nucleus RNA
sequencing data from patients with symptomatic COVID-19 at
birth (n = 4) and healthy gestational age-matched controls (n
= 4). To evaluate the effects of COVID-19 on membrane CTBs
and EVTs, we identified differentially expressed genes (DEGs)
in COVID-19 vs. control samples for each cell population using
Seurat in R. GO Biological Process gene set enrichment analysis
(GSEA) was conducted using the Fgsea R package (q-value
threshold < 0.1).
Results: EVTs showed downregulation of mitochondrial genes
(MT-ND4, MT-ND5) and matrix metalloproteinase inhibitors
(TIMP2, TIMP3), which regulate tissue remodeling and apopto-
sis. EVTs also exhibited upregulated PAPPA2, a growth factor
regulator, and EGLN3, a hypoxia inducible factor. CTBs showed
similar downregulation of mitochondrial genes and upregulation
of EGLN3, in addition to PPARG, whose increased expression
has been linked to ameliorating placental dysfunction. GSEA
of EVT DEGs revealed the upregulation of pathways involved
in signal transduction and cell proliferation, including MAPK
cascade. Oxidative phosphorylation and cellular respiration were
downregulated (Fig 1). GSEA results for CTBs showed path-
ways involved in carbohydrate metabolism and cell proliferation,
although these were not significant.
Conclusion: In the setting of placental stress due to COVID-
19, membrane EVTs and CTBs demonstrate mitochondrial
dysfunction, response to hypoxia, downregulation of aerobic
respiration pathways, and upregulation of cell proliferation
pathways, primarily observed in EVTs. This study uncovers adap-
tations of understudied membrane trophoblasts in the context of
COVID-19.
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249 | Association of Maternal Serum 25-Hydroxyvitamin D
Level in Mid-Gestation with Fetal Adiposity: a
Longitudinal Study

Keisuke Akita1; Satoru Ikenoue1; Junko Tamai1; Naotsugu
Ishikawa1; Yasuhiko Ogata1; Kaoru Kajikawa1; Yuka Fukuma1;
Yuya Tanaka1; Toshimitsu Otani2; Yoshifumi Kasuga1; Mamoru
Tanaka1
1Keio University School of Medicine, Shinjuku-ku, Tokyo; 2Keio
University School of Medicine, Nakano-ku, Tokyo

10:30 AM - 12:30 PM
Objective: 25-Hydroxyvitamin D (25(OH)D) regulates lipid
metabolism, and its decrease is proposed as a pathogenesis
of metabolic syndrome. Fetuses are dependent on supply of
25(OH)D from maternal circulation though pregnant women
are described as a population at risk for decreased 25(OH)D.
Recently, quantitative evaluation of fetal adiposity using ultra-
sonography has been established, and clinical investigations
revealed that gestational diabetes mellitus (GDM) is associated
with increased fetal adiposity. However, the influence ofmaternal
serum 25(OH)D on fetal fat deposition remains unclear. This
study aimed to investigate the association of maternal serum
25(OH)D level in mid-gestation with fetal adiposity.
Study Design: A prospective study was conducted in a cohort
of 89 (including 22 GDM) singleton pregnancies. Maternal blood
sample was obtained at 24 weeks. Fetal ultrasonography was
performed serially at 24, 30 and 36 weeks. Estimated fetal
adiposity (EFA) was calculated by integrating measurements of
cross-sectional arm and thigh percentage fat area and anterior
abdominal wall thickness as previously reported. The association
between maternal serum 25(OH)D and EFA were determined
by multiple linear regression adjusted for potential covariates
including maternal age, parity, pre-pregnancy BMI, gestational
weight gain and fetal sex. GDM was diagnosed by the national
clinical practice guideline based on the 75g oral glucose tolerance
test.
Results: Maternal serum 25(OH)D at 24 weeks was 16.2±7.7
ng/ml (mean±S.D.).Maternal serum 25(OH)Dwas not associated
with EFA at 24 and 30 weeks, but significantly and inversely
correlated with EFA at 36 weeks (r = -0.223, p = 0.032). The
magnitude of this association was pronounced particularly in
GDM group (r = -0.447, p = 0.033), and not significant in
non-GDM group (r = -0.147, p = 0.227).

Conclusion: Maternal serum 25(OH)D level in mid-gestation
was inversely associated with fetal adiposity in late gestation.
Maternal 25(OH)D could be an early biomarker of fetal adiposity
especially in the diabetic pregnancies.

250 | Optimal Interpregnancy Interval after Periviable
Birth

Kelli M. McFarling1; Sarayu Parise2; Brittany Austin2; Rebecca
Crowe2; Matthew M. Finneran2
1Medical University of South Carolina, Columbia, SC; 2Medical
University of South Carolina, Charleston, SC

10:30 AM - 12:30 PM
Objective: ACOG and SMFM recommend advising patients to
avoid interpregnancy intervals of less than six months and
to counsel regarding the risk and benefits of interpregnancy
intervals of less than 18 months. The WHO specifies that after
live births an interpregnancy interval of at least 24 months is
recommendedwhile after miscarriage an interpregnancy interval
of at least 6 months is recommended. However, no guidelines
specifically target patients who deliver periviable neonates, many
of which do not survive. Our objective was to evaluate the impact
of the interpregnancy interval on birth outcomes in women with
a prior periviable birth.
Study Design: We performed a retrospective cohort study of
women with a history of periviable birth (22w0d to 24w6d)
from 2001-2020 with a subsequent singleton pregnancy with
available outcome data. The primary outcome was gestational
age at delivery while secondary outcomes included percent of
miscarriage andmode of delivery. Categorical data was evaluated
with Chi-square analysis and continuous data was analyzed with
Kruskal-Wallis tests.
Results: 148 patients were included; 34 with an interpregnancy
interval of < 6 months, 35 with an interpregnancy interval of 6-
18 months and 79 with an interpregnancy interval of >18 months.
Most patients were black, multiparous and delivered their index
pregnancy due to preterm labor, preterm premature rupture or
membranes or cervical insufficiency. Demographics were similar
between groups. There were no significant differences in the
primary outcome with the median gestational age at delivery
for each groups at 37.1 weeks (p = 0.898). In addition, the risk
of miscarriage (20.6%, 25.7% and 27.7%, p = 0.776) and mode of
delivery (57.7%, 62.5% and 48.2%, p = 0.453) were similar between
groups.
Conclusion: Our study does not indicate a higher risk of preterm
birth or miscarriage in patients with short interpregnancy
intervals after periviable birth.
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251 | Closing the gap: Postpartum Transition of Treatment
for Chronic Hypertension in the United States, 2008-2022

Kelly F. Darmawan1; Elizabeth B. Sherwin2; Brian T. Bateman3;
Danielle M. Panelli2; Sara Siadat1; Stephanie A. Leonard2
1Stanford University, Stanford University, CA; 2Stanford
University, Palo Alto, CA; 3Stanford University, Stanford, CA

10:30 AM - 12:30 PM
Objective: Medication treatment of chronic hypertension
(cHTN) is effective for blood pressure control during and after
pregnancy, which is imperative to reduce the risk of adverse
outcomes. However, postpartum challenges, including switching
to first-line antihypertensive medications that are recommended
outside of pregnancy and transitions in primary care providers,
may affect the use of antihypertensive medications during this
time. We examined patterns of postpartum antihypertensive
medication use among people with cHTN requiring medication.
Study Design: We used the MerativeTM MarketScan Database of
people in the U.S. with private insurance who gave birth between
2008-2022. The study included people with livebirths compli-
cated by cHTN in pregnancy requiring labetalol, nifedipine, or
methyldopa for treatment during the first 20 weeks of gestation.
We analyzed prescription fills of all antihypertensive medica-
tions from 0-6 months postpartum, and examined differences in
medication use by comorbidities and in each month postpartum.
Results: Among 20,168 people with cHTN requiring treatment
during pregnancy, 83% received an antihypertensive medication
in the first 6 months postpartum and 17% did not (Table 1).
Labetalol was the most common medication used (47%), with <

10% use of antihypertensive medications other than nifedipine
(23%) or methyldopa (17%). Use of lisinopril was higher in people
with diabetes (14%), chronic renal disease (14%), class 3 obesity
(11%), or lupus (13%) comparedwith the overall cohort (9.2%). Use

of any medication was 60% in the first month postpartum, then
decreased to 41% by six months postpartum (Figure 1).
Conclusion: In this national, contemporary cohort, 17% of people
with cHTN who required treatment early in pregnancy did not
receive an antihypertensivemedication in the first 6months post-
partum. Use of any medication fell to less than 50% by 2 months
postpartum. These findings show the need to improve adher-
ence and transition to appropriate antihypertensive medications
postpartum.

252 | 6-MonthMental Health Outcomes Among
Participants in a Postpartum Care in the NICU (PeliCaN)
Trial

Kelly Zafman1; Niesha Darden2; Laura Walker2; Maggie Power3;
Rachel Ledyard2; Sara Kornfield3; Sheila Shanmugan3; Heather
Burris2
1Hospital of the University of Pennsylvania, Philadelphia, PA;
2Children’s Hospital of Philadelphia, Philadelphia, PA;
3University of Pennsylvania, Philadelphia, PA
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10:30 AM - 12:30 PM
Objective: To compare mental health outcomes among individ-
uals randomized to a co-located postpartum care delivery model
in the Neonatal Intensive Care Unit (NICU) (PeliCaN) to controls
randomized to usual postpartum care.
Study Design: This was a secondary analysis of the PeliCaN
trial in which postpartum parents of preterm infants < 34 weeks
gestation admitted to the NICU with an expected length of
stay >1 week were included. Doulas provided comprehensive
informational and emotional support tailored to the unique needs
of NICU parents and facilitated the coordination of a midwifery
postpartum visit within the NICU. Mental health outcomes were
assessed including Edinburgh Postnatal Depression Scale (EPDS)
scores at enrollment and at 6 months postpartum and post-
traumatic stress disorder (PTSD) Checklist for DSM-5 (PCL-5), an
assessment of PTSD symptoms, at 6 months postpartum.
Results: 34/37 of the participants in the parent trial completed
mental health screening and were included in this analysis.
Participants in the intervention armhad lowermean EPDS scores
(4.82 vs. 5.82, p = 0.56) and PCL-5 scores (18.7 vs. 22.2, p = 0.40)
at 6 months postpartum compared to usual care though this did
not reach significance. No participants in either group indicated
thoughts of self-harm on question 10 of the EPDS at baseline or
6 months postpartum. However, two patients in the intervention
arm experienced neonatal deaths and reported acute suicidality
to the supporting doulas outside of screening. Both patients were
connected to appropriate emergency psychiatric care.
Conclusion: While no significant differences in mental health
screening scores were detected between intervention and control
participants of the PeliCaN trial, doulas were able to success-
fully identify and intervene on acute suicidal symptoms of two
patients. This underscores the value of the doula-led postpartum
care model for vulnerable NICU parents, highlighted by the
trusting relationships developed and the willingness of parents
to seek assistance when facing mental health emergencies.

253 | Is LowMaternal Bp Associated with SGA in Those
Treated for Chronic Hypertension in Pregnancy?

Kim Boggess1; Justin Leach2; On behalf of The CHAP Study
Consortium
1University of North Carolina at Chapel HIll, Chapel Hill, NC;
2University of Alabama at Birmingham, Birmingham, AL

10:30 AM - 12:30 PM
Objective: In pregnant patients with mild chronic hypertension
(CHTN), maintaining blood pressure (BP) < 140/90 optimizes
perinatal outcome. However, treatment that leads to maternal
hypotension could lead to placental hypoperfusion and sub-
sequent poor fetal growth. Our objective was to estimate the
association betweenmaternal hypotension (’low BP’) and a small
for gestational age infant (SGA) infant in patients treated for mild
CHTN in pregnancy.
Study Design: This is a secondary analysis of the Chronic
Hypertension and Pregnancy (CHAP) Study, which randomized
pregnant patients with mild CHTN to treatment to achieve BP
< 140/90 versus < 160/105. For each participant we calculated
mean BP between 28-34 weeks and excluded those with mean
BP >140/90. We defined ‘low BP’ as either average BP < 110/70
or mean arterial pressure (MAP) < 80 and compared participants
with low BP to those with average SBP 110-139 and/or DBP 71-89
or MAP > 80. Our primary outcome was SGA (birthweight < 5th
percentile). Logistic regression was used to estimate association
between low BP and SGA.
Results: Of 2408 CHAP participants, 1205 (50%) met analysis
criteria [most common exclusions: 301 for mean BP > 140/90; 125
formissing birthweight]. Of 1205, 31 (2.6%) hadmean BP< 110/70,
and 33 (2.7%) had MAP < 80. SGA occurred in 62 (5.1%). Low
BP by either mean BP or mean MAP was not associated with an
SGA infant (Table). We found a nonlinear relationship between
MAP as a continuous variable and probability of SGA. As shown
in the Figure, lower MAP was associated with lower probability
of an SGA infant (p= 0.02). AsMAP increased from 80 to 97.5 the
probability of SGA increased and then plateaued.
Conclusion: Less than 3% of patients treated for mild CHTN
in pregnancy achieve average BP < 110/70 or MAP < 80, and
those with low BP did not have increase in odds of an SGA
infant. Patients can be reassured that pharmacologic treatment
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of hypertension infrequently results in BP < 110/70 or MAP < 80
and low BP does not appear to increase risk for SGA.

254 | AModel to Predict Latency in Preterm Prelabor
Rupture of Membranes (PPROM)

Kira Anne Bromwich1; Kelly Zafman2; Markolline Forkpa3; Jesse
Chittams4; Miatta Goba1; Nadav Schwartz5; Rebecca F. Hamm1

1University of Pennsylvania Perelman School of Medicine,
Philadelphia, PA; 2Hospital of the University of Pennsylvania,
Philadelphia, PA; 3Pennsylvania Medicine Women’s Health
Clinical Research Center, Philadelphia, PA; 4University of
Pennsylvania School of Nursing, Philadelphia, PA; 5University of
Pennsylvania, Perelman School of Medicine, Philadelphia, PA

10:30 AM - 12:30 PM
Objective: We sought to develop a model to predict length of
latency in patients with PPROM.
Study Design: This was a retrospective cohort study of singleton
gestations presenting with PPROM between 24w0d-32w6d from
2017-2022 at two large academic centers. Patients presenting
with active labor, clinical chorioamnionitis, contraindications to
expectantmanagement, or known fetal anomalies were excluded.
Primary outcomeswere latency≥2 days and≥7 days.We collected
data on maternal and obstetric history, prenatal course, and
symptoms, labs, vitals, and fetal data at presentation via indi-
vidual chart review. Multivariable logistic regression was used to
produce prediction models.
Results: Of 304 patients who presented with PPROM between
24w0d and 32w6d, 192 (63.1%) met inclusion criteria, with most
exclusions due to active labor or fetal anomalies. Gestational
age (GA; p = 0.02), presence of contractions (p = 0.02), and
cervical dilation (p = 0.03) were significantly associated with
latency ≥2 days. (Table 1.) After adjusting for confounders,
patients presenting with contractions had 62% lower odds of a
≥2 day latency. Each additional centimeter of dilation and week
of gestation reduced the odds of ≥2 day latency by 27% and

17%, respectively. Together, these variables achieved moderate
prediction of the outcome (AUC: 0.72. Figure 1). Examples of
variables not determined to be significant in the model included
parity, obstetric history, maternal vitals and basic lab markers,
and fetal heart rate patterns. For latency ≥7 days, only GA (p =
0.01) and cervical dilation (p = 0.01) were found to be significant,
yielding an adjusted model with an AUC of 0.68.
Conclusion: In patients presenting with PPROM, it is possible
to generate a predictive model for odds of latency ≥2 days. This
can be used to individualize counseling and help set patient
expectations, as well as to assist in guiding resource utilization
and necessity or timing of hospital transfer.

255 | Neonatal Outcomes of Patients in Cases of
Gestational Hypertension with Proteinuria

Kristen Warncke; Alesha M. White; Donald D. McIntire; C.
Edward Wells
University of Texas Southwestern Medical Center, Dallas, TX

10:30 AM - 12:30 PM
Objective: Hypertensive disorders of pregnancy are associated
with increased rates of adverse neonatal outcomes. The severity
of these outcomes is greatest in patients with pre-eclampsia
with severe features (SPE). Proteinuria was once considered a
diagnostic criterium for SPE, however as of the 2013 ACOG Task
Force of Hypertension In Pregnancy, it is no longer considered
a diagnostic marker. The objective of this study was to evaluate
the effects of maternal proteinuria in the presence of gestational
hypertension (gHTN) on subsequent neonatal outcomes.
Study Design: This was a retrospective cohort study to evaluate
neonatal outcomes of infants delivered to mothers with gHTN,
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gHTN with proteinuria and SPE who delivered after 37 weeks
gestation at a large public hospital between 2013 to 2022. Pro-
teinuriawas determined based on catheterized urine samples and
defined as 2+ or greater. Patients with chronic hypertension were
excluded. A multivariable logistic regression model was used to
analyze rates of 5-minute Apgar < 3, pH < 7, birthweight less
than the 3rd percentile, and neonatal intensive care unit (NICU)
admission after adjusting for race, age, parity and body mass
index.
Results: Of 94,115 live born infants 7,595 (8.1%) were delivered
to mothers diagnosed with gHTN, 1,831 (1.9%) to mothers with
gHTN with proteinuria, and 3,444 (3.7%) to mothers diagnosed
with SPE. Infants from mothers with gHTN, when compared
to gHTN with proteinuria, were significantly less likely to have
birthweights less than the 3rd percentile (OR 0.53 95% CI
0.42,0.66) and less likely to be admitted to the NICU (OR 0.61,
95% CI 0.51,0.73). There were no significant differences between
infants born to mothers with gHTN with proteinuria when
compared to infants born to mothers with SPE (Table).
Conclusion: Although no longer considered a diagnostic cri-
terium for SPE, maternal proteinuria in the setting gHTN is
associated with significant adverse outcomes of neonatal growth
restriction and NICU admission. The finding of proteinuria
remains an important diagnostic marker when evaluating hyper-
tensive disorders in pregnancy.

256 | Uptake of Prenatal Diagnostic Testing Before and
After Implementation of Non-Invasive Prenatal Screening

Kristen Warncke1; Gayathri D. Vadlamudi2; Jessica E.
Pruszynski3; Patricia Santiago-Munoz2; Elaine L. Duryea1
1University of Texas Southwestern Medical Center, Dallas, TX; 2UT
Southwestern Medical Center, Dallas, TX; 3University of Texas
Southwestern, Dallas, TX

10:30 AM - 12:30 PM
Objective: To compare the rate of invasive diagnostic test-
ing before and after implementation of non-invasive prenatal
screening (NIPS).
Study Design: We conducted a retrospective observational study
12 months before and after implementation of NIPS at a large
county hospital. Prior to the availability of NIPS, all patients
between 15-22 weeks were offered serum screening through
the quadruple screen. Starting August 2023, this was replaced
by universal implementation of NIPS for patients ≥ 10 weeks
gestation using a non-sequencing based rolling circle replication
on-site assay (Vanadis system, PerkinElmer,Waltham,MA,USA).
In both groups, individuals with abnormal screening results

were offered invasive diagnostic testing. Diagnostic testing rates
following abnormal screening and other indications including
fetal anomalies or targeted gene analysis were compared using
Chi-square.
Results: From August 2022 to August 2023, of 13,533 patients
receiving prenatal care, 7,149 patients underwent quadruple
screening. In this group, 466 screened positive for trisomy 18
or trisomy 21, and 26 (5.6%) of these patients elected invasive
diagnostic testing. Of the patients who elected diagnostic testing
following an abnormal quad screen, aneuploidy was confirmed
in 6 (23.1%). From August 2023 through July 2024, 11,631 (82.3%)
of 14,127 patients receiving prenatal care underwent NIPS. In
this group, 106 screened positive for either trisomy 13, 18, or 21.
Diagnostic testing was elected by 22 (20.8%) of these patients,
and aneuploidy confirmed in 10 (45.5%). The rate of invasive
diagnostic procedures performed for any indication in the overall
population did not change between the time epochs (116/13,533 vs
100/14,127, p = 0.16).
Conclusion: The rate of invasive diagnostic testing remained
unchanged following the implementation of NIPS. However,
following an abnormal screening result, the rate at which patients
opted for invasive diagnostic testing increased fourfold, while the
rate of diagnostic confirmation of aneuploidy through invasive
testing rose twofold compared to the use of the serum screen.

257 | Perfluorochemicals Paradoxically Exert
Immunosuppressive Effects in Fetal Membranes:
Implications for Preterm Premature Rupture of
Membranes

Emilie M. Stylli1; Kristin M. Klohonatz1; Briana Ferguson1; Rita
Leite1; Rachel Ledyard2; Heather Burris2; Lauren Anton1; Kristin
D. Gerson1
1University of Pennsylvania Perelman School of Medicine,
Philadelphia, PA; 2Children’s Hospital of Philadelphia,
Philadelphia, PA

10:30 AM - 12:30 PM
Objective: Perfluorochemicals (PFCs) are ubiquitous xenobiotics
used in the manufacturing of common household products.
These “forever chemicals” persist in human tissues for many
years and can exert immunomodulatory effects. Select PFCs have
been implicated in adverse pregnancy outcomes, with higher
concentrations detected in amniotic fluid and cord blood in
spontaneous preterm birth. We leveraged a human pregnancy
cohort and in vitromethodology to test the hypothesis that PFCs
induce inflammation in fetal membranes, thus compromising
membrane integrity and risk of preterm premature rupture of
membranes (PPROM).
Study Design: Relative PFC abundance was assessed by untar-
getedmetabolomics in amnion and chorion from cases of PPROM
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(n = 25) and term controls (n = 25) in a prospective pregnancy
cohort. Data were log2 transformed and analyzed by two-way
ANOVA (p < 0.05) with calculation of false discovery rates (q
< 0.1). For in vitro experiments, amnion epithelial cells (AECs)
were treated with PFCs (PFOS, PFOA, PFNA, or PFHxS) for
24h with doses based on physiologic concentrations. Proinflam-
matory cytokine IL-8 was measured in cell culture media (n =
3/condition) by ELISA. One-way ANOVAs with correction for
multiple comparisons were performed.
Results: Demographic characteristics were similar between
groups (Fig. 1). Amnion and chorion from PPROM had higher
abundance of PFOS versus term though the difference did not
persist after correction formultiple comparisons (Fig. 1). A similar
trend was seen for PFOA. Unexpectedly, PFOS, PFOA, PFNA,
and PFHxS all decreased basal levels of IL-8 in AECs in a
dose-dependent manner (Fig. 2, p < 0.05).
Conclusion: PFC accumulation in fetal membranes, an under-
studied reproductive tissue, may drive immune perturbations
underlying PPROM. Contrary to our hypothesis, these xenobi-
otics exert an immunosuppressive effect in the amnion, poten-
tially rendering fetal membranes more susceptible to other
sources of physiologic stress, including microbial challenge.
Mechanisms bywhich PFCs drive reproductive outcomes, includ-
ing preterm birth, warrant future investigation. Harrison Award
(KG, LA)

258 | Common Vaginal Microbes Modify Energy
Metabolism and Oxidative Balance: Potential Implications
on Reproductive Health

Gregory W. Kirschen1; Olha Kholod2; Briana Ferguson1; Britt A.
Goods2; Lauren Anton1; Kristin D. Gerson1
1University of Pennsylvania Perelman School of Medicine,
Philadelphia, PA; 2Dartmouth College, Hanover, NH

10:30 AM - 12:30 PM
Objective: Host-microbial interactions in the cervicovaginal
space modify reproductive outcomes. While Lactobacillus crispa-
tus (LC) supports vaginal health, anaerobes like Gardnerella
vaginalis (GV) have been implicated in pathologic processes, such
as preterm birth. Our study leveraged global metabolomics as a
biochemical window into these complexities.
Study Design: We used an in vitro host cell-microbial co-
culture model. Vaginal, ectocervical, and endocervical epithelial
cells, and THP-1-derived macrophages (MØs) were treated with
105-107 CFUs of LC or GV for 24h. We conducted untargeted
metabolomics on cell culture media (n = 3/condition). Log2
transformed batch-normalized data were analyzed by two-way
ANOVA (p < 0.05) with calculation of false discovery rates (q
< 0.1). Primary component analysis was performed with total
variance as a sum of variances of predicted values of each
component.
Results: Experimental groups clustered by treatment for epithe-
lial cells, while MØs grouped separately (Fig. 1). Compared
to non-treated control, both LC and GV increased numerous
metabolites across pathways; fewer metabolites were decreased
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by microbial exposure (data not shown). While both LC and GV
increased branched chain amino acid metabolites, GV exerted a
more robust effect, suggesting increased GV-utilization of nitro-
gen energy sources. LC increased lactate derivatives, reflecting
rapid glucose utilization. GV increased polyamine, phospho-
lipid, and oxidative stress metabolites, potentially signifying cell
membrane breakdown or turnover. Top differentially detected
metabolites, all increased by microbial exposure, are presented in
Table 1.
Conclusion: Our data reveal differences in energy metabolism
and oxidative balance in response to common vaginal microbes.
As metabolites may serve as chemical messengers, our findings
provide a biochemical lens through which the complexities of
host-microbial communication may be more clearly discerned.
Modification of this metabolic milieu carries translational poten-
tial to mitigate risk of adverse reproductive outcomes. University
of Pennsylvania Research Foundation Award (KG)

259 | Fetal Growth Trajectories in Pregnancies
Complicated by Type 2 Diabetes

Kundai Crites1; Armando Pena2; Joanna Izewski1; Erin M.
Cleary1; Christina M. Scifres1
1Indiana University School of Medicine, Indianapolis, IN;
2Indiana University School of Public Health, Bloomington, IN

10:30 AM - 12:30 PM
Objective: We evaluated factors associated with small for ges-
tational age (SGA) and large for gestational age (LGA) birth
weight and ultrasound growth trajectories to better understand
fetal growth among pregnancies with type 2 diabetes (T2DM).
Study Design: We conducted a retrospective cohort study of
individuals with T2DM and a singleton gestation between 2018-
2020who had biometrymeasured between 16-23 weeks gestation.
Maternal demographics, clinical factors, and serial ultrasound
measurements were abstracted from the electronic health record.
Birth weight was classified as small for gestational age (SGA),
large for gestational age (LGA), and appropriate for gestational
age (AGA) using a US birth weight standard.Multinomial logistic
regression was used to assess the relationship between maternal
characteristics and newborn birth weight category. Covariance
pattern models with linear and quadratic terms were used to
assess differences in fetal growth trajectories.
Results: LGA birth weight occurred in 81/300 (27%) and SGA
birth weight in 25/300 (8.3%). After adjustment for covariates,
a higher BMI at the first prenatal visit (aOR 0.91, 95% CI 0.83-
0.99) and higher maternal weight gain across gestation (aOR
0.88, 95% CI 0.79-0.98) were associated with reduced risk for
SGA birth weight, and a higher HbA1c after 20 weeks’ gestation
was associated with increased risk for LGA birth weight (aOR
1.41, 95% CI 1.06-1.87). In the mid-trimester, the EFW was
higher in LGA birth weight infants compared to those born
AGA, but there were no differences between those born AGA
and SGA. EFW trajectories differed significantly over time by
birth weight categories (Figure 1). Similar patterns were seen
for the abdominal circumference, with no differences in head
circumference and femur length either at baseline or over time.
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Conclusion: Patterns of fetal overgrowth in pregnancies compli-
cated byT2DMare established in early pregnancy. Further studies
are needed to assess whether interventions to improve maternal
glycemia in the second half of pregnancy can reduce the risk for
LGA birth weight.

260 | Subclinical Hypothyroidism in Pregnancy:
Assessment of Severe Maternal Morbidity

Laurel S. Aberle1; Katherine Bayard1; Jennifer Yao2; Shinya
Matsuzaki3; Rachel S. Mandelbaum4; Joseph G. Ouzounian4;
Koji Matsuo4
1LAGMC + USC OBGYN, Los Angeles, CA; 2Keck School of
Medicine, University of Southern California, Los Angeles, CA;
3Osaka University Graduate School of Medicine, Osaka, Osaka;
4University of Southern California/Los Angeles General Medical
Center, Los Angeles, CA

10:30 AM - 12:30 PM

Objective: To assess the association between subclinical
hypothyroidism and severe maternal morbidity at delivery.
Study Design: This cross-sectional study queried the Healthcare
Cost and Utilization Project’s National Inpatient Sample. The
study population included 21,517,317 delivery hospitalizations
from 2016-2021. Subclinical hypothyroidism was identified with
the World Health Organization’s International Classification of
Disease 10th revision code of E02. Severe maternal morbidity
followed the Centers for Disease Control and Prevention defini-
tion (20 indicators). Multivariable log-Poisson generalized linear
model was created to examine the association of subclinical
hypothyroidism and severe maternal morbidity.
Results: A total of 11,885 patients had a diagnosis of subclinical
hypothyroidism, corresponding to 5.5 per 10,000 or one in 1,810
deliveries. Older maternal age, White / Asian race, hypertensive
disorder (pregestational, gestational, and pre-eclampsia), dia-
betes mellitus (pregestational and gestational), obesity, asthma,
fetal growth restriction, and early preterm delivery (< 34 weeks)
were associated with subclinical hypothyroidism inmultivariable
analysis. After controlling for clinico-obstetric factors, subclinical
hypothyroidism was independently associated with an increased
risk of severe maternal morbidity at delivery (185.1 vs 81.1 per
10,000, adjusted-odds ratio [aOR] 1.48, 95% confidence interval
[CI] 1.33-1.64). Among the individual indicators, the risk of
eclampsia (25.2 vs 7.8, aOR 3.18, 95%CI 2.22-4.55), pulmonary
edema (25.2 vs 7.0, aOR 2.34, 95%CI 1.63-3.34), and acute
respiratory distress syndrome (29.4 vs 12.3, aOR 2.08, 95%CI 1.49-
2.90) were particularly increased among patients with subclinical
hypothyroidism (all, aOR >2.00).
Conclusion: The results of this contemporaneous nationwide
assessment suggest that subclinical hypothyroidism may be
associated with an increased risk of severe maternal morbidity
at delivery. Whether or not universal thyroid testing in early
pregnancy and treatment improve outcome in at risk-populations
warrants further evaluation prospectively.

261 | Participation in a Remote Blood Pressure Monitoring
Program and Engagement in Postpartum Care

Lauren Walheim1; Lisbet S. Lundsberg1; Jennifer F. Culhane1;
Nicole Spaulding2; Christine Coffey2; Elizabeth Forbes2; Caitlin
Partridge1; Katherine Campbell1; Anna Denoble1
1Yale School of Medicine, New Haven, CT; 2Yale New Haven
Hospital, New Haven, CT

10:30 AM - 12:30 PM
Objective: Remote postpartum (PP) blood pressure (BP) moni-
toring programs may improve postpartum visit (PPV) attendance
for patients with hypertensive disorders of pregnancy (HDP).
This study aims to compare patient characteristics and overall PP
care utilization between patients who do and do not engage in a
telehealth-based PP remote BP monitoring program.
Study Design: This was a retrospective study of participants
in our institutional PP remote BP monitoring program from
11/1/2022-10/31/2023. Eligibility criteria included a diagnosis of
chronic hypertension (HTN) or HDP. Patients were given a BP
cuff, instructed on home BP monitoring, and scheduled for a
telehealth visit within 1 week of discharge. Patients graduated
when BP normalized off therapy or at 12 weeks PP. Participants
were divided into 3 groups based on participation: 1) declined
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or enrolled but never attended; 2) attended ≥1 visit but did not
graduate; 3) graduated. Patient characteristics and PP care were
extracted from the electronic health record. Primary outcomes
were attendance at a PPV and a visit forHTNmanagementwithin
6 weeks PP. Groups were compared using chi-square or Fisher
exact tests for categorical and ANOVA for continuous variables.
Logistic regression was used to determine the odds of the primary
outcomes.
Results: 772 patients were approached for enrollment, of which
348 (45.1%) were in group 1, 126 (16.3%) in group 2, and 298
(38.6%) in group 3. Patients were similar between groups with two
exceptions: the proportion of non-English language (6.9% v 7.9%
v 14.1%, p = 0.007) and the proportion of HDP diagnosis (70.4% v
77.8% v 83.9, p = 0.0003). Odds of attending a PPV were greater in
patients that initiated the program than those that did not (Group
2 adjusted odds ratio [aOR] 2.11; 95% CI 1.12-3.97, Group 3 aOR
1.67, 95% CI 1.02-2.72) as were the odds of attending a visit for
HTN (Group 2 aOR 1.56, 95% CI 1.02-2.40, Group 3 aOR 1.82, 95%
CI 1.26-2.63).
Conclusion: Participation in a remote BP monitoring program
appears to improve rates of postpartum visit attendance and
health care utilization up to 6 weeks postpartum.

262 | Fetal Heart Rate Tracing Characteristics Among
Preterm Birth at 22.0-31.6 Weeks and Adverse Neonatal
Outcomes

Lauren C. Roby1; Ha L. Tran2; Fabrizio Zullo3; Cassidy A.
O’Sullivan1; Amanda J. Jones1; Kelley Kovatis1; Rachel L. Wiley4;
Matthew K. Hoffman1; Anthony C. Sciscione1; Suneet P.
Chauhan5
1Christiana Care Health System, Newark, DE; 2Nemours
Children’s Hospital, Wilmington, DE; 3University of Rome La
Sapienza, Rome, Lazio; 4University of California, San Diego, San
Diego, CA; 5Delaware Center of Maternal-Fetal Medicine at
Christiana Care, Delaware, DE

10:30 AM - 12:30 PM
Objective: There is a paucity of evidence on the characteristics
and significance of fetal heart rate tracings (FHRT) in the very
preterm (22.0-31.6 weeks) period. We sought to address this and
the associated neonatal outcomes.
Study Design: A retrospective review of all deliveries from
January to December 2023 at a tertiary referral hospital. Criteria
for inclusion were non-anomalous singleton deliveries at 22.0-
31.6 weeks, where at least 10 minutes of FHRT was available, and
neonatal resuscitation was initiated. A physician—blinded to all
outcomes—reviewed the FHRT (0-120 min proximal to delivery,
at 20 min epochs), and outcome data was obtained from chart
review. The primary outcome was long term neonatal morbidity
or mortality (LTNMM); the secondary outcomes were 5-min
Apgar score of 4-6 and short-termneonatalmorbidity ormortality
(STNMM). Descriptive statistics with 95% confidence intervals
(CI) were calculated with non-overlapping CI as significant.
Results: Among the 6,521 deliveries, 169 (2%) occurred at
22.0-31.6 weeks, of which 99 (58%) met the inclusion criteria.
Intrapartummagnesium sulfatewas administered in 97% of deliv-
eries and antenatal corticosteroids in 98%. Moderate variability
preceded delivery in 37.9% (95% CI 28.2-48.7%) of those with
LTNMM; in 14.9% (95% CI 8.8-24.2%) of those with a 5-min
Apgar score of 4-6; in 42.6% (95% 32.5 to 53.2%) of those with
STNMM. Individuals with all types of decelerations–variable,
late, and prolonged–had overlapping CI for all outcomes (Table
1). There were no cases of bradycardia or sinusoidal rhythm. Of
the 38 newborns who met criteria for LTNMM, 20 (52.6%) also
experienced STNMM while only 8 (21.1%) had Apgar of 4-6 at 5
min (Fig 1).
Conclusion: Among newborns delivered at 22.0-31.6 weeks, the
likelihood of Apgar score 4-6 at 5 minutes and short- or long-term
morbidity or mortality were similar irrespective of presence of
moderate variability or decelerations. If confirmed, the reliance
onmoderate variability as a reassuring aspect to identify neonatal
well-being at 22.0 to 31.6 weeks should be revisited.
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263 | Variation in Toxicology Testing and Consent
Practices Among United States Birthing Hospitals: A
National Survey

Leah N. Schwartz1; Leela Sarathy2; Barbara H. Chaiyachati3;
Julia Reddy4; Eleanor Watson5; Aria Armstrong6; Christina N.
Schmidt7; Mishka Terplan8; Sarah N. Bernstein9; Davida M.
Schiff10
1Massachusetts General Hospital and Brigham and Women’s
Hospital, Boston, MA; 2Massachusetts General Hospital, Boston,
MA; 3Children’s Hospital of Philadelphia, Philadelphia, PA;
4University of North Carolina at Chapel Hill, Chapel Hill, NC;
5Wheaton College, Norton, MA; 6Rush Medical College, Chicago,
IL; 7Massachusetts General Hospital and Brigham and Women’s
Hospital, Cambridge, MA; 8Friends Research Institute, Baltimore,
MD; 9Massachusetts General Hospital, Division of Maternal Fetal
Medicine, Boston, MA; 10Massachusetts General Hospital,
Department of Pediatrics, Boston, MA

10:30 AM - 12:30 PM
Objective: Current recommendations from professional orga-
nizations for ordering and obtaining consent for peripartum
toxicology testing remain broad and best practices for both are
lacking. We aimed to describe peripartum toxicology testing
practices across birthing hospitals in the United States (US).
Study Design: A cross-sectional online survey was distributed
through perinatal quality collaboratives, publicly available
birthing hospital contacts, and professional organization
electronic mailing lists. The survey captured birthing hospital
characteristics and toxicology testing practices for both birthing
people and neonates, including indication(s) for testing and
consent practices. One response per hospital was included in
the final analysis. Descriptive statistics were used to analyze
responses.
Results: Respondents from 219 birthing hospitals across 42
states were included. 81.7% of hospitals reported risk-based test-

ing, whereas 11.4% reported universal testing. Among hospitals
employing a risk-based approach, the most common indica-
tions for ordering birthing person toxicology testing at delivery
included: 1) disclosure of substance use in current pregnancy
(96.6%), 2) positive toxicology test in current pregnancy (91.6%), 3)
birthing person with signs of intoxication or withdrawal (89.4%),
4) neonate with signs of withdrawal (83.2%), and 5) late or limited
prenatal care (80.4%). 69.4% and 28.3% of hospitals reported
obtaining consent for birthing person andneonate toxicology test-
ing, respectively; among hospitals who ordered testing without
consent, 42.3% and 28.8% reported lack of disclosure for birthing
person and neonate toxicology testing, respectively.
Conclusion: Our data reveal wide variations in toxicology test-
ing and consent practices among US birthing hospitals. Given
the unique and potentially harmful consequences of toxicology
testing in this setting, clearer guidance from professional organi-
zations is needed on clinically appropriate indications for testing
and standardized approaches for obtaining consent.
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264 | Administering Antibiotics to Women with Isolated
Maternal Fever During Labor: a Decision-Tree Model

Michal Rosenberg-Friedman1; Omri Dominsky2; Daniel Gabbai3;
Emmanuel Attali3; Moshe Leshno4; Yariv Yogev5; Lee Reicher6
1ichilov, ichilov, Tel Aviv; 2Tel Aviv Sourasky Medical Center, Tel
Aviv Sourasky Medical Center, HaMerkaz; 3Lis Hospital for
Women’s Health, Tel Aviv Sourasky Medical Center, Tel-Aviv, Tel
Aviv; 4Tel Aviv university, TAU, Tel Aviv; 5Lis Maternity Hospital,
Sourasky Medical Center, Tel Aviv University, Tel Aviv Sourasky
Medical Center, Tel Aviv; 6Weizmann Instutute Of Science,
Weizmann Institute of Science, HaMerkaz

10:30 AM - 12:30 PM
Objective: The ACOG recommends considering antibiotic
treatment for women with isolated maternal fever during labor,
when there are no other risk factors. However, there is limited
information on the maternal and neonatal impacts of antibiotic
treatment in this context of isolated maternal fever during
labor. We used a decision-tree model to evaluate if antibiotic
treatment for isolated maternal fever during labor yields better
maternal and neonatal outcomes. Additionally, we conducted a
cost-effectiveness analysis.
Study Design: A decision-tree model using the Expected Utility
Theory (EUT) was employed to compare two strategies for
managing isolated fever in women during labor:

1. Antibiotic Treatment: Administration of antibiotics.
2. No Treatment: Observation without antibiotics.

The Expected Utility Theory by Von Neumann and Morgenstern
was used for theory of decision making under uncertainty (when
the probabilities of the outcomes are known).

The assumptions used in the decision model, including the costs,
probabilities, and utilities of various outcomes associatedwith the
management of isolated maternal fever during labor were based
on a study by Bank et al. (Bank TC et l. Am JObstet Gynecol. 2022
Feb;226(2):255.e1-255.e7. (Table 1).
A one-way sensitivity analysis was conducted to explore the
impact of variations in key variables. Outcomemeasures included
expected utility (equivalent to QALYs) and cost effectiveness
analysis.
Results:

1. The expected utility of the no-antibiotic strategy is 0.854,
which is greater than the expected utility of the antibiotic
strategy (0.797).

2. Among all the assumptions made in the model, the utility
value assigned to the Neonatal Intensive Care Unit (NICU)
has themost significant impact on the overall expected utility
of the decision strategies (Figure 1).

3. The cost-effectiveness analysis shows that the no-antibiotic
strategy is less costly and has better clinical outcomes.

Conclusion: The recommendation to administer antibiotics is
questionable. Further clinical studies, including randomized
clinical trials, should be conducted before drawing robust conclu-
sions.
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265 | Cesarean Delivery in Life-Limiting Fetal Anomalies:
All Risk and no Benefit?

Lena A. Shay; Madison Montgomery; Diana Crabtree; Anitra
Beasley; April D. Adams
Baylor College of Medicine, Houston, TX

10:30 AM - 12:30 PM
Objective: Life-limiting anomalies (LLA) are a heterogeneous
group of congenital malformations at high risk of poor outcomes.
Pregnancymanagement options in LLA cases are limited in states
with restrictive abortion laws, likely contributing to increased
rates of infant and neonatal death. In these cases, conventional
medical ethics call for maximization of maternal benefit. When
pregnancy continues, avoidance of cesarean delivery (CD) is a
harm-reduction strategy. Our objectives were to determine the
CD rate, adverse pregnancy outcomes, and clinical drivers of
CD in a cohort with LLA.
Study Design: Retrospective cohort study of pregnancies com-
plicated by LLA from 2011-2023 (n = 131) (Table 1). Eligibil-
ity was determined by ultrasound findings or genetic testing.
Spontaneous abortion, non-lethal anomaly, molar and ectopic
pregnancy were excluded. Descriptive statistics were calculated,
and Chi-square used for analysis.
Results: 37 cases underwent CD. CD rate did not differ from the
institutional rate (28% vs. 29%, p = 0.86). Among CD cases, the
average gestational age at delivery was 37.5 weeks (SD±2.6), with
mean interval from diagnosis to delivery of 15.1 weeks (SD±5.2).
Common indications for CDwere fetal (46%) followed by elective
repeat (30%) (Figure 1). 73% of patients received mode of delivery
(MOD) counseling. 57% were offered palliative care, of which
62% accepted. Severe hypertension and postpartum hemorrhage
rates did not differ from the institutional rate (16% vs. 21%, p =
0.52; 19% vs. 17%, p = 0.79). Fetal or neonatal death rate was 73%.
All surviving children have significant medical comorbidities or
developmental delays.
Conclusion: Cesarean delivery in pregnancy affected by LLA
did not demonstrate increased morbidity related to hypertension
or hemorrhage. Although CD rate was not higher, any maternal
morbidity unbalanced by fetal benefit poses an ethical challenge.
Fetal pathology, particularly cranial, played a significant role in
MOD. This should be factored into candidacy for vaginal delivery
and weighed against the surgical risks of CD. Further study of
obstetric management of LLA is warranted.

266 | Modeling Stillbirth Using Machine-Learning

Lena A. Shay1; Michael D. Jochum, Jr.2; Jennifer R. McKinney1;
April D. Adams1
1Baylor College of Medicine, Houston, TX; 2Baylor College of
Medicine and Texas Children’s Hospital, Houston, TX

10:30 AM - 12:30 PM
Objective: Stillbirth, defined as fetal death at ≥20 weeks’ gesta-
tion, complicates about 1 in 160 pregnancies. Methods to prevent
stillbirth are lacking, in part, due to the inability to predict when
stillbirth will occur. Machine learning (ML) offers an opportunity
to develop sophisticated models to accurately predict stillbirth.
Our objectivewas to develop a predictivemodel for stillbirth using
contemporary data with patient-level detail not found in larger
national datasets.
Study Design: A retrospective database of stillbirths was created
from two tertiary care hospitals with delivery date-matched
live births from 2016-2022. Data from stillbirths (n = 425) and
livebirths (n = 440), were imported, preprocessed (centered,
scaled, one-hot encoded) and split into training and testing sets
(80-20 split), followed by training a Random Forest model using
10-fold cross-validation, repeated five times. Model evaluation
was performed using confusion matrix metrics and variable
importance scores were calculated.
Results: The model identified variables of interest and achieved
an accuracy of 91% (sensitivity 91%, specificity 92%) using the
testing data. Key variables of importance included the number of
prenatal care visits, maternal age, gestational age at care entry,
and the presence of fetal comorbidities, specifically structural
anomalies (Figures 1 & 2).
Conclusion: Results provide additional support for using
machine learning in stillbirth prediction with a contemporary
cohort. The model revealed a strong association between fewer
prenatal visits and stillbirth, irrespective of entry to care, sug-
gesting that merely attending prenatal care may help reduce
stillbirth risk. Continued refinement of this and other predictive
models with additional clinical or biological data will enhance
robustness. Ultimately, use of ML to generate a clinically useful
risk calculator for stillbirth will allow for better identification
of vulnerable patients and opportunities for prevention or inter-
vention. As single-site data limits our model, future studies to
validate this model against other stillbirth cohorts are planned.
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267 | Management of Incidental Cardiac Disease Findings
on Screening Maternal Echocardiograms for Advanced
Maternal Age

Lilly Liu1; John Perino2; Anita Lasala2; Jason D. Wright3;
Jennifer Haythe2; Sonia Tolani2; Mary E. D’Alton4; Stephanie
Purisch2
1Columbia New York Presbyterian, NEW YORK, NY; 2Columbia
New York Presbyterian, New York, NY; 3Columbia University
Irving Medical Center, New York, NY; 4Columbia University
Medical Center, New York, NY

10:30 AM - 12:30 PM
Objective: The objective of this study is to investigate the
utility of screening maternal echocardiograms for the diagnosis
of incidental cardiac abnormalities in pregnancy in women of
advanced maternal age.
Study Design: This is a retrospective study examining the
diagnosis of incidental cardiac abnormalities and associated
pregnancy outcomes in women over the age of 40 who received
screening maternal echocardiograms for the sole indication of
advancedmaternal age at a single academic institution from2020-

2023. Clinical outcomes included significant incidental cardiac
findings on echocardiogram, including decreased left ventricular
ejection fraction (LVEF < 55%), moderate to severe valvular
disease, diastolic dysfunction, abnormal left ventricular end
diastolic diameter (LVEDD > 50mm), and elevated pulmonary
artery systolic pressures (PASP > 30mmHg); as well as whether
these findings necessitated referral to cardiology or initiation
of cardiac medications, and whether they were associated with
adverse cardiovascular outcomes.
Results: A total of 27 women met inclusion criteria during the
study period. The LVEF was normal for all women in the study,
which ranged from 55-70%. Incidental cardiac findings included
mild valvular disease in 30% of cases (with no cases of moderate
or severe valvular disease), left ventricular hypertrophy in 11%
of cases, and elevated PASP >30mmHg in 27% of cases. None of
these women experienced adverse cardiovascular outcomes such
as postpartum cardiomyopathy, pulmonary edema,maternal ICU
admission, or maternal or neonatal death as a result of these
findings.
Conclusion: Screening maternal echocardiograms for the sole
indication of advanced maternal age in women with no prior
cardiovascular history did not result in significant cardiac find-
ings that changed clinical management or affected maternal or
neonatal outcomes. Thus, it may be more cost effective to use
validated screening tools such as the California Cardiovascular
Disease screening algorithm for pregnant andpostpartumwomen
to identify those at highest risk for cardiovascular complications
in pregnancy.
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268 | Cost-Effectiveness of Early vs. Delayed Amniotomy
Following Transcervical Balloon Ripening

Lily Ben-Avi1; Miranda O’Keefe2; Sarah K. Dzubay3; Amy
Hermesch1; Aaron B. Caughey3
1Oregon Health & Sciences University, Portland, OR; 2Oregon
Health and Science University, Portland, OR; 3Oregon Health &
Science University, Portland, OR

10:30 AM - 12:30 PM
Objective: A recent randomized trial found a decrease in the
time from balloon removal to the active phase of labor and
delivery with an early amniotomy, as well as an increase in
postpartum hemorrhage with delayed amniotomy among term
pregnant patients undergoing labor induction. Our goal is to
demonstrate the cost-effectiveness of early amniotomy (< 2 hours
after balloon removal) compared to late (>4 hours after balloon
removal) amniotomy.
Study Design: A decision-analytic model was constructed
using TreeAge to compare outcomes in patients with induced
pregnancies undergoing transcervical balloon ripening followed
by early vs. late amniotomy. Our theoretical cohort included
583,231 pregnancies, an estimate of the annual term induc-
tions in the United States. Our outcomes include postpartum
hemorrhage, chorioamnionitis, hours saved in labor, costs, and
quality-adjusted life years (QALYs). We used a willingness-to-pay
for the incremental cost-effectiveness ratio of $100,000/QALY.
Model inputs were derived from the literature, and QALYs were

generated at a discount rate of 3%. Sensitivity analyses were
performed to assess the robustness of our model.
Results: In the one-year theoretical cohort of 583,231 patients,
early amniotomy was found to be the dominant strategy. Early
amniotomy led to 63,530 fewer cases of chorioamnionitis and
18,971 fewer cases of postpartumhemorrhage. Additionally, in the
early amniotomy group, approximately 2.1 million fewer hours
were spent in labor, $255 million was saved, and there were 156
additional QALYs. Univariate sensitivity analysis demonstrated
that an early amniotomy is cost-saving compared to a delayed
amniotomy even if the cost of labor drops to zero (Figure 1).
Conclusion: We found that the early amniotomy strategy
resulted in savings of $255 million and 156 additional QALYs.
Considering the significant decrease inmorbidity and cost as well
as the time savings associated with early amniotomy, the results
of our model support early amniotomy following transcervical
balloon ripening for the induction of term labor.

269 | Safety, Acceptability, and Effectiveness of Penicillin
Allergy Testing in Pregnancy: A Systematic Review

Lindsay Reddeman1; Justin Lim1; Kellie Murphy1; David
Fahmy2; Chris Walsh3; Kristin Harris1
1University of Toronto, Toronto, ON; 2McMaster University,
Hamilton, ON; 3Mount Sinai Hospital Sidney Liswood Health
Sciences Library, Toronto, ON

10:30 AM - 12:30 PM
Objective: An estimated 8-13% of pregnant patients report peni-
cillin allergy (PA). Penicillins and other beta-lactams are widely
used in pregnancy but often avoided in these patients, resulting
in suboptimal therapy, antimicrobial resistance, higher costs, and
increased morbidity and mortality for patients and neonates.
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True penicillin allergy is rare and 95% of patients undergoing
penicillin allergy evaluation (PAE) are delabelled. Although PAE
is safe and recommended for pregnant patients, few are assessed.
Recently, research concerning antenatal PAE has accelerated. We
undertook a systematic review to summarize this growing body
of evidence.
StudyDesign: A comprehensive searchwas conducted in collab-
oration with a medical information specialist, with no restriction
on study language, date, or design. All peer-reviewed studies of
pregnant people reporting unverified PAundergoing PAEwith≥5
participants were included. Title/abstract review, full text review,
and data extraction were completed independently by 2 authors.
Conflicts were resolved by a third author. Studies were evaluated
using validated quality assessment tools.
Results: Seventeen studies (N= 1720) were eligible for inclusion.
In total 1639 (95.3%) patients were delabelled through various
approaches: direct oral challenge (12.8%), penicillin skin test
(PST) and oral challenge (56.5%), PST and intravenous challenge
(6.0%), PST alone (22.9%), and history review (1.8%). Acceptance
of PAE among patients was 68.9%. Overall, 8 mild allergy-related
adverse reactions and 5 mild delayed allergy-related adverse
reactions occurred, requiring minimal intervention. There were
2 severe allergy-related adverse reactions which were managed
with intramuscular epinephrine; no hospital transfers were
required. No adverse antenatal events were recorded.
Conclusion: PAE in pregnancy is safe, acceptable, and effective,
and the case for expanding access is strong. To our knowledge,
this is the first systematic review to report on antenatal PAE
acceptability and effectiveness; it builds on prior safety data
drawn largely from low-quality and non-peer-reviewed evidence.

270 | Microbial Signatures in the Oral Cavity Associated
with Pregnancy Loss

Ling liu1; Fang Wang2
1Reproductive Medicine center, Second Hospital of Lanzhou
University, Lanzhou, Gansu; 2Lanzhou University Second
Hospital, Lanzhou University Second Hospital, Gansu

10:30 AM - 12:30 PM
Objective: The study aimed to elucidate the relationship between
oral microbiota composition and pregnancy loss in Chinese
women of childbearing age, hypothesizing that specific oral
microbial signatures may be predictive of pregnancy outcomes.
Study Design: This prospective observational study adhered to
the STROBE guidelines and enrolled 182 women of childbearing
age. Participants were categorized into a pregnancy loss group
(PL group, n = 70) and a control group (Con group, n = 112)
based on their pregnancy history. Clinical assessments were
conducted, and oral buccal mucosa samples were collected for
comprehensive metagenomic analysis using shotgun sequenc-
ing. DNA was extracted, and sequencing was performed on
the DNBSEQ-T1 platform. Taxonomic and functional profiling
was conducted using Metaphlan 3.0 and HUMAnN 3.0. Alpha
and beta diversities were assessed with indices and Bray-Curtis
distances.
Results: The PL group exhibited lower oral microbiota rich-
ness and diversity. Genera such as Faecalibacterium, Roseburia,
and Bacteroides were positively associated with pregnancy loss,
while Pseudomonas and Leptotrichia were negatively associated.

Metabolic pathways like plasminogen degradation andL-arginine
degradation II (AST pathway) showed negative correlations with
PL. Principal Coordinate Analysis (PCoA) revealed significant
differences in oral microbiota composition and function between
the groups.
Conclusion: Our findings suggest that specific oral microbiota
compositions and metabolic pathways are associated with preg-
nancy loss, highlighting the potential role of oral microbiota
in reproductive health. These insights could inform the devel-
opment of targeted interventions aimed at modulating the oral
microbiota to improve pregnancy outcomes.

271 | Association of Cesarean Characteristics with Opioid
Use and Post-Operative Pain Scores

Luke P. Burns1; Xiao-Yu Wang2; On behalf of the Eunice
Kennedy Shriver National Institute of Child Health and Human
Development (NICHD) Maternal-Fetal Medicine Units (MFMU)
Network
1University of Chicago, University of Chicago, IL; 2The Ohio State
University, Columbus, OH
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10:30 AM - 12:30 PM
Objective: To evaluate the association between cesarean delivery
(CD) characteristics, opioid use, and post-operative pain scores
among patients who underwent CD.
Study Design: Secondary analysis of a multicenter randomized
trial of individuals who underwent CD across 31 U.S. hospitals
from 2020-2022. Primary outcome was total in-hospital post-
operative morphine milligram equivalents (MME). Secondary
outcomes included total postoperative in-hospital MME per day,
total number of opioid tablets through 90 days post-discharge,
and moderate-severe perceived pain (defined as worst pain
score of ≥4 of 10 on Brief Pain Inventory (BPI)) assessed at
randomization (within one day prior to discharge). CD character-
istics included scheduled or unscheduled; whether done in the
presence of labor or not; and primary or repeat. Multivariable
modeling estimated the association between CD characteristics
and selected outcomes adjusting for age, obesity, and insurance
status.
Results: The 5477 participants included in this analysis were
categorized into 6 mutually exclusive groups (Table 1). Labor
before scheduled CD was excluded due to low frequency (n
= 38). Age, BMI, insurance status, concurrent salpingectomy,
postpartum hemorrhage, and birthweight differed significantly
between groups (data not shown). In the simple multivariable
model, total inpatient MME was greater after repeat CD without
labor, whether scheduled or unscheduled; in adjusted analyses
there was no association between CD characteristics and primary
outcome (Table 2). Repeat CDwas associated with a greater num-
ber of daily opioid tablets taken postoperatively until discharge
(aOR 1.2, 95% CI 1.06, 1.4), total number opioids taken post-
discharge (aOR 1.2, 95% CI 1.1-1.4) and increasedmoderate-severe
pain (aOR 1.4, 95% CI 1.1, 1.4) compared with primary CD.
Conclusion: The total in-hospital postoperative MME did not
differ by any of the evaluated CD characteristics. However, repeat
CD was associated with more inpatient opioid use per day,
outpatient opioid use, and moderate-severe perceived pain.

272 | Sex Differences in Cord Blood Inflammation at Birth
in Offspring Exposed to Gestational Diabetes Mellitus

Sofia I. Torres Bigio1; Christine G. Ichugu2; Laura
Ibanez-Pintor2; Daehee Han2; Prabhat Upadhyay2; Camille E.
Powe2; Marie-France Hivert2; Andrea G. Edlow2; Lydia L.
Shook2
1Massachusetts General Hospital, San Juan, Puerto Rico;
2Massachusetts General Hospital, Boston, MA

10:30 AM - 12:30 PM
Objective: Exposure to gestational diabetes mellitus (GDM) in
utero can lead to adverse offspring cardiometabolic and neu-
rodevelopmental outcomes, with boys and girls at different
degrees of risk. Programming of innate immune responses, i.e.
“trained immunity,” may be a key driver of vulnerability vs
resiliency in the face of future immune challenges. Sex-specific
mechanisms represent a significant knowledge gap. We have
previously shown that in GDM, placental expression of IGFBP1 –
an anti-inflammatory biomarker of maternal insulin sensitivity –
is reduced in pregnancies with a male fetus but increased with
a female fetus. Here, we tested the hypothesis that cord blood
markers of innate immune activation are increased in males
exposed to GDM in utero but decreased in females.
Study Design: 40 pregnant individuals with live singleton
term births enrolled in the MGH pregnancy biorepository (Aug.
2020 - Feb. 2024) were included: 20 with GDM (N = 10
females, 10 males) and 20 without GDM (N = 10 females,
10 males). Proinflammatory cytokines/chemokines associated
with innate immune responses were quantified in umbilical
cord plasma collected at delivery using a 20-Plex bead-based
immunoassay (ThermoFisher). The impact of fetal sex and GDM
on cord plasma analyte concentrations was assessed by two-
way ANOVA. Spearman correlations were calculated between
placental IGFBP1 expression and cord plasma analytes.
Results: Placental IGFBP1 is inversely correlated with cord
plasma TNF-α (p = 0.046), a key proinflammatory cytokine–Fig.
1A. C-C motif chemokine ligand 3 (CCL3) levels are sexually
dimorphic: higher in GDM-exposed males and lower in GDM-
exposed females (GDM-sex interaction term on 2-way ANOVA p
= 0.007); CCL4 showed a similar trend (p= 0.088)–Fig. 1B. IFN-α,
IL-6, and IL-17A levels are elevated inmales (p= 0.029, p= 0.007,
p = 0.047) independent of GDM–Fig. 2.
Conclusion: In GDM, cord plasma levels of chemokines associ-
atedwith innate immunity are sexually dimorphic andmay relate
to proinflammatory signaling pathways in the placenta. These
results point to potential sex-specific mechanisms of immune
programming in GDM.
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273 | Trends in Risk Factors Associated with Syphilis
Infection in Pregnancy from 2013-2023

Margaret R. Page1; Chloe Carroll1; Christina T. Blanchard2;
Victoria C. Jauk1; Jodie A. Dionne1; Alan T. Tita1; Akila
Subramaniam2

1University of Alabama at Birmingham, Birmingham, AL; 2Center
for Women’s Reproductive Health, University of Alabama at
Birmingham, Birmingham, AL

10:30 AM - 12:30 PM
Objective: Rates of syphilis infection in pregnancy continue to
increase in the United States, despite universal screening and
well-defined treatment algorithms. We sought to evaluate the
risk factors associated with syphilis infection in pregnancy and
changes in these risk factors over a 10-year period at a single
tertiary referral center in Alabama.
Study Design: We performed a retrospective case-control study
of all pregnant individuals delivering at our institution from 2013-
2023. All patients who received prenatal care at our institution
and underwent laboratory testing for syphilis were included.
We compared patients with confirmed syphilis (cases–definition
in Table) to those without syphilis (controls). Baseline demo-
graphics, medical comorbidities, and infectious data (Table) were
considered potential risk factors and compared between groups
using bivariate analysis. Significant risk factors (p < 0.05) were
analyzed via logistic regression to identify independent risk
factors. Tests of heterogeneity were computed to analyze the
differential effects of risk factors by year.
Results: During our study period, a total of 40,137 patients
were analyzed, of which 114 (0.28%) had confirmed syphilis
infection in pregnancy. Pregnant individuals diagnosed with
syphilis were more likely to be younger, Black non-Hispanic race,
obese, smoke cigarettes, have gonorrhea (GC) or chlamydia (CT)
diagnosed during pregnancy, and have public insurance (Table).
Of these risk factors, only Black, non-Hispanic race, increasing
BMI, cigarette use, and concomitant GC/CT were noted to be
independently associated with syphilis infection in multivariable
analysis (Table). The only variable to statistically change over
time was the increasing association of private insurance with no
syphilis infection (p = 0.046).
Conclusion: Risk factors associated with syphilis in pregnancy
at our institution largely remained stable over the past decade
and consistent with known risk factors. Given rising rates of
syphilis in pregnancy nationally, new public health strategies are
warranted for these known at-risk populations.

274 | Organ Injury During Primary and Repeat Cesarean:
Cross Sectional Analysis from the National Inpatient
Sample

Margarita Berwick1; Cyndi Garvan2; Ting Wu3; Rodney
Edwards2
1Orlando Health Winnie Palmer Hospital for Women and Babies,
Orlando Health Winnie Palmer Hospital for Women & Babies, FL;
2University of Florida College of Medicine, Gainesville, FL;
3Orlando Health Winnie Palmer Hospital for Women & Babies,
Orlando Health Winnie Palmer Hospital for Women & Babies, FL

10:30 AM - 12:30 PM
Objective: The incidence of cesarean delivery in the United
States is rising. The objective of the present study is to present
contemporary nationally-representative data regarding incidence
of organ injury and hysterectomy during primary and repeat
cesarean deliveries.
Study Design: We conducted a cross-sectional and weighted
analysis of delivery admissions included in theNational Inpatient
Sample from 2019 to 2021. Any organ damage was defined as
damage to the bladder, ureter, small bowel, or large bowel. We
tested group differences using chi-square andWilcoxon rank sum
tests. We used logistic modeling to compare risk of any organ
injury in primary versus repeat cesarean with adjustment for
covariates of age, race, income, and year of delivery.
Results: Of the 673,525 cesarean deliveries in the dataset, most
(52%) were primary cesareans. Rates of injury and unadjusted
odds ratios in primary and repeat cesareans are shown in Table
1. After adjusting for age, race, income and year of delivery, com-
pared to primary cesareans, those undergoing repeat cesarean
had adjusted odds (95% CI) of any organ damage of 3.54 (3.13,
4.02), bladder repair of 4.17 (3.62,4.79), ureter repair of 1.65 (0.28,
9.86), small bowel repair of 1.99 (1.36,2.83), large bowel repair of
0.79 (0.45,1.39) and hysterectomy of 1.63 (1.38,1.92).
Conclusion: Rates of any organ injury, bladder repair, small
bowel repair, and hysterectomy, but not ureteral repair or large
bowel repair, are higher in repeat compared to primary cesarean
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deliveries. However, although organ injuries during primary
cesarean are less frequent than those in repeat cases, thousands
occur annually in the US due to the large number of cesarean
deliveries each year.

275 | Association of Post-Cesarean Delivery Pain and
Breastfeeding

Mariana Espinal1; Alexandra L. Berra2; Jeanette Boyce3; On
behalf of the Eunice Kennedy Shriver National Institute of Child
Health and Human Development Maternal-Fetal Medicine
Units Network
1for the Eunice Kennedy Shriver National Institute of Child Health
and Human Development, Bethesda, MD; 2Case Western Reserve
University Metrohealth Medical Center, Cleveland, OH;
3University of Pittsburgh, Pittsburgh, PA

10:30 AM - 12:30 PM
Objective: To evaluate whether pain severity after cesarean
delivery (CD) is associated with breastfeeding initiation and
continuation up to 90 days postpartum, and to evaluate whether
there is an association ofmorphinemilligram equivalents (MME)
used and breastfeeding up to two-weeks postpartum.
Study Design: Secondary analysis of a multicenter randomized
trial of an individualized opioid prescription protocol compared
to a fixed quantity of opioids upon discharge after CD. People
with a live singleton newborn were included. The primary
outcome was breastfeeding initiation before hospital discharge,
determined by chart abstraction. Secondary outcomes included
participant-reported breastfeeding at several postpartum time
points. The primary exposure was pain severity in the 24 hours
prior to discharge, assessed using the Brief Pain Inventory (BPI).
Secondary analyses evaluated MME used at each corresponding
time point. Outcomes were compared using bivariable and
multivariable analyses.
Results: Of 5,291 individuals, 56% reported severe pain (BPI 7-10)
and 83% reported initiation of breastfeeding prior to discharge.
Those who initiated breastfeeding were older, more likely to be
non-Hispanic White, married, had higher income, and less likely
to be obese, smoke tobacco, or use illicit drugs. Individuals who
reported severe pain prior to discharge were less likely to initiate
breastfeeding before discharge (81%) compared to individuals
who reported moderate (85%) or mild (84%) pain (p = 0.001,
Table). Severe pain prior to discharge was associated with lower
breastfeeding rates at each postpartum time point (Table), which

remained significant in adjusted analyses at and after two-weeks
postpartum (Table). Compared to individuals not breastfeeding,
those who breastfed took lower MME in the hospital and at one-
and two-weeks post-discharge (Figure).
Conclusion: Individuals who experienced severe pain after CD
were less likely to initiate and continue breastfeeding up to 90
days postpartum, and those breastfeeding took fewer MME.

276 | Association Between Disrespectful Maternity Care
and Two-Month Postpartum Depression: A National
Population-Based Study

Marianne Jacques1; Anne A. Chantry1; Sarah Tebeka2; Anne
Evrard3; Alexandra Doncarli4; Nathalie Lelong5; Camille Le Ray5
1Obstetrical, Perinatal and Pediatric Epidemiology Research Team
(EPOPé) - Centre for Research in Epidemiology and Statistics
(CRESS), Université Paris Cité, Inserm, Paris, Ile-de-France;
2Department of Psychiatry, AP-HP, Louis Mourier Hospital,
Colombes, Ile-de-France; 3Collectif Interassociatif autour de la
Naissance, Paris, Ile-de-France; 4Santé Publique France, Saint
Maurice, Ile-de-France; 5INSERM UMR 1153, Obstetrical,
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Perinatal and Pediatric Epidemiology Research Team (Epopé),
Center for Epidemiology and Statistics, FHU PREMA, Université
de Paris, Paris, Ile-de-France

10:30 AM - 12:30 PM
Objective: Postpartum depression (PPD) is a common condition,
with potential deleterious effects on mother and child. The
involvement of disrespectfulmaternity care in negative childbirth
experiences is increasingly studied, but its potential link with
PPD remains under-evaluated. The objective was to assess the
association between disrespectful maternity care and PPD at 2
months postpartum using national population-based data.
Study Design: Women from the 2021 Enquête Nationale Péri-
natale (all births in France during one week) who completed
the 2-month follow-up questionnaire were included. Two-month
PPD was defined as an Edinburgh Postnatal Depression Scale
(EPDS) score ≥13. Disrespectful care (healthcare professional’s
inappropriate words, gestures or attitudes) during childbirth
and/or postpartum were reported by women at 2 months post-
partum. The association between disrespectful care and PPD
was assessed using Poisson regression with robust variance,
adjusted for confounders and weighted to account attrition.
Sensitivity analyses were conducted using different EPDS cut-off
and among subgroups of women at low pre-existing risk for PPD
(antenatalwell-being andnohistory of psychological / psychiatric
care) or high pre-existing risk. Robustness against unmeasured
confounding was assessed using E-value calculation.
Results: Among the 7189 women analyzed, 16.6% (95% confi-
dence interval -CI- 15.7-17.6) had PPD at 2months, and 24.9% (95%
CI 23.8-26.0) reported experiencing disrespectful maternity care.
After adjustment, women who reported disrespectful care were
more likely to have 2-month PPD (adjusted relative risk –aRR
1.37; 95% CI 1.20-1.57, with E-value 2.08), including those at low
pre-existing risk (aRR 1.69; 95% CI 1.34-2.15).
Conclusion: Experience of disrespectful care during childbirth
or postpartum was associated with an increased prevalence of
2-month PPD. Given the concerning incidence of PPD and its
consequences, these results underline the importance of raising
awareness among healthcare professionals and enabling them to
provide respectful care.

277 | Satisfaction with Continuous Glucose Monitoring
and Time in Range Among Individuals with Gestational
Diabetes

Marie J. Boller1; Lucy Ward2; Amy M. Valent2
1Oregon Health and Science University, Portland, OR; 2Oregon
Health & Science University, Portland, OR

10:30 AM - 12:30 PM
Objective: Satisfaction with continuous glucose monitoring
(CGM) for management of diabetes has been shown to correlate
with time in range (TIR) in individuals with Type 1 diabetes.
Among individuals with gestational diabetes mellitus (GDM)
using CGM, degree of satisfaction with use and correlation
of satisfaction with TIR is unknown. We sought to describe
satisfaction with CGM use and association with TIR among
individuals with GDM.
Study Design: This was a secondary analysis of pregnant
individuals with GDM randomized to CGM versus capillary
blood glucose monitoring for GDM management. Participants
randomized to CGM completed a 48-item Likert scale CGM
satisfaction survey instrument (CGM-SAT). Among individuals
with CGM-SAT responses, we examined the association between
CGM-SAT scores and TIR, defined as glucose levels 63-140
mg/dL. We examined associations between CGM-SAT scores and
screening instrument scores for food security and health literacy.
Results: Of 111 participants in the trial, 68 individuals were
assigned to the CGM arm and provided CGM-SAT responses.
Satisfaction with CGM was high with a mean CGM-SAT score
of 3.9 ± 0.6. Mean TIR was also high at 93.0% ± 6.1. Degree of
satisfaction did not differ between individuals with TIR ≥90% (n
= 54), vs TIR <90% (n = 14): mean CGM-SAT scores were 4.0 ±
0.5 and 3.7 ± 0.7, respectively (two sample t-test p-value = 0.138).
The cohort included individuals experiencing food insecurity
(n = 8, 11.8%) and with limited health literacy (n = 6, 8.8%).
Satisfaction did not differ between individuals with food security
and adequate health literacy (mean CGM-SAT 3.9 ± 0.5) and
individualswith food insecurity and limited health literacy (mean
CGM-SAT 3.4 ± 2.1).
Conclusion: This study demonstrated high satisfaction levels
and high mean percent TIR among a cohort assigned to CGM for
management of GDM that included few individuals with limited
health literacy and food insecurity. No significant correlation
was identified between mean CGM-SAT scores and TIR in our
population. Large clinical trials are needed to evaluate benefits of
and barriers to CGM for management of GDM.
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278 | Maternal Morbidity Trends Among Abortion-Banned
States Following Dobbs v. Jackson: An Interrupted Time
Series Analysis

Marie-Julie Trahan1; Gabriela F. Tessler2; Yongmei Huang3;
Jason D. Wright4; Alexander M. Friedman4
1Columbia University, New York, NY; 2Columbia University
Medical Center, New York, NY; 3Department of Obstetrics and
Gynecology, Columbia University Irving Medical Center, New York,
NY; 4Columbia University Irving Medical Center, New York, NY

10:30 AM - 12:30 PM
Objective: The objective of this study was to evaluate trends in
maternal morbidity among states with the most limited access to
abortion following Dobbs v. Jackson, the United States Supreme
Court Decision, which overruled Roe v. Wade, on June 24, 2022.
Study Design: States were characterized as abortion-banned
based on categories established by the Center for Reproductive
Rights. Six states with the most restrictive laws (classified as ille-
gal) were selected for this study: Alabama, Kentucky, Louisiana,
Mississippi, Missouri, and Oklahoma. Maternal morbidity data
were obtained from the Centers for Disease Control (CDC) and
Prevention Natality on CDC WONDER Online Database for
each state from 2020 Q1 to 2024 Q2. Morbidity incidence per
1000 births was measured for each quarter. An interrupted time
series analysis was conducted to compare changes in maternal
morbidity for selected states, before and after Dobbs v. Jackson
(2020 Q1-2022 Q1: pre-Dobbs, 2022 Q2-2022 Q4: transition period,
2023 Q1-2024 Q2: post-Dobbs).
Results: Data from 1,398,504 pregnancies were analyzed. The
average maternal morbidity rate for all studied states was 13.5 per
1000 births over the study period. Pre-Dobbs, the overall morbid-
ity rate increased between 2020 Q1 and 2022 Q1 (12.5 to 14.3 per
1000 births; baseline trend: β1 = 0.23, p = 0.0002). Immediately
post-Dobbs, the morbidity rate significantly decreased to 12.8 per
1000 births in 2023 Q1 (level change, β2 = -1.24, p = 0.01). The
morbidity trends pre- and post-Dobbs did not change significantly
(β3 = -0.08, p = 0.34), and the maternal morbidity rate continued
to increase significantly post-Dobbs, to 14.0 per 1000 births in 2024
Q2 (β1+β3 = 0.15, p = 0.02).
Conclusion: Our study findings signal an increase in the rate of
maternal morbidity in states with abortion bans prior to and after
the overturning of Roe v. Wade. This is particularly concerning in
the setting of an overall trend of increasingmaternal morbidity in
the United States.

279 | Administration of and Delivery Timing after
Antenatal Steroid Exposure: A Population-based Cohort
Study

Mark A. Clapp1; Siguo Li1; Kaitlyn E. James1; Alexander
Melamed1; Anjali J. Kaimal2
1Massachusetts General Hospital, Boston, MA; 2University of
South Florida, Tampa, FL

10:30 AM - 12:30 PM
Objective: Antenatal steroids are administered to individuals
at high risk for preterm birth to reduce the risk of neonatal
respiratory morbidity. However, predicting who is at high risk
for preterm birth is challenging. Our objective was to examine
steroid administration practices by gestational age (GA) to inform
potential strategies focused on its optimal use.
Study Design: This was a retrospective cohort study of patients
who delivered within a large health system between July 2016
and December 2023. Patients were included if they delivered a
liveborn neonate ≥24 weeks of gestation. Data were obtained
from the health system’s EHR. GA at the start of the first
course of betamethasone was used in the comparisons. Any prior
steroid exposure was reported by GA at delivery. For individuals
who received antenatal steroids, we reported the percent who
deliveredwithin 7 days andwhodelivered at termbyGAat steroid
exposure.
Results: Antenatal steroid administration was observed among
5,037 of 86,884 pregnant individuals (5.8%), including in 50.1% of
7,300 preterm births. Rates of prior steroid administration varied
by gestational age at delivery (Figure 1), highest at 89.0% for
deliveries between 32-33 completed weeks of gestation. 1.7% of
all term deliveries had been exposed to betamethasone during
pregnancy. Among those who received antenatal steroids, Figure
2 shows the percent delivered within 7 days, ranging from 22.6%
at 24-27 to 67.2% at exposure 34-36 completed weeks of gestation.
Across all exposure GAs, 25.1% of patients who received steroids
ultimately delivered at term.
Conclusion: Antenatal steroid administration was not observed
for 12.5% of births< 34 weeks of gestation and 66% of late preterm
births. Conversely, only 38% of individuals received steroids and
delivered in the upcoming week. This large cohort of deliveries
demonstrates the challenges in optimally timing antenatal steroid
administration. Future research should focus on identifying those
at the highest risk for delivery who may receive the maximal
benefit from appropriately timed steroid administration.
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280 | Patient-Reported Burdens of Antenatal Fetal
Surveillance: Stillbirth Prevention at what cost?

Marta J. Perez1; Miriam Alvarez1; Sarah Lasater1; Alison G.
Cahill2; Lorie M. Harper1
1Dell Medical School, Austin, TX; 2Dell Medical School Health
Transformation Research Institute, Dell Medical School, The
University of Texas at Austin, Austin, TX

10:30 AM - 12:30 PM
Objective: Recommendations regarding the type, timing of
initiation, and frequency of antenatal fetal surveillance (AFS) are
based largely on expert opinion. Patient-centered experiences of
AFS to guide AFS strategies that maximize stillbirth prevention
and minimize cost and time burdens is lacking.

Study Design: We performed a cross-sectional survey of patients
undergoing AFS in a maternal fetal medicine ultrasound unit.
The primary aim was to describe the burden of AFS and deter-
mine if these burdens differed by frequency of AFS. Patients were
eligible for inclusion if undergoing any type or frequency of AFS
and were English or Spanish speaking. The survey responses of
those undergoing once and twice-weekly testing were compared
by creating a burden group (any “agree” response) and no burden
group (any “disagree” response) by Chi square and Fisher’s exact
test as appropriate and by individual response as a continuous
variable with student’s t-test.
Results: Of 213 unique survey responses, 169 (79.3%) attended
once and 44 (20.7%) twice-weekly.Most respondents had children
and did not work outside the home. The most common self-
reported indication for AFS was obesity. Patients reported that
coming to clinic for AFS interfered with daily life (25.8%) and
with work (14.6%), and 16.4% reported missing prenatal care to
attend AFS. Twice-weekly patients were significantly more likely
to report that AFS interfered with work (p = 0.03), was too
expensive (p < 0.01), required cost cutting in other areas (p <

0.01), and reported missing AFS visits (p = 0.03) (Table 1).
Conclusion: Patients report financial and employment related
difficulties attending AFS, and statistically significantly more
burdens with twice compared to once-weekly testing. Strategies
for stillbirth screening should consider potential harms of such
regimens and the clinician should use shared decision-making
when deciding on the frequency of AFS. Consideration should be
given to innovation that relieves these burdens, such as remote,
telehealth administered AFS.

281 | Prospective Evaluation of Obstetric Point of Care
Ultrasound (POCUS) Competency Training in Bangladesh

Mary Sterrett1; Annaliese Neumann2; Meghan Beddow3; Jeff
Pollard4
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1Kaiser Permanente Southern California, SAN DIEGO, CA;
2MedGlobal, Chicago, IL; 3n/a, n/a, AK; 4MedGlobal, Rolling
Meadows, IL

10:30 AM - 12:30 PM
Objective: To improve knowledge and image acquisition in
obstetric ultrasound via remote image review of obstetric POCUS
following in person ultrasound education and training program
in low resource settings. Secondary objective was to generate
preliminary timelines and ultrasound volumes for the skill
acquisition of basic obstetric point of care ultrasound.
Study Design: Prospective observational evaluation of a six-
physician cohort from October 2023 to April 2024 in Bangladesh,
following a 10-day ultrasound training intervention in refugee
camps.
Results: 225 ultrasounds were remotely reviewed over a 24-week
period. Written examinations assessed pre-intervention knowl-
edge (average score 57%) and post-intervention knowledge (89%)
with an average score increase of 36%. Basic obstetric POCUS
competency was achieved in 83% (5 of 6) trainees. Median time
fromcompletion of training to competencywas 133 days (range 55-
169). Median number of ultrasounds to reach competency was 40
(range 26-59). A four-month post-interventionwritten knowledge
assessment was performed, with an average score of 91%.
Conclusion: OB POCUS competency following in-person ultra-
sound education and remote image reviewwas achieved in nearly
all trainees, and written knowledge assessment at four months
post intervention showed similar scores as immediate post edu-
cational assessments. This finding supports adding remote image
review in obstetric POCUS education and generates preliminary
timelines and ultrasound volumes to achieve competency.

282 | The Association between Use of Preoperative
Antibiotics and Gestational Latency After
Ultrasound-Indicated Cerclage

Maryama O. Ismail1; Taylor S. Freret2; Mark A. Clapp3; Malavika
Prabhu3
1Mass General Brigham, Boston, MA; 2Beth Israel Deaconess
Medical Center, Boston, MA; 3Massachusetts General Hospital,
Boston, MA

10:30 AM - 12:30 PM
Objective: The use of perioperative antibiotics and indomethacin
increase gestational latency (GL) for patients undergoing exam-
indicated cerclage. We sought to determine if preoperative
antibiotics for ultrasound-indicated cerclage (UIC) have similar
benefits.
Study Design: This was a retrospective cohort study of patients
undergoing UIC per the operative report within a single health-
care system with a linked birth record (>20 weeks’ gestation)
from 2017 to 2023. Exclusion criteria included multiple gestation,
multiple cerclages in the pregnancy, or receipt of postoperative
antibiotics. Surgical case details, antibiotic administration, and
delivery outcomes were abstracted from the electronic health
record with chart review as required. The primary exposure
was preoperative antibiotic administration. The primary outcome
was GL, or the duration from cerclage placement to delivery.
Secondary outcomes included gestational age (GA) at delivery
and any preterm birth (PTB) < 28 or < 32 weeks. Multivariable
linear and logistic regression analysis were used to control for
prior preterm birth, vaginal progesterone use, and cervical length
and GA at time of cerclage.
Results: During the study period, 231 patients received an UIC,
of whom 219 (94.8%) met inclusion criteria. 140 patients (63.9%)
received preoperative antibiotics. The groups were similar on
baseline characteristics (Table). There was no difference in GL
(116 vs 113 days, p = 0.46, Figure) or GA at delivery (37.0 vs 36.7
weeks, p = 0.62) between those who did and did not receive
antibiotics. The PTB rates before 28 and 32 weeks were also
similar (3.6 vs 5.1%, p = 0.59, and 10.1 vs 10.3%, p = 0.97,
respectively). Results were unchanged in the adjusted analyses
and in sensitivity analyses considering patients with and without
a prior preterm birth as separate cohorts.
Conclusion: The use of preoperative antibiotics for UIC place-
ment is not associated with increased GL or lower PTB rates
compared to no antibiotics. Our findings may help promote
antibiotic stewardship.
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283 | The Association between Antibiotic Prophylaxis
Duration and Gestational Latency After Exam-Indicated
Cerclage Placement

Maryama O. Ismail1; Taylor S. Freret2; Mark A. Clapp3; Malavika
Prabhu3
1Mass General Brigham, Boston, MA; 2Beth Israel Deaconess
Medical Center, Boston, MA; 3Massachusetts General Hospital,
Boston, MA

10:30 AM - 12:30 PM
Objective: A 24-hour course of IV antibiotics and indomethacin
at the time of exam-indicated cerclage (EIC) is superior to placebo
at increasing gestational latency (GL).We sought to determine if a
single dose regimen (SDR) of perioperative antibiotic prophylaxis
provides similar benefits compared to a multidose regimen
(MDR).
Study Design: This was a retrospective cohort study of patients
undergoing an EIC within a single healthcare system from 2017
to 2023. Exclusion criteria included multiple gestation, multiple
cerclages in the pregnancy, or no perioperative antibiotics. Surgi-
cal case details, antibiotic administration, and delivery outcomes
were abstracted from the electronic health record. The exposure
was antibiotic duration: SDR (preoperative antibiotics only) vs
MDR (preoperative antibiotics with at least one postoperative
dose). The primary outcome was time from cerclage placement
to delivery (GL) among liveborn infants. Secondary outcomes
included gestational age (GA) at delivery. Linear regression
analyses controlled for amniocentesis prior to EIC, and cervical
dilation (cm) and GA at placement.
Results: 122 patients underwent an EIC; 93 (76.2%)met inclusion
criteria. 38 patients (40.9 %) received SDR, and 55 (59.1%) received
MDR.Ninety-five percent of patients received indomethacin. The
MDR group had a higher amniocentesis rate (54 vs 30%, p = 0.02)
and baseline cervical dilation (1 cm [IQR 1–2] vs 1 cm [IQR 1–1]).
Unadjusted GL (88 vs 106 days, mean difference -18 d, p = 0.02)
and delivery GA (33.3 vs. 35.6 weeks, mean difference -2.3 weeks,
p= 0.04) were lower in theMDR group. However, in the adjusted

model, there was no significant difference inmeanGL (-10.5 days,
p = 0.20, Figure) or delivery GA (-1.5 weeks, p = 0.19, Table).
Results were similar when adjusting for vaginal progesterone use.
Conclusion: A single dose of antibiotic prophylaxis is associated
with similar GL to a multidose regimen when adjusting for other
clinical factors. Limitations of our study include small sample size
and that our model may not fully account for unobserved risk
differences between the groups.

284 | The Impact of an Informative Video on Patient
Anxiety at Term Induction-of-labor: Randomized Control
Trail

Matan Friedman1; Liat Mor2; Irit Segman1; Yossi Mizrachi1; Noa
Ben Shushan1; Hagit Eisenberg1; Tamar Shieldkrot1; Eran
Weiner1; Giulia Barda1
1Wolfson Medical Center, Wolfson Medical Center, Tel Aviv; 2Edith
Wolfson Medical Center, Holon, HaMerkaz

10:30 AM - 12:30 PM
Objective: Induction of Labor (IOL) is a medical intervention
that is associated with discomfort and anxiety. Our aim was to
study the impact of a detailed informative video presented prior
to IOL on maternal anxiety and satisfaction
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Study Design: In this randomized controlled trial, term women
with an unfavorable cervix undergoing IOL between April-July
2024 were randomly assigned to either: a “video group”, in
which an informative video was presented prior to IOL and a
“control group”, in which women received standard counselling.
Otherwise, all patients received the same medical care. A 5-
minute video was produced by our staff and included detailed
information about IOL methods, what to expect after insertion,
and pain management. IOL was performed by either vaginal
dinoprostone or extra-amniotic balloon, according to our proto-
col. The primary outcome was the difference between State-Trait
Anxiety Inventory (STAI) score before and after IOL (ΔSTAI).
Secondary outcomes included patient satisfaction rated between
1 and 5. The study was powered to detect a 25% difference in the
primary outcome (ΔSTAI)
Results: Included were 167 participants: 81 in the video group
and 86 in the control group. Demographics were comparable
between the groups, as well as baseline STAI scores, indications
and methods for IOL. The decrease in anxiety levels (ΔSTAI) was
significantly higher in the video group, comparedwith the control
group (4.4 vs. 0.6, p = 0.007). Watching the informative video
remained associated with anxiety reduction after adjusting for
confounders (β 4.11, 95% CI 1.22-7.0). Furthermore, patients in the
video group reported lower anxiety levels after IOL (mean STAI
44.1 vs. 38.9, p = 0.002), and higher satisfaction of the overall IOL
experience (4.4 vs. 4.1, p = 0.018)
Conclusion: An informative video prior to IOL significantly
reduced patient anxiety and Improved satisfaction. This tech-
nology offers a simple, cost-effective and non-pharmacological
method to reduce anxiety and improve patient experience during
IOL

287 | Patient Perceptions of a One-Year Postpartum Patient
Navigation Program for Low-income Birthing People

Maya J. Daiter1; Hannah M. Green1; Laura Diaz1; Brittney R.
Williams1; Viridiana Carmona-Barrera1; Charlotte M. Niznik1;
Michelle A. Kominiarek2; Joe M. Feinglass1; William A.
Grobman3; Lynn M. Yee1
1Northwestern University Feinberg School of Medicine, Chicago,
IL; 2Northwestern Feinberg School of Medicine, Northwestern
Feinberg School of Medicine/ Chicago, IL; 3The Ohio State
University, Columbus, OH

10:30 AM - 12:30 PM
Objective: Patient navigation, an intervention in which a trained
individual supports patients in navigating the healthcare system,
has emerged as a means to promote health equity in a variety
of healthcare domains. Navigating New Motherhood (NNM) is
a randomized trial that implemented a one-year postpartum
patient navigation program for low-income birthing individuals.
We aimed to understand patient perceptions of theNNMprogram
and describe its implications for future program iterations.
Study Design: In this analysis of qualitative data from the NNM
study, a random selection of participants who were receiving
the navigation intervention underwent in-depth interviews at 4-6
and 11-13months postpartum. Interviews focused on participants’
perceptions of the relationship with their navigator and activities
performed by the navigator. Using a codebook created through an
iterative team-based process, two coders independently analyzed
sets of interviews using the constant comparative method to
identify underlying themes.
Results: In this analysis of 30 interviews from 15 navigated
participants (mean age 28.4 years, 100% Medicaid insurance, 53%
Black and 40% Hispanic), participants provided feedback regard-
ing their navigators and the program. Major themes included
1) interpersonal connection between navigator and participant,
2) importance of logistical support provided by the navigator, 3)
development of participant activation, 4) desired continuation of
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the program, and 5) perception of breadth of services provided
(Table). Some suggestions for improvement, albeit minimal in
nature, were provided. Findings were similar at both time points.
Conclusion: Participant feedback on their experiences with
postpartum navigation was overwhelmingly positive at both the
mid-point and end of one year of participation. Participants
cited navigation activities, program structure, and their rela-
tionship with navigators as program strengths. Findings support
that patient navigation programs are welcomed by low-income
birthing individuals, building on growing evidence for future
investment in obstetric navigation.

288 | Integrating Complementary Medicine during Labor
Induction: Insights from a Retrospective Cohort Study

Mays Awawdeh1; Tzlil Ganon2; Bat-Zion Zidenberg2; Dani
Steinberg2; Elad Schiff2; Rami sammour3; Shlomi Sagi3; Inna
Bleicher4
1Bnai Zion medical center, haifa, Hefa; 2Bnai-Zion MC, Haifa,
Hefa; 3Bnai Zion MC, Bnai Zion MC, Hefa; 4Bnai Zion medical
center, Haifa, Hefa

10:30 AM - 12:30 PM
Objective: The use of acupuncture and reflexology has been
rapidly increasing in obstetrics and gynecology. Nevertheless,
their effect on maternal and neonatal outcomes remains uncer-
tain. The aim of this study was to compare outcomes between
patients who had labor induction with and without complemen-
tary medicine integrated into their standard medical care.

Study Design: Retrospective study of patients who had IOL in
a single tertiary medical center from 2020-2023. Those receiving
acupuncture or reflexology integrated with standard care (study
group) were compared to standard care (control group). Data was
retrieved from electronic medical records. Inclusion criteria were
live singleton fetus, cephalic presentation,> 34weeks of gestation
without contraindication for vaginal delivery. Patients with rup-
tured membranes before IOL and those lacking data on the IOL
method were excluded. Primary outcome was oxytocin use.
Secondary outcomes included mode of delivery, indications for
immediate delivery, intrapartummaternal fever ≥ 38◦C, Apgar at
5 min ≤ 7 and admission to neonatal intensive care unit.
Results: Of 1906 eligible patients, 410 had complimentary
treatment and 1496 were in the control group. Nulliparity and
induction with prostaglandins were more common in the study
group. Complimentary medicine group had lower rates of oxy-
tocin use (17.3% vs 23.6%, p = 0.007) but longer oxytocin to
delivery interval. These differences remained significant after
adjustment for nulliparity and prostaglandins for labor induction.
The rates of cesarean delivery and intrapartum maternal fever
were higher in the study group. Other maternal and neonatal
outcomes were similar.
Conclusion: Integration of complementary medicine during
induction of labor was associated with lower rates of oxytocin
use but longer duration of oxytocin administration, higher rates
of maternal fever and cesarean deliveries. Selection bias, local
practices as well as other confounders warrant prospective
studies in order to confirm these findings.

289 | Association of Glycemic Index in Early Pregnancy
with GDM and LGA Risk in Nulliparous Individuals

McKenzie K. Jancsura1; William A. Grobman2; Jiqiang Wu2;
Christina M. Scifres3; Rebecca B. McNeil4; Brian M. Mercer5;
Hyagriv Simhan6; Uma M. Reddy7; Robert M. Silver8; Samuel
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Parry9; George R. Saade10; Judith H. Chung11; Lynn M. Yee12;
Kartik K. Venkatesh2
1The Ohio State University College of Nursing, Columbus, OH;
2The Ohio State University, Columbus, OH; 3Indiana University
School of Medicine, Indianapolis, IN; 4Research Triangle
International, Durham, NC; 5Case Western Reserve University,
Cleveland, OH; 6University of Pittsburgh Medical Center,
Pittsburgh, PA; 7Columbia University, New York, NY; 8University
of Utah, Salt Lake City, UT; 9University of Pennsylvania,
Philadelphia, PA; 10Macon & Joan Brock Virginia Health Sciences
Eastern Virginia Medical School at Old Dominion University,
Norfolk, VA; 11University of California- Irvine, Irvine, CA;
12Northwestern University Feinberg School of Medicine, Chicago,
IL

10:30 AM - 12:30 PM
Objective: We determined whether glycemic index in early
pregnancy is associated with the risk of gestational diabetes
mellitus (GDM) or large-for-gestational-age (LGA) birth among
nulliparous individuals.
Study Design: This is a secondary analysis of data from individ-
uals without pregestational diabetes enrolled in the prospective
cohort Nulliparous Pregnancy Outcomes Study: Monitoring
Mothers-To-Be (nuMoM2b). The exposure was average glycemic
index, which was determined by the Block Food Frequency
Questionnaire administered in the first trimester. The glycemic
index was categorized in quartiles from Q1 (best or foods with a
slower blood sugar rise, reference) to Q4 (worst). Outcomes were
GDMbased on third trimester screening and LGAat birth per sex-
and gestational-age standardized birthweight >90th percentile.
Modified Poisson regression was used and adjusted for age,
body mass index, insurance status, and area deprivation index.
Secondarily, we assessed for effect modification by dietary quality
(using the Healthy Eating Index) and neighborhood-level food
access (using the USDA Food Atlas).
Results: Among 7,817 assessed participants, themedian glycemic
index was 49.8 (IQR: 47.4, 52.1), and 94.9% had a low glycemic
index score (<55). Overall, 8.2% developed GDM and 4.2% had a
LGA infant. The highest glycemic index (Q4) was not associated
with an increased risk of GDM, but Q3 was associated a statis-
tically increased risk of GDM versus the lowest quartile (Q3 vs.
Q1 8.1% vs 9.0%: ARR: 1.51, 95% CI 1.11-2.05). Glycemic index was
not associated with LGA birth. There was no evidence of effect
modification by either dietary quality or neighborhood-level
inadequate food access (p>0.05 for all).
Conclusion: In a cohort of nulliparous individualswith generally
good or low-glycemic-diets in early pregnancy, the glycemic index
was not consistently associated with GDM or LGA. Further
studies are needed to better understand the impact of diet-based
glycemic changes on pregnancy outcomes.

290 | Better Maternal and Fetal Outcomes inWomen with
Self-Monitoring of Blood Pressure and Telemedicine Visit

Melanie Yee L Siaw1; Abraham Enyeji2; Alejandro Arrieta3;
Marcia Klein-Patel1
1Allegheny Health Network, Pittsburgh, PA; 2Mercer University
School of Medicine, Macon, GA; 3Florida International University,
Miami, FL

10:30 AM - 12:30 PM
Objective: Hypertensive disorders of pregnancy (HDP) affect
13% of pregnancies in the United States. Without monitoring,
HDP can rapidly develop and progress. Self-monitoring of blood
pressure (SMBP) for timely detection and treatment of HDP in
the United States is still limited. We examined maternal and fetal
outcomes and health utilization rates among pregnant women
with SMBP and telemedicine visits (SMBP+T) and pregnant
women with usual care (UC).
StudyDesign: Thismulticenter, retrospective cohort study (from
2020 to 2022) included women aged 15-55 years with singleton
pregnancies; no prior diabetes, gestational diabetes, or HDP;
and no use of low-dose aspirin in prior pregnancies. Women
were excluded if there was insufficient information, a severe
mental health diagnosis, drug use complicating pregnancies or
termination of healthy, viable pregnancies. Eligible women with
SMBP and telemedicine visits (n = 533) during prenatal care
were assigned to the SMBP+T group. Another matched cohort
of eligible women (n = 533) was comprised of the UC group that
received only in-person office visits during prenatal care.
Results: At baseline, the sociodemographic, body mass index,
comorbidities, history of prior pregnancy outcomes and blood
pressure levels were similar across groups (Table 1). During
pregnancy, groups had similar rates of new onset of HDP, delivery
modes, gestational ages at delivery and pregnancy outcomes such
as term birth, preterm birth, and pregnancy termination. In the
UC group, those with HDP had higher incidents of maternal
cardiovascular events (16.9% UC vs 7.1% SMBP+T; p < 0.05) and
fetal complications related to HDP (29.6% UC vs 17.1% SMBP+T;
p < 0.05). In addition, the UC group visited a prenatal office at
slightly higher frequency (68.9% UC vs 62.3% SMBP+T; p < 0.05).
Conclusion: SMBP with telemedicine visits during pregnancy
was associated with lower rates ofmaternal cardiovascular events
and fetal complications related to HDP. SMBP with telemedicine
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visits also did not increase health utilization rate in low-risk
pregnant women.

291 | Tiktok and #Maternalmortality: a Content Analysis

Melissa Greene1; Lucero Hernandez1; Jenny Wu2; Jonas J.
Swartz2; Charity Watkins2
1Duke University School of Medicine, Durham, NC; 2Duke
University Medical Center, Durham, NC

10:30 AM - 12:30 PM
Objective: Nearly 40% of Generation Z use TikTok as their
primary search engine before other sites. Reproductive health
posts frequently raise awareness and/or provide education. We
systematically analyzed TikTok videos using #maternalmortality
which has over 37 million views.
Study Design: Web-scraper Apify was used to compile informa-
tion from themost-liked TikTok posts tagged #maternalmortality
on February 6, 2023. Two independent reviewers (M.G. and
L.H.) performed standardized coding on the top 100 videos with
another reviewer (C.W.) to arbitrate differences. In addition to
pre-determined descriptive data points, two standardized scales
were used: a modified 5-point DISCERN scale to assess informa-
tion quality and the Patient EducationMaterials Assessment Tool
(PEMAT) to evaluate understandability and actionability.
Results: The top 100 #maternalmortality TikToks collectively
had 11.9 million views and 1.1 million likes. 13 unavailable videos
were excluded at the time of arbitration. Most creators were
feminine presenting (86%), based in the U.S (99%), and 48%
were healthcare professionals. Common themes included racial
disparities inmaternal deaths (33%) and causes and preventability
of maternal deaths (22% and 13%, respectively). 5% of videos
highlighted trust in healthcare while 31% highlighted distrust.
Health information quality was moderate (median DISCERN
score of 2 out of 5, IQR 2-3) and videos were understandable
(PEMAT median 71%, IQR 62-83) but not actionable (PEMAT
median 0%, IQR 0).
Conclusion: Popular #maternalmortality videos onTikTokhigh-
light race or racism as contributing factors to maternal deaths.
High scores in understandability but lower in information quality
suggests that, though accessible, these videos may not be totally
reliable.

292 | Association of Primary Language with Pain and
Opiate Use Following Cesarean Birth

Metabel T. Markwei1; Noor Joudi2; Janet Hurtado2; Samantha L.
Simpson2; Nidhee S. Reddy2; Jordan J. Burgess2; Elizabeth B.
Sherwin2; Stephanie A. Leonard2; Miriam Schultz2; Brendan
Carvalho2; Pervez Sultan2; Katherine Bianco2; Danielle M.
Panelli2
1Stanford Healthcare, Palo Alto, CA; 2Stanford University, Palo
Alto, CA

10:30 AM - 12:30 PM
Objective: Non-English speakers are at risk of experiencing
healthcare disparities. The impact of patients’ primary language
on pain assessment and treatment is understudied. This study
compared pain scores and opioid use in the first 48 hours
post-Cesarean between English and Spanish-speaking patients.
Study Design: We conducted a pilot prospective cohort study
that included postpartum patients over 18 years old with single-
ton pregnancies who underwent a low-transverse cesarean and
were literate in English or Spanish. Primary language was self-
reported. Pain assessments were based on 1) average daily stan-
dardized nursing evaluations and 2) the Short Form Brief Pain
Inventory (SF BPI) 24-48 hours postpartum. Opioid use was mea-
sured by 1) total milligram morphine equivalents (MMEs) used
within 48 hours postpartum, 2) total MMEs during postpartum
admission, and 3) MMEs prescribed at discharge. Multivariable
multinomial regression models were used to analyze the data.
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Results: The study included 134 patients (94 English-speaking,
40 Spanish-speaking). Pain scores were similar in English and
Spanish speakers, with the only difference seen related to the
distribution of median Day 2 pain scores (English 3/10, Q1-Q3
2-5 versus Spanish 3/10, Q1-Q3 1.75-4.00; p = 0.04, Table 1). No
significant differences were identified in medianMME use in the
first 48 hours postpartum (15 [Q1-Q3 0-38] inEnglish speakers and
9 [Q1-Q3 2-23] in Spanish speakers, p = 0.13, Table 1). Similarly,
no differences were seen after adjusting for confounders (Table
2). The median MMEs prescribed at discharge were identical in
both groups (113, Q1-Q3 90-135; p = 0.93).
Conclusion: This study found no differences in pain scores
or opioid use between Spanish and English-speaking patients
post-cesarean. However, this may be related to our institution’s
efforts to standardize postpartum care, such as using language-
concordant staff, in-person interpreters, and uniform opioid
prescribing protocols. Additional research among larger cohorts
is needed to explore the effectiveness of these standardized
protocols in promoting equitable postpartum care.

293 | Effect of the Dobbs Decision on Sterilization Rates
Based on Location Across Wisconsin

Michelle P. Lin1; Jacqueline M. Powell1; Megan Knutson
Sinaise1; Janine S. Rhoades1; Ronald E. Gangnon2; Kara K.
Hoppe1
1University of Wisconsin School of Medicine and Public Health,
Madison, WI; 2University of Wisconsin Department of Population
Health Sciences, Madison, WI

10:30 AM - 12:30 PM
Objective: On June 24, 2022, the US Supreme Court’s decision
in Dobbs v. Jackson overturned the federal right to abortion
established by Roe v. Wade, resulting in a ban on abortions
in Wisconsin (WI) for 15 months. This structural barrier to
managing pregnancy options may impact contraceptive decision-

making. This study aims to examine the effect of the Dobbs
decision on the rate of immediate and 3-month postpartum (PP)
sterilization procedures in WI based on geographic location.
StudyDesign: A retrospective cohort of all births from 1/1/2021 to
9/30/2023 in WI was constructed using WI Hospital Association
coding data. Pre-Dobbs was defined as 1/1/2021 - 6/23/2022 and
post-Dobbs was defined as 6/24/2022 - 9/30/2023. Generalized
additive logistic regression models were constructed for the rates
of sterilization at birth and at 3 months PP as a function of geo-
graphic location (ZIP code). Statistical analyses were performed
using the mgcv package in R.
Results: There were 147,877 births–79,806 pre-Dobbs and 68,071
post-Dobbs. There were 6,679 sterilization events at the time of
birth (4.5%)–3,591 (4.5%) pre-Dobbs and 3,088 (4.5%) post-Dobbs
(RR 1.01, 95% CI 0.96-1.06, p = 0.81). There was weak evidence (p
= 0.15) of geographic variation in the impact of theDobbs decision
on the rate of immediate sterilization. There were nominally
significant (p < 0.05) elevations in the immediate sterilization
rate in 55 ZIP codes in southeast WI and nominally significant
reductions in the immediate sterilization rate in 39 ZIP codes in
westernWI. Similar results were seen for sterilization at 3months
PP.
Conclusion: There was no change in overall sterilization rates
across WI after Dobbs. There were subtle changes in the ster-
ilization rate based on location, which contributes to evidence
that location of residence impacts receipt of health services.
Provisions to increase equitable access to care are needed. Further
analysis is needed to determine if factors such as hospital religious
affiliation, Medicaid status, or access to a surgical provider may
influence this geographical difference in sterilization rates across
WI.
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294 | Understanding Maternal Infection in Late Preterm
Prelabor Rupture of Membranes by Time of Ruptured
Membranes

Milli Desai1; Dana R. Canfield2; Emma Roberts3; Timothy Wen4;
Irene Su5; Cynthia Gyamfi-Bannerman6
1University of California, San Francisco, University of California,
San Diego, CA; 2UC San Diego Health, San Diego, CA; 3UC San
Diego Health, UC San Diego Health, CA; 4University of California,
San Diego, Irvine, CA; 5UC San Diego Health, La Jolla, CA;
6University of California, San Diego, San Diego, CA

10:30 AM - 12:30 PM
Objective: Expectant management (EM) of late preterm PPROM
is thought to improve neonatal outcomes without increasing the
risk of neonatal sepsis. European clinical trials have described the
median duration of EMas∼3-4 days, and suggest increased risk of
maternal infection with EM. However, more data are required to
corroborate these findings in a US population and to stratify risk
based on time of rupture of membranes (ROM). We investigated
the association between the length of time from ROM to delivery
and maternal infection after PPROM between 34-36 weeks.
Study Design: Secondary analysis of RCT of singleton pregnan-
cies at risk for preterm delivery between 34-36 weeks. Parent
trial included subjects with PPROMoccurring≥34weekswithout
signs of infection/plan for induction at ≤12 hours. Primary
outcome, maternal infection composite (chorioamnionitis +/-
endometritis), was compared in participants with ROM < 1 day
(< 24 hours), between 1-< 2 days (24-< 48 hours), and ≥2
days (≥48 hours). Secondary outcomes: mode of delivery and
selected neonatal outcomes. Baseline characteristics were com-
pared between groups; multivariable logistic regression models
were fit to control for confounders
Results: Of 620 individuals with PPROM, 31 (5.0%) hadmaternal
infection: 2.3% of individuals with ROM < 1 day, 7.8% with
ROM between 1-2 days, and 6.8% in those with ROM ≥ 2 days
(p = 0.01, Figure 1). Participants with maternal infection had
significantly more time with ROM. After adjusting for con-
founders, ROM between 1-2 days and ≥ 2 days was significantly
associated with maternal infection compared to ROM < 1 day

(Table). Cesarean delivery, neonatal sepsis, and NICU admission
were more common with increasing time from ROM. Neonatal
respiratory outcomes were not different between groups.
Conclusion: Maternal infection and cesarean delivery rates
increased with time after ROM. Increasing time was associated
with neonatal sepsis and provided no short-term respiratory
benefits with a trend towards greater NICU admission. Our
findings prompt further evaluation of delivery delay after late
preterm PPROM in a larger US population.

295 | Adverse Outcomes Associated with Time from
Neuraxial Anesthesia to Delivery: A Retrospective Cohort
Study

Minhazur R. Sarker1; Dana R. Canfield2; Gladys (Sandy) A.
Ramos1; Angela T. Bianco3; Chelsea A. DeBolt3
1University of California, San Diego, San Diego, CA; 2UC San
Diego Health, San Diego, CA; 3Icahn School of Medicine at Mount
Sinai, New York, NY

10:30 AM - 12:30 PM
Objective: Although studies have shown an inverse association
between time from spinal anesthesia to delivery and umbilical
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artery pH, these studies have been relatively small or excluded
patients receiving other neuraxial anesthesia.
Study Design: Retrospective cohort study from 2013-2019 of
singleton, term, non-anomalous births via planned cesarean
delivery with neuraxial anesthesia. We assessed rates of adverse
pregnancy outcomes associated with different time intervals
from neuraxial placement to delivery: 1) < 20 minutes, 2) 20-
39 minutes, 3) 40-59 minutes, and 4) ≥ 60 minutes. We further
analyzed the time intervals for key portions of the surgical
procedure among neonatal umbilical artery pH cohorts: 1) pH ≤

7.00, 2) pH 7.01-7.10, 3) pH 7.11-7.20, 4) pH 7.21-7.30; and 5) pH
≥ 7.30. All statistical analyses were performed on STATA IC 15.1
and a p-value < 0.05 was considered statistically significant.
Results: Of the 5255 planned cesarean deliveries, 645 (12.3%),
4067 (77.4%), 468 (8.9%), and 75 (1.4%) delivered within 20
minutes, 20-39 minutes, 40-59 minutes, and ≥ 60 minutes
from neuraxial anesthesia, respectively. As delivery time interval
increased, there was positive association with number of prior
cesarean delivery, BMI, and rates of multiparity, chronic hyper-
tension, and diabetes. Increased time from neuraxial placement
to delivery was associated with umbilical artery pH ≤ 7.1 and
≤ 7.2, umbilical artery base deficit > 8, and meconium-stained
amniotic fluid (all p < 0.05). After adjusting for confounders and
using > 20-minutes as a base comparator, increased time from
neuraxial placement to delivery remained associated only with
umbilical artery pH ≤ 7.2 (adjusted OR 1.83; 95% CI 1.01-3.28).
In our secondary analysis, as the pH cohort decreased, there
was association with increased time from neuraxial placement to
delivery, skin incision to uterine incision, and uterine incision to
delivery (all p < 0.01).
Conclusion: Findings suggest that during scheduled cesarean
delivery, increased time fromneuraxial anesthesia to delivery was
associated with lower umbilical artery pH.

296 | Maternal Age and Elective Inductions of Labor in
Nulliparous Patients: A Multicenter Cohort Study

Minhazur R. Sarker1; Dana R. Canfield2; Grace Noonan3;
Gregory W. Poorman4; Barbara Levy4; Patrick Edmundson4;
Ukachi N. Emeruwa1; Cynthia Gyamfi-Bannerman1; Leah M.
Lamale-Smith3
1University of California, San Diego, San Diego, CA; 2UC San
Diego Health, San Diego, CA; 3University of California San Diego,
San Diego, CA; 4Dorsata, Inc., Arlington, VA

10:30 AM - 12:30 PM
Objective: We aimed to investigate whether advanced maternal
age is associated with adverse outcomes in nulliparous women
undergoing elective induction of labor (eIOL).
Study Design: We queried a multicenter outpatient electronic
medical record to perform a retrospective cohort study of nulli-
parous women undergoing eIOL between 39w0d to 40w6d from
January 2017 to June 2024. To investigate the relationship between
age and eIOL, we created multiple study cohorts: 1) age < 35, 2)
age 35-39, and 3) age ≥ 40. We excluded pregnancies complicated
by multifetal gestation, oligohydramnios, hypertensive disorders,
diabetes requiring treatment, autoimmune disorders, or fetal
growth restriction. The primary outcome of interest was the
rate of cesarean delivery (CD). Chi-square, ANOVA, and Mann-
Whitney U tests were performed to determine statistical signif-
icance, and a multivariable logistic regression determined the
strength of associations. All statistical analyses were performed
on SPSS version 29.
Results: Of the 84,156 eligible patients, 932 met our inclusion
criteria with 728 (78.1%), 141 (15.1%), and 63 (6.8%) with age< 35,
age 35-39, and age≥ 40, respectively.Wenoted a difference in rates
of in vitro fertilization (IVF) but otherwise no baseline differences
(Table 1). We found an increased incidence of CDwith increasing
age (25.8% for age< 35, 41.1% for age 35-39, and 55.6% for age ≥

40, p < 0.01) (Table 2). After adjusting for confounders including
pre-pregnancy BMI, diet-controlled gestational diabetes, and IVF
and using age < 35 as the base comparator, this relationship
remained consistent (age 35-39 adjusted OR 1.82 (95% CI 1.14-
2.91) and age ≥ 40 adjusted OR 3.70 (95% CI 1.90-7.22)) (Table
2). Aside from cesarean for arrest of dilation, there were no
significant differences noted in the indications for CD or other
adverse outcomes (Table 2).
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Conclusion: Although similar to trends seen in CD rates with
maternal age in the overall population, this specific insight into
the nulliparous population undergoing eIOL can be incorporated
into counseling for nulliparous pregnancies complicated by
advanced maternal age.

297 | Nitrous Oxide: Safe, Effective Labor Analgesia in
Patients Treated with Medications for Opioid Use
Disorder

Molly R. Siegel1; Leah N. Schwartz2; Davida M. Schiff3; Brinda
Kamdar4; Sarah N. Bernstein1

1Massachusetts General Hospital, Division of Maternal Fetal
Medicine, Boston, MA; 2Massachusetts General Hospital and
Brigham and Women’s Hospital, Boston, MA; 3Massachusetts
General Hospital, Department of Pediatrics, Boston, MA;
4Massachusetts General Hospital, Department of Anesthesia,
Massachusetts General Hospital, MA

10:30 AM - 12:30 PM
Objective: Nitrous oxide (NO) is an effective analgesic option
for labor and postpartum laceration repair, but obstetric and
anesthesia professional societies caution against its use in indi-
viduals treated with systemic opioids, including medications for
opioid use disorder (MOUD), due to theoretical concerns about
respiratory depression and sedation. We aimed to evaluate the
safety of NO for labor analgesia in patients treated with MOUD.
Study Design: We evaluated a retrospective cohort of patients
prescribed MOUD who received NO for labor analgesia uti-
lizing an established dataset of opioid exposed pregnancies at
an academic urban hospital from 2016-2023. Maternal demo-
graphic characteristics, respiratory status, delivery and neonatal
outcomes were evaluated with univariate analyses.
Results: 26 patients treated with buprenorphine (17) or
methadone (9) were included (Table) from a total of 361 opioid
exposed pregnancies (7.2%). Safety data and maternal benefit are
summarized in the Figure. There was no difference in maternal
mean oxygen saturation before and after initiation of NO (p
= 0.87). There was no maternal hypoxemia (lowest oxygen
saturation 95%), respiratory depression (lowest respiratory
rate 16), or documentation of maternal respiratory distress or
somnolence related to NO therapy. Pain scores on 10-point
scale significantly improved before and after NO (mean pain
pre-NO 7 SD 2.2 vs post 3.5 SD 2.8, p < 0.005). Three (12.5%) had
documented fetal intolerance of labor, all 4 or more hours after
NO, which has a five-minute half-life. Six (25%) were admitted
to the neonatal intensive care unit (NICU) and 13 (56.5%) to
the special care nursery (SCN), most for neonatal abstinence
syndrome (15/19, 78.9%). No NICU or SCN admissions were
related to NO therapy.
Conclusion: Patients on MOUD are known to require higher
doses of pain medication for adequate analgesia and have limited
pain control options due to medication interactions. Our data
suggests that NO is a safe and effective option for labor analgesia
in patients treated with MOUD and should not be withheld.
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298 | FGR Resolution Trends by Gestational Age at
Diagnosis

Mona M. Makhamreh1; Sascha Wodoslawsky2; Madeline V.
Smith3; Emily Ferguson3; Samantha Mauser3; Lucy Qi3; Rodney
A. McLaren, Jr., Jr.4; Huda B. Al-Kouatly4
1Baylor College of Medicine, Houston, TX; 2Icahn School of
Medicine at Mount Sinai, New York, NY; 3Sidney Kimmel Medical

College of Thomas Jefferson University, Philadelphia, PA;
4Thomas Jefferson University Hospital, Philadelphia, PA

10:30 AM - 12:30 PM
Objective: There is little data on the incidence of resolution
for fetal growth restriction (FGR) diagnosis. Thus, the objective
was to determine the incidence of FGR resolution in women
diagnosed with FGR, stratified by the gestational age (GA) at
diagnosis.
Study Design: This was a retrospective cohort study at a single
institution that included all singleton, non-anomalous pregnan-
cies diagnosed with FGR (defined as estimated fetal weight
(EFW) < 10th percentile or abdominal circumference (AC) <
10th percentile) and followed with subsequent ultrasounds. Data
were stratified by the GA at FGR diagnosis. Cases were classified
as resolved if follow-up ultrasounds demonstrated EFW and AC
both at, or above the 10th%.Caseswere categorized as persistent if
follow-up ultrasounds continued to showFGRwithout resolution
before birth. Data was presented as percentages.
Results: Of the 4900 records reviewed, 666 had FGR. Of these,
637 (95.6%) had follow-up ultrasounds. Among these, 178 (27.9%)
resolved before birth. Figure 1 demonstrates the trends of FGR
resolution by GA at diagnosis. Table 1 details the course of FGR
by GA. The resolution rates varied by gestational age at diagnosis.
For cases diagnosed before 20 weeks’ GA, the resolution rate was
53.6%, while cases diagnosed with FGR at 36 weeks GA onwards,
the resolution rate was 7.4%. Of 178 FGR cases that resolved, only
2 (1.1%) had elevated UA dopplers that later resolved with FGR
resolution.
Conclusion: The incidence of FGR resolution varied with
the timing of diagnosis. Early diagnosis was linked to higher
resolution rates, while later diagnoses were associated with
lower resolution rates. These findings offer valuable insights for
counseling patients about FGR and emphasize the importance of
follow-up ultrasounds in monitoring fetal growth progression.
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299 | Adverse Outcomes of the Second Twin Associated
with Trial of Labor in Early Preterm Births

Moti Gulersen1; Erez Lenchner2; Mariella F. Toro3; Brooke E.
Ciampaglio1; Huda B. Al-Kouatly4; Rodney A. McLaren, Jr., Jr.4
1Sidney Kimmel Medical College of Thomas Jefferson University,
Philadelphia, PA; 2New York University Rory Meyers College of
Nursing, New York, NY; 3Sidney Kimmel Medical College at
Thomas Jefferson University, Philadelphia, PA; 4Thomas Jefferson
University Hospital, Philadelphia, PA

10:30 AM - 12:30 PM
Objective: The Twin Birth trial demonstrated that there were no
differences in neonatal outcomes between twins who had a trial
of labor and thosewho had a planned cesarean delivery. However,
twins < 32 weeks were excluded. Therefore, the objective of this
study was to evaluate whether a trial of labor is associated with
an increased risk of adverse outcomes of the second twin (Twin
B) in preterm births < 32 weeks gestation.
Study Design: Retrospective analysis of the United States Cen-
ters for Disease Control and Prevention Natality Live Birth
Database (2016-2022). All twin live births between 23 0/7-31 6/7
weeks were eligible for inclusion. Pregnancies initiating prenatal
care >16 weeks’ gestation, congenital anomalies, and unknown
data were excluded. The primary adverse neonatal composite
outcome of Twin B was compared between two groups: twin
gestations who underwent a trial of labor (TOL) and those who
underwent a cesarean delivery without labor (CD). A subgroup
analysis of live births between 24 0/7-27 6/7 weeks’ gestation was
performed. Multivariable logistic regression was performed to
adjust for potential confounders. Data were presented as adjusted
odds ratios (aOR) with 95% confidence intervals (CI).
Results: Of the 39,769 twin live births included, 12,397 (31.2%)
underwent a TOL. Baseline characteristics compared between the
two groups are displayed in Table 1. TOL was associated with an
increased risk of composite neonatal adverse outcome of Twin B
compared to CD (45.1% vs 36.3%; aOR 1.28, 95% CI 1.22-1.35). The
association remained statistically significant in twin live births
between 24 0/7-27 6/7weeks’ gestation (TOL: 49.9% vs. CD: 47.7%;
aOR 1.17, 95% 1.07-1.29).
Conclusion: This study suggests that TOL is associated with an
increased risk of adverse neonatal outcomes for TwinB in preterm
births < 32 weeks of twin gestation. Providers should consider
these risks while counselling this patient population that was
excluded from the Twin Birth trial. Future research evaluating
outcomes associated with trial of labor in early preterm twins is
needed.

300 | Optimizing Antenatal Corticosteroid Timing in
Patients at Risk of Spontaneous Preterm Birth

Moti Gulersen1; Adam Lin2; Ansaf Salleb-Aouissi2; Anita Raja2;
Robert M. Silver3; Lynn M. Yee4; Judith H. Chung5; Ronald J.
Wapner2; Vincenzo Berghella1; David M. Haas6; On behalf of the
nuMoM2b Network
1Sidney Kimmel Medical College of Thomas Jefferson University,
Philadelphia, PA; 2Columbia University, New York, NY;
3University of Utah, Salt Lake City, UT; 4Northwestern University
Feinberg School of Medicine, Chicago, IL; 5University of
California- Irvine, Irvine, CA; 6Indiana University School of
Medicine, Indianapolis, IN

10:30 AM - 12:30 PM
Objective: To develop a prediction model aimed at optimizing
the timing of antenatal corticosteroid (ACS) administration in
patients at risk of spontaneous preterm birth (sPTB).
Study Design: Secondary analysis of a prospective cohort study
evaluating mechanisms and prediction of adverse outcomes in
singleton nulliparas (nuMoM2b). All participants who received
ACS during their clinical care after presenting with preterm
labor or preterm prelabor rupture of membranes (PPROM) were
eligible for inclusion. Cases were stratified into 3 groups based
on time interval from ACS (first dose) to delivery: < 2, 2-7, and
>7 days. Multiclass multivariable logistic regression was utilized
to assess clinical characteristics at the time of first dose of ACS
as candidate predictors for optimal ACS timing (2-7 days). The
first model differentiated patients who delivered 0-7 compared
to >7 days after ACS, while the second differentiated those who
delivered < 2 compared to 2-7 days after ACS. A leave-one-out
approach was used validate our results. Predictive performances
were assessed using the area under the receiver operating curve
(ROC AUC), precision, and recall scores.
Results: Of 133 participants included, 28 (21.1%) delivered 2-7
days after ACS. Clinical characteristics compared among the 3
groups are displayed in the Table. The first model (0-7 vs. >7
days) achieved an AUC of 0.85, while the second model (< 2 vs.
2-7 days) achieved an AUC of 0.72 (Figure). Top predictors were
PPROM, cervical dilation and effacement at admission, maternal
age, gravidity, and self-reported non-Hispanic White race and
ethnicity. Prediction results across the 3 time intervals (< 2, 2-7,
and >7 days) yielded precision scores of 0.68, 0.36, and 0.81, and
recall scores of 0.75, 0.32, and 0.80, respectively.
Conclusion: Among nulliparas, clinical characteristics in
patients at risk of sPTB can be used to predict time to delivery
after ACS with reasonable performance. Incorporating such a
model into clinical practice may assist clinicians with optimizing
the timing of ACS.
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301 | Risk of Ischemic Placental Disease in Pregnant
Individuals with Insomnia

Naima E. Ross1; Rebecca J. Baer2; Scott P. Oltman2; Rashmi N.
Aurora3; Dana R. Gossett3; Laura L. Jeliffe-Pawlowski2; Justin S.
Brandt3
1NYU Grossman School of Medicine, New York, NY; 2University of
California San Francisco School of Medicine, San Francisco, CA;
3NYU Langone Health, New York, NY

10:30 AM - 12:30 PM
Objective: While obstructive sleep apnea (OSA) is known to
be associated with ischemic placental disease (IPD), we sought
to ascertain the association between insomnia and IPD and to
compare the magnitude of the associations between these sleep
disorders and IPD.
Study Design: We performed a cross-sectional study of liveborn
singleton births in California (2011-2020). Birth certificates were
linked to hospital discharge records for birthing people and their
infants. Insomnia and OSA were identified using ICD-9 and 10
codes. The primary outcome was IPD, defined as hypertensive
disorders of pregnancy (HDP), placental abruption, and small
for gestational age (SGA) birth. Secondary outcomes included
components of IPD and preterm birth. The relative risks and
corresponding 95% confidence intervals (CI) were reported by
sleep disorders using Poisson regression models.
Results: During the study period, there were 4,145,166 singleton
live births with linked hospital and neonatal records. People with
sleep disorders in pregnancy were predominantly age 18-34 at
delivery, Hispanic, well educated, and BMI 18.5 to < 25 kg/m2

(Table 1). There was minimal overlap between sleep disorder
groups; only 72 (0.7%) of 10,497 patients with sleep disorders had
comorbid insomnia and OSA. Patients with insomnia had higher
rates of tobacco smoking (13.6% vs 6.6%) and depression (29.6% vs
17.1%) compared to those with OSA. Compared to patients with
no sleep disorders, the risk of IPD was 1.7 fold higher (95% CI
1.6, 1.7) for those with insomnia and 1.8 fold higher (95% CI 1.8,
1.9) for those with OSA. The risk of IPD was 2.2 fold higher for
those with comorbid insomnia and OSA (95% CI 1.5, 3.2). The
magnitude of risk for abruption and SGA birth was greater for
insomnia versus OSA, but the magnitude of risk was comparable
for the other components of IPD and preterm birth (Table 2).
Conclusion: Similar to OSA, insomnia is associated with an
increased risk for IPD and its components, especially abruption
and SGA birth. Further study is needed to determine if identifica-
tion and treatment of insomnia may prevent adverse pregnancy
outcomes.
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302 | Reducing Contamination of Midstream Voided Urine
Specimens in an Obstetric Population: a Randomized
Controlled Trial

Namisha Dhillon1; Aishah Kothawala1; Mark Khemmani1;
Jasmin Nwachokor1; William Adams1; Alan J. Wolfe2; Thythy
Pham1; Ann Lal1
1Loyola University Medical Center, Maywood, IL; 2Loyola
University Chicago, Maywood, IL

10:30 AM - 12:30 PM
Objective: Screening for asymptomatic bacteriuria in pregnancy
has been part of routine prenatal care for decades, as untreated
bacteriuria can lead to acute pyelonephritis and adverse preg-
nancy outcomes, typically complicated via the clean catch mid-
streamurine collectionmethod (CC). CC can be difficult to obtain
and often results in contamination, making interpretation of a
urine culture difficult. The Peezy urine collection device (Peezy)
has shown promise in reducing contamination rates compared
to CC but has not been studied in the pregnant population.
This study aims to compare the rates of contamination in urine
cultures collected early in prenatal care between theCCandPeezy
urine collection methods.
Study Design: This randomized controlled trial at Loyola Uni-
versityMedical Center enrolled adult, English-speaking pregnant
patients < 20-weeks gestation from August 2022 to January 2024.
Exclusion criteria were urinary tract anomalies, ongoing antibi-
otic treatment, or recurrent urinary tract infections. Participants
were randomized to either Peezy or CC for urine collection.
The primary objective was to compare contamination rates of
urine specimens collected using the Peezy versus CC. Logistic
regression was used to compare the odds of contamination
between Peezy and CC.
Results: 218 patients were included in our analysis. The con-
tamination rate was not different between the 2 groups; 61.3%
(n = 73/119) for CC and 52.5% (n = 52/99) for Peezy, (p = 0.19)
There was no difference in rates of contamination between CC
and Peezy, regardless of BMI status. There was no difference
in ASB detection rate between CC and Peezy, p >0.05. Among
our patients with contamination of their urine culture, 4% had
a repeat sample.

Conclusion: Overall, the Peezy collection device did not demon-
strate a significant advantage over CC in detecting ASB and
reducing contamination of screening urine cultures in pregnant
patients, and our study indicates that the Peezy device is more
difficult to use, resulting in more sample collection failures.

303 | Pregnancy Termination Outcomes in Singletons with
Fetal Anomaly Using Mifepristone andMisoprostol
Versus Misoprostol Alone

Natalie R. Anixter1; Lihong Mo2; Philip Strong2; Herman L.
Hedriana2; Shinjiro Hirose3; Amy Powne2; Amelia Mclennan4
1UC Davis School of Medicine, Sacramento, CA; 2UC Davis
Health, Sacramento, CA; 3UC Davis Health, UC Davis, CA; 4UC
Davis Health, UC Davis Health, CA

10:30 AM - 12:30 PM
Objective: Mifepristone (MIFE) and misoprostol (MISO) in
combination has been shown to be more effective for induc-
tion terminations than MISO alone in the general population,
however outcome data specific to singleton pregnancies with
fetal anomaly or genetic disorder is lacking. Here, we com-
pare the effectiveness and safety of the two regimens in this
subpopulation.
Study Design: We conducted a retrospective cohort study in
66 induction terminations of singleton pregnancies with fetal
anomaly between 2009-2023 at a single tertiary medical center.
Induction characteristics andmaternal outcomes were compared
between inductions using MISO and MIFE (N = 45, 68%) versus
MISO alone (N = 21, 32%).
Results: There was no significant difference in incidence of
infection, post-partum hemorrhage, retained products requiring
dilation and curettage (D&C) and six-week readmission; or
median in induction duration, estimated blood loss and antibiotic
duration.When stratified by early versus late gestational age (GA)
at the time of induction (defined in relation to the median of
24w0.5d), a significant reduction in induction durationwas found
amongst patients who received both MIFE and MISO versus
MISO alone only in the earlier gestational age strata.
Conclusion: The addition of MIFE is safe and has a trend to
expedite termination induction when compared to MISO alone,
although we did not observe a significance in outcome measures
likely due to small sample size. The significant decrease in
induction duration seen in the patients who received both MIFE
and MISO in the earlier GA stratum supports that MIFE may
have stronger effect on reducing induction duration when used
earlier in pregnancy. Single center data and rarity of cases were
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main limitations. A multicenter or state database should be used
to further validate findings.

304 | Maternal COVID-19 is Associated with Increased
Proliferation of Placental Cytotrophoblasts

Natalie N. Lanners1; Katherine B. Le1; Teresa Chou2; Rachel
Keuls3; Dilean J Murillo Gonzalez3; Tina Findley1; Jeffery A.
Goldstein4; Ron Parchem3; Jacqueline G. Parchem1

1McGovern Medical School at UTHealth Houston, Houston, TX;
2Northwestern University Feinberg School of Medicine, Chicago,
IL; 3Baylor College of Medicine, Houston, TX; 4Division of
Perinatal Pathology, Department of Pathology, Northwestern
University Feinberg School of Medicine, Chicago, IL

10:30 AM - 12:30 PM
Objective: Damage to the maternal-fetal interface can lead to
cytotrophoblast (CTB) proliferation. Our objective was to deter-
mine how COVID-19 induced inflammation and stress affects
CTB proliferation in the placental villi and membranes. Study
Design: This study analyzed a single-nucleus RNA sequencing
dataset and tissue from gestational age-matched COVID-19 (n =
4) and control (n = 4) placentas. We used the cell cycle scoring
program in Seurat to quantify the proportion of trophoblasts
in S phase (DNA replication phase) by trophoblast cell type
in COVID-19 vs. control groups. Tissue immunostaining for
Ki67 (proliferation marker) and KRT7 (trophoblast marker) was
performed to validate trophoblast proliferation in the chorionic
villi and membranes. To assess the consequences of trophoblast
proliferation, the thickness of the membrane trophoblast layer
was quantified by analyzing 5+ regions of interest per H&E
slide using a novel cell-classification program to detect tro-
phoblasts. Results: Analysis of RNA sequencing data revealed
an increase in the proportion of trophoblasts in S phase in
COVID-19 placentas compared to control placentas for villous
syncytiotrophoblasts (1.56-fold change [FC]), villous CTBs (1.51
FC), membrane CTBs (1.79 FC), and membrane extravillous

trophoblasts (2.48 FC). Consistent with the transcriptomics data,
we observed an increased number of Ki67-positive trophoblast
nuclei in the villi (mean 13 ± 5 nuclei for COVID-19 vs. 4 ± 1 for
control per high power field, p = 0.0171) and membranes (mean
10 ± 2 nuclei for COVID-19 vs. 3 ± 1 for control, p = 0.0006; Fig
1). Increased proliferation was associated with a thickened mem-
brane trophoblast layer (mean 178 ± 97.5 µm for COVID-19 vs. 123
± 72.8 µm for control, p = 0.0127; Fig 2). Conclusion: COVID-19
induced damage in the placenta is correlated with proliferation
of CTBs and thickening of the membrane trophoblast layer.
Alterations in trophoblast proliferation suggest a compensatory
response to inflammatory stress and imply further injury to the
maternal-fetal interface.

305 | Fetal Heart Rate Tracings and Adverse Outcomes
Among Term Small- versus Appropriate for Gestational
Age

Natalie L. Neff1; Kristen A. Cagino2; Aaron W. Roberts3; Rachel
L. Wiley4; Shareen Patel5; Christina Cortes5; Kimen S. Balhotra5;
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Khalil M. Chahine5; Tala Ghorayeb5; Holly Flores6; Fabrizio
Zullo7; Suneet P. Chauhan8; Hector M. Mendez-Figueroa5
1McGovern Medical School at UT Health, Houston, TX; 2UT
Houston, Houston, TX; 3McGovern Medical School at UTHealth
Houston, Houston, TX; 4University of California, San Diego, San
Diego, CA; 5McGovern Medical School at UTHealth, Houston, TX;
6University of Texas Health Science Center, Houston, TX;
7University of Rome La Sapienza, Rome, Lazio; 8Delaware Center
of Maternal-Fetal Medicine at Christiana Care, Delaware, DE

10:30 AM - 12:30 PM
Objective: The purpose of this study was to compare the
characteristics of fetal heart rate tracing (FHRT), and outcomes
among small- (birthweight [BW] < 10% for gestational age [GA];
SGA) versus appropriate- (BW at 10-89% for GA; AGA) who
labored at term (> 37 weeks).
Study Design: This is a large retrospective cohort study per-
formed within a 15-month period at a Level IV center. FHRTs of
all consecutive deliveries were reviewed by physicians blinded to
maternal and neonatal outcomes. The inclusion criteria for the
analysis were non-anomalous singletons, who labored at term,
and were SGA or AGA using Alexander et al. nomogram. In 20
minute segments, the last 60 minutes of tracing were character-
ized. Rates of cesarean delivery and composite neonatal adverse
outcomes (CNAO) were compared. Chi-square test was used to
compare groups, with p-value < 0.05 considered significant.
Results: Of 5,160 consecutive deliveries, 3,029 (58.7%) met the
inclusion criteria and among them, 422 (13.9%) were SGA and
2,607 (86.1%) AGA. Baseline characteristics were similar between
groups, however SGA compared to AGA were more likely to
be nulliparous (52.6% vs. 41.5%, p < 0.01), self-describe as Non-
Hispanic Black race (49.8% vs 35.9%, p < 0.01), and have a BMI <
30 kg/m2 (48.3% vs 35.2%, p < 0.01). There were no differences in
FHRT baseline, variability or accelerations. Compared to AGA,
SGA was more likely to have prolonged decelerations (1.2% vs.
2.9%, p = 0.04), variable plus late decelerations (53.1% vs. 47.8%,
p = 0.04), recurrent decelerations (38.6% vs. 30.9%, p < 0.01), and
category II FHRT (76.1% vs. 68.3%, p< 0.01). AGAwasmore likely
to exhibit category I FHRT (p < 0.01). Cesarean delivery for non-
reassuring FHRT occurred similarly in the two groups (p = 0.18).
CNAO occurred in 0.7% of SGA and 0.8% of AGA neonates (p =
0.90). CMAO occurred in 6.4% of SGA and 7.6% of AGA neonates
(p = 0.37).
Conclusion: In our cohort, category II fetal heart rate tracing
was significantly more common in small for gestational age
neonates, however we were not able to link these abnormalities
with adverse outcomes.

306 | Assessing the Impact of Digital Patient Navigation
Tool for Antepartum Anemia: a Hybrid
Effectiveness-Implementation Trial

Natasha R. Kumar1; Zoya Pervaiz Butt2; Jonathan Calcei3;
Markolline Forkpa4; Olivia Colarullo5; Meaghan G. McCabe2;
Sunni Mumford2; Lisa D. Levine2; Rebecca F. Hamm2

1University of Michigan, Ann Arbor, MI; 2University of
Pennsylvania Perelman School of Medicine, Philadelphia, PA;
3Pennsylvania Hospital, Philadelphia, PA; 4Pennsylvania
Medicine Women’s Health Clinical Research Center, Philadelphia,
PA; 5Pregnancy & Perinatal Research Center, Department of
OBGYN, University of Pennsylvania, Philadelphia, PA

10:30 AM - 12:30 PM
Objective: While intravenous iron infusions (IVFe) are safe
and effective in pregnancy, < 50% of patients with severe iron
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deficiency anemia (IDA) receive a dose. Here we evaluated the
impact of prospectively implementing a digital patient navigation
tool for IDA on clinical and patient-reported outcomes.
Study Design: This type 1 hybrid effectiveness implementation
trial utilized difference-in-differences (DiD) design to compare
the pre- and post-implementation outcomes at an intervention
site to a control site. The digital navigation tool, designed using
a multi-phase qualitative, patient-centered approach, included
logistics, education, and treatment mapping (Figure). While all
patients with antepartum IDA could use the tool starting in the
1st trimester, only patients with severe IDA (3rd trimester Hgb <

9.5g/dL) were institutionally eligible for IVFe and thus included
in this analysis. The dual primary outcomes were completion of
at least 1 IVFe and perceived health competence (validated 8-item
survey, score 0-5). Multivariable logistic and linear regression
models controlled for differences within sites over time, using
interaction terms to estimate DiD. Implementation outcomes
included initial use of the tool and continued tool engagement.
Results: 378 patients were included in the study. In-group
differences were noted in hypertension history and insurance
status over time. While completion of IVFe increased at both
sites (66% to 84% of patients at the intervention site vs 78%
to 83% at the control site), there was no statistical difference
between these increases (DiD 0.12, p-value 0.26; Table). Perceived
health competence remained similar at both sites (DiD 0.15, p-
value 0.21). There were no significant differences in secondary
outcomes. 66% (n = 229) of eligible patients enrolled in the tool,
but, of those, only 30% (n = 71) accessed the tool more than once.
Conclusion: While implementation of a digital patient nav-
igation tool for IDA increased IVFe completion by 18%, this
result was not significant. Future work optimizing continued tool
engagement may further improve clinical outcomes.

307 | B Cells in Preeclampsia: Hypertension and
Endothelial Dysfunction

Miriam Hankins; Nathan Campbell; Murphy Lemon; E.
Hawthorne Cleveland; Emma Grace Joyner; Ella Goolsby;
Baoying Zheng; Alexandra Demesa; Evangeline Deer; Rachael
Morris; Babbette LaMarca
University of Mississippi Medical Center, Jackson, MS

10:30 AM - 12:30 PM
Objective: Pre-eclampsia (PE), new onset hypertension in preg-
nancy is associated with immune activation, agonistic autoanti-
bodies to the angiotensin II type 1 receptor (AT1-AA), endothe-
lial dysfunction and increased vasoconstrictor endothelin. The
AT1-AA stimulates ET-1 and is produced 7 years postpartum.
Prolonged production of AT1-AA indicates a memory immune
response, specifically mature memory B cells, in the pathophys-
iology of PE. The objective of this study was to determine if
these B cells cause hypertension and endothelial dysfunction via
production of AT1-AA.
StudyDesign: Three hundred thousand placental CD20+BCells
from normal pregnant (NP) or PE patients were isolated and
injected i.p. into nude athymic rats on gestational day (GD) 12.
Mini-osmotic pumps containing the AT1-AA inhibitor peptide,
‘n7AAc’, were inserted on GD14. On GD18, carotid catheters
were implanted andmean arterial pressure (MAP) was measured
on GD19. Renal Preproendothelin (PPET) was quantified using
Real Time-PCR. AT1-AA was quantified using a cardiomyocyte
bioassay. A one-way ANOVA was used for statistical analysis.
Results: Participants had similar age, BMI, and gestational age
(36±1 (PE) vs 39±0 (control) weeks) at delivery. PE participants
hadhighermean arterial pressure (MAP) at delivery than controls
(p < 0.05).
MAP was 104±4 mmHg (n = 8) in the recipient rats of NP
CD20+ B cells which increased to 123±2 mmHg (n = 8, p <

0.01) in the recipients of PE B cells. This increase in MAP was
lower with ‘n7AAC’, 114±4 mmHg (n = 3, p = 0.070), an AT1-AA
inhibitor peptide. Renal PPET expression increased by 2.60±0.61
fold (ΔΔct) in PE B cell recipients (p < 0.05) compared to NP
B cell recipients and tended to be lower in ‘n7AAc’ treated rats
0.85±0.35 Fold (p = 0.19). AT1-AA activity was elevated in the PE
B cell recipients (14±2 ΔBPM) compared to NP B cell (1±1 ΔBPM,
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p < 0.01) and ‘n7AAc’ treated PE B cell recipients (2±3 ΔBPM, p
< 0.05).
Conclusion: CD20+ B cells from PEwomen contribute to hyper-
tension and AT1-AA medicated endothelial activation during
pregnancy, thereby supporting an important role for B cells in the
pathophysiology of PE.

308 | Gestational Lipid Profile and Perinatal Morbidity: A
Pilot Study

Nicola F. Tavella1; Camila Cabrera1; Dayana Mirzaliev2; Nicole
Parkas3; Camila Johanek1; Laura Gilroy2; Joanne L. Stone4;
Angela T. Bianco1; Luciana A. Vieira5; Samsiya Ona1; Nathan
Kase1
1Icahn School of Medicine at Mount Sinai, New York, NY;
2Division of Maternal Fetal Medicine, Icahn School of Medicine at
Mount Sinai West, New York, NY; 3Division of Maternal-Fetal
Medicine, Icahn School of Medicine at Mount Sinai, New York, NY;
4Division of Maternal Fetal Medicine, Icahn School of Medicine at
Mount Sinai, New York, NY; 5Stamford Hospital, Stamford, CT

10:30 AM - 12:30 PM
Objective: Lipid profile is a keymetabolic predictor of risk related
to perinatal morbidity. The study’s objective was to determine
if gestational maternal lipids were associated with composite
perinatal morbidity.
Study Design: This was a prospective cohort study of pregnant
patients at one urban hospital. We enrolled patients with sin-
gleton gestations from July 2022 to February 2024. We excluded
patients with hyperlipidemia, hypercholesteremia, and preges-
tational diabetes. Patients provided two fasting blood samples,
one in the second trimester and one in the third trimester. Lipid
profile included high-density lipoprotein cholesterol (HDLc),
low-density lipoprotein cholesterol (LDLc), very low-density
lipoprotein cholesterol (vLDLc), total cholesterol (TC), triglyc-
erides (TG), C-peptides, and free fatty acids (FFA). Composite
perinatalmorbidity included preterm birth (< 37 weeks’ gestation
at delivery), gestational diabetes mellitus (GDM), hypertensive
disorders of pregnancy (HDP), and a Fenton birth weight per-
centile < 10% or > 90%. Multivariable logistic regression models
estimated odds ratios (aOR) of perinatal morbidity adjusted for
maternal age and gestational weight gain.
Results: We included 100 patients in our analyses, and 35 (35.0%)
experienced composite perinatal morbidity. Patients with an
abnormal second-trimester TG (aOR 1.5) had a higher risk of
perinatal morbidity. Patients with an abnormal third-trimester
TG (aOR 2.3) had a higher risk of perinatal morbidity. Patients
with a greater change inC-peptides (aOR2.7), andFFA (aOR36.2)
had higher risk of perinatal morbidity. However, patients with a
greater change in LDLc (aOR 0.97) had lower risk of perinatal
morbidity.
Conclusion: Our results suggest significant associations between
gestational lipid levels and composite perinatal morbidity. More
detailed analyses among larger prospective cohorts are needed
to further investigate these associations and determine the
importance of gestational lipids in peripartum risk profiles.
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309 | Enhancing Postpartum Contraception with QR code
Technology in High-Risk Pregnancies

Nicolina Smith1; Shelby Masters2; Symone McClain3; Gregory
Goyert3; D’Angela S. Pitts3; Sun Kwon Kim3; Courtney Rose3;
Raminder Khangura3
1Henry Ford Health, Sterling Heights, MI; 2Henry Ford Health,
Grosse Pointe Woods, MI; 3Henry Ford Health, Detroit, MI

10:30 AM - 12:30 PM
Objective: With the evolving landscape of abortion laws across
the United States, the importance of postpartum contraception
has increased, particularly for women experiencing high-risk
pregnancies requiring antepartumhospitalization. Conversations
about contraception are often overshadowed by the myriad
of other discussions related to high-risk pregnancies. This is
especially significant for birthing persons of color, given the
historical context of systemic racism and coercion related to
permanent sterilization. This quality improvement project aimed
to address these issues by implementing a novel approach using
technology to facilitate patient education and discussion about
contraception.
Study Design: A standardized quick response (QR) code was
placed in patient rooms, linking a comprehensive website detail-
ing birth control options, safety profiles, and side effects each
method. Our objective was to increase the establishment of
postpartum contraception plans upon discharge.
Results: The project analyzed pregnancies admitted to our
institution’s antepartum unit, who delivered during the same
admission, over two periods: one year before (n= 72) and one year
after (n = 98) QR code implementation. Post-implementation,
the proportion of patients establishing a birth control plan
increased significantly (71.4% vs. 50%, p = 0.006). Postpartum

tubal sterilizations rose from 11.1% to 16.3% (p = 0.379) and
post-placental IUD placements from 1.4% to 4.1% (p = 0.397).
More Black patients chose permanent contraception after QR
education implementation (p = 0.016).
Conclusion: This quality improvement project showed signif-
icant improvements in addressing contraception methods and
highlight the potential of leveraging technology to enhance
patient education and empowerment, particularly in high-risk
pregnancy settings. This novel proof-of-concept underscores the
importance of innovative approaches to address healthcare gaps.
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310 | Buprenorphine andMethadone Metabolites in
Maternal and Neonatal Milieu: Relationship to Neonatal
Opioid Withdrawal Syndrome

Justine Keller; Jonathan Oliva; Mohammad Abdul Motalleb;
Nancy Shelley; Nikita R. Peramsetty; Zidong Zhang; Fran
Sverdrup; Niraj R. Chavan
Saint Louis University School of Medicine, St. Louis, MO

10:30 AM - 12:30 PM
Objective: To evaluate the relationship between maternal dose
of medications for opioid use disorder (MOUD) and levels of
their metabolites in maternal and neonatal cord blood as well
as the association between metabolite levels and neonatal opioid
withdrawal syndrome (NOWS).
Study Design: We undertook a prospective observational study
of pregnant patients with opioid use disorder (OUD) seeking
prenatal care at a tertiary academic medical center between
7/2022 - 6/2024. Maternal blood was collected during the
antepartum period and at the delivery admission in addi-
tion to neonatal cord blood. Plasma specimen was extracted
and analyzed via LCMS/MS techniques to measure levels of
the parent compound (buprenorphine/methadone) and their
metabolites [norbuprenorphine, buprenorphine glucuronide,
norbuprenorphine glucuronide and 2-ethylidene-1,5-dimethyl-
3,3-diphenylpyrrolidine (EDDP)] in each biological pool. Mul-
tivariable regression analyses were undertaken to evaluate the
relationship between maternal MOUD dose and neonatal cord
levels as well as the occurrence of NOWS requiring pharmaco-
logic treatment.
Results: Of the 66 patients recruited, paired maternal-infant
dyad specimens were available from 35 patients, including 17
on methadone and 18 on buprenorphine. Overall, 8/35 (22.8%)
neonates developed NOWS requiring pharmacologic treatment,

including 2/17 (11.7%) in the buprenorphine vs 6/18 (33%) in the
methadone group (p = .23). Regression analyses revealed that
every 1mg increase in the maternal MOUD dose was associated
with a 0.118 ng/ml increase (p< .05) in buprenorphine metabolite
level (n = 15) and 1.3128 ng/ml increase (p< .05) of methadone
metabolite level (n = 18) in neonatal cord blood. We found no
significant differences in maternal or cord plasma metabolite
levels among neonates with and without NOWS for any of the
metabolites considered.
Conclusion: Our findings reinforce the lack of a relationship
between maternal MOUD dose and occurrence of NOWS even
at the metabolite level, thereby allaying concerns for impact of
MOUD dose on NOWS and providing reassurance for continua-
tion of MOUD in pregnancy.

311 | Perioperative Pain Management and Opioid
Prescribing: Impact of Obstetric Enhanced Recovery After
Surgery Protocol Implementation

Nikita R. Peramsetty1; Jennifer E. Powel2; Jessica Lawton3; Niraj
R. Chavan1
1Saint Louis University School of Medicine, St. Louis, MO;
2Hackensack Meridian Jersey Shore University Medical Center,
Neptune, NJ; 3Saint Louis University, St. Louis, MO

10:30 AM - 12:30 PM
Objective: To evaluate the effectiveness of an obstetric enhanced
recovery after surgery (ERAS) protocol on perioperative pain
management practices and postpartum opioid prescribing among
patients undergoing cesarean delivery at a tertiary academic
medical center.
Study Design: We conducted a retrospective cohort study of
pregnant women undergoing cesarean delivery between April
2020 to April 2022–1 year before and after implementation
of an institutional obstetric ERAS protocol. Data regarding
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demographic characteristics, pregnancy comorbidities (chronic
hypertension, hypertensive disorders of pregnancy, pregesta-
tional/gestational diabetes, and tobacco use), as well as improve-
ment science-based process and outcome measures related to
narcotic administration, postoperative pain scores, multimodal
analgesia, and opioid prescribing at hospital discharge were
extracted from electronic records and compared across 2 groups
- pre- and post-ERAS implementation. Student t-test, Pearson’s
Chi-square, Mann-Whitney U, and/or Fisher’s exact test were
used as indicated. Statistical significance was set at p≤ .05.
Results: Demographic characteristics and pregnancy comorbidi-
ties were similar across pre (n = 494) and post (n = 432) ERAS
implementation groups. Patients in the post-ERAS group had
significantly higher pain scores at 6 (p< .001) and 12 hours
(p< .001) but significantly lower scores at 48 hours (p = .035)
postoperatively. Postoperative acetaminophen use was higher
(p< .001) in the post-ERAS group with no significant differences
in the overall postoperative narcotic use, number of narcotic doses
needed and morphine milliequivalents (MME) on postoperative
day 2, across both groups.While a similar proportion of patients in
each group received narcotic prescriptions at discharge, patients
in the post-ERAS groupwere prescribed fewer number of narcotic
pills (p< .001) and lesser MME overall (p< .001) at hospital
discharge.
Conclusion: Implementation of an obstetric ERAS protocol
has the potential to facilitate more judicious postpartum opi-
oid prescribing at hospital discharge without compromising
postoperative pain control.

312 | Association Between Severe Features of Hypertensive
Disorders in Pregnancy on the Outcome of Subsequent
Gestation

Nimrod Dori-Dayan1; Keren Zloto1; Abraham Tsur2; Rakefet
Yoeli-Ullman1; Shali Mazaki-Tovi3; Keren Ofir1; Sonya
Bar-Adon1; Eyal Sivan1; Baha M. Sibai4; Michal Fishel Bartal5

1Sheba Medical Center, Ramat Gan, HaMerkaz; 2Sheba Medical
Center, Ramat Gan, Tel Hashomer, Israel, Ramat Gan, HaMerkaz;
3Department of Obstetrics and Gynecology, Sheba Medical Center,
Tel HaShomer, Ramat Gan, HaMerkaz; 4McGovern Medical
School at UTHealth Houston, Houston, TX; 5UTH Houston &
Sheba Medical Center Israel, Houston, TX

10:30 AM - 12:30 PM
Objective: History of hypertensive disorders of pregnancy (HDP)
is associated with adverse outcomes in subsequent pregnancy.
The effect of the severity of the disease on subsequent pregnancy
is not well described. This study aims to investigate the outcome
of subsequent pregnancy after a diagnosis of HDP and to evaluate
the impact of disease severity on recurrent HDP (rHDP) rate and
adverse outcomes.
Study Design: This was a retrospective study conducted at a
single tertiary care center between 2012 and 2024. Individuals
with singleton pregnancy complicated byHDP and a documented
subsequent pregnancy were included. Subsequent composite
adverse pregnancy outcomes included: rHDP, preterm birth,
fetal growth restriction, and placental abruption. Multivariable
regression models were used to estimate odds ratio (OR) and 95%
confidence interval (95% CI) for rHDP.
Results: During the study period, 1778 individuals had a history
of HDP and a documented subsequent pregnancy. Of them, 1724
(97%) met inclusion criteria, 1607 (90%) without severe features
(SF) vs 117 (10%) with SF (Table 1). Overall, HDP reoccurred
in 36% of pregnancies, and the rate of HDP and HDP with SF
was significantly higher in the previous HDP with SF compared
to without SF (58% vs 35% p < 0.01, and 40% vs 6%, p <

0.01, respectively). The rate of subsequent adverse pregnancy
outcomes was higher in the previous HDP with SF compared to
without SF (66% vs 42%, p< 0.01). Nulliparity (63.6% vs 53.7%, OR
0.7, 95% CI 0.57, 0.87) and a later gestational age at HDP diagnosis
(37.3 vs 36.3 weeks, OR 0.97, 95%CI 0.95, 0.99) at first pregnancy
were associated with a lower rHDP rate. History of preterm birth
(15.5% vs. 7.6%, OR 2.05, 95%CI 1.53, 2.76) andHDPwith SF (10.8%
vs 4.5%, OR 1.79, 95% CI 1.19, 2.7) were associated with a higher
rate of rHDP (Table 2).
Conclusion: Four out of ten individuals with a history of
HDP will have adverse outcomes in their subsequent pregnancy.
History of severe disease, earlier gestational age at diagnosis and
preterm birth in the first pregnancy were associated with a higher
rate of rHDP.
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313 | Intrahepatic Cholestasis of Pregnancy: Outcomes
with Subsequent Pregnancy

Keren Zloto1; Michal Fishel Bartal2; Abraham Tsur3; Shali
Mazaki-Tovi4; Rakefet Yoeli-Ullman1; Keren Ofir1; Sonya
Bar-Adon1; Hila Lahav Ezra1; Suneet P. Chauhan5; Baha M.
Sibai6; Nimrod Dori-Dayan1
1Sheba Medical Center, Ramat Gan, HaMerkaz; 2UTH Houston &
Sheba Medical Center Israel, Houston, TX; 3Sheba Medical Center,
Ramat Gan, Tel Hashomer, Israel, Ramat Gan, HaMerkaz;
4Department of Obstetrics and Gynecology, Sheba Medical Center,
Tel HaShomer, Ramat Gan, HaMerkaz; 5Delaware Center of
Maternal-Fetal Medicine at Christiana Care, Delaware, DE;
6McGovern Medical School at UTHealth Houston, Houston, TX

10:30 AM - 12:30 PM
Objective: Data regarding the counseling of pregnant people
with prior intrahepatic cholestasis of pregnancy (IHCP) on sub-
sequent pregnancy outcomes are based on a questionnaire survey
(Williamson, BJOG 2004) and a subgroup analysis of 4 patients
(Gonzalez, Journal of Hepatology, 1989). Our objectives were to
ascertain the recurrence risk of IHCP (rIHCP), evaluate potential
risk factors for rIHCP and adverse outcomes in subsequent
pregnancy.
Study Design: This was a retrospective study conducted at
a tertiary care center between 2012 and 2024. We included
individuals with a history of IHCP and a subsequent documented
pregnancy. Individuals with multiple gestation were excluded.
The recurrence rate of IHCP maternal and neonatal outcomes
were evaluated. Multivariable regression models were used to
estimate odds ratio (OR) and 95% confidence interval (95% CI) for
rIHCP.
Results: During the study period, 303 individuals had a history
of IHCP and a documented subsequent pregnancy with 264
(87%) meeting eligibility criteria. Median gestational age at prior
delivery of 37.4 (IQR 37, 38.4), with 67 individuals (26%) delivered
preterm (< 37 weeks). Overall, IHCP reoccurred in 35% (95% CI
29-41%) of pregnancies, with 17% having preterm birth. History of
in vitro fertilization (4.3% vs 14.6%, OR 0.26, 95%CI 0.08, 0.84) at
first pregnancy was related to a lower recurrence rate for IHCP.
Elevated liver enzymes at first pregnancy (OR 2.47, 95%CI 1.34,
4.54) and history of IHCP < 34 weeks were associated with a
higher rate of rIHCP (OR 2.13, 95% CI 1.17,3.8).
Conclusion: Approximately 1 in 3 individuals with IHCP will
develop IHCP in subsequent pregnancy. IHCPonset at< 34weeks
and elevated liver enzymes at first pregnancy were associated
with a higher rate of recurrence. This information can be used for
counseling and management of such pregnancies, for guidelines
and planning trials.
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314 | Fetoscopic Laser Outcomes by Placenta Location

Nkechinyelum Ogu1; Mariana Espinal2; Joy Ito3; Catherine
Redden3; William S. Marriott3; Amir Alhajjat3; Bethany Stetson1;
Aimen F. Shaaban3
1Northwestern University Feinberg School of Medicine, Chicago,
IL; 2for the Eunice Kennedy Shriver National Institute of Child
Health and Human Development, Bethesda, MD; 3Chicago
Institute for Fetal Health, Chicago, IL

10:30 AM - 12:30 PM
Objective: Among complicated monochorionic twin gestations
requiring fetoscopic intervention, it is unclear whether pla-
centa locations affect surgical outcomes and is important in
patient counseling. Thus, we aim to compare procedural and
pregnancy outcomes from selective fetoscopic laser procedures
for complicated monochorionic twin pregnancies by placenta
location.
Study Design: We conducted a retrospective analysis of all
fetoscopic laser procedures completed in monochorionic twin
pregnancies at a single, large fetal center from November 2017 to
May 2024. Outcomes were compared by placenta location based
on preoperative ultrasound: anterior and posterior. Operative,
obstetric, and neonatal outcomes were abstracted from the elec-
tronic medical record. Subgroup analysis was completed for twin
pregnancies complicated by twin-to-twin transfusion syndrome
(TTTS). Bivariate analyses were completed.
Results: Of the 126 fetoscopic laser procedure cases completed,
40.5% had anterior placenta and 59.5% had posterior placenta.
The most common indication was selective fetoscopic laser pho-
tocoagulation (SFLP) for management of TTTS (108), followed
by laser dichorionization for sFGR (18) and diagnostic fetoscopy
(8). The total operative time was longer in cases with anterior
placenta (75 vs. 68 minutes, respectively, p = 0.04), however laser
time was similar (3.42 vs. 2.83 minutes, respectively, p = 0.61).
There was no difference in rates of perioperative complications
or preterm prelabor rupture of membranes (Table 2). There was
no difference in donor or recipient demise or neonatal survival for
cases completed for either TTTS by placenta location (Table 2).
Conclusion: Anterior placenta location is associated with
increased operative duration for fetoscopic procedures, yet obstet-
ric and neonatal outcomes are similar for procedures completed
for both TTTS and sFGR regardless of placenta location.

315 | Group B Streptococcus Colonization: Is it a Risk
Factor for Autism Spectrum Disorder of Offspring?

Noa Leybovitz Haleluya1; Tamar Wainstock2
1Soroka Medical Center, Meitar, HaDarom; 2Department of
Obstetrics and Gynecology, Soroka University Medical Center,
Ben-Gurion University of the Negev, Beer-Sheva, Israel., Beer
Sheva, HaDarom

10:30 AM - 12:30 PM
Objective: The mechanisms driving autism spectrum disorder
(ASD) development are not clear. Some obstetric conditions such
as infections during pregnancy were linked to ASD, perhaps
by affecting in-utero brain development. Group B Streptococ-
cus (GBS) is a well-known organism which colonize the genital
tract. GBS colonization during pregnancy and near delivery is
associated with short-term infant morbidity, sepsis andmortality.
Nevertheless, data regarding long-term pediatric effects is scarce.
We aimed to study the association between GBS colonization in
pregnancy and the risk of ASD development later in childhood.
Study Design: We performed a population based retrospective
cohort analysis, in which ASD morbidity was compared between
offspring to mothers with GBS colonization in pregnancy and
offspring of mothers with negative or unknown GBS status. All
singletons born between the years 2005 and 2021 at a single
tertiary medical center were included in the study. Infants
with known malformations, multiple gestations, and cesarean
deliveries were excluded. Diagnoses were retrieved from a pre-
defined set of ICD-9 codes, recorded in community-based clinics
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and hospitalization records. Cox proportional hazards model was
used to adjust for confounders to assess association between GBS
colonization and the risk of ASD.
Results: The study population included 146103 singletons. Of
them, positive GBS was recorded in 2225 (1.5%) women. Long-
term autism rateswere comparable between both groups (0.4% vs.
0.5%, OR 0.99, 95% CI 0.53-1.87, p = 0.995; Table). The cumulative
incidence of long-term autismmorbidity was higher in the group
of positive GBS status (Figure, Log-rank p = 0.03). However,
using a Cox proportional hazards model, controlling for maternal
age, offspring gender and ethnicity, no association was noted
between GBS colonization and ASD of offspring (Table, Adjusted
HR = 1.51, 95% CI 0.78-2.93, p = 0.218).
Conclusion: GBS colonization in pregnancy is not indepen-
dently associated with an increased risk for long-term autism of
the offspring.

316 | Balloon Induction inWomen with Previous Cesarean
Delivery: Maternal and Neonatal Outcomes

Noa Leybovitz Haleluya1; Alla Saban2; Reli Hershkovitz3; Adi Y
Y. Weintraub4; Yael REICHER5; Tamar Eshkoli4
1Soroka Medical Center, Meitar, HaDarom; 2Soroka University
Medical Center, Beer Sheva, HaDarom; 3Soroka medical center,
Soroka medical center, HaDarom; 4Soroka University Medical
Center, Soroka University Medical Center, HaDarom; 5Soroka
Medical Center, Beer Sheba, HaDarom

10:30 AM - 12:30 PM
Objective: Patients planning a trial of labor after a previous
cesarean (TOLAC) occasionally need to deliver before onset of
labor due to maternal or fetal conditions and may require induc-
tion. There are concerns that induction might reduce chances of
vaginal delivery and may increase the risk of uterine rupture.The

ideal method for induction in this population have not been
well-established and evidence is inconclusive. Balloon induction
gained popularity due to minimal side effects. However, the
adverse effects of balloon induction in women with previous
CD remains unclear. We aim to study the influence of balloon
induction on maternal and neonatal adverse effects in women
with previous CD
Study Design: A population-based retrospective cohort study
was conducted, including all term (>37 weeks of gestation)
singleton pregnancies that underwent balloon induction between
February 2020 and January 2022, who had one previous CD at a
tertiary medical center. Women who underwent non-mechanical
induction, as well as those with no trial of labor, were excluded.
Maternal, neonatal and obstetrical complications were compared
based on balloon induction of labor exposure. Logistic regression
models were used to adjust for confounders.
Results: The study population included 2352 deliveries. Of these,
285 (12.1%) underwent balloon induction of labor, while 2067
(87.9%) did not. Maternal and neonatal complications in both
groups are shown in Table 1. The rate of vacuum delivery
was significantly higher in the induction group (7.0% vs. 4.1%,
p = 0.022). All other complications, including emergent CD,
low Apgar scores, low cord Ph, and neonatal intensive care
unit (NICU) admission were comparable between both groups.
Logistic regression, controlling for maternal age, parity, ethnicity,
epidural analgesia, and gestational age, showed that the asso-
ciation between balloon induction and vacuum delivery is not
independently significant (Table 2: adjusted OR 1.32, 95% CI
0.78-2.25, p = 0.298).
Conclusion: Balloon induction of labor at term in women with
previous one CD is not associated with obstetrical and neonatal
complications.
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317 | Failure Rate of First Trimester Medical Termination
of Pregnancy, After Bariatric Surgery–Retrospective Study

Shay Ingram1; Uri Kaplan2; Gali Garmi2; Noah Zafran2
1The Ruth and Bruce Rappaport Faculty of Medicine, Technion,
Haifa, Israel, Haifa, Hefa; 2Emek Medical Center, Afula, Israel,
Afula, HaZafon

10:30 AM - 12:30 PM
Objective: First trimester termination of pregnancy (TOP) is a
common event. Approximately 50% of TOP are medical. Bariatric
surgery (BS) is divided into restrictive procedures (adjustable
gastric banding or sleeve gastrectomy) and malabsorptive pro-
cedures (mini gastric bypass or roux-en-Y gastric bypass). The
objective of this studywas to compare failure rate of first trimester
medical TOP, among women who underwent BS prior to TOP,
with women without previous BS.
Study Design: This Retrospective study, conducted on data
collected between January 2019 and April 2024, in a single
hospital in Israel. Our protocol enables TOP up to 9 weeks of
gestation andutilizes oralmifepristone 200mg followed by buccal
misoprostol 800mg, 48 hours apart. The study cohort consisted of
consecutive women who underwent any BS undergoing medical
TOP. The control group, matched for gestational age, had no
history of BS, were collected in a 1:4 ratio. Exclusion criteria
included malabsorption disorder. The primary outcome was
failure rate measured by any medical or surgical intervention
further needed to achieve complete TOP.
Results: We identified 405 women, 81 of them underwent BS
prior to TOP. Restrictive BS was performed in 43 (53.1%) women
and malabsorptive BS was performed in 38 (46.9%) women.
Failure rate was comparable between the study and the control
group (15 (18.5%) vs. 37 (11.4%), p = 0.09). Odds ratio, adjusted
for smoking status, number of previous spontaneous abortions,
number of previous TOP and previous cesarean section, for
failure in women post BS was 1.95, CI 0.99-3.84. Failure rate was
comparable between restrictive and malabsorptive BS (9 (23.7%)
vs. 6 (14.0%), p = 0.26). Odds ratio, adjusted for less than 2 years
elapsing from BS, for failure in women post restrictive BS relative
to malabsorptive BS was 3.6 CI 0.81-16.25.
Conclusion: Overall failure rate of medical TOP in women who
underwent BS is similar to women who had no history of BS.
Failure rate was comparable for both surgical approaches.

318 | Adverse Childhood Experiences are Associated with
Higher Opioid use and Pain After Cesarean Delivery

Noor Joudi1; Janet Hurtado1; Samantha L. Simpson1; Nidhee S.
Reddy1; Jordan J. Burgess1; Metabel T. Markwei2; Elizabeth B.
Sherwin1; Stephanie A. Leonard1; Miriam Schultz1; Brendan
Carvalho1; Pervez Sultan1; Katherine Bianco1; Danielle M.
Panelli1
1Stanford University, Palo Alto, CA; 2Stanford Healthcare, Palo
Alto, CA

10:30 AM - 12:30 PM
Objective: Adverse childhood experiences (ACEs) have been
linkedwith increased post-operative pain and opioid use, yet they
have been understudied in the postpartum period. We evaluated
whether ACEs were associated with opioid use and pain after
cesarean delivery (CD).
Study Design: This was a prospective cohort study of pregnant
people who delivered a singleton liveborn infant via CD with
neuraxial anesthesia in 2023-2024. We included those aged 18-55
years, literate in English or Spanish, and with no second stage
of labor. The exposure was a history of any ACEs, derived from
a validated questionnaire administered 24-48 hours (h) post-CD.
The primary outcome was opioid use 0-48h post-CD inmilligram
morphine equivalents (MME). Pain was measured from average
numerical rating pain scores (every 4h over 72h) and a validated
questionnaire (Short-Form Brief Pain Inventory, SF-BPI) 24-48h
post cesarean.Multivariablemultinomial regressionmodels were
used, adjusting for confounders. Sample size was determined
using an effect size of 20%.
Results: Among 134 participants, 55 (41%) hadACEs and 79 (59%)
did not. Despite similar postpartum lengths of stay, median total
MMEs during the postpartum admission was 23 (Q1-Q3 13-62) in
people with ACEs and 11 (Q1-Q3 0-44, p = 0.01) in those without
ACEs. In the first 48h, compared with the 1st (lowest) quartile of
MME use, people with ACEs were more likely to use amounts in
the 2nd [adjusted odds ratio (aOR) 7.97; CI 2.43-26.2], 3rd (aOR4.41;
CI 1.26-15.5), and 4th (highest) MME quartiles (aOR 3.60; CI 1.09-
11.8) than peoplewithoutACEs (Table 1). Pain scores also differed;
those with ACEs rated their average pain as 3/10 compared with
2/10 in those without ACEs (p = 0.02, Table 1, Figure 1).
Conclusion: Postpartum people with ACEs used more opioids
and experienced more pain after CD compared to people without
ACEs. These results highlight the importance of integrating
trauma-informed care into peri-operative protocols, which could
improve pain management and reduce opioid reliance after CD
for people with a history of ACEs.
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319 | Mild Fundal Pressure versus Vacuum Extraction to
Shorten the Second Stage of Labor

Omri Dominsky1; Roza Berkovitz-Shperling2; Itamar Gilboa3;
Yariv Yogev4; Anat Lavie2
1Tel Aviv Sourasky Medical Center, Tel Aviv Sourasky Medical
Center, HaMerkaz; 2Tel Aviv Sourasky Medical Center, Tel Aviv
Sourasky Medical Center, Tel Aviv; 3Lis Hospital for Women’s
Health, Tel Aviv Sourasky Medical Center, Tel-Aviv, Tel Aviv; 4Lis
Maternity Hospital, Sourasky Medical Center, Tel Aviv University,
Tel Aviv Sourasky Medical Center, Tel Aviv

10:30 AM - 12:30 PM
Objective: To compare the efficacy and safety of mild fundal
pressure (FP) versus vacuum extraction (VE) for shortening the
2nd stage of labor and the impact on maternal and neonatal
outcomes.
Study Design: Retrospective cohort study in a university affili-
ated medical center with approximately 12,500 annual deliveries
(2022-2024). Women with singleton pregnancies requiring short-
ening of the 2nd stage for medical reasons (non-reassuring fetal
heart rate or prolonged 2nd stage) were divided into 2 groups:
those who received FP and those who underwent VE. Deliveries
involving both VE and FP were excluded. Decisions were made
based on physician’s preference.
Mild FP is performed at our hospital by trained obstetricians only
after patient consent. The primary outcome was the duration
of the 2nd stage of labor. Secondary outcomes included maternal
and neonatal complications: 3rd–4th degree tears, postpartum
hemorrhage, Apgar score, umbilical arterial cord pH < 7.1, and
hospitalization duration.
Results:

1. During the study, 15,088 delivered vaginally, 1365 (9%) had FP
and 624 (4.1%) underwent VE.

2. The 2nd stage of labor was shorter in the FP group (P< 0.001).

3. The rate of 3rd–4th degree tears was higher In the VE group (P
= 0.005).

4. Hemoglobin decline and maternal hospitalization duration
were lower in the FP group (P< 0.001).

5. Neonatal outcomes showed no significant differences in
Apgar scores. However, the FP group had a lower incidence

of umbilical arterial cord pH < 7.1 and shorter neonatal
hospitalization (P< 0.001).

6. Multivariate analysis showed significant increased risk in the
VE group for 2nd stage duration (aOR 1.3), 3rd–4th degree
tears (aOR 4.4), Hemoglobin decline (aOR 1.4), maternal
hospitalization (aOR 1.0), and umbilical artery cord pH < 7.1
(aOR 3.5).

Conclusion: Mild FP compared with VE may be associated
with better maternal and neonatal outcomes, including a shorter
2nd stage of labor, fewer 3rd–4th degree tears, less hemoglobin
decline, better umbilical cord pH, and shorter hospitalization for
both mother and neonate. It is a safe and effective method when
performed by a trained physician.
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320 | PostpartumHypertension Screening at Newborn
Visits and Impact on Postpartum Outcomes

Paige M. Anderson1; Amanda Krauss2; Adrianna Phillips3; Julia
Pantalone3; Ronit Kar4; Brianna Blake4; Gysella Muniz Pujalt3;
Malamo Countouris5; Alisse Hauspurg6
1University of North Carolina Department of Obstetrics and
Gynecology, Chapel Hill, NC; 2University of Michigan Medical
Center, Ann Arbor, MI; 3Children’s Hospital of Pittsburgh of
UPMC, Pittsburgh, PA; 4University of Pittsburgh School of
Medicine, Pittsburgh, PA; 5University of Pittsburgh Medical Center,
Pittsburgh, PA; 6Alpert Medical School of Brown University,
Providence, RI

10:30 AM - 12:30 PM
Objective: To assess how a novel maternal postpartum hyperten-
sion (HTN) screening program at newborn visits partnered with a
remote blood pressure (BP) management program would impact
maternal care utilization and outcomes.
Study Design: This is a prospective quality improvement ini-
tiative with previously described feasibility at a large academic
primary care center that serves a majority non-White (68%) and
publicly insured (77%) population. Maternal vital sign screening
was performed by pediatric clinic staff. Elevated BP (≥ 140/90
mmHg) triggered algorithms that involved contacting an on-
call Maternal-Fetal Medicine or Cardiology physician and/or
enrollment into a remote BP management program. Controls
were postpartum individuals with newborns receiving care at the
same clinic on days when screening was not offered. Postpartum
outcomes and care utilization data were compared between the
two groups.
Results: Of 140 screened individuals and 248 controls, the
screened group was more likely to be diagnosed with new
postpartum HTN (16.0% vs. 8.2%; p = 0.049). The screened group
was more likely to be initiated on anti-hypertensive medication
postpartum (31.0% vs. 26.0%; p = 0.56) and had lower rates of
Emergency Department (ED) visits (17.9% vs. 25.0%; p = 0.11) and
readmissions (5.7% vs. 8.5%; p = 0.32) compared with controls,

though not statistically significant. Postpartum visit rates were
similar between groups (65.7% vs. 65.7%; p = 1.0).
Conclusion: Maternal HTN screening in a newborn clinic
partneredwith a remote BPmanagement programwas associated
with higher diagnostic rates of postpartum HTN with subse-
quent treatment, without concomitant increases in ED visits or
readmissions among a racially and socioeconomically diverse
population. Screening for postpartumHTNduring newborn visits
may improve diagnosis and treatment of postpartum HTN in
an at-risk population, however, more targeted interventions are
likely needed to increase attendance at postpartum visits.

321 | Amniocentesis Prior to Mid-Trimester Cerclage:
Practice Patterns and Obstetric Outcomes

Rachel A. Madding1; Monica Rincon2; Lucy Ward2; Rupsa C.
Boelig3; Jorge E. Tolosa4; Joanne N. Quiñones5; Vincenzo
Berghella6; Nicole D. Rojas7; Luisa López-Torres8; Richard M.
Burwick9; Julio Mateus Nino10; Dahiana M. Gallo11; Leonardo
Pereira2
1Oregon Health and Science University, Portland, OR; 2Oregon
Health & Science University, Portland, OR; 3Sidney Kimmel
Medical College, Thomas Jefferson University, Philadelphia, PA;
4St. Luke’s University Health Network, Bethlehem, PA; 5Lehigh
Valley Health Network, Allentown, PA; 6Sidney Kimmel Medical
College of Thomas Jefferson University, Philadelphia, PA;
7Departamento de Obstetricia y Ginecología, Corporación
Universitaria Remington, Medellín, Colombia, Medellin,
Antioquia; 8Universidad Pontificia Bolivariana, Medicina
Materno Fetal, Medellín, Colombia, Medellin, Antioquia; 9San
Gabriel Valley Perinatal Medical Group; Pomona Valley Hospital
Medical Center, Pomona, CA; 10Atrium Health, Wake Forest
University School of Medicine, Charlotte, NC; 11St. Lukes
University Health Network, Bethlehem, PA

10:30 AM - 12:30 PM
Objective: Intraamniotic infection (IAI) is a contraindication
to cerclage placement. However, the benefit of amniocentesis
to diagnose subclinical IAI must be weighed against the risks
of the procedure and the limited accuracy of rapid amniotic
fluid test results. We aimed to determine perinatal outcomes
associated with amniocentesis compared to no amniocentesis
before mid-trimester cerclage.
Study Design: This is a secondary analysis of the international
collaborative for cerclage longitudinal evaluation and research
(IC-CLEAR), a study that included singleton pregnancieswithout
major anomaly and with mid-trimester cerclage placed at eight
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different institutions in the United States and Colombia from
June 1st, 2016 to June 1st, 2020. Inclusion criteria were ultrasound-
or exam-indicated cervical cerclage at gestational age (GA)
>16 weeks. The comparison group consisted of those who did
not undergo amniocentesis. The primary outcome was latency
to delivery following cerclage. Cerclage indication, maternal
baseline characteristics, and maternal/neonatal outcomes were
compared between groups in a multivariable analysis.
Results: In this study, a total of 468 participants who had a
cerclage placed during pregnancy met inclusion criteria: 119
had an amniocentesis and no evidence of IAI before cerclage
placement. Those who underwent amniocentesis had a mean
latency to delivery of 12.5 weeks compared to 13.7 weeks without
amniocentesis (p = 0.087). In a multivariable regression analysis,
amniocentesis was not an independent contributor to decreased
latency to delivery after accounting for cerclage indication, GA
at cerclage placement, and cervical length at cerclage placement.
The rate of premature rupture of membranes < 34 weeks was not
significantly different between the two groups (21.2.% vs 21.0%, p
= 0.853).
Conclusion: In this analysis, we did not find that amniocentesis
before cerclage impacted latency to delivery compared to patients
who do not undergo amniocentesis. These findings can be used to
guide clinical counseling regarding amniocentesis before cerclage
placement.

322 | Evaluating Acceptability of Health Equity
Interventions: Providing an Optimized and emPowered
Pregnancy for You(POPPY) Pilot

Rachel G. Sinkey1; Vivek Shukla1; Colm P. Travers1; Leah N.
Bryan1; Henna Budhwani2; Kayla Torres-Benson3; Rosylen

“Roz” Quinney1; Molly R. Richardson1; Angelina A. Toluhi1;
Denita Lindsey1; Jesse Rattan1; Lynetta West3; Charlotte B.
McCarley1; Trinita Ashford3; Victoria C. Jauk1; Alysia
Campbell1; Donna Campbell Dunn1; Justin Leach1; Martha S.
Wingate1; Janet M. Turan1; Casey Brian4; Jeff M. Szychowski5;
Alan T. Tita1; Waldemar A. Carlo1; On behalf of the P3 EQUATE
Network and POPPY Community Advisory Board
1University of Alabama at Birmingham, Birmingham, AL;
2Florida State University, Tallahassee, FL; 3ConnectionHealth,
Birmingham, AL; 4West Virginia University, Morgantown, WV;
5Center for Women’s Reproductive Health, University of Alabama
at Birmingham, Birmingham, AL

10:30 AM - 12:30 PM
Objective: Successful interventions for perinatal disparities are
sparse. Our objective was to conduct a pilot randomized con-
trolled trial(RCT) to determine the feasibility of randomizing
participants in a health equity intervention trial and whether
participants were accepting of the interventions.
Study Design: Single-center, parallel 2x2 RCT including
participants of Non-Hispanic Black race/ethnicity, between 16-49
years, 80-226 weeks gestational age(GA), and residing in resource
poor communities defined as Area Deprivation Index(ADI)
60-100. Participants were individually randomized to 1 of 4
arms: usual care(UC), UC+digital health intervention(DHI),
UC+community health worker(CHW), or UC+DHI+CHW;
providers were blinded. The primary outcome for this pilot
was acceptability of the intervention defined as participant’s
affirmative response to: “I would recommend the care I received
to someone in a similar situation”. Secondary outcomes included
participant’s intervention satisfaction (1-10 scale, 10 highest
satisfaction), number of prenatal care (PNC) visits and clinical
outcomes.
Results: Forty participants were randomized from July-October
2023: 10 UC and UC+CHW, 9 UC+DHI, 11 UC+CHW+DHI. All
participant data were analyzed. Median age, GA at enrollment
and ADI were 29 years, 14 weeks, and 90; 78% were parous,
18% married, 60% ≤high school diploma, and 80% publicly
insured. Of those randomized to UC, UC+DHI, UC+CHW, and
UC+CHW+DHI, 70%, 89%, 80% and 91% recommended the care
they received, respectively. Participants randomized to CHWwho
completed the satisfaction score were extremely satisfied(100%
10/10; n= 18); DHI participantswere also highly satisfied (median
satisfaction score 8, IQR 7—10, n = 18). Participants attended a
median 11 PNC visits and delivered at a median GA of 37 weeks,
but 5 (13%) experienced pregnancy loss and 25% were admitted to
the neonatal intensive care unit(Table).
Conclusion: Participants randomized in a pilot health equity
intervention trial reported high rates of satisfaction with DHI and
CHW interventions, lending support for a large RCT powered for
key clinical outcomes.
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323 | Nuchal Translucency as a Predictor of Fetal Growth
Restriction in the Absence of Genetic Abnormalities

Rachel P. Gerber1; Lizelle Comfort1; Frank I. Jackson1; Riley
Thompson2; Rajeevi Madankumar1; Matthew J. Blitz1
1Northwell, New Hyde Park, NY; 2Zucker School of Medicine at
Hofstra/Northwell, New Hyde Park, NY

10:30 AM - 12:30 PM
Objective: To evaluate association between first trimester nuchal
translucency (NT) and fetal growth restriction (FGR) in fetuses
without suspected aneuploidy or structural anomaly.
Study Design: Singleton gestations with NT of at least 2mm
with available third trimester fetal growth scan were included.
Multifetal gestations, gestations with abnormal genetic screen-
ing, and fetuses with identified genetic or structural anomaly
were excluded. Primary outcomes were diagnosis of FGR, as
defined by abdominal circumference or estimated fetal weight
less than 10th percentile, and severe FGR, as defined by abdominal
circumference or estimated fetal weight less than 3rd percentile.
NT values were stratified by measurements: 2-2.5mm, 2.5-3mm,
and > 3mm and were controlled for crown rump length (CRL) at
the time of nuchal translucency measurement. Linear regression
was used to analyze first trimester NT and third trimester fetal
growth.
Results: 5394 patients met inclusion criteria. Of these, 83.7% had
a NT of 2-2.5mm, 10.3% 2.5-3mm, and 6% > 3mm. Compared
to fetuses with a normal NT (2-2.5mm), those with borderline
(2.5-3mm) and elevated (>3mm) NT did not have a significantly
higher incidence of FGR, though an association was seen.
When adjusting for CRL, there was also no significant increased
likelihood of FGR with an NT at the 95th percentile or higher
(OR 1.06, 0.64-1.67). When evaluating severe FGR, there is an
association between borderlineNT (2.5-3mm) (OR 2.03, 0.75-4.69)
and elevated NT (>3mm) (OR 4.77, 1.99-10.26) with a higher
incidence of severe FGR. There is also a significant association
when adjusting for CRL: NT measurement at the 95th percentile
or higher was strongly associated with severe FGR (OR 3.29,
1.58-6.49).
Conclusion: Elevated nuchal translucency is associated with
third trimester severe FGR, in the absence of known aneuploidy
or structural fetal anomaly. This association is seen both at
borderline NT measurements (greater than 2.5mm) and when

adjusting for CRL with NT measurements at the 95th percentile
or higher.

324 | Perceived Barriers and Facilitators to
Implementation of Group Prenatal Care AmongMichigan
Prenatal Care Providers

Rachel A. Clark1; Harini Pennathur2; Kenechukwu Odenigbo1;
Shayla Parthasarathy1; Lisa Kane Low3; Michelle Moniz3; Alex
Peahl4
1University of Michigan Medical School, Ann Arbor, MI; 2Texas
A&M University School of Engineering Medicine; 3University of
Michigan, Ann Arbor, MI; 4Michigan Medicine, Ann Arbor, MI

10:30 AM - 12:30 PM
Objective: To characterize the use of group prenatal care across
the state of Michigan and describe implementation barriers and
facilitators.
Study Design: Stakeholders in prenatal care in Michigan were
identified using systemic web searches and snowball sampling.
Stakeholders representing 19 clinics completed semi-structured
interviews or a survey regarding clinic operations, including
basic clinic information, if group prenatal care was offered,
and barriers and facilitators of implementation. Open-ended
questions regarding barriers and facilitators were summarized
using qualitative content analysis.
Results: In total, 19 clinics representing 8/10 regions completed
the survey, representing an average of 403 patients per site.
One Federally Qualified Health Center of the 19 (5%) clinics
interviewed offered group prenatal care. Stakeholders cited social
support and efficiency as perceived advantages to a group prena-
tal care model, and thought that staff and patient buy-in could
be important facilitators. Disadvantages included scheduling,
space, patient discomfort sharing personal information in a
group setting, and issues protecting confidentiality as perceived.
Further barriers to implementation included insufficient number
of patients, space, and lack of trained providers.
Conclusion: Though many obstetric care stakeholders have
identified group prenatal care as an important intervention for
improving care experience and outcomes, only one clinic in our
sample offered this service. Future work is needed to understand
how to overcome the notable barriers to implementing group
prenatal care in diverse clinic types and practice settings.
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325 | Metabolic Dysfunction-Associated Steatotic Liver
Disease is Associated with Glucose Intolerance in
Pregnancy

Rachel Meislin; Jeanette Rios; Lauren Alpert; Rhoda Sperling;
Scott Friedman; Keith Sigel; Sonam Rosberger; Michal A.
Elovitz; Tatyana Kushner
Icahn School of Medicine at Mount Sinai, New York, NY

10:30 AM - 12:30 PM
Objective: Metabolic dysfunction-associated steatotic liver dis-
ease (MASLD) comprises ultrasound-identified steatotic liver
disease (SLD) along with cardiometabolic risk factors. Retro-
spective data suggests MASLD is independently associated with
gestational diabetes (GDM). While both MASLD and GDM have
implications for long-term maternal health outcomes, prospec-
tive research onMASLD in pregnancy is limited. The objective of
this studywas to prospectively determine the association between
MASLD and GDM.
Study Design: A prospective cohort of pregnant individuals (n=
916) were assessed for MASLD and obstetrical outcomes. During
obstetrical sonogram at 18-22 weeks for enrolled participants,
images of the maternal liver were captured and evaluated by
a radiologist for the presence and grading of SLD. GDM was
diagnosed using ACOG guidelines. Logistic regression models
evaluated the association of presence and severity ofMASLDwith
GDM.
Results: High grade SLD (grade 2-3) was identified in 34 (4%)
patients. Themedian (IQR) age was 29 (8); Most participants self-
identified as Black race (41%) and/or Hispanic ethnicity (48%).
87%of SLDpatientsmet criteria forMASLDwithBMI≥25. A total
of 182 (22%) of participants screened positive (≥140mg/dL) on a 1-
hour glucose challenge test (GCT) and 107 (12%) were diagnosed
with GDM. Patients with Grade 2/3 SLD were more likely to be
of Hispanic ethnicity, have BMI≥25, and screen positive on GCT
(p < 0.01Table 1). In unadjusted analyses, high grade SLD was
associated with GDM (OR 1.8 [0.7-4.1]) and positive GCT (OR 4.0
[1.8-8.7]). In multivariate linear regression analyses controlling
for age and BMI, the association between SLD and GDM was
attenuated (p >0.05).
Conclusion: Findings from a large, diverse, prospective cohort
illustrate altered glucose metabolism with advanced steatosis.
This effect was attenuated by BMI and age. Early screening for
GDM in patients with hepatic steatosis should be considered.
Pregnancy represents an idealwindow forMASLD screening, and
research into future metabolic health following a diagnosis of
MASLD/SLD in pregnancy is needed.

326 | Risk Factors for Myocardial Infarction and Coronary
Artery Dissection in Pregnancy and Postpartum

Emerson Cobbley1; Stephanie Schreiber2; Rachel K. Harrison3;
Renata Mukai3; Suwan Mehra4; Calla Holmgren3
1North Park University, Chicago, IL; 2Endeavor Health, Evanston,
IL; 3Advocate Health Care, Advocate Health Care, IL; 4Advocate
Childrens Hospital, Advocate Childrens Hospital, IL

10:30 AM - 12:30 PM
Objective: Analyze the risks for myocardial infarction (MI) and
coronary artery dissection (CAD) in a modern cohort of pregnant
and postpartum subjects using a large national database.
Study Design: Retrospective case-control study of pregnant and
postpartum subjects from theNational Inpatient Sample database
through HCUP/AHRQ from 2017-2021 using inpatient ICD-10
coding, encompassing antepartum, delivery, and postpartum
admissions. We first identified the incidence of MI/CAD from
2017 to 2021 and compared the baseline characteristics of those
who experienced MI/CAD to those who did not. Chi2 analysis
and student’s t-tests were used for comparison. A backwards
regression was used to analyze the impact of individual patient
characteristics and history on likelihood of MI/CAD.
Results: Over the 5 year period, a total of 1,159 pregnant subjects
had an MI or CAD (0.03%). The incidence increased from 2017
to 2021 (0.027% to 0.034%, p = 0.036). Those who experienced
MI/CAD were more likely to be older, publicly insured, in
the lowest income bracket, and identify as non-Hispanic black.
They were also more likely to be obese, use tobacco, have pre-
gestational diabetes and experience a hypertensive disorder of
pregnancy, in particular preeclampsiawith severe features, super-
imposed preeclampsia, and HELLP or eclampsia. In regression
analysis, age, non-Hispanic black race, obesity, tobacco use, DM,
hypertensive disorders of pregnancy, public insurance or self-
pay, and the lowest income quartile remained associated with
MI/CAD in the pregnant and postpartum period.
Conclusion: The incidence of MI/CAD in the peripartum period
increased steadily from 2017 to 2021. This increase was associ-
ated with identifiable risk factors including age, non-Hispanic
black race, obesity, tobacco use, DM, hypertensive disorders of
pregnancy, public insurance or self-pay, and the lowest income
quartile.
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327 | Evaluation of “Low Threshold” Early Diabetes
Screening Practices at Mahec

Rajesh Paladugu; Lisa M. Foglia; Traci Carson; Katherine Grette
Mountain Area Health Education Center (MAHEC), Asheville, NC

10:30 AM - 12:30 PM
Objective: This study aims to evaluate if a stepwise approach to
early gestational diabetes (GDM)screening, using A1c followed
by fasting plasma glucose (FPG), is more predictive of early and
overall treatment as compared to an approach using A1c alone.
Additionally, if this stepwise approach was more predictive of
early insulin use than the algorithmutilized in Sweet Success (SS)
guidelines.
Study Design: This was a retrospective cohort study of preg-
nant patients undergoing GDM screening in the first trimester
between 2011-2023 at a single institution. Patients underwent
stepwise testing with an initial A1C measurement followed by
FPG if A1C was between 5.0 and 6.4. Patients were treated as
GDM if both tests were elevated. Patients were then classified into
four groups based on A1C and FPG results (table 1). The primary
outcomes were the need for insulin at any point in pregnancy and
gestational age at initiation.
Results: 887 patients met criteria for inclusion (Table 1). Demo-
graphic characteristics were similar across all groups. Patients
in group 2 were more likely than patients in group 1 to require
insulin during pregnancy (32 v 4.2%, p < 0.0001) and required
earlier initiation (20 v 32 wks, p < 0.0001). Additionally, the
stepwise algorithm had a higher specificity for identification of
patients who would not require insulin prior to 28 weeks as
compared to the SS algorithm (95 v 88%) though the sensitivity
was lower (48 v 65%). Negative predictive values were similar (97
v 98%). PPVs for both algorithms were low (32 v 22%).
Conclusion: Stepwise diabetic screening using a lower A1c
threshold followed by FPG was associated with overall insulin
use and with earlier initiation. However, the overall number of
patients who were captured using this technique was low. The
poor PPV for both algorithms for insulin initiation prior to 28
weeks when patients would be captured by traditional GDM
screening casts doubt on the clinical utility of universal early
screening. This is consistent with the results of a recent RCT on
early treatment of GDM and revised ACOG guidelines.

328 | Standardizing Induction Management: a
Mixed-Methods Evaluation of the Clinician Perspective

Rebecca F. Hamm1; Rinad S. Beidas2; Julia E. Scymczak3;
Sindhu K. Srinivas1; Samuel Parry4; Lisa D. Levine1

1University of Pennsylvania Perelman School of Medicine,
Philadelphia, PA; 2Feinberg School of Medicine, Northwestern
University, Chicago, IL; 3University of Utah, Salt Lake City, UT;
4University of Pennsylvania, Philadelphia, PA

10:30 AM - 12:30 PM
Objective: Standardizing labor induction (IOL) practices may
reduce cesarean and improve obstetric disparities. IOL protocols
focus on active management with recommendations for frequent
cervical exams, early amniotomy, and intervention when no cer-
vical change ismade. Here, we aimed to characterize the clinician
perspective on feasibility and acceptability of a standardized IOL
protocol.
Study Design: This sequential mixed-methods study surveyed
clinicians after implementation of a standardized IOL protocol
at 2 sites in 2021. We used the 4-question validated Acceptability
of Intervention Measure (AIM; total 4-20) as well as a single
acceptability item (1-5) for each of 8 specific protocol components
(Table). Total AIM scores were grouped into tertiles. Clinicians
in the top (High Acceptability) and bottom (Low Acceptability)
tertiles were invited to participate in a semi-structured interview.
Topics included (a) acceptability of protocol components, (b) bar-
riers/facilitators to adherence, and (c) strategies for overcoming
barriers. Interviews were coded using an integrated approach
with high inter-rater reliability (k = 0.83).
Results: 104 clinicians (57 physicians, 43 RNs, 4 CNMs) com-
pleted the survey. Median total AIM score was 15/20 IQR [12-19].
Protocol components with highest acceptability scores focused
on not continuing “futile” cervical ripening and interventions for
active labor dystocia. Components with less approval included
frequent cervical exams and early amniotomy. 24 clinicians were
interviewed (12 High, 12 Low Acceptability). Clinicians described
barriers to implementation of less acceptable components,
including staff/time constraints, best practice disagreements, and
concerns around patient aversion. Clinicians recommendedmore
education around the protocol’s safety/efficacy, and communica-
tion about anticipated IOL steps to overcome barriers.
Conclusion: This work describes the clinician perspective on
standardizing IOL and provides concrete recommendations to
overcome implementation barriers.

329 | An “Equity in Labor Outcomes Dashboard”: a 3-Phase
Participatory Mixed-Methods Approach to Development

Rebecca F. Hamm; Emily G. Gleason; Mary C. Steele; Eashwar
Kantemneni; Lisa D. Levine; Sindhu K. Srinivas

146 of 181 Poster Session 1



University of Pennsylvania Perelman School of Medicine,
Philadelphia, PA

10:30 AM - 12:30 PM
Objective: Equity dashboards, showing individual clinician out-
comes by patient race, may confront clinicians with their own
care disparities, driving change. Here, we aimed to develop an
acceptable obstetric Equity Dashboard.
Study Design: This 3 phase participatory mixed-methods study
developed an Equity in Labor Outcomes Dashboard. In Phase
1, focus groups of obstetric clinicians were divided into nurses,
trainees, and attending physicians at 2 sites, to understand: (1)
experience with and perspectives on receiving individualized
feedback on patient outcomes by race, (2) outcome attribution
in a shift- and team-based labor unit, (3) which outcomes
to include, (4) ideal distribution method and frequency, and
(5) potential impact on care. Transcripts were coded using a
structured approach with high inter-rater reliability (k >0.8).
Phase 2 convened a multidisciplinary committee to synthesize
Phase 1 results and develop a draft Dashboard. Phase 3 surveyed
clinicians at the same sites to critically optimize the draft.
Results: In Phase I (1/2023), 5 focus groups (n = 18) were con-
ducted, including nurses, CNMs, OBGYN, family medicine, and
MFMs. Most had never received individual outcome feedback
before (Table 1). While participants found receiving individ-
ual data by patient race “potentially uncomfortable,” it was
also highly desired. Participants recommended an outcome be
attributed to a given clinician if there were “meaningful patient
interactions” [e.g. writing a note during labor and/or delivery
participation]. Recommended outcomes included cesarean, ICU,
hemorrhage, and patient-centered outcomes like birth trauma.
Clinicians requested to receive the Dashboard with individual
outcomes compared to unit averages by email q4 months along-
side a disparity reduction toolkit for actionable response. Phase
2 (4/2023) developed a draft Dashboard. 85 clinicians completed
the Phase 3 survey (8-10/2023; Table 2), with high acceptability,
affirming Phase 2’s design.
Conclusion: This work generated an Equity in Labor Outcomes
Dashboard acceptable to clinicians. Its potential to drive reduced
disparities should be tested.

330 | American Heart Association Blood Pressure
Classification and Subsequent Risk of Preeclampsia

Rebecca Horgan1; Erkan Kalafat2; Elena Sinkovskaya1; Alfred Z.
Abuhamad1; George R. Saade1
1Macon & Joan Brock Virginia Health Sciences Eastern Virginia
Medical School at Old Dominion University, Norfolk, VA; 2Koc
University Hospital, Istanbul, Istanbul

10:30 AM - 12:30 PM
Objective: To assess the relationship between 1st trimester blood
pressure (BP) classified according to American Heart Association
(AHA) guidelines and risk of preeclampsia.
Study Design: This was a prospective longitudinal cohort study
which enrolled patients at ≤ 13+6 weeks’ gestation. Data was
obtained by trained research coordinators. At the 1st trimester
study visit, baseline BP was classified per AHA guidelines
(normal, elevated, stage I hypertension (HTN), stage IIHTN). The
primary outcome was the incidence of preeclampsia, defined per
ACOG criteria. Cox-proportional hazardmodel was used to inves-
tigate the association between HTN categories and development
of preeclampsia.
Results: 617 patients were included. 92 developed the primary
outcome. In the first trimester, 62.2% of patients had normal BP,
15.1% had elevated BP, 20.0% had stage I HTN, and 2.8% had
stage II HTN. The incidence of preeclampsia increased based on
AHA classification (7.6%, 20.4%, 27.6%, 58.8%, P< 0.001, Figure
1). Compared to AHA normal BP in the 1st trimester, elevated
(aHR: 2.55, 95% CI: 1.42- 4.56, P = 0.002), stage I (aHR: 3.52, 95%
CI: 2.10-5.89, P< 0.001) and stage II HTN (aHR: 7.58, 95% CI:
3.48-16.5, P< 0.001) had significant association with preeclampsia
after adjusting for risk factors, race, and body-mass index. The
Cox-regression model using AHA classification had a signifi-
cantly higher concordance index compared to the model using
the current classification of a singular 140mm/Hg systolic and
90mm/Hg diastolic cut-off (0.71±0.028 vs. 0.56±0.019, P< 0.001).
The significant associations remained in sensitivity analyses
excluding pregnancies with pre-gestational hypertension (7.4%,
20.2%, 26.2%, 33.3%, P< 0.001; 0.67±0.031 vs. 0.51±0.011, P<
0.001).
Conclusion: First trimester BP per AHA guidelines had signif-
icant independent association with preeclampsia. AHA classi-
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fication outperformed HTN diagnosis based on 140/90 mm/Hg
cut-off, with all categories having more than the 10% risk
of preeclampsia that was used by the USPSTF to recommend low
dose aspirin.

331 | Adjustment of Uta-pi for Maternal Baseline
Characteristics Does not Improve Predictive Performance
for Preeclampsia

Rebecca Horgan1; Erkan Kalafat2; Elena Sinkovskaya1; Alfred Z.
Abuhamad1; George R. Saade1
1Macon & Joan Brock Virginia Health Sciences Eastern Virginia
Medical School at Old Dominion University, Norfolk, VA; 2Koc
University Hospital, Istanbul, Istanbul

10:30 AM - 12:30 PM
Objective: The evidence regarding first trimester uterine artery
(UtA) Doppler as a predictor of preeclampsia (PE) is contradic-
tory. UtA perfusion is sensitive to various factors which were not
considered previously. Our objective was to determine whether
first trimester UtA Doppler measurements, adjusted for maternal
baseline characteristics, predict PE.
Study Design: This was a prospective cohort study which
enrolled patients at ≤ 13+6 weeks’ gestation. Patients were
followed throughout pregnancy and data obtained by trained
research coordinators. At the 1st trimester study visit, UtA
Doppler pulsatility index (UtA-PI) was obtained. Generalized
Additive Models for Location, Scale and Shape were used for
modelling UtA-PI, which was found to have distributional prop-
erties fitting gamma distribution. Predictive capabilities of raw
and maternal characteristics adjusted multiple of median UtA-PI
values were tested with area-under the curve values and concor-
dance index. The primary outcome was PE and complicated PE
defined as placental abruption, delivery < 34 weeks or HELLP
syndrome.
Results: 571 pregnant patients without chronic hypertension
were included in the study. Regression analyses showed increas-
ing gestational age at measurement (P = 0.03) and increasing
maternal age (P = 0.003) were both associated with lower UtA-
PI values. There were no associations with body-mass index (P =
0.36), race (P = 0.7), mean arterial pressure (P = 0.25) and parity
(P = 0.4). UtA-PI had poor predictive performance for PE, and
there was no improvement after adjusting for gestational age and
maternal age (AUC: 0.567 vs. 0.570, P = 0.56, Concordance index:

0.582±0.04 vs. 0.583±0.04, P = 0.98). UtA-PI was a strong predic-
tor of complicated PE, and there was no improvement following
adjustment (AUC: 0.871 vs. 0.858, P = 0.56, Concordance index:
0.866±0.03 vs. 0.848±0.03, P = 0.65).
Conclusion: UtA-PI is a strong predictor of complicated
preeclampsia but not overall preeclampsia. Adjustment of UtA-PI
for maternal baseline characteristics does not improve predictive
performance.

332 | Disparities in Prenatal Care Initiation Among
Medicaid and Commercially Insured Pregnant Women

Reetam Ganguli1; Maguire Anuszewski2; Srishti Ganguli3;
Stephen Wagner4
1Elythea, San Jose, CA; 2Warren Alpert Medical School, Brown
University, Providence, RI; 3Brown University, Providence, RI;
4Beth Israel Deaconess Medical Center, Boston, MA

10:30 AM - 12:30 PM
Objective: Access to prenatal care is critical to improving preg-
nancy outcomes, yet disparities in its timing and quality persist.
Our objective is to elucidate how insurance type is associatedwith
the timing of prenatal care initiation and maternal and neonatal
outcomes.
StudyDesign: A retrospective cohort study was conducted using
CDC National Vital Statistics System data from 2018 to 2022.
Pregnant women were categorized based on their insurance
status: Medicaid or commercially insured. We analyzed variables
related to maternal demographics, health behaviors, and birth
outcomes. The primary outcome was prenatal care within the
1st trimester. Adjusted odds ratios (aORs) and 95% confidence
intervals (CIs)were calculated using logistic regression to account
for potential confounders. Chi-squared test for independence
to compare the proportions of prenatal care initiation times.
Statistical significance was determined with a p-value threshold
of < 0.001.
Results: Of 16,828,197 total patients, 9,235,696 were commercially
insured and 7,592,501 were on Medicaid. Prenatal care initiation
showed significant differences, with 68.05% of Medicaid recipi-
ents starting care in the 1st trimester, compared to 86.23% of those
commercially insured. A larger proportion ofMedicaid recipients
initiated care in the 2nd trimester (21.99% vs. 10.11%), the 3rd
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trimester (6.26% vs. 2.22%), or had no prenatal care at all (2.77%
vs. 0.75%) (p < 0.001).
Women on Medicaid are over twice as likely [aOR: 2.118 (95%
CI: 2.107-2.130, p < 0.001)] to receive prenatal care after the 1st
trimester compared to commercial insurance after controlling
for maternal age, marital status, ethnicity, and education level.
Significant differences (p < 0.001) were also observed in: num-
ber of prenatal visits, smoking status before pregnancy, NICU
admission, maternal ICU admission, postpartum hemorrhage,
and preterm labor.
Conclusion: Disparities in the timing of prenatal care initi-
ation between Medicaid and commercially insured pregnant
women exist. Innovative engagement strategies may mitigate
these disparities, ensuring timely and equitable prenatal care.

333 | Generalizing NICU Admission Predictions for
Medicaid Patients Using Machine Learning

Reetam Ganguli1; Julia Sroda Agudogo2; Stephen Wagner2
1Elythea, San Jose, CA; 2Beth Israel Deaconess Medical Center,
Boston, MA

10:30 AM - 12:30 PM
Objective: Medicaid patients have higher rates of maternal
and neonatal complications. No models have been designed to
specifically examine this patient population. We evaluated the
generalizability of a NICU admission predictionmodel trained on
a mixed population of insured patients (commercial, Medicaid,
self-pay) when applied specifically to Medicaid patients.
Study Design: An extreme gradient boosting model was trained
on data from years 2014-2021 of the Vital Statistics System of
mixed insurance coverage with the exclusion of year 2015 due
to unavailable data. The model was tested on a mixed insurance
and solely Medicaid-covered cohort. Inclusion criteria for the
Medicaid testing set were deliveries covered by Medicaid in
the year 2022 with available NICU admission data. Inclusion
for mixed testing cohort were 2022 deliveries with available
NICU admission data. Cases with missing NICU admission data
and those from hospitals not reporting NICU admissions were
excluded. The primary outcome of interest was NICU admission
immediately post-delivery.
Results: 38 clinical variables for 15,782,488 obstetric patientswere
included in the training data. The testing set consisted of 1,500,152
Medicaid patients, with 157,871 (10.5%) experiencingNICUadmis-
sions. The model demonstrated a strong performance on the
Medicaid cohort with an AUC of 0.73, 80.3% accuracy, and a 0.80
F1 score.
When tested on the 2022 mixed cohort (self pay, commercially
insured, Medicaid, and other) of 3,666,784 patients, of which
347,586 (9.5%) patients had a NICU admission, the model had an
AUC of 0.73, 83.3% accuracy, and F1 score of 0.83. The analysis
revealed that the most influential factor in predicting NICU
admissions was the interval since the last live birth.
Conclusion: The NICU prediction model, initially trained on a
mixed population of insured patients, demonstrated strong gen-
eralizability and robust performance when applied to Medicaid
patients in 2022. By leveraging routinely collected data, themodel
can aid in reducing NICU admissions and associated healthcare
costs, ultimately improving outcomes for Medicaid patients.

334 | Effects of PreconceptionWeight Loss on Gestational
Weight Gain and Obesity-AssociatedMaternal Morbidities

Richard S. Legro1; Karl R. Hansen2; Michael P. Diamond3; Anne
Steiner4; Christos Coutifaris5; Marcelle I. Cedars6; Nanette
Santoro7; Heping Zhang8; Alllen Kunselman1; Christina Stetter1;
On behalf of the Reproductive Medicine Network (RMN)
1Penn State College of Medicine, Hershey, PA; 2University of
Oklahoma Health Sciences Center, Oklahoma City, OK; 3Augusta
University/ Medical College of Georgia, Augusta, GA; 4UNC
School of Medicine, Chapel Hill, NC; 5U Penn School of Medicine,
Philadelphia, PA; 6UCSF School of Medicine, UCSF/San
Francisco, CA; 7U Colorado School of Medicine, U
Colorado/Denver, CO; 8Yale School of Public Health, New Haven,
CT

10:30 AM - 12:30 PM
Objective: Preconception Weight Loss(PWL) is recommended
in women with obesity (OW), but the effects of PWL on gesta-
tional weight gain(GWG) and associated obesity-relatedmaternal
morbidities are poorly studied. We examined these parameters
in a previous multicenter RCT(FIT-PLESE, NCT02432209) of two
types of preconception lifestyle intervention(16 weeks duration)
in a population of OW with unexplained infertility(N = 379)
StudyDesign: Secondary and subgroup analysis of singleton live
birth gestations from FIT-PLESE. Preconception(Phase 1), the
intensive lifestyle group(N = 32) underwent increased physical
activity and weight loss(target 7%) through meal replacements
and medication(Orlistat) compared to a standard group(N = 39)
with increased physical activity alone without weight loss. Both
groups then received standardized infertility therapy consisting
of CC/IUI(Phase 2). Singleton pregnancies including GWGwere
tracked to live birth. The post hoc composite outcome was the
prevalence of adverse obesity-related maternal events: PTL, PET,
GDM and PROM
Results: The standardized group of singleton pregnancies had
no significant mean weight loss from baseline after the lifestyle
intervention[-0.5%, 95% CI(-2.4, 1.3)] while the intensive group
approached the target with significant weight loss[-5.6% (-7.6,
-3.7) P< .001], and significant decreases in waist circumfer-
ence. However weight in the intensive group rebounded during
Phase 2 and was equivalent to the standard group by 16 wks
gestation(Fig 1) and continued to have similar weights up to 32
weeks gestation. Despite the reboundweight gain and equivalent
maternal weights by this time point, there was a trend towards
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decreased obesity-related maternal morbidity in the intensive
weight loss group(Tab 1)
Conclusion: Weight rebound is inevitable after weight loss
treatment. Pregnancy may further exacerbate weight rebound
after PWL. However, there may be maternal pregnancy benefits
after PWL despite weight rebound. These data provide trends
towards powering a larger study and incorporating pregnancy
interventions after PWL to achieve better GWG and obstetric
outcomes

335 | Effect of Pre-Pregnancy BMI Vs. Total Pregnancy
Weight Gain on Trial of Labor After Cesarean

Logan McClure; Riley Short; Patricia Goedecke; Alexa Swailes
University of Tennessee Health Science Center, Memphis, TN

10:30 AM - 12:30 PM
Objective: To examine whether pre-pregnancy BMI or total
pregnancy weight gain is more closely associated with successful
vaginal birth after Cesarean delivery (VBAC) in patients with
term gestations with no prior history of vaginal delivery.
Study Design: IRB approval was obtained for the study (24-
09915-NHSR). The CDC National Center for Health Statistics
birth certificate database was utilized to obtain relevant birth
information from 2016-2022 in the United States. Inclusion cri-
teria were term, singleton gestations in patients who underwent
TOLAC with the following characteristics: second pregnancy
with history of one prior Cesarean delivery, BMI >/ = 18.5, and
no pre-existing diagnosis of hypertensive disorders (either pre-
gestational or gestational). Odds ratios and confidence intervals

indicating likelihood of successful VBAC were developed both
by (1) pre-pregnancy BMI alone, (2) total pregnancy weight gain
alone, and (3) pre-pregnancy BMI stratified by total pregnancy
weight gain.
Results: 12,164 patients met inclusion criteria for analysis, of
whom 11,919 had data reported for both BMI and weight gain.
Of these, 6,096 (51.1%) experienced a successful VBAC and
5,823 (48.9%) were delivered via repeat Cesarean section after
TOLAC. Increasing pre-pregnancy BMI was associated with a
lower likelihood of successful VBAC when compared to patients
with a normal BMI (BMI 25-29.9: OR 0.75 [0.691, 0.825] vs. BMI
30-34.9: 0.56 [0.506, 0.624] vs. BMI 35.0-39.9: 0.56 [0.492, 0.645]
vs. BMI >40: 0.36 [0.311, 0.433]) (All p values < 0.001). Among
individuals with obesity, increased total pregnancy weight gain
was significantly associated with decreased likelihood of VBAC
success for those gaining greater than 20 pounds (21-30lbs: OR
0.76 [0.633, 0.909]; >30lbs: 0.75 [0.626, 0.887], p values < 0.001).
However, when stratified by total pregnancy weight gain within
each BMI category, no consistent significant differences in VBAC
success were observed.
Conclusion: Our data suggest that pre-pregnancy BMI is more
closely associated with likelihood of successful VBAC than total
pregnancy weight gain within each BMI category.
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336 | Breastfeeding Intention, Initiation, and Continuation
in Pregnant Patients with Sickle Cell Disease

Roselyn Oyenuga1; Kaitlin Farias2; Caroline J. Berberian2;
Andrea D. Shields3
1University of Connecticut, Rocky Hill, CT; 2University of
Connecticut, Farmington, CT; 3University of Connecticut Health,
Avon, CT

10:30 AM - 12:30 PM
Objective: Mothers with sickle cell disease have more barriers
that may either prevent them from breast feeding or discontinue
early. The aimof this study is to compare the rates of breastfeeding
intention, initiation, and discontinuation at 6 weeks in patients
with sickle cell disease (SCD) versus patients without SCD.
Study Design: A retrospective matched cohort study was per-
formed between January 1, 2018 to July 31, 2023 to examine the
risk of SMM with SCD in the first year postpartum. Inclusion
criteria were pregnant patients with SCD who received their
prenatal and postpartum care at a single tertiary academic center.
We randomly selected two non-exposed patients for every SCD
patients, matched for age and year of delivery. Baseline char-
acteristics were summarized using frequencies and percentages
for categorical variables and mean and standard deviation for
continuous variables overall. Chi square analysis and a two-
population proportion test was used to compare breastfeeding
rates between SCD and non-exposed cohorts.
Results: We identified 25 eligible patients with SCD with single-
ton pregnancies who received their pregnancy and postpartum
care up to one year at our institution. Baseline demographicswere
similar between both SCD and non-SCD groups including age,
parity, and insurance. There were differences however in race
and ethnicity. SCD patients were more likely to be non-Hispanic
Black. Intention to breastfeed was similar in patients with SCD
versus non-SCD (96% (24/25) versus 94% (47/50), P = 0.9523).
Similarly, breastfeeding initiation less than 7 days postpartumwas
88% (22/25) in patients with SCD compared to 90% (45/50) in non-
SCD patients (P = 0.9045). Only 48% (12/25) of SCD patients and
70% (35/50) of non-SCD patients continued to breast feed after 6
weeks postpartum (P = 0.0629).
Conclusion: While we did not find a difference in breastfeeding
intention, initiation or discontinuation rates between mothers
with sickle cell disease and thosewithout sickle cell disease, there
was a trend in discontinuation of breastfeeding at 6 weeks in SCD
patients that should be explored with a larger population.

337 | Late Preterm Steroids for those with Pregestational/
Early Gestational Diabetes and Risk of Neonatal
Hypoglycemia

Ruby Lin; Cande V. Ananth; Todd J. Rosen; On behalf of the
MOMPOD Consortium
Rutgers Robert Wood Johnson Medical School, New Brunswick, NJ

10:30 AM - 12:30 PM
Objective: The ALPS trial showed reduced rate of neonatal
respiratory complicationswith the use of late preterm steroids but
excluded those with pregestational diabetes. We hypothesize that
late preterm steroids given to those with pregestational and early

gestational diabetes are associated with a higher risk of neonatal
hypoglycemia (NNH) and lower risk of respiratory complications.
Study Design: This is a secondary analysis of MOMPOD, a
multicenter, randomized controlled trial of 831 pregnant patients
with preexisting type 2 diabetes or diabetes diagnosed prior
to 23 weeks’ gestation that were treated with insulin alone
or insulin and metformin. Patients who delivered 34-36 6/7
weeks were included. Those who received late preterm steroids
were compared to those who did not have any exposure to
antenatal steroids in pregnancy. The primary outcome was NNH
(blood glucose < 40 mg/dl or need for IV dextrose treatment).
Secondary outcomes included respiratory support in the NICU/
intermediate nursery, transient tachypnea of the newborn, and
respiratory distress syndrome. Modified Poisson regression was
performed to calculate the relative risk, adjusting for confounding
variables.
Results: Of the patients that delivered late preterm, 20 received
late preterm steroids and 136 did not have any antenatal steroid
exposure. NNH was present in 16 (80%) and 73 (54%) of those
exposed to steroids vs no steroids. The adjusted relative risk for
NNH was 1.63 (95% CI 1.23-2.16). 9 (45%) and 62 (46%) required
respiratory support in the NICU during the first 30 days of life
in the steroid and no steroid group, respectively. The adjusted
relative risk for respiratory support in the NICU was 1.08 (95% CI
0.63-1.86).
Conclusion: Administration of late preterm antenatal steroids
in pregnancies complicated by pregestational diabetes and early
gestational diabetes is associated with a 1.6 increased risk for
neonatal hypoglycemia. However, the secondary analysis was
not powered to evaluate for respiratory complications. Further
studies are needed to understand the full spectrum of neonatal
outcomes associated with this practice.

338 | Leptin Alters Myometrial Contractility-Related Gene
Expression in a HumanMyometrial Cell Line

Ruchira Sharma1; Xiangying Xue2; Prodyot Chatterjee2; Burton
Rochelson3; Christine Metz2
1Rutgers Robert Wood Johnson Medical School, New Brunswick,
New Jersey, Rutgers Robert Wood Johnson Medical School, NJ;
2Feinstein Institutes for Medical Research, Manhasset, NY;
3Northwell, New Hyde Park, NY
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10:30 AM - 12:30 PM
Objective: Obesity is linked with poor labor progression and
increased cesarean deliveries. Dysfunctional labor in the setting
of obesity is hypothesized to result from reduced myometrial
contractility. Leptin levels rise with obesity and are reported to
inhibit spontaneous and oxytocin-induced myometrial contrac-
tility (Moynihan et al., 2006). However, the underlying biologic
mechanisms by which leptin produces this effect is unknown.
We investigated the effects of leptin on the expression of genes
associated with uterine contractility in a myometrial cell line
treated ±oxytocin.
Study Design: Immortalized human myometrial (PHM1-41)
cells were treated with vehicle or leptin (1µM) for 24 hours.
Cytotoxicity assays confirmed non-cytotoxicity of this dose.
The expression of mRNAs encoding oxytocin (OXT), oxytocin
receptor (OXTR) and gap junction-related Debrin-1 (DBN1) were
analyzed by real time qRT-PCR. Cells pretreated with either
vehicle or leptin (1µM) were subsequently exposed to oxytocin
for 2 hours, and gene expression was re-assessed. Vehicle vs.
leptin data were analyzed using unpaired t tests with Welch’s
correction and combination treatment data were analyzed using
non-parametric Kruskal-Wallis test, followed by Dunn’s multiple
comparisons. P< 0.05 was considered significant.
Results: Leptin treatment alone did not alter OXT mRNA
or OXTR mRNA expression but significantly increased DBN1
mRNA expression (p = 0.04). Oxytocin treatment increased OXT,
OXTR and DBN1 mRNA expression compared to vehicle. Leptin
significantly inhibited oxytocin-induced OXT mRNA expression
(p < 0.01) and showed a non-significant trend towards reducing
oxytocin-induced OXTR and DBN1 mRNA expression when
compared to vehicle+oxytocin treated cells (Figure 1).
Conclusion: Leptin alone did not affect OXT or OXTR mRNA
expression in human myometrial cells but suppressed oxytocin-
induced contractility-related gene expression. These novel find-
ings suggest leptin’s role in modulating myometrial expression
of contractility-related genes, offering insights into possible
pathways contributing towards parturition dysfunction in obese
individuals.

339 | Association Between Obstetric Care Provider Density
andMaternal and Perinatal Outcomes: A Cross-Sectional
Analysis

Rula Atwani; Lindsay S. Robbins; George R. Saade; Tetsuya
Kawakita
Macon & Joan Brock Virginia Health Sciences Eastern Virginia
Medical School at Old Dominion University, Norfolk, VA

10:30 AM - 12:30 PM
Objective: To examine the association between obstetric care
provider density and maternal and perinatal outcomes at the
county level.

Study Design: This was a cross-sectional analysis of pub-
licly available Health Resources & Services Administration and
limited-use county-level birth certificate data. The primary
exposure was the number of obstetric care providers (obstetri-
cian/gynecologist or midwives) per 10,000 births in the county,
categorized according to the March of Dimes as full coverage
(60 or more providers), moderate coverage (1-59 providers), and
desert areas (no providers). Our primary outcome was maternal
mortality during pregnancy and up to 42 days postpartum (deaths
per 100,000 live births). Our secondary outcomes were maternal
mortality up to 365 days post-delivery (deaths per 100,000 live
births), stillbirth, pretermbirth (PTB), and cesarean delivery (CD)
rates.We calculated relative risks (RR) with 95% confidence inter-
vals (95%CI) using Bayesian conditional autoregressive models
with Poisson distribution, accounting for spatial autocorrelation
and potential confounders.
Results: Of 14,802,676 births included in this analysis, 137,023
(0.9%) births were in desert counties, 1,131,211 (7.6%) births were
in counties with moderate coverage and 13,534,442 (91.4%) births
were in counties with full coverage (Figure 1). Compared with
desert counties, moderate coverage counties had significantly
lower maternal mortality up to 42 days postpartum andmortality
up to 365 days post-delivery along with higher stillbirth, PTB,
and CD rates. Compared with desert counties, full-coverage
counties had significantly lower maternal mortality up to 42 days
postpartum and mortality up to 365 days postpartum; along with
higher stillbirth, PTB, and CD rates (Table 1).
Conclusion: Increased maternal mortality at the county level
is associated with decreased obstetrical provider coverage, with
counties that have no providers having the highest mortality rates
despite having lower stillbirth, preterm birth, and cesarean rates.
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340 | Mid-trimester Cervical Length in Patients with a
History-Indicated Cerclage and the Risk of Preterm
Delivery

Rula Atwani; Rebecca Horgan; Jerri A. Waller; Mackenzi
Mchugh; Tetsuya Kawakita; George R. Saade; Alfred Z.
Abuhamad; Marwan Ma’Ayeh
Macon & Joan Brock Virginia Health Sciences Eastern Virginia
Medical School at Old Dominion University, Norfolk, VA

10:30 AM - 12:30 PM
Objective: To investigate the predictive value of cervical length
(CL) in patients with a history-indicated cerclage on preterm
delivery (PTB) < 37 weeks.
Study Design: This was a retrospective cohort study of indi-
viduals who had history-indicated cerclage during pregnancy
and who delivered at a tertiary referral center between 2014 and
2022. Individuals who did not have cervical length measurement
post-cerclage were excluded. Post-cerclage CL was categorized
into < 2.5 cm and ≥ 2.5 cm. The primary outcome was preterm
birth (PTB) < 37 weeks. Secondary outcomes included PTB < 34
weeks, mode of delivery, chorioamnionitis, postpartum hemor-
rhage, transfusion, and endometritis. Categorical variables were
compared using Chi-squared or Fisher’s exact test. Continuous
variables were tested for normality using the Shapiro-Wilk test
and compared using Student’s t-test or Mann-Whitney-U test as
applicable.
Results: A total of 65 patients were included in the study, with
50 having a post-cerclage CL < 2.5 cm and 15 having a post-
cerclage CL ≥ 2.5 cm. There was no significant difference in the
rates of PTB < 37 weeks between the two groups (32%vs. 46.7%,
p = 0.36). Similarly, there were no significant difference in the
rates of PTB < 34 weeks (p = 0.08), mode of delivery (p = 1.00),
postpartum hemorrhage (p = 0.71), transfusion (p = 1.00), or
endometritis (p= 0.23). Significant differenceswere noted in rates
of chorioamnionitis (94.00% for CL< 2.5 cmvs. 73.33% for CL≥2.5
cm, p = 0.04) (Table 1).
Conclusion: Post-cerclage CL appears to have limited predictive
value for PTB and other pregnancy outcomes in the setting of
history indicated cerclage. Further research with larger sample
sizes is needed to confirm these findings and explore potential
clinical implications.

341 | The Relationship Between In-Hospital Opioid use
After Cesarean Delivery and Opioid use After Discharge

Ruth Landau; Uma M. Reddy; On behalf of the Eunice Kennedy
Shriver National Institute of Child Health and Human
Development (NICHD) Maternal-Fetal Medicine Units (MFMU)
Network
Columbia University, New York, NY

10:30 AM - 12:30 PM
Objective: To evaluate opioid use after cesarean delivery (CD)
and assess our hypothesis that no in-hospital opioid use is
associated with no post-discharge opioid use, and to evaluate the
association between no opioid use and post-discharge pain.
Study Design: Secondary analysis of a multicenter trial in
patients who underwent CD at 31 U.S. hospitals (2020-22) and
were randomized to individualized or fixed quantity of opioid
tablets at discharge. The exposure was no in-hospital opioid use
(morphine milligram equivalents [MME] = 0). Primary outcome
was post-discharge MME = 0 up to 90 days. Secondary outcomes
were moderate to severe pain (Brief Pain Inventory [BPI] score;
BPI worst pain 3 4 at 1-, 2- and 6-weeks post-discharge), opioid
prescriptions filled, and refills within 90 days. MMEs included
all routes of administration. Univariable modeling estimated the
association between in-hospital MME = 0 and outpatient opioid
use, as well as pain.
Results: Of 5515 eligible participants, in-hospital MME = 0 rate
was 19% (N = 1023) and post-discharge MME = 0 rate was 34% (N
= 1752). Overall, 710 of the 1,023 of the participants (76%) who did
not use opioids in-hospital used none post-discharge, though 54%
filled a prescription for opioids at or after discharge. In-hospital
MME = 0 was associated with lower post-discharge opioid use,
higher odds of MME = 0 (OR 9.8, CI 8.3, 11.5) and lower median
MME dose (0 vs 7) (Table 1). With post-discharge MME = 0,
the proportion of participants with moderate to severe pain was
significantly lower at 1 week (42% vs. 70%), 2 weeks (20% vs. 38%),
and 6 weeks (6% vs. 14%, all p < 0.001).
Conclusion: Consistent with our hypothesis, in-hospital opioid
use was associated with post-discharge opioid use. Though one-
third of participants did not use any opioids post-discharge, this
was not associated with higher pain scores at any time point up to
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90 days post-discharge. Further efforts are needed to align opioid
prescriptions with actual post-discharge opioid use.

342 | Factors Associated with no In-Hospital Opioid use
After Cesarean Delivery

Ruth Landau; Uma M. Reddy; On behalf of the Eunice Kennedy
Shriver National Institute of Child Health and Human
Development (NICHD) Maternal-Fetal Medicine Units (MFMU)
Network
Columbia University, New York, NY

10:30 AM - 12:30 PM
Objective: Improving pain trajectories after cesarean delivery
(CD) with minimal to no opioid use is a challenging goal: opioid
reduction may result in uncontrolled pain, yet in-hospital opioid
use may be associated with persistent opioid use after discharge.
Our objective was to evaluate factors associated with opioid
use after CD, with 2 aims: characterize patients with no in-
hospital opioid use after CD, and identify pre/peri-delivery factors
associated with no opioid use.
StudyDesign: Secondary analysis of a controlled trial in patients
who underwent CD at 31 U.S. hospitals (2020-22) and were
randomized to individualized or fixed quantity of opioid tablets
at discharge. For this analysis, participants were categorized
into one of 2 groups based on opioid use (morphine milligram
equivalents [MME]), with MME = 0 indicating no in-hospital
opioid use. Secondary outcomes were worst pain on the (Brief
Pain Inventory [BPI] score) and Pain Catastrophizing Score (PCS)
assessed within 24 hours of discharge. Univariable andmultivari-
able logistic regression analyses with backward selection were
performed to identify factors associatedwith no in-hospital opioid
use.
Results: Of 5515 eligible participants, 1023 (19%) had MME =
0. On multivariable analysis, Black race, government insurance,
anxiety/depression, and preterm birth were associated with
decreased odds for MME = 0 (Table 1). In contrast, Hispanic
ethnicity, spinal or combined spinal-epidural (CSE) anesthesia,
and neuraxial morphine administration were associated with
increased odds for MME = 0. Participants with BPI 3 4 or PCS
≥ 13 were more likely to use opioids (Table 2).
Conclusion: Patient-specific factors, including
anxiety/depression and preterm birth were associated with
increased in-hospital opioid use after CD, while anesthesia
technique (spinal and CSE) and neuraxial morphine
administration were associated with reduced opioid use. No
opioid use was not associated with higher in-hospital pain scores
or pain catastrophizing.

343 | Cost Effectiveness of Zuranolone for Treatment of
Postpartum Depression

Ryan Duggal1; Casey Tak2; Marcela C. Smid3
1Indian Health Service, Salt Lake City, UT; 2University of Utah,
Salt Lake City, UT; 3University of Utah Health, Salt Lake City, UT

10:30 AM - 12:30 PM
Objective: Zuranolone is a novel GABA-A agonist approved to
treat postpartum depression (PPD), however its cost effectiveness
(CE) is unknown. We sought to estimate the CE of Zuranolone
for PPD treatment when compared to selective serotonin receptor
inhibitors (SSRIs).
Study Design: We constructed a decision-analytic model to
estimate the CE of treating postpartum depression with Zura-
nolone as compared to SSRIs and placebo over one year among
a cohort of 10,000 postpartum individuals with depression from
a perspective of a third-party payer. The direct medical costs of
PPD and medication-related costs over one year were gathered
from existing literature and incorporated into the model. We
defined effectiveness in two ways: treatment response defined
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as >50% decrease in symptoms from baseline and remission of
PPD. Using first order Monte Carlo simulations, we calculated
the incremental cost-effectiveness ratio (ICER). We also explored
parameter uncertainty with probabilistic sensitivity analyses.
Results: Across the hypothetical cohort, SSRIs returned the
lowest average cost for both effectiveness outcomes (response:
$18880; remission: $18876) across the three strategies. The pro-
portion of the cohort experiencing treatment response and
remission in the SSRI group were 0.33 and 0.15, respectively.
Zuranolone showed the highest average cost across both out-
comes (response: $33986; remission: $15085) but also yielded the
highest effectiveness (response: 0.72; remission: 0.37). The ICER
of Zuranolone compared to SSRIs was $105635 for treatment
response and $271799 for remission. The probabilistic sensitivity
analysis showed that Zuranolone was the preferred strategy at
willingness-to-pay thresholds at or above approximately $105000
for treatment response whereas SSRIs were the preferred strategy
across all explored thresholds.
Conclusion: Zuranolone is cost effective for treatment response
of PPD when compared to SSRIs, however it is not cost effective
at the given thresholds for full remission

344 | Impact of Comorbid Chronic Hypertension on
Perinatal Outcomes among Pregnant Persons with
Pregestational Diabetes

Samantha E. Howell1; Yuanfan Ye2; Lily Wiedmer1; Abigayle
Kraus1; Ayodeji Sanusi2; Ashley N. Battarbee2
1University of Alabama at Birmingham, Birmingham, AL; 2Center
for Women’s Reproductive Health, University of Alabama at
Birmingham, Birmingham, AL

10:30 AM - 12:30 PM
Objective: Pregnant persons with either pregestational diabetes
(DM) or chronic hypertension (cHTN) are at increased risk for
adverse outcomes; however, the additive effect of comorbid cHTN
among patients with DM is not well studied in contemporary
cohorts. Our objective was to quantify the association between
DM+cHTN and adverse outcomes, compared to DM only.
Study Design: Retrospective cohort study of pregnant persons
with pregestational DM who delivered a non-anomalous sin-
gleton or twin gestation ≥22 weeks’ at a tertiary care center
(2012-2023). The primary outcome was a composite of neonatal
morbidity and mortality (Table). Secondary outcomes included
composite components and other pregnancy outcomes. Baseline
characteristics and outcomes were compared between persons
with DM+cHTN vs DM only. Multivariable logistic regression
estimated the association between DM+cHTN and outcomes,
adjusting for covariates that differed between groups. Results
were stratified by DM type when there was evidence of interac-
tion.
Results: Of 1,656 neonates, 498 (30.1%) were born to persons
with DM+cHTN and 1158 (69.9%) with DM only. DM+cHTN was
associated with higher odds of composite neonatal morbidity and
mortality (65.3% vs 58.5%; aOR 1.88, 95% CI 1.33-2.67) compared
with DM only. Among the composite components, DM+cHTN
was associated with higher odds of hyperbilirubinemia, IVH,
and perinatal death (Table). DM+cHTN was also associated
with higher odds of preterm birth (PTB), NICU admission, and

preeclampsia (PreE). The association between DM+cHTN and
PTB and PreE was only significant for those with T2D (Figure).
Conclusion: Preconception and early pregnancy counseling
for pregnant persons with DM and comorbid cHTN should
emphasize the nearly two- to three-fold higher risk of adverse
outcomes including composite neonatal morbidity/mortality,
hyperbilirubinemia, IVH, perinatal death, PTB, NICU admission,
and PreE, compared to DM alone. Future studies should focus on
interventions that improve outcomes for this particularly high-
risk population as 2 out of 3 personswithDM+cHTN experienced
neonatal morbidity and mortality.
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345 | Small for Gestational Age Neonates and Neonatal
Adverse Outcomes Among Pregnant Persons with
Pregestational Diabetes

Samantha E. Howell1; Yuanfan Ye2; Ashley E. Shea2; Abbey
Thornton1; Abigayle Kraus1; Ashley N. Battarbee2
1University of Alabama at Birmingham, Birmingham, AL; 2Center
for Women’s Reproductive Health, University of Alabama at
Birmingham, Birmingham, AL

10:30 AM - 12:30 PM
Objective: Pregnant persons with pregestational diabetes are at
increased risk for having SGA infants; however, this is often
overlooked compared to the risk of LGA. Additionally, the risk
of adverse outcomes is typically generalized for all pregestational
diabetes. We aimed to evaluate the risk of SGA and other adverse
outcomes among persons with type 2 diabetes (T2D) versus type 1
diabetes (T1D). Additionally, we aimed to identify risk factors for
SGA.
Study Design: Retrospective cohort study of pregnant per-
sons with T2D or T1D who delivered at a tertiary care center
(2012-2023). Persons with fetal anomalies, delivery < 22 weeks’
gestation,multiple gestation, andmissing birthweight or diabetes
type were excluded. The primary outcome was SGA, defined
as birthweight < 10th percentile for gestational age. Secondary
outcomes included composite neonatal morbidity/mortality and
other adverse outcomes (Table). Baseline characteristics and
outcomes were compared between T2D and T1D. Multivariable
logistic regression estimated the association between T2D and
outcomes, adjusting for covariates that differed between groups.
Multivariable regression with step-wise backward selection was
used to identify factors associated with SGA.
Results: Of 1,255 persons included, 872 (69.5%) had T2D and 383
(30.5%) had T1D. Pregnant persons with T2D differed from those
with T1Dbymultiple sociodemographic andmedical factors. SGA
was more common with T2D (12.2%, vs 4.7%; aOR 3.48, 95%
CI 1.48-8.34) compared with T1D. Secondary neonatal outcomes
were similar between groups, but preeclampsia was more com-
mon with T1D (Table). Factors associated with higher odds of
SGA were T2D, government insurance, nulliparity, tobacco use,
aspirin use, chronic kidney disease, neonatal male sex, and less
gestational weight gain (Figure).
Conclusion: In this cohort, pregnant persons with T2D were
3.5 times more likely to have an SGA infant than those with
T1D. Pregnant persons with T2D and other risk factors such as
tobacco use and chronic kidney disease among others, should
be specifically counseled about the risk of SGA and monitored
closely.

346 | Effects of Antiretroviral Therapy on Fetal Biometric
Measurements and Neonatal Weight

Sara E. Edwards1; Nicola F. Tavella2; Raina Kishan2; Sarriyah
Hanif2; Allison Perelman2; Henri M. Rosenberg3; Daniel L.
Kuhr1; Sara M. Hachey2; Leslie J. Warren2; Victoria Ly2; Samsiya
Ona2; Noel Strong2; Angela T. Bianco2; Chelsea A. DeBolt2
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1Division of Maternal-Fetal Medicine, Icahn School of Medicine at
Mount Sinai, New York, NY; 2Icahn School of Medicine at Mount
Sinai, New York, NY; 3Icahn School of Medicine at Mount Sinai,
Division of Maternal-Fetal Medicine, Icahn School of Medicine at
Mount Sinai, NY

10:30 AM - 12:30 PM
Objective: Several types of antiretroviral therapy used in the
treatment of HIV, such as integrase inhibitors, have been linked
to increased risk of metabolic syndrome in adults. This study
assessed if these antiretroviral medications that cause metabolic
syndrome in adults have similar effects on fetal weight and
abdominal circumference when taken by HIV patients during
pregnancy.
Study Design: Retrospective cohort study of HIV-positive preg-
nant patients at a single academic institution in New York City
who delivered from 2014-2023. Patients were included if they had
at least one ultrasound assessing fetal growth. Demographics,
medical co-morbidities, antiretroviral medications, intrapartum
complications, and birthweight were extracted from the elec-
tronic medical record. We extracted estimated fetal weight and
abdominal circumference from the last ultrasound for each preg-
nancy. Bivariate analysis was performed to assess the difference
between neonatal birthweight and estimated fetal abdominal
circumference between those on antiretroviral therapy associated
with metabolic syndrome (integrase inhibitors) and those on
other antiretrovirals.
Results: Among 155 patients meeting inclusion criteria, 106
(68%) were taking integrase inhibitors and 49 (32%) were on
other antiretrovirals. There was no significant difference in
neonatal birthweight (p = 0.3), birthweight percentile (p =
0.4), or sonographic estimate of fetal abdominal circumference
percentile (p = 0.57, Table 1) despite increased rates of gestational
diabetes and obesity. Additionally, there were no significant
differences in obstetric outcomes associated with macrosomia,
including postpartum hemorrhage or cesarean delivery for labor
abnormalities.
Conclusion: Although specific antiretroviral medications are
associated with metabolic syndrome in adults, these regimens do
not appear to be associated with increased birthweight or abnor-
mal fetal biometric measurements, such as elevated abdominal
circumference, when taken in pregnancy. Further examination
among larger datasets is needed, as well as comparison with HIV
negative patients.

347 | Probiotics Perinatal Vertical Transmission from
Mother to Neonate

Jean-Charles Pasquier1; Amélie Têtu2; Marie-Pier Houde2;
Marie-Laure Oula3; Saly El Salti4; Sarah Bilodeau5;
Jean-François Beaulieu6
1Research Centre of Centre hospitalier de l’Université de Montréal,
Montreal, PQ; 2Research Centre of Centre hospitalier de
l’Université de Sherbrooke, Sherbrooke, PQ; 3Lallemand Health
Solutions, Montreal, PI; 4Lallemand Health Solutions, Montreal,
PQ; 5Research Center Of Centre Hospitalier De L’Université De
Montréal, Montreal, PQ; 6Université de Sherbrooke, Sherbrooke,
PQ

10:30 AM - 12:30 PM
Objective: Probiotics given to preterm babies can reduce the risk
of perinatal complications such as necrotising enterocolitis. The
primary objective was to determine if in utero vertical probiotics
transmission is possible.
Study Design: A randomized double-blinded crossover pilot
study was proposed to women aged 18-42 years, with a sin-
gle pregnancy, considered at low risk. Probiotics (powder for
dilution) containing 5 bacterial strains (FlorababyÒ) vs Placebo
were offered. At 32-33 weeks of gestation (WG), women were
randomized in: GroupA: probiotics from the 34WGuntil delivery
and placebo from delivery to 10 days post-partum (D PP) or group
B: placebo from the 34 WG until delivery then probiotics from
delivery to 10D PP. All women completed questionnaires and
a logbook to assess compliance and side effects. Samples were
collected at baseline and at 37 WG (stools, vaginal secretions),
at birth (meconium, colostrum) and at 10D PP (maternal stools,
breastmilk, neonate stools). Detection of the probiotic strains was
performed using single nucleotide variants method to confirm
engraftment.
Results: 52 women were recruited and 45 of themwere analysed.
There were no statistical differences between groups’ character-
istics at baseline. All mothers (100%) were breastfeeding from
delivery to 10D PP. Probiotic strains in mother’s stools were
detected in 91% of cases at 37 WG (group A) and 87% of cases at
10D PP (group B)). Strains were only marginally detected in the
vaginal samples. No probiotic strains were detected in meconium
or colostrum (group A). Only one strain was found in 2 samples
of breastmilk at 10D PP (group B). In the babies’ stools at 10D
PP, probiotics were detected in 17% (group A) and 61% (group B)
respectively. The B. Infantis strain HA116 was the most detected
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strain in babies’ stools. No severe adverse events were reported
during the study.
Conclusion: Vertical transmission was evidenced by the pres-
ence of probiotic strains in babies’ stools to a greater extent in the
neonatal period than in the ante-natal period. However, probiotic
strains were not detected in meconium or breastmilk.

348 | Comparing Perinatal Outcomes in Gestational and
Cystic Fibrosis Related Diabetes

Briana Clifton1; Basra Osman2; Katelyn M. Tessier3; Amir
Moheet3; Sarah A. Wernimont3
1University of Minnesota Medical School, Falcon Heights, MN;
2University of Minnesota Medical School, Fridley, MN; 3University
of Minnesota, Minneapolis, MN

10:30 AM - 12:30 PM
Objective: Gestational Diabetes (GDM) and pre-existing cystic
fibrosis-related diabetes (CFRD) impact 18-62% of pregnancies in
individuals with cystic fibrosis (CF). While GDM and CFRD can
alter maternal metabolism and contribute to hyperglycemia, it
is unknown if there are specific differences in clinical outcomes
related to GDM compared to CFRD.
Study Design: This is a retrospective cohort study from 2011-
2023 of all singleton, non-anomalous pregnancies affected by
cystic fibrosis within a multi-institution health system obstetric
outcome database. Individuals with CFRD were diagnosed prior
to pregnancy, and GDM was diagnosed by glucose tolerance
testing during the second or third trimester in those without
evidence of CFRD before pregnancy. Metabolic, pregnancy, and
neonatal outcomes between individuals with CFRD and GDM
were statistically compared using Wilcoxon rank-sum tests or
Fisher’s exact test as indicated.
Results: 31 individuals with CF were identified: 16 with CFRD,
6 with GDM, and 9 without diabetes. While no one with GDM
required insulin, those with CFRD used 15 units (range 5.9, 31.9)
of insulin daily in the third trimester, with an average increase
of 0.5 units from pre-pregnancy dosing. As expected, those with
CFRD had higher median hemoglobin A1c (HbA1c) compared to
those with GDM during preconception (6.3 vs. 5.3, p = 0.005),
3rd trimester (6.0 vs. 5.1, p = 0.033), as well as postpartum (6.2
vs. 5.7, p = 0.047). HbA1c decreased 0.4% for GDM and 0.7%
for CFRD throughout gestation. No differences in pregnancy-
induced hypertensive disorders or gestational age at birth were
observed. Additionally, there were no significant differences in
median birth weights, rates of large for gestational-age neonates,
or neonatal hypoglycemia.
Conclusion: We find that individuals with CFRD have higher
insulin needs and HbA1c than those with GDM though both
groups have similar maternal and neonatal outcomes.

349 | Impact of CFTRModulators for Cystic Fibrosis on
Perinatal Outcomes

Briana Clifton1; Basra Osman2; Katelyn M. Tessier3; Sabrina C.
Burn3; Cresta W. Jones4; Amir Moheet3; Sarah A. Wernimont3
1University of Minnesota Medical School, Falcon Heights, MN;
2University of Minnesota Medical School, Fridley, MN; 3University
of Minnesota, Minneapolis, MN; 4University of Minnesota Medical
School, Minneapolis, MN

10:30 AM - 12:30 PM
Objective: Pregnancy in individuals with cystic fibrosis (CF)
has been associated with acute deterioration of pulmonary
function, leading to higher perinatal morbidity and mortality.
Combination cystic fibrosis transmembrane conductance regula-
tor (CFTR) modulators have been shown to improve outcomes
in non-pregnant patients, but data on their use in pregnancy
are limited. Here, we examine the CFTR modulator, Trikafta
(Elexacaftor/Tezacaftor/Ivacaftor), and its impact on perinatal
outcomes.
Study Design: In a retrospective cohort study, we identified
individuals with CF and singleton, non-anomalous pregnancies
within a multi-institution health system obstetric outcomes
database between 2011-2023. We compared maternal and neona-
tal outcomes by perinatal Trikafta exposure using the Wilcoxon
rank-sum test and Fisher’s exact test as indicated.
Results: 31 individuals with CF were identified, including 10
with Trikafta exposure in pregnancy. Baseline characteristics
were similar between the two groups. There was no difference
in the development of pregnancy complications such as diabetes
or hypertensive disorders of pregnancy. Although there was no
identified difference in acute pulmonary exacerbations, there
was a trend toward improved FEV (Forced Expiratory Volume)
during the third trimester in the Trikafta-exposed group. The
Trikafta-exposed had a 5% improvement in FEV from their pre-
pregnancy baseline to the third trimester, while the non-exposed
had a 2% decline in FEV during the same time interval (p = 0.10).
Trikafta-exposed had a higher third trimester weight (75 kg vs.
64 kg, p = 0.03) and experienced increased weight gain from pre-
pregnancy to the third trimester than the non-exposed (13 kg vs.
9 kg, p = 0.06). These results suggest that Trikafta may improve
pulmonary function and nutritional status in pregnancy. There
was no significant difference in gestational age at birth, birth
weight, or NICU admission between groups.
Conclusion: The use of Trikafta in pregnancy tends to improve
respiratory function and maternal weight gain without clearly
increasing maternal or neonatal complications.

350 | Methamphetamine use andMental Health
Disorders: What are the Effects on Maternal and Neonatal
Outcomes?

Sarena Hayer; Erin Nacev; Bharti Garg; Jamie O. Lo; Aaron B.
Caughey
Oregon Health & Science University, Portland, OR

10:30 AM - 12:30 PM
Objective: The objective of this study is to examine the associa-
tion of methamphetamine use and mental health disorders with
perinatal outcomes.
Study Design: This is a retrospective cohort study using Califor-
nia linked vital statistics and hospital discharge data from 2008 to
2020.We included singleton, non-anomalous gestations delivered
between 23 and 42 weeks and excluded polysubstance use.
Methamphetamine use and mental health disorders (depression,
anxiety, bipolar disorder, schizophrenia) were identified using
ICD-9 and ICD-10 codes. Chi-square tests and multivariable
Poisson regression models were used.
Results: 4,602,896 individuals were included, 0.34% had
methamphetamine use, 2.79% had mental health disorders,
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and 0.04% had both methamphetamine use and mental health
disorders. Compared to individuals without methamphetamine
use or a mental health disorder, individuals with both
methamphetamine use and a mental health disorder had
significantly higher risk of all maternal outcomes, including
non-severe hypertensive disorders (8.4% vs 4.7%; aRR = 1.93; 95%
CI 1.67, 2.22) and cardiovascular morbidity (1.8% vs 0.3%; aRR
= 4.09; 95% CI 2.82, 5.93). The increased risk of these outcomes
however, was similar to individuals with methamphetamine use
alone. Likewise, individuals with both methamphetamine use
and a mental health disorder had a higher risk of all neonatal
outcomes, including preterm birth < 37 weeks (17.8% vs 6.1%;
aRR = 2.29; 95% CI 2.08, 2.54) and infant death (0.8% vs 0.2%;
aRR = 3.43; 95% CI 2.03, 5.81). While this risk was increased
compared to individuals with mental health disorders alone,
the risk of adverse neonatal outcomes was similar or decreased
compared to individuals with methamphetamine use alone.
Conclusion: Individuals with methamphetamine use and men-
tal health disorders have increased risk of maternal and neonatal
morbidity. The occurrence of both of these risk factors for adverse
outcomes however did not appear to be synergistic.

351 | Association of Cord Serum Insulin-like Growth
Factor-1 and Fetal Fractional Limb Volume

Satoru Ikenoue1; Junko Tamai1; Keisuke Akita1; Naotsugu
Ishikawa1; Yasuhiko Ogata1; Kaoru Kajikawa1; Yuka Fukuma1;
Yuya Tanaka1; Toshimitsu Otani2; Yoshifumi Kasuga1; Mamoru
Tanaka1
1Keio University School of Medicine, Shinjuku-ku, Tokyo; 2Keio
University School of Medicine, Nakano-ku, Tokyo

10:30 AM - 12:30 PM
Objective: Insulin-like growth factor-1 (IGF-1) is one of
the growth factors that promote protein and carbohydrate
metabolism, and consequently affects birth weight. Fetal
fractional limb volume has been proposed as a useful parameter
for predicting birth weight and quantifying fetal soft tissue
development. However, the association between umbilical cord
serum IGF-1 level and fetal fractional limb volume remains
unclear. This study aimed to investigate the association between
cord serum IGF-1 level with longitudinal change of fetal
fractional limb volume in uncomplicated pregnancies.
Study Design: A prospective study was conducted in a cohort of
91 singleton pregnancies. Fetal ultrasonography was performed
at 24, 30, and 36 weeks’ gestation. Fractional arm volume
and thigh volume were assessed as cylindrical limb volumes
based on 50% of the fetal total diaphysis length using 3D
ultrasonography. Cord serum IGF-1 level was measured using
Electrochemiluminescence immunoassay.
The association between cord blood IGF-1 level and fetal frac-
tional limb volume was determined by multiple linear regression
adjusted for potential confounding factors including maternal
age, parity, pre-pregnancy body mass index, gestational weight
gain, fetal sex, and gestational age at assessments.
Results: Cord serum IGF-1 was 52.8 ± 18.4 ng/ml (mean ± S.D.).
IGF-1 was not associated with fetal fractional limb volume at 24
and 30 weeks. IGF-1 significantly correlated with fractional arm
volume (r = 0.290, p = 0.006) and fractional thigh volume (r =
0.289, p = 0.006) at 36 weeks. After accounting for the effects
of covariates, cord serum IGF-1 explained 8.0% and 10.0% of the
variation in fractional arm volume and fractional thigh volume at
36 weeks, respectively.
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Conclusion: Cord serum IGF-1 level significantly correlatedwith
fetal fractional limb volume in late gestation. IGF-1 could be one
of the serum markers for predicting fetal growth and soft tissue
development in late gestation.

352 | Disparities in Non-Invasive Prenatal Testing (NIPT)
in the Medicaid and Private Insurance Populations

Saundra Albers1; Sarah J. Weingarten2; Brittany Roser3; Stephen
T. Chasen4
1New York Presbyterian Weil Cornell, New York City, NY; 2Weill
Cornell Medicine at New York Presbyterian, New York, NY; 3Stony
Brook University Hospital, New York, NY; 4Weill-Cornell Medical
College, New York, NY

10:30 AM - 12:30 PM
Objective: Effective screening involves not only the test’s avail-
ability but also its timing and the coordination of follow-up care.
We evaluated the use of NIPT in patients with Medicaid versus
private insurance to identify disparities in screening practices.
Study Design: This is a retrospective cohort study of those with
abnormal NIPT who underwent diagnostic testing from 2015-
2022. We recorded demographic information, NIPT abnormality,
type of invasive testing (CVS vs amniocentesis) and pregnancy
outcomes. We excluded low fetal fraction results on NIPT. We
compared gestational ages at first prenatal visit, NIPT, genetic
counseling, invasive testing and abortion between the Medicaid
and private insurance populations. Wilcoxon rank sum test was
used to compare continuous data. Fisher’s exact test andPearson’s
Chi-squared test were used for categorical comparisons.
Results: We identified 206 patients with abnormal NIPT, includ-
ing 179 with private insurance and 27 with Medicaid. Results
are in Table 1. Medicaid patients initiated prenatal care and
underwent NIPT at later gestational ages and were less likely
to have CVS than private insurance patients. Invasive testing
had similar normal result rates and distribution of abnormalities.
Abortion rates were comparable; however, Medicaid patients
underwent abortion at later gestational ages. Intervals between
NIPT, disclosure of results, invasive testing, and abortion are
in Table 2. While Medicaid patients underwent NIPT at a later
gestational age, there were no significant differences in the
intervals for post-NIPT care between the groups.
Conclusion: In patients with abnormal NIPT, those with Med-
icaid underwent screening, prenatal diagnosis, and abortion at
later gestational ages. These disparities appear to arise from
the later gestational age at first prenatal visit. The availability
of early genetic screening, which can greatly affect the timing
of prenatal diagnosis and abortion, identifies a clear benefit of

earlier prenatal care. Redoubling efforts to initiate prenatal care
earlier can alleviate disparities in pregnancies affected by genetic
conditions.

353 | Pregnancy Outcomes in the Setting of Overt
Hypothyroidism

Shakeela J. Faulkner1; Christopher Pham2; April R. Alcantara2;
Intira Sriprasert3; Zoey W. Agle4; Caroline T. Nguyen5
1University of Southern California/Los Angeles General Medical
Center, Los Angeles, CA; 2Los Angeles General Medical Center, Los
Angeles, CA; 3Department of Obstetrics & Gynecology Keck School
of Medicine, University of Southern California, Los Angeles, CA;
4Keck School of Medicine, Los Angles, CA; 5University of Southern
California, Los Angeles, CA

10:30 AM - 12:30 PM
Objective: This study aimed to evaluate whether patients with
uncontrolled overt hypothyroidism at initial presentation in preg-
nancy (thyroid stimulating hormone(TSH) >10) had differences
in pregnancy outcomes in comparison to those with controlled
hypothyroidism (TSH < 2.5µU/mL), and whether degree of
control by gestational week(GW) 28 affected results.
Study Design: This was a retrospective cohort study of patients
with hypothyroidism in pregnancy comparing patients with a
TSH less than 2.5 to patients with TSH levels greater than 10 at
the initiation of prenatal care. Patients with a TSH > 10 were
separated based onwhether controlwas obtained byGW28weeks
(TSH < 2.5), to evaluate potential effects of controlling overt
hypothyroidism during pregnancy.
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Results: There was a significant difference in rates of gestational
hypertension and preeclampsia. For patients with controlled
hypothyroidism, overt hypothyroidism that became controlled,
and overt hypothyroidism that remained uncontrolled the rates
of gestational hypertension were 2.7%, 5.56%, and 21.4%(p 0.03),
respectively. The rates of preeclampsia followed a similar pat-
tern with the rates of preeclampsia increasing as the control
of hypothyroidism worsened, 6.85%, 22.2%, and 35.7%(p 0.01).
There were no significant differences in miscarriage, preterm
delivery, NICU admission, gestational diabetes, stillbirth or
postpartum hemorrhage. When considering the past medical
history, there was a significant difference in the rates of a history
of gestational hypertension/preeclampsia across the groups; no
differences in the rates of chronic hypertension. There were no
significant differences between a history of gestational hyperten-
sion/preeclampsia and preeclampsia or gestational hypertension
in the current pregnancy.
Conclusion: We observed a dose response with the degree of
hypothyroidism control by GW 28 and rates of preeclampsia
and gestational hypertension, suggesting that controlling overt
hypothyroidismmay reduce risk of complication of preeclampsia
and gestational hypertension, but risks remain elevated compared
to those who are euthyroid initially.

354 | Implementation and Outcomes of an Intrauterine,
Vacuum-Induced Hemorrhage-Control Device at a
Community Hospital

Shane P. Farrell1; Sierra Camburn2; Rachel O’Connell3
1St. Luke’s University Health Network, Easton, PA; 2St. Luke’s
University Health Network/Lewis Katz School of Medicine at
Temple University, Bethlehem, PA; 3St. Luke’s University Health
Network, Bethlehem, PA

10:30 AM - 12:30 PM
Objective: Our study examined the real-world implementation
and outcomes of an intrauterine vacuum-induced postpartum

hemorrhage (PPH) control device (Jada) versus a balloon tam-
ponade device (Bakri) in a community hospital setting. We aimed
to determine the frequency of Jada use over Bakri and its impact
on quantitative blood loss, need for blood transfusion, and further
surgical intervention.
Study Design: This single-institution, retrospective, observa-
tional study analyzed PPH cases from January 2019 to July
2023. We identified cases using the electronic medical record
with keywords “Jada” and “Bakri” to track mechanical device
use. Primary outcomes included device failure, estimated or
quantitative blood loss (EBL, QBL), need for blood transfusion,
and further surgical intervention. Device failure was defined as
a device that was placed but expelled or needed removal due
to malfunction or inefficacy. Additional data included subject
characteristics, number of uterotonics used, and type of surgical
intervention.
Results: Over 4.5 years, 741 PPH cases were identified, with
88 managed using mechanical devices: 29 (32.9%) with Bakri
and 57 (64.7%) with Jada. Within 18 months of the Jada device
introduction, it was more frequently chosen over Bakri (p =
0.0001). Subject characteristics between the Jada and Bakri
groups were not significantly different. Bakri device was more
likely to fail than Jada when adjusting for gestational age,
BMI, and ethnicity (RR 4.11, 95% CI 1.53-11.02). The Jada group
experienced lower blood loss, fewer blood transfusions, and fewer
surgical interventions and uterotonics (Table 2).
Conclusion: Our study showed that within 18 months of
introducing the intrauterine vacuum device, it was preferred
over balloon tamponade for PPH management, resulting in
fewer device failures and better outcomes in terms of blood
loss, uterotonic use, blood transfusions, and further surgical
intervention.
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355 | Impact of Continuous Glucose Monitoring and
Insulin Pump use on Type 1 Diabetes in Pregnancy

Shannon McCloskey1; Joseph R. Biggio, Jr2; James D. Toppin2;
Talia Suner3; Kali M. Juracek4; Sarah Sternlieb1; Frank B.
Williams1
1Ochsner Clinic Foundation, New Orleans, LA; 2Ochsner Health,
New Orleans, LA; 3Ochsner Clinic, New Orleans, LA; 4Ochsner
Clinical School, New Orleans, LA

10:30 AM - 12:30 PM
Objective: Type 1 diabetes (T1DM) is strongly associated
with adverse pregnancy outcomes. Technological advancements,
including insulin pumps and continuous glucose monitors
(CGM), may improve glycemic control in pregnancy but have not
been consistently associated with improved clinical outcomes.
We hypothesize that patients utilizing both an insulin pump and
CGM will have improved outcomes.
Study Design: This was a retrospective cohort study of patients
with T1DM receiving pregnancy care in a large health system
from 2016 to 2023. Patients were compared by utilization of
insulin pumps versus multi daily insulin injections (MDI).
Patients were excluded if missing delivery information, care
was established after 20 weeks, or if unable to determine CGM
status in pregnancy. Primary outcome was on-target glycemic
control, defined as a second trimester Hb A1c < 6.5%. Secondary
outcomes included additional glycemic and clinical outcomes.
A sub-analysis limited to pump patients compared CGM versus
traditional blood glucose monitoring (TBGM). Adjusted odds
ratios were calculated using multivariable logistic regression to
adjust for potential confounding variables.
Results: Among 288 patients with T1DM, there were 155 deliver-
ies in the insulin pump group and 133 in the MDI group. Patients
using insulin pumps were more likely to be of non-Black race,
nulliparous, utilize CGM, and have commercial insurance (Table

1). On-target glycemic control was unchanged in the pump group
when compared to MDI (36.1% vs 21.1%, aOR 0.97, 95% CI 0.47-
1.98). There was no difference in clinical outcomes. In contrast,
when examining the pump group by CGM status, glycemic
control was improved in those utilizing CGM as compared to
TBGM (43.8% vs 16.3%, aOR 3.38, 95%CI 1.24-9.23). Therewas also
improvement in DKA admission and rates of antenatal stillbirth
(Table 2). Other non-glycemic outcomes remained unchanged.
Conclusion: When used in conjunction with insulin pump
therapy, CGM use in T1DM is predictive of glycemic control in
pregnancy and associated with improvement in certain clinical
outcomes.

356 | The Relationship between the Plasminogen Activator
Inhibitor-1 (PAI-1) Polymorphism and Adverse Obstetrical
Outcomes

Sharon Galperin1; Sarah Baker2; Abdulla Al-Khan3; Jesus
Alvarez-Perez1
1Hackensack University Medical Center, Hackensack, NJ;
2Hackensack Meridian School of Medicine, Hackensack University
Medical Center, NJ; 3Hackensack Meridian School of Medicine,
Hackensack Meridian Health, NJ

10:30 AM - 12:30 PM
Objective: The purpose of this study is to investigate the charac-
teristic differences in PAI-1 polymorphism status in a population
of patients with RPL and/or adverse obstetrical outcomes.
Study Design: An IRB-approved retrospective chart review of
patients who sought care at the Hackensack University Medical
Center MFM Division and underwent testing for the PAI-1
polymorphism between January 1, 2019 and January 1, 2024
was performed. Included patients were those that had a history
of 2 or more pregnancy losses, and/or adverse obstetrical out-
comes, such as fetal growth restriction, intrauterine fetal demise,
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postpartum hemorrhage, placental abruption, preterm labor /
PPROM associated with the thrombin pathway, or preeclampsia
with severe features. Patient characteristics and pregnancy out-
comes were recorded in REDCap. Chi-square goodness-of-fit test
was performed.
Results: 132 patients who met inclusion criteria were identified.
18 patients (13.6%) had the PAI-1 4G/4G polymorphism present,
69 patients (52.3%) had the 4G/5G polymorphism present, and
45 patients (34.1%) had the 5G/5G polymorphism present. There
was no significant difference between the observed and expected
distribution of PAI-1 polymorphisms in patients with recurrent
pregnancy loss, nor was there a significant difference in patients
who had second trimester pregnancy losses. In patients with
placental abruption, therewas a statistically significant difference
in the observed distribution of PAI-1 polymorphisms compared
to expected (X2 (2, N = 13) = 6.286, p < 0.0432), with the PAI-1
5G/5G polymorphism occurring in 61.5% of patients with pla-
cental abruption. However, there was no statistically significant
difference in PAI-1 polymorphism status in patients with any of
the other studied adverse obstetrical outcomes.
Conclusion: In patients with placental abruption, there was
a higher distribution of patients with the PAI-1 5G/5G poly-
morphism than expected. However no significant difference in
distribution was noted in patients with recurrent pregnancy loss
or other studied adverse obstetrical outcomes.

357 | Self-Assessment of Complexity and Risk for Pregnant
Adults with Congenital Heart Disease

Sherrill “Charlie” J. Rose1; Brianna E. Balansay1; Catherine M.
Albright1; Yonatan Buber2; Jill M. Steiner1
1University of Washington, Seattle, WA; 2University of Washington
Medical Center, Redmond, WA

10:30 AM - 12:30 PM
Objective: Elucidate the degree to which patient risk self-
assessment correlates with anatomic and physiologic class and
CARPREG-II score in the setting of pregnancy and adult congen-
ital heart disease (ACHD).
Study Design: Patients with ACHD with new Cardio-Obstetric
consultation were invited to complete a pre-visit self-assessment.
The survey queried ACHD complexity, physical activity limi-
tations, rating of overall health, and prior counseling. Patients
selected factors that increase pregnancy risk for people with
ACHD and identified their level of risk for outcomes like heart
failure, arrhythmia, stroke, cardiac arrest, or death. Basic demo-
graphic information was collected. Correlation of self-assessed
risk was compared to ACHD anatomic and physiologic class and
CARPREG-II scores.
Results: 41 patients were reviewed. Only 26% had entirely con-
cordant self-assessment of ACHD complexity, functional status,
and ACHD-related pregnancy risk. 31% felt their ACHD was less
complex than their anatomic class, 14% more complex. Patient
self-assessment of functional status correlated with ACHD phys-
iologic class in only 56%. 84% of patients with a low/medium
risk of complications based on CARPREG-II correctly identified
this level. Of the 3 patients with a CARPREG-II score >4, only
one correctly identified that they were at high risk for cardiac
complications.

Conclusion: Only 1 in 4 pregnant patients’ pre-visit self-
assessment of ACHD complexity, functional status, and risk
for complications matched physician assessment. When
patients misestimated anatomic class, they tended to think
disease was less complex. Physiologic class, which is partially
based on imaging findings, was a poor predictor of self-assessed
functional status. We anticipate NYHA class would more closely
match patient self-assessment. Of the highest risk patients
in our cohort, 2/3 were unaware they were at high risk for
complication, highlighting the critical nature of preconception
counseling for patients with ACHD. Further analysis
will identify factors associated with inaccurate patient risk
assessment and examine pregnancy outcomes.

358 | Examining Maternal Medication Administration
Prior to Urine Drug Screening

Siera Lunn; Adwoa A. Baffoe-Bonnie; Janea Cato; Lena Fried;
Leyi Sun; Tracy Truong; Sarahn M. Wheeler; Jennifer J. M. Cate
Duke University School of Medicine, Durham, NC

10:30 AM - 12:30 PM
Objective: Urine drug screening (UDS) is prevalent on many
labor and delivery (L&D) units. However, several common
medications can cause a false positive UDS. We assessed how
often pregnant patients received medications associated with
false positive results and whether patient characteristics were
associated with receipt of these medications.
Study Design: Retrospective cohort study of patients presenting
to L&D at a single academic center between June 10, 2021, and
May 31, 2022, who had UDS following implementation of a
maternal substance use screening protocol. Primary outcomes
included the proportion of patients who received medications
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associated with false positives prior to UDS and the proportion
of patients with a positive UDS after receipt of these medications
(Table 1). Additionally, we examined whether patient age, race,
ethnicity, or insurance status differed between thosewho received
these medications and those who did not. Kruskal Wallis and Chi
square tests were used to compare categorical variables.
Results: 140 patients underwent UDS. Of those, 30 (21.4%)
receivedmedications associatedwith false positives, and 12 (8.6%)
subsequently tested positive (Table 2). Among these 12 patients,
the most commonly detected substance was THC (n = 7, 58.3%).
The majority of patients tested negative and did not receive
any associated medications beforehand. We found no significant
differences in age, race, ethnicity, or insurance status, or primary
language between those who received these medications and
those who did not.
Conclusion: Few patients were administered medications asso-
ciated with false positives prior to UDS. Given the screening
nature and potential for false positives in UDS, iatrogenic false
positive results should be considered in instances of confounding
administration. Patient characteristics were not associated with
receiving medications that can cause false positives. Future
research should explore the frequency of confirmatory testing
in pregnant patients, the steps taken after a potentially con-
founded positive result, and whether these vary based on patient
demographics.

359 | Expanding Obstetric Carrier Screening: Patient
Knowledge of Genes Tested and Interest in Adding
Cancer-Associated Genes

Sonali Iyer1; Alex Raghunandan1; Christina Pardo1; Jessica
Scholl1; Robin B. Kalish2; Melissa Frey1
1Weill Cornell Medical College, New York, NY; 2New York
Presbyterian- Weill Cornell, New York, NY

10:30 AM - 12:30 PM
Objective: The American College of Obstetricians and Gynecol-
ogists recommends that all pregnant women receive information
regarding expanded carrier screening (ECS), with up to 40% of
patients completing ECS. ECS can include hundreds of genes but
has, traditionally, excluded genes implicated in hereditary cancer.
Our objective is to assess patient knowledge of ECS and interest
in concurrent cancer multigene panel testing (CMPT).
Study Design: In a mixed-methods, quality improvement study,
patients were called 2-6 following ECS results. Patients were
queried about their understanding of ECS and interest in
CMPT. Descriptive statistics were used for quantitative data and
grounded theory to perform thematic analysis for qualitative data.
Results: 155 patients were called and 73 reached, among who
67 (43%) agreed to complete the survey (Table 1, demographics).
When asked if a provider had explained ECS during a prenatal
visit, 63 (94%) said yes, 2 (3%) no, and 2 (3%) unsure. When asked
if patients know what ECS evaluates, 34 (50%) said yes, 23 (34%)
no, and 10 (15%) unsure. When asked if they believed testing for
cancer-related genes was included in ECS, 13 (19%) said yes, 31
(46%) said no, and 23 (34%) were unsure. When asked if they
would have opted for testing for cancer-associated geneswithECS
if offered, 50 (75%) said yes, 13 (19%) no, and 4 (6%) were unsure.
48 participants provided additional comments, with the themes of
increased knowledge, increased anxiety, and cost concerns being
the most common (Table 2).
Conclusion: More than half of patients were unsure or believed
that cancer-related genes were included on ECS panels, sug-
gesting a potentially dangerous misunderstanding of the scope
of this test and meaning of “negative” results. Furthermore,
75% of patients stated that if offered, they would accept CMPT
at time of ECS. As the majority of individuals with hereditary
cancer syndromes remain unidentified, pregnancy and ECS may
offer a unique window of opportunity for women to engage
in discussions around genetic testing and complete potentially
lifesaving CMPT.
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360 | Cerebroplacental Doppler Ratio for the Prediction of
Adverse Perinatal Outcomes in Late-Onset Fetal Growth
Restriction

Sonia Sajja1; Onur Turkoglu2; Torey Asao1; Perry Friedman3; Ray
Bahado-Singh4
1Corewell Health William Beaumont University Hospital, Royal
Oak, MI; 2Baylor College of Medicine, Houston, TX; 3Memorial
Healthcare System, Memorial Healthcare System, FL; 4Corewell
Health William Beaumont University Hospital, Oakland
University William Beaumont School of Medicine, Royal Oak, MI

10:30 AM - 12:30 PM
Objective: Late-onset fetal growth restriction (LO-FGR), defined
as onset 3 32 weeks gestation, is the more common subgroup of
FGR. The umbilical artery Doppler is usually unaffected. There
are no subgroup-specific guidelines for monitoring pregnancies
affected by LO-FGR. We compared the utility of the cerebro-
placental Doppler ratio (CPR) to the Biophysical Profile (BPP),
a widely endorsed FGR monitoring tool, for the prediction of
adverse perinatal outcomes (APO).
Study Design: This is a retrospective cohort study of LO-FGR,
defined as estimated fetal weight < 10th%, from 2013-2018. Using
logistic regression analysis, we determined whether low CPR <

5th% and BPP score £ 6 significantly independently predicted
the composite APO defined as one or more complications: cord
pH < 7.20, 5-minute Apgar score of < 5, operative or cesarean
delivery secondary to non-reassuring fetal heart tracing, assisted
respiration at birth, NICU admission, and/ or perinatal death.
Secondarily, we also evaluated prediction of severe neonatal
morbidity (SNM) defined in Table 1 (legend).
Results: There were 233 cases of LO-FGR of which 76 (34%)
had a low CPR percentile and 28 (13%) had a low BPP score.
There were 22 (9.9%) cases with SNM of which 5 (2.1%) had a
low CPR percentile and 4 (1.8%) had a low BPP score. A low
CPR was associated with a significantly higher rate of individual
and composite APO than cases with normal CPR percentile (p <

0.001) [Table 1]. Both a low CPR percentile and a low BPP score
significantly predicted APO overall. CPR appeared to be a better
predictor of the APO, controlling for gestational age at testing

[Table 2]. Only BPP significantly predicted SNM: CPR (OR= 4.64,
p = 0.13) and BPP (OR = 4.11, p = 0.038).
Conclusion: A low CPR percentile was a significant indepen-
dent predictor of perinatal complications in LO-FGR, including
abnormal fetal heart rate tracing, smaller birthweight percentile,
andNICU admission. CPR appeared superior to BPP overall. CPR
should be considered as a fetal surveillance tool in LO-FGR.

361 | Dual Positivity for Down Syndrome and Neural Tube
Defects: Indicator of Adverse Pregnancy Outcomes

Sooji Ham; Youri Lee; Ji-Hee Sung; Sukjoo Choi; Cheongrae
Roh; Sooyoung Oh
Samsung Medical Center, Sungkyunkwan University of Medicine.,
Seoul, Seoul-t’ukpyolsi

10:30 AM - 12:30 PM
Objective: ‘Dual positivity’ refers to screen-positive for both
Down syndrome (DS) and neural tube defect (NTD) in second-
trimester screening tests (Fetal Diagn Ther 1998;13:106–110).
Given that alpha-fetoprotein (AFP) level is usually low in DS, the
concurrence of high risk for both DS and NTD does not match
each other. Herein, we aim to check the clinical significance
of dual positivity associated with adverse pregnancy outcomes,
including preeclampsia and fetal growth restriction (FGR).
Study Design: This retrospective study included 445 pregnant
women whose serum marker tests indicated a high risk for DS
(N = 315), NTD (N = 81), or both (N = 49), who delivered at our
institution between January 2014 and March 2024. Additionally,
one hundred consecutive women with low-risk results for both
DS and NTD during the study period were selected as a control
group. We compared the rate of preeclampsia and FGR among
four groups: control, high risk for DS, high risk for NTD, and dual
positivity. We also examined the gestational age of delivery and
neonatal birth weight. Statistical analyszes were performed using
linear-by-linear analysis and ANOVA.
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Results: Among the dual positivity group, no fetuswas diagnosed
as DS by amniocentesis nor NTD by level II ultrasonography.
The rate of preeclampsia was highest in dual positivity (57.1%),
followed by high risk for NTD (18.5%), high risk for DS (14.9%),
and control (4%). Similarly, the rate of FGR was highest in dual
positivity (79.6%), followed by high risk for NTD (40.7%), high
risk for DS (17.1%), and control (6%). The median gestational
age at delivery and neonatal birth weight of dual positivity
group were 29+5 (interquartile range, 25+6-35+5) weeks and
0.94 (interquartile range, 0.45-1.96) kg, respectively, which was
significantly lower compared with other three groups (Figure 1).
Conclusion: Our data indicate that dual positivity is strongly
associated with preeclampsia or FGR. This suggests that women
with dual positivity require enhanced prenatal care, including
regular monitoring of maternal blood pressure and fetal growth
assessments.

362 | Variable Expression of sFlt-1 Splice Variants in
Distinct Placental Cells in Normal and Preeclamptic
Pregnancies

Sri Padma Ravali Kanigalpula1; Gracy Rosario2; Hruda Malik2;
Sabita Dhal2; Shilpa Babbar3; Thajasvarie Naicker4; Nihar
Nayak2
1University of Missouri Kansas City School of Medicine, Overland
Park, KS; 2University of Missouri Kansas City School of Medicine,
Kansas City, MO; 3University of Missouri Kansas City, Kansas
City, MO; 4University of KwaZulu-Natal, Durban, KwaZulu-Natal

10:30 AM - 12:30 PM
Objective:
Elevated levels of soluble fms-like tyrosine kinase-1 (sFlt-1) have
been associated with placental disorders, such as preeclampsia.
However, the precise expression patterns and regulation of the
main placental sFlt1 splice variants, e15a and i13, within the
intricate placental tissue remain poorly understood. The aim
of our study is to investigate how these splice variants are
differentially expressed and regulated across pregnancy and in
preeclampsia, providing insights into their roles in placental
pathology.
Study Design: We used 16 placental samples for this study.
First-trimester samples were obtained from women undergo-
ing pregnancy terminations, while samples from individuals
with preeclampsia and gestational age-matched controls were
collected at the time of delivery. Cellular localization of sFlt-
1 e15a and sFlt-1 i13 transcripts was analyzed by RNA in situ
hybridization using a custom-designed BaseScope probe for e15a
and a 35S-labeled probe for i13.
Results: In the first-trimester placentas, e15a and i13 mRNAs
were highly expressed in the intermediate trophoblasts and
invading cytotrophoblast columns. In term placentas (controls),

the signal was primarily detected in the extravillous trophoblasts
located in the basal plate/decidua. In preeclamptic placentas, the
expression of both e15a and i13 was markedly elevated in the
extravillous trophoblasts and also observed in some villi near the
basal plate. Notably, the signals for both e15a and i13 were highly
focal within the villi but more widespread in the extravillous
trophoblasts. Furthermore, the e15a signal was stronger in the
villi, while the i13 signal was more intense in the extravillous
trophoblasts.
Conclusion: Our findings reveal that sFlt-1 e15a and i13 expres-
sion in the placenta is highly localized and confined to specific
cell types, challenging the previous notion of their widespread
and uniformdistribution. This localized expression highlights the
importance of understanding the cell-specific regulatory mecha-
nisms of sFlt-1 in unraveling the pathophysiology of pregnancy
complications.

363 | Hospital Birth Volume and Rural/Urban Location:
Associations with Perinatal Outcomes Among Individuals
with Chronic Hypertension

Stephanie A. Leonard1; Elliott K. Main2; Brielle L.
Formanowski3; Scott Lorch3; Ciaran S. Phibbs2; Sara Handley4;
Molly Passarella3; Brian T. Bateman2; Katy Backes Kozhimannil5
1Stanford University, Palo Alto, CA; 2Stanford University,
Stanford, CA; 3Children’s Hospital of Philadelphia, Philadelphia,
PA; 4Children’s Hospital of Pennsylvania, Philadelphia, PA;
5University of Minnesota, Minneapolis, MN

10:30 AM - 12:30 PM
Objective: Chronic hypertension (cHTN) in pregnancy is
increasing, but little is known about perinatal outcomes at birth
hospitals with different characteristics. We evaluated the associa-
tion between hospital birth volume and rural/urban locationwith
risk of adverse perinatal outcomes among individualswith cHTN.
Study Design: We conducted a population-based study using
linked vital statistics and birth hospitalization discharge data
fromMichigan, Oregon, Pennsylvania, and South Carolina (2008-
2020).We classified hospitals based on federal rural-urban county
classifications and annual birth volume. The primary outcome
was a composite of obstetric and fetal/neonatal outcomes, with
components as secondary outcomes (Table 1). We used multi-
variable modified Poisson regression models with hospital fixed
effects and robust standard errors to estimate the relative risk
(RR) of the outcomes for each hospital group compared with
high-volume urban hospitals.
Results: Among 102,787 births to individuals with cHTN, the
crude incidence of the primary outcome was highest in high-
volume urban hospitals (47.2%) and lowest in low-volume rural
hospitals (32.0%Table 2). Additionally, a higher proportion of
individuals giving birth at high-volume urban hospitals had a
high (≥10) obstetric comorbidity score (44% vs 24-26% at rural
and low-volume urban hospitals). After robust adjustment in
regression models, however, no differences between hospital
groups were evident. Among primary outcome components, only
risk of superimposed preeclampsia/eclampsia was higher in low-
volume urban (RR: 1.14; 95% CI: 1.02-1.28) and medium-volume
rural (RR: 1.33; 95% CI: 1.08-1.62) hospitals, with imprecise results
in low-volume rural hospitals.
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Conclusion: Lower rates of adverse outcomes among individuals
with cHTN giving birth at lower volume and rural hospitals were
observed and our results suggest these differences were largely
explained by hospital case mix. Higher risk-adjusted rates of
superimposed preeclampsia/eclampsia at medium-volume rural
and low-volume urban hospitals suggest potential opportunities
for prevention.

364 | ForwardWeight Prediction Among Sga, Aga, and Lga
Neonates

Stephanie Masters1; Chloe Lessard1; Nneoma Edokobi1; Monica
Ahrens2; Ryan Bradley1; Benny Antony3; Megan Whitham4

1Virginia Tech Carilion, Roanoke, VA; 2Virginia Tech Carilion
School of Medicine, Roanoke, VA; 3Virginia Tech, Roanoke, VA;
4Carilion Clinic, Waynesboro, VA

10:30 AM - 12:30 PM
Objective: The Gestation-Adjusted Projection (GAP) forward
projection model extrapolates birth weight at delivery from
third-trimester growth ultrasounds. This method relies on the
observation that the ratio of the weight of the normal fetus to
the population median remains constant in the third trimester.
This study aims to evaluateweight prediction accuracy usingGAP
forward projection from 3rd trimester growth assessments from
neonates ultimately with LGA, SGA, and AGA birthweights at
delivery and examine the effect of elevatedmaternal body habitus
on accuracy of these estimates.
Study Design: We conducted a retrospective analysis of preg-
nancy records from2016 to 2023 of patients cared for anddelivered
in our hospital system.We included singleton, liveborn, and non-
anomalous pregnancies delivered after 28 weeks GA. Exclusions
were multiple gestation, major fetal anomalies, stillbirth, and
absence of third trimester growth assessments or mid-gestational
anatomic surveys. We identified 1559 records that resulted in
review of 554 records with final growth ultrasounds. Accuracy
of GAP prediction was defined as an estimation of birth weight
within 10% of actual birth weight. Percent error and absolute
value of percent error of estimation were also examined.
Results: We observed an overall median absolute value of
accuracy of 8.56 (IQR 3.9, 15.19). Across all pregnancies, 57.2% of
fetal weight estimates were accurate. Respective groups showed
a 51.4% accuracy in women with appropriate BMI (n = 185),
61.4% accuracy in the overweight category (n = 145), and 58% in
the obese category (n = 224). Rates of accuracy, overestimation,
and underestimation were significantly different between weight
classifications (p = 0.031).
Conclusion: The GAP forward projection method can be used
as an alternative method to estimating fetal weight rather than
extrapolation by adding stagnant estimates of grams per day or by
using Leopold’s maneuvers which can be challenging on patients
of higher maternal BMI.

365 | Burden of Placental Pathology is Associated with
Severity of Clinical Outcomes

Stephanie Schreiber1; Sunitha Suresh1; Ann EB Borders2; Alexa
A. Freedman3; Linda M. Ernst1; Greg E. Miller3
1Endeavor Health, Evanston, IL; 2Endeavor Health, Evanston
Hospital, Evanston, IL; 3Northwestern University, Chicago, IL

10:30 AM - 12:30 PM
Objective: Hypertensive disorders of pregnancy (HDP) and
Small for Gestational Age (SGA) neonates have both been previ-
ously associated with placental pathology. Here we evaluate the
association of placental disease burden with severity of clinical
disease - either HDP or SGA alone compared to the combination
of both HDP and SGA.
Study Design: Placentas were prospectively collected and exam-
ined by a perinatal pathologist in the Stress, Pregnancy, and
Health study. We compared placentas from patients with neither
HDP nor SGA, HDP or SGA, and both HDP+SGA by four cate-
gories of placental pathology: acute inflammation (AI), chronic

167 of 181



inflammation (CI), maternal vascular malperfusion (MVM), and
fetal vascular malperfusion (FVM). Univariate analysis was
performed using chi2 tests, ANOVA, and Kruskal-Wallis as
appropriate. Multivariate analysis was conducted with logistic
regression adjusted for BMI, mode of conception, diabetes, and
socioeconomic status. We additionally examined the number of
MVM related lesions.
Results: Of 571 placentas, 421 (74%) served as the control with
neither HDP nor SGA, 138 (24%) had either HDP or SGA, and
12 (2%) had both HDP+SGA. Prevalence of MVM was higher
with increasing clinical disease (22.1% control, 45.7% HDP or
SGA, 75% HDP+SGA, p< .001). After adjustment, odds of MVM
increased more than 3-fold from just HDP or SGA (aOR 3.34
[95%CI 2.08,5.34]) to both HDP+SGA (aOR12.3 [95%CI 3.17,47.5])
compared to the control group. There was no significant differ-
ence in prevalence of AI (p = 0.09), FVM (p = 0.78), and CI (p
= 0.6) between the three groups. In examining placental disease
burden, increasing MVM was seen with increasing amount of
clinical disease (median [IQR] MVM score 0[0,1] for control,
1[0,3]for HDP or SGA, 3.5[1.5,5] for HDP+SGA, p = .0001).
Conclusion: A combination of both HDP and SGA, compared
to either alone, is associated with greater prevalence of placental
MVM lesions as well as higher MVM score. Future research
should focus on further understanding this relationship and
potential opportunities for intervention for patients with HDP
and suspected SGA.

366 | Neonatal Inflammatory Profiles Associated with
Perinatally Acquired HCV Infection

Stephanie A. Fisher; On behalf of the Eunice Kennedy Shriver
National Institute of Child Health and Human Development
(NICHD) Maternal-Fetal Medicine Units (MFMU) Network
Northwestern University Feinberg School of Medicine, Chicago, IL

10:30 AM - 12:30 PM
Objective:
To identify plasma inflammatory cytokine and chemokine pro-
files associated with hepatitis C virus (HCV) infection among
infants with perinatal HCV exposure.
Study Design: Nested case-control study of infants born to
pregnant people with HCV viremia enrolled in a prospective,
multisite, observational cohort study of perinatal HCV transmis-
sion (2012-21). Cases were infants with perinatally acquired HCV
infection (positive HCV RNA PCR at 2 months of life). Negative
controls were matched on center, term vs. preterm birth, and
peak maternal viral load (HCV RNA >106 IU/ml vs. HCV RNA
≤106 IU/ml) during pregnancy. We assessed pro-inflammatory
cytokine and chemokine (TNF-α, IL-1RA, IL-18, FGF-basic, PD-
L1, CXCL10/IP-10) concentrations in infant plasma drawn at 2

months of life. Quantile regression was used to compare the
distribution of cytokine and chemokine concentrations between
cases and controls; box plots depicting their log-transformed
concentrations were generated.
Results: Perinatal transmission occurred in 26 infants (8%) born
to 314 individuals. Of infants without exposure to HIV (N = 24),
11 had had 2-month samples available for analysis. In 11 cases
and 11 controls, the mean gestational age at birth was 38 ± 2
weeks (3 cases and 2 controls were born preterm). Median PD-
L1 concentration was higher in cases than controls (79 vs. 58
pg/ml; difference in medians, 95 % CI 22 pg/ml, 3 - 41; p = 0.03).
Median CXCL10/IP-10 concentration was higher in cases than
controls, but not statistically significantly (100 vs 57, p> 0.05). The
distributions of other detectable cytokine concentrations were
similar between groups (Table, Figure).
Conclusion: Compared to HCV-exposed uninfected infants at 2
months of life, infants with perinatal HCV infection demonstrate
upregulation of PD-L1, a signature of functional CD8 T-cell
exhaustion. Understanding the role of the PD-1/PD-L pathway
and regulation of cytotoxic T-cell responses requires further
investigation in infants exposed to HCV viremia in utero.
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367 | Area-Based Socioeconomic Deprivation Indices to
Predict Glycemic Control in Pregnant Patients with Type 1
Diabetes

Talia Suner1; Kali M. Juracek2; James D. Toppin3; Joseph R.
Biggio, Jr3; Shannon McCloskey4; Frank B. Williams4
1Ochsner Clinic, New Orleans, LA; 2Ochsner Clinical School, New
Orleans, LA; 3Ochsner Health, New Orleans, LA; 4Ochsner Clinic
Foundation, New Orleans, LA

10:30 AM - 12:30 PM
Objective: Area Deprivation Index (ADI) and Social Vulner-
ability Index (SVI), indicators of socioeconomic disadvantage,
have been associated with adverse outcomes. The inclusion of
demographic and economic variables differs between the two
indices, potentially affecting the strength of the association with
some conditions. We sought to determine if Area Deprivation
Index (ADI) or Social Vulnerability Index (SVI) better predicts
glycemic control in pregnant patients with type one diabetes
mellitus (T1DM).
Study Design: We performed a retrospective cohort study of
pregnant patients with singleton gestations and T1DM receiving
care at a large regional health system from January 2016 to Jan-
uary 2023. Patients establishing care after 20weeks and thosewith
missing delivery information were excluded. Primary outcome
was optimal baseline glycemic control, defined as HbA1c < 6.5%.
Area under the curve (AUC)was calculated to examine the ability
of each index to predict optimal glycemic control. Secondary
outcomes included midtrimester HbA1c < 6.0%, delivery < 34
weeks and non-transfusion severe maternal morbidity (SMM).
Outcomes were compared via regression analyses controlling for
individual level deprivation as indicated by public insurance.

Results: Among 288 patients, 144 (50%) had public insurance,
with those patients more likely to be younger (median age 26 vs
31, p < 0.001) and Black (52% vs 17%, p < 0.001, Table). Public
insurance was associated with lower odds of optimal HbA1c
(5.6% vs 29.2%, p < 0.001). Controlling for payor status, ADI was
associated with baseline glycemic control (p = 0.006) while SVI
was not (p = 0.36). The AUC for prediction of optimal baseline
HbA1c was similar for ADI and SVI when paired with payor
status (Figure). ADI, but not SVI, was predictive of midtrimester
glycemic control (ADI p = 0.013, SVI p = 0.098). Neither ADI
nor SVI was associated with SMM or delivery < 34 weeks after
controlling for payor.
Conclusion: Neighborhood deprivation defined by ADI, but not
SVI, was associated with glycemic control after controlling for
individual-level income status in pregnant patients with T1DM.

368 | The Intersectionality of Social Determinants on
Preterm Birth Risk

Taylor Drazan1; Angela Campbell1; Elissa Faro2; Namrata
Singh3; Kelli K. Ryckman1
1Indiana University - Bloomington, Indianapolis, IN; 2University
of Iowa, Iowa City, IA; 3University of Washington, Seattle, WA
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10:30 AM - 12:30 PM
Objective: There is a significant gap in the understanding of
what causes women with rheumatic disorders to be at increased
risk for preterm birth (PTB). This study aimed to identify social
determinants that influence the relationship between immune-
mediated inflammatory arthritis (IMIA), including rheumatoid
arthritis, psoriatic arthritis, and axial spondyloarthritis, and PTB
in a large multi-racial/ethnic cohort of women. In line with
the intersectionality framework, we quantified the relationship
between IMIA and PTB and how it is impacted by race, insurance
type, and mother’s age.
Study Design: We utilized data from electronic medical records
from Indiana University Health curated by the Regenstrief Insti-
tute, Inc. on births from 2018 to 2022 to create a retrospective
cohort of 72,264 unique deliveries. A stratified logistic regression
analysis was conducted to assess the associations between mater-
nal age, race, and insurance type with preterm birth, separately
for women with and without IMIA. Interaction terms were
included to explore the multiplicative effects of these variables.
Results: Among women with IMIA (n = 294), Non-Hispanic
(NH) Black women were at significantly increased risk of PTB
(OR = 1.50, p = 0.006), and advanced maternal age (35-49yrs)
was also associated with higher risk (OR = 0.94, p = 0.031).
However, the interaction between age and NH Black women,
though suggestive, did not reach statistical significance. For non-
IMIA women (n = 71,970), similar patterns were observed with
significant associations for maternal age (OR = 0.23, p < 0.001)
and NH Black women (OR = 0.19, p < 0.001). Importantly, the
interaction between age and NH Black women was statistically
significant (OR = 0.32, p < 0.001), indicating that the combined
effect of these factors may amplify PTB risk.
Conclusion: These findings suggest intersectional factors, par-
ticularly race and maternal age, interact complexly to influence
PTB irrespective of IMIA. Future exploration of intersectional
identities and their impact on perinatal health is warranted.

369 | Assessing Racial Disparities in the Initiation of
Prenatal Care inWomen after Emergency Department
Visits

Temiloluwa O. Oladeji1; Cydni Akesson2; Sokhna Seck2; Stacie
Jhaveri2
1Cleveland Clinic Lerner College of Medicine, Cleveland Heights,
OH; 2Cleveland Clinic, Cleveland, OH

10:30 AM - 12:30 PM
Objective: Colloquially, we have seen emergency departments
(ED) become the first line of prenatal care for persons early
in their pregnancy. Still, there is insufficient data on how this
prenatal care is performed, who utilizes the ED prior to initiation
of prenatal care, andhowquickly and often this leads to long-term
follow-up by an obstetrician for initiation of prenatal care. This
study aimed to assess the demographics of womenwho presented
with pregnancy for the first time in the emergency department
before initiating prenatal care to identify demographics and risk
factors associated with this presentation.
Study Design: A retrospective cohort analysis was conducted
on women who presented at Fairview Hospital Emergency
Department (ED) with a positive hCG test between January 2,

2019, and December 31, 2019, without prior established obstetric
care in their current pregnancy.
Results: The analysis included 347 patients who presented to the
ED before establishing obstetric care in their pregnancy, with 87%
of patients seeking care for obstetric-related complaints during
their ED visit. Our study found notable differences between
non-Hispanic white (140 patients) and minority patients (Black,
Hispanic, and Multiracial ∼ 197 patients) populations, with
minority patients being more likely to be on public insurance
or uninsured (p = 0.0148) and to establish care after 12 weeks
gestational age (23.5% vs 11.6%, p= 0.0141).Minority patientswere
less likely to have an established OB/GYN (44.4% vs 62.2%, p =
0.0013) or to have an OB/GYN for their current pregnancy than
Non-Hispanic White patients (p = 0.0193).
Conclusion: Although there are racial disparities evident in
the time taken to establish prenatal care between minority to
non-Hispanicwhite patients who present to the EDprior to estab-
lishing care, this study revealed how differences in insurance
status between racial and ethnic groups may also be contributing
to this disparity in the initiation of prenatal care.

370 | Application of a Multiscale Model of Heart Growth in
Pregnancy to Patient-Specific Echocardiographic Data

Tiffany Corlin; Molly S. Kaissar; Kyoko Yoshida
University of Minnesota, Minneapolis, MN

10:30 AM - 12:30 PM
Objective: Computational models are a useful tool in predicting
changes during pregnancy, as real-time monitoring can be inva-
sive or not practically feasible. Here, we apply a multiscale model
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of left ventricular (LV) growth throughout pregnancy. The model
was scaled to patient masses and mean arterial pressures (MAP)
to assess how the model represents individual pregnant patients.
Study Design: The MATLAB code for the previously devel-
oped model in the rat is publicly available and allometric
scaling was used to adapt the rat model’s hemodynamics to
human physiology. Hormone levels (estrogen, progesterone, and
angiotensin II) were adapted to human concentrations reported
by the literature. Then, using an obstetric outcomes database,
we identified 663 pregnant patients without comorbidities and
at least one normal echocardiogram during pregnancy. The
model was executed for 18 patients, which was scaled to the
patient’s pre-pregnancy mass and matched to MAP. Hormones
were considered the same for all patients.
Results: The model demonstrates an increase in LV mass by
approximately 60-70% through pregnancy. The allometric scaling
between patients did not significantly affect the model’s growth,
as each patient’s LV mass growth curve was nearly the same
(Figure 1). The model overpredicted LV mass in patients with a
pre-pregnancy mass of < 60 kg, but was nearly all within a 20%
error range of the patient’s LV mass in patients > 60 kg (Table
1). The model’s predictions for end-diastolic diameter (EDD) and
cardiac output
(CO) were overestimated in the patients weighing > 60 kg prior
to pregnancy (Table 1).
Conclusion: A multiscale model demonstrating heart growth
during pregnancy has been scaled from rats to humans. It is a
novel use of this model to compare to human echocardiographic
data that makes reasonable predictions, especially in normal-
weight patients. Future directions include comparison of the
model’s accuracy to longitudinal data for specific patients to
determinewhich factors aremost instrumental in predictions and
how to make determinations about those at risk for pregnancy-
associated cardiac morbidity.

371 | One Key Question Ascertainment of Pregnancy
Intention and Participation in Genetic Testing/Research
Among Puerto Ricans

Timothy D. Dye1; Zahira Quiñones Tavarez2; Ivelisse Rivera2;
Nancy Cardona Cordero3
1University of Rochester Medical Center, Rochester, NY; 2University
of Rochester School of Medicine and Dentistry, Rochester, NY;
3University of Puerto Rico, San Juan, Puerto Rico

10:30 AM - 12:30 PM
Objective: Peri-pregnancy is a unique opportunity for genetic
testing (GT) in clinical care and for inclusion of pregnant people
in genetic research (GR). Equitable inclusion of people self-
identifying as Puerto Rican (PR) in GT/GR is complicated by his-
torical scientific abuses, mistrust, and minoritization, placing PR
at risk of distributional injustice in being excluded from GT/GR
from which they could benefit. We aimed to ascertain likelihood
of participation in GT/GR among non-pregnant PR women of
reproductive age who hope to become pregnant in the next year.
Study Design: We conducted a nested analytical cross-sectional
study of social determinants of GR/GT participation among
people who self-identified as non-pregnant PR women age 21-
49. We used One Key Question to ascertain pregnancy intention
in the next year. We used two beliefs scores (GT and GR),
and participation in GT/GR using 5-point Likert scales.
Results: Among 321 eligible people, 13.9% (n = 49) hoped to
become pregnant in the next year, 79.0% (256) did not want to
become pregnant, and 6.2% (20) were ambiguous. Those living in
Puerto Rico were 50% more likely than those in the USA to par-
ticipate in GR (p< 0.001). In the USA, those intending pregnancy
were significantly more likely to participate in GR than those not
intending pregnancy. In Puerto Rico, GT/GR participation rates
for both intent groups were high and not significantly different.
In Puerto Rico, women intending pregnancy within the next year
had similarly high levels of positive GR beliefs and GT beliefs
as others, while in the USA, only women intending pregnancy
within the next year had significantlymore positive levels of both.
Conclusion: PR hoping to become pregnant in the next year
have high rates of intending to participate in GT/GR, with GR
interest higher in Puerto Rico. This interest provides a unique
opportunity to engage people intending pregnancy in efforts
toward participating in GT/GR, aiming to improve PR inclusion
in GT clinical benefits while contributing to GR involving unique
tissues of pregnancy (e.g., placenta, cord blood), and reducing
distributional injustice.
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372 | Implementation of a Novel Blood Distribution System
in an Obstetrics Service

Tobias Cohen1; Jaclyn Spinelli2; Dennis Chen2; Wei Zeng2;
Natali Valderrama2; Priscilla Parra2; Hillary Shaw2; Robin B.
Kalish3; Sharon E. Abramovitz4; Corrina M. Oxford-Horrey4;
Christine Lennon4; Denden Benabdessadek2; Alexandra
Jimenez4; Melissa Cushing4; Robert DeSimone4
1Weill Cornell Medicine, NEW YORK, NY; 2New
York-Presbyterian/Weill Cornell Medical Center, New York, NY;
3New York Presbyterian- Weill Cornell, New York, NY; 4Weill
Cornell Medicine, New York, NY

10:30 AM - 12:30 PM
Objective: Obstetric hemorrhage, a leading cause of maternal
morbidity and mortality, complicates up to 10% of births. Our
institution opened an obstetric hospital with a satellite blood
bank (SBB), 0.25 miles from the main hospital. Due to national
licensed blood bank technologist shortages, the SBB could not
remain open consistently, requiring blood to be obtained from
the main blood bank (MBB). This presented a significant patient
safety issue and increased unnecessary blood orders indicated
by crossmatch-to-transfusion (C/T) ratio. Our objective was to
assess the impact of implementing a novel blood distribution sys-
tem using non-licensed personnel on blood product availability,
ordering, and utilization.
Study Design: The BloodTrack Haemobank 80 (HB80) is an
FDA-cleared smart refrigerator with 80 compartments that can
perform electronic crossmatches and issue blood products (RBCs,
plasma, fibrinogen concentrate, RhIG) for specific patients in a
rapid and controlledmanner.We developed workflows to provide
24/7 blood product dispensing and massive hemorrhage support
from the HB80 using lab assistants in the SBB starting in June
2023. The SBB closure rates and C/T ratio were assessed before
and after installation of the HB80.
Results: Prior to HB80 rollout, SBB experienced a high closure
rate and an increasing C/T ratio (Figure 1). Post HB80, there
were no unplanned SBB closures and the C/T ratio decreased
from a peak 10.5 before the HB80 to a recent nadir of 4.4 after
implementation (Figure 1).

Conclusion: Implementation of a novel blood distribution sys-
tem utilizing an HB80 within an obstetric unit eliminated SBB
closures and improved blood product utilization. The HB80,
which can be embedded within an obstetric unit, is a valuable
resource to provide safe and effective blood product support for
an obstetric service.

373 | Allostatic Load Score is Associated with Gestational
Age at Delivery in a Dose Dependent Manner

Sarah Heerboth1; Maura Jones Pullins1; Emily Gascoigne2;
Rebecca Fry1; Tracy A. Manuck1
1University of North Carolina, Chapel Hill, NC; 2UNC Chapel Hill
School of Medicine, Carrboro, NC

10:30 AM - 12:30 PM
Objective: Allostatic load (AL) is a multidimensional construct
that encompasses cumulative stressors, and is associated with
a multitude of adverse health outcomes outside of pregnancy.
Despite this, there is no ‘standard’ definition of AL, and the
relationship between AL and preterm birth (PTB) remains poorly
defined.
Study Design: Secondary analysis of a prospective cohort
enriched for those at high a priori risk of PTB. Participants
identifying as Black,White, and/orHispanic, with singleton, non-
anomalous gestations were recruited < 22 weeks, 2017-2022. At
enrollment, baseline health data and blood samples collected.
We considered 6 markers previously considered in other AL
indices: CV domain factors (initial prenatal systolic BP, initial
prenatal diastolic BP), a metabolic factor (pre-pregnancy BMI),
and inflammation (plasma IL-6, IL-10, and IL-1β levels). Each
marker was classified as ‘high’ (≥75th centile; 1 point) or ‘low’
(< 75th centile; 0 points). The total AL score was calculated by
summing these 6 factors for a max AL score = 6. The primary
outcome was GA at delivery (continuous). Secondary outcomes
were PTB < 37, < 35, and < 28 wks. Data were analyzed by t-test,
chi-square, Cox regression, and Kaplan-Meier survival.
Results: 493 participants were included, delivering at a median
38.3 (IQR 36.9, 39.3) weeks’. The median AL was 1 (IQR 0, 2).
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Clinical characteristics are shown in Table 1. In Cox regression
models, an AL score of 0 was associated with pregnancy pro-
longation [adjusted Hazard Ratio (aHR) 0.81, 95% CI 0.67, 0.99];
in contrast, AL scores ≥1 were associated with an increased
aHR of delivery in a dose dependent manner (Figure 1A). In
survival analyses, those with a high AL scores [≥75th centile (≥2)]
delivered earlier (Figure 1B, log-rank p = 0.0014).
Conclusion: A multidimensional AL score calculated early
pregnancy is associated with delivery gestational age in a
dose-dependent manner. Several of these AL components are
potentially modifiable; future studies should evaluate whether
optimization of health / improvement in these metrics is associ-
ated with improved perinatal outcomes.

374 | Community Features Incorporating Multiple
Domains Outperforms Composite Indices in Predicting
NC County-Level Perinatal Outcomes

Megan Ragusa1; Emily Gascoigne2; Sarah Heerboth1; Annie
Dude1; Lauren Eaves1; Rebecca Fry1; Tracy A. Manuck1
1University of North Carolina, Chapel Hill, NC; 2UNC Chapel Hill
School of Medicine, Carrboro, NC

10:30 AM - 12:30 PM
Objective: Community features influence health outcomes;
these data are increasingly available and commonly incorporated
into research and clinical care. However, it is unknown ifmultiple
individual community domains or composite community indices
better predict perinatal outcomes.
Study Design: NC county-level data were obtained online.
Primary perinatal outcomes = county-level PTB < 37 wks, LBW,
infant mortality, breastfeeding (BF) initiation, and short IPI (< 6
mo). We adapted an established community framework to create
models with 6 community domains (health behaviors, clinical
care & quality, SES factors, physical environment, length of life,
quality of life), Figure 1A. For each outcome, we selected the
most predictive factor from each domain using linear regression;
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the relative contribution of each domain to each outcome was
calculated using general dominance analysis. Next, we selected
the most predictive composite index (evaluating the social vul-
nerability index, childhood opportunity index, and reproductive
maternal vulnerability index) for each outcome. Logistic regres-
sion was used to evaluate which model best predicted the highest
(e.g., worst) quartile for each outcome.
Results: The median rates of PTB (11.5%, IQR 10.1-12.8%), LBW
(9.2%, IQR 8.4-10.2%), infant mortality (6.0%, IQR 0.0-8.0%), BF
initiation (78.5%, IQR 68.7, 83.5), and short IPI (13.7%, IQR 11.8-
15.2%) varied widely across the 100 NC counties. The optimal
county-level domain predictor and the relative contribution of
each domain to each outcome differed by perinatal outcome
(Figure 1B). For all outcomes, the multiple domain models
outperformed composite index models (higher AUCs), and the
AUC was statistically significantly higher for infant mortality (p
< 0.001) and BF-initiation models (p < 0.001), Table 2.
Conclusion: A range of non-conventional community features in
multiple domains are associated with perinatal outcomes; these
vary by perinatal outcome. These data underscore the impor-
tance of considering individual community factors in multiple
domains (vs. composite community indices) when quantifying
neighborhood exposures.
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375 | Opioid Use Disorder and Severe Maternal Morbidity

Valeria Mantilla1; Alexis Cates2; Mariella Gastanaduy2;
Elizabeth Howard2; Frank B. Williams3
1Ochsner Clinic Foundation, Ochsner/New Orleans, LA; 2Ochsner
Clinic, New Orleans, LA; 3Ochsner Clinic Foundation, New
Orleans, LA

10:30 AM - 12:30 PM
Objective: Opioid use disorder (OUD) in pregnancy increased
nationally more than four-fold from 1999-2014. OUD has been
associated with adverse perinatal outcomes, including preterm
labor, growth restriction, and low birth weight. We hypothesize
that OUD is likewise associated with severe maternal morbidity
(SMM).
Study Design: We performed a retrospective cohort study of
delivery admissions at a large regional health system from May
2018 to April 2023. Patients with multiple delivery admissions
were limited to only the first pregnancy. Those without delivery
outcome information and prenatal care in the system were
excluded. OUDwas defined by ICD-10 code documentation in the
electronic medical record. The primary outcome was the Centers
for Disease Control-defined SMM. Baseline characteristics were
compared via chi-square test or t-test. Outcomes were compared
with regression analysis controlling for age, obesity, nulliparity,
pre-gestational diabetes, chronic hypertension and public insur-
ance. Secondary outcomes included cesarean delivery, preterm
delivery, and low birth weight.
Results: Among 57,023 deliveries, OUD was diagnosed in 534
(0.9%) patients. OUD was more prevalent among patients with
age > 35 years, multiparity, chronic hypertension, and public
insurance (Table 1). Obesity was less common among patients
with OUD (Table 1). SMM was more common in OUD patients

compared to those without the diagnosis (11.6% vs 4.0%); differ-
ence persisted when controlling for age, obesity, nulliparity, pre-
gestational diabetes, chronic hypertension and public insurance
(aOR 3.10, 95% CI 1.84–5.21, Figure). OUD was also associated
with an increase in cesarean (aOR 1.44, 95% CI 1.03–2.02) and low
birth weight (aOR 1.61, 1.02–2.54). Preterm delivery outcomes did
not differ.
Conclusion: OUD is associated with three-fold increased odds of
SMM, as well as increased in cesarean and low birth weight.

376 | Late Preterm Corticosteroid Treatment in Twin
Pregnancies and Neonatal Outcomes

Victor A. Olafusi1; Elizabeth Roy1; Enaja Sambatur2; Faezeh
Aghajani3; Moti Gulersen4; Asma Khalil5; Vincenzo Berghella4;
Hiba J. Mustafa6
1Indiana University School of Medicine, Indianapolis, IN; 2Fetal
Care and Surgery Center, Division of Fetal Medicine and Surgery,
Boston Children’s Hospital and Harvard School of Medicine,
Boston, MA; 3Maternal Fetal Care Center, Division of Fetal
Medicine and Surgery, Boston Children’s Hospital and Harvard
School of Medicine, Boston, MA; 4Sidney Kimmel Medical College
of Thomas Jefferson University, Philadelphia, PA; 5Fetal Medicine
Unit, St George’s Hospital, St George’s University of London,
London, England; 6Indiana University and Riley Children’s
Hospital, Indianapolis, IN

10:30 AM - 12:30 PM
Objective: To examine the impact of administering late preterm
corticosteroids on neonatal outcomes in twin pregnancies.
Study Design: A systematic review of the literature was con-
ducted in four electronic databases between 2000 and 2024.
Studies reporting on neonatal outcomes in twin pregnancies
exposed to corticosteroid (ACS) treatment vs no treatment for
fetal lung maturity at the gestational age (GA) of 34 0/7-
36 6/7 weeks were included. Studies involving participants
with specific conditions (twin-to-twin transfusion syndrome and
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intrauterine fetal demise of one fetus) were excluded. The pri-
mary outcomewas the incidence of respiratory distress syndrome
(RDS). Secondary outcomes included the need for mechanical
ventilation, continuous positive airway pressure (CPAP), and
neonatal hypoglycemia. The random effect model was used to
generate weighted mean differences (MD) and odds ratio (OR)
alongwith their 95% confidence intervals (CI). Heterogeneity was
assessed using the I2 value.
Results: 267 abstracts were screened, of which 15 full-texts were
fully reviewed. Three studies were included in the final analysis
which comprised 489 twin pregnancies receiving steroids and
2807 not receiving steroids. There were no significant differences
in baseline characteristics compared between groups including
maternal age, body mass index, rate of preeclampsia or diabetes,
and type of twin chorionicity. GA at delivery was significantly
earlier in the steroids group (MD -0.91, 95% CI -1.50 to -0.32).
For neonatal outcomes, no significant differences in RDS and
the need for mechanical ventilation between groups. There were
higher chances for CPAP use (OR 2.69, 95% CI, 1.47 to 4.92)
and neonatal hypoglycemia (OR 2.05, 95% CI, 1.18 to 3.56) in the
steroids group.
Conclusion: This study found that antenatal corticosteroid
treatment during the late-preterm period in twin pregnancies
was not associated with a reduced risk of neonatal respiratory
complications.

377 | Cesarean Delivery Rate Among Pregnancies with
Fetal Growth Restriction

Virali Patel1; Madeline V. Smith2; Mariella F. Toro1; Brooke E.
Ciampaglio2; Zarin Mohsenin3; Rodney A. McLaren, Jr., Jr.4;
Huda B. Al-Kouatly4; Amanda Roman5
1Sidney Kimmel Medical College at Thomas Jefferson University,
Philadelphia, PA; 2Sidney Kimmel Medical College of Thomas
Jefferson University, Philadelphia, PA; 3Sidney Kimmel Medical
College at Thomas Jefferson Univeristy, Philadelphia, PA;
4Thomas Jefferson University Hospital, Philadelphia, PA;
5Department of Maternal-Fetal Medicine, Thomas Jefferson
University Hospital, Philadelphia, PA

10:30 AM - 12:30 PM
Objective: To determine the incidence of cesarean section (CS)
in patients diagnosed with fetal growth restriction (FGR)

Study Design: This is a retrospective cohort study conducted
at a single, urban institution of all singleton, nonanomalous
pregnancies with no known genetic disorder that had a diagnosis
of FGR (defined as estimated fetal weight (EFW) < 10th% or
abdominal circumference (AC) < 10th%). All included patients
were candidates for vaginal delivery. The severity of FGR was
classified into 2 groups:< 3rd% and/or abnormal umbilical artery
(UA) Doppler and EFW 4-9th% or AC < 10th% and normal UA
Doppler. Maternal demographics, gestational age at delivery, and
indication for delivery were collected. Outcomes were analyzed
using t-test and Chi-square.
Results: Of the 179 patients meeting inclusion criteria, a total
of 24 patients (13.4%) underwent CS. Overall, 36/179 (20.1%)
patients had EFW < 3rd% and/or abnormal UA Doppler and
143/179 (79.9%) had EFW 4-9th% and normal UA Doppler, with
no significant difference between delivery modes (Table 1). Non
reassuring fetal status was the indication for cesarean in 14/24
(58%) of patients. Successful vaginal delivery after CS was noted
in 8/13 (61.5%). Compared to patients who delivered vaginally,
patients who delivered via CS were more likely to have pre-
eclampsia (25% vs. 5.2%, p= 0.001), a prior CS (20.8% vs. 5.2%, p=
0.006) or be induced before 37 weeks (20.8% vs.7.8%, p = 0.042)
(Table 1). The nulliparous, term, singleton, vertex CS rate was
11/56 (19.6%) and the preterm rate was 22/179 (12.3%), which are
comparable to the national general population rate of 25%.
Conclusion: Patients with an antenatal diagnosis of FGR have
similar CS rates when compared to the general population. This
information will assist in counseling patients with FGR when
discussing mode of delivery.
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378 | Episiotomy in the US: HaveWe Got it Right?

Vivienne Souter1; Ian Painter1; Kristin Sitcov1; Asma Khalil2;
Aaron B. Caughey3
1Foundation for Health Care Quality, Seattle, WA; 2Fetal Medicine
Unit, St George’s Hospital, St George’s University of London,
London, England; 3Oregon Health & Science University, Portland,
OR

10:30 AM - 12:30 PM
Objective: A recent randomized controlled trial (Bergendahl
et al., BMJ June 2024) reported a 50% reduction in obstetric
anal sphincter injury (OASI) in nulliparous patients undergoing
vacuum delivery who were assigned to lateral episiotomy versus
no episiotomy. Our objective was to evaluate OASI in a similar US
population.
Study Design: This retrospective study included births at 17 US
hospitals (2022-2023). The analysis was restricted to singleton
nulliparous, pregnancies undergoing vacuum delivery at > = 34
weeks’ gestation. The outcome was 3rd or 4th degree laceration
(OASI). The comparator groups were mediolateral episiotomy
(ML) andmidline episiotomy (M) and the reference groupwas no
episiotomy (N). The incidence of OASI was compared among the
ML,M, andN groups. Unadjusted odds ratios (OR) for OASI were
calculated for each ofML andM groups compared to the N group.
Adjusted ORs controlled for maternal age, BMI, and birthweight.
Results: Of 926 vacuum deliveries that met eligibility criteria, 775
(83.7%) were in the N, 80 (8.6%) in the M, and 71 (7.7%) in the ML
episiotomy group. OASI was reported in 8.4% of the ML, 14.6% of
theN, and 26.2%of theMepisiotomy group (Table 1). Compared to
the N group, the adjusted odds of OASI were significantly higher
in theM group (2.25; 95% CI 1.28, 3.93) and lower in theML group
but the latter did not meet statistical significance (0.54; 95% CI
0.23, 1.30). Compared to ML, M episiotomy was associated with
a significantly increased risk for OASI: adjusted OR 4.41 (95% CI;
1.55, 12.49).
Conclusion: Our study showed increased risk for OASI with
midline episiotomy and a trend towards decreased OASI with
mediolateral episiotomy, compared to no episiotomy in nul-
liparous patients undergoing vacuum delivery. Additionally,
midline episiotomy was associated with a significantly increased
risk for OASI compared to a mediolateral approach. Given this
and the recent RCT results, reflection on episiotomy technique
and more research into operative vaginal delivery are needed in
the US.

379 | Placenta Accreta Spectrum Disorder and Vasa Previa:
is There a Connection?

Yadira L. Bribiesca Leon1; Zaira Chavez Jimenez1; Fay Pon1;
Shinya Matsuzaki2; Jennifer Yao3; Rachel S. Mandelbaum1;
Joseph G. Ouzounian1; Koji Matsuo1
1University of Southern California/Los Angeles General Medical
Center, Los Angeles, CA; 2Osaka University Graduate School of
Medicine, Osaka, Osaka; 3Keck School of Medicine, University of
Southern California, Los Angeles, CA

10:30 AM - 12:30 PM
Objective: This study assessed the association between placental
accreta spectrum (PAS) disorder and vasa previa.
Study Design: This serial cross-sectional study queried the
Healthcare Cost and Utilization Project’s National Inpatient
Sample in the United States. The study population was 21,517,317
in-hospital deliveries from 2016 to 2021. The exposure status was
a diagnosis of PAS. The outcome measure was a diagnosis of
vasa previa. Log-Poisson generalized linear model was created to
assess the independent exposure-outcome association, adjusted
for prior selected clinico-obstetrics characteristics. Sensitivity
analysis included PAS subtype-specific evaluation (accreta, inc-
reta, and percreta).
Results: Vasa previa was diagnosed in 11,830 patients, corre-
sponding to an incidence of 5.5 per 10,000 deliveries or one
in 1,819 deliveries. The prevalence of vasa previa was 180.0
per 10,000 deliveries in patients with PAS and 5.3 per 10,000
deliveries for patients without PAS (P< .001). After controlling for
maternal age, race and ethnicity, hypertensive disorder, diabetes
mellitus, obesity, prior uterine scar, placenta previa, and multi-
fetal gestation, the diagnosis of PAS was associated with nearly a
five-fold increased risk for vasa previa (adjusted-prevalence ratio
4.46, 95% confidence interval 4.02-4.95, P< .001). When assessed
by PAS subtypes, placenta increta had the highest prevalence rate
of vasa previa (5.3, 171.2, 366.1, and 111.1 per 10,000 deliveries,
for absence of PAS, accreta, increta, and percreta, respectively,
P< .001).
Conclusion: The results of this study suggest that PAS is associ-
ated with an increased risk of vasa previa. Careful sonographic
examination assessing for vasa previa may be necessary when
evaluating patients with high suspicion for PAS. This hypothesis-
generating observation is clinically compelling and warrants
further investigation prospectively. Furthermore, it is possible
that maternal neovascularization secondary to PAS may also
occur in the fetoplacental unit vasculature.

380 | Glycoprotein Olfactomedin 4 is Preferentially
Expressed in Cervical Epithelia of Patients with Preterm
Birth

Yevgenia Y. Fomina1; ShanmugaPriyaa Madhukaran2; Sarah K.
England3; Mala Mahendroo2
1University of Texas Southwestern, Dallas, TX; 2University of Texas
Southwestern Medical Center, Dallas, TX; 3Washington University,
St. Louis, MO

10:30 AM - 12:30 PM
Objective: Cervical epithelium is protected by a mucous
layer that serves as an essential barrier against genitorurinary
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pathogens. Despite the central role of mucins in immune
defense, we do not understand the regulatory pathways that drive
mucus composition. We hypothesize that specialized secretory
cells called goblet cells secrete the glycoprotein olfactomedin
4 (OLFM4) which plays an important role in mucosal defense
during infection mediated preterm birth.
StudyDesign: Cervicovaginal fluid (CVF) samples (n= 183)were
obtained from patients in the first, second, and third trimester of
pregnancywho had term (n= 20) or preterm (n= 30) birth. Of the
patients with a preterm delivery, 14 had a genitourinary infection
diagnosed during the pregnancy. OLFM4 expression in CVF
samples was measured by enzyme-linked immunosorbent assays
and normalized to the total protein concentration of each sample.
Protein concentration between cohorts were compared using the
Wilcoxon rank-sum test. Next, OLFM4 expression was analyzed
in mouse cervical epithelium using RNA in situ hybridization.
Finally, histologic studies were performed in OLFM4 deficient
mice to characterize OLFM4 deficiency on cervical structure in
pregnancy.
Results: Expression of OLFM4 is higher in preterm as compared
to term CVF samples across all three trimesters, with the highest
concentrations in the preterm patients who had a reproductive
tract infection in pregnancy (p < 0.05) (Figure 1). In mice,
OLFM4 is preferentially expressed in the pregnant state. His-
tologically, OLFM4 deficient mice had fewer goblet cells with
secretory vacuoles and reduced mucin in the endocervical canal
as compared to wild type controls (Figure 2).
Conclusion: In humans, while OLFM4 synthesis and secretion
occurs throughout gestation, it is highest in patients with a
preterm delivery and a reproductive tract infection. In mice,
OLFM4 is preferentially expressed during pregnancy. The cervix
of OLFM4 deficient mice has a distinct morphologic signature.
Insights into such secretory proteins as OLFM4 can serve as
biomarkers for infection-mediated preterm birth.

381 | Beta-Defensin is Preferentially Expressed in Cervical
Epithelia of Patients with Preterm Birth

Yevgenia Y. Fomina1; Sarah K. England2; Mala Mahendroo3
1University of Texas Southwestern, Dallas, TX; 2Washington
University, St. Louis, MO; 3University of Texas Southwestern
Medical Center, Dallas, TX

10:30 AM - 12:30 PM
Objective: Human beta-defensin 2 is a cysteine-rich antimicro-
bial peptide that is expressed by cervical epithelial cells. This
peptide is a critical mediator of the innate immune system and
is an important contributor to maintaining a healthy cervical
mucosal barrier. Disruption of this immune barrier allows micro-
organisms to penetrate fetal membranes and cause preterm labor.
We hypothesize that cervical secretory cells increase the expres-
sion of beta-defensin 2 after exposure to genitourinary infections
in an effort to maintain a sterile intrauterine environment during
pregnancy.
Study Design: Cervicovaginal fluid samples (n = 183) were
obtained from patients in the first, second, and third trimester
of pregnancy who had term (n = 20) or preterm (n = 30) birth
outcomes. Of the patients with a preterm delivery, 14 had a
genitourinary infection diagnosed during the pregnancy. Cervi-
covaginal fluid samples were used for measurements of human
beta-defensin 2 by enzyme-linked immunosorbent assay (ELISA).
Beta-defensin concentration was normalized to the total protein
concentration of each sample. Levels of beta-defensin were
compared between the term and preterm study groups using
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the Wilcoxon rank-sum test, with a p-value < 0.05 considered
significant. P-values presented are not adjusted for multiple
comparisons.
Results: Beta-defensin 2 is expressed in the cervicovaginal fluid
across all three trimesters of gestation in term and preterm birth
cohorts. Beta-defensin 2 is expressed at a higher concentration in
the preterm as compared to the term cohort during all trimesters.
In the third trimester of pregnancy, there is a statistically sig-
nificant (p < 0.01) increase beta-defensin expression between
patients with term (median: 1.1x 10−6) as compared to preterm
(median: 9.6 x 10−6) delivery outcomes (Figure 1).
Conclusion: Beta-defensin 2 synthesis and secretion occurs
throughout gestation and is highest in patients with a preterm
delivery in the third trimester. Insights into such secretory
proteins as beta-defensin 2 can serve as potential biomarkers for
preterm birth outcomes.

382 | Intrapartum Cesarean Delivery in Different Phases of
Labor andMaternal Morbidity

Yossi Bart1; Hector M. Mendez-Figueroa2; Farah H. Amro1; Sean
C. Blackwell1; Baha M. Sibai1
1McGovern Medical School at UTHealth Houston, Houston, TX;
2McGovern Medical School at UTHealth, Houston, TX

10:30 AM - 12:30 PM
Objective: Intrapartum cesarean delivery (CD) is associatedwith
maternal morbidity. We aimed to examine if the phase of labor
when the decision was made to proceed with intrapartum CD is
associated with adverse maternal outcomes.
Study Design: We conducted a secondary analysis of the Assess-
ment of Perinatal Excellence (APEX) database. We included all
nulliparous singletons that underwent labor and delivered via
CD at term (≥ 37 weeks). Individuals with fetal malformations
and absent documentation of vaginal exam prior to delivery were

excluded. We divided the cohort into three groups according
to their labor stage/phase when the decision to proceed with
CD was made: latent phase, 0-5 cm; active phase, 6-9 cm;
and 2nd stage, 10 cm. The primary outcome was defined as a
composite of maternal outcomes, including estimated blood loss
≥ 1,500mL, blood transfusion, surgical tamponade, hysterectomy,
wound infection or separation, endometritis, sepsis, and venous
thromboembolism. Poisson regression was applied to adjust for
confounders.
Results: Overall, inclusion criteriaweremet by 4,738 individuals;
of those, 2,090 (44%) underwent CD during the latent phase,
1,811 (38%) during the active phase, and 837 (18%) during the 2nd
stage. Intrapartum CD at later phases of labor was associated
with higher rates of the composite outcome, driven mainly by
higher rates of hemorrhage, transfusion, and surgical tamponade
(Table). The adjusted relative risk for composite maternal out-
come was 1.54 (95% CI 1.21-1.95) for CD during the active phase
and 1.90 (95%CI 1.45-2.51) for CDduring the 2nd stage. A subgroup
analysis of the active phase demonstrated that individuals with
8-9 cm dilation at the decision to proceed with CD had higher
composite outcome rates than 6-7 cm dilation (Figure).
Conclusion: Compared to the latent phase, CD in a more
advanced phase of labor was associated with higher rates of
maternal morbidity.
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383 | DNAMethylation Analysis of Imprinting Control
Regions and Copy Number Variation Sequencing in Early
Miscarriage

ZhongJie Guo1; Jingwen Mai2; Qing Li3; Fang Wang4; Xuan Lin1;
Jianping Zhang5
1Chengdu Xinhua Hospital, North Sichuan Medical College,
Chengdu, Sichuan; 2IbnSinaHealth Diagnostics, Guangzhou,
Guangdong; 3Independent Researcher, Denver, CO; 4Lanzhou
University Second Hospital, Lanzhou University Second Hospital,
Gansu; 5SUN YAT-SENMEMORIAL HOSPITAL, SUN YAT-SEN
University, Guangzhou, Guangdong

10:30 AM - 12:30 PM
Objective: To characterize DNA methylation of imprinting
control regions (ICR) and copy number variation sequencing
(CNV-seq) among early miscarriages in China. CNV-seq detects
chromosomal abnormalities in embryos, but the full genetic basis
remains unclear. ICR methylation analysis offers insights into
gene expression regulation crucial for embryonic development.
Study Design: We conducted a cross-sectional study of 80
patients with early miscarriages (6-8 weeks gestation) in 3
provinces, China fromNovember 2022 to Jun 2024. Chorionic villi
of embryonic arrest were collected using hysteroscopy. Special-
ized in technologies in molecular genetics and reproductive
immunology, our centralized lab performed CNV-seq and ICR
methylation analysis of 19 loci. These loci include PLAGL1,
GRB10, H19/IGF2(IC1), KvDMR1(IC2), SNURF(IC), GNAS-XL,
MEST, ZNF331, PEG3, IGF1R, PEG10, DNMT1, DIRAS3, NAP1L5,
FAM50B, TRAPPC9 (PEG13), MCTS2P/HM13, and L3MBTL1.
Results: Among these 80 cases (Table 1), chromosomal abnor-
malities (45%, 36) were detected and ICR methylation abnor-
malities 28% (22). NESP-AS/GNAS-AS1 was detected in 5 cases
(Table 2). PLAGL1 was in 2 cases with transient neonatal diabetes
mellitus and KvDMR1(IC2) in 2 with Bechwith-Wiedemann syn-
drome.Methylation abnormalitieswere detected in 30% (13/44) of
early miscarriages with normal CNV-seq. This ratio varied across
maternal age groups [≤ 30 years 18% (2/11), 31-40 years 31% (9/29),
and ≥ 41 years 50% (2/4)] and conception methods [PGT-A 20%
(2/10), natural 27% (7/26), ICSI 40% (2/5), and IVF 67% (2/3)]
(Table 2).
Conclusion: ICR methylation abnormalities among early mis-
carriages with normal CNV-seq were prevalent across maternal

ages and conception methods, indicating epigenetic causes.
Study findings inform future cohort studies in our multi-center
consortiumwith 90,000 annual live births in 16 provinces, China.

384 | Environmental Endocrine Disrupting Chemicals and
Chromosomal Abnormalities in Recurrent Pregnancy
Loss in 5 provinces China

ZhongJie Guo1; Jingwen Mai2; Qing Li3; Fang Wang4; Xuan Lin1;
Jianping Zhang5
1Chengdu Xinhua Hospital, North Sichuan Medical College,
Chengdu, Sichuan; 2IbnSinaHealth Diagnostics, Guangzhou,
Guangdong; 3Independent Researcher, Denver, CO; 4Lanzhou
University Second Hospital, Lanzhou University Second Hospital,
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Gansu; 5SUN YAT-SENMEMORIAL HOSPITAL, SUN YAT-SEN
University, Guangzhou, Guangdong

10:30 AM - 12:30 PM
Objective: To examine the association between environmental
endocrine disrupting chemicals (EDCs) and abnormal chromoso-
mal karyotypes among cases of recurrent pregnancy loss. EDCs
could induce mitochondrial dysfunction in pregnant mice then
cell death which could cause miscarriage and developmental
toxicity. Strict regulations were set up to ban the application of
Bisphenol A in baby bottles in countries including China in 2011.
Study Design: We designed a cross-sectional study of 106 recur-
rent pregnancy loss patients recruited in 5 provinces, China from
December 2022 to June 2024. Our centralized molecular genetic
lab has specialized technologies in environmental EDCs and
reproductive immunology. We assessed chromosomal karyotype
in chorionic villi through copy number variation sequencing
(CNV-seq) and urine samples using liquidchromatography-mass
spectrometry to detect EDCs such as monomethyl phtha-
late (MMP), monoethyl phthalate (MEP), monobutyl phthalate
(MBP), mono-2-ethylhexyl phthalate (MEHP), bisphenol A, and
parabens. We performed McNemar’s tests.
Results:We identified and ranked themost commonly detectable
EDCs (e.g., Methyl paraben 23.58%, MMP 21.70%, Bisphenol A
16.04%, Propyl Paraben 13.21%) (Table 1). Of 106 recurrent preg-
nancy loss patients, 50were detected chromosomal abnormalities
whereas 56 were not (Table 2). The association between CNV-
seq abnormalities and EDCs was significant (χ2 = 6.12, p = 0.01)
(Table 2).
Conclusion: The significant association between EDCs and
embryonic chromosomal abnormalities suggests that EDC expo-
sure may contribute to recurrent pregnancy loss. Future research
should investigate mechanisms and explore prevention and
intervention strategies. Study findings inform the registered
prospective cohort studies in our multi-center consortium with
90,000 annual live births in 16 provinces, China.
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385 | “Keep Transfusing Until the Bleeding Stops”-Massive
Transfusion and Circulatory Overload in Obstetric
Hemorrhage

Aaron W. Roberts1; Ghamar Bitar1; Ahmed Zaki Moustafa2;
Carly Shahbazian3; Kate Drone3; Kendra Folh3; Sean C.
Blackwell1
1McGovern Medical School at UTHealth Houston, Houston, TX;
2Division of Maternal-Fetal Medicine, Department of Obstetrics,
Gynecology and Reproductive Sciences, McGovern Medical School
at UTHealth Houston, University of Texas - Houston, TX;
3Children’s Memorial Hermann Hospital, Houston, TX

4:00 PM - 6:00 PM
Objective: Hemodynamic support and blood replacement during
massive hemorrhage is critical to survival, but high-volume mas-
sive transfusion (MTP) increases risk of transfusion associated
circulatory overload (TACO). When faced with cardiac arrest
from hemorrhagic shock restriction of fluid resuscitation may
not be an option, and management of MTP goes beyond the
moment bleeding is finally controlled. We aim to assess the risk
and morbidity of TACO due obstetric hemorrhage managed with
MTP.
Study Design: This retrospective cohort quality improvement
study of parturients who suffered obstetric hemorrhage requiring
large volume transfusion of blood products with more than four

units of PRBC transfused as part of a MTP from June 2023 to
July 2024 at our level IV center. Those cases with TACO were
compared to those without.
Results: There were 5690 deliveries, 176 (3.1%) had PPH/MTP
activation, of which 51 (28.9%) had > 4U MTP blood products
transfused. The rate of TACO with MTP was 40% (N = 20/51).
Placenta accreta spectrum alone was not a risk factor for TACO,
neither was average estimated blood loss. Those with TACO had
significantly more blood component volume/units transfused
(Table 2). Patients with TACO had more diffuse intravascular
coagulation (DIC) (75% vs 6%; p < 0.001), hemolysis (35% vs 3%;
p = 0.002), ICU admission (75% vs 35%; p = 0.006), and acute
kidney injury (50% vs 9%; p= 0.001). Post-transfusion hemoglobin
and nadir fibrinogen were similar between groups, despite more
baseline anemia in the TACO group. The only maternal death in
this study occurred in the TACO group.
Conclusion: High volume MTP in obstetric patients shows
increased rates of TACO and other serious morbidity, mostly
related to transfusion volume and development of DIC. There
are few reliable predictors of morbidity. Those with TACO were
not grosslymoremedically complicated at baseline, which under-
scores that TACO can happen to any parturient. Future investi-
gation of techniques to limit hemorrhage, improve resuscitation
quality, reduce volume administered, and mitigate sequalae of
massive transfusion is warranted.

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, provided the original work is properly
cited.
© 2025 Society for Maternal-Fetal Medicine. Pregnancy published by Wiley Periodicals LLC on behalf of the Society for Maternal-Fetal Medicine.
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386 | Neighborhood Deprivation Impacted COVID-19
Vaccination and Infection Rates Among Pregnant Patients

Abigail Bell1; Megan Foeller1; Candice Woolfolk1; Emily Dively,
BSN2; Daniel Jackson3; Nandini Raghuraman4; Indira U.
Mysorekar5; Jeannie C. Kelly4
1Washington University School of Medicine in Saint Louis, St.
Louis, MO; 2Washington University School of Medicine, St. Louis,
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MO; 3Mercy Hospital, St Louis, MO; 4Washington University
School of Medicine in St. Louis, St. Louis, MO; 5Baylor College of
Medicine, Houston, TX

4:00 PM - 6:00 PM
Objective: Area Deprivation Index (ADI) is strongly associated
with obstetric outcomes but understudied during the COVID-19
pandemic. We sought to evaluate the relationship between ADI
and COVID-19 outcomes among pregnant patients during the
early pandemic.
Study Design: We performed a secondary analysis of a prospec-
tive longitudinal cohort study investigating the impact of COVID-
19 exposure in pregnancy on perinatal outcomes. Patients were
recruited if they were pregnant between 12/23/20-7/18/22 and
serially evaluated for exposure to SARS-CoV-2 infection using
serum antibody testing throughout pregnancy. Address of resi-
dence at time of deliverywas used to categorize patients into a low
ADI group (≤ 50th percentile, indicating low levels of deprivation)
and a high ADI group (≥ 75th percentile, indicating high levels
of deprivation). Our primary outcome was COVID-19 vaccination
and infection during pregnancy.
Results: 306 patientswere included. Thosewith higher ADIwere
younger (28 vs 32, p< 0.01), were less likely to be nulliparous
(18% vs 38%, p = 0.02), had a higher average body mass index
(35 vs 28, p = 0.01), and had higher rates of tobacco use (7% vs
2%, p = 0.03), asthma (17% vs 9%, p< 0.01), and depression (21%
vs 17%, p = 0.01). There were notable differences in insurance
type, race, and household income between groups (Table 1).
Importantly, the highADI groupwas less likely to receiveCOVID-
19 vaccination (24.2% vs 54%, p< 0.01), more likely to develop
SARS-CoV-2 infection (59.3% vs 41.9%, p< 0.01), and more likely
to be hospitalized due to COVID-19 (3.9% vs 0%, p = 0.04, Table
2).
Conclusion: ADI differences were associated with vaccine
hesitancy and COVID-19 infection and severity. Overall, these
findings highlight the complex interplay of factors impacting peri-
natal outcomes during the COVID-19 pandemic, leading to two
disparate perinatal experiences. Modifiable characteristics for
both individuals and communities–such as tobacco use, obesity,
and lack of vaccination–could serve as targets for interventions to
improve perinatal outcomes.

387 | Evaluating Indicators of Severe Maternal Morbidity
based onMaternal OBCMI Score

Adina R. Kern-Goldberger1; Megan R. Ansbro2; Antonio Bajan2;
Elizabeth Raiff3; Justin R. Lappen4
1Cleveland Clinic Lerner College of Medicine, Cleveland, OH;
2Cleveland Clinic Foundation, Cleveland, OH; 3Cleveland Clinic
Ob/Gyn &Women’s Health Institute, Cleveland, OH; 4Cleveland
Clinic, Cleveland, OH

4:00 PM - 6:00 PM
Objective: Severe maternal morbidity (SMM) encompasses a
diversity of adverse maternal medical outcomes that may be
differentially triggered in patientswith different risk profiles. This
study evaluates incidence of component indicators of SMM by
OBCMI level.
Study Design: This is a retrospective study of all deliveries >
20 weeks across a multi-hospital academic health system from
1/1/2022-6/30/2024. Patient clinical information was extracted
from the electronic health record and OBCMI scores were
constructed based on risk factors present at delivery and divided
into brackets of low risk (0-2), medium risk (3-5), and high risk
(>6) based on score distribution. Patient characteristics including
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OBCMI components and delivery admission SMM indicator
variables were compared across brackets in univariable analysis
using chi2.
Results: 28,812 deliveries were included: 67.4% with scores 0-
2, 21.0% with scores 3-5, and 11.5% with scores > 6. There
were significant differences in the incidence of each OBCMI
component by score bracket (Table 1). Cardiomyopathy and
pulmonary hypertension were the only comorbidities present
exclusively in the highest risk bracket. Table 2 demonstrates the
overall incidence of SMM by group: 0.5% in the lowest, 2.5% in
the medium, and 8.1% in the highest risk bracket. Renal failure
was the most common SMM indicator for all brackets, followed
by disseminated intravascular coagulation in the 2 highest risk
brackets and sepsis in the lowest risk bracket. Eclampsia co-
ranked as second most frequent SMM indicator in the highest
risk bracket. Incidence of each SMM indicator across brackets
was significantly different for all except ruptured aneurysm and
vaso-occlusive crisis.
Conclusion: SMM sub-types occur at different relative frequen-
cies across patient groups with different co-morbidity-based risk.
Understanding these differences can shape patient counseling as
well as target specific interventions to prevent sub-types of SMM.

388 | Characterizing Sub-Types of Severe Maternal
Morbidity in Patients with Hypertensive Disorders of
Pregnancy

Adina R. Kern-Goldberger1; Megan R. Ansbro2; Antonio Bajan2;
Elizabeth Raiff3; Justin R. Lappen4
1Cleveland Clinic Lerner College of Medicine, Cleveland, OH;
2Cleveland Clinic Foundation, Cleveland, OH; 3Cleveland Clinic
Ob/Gyn &Women’s Health Institute, Cleveland, OH; 4Cleveland
Clinic, Cleveland, OH

4:00 PM - 6:00 PM

Objective: Patients with preeclampsia are at increased risk for
severe maternal morbidity (SMM). Elucidating risk for specific
sub-types of SMM can inform interventions to improve maternal
outcomes. This study describes the incidence of SMM indicators
in patients with hypertensive disorders of pregnancy (HDP).
Study Design: This retrospective cohort study included all
deliveries > 20 weeks across a multi-hospital academic health
system from 1/1/2022-6/30/2024. Patient clinical information was
extracted from the electronic health record and patients were
classified as having gestational hypertension/mild preeclampsia
(gHTN), severe preeclampsia (SPEC, inclusive of superimposed
preeclampsia), or no HDP during the delivery admission. Patient
characteristics classified according to OBCMI components and
outcomes, including SMM sub-types, were compared in univari-
able analyses using chi2 by hypertensive disorder of pregnancy
status.
Results: 28,812 patients were included: 5,495 with gHTN (19.1%)
and 2,432 with SPEC (8.4%). Patient co-morbidities classified
according to OB-CMI components were different across groups
for every condition except coronary artery disease, congenital
heart disease, and autoimmune disease (Table 1). There were
significant differences in incidence of preterm birth, cesarean
delivery, ICU admission, extended postpartum length of stay (>5
days), and readmission, as well as non-transfusion SMM, which
ranged from 1.0% in patients without HDP to 1.8% in patients
with gHTN and 9.1% in patients with SPEC (Table 2). Renal
failure was the most frequent SMM indicator for all groups,
occurring in 4.7% of patients with SPEC. Eclampsia was the
second most common indicator in patients with SPEC, followed
by disseminated intravascular coagulation (Table 2).
Conclusion: SMM sub-types have differential incidence based
on HDP status. The high rate of renal failure in patients with
SPEC could be an important target for care improvement or may
reflect over-coding of mild kidney injury, correction of which is
an equally important quality target to accurately capture SMM.
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389 | Antenatal Risk Stratification Using the Obstetric
Co-Morbidity Index (OBCMI) during Prenatal Care

Adina R. Kern-Goldberger1; Megan R. Ansbro2; Antonio Bajan2;
Elizabeth Raiff3; Justin R. Lappen4
1Cleveland Clinic Lerner College of Medicine, Cleveland, OH;
2Cleveland Clinic Foundation, Cleveland, OH; 3Cleveland Clinic
Ob/Gyn &Women’s Health Institute, Cleveland, OH; 4Cleveland
Clinic, Cleveland, OH

4:00 PM - 6:00 PM
Objective: The obstetric comorbidity index (OBCMI) predicts
risk for severe maternal morbidity (SMM) based on chronic and
pregnancy-specific conditions and was devised from comorbidi-
ties present at the time of delivery admission. This study assesses
the ability of an OBCMI calculated during antenatal care to
predict risk of SMM.
Study Design: This is an observational study of all deliveries
> 20 weeks at 3 delivery hospitals within a large health sys-
tem from 1/1/2022-6/30/2024. Patient demographic and clinical
information was extracted from the electronic health record
(EHR) and OBCMI scores were calculated at 3 time points
based on the clinical conditions identified from the EHR during
that encounter: (1) initial prenatal visit, (2) 32-week visit, and
(3) delivery admission. Patient characteristics were evaluated in
univariable analysis based on the presence of an OBCMI >3 at
any of the 3 time points. Receiver-operator characteristic (ROC)
curves were constructed and compared for OBCMIs calculated
at the initial and 32-week visits versus the delivery admission
OBCMI in terms of SMM prediction.
Results: 28,812 deliveries were included and 9,625 patients
(33.4%) had an OBCMI > 3 at any point in pregnancy, with
significant differences in all examined patient characteristics
based on OBCMI score [Table]. The incidence of SMM was 1.8%
(N = 525). The prediction of SMM by OBCMI scores calculated
during antenatal care at both time points was significantly
inferior, with area-under-the-curve (AUC) of 0.59 (95% CI 0.57–
0.61) for initial prenatal visit and 0.58 (95% CI 0.55–0.610) for
the 32-week visit, compared to AUC of 0.81 (95% CI 0.79–0.83)
for delivery admission OBCMI (p < 0.01 for all comparisons)
[Figure].
Conclusion: While the OBCMI reliably predicts SMMwhen cal-
culated based on conditions documented at delivery, it performs
poorly as a tool for antenatal risk stratification. This is likely
multifactorial due to both EHR under-coding at antenatal visits
and the development of clinically significant risk factors late

in pregnancy. Better tools for maternal risk prediction prior to
delivery are essential.

390 | Employment Experiences of High-Risk Obstetric
Patients: A Post-Pregnant Worker’s Fairness and PUMP
Act Cohort Study

Adwoa A. Baffoe-Bonnie1; Shakthi Unnithan1; Tracy Truong1;
Thelma Fitzgerald1; Barvina Toledo1; Danielle Lanpher1; Kelley
E. C. Massangele2; Maya Jackson3; Sarahn M. Wheeler1
1Duke University School of Medicine, Durham, NC; 2National
Diaper Bank Network, Diaper Bank of North Carolina,
Hillsborough, NC; 3Mobilizing African American Mothers
Through Empowerment , Inc, Durham, NC

4:00 PM - 6:00 PM
Objective: The 2022 Providing Urgent Maternal Protections
(PUMP) Act and the 2023 Pregnant Workers Fairness Act have
recently changed employment laws in pregnancy. We evaluated
employment benefits, knowledge of employment laws, and racial
differences among hourly wage and salaried workers receiving
high-risk obstetric care.
Study Design: Self-identified non-Hispanic Black (NHB) and
White (NHW) patients at a single high-risk OB clinic within a
Southeastern tertiary academicmedical centerwere surveyed.We
excluded major fetal anomalies, stillbirth or fetal demise. Partici-
pants completed surveys on work hours and duties, employment
benefits at a single timepoint between 28 weeks’ gestation to 12
weeks postpartum. Participants also reported if they received any
information about employments laws or employment discrimina-
tion resources and the source of that information. Results were
analyzed using descriptive statistics with SAS 9.4 (SAS Institute
Inc., Cary, NC).
Results: 50/86 participated including 26 NHB and 24 NHW. Of
these, 28 (56%) had hourly wage jobs, and 22 (44%) held salaried
positions (Table 1). Thirty-seven (74%) had health insurance, and
31 (62%) had paid maternity leave. NHB patients were more often
hourly wage earners compared to NHW patients (19/26, 73% vs.
9/24, 37.5%). Althoughmandated by the PUMP Act, only 13 (26%)
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patients in the total cohort and 2 (7.1%) hourly workers reported
having private lactation facilities in their workplaces. 33 (66%)
received information about Family Medical Leave Act (FMLA),
while fewer knew about the Pregnant Worker’s Fairness Act (8,
16%) and the PUMP Act (8, 16%). Some participants who did not
receive information expressed a desire for more information on
these laws (Table 2).
Conclusion: While most participants had health insurance and
paid maternity leave, a significant gap existed in workplace
lactation support and knowledge of employment laws. These
results highlight need for patient education about employment
laws in pregnancy.

391 | Maternal and Neonatal Substance Screening
Discordance After Implementation of an Obstetric
Substance use Screening Protocol

Adwoa A. Baffoe-Bonnie; Siera Lunn; Janea Cato; Lena Fried;
Leyi Sun; Tracy Truong; Sarahn M. Wheeler; Jennifer J. M. Cate
Duke University School of Medicine, Durham, NC

4:00 PM - 6:00 PM
Objective: To evaluate cases of discordance between maternal
and neonatal drug screening before and after implementing an
obstetric substance use screening protocol.
Study Design: This was a retrospective cohort study performed
at a single tertiary care center using electronic health record
data with pre- (July 1, 2020-June 9, 2021) and post-intervention
(June 10, 2021-May 31, 2022) design after implementation of an

obstetric substance use screening protocol incorporating pre-
specified indications for maternal biologic testing and universal
maternal consent. Concordances and discordances in neonatal
and maternal drug screening were reported as frequency (per-
centage) in each time period. and compared by time period
using test of two proportions. In the cohort of neonates with
drug test and no maternal drug test, race, ethnicity, payor status,
admission to the NICU, readmission, and neonate UDS results
were compared by time period using Fisher’s exact tests.
Results: 6552 neonates were born in the study period with 3163
(48.3%) pre and 3389 (51.7%) post implementation. 349/6552 (5.3%)
neonates were drug screened (195/3163 [6.2%] pre vs. 154/3389
[4.5%] post, p = 0.004). 172 were ordered in the absence of a
maternal test (63/195 [32.3%] pre, 109/154 [70.8%] post; p< 0.001)
(Figure). Among 172 drug screens ordered in the absence of
maternal tests, 80 were positive (24/63 [38.1%] pre, 56/109 [51.4%]
post, p = 0.093). The number of neonates testing positive for
specific substances did not significantly differ between the pre-
and post-periods (Table).
Conclusion: After implementing the obstetric substance use
screening protocol, neonatal substance use screening in the
absence of maternal screening occurred more frequently post-
intervention than pre-intervention despite similar rates of posi-
tive tests and substances forwhich neonates tested positive. These
findings suggest a need for further investigation into the factors
driving this increase in discordant testing and the potential
implications for both neonatal and maternal care and support
strategies in the future.
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392 | Prior Delivery History and Risk of Placenta Accreta
Spectrum

Alesha M. White1; Ariana Weiss1; Jessica E. Pruszynski2;
Christina L. Herrera1
1University of Texas Southwestern Medical Center, Dallas, TX;
2University of Texas Southwestern, Dallas, TX

4:00 PM - 6:00 PM
Objective: Previous cesarean delivery, prior uterine procedures,
in vitro fertilization and placenta previa are known risk factors
for placenta accreta spectrum (PAS). Further studies investigating
prior delivery characteristics and risk of PAS are limited. The
objective of this study was to describe additional risk factors in
prior deliveries associated with the development of PAS.
Study Design: This was a case-control study at a single insti-
tution from June 2009 through June 2022 that included patients
with prenatal suspicion of PAS based on imaging and confirmed
at the time of delivery. Cases were matched to controls based
on age, race, number of cesarean deliveries and prior vaginal
birth. Prior delivery characteristics included preterm prelabor
rupture of membranes, preterm birth, chorioamnionitis, delivery
stage, uterine incision, bladder flap closure, peritoneal closure
and manual placental extraction. Location of placenta in relation
to the internal os on second trimester sonogram in the prior
pregnancy was also analyzed. A conditional logistic regression
model was used, that accounted for 3:1 matching, to compare
cases to controls. A p-value less than 0.05 was significant.
Results: 55 cases were matched to 165 controls. There were no
differences in maternal characteristics or comorbidities. Cases
were more likely to have experienced preterm birth (OR 3.00
95% CI 1.37-6.57) and have had a manual placenta extraction (OR
5.25 95% CI 1.54-17.93) in a prior delivery. Placental location in a
prior pregnancy was not significantly different between cases and
controls (Table).
Conclusion: Pretermbirth andmanual extraction of the placenta
in a prior pregnancy appear to be additional risk factors for

development of PAS in future pregnancies. Furthermulticentered
studies with a larger population are needed to further understand
other risk factors for PAS.

393 | Postpartum EPDS Scores in Prenatally Suspected
Placenta Accreta Spectrum

Alesha M. White1; Ellery R. Cohn1; Mishel Malik1; Jessica E.
Pruszynski2; Catherine Y. Spong1; Christina L. Herrera1
1University of Texas Southwestern Medical Center, Dallas, TX;
2University of Texas Southwestern, Dallas, TX

4:00 PM - 6:00 PM
Objective: Placenta accreta spectrum (PAS) is a life-threatening
condition and may impact mental health. Peripartum hysterec-
tomy is also independently associated. This study’s objective
was to assess the association of prenatally suspected PAS and
Edinburgh Postnatal Depression Scale (EPDS) scores.
Study Design: This was a case-control study of singleton preg-
nancies from 2010 to 2024. Cases with prenatal suspicion of
PAS based on imaging were matched to controls by age, parity,
cesarean delivery andwhether the cesareanwas scheduled. Those
with fetal anomalies or stillbirth after 24 weeks gestation were
excluded. Postpartum EPDS scores were compared with patients
with prenatal suspicion of PAS by hysterectomy status using the
Kruskal-Wallis test and to matched controls using the Wilcoxon
signed rank test.
Results: Of 184 cases matched 101 had available EPDS scores.
This was significantly different frommatched controls where 150
scores were available (55% vs 82% %, p< 0.001). Sixty-two (61.4%)
of cases with EPDS scores underwent hysterectomy. Median
EPDS scores were not statistically higher (3 (1-7) vs 3 (1-4), p
= 0.114) comparing cases to matched controls. Among cases,
patients that underwent hysterectomy had significantly higher
median EPDS scores (4 (2-8) vs 2 (0-5), p= 0.049). The percentage
of EPDS scores thatwould require intervention and referral (score
of≥13)were not significantly different between cases and controls
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(p = 0.206), however all five cases with EPDS score ≥13 had a
hysterectomy compared to none in the controls (p = 0.048).
Conclusion: Patients with prenatal suspicion of PAS were less
likely to attend their routine postpartum visit. Compared to
matched controls, these patients did not have higher postpartum
EPDS scores following delivery but performance of hysterectomy
increased EPDS score significantly. Providing counseling services
in pregnancy and enhanced postpartum interventions may be of
benefit.

394 | Impact of Antenatally Suspected UterineWindow on
Maternal and Neonatal Outcomes

Alexa L. Cohen1; Carly Pickett2; Taylor Douglas2; Grace M. Lee2;
Chloe Porigow2; Pe’er Dar2; Georgios Doulaveris2
1University of Miami Health System, Miami, FL; 2Montefiore
Medical Center, Albert Einstein College of Medicine, New York, NY

4:00 PM - 6:00 PM
Objective: Prenatal sonographic suspicion for uterine window
at a prior cesarean scar niche may impact mode and timing
of delivery. We aimed to investigate maternal and neonatal
outcomes in patients with prenatal suspicion of uterine window.
Study Design: Retrospective cohort study of all patients with
a sonographic diagnosis of a uterine window at a tertiary
referral academic institution from 2014-2024. Uterine window
was defined as lower uterine myometrial segment >10mm in
length and thickness < 2mm on 2nd trimester transvaginal
ultrasound. Patients were compared to controls with a history
of cesarean delivery (CD) without a uterine window, electing
a repeat CD. All study patients were planned for repeat CD at
early term (37 weeks). Primary outcome was a composite adverse
maternal outcome (uterine rupture, blood loss>1.5L, transfusion,
intensive care unit (ICU) admission, need for vasopressors and
hysterectomy). Secondary outcomes included APGAR < 7, NICU
admission and a composite neonatal morbidity outcome (sepsis,
respiratory distress, and IVH or NEC). Multivariable logistic
regression analysis was performed.
Results: Study included 103 patients with mid-gestation suspi-
cion of uterine window and 103 matched controls. There was
no significant difference in age, race/ethnicity, BMI, or parity
between groups. Uterine rupture occurred in two (1.94%) study
patients and one (0.9%) control. Delivery on the planned date was
similar between groups (67.0% vs 69.9%, p = 0.6). Actual delivery
occurred earlier for study patients (36.3 ±0.2 weeks vs 38.2 ±0.2
weeks, p< 0.01).Maternal composite adverse outcomewas higher
in study patients (22.3% vs 11.7%, p = 0.04). Study neonates had
similar APGAR scores, but were more likely to be admitted to
NICU (20.4% vs 9.7%, p = 0.03) and had higher morbidity (16.5%
vs 6.8%, p = 0.02), compared with controls.

Conclusion: Patients with 2nd trimester sonographic suspicion
for uterine window are at increased risk for iatrogenic earlier
delivery, and higher maternal and neonatal morbidity. Possible
benefits of earlier scheduled repeat CD should beweighed against
the increased neonatal risks.

395 | Isolated Large Fetal Abdominal Circumference is
Associated with Adverse Perinatal Outcomes in
Non-Diabetic Pregnancies

Alexa L. Cohen1; Eliane Shinder2; Grace M. Lee2; Chloe
Porigow2; Pe’er Dar2; Georgios Doulaveris2
1University of Miami Health System, Miami, FL; 2Montefiore
Medical Center, Albert Einstein College of Medicine, New York, NY

4:00 PM - 6:00 PM
Objective: The Society of Maternal Fetal Medicine currently rec-
ognizes an association between large for gestational age (LGA),
defined as estimated fetal weight (EFW) >90%, and adverse
perinatal outcomes. Our study aimed to assess the impact of
isolated large fetal abdominal circumference (AC) on maternal
and neonatal outcomes in non-diabetic pregnancies.
Study Design: Retrospective cohort analysis of patients at an
urban academic institutionwhohadultrasonography between 35-
36 weeks to estimate fetal weight. Those with multiple gestation,
pregestational or gestational diabetes, prior cesarean delivery
(CD) and contraindication to vaginal delivery were excluded.
Outcomes were compared between three groups: a) appropriate
for gestational age (AGA): AC and EFW between 10-90%, b)
Isolated largeAC:AC>90% and c) LGA: EFW>90%.Groupswere
matched by parity and gestational age by ultrasound. Primary
outcome was primary CD. Secondary outcomes included shoul-
der dystocia, hemorrhage >1.5L, composite adverse maternal
outcome (transfusion, infection, ICU admission, intubation, and
mortality) and composite adverse neonatal outcome (APGAR <

7 at 5 min, NICU admission, neonatal morbidity and mortality).
Analysis was performed using multivariate logistic regression.
Results: 765 patients were included: 255 in each group. There
was no difference in age, parity, body mass index and hyper-
tension among groups. Macrosomia (>4000 grams) at birth was
confirmed in 2.4% of AGA, 12.5% of large AC and 38.0% of
LGA group (p< 0.01). Patients with isolated large AC were more
likely to have primary CD (aOR 2.41, 95%CI 1.56-3.71, p< 0.01),
hemorrhage (aOR 2.76, 95%CI 1.19-6.45, p = 0.01) and composite
adverse neonatal outcome (aOR 2.98, 95%CI 1.71-5.21, p< 0.01),
when compared to AGA group. Outcomes were similar between
large AC and LGA groups.
Conclusion: Isolated large AC with normal EFW is associated
with an increased risk of primary CD and adverse perinatal
outcomes in non-diabetic pregnancies. Including isolated large
AC in the definition of LGA may improve counseling, delivery
planning, and perinatal management.

396 | Accuracy of Point of Care Urine Drug Screen Testing
in Pregnancies Complicated by Opioid Use

Alexander M. Harrison, Sr.1; Cynthia Cockerham2; Nancy
Hendrix3; Asmita Shrestha2; Wendy Whitley2; Barbara V. Parilla2
1University Of Kentucky, Lexington, KY; 2University of Kentucky,
Lexington, KY; 3University of Kentucky, University of Kentucky, KY
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4:00 PM - 6:00 PM
Objective: To evaluate the accuracy of point of care (POC)
versus the gold standard quantitative urine drug screen in a
comprehensive perinatal substance treatment program.
Study Design: This study was from a longitudinal cohort of
women receiving prenatal care through a comprehensive peri-
natal substance use treatment program between 2014 and 2024.
We assessed participants who had both a POC and a quantitative
urine drug screen (UDS) result during the same prenatal visit.
Postpartum visits were excluded.
Results: Data was available for 2079 samples collected for a POC
analysis and a quantitative drug screen, and the results were
compared. We looked specifically at the accuracy of identifying
opioids as most of our patients are on medication for opioid
use disorder (MOUD). A true positive was defined as the POC
matching the gold standard urine quantitative result. 78.2% (76.3,
79.9%) of the time the POC test yielded results matching the
quantitative assessment. 21.8% of the time the POC was positive
for an opiate when the quantitative was negative either for an
opiate or for that specific opiate. The test yielded a positive
predictive value of 79.5% (78.7, 80.2%) and a negative predictive
value of 64.9% (58.2, 71.0%).
Conclusion: POC is not an accurate tool for use in pregnancy
when evaluating compliance with MOUD. False positive and
false negative results can adversely affect decisions that impact
the patient and fetus. This can result in loss of trust in the
medical system, decreased likelihood to engage in care, and
poorer outcomes. More accurate quantitative tests should be
utilized for evaluating compliance with treatment.

397 | Increased Buprenorphine Dosing FrequencyWas Not
AssociatedWith An Increase In Neonatal Opioid
Withdrawal Syndrome

Alexander M. Harrison, Sr.1; Cynthia Cockerham2; Katherine
Vignes3; Asmita Shrestha2; Ronald Clarkson2; Gregory Hawk2;
John O’Brien2; Barbara V. Parilla2
1University Of Kentucky, Lexington, KY; 2University of Kentucky,
Lexington, KY; 3Oschner, New Orleans, LA

4:00 PM - 6:00 PM
Objective: Pregnancy alters the pharmacokinetics of buprenor-
phine with the need for increased dosing frequency to stay in
the therapeutic range. We sought to evaluate whether increased
dosing frequency is associated with an increased risk of Neonatal
Opioid Withdrawal Syndrome (NOWS).
Study Design: This study was from a longitudinal cohort of
pregnant persons receiving prenatal care through a multidisci-
plinary program for substance use disorder (SUD) between 2015
and 2024. We compared outcomes between patients prescribed
once-a-day (QD) dosing verses twice a day (BID) or greater dosing
of buprenorphine. Women not taking buprenorphine at delivery
were excluded as well as those with less than 6 visits. Fisher’s
exact and two-sample t-tests were used for our statistical analysis.
Results: 367 patients were included, with 266 (72.5%) receiving
QD dosing versus 101 (27.5%) dosed BID or more. Demographics
were similar between groups including tobacco use. There was
no significant difference in gestational age at delivery (38.4 +/-
2.2, 38.1 +/- 1.9;, p = 0.25), rate of preterm birth (9.4%, 12.9%, p =
0.34), birthweight percentile (37.6+/- 25.5, 32.5+/- 22.7, p= 0.08),

rate of NOWS (48.9%, 45.5%, p = 0.68), length of hospital days (11
[6 to 20.2], 13 [6 to 20.0], p= 0.37) or NOWS treatment days (15 [10
to 20], 14 [11 to 24], p = 0.28).
Conclusion: An increase in dosing frequency was not associated
with an increased risk of NOWS. Our data suggests that providers
may be able to dose buprenorphine based on patient’s needs (crav-
ings and withdrawal symptoms) without concern of increasing
the risk of NOWS.

398 | Unplanned Cesarean Delivery is Associated with
Higher Risk of Postpartum Depression and Engagement
in Care

Alexandra N. Mills1; Nicola F. Tavella2; Rachel Meislin2; Chelsea
A. DeBolt2
1Division of Maternal-Fetal Medicine, Icahn School of Medicine at
Mount Sinai, New York, NY; 2Icahn School of Medicine at Mount
Sinai, New York, NY

4:00 PM - 6:00 PM
Objective: Postpartum depression (PPD) is a serious pregnancy
complication, affecting 10-15% of postpartum people. Studies sug-
gest an association between method of delivery (MOD) and PPD.
Intrapartum experiences may contribute to PPD development
and affect patient engagement in healthcare after birth through
attendance at the six week postpartum visit (PPV). This study
aims to interrogate the associations between MOD and PPD as
well as PPV attendance in a large national pregnancy dataset.
Study Design: This was a retrospective study using the Preg-
nancy Assistance Monitoring Systems (PRAMS) national dataset
by the United States Centers for Disease Control and Prevention
(CDC). The cohort includes patients for whom MOD, demo-
graphic, and outcome data was available. The outcome of interest
was PPD (via survey-administered PHQ-2 and patient-reported
via survey), and attendance at the 6-week PPV (patient-reported
via survey). The predictor variable was MOD: vaginal delivery
(VD), planned cesarean delivery (CD), or unplanned CD. Chi-
squared tests examined differences between groups and logis-
tic regression models adjusting for maternal factors estimated
adjusted odds ratios (aOR) of outcomes given MOD.
Results: This study included 6078 pregnancies: 3481 VDs (57.3%),
and 2597 CDs (42.7%). Of the CDs, 1066 were planned CDs while
1531 were unplanned CDs. These groups differed significantly by
maternal age, years of education, and household income. While
those who delivered by planned CD did not have increased odds
of PPD compared to VD, those who delivered by unplanned CD
had increased odds of PPD as compared to VD (aOR 1.19 (1.04,
1.44)), and were significantly more likely to attend a postpartum
visit (aOR 1.22 (1.05, 1.56)).
Conclusion: This study found that participants who delivered
by unplanned CD but not planned CD are at increased odds
of developing PPD and attending PPV compared to VD. Future
work should focus on the physical and psychosocial stressors of
an unplanned CD that may contribute to PPD development and
postpartum care engagement.
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399 | Risks Factors of Perinatal Morbidity After
Instrumental Delivery Among Nulliparous Women

Alexiane LOUIS1; Paul BERVEILLER2; Bertrand GACHON3;
PATRICK ROZENBERG4; ANNE ROUSSEAU5

1CH Poissy Saint Germain en laye, Poissy, Poissy, Ile-de-France;
2CH Poissy Saint Germain en Laye, Poissy, Ile-de-France; 3CH
Poitiers, Poitiers, Poitou-Charentes; 4UVSQ, Neuilly sur seine,
Ile-de-France; 5UVSQ, Poissy, Ile-de-France

4:00 PM - 6:00 PM
Objective: Instrumental vaginal delivery is a common practice,
especially among nulliparous women, and may increase the risk
of neonatal morbidity. However, there is a paucity of recent data
regarding the risk factors for neonatal morbidity in this context.
The goal is to identify risk factors of neonatal morbidity during
instrumental vaginal deliveries among nulliparous women.
StudyDesign: This is an ancillary study of the prospective cohort
study INSTRUMODA, the aim of which was to evaluate the
protective effect of episiotomy on anal sphincter injury among
nulliparous women during instrumental vaginal delivery. This
study was conducted in 111 maternity units in France between
April 2021 andMarch 2022. Instrumental deliverieswere included
from 34 weeks of gestation. Our primary outcome was a com-
posite criterion of neonatal morbidity, including: Apgar score <
7 at 5 minutes, pH < 7.10, neonatal intensive care unit admission,
hypothermia therapy, peripartum death, and cephalic or upper-
limb trauma. The association between potential risk factors
and perinatal morbidity was assessed using logistic regression,

accounting for a center effect. Imputation was performed for
missing data.
Results: A total of 11,938 instrumental deliveries were included.
The primary outcome was observed in 16.9% of deliveries (table
1). Increased perinatal morbidity was associated with sequential
instrument use (aOR= 1.50, 95% CI= 1.26–1.76), occiput posterior
position (a OR= 1.30, 95% CI= 1.07–1.58), and delivery between 8
PM and 8AM (aOR= 1.16, 95%CI= 1.05–1.29) (table 2). There was
no significant difference in neonatal morbidity related to the type
of instrument used (vacuum or forceps) or associated obstetric
pathology (macrosomia, preeclampsia, IUGR).
Conclusion: Sequential use of instruments, occiput posterior
fetal position, and deliveries occurring during night shifts are
risk factors of neonatal morbidity in case of instrumental vaginal
births among nulliparous women. However, neither the type of
instrument nor associated obstetric pathology influence neonatal
morbidity.

400 | Maternal and Neonatal Outcomes Following
Maternal Cardiac Arrest

Allison Kurzeja1; Lindsay Yeh1; Anna Buford2; Yevgenia Y.
Fomina2; Jessica E. Pruszynski2; C. Edward Wells1
1University of Texas Southwestern Medical Center, Dallas, TX;
2University of Texas Southwestern, Dallas, TX

4:00 PM - 6:00 PM
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Objective: Maternal cardiac arrest is an uncommon but catas-
trophic event. We sought to define the maternal and neonatal
outcomes associated with maternal code at our public tertiary
care center.
Study Design: This is a single-institution retrospective cohort
study of cases of maternal cardiac arrest from 2010 through 2024
at a large county hospital. Demographics and data regarding
maternal code events, delivery, and neonatal outcomes were
obtained from the medical record. All cases of maternal codes in
the setting of pregnancy or within six months postpartum were
included. A descriptive statistical analysis was completed.
Results: Thirty-eight maternal codes were identified during the
study timeframe, with 169,848 deliveries, this is consistent with 2
per 10,000 births. Of the 38 cases, 6 occurred at a gestational age
of less than 20 weeks. Thirty-five codes occurred in the hospital
with 25 (71%) resulting in return of spontaneous circulation
(ROSC). Of the 3 cases of cardiac arrest outside of the hospital,
only one patient survived. Overall, 23 individuals (61%) survived
until discharge with an average length of stay of 18.2 days. For
survivors, ROSC was achieved within 5 minutes in 74%. Eleven of
the 38 individuals had a live fetus at 24 weeks or greater at the
time of code. A resuscitative hysterotomy occurred in 9 out of 11
(82%)with amedian time fromcode to delivery of 4minutes.All of
the neonates who underwent resuscitative hysterotomy survived
until discharge. NICU admission occurred in the majority (78%),
with 44% requiring mechanical ventilation and 33% complicated
by hypoxic-ischemic encephalopathy. An additional 13 patients
experienced a code in the immediate peripartum period with a
median time from delivery to maternal code of 22 minutes.
Conclusion: Despite the infrequent and high acuity nature of
maternal codes, achievement of ROSC and survival remains
high, especially in the event of in-hospital cardiac arrest. Rapid
delivery of the neonate, within four minutes of maternal code,
was associated with a high likelihood of neonatal survival in the
setting of viability.
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401 | Increasing Antimicrobial Resistance Among
Post-Cesarean Surgical Site Infections at a Large Public
Hospital from 2009-2019

Allison Kurzeja1; Isabelle Mulder1; Amanda C. Zofkie1; Dena
Taherzadeh2; Darlene Madriz2; April R. Gorman1; Scott W.
Roberts1; Emily H. Adhikari1
1University of Texas Southwestern Medical Center, Dallas, TX;
2Parkland Health, Dallas, TX

4:00 PM - 6:00 PM
Objective: To evaluate trends of bacterial composition and
antimicrobial resistance among post cesarean surgical site infec-
tions (SSIs) in a cohort exposed to contemporary antibiotic
prophylaxis.
Study Design: This is a single-institution retrospective cohort
study of post-cesarean SSIs for whom culture data was available
between 2009-2019 at a large county hospital. Medical records
were reviewed to examine microbes isolated, and antimicrobial
susceptibility data over time and by wound class. Wounds were
clinically classified as superficial, deep, or organ space SSIs
according to National Healthcare Safety Network guidelines.
Logistic regression was completed to look at trends over time for
antimicrobial resistance and bacterial composition.
Results: Of 41,338 cesarean sections, 484 cultured wounds were
identified. 104 individuals (21.5%) had chorioamnionitis pre-
ceding delivery. SSI incidence remained below 2% consistently;
however, positive cultures increased during the study (p= 0.005).
For all organisms isolated, resistance to any antibiotic increased at
a rate of 0.65 per year (p= 0.13 for trend). Escherichia coli (E.coli)
was the most prevalent microbe identified in 67(13.8%), including
55(11.4%) superficial and 12(2.5%) deep or organ space infections.
Significant increases in both the frequency of E. coli isolates
among superficial SSIs (0.75 per year, p = 0.005) and antibiotic
resistance of E.coli (0.49 per year, p = 0.014) were seen. Of E. coli
isolates with susceptibility testing, 9/23 (37.5%) were resistant to
ampicillin, 25/58 (49.1%) to ampicillin-sulbactam, 13/63 (23%) to
gentamicin, and 23/66 (34.8%) to Bactrim.
Conclusion: While post-operative cesarean SSI rates have
remained relatively constant at a single center over the past
decade, antibiotic resistance is increasing, particularly among E.
coli isolates. The impact of increasing antimicrobial resistance
on maternal and neonatal morbidity and infection-associated
healthcare costs warrants further study, and safety data for newer
antimicrobial agents in pregnancy and lactation are urgently
needed.

402 | Polyhydramnios is Associated withWorse Perinatal
Outcomes Among Non-Anomalous Births Complicated by
Diabetes

Alyssa R. Hersh; Bharti Garg; Wendy Tian; Kristin C. Prewitt;
Amy M. Valent; Aaron B. Caughey
Oregon Health & Science University, Portland, OR

4:00 PM - 6:00 PM
Objective: Pre-existing diabetes mellitus (DM) is associated with
adverse perinatal outcomes. Polyhydramnios is more common
among pregnant persons with DM, particularly those with
suboptimal glycemic control. Our study examined perinatal
outcomes in patients with DM in pregnancy with co-occurring
polyhydramnios.
Study Design: This was a retrospective cohort study of births
in California complicated by pre-existing DM between 2008-
2020. We included singleton, non-anomalous births between 32
and 42 weeks of gestation. We assessed numerous maternal and
neonatal outcomes among births complicated by polyhydram-
nios compared to those without polyhydramnios. We performed
bivariate and multivariable logistic regression analyses adjusting
for significant confounders with a p-value of 0.05.
Results: There were 56,106 people with DM included in this
study, of which 1,767 (3.1%) had polyhydramnios. Polyhydramnios
was associated with worse outcomes for both pregnant persons
and their neonates. There were strong associations observed
between polyhydramnios and cesarean delivery despite stratifi-
cation by history of cesarean delivery, and there were also strong
associations with concurrent macrosomia (46.3% vs 19.4%, p<
0.001; aOR 3.41, 95% CI 3.07-3.78) and infant death (0.7% vs 0.2%,
p< 0.001; aOR 2.48, 95% CI 1.28-4.81). Additionally, hypertensive
disorders, severematernal morbidity, lower APGAR at 5 minutes,
neonatal ICU admission, and respiratory distress syndrome were
more common among people with DM and polyhydramnios.
Conclusion: Polyhydramnios was associated with significantly
worse outcomes among pregnant people with pre-pregnancy
DM. These results highlight the importance of strategies to
mitigate the risk of development of polyhydramnios and optimize
glycemic control in patients with DM to improve perinatal
outcomes.
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403 | Perinatal Outcomes Pre- and Post-Arrive Trial
Publication Among Low-Risk Term Nulliparous Births in
California

Alyssa R. Hersh; Bharti Garg; Megha Arora; Aaron B. Caughey
Oregon Health & Science University, Portland, OR

4:00 PM - 6:00 PM
Objective: Following publication of the ARRIVE trial in 2018,
therewere notable changes to pregnancymanagement of low-risk
nulliparous patients at term, particularly in rates of induction of
labor. Therefore, we sought to assess the differences in manage-
ment and outcomes pre- and post-ARRIVE trial publication.
StudyDesign: This was a retrospective cohort study of singleton,
non-anomalous, nulliparas between 39-42 weeks of gestation in
California. To assess only low-risk pregnant persons, we excluded
births complicated by chronic hypertension, diabetes, breech
presentation, advanced maternal age, oligohydramnios, polyhy-
dramnios, and placental conditions requiring cesarean delivery.
We assessed births in the two years before and after publication
of the ARRIVE trial, 2016-2017 and 2019-2020, respectively. We
assessed overall outcomes among the entire cohort, then stratified
by week of gestation. Chi squared and multivariable logistic
regression were used for statistical analyses.
Results: There were 151,779 births in 2016-2017 and 126,829
births in 2019-2020 that met our inclusion criteria. Compared
with pre-ARRIVE trial publication, induction of labor increased
(31.8% vs. 39.1%, p< 0.001) and the rate of cesarean delivery
decreased (22.7% vs. 21.3%, p< 0.001). There was a lower rate
of adverse neonatal outcomes post-ARRIVE trial publication,
including NICU admission (7.4% vs. 6.4%, p< 0.001), respiratory
distress syndrome (0.49% vs. 0.44%, p = 0.041), and stillbirth
(0.09% vs. 0.06%, p = 0.002). Outcomes remained similar upon
stratification by week of gestation.
Conclusion: In this study, we found that maternal and neonatal
outcomes were improved on a state level after publication of
the ARRIVE trial in 2019-2020 when compared to 2016-2017. As
management of low-risk nulliparas at term continues to evolve, it
is critical to continue to assess outcomes on a population level.

404 | Circadian Variations of Glucose Challenge Test
Results In Pregnancy: Examining Non-Linear Trends

Amanda Makol1; Luke Keating2; R. Jonathan Robitsek1; Tristen
Tang1; Bailey Lien1; Lena Woo1; Ivan Ngai1
1Flushing Hospital Medical Center, Queens, NY; 2Flushing
Hsopital Medical Center, Queens, NY

4:00 PM - 6:00 PM
Objective: Research has documented circadian variations in
glucose challenge test (GCT) results by comparing morning to
afternoon collection. Variations by collection time have impli-
cations for the performance of potentially unnecessary glucose
tolerance tests (GTTs). However, more detailed examination of
the complex non-linear trends in GCT results across collection
times has yet to be conducted. Therefore, we aim to examine non-
linear relations between collection time and GCT values using
polynomial regression.
Study Design: This is a retrospective cohort study of all preg-
nancies 2017-2023 for which GCT was collected after 24 weeks in
a community hospital in New York. Patients with pregestational
diabetes mellitus (DM), or early diagnosis of DM in the 1st or 2nd
trimester were excluded. To examine non-linear trends in GCT
values, we used polynomial regression with a stepwise approach
to adding polynomial terms to the initial linear model, assessing
model fit with each inclusion.
Results: Our sample included 5341 pregnancies for which GCT
was collected. The sample was highly racially/ethnically diverse
(Asian: 23.62%, Hispanic/Latino: 66.39%, Other: 10.99%). In the
final model, we found significant linear (B = .47, p = .034),
quadratic (B = -.18, p< .001), and cubic terms (B = -.02, p< .001),
indicating a non-linear relationship of GCT valueswith collection
time. Evaluation of inflection points showed that GCT values
reached a local maximum at approximately 1:30pm.
Conclusion: GCT values vary with diurnal rhythms, such that
observed values appear to increase throughout the AM, peak in
the early afternoon, and then trend downwards. These findings
have clinical implications, as GCTs collected in the afternoonmay
lead to more false positives and potentially unnecessary further
testing by GTT. Overall, these data suggest that GDM screening
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protocols that include the GCT should be refined to account for
the effect of time of day on test performance.

405 | Adherence to Antiseizure Medications in Pregnancy

Amelie Pham1; Andrew D. Wiese1; Andrew J. Spieker1; Chad
You2; Ashley A. Leech1; Margaret A. Adgent1; Carlos G.
Grijalva1; Sarah S. Osmundson1
1Vanderbilt University Medical Center, Nashville, TN; 2Vanderbilt
University Medical Center, Nasvhille, TN

4:00 PM - 6:00 PM
Objective: To evaluate antiseizure medication (ASM) adherence
in pregnancy.
Study Design: We constructed a retrospective cohort of births
(2007-2019) among patients ≥ 20 weeks’ gestation with contin-
uous Tennessee Medicaid enrollment 90 days before conception
through delivery, using linked healthcare claims, prescription
fills, hospital discharge, and birth certificate data. We included
births to patients aged 15-44 with evidence of ASM use before
and during pregnancy, defined by ≥ 2 prescription fills in the
90 days before conception and ≥ 1 prescription fill between
conception and delivery, for a single ASM (monotherapy for
newer (levetiracetam, lamotrigine, oxcarbazepine, zonisamide)
or older (carbamazepine, phenytoin, and valproate) ASM). We
excluded births where patients switched to an alternative ASM
or used > 1 ASM (polytherapy). We categorized timing of ASM
discontinuation and calculated adherence as the percentage
of days covered by filled ASM prescriptions from conception
through delivery, accounting for hospitalizations. We evaluated
ASM use and adherence by medication, class, and associated
epilepsy diagnosis.
Results: Among 2,135 eligible births with ASM monotherapy,
30%had an epilepsy diagnosis and 41%hadno diagnosis tradition-
ally associated with ASMs (Table 1). Overall median adherence
was low (23%, IQR 12-67%) with 58% discontinuing ASMs before
the third trimester (Table 2). Adherence did not significantly
differ by ASM class, but was higher among levetiracetam and
phenytoin users and significantly higher among births with an
epilepsy diagnosis compared to those without (Table 2). Most
common ASMs used, by class, were lamotrigine and carba-
mazepine in all users compared to levetiracetam and phenytoin
in those with epilepsy.
Conclusion: The American Academy of Neurology recommends
continued use of most ASMs in pregnancy when clinically
indicated. In our cohort of births with regular ASMuse preceding
pregnancy, ASM adherence in pregnancy was poor. These find-
ings emphasize the need for improved patient counseling onASM
use in pregnancy.

407 | is Timing of Onset of Early Fetal Growth Restriction
Associated withWorse Outcomes?

Anam Farooqui1; Emily K. Guernsey2; Vanya Manthena2; Kelly
Nelson Kelly2; Andrew Rausch2; Ryan E. Longman2; Ashish
Premkumar2
1University of Chicago, Chicago, IL; 2Pritzker School of Medicine,
University of Chicago, Chicago, IL

4:00 PM - 6:00 PM
Objective: Fetal growth restriction (FGR) is associated with sig-
nificant neonatal morbidity and mortality, which can especially
be impacted by timing of onset. Limited data are available to
assess whether timing of diagnosis among the high-risk cohort of
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early-onset FGR (i.e., diagnosis at < 32 weeks) is associated with
adverse outcomes.
Study Design: We conducted a single-site retrospective study of
singleton gestations with early-onset FGR, diagnosed between
2020-2023. The exposure was gestational age (GA) at time of
diagnosis, dichotomized into 20-27 weeks (group 1) and 28-31
weeks (group 2). The primary outcome was a composite of
adverse neonatal outcomes (i.e., neonatal intensive care unit
admission, respiratory distress syndrome, need for intubation,
sepsis, necrotizing enterocolitis, intraventricular hemorrhage,
periventricular leukomalacia, retinopathy of prematurity, death).
Secondary outcomes were GA at delivery, route of delivery,
diagnosis of small-for-gestational age, neonatal length of stay,
and all components of the primary outcome. Bi- and multivariate
analyses were performed.
Results: 94 participants were eligible; 52% (n = 49) were in
group 1 and 48% (n = 45) were in group 2. Individuals with
earlier onset of FGR were more likely to have public payor
insurance, be nulliparous and have hypertensive disorders (Table
1). The frequency of the composite outcome was not significantly
different between the two groups (45 v. 29%, RR 1.55, 95% CI 0.89-
2.70), even after controlling for receipt of antenatal steroids (aRR
1.29, 95% CI 0.82-2.04). Furthermore, there were no differences in
any of the secondary outcomes (Table 2).
Conclusion: GA at diagnosis of early-onset FGR is not associated
withworsematernal or perinatal outcomes, though the direction-
ality of the findings warrants further investigation with a larger
sample size.

408 | Impact of Health-Related Social Needs on
Postpartum Anxiety in an Underserved Urban
Community

Andrea Rizkallah1; Ashlyn K. Lafferty2; Robert B. Martin2;
Elaine L. Duryea2; Kristie R. Wilburn-Wren2; Donald D.
McIntire2; Catherine Y. Spong2; David B. Nelson2
1UT Southwestern, Dallas, TX; 2University of Texas Southwestern
Medical Center, Dallas, TX

4:00 PM - 6:00 PM
Objective: The aim of this study was to determine the associ-
ation of health-related social needs (HRSNs) with postpartum
anxiety for individuals living in underserved communities. We
hypothesized that individuals with greater social needs would
have increased rates of anxiety after birth.
Study Design: This was a prospective observational study of
patients delivered from 1 Oct 2020 through 31 Dec 2022 with
subsequent 1-year follow-up postpartum. Participants living in
underserved areas identified through a community-health needs
assessment were enrolled in a dedicated, multidisciplinary post-
partum care program. HRSNs were assessed upon enrollment
using a standardized assessment modeled from the HealthyPeo-
ple2030 framework, and medical services were provided for 12
months. Patients were screened for anxiety using Generalized
Anxiety Disorder-7 (GAD-7), at 1, 3, 6, and 9months with positive
scores ≥ 10 prompting mental health referral. Cochran-Armitage
trend testwas used to examine the association between number of
HRSN and GAD-7 and the number of visits completed in relation
to the type of HRSN.
Results: Of 1647 enrolled, 64.5% (N = 1063) reported at least
one HRSN with 28% (N = 468), 16% (N = 257), and 21% (N =
338) of individuals reporting one, two, or more than two HRSN,
respectively. The most prevalent HRSNs were poor WiFi (23.6%),
access to childcare (21%), and missed electric or gas bill (15.3%).
There was a significant association between increasing number
of reported HRSN and screening positive for anxiety using GAD-
7 instrument (P < 0.001, Figure). Individually, a reported need
for transportation to medical appointments (N = 158) and access
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to childcare (N = 364) were significantly associated with fewer
number of follow-up visits (both P < 0.01).
Conclusion: Among patients living in an underserved urban
community, increasing number of HRSNwas significantly associ-
atedwith higherGAD scores, and specificHRSNswere associated
with lower rates of postpartum follow-up. Addressing HRSN
provides the opportunity to impact maternal wellbeing and
postpartum follow-up.

409 | Development of Common Data Elements for
Maternal Health Research: Results from a Delphi
Consensus Process

Elizabeth Stierman1; Carrie Wolfson2; Sarah Clifford1; Meighan
Mary1; Amanda Burgess1; Khyzer Aziz3; Sean O’Reilly1; Jessica
L. Gleason4; Diane Gumina5; Paul Nagy3; Andreea A. Creanga1
1Johns Hopkins University, Baltimore, MD; 2Johns Hopkins
Bloomberg School of Public Health, Baltimore, MD; 3JHU,
Baltimore, MD; 4Epidemiology Branch, NICHD-NIH, Bethesda,
MD; 5NIH, Bethesda, MD

4:00 PM - 6:00 PM
Objective: Common data elements (CDEs, i.e., standardized
questions paired with allowable responses) are critical for pro-
viding consistency in data collection and promoting research
collaborations. This study aims to determine a minimum report-
ing set of CDEs by NICHD grantees conducting maternal health
(MH) research.
Study Design: NICHD convened a 64-expert panel including
representatives from large research networks, ACOG, SMFM,
CDC, HRSA, and NIH. Experts formed 2 working groups sup-
porting development of biomedical and psychosocial CDEs.
Two modified Delphi processes, each with 2 voting rounds,
were undertaken. In Delphi 1 (03/24-05/24; 84% response rate),
experts voted on MH constructs for standardized data collection
categorized as: Tier 1 (all MH research), Tier 2 (thematic MH
research areas), or neither. Constructs for which >80% of experts
affirmed the importance of standardization were retained for
categorization to Tier 1 or 2 based on majority vote. The Tier 1
list was restricted to constructs with >75% of experts identifying
the construct as Tier 1, forming the minimum set of constructs
for all MH research. For measuring these constructs, in Delphi
2 (07/24-08/24; 70% response rate), experts used 5-point Likert

scales to rate the feasibility and validity of specific CDEs identified
via landscape analysis and literature searches.
Results: Experts voted on 267 biomedical and 194 psychosocial
constructs; 202 biomedical (146 Tier 1; 56 Tier 2) and 144 psychoso-
cial (90 Tier 1; 54 Tier 2) constructs were retained. Restriction
to constructs with >75% Tier 1 votes yielded 35 biomedical and
22 psychosocial constructs in the minimum set of constructs for
all MH researchers (Table). A total of 89 biomedical and 115
psychosocial CDEs were rated by experts during Delphi 2. Of
these, depending on available data source (EHR, survey, other),
theminimum reporting set includes 50-60 CDEs/CDE bundles.
Conclusion: Reporting of CDEs across MH research is expected
to improve data quality, study consistency, data interoperability,
and our understanding of how to improve MH.

410 | Does Fetal Growth Restriction Actually Resolve?
Maternal and Neonatal Risks with Resolved Fetal Growth
Restriction

Angela Nakahara1; Olivia Feltner1; William Fesmire2; Victoria
Schlesinger1; Grace Anne Holladay1; Anna Belk3; Patricia
Goedecke1; Jim Wan2; Kerri Brackney1
1University of Tennessee Health Science Center, Memphis, TN;
2University of Tennessee–Department of Preventative Medicine,
Memphis, TN; 3Regional One Health, Memphis, TN

4:00 PM - 6:00 PM
Objective: Little guidance exists on themanagement of FGR that
resolves, and potential neonatal outcomes including birth weight
and NICU admission are unknown. We compared the likelihood
of identifying small for gestational age (SGA) infants in fetuses
with resolved FGR (based on estimated fetal weight (EFW) and
abdominal circumference (AC) >10th percentile) compared to
those without history of FGR.
Study Design: A retrospective case control study of fetal growth
ultrasounds (US) performed at our institution from 01/2019-
04/2024 was conducted. US evaluating biometric parameters
for singleton pregnancies originally meeting criteria for FGR
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based on EFW or AC < 10th percentile, with resolution of both
EFW and AC parameters, were included. Controls were matched
based on year of birth, gestational age (GA) and maternal age
at delivery. Primary outcome was prevalence of SGA neonate at
birth; secondary outcomes were need for NICU admission, GA
at birth and mode of delivery. We applied a mixed effects logistic
regression model comparing cases and controls.
Results: A total of 140 infants were evaluated. Cases with
resolved FGR had a 2.26 RR (95% CI 1.44-3.24) for SGA. When
controlling for hypertensive disorders of pregnancy, the RR was
2.31 (95% CI 1.46-3.32). The mean GA of delivery was 37 weeks
for both groups (p >0.9) and NICU admission rates were similar
(24% vs 24%, p >0.9). Cesarean section (CS) was more likely
in pregnancies with resolved FGR (37% vs 26%, p = 0.039) and
more likely to be performed for non reassuring fetal heart tones
(NRFHT) than those without history of FGR (10% vs 2.9%, p =
0.025).
Conclusion: Neonates with history of FGR are more likely to be
SGA compared to those with normal growth profile in antenatal
period and are more likely to need CS for NRFHT.

411 | Time is Money: Comparing Costs in 12 Vs 24 Hours of
PostpartumMagnesium

Angela Nakahara1; Bailey Huggins1; Claire Sorenson1; Elise
Sickle1; Victoria Schlesinger1; Zach Berry1; Patricia Goedecke1;
Jim Wan2; Paul J. Wendel1; Kerri Brackney1
1University of Tennessee Health Science Center, Memphis, TN;
2University of Tennessee–Department of Preventative Medicine,
Memphis, TN

4:00 PM - 6:00 PM
Objective: This study evaluates the implementation of a protocol
for shortened magnesium sulfate (MAG) duration in postpartum
seizure prophylaxis for preeclampsia (preE). We compared MAG
administration of 12 vs 24 hours, assessing cost-effectiveness,
patient safety, and postpartum length of stay (LOS), utilizing
clinical parameters to identify suitable candidates.
Study Design: This interrupted time series and retrospective
cohort study evaluated all patients with preE who received MAG
and delivered at a tertiary academic center from 04/2022-04/2024.
Patients meeting clinical criteria were considered for shortened
12 (G1) vs traditional 24 hour (G2) MAG administration. Primary
outcome was difference in mean total hospital cost (MTHC) after
delivery pre vs post protocol; secondary outcomes were number
of patients with G1 course, rates of postpartum preE readmissions
(PPRA), severe maternal morbidity (SMM) and LOS between
groups. Wilcoxon rank sum test was applied to compare variables
between G1 vs G2, with alpha = 0.05 as statistically significant.

Results: A total of 656 patientswere evaluated; 53% (n= 349)were
post protocol, of which 23% (n = 80) met criteria for G1. There
were no statistically significant differences in gestational age at
delivery, delivery for preE, or mode of delivery between pre vs
post protocol groups. The MTHC was not significantly different
after protocol initiation ($9158 vs $9514, p= 0.4) however LOSwas
shorter post protocol (2.72 vs 3.02 days, p = 0.004). Post protocol,
G1 had less MTHC ($6840 vs $9850, p = 0.001) and shorter LOS
(2.23 vs 2.87 days, p < 0.001). PPRA rates were not significantly
different pre protocol (10 vs 6.9%) with RR 0.7 (95% CI 0.4-1.1).
Overall SMMwas decreased post protocol (7.2% vs 14%, p= 0.004)
with G1 having lower SMM vs G2 (0% vs 9.3%, p = 0.005).
Conclusion: ShortenedMAG course is a cost effective considera-
tion with shortened LOS and decreased PPRA, but likely requires
a larger study group to detect overall differences in MTHC. SMM
may be decreased with shortenedMAGhowever, direct causation
cannot be established.

412 | Previable Premature Rupture of the Membranes and
Neonatal Mortality/Morbidity in a National Retrospective
Cohort

Anja Gojic1; Yanchen Wang1; Eleanor Pullenayegum2; Amit
Mukerji1; Swati Agrawal1; Eugene Ng3; Miroslav Stavel4; Yun-Yi
Cui1; Sarah D. McDonald1
1McMaster University, Hamilton, ON; 2Hospital for Sick Children
and University of Toronto, Toronto, ON; 3University of Toronto,
Toronto, ON; 4Royal Columbian Hospital, New Westminster, BC

4:00 PM - 6:00 PM
Objective: Counselling after previable preterm premature rup-
ture of the membranes (PPROM) is challenging due to older
previable PPROM cutoffs and small studies. Our objective was to
assess neonatal mortality/morbidity after previable PPROM < 22
weeks versus no PPROM to assist in counselling at viability and
decision making.
Study Design: We conducted a retrospective cohort study of
liveborn singletons born < 32 wk’ gestation from 2018-2022, who
received active resuscitation (including delivery room deaths),
or did not need it, and were admitted to a neonatal intensive
care unit within the Canadian Neonatal/Preterm Birth Network
database. Among previable PPROM infants, gestational age at
birth and latency period were determined. Our primary outcome
was a composite of neonatal mortality or severe morbidity
consisting of any one or more of severe respiratory distress syn-
drome, severe intraventricular hemorrhage, severe necrotizing
enterocolitis, severe retinopathy of prematurity, moderate/severe
bronchopulmonary dysplasia, cystic periventricular leukomala-
cia or sepsis. Outcomes were compared between infants with
and without previable PPROM < 22 wk, using generalized
estimating equations to account for hospital effect and adjusting
for confounders and covariates.
Results: As onset of previable PPROM (n = 225) increased from
≤16 to 21 wk’ gestation, median gestational age at birth decreased
from 27.5 wk (IQR 24.5, 29.0) to 25.0 (IQR 23.0, 28.0) and latency
period decreased from 86.5 days (IQR 63.5, 98.0) to 30.0 (IQR 15.0,
49.0, Table 1). Infants with previable PPROM had increased odds
of neonatal mortality/severe morbidity (90%), compared to those
without (66%, n = 7846, adj OR 1.71, 95% CI 1.14 to 2.56, Table 2).
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There was a trend toward more sepsis with previable PPROM at
21 wk than earlier.
Conclusion: In a large, contemporary cohort of previable
PPROM (< 22 wk) reaching viability, an inverse relationship was
seen between timing of rupture and gestational age at birth,
decreasing from a median of 27.5 to 25 wk. Almost all previable
PPROM infants experienced mortality/morbidity, almost double
the odds without PPROM.

413 | Induction Compared with Expectant Management at
Term for Individuals with a Prior Cesarean

Ann M. Bruno; On behalf of the Eunice Kennedy Shriver
National Institute of Child Health and Human Development
Maternal-Fetal Medicine Units Network
University of Utah Health, Salt Lake City, UT

4:00 PM - 6:00 PM
Objective: It is common to await spontaneous labor in individ-
uals undertaking a trial of labor after cesarean (TOLAC) over
concern of uterine rupture and its associated harms.We evaluated
whether this concern is warranted.
Study Design: Secondary analysis of a multicenter cohort of
patients delivering on randomly selected days at 17 U.S. hospitals
(2019-20).Dataweremanually abstracted from themedical record
by trained staff. Term individuals with a prior cesarean delivery
(CD) were included while those with a contraindication to
TOLAC, planned repeat CD, multifetal gestation, stillbirth, or
fetal anomaly were excluded. The primary outcome was vagi-
nal birth after cesarean (VBAC). Secondary outcomes included
uterine rupture, maternal morbidity, neonatal morbidity, and
NICU admission. Multivariable modeling estimated the associa-
tion between induction compared with expectant management
and outcomes by gestational week. Adjusted Desirability Of

Outcome Ranking (DOOR) analyses calculated the probability
that induction leads to more desirable dyadic (paired maternal-
neonatal) outcomes. The ordinal DOOR outcome ranged from
VBAC without uterine rupture or morbidity (most desirable) to
CD with uterine rupture and maternal and neonatal morbidity
(least desirable).
Results: Of the 935 individuals included, meanmaternal age was
31 years (± 5), median body mass index 31.8 kg/m2 (interquartile
range 27.7-36.7), and 89% had one prior CD. In adjusted multi-
variable models, there was no association between induction and
odds of VBAC in week 37, 38 or 40; in week 39, induction was
associated with increased odds of VBAC (Table). Induction and
expectant management had similar odds of maternal morbidity
at all weeks, while induction was associated with neonatal
morbidity and NICU admission only at week 37. In DOOR
analyses, induction in week 39 resulted in a higher probability
of a desirable outcome for the dyad (adjusted DOOR probability
55%, 95% CI 51-59%; Figure).
Conclusion: For those undertaking TOLAC, induction com-
pared with expectant management in gestational week 39
optimized outcomes for the maternal-neonatal dyad.
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414 | Maternal and Obstetric Factors Associated with
Successful Cerclage Treatment: A Prediction Model

Annabelle L. van Gils1; Jasper T. Lamens1; Flip W. W. van der
made2; Sanne J. Gordijn3; Brenda J. Hermsen4; Brenda M. M.
Kazemier1; Martijn A. Oudijk5; Eva Pajkrt1
1Amsterdam UMC, Amsterdam, Noord-Holland; 2St. Franciscus
Hospital, Rotterdam, Zuid-Holland; 3University Medical Center
Groningen, Groningen, Groningen; 4Onze Lieve Vrouwe Gasthuis,
Amsterdam, Noord-Holland; 5Amsterdam UMC, location
University of Amsterdam, Amsterdam, Noord-Holland

4:00 PM - 6:00 PM
Objective: Cervical cerclage treatment effectively reduces the
risk of recurrent preterm birth (PTB) in specific subgroups. This
study aimed to identifymaternal and obstetric factors influencing
success of cerclage treatment (i.e. no PTB < 32 weeks) to develop
a prediction model.
Study Design: This multicenter prospective cohort study ana-
lyzed data of the PC-study (NTR4415) and associated observa-
tional cohort. We included patients with prior sPTB < 34 weeks
and a singleton pregnancy who received a history-based (HB)
or an ultrasound-indicated (UI) cerclage. Primary outcome was
PTB < 32 weeks. Maternal and obstetric factors were included
in multivariate logistic regression (MLR) and a risk model was
composed for the HB- and UI group. Subsequently, outcomes
were stratified by risk scores (high, medium and low).
Results: In total, 222 patients received cerclage treatment. PTB
< 32 weeks occurred in 43/222 cases (19.4%), of which 13/85 in
the HB group (15.3%) and 30/137 (21.9%) in the UI group. In the
total group, MLR showed that higher maternal age (p = 0.04),
non-Caucasian ethnicity (p = 0.02) and smoking (p = 0.045)
were associated with decreased cerclage success (i.e. higher PTB
< 32 weeks). In the HB group, event rates were considered too
low for proper MLR. In the UI group, higher maternal age (p =
0.008), smoking (p = 0.005), lower gestational age at placement
(p< 0.001) and lower CL (p = 0.004) were associated with
decreased cerclage success. Individual risk scores in this group
were calculated using the composed risk model. Scores < -1.7
were considered low-risk, -1.7 to 0 medium-risk and > 0 high
risk. For high-risk patients, theUI-model had a positive predictive
value (PV) of 81.3% for occurrence of PTB < 32 weeks. Low-risk
patients had a PV of 91.2% for no PTB< 32 weeks. The AUC of the
ROC-curve was 0.81 (95% CI 0.72–0.90).
Conclusion: Several maternal and obstetric risk factors signif-
icantly influence the success rate of cerclage treatment. The
developed risk model effectively stratifies patients with an UI
cerclage into high, medium, and low risk categories and can be
a valuable tool in counseling patients.

415 | Defining Specific Bile Acid Profiles in Intrahepatic
Cholestasis of Pregnancy

Anne M. Ambia1; Jeffrey McDonald2; Yevgenia Y. Fomina1;
Andrea Rizkallah2; C. Edward Wells3; Catherine Y. Spong3;
Donald D. McIntire3; David B. Nelson3
1University of Texas Southwestern, Dallas, TX; 2UT Southwestern,
Dallas, TX; 3University of Texas Southwestern Medical Center,
Dallas, TX

4:00 PM - 6:00 PM
Objective: Although intrahepatic cholestasis of pregnancy (ICP)
is often diagnosedusing total serumbile acid (BA)measurements,
there is a paucity of information on the individual bile acid
profiles in this enigmatic condition. Thus, our aim was to define
the specific BA profiles among a cohort of pregnant individuals
with ICP.
StudyDesign: Thiswas a prospective, observational cohort study
of pregnant individuals evaluated for ICP from February 2022 to
July 2023 a single academic center. Patients were characterized
into pruritis of pregnancy (total BA < 10 mmol/L, referent), ICP
(BA 10-39 mmol/L), and severe ICP (BA >40 mmol/L) using a
quantitative enzymatic assay. At the time of initial evaluation
for ICP, an additional blood sample was collected to evaluate
for a selection of primary (cholic, chenodeoxycholic), secondary
(deoxycholic), glycol-conjugated (glycocholic, glycodeoxycholic,
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glycolithocholic), and tauro-conjugated (taurocholic, taurochen-
odeoxycholic, taurodeoxycholic, taurolithocholic) forms of BA.
These measurements were conducted using liquid chromatogra-
phy and mass spectrometry methods.
Results: Therewere 39 patients evaluated: 5with pruritis, 24with
ICP, and 10 with severe ICP. Levels of glycocholic, taurocholic,
and taurochenodeoxycholic acids were significantly increased in
those with ICP. When comparing patients with ICP to severe ICP,
there was an increase in both glycol and tauro-conjugated BA
(Figure).
Conclusion: Beyond total BA, patients with ICP have sig-
nificantly elevated levels of specific BA profiles that offer an
important opportunity to better understand the pathophysiology
and treatment targets for this enigmatic condition.

416 | Intrapartum Glycemic Control with IV Insulin
Infusion in Pregestational and Gestational Diabetes

Annkay Alexander1; Yuanfan Ye2; Victoria C. Jauk1; Frances
Burgan1; Carolyn Webster1; Ashley N. Battarbee2
1University of Alabama at Birmingham, Birmingham, AL; 2Center
for Women’s Reproductive Health, University of Alabama at
Birmingham, Birmingham, AL

4:00 PM - 6:00 PM
Objective: ACOG recommends maintaining maternal glucose
< 110mg/dL in labor, often managed with IV insulin infusion.
Our objective was to describe the degree of intrapartum glycemic
control achieved with IV insulin infusion and identify factors
associated with intrapartum glycemic control.
Study Design: A retrospective cohort study of pregnant persons
with pregestational or gestational diabetes who received IV
insulin infusion during labor at a tertiary center was conducted
(2015-2024). Antepartum fetal demise and deliveries < 22 weeks
were excluded. At our center, IV insulin titration is individualized
by clinicians based on hourly glucose values and response to
prior adjustments. The primary outcome was percentage of
intrapartum glucose values within target range of 65-110mg/dL
(TIRLabor). We compared TIRL and other glycemic measures by
diabetes type. Multivariable linear regression with backward
stepwise selection was used to identify sociodemographic and
clinical factors associated with TIRL.

Results: Of 896 included persons, 49 (5%) had A1GDM, 305 (34%)
had A2GDM, 365 (41%) had T2DM, and 177 (20%) had T1DM.
Overall, 52% were non-Hispanic Black, 32% non-Hispanic White,
14% Hispanic; 65% had government insurance; mean BMI was
40±9 kg/m2; mean delivery GAwas 35.8±3.2 weeks; and 72% had
labor induction. The mean TIRL was 51±33% with differences in
glycemic control by diabetes type (Table 1). A2GDM (vs T1D),
labor induction, use of SMBG (vs CGM) for monitoring, greater
number of intrapartum glucose measurements and later delivery
year were associated with higher TIRL, whereas higher HbA1c
and corticosteroids < 7 days before delivery were associated with
lower TIRL (Table 2).
Conclusion: Strict intrapartum glycemic control (65-110 mg/dL)
is difficult to achieve with clinician-managed IV insulin infusion.
Future interventions to improve intrapartum control including
alternatives to clinician-managed IV insulin should address
potential barriers such as diabetes type, suboptimal glycemic con-
trol before admission, recent antenatal corticosteroids, and short
labor duration with fewer intrapartum glucose measurements.
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417 | Time in Range and Barriers to Achieving Continuous
Glucose Monitoring Targets in Type 2 Diabetes

Annkay Alexander1; Amber Sanders2; Claire A. McIlwraith1;
Brian E. Brocato1; Ashley N. Battarbee3
1University of Alabama at Birmingham, Birmingham, AL;
2Lincoln Memorial University DeBusk College of Osteopathic
Medicine, Harrogate, TN; 3Center for Women’s Reproductive
Health, University of Alabama at Birmingham, Birmingham, AL

4:00 PM - 6:00 PM
Objective: For pregnant persons with type 1 diabetes (T1D) using
CGM, the recommended time in target range (TIR, 63-140mg/dL)
is > 70%. However, TIR recommendations for pregnant persons
with type 2 diabetes (T2D) are uncertain. Our objectives were to
evaluate TIR achieved before delivery among pregnant persons
with T2D and identify barriers to achieving TIR > 70%.
Study Design: Retrospective cohort study of gravidae with T2D
who used CGM and received care at a single, tertiary center
(2019-2024). Timed CGM data was downloaded, and TIR in 30
days pre-deliverywas calculated. Factors were compared between
personswith TIR> 70% vs £ 70%.Multivariable logistic regression
with backward selection identified the factors independently
associated with TIR > 70%. Sensitivity analyses evaluated factors
associated with TIR > 70% in 2 weeks and %TIR 30 days
pre-delivery.
Results: Of 134 pregnant persons included, the average TIR
during 30 days pre-delivery was 59.5±19.2% with 43 (32%)
achieving TIR > 70% pre-delivery. Of 22 sociodemographic and
clinical factors, only pre-pregnancy HbA1c and baseline insulin
dose differed between TIR > 70% vs £ 70% (Table 1) and were
independently associated with TIR > 70% in regression models
(Table 2). For every 1% increase in pre-pregnancy HbA1c, there
was 26% lower odds of TIR > 70% (aOR 0.74, 95% CI 0.60-0.94).
For every 10 unit increase in baseline insulin dose, there was 16%
lower odds of TIR > 70% (aOR 0.84, 95% CI 0.74-0.94). These
findings were unchanged in sensitivity analyses evaluating TIR
> 70% in 2 weeks and %TIR in 30 days pre-delivery.

Conclusion: In this cohort of gravidae with T2D, the average
TIR in 30 days pre-delivery was 60% with only 1/3 achieving the
T1D-recommendation of TIR > 70%. Barriers to achieving TIR >

70% that should be addressed include improving glycemic control
before pregnancy and identifying effective interventions for
gravidae with high insulin requirements. The lack of association
with other factors suggests that patients may be able to achieve
TIR > 70% pre-delivery despite unfavorable social determinants
or later access to prenatal care and CGM.
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418 | Postpartum Gastroenterology Referrals and Follow
Up in Pregnant Patients with Viral Hepatitis

Anthony Chartier1; Kaitlyn Stark2; Han-Yang M. Chen3; Irene A.
Stafford3
1Department of Obstetrics, Gynecology and Reproductive Sciences,
McGovern Medical School at UTHealth, Houston, TX; 2University
of Texas Health Science Center at Houston - McGovern Medical
School, Houston, TX; 3McGovern Medical School at UTHealth
Houston, Houston, TX

4:00 PM - 6:00 PM
Objective: The objective of this study was to determine rates of
appropriate postpartum gastroenterology (GI) referral and follow
up in pregnant patients with hepatitis B and C.
Study Design: After institutional review board approval, we
performed a retrospective cohort study among 19,974 pregnant
patients who delivered at a safety net hospital system between
1/2019 and 12/2022. The primary outcomes were referrals to GI
and postpartum follow-up with GI. All baseline demographics
and obstetrical variables were collected, including viral hepatitis
status. Differences in the baseline characteristics and outcomes
were examined using chi-square or Fisher’s exact test for cate-
gorical variables. A P value of < 0.05 was considered significant.
Multivariable Poisson regression models with robust error vari-
ance were used to examine the association, and an adjusted
relative risk (aRR) with 95% CIs was calculated.
Results: Out of the 19,974 pregnant patients in this cohort, 82
(0.4%) had hepatitis B and 49 (0.2%) had hepatitis C. Hepatitis
B was more prevalent in Black women, limited prenatal care, and
lack of substance abuse, p = < 0.001, for each. (Table 1). Patients
with hepatitis B were significantly more likely to be referred to GI
than hepatitis C patients, with 62 (75.6%) of hepatitis B patients
referred and 22 (44.9%) of hepatitis C patients referred (p< 0.001).
Furthermore, patients with hepatitis B were significantly more
likely to attend a follow-up appointment with GI during the
postpartum period. 23 (28.1%) of hepatitis B patients attended a
GI appointment postpartum, compared to 5 (10.2%) of hepatitis C
patients (p = 0.016). After adjustment, hepatitis B patients were
2.60 times more likely to be referred or seen by GI (CI: 1.54-4.38),
compared to hepatitis C patients.
Conclusion: This study demonstrates low rates of indicated GI
referrals for pregnant women with viral hepatitis, despite screen-
ing recommendations to test all pregnant women to prevent
mother-to-child transmission and to link them to care services for
treatment. Further studies are needed to evaluate the reasons for
these gaps.

419 | Sociodemographic Differences in Perinatal Outcomes
Following Publication of the Chap Trial

Anthony E. Melendez Torres1; Sarah K. Dotters-Katz1; Sarahn M.
Wheeler1; Rachel L. Wood2
1Duke University School of Medicine, Durham, NC; 2Duke
University, Durham, NC

4:00 PM - 6:00 PM
Objective: The April 2022 CHAP trial showed that tight chronic
hypertension (cHTN) control decreased preterm birth (PTB) and
low birthweight (BW) < 2500g. We conducted a difference in
differences (DID) analysis to assess population-level sociodemo-
graphic disparities in these outcomes before and after publication
and dissemination of the CHAP trial.
StudyDesign: Population level DID analysis from February 2021
to August 2023 using US Natality data including patients with
a singleton, non-anomalous gestation, cHTN, and who initiated
prenatal care at < 6 months gestation. Pre- and post-CHAP
periods were defined a priori as February 2021-January 2022 and
September 2022-August 2023 respectively with a dissemination
period from February-August 2022. Primary outcomes were
PTB< 35 weeks, PTB< 37 weeks, and BW< 2500g. Differences
in outcomes were compared between Black and White race,
Hispanic and non-Hispanic ethnicity, and privately and publicly
insured patients during pre- and post-CHAP trial periods. The
difference in differences was then calculated. Average treatment
effect differences were obtained using linear regression with
Stata18 SE.
Results: Black, Hispanic, and publicly insured patients had
higher rates of PTB and low BW during the study period
compared to their White, non-Hispanic, and privately insured
counterparts (Table 1). Rate differences between subgroup cate-
gorieswere significant during the pre- and post-CHAPperiods for
PTB< 35 weeks, PTB< 37 weeks, and BW< 2500g, except for BW<

2500g during the pre-CHAP period in the ethnicity subgroup.
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Treatment effect differences in differenceswere not significant for
any primary outcome across subgroups (Table 1).
Conclusion: Sociodemographic disparities in PTB and low BW
in patients with cHTN were identified across racial, ethnic, and
payor status subgroups both prior to and after the CHAP trial.
However, existing disparities were unchanged by dissemination
of CHAP trial. Future research should assess in more granular
detail if application of CHAP trial interventions can improve
these disparities.

420 | Maternal Placental Vascular Pathology Association
with Aspirin Response Among High-Risk Singleton
Pregnancies

Ariana Spiegel1; Joanna Chan1; Walter Kraft1; Steven McKenzie1;
Rupsa C. Boelig2
1Thomas Jefferson University Hospital, Philadelphia, PA; 2Sidney
Kimmel Medical College, Thomas Jefferson University,
Philadelphia, PA

4:00 PM - 6:00 PM
Objective: Placental vascular pathologies are noted in pregnan-
cies complicated by preeclampsia and preterm birth. Aspirin
initiation in high-risk pregnancies reduces the risk of these
outcomes. However, it is unclear how aspirin response affects
placental histopathology. Our objective is to evaluate the relation-
ship between aspirin response and placental vascular pathology
in high-risk pregnancies taking 81mg aspirin daily.
Study Design: This is a secondary analysis of a prospective
cohort of high-risk singletons taking aspirin daily. Placental

maternal vascular pathology was categorized according to Ams-
terdam classification system. The primary outcome wasmaternal
vascular malperfusion (MVM). Aspirin response was assessed by
Platelet Function Assay-100 epinephrine closure time (PFA-100)
at baseline (before aspirin, < 16 weeks), 2-4 weeks after aspirin
initiation (follow up-1), and at 28-32 weeks gestation (follow up-
2). The exposure was PFA-100 assessed as a continuous and
categorical variable (<150 seconds, inadequate response) in those
with and without placental MVM. TheMann-Whitney-U test and
Chi-squared test were used.
Results: Of the original cohort (n = 130), 91 participants took
81mg aspirin daily, completed requisite follow-up, and had
placental histopathology available. 38 (42%) exhibited placental
MVM; baseline characteristics were similar in those with and
without MVM (Table 1). There was no significant difference
in aspirin response in those with and without placental MVM
(Table 2), although there was a higher rate of inadequate aspirin
response at 28-32 weeks in those who developed MVM. However,
this was not statistically significant (p = 0.14).
Conclusion: We found a high rate of placental MVM in high-
risk singletons taking aspirin daily, and a strong association
between placental MVM and preterm birth. We did not find a
significant association between aspirin response and placental
MVM, although a larger study should be done to evaluate the
relationship between aspirin response and placental vascular
pathology especially when assessed in the 3rd trimester.

421 | Reducing Bias in AI Models for Fetal Heart
Ultrasound: Assessing Annotation Quality

Aris T. Papageorghiou1; J Alison Noble1; Olga Patey1; Mostafa
Sarker1; Netzahualcoyotl Hernandez-Cruz1; Divyanshu Mishra1;
Beverly Tsai-Goodman2
1University of Oxford, Oxford, England; 2Royal Brompton
Hospital, London, England

4:00 PM - 6:00 PM
Objective: When building machine learning algorithms in a
collaborative manner, annotating ultrasound videos of fetal heart
“sweeps” is important prerequisite. These annotations are under-
taken by experts following standard guidelines and criteria. To
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ensure these data for training machine learning algorithms are
reliable, we aimed to create a system to quantify inter and
intra-annotation variation. The ultimate aim is to create quality
assurance systems of video annotations to reduce annotator bias.
Study Design: Two experienced cardiologists (A1 and A2) each
annotated 4,539 individual ultrasound frames from ten fetal heart
ultrasound videos (transverse sweep). Individual frames received
one of five fetal cardiac labels through manual annotation. Pair-
wise comparisons were made between annotations conducted
two weeks apart by A1 (intra-annotator agreement) and between
cardiologists A1 and A2 (inter-annotator agreement). Inter- and
intra-annotator agreements were quantified on a frame-by-frame
basis using Intra-Class Correlation Coefficient [ICC] and Kappa
score values.
Results: Successful labelling of all frameswere carried out. Intra-
annotator reproducibility showed correlation strong agreement
(ICC = 74.9 %, Kappa score of 81%). Inter-annotator agreement
between A1 and A2 was moderate (ICC = 66.6, Kappa score of
60%).
Conclusion: The results show high reproducibility of anno-
tations of frames of the fetal heart from ultrasound sweeps
for a single annotator. However, when comparing annotations
between different annotators, the results are less consistent,
indicating onlymoderate agreement. These variations have impli-
cations for quality assurance andwhat constitutes “ground truth”
when using fetal heart annotations in ultrasound videos for
training machine learning algorithms.

422 | Impact of Fetal Sex on Adverse Pregnancy and
Neonatal Outcomes in Individuals with Pre-Existing
Diabetes

Arlin Delgado; Kaitlyn E. James; Andrea G. Edlow; Camille E.
Powe; Lydia L. Shook
Massachusetts General Hospital, Boston, MA

4:00 PM - 6:00 PM
Objective: Pre-existing diabetes mellitus (DM)–diabetes iden-
tified prior to pregnancy - is increasing in prevalence among
pregnant individuals and is associated with adversematernal and
neonatal outcomes. Prior work suggests that fetal sex impacts
underlying placental dysfunction leading to differential preg-
nancy risks. The objective of this study is to assess the impact
of fetal sex on placentally-mediated adverse pregnancy outcomes
in individuals with DM.
Study Design: This was a retrospective cohort study of 503
pregnant individuals with pre-existing DM and known fetal

sex receiving care at a major urban academic center between
1998-2016. The exposure of interest was fetal/infant sex. The
primary outcome was a composite of preterm birth, hypertensive
disorder of pregnancy (HDP), small for gestational age (SGA), and
stillbirth, and the secondary outcome was NICU admission. A
composite of large for gestational age (LGA), hypoglycemia,
hyperbilirubinemia, shoulder dystocia, and respiratory distress
syndrome (RDS) was assessed. Mixed effects logistic regression
models were built to assess the relationship between fetal sex
and the pregnancy/neonatal outcomes, accounting for multiple
pregnancies and adjusting for 1st Trimester BMI, parity, and
race/ethnicity.
Results: Of the 503 pregnant individuals included, 258 pregnan-
cies had a female fetus (51%) and 245 pregnancies had amale fetus
(49%)–Table 1; no significant differences in sociodemographic or
clinical characteristics were observed between groups. No sig-
nificant differences in either composite outcome was identified,
however there was a significantly higher likelihood of NICU
admissions for males (adjusted odds ratio 1.83 [1.14, 2.94], p =
0.012, Table 2).
Conclusion: Although we did not identify differences in com-
posite adverse pregnancy or neonatal outcomes in individuals
with DM by offspring sex, the significantly higher rate of NICU
admission suggests male neonatal vulnerability to the impact of
maternal DM and warrants further investigation.
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423 | Self-Perceptions and Decision-Making Factors
regarding CBD Use Among Pregnant People

Mia Hodges1; Sarah Bader2; Emily Hardisty3; Neeta L. Vora3;
Asha N. Talati3
1University of North Carolina, Chapel Hill, NC; 2University of
North Carolina at Greensboro, Greensboro, NC; 3University of
North Carolina at Chapel Hill, Chapel Hill, NC

4:00 PM - 6:00 PM
Objective: To understand perceptions of risks and benefits,
and factors influencing CBD use among pregnant people given
limited data regarding CBD use during pregnancy.
Study Design: Participants were drawn from a parent study
at UNC-CH on CBD use and reproductive genetics. Eligible
participants were pregnant within the last 3 years, had a history of
CBDuse, orwerewilling to discuss hypothetical scenarios of CBD
use during pregnancy. One on one semi structured interviews
were conducted by a single interviewer, recorded, coded, and
transcribed. Domains of the interview guide included experience
with CBD or other substances, decision making influences, and
information seeking behaviors. Interviews were coded using
grounded theory methods by three coders (MH, SHB, AT) using
Dedoose software. Sampling for interviews was completed once
thematic saturation was achieved.
Results: Ten participants were interviewed (Table 1), includ-
ing one who used CBD during pregnancy and five who used
CBD when not pregnant and chose not to continue during
pregnancy. Five major themes emerged: (1) Risk and benefit
perceptions, (2) identifying trustworthy resources, (3) disclosure,
(4) suggestions for practice, and (5) differences between preg-
nancies (Table 2). Importantly, participants reported frequently
receiving discordant opinions when seeking information from
various sources, identifying a gap in available data given the
prevalence of CBD use. Additionally, participants revealed how
relationship with an obstetric provider and perceptions of how
a provider will receive information about CBD use, determined
revealing use.
Conclusion: This study highlights the myriad of factors influ-
encing pregnant patients’ decisions on CBD use. These findings
underscore the need for more research on CBD safety during
pregnancy given the prevalence of use around gestation and
first trimester exposure and can inform the development of
educational tools for obstetric providers to better discuss CBD use
with reproductive-aged patients.

424 | Implementation Challenges for Prenatal Genetic
Screening (PGS) at Federally Qualified Health Centers

Asha N. Talati1; Maura Jones Pullins2; Mia Hodges2; Emily
Hardisty1; Madeline Dyke1; Neeta L. Vora1
1University of North Carolina at Chapel Hill, Chapel Hill, NC;
2University of North Carolina, Chapel Hill, NC

4:00 PM - 6:00 PM
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Objective: To identify implementation challenges for prenatal
genetic services (PGS) (aneuploidy and carrier) at federally
qualified health centers (FQHCs).
Study Design: Qualitative interview study of maternity care
providers (MCPs) at FQHCs in NC. Eligible participants were
those that see pregnant patients, order and provide counseling
for prenatal genetic screening, and follow up results. One-
on-one semi-structured interviews were conducted by a single
interviewer using an audio-video platform, were recorded, and
transcribed. Interviews focused on the following domains based
on the Consolidated Framework for Implementation Research
(CFIR) constructs: (1) perceived value of genetic screening; (2)
perceptions of advancing prenatal genetic technologies; (3) indi-
viduals and structural barriers to PGS in public health settings;
and (4) recommendations for improved implementation. Inter-
views were completed after categorical saturation was reached.
Interviews were immediately analyzed after interview using a
rapid qualitative analytic process.
Results: Twelve MCPs were interviewed across FQHCs in 12
counties inNC. 9 providers identified asmaternal health program
coordinators or managers (RN), and 3 providers identified as
advanced practice providers (NP). Mean number of years in
practice among the cohort was 6.6 (SD 2.4). In describing their
patient populations, all providers reported seeing patients who
have Medicaid, presumptive Medicaid, or uninsured. Patient
languages in all clinical settings were described as English and
Spanish, with one clinic reporting a large Haitian Creole popu-
lation. Several key themes were identified: (1) MCPs value PGS
and describe inequities in access, informed consent, and types of
testing between public and private healthcare settings; (2) health
literacy and cost are the most cited barriers to PGS implemen-
tation; (3) resources for education and expert consultation are
needed in rural areas.
Conclusion: Resources to address health literacy, cost, and
access to genetics expertise are necessary to improve implemen-
tation of PGS at FQHCs.

425 | Duration of High-Dose Postpartum Oxytocin
Infusion and Postpartum Bleeding Outcomes in
Individuals Undergoing Vaginal Delivery

Ashley E. Shea1; Christina T. Blanchard1; Alan T. Tita2; Ashley
N. Battarbee1; Akila Subramaniam1

1Center for Women’s Reproductive Health, University of Alabama
at Birmingham, Birmingham, AL; 2University of Alabama at
Birmingham, Birmingham, AL

4:00 PM - 6:00 PM
Objective: High-dose prophylactic postpartum (PP) oxytocin (80
IU) has been suggested to reduce postpartum hemorrhage (PPH);
however the optimal infusion duration is unknown. We sought
to compare rates of PPH and other bleeding outcomes between
high-dose (80 IU) oxytocin infused over 1 versus 4 hours.
Study Design: Secondary analysis of a database of all vaginal
deliveries>22 weeks at a large academic referral center (1/1/2013-
12/31/2018). Our institution’s protocol for PP oxytocin infusion
was altered on 10/15/2015 for vaginal deliveries only from 80
IU/500 mL over 1 hour to 80 IU/500 mL over 4 hours with initial
100 mL bolus prior to 4 hour infusion. All vaginal deliveries with
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available outcomes were included. Patients were categorized as
receiving oxytocin over 1 versus 4 hours, individually confirmed
in the medication administration record. Primary outcome was
a composite of estimated blood loss (EBL) >1000 mL, 2nd line
uterotonic use, and any blood transfusion (secondary outcomes
in Figure). Generalized estimating equation models were used to
estimate adjusted odds ratios (aORs) and 95% confidence intervals
(CI) using the 4 hour group as referent.
Results: Of 16,793 deliveries, 12,092 met inclusion criteria:
5,675 received 80U oxytocin for 1-hour (47%), 6,417 (53%) for 4-
hours. There were multiple differences in baseline characteristics
between groups (Table). Compared to the 4-hour group, the 1-
hour group had increased odds of the primary composite (aOR
1.21, 95% CI 1.03-1.42), driven by an increase in 2nd line uterotonic
use (aOR 1.39,1.16-1.67) (Figure). While there was no difference
in EBL >1000 mL or blood transfusion, the 1-hour group had
increased odds of HCT decline >6% (aOR 1.83, 1.33-2.54).
Conclusion: Infusion of PP high-dose oxytocin over 1 hour com-
pared to 4 hours is associated with increased odds of postpartum
bleeding–mainly 2nd-line uterotonic use and HCT decline >

6%. Given that 2nd line uterotonic use is clinician dependent,
further investigation, utilizing less subjective outcomes such
as transfusion, is needed to further define optimal high-dose
oxytocin duration.

426 | Impact of Nicu Length of Stay on Outcomes of
Birthing People with Opioid use Disorder

Ashley Boerrigter; Cynthia Cockerham; Julie Bowers-Pryor;
Ronald Clarkson; Gregory Hawk; Barbara V. Parilla
University of Kentucky, Lexington, KY

4:00 PM - 6:00 PM
Objective: To determine the impact of NICU length of stay on
health outcomes of birthing people with opioid use disorder
(OUD). Primary outcome was EDPS and GAD-7 scores.
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Study Design: Longitudinal prospective cohort of pregnant
persons receiving care through a comprehensive perinatal sub-
stance use treatment program between 2014 and June 2024.
Characteristics of every patient who participated in the program
were analyzed regardless of prenatal program participation or
complete delivery outcome information; a minimum of postpar-
tum program participation and neonatal outcomes were required
for inclusion in the study. Participants were divided into groups
based on whether their infant stayed more or fewer than 15 days
in the NICU. Fisher’s exact and two-sample t-tests were utilized
for statistical analysis.
Results: There was no significant difference in postpartum
EDPS and GAD-7 scores when groups were analyzed by infant’s
duration of stay in the NICU (<15 days, n = 183 or 15+ days,
n = 106). However, EPDS score >13 at weeks 11–15 postpartum
was observed in 33% of patients with infant NICU stays >15
days as compared to 0% with shorter stays, though this was not
statistically significant (p = 0.4667). Birthing parents of infants
who stayed < 15 days in the NICU were more likely to be
exclusively breastfeeding at time of discharge (38.1% vs 32.6%, p=
0.0331) and room in with their infant (70.6% vs 47.1%, p = 0.001).
There was no significant difference in attendance at postpartum
visits (74% vs 72%, p = 0.6106).
Conclusion: When stratified at the 15-day mark, duration of
infant’s NICU stay did not appear to be associated with any
significant difference in birthing parents’ EDPS or GAD-7 scores.
However, 33% of parents experienced an EPDS score suggestive of
depression as compared to 0% in the shorter stay group. Further
studies are needed to evaluate the mental health of parents when
their neonate has an extended hospital stay for neonatal opioid
withdrawal syndrome (NOWS). Breastfeeding and rooming-in are
strategies associated with shorter stays for NOWS, which our
study also found.

427 | Personalized Infant BirthWeight Percentile Charts
for Accurate Assessment of Neonatal Growth using
Machine Learning

Natalie Suder1; Ashley Zimmermann2; Rachel Kim3; Karen
Huang3; Maria Teresa Benedetto1; Mio Sawai1; Teresa Cheon1;
Yuzuru Anzai1
1Lenox Hill Hospital, NY; 2Northwell Lenox Hill Hospital, New
York, NY; 3University of Chicago, Chicago, IL

4:00 PM - 6:00 PM
Objective: Identifying small for gestational age (SGA) and large
for gestational age (LGA) neonates is imperative to manage
potential neonatal complications. The Hadlock growth curve,
the most widely used standardized growth curve in the United
States, overlooks maternal factors such as race, height, BMI, and
pregnancy weight gain, which are known to impact fetal weight.
This study aims to create a personalized birth weight percentile
chart to improve accuracy of diagnosing SGA and LGA neonates.
Study Design: Using the 2022 CDC natality dataset, a least
squares quantile regression model was developed using Python
to predict the 10th and 90th percentile birth weights based
on maternal factors. To improve model accuracy, gestational
diabetes, gestational hypertension, plurality, tobacco use, infant
sex, and gestational age (GA) were included. Polynomial regres-
sions determined the best-fit degrees. The model focused on
pregnancies from 27 to 42 weeks GA, excluding extreme birth
weights (< 200 grams or> 5000 grams) and unknown parameters
(n = 3,428,570). Validity of the model was confirmed using an
80:20 split for testing and training, respectively.
Results: Among the factors in the model, plurality had the
strongest effect on determining the fetal weight, followed by
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GA, maternal race, cigarette smoking, fetal gender, and maternal
height, even though GA should not alter the percentile. Pre-
pregnancy maternal BMI and pregnancy weight gain showed
much smaller effects in this model. The quantile loss at the 10th
percentile was 66 grams and 90th percentile was 72 grams.
Conclusion: The model was trained using a large, national
dataset and shows high accuracy with low quantile losses;
therefore, this model can supplement physicians’ diagnoses of
SGA and LGA and aid in appropriate delivery preparations.
However, the model results should be interpreted with caution
because medical complications and tobacco smoking status used
for the model are known factors that can affect fetal growth. In
the next model, we aim to determine the SGA threshold that is
associated with adverse fetal outcomes.

428 | Interactive Lecture Improves Resident Knowledge
and Comfort with Periviable Delivery Counseling

Ashli Gibb; Carolyn Chatterton; Fatima Ali; Kara Patek
Detroit Medical Center/Wayne State University, Detroit, MI

4:00 PM - 6:00 PM
Objective: Counseling patients at risk for periviable delivery
(PVD) is a challenging part of obstetrics. Available resources
for PVD counseling (PVDC) include previously published best
practices and the National Institute for Child Health and Human
Development (NICHD) Calculator for Extremely Preterm Birth
Outcomes. Given the necessary nuanced provider knowledge,
ethical complexity, and emotional environment of a PVD, we

assessed ObGyn resident PVD knowledge and comfort with
counseling before and after an educational intervention.
Study Design: ObGyn residents at a large urban center were
given a pre-survey to assess experience, knowledge, and comfort
with PVDC. An interactive lecture was given, with case review
and group discussion. Those unable to attend lecture were given
a reading for comparison. A post-survey was distributed. Paired
t-test was used for statistical analysis.
Results: 39 residents participated, and 32 (82.1%) completed
the pre-survey. Collectively, residents reported counseling 100
patients a year on PVD, and receiving 1.6 hours of PVD education
a year. Amajority (87.5%) felt that patients poorly understood after
counseling. 21 residents completed the post-survey: 18/26 post-
lecture and 3/13 post-reading. Post-lecture, comfort with PVDC
significantly improved for all residents (mean 1.9 vs 3.6 on a
5-point Likert Scale; p< 0.01) and PGY1s (mean 1.5 vs 3.2; p
= 0.01). Knowledge also improved as 50% of residents named
all 5 NICHD calculator factors post-lecture, versus 12.5% pre-
survey. 100% of residents felt the lecture was very or extremely
valuable, and 94.4% plan to implement changes in their practice.
Residents post-reading had minimal improvement in PVDC
comfort, felt it was slightly or moderately valuable, and none
would implement changes.
Conclusion: At centers with a high incidence of PVD, resident
education is crucial to counseling and patient care. Interactive
lectures with an opportunity to practice counseling significantly
improved comfort and knowledge. These findings highlight a
need for high-quality resident education and resources to improve
care for patients at risk for PVD.

429 | Cost-Effectiveness of Antepartum Versus Postpartum
Treatment of Latent Tuberculosis Infection

Ava D. Mandelbaum; Megha Arora; Sarah K. Dzubay; Aaron B.
Caughey
Oregon Health & Science University, Portland, OR

4:00 PM - 6:00 PM
Objective: Treatment of latent tuberculosis infection (LTBI)
during pregnancy is typically reserved for high-risk cases due
to concerns about potential side effects. However, pregnancy
provides a unique interactionwith the healthcare system, offering
an opportunity to treat LTBI and prevent future progression
to active tuberculosis (TB). This study aimed to evaluate the
health outcomes and cost-effectiveness of antepartum versus
postpartum treatment among pregnant individuals with LTBI.
Study Design: A decision-analytic model using TreeAge soft-
ware was constructed to compare the outcomes and cost-
effectiveness of antepartumversus postpartum treatment of LTBI.
The theoretical cohort included 20,000 individuals with LTBI
based on the number of annual pregnancies and prevalence of
LTBI in the United States. Outcomes included the number of
complete treatments, drug-induced hepatotoxicity, progression
to active TB, fatality from active TB, and cases of untreated
latent TB based on data demonstrating lower adherence and
follow-up in the postpartum period. Model inputs were derived
from the literature. The threshold for cost-effectiveness was
$100,000/ quality-adjusted life year (QALY). Sensitivity analyses
were performed to assess the robustness of the results.
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Results: Compared to postpartum treatment, the antepartum
treatment strategy resulted in 4,217 additional treatment comple-
tions, 239 fewer cases of progression to active TB, and 17 fewer
fatalities from active TB (Table 1). Additionally, the postpartum
group had 4,520 cases of untreated LTBI related to the rate
of lower follow-up postpartum. Antepartum treatment was the
cost-effective and dominant strategy, resulting in cost savings of
$8,555,587 and an increase in 4,266 QALYs relative to postpartum
treatment.
Conclusion: The antepartum treatment strategy for LTBI was
cost-effective and resulted in better health outcomes compared to
postpartum treatment. These findings may inform future policies
that integrate LTBI treatment into prenatal care to potentially
improve outcomes and enhance resource allocation.

430 | Management of Placenta Accreta Spectrumwith
Cesarean Hysterectomy Versus Conservative
Management: a Cost-Effectiveness Analysis

Ava D. Mandelbaum1; Binh Luu2; Andrew H. Chon1; Tania F.
Esakoff3; Deirdre J. Lyell4; Aaron B. Caughey1
1Oregon Health & Science University, Portland, OR; 2Oregon
Health and Science University, Vancouver, WA; 3Cedars Sinai
Medical Center, Los Angeles, CA; 4Stanford University, Palo Alto,
CA

4:00 PM - 6:00 PM
Objective: Cesarean hysterectomy is the standard treatment for
placenta accreta spectrum (PAS), but alternative conservative
management strategies (e.g., leaving the placenta in situ), have
been proposed to preserve fertility. This study aimed to evaluate
the cost-effectiveness of conservative management for PAS.
Study Design: A decision-analytic model was built using
TreeAge software to compare the outcomes and cost-effectiveness
of cesarean hysterectomy versus conservative management. The
theoretical cohort included 5,000 individuals in theU.S.with PAS.
Maternal outcomes included severe postpartum hemorrhage
(>3000 mL estimated blood loss), adjacent organ injury, severe
maternalmorbidity (including intensive care unit admission, sep-
sis, and disseminated intravascular coagulation), endometritis,
maternal death, and readmission. The number of hysterectomies
performed within and after 24 hours of delivery (primary and
delayed, respectively) was calculated for the conservative man-
agement group. Model inputs were derived from the literature.
The threshold for cost-effectiveness was set at $100,000 per
quality-adjusted life year (QALY). Sensitivity analyses were
performed to assess the robustness of the results.
Results: Cesarean hysterectomy resulted in 2,137 more severe
postpartum hemorrhages, 413 more adjacent organ injuries, and
516 more cases of non-hemorrhage SMM, and 8 more mater-

nal deaths compared to conservative management. Conversely,
conservative management led to 542 more cases of endometritis
and 1,268 more readmissions. Additionally, 347 primary and
202 delayed hysterectomies were performed in the conservative
management group. Conservative management resulted in a $64
million cost reduction and an increase of 7,609 QALYs relative to
cesarean hysterectomy.
Conclusion: Compared to cesarean hysterectomy, conserva-
tive management was cost-effective, with distinct trade-offs in
maternal outcomes, such as reduced severe hemorrhage and
increased endometritis and readmission. Additional studies are
needed to refine the selection of patients undergoing conservative
management for fertility preservation.

431 | Patient-Similarity Tool Enhancing Decision-Making
onWhether to Place Cervical Cerclage

Avihu Krieger1; Rakefet Yoeli-Ullman2; Abraham Tsur3
1Sheba Medical Center, Tel Aviv, Tel Aviv; 2Sheba Medical Center,
Ramat Gan, HaMerkaz; 3Sheba Medical Center, Ramat Gan, Tel
Hashomer, Israel, Ramat Gan, HaMerkaz

4:00 PM - 6:00 PM
Objective: Decision-making for cervical cerclage placement is
complex and requires consideration of specific patient character-
istics. We sought to develop a patient similarity tool to augment
clinical decision-making and enhance shared decision-making
based on the clinical course of similar patients. Patient similarity
identifies patients with similar clinical characteristics to predict
outcomes and personalize treatment plans.
Study Design: We used a retrospective cohort of all pregnancies
at a tertiary center from 2010-24, including all individuals with
discussions considering cervical cerclage. The list of patients and
their clinical variables served as the analytic DATABASE for
the patient similarity tool. We defined 16 variables for similarity
assessment that were available in the electronic health record.
An additional seven variables will require manual collection:
cervical dilation, membranes bulging, cervical length, amniotic
fluid sludge, uterine activity, WBC, and CRP. Based on the index
patient’s similarity parameters, the tool detects similar patients
and describes their maternal and neonatal outcomes with and
without cerclage.
Results: Among 138,439 deliveries during the study period, 684
clinical scenarios considering cervical cerclage were captured.
Cerclage was performed in 343 (50.1%) of these cases. Table 1
compares individuals with and without cerclage based on the
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variables selected for similarity assessment. Significant differ-
ences were observed in maternal age, gravidity, previous painless
dilation, previous cerclage, last pregnancy gestational age (GA) at
delivery, spontaneous conception, multifetal pregnancy, and GA
at decision time. Figure 1 illustrates an index patient and presents
similar patients and their outcomes with and without cerclage.
Conclusion: Developing a patient similarity tool to augment
decision-making and decision sharing regarding cervical cerclage
placement is feasible. We speculate that our proposed tool
may improve data-driven decision-making and empower patient
participation in shared decision-making.

432 | Early Pregnancy Levels of Cholesterol in Maternal
Serum and Pregnancy Outcomes

Ayal Haimov1; Eyal Sheiner2; Tamar Wainstock2
1Ben Gurion University of the Negev, Ramat Gan, HaMerkaz;
2Department of Obstetrics and Gynecology, Soroka University
Medical Center, Ben-Gurion University of the Negev, Beer-Sheva,
Israel., Beer Sheva, HaDarom

4:00 PM - 6:00 PM
Objective: Elevated maternal serum lipid concentrations during
late pregnancy are associated with pregnancy complications. The
goal of this study was to investigate the association between
early pregnancymaternal serum levels of cholesterol and selected
pregnancy outcomes.
Study Design: A prospective cohort study was conducted,
including pregnant women with a singleton pregnancy, recruited
between 11-13 gestational weeks. The independent variable was
maternal serum level of cholesterol (high cholesterol was defined
as >200 mg/dL). The incidence of the following pregnancy
outcomes was compared between women with high and low
cholesterol: abortion, gestational hypertension, gestational dia-
betesmellitus, gestational length, pretermbirth, birthweight, low
birthweight, macrosomia, cesarean delivery and low 5 minutes
Apgar score.
Results: The study included 201 women. The incidence of high
cholesterol was 35% (n = 70). Mean birthweight was higher
among women with high cholesterol (Table 2, 3392.71 ± 426
versus 3220.78 ± 448 grams, p-value = 0.01). Similarly, women
with high cholesterol were more likely to deliver a macrosomic
newborn (10.1% versus 3.2%, p-value= 0.057).Multivariable linear
model, adjusted for gender and maternal diseases, found that an
increase in one unit of cholesterol was significantly related with
an increase of 2.85 grams in birthweight (95% CI = 0.98 - 4.73,
p-value = 0.003). Multivariable logistic model which adjusted
for gender and maternal BMI, found that every unit increase
of cholesterol was significantly related with an increased risk
for macrosomia (OR = 1.025, 95% CI = 1.003–1.047, p-value =
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0.025). No association was found between cholesterol and others
pregnancy outcomes.
Conclusion: Higher birthweight and a risk for macrosomia
were found among women with high early pregnancy choles-
terol levels, even after controlling for maternal BMI. Lowering
maternal cholesterol levels may aid in prevention of pregnancy
complications associated with high birthweight.

433 | Early Pregnancy Levels of Acute Phase Reactants in
Maternal Serum and Pregnancy Outcomes

Ayal Haimov1; Eyal Sheiner2; Tamar Wainstock2
1Ben Gurion University of the Negev, Ramat Gan, HaMerkaz;
2Department of Obstetrics and Gynecology, Soroka University
Medical Center, Ben-Gurion University of the Negev, Beer-Sheva,
Israel., Beer Sheva, HaDarom

4:00 PM - 6:00 PM
Objective: Inflammation and infection within the fetoplacental
unit have been suggested as a mechanism involved in pregnancy
complications. The goal of this study was to investigate the
association between early pregnancy maternal serum levels of
the following acute phase reactants (ARPs): CRP (C- reactive
protein), albumin, triglyceride, HDL and selected pregnancy
outcomes.
Study Design: A prospective cohort study was conducted,
including pregnant women with a singleton pregnancy, recruited
between 11-13 gestationalweeks. The independents variableswere
serum levels of the following ARPs: CRP, Albumin, Triglyceride,
and HDL. The incidence of the following pregnancy outcomes
was compared between women with high and low levels of
the measures APRs: abortion, hypertensive disorders, gestational
diabetes mellitus, gestational length, preterm birth (PTB), birth
weight, low birthweight, macrosomia, cesarean delivery and low
5 minutes Apgar score.
Results: The study included 201 women. No association was
found between the ARPs and pregnancy outcomes (Table 2), for
instance, the incidence of PTB were 5.8% (n = 8) versus 5.5% (n
= 3), among women with high and low HDL, respectively (p =
0.917), and 5.3% (n = 6) versus 6.6% (n = 5) among women with
high and low Albumin, respectively (p= 0.704). Birth weight was
3220.75 ± 403 versus 3317.51 ± 467 grams among women with

low and high CRP, respectively (p = 0.160), and 3296.39 ± 433.26
versus 2676.05 ± 464.76 grams among women with high and low
Albumin, respectively (p= 0.758). These findings were supported
by multivariable logistic and linear models, which adjusted for
maternal BMI and maternal age.
Conclusion: Based on the current study, early pregnancy levels
of ARPs are not associated with an increased risk for adverse
pregnancy outcomes.

434 | Amyloid-β (Aβ) Proteoforms Impair Trophoblast
Survival and Function - Relevance to Defective
Placentation in Preeclampsia

Bani Medegan Fagla1; Cielo Dela Rosa1; Ana C.
Valencia-Olvera2; Guomao Zhao1; Almudena Veiga-Lopez2;
Juan M. Weng2; Irina A. Buhimschi1; Elvis Ticiani2
1University of Illinois at Chicago, College of Medicine, Chicago, IL;
2University of Illinois at Chicago College of Medicine, Chicago, IL

4:00 PM - 6:00 PM
Objective: Misfolding of proteins and their subsequent assembly
into supramolecular aggregates are key mechanisms involved
in neurodegenerative diseases such as Alzheimer’s disease
(AD). These aggregates range from small prefibrillar cytotoxic
oligomers to large β-sheet rich fibrils that accumulate in tis-
sues and disrupt normal function. In AD, the accumulation of
amyloid-β (Aβ) oligomers (OAβ) and fibrils (FAβ) in the brain is
a disease hallmark. Excess Aβ aggregates were recently detected
in the serum, urine, and placenta of patients with preeclampsia,
which is now considered a protein misfolding disease of preg-
nancy. Whether Aβ aggregates directly impact placental function
thereby contributing to pathogenesis of preeclampsia has yet to
be elucidated. We aimed to characterize the effect of different Aβ
proteoforms on trophoblast cell survival and function.
Study Design: We exposed an immortalized human extravillous
trophoblast (EVT) cell line (HTR8/SVNeo) to exogenous unaggre-
gated (UAβ), OAβ, or FAβ preparations (0.001-10µM) and assessed
their effect on cell survival by measuring cytotoxicity (MTT
assay), migration (scratch assay) and invasion (Transwell assay ±
epidermal growth factor [EGF], an essential regulator of placental
development). Data from n = 3-5 independent experiments was
analyzed. A dual apoptosis/necrosis assay was used to determine
the mechanism of cell death.
Results: 1) Both OAβ and FAβ decreased EVT survival with OAβ
having a more profound effect (p< 0.001); at higher concentra-
tions, UAβ also decreased cell viability likely due to spontaneous
oligomerization (Fig. A). 2) EVT death occurred primarily via
apoptosis (not shown). 3) While OAβ decreased EVT migration
(increased gap size), FAβ increased cell migration compared to
vehicle control (Fig. B). 4) Both OAβ and FAβ inhibited EGF-
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mediated invasion (p = 0.017) without affecting baseline invasion
(Fig. C).
Conclusion: Presence of excess Aβ aggregates during placental
development has the potential to contribute to preeclampsia
pathogenesis by disrupting key cellular processes such as EVT
survival, migration and invasion.

435 | APOE4 Genotype Increases Susceptibility to Fetal
Growth Restriction in the Context of Preeclampsia

Bani Medegan Fagla1; Cielo Dela Rosa1; Savita Sundar1; Erykah
Walton1; Jason York1; Guomao Zhao1; Aswathi Jayaram1; Leon
M. Tai1; Mert Ozan Bahtiyar2; Catalin S. Buhimschi1; Irina A.
Buhimschi1
1University of Illinois at Chicago, College of Medicine, Chicago, IL;
2Yale University, New Haven, CT

4:00 PM - 6:00 PM
Objective: APOE4, one of three alleles of the lipid regulating
gene APOE, is the greatest genetic risk factor for sporadic
Alzheimer’s disease (AD) particularly in females. Preeclampsia
(PE), a pregnancy-specific disorder, is characterized by abnormal
deposition of misfolded proteins in the placenta, analogous to the
hallmark protein aggregates inADbrain.We sought to investigate
in a human cohort the association between APOE genotype
and risk of PE with or without fetal growth restriction (FGR;
EFW < 10%). Additionally, the effect of APOE4 was investigated
mechanistically in a transgenic mouse model where the mouse
ApoE gene was substituted by either human APOE4 or APOE3
(the common allele).
Study Design: We genotyped 181 consecutively enrolled
maternal-fetal dyads divided by pregnancy phenotype in three
clinical groups: 1) PE without FGR (n = 56), 2) PE with FGR
(n = 21), and 3) non-PE pregnancies (n = 104). DNA was
extracted from maternal or cord blood and subjected to PCR.
Risk association was determined by logistic regression. For
mechanistic studies, we induced a PE-like syndrome in pregnant
APOE4+/+ and APOE3+/+ mice using the reduced uteroplacental
perfusion pressure (RUPP) procedure. Control mice underwent

sham surgeries (n = 6-7/group/genotype). Endpoints consisted
of kidney morphology (glomerular size), fetal weights, placental
efficiency, and placental ApoE mRNA expression by RT-qPCR.
Results: 1) In the human cohort, fetal carriage of at least one
APOE4 allele was associated with increased odds of PE with
FGR (p = 0.043, Fig. 1); 2) An interaction of APOE4 with female
fetal sex was further identified (p = 0.024); 3) In mice, placental
efficiency was reduced post-RUPP in both genotypes (Fig. 2A)
but only APOE4+/+ had decreased fetal weights (Fig. 2B) and
kidney injury (p = 0.014, Fig. 2C); 4) RT-qPCR of mouse placenta
indicated significantly upregulated ApoE mRNA in response to
RUPP in both genotypes.
Conclusion: ApoE participates to placental homeostasis during
pregnancy. APOE4 may have a reduced capacity to maintain
optimal fetal growth in the context of PE-associated placental
dysfunction compared to APOE3.

436 | Changes in Uterine, Placental Metrics, and
Vascularization in Placenta Left In Situ for PAS
Management

Barouyr Ajemian1; Donatella Gerulewicz Vannini1; Eleazar E.
Soto2; Farah H. Amro2; Baha M. Sibai2; Edgar A.
Hernandez-Andrade2
1University of Texas Health Science Center in Houston, McGovern
Medical School, Houston, TX; 2McGovern Medical School at
UTHealth Houston, Houston, TX

4:00 PM - 6:00 PM
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Objective: In our center, one of our placenta accreta spectrum
(PAS) management approaches is leaving the placenta left in situ
(LIS) for either delayed hysterectomy (6-7 weeks later), or uterine
preservation.We aim to describe changes in uterine and placental
metrics and vascularization in individuals with placenta LIS after
delivery. We compared those with planned delayed hysterectomy
or uterine preservation, to those with unscheduled hysterectomy
(UH).
Study Design: In this retrospective cohort, 32 individuals
with placenta LIS were evaluated. Our management approach
includes postpartum ultrasound biweekly until hysterectomy or
passage of placental tissue. The individuals were divided into
two groups, group I: successful planned procedure (scheduled
hysterectomy or uterine preservation), group II: UH (defined as
that occurring prior the scheduled date mainly due to vaginal
bleeding). Measurements included: uterus length and height,
and placental thickness. Directional color Doppler ultrasound
was applied to evaluate the lower uterine segment using the
following settings PRF = 22-25 cm/sec, medium filter, and
1.4 dB gain. Images were analyzed using Image J software.
Quantitative vascularization (QV) was defined as the percentage
of pixels containing color information over the total number
of pixels in the studied area. Average change per week of the
mentioned parameters were calculated. Differences in metrics
and QV between UH and successful conservative management
were calculated.
Results: Of 32 patients, 17 (53%) had a successful planned pro-
cedure (10 scheduled hysterectomy and 7 retained their uterus)
and 15 (47%) had an UH. Differences between the two groups
are presented in table 1. The reduction in uterine metrics and
QV in those with successful conservative management was more
pronounced, but not statistically significant.
Conclusion: This is the first report showing longitudinal change
in uterine, placental metrics and QV in those with the placenta
LIS. More studies are needed to identify clinical variables which
may predict successful conservative management of PAS.

437 | The Impact of Weight Gain on Pregnancy Outcomes
in Patients with Low BMI

Taha Elfarra1; Leah M. Hefelfinger2; Jessica Lin3; Braxton Forde2
1University of Cincinnati, Cincinnati, OH; 2University of
Cincinnati College of Medicine, Cincinnati, OH; 3Cincinnati
Children’s Hospital Medical Center, Cincinnati, OH

4:00 PM - 6:00 PM
Objective: The association between adverse pregnancy outcomes
and obesity is established, however the impact of low maternal
weight upon outcomes is much less studied. We sought to
evaluate the odds of adverse pregnancy outcomes in the setting
of low pre-pregnancy BMI as well as if these risks are mitigated
with adequate weight gain in pregnancy.
Study Design: Retrospective cohort study of all United States
births in 2021 using National Vital Statistics US birth certificate

data. Pregnancy demographics, as well as maternal and neonatal
outcomes were compared between a referent group of normal
pre-pregnancy BMI with adequate pregnancy weight gain and
3 investigational cohorts: low pre-pregnancy BMI with either
adequate, inadequate, or greater than recommended pregnancy
weight gain. Multivariate logistical regression models were used
to calculate the odds of adverse maternal and neonatal outcomes.
Results: During study period, 520,552 patients had normal
pre-pregnancy BMI and adequate weight gain, compared to
40,144 patients 36,650 patients, and 26,155 patients with low
pre-pregnancy BMI and adequate, inadequate, or greater than
recommendedweight gain, respectively. Demographical data was
significantly different amongst groups (Table 1). Interestingly,
after adjustment for differences in demographics, low pre-
pregnancy BMI was associated with adverse neonatal outcomes
onlywhenweight gainwas inadequate (aORof composite adverse
neonatal outcomes 1.6, 95% CI 1.6-1.7, Figure 1), whereas low
pre-pregnancy BMI with either adequate or greater than recom-
mended weight gain has similar neonatal outcomes (aOR 1.0,
1.0-1.0, aOR 1.0, 0.9-1.0, respectively). Of equal interest, low pre-
pregnancy BMI was associated with adverse maternal outcomes
regardless of weight gain in the pregnancy (Figure 1).
Conclusion: Low pre-pregnancy BMI is associated with adverse
neonatal outcomes only in the setting of inadequate pregnancy
weight gain, whereas low pre-pregnancy BMI is associated with
adverse maternal outcomes regardless of weight gain in the
pregnancy.
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438 | The Importance of the Number of Prenatal Visits on
Pregnancy Outcomes

Anna Gehret1; Braxton Forde2
1Ohio University College of Medicine, Athens, OH; 2University of
Cincinnati College of Medicine, Cincinnati, OH

4:00 PM - 6:00 PM
Objective: Most guidelines recommend roughly 11-15 prena-
tal visits in each pregnancy, with possibly more for high-risk
pregnancies. While no prenatal care is associated with adverse
outcomes, the true risk of limited prenatal care is unknown. Thus,
we sought to evaluate the association of the number of prenatal
visits with pregnancy outcomes.
Study Design: Retrospective cohort of all United States births
in 2022 using National Vital Statistics US birth certificate data.
Pregnancy demographics, as well as maternal and neonatal
outcomes were compared between a referent group of patients
that attended 11-15 prenatal visits with 3 investigational cohorts:
patients with < 5 prenatal visits, 5-10 prenatal visits, and > 15
prenatal visits. Linear regression models were used to calculate
the attributable effect of prenatal visit number upon delivery
gestational age, and multivariate logistic regression was used to
calculate the odds of adverse maternal and neonatal outcomes.
Results: During study period, 232,616 patients had < 5 pre-
natal visits, while 1,341,990 had 5-10, 1,702,481 had 11-15, and
320,008 had> 15 visits. Demographics were significantly different
amongst groups (Table 1). While all study groups had increased
rates of adverse outcomes, the findings were strongest with <

5 visits, which was attributable to a 1.5 week (95% CI 1.44-1.54)
decrease in gestational age at delivery, even after adjustment for
known risk factors of preterm birth. Conversely, attending 5-10
visits attributed to only 0.66 week (95% CI 0.64-0.68) decrease,
and attending > 15 visits attributed to a clinically irrelevant 0.19
week decrease in delivery gestational age. Similar trends were
identified when evaluating maternal and neonatal outcomes, in
which < 5 prenatal visits significantly increased the odds of
adverse maternal and neonatal outcomes (Figure 1).
Conclusion: Attending < 5 prenatal visits is strongly associated
with adverse pregnancy outcomes. As patients attendmore visits,
the odds of adverse outcomes decrease. This highlights the

extremely important role of routine prenatal care upon maternal
and child health.

439 | Birth Experiences of Discrimination on Labor and
Delivery

Bridget C. Huysman1; Paige Wilder1; Maya Bussey2; Lori
Atwood1; Mia Malcolm2; Monique Gill2; Rachel Witt3; Ebony B.
Carter4; Eve Colson2; Candice Woolfolk5
1Washington University in St. Louis, St. Louis, MO; 2Washington
University in St. Louis/Barnes-Jewish Hospital, St. Louis, MO;
3University of Minnesota, Minneapolis, MN; 4University of North
Carolina, Chapel Hill, NC; 5Washington University School of
Medicine in Saint Louis, St. Louis, MO
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4:00 PM - 6:00 PM
Objective: Discrimination and racism impact obstetric care and
approximately 1 in 5 birthing people will report mistreatment
during maternity care. We sought to assess perceived discrimina-
tion experienced by birthing persons at the time of their delivery
admission.
Study Design: This is a prospective survey of 129 birth peo-
ple presenting for delivery from 03/2024 to 05/2024 using the
Discrimination in Medical Settings Scale (DMSS) administered
prior to discharge. Birthing people admitted for an indication
not related to delivery, who delivered off L&D or precipitously,
or unable to speak English were excluded. DMSS scores were
compared between people of color (BIPOC) and White and
assessed by reports of any discrimination, and DMSS scores
>75th percentile (score 8) and ≥90th percentile (score 11). Sur-
vey responses were compared between groups using the Mann
Whitney U test and multivariable logistic regression was used to
estimate adjusted odds ratios(aOR) and 95% confidence intervals
(CI) after adjusting for relevant confounders.
Results: Prior to discharge, 176 birthing people were approached
to complete the survey and 47 declined to participate. Over 60%
of the cohort identified as a person of color. Comparing by race,
BIPOC andWhite birthing people differed by highest educational
level achieved and insurance and employment status. In bivariate
analysis, therewas a statistically significant difference in reported
DMSS scores≥90th percentile betweenBIPOCandWhite birthing
people with 5 times higher likelihood of reporting discrimination
(14 (17%) vs. 2 (4%), p = 0.03, OR 5.42 [95% CI 1.18, 25.00])(Table
1). There was a statistically significant difference in security calls
while in medical care between Black and White birthing people,
respectively (13 (20%) vs. 5 (7%), p = 0.04)(Table 2).
Conclusion: Discrimination is experienced more by people
of color on labor and delivery. Calls made to security calls
by staff were more commonly experienced by Black birthing
people. Future work is needed to explore how experiences of
discrimination contribute to obstetric outcomes and care seeking.

440 | Association of Transversus Abdominus Plane Block
and Postoperative Opioid Consumption Following
Planned Cesarean Hysterectomy

Brittany M. Hood; Jessica C. Ehrig; Michael Hofkamp
Baylor Scott and White Health, Temple, TX

4:00 PM - 6:00 PM
Objective: The rate of placenta accreta spectrum is 1 in 272.
To combat the opioid epidemic, alternative pain management
strategies includingmultimodal analgesia have been investigated.
We hypothesized that patients who underwent planned cesarean
hysterectomy (C-HYST) who received a transversus abdominus
plane (TAP) blockwould have lower 24-hour postoperative opioid
consumption compared to patients who did not.
StudyDesign: Our IRB approved the study andwaived informed
consent. Patients with C-HYSTwho did not require postoperative
mechanical ventilation at our hospital from July 1, 2014 to
December 31, 2022 were eligible for inclusion. Our primary
outcome was 24-hour postoperative opioid consumption. We
converted opioid use to morphine milligram equivalents (MME).
For patients with patient-controlled analgesia (PCA), the closest
documented entry to 24 hours was used to calculate opioid
consumption. Demographic, physical, and clinical data were
recorded.
Results: Demographic and physical characteristics of patients
with TAP block following C-HYST with (n = 23) and without
TAP block (n = 26) were no different. Patients with TAP block
following C-HYST had a 24-hour opioid consumption of 30.8
+ 29.8 mg compared to 80.4 + 59.4 mg for patients without
a TAP block (p< 0.001). Patients with PCA (n = 12) had an
average deviation in documentation from the 24-hour period of
41 minutes. For patients with TAP block, the average time from
wound closure to TAP block was 69 minutes.
Conclusion: Patients with TAP block following C-HYST had
statistically significant reductions in 24-hour opioid consumption
compared to patients without TAP block. A limitation of this
study was that patients without TAP block had statistically sig-
nificant lower acetaminophen consumption compared to patients
with TAP block. Increased acetaminophen administration may
explain a modest decrease in opioid consumption but is unlikely
to fully explain the magnitude of reduction observed in our
study. Another limitation was imprecise data for patients with
intravenous PCA. TAP blocks should be considered for patients
who undergo C-HYST procedures.
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441 | Pregnancy Under Fire: Disparities in
Firearm-Related Injuries During Pregnancy in the United
States, 2017-2021

Brittany Arditi1; Rachel Herz-Roiphe2; Alexander M. Friedman1;
Adina R. Kern-Goldberger3; Cynthia Gyamfi-Bannerman4;
Kartik K. Venkatesh5; Timothy Wen6
1Columbia University Irving Medical Center, New York, NY;
2Columbia University Medical Center, New York, NY; 3Cleveland
Clinic Lerner College of Medicine, Cleveland, OH; 4University of
California, San Diego, San Diego, CA; 5The Ohio State University,
Columbus, OH; 6University of California, San Diego, Irvine, CA

4:00 PM - 6:00 PM
Objective: Firearm violence is a preventable public health crisis
in the US, and pregnant patients are not immune from this
epidemic. Studies have shown that pregnant individuals aremore
likely to die due to homicide than the three leading obstetric
causes of maternal mortality. Our objective was to evaluate
disparities in firearm-related injuries (FRI) during pregnancy.
Study Design: A cross-sectional analysis of delivery hospitaliza-
tions with FRI was conducted using the Nationwide Inpatient
Sample from 2017-2021. We analyzed trends of FRI stratified by
self-reported race, payor, hospital region, and location/teaching
status. Trend significance was determined using the Cochran-
Armitage test. Multivariate logistic regression analyses, adjusting
for patient and hospital factors, were performed to evaluate the
effects of payor, self-reported maternal race, hospital region, and
hospital teaching status on the incidence of FRI.
Results: Of 17.5million deliveries, 6,365 were complicated by FRI
(3.6 per 10,000 delivery hospitalizations). In unadjusted analysis,
Black patients (OR 1.35, 95% CI 1.15-1.58) and patients delivering
at urban teaching hospitals (OR 1.44, 95% CI 1.1-1.88) experienced
higher rates of FRI; this finding did not hold after adjustment
for patient and hospital factors. In both univariable and adjusted
analyses, patients with public insurance were at increased risk of
FRI (Medicare aOR: 3.10, 95% CI 2.07-4.66; Medicaid aOR 1.33,
95% CI 1.12-1.59 vs. private insurance). Rates of FRI were lower in
the Midwest (aOR 0.53, 95% CI 0.43-0.65) and South (aOR 0.68,
95% CI 0.58-0.81) compared to the Northeast [Table 1]. Rates of
FRI increased over time for non-Hispanic Black, non-Hispanic

White, and Hispanic patients, as well as for those with public
insurance. Rates of FRI also increased over time at urban teaching
hospitals, and in all regions except the Midwest (p< 0.01) [Figure
1].
Conclusion: There are disparities in firearm related injuries
by geographic location and payor status in the United States.
Knowledge of such disparities can help to guide public policy
aimed at preventing gun violence.

442 | Pregnancy Outcomes in Gestational Diabetes Based
onMethod of Diagnosis: GCT ≥ 200 Versus OGTT

Candace Levian1; Mariam Naqvi2; Alexandra Navarrete1; Mona
Garcia1; Tania F. Esakoff2
1Cedars-Sinai Medical Center, Los Angeles, CA; 2Cedars Sinai
Medical Center, Los Angeles, CA

4:00 PM - 6:00 PM
Objective: Gestational diabetes mellitus (GDM) can be diag-
nosed based on 1-hour glucose challenge test (GCT) ≥ 200
mg/dL or ≥ 2 abnormal values on 3-hour oral glucose tolerance
testing (OGTT). We sought to investigate medication needs and
pregnancy outcomes among patients with GDM by method of
diagnosis.
Study Design: This is a retrospective cohort study of patients
with GDM who delivered at a single institution from 2020-2023.
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Comparisons were made between two groups based on abnormal
diagnostic test: 1-hour GCT result ≥ 200 mg/dL versus 1-hour
GCT < 200 mg/dL and abnormal OGTT. Data were obtained
by chart abstraction. The primary outcome was need for insulin
initiation. Secondary adverse pregnancy outcomes were also
described. Comparisons were performed using χ2 and t-test, with
multivariable logistic regression to adjust for confounders.
Results: We identified 587 patients with GDM during the study
period, of whom 111 (19%) were diagnosed by 1-hour GCT ≥ 200
mg/dL and 476 (81%) had a glucose of 140-199 mg/dL and
subsequently met Carpenter-Coustan criteria on 3-hour OGTT.
Background characteristicswere similar between cohorts, though
the ≥ 200 mg/dL group was more likely to be Black and was
diagnosed at an earlier gestational age (Table 1). Patients with
a 1-hour GCT ≥ 200 mg/dL were more likely to require insulin
during their pregnancy (53% vs 30%, P< 0.01) and to develop poor
glycemic control (28% vs 15%, P < 0.01), defined as failure to meet
recommended glycemic targets> 50% of the time despite medical
therapy. A 1-hour GCT ≥ 200 mg/dL was associated with higher
likelihood of a large for gestational age (LGA) neonate (17% vs 8%,
P< 0.01) and neonatal intensive care unit (NICU) admission (28%
vs 18%, P = 0.02). After adjustment for potential confounders,
these associations remained significant (Table 2).
Conclusion: Patients diagnosedwith GDMbased on 1-hour GCT
≥ 200 mg/dL were more likely to require insulin and have poor
glycemic control. LGA and NICU admission were more frequent
in this population compared to those diagnosed with abnormal
3-hour OGTT.

443 | Pregnancy Outcomes in Gestational Diabetes
Mellitus: Ethnic-Specific Differences Among a Diverse
Asian-American Population

Candace Levian1; Mariam Naqvi2; Alexandra Navarrete1; Mona
Garcia1; Tania F. Esakoff2
1Cedars-Sinai Medical Center, Los Angeles, CA; 2Cedars Sinai
Medical Center, Los Angeles, CA

4:00 PM - 6:00 PM
Objective: The prevalence of gestational diabetes mellitus
(GDM) is higher in Asian populations. Comparative data on
pregnancy outcomes among specific ethnic groups within Asian
cohorts is lacking. Our objective was to study Asian patients with
GDM and describe perinatal outcomes by country of origin.
Study Design: Retrospective cohort study of Asian patients with
GDM stratified by region of origin (East: China, Korea, Japan,
Taiwan; Southeast: Philippines, Thailand, Vietnam; South: India)
who delivered at a single institution from 2020-2023. Classifi-
cation of race/ethnicity was self-reported. Data were obtained
through chart abstraction. Comparisons were performed using χ2
and t-test. Multivariable logistic regression was then performed
to adjust for potential confounders.
Results: We identified 667 patients with GDM during the study
period, of whom 274 (41%) identified as Asian (36% East, 32%
Southeast, 32% South). Specific ethnic groups within each region
are shown in the Figure. Southeast and SouthAsian patients were
more likely to be obese compared to those from Eastern regions
(27% and 26% vs 11%, P = 0.01) (Table). South Asian patients
weremore likely to require insulin for blood glucosemanagement
and to develop poor glycemic control, defined as failure to meet
recommended glycemic targets> 50% of the time despite medical
therapy. Southeast Asian patients were more likely to require
rapid-acting insulin and to develop a hypertensive disorder of
pregnancy. Other maternal and neonatal outcomes were similar
between groups. After adjustment for obesity, Southeast and
South Asian patients remained more likely to require insulin
compared to East Asian patients (aOR 3.0, CI 1.5-5.8 and aOR
2.0, CI 1.1-4). Poor glycemic control remained associated with
South Asian descent compared to East Asian after adjustment for
obesity (aOR 2.5, CI 1.1-5.9).
Conclusion: There are differences in glycemic management
between Asian ethnic groups. Though Asian race is a known
risk factor for GDM, patients who identify as Asian represent
a heterogeneous group with diverse backgrounds and different
clinical outcomes.
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444 | The Impact of Senate Bill 8 on LARC and Permanent
Contraception Trends in Texas

CeCe Cheng1; Maria I. Smereka2; Belem Suarez3; Paula A.
Jaimes3; Carolina Vivas-Valencia3; Alexander Testa4; John J.
Byrne5
1University of Washington, Seattle, WA; 2University of Texas
Health Science Center at San Antonio, San Antonio, TX; 3The
University of Texas at San Antonio, San Antonio, TX; 4School of
Public Health, University of Texas Health Science Center at
Houston, Houston, TX; 5University of Texas Health San Antonio,
San Antonio, TX

4:00 PM - 6:00 PM
Objective: The goal of this study was to determine the impact of
Senate Bill 8 (SB8) on trends in long-acting reversible contracep-
tion (LARC) and permanent sterilization (PS) procedures in the
state of Texas.
Study Design: We conducted a retrospective cohort study uti-
lizing the Texas Outpatient Public Use Data to characterize
the relationship between the Texas “Heartbeat Act” (SB8) and

trends in LARC/PS procedures before (1/2021-6/2021) and after
(10/2021-3/2022) its passage in 9/2021. We excluded data from
7/2021-9/2021 which included the passage of SB8 and treated it
as a washout period. Inclusion criteria were patients aged 15 to 54
who underwent LARC placement or female PS for contraceptive
purposes. We excluded patients who underwent procedures for
presumably non-contraceptive purposes (ie. ectopic pregnancy
requiring salpingectomy). ICD-10 diagnostic and procedure codes
were used. We used patients’ home zip codes and the Rural and
Urban commuting area codes to categorize geographic area.
Results: Of the 26,576 patients who met inclusion criteria during
the study period, 14,006 (52.7%) and 12,570 (47.3%) received
LARC/PS in the 6 months prior to and after passage of SB8,
respectively. A decrease was observed in LARC use after SB8 (12.9
v 11.8%, p = 0.0048), while there was a significant increase in PS
procedures (87.1 v 88.2%, p = 0.0027). A significant increase was
noted in LARC/PS after SB8 in Hispanic patients compared to
other racial/ethnic groups (31.9 v 33.2%, p< 0.0001). There were
increases in patients ages < 20 (3.2 v 3.7%, p = 0.021), 30-39 (33.9
v 36.7%, p< 0.0001), and a decrease in those ≥50 (14.4 v 10.0%, p<
0.0001) post-SB8. More patients with Medicaid (20.7 v 21.8%, p =
0.03) and commercial insurance (40.6 v 42.4%, p= 0.003) received
LARC/PS after SB8. The rate of rural LARC/PS users increased
after SB8 (15.2 v 17.9%, p≤ 0.0001) compared to urban dwellers
(84.6 v 82.1%, p≤ 0.0001).
Conclusion: The significant increase in PS use compared to
LARC after SB8 may indicate the desire for more reliable forms
of contraception in areas where access to reproductive healthcare
is at risk.
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445 | Regional Differences in LARC and Permanent
Contraception procedures in Texas after the Dobbs
Decision

CeCe Cheng1; Maria I. Smereka2; Belem Suarez3; Paula A.
Jaimes3; Carolina Vivas-Valencia3; Alexander Testa4; John J.
Byrne5
1University of Washington, Seattle, WA; 2University of Texas
Health Science Center at San Antonio, San Antonio, TX; 3The
University of Texas at San Antonio, San Antonio, TX; 4School of
Public Health, University of Texas Health Science Center at
Houston, Houston, TX; 5University of Texas Health San Antonio,
San Antonio, TX

4:00 PM - 6:00 PM
Objective: The aim of this study is to determine if there are
differences in long-acting reversible contraception (LARC) and
permanent contraception (PS) procedures in Texas before and
after the Dobbs v JacksonWomen’s Health Organization (Dobbs)
decision.
Study Design: We conducted a retrospective cohort study utiliz-
ing the Texas Outpatient Public Use Data to determine rates of
LARC/PS procedure before (1/2022 to 6/2022) and after (7/2022
to 12/2022) the Dobbs decision in June of 2021. Inclusion criteria
were patients aged 15 to 54 who underwent LARC placement
or female PS for contraceptive purposes. We excluded patients
who underwent procedures for presumably non-contraceptive
purposes(ie. ectopic pregnancy requiring salpingectomy). ICD-
10 diagnostic and procedure codes were used. We used patients’
home zip codes and the Rural and Urban commuting area codes
to categorize geographic setting.
Results: Of the 13,544 patients who met inclusion criteria during
the study period, 6675 (49.3%) and 6869 (50.7%) received LARC/PS
in the 6 months prior to and after passage of the Dobbs decision,
respectively. Although there were no differences in overall rates
of LARC/PS placement after passage of Dobbs, we noted a
significant increase in LARC/PS procedures in patients from
rural areas (17.9 v 20%, p = 0.0017) and a significant decrease
in patients from urban areas (82 v 79.9%, p = 0.0013). Apart
from a decrease in LARC/PS utilization after passage of Dobbs

in the Hispanic population (32.7 v 31%, p = 0.03), there were
no significant racial/ethnic differences in LARC/PS utilization
after the passage of Dobbs. Similarly, there were no changes in
LARC/PS rates across different age groups except for a decrease
in the ≥50 age group (14.3 v 11.8%, p< 0.0001). There were no
differences in LARC/PS rates based on insurance type.
Conclusion: The slight decline in LARC/PS procedures for
patients living in urban areas and of Hispanic ethnicity in Texas
following the Dobbs decision may indicate emerging healthcare
disparities related to changes in reproductive health policy.
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446 | Strict Blood Pressure Control and Risk of Postpartum
Readmission

Celeste A. Green; Brooklynn Earls; Haleh Sangi-Haghpeykar;
Dominique Williams; April D. Adams
Baylor College of Medicine, Houston, TX

4:00 PM - 6:00 PM
Objective: Hypertensive disorders of pregnancy (HDP) comprise
approximately 10% of postpartum readmissions. Strict discharge
criteria for the delivery encounter are a suggested practice for
reduction in HDP-related readmission. We evaluated whether
implementation of discharge criteria requiring BP< 150/100 for at
least 24 hours reduced the likelihood of postpartum readmission
for HDP.
Study Design: Analysis included live- and stillbirths >/ = 20
weeks’ at a single site from 2019-2022. Readmissions included
inpatient stays with any hypertension-related primary diagno-
sis code 1-42 days after discharge. Patients discharged pre-
implementation of strict BP discharge criteria, (1/1/19-1/31/22)
were compared to those discharged post-implementation (2/1/22-
12/31/22). Race and ethnicity were excluded from regression
models to avoid conflating the social construct of race with
biological contributors to a clinical outcome.
Results: We reviewed 23,734 deliveries and 358 readmissions.
HDP-related readmission rates were 1.4% (N = 259) pre-
implementation of strict BP discharge criteria, and 2.1% (N = 99)
post-implementation, p< .0003. Our delivery cohort was racially
and ethnically more diverse than the United States’ population,
though EMR-reported Black patients were readmitted dispropor-
tionately more than others (Tables). The most common readmis-
sion diagnosis was severe preeclampsia. Post-implementation of
strict BP discharge criteria, a higher proportion of patients (N
= 307, 6.4%) also presented to triage for HDP issues than pre-
implementation (N = 1068, 5.7%), p = .0003. The odds ratio (OR)
for HDP readmission post-2/1/22 was 1.53 (CI 1.2-1.9, p = .0004).
After adjusting for confounders, the OR was 1.48 (CI 1.13-1.92, p
= .004).
Conclusion: HDP readmission risk was higher after imple-
menting strict BP discharge criteria. This may represent more
severe disease exacerbations, and strict BP discharge criteria
may mitigate risk of unnecessary readmissions. Close outpatient
follow-up, remote BP monitoring, and patient education on HDP
exacerbation may encourage appropriate presentations to care
and prevent out-of-hospital mortality.
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447 | Timing of Delivery of PretermMembrane Rupture at
34 Weeks and Beyond: a Cost-Effectiveness Analysis

Celine Huynh1; Sarah K. Dzubay2; Megha Arora2; Jacqueline M.
Powell3; Aaron B. Caughey2
1Oregon Health and Science University, Portland, OR; 2Oregon
Health & Science University, Portland, OR; 3University of
Wisconsin School of Medicine and Public Health, Madison, WI

4:00 PM - 6:00 PM
Objective: To examine outcomes and the cost-effectiveness of
immediate delivery at 34 weeks’ gestation versus expectant
management to 35, 36, and 37 weeks in the setting of preterm
premature rupture of membranes (PPROM).
Study Design: A decision-analytic model was built using
TreeAge software to compare outcomes of immediate delivery
versus expectant management to 35, 36, and 37 weeks in a
theoretical cohort of 35,913 pregnant people with PPROM at 34
weeks. Clinical outcomes included stillbirth, neonatal death, neu-
rodevelopmental disorder, maternal mortality, healthy neonate,
maternal sepsis leading to ICU admission, neonatal sepsis,
NICU admission, costs and quality adjusted life years (QALYs).
Probabilities, costs, and utilities were derived from literature.
Results: In our cohort, expectant management resulted in
fewer neonatal deaths, neurodevelopmental disorders, and NICU
admissions, in addition to increasing the number of healthy
neonates delivered across all expectant management weeks
(Table 1). Conversely, expectant management was found to
increase the number of cases of stillbirth, maternal mortality,
maternal sepsis, and neonatal sepsis. Each increasing week
of expectant management yielded additional QALYs but was
associated with increased costs. In this comparison, the optimal
outcome and most cost-effective was expectant management to
37 weeks. One-way sensitivity analysis for the cost of antepartum
care revealed that when the cost of antepartum admission
exceeded $54,267 then management up to 36 weeks became
cost-effective as compared to waiting until 37 weeks. One-way
sensitivity analysis for the cost of NICU stay demonstrated that
at 16 times the NICU cost, expectant management to 36 weeks
becomes dominated by 37 weeks.
Conclusion: Management of PPROM at 34-36 weeks’ gestation
remains controversial, with guidelines incorporating both imme-
diate delivery and expectant management. The current model
suggests that ongoing expectant management to 37 weeks may
improve outcomes and be a cost-effective strategy.

448 | Safe Reduction of NTSV Cesarean Delivery Rates
using Multidisciplinary Quality Improvement Efforts

Chandler M. McGee1; Celeste A. Green1; Lauren Shubert2;
Adewunmi Babalola2; Audra Timmins2; Stephanie
Gonzales-Hughes2; Sharon Burks2; Khanh Nguyen2; Erin
Gonzales2; Sheena Glover2; Tara Barrick2; Courtney Thompson2;
Grace Achim2; Matt Carroll2; Christina Davidson2
1Baylor College of Medicine, Houston, TX; 2Texas Children’s
Pavilion for Women, Houston, TX

4:00 PM - 6:00 PM
Objective: The rate of cesarean deliveries (CD) in nulliparous,
term, singleton, vertex (NTSV) patients at our hospital has been
∼30% since we began tracking this measure in 2016. Our aim was
to evaluate the impact of quality improvement (QI) initiatives on
this metric.
Study Design: Our level IV urban academic center formed a
multidisciplinary workgroup in 4/2023. We reviewed CD rates
stratified by indication, physician practice, race and ethnicity,
which were regularly presented to the department and practice
leaders. Nurses audited oxytocin management for adherence to
hospital protocol and introduced non-pharmacologic options to
help patients cope with labor pain. Retrospective chart review
of all NTSV CD from 5-10/2023 determined if the indication for
CDmet ACOG criteria for failed induction of labor (FIOL), active
phase arrest (APA), second stage arrest (SSA), and prelabor CD.
Results were presented at departmental meetings and each
physician was sent a scorecard with their total NTSV CD and
adherence to ACOG criteria.
Results: The NTSV CD rate decreased in concordance with
hospital QI efforts, to a nadir of 27.2% in the 2024 calendar year to
date (Fig 1). Severe newborn complications (SNC) ratewas similar
before and after QI efforts (0.44% vs 0.61%, p = 0.13). Among all
298 NTSV CD, 13.8% did not meet ACOG criteria. FIOL was the
most common indication (23%) that did not meet criteria across
all racial and ethnic groups. Prelabor CD not meeting ACOG
criteria were highest for White and Hispanic patients, driven by
CD for estimated fetal weight lower than ACOG thresholds.
Conclusion: Our hospital NTSV CD rate decreased without
an increase in SNC rates. Our chart audit allowed us to iden-
tify an opportunity to target FIOL and prelabor CD as future
interventions. Sharing disaggregated data coupled with detailed
chart review to identify hospital-specific drivers of non-medically
indicatedCDmay be strategies to safely reduceNTSVCD rate and
drive quality improvement initiatives.
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449 | is Severity of Congenital Cardiac Disease Associated
with Increased Perinatal Mood Symptoms

Christina Paidas Teefey1; Juliana S. Gebb2; Alexandria Budney3;
Nahla Khalek1; Shelly Soni1; Desiree Fiorentino1; Joanna C.M.
Cole3; Julie S. Moldenhauer1; Jack Rychik3
1Richard D. Wood Jr. Center for Fetal Diagnosis and Treatment at
CHOP, Philadelphia, PA; 2Richard D. Wood, Jr Center for Fetal
Diagnosis and Treatment, Children’s Hospital of Philadelphia,
Philadelphia, PA; 3Children’s Hospital of Philadelphia,
Philadelphia, PA

4:00 PM - 6:00 PM
Objective: To assesswhether fetal cardiovascular disease severity
is associated with perinatal mood symptoms in mothers with
prenatal diagnosis of congenital heart disease (CHD).
Study Design: Expectant mothers completed validated screens
for depressive, anxiety and traumatic symptoms following diag-
nosis of CHD (Time 1) and immediately postpartum (Time
2). Postpartum Depression Screening Scale (PDSS) was used
to identify symptoms of depressive risk (≥ 60 and ≥ 21) and
Impact of Events Scale (IES-R) was administered to determine
traumatic risk (≥ 33) in a cohort of patients at a single fetal
therapy center from December 1, 2012 through July 1, 2017. A
fetal cardiologist reviewed echocardiographic imaging blinded
to clinical course and assigned a Fetal Cardiovascular Disease
Severity Score (FCDSS score severity range:1, lowest thru 7,
highest) based on previously validated scale (Davey et al., 2014).
Demographics were collected including mental health history
confirmed by a licensed perinatal psychologist. Statistical analysis
was performed using Fisher’s exact test and chi squared test for
categorical variables and Mann-Whitney U test for continuous
variables.

Results: Depressive risk was 47% (n= 177/380) during pregnancy
and 34% (n = 129/380) postpartum. Anxiety and traumatic stress
risk was 14% (n= 52/380) during pregnancy and 4.7% (n= 18/380)
postpartum. Increasing FCDSS did not corelate with clinical
depressive, anxiety or traumatic stress risk during pregnancy
or postpartum (Table 1). While FCDSS was not associated with
increased risk for mood symptoms, patients with a FCDSS ≥ 5
(n = 197), received more psychosocial support during pregnancy
(Table 2). History of maternal mental health diagnosis strongly
correlated with increased depressive risk in pregnancy (67% vs
43%, p = 0.001) and postpartum (50% vs 31%, p = 0.009).
Conclusion: Severity of fetal cardiovascular disease is not asso-
ciated with additional depressive, anxiety and traumatic risk.
Pre-existing maternal mental health diagnosis is strongly associ-
ated with perinatal mood symptoms emphasizing the importance
of perinatal psychosocial support.

450 | Refractory Hypotension with Combined Spinal
Epidural and Prophylactic Phenylephrine Infusion
During Scheduled Cesarean Delivery

Kristina Fin1; Christine E. Henricks1; Elise A. Rosenthal2;
Jessica E. Pruszynski3; Jacqueline Galvan1; David B. Nelson1;
Elaine L. Duryea1
1University of Texas Southwestern Medical Center, Dallas, TX;
2NYU Langone Health, Brooklyn, NY; 3University of Texas
Southwestern, Dallas, TX

4:00 PM - 6:00 PM
Objective: Prophylactic phenylephrine infusion is commonly
used to manage regional anesthetic-induced hypotension during
cesarean deliveries, aiming to stabilize maternal blood pressure
and maintain uteroplacental perfusion to prevent fetal and
maternal effects. This study evaluates the incidence of refractory
hypotension with combined spinal epidural (CSE) despite the use
of prophylactic phenylephrine infusion.
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Study Design: This retrospective cohort study included all
scheduled cesarean deliveries (CD) at term from August 2023 to
September 2023, excluding patientswith acute indications for CD.
All patients received CSE for neuraxial anesthesia. Hypotension
was defined as a systolic BP < 90 mmHg or a diastolic BP
< 60 mmHg with a 20% decrease from baseline BP. Patients
with hypotension post-CSE were compared to those without
hypotension. Data on additional vasopressor requirements and
neonatal outcomes were collected. Statistical analyses performed
included chi-squared, Fisher’s exact, and Kruskal-Wallis tests.
Results: Among 170 patients undergoing scheduled cesarean
delivery with CSE, 60% experienced hypotension despite pro-
phylactic phenylephrine. Fetal heart rate deceleration occurred
in 13.7% of hypotensive patients versus 5.9% of non-hypotensive
patients (p= 0.09). Median umbilical cord pHwas 7.29 [7.25, 7.31]
in hypotensive patients and 7.3 [7.27, 7.33] in non-hypotensive
patients (p = 0.03). Neonatal ICU admission rates were similar
between groups. Rescue vasopressors were used in 75.5% of
hypotensive cases and 32% of non-hypotensive cases (p< 0.01).
Conclusion: The study highlights that while prophylactic
phenylephrine infusion is used to prevent hypotension during
cesarean deliveries, 60% of patients still experience significant
hypotension, requiring additional interventions. Further research
is necessary to understand risk factors and interventions for
refractory hypotension during combined spinal epidural anesthe-
sia in scheduled cesarean deliveries to optimize maternal and
neonatal outcomes.

451 | Effectiveness of Intravenous Ferric Carboxymaltose
for Severe Anemia in the Late Third Trimester

Christine E. Henricks; Rachel C. Schell; Catherine Y. Spong;
Elaine L. Duryea
University of Texas Southwestern Medical Center, Dallas, TX

4:00 PM - 6:00 PM

Objective: Iron deficiency anemia is associated with adverse
pregnancy outcomes. Prior studies have shown reduced morbid-
ity with intravenous (IV) iron therapy, but the optimal timing
of administration is unknown. The objective of this study was
to evaluate whether administration timing of IV ferric carboxy-
maltose in the late third trimester impacts maternal hematologic
indices and outcomes.
Study Design: A retrospective cohort study was conducted from
October 2020 to May 2024 of IV ferric carboxymaltose for the
treatment of severe anemia in the third trimester, defined by a
hemoglobin< 8 g/dL or hematocrit< 25%, plus iron< 40mcg/dL
or ferritin < 15 ng/mL. Eligible patients received two infusions
oneweek apart, regardless of gestational age at diagnosis. Patients
beginning treatment early, defined as < 36 weeks gestation
(WGA), were compared to those with late treatment starting ≥

36 WGA. Mann-Whitney U and Chi-squared tests were used for
statistical analysis.
Results: Of 129 patients, 101 received IV iron < 36 weeks (early)
and 28 ≥ 36 weeks (late). Hemoglobin at diagnosis of severe
anemiawas not different,median 7.3 [7.0,7.7] g/dL in early cohort
and 7.6 [7,7.8] g/dL in the late cohort (p = 0.121). The median
rise in hemoglobin between diagnosis and delivery was 3.8 [2.7,
5.2] g/dL for the entire population. There was no difference
in gestational age at delivery between the cohorts. Importantly,
hemoglobin levels at deliverywere not different between the early
(11.2 [10.5,12.0] g/dL) and late (10.6 [9.6,11.2] g/dL) cohorts (p =
0.251). The incidence of peripartum transfusionwas not different,
5.0% in the early cohort and 3.6% in the late cohort (p = 0.759).
Conclusion: Patients receiving IV ferric carboxymaltose for
severe anemia ≥36 WGA demonstrated similar improvements in
hemoglobin levels compared to those receiving treatment earlier
in gestation and were no more likely to require transfusion at
delivery. IV ferric carboxymaltose should not be withheld in the
late third trimester based on perceived futility with advancing
gestational age.
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452 | Accuracy of Ultrasound-Derived Estimated Fetal
Weight in Peri-Viable Births

Colleen P. Judge-Golden1; Sally Kuehn2; Sarah Ellestad1; Sarah
K. Dotters-Katz2; Amanda M. Craig1
1Duke University Hospital, Durham, NC; 2Duke University School
of Medicine, Durham, NC

4:00 PM - 6:00 PM
Objective: As neonatal resuscitation is offered at increasing
extremes of prematurity, ultrasound-derived estimated fetal
weight (EFW) is a crucial data point in patient counseling. We
aimed to evaluate accuracy of EFW compared to neonatal birth-
weight (BW) in peri-viable births and identify factors associated
with accuracy.
Study Design: Medical records were abstracted for all liveborn,
non-anomalous neonates born at 22w0d-24w6d at a single tertiary
institution between 1/2013-5/2024, with ultrasound-derived EFW
within 7 days of delivery. Primary outcome was absolute percent
difference (accuracy) between EFW (Hadlock) and BW. Linear
regression and Kruskall-Wallis tests were used to assess associa-
tions of accuracywith imaging variables,maternal and pregnancy
characteristics. Adjusted linear regression was performed includ-
ing maternal BMI at EFW (an a priori plausible association) and
variables associated with accuracy in univariate analyses at p<
0.1.
Results: 141 neonates from 129 pregnancies were included.
Median gestational age at delivery was 23w4d, with median BW
560g. Most deliveries (83%) were sequelae of cervical insuffi-
ciency, preterm labor, or preterm prelabor rupture ofmembranes;
17% were iatrogenic for maternal or fetal indications. Median
time from EFW to delivery was 2 days. A certified sonographer
performed 85% of ultrasounds. EFW was highly correlated with
BW (p< 0.001, R2 = 0.72); 54% of EFWs underestimated BW.
Median absolute percent difference was 7.1% [IQR 2.9%,12.2%].
In unadjusted analyses, increasing BW (p = 0.04) and multiple
gestations (p = 0.002) were associated with improved accuracy;
oligohydramnios was associated with decreased accuracy (p =
0.04). Maternal BMI, sonographer level, fetal presentation and
EFW timing were not associated with accuracy. Adjusting for
BMI, oligohydramios and multiples, BW remained inversely
associated with EFW accuracy (coefficient -0.016, p = 0.013).
Conclusion: Ultrasound-derivedEFWwas an excellent predictor
of BW among peri-viable deliveries at our institution. Accuracy

declined with lower BW, which may be considered in antenatal
counseling.

453 | Association Between Instrumental Vaginal Delivery
and the Risk of Postpartum Depression

CYRIELLE PRAT BALAGNA1; Marianne Jacques2; Marie
Viaud3; Sarah Tebeka4; Aurélien Seco5; Nathalie Lelong3;
Camille Le Ray3
1INSERM UMR 1153, Obstetrical, Perinatal and Pediatric
Epidemiology Research Team (Epopé), Center for Epidemiology
and Statistics, FHU PREMA, Université de Paris, PARIS,
Ile-de-France; 2Obstetrical, Perinatal and Pediatric Epidemiology
Research Team (EPOPé) - Centre for Research in Epidemiology
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and Statistics (CRESS), Université Paris Cité, Inserm, Paris,
Ile-de-France; 3INSERM UMR 1153, Obstetrical, Perinatal and
Pediatric Epidemiology Research Team (Epopé), Center for
Epidemiology and Statistics, FHU PREMA, Université de Paris,
Paris, Ile-de-France; 4Department of Psychiatry, AP-HP, Louis
Mourier Hospital, Colombes, Ile-de-France; 5Université Paris Cité,
Inserm, Centre for Research in Epidemiology and StatisticS
(CRESS), Obstetrical Perinatal and Pediatric Epidemiology
Research Team (EPOPé)„ Paris, Ile-de-France

4:00 PM - 6:00 PM
Objective: Postpartumdepression(PPD) affects 10-20%ofwomen
and previous studies have identified instrumental vaginal
birth(VB) as a risk factor. Our study aimed to test this association,
in full-term pregnancies with a trial of vaginal delivery, and to
explore mediating factors.
Study Design: We used data from the observational nation-
wide population-based study ENP 2021, including women who
completed the Edinburgh Postnatal Depression Scale(EPDS)
at 2-month. Multiple pregnancies, non-cephalic presentations,
preterm births and planned cesareans were excluded. An EPDS
score ≥ 13 was used as a validated proxy for PPD. Mode of
delivery (spontaneous VB/instrumental VB/cesarean), type and
indication of the instrument were collected. The association
between instrumental VB and PPD was studied using univariate
and multivariate analyses and weighted to account for 2-month
attrition. Mediation analyses were conducted after identification
of intermediate factors: maternal composite criterion (postpar-
tum hemorrhage+/-obstetric anal sphincter injury), episiotomy,
neonatal composite criterion (Apgar score ≤ 7+/-neonatal trans-
fer), pain and disrespectful care during delivery. Two sensitivity
analyses were performed among women at low psychiatric risk
and using an EPDS score ≥ 11.
Results: The study population included 6084 women:
4473(73.5%) had spontaneous VB, 915(15.0%) instrumental
VB and 696 (11.5%) cesareans. PPD prevalence was 16.3%[15.3-
17.3] reaching 19.3% for instrumental VB (aOR 1.35[1.10-1.66])
compared with 15.6% for spontaneous VB (reference) and 16.7%
for cesareans (aOR 1.05[0.83-1.33]). Fetal heart rate abnormalities
indication was associated with higher PPD prevalence. The
indirect effect mediated by disrespectful care during delivery
explained 18% of the association between instrumental VB
and PPD (aOR of indirect effect: 1.04[1.01-1.07]). We found no
significant mediation effect for other factors. Sensitivity analyses
found similar results.
Conclusion: The prevalence of PPD was significantly higher
with instrumental VB, an association partly mediated by disre-
spectful care during delivery.

454 | The Association between Post-Traumatic Stress and
Perineal Pain in Patients with Birth Injury

Dana R. Canfield1; Emmanuel Elijah2; Omar Mesina3; Rachel L.
Wiley2; Aava Saffarnia2; Alexandra Nutaitis2; Lindsey A.
Burnett4
1UC San Diego Health, San Diego, CA; 2University of California,
San Diego, San Diego, CA; 3University of California San Diego
Health, San Diego, CA; 4UC San Diego Medical Center, La Jolla,
CA

4:00 PM - 6:00 PM
Objective: While the impact of emotional distress on perceived
pain has been shown in several studies, few have focused
on patients with birth injury. Our goal was to determine
whether post-traumatic stress is associated with a higher inci-
dence of reported pain in birth-injured patients.
Study Design: This was a retrospective cohort study of patients
seen in a urogynecology clinic specializing in the management
of birth injury. Patients completed surveys addressing physical
and emotional wellbeing which included a Peritraumatic Stress
Inventory (PDI) to assess for childbirth-related trauma symptoms.
Demographic and delivery variables were compared between
patients who had a PDI score of >14, a cut-off associated with a
greater risk of developing post-traumatic stress disorder. Pain
was assessed as a binary variable based on response to the
question “are you having perineal/vaginal pain?”. Demographic
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and delivery factors associated with high PDI were added to
a multivariable logistic regression model of pain (Table 1).
Edinburgh Depression Scale (EPDS) score was excluded given
concern for effect mediation.
Results: 48 patients completed the PDI and were included in our
analysis. Patients with low PDI were assessed at an average of
11.34 (SD 4.53) weeks postpartum and patients with high PDI at
10.33weeks (SD6.24). Incidence of stool and gas incontinencewas
significantly greater in the high PDI group. While antepartum
EPDS scores did not significantly differ, postpartum scores were
greater in high PDI group. After adjusting for stool and gas
incontinence, patients were more likely to report pain (OR
1.22; 95% CI -0.26, 0.47) but this difference was not statistically
significant. However, elevated PDI was associated with leakage
of stool in our adjusted model (OR 1.75; 95% CI 1.14, 2.17).
Conclusion: We found that psychologically traumatic birth
was positively but insignificantly related to reported pain and
significantly associated with increased stool incontinence. While
further studies are needed, our results point towards a rela-
tionship between an emotionally traumatic birth and physical
recovery.

455 | Adverse Childhood Experiences and Perceived
Control Over Birth

Dana R. Canfield1; Cynthia Gyamfi-Bannerman2; Emmanuel
Elijah2; Karoline Gutierrez3; Minhazur R. Sarker2; Rachel L.
Wiley2; Elizabeth Nicole Teal2; Marni B. Jacobs4

1UC San Diego Health, San Diego, CA; 2University of California,
San Diego, San Diego, CA; 3University of Miami, Miami, FL;
4University of California, San Diego Health, San Diego, CA

4:00 PM - 6:00 PM
Objective: Adverse childhood experiences (ACEs) have been
shown to impact adult health but have not been studied in
connection with perceived control over labor, termed labor
agentry.We aimed to study the impact ofACEs on labor agentry as
recorded on the Labor Agentry Scale (LAS), a 29-itemLikert-scale
response survey in which higher score corresponds with greater
agentry.
Study Design: In this prospective cohort study, patients were
enrolled from high-risk obstetric clinics at a single institution
from 27-34 weeks gestation. Participants were asked to complete
mental health surveys on enrollment including ACE-Q, a 10-
item measure to assess adverse experiences prior to age 18. At
the time of birth participants completed the LAS. Patients were
divided into three conventional ACE categories: low-risk (ACE
= 0), moderate-risk (ACE = 1-3), and high-risk (ACE = 4+).
LAS was analyzed as a continuous variable. Demographic factors
independently associated with ACE scores were included in a
multivariable linear regression model of labor agentry score,
except history of a mental health condition given concern for
effect mediation (Tables 1 and 2).
Results: Of 59 patients that completed the ACE-Q and LAS, 17
(28.8%) were low risk, 29 (49.2%) moderate risk, and 13 (22.0%)
high risk. Participants in the high-risk ACE category tended to be
younger (Table 1, p = 0.005). Mean labor agentry was 159.9, 166.6,
and 162.7 for low, moderate, and high-risk ACE, respectively, and
did not differ significantly by ACE group (p = 0.74). Compared
to the low-risk ACE group, moderate and high-risk ACE scores
were associated with the higher LAS in our adjusted model, but
this was not statistically significant.
Conclusion: We did not find significant differences in agentry by
ACE score. While additional studies are needed to confirm these
findings, is plausible that patients with trauma history are more
accustomed to a lack of agentry and this alters their expectations
and perceptions during childbirth, attenuating differences that
would otherwise be found between groups.

47 of 183



456 | Comparison of Prophylactic Antibiotics Regimens in
Pregnancies Complicated by Cervical Insufficiency
Requiring Cervical Cerclage

Daniel J. Martingano1; Marwah Al-Dulaimi2; Sandra Kumwong3;
Andrea Ouyang4; Lauren Cue5; Ashley Nguyen2; Francis X.
Martingano6; Shailini Singh7; Alexander Ulfers8; Mark Rebolos2;
Kristin Cohen9; Donald Morrish2; Iffath A. Hoskins10
1St. John’s Episcopal Hospital-South Shore and William Carey
University College of Osteopathic Medicine, Far Rockaway, NY;
2St. John’s Episcopal Hospital-South Shore, Far Rockaway, NY;
3Touro College of Osteopathic Medicine-Harlem Campus, New
York, NY; 4William Carey University, Hattiesburg, MS; 5Rutgers
University and the Jersey City Medical Center, Jersey City, NJ;
6NYU Grossman School of Medicine - NYU Brooklyn, New York,
NY; 7AtlantiCare Regional Medical Center, Pamona, NJ; 8Walter
Reed National Military Medical Center, Bethesda, MD;
9RWJBarnabas Health - Trinitas Regional Medical Center,
Elizabeth, NJ; 10Albert Einstein College of Medicine - Montefiore
Medical Center, New York, NY

4:00 PM - 6:00 PM
Objective: The effect of prophylactic antibiotics with or without
tocolytic medications on gestational latency remains uncertain.
This study sought to evaluate the effectiveness of adjunctive
antibiotic regimens on increasing gestational latency for preg-
nancies complicated by cervical insufficiency requiring cervical
cerclage.
Study Design: We conducted a multi-center, prospective obser-
vational study from 7/2022 to 7/2024 comparing all pregnancies
complicated by cervical insufficiency requiring cervical cerclage
at a gestational age range of 16 0/7 to 23 6/7 weeks. History-
indicated (HC) and physical-exam indicated (PC) cerclages
were included. Antibiotic regimens used as covariates included
cefazolin and/or azithromycin, and were determined based on
physician preference. Each regimen received indomethacin and
utilized a vaginal surgical approach. Each regimenwas compared
to the total patients receiving a different regimen. Patients with
multiple gestations, additional tocolytic medication use, or prior
vaginal progesterone use, were excluded. The primary outcomes
included completed weeks gestation at time of delivery (CW),
preterm and term deliveries, as respective, discrete events.
Results: The study included 209 patients with 87 requiring a PC
and 112 requiring HC. Demographic factors were not significantly
different. In the PCgroup, 43 (49.4%) received cefazolin, 16 (18.4%)
received azithromycin, 28 (32.2%) received both. In the HC group,
78 (70.0%) received cefazolin, 6 (5.4%) received azithromycin, and
28 (25%) received both. Kaplan-Meier survival analysis (Figure 1)
noted significantly greater pregnancy latency when comparing
cefazolin to azithromycin for PC (p = 0.049). No significant
differences in gestational latency or rates of preterm or term
delivery were noted in the HC group for any regimen or when
comparing other PC regimens.
Conclusion: It is reasonable to administer cefazolin when
performing a physical-exam indicated cervical cerclage with a
vaginal approach and may offer greater pregnancy latency, with
likely no additional benefit when using azithromycin alone or in
combination with cefazolin.

457 | Comparison of Antiemetic Regimens for 1st
Trimester Pregnancies Complicated by Cannabinoid
Hyperemesis Syndrome

Daniel J. Martingano1; Amanda F. Francis Oladipo2; Marwah
Al-Dulaimi3; Sandra Kumwong4; Andrea Ouyang5; Lauren
Cue6; Ashley Nguyen3; Francis X. Martingano7; Shailini Singh8;
Mark Rebolos3; Alexander Ulfers9; Kristin Cohen10; Donald
Morrish3; Iffath A. Hoskins11
1St. John’s Episcopal Hospital-South Shore and William Carey
University College of Osteopathic Medicine, Far Rockaway, NY;
2Hackensack University Medical Center, Hackensack, NJ; 3St.
John’s Episcopal Hospital-South Shore, Far Rockaway, NY; 4Touro
College of Osteopathic Medicine-Harlem Campus, New York, NY;
5William Carey University, Hattiesburg, MS; 6Rutgers University
and the Jersey City Medical Center, Jersey City, NJ; 7NYU
Grossman School of Medicine - NYU Brooklyn, New York, NY;
8AtlantiCare Regional Medical Center, Pamona, NJ; 9Walter Reed
National Military Medical Center, Bethesda, MD; 10RWJBarnabas
Health - Trinitas Regional Medical Center, Elizabeth, NJ; 11Albert
Einstein College of Medicine - Montefiore Medical Center, New
York, NY

4:00 PM - 6:00 PM
Objective: Cannabinoid hyperemesis syndrome (CHS) is char-
acterized by cyclic vomiting in chronic cannabis users. CHS can
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both exacerbate and mimic hyperemesis gravidarum (HG) in
1st trimester pregnancies and is often refractory to antiemetic
medications use to treat HG alone. This study sought to compare
antiemetic regimens in cases of concurrent CHS in first trimester
pregnancies.
Study Design: We conducted a multi-center, prospective obser-
vational study from 7/2022 to 7/2024 comparing all pregnant
patients with concurrent CHS at gestational age range of 8
0/7 to 13 6/7 weeks. CHS was diagnosed by Rome IV cri-
teria for cyclical vomiting syndrome and cannabis use more
than 4 times per week on average. The primary outcomes
included need to switch medication and patient-reported res-
olution confirmed by provider assessment, as discrete events.
Patients taking overlapping medications or with allergies to
any included medications were excluded. Monotherapy oral
medications including metoclopramide, odansetron, cyprohepta-
dine, diphenhydramine, and topical capsaicin were included as
covariates. All patients endorsed routine hot-water bathing to aid
in resolution of symptoms. Medication choice was determined by
physician preference.
Results: The study included 537 patients diagnosed with CHS.
Baseline demographic factors were not significantly different.
Patients who received metoclopramide were less likely to need to
switch to an alternative medication (56.2% v. 28.3%, p = 0.002)
with a 29% decreased risk when adjusted for confounders (RR
0.71, 95% CI 0.43-0.89, p = 0.002). Patients who received topical
capsaicin were more likely to report improvement in appetite
(51.9% v. 20.2%, p = 0.032), with a 31% increased likelihood when
adjusted for confounders (RR 1.31, 95% CI 1.44-1.93, p = 0.001).
This same group, however, demonstrated the lowest compliance
rate (11.9% v. 45.9%, p = 0.005).
Conclusion: Metoclopramide and topical capsaicin in conjunc-
tion with routine hot-bathing are reasonable and efficacious
antiemetic regimens for 1st trimester pregnancies complicated by
CHS.

458 | Predicting the need for Blood Transfusion Based on
CBC at admission in Normal Vaginal Delivery

Daniel Gabbai1; Itamar Gilboa1; Anat Lavie2; Yariv Yogev3;
Emmanuel Attali1
1Lis Hospital for Women’s Health, Tel Aviv Sourasky Medical
Center, Tel-Aviv, Tel Aviv; 2Tel Aviv Sourasky Medical Center, Tel
Aviv Sourasky Medical Center, Tel Aviv; 3Lis Maternity Hospital,
Sourasky Medical Center, Tel Aviv University, Tel Aviv Sourasky
Medical Center, Tel Aviv

4:00 PM - 6:00 PM
Objective: The relationship between admission complete
blood count (CBC) parameters, specifically the Neutrophil-to-
Lymphocyte Ratio (NLR), and the requirement for packed red
blood cell (pRBC) transfusion following vaginal delivery remains
underexplored. This study aims to investigate the association
between various CBC parameters, including NLR, and the need
for pRBC transfusion, and to evaluate their predictive value for
this outcome.
Study Design: A retrospective cohort study was conducted at
a tertiary, university-affiliated medical center with about 12,500
annual deliveries (2012-2023). Women were categorized based on
the need for blood transfusion, determined by severe ongoing

haemorrhage, symptomatic anemia with Hb levels of 7–8 g/dL,
or postpartum Hb levels < 7 g/dL. Maternal demographics,
CBC characteristics at admission, and delivery outcomes were
analyzed.Multivariate logistic regression identified predictors for
pRBC transfusion, and a risk prediction score was developed and
evaluated using the ROC curve
Results: During the study period, 145,833 women delivered in
our center. The CBC parameters of 37,631 women who delivered
vaginally were available. Of them, 957 (2.5%) required pRBC
transfusion.
Advanced maternal age, nulliparity, and conception by IVF were
associated with increased pRBC transfusion. In contrast, sponta-
neous onset of delivery (compared to induction) was associated
with a lower likelihood of transfusion.
Regarding admission CBC parameters, Hemoglobin < 10.5 g/dL
(OR: 6.8, 95% CI: 5.8-8.02, p< 0.001) and Neutrophil to Lympho-
cyte Ratio (NLR) > 5 (OR: 1.55, 95% CI: 1.3-1.87, p = 0.001) were
associated with an increased rate of pRBC transfusion.
A scoring model, using a cutoff of 6 [Table 1], successfully
predicted blood cell transfusion with an area under the curve of
0.78 (95% CI: 0.75-0.79, p-value< 0.001), achieving 85% sensitivity
and 77% specificity. (Figure 1]
Conclusion: CBC parameters, especially hemoglobin and NLR,
along with maternal factors, are valuable predictors for the need
of pRBC transfusion in vaginal deliveries.
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459 | Risk Factors for Prolonged Hospitalization following
Vacuum-Assisted Delivery

Daniel Gabbai1; Lee Reicher2; Anat Lavie3; Yariv Yogev4;
Emmanuel Attali1
1Lis Hospital for Women’s Health, Tel Aviv Sourasky Medical
Center, Tel-Aviv, Tel Aviv; 2Weizmann Instutute Of Science,
Weizmann Institute of Science, HaMerkaz; 3Tel Aviv Sourasky
Medical Center, Tel Aviv Sourasky Medical Center, Tel Aviv; 4Lis
Maternity Hospital, Sourasky Medical Center, Tel Aviv University,
Tel Aviv Sourasky Medical Center, Tel Aviv

4:00 PM - 6:00 PM
Objective: We aimed to determine risk factors for prolonged
hospitalization following vacuum-assisted delivery (VAD).
Study Design: A retrospective cohort study, in a single,
university-affiliated tertiary medical center with approximately
12,500 deliveries annually (2012-2022) was conducted. Standard
practice in our department entails a post-vaginal delivery hospital
stay of 48 to 72 hours. Length of stay following a VAD was
analyzed and parturients who underwent VAD were categorized
into two groups by length of hospitalization (more and less than
7 days). Maternal and neonatal characteristics were compared.
Risk factors for prolonged hospitalization were examined using
univariate and multivariate logistic regression.
Results: (1) Overall, 133,035 deliveries occurred during the study
period. Of them, 9,440 (7.1%) were by VAD.
(2) The post-partum hospitalization period was distributed as
follows: 9134 (96.76%) women were hospitalized for up to 7 days,
and 306 (3.34%) were hospitalized for more than 7 days.
(3) Using multivariate analysis: preterm delivery (delivery prior
to 37 weeks) (RR 5.4 95%CI [1.6-17], p = 0.005); preeclampsia
(RR 6.0 95%CI [1.9-19], p = 0.002), induction of labor (RR 3.4
95%CI [1.8;6.3], p< 0.001), obstetric anal sphincter injury (RR
3.2 95%CI [1.2-8], p = 0.013), postpartum hemorrhage which
required blood transfusion (RR 3.3 95%CI [1.3-8.4], p = 0.012),
and Apgar Score under 7 at minute 5 (RR 3.4 95%CI [1.4-39], p =
0.015), were identified as independent risk factors for prolonged
hospitalization [Table]
Conclusion: Risk factors associated with prolonged hospitaliza-
tion following a VAD can be identified, with preterm delivery and
Apgar score < 7 at minute 5 being the most prominent.

460 | Diagnostic Value of CFDNA Fetal Fraction in
Patients with Prenatally Suspected Placenta Accreta
Spectrum Disorder

Danielle L. Chirumbole1; Christian M. Parobek1; Alex Tai1;
Haleh Sangi-Haghpeykar1; Yamely H. Mendez1; Christina C.
Reed2; Arthur Ladron De Guevara1; Keneshia Lane1; Claire
Hoppenot1; Amir A. Shamshirsaz1; Michael A. Belfort3; Jessian
L. Munoz1; Hendrik A. Lombaard4
1Baylor College of Medicine, Houston, TX; 2Baylor College of
Medicine at Texas Children’s Pavilion for Women, Houston, TX;
3Texas Children’s Hospital and Baylor College of Medicine,
Houston, TX; 4Texas Children’s Hospital, Houston, TX

4:00 PM - 6:00 PM
Objective: The pathophysiology of placenta accreta spectrum
(PAS) is unknown but thought to be related to myometrial dis-
ruption at the uterine-placental interface. Noninvasive prenatal
testing (NIPT) analyzes circulating placental DNA, and it has
been postulated that PASmay affect the fetal fraction (FF) of cell-
free DNA (cfDNA). The purpose of this study is to investigate
the relationship between FF and PAS pathology in patients with
prenatally suspected PAS.
Study Design: This was a case-control study utilizing a large
database of pregnancies with suspected or proven PAS delivered
between 6/2012 and 7/2024 at a single academic institution. Preg-
nancies were excluded if FF was not reported. Other exclusion
criteria were lack of suspicion for PAS on prenatal imaging,
twins, fetal demise, abnormal NIPT, fetal structural anomalies, or
postnatal diagnosis of a genetic/metabolic disorder. The primary
outcome was mean FF in pregnancies with a final clinical
diagnosis of no PAS or FIGO1-2 (less complex) versus FIGO3A-
C (more complex). A generalized linear mixed model was used
and FF was log-transformed to achieve normality. Results were
reported as mean FF ± standard error of the mean. Adjusted
means were also reported after assessing for confounders.
Results: Of the 468 pregnancies assessed, 165 had NIPT results
reporting FF. Of these, 128 met full inclusion criteria. The mean
FF in the less complex group did not differ from themore complex
group (9.6% ± 0.49, n = 81 vs 10.7% ± 0.64, n = 47; p = 0.22).
However, after adjusting for number of prior cesarean deliveries
and maternal BMI, the mean FF in the less complex group was
significantly lower than the more complex group (9.3% ± 0.48 vs
11.1% ± 0 .64, p = 0.03). Other factors including maternal age,
maternal medical comorbidities, gestational age at time of NIPT,
and placenta previa were not found to correlate with FF or FIGO
grade.
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Conclusion: Higher FIGO grade PAS may be associated with a
higher FF in pregnancies with prenatal suspicion for PAS. Thus,
NIPT may have the potential to assist with delivery preparation
and prognostication in this high-risk patient population.

461 | Gestational Diabetic Placental T-Cells Cause
Hypertension and Impaired Glucose Utilization in
Pregnant GDMRat Model

Danielle Frieson; Jackson Strong; Baoying Zheng; Jean Vel;
Nathan Campbell; Babbette LaMarca; Evangeline Deer
University of Mississippi Medical Center, Jackson, MS

4:00 PM - 6:00 PM
Objective: Gestational diabetes mellitus (GDM) refers to glucose
intolerance, insulin sensitivity and beta islet cell dysfunction
during pregnancy. GDM pathogenesis is associated with hyper-
tension, impaired placental and renal function, oxidative stress
and increased circulating CD4+ T cells. Importantly, there are
limited animal models available to study GDM or alternative

treatment options. This study sought to determine if a possible
mechanism for GDM is placental CD4+ T cell programming in
the patient and to test alternative treatment options for GDM.
Study Design: Upon delivery, blood and placental GDM (GDM-
CD4+ T cells) and normotensive (NP+NP) placental CD4+ T
cells were collected. Purified CD4+T cells were injected into
pregnant nude athymic rats on gestational day (GD) 12. OnGD 13,
a separate cohort rats were treated with Metformin (GDM+Met;
300 mg/kg/day) or MitoTempo (GDM+Mito;1 mg/kg/d). Mean
arterial pressure (MAP), circulating glucose, and glucose toler-
ance tests (GTT)were performed onGD 19.Mitosox Redwas used
to measure mtROS production in HUVECs incubated with sera
fromGDM,GDMwomen treatedwithMetformin (GDM+Met) or
Normotensivewomen.A one-wayANOVAwas used for statistical
analysis.
Results: MAP was higher in GDM-CD4+ T cell rats (121±2, n =
8, p< 0.05) compared to GDM+MET (95±2, n = 6), GDM+Mito
(95±4, n = 7), NP+NP CD4+ T cells (96±4, n = 7), NP+NP MET
(99±4, n = 8), and NP nude controls (105±3 mmHg, n = 8) rats.
Blood glucose was elevated in GDM-CD4+ T cell rats (227±39
mg/dl, n = 8, p< 0.05) compared to GDM+MET (111±11 mg/dl,
n = 7), GDM+Mito (97±2 mg/dl, n = 7), NP+NP CD4+ T cells
(89±3 mg/dl, n = 7), NP+NP MET (96±2 mg/dl, n = 8), and NP
nude controls (82±9mg/dl, n= 8) rats. GTTwas impaired inGDM
CD4+ T rats, but was improved with Met and Mito treatment.
Mitochondrial ROSwas increased in HUVECS treated with GDM
patient sera (p< 0.05) compared to GDM+Met or Normotensive
patient sera.
Conclusion: Our findings indicate that GDM CD4+ T cells
cause a diabetic phenotype suggesting a newmodel to investigate
mechanisms and therapies.

462 | Outcomes in Individuals with Expectant
Management of Previable PROM in Texas following SB8

Danna Ghafir1; Emily Fahl1; Nancy Ukoh1; Han-Yang M. Chen1;
Sean C. Blackwell1; Julie Gutierrez2; Irene A. Stafford1
1McGovern Medical School at UTHealth Houston, Houston, TX;
2McGovern Medical School at The University of Texas Health
Science Center at Houston (UTHealth), Houston, TX

4:00 PM - 6:00 PM
Objective: We sought to compare outcomes of pregnant individ-
uals diagnosedwith previable PROMand expectantlymanaged at
our center before and after implementation of Texas Senate Bill 8
(SB8).
Study Design: This is a retrospective cohort study across three
tertiary care hospitals from January 1, 2018-March 31, 2023. ICD-
10 codes were used to identify all hospital deliveries of individuals
with previable PROM. Trained research staff completed chart
review. Patients with singleton or twin gestions and clinical
diagnosis of PROM < 22 wks 0 days were studied, excluding
those with IUFD and/or active PTL. Expectant management was
defined as continuation of pregnancy (no immediate delivery)
after admission and delivery for spontaneous PTL, IUFD, or
development of a medical indication (infection, bleeding, or
other indications). We compared clinical characteristics and
outcomes of individuals with expectant management before
and after the implementation of SB8 on September 1, 2021.
Our primary outcome was composite adverse outcome, which
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included ICU admission, transfusion, and/or sepsis. Adjusted
relative risk (aRR) with 95% CIs was calculated. Multivariable
Poisson regression was used to adjust for confounding factors for
the primary outcome.
Results: Over the 5-year study period, 118 individuals met
inclusion criteria (49 pre-SB8 vs 69 post-SB8). There were no
differences in clinical characteristics pre- vs post-SB8 (Table 1).
There was no difference in the rate of the composite adverse
outcome (26.5% vs 37.7%, aRR = 1.50, 95% CI = 0.85-2.62), after
adjusting for age, race and ethnicity, and gestational age at
delivery. Time from rupture to deliverywas significantly longer in
the post-SB8 cohort (median [IQR]: 3 [1-7] days vs 6 [2-12] day, p=
0.048). The post-SB8 cohort demonstrated a higher rate of sepsis
(12.2% vs 31.9%, aRR = 2.69, 95% CI = 1.20-6.03).
Conclusion: After SB8, individuals with PROM < 22 wks had
longer latency period and higher rates of sepsis compared to
those before SB8. We speculate this may be due to delayed
intervention by providers to wait for medical indications that
qualify as “medical emergency.”

463 | Characteristics of Gestational Surrogate Pregnancy
in a Large Integrated Healthcare Setting

Darios Getahun1; Fagen Xie1; Theresa M. Im1; Daniella Park1;
Vicki Y. Chiu1; Yinka Oyelese2; Morgan R. Peltier3; Michael J.
Fassett4
1Kaiser Permanente Southern California, Department of Research
& Evaluation, Kaiser Permanente Southern California/Pasadena,
CA; 2Beth Israel Deaconess Medical Center/Harvard Medical
School, Boston, MA; 3Jersey Shore University Medical Center,
Department of Psychiatry and Behavioral Health, Jersey Shore
University Medical Center/Neptune City, NJ; 4Kaiser Permanente
West Los Angeles Medical Center, Department of Obstetrics &
Gynecology, Kaiser Permanente West Los Angeles Medical
Center/Los Angeles, CA

4:00 PM - 6:00 PM
Objective: To describematernal and infant characteristics of ges-
tational surrogate (GS) pregnancies in an integrated healthcare
system with a large, diverse pregnant population.
Study Design: An electronic health records (EHR)-based retro-
spective cohort study of pregnant members delivered at 20-44
weeks’ gestation at Kaiser Permanente Southern California from
01/01/2008–12/31/2023 (N = 636,300) was performed. Unstruc-
tured data abstracted from EHRs were used to determine GS
status via natural language processing (NLP), validated by man-
ual chart review (positive predictive value = 96%). Hospital in-
and outpatient physician encounters, and laboratory recordswere
used to ascertain medical and obstetrical histories. Adjusted risk
ratios (aRR) and 95% confidence intervals (CI) derived from
robust Poisson regression were used to describe the magnitude
of associations.
Results: Among pregnant members who delivered during the
study period, 1,109 (1.7/1000) were GS pregnancies. Maternal
age ≥ 25 years, non-Hispanic white, multiple gestation (aRR:
10.12, 95% CI: 8.6-11.92), and privately funded KP membership
(aRR: 2.48, 95% CI: 2.12-2.89) were more likely to be associated
with gestational surrogacy. GS patients were more likely to be
overweight (aRR: 1.93, 95% CI: 1.56-2.14) and obese (aRR: 2.15, 95%
CI: 1.80-2.56). Patients with a GS pregnancy were less likely to
smoke (aRR: 0.34, 95% CI: 0.17-0.69) or drink alcohol (aRR: 0.54,
95% CI: 0.47-0.63) during pregnancy. Children of GS were more
likely to be born preterm (20-33 weeks [aRR: 2.32, 95% CI: 1.73-
3.10], 34-36 [aRR: 2.50, 95% CI: 2.08-3.01] weeks of gestation), and
at a birthweight< 2500g (aRR: 1.57, 95% CI: 1.26-1.95), whereas no
difference in child’s sex was observed.
Conclusion: The findings suggest that gestational surrogates
tended to be older, non-Hispanic white, overweight or obese, and
seldom smoked or consumed alcohol during pregnancy. They
tended to have multiple gestation, preterm and low birthweight
children, and privately funded KP membership.

464 | Evaluation of Maternal and Neonatal Outcomes
Based on Indication for Cerclage

David M. Esterquest1; Rachel K. Harrison2; Calla Holmgren2
1Advocate Lutheran General Hospital, Advocate Lutheran General
Hospital, IL; 2Advocate Health Care, Advocate Health Care, IL

4:00 PM - 6:00 PM
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Objective: Comparison of pregnancy outcomes in those under-
going ultrasound, history, and exam-indicated cerclage place-
ment in a large US hospital system.
Study Design: Retrospective cohort study of singleton pregnan-
cies requiring cerclage at multiple hospitals in a large hospital
system between 2020-2023. Subjects were included if they had
a cerclage placed during pregnancy and available maternal and
neonatal outcomes. They were excluded if maternal and neonatal
outcomes were not available. Patients were then separated into
three groups based on cerclage indication: history (HI), ultra-
sound (US) and exam indicated (EI). Our primary outcome was
delivery < 37 weeks. Maternal and neonatal outcomes were then
compared between groups using Chi-squared analysis, ANOVA,
as well as logistic and linear regression, with a p-value < 0.05
being considered statistically significant.
Results: 405 singleton pregnancies were analyzed (201 history-
indicated, 132 ultrasound-indicated, 72 exam-indicated). Groups
were similar in terms of BMI, race, ethnicity, marital status and
insurance type, but exhibited a statistical difference in maternal
age and nulliparity. Patients in the EI cohort delivered earlier
than HI and US groups at an average gestational age of 33.7 w
(p = 0.004) . Delivery at < 32 w was most common in EI and US
cohorts compared to HI (30.6% vs 18.9% and 12.9%, p = 0.004).
Delivery< 32w and< 28wwere associated with EI and US groups
compared to HI after controlling for confounders . Incidence of
neonatal Grade III or IV IVH, sepsis and NICU admission were
higher in the EI and US groups compared to HI group. Duration
of NICU stay (in days) and incidence of fetal or neonatal demise
were greater in the EI cohort compared to theHI group, and these
findings persisted in the adjusted analysis (aLRC 37.63, 95%CI
2.82-72.43 and aOR 9.01, 95% CI 1.25-64.87, respectively).
Conclusion: Exam-indicated cerclage is associated with delivery
at earlier gestation, greater risk of delivery at < 32 w and < 28 w,
longer NICU admission, and increased risk of fetal or neonatal
demise compared with history-indicated cerclage.

465 | Evaluation of Prophylactic Antibiotic use in
Ultrasound-Indicated Cerclage Placement in a Large Us
Hospital System

David M. Esterquest1; Rachel K. Harrison2; Calla Holmgren2
1Advocate Lutheran General Hospital, Advocate Lutheran General
Hospital, IL; 2Advocate Health Care, Advocate Health Care, IL

4:00 PM - 6:00 PM
Objective: Compare pregnancy outcomes in patients that did and
did not receive antibiotic prophylaxis for ultrasound-indicated
cerclage placement
Study Design: Retrospective cohort study of singleton pregnan-
cies undergoing ultrasound-indicated (US) cerclage at multiple
hospitals within a large US hospital system between 2020-2023.
Subjects were included if they met criteria for US-indicated
cerclage. They were excluded if they did not have detailed
operative notes and pre- and post-op documentation, or if the
maternal and neonatal outcomes were not available. Patients
were separated into two groups: those who received antibiotics
at the time of cerclage placement and those that did not.
Patient demographics, socio-economic factors, and medical co-
morbidities were compared as well as operative findings and
use of indomethacin. The primary outcome was gestational
age at delivery. Secondary outcomes included rates of cesarean
section and preterm delivery at < 37 weeks (w), < 32 w, and
< 28 w. Student’s t-test, chi-squared, and logistic and linear
regression were used for statistical analysis, and p-value < 0.05
was considered statistically significant.
Results: 127 singleton pregnancies were analyzed, with 97 receiv-
ing antibiotics. Patients across both cohorts were similar in terms
of age, parity, BMI, race, ethnicity, marital status, and type
of insurance. Additionally, patients did not differ significantly
regarding their medical co-morbidities. Those who received
antibiotics were more likely to have a dilated cervix at the time of
cerclage placement (53.6% vs 26.7%, p= 0.010) aswell as prolapsed
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membranes (17.5% vs 0%, p = 0.014). Indomethacin use did not
vary significantly between groups. Gestational age at delivery as
well as incidence of delivery at < 37 w, < 32 w, and < 28 w did not
vary significantly between the two groups, even when adjusting
for confounding factors (table). There was no difference in rate of
cesarean between the groups.
Conclusion: Antibiotic use at the time of ultrasound-indicated
cerclage is not associated with a decreased risk for preterm
delivery.

467 | Maternal Morbidity Disparities Amongst Native
Hawaiian and Pacific Islander Populations Following
Implementation of Safety Bundles

Deepraj K. Pawar1; Mary Tschann2; Julie Kathman3; Rebecca
Delafield4; Pai-Jong Stacy Tsai2
1University of Hawaii, Honolulu, HI; 2University of Hawaii, John
Burns School of Medicine, Honolulu, HI; 3Health Association of
Hawaii, Honolulu, HI; 4University of Hawaii, Manoa, Honolulu,
HI

4:00 PM - 6:00 PM
Objective: The Alliance for Innovation on Maternal Health
(AIM) has developed evidence-based patient safety bundles (PSB)
to decrease severematernalmorbidity (SMM) for several obstetric
outcomes including hemorrhage, severe hypertension, and sep-
sis. Ten of 12 hospitals with birthing facilities in Hawaii adopted
AIM PSB in 2021. With evidence of racial disparity among SMM,
there is limited data on Native Hawaiian and Pacific Islander
people. Our goal was to examine racial and ethnic differences in
SMM among OB hemorrhage cases since the implementation of
AIM PSB in Hawaii.
Study Design: We abstracted AIM SBP data from the AIM Data
Center, and stratified SMM among OB hemorrhage (excluding
ectopic pregnancy and spontaneous abortion) by patient race and
year. The groups reported were those with 5 or more incidence
of hemorrhage in any given year: Japanese, Filipino, Native

Hawaiian, Micronesian, Other Polynesian, Non-Hispanic White,
and Hispanic.
Results: From 2016 to 2023, 9545 deliveries were included.
Micronesian patients had the highest average SMM rates
among OB hemorrhage (27.1%, Table 1), then Other Polynesian
(22.7%) and Hispanic (22.1 %) patients. Japanese patients had the
lowest rate (18.7%). By year,Micronesian patients had a 30.4% and
32.3% SMM rate in 2020 and 2021, respectively, to 20.2% by 2023
(Graph 1) . Similarly, patients identifying as Other Polynesian had
a 38.6%, 22.8%, and 25% SMM rate from 2019-2021, to 14.9% and
18.9% in 2022 and 2023. Native Hawaiian patients had a SMM rate
of 20.4% in 2021, 18.7% in 2022, and 22.1% in 2023.
Conclusion: Micronesian and Polynesian patients experienced
clinically significant reduction in SMM among OB hemorrhage
after the implementation of AIM PSB in 2021. Native Hawaiian
patients did not experience a similar decrease. Native Hawaiian
and Pacific Islanders are overrepresented in Hawaiʻi’s birthing
population compared to the general population, but experience
worse outcomes relative to other racial groups. Further studies
are warranted to investigate why select populations may benefit
from these interventions and how we might provide more
equitable care.

468 | Timing of Delivery in Pregnancies Complicated by
Small for Gestational Age with Concurrent Chronic
Hypertension

Deirdre Buckley1; Kavisha Khanuja1; Moti Gulersen2; Huda B.
Al-Kouatly3; Rodney A. McLaren, Jr., Jr.3
1Sidney Kimmel Medical College at Thomas Jefferson University,
Philadelphia, PA; 2Sidney Kimmel Medical College of Thomas
Jefferson University, Philadelphia, PA; 3Thomas Jefferson
University Hospital, Philadelphia, PA

4:00 PM - 6:00 PM
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Objective: TheAmericanCollege ofObstetricians andGynecolo-
gists recommends delivery at 34 0/7 - 37 6/7weeks for pregnancies
complicated with fetal growth restriction and concurrent mater-
nal conditions, such as chronic hypertension (CHTN), based on
limited evidence. Our objective was to assess neonatal morbidity
at birth for each week of gestation in births complicated with
small for gestational age (SGA) and CHTN to assess optimal
timing of delivery between 34 0/7 - 37 6/7 weeks.
Study Design: This was a population-based cohort study of non-
anomalous, singleton, live births complicated by CHTN and SGA
between 34 and 37 completed weeks using data from the U.S.
Natality Vital Statistics Database from 2015 to 2022. Planned
deliveries were births at each completed week from 34 to 37
weeks that had a labor induction or cesarean delivery with-
out labor, excluding spontaneous labor. Expectant management
group included all births that delivered on or after the following
week (i.e., planned birth at 34 0/7-34 6/7 compared to all births
≥ 35 0/7 weeks). The primary outcome was a neonatal adverse
composite, which was compared between both groups at each
week using multivariable analyses.
Results: There were 157,985 births that met inclusion criteria.
After adjusting for the differences between both groups, planned
delivery prior to 36 weeks was associated with greater odds of
neonatal morbidity than those expectantly managed (planned 34
weeks birth: 20.3% vs expectant births> 35 weeks: 7.1%, aOR 3.83,
95%CI 3.12-4.70; planned 35weeks birth: 13.8% vs expectant births
> 36 weeks: 5.8%, aOR 2.18, 95% CI 1.74-2.75). Planned delivery
≥ 36 0/7 had similar odds of composite neonatal morbidity than
those expectantly managed (Figure 1).
Conclusion: In births complicated by SGA and concurrent
CHTN, planned delivery prior to 36 weeks was associated with
greater odds of neonatal morbidity compared to expectant man-
agement. This data suggests that optimal delivery timing is ≥ 36
weeks. A randomized trial is needed to confirm these findings.

469 | Change in Late Preterm PROMGuidelines Result in
Increased Expectant Management

Derek Lee1; Helena Randle2; Tara A. Lynch1
1Albany Medical Center, Albany, NY; 2University of Maryland
Medical Center, Baltimore, MD

4:00 PM - 6:00 PM
Objective: To investigate the rates of expectant management of
preterm prelabor rupture of membranes (PPROM) past 34w0d

before and after practice guideline changes in March 2020 at a
tertiary level medical center and the corresponding maternal and
neonatal outcomes.
Study Design: This is a retrospective cohort study of 299 gravid,
singleton patients who underwent PPROM prior to 36w6d and
delivered at 34w0d to 36w6d between June 2015 and June 2022.
The primary outcome is NICU admission rate, and secondary
outcomes include PPROM latency, corticosteroid administration,
composite neonatal morbidity (5-minute Apgar < 7, umbili-
cal artery pH < 7.10, assisted ventilation, respiratory distress
syndrome, hypoxic ischemic encephalopathy, antibiotic adminis-
tration >72 hours, intraventricular hemorrhage, seizures, death)
and composite maternal morbidity (chorioamnionitis, placental
abruption, maternal sepsis, maternal transfusion).
Results: 176 patients (58.9%) before and 123 patients (41.1%) after
March 2020were included. No patients before 2020 and 6 patients
(4.8%) after 2020 experiencedPPROMbefore 34w0d anddelivered
in the late preterm period. There was no difference in PPROM
anddelivery gestational ages (Table 1). PPROMlatencywas longer
after 2020 (1.01±0.32 vs. 0.52±0.11 days, p = 0.001). More patients
underwent expectantmanagement (26.8% vs. 11.9%, p< 0.001) and
received corticosteroids (78.0% vs. 60.2%, p = 0.001) after 2020.
There was no difference in NICU admission rates and composite
neonatal and maternal morbidities (Table 1). In the patients
who underwent expectant management, PPROM occurred at a
higher gestational age prior to March 2020 (Table 2, p = 0.04).
There was no difference in delivery gestational age, latency,
NICU admission rates, and composite neonatal and maternal
morbidities in patients who underwent expectant management
(Table 2).
Conclusion: Significantly more patients underwent expectant
management of PPROM past 34w0d after March 2020, but
there was no difference in NICU admission rates and composite
maternal and neonatalmorbidities, even in thosewho underwent
expectant management.
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470 | Comparison of Weight Gain versus BMI During
Pregnancy on Perinatal Outcomes in Singleton Term
Pregnancies

Devangi Dave Mahtani; Eleanor R. Germano; Irene A. Stafford;
Han-Yang M. Chen
McGovern Medical School at UTHealth Houston, Houston, TX

4:00 PM - 6:00 PM
Objective: Excessive gestational weight gain (GWG) and obesity
have significant adverse perinatal risks. Our study compares the
impact of excessive GWG on maternal and neonatal outcomes in
pregnancies with normal pre-pregnancy BMI (18.5–24.9) to those
who had pre-pregnancy BMI ≥ 25 with recommended weight
gain.
Study Design: We performed a retrospective cohort study using
the National Vital Statistics Database and included singleton,
non-anomalous live births who delivered at term from 2016-
2022. We excluded patients with multifetal gestations, chronic
hypertension and pre-gestational diabetes. We compared three
groups: Group 1 (normal pre-pregnancy BMI with excessive
GWG), Group 2 (overweight pre-pregnancy BMI (25.0–29.9) with
recommended GWG) and Group 3 (obese pre-pregnancy BMI (≥
30) with recommended GWG). Recommended GWGwas defined
according to AIUM standards across BMI strata. Multivariate
Poisson regression models with robust error variance were used
to examine the association. Adjusted relative risk (aRR) with 95%
confidence intervals were calculated.
Results: Our study included 6,352,304 patients. Compared to
Group 1, overweight and obese patients had a higher risk of
composite adverse maternal outcome, mostly due to increased
risk of gestational diabetes and cesarean birth. Those with
recommended GWG despite being overweight or obese were less
likely to have hypertensive disorders (Group 2 aRR 0.92, 95% CI
0.91-0.92) and operative vaginal birth (Group 2 aRR 0.93, 95%
CI 0.92-0.94; Group 3 aRR 0.73, 95% CI 0.72-0.74). Compared to
Group 1, Group 2 had a reduced risk of the composite neonatal
adverse outcome (aRR 0.74, 95% CI 0.74-0.74), mostly due to a
reduced risk of large for gestational age fetuses (aRR 0.64, 95%
CI 0.64-0.64) and NICU admission (aRR 0.98, 95% CI 0.98-0.99).
Conclusion: While pre-pregnancy BMI is a crucial predictor of
these outcomes, recommended weight gain during pregnancy
mitigates these risks by improving maternal and neonatal out-
comes. Additional studies are needed to quantify the risk of
excessive GWG in those with other high-risk conditions.

471 | The Impact of Maternal Comorbidities on Neonatal
Outcomes in Growth Restricted Fetuses

Dhara Kadakia1; Olivia Grubman2; Hajer Naveed3; Mia A.
Heiligenstein4; Thomas Owens1; Guillaume Stoffels3; Nathan S.
Fox5; Zainab Al-Ibraheemi1; Lois Brustman1
1Icahn School of Medicine at Mount Sinai West, New York, NY;
2Westchester Medical Center, Westchester, NY; 3Icahn School of
Medicine at Mount Sinai, New York, NY; 4Mount Sinai West,
Astoria, NY; 5Icahn School of Medicine at Mount Sinai Hospital,
New York, NY

4:00 PM - 6:00 PM
Objective: To determine the impact on neonatal outcomes in
fetal growth restricted fetuses (FGR) in patients with and without
medical comorbidities.
Study Design: A retrospective cohort study performed on sin-
gleton gestations from 2018-2022.Patients included had FGR at
the last scan prior to delivery. A composite of maternal comor-
bidities included: chronic hypertension(cHTN), pregestational
diabetes(DM), connective tissue disease(CT), IVF, IBD, throm-
bophilia and maternal age >40. A sub-group of comorbidities
with a vascular component (DM, cHTN, CT) was reviewed. FGR
was divided into 3 groups: Mild(mFGR): EFW >10% with AC<
10%, Moderate (MFGR):EFW 3rd-10%, Severe (sFGR):EFW<

3rd%.The primary outcome was a neonatal composite: NICU
Admission, APGAR < 5 at 5 minutes, and hypoglycemia. Logistic
regressions were used to examine the relationship between
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maternal comorbidities, timing of FGR diagnosis, and neonatal
outcomes.
Results: Total patients were 534: 297 mFGR, 184 MFGR, and
53 with sFGR. Of 534 patients, 105(19.7%) had comorbidities (of
these 48 had vascular comorbidities); 429 had no comorbidities.
127(23.8%) of 534 had an adverse neonatal outcome. Adverse
outcomes increased significantly with severity of FGR:15.8%
in mFGR; 26.6% in MFGR;58.5% in sFGR. In a univariable
analysis, cHTN, AMA, early FGR diagnosis, and FGR severity
were significantly associated with an increased risk of adverse
outcomes (Table 1).The odds of an adverse outcome were 2.17
times more in those with any comorbidity compared to those
without comorbidities(OR 2.17, 95% CI 1.37-3.4).When a vascular
comorbidity was present, an adverse outcome was 4.50 times
more likely compared to those with no comorbidities(OR 4.5, 95%
CI 2.45-8.28).The presence of a vascular comorbidity< 32wks had
a significant association with an adverse neonatal outcome in all
severities of FGR (Table 2).
Conclusion: In the setting of FGR, the presence of maternal
medical comorbidities, particularly vascular, had significantly
increased risk of adverse neonatal outcomes.These findings could
help us better counsel patients in regards to antepartum testing
and patients’ expectations.

472 | Determining the Role of Pregnancy-Induced
Alterations to B Cells in Decreasing Risk for Breast Cancer

Dhivyaa Anandan1; Marygrace Trousdell2; Amritha Varshini
Hanasoge Somasundara2; Camila dos Santos2
1Stony Brook Medicine, Stony Brook, NY; 2Cold Spring Harbor
Laboratory, Cold Spring Harbor, NY

4:00 PM - 6:00 PM
Objective: An early age of first pregnancy (< 25 years) decreases
the lifelong risk of developing breast cancer (BC). This study char-
acterizes how B cells that infiltrate the gland during pregnancy
and lactation may play a role in preventing BC.

Study Design: Wildtype female mice and a mouse model of
Brca1 loss (Krt5CRE-ERT2Brca1fl/flp53+/-) were used in this study.
Single-cell RNA-seq (scRNA-seq) datasets were generated from
mammary tissue of nulliparous and parous mice with Brca1
loss without tumors. B cell receptor (BCR)-seq datasets were
generated from nulliparous and parous wildtype mice. Differ-
ential gene expression and clustering analyses were performed
using the R pipeline Seurat. Clonotype analysis and extraction
of BCR sequences were performed using Loupe V(D)J Browser
by 10X Genomics. Recombinant post-pregnancy mammary IgG
antibodies were synthesized by the CSHL Antibody & Phage
Display Core Facility and tested by immunofluorescent (IF)
staining.

Results: scRNA-seq analysis showed that parous mice with
Brca1 loss have an expansion of antibody-secreting B cells in
their mammary glands (MGs), suggesting that B cells that
infiltrate theMG during pregnancy remain there andmay secrete
antibodies that inhibit mammary tumor formation. To analyze
these B cells on a clonal level, we analyzed BCR-seq data to
identify the most abundant IgG clones unique to the parous
MG. We extracted the sequences of these clones and used them
to synthesize recombinant IgG antibodies. Using IF staining of
mammary tissue from healthy mice (nulliparous, pregnant, and
parous) and mice with mammary pre-neoplasia, we found that
post-pregnancy IgG antibodies recognize antigens induced by
pregnancy and lactation that are also present in mammary pre-
neoplastic tissue. We are currently testing these antibodies in
our mouse model of Brca1 loss to evaluate their ability to block
mammary tumor development.

Conclusion: In addition to their role in secreting antibodies into
breastmilk that confer immunity to the nursing infant, our results
suggest a role for pregnancy-induced antibody-secreting B cells in
long-term breast oncoprotection.
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473 | Change in BMI Category: Impact onMaternal and
Neonatal Outcomes

Eleanor R. Germano; Devangi Dave Mahtani; Irene A. Stafford
McGovern Medical School at UTHealth Houston, Houston, TX

4:00 PM - 6:00 PM
Objective: Pre-pregnancy BMI is a risk factor for the develop-
ment of hypertensive disorders of pregnancy (PIH). However,
the association between weight gain during pregnancy and the
development of hypertensive disorders is understudied. The
objective was to determine if change in BMI category change (eg
overweight to class I obesity) was associated with development of
PIH. Secondary outcomes werematernal composite outcome and
fetal composite outcome.
Study Design: This was a retrospective cohort study performed
using data from the National Vital Statistics Database of indi-
viduals with singleton, non-anomalous neonates from 2016-2020.
Pregnancies with multiple gestations, anomalous neonates, pre-
gestational diabetes, or chronic hypertension were excluded.
Demographic and obstetrical variables were recorded. Groups
were determined as no change in BMI (Group 1) or change in BMI
(Group 2) from pre-pregnancy to delivery. Differences between
groups were examined using chi-square or Fisher’s exact test.
Multivariate regression models were used to calculate adjusted
relative risk (aRR) with 95% confidence intervals (CI).
Results: A total of 19,718,555 pregnancies met inclusion criteria
and 15,426,805 (78%) pregnancies were noted to have a change
in BMI category. The overall rate of PIH was 6.6%. After multi-
variable adjustment, there was a significant difference in the rate
of PIH. Compared to individuals in Group 1, individuals with a
Group 2 were more likely to develop PIH (aRR of 1.39 (95% CI
[1.38-1.39], p< 0.001). In the secondary outcome analysis, Group
2 compared to Group 1 had higher rates of maternal composite
outcome (aRR 1.11, CI [1.11-1.11, p< 0.001]) and fetal composite
outcome (aRR 1.37, CI [1.37-1.38], p< 0.001).
Conclusion: There was a significant association between change
to a higher BMI category and development of PIH along with
an increase in composite adverse maternal and fetal outcomes.
Future studies are required to further delineate risks for patients
whose delivery BMI changes to class III obesity as well as
stratified risks forwomenwith pre-pregnancy class IV obesity and
above.

474 | The Impact of Watching an Informative-Video on
Possible Obstetric Emergencies Before Labor-A
Randomized Controlled Trial

Eliel Kedar Sade1; Ilia Kleiner2; Shir Lev2; Shiran Rona2; Daniel
Tairy3; Hadas Miremberg2; Jacob Bar2; Eran Weiner1; Noa
Gonen4
1Wolfson Medical Center, Wolfson Medical Center, Tel Aviv;
2Wolfson Medical Center, Wolfson Medical Center, HaMerkaz;
3Edith Wolfson Medical Center, Holon, HaMerkaz; 4Sheba
Medical Center, Ramat gan, HaMerkaz

4:00 PM - 6:00 PM
Objective: In most obstetric departments women (especially
nulliparous) are rarely counseled in detail regarding possible
obstetric emergencies that might occur during labor. This
randomized controlled trial aimed to evaluate the effect of
an informative video regarding possible obstetric emergencies
during labor on maternal anxiety, childbirth experience, and
peripartum satisfaction among nulliparous women anticipating
vaginal delivery.
StudyDesign: Participants (≥37weeks gestation)were randomly
assigned to an intervention group or a control group. The inter-
vention group watched a 5-minute video planned and produced
by our department on the management of delivery and “what
to expect” during common obstetric emergencies, including fetal
bradycardia, assisted delivery, emergency cesarean delivery, and
postpartum hemorrhage. The control group received standard
obstetric care. Anxiety levels were assessed at three points using
the State-Trait Anxiety Inventory (STAI): at recruitment prior to
video exposure (STAI 1), upon admission to the delivery room
(STAI 2), and postpartum (STAI 3). Both groups also completed an
11-item Childbirth Experience Questionnaire (CEQ). The study
was powered to detect a 5 points difference in the primary
outcome (STAI 2).
Results: A total of 161 participants were approached, and 127
were included in the final analysis after completing all study
questionnaires. Of these, 63 were in the exposure group, and 64 in
the control group (figure). Therewere no significant demographic
differences between the groups, and baseline anxiety levels were
comparable (STAI 1). Upon admission to the delivery room,
anxiety levels remained similar between the control and exposure
groups (STAI 2: 41 [33-48] vs. 42 [34-48], respectively; p = 0.84).
Notably, immediate postpartum anxiety levels were significantly
lower in the exposure group (STAI 3: 30 [24-38] vs. 28 [21-33]; p =
0.03). There were no differences in the CEQ between the groups
(table).
Conclusion: Watching the pre-delivery informative video about
possible obstetric complications was associated with lower anxi-
ety levels immediately postpartum.
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475 | Differences in Intimate Partner Violence Screening
During Pregnancy for Us-Born Versus Immigrant Birthing
People

Elizabeth L. Mirsky1; Ashley Boerrigter1; Gregory Hawk1; Emily
A. DeFranco2
1University of Kentucky, Lexington, KY; 2Department of Obstetrics
and Gynecology, University of Kentucky, Lexington, KY

4:00 PM - 6:00 PM
Objective: Investigate whether socioeconomic and language
barriers to healthcare unique to immigrant birthing people in
the US are reflected in differences in frequency of screening for
intimate partner violence (IPV) in the preconception, pregnancy,
and postpartum periods.
Study Design: Cross-sectional study using Pregnancy Risk
Assessment Monitoring System (PRAMS) data from 2020 to 2021.
PRAMS collected data on screening for physical and emotional
IPV before, during and after pregnancy, as well as experience of
IPV before and during pregnancy. The prevalence of screening
was compared between immigrant versus US-born status, and
relative risks calculated. Weighted analyses of PRAMS data were

employed to be reflective of representative state populations using
predefined methods.
Results: There were 63,761 respondents in the study period,
representative of an estimated population of 3,039,459 from par-
ticipating US states. Sociodemographic characteristics differed
between US-born and immigrant status (Table 1). Approximately
3 out of 4 respondents reported being screened for IPV during
pregnancy, with screening rates lower for IPV before and after
pregnancy. Immigrant respondents were overall less likely to
be screened for IPV before pregnancy than US-born, but more
likely to be screened during and after pregnancy (Table 2). US-
born respondents were more likely to experience IPV before
and during pregnancy than immigrant respondents; however,
there was no significant association between being screened
for IPV and foreign-born status among those reporting having
experienced IPV.
Conclusion: Approximately 1 in 4 patients reported not been
screened for IPV. Among those who reported experiencing IPV,
over one-third were not screened. While multiple barriers to
IPV screening exist, immigrant-born status was not associated
with lower rates of IPV screening during or after pregnancy.
This highlights the importance of IPV screening among all
pregnancies, regardless of perceived risk status.

59 of 183



476 | Prenatal Fentanyl Exposure and Replication of a
Novel Neonatal Syndrome Study at a Single Institution

Elizabeth L. Mirsky; Cynthia Cockerham; Wendy Whitley;
Gregory Hawk; Asmita Shrestha; John O’Brien; Barbara V.
Parilla
University of Kentucky, Lexington, KY

4:00 PM - 6:00 PM
Objective: To determine if findings from a previous study
on a novel neonatal syndrome associated with prenatal fen-
tanyl exposure (Wadman et al., 2023) can be identified at our
institution.
Study Design: Potential cases of this novel syndrome were iden-
tified from a prospectively collected database of obstetric patients
with substance use disorder (SUD) enrolled in a multispecialty
treatment program from 2014 to 2024. The database was screened
for neonatal findings consistent with this novel syndrome in
cases with prenatal fentanyl exposure resembling Smith-Lemli-
Opitz (SLO) syndrome including microcephaly, cleft palate,
clubfoot, rocker bottom feet, toe syndactyly, single palmar crease,
hypoplastic corpus callosum, and hypospadias.
Results: 639 patients were enrolled in a perinatal substance use
treatment program and study. Of the 103 patients found to have
neonates with a small head size (head circumference < 10%),
34 individuals self-reported fentanyl use in the 30 days prior to
enrollment in the program, with an additional 17 reporting use
within the last year. Six of these individuals had confirmatory
drug screening for fentanyl. Of the 6 cases with confirmed
fentanyl use on drug screening, all patients screened positive
in the first trimester. Four neonates displayed characteristic
anomalies consistent with a SLO-like syndrome (Table 1). All
cases shared lagging head growth, while additional anomalies
identified included cleft palate, short nasal tip, thin upper lip,
micrognathia, and hypospadias. Of the cases with anomalies, all
individuals had polysubstance use. Genetic screening/diagnostic
testing varied but an assessment of cholesterol metabolism was
not performed.
Conclusion: This study suggests the potential association of
prenatal fentanyl exposure with a novel syndrome. As the opiate
crisis continues, fueled by rising fentanyl use,more data is needed
to confirm and delineate this association and determine the
possible long-term developmental effects of such a syndrome.

477 | Asymmetrical vs. Symmetrical Large for Gestational
Age Infants in Pregestational Diabetics: Differences in
Neonatal Morbidity

Ellen M. Murrin1; Barak Rosenn2; Shelley Ehrlich3; Jane
Khoury3; Francis Mimouni4; MenachemMiodovnik5
1Inova Fairfax Medical Campus, Falls Church, VA; 2Jersey City
Medical Center, Jersey City, NJ; 3Cincinnati Children’s Hospital
Medical Center, Cincinnati, OH; 4Sackler School of Medicine Tel
Aviv University, Tel Aviv, Tel Aviv; 5Inova Fairfax Medical
Campus, Fairfax, VA

4:00 PM - 6:00 PM
Objective: Research has highlighted the importance of distin-
guishing between asymmetrical large for gestational age (aLGA)
and symmetrical large for gestational age (sLGA) infants, with the
former being associated with higher risk of neonatal complica-
tions. We hypothesized that the prevalence and complications of
aLGA is higher in infants born to mothers with type 1 diabetes
(T1D) compared to type 2 diabetes (T2D).
Study Design: Women with insulin-treated pregestational dia-
betes (PGDM) were recruited andmanaged prospectively. Single-
ton pregnancies recruited before 14 weeks were included in this
analysis. Patients were seen every 1-2 weeks and glycemic control
was strictly managed using standardized protocols. Infants were
weighed and measured immediately after birth and monitored
for hyperbilirubinemia, hypoglycemia, and acidosis. LGA (birth-
weight > 90th%ile) was categorized as aLGA if ponderal index
(PI = weight/length3) was > 90th%ile for gestational age, and
sLGA if the PI was≤ 90th%ile. Outcomes were compared between
infants with sLGA and aLGA and between infants born to
mothers with T1D and T2D. Characteristics are reported as n
(%), mean +/- standard deviation, or median and 25th and 75th
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percentiles. Statistical analyses included t-test, Wilcoxon rank
sum, chi-square and logistic regression, as appropriate.
Results: The study included 132 LGA infants born to 321 women
with T1D (41%) and 26 LGA infants born to 55 women with T2D
(47%). The incidences of aLGA and sLGA in both groups and
patient characteristics are presented in Table 1. In T2D, aLGAwas
associated with higher 2nd and 3rd trimester HbA1 compared to
sLGA. There was a trend for a similar association in T1D. Most
infant outcomes did not differ between groups nor did overall
composite outcomes (Table 2).
Conclusion: There is a high rate of LGA, and particularly aLGA,
among infants of mothers with both T1D and T2D. However, we
identified few differences in infant outcomes between the groups,
suggesting the need for further study into the clinical significance
of aLGA as compared to sLGA.

478 | Early Indicators and Clinical Characteristics of
Preeclampsia in Pregnant Women with Insulin-Treated
Pregestational Diabetes

Ellen M. Murrin1; Barak Rosenn2; Shelley Ehrlich3; Jane
Khoury3; Francis Mimouni4; MenachemMiodovnik5
1Inova Fairfax Medical Campus, Falls Church, VA; 2Jersey City
Medical Center, Jersey City, NJ; 3Cincinnati Children’s Hospital
Medical Center, Cincinnati, OH; 4Sackler School of Medicine Tel
Aviv University, Tel Aviv, Tel Aviv; 5Inova Fairfax Medical
Campus, Fairfax, VA

4:00 PM - 6:00 PM
Objective: Pregestational diabetes (PDM) is a known risk factor
for preeclampsia (PE); however, various co-existing factors can
affect the risk of developing PE in this high-risk population. The

purpose of this study was to identify early indicators predictive of
PE in pregnant women with insulin-treated PDM.
Study Design: Pregnant women with PDM from a prospectively
managed cohort were classified as with or without PE based on
current ACOG criteria. Patients were seen every 1-2 weeks during
pregnancy and were managed by a dedicated team utilizing pre-
specified protocols. Individual clinical characteristics, diabetes-
related complications, blood pressure measurements, indices
of glycemic control, and pregnancy outcomes were compared
between patients who did and did not develop PE using t-test,
Wilcoxon rank sum test, or chi-square, as appropriate.
Results: Patient characteristics are presented in Table 1 as n
(%), mean ± standard deviation, or median and 25th and 75th
percentiles. Of the 424 pregnancies, 87 (20.5%) developed PE.
Duration of diabetes, microvascular complications, early preg-
nancy (8-20 weeks) mean arterial blood pressure (MAP), and
urine protein levels at 16 weeks were associated with an increased
risk of developing PE.Weekly odds ratios for PE based on diastolic
blood pressure were highest at 8-10 weeks gestation. There was
a trend towards higher Glycohemoglobin A1 (HgbA1) levels in
the PE group during the first 20 weeks of pregnancy. PE was
associated with earlier gestational age at delivery, lower birth
weight, lower placental weight, and cesarean delivery. Live birth
and neonatal death rates were similar in both groups (98% vs. 97%
and 1% vs. 2% in the PE and non-PE groups, respectively).
Conclusion: In PDM pregnancies, several factors may serve as
early predictors for the risk of developing PE, including blood
pressure and glycemic control early in pregnancy. These two
modifiable risk factors suggest that there may be an opportunity
to intervene early in pregnancy and possibly modify the risk of
ultimately developing PE.

479 | Inequities in Postpartum Opioid Prescribing by
Race-Ethnicity and Insurance Status Across Statewide
Quality Collaborative

Ellery G. Sarosi1; Joshua S. George2; Kyle Latack1; Steven Ater3;
Michelle Moniz2; Lisa Kane Low2; Molly J. Stout4; Jourdan E.
Triebwasser2; Jennifer Waljee2; Vidhya Gunaseelan2; Mark
Bicket2; Courtney Townsel5; Alex Peahl6
1University of Michigan Medical Center, Department of Obstetrics
and Gynecology, Ann Arbor, MI; 2University of Michigan, Ann
Arbor, MI; 3Central Michigan University, Central Michigan
University, MI; 4University of Michigan Medical Center, Ann
Arbor, MI; 5University of Maryland Department of Obstetrics,
Gynecology and Reproductive Sciences, Baltimore, MD; 6Michigan
Medicine, Ann Arbor, MI
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4:00 PM - 6:00 PM
Objective: To describe differences in discharge opioid prescrib-
ing following vaginal (VB) and cesarean births (CB) across
historically marginalized groups.
Study Design: Retrospective cohort study of nulliparous, term,
singleton, vertex births from 1/1/2023-10/13/2023 in a clinical
registry from 71 hospitals participating in a quality improvement
collaborative supported by Blue Cross Blue Shield of Michigan.
Eligible patients had a VB or CB, were ≥ 18 years, and did not
have a history of opioid use, postpartum length of stay ≥ 7 days,
maternal transfer to another hospital, and invalid or incomplete
opioid prescription data. Patients who underwent repair of a 3rd
or 4th degree laceration, hysterectomy, or dilation and curettage
were also excluded.We report adjusted opioid prescribing rates by
race-ethnicity and insurance status, stratified bymode of delivery.
Results: Of 14,690 VB, 87.4% (n = 12,837) had a spontaneous VB
without additional procedures, ofwhom1.1% (n= 146) received an
opioid prescription. There was no significant difference in receipt
of an opioid prescription based on race-ethnicity or insurance
after VB. Of 5,957 CB, 99.7% (n = 5,938) had a CB without addi-
tional procedures, of whom 89.2% (n = 5,298) received an opioid
prescription. Following CB, NHB patients were more likely to
receive an opioid prescription compared to NHW patients (Table
1; NHB: OR 1.57, 95% CI 1.16-2.12). Patients with Medicaid were
more likely and patients without insurance or self-pay patients
were less likely to receive an opioid prescription compared to
privately insured patients (Table 1; Medicaid: OR 1.30, 95% CI
1.05-1.62; Self-pay/None: OR 0.43, 95% CI 0.20-0.93).
Conclusion: Discharge opioid prescribing after VBwithout addi-
tional procedures was rare, and without inequities. In contrast,
discharge opioid prescribing following CB was common, and
higher among historically marginalized groups.

480 | Pregnancy Outcomes in Patients Living with Hiv
Managed with Atazanavir Versus Darunavir-Based
Antiretroviral Therapy

Emily N. Adams1; George U. Eleje2; Ifeanyichukwu Ezebialu3;
Ernie Shippey4; Muktar Aliyu5; Ahizechukwu C. Eke6
1Johns Hopkins University, Baltimore, MD; 2Nnamdi Azikiwe
University Teaching Hospital, Nnewi, Anambra; 3Chukwuemeka
Odumegwu Ojukwu University Teaching Hospital, Amaku,
Anambra; 4Vizient Center for Advanced Analytics, Chicago, IL;
5Vanderbilt University, Nashville, TN; 6Johns Hopkins University
School of Medicine, Baltimore, MD

4:00 PM - 6:00 PM
Objective: Pregnant patients with HIV require effective
antiretroviral therapy (ART) during pregnancy to prevent
perinatal transmission and manage their own health, but
the choice of regimen can impact pregnancy outcomes.
Limited data are available comparing the safety and efficacy
of second-generation protease-inhibitors (Atazanavir and
Darunavir-based ART) in pregnancy despite their associated
risks of hyperbilirubinemia and cholestasis. Therefore, we
compared the maternal and neonatal outcomes in pregnant
patients living with HIV managed with Atazanavir versus
Darunavir-based ART.
Study Design: This multi-center observational cohort study
used data from 192 hospitals in 38 US states, sourced from
the Vizient Clinical Database. We included pregnant patients
with HIV on Atazanavir or Darunavir-based ART, who delivered
between January 2021- April 2024. The primary outcome was
intrahepatic cholestasis of pregnancy (ICP), with secondary
outcomes including hypertensive disorders, preterm birth, and
neonatal outcomes. We computed adjusted odds ratios (aOR)
using multivariable logistic regression to adjust for potential
confounders (maternal age, gestational age, diabetes mellitus,
hypertension, baseline viral load and CD4 cell count).
Results: There were 251 patients in the Atazanavir and 218
patients in the Darunavir group. In the overall cohort at study
entry, the median (interquartile range, IQR) maternal age was 31
(IQR 27-36) years withmost patients identifying as Black (63.4%) .
The frequency of ICP was similar in both groups (2.0% vs 2.8%;
P = .59) - Table 1. The adjusted odds ratios (aOR) of ICP (aOR
1.83; 95% CI 0.51, 6.58), preterm birth (aOR 0.93; 95% CI 0.41,
2.12), gestational hypertension (aOR 0.82; 95% CI 0.44, 1.54), pre-
eclampsia (aOR 1.07, 95% CI 0.58, 1.96), placental abruption (aOR
2.71; 95% CI 0.25, 28.93) and stillbirth (aOR 0.66; 95% CI 0.18, 2.25)
were similar between both groups (Table 2).
Conclusion: Atazanavir and Darunavir-based ART were safe for
use during pregnancy and had similar pregnancy and neonatal
outcomes.
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481 | PostpartumHemorrhage Requiring Transfusion
Increases Short-Term Risk of Readmission for
Cardiovascular Disease

Emily E. Daggett1; Rachel Lee2; Ruby Lin2; Morgan C. Dunn3;
Julia Knypinski2; Cande V. Ananth2
1Rutgers Robert Wood Johnson Medical School, Edison, NJ;
2Rutgers Robert Wood Johnson Medical School, New Brunswick,
NJ; 3Rutgers Robert Wood Johnson, New Brunswick, NJ

4:00 PM - 6:00 PM
Objective: Postpartum hemorrhage (PPH) is a common obstet-
ric complication that, in severe cases, may necessitate blood
transfusion. We hypothesized that severe PPH constitutes a
cardiovascular insult that confers risk beyond the immediate
postpartum period and that necessitating blood transfusion
serves as a marker of the severity of PPH. Severe PPH may
plausibly be linked to cardiovascular disease (CVD) by large-
volume acute blood loss causing hypoperfusion and ischemia,
leading to impaired cardiac function.
Study Design: We performed a retrospective cohort study of
discharges from delivery hospitalizations in the United States,
2010-2020, using the Healthcare Cost and Utilization Project’s
Nationwide Readmissions Database. ICD 9 and 10 coding were
used to identify deliveries complicated by PPH with and without
blood transfusion. Associations between PPH and non-fatal
CVD readmissions within the calendar year following delivery
were derived from Cox proportional hazard models expressed
in confounder-adjusted hazard ratios (HR) with 95% confidence
intervals (CI).
Results: Of 18,600,829 delivery admissions, 3.9% (n = 752,891)
were complicated by PPH. Of these, 13.7% (n = 103,040) received
a blood transfusion. The risk of CVD readmission was 170, 197,
and 476 per 100,000 hospital deliveries for patients without PPH,
PPHwithout transfusion, and PPHwith transfusion, respectively.
Compared to those without PPH, patients with PPH and no
transfusion had an increased risk of CVD readmission (HR 1.19,
CI 1.11-1.28), with more than a doubling of risk among patients
with PPH with transfusion (HR 2.20, CI 1.97-2.47). The risks
were highest after PPH with transfusion for atherosclerotic heart
disease (HR 4.42, CI 3.04-6.42), ischemic heart disease (HR
2.79, CI 2.09-3.71), and acute myocardial infarction (HR 2.39, CI
1.58-3.63)(Figure 1).
Conclusion: PPH, particularly when requiring blood transfu-
sion, is associated with an increased risk of non-fatal CVD
readmission within the year following delivery. These findings
underscore the burden of CVD risk with PPH and the need for
active management to reduce CVD morbidity.

482 | PostpartumHemorrhage Requiring Transfusion
Increases Short-Term Risk of Cardiovascular Disease
Mortality

Emily E. Daggett1; Rachel Lee2; Ruby Lin2; Morgan C. Dunn3;
Julia Knypinski2; Cande V. Ananth2
1Rutgers Robert Wood Johnson Medical School, Edison, NJ;
2Rutgers Robert Wood Johnson Medical School, New Brunswick,
NJ; 3Rutgers Robert Wood Johnson, New Brunswick, NJ

4:00 PM - 6:00 PM
Objective: Postpartum hemorrhage (PPH) is a common obstet-
ric complication that, in severe cases, may necessitate blood
transfusion. We hypothesized that severe PPH constitutes a
cardiovascular insult that confers risk beyond the immediate
postpartum period and that necessitating blood transfusion can
serve as a marker of the severity of PPH. Severe PPH may
plausibly be linked to cardiovascular disease (CVD) by large-
volume acute blood loss causing hypoperfusion and ischemia,
leading to impaired cardiac function.
Study Design: Using the Healthcare Cost and Utilization
Project’s Nationwide Readmissions Database, we designed a
retrospective cohort study of discharges from delivery hospital-
izations in the United States, 2010-2020. ICD 9 and 10 coding
were used to identify deliveries complicated by PPH with and
without blood transfusion. Associations between PPH and CVD-
related mortality within the calendar year following delivery
were derived from Cox proportional hazard models expressed
in confounder-adjusted hazard ratios (HR) with 95% confidence
intervals (CI).
Results: Of 18,600,829 delivery admissions, 3.9% (n = 752,891)
were complicated by PPH. Of these, 13.7% (n = 103,040) received
a blood transfusion. The risk of CVD mortality was 3.3, 4.0, and
13.6 per 100,000 deliveries for patients without PPH, PPHwithout
transfusion, and PPHwith transfusion, respectively. Compared to
those without PPH, patients with PPH and no transfusion had a
similar risk of CVD mortality (HR 1.07, CI 0.71-1.60). However,
there was a three-fold increased mortality risk among patients
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with PPH with transfusion (HR 2.98, CI 1.65-5.40), including
heart disease mortality (HR 2.93, CI 1.53-5.63)(Table 1).
Conclusion: While PPH without transfusion does not appear
to increase the risk of CVD mortality in the year following
delivery, PPHwith transfusion (suggestive of disease severity) has
a substantially higher risk of heart disease and stroke mortality.
These findings underscore the significance of CVD risk with
severe PPH and the need for active management to reduce CVD
mortality.

483 | PostpartumHemorrhage is Associated with Reduced
Rates of Breastfeeding in a Low-Risk Nulliparous
Population

Emma Trawick Roberts1; Sarah Heerboth1; Tracy A. Manuck1;
Alison M. Stuebe2
1University of North Carolina, Chapel Hill, NC; 2UNC School of
Medicine, Chapel Hill, NC

4:00 PM - 6:00 PM
Objective: To examine the association of postpartum hemor-
rhage (PPH) with reduced rates of breastfeeding at 4-8 weeks
postpartum.
Study Design: Secondary analysis of a multicenter randomized
controlled trial of elective induction of labor at 39weeks’ gestation
vs. expectant management in low-risk nulliparous women from
2014-2017 (MFMU ARRIVE trial). Participants with singleton,
non-anomalous pregnancies with no medical or obstetric indica-
tion for induction (as assessed at 38 weeks’ gestation/enrollment)
were included. Those requiring≥2 uterotonics in addition to oxy-
tocin, transfusion, or surgical interventions to control bleeding
(including peripartum hysterectomy) were considered to have
PPH. At 4-8 weeks postpartum, participants self-reported infant
feeding, categorized as exclusive breast (EBF), breast feeding in
combination with formula (CF), or exclusive formula feeding
(EFF). The primary outcome was any breastfeeding (EBF of CF)
at 4-8 weeks postpartum. Multivariable logistic regression was
used to model the relationship between PPH and breastfeeding.
Results: Of 5454 participants that met inclusion criteria, 251
(5%) had a PPH, and 90/251 (36%) required blood transfusion.
Clinical cohort characteristics are shown in table 1. At 4-8 weeks
postpartum, 33% were EBF, 31% were CF, and 35% were EFF.
Of those with a PPH, 72 (28.7%) were EBF, 84 (33.5%) were CF,
and 95 (37.9%) were EFF (p >0.05). In regression models, PPH
was associatedwith a non-statistically significant reduced odds of
EBF or breastfeeding at all (Table 2). In regressionmodels limited
to those with PPH requiring blood transfusion, however, there
was a significantly reduced odds of EBF or breastfeeding at all
compared to those EFF (Table 2).
Conclusion: In a low-risk nulliparous population, PPH requiring
blood transfusion was associated with reduced odds of breast-
feeding at 4-8 weeks postpartum. Women who have a PPH,

especially if they require transfusion, may benefit from targeted
breastfeeding support.

484 | First-Trimester Virtual Placental Biopsy to Estimate
Vascularization and Risk of Preeclampsia: a Prospective
Study

Marie-Laurence Côté1; Anne-Sophie Lafortune1; Mario Girard2;
Genevieve Marcoux3; Louise Ghesquiere4; Emmanuel Bujold1
1Université Laval, PQ; 2CHU de Québec - Research Center, CHU de
Québec, PQ; 3CHU de Québec, CHU de Québec, PQ; 4Université de
Lille, Lille, Nord-Pas-de-Calais

4:00 PM - 6:00 PM
Objective: While preliminary studies have suggested its effec-
tiveness (Dar et al. AJOG 2010), we aimed to assess whether
3-dimensional power Doppler (3DPD) of the uteroplacental cir-
culation space (UPCS) or of the whole placenta, measured in the
first trimester was able to predict preeclampsia.
Study Design: A prospective observational study of singleton
pregnancies between 11 and 14 weeks. The 3DPD indices, vascu-
larization index (VI), flow index (FI), and vascularization flow
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index (VFI), were determined on a UPSC sphere biopsy with
the virtual organ computer-aided analysis (VOCAL) program.We
also studied the vascularization of the entire placenta and the
Doppler of the uterine arteries. Non-parametric and ROC curve
analyses were performed.
Results: Among 12,424 women recruited, 498 (4%) had
preeclampsia, including 33 (0.3%) with early-onset preeclampsia
(< 34 weeks). We were able to determine that all vascularization
indices, but particularly the VI and the VFI of the whole placenta
and UPCS were largely decreased in early-onset preeclampsia
(all with p< 0.01). Taken alone, biopsy sphere VFI is faster to
measure than uterine artery Doppler and has a sensitivity of 50%
for early preeclampsia with a false-positive rate of 15% (p< 0.001).
Conclusion: First-trimester vascularization indices are
decreased among women who will develop early-osnet
preeclampsia. Rapid assessment of placental vascularity by
virtual UPCS biopsy, as proposed by Dar et al., is feasible on
large populations, and is effective in predicting early-onset
preeclampsia.

485 | Anticoagulation Preventive Therapy Versus no
Therapy and the Risk for Venous Thromboembolism
During the Postpartum

Enav Yefet1; Sally Hosari Mahamed2; Yael Skinez2; Zohar
Nachum3

1Tzafon Medical Center, Poriya, HaZafon; 2Emek medical center,
Afula, HaZafon; 3Emak Medical Center, Afula, HaZafon

4:00 PM - 6:00 PM
Objective: Until 2011, enoxaparin was given for postpartum
venous thromboembolism (VTE) prophylaxis in women with
thrombophilia or previous VTE (pre-protocol). Since 2012, VTE
prophylaxis protocol was implemented and enoxaparin was given
also to women with risk factors according to the RCOG. We
aimed to compare the efficacy and safety of enoxaparin treatment
postpartum before and after protocol implementation.

Study Design: Retrospective cohort study was conducted at
Emek medical center in Israel. One delivery per woman was
chosen randomly. The study included two periods; the pre-
protocol period between 2003 and 2011 (N = 19,783), and the
protocol period from 2012 to 2020 (N = 20520). Enoxaparin
was administered for 6 weeks in case of thrombophilia or past
VTE and 7-10 days in case of other risk factors. The primary
outcome was the rate of VTE. Secondary outcomes were bleeding
complications. Assuming that the protocol will reduce the rate
for VTE from 1:1000 to 1:4000, 34,860 women were required (5%
2-sided alpha, 80% power).
Results: Patients’ characteristics and outcomes are presented
in the table. In the pre-protocol period, 531 women (2.7%) were
treated with enoxaparin in the postpartum period. After protocol
implementation, 964 (4.7%) women were treated due to known
thrombophilia or past VTE event (P< 0.0001). Another 6.5% of the
women received enoxaparin due to risk factors. The rate of VTE
events in the postpartum periodwas 3 (0.02%) and 4 (0.02%) cases
before and after the protocol implementation, respectively, (P =
1). Postpartum bleeding complications were comparable between
the before and after protocol implementation groups, including
postpartum hemorrhage (16 (0.08%) vs. 24 (0.12%), respectively, P
= 0.25) or the need for blood transfusions (2 (0.01%) vs. 5 (0.02%),
respectively, P = 0.45).
Conclusion: Protocol for postpartumVTEprophylaxis according
to risk factors with enoxaparin treatment did not lower the rate
of VTE events, which are rare to begin with. The guidelines for
postpartum VTE prophylaxis should be re-evaluated.
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486 | Implementation of a Standardized Fetal Surveillance
Protocol for Stillbirth Risk-Reduction

Erik G. Holder1; Patrick S. Ramsey2; Camille B. Marquez3; John
J. Byrne4
1University of Texas Health Science Center at San Antonio, San
Antonio, TX; 2University of Texas Health Science Center San
Antonio, San Antonio, TX; 3University Health System, San
Antonio, TX; 4University of Texas Health San Antonio, San
Antonio, TX

4:00 PM - 6:00 PM
Objective: Antenatal surveillance is recommended by the Amer-
ican College of Obstetricians despite the lack of published data
proving a direct reduction in fetalmortality.We sought to evaluate
the impact of a standardized antenatal fetal surveillance protocol
on stillbirth rates at our level IVmaternal care, safety-net hospital.
Study Design: Our institution implemented an updated, height-
ened antepartum surveillance protocol based on the ACOG
CommitteeOpinion #828 inMarch of 2023. A retrospective cohort
study was performed reviewing stillbirths one year pre- and
one year post-implementation of the protocol. Cases involving
known, life-limiting or lethal fetal anomalies, multi-fetal ges-
tations, and complete absence of prenatal care in the hospital
system were excluded from the analysis. Stillbirth was defined
as fetal death occurring between 20 0/7 weeks gestation until
delivery. Secondary outcomes evaluated neonatal intensive care
unit (NICU) admission rates, APGAR scores, and induction rates.
Inductions were stratified into late preterm, early term, term, and
late-term groups. Chi-square and Fisher’s exact test were used for
comparisons as appropriate to compare rates between cohorts.
Results: A total of 4078 deliveries occurred pre-implementation
(3/10/2022–3/10/2023) with 18 stillbirths identified (0.4%). A total
of 4985 deliveries occurred post-implementation (06/10/2023–
06/10/2024), with 19 stillbirths identified (0.4%). Overall stillbirth
rates did not change despite protocol implementation (p = 0.74),
norwhen evaluated by gestational age time epoch (p>0.05). Rates
of induction, however, were significantly decreased for early term
and term pregnancies (p = 0.02, p = 0.02, respectively) in the
post-implementation period. NICU admission rates and APGAR
scoreswere not noted to have significant difference across groups.
Conclusion: Our data suggests that increased surveillance does
not significantly impact stillbirth rates at our institution but does
decrease incidence of early term and term inductions without
adverse impact on NICU admission rates or APGAR scores.

487 | Diagnostic Accuracy of Non-Invasive Prenatal Test
for Fetal Red Blood Cell Antigen Genotyping

Faezeh Aghajani1; Parisa Najjariasl2; Enaja Sambatur3; Alireza
A. Shamshirsaz4; Asma Khalil5; Hiba J. Mustafa6
1Maternal Fetal Care Center, Division of Fetal Medicine and
Surgery, Boston Children’s Hospital and Harvard School of
Medicine, Boston, MA; 2Yas Hospital Complex, Tehran University
of Medical Sciences, Tehran, Tehran; 3Fetal Care and Surgery
Center, Division of Fetal Medicine and Surgery, Boston Children’s
Hospital and Harvard School of Medicine, Boston, MA; 4Fetal
Surgeon Chief, Division of Fetal Medicine and Surgery Director of
the Maternal Fetal Care Center Director of the Perinatal Surgery
Fellowship Professor of Surgery, Boston Children’s Hospital
Harvard Medical School, Boston, MA; 5Fetal Medicine Unit, St
George’s Hospital, St George’s University of London, London,
England; 6Indiana University and Riley Children’s Hospital,
Indianapolis, IN

4:00 PM - 6:00 PM
Objective: To investigate non-invasive prenatal testing (NIPT)
diagnostic accuracy in identifying fetal red blood cell (RBC)
antigen genotypes.
Study Design: A systematic search was conducted into four
databases up to May 2024. We included studies implementing
NIPT for fetal RBC antigen detection in pregnancies at risk of
alloimmunization. We calculated sensitivity, specificity, diagnos-
tic odds ratios, and area under the curve. Analysis was conducted
per laboratory technique including polymerase chain reaction
(PCR) and next-generation sequencing (NGS) and subgroup
analyses were performed per fetal antigen into RhC, Rhc, RhD,
RhE, Kell, and Duffy (Fya) antigens.
Results: A total of 52 studies of which 48 (37228 maternal
samples) used PCR and 4 (170 maternal samples) used NGS were
included in the analysis. The diagnostic accuracy for the six
antigens (RhC, Rhc, RhD, RhE, Kell, and Fya) in order are i) using
PCR technique, the pooled sensitivity is 100% (95% C 99-100), 98%
(95% CI 95-100), 100% (95% CI 99-100), 100% (95% CI 98-100), and
98% (95% CI 94-100), respectively and the pooled specificity is 99%
(95% CI 99-100), 100% (95% CI 97-100), 100%(95% CI 91-100), 99%
(95% CI 98-99), 100% (95% CI 99-100), and 100% (95% CI 97-100),
respectively, and ii) using NGS technique, the pooled sensitivity
is 100% (95% CI 75-100), 100% (95% CI 92-100), 100% (95% CI 89-
100), 100% (95% CI 95-100), 100% (95% CI 93-100), 100% (95% CI
70-100), respectively and the pooled specificity is 100% (95% CI
79-100), 100% (95%CI 78-100), 100% (895%CI 6-100), 100% (95%CI
93-100), 100% (95% CI 96-100), 100% (95% CI 80-100), respectively.
Conclusion: NIPT can accurately detect six fetal blood group
antigens of which antibodies are associated with fetal anemia.
Clinical adoption of NIPT for the detection of fetal antigens
for both alloimmunized and RhD-negative non-alloimmunized
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pregnant individuals may streamline care and reduce unneces-
sary treatment, monitoring, and patient anxiety.

488 | Aspreo Secondary Analysis

Farah H. Amro1; Sean C. Blackwell1; Han-Yang M. Chen1;
Sandra Sadek2; Michal Fishel Bartal3; Baha M. Sibai1
1McGovern Medical School at UTHealth Houston, Houston, TX;
2University of Texas Health Science Center in Houston, McGovern
Medical School, Houston, TX; 3UTH Houston & Sheba Medical
Center Israel, Houston, TX

4:00 PM - 6:00 PM
Objective: A recent meta-analysis (4 trials) concluded that
aspirin dose of 150-162 mg vs 75-81 mg initiated < 16 weeks
gestational age (GA) decreased rates of preterm preeclampsia
and preeclampsia with severe features (sPE). However, 3 of the
4 trials included were of low quality, and primary outcome was
preeclampsia in only 1 of the trials. We conducted a secondary
analysis of an RCT with primary outcome of sPE, and compared
rates of sPE and preterm sPE between 162 vs 81 mg aspirin when
initiated at < 16 weeks GA.

Study Design: Secondary analysis of a RCT in high-risk obese
gravidas comparing aspirin 162 (ASA 2) vs aspirin 81 mg (ASA 1)
for preeclampsia prevention (ASPREO). Inclusion criteria were
BMI >30 kg/m2 and > 1 high risk factor: PE in prior pregnancy,
at least stage I hypertension in the index pregnancy, diabetes.
Exclusion criteria were: delivery < 20 weeks GA or delivery
outcome data not available. For this analysis we focused on
those enrolled < 16 weeks GA. The primary outcome was: sPE.
Secondary outcomes were: preterm sPE, total PE, abruption,
postpartum hemorrhage, severe maternal morbidity. Relative
risks with 95% CIs were reported.
Results: A total of 107/209 (51%) were enrolled prior to 16
weeks GA (54 on ASA 2, 53 on ASA 1). Baseline characteristics
were similar between groups (Table 1). There was no statistical
difference in rates of sPE (28% vs 40%, RR: 0.7 (0.41-1.21)), or
preterm sPE (13% vs 24%, 0.53 (0.23-1.22)) in those receiving ASA
2 vs ASA 1. Also, no differences were found in any of the analyzed
secondary outcomes (Table 2).
Conclusion: When comparing aspirin 162 mg vs 81 mg started
prior to 16 weeks, we found a trend towards reduced rates of
preeclampsiawith severe features and pretermpreeclampsiawith
severe features in those receiving the 162 mg dose, although
this was not statistically significant. A large RCT is needed to
address the optimal dose and timing of initiation of aspirin for
preeclampsia prevention.
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489 | Prediction of Cesarean Delivery Using Maternal
Measurements–Secondary Analysis of a Prospective
Multicenter Study

Rachel Malone1; Patrick Dicker1; Naomi Burke1; Ronan Daly1;
Elizabeth Tunney1; Rebecca Boughton1; Alex Dakin1; Fergal D.
Malone2
1Royal College of Surgeons in Ireland, Dublin, Dublin; 2Royal
College of Surgeons in Ireland, Dubiln, Dublin

4:00 PM - 6:00 PM
Objective: Prediction of intrapartum cesarean delivery (CD)
would be of significant benefit in reducing labor-associated
morbidity. While different fetal sonographic biometric parame-
ters have been studied to develop individual patient CD risks,
they are subject to ultrasound resource limitations, as well as
interobserver variability in ultrasound precision. Our objective
was to evaluate whether simple, easily repeatable measurements
of a pregnant woman’s head circumference and her height could
provide an easymethod of CD risk prediction in routine antenatal
clinics.
Study Design: A multi-center prospective study recruited 2,336
nulliparous women with a vertex presentation between 39+0 and
40+6weeks’ gestation at seven hospitals to examine a range of CD
predictors. Maternal head circumference (MHC) and maternal
height (MH) were recorded at the first antenatal visit, with data
entered into a prospective database at study enrolment at 39+0 to
40+6 weeks’ gestation. Maternal proportionality of MHC to MH
was assessed using the ratio MHC:MH.
Results: From a total enrolled cohort of 2,336 nulliparous
patients, 491 (21%) had an unplanned CD.MeanMHCwas 56.2cm
(SD = 1.8cm, range = 50.0-65.5cm). Mean MHwas 165.5cm (SD =
6.3cm, range = 142-188cm). The mean MHC:MH ratio was 0.346
(SD = 0.015), and this was used to standardize the MHC:MH
ratio (sMHC:MH) for risk calculation. Table 1 shows that the
sMHC:MH ratio was more predictive of emergency intrapartum
CD than any maternal or fetal measurement individually (OR
= 1.65, 95%CI 1.49-1.83, p< 0.001, AUC = 0.64). Table 2 shows
delivery outcomes based on quartile of sMHC:MH.
Conclusion:Wehave demonstrated that a simple ratio ofMHC to
MH is a useful predictor of CD, showing that the shortest patients
with the largestmaternal headmeasurements have a 1 in 3 chance
of requiring CD, with CD at full dilation and failure to progress
being significantly more likely. In particular when late pregnancy
ultrasound resources may be limited, a simple maternal biometry
ratio can be a powerful predictor of emergency intrapartum CD,
at no cost.

490 | Cost-effectiveness of External Fetal andMaternal
Heart RateMonitoring vs. External Fetal Heart Rate Alone

Gabriela Hernandez Duran; Megha Arora; Aaron B. Caughey
Oregon Health & Science University, Portland, OR

4:00 PM - 6:00 PM
Objective: Standard observation of a fetus during labor involves
the use of external fetal monitoring to track fetal status. Recent
evidence suggests that dual monitoring of external fetal heart rate
(FHR) with concurrent maternal heart rate (MHR) can reduce
the incidence of adverse neonatal outcomes. This study examined
the cost-effectiveness of concurrent MHR and FHR monitoring
during labor.
Study Design: We constructed a decision-analytic model using
TreeAge Pro to compare neonatal outcomes between external
FHR monitoring alone and dual external FHR and MHR moni-
toring. Outcomes examined included cost, neurodevelopmental
delay (NDD), encephalopathy, death, NICU admission, and
quality-adjusted life years (QALYs). The theoretical cohort was
2,512,945 patients, the estimated annual singleton vaginal births
at term. We applied a willingness-to-pay threshold of $100,000
perQALY for the incremental cost-effectiveness ratio (ICER). The
model inputs were sourced from literature and the QALYs were
calculated using a 3% discount rate.
Results: In our theoretical cohort of 2,512,945 patients, dual
MHR and FHR saved $843,454,354 and increased QALYs by
37,644. There would be 223 fewer patients with NDD, 1,131 fewer
patients with encephalopathy, 8,325 fewer NICU admissions, and
291 fewer neonatal deaths. The negative ICER of $-22,406/QALY
suggests that not only is this strategymore effective, but also cost-
saving. Univariate sensitivity analysis of neonatal encephalopa-
thy indicates that the dual monitoring would be cost-saving once
the probability of encephalopathy exceeds 0.06% (Figure 1).

Conclusion: In our study, the use of dual external FHR andMHR
monitoring during labor is a cost-saving strategy when compared
to external FHR monitoring alone. Standardizing labor protocols
to include external MHR monitoring may reduce dire neonatal
outcomes.
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491 | Interpregnancy Interval and Uterine Rupture Risk in
Women Undergoing Trial of Labor After Cesarean

Gal Bachar1; Naphtali Justman1; Ron Beloosesky2; Nira Gridish2;
Dalia Jabarin2; Dana Vitner1; Zeev Weiner2; Yaniv Zipori1; Nizar
Khatib2
1RambamMedical Center, Haifa, Hefa; 2RambamMedical Health
Center, Haifa, Hefa

4:00 PM - 6:00 PM
Objective: The interpregnancy interval (IPI) is the time between
the end of one pregnancy and the start of the next. A short IPI,
defined as 18 months or less, linked to negative outcomes like
uterine rupture and preterm delivery. This study examines how
the length of IPI affects the risk of uterine rupture and othermajor
maternal andneonatal complications inwomen attempting a trial
of labor after cesarean (TOLAC).
Study Design: A retrospective cohort study was conducted at
a single tertiary care center between 2010 and 2024. The study
population included pregnant womenwith a history of one previ-
ous cesarean delivery (CD)who attempted a TOLAC. Participants
were stratified based on interpregnancy interval (IPI) of less
than or greater than 18 months. The primary outcome was the
incidence of uterine rupture. Secondary outcomes encompassed
other maternal and neonatal complications.
Results: A total of 2386 women attempting TOLAC were
included in the study, with 2151 (90.1%) in the IPI > 18 months
group and 198 (9.9%) in the IPI < 18 months group. Base-
line characteristics, including indication for previous CD, were
comparable between the two groups (Table 1).

When attempting TOLAC, there was no significant difference
in the incidence of uterine rupture between the two groups
(0.5% vs. 0.8%, p = 0.235; Table 2). Vaginal delivery rate was
also similar between group, with failed TOLAC rate was ∼38%.
Other maternal and neonatal adverse outcomes did not differ
significantly between the groups (Table 2).

Conclusion: Our study found no association between short IPI
and an increased risk of uterine rupture or other maternal and
neonatal complications in women attempting TOLAC. These
findings suggest that IPI may not be a strong predictor of adverse
maternal or neonatal outcomes in women undergoing TOLAC.
However, the small number of women in the short IPI group,
limits the strength of these conclusions. Further research with
larger sample sizes is needed to confirm these findings and
to explore other factors that may influence outcomes in this
population.
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492 | Cost Analysis of Permissive Intrapartum Glucose
Control for Diabetes: The PERMIT Randomized
Controlled Trial

Ghamar Bitar1; Elenir B. Avritscher2; Kendra Folh3; Sarah A.
Nazeer4; Sean C. Blackwell1; Baha M. Sibai1; Michal Fishel
Bartal5
1McGovern Medical School at UTHealth Houston, Houston, TX;
2University of Texas Health Science Center at Houston, Houston,
TX; 3Children’s Memorial Hermann Hospital, Houston, TX; 4The
University of Texas Health Science Center at Houston (UTHealth),
Houston, TX; 5UTH Houston & Sheba Medical Center Israel,
Houston, TX

4:00 PM - 6:00 PM
Objective: In PERMIT randomized controlled trial (RCT), per-
missive intrapartum glucose control led to reduced need for
maternal insulin drip and equivalent neonatal blood glucose
when compared to usual care for patients with diabetes (Bitar,
AJOG 2024). We aimed to evaluate its economic impact.
Study Design: This is a pre-planned cost analysis of a mul-
tisite RCT of permissive intrapartum glucose control (target
maternal blood glucose 70–180mg/dL) or usual care (70–110
mg/dL) in patients with diabetes. Costs were assessed from the
hospital perspective and included the facility costs for all the
inpatient services provided to all enrolled parturients and their
neonates during the delivery and birth admissions, respectively,
as recorded in the cost-accounting system of the participating

sites. Costs were inflated to 2024 based on the medical Consumer
Price Index. We assessed differences in total combined maternal
and neonatal costs (primary economic outcome), as well as indi-
vidual maternal and neonatal costs, using frequentist generalized
linearmodels (GLMs).We assessed the probability of reduction in
costs using a Bayesian GLMmodel with a neutral prior assuming
no benefit (rate ratio [RR]= 1.0; 95% credible interval, 0.3–3.3). All
frequentist and Bayesian models used gamma distribution with
log link and adjusted for the stratifying variables (site and type of
diabetes).
Results: Costs were determined for all 96 maternal-infant pairs.
In intent-to-treat analysis, the total maternal and neonatal costs
for permissive care were similar to those of usual care ($20,135 vs.
$20,654; RR = 1.00 [95% CI, 0.77–1.30], p = 0.99; 49% probability
of reduction). Costs between permissive care and usual care
were similar for both the parturients ($13,480 vs. $14,119; RR
= 0.96 (0.78–1.18), p = 0.70; 69% probability of reduction) and
the neonates ($6,655 vs. $6,535; 1.04 (0.63–1.73), p = 0.87; 41%
probability of reduction).
Conclusion: Permissive care is clinically equivalent and cost-
neutral for both total maternal-neonatal costs and individual
costs. These findings require validation in additional sites.

493 | Maternal Cardiac and Perinatal Outcomes Among
Pregnant Individuals with Ebstein’s Anomaly

Gianna L. Wilkie1; Rahi Patel2; Lara Kovell3; Anna R. Whelan2
1University of Massachusetts Chan Medical School, Worcester,
MA; 2University of Massachusetts Chan School of Medicine,
Worcester, MA; 3UMass Memorial Health, Worcester, MA

4:00 PM - 6:00 PM
Objective: Ebstein’s anomaly, a congenital cardiac condition, is
defined by apical displacement of the tricuspid valve and atrial-
ization of the inlet portion of the right ventricle. Advancement
in cardiac intervention over time has led to an increase in people
withEbstein’s anomaly surviving into the reproductive years. Due
to its historical early lethality, the impacts of this condition are
not well known in pregnancy. The objective of this study was to
describe the maternal cardiac and perinatal outcomes associated
with maternal Ebstein’s anomaly in pregnancy through use of a
large, contemporary dataset.
StudyDesign: Utilizing Epic Cosmos, an integrated dataset from
over 1500 hospitals across the United States and includes 250
million patients, we identified a cohort of pregnancies among
individuals with maternal Ebstein’s anomaly. Individuals with
simultaneous diagnoses codes for maternal Ebstein’s anomaly
and pregnancy between July 2021 and July 2024 were identi-
fied. Descriptive statistics, including demographics, cardiac and
perinatal outcomes were obtained.
Results: During the study period, 487 individualswith amaternal
Ebstein’s anomaly and pregnancy were identified. Subjects were
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a mean age of 32.0 years old (±9 years) and identified as
predominately White (78.9%). Approximately 30.8% of patients
experienced a cardiac arrhythmia, while 14.8% developed heart
failure. The most common arrhythmias were supraventricular
tachycardias (SVT) (52%) and atrial fibrillation/flutter (36%).
There was complete obstetric outcome data available for 235
individuals (48.2%). The average gestational age at delivery was
35.4 weeks (± 9.1 weeks) with 13.2% experiencing a preterm birth
less than 37 weeks. Regarding mode of delivery, 77.0% had a
vaginal delivery, while 23.0% had a cesarean delivery.
Conclusion: Ebstein’s anomaly is associated with significant
cardiac risks in pregnancy, specifically cardiac arrhythmia.
Further prospective studies are needed in modern cohorts to
guide optimal management of pregnant patients with Ebstein’s
anomaly and to determine the highest risk time period for cardiac
complications.

494 | Exposure to Maternal Chronic Hypertension
(UNRELATED to PREECLAMPSIA) and Offspring Risk
for Long-Term Cardiovascular Morbidity

Gil Gutvirtz1; Tamar Wainstock2; Eyal Sheiner2
1Soroka University Medical Center, Metar, HaDarom;
2Department of Obstetrics and Gynecology, Soroka University
Medical Center, Ben-Gurion University of the Negev, Beer-Sheva,
Israel., Beer Sheva, HaDarom

4:00 PM - 6:00 PM
Objective:Womenwith chronic hypertension are at an increased
risk for adverse perinatal outcomes, such as superimposed
preeclampsia and preterm labor. Both complications are associ-
ated with the maternal preexisting vascular disease that alters
maternal adaptation to pregnancy and may expose the offspring
for both short and long-term adverse consequences. However,
most studies regarding offspring long-term outcomes included
preeclampsia and chronic hypertension together. In this study
we investigate the long-term cardiovascular morbidity of chil-

dren exposed to maternal chronic hypertension, unrelated to
preeclampsia.
Study Design: We conducted a population-based retrospective
cohort study of singleton deliveries occuring between the years
1991-2021 at a tertiary center. Deliveries of women with chronic
hypertension were compared with deliveries of women without
chronic hypertension or any other hypertensive disorders of
pregnancy. Offspring long-term (up to 18 years) cardiovascular
morbidity was compared using diagnoses from hospitalizations
of the offspring involving a cardiovascular morbidity. A Kaplan–
Meier survival curve was used to compare the cumulative
incidence of cardiovascularmorbidity and aCox regressionmodel
was constructed to control for confounders.
Results: During the study period, 342,365 singleton deliveries
occured, among them 3,097 (0.9%) were in mothers with chronic
hypertension. Offspring total cardiovascular morbidity rate was
significantly higher in children ofmotherswith chronic hyperten-
sion as compared with children from pregnancies uncomplicated
byhypertensive disorders (Table). Also, the cumulative incidence
of cardiovascular morbidity was higher for children exposed to
maternal chronic hypertension (Figure). The Cox regression
model, controlling for maternal and gestational age, found that
maternal chronic hypertension is an independent risk factor for
long-term cardiovascular morbidity of the offspring (Table).
Conclusion: Maternal chronic hypertension, unrelated to
preeclampsia, is an independent risk factor for offspring
long-term cardiovascular morbidity.

495 | Fertility Treatments Resulting in Twin Pregnancy
and the Risk for Childhood Respiratory Morbidity

Gil Gutvirtz1; Tamar Wainstock2; Eyal Sheiner2
1Soroka University Medical Center, Metar, HaDarom;
2Department of Obstetrics and Gynecology, Soroka University
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Medical Center, Ben-Gurion University of the Negev, Beer-Sheva,
Israel., Beer Sheva, HaDarom

4:00 PM - 6:00 PM
Objective: The increasing use of fertility treatments in the last
decades has led to a significant rise in multiple pregnancies.
While singletons born using fertility treatment were found to
have an increased risk for perinatal and long-term adverse
outcomes as compared with spontaneous pregnancies, twin
pregnancies achieved using fertility treatments were scarcely
investigated. We investigated the long-term respiratory morbidity
of twins born following fertility treatments as compared with
twins of spontaneous pregnancies
Study Design: A population-based retrospective cohort study
of twin deliveries born between the years 1991-2021 at a tertiary
center was conducted. Twins born using fertility treatments
including ovulation induction (OI) and in-vitro fertilization
(IVF) were compared with twins of spontaneous pregnancies.
Respiratory morbidity was collected from community clinics
and hospitalizations of offspring up to the age of 18 years. A
Kaplan–Meier survival curvewas used to compare the cumulative
incidence of respiratory morbidity and a Cox regression model
was used to control for confounders
Results: A total of 7790 twins were included: 696 (8.9%) were
born after OI and 1380 (17.7%) following IVF. The total respiratory
morbidity rate was significantly higher in twins born following
fertility treatments and specifically in IVF twins (p< 0.01; using
the chi-square test for trends), as compared with twins from
spontaneous pregnancies (Table). Likewise, the cumulative inci-
dence of respiratory morbidity was higher for twins of fertility
treatments, with IVF showing the highest cumulative incidence
(Figure). The Cox model, controlling for maternal and gesta-
tional age, hypertensive disorders, diabetesmellitus and ethnicity,
found that IVF, but not OI, was an independent risk factor for
long-term respiratory morbidity of the twin offspring (adjusted
HR (aHR) for IVF= 1.22, 95%CI 1.1-1.3, p< 0.001 and aHR for OI=
1.04, 95%CI 0.9-1.1, p = 0.585; compared with spontaneous twins)
Conclusion: IVF treatments resulting in twin pregnancies are
independently associatedwith long-term respiratorymorbidity of
the offspring

496 | Reproductive Planning in Kidney Disease: Survey of
Patients with Chronic Kidney Disease and Preconception
Counseling

Gwendolyn Lee1; Niloofar Nobakht2; Yaquelin A. Arevalo
Iraheta3; Lorna Kwan4; Christina S. Han4
1UCSF, San Francisco, CA; 2UCLA David Geffen School of
Medicine, Los Angeles, CA; 3University of California, Los Angeles,
Los Angeles, CA; 4UCLA, Los Angeles, CA

4:00 PM - 6:00 PM
Objective: Chronic kidney disease (CKD) is associated with
greater rates of adversematernal and fetal outcomes in pregnancy.
Although preconception counseling (PCC) is recommended by
the Centers for Disease Control and Prevention as primary pre-
vention for pregnancy complications, the utilization and impact
of PCC among patients with CKD is unknown.
Study Design: Patients assigned female sex at birth and aged
18-45 years with CKD who received care at a nephrology clinic
in an urban academic setting received a survey between January
and May 2024. In this cross-sectional analysis, data was analyzed
usingChi-square test or Fisher’s exact test. Uni- andmultivariable
logistic regressions were performed to identify characteristics
associated with inadequate PCC.
Results: Of 122 surveys distributed, 108 (88%) were completed.
Overall, 74% of respondents received PCC, including 17% who
received PCC from a maternal-fetal medicine (MFM) provider.
Respondents who received PCC from an MFM provider were
significantly more likely to report discussing medication safety,
maternal complications, and fetal complications, compared to
those who received PCC without an MFM provider (Table 1).
PCC recipients also reported greater concern about the effect of
CKD on fertility and less knowledge about preconception and
pregnancy with CKD. Respondents who reported a loss of libido
were more likely to report PCC (OR 3.6, 95% CI 1.2-10.5).
Conclusion: PCC for patients with CKD remains suboptimal,
with 26% of respondents reporting no receipt of PCC. Our
finding that topics discussed varied betweenMFMand non-MFM
providers suggest the opportunity for PCC standardization and
equitable access toMFMproviders. Furthermore, our finding that
patients who did not receive PCC reported lower concern and
greater knowledge than PCC recipients suggests false reassurance
in the setting of lack of education and reaffirms the need for PCC.
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497 | Predicting Early Onset Preeclampsia (EOPE):
Leveraging Demographics, Biophysical, and Biochemical
Markers for Effective Aspirin Intervention

Hameeda A. Naimi1; Siddharth Hariharan2; Eric K. BRONI3;
Shifa Turan4; Ozhan M. Turan5
1Virginia Women’s Center, Inc., Richmond, VA; 2University of
Rochester, Rochester, NY; 3University of Pennsylvania Perelman
School of Medicine, Philadelphia, PA; 4University of Maryland
Medical System, Baltimore, MD; 5University of Maryland Medical
Center, Baltimore, MD

4:00 PM - 6:00 PM
Objective: We hypothesized that combined screening using
maternal demographics with biophysical and biochemical mark-
ers is a reliable method of predicting early onset preeclampsia
(EOPE), requiring delivery prior to 34 weeks. Our secondary
objective was to evaluate the effect of aspirin (ASA) on the
performance of our prediction algorithm.
Study Design: This prospective cohort study assessed the risk
of EOPE in pregnant patients between 11-13 weeks of gestation
using the EOPE risk calculator (published by the Fetal Medicine
Foundation). Risk assessment included maternal demographics,
biophysical data (BMI, blood pressure, uterine artery pulsatility
index), and biochemical markers (PAPP-A and PlGF). Patients
were categorized as high risk (HR, ≥1:50) or low risk (LR, <
1:50). HR patients were advised to take 162mg of ASA, with
compliance monitored via chart review. Logistic regression mod-
els considered factors such as history of preeclampsia, chronic
hypertension, renal disease, and maternal age. The primary out-
come was the development of EOPE, with secondary outcomes
evaluating the impact of ASA on preventing preeclampsia.
Results: A total of 2,245 patients were screened, with 532
excluded (Figure 1). Among the remaining 1,713 patients, 141
(8.2%) were HR and 1,572 (91.8%) were LR. HR patients weremore
likely to be younger, Black, and have a history of hypertension
and preeclampsia. HR individuals had a higher likelihood of
developing EOPE (aOR: 4.38, 95% CI: 1.68-11.42, p< 0.001) despite
ASA recommendations. Among HR patients, 9 (6%) did not use
ASA, and all developed preeclampsia, with 6 cases being EOPE.
ASA significantly reduced development of EOPE (OR: 0.08, 95%
CI: 0.008-0.76, p = 0.03). Those using ASA had a higher median
gestational age at delivery compared to non-users (36 weeks vs.
33.6 weeks, p = 0.03) (Figure 2).
Conclusion: Preeclampsia screening which combines maternal
factors with biophysical and biochemical markers effectively
identifies high risk individuals. ASA use in high risk individuals
significantly reduces the risk of early-onset disease and delays
gestational age at delivery.

498 | Antenatal Fetal Surveillance: Impact on Pregnancy
Outcomes

Hannah S. Foster1; Jessica Wu1; Markolline Forkpa2; Jesse
Chittams3; Nehemiah Weldeab3; Jennifer Mccoy1; Nadav
Schwartz4
1Department of Obstetrics and Gynecology, University of
Pennsylvania, Perelman School of Medicine, Philadelphia, PA;
2Pennsylvania Medicine Women’s Health Clinical Research
Center, Philadelphia, PA; 3University of Pennsylvania School of
Nursing, Philadelphia, PA; 4University of Pennsylvania, Perelman
School of Medicine, Philadelphia, PA

4:00 PM - 6:00 PM
Objective: Serial antenatal testing is often recommended for
high-risk pregnancies to reduce the stillbirth risk. However, the
impact of testing recommendations on delivery outcomes is not
well-studied. We explored how fetal testing impacts delivery
outcomes to better inform patients.
Study Design: In this retrospective cohort, we identified all
singleton pregnancies that delivered at 1 of 3 hospitals within
an academic health system between 1/2022 and 5/2023. We then
identified those that had undergone serial outpatient antenatal
testing and collected testing indication and recommendations
for the final testing visit prior to delivery. Primary outcomes
included iatrogenic delivery < 39 weeks, iatrogenic preterm birth
< 37 weeks (PTB), cesarean delivery (CS), and NICU admission.
Stepwise regression models were used to assess the association
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between demographic variables and testing indications and
outcomes.
Results: A total of 3992 patients were included, with 480 (12.1%)
recommended for delivery based on their final test. Overall, 370
(9.3%) were sent for delivery < 39 weeks and 161 (4.0%) patients
were sent for iatrogenic PTB. Testing patients sent for delivery had
a 50.4% CS rate, which was significantly higher than the CS rate
amongst those not sent for delivery due to a testing visit (37.4%,
P< 0.001). Overall NICU admission rate was 12.6% (N = 501).
Nulliparity was only associated with increased likelihood of CS
(aOR: 1.2; 1.0-1.4); whereas racewas not associatedwith any of the
outcomes. There were significant differences in NICU admission
by hospital, likely related to NICU protocols. Several testing
indications were significantly associated with each outcome
(Table 1).
Conclusion: For patients undergoing antenatal testing, there is
an overall low risk of iatrogenic preterm delivery or delivery
prior to the 39-week elective induction window. Certain testing
indications are associated with increased risk of adverse preg-
nancy outcomes. These data can be used to help high-risk patients
understand their pregnancy risks when being recommended for
serial fetal testing.

499 | The Risk of ICP Recurrence in the Subsequent
Pregnancy: a Retrospective Analysis

Henri M. Rosenberg1; Minhazur R. Sarker2; Daniel L. Kuhr3;
Sara E. Edwards3; Allison Perelman4; Leslie J. Warren4; Gladys
(Sandy) A. Ramos2; Angela T. Bianco4; Lauren A. Ferrara4;
Chelsea A. DeBolt4
1Icahn School of Medicine at Mount Sinai, Division of
Maternal-Fetal Medicine, Icahn School of Medicine at Mount
Sinai, NY; 2University of California, San Diego, San Diego, CA;

3Division of Maternal-Fetal Medicine, Icahn School of Medicine at
Mount Sinai, New York, NY; 4Icahn School of Medicine at Mount
Sinai, New York, NY

4:00 PM - 6:00 PM
Objective: The recurrence risk of intrahepatic cholestasis of
pregnancy (ICP) has been reported to be between 40-90% based
on small studies with homogeneous populations. Our aim was
to determine the recurrence risk of ICP and identify variables
associated with recurrence in a larger, more diverse population.
Study Design: Retrospective cohort study of singleton, non-
anomalous gestations complicated by ICP at a single academic
center between 2015-2024. The EMRwas used to identify patients
with a first delivery complicated by ICP (initial) and a subsequent
pregnancy with or without ICP (subsequent), both delivering at
the same institution. The primary outcome was the recurrence
of ICP in the subsequent pregnancy; secondary outcomes include
identifying variables associated with ICP recurrence. Univariable
and multivariable logistic regression were used to calculate the
odds ratio and 95% confidence interval (OR [95% CI]) adjusting
for advanced maternal age, history of hepatobiliary disease, and
gestational diabetes.
Results: A total of 104 patients with ICPwere identified, 46 (44%)
of whomdeveloped ICP in the subsequent pregnancy [Table 1]. In
the group that had recurrent ICP, more patients self-identified as
Hispanic (84.8% vs. 65.5%), but there were no differences in age or
comorbidities in the initial pregnancy. The recurrent group had
more patients with peak total bile acids (TBA)>40 (31. % vs. 7.6%,
p= 0.01) and alkaline phosphatase (ALP) twice the upper limit of
normal (37.0% vs. 19.0%, p = 0.04) in the initial pregnancy [Table
1]. In a multivariable regression, index pregnancy peak TBA >40
was associatedwith recurrence (aOR6.03Cl 1.81-20.07) and short-
interval pregnancy was associated with decreased recurrence
(aOR 0.40 Cl 0.17-0.96) [Table 2].
Conclusion: In this ICP cohort, the risk of recurrence in
the subsequent pregnancy was 44%. Only peak TBA >40 in the
initial pregnancy was associated with recurrence. Given the wide
range of reported ICP recurrence rates in the literature, larger
studies are warranted to improve pre-conception counseling.
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500 | Predictors of Pregnancy Duration and Gestational
Age at Delivery after Laser Photocoagulation for
Twin-Twin-Transfusion Syndrome

Henry L. Galan1; Michael V. Zaretsky2; Stephen P. Emery3;
Zhaoxing Pan4; Nicholas Behrendt4; Sarkis C. Derderian2;
Anthony Johnson5; Greg Ryan6; William H. Goodnight7; On
behalf of the NAFTNet
1University of Colorado, School of Medicine, Children’s Hospital of
Colorado, Aurora, CO; 2University of Colorado, School of
Medicine, Aurora, CO; 3University of Pittsburgh, Pittsburgh, PA;
4University of Colorado, Aurora, CO; 5McGovern Medical School
University of Texas Health Science Center at Houston (UThealth),
Houston, TX; 6University of Toronto, Toronto, ON; 7University of
North Carolina at Chapel Hill, Chapel Hill, NC

4:00 PM - 6:00 PM

Objective: Limited data exist regarding the impact of peri-
operative factors on pregnancy duration after fetoscopic laser
photocoagulation (FLP) for twin-twin transfusion syndrome
(TTTS). The objective of this study was to determine the best
predictors of duration of pregnancy (latency) and gestational age
(GA) at delivery following FLP for TTTS.
Study Design: TTTS cases treated with FLP between 2001-
2023 were identified through the North American Fetal Therapy
Network monochorionic twin registry containing perioperative
variable and pregnancy outcomes. Higher order multiples, fetal
anomalies and karyotypic abnormalities were excluded. Multiple
perioperative variables were analyzed to determine the best
predictors of latency and GA at delivery. Kaplan-Meier and COX
regression were used in univariate analysis to identify significant
factors that then had interplay evaluation with multiple Cox
regression to determine the best predictors.
Results: Of 2317 TTTS cases treated with FLP, 1740 met inclusion
criteria with sufficient information for analysis. Shown as Mean
± S.D, the GA at time of laser was 20.7±2.7 wks, the procedure
time was 52.5±25.5 min, the latency period was 10.2±5.3 wks
and GA at delivery was 30.8±4.9 wks. While univariate analysis
found multiple factors significantly associated with both reduced
latency (Table) and earlier delivery GA, Cox regression analysis
(N = 865) showed the best predictors to be cervical length (CL)
of < 25mm, amnioinfusion volume, laser time and earlier GA at
time of FLP (Table). Early GA at time of surgery carried longer
latency to delivery (Figure) but resulted in earlier delivery. The
longer latency with early surgery persists regardless of whether
CL is < or ≥ 25mm (Figure). The hazard to early delivery GA
decreased by 4.3% if surgery occurs a week later as opposed to
a week earlier.
Conclusion: From this large registry, the best predictors of both
latency and GA at delivery after FLP for TTTS are the GA at
time of the procedure, laser time, a short cervix and volume of
amnioinfusion during FLP. These are factors to consider in the
management of TTTS.
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501 | Prevention of Preterm Birth in Twin Pregnancies:
International Delphi Consensus

Hiba J. Mustafa1; Jameela Sheikh2; Vincenzo Berghella3;
William A. Grobman4; Alireza A. Shamshirsaz5; Sanne J.
Gordijn6; Wessel Ganzevoort7; Amanda Roman8; Asma Khalil9;
On behalf of the PTB in the Twins Working Group

1Indiana University and Riley Children’s Hospital, Indianapolis,
IN; 2Guy’s and St Thomas’ Hospital NHS Foundation Trust,
London, England; 3Sidney Kimmel Medical College of Thomas
Jefferson University, Philadelphia, PA; 4The Ohio State University,
Columbus, OH; 5Fetal Surgeon Chief, Division of Fetal Medicine
and Surgery Director of the Maternal Fetal Care Center Director of
the Perinatal Surgery Fellowship Professor of Surgery, Boston
Children’s Hospital Harvard Medical School, Boston, MA;
6University Medical Center Groningen, Groningen, Groningen;
7Amsterdam University Medical Centers, Amsterdam, Groningen;
8Department of Maternal-Fetal Medicine, Thomas Jefferson
University Hospital, Philadelphia, PA; 9Fetal Medicine Unit, St
George’s Hospital, St George’s University of London, London,
England

4:00 PM - 6:00 PM
Objective: To use a Delphi process to gain insight into
approaches to the management of preterm birth (PTB) in
twin pregnancies, including those with twin-to-twin transfusion
(TTTS).
Study Design: A three-round Delphi procedure was conducted
among an international panel of experts to assess their approach
to PTB prevention, monitoring, and management strategies in
twins. Experts were chosen based on expertise, relevant publica-
tions, or affiliations. Response options included multiple-choice
answers or a 5-point Likert scale. A priori, a cut-off of ≥70% was
used to define “consensus”.
Results: 115 experts joined the first round and 94/115 (82%)
completed the subsequent rounds. There was representation
from 22 countries on five continents. At least 70% performed
routine screening of cervical length (CL) via transvaginal (TV)
scan between 18 and 23 weeks with CL≤25 mm to diagnose a
short cervix in twin pregnancies. In twin pregnancies with short
CL, most experts offered vaginal progesterone and not pessary
or expectant management. There was significant agreement but
no consensus to offer cerclage for CL≤10. In twin pregnancies
with asymptomatic dilated cervix, consensus was reached for
cerclage placement as well as adjunctive practices surrounding
the cerclage placement procedure. Similarly, at least 70% of
experts agreed that serial TV CL assessment was warranted in
those who had a current singleton pregnancy with a previous
twin pregnancy requiring physical exam-indicated cerclage. In
those with TTTS, a laser procedure generally was offered by most
regardless of whether the cervix was short or dilated. For those
with TTTS and a short CL, most experts would recommend cer-
clage or progesterone but not pessary or expectant management.
However, no consensuswas reached on PTB preventionmeasures
in TTTS with cervical dilation.
Conclusion: This Delphi shows the practice variations among
obstetric providers worldwide in evaluations and management
of PTB in twin pregnancies, which often differs from what is
recommended by national and international societies.
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502 | Elevated Levels of Circulating Endothelial Cells in
Pregnancies Complicated by Preeclampsia And/OR Fetal
Growth Restriction

C Helmicki1; J Ladd1; A Heck1; J Wu2; A Coffer1; M Hart1; H
Gammill1; J Vanderhoeven2; S Peterson2; A Ramirez1; E
Kaldjian1
1RareCyte, Inc., Seattle, WA; 2Swedish Medical Center, Seattle, WA

4:00 PM - 6:00 PM
Objective: To develop a circulating endothelial cell (CEC) assay
to measure maternal blood CEC numbers in pregnancy and
begin exploratory studies comparing pregnancies complicated by
preeclampsia (PE) and fetal growth restriction (FGR).
StudyDesign:We usedmodel human umbilical vein endothelial
cells (HUVECs) to develop a 4-parameter immunofluorescence
assay (IF) on the establishedRareCyte liquid biopsy platformwith
the following markers: Sytox (nucleus), VE-Cadherin (CD144,
positive CEC marker #1), MCAM (CD146, positive CEC marker

#2), and CD45 (white blood cell exclusionarymarker). CECswere
defined as nucleated cells, negative for CD45, and positive for
either or both CD144 and CD146. Using the HUVEC spike-in
model system, we analytically validated assay performance by
evaluating specificity, sensitivity and limit of detection across
clinically relevant CEC count ranges. In clinical studies, CEC
numbers in healthy, non-pregnant female subjects of child-
bearing age (20-40 years old; N = 10) were compared to third
trimester pregnancy samples (N = 17 total, including N = 9
uncomplicated, N = 8 FGR, N = 5 PE, N = 3 FGR + PE).
All pregnant subjects were enrolled after informed consented at
Swedish Medical Center, Seattle, WA.
Results: Analytic validation studies demonstrated sensitivity and
specificity of CD144 and CD146 of 99–100% and lower limit of
detection of 1 cell in >1 million. CEC count was higher in
pregnancy compared to non-pregnant reproductive age subjects
and was higher in pregnancies with PE +/- FGR compared to
thosewith uncomplicated outcomes. Results are shown in Figure
1A and B.
Conclusion: We have developed a robust assay for enumeration
of CECs in pregnancy. Elevated levels of CECs in third trimester
pregnant patients were observed in both PE and FGR relative to
healthy third trimester pregnancies. These preliminary studies
support further investigation of CEC enumeration as a predictive
biomarker of pregnancy complications.

503 | Project PEN-FAST: Unmasking Allergies for
Antibiotic Optimization

Hope Brandon1; Noelle Leung2
1University of Kentucky College of Pharmacy, Lexington, KY;
2University of Kentucky HealthCare, Lexington, KY

4:00 PM - 6:00 PM
Objective: Assess the clinical impact of the PEN-FAST scoring
tool within the obstetric group at a single academic medical
center.
Study Design: This was a single center, retrospective, observa-
tional analysis of pregnant patients with a documented penicillin
or cephalosporin allergy admitted to the birthing center between
January and June 2023who also received an antibiotic and/or had
a PEN-FAST assessment completed.
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Results: Sixty-four patients were included in the final analysis.
Within the analyzed cohort, 53 (83%) of patients had a PEN-FAST
assessment completed, 17 (32%) of whom had their penicillin
allergy successfully de-labeled. Among patients with a penicillin
allergy that was not de-labeled, 11 (31%) had a score or assessment
indicating that a cephalosporin could be safely utilized, nine
(25%) had a score of three or greater, indicating a non-beta lactam
antibiotic should be employed, and seven (19%) patients declined
de-labeling despite a PEN-FAST assessment indicating a low-
risk penicillin allergy, and the remaining nine (25%) were either
referred for furtherworkup or not de-labeled due to other reasons.
Of the patients who had a PEN-FAST assessment completed, 38
(72%) received a penicillin or cephalosporin and 15 (28%) received
alternate or no antibiotics. Comparatively, of the 11 patients
who did not have a PEN-FAST assessment completed, two (18%)
received a penicillin or cephalosporin and nine (82%) received an
alternate antibiotic. Among all patients analyzed, there were no
identified adverse reactions to penicillins or cephalosporins.

Conclusion: Within our cohort, 32% of patients had their
penicillin allergy successfully de-labeled using the PEN-FAST
assessment. Even without de-labeling due to factors such as
patient preference, utilization of the PEN-FAST assessment
resulted in a dramatic increase in the use of pencillins and
cephalosporins as opposed to alternate antibiotics. Overall, the
PEN-FAST assessment was an efficient and safe tool for stratify-
ing risk of penicillin allergies within this cohort of patients and
did impact antibiotic choice for the patients included.

504 | The Perinatal Effects of a Mindfulness Phone App - a
Pilot Randomized Controlled Trial

Noa Gilad1; Swati Agrawal2; Klaudia Szczech3; Alexandra
Berezowsky1; Amir Naeh4; Howard Berger5
1University of Toronto, Toronto, ON; 2McMaster University,
Hamilton, ON; 3Saint Michael’s Hospital, Toronto, ON; 4Hillel
Yaffe Medical Center, Hillel Yaffe Medical Center, HaMerkaz; 5St.
Michael’s Hospital, University of Toronto, OR

4:00 PM - 6:00 PM
Objective: Sleep disturbances are commonly reported during
pregnancy, are difficult to treat and are associated with adverse
perinatal outcomes. We aimed to assess the feasibility of the use
of a mobile mindfulness application (App) in pregnant people
with self-reported sleep disturbance to improve sleep quality and
perinatal outcomes.
Study Design: Pilot randomized controlled trial (RCT). Preg-
nant people with a singleton pregnancy, between 20-30 weeks
gestation and self-reporting sleep disturbances were assessed for
recruitment. Participants were randomized to either the use of
a standard pregnancy sleep leaflet or to the addition of funded
access to a commercially availablemindfulness App. Both groups
received and were instructed to use a sleep actigraph. The co-
primary outcomes were: 1) recruitment rate and quantitative use
of the mindfulness app. 2) Sleep quality actigraph measures and
the change in PSQI score. Perinatal outcomes were collected and
reported.
Results: Of 1576 potential participants,629 (39.9%) declined, 706
were not assessed and 113 were excluded leaving 128 randomized
participants, 64 to each group. Baseline characteristics did not

differ between groups. In the mindfulness group 35/64 (54.7%)
used the App for an average of 9.9 (0.02–90) minutes per day
and a mean of 8 (1-47) sessions per pregnancy. Actigraph use
was similar with 30/64 (46.9%) and 32/64 (50%) providing data in
the mindfulness and control groups respectively. No significant
reduction was found in PSQI scores, actigraph measures or
measures of stress, anxiety or depression (Table 1). Perinatal
outcomes did not differ between groups except for the rate of
post-partumhemorrhagewhichwas increased in the intervention
group (11.9% vs 1.6%, P = 0.03).
Conclusion: Performing a RCT using a mindfulness App is fea-
sible, but recruitment and usage rates were lower than expected.
Although exploratory, the use of a mindfulness App did not
appear to improve sleep parameters when compared to routine
sleep education.

505 | The Association Between Hepatitis C Virus Infection
During Pregnancy and Risk of Infant Death

Ilish Gedestad1; Kriti N. Vedhanayagam2; Sergio Karageuzian3;
Stephen Contag4; Synia Chunn2; Megan Marquez5; Rang Kim5;
Ruofan Yao2
1Loma Linda University School of Medicine, Redlands, CA; 2Loma
Linda University School of Medicine, Loma Linda, CA; 3Loma
Linda University School of Medicine, Pasadena, CA; 4University of
Minnesota, Minneapolis, MN; 5Loma Linda University School of
Medicine, Loma Linda University, CA

4:00 PM - 6:00 PM
Objective: To investigate the association between Hepatitis C
Virus (HCV) status and the likelihood of infant death.
StudyDesign: This retrospective cohort study used data from the
National Center for Health Statistics Vital Statistics database. The
cohort linked birth and infant death data files from 2015 to 2021
that were used for this study. The study included all births in the
United States during the study period with known HCV status.
The outcome of interest was infant death. Univariate analysis
was performed to determine the association between HCV and
infant death. Multivariate logistic regression was then performed
to estimate the effect of HCV status on infant death adjusting
for potential confounding variables. Interaction analysis was then
performed to determine if the effect of HCV on infant death is
modified by race and obesity.
Results: Of the 26,456,956 women, 122,485 (0.46%) were iden-
tified with HCV infection. HCV infection was associated with
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high rate of infant mortality (1.0% vs 0.5%, p< 0.001; aOR
2.34 [2.21-2.47]). Compared to White, both Black and Asian
race demonstrated a protective effect on infant mortality among
individuals withHBV infection (aOR 0.55; 95%CI [0.39 - 0.77] and
aOR 0.54 95% CI [0.37-0.78]). Compared to underweight group,
individualswith class III obesity also had lower infant death (aOR
0.48; 95% CI [0.28-0.82]).
Conclusion: This study demonstrates that HCV infection is
associated with a significant increase in the risk of infant death,
which is modified by other risk factors.

506 | The Association Between Hepatitis B Virus Infection
During Pregnancy and Risk of Infant Death

Ilish Gedestad1; Sergio Karageuzian2; Kriti N. Vedhanayagam3;
Stephen Contag4; Synia Chunn3; Megan Marquez5; Rang Kim5;
Ruofan Yao3
1Loma Linda University School of Medicine, Redlands, CA; 2Loma
Linda University School of Medicine, Pasadena, CA; 3Loma Linda
University School of Medicine, Loma Linda, CA; 4University of
Minnesota, Minneapolis, MN; 5Loma Linda University School of
Medicine, Loma Linda University, CA

4:00 PM - 6:00 PM
Objective: To investigate the association between Hepatitis B
Virus (HBV) status and the likelihood of infant death.
StudyDesign: This retrospective cohort study used data from the
National Center for Health Statistics Vital Statistics database. The
cohort linked birth and infant death data files from 2015 to 2021
that were used for this study. The study included all births in the
United States during the study period with known HBV status.
The outcome of interest was infant death. Univariate analysis
was performed to determine the association between HBV and
infant death. Multivariate logistic regression was then performed
to estimate the effect of HBV status on infant death adjusting
for potential confounding variables. Interaction analysis was then
performed to determine if the effect of HBV on infant death is
modified by race and obesity.
Results: Of the 26,456,956 women, 56,299 (0.21%) were identified
with HBV infection. HBV infection was associated with higher
but not statically significant rate of infant mortality (0.52% vs
0.49%, p = 0.757; aOR 0.98 [0.87-1.10]). Compared to White, both
Black and Asian races demonstrated a protective effect on infant
mortality among individuals with HBV infection (aOR 0.55; 95%
CI [0.39 - 0.77] and aOR 0.54; 95% CI [0.37 - 0.78]).
Conclusion: HBV infection is not significantly associated with
an increased risk of infant death, however other risk factors may
modify this outcome.

507 | The Use of a Novel Point-Of-Care (POC) IgM Test for
the Diagnosis of Congenital Syphilis

Irene A. Stafford1; Sabrina DaCosta2; Kaitlyn Stark3; Diana
Villarreal4; Jeffrey K. Klausner5; Leandro Mena6; Gary Lehnus7;
Sean C. Blackwell1
1McGovern Medical School at UTHealth Houston, Houston, TX;
2Division of Maternal-Fetal Medicine, Department of Obstetrics,
Gynecology and Reproductive Sciences, McGovern Medical School
at UTHealth Houston, Houston, TX; 3University of Texas Health
Science Center at Houston - McGovern Medical School, Houston,
TX; 4The University of Southern California, Los Angeles, CA;
5University of Southern California, Los Angeles, CA; 6All-In
Health Solutions LLC, Atlanta, GA; 7Lehnus & Associates
Consulting, East Stroudsburg, PA

4:00 PM - 6:00 PM
Objective: The only hematologic test used for congenital syphilis
(CS) diagnosis is the neonatal nontreponemal (NT) serologic
combined antibody test directed towards T. pallidum antigens.
This includes IgG antibodies which cross the placenta and may
reflect maternal antibodies rather than neonatal infection. In
contrast, any syphilis-specific IgM immunoglobulins detected in
the neonate are fetal in origin andmay reflect CS. This pilot study
aims to determine the test performance of a POC IgM test for the
diagnosis of CS.
Study Design:
After institutional review board approval, serum from 2 controls
and 23 pregnant patients with syphilis and their newborns was
collected between 05/24-06/24. Duplicate 20 µL aliquots were
tested using the research-use only rapid lateral flow test devel-
oped by Diagnostics Direct, LLC for detection of syphilis IgM.
This test uses a purified specific anti-IgM polyclonal antibody
coupledwith colloidal gold in the sample pad to form rose colored
visually read test and control lines. A proprietary Protein is
used to bind all IgG from reacting with the antigen test line,
producing only IgM for visual results detection. Duplicate 50 µL
aliquots from the samples were tested for IgM using two CE-
markedWestern Blot (WB) tests with different treponema targets
as comparators (ViraBlot, Germany and Euroimun, Germany).
Mother-baby dyads were staged for syphilis according to the
Centers for Disease Control and Prevention guidelines and were
also considered for test performance analytics.
Results: The positive and negative percent agreement (PPA,
NPA) between the POC IgM test and theVirablotWBwas 86% and
78% and for Euroimun, PPA and NPA were 80% and 86% respec-
tively (Table 1). Clinical correlates were similar, demonstrating a
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90% PPA and a 93.3% NPV between the POC IgM test and syphilis
diagnosis for dyads (Table 2).
Conclusion: The syphilis POC IgM test demonstrated excellent
test performance when compared to reference WB tests and
clinical correlates. Given poor sensitivity of current lab tests
for CS, further studies evaluating this POC IgM test for at-risk
neonates are warranted.

508 | Sibling Analysis of Long-TermMorbidities in
Preterm Twins: Vaginal versus Cesarean Delivery

Itamar Ben Shitrit1; Eyal Sheiner2; Gali Pariente2; Ruslan
Sergienko3; Tamar Wainstock2
1Soroka University Medical Center/ Ben Gurion University, Beer
Sheva, HaDarom; 2Department of Obstetrics and Gynecology,
Soroka University Medical Center, Ben-Gurion University of the
Negev, Beer-Sheva, Israel., Beer Sheva, HaDarom; 3Ben-Gurion
University of the Negev, Beer Sheva, HaDarom

4:00 PM - 6:00 PM
Objective: Given the gap in knowledge regarding mode of
delivery’s impact on the premature twin population, we aimed
to investigate the association between mode of delivery and long-
term respiratory, neurologic, infectious, and gastrointestinal (GI)
morbidities in preterm twin siblings, with the first delivered
vaginally (VD) and the second by cesarean delivery (CD).
Study Design: A retrospective population-based cohort study
was conducted at a tertiary medical center between 1991-2021.
The study compared preterm twins where the first-born twin was
vaginally delivered, and the second-born twin was delivered via
CD, excluding cases with congenital malformations or perinatal
deaths. Follow-up ended at the age of 18, end of the study
period, or diagnoses of any morbidity from the studied outcomes.
Kaplan-Meier survival curves were used to compare cumulative
incidences, and Cox proportional hazards models were applied to
adjust for potential confounders.
Results: The cohort included 71 offspring born via CD and 71 via
VD, representing 3.5% of all preterm twin births at this center. No
difference in the cumulative incidence of respiratory, neurologic,
infectious, and gastrointestinal morbidity was noted between the
groups (respiratory: 24% VD vs. 23% CD, p = 0.85; neurologic: 12%
VD vs. 12% CD, p = 1.00; infectious: 52% VD vs. 45% CD, p = 0.20;
GI: 20% VD vs. 17% CD, p = 0.56, Table, Figure). Similarly, the

Cox model, adjusted for maternal age, ethnicity, gestational age
group, repeated pregnancies, offspring’s birth year, gestational
diabetes mellitus, preeclampsia, weight group, and clustering
within pregnancy, showed no association between delivery mode
and long-termmorbidity (respiratory: aHR 0.93, 95% CI 0.56–1.55;
neurologic: aHR 1.16, 95% CI 0.47–2.27; infectious: aHR 0.81, 95%
CI 0.59–1.12; GI: aHR 0.86, 95% CI 0.47–1.59, Table).
Conclusion: No significant differences in long-term respiratory,
neurologic, infectious, and GI morbidities exist between preterm
twin siblings when the first-born was delivered vaginally and the
second-born by CD. Further research on larger cohorts is needed
to confirm these findings.

509 | Elective Inductions of Labor at 39 Weeks versus
Expectant Management in Multiparous Patients

James D. Doss1; Elise Requadt2; Claire Novack2; Anupama
Balasubramanian3; Carly Duncan4; Dong Wang5; Antonina I.
Frolova6; Jeannie C. Kelly7; Nandini Raghuraman7
1Washington University In St. Louis, St. Louis, MO; 2Washington
University at St. Louis, St. Louis, MO; 3Larner College of Medicine
at the University of Vermont, Larner College of Medicine at the
University of Vermont, VT; 4University of Alabama at
Birmingham, Birmingham, AL; 5Washington University at St.
Louis, Department of Ob/Gyn, St. Louis, MO; 6Washington
University School of Medicine, St. Louis, MO; 7Washington
University School of Medicine in St. Louis, St. Louis, MO

4:00 PM - 6:00 PM
Objective: The ARRIVE trial demonstrated a reduction in
cesarean section with similar perinatal outcomes in low risk
nulliparas undergoing induction of labor (IOL) compared to
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expectantmanagement (EM).We compared outcomes in low-risk
multiparous patients undergoing IOL vs EM.
StudyDesign:We performed a retrospective cohort study ofmul-
tiparous patients with low-risk singleton pregnancies at 39 weeks
gestation from 2020-2022. All multiparous patients who delivered
after 39 weeks were included, and patients undergoing IOL for
medical or fetal indications were excluded. The primary outcome
was composite neonatalmorbidity. The secondary outcomeswere
cesarean section, postpartum hemorrhage (defined as estimated
blood loss ≥1000 ml), and chorioamnionitis. These outcomes
were compared between patients undergoing scheduled IOL
between 39w0d and 39w6d and those undergoing expectant
management at 39 weeks. Multivariable Firth’s penalized logistic
regression was used to adjust for potential confounders.
Results: Of the 841multiparous patients during the study period,
454 (54%) underwent IOL and 387 (46%) were EM. Among EM,
54 (14%) ultimately underwent an IOL. There were no significant
differences in odds of having composite neonatal morbidity (aOR
1.04, 95% CI 0.63-1.71, p = 0.88), cesarean delivery (aOR 2.09, 95%
CI 0.9-4.79, p= 0.09), or chorioamnionitis (aOR 0.58, 95% CI 0.13-
2.57, p= 0.48) in IOL group as compared to EMgroup. The odds of
having postpartum hemorrhage were 2.6 times higher in IOL as
compared to EM patients (aOR 2.59, 95% CI 1.24-5.42, p = 0.011.)
Conclusion: Multiparous patients undergoing elective IOL have
similar odds of cesarean section and neonatal morbidity as those
undergoing EM. IOL is associated with an increased risk of
hemorrhage compared to EM.

510 | Dysglycemia Phenotypes in Pregnancy and the Risk
of Fetal Shoulder Dystocia at Birth

Jasmine Hitt1; Eric K. BRONI2; Maria Som3; Cassandra Seifert3;
May Blanchard1
1University of Maryland Department of OBGYN, Baltimore, MD;
2University of Pennsylvania Perelman School of Medicine,
Philadelphia, PA; 3University of Maryland School of Medicine,
Baltimore, MD

4:00 PM - 6:00 PM
Objective: Maternal diabetes is a well-established risk factor for
fetal shoulder dystocia (ShD). However, data on the differential
risk of ShD among women with dysglycemia subtypes in preg-
nancy are scarce. We evaluated whether the risk of fetal ShD
differs by maternal dysglycemia subtype.
Study Design: We investigated 202 mothers who delivered
infants with ShD and 747 randomly selected controls from a
cohort of women who received antenatal care at an urban,
tertiary medical center from 2012- 2023. Maternal dysglycemia
phenotypes include [Type 1 diabetes (T1D), Type 2 diabetes (T2D),
Gestational diabetes controlled by diet and exercise (GDMA1),
Gestational diabetes requiring hypoglycemic agents (GDMA2)],
Elevated 1-hour GCT without 3-hour GTT (E1GCT) and Elevated
1-hour GCT with normal 3-hour GTT (E1N3GTT). We used
adjusted logistic regression models to estimate the risk of infant
ShD among women in the different dysglycemia subgroups.
Results: Pregnant women who had infants with ShD were
younger (27 vs 31 years, p< 0.001), more likely to be Black (72.8%
vs 46.5%), delivered at later gestational age (39.3 vs 38.4 wks,
p< 0.001), were more likely to have vaginal delivery (96% vs
53%, p< 0.001) and a history of smoking (17.3% vs 7.4%) Table
1. Compared to pregnant women with normoglycemia, those
with E1GCT had a 4.4-fold [aOR, 4.35 (1.23–15.45)] higher risk of
delivering an infant with ShD, even after controlling for maternal
age, gestational age at delivery, race/ethnicity, parity, mode of
delivery, prior delivery with ShD. Similarly, those with T2D had a
2.6-fold [aOR, 2.62 (1.19–5.75)] higher odds of delivering an infant
with ShD. Additionally, women with E1N3GTT had a 3.4-fold
[aOR, 3.36 (1.33-8.44)] higher odds of delivering an infant with
ShD. Table 2.
Conclusion: Different dysglycemia phenotypes in pregnancy
are independently associated with a higher risk of shoulder
dystocia at birth. Continuous surveillance of pregnant women
with dysglycemia, especially those with T2D and elevated 1-
hour GCT (± 3-hour GTT), will reduce the risk of fetal shoulder
dystocia and concomitant perinatal complications.
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511 | Impact of Weight Discordance on Short-term
Postnatal and Neurodevelopmental Outcomes in Triplet
Pregnancies

Jeesun Lee1; Joon Hyung Lee2; JI HOI KIM3; Hee Young Cho4;
Seung Mi Lee1; Chan-Wook Park1; Joong Shin Park1; Jong Kwan
Jun5
1Seoul National University College of Medicine, Seoul,
Seoul-t’ukpyolsi; 2The Nature Obstetrics and Gynecology,
Pyeongtaek, Kyonggi-do; 3Seoul National University Hospital
College of Medicine, Seoul, Seoul-t’ukpyolsi; 4Seoul National
University, Seoul, Seoul-t’ukpyolsi; 5Ewha Womans University
College of Medicine, Seoul, Seoul-t’ukpyolsi

4:00 PM - 6:00 PM
Objective: Weight discordance (WD) in multifetal pregnancies
is a key concern due to its association with selective fetal growth

restriction (sFGR). Although much research has focused on
twins, studies on triplets are limited. This study evaluates the
impact of WD on short-term postnatal and neurodevelopmental
outcomes in triplets.
Study Design: We analyzed triplets delivered at Seoul National
University Hospital from November 1997 to December 2022. WD
was calculated as: ((birthweight of the largest fetus–birthweight of
the smallest fetus) × 100) / birthweight of the largest fetus. Short-
term outcomes included neonatal death, respiratory distress
syndrome, bronchopulmonary dysplasia, persistent pulmonary
hypertension, apnea of prematurity, intraventricular hemor-
rhage, periventricular leukomalacia, retinopathy of prematurity,
necrotizing enterocolitis, and early-onset sepsis. Neurodevelop-
mental outcomes were assessed up to 60 months using the
Korean Ages and Stages Questionnaires and the Bayley Scales of
Infant and Toddler Development, 3rd Edition. ROC curves and
Generalized Estimating Equations (GEE) were used to analyze
the predictive value.
Results: A total of 436 triplets were analyzed. Short-term
outcomes were linked to gestational age but not to WD or
birthweight order. ROC curve analysis showed an AUC of 0.550
for short-term outcomes, indicating limited predictive value.
GEE analysis found adjusted hazard ratios of 1.08 (95% CI 0.74-
1.59) for the middle-sized fetus and 1.48 (95% CI 0.99-2.22) for
the smallest fetus, suggesting minimal impact of birthweight
order. Neurodevelopmental outcomes also showed no significant
correlation with WD, with an AUC of 0.645. No differences in
outcomes based onWDwere seenwhen analyzed by chorionicity.
Conclusion: This study foundno strong association betweenWD
and short- or long-term complications in liveborn triplets. WD
does not appear to be a significant predictor of adverse outcomes
in triplet pregnancies, though further research is needed for a
thorough understanding.
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512 | Azithromycin to Improve Latency in Exam-Indicated
Cerclage: a Multicenter Randomized Control Trial (ALEC)

Jenani S. Jayakumaran1; Kavisha Khanuja2; Stephanie A.
Fisher3; Emily S. Miller4; Emily B. Rosenfeld5; Justin S. Brandt6;
Megan Piacquadio7; Adeeb Kalifeh8; Rupsa C. Boelig9
1Virtua Medical Group, Moorestown, NJ; 2Sidney Kimmel Medical
College at Thomas Jefferson University, Philadelphia, PA;
3Northwestern University Feinberg School of Medicine, Chicago,
IL; 4Women & Infants Hospital of Rhode Island and Alpert
Medical School of Brown University, Providence, RI; 5Rutgers
Robert Wood Johnson Medical School, New Brunswick, NJ; 6NYU
Langone Health, New York, NY; 7University of Miami, Miami, FL;
8Jefferson Einstein Philadelphia, Philadelphia, PA; 9Sidney
Kimmel Medical College, Thomas Jefferson University,
Philadelphia, PA

4:00 PM - 6:00 PM
Objective: While prophylactic azithromycin has been shown to
increase latency in the setting of cervical shortening, its use in
physical exam-indicated cerclage (PEIC) has been understudied.
Our objective is to determine whether adding azithromycin prior
to PEIC increases gestational latency to usual care (cefazolin and
indomethacin).
Study Design: This RCT included pregnant people with sin-
gleton gestations < 24 weeks gestational age (GA) planning
a PEIC at one of four sites across the United States. Par-
ticipants were randomized 1:1 to usual care (cefazolin 1-2
g IV and indomethacin 50 mg IV preoperatively, then 2 addi-
tional doses at 8 and 16 hours postoperatively) or usual care plus
azithromycin (azithromycin 1g IV once perioperatively). Primary
outcome was gestational latency (days) from cerclage placement
to delivery. Secondary outcomes included preterm birth (< 37, <
34, < 32, < 28, and < 24 weeks), GA at birth, chorioamnionitis,
birthweight, NICU admission, and composite neonatal morbid-
ity and mortality. Fifty participants needed to be randomized
to demonstrate a 20±25 days improvement in latency with 80%
power. Assuming a 10% loss to follow-up, we aimed to recruit
55 individuals. Kaplan-Meier survival curve, Mann Whitney U
test, and chi squared analyses were conducted. The study was
registered at clinicaltrials.gov (NCT05132829).
Results: A total of 55 participants were randomized from
December 2021 to September 2023; 27 to usual care, 27 to adjunc-
tive azithromycin, and 1 excluded from analysis when found not
to meet study criteria after randomization. Protocol adherence

was 100% for each arm. Themedian gestational latency after PEIC
did not differ between the usual care and azithromycin groups
(median difference -1 day, 95% CI -20 to 26 days; Figure). Addi-
tional secondary obstetric and neonatal outcomes were similar
between groups (Table).
Conclusion: A single perioperative dose of azithromycin in addi-
tion to usual care (cefazolin and indomethacin) does not improve
latency to delivery or other obstetric or neonatal outcomes for
individuals undergoing PEIC.

513 | Characteristics Associated with ComplianceWithin a
PostpartumHypertension Remote Monitoring Program

Jenny Y. Mei1; Audra Fain2; Kate Corry-Saavedra3; Tina A.
Nguyen2; Thalia Mok2; Aisling M. Murphy2
1Stanford University, Mountain View, CA; 2University of
California, Los Angeles, Los Angeles, CA; 3University of
California, Irvine, University of California, Irvine, CA

4:00 PM - 6:00 PM
Objective: Remote blood pressure (BP) monitoring has been
shown to decrease postpartum Emergency Department (ED)
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visits and readmissions. We evaluate characteristics associated
with compliance within a remote BP monitoring program.
Study Design: A retrospective cohort study of birthing patients
with peripartum hypertension (HTN) at a quaternary care center
over 2 years. This study is part of an ongoing postpartum quality
improvement project that entails lower BP targets and universal
remote BP monitoring. Inclusion criteria were delivery at the
study institution and diagnosis of HTN disorder of pregnancy
at time of discharge. Primary outcome was compliance with
utilizing remote BP monitoring, defined as logging at least one
BP within the program.We compared maternal and hypertensive
characteristics between groups.
Results: Out of 6410 deliveries between April 2022-April 2024,
2019 (31.5%) pregnancies met inclusion criteria, of which 1509
(74.7%) were compliant with utilizing remote BP monitoring.
There were higher rates of compliance with higher maternal
age (in years, 34.2±5.0 vs 33.0±6.3, p< 0.001), nulliparity (71.2%
vs 56.5%, p< 0.001), lower BMI (in kg/m2, 30.2±6.1 vs 31.6±7.0,
p< 0.001), prenatal aspirin use (41.9% vs 33.1%, p< 0.001), IVF
pregnancy (12.3% vs 7.8%, p= 0.006), and private insurance (84.9%
vs 59.4%, p< 0.001). Patients discharged on anti-hypertensive
medication were more likely to be compliant (36.0% vs 24.1%, p<
0.001) as were those with longer postpartum lengths of stay (in
days, 2.4±1.3 vs 2.3±1.2, p = 0.027). Compliance was associated
with lower rate of EDvisit or readmission (1.8% vs 3.3%, p= 0.039).
Conclusion: Characteristics that are associated with higher rates
of compliance with remote BP monitoring include nulliparous,
older, and privately insured patients. Compliance was associ-
ated with lower rates of postpartum ED visit or readmission.
Continued work is needed to identify barriers to remote BP
monitoring and target these areas for improvement within pro-
grams to improve compliance and further decrease postpartum
readmission rates.

514 | Risk Factors for Discharge on Anti-Hypertensive
Medication with Lower Blood Pressure Targets

Jenny Y. Mei1; Audra Fain2; Kate Corry-Saavedra3; Tina A.
Nguyen2; Thalia Mok2; Aisling M. Murphy2
1Stanford University, Mountain View, CA; 2University of
California, Los Angeles, Los Angeles, CA; 3University of
California, Irvine, University of California, Irvine, CA

4:00 PM - 6:00 PM
Objective: With more institutions implementing lower blood
pressure (BP) targets prior to postpartum discharge for patients
with hypertensive disorders of pregnancy, a growing number of
patients are discharged on anti-hypertensive (anti-HTN) med-
ication. We aim to evaluate risk factors associated with being
discharged on anti-HTN medication with lower BP goals.
Study Design: A retrospective cohort study of birthing patients
with peripartum hypertension (HTN) at a quaternary care center
over 2 years. This study is part of an ongoing postpartum quality
improvement project that entails lower BP targets and universal
remote BP monitoring. Goal blood pressure was under 140/90
leading up to discharge. Inclusion criteria were delivery at the
study institution and diagnosis of HTN disorder of pregnancy.
Primary outcome was prescription of anti-HTNs at time of dis-
charge. Characteristics associated with discharge on anti-HTNs
were compared between groups.
Results: Out of 6410 deliveries between April 2022-April 2024,
2019 (31.5%) pregnancies met inclusion criteria, of which 666
(33.0%) were discharged on anti-HTN medication. Baseline
characteristics associated with discharge on anti-HTN included
maternal age 40 and above (17.0% vs 11.8%, p = 0.001), non-
Hispanic Black race (13.7% vs 9.5%, p = 0.005), chronic HTN
(28.4% vs 12.3%, p< 0.001), prenatal aspirin use (52.1% vs 33.6%,
p< 0.001), and having public or no insurance (25.2% vs 19.7%, p =
0.005). Other risk factors for discharge on anti-HTN medication
include proteinuria (43.2% vs 23.6%, p< 0.001) and preeclampsia
with severe features (40.4% vs 5.1%, p< 0.001). Patients discharged
on anti-HTNs were more likely to be compliant with remote BP
monitoring (97% vs 94.2%, p = 0.013) and undergo outpatient
medication adjustments (24.6% vs 14.5%, p< 0.001).
Conclusion: At an institution implementing lower BP targets
aiming for normotension, certain traditional high-risk patients
remain at increased risk for discharge on anti-HTN medication.
Continued research is needed to identify ways of mitigating
long-term comorbidities for this high-risk cohort.
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515 | Can the Supplementation of Ferric-Carboxymaltose
Improve Postpartum Depression After Birth? a
Randomized, Controlled Clinical Trial

Jeong-won Oh1; Eun Sil Lee2; Kyu Yeon Choi2; Subeen Hong3;
Hyun Sun Ko4; Geun Joon Cho5; Jeong Jae Lee2
1Department of Obstetrics and Gynecology, Soonchunhyang
University Seoul Hospital, Soonchunhyang University College of
Medicine, Soonchunhyang University Seoul Hospital,
Soonchunhyang University College of Medicine/Seoul,
Seoul-t’ukpyolsi; 2Department of Obstetrics and Gynecology,
Soonchunhyang University Seoul Hospital, Soonchunhyang
University College of Medicine, Seoul, Soonchunhyang University
Seoul Hospital, Soonchunhyang University College of Medicine,
Seoul, Seoul-t’ukpyolsi; 3Seoul St. Mary’s Hospital, College of
Medicine, The Catholic University of Korea, Seoul,
Seoul-t’ukpyolsi; 4Department of Obstetrics and Gynecology,
Catholic University College of Medicine/ Seoul, Catholic
University College of Medicine/ Seoul, Seoul-t’ukpyolsi;
5Department of Obstetrics and Gynecology, Korea University
College of Medicine/ Seoul, Seoul-t’ukpyolsi

4:00 PM - 6:00 PM
Objective: This study aims to compare the efficacy of intra-
venous(IV) ferric-carboxymaltose(FCM) administration versus

conventional oral iron supplementation in improving postpartum
depression(PPD) in postpartum women with iron-deficiency
anemia(IDA).
StudyDesign: A randomized, open-label, controlled clinical trial
was conducted at three centers in South Korea between 2021 and
2023. Postpartum women with (i)moderate IDA, diagnosed with
hemoglobin(Hb) levels of 8≤ Hb< 11g/dL and ferritin< 30ng/mL
or transferrin saturation(TSAT) < 20%, and with (ii)a high risk of
PPD based on the Edinburgh Postnatal Depression Scale(EPDS)
score of ≥ 8 within the first three days after delivery, were
enrolled. Following randomization, participants received either
IV FCM(500-1000 mg) or oral iron(20-400 mg). The primary
endpoint was the change in EPDS score from baseline to 8 weeks
postpartum. Hematologic parameters, presence of PPD (EPDS
score > 11), and maternal fatigue were evaluated at ten days, 4,
6, and 8 weeks.
Results: Among 96 patients, 90 were analyzed, with 45 in each
group. The aggregated change in EPDS scores over 8 weeks
postpartum did not differ between the groups, while the mean
EPDS score(±SD) for the entire study population significantly
decreased from 11.5 ± 3.2 initially to 8.6±5.0 at 8 weeks(p-value
for trend < 0.001). The prevalence of PPD at 8 weeks was 22.2
%(10/45) in each group, with no significant difference. Variables
such as Hb changes and type of iron therapy did not affect the
risk of PPD, except for fatigue at 8 weeks (adjusted odds ratio 1.05,
95% confidence interval 1.01–1.09; P = 0.016). Hb levels increased
well in both groups, but changes in Hb, ferritin, and TSAT levels
at 8 weeks (p < 0.001) and fatigue scores at 6 weeks(p = 0.03)
were significantly improved in the IV iron group compared to the
conventional group.
Conclusion: While the administration of FCM did not show
significant benefits over placebo in improving EPDS scores, the
study‘s findings demonstrated that IV iron was more effective
than conventional oral iron in correcting postpartum IDA, iron
stores and reducing fatigue.
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516 | PostpartumHealthcare Utilization andMorbidity
Amongst Diabetic Versus Non-Diabetic Individuals in
Remote Hypertension Program

Jessica T. Chen1; Rodolfo Fernandez-Criado1; Scott Machado1;
Tracy L. Jackson1; Nicole Konecke1; William Hunt1; Danielle
Simmons1; Maria Mejia Castillo1; Alisse Hauspurg2; Methodius
G. Tuuli3; Adam K. Lewkowitz1
1Women & Infants Hospital of Rhode Island / Alpert Medical
School of Brown University., Providence, RI; 2Alpert Medical
School of Brown University, Providence, RI; 3Women & Infants
Hospital of Rhode Island / Alpert Medical School of Brown
University, Providence, RI

4:00 PM - 6:00 PM
Objective: Individuals with diabetes (gestational or pregesta-
tional) are at increased risk of adverse outcomes, particularly
in the setting of chronic hypertension (HTN) or new-onset
HTN in pregnancy. Though remote self-measured blood pressure
(SMBP) monitoring programs may reduce rates of HTN-related
hospital readmission, emergency department (ED) presentations,
or severe maternal morbidity (SMM), it is unclear whether the
extent of this reduction differs between those with and without
diabetes. We aimed to compare outcomes between postpartum
patients in our remote SMBP program with versus without
diabetes.
StudyDesign: Postpartumpatients withHTN at our tertiary care
hospital are offered enrollment in our remote SMBP program,
which includes BP monitoring for 6 weeks postpartum. For this
analysis, participants were stratified by presence or absence of
diabetes (pregestational or gestational). Those with unknown
diabetes status were excluded. The primary outcome was a com-
posite of postpartum readmission or ED presentation for HTN
within 30 days of delivery hospitalization. Secondary outcomes
includedHTN-related SMM.Ageneralized linearmodelwas used
to estimate relative risks (RR) after adjustment for differences in
demographic, obstetric, and medical conditions from table 1.
Results: Of 2003 participants in the SMBP program, 17.2% had
diabetes. Compared to those without, those with diabetes were
older, less likely to identify asWhite, less likely to have gestational
but more likely to have chronic hypertension, more likely to be
delivered via cesarean, and had a lower median gestational age at
delivery (Table 1). After adjusting for these factors, there was no
difference in the risk of the composite outcome of HTN-related
postpartum readmission or ED presentation between those with
and without diabetes [15.9% versus 16.6%; adjusted RR 0.9 (0.7,
1.2)]. Similarly, there were no differences in secondary outcomes
(Table 2).
Conclusion: In our remote SMBP program for postpartum
patients with HTN, both unplanned HTN-related healthcare
utilization and SMM were similar between those with and
without diabetes.

517 | Socioeconomic Status and Adverse Pregnancy
Outcome Increase Risk of Long-Term Cardiovascular
Disease, Analyzing Long-Term Cohort

JI HOI KIM1; Jeesun Lee2; Manu Shivakumar3; Dokyoon Kim3;
Kue Hyun Kang4; Jin Yong Lee1; Haibin Bai5; Chan-Wook Park2;
Joong Shin Park2; Juwon Lim1; Jeehoon kang1; Soo Heon Kwak1;
Seung Mi Lee2
1Seoul National University Hospital College of Medicine, Seoul,
Seoul-t’ukpyolsi; 2Seoul National University College of Medicine,
Seoul, Seoul-t’ukpyolsi; 3University of Pennsylvania, Philadelphia,
PA; 4Ain Hospital, Incheon, Inch’on-jikhalsi; 5Seoul National
University Hospital, Seoul, Seoul-t’ukpyolsi

4:00 PM - 6:00 PM
Objective: Adverse pregnancy outcomes (APO) have been
reported to increase the risk of long-term atherosclerotic cardio-
vascular disease (ASCVD) later in life. Additionally, socioeco-
nomic status (SES) is known to be associatedwithASCVD risk. In
the current analysis, we determined the interaction between SES
and APO, specifically, if low SES further aggravates the ASCVD
risk after APO.
Study Design: We conducted the current analysis using data
from the UK Biobank, which is a large prospective cohort. This
data includes participants in age 40 to 69 years recruited between
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2006 and 2010, with ongoing follow-up. APO included hyper-
tensive disease during pregnancy (HDP), gestational diabetes
mellitus (GDM), and lowbirthweight (< 2.5kg). SESwas analyzed
using the following indicators; household income, education,
employment and Townsend Deprived Score. The study popula-
tion were categorized into four main groups according to APO
and SES: no APO/high SES, APO/high SES, no APO/low SES and
APO/low SES groups. The incidence of long-term ASCVD events
and the cumulative hazard risk (HR) for ASCVD was analyzed
according to the APO and SES categories.
Results: In total, 219,147 female participants were analyzed. The
results indicated that the APO group had relatively lower SES
in all indicators and higher incidence of ASCVD, hypertension,
hyperlipidemia, diabetes mellitus, compared to the no APO
group. After adjusting for the confounding factors, the risk of
ASCVD was highest in the group with APO and low SES group.
Specifically, the HR was 2.029 (95 % CI, 1.762-2.338, p < 0.001) in
those with APO and unemployment.
Conclusion: We found that the CVD risk varied according to
SES and APO. This study suggests the importance for support
policies tailored to individuals’ SES to prevent APO and improve
long-term cardiovascular disease.

518 | The Risk of Long-Term Cardiovascular Disease after
Adolescent Pregnancies

JI HOI KIM1; Haemin Kim2; Manu Shivakumar3; Dokyoon
Kim3; Kue Hyun Kang4; Minyoung Park1; Chan-Wook Park5;
Joong Shin Park5; Juwon Lim1; Jeehoon kang1; Seung Mi Lee5
1Seoul National University Hospital College of Medicine, Seoul,
Seoul-t’ukpyolsi; 2Kyungpook National University Chilgok
Hospital, Kyungpook National University, School of Medicine,
Daegu, Ch’ungch’ong-bukto; 3University of Pennsylvania,
Philadelphia, PA; 4Ain Hospital, Incheon, Inch’on-jikhalsi; 5Seoul
National University College of Medicine, Seoul, Seoul-t’ukpyolsi

4:00 PM - 6:00 PM
Objective: Previous studies have reported that adolescent preg-
nancy is associated with higher risks of adverse pregnancy
outcomes (APO) compared to pregnancies after the age of 20.
Although there have been accumulating evidence regarding age
at reproductive event, such asmenarche ormenopause, and long-
term cardiovascular (CVD) risk, there aren’t enough research
on the effect of adolescent pregnancy on long-term outcome.

This study aimed to evaluate the risk of long-term CVD after
adolescent pregnancy using large cohort data.
StudyDesign: This studywas based on theUKbiobankdatabase.
Participants aged 40 to 69 years, who were recruited between
2006 and 2010, were analyzed. Clinical events were collected
from the time of enrollment. The study population was divided
into groups of first delivery before and after the age of 20.
The risk of atherosclerotic cardiovascular disease (ASCVD) was
evaluated according to adolescent pregnancy (< 20 years) and
adult pregnancy ( ≥ 20 years).
Results: Among 182,843 women in the UK biobank, 28,090
women had their first delivery at adolescence with an average
age at childbirth of 18.69 years. The adolescent pregnancy group
had lower rates of hypertensive disease during pregnancy (HDP)
compared to the adult pregnancy group. However, the incidence
of ASCVD was 8.4 % (2269/28,090) in the adolescent pregnancy
group, compared to the adult pregnancy group. Even after
adjusting for confounding variables, the risk of ASCVD remained
higher in adolescent pregnancy group (HR 1.320; 95 % CI 1.245 to
1.398, p < 0.001).
Conclusion: Adolescent pregnancy increases the risk of long-
termASCVD.Healthcare providers should focus on both prenatal
care and long-term postpartum management for adolescent
pregnancies. To improve potential risks and outcomes, appropri-
ate care and comprehensive support are necessary throughout
pregnancy and the postpartum period.

519 | Risk Factors Associated with Unexpected Neonatal
Resuscitation Among Term Neonates in Uncomplicated
Pregnancies

Nari Kim1; Eun Hee Ahn1; Sang Hee Jung1; Hyun Mee Ryu1; Ji
Yeon Lee2
1Department of Obstetrics and Gynecology, CHA Bundang
Medical Center, CHA University School of Medicine, CHA
Bundang Medical Center, CHA University School of Medicine /
Seongnam, Kyonggi-do; 2Department of Obstetrics and
Gynecology, CHA Bundang Medical Center, CHA University
School of Medicine, Seongnam, Kyonggi-do
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4:00 PM - 6:00 PM
Objective: Unexpected neonatal resuscitation (NR) in antici-
pated smooth deliveries is troubling without available neonatol-
ogists. This study evaluated risk factors for unexpected NR in
singleton pregnancies with planned cesarean deliveries after 36
weeks gestation and no fetal abnormalities.
StudyDesign: This retrospective cohort study included singleton
pregnant women at our hospital who received prenatal care from
the first trimester, had no fetal abnormalities, and delivered via
planned cesarean section after 36 weeks of gestation, between
2013 and 2023. Only caseswith stable vital signs and no significant
blood loss from anesthesia to delivery were included. Women
withmedical conditions requiring hospitalization were excluded.
Cases were divided into the NR group (5-minute Apgar score< 7)
and the control group. Maternal characteristics, medical history,
and laboratory tests from the first trimester and the last visit
before delivery were reviewed. We formulated a scoring model
after performingmultivariable analysis using adjusted odds ratios
(aOR).
Results: A total of 5,324 cases were included, with the NR
group comprising 78 cases (1.5%). Five variables were associ-
ated with unexpected NR: prior preterm birth (aOR 5.6, 95%CI
1.9-16.2, P = 0.002), psychiatric medication during pregnancy
(aOR 10.3, 95%CI 1.8-59.2, P = 0.009), leukocytosis (WBC
count≥15,000/mm3) in the first trimester (aOR 4.1, 95%CI 1.5-11.2,
P = 0.007), leukocytosis just before delivery (aOR 3.1, 95%CI 1.3-
7.5, P = 0.010), and increased HbA1c (≥6.0%) just before delivery
(aOR 2.7, 95%CI 1.1-7.0, P = 0.048). We formulated a scoring
model, assigning each factor a score of 1 to 4 based on the aOR. A
score of 4 out of 13 had a sensitivity of 72% and a specificity of 82%
for predicting unexpected NR. The AUC was 0.817 (P< 0.001).
Conclusion: Prior PTB, psychiatric medication, leukocytosis in
the first trimester, leukocytosis just before delivery, and increased
HbA1c just before delivery were identified as risk factors for
unexpected NR in uncomplicated pregnancies. This scoring
model may provide useful information for predicting unexpected
NR.

520 | Association of Isolated Leukocytosis in Early
Pregnancy with Adverse Pregnancy Outcomes

Ji Yeon Lee1; Nari Kim2; Yeomin E. Kang3
1Department of Obstetrics and Gynecology, CHA Bundang
Medical Center, CHA University School of Medicine, Seongnam,
Kyonggi-do; 2Department of Obstetrics and Gynecology, CHA
Bundang Medical Center, CHA University School of Medicine,
CHA Bundang Medical Center, CHA University School of
Medicine / Seongnam, Kyonggi-do; 3University of Maryland,
Baltimore, MD

4:00 PM - 6:00 PM
Objective: Animal studies suggest that maternal systemic
inflammation in early pregnancy can affect adverse outcomes.
There is no clear standard for maternal leukocytosis, and there is
limited research onhowhighwhite blood cell(WBC) counts affect
outcomes. This study aims to investigate how high WBC counts
in the first trimester relate to adverse pregnancy outcomes and
identify the WBC count level linked to poor prognosis.
Study Design: This retrospective cohort study included healthy,
singleton pregnant womenwho delivered between 2014 and 2023.

Cases included only those without fetal anomalies and no fever
at the time of the first trimester laboratory test. Women showing
signs of infection/inflammation or with autoimmune diseases
were excluded. Women with a WBC count of 13,000-14,000 in
the first trimester were classified as group I (n = 382), those with
a WBC count of 14,000-15,000 as group II (n = 151), and those
with a WBC count of ≥15,000 as group III (n = 70). Meanwhile,
those with a WBC count of 7,500-8,500 were designated as the
control group (n = 1,524). Multivariate analysis was performed
considering maternal characteristics.
Results: Groups I/II did not show statistical differences in
adverse outcomes compared to the control group.However, group
III had significantly higher risks compared to the control group,
including the risk of preterm birth(PTB) before 32 weeks (aOR
5.5, 95% CI 1.5-20.6, P = 0.012), before 34 weeks (aOR 8.2, 95%CI
3.4-20.3, P< 0.001), and before 36 weeks (aOR 2.9, 95%CI 1.4-6.1,
P = 0.006). Additionally, the risks of gestational diabetes(GDM)
(aOR 2.1, 95%CI 1.2-3.7, P = 0.013), cesarean delivery(CD) (aOR
1.8, 95%CI 1.1-3.1, P = 0.029), transient tachypnea(TTN) (aOR 2.6,
95%CI 1.1-6.3, P = 0.036), and neonatal jaundice (aOR 1.7, 95%CI
1.1-2.8, P = 0.039) were also elevated in group III compared to the
control group.
Conclusion: Associations between high WBC counts (≥15,000)
in early pregnancy and increased risks of PTB, GDM, CD, TTN,
and neonatal jaundice have been observed. High first-trimester
WBC counts may help predict adverse pregnancy outcomes.

521 | Opt-Out and Rapid Syphilis Testing in Pregnant
Patients Presenting to the Ed: a Pre-Post Study

Joe Haydamous1; Ana Davie1; Jose C. Noriega Valdez1;
Cassandra Igbe1; Aidan Blackwell1; Carrie Bakunas2; Jeffrey K.
Klausner3; Leandro Mena4; Irene A. Stafford5
1Division of Maternal-Fetal Medicine, Department of Obstetrics,
Gynecology and Reproductive Sciences, McGovern Medical School
at UTHealth Houston, Houston, TX; 2Department of Emergency
Medicine, McGovern Medical School at The University of Texas
Health Science Center at Houston (UTHealth), Houston, Texas,
Houston, TX; 3University of Southern California, Los Angeles, CA;
4All-In Health Solutions LLC, Atlanta, GA; 5McGovern Medical
School at UTHealth Houston, Houston, TX

4:00 PM - 6:00 PM
Objective: According to regional pilot data, 35% of pregnant
patients with newborns diagnosed with congenital syphilis (CS)
visited the emergency department (ED) during pregnancy but
were not tested for syphilis. This represents a critical missed
opportunity to identify and treat syphilis in pregnant patients and
reduce the incidence of CS. This pre- and post-implementation
study aims to determine if implementing an opt-out laboratory-
based and rapid syphilis testing program improves the detection
and treatment of syphilis during pregnancy in the ED.
Study Design: This pre-post implementation study was con-
ducted at theUniversity of TexasHealth Science Center, Houston,
TX after institutional approval. During the pre-implementation
phase (11/01/2023 - 02/29/2024), eligible pregnant patients pre-
senting to the ED underwent standard lab-based syphilis testing
only when clinically indicated. In the post-implementation
phase (03/01/2024 - 06/25/2024), pregnant patients without a
documented syphilis result or prenatal care received lab-based
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opt-out syphilis testingwith orwithout the Syphilis Health Check
(SHC) point-of-care test, with coordinators facilitating linkage to
prenatal care for all patients.
Results: During the pre-implementation period, 302 pregnant
patients presented to the ED for care, with only 6 (2%) under-
going syphilis testing, yielding no positive results. In the post-
implementation period, 322 pregnant patients presented to the
ED. Of these, 79 (24.5%) were tested for syphilis, representing a
12.5-fold increase in screening (p < 0.001). Three patients tested
positive for syphilis, indicating a 3.8% prevalence rate. Moreover,
70% of those who tested positive were scheduled for prenatal care
by research coordinators dedicated to the project.
Conclusion: The implementation of an opt-out and rapid
syphilis testing program for underserved pregnant patients in the
ED led to a significant increase in syphilis testing and referral for
treatment. The public health impact of this program for adults
and neonates is likely to demonstrate further substantial benefits,
particularly in high-prevalence regions.

522 | The Texas Experience: The Impact of Levels of Care
on Severe Maternal Morbidity

John J. Byrne1; Sangeeta Jain2; Kirsten Robinson3; David B.
Nelson4; Carlos Anaya5; Mattie Mason6; Sadhana Chheda7;
Patrick S. Ramsey8
1University of Texas Health San Antonio, San Antonio, TX;
2University of Texas Medical Branch, Galveston, TX; 3Texas Tech
University Health Sciences Center School of Medicine, Lubbock,
TX; 4University of Texas Southwestern Medical Center, Dallas, TX;
5University of Texas Rio Grande Valley School of Medicine,
Edinburg, TX; 6New Life Perinatal Health Care Services, Inc,
Houston, TX; 7TTUHSC-El Paso, El Paso, TX; 8University of Texas
Health Science Center San Antonio, San Antonio, TX

4:00 PM - 6:00 PM
Objective: The State of Texas instituted Levels of Maternal Care
(LoMC) Designation in 2018, with all hospitals that provide
maternity services receiving a formal LoMC designation by
August 31, 2021. We sought to assess the impact of instituting
LoMC in Texas on the rates of severe maternal morbidity (SMM)
across levels of care.
Study Design: We conducted a retrospective, cross-sectional
study for years 2018 and 2022 using Texas Medicaid Data,
prior to- and after- LoMC designation occurred. Data extracted
included total SMM rate, hysterectomy rate, and hospital level
of care. Data related to total SMM (without transfusion), hys-
terectomy rate, and eclampsia rates were compared pre- and
post-implementation.
Results: There are 219 facilities that have achieved maternal
designation (55–level I, 88–level II, 44–level III, 32–level IV) by
2021. The number of Medicaid births increased significantly from
2018 to 2022 in level I, II, III facilities (p< 0.001), and was not
statistically different in the level IV facilities (p = 0.33). Of the
260,986 deliveries included in 2018 and 258,674 deliveries included
in 2022, there were 4675 (1.79%) and 4533 (1.75%) SMM events,
respectively (p= 0.29). There was a decrease of 0.5% in SMM rates

in level I centers from 2018-2022 (p= 0.001, Table). There were no
statistically significant differences between SMM events in level
II, III, IV centers. SMM among hemorrhage cases was noted to
be reduced from 2018 to 2022, and was statistically decreased in
level I (p = 0.002) and level IV centers (p = 0.04). SMM among
cases of patients with preeclampsia was significantly reduced
in Level I-IV centers (P< 0.01). There was a non-statistically
significant decrease in hysterectomies in Level I/II facilities from
2018 (64/204, 31.4) to 2022 (92/319, 28.8%), (p = 0.54).
Conclusion: Using Texas Medicaid data, which includes approx-
imately 50% of births in Texas, there was a statistically significant
decrease in SMM rates in Level 1 centers after implementation of
LoMC. Additionally, there was a reduction in both hemorrhage-
and preeclampsia-related SMM during this timeframe.

523 | Tranexamic Acid Prevents PostpartumHemorrhage
During Cesarean Delivery: A Meta-Analysis

Jordan A. McKinney1; Gustavo Vilchez2; Luis Sanchez-Ramos3
1University of Florida College of Medicine, Gainesville, FL;
2UTHealth Houston, Houston, TX; 3University of Florida College
of Medicine, Jacksonville, FL

4:00 PM - 6:00 PM
Objective: Postpartum hemorrhage remains a leading cause
of maternal morbidity and mortality worldwide, particularly
following cesarean delivery. Effective prophylactic interventions
are critical to mitigate this risk and improve maternal outcomes.
Tranexamic acid (TXA), an antifibrinolytic agent, has shown
promise in reducing blood loss in various surgical contexts. This
updated systematic review and meta-analysis aimed to assess the
impact of prophylactic tranexamic acid on preventing postpartum
hemorrhage and the need for blood transfusion in patients
undergoing cesarean delivery.
Study Design: We systematically searched multiple electronic
databases and grey literature from their inception up to May
24, 2024, to identify randomized controlled trials (RCTs) that
compared prophylactic TXA with placebo or no treatment in
patients undergoing cesarean delivery. The primary outcome was
postpartum hemorrhage. The need for a blood transfusion was
the secondary outcome. We performed a meta-analysis using
random-effects models to calculate odds ratios (OR) along with
95% confidence intervals (CI). We also performed an extensive
literature review to investigate the cost-effectiveness for the
prophylactic TXA at the time of cesarean.
Results: Data from 29 RCTs involving 22,003 participants was
collected. The meta-analysis showed that prophylactic TXA in
cesarean delivery reduces the risk of postpartumhemorrhage (RR
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0.54; 95% CI 0.43-0.67; FI 84) and the need for blood transfusion
(RR 0.45; 95% CI 0.34-0.60; FI 63) compared to placebo/no
treatment.
Conclusion: Our findings indicate that the use of prophylactic
TXA in cesarean delivery reduces the risk of postpartum hemor-
rhage and the need for blood transfusion. These results support
the routine use of prophylactic TXA in cesarean deliveries for
individuals at high risk of postpartum hemorrhage.

524 | Antenatal Corticosteroids Show Limited Benefit in
Improving Neonatal Outcomes in Late-Preterm Fetuses: A
Meta-Analysis

Jordan A. McKinney1; Gustavo Vilchez2; Lifeng Lin3; Luis
Sanchez-Ramos4
1University of Florida College of Medicine, Gainesville, FL;
2UTHealth Houston, Houston, TX; 3University of Arizona, Tucson,
AZ; 4University of Florida College of Medicine, Jacksonville, FL

4:00 PM - 6:00 PM
Objective: Recent large-scale trials highlight the evolving land-
scape of antenatal corticosteroid (ACS) use in late preterm
gestations (34–36 weeks), emphasizing the need for reassessment
of current practices due to limited data on long-term psychiatric
and neurodevelopmental outcomes. This systematic review and
meta-analysis synthesize current evidence on the benefits and
risks of ACS administration during this period.
StudyDesign:We conducted a search of electronic databases and
gray literature from inception to February 1, 2024. We included
randomized trials (RCTs) that assessed neonatal outcomes in
newborns whose mothers received ACS during the late preterm
period, compared to those whose mothers received a placebo
or no treatment. Pooled unadjusted odds ratios (OR) with 95%
confidence intervals (CI) were calculated using a random-effects
model. Primary outcomes included the need for respiratory
support and neonatal hypoglycemia, with other adverse neonatal
outcomes as secondary. We also calculated fragility indices,
95% prediction intervals, and performed subgroup analyses to
evaluate the robustness of the results.
Results: Data from 12 RCTs were included in the meta-analysis.
ACS administration did not significantly reduce the likelihood of
neonates requiring any form of respiratory support compared to
placebo or no treatment (OR, 0.74; 95% CI, 0.54-1.02). Neonates
exposed to ACS did not have a significantly increased chances of
hypoglycemia (OR, 1.37; 95% CI, 0.99-1.90). However, ACS expo-

sure was associated with reduced odds of requiring resuscitation
at birth (OR, 0.54; 95% CI, 0.35-0.83) and a lower probability
of developing respiratory distress syndrome (OR, 0.63; 95% CI,
0.40-0.99).
Conclusion: The findings of this meta-analysis suggest that
late preterm ACS administration may offer limited benefits in
preventing neonatal respiratory morbidity and improving other
neonatal outcomes. Current evidence highlights the importance
of shared decision-making in providing patient-centered care and
underscores the need for further research into the efficacy and
safety of late preterm ACS.

525 | Maternal ImmuneMicroenvironment in Fetal
Congenital Heart Disease

Jordan R. Lowe1; Rajeev Aurora1; Dana Alshekhlee1; Megan
Krupp1; Amanda Criebaum2; Niraj R. Chavan3
1Saint Louis University, St. Louis, MO; 2Saint Louis University, St.
Louis, MT; 3Saint Louis University School of Medicine, St. Louis,
MO

4:00 PM - 6:00 PM
Objective: This study was undertaken to evaluate the relation-
ship between maternal immunological milieu (cytokines and
chemokines) and complex fetal congenital heart disease (CHD).
Study Design: We performed a prospective, non-interventional,
case-control study of pregnancies with complex fetal CHD (cases)
at a single tertiary academic fetal care center matched to those
with normal fetal cardiac anatomy (controls). Maternal serum
was collected after CHD diagnosis based on fetal echocardio-
gram evaluation. Serum cytokine and chemokine levels were
assessed using multiplex enzyme-linked immunosorbent assay
(ELISA) and compared across groups. Demographic (age, race,
parity, insurance) and clinical characteristics (obesity, diabetes,
hypertension, connective tissue / thyroid disorder, In-vitro fer-
tilization and history of CHD) were abstracted from electronic
medical records and compared using student’s t test and chi
squared / Fisher’s exact test for continuous and categorical data
respectively. Statistical significance was set at p < 0.05.
Results: ELISA was performed for 23 cases with fetal CHD and
25 matched controls. The predominant CHD phenotypes were
hypoplastic (left/right) heart syndrome (9/23, 39%), tetralogy of
Fallot (4/23, 17%), and coarctation (3/23, 13%). Demographic and
clinical characteristics were similar across both groups except
gestational age at specimen collection [cases: 30.1±4.4 vs controls
27.5±2.8 weeks (mean ± SD), p = 0.02]. Multiplex analysis of

90 of 183 Poster Session 2



38 pro- and anti-inflammatory cytokines and chemokines was
performed. Of those assayed, IL-2 was significantly overexpressed
in cases vs control (positive fold change 1.58, p = 0.03). Other
analytes–including IL-8 (p = 0.03) fractalkine (p = 0.02), GM-
CSF (p = 0.01), IFNα2 (p = 0.04), IL-17A (p = 0.01), and MCP-1(p
= 0.03) were significantly under expressed in cases compared to
controls.
Conclusion: Significant differences were noted in immunoreg-
ulatory cytokine and chemokine expression among pregnancies
with and without fetal CHD. Our findings suggest a predominant
involvement of the Th1 cell line in fetal CHD pathogenesis.

526 | Association Between Antibiotic Regimen and
Adverse Outcomes in Pregnancies Complicated by
Chorioamnionitis

Jordan R. Lowe1; Niraj R. Chavan2; Audrey Brechter1; Tracy M.
Tomlinson1
1Saint Louis University, St. Louis, MO; 2Saint Louis University
School of Medicine, St. Louis, MO

4:00 PM - 6:00 PM
Objective: We aimed to assess the association between antibiotic
regimen choice subsequent to a change in institutional treatment
guidelines for management of chorioamnionitis and adverse
maternal and neonatal outcomes.

Study Design: Passive prospective, single center, cohort study of
pregnancies complicated by chorioamnionitis treated with either
intravenous ampicillin, gentamicin, ± clindamycin (AGC, 2010-
2017) or piperacillin/tazobactam with clindamycin (PTC, 2017-
2021). Acute chorioamnionitis was defined based on accepted
clinical and histopathological criteria. We assessed the univariate
associations between pregnancy characteristics and antibiotic
regimen administered in addition to our composite adverse out-
come: maternal sepsis, atonic postpartum hemorrhage, and/or
neonatal sepsis with antibiotic administration prior to delivery,
readmission for endometritis, wound infection, and/or maternal
temperature of 99.5 for >24 hours after administration of first
antibiotic dose. Factors with P < 0.2 on one or both univariate
analyses were considered for incorporation into a multivariable
model predictive of the primary outcome.
Results: Of 403 pregnancies, 211 were treated with AGC vs 192
with PTC regimens. Most characteristics were similar between
antibiotic regimen groups, however women receiving AGC were
younger and fewer had a public payor source. The 88 (22%)
pregnancies with the primary outcome had a longer median
duration of rupture of membranes prior to delivery (20.6 vs 14.3
hours, P < 0.01), more underwent cesarean delivery (CD) (36%
vs 11%, P < 0.0001), and more received the AGC regimen (27 %
vs 16%, P 0.01). Factors associated with the primary outcome on
multivariable analysis include BMI >30, substance use, delivery
< 37 weeks, CD, and treatment with AGC regimen (aOR 2.15, 95%
CI 1.08-3.46). The 5-covariate model had an optimism-corrected
bootstrapped (1000 replicates) AUROC of 0.76 (95% CI 0.69-0.80).
Conclusion: Treatment of intrapartum acute chorioamnionitis
with the PTC regimen has the potential to lead to improved
maternal and neonatal outcomes.
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527 | Management and Referral Patterns for Opioid and
Other Substance Use Disorder in Pregnancy

Joshua S. George1; Ellery G. Sarosi2; Harini Pennathur3; Rachel
A. Clark4; Kenechukwu Odenigbo4; Shayla Parthasarathy4;
Michelle Moniz1; Lisa Kane Low1; Maria Muzik1; Alex Peahl5
1University of Michigan, Ann Arbor, MI; 2University of Michigan
Medical Center, Department of Obstetrics and Gynecology, Ann
Arbor, MI; 3Texas A&M University School of Engineering
Medicine; 4University of Michigan Medical School, Ann Arbor, MI;
5Michigan Medicine, Ann Arbor, MI

4:00 PM - 6:00 PM
Objective: To explore how various outpatient clinic types provid-
ing obstetric services manage care for birthing people with opioid
and other substance use disorder (OUD/SUD) in pregnancy.
Study Design: Prenatal care providers from across the state of
Michigan were identified through systematic web searches and
snowball sampling. We conducted semi-structured surveys sup-
ported by Blue Cross Blue Shield of Michigan on routine prenatal
care practices including management of high-risk conditions
such as OUD/SUD. Specifically, we queried if clinics manage
OUD/SUD in pregnancy, co-manage with another provider, or
refer patients to other providers. We assessed practices across
clinic attributes using chi-square tests.
Results: Of the 18 clinics across 8 out of 10 designated prosperity
regions in Michigan who completed the survey, 7 clinics self-
managed OUD/SUD, 6 clinics utilized co-management, and 5
clinics utilized referrals for specialized care. Federally Qualified
Health Centers and outpatient clinics associated with hospitals
were more likely to self-manage patients with OUD/SUD than
private practices (p= 0.01). All respondents fromprivate practices
reported referring as their primary management strategy. Clinics

with Epic or Cerner electronic health record (EHR) systems were
more likely to manage or co-manage OUD/SUD than clinics with
local EHR systems (p = 0.01). Management strategy did not differ
by the clinic population size, state designated prosperity regions,
or insurance limitations.
Conclusion: OUD/SUD is the leading cause of pregnancy
associated mortality in the state of Michigan. Different practice
patterns for managing birthing people with OUD/SUD warrant
further exploration to define the most effective, efficient, and
patient-centered models of care to improve outcomes for this
population.

528 | Impact of Prolonged Induction of Labor onMaternal
and Neonatal Morbidity

Jourdan E. Triebwasser1; Evan J. Keil1; Rebecca Wardrop1; Xilin
Chen1; Rebecca F. Hamm2; Lisa Kane Low1; Abigail Ramseyer3;
Molly J. Stout4; Michelle Moniz1
1University of Michigan, Ann Arbor, MI; 2University of
Pennsylvania Perelman School of Medicine, Philadelphia, PA;
3University of Michigan Health-Sparrow, Lansing, MI; 4University
of Michigan Medical Center, Ann Arbor, MI

4:00 PM - 6:00 PM
Objective: To evaluate the association of prolonged induction
of labor (IOL) on severe maternal morbidity (SMM) and severe
neonatal morbidity (SNM) among nulliparous, term, singleton,
vertex (NTSV) births.
Study Design: Retrospective cohort study across 70 hospitals
using clinically abstracted data from the Obstetrics Initiative,
a quality improvement initiative supported by Blue Cross Blue
Shield of Michigan and Blue Care Network. We included NTSV
IOL from 01/2022 to 12/2023. Prolonged IOL was defined as
duration > 75th percentile for the cohort. Primary outcomes were
SMM(Centers forDisease Control criteria) and SNM (unexpected
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complications in term newborns, PC-06). Secondary outcomes
were postpartum hemorrhage (PPH, blood loss > 1000 mL)
and obstetric infection (chorioamnionitis or endometritis). A 1-
to-1 propensity score-matched analysis was performed between
those with and without prolonged IOL within a hospital using
greedy nearest neighbor matching. Adjusted odds ratios (aOR)
were calculated adjusting for hospital characteristics (teaching
status, higher level neonatal care) to account for hospital-level
clustering. Results were stratified by mode of delivery.
Results: Among 29,340 NTSV inductions, the 75th percentile for
IOL length was 31 h 47 min. In unadjusted analyses, prolonged
IOL was associated with SMM (4.5% vs. 3.0%, p < 0.001), SNM
(6.1% vs. 4.0%, p < 0.001), cesarean (50% vs. 28%, p < 0.001), PPH
(19% vs. 10%, p < 0.001), and obstetric infection (10% vs. 5.2%,
p < 0.001). After propensity score matching (Table), prolonged
IOL was associated with SMM (aOR 1.43, 95% CI 1.06-1.92) and
SNM (aOR 1.37, 95% CI 1.07-1.75) among vaginal, but not cesarean
births (Figure). Prolonged IOL was associated with increased
risk of PPH for vaginal (aOR 1.70, 95% CI 1.40-2.07) and cesarean
births (aOR 1.30, 95% CI 1.13-1.50). Similarly, prolonged IOL was
associated with obstetric infection for vaginal (aOR 2.07, 95% CI
1.68-2.54) and cesarean births (aOR 1.48, 95% CI 1.20-1.81).
Conclusion: Prolonged IOL is associated with maternal and
neonatal morbidity, particularly for vaginal births.

529 | Is There a Role for Maternal Oxygen for Fetal
Resuscitation in High Risk Gestations?

Julia Burd1; Brianna Bradley1; Lori Atwood1; Nicole
McCandless1; Paige Wilder1; Cookie Van1; Jeannie C. Kelly2;
Antonina I. Frolova3; Alison G. Cahill4; Nandini Raghuraman2
1Washington University in St. Louis, St. Louis, MO; 2Washington
University School of Medicine in St. Louis, St. Louis, MO;
3Washington University School of Medicine, St. Louis, MO; 4Dell
Medical School Health Transformation Research Institute, Dell
Medical School, The University of Texas at Austin, Austin, TX

4:00 PM - 6:00 PM
Objective: Level 1 evidence indicates that maternal oxygen
(O2) administration is ineffective for fetal resuscitation in low-
risk patient populations. We investigated whether intrapartum
maternal O2 administration benefits patients at high risk of
placental insufficiency in labor.
Study Design: This is a secondary analysis of two randomized
controlled trials at a single center comparing O2 at 10L/min to
room air (RA) in term patients with Category II fetal heart trac-
ings in active labor. For this analysis, patients were categorized
into high- and low- risk cohorts, with high-risk defined as those
with fetal growth restriction, chronic hypertension, hypertensive
disorders of pregnancy, tobacco use, and/or gestational diabetes
requiring medications. The primary outcome was umbilical
artery (UA) pH < 7.20. Multivariable logistic regression was used
to account for potential confounders. Interaction testing was
performed to assess effect modification.
Results: 320 patients were recruited across both trials, among
which 265 had validated UA pH values and were included.
There were no statistically significant demographic or delivery
differences between those receiving O2 versus RA in the total
cohort or among high-risk gestations (Table 1). There was no
difference in rate of pH < 7.2 between O2 and RA groups in the
entire cohort (28.9% vs 23.9%, aOR 1.27 (95% confidence interval
0.73, 2.21). In a stratified analysis assessing pH < 7.2 in high-
and low-risk groups, O2 was not associated with a significant
reduction in pH < 7.2 in either group, with no evidence of effect
modification (p for interaction = 0.97)
Conclusion: This secondary analysis suggests that there is no
differential benefit for intrapartummaternal O2 supplementation
among high risk gestations. This supports ACOG’s recommenda-
tion to deimplement this practice.
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530 | Impact of Recipient Or Donor Velamentous Cord
Insertion in Patients Undergoing Laser for TTTS

Juliana S. Gebb1; Alekhya Jampa2; Violetta Bakunina1; Shelly
Soni2; Desiree Fiorentino2; Christina Paidas Teefey2; Beverly G.
Coleman3; Julie S. Moldenhauer2; Nahla Khalek2
1Richard D. Wood, Jr Center for Fetal Diagnosis and Treatment,
Children’s Hospital of Philadelphia, Philadelphia, PA; 2Richard D.
Wood Jr. Center for Fetal Diagnosis and Treatment at CHOP,
Philadelphia, PA; 3Richard D. Wood, Jr Center for Fetal Diagnosis
and Treatment, The Children’s Hospital of Philadelphia,
Philadelphia, PA

4:00 PM - 6:00 PM
Objective: To determine whether recipient or donor vela-
mentous cord insertion (VCI) is associated with perioperative
complications and worse outcomes after laser for Twin-Twin
Transfusion Syndrome (TTTS).
Study Design: Retrospective analysis of prospectively collected
data from a monochorionic (MC) pregnancy registry at a Level
III fetal care center. The records of patients with MC twins that
underwent laser for TTTS between 1/2013-1/2024 were reviewed.
Pregnancy characteristics and outcomes were then compared
between patients that had recipient VCI versus recipient non-VCI

as well as donor VCI versus donor non-VCI. Statistical analysis
included Mann-Whitney U, chi-square, and Fisher’s exact tests,
as appropriate.
Results: 373 patients underwent laser over the study period
including 77 (20.6%) with recipient VCI, 92 (24.7%) with donor
VCI, and 18 (4.9%) with both recipient and donor VCI. Although
postoperative outcomes were similar between groups (Tables 1-
2), patients with recipient VCI had a lower estimated fetal weight
(EFW) discordance (13 vs 18, p< 0.001), larger recipient deepest
vertical pocket (10.4 vs 9.5, p = 0.004), later gestational age at
laser (20.6 vs 19.6, p< 0.001) and lower need for amnioexchange
(6.5 vs 17.9%, p = 0.014) compared to those with recipient non-
VCI. On the contrary, patients with donor VCI had higher EFW
discordance (23 vs 16, p< 0.001) and earlier gestational age at laser
(19.3 vs 20.2, p = 0.001) compared to those with donor non-VCI.
Conclusion: In our cohort, although recipient and donor VCIs
were associated with differences in baseline characteristics at
laser, they were not associated with worse pregnancy outcomes.
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531 | Impact of Second Trimester Vaginal Bleeding on
Outcomes in Patients Undergoing Laser for TTTS

Juliana S. Gebb1; Alekhya Jampa2; Violetta Bakunina1; Desiree
Fiorentino2; Christina Paidas Teefey2; Shelly Soni2; Edward R.
Oliver1; Julie S. Moldenhauer2; Nahla Khalek2
1Richard D. Wood, Jr Center for Fetal Diagnosis and Treatment,
Children’s Hospital of Philadelphia, Philadelphia, PA; 2Richard D.
Wood Jr. Center for Fetal Diagnosis and Treatment at CHOP,
Philadelphia, PA

4:00 PM - 6:00 PM
Objective: To determine whether second trimester vaginal
bleeding is associated with perioperative complications and
worse outcomes after laser for Twin-Twin Transfusion Syndrome
(TTTS).
Study Design: Retrospective analysis of prospectively collected
data from a monochorionic (MC) pregnancy registry at a Level
III fetal care center. The records of patients with MC twins that
underwent laser for TTTS between 1/2013-1/2024 were reviewed
to determine the incidence of second trimester vaginal bleeding
prior to the laser procedure. Those without clear documentation
of bleeding were excluded. Pregnancy characteristics and out-
comes were then compared between patients that had second
trimester bleeding versus those that did not usingMann-Whitney
U, chi-square, and Fisher’s exact tests, as appropriate.
Results: Of 373 patients that underwent laser over the study
period, 359 (96.2%) had clear documentation of whether they had
second trimester vaginal bleeding including 30 (8.4%) that did
and 329 (91.6%) that did not, respectively. Although demographic
characteristics and survival outcomes were similar between
groups, patients with second trimester vaginal bleeding had
longermedian operating room times (61 vs 50minutes, p= 0.032),
higher need for amnioexchange (33.3 vs 14.3%, p = 0.006), and

higher incidence of preterm premature rupture of membranes
within 1 week after the laser procedure (16.7 vs 3.3%, p = 0.001).
Conclusion: In our cohort, second trimester vaginal bleeding
was associatedwith a higher incidence of perioperative complica-
tions surrounding laser for TTTS. This information can be utilized
to guide future studies and in counseling patients prior to the laser
procedure.

532 | Validation of the Delivery Trauma Scale for
Evaluation of Emotional Burden Secondary to Birth

Katherine Lambert1; Irene A. Stafford2; Rafael Bravo Santos3;
Alicia Lore4; Jennifer Tang4; Grace Ge4; Charles Green4
1University of Texas Medical Branch Galveston, Galveston, TX;
2McGovern Medical School at UTHealth Houston, Houston, TX;
3The University of Texas Health Science Center at Houston
(UTHealth), Houston, TX; 4University of Texas Health Science
Center at Houston, Houston, TX

4:00 PM - 6:00 PM
Objective: The purpose of this study is to assess the validity of
the Delivery Trauma Scale (revised City Birth Trauma Scale) in a
U.S. population. The aim is to determine if this questionnaire is
appropriate for use in assessing emotional burden secondary to
birth (previously referred to as postpartum post-traumatic stress
disorder) in the target population and to propose a new name for
the questionnaire that better suits the birth and postpartum stress
response.
Study Design: The study conducted is a methodological non-
interventional study aimed at establishing the validity and relia-
bility of a scale to assess delivery-related trauma. In the first stage
of the study, face validity and content validity were established via
expert review of the individual items on the questionnaire and
subsequent content validity index analysis. The questionnaire
was then administered to women in the postpartum period at
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least 18 years of age who has delivered an infant within the past 12
months. The construct validity and reliability of the questionnaire
was evaluated via statistical analysis using Cronbach’s alpha
coefficient and confirmatory factor analysis.
Results: The initial review of the questionnaire by experts
resulted in a content validity index of 1. This can be interpreted
as every question being appropriate for and relevant to the
evaluation of emotional burden secondary to birth. The Cron-
bach’s alpha coefficient for the questionnaire was calculated to be
0.898 (Bootstrap 95% CI 0.82-0.93) indicating a very high degree
of internal consistency within the questionnaire. Confirmatory
factor analysis showed statistical significance of all symptom
categories (p< 0.001) with the exception of the category of
negative symptoms (Table 1).
Conclusion: The Delivery Trauma Scale is validated for use in
assessment of emotional burden secondary to birth in a U.S.
population, though it should be used cautiously in evaluation for
negative symptoms. Overall, the DTS is a promising tool that can
be used in the postpartum period to identify patients who may
benefit from additional mental health resources and support.

533 | Comparison of Fetal Abdominal Circumference
References for the Prediction of Sga

Katherine Pressman1; Madeline Erwich2; Gustavo Vilchez3;
Anthony O. Odibo4; Jose R. Duncan5
1Department of Obstetrics and Gynecology, University of South
Florida, Tampa, FL; 2University of South Florida, University of
South Florida, FL; 3UTHealth Houston, Houston, TX; 4University
of Missouri - Kansas City, Leawood, KS; 5Department of Obstetrics
and Gynecology, University of South Florida, Morsani College of
Medicine, Tampa, FL

4:00 PM - 6:00 PM
Objective: Small for gestational age (SGA) infants are at
increased risk for adverse neonatal outcomes. Fetal growth
restriction (FGR) is defined as estimated fetal weight (EFW) <
10% or abdominal circumference (AC) < 10%. In the United
States, the Hadlock reference is the most widely used method
for estimating the fetal AC, however, several other methods
exist including the INTERGROWTH-21st standard and the Chitty
standard. We sought to compare the ability of three antenatal AC
standards to predict SGA and adverse neonatal outcomes.
Study Design: In this secondary analysis of a cohort of singleton
gestations that underwent fetal growth assessment between 26
and 36 weeks of gestation, fetuses with chromosomal or congeni-
tal malformations and those without delivery information were
excluded. The Hadlock, Chitty, and INTERGROWTH-21st fetal
ACmethods’ ability to detect SGAand adverse neonatal outcomes
were compared by calculating the area under the receiver operat-
ing curve of clinical characteristics, sensitivity, specificity, positive
predictive value, and negative predictive value.
Results: Of 1054 patients, 122 had an AC < 10% by Hadlock, 31
by Chitty, and 50 by INTERGROWTH-21st (Table 1). The Hadlock
definition for AC < 10th was a better identifier for SGA. AUC and
95% CI for SGA for Hadlock, Chitty, and INTERGROWTH-21st
were 0.73 [0.69 -0.77] vs 0.59 [0.55 -0.61] vs 0.62 [0.59-0.66]) (p<
0.001), respectively (Figure 1). All AC standards had suboptimal
performance for the prediction of adverse neonatal outcomes.
Conclusion: The Hadlock AC < 10% was a better predictor
than Chitty or INTERGROWTH-21st for SGA. All references
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had a suboptimal ability to predict composite adverse neonatal
outcomes. The Hadlock reference chart should be utilize in
obstetrical practice.

534 | Screening Analysis for Autism Spectrum Disorders in
FNAIT-Affected Children with and without Intra-Cranial
Hemorrhage

Katherine A. Knightly1; Margaret H. McKelvy2; Eleanore A.
McFarland1; Stephanie V. Volpe3; Thea D. Palmer3; Stacy Corke3;
James B. Bussel1; Emilie L. Vander Haar1
1Weill Cornell Medicine, New York, NY; 2Renaissance School of
Medicine at Stony Brook University, New York, NY; 3NAITbabies,
Penzance, England

4:00 PM - 6:00 PM
Objective: Fetal/neonatal alloimmune thrombocytopenia
(FNAIT) results from parental platelet antigen incompatibility.
De Vos et al. identified increased neurodevelopmental issues in
FNAIT-affected children without ICH. Members of NAITbabies
suggested increased autism in FNAIT-affected children. Our
survey evaluated neurodevelopmental issues (autism) in
FNAIT-affected children, with and without ICH.
Study Design: A de-identified survey was distributed via
Qualtrics to mothers in NAITbabies and assessed neurode-
velopment using 4 age-specific autism screening scales to
identify FNAIT-affected children at high risk: Q-CHAT-10 for
18-24 months; M-CHAT 2–4 yrs; AQ10-Child 4 -11; and AQ10-
Adolescent for >12 with 20, 61, 173, and 70 children. Mothers
reported if autism diagnosis was known prior to screening and
responses were scored using algorithms.
Results: There were 324 children across the 4 age groups, 55 with
ICH and 269 without. Autism diagnoses were more prevalent in
the ICH groups across all ages, except the 18–24-mo group (no
reported autism) see Table 1. Most notably, for 2-4yr olds, none
of 49 children without ICH reported a diagnosis or screened at

risk. Among 4-11yr-olds, screening showed 33% with ICH and
13% without ICH. The highest levels were in the 12+ age group,
reporting 36.4% with ICH and 11.8% without ICH, with screening
identifying autism risk in 45% with ICH and 37% without ICH.
Overall, while the ICH group showed more high-risk screening
compared to pre-reported diagnoses across the 3 older ages,
screening totals never exceeded 45% of ICH cases. In the non-ICH
groups, at-risk screening was seen in > 1/3 of the 12+ age group.
Conclusion: Autism and other neurodevelopmental issues
becomemore apparent with age in ICH and non-ICH groups. The
screening tool is NOT a specific diagnostic test for autism and
identifies non-specific neurologic damage. Children affected by
FNAIT, especially adolescents, are at risk for “autism” even with-
out ICH. These results indicate the need for periodic screening for
autism and neurologic damage in general in children affected by
FNAIT, regardless of ICH occurrence.

535 | Racial Disparities in Severe Maternal Morbidity:
Identifying Predictors for Designing Interventions and
Risk Reduction

Katherine L. Chen1; Mary McLennan2; Jennifer A. Bickhaus2;
Andrew Storm1; Samantha Levine1; Rachel Hsu3; Jason
Doherty1; Niraj R. Chavan1
1Saint Louis University School of Medicine, St. Louis, MO; 2Saint
Louis University School of Medicine, Department of Obstetrics and
Gynecology, St. Louis, MO; 3Saint Louis University School of
Medicine, St Louis, MO

4:00 PM - 6:00 PM
Objective: To evaluate differences in severe maternal morbidity
(SMM) and identify key predictors of SMM among Non-Hispanic
Black (NHB) versus Non-Hispanic White (NHW) pregnancies
Study Design: We undertook a retrospective cohort study of
all patients receiving prenatal care and delivering at a single
academic tertiary medical center from 2017–2013. The cohort was
divided based on self-identified race into 2 subgroups - i.e. NHB vs
NHW. Our primary outcome was SMM as defined by the Centers
for Disease Control (CDC). Demographic and clinical charac-
teristics were abstracted from electronic records and compared
across study groups using Student’s T test and chi2/Fischer’s
exact test for continuous and categorical data, respectively. The
Kruskal Wallis test was used to compare nonparametric data.
Multivariable regression analyses were used to identify the key
predictors of SMM in each cohort.
Results: Of the 6403 patients, 4200 (66%) identified as NHB,
while 2203 (34%) identified as NHW. NHB patients were signif-
icantly younger (p< .01), had governmental insurance (p< .01)
with a higher BMI (p< .01), and presented at later gestational
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age at prenatal care initiation (p< .01). Overall, 417/6403 (7%) of
the cohort had a SMM event with a higher incidence of SMM
among NHB patients as compared to their NHW counterparts
[307/4200 (7%) vs 110/2203 (5%), p< .05]. Rates of individual
SMM events were similar across both groups except for higher
rates of sickle cell disease with crisis (p = .02) and hemorrhage
(p< .01) in NHB Patients. Among NHB patients–gestational
hypertension [aOR: 1.61 (1.10–2.330], cesarean delivery [aOR: 2.82
(2.17–3.67)] and gestational age at delivery [aOR:1.87 (1.13–2.99)]
were identified as key predictors of SMM. In NHW patients–
gestational hypertension [aOR: 3.73 (1.88–7.16) and cesarean
delivery [aOR: 3.71 (2.36–5.94)] had the highest impact on SMM
risk.
Conclusion: Key clinical predictors of SMM were identified
in our study with a differential risk impact among NHB and
NHW patients as an opportunity for risk reduction and maternal
mortality prevention.

536 | Epidural Placement Early in Cervical Ripening: is
There a Negative Impact?

Katie Brow1; Nandini Raghuraman2; Alison G. Cahill3; Candice
Woolfolk4; Sydney M. Thayer5; Jeannie C. Kelly2; Antonina I.
Frolova1; Julia Burd5
1Washington University School of Medicine, St. Louis, MO;
2Washington University School of Medicine in St. Louis, St. Louis,
MO; 3Dell Medical School Health Transformation Research
Institute, Dell Medical School, The University of Texas at Austin,
Austin, TX; 4Washington University School of Medicine in Saint
Louis, St. Louis, MO; 5Washington University in St. Louis, St.
Louis, MO

4:00 PM - 6:00 PM
Objective: National guidelines recommend epidural anesthesia
be offered at any point in labor. At our institution, patients under-
going induction of labor (IOL) often request “early” epidurals
during cervical ripening or prior to mechanical ripening. Our
objective was to evaluate if early epidural placement during IOL
impacts labor duration.
Study Design: This is a secondary analysis of a prospective
cohort study of term patients from a single institution. We
included all patients who presented for IOL and received either
a prostaglandin or mechanical cervical ripening. Patients with
history of cesarean and those without an epidural were excluded.
Patients were divided into two groups based on the exam prior
to epidural placement: early epidural (EE) if < 2 cm and late
epidural (LE) if > 2 cm. Analysis was stratified by parity. The
primary outcome was length of IOL, defined as interval between
first cervical exam and delivery. Secondary outcomes were mode
of delivery, intraamniotic infection, 3rd/4th degree lacerations, and
neonatal outcomes. Time to event analysiswas performed and the
log-rank test was used to compare the primary outcome between
groups. Cox proportional hazardsmodeling was used to adjust for
potential confounders.
Results: 1704 patients were included with 816 (48%) in the EE
group and 888 (52%) in the LE group. Median Bishop score on
admission was 1 for both groups. IOL duration was significantly
longer in patients with EE (22.7 hours vs 19.9 hours in nulliparous
and 15.9 hours vs 14.8 hours in multiparous, both P< 0.001)
(Figure). There was no difference in second stage duration

between groups. After adjusting for confounders, there was no
association between timing of epidural and rates of cesarean
delivery, operative vaginal delivery, intraamniotic infection,
3rd/4th degree lacerations, or neonatal outcomes (Table).
Conclusion: Early epidural placement < 2 cm is associated
with a statistically longer total duration of IOL with an absolute
difference of no more than 2-3 hours. Early epidural is not
associated with adverse maternal or neonatal outcomes or a
longer second stage of labor.

537 | Maternal Covid-19 and Placental Expression of
Senescence-Associated Secretory Phenotype Genes

Kimen S. Balhotra1; Katherine B. Le2; Rachel Keuls3; Natalie N.
Lanners2; Tina Findley2; Ron Parchem3; Jacqueline G. Parchem2

1McGovern Medical School at UTHealth, Houston, TX;
2McGovern Medical School at UTHealth Houston, Houston, TX;
3Baylor College of Medicine, Houston, TX

4:00 PM - 6:00 PM
Objective: Maternal COVID-19 increases the risk for adverse
pregnancy outcomes related to placental dysfunction, including
preeclampsia and stillbirth, however, the biologic basis remains
underexplored. Based on recent work showing the association
between placental senescence and preeclampsia, we hypoth-
esized that senescence-associated secretory phenotype (SASP)
genes are dysregulated in COVID-19 placentas.
Study Design: We analyzed a single-nucleus RNA sequencing
dataset of placentas from symptomatic COVID-19 patients at birth
(n= 4) and gestational age-matched controls (n= 4) to character-
ize the response of different trophoblast populations to COVID-
induced stress. Differentially expressed gene (DEGs) inCOVID-19
v. controls were identified for villous syncytiotrophoblasts (STB),
membrane extravillous trophoblasts (EVT-M), and membrane
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cytotrophoblasts (CTB-M) using the Seurat (v4.3.0) in R given
that these populations are likely sources of circulating placental
proteins. Our analysis focused on DEGs belonging to a previously
defined set of SASP genes.
Results: The baseline characteristics for COVID-19 patients and
control groups were similar for maternal age (26 vs 28 years-old),
gestational age (36 vs 38 weeks) and BMI (37 vs 34 kg/ m2). DEG
analysis showed upregulation of distinct SASP pathway genes in
STB, EVT-M, and CTB-M populations. Follistatin-like 3 (FSTL3)
was significantly upregulated in COVID-19 samples across all
cell populations, but predominantly expressed in EVT-M and
CTB-M(P ≤ 0.0001)(Figure 1). In contrast, activin A (INHBA)
was only upregulated in the STB and EVT-M populations, but
predominantly expressed in STBs (P ≤ 0.0001)(Figure 2).
Conclusion: Compared with control placentas, trophoblast pop-
ulations from COVID-19 positive patients showed an increased
expression of senescence genes. Our data reveals cell type-
specific expression of senescence genes, suggesting that SASP
proteins in the maternal circulation have different sources.
This increased expression of senescence genes among COVID-
19 positive patients may provide potential insight into the link
between COVID-19 and preeclampsia.

538 | The Association Between Hepatitis B Virus Infection
During Pregnancy and Risk of Primary Cesarean Delivery

Kriti N. Vedhanayagam1; Stephen Contag2; Ilish Gedestad3;
Sergio Karageuzian4; Rang Kim5; Synia Chunn1; Megan
Marquez5; Ruofan Yao1
1Loma Linda University School of Medicine, Loma Linda, CA;
2University of Minnesota, Minneapolis, MN; 3Loma Linda
University School of Medicine, Redlands, CA; 4Loma Linda
University School of Medicine, Pasadena, CA; 5Loma Linda
University School of Medicine, Loma Linda University, CA

4:00 PM - 6:00 PM
Objective: To investigate the association between hepatitis B
virus (HBV) status and the likelihood of primary cesarean section
(C-section) delivery compared to vaginal delivery.
Study Design: This retrospective cohort study used data from
the National Center for Health Statistics Vital Statistics database.

The cohort linked birth and infant death data files from 2015
to 2021 was used for this study. The study included all births
in the United States during the study period, with known HBV
status and without prior Cesarean Delivery (CD). The outcome of
interest was mode of delivery. Univariate analysis was performed
to determine the association between HBV and CD rate. Mul-
tivariate logistic regression was then performed to estimate the
effect of HBV status on CD adjusting for potential confounding
variables. Interaction analysis was then performed to determine
if the effect of HBV on CD is modified by race and obesity.
Results: The rate of CD was higher in pregnancies complicated
by HBV infection compared to uninfected individuals (22.4% vs
21.9%, p = 0.004).The effect of HBV on CD is modified by both
race and obesity. Specifically, HBV infection increases risk of
primary CD (aOR 1.39; 95% CI [1.25-1.54]). Compared to White,
both Black and Asian race demonstrated a protective effect on
primary CS among individuals with HBV infection (aOR 0.93;
95% CI [0.87 - 0.99] and (aOR 0.74; 95% CI [0.85-0.79]). Compared
to underweight group, individuals in the higher weight groups
complicated by HBV infection also demonstrated a protective
effect on primary CD.
Conclusion: This study demonstrated that HBV infection
increased the risk of primary CD in otherwise uncomplicated
pregnancies. However, in pregnancies complicated by racial
categories and high BMI groups with already increased risk of
primary CD, HBV infection demonstrated a protective effect.

539 | HowMuch is Enough? Incomplete Treatment Course
of Intravenous Iron to Prevent Postpartum Blood
Transfusions

Lama R. Noureddine1; Miranda Hawthorne1; Chavi Eve
Karkowsky2; Jessica Greenberg3; Lisa N. Gittens-Williams1;
Joseph J. Apuzzio1; Shauna F. Williams1
1Rutgers New Jersey Medical School, Newark, NJ; 2Rutgers New
Jersey Medical School, Rutgers NJMS, NJ; 3Rutgers New Jersey
Medical School, South Orange, NJ

99 of 183



4:00 PM - 6:00 PM
Objective: To compare the benefit of partial and full doses of IV
iron treatment in reducing postpartum blood transfusions.
Study Design: This was a retrospective cohort study of patients
with Iron Deficiency Anemia (IDA) who presented for prenatal
care at a tertiary urban academic center from June 2020 to June
2024. Women were included if they received IV iron antepartum
and excluded if they had contraindications to blood transfu-
sion. The primary outcome was postpartum blood transfusion.
Secondary outcomes included hemoglobin (Hg) levels at admis-
sion and percent change in Hg (pre-treatment to admission).
Fisher’s exact, chi square, parametric and non-parametric tests
were used. Median (interquartile range) and mean +/- standard
deviation shown.
Results: Among 224 patients with IDA, 116(52%) completed the
calculated IV iron dose based on the iron deficit (Full dose, Group
1) and 108(48%) initiated, but did not complete the prescribed
treatment (Partial dose, Group 2). Themedian dose of IV ironwas
900 mg (400-1800) in Group 1 and 400 mg (200-1200) in Group
2 (p< 0.0001). Pre-treatment Hg was similar between Groups 1
and 2 (8.7 +/- 0.89 vs 8.6 g/dL +/- 0.92 respectively, p = 0.71).
However, Group 2 had more short interval pregnancies [8(7%)
vs 24(22%) in Groups 1 and 2, p = 0.001], later gestational age
at treatment initiation [median 34(20-38) vs 36 weeks (24-40),
p< 0.0001] and a higher median delivery blood loss [285(200-
543) vs 361 mL(200-612), p = 0.04]. There was no difference
in postpartum transfusions between Groups 1 and 2 [8(7%) vs
11(10%), p= 0.33].However, Group 1 had ahighermean admission
Hg than Group 2 (10.8 +/- 0.92 vs 9.7 g/dL +/- 0.98, p< 0.0001), a
higher median percent increase in Hg [25% (12-36) vs 11% (4-21),
p< 0.0001], and a highermean postpartumday 1Hg (9.8+/- 1.18 vs
8.3 +/- 1.19 g/dL, p< 0.0001).
Conclusion: A full course of IV iron improved Hg response and
admissionHg compared to partial course but did not significantly
decrease postpartum blood transfusions. Partial treatment still
benefits pregnant patients with anemia, even when optimal
treatment cannot be completed.

540 | Creating Optimal Pain Management FOR Tailoring
(COMFORT) Guidelines for Pain Management:
Postpartum Recommendations

Alex Peahl1; Laura Peyton Ellis2; Courtney Townsel3; Lisa Kane
Low4; Jennifer Waljee4; Mark Bicket4; Dana Feldman5; Bryan L.
Aaron4; Michelle Moniz4
1Michigan Medicine, Ann Arbor, MI; 2UConn Health Obstetrics
and Gynecology, Farmington, CT; 3University of Maryland
Department of Obstetrics, Gynecology and Reproductive Sciences,
Baltimore, MD; 4University of Michigan, Ann Arbor, MI; 5Wake
Forest University, Winston-Salem, NC

4:00 PM - 6:00 PM
Objective: To develop a new clinical practice guideline for
postpartum pain management that promotes opioid stewardship,
patient-centeredness, and health equity.
Study Design: We developed the COMFORT (Creating Opti-
mal Pain Management FOR Tailoring pain management after
surgery in pregnancy and childbirth) guideline using a rigorous,
evidence-based, eDelphi process, the RAND-UCLA Appropri-
ateness Method. After a systematic review, we identified 19

procedures, 6 populations, and 5 postpartum pain management
strategies. Interprofessional panelists (n = 17) and public mem-
bers (n = 3) rated the appropriateness of pain management
strategies in 3 eDelphi rounds. Two consensus conferences were
held between rounds with panelists and public members to
resolve discrepancies and ensure public contributions. Quanti-
tative ratings were assessed using basic statistics and the RAM
definitions for consensus. Key findings from the panel discus-
sion were summarized using a qualitative content analysis and
matched to quantitative findings.
Results: Key panel recommendations for postpartum patients
include: 1) provide robust patient education on postpartum pain
management and opioid risk-reduction; 2) use scheduled non-
opioid medications (e.g., acetaminophen, Non-steroidal Anti-
Inflammatory Drugs); 3) utilize non-pharmacologic strategies
as additive pain management; 4) utilize alternative inpatient
strategies for individuals with complex pain; 5a) use judicious
opioid prescribing as needed; 5b) utilize tailored prescription
benchmarks to determine appropriate opioid prescription sizes
for shared decision making (Table 1).
Conclusion: New guidelines for pain management after surgery
in pregnancy and after childbirth may standardize care, reduce
risks of opioid prescribing, and improve patient-centeredness and
equity.

541 | Preconception and First Trimester Blood Pressure:
Risks of Hypertensive Disorders in Pregnancy Using AHA
Guidelines

Lior Heresco1; Tal Biron-Shental2; Tzipi Hornik-Lurie3; Ella
Pardo1; Gil Shechter Maor1; Michal Kovo1
1Meir Medical Center, Kfar Saba, HaMerkaz; 2Meir Medical
Center, Meir Medical Center, HaMerkaz; 3Data research
department at the Research Authority, Meir Medical Center, Kfar
Saba, HaMerkaz

4:00 PM - 6:00 PM
Objective: Hypertensive disorders during pregnancy (HDP) sig-
nificantly contribute to maternal morbidity. We aimed to assess
the risk ofHDP according to the 2017AmericanHeart Association
AHA criteria based on preconception and early pregnancy blood
pressure (BP) measurements.
Study Design: This retrospective study utilized the Clalit Health
Services database, and included all singleton pregnancies from
2010 to 2023 with at least one BP measurement within one
year before conception until 13 weeks of gestation. Participants
were classified into three groups according to the AHA guide-
lines:normotensive, elevated BP (systolic BP [SBP] of 120-129
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mm Hg with diastolic BP [DBP] < 80 mm Hg), and stage 1
hypertension (SBP of 130-139 mm Hg or DBP of 80-89 mm Hg).
Patients with chronic hypertension were excluded. Maternal,
neonatal, and composite hypertensive outcomes were compared
between the groups. Subgroup analyses were conducted for
patients with obesity (BMI ≥ 30) and those with pre-gestational
diabetes mellitus (PGDM). A logistic regression model adjusted
for maternal age, aspirin use, BMI, and PGDM was utilized.
Results: The study included 57,524 women. Of these, 46,924
(81.6%) were normotensive, 6,636 (11.5%) had elevated BP, and
3,964 (6.9%) had stage 1 hypertension. The incidence of compos-
ite hypertensive adverse outcome increased in a dose-response
manner: 2.8% in the normotensive group, 6.4% in the elevated
BP group, and 8.2% in the stage 1 hypertension group (p<
0.001). Neonatal NICU admissions were more common in the
elevated BP and stage 1 hypertension groups compared to the
normotensive group (p< 0.001). Logistic regression revealed that
elevated BP, stage 1 hypertension, maternal age ≥35 years, and
PGDM were independently associated with increased odds of
composite hypertensive outcome: OR 2.22 (95% CI 1.94-2.55), OR
2.75 (95%CI 2.34-3.24), OR 1.88 (95%CI 1.57-2.27), andOR 1.55 (95%
CI 1.29-1.86), respectively (p< 0.001 for all).
Conclusion: Preconceptional and first-trimester elevated BP and
stage 1 hypertension, as defined by the AHA guidelines, are
associated with an increased risk of maternal HDP.

542 | Standardized Clinical Assessment andManagement
Plan Improves Neonatal Outcomes in prenatally
suspected Congenital Heart Disease

Lior Kashani Ligumsky; Angela Desmond; Guadalupe Martinez;
Joanne Newens; Deborah Krakow; Gary Satou; Yalda Afshar
University of California, Los Angeles, Los Angeles, CA

4:00 PM - 6:00 PM
Objective: Prenatal diagnosis of congenital heart disease (CHD)
has been associated with early-term and cesarean births. We
implemented a standardized clinical assessment and manage-
ment plan (SCAMP) aimed at reducing early-term and cesarean
births. We aimed to evaluate the SCAMP’s impact on neonatal
outcomes focusing on survival at discharge rate and birthweight
in pregnancies complicated by fetal CHD.
Study Design: Neonatal data from historical and intervention
cohorts before and after SCAMP implementation were analyzed.
Neonates with complete data on birth mode, birthweight, and
survival at discharge were included. The primary outcome was
survival at discharge. Secondary outcomes included birthweight
and survival differences based on birth mode (vaginal birth,
IOL, and cesarean birth). Statistical comparisons used t-tests for
continuous and chi-square tests for categorical variables.
Results: A total of 424 pregnancies were included in the study,
comprising 177 historical pregnancies and 247 intervention cohort
pregnancies. Mean birthweight increased from 2808g in the
historical cohort to 2967g in the post-SCAMP intervention cohort
(p = 0.02). The overall survival rate to discharge was higher
in the intervention cohort (91.1%) compared to the historical
cohort (83.1%) (p = 0.012). In the cesarean birth group, survival
rates were higher in the intervention cohort (89.1%) compared
to the historical cohort (76.1%) (p = 0.02). There were no
significant differences in survival rates for induction of labor
and spontaneous births between the historical and intervention
cohorts (p = 0.8 and p = 0.1, respectively).
Conclusion: The implementation of a SCAMP focused on reduc-
ing early-termand cesarean birth significantly improved neonatal
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outcomes, notably increasing neonateswithCHDsurvival rates at
discharge. This improvement was most pronounced in cesarean
births. Clinical pathways focused on the prenatal course of
pregnancies affected by CHD improve neonatal outcomes.

543 | Predictive Modeling for Antenatal Shoulder Dystocia
Risk

Lior Heresco1; Noa Levy2; Omer Todress2; Tal Biron-Shental3;
Omer Weitzner1
1Meir Medical Center, Kfar Saba, HaMerkaz; 2Department of
Biomedical Engineering, Faculty of Engineering, Tel Aviv
University, Israel, Tel Aviv, Tel Aviv; 3Meir Medical Center, Meir
Medical Center, HaMerkaz

4:00 PM - 6:00 PM
Objective: Shoulder dystocia (SD) represents a significant com-
plication during delivery, posing substantial risks. Despite its
challenging predictability, assessing individual risk is crucial for
informed counseling on optimal delivery methods. The objective
of this study was to develop and validate a model prediction
system for SD using fetal ultrasound and maternal data.
Study Design: Data was retrospectively obtained from deliveries
in Meir Hospital between 2014 and 2023.The inclusion criteria
were singleton pregnancies and vaginal deliveries. The features
included in the tested models were those that had a small
percentage of null values in the SD cases. In cases of null values in
normally distributed features, we completed the data with mean
values. The final model parameters included maternal age, BMI,
obstetric history, maternal height, gestational or pre-gestational
diabetes, gestational age at delivery, clinical and sonographic
estimated fetal weight, fetal gender, andmode of delivery (vaginal
or operative vaginal). To address imbalanced data, we used
repeated random sampling of the negative cases. The training and
test sets were split in a 70:30 ratio and standardized.
Several classifiers, including logistic regression, decision tree,
random forest, support vector machine, XGBoost, and CatBoost,
were evaluated using cross-validation and area under the ROC
Curve (AUC). We chose the model based on the highest mean
AUC. The analysis was conducted in Python using Pandas,
Scikit-learn, Numpy, and visualization libraries.
Results: A total of 51,628 deliveries were analyzed, including
94 SD cases. SD patients had higher rates of diabetes (13% vs.
4.8%) and obesity (23% vs. 5%) compared to non-SD patients,
and higher mean neonatal birthweight (3751 g vs. 3287 g). The

highest mean AUC was achieved using the CatBoost model,
which demonstrated high discriminatory ability in predicting SD
(AUC = 0.83).
Conclusion: The SD prediction model presented in this study
serves as a valuable adjunct for clinical decision-making regard-
ing the appropriate mode of delivery.

544 | Do Maternal Attributes Including Clinical Risk and
Antenatal Services Predict Postpartum Care by 6 Months?

Lisbet S. Lundsberg; Caitlin Partridge; Olivia Paoletti; Jennifer F.
Culhane
Yale School of Medicine, New Haven, CT

4:00 PM - 6:00 PM
Objective: Adequate postpartum care (PPC) is critical to overall
maternal health, however rates of PPC utilization in the United
States are suboptimal. To better understand factors related PPC
engagement, we sought to broadly examine maternal attributes
including clinical risk, antenatal services, labor and delivery
outcomes, and their association with 6-month PPC.
Study Design: Retrospective cohort analysis of patients deliv-
ering in a hospital system 2013-2022 with at least 1 documented
prenatal care (PNC) visit. We identified PPC visits by examining
electronic medical record (EMR) data for ICD codes for any
PPC engagement within 6 months across all specialty depart-
ments, and traditional PPC defined by ICD codes Z39 and
V24. Patient socio-demographics, antenatal clinical diagnoses,
measures of PNC service utilization, and maternal/neonatal
outcomes were examined by PPC engagement using chi-square
or ANOVA. Multivariable logistic regression was performed
including all variables p< 0.05 in bivariate tests. Adjusted odds
ratios (aOR) and 95% CI are presented in Table 1.
Results: Among 60,933 deliveries, 90.3% and 78.3% had any PPC
and traditional PPC, respectively. PPC engagement at 6 months
varied by many patient attributes. Following multivariable
adjustment, significantly reduced odds of any PPC and traditional
PPC were observed among patients with the following attributes:
multiparous, smoking, single relationship status, public insur-
ance, gestational diabetes (GDM), and substance use disorder
(SUD). In contrast, significantly increased likelihood of PPC
was demonstrated among patients with planned or intrapartum
cesarean, preterm birth, chronic hypertension (cHTN), depres-
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sion or anxiety, influenza vaccination, and higher number of PNC
visits.
Conclusion: Although the overall rate of PPC is high in this
diverse cohort, patients with disparity-related risk demonstrate
significantly lower rates of PPC. These data can inform targeted
antenatal and delivery admission encounter interventions to
optimize PPC with the goal of improving maternal health.

545 | Patient-Reported Unmet Health-Related Social
Needs in Patients with andWithout Gestational Diabetes

Logan Mauney1; Jonathan Y. Siden2; Kaitlyn E. James1; Chengbo
Zeng3; Camille E. Powe1; Sarah N. Bernstein4
1Massachusetts General Hospital, Boston, MA; 2Massachusetts
General Hospital, Harvard Medical School, Boston, MA; 3Brigham
&Women’s Hospital, Boston, MA; 4Massachusetts General
Hospital, Division of Maternal Fetal Medicine, Boston, MA

4:00 PM - 6:00 PM
Objective: Gestational diabetes (GDM) is a common preg-
nancy complication associated with social determinants of health
(SDOH) including economic stability, social and community
context and neighborhood environment. Little is known regard-
ing the impact of patient-level manifestations of SDOH, termed
unmet health-related social needs (HRSNs), on GDM. We sought
to characterize the impact of patient-reported HRSNs on GDM.
Study Design: Retrospective cohort study of pregnant patients
that completed a validated electronic screening tool at least one
time for HRSNs during pregnancy in a regional health-care
system from 5/2020 to 3/2024. Patients with pre-existing diabetes
or multiple gestation were excluded. HRSNs were compared
between patients with and without GDM by ICD-10 codes at
delivery. Generalized estimating equations were generated to
determine adjusted odds ratios (aOR) for the association between
HRSNs and GDM, adjusting for patient characteristics known to
be associated with GDM.

Results: 2,024 patients met inclusion criteria, of whom 174 (8.6%)
had GDM. The GDM cohort was more likely to be older, Black
or Asian, multiparous, and to have obesity. Compared to patients
without GDM, patients with GDM were more likely to have food
insecurity (8.6% vs. 3%) and transportation barriers (13.8% vs.
8.1). 77 patients with GDM (44.3%, p = 0.03) had ≥ 1 HRSN in
any domain. In logistic regression models controlling for patient
characteristics, transportation barriers (aOR 4.3, 95% CI 2.18-
8.50), food insecurity (aOR 1.95, 95% CI 1.14-3.34), and ≥ 3 HRSN
domains (aOR 1.93, 95% CI 1.19-3.13) were significantly associated
with GDM (Table 1). Other HRSNs represented in the cohort
(Figure 1) were not significantly associated with risk of GDM
(Table 1).
Conclusion: Multiple HRSNs are risk factors for GDM, and
the effect size of transportation barriers was on par with that
of obesity. Further research is needed to understand the impact
of these HRSNs on the development of GDM so appropriate
primary prevention tools on a patient- and community-level can
be developed to optimize birth outcomes.

546 | Influence of Preconception and Pregnancy Exposure
to Marijuana on Adverse Perinatal Outcomes

Madison Blount1; Neil B. Patel2; Emily A. DeFranco3
1The University of Kentucky College of Medicine, Lexington, KY;
2Ascension Sacred Heart - Pensacola, Pensacola, FL; 3Department
of Obstetrics and Gynecology, University of Kentucky, Lexington,
KY
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4:00 PM - 6:00 PM
Objective: Marijuana consumption during pregnancy has been
associated with adverse perinatal outcomes. However, whether
exposure during the preconception period also poses a risk is
unknown.
Study Design: Retrospective cohort utilizing data from PRAMS
Phase 8 Core Questionnaire and the Marijuana & Prescription
Drug Supplement from 2017-2021. The association between mar-
ijuana use 3 months prior to pregnancy, during pregnancy, and
during both periods and pregnancy outcomes were observed. The
primary outcome was fetal growth restriction (FGR) < 10%ile.
Other outcomes examined were severe FGR, preterm birth <37
weeks, low birth weight, infant mortality, and NICU admission.
Generalized linear modeling estimated the associations while
adjusting for coexisting risks of maternal race, tobacco use,
education status, obesity, and parity.
Results: Of 17,882 postpartum individuals surveyed, 88.7%
reported no marijuana consumption, 5.4% reported use prior to
pregnancy only, 0.1% during pregnancy only, and 5.9% precon-
ception and during pregnancy. Marijuana consumption prior to
and during pregnancy was associated with a 30% increased risk
of FGR and severe FGR, even after accounting for tobacco use
and other risk factors (Table 2). The rate of infant mortality
also increased but was not statistically significant. Cessation of
marijuana use after the preconception period was not associated
with an increased risk of adverse perinatal outcomes.
Conclusion: Marijuana use before and during pregnancy is asso-
ciated with increased risk of adverse perinatal outcomes, even
after adjusting for confounding risks. However, exposure during
only the pregestational period was not. This highlights the impor-
tance of counseling patients regarding the risks of marijuana use
during pregnancy and the importance of cessation

547 | Temporal Trends in Gonorrhea and Chlamydia
Infections During Pregnancy: 2013-2023

Marcia Des Jardin1; Christina T. Blanchard2; Victoria C. Jauk1;
Lynda Ugwu1; Jodie A. Dionne1; Akila Subramaniam2

1University of Alabama at Birmingham, Birmingham, AL; 2Center
for Women’s Reproductive Health, University of Alabama at
Birmingham, Birmingham, AL

4:00 PM - 6:00 PM
Objective: Gonorrhea (GC) and chlamydia (CT) infection during
pregnancy is increasing nationally. We evaluated the incidence of
GC and/or CT infection in pregnancy as well as risk factors for
infection over the past 11 years at single center.
Study Design: Retrospective study of all pregnant patients who
delivered between 2013-2023 at large urban tertiary care center
in Alabama. The primary outcome was the incidence of infection
withGC, CT, or both (GC/CT co-infection) identified during preg-
nancy by nucleic acid amplification testing; secondary outcomes
included rates of treatment, time to treatment, and reinfection
rates. Outcomes were compared across the study period with
linear regression to assess trends. We secondarily compared
baseline characteristics between individualswith andwithoutGC
and/or CT infection using multivariable logistic regression. Tests
of heterogeneity (interaction p-values) were conducted by year to
assess different effects in these risk factors over the study period.
Results: Over the study period, 40,139 patients were analyzed
(no exclusions) - 1.8% had GC, 6.6% CT, and 0.8% both. Rates of
infection (GC, CT, and both) significantly decreased over time
(Figure, all p< 0.001). Rates of treatment were high (range 58.4%-
71.7%), reinfection low (6.2%-12.9%), and did not demonstrate
trends across the study period (p >0.05). Of note, time to treat-
ment significantly decreased over the study period from amedian
of 5 days (IQR 0-10) to 2 days (0-4) (p< 0.001). Multiple risk
factors were associated with infection in multivariable analyses
(Table). However, over time, there were only increasing risks of
infection based on non-White/Black/Hispanic race/ethnicity (p-
interaction = 0.02) and government insurance (p-interaction =
0.003).
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Conclusion: Contrary to national reports in pregnant individu-
als, at our urban institution, we describe decreasing rates of GC
and/or CT infection. Risk factors in our population are consistent
with the literature. Further larger studies to confirm or refute
our findings, and identify risk factors in populations with rising
infection rates should be performed.

548 | Association of Perinatal Inflammation and
Breastfeeding Intensity

Margaret S. Butler1; Lauren S. Keenan-Devlin2; Ann EB
Borders3; Britney P. Smart4; Janedelie Romero5
1Center of Excellence in Maternal and Child Health, Chicago, IL;
2Endeavor Health/ University of Chicago Pritzker School of
Medicine, Endeavor Health, IL; 3Endeavor Health, Evanston
Hospital, Evanston, IL; 4Sinai Chicago, Chicago, IL; 5Endeavor
Health, Evanston, IL

4:00 PM - 6:00 PM
Objective: Higher systemic inflammation has been associated
with lower rates of breastfeeding, but this has not been mea-
sured across multiple perinatal timepoints. We aimed to identify
whether elevated inflammatory cytokines in blood during preg-

nancy and postpartum were associated with lower breastfeeding
intensity.
Study Design: The Stress, Pregnancy, and Health (SPAH) obser-
vational study included 605 participants enrolled mid-gestation
with singleton pregnancies. Participants completed surveys and
antecubital blood draws between 20-27 and after 32 weeks gesta-
tion. Clinical outcomes were abstracted from the medical record.
A sub-group of SPAHparticipants additionally completed surveys
at 1 week, 6 weeks, 3 months, and 6 months postpartum as well
as an additional blood draw at 6 weeks. Breastfeeding intensity
was self-reported at all 4 surveys, and cytokines IL-1RA, IL-6, IL-
10, and TNF-α, and C-reactive protein were measured in serum.
Inflammation markers were log-transformed for normality and
z-scored, and z-scores were summed into composites. Stepwise
regression identified key covariates, which were retained in
multiple regression models.
Results: 155 individuals were included in the analysis. As indi-
cated by the stepwise regression, we retained marital status, SES,
and any diabetes in prenatal models and gestational weeks at
delivery, any diabetes, and hypertensive disorders of pregnancy,
last BMI measured during pregnancy, and resource composite
score in postpartum models. Adjusted models indicated that
lower circulating inflammatory markers during pregnancy were
associated with higher breastfeeding intensity across week 6,
month 3, andmonth 6 time points. The postpartum inflammatory
composite was associated with breastfeeding intensity at point of
blood draw (6 weeks).
Conclusion: Lower prenatal inflammatory markers were associ-
ated with higher rates of breastfeeding in the postpartum period,
but postpartum inflammatory markers were not. Inflammation
in pregnancy may influence lactogenesis and breastfeeding initi-
ation, differentiating breastfeeding outcomes in the postpartum
period.
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549 | Physiologic Treatment of Mild Chronic Hypertension
and Pregnancy Outcomes

Mariam Ayyash1; Ayodeji Sanusi2; On behalf of The CHAP
Study Consortium
1Columbia University Irving Medical Center, New York, NY;
2Center for Women’s Reproductive Health, University of Alabama
at Birmingham, Birmingham, AL

4:00 PM - 6:00 PM
Objective: Among patients with hypertension (HTN) in preg-
nancy, emerging research suggests that improved blood pressure
(BP) control can be achieved if the antihypertensive drug used
accounts for the underlying maternal hemodynamic physiology.
We evaluated whether physiologic treatment of mild chronic
HTN is associated with a reduction in adverse pregnancy
outcomes.
Study Design: We conducted a secondary analysis of CHAP,
an open-label, multicenter, randomized trial of antihypertensive
treatment (vs. none) for pregnant patients with mild chronic
HTN. Patients with BPs≥160/105 were excluded from CHAP trial.
Eligible participants for this analysis had either hyperdynamic–
a pulse pressure (PP)≥65, or vasoconstrictive– diastolic BP≥100
physiology. Three groups were compared based on treatment
of BP at randomization: 1) Physiologic- hyperdynamic receiv-
ing Labetalol or vasoconstrictive receiving Nifedipine; 2) Non-
physiologic- hyperdynamic receiving Nifedipine or vasoconstric-
tive receiving Labetalol, and 3) control- not on medications. The
primary outcomewas a composite of superimposed preeclampsia
with severe features, preterm birth before 35 weeks’ gestation,
placental abruption, or fetal or neonatal death. Adjusted odds
ratios (aORs) and 95%CIs were estimatedwith logistic regression.
Results: Of 2408 in CHAP, 542 (23.3%) participants met physi-
ologic classification criteria and were analyzed: 136 (25.1%) had
physiologic treatment, 125 (23.0%) had non-physiologic treat-
ment, with 281 (51.8%) untreated controls. The primary outcome
did not differ among those who received physiologic treatment
(44.9%), non-physiologic (45.6%), or control (48.4%) with aOR
(CIs) for physiologic vs control 0.85 (0.56-1.30), non-physiologic
vs control 0.90 (0.59-1.39), and physiologic vs non-physiologic 0.95
(0.58-1.56).
Conclusion: Physiologic treatment of mild chronic HTN was
not associated with a significant reduction in primary composite
adverse outcome. Most patients did not meet criteria for physio-
logic classification. Further research using different thresholds to
account for dynamic physiology over a greater BP range is needed.

550 | Are Maternal Fever Height and Duration During
Labor Associated with the Risk of Hypoxic-Ischemic
Encephalopathy?

Marie Cornet1; Michael W. Kuzniewicz2; Aditi Lahiri2; Yvonne
Wu3
1University of California San Francisco, San Francisco, CA;
2Kaiser Permanente Northern California, Kaiser Permanente
Northern California, CA; 3University of California, San Francisco,
San Francisco, CA

4:00 PM - 6:00 PM
Objective: To examine if the height of fever and/or duration
between maternal fever onset and delivery modifies the risk of
hypoxic-ischemic encephalopathy (HIE).
Study Design: Population-based cohort study of singleton
neonates without congenital anomalies born > 35 weeks at
15 Kaiser Permanente Northern California hospitals between
January 2012 and July 2019. Maternal fever was defined as at
least one temperature >38◦C before delivery. Maximal maternal
temperature and timing of the first maternal fever were extracted
from medical records. HIE was defined as the presence of both
neonatal encephalopathy and perinatal acidosis (cord pH< 7
or base deficit >10 on any gas within 2 hours after birth). We
evaluated the associations between maximal maternal tempera-
ture and duration between fever onset to delivery and neonatal
outcomes, using Poisson regression adjusting for duration of labor
as a spline.
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Results: Among 280,347 neonates, exposure to maternal fever
occurred in 27,317 (9.8%) and HIE occurred in 490 (0.17%). The
incidence ofHIEwas higher among infants of febrile compared to
afebrile mothers (Relative risk - RR 4.4 [95% CI 3.6-5.3]). Both the
height (Figure 1) and duration (Figure 2) of fever were associated
with an increased risk of HIE. After adjusting for duration of
labor, the incidence of HIE increased with each 0.1◦C increase
in maximal maternal temperature (Incidence rate ratio- IRR 1.09;
95% CI 1.08-1.11) and for each hour between fever onset and
delivery (IRR 1.06 95%CI 1.05-1.07).
Conclusion: The higher the maternal fever and the longer the
duration between fever onset and delivery, the higher the risk
of developing HIE. Novel strategies designed to predict the risk
of adverse neonatal outcomes during labor and delivery should
account for these factors.

551 | Obstetric, Maternal and Neonatal Outcomes
Associated with Attempted Trial of Labor after Cesarean
Delivery

Marlee Hirsch1; Erez Lenchner2; Ashley Zimmermann3; Moti
Gulersen4; Eran Bornstein5
1Northwell Lenox Hill Hospital, Lenox Hill Hospital, NY; 2New
York University Rory Meyers College of Nursing, New York, NY;
3Northwell Lenox Hill Hospital, New York, NY; 4Sidney Kimmel
Medical College of Thomas Jefferson University, Philadelphia, PA;
5Northwell Lenox Hill Hospital, New Hyde Park, NY

4:00 PM - 6:00 PM
Objective: To examine the obstetric, maternal, and neonatal
outcomes associated with attempted trial of labor after cesarean
delivery (TOLAC) in the United States (US).

StudyDesign: A retrospective analysis of the Centers for Disease
Control and Prevention’s Natality live birth database (2016-2022).
The inclusion criteria consisted of term (37 0/7 - 40 6/7 weeks),
singleton pregnancies with a history of cesarean delivery. The
study group comprised of individuals who attempted TOLAC,
while the comparison group consisted of those undergoing
repeat cesarean sectionwithout TOLAC. Obstetric, maternal, and
neonatal outcomes were compared between the two groups using
Pearson’s chi-square test. Results were presented as odds ratios
(OR) with 95% confidence intervals (CI). Statistical significance
was defined as p-value < 0.05.
Results: Of the 7,250,494 live births with previous cesarean sec-
tions analyzed, 2,313,494 (31.9%) individuals attempted TOLAC.
The prevalence of attempted TOLAC and the ORs based on
differentmaternal and neonatal outcomes are presented in Tables
1 and 2, respectively.
Conclusion: Based on this large contemporary US database,
we provide an update on obstetric, maternal, and neonatal
outcomes associated with attempted TOLAC. Attempted TOLAC
was associated with a higher risk of maternal intensive care
unit (ICU) admission, maternal antibiotic use, uterine rupture,
immediate neonatal assisted ventilation, and 5-minute APGAR
scores < 7. However, attempted TOLAC was associated with
lower odds of assisted neonatal ventilation after six hours and
neonatal ICU admissions, suggesting that attempted TOLAC has
a transient impact on the neonatal status. These findings can be
used to help counsel patients on risks of attempting TOLAC.

552 | Does Day of Delivery Matter? Obstetric, Maternal and
Neonatal Outcomes in Term, SingletonWeekend Births

Marlee Hirsch1; Erez Lenchner2; Ashley Zimmermann3; Moti
Gulersen4; Eran Bornstein5
1Northwell Lenox Hill Hospital, Lenox Hill Hospital, NY; 2New
York University Rory Meyers College of Nursing, New York, NY;
3Northwell Lenox Hill Hospital, New York, NY; 4Sidney Kimmel
Medical College of Thomas Jefferson University, Philadelphia, PA;
5Northwell Lenox Hill Hospital, New Hyde Park, NY

4:00 PM - 6:00 PM
Objective: To determinewhether obstetric,maternal, and neona-
tal outcomes differ between weekend and weekday deliveries in
the contemporary United States (US).
StudyDesign: A retrospective analysis of the Centers for Disease
Control and Prevention’s Natality live birth database (2016-
2022). The inclusion criteria consisted of term (37 0/7 - 40 6/7
weeks), singleton pregnancies. The study group comprised of
births occurring on the weekend (Saturday or Sunday) while
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the comparison group consisted of those occurring during the
weekdays (Monday through Friday). Obstetric, maternal, and
neonatal outcomes were compared between the two groups using
Pearson’s chi-square test. Results were presented as odds ratios
(OR) with 95% confidence intervals (CI). Statistical significance
was defined as p-value < 0.05.
Results: Of the 22,355,756 live births analyzed, 4,598,349 (20.6%)
births occurred on weekends. The prevalence of weekend births
and the ORs based on different maternal and neonatal outcomes
are presented in Tables 1 and 2, respectively.
Conclusion: Based on this large contemporary US database,
weekend births are associated with higher rates of maternal
intensive care unit (ICU) admission, 3rd and 4th degree perineal
lacerations, maternal antibiotic use, uterine rupture, neonate less
than 2500g, assisted ventilation, 5-minute APGAR score < 7,
and neonatal ICU admission. However, there was a lower risk
of primary cesarean section on weekends than weekdays. This
information can be used to guide providers into stratifying higher
risk deliveries on weekdays when planning is possible.

553 | Burdened by Prevention? Factors Associated with
High Burden of Attending Antenatal Fetal Surveillance

Marta J. Perez1; Miriam Alvarez1; Sarah Lasater1; Lorie M.
Harper1; Alison G. Cahill2
1Dell Medical School, Austin, TX; 2Dell Medical School Health
Transformation Research Institute, Dell Medical School, The
University of Texas at Austin, Austin, TX

4:00 PM - 6:00 PM
Objective: Antenatal fetal surveillance (AFS) is recommended to
screen for acidemia and prevent stillbirth in pregnancies with a
maternal or fetal condition that increase these risks. AFS visits are
in addition to prenatal care and factors associated with patient’s
experience of burdens of attending this care is lacking.
Study Design: We performed a cross-sectional survey of patients
attending AFS in a maternal fetal medicine ultrasound unit,
querying patients regarding their burdens in cost, childcare,
employment, and time-related domains. Patients eligible for
inclusion were those undergoing any type or frequency of AFS
and were English or Spanish speaking. The primary aim was
to describe factors associated with experiencing a high burden

of AFS visits. Patients were categorized as “high burden” if
they agreed with experiencing burden in any domain and “low
burden” if they universally disagreed with experiencing burden.
Chi square and t-test as appropriate were used to determine
associations between demographic and patient characteristics.
Results: Of 186 patients, 82 (44.1%) experienced high burden and
104 (55.9%) were low burden. The high burden group was older
(32.4 years vs 28.6 years, p< 0.01) and more likely to attend twice
weekly testing (31.7% vs 15.4%, p< 0.01). There was no difference
between high and low burden experience groups in gestational
age at start of AFS, number of visits scheduled, having children
at home, or work outside the home. The high burden group were
more likely to have gestational diabetes as the indication for AFS
(24.4% vs 9.6%, p< 0.01) though other indications for AFS were
similar between high and low burden groups.
Conclusion: Almost half of patients experienced a high burden
of recommended AFS, which was associated with a slightly older
patient age, twice-weekly frequency of AFS, and a diagnosis of
gestational diabetes, which requires daily intensive blood glucose
monitoring. Providers should attempt to query patients about
burdens to develop a regimen of AFS that balances burden and
stillbirth prevention.

554 | Predictors of VBAC Success After Two Previous
Cesarean Sections

Mary C. Gallo; Shaun R. Wesley; Siddharth Hariharan; Sarah
Crimmins
University of Rochester, Rochester, NY

4:00 PM - 6:00 PM
Objective: This study aimed to identify key predictors of a
successful vaginal birth after cesarean (VBAC) among women
with two previous cesarean sections and no prior spontaneous
vaginal deliveries (SVD) using US vital statistics natality birth
data, and to determine the uterine rupture rate in this population.
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Study Design: A retrospective cohort study used data from the
US Vital Statistics natality birth dataset. The analysis included
women with two previous cesarean sections and no prior SVD.
Descriptive statistics were performed on all variables. Logistic
regression was used to identify predictors of VBAC success.
Adjusted odds ratios (aOR) and 95% confidence intervals (CI)
were calculated, and the uterine rupture rate was determined.
Results: The study included 537,852 women, with an overall
VBAC success rate of 3.0%. Native Hawaiian or Other Pacific
Islander (NHOPI) women had higher odds of VBAC success
compared to White women (aOR = 1.38, CI: 1.09-1.75). Women
with Class II (aOR = 0.53, 95% CI: 0.46-0.60) and Class III (aOR
= 0.43, 95% CI: 0.38-0.49) obesity had significantly lower odds of
VBAC success. Women aged 40+ years exhibited lower odds of
VBAC compared to women aged under 20 years (aOR = 0.41, 95%
CI: 0.31-0.55). Privately insured had higher odds of VBAC success
than those with public insurance (aOR = 1.97, 95% CI: 1.84-2.12).
There were 536 cases of uterine rupture identified, corresponding
to a rate of 0.10%.
Conclusion: This study highlights predictors associated with
VBAC success. The overall VBAC success rate was low at 3.0%,
a result potentially limited by using a retrospective dataset with
many covariates. The finding that privately insured women had
better outcomes than those with public insurance may reflect
disparities in access to healthcare resources. The finding of
increased risk of failure in the highest BMI and age categories
continues to support these variables as independent risk factors
for cesarean delivery. The reported uterine rupture rate of 0.10% is
lower than previous studies, supporting VBAC as a viable option
for delivery mode as part of shared decision making.

555 | Influence of French Labor-management Guidelines
on Incidence of Severe PostpartumHemorrhage: A
National Population-Based Study

Mathilde Lepelletier1; Camille Le Ray1; Aude Girault2
1INSERM UMR 1153, Obstetrical, Perinatal and Pediatric
Epidemiology Research Team (Epopé), Center for Epidemiology
and Statistics, FHU PREMA, Université de Paris, Paris,
Ile-de-France; 2FHU PREMA, Paris, France. FHU PREMA, Paris,
France; Université Paris Cité, Inserm, Centre for Research in
Epidemiology and StatisticS (CRESS), Obstetrical Perinatal and
Pediatric Epidemiology Research Team (EPOPé), Paris, France.,
Paris, Ile-de-France

4:00 PM - 6:00 PM
Objective: The 2021 French National Perinatal Survey (FNPS)
revealed an increased rate of severe postpartum hemorrhage
(PPH) since the previous survey in 2016. This rise might be
attributed not only to the evolution of maternal risk factors
but also to the publication of the 2017 guidelines that aimed at
restricting labor interventions, such as oxytocin administration,
for women in spontaneous labor. Our aim was to explore the
association between changes in medical practice between 2016
and 2021 and incidence of severe PPH.
Study Design: Women who participated to the 2016 and 2021
FNPS and delivered of a term live-born cephalic singleton after
a spontaneous labor were included. We described the evolution
of severe PPH rate, oxytocin use, and labor duration. We then
assessed the determinants of severe PPH using univariate and
multivariable analyses adjusting on maternal characteristics.
Finally, we investigated the potential mediation effect of oxytocin
use and prolonged labor on the relationship between the year of
delivery and the occurrence of severe PPH.
Results: A total of 14,168 women were included, 7,529 in 2016
and 6,639 in 2021. The incidence of severe PPH increased from
1.2% in 2016 to 2.0% in 2021, p< 0.01. The use of oxytocin during
labor decreased from 45.0% in 2016 to 30.2% in 2021, p< 0.01.
Labor duration were significantly longer in 2021, regardless of
parity (p < 0.01) After adjusting for maternal, obstetrical and
maternity unit characteristics, giving birth in 2021 (versus 2016)
remained associated with an increased risk of severe PPH (OR 1.7
[1.3-2.2]).While oxytocin use did not appear as amediating factor,
prolonged labor mediated only 9% of the observed association
between the year of delivery and the risk of severe PPH.
Conclusion: While the French Labor management Guidelines
could partially explain the increase in severe PPH rates observed
between 2016 and 2021, the decrease in the use of oxytocin does
not appear to be associated with this increase.
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556 | Trajectory Analysis of Prenatal Urinary Tract
Dilation and Risk of Postnatal Surgery

Matthew K. Janssen1; Markolline Forkpa2; Dana Weiss3; Nadav
Schwartz4
1University of Pennsylvania, Pittsburgh, PA; 2Pennsylvania
Medicine Women’s Health Clinical Research Center, Philadelphia,
PA; 3Children’s Hospital of Philadelphia, Philadelphia, PA;
4University of Pennsylvania, Perelman School of Medicine,
Philadelphia, PA

4:00 PM - 6:00 PM
Objective: A prenatal urinary tract dilation (UTD) classification
system is associatedwith postnatal urologic outcomes and assigns
a score (UTDA1 or UTDA2-3) depending on anterior-posterior
renal pelvis diameter (APRPD) and other markers of renal
dysfunction. Postnatal management is dictated by a maximum
peri-delivery UTD score and there is limited data assessing the

trajectory of UTD across gestation with postnatal outcomes. We
aimed to identify trajectories of UTD and describe the association
with postnatal surgery.
Study Design: We conducted a retrospective cohort study of
infants with congenital UTD, via ICD-10 codes, in visits with
pediatric urology at an academic health system and born between
2015-2020 with at least 2 years of follow up. We matched infants
to maternal charts and delivery records in the health system.
We obtained demographic, obstetric, prenatal ultrasounds, and
infant surgical outcomes. We excluded patients without sono-
graphic evidence of UTD prior to delivery as this would not
have prompted postnatal follow up, or if there was only a
single prenatal ultrasound. Postnatal management followed a
standardized algorithm. We performed a trajectory analysis with
UTD score and APRPD at multiple gestational ages and assessed
their association with postnatal surgery.
Results: There were n = 243 matched dyads and n = 54 were
excluded for missing prenatal ultrasound data, leaving n =
189 dyads for analysis. There were no demographic differences
between infants with or without postnatal surgery. Three tra-
jectories of UTD score (Figure 1) were identified: stable-high,
stable-medium, and escalating groups with postnatal surgery
in 27.7% (n = 23/83), 4.4% (n = 3/68), and 15.8% (n = 6/38),
respectively, (p< 0.001). Two trajectories for APRPD (Figure 2)
were identifiedwith postnatal surgery in 46.2% (n= 18/39) vs 9.3%
(n = 14/150, p< 0.001).
Conclusion: UTD score trajectories demonstrated an increased
risk of postnatal surgery in stable-high and escalating groups,
while a stable-medium risk UTD group conferred a low risk of
surgery. ARPRD measures had two trajectories with differing
risks of postnatal surgery.

557 | Accuracy of ICD-10 Codes for Placenta Accreta
Spectrum: Frequency and Reasons for Miscoding

Matthew Givens1; Savvy Benipal2; Amanda A. Allshouse2;
Ibrahim Hammad3; Robert M. Silver2; Jason D. Wright4; Koji
Matsuo5; Bret D. Einerson6
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1Intermountain Health, Salt Lake City, UT; 2University of Utah,
Salt Lake City, UT; 3Intermountain Health, Intermountain
Health, UT; 4Columbia University Irving Medical Center, New
York, NY; 5University of Southern California/Los Angeles General
Medical Center, Los Angeles, CA; 6University of Utah Health, Salt
Lake City, UT

4:00 PM - 6:00 PM
Objective: The ICD-10 codes for placenta accreta spectrum
(PAS) were introduced in 2015, facilitating improved research and
quality tracking of this important source of maternal morbidity.
However, the validity of these codes has not been thoroughly
evaluated.We aimed to identify the frequency and reasons for PAS
miscoding.
Study Design: We conducted a case series analysis of all
deliveries associated with an ICD-10 code for PAS in the two large
healthcare systems (17 hospitals, including 2 PAS referral centers)
in our state between September 2015 andDecember 2023.Medical
records were reviewed by three reviewers to determine whether
PAS was present using the FIGO clinical and/or histopathologic
criteria. If PAS was excluded, the reason for misapplication of the
code was assigned.
Results: There were 394 deliveries associated with ICD-10 codes
for PAS during the study period, with most (n = 156, 68%)
occurring at a PAS referral center; 40% (95% CI 35-45%) were
false positive PAS. Many demographic and delivery factors were
associated with a false PAS diagnosis including younger maternal
age at delivery, a lower number of prior cesarean deliveries,
absence of placenta previa, and delivery without hysterectomy,
and later gestational age at delivery (Table). The most common
cause (42.9%) for a false positive was hemorrhage due to another
etiology not meeting clinical or histopathologic criteria for PAS
(Figure). In 22.4% of false positives, there was antenatal suspicion
of PAS, but PASwas not seen at delivery. In 22.4%of false positives,
the code was erroneously applied.
Conclusion: In this study, 40% of cases with an ICD-10 code for
PAS did not meet clinical and/or histopathologic criteria for PAS.
This underscores the need for improved clinician understanding
of the clinical PAS criteria and improved coding practices for PAS.
Additionally, studies using ICD-10 to identify cases of PAS should
consider the possibility of bias introduced by a significant false
positive rate.

558 | Cardiovascular Disease and Hypertensive Disorders
of Pregnancy Increase Severe Maternal Morbidity Risk

Maura Jones Pullins1; Johanna Quist-Nelson1; Jerome J.
Federspiel2; Kim Boggess3; Matthew Fuller4; Marie-Louise
Meng2
1University of North Carolina, Chapel Hill, NC; 2Duke University
School of Medicine, Durham, NC; 3University of North Carolina at
Chapel HIll, Chapel Hill, NC; 4Duke University, Durham, NC

4:00 PM - 6:00 PM
Objective: Cardiovascular disease (CVD) and hypertensive dis-
order of pregnancy (HDP) both confer risk of severe maternal
morbidity (SMM). Our objective was to examine rates of SMM by
CVD and HDP type during delivery hospitalization and 90 days
postpartum compared to births without CVD.
Study Design: Retrospective cohort study of pregnant patients
> 18 years of age delivering between 2015 and 2020 in the Premier
Database. Patients without CVD were compared to patients with
six categories of CVD: congenital, ischemic, aortic, pulmonary
hypertension (pHTN), cardiomyopathy, and valvular. Patients
withmultiple types of CVDwere included in the analyses for each
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category. The exposure of interest was any SMM during delivery
hospitalization and< 90 days postpartum. Patients were stratified
by HDP type: gestational hypertension (GHTN), preeclampsia
(PEC), and preeclampsia with severe features (sPEC). Adjusted
predicted SMMrate (%)was calculated during delivery andwithin
90 days postpartum by CVD type stratified by HDP type, adjusted
for age, payor status, race, ethnicity, hospital characteristics, and
OB comorbidities.
Results: Of 4,606,247 deliveries, 22,366 (0.5%) had CVD. The
prevalence of HDP in this population was 11.9%. Patients with
PEC had higher adjusted predicted SMM rates, independent
of CVD. Those with CVD had significantly higher SMM rates
across all HDP types. Patients with cardiomyopathy and pHTN
who developed sPEC had the highest rates of SMM (26% and
33%) during delivery hospitalization (Figure 1). Acute respiratory
distress syndrome (ARDS) and mechanical ventilation were the
most common types of SMM during delivery hospitalization,
while heart failure/pulmonary edema were the most common <

90 days postpartum (Figure 2).
Conclusion: Patients with CVD and PEC have a substantial
increase in risk of SMM. The indications for the high rates of
mechanical ventilation and etiologies of ARDS during delivery
should be explored further. Heart failure is the most common
postpartum morbidity and care should be targeted to improve
surveillance and prevention postpartum.

559 | Risk of Hemorrhage and Severe Maternal Morbidity
(SMM) with Low-lying Placenta: A Nationwide Analysis

May Abiad1; Giulia Bonanni2; Anna M. Modest3; Ali Javinani4;
Nikan Zargarzadeh4; George R. Saade5; Scott A. Shainker6;
Kjersti M. Aagaard7; Alireza A. Shamshirsaz8
1Maternal Fetal Care Center, Boston Children’s Hospital, Boston,
MA; 2Postdoctoral Research Fellow Fetal Care and Surgery Center
Division of Fetal Medicine and Surgery Boston Children’s
Hospital, Harvard Medical School, Boston, MA; 3Beth Israel
Deaconess Medical Center, Boston, MA; 4Boston Children’s
Hospital, Harvard Medical School, Boston, MA; 5Macon & Joan
Brock Virginia Health Sciences Eastern Virginia Medical School at
Old Dominion University, Norfolk, VA; 6Maternal Fetal Care
Center Associate Professor of Surgery Associate Professor of
Obstetrics, Gynecology and Reproductive Biology Harvard Medical
School, Boston, MA; 7Boston Children’s Hospital, Division of Fetal
Medicine and Surgery, Boston, MA; HCA Healthcare and HCA
Healthcare Research Institute, Nashville, TN; HCA Texas
Maternal Fetal Medicine, Houston, TX; Baylor College of Medicine
and Texas Children’s Hospital, Houston, TX, Boston, MA; 8Fetal
Surgeon Chief, Division of Fetal Medicine and Surgery Director of
the Maternal Fetal Care Center Director of the Perinatal Surgery
Fellowship Professor of Surgery, Boston Children’s Hospital
Harvard Medical School, Boston, MA

4:00 PM - 6:00 PM
Objective: To evaluate and compare rates of hemorrhage and
the CDC-defined severe maternal morbidity (SMM) associated
with persistent low-lying placenta (LLP) and placenta previa (PP)
using a national database.
Study Design: We conducted a retrospective analysis using the
Nationwide Readmissions Database (NRD) from 2017 through
2019, reflecting the initial 3 years of coding for LLP. Patients with
multifetal gestation, ectopic/molar pregnancies, and other pla-
cental abnormalities were excluded. Hemorrhage was defined as
ante-, intra-, and post-partum hemorrhage. Baseline characteris-
tics andmaternal outcomeswere compared using chi-square tests
for categorical variables and Kruskal-Wallis tests for continuous
variables. Multivariable regression analysis was used to evaluate
the risk ratios (RR) of adverse outcomes across these groups.
Results: Among 5,644,185 singleton deliveries, 11,755 were diag-
nosed with LLP & 23,817 with PP. Compared to normal
placentation, LLP was associated with a higher prevalence of
hemorrhage (21.1% vs. 4.1%, p < 0.001), and increased RR of
hemorrhage (RR: 5.19; 95% CI: 5.01-5.38), SMM (RR: 2.55, 95%
CI: 2.35-2.78), blood transfusion (RR: 3.08; 95% CI: 2.79-3.40), and
hysterectomy (RR: 4.69; 95% CI: 2.95-7.45). Additionally, delivery
admission with LLP was found to have a longer inpatient stay
(3 vs. 2 days, p < 0.001) and a higher cost ($21,451 vs. $17,025;
p < 0.001). Patients with PP had significantly worse outcomes
than those with normal placentation as well, with a 5.28-fold RR
of SMM, 7.11-fold RR of blood transfusion, and 10.49-fold RR of
hemorrhage.
Conclusion: With the institution of distinct coding for LLP
in 2017, we were able to distinguish between patients with
LLP and PP. While patients with PP are known to have poor
maternal outcomes, patients with LLP also have an increased risk
of hemorrhage, SMM, and prolonged inpatient care relative to
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normal placentation. These findings should be considered during
the prenatal counseling and management of patients with LLP.

560 | Association between a Healthy Plant-Based Diet and
Adverse Pregnancy Outcomes

McKenzie K. Jancsura1; William A. Grobman2; Jiqiang Wu2;
Michael Wirth3; David M. Haas4; Robert M. Silver5; George R.
Saade6; Judith H. Chung7; Lynn M. Yee8; Kartik K. Venkatesh2
1The Ohio State University College of Nursing, Columbus, OH;
2The Ohio State University, Columbus, OH; 3University of South
Carolina, Columbia, SC; 4Indiana University School of Medicine,
Indianapolis, IN; 5University of Utah, Salt Lake City, UT; 6Macon
& Joan Brock Virginia Health Sciences Eastern Virginia Medical
School at Old Dominion University, Norfolk, VA; 7University of
California- Irvine, Irvine, CA; 8Northwestern University Feinberg
School of Medicine, Chicago, IL

4:00 PM - 6:00 PM
Objective: We determined whether a healthy plant-based diet in
early pregnancywas associatedwith adverse pregnancy outcomes
(APOs).
Study Design: This is a secondary analysis of data from the
prospective Nulliparous Pregnancy Outcomes Study-Monitoring
Mothers-to-Be (nuMoM2b) cohort. We calculated Healthy Plant-
Based Diet Index (hPDI) scores from a validated food-frequency
questionnaire in the first trimester. Healthy plant-based foods
(e.g., whole grains, seed oils, vegetables) were assigned pos-
itive scores and unhealthy plant foods (e.g., refined grains,
sugar sweetened beverages) and animal foods (e.g., meat, dairy)
received negative scores. The hPDI was categorized in quartiles
from quartile 1 (Q1, least plant-based) to Q4 (most plant-based).
The outcomes were: small-for-gestational-age [< 10th percentile,

SGA], large-for-gestational-age [> 90th percentile, LGA]), hyper-
tensive disorder of pregnancy (HDP), gestational diabetes (GDM),
and preterm birth (PTB) < 37 weeks. APOs were evaluated
individually. Modified Poisson regression models adjusted for
age, income, education, and health insurance. Secondarily, we
assessed whether the above associations varied by adequate
neighborhood food access, determined using the USDA Food
Atlas).
Results: Among 7,981 nulliparous individuals with dietary and
outcome data, those who were in the highest quartile of a healthy
plant-based diet were at a lower risk of developing HDP (11.0%
vs 15.1%; aRR 0.76; 95% CI 0.62 to 0.94) and GDM (3.4% vs 4.1%;
aRR 0.64; 95% CI 0.44 to 0.92) compared with those in the lowest
quartile. The above associations did not vary by neighborhood
food access (interaction p-value= 0.31 for HDP and 0.52 for GDM
in adjustedmodels). Ahealthy plant-based dietwas not associated
with SGA, LGA, or PTB (TABLE).
Conclusion: A healthy plant-based diet in early pregnancy was
associated with a lower risk of developing HDP and GDM in
nulliparous individuals, after accounting for potential socioeco-
nomic confounders. Findings suggest the potential benefits of a
plant-based diet in early pregnancy and warrant further study.

561 | Effect of Oxytocin Rest on Labor Outcomes and
Uterine Contractility During Induction of Labor

McKenzie Barber1; Nandini Raghuraman2; Katherine H.
Bligard2; Jeannie C. Kelly2; Antonina I. Frolova3
1Washington University in Saint Louis, St. Louis, MO;
2Washington University School of Medicine in St. Louis, St. Louis,
MO; 3Washington University School of Medicine, St. Louis, MO

4:00 PM - 6:00 PM
Objective: For patients with inadequate contractions despite
high-dose continuous oxytocin (OT), a period of OT rest is
often trialed to resensitize uterine smoothmuscle toOT; however,
the utility of this is unknown. Our aimwas to determine the effect
of OT rest on labor outcomes and uterine contractility compared
to continuous OT during induction of labor (IOL).
StudyDesign: A secondary analysis of a prospective cohort study
of singleton, term pregnancies admitted in labor or for IOL from
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January 2020 to July 2022 was performed. Inclusion criteria were
nulliparity, IOL, and OT use. All patients had an intrauterine
pressure catheter placedwithin 30minutes ofmembrane rupture,
regardless of labor progress. OT rest was compared to continuous
OT. Primary outcomes were completion of first stage, length of
active phase, and length of second stage. We used multivariable
logistic regression to adjust for potential confounders. Secondary
outcomes were Cesarean delivery and Montevideo units (MVUs)
at three time points: active labor (cervix ≥ 6cm), max OT dose,
and first stage completion. Subgroup analysis was performed to
exclude OT rest for non-reassuring fetal status (NRFS).
Results: Of the 120 patients included, 55 (45.8%) had OT rest and
65 (54.1%) had continuous OT. Indications for OT rest were NRFS
(73.7%), protracted labor (12.3%), and other (14.0%). Those with
OT rest had significantly lower risk of completing the first stage
(aRR 0.81, 95% CI 0.52-0.97). This association persisted when OT
rest for NRFS was excluded (aRR 0.52, 95% CI 0.15-0.90). There
were no differences in max OT dose (19.1 vs 16.7, p = 0.24), length
of active phase, or length of second stage (Table 1). Those with OT
rest were more likely to deliver via Cesarean (Table 2). MVUs did
not differ between groups at any time (Table 2).
Conclusion: Nulliparous patients who had OT rest for pro-
tracted labor were 48% less likely to complete the first stage of
labor compared to those who had continuous OT; a higher pro-
portion also delivered via Cesarean. Further research is needed
to determine the utility of OT rest after diagnosis of protracted
labor.

562 | Baby Got #Vbac: A Content Analysis of Trending
Videos on Tiktok

Megan N. Happ1; Allison Chu2; Anissa Cervantes3; Jenny Wu4;
Jonas J. Swartz4
1Duke University, Durham, NC; 2Duke University School of
Medicine, Durham, NC; 3Howard University, Washington DC, DC;
4Duke University Medical Center, Durham, NC

4:00 PM - 6:00 PM
Objective: Obstetric providers may be able to combat disinfor-
mation and strengthen patient-provider trust by understanding
health information many of their patients consume on social
media. We aimed to characterize and evaluate vaginal birth after
Cesarean (VBAC) video content presented on TikTok.
Study Design: We used the web-scraping tool Apify to com-
pile the 100 top “#vbac” videos. Unrelated, unavailable, or
non-English videos were excluded. Two independent reviewers
collected twenty-six descriptive data points for each video; a third
arbitrated differences. Medical facts were appraised using VBAC
guidelines from American College of Obstetricians and Gyne-
cologists and Society of Maternal Fetal Medicine. Two validated
measures were used: a modified 5-point DISCERN scale assessed
information quality and Patient Education Materials Assessment
Tool (PEMAT) assessed understandability and actionability.
Results: The top 100 videos had approximately 156million views,
12million likes, and 317,000 shares. Amajority (81.0%)weremade
by non-healthcare professionals. The most common primary
video theme was a personal experience or opinion (36.0%); of
these, 13 (36.0%) mentioned distrust of or dismissal by providers.
Twenty percent of all videos addressed home birth after Cesarean
(HBAC), including 16 promoting HBAC by a single creator.
Twenty-four videos presented medical facts; of these, videos by
healthcare providers (n = 11) and non-healthcare providers (n
= 13) included evidence-based facts 64.0% (n = 7) and 46.0%(n
= 5) of the time, respectively. Overall videos exhibited high
understandability (PEMAT median 85.5%, SD 15.7%), but low
information quality (DISCERN mean 1.5, SD 0.9).
Conclusion: Videos with #vbac had low information quality,
a finding consistent with previous work evaluating videos on
contraception and abortion. Our study shows that top #vbac
videos often lack health information. Of videos that include
medical facts, many are incomplete or inaccurate. Obstetric
providers can use the findings of this study to engage with
patients they know are using TikTok for health education.
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563 | Second Stage of Labor Duration Among Patients with
Obesity: How Likely is Vaginal Delivery?

Xiang Yu Feng1; Christina Frasik1; Megan C. Oakes2
1University of California, Irvine Division of Maternal-Fetal
Medicine, University of California, Irvine, CA; 2MemorialCare
Miller Children’s and Women’s Hospital Long Beach, Miller
Children’s and Women’s Hospital, Long Beach, CA

4:00 PM - 6:00 PM
Objective: ACOG recently revised guidelines defining an abnor-
mally prolonged second stage labor as ≥ 3 hours. We sought to
evaluate the difference in vaginal delivery rate for nulliparous
patients with obesity and a singleton, term, vertex fetus (NTSV)
with a normal (< 3 hour) versus prolonged (≥ 3 hour) second stage
of labor.
Study Design: A retrospective cohort study of NTSV patients
with obesity who achieved the second stage of labor, delivered at
a tertiary care center hospital from 6/1/2023-12/31/2023. Obesity
was defined as BMI ≥ 30 kg/m2 on admission. The primary
outcome was vaginal delivery. Secondary outcomes included
select maternal and neonatal morbidities. Categorical variables
were compared using Chi square and Fisher’s exact. Normally
distributed continuous variables were assessed using Student’s
T-test. Multivariable logistic regression was used to adjust for
confounders.

Results: Of 348 included patients, 274 (78.7%) had a second stage
< 3 hours and 74 (21.3%) had a second stage ≥ 3 hours. Those
with a prolonged second stage were older (p = 0.04), more
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likely to be admitted for induction of labor (p< 0.01) and utilize
oxytocin in the second stage (p = 0.02). After adjusting for
confounders, a prolonged second stage was associated with a
22% lower likelihood of vaginal delivery (aRR 0.78, CI 0.41-0.95).
Patients with a prolonged second stage were more than 4 times
as likely to have an operative vaginal delivery (aRR 4.54, 95% CI
2.97-6.29). 3rd degree lacerations were more likely in a prolonged
second stage (aRR 10.25, 95% CI 2.02-41.55); however, the overall
frequency was low. There were no other differences in maternal
or neonatal morbidities between the groups.

Conclusion: While NTSV patients with obesity and a prolonged
second stage of labor had a lower likelihood for vaginal delivery
compared to those with a normal second stage duration, both
groups had high rates of success. In patients with a prolonged
second stage, 40% had an operative vaginal delivery, highlighting
the importance of this obstetric skill in preventing the first
cesarean section in patients with a protracted labor course.

564 | Prolonged Second Stage: What is the Likelihood of a
Safe, Vaginal Delivery?

Christina Frasik1; Xiang Y. Feng1; Megan C. Oakes2
1University of California, Irvine Division of Maternal-Fetal
Medicine, University of California, Irvine, CA; 2MemorialCare

Miller Children’s and Women’s Hospital Long Beach, Miller
Children’s and Women’s Hospital, Long Beach, CA

4:00 PM - 6:00 PM
Objective: ACOG has recently revised a clinical practice guide-
line defining a prolonged second stage labor as >3 hours, citing
increased risk for adverse maternal and neonatal outcomes
and lower likelihood of vaginal delivery at longer second stage
durations. We aimed to measure how second stage duration is
associated with vaginal delivery rate and adverse maternal and
neonatal outcomes.
Study Design: This was a retrospective cohort study of nulli-
parous, term patients with a singleton, vertex fetus (NTSV) deliv-
ered at a tertiary care center hospital from 6/1/2023-12/31/2023.
Patients who did not achieve the second stage of labor were
excluded. Patients were stratified into three groups based on
second stage duration: < 3 hours, >3 hours but < 4 hours, or >
4 hours. The association between second stage duration and all
outcomes was tested using the Cochran-Armitage test of trend.
Results: 700 patients were included. There was a significant
decrease in vaginal delivery rate with increasing duration of the
second stage (P-trend < 0.01). In contrast, there was a significant
increase in operative vaginal delivery rate with increasing second
stage duration (P-trend < 0.01). The rate of neonatal 5-minute
Apgar < 7 increased with increasing second stage duration (P-
trend 0.04); however, no other significant trends were noted for
other markers of maternal morbidity or neonatal ICU admission.
Conclusion: Patients who reached the second stage of labor were
significantly less likely to achieve a vaginal delivery as the second
stage duration increased. However, the overall vaginal delivery
rate remained high, with a significant proportion of operative
vaginal deliveries among those with a prolonged second stage.

565 | Longitudinal Trends in Symptom andMood During
Pregnancy: a Retrospective Study from Digital Health App

Mia Charifson1; Timothy Wen2; Bonnie Zell1; Isabel Fulcher1
1Delfina Care Inc, Delfina Care Inc, CA; 2University of California,
San Diego, Irvine, CA

4:00 PM - 6:00 PM
Objective: Pregnancy symptomatology and mood are routinely
captured during prenatal care, however, little data exists on how
their trajectories vary throughout pregnancy. The use of mobile
pregnancy trackers presents new opportunities to study symptom
and mood trajectories throughout pregnancy.
Study Design: Pregnant patients from three clinics enrolled in
a pregnancy mobile application between January 2023 and July
2024 and were instructed by their care team to track weekly
pregnancy symptoms (100 unique symptoms available to select)
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and daily mood rating (1 to 5) in the application. We plot the
trajectories of the top five symptom groups and average mood
throughout pregnancy using cubic splines. We perform statistical
tests for linear and quadratic terms in regression models to
describe trends by gestational week.
Results: By July 2024, there were n = 1445 patients using
the application. 1073 users reported a total of 24,273 symptoms
(average 22.62 symptoms per user) and 1100 reported a total
of 29,148 mood measures (average 26.5 moods per user). The
top five symptom groups ever reported in our cohort were
constitutional, musculoskeletal, gastrointestinal, obstetric, and
genitourinary symptoms (Table 1). Each symptom group had
a unique trajectory throughout pregnancy (Figure 1). Muscu-
loskeletal symptoms increased linearly (p< 0.01) and gastroin-
testinal symptoms decreased linearly (p< 0.01). Constitutional
(p< 0.01), obstetric (p< 0.01), and genitourinary (p< 0.01) all
had U-shaped curves throughout pregnancy. Average mood also
exhibited a slight inverted U-shaped curve (p< 0.01), although
variation throughout pregnancy was low overall (SD = 0.15).
Conclusion: We observed distinct trajectories of symptoms and
mood throughout pregnancy. Such information could improve
personalized pregnancy care, use evidence-based knowledge
to normalize pregnancy experiences, and may be potentially
informative for early detection of adverse outcomes.

566 | Oral Presentation Conversion to Manuscript
Publication Among Obstetrics and Gynecology
Subspecialty Meetings

Minhazur R. Sarker1; Maha Pasha2; Dana R. Canfield3; Blair
Thompson4; Dylan Hutson4; Megan King4; Harriet Rothschild4;
Rachel L. Wiley1; Gladys (Sandy) A. Ramos1; Cynthia
Gyamfi-Bannerman1

1University of California, San Diego, San Diego, CA; 2N/A, San
Diego, CA; 3UC San Diego Health, San Diego, CA; 4University of
California San Diego, San Diego, CA

4:00 PM - 6:00 PM
Objective: We aimed to evaluate the oral presentation to
full manuscript conversion rate of Obstetrics and Gynecology
subspecialty meetings.
Study Design: We evaluated the 2019 meeting supplements
from four subspecialty societies: 1) Society for Maternal-Fetal
Medicine (SMFM), 2) Society of Gynecologic Oncology (SGO),
3) American Urogynecologic Society (AUGS), and 4) American
Society for Reproductive Medicine (ASRM). Abstracts awarded
an oral presentation were included and queried on PubMed
using a multimodal method incorporating abstract keywords and
first and last author’s names to determine publication status.
An abstract was classified as a published manuscript if the
first author of the meeting abstract was credited in the final
publication. The primary outcome was publication status. Sec-
ondary outcomes included first author consistency, manuscript
journal impact factor, and time to publication. All analyses were
performed on STATA IC 15.1 with Chi-square, ANOVA, and
Kruskal-Wallis to determine statistical significance at a p-value
< 0.05.
Results: There were differences in the proportion of abstracts
presented as oral presentations with SMFM 109/1059 (10.3%),
SGO 42/629 (6.7%), AUGS 153/704 (21.4%), and ASRM 276/1099
(25.1) (p-value < 0.01, Table 1). SMFM and SGO had a greater
proportion of randomized controlled trials and SMFM had the
greatest proportion of basic science studies. Among oral presen-
tations, the publication rate was greatest for SGO (78.6%) and
SMFM (74.3%), lower in AUGS (66.7%), and lowest in ASRM
(51.1%) (p-value < 0.01, Figure 1). Among published manuscripts,
SMFM had the highest median impact factor and quickest
median time to publication (p-value < 0.01, Table 1). There were
no differences noted in first author consistency (Table 1).
Conclusion: We found that the societies with the lowest pro-
portion of oral presentations had the highest publication rate.
More importantly, 21-49% of all oral presentations at subspecialty
meetings are unpublished suggesting the need to improve the
mechanism for or access by which highly regarded research
translates to publication.
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567 | Practice Patterns in the Administration of Antenatal
Corticosteroids in Patients at Risk of Preterm Birth

Moti Gulersen1; Frank I. Jackson2; Ashley N. Battarbee3;
Vincenzo Berghella1; Matthew J. Blitz2
1Sidney Kimmel Medical College of Thomas Jefferson University,
Philadelphia, PA; 2Northwell, New Hyde Park, NY; 3Center for
Women’s Reproductive Health, University of Alabama at
Birmingham, Birmingham, AL

4:00 PM - 6:00 PM
Objective: Although suboptimal timing of antenatal corticos-
teroid (ACS) administration in patients at risk of preterm birth
(PTB) is well known, studies stratifying timing by GA at admin-
istration are limited. We aimed to evaluate whether ACS timing

differs by gestational age (GA) of administration in patients at risk
of PTB.
Study Design: Multicenter retrospective cohort of all singleton
pregnancies exposed to ACS between 22 0/7-36 6/7 weeks of ges-
tation and delivered from 2019-2023. Patients who had neonates
that were not actively resuscitated at birth and intrauterine fetal
demise were excluded. The primary outcome of time interval
from ACS administration to delivery, stratified by < 2, 2-7, and
>7 days, was compared among 4 gestational age groups: 22 0/7-
25 6/7, 26 0/7-29 6/7, 30 0/7-33 6/7, and 34 0/7-36 6/7 weeks of
gestation. The secondary outcome was delivery at term (37 0/7
weeks of gestation or later). Statistical analysis included use of
Chi-squared test. Statistical significance was set P < 0.05.
Results: Of the 116,803 patients who delivered during the study
period, 5,003 (4.3%) received ACS prior to delivery. Primary and
secondary outcomes are displayed in the Table.
Conclusion: Data from this large cohort suggest that optimal
timing of ACS in patients at risk of PTB is low, regardless of
gestational age of ACS administration. The likelihood of optimal
timing is significantly decreased in the late preterm period
compared to early preterm periods. A significant proportion
of patients exposed to ACS in the periviable period deliver at
term. These data highlight the importance of developing PTB
prediction tools to aid practitioners in optimizing the timing of
ACS.

568 | Should Antenatal Corticosteroids Be Considered in
Singletons Undergoing Cerclage at 22 0/7-23 6/7 Weeks’
Gestation?

Moti Gulersen1; Frank I. Jackson2; Rupsa C. Boelig3; Eran
Bornstein4; Vincenzo Berghella1; Matthew J. Blitz2
1Sidney Kimmel Medical College of Thomas Jefferson University,
Philadelphia, PA; 2Northwell, New Hyde Park, NY; 3Sidney
Kimmel Medical College, Thomas Jefferson University,
Philadelphia, PA; 4Northwell Lenox Hill Hospital, New Hyde Park,
NY

4:00 PM - 6:00 PM
Objective: The American College of Obstetricians and Gynecol-
ogists (ACOG) suggests that antenatal corticosteroids (ACS) can
be considered as early as 22 0/7 weeks’ gestation in patients at
increased risk of preterm (PTB) within 7 days of presentation.
We aimed to evaluate the likelihood of delivery within 7 days
of cerclage placement to determine whether ACS should be
considered in this high-risk population.
Study Design: Multicenter retrospective cohort of all singletons
undergoing an ultrasound-indicated cerclage (UIC) or physical
exam-indicated cerclage (PEIC) between 22 0/7-23 6/7 weeks’
gestation and delivered from 01/2018-06/2023. The primary
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outcome was delivery < 7 days after cerclage placement. Sec-
ondary outcomes included delivery < 14 days after cerclage
placement and PTB. We planned to compare baseline charac-
teristics at the time of cerclage placement between those who
delivered < 7 days versus 7 days or later after cerclage. Statistical
analysis included use of Pearson’s chi-square for categorical
variables and Wilcoxon rank sum test for continuous variables.
Statistical significance was set P < 0.05.
Results: Of the 83 patients included, 61 (73.5%) underwent an
UIC and 22 (26.5%) underwent a PEIC. There were no patients
who delivered < 7 days after cerclage placement; thus, we
primarily compared those who delivered < 14 days versus 14 days
or later. Three (3.6%) of patients delivered < 14 days after cerclage
placement (12, 13, and 13 days). The prevalence of PTB< 37 weeks
was 70.0%. Baseline characteristics compared between the two
groups are displayed in theTable. Patientswhodelivered< 14 days
after cerclage more commonly had a BMI > 40 kg/m2 compared
to those who delivered later (Table).
Conclusion: Although patients undergoing cerclage at 22 0/7-23
6/7 weeks’ gestation are at high risk of PTB, none of the patients
in this cohort delivered < 7 day after placement. These data
suggest that ACS administration may be deferred in this patient
population unless additional indications are present.

569 | The Impact of Peripartum Fever on Long-Term
Neurological Morbidity in Offspring

Narkis Hermon1; Omri Zamstein2; Tamar Wainstock3; Eyal
Sheiner3
1Soroka Medical Hospital, Soroka Medical Center, HaDarom;
2Soroka University Medical Center, Soroka University Medical
Center, HaDarom; 3Department of Obstetrics and Gynecology,
Soroka University Medical Center, Ben-Gurion University of the
Negev, Beer-Sheva, Israel., Beer Sheva, HaDarom

4:00 PM - 6:00 PM
Objective: Peripartum fever, resulting from various infectious
and non-infectious causes, can lead to adverse maternal and
neonatal outcomes. This study explores the potential long-term
neurological effects of peripartum fever on the offspring.
Study Design: A population-based cohort analysis was con-
ducted at a tertiary referral hospital to assess the incidence of

neurological conditions in the offspring—encompassing both
hospital and community-based diagnoses—based on the pres-
ence of peripartum fever. Kaplan-Meier survival curves evaluated
the cumulative incidence of morbidity, while Cox proportional
hazards models adjusted for confounding factors.
Results: In this study involving 232,476 deliveries, 1,728 (0.7%)
were associated with peripartum fever. Compared to the group
without fever, those with peripartum fever exhibited significantly
higher incidences of hypertensive disorders (9.5% vs. 4.6%),
preterm births (15.7% vs. 7.0%), non-reassuring fetal heart rate
patterns (17.7% vs. 5.4%), and cesarean deliveries (47.0% vs. 13.8%;
Table). Although overall neurological morbidity in the offspring
was somewhat higher in the fever group (19.6% vs. 17.4%, p
= 0.018), there was no notable difference in the occurrence of
autism spectrum disorders (0.3% vs. 0.5%, p = 0.62). Additionally,
the Kaplan-Meier analysis revealed no significant difference in
the overall neurological morbidity (Log-rank p-value = 0.899;
Figure). Following adjustments for maternal age and gestational
age at birth, there was no significant association between peripar-
tum fever and long-term neurological outcomes in the offspring
(adjusted HR = 0.95, 95% CI 0.85–1.06, p = 0.35; Table).
Conclusion: Peripartum fever is linked to increased rates of
obstetric complications; however, it does not significantly impact
long-term neurological outcomes in offspring.
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570 | Maternal and Neonatal Outcomes: Ampicillin Plus
Gentamicin vs. Ampicillin Alone for Intrapartum Fever

Natav Hendin; Yarin Mash; Or Bercovich; Yossi Geron; Mor
Ginat Shaked; Eran Hadar; Ohad Houri
Rabin Medical Center, Petach Tikva, HaMerkaz

4:00 PM - 6:00 PM
Objective: To evaluate the effectiveness of ampicillin plus
gentamycin versus ampicillin alone in treating women with
intrapartum fever.
StudyDesign: 10-year retrospective study at a single tertiary hos-
pital, including term singleton vaginal deliveries who developed
isolated intrapartum fever (≥38◦C) without any concurrent evi-
dence of infection. The department’s treatment protocol changed
in 2016 from ampicillin alone to ampicillin plus gentamicin. Pri-
mary outcome was puerperal endometritis. Secondary outcomes
includedmicrobiological studies, such asmaternal urine or blood
cultures, and neonatal outcomes.
Results: A total of 389 women met inclusion criteria and were
treated with either ampicillin alone (n = 128, 33%) or ampicillin
plus gentamycin (n = 261, 67%). The incidence of endometritis
was higher in the ampicillin group compared to the ampicillin
plus gentamycin group, although not statistically significant
(6.25% vs. 2.30%, P = 0.08). Blood and urine culture positivity
rates were similar (6.25% vs. 4.60%, p = 0.47, 2.34% vs. 5.36%, p
= 0.20 respectively). Maternal hospitalization was longer for the
ampicillin group (3.36 ± 1.1 days vs. 3.03 ± 1.04 days, P< 0.01).
Neonatal intensive care unit (NICU) admission rates were sig-
nificantly higher in the ampicillin group (36.7% vs. 11.9%, P<
0.01). Conversely, among the neonates admitted to the NICU, the
incidence of respiratory pathologies, such as respiratory distress
syndrome or transient tachypnea of the newborn, and the need
for ventilation were significantly higher in the ampicillin plus
gentamycin group (2.1% vs. 25.8%, P< 0.01, 4.3% vs. 38.7 %, p< 0.01
respectively) (Table 1).
Conclusion: Women treated with ampicillin alone for intra-
partum fever had higher rates of adverse maternal outcomes
compared to those treated with ampicillin plus gentamycin.
Although NICU admission rates were higher in the ampicillin
group, respiratory diseases were more prevalent in the ampicillin
plus gentamycin group.

571 | Neonatal Outcomes After Expedited Delivery Versus
Expectant Management for Preeclampsia with Severe
Features

Frank I. Jackson; Nathan A. Keller; Sarah H. Abelman; Luis A.
Bracero; Matthew J. Blitz
Northwell, New Hyde Park, NY

4:00 PM - 6:00 PM
Objective: To determine if expectant management versus expe-
dited delivery for preeclampsia with severe features (sPEC)
improves neonatal outcomes.
Study Design: Retrospective cohort study of pregnancies com-
plicated by sPEC within a large health care system in New
York between 2019 and 2023. Patients who delivered < 24
hours after diagnosis (immediate delivery), without receiving two
doses of betamethasone were excluded. Deliveries were classified
as expectant management (EM) if they occurred > 72 hours
after diagnosis and as expedited delivery (ED) if they occurred
within 24-72 hours after diagnosis. The primary outcome was
severe neonatal morbidity (SNM), a composite neonatal adverse
outcome indicatorwhich includes diagnoses and procedures. Sec-
ondary outcomes included respiratory distress syndrome (RDS),
bronchopulmonary dysplasia (BPD), interventricular hemor-
rhage (IVH), and sepsis. Analysis was performed separately for
deliveries at 28-34 weeks and < 28 weeks due to presumed
variation in clinical management strategies. A logistic regression
was performed. All statistical analyses were performed in R 4.3.1.
Results: In total, 218 patientswere included for analysis: 178 (81.7)
delivered between 28 and 34 weeks and 40 (18.3) delivered at< 28
weeks. Overall, the time interval from diagnosis to delivery had
a median of 4.0 days [IQR: 2.4-8.0]. There were no significant
differences in SNM, RDS, BPD, IVH, or sepsis between the ED
and EM groups in either gestational age grouping (Table 1).
Conclusion: Pregnancies complicated by sPEC did not show
improvement in SNM, RDS, BPD, IVH, or sepsis whether the
delivery was expedited or occurred after expectant management.
Significant maternal risks without clear neonatal benefit of
expectant management may favor expedited delivery.
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572 | Racial and Ethnic Disparities in Severe Maternal
Morbidity and Icu Admission by Bariatric Surgery Status

Nathan A. Keller; Frank I. Jackson; Sarah H. Abelman; Luke
Pierce; Sarika Arora; Alexis Palmer; Luis A. Bracero; Matthew J.
Blitz
Northwell, New Hyde Park, NY

4:00 PM - 6:00 PM
Objective: To assess racial and ethnic disparities in severe
maternal morbidity (SMM) and ICU admission in patients with
and without a history of bariatric surgery.
Study Design: Retrospective cohort study of pregnancies within
a large health care system in New York from 2019-2023. The
primary exposure was bariatric surgery, which included: gastric
sleeve, gastric band, Roux-en-Y gastric bypass, and biliopan-
creatic diversion with duodenal switch. Race and ethnicity
were self-identified from pre-specified categories. The primary
outcome was SMM during delivery hospitalization. SMM was
defined using the Centers for Disease Control and Prevention
(CDC) criteria which includes 21 indicators. A multivariable
logistic regressionwas used to estimate the strength of association
between prior bariatric surgery and SMM and ICU admission,
adjusting for Obstetric Comorbidity Index (OBCMI) and race and
ethnicity group. All statistical analyses were performed in R 4.3.1.
Results: In total, 127,959 pregnancies with delivery outcomes
were identified with 493 (0.4%) with and 127,466 (99.6%) without
a history of bariatric surgery. SMM occurred in 43 (8.7%) of
pregnancies with a history of bariatric surgery and in 5,333 (4.2%)
of pregnancies without such a history [unadjusted OR: 2.19, 95%
CI 1.58-2.96]. After adjustment for OBCMI and race and ethnicity
groups, no significant differences among SMM in patients with a
history of bariatric surgery was observed [aOR: 1.37, 95% CI 0.98-
1.88]. ICU admission occurred in 12 (2.4%) pregnancies with a
history of bariatric surgery and in 797 (0.6%) pregnancies without
such a history [aOR: 2.13, 95% CI 1.11-3.71]. All other race and
ethnicity groups were at increased risk for SMM compared to
Non-Hispanic White patients (Table 1).
Conclusion: A history of bariatric surgery was associated with
increased risks of SMM before, but not after, adjustments for
OBCMI and race and ethnicity group. ICU admission was signif-
icantly increased even after adjustments. Significant differences
in SMM were seen by race and ethnicity group.

573 | Ultrasonographic Fetal Lung Echotexture Analysis in
the Prediction of Neonatal Respiratory Distress Syndrome

Nathan A. Keller1; Luis A. Bracero1; Frank I. Jackson1; Insaf
Kouba2; Christina Karras1; Sarah H. Abelman1; Wassil Kouba1;
Matthew J. Blitz1; Sleiman R. Ghorayeb1
1Northwell, New Hyde Park, NY; 2Northwell, St. Petersburg, FL

4:00 PM - 6:00 PM
Objective: To determine if ultrasonographic fetal lung echo-
texture analysis is predictive of neonatal respiratory distress
syndrome (RDS).
Study Design: Prospective cohort study of singleton gestations
with medically-indicated ultrasound examinations from October
2017 through September 2021. Grayscale transverse fetal lung
images were obtained at the level of the four-chamber heart
view with GE Voluson E8 and E10 ultrasound machines with
convex array transducers. A region of interest was selected in
each fetal lung image. Fetal lung heterogeneity index (HI) was
determined with MATLAB software using a dithering technique
with ultrasound image pixels transformed into a binarymap from
which a dynamic range value was determined. The fetal lung
HI ultrasound occurred < 7 days prior to delivery. Pregnancies
were categorized by delivery timing: late preterm (34+0 to 36+6
WGA), early term (37+0 to 38+6 WGA), and full-term (39+0 to
40+6 WGA). Pregnancies with delivery occurring > 7 days from
HI measurement were excluded from the analysis.
Results: In total, 468 singletons were delivered < 7 days from
the HI ultrasound examination. Of these, 94 (20.1%), 276 (59.0%),
and 98 (20.9%) delivered preterm, early term, and full term,
respectively. RDS occurred in 20 (21.3%) of late preterm, 3 (1.0%) of
early term, and 1 (1.0%) of full term deliveries. Figure 1 shows the
receiver operating characteristic (ROC) curve for fetal lungHI as a
predictor of RDS in the preterm delivery cohort. HI was modestly
predictive of RDS in the late preterm cohort (AUC: 0.632), but not
in the early or full term cohort, potentially from low incidences of
RDS in these time frames.
Conclusion: Fetal lung HI had a modest association with RDS
in the late preterm time period which is the time of greatest fetal
lungHI change and greatest risk of RDS.While fetal lungHI alone
may not be a great predictor of RDS, it may be a useful adjunct
when combined with other pregnancy risk factors.
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574 | Risk Factors for Maternal Abruption after the
Fetoscopic Laser Surgery for Twin Twin Transfusion
Syndrome

Neha Agarwal1; Ramesha Papanna2; Dejian Lai3; Anthony
Johnson4; Sami Backley5; Eric P. Bergh6; Edgar A.
Hernandez-Andrade2; Gustavo Vilchez7; Felicia V. LeMoine5;
Alexandra Garcia5; Tania clarete5; Elisa Garcia5; Ashley Salazar8;
Jimmy Espinoza5
1Division of Fetal Intervention, Department of Obstetrics,
Gynecology and Reproductive Sciences, UTHealth McGovern
Medical School, Houston, TX, USA, Houston, TX; 2McGovern
Medical School at UTHealth Houston, Houston, TX; 3UT School of
Public Health, Houston, TX; 4McGovern Medical School University
of Texas Health Science Center at Houston (UThealth), Houston,
TX; 5Division of Fetal Intervention, Department of Obstetrics,
Gynecology and Reproductive Sciences, McGovern Medical School
at UTHealth Houston, Houston, TX; 6UT Health, Houston, TX;
7UTHealth Houston, Houston, TX; 8Division of Fetal Intervention,
Department of Obstetrics, Gynecology and Reproductive Sciences,
McGovern Medical School at UT Health Houston, Houston, TX

4:00 PM - 6:00 PM
Objective: To evaluate the risk factors associated with mater-
nal abruption in twin-twin transfusion syndrome (TTTS) after
fetoscopic laser surgery (FLS).
Study Design: This retrospective study included TTTS cases
that underwent FLS between 2011 and 2024 at a single insti-
tution. Maternal demographics and preoperative, intraoperative
and postoperative outcomes were collected. Patients were sub-
sequently grouped by abruption status. Placental abruption
was diagnosed based on documentation in the medical record.
Multiple logistic regression analysis was performed to identify
risk factors, adjusted for maternal ethnicity, placental location,
gestational age at FLS, amnioinfusion, amnioreduction, number
of uterine entries, Solomonization, laser time and kilojoules,
chorioamnion separation (CAS) observed on the first postoper-
ative day, and preterm prelabor rupture of membrane (PPROM).
Results: 749 patients were enrolled in the study. Among them,
88 (11.7%) were complicated by maternal abruption. Patients with
abruption delivered earlier than those without abruption (29.2

[26.3, 31.5] wks. vs 32 [28.5, 34.2] wks., p < 0.001). There were
no significant statistical differences in maternal age, race, BMI,
smoking status or other demographics or intraoperative variables
between groups (Table 1). Rates of CAS (18.1% [16/88] vs. 9.6%
[64/661], p = 0.04) and PPROM (61.3% [54/93] vs 37% [245/655],
p = 0.001) were statistically significantly higher among the
abruption group than the no abruption group. Multiple logistical
regression demonstrated that CAS and PPROM are significant
risk factors for placental abruption ([aOR, 2.04; 95%CI 1.01–4.11, p
= 0.04] and [aOR, 2.16; 95% CI 1.29-3.61, p = 0.003], respectively).
Conclusion: CAS and PPROM are significant risk factors for
placental abruption. After FLS, patients with CAS and PPROM
should be advised of the increased risk for placental abruption.

575 | Evaluation Of Severity Determination Using
Transvaginal Ultrasound In Placenta Accreta Spectrum
Scoring (TUPAS)

Neha Agarwal1; Sarah T. Mehl2; Edgar A. Hernandez-Andrade2;
Dejian Lai3; Gustavo Vilchez4; Eleazar E. Soto2; Farah H. Amro2;
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Rosa Guerra5; Sen Zhu6; Baha M. Sibai2; Sean C. Blackwell2;
Ramesha Papanna2
1Division of Fetal Intervention, Department of Obstetrics,
Gynecology and Reproductive Sciences, UTHealth McGovern
Medical School, Houston, TX, USA, Houston, TX; 2McGovern
Medical School at UTHealth Houston, Houston, TX; 3UT School of
Public Health, Houston, TX; 4UTHealth Houston, Houston, TX;
5Division of Gynecologic Oncology, Department of Obstetrics,
Gynecology and Reproductive Sciences, McGovern Medical School
at UTHealth Houston, Houston, TX; 6McGovern Medical School
at the University of Texas, Houston, TX

4:00 PM - 6:00 PM
Objective: We showed that TUPAS, based on loss of uterine wall
interface (LUS), arterial vascularity, and cervical involvement,
can determine PAS severity based on blood loss during surgery.
This study aims to validate the TUPAS in an external cohort and
associate it with surgical outcomes.
StudyDesign: This is a retrospective cohort study of consecutive
patients referred to our center for suspected PAS from 2023-2024.
Transvaginal ultrasound evaluated the LUS and cervix per pre-
defined protocol (evaluating the placental-uterine/cervical and
bladder interface with bladder half full). Patients were managed
per usual clinical approach, not based on TUPAS, including c-
section with placenta removal, c-hysterectomy, and conservative
management. An examiner blinded to patient history and clinical
outcomes retrospectively scored images/clips. Cumulative scores
of 0-9 were converted to 4 categories as previously published
(0: score 0; 1: score 1-3; 2: score 4-6; 3: score 7-9). The primary
outcome was calculated estimated blood loss (cEBL) during the
primary surgery. Secondary outcomes were surgery type, blood
product transfusion, ICU admission and length of hospital stay.
Results: 86 patients were referred: 78 were included in the
analysis, 6 had incomplete or no images, 2 had placenta in the
upper uterine segment. Maternal demographics and number of c-
section deliveries did not differ by category. Surgicalmanagement
differed by category: all Cat-0 patients and 82% in Cat-1 had c-
section with placenta removal (Tab 1). Cystotomy occurred only
in Cat-3. From multiple linear regression analysis in log scale,
Cat-3(β = 0.94, p = 0.002) was associated with greater blood loss
than other categories, irrespective of surgery type, on multiple
linear regression. C-hysterectomy in Cat-3 was associated with
higher cEBL (Fig1.), requiring massive transfusion, and more
severe pathology than Cat-2.
Conclusion: Our scoring strongly associated with severity of
PAS with blood loss regardless of management approach. Cat 3
represents the most severe cases; referral to a tertiary care center
specializing in PAS management should be considered.

576 | Dietary Risk Factors for Excess Weight Gain in
Pregnancy

Ngantu Le1; Megan L. Lawlor1; Jeannie C. Kelly2; Sarah K.
England3; Antonina I. Frolova4; Nandini Raghuraman2; Peinan
Zhao3
1Washington University in St. Louis, St. Louis, MO; 2Washington
University School of Medicine in St. Louis, St. Louis, MO;
3Washington University, St. Louis, MO; 4Washington University
School of Medicine, St. Louis, MO

4:00 PM - 6:00 PM
Objective: Excess gestational weight gain (GWG) is associ-
ated with adverse pregnancy and metabolic outcomes. Patients
are motivated to improve their health during pregnancy but
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describe a lack of knowledge on dietary recommendations. We
investigated dietary components that are most associated with
GWG.
Study Design: This is a nested case control study in a cohort
of singleton pregnancies who completed the NIH Dietary Health
Questionnaire II (DHQ-II) in the third trimester or within 3
months of delivery. Cases were patients with excess GWG greater
than the Institute of Medicine (IOM) recommended guidelines.
Controls were patients with GWG within the IOM guidelines.
Those with GWG below guidelines were excluded. Exposures of
interest were Healthy Eating Index-2015 (HEI-2015) score compo-
nents and other DHQ-II dietary components. These components
were compared between cases and controls.Multivariable logistic
regression was used to adjust for BMI at first prenatal visit.
Results: 531 patients completed the DHQ-II, among which
312 (58.8%) had excess GWG and 219 (41.2%) had appropriate
GWG. There were no significant socioeconomic differences
between those with excess and adequate GWG. The average BMI
was 29.60±8.07 kg/m2 among patients with excess GWG and
27.20±7.49 kg/m2 among patients with appropriate GWG (P =
0.001). Overall HEI-2015 scores were not significantly different
between cases and controls. However, a diet composed of low
whole grains (aOR 1.75, 95% CI 1.18- 2.60) or high dairy intake
(aOR 1.84, 95% CI 1.18- 2.81) was associated with excess GWG.
Conclusion: A diet low in whole grains or high in dairy is
associated with excess GWG. Obstetric providers should address
specific dietary components when counseling patients about
GWG.

577 | Predicting Live Birth with the PRC2 Age Index, a
Novel Epigenetic Biomarker

Nicola C. Perlman1; Andrea Cipriano2; Daniel J. Simpson3; Xixi
D. Plummer1; Samantha L. Kruger1; Arian Korshid2; Janet
Hurtado1; Ruth B. Lathi1; Danielle M. Panelli1; Vittorio
Sebastiano2; Katherine Bianco1
1Stanford University, Palo Alto, CA; 2Stanford University,
Stanford, CA; 3Mayo Clinic, Rochester, MN

4:00 PM - 6:00 PM
Objective: Polycomb Repressive Complex 2 (PRC2) is a novel
epigenetic biomarker of advanced cellular aging that has not yet
been evaluated in pregnancy. PRC2 regions, present in all somatic
cells, are associatedwithCpGswhich gainDNAmethylationwith
age. We evaluated whether PRC2 related methylation changes, as
a marker of cellular aging, were associated with live birth in a
preconception population.
Study Design: This pilot study utilized biobanked samples from
patients desiring pregnancy at an academic center. Peripheral
blood mononuclear cell DNA was extracted from buffy coat.
Using the Illumina Infinium MethylationEPIC BeadChip array,
we evaluated CpG methylation at PRC2 sites to generate the
“PRC2 Age Index.” Mean PRC2 site methylation was reported
for each patient. Patients were then grouped by chronologic age
(age by birthdate) decade. The primary outcome was successful
live birth, defined as pregnancy and delivery of live infant after
24 weeks. Using the PRC2 Age Index, mean methylation was
compared between live birth and no live birth within chronologic
age decades.
Results: 64 patient samples were analyzed. In the population,
57.2% had a live birth, of which 80% utilized assisted reproductive
therapy. Demographics were overall similar between those with
and without live birth. As expected, when the PRC2 Age Index
was applied, patients in each chronologic age decade gained
methylation. There were trends towards increased methylation
of the PRC2 Age Index in people with no live birth across
all chronologic age decades (Figure 1). Mean methylation was
plotted for the live birth versus the no live birth groups (Figure
2).
Conclusion: The PRC2 Age Index correlated increased methy-
lation at PRC2 sites with aging in a preconception population.
Although insignificant, the PRC2 age index exhibited trends
in increasing mean methylation for people without live birth,
suggesting accelerated cellular aging compared to live birth
counterparts. Larger studies evaluating the PRC2 Age-Index may
contribute to understanding of biological age and outcomes in a
reproductive age population.
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578 | The Association of Race and Ethnicity with
PostpartumHemorrhage Care Escalation

Nigel Madden; On behalf of the Eunice Kennedy Shriver
National Institute of Child Health and Human Development
Maternal-Fetal Medicine Units Network
Beth Israel Deaconess Medical Center, Boston, MA

4:00 PM - 6:00 PM
Objective: We aimed to evaluate whether there were racial
and ethnic disparities in postpartum hemorrhage (PPH) care
escalation after cesarean birth in a large, diverse cohort of birthing
people.
Study Design: Secondary analysis of a multicenter placebo-
controlled randomized trial of prophylactic use of tranexamic
acid during cesarean birth. We included participants who self-
reported as non-Hispanic White (NHW), non-Hispanic Black
(NHB), or Hispanic and who had a PPH (estimated blood loss
[EBL] > 1L). Based on a published algorithm for classifying PPH
management, the primary outcome was level of PPH care inter-
vention during the delivery admission: Level 0 (no intervention
beyond standard third stage oxytocin), Level 1 (uterotonics only),
Level 2 (performance of a procedure), and Level 3 (hysterectomy).
We created multivariable ordinal regression models to evaluate
the independent association between race/ethnicity and receipt
of higher levels of anti-hemorrhagic intervention. A secondary
analysis stratified these results by PPH severity.
Results: Of 656 individuals who met inclusion criteria, 37%
identified as NHW, 27% as NHB, and 36% as Hispanic. A majority
received no interventions, with 360 (55%) Level 0, 154 (23%) Level
1, 118 (18%) Level 2, and 24 (4%) Level 3. NHB patients had a lower
pre-delivery hemoglobin (10.9 mg/dL NHB vs. 11.7 NHW vs. 11.8
Hispanic, p< 0.01). In adjusted analyses, NHB patients had lower
odds of receiving higher levels of PPH care compared to NHW
patients (aOR 0.48, 95% CI 0.31-0.75, Table 1). As a proportion of
Level 1 interventions, NHB patients received methylergonovine
less often (9.0% NHB vs. 29.6% NHW vs. 30.3% Hispanic,
p < 0.01). When stratified by severity of PPH, NHB patients had
significantly lower odds of receiving higher levels of PPH care

at an EBL between 1500-1999mL (aOR 0.32, 95% CI 0.14-0.78,
Table 2).
Conclusion: NHB patients with PPH after cesarean birth had
50% lower odds of receiving higher levels of anti-hemorrhagic
intervention and this finding persisted at higher EBL. Racial
differences in PPH care escalation may underlie disparities in
PPH outcomes.

579 | Obesity andWeight Gain: How are the SMFMAnnual
Meetings Weighing in?

Nkechinyelum Ogu; Jacqueline C. Hairston
Northwestern University Feinberg School of Medicine, Chicago, IL

4:00 PM - 6:00 PM
Objective: Obesity and weight gain are commonly understood
risk factors for adverse pregnancy outcomes and the Society for
Maternal-Fetal Medicine (SMFM) Annual Meeting is one of the
primary venues for high impact research on this topic. We sought
to determine whether scientific presentations regarding obesity
were focused on interventions to improve maternal and neonatal
outcomes versus identification of risk factors.
Study Design: This is a descriptive study of abstract submissions
related to obesity from the 2020 to 2024 SMFMAnnual Meetings.
Two independent researchers searched abstract titles with the
following terms: “obesity”, “obese”, “weight gain”, “habitus”,
“overweight”, “body mass index”, and “BMI”. The abstracts were
then reviewed to determine if obesity was studied as a risk factor
or if a clinical intervention was evaluated for the management
of patients with obesity. Abstracts with multiple search terms
in the title were only analyzed once and redundancies were
eliminated. Only human studies were eligible for inclusion.
The categorization of each abstract was compared and if a
discrepancy arose a third-party independent researcher provided
final designation.
Results: Of the 6,023 abstracts presented at SMFM from 2020
to 2024, 254 (4.2%) were regarding obesity and weight gain and
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met criteria for inclusion. There were no abstracts with “habitus”
or “overweight” in the title. 38 (15%) abstracts focused on inter-
ventions related to obesity and weight gain. 216 (85%) abstracts
concentrated on obesity as a risk factor. 16 (6.3%) abstracts were
oral presentations, ofwhich eight featured interventions.Abstract
categorization by year was assessed (Table 1).
Conclusion: Obesity is a well-studied risk factor in perinatal
outcomes, yet studies of interventions that aim to mitigate
obesity-related morbidity represent a minority of presented sci-
ence on this topic. Further studies directed towards interventions
and protocols to improve care surrounding obesity and weight
gain are needed.

580 | The Association Between Group B Streptococcus
Colonization and Long Term Infectious Morbidity of the
Offspring

Noa Leybovitz Haleluya1; Tamar Wainstock2; Eyal Sheiner2
1Soroka Medical Center, Meitar, HaDarom; 2Department of
Obstetrics and Gynecology, Soroka University Medical Center,
Ben-Gurion University of the Negev, Beer-Sheva, Israel., Beer
Sheva, HaDarom

4:00 PM - 6:00 PM
Objective: Group B Streptococcus (GBS) colonizes the gastroin-
testinal and genital tracts of pregnant women. Determining
colonization state near delivery time is an important determinant
of infections in infants. Positive GBS carrier state is associated
with short-term infant morbidity and mortality. However, long-
term effects were not thoroughly studied. We aimed to study
the association between positive test for GBS colonization near
delivery and long-term infectious morbidity of offspring.
Study Design: A population based cohort analysis was per-
formed comparing infectious related pediatric morbidity among
offspring to mothers with positive GBS status and negative
or unknown GBS status. The analysis included all singletons
born between the years 2002- 2021 at a single tertiary regional
medical center. Infants with congenital malformations, multiple
gestations, and cesarean deliveries were excluded from the
analysis. Infectious related morbidities included hospitalizations
or medical visits involving a pre-defined set of ICD-9 codes, as
recorded in computerized files. A Kaplan-Meier survival curve
was constructed to compare the cumulative infectious morbidity,
and a Cox proportional hazards model was used to adjust
for confounders.
Results: The study population included 146103 singletons. Pos-
itive GBS carrier state was recorded in 2225 (1.5%) patients.
The cumulative incidence of long-term infectious morbidity
was higher among the offspring in the group of positive GBS
(Figure; Log-rank p< 0.001). The association remained significant
and independent while adjusting for gestational age, maternal
age, maternal hypertension and diabetes and ethnicity (Table,
Adjusted HR = 1.15, 95%CI 1.09-1.22, p< 0.001).
Conclusion: GBS colonization in genital tract near delivery
is independently associated with an increased risk for long-

term pediatric infectious morbidity of the offspring. Our results
highlight the importance of GBS screening in pregnancy. In
addition, we suggest using GBS status as a possible predictor
for long-term pediatric morbidities which may require special
surveillance in this group of children.

581 | Group B Streptococcus Vaginal Colonization and
Long Term Respiratory Morbidity of the Offspring

Noa Leybovitz Haleluya1; Tamar Wainstock2; Eyal Sheiner2
1Soroka Medical Center, Meitar, HaDarom; 2Department of
Obstetrics and Gynecology, Soroka University Medical Center,
Ben-Gurion University of the Negev, Beer-Sheva, Israel., Beer
Sheva, HaDarom

4:00 PM - 6:00 PM
Objective: Group B Streptococcus (GBS) colonize the gastroin-
testinal and the genital tract. Vertical transmission primarily
occurs following rupture of membranes or during passage
through the birth canal. Early-onset neonatal GBS infection
manifests as sepsis, pneumonia, or meningitis, while late-onset
GBS disease most often presents as bacteremia. Both are asso-
ciated with short-term morbidity and mortality. However, the
long-term effects are not well established. We aimed to study
the association between GBS colonization near and long-term
childhood respiratory morbidity of offspring.
Study Design: A retrospective population based cohort analysis
was performed, in which respiratory pediatric morbidity was
compared between offspring to mothers with positive GBS and
offspring to mothers with negative or unknown GBS status.
The analysis included all singletons born between the years
2002-2021 at a tertiary medical center. Infants with congenital
malformations, multiple gestations and cesarean deliveries were
excluded from the analysis. Data for the diagnosis of respi-
ratory morbidity was extracted from community-based clinics
and hospitalization records. A Kaplan-Meier survival curve was
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constructed to compare the long- term cumulative respiratory
morbidity, and a Cox proportional hazards model was used to
adjust for confounders
Results: The study population included 146103 singletons. Pos-
itive GBS carrier state was recorded in 2225 (1.5%) patients. The
cumulative incidence of long-term respiratory morbidity was
comparable between both groups (Figure, Log-rank p = 0.540).
Selected respiratory morbidities groups are presented in the
Table. Using a Cox proportional hazard model, no significant
association was noted between GBS colonizationand the risk
for long-term pediatric respiratory morbidity, while adjusting for
gestational age, maternal age, ethnicity, maternal hypertension
and diabetes (Adjusted HR = 1.00, 95%CI 0.93-1.08, p = 0.920).
Conclusion: GBS colonization in maternal genital tract is not
independently associated with a risk for long-term pediatric
respiratory morbidity of the offspring

582 | Basal Insulin Type and Neonatal Outcomes: a
Secondary Analysis of the Mompod Trial

Noelia Zork1; Qi Yan1; Gladys (Sandy) A. Ramos2; Celeste
Durnwald3; Mark B. Landon4; On behalf of the MOMPOD
consortium
1Columbia University Irving Medical Center, New York, NY;
2University of California, San Diego, San Diego, CA; 3Hospital of
University of Pennsylvania, Philadelphia, PA; 4The Ohio State
University, Columbus, OH

4:00 PM - 6:00 PM
Objective: A variety of basal insulin types (e.g. intermediate vs
long-acting) are available for managing diabetes in pregnancy,
however, the optimal choice of basal insulin remains uncertain
in those with Type 2 diabetes (T2D) and diabetes diagnosed in
early pregnancy (eDM).We aimed to compare neonatal outcomes
according to basal insulin type.
Study Design: A secondary analysis of a randomized trial
comparing the addition of metformin versus placebo in insulin
treated pre-existing T2D or eDM at < 23 weeks. Included
were those using either intermediate or long-acting insulin at
randomization, though specific insulin types were not recorded.
The primary outcomewas a composite of newborn complications
(Table 2). Categorical variables were compared between those
on intermediate versus long-acting insulin using Chi-square
or Fisher’s exact test, and continuous variables using t-test
or Wilcoxon rank sum test. Logistic regression estimated the
association between the basal insulin type and the composite
outcome. Adjustments were made for confounding.
Results: A total of 812 participants were included in the analysis,
485 (59.7%) treated with intermediate and 327 (40.2%) with
long-acting insulin. There were several demographic differences
between the groups (Table 1). The primary neonatal composite
outcome was less common among participants treated with
intermediate insulin (65.8% vs 72.8%, p = 0.035); however, after
adjusting for confounders, there was no significant association
(Table 2). There were no associations between basal insulin type
and the individual components of the composite outcome. A post
hoc power analysis confirmed that the study had sufficient power
to detect a 10% difference in the primary outcome.
Conclusion: In participants with T2DM and eDM, while basal
insulin choice varied by maternal characteristics there was no
significant difference in neonatal outcomes. Consistent with
a shared decision making model, providers and patients can
be reassured that their choice of basal insulin can be based
on preference and/or insurance coverage without concerns for
adverse nor varying neonatal outcomes.
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583 | The Triple Threat of Socioeconomic Insecurity:
Housing, Financial, and Food Insecurity Association with
Postpartum Depression

Noor Ali; Emily A. DeFranco
Department of Obstetrics and Gynecology, University of Kentucky,
Lexington, KY

4:00 PM - 6:00 PM
Objective: Examine the influence of housing, financial, and food
insecurity on postpartum depression.
Study Design: Using data from the Pregnancy Risk Assessment
Monitoring System (PRAMS) Core and Standard Questionnaire
from 2016 to 2021 linked to US birth certificate data, a retro-
spective cohort study was performed to quantify the relative
risk of the exposures of housing, financial, and/or food insecu-
rity on the outcome of postpartum depression. Pre-pregnancy
depression was determined by anyone who reported depression
in the three months before pregnancy. Postpartum depression
was quantified by a previously created variable by PRAMS titled
“Postpartum Depression Indicator.” Participant surveys occurred
at 2-6 months postpartum. Generalized linear modeling (GLM)
estimated adjusted relative risk (adjRR) and 95% CIs while
accounting for the confounding influences of maternal race,
marital status, education, and WIC utilization.
Results: 221,381 Postpartum patients completed the Preg-
nancy Risk Assessment Monitoring System (PRAMS) Core and
Standard Questionnaire. Of those surveyed, 11,482 (5.2%), 373
(3.2%), and 4,302 (3.0%) reported financial, food, and housing
insecurity, respectively, and 15,768 (7.1%) had any of the three. The
prevalence of reported depression was 15.8% before pregnancy
and 14.4% postpartum. Each exposure was associated with a
significantly higher risk of pre-pregnancy andpostpartumdepres-
sion, even after adjusting for race, marital status, education, and
WIC usage (see table). The highest individual risks for depression
were observed with food insecurity, with greater than 2-fold
increased risk for depression before pregnancy and postpartum.
Conclusion: The physical and social environments of birthing
people can impact their psychological state. Postpartum depres-
sion can influence the bond between the mother-infant dyad,
potentially contributing to adverse psychosocial outcomes. Public
health initiatives should focus on improving access to financial,
food, and housing resources for reproductive-age people to
mitigate postpartum depression effects.

584 | Outcomes Among Patients in a Remote Postpartum
Blood Pressure Monitoring Program: Does Medication
Choice Matter?

Ntami P. Echeng1; Shana D. Talbot1; Scott Machado2; Tracy L.
Jackson2; Nicole Konecke2; William Hunt2; Danielle Simmons2;
Maria Mejia Castillo2; William A. Grobman3; Alisse Hauspurg4;
Methodius G. Tuuli1; Adam K. Lewkowitz2
1Women & Infants Hospital of Rhode Island / Alpert Medical
School of Brown University, Providence, RI; 2Women & Infants
Hospital of Rhode Island / Alpert Medical School of Brown
University., Providence, RI; 3The Ohio State University, Columbus,
OH; 4Alpert Medical School of Brown University, Providence, RI

4:00 PM - 6:00 PM
Objective: Participants in postpartum self-measured blood pres-
sure (SMBP) programs can have antihypertension medications
initiated remotely, thereby preventing severe hypertension (HTN)
and reducing HTN-related readmissions, emergency department
(ED) presentations, and severe maternal morbidity (SMM).
Nifedipine and labetalol are commonly prescribed first-line
HTN medications, although outcomes related to their use may
differ. We aimed to compare outcomes between participants
in a postpartum remote SMBP program who were prescribed
nifedipine versus labetalol after hospital discharge.
Study Design: Postpartum patients with HTN at our tertiary
care hospital are offered enrollment in our remote 6-week SMBP
program, during which antihypertensives are prescribed for BP
>140/90 mmHg. For this analysis, participants were stratified by
antihypertensive prescribed (nifedipine versus labetalol). Patients
who were prescribed a different medication or who were pre-
scribed both medications were excluded. The primary outcome
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was a composite of postpartum readmission or ED presentation
for HTN within 30 days of delivery hospitalization. Secondary
outcomes included HTN-related SMM. A generalized linear
model was used to estimate relative risks (RR) after adjustment
for differences in medical conditions.
Results: Among 2003 remote SMBP participants, 446 (22.3%)
were prescribed either labetalol alone (n= 104; 23%) or nifedipine
alone (n= 342; 77%) after hospital discharge. Differences between
groups were identified in type of HTN diagnosis (Table 1). After
controlling for these differences, the rate of the composite out-
come ofHTN-related postpartum readmission or EDpresentation
was similar between those who received labetalol (n= 23 (22.1%))
or nifedipine (n = 65 (19.1%); adjusted relative risk = 1.26 (0.81,
1.94) (Table 2). There were no differences between groups for
secondary outcomes.
Conclusion: In our remote SMBP program for postpartum
patients withHTN, there was no difference in risk of HTN-related
healthcare utilization between those prescribed labetalol alone or
nifedipine alone for persistent HTN after hospital discharge.

585 | Association Between Treatment Modalities for
Gestational Diabetes Mellitus and Risk of
Attention-Deficit/Hyperactivity Disorder in Offspring

Ofer Fischer1; Shaked Yarza2; Eran Hadar3; Asnat Walfisch4;
Keren Tzadikevitch Geffen3
1Helen Schneider Hospital for Women, Rabin Medical Center, Kfar
Hess, HaMerkaz; 2Meir medical center, Kfar Saba, HaMerkaz;
3Rabin Medical Center, Petach Tikva, HaMerkaz; 4Helen
Schneider Hospital for Women, Rabin Medical Center„ Petah
Tikva, HaMerkaz

4:00 PM - 6:00 PM
Objective: The association between gestational diabetes mellitus
(GDM) and long-term neurodevelopmental disorders (NDD),
particularly attention-deficit/hyperactivity disorder (ADHD),
remains a topic of debate. We aimed to explore the associ-
ation between GDM, either dietary controlled (GDMA1) or
pharmacologic treated (GDMA2) and the risk of ADHD in the
offspring.
Study Design: Retrospective population-based study included
all deliveries in “Clalit” HMO hospitals from 2012 to 2020.
Women with unknown diabetic status during pregnancy or with
pregestational diabetes were excluded from the study. Offspring
were followed through electronic medical records starting at age
4 years.
Results: Among 15,074 children exposed to maternal GDM
(13,566 GDMA1, 1,508 GDMA2) and 187,112 children born to
mothers with normal glycemic index (control group), 13,446
were diagnosed with ADHD, median age was 6.5 years with
interquartile range (IQR) 2.15 years. The incidence of ADHD
was significantly higher in the GDM groups compared to 6.6%
in the control group; 7.4% (pV< 0.001) in the GDMA1 group,
and 8.5% (pV< 0.001) in the GDMA2 group. The adjusted odds
ratios (aOR) for ADHDwere 1.30 (95% CI: 1.06-1.57, p= 0.008) for
children exposed to GDMA2 and 1.09 (95% CI: 1.01-1.16, p = 0.02)
for those exposed to GDMA1, compared to unexposed children.
Additionally, gestational hypertension during pregnancy was
identified as a significant risk factor for ADHD, with an aOR of
1.19 (95% CI: 1.003-1.39, p = 0.04).
Conclusion: Maternal GDM significantly increases the risk
of ADHD in exposed offspring. The need for pharmacologic
intervention to control gestational diabetes further amplifies this
risk.

586 | False Positive Prenatal Diagnosis of Placenta Accreta
Spectrum: Factors Associated with Overdiagnosis and
Perinatal Outcomes

Olga Grechukhina1; Colleen Sinnott2; Khadija Alshowaikh1;
Jennifer F. Culhane1; Lisbet S. Lundsberg1; Caitlin Partridge1;
Mert Ozan Bahtiyar2; Sonya Abdel-Razeq1
1Yale School of Medicine, New Haven, CT; 2Yale University, New
Haven, CT

4:00 PM - 6:00 PM
Objective: Accurate prenatal prediction of placenta accreta
spectrum (PAS) is known to improve maternal and neonatal out-
comes. However, when striving to increase sensitivity of prenatal
sonographic identification of PAS, the risk of overdiagnosis also
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increases. We aim to identify factors associatedwith false positive
prenatal diagnosis of PAS and the impact on perinatal outcomes.
Study Design: All delivery encounters at a single academic
institution from 2013-2023 were queried for ICD-10 codes for
PAS. Cases (n = 775) were then manually reviewed and those
with any degree of prenatal suspicion for PAS but no evidence
of PAS at the time of delivery were included (n = 181). For each
case, two variables were created by a consensus of 4 clinical
experts: prenatal suspicion (low - true negative; or high - false
positive diagnosis), determined by prenatal ultrasound reports
and documentation of delivery planning, and a priori risk for
PAS (low or high) based on clinical risk factors (i.e prior uterine
surgeries and placenta previa). Other patient attributes and
perinatal outcomes were identified through the EMR. Bivariate
analyses comparing low vs high prenatal suspicion and patient
attributes were conducted. Multivariate logistic regression was
performed on significantly different outcome measure - preterm
birth (PTB) - adjusting for covariates significant at p< 0.05.
Results: Of the 181cases, 73 (40.3%) were coded as high prenatal
suspicion. Advanced maternal age, race, multiparity, higher
gestational age at initial prenatal visit and ultrasound, high a
priori risk and placenta previa were associated with high prenatal
suspicion for PAS. High prenatal suspicion was an independent
risk factor for PTB after adjusting for a priori risk and placenta
previa (aOR 4.6, 95% 2.1-10.2, p< 0.0001).
Conclusion: False positive PAS diagnosis (prenatal high suspi-
cion) results in 4.6 times increased risk of iatrogenic pretermbirth
compared to those with low suspicion. New tools are urgently
needed to accurately prenatally rule out PAS to decrease the risk
of iatrogenic adverse neonatal outcomes.

587 | Can B-type Natriuretic Peptide (BNP) help
Differentiate Gestational Hypertension and Preeclampsia
from Chronic Hypertension?

Olivia Grubman1; Mackenzie MItchell2; Christina Cary2; Mia A.
Heiligenstein3; Thomas Owens4; Guillaume Stoffels5; Zainab
Al-Ibraheemi4; Desmond M. Sutton6; Lois Brustman4
1Westchester Medical Center, Westchester, NY; 2Icahn School of
Medicine, New York, NY; 3Mount Sinai West, Astoria, NY; 4Icahn
School of Medicine at Mount Sinai West, New York, NY; 5Icahn
School of Medicine at Mount Sinai, New York, NY; 6Mount Sinai
West Hospital, New York, NY

4:00 PM - 6:00 PM
Objective: B-type natriuretic peptide (BNP) is a cardiac
biomarker that is synthesized and secreted from the cardiac
ventricles in response to volume expansion and pressure
overload. The primary objective was to determine if BNP value
could help differentiate gestational hypertension, preeclampsia
without severe features and preeclampsia with severe features
from chronic hypertension (CHTN). Given the acuity of
gestational hypertension (GHTN) and preeclampsia (PEC)
versus the chronic nature of preexisting CHTN, we hypothesized
that a higher BNP value will be associated with GHTN and PEC
compared to CHTN.
Study Design: This was a retrospective cross-sectional study
involving 391 patients evaluated for hypertension in pregnancy
from January 2022 to February 2023 in anurban teaching hospital.
CHTN, GHTN and PEC were defined according to ACOG.
Those patients with superimposed preeclampsia were excluded.
Demographic characteristics, BNP value, hypertension diagnosis
and delivery information were collected for all patients. BNP
value was collected on the labor and delivery unit at the time of
initial evaluation for hypertensive disease.
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Results: The study population consisted of 391 patients. There
were 326 patients in the GHTN/PEC group (149 with GHTN, 54
with PECw/oSF& 123with PECw/SF) and 65 in theCHTNgroup.
There was no significant difference in patient demographics
between the two groups. The mean BNP level for the GHTN/PEC
groupwas 22.0 pg/mL,whereas themeanBNP level for theCHTN
group was 11.2 pg/mL, which was significantly different (p =
0.0004) (Figure 1 & Table 1).
Conclusion: This study demonstrates that BNP levels are signif-
icantly higher in patients with GHTN/PEC compared to those
with CHTN. Therefore, BNP may be a useful test in helping to
differentiate between CHTN andGHTN/PEC at the time of initial
diagnosis.This is important given the differences in management
and delivery implications for each disease.

588 | Evaluating the Impact of Labor Induction on Autism
Spectrum Disorder Risk

Omri Zamstein1; Tamar Wainstock2; Eyal Sheiner2
1Soroka University Medical Center, Soroka University Medical
Center, HaDarom; 2Department of Obstetrics and Gynecology,
Soroka University Medical Center, Ben-Gurion University of the
Negev, Beer-Sheva, Israel., Beer Sheva, HaDarom

4:00 PM - 6:00 PM
Objective: Significant effort has been dedicated in recent years
to uncovering the environmental factors, particularly perinatal
exposures, that contribute to the development of autism spectrum
disorder (ASD). However, the overall picture remains incomplete,
with many suggested associations lacking consistency. Given the
frequent use of labor inductions for medical reasons as well as
patient preference, we aimed to investigate their relationship
with ASD development, considering synergistic factors that may
influence ASD onset.

Study Design: A population-based cohort study was conducted,
focusing on singleton births. The study aimed to compare the
occurrence of ASD in children, considering both hospital and
community-based diagnoses, in relation to whether labor was
induced (using mechanical cervical ripening or prostaglandins,
with or without oxytocin) or began spontaneously. A Kaplan-
Meier survival curve was employed to assess the cumulative ASD
incidence, and a Cox proportional hazards model was used to
account for confounders.
Results: Among 115,081 births, 13,071 (11.4%) were labor induced,
with the remainder beginning spontaneously. Pregnancy com-
plications, such as gestational diabetes mellitus, preeclampsia
or eclampsia, and non-reassuring fetal heart rate patterns, were
significantly more common in the labor induction group (p<
0.001 for all). Conversely, preterm births were more prevalent
in the spontaneous labor onset group (7.1% vs. 5.3%, p< 0.001;
Table). During follow-up, 767 children were diagnosed with ASD:
1.0% in the labor induction group and 0.6% in the spontaneous
labor onset group (p< 0.001). The Kaplan-Meier analysis showed
a significantly higher cumulative hazard for ASD diagnosis in the
labor induction group (log-rank p-value < 0.001; Figure). How-
ever, after adjusting for maternal, delivery, and fetal factors such
as age, cesarean delivery, ethnicity, and gestational conditions, no
significant association was found between labor induction and
ASD risk (adjusted HR = 1.21, 95% CI 0.99–1.47, p = 0.063).
Conclusion: Labor induction does not appear to be associated
with an increased risk of ASD.
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589 | Gender as a Determinant of Neurological Sequelae in
Twin Gestations

Omri Zamstein1; Tamar Wainstock2; Eyal Sheiner2
1Soroka University Medical Center, Soroka University Medical
Center, HaDarom; 2Department of Obstetrics and Gynecology,
Soroka University Medical Center, Ben-Gurion University of the
Negev, Beer-Sheva, Israel., Beer Sheva, HaDarom

4:00 PM - 6:00 PM
Objective: Evidence suggests that biological and genetic dif-
ferences between genders may influence the prevalence and
severity of various perinatal and chronic health outcomes. To
further investigate these discrepancies, we conducted a detailed
evaluation of the long-term neurological outcomes in male and
female offspring from twin gestations.
Study Design: A population-based sibling analysis was con-
ducted at a tertiary referral center, focusing on twin births of
male-female dyads. The study aimed to compare the occurrence
of neurological-related morbidity throughout childhood, consid-
ering both community and hospital-based diagnoses, in relation
to offspring gender. A Kaplan-Meier survival curve was utilized
to evaluate the cumulative incidence of neurological morbidity,
while a Cox proportional hazards model was applied to control
for confounding variables.
Results: The analysis of 1,471 twin pairs revealed gender differ-
ences in neurological and psychiatric conditions (Table). Males
exhibited higher rates of ADHD (8.3% vs. 3.5%, p< 0.001) and
total neurological-related morbidity (21.5% vs. 17.4%, p = 0.006).
Notably, sleep disorders were only reported in males (0.3%, p
= 0.02), and developmental disorders were also more prevalent
among males compared to females (4.3% vs. 2.5%, p = 0.008). The
Kaplan-Meier analysis demonstrated an increased cumulative
neurological morbidity among male offspring (log-rank p-value
= 0.004; Figure). In a Cox regression hazards model, which
accounted for mode of delivery and small-for-gestational-age
neonates, male gender remained independently associated with
long-term neurological sequelae (aHR = 1.28, 95% CI 1.08-1.51, p
= 0.004).
Conclusion: Male offspring from twin gestations are notably
more prone to experiencing long-term neurological morbidity.

590 | Labor Progression inWomen with or without
Premature Rupture of Membranes

Or Bercovich1; Daniela Chen2; Natav Hendin1; Shay Sukenik3;
Eran Hadar1; Ohad Houri1
1Rabin Medical Center, Petach Tikva, HaMerkaz; 2Helen
Schneider Hospital for Women, Rabin Medical Center,
Petach-Tikva, Tel Aviv, HaMerkaz; 3Beilinson, Tel Aviv, HaMerkaz

4:00 PM - 6:00 PM
Objective: To compare labor progression in women with pre-
mature rupture of membranes (PROM) versus those without
PROM.
Study Design: Retrospective study conducted at a tertiary
university medical center between July 2012 and September
2020. Women carrying singleton pregnancies who underwent
vaginal delivery at or beyond 37 weeks of gestation were
included. Exclusion criteria included multiple gestations, non-
vertex presentations, and cesarean deliveries. The cohort was
divided into two groups: PROMandNo-PROM. Interval-censored
regression estimated median labor duration at each centimeter of
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cervical dilatation. Multivariate analyses adjusted for maternal
age, chronic hypertension, thrombophilia, and gestational age
were conducted.
Results: 26,438 women were included, with 6,626 (25.1%) in the
PROM group and 19,812 (74.9%) in the No-PROM group. In prim-
iparous women, first stage of labor (3-10cm) was significantly
shorter in the PROM compared to the No PROM group, with
medians of 5.00 (95th percentile 12.79) versus 5.48 hours (95th
percentile 13.91; P< 0.001). Similarly, in multiparous women, the
median times were 2.70 (95th percentile 8.68) versus 3.16 hours
(95th percentile 10.06; P< 0.001). The active phase (6-10 cm) did
not significantly differ in primiparous women with medians of
2.76 (95th percentile 8.53) versus 2.84 hours (95th percentile 9.01; P
= 0.394). However,multiparouswomenwith PROMhad a shorter
active phase with medians of 1.02 (95th percentile 4.16) versus 1.16
hours (95th percentile 4.82; P = 0.002).
Conclusion: Labor progression from 3 cm to full dilatation was
significantly shorter in women with PROM compared to those
without PROM, regardless of parity. Active phase duration was
statistically significantly shorter in multiparous women with
PROM, albeit the median difference of 8 minutes is not clinically
significant.

591 | Labor Progression inWomen with SGA versus AGA
Newborns

Or Bercovich1; Daniela Chen2; Natav Hendin1; Shay Sukenik3;
Eran Hadar1; Ohad Houri1
1Rabin Medical Center, Petach Tikva, HaMerkaz; 2Helen
Schneider Hospital for Women, Rabin Medical Center,
Petach-Tikva, Tel Aviv, HaMerkaz; 3Beilinson, Tel Aviv, HaMerkaz

4:00 PM - 6:00 PM

Objective: To compare labor progression in women with small
for gestational age (SGA) newborns versus thosewith appropriate
for gestational age (AGA) newborns.
Study Design: Retrospective study at a tertiary university
medical center from July 2012 to September 2020. Women
with singleton pregnancies at or beyond 37 weeks of gestation
were included. Exclusion criteria were multiple gestations, non-
vertex presentations, previous multiple cesarean deliveries, and
neonates with congenital anomalies, 5-minute Apgar < 7, or
admission to the intensive care unit. The cohort was divided
into SGA (birth weight < 10th percentile) and AGA (birth weight
10-90th percentile) newborns.
Interval-censored regression estimated median labor durations
at each centimeter of cervical dilatation. Multivariate analyses
adjusted for maternal age, BMI, and gestational age.
Results: 23,629 women were included, with 2,283 (9.66%) in
the SGA group and 21,346 (90.33%) in the AGA group. In both
primiparous and multiparous women, the duration of the first
stage of labor (3-10cm dilatation) was not significantly different
between the SGA and AGA groups, with medians of 4.45 (95th
percentile 13.31) vs. 4.65 hours (95th percentile 12.27; P = 0.54)
in primiparous women and 2.49 (95th percentile 9.73) vs. 2.72
hours (95th percentile 9.34; P = 0.88) in multiparous women,
respectively. The active phase of labor (6-10cm dilatation) was
shorter in primiparous womenwith SGA compared to AGA, with
amedian of 1.92 (95th percentile 7.61) vs. 2.22 hours (95th percentile
7.58; P< 0.01). However, no significant difference was observed in
multiparous women, with medians of 0.64 hours (95th percentile
4.08) vs. 0.84 hours (95th percentile 4.45; P = 0.95) in the SGA and
AGA groups, respectively.
Conclusion: Women with SGA and AGA newborns have a
similar duration of labor overall. Although active phase of labor
was statistically significantly shorter in primiparous women
with SGA, the difference of 18 minutes is of limited clinical
significance.
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592 | Fetal Head Circumference Underestimation of
Neonatal Head Circumference: Results from a Prospective
Multicenter Study

Patrick Dicker1; Naomi Burke1; Fergal D. Malone2
1Royal College of Surgeons in Ireland, Dublin, Dublin; 2Royal
College of Surgeons in Ireland, Dubiln, Dublin

4:00 PM - 6:00 PM
Objective: Being able to prospectively predict difficult labor, and
the need for operative vaginal delivery or cesarean delivery, is of
great value in contemporary obstetric practice, in particular for
nulliparous patients. Increasing fetal head circumference (FHC)
has been the focus of predictors in this regard, but this assumes
that prenatal ultrasound assessment of FHC is an accurate
surrogate marker for neonatal head circumference (NHC).
Study Design: We evaluated the accuracy of prenatal FHC
measurement for predicting NHC in a secondary analysis of a
prospective multicenter study of nulliparous term labor. 2,336
pregnancies with an ultrasound examination at 39 weeks’ ges-
tation were included, in which FHC was measured in triplicate
and averaged. NHC was measured at birth by a standard Holtain
measuring tape, placed 2cm above the ears around the occipito-
frontal circumference. Linear regression was used to compare
differences in FHC andNHC, adjusting for time to delivery (TTD)
in days. An alternative approach without adjustment for TTD,
FHC and NHC were compared using the 90th centiles from the
INTERGROWTH-21st study for FHC and NHC.
Results: The median [IQR] gestational age at ultrasound exam-
ination was 39.3 weeks [39.0 - 39.6], and FHC was 337mm
[329-345]. The median [IQR] gestational age at delivery was 40.7
weeks [40.3–41.3], and NHC was 350mm [340-360]. Regression
analysis indicated that FHC underestimated NHC by 10.5mm on
average (difference = -10.5–0.37 * TTD, see Figure 1). Centile-
based comparisons found that 17% of FHC measurements were
above the 90th centile, compared to 30% of NHC values above the
90th centile.
Conclusion: Late pregnancy ultrasound measurement of FHC
underestimates neonatal head circumference by approximately
1cm at term, and a centile-based comparison did not com-
pensate for this difference. This systematic error may have
important implications and should be taken into account in the
interpretation of fetal head circumference.

593 | Suboptimal Fetal Lung Growth After Fetal
Endoluminal Tracheal Occlusion in Congenital
Diaphragmatic Hernia: Clinical Characteristics

Percy N. Pacora-Portella1; Mary T. Austin2; Sami Backley3; Eric P.
Bergh4; Ashley Ebanks5; Jimmy Espinoza3; Matthew T. Harting6;
Edgar A. Hernandez-Andrade7; Katrina S. Hughes8; Suzanne
Lopez9; Ramesha Papanna7; KuoJen Tsao10; Anthony Johnson11
1Division of Fetal Intervention, Dpt Obstetrics,Gynecol and Reprod
Sciences, McGovern Medical School at UTHealth Houston,
Houston, TX; 2Department of Pediatric Surgery, McGovern
Medical School at UT Health Houston, Houston, TX; 3Division of
Fetal Intervention, Department of Obstetrics, Gynecology and
Reproductive Sciences, McGovern Medical School at UTHealth
Houston, Houston, TX; 4UT Health, Houston, TX;
5Comprenhensive Center for CDH Care. Department Pediatric
Surgery. McGovern Medical School. UTHealth Houston, Houston,
TX; 6Division of General & Thoracic Pediatric Surgery.McGovern
Medical School.UTHealth Houston, Houston, TX; 7McGovern
Medical School at UTHealth Houston, Houston, TX; 8McGovern
Medical School. UThealth Houston, Houston, TX; 9McGovern
Medical School. UTHealth Houston, Houston, TX; 10McGovern
Medical School at the University of Texas Health Science Center at
Houston (UTHealth) University of Texas Health Science Center,
Houston, TX; 11McGovern Medical School University of Texas
Health Science Center at Houston (UThealth), Houston, TX

4:00 PM - 6:00 PM
Objective: Suboptimal fetal lung growth (SFLG) affects cases
that undergo Fetoscopic endoluminal tracheal occlusion(FETO)
in severe left-sided congenital diaphragmatic hernia (L-CDH).We
describe the demographic and clinical characteristics of SFLG
and optimal fetal lung growth (OFLG) after FETO
Study Design: Singleton pregnancies with isolated L-CDH,
defined as observed-to-expected lung-to-head ratio (O/E LHR)
< 25% and normal chromosomes, underwent FETO under an
IRB- and FDA-approved clinical trial protocol (NCT02596802) at
the UTHealth Houston Fetal Center from 2015-2024. The FETO
balloon insertion was scheduled at 27-30 weeks’ gestation (wGA),
and balloon removal at 34-35-wGA.Observed-to-expected total
fetal lung volume (O/E TFLV) was measured by MRI before and
3 weeks after FETO, and percent changes from pre- to post-FETO
MRIs were calculated.Descriptive, analytical statistics and (ROC)
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curve analysis associating metrics with neonatal survival and the
need for extracorporeal life support (ECLS) were performed via
R interface(jamovi.org).
Results: 19 pregnant women were enrolled, 4 children died, 2
cases did not undergo the post-FETO-MRI, 2 cases died before
surgical repair.Area under the ROC curve(AUC) of O/E TFLV
for the prediction of survival and not need for ECLS were 0.974,
and 0.729, respectively.The best cut-off for identification of SFLG
was an increase of < 12.8% of O/E TFLV 21 days post-FETO
with a sensitivity of 92.3% and specificity of 100% to predict
childhood mortality at hospital discharge.An increase of ≥ 12.8
% of TFLV(OFLG) had a sensitivity of 90% and specificity of
57.1% to predict children that do not require ECLS. Demographic
and maternal characteristics were not different between SFLG
and OFLG(Table 1). SFLG had lower O/E TFLV and O/E
LHR three weeks post-FETO, and was associated with a lower
frequency of surviving hospital discharge than OFLG(Table
2).
Conclusion: SFLG, characterized by decreased lung volume, is
associated with a lower survival than optimal fetal lung growth.

594 | Sleepiness in Pregnancy and Adverse Perinatal
Outcomes

Rachel L. Friedlander1; Xiaoning Huang2; Phyllis Zee3; Sadiya S.
Khan3; Philip Greenland4; Francesca Facco5; Judith H. Chung6;
William A. Grobman7; David M. Haas8; Uma M. Reddy9; George
R. Saade10; Robert M. Silver11; Lynn M. Yee3
1Northwestern Feinberg School of Medicine, Chicago, IL;
2Northwestern University, Chicago, IL; 3Northwestern University
Feinberg School of Medicine, Chicago, IL; 4Northwestern,
Northwestern/Chicago, IL; 5University of Pittsburgh, Pittsburgh,
PA; 6University of California- Irvine, Irvine, CA; 7The Ohio State
University, Columbus, OH; 8Indiana University School of
Medicine, Indianapolis, IN; 9Columbia University, New York, NY;
10Macon & Joan Brock Virginia Health Sciences Eastern Virginia
Medical School at Old Dominion University, Norfolk, VA;
11University of Utah, Salt Lake City, UT

4:00 PM - 6:00 PM
Objective: Sleep disorders in pregnancy have been associated
with adverse perinatal outcomes (APO) including hypertensive
disorders of pregnancy (HDP), preterm birth (PTB), and gesta-
tional diabetes mellitus (GDM), yet prospective studies that use
validated tools to assess sleepiness in pregnancy are limited. We
aimed to assess the association of sleepiness in pregnancy with
APOs.
Study Design: In this secondary analysis of data from a large,
diverse observational cohort of nulliparous individuals conducted
at eight US medical centers, those with self-reported sleep data
were included. Sleepiness was evaluated in early (6-13 weeks) and
mid pregnancy (22-29 weeks) via the Epworth Sleepiness Scale,
a validated tool to assess daytime sleep propensity, the ability to
fall or stay asleep. Those with scores ≤10 were categorized as
having no sleepiness (referent), 11-15 moderate sleepiness, and
16-24 severe sleepiness. The outcomes were HDP, GDM, PTB,
and small-for-gestational-age birth< 10%ile (SGA). Multivariable
logistic regression analysis was performed to evaluate the asso-
ciations of moderate and severe sleepiness with each APO. A
sensitivity analysis that included “high risk for sleep disordered
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breathing (SDB),” measured by an adapted Berlin Questionnaire
for Sleep Apnea, as a covariate in the multivariable model was
performed.
Results: Of 6,806 eligible participants who completed sleep
questionnaires at both time points, the average sleepiness score
in early and mid pregnancy was 7.8 (SD 4.1) and 6.5 (SD
4.0) respectively. In early pregnancy, 20.0% and 4.3% of people
experienced moderate and severe sleepiness, respectively; in mid
pregnancy 14.4% and 2.5% experienced moderate and severe
sleepiness. Severe sleepiness in mid-pregnancy was associated
with GDM (aOR 1.78, 95% CI 1.01-3.12) and SGA (aOR 1.35, 95%
CI 1.06-1.71) (Table). Findings were similar when accounting for
SDB.
Conclusion: Severe sleepiness during pregnancy, a symptom
reflective of sleep quality, length, and often SDB, is associated
with GDM and SGA suggesting a potential relationship with
maternal glucose metabolism and placental function.

595 | Association of Sleepiness in Pregnancy with
Cardiovascular Health 2-7 years after first birth

Rachel L. Friedlander1; Xiaoning Huang2; Sadiya S. Khan3;
Phyllis Zee3; Philip Greenland4; Natalie A. Bello5; Janet Catov6;
Bethany B. Gibbs7; William A. Grobman8; David M. Haas9; Lisa

D. Levine10; C. Noel Bairey Merz11; Eliza C. Miller12; Uma M.
Reddy13; Lynn M. Yee3
1Northwestern Feinberg School of Medicine, Chicago, IL;
2Northwestern University, Chicago, IL; 3Northwestern University
Feinberg School of Medicine, Chicago, IL; 4Northwestern,
Northwestern/Chicago, IL; 5Cedars Sinai Medical Center, Los
Angeles, CA; 6Magee-Womens Hospital, Pittsburgh, PA; 7West
Virginia University, Morgantown, WV; 8The Ohio State University,
Columbus, OH; 9Indiana University School of Medicine,
Indianapolis, IN; 10University of Pennsylvania Perelman School of
Medicine, Philadelphia, PA; 11Cedars-Sinai Medical Center, Los
Angeles, CA; 12Columbia University Medical Center, New York,
NY; 13Columbia University, New York, NY

4:00 PM - 6:00 PM
Objective: Excessive daytime sleepiness has been associatedwith
cardiovascular disease in non-pregnant populations. This study
examined the association of sleepiness during pregnancy and
cardiovascular health (CVH) scores 2-7 years after first birth.
Study Design: In this secondary analysis of longitudinal data
from a large, diverse cohort of nulliparas conducted at eight US
medical centers, individuals were followed 2-7 years after their
first birth. The Epworth Sleepiness Scale, a validated tool to assess
daytime sleep propensity (i.e. the likelihood of falling or staying
asleep), was used to evaluate sleepiness in early (6-13 weeks) and
mid- pregnancy (22-29 weeks). Individuals with scores ≤10 were
categorized as having no sleepiness (referent), 11-15 as moderate
sleepiness, and 16-24 severe sleepiness. The primary outcome
was CVH quantified by the American Heart Association’s Life’s
Essential 8 (LE8) score, which is a validated surrogate of car-
diovascular disease risk, with lower scores representing worse
CVH. The LE8 score includes diet, physical activity, nicotine
exposure, sleep, body mass index, blood pressure, blood glucose,
and lipids, and ranges from 0 (worst) to 100 (best). Separate
multivariable linear regression models were performed for early
and mid-pregnancy adjusting for maternal age, insurance type,
smoking status, and study site.
Results: Of 2,193 participants, moderate and severe sleepiness
was reported in 20.3% and 4.1%, respectively, in early pregnancy
and in 14.2% and 2.2%, respectively, in mid-pregnancy. Severe
sleepiness inmid-pregnancywas associatedwith lowermean LE8
score (76.9 [SD 13.8] vs. 80.4 [SD 12.9]) 2-7 years after first birth
(aβ -3.63 95% CI [-6.90, -0.36]). In contrast, moderate and severe
sleepiness in early pregnancy were not associated with LE8 score.
Conclusion: Severe sleepiness in mid-pregnancy may be a
previously unidentified risk factor for poorer CVH indices 2-7
years after first birth.
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596 | Time to Treatment Initiation of
Piperacillin-Tazobactam Compared to
Ampicillin-Gentamicin for the Treatment of
Intraamniotic Infection

Rachel P. Gerber; Lizmari Pena-Perez; Hannah Sturm; Patricia
Saunders-Hao; Matthew J. Blitz; Burton Rochelson; Alpna
Aggarwal; Melissa T. Chu Lam
Northwell, New Hyde Park, NY

4:00 PM - 6:00 PM
Objective: Both the traditional regimen of ampicillin-gentamicin
and the new regimen of piperacillin-tazobactam, have been
proven to successfully treat intraamniotic infection (IAI). We
sought to evaluate the time from diagnosis to initiation of antibi-
otics in the setting of IAI when comparing the recommended
traditional regimen of ampicillin (2g IV q6h) and gentamicin
(5mg/kg IV q24h), to the alternative regimen of piperacillin-
tazobactam (4.5 g IV q8h).
Study Design: Retrospective cohort study of women with sus-
pected IAI as defined by theACOGat 3 34weeks of gestation, with
singleton gestation, who received either regimen at a university
hospital from November 2022 to May 2024. The primary outcome
was time to treatment initiation (TTI). This was defined by an
analysis of both provider and nursing input into an electronic
medical record system, from time of medication order placement
to administration initiation. Mann-Whitney analysis was used to
study the difference in time to treatment.
Results: We included 394 patients of which 199 received
piperacillin-tazobactam, and 195 received ampicillin-gentamicin.
Most patients (57.8%) were diagnosed with suspected IAI based
on maternal fever and fetal tachycardia. Median TTI was 21
minutes (interquartile-range 28 minutes) for the piperacillin-
tazobactam group, and 68 minutes (interquartile-range 51.2) for
the ampicillin-gentamicin group (p-value < 0.01). There was no
significant difference in the rate of postpartum fever, ICU admis-

sion, or postpartum readmissions (Table 1). Regarding neonatal
outcomes, there were no clinically significant differences in early
onset sepsis (EOS) score, rate of NICU admission or cord gas pH
(Table 2).
Conclusion: Interestingly, the TTI of the complete antibiotic
regimen from time of diagnosis is over twice as long with
ampicillin-gentamicin than piperacillin-tazobactam, likely due to
the weight-based dosing rather than fixed dosing regimen and
ease of medication availability for administration to nursing staff.

597 | A Comparison of Newborn Birthweights Between
Opioid Use Disorders Treated with Methadone vs
Buprenorphine

Rachel Lee1; Cassandra Heiselman2; Emily H. Stetler3; Zenobia
Gonsalves2; Kimberly Herrera3; David Garry2
1Stony Brook University Hospital, Lake Grove, NY; 2Stony Brook
University Hospital, Stony Brook, NY; 3Stony Brook University,
Stony Brook, NY

4:00 PM - 6:00 PM
Objective: To determine effects of in-utero exposure to medica-
tions for opioid use disorder (MOUD) on birthweight (BW) and
birthweight classification comparing methadone to buprenor-
phine.
Study Design: This is a retrospective study of patients (N =
362) on MOUD who delivered at a single institution between
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Jan 2017 and Dec 2023. Patients were divided into comparison
groups based on type of MOUD: buprenorphine or methadone.
Demographics and clinical outcomes including gestational age
at delivery and BW were extracted from medical records. BW
was categorized using Fenton 2013 Growth Charts with small
for gestational age (SGA) newborns defined as a BW less than
10%ile for gestational age. Univariate andmultivariable statistical
analyses were done across groups with a statistical significance
considered at p < 0.05.
Results: During the study period there were 362 patients, 105
(29%) utilizingmethadone and 257 (71%) utilizing buprenorphine.
Groups were similar when comparing parity, maternal age,
ethnicity, preterm delivery rate, mode of delivery, and concurrent
psychiatric diagnosis. BW was greater in the buprenorphine
group (3020±615 g) compared to methadone group (2810±586
g; p = 0.003); however, there was a similar incidence of SGA
newborns, 14.5% for buprenorphine vs 12.5% for methadone (p
= 0.61). Dosing did not affect incidence of SGA infants [Table
1]. In regression modeling, there were no independent predictors
of a SGA newborn, although chronic hypertension approached
significance (OR 4.30: 95% CI 0.903 to 20.485; p = 0.066) [Table
2].
Conclusion: When using buprenorphine or methadone for
MOUD, reassurance can be provided to patients that the inci-
dence of SGA newborns is similar, even when accounting for
medical comorbidities.

598 | Patient Outcomes: Preterm Prelabor Rupture of
Membranes Before 34 weeks with Late Preterm Delivery

Rachelle Abdelnour; Christopher Ennen; Noora Batrash
University of Virginia School of Medicine, Charlottesville, VA

4:00 PM - 6:00 PM
Objective: Preterm prelabor rupture of membranes (PPROM)
affects 3% of births in the United States and is a significant
cause neonatal morbidity and mortality. Guidelines recommend
offering expectant management of delivery when appropriate.
The objective of this study was to evaluate neonatal andmaternal
outcomes by gestational week of delivery for patients with
PPROM before 34 weeks and delivery at 34 weeks or greater.
Study Design: This was a historical cohort study of patients
delivered for PPROM at a single institution between January 2015
and October 2023. The study group included patients who had

PPROM with a singleton gestation and non-anomalous fetus.
Maternal and neonatal outcomes were compared by gestational
week of delivery.
Results: In the cohort, 72 patients had PPROM before 34 weeks
with delivery at 34 weeks or greater. Maternal and neonatal
outcomes are outlined in the table. Those who delivered at
34 weeks were more likely to have a vaginal delivery after
spontaneous preterm labor, compared to those that delivered at
35 weeks, who were more likely to have a vaginal delivery after
induction of labor (p = 0.039). Neonates delivered at 35 weeks
were less likely to have hyperbilirubinemia (p = 0.019) and less
likely to be admitted to the neonatal intensive care unit (p <

0.001) than those delivered at 34 weeks. Outcomes of cesarean
delivery, chorioamnionitis, postpartum endometritis, postpartum
hemorrhage, 5-minute APGAR < 7, neonatal hypoglycemia,
neonatal sepsis, respiratory distress or tachypnea, and neonatal
resuscitation were not significantly different between groups.
There were no differences in maternal death, neonatal death,
necrotizing enterocolitis, intraventricular hemorrhage, and fetal
demise.
Conclusion: For those with PPROM before 34 weeks and
delivery at 34 weeks or greater, those that delivered at 34 weeks
were more likely to have spontaneous preterm labor, neonatal
intensive care unit admission, and neonatal hyperbilirubinemia
than those delivered at 35 weeks. This data supports counseling
patients for expectant management to 35 weeks or more when
appropriate.

599 | Inpatient versus Outpatient Management of Preterm
Prelabor Rupture of Membranes: A Systematic Review
andMeta-Analysis

Rafaela Germano Toledo1; Nadiha Noor Chelsea1; Tina Yi Jin
Hsieh1; Carol Mita2; Anna M. Modest1; Cassandra R. Duffy1
1Beth Israel Deaconess Medical Center, Boston, MA; 2Countway
Library, Harvard Medical School, Boston, MA

4:00 PM - 6:00 PM
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Objective: The management of preterm prelabor rupture of
membranes (PPROM) varies across healthcare settings with
limited data on the safety of outpatient management. The aim
of this study was to compare neonatal sepsis and other maternal
and perinatal outcomes by outpatient vs inpatient management
of PPROM.
Study Design: We performed a systematic review in October
2023 of Cochrane Central, Embase, PubMed and Web of Sci-
ence databases for studies comparing outpatient and inpatient
management of PPROM. We included studies of pregnancies
complicated by PPROM < 37 weeks’ gestational age (GA)
published in full text English. Primary outcome was neonatal
sepsis; secondary outcomes included neonatal intensive care unit
(NICU) admission, NICU length of stay (LOS), intrauterine fetal
demise (IUFD), neonatal death, pregnancy latency, chorioam-
nionitis, and maternal LOS. A random-effects model was used to
calculate pooled odds ratios (OR) or mean differences (MD) and
95% confidence intervals (CI) for all outcomes.
Results: Out of the 485 studies identified, 10were included. These
studies comprised a total of 2,286 patients, with 1,040 undergoing
outpatient and 1,246 inpatient management. Included studies
involved pregnancies from 20 to 35 weeks’ GA. Neonatal sepsis
was assessed in all studies, and no significant statistical differ-
ences were found between the groups (pooled OR 0.92, 95% CI
0.63-1.35, Figure 1). The latency period was longer (pooled MD
7.73; 95% CI 0.56-14.90; Figure 2) and there was less chorioam-
nionitis (pooled OR 0.54; 95% CI 0.41-0.72) in the outpatient
setting. Regarding neonatal outcomes, the outpatient group had
lower odds of NICU admission (pooled OR 0.57; 95% CI 0.36-0.90)
and a shorter NICU LOS (pooled MD -9.43 days; 95% CI -13.02
to -5.84). There were no significant differences in maternal LOS,
IUFD, and neonatal death.
Conclusion: Outpatient management of PPROMwas associated
with a longer latency period, lower odds of chorioamnionitis,
NICU admission, and shorter NICU length of stay, without an
increase in rates of neonatal sepsis.

139 of 183



600 | Prepregnancy or Delivery BMI? Identifying the
Better Predictor of Adverse Outcomes

Raina A. Meka1; Nandini Raghuraman1; Alison G. Cahill2;
Jeannie C. Kelly1; Katherine H. Bligard1; Antonina I. Frolova3
1Washington University School of Medicine in St. Louis, St. Louis,
MO; 2Dell Medical School Health Transformation Research
Institute, Dell Medical School, The University of Texas at Austin,
Austin, TX; 3Washington University School of Medicine, St. Louis,
MO

4:00 PM - 6:00 PM
Objective: Prepregnancy BMI (preBMI) represents baseline
health status before pregnancy and is used to guide counseling
and management to prevent adverse perinatal outcomes. How-
ever, preBMI is often unavailable or unreliable due to recollection
bias. Delivery BMI (delBMI) encompasses the cumulative effects
of preBMI and gestational weight gain (GWG). We sought to
compare the ability of preBMI and delBMI to predict adverse
maternal and neonatal outcomes.
Study Design: This was a secondary analysis of a prospective
cohort study of all individuals with a singleton gestation who
presented for induction or spontaneous labor at ≥ 37 weeks’
gestation at a single institution from 2010-2014. Only individuals
with a measured weight in the chart during the year prior to
pregnancy were included in this analysis, allowing for accurate
calculation of preBMI. Receiver operating characteristic (ROC)
curves were used to compare the abilities of preBMI and delBMI
to predict labor, maternal, and neonatal adverse outcomes.
Results: Among 8,580 patients in the original cohort, 2,964 had
a prepregnancy weight recorded and were included in this study.
In isolation, delBMI and preBMI were poor predictors of adverse
outcomes. However, delBMI was a better predictor than preBMI
of labor outcomes including primary cesarean section (Figure 1),
labor > 24 hours, prolonged second stage of labor, and shoulder
dystocia (Table 1). DelBMI was also a better predictor of hyper-
tensive disorders of pregnancy (HDP), while preBMI was a better
predictor of gestational diabetes (GDM) (Table 1). There was no
difference in the ability of delBMI and preBMI to predict neonatal
outcomes, including composite adverse neonatal outcome, fetal
acidemia, NICU admission, and neonatal hypoglycemia (Table 1).
Conclusion: PreBMI and delBMI are individually poor predic-
tors of adverse pregnancy outcomes. However, delBMI is a better
predictor of adverse labor outcomes and HDP, while preBMI
is a better predictor for GDM. Comprehensive risk assessment
may need to reflect maternal weight throughout pregnancy,
incorporating preBMI, delBMI and GWG as a dynamic measure.

601 | Confirmation of the Physiological Principles of the
Sequential Laser Technique for Twin-Twin Transfusion
Syndrome

Tucker E. Doiron1; Lisa M. Korst2; Arlyn Llanes3; Martha A.
Monson4; Andrew H. Chon5; Ramen H. Chmait3
1Saint Louis University, St. Louis, MO; 2Childbirth Research
Associates, North Hollywood, CA; 3Keck School of Medicine,
University of Southern California, Los Angeles, CA;
4Intermountain Healthcare, University of Utah Health, Salt Lake
City, UT; 5Oregon Health & Science University, Portland, OR

4:00 PM - 6:00 PM
Objective: To assess changes in middle cerebral artery peak
systolic velocity (MCA-PSV) after sequential vs selective laser
surgery for twin-twin transfusion syndrome (TTTS).
Study Design: This is a post hoc analysis of data from the
Sequential Trial, a randomized controlled trial (RCT) that com-
pared laser techniques for TTTS patients between 18-26 weeks
of gestation. Patients received either the original (selective) or
a modified selective (sequential) laser surgery, in which arteri-
ovenous (AV) anastomoses with unidirectional blood flow from
donor to recipient are laser-ablated first, followed by ablation
of AV anastomoses from recipient to donor that should allow
for a net intraoperative blood transfer from the hypervolemic
recipient to the hypovolemic donor twin. We compared the
difference (Delta) in donor MCA-PSV multiples of the median
(MoM) (postoperativeminus preoperative) by surgical technique.
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Because anemia is associated with a higher MCA-PSV, a negative
Delta is consistent with an increased blood volume.
Results: In the 606 study patients, the mean (SD) Delta MCA-
PSV MoM for the donor twin was -0.067 (0.301) (P< .0001) for
the sequential and -0.017 (0.288) (P = .4186) for the selective
techniques, with P< .0001 for the technique comparison. Based
on donor critical abnormal Dopplers (CAD) and arterioarterial
(AA) anastomoses, 4 risk Categories with donor survival rates
were established (Figure). Mean (SD) Deltas for the sequential vs
selective procedures are shown by Category in the Table. Linear
regression for Delta, controlling for the risk groups, yielded a
coefficient for the sequential vs selective techniques of -0.079
(0.024 SE), P = .0009.
Conclusion: Overall, patients receiving the sequential vs the
selective technique had a greater drop in the mean donor MCA-
PSVMoM, suggesting that the sequential technique facilitated an
intraoperative net blood transfusion to the donor. This benefit
was apparent in all risk groups except Category 4, which had
poor donor survival. Further study is needed to understand and
optimize outcomes of Category 4 patients.

602 | Twin-Twin Transfusion Syndrome with Intermittent
(Stage I) versus Persistent (Stage III) Umbilical Artery
Doppler Abnormalities

Raphael C. Sun1; Andrew H. Chon2; Lisa M. Korst3; Arlyn
Llanes4; Martha A. Monson5; Ramen H. Chmait4
1Department of Surgery, Division of Pediatric Surgery, Department
of Obstetrics and Gynecology, Oregon Health & Science University,
Portland, OR; 2Oregon Health & Science University, Portland, OR;
3Childbirth Research Associates, North Hollywood, CA; 4Keck
School of Medicine, University of Southern California, Los
Angeles, CA; 5Intermountain Healthcare, University of Utah
Health, Salt Lake City, UT

4:00 PM - 6:00 PM

Objective: Per Quintero staging for twin-twin transfusion syn-
drome (TTTS), umbilical artery (UA) Doppler with intermittent
absent or reversed end diastolic flow (A/REDF) is classified as
Stage I, and UA with persistent A/REDF is classified as Stage III.
We compared laser outcomes in Stage I patients with UA normal
vs Stage I with intermittent A/REDF vs Stage III with persistent
A/REDF.
Study Design: Cases of monochorionic diamniotic twins with
TTTS Quintero stages I and III treated with laser (2006-2023)
were reviewed and 3 groups analyzed: Stage I with no Doppler
abnormalities (Stage-I-normal), Stage I with donor intermittent
A/REDF of the UA (Stage-I-intermittent), and Stage III with
donor persistent A/REDF of the UA (Stage-III). The outcome was
donor twin intrauterine fetal demise (IUFD).
Results: Of 349 study patients, 101 were classified as Stage-I-
normal, 36 were Stage-I-intermittent, and 212 were Stage III.
Arterio-arterial (AA) communications were most common in
Stage-I-intermittent: 27.7% vs 69.4% vs 42.5%, P< .0001. The rate
of donor IUFD was lowest in Stage-I-normal compared to Stage-
I-intermittent and Stage-III: 3.0% vs 25.0% vs 29.2%, P< .0001.
At-least-one survivorship did not differ among the 3 groups
(Table 1); dual survivorship was highest for Stage-1-normal and
differed from both Stage-I-intermittent and Stage-III in pairwise
comparisons. In a multivariable logistic regression model, Stage-
I-intermittent patients were 7 times more likely to have donor
twin IUFD (OR 7.23 [1.69-30.82], P = .0075), as were Stage-III
patients (7.24 [2.06-25.47],P= .0020), compared to Stage-I-normal
patients. (Table 2) In this same model, patients with AA were
3.6 times more likely to have donor IUFD (OR 3.59 [1.95-6.61];
P< .0001).
Conclusion: TTTS stage I patients with intermittentA/REDFUA
findings were at increased risk of donor IUFD after laser surgery.
It is unknown whether laser surgery or expectant management is
the optimal approach for this subset of patients. The role of AA
anastomoses in TTTS needs further investigation.
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603 | Group B Streptococci Colonization and the Expectant
Management of Late Preterm Prelabor Rupture of
Membranes

Raneen Abu Shqara1; Lior Lowenstein2; Maya Frank Wolf3
1Galilee Medical Center, Nahariya, HaZafon; 2Galilee Medical
center, Nahariya, HaZafon; 3Galilee Medical Center, Naharyia,
HaZafon

4:00 PM - 6:00 PM
Objective: The impact of maternal group B streptococci (GBS)
colonization on outcomes of expectant management of late
premature prelabor rupture ofmembranes (PPROM) is controver-
sial. We explored maternal and neonatal infectious outcomes in
women who presented with PPROM at 34-36.6 weeks according
to GBS colonization status.
Study Design: This retrospective cohort study included 412
women who presented with late PPROM and were admitted for
expectant management. Outcomes were compared according to
positiveGBS status (n= 73) andnegativeGBS status (n= 339). The
co-primary outcomes were clinical chorioamnionitis and latency
duration (ROM-delivery duration). Expectant management con-
sisted of betamethasone administration and 7-day antibiotics
regimen. Induction was performed at 37 weeks or earlier if
chorioamnionitis or non-reassuring fetal status was suspected.
After delivery, chorioamniotic swabswere obtained. The required
sample size was calculated to be at least 398, considering a 10%
effect size in the rate of women with latency > 48 hours, with a
power of 80% and an alpha of 5%.
Results: Gestational age at PPROM was similar between the
groups (Table). The rates of intrapartum fever, clinical chorioam-
nionitis, postpartum fever, latency duration, latency >48 hours,
and delivery week were similar. For the positive vs. negative GBS
status group, antibiotic administration in the neonatal intensive
care unit was more common: 11.1% vs 3.5%, p = 0.013. Rates of
neonatal complications such as early onset sepsis, respiratory
distress syndrome, invasive ventilation, andmeconiumaspiration
syndrome were similar between the groups. The distributions
of pathogens in chorioamniotic swab cultures were similar (p =
0.461) (Figure).
Conclusion: Among women with PPROM at 34-36.6 weeks, we
report similar maternal and neonatal adverse outcomes. The
increased neonatal antibiotic administration may be attributed to
preventive measures related to the positive GBS status. Expectant
management of PPROM in women with GBS colonization is
reasonable.

604 | Comparing Two Prophylactic Antibiotic Protocols for
Treating Preterm Pre-Labor Rupture of Membranes

Raneen Abu Shqara1; Gabriela Goldinfeld2; Lior Lowenstein3;
Maya Frank Wolf4
1Galilee Medical Center, Nahariya, HaZafon; 2Bar-Ilan university,
Bar-Ilan University, HaZafon; 3Galilee Medical center, Nahariya,
HaZafon; 4Galilee Medical Center, Naharyia, HaZafon

4:00 PM - 6:00 PM
Objective: Following our randomized trial, we changed the
prophylactic antibiotic protocol for preterm pre-labor rupture
of membranes (PPROM) in our department from ampicillin-
roxithromycin to cefuroxime-azithromycin. We compared the
infectious morbidity of these two regimens.
StudyDesign: This retrospective study included 170womenwith
PPROM < 37 weeks, managed expectantly with betamethasone
and prophylactic antibiotics. According to protocol, chorioamni-
otic membrane cultures were obtained after delivery. Maternal
and neonatal outcomes were compared between 83 women who
received ampicillin-roxithromycin (February 2022 - March 2023)
and 87 who received cefuroxime-azithromycin (April 2023 - May
2024). A composite maternal postpartum infectious outcome
consisted of endometritis, antibiotic treatment and surgical site
infection. A composite neonatal adverse outcome consisted of
early onset sepsis, admission to the neonatal intensive care
unit, antibiotic treatment, sepsis workup and respiratory distress
syndrome.
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Results: Gestational age at PPROM, parity, group B Streptococ-
cus status and the median latency duration were comparable
in the two periods. Among women treated with ampicillin-
roxithromycin vs. cefuroxime-azithromycin, a greater proportion
had intrapartum fever, clinical chorioamnionitis, cesarean deliv-
ery and a postpartum infectious outcome: 9.6% vs 1.1%, p =
0.013; 8.4% vs 1.1%, p = 0.046; 33.7% vs 19.5%, p = 0.036; and
4.8% vs. 0%, p = 0.038, respectively (Table). The composite
neonatal adverse outcome did not differ between the groups (p
= 0.874). Following the ampicillin-roxithromycin vs. cefuroxime-
azithromycin regimen, prevalences were greater of positive
chorioamniotic membrane cultures (50.0% vs. 32%, p< 0.001)
(Figure) and of ampicillin-resistant Enterobacteriaceae spp. (23%
vs. 10%, p = 0.027).
Conclusion: Cefuroxime-azithromycin compared to ampicillin-
roxithromycin as a prophylactic for PPROM < 37 weeks showed
less maternal peripartum infections, which was supported by the
bacteriologic findings.

605 | Ehr-Integration of an Evidence-Based Calculator for
Cesarean Risk During Induction: Impact on Utilization
and Outcomes

Rebecca F. Hamm1; Mary C. Steele1; Allison Dreier2; Sameh
Saleh3; Mika Epps1; Madeline Fagen1; Mucio K. Delgado1; Lisa
D. Levine1
1University of Pennsylvania Perelman School of Medicine,
Philadelphia, PA; 2Sidney Kimmel Medical College at Thomas
Jefferson University, Philadelphia, PA; 3Inova Health System,
Fairfax, VA

4:00 PM - 6:00 PM
Objective: We developed a validated calculator to predict indi-
vidualized likelihood of cesarean delivery (CD) for patients

undergoing induction (IOL) [Levine 2018]. In a prospective
cohort, calculator implementation via an external website was
associated with reduced maternal morbidity and CD [Hamm
2020]. Here, we aimed to determine if Electronic Health Record
(EHR) integration of the CD risk calculator would further
improve utilization and clinical outcomes.
Study Design: This prospective cohort evaluated calculator
utilization, maternal morbidity, and CD for 6 months PRE
(10/2022-4/2023) vs. 6 months POST EHR-release of the CD risk
calculator (4/2023-10/2023) in 2 units. Prior to EHR-integration,
Site#1 had a 2018 push for calculatorwebsite use, while Site#2 had
not. EHR-integration recognized eligibility, allowed clinicians
to confirm and utilize EHR variables for score automation,
visible on electronic display. Patients were calculator eligible
if undergoing term IOL with a singleton, intact membranes,
and dilation ≤2cm without prior CD. Calculator utilization was
measured as a score recorded in the EHR. Analysis was stratified
by site and risk of CDbased on calculator results (< 20%, 20-39.9%,
40-59.9%, ≥60%).
Results: 2018 patients met eligibility (PRE:998; POST:1010) with
more IOLs for fetal indications, earlier gestational age, and
higher rates of hypertension in the POST group. Calculator
utilization significantly increased POST-EHR implementation
(Table). There were no differences PRE to POST in maternal
morbidity overall (aRR 1.18 [0.91-1.53]), by site or CD risk strata.
There was no difference in CD overall (aRR 1.19 [0.99-1.43).
However, an increase in CD was found at Site#2 POST EHR-
integration (aRR 1.30 [1.02-1.66]), specifically in the≥60%CD risk
strata.
Conclusion: EHR-integration of a CD risk calculator was associ-
ated with substantial increases in utilization.While CD increased
at one site PRE to POST, PRE rates were lower than anticipated,
and POST rates consistent with institutional data. Care should be
taken this calculator is not used to perform CD outside of clinical
indications.

606 | Implementation of a Standardized Protocol for Labor
Induction: Impact on Obstetric Disparities

Rebecca F. Hamm1; Sunni Mumford1; Markolline Forkpa2;
Nicholas J. Seewald1; Stefanie N. Hinkle1; Rinad S. Beidas3;
Sindhu K. Srinivas1; Samuel Parry4; Lisa D. Levine1
1University of Pennsylvania Perelman School of Medicine,
Philadelphia, PA; 2Pennsylvania Medicine Women’s Health
Clinical Research Center, Philadelphia, PA; 3Feinberg School of
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Medicine, Northwestern University, Chicago, IL; 4University of
Pennsylvania, Philadelphia, PA

4:00 PM - 6:00 PM
Objective: Prior retrospective data demonstrated that standard-
ization of labor induction (IOL) may reduce racial disparities
in cesarean delivery (CD) and morbidity. Here, we aimed to
determine the impact of prospectively implementing an IOL
protocol on racially disparate outcomes.
Study Design: This was a prespecified secondary analysis of
a type I hybrid effectiveness-implementation trial comparing 2
years before (PRE) and 2 years after (POST) implementation of
a standardized IOL protocol at 2 sites (2018-2022). The protocol
had 8 components and recommended active IOL management,
frequent cervical exams, and amniotomy by first exam ≥4cm. All
singletons ≥37 weeks with intact membranes requiring cervical
ripening were eligible; prior CD was excluded. This analysis
included only those with self-recorded race, divided into Black,
Indigenous, People of Color (BIPOC) and non-BIPOC. Poisson
regression with interaction terms evaluated the protocol’s impact
on disparities in CD and morbidity. Fidelity to the protocol was
defined as adherence to ≥75% of the 8 protocol components.
Results: 8386 were included (PRE = 4167; POST = 4219); 59.3%
identified as BIPOC. BIPOC patients differed in delivery site,
insurance, BMI, parity, maternal age, diagnosis of diabetes and
hypertension, gestational age, and IOL indication, included as
confounders. BIPOC patients were more likely to undergo CD
in both PRE (aRR 1.36[1.18-1.58]) and POST (aRR 1.55[1.33-1.70])
groups, even when controlling for these differences. Adjusted
relative risk of maternal morbidity was greater among BIPOC
patients both PRE (aRR 1.25[1.07-1.46]) and POST (aRR 1.34[1.14-
1.58]). There was no difference by race in neonatal morbidity
in either PRE or POST. There was no differential effect of the
protocol by race on CD or morbidity (Table). Protocol fidelity
increased PRE to POST for both BIPOC (58.4% to 64.3%, p< 0.001)
and non-BIPOC patients (43.6% to 53.1%, p< 0.001; interaction p
= 0.15).
Conclusion: Despite increased utilization of a standardized IOL
protocol across races, this intervention did not mitigate observed
racial disparities in CD or maternal morbidity.

607 | Impact of Health Disparities in Patients with
Twin-to-Twin Transfusion Syndrome

Rebecca M. Johnson1; Luis E. Delgadillo Chabolla2; David G.
Mann2; Cara Buskmiller3; Roopali V. Donepudi3; Ahmed A.
Nassr3; Magdalena Sanz Cortes3; Michael A. Belfort3; Jessian L.
Munoz1
1Baylor College of Medicine, Houston, TX; 2Baylor College of
Medicine/Texas Children’s Hospital, Houston, TX; 3Texas
Children’s Hospital and Baylor College of Medicine, Houston, TX

4:00 PM - 6:00 PM
Objective: Social determinants of health impact access to care
for patients with complex pregnancies. This study aimed to
determine whether patients diagnosed with twin-to-twin trans-
fusion syndrome presented with more progressive disease as
measured by Quintero stage (I-IV) at presentation for evaluation
for intervention based on their type of insurance coverage.
Study Design: This retrospective cohort study included
monochorionic-diamniotic pregnant patients diagnosed with
twin-to-twin transfusion syndrome who underwent laser
photocoagulation at our fetal center between 11/2011-5/2024.
Patients were categorized based on their type of insurance
coverage, defined as commercial/private insurance (Private)
or The Children’s Health Insurance Program/Medicaid/No
Insurance (Public). The primary outcome was the Quintero stage
(I-IV) at the initial consultation for surgery. Secondary outcomes
included gestational age at intervention, selective fetal growth
restriction (sFGR), latency from referral to evaluation, location
of evaluation, gestational age at delivery, and survival at 30 days.
Patients without 30-day outcomes available were excluded.
Results: 484 patients underwent laser photocoagulation for
TTTS at our center. Patients with public insurance were more
likely to present with a higher Quintero stage than those with
private insurance (3 [2,3], 3 [2,3], p= 0.046). The public insurance
group was also more likely to be White/Hispanic (45.7% v 19.5%,
p< 0.001) or Black/Non-Hispanic (15.7% v 6.6%, p< 0.001), be
evaluated as an inpatient (69% v 55%, p = 0.002), have sFGR (47%
v 36%, p= 0.014) and have a higher gestational age at intervention
(20.7[18.6,22.4] v 19.9[17.9,22.0], p = 0.015). Latency from referral
to evaluation and GA at delivery were similar, and we found no
difference in survival at 30 days between groups.
Conclusion: Our study shows that social disparities exist in this
population, and insurance status may be a surrogate of these
inequities. However, long-term patient outcomes are equivalent
with prompt, comprehensive care, aligning with the principle of
distributive justice and the fair opportunity rule.
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608 | Continuous Glucose Monitor Time in Range:
Maternal Outcomes Amongst Pregnant Patients with
T2Dm & Gdm

Yara Hage Diab1; Lauren A. Forbes2; Erkan Kalafat3; Theresa
Corbine1; Margaret Mlynarczyk1; Marwan Ma’Ayeh1; George R.
Saade1; Rebecca Horgan1
1Macon & Joan Brock Virginia Health Sciences Eastern Virginia
Medical School at Old Dominion University, Norfolk, VA; 2Eastern
Virginia Medical School, Norfolk, VA; 3Koc University Hospital,
Istanbul, Istanbul

4:00 PM - 6:00 PM
Objective: The Advanced Technologies & Treatments for Dia-
betes consensus group recommends target time in range (TIR)
with a continuous glucose monitor (CGM) of 70% for pregnant
patients with type 1 diabetes but concluded that there is inad-
equate evidence to recommend target TIR for type 2 diabetes
(T2DM) or gestational diabetes (GDM). Our objective was to
determine the impact of TIR categories on maternal outcomes
amongst pregnant patients with T2DM and GDM.
StudyDesign: This retrospective cohort study included pregnant
patients with T2DMorGDMusing CGM for at least 30 days at our
tertiary center from January 2020 to December 2022. Exclusion
criteria were type 1 diabetes, multiple gestation, and unavailable
delivery records. Target range for glucose on CGM was 63-140
mg/dL. Mean TIR for duration of CGM use during pregnancy
was recorded. Primary outcome was maternal adverse events
defined as having a cesarean delivery, postpartum hemorrhage
or developing a hypertensive disorder of pregnancy. Maternal
outcome in TIR groups were compared with Fisher’s Exact test
and logistic regression.
Results: 71 patients were included, of whom 48 and 23 had a
mean TIR ≥70% and < 70%, respectively. Patients with mean TIR
≥70% had lower rates of cesarean delivery (56.2% vs. 78.3%, P
= 0.12), postpartum hemorrhage (14.6% vs. 21.7%, P = 0.68) and
hypertensive disorders of pregnancy (35.4% vs. 47.8%, P = 0.46)
but the differences did not reach statistical significance (Figure
1). Patients withmean TIR≥70% had a reduced odds of composite
maternal outcome after adjusting for maternal BMI and diabetes
type (adjusted OR: 0.40, 95% CI: 0.10-1.37, P = 0.166), but again
the difference did not reach statistical significance.
Conclusion: All indicators trend towards better outcomes in
pregnant patients with T2DM or GDM with mean TIR ≥70% on
CGM compared with those with mean TIR < 70%. However, a
larger sample size may be needed to statistically confirm this
difference.

609 | Cgm Initial Time in Range & Trajectory: Impact on
Neonatal Outcomes in T2Dm and Gdm

Rebecca Horgan1; Yara Hage Diab1; Lauren A. Forbes2; Erkan
Kalafat3; Theresa Corbine1; Margaret Mlynarczyk1; George R.
Saade1; Marwan Ma’Ayeh1
1Macon & Joan Brock Virginia Health Sciences Eastern Virginia
Medical School at Old Dominion University, Norfolk, VA; 2Eastern
Virginia Medical School, Norfolk, VA; 3Koc University Hospital,
Istanbul, Istanbul

4:00 PM - 6:00 PM
Objective: Continuous glucose monitor (CGM) is increasingly
utilized tomanage pregnant patients with type 2 diabetes (T2DM)
and gestational diabetes (GDM), with target time in range (TIR)
the main measure of glucose control. We sought to evaluate the
independent contributions of initial TIR versus TIR trajectory
during pregnancy on neonatal outcomes.
StudyDesign: This retrospective cohort study included pregnant
patients with T2DM or GDM using CGM for ⩾ 30 days from Jan
2020 to Dec 2022. Exclusion criteria were type 1 diabetes, multiple
gestation, and unavailable delivery records. Target glucose values
on CGM were defined as 63-140 mg/dL. Initial TIR was defined
as mean TIR after 2 weeks of CGM use. The primary composite
neonatal outcome was macrosomia, birth trauma, significant
hyperbilirubinemia, stillbirth, or neonatal death. TIR values
were modeled with mixed effect generalized additive models.
TIR groups were formed using sample quartiles (Initial TIR:
good, borderline, abnormal; TIR trajectory: worsened, stable and
improved).
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Results: 71 patients were included in the analysis. Initial TIRwas
abnormal in 17, borderline in 30, and good in 18, with the primary
outcome occurring in 35%, 30%, and 17%, respectively. TIR trajec-
tory worsened in 18, remained stable in 35, and improved in 12,
with 28%, 29%, and 25%, respectively having the primary outcome.
When initial TIR and trajectory were considered together, the
primary outcome rates in patients with abnormal initial TIR
were 25%, 50%, and 100% for improved, stable, and worsened TIR
trajectory. For borderline initial TIR, rates were 0%, 30.4%, and
28.6%, respectively. For good initial TIR, rates were 12.5% and
20% for stable and worsened TIR. Initial TIR (aOR 0.26, 95% CI:
0.09-0.61) and TIR trajectories (aOR 0.45, 95% CI: 0.18-1.01) were
independently associated with adverse outcomes after adjusting
for diabetes type.

Conclusion: Pregnant patients with T2DM and GDM should be
counseled that poor initial TIR values on CGM is associated with
increased risk of adverse neonatal outcomes, and improvement
in TIR during pregnancy reduces this risk significantly.

610 | Machine Learning Prediction of NICU Admission at
the Point of Care

Reetam Ganguli1; Stephen Wagner2
1Elythea, San Jose, CA; 2Beth Israel Deaconess Medical Center,
Boston, MA

4:00 PM - 6:00 PM
Objective: NICU admissions significantly raise neonatal mortal-
ity risk and cost up to $168,000. No universal assessments predict
NICU admission risk at the point of care. Literature shows early
prenatal risk assessment and education/nutrition intervention
reduced NICU admissions by 56% and NICU days by 59%. This
study aims to develop an ML model predicting NICU admissions
using early prenatal variables and demographic/clinical history.
Study Design: ML models were trained on sociodemographic,
medical history, and obstetric variables obtainable at the point of

care. Models were trained on years 2018-2020 of the CDC Vital
Statistics System and were tested on year 2021. NICU patients
from years 2014-2017 (with the exception of year 2015 due to an
unavailable data file) were included in training to reduce class
imbalance.
Exclusion criteria: missing NICU data and non-reporting hos-
pitals. The primary outcome was immediate NICU admission
post-delivery. Weight scaling algorithms enhanced training for
preterm labor patients and NICU patients from prior years up to
2014 were used to improve class imbalance.
Results: 44 clinical variables obtainable in the 1st trimester across
12,127,124 patients were included in the training data. 2,041,555
(16.83%) experienced NICU admissions.
The model was tested on 3,219,217 patients, of which 351,787
(10.93%) had a NICU admission. The developed model had an
area under the receiver operating characteristic curve of 0.76, 77%
accuracy, sensitivity of 0.60, and F1 score of 0.77 at a standard 50%
threshold.
When Youden’s J statistic was calculated, the optimal threshold
was 45.55%, which yielded 0.66 sensitivity.
Conclusion: Machine learningmodels can identify nearly 2/3rds
of all NICU admissions at the point of care using routinely
collected factors. This early identification can potentially allow
for targeted interventions to prevent over half of all NICU
admissions and lead to cost savings for health plans.

611 | Predicting Severe Hemorrhage in Operative Cesarean
Deliveries Using Machine Learning

Reetam Ganguli1; Julia Sroda Agudogo2; Stephen Wagner2
1Elythea, San Jose, CA; 2Beth Israel Deaconess Medical Center,
Boston, MA

4:00 PM - 6:00 PM
Objective: Maternal hemorrhage necessitating transfusion is
a significant complication in cesarean deliveries. This study
aims to develop machine learning (ML) classifiers to predict
hemorrhage necessitating transfusion in mothers undergoing
cesarean delivery.
Study Design: AdaBoost, LightGBM, XGBoost, RandomForest,
and Logistic Regression mdoels were developed. The models
were trained and tested on data from the American College
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of Surgeons National Surgical Quality Improvement Program
database from years 2009 to 2021. Included patients underwent
any cesarean delivery identified by specific Current Procedural
Terminology (CPT) codes: 59510, 59514, 59515, 59618, 59620, and
59622 with complete data for the outcome. Cases with missing
data on the primary outcome were excluded. Training data
included preoperative blood biomarkers, clinical history, and
sociodemographic information. All models were evaluated using
5-fold cross-validation to ensure robustness. The training data
included preoperative clinical and sociodemographic variables
for a large cohort of obstetric patients. The primary outcome was
severe hemorrhage requiring transfusion.
Results: Of the total 43,713 patients, 1,425 (3.3%) experienced the
outcome of maternal transfusion. AdaBoost and RandomForest
models demonstrated the highest accuracy and AUC ROC scores
among the evaluated models. Specifically, the AdaBoost model
achieved an AUCROC of 0.72 (95% CI: 0.72-0.72) and an accuracy
of 96.52% (95% CI: 96.34%-96.71%). The RandomForest model
showed similar performance with an AUC ROC of 0.71 (95% CI:
0.71-0.71) and an accuracy of 96.59% (95% CI: 96.45%-96.73%).
Conclusion: AdaBoost and RandomForest models show the
highest potential for predicting severe hemorrhage requiring
transfusion in operative cesarean deliveries. These models can
assist in early identification and intervention, potentially improv-
ing patient outcomes.

612 | Cost-Effectiveness of Manual Rotation in the Setting
of Persistent Occiput Posterior Position

Riane Bradbury-Huang1; Aaron B. Caughey2
1Barnard College of Columbia University, Portland, OR; 2Oregon
Health & Science University, Portland, OR

4:00 PM - 6:00 PM

Objective: Persistent occiput posterior position during the
second stage of labor occurs in approximately 5% of annual
pregnancies. This fetal position is associated with longer labors,
higher cesarean rates, and increased perinatal complications.
Manual rotation of the fetal occiput can resolve the malposition
in a subset of pregnancies. We examined the outcomes and costs
ofmanual rotation versus expectantmanagement in the setting of
persistent occiput posterior position in the second stage of labor.
Study Design: We developed a decision-analytic model using
TreeAge to compare outcomes between manual rotation versus
expectant management for a theoretical cohort of 70,400 individ-
uals, the annual number of nulliparous patients with persistent
fetal OP position. Outcomes included cesarean delivery, post-
op infection, instrumental delivery, severe perineal laceration,
postpartum hemorrhage, and maternal death in addition to
costs and quality-adjusted life years (QALYs). The willingness-to-
pay (WTP) threshold was set at $100,000/QALY. We conducted
literature searches to find inputs for the model, and conducted
sensitivity analyses to discover and vary the drivers of the model
in order to study its strengths.
Results: Within the theoretical cohort of 70,400 pregnancies,
manual rotation prevented 24,119 cesarean sections, 1,206 post-
op infections, 7,040 instances of postpartum hemorrhage, and 3
maternal deaths. However, it also resulted in an increased 10,353
instrumental deliveries and 4,796 severe perineal lacerations due
to the reduction of cesareans. The manual rotation strategy was
dominant to expectant management, resulting in more QALYs
for lower costs. Sensitivity analyses demonstrated that manual
rotation remained cost-effective until the cost of vaginal delivery
was above $23,037.
Conclusion: We found manual rotation led to better outcomes
and lower costs for nulliparous patients with persistent fetal OP
position compared to expectant management. Further study of
the impact of manual rotation and how it can be more widely
trained and adopted is important for future research.
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613 | Cerebrospinal Fluid Analysis in Fetuses with
Myelomeningocele

Romain Corroenne1; Enrico R. Barrozo2; Roopali V. Donepudi3;
Ahmed A. Nassr3; Brian Burnett1; Rebecca M. Johnson1; William
EWhitehead2; Michael A. Belfort3; Magdalena Sanz Cortes3
1Baylor College of Medicine, Houston, TX; 2Baylor College of
Medicine and Texas Children’s Hospital, Houston, TX; 3Texas
Children’s Hospital and Baylor College of Medicine, Houston, TX

4:00 PM - 6:00 PM
Objective: Fetuseswithmyelomeningocele (MMC) often present
with ventriculomegaly (VMG). If severe, the pressure exerted
on the brain parenchyma may potentially cause axonal demyeli-
nation and lead to neurological deficits. Previously, using flow
cytometry, we observed heterogeneity in cellular populations
in fetal cerebrospinal fluid (CSF) obtained immediately prior
to beginning fetal surgery. We hypothesized that differences in
proportional microglia and neuronal progenitor cells in fetal CSF
correlate with neurological deficits observed in children with
MMC and may reflect the degree of brain tissue injury.
Study Design: Retrospective study of CSF from 9 fetuses
who underwent a laparotomy-assisted fetoscopic MMC repair.
Before surgery, fetal MRI and ultrasound scans were performed.
Ventricular atrial width measurements, anatomical level of the
lesion, and presence/absence of clubfeet were recorded. At birth,
motor function was evaluated. Fetal CSF was collected from
the MMC sac immediately prior to starting the fetoscopic MMC
repair and subjected to single-cell RNA-sequencing (scRNA-seq;
n = 9, 25.1[23.7-25.9] weeks gestation) to quantify proportional
cell counts. Proportions of cellular populations were compared
between cases with different neurological characteristics and
outcomes.
Results: A total of 18 distinct CSF cellular subpopulations were
identified (Figures 1A, 1B). Significantly fewermacrophages were
found in the CSF from fetuses with VMG compared to those with
no VMG (Figure 1, C). Cases with an anatomical lesion higher
than L2 had fewer immature neurons as compared to thosewhere
the lesion was < L2 (Figure 1, D). When club foot was present at
the time of the surgery thereweremore trophoblast-like cells than
in those without club foot. Infants with impaired MF at birth,
and those with club foot, showed significantly less proportional
microglia cells than their counterparts (Figure 2).
Conclusion: In fetuses with MMC there are changes in the CSF
cellular footprint that can be observed at midgestation and which
may be associated with specific neurologic findings present at
birth.
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614 | Predicting Severe Blood Loss Before Cesarean
Hysterectomy (CH): A Novel Method Focusing on Bladder
Vascularity

Rosa Drummond; Mevlut Bucak; MaryEllen Mangione; Ozhan
M. Turan
University of Maryland Medical Center, Baltimore, MD

4:00 PM - 6:00 PM
Objective: Placenta accreta spectrum (PAS) grade 3b&c pose the
highest risk for severe blood loss (SBL) during CH, primarily due
to bladder dissection. Interventions like interval hysterectomy,
conservative management and aortic occlusion (REBOA) are
proposed to reduce SBL but come with complications. Current
preoperative assessments are unreliable in identifying SBL cases.
We hypothesize that cystoscopic (C) evaluation can accurately
predict SBL.
Study Design: PAS cases had preoperative ultrasound, MRI,
and postoperative pathological grading. Standardized cystoscopy
and bilateral stents were used in non-urgent cases. Quantitative
blood loss (QBL), surgical complications, and transfusions were
recorded. Same surgeon, standardized techniques, and blinded
evaluation of C recordings were inclusion criteria (Figure 1).
Odds ratio (OR) for cystoscopy variables were calculated using
postoperative grading. The Cystoscopy Index (CI) was calculated
from OR sums. Postoperative grades 3b&c were high grade
(HG); 1, 2, and 3a were low grade (LG). Primary outcome was
CI prediction of SBL > 2000ml. Secondary outcomes included
surgical complications and REBOA placement. C results were
analyzed using descriptive statistics, correlation, and ROC curve.
Results: Of 66 cases, 31wereHGand 35 LG. Postoperative grading
identified more HG cases than preoperative (p = 0.002), with
grade 3b being themost common (38%). Bridging vessels (BV) and
distortion of the trigone (DT) were the strongest predictors of HG
(odds ratios 3.5 and 5.1, p = 0.01). CI correlated with QBL (p =
0.036). ROC analysis calculated CI ≥ 2.8 is the predictor for HG
cases (AUC:0.68, p= 0.009). CI≥ 2.8 was identified in 82% (14/17)
of cases with SBL and required >4U RBC transfusion (p = 0.01
and 0.03) (Table 1). DT was significantly related to cystotomy (p
= 0.007). Two HG cases required REBOA and had CI ≥ 2.8.
Conclusion: Preoperative cystoscopy and CI can identify cases
resulting in SBL, unavoidable cystotomy, and REBOA. High CI
can guide discussions about alternatives like interval hysterec-
tomy or REBOA. This tool aids in randomizing patients for
conservative management.

615 | Association Between Nt-Probnp and Persistent
PostpartumHypertension Among Individuals with
Hypertensive Disorders of Pregnancy

Rosemary Shay1; Carrie Bennett1; Caroline Smith2; Janet Catov3;
Arun Jeyabalan2; Robin E. Gandley4; Malamo Countouris1;
Alisse Hauspurg5
1University of Pittsburgh Medical Center, Pittsburgh, PA;
2University of Pittsburgh School of Medicine, Pittsburgh, PA;
3Magee-Womens Hospital, Pittsburgh, PA; 4Magee-Womens
Research Institute, Pittsburgh, PA; 5Alpert Medical School of
Brown University, Providence, RI

4:00 PM - 6:00 PM
Objective: Natriuretic peptide (NP) concentrations are increased
in hypertensive disorders of pregnancy (HDP), but the association
of NP levels with postpartum outcomes among hypertensive indi-
viduals has not been well explored. Our objective was to evaluate
the association of N-terminal pro B-type natriuretic peptide (NT-
proBNP) concentration at delivery with persistent postpartum
hypertension (HTN) and blood pressure (BP) trajectory in the first
two weeks postpartum among individuals with HDP.

Study Design: This cohort study included individuals with
new-onset HDP (gestational hypertension, preeclampsia) who
participated in a remote BP monitoring program and an obstetric
biobank. NT-proBNP was measured from maternal plasma at
delivery. Postpartum BP data were collected from delivery
hospitalization, six-week remote BP program, and outpatient
visits. Outcomes were compared between low-NT-proBNP (< 150
pg/mL) and high-NT-proBNP (≥150 pg/mL) groups, with cut-off
of 150 pg/mL based on previously published reference intervals
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in pregnancy. We used repeated BP measures to fit mixed-effects
linear regression models using restricted cubic splines. Persistent
HTN was defined as BP ≥140/90 mmHg or antihypertensive
medication.

Results: Of 111 individuals with HDP, 31 (28%) had low NT-
proBNP, and 80 (72%) had high NT-proBNP. Those with high
NT-proBNP had higher maximum DBP during the delivery
hospitalization (101 vs. 94 mmHg, p = 0.01), higher maximum
SBP during remote monitoring (145 vs. 139 mmHg, p = 0.049),
and higher likelihood of being on antihypertensives at any
time postpartum (49% vs. 23%, p = 0.01) compared with those
with low NT-proBNP. High NT-proBNP was associated with
persistent HTN at six weeks postpartum (40% vs. 19%, p = 0.04)
compared with lowNT-proBNP. The high-NT-proBNP group had
a significantly different SBP trajectory from the low-NT-proBNP
group over the first two weeks postpartum (p = 0.04 for SBP, p =
0.13 for DBP).

Conclusion: Individuals with elevated NT-proBNP may be at
increased risk for ongoing HTN in the postpartum period and
could warrant closer monitoring after delivery.

616 | Preeclampsia Compared to Gestational Hypertension
Increases Short-Term Renal Disease Morbidity

Ruby Lin1; Rachel Lee1; Emily E. Daggett2; Morgan C. Dunn3;
Emily B. Rosenfeld1; Cande V. Ananth1
1Rutgers Robert Wood Johnson Medical School, New Brunswick,
NJ; 2Rutgers Robert Wood Johnson Medical School, Edison, NJ;
3Rutgers Robert Wood Johnson, New Brunswick, NJ

4:00 PM - 6:00 PM
Objective: Despite the physiologic differences, gestational hyper-
tension and preeclampsia without severe features are managed
similarly. We hypothesize that the presence of proteinuria in
preeclampsia increases the risk of short-term renal disease
morbidity.
StudyDesign: Using the Healthcare Cost and Utilization Project
Nationwide Readmissions Database, we performed a retrospec-
tive cohort study of hospital delivery discharges in the United
States from 2010 to 2020. We used ICD 9 and 10 codes to identify
deliveries complicated by hypertensive disease in pregnancy,
as well as hospital readmissions within the calendar year of
delivery for renal disease, including acute and chronic kidney
disease. Chronic hypertension and superimposed preeclampsia
were excluded to avoid the possibility of baseline renal disease
due to preexisting hypertension. Associations were derived from
Cox proportional hazard models expressed in the confounder-
adjusted hazard ratio (HR) with a 95% confidence interval
(CI).
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Results: There were 3,425,221 deliveries complicated by ges-
tational hypertension, preeclampsia without severe features,
or severe preeclampsia. Renal disease hospitalization rates for
gestational hypertension, preeclampsia without severe features,
and severe preeclampsia were 247, 408, and 648 per 100,000
delivery hospitalizations, respectively. Compared to those with
gestational hypertension, preeclampsia without severe features
was associated with increased risks of acute renal disease (HR
1.49, 95% CI 1.31-1.68); risks for chronic renal disease were
even higher (HR 2.31, 95% CI 1.70-3.13). Patients with severe
preeclampsia were at substantially increased risk of renal disease
hospitalizations.
Conclusion: Preeclampsia has a 1.5- fold and severe preeclamp-
sia a 2.4-fold increase in renal disease morbidity compared
to gestational hypertension. These findings highlight the dif-
ferent prognoses between gestational hypertension, non-severe
preeclampsia, and severe preeclampsia. Patients who have
preeclampsia may warrant closer surveillance for long-term
kidney disease.

617 | Disparities in Fetal Autopsy and Placental
Histopathology following Stillbirth in the United States

Sabrina Montgomery1; Katherine Bianco2; Hayley E. Miller2;
Ruth B. Lathi2; Stephanie A. Leonard2
1Charles R. Drew University of Medicine and Science, College of
Medicine, Inglewood, CA; 2Stanford University, Palo Alto, CA

4:00 PM - 6:00 PM
Objective: Efforts to eliminate well-known disparities in still-
birth require an improved understanding of the causes of
death. Clinical guidelines recommend fetal autopsy and pla-
cental histopathology following a stillbirth, but many stillbirths
do not receive these evaluations and remain unexplained. We
sought to examine whether rates of fetal autopsy and placental
histopathology following a stillbirth differ among racial/ethnic
and education groups.

Study Design: We conducted a population-based study using
the U.S. CDC national fetal death files between 2020-2022. We
included singleton births ≥20 weeks’ gestation with complete
information on study variables. The study outcomes were fetal
autopsy and placental histopathology, categorized as none or yes:
completed or planned. Birth parent race, ethnicity, and education
were self-reported and categorized by the CDC. We performed

multivariable logistic regression models to evaluate differences
in the outcomes among racial/ethnic and education groups.
Covariates included age, late or no prenatal care, prior live birth,
and gestational age.

Results: In this study of 43,954 stillbirths, 18% received a fetal
autopsy and 67% had placental histopathology performed (Table
1). Among racial/ethnic groups, Non-Hispanic (NH) Black people
had higher rates of fetal autopsy (aOR 1.34, 95% CI: 1.26-1.42)
but lower rates of placental histopathology (aOR 0.87, 95% CI:
0.82-0.92) than NHWhite people (Table 2). NH American Indian
or Alaska Native and NH Asian people also had significantly
lower rates of placental histopathology. Among education groups,
increasing level of education was associated with increasing rate
of both fetal autopsy and placental histopathology.
Conclusion: Utilization of fetal autopsy and placental
histopathology was lower than expected across all groups, with
differences among racial/ethnic and education groups. Further
research is needed to understand structural barriers, patient
preferences, and causes of disparities in clinical evaluation
following stillbirth.
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618 | Gender Representation in Mfm Fellowship
Leadership: a Cross-Sectional Analysis

Sally Kuehn1; Colleen P. Judge-Golden2; Rachel L. Wood3; Sarah
K. Dotters-Katz1
1Duke University School of Medicine, Durham, NC; 2Duke
University Hospital, Durham, NC; 3Duke University, Durham, NC

4:00 PM - 6:00 PM
Objective: Women hold far fewer leadership positions in aca-
demic medicine than men. The purpose of this study was to
describe the gender breakdown ofmaternal fetalmedicine(MFM)
fellowship program directors(PD) and to evaluate the association
between gender and academic rank in this cohort.
Study Design: After IRB exemption, an inclusive list of active
MFM fellowship programs was collected. Using online search
tools, PD gender identity (extrapolated from written pronouns in
online profiles), PD academic rank, number of years since PD
fellowship graduation, andnumber and gender identity of current
fellows were collected for each program. Data were analyzed
using descriptive statistics and bivariate analyses.
Results: Biographical information was available for 104 of
106(98.1%) MFM fellowship PDs and 387 fellows representing
88 programs. Of the fellowship PDs, 63(61%) were women. On
average, male directors had spent significantly more years out of
fellowship than their female counterparts (21.0 yrs vs 15.1 yrs, p =
0.004) and weremore likely to be full professors (54% vs. 30%, p=
0.03). However, when stratifying by number of years in practice
(< 10 years, 10-19 years, 20+ years), no difference in academic
rank was seen between men and women within groups (Figure).
Of fellows, 87(22.5%) were men. The proportion of male PDs was
significantly higher than the proportion of male fellows (39% vs.
23%, p= 0.0008). Therewas no association between fellow gender
identity and the gender identity of their respective PDs (Table).
Conclusion: Even in OBGYN—one of the few predominantly
female specialties—gender disparities still exist inmedical educa-
tion leadership. InMFM,males are overrepresented in fellowship
leadership compared to the gender distribution of current fel-
lows. Our data suggest that this finding, and the difference in
academic rank between male and female PDs, is related to males
having been in practice for longer. As the specialty continues to
evolve, attention must be paid to ensure that medical education
leadership is reflective of the trainees it serves.

619 | PostpartumMental Health Following Unplanned
Modes of Delivery: Understanding Birth Trauma

Samantha L. Kruger1; Nicola C. Perlman1; Elizabeth B.
Sherwin1; Yasser Y. El-Sayed2; Deirdre J. Lyell1; Elliott K. Main2;
Suzan L. Carmichael1; Katherine L. Wisner3; Pervez Sultan1;
Stephanie A. Leonard1; Danielle M. Panelli1
1Stanford University, Palo Alto, CA; 2Stanford University,
Stanford, CA; 3Children’s National Hospital, Washington, DC

4:00 PM - 6:00 PM
Objective: Birth trauma is an increasingly recognized and preva-
lent problem, yet the relationship between potentially traumatic
birth events (such as unplanned mode of delivery) and post-
partum mental health conditions is understudied. We evaluated
associations between unplanned delivery modes and new onset
postpartum mental health conditions.
Study Design: This was a retrospective cohort study of singleton
live births between 2008-2022 from the MarketScan Commercial
Database. We excluded births with mental health conditions
diagnosed during pregnancy, discontinuous insurance enroll-
ment, preterm birth (< 37 weeks), contraindications to labor,
and planned cesareans. The exposure was spontaneous vaginal
delivery (SVD), successful operative vaginal delivery (OVD) with
vacuum or forceps, unplanned cesarean without OVD attempt,
or cesarean after failed OVD. The outcome was a mental
health condition (depression, anxiety, post-traumatic stress dis-
order (PTSD), or other serious psychiatric conditions) diagnosed
betweendelivery and 6months postpartum.Multivariable logistic
regressionmodels were conducted to assess associations between
mode of delivery and any postpartum mental health condition,
adjusting for confounders. Secondarily, models were replicated to
evaluate each individual mental health condition as an outcome.
Results: A total of 829,917 births were included. Compared with
SVD, postpartum mental health conditions were increased after
unplanned cesarean without OVD [adjusted odds ratio (aOR)
1.15, 95% confidence interval (CI) 1.13-1.18] and after unplanned
cesarean with failed OVD (aOR 1.20, 95% CI 1.03-1.38, Table 1).
Prevalence of PTSD was significantly increased in all modes of
delivery compared to SVD,most notably for failed OVD (aOR 1.60
95% CI 1.09-2.26, Figure 1).
Conclusion: Postpartum mental health conditions were
increased among people with unplanned cesarean births, most
notably PTSD in those with failed OVD. Screening for PTSD
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should be considered, especially for people who have failed OVD
attempts that result in cesarean birth.

620 | Expectant Management versus. Prompt Laser
Therapy for Stage II Twin-Twin-Transfusion-Syndrome
before 18 weeks

Sami Backley1; Eric P. Bergh2; Saul Snowise3; Anthony
Johnson4; Jimmy Espinoza1; Nick Juckel3; Ashley Salazar5;
Ramesha Papanna6; Clifton O. Brock3
1Division of Fetal Intervention, Department of Obstetrics,
Gynecology and Reproductive Sciences, McGovern Medical School
at UTHealth Houston, Houston, TX; 2UT Health, Houston, TX;
3Midwest Fetal Care Center, Children’s Minnesota, MN,
Minneapolis, MN; 4McGovern Medical School University of Texas
Health Science Center at Houston (UThealth), Houston, TX;
5Division of Fetal Intervention, Department of Obstetrics,
Gynecology and Reproductive Sciences, McGovern Medical School
at UT Health Houston, Houston, TX; 6McGovern Medical School
at UTHealth Houston, Houston, TX

4:00 PM - 6:00 PM
Objective: In some reports, fetoscopy before 18 weeks (wks) ges-
tational age (GA) is associatedwith a greater risk of poor perinatal
outcomes. We assessed efficacy of expectant management (EM)
followed by fetoscopic placental laser ablation (FLA) at 18 wks

versus prompt intervention (PI) in patients with early-Stage II
twin-to-twin transfusion syndrome (TTTS).
Study Design: This is a secondary analysis of prospectively col-
lected data frommonochorionic diamniotic (MCDA) pregnancies
with Stage 2 TTTS prior to 18 wks GA at two fetal centers. We
compared outcomes between patients that had FLA promptly
after evaluation (PI) to those where expectant management
(EM), with twice-weekly surveillance and intent to perform
FLA at 18 wks GA, was undertaken. For the EM group, we
assessed incidence of early FLA (i.e., < 18 wks) for progressive
polyhydramnios or worsening severity of disease (i.e., upstaging).
Ultrasound characteristics, GA of delivery, incidence and timing
of preterm prelabor rupture ofmembranes (PPROM) and survival
were compared between groups.
Results: Stage 2 TTTS prior to 18 wks was confirmed in 54MCDA
pregnancies with 18 (33.3%) in the EM group and 36 (66.7%)
in the PI group. In the EM group, 12 patients had FLA at 18
weeks, while 6 had early FLA (Figure). The PI group presented
3.5 days later than the EM group (p = 0.02), while time between
evaluation and PLAwas greater in the EM group (6 vs. 1 days, p<
0.01). Ultrasound characteristics between the groups were similar
(Table). Rates of PPROMwere similar between groups. However,
theGAof PPROMtrended later in theEMgroup (24.8 vs. 19.6wks,
p = 0.08) while the FLA to PPROM interval trended longer (6.7
v. 3.3 days, p = 0.31). GA at delivery was similar between groups.
Dual survival rates were 88.9% and 75.0% (p= 0.30) in the EM and
PI groups respectively. In the EM group, dual survival occurred in
all upstaged cases.
Conclusion: Expectant management for early Stage II TTTS was
noninferior to prompt intervention. The timing of PPROM, when
it occurs, may be more favorable with EM, however further study
is required to assess this possibility.
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621 | Diagnosis of Vasa Previa: Is It Time to Sweep?

Sami Backley1; Eric P. Bergh2; Eleazar E. Soto3; Neha Agarwal4;
Felicia V. LeMoine1; Gustavo Vilchez5; Anthony Johnson6;
Jimmy Espinoza1; Edgar A. Hernandez-Andrade3; Ashley
Salazar7; Ramesha Papanna3
1Division of Fetal Intervention, Department of Obstetrics,
Gynecology and Reproductive Sciences, McGovern Medical School
at UTHealth Houston, Houston, TX; 2UT Health, Houston, TX;
3McGovern Medical School at UTHealth Houston, Houston, TX;
4Division of Fetal Intervention, Department of Obstetrics,
Gynecology and Reproductive Sciences, UTHealth McGovern
Medical School, Houston, TX, USA, Houston, TX; 5UTHealth
Houston, Houston, TX; 6McGovern Medical School University of
Texas Health Science Center at Houston (UThealth), Houston, TX;
7Division of Fetal Intervention, Department of Obstetrics,
Gynecology and Reproductive Sciences, McGovern Medical School
at UT Health Houston, Houston, TX

4:00 PM - 6:00 PM
Objective: Undiagnosed vasa previa (VP) has devastating con-
sequences due to fetal hemorrhage. Despite the evidence, there
is a lack of screening guidelines. Utilizing the universal cervical
length (CL) screening protocol at our center, the objective of
the study was to identify and characterize the vasa previa
distance from the internal os using color Doppler (CD) sweep on
transvaginal ultrasound.
Study Design: This was a retrospective cohort study of singleton
pregnancies that underwent universal transvaginal CL screening
with CD, transvaginal sweep between 2016-2024. VP cases were
identified from an ultrasound database query. The images/clips
were analyzed using the following screening methods: 1) midline
still image with CD, 2) CD sweep over the cervix, and 3) CD
sweep to the lateral lower uterine segment (Fig 1A). Quantitative
assessment was performed for vessel type (artery, vein or both),
Doppler flow (cm/sec), and distance from the internal os (cm) for
each image.
Results: 139 of 67,369 pregnancies with transvaginal CL had VP
in the diagnostic field. 98 (0.14%) VP were diagnosed of which: 47
(45%) were Type 1, 33 (34%) were Type 2 and 21 (21%) were Type
3. Midline CD view alone diagnosed 32 (33%) of cases. CD flow
over the cervix diagnosed an additional 39 (40%) cases. CD flow
in the lateral lower uterine segment provided diagnosis of 27 (27%)
additional cases. The incidence of resolving placenta previa and

velamentous cord insertion were similar in all groups. VP type 3
was more likely to be diagnosed on lateral sweep (p = 0.02). The
distance between the cervical os and the fetal vessel was further
away in cases diagnosed on lateral sweep compared to midline
view and midline CD sweep of internal cervical os (Fig 1B).
Conclusion: Color Doppler sweep of the cervix and lateral lower
uterine segment identifies a higher proportion of vasa previa
prenatally. Fetal vessels lateral to the cervix constitute 1 in 5 of
vasa previa cases. Guidelines to standardize the screening for
vasa previa to include lateral aspects of the cervix should be
considered.

622 | Comorbid Anemia is Associated withWorsened
Pregnancy Outcomes for Patients with Cardiac Disease in
Pregnancy

Sara I. Jones1; Chun Xu2; Tracy Truong3; Sarah C. Snow3; Cary
C. Ward3; Marie-Louise Meng3; Jerome J. Federspiel3
1Duke Univeristy, Durham, NC; 2Duke University, Durham, NC;
3Duke University School of Medicine, Durham, NC

4:00 PM - 6:00 PM
Objective: Our aimwas to assess whether pregnant patients with
comorbid anemia in the setting of cardiac disease experience an
increased risk of severe maternal morbidity (SMM) and other
adverse pregnancy outcomes.
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Study Design: This was a retrospective cohort study using
the 2016-2021 National Readmissions Database of all patients
with cardiac disease who delivered a singleton infant between
24 and 41 weeks. Patients with cardiac disease as identified
by diagnosis codes were included and categorized based on
modified World Health Organization (mWHO) criteria, which
due to coding limitations was dichotomized as mWHO I or II
disease (I-II) versus mWHO II/III, III or IV (II/III+) disease.
Logistic regression was used to assess the association between
anemia and adverse pregnancy outcomes. A subgroup analysis
of patients with iron-deficiency anemia was conducted. Models
were adjusted for age, ZIP code, median household income,
primary payer, hospital size, hospital teaching status, delivery
mode, and comorbid conditions.
Results: Cardiac disease was identified in 61,542 patients in
our cohort (47,767 (77.6%) with mWHO I-II disease and 13,775
(22.4%) with mWHO II/III+ disease). Of these patients, 16,122
(26.2%) had anemia. Comorbid anemia was associated with
higher odds of SMM/mortality in both mWHO I-II (aOR 4.65,
95% CI 4.16, 5.18) and mWHO II/III+ (aOR 2.25, 95% CI 2.05,
2.47) patients. Comorbid anemia was also associated with blood
product transfusion, non-transfusion SMM/mortality, preterm
birth, and cesarean delivery (Figure). This relationship persisted
for the subgroup of patients with iron-deficiency anemia, with an
increased odds of SMM in the setting of anemia seen for patients
with both mWHO I-II (aOR 3.68, 95% CI 2.95, 4.58) and mWHO
II/III+ (aOR 2.14, 95% CI 1.77, 2.58) (Table).
Conclusion: Comorbid anemia, including iron-deficiency ane-
mia, adversely impacts pregnancy outcomes in pregnant patients
with cardiovascular disease. Identifying and treating this modifi-
able risk factor offers an opportunity to reduce morbidity in this
high-risk population.

623 | Stigmatizing Language and the Association with
Patient-Related Factors in Pregnant Individuals with
Diabetes

Anwei Gwan; Isai Ortiz; Renee Mahr; Anna Ayers Looby;
Sanjana Molleti; Jessica Makori; Bukky Akingbola; Sereen K.
Nashif; Katelyn M. Tessier; J’Mag Karbeah; Sarah A. Wernimont
University of Minnesota, Minneapolis, MN

4:00 PM - 6:00 PM
Objective: Healthcare providers’ biases can negatively influence
the quality of care patients receive and exacerbate health dis-
parities. These biases can manifest through verbal and written
communication. In this study,we aimed to identify the prevalence
of stigmatizing language in clinical notes and to identify the
clinician and patient demographic characteristics associated with
the use of such language in a population of pregnant individuals
with diabetes.
Study Design: We conducted a retrospective cohort study from
2018-2019 of individuals with singleton, non-anomalous pregnan-
cies diagnosed with pre-existing or gestational diabetes using
an academic-community obstetric outcomes database. Using a
Natural Language Processing (NLP) algorithm, we identified pre-
specified stigmatizing terms in electronic health record clinic
notes (Fig. 1). We then compared the characteristics of patients
with and without documented stigmatizing language in their
medical records.
Results: Out of 1433 individuals, 128 (9%) had stigmatizing
language in their medical records during their pregnancy,
comprising 259 unique notes and a median of 2.0 (range 1.0-
12.0) notes per patient. The most frequently used terms were
“noncompliant” (47%) and “refused” (42%). Physicians (48%),
nurses (22%), and mid-level providers (12%) were the primary
providers who used this language. When adjusting for diabetes
type, providers were 70% less likely to use stigmatizing language
when describing white individuals compared to their black and
other race counterparts (aOR 0.26, 95% CI 0.17-0.39; p< 0.001).
Additionally, all providers were almost five times more likely to
use stigmatizing language when describing patients on public
versus private insurance (aOR 4.95, 95% CI 3.26-7.73; p< 0.001)
(Table 1).
Conclusion: Non-white birthing individuals and those on public
insurance diagnosed with diabetes in pregnancy were signifi-
cantly more likely to have stigmatizing language documented
within theirmedical records. This documentationmay contribute
to health inequities for marginalized birthing individuals.
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624 | Impact of Stigmatizing Language on Perinatal Health
Outcomes of Birthing Individuals with Diabetes

Anwei Gwan; Isai Ortiz; Renee Mahr; Anna Ayers Looby;
Sanjana Molleti; Jessica Makori; Bukky Akingbola; Sereen K.
Nashif; Katelyn M. Tessier; J’Mag Karbeah; Sarah A. Wernimont
University of Minnesota, Minneapolis, MN

4:00 PM - 6:00 PM
Objective: Healthcare providers’ biases can influence patients’
care and health outcomes. These biases canmanifest through ver-
bal and written communication. In this study, we evaluated the
impact of stigmatizing language in clinical notes onmaternal and
neonatal outcomes among individuals with perinatal diabetes.
Study Design: We conducted a retrospective cohort study from
2018-2019 of individuals with singleton, non-anomalous pregnan-
cies diagnosed with pre-existing or gestational diabetes using
an academic-community obstetric outcomes database. Using a
Natural Language Processing (NLP) algorithm, we identified
ADA-specified stigmatizing terms in electronic health record
notes. We then compared the characteristics and outcomes of
patients with and without documented stigmatizing language in
their medical records.
Results: Out of 1433 individuals, 128 (9%) had stigmatizing
language documented in their medical records during their
pregnancy. Black individuals and those of another race were
over three times more likely to have stigmatizing language
than white individuals (p< 0.001). Individuals described with
stigmatizing language had birth one week earlier than their
counterparts (median 38w0d vs 39w0d, p< 0.001). HgbA1c before
birth was comparable between cohorts (median 5.9 vs. 5.5). Both
groups had similar rates of glucose documented in the two
weeks before birth, and those without stigmatizing language had
more abnormal blood glucose levels recorded than those with
stigmatizing language (73% vs 47%, p< 0.001). After adjusting for
diabetes type and gestational age at delivery, no differences were
seen between individualswith andwithout stigmatizing language
in hypertensive disorders of pregnancy, NICU admission, or LGA
infants.
Conclusion: The presence of stigmatizing language documented
in medical records was used more often in Black and other
minoritized racial groups than white individuals and was not
clearly associated with markers of worse glucose control. No
differences in clinical outcomes were identified, suggesting
stigmatizing language may be used biasedly.

625 | Incidence of Placenta Accreta Spectrum in
Pregnancies with Placenta Previa and Prior Dilation and
Curettage

Sarah T. Mehl1; Abigail S. Zamorano2; Beatrice Valentini3; Joe
Haydamous4; Neha Agarwal5; Han-Yang M. Chen1; Edgar A.
Hernandez-Andrade1; Sean C. Blackwell1; Baha M. Sibai1; Farah
H. Amro1
1McGovern Medical School at UTHealth Houston, Houston, TX;
2Division of Gynecology Oncology, Department of Obstetrics,
Gynecology, and Reproductive Sciences, University of Texas Health
Science Center in Houston, McGovern Medical School, Houston,
TX; 3University of Parma, University of Parma, Emilia-Romagna;
4Division of Maternal-Fetal Medicine, Department of Obstetrics,
Gynecology and Reproductive Sciences, McGovern Medical School
at UTHealth Houston, Houston, TX; 5Division of Fetal
Intervention, Department of Obstetrics, Gynecology and
Reproductive Sciences, UTHealth McGovern Medical School,
Houston, TX, USA, Houston, TX

4:00 PM - 6:00 PM
Objective: Risk factors for placenta accreta spectrum (PAS) other
than prior cesarean delivery (CD) and placenta previa remain
unclear. In those with placenta previa, there is limited data
regarding the role of dilation and curettage (D&C) and risk of PAS.
We examined whether an association between D&C and PAS in
pregnancies with placenta previa exists.
Study Design: Retrospective cohort study of pregnancies with
finding of placenta previa on third trimester ultrasound from
2016–2024 and delivery within our hospital system. Pregnancies
were divided into group 1: CD≤1 and group 2: CD≥2, and then
subclassified according to history of D&C. PAS was diagnosed
based on pathology findings. Logistic regressionwas performed to
calculate adjusted relative risk for PAS controlling for gestational
age at delivery.
Results: A total of 274 pregnancies with third trimester placenta
previa and delivery outcomes at our hospital were reviewed.
Characteristics includingmaternal age, parity, BMI, and IVFwere
similar within groups (Table 1). The rate of PAS was not different
among those with and without D&C in group 1 (26% versus 15%, p
= 0.4) or group 2 (74% versus 67%, p= 0.2). Delivery at< 36 weeks
was more frequent in those with D&C among group 1 (69% versus
47%, p= 0.016), and not different in group 2 (89% vs 83%, p= 0.73).
Figure 1 demonstrates PAS pathology in both groups according to
history of D&C.
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Conclusion: In this cohort of pregnancies with placenta previa,
rate of PASwas not changed based on history of D&C.We did note
an association with increased placental invasion with history of
D&C, although not statistically significant. Interestingly in those
with prior CD≤1 and history of D&C, preterm delivery< 36weeks
was 1.5 times more likely than in those without history of D&C.
A large trial is needed to evaluate the role of D&C with incidence
of PAS and preterm labor.

626 | Continuous Glucose Monitoring Profile Metrics in
Pregnancies With andWithout Adverse Neonatal
Outcomes

Sarah A. Nazeer1; Rafael Bravo Santos1; Claudia Pedroza1;
Joycelyn A. Corntwaithe, RD, CDE1; Sean C. Blackwell2; Suneet
P. Chauhan3; Ghamar Bitar2; Baha M. Sibai2; Michal Fishel
Bartal4
1The University of Texas Health Science Center at Houston
(UTHealth), Houston, TX; 2McGovern Medical School at
UTHealth Houston, Houston, TX; 3Delaware Center of
Maternal-Fetal Medicine at Christiana Care, Delaware, DE;
4UTH Houston & Sheba Medical Center Israel, Houston, TX

4:00 PM - 6:00 PM
Objective: There is controversy concerning the degree of mater-
nal hyperglycemia associated with adverse neonatal outcomes.
Continuous glucose monitoring (CGM) is an innovative technol-
ogy that allows for individualized glycemic profiles. We aimed to
determinewhether CGMmetrics during screening for gestational

diabetes (GDM) can identify individualswho experienced adverse
neonatal outcomes compared to those who did not.
Study Design: This was a prespecified, secondary analysis of
a multi-clinic, randomized controlled trial of individuals being
screened for GDM with the use of CGM compared to the 2-
step method. Participants assigned to the 2-step method had a
blinded CGM (Dexcom G6 Pro) placed at the time of the 1-hour
glucose challenge test (GCT). CGM metrics evaluated included
the mean glucose, time in range (TIR; 63–140 mg/dL), and
time above the target range (TAR; >140mg/dL) expressed as
% of all readings. The primary outcome was a composite of
neonatal adverse outcomes (CNAO), including shoulder dystocia,
birth injury, large for gestational age, need for IV/PO glucose,
respiratory distress, and fetal/neonatal death.We compared CGM
metrics for those with or without the CNAO.
Results: Of the 814 individuals randomized, 613 (75%) had CGM
metrics that were analyzed (N = 331; CGM group, N = 282; 2-
step blinded CGM group). Of those 196 (32%) had the CNAO and
417 (68%) did not have CNAO. The CNAO was higher among
individuals diagnosedwithGDM (28% v 16%; p= 0.003) and those
treated with hypoglycemic agents (10% v 5%, p = 0.04). Neonates
with the CNAO had a higher mean CGM glucose (108.9 v. 105.0, p
= 0.007, Figure), coefficient of variation (17.8 v. 17.1, p= 0.02), and
TAR (6.5% v. 3.8%, p = 0.001) compared to those without (Table).
Conclusion: In this secondary analysis, CGM metrics at 24-32
weeks of elevated mean glucose, higher coefficient of variation,
and elevated TARwere associatedwithworse neonatal outcomes.
Our findings suggest that further studies are needed to eval-
uate the role of various CGM metrics in diagnosing maternal
hyperglycemia and related adverse outcomes.
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627 | Interval to Cerclage Placement and Delivery Timing
in Patients with an Extremely Short Cervix

Sarah H. Abelman; Frank I. Jackson; Nathan A. Keller; Julie
Chen; Luis A. Bracero; Cara S. Wetcher; Matthew J. Blitz
Northwell, New Hyde Park, NY

4:00 PM - 6:00 PM
Objective: Patients with a very short cervical length < 1cm
may benefit from cerclage placement, even in the absence of
prior preterm birth. As with exam-indicated cerclages, it is often
assumed that rapid cerclage placement improves the benefit of
the intervention. This study aimed to determine whether length
of time from diagnosis of cervical length < 1cm to cerclage
placement affects delivery timing.
Study Design: This was a retrospective cohort study of all
patients who received an ultrasound-indicated cerclage due to a
transvaginal cervical length measurement of < 1cm during preg-
nancy, between January 2018 and December 2023, within a large
health system in New York. Patients were excluded if they had
a history of prior preterm birth. Patients were categorized based
on time elapsed between this diagnosis and cerclage placement.
The primary outcome evaluated was gestational age at delivery.
Outcomes were compared using a linear mixed model regression
analysis and were then adjusted for obesity and gestational age at
diagnosis of short cervix.
Results: 99 patients were included who had an ultrasound-
indicated cerclage placed for a diagnosis of a cervical length <

1cm, with no prior history of preterm birth. The mean wait time
for cerclage placement after diagnosis was 2.3 days. 58 (59%)
patients received a cerclage the next day, and 41 (41%) waited 2 or
more days. Themean cervical length at diagnosiswas 5.8mm± 2.7
mm in the next-day placement group andwas 6.9mm± 1.7mm in
the later placement group. The mean gestational age at diagnosis
of a short cervix was 20.8 ± 1.8 weeks in the next-day placement
group and was 20.1 ± 1.7 weeks in the later placement group. The
mean gestational age at delivery in the next-day placement group
was 35.4 ± 4.1 weeks, and in the later placement group was 34.7
± 5.8 weeks, with no significant difference detected between the
groups (P = 0.51).
Conclusion: For patients receiving an ultrasound-indicated cer-
clage for a short cervix < 1cm, there was no benefit to rapid
next-day cerclage placement compared to longer wait times of 2
or more days.

628 | Accuracy of Placenta Accreta Spectrum
Administrative Coding and Outcomes Inside and Outside
of Referral Centers

Savvy Benipal1; Matthew Givens2; Amanda A. Allshouse1;
Ibrahim Hammad3; Robert M. Silver1; Jason D. Wright4; Koji
Matsuo5; Bret D. Einerson6
1University of Utah, Salt Lake City, UT; 2Intermountain Health,
Salt Lake City, UT; 3Intermountain Health, Intermountain
Health, UT; 4Columbia University Irving Medical Center, New
York, NY; 5University of Southern California/Los Angeles General
Medical Center, Los Angeles, CA; 6University of Utah Health, Salt
Lake City, UT

4:00 PM - 6:00 PM

Objective: Since 2015, ICD-10 codes for placenta accreta spec-
trum (PAS) have been used for research for this life-threatening
pregnancy condition. However, this set of diagnostic codes have
yet to be validated thoroughly and previous analyses suggest
morbiditymay be worse in referral centers.We sought to examine
the accuracy of PAS ICD-10 codes in and outside of PAS referral
centers and to characterize the associated outcomes.
Study Design: We conducted a case series of all ICD-10 diag-
nostic codes for PAS at two PAS referral centers within two
health systems compromised of 17 delivery hospitals, representing
the majority of deliveries in our state between September 2015
and December 2023. We performed ICD-10 code validation to
assess accuracy of codes and stratified results based on true
and false positives. True positive codes were those cases with
histopathologic evidence of PAS or FIGO clinical criteria for
PAS in the absence of histopathology. We compared composite
maternal morbidity with logistic regression adjusted for delivery
characteristics (maternal age, prior caesarean, and gestational
age) overall, stratified by PAS center.
Results: Of 394 deliveries with a PAS diagnostic code, 68%
occurred at a PAS referral center. False positive rate of PAS
diagnosis was significantly higher at non-referral centers com-
pared to referral centers (74% vs 24%, p< 0.001). All cases of
PAS3/Percreta and nearly all cases of PAS2/Incretaweremanaged
at referral centers (Table). There was a higher odds of composite
maternal morbidity at PAS centres compared to non-referral
centres (aOR 2.57; 95% CI 1.42-4.68), but when excluding false
positive cases, this associationwas not seen (aOR 1.55; 95%CI 0.65-
3.69, Figure). Absence of PAS3/Percreta at non-referral centers
precluded analysis of morbidity by severity.
Conclusion: In contrast to referral centers, the PAS ICD-
10 code is most often inaccurate at non-referral centres with
three-quarters being misdiagnosed. Among true positive PAS
cases, despite a higher PAS severity at referral centers, maternal
morbidity was not increased.
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629 | Evaluation of Short-term Perinatal Outcomes with
Expanded Gestational Weight Gain Parameters

Savvy Benipal1; Susan Dalton1; Amanda A. Allshouse1; Torri D.
Metz1; Ann M. Bruno2
1University of Utah, Salt Lake City, UT; 2University of Utah
Health, Salt Lake City, UT

4:00 PM - 6:00 PM
Objective: Most pregnant patients in the U.S. gain more weight
than the Institute of Medicine (IOM) recommends. There is
ongoing debate as to whether the weight cutoffs, especially for
patients with obesity, optimize outcomes. We aimed to evaluate
concordancewith IOMgestational weight gain (GWG) guidelines
comparedwith 10 additional pounds (lbs) and perinatal outcomes
in a contemporary U.S. cohort.
Study Design: Secondary analysis of a prospective multicenter
cohort study of nulliparous, singleton pregnancies (2010-2013).
Patients with a pre-pregnancy body mass index (BMI) of 18.5
kg/m2 or greater, with pregnancy GWG within IOM guidelines

or up to 10 lbs above were included. Pregnancies affected by
genetic or structural anomalies, pregnancy loss < 20 weeks’, or
missing key outcome data were excluded. The primary outcomes
were a compositematernalmorbidity andneonatalmorbidity and
mortality. We estimated the incidence of maternal and neonatal
composites by GWG. Logistic regression modeling compared
morbidity composites between individuals within IOM GWG
guidelines compared with up to an additional 10 lbs, stratified by
BMI category.
Results: Of 4487 pregnancies, 2137 (48%) had GWG within IOM
guidelines and 2350 (52%) had up to an additional 10 lbs gained.
Additional weight gainwas associatedwith higher pre-pregnancy
BMI and age < 35 years. There was a higher odds of composite
maternal morbidity (aOR 1.29, 95% CI 1.14-1.47) but not neonatal
morbidity (aOR 0.94, 95% CI 0.83-1.08) in those with additional
weight gain (Table). Findings were the same when stratified by
BMI category among people with normal and overweight BMI
but inference was limited among the obesity subgroups with
statistical insignificance and wide confidence intervals (Figure).
Conclusion: Expanded GWG (10 lbs above IOM guidelines)
was associated with higher odds of short-term adverse maternal
outcomes but not neonatal outcomes when compared with GWG
within IOM guidelines. Further research is needed to identify
GWG targets which optimize both maternal and neonatal health.
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630 | Should Tranexamic Acid be Re-dosed for Patients
with PostpartumHemorrhage Based on Blood Volume?

Sean C. Halsey1; Allison Dunn1; Sebastian Seifert2; Sixtine
Gilliot3; Anne-Sophie Ducloy-Bouthors3; Haleem Shakur-Still4;
Amber Geer4; Naomi L. Luban5; Johannes van den Anker6;
Jogarao Gobburu1; Ian Roberts4; Homa K. Ahmadzia7
1University of Maryland School of Pharmacy, Baltimore, MD;
2Brigham &Women’s Hospital, Boston, MA; 3University of Lille,
Lille, Nord-Pas-de-Calais; 4London School of Hygiene & Tropical
Medicine, London, England; 5Children’s National Hospital,
Washington, DC; 6University Children’s Hospital, Basel,
Basel-Stadt; 7Inova Health System, Falls Church, VA

4:00 PM - 6:00 PM
Objective: The objective of this study is to identify the relation-
ship between blood loss and drug clearance and between blood
loss and volume of distribution for tranexamic acid use at delivery
to determine the need for scheduling subsequent doses at a fixed
rate or based on the magnitude of blood loss.
StudyDesign: Four pharmacokinetic studieswere reviewed, and
estimates of drug clearance (CL) and volume of distribution in
the central compartment (Vc) and the peripheral compartment
(Vp) from prior modeling work were compared with volume
of blood loss. Data from 205 individuals was divided into five
equal groups based on volume of blood loss, ranging from 160
mL to 10 L. Then the relationships of interest were visualized
and described. The data was further described by dividing it into
clinically meaningful groups based on blood loss of< 1 L, 1-2 L, 2-
3 L, and> 3 L. All data analysis and visualization were performed
using R Statistical Software (version 4.2.2, R Core Team (2022),
Viena, Austria, https://www.R-project.org/).
Results: Of the 205 individuals studied, 67 experienced blood
loss of at least 1 L and ten experienced a blood loss of at least
2 L. Clearance and distribution were both identified to have a
minimal relationship with volume of blood lost, with CL having
a weak positive trend as shown in Figure 1 (R-squared of 0.44),
and Vc and Vp having slightly negative trends (R-squared of 0.055
and 0.20, respectively). Figure 2 shows the trend generated by Vc
and blood loss. Data derived from clinically meaningful groups
were very similar to that previously described with R-square

values for CL, Vc, and Vp equating 0.0061, 0.024, and 0.028,
respectively.
Conclusion: No strong correlations were identified among the
groups of interest, indicating that blood loss does not greatly affect
the pharmacokinetic action of tranexamic acid. Therefore, there
may benoneed to base TXA redosing frequency on themagnitude
of blood loss. Additional data in patients with blood loss >2 L
would help to validate these findings.

631 | The Risk of Hepatitis C Virus Infection on
Development of Preeclampsia in Pregnancy

Sergio Karageuzian1; Stephen Contag2; Rang Kim3; Kriti N.
Vedhanayagam4; Ilish Gedestad5; Synia Chunn4; Megan
Marquez3; Ruofan Yao4
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1Loma Linda University School of Medicine, Pasadena, CA;
2University of Minnesota, Minneapolis, MN; 3Loma Linda
University School of Medicine, Loma Linda University, CA; 4Loma
Linda University School of Medicine, Loma Linda, CA; 5Loma
Linda University School of Medicine, Redlands, CA

4:00 PM - 6:00 PM
Objective: To investigate the association between maternal
hepatitis C virus (HCV) infection status and the development of
preeclampsia during pregnancy.
StudyDesign: A retrospective cohort study was conducted using
a total of 22,846,383 pregnant womenwho delivered preterm from
2015 to 2021. The primary exposure was HCV infection, while
the primary outcome was preeclampsia. The data were obtained
from medical records. Chi-squared analyses were performed to
evaluate the association between HCV and preeclampsia.
Results: A total of 22, 846, 383 womenwere included in the study,
with 104, 006 (0.46%) identified with HCV infection. Among
women who are HCV negative, the prevalence of preeclampsia
was 7.00% compared to 7.21% among women who are HCV
positive. A significant association was indicated through chi-
squared test showing a significant association between HCV and
preeclampsia (Chi-squared = 7.4596, Pr = 0.006).
Analysis revealed that HCV infection was associated with an
increased risk of preeclampsia (adjusted OR = 1.07, 95% CI:
1.04 - 1.10, P < 0.001). Other factors contributing to the risk of
preeclampsia included higher BMI categories and a history of DM
or chronic hypertension. Racial disparitieswere noted,with Black
and Asian women having higher odds of preeclampsia compared
to Hispanic women.

Conclusion: Maternal HCV infection is associated with an
increased risk of developing preeclampsia.

632 | Ultrasound Alone versus Last Menstrual Period for
Gestational Age Assignment: Implications for Fetal
Growth Restriction

Shae Boguslawski1; Elise Turke2; Rebekah Pitpitan2; Kyra
Orton3; Majid Shaman4; Sun Kwon Kim4; Gregory Goyert4
1Henry Ford Health System, Department of Obstetrics and
Gynecology, Detroit, MI; 2Wayne State University School of
Medicine, Wayne State University School of Medicine/Detroit, MI;
3Michigan State University College of Human Medicine, Michigan
State University College of Human Medicine/East Lansing, MI;
4Henry Ford Health, Detroit, MI

4:00 PM - 6:00 PM
Objective: Accurate pregnancy dating is crucial for evaluating
fetal growth and diagnosing fetal growth restriction (FGR). In the
first trimester, both the last menstrual period (LMP) and crown-
rump length (CRL) are typically used to determine gestational
age. Our primary objective was to compare the rates of FGR
diagnosed using LMP and CRL with those diagnosed using CRL
alone. The secondary objective was to assess the differences in
pregnancy outcomes between these two groups.
Study Design: This cohort study utilized an ultrasound database
including all singleton pregnancies with a first-trimester ultra-
sound from 2015 to 2023. We identified two groups of FGR: those
dated by LMP and CRL and those dated by CRL alone. FGR was

diagnosed based on an estimated fetal weight or fetal abdomi-
nal circumference below the 10th percentile. Exclusion criteria
included cases without a first-trimester ultrasound (gestational
age< 14 weeks 0 days), multiple pregnancies, in vitro fertilization
pregnancies, and cases lacking a delivery record.
Results: We identified 1067 pregnancies affected by FGR in our
cohort (n = 14116): 733 out of 9251 pregnancy episodes were dated
by LMP and CRL, and 334 out of 4865 were dated by CRL alone.
The rate of FGR was higher in those dated by LMP and CRL
compared to those dated by CRL alone (7.9% vs 6.8%, p<0.001). A
higher rate of FGR dated by LMP and CRL resolved by the end
of pregnancy compared to FGR dated by CRL alone (28.6% vs
21.0%, p = 0.008). There were no significant differences between
the groups in mean gestational age at delivery, mode of delivery,
preterm births, severe FGR, abnormal umbilical artery Dopplers,
and composite adverse neonatal complications.
Conclusion: Although FGR diagnosed by CRL alone did not
show statistically significant differences in pregnancy outcomes,
the lower rate of FGR in this group suggests a potential over-
diagnosiswhenusing both LMPandCRL. Future research should
focus on the impact of modifying gestational age determination
methods to potentially reduce the false positive rate of FGR and
unnecessary antepartum interventions.

633 | Distant, But Connected: Pregnancy App Utilization
in Maternity Care Deserts

Shannon Malloy; Katie Noddin; Leslie Saltzman
Ovia Health, Boston, MA

4:00 PM - 6:00 PM
Objective: Maternity care deserts (MCDs), or counties with
no hospitals or birth centers offering obstetric care and no
obstetric providers, account for one-third of all U.S. counties.
MCDs are expected to grow with projected obstetric provider
shortages. Digital health solutions are positioned as solutions
to deliver prenatal education and care for pregnant patients in
MCDs. However, little is known about digital health utilization
among pregnant patients in MCDs. This analysis explores in-app
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behavior, demographics, and maternity care desert status of a
pregnancy tracking app’s userbase.
Study Design: Deidentified self-reported demographic and app
usage data from users who downloaded a popular mobile
pregnancy tracking app between 1/1/2022 and 7/31/2024 were
assessed. The app provides gestational-age appropriate educa-
tional content and encourages symptom logging throughout
pregnancy. MCD status was assigned using self-reported ZIP
code.
Results: A total of n = 411,617 users qualified for inclusion.
Users represented all 50 states. Almost 9% of app users lived
in a maternity care desert, over double the proportion of U.S.
women aged 18-44 living in MCDs (3.8%). Comparatively, 79%
of app users lived in counties with full access (FA) to maternity
care, where 89% of women aged 18-44 live. Users in MCDs were
more likely to be multiparous, have a high school degree or lower
educational attainment, subscribe to public insurance, report
financial insecurity, and identify as American Indian or Alaska
Native than users in full access counties. Users in MCDs were
active in the app for 3.2 months on average, compared to 4.2
months for FA users. Almost all users enrolled in their first
trimester of pregnancy. Users inMCDs logged fewer total sessions
and had shorter engagement durations than FA users.
Conclusion: These results suggest reproductive-aged women in
MCD’s are proportionallymore likely to download this pregnancy
tracking app compared to those in full access counties, and
indicate pregnant people in MCDs may be receptive to digital
health interventions to support prenatal and reproductive health.

634 | Female versus Male Fetuses—Variation in Fetal
Heart Rate Tracing and Adverse Outcomes at Term

Shareen Patel1; Aaron W. Roberts2; Kristen A. Cagino3; Fabrizio
Zullo4; Rachel L. Wiley5; Claudia J. Ibarra1; Christina Cortes1;
Khalil M. Chahine1; Natalie L. Neff6; Kimen S. Balhotra1; Tala
Ghorayeb1; Holly Flores7; Hector M. Mendez-Figueroa1; Suneet
P. Chauhan8
1McGovern Medical School at UTHealth, Houston, TX; 2McGovern
Medical School at UTHealth Houston, Houston, TX; 3UT Houston,
Houston, TX; 4University of Rome La Sapienza, Rome, Lazio;
5University of California, San Diego, San Diego, CA; 6McGovern
Medical School at UT Health, Houston, TX; 7University of Texas
Health Science Center, Houston, TX; 8Delaware Center of
Maternal-Fetal Medicine at Christiana Care, Delaware, DE

4:00 PM - 6:00 PM
Objective: To compare the fetal heart rate tracing (FHRT) and
adverse outcomes among female versusmale newborns delivered
at term (> 37 weeks). We hypothesized that compared to female,
pregnancies with male fetuses will have more frequent FHRT
abnormalities and adverse outcomes.
Study Design: The inclusion criteria of the retrospective study
were non-anomalous singletons, delivered at > 37 weeks after
labor, whose sex at birth was either female or male. The consec-
utive deliveries occurred over 15 months. Using the guidelines
by ACOG (Practice Bulletins 106 and 116), clinicians—blinded
to maternal characteristics, gender, and outcomes—interpreted
the FHRT for the last 120 min of labor. Composite neonatal
and maternal adverse outcomes (CNAO and CMAO) were com-

pared between the groups. Adjusted odds ratio (aOR) and 95%
confidence intervals (CI) were calculated.
Results: Of the 5,160 deliveries during the study period, 3,165
(61%) met the inclusion criteria and among them 1,514 (48%)
were female and 1,651 (52%), male. Compared to female, the
FHRT among male was significantly more likely to have marked
variability (P = 0.044), and prolonged deceleration (P = 0.039).
The classification of FHRT as categories I, II or III were similar
(Table 1). Cesarean delivery for non-reassuring FHRT was more
common among male (11.3%) than female newborns (6.9%; aOR
1.67; 95% 1.30-2.14). CNAO for male (2.2%) was significantly
higher than female newborns (0.9%; aOR 2.52; 95% CI 1.33-
4.77). Apgar score < 7 at 5 min (aOR 3.12, 95% CI 1.26-7.77) was
the component of the CNAO that differed significantly. CMAO
was also significantly higher for individuals who delivered male
(9.3%) vs female (6.3%; aOR 1.45, 95% CI 1.10-1.92) newborns
(Table 2).
Conclusion: Among singleton pregnancies delivered at term,
male fetuses are significantly more likely to have abnormalities
for fetal heart rate, and adverse outcomes to neonatal-maternal
dyad. Investigations to elucidate the etiology and intervention
trials to mitigate the disparate adverse outcomes are warranted.
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635 | Amniocentesis Prior to Physical Exam-Indicated
Cerclage Placement and Time to Delivery

Shweta Hosakoppal1; Jenna C. Meiman1; T. Caroline Bank1;
Sofia Baena1; Courtney Denning-Johnson Lynch2; Heather A.
Frey1; Christine P. Field1
1The Ohio State University, Columbus, OH; 2The Ohio State
University College of Medicine, Columbus, OH

4:00 PM - 6:00 PM
Objective: To assess the association between amniocentesis
prior to physical exam-indicated cerclage and latency from
presentation to delivery.
Study Design: This is a single center retrospective cohort study
of pregnant individuals who presented for a physical exam-
indicated cerclage at 16w0d-23w6d gestation from June 2012
through June 2023. The primary exposure was amniocentesis for
evaluation of infection prior to attempted cerclage. The primary
outcome was the latency from presentation for possible cerclage
placement to delivery. Secondary outcomes were a neonatal
morbidity composite, delivery < 28 weeks, delivery < 37 weeks,
chorioamnionitis or endometritis, and postpartum hemorrhage.
Latency from presentation to delivery was assessed by amnio-
centesis status using Kaplan-Meier curves and the log-rank test.
Modified Poisson regression was used to estimate the relative
risk for secondary outcomes, adjusting for confounding factors.
A sensitivity analysis was performed, including only individuals
with successful cerclage placement.
Results: Of the 78 individuals included who presented for exam-
indicated cerclage, 35 (44.9%) underwent amniocentesis. Those
who underwent amniocentesis were more likely to have mild
symptoms at presentation (54.3% vs 18.6%, p< 0.05), but had
similar cervical length, dilation, gestational age at presentation,
and history of preterm birth. Among those in the amniocentesis
group, 12 (34.3%) did not receive a cerclage compared to 3 (7%)
who did not receive a cerclage in the no amniocentesis group.
There was no significant difference in latency from presentation
to delivery between those who underwent amniocentesis and
those who did not (Figure 1). In adjusted analysis, there were
no significant difference in secondary outcomes between groups
(Table 1). The results were similar when limited to those with
successful cerclage placement (Figure 1).
Conclusion: We found no association between amniocentesis
prior to cerclage and latency from presentation to delivery. Given
our modest sample size, these findings await confirmation in a
larger study.

636 | Success of Labor Induction in Patients with Class III
Obesity

Siddharth Hariharan; Shaun R. Wesley; Mary C. Gallo; Sarah
Crimmins
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University of Rochester, Rochester, NY

4:00 PM - 6:00 PM
Objective: Labor induction in patients with class III obesity
poses significant challenges and has been associated with higher
complication rates. This study evaluates the success rate of labor
induction and identifies factors influencing successful vaginal
delivery in this population.
Study Design: We conducted a retrospective cohort study using
US Vital Statistics Natality Birth Data from 2018 to 2022. The
study included patients with class III obesity (BMI ≥ 40)
who underwent labor induction. Statistical analyses included
descriptive statistics and logistic regression to identify significant
predictors of successful induction. Adjusted odds ratios (aOR)
were calculated.
Results: Among the 1,053,085 patients with class III obesity who
underwent induction of labor, the vaginal delivery was 25.1%.
Compared to White mothers, Black (aOR = 0.79, 95% CI: 0.78-
0.80), Asian (aOR= 0.80, 95%CI: 0.76-0.84), andNativeHawaiian
or Other Pacific Islander (aOR = 0.76, 95% CI: 0.71-0.81) mothers
had lower odds of successful induction.
Increasing maternal age was associated with decreased odds of
successful induction, particularly in mothers aged 40+ years
(aOR = 0.54, 95% CI: 0.52-0.56).
Higher parity was associated with increased odds of success,
especially at and after grand multiparity (aOR = 2.50, 95% CI:
2.40-2.60).
Induction success rates were significantly lower at gestational age
less than 37 weeks compared to 37 weeks and above (aOR= 0.567,
95% CI: 0.556-0.577). The highest statistically significant success
was at 40weeks (aOR= 1.09, 95%CI: 1.081-1.095) (Figure 1); this is
likely not clinically significant given a small change in predictive
probability.
At any gestational age, induction success against final birthweight
followed a fitted parametric curve with peak at reference group of
3000-3499g. (p < 0.001) (Figure 2).
Conclusion: The success rate of labor induction in patients with
class III obesity is 25.1%. Identifying predictive factors can aid
in better management and counseling. Targeted strategies are
needed to improve induction success among diverse racial groups
and older maternal age categories.

637 | Preconception Counseling: Understanding the
Patient Experience

Simone Boney1; Parisa Khaligh2; Virginia Lijewski3; Jeanelle
Sheeder1; Teresa Harper4
1University of Colorado School of Medicine, Aurora, CO;
2University of Colorado, University of Colorado Obstetrics and
Gynecology, CO; 3University of Colorado, School of Medicine,
Aurora, CO; 4University of Colorado, Aurora, CO

4:00 PM - 6:00 PM
Objective: To characterize health conditions addressed dur-
ing MFM preconception counseling and to evaluate patient
understanding of these with visit satisfaction and provider
recommendations regarding future conception.
Study Design: This is a prospective study of patients receiving
preconception counseling by MFM specialists at the University
of Colorado School of Medicine Clinics (8/20-12/20). Consented
patients were asked to complete a 1-week follow-up survey about
health conditions discussed at the appointment, conception rec-
ommendations, and satisfaction with counseling. Concordance
of conditions discussed was defined as the patient identifying
≥80% of the conditions documented by the MFM as having been
discussed. SAS was used to perform appropriate statistics.
Results: Of the 192 study participants,mostwere≥30 years (77%),
married/partnered (94%), and non-Hispanic white (85%). Topics
discussed with the highest patient-provider agreement were
advanced maternal age (k = 0.84), hypothyroidism (k = 0.80),
chronic hypertension (k= 0.70), uterine abnormalities (k= 0.68),
and prior poor OB outcomes (k = 0.68). Topics with the lowest
agreementwere infertility (k= 0.5), genetic carrier (k= 0.08), and
weight management (k= 0.14) (Figure 1). Patient satisfaction was
high (97%) and similar for all topics except that those with low
agreement were less likely to believe that the preconception visit
would increase their chances for a healthy pregnancy (7 6.1% vs.
90.0%; p = 0.01).
Conclusion: Patient-provider agreement was lowest for stan-
dardized preconception topics (e.g. weight, infertility) indicat-
ing that patients were less likely to recall topics they had not
intended to discuss. Low agreement in counseling topics also
impacted patients’ belief that they will have a healthy future
pregnancy. Providing patient-centered counseling using shared
decision-making is essential to improving preconception care.
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638 | Obstetric Antecedent Factors and Therapeutic
Hypothermia: Associations with Magnetic Resonance
Imaging

Sneha Paranandi1; Fabrizio Zullo2; Kelley Kovatis1; Anthony C.
Sciscione1; Matthew K. Hoffman1; Suneet P. Chauhan3
1Christiana Care Health System, Newark, DE; 2University of Rome
La Sapienza, Rome, Lazio; 3Delaware Center of Maternal-Fetal
Medicine at Christiana Care, Delaware, DE

4:00 PM - 6:00 PM
Objective: Magnetic resonance imaging (MRI) abnormali-
ties following neonatal therapeutic hypothermia (THT) for
hypoxic ischemic encephalopathy (HIE) are associatedwith long-
term neurocognitive impairment. We compared the obstetric
antecedent factors among newborns who underwent THT for
HIE and had abnormal versus abnormal MRI findings.

StudyDesign: Utilizing ICD-10 codes, newborns at a large teach-
ing hospital with clinically diagnosed HIE and who underwent
THT were identified. Data was extracted from each chart by
an obstetrician. Inclusion criteria for analysis were THT for
HIE at > 36 weeks on a non-anomalous singleton newborn, who
had a brain MRI during admission. The MRI was considered
abnormal if the followingwere noted: basal ganglion injury;white
matter/watershed-predominant pattern of injury; or, near total
injury. A Chi-square test was done with P < 0.05 considered
significant.

Results: During the 5 year study period (2019-2023), 136 neonates
out of 32,765 live births received THT for moderate to severe
HIE (4 per 1,000 births). Among them 117 (86%) met inclusion
criteria and 28 (23%) had abnormal MRI findings. Nulliparity
(P = 0.048) and tobacco use (P = 0.003) were more common
among mothers of those neonates with abnormal MRIs. Fetal
heart tracing (FHRT) categorizationwithin 60minutes of delivery
was not significantly associated with neonatalMRI abnormalities
(Table 1). Newborns delivered vaginally had a higher incidence
of abnormal MRI (P = 0.006) compared to those delivered by
cesarean. Apgar scores < 5 at 5 and 10 minutes and umbilical
arterial base deficit were similar for the two groups. Small for
gestational age neonates were more likely to have abnormal MRI
findings (P = 0.003; Table 2).

Conclusion: Hypoxic ischemic encephalopathy requiring ther-
apeutic hypothermia occurred in 4 per 1,000 births, and among
them maternal tobacco use is a modifiable risk factor for abnor-
mal MRI. Fetal heart tracing, Apgar scores at 5 and 10 min, and
umbilical arterial acid-base status did not differentiate between
abnormal versus normal MRI, a surrogate for long term sequelae.

639 | Risk Factors for Post-Operative Rectus Sheath
Hematoma Following Cesarean Delivery: a Case Control
Study

Sonya Fabricant; Ojiugo Onwumere; Camelita Thrift; Naomi
Greene; Gabriela Dellapiana; Mariam Naqvi
Cedars Sinai Medical Center, Los Angeles, CA

4:00 PM - 6:00 PM
Objective: To identify risk factors for rectus sheath hematoma
(RSH) after cesarean delivery.
Study Design: We conducted a case-control study of cesarean
deliveries performed at a quaternary academic hospital between
January 1, 2013 and December 31, 2023. Cases were patients who
developed RSH following cesarean delivery and were identified
using the Deep6 natural language processing search engine.
Controls were patients without RSH and were matched 1:3 by
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age, race, and prior cesarean history. Demographic data, operative
details, and perinatal outcomes were abstracted from themedical
record and compared between cases and controls using t-test and
chi-square as appropriate. Multivariable logistic regression was
then performed to identify independent risk factors for RSH.
Results: Of 22,104 cesarean deliveries during the study period, 32
(0.15%) developed postoperative RSH. There were no significant
differences between groups in the rates of rectus muscle closure,
rectus muscle transection, peritoneal closure, or bladder flap cre-
ation (Table 1). Univariate analysis revealed an increased odds of
RSH with hypertensive disorders of pregnancy (14.6 vs 34.4%, p =
0.01), placental abruption (0 vs 6.3%, p= 0.01), multiple gestation
(3.1 vs 12.5%, p = 0.04), longer duration of cesarean (60.8 vs 78.1
minutes, p= 0.004), anticoagulation during hospitalization (1.0%
vs 9.4%, p= 0.02) and post-operative anticoagulation (0 vs 9.4%, p
= 0.002) (Table 2). After multivariable adjustment, independent
predictors of RSH were anticoagulation during hospitalization
(adjusted odds ratio [aOR] 16.3, 95% confidence interval [CI] 1.5–
174), multiple gestation (aOR 7.5, 95% CI 1.4–38.3), and cesarean
duration > 90 minutes (aOR 8.7, 95% CI 2.8–27.3).
Conclusion: Anticoagulation and prolonged surgical time are
independent risk factors for RSH after cesarean delivery. Notably,
rectus muscle closure was not associated with RSH.

640 | Association Between Induction of Labor and Birth
Experience: a National Population-Based Study

Sophia Braund1; Francois Goffinet2; Aurélien Seco3; Camille Le
Ray4
1Université paris cité, inserm, CRESS, EPOPE, Paris,
Ile-de-France; 2Université Paris Cité, Inserm, Centre for Research
in Epidemiology and StatisticS (CRESS), Obstetrical Perinatal and
Pediatric Epidemiology Research Team (EPOPé), Paris,
Ile-de-France; 3Université Paris Cité, Inserm, Centre for Research
in Epidemiology and StatisticS (CRESS), Obstetrical Perinatal and
Pediatric Epidemiology Research Team (EPOPé)„ Paris,
Ile-de-France; 4INSERM UMR 1153, Obstetrical, Perinatal and
Pediatric Epidemiology Research Team (Epopé), Center for
Epidemiology and Statistics, FHU PREMA, Université de Paris,
Paris, Ile-de-France

4:00 PM - 6:00 PM
Objective: Induction of labor (IOL) is rising in high income
countries. The ARRIVE trial, with a selected population due to
randomized trials, found increased satisfaction among induced
women. However, birth experience in case of IOL should be
assessed in real life. Our objective is to assess the association
between IOL and birth experience using a national population-
based survey
Study Design: Using the French national perinatal survey 2021,
we included women with a term singleton cephalic infant and
a trial of labor. At 2 months, women answered the question
“What kind of memories do you have about your childbirth?”.
We used univariate and multivariate analyses to assess the
association between IOL and birth experience, and weighting to
account for missing data. We identified and assessed as potential
mediators prolonged labor≥12 hours and ‘birth with intervention
or complication’ (caesarean and/or operative vaginal delivery
and/or PPH and/or OASIS and/or NICU), and estimated the
indirect and residual effects using mediation modelling.
Results: Of the 6271 women included in the main analysis, 1800
(28.7 %) underwent IOL. Overall, women with IOL had more
often a bad birth experience than womenwith spontaneous onset
of labor (SOL) (16.4% vs 8.8%, p< 0.01), and the association
remained significant after adjustment (ORa 1.78 (1.47-2.16)). In
case of cervix ripening, the rate of bad birth experience rose
to 18.8%. Analyses on a subgroup of women at low maternal
risk found similar results. Prolonged labor explained only 6%
of the association between IOL and bad experience. Birth with
complications or interventions concerned 43.8% of women with
IOL and 31.1% with SOL (p< 0.01) and explained 26% of this
association.
Conclusion: IOL was associated with a higher risk of bad birth
experience than SOL. Only a small part of this association is
mediated by medical complications or interventions and pro-
longed labor. In the context of increase in inductions, our findings
underline the importance of considering birth experience in the
decision-making and information for women and the need to
explore consequences of IOL.
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641 | Association of Maternal Hypotension with Abnormal
Uterine Artery Dopplers and Small for Gestational Age
Neonates

Stephanie Pearson1; Baillie A. Bronner2; Annie Dude3;
Samantha de los Reyes1
1Rush University Medical Center, Chicago, IL; 2MAHEC, Asheville,
NC; 3University of North Carolina, Chapel Hill, NC

4:00 PM - 6:00 PM
Objective: To evaluate the association of abnormal uterine
artery (UtA) dopplers in patients with persistent hypotension
with delivery of a small for gestational age (SGA) neonate. We
hypothesize that abnormal blood flow to the uterus may result in
smaller neonates.
Study Design: This was a secondary analysis of the Nulli-
parous Pregnancy Outcomes Study: MonitoringMothers-to-Be of
patients with a singleton gestation at > 24 weeks with abnormal
UtA dopplers (defined as pulsatility index > 95th percentile for

gestational age or presence of a diastolic notch) between 18 weeks
0 days and 23 weeks 6 days gestation. Persistent hypotension was
defined as systolic blood pressure < 100 mmHg and/or diastolic
blood pressure < 60mmHg at all 3 study visits between 6 weeks 0
days and 29 weeks and 6 days gestation. The primary outcome
was delivery of an SGA neonate. Univariable analyses were
performed to evaluate demographic and clinical associationswith
the primary outcome. Multivariable analyses were performed
to adjust for potential confounders selected a priori (age, race
and ethnicity, insurance status, pre-pregnancy body mass index
(BMI), and history of chronic hypertension).
Results: 5,092 patients met inclusion criteria; 137 (2.7%) had
persistent hypotension, 4,955 (97.3%) did not. Patients in the
hypotension group were less likely to be of White race and
Asian ethnicity, and more likely to have public insurance and
a lower pre-pregnancy BMI, and less likely to use tobacco
within 3 months of pregnancy (Table 1). Patients with persistent
hypotension and abnormal UtA dopplers were more likely to
deliver an SGA neonate (11.8 vs. 18.2%, p-value 0.025) but this did
not persist in multivariable analysis (aOR 1.43, 95% CI 0.91, 2.24).
In univariable analysis of secondary outcomes, the hypotension
group had a lower median birth weight (3,323 vs. 3,239 grams,
p-value 0.01) (Table 2).
Conclusion: In patients with abnormal UtA dopplers, persistent
hypotension was not associated with an increased risk of an SGA
neonate.

642 | Hybrid Closed-Loop Therapy Versus Standard
Therapy for Type 1 Diabetes in Pregnancy: aMeta-Analysis

Lucas G. Miranda-Martinez1; Molly Beestrum2; Charlotte M.
Niznik1; Lynn M. Yee1; Stephanie A. Fisher1
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1Northwestern University Feinberg School of Medicine, Chicago,
IL; 2Galter Health Sciences Library, Northwestern University
Feinberg School of Medicine, Chicago, IL

4:00 PM - 6:00 PM
Objective: Hybrid closed-loop (HCL) therapy, which integrates
an insulin pump with a continuous glucose monitor to auto-
matically adjust basal insulin rates, improves glycemic control in
non-pregnant individuals with type 1 diabetes (T1DM). Although
it is not yet approved for pregnancy, recent studies suggest
potential benefits to HCL in pregnant people with T1DM. This
meta-analysis aims to evaluate clinical outcomes associated with
HCL vs. standard therapy (ST) during pregnancy.
Study Design: In this meta-analysis, a predefined, systematic,
librarian-assisted search of Ovid MEDLINE, Embase, Scopus,
Cochrane, ClinicalTrials.gov, and World Health Organization
International Clinical Trial Registry Platform initially yielded 295
studies related to HCL in pregnancy. Glycemic metrics (time-
in-range, TIR [63-140mg/dL]; time-above-range, TAR; time-
below-range, TBR; coefficient of variation, CV; mean glucose;
hemoglobin A1c, HbA1c), were compared by trimester in those
exposed to HCL vs. ST (i.e. sensor-augmented pump therapy or
multiple daily injections). Maternal and neonatal outcomes were
secondarily assessed. We calculated standardized mean differ-
ences (SMD) and pooled odds ratios (OR) with 95% confidence
intervals (CI) using random effects models.
Results: Five studies (3 randomized trials, 1 prospective cohort,
1 case series) published from 2022-24 met eligibility criteria and
evaluated 183 pregnancies exposed to HCL vs. 178 exposed to ST.
TIR and TAR did not differ by HCL vs. ST in any trimester (Table
1). TBR was lower with HCL use in the 2nd (-1.1% [-2.2%, -0.03%])
and 3rd (-1.4% [-1.9%, -0.8%]) trimesters. CV was also lower with
HCL use in the 1st (33.8 vs. 36.1%, SMD -2.6% [95%CI -4.3%, -
0.8%]), 2nd (31.6% vs. 33.6%, SMD -2.1% [95%CI -2.9%, -1.3%]), and
3rd (29.1% vs. 30.9%, SMD -1.5% [95%CI -2.2%, -0.8%]) trimesters.
Maternal and neonatal outcomes did not differ between groups
(Table 2).
Conclusion: Use of HCL for pregnant people with T1DM is
associated with lower TBR and glycemic variability, with similar
maternal and neonatal outcomes, suggesting a potential safety
benefit that warrants further study.

643 | Clinical Outcomes in Pregnant People with Type 1
Diabetes: Does Age of Diabetes Onset Matter?

Lucas G. Miranda-Martinez; Charlotte M. Niznik; Lynn M. Yee;
Stephanie A. Fisher
Northwestern University Feinberg School of Medicine, Chicago, IL

4:00 PM - 6:00 PM
Objective: Metabolic differences exist between childhood- and
adult-onset type 1 diabetes mellitus (T1DM), yet how these may
be associated with perinatal outcomes is poorly understood. We
aimed to evaluate the association of age of onset of T1DM with
antenatal glycemic control and perinatal outcomes.
Study Design: In this single-center retrospective cohort study
(2018-2023), we compared pregnant people with childhood- (<
18 years of age) vs. adult-onset (≥18 years of age) T1DM who
used a continuous glucose monitor (CGM). We assessed mater-
nal (gestational weight gain [GWG], hypertensive disorders of
pregnancy [HDP], cesarean birth), neonatal (pretermbirth [PTB],
large-for-gestational age, neonatal intensive care unit admis-
sion, hypoglycemia), and glycemic outcomes (CGM metrics,
hemoglobin A1c [HbA1c]; by trimester). Multivariable logistic
and linear regression were used to determine adjusted odds ratios
(aOR) or β-coefficients (β) and 95% confidence intervals (CI),
adjusted for pre-gravid body mass index (BMI).
Results: Of 102 eligible individuals, 61 (60%) had childhood-
onset T1DM. Individuals with childhood-onset (vs. adult-onset)
T1DMwere younger (32 vs. 35 years old, p = 0.01) and had higher
pre-gravid BMI (26 vs. 24 kg/m2, p = 0.01). Although HDP was
more frequent among those with childhood-onset T1DM (39%
vs. 27%), adjusted odds of all maternal outcomes were similar by
age of onset (Table 1). The adjusted odds of PTB (aOR 3.48 [95%
CI 1.02, 11.8]) were higher in individuals with childhood-onset,
compared to those with adult-onset T1DM, but all other neonatal
outcomes were similar. Childhood-onset (vs. adult-onset) T1DM
was associated with lower 1st trimester time-in-range (57% vs.
65%, β -7.36 [95% CI 0.63, 14.08]); all other per-trimester glycemic
metrics were similar between groups (Table 2).
Conclusion: Childhood-onset, compared to adult-onset, T1DM
is associated with higher odds of PTB, but similar glycemic
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control in pregnancy aside from lower 1st trimester TIR. These
findings may inform risk counseling and surveillance in those
with childhood-onset T1DM to mitigate risk of adverse perinatal
outcomes.

644 | Diagnostic rate of Pulmonary Embolism during
Pregnancy: An update on VQ vs CT

Suzanne O’Nan1; Julia Burd2; Nandini Raghuraman3; Antonina
I. Frolova4; Michael Dombrowski5; Roxane Rampersad2; Jeannie
C. Kelly3
1University of Minnesota, Minneapolis, MN; 2Washington
University in St. Louis, St. Louis, MO; 3Washington University
School of Medicine in St. Louis, St. Louis, MO; 4Washington
University School of Medicine, St. Louis, MO; 5Washington
University in Saint Louis, St. Louis, MO

4:00 PM - 6:00 PM
Objective: Diagnosing pulmonary embolism (PE) during preg-
nancy can be challenging. We sought to compare PE diagnosis
rates during pregnancy based on the original imagingmodality of
ventilation-perfusion (VQ) scan versus CT angiography (CTA).
Study Design: We performed a retrospective chart review of
pregnant participants who underwent either VQ scan or CTA
due to clinical suspicion of PE from January 2018- April 2024 at
a single academic institution. Patients who underwent imaging
for other clinical reasons, postpartum patients, and deliveries at
an outside hospital were excluded. Our primary outcome was
a scan considered diagnostic by the radiology read. Secondary

outcomes included if a second imaging modality was pursued for
diagnosis and reasons why initial imaging was non-diagnostic.
Chi-squared, Fisher’s exact, Student’s t and Wilcoxon Rank sum
tests were used as appropriate.
Results: 113 patients were included; 80 (71%) were imaged by VQ
scan, and 33 (29%) were imaged by CTA. Baseline demographics
and major VTE risk factors were similar between groups, includ-
ing BMI and trimester of pregnancy; most patients were in the
third trimester (Table 1). Diagnostic rates were similar between
VQandCTAgroups (62.5% v 72.7%, P=0.29), and 33.3%of patients
in each group with non-diagnostic findings underwent further
testing to evaluate for PE (Table 2). PE was present in a minority
of patients in both cohorts, and most non-diagnostic scans were
due to poor timing of dye/opacification of vessels (Table 2).
Conclusion: Despite improvements in technological imaging
studies, many studies of both VQ and CTA are non-diagnostic
to exclude PE in pregnancy. Causes for non-diagnostic imaging
studies should be investigated in the future.
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645 | First-Trimester Fasting Glucose Levels Associated
with Abnormal Glucose Challenge and Tolerance Tests
Later in Pregnancy

Tamar Katzir1; Tal Schiller2; Ronit Koren3; Moran Frid4; Alon
Ben Arie5; Edi Vaisbuch2; Oren Barak5
1Kaplan Medical Center, Tal shahar, HaMerkaz; 2Kaplan Medical
Center, Rehovot, HaMerkaz; 3Shamir medical center, Shamir
medical center, HaMerkaz; 4Kaplan Medical Center, Kaplan
medical center, HaMerkaz; 5Kaplan medical center, rehovot,
HaMerkaz

4:00 PM - 6:00 PM
Objective: Gestational diabetes mellitus (GDM) is diagnosed
using an initial glucose challenge test (GCT), and if exceeds 140
mg/dL is followed by an oral glucose tolerance test (OGTT).
The definition of pathological first-trimester fasting glucose (FG)
is controversial, and its correlation with abnormal GCT and
OGTT is not well established. This study aims to evaluate the
association between first-trimester FG levels and pathological
GCT and OGTT results.
Study Design: We retrospectively analyzed the electronic medi-
cal records of a large healthcare provider searching for individuals
who delivered between 2012 and 2024. Inclusion criteria were
singleton pregnancies and a documented first-trimester FG,
excluding those with preexisting diabetes. Only the first doc-
umented pregnancy was included. We assessed the cohort’s
distribution of first-trimester FG values and compared the rates
of abnormal GCT and OGTT between those with FG above and
below the 95th percentile (two standard deviations). The primary
outcomewas the incidence of abnormal GCT andOGTT above vs.
below the 95th percentile of FG.
Results: The study comprised 202,960 individuals who met the
inclusion criteria. The mean first-trimester FG level was 84.6±9.9
mg/dL, and the 95th percentile was 100 mg/dL. Those with an
FG≥100 mg/dL were older and had a higher BMI (31.0±5.7 vs.
29.8±5.5 years, p< 0.001 and 28.2±6.7 vs. 25.1±14.9 kg/m2, p<
0.0001, respectively). Moreover, they had higher pathological
rates of GCT and OGTT (19.2% vs. 13.1%, p>0.001, and 6.9% vs.
2.4%, p>0.001, respectively). We observed a positive association
between increasing FG levels and pathological GCT and OGTT
results (Fig. 1).
Conclusion: First-trimester fasting glucose levels of 100mg/dL
or higher are significantly associated with increased rates of
pathological glucose challenge test and oral glucose tolerance test.
Further consideration should be given to adjusting pregnancy
management for these high-risk populations.

646 | Fetal Fibronectin for Prediction of Spontaneous
Labor at Term

Taylor S. Freret1; Anjali J. Kaimal2; William H Barth, Jr.3; Shuo
Wang4; Amy Herring4; Julianna Schantz-Dunn5; Michael
Ruma6; Sarah E. Little1
1Beth Israel Deaconess Medical Center, Boston, MA; 2University of
South Florida, Tampa, FL; 3Massachusetts General Hospital,
Boston, MA; 4Duke University, Durham, NC; 5Brigham and
Women’s Hospital, Boston, MA; 6Perinatal Associates of New
Mexico, Albuquerque, NM

4:00 PM - 6:00 PM
Objective: Elective induction of labor (IOL) at 39 weeks reduces
cesarean delivery; however, many individuals hope to labor spon-
taneously and be informed participants in IOL decision-making.
Fetal fibronectin (fFN) predicts risk of spontaneous preterm
delivery. We sought to determine if fFN predicts spontaneous
term labor.
Study Design: Prospective observational multicenter study
within one healthcare system. Nulliparous patients without a
medical indication for IOL prior to 41 weeks were offered enroll-
ment at their 38-week prenatal visit. After informed consent, a
provider collected a fFN and performed a cervical exam. The
primary outcome was spontaneous onset of labor. The predictor
of interest, quantitative fFN value, was dichotomized to positive
(≥50 ng/mL) or negative (< 50 ng/mL) based on qualitative stan-
dards in the US. Secondary outcomes included time from study
visit until delivery admission. Logistic and Cox proportional
hazards regression were used; adjusted models controlled for
gestational age and Bishop score at study visit.
Results: 290 patients consented, of whom 284 were included
in the analysis with a mean age of 30.1 years and BMI of 24.9.
59% were White, and 22% delivered by cesarean. 173 (60.9%)
went into spontaneous labor and 109 (38.4%) were induced, of
which 32 (29.4%) were medically indicated and 67 (61.5%) were
elective inductions prior to 41 weeks. Mean quantitative fFN
value was 46 ± 109 ng/mL, and mean Bishop score was 3.6 ±
2.2 cm. A positive fFN was associated with an increased odds
of spontaneous labor (aOR 2.16, 95% CI 1.04–4.86, Table). All
patients with a positive fFNwhowere not induced prior to 40w6d
(medically indicated or elective) entered labor spontaneously. A
positive fFN was associated with an increased adjusted hazard
of spontaneous labor (aHR 1.88, 95% CI 1.27–2.78, Figure), which
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persisted after accounting for potential informative censoring due
to non-spontaneous deliveries.
Conclusion: A positive fFN is associated with an increased odds
of spontaneous labor after 38 weeks. Our findings may help in
counseling patients considering elective IOL after 39 weeks.

647 | Neonatal Outcomes in Individuals with Periviable
Pre-Eclampsia

Tejumola Apata; Sarah Crimmins; On behalf of the
Maternal-Fetal Medicine Units (MFMU) Network and NICHD
University of Rochester, Rochester, NY

4:00 PM - 6:00 PM
Objective: To compare neonatal outcomes in pregnancies com-
plicated by pre-eclampsia versus patients without pre-eclampsia
between 22w0d and 25w0d.
Study Design: Retrospective cohort study utilizing the Registry
of Obstetrical Determinants of Neonatal Survival (ODNS) of
pregnancies with delivery between 22w0d-25w0d. Individuals
with preeclampsiawere compared to individuals delivered during
the same gestational age without preeclampsia. The primary
outcome is a composite measure of neonatal outcomes which
includes neonatal death (death within 120 days of delivery),
seizures, necrotizing enterocolitis requiring surgery, oxygen
dependence at discharge or at 120 days of age, Grade III or IV
retinopathy of prematurity and Grade III/IV CNS hemorrhage.
Multivariate analysis was performed with Pearson Chi-squared
tests, fisher’s exact test to analyze categorical variables and two
tailed test to analyze continuous variables.
Results: A total of 339 pregnancies met inclusion criteria.
18(5.3%) was delivered for severe pre-eclampsia while 321(94.75%)
delivered for other indications. Both groups were similar in
terms of umbilical pH, estimated gestational age, number of days
on a ventilator and number of days spent in the NICU. There
was a significant difference in the median birth weight of the

pre-eclampsia group compared to the non-pre-eclampsia group
(519grams versus 614gram, P= 0.016) In the pre-eclampsia group,
6(33.3%) of neonates were alive at 120 days of birth, compared
to 121(37.7%) in the non-pre-eclampsia group(p = 0.806). The
composite neonatal outcome was similar between both groups
(16(88.%) for preE vs 274(84.8%), p = 0.638).
Conclusion: Infants born in the periviable period secondary to
preeclampsia experience similar neonatal outcomes in compari-
son to other indications for preterm delivery.

648 | Neonatal Survival in Individuals with Periviable
Pre-Eclampsia

Tejumola Apata; Sarah Crimmins
University of Rochester, Rochester, NY

4:00 PM - 6:00 PM
Objective: To compare neonatal survival in pregnancies
complicated by preeclampsia versus patients without
pre-eclampsia(preE) between 22w0d and 24w6d.

Study Design: Retrospective cohort study utilizing the US Vital
Statistic Natality Birth Data of pregnancies with delivery between
22w0d-24w6d from 2018 to 2022. Individuals with preeclampsia
were compared to individuals delivered during the same gesta-
tional age without preeclampsia. The primary outcome is infant
survival as documented at the time of birth certificate report .
Secondary outcomes include neonatal seizures and assisted
ventilation for >6 hours. Multivariate analysis was completed
with Pearson Chi-squared tests to analyze categorical variables.
Results: A total of 38,024 met inclusion criteria. 253(0.7%) of
pregnancies were affected by PreE while 37,660(99.0%) did not
have preE. At the time of the birth certificate report, 201(79.4%)
infants survived in the preE group compared to 26,691(70.9%)
infants in the non-preE group(P< 0.003, OR 1.6; 95% CI: 1.18-
2.20). However, when analyzed by gestational age week by week,
neonatal survival rates were similar between the two groups: [22
weeks (18(52.9%) preE vs. 3,832(44.7%) non-preE, P = 0.336), 23
weeks(69(78.4%) preE vs. 8,922(72.1%) non- preE, P = 0.095, and
at 24 weeks(114(87.0%) preE vs.13,937(84.4%) non- preE, p =
0.530]. There is a statistically significant difference in number of
neonates with seizures (0.4% in the preE group vs 0.2% in the
non- preE group P< 0.001) and neonates requiring ventilation for
more than 6 hours (33.1% in the preE group versus 32.9% in the
non-preE group p< 0.001).
Conclusion: The overall survival of neonates born in the
periviable period in pregnancies complicated by preeclampsia
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is 79.4%. The chance of survival increases with each week of
continued pregnancy in the periviable period. Given the rarity
of periviable preeclampsia, the rates of survival are similar to
neonates born in the periviable period for other indications.

649 | Deliveries with a Disability Diagnosis and Risk for
Adverse Maternal Outcomes in the U.S., 2000-2021

Teresa C. Logue1; Fabrizio Zullo2; Suneet P. Chauhan3; Kartik K.
Venkatesh4; Timothy Wen5
1Christiana Care Health System, Newark, DE; 2University of Rome
La Sapienza, Rome, Lazio; 3Delaware Center of Maternal-Fetal
Medicine at Christiana Care, Delaware, DE; 4The Ohio State
University, Columbus, OH; 5University of California, San Diego,
Irvine, CA

4:00 PM - 6:00 PM
Objective: There is limited data on pregnancy outcomes of
people with disabilities. People with disabilities are more likely
to have chronic conditions and adverse social determinants of
health, which are risk factors for pregnancy complications. We
evaluated the association between disability diagnosis and severe
maternal morbidity (SMM) and other adverse outcomes.
Study Design: We conducted a serial cross-sectional analysis of
delivery hospitalizations with a physical, intellectual or sensory
disability diagnosis in the National Inpatient Sample during
2000-2021. Our primary outcome was non-transfusion SMM.
Secondary outcomes were transfusion, hypertensive disorders
of pregnancy (HDP), preterm delivery (PTD), and maternal
death. We described temporal trends in SMM by presence of any
disability, reporting average annual percent change (AAPC). We
fit logistic regression models to evaluate the association between
any disability and our outcomes, adjusting for demographic and
obstetric factors and chronic conditions. In subgroup analyses, we
evaluated risk for SMM by disability type.
Results: Of 83.7 million total deliveries, 857,876 (1.0%) had a
disability diagnosis, with 83.8% of disabilities physical, 6.0%
intellectual, and 10.2% sensory. Deliveries with any disability had
threefold higher risk of SMM (2.7% vs 0.7%; adjusted OR [aOR]
3.33, 95% CI 3.22, 3.44) as well as higher risk for transfusion (aOR
2.02, 95% CI 1.94, 2.09), HDP (aOR 1.50, 95% CI 1.47, 1.52), PTD
(aOR 1.38, 95%CI 1.36, 1.41) anddeath (unadjustedOR8.26, 95%CI
6.43, 10.61). Risk for SMM was elevated across all disability types
but highest in the setting of physical disability (aOR 3.37, 95% CI
3.25, 3.49). Incidence of SMMamong deliverieswith any disability
increased from 2000 to 2021 (AAPC 3.1%, 95% CI 2.4%, 3.8%).
Conclusion: Pregnant people with disabilities have threefold
higher risk of SMM, even after adjusting for social risk factors
and chronic disease. This risk persists across all disability types
and is increasing over time. Future research is needed to develop
interventions to improve pregnancy outcomes in this population.

650 | Patient-Directed Discharge During Antepartum
Hospitalization and Risk for Adverse Outcomes at
Delivery

Teresa C. Logue1; Timothy Wen2; Fabrizio Zullo3; Fiamma van
Biema4; Alexander M. Friedman5
1Christiana Care Health System, Newark, DE; 2University of
California, San Diego, Irvine, CA; 3University of Rome La
Sapienza, Rome, Lazio; 4Hackensack Meridian School of
Medicine, Hackensack Meridian School of Medicine, NJ;
5Columbia University Irving Medical Center, New York, NY

4:00 PM - 6:00 PM
Objective: Antepartum (AP) hospitalizations are typically
unplanned and often cause social stress. Patients with social and
mental health risk factors may bemore likely to leave the hospital
via patient-directed discharge (PDD). We evaluated predictors of
PDD at AP hospitalization and the effect of AP PDD on risk for
adverse outcomes at delivery.
Study Design: We conducted a serial cross-sectional analysis of
October-December delivery hospitalizations with an AP admis-
sion in the preceding 9 months included in the National Read-
missions Database during 2016-2021. Our primary exposure was
PDD (versus routine discharge) at first AP hospitalization. Using
the chi-square test, we evaluated the association between demo-
graphic and clinical factors and AP PDD. Using survey-adjusted
logistic regression, we evaluated the association betweenAP PDD
and the following adverse outcomes at delivery: non-transfusion
severe maternal morbidity (SMM), transfusion, hypertensive
disorders (HDP), preterm delivery (PTD) and stillbirth.
Results: We identified 152,748 AP hospitalizations with delivery
follow-up in NRD during 2016-2021, with 3.3% of AP discharges
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categorized as PDD. Compared to routine discharge, AP PDDwas
associated with higher likelihood of any mental health condition
(38.4% vs 27.0%; p< 0.01), any substance use disorder (44.4% vs
14.1%, p < 0.01), lowest income quartile (45.2% vs 36.0%; p< 0.01),
and Medicaid insurance (78.8% vs 57.9%; p < 0.01). At delivery,
history of AP PDD was associated with increased risk for SMM
(adjusted OR [aOR] 1.42, 95% CI 1.16, 1.73), transfusion (aOR 1.63,
95% CI 1.32, 2.02), HDP (aOR 1.44, 95% CI 1.28, 1.61), PTD (aOR
1.45, 95% CI 1.29, 1.63) and stillbirth (aOR 1.80, 95% CI 1.39, 2.33).
Conclusion: About 3% of antepartum patients will self-
discharge. Patient-directed discharge is more common in
patients with adverse social determinants of health and mental
health conditions. PDD is associated with higher risk of adverse
delivery outcomes. Screening for PDD risk factors during
antepartum admission and providing interventions to at-risk
patients may reduce adverse delivery outcomes.

651 | Environmental Protection Agency (EPA) National
Walkability Index: Does it Effect Weight Gain in Gdm
Pregnancies?

Thomas Owens1; Erica Glaser2; Johanna Suskin3; Guillaume
Stoffels4; Mia A. Heiligenstein5; Olivia Grubman6; Xiteng Yan2;
Zainab Al-Ibraheemi1; Lois Brustman1
1Icahn School of Medicine at Mount Sinai West, New York, NY;
2Mount Sinai West, New York, NY; 3Mount Sinai West, New York
City, NY; 4Icahn School of Medicine at Mount Sinai, New York,
NY; 5Mount Sinai West, Astoria, NY; 6Westchester Medical Center,
Westchester, NY

4:00 PM - 6:00 PM
Objective: An important factor in themanagement of gestational
diabetes (GDM) is exercise. The primary aim of this study was

to assess neighborhood walkability and weight gain from time of
diagnosis of GDM, and total weight gain of the pregnancy.
Study Design: This is a retrospective cohort study of preg-
nant patients that were diagnosed with GDM at an academic
center between 2018-2023. Patients’ addresses at the time of
their gestation were correlated with the EPA National Walka-
bility Index. The categories of walkability index included: least
walkable(score 1-5), below average(6-10), above average(11-15),
and most walkable(16-20). Descriptive statistics and restricted
cubic spline plot were used. Multivariate analysis was conducted
adjusting formedian income, age, BMI, gravidity, parity, race, and
hypertension.
Results: 1231 patients were identified. There were 81
patients(6.6%) in the least walkable group, 225 patients(18.3%)
in the below average walkable group, 428 patients(34.8%) in the
above average walkable group, and 497 patients(40.4%) in the
most walkable group.The above-average walkable group(scores
10.51 to 15.25) was defined as the reference group, as it included
the median walkability score. In multivariable analysis, the
total weight gain of patients in the least walkable group was, on
average, 5.42 pounds greater compared to the reference group(p<
0.0001)(table 1). The relationship between walkability score and
total weight gain was approximately linear(Fig. 1). In the adjusted
linear trend analysis, each unit increase in walkability score was
associated with a 0.40-pound decrease in total weight gain (p<
0.0001)(table 1). Additionally, each unit increase in walkability
score was associated with a 0.25-pound decrease from time of
GDM diagnosis(p< 0.0001).
Conclusion: This study suggests that patients with GDM who
live in a lower walkability area are more likely to gain weight
during their pregnancy. Therefore, it’s important when providers
are counseling patients with GDM to stress the relationship of
exercise to weight gain and how that may impact blood glucose
control.
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652 | Environmental Protection Agency (EPA) National
Walkability Index and its Impact on the Severity of Gdm

Thomas Owens1; Johanna Suskin2; Erica Glaser3; Guillaume
Stoffels4; Mia A. Heiligenstein5; Olivia Grubman6; Xiteng Yan3;
Zainab Al-Ibraheemi1; Lois Brustman1
1Icahn School of Medicine at Mount Sinai West, New York, NY;
2Mount Sinai West, New York City, NY; 3Mount Sinai West, New
York, NY; 4Icahn School of Medicine at Mount Sinai, New York,
NY; 5Mount Sinai West, Astoria, NY; 6Westchester Medical Center,
Westchester, NY

4:00 PM - 6:00 PM
Objective: An important factor in themanagement of gestational
diabetes (GDM) is exercise. The aim of this study is to assess
neighborhood walkability and need for hypoglycemic agents
(HA) in patients with GDM.
Study Design: A retrospective cohort study of pregnant patients
that were diagnosed with GDM at an academic center between
2018-2023. Patients’ addresses at the time of their gestation were
correlated with the Environmental Protection Agency (EPA)
National walkability index. The categories of EPA walkability
index included:least walkable (score 1-5), below average (6-10),
above average (11-15), and most walkable (16-20). A2GDM was
defined as patients requiring HA. Secondary analysis included
a neonatal composite outcome consisting of neonatal hypo-
glycemia(NH), large for gestational age(LGA), NICU admission,
and APGAR score< 7. Descriptive statistics and restricted cubic
spline plot (RP) were used. Multivariate analysis was conducted
adjusting formedian income, age, BMI, gravidity, parity, race, and
hypertension.
Results: 1231 patients identified. There were 81 patients(6.6%)
in the least walkable group, 225 patients(18.3%) in the below
average walkable group, 428 patients(34.8%) in the above average
walkable group, and 497 patients(40.4%) in the most walkable
group. Inmultivariable analysis patients in the least walkable and
below-average walkable groups had a significantly higher likeli-
hood of having A2GDM(least walkable: p = 0.004; below average
walkable: p = 0.02 (Table 1)). A RP showed that the relationship
between walkability score and the probability of A2GDM was
linear(Fig. 1).When walkability score was treated as continuous,
each one-unit increase in walkability score was significantly

associated with a 6% decrease in the odds of A2GDM(p= 0.0001).
Neonatal composite did not differ between the groups(p = 0.30).
Conclusion: Patients who live in a higher walkability area
are less likely to need medication. Thus, providers counseling
patients with GDM should stress the importance of exercise in
the control of blood glucose and its relationship to the severity
and subsequent management.

653 | Does Early Administration of IV Iron During
Pregnancy Improve Maternal Morbidity?

Tina M. Bui; Guillermo Valenzuela; Kristina Roloff; Mary
Tsaturian; Phoebe Jen
Arrowhead Regional Medical Center, Colton, CA

4:00 PM - 6:00 PM
Objective: Anemia in pregnancy is a significant contributor to
maternal morbidity, including increased risks of blood transfu-
sion, longer hospital stays, depression, preterm birth, and low
birth weight. Oral (PO) iron has been traditionally recommended
for its simplicity and cost-effectiveness but often suffers frompoor
adherence and gastrointestinal side effects. This study aims to
investigate whether early administration of IV iron can improve
hemoglobin (Hgb) levels prior to delivery and decrease the need
for blood transfusion.
Study Design: Patients with a ferritin level < 30 ng/mL were
recruited. Exclusion criteria included age < 18, multifetal gesta-
tions, thalassemia or sickle cell disease, and chronic kidney or

174 of 183 Poster Session 2



liver disease. After obtaining consent, patients were randomly
assigned to either the PO or IV iron groups. The PO iron group
received Ferrous sulfate 325 mg every other day, while the IV iron
group received Venofer 200 mg every other day until the iron
deficit was corrected. Hgb and ferritin levels were assessed before
treatment and four weeks after treatment initiation. Patients also
completed an anemia symptom questionnaire at enrollment and
at the 4-weekmark. Statistical comparisonswere conducted using
two-tailed T-tests with significance set at P < 0.05.
Results: The IV iron group showed a significant increase in Hgb
and ferritin levels compared to the PO iron group four weeks after
treatment, with P-values of 0.002 and 0.0001, respectively. The
blood transfusion rate was 3.7% in the PO iron group and 0% in
the IV iron group.
Conclusion: Our findings demonstrate a significant improve-
ment in ferritin levels among patients treated with IV iron
compared to those receiving PO iron therapy. Additionally, the
absence of blood transfusions in the IV iron group highlights its
potential in reducing alloimmunization and blood transfusion
reactions, suggesting that early administration of IV iron during
pregnancy can improve maternal health outcomes.

654 | Perceived Racism and Placentally Mediated Adverse
Pregnancy Outcomes

Joy McNeal; Sarah Heerboth; Ashlyn Tolbert; Johanna
Quist-Nelson; Rebecca Fry; Tracy A. Manuck
University of North Carolina, Chapel Hill, NC

4:00 PM - 6:00 PM
Objective: Racism is consistently implicated in obstetric dis-
parities and is associated with hypertension (HTN) among
non-pregnant individuals. We sought to quantify the extent to
which racism, including its characteristics (domains, timing), is
associated with placentally-mediated pregnancy complications
(plac-comps).
Study Design: Primary analysis of a prospective cohort. Par-
ticipants identifying as Black, White, and/or Hispanic, with
singleton, non-anomalous gestations were recruited < 22 weeks,
2017-2022, and completed the validated Perceived Racism Scale
at enrollment to assess any-time (at any time during life) and
recent (within the last year) racism in 11 public/personal, 3
public/observed experience, and 7 employment domains. The
primary outcome was a diagnosis of plac-comps (HTN disorders

of pregnancy, birthweight < 10% for GA and sex, ± placental
abruption).

Results: 414 individuals (47% Black, 42% White, 11% Hispanic)
were included; 93 (22.4%) had plac-comps. Surveys were com-
pleted at a mean of 17.3 (IQR 16.1-20.0) wks. Clinical factors
are shown in Table 1. Compared to those without plac-comps,
those with plac-comps were more likely to experience racism at
any time (65% vs. 47%, p = 0.02) and racism across a greater
number of domains any-time (8.1 v. 5.6, p = 0.002) and recently
(mean 4.6 v. 2.6, p< 0.001). Differences were most pronounced in
public/personal domains, as those with plac-comps had higher
any-time perceived racism in 7 of 11 public/personal domains and
higher recent perceived racism in 7 of 11 public/personal domains
(all p< 0.05), Figure. In regressions, each additional any-time
racismdomain conferred a 9% increased odds of plac-comps (aOR
1.09, 95% CI 1.03-1.15). Similarly, each additional recent racism
domain conferred a 8% increased odds of plac-comps (aOR 1.08,
95% CI 1.03-1.13).

Conclusion: Among pregnant individuals at high-risk for
adverse pregnancy outcomes, racism is present across multiple
facets of daily life. Perceived racism was associated with an
increased risk of adverse placental outcomes, irrespective of the
timing of the exposure.
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655 | Objective Quantification of Sleep Throughout
Pregnancy, Preterm Birth, and Delivery Gestational Age

Emily Gascoigne1; Megan Ragusa2; Ashlyn Tolbert2; Annie
Dude2; Rebecca Fry2; Tracy A. Manuck2
1UNC Chapel Hill School of Medicine, Carrboro, NC; 2University
of North Carolina, Chapel Hill, NC

4:00 PM - 6:00 PM
Objective: Sleep quality and quantity (evaluated using tra-
ditional duration/stage measures and novel metrics including
the sleep regularity index, a parameter assessing sleep pattern
regularity and consistency) are associated with health outcomes.
We sought to determine which sleep parameters are associated
with PTB.

Study Design: Primary analysis of a prospective cohort enriched
for those at high a priori risk of PTB. Participants identifying as
Black, White, and/or Hispanic, with singleton, non-anomalous
gestationswere recruited< 14weeks, 2017-2022. Participantswere
provided FitBit wristband activity trackers at enrollment and
instructed to maintain their usual activity. Those with ≥7 nights
of sleep monitoring (verified by FitBit recorded heart rate) were
included. The primary outcomes were delivery gestational age
and PTB < 35 weeks. We evaluated individual sleep parameters
and a composite ‘poor sleep’ score based onpreviously established
metrics of sleep health. The poor sleep score was calculated by
adding +1 point for (1) mean total min/asleep < 360 min/night;
(2) mean % time in REM < 20%; (3) mean sleep efficiency
(time asleep/time in bed) < 85%; (4) >50% of sleep midpoints
≥ 05:00; (5) ≥ 2 median night awakenings; (6) sleep regularity
index in lowest quartile (< 95.2). Cox regression models included
adjustments for multiple and differing numbers of observations
per subject.
Results: 154 individuals were included, delivering at a median
38.2 (IQR 37.0, 39.3) weeks; 25% had PTB < 37 and 14% PTB < 35
weeks. Themedian sleep score was 2 (IQR 1,3); range 0-5. Clinical
characteristics are shown in Table 1. Each sleep parameter’s
variation over gestation is shown in Figure 1. In cox regression
models, a poor sleep score (≥3; aHR 1.49, 95% CI 1.04, 2.13) and %
time in REM sleep (aHR 0.21, 95% CI 0.06-0.73) were associated
with delivery gestational age.
Conclusion: Several sleep metrics vary across gestation, though
tend to be similar among thosewith PTB< 35weeks vs. thosewith
later delivery. However, individuals with ≥3 poor sleep habits
throughout pregnancy carried a higher risk of early delivery.
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656 | Impact of Low-Dose Furosemide on Breastfeeding
and NewbornWeight: a Randomized Controlled Trial
Secondary Analysis

Ukachi N. Emeruwa1; Kysha Mercader2; Chaukim Peters3; Shai
Bejerano4; Toluwalasé A. Ajayi5; Gregory A. Aarons6; Bonnie
Kaiser6; Sarah Averbach6; Michelle Leff6; Russell S. Miller4;
Cynthia Gyamfi-Bannerman1
1University of California, San Diego, San Diego, CA; 2University of
California, San Diego School of Medicine, La Jolla, CA; 3St.
George’s University School of Medicine, St. George’s, Virgin
Islands, U.S.; 4Columbia University Medical Center, New York,
NY; 5University of California San Diego/Rady Children’s Hospital,
San Diego, CA; 6University of California San Diego, La Jolla, CA

4:00 PM - 6:00 PM
Objective: Growing evidence supports loop-diuretic use to
reduce postpartum (PP) hypertensive morbidity, but little is
known about how these medications affect breastfeeding and
associated neonatal outcomes.We aimed to explore breastfeeding

rates and newborn weight loss among lactating patients taking
low-dose furosemide after delivery.
Study Design: This was a secondary analysis of the Lasix for
the Prevention of de novo PostpartumHypertension Trial (PMID:
38641089), which randomized 82 normotensive patients at high
risk for de novo PP hypertension to 5 days of daily furosemide
20mg PO or placebo within 8 hours after delivery. Parent trial
participants completed electronic surveys at 2 and 6 weeks
PP, which included infant feeding practice questions. Data on
feeding practices and neonatal weight were also abstracted from
electronic medical records. The primary outcome of this analysis
was exclusive breastfeeding (EBF) continuation rates among
those who reported EBF intent on delivery admission. Secondary
outcomes included EBF rates among those practicing EBF at
discharge, any breastfeeding rates, formula supplementation
reasons, and newborn delivery to discharge weight change.
Results: Of 79 parent trial participants enrolled through 6 weeks
PP, 70 (89%) at least partially completed the 2 week survey; 55
(70%) at least partially completed the 6 week survey. There was
no difference in EBF continuation rates for participants randomly
assigned to furosemide who intended to exclusively breastfeed
(54% at 2 weeks; 64% at 6 weeks) compared to placebo (38% at 2
weeks, p = 0.43; 31% at 6 weeks, p = 0.11). (Figure 1) Of reported
supplementation reasons, there was no difference in milk supply
or neonatal concerns between groups. Newborn weight declined
amedian of 5% [IQR -7,-3%] in the furosemide group and 6% [IQR
-8,-4%] in the placebo group (p = 0.17) by discharge, consistent
with physiologic norms. (Table 1)
Conclusion: There is no evidence in our trial that low-dose
furosemide impacts breastfeeding continuation rates or phys-
iologic newborn weight loss. These data are reassuring for
loop-diuretic use in lactating people.
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657 | Automated Unattended Office BP: Is Your Clinician
Raising Your Blood Pressure?

Whitney A. Booker1; Patrick Conley2; Marissa Petralia2;
Jeannette Pacheco2; Eliza C. Miller3; Uma M. Reddy4; Ying
Kuen K. Cheung3; Mariam Naqvi5; Natalie A. Bello5
1Columbia University, new York, NY; 2Cedars Sinai Medical
Center, Cedars Sinai, CA; 3Columbia University Medical Center,
New York, NY; 4Columbia University, New York, NY; 5Cedars
Sinai Medical Center, Los Angeles, CA

4:00 PM - 6:00 PM
Objective: There is emerging data that in non-pregnant adults
measuring clinic blood pressure (CBP)without a clinician present
(unattended CBP) may reduce the “white coat effect” and be
closer to mean out-of-clinic blood pressure (BP) compared to
traditional CBP measurements that involve a clinician in the
room (attended CBP). Our objective was to compare unattended
CBP with attended CBP in pregnant women with hypertension
(HTN).
Study Design: Pregnant patients with a history of chronic or
gestational HTN defined using ACOG diagnostic criteria were
included in this analysis. Demographic variables were described
as median [IQR] for continuous variables and frequencies for
categorical variables. Automated attended and unattended CBP
were measured at up to two prenatal visits and compared using
a paired t-test to account for repeated measures and between-
subject variability. Bland-Altman plots were created to evaluate
the agreement between unattended and attended CBP.
Results: Of 26 pregnant patients with HTN, women were on
average 36.5 [5.1] years old and 24 weeks pregnant, with a BMI
of 32.2 [8.3] kg/m2, 19% had diabetes, and the majority were
working full time (Table). In 49 paired measurements, the mean
unattended CBP was 115.8/72.3 mmHg and the mean attended

CBPwas 116.5/71.5mmHg. Themean difference (95%CI) between
unattended and attended systolic BP was 0.69 (-1.40, 2.78) and
diastolic BPwas 0.00 (-1.02, 1.02); bothmean differences were not
statistically significant P >0.5 (Figure).
Conclusion: In pregnant patients with HTN, having a provider
present during CBPmeasurements did not result in a statistically
significant BP elevation. Based on these findings unattended
CBP measurement may not be able to replace out-of-office
BP measurement for the diagnosis of white coat hypertension;
further research is needed.
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658 | Differential Expression of Placental CD300 Receptors
in Preeclampsia (PE) and Preterm Birth (PTB)

William E. Ackerman, IV1; Meera M. Thakkar1; Guomao Zhao1;
Zoe B. Strong1; Elizabeth Feoktistov2; Ekaterina Snegovskikh2;
Catalin S. Buhimschi1; Irina A. Buhimschi1
1University of Illinois at Chicago, College of Medicine, Chicago, IL;
2University of Illinois at Chicago, Chicago, IL

4:00 PM - 6:00 PM
Objective: Through their binding to lipids and other ligands, the
7memberCD300 family of receptors is poised to have a significant
role in biological processes with an inflammatory component.
Their roles in major inflammatory obstetrical syndromes such
as PE and PTB +/- Triple I have not been fully elucidated.
We performed a targeted computational analysis of existing
placental datasetswith transcriptional profiling to understand the
expression and distribution of placental CD300 receptors in these
pathological contexts.
Study Design: We interrogated bulk and single-cell (sc) pla-
cental RNA sequencing (RNAseq) datasets (GEO: GSE73714,
GSE203507, GSE114691, GSE173193; Figshare: 23264102) for
CD300 expression in PE (n = 65) and PTB (NO-Triple I n = 26;
YES-Triple I, n = 5). This analysis was complemented by RNAseq
in a new set of 8 fetal membrane (FM) samples as follows: YES-
Triple I (n = 4, GA 28±3w), NO-Triple I (n = 4, GA 32±1w).
Selected targets were cross validated by qPCR.
Results: Across placental RNAseq datasets, all 7 CD300 mRNAs
could be detected, with CD300LG predominating in the vil-
lous placenta and CD300A and -E most abundant in FM. By
scRNAseq, CD300LB, -E, and -LF displayed myeloid-limited
expression, CD300A was expressed in myeloid and lymphoid
cells, CD300LG was abundant in vascular endothelial cells, and
CD300LC and -D expression fell below detection limits. Villous
CD300LG was significantly more abundant in PE than non-PE
samples (FDR< 0.05). In Triple I, CD300A, -LB, -LD, -E, -LF, and
-LG were elevated (FDR< 0.05) in FM but not villous placenta
by RNAseq, with CD300LF being most significant. Increased
expression of placental CD300LG in PE and FM CD300LF in
Triple I were confirmed by qPCR (p< 0.05).
Conclusion: The CD300 family of receptors is present in the
human placenta. In pregnancy conditions with strong inflam-
matory components the signaling pathways emanating from this
family of receptors are likely diverse based on disease and their
location.

659 | Early Recognition of Fetal Growth Restriction via
Clinical Features, Metabolomic Profiles and Polygenic
Risk Scores

Xiaoqing He1; Jun Zhang2; Yun Huang2
1Ministry of Education-Shanghai Key Laboratory of Children’s
Environmental Health, Xinhua Hospital, affiliated with School of
Medicine, Shanghai Jiao Tong University, Shanghai, China,
Shanghai, Shanghai; 2Shanghai Jiao Tong University School of
Medicine, Shanghai, Shanghai

4:00 PM - 6:00 PM
Objective: To integrate various factors to predict FGR, enabling
early identification and risk stratification of high-risk popula-
tions.
Study Design: This study was conducted based on a prospec-
tive birth cohort. A total of 1,739 mother-child pairs were
included. Three nested case-control studies were further con-
ducted: 1) 58 FGR cases (< 3rd percentile); 2) 78 X5th cases (<
5th percentile); 3) 180 SGA cases (< 10th percentile). The control
group included 679 healthy controls (BW in the 25th to 75th
percentile, without major complications). We developed 6 risk
predictionmodels for birth outcomes (FGR,X5th, and SGA) using
clinical risk factors, life factors, maternal and fetal polygenic risk
scores (PRSs), and maternal plasma metabolic profiles in early
pregnancy.
Results: Eight clinical factors and two life factors (health behav-
iors and diet class) were included. Both maternal and fetal PRSs
were derived from the 2019 GWAS meta-analysis for birth weight
from the EGG consortium. Univariate analysis and the Unbiased
Variable selection in R (MUVR) package identified potential
metabolomic biomarkers. For the three case-control groups, 6,
7, and 10 metabolites were identified as potential biomarkers for
FGR, X5th, and SGA, respectively.
The final model based on 8 clinical features, 2 life factors,
maternal and fetal PRSs, and the 6 metabolite sets demonstrated
the best predictive ability, achieving a maximum AUC of 0.826
(95% CI: 0.763-0.879) for predicting FGR. A model built solely on
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early pregnancy data achieved amaximumAUC of 0.744 (95% CI:
0.681-0.806) for predicting FGR.
Conclusion: The inclusion of metabolic and genetic informa-
tion significantly enhanced predictive performance compared
to traditional models. Integrating genetic and metabolic data
enhances the accuracy of fetal growth assessments, enabling
earlier and more precise identification of high-risk pregnancies
and facilitating timely interventions to improve outcomes.

660 | Risk Factors for Adverse Outcomes in Uterine
Conserving Cesarean Deliveries for Placenta Accreta
Spectrum

Yonatan Dror1; Elias Castel2; Raanan Meyer3; Lior Fridrich2;
Nizan Mor2; Aviran Ohayon2; Michal Axelrod4; Alina
Weissmann-Brenner2; Gabriel Levin5; Shlomi Toussia Cohen2
1Chaim Sheba Medical Center, Tel-Hashomer, Ramat-Gan, Israel,
Chaim Sheba Medical Center, Tel-Hashomer, Ramat-Gan, Israel,
HaMerkaz; 2Sheba Medical Center, Ramat Gan, HaMerkaz;
3Cedars Sinai Medical Center, Los Angeles, CA; 4Department of
Obstetrics and Gynecology, Sheba Medical Center, Tel HaShomer,
Ramat Gan, HaMerkaz; 5McGill University, Montreal, PQ

4:00 PM - 6:00 PM
Objective: While uterine conserving cesarean delivery for pla-
centa accreta spectrum (PAS) has become more common, data
on outcomes are still limited. The aim of this study is to describe
the characteristics of patients undergoing uterine conserving

cesarean for PAS with and without adverse maternal outcomes,
and identify risk factors for their occurrence.
Study Design: A retrospective cohort study conducted at a
single tertiary center between 03/2011 and 01/2022. Women with
PAS who underwent uterine conserving cesarean delivery were
included. Women with scheduled cesarean hysterectomy were
excluded. A composite of adverse maternal outcome was defined
as the occurrence of at least one of the following: bladder injury,
ureteral injury, bowel injury, ≥6 units of blood transfusion, post-
operative fever, unplanned cesarean hysterectomy, relaparotomy,
intensive care unit admission and hospital readmission.
We compared patients with and without the composite adverse
outcome.
Multivariable regression analysis was used to identify factors
associated with the composite of adverse outcome.
Results: 238 women with PAS were included in the study group,
70 had composite adverse maternal outcome and 168 did not.
The maternal adverse outcome group had earlier gestational age
at delivery (median 360/7 vs. 363/7 weeks), higher preoperative
uterine rupture rates (6.2% vs. 0.6%), longer cesarean delivery
duration (median 118.5 vs. 68.0 minutes), more drainage place-
ment (72.5% vs. 23.8%) and higher estimated blood loss (median
2500.0 vs. 1200.0 ml).
In multivariable logistic regression analysis, earlier gestational
age at delivery, and the sonographic findings of lacunae, bridging
vessels and loss of clear zone were independently associated with
the composite adverse maternal outcome.
Conclusion: Among women undergoing uterine conserving
cesarean delivery for PAS, an earlier gestational age at delivery,
and three sonographic findings, are associated with adverse
maternal outcomes.
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661 | Maternal Outcomes Associated with Antepartum
versus Postpartum Eclampsia

Yossi Bart1; Farah H. Amro1; Ghamar Bitar1; Sandra Sadek2;
Sean C. Blackwell1; Baha M. Sibai1
1McGovern Medical School at UTHealth Houston, Houston, TX;
2University of Texas Health Science Center in Houston, McGovern
Medical School, Houston, TX

4:00 PM - 6:00 PM
Objective: The data on eclampsia-related outcomes in the litera-
ture reliesmainly on studies performed over two decades ago.Our
objective was to compare maternal outcomes associated with the
timing of eclampsia using a contemporary dataset.
Study Design: We conducted a retrospective cohort study of
all patients diagnosed with eclampsia between June 2011 and
June 2024 at a tertiary medical center. Patients with antepar-
tum eclampsia (AE) were compared to those with postpartum
eclampsia (PPE). The primary outcome was defined as a com-
posite maternal morbidity including stroke, neurologic deficits at
discharge, cardiac arrest,myocardial infarction, liver infarction or
rupture, pulmonary edema, acute kidney injury, HELLP, dissem-
inated intravascular coagulation, or death. Maternal outcomes
were reported using Chi-Square or Fisher’s exact tests.
Results: Overall, 80 patients met the inclusion criteria; 39 (49%)
had AE, and 41 (51%) had PPE. Baseline maternal characteristics
(age, race, BMI, chronic hypertension, diabetes mellitus) were
similar between the groups. Four out of every five patients
reported symptoms before the seizure, including headache (70%)
and visual symptoms (31%), evenly distributed between groups.
Simultaneous severe range blood pressure at the time of eclamp-
sia diagnosis was reported in 52 (73%) of the patients, with similar
rates between groups. PPE occurred >2 days after delivery in
90% of the cases and >7 days after delivery in 32%. Patients with
AE had higher rates of composite maternal morbidity (59.0% vs.
31.7%, p = 0.01), driven mainly by higher rates of acute kidney
injury and hemolysis, elevated liver enzymes, and low platelets
syndrome (Table). There were also higher rates of post-seizure
intubation (30.8% vs. 7.3%, p = 0.01) and intensive care unit
admission (51.3% vs. 26.8%, p= 0.02) among patients who hadAE.
Conclusion: Eclampsia continues to serve as an important
contributor to maternal morbidity and mortality nowadays.
Compared to postpartum eclampsia, antepartum eclampsia was
associated with higher rates of maternal morbidity.

662 | Do Maternal Outcomes Differ by Specific Blood
Pressure Parameters?

Yossi Bart1; Hector M. Mendez-Figueroa2; Farah H. Amro1; Baha
M. Sibai1
1McGovern Medical School at UTHealth Houston, Houston, TX;
2McGovern Medical School at UTHealth, Houston, TX

4:00 PM - 6:00 PM
Objective: The role of severe hypertension (sHTN) based on
isolated severe systolic or diastolic blood pressure has not been
well studied. We aimed to evaluate adverse maternal outcomes in
those with isolated sHTN to those with both severe systolic and
diastolic hypertension.
Study Design: We conducted a secondary analysis of the Assess-
ment of Perinatal Excellence database. All the patients who
had sHTN at the time of delivery, defined as systolic BP (SBP)
≥ 160 mmHg and/or diastolic BP (DBP) ≥ 110 mmHg on two
occasions at least 30 minutes apart were included. Individuals
with isolated SBP or DBP in the severe range (iSRBP) were
compared to those with both (bSRBP). The primary outcome
was defined as a composite of maternal outcomes, including
hypertensive stroke, pulmonary edema, acute kidney injury,
disseminated intravascular coagulation, cardiopulmonary arrest,
and death. Multivariate logistic regression was applied to address
confounders.
Results: A total of 7,788 individuals met the inclusion criteria. Of
those, 5,968 (77%) had isolated SBP ≥ 160, 272 (3%) had isolated
DBP ≥ 110 mmHg, and 1,548 (20%) had both. In comparison
to those with bSRBP, individuals with iSRBP were older, had
higher rates of obesity andmultifetal gestation, and lower rates of
chronic hypertension. Compared to bSRBP, those with iSRBP had
lower composite outcome rates (adjusted relative risk 0.44, 95%CI
0.34-0.57), driven mainly by lower rates of pulmonary edema and
acute kidney injury (Table). Intensive-care unit admission rate
was also lower among individuals with iSRBP. In a sub-analysis
of iSRBP, comparing individuals with isolated SBP vs. isolated
DBP in the severe range, no differences in maternal outcomes
were noted. Another comparison following further stratification
by blood pressure showed a lower composite outcome rate among
thosewith iSRBP compared to bSRBPwhen SBPwas≥ 180mmHg
(Figure).
Conclusion: Isolated severe systolic or diastolic hypertension
was associated with lower rates of maternal morbidity compared
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to sHTN with both. This was primarily driven by lower rates of
acute kidney injury and pulmonary edema.

663 | Doulas In Black Birthing Experiences: Perceptions
And Utilization Among Black Participants Following
Doula-led Education Initiative

Yuliya Faryna1; Tonya Simone Wright2; Melissa Haslam2

1Pennsylvania State College of Medicine, Hershey, PA; 2Penn State
College of Medicine, Hershey, PA

4:00 PM - 6:00 PM
Objective: ACOG and CDC endorse doula use as an evidence-
based practice to narrow disparities in Black maternal health
outcomes. Despite their benefit, doulas remain underutilized,
particularly in Black birthing experiences. Our objective is to
assess baseline doula awareness, knowledge, and utilization
among Black birthing people and evaluate changes in their
attitudes toward integrating doulas into obstetric spaces following
an education initiative.

Study Design: During a Black maternal health community
initiative, three Black doulas led 15-minute education sessions
with small groups. Surveys were given to assess participant
knowledge and awareness of doula care, pre- and post-doula
education sessions (pre-DES and post-DES). Inclusion criteria
were Black participants of reproductive age. Data were analyzed

using paired t-tests and McNemar’s tests; p-values < 0.05 were
considered significant.
Results: Fifteen participants met criteria. All reported no previ-
ous doula use or physician-dispensed doula education. Pre-DES,
40% felt well-informed about doulas, compared to 87% post-DES,
p= 0.04. Participants knew an average of 4.1 doula health benefits
pre-DES and 6.5 benefits post-DES, p = 0.0007 (Graph 1). This
mirrors the 54% increase in people who felt more well-informed
about what doula care entails post-DES, p = 0.005 (Graph 2).
There was no significant difference in number of cited barriers
to doula use pre- vs. post-DES, p = 0.31, but the main barrier
changed fromnot knowinghow to access doulas (N= 7) to lacking
doula insurance coverage (N = 9). Lastly, 87% indicated intent to
use doulas in the future.
Conclusion: While baseline knowledge of doula health benefits
was high, DES still increased participant knowledge and intent
to use doulas in future pregnancies. However, their utilization
barriers reveal that increasing doula use among Black birthing
people will require an equity framework for better integration
of doulas into our health system. Reform is needed in medical
trainee education on doula care and patient resourcing, health
policy, and legislation for equitable doula insurance coverage and
reimbursement.

664 | Variations in MFM Fellowship Clinical Competency
through Curriculum Requirements Surpassing
ACGME/ABOGMinimums by Geographic Region

Zenobia Gonsalves1; Rachel Lee2; Chaitali Korgaonkar-Cherala3;
Kimberly Herrera4; Cassandra Heiselman1
1Stony Brook University Hospital, Stony Brook, NY; 2Stony Brook
University Hospital, Lake Grove, NY; 3Stony Brook University
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Hospital, Stonybrook, NY; 4Stony Brook University, Stony Brook,
NY

4:00 PM - 6:00 PM
Objective: To evaluate curricular differences across geographic
regions for fellowship programs by assessing the variations in the
distribution of specific types of rotations above theminimumcore
MFM requirements as defined by ACGME and ABOG.
Study Design: This was a cross-sectional analysis of MFM
fellowship curricula conducted in July 2024 for the 109 ACGME-
accredited programs. All fellowship program websites were
evaluated for rotation schedules. If not available online, programs
were contacted via email. The total number of mandated months
by rotation for each programwere tallied across the three years of
fellowship: supervisory L&D (min: 2 mo), inpatient/antepartum
service (no minimum), outpatient MFM clinic (min: 2 mo),
ultrasound (min: 3 mo), genetics/genomics (min: 2 mo), research
(min: 12mo), electives, and program-specificmandated rotations.
For each rotation, the percentage of programs that exceeded
ACGME/ABOG minimum duration requirements were com-
pared across geographic regions (Northeast, Midwest, South, and
West). Chi-square and Fisher’s exact analyses were performed
with a p-value < 0.05.
Results: Rotation schedules were available for 64 (59%) of
programs. The percentage of total programs that exceeded min-
imums were 87% for outpatient, 83% for ultrasound, 31% for
research, 28% for labor and delivery, and 12% for genetics. When
comparing the percentage of programs surpassing minimums
by geographic region, only ultrasound requirements differed
across regions (Figure 1), specifically 100% of Northeast programs
exceeded ultrasound requirements versus 44% in the South (p
= 0.006). Twenty programs (31%) specified requirements for
non-OB, non-ACGME/ABOG rotations, most frequently NICU,
anesthesia, and pathology (Table 1). Of these programs, anesthe-
sia was more frequently required in the South (p = 0.013). 100%
of programs offered flexible elective time.
Conclusion: While there are curricular differences among indi-
vidual MFM fellowship programs, variability above minimum
requirements was only noted for ultrasound and non-obstetric
rotations across geographic regions.

665 | Developing Core Endpoints with Stakeholders for
Perinatal Clinical Trials

Zoe Butters1; Jannik Aagerup2; Clare Whitehead3; Lene Seidler2
1Royal Women’s Hospital, Melbourne, Victoria; 2NHMRC Clinical
Trials Centre, University of Sydney, Sydney, New South Wales;
3Royal Women’s Hospital, University of Melbourne, Melbourne,
Victoria

4:00 PM - 6:00 PM
Objective: The use of core outcome sets (COS) in obstetric and
perinatal clinical trials is essential to standardise trial report-
ing and allow evidence synthesis, but there has been limited
assessment of how these outcomes were developed and how they
can be used to compare endpoints in clinical trials. Identifying
the outcomes that are most meaningful to patients, healthcare
professionals and society and standardising their definitions
will ensure trial endpoints can be reliably collected and allow
results to more rapidly lead to changes in clinical practice.
StudyDesign: MEDLINE, Embase, PsycINFO, CINAHL and the
COMET registry were systematically searched in September 2023.
Two authors independently screened abstracts/full texts and
performed data extraction. A third reviewer resolved conflicts.
The characteristics of each COS, stakeholders and consensus
methods were extracted. The development methodology quality
was evaluated according to the COS-STAR statement.
Results: 789 studies were screened and 29 COS included. The top
5 reported obstetric outcomes were maternal mortality, patient
satisfaction with intervention, adverse outcome of interven-
tion, delivery mode, and breastfeeding at discharge. The top 5
neonatal outcomes were neonatal mortality, gestational age at
birth, birthweight, congenital anomaly, and hypoxic ischaemic
encephalopathy. Only 59% of COS demonstrated compliance
with COS-STAR. 100% included clinician/expert stakeholders.
90% included patients or patient representative stakeholders,
although the proportion varied between 4.1% to 81.6%. Standard-
ised definitions and measurement tools are proposed for each of
the top 10 outcomes.
Conclusion: We have identified a minimumCOS with standard-
ised definitions and measurement tools that can be included in
perinatal trials in order to improve the quality of endpoint report-
ing and implementation. Future research will rank outcomes
according to both clinician and patent preference, to develop an
ordinal scale that improves trial efficiency and identification of
clinically meaningful evidence.
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666 | Diagnostic Performance of Three Methods of Fetal
Growth Restriction Diagnosis

Abby R. Rubenstein1; Stephanie L. Pierce1; Morgan McDougal1;
Jennifer Peck1; Erin Schone1; Angela Xing1; Matthew Harter1;
Rachel Jillson1; Dakota St Pierre1; Rodney Edwards2
1University of Oklahoma Health Sciences Center, Oklahoma City,
OK; 2University of Florida College of Medicine, Gainesville, FL

10:30 AM - 12:30 PM
Objective: Recent guidelines changed the diagnostic criteria
for fetal growth restriction (FGR) from estimated fetal weight
(EFW) < 10%ile alone to EFW and/or abdominal circumference
(AC) < 10%ile. Prior studies suggested this change would not
substantially affect the number of pregnancies diagnosed with
FGR. This study compares 3 methods of FGR diagnosis.
Study Design: This retrospective cohort study classified three
groups of women delivering at our institution based on timing of
how we diagnosed FGR: Group 1 (7/1/17-6/30/18; EFW < 10%ile),
Group 2 (4/1/20-3/31/21; EFW < 10%ile or EFW 10-19%ile and
AC < 5%ile), and Group 3 (8/1/21-7/31/22; EFW and/or AC <

10%ile). Multifetal gestations and fetuses with major anomalies
were excluded. Cases of neonatal small for gestational age (SGA)
were also identified in each time period. The primary outcome
was prevalence of FGR among all deliveries in each time period.
Test performance characteristics of the three methods of FGR
diagnosis for predicting SGA were evaluated.
Results: 320 pregnancieswith FGRwere identified (n= 44Group
1, n = 96 Group 2, n = 180 Group 3). Maternal characteristics
were similar between groups (Table 1). For groups 1, 2 and
3 respectively, the prevalence of FGR was 1.16%, 2.74% and
4.82% (p< 0.0001), and the prevalence of SGA was 3.39%, 4.44%
and 4.53% (p = 0.02). Test performance characteristics of each
approach are shown in Table 2.
Conclusion: Application of the newest diagnostic criteria for
FGR resulted in a quadrupling of the rate of FGR diagnosis.
Though the prevalence of FGR diagnosis with the newest criteria
was similar to the prevalence of SGA, this approach identified less
than half of neonates with SGA. Given this substantial increase
in diagnoses, most of which are false positives, further investi-

gation regarding resource utilization and neonatal outcomes is
warranted.

667 | Resource Utilization and Neonatal Outcomes with
Three Methods of Fetal Growth Restriction Diagnosis

Abby R. Rubenstein1; Stephanie L. Pierce1; Morgan McDougal1;
Jennifer Peck1; Erin Schone1; Angela Xing1; Matthew Harter1;
Rachel Jillson1; Dakota St Pierre1; Rodney Edwards2
1University of Oklahoma Health Sciences Center, Oklahoma City,
OK; 2University of Florida College of Medicine, Gainesville, FL

10:30 AM - 12:30 PM
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Objective: Fetal growth restriction (FGR) is a known cause of
neonatal morbidity. Recent new guidelines changed the diagnos-
tic criteria from estimated fetal weight (EFW) < 10%ile alone to
EFWand/or abdominal circumference (AC)< 10%ile. Diagnosing
and treating FGR is important to optimize fetal and neonatal
outcomes, however does require increased antenatal surveillance.
This study compares neonatal outcomes across 3methods of FGR
diagnosis.
Study Design: This secondary analysis of a retrospective cohort
study classified three groups of women who delivered at our
institution based on timing of how we diagnosed FGR: Group 1
(7/1/2017-6/30/2018; EFW< 10%ile), Group 2 (4/1/2020-3/31/2021;
EFW < 10%ile or EFW 10-19%ile and AC < 5%ile), and Group 3
(8/1/2021-7/31/2022; EFW and/or AC < 10%ile). Inclusion criteria
were FGRdiagnosis and dating ultrasound (US) prior to 22weeks.
Multifetal gestations and fetuses with major anomalies were
excluded. The primary outcome was a composite of neonatal
complications. Continuous outcome variables were compared
across the three groups using ANOVA. Categorical outcomes
variables were compared using X2. P-value< 0.05 was statistically
significant.
Results: 320 pregnancies with FGR diagnosis were identified
(n = 44 Group 1, n = 96 Group 2, n = 180 Group 3). Overall,
gestational age at delivery was similar between groups (Table
1). Compared to Group 1, numbers of growth US and BPP
were higher in Group 2 and highest in Group 3. The neonatal
complications composite rate was 56.8% in Group 1, 45.8% in
Group 2, and 37.2% in Group 3 (p = 0.046; Table 2). NICU
admission rate was 54.6% in Group 1, 41.1% in Group 2, and 34.1%
in Group 3 (p = 0.04).
Conclusion: Thenewestmethod of FGRdiagnosis resulted in the
highest numbers of prenatal growth US and BPP. The composite
complication rate for neonates with prenatal FGR diagnosis was
lower during the time period using the newFGR criteria, however
this may be due to the inclusion of neonates with less severe
FGR and/or absence of SGA. Further investigation is needed into
whether broader definitions of FGR result in improved neonatal
outcomes.

668 | Wernicke’S Encephalopathy in Pregnancy: a
Systematic Review of Pregnancy and Neonatal Outcomes

Abirami Kirubarajan1; Julia Hollingsworth1; Misgav
Rottenstreich1; Katherine Steckham1; Conor Cox1; Bryon
DeFrance2; Jon F. Barrett2; Eran Ashwal2
1McMaster University, Hamilton, ON; 2McMaster university,
Hamilton, ON

10:30 AM - 12:30 PM
Objective: To assess and report pregnancy and neonatal out-
comes related to Wernicke’s encephalopathy in pregnancy.
StudyDesign:We conducted a systematic review of six databases
(MEDLINE, EMBASE, Emcare, the Cochrane Library, Web of
Science: Core Collection, and Scopus). Articles from January 1st,
2000 until June 1st, 2024 were included.
We included original observational articles that reported neona-
tal or fetal outcomes following a diagnosis of Wernicke’s
encephalopathy in the context of a live intrauterine pregnancy.
Descriptive statistics were used to aggregate results, as well as a
nonparametric chi-square test andANOVA. TheOxford Center of
Evidence-Based Medicine grading tool was used to assess quality
of evidence
Results: After screening 1005 references, a total of 65 stud-
ies encompassing 88 patients were eligible for analysis, all of
which were case series or case reports. The mean gestational
age of Wernicke’s diagnosis was 16 ± 4.4 weeks. The majority
of patients (55/88, 62.5%) had a live delivery, with 35 (63.6%)
being reported as term delivery. Mean birthweight was 2523.64
grams. A total of 29 (32.9%) patients experienced pregnancy loss,
with the majority (22/29, 75.9%) occurring before 20 weeks of
gestation. Pregnancy loss was significantly associated with severe
Wernicke’s disease (p = 0.006), as well as delayed diagnosis (p =
0.02). A total of 40 studies reported the mode of delivery, with
22 (55%) involving Cesarean deliveries and 18 (45%) involving
vaginal deliveries. There was limited data available regarding
neonatal outcomes, especially regarding long-term follow-up.
Among the 54 live births, 35 (64.8%) were described simply
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as “healthy” or “eutrophic”. Seven cases specifically noted no
neonatal neurological concerns at birth.
Conclusion: Although evidence regarding Wernicke’s
encephalopathy in pregnancy is limited, it is crucial to counsel
patients about the increased risk of pregnancy loss associated
with severe Wernicke’s disease. Prompt diagnosis and treatment
are essential, as delayed diagnosis is also more likely to result in
pregnancy loss.

669 | Evaluating the Impact of a Novel Shared Medical
Appointment Model for Gestational Diabetes Care

Adina R. Kern-Goldberger1; Easha Patel2; Maeve Hopkins2; Cara
D. Dolin2; Stacey Ehrenberg2
1Cleveland Clinic Lerner College of Medicine, Cleveland, OH;
2Cleveland Clinic Foundation, Cleveland, OH

10:30 AM - 12:30 PM
Objective: Optimizing care delivery for gestational diabetes
(GDM) has the potential to improve maternal and fetal/neonatal
outcomes. The SharedMedical Appointment (SMA) has emerged
as a novel tool to improve access as well as patient engage-
ment and satisfaction by providing group care for patients
sharing a common diagnosis. This study evaluated the impact of
introducing an SMAmodel for GDM care.
Study Design: This a retrospective cohort study with a pre/post
design at 2 hospitals in a single health system. All patients with
a diagnosis of GDM who delivered >20 weeks from 1/1/2018-
12/31/2022 were included. The SMA model was initiated 1/1/2021
with 8 patient slots/week, capturing 45% of the GDMpatient pop-
ulation. Prior to this, all patients with GDM had traditional MFM
consults. Patient demographic and clinical data were compared
before and after initiation of the SMA.The primary outcomewas a
composite of GDM-related adverse obstetric outcomes including
fetal demise, macrosomia (> 4000g), NTSV cesarean delivery,
and NICU admission. Multivariable logistic regression evaluated
the primary outcome before and after instituting the GDM SMA.
Yearly incidence of the primary outcome was evaluated for the
entire obstetric population during this period to assess for a
secular trend.
Results: 2,309 patients with GDM were included (4.8% of all
delivered patients during the study period) with 821 cases of
the primary outcome (35.6%). Patient characteristics pre/post
introduction of the SMA are depicted in Table 1. Significant
differences were noted in maternal age and OBCMI (higher post-
SMA) and nulliparity and pregravid BMI (higher pre-SMA). On
adjusted analysis, there was a lower adjusted odds ratio (aOR) for
the primary outcome (0.826, 95% CI 0.685-0.995, p = 0.044) with
the SMA, driven by decreased odds of NICU admission (Table 2).
There was no evidence of a secular trend in the primary outcome.
Conclusion: Innovations in care delivery for pregnancy compli-
cations like GDM have potential to improve obstetric outcomes.
Further research can clarify implementation strategies and
generalizability of this approach.

670 | Predictors of Successful Induction of Labor in
Patients with Class 3 Obesity

Adina R. Kern-Goldberger1; Easha Patel2; Kirat Sandhu2; Stacey
Ehrenberg2; Cara D. Dolin2; Maeve Hopkins2
1Cleveland Clinic Lerner College of Medicine, Cleveland, OH;
2Cleveland Clinic Foundation, Cleveland, OH

10:30 AM - 12:30 PM
Objective: Maternal obesity is a known risk factor for cesarean
delivery, but risk may be differential based on obesity severity.
This study explores predictors of successful vaginal delivery in
patients with class 3 obesity undergoing induction of labor.
Study Design: This is a retrospective cohort study of singleton
deliveries with BMI > 40 following induction of labor > 20
weeks at a multi-hospital academic health system from 1/1/2022-
6/30/2024. Patients with prior cesarean were excluded. The
primary outcome was vaginal delivery. Patient clinical data were
extracted from themedical record and demographics, clinical risk
factors, and outcomes were compared in univariable analyses
by mode of delivery. Based on identified significance in these
analyses, a multivariable logistic regressionmodel was utilized to
evaluate the impact of potential predictors on adjusted likelihood
of vaginal delivery.
Results: 610 total patients were included, 457 of whom delivered
vaginally (74.9%). Patients who delivered vaginally had lower
pregravid BMI (43.6 v. 44.5, p= 0.01) and lower delivery BMI (46.3
v. 49.4, p < 0.01) [Table 1]. Patients with Medicaid compared to
commercial insurance were more likely to delivery vaginally, as
were patients who were not nulliparous, did not require cervical
ripening at induction, and did not have severe preeclampsia.
Patients who delivered by cesarean had higher rates of NICU
admission and extended postpartum length of stay, as well as
blood loss. Nulliparity was identified as the most significant
negative predictor of vaginal delivery on adjusted analysis (aOR
0.01, 95% CI 0.06-0.18, p < 0.01) [Table 2]. Other significant
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negative predictors were higher delivery BMI, cervical ripening,
and chronic hypertension.
Conclusion: Nulliparous patients with class 3 obesity who
require cervical ripening have significantly lower odds of vaginal
delivery. These data can help guide counseling and physician
decision making surrounding optimizing induction of labor for
this patient group.

671 | Neonatal Outcomes in Fetuses with Resolved Growth
Restriction

Aleksandra Polic; Trey McGonigle; Shi Huang; Catherine
Phillips; Matthew Grace
Vanderbilt University Medical Center, Nashville, TN

10:30 AM - 12:30 PM
Objective: Fetal growth restriction (FGR) is associated with
neonatal morbidity and mortality, but 17% of fetuses with FGR
will return to normal growth prior to delivery (resolved FGR,
rFGR). Neonatal outcomes of this group have not been studied,
and insufficient data exist to guide management. The aim of
this study was to compare neonatal outcomes of pregnancies
complicated by rFGR to pregnancies with no history of FGR.
Study Design: This was a retrospective cohort study of live,
term singleton deliveries without known or suspected structural

or genetic abnormalities from 2018-2023 at a tertiary medical
center. The exposed cohort had an ultrasound diagnosis of FGR
(either by AC or EFW < 10th percentile) followed by resolution
of FGR on a subsequent ultrasound preceding delivery. Maternal
demographics, clinical characteristics and delivery outcomes
were compared by FGR status (no FGR, FGR and rFGR) at the
time of delivery. We fit separate logistic regression models to
estimate the association between rFGR and NICU admission,
hypoxic ischemic encephalopathy (HIE), and neonatal death,
adjusting for confounders. Birth weight, length of hospital stay,
and APGAR scores were modeled using linear and proportional
odds ordinal regression models.
Results: A total of 11,957 pregnancies were analyzed, of which
393 were complicated by rFGR. No differences were observed
between rFGR and no FGR patients in rates of hypertensive
disorders, diabetes, gestational age at delivery, ormode of delivery
(Table 1). Compared to no FGR, birth weights in the rFGR
cohort were lower by 366g (95% CI -422.37, -310.39; p< 0.001).
No other significant effects of rFGR were observed in any of the
neonatal outcomes assessed (Table 2). Although not statistically
significant, the direction of the effect suggests that neonates with
rFGR (vs. no FGR) may have increased odds of NICU admission,
HIE, neonatal death, and longer duration of hospital stay.
Conclusion: When compared to pregnancies not complicated by
FGR, the diagnosis of rFGR did not increase the risk of adverse
neonatal outcomes in this cohort.
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672 | Mid-Trimester Rupture of the Membranes:Irish
Perspective from a Tertiary Unit Following Liberalisation
of Top Legislation

Alex K L Taylor1; Ruta Petkute2; Hayley Jackson2; Sorcha
Lynch2; Silvia Carlotta Rosalia3; Jack Diviney4; Gillian Corbett5;
Helena C. Bartels6; Siobhan Corcoran7
1Royal College of Physicians Ireland, National Maternity Hospital,
Dublin; 2National Maternity Hospital, National Maternity
Hospital, Dublin; 3University of Insubria, Varese, Lombardia;
4Royal College of Surgeons in Ireland, Dublin, Dublin; 5UCD
Perinatal Research Centre, Dublin, Dublin; 6University College
Dublin, University College Dublin, Dublin; 7National Maternity
Hospital, Dublin, Dublin

10:30 AM - 12:30 PM
Objective: Midtrimester pre-mature pre-labour rupture of mem-
branes(MTPPROM) between 14+0-23+6 gestation age(GA) is a
rare complication of pregnancy associated with poor maternal
and fetal outcomes. This studymeasures outcomes between 2018-
2024 at a tertiary referral centre in Ireland with approximately
7000 deliveries per annum. Since the Health (Regulation of
Termination of Pregnancy (TOP)) Act, 2018, parents can opt to
TOP after 12+GA where there is a risk to the “life or health” of
the woman or where the fetus is “likely to die within 28 days of
life”.This legislative change means that accurate data is critical
for counselling families. Our objective is to describe the outcomes
following MTPPROM and compare to a similar study conducted
prior to liberalisation of the TOP legislation.
Study Design: Retrospective cohort study of consecutive MTP-
PROM January 2018 to February 2024.
Results: 109 patientsmet inclusion criteria, at a prevalence rate of
0.2%. The median maternal age was 33 and median GA at MTP-
PROM was 21+0, with an median latency period of 7 days(IQR
26 days, range 0-147 days). 77% experienced maternal morbidity,
with no maternal mortalities. The neonatal survival to discharge
(NSTD) was 27.5%. Outcomes are compared to the publication
by Linehan et al. paper(Table 1) prior to the Health Act 2018
showing a 5% NSTD rate. MTPPROM between 14+0-19+6 had a
lower NSTD compared to those over 20+ GA(10%vs41%, p value
= 0.0003). These cases also had a higher rate of MROP(30%vs13%,
p value = 0.02). Anhydramnios was associated with 0% NSTD.
Singleton pregnancies with oligohydramnios had a lower NSTD
compared to those with normal liquor volume(21%vs51%, p value
= 0.007). 90% of the patients who opted for TOP had a
deepest vertical pool of less than 2cm and had a higher rate of
chorioamnionitis(34%vs73%, p value = 0.01) (Table 2).
Conclusion: While NSTD is higher for patients with normal
liquor volume and PPROMover 20+GA,mortality andmorbidity
still continues to be high. The majority of patients who opted for
TOPwere diagnosedwith chorioamnionitis and oligohydramnios
reflecting a higher NSTD percentage post legislation.

673 | Mechanical Cervical Ripening Among Patients with
a Bmi Greater Than 30

Alexander M. Saucedo1; Miriam Alvarez2; Alison G. Cahill3;
Lorie M. Harper2
1Baylor College of Medicine, Houston, TX; 2Dell Medical School,
Austin, TX; 3Dell Medical School Health Transformation Research
Institute, Dell Medical School, The University of Texas at Austin,
Austin, TX

10:30 AM - 12:30 PM
Objective: Patients with obesity undergoing induction of labor
(IOL) are at an increased risk for a prolonged labor duration. The
efficacy of a combination of a cervical ripening balloon (CRB)
plus vaginal misoprostol (VM) in this population is not well
described. We aimed to determine the effect of CRB + VM versus
VM alone on time from IOL to delivery in patients with obesity.
Study Design: Secondary analysis of a single center, double-
blinded RCT between 6/2022 and 7/2023, which randomized
near-term, singleton gestations with a BMI ≥ 30 kg/m2 under-
going IOL, with a cervical dilation ≤ 3cm, to either 25mcg or
50mcg of VM. For this analysis, we included only those patients
from the primary studywho received a CRB+VMupon induction
initiation and compared them to those patients receiving only
VM. The primary outcome was time from induction initiation
to delivery. Multivariable linear regression was used for the
primary outcome with adjustments made for randomization
group, nulliparity, and cervical dilation on admission.
Results: This secondary analysis included 125 participants: 55
(44%) receiving CRB + VM versus 70 (56%) receiving VM alone.
Baseline characteristics were similar, however those with a CRB
were younger (26.2 years vs. 29.1 years; p = 0.03) and with fewer
Hispanic patients (69.1% vs. 82.9%; p = 0.04). 65 (52%) patients
received the 50mcg dose versus 60 (48%) received the 25mcg dose
which was used as a covariate in our final model. Following
adjustment, patients with a CRB+VM had a reduced time to

5 of 177



delivery (14.7 hrs vs. 17.7 hrs; p = 0.02) and reduced time to active
labor (11.8 hrs vs. 14.6 hrs; p = 0.02). No differences in cesarean
delivery or adverse maternal/neonatal outcomes were seen.
Conclusion: In patients with obesity undergoing IOL, a combi-
nation of CRB+VM reduced time to delivery and active labor by
an average of 3 hours. Given this population’s increased risk for
prolonged delivery times and perinatal morbidity, a combination
ofmechanical dilationwithmisoprostol administration should be
considered.

674 | Factors Related to Patient Participation in an
Obstetric Clinical Trial

Alexander M. Saucedo1; Miriam Alvarez2; Alison G. Cahill3;
Lorie M. Harper2
1Baylor College of Medicine, Houston, TX; 2Dell Medical School,
Austin, TX; 3Dell Medical School Health Transformation Research
Institute, Dell Medical School, The University of Texas at Austin,
Austin, TX

10:30 AM - 12:30 PM
Objective: Factors related to patient participation in an obstetric
clinical trial have not been well described in literature which is
vital towards appropriate study design. We aimed to determine
factors which may influence participation in an obstetric clinical
trial.
Study Design: Cross-sectional survey of persons eligible for
a single center, double-blinded, labor induction RCT between
6/2022 and 7/2023. Prior to trial enrollment, we administered
a 15-question validated survey which assessed both motivation
and barrier factors on a scale from 0 (no influence) to 4 (most
influence). Patients were excluded if they voluntarily declined
the survey. Comparisons were made between those participating
in the trial versus those that declined. The primary outcomes
were mean scores obtained in each of the four subset of questions
(motivations and barriers). Secondarily, we analyzed differences
in these subsets between self-reported ethnicity. Multivariable
linear regression was used for all outcomes.
Results: A total of 273 eligible patients were approached for
the trial with 180 participating and 93 declining. There were
73 survey respondents with 60 (82.2%) participating in the trial
versus 13 (17.8%) declining. Individual questions of the motiva-
tion/barrier scales all reached an acceptable level of agreement
with Cronbach’s alpha scores all > 0.7. Patients who declined the
trial expressed less overall influence (0.96 vs. 1.99; p< 0.01) and
lower influence by either barriers (p< 0.01) or motivating factors
(p = 0.03). Hispanic patients expressed increased influence by
motivation 2 questions, such as concordant provider language
(1.84 vs. 0.67; p< 0.01) in addition to experiencing an increased
impact to barrier 1 and 2 questions, such as family and religious
concern (p< 0.05).
Conclusion: Patients who declined trial participation had lower
motivating and barrier factors which may be due to overall
disinterest in research participation. However, Hispanic patients
had an increased desire to participate when there was concordant
race/ethnicity, language, and sex with their providers.
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675 | Deepest Vertical Pocket with Reflex Amniotic Fluid
Index as a Screening Approach for Polyhydramnios

Alexandra JD Phelps1; Amelie Pham1; Niharika Ravichandran1;
Matthew Grace1; Trey McGonigle1; Shi Huang1; Aleksandra
Polic1; Catherine Phillips1; Lisa C. Zuckerwise2
1Vanderbilt University Medical Center, Nashville, TN; 2University
of Virginia Health, Charlottesville, VA

10:30 AM - 12:30 PM
Objective: To describe concordance between amniotic fluid
index (AFI) and deepest vertical pocket (DVP) in the assessment
of amniotic fluid volume and to determine the utility of usingDVP
alone as a screening test for clinically significant polyhydramnios.
Study Design: We performed a retrospective cohort study of all
outpatient ultrasounds (US) performed at 20.0-41.6 weeks gesta-
tion at an academic institution from 2018-2022. Measurements
from the US most proximate to delivery were used to analyze the
occurrence of polyhydramnios, defined byDVP (≥ 8cm) orAFI (≥
24cm). We classified severity using accepted definitions by each
methodology. Tests of diagnostic performance were calculated
using AFI as the accepted gold standard. Pearson correlation

coefficient was calculated to describe the relationship between
DVP and AFI.
Results: Measurements from 11,688 US met inclusion criteria.
Polyhydramnios was diagnosed in 739 (6.3%) US using AFI and
875 (7.5%) using DVP. Using DVP of ≥ 8cm as a cutoff identified
all cases of moderate or severe polyhydramnios by AFI (Table).
However, it also indicated polyhydramnios in 337 cases where
AFI was normal, a false positive rate of 3.1%. Of 193 patients
withmoderate or severe polyhydramnios by AFI, 171 (88.6%) were
misclassified as mild by DVP. Using DVP as a screening tool to
identify moderate or severe polyhydramnios yielded sensitivity of
100% (95% CI 98.1-100%), specificity of 94.1% (95% CI 93.6-94.5%),
positive predictive value of 53.1% (95%CI 51.3-54.9%), and negative
predictive value of 100% (95% CI 99.9-100%). DVP and AFI were
highly correlated (Figure, r = 0.84, p < 0.01).
Conclusion: Using DVP as a screening tool, with reflexmeasure-
ment of AFI if DVP is ≥ 8cm, is predicted to identify all cases of
moderate or severe polyhydramnios and reduce over-diagnosis of
mild polyhydramnios both in cases of normal AFI and in those
with more significant polyhydramnios.

676 | Self-Perception of Pregnancy Risk and Contraceptive
Safety AmongWomen with Cardiac Disease

Alisa M. Goldrich1; Jamie Woodley2; Margaret English2; Hindi
Stohl, JD3

1University of California Davis Medical Center, University of
California Davis Medical Center, CA; 2Harbor UCLAMedical
Center, Harbor UCLAMedical Center, CA; 3UCLA David Geffen
School of Medicine Harbor-UCLAMedical Center, Los Angeles,
CA

10:30 AM - 12:30 PM
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Objective: To assess perceived safety of contraceptive use and
pregnancy among women with cardiac disease in a public
hospital setting.
Study Design: Women ages 18-45 with cardiac disease were
recruited from the adult congenital cardiac disease or high risk
obstetrics clinic at Harbor-UCLAMedical Center from June 2018
- September 2019. A cross-sectional survey was administered
regarding contraception use, pregnancy history, and perceptions
of risk associated with pregnancy in the context of their cardiac
condition. Participants were stratified by WHO Classification
(Class 1/2 versus Class 3/4) and tested for differences using
Wilcoxon Rank Sum tests for numeric variables and Fisher’s
Exact tests for categorical variables.
Results: 42 participants completed the survey: 31 with Class
1/2 disease (73.8%) and 11 with Class 3/4 disease (26.2%). 72.7%
of participants with WHO Class 3/4 disease, as well as 61.3%
of Class 1/2 participants perceived pregnancy as “Dangerous”
or “Very Dangerous”. All (100%) of Class 3/4 group and 87%
of Class 1/2 group reported oral contraceptives, regardless of
hormone type, as “not safe” or “unsure” about safety. For non-
pill, progesterone-only methods, most participants, regardless of
WHO Class, regarded these as “not safe” or “unsure” (DMPA
80.5%, Nexplanon 85.4%, LNG IUD 75%).
Conclusion: High risk cardiac participants accurately recognize
pregnancy as dangerous in the context of their disease; however,
they are uncertain of safemethods of preventing pregnancy. Low-
risk cardiac patients also perceive pregnancy as dangerous, even
though their risk is not significantly different from the general
population. The majority of participants with cardiac disease
perceive hormonal birth control to be unsafe regardless of disease
severity or hormone type. This study highlights the need for
improved patient education to increase utilization of effective
methods of contraception in this high-risk patient population.

677 | Antenatal Mood Disorders in Placenta Accreta
Spectrum

Alison M. Asirwatham1; Lindsay Issokson2; Hannah Caldwell2;
Gianna L. Wilkie2; Anna R. Whelan3
1UMass Chan Medical School, Worcester, MA; 2University of
Massachusetts Chan Medical School, Worcester, MA; 3University
of Massachusetts Chan School of Medicine, Worcester, MA

10:30 AM - 12:30 PM
Objective: Placenta Accreta Spectrum (PAS) is a disorder
of abnormal invasion of the placenta into or through the
myometrium typically treated by cesarean hysterectomy and
is associated with increased morbidity and mortality. PAS is
associated with increased risks of postpartum mood disorders,
but no studies have directly explored antenatal mood disorders
in patients with PAS. We aimed to assess antenatal rates of
depression and anxiety in those with PAS compared to those with
a diagnosis of placenta previa and all pregnancies without these
placental diagnoses.
Study Design: We performed a retrospective cohort study using
data from the EpicCosmos dataset which combines information
from >1500 hospitals and >260 million patients. We queried all
pregnancies between 7/1/2015-7/1/2024. We identified those with
a diagnosis of placenta accreta, increta, percreta, or placenta
previa during pregnancy as well as new diagnoses of depression

or anxiety during pregnancy using ICD-10 codes. Demographic
and mood disorder data was compared between groups using
chi-square for categorical variables and ANOVA for continuous
variables.
Results: In our cohort, we identified 13,944 patients with PAS,
315,756 patients with placenta previa, and 8,153,662 other preg-
nancies. Mean maternal age was older in those with PAS (37
+/-6years). Placenta previa had a significantly higher association
with antenatal diagnosis of depression (12.1%) and anxiety (18.2%)
compared to both PAS (9.9% and 14.5%) and all other preg-
nancies (9.5% and 13.6%). PAS had non-significantly increased
rates of depression, but significantly increased rates of anxiety
compared to all other pregnancies (14.5% vs 13.6%). There were
no differences between the subgroups of PAS.
Conclusion: In our large cohort, placenta previa was associated
with higher rates of depression and anxiety. PAS was associated
with higher rates of anxiety compared to all other pregnancies.
Given these findings, further investigations focused on how
to best screen for perinatal mood disorders and support those
affected by placental conditions requiring surgical delivery is
needed.

678 | Risk of Hypertension 2-7 Years After Delivery by
Timing of Hypertensive Disorder of Pregnancy

Alisse Hauspurg1; Lynn M. Yee2; Hyagriv Simhan3; Judith H.
Chung4; Lisa D. Levine5; Lauren H. Theilen6; Philip Greenland7;
C. Noel Bairey Merz8; Jasmina Varagic9; Kartik K. Venkatesh10;
McKenzie K. Jancsura11; William A. Grobman10; Janet Catov12
1Alpert Medical School of Brown University, Providence, RI;
2Northwestern University Feinberg School of Medicine, Chicago,
IL; 3University of Pittsburgh Medical Center, Pittsburgh, PA;
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4University of California- Irvine, Irvine, CA; 5University of
Pennsylvania Perelman School of Medicine, Philadelphia, PA;
6University of Utah, Salt Lake City, UT; 7Northwestern,
Northwestern/Chicago, IL; 8Cedars-Sinai Medical Center, Los
Angeles, CA; 9NIH/NHLBI, Bethesda, MD; 10The Ohio State
University, Columbus, OH; 11The Ohio State University College of
Nursing, Columbus, OH; 12Magee-Womens Hospital, Pittsburgh,
PA

10:30 AM - 12:30 PM
Objective: We sought to assess whether the timing of onset of a
hypertensive disorder of pregnancy (HDP) was related to the risk
of incident hypertension 2-7 years after delivery.
Study Design: This is a secondary analysis of the NuMoM2b-
Heart Health Study (NuMoM2b-HHS), a multi-site cohort that
enrolled nulliparous pregnant individuals in their first trimester
who were followed during pregnancy and subsequently under-
went a cardiovascular screening visit at 2-7 years after delivery.
For this analysis, we excluded individuals with pre-pregnancy
chronic hypertension. We compared rates of hypertension (blood
pressure≥130/80mmHg or use of anti-hypertensivemedications)
at the 2-7 year postpartum study visit based on timing of onset
of HDP (categorized as antepartum, intrapartum, postpartum)
versus no HDP (referent). Multivariable logistic regression mod-
els adjusted for baseline covariates (age, insurance, tobacco use,
diabetes, and early pregnancy body mass index). Interaction
analysis was performed to evaluate effect modification by the
presence of severe features of HDP.
Results: Of 4,342 individuals included in this analysis, 23%
had a HDP and underwent follow up at a mean of 3.2± 0.9
years after their first birth. Hypertension at follow up was more
prevalent among those with antepartum (37.6%) or postpartum
HDP (40.0%) compared to those with intrapartum HDP (26.0%)
or no HDP pregnancies (16.5%). Compared to those with non-
HDP pregnancies, those with HDP had higher odds of incident
hypertension at followup regardless of the timing of onset (Table).
Findingswere similar regardless of the presence of severe features
(interaction p = 0.56).
Conclusion: Individuals with HDP, regardless of whether it
is diagnosed antepartum, intrapartum or postpartum appear to
have similarly increased odds of incident hypertension at 2-7
years postpartum, compared with individuals without HDP in
their first birth.

679 | The Influence of Epidural Analgesia on Neonatal
Outcomes After Balloon Induction of Labor at Term

Alla Saban1; Noa Leybovitz Haleluya2; Adi Y Y. Weintraub3; Reli
Hershkovitz4; Maayan Elnir Katz3; Tamar Eshkoli3
1Soroka University Medical Center, Beer Sheva, HaDarom;
2Soroka Medical Center, Meitar, HaDarom; 3Soroka University
Medical Center, Soroka University Medical Center, HaDarom;
4Soroka medical center, Soroka medical center, HaDarom

10:30 AM - 12:30 PM
Objective: Epidural analgesia is commonly used for labor and
delivery and is generally considered safe. However, it can affect
the fetus either directly, through the placental transfer of local
anesthetics or opioids, or indirectly, via maternal hypotension.
Previous studies have largely focused on comparisons between
epidural analgesia and systemic opioids regarding neonatal sta-
tus. Balloon induction of labor has also become popular due to its
minimal side effects.However, only a few studies have specifically
addressed the influence of epidural analgesia in the context
of balloon induction of labor. This study aims to investigate
the association between the use of epidural analgesia following
balloon induction of labor and the risk of neonatal adverse
outcomes.
Study Design: A population-based retrospective cohort study
was conducted, including all term (>37 weeks of gestation)
singleton pregnancies that underwent balloon induction of labor
at a tertiary medical center between
February 2020 and January 2022. Neonatal adverse outcomes
were compared based on the use of epidural analgesia during
delivery.
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Results: The study population included 3,424 deliveries, ofwhich
2,400 (70.1%) used epidural anesthesia and 1,024 (29.9%) delivered
without epidural. Neonatal adverse outcomes for both groups
are shown in the table. Rates of neonatal adverse outcomes,
including low Apgar scores, low cord pH, neonatal intensive care
unit (NICU) admission, mortality, and a composite of adverse
neonatal outcomes, were comparable between the groups. No
significant differences were observed in these outcomes between
the groups.
Conclusion: The use of epidural analgesia during delivery
following balloon induction of labor at term is not associatedwith
an increased risk of short-term neonatal adverse outcomes.

680 | The Association Between Timing of Tobacco
Smoking Cessation and Fetal Growth Restriction

Allie Sakowicz1; Jordan Buzzett1; Reyna Segovia Molina1;
Elizabeth Malone1; David M. Stamilio2
1Wake Forest University School of Medicine, Winston-Salem, NC;
2Wake Forest University School of Medicine, Winston Salem, NC

10:30 AM - 12:30 PM
Objective: Tobacco smoking is a leading cause of fetal growth
restriction (FGR). Our objective was to estimate the association
between timing of tobacco smoking cessation andFGR in a cohort
of current or former smokers.
Study Design: This retrospective cohort study includes all
pregnant patients who received prenatal care and delivered in
a university health system, delivered a viable neonate between
4/1/22 and 3/31/23, and reported tobacco smoking either during
pregnancy or within one year prior to conception. FGR was
defined as estimated fetal weight (EFW) or abdominal circumfer-
ence (AC) < 10% on the most recent ultrasound prior to delivery.
Bivariable and multivariable logistic regression analyses were
performed. Adjusted odds ratios (aOR) are reported.
Results: Of 343 patients included in this study (10.5% of the
delivery cohort), 148 (43.2%) quit smoking in the year prior to
conception or in the first trimester of pregnancy, 22 (6.1%) quit in
the 2nd trimester, 16 (4.4%) quit in the 3rd trimester and 157 (43.6%)
continued smoking. Compared to patients who quit smoking
early, those who continued smoking beyond the 1st trimester were

more likely to identify as Black or Other/unknown race and to be
nulliparous. After controlling for confounders, patients who quit
tobacco in the year prior to pregnancy or in the first trimesterwere
significantly less likely to be diagnosed with FGR (aOR 0.48, 95%
CI 0.24–0.96). Smoking cessation any time prior to delivery was
also associated with reduced odds of FGR (aOR 0.46, 95% CI 0.23–
0.89) but risk reduction fromquitting in the 3rd trimester appeared
attenuated.
Conclusion: Smoking cessation pre-pregnancy or in the first
trimester is associated with a 52% reduction in FGR compared to
continued smoking later in pregnancy. These findings can be used
to direct counseling on the benefits of tobacco cessation as early
as possible.

681 | The Relationship between Neighborhood Food
Environment and Readmissions for Postpartum
Hypertension and Cardiovascular Complications

Allison Kurzeja; Nicole Beckley; Lindsay Yeh; Sean Young;
Donald D. McIntire; David B. Nelson
University of Texas Southwestern Medical Center, Dallas, TX

10:30 AM - 12:30 PM
Objective: Postpartum readmissions have negative
consequences on patients and the healthcare system. Some
of the most frequent etiologies for postpartum readmission
are hypertensive and cardiovascular-related. Few studies
have assessed the effects of social factors on postpartum
readmissions. We aimed to determine whether the neighborhood
food environment impacts the frequency of readmission for
hypertensive and cardiovascular complications.
Study Design: A regional hospital dataset was queried for
cardiovascular and hypertension-related readmissions in the
postpartum period using ICD 9/10 codes. We looked at read-
missions within 12 weeks of delivery for hypertension and 12
months for cardiovascular complications between 2014 and 2018.
Each encounter included a patient’s GEO-ID which allowed
linkage to geospatial datasets. The neighborhood food environ-
ment was then assessed by measuring the density/distance to
select business points-of-interest obtained from Data Axle. The
Wilcoxon rank-sum test was used to compare the cohort of
patients requiring readmission to those who did not. The effect
size was then quantified by quantile regression estimating with
95% confidence the difference in medians.
Results: There were 443,578 deliveries in the study timeframe. Of
these, 432,947 had associatedDataAxle information available and
were included in the study. 5,363 (1.2%) patients had a readmission
for hypertension within 12 weeks. 2,165 (0.5%) patients had
a cardiovascular readmission within 365 days. Patients who
required hypertensive-related readmission were shown to have a
significantly lower density of eating places within one kilometer
(p=< 0.001). Similarly, individuals who required readmission for
cardiovascular-related complications also had a lower density of
eating places within one kilometer (p = < 0.002).
Conclusion: It is imperative to consider the interplay of social
factors such as the neighborhood food environment on pregnancy
outcomes.Differences in food densitymay impact patients’ ability
to access healthy foods, whichmay relate to subsequent increased
readmissions and other health consequences.
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682 | Postpartum Glycemic Trends Among People with
Gestational Diabetes Using Continuous Glucose
Monitoring

Alyssa R. Hersh1; Alexandra C. Gallagher2; Lucy Ward1;
Christian Huertas-Pagán1; Monica Rincon1; Amy M. Valent1
1Oregon Health & Science University, Portland, OR; 2Stanford
University, Palo Alto, CA

10:30 AM - 12:30 PM
Objective: The immediate changes in glycemia following deliv-
ery have not beenwell characterized among pregnant peoplewith
gestational diabetes mellitus (GDM), particularly considering the
heterogeneity of GDM. Therefore, we sought to characterize post-
partum glycemia using continuous glucose monitoring (CGM)
data and explore postpartum glycemic trends among people with
GDM by GDM and delivery characteristics.
Study Design: This was a secondary analysis of pregnant people
with GDM randomized to using CGM versus capillary blood
glucose for management of GDM. Our primary outcome was
mean glucose by hour from delivery through 48 hours after
delivery. We stratified by GDM type, mode of delivery and time
in range during pregnancy (≥90%, 70-140) to determine influence
on glycemia postpartum.
Results: Of the 111 participants in the original analysis, 79
participants with postpartum data were included in this analysis,
22.8%withA1GDMand 77.2%withA2GDM. In the overall cohort,
glucose values had a slight downward trend over the first 48 hours
post-delivery (Figure 1a). Upon stratification, participants with
A1GDM had lower glucose by 48 hours compared to those with
A2GDM (Figure 1b), as did participants with high time-in-range
comparedwith lower time-in-range during pregnancy (Figure 1c).
After cesarean delivery, participants initially had lower glucose
values compared to vaginal delivery,which then rose after the first
24 hours prior to returning to baseline by 48 hours (Figure 1d).
Conclusion: In this study, we found that postpartum glycemia
had a downward trend after delivery and was impacted by
multiple pregnancy and delivery characteristics. These results
highlight the physiologic changes that are occurring in regard to
glycemia during the postpartum period. Future studies should
assess whether differences in postpartum glycemic parameters
are associated with clinically relevant outcomes.

683 | Postpartum Glucose Tolerance Test Results Among
People with Gestational Diabetes Using Continuous
Glucose Monitoring

Alyssa R. Hersh1; Alexandra C. Gallagher2; Lucy Ward1;
Christian Huertas-Pagán1; Monica Rincon1; Amy M. Valent1
1Oregon Health & Science University, Portland, OR; 2Stanford
University, Palo Alto, CA

10:30 AM - 12:30 PM
Objective: The glycemic profile of people with gestational dia-
betes mellitus (GDM) at the time of postpartum oral glucose
tolerance testing (OGTT; 75 gram 2-hour challenge) is not well
understood. Therefore, we assessed continuous glucose moni-
toring (CGM) data during the postpartum OGTT, stratifying by
normal versus abnormal OGTT and GDM type.
Study Design: This was a secondary analysis of pregnant people
with GDM randomized to using CGM versus capillary blood
glucose (CBG) for management of GDM. Our primary outcome
was mean glucose during an OGTT comparing people who had
abnormal postpartum OGTT (fasting ≥100 mg/dL or 2-hour
≥140 mg/dL) compared to normal OGTT results. We performed
additional stratified analyses of those by GDM type.
Results: Of the 111 participants in the initial trial, there were 51
that had postpartum data available for inclusion of this secondary
analysis. Participants had higher fasting (104.3 ± 10.5 vs 89.8 ±
5.2) and 2-hour plasma glucose (129.9 ± 37.5 vs 103.5 ± 17.9) in
the group with abnormal postpartum OGTT results compared to
those with a normal OGTT response. Additionally, the glucose
excursion following the 75 grams of glucose and mean CGM
glucose at all time points were higher in the group with abnormal
OGTT results (Figure).When stratified by GDM type, mean CGM
glucose was similar between groups.
Conclusion: This study demonstrates that CGM values follow
the expected trend regarding physiologic response to the OGTT,
and those with abnormal OGTT results had a distinct glycemic
pattern in response to the OGTT with higher mean CGM glucose
at all time points assessed. Future studies will need to assess
the predictability of CGM in identifying those with abnormal
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glycemia postpartum (i.e. prediabetes) with an elevated risk for
development of type 2 diabetes mellitus.

684 | Impact of a Surgical Bundle on Hospital Readmission
Rates in Obese Women Undergoing Cesarean Delivery

Alyssa Savelli Binsted; Emily Peters; George R. Saade; Tetsuya
Kawakita
Macon & Joan Brock Virginia Health Sciences Eastern Virginia
Medical School at Old Dominion University, Norfolk, VA

10:30 AM - 12:30 PM
Objective: To assess whether implementing an obesity surgical
bundle for patients with a BMI of 40 kg/m2 or greater reduces
hospital readmission rates after unscheduled cesarean delivery.
Study Design: This was a pre- and post-intervention study of
individuals with a BMI > 40 kg/m2 undergoing unscheduled
cesarean delivery at 24 weeks of gestation or greater between
January 2018 andDecember 2022 at a single tertiary care center. In
January of 2021, we implemented an obesity bundle that included
vaginal preparation with povidone-iodine in the setting of rup-
tured membranes, and a 48-hour course of oral cephalexin and
metronidazole. Our primary outcome was hospital readmission
or emergency department visits within 6 weeks postpartum. We
also examined the rate of hospital readmission alone. Relative
riskswith 95% confidence intervals (95%CI)were calculated using
modified Poisson regression, adjusting for potential confounders.
Results: Of 1823 individuals who underwent unscheduled
cesarean, 980 (54%) were in the pre-intervention period and
843 (46%) in the post-intervention period. Maternal demograph-
ics were overall similar, except for lower gestational age at
delivery in the post-intervention period (Table 1). Compared to
the pre-intervention period, the rate of hospital readmission or
emergency department visits was significantly lower in the post-
intervention period (35.0% vs. 28.7%, aRR 0.82 95%CI 0.72-0.94, P
< 0.01). Hospital readmission alone was also significantly lower
in the post-intervention period (33.0% vs. 26.2%, aRR 0.80 95%CI
0.69-0.92, P < 0.01) (Table 2).
Conclusion: The rate of hospital readmissions and emergency
department visits decreased significantly after the implementa-
tion of a surgical bundle for individuals with a BMI greater than
40 kg/m2 undergoing cesarean delivery.

685 | Smartphone Application use for Gestational Diabetes
Management and Immediate Postpartum Glucose
Tolerance Outcomes

Alyssa L. Trochtenberg1; Alysa St. Charles1; Devika Lekshmi1;
Erika F. Werner2; Sebastian Z. Ramos2
1Tufts University School of Medicine, Tufts University School of
Medicine, MA; 2Tufts University School of Medicine, Boston, MA

10:30 AM - 12:30 PM
Objective: Use of smartphone applications for gestational dia-
betes (GDM)management has increased in recent years, but their
effect on maternal postpartum glucose tolerance is unknown.
This pilot randomized controlled trial investigated the effect
of the Malama smartphone application, a glucose monitoring
and interactive diet education tool, on early postpartum glucose
tolerance and perinatal outcomes.
Study Design: Patients with GDM receiving prenatal care at
an urban academic medical center were randomized 1:1 to
Malama application use compared to standard care. The pri-
mary outcome was 2 hour oral glucose tolerance test (OGTT)
level measured during the delivery hospitalization. Secondary
outcomes included patient satisfaction, postpartum hemoglobin
A1c (HbA1c), delivery outcomes, and perinatal morbidity.
Results: Twenty-eight participants were randomized (14 partici-
pants per group). Malama users had lower median 2 hour OGTT
levels compared to patients receiving standard care (120 vs 155
mg/dL; P = .05; incident rate ratio, 0.78 [95% CI 0.61-0.99]). There
were no differences in postpartumHbA1c,mode of delivery, birth-
weight, or other perinatal outcomes. Patient satisfaction with
glucose logging methods was equivalent between groups. When
the groups’ baseline characteristics were compared, Malama
users were younger than those receiving standard care (30.9±4.1
vs 36.4±3.8 years; p = .001), while other characteristics were
similar between groups. After adjusting for maternal age, the
difference in 2 hour OGTT was no longer significant (adjusted
incident rate ratio, 0.92 [95% CI 0.69-1.23]).
Conclusion: Compared with standard glucose logging methods,
Malama application use was acceptable to patients with GDM
and was associated with improved early postpartum glucose
tolerance values in the unadjusted model, but not after adjusting
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for differences in age. Larger studies are needed, stratifying by
age, to fully evaluate the impact of smartphone applications on
postpartum glucose and perinatal outcomes.

686 | Association of Periviable Birth and Postpartum
Psychiatric Morbidity in the Medicaid Population

Alyssa L. Trochtenberg1; Sebastian Z. Ramos2; Benjamin C.
Koethe2; Mohak Mhatre2
1Tufts University School of Medicine, Tufts University School of
Medicine, MA; 2Tufts University School of Medicine, Boston, MA

10:30 AM - 12:30 PM
Objective: Publicly insured patients have increased risk of
adverse obstetric outcomes and perinatal psychiatric morbidity.
Although periviable birth is a significantly stressful obstetric
event, its association with postpartum psychiatric outcomes has
not been studied in this high-risk population.
Study Design: Singleton liveborn periviable births (22 0/7 to
25 6/7 weeks) vs non-periviable births (≥26 0/7 weeks) were
identified using claims data in theMerativeMarketScanMedicaid
database from 2020-2022. The primary outcome was a composite
of psychiatric morbidity, defined as one or more of the following
within 12 months postpartum: emergency department (ED)
or outpatient encounters associated with depression, anxiety,
psychosis, posttraumatic stress disorder, adjustment disorder,
self-harm, or suicide attempt; new psychotropic medication
prescription; or inpatient psychiatry admission. Analysis was
adjusted for maternal age, cesarean delivery (CD), severe mater-
nal morbidity (SMM), maternal comorbidity index, and history of
mental health disorder.
Results: Out of 639,971 deliveries, there were 3,518 (0.5%) perivi-
able births (PB) and 636,453 non-periviable births (NPB) included
for analysis. Baseline prevalence of mental health disorders was
similar between groups. The incidence of SMM, hypertensive
disorders of pregnancy, and CD was higher among individuals
with PB. Compared to NPB, PB was associated with greater
incidence of composite psychiatric morbidity (27.3% vs 22.5%,
aOR 1.32 [95% CI 1.22-1.42]) and increased ED utilization for
mental health disorders (5.1% vs 3.9%, aOR 1.37 [95%CI 1.17-1.60]);
furthermore, patients with PB were more than twice as likely to
have postpartum inpatient psychiatric admission (5.8% vs 2.8%,
aOR 2.26 [95% CI 1.95-2.62]). PB was associated with increased
incidence of new psychotropic medication prescriptions and
outpatient behavioral health visits.
Conclusion: Despite increased outpatient behavioral healthcare
utilization, publicly insured patients who experience perivi-
able birth are at high risk for psychiatric morbidity requiring
emergency or inpatient-level of care.

687 | Umbilical Artery Doppler Pulsatility Index as a
Predictive Biomarker for Preterm Premature Rupture of
Membranes

Amanda J. Jones1; Ernest Graham2; Irina Burd3; Ahizechukwu
C. Eke4
1Christiana Care Health System, Newark, DE; 2Johns Hopkins
School of Medicine, Baltimore, MD; 3University of Maryland,
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Baltimore, MD; 4Johns Hopkins University School of Medicine,
Baltimore, MD

10:30 AM - 12:30 PM
Objective: Although known risk factors for preterm premature
rupture of the fetal membranes (PPROM) can be assessed,
otherwise predicting PPROM is not currently clinically feasible.
The objective of this study was to assess the predictive value
of umbilical artery Doppler pulsatility index (UA-PI) alone
for PPROM, and when combined with previously established
predictive risk factors.
Study Design: This was a retrospective cohort study of liveborn
non-anomalous chromosomally normal infants admitted to the
neonatology intensive care unit at a single tertiary care cen-
ter from April 2009 to March 2016. All cases had umbilical artery
(UA) Doppler studies routinely measured during second and
third trimester ultrasounds. The pre-rupture UA-PI of patients
whose pregnancies were complicated by PPROMwere compared
to gestational age-matched controls without PPROM. The area
under the receiver operating characteristic curve (AUC) was used
to estimate the predictive ability of pulsatility index (UA-PI) for
predicting PPROM, and the Liu method was used to identify the
UA-PI threshold that maximized both sensitivity and specificity.
The AUC, sensitivity, and specificity were also assessed when
maternal age, parity, and singleton vs multiple gestation as
predictive variables were combined by forward selection with
UA-PI.
Results: Of 1,145 high-risk gestations studied, 262 (23%) were
complicated by PPROM and 883 (77%) were without PPROM.
Multivariable analysis identified elevated UA-PI (AOR 1.24, 95%
CI 1.18-1.31, p = 0.002) as an independent risk factor for PPROM.
TheAUC forUA-PIwas 0.57 (95%CI 0.54-0.61) for an elevatedUA-
PI.Whenmaternal age, parity, and singleton vsmultiple gestation
as predictive variables were combined by forward selection with
UA-PI, the AUC increased to 0.65 (95% CI 0.62-0.68). The optimal
UA-PI threshold was 0.95 (26% sensitivity, 73% specificity).
Conclusion: ElevatedUA-PI ismoderately predictive of PPROM,
and inclusion in a predictive model for PPROM in high-risk
pregnancies may be justified pending validation.

688 | Hybrid versus Natural Immunity to Protect Against
Neonatal Hospitalization: A Cost-Effectiveness Analysis

Amelia H. Gagliuso1; Lily Ben Avi2; Sarah K. Dzubay2; Nicole E.
Marshall2; Aaron B. Caughey2
1Oregon Health & Sciences University, Portland, OR; 2Oregon
Health & Science University, Portland, OR

10:30 AM - 12:30 PM
Objective: Neonates are ineligible for COVID-19 vaccination and
are at increased risk for complications from COVID-19 infections
compared with vaccine-eligible populations. Passive immunity
from maternal anti-SARS-COV-2 immunoglobulins crossing the
placenta and in humanmilk demonstrates that vaccine-mediated
immunity compared to natural immunity is clinically beneficial
for both maternal and infant outcomes as shown with TdaP and
influenza. The purpose of this analysis was to determine the cost-
effectiveness of maternal hybrid immunity in protection against
neonatal outcomes in the United States.
Study Design: A TreeAge model was constructed to compare
outcomes for a theoretical cohort that were vaccinated with one
dose and had a previous infection (Hybrid immunity) with those
who received no vaccine and had a previous infection (Natural
immunity). Our cohort contained 3,664,292 individuals, the esti-
mated number of annual live births in the United States. Model
outcomes included cases of neonatal deaths, neurodevelopmental
disabilities, and neonatal hospitalization. Probabilities, utilities,
and costs were derived from literature. QALYs were discounted
at a rate of 3%.
Results: Hybrid immunity in our theoretical cohort was asso-
ciated with a decrease in 462 neonatal deaths, 482 cases of
neurodevelopmental delay, and 132 cases of neonatal hospitaliza-
tion (Table 1). Hybrid immunity was the dominant strategy as it
saved $2,981,154,191 and led to 32,619 additional QALYs (Table 1).
Univariate sensitivity analysis demonstrated that the COVID-19
vaccine is cost-saving until the cost of the vaccine exceeds $500,
which is far above the current price (Figure 1).
Conclusion: This study demonstrates that vaccination even
among those with a previous infection improves outcomes and
is cost saving in pregnant persons. Ensuring that all pregnant
people are aware of the positive impact on their neonates from
obtaining the COVID vaccine during pregnancy is important to
achieve these potential benefits.
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689 | Recurrent Intrahepatic Cholestasis of Pregnancy-
Incidence and Risk Factors

Inbar Lifshitz1; Geffen Kleinstern2; Roy Zigron1; Amihai
Rottenstreich3
1Hadassah Medical Center, Hadassah Medical Center, NY;
2Northwell Health and Rockefeller University, Haifa University,
NY; 3Northwell Health, Northwell Health, NY

10:30 AM - 12:30 PM
Objective: The incidence of intrahepatic cholestasis of preg-
nancy (ICP) varies throughout the world and is influenced by
genetic, hormonal and environmental factors. However, data is
highly limited regarding the risk of ICP recurrence in subsequent
pregnancies. We aimed to incidence of recurrent ICP and its
associated risk factors.
Study Design: A retrospective cohort study conducted at a uni-
versity hospital, including all pregnant women who underwent
serum bile acids (BA) levels testing due to suspected ICP in a
13-year period. Among women diagnosed with ICP, records were
reviewed to identify those with a subsequent gestation.
Results: Of 640womenwhomet the inclusion criteria, 22.2% (n=
142) were diagnosed with ICP (fasting serum BA >10 mmol/L) in
the index pregnancy. Of them, 51 (35.9%) had a subsequent preg-
nancy. The rate of recurrent ICP in the subsequent pregnancywas
29.4% (15/51). Timing of ICP diagnosis did not differ significantly
between the index and subsequent gestation (median 33 [IQR 30-
36] vs. 34 [IQR 31-35] weeks, P = 0.90). In multivariable analysis,
fasting serum BA levels at the index pregnancy above 40 mmol/L
was the only independent factor associated with ICP recurrence.
Conclusion: Recurrence of ICP is common, occurring in over
one fourth of women with a history of ICP. BA levels at the
first pregnancy in which ICP was diagnosed were found as the

only independent factor associated with the occurrence of ICP in
subsequent gestation.

690 | Long-Term Gastrointestinal Morbidity Among Twins
Conceived by Assisted Reproductive Technology

Amir Snir1; Tamar Wainstock2; Gil Gutvirtz3; Eyal Sheiner2
1Soroka University Medical Center, Omer, HaDarom; 2Department
of Obstetrics and Gynecology, Soroka University Medical Center,
Ben-Gurion University of the Negev, Beer-Sheva, Israel., Beer
Sheva, HaDarom; 3Soroka University Medical Center, Metar,
HaDarom

10:30 AM - 12:30 PM
Objective: Using assisted reproductive technologies (ART)
increased the incidence of multiple pregnancies, which has a
negative effect on offspring health outcomes. The long-term
health outcomes for singletons born afterART iswell studiedwith
numerous publications, however, studies on ART twin’s long-
term morbidities are scarce. This study aimed to investigate a
possible association between ART resulting in twin pregnancy
and long-term gastrointestinal (GI) morbidity of the offspring.
Study Design: A population-based cohort study was performed
in a tertiary medical center including twin deliveries born
between 1991-2021. Long-term GI morbidities among twins con-
ceived via ART including ovulation induction (OI) and in-vitro
fertilization (IVF) were compared with twins born following
spontaneous pregnancies. The diagnoses of GI morbidities were
defined based on ICD-9 codes as recorded in community clinics
andhospitalization files. AKaplan–Meier survival curvewas used
to compare the cumulative incidence of GI morbidity among
the study group and a Cox proportional hazards model was
constructed to control for confounders.
Results: A total of 7,790 twins met the inclusion criteria: 2,076
twins (26.6%) were conceived by ART. The total GI morbidity rate
was significantly higher in twins conceived by ART as compared
with twins from spontaneous pregnancies (34.9% for IVF, 34.3%
for OI and 27.0% for spontaneous twins, p< 0.001, Table). In
addition, the cumulative incidence of GI morbidity over time was
elevated for twins conceived by ART (log-rank test, p < 0.001,
Figure). The Cox model, controlling for confounders such as
maternal age, gestational age, hypertensive disorders and dia-
betes mellitus found that using ART resulting in twin pregnancy
is an independent risk factor for long-term GI morbidity of twin
offspring (adjusted hazards ratio (aHR) for IVF vs. spontaneous=
1.42 (95%CI 1.27-1.58, p< 0.001; aHR for OI vs spontaneous = 1.38
(95%CI 1.20–1.60, p< 0.001).
Conclusion: In our cohort, twins conceived by ART have a
higher risk for long-term GI morbidity as compared with twins
from spontaneous pregnancies.
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691 | Empowering Patients to Conduct Nsts from Home:
Success Rates from Over 2000 Remote Nsts

Nadav Schwartz1; Barak Laish2; Ohad Regev3; Amit Reches4
1University of Pennsylvania, Perelman School of Medicine,
Philadelphia, PA; 2Nuvo Group Ltd, Tel Aviv, Tel Aviv; 3Nuvo
Group Ltd, NuvoCares, HaMerkaz; 4Nuvo Group Ltd, Tel aviv, Tel
Aviv

10:30 AM - 12:30 PM
Objective: Many pregnancies require multiple, in-person non-
stress tests (NSTs), adding significant patient burden. Novel
technologies can enable remote NSTs; however, the feasibility of
this solution in real-world, clinical settings remains uncertain.We
analyzed success rates for patients conducting home NSTs under
the remote supervision of their healthcare providers.
Study Design: In this retrospective study, we queried an
anonymized database to identify remote NST appointments con-
ducted using an FDA-cleared, remote fetal monitoring device. All
NSTswere prescribed and remotelymonitored by local healthcare
providers. We included remote NSTs conducted ≥32 wks outside
of a medical office or research trial and excluded sites with < 10
NSTs. The primary outcome was successful NST appointment,
defined as one with a clinically interpretable NST, as documented
by the provider. An appointment window was defined as a day in
which a remoteNSTwas attempted. For one site conducting twice
daily NSTs for de-hospitalized patients, the appointment was a

half-day. We analyzed maternal age, pre-gravid BMI, gestational
age (GA) and appointment number (appt#) as predictors of
success.
Results: Between July 2022 and June 2024, 2080 NST appoint-
ments we performed in 227 subjects across 10 clinical sites. After
excluding 5 subjects and 59 NSTs with no provider documen-
tation, 2031 NST appointments in 222 patients were analyzed.
A successful NST was obtained in 92.9% (N = 1887) of appoint-
ments. NST success was not related to maternal age (p = 0.51)
but was associated with GA (P< 0.01), lower BMI (P< 0.01) and
higher appt# (P< 0.01), with the appt# having the greatest impact
on success variance (Table). Success rates < 85% were observed
for first appt# (81%) and BMI≥50 (72%) (Figure).
Conclusion: Antenatal fetal surveillance is critical to reduc-
ing adverse pregnancy outcomes but adds significant burden.
Remote NSTs can empower patients to access care from home,
while remaining under healthcare team supervision. Our results
demonstrate that patients can successfully obtain clinically
interpretable NSTs at home in a real-world setting.

692 | Novel Amniotic Fluid Characterization Shows
Significant Elevation of EPO and Sflt-1 in Early FGR
Pregnancies

Amrita Roy1; Hannah Spector2; Sarah Crimmins3; Ponnila S.
Marinescu2
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1Bridgeport Hospital / Yale New Haven Health, Bridgeport, CT;
2University of Rochester Medical Center, Rochester, NY; 3University
of Rochester, Rochester, NY

10:30 AM - 12:30 PM
Objective: Fetal growth restriction is a major contributor to
fetal and neonatal morbidity/mortality. Early onset FGR [eFGR,
diagnosed < 32 weeks] has a strong association with catabolism,
and markers of chronic hypoxia are proportionally increased in
this state, likely in amniotic fluid (AF). However, comparisons
of AF analytes between eFGR and appropriately grown for
gestational age (AGA) pregnancies are limited. We analyzed
concentrations of AF lactate, endothelin-1 (ET-1), soluble fms-like
tyrosine kinase 1 (sFlt-1), erythropoietin (EPO), and indoleamine-
2,3-dioxygenase (IDO) in eFGR vs AGA control groups.
Study Design: Retrospective case control study using cryopre-
served AF samples; eFGR (cases) and AGA (control) pregnancies
were identified via EMR. Analyses of lactate, ET-1, EPO, IDO-1,
and sFlt-1 were performed using ELISA. Primary outcome was
concentration of AF analytes in eFGR versus control groups.
Subgroup analyses assessed concentrations of AF analytes in
eFGR, eFGR with brain sparing (eFGR+BS) and control groups.
Results: 44 AF samples were evaluated, 11 with eFGR [7 of which
were eFGR+BS], 33 with AGA. AF concentrations of EPO and
sFlt-1 were higher in the eFGR group (EPO eFGR 4.41mIU/mL vs.
control 1.54mIU/mLp=0.005; sFlt-1 eFGR0.51 ng/mLvs. control
0.27 ng/mL p = 0.002). AF lactate concentrations were lower in
the eFGR group (eFGR 4.99 mmol/L vs. control 5.37 mmol/L p =
0.034). There were no statistically significant differences in ET-1
or IDO-1 between groups. AF concentrations of EPO and sFlt-1
were higher in the eFGR and eFGR+BS cohorts when compared
to control (EPO eFGR 7.82 mIU/mL, eFGR+BS 4.41 mIU/mL
vs. control 1.54 mIU/mL p = 0.005; sFlt-1 eFGR 0.56 ng/mL,
eFGR+BS 0.40 ng/mL vs. control 0.27 ng/mL p = 0.002).
Conclusion: Our novel characterization of AF analytes shows
that EPO and sFLt-1 are significantly elevated in pregnancieswith
eFGR and eFGR+BS. Ability to identify at risk pregnancies has
the potential to meaningfully impact management, particularly
in identifying time frame for intervention. Further studies will
assess predictability of eFGR by AF analyte combinations.

693 | Aortocaval Compression during Maternal Cardiac
Arrest: AnMRI Study of Uterus-Great Vessel Dynamics
Across Trimesters

Andrea D. Shields1; Ava G. Holland2; Olatoyosi Olafuyi3;
Makayla Murphy4
1University of Connecticut Health, Avon, CT; 2UConn Hospital,
UConn Hospital, CT; 3University of Connecticut, Farmington, CT;
4University of Connecticut Health, University of Connecticut
Health, CT

10:30 AM - 12:30 PM
Objective: During maternal cardiac arrest (MCA), two crucial
maneuvers to alleviate aortocaval compression caused by the
gravid uterus are left uterine displacement (LUD) and resusci-
tative cesarean delivery (RCD). This study aims to examine the
anatomic relationship between the uterus and aorta, aswell as the
presence of inferior vena cava (IVC) compression, usingmagnetic
resonance imaging (MRI).
Study Design: Post-acquisition measurements were obtained
from MRI imaging of pregnant women with singleton fetuses
between 12+4–35+0 weeks for various indications. Measure-
ments were obtained with patients in the supine position at the
transverse plane just above the level of the aortic bifurcation,
including the distance between the left aortic wall and right
uterine wall (LAo-RUt) and presence of inferior vena cava (IVC)
compression (Figure).
Results: Fifty MRIs in pregnant patients were analyzed and
stratified by gestational age (Table 1). As expected, the LAo-RUt
distance increased with advancing gestational age, with a range
of 67.7–180.5 mm. MRI evidence of compression of the IVC was
present in 36% of pregnant patients between 12+0–19+6 weeks,
75% of gravidas between weeks 20+0–23+6 weeks, and 90% of
gravidas between 32+0 –35+0 weeks. The earliest gestational age
IVC compression was noted was 15+5 weeks.
Conclusion: These findings indicate that most pregnant patients
experience IVC compression beyond 20 weeks’ gestation due to
the uterus overlying the great vessels. LUD and RCD are most
likely to be effective in alleviating aortocaval compression after
20 weeks. However, given that 1/3 of patients less than 20 weeks
have evidence of IVC compression, LUD and RCDmay also play a
role in the resuscitation of patients after 15weeks, especially those
in refractory MCA.
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694 | Care-Ier to Be Screened Today? an Insight on Partner
Genetic Screening Uptake Rates

Ajitha Chivukula1; Brittany Gancarz2; Makayla Murphy2;
Andrea D. Shields3
1University of Connecticut School of Medicine, University of
Connecticut School of Medicine, CT; 2University of Connecticut
Health, University of Connecticut Health, CT; 3University of
Connecticut Health, Avon, CT

10:30 AM - 12:30 PM
Objective: We aimed to analyze the uptake rates for genetic
carrier screening in partners of pregnant people with abnormal
carrier screens and investigate the reasons for deferred screening.
Study Design: A retrospective cohort analysis was conducted
on pregnant patients with positive carrier screens and their
partners at a tertiary academic medical center between 6/1/2021
and 5/31/2024. Inclusion criteria were pregnant people (18+)
with singleton pregnancies who tested positive for an autosomal
recessive condition in the first or second trimester and underwent
genetic counseling. The primary outcome was uptake rates for
genetic screening in partners of pregnant people with positive
carrier screens. Secondary outcomes were reasons for deferring
partner screening. Baseline characteristics were summarized
using frequencies and percentages for categorical variables and
mean and standard deviation for continuous variables.
Results: During the study period, 701 abnormal genetic screens
were identified, of which 587 were in pregnant people who met
inclusion criteria. Most abnormal screens (56.4%) were identified
from pan-ethnic screening while 8% were identified through
targeted carrier screening. The uptake rate of partner screening
was 48.04%, with 33.3% undergoing targeted screening for a
specific condition and 60% undergoing a panethnic panel. 38.9%
of partners had discordant positive carrier results for conditions
unrelated to the pregnant person’s condition. Genetic screening
by blood samples occurred in 76.7% of partner tests, while
23.3% were from saliva samples. The most common reasons
partners deferred genetic screening included perceived low risk
of inheritance for the condition (61%), busy work schedules/life
factors (21%), and costs (9%).
Conclusion: Our results show that nearly half of the partners
of pregnant individuals who receive genetic counseling for
abnormal carrier screens accept targeted or enhanced genetic
screening, mostly through blood sampling. Partners’ perceptions

of risk and screening convenience significantly influenced their
decisions to defer screening.

695 | Increased Chronic Inflammation of the Placenta in
COVID-19-Infected Pregnant Patients

Jasmine Rios1; Renee Odom-Konja2; Lauren S. Keenan-Devlin3;
Linda M. Ernst2; Alexa A. Freedman4; Greg E. Miller4; Ann EB
Borders5
1Pritzker School of Medicine, University of Chicago, Chicago, IL;
2Endeavor Health, Evanston, IL; 3Endeavor Health/ University of
Chicago Pritzker School of Medicine, Endeavor Health, IL;
4Northwestern University, Chicago, IL; 5Endeavor Health,
Evanston Hospital, Evanston, IL

10:30 AM - 12:30 PM
Objective: COVID-19 infection during pregnancy has been
linked to adverse birth outcomes, potentially due to increased
inflammation. This study compared placental inflammation in
individuals with COVID-19 infection during pregnancy to placen-
tas of those who delivered prior to the pandemic to understand
inflammation associated with COVID-19 infection and timing.
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Study Design: Participants were enrolled in the Stress, Preg-
nancy, andHealth study from 2018-2022. Placentas were collected
< 2 hours from delivery and histologically examined. Medical
records were manually reviewed for evidence of COVID-19;
infection timing, severity, symptoms, vaccination status were
abstracted for those infected. The control group included placen-
tas from births before December 1, 2019. Models were adjusted for
maternal age, race/ethnicity, and socioeconomic characteristics.
Results: Among the 605 participants, 57 had confirmed COVID-
19 infections and 214 delivered before December 1, 2019. Of the 57
positive cases, 5(8.7%)were asymptomatic, 39(68.4%)mild, 1(1.7%)
severe, and 6(10.5%) did not have documented symptoms. Those
infected with COVID-19 during pregnancy had increased odds
of high-grade placental chronic inflammation (OR = 2.23, CI
1.06-4.69), particularly amongst those infected before 20 weeks
gestation (OR = 3.57, CI 1.25-10.18). Prevalence of chronic basal
villitis was higher in those infected with COVID-19 (p< 0.001).
There were no significant differences in acute inflammation (p =
0.169), fetal vascular pathology (p = 0.488), or maternal vascular
pathology (p = 0.255) between the infected and uninfected
cohorts.
Conclusion: In a cohort of predominantly mild COVID-19 infec-
tions during pregnancy, COVID-19 was associated with increased
odds of placental chronic inflammation, driven primarily by
chronic basal villitis. Inflammatory patterns differed by timing
of infection, with increased odds of chronic placental lesions
among those infected early in pregnancy. These findings enhance
understanding of COVID-19 infection’s inflammatory effects in
pregnancy, aiding in prevention and treatment of at-risk pregnant
patients.

696 | Implementation of Birth Equity Strategies in a
Statewide Quality Improvement Initiative Supports
Equitable Care Efforts

Patricia Lee King1; Aleena Surenian1; Lavisha Singh2; Alana
Rivera3; Ann EB Borders2
1Illinois Perinatal Quality Collaborative, Northwestern University,
Chicago, IL; 2Endeavor Health, Evanston Hospital, Evanston, IL;
3Illinois Perinatal Quality Collaborative, Endeavor Health,
Evanston Hospital, Evanston, IL

10:30 AM - 12:30 PM
Objective: The Illinois Perinatal Quality Collaborative (ILPQC)
Birth Equity (BE) quality improvement (QI) initiative, launched
in July 2021 to implement key actionable strategies to address
birth equity across Illinois hospitals. We aim to identify hospital
team progress towards meeting initiative goals from baseline
(Oct-Dec 2020) to initiative end and transition to sustainability
(Jan-Mar/Q1 2024).
Study Design: ILPQC facilitated collaborative learning, rapid-
response data and QI support for hospitals. Hospitals reported
monthly progress on implementation of key systems changes,
including staff respectful care and implicit bias education. Hos-
pitals also conducted a monthly review of 10 randomly sampled
patient charts to evaluate progress on Social Determinants of
Health (SDOH) screening and documentation of linkage to
resources. Chi-square tests analyzed birthing hospitals’ progress
on key systems changes and implementation differences by
hospital characteristics from baseline to initiative end Q1 2024.

Generalized linear mixed models, adjusted for hospital charac-
teristics, were used to evaluate progress on staff education, SDOH
screening and SDOH linkage.
Results: 63 participating hospitals were included. Hospital teams
significantly increased implementation of all BE key systems
changes between baseline and Q1 2024, regardless of hospital
characteristics (Table 1). Staff receiving education on respectful
care and implicit bias increased from 21% at baseline to 93% in Q1
2024 (p< .0001). SDOH screening increased from 17% at baseline
to 92% in Q1 2024 (7% per quarter, p< .0001). SDOH linkage to
resources increased from 57% at baseline to 78% in Q1 2024 (1%
per quarter, p = .034, Figure 1).
Conclusion: The results suggest that a statewide collaborative
can facilitate equitable implementation of key Birth Equity
strategies through a QI initiative. Hospital teams submitted plans
to sustain these improvements by engaging patient partners to
obtain respectful care feedback, partner with community organi-
zations to improve SDOH linkages and continue to disaggregate
data by race, ethnicity and insurance status.

697 | Cardiac and Obstetric Outcomes Among Individuals
with Hereditary Thoracic Aortic Diseases: Leveraging
Large EMR Data

Anna R. Whelan1; Lara Kovell2; Melissa L. Russo3; Gianna L.
Wilkie4
1University of Massachusetts Chan School of Medicine, Worcester,
MA; 2UMass Memorial Health, Worcester, MA; 3Women & Infants
Hospital of Rhode Island / Alpert Medical School of Brown
University, Providence, RI; 4University of Massachusetts Chan
Medical School, Worcester, MA
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10:30 AM - 12:30 PM
Objective: Pregnancy, delivery, and the postpartum time period
are times of increased risk for aortic dissection (AD) among
patients with hereditary thoracic aortic diseases (HTAD). Due
to the relative rarity of AD and HTAD, data on the risks of AD
and other cardiac complications comes from small case series.
We aimed to leverage Epic Cosmos, a large dataset comprised of
electronic medical records from across the country to estimate
current risks of AD and cardiac complications among patients
with HTAD during pregnancy.
StudyDesign: We performed a descriptive analysis of a cohort of
pregnancies fromThe Epic Cosmos dataset, which combines data
from over 1500 hospitals and >250 million patients. Epic Cosmos
was queried for patients with simultaneous diagnoses codes
for HTAD (Marfan Syndrome, Loeys-Dietz Syndrome, Vascular
Ehlers-Danlos Syndrome and bicuspid associated aortopathy)
and pregnancy between July 5, 2021 and July 4, 2024. Rates
of AD, other cardiac complications (including aortic rupture,
cardiac arrest, cardiac arrhythmia), and pregnancy outcomes
were abstracted for all included individuals.
Results: We identified 1171 individuals with HTAD and preg-
nancy in the selected time frame. Most individuals identified as
White (81.6%). Marfan syndrome was the most common HTAD
diagnosis (74.6%). The rate of AD in this cohort was 1.1% (n =
13). Themost common cardiac complication experienced by these
individualswas arrhythmia (18.4%). For 698 individuals, complete
pregnancy and obstetric outcome data was available, and 46.8%
were nulliparous. Approximately 20.8% of patients had a cesarean
delivery and 30.5% had a preterm delivery (< 37 weeks). Twelve
percent of individuals opted for a form a long-acting reversible
contraception following pregnancy (Implant n= 27, IUD n= 113).
Conclusion: In this large, contemporary cohort rates of ADwere
1.1% among patients with HTAD in pregnancy. Prospective stud-
ies are needed to assess the optimal management of pregnancy
among patients with HTAD to decrease cardiac and obstetric
complications.

698 | Association of CDC Social Vulnerability Index and
Postpartum Care Attendance

Anna P. Staniczenko1; Julie Robin Dean1; Kristin M. Voegtline2;
Caitlin Radford2; Charlene Thomas2; Steven Yen2; Evan Sholle2;
Lauren M. Osborne2; Julianne R. Lauring2; Heather S. Lipkind2;
Moeun Son2
1Weill Cornell Medical College, New York, NY; 2Weill Cornell
Medicine, New York, NY

10:30 AM - 12:30 PM
Objective: Increasing the rate of postpartum follow-up has been
identified as a national priority to decrease maternal morbidity
and promote maternal health. We sought to evaluate whether
there is an association between the CDC’s Social Vulnerability
Index (SVI) and postpartum care attendance.
Study Design: This is a retrospective case control study of
patients who delivered at >20 weeks’ gestation at any of 3
hospitals within aNewYorkCity healthcare system from 1/1/2022
to 2/1/2024 and had at least one prenatal visit at an affiliated
site prior to delivery. The outcome of postpartum care was
dichotomized as at least one outpatient obstetric visit within 12
weeks of delivery. The exposure was CDC-defined SVI, using
a validated technique for geocoding patient addresses to assign
overall SVI as well as SVI theme scores. SVI was categorized
into quartiles representing low to high social vulnerability;
more vulnerable patients have higher SVI scores. Demographic,
medical, and obstetric factors were examined, and bivariate and
multivariate logistic regressions performed.
Results: A total of 21,864 patients were included. Overall, 89.2%
attended their PPV, but 33.3% of those with public insurance
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and 37.8% of those who delivered at community-based sites
did not attend their PPV. Among all patients, the distribution
of PPV attendance substantially varied based on SVI quartile
(Figure), and the odds of attending at least one PPV significantly
decreased as SVI increased in a dose-dependent fashion (Table).
These patterns persisted among the socioeconomic, household,
and housing/transport themes for SVI (Table). After adjusting
for important potential confounders, the significant association
between high SVI and decreased odds of attending PPV persisted
(aOR 0.72, 95% CI 0.59, 0.88).
Conclusion: Social vulnerability is significantly associated with
likelihood of postpartum visit attendance within 12 weeks of
delivery: thosewith the highest vulnerability have the lowest odds
of following up for postpartum care. The CDC’s SVI may be an
effective screening tool to identify those at risk of loss to follow-up
postpartum.

699 | Association Between Breastfeeding and
Neurodevelopmental Outcomes After Late Preterm Birth

Anna Palatnik; On behalf of the Eunice Kennedy Shriver
National Institute of Child Health and Human Development
Maternal-Fetal Medicine Units Network
Medical College of Wisconsin, Milwaukee, WI

10:30 AM - 12:30 PM
Objective: Despite the known benefits, it remains unclear
whether breastfeeding improves neurodevelopmental outcomes.
We tested the hypothesis that breastfeeding is associated with
improved neurodevelopmental outcomes among children deliv-
ered late preterm.
Study Design: Secondary analysis of a prospective, follow-up
study of ≥ 6 years old children enrolled in the NICHD Antenatal
Late Preterm Steroid (ALPS) Trial, a multicenter study that
assessed betamethasone administration in pregnancies at risk for
late preterm birth (34-36wks). Term births and thosewithmissing
breastfeeding data or the Differential Ability Scales-II (DAS-II)
were excluded. The exposure was breastfeeding at 3 months of
life collected via interviews. The primary outcome was cognitive
function at age ≥ 6, measured by DAS-II core components of
the General Conceptual Ability (GCA) that includes verbal, non-
verbal reasoning, and spatial abilities. General linearmodelswere
used to evaluate the association of breastfeeding with DAS-II
GCA after controlling for pre-specified baseline characteristics
(maternal age and education, gestational age at birth, child age,
sex, tobacco use in pregnancy, ALPS study group, study center).
Results: Of 541 participants included in the analysis, 273 (50.5%)
were breastfeeding at 3 months of life. Participants who breastfed
were older, more likely to be white, have a college degree, be
married, have private insurance, and less likely to use tobacco
in pregnancy (Table 1). There was no difference in birthweight
or gestational age at birth by breastfeeding status. The primary
outcome, DAS-II GGA, was higher among children who were
breastfed at 3 months, 98.9±13.3 vs. 93.0±12.9, mean difference of
5.90 (95% CI 3.59, 8.21, adjustedmean difference 2.27, 95% CI 0.03,
4.50) (Table 2). In secondary analyses, differences in the overall
GCA appear to be driven by increased scores for spatial ability.
Conclusion: Among children born late preterm at 34-36 weeks,
breastfeeding at 3 months of life was associated with improved
neurodevelopmental outcomes at age 6 or older.

21 of 177



700 | Risk Factors of Prostaglandin Failure in the
Management of PostpartumHemorrhage After Vaginal
Delivery

Anne-Sophie BOUCHERIE1; ANNE ROUSSEAU2; PATRICK
ROZENBERG3; THIBAUD QUIBEL2
1UVSQ, POISSY, Ile-de-France; 2UVSQ, Poissy, Ile-de-France;
3UVSQ, Neuilly sur seine, Ile-de-France

10:30 AM - 12:30 PM
Objective: To identify risk factors for prostaglandin E2 (sulpros-
tone) failure in postpartum hemorrhage after vaginal delivery.
Study Design: We conducted a secondary analysis of the TUB
trial, a multicenter randomized trial assessing the efficacy of
intrauterine balloon tamponade (IUBT) used simultaneously
with prostaglandin versus its use after prostaglandin failure.
We selected women of the control group who received stan-
dard care, i.e. prostaglandin administration and then IUBT if
bleeding persisted. Prostaglandin failure was defined as the need
for IUBT to stop bleeding. We compared maternal and labor
characteristics according to prostaglandin failure. Multivariate
logistic regression was used to identify independent risk factors
for prostaglandin failure and calculate adjusted odds ratios with
95% confidence intervals.

Results: Among the 193 women, 39 (20.2%) required IUBT for
persistent bleeding despite prostaglandin administration. Mater-
nal and labor characteristics did not differ between the groups.
The mean time from birth to prostaglandin administration was
81±63minutes in the success group and 76±55minutes in the fail-
ure group (p-value .6). The rate of women receiving prostaglandin
within 30minutes after birthwas 8.7% in the success group versus
10% in the failure group (p-value .8). The mean quantified blood
loss at prostaglandin administration was 872 ± 286 mL in the
success group and 955 ± 411 mL in the failure group (p-value .2).
Thrombocytopenia (OR 15.8 [1.89-329], p-value .02) and multiple
pregnancy (OR 2.76 [1.01-7.16], p-value .04) were identified as
independent risk factors for prostaglandin failure.
Conclusion: Neither the time of administration of
prostaglandins nor the amount of bleeding predicts failure of this
treatment. Only thrombocytopenia and multiple pregnancy were
independently associated with prostaglandin failure.

701 | Outcomes of Cesarean and Vaginal Delivery in
Nulliparous Deliveries by Hospital Cesarean Delivery Rate

Annika Willy1; Bharti Garg2; Aaron B. Caughey2
1Oregon Health & Science University, Bend, OR; 2Oregon Health &
Science University, Portland, OR

10:30 AM - 12:30 PM
Objective: It is unknown how outcomes differ among patients
delivering in hospitals with differing rates of cesarean delivery.
Therefore, we sought to assess an association between patients
delivering at hospitals with different cesarean delivery rates and
adverse perinatal outcomes stratified by cesarean or vaginal
delivery.
StudyDesign: This was a retrospective cohort study of singleton,
non-anomalous, term deliveries with vertex presentation in nulli-
parous individuals of California (2016-2020). Using the cesarean
delivery rate in each hospital, we categorized hospitals into low
(< 22%), medium (22.1-26.3%) and high (≥26.3%) cesarean rate
hospitals. Multivariable Poisson regression models were used to
examine the association of low and medium cesarean rate hos-
pitals with adverse outcomes, using high cesarean rate hospitals
as reference. These association were examined separately among
patients delivering via cesarean or vaginally. Adjusted risk ratios
(aRR) with 95% CI were estimated.
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Results: In this study, we included 507,455 deliveries, of which
102,486 (20.2%) were cesarean and 404,968 (79.8%) were vaginal.
As compared to high CD rate hospitals, individuals with cesare-
ans in low CD rate hospitals had higher risk of SMM (3.31% vs
1.67%; aRR = 2.07 (1.57-2.73)), wound infection (0.50% vs 0.32%;
aRR = 1.67 (1.11-2.51)), NICU admissions (7.94% vs. 6.01%; aRR =
1.42 (1.11-1.81)), and lower Apgar scores (3.16% vs. 1.63%; aRR =
1.79 (1.45-2.20)). Results were similar in individuals with vaginal
deliveries, such as low CD rate hospitals had higher risk of SMM
(1.93% vs 0.84%; aRR = 1.92 (1.44-2.58)), wound infection (0.13%
vs 0.08%; aRR= 1.59 (1.09-2.32)) and lower Apgar scores (1.44% vs
0.93%; aRR = 1.43 (1.17-1.74)).
Conclusion: We found that patients delivering at hospitals
with a low cesarean delivery rate had higher rates of several
adverse outcomes in both cesarean and vaginal deliveries. Fur-
ther investigation should be conducted to further evaluate this
relationship.

702 | Cost-Effectiveness of Universal Screening for Measles
Immunity in Pregnancy

Anuradha Devabhaktuni1; Sarah Boudova2; Elias Kassir3;
Sohum Shah4; Neil Silverman5; Christina S. Han1
1UCLA, Los Angeles, CA; 2Thomas Jefferson University,
Philadelphia, PA; 3University of Texas Health Science Center at
Houston, McGovern Medical School, Houston, TX; 4University of
California, Los Angeles, Los Angeles, CA; 5David Geffen School of
Medicine at UCLA, Department of Obstetrics and Gynecology,
Division of Maternal-Fetal Medicine, Los Angeles, CA

10:30 AM - 12:30 PM

Objective: Routine screening for measles immunity is not
currently recommended in pregnancy. However, vaccination
rates have declined and there have been over a dozen measles
outbreaks in the United States in 2024. We aim to assess the
cost-effectiveness of universal screening for measles immunity in
pregnancy.
Study Design: We conducted a cost-effectiveness analysis com-
paring outcomes and costs associated with universal screening
for measles immunity in pregnancy compared to no screening.
We designed a Markov model that ran over 3 pregnancy cycles.
Our outcomes included: measles exposure, measles infection
including mild and severe infections, maternal death, fetal death,
preterm delivery, vaccination, and vaccine response in addition to
cost and quality-adjusted life years (QALYs). Model inputs were
derived from the literature, with a willingness-to-pay threshold
of $100,000 per QALY. Sensitivity analyses were conducted to
evaluate the robustness of the results.
Results: Universal screening for measles immunity was the
dominant strategy. Using the current measles rate of 0.1%, the
incremental cost effectiveness ratio (ICER) of universal screening
versus no screening was $25.07/QALY. Tornado one-way sensi-
tivity analyses demonstrated that the costs of measles screening
and cases, maternal death, and MMR vaccination, along with
the probability of measles exposure had greatest impact on the
cost-effectiveness of the screening strategy. Univariate sensitivity
analysis demonstrated that universal screening for measles was
cost-saving until the cost of testing for measles immunity passed
$3,957, far exceeding the current average cost of screening, $44.
When varying the measles exposure rate, screening remained the
dominant strategy.
Conclusion: Universal screening for measles immunity during
pregnancy was identified as a cost-effective strategy supporting
its implementation. Until adopted, providers should consider
screening their pregnant patients and recommending postpartum
vaccination to ensure protection from measles in a subsequent
pregnancy.
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703 | Diagnostic Accuracy of Sonographic Fetal Weight
Estimation for Intertwin Size Discordance

Arietta Vayenas1; Sophia Rahimi2; Nir Melamed3
1Sunnybrook Health Sciences Centre, Toronto, OR; 2Temerty
Faculty of Medicine, University of Toronto, Toronto, OR; 3Division
of Maternal Fetal Medicine, Department of Obstetrics and
Gynecology, Sunnybrook Health Sciences Centre, Toronto, ON

10:30 AM - 12:30 PM
Objective: Antenatal diagnosis of intertwin size discordance
can affect management decisions. Therefore, care providers
need to be aware of the accuracy of antenatal ultrasound for
size discordance at birth. The current study aimed to estimate
the diagnostic accuracy of estimated fetal weight (EFW) and
abdominal circumference (AC) for large birthweight discordance
and the diagnosis of selective fetal growth restriction (sFGR) at
birth.
Study Design: Retrospective cohort study of twin pregnancies
followed at a single center (2011-2023) who had ultrasoundwithin
14 days before birth.We compared the diagnostic accuracy of EFW
discordance and AC discordance for birthweight discordance and
the diagnosis of sFGR at birth.
Results: Of the 1,065 twin pregnancies included, the rate of
birthweight discordance > 20% and > 25% was 15.5% and 6.7%,
respectively. EFW discordance was more accurate than AC
discordance in estimating birthweight discordance, as reflected
by a lower systematic error and mean absolute percentage error
(Table). Still, both EFW and AC discordance had low diagnos-
tic accuracy for large birthweight discordance and sFGR. For
example, EFW discordance >20% had a sensitivity of 49.1% and
a positive predictive value of 57.0% for birthweight discordance
>20%, and the antenatal diagnosis of sFGR had a sensitivity of
45.8-54.4% and a positive predictive value of 50.9-55.2% for the
postnatal diagnosis of sFGR. A false positive diagnosis of large
birthweight discordance was mainly the result of overestimation
of EFW percentile in the larger twin (Figure A), while failure
to detect large birthweight discordance was mainly the result of
overestimation of EFW percentile in the smaller twin (Figure B).
Conclusion: EFW discordance is more accurate than AC dis-
cordance in estimating birthweight discordance. However, both
antenatal measures have low diagnostic accuracy for large birth-
weight discordance and sFGR. Care providers should be aware
of the limited diagnostic accuracy when making management
decisions on the timing and mode of delivery.

704 | Equity in First Trimester Congenital Anomaly
Detection: Population Based Analysis in >1 Million
Women in England

Jehan Karim1; Pranav Pandya2; Aris T. Papageorghiou1
1University of Oxford, Oxford, England; 2University College
Hospital, London, England

10:30 AM - 12:30 PM
Objective: As there is no unified policy for first trimester
anatomical screening in England, our aim was to establish
whether differences in screening methods impact on the timing
of diagnosis of major congenital anomalies.
Study Design: We linked data from two sources: a nationwide
survey of current first trimester practice distributed to all NHS
maternity units in England (n = 131) that established current
first trimester ultrasound practice; and data from the National
Congenital Anomalies Disease Registry (NCARDRS) database.
The proportion of major anomalies diagnosed prior to 16 weeks
gestation was then evaluated based on current first trimester
screening policy.
Results: We included 1,030,224 pregnancies including 5,598
fetuses with one of 14 major conditions. Overall, n = 1,929 (32.7%,
95% CI 31.5–33.9) of these anomalies were diagnosed < 16 weeks.
The screening policy in the 110 responding was grouped into
four first trimester anatomy screening policies: A. no routine
evaluation (n = 27), B. basic (n = 22), C. intermediate (n = 45),
and D. advanced assessment (n = 16). Early detection rates were
lowest in Group A (27.7%, 95% CI 25.4–30.0) and an increase in
detectionwas seen in Group B (31.2%, 95%CI 28.5–34.1), C (33.2%,
95% CI 31.3–35.2) and D (40.4%, 95% CI 37.3–43.4, p< 0.0001).
Conclusion: Most NHS hospitals in England offer women
some form of first trimester anomaly screening. The absence of
national recommendationsmeans there are significant variations
in practice, which are associatedwith differences in fetal anomaly
detection rates prior to 16 weeks gestation at population level.
Centres with clear protocols for first trimester fetal anomaly
screening have higher early detection rates for major congenital
anomalies. The differences in the standard of antenatal screening
care offered to women across England has resulted in regional
and local inequities in maternal care.

705 | Utilization of Genetic-Counseling and
Carrier-Screening at a Single Center: A Quality
Assessment Study

Maura Jones Pullins1; Mia Hodges1; Emily Hardisty2; Madeline
Dyke2; Neeta L. Vora2; Asha N. Talati2
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1University of North Carolina, Chapel Hill, NC; 2University of
North Carolina at Chapel Hill, Chapel Hill, NC

10:30 AM - 12:30 PM
Objective: To evaluate completion of basic carrier screening in a
first pregnancy (G1) and factors associated with receipt.
Study Design: Chart review of G1 pregnancies at a single center
between 01/2017–01/2024. Charts were randomly selected for
quality assessment and were manually reviewed for provider
notes to assess documentation (offered, accepted, declined); to
review partner charts; and review neonatal charts for new-
born screening (NBS) results. Patients were excluded if they
received preconception care, infertility services, transferred into
care above 20 weeks, or prenatal records were not available.
Screening for variants in Cystic Fibrosis (CF), Spinal Muscular
Atrophy (SMA), andHemoglobinopathies (HB) defined complete
carrier screening. Participants that elected for expanded carrier
screening (ECS) were noted. Data was analyzed using descriptive
statistics, t-test, and chi-square as appropriate. Analyses were
completed using Stata 15.
Results: 450 maternal charts were reviewed. 158 were excluded
(as above). The final cohort included 292 maternal, paternal,
and neonatal charts (Table 1). 109 (37.3%) had genetic counseling
and 98 (33.6%) had complete carrier screening. Of those that
had genetic counseling, 54% had carrier screening; those that
declined had ‘declined’ documented in the clinical note 100% of
the time. Obstetric care providers did not routinely document
declining carrier screening; this was identified 6 times in obstetric
provider notes. 129 (44.2%) had CF screening, 109 (37.2%) had
SMA screening, and 178 (61%) were screened for HB. Eleven (4%)
of participants had ECS. No carrier couples or abnormal NBS
were identified. Frequency of complete paternal testing when a
maternal screen was positive is shown in Table 2. There were
no significant differences in complete carrier screening or use of
genetic counseling services based on race or insurance status.
Conclusion: One-third of randomly sampled G1 pregnancies
since 2017 received complete carrier screening suggesting need to
improve implementation and larger sample.

706 | Trends in Postpartum Sflt-1 Among Patients
Diagnosed with Preeclampsia with Severe Features

Ashten B. Waks1; Devesh Naidoo2; Dongbao Chen1; Megan C.
Oakes3
1University of California Irvine, Orange, CA; 2MemorialCare
Miller Children’s and Women’s Hospital Long Beach, Long Beach,
CA; 3MemorialCare Miller Children’s and Women’s Hospital Long
Beach, Miller Children’s and Women’s Hospital, Long Beach, CA

10:30 AM - 12:30 PM
Objective: Because an excess of anti-angiogenic proteins like sol-
uble fms-like tyrosine kinase 1 (sFlt-1) relative to pro-angiogenic
proteins is thought to result in preeclampsia, placental delivery is
regarded as curative for this condition. As there is little research
on the impact of delivery on such placental proteins, this study
sought to examine postpartum trends in sFlt-1 among patients
with preeclampsia.
Study Design: A prospective pilot study of pregnant persons
without chronic hypertension delivered for preeclampsia with
severe features between 7/2023–6/2024. Subjects had at least
2 postpartum sFlt-1 levels drawn, the first within 24 hours of
delivery and the second within 10 days of delivery. Primary
outcome measures included change in sFlt-1 over time and
postpartum half-life of sFlt-1. The normality of distribution for
these continuous outcomes was tested by Kolmogorov-Smirnov
test, and outcomes with normal distributions were presented as
meanswhile those with non-normal distributionswere presented
as medians. Half-life was calculated according to first-order
elimination principles.
Results: Among 20 subjects with preeclampsia with severe
features, 16 (80%) had at least 2 postpartum sFlt-1 levels drawn.
Median sFlt-1 was 9,304pg/mL (IQR 7,060–25,051pg/mL) and
508pg/mL (IQR 402–855pg/mL) on postpartum day 1 and 7,
respectively. This translated to a median reduction in sFlt-1 of
8,800 pg/mL (IQR 7,076–24,650pg/mL) and a median half-life
of only 1.51 days (IQR 1.13–1.73 days). These trends did not
vary when assessed according to variables including maternal
age, ethnicity, body mass index, medical comorbidities, antenatal
aspirin exposure, gestational age at diagnosis, blood pressure at
delivery, or need for antihypertensives postpartum (p > 0.32).
Conclusion: Even in patients with preeclampsia with severe
features, serum sFlt-1 levels declined rapidly over the first week
postpartum. This suggests that factors other than clearance of
abnormal placental proteins are likely responsible for persistent
postpartum hypertensive disease.
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707 | Results of Diagnostic Cardiac Testing Among
Pregnant Persons with Positive Cardiovascular Disease
Screening

Ashten B. Waks1; Heike Thiel de Bocanegra1; Jenny Chang1;
Omotayo Balogun1; Anna Grodzinsky2; Maryam Tarsa3; Afshan
B. Hameed4
1University of California Irvine, Orange, CA; 2University of
Missouri-Kansas City/Saint Luke’s Hospital, Kansas City, MO;
3University of California San Diego, San Diego, CA; 4University of
California, Irvine, Orange, CA

10:30 AM - 12:30 PM
Objective: Cardiovascular disease (CVD) is a significant cause of
pregnancy-related morbidity and mortality, and global CVD risk
assessment is a key step in mitigating this trend. Our practice
includes referring patients with a positive CVD risk assessment
for further cardiac testing. This study aimed to establish the rate
of abnormal cardiac test results among this group.
Study Design: A prospective cohort study of 3 academic medical
centers using our CVD risk assessment between 2020–2024.
Primary outcome was an abnormal composite of cardiac test
results (e.g. abnormal brain natriuretic peptide (BNP), electrocar-
diogram (EKG), or echocardiogram) calculated as a percentage.
Bivariate analyses with two-sample t-tests and chi-square tests
were performed to compare demographic and clinical char-
acteristics between those with normal and abnormal results.
Multivariate logistic regression was also fitted to evaluate the
association between an abnormal test and patients’ sociodemo-
graphic characteristics.
Results: A total of 16,900 patients had CVD risk assessment, of
whom 334 (2%) had a positive and 16,655 (98%) had a negative
result. Among those who screened positive, 207 (62%) went on
to have diagnostic cardiac testing, including 117 BNP levels, 159
EKGs, and 81 echocardiograms. In this cohort, 78 (38%) had an
abnormal composite cardiac test result, encompassing 14 (12%)
abnormal BNP levels, 78 (38%) abnormal EKGs, and 2 (3%)
abnormal echocardiograms. Therewere no significant differences
between those with normal and abnormal composite cardiac
test results with respect to age, ethnicity, insurance, medical
conditions, symptoms, or total score on the CVD risk assessment
(p > 0.05); however, in bivariate analysis, those with a heart rate
above 110 were more likely to have an abnormal test (p = 0.0458).
Conclusion: Over one-third of patients with a positive CVD risk
assessment had abnormal findings on subsequent cardiac testing.
As there was inconsistency in the cardiac tests ordered following
a positive screening, further research is required to determine
which testing strategies have the highest yield for future use.
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708 | Neonatal Outcomes in Maternal Heart Disease: A
Multidisciplinary Approach toward Congenital and
Acquired Conditions

Aura S. Eguizabal1; Yaiza Fernandez Munoz2; Ijeoma
Iweakogwu3; Jiaqi Zhang3; Elizabeth B. Sherwin3;
Karl-Stephane Louis-Jacques4; Elisa Padron3; Sabrina
Montgomery5; Gabriela Briceno6; Alex Goldman7; Abha
Khandelwal8; Katherine Bianco3
1Stanford University, Stanford University School of Medicine, CA;
2University of California, Berkeley, University of California,
Berkeley, CA; 3Stanford University, Palo Alto, CA; 4Meharry
Medical College, Nashville, TN; 5Charles R. Drew University of
Medicine and Science, College of Medicine, Inglewood, CA;

6Stanford University, Sunnyvale, CA; 7Northwestern University,
Northwestern University, IL; 8Stanford University, Stanford, CA

10:30 AM - 12:30 PM
Objective: Maternal heart disease remains one of the lead-
ing causes of preventable pregnancy-related deaths in the US.
Limited data compares specific maternal and neonatal out-
comes among this high-risk population. Therefore, we sought to
investigate how multidisciplinary clinical care affects neonatal
outcomes.
Study Design: This was a cohort study of
pregnancies (n = 466) affected by maternal
cardiac diseases that received multidisciplinary care
(MFM/Cardiology/OB/Anesthesia/Cardiac Surgery/Genetics)
in a single tertiary center between 2012 and 2024. The study
groups consisted of pregnancies with maternal acquired heart
disease (AHD) (n = 242), maternal congenital disease (CHD) (n
= 224), and pregnancies without any cardiac disease (n = 183).
Neonatal outcomes—birth weight, gestational age, Apgar scores,
and NICU admissions—across these groups were compared
by Pearson Chi-Square, Fisher Exact, and Kruskal-Wallis rank
sum tests. A pairwise comparison was conducted for significant
differences. The significance level was set at alpha = 0.05.
Results: This study showed increased adverse neonatal outcomes
in the heart disease cohort, especially within the maternal CHD
group compared to the group without heart disease. Infants born
to people with CHD or AHD had lower birth weights, shorter
gestational ages, lower Apgar scores, and higher rates of NICU
admissions compared to those without heart disease (Table 1) (p
value < 0.01 for all comparisons). The proportion of small for
gestational age infants born to people with CHDwas significantly
higher than those born to people with AHD (p = 0.007). All other
outcomes were similar in the CHD and AHD cohorts.
Conclusion: Maternal heart diseases are associated with an
increased risk of adverse neonatal outcomes, necessitating amul-
tidisciplinary approach in prenatal care and tailored strategies for
CHD and AHD. In this study, infants born to people with CHDs
had an increased risk for small for gestational age as compared to
AHD, thus further studies are necessary to better understand this
biological difference.
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709 | Immediate Delivery versus Expectant Management
in Twin Pregnancies with Late Preterm Rupture of
Membranes

Avishag Abecassis1; Keren Zloto2; Chen Berkovitz3; Hadel
Watad4; Shali Mazaki-Tovi5; Michal Fishel Bartal6
1Sheba Medical Center Tel Hashomer, Israel, Ramat Gan,
HaMerkaz; 2Sheba Medical Center, Ramat Gan, HaMerkaz; 3Tel
Aviv University Israel, Tel Aviv University Israel, HaMerkaz;
4Sheba Medical Center, Jatt Village, HaZafon; 5Department of
Obstetrics and Gynecology, Sheba Medical Center, Tel HaShomer,
Ramat Gan, HaMerkaz; 6UTH Houston & Sheba Medical Center
Israel, Houston, TX

10:30 AM - 12:30 PM

Objective: In recent years, the management of late preterm
premature rupture of membrane (PPROM) has changed from
expedient delivery towards expected management. Current lit-
erature provides limited information on preferred management
in twin pregnancy. We aimed to compare maternal and neonatal
outcomes in twin pregnancies presented with PPROM at 34-36
weeks.
Study Design:
A retrospective study was conducted at a single tertiary care
center between 2011 and 2024. All individuals with twin preg-
nancies who presented with PPROM between 34.0 to 36.0
weeks of gestation were included. We compared those who
were dispositioned for immediate delivery versus those managed
expectantly. Maternal and neonatal outcomes were evaluated
using frequentist statistics.
Results: During the study period, 146 twin pregnancies presented
with PPROMandmet inclusion criteria; 37 (25.3%)weremanaged
expectantly, and 109 (74.7%) were dispositioned for delivery.
Baseline and pregnancy characteristics were similar between the
groups (Table 1). Expectant management was associated with
a higher rate of intrapartum fever (8.1% vs. 0.9%, p = 0.05) and
Cesarean delivery due to arrest of dilatation (13.5% vs. 1.8% p =
0.01) compared to immediate delivery. Furthermore, expectant
management was associated with a higher rate of NICU admis-
sion (36.5% vs 23.9%, p = 0.03), respiratory distress syndrome
(6.8% vs 1.4%, p = 0.01), and need for antibiotic treatment (63.5%
vs. 28.9%, p< 0.01) compared to immediate delivery (Table 2).
Conclusion: In our cohort, expectant management for individu-
als with twin pregnancies presenting with PPROMat 34-36 weeks
of gestation was associated with a higher rate of maternal and
neonatal outcomes compared to immediate delivery.
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710 | Association of Glucagon Like Peptide-1 Agonist
(GLP1) use With Pregnancy Outcomes

Ayodeji Sanusi1; Yumo Xue1; Victoria C. Jauk2; Lynda Ugwu2;
Charlotte B. McCarley2; Adrianna Tilton2; Ashley N. Battarbee1;
Akila Subramaniam1; Alan T. Tita2; Rachel G. Sinkey2
1Center for Women’s Reproductive Health, University of Alabama
at Birmingham, Birmingham, AL; 2University of Alabama at
Birmingham, Birmingham, AL

10:30 AM - 12:30 PM
Objective: Treatment of obesity with GLP1 improves metabolic
health and national use is rising since approval in 2017. As unin-
tended pregnancy rates are >40%, GLP1 pregnancy exposures
may be increasing. Data are limited on pregnancy outcomes after
exposure. We quantified the risks of adverse pregnancy outcomes
after GLP1 exposure and how duration of use modifies these
associations.
Study Design: Retrospective cohort study of singleton deliveries
at a single US center from 2017-2024. Pregnancies after GLP1 use
(Semaglutide, Tirzepatide) were matched (1:many ratio) on BMI
and demographics to unexposed pregnancies using propensity
scores. The primary outcome was a composite of hypertensive
disorders of pregnancy (HDP), fetal macrosomia or growth
restriction. Secondary outcomes included fetal anomalies, NICU
admission, mode of delivery and gestational weight gain (GWG).
Regression models estimated the association between GLP1 use
and study outcomes. Stratification by duration of use prior to
pregnancy (>1yr, ≤1yr) was performed.
Results: Fifty-eight exposed patients were matched to 1578 unex-
posed patients. Among 1636 patients, 86% were obese, 31% had
pregestational diabetes andmeanweight at first prenatal visit was
110±27kg. Forty-five patients used GLP1 for≤1 year. Mean weight
change with GLP1 use until pregnancy was -0.11±6.44kg. There
were no significant differences between groups after propensity
score matching. The primary outcome occurred in 37(64.0%)
exposed patients and 864 (54.8%) unexposed patients (OR 1.46,
95% CI 0.84-2.51). Exposed patients had a higher odds of GWG
(difference 2.36kg, 95% CI 1.43-3.29) and NICU admission (OR
1.85, 95% CI 1.10-3.13). Other secondary outcomes were similar
between both groups. In stratified analysis, NICU admission and

GWG risks were significantly higher only with preconception use
≤1yr.
Conclusion: GLP1 usewas not associatedwithHDP/fetal growth
disorders. However, preconception use ≤1yr may have higher
NICUadmission/GWGrisks. Future studies ofweight trajectories
by use duration and timing of discontinuation are needed.

711 | Late Gestation Iuts Enable Later Delivery Without
Adverse Outcomes in Fetuses with Alpha Thalassemia
Major

Billie R. Lianoglou1; Evangelia Vlachodimitropoulou2; Akos
Herzeg3; Tippi C. MacKenzie4; Greg Ryan5; Juan Gonzalez1
1Center for Maternal-Fetal Precision Medicine, University of
California San Francisco, San Francisco, CA; 2Mount Sinai
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Hospital and University of Toronto, Toronto, ON; 3UCSF, San
Francisco, CA; 4University of California, San Francisco, San
Francisco, CA; 5University of Toronto, Toronto, ON

10:30 AM - 12:30 PM
Objective: To understand the impact of in-utero blood transfu-
sion (IUT) performed > 35 weeks’ gestation (WG) on perinatal
outcomes in fetuses with alpha thalassemia major (ATM).
Study Design: UCSF established an international patient reg-
istry for patients affected by ATM which includes all patients
referred to our institution and collaborating sites.We conducted a
retrospective chart review and prospective enrollment of registry
participants, including all singleton pregnancies with ATM who
underwent IUTs and received their last IUT >32 WG. Data
collected covered prenatal and postnatal outcomes, including
details of IUTs. Patients were stratified into two groups based on
the timing of the final IUT:A: 32-35WG (N= 17),B:> 35WG (N=
10). Fisher’s exact test and unpaired t-test were used to assess the
association between the gestational age (GA) of the final IUT and
key outcomes such as survival rate, 5’ APGAR scores, the need for
mechanical ventilation, prolonged neonatal hospitalization, GA
at delivery, and time between last IUT and delivery.
Results: There were no differences between groups in the mean
age at first IUT (A 25.2, B 23.8; P = 0.41) or the presence of
hydrops upon presentation. Extension of IUTs beyond 35 weeks
allowed for delivery later in gestation (A 37.4, B 38.3; P< 0.0001),
with a shorter time interval between IUT and delivery (A 3.4, B
2.07; P = 0.01). There were no adverse outcomes associated with
extended IUTs as evidenced by survival rate (A 100%, B 90%; P
= 0.37), 5’ APGAR < 7 scores (A 88%, B 90%; P = >0.99), need for
mechanical ventilation (A 24%, B 20%; P>0.99); there was a trend
for decreased rates of prolonged hospitalization (A 53%, B 22%; P
= 0.22).
Conclusion: Expert opinion recommends performing IUTs up
to 35 WG, with subsequent planned delivery 2-3 weeks later.
However, our analysis indicates that IUTs performed beyond 35
WG are not associated with higher morbidity but allow for later
GA at delivery without an additional risk of urgent delivery or
other adverse perinatal outcomes.

712 | Cost-Effectiveness of Implementing a
Multidisciplinary Team Approach the Management of
Placenta Accreta Spectrum

Binh Luu1; Megha Arora2; Ava D. Mandelbaum2; Andrew H.
Chon2; Tania F. Esakoff3; Deirdre J. Lyell4; Aaron B. Caughey2
1Oregon Health and Science University, Vancouver, WA; 2Oregon
Health & Science University, Portland, OR; 3Cedars Sinai Medical
Center, Los Angeles, CA; 4Stanford University, Palo Alto, CA

10:30 AM - 12:30 PM
Objective:Objective: Placenta accreta spectrum (PAS) is associ-
ated with high maternal morbidity. Recent studies have shown
that a multidisciplinary team approach to managing PAS can
improve outcomes. This study aimed to evaluate the cost-
effectiveness of implementing a multidisciplinary team for the
management of PAS.
Study Design: Methods: A decision-analytic model was built
using TreeAge software to compare the outcomes and cost-
effectiveness of the multidisciplinary team approach versus stan-
dard of care (i.e. without immediate availability of a gynecologic
oncologist, anesthesiologist, etc.) The theoretical cohort included
5,000 individuals in the U.S. with PAS. Maternal outcomes
included severe postpartum hemorrhage (>2000 mL estimated
blood loss), adjacent organ injury, ICU admission, maternal
death, and hospital readmission. The cost of themultidisciplinary
team was estimated by assuming there would be specific MFM
physician and nursing leadership assigned. Model inputs were
derived from the literature. The cost-effectiveness threshold was
$100,000/quality-adjusted life-year (QALY). Sensitivity analyses
were performed to assess the robustness of the results.
Results: Results: A multidisciplinary team approach for the
management of PAS resulted in 3,724 fewer severe postpartum
hemorrhages, 139 fewer adjacent organ injuries, 506 fewer ICU
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admissions, 87 fewer hospital readmissions within 6 months, and
1 fewer maternal death compared to standard of care (Table 1).
When assuming a minimum baseline of 15 PAS cases per year,
the multidisciplinary team approach was a dominant strategy
resulting in a $8.8 million cost reduction and an increase of 59
QALYs relative to standard care. A one-way sensitive analysis
on the number of PAS cases per medical center demonstrated
the multidisciplinary team strategy remains cost-effective when
centers treat 3 8 PAS cases annually (Figure 1).
Conclusion: Implementing a multidisciplinary team was cost-
effective and improved maternal outcomes. These findings may
inform interventions that promote multidisciplinary teams in the
management of this high-risk condition.

713 | Fetal Sex Influences the Maternal Plasma Proteome
in Sars-Cov-2 Including Anti-Viral Response

Bogdan Panaitescu1; Roberto Romero2; Nardhy Gomez-Lopez3;
Maria Fernanda Escobar4; Gaurav Bhatti5; Victor Tarca6; Tanay
Panja6; Arun Mezzayhagan1; Awoniyi Awonuga1; Tinnakorn
Chaiworapongsa1; David R. Bryant1; Adi L. Tarca5
1Wayne State University School of Medicine, Detroit, MI;
2Pregnancy Research Branch, Division of Obstetrics and
Maternal-Fetal Medicine, Division of Intramural Research, Eunice
Kennedy Shriver NICHD, NIH, DHHS, Bethesda, Maryland, USA,
Bethesda, MD; 3Center for Reproductive Health Sciences,
Washington University School of Medicine, St. Louis, MO;
4Universidad Icesi, School of Medicine, Cali, Valle del Cauca;
5Center for Molecular Medicine and Genetics, Wayne State
University School of Medicine, Detroit, MI; 6Huron High School,
Ann Arbor, MI

10:30 AM - 12:30 PM

Objective: Fetal sex influences physiological and pathologi-
cal processes during pregnancy. This study was designed to
determine the impact of fetal sex on the maternal response to
SARS-CoV-2 infection using large-scale proteomics.
Study Design: This was a prospective observational study of
101 pregnant patients, including 72 with confirmed SARS-CoV-2
infection and 29 controls without infection. Severity was assigned
according to the NIH classification for COVID-19. Large-scale
plasma proteomics was undertaken with the SomaScan platform,
which analyzes 7,288 proteins. Fetal sex-specific changes in
the maternal proteome was assessed using linear models and
moderated t-tests while accounting for COVID-19 severity and
relevant clinical co-variates.
Results: 1) In normal pregnancy, fetal sex did not alter themater-
nal plasma proteome; 2) SARS-CoV-2 infection during pregnancy
exhibited a fetal sex-dependent modulation of the plasma pro-
teome; 3) pregnancies with amale fetus had a lowermagnitude of
plasma proteomic responses to SARS-CoV-2 infection compared
to those with a female fetus (see figure; slope = 0.44, r = 0.61,
p< 0.001); 4) the dampenedmaternal plasma proteomic response
to infection in pregnancies with a male fetus was also noted
according to disease severity; and 5) in severe COVID-19, proteins
showing fetal sex-specific magnitude of change (interaction p<
0.05) were enriched for antiviral response pathways, endocytosis,
and VEGF signaling, among others (adjusted p< 0.1).
Conclusion: 1) Fetal sex dimorphism in the maternal proteome
is not present in normal pregnancy, but in patients with COVID-
19; 2) pregnancies with male fetuses had a dampened proteomic
response; and 3) these findings suggest that fetal sex is an
important factormodulating thematernal response during SARS-
CoV-2 infection and may determine disease progression and
outcome.

714 | Nanoparticle-Based Fetal Intraperitoneal Injection is
an Alternative to Intravascular Drug Delivery to the
Pulmonary Endothelium

Braxton Forde1; Vladimir Kalinichenko2; Fatemeh Kohram3;
Jose L. Peiro4; Alan Kenny3
1University of Cincinnati College of Medicine, Cincinnati, OH;
2University of Arizona, Tempe, AZ; 3Cincinnati Children’s
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Hospital Medical Center, Cincinnati, OH; 4Cincinnati Children’s
Fetal Care Center, Cincinnati, OH

10:30 AM - 12:30 PM
Objective: Fetal intravascular injection of nanoparticle-based
therapy is proposed as a technique for targeted in-utero therapies.
However, in humans, umbilical cord access is limited both by ges-
tational age and physician skillset, thus limiting the application
of emerging therapies. Specifically in disorders of the fetal lungs,
critical phases of development would be missed by waiting for
the opportunity for umbilical cord access. Intraperitoneal trans-
fusions have been used in early pregnancy when intravascular
access is not feasible, therefore we sought to assess the feasibility
of fetal intraperitoneal nanoparticle injections.
StudyDesign: Polyethylenimine-(5)myristic acid/ poly(ethylene
glycol)-oleic acid/cholesterol (PEI-PEG) nanoparticles were cre-
ated as per prior publications and were tagged with fluorescent-
AF647 Dylight. Pregnant rats underwent midline laparotomy at
E17.5-E18.5 to fetal injection. Three arms were pre-determined,
either fetal intraperitoneal injection of nanoparticles, intra-
amniotic injection of nanoparticles, or sham. Fetuses were
harvested at E20.5 and cells were immediately isolated and
sorted via flow cytometry. As these nanoparticles localize to the
pulmonary endothelium in newborn rodents, flow cytometry was
used to evaluate pulmonary vascular endothelial cell uptake.
Results: Cell sorting successfully isolated fetal lung tissue and
CD31+ CD45- cell lines were considered pulmonary vascular
endothelium. Pulmonary endothelium of fetuses that underwent
intraperitoneal injection were found to have 50.2% of cells
positive for Dylight, vs 0.2% in fetuses that had intra-amniotic
injection and 0.0% in control (p < 0.001), Figure 1. Every
fetus that had an intraperitoneal injection had at least 42% of
pulmonary endothelial cells with nanoparticles present, and no
intra-amniotic injection had greater than 1%.
Conclusion: Fetal intraperitoneal injection of PEI-PEGnanopar-
ticles successfully targets pulmonary endothelium. IP injections
of PEI-PEG nanoparticles provides a vehicle for targeted treat-
ment of the fetal lungs early in gestation.

715 | The Association with Severe Lacerations and
Increased Risk of Perinatal Depressive Symptoms

Brianna C. Sohl1; Mary F. Smith2; José Ibarra Rodriguez2; Nicole
M. Hwang2; Samantha de los Reyes3
1Rush University Medical Center, Justice, IL; 2Rush Medical
College, Chicago, IL; 3Rush University Medical Center, Chicago, IL

10:30 AM - 12:30 PM
Objective: To evaluate the association of severe perineal lacera-
tions and increased risk of perinatal depressive symptoms at the
6-week postpartum visit.
Study Design: We performed a retrospective cohort study of
patients who had a vaginal delivery between July 1, 2021-July
1, 2023. Perineal lacerations were classified as either severe (3rd
or 4th degree) or non-severe (1st, 2nd degree or intact perineum).
Positive perinatal depressive symptoms were defined as a score
of ≥10 on the Edinburgh Postnatal Depression Scale (EPDS) or
positive response to question 10 at the 6-week postpartum visit.
Univariable analyses of demographic and clinical characteristics
and positive EPDS scores at the 6-week postpartum visit were
performed.Multivariable logistic regressionwas performed using
variables determined a priori (multiparity, gestational age (GA)
at delivery, mode of delivery, race/ethnicity, exclusively breast-
feeding at 6-weeks postpartum) to evaluate the independent
association of severe perineal laceration and positive EPDS scores
at the 6-week postpartum visit.
Results: 689 patients met inclusion criteria with 661 (95.9%) with
non-severe perineal lacerations and 28 (4.1%) with severe. In
univariable analysis, those with severe perineal lacerations were
more likely to be White non-Hispanic or of Asian race/ethnicity,
bemultiparous, have a lower admission bodymass index, have an
operative assisted delivery, be delivered at a later GA, have greater
blood loss, have a shoulder dystocia or episiotomy, and require a
laceration revision within 6 weeks postpartum compared to those
without (Table 1). Patients with severe lacerations were less likely
to have a positive EPDS at 6-weeks postpartum but these results
were not significant (7.1 vs 9.9%, p = 0.66) and these findings
persisted in adjusted analysis (aOR 0.62, 95%CI 0.13, 2.84).
Conclusion: Severe perineal lacerations was not associated with
an increased risk of perinatal depressive symptoms at the 6-week
postpartum visit.
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716 | Monochorionic Twins with Selective Fetal Growth
Restriction: characteristics, course, management, and
outcomes by type

Camille Shantz1; Laura Tan2; Christina Rivera2; Amelia
Jiang-Yu2; Lindsey Herlands3; Michelle Kush3; Jena L. Miller3;
Ahmet A. Baschat3; Mara Rosner3
1Johns Hopkins University, Baltmore, MD; 2Johns Hopkins
University, Baltimore, MD; 3Johns Hopkins Medicine, Baltimore,
MD

10:30 AM - 12:30 PM
Objective: To compare characteristics, Doppler course, and
outcomes in Type I, II, and III selective fetal growth restriction
(sFGR).
Study Design: Single-center retrospective review of monochori-
onic twins with sFGR from 6/2014 to 1/2024. Twin to Twin
Transfusion Syndrome, high order multiples, and severe fetal
anomalies were excluded. Type at diagnosis was assigned byGrat-
acos criteria. Doppler course (deterioration or improvement) was
defined as progression of umbilical artery (UA) end diastolic flow
patterns from best to worst: persistent forward→intermittent for-
ward, absent→intermittent forward, absent, reversed→persistent
absent→persistent reversed.Ultrasound characteristics at presen-
tation, antenatal course, and obstetric outcomes were compared
between groups via Kruskal-Wallis and Pearson Chi-Squared.
Results: Of 199 patients, 133 (67%) were Type I, 18 (9%) Type II,
and 48 (24%) Type III. There was no difference in gestational age
(GA) at diagnosis. The estimated fetal weight discordance was
lowest in Type I and highest in Type II (p< 0.001). UA Doppler
deterioration was frequent in all groups and occurred in 28.4% of
Type 1, 76.9% of Type II, and 51.4% of Type III (P< 0.001). UA
Dopplers also improved in some Type II (15.4%) and Type III
(25.7%, p = 0.449). Management varied but was expectant for
most (178/199, 89%) though 7 (4%) underwent laser (6/7 had Twin
Anemia Polycythemia Sequence), 12 (6%) had selective reduction
of the small fetus, and 2 (1%) terminated. Double survival was
89.6% in Type I, 25% in Type II, and 77.8% in Type III (p< 0.001).
There was no difference in delivery GA between types, however,
themajority of Type II were delivering a single fetus, and amongst
all patients, those with 1 vs. 2 livebirths delivered later (36.1
[31.7-38.7] vs. 33.1 [30.9-34.3] weeks, p = 0.002). (Table 1)
Conclusion: Doppler deterioration is common in all Types of
sFGR. Types II and III can improve in some cases and can be
successfully managed to achieve favorable delivery gestational
ages, however double survival is significantly lower in Type II.

717 | Effect of Dental Treatments on Reduction of Preterm
Birth: a Systematic Review andMeta-Analysis

Camille Thomas1; Shakil Ahmed2; Rohan D’Souza2; Vincenzo
Berghella3; Romina Brignardello-Petersen2; Mohamed
El-Rabanny2; Catherine Devion4; Stefania Ronzoni5
1University of Toronto, Toronto, ON; 2McMaster University,
Hamilton, ON; 3Sidney Kimmel Medical College of Thomas
Jefferson University, Philadelphia, PA; 4Sunnybrook Health
Sciences Centre, Toronto, ON; 5Ontario Fetal Center and Mount
Sinai Hospital, Toronto, ON

10:30 AM - 12:30 PM
Objective: This study aims to assess the effectiveness of treating
dental disease during pregnancy in reducing the risk of preterm
birth.
Study Design: We conducted a systematic review and meta-
analysis of randomized controlled trials (RCTs). We searched
EMBASE, MEDLINE, PubMed, and Cochrane Central Register
of Controlled Trials from inception to December 2023 with
no language restrictions for RCTs enrolling pregnant persons
with any dental disease who were randomized to receiving
dental treatment versus a control. Pairs of independent reviewers
screened studies, and abstracted and assessed the risk of bias
of the studies using the Cochrane Risk of Bias tool, RoB 2. We
conducted meta-analysis using a random effects model with the
Mantel-Haenszel variance estimate. We assessed the certainty of
evidence using the Grading of Recommendations Assessment,
Development, and Evaluation (GRADE) approach.
Results: We included 19 RCTs, enrolling 8526 participants. The
risk of bias for most of the RCTs ranged from some concerns to
high risk. Themost frequent interventions addressedwere scaling
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and root planing (SRP) with oral hygiene instructions (OHI,
10 RCTs), and SRP with OHI and chlorhexidine mouthwash (6
RCTs). Meta-analysis found low-quality evidence suggesting that
dental treatment results in a 22% relative risk reduction of preterm
birth (RR 0.78; 95% CI 0.63-0.95) when compared to placebo or
control, which was usually minimal dental treatment or oral
examination only (absolute difference 29 fewer preterm births per
1000 individuals; 95% CI from 48 fewer to 6 fewer).
Conclusion: This systematic review suggests that treating dental
disease during pregnancy reduces the risk of preterm birth. The
main limitations of the evidence are risk of bias and inconsistency.
Additional well-powered RCTs at low risk of bias are necessary to
increase the certainty about the effect of dental disease treatments
during pregnancy on reduction of preterm births.

718 | Perinatal Outcomes of Resolved Fetal Cystic
Hygromas

Carmen MA Santoli1; Emma EH Peek2; Lucas C. Collins3; Teresa
N. Sparks4; Jeffrey A. Kuller3; Sarah K. Dotters-Katz3
1University Of California San Francisco, San Francisco, CA;
2University of Colorado, Aurora, CO; 3Duke University School of
Medicine, Durham, NC; 4Center for Maternal-Fetal Precision
Medicine, University of California San Francisco, San Francisco,
CA

10:30 AM - 12:30 PM
Objective: We described the perinatal phenotype of pregnancies
with resolved fetal cystic hygroma and compared outcomes
among fetuses with and without genetic abnormalities.
Study Design: A retrospective cohort study (2013-2023) at a
single tertiary center identified fetuses with cystic hygroma in the
first or second trimester that resolved on subsequent ultrasound
imaging. Pregnancies resulting in live birth with prenatal and
delivery data were included. We describe perinatal characteris-
tics, delivery outcomes, and genetic diagnoses. Bivariate statistics
compared outcomes among fetuses with and without genetic
abnormalities. A p-value < 0.05 was considered statistically
significant.

Results: Of 297 fetal cystic hygromas, we identified 59(20%)
fetuseswith cystic hygromas that resolved on subsequent imaging
and resulted in live birth. Of these, 46 pursued prenatal and/or
postnatal genetic diagnosis; 31(67%) had normal results and
15(33%) had a genetic abnormality, such as aneuploidy(n =
10), copy number variant(n = 2), or single-gene disorder(n =
3).(Figure) Compared to fetuses with normal genetic testing,
fetuseswith genetic abnormalities weremore likely to have a later
gestational age at cystic hygroma diagnosis(12.3 vs 11.6 weeks,
p = 0.007) and resolution(20.1 vs 17.3 weeks p = 0.006).(Table)
Compared to fetuses with normal genetic evaluations, fetuses
with genetic abnormalities were more likely to have additional
structural anomalies on ultrasound(67% vs 13%,p = 0.001). The
most common ultrasound findings were cardiac anomalies,
followed by abdominal and renal abnormalities. Fetuses with
resolved cystic hygromas and genetic abnormalities were more
likely to have growth restriction, an earlier delivery, longer length
of neonatal stay, and neonatal complications.
Conclusion: Fetuses with resolved cystic hygromas and genetic
abnormalities were more likely to have other structural anoma-
lies and obstetric complications when compared to those with
normal results of genetic testing. These data are important for
framing expectations and counseling of patients who experience
resolution of fetal cystic hygroma.
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719 | Antenatal Characteristics Predict Need for Dental
Referral Using the ACOG-Recommended Oral Health
Screening Tool

Carolina Martinez-King; Charlie Rose; Annika Sahota; Krystle
M. Perez; Tommy J. Yang; Shruti Kulkarni; Sophia Tibayan;
Kanika Nallaseth; Abdul Hameed; Kathryn J. Gray; Tommy
Wood; Gregory C. Valentine
University of Washington, Seattle, WA

10:30 AM - 12:30 PM
Objective: The American College of Obstetricians and Gynecol-
ogists (ACOG) recommends screening pregnant patients with a
3-question survey at their first prenatal visit for oral health. We
sought to evaluate which characteristics are associated with an
overall positive screen (defined as a positive response on any
of the three questions) or with positive screen for each specific
question.
Study Design: We screened pregnant individuals at a university-
based prenatal clinic using the 3-question ACOG screening tool
(Figure 1).We performed generalized linearmodels with stepwise
forward AIC regression to evaluate antenatal characteristics
(Table 1) with a positive overall screen and each specific question
including adjusted odds ratios per included variable.Missing data
for binary risk factors was imputed assuming the predictor was
unknown. The dataset was divided 80:20 for model development
and validation, respectively.
Results: Among 817 patients that completed the ACOG screen,
44.9% screened positive (367/817) with 14.9% (122/817) screening
positive on question 1, 37.1% (303/817) on question 2, and 5.8%
(48/817) on question 3. The models predicted 89.5%, 78.0%, and
93.2% accuracy with a positive screen for questions 1, 2, or 3,
respectively. The model also predicted a positive overall screen
with 66.7% accuracy. Antenatal factors with >1.5-fold increased
odds of a positive overall screen (Figure 1A) and symptomatic
oral disease (Figure 1B) wereMedicaid insurance, self-identifying
as Hispanic, having COVID, or having substance abuse during
pregnancy.
Conclusion: Our models using antenatal characteristics can
accurately (≥89%) predict symptomatic oral disease in pregnancy.
Medicaid insurance, self-identifying as Hispanic, having COVID
or substance abuse during pregnancy were strongly associated
with increased odds of having symptomatic oral disease or
needing referral to a dentist underscoring that health disparities
are present related to oral care in pregnancy. Antenatal efforts

improving access to oral health in pregnancy are needed to reduce
health disparities.

720 | Severe Maternal Morbidity Surveillance inMaryland:
Trends Observed between 2021-2023

Carrie Wolfson1; Robert Atlas2; Megan Carey3; Jan Chiang3;
Pamela Chin2; Cathy Downey4; Robyn Duafala5; Ernest
Graham6; Clark Johnson3; Monica Jones3; Carole Louis5;
Ichchha Madan4; Donna Neale4; Joanne Olaku7; Michelle
Phillips6; Jeanne Sheffield6; Danielle Silldorff5; David
Silverman8; Rhoda Vandyck3; Andreea A. Creanga9
1Johns Hopkins Bloomberg School of Public Health, Baltimore,
MD; 2Mercy Medical Center, Baltimore, MD; 3Luminis Health
Anne Arundel Medical Center, Annapolis, MD; 4Johns Hopkins
Howard County Medical Center, Columbia, MD; 5Sinai Hospital
of Baltimore, Baltimore, MD; 6Johns Hopkins School of Medicine,
Baltimore, MD; 7Sinai Hospital of Baltimore, Sinai Hospital of
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Baltimore, MD; 8Sinai Hospital of Baltimore, Baltiomre, MD;
9Johns Hopkins University, Baltimore, MD

10:30 AM - 12:30 PM
Objective: Maryland implemented facility-based severe mater-
nal morbidity (SMM) surveillance and review in 2020 following
AGOG/SMFM guidance. This study aims to analyze trends in
primary cause of SMM, preventability and contributing factors.
We also examine policy and practice changes that have resulted
from the program.
Study Design: Data are from SMM surveillance for 2021-2023
among the 5 hospitals that participated over the full period (level
III & IV birthing facilities in rural and urban settings). Using
X2 tests, we analyzed changes in primary cause of SMM, patient
characteristics, and contributing factors. We further examined
policy and practice changes that resulted from SMM reviews.
Results: Of 428 SMM events identified and reviewed, 80%, 78%,
and 86% of patients had preexisting comorbidities in 2021, 2022,
and 2023, respectively (p= 0.24). A growing proportion of patients
did not receive prenatal care (1.6% in 2021, 5.4% in 2022, and
8.7% in 2023; p = 0.035). Obstetric hemorrhage was the leading
cause (>50%) of SMM across all 3 years; however, the distribution
of other causes varied (Table 1). COVID-19 was the second
primary cause of SMM in 2021 (18%), but resulted in only 3 SMM
events in 2022-23. Over the 3-year period, review committees
determined that 37% (increasing from 34% to 40% between 2021
and 2023) of SMM events were preventable with changes to one
or more provider, system, or patient factor. System and patient
factors were identified in a larger percentage of preventable SMM
events in 2023 than 2021-2022, while the contribution of provider
factors did not change significantly (Table 2). In response to
SMM reviews, all participating hospitals made specific policy and
practice changes to address factors that contributed to leading
causes of preventable SMM.
Conclusion: 40% of SMM events were deemed preventable by
review committees in 2023. With hemorrhage being the leading
cause of SMM, participating hospitals introduced policy and
practice changes targeting hemorrhage and implementation of
AIM’s Obstetric Hemorrhage bundle is underway in Maryland.

721 | Urine Culture Speciation During Pregnancy and
Association with Maternal Attributes and Neonatal
Outcomes

Chaarushi Ahuja1; Lisbet S. Lundsberg2; Jennifer F. Culhane2;
Caitlin Partridge2; Mert Ozan Bahtiyar3; Katherine Kohari2
1Yale New Haven Hospital, New Haven, CT; 2Yale School of
Medicine, New Haven, CT; 3Yale University, New Haven, CT

10:30 AM - 12:30 PM
Objective: Urine culture(UC) is commonly ordered during
pregnancy for urinary tract infection(UTI) symptoms or
abdominopelvic pain. Little is known about the positivity rate
of UC during pregnancy or associated maternal and neonatal
outcomes. We aimed to assess the rate of positivity of UCs, and
to assess maternal attributes and neonatal outcomes associated
with different speciations.
Study Design: This is a retrospective study of pregnant patients
who had a UC performed in our hospital system in non-
ambulatory settings from 2013-2022. Patients with UCs were
classified as 1) always negative (< 10k colony forming units-
CFU), 2) ever positive for GBS (>10k CFU) or UTI-causing
microbes (>100k CFU) or 3) ever positive for non-UTI microbes
(>100k CFU). Maternal characteristics of age, insurance, race,
parity, language, BMI, chronic hypertension(cHTN), hyperten-
sive disorders of pregnancy(HDP), gestational diabetes(GDM),
and pregestational diabetes were compared between the 3 groups
using chi-square or ANOVA. Pregnancy outcomes of preterm
birth(PTB), small for gestational age(SGA), mode of delivery,
and neonatal intensive care unit(NICU) admission were also
compared.
Results: 19,698 patients had a UC performed. The ever positive
rate for GBS/UTI was 3.3% in patients with 1 UC, increasing to
18% among patients with ≥7 UC(Fig 1). Statistically significant
differences across groups were noted in age, insurance, race,
parity, language, BMI, and smoking(Table 1). There were also
significant differences for cHTN, HDP, pregestational diabetes,
PTB, NICU admission and SGA (Table 1). There was no statistical
difference between groups for mode of delivery.
Conclusion: This is one of the first studies to classify rate of
positivity byUC speciation during pregnancy.Maternal attributes
were significantly different between groups, suggesting a need for
further exploration of the basis of these differences. Surprisingly,
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PTB was more common in the always negative UC group com-
pared to the positive UC groups. Thus, more studies are needed to
understand relationships between positive UC, sociodemograph-
ics, and obstetric outcomes.

722 | Progesterone Supplementation in Preeclamptic
Women Reduces Blood Pressure and Inflammatory
Mediators of Hypertension During Pregnancy

Charles H. Brewerton; Christy Chambers; Richard Rein; Nathan
Campbell; Baoying Zheng; Ty Turner; Montianah Roseburgh;
Babbette LaMarca; Sheila Belk; Cameronne Dodd; Lorena M.
Amaral
University of Mississippi Medical Center, Jackson, MS

10:30 AM - 12:30 PM
Objective: Introduction: Preeclampsia (PE), new onset hyper-
tension after 20 weeks of gestation, is associated with lower
progesterone, increased CD4+T cells, inflammatory cytokines,
and autoantibodies to angiotensin II type 1 receptor (AT1-AA).We
have previously shown that placental PE CD4+ T cells cause a
PE phenotype in athymic nude rats. Moreover, we have shown
that 17-hydroxyprogesterone caproate (17-OHPC), lowers blood
pressure in PE patients, however, it is unclear if this wasmediated
via a T cell effect.
Objective: Determine if placental CD4+ T cells from 17-OHPC
treated PE women increase blood pressure in athymic nude
recipient rats.
Study Design: PE women received 17-OHPC (250 mg, I.M.) with
blood draws before and after injection. One million placental
CD4+ T cells from normal pregnant (NP) or PE participants

were isolated by magnetic beads and injected I.P. into pregnant
nude athymic rats on gestational day (GD) 12. On GD18, carotid
catheters were inserted. On GD19, mean arterial blood pressure
(MAP), blood and tissues were collected. One-way ANOVA was
used for statistical analysis.
Results: Participants had matched GA. Maternal blood pressure
was 116 +/-4 mmHg in NP women (n = 8), 147 +/- 4 mmHg in PE
women (n = 19) and reduced to 136 +/- 3 mmHg in PE+17-OHPC
women (n= 14, p< 0.05). AT1-AAs were 23+/- 5 beats per minute
in PE (n = 4) and 10 +/-2 in PE+17-OHPC (n = 8; student t-test,
p< 0.05). Placental CD4+T cells were 2+/- 1% gate in NP, 6+/- 1 in
PE, and 3+/-1 % gate in PE+17-OHPC (n= 4-5). Circulating TNF-
αwas 21 +/- 4 pg/mL in NP, 41 +/-8 in PE (p< 0.05), 21+/-5 pg/ml
in PE+17-OHPC (n = 6-8, p< 0.05). In pregnant nude recipient
rats, MAP was 98 +/- 2 mmHg with NP CD4+ T cells (n = 5), 122
+/-7 (n = 7, p< 0.05) with PE CD4+ T cells (n = 7) and 102+/- 5
with PE+17-OHPC CD4+ T cells (n = 7, p< 0.05).
Conclusion: 17-OHPC in PE women reduces blood pressure
and inflammatory mediators of hypertension during pregnancy.
Moreover, PE CD4+ T cells treated with 17-OHPC do not mediate
a PE phenotype in recipient pregnant rats.

723 | Delivery and Neonatal Outcomes of Resolved Vasa
Previa Cases

Chiara Corbetta-Rastelli1; Molly Zeme1; Rachel Mundaden1;
Mary E. Norton2; Kate Swanson3
1University of California San Francisco, San Francisco, CA;
2Center for Maternal-Fetal Precision Medicine, University of
California San Francisco, San Francisco, CA; 3University of
California, San Francisco, San Francisco, CA

10:30 AM - 12:30 PM
Objective: Recent expert opinion has questioned the definition
of vasa previa. We examined delivery and neonatal outcomes in
cases of resolved vasa previa, comparing fetal vessels 2-5cm from
the cervical os versus >5cm away from the os.
Study Design: Retrospective cohort study of patients diagnosed
with vasa previa at a single academic urban institution between
2004 to 2024. We conducted an electronic chart review, including
ultrasound images, to obtain variables at diagnosis and through-
out pregnancy, along with delivery and neonatal outcomes. We
used descriptive and chi-square statistics.
Results: We identified 112 pregnancies with vasa previa, of which
31 (28%) resolved on a subsequent ultrasound. Of the 31 resolved
vasa previa cases, 20 were 2-5cm from the os and 11 were >5cm.
Of those with vessels 2-5cm from the cervical os, 9 (45%) delivered
by scheduled cesarean and 11 (55%) had a trial of labor (TOL). Of
those that had a TOL, five (45%) delivered vaginally and six (55%)
had a cesarean delivery due to PPROM (n = 2), fetal intolerance
of labor (n = 1), arrest of descent (n = 1), unstable lie (n = 1) and
worsening pre-eclampsia (n= 1). Of thosewith vessels>5cm from
the os, one (9%) delivered by scheduled cesarean and 10 (91%) had
a TOL, of which 8 (80%) delivered vaginally. The only emergent
cesarean delivery and neonatal blood transfusion occurred in a
patient with fetal vessels>5cm from the os; the suspected etiology
was placental abruption. There were no statistically significant
differences in neonatal APGAR scores, umbilical artery pH and
intensive care nursery admissions between groups. There were
no perinatal deaths.
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Conclusion: The majority of resolved vasa previa cases with
vessels 2-5cm from the cervical os delivered by cesarean. While
many were scheduled, there were urgent cesareans for PPROM,
unstable lie, arrest of descent, worsening pre-eclampsia and fetal
intolerance. Most cases with vessels >5cm from the os delivered
vaginally. Larger studies are needed to further assess delivery and
neonatal outcomes of resolved vasa previa.

724 | Metabolic Recovery at 12 Months Postpartum Among
Individuals with Glucose Intolerance in Pregnancy

Christina M. Scifres1; Arunabh Sinha1; Kaleab Abebe2; Christina
Lalama2; Tina Costacou2; Steve Orris2; Patrick Catalano3; Esa
Davis4
1Indiana University School of Medicine, Indianapolis, IN;
2University of Pittsburgh School of Medicine, Pittsburgh, PA; 3Tufts
University, Tufts University/Boston, MA; 4University of Maryland
School of Medicine, Baltimore, MD

10:30 AM - 12:30 PM

Objective: Glucose intolerance in pregnancy is associated with
long-term risk for type 2 diabetes (T2D). We evaluated metabolic
characteristics and β-cell function during pregnancy and at 12
months postpartum among varying levels of glucose intolerance
in pregnancy.
Study Design: This is a planned follow-up to the Gestational
Diabetes Diagnostic Methods (GDM2) trial, which randomized
pregnant individuals to either a 75-gram oral glucose tolerance
test (OGTT) with GDM diagnosed using the IADPSG criteria, or
a 100g OGTT with GDM diagnosed by the Carpenter-Coustan
(CC) criteria. All participants with treated GDM (diagnosed
by either CC or IADPSG), those with untreated mild glucose
intolerance (MGI, one abnormal value on CC criteria), and half
of the participants with normal glucose tolerance were invited
for a 75g OGTT at 12 months postpartum. Measures assessed at
the time of GDM screening and at follow-up included metabolic
characteristics, Stumvoll andMatsuda Indices to evaluate insulin
sensitivity and resistance, and the Disposition Index (DI), which
integrates insulin sensitivity and response.

Results: Of the 407 individuals seen at 12 months, 49 (12%) had
MGI and 53 (13%) had treated GDM (CC and IADPSG). MGI was
associated with lower insulin sensitivity, lower beta cell function,
dyslipidemia, and alterations in leptin and adiponectin similar
to those individuals with treated GDM (Table). Measures of
metabolic function, insulin sensitivity and β-cell function demon-
strated similar rates of change from pregnancy to postpartum
after adjusting for maternal age, BMI, and history of GDM.
Conclusion: Patients with MGI have impaired β-cell function
and significant metabolic abnormalities at 12 months postpartum
similar to individuals with treated GDM and require ongoing
follow-up for progression to T2D. The similar rate of change
from pregnancy to postpartum in insulin sensitivity, β-cell func-
tion, and metabolic assessments among groups indicates that
individuals were returning to their baseline levels of glucose
tolerance rather than recovering frompregnancy-induced glucose
intolerance.

725 | Symptoms of Post Traumatic Stress Disorder Among
Placenta Accreta Spectrum Providers

Christina M. Duzyj1; Alireza A. Shamshirsaz2; Daniela A.
Carusi3
1Massachusetts General Hospital, Boston, MA; 2Fetal Surgeon
Chief, Division of Fetal Medicine and Surgery Director of the
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Maternal Fetal Care Center Director of the Perinatal Surgery
Fellowship Professor of Surgery, Boston Children’s Hospital
Harvard Medical School, Boston, MA; 3Brigham and Women’s
Hospital, Boston, MA

10:30 AM - 12:30 PM
Objective: Physicians as a second victim have been increasingly
recognized since the COVID-19 pandemic. However, physician
post-traumatic stress disorder (PTSD) is less frequently recog-
nized. We sought to evaluate for symptoms of PTSD among
physicians caring for women with placenta accreta spectrum
(PAS), a medical condition with known high acuity and high
mortality.
Study Design: This is a cross-sectional study consisting of
a quantitative survey distributed via email to physicians who
either are members of the Pan-American Society for Placenta
Accreta Spectrum, or who attended a PAS Post-Graduate Course
or Scientific Session at the SMFM Annual Meeting in 2024.
The survey included the PTSD Checklist for DSM-5 (PCL-5),
as well as demographic questions, and open ended questions
regarding institutional support after severe cases of PAS. Scoring
was performed as recommended by theNational Center for PTSD.
Results: The email containing the survey was opened by 71
individuals, and the survey completed by 21 (30%). All responders
cared for women with PAS, the majority for 3-5 years (38.1%)
although 28.6% reported greater than 10 years experience in
caring for PAS, and 38.1% reported caring for a women who died
of PAS. Most (71.4%) reported perceiving personal psychologic
impact occasionally from severe PAS cases, with only one respon-
dent never impacted. 66.6% of the cohort met diagnostic criteria
for PTSD (PCL-5>30), with highest responses being for unwanted
memories (42.9%), strong negative feelings, feeling superalert
or onguard, and difficulty concentrating (38.1% each). 28.6%
reported that their institution provided no psychological support
after difficult cases.
Conclusion: This preliminary study demonstrates that physi-
cians caring for the obstetric patients at highest risk for mortality
are themselves at high risk for post-traumatic stress disor-
der. Although our results are likely biased towards respondents
experiencing the outcome of interest, we demonstrate that insti-
tutions must build capacity for supporting their physicians when
adverse obstetric outcomes occur, particularly among patients
with PAS.

726 | Placenta Accreta Spectrum is Associated with Lower
Rates of Hypertensive Disorders of Pregnancy

Colleen Sinnott1; Olga Grechukhina2; Jennifer F. Culhane2;
Sonya Abdel-Razeq2; Khadija Alshowaikh2; Viktoriia Kolesnyk2;
Yang Yang-Hartwich2; Mert Ozan Bahtiyar1; Kevin Dysart3
1Yale University, New Haven, CT; 2Yale School of Medicine, New
Haven, CT; 3Nemours Children’s Hospital, Wilmington, DE

10:30 AM - 12:30 PM
Objective: Placenta accreta spectrum (PAS) arises from over-
invasion of the placenta, while hypertensive disorders of preg-
nancy (HDP) are thought to arise from trophoblast under-
invasion; these may represent two ends of a spectrum of
disordered placentation. In a single-institution study, we previ-
ously demonstrated clinical evidence suggesting PAS is protective
against HDP. Here, we validated this finding in a larger patient
cohort.
Study Design: This retrospective study utilizes Epic Systems’
Cosmos research platform, an electronic health record database
with de-identified patient-level data. PAS, HDP (gestational
hypertension, preeclampsia, eclampsia, and HELLP) and other
clinical and sociodemographic characteristics were extracted
from the database for all deliveries from 2017-2023. Patients with
and without HDP were compared across a range of maternal
attributes. To account for scheduled preterm deliveries for PAS,
such that some patients with PAS deliver before HDP is clini-
cally diagnosed, these comparisons were repeated with cohorts
stratified by gestational age (GA) at delivery (< 34 weeks and ≥

34 weeks). For all cohorts, the crude and adjusted odds of HDP
by PAS diagnosis was calculated using logistic regression. All
covariates in the bivariate tests of association were included in
the multivariable regression models.
Results: A total of 4,287,549 delivery encounters were included.
Of those, 8,979 (0.21%) had PAS, 869,759 (20.3%) had HDP, and
125,332 deliveries (2.9%) occurred < 34 weeks. In the total cohort,
after adjusting for GA at delivery and maternal factors, patients
with PAS were half as likely to be diagnosed with HDP (aOR 0.55
[0.51, 0.59]). In both GA-stratified cohorts, < 34 weeks and ≥34
weeks, this effect remained stable with aOR 0.54 [0.47, 0.62] and
aOR 0.42 [0.38, 0.45], respectively.
Conclusion: Patients with PAS develop HDP at half the rates
seen in those without PAS after controlling for GA at delivery and
patient factors. These two seemingly unrelated conditions may
result from abnormalities of the same biologic mechanisms and
may benefit from future tandem investigation.

39 of 177



727 | Correlation Between Blood Pressures andMarkers of
Inflammation in the Maternal Circulation in Pregnancy

Corrine K. Nelson1; Kylie Cooper1; Sylvie Girard1; Anna
Borchers1; Elsa Bernier2; Marie-Eve Brien3
1Mayo Clinic, Rochester, MN; 2Montreal University, Montreal, PQ;
3Sainte-Justine Hospital Research Center, Montreal, PQ

10:30 AM - 12:30 PM
Objective: Hypertensive diagnostic criteria from the American
Heart Association has been revised in non-pregnant individuals.
However, in pregnancy the diagnosis of chronic hypertension,
defined as blood pressure >/ = 140/90 prior to pregnancy or 20
weeks gestation, has remained consistent. It is unclear if changes
in blood pressure, such as in elevated and stage 1 hypertension,
are associated with inflammatory markers. Therefore, we deter-
mine if levels of markers of inflammation were associated with
blood pressure in a cohort of uncomplicated pregnancies and as
compared to patients with gestational hypertension (gHTN).
Study Design: Maternal blood samples were obtained in the
third trimester close to delivery in a cohort of pregnant patients
with uncomplicated pregnancies (n = 96) or with gHTN (n =
36), and plasma isolated for multiplex analysis of inflammatory
mediators. In-depth review of themedical record was performed.
Results: Circulating levels of severalmediatorswere significantly
associated with increased blood pressure. Of interest, the pro-
inflammatory chemokine MCP-1 was positively correlated with
blood pressure (r = 0.47, p< 0.001) whilst CXCL10 was negatively
correlated (r = -0.36, p< 0.01). In addition, pro-inflammatory
cytokines IL-5 and TNFa presented trending positive correlation
with blood pressure (IL-5: r = 0.22, p = 0.072; TNFa: r = 0.024,
p = 0.055). Surprisingly, the anti-inflammatory cytokine IL-4 was
also positively correlated with blood pressure (r = 0.24, p< 0.05).
Of note, MCP-1 and CXCL10 were both significantly elevated in
gHTN while IL-5 and TNFa were unchanged.

Conclusion: Our data suggest that specific inflammatory mark-
ers, includingMCP-1–responsible for monocyte recruitment, IL-5
and TNFa are correlated with increased blood pressure in a
cohort of uncomplicated pregnancies. While MCP-1 was also
significantly elevated in gHTN, this was not the case for the
other cytokines. Further analysis will ascertain the role of pre-
pregnancy body mass index in the level of these markers. In
addition, a larger cohort is needed to have better understanding
of the clinical significance of this work.

728 | Should Transvaginal Cervical Length Surveillance be
Conducted After Cerclage Placement to Predict
Spontaneous Preterm Birth?

Dahiana M. Gallo1; Rupsa C. Boelig2; Julio Mateus Nino3;
Vincenzo Berghella4; Leonardo Pereira5; Catalina M. Valencia6;
Joanne N. Quiñones7; Richard M. Burwick8; Joseph Bell9; Luisa
López-Torres10; Adam Taylor11; Luis Alvarado12; Jorge E. Tolosa13
1St. Lukes University Health Network, Bethlehem, PA; 2Sidney
Kimmel Medical College, Thomas Jefferson University,
Philadelphia, PA; 3Atrium Health, Wake Forest University School
of Medicine, Charlotte, NC; 4Sidney Kimmel Medical College of
Thomas Jefferson University, Philadelphia, PA; 5Oregon Health &
Science University, Portland, OR; 6Clinica del Prado, Unidad de
Medicina Materno Fetal, Medellín, Colombia, Medellin,
Antioquia; 7Lehigh Valley Health Network, Allentown, PA; 8San
Gabriel Valley Perinatal Medical Group; Pomona Valley Hospital
Medical Center, Pomona, CA; 9St. Luke’s University Health
Network, Department of Obstetrics & Gynecology, Maternal Fetal
Medicine, Bethlehem, PA, 18015, Bethlehem, PA; 10Universidad
Pontificia Bolivariana, Medicina Materno Fetal, Medellín,
Colombia, Medellin, Antioquia; 11St. Luke’s University Health
Network, Department of Obstetrics & Gynecology, Bethlehem, PA;
12St. Luke’s University Health-network, Bethlehem, PA; 13St. Luke’s
University Health Network, Bethlehem, PA

10:30 AM - 12:30 PM
Objective: Transvaginal cervical length (CL) surveillance after
cerclage placement is not universally performed and recom-
mended. The objective of our study was to assess whether a
cervical length < 25 mm after cerclage placement affects the risk
of spontaneous preterm birth (sPTB).
Study Design: Retrospective cohort of the International Col-
laborative for Cerclage Longitudinal Evaluation and Research
(IC-CLEAR) study included singleton pregnanciesmanagedwith
cerclage for history, ultrasound, or physical exam indications
between June 2016 and August 2020 at 8 sites across the United
States (6) and Colombia (2). Exclusion criteria were patients
without CL measurement post cerclage and iatrogenic preterm
birth < 37 weeks. The exposure of interest was cervical length
after cerclage < 25 mm. Statistical analysis included univariable
and multivariable models. Each model was adjusted for the use
of vaginal progesterone after cerclage.
Results: Of 839 patientsmanagedwith cerclage, 408 (49.39%) had
a CL measurement after cerclage, but only 219 patients met the
criteria. Patients with a CL < 25mm post-cerclage did not have a
significantly increased risk of sPTB< 37weeks or< 34weeks (76%
vs 73%, p 0.680, 52 vs 42%, p 0.140 respectively) compared to those
whose cervix returned to a normal length of >25 mm; however, a
CL< 20mmwas associated with an increased risk of spontaneous
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preterm birth< 34 weeks (59% vs 43% p 0.039). After adjusting for
the use of vaginal progesterone, there was a reduction in the risk
of sPTB before 34 weeks (RR 1.49,95% CI 0.88 -2.54, p 0.131).
Conclusion: The results indicate that if the cervical length
after cerclage is less than 20 mm, there remains an elevated
risk of preterm birth before 34 weeks. Monitoring the cervical
length following cerclage placement could be beneficial. In these
instances, additional treatments such as progesterone might be
considered when counseling patients to help lower the rate of
early spontaneous preterm birth.

729 | An Updated Rapid Review of Pain Management
Following Cesarean Birth

Dana Feldman1; Bryan L. Aaron2; Faith Gacheru2; Holli
Sharples2; Michelle Moniz2; Jennifer Waljee2; Mark Bicket2; Lisa
Kane Low2; LaTeesa James2; Alex Peahl3
1Wake Forest University, Winston-Salem, NC; 2University of
Michigan, Ann Arbor, MI; 3Michigan Medicine, Ann Arbor, MI

10:30 AM - 12:30 PM
Objective: To update our rapid review assessing the evidence
for key aspects of pain management following cesarean birth, to
inform new clinical practice guidelines.

Study Design: We used Ovid MEDLINE, Elsevier’s Scopus,
Elsevier’s Embase, Google Scholar, PubMed, and Web of Science
to perform a narrative synthesis of studies that assessed opioid
use, analgesia effects, patient-centered outcomes, and disparities
in the general population, patients with opioid use disorder
(OUD), chronic pain, and psychiatric conditions. Articles were
screened and abstracted by two reviewers. Quality was assessed
using theRAND/UCLAAppropriatenessMethodology approach.
Results: Of 2753 studies screened, 106 were included: 24 RCTs, 5
non-RCTs, and 77 observational studies (7 with very high/critical,
28 with high/serious, 25 with moderate/some concerns for,
and 17 with low risk of bias). Following cesarean birth, mul-
timodal, non-opioid interventions (e.g. scheduled ibuprofen
and acetaminophen) consistently reduced opioid consumption
and/or prescribingwithout increasing pain. discharge prescribing
studies showed variability and racial/ethnic disparities following
cesarean births. Patients with chronic pain and psychiatric con-
ditions had increased opioid exposure and persistent use. Non-
pharmacologic strategies had limited evidence for pain reduction
but high satisfaction. Tailored prescribing reduced outpatient
opioid use without worsening pain control. Higher inpatient use,
discharge prescription size, and substance abuse history were
associated with new persistent opioid use. Patients with chronic
pain and psychiatric conditions had increased opioid exposure
and persistent use.
Conclusion: Multimodal opioid-sparing strategies provide ade-
quate pain control while limiting opioid use after cesarean birth.
Non-pharmacologicmethodsmay provide low-risk enhancement
in pain management. There are significant evidence gaps for
postpartum pain management in patients with OUD, chronic
pain, and psychiatric conditions.

730 | Non-Hormonal Treatments for Vasomotor Sequelae
in Patients with PostpartumHemorrhage Requiring
PeripartumHysterectomy

Daniel J. Martingano1; Amanda F. Francis Oladipo2; Marwah
Al-Dulaimi3; Sandra Kumwong4; Andrea Ouyang5; Lauren
Cue6; Ashley Nguyen3; Francis X. Martingano7; Shailini Singh8;
Mark Rebolos3; Kristin Cohen9; Alexander Ulfers10; Donald
Morrish3; Iffath A. Hoskins11
1St. John’s Episcopal Hospital-South Shore and William Carey
University College of Osteopathic Medicine, Far Rockaway, NY;
2Hackensack University Medical Center, Hackensack, NJ; 3St.
John’s Episcopal Hospital-South Shore, Far Rockaway, NY; 4Touro
College of Osteopathic Medicine-Harlem Campus, New York, NY;
5William Carey University, Hattiesburg, MS; 6Rutgers University
and the Jersey City Medical Center, Jersey City, NJ; 7NYU
Grossman School of Medicine - NYU Brooklyn, New York, NY;
8AtlantiCare Regional Medical Center, Pamona, NJ;
9RWJBarnabas Health - Trinitas Regional Medical Center,
Elizabeth, NJ; 10Walter Reed National Military Medical Center,
Bethesda, MD; 11Albert Einstein College of Medicine - Montefiore
Medical Center, New York, NY

10:30 AM - 12:30 PM
Objective: Emergent peripartum hysterectomy may be required
as a lifesaving procedure for sever postpartum hemorrhage
(SPPH). SPHH requiring hysterectomy can rarely be associated
with severe complications such as unintended oophorectomy or
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Sheehan syndrome, which respectively can lead to vasomotor
sequelae. This study sought to evaluate the effectiveness of non-
hormonal treatment regimens for vasomotor sequelae in patients
with pregnancies complicated by SPHH requiring peripartum
hysterectomy.
Study Design: We conducted a multi-center, prospective obser-
vational study from 7/2019 to 7/2024 comparing all pregnant
patients requiring a peripartum hysterectomy due to SPHH
and endorsed vasomotor symptoms up to 6-months postpartum.
Monotherapy clonidine 24-hour patch, paroxetine, gabapentin,
black cohosh, sertraline, and fluoxetine were included as covari-
ates. Patients less than 34 0/7 weeks gestation, with prior
endocrine or rheumatology disorders, or allergies to or prior use
of any of the covariates were excluded. The primary outcomes
included patient-reported resolution of daytime and/or nighttime
symptoms confirmed by provider assessment and the need to
switch medication, as discrete events.
Results: The study included 27 patients who reported vasomotor
symptoms following SPHHrequiring hysterectomy. Study groups’
demographics were not significantly different. 16 (59.3%) patients
had complications of unintended oophorectomy, 20 (74.1%) were
diagnosedwith Sheehan Syndrome, and 9 (33.3%)were diagnosed
with both conditions. Patients using the clonidine 24-hour patch
were more likely to achieve daytime vasomotor symptom reso-
lution (92.6% v. 18.5%, p = 0.030) and were less likely to switch
medications (85.2% v. 22.2%, p = 0.004). Patients using paroxetine
at doses of 10mg or greater were more likely to achieve resolution
of both nighttime vasomotor and insomnia symptoms compared
to non-use (88.9% v. 11.1%, p = 0.021).
Conclusion: Clonidine and paroxetine are reasonable nonhor-
monal treatment therapies for vasomotor sequelae in patients
with pregnancies complicated by SPHH requiring peripartum
hysterectomy.

731 | Effect of Oral Magnesium Supplementation as
Adjunctive Treatment in Pregnancies Complicated by
Chronic Hypertension

Daniel J. Martingano1; Amanda F. Francis Oladipo2; Marwah
Al-Dulaimi3; Sandra Kumwong4; Andrea Ouyang5; Lauren
Cue6; Ashley Nguyen3; Francis X. Martingano7; Shailini Singh8;
Alexander Ulfers9; Mark Rebolos3; Kristin Cohen10; Donald
Morrish3; Iffath A. Hoskins11
1St. John’s Episcopal Hospital-South Shore and William Carey
University College of Osteopathic Medicine, Far Rockaway, NY;
2Hackensack University Medical Center, Hackensack, NJ; 3St.
John’s Episcopal Hospital-South Shore, Far Rockaway, NY; 4Touro
College of Osteopathic Medicine-Harlem Campus, New York, NY;
5William Carey University, Hattiesburg, MS; 6Rutgers University
and the Jersey City Medical Center, Jersey City, NJ; 7NYU
Grossman School of Medicine - NYU Brooklyn, New York, NY;
8AtlantiCare Regional Medical Center, Pamona, NJ; 9Walter Reed
National Military Medical Center, Bethesda, MD; 10RWJBarnabas
Health - Trinitas Regional Medical Center, Elizabeth, NJ; 11Albert
Einstein College of Medicine - Montefiore Medical Center, New
York, NY

10:30 AM - 12:30 PM
Objective: Intravenous magnesium sulfate remains an essential
medication for seizure prophylaxis in the context of severe

preeclampsia (SPEC), with oral formulations reserved for non-
severe comorbid conditions with inconsistent results. This study
sought to determine the effect of oral magnesium supplemen-
tation as adjunctive treatment in pregnancies complicated by
chronic hypertension (CHTN).
Study Design: We conducted a multi-center, prospective obser-
vational study from 7/2022 to 7/2024 and included all pregnant
women diagnosed with chronic hypertension requiring antihy-
pertensive medication with gestational ages ranging from 24 0/7
through 38 0/7 weeks-gestation. All patients were prescribed low-
dose aspirin prophylaxis. Monotherapy magnesium oxide and
magnesium citrate were included as covariates. The primary
outcomes included diagnosis of superimposed SPEC, new-onset
headache (NOH) not relieved by acetaminophen monotherapy,
and worsening hypertension requiring additional or initiation of
antihypertensive medications, as discrete events. Patients with
preexisting neurological or cardiac disorders or allergies to any
included medications were excluded. Medication choice was
determined by physician clinical assessment.
Results: The study included 693 patients diagnosed with CHTN.
351 patients were given magnesium oxide and 342 patients were
given magnesium citrate. Baseline demographic factors were not
significantly different. Patients who received magnesium oxide
were less likely to develop SPEC (30.1% v. 69.9% p = 0.001) or
NOH (14.1% v. 73.1%, p< 0.001) with a 14% (RR = 0.86, 95%
CI 0.68-0.93, p = 0.004) and 33% (RR = 0.67, 95% CI 0.41-0.82,
p = 0.002) decreased risk in adjusted models, respectively. In
stratified analysis, patients with BMI < 30 kg/m2 who received
magnesium oxide were less likely to require addition or initiation
of antihypertensive medications (54.8% v. 22.9%, p = < 0.001).
None of the primary outcomes were significant for patients
receiving magnesium citrate.
Conclusion: Magnesium oxide supplementation may be benefi-
cial for patients with pregnancies complicated by CHTN.

732 | Twin Pregnancy is a Significant Risk Factor for
Delivery within 24 hours in P-PROM

Daniel Gabbai1; Itamar Gilboa1; Anat Lavie2; Yariv Yogev3;
Emmanuel Attali1
1Lis Hospital for Women’s Health, Tel Aviv Sourasky Medical
Center, Tel-Aviv, Tel Aviv; 2Tel Aviv Sourasky Medical Center, Tel
Aviv Sourasky Medical Center, Tel Aviv; 3Lis Maternity Hospital,
Sourasky Medical Center, Tel Aviv University, Tel Aviv Sourasky
Medical Center, Tel Aviv

10:30 AM - 12:30 PM
Objective: To assess the likelihood of delivery within 24 hours
after pretermpremature rupture ofmembranes (P-PROM) in twin
pregnancies in comparison to singleton pregnancies.
Study Design: We conducted a retrospective cohort study in a
tertiary university-affiliated medical center with approximately
12,500 deliveries annually (2012-2023). Data collected encom-
passed demographic and obstetrics characteristics including
maternal age, gestational age at delivery, body mass index,
parity, mode of delivery, and delivery outcomes. A comparison
was made between twin (study group) and singleton (control
group) pregnancies with P-PROM (gestational age 24+0-36+6).
Statistical analyses, including Cox regression and multivariate
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logistic regression, were performed to evaluate the impact of twin
pregnancies on the likelihood of delivery within 24 hours.
Results: 1) During the study period, 145,883 women delivered
in our center. Of them, 1,498 [1%] women were admitted with
P-PROM, of whom 297 (19.9%) with twin pregnancies.
2) The characteristics of the two groups differ regarding gesta-
tional age at delivery, parity, previous cesarean deliveries, and
mode of conception [Table 1].
3) In the study group, 234 women (78.8%) delivered within
24 hours, while 697 women (58.3%) in singleton pregnancies
(p-value< 0.001).
4) Using a Cox regression and multivariate logistic regression,
twin pregnancy was identified as a significant factor for delivery
within 24 hours: HR 2.3 (95%CI 1.9-2.7, p< 0.001) [Table 2].
Conclusion: Twin pregnancy was found to be the most signif-
icant risk factor for delivery within 24 hours in women with
P-PROM.

733 | The 5-Year Results of an Institutional Shadowing
Program Aiming to Train New Senior “Obstetricians
On-Call”

Daniel Tairy1; Eran Weiner2; Anat Engel3; Yael Ganor Paz1
1Edith Wolfson Medical Center, Holon, HaMerkaz; 2Wolfson
Medical Center, Wolfson Medical Center, Tel Aviv; 3Edith Wolfson
Medical Center, holon, HaMerkaz

10:30 AM - 12:30 PM
Objective: On-call night and weekend shifts are pivotal com-
ponents of the clinical activity of any obstetric unit. Worldwide,

these teams are usually led by a senior in-house “obstetrician
on call” (OOC). This study presents the effects of a structured
institutional shadowing program to train future OOCs (fOOC) on
their clinical competencies and on obstetric adverse outcomes.
Study Design: In August 2022 we implemented a training pro-
gram where senior residents (fOOCs) improve complex obstetric
and leadership competencies by performing repeated 24h calls
shadowed by an experienced obstetrician. After each 24h call the
fOOC received a structured oral and written feedback scoring
their competencies. Additionally, the fOOC’s self-assessed their
respective competencies upon entering and completing the pro-
gram using structured questionnaires. Lastly, we compared the
occurrence of major maternal and neonatal adverse outcomes
before (January 2019 to July 2022 = P1) vs. after (August 2022 to
July 2024 = P2) the program implementation.
Results: As of August 2024 we performed 151 shadowed 24h
shifts, performed by 8 fOOCs trained by 15 obstetricians. The
fOOC’s skills were evaluated with a higher performance degree
when compared between upon entering vs. completing the
program as assessed by the fOOCs as well as by the senior
obstetricians (p< 0.05 to all). Figure 1 describes an example for the
improvement of the clinical competencies as were assessed by the
senior obstetricians for the cohort of fOOCs during the program.
Additionally, when comparing the 13336 on-call deliveries in P1
to the 8718 on-call deliveries in P2, P2 was characterized by
lower rates of maternal bleeding and transfusion (p< 0.001),
shoulder dystocia (p= 0.04), neonatal Apgar score< 7 (p= 0.009),
respiratory morbidity (p = 0.02), Erb’s palsy (p = 0.03), and
neonatal death (p = 0.05)- table 1.
Conclusion: The implementation of a shadowing training pro-
gram to fOOC was associated with a higher reported perception
of clinical competencies, and the 2-year period post implemen-
tation was associated with institutional lower rates of important
obstetric adverse outcomes.
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734 | PretermMedically Indicated Labor Induction and
Mode of Delivery in Patients with Obesity

Daniella Rogerson1; Madison Kent2; Minhazur R Sarker1; Alice
Sutton1; Elizabeth Nicole Teal3; Cynthia Gyamfi-Bannerman3
1University of California San Diego Health, San Diego, CA;
2University of California San Diego, San Diego, CA; 3University of
California, San Diego, San Diego, CA

10:30 AM - 12:30 PM
Objective: Maternal obesity is associated with cesarean delivery
(CD) during induction of labor (IOL) at term; whether the same
is true for patients with obesity undergoing preterm IOL is
unknown. We sought to evaluate CD rates for patients with and
without obese BMI undergoing medically indicated preterm IOL.
Study Design: This is a secondary analysis of a multicenter,
randomized trial of singleton pregnancies at risk for preterm
delivery. Participants with body mass index (BMI) >18.5 who
underwent IOL for any indication were included. Planned CD
and spontaneous labor were excluded. We compared delivery
mode among participants undergoing preterm IOL by body mass
index (BMI) at delivery: non-obese 18.5-29.9, class 1 30-34.9, class
2 35-39.9, class 3 > 40. The primary outcome was incidence of CD
by BMI class. Chi-square, ANOVA and multivariable regression
tests determined the strength of association.
Results: Of 1236 included participants, 482 had non-obese BMI
(39%); 288 (23%), 220 (18%) and 246 (20%) had class 1-3 obesity.
Pregnancies with class 1-3 obesity were more likely to be of Black
race (20% for non-obese; 27%, 29% and 37% for class 1-3) or have
hypertension (HTN) (6% non-obese; 13%, 21%, 33% class 1-3) or
gestational diabetes (GDM) (6% non-obese; 13%, 18%, 21% class 1-
3) (p values < .0001). In a univariate analysis, those with obesity
were more likely to undergo unplanned CD than their non-obese
counterparts (p< .0001). In a multivariable analysis adjusted for

nulliparity, advanced maternal age, HTN, GDM, and treatment
group, participants with class 1-3 obesity were more likely to
undergo CD than their non-obese counterparts (class 1 aOR 1.62,
95% CI 1.12-2.36, class 2 aOR 2.30, 95% CI 1.55-3.41, class 3 aOR
2.96, 95% CI 2.02-4.33).
Conclusion: These novel findings suggest thatwhile participants
with obesity aremore likely to undergo CDduringmedically indi-
cated pre-term IOL, the majority still deliver vaginally. This data
may aid in counseling patients undergoing medically indicated
pre-term delivery who have obese BMI.

735 | Nicu Admission for Neonatal Hypoglycemia and
Impact on Breastfeeding Outcomes Among Gravidas with
Diabetes

Daniella Rogerson1; Marni B. Jacobs2; Minhazur R. Sarker3; Kim
Boggess4; Ashley N. Battarbee5; Gladys (Sandy) A. Ramos3; On
behalf of the MOMPOD Study Consortium
1University of California San Diego Health, San Diego, CA;
2University of California, San Diego Health, San Diego, CA;
3University of California, San Diego, San Diego, CA; 4University of
North Carolina at Chapel HIll, Chapel Hill, NC; 5Center for
Women’s Reproductive Health, University of Alabama at
Birmingham, Birmingham, AL

10:30 AM - 12:30 PM
Objective: Neonatal hypoglycemia (NH) is common in preg-
nancies with diabetes mellitus (DM) and can lead to neonatal
intensive care unit (NICU) admission, a known barrier to breast-
feeding (BF).We hypothesized that BF rates are lower after NICU
admission among infants with NH compared to NICU admission
without NH. This study compares BF rates among gravidas with
DM with neonatal NICU admission.
StudyDesign: This is a secondary analysis of theMOMPOD ran-
domized controlled trial of metformin versus placebo in insulin
treated DM. Participants with live births and intention to BFwere
included. NH was defined as glucose < 40mg/dL or requiring
IV glucose within 72 hours. A BF questionnaire was collected
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30 days postpartum. Primary outcome was exclusive and partial
BF among participants with neonatal NICU admission with NH
versus other indications. Secondary outcomes were time and
reasons for BF cessation. Characteristics were compared with
Chi-square and t-tests orWilcoxon; multivariable regression tests
were performed.
Results: Of 468 participants who completed a BF survey, 378
were included. 142 neonates were admitted to the NICU: 102 with
NH and 40 without. Neonates admitted to the NICU with NH
were more often born by cesarean and had higher birthweight
than those without (p < 0.05, Table 1). No BF, exclusive BF, and
partial BF did not differ between groups; this remained truewhen
adjusting for birthweight and mode of delivery (aOR 0.62, 95% CI
0.25–1.51, aOR 2.72, 95%CI 0.54 –13.60, aOR 1.10, 95%CI 0.44–2.70,
Table 2). Participants who stopped BF did so at an average of 2.8
weeks for both groups (p = 0.91) and for similar reasons (trouble
latching, pain, poor weight gain, low supply, p > 0.05, data not
shown).
Conclusion: Among pregnancies complicated by DM, NICU
admission with NH did not pose additional barriers to BF
compared with NICU admission in general, although analysis is
limited by sample size. Future studies examining specific reasons
for BF cessation pertinent to NH are needed to understand which
factors affect BF in this population.

736 | The Rate of Weight Gain During Pregnancy and
Newborn Head Circumference

Danruo Zhong; Grace Liu; Khadija R. Jones; Elizabeth Werner;
Catherine E. Monk
Columbia University Irving Medical Center, New York, NY

10:30 AM - 12:30 PM

Objective: Weight during pregnancy, a marker of gestational
biology and maternal health, has been related to neonatal out-
comes. However, no study has examined the effects of the rate
of weight gain during pregnancy on newborn head circumfer-
ence, an early indicator of children’s neurodevelopment (e.g.,
autism spectrum disorder). In this study, we aim to examine
the association between the initial level and the rate of body
mass index (BMI) change during pregnancy and newborn head
circumference.
StudyDesign: This is a secondary data analysis from the Prenatal
Stress: The Epigenetic Basis of Maternal and Perinatal Effects
Study. From n = 187 pregnant participants (MAge = 29.64; SDAge =
6.24), BMI in pregnancy was collected three times at gestational
week 15, 25, and 35, respectively. Newborn head circumference,
gestational age at birth, and sex were abstracted from themedical
record. We hypothesized that BMI intercept (from 15 weeks)
and slope would be positively associated with newborn head
circumference.
A latent growth curve model (LGCM) was used to delineate the
trajectories ofmothers’ BMI across three assessments, treating the
intercept (BMI at 15 weeks) and the slope (rate of BMI change)
as two latent variables. Additionally, a structural equation model
(SEM) was built, predicting newborn head circumference from
the intercept and the slope of BMI while controlling for mother’s
age, newborn gestational age at birth and sex.
Results: Sample characteristics are shown in Table 1. Pregnant
individuals’ BMI intercept (B = 1.27, p < .05) and slope across
three assessments (B = 1.19, p < .05) were positively associated
with newborn head circumference (Figure 1).
Conclusion: Individuals’ BMI at the start of the 2nd trimester
and its rate of change throughout the 2nd and 3rd trimesters
were positively associated with newborn head circumference.
These findings suggested that the rate of gestational weight gain,
in addition to weight status, may play an important role in
influencing infant growth and future health.
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737 | Risk Factors for Preeclampsia Following Early Onset
Fetal Growth Restriction

David Nadav Sabag1; Ronen Fluss2; Rakefet Yoeli-Ullman3;
Abraham Tsur4
1Sheba Medical Center, Ramat Gan, Tel Hashomer, Israel,
Givatayim, HaMerkaz; 2Gertner Institute, Ramat Gan, HaMerkaz;
3Sheba Medical Center, Ramat Gan, HaMerkaz; 4Sheba Medical
Center, Ramat Gan, Tel Hashomer, Israel, Ramat Gan, HaMerkaz

10:30 AM - 12:30 PM
Objective: Early onset fetal growth restriction (FGR) may pre-
cede the development of preeclampsia (PE). The aim of this study
was to evaluate risk factors associatedwith the development of PE
in individuals with early onset FGR.
Study Design: The study included all consecutive individuals
admitted to the antepartum unit of a tertiary university affiliated
medical center between 2011-2024 for the diagnosis of early onset
FGR. Maternal and pregnancy characteristics were recorded,
including: maternal age, BMI, smoking, parity, gestational age
(GA) at diagnosis, chronic hypertension, maternal cardiac dis-
ease, pre- or gestational diabetes, thrombophilia, chronic renal
disease, history of major pregnancy complications, mode of con-
ception, number of fetuses, premature contractions, ultrasound
(US) measured abdominal circumference (AC), US measured
estimated fetal weight (EFW), umbilical artery doppler PI (UAPI)
and middle cerebral artery doppler PI (MCAPI).
AC and EFWwere classified as < 5% and < %3 respectively based
on local population growth charts. UAPI and MCAPI percentiles
calculated per specific gestational age.
We investigated the association of these variables with develop-
ment of PE using univariate andmultivariable logistic regression.
Results: During the study period 774 pregnant individuals were
admitted for early-onset FGR, while 79 of them (10.2%) subse-
quently developed PE. Table 1 presents maternal and pregnancy
characteristics according to the development of PE. Using multi-
variate analysis (Table 2) GA 24-28 weeks at diagnosis (OR 2.54,
CI 1.20-5.36, p = 0.01), AC below the 5th percentile (OR 2.31,
CI 1.10-4.86, P = 0.02), and UAPI above the 95th percentile (OR
3.35, CI 1.55-7.20, P< 0.01) were significantly associated with the
subsequent development of PE.

Conclusion: Early GA at diagnosis of FGR, AC below the 5th
percentile and UAPI >95th percentile are significantly associated
with the development of PE in pregnancies complicated by
early-onset FGR.
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738 | Severe Maternal Morbidity In Urban vs Rural
Populations Following Patient Safety Bundle
Implementation in Hawaii

Deepraj K. Pawar1; Mary Tschann2; Julie Kathman3; Rebecca
Delafield4; Pai-Jong Stacy Tsai2
1University of Hawaii, Honolulu, HI; 2University of Hawaii, John
Burns School of Medicine, Honolulu, HI; 3Health Association of
Hawaii, Honolulu, HI; 4University of Hawaii, Manoa, Honolulu,
HI

10:30 AM - 12:30 PM
Objective: The Alliance for Innovation on Maternal Health
(AIM) has developed evidence-based patient safety bundles (PSB)
to decrease severematernalmorbidity (SMM) for several obstetric
outcomes including hemorrhage. In 2021, 10/12 hospitals with
birthing facilities in Hawaii adopted AIM safety bundles.
Hawaii faces challenges in implementing such interventions
given its unique geography. Hawaii has 5 urban birthing facilities,
all located on the island of Oahu, and 7 rural facilities, located on
neighbor islands. Resources, such as blood products, are limited
on neighbor islands and transfer to higher level tertiary urban
facilities requires air transportation. Our goal was to explore how
SMM rates in the setting of obstetric (OB) hemorrhage differ
between rural vs urban centers in Hawaii, particularly since AIM
PSB implementation.
Study Design: We abstracted data from the AIM Data Center,
which provided aggregated SMM rates among OB hemorrhage
cases (excluding ectopic pregnancy and spontaneous abortion)
for 4 urban and 6 rural birthing facilities in the state of Hawaii,
and stratified by year from 2016 to 2023.
Results: A total of 9,527 births were included. Average SMM rates
in OB hemorrhage at rural centers ranged from 18.0% to 27.4%
over the course of the 2016 to 2023 study period (Figure 1). At the
time of implementation of AIM PSB in 2021, SMM rate was 24.2%,
fluctuating to 18.0% and 27.4% in 2022 and 2023 respectively. In
Hawaii’s urban centers, SMM fluctuated between 18.1% to 24.7%
during the study period, with a rate of 22.3% in 2021, decreased to
18.4% by 2023.
Conclusion: Our analysis showed that Hawaii’s rural centers
often have a higher rate of SMM thanHawaii’s urban centers. Our
analysis also revealed that urban populations did have a reduction
in SMM rates amongOB hemorrhage after the implementation of
AIM PSB in 2021; rural populations did not see a similar decrease.
This data supports previous known association between rural
residence and increased SMM. Further studies are warranted
to identify specific trends and interventions for the unique
challenges rural Hawaiian communities face.

739 | Risk Factors Associated with Uterine Rupture in
Stillbirth Pregnancies with Prior Cesarean

Dharani Ramaiah1; Ashley Boerrigter2; Emily A. DeFranco3
1University of Kentucky College of Medicine, Lexington, KY;
2University of Kentucky, Lexington, KY; 3Department of Obstetrics
and Gynecology, University of Kentucky, Lexington, KY

10:30 AM - 12:30 PM
Objective: The risk-benefit ratio of trial of labor after cesarean
differs when fetal risk is absent, as in pregnancies complicated
by stillbirth. We aimed to quantify risk factors associated with
uterine rupture in mothers with stillbirth and prior cesarean to
help inform counseling regarding mode of delivery and risk.
Study Design: Case-control study using US vital statistics fetal
death data from all stillbirths in the US, 2005-2021. Study
populationwas limited to patientswith prior cesarean and birth at
≥ 20 weeks gestation. The case and controls were deliveries with
and without uterine rupture, respectively. Logistic regression
estimated the risk of various factors and uterine rupture while
adjusting for coexisting risks.
Results: There were 422,963 stillbirths during the study period.
15,132(3.6%) were ≥ 20wks and had prior cesarean. 332 (2.2%)
cases had uterine rupture and 14,800 (97.8%) controls did not.
Hispanic ethnicity was associated with lower odds of rupture,
whereas no prenatal care, two or more prior cesareans, preterm
delivery < 28 weeks, and TOLAC were associated with higher
odds of rupture, even after adjusted analyses. Themost significant
associationwas trial of labor after cesarean (TOLAC) being nearly
4.5 times more likely to result in uterine rupture (OR = 4.48
[3.28-6.13], p< 0.001). The rate of uterine rupture among those
undergoing TOLACwith 1, 2 and 3 or greater cesareans was 8.9%,
22.9%, and 19.7%, respectively.
Conclusion: Sociodemographic, medical, and obstetric factors
influence the risk of uterine rupture among pregnancies com-
plicated by stillbirth and prior cesarean. The highest risk for
uterine rupturewas observedwith no prenatal care, early preterm
delivery, higher number of prior cesareans and TOLAC attempt.
These data may be useful in counseling regarding mode of
delivery and anticipated risks when managing delivery in cases
of stillbirth.
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740 | The Association BetweenMaternal Preeclampsia and
the Risk for Offspring Endocrine Morbidity– Sibling
Matched Analysis

Dor Marciano1; Eyal Sheiner2; Tamar Wainstock2
1Soroka university medical center, Soroka, HaDarom;
2Department of Obstetrics and Gynecology, Soroka University
Medical Center, Ben-Gurion University of the Negev, Beer-Sheva,
Israel., Beer Sheva, HaDarom

10:30 AM - 12:30 PM
Objective: Emerging research suggests maternal preeclampsia
may be linked to long-term endocrine morbidities in offspring,
but these studies may be biased due to uncontrolled confounding
variables. This sibling-matched study investigates the association
betweenmaternal preeclampsia during pregnancy and long-term
endocrine hospitalizations in offspring, rigorously controlling for
potential confounders.
Study Design: A retrospective population-based cohort study
was conducted with parous women diagnosed with preeclampsia
in one pregnancy. A sibling-matched analysis compared siblings
where one was prenatally exposed to maternal preeclampsia, and

the other was not. The incidence of hospitalization for endocrine
morbidities, including diabetes mellitus, thyroid disorders, and
obesity, was compared between siblings, aswell as the time to first
hospitalization. Multivariable generalized estimation equation
(GEE) analysis adjusted for confounding variables.
Results: Among 8544 siblings, with half born after a preeclamp-
tic pregnancy, the Kaplan-Meier survival curve showed no
higher cumulative endocrine-related hospitalization rates in the
preeclampsia group (log-rank P = 0.363). The crude rates of
total endocrine hospitalizations were comparable between the
preeclampsia and non-preeclampsia groups (0.6% vs. 0.5%; OR =
0.994; 95%CI 0.992-0.997 P= 1.0). After adjusting for confounders
such as maternal age, gestational age, and induction of labor, the
adjusted hazard ratio from the GEE model was not significant
(adjusted HR = 1.112; 95% CI 0.598-2.068 P = 0.737).
Conclusion: This sibling-controlled cohort study found no
significant association between maternal preeclampsia and long-
term endocrine-related hospitalization in offspring after adjust-
ing for potential confounders. These findings suggest that prior
associationsmay have been influenced by unmeasured confound-
ing variables. Further research is needed to validate these results
and continue exploring the long-term endocrine implications of
maternal preeclampsia.

741 | Menopausal Pregnancy–should there be a Ceiling for
Advanced Maternal Age?

Dvora Kluwgant1; Tracy B. Grossman2; Caroline Andy3
1NYPBrooklyn Methodist Hospital - - Brooklyn, NY, Brooklyn, NY;
2NYPBrooklyn Methodist Hospital - Brooklyn, NY, New York, NY;
3Weill Cornell Medical School, New York, NY

10:30 AM - 12:30 PM
Objective: It has been well described that pregnancies in women
who are ≥ age 35 carry an increased risk of adverse maternal
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and neonatal outcomes. The age at which patients are becoming
pregnant through reproductive technology has steadily been
increasing to age 50 and beyond, potentially pushing the bound-
aries of whatmay be considered a safe age for pregnancy. Because
pregnancies in this age range are not well studied, our objective
was to describe the rates of adverse pregnancy outcomes of
patients age 50 and older and compare them to previously
reported rates of outcomes in advanced maternal age (AMA)
patients age ≥ 35 and < 50 years.
Study Design: This is a retrospective observation study describ-
ing maternal and neonatal outcomes of pregnancy ≥ age 50 from
2019–2024 at our institution. The rates of adverse pregnancy
outcomes were compared to previously reported outcome data
from large meta-analyses of AMA pregnancy ≥ 35 and < 50
years. Demographic factors, pregnancy and neonatal outcomes
were obtained from medical records.
Results: 15 patients were included with a total of 14 live births.
Median gestational age at conception was 51 years old, with an
age range from 51-65 years. Compared to previously reported
outcome data of pregnancies in patients≥ 35 and< 50 years, there
was a statistically significant increase in the rate of hypertensive
disorders of pregnancy (26.7% vs. 3.1%; p-value < 0.001) and
cesarean delivery (73.3% vs 28.7%; p-value < 0.001). Rates of
NICU admission and preterm birth were also increased, but not
significantly different among the two groups.
Conclusion: There was an increased risk of some adverse
pregnancy in patients age 50 or above compared to AMA
patients younger than 50. Due to the rarity of these pregnancies,
evidenced-based protocols to optimize pregnancy outcomes in
postmenopausal patients have not yet been developed. Patients
planning pregnancy at age 50 or later should be strongly
cautioned about the increased risk of adverse outcomes, and
alternative options should be considered.

742 | Utility of Prenatal Nutrition Consult in Achieving
RecommendedWeight Gain in Diamniotic Twin
Pregnancies

Elena Lands1; Andrea Pelletier2; Rachel L. Wood3; Carolina
Bibbo4
1University of Pittsburgh Medical Center Magee-Womens Hospital,
Pittsburgh, PA; 2Brigham &Women’s Hospital, Boston, MA; 3Duke
University, Durham, NC; 4Brigham and Women’s Hospital,
Boston, MA

10:30 AM - 12:30 PM
Objective: To determine if prenatal nutrition counseling affected
maternal weight gain and birth outcomes in diamniotic pregnan-
cies

Study Design: A retrospective cohort of diamniotic twin preg-
nancies cared for by maternal-fetal medicine specialists at one
academic institution from January 2021 to December 2022 was
collected. Patients were grouped based on whether they received
a nutrition consult or not. Institute of Medicine (IOM) goals
for twin pregnancies were used to determine appropriate weight
gain based on pre-gravid BMI. Comparisons were performedwith
Chi-square, t-tests, and multivariable logistic regression adjusted
for characteristics that were significantly associated with the
outcome.
Results: Our cohort included 109 patients with and 70 without a
nutrition consult. The rate of monochorionicity was significantly
higher in the nutrition group at 49 versus 13% (p< 0.001). The
mean pre-gravid BMI was significantly lower in the nutrition
group (26 vs. 28.9, p = 0.006). The groups were otherwise similar
(Table 1).
Nutrition consult was associatedwith a significantly highermean
total weight gain (17.9 vs. 13.4 kg, p< 0.001) and a significantly
higher rate of meeting IOM goals (59 vs. 29%, p = 0.003). Mean
gestational age at deliverywas 5.6 days later in the nutrition group
(p = 0.04). When adjusted for age, race, parity, marital status,
pregravid BMI, and chorionicity, those who did not receive a
nutrition consult had over doubled odds of delivery < 34 weeks
(aOR 2.65, 95% CI 1.12-6.23) and of a very low birthweight neonate
(aOR 2.34, 95% CI 1.19-4.62) (Table 2).
Conclusion: Prenatal nutrition consult in diamniotic twin preg-
nancies resulted in a significantly higher proportion of patients
meeting IOM weight gain goals, later gestational age at delivery
with significantly fewer births before 34 weeks, and lower risk of
very low birthweight neonates. This supports the importance of
prenatal nutrition consult for twin pregnancies.
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743 | Association Between Adverse Pregnancy Outcomes
and Awareness of Cardiovascular Risk Factors: a
Numom2b-HHS Secondary Analysis

Elizabeth Wendl1; Lauren H. Theilen2; Amanda A. Allshouse2;
Philip Greenland3; Lisa D. Levine4; William A. Grobman5;
Natalie A. Cameron3; George R. Saade6; On behalf of the
NuMoM2b-HHS Network
1University of Utah, North Salt Lake City, UT; 2University of Utah,
Salt Lake City, UT; 3Northwestern, Northwestern/Chicago, IL;
4University of Pennsylvania Perelman School of Medicine,
Philadelphia, PA; 5The Ohio State University, Columbus, OH;
6Macon & Joan Brock Virginia Health Sciences Eastern Virginia
Medical School at Old Dominion University, Norfolk, VA

10:30 AM - 12:30 PM
Objective: Adverse pregnancy outcomes (APOs) complicate up
to 20% of pregnancies and are associated with increased risk of
subsequent cardiovascular (CV) disease. We aimed to determine
whether having had an APO is associated with greater patient
awareness of their own CV risk factors 2-7 years postpartum.
Study Design: This is a secondary analysis of the NuMoM2b-
HHS study. We included participants with a CV risk factor
(hypertension [HTN], diabetes/prediabetes [DM], and/or dys-
lipidemia) identified 2-7 years after index pregnancy (Table 1).
We excluded patients with a CV risk factor during the index
pregnancy; a subsequent pregnancy; and patients who did not
fast for their blood draw. Exposure was an APO in the index
pregnancy: hypertensive disorders of pregnancy, gestational DM,
preterm delivery, small-for-gestational age, and stillbirth. The
primary outcome is a composite of self-awareness of HTN, DM,
or dyslipidemia diagnoses after the index pregnancy utilizing
patient questionnaire data. Using logistic regression, we esti-
mated the association between exposure and outcome using three
models (unadjusted, fully adjusted, and parsimonious).
Results: Among 980 included participants with CV risk factors
identified 2-7 years after the index pregnancy, 77% had only one
risk factor with the most common being HTN (34%). APO was
present in 35% of patients with the most common being hyper-

tensive disorders of pregnancy. The primary outcome (awareness
of a CV risk factor) was present in 22% of women (220/980)
- 26% of women with an APO versus 20% without. Prior to
adjustment, odds ratio (OR) of APO history and awareness of
later CV risk factors was 1.379 (95% CI 1.013-1.877). After full
adjustment and the use of a parsimonious model, there was no
significant association between APO history and awareness of
later CV risk factors with an OR of 1.346 (95% CI 0.974-1.859) and
1.313 (95% CI of 0.960-1.797), respectively (Figure 1).
Conclusion: History of APO was not associated with awareness
of CV risk factors 2-7 years later.WomenwithCV risk factorswere
infrequently aware of their diagnosis (22%).

744 | Can Doulas Help Improve Equity in the Operating
Room?: Clinician Perspectives

Elizabeth Bloom1; Caroline Goldfarb2; Nicole A. Smith3;
Alexandria Williams4; Rasheca Logendran2; Kathleen Clarke5;
Christina Gebel6; Chloe Zera5; Elysia Larson7
1Beth Israel Deaconess Medical Center, BOSTON, MA; 2Harvard
Medical School, Boston, MA; 3Brigham and Women’s Hospital,
Boston, MA; 4Brigham and Women’s Hopsital, Boston, MA; 5Beth
Israel Deaconess Medical Center, Boston, MA; 6Accompany Doula
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Care, Boston, MA; 7Department of Obstetrics and Gynecology,
Beth Israel Deaconess Medical Center, Boston, MA

10:30 AM - 12:30 PM
Objective: We aimed to describe obstetric clinical care team
members’ perspectives on doulas’ impact on equity for birthing
persons in the operating room.
Study Design: We used in-depth, semi-structured interviews
with questions based on the Consolidated Framework for Imple-
mentation Research. Using criterion-I and stratified random
sampling, OB/GYNs, labor and delivery nurses, and anesthesi-
ologists were recruited via fliers and emails. Rapid Qualitative
Analysis was used for data coding and analysis.
Results: Twenty-seven clinicians were interviewed: seven anes-
thesiologists, ten OB/GYNs, and ten labor and delivery nurses.
Of these, three quarters expressed a positive view on the impact
of doulas on equity, describing benefit from an additional voice
advocating for the patient and their goals. Many saw particular
benefit for non-English speaking patients, for whom a language-
concordant doula may significantly improve communication
and trust. Participants also often mentioned benefits for their
patients of color, who they noted sometimes have distrust in
the medical system or may not see themselves reflected in their
care team. Participants also observed that doulas improved equity
by “translating” across levels of health literacy to help patients
understand and accept recommendations, such as the need for
cesarean delivery. Clinicians who were uncertain about doulas’
effect on equity cited concerns about possible inequities in the
implementation of doula support (cost of doula care, variation
in doula experience), while the two clinicians who endorsed a
negative view expressed doubt that doulas improve equity, one
of whom specifically expressed skepticism about the benefit of a
race-concordant doula.
Conclusion: Most clinicians view doulas as beneficial in improv-
ing equity for patients undergoing cesarean delivery. These
benefits mirror those of prior qualitative work exploring general
benefits of doulas for equity, specifically aligning with themes of
patient agency, knowledge, connectedness, and respect. Further
work should examine impact of doulas on equitable experiences
and outcomes in cesarean deliveries.

745 | PeripartumHysterectomy: evolving trends over 50
years in a single European city

Elizabeth Tunney1; Karen Flood2; Ronan Daly1; Shahad
Al-Tikriti3; Carmen Regan1; Declan Keane4; Mike P. Geary5;
Fergal D. Malone6

1Royal College of Surgeons in Ireland, Dublin, Dublin; 2Royal
College of Surgeons in Ireland, Dublin, DE; 3The National
Maternity Hospital, Dublin, Ireland., Dublin, Dublin; 4Royal
College of Surgeons in Ireland., Dublin, Dublin; 5Rotunda
Hospital, Dublin, Ireland., Dublin, Dublin; 6Royal College of
Surgeons in Ireland, Dubiln, Dublin

10:30 AM - 12:30 PM
Objective: The objective of this study was to determine trends in
incidence of, and indications for, peripartum hysterectomy (PH)
over 50 years at a single European city.
Study Design: A retrospective cohort study was performed
between 1966 and 2022 of PH cases performed in the three
large tertiary obstetric hospitals of a single European city. After
identifying all cases, data were collected from the published
clinical reports of all three hospitals.
Results: During the 56 years, there were 1,332,115 deliveries,
with 596 PH performed (0.5/1,000 deliveries). When comparing
study periods, PH incidence in the most recent seven year
period 2016-2022 (0.74/1,000 deliveries) has returned to 1966-1975
levels (0.85/1,000 deliveries) despite transient reduced incidence
between 1986-2006 (0.2/1,000 deliveries). The indications for PH
have changed significantly over the years. While uterine rupture
was the main indication for PH in early years, it is now rare
decreasing from 41% to 1% (p< 0.001). Placenta accreta spectrum
(PAS) has significantly overtaken other indications for PH from
5% to 32% (p< 0.001). The focus towards antenatal diagnosis
of PAS and optimizing surgical management is reflected in our
study, with a notable increase in rates of elective PH from 14%
to 26% (p< 0.001). A strong correlation was observed between the
cesarean delivery rate (6% - 37%) and the prevalence of peripartum
hysterectomy in this large obstetric population (p< 0.001).
Conclusion: The influence of increased cesarean deliveries
internationally is reflected in the increasing incidence of PH,
largely for PAS cases and the increased role of elective PH.
Our data serve to inform how emergency obstetric practice has
evolved over five decades and in turn may be helpful in the focus
on training required for PH in the future.
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746 | Optimal Aspirin Dose in Preeclampsia Prevention: A
Retrospective Comparison of 81 mg and 162 mg

Ellen M. Murrin1; Scott Sullivan2; Garima Sharma3; Olayinka
Agboola2; G. Larry Maxwell2; George R. Saade4; Antonio F.
Saad5
1Inova Fairfax Medical Campus, Falls Church, VA; 2Inova Fairfax
Medical Campus, Fairfax, VA; 3Inova Heatlh, Norfolk, VA;
4Macon & Joan Brock Virginia Health Sciences Eastern Virginia
Medical School at Old Dominion University, Norfolk, VA; 5Inova
Health, Falls Church, VA

10:30 AM - 12:30 PM
Objective: There is a lack of consensus regarding the optimal
dosing for aspirin (ASA) in preeclampsia prevention, with recom-
mendations ranging from 75 to 162 mg daily. This practice reflects
evidence suggesting that dosages above 100 mg are most effective
at reducing preeclampsia risk. Our objective was to compare the
incidence of preeclampsia in patients taking 81 mg versus 162 mg
ASA daily using national data.
StudyDesign: A retrospective cohort study was conducted using
the Cosmos Epic database. Data from pregnancies between June
2021 and July 2024 in which ASA was prescribed were pooled
based on ICD-10 codes. Baseline clinical characteristics and risk
factors were compared between groups. Two-sided chi-square
tests and odds ratios were used for statistical analysis.
Results: A total of 328,310 pregnant patients taking ASA were
identified—81.2% in the 81 mg group and 18.8% in the 162
mg group. The 162 mg ASA group had significantly higher
rates of BMI ≥30, multiple gestation, pre-gestational diabetes,
antiphospholipid syndrome, chronic kidney disease, and chronic
hypertension (Table 1). Obstetric outcomes were poorer in this
group, with increased rates of cesarean delivery and birth weight
< 2500 g.More patients in the 162mg group developed preeclamp-
sia comparedwith the 81mg group (OR 1.31, 95%CI 1.29-1.35). This
difference remained significant despite accounting for the above-
mentioned confounding variables (aOR 1.11, 95%CI 1.11-1.13; Table
2).
Conclusion: In this national dataset, a higher daily dose of
aspirin (162 mg) was not more effective than a lower dose (81
mg) in reducing the risk of preeclampsia, despite correcting for
differences in risk factors that may have prompted clinicians to
use a higher dose. More research is needed to confirm these
findings and optimize aspirin dosing guidelines for preeclampsia
prevention.

747 | Impact of Early Zygosity Determination via NIPT on
Maternal and Neonatal Outcomes in Twin Pregnancies

Ellen M. Murrin1; Elizabeth Levit-Smith2; Helen Havens
Howell3; Alyssa Savelli Binsted4; Peyton Kalan2; Emma
Cherayil2; Tetsuya Kawakita4; George R. Saade4; Antonio F.
Saad5
1Inova Fairfax Medical Campus, Falls Church, VA; 2Inova Fairfax
Medical Campus, Fairfax, VA; 3University of Virginia College of
Medicine, Charlottesville, VA; 4Macon & Joan Brock Virginia
Health Sciences Eastern Virginia Medical School at Old Dominion
University, Norfolk, VA; 5Inova Health, Falls Church, VA

10:30 AM - 12:30 PM
Objective: Monochorionic (MC) twins have significant morbid-
ity compared with dichorionic twins (DC) due to their risk for
unequal placental sharing. Non-invasive prenatal testing (NIPT)
can now determine zygosity, which often informs chorionicity.
This study examines pregnancy outcomes in monozygous (MZ)
and dizygous (DZ) pregnancies and the correlation between
zygosity and chorionicity.
Study Design: A retrospective cohort study of twin pregnancies
with NIPT zygosity results at two tertiary care centers from
January 2020 to 2024 was conducted. Demographics, pregnancy
complications, NIPT results, fetal fractions, placental pathology,
and delivery outcomes were collected. DZ twins were classified
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as DC while chorionicity within the MZ group was determined
by placental pathology. Statistical tests such as Chi-square, Fisher
exact, Wilcoxon rank sum test, or logistical regression were used
as appropriate.
Results: In 177 twin pregnancies with NIPT zygosity testing,
66.3% were DZ and 33.7% MZ. Baseline characteristics did not
differ among groups except for race and gestational age. After
adjusting for these variables, a subgroup analysis was performed
to compare MZ DC and MZ MC to DC subtypes. Within the MZ
group, 8 (17%) were DC and 38 (82.6%) were MC. MZ MC twins
were significantly more likely to experience neonatal morbidities
such as hypoglycemia and hyperbilirubinemia requiring pho-
totherapy, NICU admission, and additional respiratory support
(Figure & Table). The MZ DC group was not more likely to
experience these outcomes. Composite neonatal morbidity was
also more common in the MZ MC group (aOR 6.01 [1.89-10.12], p
= 0.002). Maternal outcomes did not differ between groups.
Conclusion: The early differentiation of chorionicity and zygos-
ity allows for the implementation of tailored care strategies to
enhance outcomes. Our study shows that MZ MC twins have
significantly higher neonatal morbidity, thus underscoring the
necessity for vigilant monitoring and intervention.

748 | The Effect of Glucose Challenge and Oral Glucose
Tolerance Tests Timing on Tests’ Results

Enav Yefet1; Zohar Nachum2

1Tzafon Medical Center, Poriya, HaZafon; 2Emak Medical Center,
Afula, HaZafon

10:30 AM - 12:30 PM
Objective: The usual time for performing glucose challenge test
(GCT) and oral glucose tolerance test (OGTT) is between 24-28
gestational weeks. After which, it is not known whether GCT or
OGTT act in the same manner.
In the present study we compared the results of GCT and OGTT
when the tests were done between 24-28 gestational weeks or
later.
Study Design: A population-based retrospective cohort study of
women who performed GCT between June 2013 and December
2021. In our institution GCT is recommended even after 28.6
weeks to women who did not perform it before. Women with
large for gestational age fetus or polyhydramnios were excluded,
since OGTT is performed in those cases. The rates of abnormal

GCT (≥140 mg%) and gestational diabetes mellitus (GDM) were
compared. GDM was defined as GCT≥200 mg% or at least 2
abnormal OGTT values according to the Carpenter and Coustan
criteria.
Results: Data were collected for 20,485 women with GCT
between 24-28.6 weeks and 1,806 with GCT thereafter. GCT
results for every gestational week are presented in the figure. The
rate of abnormal GCT and GDMwere similar between the groups
(abnormal GCT: 3797 (18.5%) versus 323 (17.9%), respectively; P
= 0.49, and GDM: 1063 (5.2%) versus 86 (4.8%), respectively; P =
0.43)
Conclusion: In low riskwomen,GCTvalues and the rate ofGDM
are similar from 24 weeks and thereafter.

749 | Time from Decision to Execution of Manual
Exploration of the Uterus and PostpartumHemoglobin
Drop

Enav Yefet1; Dana Segal2; Omri Zarka2; Zohar Nachum3

1Tzafon Medical Center, Poriya, HaZafon; 2Emek medical center,
Afula, HaZafon; 3Emak Medical Center, Afula, HaZafon

10:30 AM - 12:30 PM
Objective: Manual exploration of the uterus is performed in
women with postpartum hemorrhage to remove blood clots,
retained placenta and to repair obstetrical tears. There is very
limited data to evaluate the time from when the decision of con-
ducting the manual exploration is made to the actual procedure
to avoid complications.
Study Design: A retrospective cohort study conducted between
2013 and 2019. The data was collected from women in the mater-
nity ward who underwent a manual exploration of the uterus
after a vaginal birth. A comparison was made between women
in whom the time from making the decision of performing
manual exploration to the time of the procedure was more than
20 minutes (>20 minutes cohort) versus up to 20 minutes (≤20
minutes cohort). The primary outcome was the rate of women
with hemoglobin (Hb) decrease of at least 3 g/dL after delivery.
Results: Among 696 women who were analyzed, 224 and 472
women underwent manual exploration >20 minutes and ≤20
minutes, respectively. Characteristics and outcomes are presented
in tables 1 and 2. Mean time from decision to performing manual
exploration was 45±54.8 and 9.5±5.6 minutes in the >20 minutes
and ≤20 minutes cohorts, respectively (P< .0001). Mean Hb
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decrease was greater in the >20 minutes cohort versus ≤20
minutes cohort (3.4 ±1.7 gr∖dl versus 1.8±3.0 gr∖dl, respectively;
P= 0.02). The rate of Hb decrease≥3 g/dL was 59% and 50% in the
>20 minutes and ≤20 minutes cohorts, respectively (P = 0.06).
No other significant differences were observed. The cutoff for
performing manual exploration to predict Hb decrease of at least
3 g/dL was 19 minutes (47% sensitivity, 54% specificity)
Conclusion: While it seems that the medical staff is skilled in
managing the optimal time to performmanual exploration of the
uterus, the time from decision to procedure should be up to 20
minutes in order to avoid excessive blood loss.

750 | Gestational Diabetes Mellitus in Pregnancies with
Suspected Growth Restriction: Blessing or Curse?

Misgav Rottenstreich1; Sahra Nathoo1; Bryon DeFrance2; Jon F.
Barrett2; Eran Ashwal2
1McMaster University, Hamilton, ON; 2McMaster university,
Hamilton, ON

10:30 AM - 12:30 PM
Objective: Fetal growth restriction (FGR) is a condition that
occurs when a fetus fails to achieve its growth potential. Gesta-
tional diabetes mellitus (GDM) is another common complication
during pregnancy associated with accelerated fetal growth. This
study aims to evaluate the impact of GDM on perinatal outcomes
in pregnancies with suspected fetal growth impermanent.

StudyDesign: This retrospective cohort study enrolled singleton
pregnancies without fetal genetic or structural abnormalities and
EFW and/or AC below the 10th centile for gestational age on
the last sonographic assessment within 14 days from delivery.
The study compared pregnancies with GDM to those without
GDM. The primary outcome of interest was the o ccurrence
of composite adverse perinatal outcomes. Multivariable logistic
regressions were performed, adjusting for relevant covariates.
Results: A total of 1,583 patients were included in the study,
with 234 (14.8%) diagnosed with GDM, while 1,349 (85.2%) did
not . Patients with GDM were found to be older, had a higher
body weight, and had higher rates of hypertensive disorders
compared to those without GDM. Patients with GDM experi-
enced longer pregnancies, with a difference of approximately
one week, but there were no significant differences in the rates
o f preterm labor (< 37 weeks). The rates of labor induction
and mode of delivery were comparable between the GDM and
non-GDM groups. Neonates born to mothers with GDM had
higher birthweight and lower adverse perinatal outcome rates
than neonates of normoglycemic pregnancies (45.2% vs. 52.2%;
p = 0.04). In the multivariate analysis, which controlled for
maternal age, parity, oligohydramnios, hypertensive disorders of
pregnancy, gestational age at delivery, and birthweight, it was
found that GDM was significantly and independently associated
with lower adverse perinatal outcome (adjusted odds ratio= 0.65,
95% confidence interval 0.47-0.9) (Table).
Conclusion: GDM significantly impacts perinatal outcomes in
pregnancies with suspected fetal growth impairment and can
potentially improve the overall outcome in such cases.

751 | Addressing Medical Mistrust Among Black Birthing
People Through Community-Based Doulas

Erica Marion1; Katherine Quinn1; Jessica Olson1; Dalvery
Blackwell2; Joni Williams1; Anna Palatnik1
1Medical College of Wisconsin, Milwaukee, WI; 2African American
Breastfeeding Network Inc., Milwaukee, WI

10:30 AM - 12:30 PM
Objective: Structural and systematic barriers within healthcare
systems are associated with medical mistrust between Black
birthing people and healthcare providers. This study explored
how partnership with community-based doulas can address
medical mistrust between Black birthing people and obstetric
healthcare teams.
Study Design: A prospective qualitative study that included
focus groups and in-depth interviews using a semi-structured
interview guide with OBGYNs (n = 7), Maternal-Fetal Medicine
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specialists (n = 2), certified nurse midwives (n = 2), a perinatal
psychologist (n = 1), a prenatal care coordinator (n = 1), clinical
and inpatient nurse supervisors (n = 3), birth center nurses (n =
2), an OB-Anesthesiologist (n = 1), and community-based doulas
(n = 11). Interviews and focus groups were recorded, transcribed
verbatim, coded using MAXQDA software, and analyzed using
thematic content analysis to understand how community-based
doulas can contribute to improving patient-clinician relation-
ships specifically for Black birthing people.
Results: Analysis yielded the following themes: 1) Doulas have
a unique opportunity to sustain patient trust through continuous
social support and continuity of care; 2) Doulas serve as liaisons
and advocates between Black birthing people and healthcare
teams to assist with navigating conflict and facilitating commu-
nication; and 3) Doulas of color provide a unique perspective
and shared experience that can foster trust and understanding for
both patients and healthcare teams. As a result, patient-clinician
communication can be improved by community-based doulas
facilitating bidirectional understanding to reduce healthcare
mistrust.
Conclusion: Our results highlight the vital role of community-
based doulas in mitigating medical mistrust between healthcare
professionals and Black birthing people. Data obtained from this
qualitative analysis will inform the design of a collaborative
community-based doula-clinician model focused on improved
communication and meaningful engagement to foster trust.

752 | Pregnancy Health Information-Seeking Behaviors
and Knowledge of Pregnancy Risks amongMale Partners
of Pregnant Patients

Erin Kim1; Joshua Bellisario2; Fanglong Dong3; Kristina
Galyon4; Hindi Stohl, JD4

1Western University of Health Sciences COMP Pomona, Los
Angeles, CA; 2Harbor-UCLAMedical Center, Los Angeles, CA;
3Western University of Health Sciences, Los Angeles, CA; 4UCLA
David Geffen School of Medicine Harbor-UCLAMedical Center,
Los Angeles, CA

10:30 AM - 12:30 PM
Objective: Partners play an active role in supporting pregnant
patients with prenatal and perinatal decisions, yet there are few
studies on this population. This study examines the information
seeking behavior and pregnancy risk knowledge of male partners
of pregnant patients.
Study Design: An IRB-approved 45-question survey was admin-
istered in 2017 to male partners of pregnant patients at Harbor-
UCLA Medical Center prenatal clinics. Men were interviewed
one-on-one in private areas of the clinic. Statistical significance
was determined using a chi-squared test with p < 0.05.
Results: 127 male partners completed the survey. 86.4% of
male partners could not name one of the major pregnancy-
related health risks in an open-ended question format. When
asked about seven specific pregnancy-related health risks from
a multiple-choice list, only 5.6% of male partners were able to
identify all of them correctly. Noticeably, 41.6% were able to
correctly identify the increased risk of the two most common
complications: diabetes and hypertension. These findings were
not associated with higher education (P = 0.5055) or fathering a
prior pregnancy (P = 0.4831). When asked whether they would

like more education about pregnancy, 82.1% responded yes, 40.2%
of whom wanted the information from their partner’s healthcare
provider. Male partners who were not interested in learning
more about pregnancy had a significantly lower score of correctly
reporting the seven specific pregnancy risks (P = 0.0003).
Conclusion: Our study highlights that a large percentage of
male partners of pregnant women are unaware of the health
risks associated with pregnancy. Additionally, male partners who
are less information-seeking about pregnancy also have lower
knowledge levels of pregnancy risks, underscoring the need for
improved pregnancy education.

753 | Conversion to Telehealth During COVID-19 and
Depression Symptom Response in a Perinatal
Collaborative Care Model

Esther Y. Son1; Mayán Alvarado-Goldberg2; Allie Sakowicz3;
Siyuan Dong1; Emily S. Miller4; Dorothy Sit1; LaTasha Nelson1;
Michelle A. Kominiarek1
1Northwestern Feinberg School of Medicine, Northwestern
Feinberg School of Medicine/ Chicago, IL; 2Northwestern
University, Northwestern University/ Evanston, IL; 3Wake Forest
University School of Medicine, Winston-Salem, NC; 4Women &
Infants Hospital of Rhode Island and Alpert Medical School of
Brown University, Providence, RI

10:30 AM - 12:30 PM
Objective: We aimed to assess the association between conver-
sion to telehealth and depression symptom response in a perinatal
collaborative care model-based treatment (PCCM).
Study Design: This was a retrospective study of pregnant and
postpartum people from 2017-2022 who engaged in a PCCM
for perinatal mental health care. Outcomes were analyzed by
epoch, defined as pre-telehealth (preT) (2017-2020) and post-
telehealth (postT) (2020-2022) cohorts, based on when PCCM
converted to telehealth as a result of the COVID-19 pandemic.
Sociodemographic (age, race/ethnicity, parity, substance use) and
perinatal data (gestational age at delivery, delivery route) and
all PHQ-9 scores were abstracted from the EHR. Bivariate and
multivariate analyses were performed to compare depressive
symptom response over time between preT and postT cohorts
in three ways: change in PHQ-9 score from initial to final,
dichotomized PHQ-9 score improvement from initial to final, and
as a linear mixed effects model to analyze trajectories of PHQ-9
scores adjusting for random effects within each person.
Results: Of 1422 people who met eligibility criteria, 679 (48%)
engaged in PCCM postT. There were no differences in age,
race/ethnicity, parity, tobacco use, gestational age at delivery, and
delivery route between cohorts. People in preT were less likely
to have prior substance use, but more likely to have medical
comorbidities and prior mental health diagnoses compared to
postT. Both groups had decreases in PHQ-9 scores, consistent
with improvement in depressive symptoms, but preT had greater
mean decreases and were more likely to have an improvement
in scores than postT, after adjusting for potential confounders
(Table). There was no difference in PHQ-9 trajectories between
the cohorts (Figure).
Conclusion: Overall, we observed improvements in depression
symptoms in PCCM with greater improvements in mean PHQ-
9 scores in preT compared to postT, but no differences in scores
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when accounting for random effects in each person, suggesting
that mental health services via telehealth offers similar outcomes
compared to in-person visits.

754 | Pregnancy DuringWartime is Associated with
Increased Preterm Rupture of Membranes

Esther Maor-Sagie1; Coral Danenberg2; Dima Shabita3; Amir
Naeh4; Rinat Gabbay-Benziv3
1Hille Yaffe medical center, Hillel Yaffe medical canter, Hefa; 2Ariel
University, The Adelson school of Medicine Ariel University,
Yerushalayim; 3Hillel Yaffe Medical Center, Hillel Yaffe medical
center, Hefa; 4Hillel Yaffe Medical Center, Hillel Yaffe Medical
Center, HaMerkaz

10:30 AM - 12:30 PM
Objective: Anxiety, depression, and stress during pregnancy
negatively impact birth outcomes, including infant weight, head
circumference, and APGAR scores. These effects are linked to
physiological changes like catecholamine and cortisol secre-
tion, leading to high blood pressure, maternal tachycardia, and
increased risk of fetal growth restriction and preterm birth. The
Iron Sword war, declared by Israel against Hamas, following the
October 7, 2023 attack, has created tremendous psychological
stress in the Israeli population. This study aims to assess the
consequences of the Iron Swordwar onobstetric outcomes related
to stress and psychological distress, including preterm labor,
premature rupture of membranes, preeclampsia, and preterm
births.
Study Design: A retrospective cohort analysis was conducted
at a single university-affiliated medical center in Israel. The
study included deliveries from October 7, 2023, to November
19, 2023, compared to deliveries during the same period in

2022. Univariate and regression analyses were used to adjust for
confounders. Categorical variables were compared using χ2 tests,
and continuous variables were analyzed with the Mann-Whitney
test. Significance was set at p< 0.05.
Results: Overall, 508 women in the study group were compared
to 515 women in the control group. There was no difference
in gestational age at delivery or neonatal birth weight. Women
who delivered during the Iron Sword war experienced a nearly
threefold increase in preterm rupture ofmembranes and 1.5 times
more labor inductions, mainly due to rupture of membranes
(14.8% vs. 6.3% and 51.4% vs. 34%, respectively, p< 0.001 for
both). Women during the war used more epidural anesthesia
(62.4% vs. 48%, p< 0.001) . Results remained significant after
adjusting for maternal age, BMI, nulliparity, and fetus number.
No other differences were noted in delivery mode or other
perinatal outcomes.
Conclusion: The prevalence of premature rupture ofmembranes
increased significantly during the Iron Sword War, potentially
linked to maternal stress and anxiety. Further studies are needed
to evaluate these outcomes better.

755 | Evaluating the Association Between Eczema in
Pregnancy andMaternal and Fetal Outcomes

Ethan Bendayan1; Andrea R. Spence2; Haim A. Abenhaim3

1McGill University, Montreal, PQ; 2Jewish General Hospital,
Montreal, PQ; 3Jewish General Hospital, McGill University,
Montreal, PQ

10:30 AM - 12:30 PM
Objective: Eczema is a common skin condition on which
little literature exists regarding its association in pregnancy and
pregnancy-related outcomes. Our study served to evaluate the
association between various obstetric and newborn outcomes and
pregnancies affected by eczema.
Study Design: Using the Nationwide Inpatient Sample’s 2016-
2021 records, a population-based retrospective cohort study was
conducted. To extract pregnancy and delivery records, both
affected by eczema and unaffected, ICD-10 codes were used.
ICD-10 codes were also used to identify baseline characteristics,
obstetric outcomes and neonatal outcomes. Adjusting for age and
race, multivariate logistic regression models were performed in
order to compute odds ratios and p-values.
Results: The sample contained 8634 deliveries affected by
eczema and 4,337,612 total deliveries, for an overall prevalence
of 199 cases per 100,000 deliveries. Eczema was associated
with adverse maternal outcomes, such as sepsis, OR 2.5 (95%
CI 2.1-3.1); need for blood transfusions, 1.8 (1.5-2.0); pulmonary
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embolism, 3.2 (1.04-10.08); length of stay greater than 3 days,
3.0 (2.9-3.1); preeclampsia, 1.6 (1.4-1.7); gestational diabetes, 1.1
(1.02-1.18); anemia, 1.6 (1.5-1.7); placental abruption, 1.6 (1.4-1.9);
placenta previa, 1.5 (1.2-1.9); preterm premature rupture of mem-
branes, 1.4 (1.3-1.5); preterm labor, 1.3 (1.2-1.4); chorioamnioni-
tis, 2.1 (1.9-2.3); spontaneous vaginal delivery, 0.53 (0.51-0.55);
caesarean section, 2.1 (2.0-2.2); instrumental vaginal delivery,
0.69 (0.60-0.78); and disseminated intravascular coagulation, 3.3
(1.6-6.5). In newborns, eczema was associated with congenital
abnormalities, 2.3 (2.0-2.7); and intrauterine growth restriction,
1.3 (1.2-1.5).
Conclusion: Pregnancies affected by eczema appear to be at
higher risk for various obstetric and neonatal outcomes. Consid-
eration should be given to monitor andmanage pregnancies with
eczema. Additional research should be conducted on the topic
and on potential management.

756 | Evaluating the Incidence and Risk Factors of
Melanoma and History of Melanoma in Pregnancy

Ethan Bendayan1; Andrea R. Spence2; Haim A. Abenhaim3

1McGill University, Montreal, PQ; 2Jewish General Hospital,
Montreal, PQ; 3Jewish General Hospital, McGill University,
Montreal, PQ

10:30 AM - 12:30 PM
Objective: Melanoma is a common form of skin cancer, the
incidence of which is uncertain in pregnancy. Previous reports
estimated melanoma to be one of the most prevalent cancers in
pregnancy. We sought to find the incidence of melanoma or a
history of melanoma in pregnancy in a population-based study.
Study Design: The Nationwide Inpatient Sample’s 2016-2021
records were used in order to conduct a retrospective cohort
study. To identify pregnancy and delivery records, both affected
by melanoma or a history of melanoma and unaffected, ICD-10
codes were used. ICD-10 codes were used to isolate the baseline
characteristics, as well.
Results: The cohort contained 213 admissions with melanoma
or a history of it, out of 4,337,612 total delivery admissions. The
incidence was calculated to be 4.9 cases per 100,000 deliveries.
Of the records with melanoma or history of melanoma, 64% were
between 25 and 35 years old and 74% were at, or past, the 50th
income percentile.
Conclusion: The results suggest that the incidence of melanoma
or history ofmelanoma in pregnancy is extremely low and, unlike
previously reported, melanoma is likely one of the least prevalent
cancers in pregnancy. Age and income appear to be risk factors
for developing melanoma, or having a history of melanoma, in
pregnancy. Larger scale studies should be conducted in order to
verify the degree of association.

757 | The Correlation Between Extent of Invasion in
Placenta Accreta Spectrum and Units of Blood Transfused

Eva Hoffmann; Brian Z. Druyan; Carolyn Wheeler; Anna K.
Sfakianaki; Paloma Toledo; Michael J. Paidas; Rodrigo Ruano;
Pouya Abhari
University of Miami, Miami, FL

10:30 AM - 12:30 PM

Objective: The primary objective of this study is to determine
if there is an association between the extent of invasion in
Placenta Accreta Spectrum (PAS) as identified on pre-operative
imaging and transfusion of packed red blood cells (pRBCs).
By establishing this correlation, the study aims to enhance
preoperative preparation for patients with PAS and reduce the
waste of healthcare resources by avoiding the preparation of
unnecessary blood products.
Study Design: This was a retrospective cohort study, approved
by the Institutional Review Board. The study was conducted at
a single accreta center of excellence from April 1, 2010 through
January 9, 2023. All patients diagnosed pre-operatively with
PAS via ultrasound were included. We excluded patients who
did not have clear ultrasound diagnosis of PAS with extent
of invasion documented. Data was collected from electronic
medical records, includingmaternal demographics, pre-operative
ultrasound findings, pre-operative hemoglobin level, blood loss
and pRBCs.
Descriptive statistics were used to summarize maternal demo-
graphics and clinical outcomes as well as parametric and
non-parametric statistics to compare groups. Data analysis was
performed using SPSS version 29.0.2.0. P-values < 0.05 was
statistically significant.
Results: Prenatal ultrasound was used to identify 160 patients
with PAS with extent of invasion identified as focal accreta (N =
9), accreta (N= 97), increta (N= 29), and percreta (N= 25). There
were no differences across demographic, age, race, BMI, number
of prior cesarean deliveries and preoperative hemoglobin. There
were no differences found in units of pRBCs between groups or
estimated blood loss.
Conclusion: In conclusion we found no differences in units
of pRBCs transfused and blood loss despite differences in pre-
operative diagnosis. This may be related to overall increased
preparedness at a placenta accreta center of excellence with
multi-disciplinary care. This study supports standard proto-
cols and uniformity in available blood despite differences in
preoperative diagnosis.
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758 | Changes in Fetal Heart Rate Baseline For Deliveries
22 to 31.6 Weeks and Adverse Outcomes

Fabrizio Zullo1; Roby Lauren2; Cassidy A. O’Sullivan2; Ha L.
Tran3; Giuseppe Rizzo4; Kelley Kovatis2; Matthew K. Hoffman2;
Anthony C. Sciscione2; Suneet P. Chauhan5
1University of Rome La Sapienza, Rome, Lazio; 2Christiana Care
Health System, Newark, DE; 3Nemours Children’s Hospital,
Wilmington, DE; 4Sapienza Università di Roma (ROMA), Rome,
Lazio; 5Delaware Center of Maternal-Fetal Medicine at Christiana
Care, Delaware, DE

10:30 AM - 12:30 PM
Objective: The significance of a change in baseline fetal heart
rate tracing (FHRT) is unclear. We aim to estimate the incidence
of change in FHR baseline in deliveries at 22.0 to 31.6 weeks
gestational age (wga) and associated neonatal morbidity or
mortality.
StudyDesign: A retrospective review of all deliveries from Jan to
Dec 2023 at a tertiary care referral hospital. The inclusion criteria
included delivery at 22-31 wga, of a non-anomalous singleton,
where at least 40 minutes of a FHRT was available, and neonatal
resuscitation was initiated. A physician—blinded to maternal
characteristics and peripartum outcomes—reviewed the FHRT
(0-120 min proximal to delivery, at 20 min epochs). FHR baseline
variation was assessed by calculating a delta (D) between the
last and the first epoch. Neonatal outcomes were abstracted. The
primary outcome was long term neonatal morbidity or mortality
(LTNMM); the secondary outcomes were Apgar score of 4-6 at 5-
min and short-term neonatal morbidity or mortality (STNMM).
Descriptive statistics with 95% confidence intervals (CI) were
calculated, and non-overlapping CI was considered significant.
Results: Among the 6,521 deliveries, 169 (2%) occurred at 22-31.6
wga, of which 97 (57%) met the inclusion criteria. Magnesium
sulfate was administered in 97% of the newborns and antenatal
corticosteroids in 98%. A positive variation (+ D) in baseline
occurred in 26/97 (26%) patients, and the likelihood of LTNMM in
this cohortwas 9/26 (34%; 95%CI 18.4-55.3). Anegative variation (-
D) in baseline occurred in 29/97 patients (29%), and the likelihood
of LTNMM in this cohort was 11/29 (37%; 95% CI 21-57).
A neutral variation (D= 0) occurred in 42/97 (43.3%) of cases with
a LTNM rate of 18/42 (42%; 95% CI 2858. Each analyzed cohort,
even when stratified for discreet changes, had overlapping CI for
all outcomes examined (Table 1).

Conclusion: Among newborns delivered at 22.0 to 31.6 weeks,
change in baseline was noted in the majority and, irrespective of
direction, it was not associated with adverse fetal outcome.

759 | Income-Level and Regional Variations and the
Impact of Cesarean Delivery Rates onMaternal Mortality

Fabrizio Zullo1; Roby Lauren2; Teresa C. Logue2; Daniele Di
Mascio3; Sara Sorrenti3; Antonella Giancotti3; Giuseppe Rizzo3;
Suneet P. Chauhan4
1University of Rome La Sapienza, Rome, Lazio; 2Christiana Care
Health System, Newark, DE; 3Sapienza Università di Roma
(ROMA), Rome, Lazio; 4Delaware Center of Maternal-Fetal
Medicine at Christiana Care, Delaware, DE

10:30 AM - 12:30 PM
Objective: To investigate the relationship between cesarean
delivery (CD) and maternal mortality ratio (MMR) across differ-
ent income levels and UNICEF regions.
Study Design: We conducted a cross-sectional analysis from 157
countries pooled fromUNICEFdatabase. To analyze interactions,
we utilized a linear regression model. The model was built to
account for variations due to income classifications by including
dummy variables for each income level -Low Income (LI), Lower
Middle Income (LMI), Upper Middle Income (UMI), and High
Income (HI) as defined by the World Bank. We controlled for the
impact of income on MMR while isolating the effect of CD rates.
Descriptive statistics and correlation analysis were used.
Results: Most UNICEF regions exhibit a negative correlation
between CD rates and MMR, with the strongest correlations in
Sub-Saharan Africa (-0.84) and South Asia (-0.68). In contrast,
EasternEurope andCentralAsia showaweakpositive correlation
(0.43), indicating a slight increase in MMR with higher CD
rates. When stratified for income group, CD rates were negatively
correlated with MMR across all income groups but HI. The
strongest negative correlation (-0.61) in LI countries indicates a
significant decrease in MMR with higher CD rates. HI countries
show a weak positive correlation (0.14), suggesting a slight
increase in MMR with higher CD rates (Table 1). The regression
analysis revealed that each % increase in CD rates corresponds to
a reduction of approximately 4.4 units inMMR (p< 0.001). MMR
was significantly higher in LI countries (coefficient: 370.18, p <

0.001) andLMI countries (coefficient: 159.06, p< 0.001) compared
to HI countries. UMI countries had a coefficient of 61.84 with a p-
value of 0.079, indicating no clear association with MMR (Table
2).
Conclusion: Increasing the rate of CD was associated with a
significant reduction inMMR in LI countries. In HI countries the
correlation is weakly positive. This suggests that in LI countries
an increase in CD rate may lower MMR; conversely in HI
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countries an increase in CD may be associated with increased
MMR.

760 | Perioperative Risk Factors for Amniotic Band
Sequence Following Fetoscopic Laser Photocoagulation
for Twin-Twin Transfusion Syndrome

Felicia V. LeMoine1; Sami Backley1; Gustavo Vilchez2; Jimmy
Espinoza1; Anthony Johnson3; Ramesha Papanna4; Eric P.
Bergh5
1Division of Fetal Intervention, Department of Obstetrics,
Gynecology and Reproductive Sciences, McGovern Medical School
at UTHealth Houston, Houston, TX; 2UTHealth Houston,
Houston, TX; 3McGovern Medical School University of Texas
Health Science Center at Houston (UThealth), Houston, TX;
4McGovern Medical School at UTHealth Houston, Houston, TX;
5UT Health, Houston, TX

10:30 AM - 12:30 PM
Objective: Observational studies have suggested associations
between perioperative characteristics such as gestational age
(GA) at fetoscopic laser photocoagulation FLP, chorioamnion
separation (CAS), and iatrogenic septostomy (IS) and amniotic
band sequence (ABS) after FLP for twin-twin transfusion syn-
drome (TTTS). We aim to evaluate the relationship between
perioperative factors and ABS in monochorionic, diamniotic
(MCDA) twins undergoing FLP for TTTS treatment.
StudyDesign: A secondary analysis of a prospective cohort study
involving 816 cases of FLP (2011-2024) was conducted. Detailed
ultrasound evaluation before FLP showed absence of ABS for all
cases. ABS was either identified by post-FLP imaging and con-
firmed postnatally or identified on postnatal exam. Perioperative
factors were compared using t-test, χ2 test, and Fisher’s exact test,
where applicable. Multivariate logistic regression was performed
to adjust for the following covariates: intertwin discordance, GA
at FLP, CAS diagnosed on post-op day 1 scan, amnioinfusion, and
trocar size.
Results: 11 cases (1.3%) were complicated by ABS. Prenatal
suspicion of ABS prompted prenatal lysis without amputation in
3/11 cases (27.3%; Table 1). Digital amputation occurred in 3/11

cases (27.3%). Therewas no difference inmaternal characteristics.
Significant differences in intertwin weight discordance prior to
FLP (12.9% ± 8.7% versus 23.2% ± 13%, p < 0.05), GA at FLP
(17.9 ± 1.1 weeks versus 20.6 ± 2.8 weeks, p < 0.05), CAS (63.6%
(7/11) versus 10.6% (85/805), p < 0.05), and trocar size (p =
0.04) were demonstrated between cases with and without ABS
(Table 2). Amnioinfusion (aOR 0.17, 95% CI 0.02-0.76, p = 0.04),
smaller intertwin weight discordance (aOR 0.90, 95% 0.83-0.96),
and earlier GA at FLP (aOR 0.56, 95% CI 0.34-0.82) decreased the
risk ofABS. Conversely, CAS increased the risk ofABS (aOR 11.90,
95% CI 3.15-52.30, p < 0.05).
Conclusion: ABS is a rare complication post-FLP for TTTS,
yet, is associated with significant neonatal sequelae. Periopera-
tive factors, particularly CAS, should prompt detailed post-FLP
evaluation for development of ABS.

761 | Risk Factors for Delivery Less Than 34Weeks’
Gestation Following Fetoscopic Spina Bifida Repair

Felicia V. LeMoine1; Neha Agarwal2; Sami Backley1; Elisa
Garcia1; Stephanie Conaway1; Ashley Salazar3; Lovepreet
Mann1; Sen Zhu4; Stephen A. Fletcher5; KuoJen Tsao6; Mary T.
Austin7; Eric P. Bergh8; Jimmy Espinoza1; Anthony Johnson9;
Jerrie Refuerzo10; Suzanne Lopez11; David I. Sandberg5; Deijan
Lai1; Ramesha Papanna10
1Division of Fetal Intervention, Department of Obstetrics,
Gynecology and Reproductive Sciences, McGovern Medical School
at UTHealth Houston, Houston, TX; 2Division of Fetal
Intervention, Department of Obstetrics, Gynecology and
Reproductive Sciences, UTHealth McGovern Medical School,
Houston, TX, USA, Houston, TX; 3Division of Fetal Intervention,
Department of Obstetrics, Gynecology and Reproductive Sciences,
McGovern Medical School at UT Health Houston, Houston, TX;
4McGovern Medical School at the University of Texas, Houston,
TX; 5Division of Neurosurgery, Department of Pediatric Surgery,
McGovern Medical School at UTHealth Houston, Houston, TX;
6McGovern Medical School at the University of Texas Health
Science Center at Houston (UTHealth) University of Texas Health
Science Center, Houston, TX; 7Department of Pediatric Surgery,
McGovern Medical School at UT Health Houston, Houston, TX;
8UT Health, Houston, TX; 9McGovern Medical School University
of Texas Health Science Center at Houston (UThealth), Houston,
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TX; 10McGovern Medical School at UTHealth Houston, Houston,
TX; 11McGovern Medical School. UTHealth Houston, Houston, TX

10:30 AM - 12:30 PM
Objective: Preterm delivery (PTD) is a persistent complication of
in-utero spina bifida repair despite the transition to a minimally-
invasive, fetoscopic approach. We aimed to evaluate the rela-
tionship between maternal and perioperative characteristics and
PTD < 34 weeks gestation among pregnancies that underwent
fetoscopic spina bifida repair.
StudyDesign: A secondary analysis of a prospective cohort study
was conducted of 79 completed cases of fetoscopic spina bifida
repair between 2020 and 2024 [NCT#04243889 & #06042140].
Maternal and perioperative factors were compared between cases
with delivery at < 34 and ≥ 34 weeks’ gestation using the
Wilcoxon rank sum test, Welch’s t-test, χ2 test, and Fisher’s
exact test, where applicable. Multiple logistic regression was
performed to adjust for maternal and perioperative factors. Sub-
group univariate analysis of maternal and perioperative factors
between cases with and without placental abruption (PA) were
compared using the appropriate comparative statistics.
Results: Twenty-five (31.6%) cases resulted in delivery at < 34
weeks. Maternal age was greater in cases that resulted in delivery
< 34 weeks (Table 1). Maternal and perioperative characteristics
were, otherwise, similar between the groups. PPROMand placen-
tal abruption occurredmore frequently among caseswith delivery
< 34 weeks (Table 1). Multiple logistic regression demonstrated
that event of delivering at< 34 weeks was significantly associated
with lesion surface area, PPROM, and placental abruption (Table
2). Sub-group univariate analysis comparing cases with and
without PA demonstrated only a smaller lateral ventricular size
among cases with PA (10.3 ± 2.8mm) versus cases without PA
(12.76 ± 3.8mm, p = 0.035).
Conclusion: PPROM and placental abruption are significant
predictors of PTD before 34 weeks. Further research is needed
to elucidate the relationship between PPROM and placental
abruption in the context of fetoscopic intervention.

762 | TTTS on Tiktok: News Or Noise?

Gabriela F. Tessler; Noelle Breslin; Russell S. Miller
Columbia University Medical Center, New York, NY

10:30 AM - 12:30 PM
Objective: Patients are increasingly looking to TikTok for health
information. We evaluated content and quality of TikTok videos
related to twin-twin transfusion syndrome (TTTS) and fetoscopic
laser surgery (FLS).
Study Design: The top 50 TikTok videos (TikToks) related to
TTTS were identified using search terms “TTTS”, “twin-twin
transfusion”, and “fetal laser surgery”. Data were gathered on
video metrics. Three independent reviewers evaluated videos
using three standardized quality scales: a modified 5-point DIS-
CERN scale, the Patient Education Maternal Assessment Tool
for Audiovisual Materials (PEMAT A/V), and a 5-point Likert
Global Quality Scale (GQS). TikToks were also graded on creator
type, content, tone, and outcomes. Exclusion criteria included
non-English, unrelated, or duplicate videos.
Results: 50 TikToks created by 42 users were evaluated. Total
views for all TikToks were 63.3 million. The most viewed TikTok
had 2.5 million views, the most liked had 537,000 likes, and the
most shared had 22,100 shares. 66% of content was created by
patients and 14% was created by medical professionals. 26% of
videos contained educational content. 34% of videos reported a
good fetal outcome and 8%noted a complication or poor outcome.
The mean mDISCERN score was 0.8 (SD 0.7). The mean PEMAT
A/V understandability score was 56.3% (SD 28.9%), and the mean
actionability score was 2.4% (SD 7.5%). The median GQS was 1
[IQR 1- 1.6]. TikToks posted by medical professionals had higher
quality scores (p< 0.001). Of the 10 videos with highest GQS, 6
were posted bymedical professionals. Of the 10most-liked videos,
3 were posted by medical professionals.
Conclusion: TikToks related to TTTS and FLS are highly viewed,
liked, and shared, yet of overall poor quality. Amajority of content
was posted by patients and related to individual pregnancy expe-
riences, and was more likely to detail good outcomes than poor
outcomes. Medical professionals posted higher-quality content,
much of which was highly viewed and liked. These data support
a need and demand formore high-quality content related to TTTS
and FLS on TikTok.
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763 | Implementation of a New Rolling Circle Replication
Assay for Universal Non-Invasive Prenatal Screening

Gayathri D. Vadlamudi1; Kristen Warncke2; Jessica E.
Pruszynski3; Patricia Santiago-Munoz1; Elaine L. Duryea2
1UT Southwestern Medical Center, Dallas, TX; 2University of Texas
Southwestern Medical Center, Dallas, TX; 3University of Texas
Southwestern, Dallas, TX

10:30 AM - 12:30 PM
Objective: To evaluate the uptake and performance of non-
invasive prenatal aneuploidy screening (NIPS) using anew rolling
circle replication assay.
Study Design: We conducted a prospective observational study
of patients receiving prenatal care at a large county hospi-
tal. Patients with singleton pregnancies ≥ 10 weeks gestation
were offered NIPS for trisomy 13, 18, and 21 using a non-
sequencing based rolling circle replication assay (Vanadis system,
PerkinElmer, Waltham, MA, USA) with analysis performed on-
site. Individuals with abnormal screening results were offered
diagnostic testing. We recorded results of invasive diagnostic
testing and postnatal genetic testing if performed. Samples
with diagnostic confirmation available were used to calculate
predictive values.
Results: Among 14,127 patients who received prenatal care at
our institution between August 2023 to July 2024, 11,631 (82.3%)
elected NIPS. The mean BMI in this population was 29.5 ± 6.6
kg/m2. There were 106 (0.9%) positive screening results, of which
46 had increased risk for trisomy 21, 32 for trisomy 18, and 28
for trisomy 13. There were 18 no-call results, with a no-call rate

of 0.15%. Of patients with diagnostic results available, abnormal
screening results were confirmed in 16/19 (84.2%) patients who
screened positive for T21, in 11/15 (73.3%) patients who screened
positive for T18, and in 2/8 (25.0%) patients screened positive for
T13. There were no false negative screens identified for any of
these three aneuploidies.
Conclusion: Non-invasive prenatal screening using a rolling
circle replication assay offers high sensitivity and specificity for
aneuploidy screening with a low rate of no-call results. Positive
predictive values for trisomy 21 and trisomy 18 far exceeded that
for trisomy 13 screening.

764 | Assessing Prioritized Groups Referenced in 2019-2024
Maternal Mortality Review Committees’ Summaries

Genevieve Kitts1; John J. Byrne2; Brenda Berumen-Flucker3
1Texas State University, Texas State University, TX; 2University of
Texas Health San Antonio, San Antonio, TX; 3Texas State
University, Houston, TX

10:30 AM - 12:30 PM
Objective: Maternal mortality review committees are encour-
aged to define populations at risk of maternal morbidity and
mortality. Summaries should work to include the most recent
data among racial/ethnic, socioeconomic, rural, and LGBTQIA+
groups. We investigated states’ most recent summaries to identify
which disproportionately affected groups they prioritized.
Study Design: We utilized publicly available data frommaternal
mortality review committees or similar organizations’ summaries
online in June 2024. Using Prisma 2020, we established inclusion
and exclusion criteria. We compared their priority populations
to the CDC’s 2022 data set for maternal mortality. We evaluated
the utilization of inclusive and gender-neutral language for
LGBTQIA+ individuals. Commonly used phrases within the
summaries were birthing people, persons, or individuals.
Results: Of the 48 summaries that met inclusion criteria, 91.7%
included an excerpt of their priority population based on race
or ethnicity. Black, Hispanic, and Native American groups were
themost commonly reportedminority groups prioritized. Recom-
mendations for diversity training or education were included for
72.9% of reviews, 25.0% did not, and 2.0%were unclear. Evaluating
use of inclusive language, 58.3% of summaries explicitly stated
intentions to include sexual minority groups using gender-
neutral language; 22.9% were unclear but used terms birthing
people or individuals.
Conclusion: As of 2024, there continues to be a lack of focus on
high-risk groups within the MMRC reports. This study supports
the need for health practitioners to focus on improving inclusive
language within MMRC reports. Without acknowledging the
groups most in need, providers and community health workers
will fail to address maternal morbidity and mortality adequately.
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765 | Maternal History of Recurrent Pregnancy Loss and
the Risk for Offspring Inflammatory Bowel Disease

Gil Gutvirtz1; Gali Pariente2; Tamar Wainstock2; Eyal Sheiner2
1Soroka University Medical Center, Metar, HaDarom;
2Department of Obstetrics and Gynecology, Soroka University
Medical Center, Ben-Gurion University of the Negev, Beer-Sheva,
Israel., Beer Sheva, HaDarom

10:30 AM - 12:30 PM
Objective: Women with a history of recurrent pregnancy
loss (RPL) may harbor a genetic disposition for inflammatory
responses causing pregnancy losses. As altered immune response
has been implicated in the pathogenesis of inflammatory bowel
disease (IBD), we sought to investigate whether offspring of
women with RPL are at an increased risk to develop IBD.
Study Design: A population-based cohort study of singleton
deliveries was conducted to evaluate the risk for IBD in children
(up to the age of 18 years) born to mothers with and without a
history of RPL. Data for the diagnosis of IBD of the offspring
were extracted from community-based clinics and hospitalization
records. Kaplan-Meier survival curve was used to compare the
cumulative incidence of IBD between the study groups. A cox
proportional hazards model was used to control for confounders.
Results: During the study period (1991-2021), 356,356 singleton
deliveries were included in the study, of them, 14,235 (4%)
deliveries were in women with a history of RPL. Comparable
rates of IBD were documented in children born to mothers with
and without a history of RPL (0.1% vs. 0.1%, p = 0.104, Figure).
The Kaplan-Meier survival curve demonstrated a comparable
incidence of IBD in offspring of both groups (Log Rank, p= 0.919,
Figure). Likewise, using a Cox proportional hazards model,
adjusted for maternal age and gestational age at birth, maternal
history of RPL was not associated with IBD of the offspring
(adjusted hazard ratio (HR) = 1.11, 95%CI 0.60-2.05, p = 0.731).
Conclusion: Maternal history of recurrent pregnancy loss is not
a risk factor for IBD in the offspring.

766 | Maternal Age at First Delivery and Long-term
Ophthalmic Morbidity of the Mother

Gil Gutvirtz1; Eyal Sheiner2; Tamar Wainstock2; Ruslan
Sergienko3; Erez Tsumi4; Roy Kessous4
1Soroka University Medical Center, Metar, HaDarom;
2Department of Obstetrics and Gynecology, Soroka University
Medical Center, Ben-Gurion University of the Negev, Beer-Sheva,
Israel., Beer Sheva, HaDarom; 3Ben-Gurion University of the
Negev, Beer Sheva, HaDarom; 4Soroka, Beer-Sheva, HaDarom

10:30 AM - 12:30 PM
Objective: Advanced maternal age has been associated with
adverse pregnancy outcomes. Complications such as hyperten-
sive disorders, preterm delivery and low birthweight suggest that
maternal age is a crucial determinant of vascular adaptation
to pregnancy. Few studies have examined these associations
with mothers long-term outcome. We investigated the impact of
maternal age at first delivery on long-term ophthalmic morbidity
Study Design: A population-based retrospective cohort study of
women who delivered between the years 1991-2021 at a tertiary
center was conducted. Maternal age at first delivery was divided
into 4 categories (< 30 years, between 30-35, 35-40 and>40 at first
delivery). The long-term ophthalmic morbidity was compared
based on data from both community and hospitalization records
involving an ophthalmic morbidity. A Kaplan–Meier survival
curve was used to compare the cumulative incidence of oph-
thalmic morbidity and a Cox regression model was constructed
to control for confounders, comparing the groups of maternal age
over 30 to a reference group of women under 30
Results: A total of 76,131 women were included in the study.
69,530 (91.3%) were under 30 years in their first delivery, 5,066
(6.7%) were between 30-35, 1,231 (1.6%) were between 35-40 and
304 (0.4%) were over 40 years old. The cumulative incidence
of ophthalmic morbidity over time was higher as maternal age
was older in the first delivery (Figure). A trend of increased

62 of 177 Poster Session 3



ophthalmic morbidity was noted as maternal age was older
but it did not reach a statistical significance (3.7%, 3.6%, 4.1%
and 6.3%, p = 0.08). The Cox regression model, controlling for
fertility treatments and ethnicity, found a dose dependent effect as
maternal age in the first delivery was an independent risk factor
for long-term ophthalmic morbidity of the mother as compared
with women under 30 years old (Table)
Conclusion: Advanced maternal age at first delivery is an
independent risk factor for long-term ophthalmic morbidity of
the mother. The risk tends to increase in a dose-response manner
over age 30, and specifically for patients over 40 in their first
delivery

767 | Normotension is not Predictive of Duration of
Expectant Management of Preterm Preeclampsia with
Severe Features

Gillian Piltch1; Burton Rochelson2; Matthew J. Blitz2; Evelina
Grayver2; Alejandro D. Alvarez2; Caroline Pessel2
1Northwell, Astoria, NY; 2Northwell, New Hyde Park, NY

10:30 AM - 12:30 PM
Objective: To identify the optimal blood pressure range during
expectant management of preterm preeclampsia with severe
features.
Study Design: Multicenter retrospective cohort study of preg-
nant people with preterm (< 34 weeks gestation) preeclampsia
with severe features by severe hypertension criteria who under-
went a period of expectant management >48 hours from 2017-
2022. People were excluded if they had chronic hypertension,

fetal anomaly, or underwent pregnancy termination. Primary
outcomes were completed percentage of maximum potential
duration of expectant management until goal of 34 weeks and
attainment of 34 weeks gestation. ANOVA, Kruskal-Wallis test,
t-test, Wilcoxon rank-sum test, and multivariate regression were
performed with p< 0.05 considered statistically significant.
Results: 186 people met inclusion criteria. Antepartum blood
pressures were normal (< 140/90) 0-33% of measurements in
36 people (19.4%), 34-66% in 94 people (50.5%), and 67-100%
in 56 people (30.1%). Percentage of normal blood pressures
was not associated with completed percentage of maximum
potential duration of expectant management (Figure 1), but
increasing percentage of blood pressures in the severe range
was associated with lower completed percentage of maximum
potential duration of expectant management (Figure 2). Multi-
variate analysis demonstrated that percentage of blood pressures
in the severe range (OR 0.91, CI 0.86-0.96) and diagnosis of fetal
growth restriction (OR 0.41, CI 0.23-0.74) were associated with
a lower completed percentage of maximum potential duration
of expectant management while maintenance antihypertensive
medication (OR 2.45, CI 1.06-5.67) was associated with a higher
completed percentage. Neither the percentage of normal blood
pressures (p = 0.7) nor the percentage of blood pressures in the
severe range (p = 0.9) were associated with attaining 34 weeks
gestation.
Conclusion: Percentage of normal as opposed to elevated
blood pressures was not predictive of the duration of expectant
management of preterm preeclampsia with severe features.
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768 | Neonatal outcomes following rescue Antenatal
Corticosteroids given after 34 weeks of gestation

Hadel Watad1; Keren Ofir2; Michal Fishel Bartal3; Rakefet
Yoeli-Ullman2; Shali Mazaki-Tovi4
1Sheba Medical Center, Jatt Village, HaZafon; 2Sheba Medical
Center, Ramat Gan, HaMerkaz; 3UTH Houston & Sheba Medical
Center Israel, Houston, TX; 4Department of Obstetrics and
Gynecology, Sheba Medical Center, Tel HaShomer, Ramat Gan,
HaMerkaz

10:30 AM - 12:30 PM
Objective: We aimed to determine neonatal outcomes following
administration of rescue antenatal corticosteroid (ACS) at late
preterm (>34 weeks) after completion of initial cycle of ACS
during early preterm period.
Study Design: A retrospective cohort study including all preg-
nant individuals who delivered singleton late preterm infants
and received first dose of ACS before 34 weeks of gestation.
Individuals were divided to two groups:1. study group: Received
rescue ACS >34 weeks and 2. control group: no rescue ACS after
34 weeks. Data were collected from medical records. Parametric
and non-parametric statistical methods were used for analysis.
Results: A total of 757 pregnant individuals met the inclusion
criteria. Among them, 21.3% (n= 161) received rescueACS after 34
weeks of gestation, while 78.7 % (n= 596) did not. Individualswho
received rescue ACS had a higher median maternal age, gravidity
and parity and received first course earlier during pregnancy
compared to individuals without rescue dose (table 1). Neonates
born to individuals who received rescue ACS had a significantly
lower rates of composite neonatal outcomes compared to those
who did not receive ACS (27.6% vs. 39.9%, p= 0.05), lower rates of
NICU admission (26.9% vs. 39.7%, P = 0.003), and higher rates
of neonatal fever (3.2% vs. 0.7%, P = 0.027). However, rates of
RDS (1.3% vs. 3.2 %, P = 0.274) and composite respiratory adverse
outcomes (10.3% vs. 13.8%, P = 0.298) were comparable between
the groups. Additionally, rates of neonatal hypoglycemia were
comparable (11.8% vs. 17.4%, p = 0.085 respectively). Following
logistic regression and adjustment for gestational age at first ACS
course, maternal age, and gravidity; those not receiving rescue
ACS at late preterm had a higher rate of adverse composite
neonatal outcomes [aOR 1.13, 95% CI 1.044-1.186].

Conclusion: Rescue ACS administration in late preterm was
associated with reduced composite neonatal outcomes and NICU
admission. However, it was not associated with a reduced rates of
RDS or composite respiratory outcomes. Importantly, there was
no significant difference in the prevalence of hypoglycemia.

769 | Did Increasing Postpartum Oxytocin Infusion to 30
Units Decrease PostpartumHemorrhage(PPH) at a
University Hospital?

Hadley K. Ross1; Alixandria F. Pfeiffer2; Camille B. Marquez3;
Nora M. Doyle4; Michael Gardner5
1Univeristy of Texas Health San Antonio, San Antonio, TX;
2University of Texas Health Science Center at San Antonio, San
Antonio, TX; 3University Health System, San Antonio, TX;
4University of Texas Health San Antonio, San Antonio, TX;
5University Health Women and Childrens Hospital, San Antonio,
TX

10:30 AM - 12:30 PM
Objective: Postpartum hemorrhage is a common occurrence
affecting approximately 5% of all pregnancies and 11% of all
pregnancy associatedmortalities in theU.S. In January of 2024we
changed our institutional protocol to increase the routine use of
Oxytocin from 10 units to 30 units immediately after delivery. The
primary aim of our studywas to see if this protocol decreased PPH
at a university hospital. Our secondary aim was to determine if
PPH was associated with population characteristics such as BMI.
Study Design: We performed a retrospective cohort study of
PPH before and after the implementation of the new Oxytocin
protocol on 1/16/2024. We initially implemented the change
in vaginal deliveries only, but on 5/22/2024 we instituted the
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higher oxytocin dose at all deliveries. Secondary analysis involved
patient demographics such as BMI.
Results: The patient demographics were similar between groups
with high rates of obesity, cesarean sections, multiparity, and
hypertension. The rate of PPH was the same at 14% both before
and after the increase in oxytocin postpartum.
Conclusion: In an attempt to decrease the high rate of PPH at our
institutionwe implemented a protocol to increase the postpartum
dose ofOxytocin to 30units.Wedidnot find any change in the rate
of PPH. Of note, our rate of PPH of 14% both before and after the
change is higher than the national reported average of 5%. This
may be because of our tertiary care center, our high rate of obesity,
or that we routinely use quantitativemeasurement of postpartum
blood loss. Further interventions are needed to address the high
rate of PPH seen at our university hospital.

770 | The Efficacy of Deep Learning Based Automated
Cervical Length Measurement for Predicting Preterm
Birth

Hayan Kwon; Ju-hee yoon; Yun Ji Jung; Ja-Young Kwon; Suhra
Kim
Yonsei University College of Medicine, Seoul, Seoul-t’ukpyolsi

10:30 AM - 12:30 PM
Objective: Cervical length measurement of less than 2.5 cm
in pregnant women between 16 weeks 0 days and 24 weeks
6 days is commonly used to predict preterm labor. However,
conventional measurements are highly operator-dependent and
often underestimate actual cervical length, which can lead to
overtreatment. This study aimed to compare conventional cer-
vical length measurement with deep learning-based automated
measurement to determine any differences in preterm prediction.
Study Design: The study included 197 women out of 1270
who received antenatal care and delivery at Severance Hospital
from 2019 to 2023. Participants had cervical lengths measured
conventionally as 2.5 cm or less within the specified gestational
period. Those with preterm labor, multiple pregnancies, or who
underwent cerclagewere excluded. Cervical lengthwasmeasured
using traditional and deep learning methods. Deep learning
program utilized a semantic image decomposition network to
divide images into pre-cervix, cervix, and post-cervix regions for
cervical canal identification. The canal was assessed at six points
for distance calculation. Participants were divided into Group A
(cervical length of 2.5 cm or less by both methods) and Group B

(less than 2.5 cm by conventional but more than 2.5 cm by deep
learning). The primary endpoint was preterm birth, defined as
delivery before 37 weeks.
Results: Group A had an average cervical length of 2.32 cm
(+-0.159), while Group B’s average was 2.73 cm (+-0.317). The
preterm birth rate was 16.2% (9/152) in Group A and 4.8%
(21/197) in Group B. Group B had a significantly lower preterm
birth rate (P < 0.05), suggesting that cervical tracing provides
longer cervical length measurements, improving preterm birth
prediction accuracy.
Conclusion: Cervical length measurement through tracing
offers more accurate preterm birth predictions than conventional
methods. Deep learning for CL measurement can also reduce
patient discomfort, shorten examination times, and provide
operator independence. Integrating deep learning AI for cervi-
cal length measurement has important implications for future
practices.

771 | Outcomes in Vaginal versus Cesarean Periviable
Breech Delivery: A 5-year, Propensity Score–Matched
Study

Helen B. Gomez Slagle1; Yongmei Huang2; Cande V. Ananth3;
Uma M. Reddy4; Alexander M. Friedman1
1Columbia University Irving Medical Center, New York, NY;
2Department of Obstetrics and Gynecology, Columbia University
Irving Medical Center, New York, NY; 3Rutgers Robert Wood
Johnson Medical School, New Brunswick, NJ; 4Columbia
University, New York, NY

10:30 AM - 12:30 PM
Objective: To determinematernal andneonatal outcomes associ-
ated with vaginal versus cesarean breech delivery at periviability.
Study Design: This study analyzed non-anomalous, singleton,
breech live births at 22w0d to 25w6d gestational age identified in
the CDC Linked Birth/Infant Death Records data from 2016 to
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2021.Multiple imputationwas used to account formissing data. A
propensity score (PS) analysis was conducted to establish pseudo-
randomization based on themode of deliverymatching vaginal to
cesarean deliveries at a ratio of 1:2 using greedy nearest-neighbor
matching. The balance diagnostic was measured using standard-
ized mean difference. In the outcome model, we estimated the
risk difference (RD) and risk ratios (RR) and associated 95% CIs
based on generalized estimation equation framework, using log-
linear models with binomial distribution and a log/ identity link,
respectively, after re-adjusting for gestational age (GA).
Results: Of 21,461 periviable breech singleton births, 34% (N =
7,289) delivered vaginally. Vaginal delivery was more common in
earlierGA.After PSmatching, the distributions of baseline factors
were balanced between the delivery arms. A composite of adverse
neonatal outcomes occurred among 99.0% (N = 7,213) of vaginal
and 96.8% (N = 13,716) of cesarean breech births (RD 1.85, 95% CI
-1.77 to 5.46; RR 1.02, 95% CI 0.98 to 1.06). Neonatal mortality was
significantly higher for vaginal than cesarean breech births (73%
versus 36%; RD 28.29 95% CI 25.50 to 31.07; RR 1.70, 95% CI 1.61
to 1.79). A composite of adverse maternal outcomes occurred in
1.6% of vaginal breech and 3.1% of cesarean births (RD -1.58, 95%
CI -2.20 to -0.96, RR 0.48, 95% CI 0.36 to 0.65).
Conclusion: Vaginal breech birth between 22w0d and 25w6d
gestation is associated with lower risk of adverse maternal
outcomes but higher risk of neonatal mortality.

772 | Gestational Diabetes Mellitus in the 3RD Trimester
After Diagnosing Large for Gestational Age And/Or
Polyhydramnios

Henry Lesser; A. Dhanya Mackeen; David Chromey, II; Amanda
J. Young; Celia Gray; Michael J. Paglia
Geisinger Medical Center, Danville, PA

10:30 AM - 12:30 PM
Objective: To evaluate outcomes of patients who rescreen
for gestational diabetes mellitus (GDM) in the 3rd trimester
based on a diagnosis of large for gestational age (LGA) and/or
polyhydramnios.
Study Design: This is a retrospective cohort study from 1/1/11-
3/1/24 of term, singleton pregnancies who were rescreened for
GDM after being diagnosed with LGA and/or polyhydramnios.
Patients with fetal growth restriction, or fetal anomalies were
excluded. We compared outcomes in those that passed and failed
rescreening using a logistic regression model where birthweight
was adjusted for gestational age. Odds ratios and respective 95%
confidence intervals and p-values are reported.

Results: We identified 348 pregnancies that completed GDM
rescreening: 48 (13.8%) were diagnosed with GDM of which
10 (20.8%) required medication (A2GDM). When comparing
patients that passed vs. failed rescreening, there were no statis-
tically significant differences for birthweight (BW), BW ≥4000g,
shoulder dystocia, preeclampsia or cesarean delivery. Patients
that failed rescreen were more likely to have a newborn with
neonatal hypoglycemia (7.0% vs. 22.9%, p< 0.01) and develop
GDM in future pregnancies (1.3% vs. 10.4%, < 0.01).
Conclusion: The rate of diagnosis of GDM in the 3rd trimester
after rescreening is low at only 14%, and similarly the rate
of A2GDM is exceedingly low at 3% of all patients that were
rescreened. Except for neonatal hypoglycemia, outcomes for
patients diagnosed with GDM did not differ from those that
passed rescreening. Despite making the diagnosis of GDM, there
does not appear to be utility in rescreening due to the lack of
improvement in perinatal outcomes.

773 | Clinical Utility of Various Growth Factors in
Preeclampsia

Ho Yeon Kim1; Gwan Heup Song2
1Korea University School of Medicine, Danwongu AnsanSi,
Kyonggi-do; 2Korea University School of Medicine,
Danwongu/Ansan City, Kyonggi-do

10:30 AM - 12:30 PM
Objective: This study aimed to compare the levels of various
growth factors in maternal serum and umbilical vein serum
between individuals with preeclampsia (PE) and those with
normotensive pregnancies.
Study Design: One hundred eight pregnant women were
enrolled in this prospective study. 67 serumsamples of preeclamp-
sia and 41 normotensive mothers were collected. Umbilical
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vein serum samples of 27 PE and 38 normotensive pregnancies
were collected. Serum levels of BDNF, EGF, FGF-2, HGF, LIF,
NGF-beta, PDGF-BB, PlGF-1, SCF, and VEGF-A and D were
measured.
Results: EGF, HGF, LIF, PDGF-BB and SCF levels were sig-
nificantly higher in PE compared to normotensive group. After
adjustment for gestational age, EGF, HGF, LIF and SCF remained
significantly high in PE. There were no differences in growth
factors in umbilical vein serum between two groups. EGF, NGF-
beta and SCF were associated with the elevation of systolic and
diastolic blood pressure, while EGF was negatively correlated
with birthweight and positivelywith protein/creatinine ratio. SCF
showed a positive correlation with ALT and creatinine and a
decreasing trend as gestational age advances.
Conclusion: Circulating growth factors in PE, especially elevated
levels of EGF, HGF, LIF, and SCF, may be responsible for the
development or consequences associated with the pathogenesis
of PE, with evidence demonstrating an association with severe
features. These hormones in placenta appear to have different
patterns compared to those in the maternal blood, suggesting
that the placenta may regulate these factors to prevent them from
reaching the fetus. Further experiments are need to explain this
phenomenon.

774 | Sonographic Features of Placenta Accreta Spectrum
with andWithout Placenta Previa

Hope Y. Yu1; Rishi B. Chopra2; Kris Ann Botka2; Daniela A.
Carusi2; Thomas D. Shipp2
1Brigham and Women’s Hospital / Harvard Medical School,
Boston, MA; 2Brigham and Women’s Hospital, Boston, MA

10:30 AM - 12:30 PM

Objective: To evaluate sonographic features of placenta accreta
spectrum (PAS) with placenta previa compared to those without
placenta previa.
Study Design: Prospective, single referral center study of preg-
nancies undergoing a standardized, ultrasound protocol for PAS
risk assessment in the second and third trimesters. Protocol
was applied to pregnancies with placenta previa or request
of the obstetric provider based on risk factors. Transvaginal
ultrasound was performed if placenta previa was present. Loss
of hypoechoic zone (LHZ), retroplacental myometrial thinning
(RMT), placental lacunae (PL), placental extension (PE), hyper-
vascularity (HV) and overall PAS risk were assessed. Delivery
at >23 weeks gestation from 1/1/2023 to 7/15/2024 with clinical
and/or histologic PAS were included. PAS with placenta previa
(PAS-PP) included those with placenta covering the cervical os
at the time of delivery. PAS without placenta previa (PAS-NP)
excluded those with low-lying placenta even if they resolved.
Results: Two hundred nineteen patients underwent the PAS
ultrasound protocol and 37 diagnosed with PAS, 24 PAS-PP and
13 PAS-NP. PAS-NP was more likely than PAS-PP to have history
of PAS (38% vs 0%, p< 0.01) and less likely to have LHZ, RMT, and
HV. There was also a difference in number and size of PL. PAS-
PP was more likely to have sonographic suspicion for PAS (78% vs
33%, p = 0.02) with a PPV and NPV of 76% and 82%, respectively.
Among PAS-NP, PPV and NPV was 44% and 81%, respectively.
Twenty-three cases were non-invasive, 10 PAS-PP (42%) and 13
PAS-NP (100%). Sonographic suspicion for PAS was noted in 60%
PAS-PP and 33% PAS-NP in the non-invasive subgroup, however,
we were not powered to detect a difference (p = 0.39).
Conclusion: Standard ultrasonographic signs of PAS are less
likely to be present in PAS without placenta previa resulting in
lower detection rates. Larger studies are needed to determine
whether these differences persist in non-invasive PAS.Alternative
PAS risk assessment tools should be investigated in non-previa
PAS to improve antenatal detection.

775 | Universal Or Selected Policy Of Tranexamic Acid For
Preventing Blood Loss After Cesarean Delivery?

Hugo Madar1; Thomas Ferté2; Antoine Bénard3; Kilian Trin2;
Catherine Deneux-Tharaux4; Loïc Sentilhes5
1Bordeaux University Hospital, Bordeaux, Aquitaine; 2Public
Health Department, Clinical Epidemiology Unit, Bordeaux
University Hospital, Bordeaux, France, Public Health Department,
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Clinical Epidemiology Unit, Bordeaux University Hospital,
Aquitaine; 3Public Health Department, Clinical Epidemiology
Unit, Bordeaux University Hospital, Bordeaux, France, Public
Health Department, Clinical Epidemiology Unit, Bordeaux
University Hospital, Bordeaux, Aquitaine; 4Université Paris Cité,
CRESS U1153, Obstetrical, Perinatal and Pediatric Epidemiology
Research Team, EPOPé, INSERM, INRAE, Paris, France, Paris,
Ile-de-France; 5Department of Obstetrics and Gynecology,
Bordeaux University Hospital, Bordeaux, France, Department of
Obstetrics and Gynecology, Bordeaux University Hospital„
Aquitaine

10:30 AM - 12:30 PM
Objective: Prophylactic tranexamic acid has been shown to
reduce postpartum blood loss in cesarean deliveries, but its
effectiveness may vary based on individual factors and cesarean
management. Identifying the women who would benefit most
could optimize treatment and minimize unnecessary exposure.
We reanalyzed data from the TRAAP2 trial to determine if the
effect of tranexamic acid on postpartumhemorrhage (PPH) varies
with women and management of the cesareans’ characteristics.
StudyDesign:We included all women in themodified intention-
to-treat population of TRAAP2 who received tranexamic acid or
placebo. The primary outcome was PPH, defined as blood loss
over 1000 ml or a red-cell transfusion within two days post-
delivery. Predictors for PPH included baseline characteristics and
cesarean management details. Both logistic regression with lasso
penalization (LRL) and random forest (RF) were used to estimate
associations between PPH and predictors. Prediction accuracy
was assessed using the area under the ROC curve (AUROC) and
the precision-recall curve (AUPRC).
Results: The study included 4,367 women (2,190 in the tranex-
amic acid group and 2,177 in the placebo group). Lasso logistic
regression outperformed random forest, with an AUROC of 0.72
(95% CI: 0.70-0.74) (Figure 1). The most important predictors of
PPH were multiple pregnancy, number of cesareans, body mass
index at the end of pregnancy, hemoglobin within 7 days before
delivery, gestational age at delivery and cesarean during labor
because of protracted labor. Model had poor calibration for ben-
efit of tranexamic acid with an observed benefit almost constant
across the quintile of predicted benefit with a discrimination for
benefit of 0.04 (95%CI: -0.07; 0.15) (Figure 2).
Conclusion: Although tranexamic acid is effective for the pre-
vention of calculated blood loss at population level, its individual
efficacy is difficult to forecast accurately. This suggests that
a targeted prophylactic approach, rather than universal use,
may not be appropriate for preventing blood loss in cesarean
deliveries.

776 | Assessment of the Impact of Hemodynamic-aligned
Antihypertensive Therapy in PostpartumManagement of
Preeclampsia

Ifeoma M. Ogamba-Alphonso1; Erin Miller2; Tudi-Max
Brown-Thomas2; Ioanna Katehis2; Saige Gitlin2; Delphina
Maldonado2; Gabriella Fernandez De Salvo2; Tony Asfour2; Keya
Shah2; Mehak Kapoor2; George Gubernikoff2; Wendy Kinzler2;
Martin Chavez3; Hye Heo2; Patricia Rekawek2
1NYU Langone Hospital - Long Island, Island Park, NY; 2NYU
Langone Hospital, Long Island, NY; 3NYU Langone Hospital, New
York, NY

10:30 AM - 12:30 PM
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Objective: Labetalol and nifedipine are first line antihyper-
tensive agents for hypertensive disorders of pregnancy. There’s
limited research on selecting medication based on hemodynamic
profiles in preeclampsia (PEC), such as high cardiac output
(CO) and high systemic vascular resistance (SVR). Our objective
was to assess if concordance of antihypertensive treatment with
the hemodynamic status on echocardiography (echo) optimizes
blood pressure (BP) control in PEC patients.
Study Design: This is a retrospective cohort study of patients
with PEC with severe features who delivered at our institu-
tion and received a postpartum echo, excluding patients with
cardiomyopathy. Antihypertensive choice and decision to order
echo were provider dependent. CO and SVR were calculated
retrospectively from the echo in collaboration with cardiology.
Concordance was defined as patients with high CO (>6L/min)
initiated on labetalol and high SVR (>1200 dyn.s.cm5) initiated
on nifedipine. Patients initiated on the opposite medication were
grouped as discordant. The primary outcome was time to optimal
BP control, defined as the period from the start of BP medication
to when no titration was needed. Chi-squared & Fisher’s exact
tests were used for categorical variables, and Mann-Whitney U
test for continuous variables.
Results: Of the 145 patients, 83 (58%) received concordant
therapy. Maternal demographics were similar between groups
(Table 1). No patientswere onmagnesium sulfate during the echo.
Most patients had high SVR (74%) vs high CO (26%). Of those
with high SVR, 56% were on nifedipine. Overall, 51% of patients
received Labetalol and 48% received Nifedipine. There was no
difference in the median time to optimal BP control (2 days for
both groups, p = 0.4). The median postpartum length of stay was
3 days for both groups (p >0.9) (Table 2).
Conclusion: Our study revealed majority of patients with PEC
had high SVR, with Nifedipine initiation aligning with most
hemodynamic profiles. Although time to optimal BP control did
not differ, prospective studies are needed to explore the benefits
of hemodynamic aligned therapy in PEC.

777 | Effect of Social Drivers of Health on Screening for
Type 2 Diabetes During Delivery Hospitalization

Ingmar N. Bastian; Manisha Gandhi; Mark A. Turrentine
Baylor College of Medicine, Houston, TX

10:30 AM - 12:30 PM
Objective: To estimate the effect of social and structural drivers
of health on completion of screening for type 2 diabetes during
the delivery hospitalization in patients with gestational diabetes
mellitus (GDM).
Study Design: The American College of Obstetricians and
Gynecologists updated guidance inMay 2024 to offer a 2-hour oral
glucose tolerance test (OGTT) in patients with GDM during the
immediate delivery hospitalization. Subsequently, our institution
began to offer all patients with GDM this option. Patients with
recent (7 days) administration of antenatal corticosteroids and
those with out of state follow-up were excluded. Demographic,
social and structural drivers of healthwere prospectively collected
on all patients with GDM. A comparison of variables was
performed between those who did versus those who did not
complete the OGTT in the immediate delivery hospitalization. P
< 0.05 was considered statistically significant.
Results: From June 24 through August 1, 2024, 694 deliveries
occurred with 40 (5.8%) patients having GDM. 38 patients were
offered inpatient OGTT, 1 was not eligible, and 1 was excluded
from analysis. 53.8 % (21/39) completed and 46.2% (18/39) did
not complete screening (Figure 1). 84.6% (11/13) with medication
controlled GDM (A2GDM) and 38.5% (10/26) with diet controlled
GDM (A1GDM) completed screening; (OR = 8.8, 95% CI: 1.87-
65.09). Social and structural drivers of health were similar
between the two groups (Table 1).
Conclusion: A greater proportion of patients with GDM accept
screening for type 2 diabetes via the OGTT during delivery hospi-
talization compared to traditional rates reported at 4 to 12 weeks
postpartum (< 30% receive recommended screeningwith OGTT).
Patients with A2GDM were more likely to complete inpatient
screening than those with A1GDM. Social and structural drivers
of health were similar between groups. Further studies will be
needed to identify variables that may increase screening uptake
for type 2 diabetes in patients with GDM in the immediate
postpartum delivery hospitalization.
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778 | Which Cutoff of the 50-Gram Gct Has a Higher
Predictive Value for Gestational Diabetes Mellitus?

Israel Yoles1; Tuvia Baevsky2
1Clalit Health Services, THe Central District, Beit Gamliel,
HaMerkaz; 2Clalit Health Services, THe Central District, Rishon
Le Tzion, HaMerkaz

10:30 AM - 12:30 PM
Objective: The 50-gram glucose challenge test (GCT) is used
as the initial step in screening for gestational diabetes mellitus
(GDM). If the GCT result exceeds the institutional threshold, a
100-gram oral glucose tolerance test (OGTT) is performed. The

objective of this study was to determine which GCT result is high
enough to predict a diagnosis of GDM
Study Design: The study included all pregnant women who
underwent aGCT in in a largeHealthMaintenanceOrganization.
The study included all pregnant women who underwent a GCT
between July 2002 and July 2024.We analyzed variousGCTvalues
to determine the percentage of womenwith at least one abnormal
value in the subsequent OGTT. GCT was performed if the value
was 140 mg/dL or higher. Normal results for OGTT were defined
as follows: fasting < 95 mg/dL, 60 minutes < 180 mg/dL, 120
minutes < 155 mg/dL, and 180 minutes < 140 mg/dL
Results: During the study period, 95,562 GCTs were performed,
of which 20,797 (21.7%) resulted in a value of 140mg/dL or higher.
Overall, 3,068 women (15%) exhibited at least one abnormal value
in the OGTT. The incidence of women with abnormal OGTT
results for each GCT group ranged from 24% to 80% (Table 1). The
incidence of abnormalOGTT results in eachGCTgroup increased
with age, with older women having a higher incidence of these
results (Table 2)
Conclusion: In this large cohort, even significantly elevatedGCT
values could be followed by normal OGTT results, especially in
young pregnantwomen. Therefore, it is recommended to perform
an OGTT for every GCT result above the institutional cutoff
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779 | Clinical Chorioamnionitis is a Major Risk Factor for
Failed Vacuum-Assisted Deliveries

Itamar Gilboa1; Daniel Gabbai1; Anat Lavie2; Yariv Yogev3;
Emmanuel Attali1
1Lis Hospital for Women’s Health, Tel Aviv Sourasky Medical
Center, Tel-Aviv, Tel Aviv; 2Tel Aviv Sourasky Medical Center, Tel
Aviv Sourasky Medical Center, Tel Aviv; 3Lis Maternity Hospital,
Sourasky Medical Center, Tel Aviv University, Tel Aviv Sourasky
Medical Center, Tel Aviv

10:30 AM - 12:30 PM
Objective: We aimed to determine the impact of clinical
chorioamnionitis during labor and the risk of failed vacuum-
assisted delivery (VAD).
StudyDesign: A retrospective cohort study at a single university-
affiliated tertiary medical center with approximately 12,000
deliveries annually from 2011-2023. The study group included
singleton pregnancies at ≥36 weeks’ gestation undergoing a
trial of vacuum delivery. The study group, comprising cases of
failed vacuum extraction (defined by extraction duration over
20 minutes, more than two cup detachments, or the operator’s
decision to switch to urgent cesarean delivery), and the control
group, consisting of successful vacuum extractions. Clinical
chorioamnionitis was diagnosed with an intrapartum fever of
≥38◦C and the presence of either a white blood cell count≥15,000
or documentation of a commonly used broad-spectrum antibiotic
regimen for clinical chorioamnionitis.
Results:
1. Vacuum extractionwas attempted in 9,402 out of 111,878 vaginal
deliveries (8.4%).
2. The rate of failed VAD was 197/9402 deliveries (2.1%).
3. Multivariate logistic regression analysis identified clinical
chorioamnionitis as the major independent risk factor for failed
VAD (OR = 3.65, 95% CI 2.3-5.8, p < 0.001).
4. Additional risk factors for failed VAD included: Occiput
posterior position (OR = 2.45, 95% CI 1.6-3.7, p < 0.001); Fetal
head station less than 2 cm below the ischial spine (OR = 1.92,
95% CI 1.4-2.7, p < 0.001); duration of the second stage of delivery
> 3.5 hours (OR = 1.92, 95% CI 1.4-2.7, p < 0.001); birth weight
> 3,500 grams (OR = 1.77, 95% CI 1.3-2.5, p < 0.001); induction
of labor (OR = 1.95, 95% CI 1.4-2.7, p < 0.001); meconium stained
amniotic fluid (OR = 1.52, 95% CI 1.1-2.2, p = 0.018); Male gender
(OR = 1.18, 95% CI 1.0-2.0, p = 0.042).
Conclusion: In addition to well-known risk factors for failed
VAD, clinical chorioamnionitis was found to be the main factor
associated with an increased risk of vacuum failure.

780 | is Prenatal Bisphenol and Phthalate Exposure
Associated with Fetoplacental Ratio?

Ayushi Bommireddipalli1; Jacqueline A. Erler2; Whitney
Cowell1; Kurunthachalam Kannan3; Leonardo Trasande1; Linda
G. Kahn1; Shilpi S. Mehta-Lee4
1NYU Grossman School of Medicine, New York, NY; 2Rutgers
Robert Wood Johnson Medical School, NJ; 3NY State Department
of Health, Wadsworth Center, Albany, NY; 4NYU Langone Health,
Brooklyn, NY

71 of 177



10:30 AM - 12:30 PM
Objective: Fetoplacental ratio (FPR), the ratio of birthweight
(BW) to placental weight (PW), is a well-described indicator of
placental efficiency that is linked to future health risks. Bisphe-
nols (BPs) and phthalates are endocrine-disrupting chemicals
found in plastics, household products, and vinyl medical tubing.
There is no strong evidence that prenatal exposure to BPs or
phthalates is associated with neonatal BW, and yet studies show
associations with pregnancy complications and adverse child
health outcomes. We analyzed prenatal exposure to BPs and
phthalates in relation to FPR, BW, and PW as a possible novel
explanation.
Study Design: 401 participants in the [institution redacted]
Children’s Health and Environment Study with data on prenatal
chemical exposure, BW, and PW from singleton births were
included. Chemical concentrations were log-transformed and
adjusted for creatinine. Molar sums of metabolites represented
exposure to low and highmolecular weight (LMW,HMW) phtha-
lates, diethylhexyl phthalate (DEHP), antiandrogenic phthalates,
and BPs; trimester concentrations were averaged. Linear regres-
sion models were adjusted for gestational age, fetal sex, maternal
demographics, and chemical batch (Table 1). Analyses were
stratified by fetal sex.
Results: We found no significant associations between chemical
exposure and FPR in the combined sample. Among female
fetuses, BPs and HMW phthalates were linked with higher FPR,
the former association driven by BPS and the latter driven by
DEHP. In models with BW and PW as outcomes, we observed no
association with BW in combined or stratified models. We found
significant negative associations for the same chemical groups
and PW among female infants.
Conclusion: Among female fetuses, exposures to HMW phtha-
lates and BPs are significantly associated with higher FPR due to
reduced PW. The BP findings were driven by exposure to BPS, a
recent BPA substitute in many consumer products. Our results
suggest that BPs and phthalates may affect placental efficiency,
with potential implications for pregnancy complications and
child health outcomes.

781 | a Just Start: a Mixed-Methods Analysis of Obstetric
Health-Harming Legal Needs Among Low-Income
Pregnant People

Jecca R. Steinberg1; Hebron Kelecha1; Madeline F. Perry1;
Nivedita Potapragada1; Allie Valenzuela1; Erica O’Neill2; Ashish
Premkumar3; Lynn M. Yee1
1Northwestern University Feinberg School of Medicine, Chicago,
IL; 2Stroger Hospital Cook County, Chicago, IL; 3Pritzker School of
Medicine, University of Chicago, Chicago, IL

10:30 AM - 12:30 PM
Objective: Health-harming legal needs (HHLN) comprise social
barriers to health best addressed through medical-legal collabo-
ration. The objective of this analysis was to understand patient
perspectives and experiences with HHLN in pregnancy and
postpartum.
Study Design: In this mixed-methods study, we conducted
validated surveys and semi-structured interviews in English or
Spanish with obstetric patients in a public hospital in Chicago,
Illinois. Surveys included the Medical-Legal Partnership Legal
Needs Screening Tool and a demographic survey. We applied
community-engaged strategies to collaborate with patients, advo-
cates, physicians, nurses, and social workers to design obstetric
HHLN interviews. Interviews focused on four HHLN domains:
employment, public benefits, housing, and safety.We applied iter-
ative transcript-based coding to develop and refine a codebook,
assess interrater reliability (Cohen’s kappa >0.85), and analyze
themes.
Results: Forty-eight obstetric patients (94% pregnant, 6% post-
partum), aged 19-39 years, participated. Twenty participants
(42%) identified as Black, 26 as Latine (54%), and 2 as white
(4%). All but two participants had public insurance (67%) or
were uninsured (27%). In interviews, when asked generally,
92% of participants denied having HHLN. However, 70% of all
participants screened positive in the HHLN survey, and when
queried about HHLN domains, 95% described obstetric-specific
HHLN (Figure). The majority of participants (77%) experienced
two or more HHLN, while few faced only an isolated HHLN
or none (Figure). The most prevalent obstetric HHLN related to
employment (e.g. pregnancy-related workplace discrimination),
poor access to public benefits, or substandard housing (Table).
Participants described limited options for recourse when HHLN
negatively affected their pregnancies (Table).
Conclusion: HHLN burdened nearly all low-income obstetric
patients in this study, but most did not realize they had unmet
legal needs. Evidence-based interventions are needed to increase
awareness of obstetric HHLN and protect pregnant people from
the obstetric consequences of HHLN.
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782 | Transcerebellar Diameter in Fetal Growth Restriction
- Does Concordance with Estimated Fetal Weight Matter?

Jenna S. Silverstein1; Emily Schneider2; Meralis V.
Lantigua-Martinez3; Gabrielle K. Concepcion-Taveras3; Young
Mi Lee4; Martin Chavez5; Ashley S. Roman4; Justin S. Brandt4;
Erinn M. Hade3; Steven Friedman3; Christina A. Penfield4
1Sister of Charity Hospital, Buffalo, NY; 2NYU Grossman Long
Island School of Medicine, Mineola, NY; 3NYU Grossman School
of Medicine, New York, NY; 4NYU Langone Health, New York, NY;
5NYU Langone Hospital, New York, NY

10:30 AM - 12:30 PM
Objective: Fetal growth restriction (FGR) is a significant risk
factor for perinatal morbidity and mortality. Differentiating
pathologic FGR due to placental insufficiency from a benign
constitutionally small fetus remains challenging. We evaluated
whether discordance between transcerebellar diameter (TCD)
and estimated fetal weight (EFW) was associated with signs of
pathologic FGR.
Study Design: We conducted a multi-center prospective study
of singleton pregnancies with FGR (EFW < 10th%) diagnosed
between 16 and 37.6 weeks gestation. We excluded those without
confirmed first trimester dating, or with identifiable anatomic,
genetic, or infectious etiologies of FGR. Cerebellum measure-
ment was planned at each growth scan. Concordance between
measures was defined as TCD < 25th% and EFW < 10th% and
discordance TCD ≥ 25th% and EFW < 10th%. The primary
outcome was a composite of signs of placental insufficiency
(abnormal umbilical artery Dopplers, oligohydramnios, and/or
abnormal antepartum testing). Secondary outcomes included
gestational age (GA) at delivery, FGR resolution prior to delivery,
neonatal outcomes, and hypertensive disorders of pregnancy
(HDP). Associations between discordance and outcomes was
estimated by the adjusted relative risk (95% confidence interval)
through modified Poisson regression.
Results: Of the 128 participants enrolled, 68 had complete
data on cerebellar measurements. Pregnancies with discordant
measuresweremore likely to have signs of placental insufficiency
compared to those with concordant measures (41.8% vs. 23.1%;
aRR 1.63 (95% CI [0.57, 4.69])). Concordant pregnancies were
diagnosed with FGR earlier and were more likely to resolve prior
to delivery. Groups did not differ in GA at delivery, birthweight,
rates of medically-indicated preterm birth, rates of SGA, other
neonatal outcomes, and HDP.
Conclusion: FGR pregnancies with discordant TCD and EFW
may be associated with signs of placental insufficiency, but due
to high variability in the association, further confirmation of
these findings is warranted. TCD discordance may be a tool for
differentiating pathologic from benign FGR.
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783 | Delayed Oral Misoprostol Dosing for Cervical
Ripening: association with perinatal outcomes

Suna Njie1; Fei Xu2; Jennifer M. Baker2; Michael W.
Kuzniewicz3; Monique Hedderson2; Mara Greenberg4
1Kaiser Permanente Northern California, Oakland, CA; 2Kaiser
Permanente Northern California, Pleasanton, CA; 3Kaiser

Permanente Northern California, Kaiser Permanente Northern
California, CA; 4Kaiser-Permanente Northern California,
Oakland, CA

10:30 AM - 12:30 PM
Objective: To examine dosing characteristics for misoprostol
used as a cervical ripening agent in a large integrated health
care system and evaluate association between dosing delay and
perinatal outcomes.
Study Design: Retrospective study of all deliveries without
prior cesarean that underwent induction of labor (IOL) from
2011-2023 at Kaiser Permanente Northern California. For the
proportion of patients undergoing IOL who received misopros-
tol for cervical ripening, dosing characteristics were examined.
Delayed dosing among patients who received >1 misoprostol
dose was defined as >4.5 hours between doses. Associations
between delay characteristics and outcomes including cesarean
delivery, chorioamnionitis, postpartumhemorrhage, time to vagi-
nal delivery, and length of stay were examined in unadjusted and
multivariable analyses.
Results: Among 126,864 induced labors without prior cesareans,
91,776 (72%) received misoprostol and of those 53,734 (58.6%)
received >1 dose. Most misoprostol was dosed orally (96.7%)
starting with an initial dose of 50mcg (98.8%), and subsequent
doses of 100mcg (95%). Delayed dosing was present in 55.6%
(29,863), and of those with delays 41% were delayed within 1
hour, 19% from 1-2 hours and 40% >2 hours. Delay in misoprostol
dosing was associated in a dose response manner with perinatal
outcomes (Figure 1), with higher degrees of delay associated
with higher rates of cesarean delivery, chorioamnionitis, and
postpartum hemorrhage, lower rate of achieving vaginal delivery
within 24 hours, and longer length of stay. In multivariable
analysis, presence and degree of dosing delays were associated
with increased adjusted risks of all adverse outcomes examined
(Table 1).
Conclusion: Delayed oral misoprostol dosing was common in
a large diverse cohort of induced labors. Frequency and degree
of dosing delay was associated with adverse perinatal outcomes.
This presents a potential opportunity to improve quality of
intrapartum care and outcomes of labor.
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784 | The Impact of Pregnancy and Obesity on Glucose
Metabolism inMouse Skeletal Muscle

Jenny B. Koenig1; Ella Rust1; Liam S. Fitzgerald1; Simon
Schenk1; Lindsey A. Burnett2
1UC San Diego, La Jolla, CA; 2UC San Diego Medical Center, La
Jolla, CA

10:30 AM - 12:30 PM
Objective: Obesity affects over 40% of reproductive-aged women
in the United States. This study aimed to examine the interactive
effects of diet-induced obesity and pregnancy on oral glucose
tolerance and skeletal muscle insulin-stimulated glucose uptake
in a mouse model of diet-induced obesity.
Study Design: C57/BL6/NJ mice (4 weeks old) were fed a low-
fat diet (LFD; 10% of calories from fat) or high-fat diet (HFD; 60%
of calories from fat) for 6 weeks before mating. An oral glucose
tolerance test (OGTT; 2 g/kg) was conducted in late pregnancy
(LP, E12.5-17.5) or in age-matched non-pregnant (NP) mice.
Skeletal muscle glucose uptake was assessed using a radiolabeled
2-deoxyglucose (2DG) approach in paired soleus muscle, with
and without a physiological insulin concentration (60 µU/mL).
Statistical analysis was performed using 2-way ANOVA with
appropriate post-hoc analysis and significance of P < 0.05.
Results: NPHFD-fedmiceweighed significantlymore thanLFD-
fed controls (30.20 vs. 19.97 g, P < 0.0001). Oral glucose tolerance
as measured by area under the curve (AUC) was significantly
different between LFD-fed andHFD-fed animals (NP: LFD 18,055

vs. HFD 24,089 mg ⋅ min/dL, P < 0.01) but was not between
NP and LP within each diet (LFD: NP 18,055 vs. LP 16,074
mg ⋅ min/dL, P = 0.66; HFD: NP 24,089 vs. LP 21,311 mg ⋅

min/dL, P = 0.32). Specific to skeletal muscle, insulin-stimulated
glucose uptake (insulin 2DGuptakeminus basal 2DGuptake)was
decreased by HFD-feeding (NP: LFD 0.69 vs. HFD 0.29 µmol/20
min/g, P = 0.09; LP: LFD 0.98 vs. HFD 0.19 µmol/20 min/g, P <

0.001), but not by pregnancy (LFD: NP vs. LP, P = 0.28; HFD: NP
vs. LP, P = 0.90).
Conclusion: Diet-induced obesity, but not pregnancy, signif-
icantly impairs oral glucose tolerance and insulin-stimulated
glucose uptake in skeletal muscle. This study provides valuable
insights into the interactive effects of pregnancy and obesity on
glycemia and skeletal muscle insulin resistance.

785 | Influence of Group Prenatal Care Participation on
Attendance at the Postpartum Visit

Kate Tolleson1; Jessica Britt2; Moonseong Heo3; Amy Crockett4
1NYU Grossman School of Medicine, New York, NY; 2Prisma
Health, Prisma Health, SC; 3Clemson University, Clemson, SC;
4Prisma Health and University of South Carolina School of
Medicine, Greenville, SC

10:30 AM - 12:30 PM
Objective: The 6 week postpartum visit (PPV) is an opportunity
for family planning, evaluation of physical andmental health, and
a link to follow-up for chronic health conditions. Many patients
miss this visit, with attendance averaging 61%. Participation in
group prenatal care (GPNC) encourages patient engagement dur-
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ing pregnancy and may improve PPV attendance. We compared
rates of PPV attendance between GPNC and individual prenatal
care (IPNC).
Study Design: Secondary analysis of a prospective clinical trial
comparing GPNC vs IPNC on birth outcomes. The primary
outcome variable was PPV attendance. Comparisons were made
using 3 analytic approaches: intent-to-treat (ITT) including all
randomized participants, modified ITT (mITT) including par-
ticipants attending ≥1 visit in the assigned study arm, and a
per compliance (PC) including those receiving ≥5 visits in the
assigned study arm. Comparisons with χ-square and t-test were
performed for mITT and PC groups and logistic regression was
used to control for differences between groups.
Results: 2348 participants were enrolled with 1175 in GPNC
and 1173 in IPNC. Participants were 40% Black, 36% White, and
21% Hispanic. Compared with IPNC, GPNC did not have higher
rates of PPV attendance in ITT (61% GPNC vs 61% IPNC, RR
1.01, 95% CI 0.942-1.07). However, with increasing participation,
GPNC had significantly higher PPV attendance in mITT (70%
vs 64%, RR 1.10, 95% CI 1.03-1.17) and PC (76% vs 66%, RR
1.14,95% CI 1.07-1.21). Adequacy of Prenatal Care Utilization
Index ≥ 3 was associated with PPV attendance (RR 2.52,95% CI
2.16-2.94) regardless of prenatal care type. Participants with 1+
living children had significantly less PPV attendance compared
to participants with no living children (58% vs 65%, RR 0.892, 95%
CI 0.84-0.95).
Conclusion: There were no significant differences in PPV
attendance betweenGPNC and IPNC in ITT, but increased partic-
ipation in GPNC was associated with increased PPV attendance.
Efforts to improve adequacy of prenatal care will be beneficial
to all patients. Innovation in prenatal care delivery is needed to
improve overall PPV attendance.

786 | Interdisciplinary Pregnancy Hypertension Alert
System to Reduce Morbidity Associated with
Hypertensive Disorders of Pregnancy (HDP)

Jessica O. Amoako1; Aliah L. Fonteh1; Jeanie Haggan1; Cori
VanHouten1; Theresa Hyland1; Christine Coffey1; Rohit Sangal2;
Katherine Campbell2
1Yale New Haven Hospital, New Haven, CT; 2Yale School of
Medicine, New Haven, CT

10:30 AM - 12:30 PM
Objective: To create a Pregnancy-Related Hypertension Alert
to trigger a timely assessment, diagnosis, and management of
hypertensive disorders of pregnancy (HDP) in the Emergency
Department (ED).
Study Design: Emergency Medicine (EM) and Obstetrics (OB)
teams collaborated to develop and implement the Pregnancy-
Related Hypertension Alert. Patients with an elevated blood
pressure (BP) defined as a systolic BP of ≥ 150 mmHg and or a
diastolic of ≥ 100 mmHg at ≥ 20 weeks gestational age or within
6-weeks postpartum met criteria for the alert. When triggered,
an OB resident, OB nurse and EM team immediately evaluated
patient using a standardized HDP care pathway. Treatment
according to the pathway includes the use of oral IR nifedipine,
IV labetalol, IV hydralazine, and patients with mild elevated BP
received oral antihypertensive.
Results: 80 patients (17 pre-alert; 63 post-alert) were included
in the study. BP recheck within 15 minutes was noted in 41% of
patients’ pre-alert and increased to 86% post-alert. Median time
for patients to receive antihypertensiveswas 72minutes [IQR37.5-
195.5] in the pre-alert period and improved to 23.5 minutes [IQR
15- 67 minutes] with the alert . Pre-alert the ED median length of
stay was 219 minutes [IQR 182-297 minutes] and reduced to 147
minutes [IQR 73-231 minutes] with the alert. Patient disposition
was to Inpatient Obstetrics Unit (pre-alert: 41%; post-alert: 52%),
IR/SICU (pre alert: 0%; post alert: 3%), Labor & Birth/Triage (pre
alert: 6%; post-alert:13%), transfer from satellite ED to main ED
for additional management (5%), home (pre-alert: 53%; post-alert:
25%), other (2%).
Conclusion: After alert implementation, more patients achieved
guideline recommended care including BP check and delivery of
antihypertensives. Future directions include ongoing optimiza-
tion of the HDP alert and expanding coverage of the program
across the health care system.

787 | The Association BetweenMaternal Immune
Thrombocytopenia Purpura (ITP) and Adverse Perinatal
Outcomes

Jill K. Kumasaka; Ava D. Mandelbaum; Bharti Garg; Aaron B.
Caughey
Oregon Health & Science University, Portland, OR
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10:30 AM - 12:30 PM
Objective: Immune thrombocytopenia purpura (ITP) is a com-
mon cause of thrombocytopenia in pregnancy, however, limited
data exist on perinatal complications associated with maternal
ITP. This study aimed to evaluate the impact of maternal ITP on
adverse perinatal outcomes.
Study Design: This is a retrospective cohort study of linked
vital statistics and hospital discharge data among singleton, non-
anomalous births delivered between 23-42 weeks in California
(2008-2020). Patients were stratified by diagnosis of ITP. Mater-
nal outcomes included gestational hypertension, preeclampsia,
gestational diabetes (GDM), preterm delivery < 37 weeks, post-
partum hemorrhage, and severe maternal morbidity (SMM).
Neonatal outcomes included cephalohematoma, intraventricular
hemorrhage, and congenital thrombocytopenia. We utilized chi-
squared tests for univariate analyses and multivariable logistic
regression analyses to evaluate the association of ITP with
outcomes.
Results: Among 5,061,386 patients in our final sample, 4,346 (90
cases per 1000 deliveries) had a diagnosis of ITP. Compared to
patients without ITP, individuals with ITP had increased rates
of gestational hypertension (4.21% vs 3.44%, aOR = 1.18, 95%
CI: 1.02-1.37), preeclampsia (7.23% vs 3.80%, aOR = 1.74, 95%
CI: 1.56-1.95), GDM (11.99% vs 9.58%, aOR = 1.98, 95% CI: 1.10-
1.31), preterm delivery < 37 weeks (10.47% vs 6.39%, aOR = 1.69,
95% CI: 1.54-1.86), postpartum hemorrhage (9.27% vs 3.37%, aOR
= 2.63, 95% CI: 2.38-2.91), and SMM (11.64% vs 1.18%, aOR =
9.21, 95% CI: 8.42-10.07) (Table 1). Neonates born to mothers
with ITP had higher rates of intraventricular hemorrhage and
congenital thrombocytopenia, compared to those without ITP.
These associations remained in sub-analyses of vaginal versus
cesarean deliveries only (Table 2).
Conclusion: Maternal ITP was associated with increased rates of
gestational hypertension, preeclampsia, GDM, preterm delivery
< 37 weeks, postpartumhemorrhage, and SMM. Further research
to elucidate specific aspects of patients with ITP and perinatal
complications will be important to identify those thatmay benefit
from more aggressive interventions.

788 | Elevated Middle Cerebral Artery Peak Systolic
Velocity and Donor Twin Demise in Twin-Twin
Transfusion Syndrome

Jimmy Espinoza1; Ramesha Papanna2; Anthony Johnson3; Eric
P. Bergh4; Gustavo Vilchez5; Edgar A. Hernandez-Andrade2;
Sami Backley1; Felicia V. LeMoine1; Sen Zhu6; Arlyn Llanes7;
Ramen H. Chmait7
1Division of Fetal Intervention, Department of Obstetrics,
Gynecology and Reproductive Sciences, McGovern Medical School
at UTHealth Houston, Houston, TX; 2McGovern Medical School
at UTHealth Houston, Houston, TX; 3McGovern Medical School
University of Texas Health Science Center at Houston (UThealth),
Houston, TX; 4UT Health, Houston, TX; 5UTHealth Houston,
Houston, TX; 6McGovern Medical School at the University of
Texas, Houston, TX; 7Keck School of Medicine, University of
Southern California, Los Angeles, CA

10:30 AM - 12:30 PM
Objective: To determine the association of elevated donormiddle
cerebral artery peak systolic velocity (MCA-PSV) without twin
anemia polycythemia sequence (TAPS) and fetal demise among
pregnancies complicated by twin-to-twin transfusion syndrome
(TTTS).
Study Design: This prospective cohort study included TTTS
cases that underwent laser surgery between 2006 and 2023 at
two referral centers. The study was designed to: 1) explore the
association of elevated donor MCA-PSV (>1.5 multiples of the
median) without TAPS with fetal demise of the donor twin; 2)
to evaluate if donor or recipient MCA-PSV is associated with an
increased risk for their corresponding fetal death using receiving
operator characteristic curve analysis. TAPSwas defined as donor
MCA-PSV>1.5MoMand recipientMCA-PSV< 1.0MoMor inter-
twin MCA PSV difference >0.5. Uni- and multivariable as well as
Poisson (Zou’s method) regression models were used to estimate
odd ratios and relative risks (RR) of elevated donor MCA-PSV
without TAPS for donor demise, adjusted for TAPS, TTTS stage,
intertwin size discordance >25%, low donor MCA pulsatility
index, gestational age at surgery, and other confounders.
Results: Of 1,602 TTTS cases, 3.3% (n = 53) had elevated donor
MCA-PSV without TAPS and comprised our cases, which were
compared to the other 1,549 cases (controls). Clinical character-
istics are shown in Table 1; donor demise rate was higher among
cases than controls [45.3% (23/53) vs. 13.2% (205/1549), p< 0.001].
1) Elevated donor MCA-PSV without TAPS was an independent
risk factor for donor fetal demise (RR: 2.86; 95 % CI: 1.78-4.59; p<
0.001), and conferred the highest relative risk for demise of the
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donor twin (Table 2). 2) Donor MCA-PSV was associated with
donor fetal demise (AUC: 0.61; p< 0.001), but recipientMCA-PSV
was not associated with recipient fetal demise (AUC: 0.54; p =
0.2).
Conclusion: 1) Isolated elevated donor MCA-PSV prior to laser
is an important risk factor for donor fetal demise, adjusted for
confounders including TAPS; 2) The association of TAPS with
fetal death may be driven by elevated donor MCA-PSV, not by
recipient twin MCA-PSV.

789 | Does Premature Rupture of Membranes Affect
Adverse Health Outcomes in Second Trimester Medical
Abortion

Jocelyn Wascher1; Neha Reddy1; Camille Johnson1; Eryn
Wanyonyi1; Taytum Kahl2; Vanya Manthena3; Lahari
Vuppaladhadiam2; Julie Chor1; Beth Plunkett4; Isa Ryan5;
Olivert Mbah5; Jungeun Lee6; Emily Barker7; Laura Laursen8;
Leanne McCloskey9; Sloane York8; Ashish Premkumar3
1University of Chicago Medicine, Chicago, IL; 2University of
Chicago, Chicago, IL; 3Pritzker School of Medicine, University of
Chicago, Chicago, IL; 4Northshore Endeavor Health, Chicago, IL;
5NorthShore Health, Chicago, IL; 6Endeavor Health, Evanston, IL;
7Washington University in St Louis, St. Louis, MO; 8Rush
University, Chicago, IL; 9Northwestern Medicine, Chicago, IL

10:30 AM - 12:30 PM
Objective: Previable and peri-viable preterm rupture of mem-
branes are frequently managed with medication abortion (MAB).
Little is known about how ruptured membranes affect labor
duration ormaternal or health outcomes inMABwhen compared
to intact membranes.
StudyDesign: This retrospective cohort study examined patients
undergoing second-trimester (2T) MAB of a singleton pregnancy
at 4 academic health centers from 2009-2019. Patients who
received a diagnosis of preterm labor or advanced cervical exam
prior to MAB were excluded. The primary exposure was rupture
of membranes (ROM) or intact membranes (IM) prior to MAB.
Patients with infection diagnosed at the start of induction were
included. The primary outcome was duration of labor in hours.
Secondary outcomes were composite morbidity (uterine rupture,
blood transfusion, intensive care unit admission, or readmission)
and its components, estimated blood loss (EBL) 3500 mL and
clinical chorioamnionitis (CC) Bivariate analyseswere performed
for compositemorbidity and its components due to low frequency
of outcome occurrence. Multivariate analyses were performed
for EBL >500ml and CC. For the primary outcome, a survival
analysis, censoring at the time of delivery, was performed.
Results: 1,341 patients were included, 344 (25.7%) with ROM and
997 (74.3%) with IM. On bivariate analyses, there were significant
differences in baseline characteristics between groups (Table1).
ROM was associated with decreased labor duration compared to
IM (HR 2.5, 95% CI 2.1-2.9); this was significant after adjusting for
age, race, body mass index, parity and site of delivery (aHR 2.4,
95% CI 2.1-2.8), (Figure1). There were no significant differences
in secondary outcomes, with the exception of a higher likelihood
of EBL 3500 (aRR 1.54, 95% CI 1.1-2.2) and CC (aRR 1.9, 95% CI
1.3-2.7).
Conclusion: ROM prior to 2T MAB is associated with shorter
labor duration labor than IM. There was an increased likelihood
of CC and higher blood loss without need for blood transfu-
sion among people with ROM. These findings can be used in
counseling patients undergoing 2T MAB.
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790 | CanWe Train A.I. Chatbots to Replace Physicians for
Counseling on Soft Markers?

Keren Khromchenko1; Joseph Canterino1; Jonathan D. Baum1;
Karen Koscica1; Sheveta Jain1; Jennifer E. Powel2; Valeria
Distefano1; Maria Martins1; Jonathan Faro3

1Hackensack Meridian Health - Jersey Shore University Medical
Center, Neptune, NJ; 2Hackensack Meridian Jersey Shore
University Medical Center, Neptune, NJ; 3Jersey Shore University
Medical Center / Hackensack Meridian School of Medicine,
Marlboro, NJ

10:30 AM - 12:30 PM
Objective: Chatbots offer a user-friendly source of information.
Recent studies have raised concerns about their accuracy. The
World Health Organization (WHO) has warned that untested
AI systems could harm patients and erode trust. The detec-
tion of soft markers for aneuploidy on ultrasound can cause
significant anxiety. The accuracy and completeness of chatbot
responses regarding soft markers are unknown. We sought out to
evaluate chatbot performance on answering questions regarding
soft markers for aneuploidy and whether training improves
performance.
Study Design: A qualitative analysis was performed. ChatGPT
Version 4o and Google Gemini 1.5 pro were queried on 8 isolated
soft markers both prior to and after training using Society for
Maternal-Fetal Medicine (SMFM) Consult Series #57: evaluation
and management of isolated soft ultrasound markers for aneu-
ploidy in the second trimester. Queries were conducted in July
of 2024. Query responses were graded as “acceptable” or “not
acceptable” based on accuracy and completeness. Grading of
responses were performed by the MFM co-authors individually
and then as a group to formulate a consensus.
Results: Pre-training, 37.5% of ChatGPT responses and 50% of
Gemini responses were graded as ‘not acceptable.’ For ChatGPT,
all ‘not acceptable’ responses (3/3) were incomplete, with none
incorrect. For Gemini, all ‘not acceptable’ responses (4/4) were
incomplete, with one response also being incorrect. Post-training,
25% of ChatGPT responses and 37.5% of Gemini responses were
graded as ‘not acceptable.’ For ChatGPT, all ‘not acceptable’
responses (2/2) were incomplete, with none incorrect. For Gem-
ini, all ‘not acceptable’ responses (3/3) were incomplete, with
none incorrect.
Conclusion: While generative AI chatbots like ChatGPT and
Google Gemini show potential as supplementary information
sources on soft markers for aneuploidy, their responses often
lack completeness, which limits their effectiveness. Trainingwith
specific medical publications improves performance, but these
chatbots should not replace physician counseling.
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791 | Alternative Payment Models for Pregnancy Care: a
Difference-In-Difference Analysis Among State Medicaid
Programs

Jordan S. Stone1; Arina Chesnokova1; Allison Schachter2;
Sindhu K. Srinivas3; Sunni Mumford3
1Hospital of the University of Pennsylvania, Philadelphia, PA;
2University of Pennsylvania, Philadelphia, PA; 3University of
Pennsylvania Perelman School of Medicine, Philadelphia, PA

10:30 AM - 12:30 PM
Objective: There is growing interest in using payment model
design to improve pregnancy care delivery and reduce morbidity
and mortality, particularly within Medicaid. Despite this, data on
alternative payment models (i.e., those that establish a budget
for a care episode, coupled with quality incentives) in pregnancy
are sparse. The objective of this study is to evaluate whether the
introduction of amandatoryMedicaid bundled payment program
for pregnancy care was associated with changes in antenatal care
delivery and maternal morbidity.
Study Design: This is a quasi-experimental difference-in-
difference (DiD) analysis comparing two states that implemented
mandatory Medicaid bundled payment programs for pregnancy
care (TN in 2011 and OH in 2014) to control states (GA,
KS, KY, OK). Demographic variables and pregnancy outcomes
were collected from birth certificate records between 2009 and
2019. Inclusion criteria were births reimbursed by Medicaid in
intervention or control states with concordance between state
of residence and state of birth. A DiD analysis was conducted
for co-primary outcomes—gestational age at entry into prenatal
care and maternal transfusion at time of delivery. These were
chosen as proxies for modifiable aspects of pregnancy care within
the domains of antenatal care delivery and maternal morbidity.
The extended two-way fixed effects estimator was used with the
heterogenous DiD regression to account for staggered rollout in
the intervention group.
Results: Between 2009 and 2019, we identified 2,227,136 births
that met inclusion criteria. 55% were in the control group
and 45% were in the intervention group. The pre-intervention
parallel trends assumption was satisfied between groups. In the
heterogenous DiD regression model, no significant difference-in-
differences were identified for the specified outcomes between
the two groups (see table).
Conclusion: Mandatory Medicaid bundled payment programs
did not have a significant effect on gestational age at entry into
prenatal care ormaternal transfusion rates. Additional studies are
needed to further evaluate the impact of these models.

792 | Missed Connections: Exploring the Gap in Patient
Awareness of Hypertensive Disorders of Pregnancy
Diagnoses

Julia Thelen; Alyssa M. Hernandez; Eleanor Saffian; Anna
Palatnik
Medical College of Wisconsin, Milwaukee, WI

10:30 AM - 12:30 PM
Objective: To evaluate patients’ awareness of a hypertensive
disorder of pregnancy (HDP) diagnosis following their most
recent pregnancy.
Study Design: A 24-question survey was given to patients
with a recent HDP diagnosis who delivered at a tertiary care
center in 2022-2024. HDPwas defined as gestational hypertension
or preeclampsia. Descriptive statistics and bivariate analyses
compared demographics, clinical characteristics, and survey
responses stratified by ability to recall an HDP diagnosis.
Results: Of the 1,072 survey recipients, 355 (33.1%) responded and
were included in analysis. The mean interval between childbirth
and survey distribution was 11.2 months (±7.7m) and was not
significantly different between study groups (p = 0.29). Among
respondents, 87 (24.5%) were unaware of or could not recall their
HDP diagnosis. 96.1% of patients who recalled their diagnosis
recalled discussing blood pressure during their birth admission
compared to only 71.6% of patients who did not recall their
diagnosis. Patientswhowere less likely to be aware orwere unable
to recall a diagnosis of HDP were more likely to be Hispanic
(p = 0.02), not college educated (p = 0.01), publicly insured (p
= 0.02), WIC-eligible (p = 0.05), diagnosed during the intra- or
postpartum period (p= 0.001), and deliver at full term (p< 0.001).
Patients with gestational hypertension were less likely to recall
their diagnosis compared to those diagnosed with preeclampsia
with severe features (p< 0.001).
Conclusion: Awareness and recall of a prior HDP diagnosis was
influenced by demographic factors and clinical characteristics
indicative of disease severity. Since history of HDP is a significant
risk factor for future pregnancies and lifelong cardiovascular
health, further research exploring this gap in awareness is needed
to optimize patient education during the index pregnancy.
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793 | Evaluating the Potential Relationship between
sFlt-1:PIGF and Hypertension Across Pregnancy and early
Postpartum

Julia L. Berkowitz1; Stephen Juraschek2; Lara Kovell3
1UMass Medical Center, UMass Medical Center, MA; 2Beth Israel
Deaconess Medical Center, Boston, MA; 3UMass Memorial Health,
Worcester, MA

10:30 AM - 12:30 PM
Objective: Hypertensive disorders of pregnancy are major con-
tributors to adverse maternal outcomes including stroke, cardio-
vascular disease, and death. Vascular biomarkers, including the
ratio of soluble fms-like tyrosine kinase 1 and placental growth
factor (Sflt-1: PIGF) are independent predictors of gestational
hypertension and preeclampsia. The aim of this study is to
examine the trend in Sflt-1: PIGF in pregnancy and post-partum
in women with and without hypertension (HTN).
Study Design: In a prospective, 1:1 case-control design, we
enrolled pregnant women with HTN and without HTN (control
group) between 24-32 weeks gestation from 2019-2022. HTN was
defined by a clinical diagnosis or baseline blood pressure (BP)
≥140/90 mm Hg. The control group had a systolic BP < 120 mm
Hg and no HTN diagnosis. Serum was collected at baseline, at
delivery admission, and postpartum day 1. Mixed effects tobit
models were used to compare Sflt-1:PIGF across HTN groups and
over time, adjusted for age and BMI.
Results: At baseline, the HTN group had higher sFLT-1(pg/mL):
PIGF (pg/mL) (mean (SD): 3.9 (0.9)) versus the control group
(2.1 (0.5)). Both groups had a significant increase in mean sFLT-
1:PIGF at the delivery admission (HTN: 20.7 (5.3); Control: 27.0

(7.2)) and postpartum (HTN: 56.7 (13.9); Control: 42.0 (10.6));
however, no significant difference was seen between these groups
(see Figure 1). Across pregnancy and the early postpartum period,
therewas no significant difference in themean sFLT-1: PIGF ratio
between the HTN and control groups (HTN: 13.06 (2.73); Control:
10.44 (2.24)).
Conclusion: While women with HTN had greater baseline sFLt-
1: PIGF than controls, no significant differences were found
during delivery admission or postpartum. All women demon-
strated a significant increase in sFLt-1:PIGF during pregnancy
with elevations continuing postpartum.
Future studies examining the impacts of HTN on subclinical
cardiovascular injury and long-term maternal outcomes are
needed.

794 | The Screening Accuracy of Betke-Kleihauer Test for
Fetal-Maternal Hemorrhage in the Antepartum and
Postpartum Period

Juliana Poli1; Yulia Hin1; Heather VanderMeulen1; Nir
Melamed2
1University of Toronto, Toronto, ON; 2Division of Maternal Fetal
Medicine, Department of Obstetrics and Gynecology, Sunnybrook
Health Sciences Centre, Toronto, ON

10:30 AM - 12:30 PM
Objective: Accurate detection of fetomaternal hemorrhage
(FMH) is important both antenatally (e.g., cases of abdominal
trauma) and postpartum (to guide the RhIg dosage in RhD-
negative patients). Betke-Kleihauer (BK) is the most commonly
used quantitative screening test for FMH, but data on its screen-
ing accuracy in specific circumstances and the optimal screening
threshold are conflicting. The current study aimed to estimate the
screening accuracy of the BK test for large FMH and identify the
optimal screening threshold in the antepartum and postpartum
periods.
Study Design: A retrospective cohort study of patients who had
a BK test at a single center (2014-2022). The definitive diagnosis of
large FMH (≥ 15 mL) was done by flow cytometry that was sent
in cases of a positive BK test (≥ 2 mL). The screening accuracy
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of the BK test for large FMH was described using the area under
the ROC curve (AUC), detection rate (DR), and false-positive rate
(FPR), and was stratified by the timing of testing (antepartum vs.
postpartum).
Results: A total of 4,628 patients underwent BK testing during
the study period, 2217 (47.9%) antenatally and 2,411 (52.1%)
postpartum. The incidence of a positive BK was 9.1%. The
discriminative accuracy of the BK for large FMH was high in
the entire cohort (AUC 0.97 [95%-CI 0.94-0.99]) but was lower
during the antepartum vs. postpartum period (0.88 [0.80-0.96] vs.
0.997 [0.94-1.00], p = 0.02). The highest BK threshold providing
a DR of 100% for large FMH was 2.0 mL (FPR of 67% [58%-76%]).
A higher BK threshold of 7.5 mL was associated with a reduced
DR (81% [85%-97%) and lower FPR (9% [3%-15%]). This threshold
(7.5 mL) maintained a DR of 100% in the postpartum period (DR
100%, FPR 8% [3%-14%]) but performed poorly antepartum (DR
57% [47%-67%], FPR 14% [7%-20%]).
Conclusion: The BK test is associated with a high FPR when
using a conservative threshold of 2 mL that provides a 100% DR.
Its screening accuracy is higher during the postpartum period,
where a less strict threshold of 7.5 mL maintains the same DR
of 100% with a lower FPR.

795 | Association of Body Mass Index with Adverse
Pregnancy OutcomesWhen Stratified by Cardiovascular
Health

Karen J. Gibbins; Nicole E. Marshall; Amy M. Valent
Oregon Health & Science University, Portland, OR

10:30 AM - 12:30 PM
Objective: High body mass index (BMI) is associated with
adverse pregnancy outcomes, but it is not a direct measure of
cardiovascular health (CVH) andmisclassifiesmany.We aimed to
evaluate the association between BMI≥30 and adverse pregnancy
outcomes stratified by CVH.
Study Design: Secondary analysis of nuMoM2b multicenter
cohort of nulliparas, excluding pregestational diabetes and
chronic hypertension. We used American Heart Association’s
Life’s Simple 7 to assess CVH.Metrics included smoking, physical
activity, healthy diet pattern, total cholesterol, and blood pressure.
We omitted BMI given our objective, and we added triglycerides
as these are a marker of CVH in pregnancy. We assigned 0
points for Poor category, 1 for Intermediate, and 2 for Ideal for
each metric, with maximum total score of 14. Total score was
categorized as Poor (1-7), Intermediate (8-11), or Ideal (12-14).
Outcomes included adverse perinatal outcomes previously linked
to BMI (Table 1). Association between exposures and outcomes
were calculated via logistic regression.
Results: 2462 participants were included. 473 had BMI≥30, 134
(5.4%) had Poor CVH, 1740 (70.7%) had Intermediate CVH, and
517 (21.0%) had Ideal CVH. Overall, BMI≥30 was associated with
increased HDP (38.7 vs 19.6%, OR 2.6, 95% CI 2.1-3.2), severe
preeclampsia (8.3 vs 3.1%, OR 2.8, 95% CI 1.9-4.3), LGA (10.6 vs
4.3%, OR 2.6, 95% CI 1.8-3.8), GDM (7.4% vs 2.6%, OR 3.0, 95% CI
1.9-4.6), and CB (37.0 vs 22.4%, OR 2.0, 95% CI 1.6-2.5). However,
when stratified by CVH category, these associations were altered.
In the Ideal CVHcategory, BMI≥30was only associatedwith LGA
andGDM (Table 1). For some outcomes, like HDP, ORwas higher

in those with poor CVH and low BMI than those with Ideal CVH
and high BMI (Figure 1).
Conclusion: Relying on BMI alone to assess pregnancy risk
appears to overestimate risk of BMI≥30 in those with otherwise
Ideal CVH and underestimate in those with BMI 18.5-29.9 but
Poor CVH. More comprehensive assessment of CVH could result
in more accurate risk stratification.

796 | Impact of Fetal Head Station onMaternal and
Neonatal Outcomes in Second-Stage Cesarean Delivery

Karolin Sokolik1; Asaf Romano2; Adi Litmanovich3; Ran Matot2;
Natav Hendin4; Eran Hadar4; Ohad Houri4; Yossi Geron4
1Helen Schneider Hospital for Women, Rabin Medical Center,
Petach-Tikva, Petach-Tikva, HaMerkaz; 2Rabin Medical Center,
Tel Aviv, HaMerkaz; 3Rabin Medical Center, Tel Aviv, Tel Aviv;
4Rabin Medical Center, Petach Tikva, HaMerkaz

10:30 AM - 12:30 PM
Objective: We hypothesized that second-stage cesarean delivery
with fetal head station below the ischial spine increases adverse
maternal and neonatal outcomes.
Study Design: A retrospective cohort study of term pregnant
women who underwent cesarean delivery at full cervical dilata-
tion was assessed for adverse maternal and neonatal outcomes.
The study was conducted in a tertiary medical center between
2012-2023. Patients were categorized based on fetal head station
in a manual examination: at or above ischial spines and below
ischial spines. Maternal outcomes analyzed included cesarean
section duration, need for push assistance, uterine extension,
postpartum fever, hemoglobin drop, postpartum hemorrhage,
blood transfusion, puerperal endometritis, and rehospitalization.
Neonatal outcomes evaluated were 5-minute APGAR scores,
arterial pH levels, and NICU admissions.
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Results: Of the 418 patients studied, fetal head station was at
or above ischial spines in 276 patients and below spines in 142
patients. The below ischial spines group had a higher incidence
of failed vacuumattempts (50.7% vs. 13.0%, P< 0.001) and required
more blood transfusions (16.2% vs. 7.6%, P = 0.011). Additionally,
neonatal arterial pH levels< 7.2 were significantlymore common
in the below ischial spines group (21.8% vs. 13.0%, P = 0.013).
The composite neonatal outcomes were more common in the
below ischial spines group (16.9% vs. 9.8%, P = 0.041, Table
1). However, in a subgroup analysis excluding cases with failed
vacuum attempts, no significant differences in maternal and
neonatal adverse outcomes were found, except for differences in
surgery duration (Table 2).
Conclusion: Fetal head station per se is not associated with
adverse maternal and neonatal outcomes in second-stage
cesarean delivery.

797 | Genome Sequencing Versus Exome Sequencing for
Fetal Anomalies

Kate Swanson1; Teresa N. Sparks2; Nuriye Sahin-Hodoglugil1;
Billie R. Lianoglou2; Katie Tick1; Patrick Devine3; Mary E.
Norton2
1University of California, San Francisco, San Francisco, CA;
2Center for Maternal-Fetal Precision Medicine, University of
California San Francisco, San Francisco, CA; 3Genomic Medicine
Laboratory, University of California, San Francisco, San
Francisco, CA

10:30 AM - 12:30 PM
Objective: Genomic sequencing is increasingly recommended
when fetal anomalies are detected. Exome (ES) and genome
sequencing (GS) are both options; there are limited data compar-
ing the two technologies. Our laboratory transitioned from ES to
GS in July 2023; our objective was to compare ES versus GS in the
setting of fetal anomalies.
Study Design: Prospective study of pregnancies with fetal
anomalies undergoing ES or GS after non-diagnostic microarray.
ES was performed in our laboratory from 1/2018 to 7/2023,
and GS from 7/2023 to 7/2024. Rapid testing was performed in
ongoing pregnancies to prioritize turnaround time (TAT) when
management might be impacted. The primary outcome was
diagnostic yield, defined as a pathogenic or likely pathogenic vari-
ant consistent with the presentation. Secondary outcomes were
TAT, diagnostic yield in cases of multiple vs single anomalies,
and frequency of variants of uncertain significance (VUS) and
secondary findings.
Results: A total of 384 patients underwent fetal sequencing, 54
with multiple anomalies and 330 with a single anomaly. In all,
294 had ES and 90 had GS. Patients undergoing ES were more
likely to undergo trio sequencing (69% vs 42%; p< 0.01). Multiple
anomalies were present in 15% undergoing ES and 10% of GS
cases (p = 0.21). Diagnostic yield was higher with multiple versus
a single anomaly (31% vs 12%; p< 0.01) but did not differ by
sequencing approach (14% for trio, 15% for duo or proband first;
p = 0.7). The diagnostic yield was 16% with ES versus 10% with
GS (p = 0.16). TAT with rapid sequencing was 30 days for ES vs 13
days for GS and was 51 vs 25 days for ES vs GS with routine (p<
0.01). The detection rate of VUS and secondary findings did not
differ (Table).
Conclusion: GS for fetal anomalies was not associated with
higher diagnostic yield or more VUS results when compared to
ES, but was associated with shorter TAT. When decision making
and care plans may be impacted by results, GS may be preferred
for this reason.
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798 | Severe Maternal Ehlers-Danlos Diagnoses Among
Patients Referred for Hypermobility

Kate Swanson1; Mary E. Norton2; Teresa N. Sparks2
1University of California, San Francisco, San Francisco, CA;
2Center for Maternal-Fetal Precision Medicine, University of
California San Francisco, San Francisco, CA

10:30 AM - 12:30 PM
Objective: Joint hypermobilitymay indicatemultiple conditions,
including hypermobile, vascular, and classic Ehlers Danlos syn-
dromes (hEDS, vEDS, cEDS). While hEDS is associated with
generally low risks and good pregnancy outcomes, vEDS carries
a 5% risk of maternal mortality and cEDS an increased risk of
spontaneous preterm birth. Our objective was to describe the
prevalence of vEDS and cEDS in a cohort of preconception and
pregnant individuals with hypermobility.
StudyDesign: Retrospective cohort study of individuals present-
ing for maternal genetic evaluation for hypermobility between
2023-2024. Individuals were offered gene panel testing that
includes the genes associated with vEDS and cEDS (COL3A1,
COL5A1, COL5A2). A diagnosis of hEDS or hypermobility spec-

trum disorder (HSD) was made clinically as the genes associated
with this condition are poorly understood. Primary outcome was
genetic diagnosis of vEDS or cEDS. Secondary outcomes were
clinical features with each of these diagnoses.
Results: 26 individualswere evaluated for hypermobility. Genetic
testing was pursued in 19 patients; an additional 2 patients
had already undergone testing with nondiagnostic results and a
clinical history consistent with hEDS. Among those tested, 2/19
(11%) were identified to have pathogenic or likely pathogenic
variants in COL3A1 consistent with a diagnosis of vEDS, and
were managed with cardiac surveillance and cesarean section.
One of these two individuals had previously been diagnosed
with hEDS by a primary care physician. No individuals were
clearly identified with cEDS, though one patient had a variant
of uncertain significance in COL5A2. The remaining individuals
were clinically diagnosed with hEDS or HSD and had routine
obstetricmanagement (Figure). The Table shows clinical features
across diagnoses.
Conclusion: vEDS was diagnosed in 11% of individuals tested
after referral for hypermobility. Genetic evaluation should be
considered in individuals with hypermobility due to overlapping
features across disorders, as well as significant implications for
clinical management of when vEDS or cEDS are identified.
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799 | Association of Maternal Body Mass Index with
Longitudinal Fetal Growth Assessed by
Three-Dimensional Ultrasonography

Kathryn A. Wagner1; Jessica L. Gleason2; Zhen Chen3; Wesley
Lee4; William A. Grobman5; Roger Newman6; Cuilin Zhang7;
Stefanie N. Hinkle8; Luis F. Goncalves9; Seth Sherman10; Daniel
W. Skupski11; Robert Gore-Langton10; Angela Ranzini12; Edward
Chien13; Ronald J. Wapner14; Sabrina Craigo15; Jagteshwar
Grewal16; Katherine L. Grantz2
1Massachusetts College of Pharmacy and Health Sciences, Boston,
MA; 2Epidemiology Branch, NICHD-NIH, Bethesda, MD;
3National Institute of Child Health and Human Development,
Bethesda, MD; 4Baylor College of Medicine, Houston, TX; 5The
Ohio State University, Columbus, OH; 6Medical University of
South Carolina, Columbia, SC; 7National University of Singapore;
8University of Pennsylvania Perelman School of Medicine,
Philadelphia, PA; 9Phoenix Children’s Hospital, Phoenix, AZ;
10The Emmes Company, Rockville, MD; 11Weill Cornell Medicine,
New York, NY; 12The MetroHealth System, Cleveland, OH;
13Cleveland Clinic, Cleveland, OH; 14Columbia University, New
York, NY; 15Tufts Medical Center, Boston, MA; 16Eunice Kennedy
Shriver National Institute of Child Health and Human
Development, Bethesda, MD

10:30 AM - 12:30 PM
Objective: The current obesity epidemic is a major public health
concern; from 2016-2019, there was an 11% increase in women
entering pregnancy with obesity. Maternal obesity is associated
with fetal overgrowth as assessed by two-dimensional (2D)
ultrasonography. However, 3D ultrasonography can characterize
fetal lean and fat tissue and organ volumes, which may provide
additional insight into fetal metabolic programming than 2D.
Therefore, we evaluated fetal 3D measures across pregnancy by
maternal pre-pregnancy BMI.
Study Design: In the NICHD Fetal 3D Study (2015-2019), fetal
body composition and organ volumes were measured at up to
five ultrasound scans from 15-40 weeks by certified sonographers.
BMI (kg/m2), based on self-reported pre-pregnancy weight and
height, were categorized as normal (18-< 25; n= 1567), overweight
(25-< 30; n= 767), or obese (≥30; n= 468). Trajectories of fetal 3D
measurements were modeled using linear mixed effect models.
Overall and weekly mean differences in fetal growth were tested
by BMI group, adjusted for covariates.
Results: Fetuses of womenwith overweight or obesity, compared
to women with normal BMI, had significantly larger fractional
arm and thigh volumes, starting at 25-26 weeks and continuing
through gestation. Proportional to fractional limb volume, fetuses
of women with obesity had significantly smaller lean but larger
fat limb volumes. Additionally, for overweight and obese groups,
fetuses had significantly larger abdominal area and maximum
abdominal subcutaneous tissue thickness (SCTT) from 29 weeks
onward. Fetuses ofwomenwith overweight BMIhad significantly
larger lung volume from 22-31 weeks, while those with obesity
had significantly smaller lung volume from 17-20 weeks, com-
pared to those with normal BMI. No overall differences were
observed among limb SCTT or other organs.
Conclusion: Fetuses of mothers with obesity had relatively
smaller lean tissue but greater fat tissue accumulation throughout
gestation, compared to normal BMI. Future research should

examine whether fetal soft tissue differences may relate to
metabolic dysfunction across the life course.

800 | Prenatal Clinic Management of High-Risk Pregnant
Patients

Kenechukwu Odenigbo1; Harini Pennathur2; Rachel A. Clark1;
Jourdan E. Triebwasser3; Shayla Parthasarathy1; Michelle
Moniz3; Lisa Kane Low3; Alex Peahl4
1University of Michigan Medical School, Ann Arbor, MI; 2Texas
A&M University School of Engineering Medicine; 3University of
Michigan, Ann Arbor, MI; 4Michigan Medicine, Ann Arbor, MI

10:30 AM - 12:30 PM
Objective: To describe how prenatal clinics in the state of Michi-
gan manage patients with high-risk conditions in pregnancy.
Study Design: Prenatal care providers were identified and
recruited through a systematic web search and snowball sam-
pling. Semi-structured surveys assessed prenatal care practices
for birthing people with high-risk conditions (e.g. pre-existing
diabetes, chronic hypertension). Clinics reported whether they
managed, co-managed, or referred patients. We assessed dif-
ferences in practice by clinic type: Federally Qualified Health
Centers, outpatient clinics linked to hospitals, and private prac-
tices using basic tests of comparison. Qualitative content analysis
was used to summarize free-response answers about additional
services offered to medically complex patients. Funding provided
by Blue Cross Blue Shield of Michigan.
Results: In total, 19 clinics representing 8/10 regions, with an
average of 408 (range 20-1700) patients per site, were included.
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Of the 19 clinics, 9/19 (47.4%) manage, 6/19 (31.6%) co-manage,
and 4/19 (21.1%) refer pregnant patients with pre-existing type
2 diabetes. More outpatient clinics linked to hospitals man-
aged patients with pre-existing type 2 diabetes. For patients
with chronic hypertension, 11/19 (57.9%) clinics manage, 6/19
(31.6%) co-manage, and 2/10 (10.5%) refer patients. Manage-
ment practices for chronic hypertension did not differ by clinic
type. Additional services offered to medically complex patients
included nurse navigators; care coordination by nurses, faculty,
and trainees; support from social workers, therapists, doulas, or
community healthworkers; and access tomaternal fetalmedicine
physicians.
Conclusion: Many patients with type 2 diabetes or chronic
hypertension require referrals or management from multiple
providers. Future work is needed to understand the effects of
varying management practices for chronic conditions on care
access and outcomes, and the effects of additional services such
as care coordination.

801 | Adjunctive Quadratus Lumborum Block to Reduce
Opioid Use after Cesarean Delivery

Kevin S. Shrestha1; Yumo Xue2; Victoria C. Jauk1; Hanna
Hussey1; Ayamo Oben3; Annalese Neuenschwander1; Michelle
Tubinis1; Jeff M. Szychowski4; Mark Powell1; Alan T. Tita1;
Casey Brian5; Ayodeji Sanusi2
1University of Alabama at Birmingham, Birmingham, AL; 2Center
for Women’s Reproductive Health, University of Alabama at
Birmingham, Birmingham, AL; 3Maternal Fetal Consultants of
Houston, Houston, TX; 4Center for Women’s Reproductive Health,

University of Alabama at Birmingham, Birmingham, AL; 5West
Virginia University, Morgantown, WV

10:30 AM - 12:30 PM
Objective: Peripheral nerve blockade in addition to neuraxial
morphine (NM) and enhanced recovery protocols may improve
analgesia following cesarean delivery (CD). We assessed if
adjunctive quadratus lumborum (QL) block will reduce the oral
morphine equivalent (OME) consumption for the first 24 and 48
hours after CD.
StudyDesign: Retrospective cohort comprising patients enrolled
in a single tertiary center RCT of reduced NM dose (50mcg
NM+QL block vs 150mcg NM+QL block) aimed at minimizing
OME use and NM adverse effects after scheduled CD; and a
historical cohort who received 150mcg of NMwithout a QL block.
Patients in the RCT were excluded for preeclampsia, insulin-
treated diabetes, placental abnormalities or history of opioid
use disorder. Intervention groups were 50mcg NM+QL, 150mcg
NM+QL, and 150mcg NMwithout QL block. Comparison groups
were 150mcg NM+QL vs. 150mcg NM without QL and 50mcg
NM+QL vs. 150mcg NM without QL. Primary outcomes were
total OME on postoperative days 1 and 2 and opioid use 24hr
prior to discharge. Secondary outcomes included total OME,
opioid adverse effects, and pain scores. Linear regression and log-
binomial models were used to calculate risk differences and 95%
confidence intervals between groups.
Results: Of 243 patients were included, 43 were in the 50mcg
NM+QL arm, 42 in the 150mcg NM+QL arm, and 158 in the
150mcg NMwithout QL arm. Patients in the 150mcg NMwithout
QL arm delivered earlier and had higher rates of preeclampsia,
pregestational diabetes and ASA class. There were no significant
differences in the primary outcomes between all comparison
groups. QL block was associated with lower parenteral opioid use
and lower pain scores in the first 6 hours after surgery for patients
receiving 150mg NM. There were no other significant differences
in secondary outcomes.
Conclusion: Routine QL block in addition to multimodal pain
management and NM did not significantly reduce total OMEs
after scheduled CD however, it reduces parenteral opioid use
and improve pain control in the immediate post cesarean period.
Larger studies may be needed to confirm.
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802 | Cost Effectiveness Analysis of Outpatient Versus
Inpatient Antibiotic Treatment for Syphilis in Pregnancy

Kevin S. Shrestha1; Theodoros Giannouchos1; Jeff M.
Szychowski2; Ashley N. Battarbee3; Akila Subramaniam3; Alan
T. Tita1; Ayodeji Sanusi3
1University of Alabama at Birmingham, Birmingham, AL; 2Center
for Women’s Reproductive Health, University of Alabama at
Birmingham, Birmingham, AL; 3Center for Women’s Reproductive
Health, University of Alabama at Birmingham, Birmingham, AL

10:30 AM - 12:30 PM
Objective: Inadequate treatment and inequitable access to care
contribute to the rising incidence of congenital syphilis in the
US. In pregnancy, inpatient treatment is offered due to increased
risk of Jarisch-Herxheimer reaction (JHR) and other adverse
outcomes. Our objective is to determine the cost-effectiveness
of admissions averted by comparing inpatient versus outpatient
treatment for initial antibiotic dose in pregnant patients with
syphilis.
Study Design: We performed a cost effectiveness analysis using
a decision tree, for viable (≥23 weeks), pregnancies with syphilis,
to compare initial treatment in two settings: (1) inpatient and
(2) outpatient. Input parameters included the probability of JHR
resulting in a 3-day admission to the hospital among outpatient
treatment, the total cost of treatment in each setting, and the total
cost of subsequent admissions. Costs were estimated using a cost-
to-charge ratio obtained from charges at a US, tertiary, academic
hospital in 2024 USD, while the probability of admission was
equated to the JHR incidence obtained from the literature (1.72%).
An incremental cost-effectiveness ratio (ICER) was calculated
using the ratio of differential total costs and admission prob-
abilities between the two settings from a healthcare system
perspective. A probabilistic sensitivity analysis using 100 Monte
Carlo simulationswas conducted to assess parameter uncertainty.

Results: The average treatment cost of pregnant women with
syphilis was estimated at $2,720 and $170 in an inpatient and
outpatient setting respectively, while the cost of a 3-day admission
following JHR in the outpatient settings was around $9,000.
The ICER was estimated at $134,463 (95% Confidence Interval:
$121,874-$149,052) per admission averted.
Conclusion: Initial antibiotic treatment in an outpatient setting
for syphilis in pregnancy is cost-effective compared to patient
treatment in terms of admissions averted. Future work should
explore whether the costs of treating women with syphilis in an
inpatient setting are justified by exploring birth-related health
outcomes (e.g. still-births averted).

803 | Impact of Iron Deficiency in Pregnancy on
Childhood Neurodevelopmental Outcomes

Kimberly Ryan; Lucy Ward; Joseph Shatzel; Libby Nousen;
Jamie O. Lo; Hanna Goustafsson; Ashley E. Benson; Elinor
Sullivan
Oregon Health & Science University, Portland, OR

10:30 AM - 12:30 PM
Objective: Iron deficiency in pregnancy is common and associ-
ated with perinatal morbidity. Retrospective studies suggest an
association between prenatal iron deficiency and worsened long
term childhood neurodevelopmental outcomes. The objective of
this study was to evaluate childhood neurodevelopment from
infancy to two years of age and perinatal outcomes associated
with iron deficiency in pregnancy.
Study Design: Prespecified secondary analysis of a prospective
cohort study evaluating the influence of prenatal exposures on
child neurodevelopmental outcomes. Patients were recruited
prior to 24 weeks gestation. Pregnancy and health informa-
tion was extracted from medical health records. Prenatal iron
deficiency was defined as serum ferritin <30ng/mL. Childhood
neurodevelopment was assessed through the Ages and Stages
Questionnaire (ASQ) at 1, 6, 12,18 and 24 months of age. Mean
ASQ subscale scores and their 95% confidence intervals were
graphed across 1-24 months.
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Results: A total of 147 maternal-child dyads met inclusion
criteria; 104 (70.7%) had prenatally diagnosed iron deficiency, 43
(29.3%) did not have iron deficiency. These groups had similar
baseline characteristics (Table 1). The mean ferritin in pregnancy
in the iron deficient group was 23.8 ng/mL, compared to 64.9
ng/mL in those without iron deficiency. There was a trend
towards lower ASQ fine motor skills, persisting from 1 to 18
months of age, in children withmaternal prenatal iron deficiency
as compared to those without, however, this did not achieve
significance (Figure 1). Otherwise, other ASQ scores were similar
across the timepoints.
Conclusion: Although prenatal iron deficiency was not associ-
ated with significant differences in childhood neurodevelopmen-
tal outcomes via the ASQ, larger studies are warranted to evaluate
the relationship between iron deficiency and diminished motor
skills as this trend has been previously described in retrospective
studies.

804 | Impact of Infant Gestational Age at Birth on
PostpartumHealthcare Receipt

Kristan A. Scott1; Evan Miller2; Jennifer F. Culhane3; Jay
Greenspan2; Sara Handley4; Justin Y. Lo5; Lindsey Knake6;
Kathryn M. McKenney7; Kevin Dysart2; Heather Burris1
1Children’s Hospital of Philadelphia, Philadelphia, PA; 2Nemours
Children’s Hospital, Wilmington, DE; 3Yale School of Medicine,
New Haven, CT; 4Children’s Hospital of Pennsylvania,
Philadelphia, PA; 5KFF, Washington, DC; 6University of Iowa,
Iowa City, IA; 7University of Colorado, Denver, CO

10:30 AM - 12:30 PM
Objective: Up to 40% of obstetric patients do not attend postpar-
tum visits. Birthing parents of preterm infants are often sicker
than those of full-term infants. Yet parents of preterm infantsmay
forgo postpartum visits to be present in the neonatal intensive
care unit (NICU). We evaluated whether parents of preterm
infants were less likely to receive postpartum care than parents
of full-term infants.
Study Design: Retrospective cohort study of births in Epic
Systems’ Cosmos research platform (2018-2023), a US-based elec-
tronic health record database with anonymized, de-identified,
patient-level data. We explored bivariate associations of infant
gestational agewith postpartum visits. Logistic regressionmodels
estimated the odds of missing postpartum visits among parents
of infants of varying gestational ages compared to parents of
full-term infants (39-40 weeks). Models first adjusted for patient
characteristics (age, parity, body mass index, race and ethnicity,
insurance, smoking, year, and CDC Social Vulnerability Index),
and then adjusted for morbidities (diabetes, hypertension, and
cesarean birth) (Table 1).
Results: In bivariate analyses, parents of infants < 24 weeks’
gestation missed postpartum visits significantly more often than
parents of full-term infants (37% vs. 32%, respectively, OR 1.26
[1.13–1.40]) (Table 2). Adjustment for patient characteristics did
not meaningfully change estimates. However, with adjustment
for morbidities, parents of preterm infants in every gestational
age category had significantly higher odds of missing postpartum
visits compared to parents of full-term infants; adjusted odds
ratios ranged from 1.11 (1.06–1.17) to 1.20 (1.08–1.33) among
parents of infants 24-27 and < 24 weeks’ gestation, respectively.
Conclusion: Parents of preterm infants are at higher risk for not
receiving postpartumhealthcare than parents of full-term infants.
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Interdisciplinary, innovative approaches to deliver care to this
high-risk group, potentially in the NICU, are needed.

805 | Maternal Fetal Medicine Fellow Experience with
Placenta Accreta Spectrum Care

Kristen L. Moriarty1; Andrea D. Shields2; Nicole R. Gavin3
1UCONN Health, Farmington, CT; 2University of Connecticut
Health, Avon, CT; 3University of Connecticut, Farmington, CT

10:30 AM - 12:30 PM
Objective: Evaluate MFM fellows’ experience with PASmanage-
ment and their desire to perform PAS surgeries post-fellowship.
StudyDesign: A 43 question IRB approved survey regarding PAS
exposure was validated with experts and novice learners. The sur-
vey was distributed via REDCap to fellowship program directors
for dissemination from June-July 2024. Baseline demographics:

fellowship year, region, number of fellows in the program, and if
home program was a PAS center of excellence. Primary outcome:
fellows’ desire to participate in PAS post-fellowship. Secondary
outcomes: various aspects of PAS participation. Chi square and
pearson’s t-test analyzed outcome variables.
Results: 42 MFM fellows responded, distributed evenly by year
(PGY5-7+: 33.3%, 28.6%, 38.1%) and region (Northeast 38.1%,
South 31%, Midwest 19%, West 11.9%). Most programs (52.4%)
had 5+ fellows, and 64.3% identified as PAS center. Prior to
fellowship, 90.5% of fellows participated in some aspect of PAS
care, with 52% performing 1-5 cases. 60% of fellows previously in
OBGYN practice had performed PAS cases as primary surgeons.
64.3% of fellows reported training in a PAS program influenced
their fellowship ranking. During fellowship, all respondents
participated in ultrasound and intrapartum PAS management,
with 95.2% involved in surgical management. Over one-third
(35.7%) performed 1-5 PAS cases during fellowship and there was
no difference in the number of hysterectomies performed per
fellowship year (p = 0.916). Two-thirds (66.7%) expressed a desire
to perform PAS cases post-training and those who desired felt
more confidentmanaging the entire surgery for PAS (p=< 0.001)
as well as managing the routine post-operative care (p = 0.025)
and showed a trend toward training at a PAS center of excellence
(p = 0.08).
Conclusion: 2/3 of fellows intend to perform PAS cases post-
training and felt confident managing the entire surgery for PAS
patients and had a trend to have trained a PAS center of excel-
lence. A solid foundation in PAS identification,management, and
care coordination during training is essential for fellows’ future
participation in PAS care.

806 | MEWS Due to Severe Hypertension Prior to Delivery:
Clinical Characteristics and Outcomes

Kristen A. Cagino1; Beverly Red1; Joe Haydamous2; Tala
Ghorayeb3; Sandra Sadek4; Sean C. Blackwell5; Baha M. Sibai5
1UT Houston, Houston, TX; 2Division of Maternal-Fetal Medicine,
Department of Obstetrics, Gynecology and Reproductive Sciences,
McGovern Medical School at UTHealth Houston, Houston, TX;
3McGovern Medical School at UTHealth, Houston, TX;
4University of Texas Health Science Center in Houston, McGovern
Medical School, Houston, TX; 5McGovern Medical School at
UTHealth Houston, Houston, TX

10:30 AM - 12:30 PM
Objective: Maternal early warning systems (MEWS) are used
to identify individuals at risk for adverse outcomes related to
severe hypertension (HTN). We aimed to describe the frequency,
demographics, management, and adverse outcomes ofMEWS for
severe HTN.
Study Design: A retrospective cohort study on the pragmatic
management ofMEWS for severeHTN fromMarch toDec 2022 at
a level IV center. Individuals that triggered a MEWS antenatally
or intrapartum for systolic BP > 160 or diastolic BP > 110 mm Hg
were included and any subsequent MEWS were collected. Those
with MEWS exclusively postpartum were excluded. MEWS were
triggered after two sustained severe BPs prompting a provider
to bedside within 30 minutes. Composite maternal adverse out-
comes (CMAO) included eclampsia, stroke, pulmonary edema,
acute kidney injury, myocardial ischemia, placental abruption, or
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death. Descriptive statistics were performed using N (%), mean
(standard deviation [+ SD]) and median (interquartile range
[IQR]). 95% confidence intervals (CI) were calculated for CMAO.
Results: There were 3933 deliveries during the study period and
100 individuals (2.5%) who met inclusion criteria with a total
of 541 MEWS—a median of 4 (IQR 2-8) per person. 52% were
nulliparous, 21% had preeclampsia in a previous pregnancy, and
54% had chronic hypertension. Mean systolic BP and diastolic
BP were 172 + 12 and 98 + 13 mm Hg, respectively. Symptoms
occurred in only 15% ofMEWS. The rate of CMAOwas 8% (95%CI;
3-15%). In response toMEWS, acute antihypertensives were given
in 41%, both acute and oral in 20%, and oral only in 7% of cases.
31% of all MEWS (n = 170) were not treated. When evaluating
adverse outcomes, only one (acute kidney injury) occurred after
an untreated MEWS.
Conclusion: In our population, the likelihood of developing
MEWS for severe HTN before delivery was 2.5% and adverse
outcomes occurred in approximately 1 in 10. Themajority of cases
had no symptoms other than elevated BP. BPs were not treated
in 31% of MEWS and only 1 out of 170 were associated with the
development of CMAO.

807 | Improving Understanding of Macrosomia With
Graphics-Based Educational Tool: A Randomized Clinical
Trial (MATE)

Kristen A. Cagino1; Myra Kurjee1; Emily Hyde1; Han-Yang M.
Chen2; Hector M. Mendez-Figueroa3; Suneet P. Chauhan4
1UT Houston, Houston, TX; 2McGovern Medical School at
UTHealth Houston, Houston, TX; 3McGovern Medical School at
UTHealth, Houston, TX; 4Delaware Center of Maternal-Fetal
Medicine at Christiana Care, Delaware, DE

10:30 AM - 12:30 PM
Objective: Our pilot study noted that in our population, under-
standing of risk factors/complications (RF/C) and management
options (MO) for macrosomia (birthweight > 4,000 g) was poor.
We hypothesized that a graphics-based education tool (GBET)
would improve knowledge about macrosomia.
Study Design: Inclusion criteria for our randomized clinical
trial (NCTO6281301) comprised of individuals at 18-55 years, with
singleton pregnancy delivering at > 36 weeks. After consent,
participants were randomized to either routine care or GBET
(Fig 1). To assess the knowledge about macrosomia, a question-
naire consisting of 17 questions relating to the RF/C and MO
of suspected macrosomic fetuses was administered to eligible
candidates. The primary outcome was the overall score on the
questionnaire. Secondary outcomes were individual scores on
the RF/C (n = 11) and MO (n = 6). We estimated a priori that
100 participants in each group would provide 90% power to
detect a 10% difference in the mean macrosomia questionnaire
score (baseline score 56% + SD of 12, alpha = 0.05). Descriptive
statistics were used for baseline characteristics. Chi-squared test
was used to compare categorical variables and Student’s t-test for
continuous variables.
Results: During the study period from Jan to July 2023, 230
eligible individuals were approached and 200 (87%) agreed to par-
ticipate; of them, 103 received the GBET. Baseline demographics
were similar. The majority (42%) of respondents self-identified
as Black, 60% were employed, 56% had some level of college
education, and 30% lived below the poverty line. There were
41% nulliparous, 67% with a BMI > 30 kg/m2 and 16% with
diabetes. The primary outcome was significantly higher in those
who received the GBET (70% versus 63%, p < 0.01). The RF/C
score was also higher in the GBET group (71% versus 63%, p =
0.01); however, the MO score was similar between the groups
(64% versus 67%, p = 0.12).
Conclusion: In our population, a graphics-based education tool
improved patient knowledge on the risk factors / complications
for macrosomia, but not their management options.
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808 | Effects of Co-Occurring Opioid Use andMood
Disorders on Neonatal Outcomes in Pregnancy

Kristin C. Prewitt; Bharti Garg; Kimberly Ryan; Sarena Hayer;
Ashley E. Benson; Aaron B. Caughey; Jamie O. Lo
Oregon Health & Science University, Portland, OR

10:30 AM - 12:30 PM
Objective: Co-occurring prenatal mood disorders and opioid use
disorders are the leading cause of pregnant-related mortality, but
the combined effect on neonatal morbidity is poorly understood.
Thus, the objective of this study is to better understand associa-
tions between co-occurring prenatal opioid use andmental health
diagnoses on neonatal outcomes.
Study Design: This retrospective cohort study used California
linked vital statistics and hospital discharge data (2008-2020).
Patients were categorized into opioid-users, mental health disor-
ders, both, or neither. We included singleton gestations delivered
between 23-42 weeks and excluded individuals using other
substances. Exposure (opioid use and mental health disorders)
and outcomeswere identified using birth certificate and ICD-9/10
codes. Results were analyzed by chi-square tests and multivari-
able Poisson regression models. Adjusted risk ratios (aRR) with
95% confidence intervals (CI) were estimated.
Results: A total of 5,423,898 pregnancies were included, and of
those,6,285 (0.12%) had opioid-related diagnosis, 165,121 (3.04%)
had mental health disorders and 1,599 (0.03%) had a dual
diagnosis. The impact of opioid use and mental health disorders
(3.4%; aRR = 3.39 (2.59-4.43)) appears to have an additive effect
compared to either opioid use (2.3%; aRR = 2.62 (2.21-3.12)) or
mental health disorders (1.4%; aRR = 1.48 (1.42-1.54)) on rates
of preterm birth < 32 weeks. Compared to no opioid use or
mental health disorders, the risk of neonatal respiratory distress
syndrome was higher with dual diagnosis (13.8%; aRR = 4.14
(3.65-4.68)), opioid use (9.1%; aRR = 3.13 (2.89-3.39)) and mental
health disorders (5.8%; aRR = 1.79 (1.76-1.83)). Similarly, the risk
of NICU admissions was significantly higher in individuals with
both opioid use and mental health disorders.
Conclusion: Our study suggests that co-occurring psychiatric
disorders with opioid use is associated with worse neonatal
outcomes. As the opioid epidemic continues, our findings can
shape clinical management.
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809 | The Fetal Membrane Metabolome: Arachidonic Acid
and Sex Steroid Metabolism Perturbations Associated
with Preterm Rupture

Emilie M. Stylli1; Briana Ferguson1; Rita Leite1; Rachel Ledyard2;
Heather Burris2; Lauren Anton1; Kristin D. Gerson1
1University of Pennsylvania Perelman School of Medicine,
Philadelphia, PA; 2Children’s Hospital of Philadelphia,
Philadelphia, PA

10:30 AM - 12:30 PM
Objective: Fetal membranes serve critical immune and mechan-
ical functions in pregnancy, as well as provide signals initi-
ating term and preterm labor. Despite these roles, this feto-
maternal interface is often overlooked in reproductive research.
Metabolomics has emerged as a powerful tool to understand
biochemical footprints of cellular function. We sought to identify
differences in the fetal membrane metabolome from cases of
preterm premature rupture of membranes (PPROM) compared
to term controls.
Study Design: Untargeted metabolomics was performed on
amnion and chorion from cases of PPROM (n = 25) and term
controls (n = 25) matched by race, nulliparity, age, and fetal sex
from a prospective pregnancy cohort. Log2 transformed batch-
normalized data were analyzed by two-way ANOVA (p < 0.05)
with calculation of false discovery rates (q < 0.1).
Results: Demographic characteristics were similar between
groups (Table 1). Amnion from PPROM had higher abun-
dance of eicosanoid, endocannabinoid, phosphatidylcholine,
phosphatidylethanolamine, and fatty acid metabolites compared
to term (Table 2). Amnion and chorion from PPROM had lower
abundance of sex steroid metabolites, including pregnenolone,
progestin, estrogenic, and androgenic metabolites compared to
term (Table 2).
Conclusion: Our study is the first to report a fetal membrane
metabolome. We detect evidence of increased metabolism in
the arachidonic acid/phospholipid pathway and relative sex
steroid deficiency in fetal membranes that rupture preterm.
Whether differences in sex steroid metabolites are attributable
to PPROM pathophysiology versus advancing gestational age
warrants future investigation. Hormonal therapeutics, including
local progesterone repletion, may carry potential to mitigate
inflammation and fortify membrane integrity, thus reducing
preterm birth risk. University of Pennsylvania Research Founda-
tion Award (KG)

810 | Vaginal Polyamines Modify Gardnerella
Vaginalis-Induced Alterations in the Mucosal
Transcriptome

Lauren Anton; Briana Ferguson; Aaron Loder; Kristin D. Gerson
University of Pennsylvania Perelman School of Medicine,
Philadelphia, PA

10:30 AM - 12:30 PM
Objective: Anaerobe-dominant cervicovaginal (CV) microbial
communities increase risk of preterm birth. Mucus production,
a key part of the host defense system, protects the CV epithelial
barrier against anaerobes, including Gardnerella vaginalis(GV).
Vaginal anaerobes modify mucus properties though molecular
mechanisms remain unclear. We previously showed that vaginal
metabolites, specifically polyamines, regulate GV-induced host
immune responses. This study aimed to 1) elucidate effects of
GV on genes involved in mucus biosynthesis, and 2) determine
whether polyaminesmodifyGV-alteredmucosal gene expression.
Study Design: Human ectocervical (Ecto), endocervical (Endo)
and vaginal (VK2) epithelial cells were treated for 4h +/-
polyamines, spermine (SPM, 400uM) or putrescine (PUT, 4mM)
prior to GV (107 CFU/well) exposure for 24h (n = 3/treatment).
RNA-sequencing was performed. Data were analyzed using
DESeq2 to study mucus genes of interest. For genes altered by
GV, analysis of polyamine exposure was performed by one-way
ANOVA with Tukey’s test for multiple comparisons.
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Results: Among the 40 mucus-associated genes studied, GV
modified expression of 10 genes in Ectos, 13 genes in Endos,
and 6 genes in VK2s (p< 0.05 for all). Genes clustered into
functional pathways including mucins, ion channels, protein
disulfide isomerases, glycosyl-transferases, andmucusmodifying
enzymes (select pathways shown for Ecto in Fig. 1 andEndo in Fig
2.). Among genes altered by GV, SPM partially mitigated these
effects in select cells for TMEM38A, SLC12A6, PDIA3, PDIA4,
PDIA6, GALNT5, SLPI and NEU1, while PUT potentiated these
effects in select cells for TMEM38A, SLC12A6, SLC26A9, PACC1,
SLPI, NEU1 (p< 0.05 for all).
Conclusion: GV modifies expression of genes in the CV epithe-
lium responsible for increased mucus hydration, formation,
and breakdown (sialidases). These alterations in the mucosal
transcriptome likely compromise mucus properties, rendering
mucus thinner and more penetrable. SPM confers protection
against some of these GV-induced effects andmay carry potential
as a postbiotic therapeutic to restore mucus function.

811 | Association of Prenatal Care Attendance on Perinatal
Outcomes with Amphetamine Exposure

Kristin C. Prewitt; Alyssa R. Hersh; Bharti Garg; Bradley M.
Buchheit; Ximena A. Levander; Aaron B. Caughey
Oregon Health & Science University, Portland, OR

10:30 AM - 12:30 PM

Objective: Prenatal amphetamine use is known to be associated
with increased risk of pregnancy-relatedmorbidity andmortality.
Pregnancy can make it difficult to access treatment leading to
more limited prenatal care. The purpose of this study is to
assess how the number of prenatal care visits impacts perinatal
outcomes with amphetamine-related exposure.
Study Design: In this retrospective cohort study of singleton,
non-anomalous births between gestational ages 23-42 weeks
in California (2008-2020), we assessed the association between
amphetamine use identified using ICD-9/10 codes and a variety
of perinatal outcomes. We divided patients into two groupings
based on WHO recommendations for minimum number of visits
to impact perinatal outcomes - 1) more prenatal care (>= 5 visits)
or 2) less prenatal care (< 5 visits). Chi-squared andmultivariable
logistic regression were utilized for statistical analyses.
Results: There were 21,827 pregnant persons with an
amphetamine-related diagnosis that met our inclusion criteria,
with the majority attending more prenatal care (64.2%). Those
with less prenatal care were more likely to have placental
abruption (3.3% vs 6.5%, aOR 1.32, 95% CI: 1.21-1.44), preterm
premature rupture of membranes (4.1% vs 8.3%; aOR 2.08, 95%
CI: 1.83-2.37), preterm delivery < 37 weeks (16.8% vs 34.0%; aOR
2.45, 95% CI: 2.28-2.63), and severe maternal morbidity (3.7% vs
7.2%; aOR 1.97, 95% CI: 1.72-2.25). Fewer visits were associated
with worse neonatal outcomes, including respiratory distress
(2.2% vs 3.8%; aOR 1.82, 95% CI: 1.52-2.17), neonatal withdrawal
(2.0% vs 6.43%; aOR 1.85, 95% CI: 1.60-2.14), and NICU admission
(24.9% vs 40.4%; aOR 1.89, 95% CI: 1.77-2.02).
Conclusion: Our findings demonstrate an association with
adverse perinatal outcomes in individuals with amphetamine-
related diagnoses who attend fewer prenatal care visits. Our
results call for efforts to improve prenatal care access in individ-
uals with amphetamine use.
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812 | Amniotic Fluid Volume and Perinatal Outcomes in
Women with Preeclampsia in a Low Resource Country

Kwaku A. Doffour-Dapaah1; Alim Swarray-Deen2; Alex
Boateng3; Jeff Osei-Agyapong1; Perez Sepenu4; Patrick A.
Anum5; Jerry Coleman4
1Greater Accra Regional Hospital, Accra, Greater Accra;
2University of Ghana Medical School, University of Ghana
Medical School, Greater Accra; 3The Trust Hospital, Accra,
Greater Accra; 4Korle Bu Teaching Hospital, Accra, Greater Accra;
5Korle Bu Teaching Hosptal, Accra, Greater Accra

10:30 AM - 12:30 PM
Objective: To determine:
1. The prevalence of oligohydramnios in women with preeclamp-
sia
2. The adverse perinatal outcomes associated with preeclampsia
3. The association between oligohydramnios and preeclampsia
disease severity
4. The association between oligohydramnios and adverse perina-
tal outcomes in women with preeclampsia
Study Design: A cross-sectional study at the Korle Bu Teaching
Hospital which assessed a total of 130 pregnant women from 28
weeks to 42 weeks gestation: 10 had preeclampsia and oligohy-
draamnios on one arm, and the rest had preeclampsia but no
oligohydramnios on the other arm. All participants had their
amniotic fluid index assessed by ultrasound. This assessment was
repeated weekly and the last measurement taken before delivery
was used for the analysis of amniotic fluid volume data. The
perinatal outcomes were also recorded.
Results: The prevalence of oligohydramnios in women with
preeclampsia was 7.7%. Adverse perinatal outcomes associated
with preeclampsia were preterm delivery(50%), stillbirth(10%),
poor APGAR scores at one and five minutes (36.1% and 17.7%),
low birth weight (46.1%), and NICU admission (40.0%). There
was no association between pre-eclampsia disease severity and
oligohydramnios in women with preeclampsia and there was
no association between oligohydramnios and adverse perinatal
outcomes in women with preeclampsia. Male sex (p = 0.02),
gestational age at delivery (p= 0.010) and birthweight (p= 0.042)
were the factors associated with adverse perinatal outcomes in
women with preeclampsia.
Conclusion: Adverse perinatal outcomes associated with
preeclampsia were preterm birth, stillbirth, poor APGAR scores,
low birth weight and NICU admission. The lack of association
between oligohydramnios and adverse perinatal outcomes; as
well as the lack of association between oligohydramnios and
severe preeclampsia suggests that it may not be beneficial for
clinicians in low resource countries to use amniotic fluid volume
as a marker for determining when preeclampsia is severe enough
to warrant delivery or less severe enough to allow conservative
management

813 | Abdominal Circumference versus Estimated Fetal
Weight in Fetal Growth Restriction Surveillance and
Outcomes

Lama R. Noureddine1; Robyn D’Agostino1; Vanessa Hwu1; Sarah
Stavros1; Jessica Greenberg2; Joseph J. Apuzzio1; Shauna F.
Williams1
1Rutgers New Jersey Medical School, Newark, NJ; 2Rutgers New
Jersey Medical School, South Orange, NJ

10:30 AM - 12:30 PM
Objective: To compare the incidence of abnormal umbilical
artery Doppler (UAD), obstetric and neonatal outcomes in
pregnancies affected by fetal growth restriction (FGR) when
diagnosed by abdominal circumference (AC) and estimated fetal
weight (EFW).
Study Design: This is a retrospective cohort study of patients
with a singleton pregnancy with FGR who delivered at a tertiary
urban academic center between January 2020 and December
2023.The primary outcome was abnormal UAD. Secondary
outcomes were obstetric outcomes and Composite Neonatal Out-
comes (CNO) including RDS, IVH, ROP, NEC, HIE, TTN, neona-
tal seizures, sepsis, hypoglycemia. Fisher’s exact, chi square,
parametric and non-parametric tests were used.
Results: Among 178 patients, 104 (58%) were diagnosed by AC
only (Group 1) and 74 (42%) by EFW (Group 2). Abnormal UAD
wasmore frequent in patientswith FGRdiagnosed byEFW[3(3%)
vs 11(15%) in Groups 1 and 2 respectively, p = 0.004]. Gestational
age at FGR diagnosis was significantly lower inGroup 1 (32w4d vs
35w6d in Groups 1 and 2 respectively, p = 0.008). The incidence
of cesarean delivery was similar between the groups[47(37%) vs
30(45%) in Groups 1 and 2 respectively, p = 0.35]. The median GA
at delivery was lower in Group 2 [39w0d in Group 1 vs 38w1d in
Group 2, p< 0.0001]. Resolution of FGR was more likely when
initially diagnosed by AC only [27 (21%) vs 1(1%) in Groups 1 and
2 respectively, p< 0.0001]. Neonatal weight was lower in group 2
(median 2705g vs 2405g inGroups 1 and 2 respectively, p< 0.0001);
and incidence of small for gestational age (SGA) and low birth
weight (LBW) were higher in group 2 [SGA: 41(39%) vs 51(69%),
p = 0.0001; LBW: 27(26%) vs 50(68%), p< 0.0001, respectively].
Incidence of CNO was higher in Group 2 [18(17%) vs 23(31%), p =
0.04].
Conclusion: Abnormal UAD was rarely seen in FGR fetuses
diagnosed by AC and adverse neonatal outcomes were also seen
less frequently in this group. FGR fetuses diagnosed byAC should
be followed closely, although different surveillance frequency
could be considered.
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814 | The Association Between Diabetes Mellitus During
Pregnancy and Retinopathy of Prematurity

Lara Saaida1; Victor Novack2; Ahed Imtirat2; Eilon shani2;
Tamar Eshkoli2
1Haemek medical center, haemek medical center, HaZafon;
2Soroka University Medical Center, Soroka University Medical
Center, HaDarom

10:30 AM - 12:30 PM
Objective: We aimed to evaluate the association between
diabetes mellitus (DM) during pregnancy and retinopathy of
prematurity (ROP) in preterm infants younger than 32 gestational
weeks or infants with low birthweight (< 1500 grams).
Study Design: We conducted a retrospective nested case-control
study of all premature infants who were born alive and survived
the post-delivery hospitalization period in SorokaMedical Center,
with either gestational age younger than 32 weeks or birthweight
less than 1,500 grams, during the years 2013-2021. The infants
were divided into two groups according to ROP status. Multi-
variable logistic regression was used to analyze the association
between ROP and DM.
Results: During the study period, there were 881 pairs of women
and newborns who met the inclusion criteria. The ROP group
included 345 infants (39.1%). 22 (6.4%) of the mothers in the
ROP groupwere diagnosedwithDMduring pregnancy compared
with 52 of 536 (9.7%) in the control group (P = 0.082). ROP was
associated with oxygen treatment (OR 1.05; 95% CI, 1.03-1.08;
P< .001), birthweight < 1250 g‘ (OR 2.70; 95% CI, 1.93-3.80; P<
0.001) and advanced maternal age (OR 1.03; 95% CI, 1.01-1.06; P
= .01). Steroid treatment (OR0.73; 95%CI, 0.60-0.89; P= .002) and
advanced gestational age (OR 0.92; 95% CI, 0.85-1.00; P = 0.05)
were found as protective factors for ROP. Using multivariable
logistic regression analysis and adjusting formultiple risk factors,
it was found that there is no significant association between
maternal DM and the development of ROP.
Conclusion: The presence ofmaternal diabetesmellitus does not
increase the likelihood of ROP in pre-term infants.

815 | Cost-Effectiveness of Atosiban Versus Placebo in the
Treatment of Threatened Preterm Birth (APOSTEL 8
TRIAL)

Larissa I. van der Windt1; Martijn A. Oudijk1; Job Klumper1;
Ruben G. Duijnhoven1; Joris A. M. van der Post2; Carolien Roos1;
Stavros Petrou3; Kate F. Walker4
1Amsterdam UMC, location University of Amsterdam,
Amsterdam, Noord-Holland; 2Amsterdam UMC, location
University of Amsterdam, Amsterdam, Noord-Brabant; 3Nuffield
Department of Primary Care Health Sciences, University of
Oxford, Oxford, England; 4Centre of Perinatal Research University
of Nottingham, Queen’s Medical Centre, Dublin, England

10:30 AM - 12:30 PM
Objective: Tocolytics such as atosiban as treatment for threat-
ened preterm birth (PTB) is part of routine care in many
countries. However, overall costs and benefits of atosiban com-
pared to placebo have not been evaluated. We assessed the
cost-effectiveness of atosiban compared to placebo in improving
neonatal outcomes for threatened PTB between 30 and 34 weeks
gestation.
Study Design: This was an economic analysis from societal
perspective alongside the international randomized placebo con-
trolled APOSTEL 8 study, conducted in 26 hospitals in the
Netherlands, England and Ireland. Women with threatened PTB
from 30 to 34 weeks of gestation were randomized to atosiban
or placebo. We included costs based on data from the case
record form (CRF) and additional iMTA questionnaire sent three
months after due date. Primary outcome was the difference in
total mean costs per child between groups. Health outcome
was the prevalence of composite adverse neonatal outcome.
Complementary incremental cost-effectiveness ratio (ICERs) was
calculated. Analyses were by intention to treat.
Results: In our complete case analysis, we included costs based
on the CRFs of 752 mothers with 884 children and 376 completed
questionnaires (198 atosiban, 178 placebo). Total mean costs did
not significantly differ between groups: €37280 in the atosiban
group (449 children) versus €37120 in the placebo group (435
children) (mean difference €160, 95% CI -€3936 to €4257). In pre-
and postnatal costs no significant differenceswere observed.With
an estimated difference of 1% in adverse neonatal outcome in
favour of atosiban, the ICERwas €16783. However, there was high
uncertainty as a substantial distributionwas located in the top left
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quadrant of the ICER plane, indicating scenarios where atosiban
is both more expensive and less effective.
Conclusion: We observed high uncertainty of cost-effectiveness
of atosiban compared to placebo as treatment for threatened PTB.
As the main trial demonstrated that atosiban is not superior
to placebo in improving neonatal outcomes, both clinical and
economical findings should be considered in future guidelines.

816 | Mediation of Socioeconomic Disparities and Preterm
Birth by Class-Based Discrimination and Financial Strain

Lauren S. Keenan-Devlin1; Alexa A. Freedman2; Renee
Odom-Konja3; Tao Jiang4; Janedelie Romero3; Linda M. Ernst3;
Greg E. Miller2; Ann EB Borders5
1Endeavor Health/ University of Chicago Pritzker School of
Medicine, Endeavor Health, IL; 2Northwestern University,
Chicago, IL; 3Endeavor Health, Evanston, IL; 4Northwestern
University, Northwestern University / Evanston, IL; 5Endeavor
Health, Evanston Hospital, Evanston, IL

10:30 AM - 12:30 PM
Objective: Various measures of low socioeconomic status (SES)
have been associated with elevated preterm birth (PTB) risk.
To inform intervention strategies, we sought to identify which
SES markers were most predictive of PTB, and identify whether
psychosocial factors mediated SES-related PTB disparities.
Study Design: Stress, Pregnancy and Health study participants
completed psychosocial and demographic assessments during 2nd
and 3rd trimesters. An SES “status” composite was calculated
with standardized measures of occupational prestige and highest
degree earned in the household; a “financial resources” compos-
ite included standardized measures of self-reported household

savings relative to cost of living, household income to poverty
ratio, and total savings and assets. Psychosocial mediators
included lifetime, daily, and perceived class-based discrimination
(CBD), and subjective financial strain (SFS). PTB was defined
as delivery < 37’0 weeks gestation. Multiple regressions tested
the association of PTB with the composites and their individual
components, as well as potential mediators. Mediation models
estimated the proportion of the associationmediated by CBD and
SFS. Analyses were adjusted for maternal age, race/ethnicity, and
marital status.
Results: Among 599 participants, about half had the highest
educational attainment and IPR. 11.5% delivered preterm. Partic-
ipants with higher status had lower risk of PTB (RR: 0.72, 95%CI
0.54,0.96), whereas self-reported financial resources were not
associated with PTB (Table 1). In unadjusted models, higher SFS
was associated with PTB risk (RR: 1.38, 95%CI 1.13,1.68), but CBD
was not. Approximately 20% of the relationship between status
and PTB was mediated by SFS, though this was not statistically
significant (p = 0.28).
Conclusion: Status-based SES measures were significantly asso-
ciated with PTBwhereas financial resource-basedmeasures were
not. Our results suggest that the experience of being lower
SES (i.e. social status/capital and the lived reality that these
facilitate) may bear more significantly on pregnancy outcomes
than self-identified monetary resources.

817 | AMachine Learning Approach to Intrapartum FHRT
Analysis To Identify Neonates Requiring Therapeutic
Hypothermia

Lauren M. Silva1; Jaber Qezelbash-Chamak2; Dillon Joiner1;
Minhee Kim2; Karen T. Hicklin3; Michael D. Weiss1; Marie
Berg1; Cyndi Garvan1; John C. Smulian1
1University of Florida College of Medicine, Gainesville, FL;
2University of Florida Herbert Wertheim College of Engineering,
Gainesville, FL; 3Icahn School of Medicine at Mount Sinai, New
York, NY

10:30 AM - 12:30 PM
Objective: Examine a “sliding window time frame” as a
ML approach to fetal heart rate tracing (FHRT) analysis to
identify neonates that developed moderate to severe neonatal
encephalopathy (NE) and underwent therapeutic hypothermia.
Study Design: Retrospective observational case-control involv-
ing neonates born at a single academic institution and admitted
to the NICU with cord pHs < 7.15. The study group included
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neonates meeting both physiologic (low cord pH) and neurologic
criteria for moderate to severe NE, making them eligible for
therapeutic hypothermia. The control group comprised neonates
who, despite having low cord pHs, did not show evidence of
moderate or severe NE and thus did not undergo therapeutic
hypothermia.
The entire intrapartum FHRT for eligible neonates was analyzed
to develop a ML-based model incorporating an embedded sliding
time window. Isolation Forest was used to identify and cluster
windows with unusual patterns as anomalies or typical patterns
as normal. A Random Forest classifier was then trained to
predict abnormal pattern labels. After the optimal sliding time
window size was determined, its impact on the ML model’s
anomaly detection performance was evaluated by calculating
the percentage of anomalous time windows during the entire
intrapartum course for both subject groups and compared by
student t-test.
Results: There were 22 study and 22 control cases with similar
clinical characteristics and cord pH values. Using a 90-minute
sliding time window, theML-based model identified a significant
difference in the proportion of windows with abnormal patterns
between the control and study cases (4.7 % vs 73.3%, p < 0.001).
The ML classifier applied to these 90-minute windows achieved
100% accuracy in distinguishing between study and control cases.
Conclusion: The ML-based model incorporating an embedded
sliding time window accurately identified neonates with moder-
ate to severe NE. This is a promising approach to intrapartum
FHRT assessment with the potential to identify fetuses at risk for
neurologic injury and allow for timely intervention.

818 | The Association Between Excessive Gestational
Weight Gain in Obese Patients and Intrapartum and
Postpartum Outcomes

Lauren M. Silva1; Caitlin Rogers1; Emily Astarita1; Divya
Mahesh1; Payton Campbell1; Danielle Snyder1; Nicole Diaz1;
Aniela Edwards1; Caroline Lamoutte2; Rebecca Henderson3;
Khanh Huynh1; Thomas Reilly1; Matthew Gurka4; Tony Wen1;
Adetola F. Louis-Jacques5
1University of Florida College of Medicine, Gainesville, FL; 2St.
Louis University School of Medicine, St. Louis, MO; 3University of
Alabama School of Medicine, Gainesville, FL; 4University of
Virginia School of Medicine, Charlottesville, VA; 5University of
Florida, Gainesville, FL

10:30 AM - 12:30 PM
Objective: Obesewomenhave a longer duration of labor, particu-
larly those undergoing induction of labor (IOL), and higher rates
of adverse outcomes. This study aimed to determine the length of
the latent phase, total induction time, and frequencies of cesarean
delivery and adverse outcomes in obese patients with excessive
weight gain (EWG) compared to those with appropriate weight
gain (AWG) undergoing IOL.
Study Design: Retrospective cohort study including nulliparous
patients with a BMI > 30 kg/m2 that underwent IOL at a single
academic institution between June 2018 and December 2022.
Gestational weight gain was calculated based on the difference
between pre-pregnancy or first trimester weight and weight at
delivery, then categorized as AWG or EWG based on recom-
mendations by the Institute of Medicine. The IOL lengths and
frequencies of the outcomes of interest (Table 2) were extracted
from the electronic medical record. Chi square, t-test, and
Wilcoxon rank sum test were performed where appropriate.
Results: Of 469 obese patients, 105 (22.4%) had AWG and 364
(77.6%) had EWG. The median pregravid BMI for patients with
AWG was significantly higher than in those with EWG (38.6 vs
35.5 kg/m2, p < 0.001). There were no significant differences in
the latent phase lengths, total induction times, or frequencies of
cesarean delivery and adverse outcomes.
Conclusion: EWG in obese patients undergoing IOL is not
associated with increased latent phase lengths, total induction
times, or frequencies of cesarean delivery or adverse outcomes.
The significantly higher pregravid BMI in the AWG group may
have influenced our findings by diminishing the difference in
IOL lengths and frequencies of adverse outcomeswhen compared
to the EWG group. Further investigation is necessary to account
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for this difference in pregravid BMIs and to determine whether
EWG is independently associated with higher intrapartum and
postpartum adverse outcomes in obese patients undergoing
induction of labor.

819 | Safety of Prostaglandins in the Peripartum Period in
Case of Sickle Cell Disease

Mayi GNOFAM1; Jeanne SIBIUDE2; Louis AFFO1; Frederic
GALACTEROS3; Edouard Lecarpentier3; Florence WANG1;
Marine DRIESSEN4; Olivier Graesslin5; Gylna LOKO6;
Giovanna CANNAS7; Stéphane Bounan8; Véronique Debarge9;
Caroline Makowski10; Axel Fichez11; Hervé Fernandez12; Laurent
Mandelbrot13
1Assistance Publique Hôpitaux de Paris, Colombes, Ile-de-France;
2Assistance Publique Hôpitaux de Paris, Paris, Ile-de-France;
3Assistance Publique Hôpitaux de Paris, Creteil, Ile-de-France;
4Assistance Publiqhe Hôpitaux de Paris, Paris, Ile-de-France;
5CHU de Reims, Reims, Champagne-Ardenne; 6CHUMartinique,
Fort de France; 7CHU de Lyon, Lyon, Ile-de-France; 8Centre

Hospitalier de Saint Denis, Saint Denis, Ile-de-France; 9CHU de
Lille, Lille, Nord-Pas-de-Calais; 10CHU de Grenoble, Grenoble,
Rhone-Alpes; 11CHU de Lyon, Lyon, Rhone-Alpes; 12Assistance
Publique Hôpitaux de Paris, Kremlin-Bicêtre, Ile-de-France;
13Hôpital Louis Mourier, APHP, Université Paris Cité, Colombes,
Ile-de-France

10:30 AM - 12:30 PM
Objective: To assess the tolerance of peripartum prostaglandin
use in women with sickle cell disease (SCD).
Study Design: A retrospective cohort study in 10 centers
in France. Among all women with SCD (S/S, S/C or S/β-
thalassemia), we compared pregnancies with and without expo-
sure to prostaglandins, overall and specifically according to
whether prostaglandins were used for labor induction or for
post-partum hemorrhage (PPH). The main outcome was the
occurrence of acute SCD complications, defined as any vaso-
occlusive crisis (VOC) or thromboembolic event, within 7 days
after delivery.
Results: Prostaglandinswere used in 114/411 pregnancies (27.7%).
In 106/411 (25.8%), prostaglandins were used to induce labor, with
PGE2 (dinoprostone gel or pessary) for 95 patients and misopros-
tol for 11 patients. The incidence of PPHwas 60/411 (14.6%), and 11
cases required second-line therapy with prostaglandins; sulpros-
tone was used as per French practice guidelines. The incidence of
acute complications did not differ between patients exposed and
not exposed to prostaglandins (14/114 (12.2%) vs 34/293 (11.6%),
respectively, p = 0.87, nor did the incidence of severe VOC (7.0%
vs 7.8%, respectively; p = 0.78) or other secondary outcomes.
Among patients undergoing labor induction, acute complications
occurred in 12/106 (11.6%) exposed to prostaglandins vs 6/77 (7.6%)
unexposed (p = 0.46). Among patients with PPH, rates were
respectively 2/11 (18.2%) vs 9/49 (18.4%; p = 0.99).
Conclusion: The use of prostaglandins in patients with SCD for
labor induction or for PPH appeared safe, within the limitations
of a retrospective study.

820 | Associations Between Non-Communicable Diseases
and Obstetric Complications at a Tertiary Referral
Hospital in Southwestern Uganda

Leevan Tibaijuka1; Joseph Ngonzi2; Jean-Pierre Van
geertruyden3; Lisa M. Bebell4; Brenda Ainomugisha2; Hamson
Kanyesigye2; Musa Kayondo2; Francis Bajunirwe2; Yarine
Fajardo Tornes2; Yves Jacquemyn5; Adeline A. Boatin4
1Mbarara University of Science and Technology, Mbarara
University of Science and Technology, Mbarara; 2Mbarara
University of Science and Technology, Mbarara, Mbarara; 3Global
Health Institute, University of Antwerp, Antwerpen;
4Massachusetts General Hospital, Massachusetts General
Hospital, MA; 5University of Antwerp, University of Antwerp,
Antwerpen

10:30 AM - 12:30 PM
Objective: Non-communicable diseases (NCDs) increasingly
contribute to maternal morbidity, accounting for 15% of indirect
maternal deaths worldwide. We determined the association
between NCDs and obstetric complications at Mbarara Regional
Referral Hospital (MRRH) in southwestern Uganda.
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Study Design: We conducted a retrospective cross-sectional
study, and randomly selected records of women admitted for
delivery at MRRH each month from January to December 2022,
extracting their socio-demographic and clinical characteristics.
We performedmultivariable robust Poisson regression analysis to
assess the association betweenNCDs and obstetric complications.
Models were adjusted for maternal age, gravidity, referral status,
employment status, and HIV serostatus.
Results: We abstracted data for 2,336 women with a mean age
of 26±5.9 years. At least one NCD was present in 6.4% (n = 149)
including anemia (n = 77, 3.3%), chronic hypertension (n = 35,
1.5%), pre-gestational diabetes (n= 16, 0.7%), asthma (n= 9, 0.4%)
and cardiac disease (n = 6, 0.3%). Overall, 542 (23.2%) women
had obstetric complications, including pre-eclampsia (n = 265,
11.3%); preterm labor (n = 67, 2.9%); placental abruption (n =
29, 1.2%); PPH (n = 54, 2.3%); and gestational diabetes (n = 5,
0.2%). Women with NCDs had increased likelihood of having
an obstetric complication compared to women without (overall
proportion 33.6% vs 22.5% respectively; adjusted prevalence ratio
(aPR): overall, 1.8, 95% CI: 1.4-2.3; pre-eclampsia (1.8, 95%CI:
1.2-2.8), gestational diabetes (12.0, 95%CI: 2.0-72.7), deep venous
thrombosis (6.0, 95%CI: 1.3-27.1), placenta abruption (4.4, 95%CI:
1.5-12.6) and postpartum hemorrhage (4.3, 95%CI: 2.2-8.3).
Conclusion: We found that NCDs were associated with a nearly
two-fold increased risk of obstetric complications. Our findings
highlight the need for further research to understand the impact
of this risk, particularly on maternal and fetal outcomes. Addi-
tionally, these findings suggest strengthenedNCDsurveillance, as
means to increased preparedness, and management for potential
obstetric complications among pregnant women in Uganda.

821 | a Comparative Study of Stillbirth Classification
Schemes

Lena A. Shay; Mohamad Ali Maktabi; April D. Adams
Baylor College of Medicine, Houston, TX

10:30 AM - 12:30 PM
Objective: Stillbirth, defined as fetal death at ≥20 weeks’ gesta-
tion, complicates ∼1 in 160 pregnancies and causes vary widely.
The most helpful tests in determining cause of stillbirth are fetal
autopsy, placental pathology, and genetic testing, yet uptake is
often low or incomplete. Several methodologies exist to classify
stillbirth into phenotypic groups based on pathologic and clinical
findings, each varying in complexity and ease of use. Our objec-
tive was to determine the agreement between three published
classification systems (PASS, INCODE, and ReCoDe) using a
cohort of patients who had complete diagnostic evaluation after
stillbirth.
Study Design: Retrospective cohort study was conducted exam-
ining stillbirths occurring at two tertiary care centers from 2016
to 2022 with completed genetic and pathologic evaluation (n =
85). Three independent reviewers examined the cases according
to selected classification schemes. Descriptive statistics were cal-
culated and reliability analysis using Fleiss’ kappawas performed
to determine agreement.
Results: Leading cause of stillbirth among the classification
schemes was placental in origin followed by fetal (µ = 48%, µ =
33%) (Table 1). Each scheme had low rate of unclassified cases (µ
= 3%). Agreement between the three classification schemes was

fair (κ = 0.38, CI 0.30-0.46; p< 0.001). 26% had positive genetic
findings on diagnostic testing. Sub-analysis of caseswith a genetic
diagnosis did not demonstrate increased agreement (κ = 0.33, CI
0.14-0.53; p< 0.001).
Conclusion: Findings demonstrate tested classification schemes
perform similarly onmost stillbirth cases regardingminimization
of unclassified diagnoses, but incompletely agree on all classifi-
cations. This highlights the diagnostic imprecision of stillbirth.
These classification systems are limited by the user’s interpreta-
tion of findings as well as failure to account for pathophysiologic
interactions in cases affected by multiple clinical, genetic, or
pathologic factors. Future work should be aimed at using tools
such as machine-learning to develop classification algorithms to
address these limitations.

822 | Evaluating an Artificial Intelligence Platform
Answering Common Pregnancy Questions: Satisfactory
but Inconsistent

Leonardo F. Antelo1; Lois Brustman2; Zainab Al-Ibraheemi2;
Graham Ashmead3
1Mount Sinai West Obstetrics and Gynecology, New York, NY;
2Icahn School of Medicine at Mount Sinai West, New York, NY;
3Mount Sinai West, New York, NY

10:30 AM - 12:30 PM
Objective: The availability of artificial intelligence platforms
is rapidly increasing. We assessed the platform ChatGPT 3.0
and its ability to answer questions about common pregnancy
conditions. This study analyzed the appropriateness of responses,
the consistency of responses over multiple iterations, and the
presence of misinformation within the responses.
Study Design: Seven questions were generated for each of the
following pregnancy conditions to yield a total of 28 questions:
Gestational Diabetes, Preeclampsia, Fetal Growth Restriction,
and Oligohydramnios. Questions were entered into ChatGPT
3.0 in an identical manner three separate times, generating 84
total responses. Since ChatGPT forms a unique response even
when exposed to the same prompt, each set of responses was
reviewed by one of three board-certified MFM physicians. The
accuracy of responses to each specific question was rated 1)
Satisfactory, 2) Incomplete, or 3) Inadequate. ChatGPT responses
contain information beyond the scope of the question. This
additional information was evaluated for the presence or absence
of misinformation by each reviewer.
Results: The responses of 13 out of 28 questions received
consistent Satisfactory ratings over the three separate iterations
(47%). 26 out of 28 questions had at least one response that
was satisfactory (93%). When assessing the total 84 responses for
misinformation, 22 out of 84 contained misinformation (27%).
51 out of 84 were rated as both Satisfactory and did not contain
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misinformation (61%). Only 7 out of the 28 questions generated
consistent answers by the reviewers, receiving both satisfactory
ratings and also not containing misinformation (25%).
Conclusion: Our results suggest that Chat GPT 3.0 is able to
generate satisfactory responses to common pregnancy questions.
However, we found it to be inconsistent over multiple iterations
of the same question. This platform should be used with caution,
and the presence of misinformation should be noted when
counseling patients on the use of AI.

823 | Inflammatory Lesions in Placentas of Endometriosis
Patients and Their Relation to Maternal and Neonatal
Outcomes

Liat Mor1; Roni Goldenberg2; Ella Toledano1; Ran Keidar1;
Letizia Schreiber1; Eran Weiner3; Elad Barber1
1Edith Wolfson Medical Center, Holon, HaMerkaz; 2Tel Aviv
University, Faculty of Medicine, Tel aviv, Tel Aviv; 3Wolfson
Medical Center, Wolfson Medical Center, Tel Aviv

10:30 AM - 12:30 PM
Objective: This study aimed to investigate the relationship
between endometriosis and placental pathology, aiming to eluci-
date potential mechanisms behind adverse pregnancy outcomes
associated with endometriosis.
Study Design: This retrospective cohort study analyzed data
of patients with endometriosis who delivered at a single ter-
tiary center between 2008-2023. Inclusion criteria were single-
ton term deliveries with placentas sent for histopathological
examination. Maternal characteristics, pregnancy outcomes, and
placental histopathology were compared between patients with
endometriosis (n= 50) and a control groupwithout endometriosis
(n = 150) matched for maternal and gestational age.
Results: The demographic characteristics and labor outcomes
did not differ significantly between the groups. Patients with
endometriosis exhibited higher rates of placental lesions, includ-
ing placental hemorrhage (10% vs. 2.6%, p = 0.045), maternal
inflammatory response lesions (16% vs. 6%, p = 0.039), fetal
inflammatory response lesions (8% vs. 1.3%, p = 0.035), chronic
villitis (8% vs. 1.3%, p = 0.035), and chronic deciduitis (14% vs.
2.6%, p= 0.006).Moreover, composite adverse neonatal outcomes
were significantly higher in the endometriosis group (16% vs.
4%, p = 0.007). Multivariable regression analyses confirmed
significant associations between endometriosis and all inflam-
matory placental lesions, both acute and chronic. Additionally,
endometriosis was significantly and independently associated
with adverse neonatal outcomes.

Conclusion: The presence of endometriosis is associated with
increased placental pathology and adverse neonatal outcomes.
The findings suggest that inflammatory lesions in the placenta
may play a significant role in the pregnancy complications
observed in women with endometriosis, highlighting the need
for targeted monitoring and management strategies in this
population.

824 | Machine Learning-based Pregnancy and Pregnancy
Trimesters Prediction Using Electrocardiogram

Lihong Mo1; Shantanu Milind Joshi2; Sonul Gupta1; Vivian Pae1;
Ijeoma Uche1; Hana Shaik3; Chen-Nee Chuah3; Philip Strong1;

100 of 177 Poster Session 3



Uma Srivasta1; Imo Ebong1; Herman L. Hedriana1; Elaine
Waetjen1
1UC Davis Health, Sacramento, CA; 2Computer Science, UC
Davis, Davis, CA; 3Electrical and Computer Engineering, UC
Davis, Davis, CA

10:30 AM - 12:30 PM
Objective: Pregnancy is a physiologic high-volume state. Physio-
logic electrocardiogram (ECG) changes in pregnancy have been
reported but not well characterized. We hypothesize that the
physiologic cardiac volume and compliance changes in preg-
nancy will result in changes in ECG features that can be used
to distinguish pregnant from non-pregnant state. The objective of
this study is to establish amachine learning (ML)model to predict
pregnant from non-pregnant state based on ECG.
Study Design: This is an analysis of a database that includes
22,034 ECGs on 7,298 individual patients from 18-50 years of age
who were pregnant at least once between 2011 to 2024 in a single
tertiary medical center. After excluding patients with pre-existing
cardiac morbidity, along with those who developed hypertensive
disorders of pregnancy, 3,581 ECGs were included (53% negative
versus 47% positive label). A supervised ML method (Random
Forest) was compared to multiple logistic regression to predict
pregnancy state based on four ECG features (QRS interval, QTc
interval, PR interval, and heart rate).
Results: Random forest ML model performs better than mul-
tivariate logistic regression in the prediction of pregnancy state
(Table). From the decision tree display of Random Forest ML
model, higher QTc, higher heart rate, and lower QRS dura-
tion were associated with the classification of pregnancy state
(Figure).
Conclusion: Four features that are commonly reported in clini-
cal assessment of ECG can assist in the prediction of pregnancy
state, especially whenMLmethods are used. By establishing ECG
features associated with pregnancy by trimester, we can begin to
characterize patterns associated with abnormal pregnancies.

825 | Using Supervised Machine Learning to Predict
Spontaneous Preterm Birth in Patients Presenting with
Preterm Contractions

Vivian Pae; Philip Strong; Herman L. Hedriana; Lihong Mo
UC Davis Health, Sacramento, CA

10:30 AM - 12:30 PM
Objective: Threatened preterm labor with the occurrence of
preterm contractions is the most common reason for antepartum
hospital admission, encompassing between 44–59% of all antena-
tal hospitalizations. Only half of the women who present with
TPTL ultimately experience spontaneous preterm birth (sPTB).
The nature of preterm contractions and sPTB relationship is not
fully understood. The objective of this study was to understand
what contributes to sPTB when patients present with preterm
contraction symptoms using machine learning (ML).
Study Design: A retrospective case-control study of individuals
who experienced preterm contractions prior to sPTBs between
January 2022 to March 2024 in a single tertiary medical center.
A total of 3,245 patients were manually screened. Two hundred
twenty-four patients who presented with preterm contractions <
36 weeks were included, with 42 delivering > 37 weeks and 182
delivering < 37 weeks. Three supervised ML methods (Random
Forest, Support Vector Machine, and k-Nearest Neighbors) were
compared to predict sPTB based on key clinical features (twins
versus singleton, gestational age at presentation, bodymass index
- BMI, smoking history, concurrent PPROM status, history of
PTB, and cervical dilation). Missing information in features were
imputed from median.
Results: All three ML methods achieved promising AUROC in
sPTB prediction (Table 1). The top four features related to the
sPTB predictions are cervical dilation (measured in centimeters),
BMI, gestational age at presentation, and concurrent PPROM
status (Table 2).
Conclusion: Spontaneous PTB can be predicted via clinical
information readily available with ML methods. The key clinical
features used in the prediction are similar across all three ML
methods used. Single center data and rarity of cases were main
limitations. A multicenter or state database should be used to
further validate findings.
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826 | Risk Factors for Sexually Transmitted Infection (STI)
Partner Management for Pregnant Patients in Southeast
Texas

Likhita Nandigam1; Sara Vincent1; Alison N. Goulding1; Irene A.
Stafford2; Julie Gutierrez3; Kaitlyn Stark4; Anthony Chartier5
1Baylor College of Medicine, Houston, TX; 2McGovern Medical
School at UTHealth Houston, Houston, TX; 3McGovern Medical
School at The University of Texas Health Science Center at
Houston (UTHealth), Houston, TX; 4University of Texas Health
Science Center at Houston - McGovern Medical School, Houston,
TX; 5Department of Obstetrics, Gynecology and Reproductive
Sciences, McGovern Medical School at UTHealth, Houston, TX

10:30 AM - 12:30 PM
Objective: Pregnancy provides an opportunity for routine STI
testing. However, partner testing and treatment remain challeng-
ing, leading to reinfection cycles. Our study sought to evaluate
risk factors for incomplete partner treatment for STIs with and
without public health surveillance.
Study Design: We performed a retrospective cohort study of all
pregnant women who received care at two safety-net hospitals
in Harris County, TX between 2019–2022. Record review was
performed for all patients who tested positive for chlamydia,
gonorrhea, hepatitis B, and/or syphilis during pregnancy. If any
gaps were identified in documentation, patients were contacted
for a brief interview about partner(s). Reasons for incomplete
partner treatment were stratified into lack of education, lack of
contact with patient, financial or other barriers to treatment,
tested negative, or treatment status unknown. Partner treatment
for hepatitis B and syphilis was confirmed with the regional
health department. Differences in categorical variables between
groups were examined using chi-square test or Fisher’s exact test.
P< 0.05 was considered statistically significant.
Results: Of 20,108 pregnant patients who received care between
2019-2022, 369 patients met inclusion criteria (Table 1). Partner
treatment was most successful for patients with chlamydia
(53.6%) and gonorrhea (45.5%), followed by syphilis (43.4%) and
hepatitis B (1.2%) (Table 2). Lack of ongoing contact was the most
common reason for insufficient partner treatment in patients
with chlamydia (43.1%) or gonorrhea (75.0%). For syphilis and
hepatitis B, the predominant reason remains unknown (42.9%,
72.5%, respectively).
Conclusion: While reasons for partner treatment are well-
documented for clinician-monitored STIs, partner STI status
remains relatively unknown for syphilis and hepatitis B. Because
these infections are subject to public health surveillance, there
may be an overreliance on public health authorities for managing
these STIs. Increased education for providers for all STIs should
be prioritized, and existing gaps in this area should be addressed.

827 | Anemia Recovery After Pyelonephritis

Lisa R. Thiele1; Sara I. Jones2; Sainath Kondapaneni1; Jessica E.
Pruszynski1; Elaine L. Duryea3; Catherine Y. Spong3
1University of Texas Southwestern, Dallas, TX; 2Duke Univeristy,
Durham, NC; 3University of Texas Southwestern Medical Center,
Dallas, TX

10:30 AM - 12:30 PM
Objective: While pregnant patients with pyelonephritis com-
monly develop anemia secondary to endotoxin-induced hemol-
ysis, the rate of hematologic recovery is not known. This study
aimed to detail the hematologic trajectory during and after
antepartum pyelonephritis.
Study Design: Patients with antepartum admissions for
pyelonephritis between January 1, 2022 and December 1, 2022
who delivered at our institution at least 7 days following
admission for pyelonephritis were included. The primary
outcome was change in hematocrit (Hct) from its nadir during
admission for pyelonephritis to follow-up. Data collected
included hematologic data, patient demographics, medical
comorbidities, and characteristics regarding pyelonephritis
and delivery admissions. Statistical analysis included t-tests,
Kruskal-Wallis, and chi-square tests.
Results: Of 78 patients meeting inclusion criteria, the majority
were nulliparous, of Hispanic ethnicity, and had an average age
of 25.4. During pyelonephritis admissions, the average admission
Hct was 33.2% (32.0-35.2) with an average nadir of 28.8% (26.7-
30.6) occurring on hospital day 2 (1-3). 60% of patients had anemia
at discharge from pyelonephritis admission. Themean rise in Hct
from pyelonephritis admission nadir to first follow-up was 6.0+/-
3.3% with an average rise of 1.63+/-2.4% per week (Figure). 6%
of patients had anemia at delivery admission, with an average
admission Hct of 35.9% (33.8-38.2). Patients with a greater Hct
rise were found to have a lower mean nadir, more rapid rise, and
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higher Hct at delivery admission (p < 0.001), with no difference
in initial Hct at pyelonephritis admission.
Conclusion: Following pyelonephritis infection in pregnancy,
Hct levels steadily rise by an average of 1.63% per week, resulting
in resolution of anemia prior to delivery. Patients with lower Hct
during pyelonephritis admission demonstrate faster hematologic
recovery and are less likely to be anemic at presentation for
delivery.

828 | Postlaser persistent polyhydramnios after resolution
of Twin to Twin Transfusion Syndrome

Mackenzie J. Simon-Collins1; Camille Shantz2; Rachana
Tanksali3; Maryn Day3; Julie Alan1; Sarah Millard1; Michelle
Kush1; Jena L. Miller1; Ahmet A. Baschat1; Mara Rosner1
1Johns Hopkins Medicine, Baltimore, MD; 2Johns Hopkins
University, Baltmore, MD; 3Johns Hopkins University, Baltimore,
MD

10:30 AM - 12:30 PM
Objective: Fluid abnormalities should resolve after fetoscopic
laser surgery (FLS) for Twin to Twin Transfusion Syndrome
(TTTS), but polyhydramnios occasionally persists. We sought to
compare patients with persistent polyhydramnios (PP) to those
with resolved polyhydramnios (RP) after FLS for TTTS.
Study Design: Single-center retrospective review of monochori-
onic twins who underwent FLS for TTTS from 6/2014 to 1/2024.
Patients with PP had a maximum vertical pocket (MVP) > 8 cm
in the former TTTS recipient > 14 days after laser. RP patients
had resolution of polyhydramnios < 14 days after laser. High
order multiples and those with TTTS recurrence were excluded.
Pre-treatment characteristics and birth outcomes were compared
between PP and RP groups via Pearson or Fischer’s Exact Chi
Squared and Mann-Whitney U. ROC analysis was performed to
explore the relationship between pre-laser MVP and PP.
Results: 377/405 (93%) patients had RP after laser and 28 (7%)
patients had PP (Figure 1). PP recipients had higher prelaser
MVP (11.3 vs 10.1 cm, p = 0.013), higher amnioreduction volumes
(1900 vs 1500 cc, p = 0.034) and higher post operative day 1
MVPs (7.4 vs 6.0 cc, p = 0.010) (Table 1). An ROC analysis
demonstrated that a prelaser recipient MVP of 11.0 cm predicted
PP with 64% sensitivity and 64% specificity. Model quality Gini
Index 0.53, area under the curve 0.64 (95% CI: 0.538-0.753), p =
0.014. Remaining pre-treatment and intraoperative findings were
not different between groups, though there was a trend towards
more pyelectasis in PP recipients (10.7 vs 2.7%, p= 0.053). Average
time to resolution of polyhydramnios was 35 days in the PP group,

versus 3 days in RP (p< 0.001), and was documented in 95% of
cases. Gestational age at delivery, birth survival, and birthweight
discordance were not different between groups.
Conclusion: Persistent polyhydramnios occurred in 7% of
patients after laser for TTTS, but ultimately resolved in 95% and
was not associated with adverse obstetric outcomes. A trend
towards more pyelectasis in PP recipients suggests persistent
polyuria as a potential etiology of PP.

829 | Targeted Regulation of Abortion Providers and
Infant Mortality

Madeline F. Perry; Joe M. Feinglass; Lynn M. Yee
Northwestern University Feinberg School of Medicine, Chicago, IL

10:30 AM - 12:30 PM
Objective: Targeted regulation of abortion providers (TRAP
laws) are medically unindicated restrictions limiting the pro-
vision of abortion, even in states where abortion is legal.
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Restrictions on reproductive rights have been associated with
adverse maternal and neonatal outcomes. We aimed to evaluate
the association of the existence of TRAP laws in a state and state
rates of infant mortality.
Study Design: This cross-sectional analysis was performed
utilizing 2016-2021 Phase 8 data from the Pregnancy Risk Assess-
ment Monitoring System (PRAMS). PRAMS data were linked
with Guttmacher Institute data about state TRAP laws from
2016-2021. Infant death rates were calculated using PRAMS
data, which uses respondent self-report. In the PRAMS ques-
tionnaire, participants are asked “Is your baby alive now?” If
participants answer “no,” they are coded as having an infant
death. Multivariable Poisson regression testing the association
between the existence of TRAP laws in a state and infantmortality
was performed, adjusting for individual-level sociodemographic
factors from PRAMS.
Results: Among 183,849 participants, representing a weighted
population of 9,792,533, 45.2% people lived in states (n = 18) that
had at least one TRAP law during the study period (Figure).
During the 2016-2021 study period, 0.4% of participants reported
an infant death. In adjusted analysis, there was a 29% increased
likelihood of infant mortality (aIRR 1.29, 95% CI 1.08, 1.55) in
states with TRAP laws in comparison to thosewithout TRAP laws
(Table).
Conclusion: TRAP laws are associated with an increased like-
lihood of infant mortality, even after accounting for individual-
level confounders. Restricted access to abortion may result in
people with high-risk maternal or fetal health conditions to
continue pregnancy rather than receive desired abortion services.

830 | Targeted Regulation of Abortion Providers and
Intimate Partner Violence Before and During Pregnancy

Madeline F. Perry; Joe M. Feinglass; Lynn M. Yee
Northwestern University Feinberg School of Medicine, Chicago, IL

10:30 AM - 12:30 PM
Objective: Targeted regulation of abortion providers (TRAP)
laws have been associated with an increased rate of intimate
partner violence (IPV)-related homicide. Pregnancy is a uniquely
dangerous time for people who experience IPV, yet it is unclear
whether abortion restriction on a state level is associated with
IPV risk before or during pregnancy.Our objectivewas to evaluate
the association between state-level TRAP laws and IPVbefore and
during pregnancy.
Study Design: We performed a cross-sectional analysis using
data from the Pregnancy Risk Assessment Monitoring System
(PRAMS) from Phase 8, 2016-2021. PRAMS data were linked to
Guttmacher Institute data about TRAP laws from 2016 to 2021.
PRAMS asks participants if they were “push[ed], hit, slap[ped],
kick[ed], choke[d], or physically hurt in any way?” by their
current or ex-partner/husband either in the 12 months before or
during pregnancy. IPV before and during pregnancy was defined
as answering “yes” to that question.Multivariable Poisson regres-
sion analyzing the association between state-level TRAP laws and
state percent IPV before and during pregnancy was performed,
controlling for individual sociodemographic factors.
Results: In this analysis of 196,451 participants representing a
weighted population of 10,267,609 people, 2.5% and 1.7% reported
experiencing IPV before and during pregnancy, respectively.
Forty-five percent of PRAMS participants lived in states with at
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least one TRAP law during the study period (Figure). Multivari-
able Poisson regression found that participants living in states
with TRAP laws had a 14% increased likelihood of IPV before
pregnancy and 21% increased likelihood of IPV during pregnancy
comparedwith participants living in states that do not have TRAP
laws (aIRR 1.14, 95% CI 1.05, 1.25; aIRR 1.21, 95% CI 1.10, 1.35,
respectively; Table).
Conclusion: State restriction to abortion access through TRAP
laws is associated with increased rates of reported IPV before
and during pregnancy. Further research evaluating how state
policies have the potential to both exacerbate and mitigate IPV
and maternal health are warranted.

831 | Quality Improvement Initiative for Respiratory
Syncytial Virus Vaccination In Pregnancy- How CanWe
Do Better?

Madeline Suppiger1; Michelle R. Petrich2; Miriam Rivkin3;
Ruizhi Huang4; Andrew Storm5; Niraj R. Chavan5
1Saint Louis University School of Medicine, Webster Groves, MO;
2Saint Louis University School of Medicine, Saint Louis University
/ St. Louis, MO; 3St. Louis University, Saint Louis University
School of Medicine/ St. Louis, MO; 4St. Louis University, St. Louis,
MO; 5Saint Louis University School of Medicine, St. Louis, MO

10:30 AM - 12:30 PM
Objective: This study was undertaken to evaluate patterns
of perinatal respiratory syncytial virus (RSV) vaccination and
to identify strategies to increase vaccine uptake through an
institutional quality improvement (QI) initiative.
Study Design: We evaluated rates of perinatal RSV vaccination
during the most recent season of vaccine eligibility from October
2023 to February 2024 among patients seeking prenatal care
between 32 to 36 weeks gestation at a single academic tertiary
medical center. Maternal demographic characteristics, gesta-
tional age at vaccination, and number of prenatal visits during
eligibility period were abstracted from electronic records and
compared across patients who accepted and refused vaccination.
Student’s t test and chi2 tests were used to compare continuous
and categorical data, respectively. We then administered a struc-
tured survey at the end of the RSV season among patients who
were previously eligible for vaccination to examine reasons for
vaccine hesitancy and identify strategies for enhancing vaccine
education.
Results: Of 548 eligible patients, 200 (36%) acceptedRSVvaccina-
tion while 348 (63.5%) did not. Unvaccinated patients were more
likely to be Black (p = .002), have public insurance (p = .007)
and attend fewer prenatal visits during eligibility period (p< .001).
Evaluation of vaccination patterns demonstrated increase in
vaccination rates throughout the RSV season with highest rates
attained at earlier gestational ages (Figures 1 and 2). Of the 278
patients compliant through postpartum follow up–90 completed
the survey (response rate = 32.3%). Primary reasons for vaccine
hesitancy were identified as–lack of understanding about vaccine
efficacy (40%) and concerns about fetal (30%) andmaternal (30%)
side effects. Respondents identified handouts (44.1%) and text-
basedmessaging (37.3%) as their preferred approach for receiving
vaccine education.
Conclusion: Vaccine education using text-based messaging and
handouts with content focused on the clinical benefit and safety
of vaccination has the potential to address RSV vaccine hesitancy
and enhance perinatal vaccination.
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832 | Roll-Over Test as a Screening Tool for Hypertension
in Pregnancy - A Prospective Pilot Study

Madhurima K. Keerthy; Vivek Katukuri; Christina Yarrington;
Christopher Cox; Conrad Chao; Chloe Fournier-Hall; Mingma
Sherpa
University of New Mexico, Albuquerque, NM

10:30 AM - 12:30 PM
Objective: Pre-eclampsia occurs in 3-8% of pregnant patients
globally and is more detrimental to rural communities with
limited access to care. Early diagnosis and management improve
maternal and neonatal outcomes. The screening modalities
that are available include mean Blood pressures, uterine artery
Dopplers and various angiogenic markers. However, these are
not available to rural areas consistently. The aim of our study to
evaluate the potential of the low-cost Roll-Over Test to predict
hypertensive disease of pregnancies in rural populations.
Study Design: This is a single center pilot prospective cohort
study. 56 patients were recruited. Demographic data, Uterine
artery Doppler and blood for sflt1/Plgf ratio was obtained
between 19wk0d–24w6d. Roll-over Test was conducted by obtain-
ing blood pressures in left lateral and Supine positions, mean
change in BP was collected. T-test (continuous) and Chi Square
test(categorical) were used for demographic variables.
Receiver Operating Characteristic (ROC) curves generated for
ROT change in SBP, DBP and HR for prediction of primary
outcome. ROC curves generated for UA PI, First SBP (Initial
Systolic BP in pregnancy) and First DBP (Initial Diastolic BP in
pregnancy).
Sensitivity and specificity calculated for ROT, Ut PI, First SBP and
First DBP.

Results: 14 (26.9%) had primary outcome. 5 (9%) had preeclamp-
sia and 9 (17%) had gestational hypertension. Of the 5, one
(1.9%) had HELLP syndrome. A 17-point change in systolic BP
on ROT had an optimal sensitivity of 60% and specificity of 80%
in diagnosing the primary outcome. A mean diastolic change of
9.6 points was identified to provide a sensitivity of 85% and a
specificity of 55%. In this population, Uterine artery Dopplers and
angiogenic markers did not perform well in predicting primary
outcome.
Conclusion: The low-cost Roll-Over Test is a reasonable screen-
ing tool to predict hypertensive disease in pregnancy in rural
settings.

833 | Association of Inter-Twin Growth Discordance >25%
with Fetosocpic Laser Surgery Outcomes in Twin-Twin
Transfusion Syndrome

Manasa G. Rao1; Christy Gandhi1; Russell S. Miller1; Meghan
Angley1; Rosalie Ingrassia1; Lynn L. Simpson2; Noelle Breslin1
1Columbia University Medical Center, New York, NY; 2Columbia
University Irving Medical Center, New York, NY

10:30 AM - 12:30 PM
Objective: Inter-twin growth discordance is associated with
adverse pregnancy outcomes in monochrionic-diamniotic
(MCDA) twin pregnancies with ≥25% considered a cutoff for
pathological discordance. We compared outcomes of fetoscopic
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laser surgery (FLS) for twin-twin transfusion syndrome based on
presence of absence of discordance ≥25%.
Study Design: Retrospective review of MCDA twins with TTTS
that underwent FLS at a single center from 2009-22. Pregnancies
with pre-operative inter-twin discordance ≥25% were compared
to those < 25%. Primary outcome was donor twin survival at first
sonogram after FLS.
Results: 169 MCDA pregnancies underwent FLS and met inclu-
sion criteria. 62 (37%) had discordance ≥25%. Patients with
discordance ≥25% were younger (32 ± 5 vs 30 ± 6). GA at TTTS
diagnosis and at FLS were similar between groups. Donor twin
selective fetal growth restriction (sFGR) was more likely with
discordance ≥25% (74.2% vs 23.4%, p< 0.01). Pre-FLS Quintero
stage differed between the two groups (p = 0.014), with higher
likelihood of stage III and IV in the ≥25% group. Donor twin
survival was significantly lower with discordance ≥25% at first
post-FLS sonogram (75.8% vs 89.7%, p = 0.02) and at hospital
discharge (52.8% vs 73.6%, p = 0.04). After adjusting for age,
Quintero stage, and donor FGR, donor twin survival at first
sonogram remained lower in patients with discordance ≥25%
(p = 0.01). In a subgroup analysis to evaluate discordance in
pregnancies with donor sFGR, donor twin survival did not differ
at first sonogrampost-FLS (78.3% vs 96.0%, p= 0.08) or at hospital
discharge (61.5% vs 73.9%, p = 0.3) between the groups. In a
subgroup analysis of normally-grown twins, donor twin survival
did not differ at first sonogram post-FLS (68.8% vs 87.7%, p =
0.1) but was lower in the ≥25% discordance group at hospital
discharge (80.33% vs 45.45%, p = 0.02).
Conclusion: Discordance≥25%was associated with lower donor
twin survival after FLS. While some effect may be attributable to
co-existing donor FGR, discordance was associated with survival
difference in normally-grown donor twins.

834 | Identifying Optimal Discordance Cutoff for
Predicting Donor Survival After Fetosocpic Laser for
Twin-Twin Transfusion Syndrome

Manasa G. Rao1; Christy Gandhi1; Noelle Breslin1; Meghan
Angley1; Rosalie Ingrassia1; Lynn L. Simpson2; Russell S. Miller1
1Columbia University Medical Center, New York, NY; 2Columbia
University Irving Medical Center, New York, NY

10:30 AM - 12:30 PM
Objective: An optimal inter-twin discordance cutoff for pre-
dicting survival outcomes in monochrionic-diamniotic (MCDA)
twin pregnancies is unclear. This study aimed to evaluate the
association of inter-twin discordance with donor twin survival
after fetosopic laser surgery (FLS) for twin-twin transfusion
syndrome (TTTS), and to identify an optimal discordance cutoff.
Study Design: Retrospective review of monochorionic diamni-
otic (MCDA) twins with TTTS that underwent FLS at a single
center from 2009-22. Primary outcome was donor twin survival
at first sonogram after FLS. Logistic regression models estimated
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association between inter-twin discordance and donor survival
at different thresholds. Receiver operating characteristic (ROC)
curve analysis was performed to assess predictive accuracy and
Youden index was used to determine the optimum cut-point for
predictive accuracy.
Results: 169 MCDA pregnancies met inclusion criteria. Discor-
dance cutoffs of ≥25% and ≥30% were significantly associated
with donor twin survival at first sonogram post-FLS (p= 0.03 and
p< 0.001, respectively) and this was true after adjusting for donor
fetal growth restriction and Quintero stage pre-FLS. In fitting a
logistic regression model, discordance as a continuous variable
was significantly associated with predicting donor twin survival
(p = 0.02). The AUC for predicting donor twin survival was 0.63
(95% CI: 0.49, 0.74, p = 0.060). Based on the Youden index, the
optimum cut point is a discordance of 29%, which has a sensitivity
of 0.75, specificity of 0.58, positive predictive value of 0.91 and
negative predictive value of 0.29 in predicting donor twin survival.
Conclusion: Inter-twin discordance is a poor predictor of donor
twin survival after FLS for TTTS. If it is to be considered in clinical
practice, a cutoff value of 29% was most predictive of donor twin
survival in this cohort.

835 | Health System Level Intervention to Decrease Early
Screening Rates for Gestational Diabetes: Associated
Perinatal Outcomes

Mara Greenberg1; Yeyi Zhu2; Jun Shan2; Amanda Ngo2;
Monique Hedderson3; Charles Quesenberry2; Assiamira Ferrara2

1Kaiser-Permanente Northern California, Oakland, CA; 2Kaiser
Permanente Northern California, Oakland, CA; 3Kaiser
Permanente Northern California, Pleasanton, CA

10:30 AM - 12:30 PM
Objective: To evaluate a system level intervention intended to
decrease rates of gestational diabetes (GDM) screening prior to
24 weeks gestation in relation to perinatal outcomes.
Study Design: Retrospective study of all pregnancies without
overt diabetes delivered in Kaiser Permanente Northern Cali-
fornia 2018-2022. We performed interrupted time series (ITS)
analysis to examine changes in rates of GDM screening and
perinatal outcomes in relation to a system-wide intervention to
decrease screening < 24 weeks. To reflect the level of exposure
to the intervention that started in 4/2020, dates of delivery were
categorized in 3 time periods: T1 unexposed (1/2018-3/2020), T2
partially exposed (4/2020-12/2020), and T3 fully exposed (1/2021-
12/2022). Primary composite outcome included cesarean delivery,
preeclampsia, severematernalmorbidity, large for gestational age
neonate, shoulder dystocia, preterm birth, NICU admission, and
neonatal hypoglycemia. Patient level factors were examined as
potential confounders.
Results: Among 221,068 deliveries, early GDM screening rate
decreased from 31.1% in T1, to 20.6% in T2 and 4.3% in T3
(Standardized Mean Difference (SMD) T3 vs T1 -0.75). Patient
level characteristics did not vary significantly over time, including
measures of social drivers of health and comorbid medical
conditions. There was no change in the prevalence of GDM (9.7%
in both T1 and T2, 9.0% in T3, SMD T3 vs T1 -0.02). There was
no change in the prevalence of the composite primary outcome,
which occurred in 43.1% in T1, 44.2% in T2 and 45.2% in T3
(SMD T3 vs T1 0.04). Interrupted time series analysis adjusted for
covariates showed no change in risk of the composite outcome
during T1 (percent change per 4 weeks [95% CI]): 0.06 [-0.01 to
0.13]), T2 (0.02 [-0.21 to 0.25]), nor T3 (-0.02 [-0.26 to 0.23]). No
meaningful changes in prevalence of each individual component
of the composite outcome were observed.
Conclusion: A substantial decrease in early GDM screening rate
did not impact perinatal outcomes in this large diverse cohort of
deliveries within an integrated health care system.

836 | The Illinois Perinatal Syphilis Warmline: A Public
Health Initiative to Address the Syphilis Epidemic

Mariana Espinal1; Laurie Ayala2; Maura Quinlan3; Danucha
Brikshavana3; Irina Tabidze4; Helen Cejtin2; Nigel Madden5;
Nkechinyelum Ogu2; Stephanie A. Fisher2; Lynn M. Yee2
1for the Eunice Kennedy Shriver National Institute of Child Health
and Human Development, Bethesda, MD; 2Northwestern
University Feinberg School of Medicine, Chicago, IL; 3Illinois
Department of Public Health, Chicago, IL; 4Chicago Department
of Public Health, Chicago, IL; 5Beth Israel Deaconess Medical
Center, Boston, MA

10:30 AM - 12:30 PM
Objective: In response to the sharp rise in congenital syphilis
(CS) cases in the United States and the complexities of perinatal
syphilis management, the Illinois Department of Public Health
(IDPH) implemented the first statewide perinatal syphilis clinical
support warmline to aid CS prevention. We aimed to evaluate the
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first 9 months of warmline activity and characterize the public
health need for perinatal syphilis consultation.
Study Design: The IDPH Perinatal Syphilis Warmline offers
remote medical consultation withMFM, adult infectious disease,
and pediatric infectious disease experts regarding syphilis diag-
nosis and treatment during pregnancy and the newborn period,
coordinates record searches of prior testing and treatment, and
assists in mandatory reporting and linkage to local health depart-
ment resources. In this prospective cohort study, we performed
descriptive analysis of calls to the Warmline from its inception in
November 2023 through July 15, 2024.
Results: The Warmline served providers from Chicago (55%),
other Illinois areas (40%), and outside Illinois (5%). Of 62
consultations, 53% were from outpatient clinics, 21% from labor
and delivery units, and 19% from newborn care units. Consul-
tations were primarily requested by obstetric nurses or nurse
practitioners (21%), obstetricians (16%), or pediatricians (16%).
Most consultations focused on antepartum (40%) or immediately
postpartum (31%) management, mainly due to a reactive syphilis
test (Fig. 1). Among 46 consultations for syphilis staging in
pregnant or recently postpartum individuals, we identified 2 cases
of primary syphilis, 6 early latent, 32 late latent, 4 unknown stage,
and 2 false positives (Fig. 2). Among 24 neonatal consultations, by
CDC CS surveillance case definitions, 9 were possible CS cases, 8
less likely, 3 unlikely, and 4 unknown (Fig. 2).
Conclusion: This statewide public health initiative has provided
critical, timely expertise on diagnosing and managing perinatal
syphilis. We offer a blueprint for other public health jurisdic-
tions to adopt this successful model of enhanced public health
surveillance and consultation.

837 | Vascular Remodeling of the Maternal
Cerebrovascular System

Marie-Laurence Bilodeau; Christine Wilk; Charley Wing;
Virginie Gillet; Genevieve Quesnel; Kevin Whittingstall; Annie
Ouellet
Université de Sherbrooke, Sherbrooke, PQ

10:30 AM - 12:30 PM
Objective: Pregnancy induces significant changes in the periph-
eral maternal vasculature, yet whether these changes are also
present in the brain is unclear. Magnetic resonance angiography
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through Time Of Flight (MRA-TOF) technology allows high-
resolution visualization of the cerebral vasculature without the
need of contrast agent. The purpose of this study is to investigate
maternal intracerebral vessel diameters and intracerebral flow
distribution during the third trimester of pregnancy.
Study Design: Five pregnant women experiencing normal preg-
nancy voluntarily agreed to aMRA-ToF during the third trimester
of their pregnancy. The scans took place in 2021 at the Centre
Hospitalier Universitaire de Sherbrooke in Fleurimont, Quebec.
The images of their main cerebral vasculature were analyzed
using an automated software method (eICAB) and compared
with 42 non-pregnant women from publicly available database.
The mean diameters of each intracerebral vessel forming the
Circle of Willis were collected. Statistical standard test was used
for comparison.
Results: The mean diameters of the maternal cerebral arteries
demonstrated an increase of 23,9% for the internal carotids (4,62
± 0,2 mm in pregnancy vs 3,73± 0,7 mm, p= 0,0001), of 14,8% for
the basilar (3,25 ± 0,5 mm vs 2,83 ± 0,6 mm, p = 0,01), of 5,33%
for the anterior (2,37 ± 0,1 mm vs 2,25 ± 0,6 mm, p = 0,2) and of
9,4% for the middle cerebral arteries (2,78 ± 0,2 mm vs 2,54 ± 0,7
mm, p = 0,01). However, a decrease of 4,11% was observed in the
posterior cerebral artery with diameters of 2,10 ± 0,3 mm vs 2,19
± 0,4 mm, p = 0,3.
Conclusion: Our preliminary results suggests that most cerebral
arteries in the brain slightly dilate during pregnancy. A notable
exception is the PCA, which tends to slightly constrict. This may
be due to the stimulation of the nervous system in the posterior
region, though further study will be needed to confirm these
findings.
Overall, these results broaden our understanding of the physio-
logical adaptations of maternal intracerebral vascular flow and
distribution during normal pregnancy in the different brain areas.

838 | Financial Benefits of Audacious but Achievable Goals
for Improving Maternal and Neonatal Mortality

Mark I. Evans1; Gregory F. Ryan2; Christian R. Macedonia3;
David W. Britt4; Jaqueline M. Worth1; George M. Mussalli1; Sean
WD Carter5; Matthew Kemp5; Mahesh A. Choolani5; Lawrence
D. Devoe6
1Icahn School of Medicine at Mount Sinai, New York, NY; 2Ryan
Consulting Services, Burlongton, MA; 3Lancaster MFM, Lancaster,
PA; 4Fetal Medicine Foundation of America, New York, NY; 5Yong
Loo Lin School of Medicine National University of Singapore,
Singapore; 6Medical College of Georgia at Augusta University,
Augusta, GA

10:30 AM - 12:30 PM
Objective: The United States has the highest maternal and
neonatal mortality rates (MMR, NMR), of High-Income Coun-
tries, disproportionately for people of color. Inadequate prenatal
care contributes to these outcomes, producing increased neonatal
costs and diminished economic contributions having long-term
financial consequences < ![if !supportAnnotations] >[MK1]<
![endif] > (FC). Efforts to improve outcomes and reduce dispar-
ities have been hampered by laws requiring most states’ require
balanced budgets. Unfettered economic arguments are required
to justify to gov’t agencies the long-term benefits of upfront
expenditures for better outcomes for mother and babies and

resultant financial benefits for individuals and states. We have
introduced a new financial metric (DEVELOP score) measuring
long-term FC of governmental (gov’t) fiscal policies, including
the value of maternal and neonatal lives saved vs typical metrics
of costs versus social benefits. Herein, we calculated lives saved
and FC of even incremental improvements for every US state by
improving its MMR and NMR.
Study Design: Using public, vetted national 2021 databases, we
rankedMMRandNMR for all US states andDC frombest toworst
calculating lives saved and FC (by DEVELOP Score) by modeling
better care if every statemoved up just 1 spot in the state’s ranking
(i.e., to next highest ranked state’s statistics).
Results: Nationally, moving up just 1 spot on a states’ rank-
ings saves 451 neonates and 45 mothers generating an annual
increased total FC of $504,313,479 (resultant improved economics
of $457,149,465 for neonates and $47,164,015 for mothers. Fig 1).
Conclusion: Mixed financial/social benefit constructs have
mostly failed to convince the Federal and State gov’ts to invest
sufficiently to substantively improve prenatal and neonatal out-
comes. By modeling even modest, reachable gains, our approach
provides “cover” for bureaucracies to justify a longer- term
vision. Instead of focusing exclusively on curbing expenditures,
these monies should be considered as investments which will be
considerably profitable in the long run.

839 | High Rural Water Per- and Polyfluorinated Alkyl
Substances (PFAS) Levels and Preeclampsia

Ellie Baltes1; Darrin Thompson1; Heath A. Davis2; Serena
Gumusloglu1; Hanna Stevens1; David Cwiertny1; Donna A.
Santillan1; Mark K. Santillan1
1University of Iowa, Iowa City, IA; 2University of Iowa, Institute for
Clinical and Translational Science, Iowa City, IA

10:30 AM - 12:30 PM
Objective: Per- and Polyfluorinated Alkyl Substances (PFAS) are
synthetic chemicals used in pesticides. PFAS are found in humans
with drinking water as the key route of entry. PFAS exposure in
human and preclinical models is associated with preeclampsia
(PreE). Yet, adequate control for covariates are limited in previous
studies. The objective of this study to estimate the effect of PFAS
levels in rural populations on the development of PreE.
Study Design: This retrospective cohort study uses a dataset
from the Intergenerational Health Knowledgebase (N = 78,726
pregnancies, IRB#20101369) an integrated datamart of all EHR
data of maternal, pediatric, and pregnancy care at the University
of Iowa Health Care system. Pregnancies from high PFAS (hiP)
areas (N = 1880) were identified by zip codes in which the
municipal water tested higher than the maximum contaminant
level (MCL) for one PFAS chemical as determined by the Iowa
Department of Natural Resources. Low PFAS (loP) pregnancies
(N = 1602) were identified by zip codes in which the MCL for any
PFAS was not exceeded. Baseline characteristics were compared
for both groups (alpha = 0.05). Logistic regression models were
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constructed to evaluate the association of municipal water PFOS
levels and PreE.
Results: Pregnancies from hiP areas in comparison to loP were
significantlymore rural by RUCA code (36% vs 3%, p< 0.001), had
higher obesity rates (48% vs. 35%, p< 0.001), and higher PreE rates
(12% vs. 9%, p = 0.014). Rates of diabetes, racial distribution, and
rates of adverse neonatal outcomes were similar between the two
groups. After controlling for obesity, race, and diabetes diagnosis,
hiP pregnancies were associated with higher odds of developing
PreE in comparison to loP pregnancies (aOR = 1.4 [1.1-1.8], p =
0.020).
Conclusion: High rural municipal water PFAS levels are associ-
ated with a higher odds of developing PreE even after controlling
significant covariates. Future studies should investigate PFAS
level exposure at the participant level to determine a more
granular association with PFAS levels and PreE development.

840 | Hypertensive Diseases of Pregnancy Are
Significantly Associated with Development of Long-Term
Neonatal Seizures

Mark K. Santillan1; Donna A. Santillan1; Serena Gumusoglu1;
Heath A. Davis2; Baojian Xue1; Grant Tiarks1; Brittany Todd1;
Angela Wong1; Vinit Mahajan3; Alan Johnson1; Polly Ferguson1;
Elizabeth Newell1; Jason Misurac1; Alexander Bassuk1
1University of Iowa, Iowa City, IA; 2University of Iowa, Institute for
Clinical and Translational Science, Iowa City, IA; 3Stanford
University, Stanford, CA

10:30 AM - 12:30 PM
Objective: Hypertensive Diseases of Pregnancy (HDP) are asso-
ciated with many long term maternal and child neurologic con-
ditions. While neurodevelopmental and psychiatric conditions
and maternal seizures are known to be associated with HDP, the
relationship to neonatal seizures (NSz) is not well documented
given the overall low rate of NSz. Data suggest common vascular
mechanisms inHDP andmaternal and offspring neuropathology.
The objective of this study is to address the hypothesis that HDP
is associated with an increased risk of long-term NSz.
Study Design: This case-control study uses a dataset from the
Intergenerational Health Knowledgebase (N = 78,726 pregnan-
cies, IRB#20101369) an integrated datamart of all short-term
and long-term EHR data of maternal, pediatric, and pregnancy
care at the University of Iowa Healthcare (UIHC) system. A
composite case definitions of NSz (G40, R56, P90, R25.9, R40.4)
and HDP (O10-11, 13-14, 16, I 10,15) were constructed using ICD-
10 codes. Baseline characteristics were compared between cases
and controls (alpha = 0.05). Logistic regression models were
constructed to evaluate the association between the development
of NSz ad HDP.
Results: NSz pregnancies (N = 1370) exhibited significantly
higher rates of maternal BMI>40 (16% vs. 12%, p< 0.001), adverse
neonatal outcomes (ANO, 59% vs. 35%, p< 0.001), HDP (37% vs.
33%, p< 0.001) in comparison to controls (N = 34297). NSz and
control pregnancies had similar gestational ages at delivery (37.7
± 31.6 vs. 38.1 ± 25.6 weeks, p = 0.571). After controlling for
age, gravida, BMI, diabetes in, and race, pregnancies affected by
HDP are at higher odds of developing subsequent seizures in the
offspring (aOR = 1.132 [1.003-1.278], p = 0.045).

Conclusion: Although overall incidence of NSz is low, our data
demonstrate a clear association of a high risk of long-term NSz
in neonates born from pregnancies affected by HDP. Further
studies should be directed at the human and preclinical shared
mechanisms that link hypertensive diseases during pregnancy
and neuropathology.

841 | The Association BetweenMaternal Comorbidity
Burden and Severe Neonatal Morbidity

Matthew J. Blitz1; Insaf Kouba2; Ji Yoon Lee1; Annemarie
Stroustrup1
1Northwell, New Hyde Park, NY; 2Northwell, St. Petersburg, FL

10:30 AM - 12:30 PM
Objective: To determine the association between maternal
comorbidity burden and severe neonatal morbidity (SNM), and
to evaluate whether racial and ethnic group differences help to
explain any disparities in outcomes.
Study Design: This was a retrospective cohort study of all
deliveries at ≥23 weeks gestational age at two tertiary hospitals
in New York from 2019-2022. Exclusion criteria were fetal demise
and multiple gestation. The primary exposure was obstetric
comorbidity index (OB-CMI) score, calculated at admission
for delivery. This score is based on 24 weighted comorbidity
indicators identified by ICD-10 codes and clinical documentation.
Covariate factors assessed included race and ethnicity, health
insurance, marital status, parity, and preferred language. The
primary outcome was SNM, a composite neonatal adverse out-
come indicator which includes pre-determined diagnoses and
procedures. Multivariable logistic regression was used to model
the probability of SNM as a function of OB-CMI score group,
while adjusting for covariate factors.
Results: A total of 54,248 patients were included. Non-Hispanic
White patients constituted the largest race and ethnicity group
(42.8%), followed by Asian or Pacific Islander (18.7%), Non-
Hispanic Black (14.5%), and Hispanic (12.2%). The overall SNM
rate was 7.6% (n= 4,127). SNM increased from 5% among patients
with an OB-CMI score of zero to greater than 30% when OB-CMI
scores were 9 or more (Figure 1). Results of regression modeling
are presented in Figure 2. Each successive OB-CMI group had an
increased odds of SNM, and patients with OB-CMI ≥4 had more
than 4 times greater odds of SNM compared to patients with an
OB-CMI = 0. Non-Hispanic Black patients and Hispanic patients
were at increased risk for SNM compared to non-Hispanic White
Patients.
Conclusion: OB-CMI score is positively correlated with SNM.
Racial and ethnic disparities in SNMwere observed. Future stud-
ies should assess if these differences can be better explained by
social determinants of health, environmental exposures, genetics,
and nutrition.
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842 | The use of a Fetal Pillow Device at Full Dilation
Cesarean Delivery

Maya Ronen1; carmel porat2; moshe betser3; lee Segev2
1Shamir Medical Center, Shamir medical Center, HaMerkaz;
2Shamir Medical Center, Beer Yaacov, HaMerkaz; 3Shamir
Medical Center, beer yaacov, HaMerkaz

10:30 AM - 12:30 PM
Objective: Impacted fetal head at full dilation cesarean delivery
(CD) is amajor cause of adversematernal and neonatal outcomes.
The Fetal Pillow is a device designed to reduce these complica-
tions. Our study aims to evaluate the outcomes of full-dilation CD
with and without the use of Fetal Pillow.
Study Design: This retrospective cohort study included full-
dilation CDs performed from January 2018 to July 2023, at a
single tertiary center. Indications for CDs were arrest of decent,
fetal distress and failed vacuum extraction. The study cohort
included cases (Fetal Pillow group) matched to controls (without
the use of Fetal Pillow) according to the indication to CD, in
a 1: 2 ratio. The study evaluated maternal outcomes such as
uterine incision extensions, maternal blood loss (ml), maternal
postoperative infection and postoperative length of stay (days).
Neonatal outcomes included NICU admissions, cord arterial
blood pH, Apgar scores, respiratory distress, birth trauma, and
encephalopathy.

Results: The study cohort included a total of 138 patients who
underwent CD at full dilation. Among them, 46 were in the Fetal
Pillow group, and 92 were controls. There were no significant
differences between the groups in maternal characteristics such
as age, BMI, previous CDs and obstetrics complications. There
were also no differences between the groups in the rate of
uterine extensions, maternal blood loss, postoperative infection
or postoperative length of stay . The fetal pillow group had a lower
rate of neonatalNICUadmissions compared to the controls (17.3%
versus 33.7%, respectively, p = 0.04). There were no differences
between the groups in any other fetal outcomes.
Conclusion: The use of Fetal Pillow for impacted fetal head
during full dilation CDs was not associated with any mater-
nal complications. The use of Fetal Pillow may reduce NICU
admissions.

843 | Chronic Hypertension: Timing of Delivery and
Associated Morbidity

Mayra Shafique1; Xilin Chen1; Molly J. Stout2; Lisa Kane Low1;
Alex Peahl3; Michelle Moniz1; Jourdan E. Triebwasser1
1University of Michigan, Ann Arbor, MI; 2University of Michigan
Medical Center, Ann Arbor, MI; 3Michigan Medicine, Ann Arbor,
MI

10:30 AM - 12:30 PM
Objective: The American College of Obstetricians and Gynecol-
ogists (ACOG) recommends delivery for uncomplicated chronic
hypertension (cHTN) at 37w0d-39w6d. We assessed delivery
timing for cHTN and its association with cesarean birth, severe
maternal morbidity (SMM), and severe neonatal morbidity
(SNM) in a quality collaborative.
Study Design: Retrospective cohort study of nulliparous term
singleton vertex births across 71 hospitals using clinically
abstracted values from the Obstetrics Initiative, a quality collab-
orative supported by Blue Cross Blue Shield of Michigan and
Blue Care Network. We included births complicated by cHTN
from 01/2020 to 12/2023. The exposure was week of delivery
and outcomes were cesarean rate, SMM (Centers for Disease
Control definition), and SNM (unexpected complications in term
newborns, PC-06). Adjusted odds ratios (aOR) were calculated
with generalized linear mixed models with hospital random
effects (to control for clustering) and adjustment for age, body
mass index, diabetes, substance use, and social vulnerability
index. A sensitivity analysis excluding 37-week deliveries was
performed to assess delivery timing with assumption of better
controlled cHTN at later gestational age.
Results: Among 3963 (3.6%) births with cHTN, delivery occurred
at 37 (31.1%), 38 (33.8%), 39 (25.4%), and 40+ weeks (9.7%).
Compared to 37weeks, cesareanwas lower at 38 (aOR0.79, 95%CI
0.75-0.84) and higher at 40+ (aOR 1.15, 95%CI 1.10-1.21). SMMand
SNM were lower at all gestational weeks compared to 37 weeks
(Table 1). In the sensitivity analysis SMM was lower (aOR 0.92,
95%CI 0.92-0.93) and SNMwashigher (aOR 1.02, 95%CI 1.02-1.02)
in births at 39+weeks versus those at 38 weeks with no difference
in cesarean (aOR 0.92, 95% CI 0.82-1.15).
Conclusion: Almost 10% of patients with cHTN delivered at 40+
weeks, outside ACOG recommendations for cHTN. Delivery at
37 weeks is associated with morbidity that is likely related to
severity of cHTN or superimposed preeclampsia. If delivery is not
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indicated at 37 weeks, there was no clear benefit of delivery at 38
vs. 39 weeks.

844 | Corticosteroid Impact on Umbilical Artery Dopplers
in Fetal Growth Restriction Pregnancies: Systematic
Review andMeta-Analysis

Meagan Kline1; Kendra M. Gray2; Rosanne Kho1; Sarah
Kellerhals1; Pamela Garcia-Fillion3; N. Brandon Barba3
1University of Arizona College of Medicine - Phoenix / Banner
University Medical Center - Phoenix, Phoenix, AZ; 2Dignity
Health, Phoenix, AZ; 3University of Arizona College of Medicine -
Phoenix, Phoenix, AZ

10:30 AM - 12:30 PM
Objective: Current guidelines recommend the administra-
tion of antenatal corticosteroids (ACS) for pregnancies with
fetal growth restriction (FGR) and abnormal umbilical artery
Doppler (UAD) velocimetry. This systematic review examined
the change in UAD after the administration of ACS in pregnan-
cies complicated by FGR and any associations with perinatal
outcomes.
Study Design: Seven electronic databases (PubMed, Cochrane
Library, OVID Medline, Global Index Medicus, Scopus, Google
Scholar and Embase) were searched from 1980 to May 2024 using
MESH-terms for studies in English. Eligible studies provided a
FGR definition and documentation of UAD prior to and after
ACS administration. All studies were independently evaluated
following PRISMA guidelines. Risk of bias was assessed via the
ROBIN-I tool. Meta-analysis was conducted using the metafor
package for R.
Results: A total of 13 studies were included with a total of 585
pregnancies. Six studies reported changes in end-diastolic flow
(EDF) while 7 studies reported on pulsatility index (PI). Baseline
PI decreased from 2.06 (95% CI, 1.63-2.49) to 1.78 (95% CI, 1.39-
2.17) after administration of ACS, but subsequently returned to
a baseline PI of 2.00 (95% CI, 1.56-2.43) at time of final Doppler
evaluation. In studies evaluating EDF, 44% (95% CI, 33-55%) of
patients showed improvement. Patients with improvement in
EDF were found to have a lower rate of perinatal mortality
compared to persistent absent or reversed EDF (6% vs. 12%).
Conclusion: Evidence suggests that UAD assessment after
administration of ACS in fetuses with FGR may result in a
transient change in UAD. Improvement of UAD after ACS

may prognosticate more favorable perinatal outcomes. This
systematic review andmeta-analysis did highlight that the studies
evaluating UAD changes in pregnancies affected by FGR are
inconsistent in the metrics used to evaluate these changes. A
set of standardized metrics is necessary for reporting ultrasound
changes and perinatal outcomes in studies of Doppler changes
following ACS in pregnancies affected by FGR.

845 | Leveraging Pharmacogenomic Data for Methadone
Dosing in Pregnancy

Megan B. Raymond1; Dennis Hand2; Michael Tarallo1; Walter
Kraft3; Rupsa C. Boelig4
1Thomas Jefferson University, Philadelphia, PA; 2Jefferson Center
for Maternal Addiction Treatment Education and Research,
Philadelphia, PA; 3Thomas Jefferson University Hospital,
Philadelphia, PA; 4Sidney Kimmel Medical College, Thomas
Jefferson University, Philadelphia, PA

10:30 AM - 12:30 PM
Objective: Opioid use disorder (OUD) in pregnancy remains
a significant cause of maternal/infant morbidity in the United
States, making appropriate OUD treatment in pregnancy critical.
Pregnancy increases methadone metabolism, and studies in non-
pregnant adults demonstrate that CYP2B6 genetic variants are
associated with altered methadone metabolism. Current proto-
cols for methadone management in pregnancy do not take into
consideration the potential impact of CYP2B6 phenotype, and
data on how CYP2B6 phenotype impacts methadone dosing in
pregnancy are lacking.
Study Design: This is a prospective study of pregnant patients
with OUD admitted for inpatient methadone stabilization.
Methadone stabilization followed a standardized protocol
involving withdrawal assessments every four hours, as-needed
methadone doses based on withdrawal scores, and daily dose
increases until stability. Participants underwent sampling for a
pharmacologic study, collection of medical history and details
of dosing through hospitalization, and CYP2B6 genotyping.
CYP2B6 phenotype was characterized as either rapid metabolizer
or not (slow, intermediate or normal). Primary outcome was final
dose at discharge.
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Results: Of N= 40 enrolled, 29 had successful genotyping (Table
1), and 3/29 (10%) were rapid metabolizers. Rapid metabolizers
had a higher mean dose at discharge, although this was not
statistically significant (177+/-90mg vs 125mg +/-75mg, mean
difference 52mg (-43mg to 147mg), p = 0.27). These results were
results similar when restricted to participants in the 2nd trimester.
Two patients who were rapid metabolizers left against medical
advice prior to stable dose. The last dose they received was used
for analysis.
Conclusion: Pregnant patients treated for OUD with a CYP2B6
rapid metabolizer phenotype had a trend toward a higher mean
dose of methadone than non-rapid metabolizers; although our
cohort was underpowered for statistical significance. This may
support an impact of CYP2B6 genotype on methadone systemic
exposure, which has implications for optimizing dosing protocol
in pregnancy.

846 | Prolonged Second Stage: How Does Obesity Influence
Likelihood of Successful Vaginal Delivery?

Xiang Yu Feng1; Christina Frasik1; Megan C. Oakes2
1University of California, Irvine Division of Maternal-Fetal
Medicine, University of California, Irvine, CA; 2MemorialCare
Miller Children’s and Women’s Hospital Long Beach, Miller
Children’s and Women’s Hospital, Long Beach, CA

10:30 AM - 12:30 PM
Objective: In 2024, ACOG revised clinical guidelines supporting
the definition of a prolonged second stage labor as ≥ 3 hours.
We sought to evaluate the difference in vaginal delivery rate for
nulliparous patients with a singleton, term, vertex fetus (NTSV)
with prolonged second stage between those with and without
obesity.
Study Design: A retrospective cohort study of NTSV patients
with a prolonged second stage of labor (≥ 3 hours) delivered at
a single tertiary care hospital from 6/1/2023-12/31/2023. Obesity
was defined as body mass index (BMI) >30 kg/m2 at delivery.
The primary outcome was vaginal delivery and secondary out-
comeswere selectmaternal andneonatalmorbidities. Categorical

variables were compared using Chi square, Fisher’s exact and
normally distributed continuous variables using Student’s T test,
as appropriate. Multivariable logistic regression was used to
adjust for confounders.
Results: 173 patients with a prolonged second stage were
included, 99 (57.2%) without obesity and 74 (42.8%) with obesity.
Patients with obesity were more likely to have hypertension (p
= 0.04) and hypertensive disorders of pregnancy (p = 0.02), as
well as utilize oxytocin in the second stage (p = 0.04). 94 (94.9%)
patients without obesity achieved a vaginal delivery compared
to 62 (83.8%) with obesity (RR 0.88, 95% CI 0.67-0.98). After
adjusting for confounders and compared to patients without
obesity, patients with obesity were noted to have an adjusted
relative risk of 0.81 (95% CI 0.54-0.96) for vaginal delivery. There
was no difference between the groups with regard to operative
vaginal delivery and maternal and neonatal morbidities. These
findings persisted after adjusting for confounders.
Conclusion: While patients with obesity had a lower likelihood
of vaginal delivery after a prolonged second stage compared
to patients without obesity, both groups were overall highly
successful in delivering vaginally and no differences in likelihood
for select maternal or neonatal complications occurred. These
findings may aid in counseling patients with a prolonged second
stage.
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847 | Perinatal Outcomes in Pregnant Patients with a
History of Migraine Headaches

Megha Arora; Bharti Garg; Aaron B. Caughey
Oregon Health & Science University, Portland, OR

10:30 AM - 12:30 PM
Objective: To examine maternal and neonatal outcomes among
pregnant patients with and without a history of migraine
headaches.
Study Design: We conducted a retrospective cohort study of
births in the state of California from 2008-2020 to compare
perinatal outcomes between those with and without history of
migraine headaches. Singleton, non-anomalous deliveries at 23-
42 weeks of gestation were used. Outcomes included gestational
hypertension, preeclampsia, severe maternal morbidity (SMM),
preterm birth (< 37 weeks), NICU admission, and respiratory
distress syndrome (RDS). We performed multivariable logistic
regression controlling for age, race/ethnicity, education, pre-
pregnancy BMI, parity, and insurance status to estimate adjusted
odds ratios (aOR) with 95% confidence intervals.
Results: In the cohort of 5,065,732 individuals, there were 48,518
(0.96%) individuals with history of migraines. There were higher
rates of migraines among those whowere white, highly educated,
and privately insured. On multivariable regression, those with
migraines had higher odds of gestational hypertension (7.1% vs
3.4%; aOR 1.75, 95% CI 1.69-1.82), preeclampsia (6.7% vs 3.8%; aOR
1.70, 95% CI 1.64-1.76), SMM (2.0% vs 1.2%; aOR 1.71, 95% CI 1.61-
1.83), preterm delivery (8.8% vs 6.4%; aOR 1.45, 95% CI 1.40-1.50),
and neonatal RDS (4.5% vs 2.3%; aOR 1.75, 95% CI 1.67-1.83).
Conclusion: In this large cohort of pregnant patients, those
with a history of migraines were more likely to experience
adverse perinatal outcomes, despite the presence of multiple
protective social determinants with respect to socioeconomic
status and experience of racism. This signals that there may be
physiologic or structural vulnerabilities among individuals with
migraines contributing to adverse outcomes during pregnancy
which require further characterization.

848 | Association of Interpregnancy Interval and Perinatal
Outcomes Among Individuals with History of Pprom

Megha Arora; Bharti Garg; Ava D. Mandelbaum; Aaron B.
Caughey
Oregon Health & Science University, Portland, OR

10:30 AM - 12:30 PM
Objective: To examine the association of interpregnancy interval
with adverse perinatal outcomes among individuals with a
history of preterm prelabor rupture of membranes (PPROM).

Study Design: This was a retrospective cohort study of two con-
secutive births in California between 2008-2020 among patients
with a history of PPROM in the index pregnancy. Interpregnancy
interval (IPI) was categorized as < 12 months, 12-23 months, 24-
35 months, 36-59 months, and ≥60 months. Outcomes included
gestational hypertension, preeclampsia, preterm birth (< 37
weeks), severe maternal morbidity (SMM), and primary cesarean
delivery. Chi squared and multivariable logistic regression were
used for statistical analysis.
Results: In our cohort of 15,271 individuals with a history of
PPROM in an index pregnancy, 3,299 (21.6%) had a short IPI (<
12 months) and 1,537 had a long IPI (≥60 months). As compared
to IPI of 12-23 months, pregnancies with IPI< 12 months had
greater odds of preterm birth (24.10% vs 19.54%; aOR 1.22, 95% CI
1.09-1.37), SMM (1.52% vs 0.86%; aOR 1.58, 95% CI 1.03-2.43), and
primary cesarean delivery (11.3% vs 9.26%; aOR 1.28, 95% CI 1.08-
1.53). Pregnancies with IPI≥60 months also had increased odds
of adverse outcomes including preeclampsia (6.57% vs 3.63%; aOR
1.66, 95% CI 1.28-2.15), preterm birth (24.20% vs 19.54%; aOR 1.22,
95% CI 1.06-1.41), SMM (1.95% vs 0.86%; aOR 1.85, 95% CI 1.12-
3.03), and primary cesarean (13.63% vs 9.26%; aOR 1.45, 95% CI
1.17-1.80).
Conclusion: Both short (< 12 months) and long (≥60 months)
IPIs were associated with adverse perinatal outcomes among
patients with a history of PPROM. These findings highlight the
importance of counseling thosewith PPROM in a prior pregnancy
on optimal pregnancy timing to mitigate risks in subsequent
pregnancies.
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849 | Preconception Hormone Levels are Associated with
Preterm Birth andMeasures of Maternal Stress andMood

Melissa Scott1; Sharon Hunter2; M. Camille Hoffman2
1University of Colorado School of Medicine, Department of
Obstetrics & Gynecology, University of Colorado, CO; 2University
of Colorado School of Medicine, Aurora, CO

10:30 AM - 12:30 PM
Objective: Chronic stress during pregnancy has been associated
with adverse pregnancy outcomes (APOs) including preterm
birth (PTB). In addition, progesterone is crucial in the main-
tenance of pregnancy and deficiency can increase the risk of
miscarriage and PTB. Assessment of hormone levels in human
hair provides a stable, non-invasive measurement of chronic
hormonal activity. Our objective was to determine the association
between preconception maternal hair cortisol and progesterone
levels and APOs.
Study Design: Preconception hair hormone levels (HHLs),
mood, and APOs were evaluated in participants who were part
of a larger prospective cohort study during which maternal
hair was cut 3 times during pregnancy: around 16 weeks, 28
weeks, and delivery. As the proximal 1cm of hair from the
scalp represents ∼one preceding month of hair growth, segments
longer than 3 cm at 16 weeks were considered to represent
the preconception period. HHLs were analyzed using mass
spectrometry. Participant data was collected via chart review
and interview. Our primary outcome was the relationship
between preconception HHLs and delivery < 37 weeks (PTB).
Secondary outcomes included: pre-eclampsia/PIH (PREE) and
maternal mood questionnaires including the State-Trait Anxiety
Inventory (STAI), Center for Epidemiologic studies-depression
scale (CESD). Data were analyzed using Spearman correlations,
p < 0.05 considered significant.
Results: Of 163 participants, 110 and 34 participants had precon-
ception cortisol and progesterone HHLs available for analysis,
respectively. Correlations were noted between cortisol and PTB
(r = 0.20, p = 0.04) and progesterone and STAI and CESD scores
(r= 0.34, p= 0.03 and r= 0.33, p= 0.042). Additional correlations
(p >0.05) included positive relationships between cortisol and:
PREE and CESD score at all gestational ages.
Conclusion: Higher preconception cortisol is correlated with
higher risk of PTB and higher preconception progesterone cor-
relates with depression and anxiety. These data improve our
understanding of the complex relationships between preconcep-
tion stress, mood, and pregnancy outcomes.

850 | Can Remote Blood Pressure Monitoring Reduce
Racial Disparities in Outcomes Among Postpartum
Patients with Hypertension?

Shana D. Talbot1; Tracy L. Jackson2; Scott Machado2; Nicole
Konecke2; William Hunt2; Maria Mejia Castillo2; Danielle
Simmons2; Heather A Smith1; Nina K. Ayala1; William A.
Grobman3; Adam K. Lewkowitz2; Methodius G. Tuuli1
1Women & Infants Hospital of Rhode Island / Alpert Medical
School of Brown University, Providence, RI; 2Women & Infants
Hospital of Rhode Island / Alpert Medical School of Brown
University., Providence, RI; 3The Ohio State University, Columbus,
OH

10:30 AM - 12:30 PM
Objective: Remote self-measured blood pressure (SMBP) mon-
itoring programs have been shown to reduce racial inequity
in postpartum blood pressure ascertainment. However, their
effect on disparities in healthcare utilization and severe maternal
morbidity (SMM) is less clear. We aimed to compare outcomes
between participants in our remote SMBP program who self-
identified as Black versus non-Hispanic White.
StudyDesign: Postpartum individuals with hypertension (HTN)
at our tertiary hospital are offered enrollment in our remote
SMBP program. For this analysis, participants who did not self-
identify as Black or non-Hispanic White were excluded. The
primary outcome was a composite of HTN-related postpartum
readmission or ED visit within 30 days of delivery. Secondary
outcomes were individual components of the primary composite,
HTN-related SMM, and anti-hypertension medication initiation
or titration. A log-link binomial generalized linear model was
used to estimate relative risks (aRR) adjusting for potential
confounders.
Results: Among 2003 participants in the SMBP program from
2022 - 2024, 1363 met inclusion criteria. Of these, 988 (49.3%)
self-identified as non-Hispanic White and 375 (18.7%) as Black.
Compared to non-Hispanic White participants, Black partici-
pants were younger, andmore likely to have public insurance and
gestational HTN (Table 1). After adjusting for these factors, there
was no significant difference in the composite of HTN-related
postpartum readmission or ED visit between Black and non-
HispanicWhite participants (19.2% vs 16.7%; aRR 1.29, 95%CI 0.98,
1.69). Risk of HTN-related readmission alone was significantly
higher among Black participants (12.2% vs 9.9%; aRR 1.48, 95%
CI 1.03, 2.11). There was no significant difference in HTN-related
SMM (12.5% vs 11.7%; aRR 1.00, 95% CI 0.72, 1.42). There was
also no difference in anti-hypertensive medication initiation or
titration (Table 2).
Conclusion: Our remote SMBP program for postpartum patients
with HTN eliminated racial disparities in overall HTN-related
healthcare utilization and HTN-related SMM.
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851 | Should Fasting Blood Glucose Value on the Ogtt be
Incorporated Into Initial Gestational Diabetes
Counseling?

Mia A. Heiligenstein1; Erica Glaser2; Elianna Kaplowitz2;
Guillaume Stoffels3; Camila Johanek3; Thomas Owens4; Olivia
Grubman5; Xiteng Yan2; Sophia Scarpelli-Shchur, RN, CDE2;
David Cole2; Zainab Al-Ibraheemi4; Andrei Rebarber6; Lois
Brustman4
1Mount Sinai West, Astoria, NY; 2Mount Sinai West, New York,
NY; 3Icahn School of Medicine at Mount Sinai, New York, NY;
4Icahn School of Medicine at Mount Sinai West, New York, NY;
5Westchester Medical Center, Westchester, NY; 6Icahn School of
Medicine at Mount Sinai Hospital, New York, NY

10:30 AM - 12:30 PM
Objective: Hypoglycemic agents are used to optimize glycemic
control in the treatment of GDM.The aim of this study was to
assess the predictability of the fasting blood glucose value(FBS)
on the OGTT in predicting the need for hypoglycemic agents in
patients with GDM.
Study Design: This study was a single-center retrospective
cohort study of singleton pregnancies with GDM between
2018-2023.Diagnosis was made by Carpenter-Coustan(CC) cri-
teria.Initial management involved dietary and lifestyle modifi-
cations, with hypoglycemic agents introduced if blood glucose
values were above threshold(FBS> 90mg/dl, 2hpp> 120mg/dl or
1hpp > 140mg/dl).Receiver operating characteristic curves(ROC)
were generated to determine predictability of FBS on the OGTT
for the need for hypoglycemic agents.Predictability of FBS
on OGTT was evaluated using the clinical cut-off values of
81mg/dl(based on the Youden’s Index),95mg/dl(based onCC) and
105mg/dl(based on NDDG). Sensitivity, specificity, positive and
negative predictive values were calculated.
Results: 1,407 patients diagnosed with GDM, 567(40%) were pre-
scribed hypoglycemic agents. There was a statistically significant
difference between patients that required hypoglycemic agents
in regards to age, BMI, race, and history of GDM.FBS on OGTT
was predictive of need for hypoglycemic agents based on the
ROC curve with an AUC of 0.76 (95% CI 0.74-0.79), indicating a
76% chance that FBS on GTT can distinguish between patients
who did and did not need hypoglycemic agents(Figure 1). The
value with the highest Youden’s Index was 81mg/dl.A cut-off
value of 95mg/dL had the highest positive predictive value(PPV);
of women who had ≥ 95mg/dL FBS on OGTT, 75.25% required
hypoglycemic agents, whereas 32.9% of patients with a FBS <

95mg/dl needed hypoglycemic agents(Table 1).
Conclusion: Our data suggests that if a patient has a FBS
of ≥ 95mg/dL there is a 75% chance that they will require

hypoglycemic agents.This can be used during initial counseling
to educate patients diagnosed with GDM on the possibility of
the need for hypoglycemic agents and provide reassurance to
patient’s with FBS < 95mg/dL.

852 | What Best Predicts for Need for Hypoglycemic
Agents in Patients with Gestational Diabetes?

Mia A. Heiligenstein1; Erica Glaser2; Elianna Kaplowitz2;
Guillaume Stoffels3; Camila Johanek3; Thomas Owens4; Olivia
Grubman5; Xiteng Yan2; Leslie Rebarber2; Sophia
Scarpelli-Shchur, RN, CDE2; David Cole2; Zainab Al-Ibraheemi4;
Lois Brustman4
1Mount Sinai West, Astoria, NY; 2Mount Sinai West, New York,
NY; 3Icahn School of Medicine at Mount Sinai, New York, NY;
4Icahn School of Medicine at Mount Sinai West, New York, NY;
5Westchester Medical Center, Westchester, NY

10:30 AM - 12:30 PM
Objective: This study aimed to identify antenatal characteristics
that best predict the need for hypoglycemic agents in patients
with gestational diabetes (GDM).
Study Design: This study was a single-center retrospective
cohort study of patients with singleton pregnancies between
2018-2023, diagnosed with GDM between 24-34 weeks gestation
by Carpenter-Coustan criteria on a 3hour OGTT. Hypoglycemic
agents were added when optimal control was not achieved
as determined by serial finger stick analysis (FBS < 95mg/dl,
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postprandial values at 1h 140mg/dl, 2h 120mg/dl).Logistic regres-
sion models were developed to determine the need for hypo-
glycemic agents and included commonly associated predictors of
disease severity. Data collected included age, body mass index
(BMI), race, gestational age (GA) at diagnosis, history of GDM,
and the 1h, 2h, and 3h OGTT values.Model 1 utilized only the
fasting OGTT value as the predictor.Model 2 included the afore-
mentioned variables excluding the fasting OGTT value.Model
3 incorporated the fasting OGTT value along with the other
predictors from Model 2.
Results: 1,407 patients were diagnosed with GDM;567(40%) were
prescribed hypoglycemic agents.
A comparative analysis of the three models was performed to
evaluate their predictive performance(Table 1, Figure 1).Model 1,
using only the fasting OGTT value, had an area under the curve
(AUC) of 0.77.Model 2, which excluded the fasting OGTT value,
had anAUC of 0.71.Model 3, incorporating both the fastingOGTT
value and the other predictors fromModel 2, achieved an AUC of
0.76.This was significantly different from Model 2 (p < 0.0001)
and Model 1 (p = 0.0021) (Table 1).
Conclusion: Our model suggests that the fasting value on the
OGTT alone (Model 1) is a significant predictor of the need for
hypoglycemic agents when compared to common predictors for
disease severity (Model 2). Therefore, the isolated fasting value is
a valuable clinical predictor in assessing the risk for hypoglycemic
agents and should be used when counseling patients.

853 | Randomized Controlled Trial of Detemir versus NPH
in Gestational and Type 2 Diabetes: DETERMINE Study

Michael Richley1; Kandace Fung2; Megan C Oakes3; Ann
Nguyen4; Aisling M. Murphy5; Thalia Mok5; Jenny Lester2;
Lorna Kwan2; Maral Demirjian2; Rebecca Gerl2; Dana
Levin-Lopez2; Matthew Freeby2; Alice Sherman-Brown4; Judith
H. Chung6; Christina S. Han2
1University of Washington, Seattle, WA; 2UCLA, Los Angeles, CA;
3MemorialCare Miller Children’s and Women’s Hospital, Long
Beach, CA; 4UC Irvine, Orange, CA; 5University of California, Los
Angeles, Los Angeles, CA; 6University of California- Irvine, Irvine,
CA

10:30 AM - 12:30 PM
Objective: Diabetes mellitus (DM) is one of the most common
complications in pregnancy. Neonatal hypoglycemia (HG) as a
result of DM is associated with NICU admissions and delay
to milestones. We hypothesized that the longer-acting insulin
detemir may yield lower rates of neonatal HG, compared to
intermediate-acting NPH in pregnancies with GDM or T2DM.
Study Design: We conducted a prospective, multi-center,
unblinded, randomized-controlled trial. Subjects requiring
insulin initiation during pregnancy were randomized 1:1 to
detemir or NPH. IRB approval and clinicaltrials.gov registration
were obtained. Primary outcomes were rates of neonatal HG
(< 45 mg/dl) in the first 24 hours of life, and persistent HG (<
50 mg/dl) beyond 24 hours. Secondary outcomes were rates
of maternal, antenatal and neonatal complications. Data were
analyzed usingWilcoxon Rank sum, Chi-Square or Fisher’s exact
tests. Uni- andmultivariable logistic regressions were performed.
Planned enrollment was 336, but the trial was halted early due to
discontinuation of detemir in 2024.
Results: 73 subjects were recruited (NPH: 38, Detemir:
35). Demographic differences were not noted for most categories,
but intake A1c (NPH: 5.7%, IQR 5.5-6.0%; Det: 6.8%, IQR 6.0-8.7%;
p = 0.021) and race (more Asian/Caucasian in NPH versus more
Black in detemir) differed, likely due to early termination of
study. No differences were noted in rates of HG (44.4 v 36.4%, p =
0.495) or persistent HG (5.6 v 6.1%, p = 1.0), even after controlling
for DM type, preterm birth, BMI and site. No differences were
noted for secondary neonatal outcomes (Table 2). Rates of
postpartum hemorrhage were higher for NPH (36.8 v 8.8%, p
= 0.005), but no other differences in maternal outcomes were
noted, including mode of delivery, HTN, insulin drip, lacerations,
or infection (Table 1).
Conclusion: No difference in rates of neonatal HG were seen
between NPH and detemir groups. This study is limited by
early termination of the trial due to discontinued production of
detemir. Further studies will need to be performed to compare
currently available basal insulins in management of DM in
pregnancy.
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854 | Development of a Benchtop Model of Cervical
Laceration with Cerclage in Situ

Alyssa L. Trochtenberg1; Alexandra Denisevich2; Skylar
Murphy2; Joanna Chase3; Mireyda Perez Hernandez3; Tim
Looney4; Walfre Franco3; Devon Campbell5; Michael House6
1Tufts University School of Medicine, Tufts University School of
Medicine, MA; 2Cx Therapeutics, Lowell, MA; 3University of
Massachusetts, Lowell, Lowell, MA; 4Northeast Biomedical,
Tyngsboro, MA; 5Prodct, LLC, Lexington, MA; 6Tufts Medical
Center, Boston, MA

10:30 AM - 12:30 PM
Objective: Our long-term objective is the development of a
novel medical device as a cerclage alternative. Cervical laceration

is a known complication of cerclage. One goal of the medical
device is to reduce the risk of cervical laceration. However, no
benchtop model of cervical laceration exists. Thus, we sought
to develop a three-dimensional (3D) benchtop model to study
cervical laceration using a silicone-based cervix that mimics the
stiffness of the human cervix in pregnancy.
Study Design: The silicone cervix model consisted of two parts
(see “Cervix” image in Figure). The upper part (blue color) was
composed of Smooth-Sil 950 (Smooth-On, Macungie, PA). The
lower part (the cervix, tan color) was composed of Ecoflex, a soft
silicone (Smooth-On). The silicone cervix formula was selected to
match the mechanical properties of human cervical tissue based
on pilot studies, as follows: 1-part Ecoflex 00-30 Part A; 1-part
Ecoflex Part B; 3-parts SmoothOn silicone thinner . Ecoflex was
first poured into the bottom portion of a 3D printed mold and
cured tomake the silicone cervix. Next, Smooth Sil 950was added
to fill the mold. The stiffness of the silicone cervix was tested
with the Pregnolia system (Pregnolia, Switzerland) (N = 9). To
assess cervical laceration, the silicone cervix was mounted on a
test fixture attached to an Instron machine. A 3D printed fetal
head (diameter 8.9 cm) was pushed through the silicone cervix
(Figure, top right) (N = 6). Outcomes were compared between
silicone cervices with no cerclage and with an O-Vicryl cerclage
suture. Silicone tearing was used as an estimate of the risk of
cervical laceration
Results: The mean (± SD) stiffness of the silicone cervix was
168 ± 17 millibar, which is similar to the stiffness of the human
cervix in previously published studies. Silicone cervices without a
cerclage had no tearing. However, tearing occurred in all silicone
cervices with a cerclage in place (P = 0.002).
Conclusion: We designed a benchtop model that reliably
simulates cervical laceration,which can be used to study alternate
devices for the treatment of cervical insufficiency.
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855 | The Prevalence of Food Insecurity at Time of
Delivery and Associated Peripartum Outcomes

Miriam L. Hernandez-Zepeda; Monica Rincon; Amy M. Valent;
Bharti Garg
Oregon Health & Science University, Portland, OR

10:30 AM - 12:30 PM
Objective: Food insecurity is the social condition of hav-
ing limited or uncertain access to adequate food. Nutritional
requirements increase in pregnancy, however the impact of food
insecurity in pregnancy is not well understood. The objective of
this study was to determine the incidence of food insecurity at
our institution, and to investigate the relationship between food
insecurity and peripartum and neonatal outcomes.
Study Design: Prospective cohort study of all pregnant or post-
partumpeople admitted toOregonHealth and ScienceUniversity
fromAugust 2023 to February 2024 to 1) determine the prevalence
of food insecurity and 2) compare perinatal outcomes between
those that screened positive for food insecurity to those secure.
After informed consent, participants filled out the United States
Department of Agriculture (USDA) Six-ItemShort Form to screen
for food insecurity. Chi-square and t-tests were used for statistical
analysis.
Results: Of the 1273 pregnant people admitted during this study
period, 232 were screened for food insecurity and 51 screened
positive (22%). Of the 51 people who screened positive, 56.9%
received a social work consult, 35.3% declined a social work
consult, and 27.5%were eligible but not enrolled in food assistance
programs. People with food insecurity were younger (28.8 ± 5.7
vs 33.4 ± 5.1 years old, P < 0.001), not married (31.4% vs 79.6%, P
< 0.001), among underrepresented racial/ethnic groups (54.9% vs
28.8%, P < 0.001), have government insurance (80.4% vs 21.0%,
P < 0.001), and have higher prenatal EPDS scores (10.4 vs 4.4,
P < 0.001). People with food insecurity trended to have higher
rates of iron deficiency anemia, higher postpartum EPDS scores,
and lower rates of breastfeeding. Neonatal outcomes were similar
between both groups.
Conclusion: Food insecurity is an important social driver of
health that can affect anyone. Understanding the relationship
between food insecurity and peripartum and neonatal outcomes
as well as individual perceptions to receiving help is critical to
addressing inequities that impact health.

856 | Association of Co-Occurring Chronic Hypertension
and Oligohydramnios on Neonatal Outcomes

Miriam L. Hernandez-Zepeda; Bharti Garg; Alyssa R. Hersh;
Kristin C. Prewitt; Aaron B. Caughey

Oregon Health & Science University, Portland, OR

10:30 AM - 12:30 PM
Objective: Oligohydramnios has been associated with uteropla-
cental insufficiency and occurs at a higher rate among patients
with chronic hypertension. However, the additional risk associ-
ated with oligohydramnios and adverse neonatal outcomes has
not been well elucidated in this population, which is already at
higher risk of adverse outcomes. The objective of this studywas to
investigate the association between oligohydramnios and chronic
hypertension on neonatal outcomes.
Study Design: This is a retrospective cohort study comparing
pregnant persons with chronic hypertension who had oligo-
hydramnios versus no oligohydramnios. We used a Califor-
nia cohort of singleton, non-anomalous pregnancies with late
preterm or term births (34 to 41 weeks) who delivered between
2008 and 2020. Chi-squared and multivariable logistic regression
models were used for statistical analysis with a p-value of 0.05.
Results: Of the 434,362 pregnant persons with chronic hyper-
tension who met inclusion criteria, 14,867 had oligohydramnios
(3.4%). Pregnant persons with chronic hypertension with oligo-
hydramnios were significantly different by race/ethnicity, body
mass index, and parity compared to those without oligohydram-
nios. The rate of preexisting diabetes was similar between groups
(4.3% vs 4.0%, P = 0.13). Oligohydramnios was associated with a
higher adjusted odds of preterm birth (aOR 1.58; 1.51-1.65), NICU
admission (aOR 1.13; 95% CI 1.07-1.19), small for gestational age
(aOR 2.43; 95% CI 2.34-2.53), and stillbirth (aOR 1.81; 95% CI
1.05-3.12).
Conclusion: This study demonstrates that oligohydramnios
with chronic hypertension is associated with adverse neona-
tal outcomes. Our study can enhance patient knowledge and
provider counseling to mitigate neonatal impacts of co-occurring
diagnoses.

857 | Association Between Prenatal Exposure to
Environmental Phthalates and Phenols with Adverse
Pregnancy Outcomes

Misa Hayasaka1; George R. Saade2; Tetsuya Kawakita2
1Department of Obstetrics and Gynecology, Macon and Joan Brock
Virginia Health Sciences at ODU, Norfolk, VA; 2Macon & Joan
Brock Virginia Health Sciences Eastern Virginia Medical School at
Old Dominion University, Norfolk, VA

10:30 AM - 12:30 PM
Objective: To evaluate the association between prenatal expo-
sure to phthalates and phenolswith adverse pregnancy outcomes.
Study Design: This prospective cohort study used data from the
Environmental Influences on Child Health Outcomes (ECHO)
consortium, which includes longitudinal data on over 30,000
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pregnancies from 69 cohorts across the US. Participants were
singleton pregnant individuals with data on urinary chemical
concentrations at least one time during pregnancy and pregnancy
outcomes. Urinary chemical measurements were performed sep-
arately by cohort. Individuals were classified into quartiles of
various urinary chemical levels. Outcomes examined included
preterm birth (PTB), small for gestational age (SGA), and
gestational diabetes mellitus (GDM). Generalized estimating
equations models with Poisson distribution and robust variance
were used to estimate relative risks (RR) with 95% confidence
intervals (95%CI) using the lowest quartile as the reference. All
models were adjusted for maternal age, education, race and
ethnicity, prepregnancy body mass index, marital status, and
study cohorts.
Results: Among the 5,749 participants, 543 (9.4%) had PTB, 335
(5.8%) had SGA, and 401 (7.0%) had GDM. Table 1 presents
the urinary levels of the chemicals assayed and the number of
samples. Models showed that higher quartiles of phthalates and
phenols were associated with an increased risk of PTB and SGA,
whereas no significant associations were found for GDM (Table
2). The highest risk of PTB was noted with the 4th quartile of
phthalic acid (RR 1.67; 95% CI 1.22-2.28) compared to the 1st
quartile. The highest risk for SGA was observed with the 4th
quartile of mono-isononyl phthalate (RR 2.37; 95%CI 1.57-3.58).
Conclusion: Pregnancy exposure to phthalates and phenols,
ubiquitous environmental chemicals, could be preventable risk
factors for PTB and SGA. Further study is needed to confirm these
observations and identify the exposure sources.

858 | Association of PostpartumHemorrhage
Management with Risks of Hysterectomy, Icu Admission,
and Severe Maternal Morbidity

Moeun Son1; Jennifer F. Culhane2; Evan Miller3; Sara Handley4;
Heather Burris5; Jay Greenspan3; Kathryn M. McKenney6;
Lindsey Knake7; Robert Whetsel8; Kristie Baisden8; Leah
Berhane8; Kevin Dysart3
1Weill Cornell Medicine, New York, NY; 2Yale School of Medicine,
New Haven, CT; 3Nemours Children’s Hospital, Wilmington, DE;
4Children’s Hospital of Pennsylvania, Philadelphia, PA;
5Children’s Hospital of Philadelphia, Philadelphia, PA;
6University of Colorado, Denver, CO; 7University of Iowa, Iowa
City, IA; 8US Food and Drug Administration, Silver Spring, MD

10:30 AM - 12:30 PM
Objective: To examine if varying management strategies of
postpartum hemorrhage (PPH) is associated with hysterectomy,
intensive care unit (ICU) admission, and severe maternal mor-
bidity (SMM).
Study Design: This retrospective cross-sectional study utilized
Epic Systems’ Cosmos research platform, a US-based electronic
health record database with de-identified patient-level data.
Individuals with an inpatient birth, PPH ICD-10-CM code, and
PPH treatment from 1/1/17-12/31/23, without a placenta accreta
spectrum ICD-10-CM code were included. Management strate-
gies were categorized into 4 groups: “less aggressive medication
use only” (2 types with < 2 doses of either or 1 type with
< 3 doses); “more aggressive medication use only” (3 types, 2
types with ≥2 doses of either, or 1 type with ≥3 doses; “less
aggressive medication plus procedure(s)”; and “more aggressive
medication plus procedure(s)”. Medications included carboprost,
methylergonovine, and tranexamic acid. Procedures included
insertion of intrauterine device, curettage, and uterine artery
embolization. Outcomes were hysterectomy, ICU admission, and
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SMM with and without transfusion during the birth encounter.
Bivariable and multivariable logistic regression analyses were
performed.
Results: Of 277,585 patients treated for PPH, 84.9% received less
aggressive medication use only (Table). There were 1,951 (7 per
1,000) hysterectomies, 6,383 (2.3%) ICU admissions, and 18,474
(6.7%) SMM cases without and 45,238 (16.3%) with transfusion.
Patients with PPH procedures regardless of medication use, were
more likely to undergo hysterectomy and experience SMM than
those with less aggressive medication use only. Compared to
patients with less aggressive medication use only, those with
aggressive medication use only were significantly less likely to
experience SMM without transfusion.
Conclusion: Higher odds of hysterectomy and morbidity among
patients with PPH procedures could represent delay in definitive
treatment or confounding by indication (more severe PPH cases).
Either way, these procedures are markers of increased risk for
hysterectomy, ICU admission, and SMM.

859 | The Association Between Umbilical Artery End
Diastolic Flow and Growth Velocity in Growth Restricted
Fetuses

Mohammad Salameh1; Joshua Brunton2; Megan E. Branda1;
Regan Theiler1
1Mayo Clinic, Rochester, MN; 2Virginia Commonwealth
University, Richmond, VA

10:30 AM - 12:30 PM
Objective: Growth velocity is receiving increasing attention as
a potential marker of fetal wellbeing. We aimed to investigate
the relationship between umbilical artery diastolic flow, an
established surveillance tool, and growth velocity.
Study Design: We conducted a retrospective cohort analysis of
pregnant patients aged 18-45 years old who delivered between
2012 and 2022. Pregnancies with congenital abnormalities ormul-
tiple gestations were excluded. Growth velocity was defined as
the difference between estimated fetal weight percentiles at 26-32
weeks and at 32-36 weeks divided by the time between ultrasound
(percentile change per week). The last systolic to diastolic (S/D)
ratio obtained between 32-36 weeks was chosen as the marker of
umbilical artery end diastolic flow.A linear correlationmodelwas
used to investigate the relationship between S/D ratio percentile
and growth velocity.
Results: 324 patientsmet inclusion criteria, and 74 patients had at
least one umbilical artery study between 32-26 weeks. The range
of growth velocity was -7.58-20.40/week (mean= 0.31/week). The

range of S/D ratio percentiles was 2.46%-99.98% (mean= 63.70%);
all patients had forward diastolic flow. There was a negative
correlation between S/D ratio percentile and growth velocity with
r = -0.31 (p< 0.01). This is shown in Figure 1.
Conclusion: Decreasing umbilical artery diastolic flow corre-
lated with fetal growth deceleration over the weeks preceding
the umbilical artery doppler exam. Additional studies are needed
to determine whether using growth velocity combined with
umbilical artery doppler studies improves prediction of fetal
compromise and adverse neonatal outcomes.

860 | Leveraging Deep Neural Networks of Transvaginal
Cervical Characteristics to Predict Delivery Timing

Peinan Zhao1; Joshua Goyert2; Methodius G. Tuuli3; Adam K.
Lewkowitz4; Julie Tumbarello5; Emily Dively, BSN6; Madeline
Felske5; Wendy Sparks5; Giselle Kolenic2; Molly J. Stout7
1Washington University, St. Louis, MO; 2University of Michigan,
Ann Arbor, MI; 3Women & Infants Hospital of Rhode Island /
Alpert Medical School of Brown University, Providence, RI;
4Women & Infants Hospital of Rhode Island / Alpert Medical
School of Brown University., Providence, RI; 5University of
Michigan Hospital, Ann Arbor, MI; 6Washington University
School of Medicine, St. Louis, MO; 7University of Michigan
Medical Center, Ann Arbor, MI

10:30 AM - 12:30 PM
Objective: To utilize deep neural networks of biomechanical
characteristics obtained from transvaginal ultrasound videos to
predict timing of delivery within 7 days at term.
Study Design: This is a prospective longitudinal cohort of
patients who underwent fully quantitative cervical elastography
(FQ-CES) starting at 37 weeks and weekly thereafter until
delivery. FQ-CES quantifies cervical tissue stiffness utilizing a
transvaginal ultrasound probe to quantify both pressure applied
and tissue deformation to allow operator independent compar-
isons. Singleton pregnancies at 37 weeks without delivery planed
before 39 weeks were enrolled. FQ-CES and cervical length (CL)
were collected weekly until delivery. Patients remained enrolled
regardless of their eventual timing or indication for delivery.
Transvaginal ultrasound videos from FQ-CES exams were used
to build a deep convolutional neural network with Xception
architecture. The primary outcome is delivery within 7 days.
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Results: 118 individuals with 241 FQ-CES ultrasound examswere
included. 80% of data was randomly selected as training dataset
with a 5-fold cross-validation split. Among 241 FQ-CES exams,
102 (42.3%) delivered ≤7 days and 139 (57.7%) delivered >7 days.
Frames from ultrasound videos were treated as individual image
inputs. For multiple image predictions inside one FQ-CES exam,
majority votemethodwas applied. The deep convolutional neural
network showed high predictive performance including high 92%
sensitivity, 90% specificity, and accurate prediction of delivery
within 7 days in 91% of the population. In contrast, the network
utilizing CL< 2cm showed lower prediction performance (Table)
Conclusion: Deep learning models based on FQ-CES videos
have much higher predictive performance for delivery within 7
days. This may be due to the ability to capture characteristics
related to anatomy, biomechanical properties, and cervical tissue
interaction with surrounding tissues. This technique could be be
leveraged to capture intricate cervical characteristics to predict
delivery timing.

861 | Vaccine Perceptions Among Hispanic Pregnant and
Lactating Individuals During the COVID-19 Vaccine
Introduction

Monica Sosa; Mindy Pike; Porshia Underwood; Carolina
Martinez-King; Rjika Lottes; Janet A. Englund; Linda Eckert;
Alisa B. Kachikis
University of Washington, Seattle, WA

10:30 AM - 12:30 PM
Objective: To investigate vaccine perceptions and hesitancy of
Hispanic pregnant and lactating individuals in the setting of the
COVID-19 vaccination implementation.
Study Design: An online prospective cohort study of people
whowere pregnant, lactating, or planning pregnancy launched in
January 2021 shortly after approval of the COVID-19 vaccination.
Race and ethnicity data were collected using the Centers for
Disease Control and Prevention’s National Health Interview
Survey categories. Participants in this IRB-exempt study com-
pleted surveys via REDCap online including one on vaccine
perceptions. We performed statistical analysis using Chi-square
tests and Fisher’s exact tests for categorical variables and t-
tests and Wilcoxon rank sum tests for normal and non-normal
continuous variables, respectively.
Results: Among the 26,322 participants, 1,618 identified as
Hispanic and 24,704 as non-Hispanic. Most participants were

well-educated (94.0%) and worked in healthcare (53.0%). His-
panic participants were less likely to gain knowledge about
vaccines from physicians compared to non-Hispanic participants
(n = 1,190, 73.6%; n = 19,020, 77.0%; p = 0.001) and reported
using the internet (n = 266, 16.4%; n = 3,512, 14.2%; p = 0.01),
social media (n = 105, 6.5%; n = 1.201, 4.9%; p = 0.003) and
radio (n = 65, 4.0%; n = 763, 3.1%; p = 0.04) more than non-
Hispanic participants. Compared to non-Hispanics, Hispanics
trusted physicians less (p = 600, 37.8%; p = 10,104, 41.6% p
= 0.002) and medical literature more (p = 366, 23.0%; p =
4,696, 19.4%; p = 0.002) regarding knowledge on vaccines. On
average Hispanic participants reported a lower understanding
on which vaccines they and their children should receive (p<
0.001) however no difference noted regarding understanding on
how vaccines work or vaccine schedules (p = 0.81 and p = 0.11,
respectively) compared to non-Hispanic participants.
Conclusion: When compared to non-Hispanic people, Hispanic
participants report a greater use of non-traditional methods to
gain vaccines knowledge and report trusting their physicians less
and medical literature more on vaccines.
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862 | The Impact of Antepartum Fibroid Characteristics on
Severe Maternal Morbidity

Moti Gulersen1; David Krantz2; Burton Rochelson2; Matthew J.
Blitz2
1Sidney Kimmel Medical College of Thomas Jefferson University,
Philadelphia, PA; 2Northwell, New Hyde Park, NY

10:30 AM - 12:30 PM
Objective: To evaluate the association between uterine fibroids
and their characteristics (e.g. number, size) with severe maternal
morbidity (SMM).
Study Design: Multicenter retrospective cross-sectional study
of all singletons who had a prenatal ultrasound at ≥ 18 weeks
and delivered from 2019-2023. Fibroid characteristics were docu-
mented when identified on ultrasound. Patients with >1 delivery
during the study period had only their first included for analysis.
The primary outcomes were SMM, defined based on the Centers
for Disease Control and Prevention list of 21 indicators, and non-
transfusion SMM. Both were assessed based on the presence
of any fibroid, fibroid number (1, 2, ≥3), and size (largest
dimension < 5cm, 5-10cm, >10cm), compared to patients with
no fibroids. Multivariate logistic regression was performed to
adjust for maternal race/ethnicity and obstetric comorbidity
index, a validated screening tool used to predict SMM. Data were
presented as adjusted odds ratios (aOR) with 95% confidence
intervals (CI).
Results: Of the 79,802 patients included, 4,756 (6.0%) had at
least one fibroid. The prevalence of SMM and non-transfusion
SMM were 4.3% and 1.1%, respectively. Outcomes are displayed
in the Table. The presence of any fibroid, regardless of number
or size, was associated with an increased risk of SMM. There was
no statistically significant association between fibroids and non-
transfusion SMM. Patients with more and larger fibroids were at

higher risk of SMM compared to those without fibroids. Fibroid
number and size did not impact the risk of non-transfusion SMM.
After adjusting for fibroid number and size, patients with fibroids
in the lower uterine segment or cervix were at higher risk of SMM
compared to thosewithout fibroids in that location (aOR 1.48, 95%
1.12-1.96).
Conclusion: The association between fibroids and their char-
acteristics with risk of SMM is likely related to hemorrhage.
Providers should consider these risks and interventions to help
reduce such risk when caring for patients with fibroids during
pregnancy and their delivery.

863 | The Impact of Antenatal Corticosteroids on Severe
Neonatal Morbidity in Preterm Births

Moti Gulersen1; Frank I. Jackson2; Ashley N. Battarbee3;
Vincenzo Berghella1; Matthew J. Blitz2
1Sidney Kimmel Medical College of Thomas Jefferson University,
Philadelphia, PA; 2Northwell, New Hyde Park, NY; 3Center for
Women’s Reproductive Health, University of Alabama at
Birmingham, Birmingham, AL

10:30 AM - 12:30 PM
Objective: Studies evaluating the impact of antenatal corticos-
teroids (ACS) have typically included a wide gestational age (GA)
range of preterm births. We aimed to evaluate whether antenatal
corticosteroid (ACS) exposure is associated with a decreased risk
of severe neonatal morbidity (SNM) in the periviable, early, and
late preterm periods.
Study Design: Retrospective cohort study of all singleton
preterm births (PTBs) between 22 0/7-36 6/7 weeks’ gestation
at 2 tertiary academic medical centers from 2019-2022. Patients
who had neonates that were not actively resuscitated at birth,
intrauterine fetal demise, and missing data were excluded. The
primary outcome of SNM, a standardized composite neonatal
adverse outcome indicator which includes diagnoses and proce-
dures from the neonatal intensive care unit indicative of severe
morbidity, was compared between PTBs exposed to ACS prior
to delivery and those unexposed. We compared SNM by ACS
exposure stratified by 4 gestational age of delivery groups: 22 0/7-
25 6/7, 26 0/7-29 6/7, 30 0/7-33 6/7, and 34 0/7-36 6/7 weeks of
gestation.Multivariate logistic regressionwas performed to adjust
for potential confounders. Data were presented as adjusted odds
ratios (aOR) with 95% confidence intervals (CI).
Results: Of the 5,070 preterm births included, 2,456 (48.4%) were
exposed to ACS prior to delivery. ACS was associated with a
lower odds of SNM among PTBs occurring at 22 0/7-25 6/7 weeks
of gestation, but the association at 26 0/7-29 6/7 and 30 0/7-33
6/7 weeks was not statistically significant (Table). Among late
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PTBs (34 0/7-36 6/7 weeks), ACS exposure was associated with
an increased risk of SNM compared to those unexposed (Table).
Conclusion: Our data suggest that the effect of ACS on neonatal
outcomes varies by GA at delivery with improved outcomes at
periviable GA and worse outcomes in the late preterm period.
This differential effect should be considered when counseling
patients and deciding if and when to administer ACS.

864 | Preterm Labor with Intact Membranes: the
Differential Diagnosis Between Intraamniotic Infection
and Sterile Intraamniotic Inflammation

Mousa Eissa1; Roberto Romero2; David R. Bryant3; Fatima Ali4;
Arun Mezzayhagan3; Tinnakorn Chaiworapongsa3
1Detroit Medical Center, Detroit, MI; 2Pregnancy Research Branch,
Division of Obstetrics and Maternal-Fetal Medicine, Division of
Intramural Research, Eunice Kennedy Shriver NICHD, NIH,
DHHS, Bethesda, Maryland, USA, Bethesda, MD; 3Wayne State
University School of Medicine, Detroit, MI; 4Detroit Medical
Center/Wayne State University, Detroit, MI

10:30 AM - 12:30 PM
Objective: Preterm labor (PTL) is a syndrome caused bymultiple
pathologic processes. Intraamniotic inflammation is a major
cause of preterm birth and neonatalmorbidity/mortality. The two
causes of intraamniotic inflammation [intraamniotic infection
(IAI) and sterile intraamniotic inflammation (S-IAI)] can be
treated in humans. The optimal test to identify intraamniotic
inflammation is amniotic fluid (AF) interleukin (IL)-6. This study
was designed to determine if AF IL-6 concentration can be used
in the differential diagnosis between IAI and S-IAI.
Study Design: The value of AF IL-6 was tested in two indepen-
dent cohorts of patients with PTL (20–35 weeks of gestation). AF
was analyzed for microorganisms using culture and PCR. IL-6
concentration was determined by ELISA. IAI was diagnosed by
the combination of bacteria and inflammation (AF IL-6 ≥ 2.6
ng/ml). S-IAIwas diagnosed if inflammationwas present without
microorganisms. ROC analysis was used from the first cohort (n
= 142) to identify patients with IAI. The results were tested in a
second cohort (n = 166).
Results: 1) Patients with IAI had the highest AF IL-6 concentra-
tions among the groups (Figure); 2) an AF IL-6 ≥ 28.9 ng/ml had
a sensitivity of 87% and a specificity of 97% to identify patients
with IAI [AUC 0.97 (95% CI, 0.94–1.00)]; 3) an AF IL-6 ≥ 9
ng/ml identified all patients with IAI with a false-positive rate of
19%; 4) all patients with an AF IL-6 concentration between 2.6
and 9 ng/mL were diagnosed with S-IAI, and this IL-6 interval
identified 38.5% (15/39) of patients with S-IAI; and 5) results were

replicated in the second cohort. AF IL-6 ≥ 28.9 ng/ml had a
sensitivity of 83% and a specificity of 83% for IAI. AF IL-6 ≥ 9
ng/ml identified all patients with IAI, and IL-6 between 2.6 and 9
ng/ml identified 39.5% with sterile intraamniotic inflammation.
Conclusion: AF IL-6 concentration can be used for the rapid
assessment and diagnosis of IAI and S-IAI.

865 | Placental Pathology in Nulliparas with Gestational
Hypertension and Preeclampsia

Nadine Sunji1; Melodee Liegl1; Amy Y. Pan1; Alexa A.
Freedman2; Linda M. Ernst3; Anna Palatnik1
1Medical College of Wisconsin, Milwaukee, WI; 2Northwestern
University, Chicago, IL; 3Endeavor Health, Evanston, IL

10:30 AM - 12:30 PM
Objective: To investigate placental pathology patterns in first-
time mothers with gestational hypertension and preeclampsia.
Study Design: This was a secondary analysis of the Nulli-
parous Pregnancy Outcomes Study: Monitoring Mothers-to-be.
The present analysis included nulliparous participants with
singleton gestations who developed gestational hypertension
or preeclampsia and had placental pathology reports available.
Placental characteristics and pathologies were described and
compared between different types of hypertensive disorders of
pregnancy (HDP) and by gestational age at HDP diagnosis using
univariate and bivariate analyses.
Results: Of 543 participants who met inclusion criteria, 297
(54.7%) had gestational hypertension, and 246 (45.3%) had
preeclampsia. Of these, 228 (42.3%) had an HDP diagnosis prior
to 37 weeks. The rate of acute fetal andmaternal placental inflam-
mation was higher among those with term preeclampsia (46.2%)
and gestational hypertension (42.1%) and lower among placentas
of preterm preeclampsia (12.6%, p< .001; Table 1). In contrast, the
rate of maternal vascular malperfusion was highest in preterm
preeclampsia (62.1%) and lowest in gestational hypertension
(29.6%, p< .001). The rates of fetal vascular malperfusion did
not differ between HDP phenotypes. Table 2 examined placental
findings by gestational age at diagnosis of ≥37 weeks, 34-36
weeks, and < 34 weeks. Presence of acute maternal and fetal
inflammatory response increasedwith advancing gestation (19.5%
at < 34 weeks, 23.8% at 34-36 weeks, and 49.8% at ≥37 weeks;
p< .001) while the prevalence of maternal vascular malperfusion
decreased with advancing gestation (48.8% at < 34 weeks, 44.8%
at 34-36 weeks, and 31.2% at ≥37 weeks; p< .001).
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Conclusion: Maternal vascular malperfusion lesions in the
placenta were more common in early-onset HDP while acute
inflammatory lesionsweremore common in late-onsetHDP. This
distinction helps in understanding that early- and late-onset HDP
may have different underlying pathological mechanisms.

866 | Insomnia is an Independent Risk Factor for Severe
Morbidity During Pregnancy

Naima E. Ross1; Rebecca J. Baer2; Scott P. Oltman2; Dana R.
Gossett3; Rashmi N. Aurora3; Laura L. Jelliffe-Pawlowski3;
Justin S. Brandt3
1NYU Grossman School of Medicine, New York, NY; 2University of
California San Francisco School of Medicine, San Francisco, CA;
3NYU Langone Health, New York, NY

10:30 AM - 12:30 PM
Objective: Sleep disorders, such as insomnia and obstructive
sleep apnea (OSA), are associated with pregnancy complications.
In this study, we aimed to determine the impact of insomnia on
the risk of severe morbidity (SM) and to compare the magnitude
of the associations between insomnia/OSA and SM.
Study Design: We performed a cross-sectional study of liveborn
singleton births in California (2011-2020). Birth certificates were
linked to hospital discharge records for birthing people and their
infants. Insomnia and OSA were identified as exposures using

ICD-9 and 10 codes. The primary outcome was SM, as defined
by the US Centers for Disease Control and Prevention. Secondary
outcomes included components of SM. The relative risks, and
corresponding 95% confidence intervals (CI), were calculated for
outcomes by sleep disorder using Poisson regression models.
Results: During the study period, there were 4,145,166 singleton
live births with linked records. The prevalence of insomnia and
OSA were 117.4 and 138 per 1000 live births, respectively. Among
people with sleep disorders, only 72 had both diagnoses (0.7%).
Compared to people with no sleep disorders (reference), a higher
percentage of people with sleep disorders were age >35 years,
White, privately-insured, BMI >30 kg/m2, and had cesarean
deliveries. The RR of SM was 3.4 fold higher (95% CI 3.1, 3.8)
and 4.3 fold higher (95% CI 3.9, 4.6) for those with insomnia
and OSA, respectively (Table). This risk of SM was even greater
for non-transfusion SM. The magnitude of risk for disseminated
intravascular coagulation, puerperal cerebrovascular disorders,
sepsis, shock, and hysterectomy was slightly higher for patients
with insomnia versus those with OSA (Table). The magnitude of
risk for all other components of SM was greater in OSA versus
insomnia.
Conclusion: While both insomnia and OSA confer an increased
risk for SM, they are associated with distinct demographic traits.
Further study is need to identify baseline patient characteristics
associated with each of these sleep disorders during pregnancy
and to design targeted preventative interventions.

867 | Maternal Trauma in Pregnancy - How Bad Are the
Consequences?

Nata T. Willner1; Nitza Newman2; Tamar Wainstock3; Eyal
Sheiner3
1Soroka University Medical Center, Soroka University Medical
Center, HaDarom; 2Soroka University Medical Center, Be’er Sheva,
HaDarom; 3Department of Obstetrics and Gynecology, Soroka
University Medical Center, Ben-Gurion University of the Negev,
Beer-Sheva, Israel., Beer Sheva, HaDarom

10:30 AM - 12:30 PM
Objective: Abdominal trauma during pregnancy may compro-
mise placental perfusion and fetal wellbeing. This study aimed
to assess perinatal outcomes following abdominal trauma due to
motor vehicle accidents (MVA) and falls.
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Study Design: This population-based cohort study included all
pregnant women presenting to a tertiary-care center emergency
room between the years 1991-2021. Trauma victims were catego-
rized as vehicle occupant MVA, pedestrian MVA, or following
a fall. Comorbidities and pregnancy outcomes were compared
between patients with and without trauma. Generalized estima-
tion equation (GEE)models were used to control for confounders
such as maternal age and gravidity.
Results: A total of 356,356 births were recorded, including 66
(0.02%) following vehicle occupant MVA, 46 (0.01%) following
pedestrian MVA, and 142 (0.04%) following a fall. Placental
abruption, non-reassuring fetal heart rate (NRFHR), preterm
delivery and perinatal mortality were all more common among
trauma patients. After controlling for maternal age and gravidity,
using GEE models, abdominal trauma was significantly asso-
ciated with placental abruption (adjusted OR 21.7 for vehicle
occupant MVA, adjusted OR 4.7 for pedestrian MVA, OR 2.5
for fall), NRFHR (adjusted OR 3.6 for vehicle occupant MVA,
adjusted OR 2.6 for pedestrian MVA, adjusted OR 1.6 for fall),
and preterm delivery (adjusted OR 4.1 for vehicle occupant MVA,
adjusted OR 1.2 for pedestrian MVA, adjusted OR 2.8 for fall)
as compared to non-trauma parturients. Perinatal mortality was
higher among vehicle occupant MVA (adjusted OR 9.8) and fall
(adjusted OR 4.0) than among non-trauma parturients (Table).
Conclusion: Abdominal trauma during pregnancy is an inde-
pendent risk factor for adverse perinatal outcomes. The greatest
risk seems to be among occupants of a vehicle involved in a
collision.

868 | Fetal Pleural Effusions: Natural History and
Response to Interventions

Natalie B. Gulrajani1; Teresa N. Sparks2; Juan Gonzalez2
1University of California, San Francisco, School of Medicine, San
Francisco, CA; 2Center for Maternal-Fetal Precision Medicine,
University of California San Francisco, San Francisco, CA

10:30 AM - 12:30 PM
Objective: Primary fetal pleural effusions (FPEs) require close
surveillance, and thoracentesis or thoracoamniotic shunts are

often considered formanagement. However, it can be challenging
to predict which FPEs will evolve or respond to interventions.
We aimed to analyze the prenatal course of primary FPEs and
response to interventions.
Study Design: Retrospective cohort study of pregnancies with
primary fetal FPEs referred to our center between 2017-2024. We
included isolated unilateral FPEs or asymmetric bilateral FPEs
with one side dominant. All ultrasound reports and records were
reviewed for the course of the FPEs, other complications, fetal
interventions, and relevant test results. Each casewas categorized
as improved or resolved FPE, stable FPE, or worsened FPE
(including progression to non-immune hydrops fetalis).
Results: Among 24 cases identified, 9 underwent thoracentesis
and/or thoracoamniotic shunt. Median gestational age at diagno-
sis and first intervention was 19.4 and 20.7 weeks, respectively,
for cases with an intervention. A majority (60%) of cases without
intervention improved or remained stable (Table). All 9 cases
with intervention had additional markers of severity (i.e. medi-
astinal shift or ascites), compared to only 53% (8/15) without
intervention. Each case with an intervention had a thoracentesis,
44% (4/9) had more than one thoracentesis, and 33% (3/9) later
had thoracoamniotic shunt placement (Fig). FPEs were chylous
in 63% (5/8) of sampled cases; 60% (3/5) of chylous and all
(3/3) serous effusions improved after intervention. All cases had
a negative viral workup, and among 22 cases that underwent
genetic screening and 13 that had diagnostic testing including
exome sequencing, only 1 case was identified to have fetal trisomy
21.
Conclusion: Many primary FPEs improved or resolved spon-
taneously without intervention, and genetic diagnoses were
uncommon. Most cases requiring intervention responded to
thoracentesis and few ultimately required a thoracoamniotic
shunt. These data are useful for anticipating the course of and
response to interventions among these complicated pregnancies.
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869 | The Correlation of Antenatal Sonographic
Parameters and Neurodevelopmental Outcomes in Fetal
Growth Restriction

Natalie T. Simon1; Roopjit K. Sahi2; Emma EH Peek3; John
Hobbins2; Manesha Putra2
1University of Colorado, Denver, CO; 2University of Colorado
Anschutz Medical Campus, Aurora, CO; 3University of Colorado,
Aurora, CO

10:30 AM - 12:30 PM
Objective: To determine how different antenatal sonographic
parameters correlate with early childhood neurodevelopmental
outcomes in fetuses categorized as fetal-growth restricted (FGR)
or small-for-gestational-age (SGA).
Study Design: This was a prospective cohort of singleton FGR
or SGA fetuses diagnosed after 20 weeks of gestation. FGR
and SGA were defined using Delphi criteria. Using abdominal
circumference (AC), umbilical vein flow (UVF) percentiles by
gestational age (GA), corpus callosum length (CCLMoM), corpus
vermian height (CVH MoM), transverse cerebellar diameter
(TCD MoM), and the ratio of the insula circumference to head
circumference (IC) from the last ultrasound before delivery,
we tested for correlations to neurodevelopmental outcomes. We
evaluated neurodevelopmental outcomes using the Bayley-III
Scales of Infant Development (BSID). Mann-Whitney U tests
compared the measurements and scales between FGR and SGA.
Pearson correlation was used to compare the sonographic param-
eters to the BSID subscale and sum percentile scores. Using
significant ultrasound parameters as predictors, a multivariate
linear regression model was created for each BSID scale as a
dependent variable.
Results: A total of 90 pregnancies were included in the study.
BSID scores were available for 32 infants. SGA fetuses had higher
UVF (p = 0.001) and higher motor scores (p = 0.014) compared
to FGR (Table 1). EFW and AC centile correlate with motor
scores, UVF correlates with language, adaptive behavior, and
sum scores, and IC correlates with adaptive behavior. In the
multivariate model, EFW was excluded given collinearity with
AC. In the finalmultivariate analyses, ACwas the only significant
predictor for motor, UVFwas a significant predictor for language,
social-emotional, and sum scores, while insula predicted adaptive
behavior and sum score (Table 2).
Conclusion: AC, UVF, and IC may be useful predictors of
neurodevelopmental outcomes of the growth-restricted fetus.
Long-term follow-up studies with larger cohorts are needed to
better evaluate the impact of antenatal sonographic parameters
on later neurodevelopment.

870 | Impact of Pregnancy Intention on Immediate
Pregnancy Outcomes and PostpartumMental Health

Nehaa Khadka1; Vicki Y. Chiu2; Michael J. Fassett3; Darios
Getahun2
1Kaiser Permanente Southern California, Kaiser Permanente
Southern California, CA; 2Kaiser Permanente Southern
California, Department of Research & Evaluation, Kaiser
Permanente Southern California/Pasadena, CA; 3Kaiser
Permanente West Los Angeles Medical Center, Department of
Obstetrics & Gynecology, Kaiser Permanente West Los Angeles
Medical Center/Los Angeles, CA

10:30 AM - 12:30 PM
Objective: To estimate rates of pregnancy intention, describe
their characteristics, and examine pregnancy and postpar-
tum mental health outcomes among intended vs. unintended
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pregnancies using electronic health records (EHRs) of pregnant
patients in a large integrated healthcare system.
Study Design: We conducted a retrospective cohort study
using EHRs on singleton pregnancies delivered at ≥20 weeks
in Kaiser Permanente Southern California (KPSC) healthcare
system (01/01/2014-12/31/2023). Data on pregnancy intentions
(wanted, mistimed, unwanted) were extracted from a self-
reported questionnaire administered at the first prenatal visit and
in combination with an ICD-10 code (Z64.0) for unintended preg-
nancy. We extracted postpartum mental health outcomes using
diagnostic codes. Multivariable logistic regression models were
used to estimate adjusted odds ratios (OR) and 95% confidence
intervals (CI).
Results: Of 149,739 who had a record of pregnancy intentions,
34% (n = 51,262) were intended and 66% (n = 98,477) were
unintended. Young age, lower socioeconomic status, and late/no
prenatal care initiation were more common among unintended
pregnancies. This group had higher rates of smoking (5.6% vs
2.6%) and illicit drug use (7.9% vs 3.5%) during pregnancy than
those with intended. Unintended pregnancy was associated with
higher odds of (pre)eclampsia (OR: 1.07, 95% CI: 1.02, 1.12),
and lower odds of gestational diabetes (OR: 0.91, 95% CI: 0.87,
0.94), placenta previa (OR: 0.93, 95% CI: 0.88, 0.98) and cesarean
delivery (OR: 0.93, 95% CI: 0.91, 0.96). Additionally, those with
unintended pregnancies had higher odds of postpartum depres-
sion (OR: 1.24, 95% CI: 1.20, 1.28) and anxiety disorders (OR: 1.19,
95% CI: 1.15, 1.23)
Conclusion: Among completed records, unintended preg-
nancies were over half and independently associated with
(pre)eclampsia and postpartum mental health outcomes. Preg-
nancy intention has a positive influence on selected birth
outcomes. Findings suggest that mental health assessments and
integrated services supporting high-risk pregnancy management
are vital in improving pregnancy outcomes.

871 | Early Vs. Late Placement of Cervical Cerclage
Performed due to Cervical Insufficiency in Twins

Neriya Zion Yohay1; Tamar Wainstock2; Zehava Yohay3; Debi
Elharar2; Talia Birenstock4; Guy Elharar5; Eyal Sheiner2
1Department of Military Medicine and “Tzameret”, Faculty of
Medicine, Hebrew University of Jerusalem and Medical Corps,
Israel Defense Forces, Jerusalem, Israel, Beer Sheva, HaDarom;
2Department of Obstetrics and Gynecology, Soroka University
Medical Center, Ben-Gurion University of the Negev, Beer-Sheva,
Israel., Beer Sheva, HaDarom; 3Pain Unit, Soroka University
Medical Center, Beer Sheva, Israel, Beer Sheva, HaDarom;
4Department of Public Health, Faculty of Health Sciences,
Ben-Gurion University of the Negev, Beer-Sheva, Israel., Beer
Sheva, HaDarom; 5Sackler Faculty of Medicine, Tel Aviv
university., Beer Sheva, HaDarom

10:30 AM - 12:30 PM
Objective: The study was aimed to assess the impact of early
vs. late (above 15 weeks gestation) cervical cerclage placement
performed due to cervical insufficiency in twins on perinatal
outcome.
Study Design: A retrospective cohort study was conducted
including all patients with twin pregnancy (n = 92 women)
with cervical cerclage. Deliveries occurred between the years

1990 and 2023 in a tertiary medical center. Perinatal outcome
was compared between women who underwent cervical cerclage
placement ≤15 weeks and women who underwent cervical
cerclage placement >15 weeks. Adverse perinatal outcome was
defined as either 5 minute Apgar scores < 7 or neonatal intensive
care unit (NICU) admission of at least one of the twins. Multiple
logistic regression models were used to control for confounders.
Results: A total of 92 women were included in the study,
complete data was available for 77 women. Late placement of
cervical cerclage (>15 weeks, n = 34), was found as a risk factor
for PTD less than 35weeks (79.4% vs. 58.1%, OR 2.77, 1.01–8.33; P=
0.048). No significant associationwas noted between late cerclage
placement due to cervical insufficiency in twins and adverse
perinatal outcome (29.4% vs. 15.6%, OR 2.5, 0.75–7.14; P = 0.138)
as compared with early placement (Table). Using multivariable
analysis, controlling for maternal age, late cerclage placement
was noted as an independent risk factor for PTD < 35weeks
gestation (adjusted OR 2.94, 95% CI 1.02 - 8.33; P = 0.047).
Conclusion: Late placement of cervical cerclage (>15 weeks)
in twin pregnancies, performed due to cervical insufficiency, is
an independent risk factor for preterm delivery of less than 35
weeks gestation. Nevertheless, in our population, late vs. early
placement of cerclage is not a risk factor for adverse perinatal
outcome.

872 | Decreasing Trend of Gastroschisis Prevalence in the
United States between 2014 and 2022

Nikan Zargarzadeh1; May Abiad2; Kevin Moss3; Erin Perrone4;
Brian W. Gray5; Terry Buchmiller6; Kjersti M. Aagaard7; Alireza
A. Shamshirsaz8; Hiba J. Mustafa9
1Boston Children’s Hospital, Harvard Medical School, Boston, MA;
2Maternal Fetal Care Center, Boston Children’s Hospital, Boston,
MA; 3Department of Biostatistics and Health Data Science,
Indiana University School of Medicine, IN, USA, Department of
Biostatistics and Health Data Science, Indiana University School
of Medicine, IN, USA, IN; 4Department of Pediatric Surgery,
University of Michigan, C.S Mott’s Children’s Hospital, MI, USA,
Ann Arbor, MI; 5Department of Pediatric Surgery, Indiana
University School of Medicine, Indianapolis, IN; 6Department of
Pediatric Surgery, Boston Children’s Hospital, Harvard Medical
School, Boston, MA; 7Boston Children’s Hospital, Division of Fetal
Medicine and Surgery, Boston, MA; HCA Healthcare and HCA
Healthcare Research Institute, Nashville, TN; HCA Texas
Maternal Fetal Medicine, Houston, TX; Baylor College of Medicine
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and Texas Children’s Hospital, Houston, TX, Boston, MA; 8Fetal
Surgeon Chief, Division of Fetal Medicine and Surgery Director of
the Maternal Fetal Care Center Director of the Perinatal Surgery
Fellowship Professor of Surgery, Boston Children’s Hospital
Harvard Medical School, Boston, MA; 9Indiana University and
Riley Children’s Hospital, Indianapolis, IN

10:30 AM - 12:30 PM
Objective: To investigate the prevalence trend and characteristics
of congenital gastroschisis in the United States between 2014 and
2022
Study Design: A cross-sectional retrospective analysis of the
Centers for Disease Control and Prevention database for United
States live births between 2014 and 2022. Neonatal singleton
live births with documented isolated gastroschisis were included,
and neonates with other major congenital anomalies and
known chromosomal abnormalities were excluded. Prevalence
per 10,000 live births along with 95% confidence intervals were
estimated, with comparisons to unaffected birth rates in same
aged cohorts.
Results: Among 32,088,301 singleton live births (2014–2022),
6,804 cases of isolated gastroschisis were identified (point preva-
lence: 2 per 10,000 live births). Starting in 2018, a significant
decline in gastroschisis prevalence was observed, decreasing
from 2.86 in 2014 to 1.55 per 10,000 live births in 2022 (p<
0.001). The risk of gastroschisis was significantly higher in
teen and nulliparous gravidae, among non-Hispanic indigenous
Americans, with maternal tobacco use, and among vulnerable
populations (underweight, < 12th grade education, Medicaid).
The declining rate in neonates with gastroschisis, compared to
neonateswithout gastroschisis, is attributable to declines in births
among gravidae under 25 (p = 0.02), with significant declines
in prevalence of other attributable maternal factors (p< 0.001).
Despite early reports suggesting a mediating effect of COVID-
19, there was no significant difference of the pandemic on the
declining trend rate.
Conclusion: This comprehensive analysis of over 32 million
births highlights a notable decline in the prevalence of neonates
with gastroschisis, which is attributable to a declining birth rate
in the highest at-risk strata of vulnerable gravidae. Given recent
increases in birth rates in these same populations, our findings
anticipate a reverse of the trend of declining gastroschisis disease
prevalence. Further research is necessary to understand the role
of access to reproductive care in rates of common congenital
anomalies.

873 | Evaluating Surgical Approaches for Prenatal Repair
of Open Spina Bifida: A Systematic Review and
Meta-Analysis

Nikan Zargarzadeh1; Enaja Sambatur2; May Abiad3; Ehsan
Rojhani4; Ali Javinani1; Weston Northam1; Eyal Krispin5; Ramen
H. Chmait6; Kjersti M. Aagaard7; Alireza A. Shamshirsaz8
1Boston Children’s Hospital, Harvard Medical School, Boston,
MA; 2Fetal Care and Surgery Center, Division of Fetal Medicine
and Surgery, Boston Children’s Hospital and Harvard School of
Medicine, Boston, MA; 3Maternal Fetal Care Center, Boston
Children’s Hospital, Boston, MA; 4Maternal Fetal Care Center
(MFCC), Division of Fetal Medicine and Surgery, Boston
Children’s Hospital, Harvard Medical School, Boston, MA;
5Harvard Medical School, Boston, MA; 6Keck School of Medicine,
University of Southern California, Los Angeles, CA; 7Boston
Children’s Hospital, Division of Fetal Medicine and Surgery,
Boston, MA; HCA Healthcare and HCA Healthcare Research
Institute, Nashville, TN; HCA Texas Maternal Fetal Medicine,
Houston, TX; Baylor College of Medicine and Texas Children’s
Hospital, Houston, TX, Boston, MA; 8Fetal Surgeon Chief, Division
of Fetal Medicine and Surgery Director of the Maternal Fetal Care
Center Director of the Perinatal Surgery Fellowship Professor of
Surgery, Boston Children’s Hospital Harvard Medical School,
Boston, MA

10:30 AM - 12:30 PM
Objective: Over the past decade, prenatal repair of open spina
bifida has become well-established. Since the MOMS trial, a
widely varying number of surgical approaches have emerged,
each focused on optimizing outcomes while minimizing risks.
This study aims to compare the outcomes of these different
surgical techniques.
Study Design: This systematic review andmeta-analysis synthe-
sizes data from 38 studies between 2010 and 2024. Eligible studies
included pregnant patients diagnosedwith open spina bifida who
underwent the following intrauterine repair techniques: open,
mini-hysterotomy, laparotomy-assisted fetoscopic, and percuta-
neous fetoscopic repair. The primary outcome investigated was
gestational age (GA) at delivery, while secondary outcomes were
preterm premature rupture of membranes (PPROM), preterm
delivery, vaginal birth, and perinatal mortality.
Results: In this study, 2,333 prenatal repair of open spina
bifida procedures were analyzed across 14 countries. Of these,
open repair accounted for 65.66%, mini-hysterotomy 14.40%,
laparotomy-assisted fetoscopic 5.36%, and percutaneous feto-
scopic 14.57%. Subgroup analyses revealed a mean GA at birth of
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34.20 weeks for open repair, 34.30 weeks for mini-hysterotomy,
35.38 weeks for laparotomy-assisted, and 32.48 weeks for percu-
taneous fetoscopic method, with no significant difference noted
between subgroups. Overall rates of preterm delivery before
37 weeks and PPROM were 0.75 and 0.30, respectively. Both
showed significant differences between subgroups (P< 0.01).
Vaginal birth rates had significant subgroup differences (P< 0.01),
with the laparotomy-assisted fetoscopic group more likely to
have vaginal deliveries (0.02, 0.04, 0.49, 0.18 for open, mini,
laparotomy, and percutaneous, respectively)
Conclusion: Collectively, the data from this meta-analysis sug-
gests that gestational age does not significantly differ by the
surgical technique employed for prenatal repair of open spina
bifida.

874 | Planned Versus Emergent Uterine Preserving
Cesarean Delivery for Placenta Accreta Spectrum

Nirit Maliyanker1; Elias Cstel2; Nizan Mor3; Lior Fridrich3;
Shlomi Toussia Cohen3; Aviran Ohayon3; Alina
Weissmann-Brenner3; Gabriel Levin4; Raanan Meyer5
1Sheba Medical Center, Givatayim, Tel Aviv; 2Sheba Medical
Center, Ramat gan, HaMerkaz; 3Sheba Medical Center, Ramat
Gan, HaMerkaz; 4McGill University, Montreal, PQ; 5Cedars Sinai
Medical Center, Los Angeles, CA

10:30 AM - 12:30 PM
Objective: Uterine preserving cesarean delivery is increasingly
used to manage placenta accreta spectrum (PAS). Outcomes
of emergent compared to elective cesarean hysterectomy were
previously studied. The aim of this study is to compare maternal
and neonatal outcomes between women who had emergent and
elective uterine preserving cesarean delivery for PAS cases.
Study Design: This is a retrospective study conducted at a
single tertiary center. PAS cases scheduled for uterine pre-
serving surgery between 3/2011 to 11/2020 were retrieved and
analyzed. Delivery was defined as elective when performed
at a time and date planned by a dedicated multidisciplinary
team, all other cases were defined as emergent. The primary
outcome is composite maternal outcome defined by one or
more of these variables: unplanned hysterectomy, intensive care
unit admission, transfusion of six or more red blood cell units,
disseminated intra-vascular coagulation. ureteric injury, bowel
injury, unintentional cystotomy and relaparotomy. Secondary
outcome included neonatal outcome such as APGAR score, cord
pH, admission to the neonatal intensive care and mechanical
ventilation.
Results: 274 women with PAS diagnosis were scheduled to
uterine preserving surgery. 215 underwent elective surgery and
59 had emergent surgery. Composite maternal outcome occurred
in 81 women (29.6%) of all women, no significant difference
was found between the elective surgery group and the emergent
surgery group (28.8% vs 32.2% p = 0.631). Significant differences
were found in neonatal outcomes: longer hospital stay (8.42± 7.06
vs 16.28± 13.98 p< 0.01), higher rate ofmechanical ventilation (7%
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vs 18.6% p< 0.01) and neonatal intensive care unit hospitalization
in the emergent cesarean group (24.2% vs 55.9% p< 0.01).
Conclusion: Emergent uterine preserving surgery in PAS cases
is not associated with increased maternal morbidity. This should
be considered against prematurity complicationwhen scheduling
uterine preserving surgery. Higher rate of neonatal adverse
outcomes was found in the emergency group can be attributed
to an earlier gestational week at delivery.

875 | Angiogenic Factors for Prediction of Adverse
Outcomes in Pregnancies Complicated by Isolated Fetal
Growth Restriction

Noa Gonen1; Uri Shemesh2; Keren Zloto3; Itay Manor4; Sharon
Kronkop5; Tal Dadon6; Rakefet Yoeli-Ullman3; Shali Mazaki
Tovi7; Yoav Yinon7; Michal Fishel Bartal8; Abraham Tsur9
1Sheba Medical Center, Ramat gan, HaMerkaz; 2Sheba Medical
Center, Beer Sheba, HaMerkaz; 3Sheba Medical Center, Ramat
Gan, HaMerkaz; 4Tel aviv university, Tel aviv university, Tel Aviv;
5Tel Aviv university, Tel Aviv university, HaMerkaz; 6Sheba
Medical Center, Ramat Gan, Tel Aviv; 7The Sheba Medical Center,
Ramat Gan, HaMerkaz; 8UTH Houston & Sheba Medical Center
Israel, Houston, TX; 9Sheba Medical Center, Ramat Gan, Tel
Hashomer, Israel, Ramat Gan, HaMerkaz

10:30 AM - 12:30 PM
Objective: To evaluate whether abnormal sFlt-1/PlGF ratio
predicts latency to delivery and development of hypertensive
disorders of pregnancy (HDP) among individuals presenting with
fetal growth restriction (FGR)
Study Design: A retrospective study including individuals at ≥

23 weeks presenting to a tertiary care center with suspected FGR
(< 10th percentile) (08/2023 to 04/2024). During this period, sFlt-
1/PlGF levels were obtained for all individuals with FGR but were
not used to guide
clinical management. Patients with HDP on presentation
were excluded. Median interval to delivery, rate of HDP, and
other adverse outcomes were compared between those with and
without abnormal sFLT-1/PLGF ratio (≥ 38).
Odds ratio and 95% confidence interval (95%CI) were calculated.
Results: Of 104 patients with suspected FGR, 36 (34.6%) had an
abnormal ratio of sFlt-1/PlGF (≥38). Those with abnormal sFlt-
1/PlGF levels were more likely to be nulliparous compared to
those with normal testing (Table 1). The rate of HDP was higher
among those with abnormal sFlt- 1/PlGF ratio (30.6% Vs 2.94%,
p< 0.01, OR14.5 (3-70.2)) with a shorter median latency from test
to delivery (20 vs 36 days, p< 0.01) compared to normal testing.
Furthermore, those with abnormal sFlt- 1/PlGF ratio delivered
earlier (35.4 vs. 37.1, p< 0.01) with a lower birthweight (1876 vs
2182 gram, p< 0.01) compared to those with normal testing.
Conclusion: Abnormal sFlt-1/PlGF ratio in normotensive indi-
viduals with suspected FGRmay predict short interval to delivery,
development of HDP, and adverse perinatal outcomes.
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876 | Does an Early Isolated Decrease in Fetal Abdominal
Circumference Heighten the Risk of Growth Restriction?

Patrick S. Kim1; Tiffany A. Lowtan1; David J. Rivera Vazquez1;
Kelsey M. Pozerski1; Krista Howard2; Bradley H. Sipe3; Rachelle
Schwartz3
1Orlando Health Bayfront Hospital, St. Petersburg, FL; 2Texas
State University, San Marcos, TX; 3Johns Hopkins All Children’s
Hospital, St. Petersburg, FL

10:30 AM - 12:30 PM
Objective: To determine if an isolated second trimester fetal
abdominal circumference (AC) < 10th %tile is an independent
risk factor for fetal growth restriction (FGR) and small for
gestational age (SGA) neonates.
Study Design: This multi-center retrospective cohort study ana-
lyzed patients who delivered term singletons between 1/1/2019-
1/1/2024. The exposed group involved normally grown fetuses
with isolated AC’s < 10th %tile, measured between 18 and 24
weeks gestation. Control subjects were randomly selected from
the same time period. Congenital anomalies were excluded.
Statistical analyses included independent t-tests for continuous
variables, chi-squared tests for categorical variables, and binary
logistic regression models both unadjusted and adjusted for FGR
and SGA.

Results: Of the 1,213 patients screened, 589 met the inclusion
criteria (AC< 10 n = 213; Control n = 376). The mean AC
was 6.3%tile in the exposed group compared to 51.2%tile in the
controls. Birthweight in grams (2,782 vs. 3,257, p< 0.001) and
%tiles (18.3% vs. 41.8%, p< 0.001) were lower in the AC< 10
group. AC was found to be an independent risk factor for both
FGR (AOR 12.5 [6.7, 23.4]) and SGA (AOR 5.08 [3.32, 7.76]).
Logistic regressions analysis for primary and secondary outcomes
are shown in Table 2. Although there were more pregestational
diabetic mothers in the AC< 10 group (10.3% vs. 3.7%, p = 0.001),
pregestational diabetes was ultimately protective of FGR (AOR
0.15 [0.04, 0.54]). As maternal BMI increased, the likelihood of
FGR (AOR 0.95 [0.90, 0.995]) and SGA (AOR 0.94 [0.91, 0.97])
decreased. Demographically, Black patients were more prevalent
in the AC< 10 group compared to controls (36.2% vs. 25.8%, p =
0.027). There were no differences in parity, gestational diabetes,
chronic or gestational hypertension, pre-eclampsia, BMI, ormode
of delivery between groups.
Conclusion: An isolated second trimester AC< 10th %tile in an
otherwise normally grown fetus is an independent risk factor
for both FGR and SGA. Increased maternal BMI was protective
of both FGR and SGA. A history of pregestational diabetes was
protective of FGR but not SGA.
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877 | Maternal and Fetal Outcomes of Pregnancies in
Women with Cystic Fibrosis

Paul Wasuwanich1; Tony Wen2
1Naples Comprehensive Health, Naples, FL; 2University of Florida
College of Medicine, Gainesville, FL

10:30 AM - 12:30 PM
Objective: Cystic fibrosis (CF) is a genetic disease that had
previously made pregnancy near impossible. With advancements
in therapy, pregnancies inwomenwith CF are increasing.We aim
to describe the maternal and fetal outcomes in a large cohort of
pregnancies with CF in the U.S.
Study Design: We utilized the National Inpatient Sample and
extracted cases of CF-associated pregnancies and deliveries. We
described the characteristics and perinatal outcomes of pregnant
women with CF and compared them to general non-CF pregnan-
cies in theU.S. from 1998-2021. Trendswere analyzedwith Poisson
regression and rates were analyzed with chi-squared test.
Results: There was a total of 11,496 pregnancies with CF.
From 1998 to 2021, hospitalization rates of CF pregnancies and
deliveries have increased by 5-fold and 7-fold, respectively (Figure
1). Median age was 26 years in the CF pregnant cohort compared
to 28 years in the non-CF cohort (p< 0.0001). Median length of
hospital stay was longer in the CF cohort (3 days vs 2 days; p<
0.0001). Maternal deaths occurred at significantly higher rates in
the CF cohort (0.496% vs 0.013%; p< 0.0001). Rates of diabetes
(6.79% vs 1.11%; p< 0.0001), obesity (4.59% vs 3.81%; p = 0.049),
hepatitis C infection (0.51% vs 0.28%; p= 0.033), cirrhosis (0.435%
vs 0.006%; p< 0.0001), intravenous drug use (1.16% vs 0.61%;
p< 0.001), and coagulopathy (1.24% vs 0.32%; p< 0.0001) were
significantly higher in the CF pregnancy group compared to the
non-CF pregnancy group. Poor fetal growthwasmore common in
the CF cohort (3.05% vs 2.28%; p = 0.013). Rates of pre-eclampsia,
eclampsia, and intrauterine fetal demisewere similar between the
two groups (p >0.05). Among the 11,496 CF pregnancies, 6,786
(59.0%) had record of delivery. Rates of stillbirths (1.31% vs 0.76%;
p = 0.020) and preterm births (17.30% vs 7.83%; p< 0.0001) were
higher in the CF cohort. Maternal death during delivery was also
higher in the CF cohort (0.147% vs 0.006%; p< 0.0001).
Conclusion: CF pregnancies and deliveries are increasing over
time, but morbidity and mortality in this group is higher than in
the general pregnant population.

878 | Association Between Hypertensive Disorders and
Neonatal Mortality Among Periviable Deliveries

Peeraya S. Sawangkum1; Jean Paul P. Tanner1; Jason L. Salemi1;
Jose R. Duncan2
1Department of Obstetrics and Gynecology, University of South
Florida, Tampa, FL; 2Department of Obstetrics and Gynecology,
University of South Florida, Morsani College of Medicine, Tampa,
FL

10:30 AM - 12:30 PM
Objective: The objective of this study was to determine
the association between hypertensive disorders of pregnancy
(including chronic hypertension, gestational hypertension, and
pre-eclampsia) and 1-year survival among periviable neonates
delivered at 22w0d-25w6d.
Study Design: This is a retrospective cohort study using a
maternal-infant linked database of live births in the state of
Florida from 2006 to 2019. Singleton deliveries of infants born at
22w0d to 25w6d in which neonatal resuscitation was attempted
were included. Adjusted hazard ratios (aHRs) were estimated to
compare survival across exposures groups, overall and by week of
gestation.
Results: Of the 6,898 periviable deliveries identified during
the study period, 1,405 (20.4%) were affected by a hypertensive
disorder. Patients affected with hypertension were also more
likely to be of advanced maternal age, overweight/obese, non-
Hispanic Black, have pre-existing diabetes, have connective tissue
/ autoimmune conditions, and have a diagnosis of fetal growth
restriction. Among all periviable births, hypertensive disorders
were associated with increased risk of death during the first year
of life (aHR 1.24, 95% CI 1.13-1.38). However, when stratified by
gestational age week, hypertensive disorder had no effect on risk
of death at 1-year among 22- and 23-week neonates (aHR 0.73,
95% CI 0.50-1.07 and aHR 1.17, 95% CI 0.96-1.43 respectively), but
increased risk of death among 24- and 25- week neonates (aHR
1.37, 95% CI 1.16-1.62 and aHR 1.41, 95% CI 1.17-1.69 respectively).
Conclusion: This study demonstrates that hypertensive dis-
orders of pregnancy are associated with increased neonatal
mortality among periviable neonates born at 24- and 25-weeks
gestation, but not at 22- and 23-weeks gestation. These findings
may help guide perinatologists when counseling patients in the
periviable period.
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879 | Assessment of Cardiac Outcomes in Pregnant
Women with Congenital Heart Disease: A Single Center
Experience

Poojita Dasika1; Shreya Ramineni2; Anna E. Bortnick3; Manoj
Gupta3; Daphne Hsu3; Diana S. Wolfe3
1Albert Einstein College of Medicine, The Bronx, NY; 2Albert
Einstein College of Medicine, Bronx, NY; 3Montefiore Medical
Center/Albert Einstein College of Medicine, Bronx, NY

10:30 AM - 12:30 PM
Objective: Women with congenital heart disease (CHD) have
a significant risk of cardiovascular complications during preg-
nancy. This study examined the association between current
cardiac risk stratification tools and cardiovascular outcomes in
adult pregnant women with CHD.
Study Design: A retrospective observational study was per-
formed via chart review of all patients ≥ 18 years of age with
underlying mild, moderate, or complex CHD who received care
at the Albert Einstein College of Medicine at the Montefiore
Medical Center, Bronx, New York from January 2015 until April
2024. Pregnancy risk scores were calculated using the mWHO,
ZAHARA, CARPREG I, and CARPREG II risk classification
models. The primary outcome was to compare the observed
versus predicted occurrence of maternal cardiovascular compli-
cations by each model. Secondary outcomes included identifying
individual risk factors formaternal cardiovascular complications.

A univariate analysis was performed to identify significant
predictors of cardiovascular complications.
Results: Of 170 pregnancies, 16 (9.4%) had cardiovascular com-
plications antepartum or up to 6 months postpartum. The ratio
of weighted average observed risk within the cohort to weighted
average predicted risk was calculated for each model: 0.63 for
mWHO, 0.73 for ZAHARA, 0.73 for CARPREG I, and 0.84 for
CARPREG II (Figure 1). Significant (p< 0.05) univariate risk
factors for maternal cardiovascular complications included anti-
coagulation during pregnancy, prior cardiac event or arrhythmia,
cardiac medication during pregnancy, moderate to severe pul-
monary hypertension, systemic ventricular dysfunction, cardiac
medication before pregnancy, NYHA functional class >II, and
late pregnancy assessment (Table 1).
Conclusion: All four riskmodels overpredictedmaternal cardiac
risk. CARPREG IIwas themost accurate representation of cardiac
risk in our cohort of pregnant women in the Bronx with CHD.
Though not included in any of the risk models, anticoagulation
during pregnancy was the most significant individual predictor
of maternal cardiovascular complications.
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880 | TreatingWomen with Isolated Intrapartum Fever as
Chorioamnionitis: A Cost Effectiveness Analysis

Prakrunya Subhasree Badrinarayan; Megha Arora; Aaron B.
Caughey
Oregon Health & Science University, Portland, OR

10:30 AM - 12:30 PM
Objective: Intrapartum fever (≥ 38◦C) affects many deliveries
annually in the U.S., posing risks to mothers and neonates.
Standard treatments include expectant management for isolated
intrapartum fever and ampicillin-gentamicin for chorioamnioni-
tis. Antibiotic treatment helps reduce infection risk due to
expectant management but may increase costs. This study eval-
uated the cost-effectiveness of treating isolated intrapartum fever
as chorioamnionitis.
Study Design: We constructed a decision-analytic model in
TreeAge Pro to compare outcomes between isolated intrapartum
fever (expectant management) versus chorioamnionitis (ampi-
cillin/gentamicin). Our theoretical cohort was 222,000 patients,
representing vaginal singleton pregnancies with intrapartum
temperature ≥ 38◦C in the U.S. annually. Outcomes were incre-
mental cost per quality-adjusted life years (QALYs), postpartum
endometritis, neonatal early-onset sepsis (nEOS), neonatal death,
neonatal neurodevelopmental delay (NDD), and acute kidney
injury (AKI) from gentamicin toxicity. The willingness-to-pay
threshold was $100,000/QALY. We discounted QALYs at a rate of

3%. Model inputs were derived from literature and assessed using
univariate sensitivity analyses.
Results: In our theoretical cohort of 222,000 individuals, antibi-
otic treatment reduced 7,481 cases of postpartum endometritis
(8,649 vs 16,131), 6,047 cases of nEOS (961 vs 7,009), 677 neonatal
deaths (1,350 vs 2,027), and 331 cases of NDD (15,485 vs 15,815)
compared to expectant management. However, gentamicin use
for chorioamnionitis resulted in 21,305 more cases of AKI (31,069
vs 9,764). Despite higher costs, treating intrapartum fever as
chorioamnionitis was cost-effectivewith a cost-effectiveness ratio
(ICER) of $5,708/QALY. Sensitivity analyses showed treatment
remained cost-effective until AKI probability exceeded 70%.
Conclusion: Treating intrapartum feverwith antibiotics is a cost-
effective strategy to reduce the adverse outcomes of untreated
intrapartum fever. Adopting a protocol to treat all intrapartum
fevers ≥ 38◦C as chorioamnionitis with appropriate antibiotics
could benefit health systems.

881 | Circumstances and Trends of Pregnancy-Associated
Suicides in the United States from 2018 to 2021

Qing Li1; Emily S. Miller2; Sarah G. Obican3; Daniel Romer4
1Independent Researcher, Denver, CO; 2Women & Infants Hospital
of Rhode Island and Alpert Medical School of Brown University,
Providence, RI; 3Department of Obstetrics and Gynecology,
University of South Florida, Tampa, FL; 4Annenberg Public Policy
Center, University of Pennsylvania, Philadelphia, PA

10:30 AM - 12:30 PM
Objective: Pregnancy-associated suicide is a common cause of
maternal mortality in the US. Our objective was to investigate the
trends and occurrence of circumstances surrounding pregnancy-
associated suicide before and during the COVID-19 pandemic,
with a specific focus on understanding its relationship with
intimate partner adversity (IPA).
Study Design: In a cross-sectional study, we analyzed 315
pregnancy-associated suicide incidents from34 states, theDistrict
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of Columbia, and Puerto Rico with complete case reporting
(Figure) in the 2018-2021 National Violent Death Reporting
System, which is a national surveillance system for violent death
and the largest dataset on suicide decedents. Information was
captured by standardized coding in death certificates, records
from coroner and medical examiners and law enforcement,
and toxicology reports. IPA was defined as a divorce, breakup,
argument, jealousy, conflict, or violence among intimate partners,
which appeared to have contributed to suicide. The characteris-
tics of the victim, incident, and circumstances were compared,
stratified by the presence of documented IPA, using bivariate
analyses.
Results: Pregnancy-associated suicide counts decreased 12.5%
from 168 (2018-2019) to 147 (2020-2021). Half died between 43 to
365 days postpartum (Table). Firearms were the primary lethal
means (41%) followed by hanging, strangulation, or suffocation
(40%). Among 315 cases, 63% were White, 60% had a previously
identified mental health condition (MHC), and 46% had IPA.
Compared to cases without IPA, IPA-involved cases did not vary
by the presence of MHC or injury location (p >0.05) but were
more likely to involve a suicide following the homicide (p = 0.04)
and alcohol use (p = 0.02).
Conclusion: Pregnancy-associated suicide decreased from two
years before to two years during the pandemic in the US. MHC,
IPA, and firearm use were common. Policies and programs to
screen and respond toMHC, firearmuse, IPA and violence among
women of reproductive age may be beneficial public health
strategies to prevent pregnancy-associated suicide.

882 | Features of Additional Uterotonic UseWithout
PostpartumHemorrhage

Rachel L. Wiley1; Ipsita Ghose2; Hector M. Mendez-Figueroa3;
Suneet P. Chauhan4
1University of California, San Diego, San Diego, CA; 2Baylor
College of Medicine, Houston, TX; 3McGovern Medical School at
UTHealth, Houston, TX; 4Delaware Center of Maternal-Fetal
Medicine at Christiana Care, Delaware, DE

10:30 AM - 12:30 PM
Objective: Use of uterotonics beyond prophylactic ranges from 2-
25%, while postpartum hemorrhage (PPH; blood loss > 1000 mL)
ranges from 3-5%. We examined factors in individuals without
PPH who received additional uterotonics versus those who did
not.
Study Design: This retrospective cohort included all singleton
live births > 22 weeks with 24-hour blood loss < 1000 mL at
a Level IV center over 24 months. Clinical and demographic
elements were abstracted by medical staff, and additional utero-
tonic use was defined as any agent utilized after prophylactic
oxytocin, including additional doses of oxytocin, misoprostol,
methylergonovine, tranexamic acid or carboprost. Individuals
were stratified by route of delivery and examined by students’
t-test and chi-square.
Results: Of 8,623 deliveries, 7,616 (88%) were included with
4,369 (57.4%) vaginal deliveries (VD) and 3,247 (42.6%) cesarean
deliveries (CD). VD without PPH was significantly more likely
to receive additional uterotonics compared to CD (14% vs. 11%,
p< 0.001). The average blood loss was higher with vs. without
uterotonics (398 ± 211.24 mL vs 241 ± 149.92 mL, p< 0.001
for VD; 700 ± 135.43 mL vs 633 ± 129.62 mL, p< 0.001 for
CD). While some pre-existing characteristics differed, they were
inconsistent across routes except for BMI, hypertensive disorders,
low platelets, magnesium sulfate and oxytocin use (Table 1 & 2).
There were no significant differences in provider characteristics.
PPH risk stratification was only different in VD. Deliveries
without PPH who received additional uterotonics were more
likely to be transfused, receive additional surgical intervention
and be admitted to intensive care (Table 2).
Conclusion: About 1 in 10 deliveries without PPH received
uterotonics beyond prophylactic. No risk factors or patient char-
acteristic predicted this behavior. Blood loss and interventions
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were increased with additional uterotonics, suggesting clinicians
may be pre-emptively treating clinical concern rather than risk
factors. Additional exploration into risks, benefits, and threshold
of early intervention with uterotonics is warranted.

883 | Hypertension in PregnancyWithout a Documented
Diagnosis: A MissedWindow of Opportunity

Rachel D. Seaman; Caitlin Partridge; Lisbet S. Lundsberg;
Jennifer F. Culhane; Anna Denoble
Yale School of Medicine, New Haven, CT

10:30 AM - 12:30 PM
Objective: Obstetric patients with chronic hypertension (HTN)
and hypertensive disorders of pregnancy (HDP) may not receive
corresponding ICD-10 codes due to missed diagnoses or docu-
mentation errors. We aimed to compare (1) healthcare engage-
ment at 6 weeks postpartum (PP) and (2) American College
of Cardiology (ACC) HTN staging at 6 months PP between
hypertensive patients with and without corresponding ICD-10
codes.
Study Design: This was a retrospective study of patients deliver-
ing within a healthcare system from 2013-2023 with ≥1 prenatal
visit. Exclusion criteria were < 2 recorded blood pressures (BPs)
at < 20 weeks’ gestation and no evidence of elevated BPs or
cHTN/HDP by ICD-10 code. The electronic medical record was
used to identify patients with HTN; these were then classified
as “BP only” (≥2 BPs of ≥140/90 mmHg at < 20 weeks and/or
20 weeks to delivery discharge without an ICD-10 code for

cHTN/HDP) or “ICD-10” (with an ICD-10 code for cHTN/HDP).
Demographic characteristics and ACC HTN stages at 6 months
were compared between groups using chi-square tests. The
primary outcomes - attendance at any PP visit or HTN-focused
visit within 6 weeks PP - were compared using multivariate
logistic regression, adjusted for significant covariates.
Results: Of 21,296 patients, 9,833 (46.2%) were identified as BP
only and 11,463 (53.8%) as ICD-10. Compared to the BP only group,
the ICD-10 group was significantly more likely to attend any PP
visit [80.1% vs. 65.6%; aOR 2.0 (95% CI 1.8-2.1)] or PPHTN-focused
visit [36.4% vs. 2.5%; aOR 17.3 (95% CI 15.1-19.8)]. Both BP only
and ICD-10 patients demonstrated elevated BP by ACC staging at
6 months PP: elevated (13.1% vs 13.3%), Stage 1 (14.7% vs 22.6%),
and Stage 2 (2.3% vs 9.4%).
Conclusion: Elevated BP in pregnancy in the absence of an asso-
ciated ICD-10 diagnosis code is associated with lower healthcare
engagement up to 6 weeks PP. Despite this, patients with elevated
BPs without an ICD-10 diagnosis of cHTN or HDP remain at
risk for ongoing BP elevation for at least 6 months from delivery,
highlighting a need for improved recognition and documentation
of antenatal HTN.
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884 | Association of IVF with Preeclampsia with Severe
Features Among Very Advanced Maternal Age Patients

Rachel Solmonovich; Frank I. Jackson; Jamie Green; Brenda
Lin; Randi Goldman; Sarah H. Abelman; Matthew J. Blitz
Northwell, New Hyde Park, NY

10:30 AM - 12:30 PM
Objective: This study aims to evaluate the association between
in-vitro fertilization (IVF) and preeclampsia with severe features
(sPEC) among very advanced maternal age (vAMA) patients.
Study Design: Retrospective cohort study of vAMA patients
who delivered at a large academic health system in New York
between January 2019 and December 2022. vAMAwas defined as
≥ 45 years old at delivery. Rates of sPEC and other hypertensive
disorders of pregnancy were determined for IVF versus non-IVF
patients. A multivariate logistic regression was used to estimate
the relationship between IVF and sPEC while controlling for
obesity, nulliparity, race and ethnicity, public insurance, and
primary language using R version 4.3.1. A p-value of < 0.05 was
considered statistically significant.
Results: A total of 591 vAMA pregnancies were included, of
which 218 (37%) were IVF pregnancies and 373 (63%) were non-
IVF pregnancies. Rates of hypertensive disorders were similar
between groups (24.7% in the non-IVF cohort and 29.4% in the
IVF cohort, p = 0.212). The sPEC rate among IVF vAMA patients
IVFwas 16.1%, compared to 9.7% in the non-IVF group (p= 0.021).
IVF was associated with an increased likelihood of sPEC among
vAMA patients in an unadjusted model, OR 1.79 (95% CI, 1.09 -
2.95); however this was not the case after adjusting for potential
confounders, aOR 1.57 (95% CI 0.92 - 2.67).
Conclusion: Although vAMA and IVF have each been inde-
pendently associated with an increased risk of sPEC, this is the
first study to evaluate whether IVF is specifically linked to an
increased risk of sPEC and hypertensive disorders of pregnancy in
vAMApatients. In this cohort of patients with vAMA, IVF did not
independently increase the risk of sPEC or hypertensive disorders
of pregnancy.

885 | Increases in Routinely Measured Red Cell Indices
During Pregnancy are Associated with Obstetric
Complications

Rachel Petherbridge1; Veronica Tozzo2; Kaitlyn E. James1; Sarah
Hsu1; Chloe Michalopoulos1; Brody Foy3; Tanayott Thaweethai1;
Christopher Mow1; Jacqueline Maya1; Carolina Batlle Camero4;

Lydia L. Shook1; Kathryn J. Gray3; Logan Mauney1; John R.
Higgins1; Camille E. Powe1
1Massachusetts General Hospital, Boston, MA; 2Massachusetts
General Hospital, Massachusetts General Hospital, MA;
3University of Washington, Seattle, WA; 4University of Puerto Rico,
School of Medicine, San Juan, Puerto Rico

10:30 AM - 12:30 PM
Objective: Pregnancy alters hematological indices, but intra-
pregnancy changes in complete blood count (CBC) values have
not been rigorously evaluated as markers of pregnancy health.
Study Design: We retrospectively analyzed CBCs routinely
measured at 7-14 and 26-29 weeks’ gestation to determine the
association of rare changes in nine CBC indices (hematocrit,
hemoglobin, red cell count, white cell count, platelets, mean
red cell volume, mean red cell hemoglobin, red cell volume
distribution width, andmean red cell hemoglobin concentration)
with a composite outcome (hypertensive disorders of pregnancy,
small for gestational age birthweight, preterm birth [both indi-
cated and spontaneous]) and its individual components. Rare
changes, defined as statistically uncommon changes in mag-
nitude and direction, were identified in a discovery cohort of
29,162 pregnancies. Direction was chosen as the least frequent
variation exceeding established non-pregnant biological varia-
tion, and magnitude as the threshold of change with the highest
positive predictive value and significant OR (p< 9×10−6 with
Bonferroni correction). Identified associations were tested in an
out-of-sample validation cohort of 50,603 pregnancies.
Results: In validation, increases in red cell indices between 7-14
and 26-29 weeks’ gestation were associated with the composite
outcome with an OR [95% CI] of 1.49 [1.30, 1.70] for hematocrit,
1.57 [1.33, 1.86] for hemoglobin and 1.69 [1.48, 1.93] for red cell
count. The strongest association with individual outcomes was
observed for increases in hemoglobin (>0.67 g/dL, OR 2.03 [1.58,
2.59]) or red cell count (>0.07 106/mm3, OR 2.13 [1.74, 2.6]) and
preterm birth (Table 1). These rare increases in hemoglobin and
red cell count were observed on average 7 weeks before preterm
birth;we did not observe a bias for detection of either spontaneous
or indicated preterm birth.
Conclusion: Deviations of routinely measured red blood cell
indices from typical longitudinal trajectories during pregnancy
may allow for early detection of obstetric complications.
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886 | The Predictive Value of Angiogenic Factors in
Suspected Preeclampsia

Rachel C. Schell; C. Edward Wells; David M. Owen; Donald D.
McIntire; David B. Nelson; F. Gary Cunningham
University of Texas Southwestern Medical Center, Dallas, TX

10:30 AM-12:30 PM
Objective: To evaluate the ability of circulating maternal levels
of angiogenic factors–soluble FMS-like tyrosine kinase 1 (sFlt-1)
and placental growth factor (PlGF)–to predict the development of
preeclampsia with severe features (SPE).
StudyDesign: Thiswas a single-center prospective observational
study of pregnant patients admitted for evaluation of hypertensive
disorders of pregnancy (HDP) between 24 0/7 weeks and 36 6/7
weeks. At enrollment, a single plasma sample was obtained for
the measurement of sFlt-1 and PlGF. All patients underwent
standardized evaluation for HDP and were diagnosed with SPE
based on standard laboratory and clinical criteria. Patients were
examined in two cohorts: thosewho developed SPEwithin 1week
(Cohort 1) and those who did not (SPE > 1 week or never, Cohort
2). The predictive value of sFlt-1, PlGF and sFlt-1:PlGF ratio for
the development of SPE was analyzed using logistic regression.
Demographic, maternal, and neonatal outcomes were compared
between cohorts.
Results: From Nov 2022 to May 2023, 152 patients were enrolled,
including 60 (39%) diagnosed with SPE, 14 (9%) within 1 week of
enrollment (Cohort 1). There were no demographic differences
between groups. Patients in Cohort 1 had higher levels of sFlt-1
(43.4 vs 20.3 ng/mL, p-value < 0.001), lower levels of PlGF (150.9
vs 319.0 pg/mL, p-value < 0.001), and higher sFlt-1:PlGF (460 vs
79, p-value < 0.001) versus patients in Cohort 2 (Figure 1). Levels
of sFlt-1 and sFlt-1:PlGF were predictive of the development of
SPE within 1 week (AUC 0.85 (95%CI 0.74, 0.95) and 0.82 (95%CI
0.71, 0.93), respectively) (Figure 2). At a cutoff of 28 ng/mL, sFlt-1
was associated with a negative predictive value of 0.97, effectively
ruling out SPE in these patients.
Conclusion: In pregnant patients with elevated blood pressure
between 24 and 36 weeks gestation, elevated sFlt-1 and low PlGF

levels are associated with the development of SPE. Levels of sFlt-1
below 28 ng/mL may serve as a triage tool to rule out SPE within
1 week.

887 | Association of Features of Fetal Heart Rate Tracings
and Adverse Neonatal Outcomes at Term

Rachel L. Wiley1; Kristen A. Cagino2; Aaron W. Roberts3;
Claudia J. Ibarra4; Shareen Patel4; Christina Cortes4; Khalil M.
Chahine4; Natalie L. Neff5; Kimen S. Balhotra4; Tala Ghorayeb4;
Holly Flores6; Hector M. Mendez-Figueroa4; Suneet P. Chauhan7
1University of California, San Diego, San Diego, CA; 2UT Houston,
Houston, TX; 3McGovern Medical School at UTHealth Houston,
Houston, TX; 4McGovern Medical School at UTHealth, Houston,
TX; 5McGovern Medical School at UT Health, Houston, TX;
6University of Texas Health Science Center, Houston, TX;
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7Delaware Center of Maternal-Fetal Medicine at Christiana Care,
Delaware, DE

10:30 AM - 12:30 PM
Objective: To ascertain if independent features of term fetal
heart rate tracings (FHRT) are associated with adverse neonatal
outcomes.
StudyDesign: FHRTs of consecutive deliveries within 15months
at a Level IV center were reviewed by physicians blinded to out-
comes. In 20-min segments, the last 60 minutes available before
delivery of all term (> 37 weeks), non-anomalous singletons who
labored were included. Each feature (variability, decelerations,
accelerations) was independently categorized as present < vs.
> 50% of the time 60 minutes before delivery. The primary
outcome was the rate of composite adverse neonatal outcome
(CANO; defined in Table 1). Odds ratio (OR), likelihood ratio (LR)
with post-test probability (PTB).
Results: Of 5,160 deliveries, 3,166 (61%) met the inclusion criteria
for analysis, of which 49 (1.5%) had CANO. Baseline charac-
teristics differed by age, hypertensive disorders, and neuraxial
anesthesia use (Table 1). Individually, absent variability (0.2% vs.
2.0%, unadjusted OR 10.8, 95% CI 1.28-91.5), marked variability
(0.4% vs. 6.1%, unadjusted OR 14.5, 95% CI 4.02–52.0) and severe
variable decelerations (4.5% vs 16.3%, unadjusted OR 4.18, 95% CI
1.92-9.09) were associated with CANO if present the majority of
the time. Moderate variability or the presence of accelerations
were not associated with reduced CANO. Moderate variable
decelerations were associated with reduced CANO (15.4% vs.
4.1%, OR 0.24, 95% CI 0.06–0.97). LR varied from 0.2 (moderate
variables) to 14 (marked variability), with post-test probability
being 0 and 18%, respectively (Table 2).
Conclusion: Among term deliveries, during the last 60 min
of labor, some FHT elements are individually associated with
adverse outcomes. CANO is possible for every 1 in 7 for minimal
variability, 1 in 5 for marked variability and 1 in 18 for severe
variable decelerations. The presence of majority of time with
moderate variability or accelerations were not associated with
reduced rates of CANO. Further exploration of the elements
of FHRTs that predict adverse outcomes and interventions that
mitigate them are warranted.

888 | Changes in Risk-Appropriate Care After
Implementation of Maternal Level of Care Designation in
Texas

Rajesh Reddy1; Justin A. Drake2; Corwin Zigler2; Jeny Ghartey2;
Alison G. Cahill3; Lorie M. Harper1
1Dell Medical School, Austin, TX; 2University of Texas at Austin,
Austin, TX; 3Dell Medical School Health Transformation Research
Institute, Dell Medical School, The University of Texas at Austin,
Austin, TX

10:30 AM - 12:30 PM
Objective: Perinatal regionalization rests on the assumption
that designating hospital levels of care can direct patterns of
appropriate site of delivery to improve patient outcomes. We
evaluate if a state-mandated maternal level of care program
increased risk-appropriate site of care in Texas.
Study Design: Retrospective cross-sectional analysis of all deliv-
ery hospitalizations in Texas from 2016-2023 using quarterly
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discharge data in the Texas Inpatient Public Use Data File. Of 221
designated hospitals, we included the 215 that reported deliveries
in the study period (32 Level IV, 43 Level III, 86 Level II, 54 Level
I). As 99% of facilities received their requested designation level,
the pre-mandate level was assumed to be the same. Deliveries
at sites that were not designated maternal facilities (89 total)
were categorized as Undesignated. We organized comorbidities
by minimum recommended level of care (highest Level IV,
lowest Level I) using criteria in the Texas Administrative Code,
ACOG/SMFM Consensus, and literature. We chose a baseline of
2016(Q1) to 2018(Q4) due to (Q4)2015 introduction of ICD-10 and
2018 Texas rule adoption, then a post-intervention of 2021(Q4) to
2023(Q3) based on the September 2021 implementation deadline.
We categorized patients into minimum level of care by their
highest risk comorbidity and used two-proportion z-tests to
compare rates of deliveries at inappropriately low facilities per
each risk category. Undesignated site deliveries were considered
low level.
Results: The proportion of births at inappropriate level facilities
increased for all risk categories (Figure 1). Level III risk and severe
maternal cardiac disease patients were more likely to deliver
at inappropriately low facilities (Table 1). The exception was
a 4.12% decrease for placenta previa with prior uterine surgery.
The proportion of undesignated hospital births decreased for all
maternal risk groups.
Conclusion: Despite statutory adoption of levels of care, the
proportion of deliveries at inappropriately low level facilities
increased for all risk groups. Access barriers and transfer behavior
may limit efforts.

889 | Changes in Severe Maternal Morbidity Rates in Texas
After State-Mandated Perinatal Regionalization

Rajesh Reddy1; Justin A. Drake2; Corwin Zigler2; Jeny Ghartey2;
Alison G. Cahill3; Lorie M. Harper1
1Dell Medical School, Austin, TX; 2University of Texas at Austin,
Austin, TX; 3Dell Medical School Health Transformation Research
Institute, Dell Medical School, The University of Texas at Austin,
Austin, TX

10:30 AM - 12:30 PM
Objective: Seeking to curb severe maternal morbidity (SMM)
and mortality, Texas adopted statutory levels of maternal care
rules. We evaluated if the state-mandated maternal level of care
designation law decreased SMM.
Study Design: Retrospective cross-sectional analysis of all deliv-
ery hospitalizations in Texas from 2016-2023 using quarterly
discharge data in the Texas Inpatient Public Use Data File. Out
of 221 designated hospitals, we included the 215 that reported
deliveries in the study period (32 Level IV, 43 Level III, 86
Level II, 54 Level I). As 99% of facilities received their requested
designation level, we assumed the same pre-mandate level.
Deliveries at sites that were not designated maternal facilities (89
total) were categorized Undesignated. We organized comorbidi-
ties by minimum recommended level of care (highest Level IV,
lowest ‘No risk’) using criteria in the Texas Administrative Code,
ACOG/SMFM Consensus, and literature. We chose a baseline of
2016(Q1) to 2018(Q4) due to (Q4)2015 introduction of ICD-10 and
2018 Texas rule adoption, then a post-intervention of 2021(Q4) to
2023(Q3) based on the September 2021 implementation deadline.
We used the CDC’s definition of SMM and ICD-10 codes to
calculate SMM rates.We categorized patients intominimum level
of care by their highest risk comorbidity and used a z-test for
two proportions to compare the SMM rates for each risk group
by delivery at appropriate or inappropriate level of care.
Results: SMM rates increased overall during the study period.
SMM decreased among patients with maternal risk levels II-IV
regardless of appropriate level of care, except for a stable rate in
risk level IV patients at inappropriate level facilities (Figure 1).
Maternal risk level I patients and those with no risks experienced
increases in SMM (Table 1).
Conclusion: SMM decreased for high-risk patients, particu-
larly when delivered at appropriate level facilities, while SMM
increased for low-risk patients and overall. As low-risk patients
constitute the overwhelming share of births, this cohort may
benefit from targeted policies.
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890 | Development of a Novel Machine-Learning-Based
Prediction Model to Stratify Risk for Adverse Perinatal
Outcomes

Rajet Vatsa1; Siguo Li2; Jessica L. Cohen3; Mark A. Clapp2
1Harvard University, Boston, MA; 2Massachusetts General
Hospital, Boston, MA; 3Harvard T.H. Chan School of Public
Health, Boston, MA

10:30 AM - 12:30 PM
Objective: An effective risk assessment tool for perinatal deaths
is critically needed, given that over one-third of stillbirths after
28 weeks of gestation are potentially preventable. While current
guidelines emphasize the role of clinical risk factors (e.g., medical
comorbidities), the value of geographic, sociodemographic, and
utilization-related factors in risk stratification is less known.
Study Design: We utilized electronic health records data from
a large integrated healthcare system between 4/2017 and 6/2023.
The analysis was restricted to births ≥ 28 weeks. We developed
and internally validated two classes of machine learning models
to predict a composite adverse outcome, including stillbirth, early
newborn death, and 5-minute Apgar < 7, using features known
before 28 weeks. The first class (“clinical”) only leveraged clinical
risk factors (e.g., chronic hypertension) known to be associated
with perinatal death, while the second class (“clinical+”) added
additional geographic (e.g., distance to hospital), sociodemo-
graphic (e.g., household income), and utilization-related (e.g.,
prenatal care use) features. We tested and compared the top-
performing models in each class with respect to their ability to
prospectively stratify the risk of adverse perinatal outcomes.
Results: The clinical+ model (AUC: 0.63 [95%-CI: 0.59-0.69])
had modest discrimination overall, similar to the clinical model
(AUC: 0.58 [95%-CI: 0.53-0.64]). However, the clinical+ model
stratified pregnancies into quartiles of predicted risk with signifi-
cantly different rates of the composite adverse outcome compared
to the clinical model, which did not. For the clinical+model, the
adverse outcome rate was 0.6% (95%-CI: 0.3-0.9%) in the lowest
and 4.6% (95%-CI: 3.9-5.3%) in the highest risk quartile.
Conclusion: A machine-learning-based model developed using
clinical, geographic, sociodemographic, and utilization-related
factors known at the start of the third trimester may more accu-
rately stratify risk than using clinical factors alone. Prospective
and external validation studies are needed to demonstrate its
utility in practice. 891 | Antepartum Fetal Surveillance Use and Rates of

Stillbirth by Predicted Risk of Adverse Perinatal Outcomes

Rajet Vatsa1; Siguo Li2; Jessica L. Cohen3; Mark A. Clapp2
1Harvard University, Boston, MA; 2Massachusetts General
Hospital, Boston, MA; 3Harvard T.H. Chan School of Public
Health, Boston, MA

10:30 AM - 12:30 PM
Objective: Over a third of stillbirths after 28 weeks of gestation
are thought to be potentially preventable, with antepartum fetal
surveillance (AFS) constituting the primary clinical tool for
prevention. We sought to compare the rates of stillbirths among
those who did and did not receive AFS, stratified by their baseline
risk.
Study Design: We utilized electronic health records data from
a large integrated healthcare system between 4/2017 and 6/2023
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to evaluate the association between AFS, specifically biophysical
profiles and nonstress tests conducted in the outpatient setting
prior to one’s admission for childbirth, and stillbirths occurring
after 28 weeks of gestation. Patients were stratified into quartiles
of risk for an adverse perinatal outcome using a machine-
learning-based model that incorporated information known by
the start of the third trimester. Characteristics of patients at
highest risk were compared between those who did and did not
receive AFS.
Results: Overall, 51% of pregnancies received at least one AFS
test. After prospectively stratifying pregnancies into risk quartiles,
rates of AFS utilization ranged from 38% in the lowest-risk to 66%
in the highest-risk quartile. Among pregnancies at highest risk,
there was a significant negative association between receipt of
AFS and rates of stillbirth: 8.8 per 1,000 births (95% CI: 3.4-14.3)
among un-surveilled pregnancies vs. 1.4 per 1,000 births (95% CI:
0.0-2.9) among surveilled pregnancies (p= 0.01). High-predicted-
risk individuals who did not receive AFS lived further from the
hospital and obtained less prenatal care but had lower rates of
nearly all traditional clinical risk factors.
Conclusion: Using a machine-learning-based model to stratify
risk of adverse perinatal outcomes, we demonstrated that AFS
was associated with an over 80% lower rate of third-trimester
stillbirth among those at highest risk. Further studies are required
to causally identify the effect of AFS by risk; however, these
findings suggest a potential role for policies to address barriers
that may prevent high-risk individuals from accessing AFS to
prevent stillbirth.

892 | Maternal Mental Health After Stillbirth Delivery

Rana Jawish; Amanda A. Allshouse; Robert M. Silver
University of Utah, Salt Lake City, UT

10:30 AM - 12:30 PM
Objective: Stillbirth has a significant impact onmaternal mental
health. The decision to pursue autopsy following stillbirth can
yield knowledge about cause of death (COD), both of which may
impact subsequent mental health outcomes for parents. Our

objective was primarily to examine associations between autopsy
decision and known cause of death with subsequent poor mental
health after stillbirth, and secondarily to determine charac-
teristics and factors associated with poor mental health after
stillbirth.
Study Design: This was a secondary analysis of singleton
stillbirth cases in the Stillbirth Collaborative Research Network
case-control study. Primary exposures were decision to perform
autopsy (none, partial, full) and autopsy results (known COD,
otherwise.) The primary outcome was a mental health composite
assessed 1-3 years after the index pregnancy (Edinburgh depres-
sive scale, elevated grief, elevated distress, low post-traumatic
growth, or self-reported increase in drinking or smoking).
Results: Of 620 parents, 272 participated in the follow up
interview (44%), with autopsy decision full (66%), partial (19%),
and none (14%), and known COD 57% (82% of full autopsy, 52% of
partial, 0% of no autopsy). 54% had poor mental health at follow
up including depression (26%), elevated distress (25%), grief (18%),
increased smoking or drinking (15%), and low resilience (11%).)
Neither autopsy decision nor knowledge from autopsy were
associated with mental health at follow up (Table 1). Factors
associatedwith poormental health after stillbirthwere childhood
physical/emotional abuse/trauma, angry feeling internalization,
chronic autoimmune conditions, prior mental health conditions,
low income, and feeling blamed for stillbirth (Table 2). When
modeled jointly, only childhood trauma (OR: 4.1 (1.6-10.7)) and
low income (2.3 (1.3-4.0)) remained significantly associated with
poor mental health.
Conclusion: Adverse mental health outcomes were remarkably
high after stillbirth and were associated with low income, and
prior trauma. Additional follow-up and screening tools could
optimize mental health after stillbirth.
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893 | Obstetric Emergencies, When to Provide Abortions,
and State Restrictions: a Survey of Us Emergency
Physicians

Rauvynne N. Sangara1; Priscilla Garza2; Emma Lantos2; Sophie
Terp2; Sarah Axeen2; Brian Nguyen2
1Division of Maternal Fetal Medicine, Department of Obstetrics
and Gynecology, University of Southern California, Los Angeles,
CA; 2University of Southern California, Los Angeles, CA

10:30 AM - 12:30 PM
Objective: To explore emergency medicine (EM) provider atti-
tudes about obstetric emergencies, the appropriateness of their
management via abortion, and the influence of abortion restric-
tions on clinical decision making.
Study Design: We distributed an anonymous, cross-sectional,
electronic survey to EM providers nationwide using social media
platforms and specialty listservs. Using Likert-type scales, the
survey listed several obstetric presentations; participants then
reported (1) which might qualify as obstetric emergencies, (2)
the appropriateness of abortion as management for these condi-
tions, (3) the availability of abortion at their site, and (4) their
beliefs on obligation to provide abortion if against state law. We
examined variations based on the abortion permissiveness or
restrictiveness of the participant’s state of practice via bivariate
analysis.
Results: Most respondents (N = 203) identified as non-
Hispanic white (69%), female (57%), attending physicians (74%),
in abortion-permissive states (61%). A majority thought that rup-
tured ectopic pregnancy (96%), hemorrhage (82%), septic abortion
(59%), pulmonary embolism (51%), and hypertensive disease
(51%)were obstetric emergencies requiring immediate, life-saving
intervention. Abortion was viewed as often/always appropriate
for ectopic pregnancy (97%), septic abortion (89%), incomplete
abortion (83%), hemorrhage (65%), hypertensive disease (52%),
pregnancy loss (50%), infection (45%), preterm premature rupture
ofmembranes (38%), and pulmonary embolism (11%).Many (21%)
believed legal restrictions would prevent EM providers from
considering abortion for obstetric emergencies; 9% reported that
abortion restrictions personally affected their clinical decision-
making. Most (84%) agreed that EM clinicians must provide
and/or facilitate abortion for obstetric emergencies, even if
prohibited by state law. Responses did not vary by abortion
permissive versus restrictive states (p = 0.48).
Conclusion: EMproviders considermany diagnoses to be obstet-
ric emergencies with abortion being an appropriate treatment in
many cases, even if prohibited by state law.

894 | Does First Trimester Blood Pressure Affect Uterine
Artery Doppler Changes During Pregnancy?

Rebecca Horgan1; Erkan Kalafat2; Elena Sinkovskaya1; Alfred Z.
Abuhamad1; George R. Saade1
1Macon & Joan Brock Virginia Health Sciences Eastern Virginia
Medical School at Old Dominion University, Norfolk, VA; 2Koc
University Hospital, Istanbul, Istanbul

10:30 AM - 12:30 PM
Objective: First trimester blood (BP) has been shown to have an
association with preeclampsia (PE) development later in preg-

nancy. Our objective was to determine whether this association
is dependent on change in uterine perfusion which is also known
to be associated with PE.
Study Design: This was a prospective longitudinal cohort study
within the Human Placenta Project which enrolled patients at
≤ 13+6 weeks’ gestation. Data was obtained by trained research
coordinators. At the 1st trimester study visit, BP was measured
and categorized according to the American Heart Association
(AHA) classification as normal, elevated, or hypertension which
included stage 1 and stage 2. Uterine artery Doppler pulsatility
index (UtA-PI) was obtained at eight timepoints during preg-
nancy beginning in the first trimester (Figure). Doppler values
were modeled with mixed-effects regression and longitudinal
trajectories were formed with k-means clustering. Additive effect
of Doppler values to blood pressure was assessed with Cochrane-
Armitage test for trend. A mediation analysis was undertaken to
elucidate howmuch of the effect of blood pressure (BP) is exerted
over Doppler values.
Results: 608 pregnancies were included in the analysis, with 60
developing PE. Longitudinal assessment of UtA-PI revealed 3 tra-
jectory groups (normal, elevated, abnormal, Figure). Addition of
UtA-PI to first trimester blood pressure categorization improved
the risk classification for AHAelevated BP (PE developed in 0.0%,
9.8%, 20.0% of UtA normal, elevated, and abnormal, P = 0.042)
and AHA hypertension categories (PE developed in 15.0%, 17.1%,
38.2% of UtA normal, elevated, and abnormal, P= 0.021) (Figure).
On themediation analysis, the odds ratio of elevated BP (OR: 2.23,
95% CI: 0.96-4.88 vs. 2.23, 95% CI: 0.97-4.84) and hypertension
categories (OR: 4.94, 95% CI: 2.69-9.25 vs. 4.89, 95% CI: 2.68-9.11)
changed very little with the addition of Doppler values.
Conclusion: First trimester BP categorization according to AHA
is an independent risk factor for preeclampsia and related risk is
not exerted over uterine artery function.

895 | First and Third Trimester UltrasoundMarkers for
Prediction of Placenta Accreta Spectrum & Clinical
Outcomes

Rebecca Horgan1; Elizabeth Miller2; Yara Hage Diab1; Juliana
Martins3; George R. Saade1; Camille Kanaan1; Jerri A. Waller1
1Macon & Joan Brock Virginia Health Sciences Eastern Virginia
Medical School at Old Dominion University, Norfolk, VA; 2Macon
& Joan Brock Virginia Health Sciences Eastern Virginia Medial
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School at Old Dominion University, Norfolk, VA; 3Macon & Joan
Brock Virginia Health Sciences Eastern Virginia Medial School at
Old Dominion University, Virginia Beach, VA

10:30 AM - 12:30 PM
Objective: To evaluate the predictive accuracy of ultrasound
markers for placenta accreta spectrum (PAS) and associated
clinical outcomes in patients with prior cesarean delivery and
placenta previa.
Study Design: This retrospective cohort study included patients
with prior cesarean delivery and placenta previa who received
prenatal care at our tertiary center from Jan 2015 to June 2022.
Ultrasound markers evaluated in the first and third trimester
included lacunae presence/count, bladder wall interruption, loss
of retroplacental clear zone, bridging vessels, and parametrial
vascularization. Ultrasounds were reviewed blindly by an MFM
physician. Primary outcome was PAS and secondary outcomes
included PAS severity (accreta, increta, percreta), visceral injury
during surgery (bladder, ureter, bowel), and severe blood loss
(EBL >1000 mL or blood transfusion). Shallow gradient booster
models assessed prediction model performance with area under
the curve (AUC) values and feature importance plots.
Results: Of 111 pregnancies, the final diagnosis was PAS in 33 and
placenta previa without PAS in 78. Third-trimester ultrasound
markers were highly predictive of PAS (AUC: 0.92, 95% CI:
0.86-0.98) vs. first-trimester markers (AUC: 0.79, 95% CI: 0.63-
0.93) (P = 0.047). The most predictive feature of PAS severity
was bridging vessels, followed by loss of clear zone. Increta or
percreta diagnosis rates were 34.4% (both features present), 18.2%
(one feature), and 4.4% (absent). Visceral injury prediction was
highest with loss of clear zone, followed by bridging vessels:
21.9% (both present), 18.2% (one), 2.9% (absent). Severe blood loss
predictors were bridging vessels and parametrial vascularization:
89.7% (both present), 82.1% (one), 44.4% (absent).
Conclusion: Third-trimester ultrasound is an excellent predictor
of PAS diagnosis. PAS ultrasound features vary in predictive
potential for clinical outcomes. Top predictors of PAS severity,
visceral injury, and severe blood loss are bridging vessels, loss of
clear zone, and parametrial vascularization.

896 | Machine Learning Prediction of Gestational
Hypertensive Complications at Point-of-Care

Reetam Ganguli1; Julia Sroda Agudogo2; Stephen Wagner2

1Elythea, San Jose, CA; 2Beth Israel Deaconess Medical Center,
Boston, MA

10:30 AM - 12:30 PM
Objective: Hypertensive disorders of pregnancy (HDP) pose
significant risks to both maternal and fetal health, potentially
leading to early induction and NICU admission. Early identifi-
cation and intervention have been shown to prevent up to 80%
of preeclampsia cases. This study aims to develop and evaluate a
machine learning model to predict preeclampsia using routinely
collected prenatal variables.
Study Design: An extreme gradient boosting model was devel-
oped to predict the risk of HDP, inclusive of preeclampsia and
gestational hypertension. The model was trained on data from
the American College of Surgeons National Surgical Quality
Improvement Program database comprising prenatal and demo-
graphic variables from a large cohort of pregnant women from
2018 to 2021 and tested on data from 2022.
Inclusion criteria were term deliveries without missing data for
hypertensive complications. Patients missing hypertensive com-
plication data were excluded. The model incorporated clinical
history, demographic information, and early-stage comorbidities.
To address class imbalance, weight scaling algorithms were
utilized and patients from 2014-2017 with hypertensive complica-
tions to enhance the representation of the positive class, with the
exception of 2015 patients due to corrupted data.
Results: 35 factors across 11,298,212 patients were used to develop
the model. Of these patients, 1,551,321 (13.7%) had prenatal
hypertensive complications, The model was tested on 3,258,442
total patients, of which 907,974 (27.9%) had hypertensive compli-
cations. The XGBClassifier model achieved an AUC-ROC of 0.70,
with a 74.9% accuracy, 48.2% sensitivity and 0.75 F1 score.
Conclusion: Early-stage predictive models used at the point of
care can detect nearly half of all hypertensive complications at
the point of care with discriminative ability. Early identification
through such models may allow for targeted clinical interven-
tions, harboring potential for the prevention of hypertensive cases
and cost savings for payors.
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897 | Transfer Status and Severe Hemorrhage Risk in
Cesarean Section Patients

Reetam Ganguli1; Joshua Woo2; Alice Lin2; Maguire
Anuszewski2; Julia Sroda Agudogo3; Stephen Wagner3
1Elythea, San Jose, CA; 2Warren Alpert Medical School, Brown
University, Providence, RI; 3Beth Israel Deaconess Medical Center,
Boston, MA

10:30 AM - 12:30 PM
Objective: Transfer status influences severe hemorrhage risk in
cesarean section patients, highlighting the importance of tailored
preoperative management strategies to mitigate complications.
This study evaluated the association between transfer indications
and severe hemorrhage necessitating transfusion in patients
undergoing cesarean sections.
Study Design: A retrospective cohort study was conducted
using data from the American College of Surgeons National
Surgical Quality Improvement Program (ACS NSQIP) database
from January 2009 to December 2021. Included were patients
undergoing cesarean sections identified by Current Procedural
Terminology (CPT) codes 59510, 59514, 59515, 59618, 59620, and
59622. Exclusion criteria included missing data for the outcome
variable indicating severe hemorrhage necessitating transfusion.
Chi-square tests determined statistical significance, and odds
ratios (OR) with 95% confidence intervals (CI) quantified the risk
of severe hemorrhage for patients with different transfer statuses
compared to patients who were not transferred.
Results: In our cohort of 43,713 patients, 61.27% were not trans-
ferred (admitted from home). Transfers from home/permanent
residence had a significantly lower risk of severe hemorrhage (OR
= 0.755, 95%CI: 0.677-0.842, p< 0.001). Conversely, transfers from
outside emergency departments (OR= 4.307, 95% CI: 2.057-9.020,
p < 0.001) and other facilities (OR = 5.653, 95% CI: 1.263-25.302,
p = 0.079) exhibited markedly higher risk. Acute care hospital
transfers were also associated with a significantly lower risk
of severe hemorrhage (OR = 0.336, 95% CI: 0.218-0.517, p <

0.001). Transfers from acute care hospital inpatient and unknown
transfer reasons did not show statistically significant differences.
Conclusion: Cesarean deliveries transferred from outside emer-
gency departments and other facilities are at higher hemorrhage
risk, making enhanced preoperative management vital. These
findings emphasize considering transfer status in risk stratifica-
tion and preoperative planning to mitigate hemorrhage risks in
cesarean section patients.

898 | Weighing the Options: A Six-Year Single-Center
Analysis of Second No-Call Non-Invasive Prenatal Testing
Results

Ronan Daly1; Fianat Bligh2; Sirisha Bellamkonda2; Claire
O’Rourke2; Elizabeth Tunney1; Patrick Dicker1; Sieglinde
Mullers3; Fergal D. Malone4; Karen Flood5
1Royal College of Surgeons in Ireland, Dublin, Dublin; 2RCSI
Rotunda Hospital, Dublin, Dublin; 3Rotunda Hospital Dublin,
Dublin, Dublin; 4Royal College of Surgeons in Ireland, Dubiln,
Dublin; 5Royal College of Surgeons in Ireland, Dublin, DE

10:30 AM - 12:30 PM
Objective: While a low-risk Non-invasive Prenatal Screening
(NIPS) can offer reassurance for expectant parents, a no-call result
(NCR) can cause significant anxiety. A definitive result is not
guaranteed with repeat NIPS and a second NCR may compound
patient uncertainty. This study aims to inform clinical practice
and counselling for patients who receive NCRs by analyzing the
demographics and outcomes of NCRs over the past six years.
Study Design: This retrospective cohort study was conducted at
a large obstetric hospital in Ireland, utilizing a SNP-based cell-
free fetal DNA test. We identified NCRs through an integrated
electronic healthcare record. Data were collected on all patients
who received NCRs from November 2017 to January 2024.
Results: 10,025 NIPS were conducted with 376 of patients receiv-
ing an initial NCR (3.8%). Themedian gestational age at first NIPS
draw was 10.4 weeks [IQR: 9.7,11.7] with no significant difference
across weight groups (p = 0.566). 354 (94%) underwent a second
NIPS with a result yielded in 76% (n = 269) and 85 patients (24%)
receiving a second NCR. A significant difference was found in
the distribution of second NCRs by weight (p = 0.001), with 40%
of patients in the > 90 kg group receiving a further NCR. Fetal
fraction (FF) at second NIPS decreased significantly according
to maternal weight, with a median FF of 6.5% [IQR: 4.3,10.0] in
patients < 65kgs and a median FF of 3.1% [IQR: 2.5,4.3] in those
> 90kgs (p = 0.001). 24% of second NCRs (n = 20) underwent
invasive testing, with half of these pregnancies affected by fetal
aneuploidy. Table 1 summarizes the trends in NCRs and FF
according to maternal weight.
Conclusion: Despite repeat NIPS often providing a definitive
result following an initial NCR, our study shows a significant
correlation between maternal weight above 90kgs and the likeli-
hood of a second NCR. Given this 40% risk of a further NCR and
the underlying risk of fetal aneuploidy, we recommend offering
invasive diagnostic options following an initial NCR to provide
certainty for this patient group.
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899 | Assessing Antenatal and Postnatal Growth in Severe
and Non-Severe Fetal Growth Restriction

Roopjit K. Sahi; Manesha Putra; John Hobbins
University of Colorado Anschutz Medical Campus, Aurora, CO

10:30 AM - 12:30 PM
Objective: Our aim was to determine if severity of fetal growth
restriction (FGR) is related to growth trajectory after birth, and
whether an in-uteromarker of body composition, including thigh
volume, correlates with growth after birth.
Study Design: In this retrospective observational study, FGR
pregnancies were included, and subdivided as severe or non-
severe (severe FGR indicating estimated fetal weight, EFW or
abdominal circumference, AC less than 3rd percentile, with or
without Doppler abnormalities). Measures of EFW, AC, total
thigh volume (TTV), lean mass volume (LMV) were extracted
from antenatal scans. Fat mass volume (FMV) was calculated by
subtracting TTV from LMV. Postnatally, weight (and z-scores)
was measured at birth, 1-3 months, 6 months, 1-year, 3 years,
and 5 years of age. Median values (and interquartile range) of
indices were compared between both groups. Using Pearson
correlation analysis, correlation coefficients (r) were calculated
between antenatal and postnatal parameters.
Results: The cohort includes 42 severe and 14 non-severe FGR
pregnancies. In the severe FGR group, median values of TTV,
LMV, FMV, EFW, EFW percentile, and AC percentile were lower
compared to those in non-severe group (p< 0.05); ultrasounds
done at the median gestational age of 35.93 weeks in both groups.
Incidence of ‘accelerated growth’ (increase in weight z-score
greater than 0.8) was higher in severe FGR group (80.9% versus
35.7%, p 0.01), typically observed between 6months-3 years of age
(Figure 1(a), 1(b)). By 5 years of age,weight (and z-score) of infants
from severe group was lower than non-severe group (p 0.04).
Birthweight (BW) correlated well with TTV (r 0.62, p < 0.01),
and EFW percentile (r 0.69, p < 0.01). However, no significant
correlations were observed during subsequent follow-ups.
Conclusion: In severe FGR group, despite accelerated growth of
infants between 6 months-3 years, the median weight is lesser
compared to non-severe group at 5 years of age,which could result
in false reassurance in earlier years. In-utero markers, TTV and
EFW, correlate significantly and similarly with BW.

900 | Prediction Model for Spontaneous Onset of Active
Labor After Pre-Labor Rupture of Membranes at Term

Roza Berkovitz-Shperling1; Omri Dominsky2; Yariv Yogev3; Shai
Ram4

1Tel Aviv Sourasky Medical Center, Tel Aviv Sourasky Medical
Center, Tel Aviv; 2Tel Aviv Sourasky Medical Center, Tel Aviv
Sourasky Medical Center, HaMerkaz; 3Lis Maternity Hospital,
Sourasky Medical Center, Tel Aviv University, Tel Aviv Sourasky
Medical Center, Tel Aviv; 4ICHILOV, Tel Aviv, HaMerkaz

10:30 AM - 12:30 PM
Objective: Term pre-labor rupture of membranes (PROM) is
a significant event that may pose risks for maternal and fetal
complications. We aimed to develop a predictive model for the
spontaneous onset of active labor within 24 hours following
membrane rupture at term.
Study Design: 1. 1. A retrospective cohort study in a sin-
gle, university-affiliated tertiary medical center which included
women who presented at term (37-41 weeks) with PROM and
were managed conservatively upon patient request, without
induction of labor, (January 2011–December 2023).
2. The primary outcome was spontaneous onset of active labor,
defined as cervical dilation to 6 centimeters (cm), within 24 hours
after membrane rupture.
3. Exclusion criteria included: women who received oxytocin
during the 24 hours after PROM and before reaching active
labor (6 cm dilatation), women with non-clear amniotic fluid,
the necessity for cesarean delivery, suspected infection and
non-reassuring fetal monitoring.
4.Potential risk factors including demographic, medical and
obstetric characteristics were examined.
5. Repeat amniotomy was defined as the need for additional
amniotomy, after admission with PROM.
6. Prediction model was built using a backward variable selection
based upon significant risk factors which were found in the
multivariable logistic regression (P < .05).
Results: 1. Overall, during the study period 10,633 women met
the inclusion criteria and were enrolled.
< 2.Within 24 hours after PROM, 6,961 (65.4%) had spontaneous
onset of active labor.
< 3. Spontaneous onset of labor after PROM was associated with
parity, cervical dilatation and cervical length at admission, repeat
amniotomy, and GBS status.
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< !4. The predictionmodel for onset of labor within 24 hours after
PROM had an area under the curve (AUC) of 0.813 with accuracy
of 75.94%
Conclusion: The predictive model effectively identifies women
at higher chance of spontaneous active labor within 24 hours fol-
lowing PROM. Thismodelmay improve clinical decision-making
and labor management strategies after term PROM.

901 | Birth Location and Risk of Infant Death in Twin
Pregnancies

Rang Kim1; Stephen Contag2; Kriti N. Vedhanayagam3; Sergio
Karageuzian4; Ilish Gedestad5; Synia Chunn3; Megan Marquez1;
Ruofan Yao3
1Loma Linda University School of Medicine, Loma Linda
University, CA; 2University of Minnesota, Minneapolis, MN;
3Loma Linda University School of Medicine, Loma Linda, CA;
4Loma Linda University School of Medicine, Pasadena, CA;
5Loma Linda University School of Medicine, Redlands, CA

10:30 AM - 12:30 PM
Objective: To evaluate the association between birth location
(birth center vs. hospital) and the risk of infant death in twin
pregnancies.
Study Design: This retrospective cohort study analyzed data
from the NCHS linked multiple birth and infant death database
from 2016 to 2020. Inclusion criteria were matched twin preg-

nancies without congenital anomalies. Infant mortality was the
primary outcome. Chi-square tests and logistic regressionmodels
were used to assess the association between birth location and
infant mortality, adjusting for gestational age at delivery (GA ≤

34 weeks and GA > 34 weeks) and order of birth (Twin A and
Twin B).
Results: Among 607,355 twin births, the overall rate of neonatal
death was 0.97%. Neonatal death was higher in birth centers
(3.04%) compared to hospitals (0.96%) (p < 0.001). For GA >

34 weeks, neonatal death was 0.82% in birth centers vs. 0.18%
in hospitals (p < 0.001, OR 4.59 [95% CI 2.75-7.67]). For GA ≤

34 weeks, neonatal death was 13.68% in birth centers vs. 4.24%
in hospitals (p < 0.001, OR 3.58 [95% CI 2.67-4.81]). In Twin A,
neonatal death was 3.65% in birth centers vs. 0.93% in hospitals (p
< 0.001, OR 4.06 [95% CI 3.00-5.50]), while in Twin B, neonatal
death was 2.30% in birth centers vs. 1.00% in hospitals (p < 0.001,
OR 2.32 [95% CI 1.53-3.52]).
Conclusion: Birth center delivery is associated with a sig-
nificantly higher risk of infant mortality in twin pregnancies
compared to hospital delivery. This increased risk persists across
different gestational ages and the order of birth. These findings
suggest that hospital deliveries might offer safer outcomes for
twins, particularly those at higher risk of neonatal complications.

902 | is Expectant Management of Late Pprom an Option
in Patients with Gbs Colonization?

Sabina Razdolsky; Elior Eliasi; Elana Minic; Hadel Jamal; Ariel
Mani; Miriam Lopian
Mayanei Hayeshua Medical Center, Mayanei Hayeshua Medical
Center, Tel Aviv

10:30 AM - 12:30 PM
Objective: To determine if carriers of group B streptococcus
(GBS) have adverse obstetric and neonatal outcomes when
preterm premature rupture of membranes (PPROM) occurs
between 34 to 37 weeks of pregnancy.
Study Design: A retrospective cohort study was conducted at
a single university-affiliated medical center between 2012 and
2022. Patients who had preterm premature rupture of mem-
branes (PPROM) between 34 to 37 weeks of pregnancy carrying
a singleton gestation, with no contraindications to expectant
management were included in the study group. According to
the department protocol, all patients with PPROM receive 1G
of IV Azithromycin once and 4g of IV penicillin every 4 hours.
Antibiotics are discontinued in patients negative for GBS and
continued for one week in GBS positive patients. Outcomes
were compared to those with a negative GBS culture. Baseline
demographic characteristics were compared between the groups.
The primary outcome was latency from PPROM till deliv-
ery. Secondary outcomes included cesarean delivery, composite
adverse maternal outcome (PPH, chorioamnionitis, abruption of
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placenta) and composite neonatal outcome (NICU admission,
respiratory distress syndrome, early onset GBS disease).
Results: Two hundred and seventeen patients were included
in the study. 98(45.2%) were GBS carriers and 119 (54.8%) were
noncarriers. There were no significant between group differences
in mean maternal age (27.3±6,29.7±6.1;p = 0.37) or gestational
age at delivery (252 days±5,252 days±6;p = 0.4), rate of diabetes
(10.1%,10.2%;p= 0.97 ) neonatal mean birthweight (2602g,2698g;p
= 0.32).
There were no significant differences between the groups for
the primary outcome of duration from membrane rupture until
delivery (2.83 ± 2.9 days,3.03 ± 2.9 days;P = 0.98) nor the rate of
cesarean delivery (9.8%,10.9%;p = 0.45) or in composite maternal
(2.7%,1.9%;p = 0.26) or neonatal outcomes(23%,22%;p = 0.34).
Conclusion: Expectant management of late PPROM in GBS
carriers is not associated with an increased risk of adverse
maternal or neonatal outcomes.

903 | Perinatal Mortality and Other Severe Outcomes
Following Planned Birth at 39 Weeks Versus Expectant
Management

Kylie Crawford1; Waldemar A. Carlo2; Anthony O. Odibo3; Aris
T. Papageorghiou4; William Tarnow-Mordi5; Sailesh Kumar6; On
behalf of the Mater Research Institute and The University of
Queensland
1Mater Research Institute-The University of Queensland, Brisbane,
Queensland; 2University of Alabama at Birmingham,
Birmingham, AL; 3University of Missouri - Kansas City, Leawood,
KS; 4University of Oxford, Oxford, England; 5The University of
Sydney, Sydney, New South Wales; 6The University of Queensland,
Brisbane, Queensland

10:30 AM - 12:30 PM
Objective: To investigate differences in perinatal and maternal
outcomes in low-risk women following any type of planned
birth (induction of labour or scheduled caesarean section) at
39+0–39+6 weeks versus expectant management.

Study Design: Retrospective cohort study. Study outcomes
were perinatal mortality, severe neonatal neurological morbidity,
severe neonatal non-neurological morbidity, severematernal out-
come, maternal-infant separation, severe perineal trauma, shoul-
der dystocia, and caesarean birth. Subgroup analyses according to
parity and birthweight were also performed.
Results: Of 472,520 low-risk pregnancies >39+0 weeks planned
birth at 39+0–39+6 weeks occurred in 97,438 (20.6%) women
of whom 39,697 (40.7%) underwent induction of labour and
57,741 (59.3%) had scheduled caesarean delivery. Compared with
expectant management, planned birth at 39+0–39+6 weeks was
associated with lower odds of perinatal mortality (aOR 0.48;
95%CI 0.30, 0.76, p = 0.002), antepartum stillbirth (aOR 0.38;
95%CI 0.15, 0.97, p = 0.04), and intrapartum stillbirth (aOR 0.16;
95%CI 0.04, 0.66, p= 0.01). Planned birthwas also associatedwith
reduction in the odds of severe neonatal neurological morbidity
(aOR 0.46; 95%CI 0.39, 0.53, p = 0.00004), severe neonatal non-
neurological morbidity (aOR 0.65; 95%CI 0.62, 0.68, p= 0.00004),
severe maternal outcome (aOR 0.95; 95%CI 0.92,0.99, p = 0.008)
and increased odds of maternal-infant separation (aOR 1.04;
95%CI 1.00, 1.08, p = 0.075). Planned birth by induction of labour
was associatedwith reduced odds of caesareandelivery (aOR0.54;
95%CI 0.51, 0.58, p = 0.00004), severe perineal trauma (aOR 0.53;
95%CI 0.45, 0.63, p = 0.00004), and shoulder dystocia (aOR 0.73;
95%CI 0.64, 0.84, p = 0.00004).
Conclusion: Planned birth between 39+0–39+6 weeks in low-risk
women compared to expectant management was associated with
lower odds of perinatal mortality, severe neonatal neurological
and non-neurological morbidity and severe maternal outcome.
For women who were induced, it was associated with lower odds
of severe perineal trauma, shoulder dystocia, and caesarean birth.

904 | Twin Twin Transfusion Syndrome (TTTS) Stage 1: Do
WeManage Expectantly vs. Treat Immediately?

Sami Backley1; Eric P. Bergh2; Jimmy Espinoza1; Felicia V.
LeMoine1; Neha Agarwal3; Gustavo Vilchez4; Percy N.
Pacora-Portella5; Anthony Johnson6; Edgar A.
Hernandez-Andrade7; Ashley Salazar8; Sen Zhu9; Ramesha
Papanna7
1Division of Fetal Intervention, Department of Obstetrics,
Gynecology and Reproductive Sciences, McGovern Medical School
at UTHealth Houston, Houston, TX; 2UT Health, Houston, TX;
3Division of Fetal Intervention, Department of Obstetrics,
Gynecology and Reproductive Sciences, UTHealth McGovern
Medical School, Houston, TX, USA, Houston, TX; 4UTHealth
Houston, Houston, TX; 5Division of Fetal Intervention, Dpt
Obstetrics,Gynecol and Reprod Sciences, McGovern Medical

150 of 177 Poster Session 3



School at UTHealth Houston, Houston, TX; 6McGovern Medical
School University of Texas Health Science Center at Houston
(UThealth), Houston, TX; 7McGovern Medical School at
UTHealth Houston, Houston, TX; 8Division of Fetal Intervention,
Department of Obstetrics, Gynecology and Reproductive Sciences,
McGovern Medical School at UT Health Houston, Houston, TX;
9McGovern Medical School at the University of Texas, Houston, TX

10:30 AM - 12:30 PM
Objective: Randomized controlled trial (RCT) for twin-twin
transfusion syndrome (TTTS) Stage 1 showed no difference in sur-
vival between expectant management and immediate fetoscopic
laser surgery (FLS). However, higher perinatal survival with
immediate FLS for TTTS Stage 1 has been reported andmay justify
immediate treatment. We aimed 1) to compare perinatal survival
between expectant management and immediate treatment in
TTTS Stage 1 and 2) to compare perinatal survival across TTTS
Stages 1-4 who underwent FLS for treatment of TTTS.
Study Design: Perinatal survival of TTTS Stage 1 undergoing
expectant management reported by Stirnemann et al, were com-
pared to perinatal survival rates at our center utilizing prospective
data from 90 monochorionic, diamniotic twin pregnancies com-
plicated by TTTS Stage 1. All pregnancies underwent immediate
FLS between 2011-2024. Pregnancies with cervical length< 1.5cm,
non-isolated TTTS, missing delivery or neonatal outcomes were
excluded. The primary outcome was dual perinatal survival. Sur-
vival outcomes for TTTS Stage 1 were also compared to TTTS
stages 2-4.
Results: Our center’s dual survival to birth was higher than the
previously reported rates with expectant management of TTTS
Stage 1 (Table 1). There was no difference in dual perinatal
survival between our center and the previously reported rates
in expectantly managed TTTS Stage 1 (Table 1); however, the
sample size was not sufficient to detect the 10% difference in dual
perinatal survival. Perinatal survival was higher in TTTS Stage 1
with immediate FLS when compared to other TTTS stages with
FLS (Table 2).
Conclusion: Perinatal outcomes following immediate FLS for
TTTS Stage 1 are more favorable when compared to other
TTTS Stages and similar, or better, than expectant management.
Immediate FLS should be considered a viable treatment option
for TTTS stage 1, though a larger randomized trial to test the
efficacy of immediate FLS should be considered.

905 | Risk Factors for PPROM Following Laser Surgery in
Twin-to-Twin Transfusion Syndrome

Sami Backley1; Eric P. Bergh2; Felicia V. LeMoine1; Neha
Agarwal3; Gustavo Vilchez4; Ashley Salazar5; Edgar A.
Hernandez-Andrade6; Anthony Johnson7; Ramesha Papanna6;
Jimmy Espinoza1
1Division of Fetal Intervention, Department of Obstetrics,
Gynecology and Reproductive Sciences, McGovern Medical School
at UTHealth Houston, Houston, TX; 2UT Health, Houston, TX;
3Division of Fetal Intervention, Department of Obstetrics,
Gynecology and Reproductive Sciences, UTHealth McGovern
Medical School, Houston, TX, USA, Houston, TX; 4UTHealth
Houston, Houston, TX; 5Division of Fetal Intervention,
Department of Obstetrics, Gynecology and Reproductive Sciences,
McGovern Medical School at UT Health Houston, Houston, TX;
6McGovern Medical School at UTHealth Houston, Houston, TX;
7McGovern Medical School University of Texas Health Science
Center at Houston (UThealth), Houston, TX

10:30 AM - 12:30 PM
Objective: Preterm prelabor rupture of membranes (PPROM)
is the most frequent complication of in-utero surgery. The
intraoperative use of distention media, such as lactated Ringer’s,
is thought to be caustic to the amniotic membrane. We sought to
identify risk factors of PPROM following fetoscopic laser surgery
(FLS) for twin-twin transfusion syndrome (TTTS).
Study Design: This single-center prospective cohort study
included monochorionic-diamniotic twin pregnancies who
underwent FLS between 2011 and 2024 for management of
TTTS. PPROM was defined as PROM < 34 weeks’ gestation.
Pregnancies with missing delivery or neonatal outcomes were
excluded. Maternal characteristics and perioperative factors
were compared using comparative statistics. Multiple logistic
regression was performed to evaluate the relationship between
PPROM and the following factors: gestational age (GA) at FLS,
amnioinfusion, and other confounders. Cox proportional hazard
modeling was performed to evaluate factors influencing the
procedure-to-delivery interval (days).
Results: PPROM occurred in 292 (39%) of 748 eligible preg-
nancies. Clinical characteristics are displayed in Table 1. GA at
delivery was earlier and smaller amnioreduction volumes were
seen in pregnancies with PPROM compared pregnancies without
PPROM (Table 1). GA at FLS (adjusted odds ratio [aOR] 0.85, 95%
confidence interval [CI] 0.77-0.94), pre-operative cervical length
(aOR 0.98, 95% CI 0.96-0.99), placental abruption (aOR 1.94, 95%
CI 1.01-3.72), collagen plug placement (aOR 2.17, 95% CI 1.18,
3.98) and chorioamnion membrane separation (CAS) (aOR 5.42,
95% CI 2.54-11.56) were associated with the diagnosis of PPROM.
PPROM, CAS, cervical length prior to FLS, placental abruption,
and GA at FLS independently influenced procedure-to-delivery
interval (Figure 1).
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Conclusion: PPROM remains a major complication of FLS
resulting in an earlier GA at delivery. CAS is the most important
risk factor for PPROM after FLS surgery while amnioinfusion
of ≥1 L is not a risk factor for PPROM following FLS for the
management of TTTS.

906 | Rurality is Associated with Increased Risk for Severe
Maternal Morbidity Among Socially Vulnerable
Communities

Sara EK Phillips; Bharti Garg; Sophie Neuner Weinstein; Aaron
B. Caughey
Oregon Health & Science University, Portland, OR

10:30 AM - 12:30 PM
Objective: To evaluate the association between severe maternal
morbidity (SMM) and rural residence among communities of
high social vulnerability.
Study Design: We performed a retrospective cohort study
using California’s linked vital statistics-hospital discharge

data (2018-2020). The study population composed of individuals
with singleton, non-anomalous pregnancies delivered between
20-44 weeks’ gestation with maternal residence (at time of
birth) in communities deemed high on the Center for Disease
Control’s (CDC) Social Vulnerability Index (SVI) in 2020. Our
primary outcome was a composite of SMM, defined using the
CDC’s published list of 21 indicators. Multivariable Poisson
regression was used to calculate an adjusted risk ratio to assess
whether rural residence in socially vulnerable communities was
associated with SMM.
Results: Of the 605,301 births meeting inclusion criteria, 38,350
(6.3%) were from rural California. Rural Californians were more
likely to be Non-Hispanic White (34.2% vs 21.8%), less than 20
years of age (6.4% vs 4.3%), publicly insured (71.2% vs. 55.9%) and
have an education level of high school or below (54.1% vs 41.9%).
Compared to urban centers, the prevalence of SMM was greater
in rural communities of high SVI (1.75% vs. 1.46%, p< 0.001).
The indicator with the highest proportion was maternal blood
transfusion (1.5% for rural, 1.1% for urban, p< 0.001). There was
an increased risk of SMM in rural communities after adjusting
formaternal race/ethnicity, age, education, insurance, parity, and
preexisting diabetes and hypertension (aRR 1.21; 1.12-1.31).
Conclusion: SVI reflects a community-level resilience for com-
bating external stressors. Our findings suggest that individuals
from rural communities with high social vulnerability may face
additional disadvantages compared to their urban counterparts.
More research is needed to explore the root causes of rural
maternal disparities, so we may design meaningful interventions
to optimize the health of our rural patients.
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907 | Rurality is Associated with Decreased Risk for
Adverse Neonatal Outcomes Among Socially Vulnerable
Communities

Sara EK Phillips; Bharti Garg; Sophie Neuner Weinstein; Aaron
B. Caughey
Oregon Health & Science University, Portland, OR

10:30 AM - 12:30 PM
Objective: To assess the relationship between rural residence and
adverse neonatal outcomes among socially vulnerable communi-
ties.
Study Design: This is a retrospective cohort study using Cali-
fornia’s linked vital statistics-hospital discharge data (2018-2020).
Our study population included all singleton, non-anomalous
pregnancies delivered between 20-44 weeks’ gestation with
maternal residence in communities deemed high on the Center
for Disease Control’s (CDC) Social Vulnerability Index (SVI). The
outcome of interest was an adverse neonatal composite including
preterm delivery, neonatal intensive care unit (NICU) admis-
sion, small for gestational age, low birth weight, seizures, birth
injury, and neonatal sepsis. Adjusted risk ratios were calculated
using multivariable Poisson regression to assess whether rural
residence in socially vulnerable communities was associatedwith
the neonatal composite.
Results: Of the 605,301 births within high SVI communities,
38,350 (6.3%) were from rural California. The rural cohort were
more likely to be Non-Hispanic White (34.2% vs 21.8%), younger
than 20 years of age (6.4% vs 4.3%), publicly insured (71.2% vs.
55.9%) and have an education level of high school or below (54.1%
vs 41.9%). The adverse neonatal composite was significantly
higher among urban communities compared to their rural coun-
terparts (23.8% vs 21.8%, P< 0.001). After adjusting for maternal
race/ethnicity, age, education level, insurance status, parity, and
preexisting diabetes and hypertension, the risk of the adverse
neonatal composite was lower among the rural cohort (aRR =
0.94; 95% CI: 0.92-0.95).
Conclusion: Social Vulnerability measures a community’s abil-
ity to face external stressors and public health emergencies. Our
analysis suggests that rural communities with high SVI may have
protective factors that positively impact reproductive outcomes
compared to their urban counterparts. However, more research
is needed to better understand disparities in health outcomes
between rural and urban birthing individuals.

908 | Blood Pressure Patterns in Pregnancy using In-Clinic
and Remote Monitoring and Hypertensive Disorders of
Pregnancy

Sara M. Sauer1; Timothy Wen2; Noam Finkelstein1; Mia
Charifson1; Chloe Li1; Adesh Kadambi1; Shreyas Kadambi1;
Kartik K. Venkatesh3; Isabel Fulcher1
1Delfina Care Inc, Delfina Care Inc, CA; 2University of California,
San Diego, Irvine, CA; 3The Ohio State University, Columbus, OH

10:30 AM - 12:30 PM
Objective: Despite the established association of in-clinic blood
pressure (iBP) with hypertensive disorders of pregnancy (HDP)
and the increasing use of remote blood pressuremonitoring (rBP),
integrating both modalities of BP monitoring to inform HDP risk
remains understudied. We identified BP pattern groups in early
pregnancy using both iBP and rBP measures and examined their
collective ability to predict HDP.
Study Design: Prospective cohort study of pregnant individuals
without chronic hypertension who delivered at one of three
clinics enrolled in a digital health platform from 2022-2024. BP
data < 20 weeks gestation was transformed into a total of 30
summary statistics characterizing centrality, spread, trends, and
concordance of iBP and rBP measures. These BP summary statis-
tics were computed separately for iBP versus rBP data and systolic
versus diastolic data. The outcome was HDP. K-means clustering
identified BP pattern groups, and the association between these
groups and HDP was estimated using logistic regression. Area
under the curve (AUC)was used to assess predictive performance.
Results: Using both iBP and rBP measures from 106 assessed
individuals, we identified three BP pattern groups. Individuals in
group 1 (n = 35, 2.9% with HDP) were more likely to have within
range BP values and different values between rBP and iBP (Figure
1). Individuals in group 2 (n = 38, 7.9% with HDP) generally had
within range BP values and similar values between rBP and iBP.
Individuals in group 3 (n = 33, 33.3% with HDP) were more likely
to have high average BP, high BP variability, and concordance
between rBP and iBP. BP pattern groups arising from both iBP
and rBP data were able to accurately predict subsequent HDP
diagnosis (AUC = 0.77, 95% CI: 0.66, 0.89).
Conclusion: K-means clustering of BP measures based on iBP
and rRP identified three distinct BP pattern groups that were
predictive of HDP. Further research is needed to determine the
optimal integration of rBP with iBP to inform HDP risk and care
delivery.
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909 | Prevalence of Undiagnosed Placenta Accreta
Spectrum After Unplanned PostpartumHysterectomy

Sarah T. Mehl1; Abigail S. Zamorano2; Beatrice Valentini3;
Zakaria Doughan4; Elias Kassir5; Edgar A. Hernandez-Andrade1;
Sean C. Blackwell1; Baha M. Sibai1; Farah H. Amro1
1McGovern Medical School at UTHealth Houston, Houston, TX;
2Division of Gynecology Oncology, Department of Obstetrics,
Gynecology, and Reproductive Sciences, University of Texas Health
Science Center in Houston, McGovern Medical School, Houston,
TX; 3University of Parma, University of Parma, Emilia-Romagna;
4Division of Maternal-Fetal Medicine, Department of Obstetrics,
Gynecology and Reproductive Sciences, McGovern Medical School
at UTHealth Houston, Houston, TX; 5University of Texas Health
Science Center at Houston, McGovern Medical School, Houston,
TX

10:30 AM - 12:30 PM
Objective: Antenatal diagnosis of placenta accreta spectrum
(PAS) is crucial for maternal counseling and surgical planning.
There is minimal data describing frequency of missed diagnosis
of PAS by ultrasound, particularly in those without risk factors.
Our objective was to identify rate and reason of undiagnosed PAS
in unplanned postpartum hysterectomy.
Study Design: A retrospective cohort study of pregnancies
resulting in unplanned postpartum hysterectomy from 2019–
2024 and delivered within our institution’s hospital system.
Pregnancy outcomes were evaluated in two groups: PAS and
no PAS. Maternal characteristics, pre-existing risk factors for
PAS, antenatal ultrasound findings, and outcomes including PAS
severity by pathology were analyzed.
Results: A total of 45 unplanned postpartum hysterectomies
were reviewed. All but 1 patient had prenatal care. PAS by
pathology was identified in 14 (31%) patients. Table 1 describes
characteristics including prior uterine surgery and placenta
previa. Similar risk factors were seen between those with PAS and
without. Among the 14 cases of PAS, 11 (79%) did not have placenta
previa, 8 (57%) did not have prior CD, and 5 (42%) did not have

anterior placenta. All 8 cases without prior CD also did not have
placenta previa yet had PAS. Table 2 further describes additional
risk factors among thosewith PAS. Accretawas themost common
pathology finding, seen in 10 (71%) cases.
Conclusion: In this cohort, approximately 30% of unplanned
postpartum hysterectomies were due to PAS. Routine risk factors
such as previa and prior CD were not present in 57% of cases. Our
findings suggest a need for detailed placental evaluation for all
pregnant women regardless of prior uterine surgery or previa.
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910 | Severe Neonatal Morbidity Among Preterm Infants
After Standard Versus Accelerated Betamethasone Dosing

Frank I. Jackson; Sarah H. Abelman; Nathan A. Keller; Luis A.
Bracero; Annemarie Stroustrup; Matthew J. Blitz
Northwell, New Hyde Park, NY

10:30 AM - 12:30 PM
Objective: For patients expected to deliver before 34 weeks,
betamethasone is usually given in two doses, 24 hours apart,
to promote fetal lung maturity. If delivery is anticipated in less
than 24 hours, some providers use an accelerated dosing regimen,
but evidence for this practice is limited. Our objective was to
determine the rate of severe neonatal morbidity (SNM) among
early preterm deliveries (< 34 weeks) that occurred < 24 hours
after the first dose of betamethasone was administered, and to
compare the group that received one dose (standard) versus two
doses (accelerated).
Study Design: This is a retrospective cohort study of singleton
preterm deliveries from 2019-2023 at two tertiary hospitals inNew
York. Patients were included if they delivered at less than 34-0/7
weeks of gestation, received at least one dose of betamethasone
prior to delivery, and delivered less than 24 hours after the first
dose of betamethasone was administered. The primary outcome
was SNM, a composite neonatal adverse outcome indicatorwhich
includes diagnoses and procedures indicative of severemorbidity.
A logistic regression model was used to compare the rates of
SNM among individuals who received one (standard) or two
doses (accelerated) of betamethasone within the 24 hours prior
to delivery, controlling for gestational age at birth, as well as race
and ethnicity group.
Results: A total of 79 patients were included for analysis: 45 (56%)
received standard betamethasone dosing and 34 (43%) received
an accelerated dosing regimen. On adjusted analysis, there was
no difference in composite SNM between the two groups (OR
1.16, 0.39-3.42, P = 0.79). There was also no difference in rates of
neonatal respiratory distress syndrome (OR 2.78, 0.81-10.35, P =
0.11).
Conclusion: For infants born before 34 weeks who delivered
within 24 hours of a first betamethasone dose, there was no
difference in SNM between those who received an accelerated
second dose and those who did not.

911 | Maternal and Neonatal Morbidity after Prolonged
Latent Labor

Sarah Heerboth; Emma Trawick Roberts; Joy McNeal; Tracy A.
Manuck
University of North Carolina, Chapel Hill, NC

10:30 AM - 12:30 PM
Objective: Cesarean delivery (CD) is often recommended after
12-18h of latent labor (LL) due to concern for futility/risk of
morbidity. We sought to quantify the odds of morbidity and CD
among individuals with prolonged LL.
Study Design: Secondary analysis of two MFMU labor studies:
(1) APEX and (2) ARRIVE. We included those with singleton
pregnancies ≥37w admitted for IOL who had LL ≥9h. We
defined LL as <5cm dilated with rupture of membranes and
exposure to oxytocin. Participants with LL 9-12h were compared

to those with LL >12h (prolonged LL). The primary outcome
was maternal morbidity (ICU admission, sepsis, postpartum
hemorrhage [PPH], unplanned procedure during hospitalization
other than CD, thromboembolism); secondary outcomes were
neonatal morbidity, PPH, intraamniotic infection (IAI), and CD.
We used Liu cutpt methodology to evaluate the duration of LL
that optimized sensitivity and specificity for morbidity.
Results: We included 2193 participants, 1000 of which had LL
>12h. Of those with LL ≥12h, 12% had maternal and 16% had
neonatal morbidity. Clinical characteristics are in Table 1. In the
prolonged LL group, 61% delivered by CD. Outcomes are shown
in Fig 1a. Those with LL >12h had increased odds of maternal
morbidity (aOR 2.4, 95% CI 1.7-3.2), neonatal morbidity (aOR 1.4,
95% CI 1.1-1.8), IAI (aOR 1.4, 95% CI 1.1-1.7), PPH (aOR 2.1, 95% CI
1.5-2.9), and CD (aOR 1.9, 95% CI 1.6-2.2). However, the duration
of LL alone was a poor predictor of maternal morbidity (AUC 0.61
at 12h). Because the alternative to prolonged LL is CD, outcomes
after >12h of LL were compared to a referent group of those
having CD after 9-12h LL: there were increased odds of maternal
morbidity and PPH among those who had a CS after >12h LL;
therewere not significantly increased odds ofmaternalmorbidity,
neonatal morbidity, PPH, or IAI among those who ultimately
delivered vaginally. (Fig1b)
Conclusion: Prolonged LL was associated with increased over-
all morbidity, and CD may increase the risks associated with
prolonged LL. The time point when morbidity associated with
prolonged LL can be best mitigated with CD remains unknown.
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912 | Interval to Ultrasound-Indicated Cerclage Placement
and Delivery Timing in Patients with Prior Preterm Birth

Sarah H. Abelman; Frank I. Jackson; Nathan A. Keller; Julie
Chen; Luis A. Bracero; Cara S. Wetcher; Matthew J. Blitz
Northwell, New Hyde Park, NY

10:30 AM - 12:30 PM
Objective: Patients with a history of preterm birth and a cervical
length less than 25mm benefit from cerclage to prevent recur-
rence. The urgency of cerclage placement after diagnosing a short
cervix varies. This study aimed to determine if the time from
diagnosis to cerclage placement affects delivery timing.
Study Design: This was a retrospective cohort study of all
patients with a history of preterm birth who received an
ultrasound-indicated cerclage in a subsequent pregnancy from
2018-2023 within a large health system in New York. The primary
exposure was time interval from diagnosis of short cervix (<
25mm) to cerclage placement. The primary outcome was gesta-
tional age at delivery. Outcomes were compared using a linear
mixed model regression analysis and were then adjusted for
obesity, gestational age at diagnosis of a short cervix and cervical
length at diagnosis.
Results: A total of 49 patients were included for analysis. The
mean time interval for cerclage placement after diagnosis was 5.9
days and mean gestational age at cerclage placement was 19.0
± 2.6 weeks. The mean cervical length on ultrasound at time of
diagnosis of a short cervix was 1.8± 0.6 cm. Themean gestational
age at delivery was 36.6 ± 3.3 weeks. Overall, for each additional
day that elapsed between diagnosis of a short cervix and cerclage
placement, pregnancy on average was shortened by 1.6 days (P =
0.01) (figure 1).

Conclusion: For patients with a history of preterm birth receiv-
ing an ultrasound-indicated cerclage, earlier placement after
diagnosis of short cervix significantly benefited pregnancy length,
resulting in a later gestational age at delivery.

913 | Impact of Nurse Support on Readmission Rates
Among Patients in a Postpartum Blood-Pressure
Monitoring Program

Sarah Shim1; Jeanne Larson Moore1; Sarah Fladhammer1; Karen
Wutolia1; Tiffany Corlin1; Martina S. Burn2; Sarah A.
Wernimont1; Bethany Sabol1
1University of Minnesota, Minneapolis, MN; 2University of
Minnesota, Minneapolis„ MN

10:30 AM - 12:30 PM
Objective: To assess the impact of nursing support on postpar-
tum readmission rates for patients participating in our home
observation of postpartum elevated blood pressure (HOPE-BP)
monitoring program.
Study Design: HOPE-BP is a 6-week postpartum remote mon-
itoring program for patients with hypertensive disorders of
pregnancy (HDP) discharging after birth from our institution.
It was implemented in 2023 and uses Epic Care Companion
and a registered nurse (RN) driven protocol, with physician
oversight, for antihypertensive medication initiation/titration.
Blood pressures (BPs) are monitored by the RN team Monday-
Friday from 8AM-5PM. Outside of these hours, patients are
directed to call the on-call provider for severe hypertension or
escalating symptoms; however, active surveillance or response
to increasing BPs does not occur during this unsupported time.
We hypothesized that readmission rates would be higher during
times when RN support was unavailable.
Results: We evaluated postpartum readmissions for all patients
participating in HOPE-BP from the start of the program in
November 2023 through June 2024. Among those enrolled in
HOPE-BP (N = 280; 75% of eligible patients), 2.8% were read-
mitted (N = 8). 7 of the 8 were admitted for a new diagnosis
of preeclampsia with severe features based on blood pressure
criteria (chronic hypertension N = 3, gestational hypertension
N = 3, and preeclampsia without severe features N = 1). We
observed, that as hypothesized, 75% (N= 6) of these readmissions
occurred at timeswithout RN coverage. Figure 1 demonstrates the
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impact of HOPE-BP on the reduction of postpartum readmissions
during RN-supported hours.
Conclusion: Our data uniquely demonstrates the impact RN
support has on reducing postpartum readmissions. Supported
BP surveillance and management is critical to the program’s
success in the prompt recognition and treatment of worsening
hypertension and reducing preventable readmissions.

914 | Impact of Maternal Anxiety and Depression on
Perinatal Outcomes

Sarah K. Dzubay; Bharti Garg; Aaron B. Caughey
Oregon Health & Science University, Portland, OR

10:30 AM - 12:30 PM
Objective: To investigate whether anxiety, depression, or both
anxiety and depression have differential impacts on perinatal
outcomes relative to those without anxiety or depression.
StudyDesign:We performed a retrospective cohort study among
singleton, non-anomalous births delivered at 23-42 weeks in Cal-
ifornia between 2008 and 2020. We compared perinatal outcomes
between pregnant individuals without depression or anxiety to
those with anxiety, depression, or both anxiety and depression.
Births were excluded if the mother had bipolar disorder. We
performed a multivariable Poisson regression, controlling for
race/ethnicity, age, pre-pregnancy BMI, parity, insurance type,
education level, and smoking during pregnancy.
Results: Of the 5,048,487 birthsmeeting inclusion criteria, 97.12%
of mothers had no anxiety or depression, 1.17% had depression,
1.25% had anxiety, and 0.47% had anxiety and depression (Table
1). Individuals with anxiety had higher risk of gestational hyper-
tension (aIRR = 1.62; 95% CI: 1.57-1.67), preeclampsia (aIRR =
1.48 (1.43-1.53)), and SMM (aIRR = 2.00 (1.90-2.11)); however,
individuals with depression had higher risk of gestational dia-
betes (aIRR = 1.20 (1.17-1.23) and postpartum hemorrhage (aIRR
= 1.77 (1.71-1.83)) (Table 2). With regards to neonatal outcomes,
individuals with both depression and anxiety had higher risk
of preterm birth < 37 weeks (aIRR = 1.27 (1.23-1.33)), NICU
admission (aIRR = 1.11 (1.07-1.15)), lower Apgar scores (aIRR =
2.34 (2.15-2.54)), respiratory distress syndrome (aIRR = 1.65 (1.49-
1.81)), hypoglycemia (aIRR= 1.96 (1.83-2.09) and low birth weight
(aIRR = 1.15 (1.06-1.24)).
Conclusion: Individuals with anxiety, depression, or both had
higher risk of maternal and neonatal outcomes relative to those
without a mood disorder. Interestingly, individuals with depres-
sion or anxiety had higher risk of maternal outcomes while

individuals with both depression and anxiety had higher risk for
neonatal outcomes. Prenatal screening and treatment for anxiety
and depression may be beneficial in protecting against adverse
outcomes.

915 | Fetal Doppler Progression and Outcomes in
Pregnancies with Late Onset Fetal Growth Restriction
and Preeclampsia

Scott Infusino; Jeanette Larson; Natalia Gontarczyk Uczkowski;
Amy Godecker; Jacquelyn H. Adams; Jesus Iruretagoyena
University of Wisconsin Hospitals and Clinics, Madison, WI

10:30 AM - 12:30 PM
Objective: To determine if fetal Doppler abnormalities, as well as
pregnancy outcomes, in late onset fetal growth restriction (FGR)
are impacted by preeclampsia.
Study Design: This was a retrospective cohort study from
2016 to 2021 at a single academic center evaluating singleton,
nonanomalous pregnancies with a diagnosis of late onset FGR
(≥32 weeks) who underwent serial fetal Doppler evaluation.
Doppler evaluation included umbilical artery (UA) pulsatility
index (PI) and characterization of UA end diastolic flow (forward,
absent, or reversed). Pregnancy outcomes were also collected.
Results: Five hundred forty-five pregnancies were diagnosed
with late onset FGR and met inclusion criteria. Ten percent of
pregnancies (n= 56) developed preeclampsia.When compared to
patients with only a diagnosis of FGR, those with both FGR and
preeclampsiaweremore likely to have an earlier diagnosis of FGR
(34.3 vs 35.2 weeks, p = 0.003), deliver at an earlier gestational
age (36.2 vs 38.2 weeks p< 0.001), and have a shorter interval
from diagnosis of FGR to delivery (13.5 vs 21 days, p< 0.001).
Pregnancies with both FGR and preeclampsia weremore likely to
have an elevated UA PI at the time of delivery (p< 0.001). When
an elevated UA PI was diagnosed, the interval from diagnosis to
delivery was significantly shorter in the preeclamptic group (6.8
vs 22.3 days, p< 0.001).
Conclusion: Pregnancies complicated by both late onset fetal
growth restriction and preeclampsia were more likely to have an
elevated UA PI at the time of delivery, an earlier gestational age at
delivery, and a shorter interval to delivery. This information can
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help providers appropriately manage these complex pregnancies
and adequately counsel patients.

916 | Middle Cerebral Artery Pulsatility Index and
Cerebroplacental Ratio in Late Onset Growth Restriction
and Preeclampsia

Scott Infusino; Jeanette Larson; Natalia Gontarczyk Uczkowski;
Amy Godecker; Jacquelyn H. Adams; Jesus Iruretagoyena
University of Wisconsin Hospitals and Clinics, Madison, WI

10:30 AM - 12:30 PM
Objective: To determine if the presence of preeclampsia impacts
the rate of abnormal middle cerebral artery (MCA) pulsatility
index (PI) and cerebroplacental ratio (CPR) in pregnancies
complicated by late onset fetal growth restriction (FGR).
Study Design: A retrospective cohort study was performed from
2016 to 2021 at a single academic medical center of singleton,
nonanomalous pregnancies with a diagnosis of late onset FGR
(>32 weeks) who underwent weekly fetal Doppler evaluation.
MCA PI and CPR were considered abnormal if they were noted
to be less than the 5th percentile for gestational age. Gestational
age at delivery was recorded for all patients.
Results: Five hundred forty-five pregnancies were diagnosed
with late onset FGR and met inclusion criteria. Fifty-six (10%)
patients were also diagnosed with preeclampsia (Table 1). When
compared to pregnancies with only a diagnosis of FGR, those
with both FGR and preeclampsia were more likely to have an

abnormal MCA PI (31.7% vs 11.5%, p = 0.001) or CPR (39.0% vs
16.0%, p< 0.001). Patients with both preeclampsia and FGR had
an earlier diagnosis of abnormal CPR (34.4 vs 35.5 weeks, p =
0.028) and delivered at an earlier gestational age (35.7 vs 37.6
weeks p< 0.001). Gestational age at diagnosis of abnormal MCA
PI did not significantly differ between groups.
Conclusion: Pregnancies complicated by both late onset FGR
and preeclampsiaweremore likely to have abnormalMCAPI and
CPR, than pregnancies only complicated by FGR. An abnormal
cerebroplacental ratio was associated with the greatest differ-
ence in findings between groups. Future work should evaluate
neonatal outcomes related to these Doppler characteristics in the
presence of fetal growth restriction and preeclampsia.

917 | Non-Invasive Prenatal Detection of Copy-Number
Variations Based onMaternal Cfdna Fragmentomics

Shahar Shohat Koren1; Sapir Saar1; Dolev Rahat2; Ravit Mesika2;
Reut Tomashov Matar3; Lina Basel-Salmon3; Noa
Liscovitch-Brauer4; Noam Shomron2
1Identifai Genetics, Identifai Genetics, Tel Aviv; 2Identifai Genetics,
Tel Aviv, Israel; 3Raphael Recanati Genetic Institute, Rabin
Medical Center, Beilinson Hospital, Tel Aviv; 4Identifai Genetics,
Tel Aviv

10:30 AM - 12:30 PM
Objective: Cell-free DNA (cfDNA) based prenatal screening
determines the risk of genetic abnormalities using cfDNA of
fetal origin circulating in maternal plasma. Current methods
detect chromosomal scale aberrations or very large (>1 Mb) copy
number variants (CNVs), missing smaller ones which account
for up to 15% of developmental disorders in children. To identify
shorter CNVs, we developed a whole genome sequencing (WGS)
approach that utilizes both read coverage and fragmentomics
features.
Study Design: Our cohort includes 10 women with singleton
pregnancies for whom WGS was performed on cfDNA and
maternal gDNA. Seven out of the ten pregnancies were sampled
in the 1st trimester,with amedian fetal fraction (FF) of 7.7%.CNVs
causing genetic disorders are typically de novo and dominant, or,
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in the case of a recessive condition, inherited alongside another
pathogenic variant from the other parent, resulting in compound
heterozygosity. Therefore we focused on the detection of de novo
CNVs >0.1 Mb and smaller CNVs that could cause compound
heterozygosity. Paternal CNVs are detected in a similar manner
to de novo variants and so were also included in the analysis.
Results: We implemented an algorithm which calculates a Z-
score for the difference in cfDNA read lengths across the genome.
Two deletions, of size 690 KB and 209 KB were detected in two
families. Validation with fetal WGS confirmed the deletions as
true positives, with no other relevant deletions found. In a third
family, the mother is a known carrier of a pathogenic ∼5 KB
deletion in the CERS3 gene, and the father carries a pathogenic
SNV in the same gene. Our algorithm successfully determined
that the fetus did not inherit the maternal CNV (Figure 1).
Conclusion: We present a method to identify CNVs in a cfDNA-
based prenatal screening and show that combining read length
with coverage data allows reliable CNV detection. Importantly,
we demonstrate our method on mostly 1st trimester pregnancies
with a low FF, representing a clinically relevant scenario, thus
enhancing the potential scope and resolution of noninvasive
prenatal screening.

918 | Can Blood Pressure Monitoring Reduce Racial
Disparities in Healthcare Utilization andMorbidity
Among Postpartum Patients?

Shana D. Talbot1; Ntami P. Echeng1; Scott Machado2; Tracy L.
Jackson2; Nicole Konecke2; William Hunt2; Maria Mejia
Castillo2; Danielle Simmons2; Heather A Smith1; Nina K. Ayala1;
William A. Grobman3; Adam K. Lewkowitz2; Methodius G.
Tuuli1
1Women & Infants Hospital of Rhode Island / Alpert Medical
School of Brown University, Providence, RI; 2Women & Infants
Hospital of Rhode Island / Alpert Medical School of Brown
University., Providence, RI; 3The Ohio State University, Columbus,
OH

10:30 AM - 12:30 PM
Objective: Remote self-measured blood pressure (SMBP) mon-
itoring programs have been shown to reduce racial inequity
in postpartum blood pressure ascertainment. However, their
effect on disparities in healthcare utilization and severe maternal
morbidity (SMM) is less clear. We aimed to compare outcomes
between participants in our remote SMBP program who self-
identified as Black versus non-Hispanic White.
StudyDesign: Postpartum individuals with hypertension (HTN)
at our tertiary hospital are offered enrollment in our remote
SMBP program. For this analysis, participants who did not self-
identify as Black or non-Hispanic White were excluded. The
primary outcome was a composite of HTN-related postpartum
readmission or ED visit within 30 days of delivery. Secondary

outcomes were individual components of the primary composite,
HTN-related SMM, and anti-hypertension medication initiation
or titration. A log-link binomial generalized linear model was
used to estimate relative risks (aRR) adjusting for potential
confounders.
Results: Among 2003 participants in the SMBP program from
2022 - 2024, 1363 met inclusion criteria. Of these, 988 (49.3%)
self-identified as non-Hispanic White and 375 (18.7%) as Black.
Compared to non-Hispanic White participants, Black partici-
pants were younger, andmore likely to have public insurance and
gestational HTN (Table 1). After adjusting for these factors, there
was no significant difference in the composite of HTN-related
postpartum readmission or ED visit between Black and non-
HispanicWhite participants (19.2% vs 16.7%; aRR 1.29, 95%CI 0.98,
1.69). Risk of HTN-related readmission alone was significantly
higher among Black participants (12.2% vs 9.9%; aRR 1.48, 95%
CI 1.03, 2.11). There was no significant difference in HTN-related
SMM (12.5% vs 11.7%; aRR 1.00, 95% CI 0.72, 1.42). There was
also no difference in anti-hypertensive medication initiation or
titration (Table 2).
Conclusion: Our remote SMBP program for postpartum patients
with HTN eliminated racial disparities in overall HTN-related
healthcare utilization and HTN-related SMM.

919 | The Effect of Pre-Pregnancy and Delivery Bmi on
Tolac Success in a High-Risk Cohort

Shannon R.O Moran; James A. Shelton; Dawei David Wang
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University at Buffalo, Buffalo, NY

10:30 AM - 12:30 PM
Objective: Rates of trial of labor after cesarean section (TOLAC)
and obesity have increased in today’s population. Vaginal birth
after cesarean section (VBAC) has been shown to reducematernal
morbidity. Published predictive models for VBAC success take
into account both body mass index (BMI) and chronic hyper-
tension. However, no previous studies have specifically analyzed
the effect of BMI on TOLAC success in those with any form of
hypertension. Therefore, we sought to investigate whether pre-
pregnancy BMI or delivery BMI has a greater effect on TOLAC
success rate in this high-risk cohort.
Study Design: This was a retrospective cohort study of national
birth certificate data from 2022. We included all singleton, vertex
livebirths with no fetal anomalies who had 1 prior cesarean
delivery and a diagnosis of either chronic hypertension or a
hypertensive disorder of pregnancy who attempted TOLAC.
Those with prior vaginal deliveries were excluded. Patients were
divided into 6 groups by pre-pregnancy and delivery BMI. Two
logistic regression models, one for pre-pregnancy and one for
delivery BMI, were created. These were compared using Akaike
Information Criterion (AIC) and receiver operating characteristic
(ROC) curves. Confounding variables includedwerematernal age
and race, maternal weight gain, chronic and gestational diabetes,
gestational age, birthweight, and induction of labor.
Results: 5,144 patients were included. 2,382 had a repeat cesarean
section. 2,762 had a VBAC. For both pre-pregnancy and delivery
BMI, the rate of VBAC decreased as obesity class increased.
In the AIC analysis, pre-pregnancy BMI and delivery BMI
produced almost identical results (6685 versus 6670, respectively).
Furthermore, in the ROC curve, again pre-pregnancy BMI and
delivery BMI produced almost identical results (0.631 versus
0.634, respectively).
Conclusion: Pre-pregnancy BMI and delivery BMI have similar
effects on TOLAC success in thosewith hypertension of any form,
with decreased rates of VBAC seen with increasing BMI. Both
should be used to counsel patients on TOLAC in this high-risk
cohort throughout the antepartum period.

920 | The Impact of Pre-Pregnancy Anxiety Or Depression
and Adverse Neonatal Outcomes

Shannon E. Beermann1; Nandini Raghuraman2; Bridget C.
Huysman1; Jeannie C. Kelly2; Antonina I. Frolova3; Candice
Woolfolk4
1Washington University in St. Louis, St. Louis, MO; 2Washington
University School of Medicine in St. Louis, St. Louis, MO;
3Washington University School of Medicine, St. Louis, MO;
4Washington University School of Medicine in Saint Louis, St.
Louis, MO

10:30 AM - 12:30 PM
Objective: Nearly 30% of females are affected by mental illness,
particularly anxiety and depression. Prior studies investigating
the relationship between prenatal anxiety and depression and
adverse neonatal outcomes have inconsistent findings.We sought
to examine the relationship between pre-pregnancy anxiety or
depression or a dual diagnosis and adverse neonatal outcomes.
Study Design: This is a secondary analysis of a prospective
cohort study of singleton pregnancies at single tertiary medical
center from 2017 to 2020. The primary outcomes were preterm
birth and composite neonatal morbidity (Table 1). The secondary
outcomes were spontaneous preterm birth, small for gestational
age (SGA), and 5-minute APGAR< 7. Secondary analyses com-
pared dual diagnosis of anxiety and depression to patients with no
diagnosis. Multivariable logistic regression was used to estimate
adjusted odds ratios (aOR) and 95% confidence intervals (CI) after
adjusting for potential confounders.
Results: Of 1220 patients with live births, 253 (20.7%) had pre-
pregnancy anxiety or depression and 967 (79.3%) did not. After
adjusting for maternal race and advanced maternal age, patients
with pre-pregnancy anxiety or depressionwere significantlymore
likely to have preterm birth [19.8% vs 10.9%, aOR 2.07 95% CI
1.42, 3.02] and composite neonatalmorbidity [35.2% vs 23.2%, aOR
1.80 95% CI 1.31, 2.41]. Spontaneous preterm birth, SGA, and 5-
minute APGAR< 7 were significantly more likely among patients
with anxiety or depression. Secondary analyses comparing dual
diagnosis to no diagnosis showed an even greater likelihood of
preterm birth, 5-minute APGAR< 7, and composite neonatal
morbidity compared to patients without anxiety or depression
(Table 2).
Conclusion: Patients with pre-pregnancy anxiety or depression
are at higher risk of adverse neonatal outcomes. This risk is
further increased with concurrent diagnoses. Further research is
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needed to determine if optimization of pre-pregnancy anxiety and
depression can improve neonatal outcomes.

921 | Impact of Maternal Age on Likelihood of Cesarean
Delivery

Shaun R. Wesley; Sarah Crimmins
University of Rochester, Rochester, NY

10:30 AM - 12:30 PM
Objective: To evaluate the impact of maternal age on the
likelihood of undergoing cesarean delivery (CD) while adjusting
for clinical and demographic confounders, focusing on clinically
meaningful odds ratios.
Study Design: This retrospective cohort study utilized the
United StatesVital StatisticsNatality BirthData from2018 to 2022,
comprising 18,524,899 births. Multivariable logistic regression
was performed to analyze the association between maternal age
and CD, adjusting for body mass index (BMI), pre-pregnancy
hypertension, pre-pregnancy diabetes, previous cesarean section,
parity, and chorioamnionitis. The analysis highlights odds ratios
greater than 2.0 or less than 0.5, indicating clinical significance in
delivery outcomes.

Results: The final analysis included 18,062,643 cases after exclud-
ing missing data. Compared to individuals under 20, cesarean
delivery rates increased with age. Individuals aged 35-39 had
significantly increased odds of CD (aOR: 2.65, 95% CI: 2.63, 2.66),
and those aged 40 and older had even higher odds (aOR: 3.70,
95% CI: 3.67, 3.73). Previous cesarean delivery strongly predicted
future CD (aOR: 35.74, 95% CI: 35.60, 35.88). Conversely, being
multiparous significantly decreased odds of CD (aOR: 0.32, 95%
CI: 0.32, 0.33). Notably, individuals with Class III obesity (BMI
≥ 40.0) had more than double the odds of CD with all other
covariates held constant (aOR: 3.36, 95% CI: 3.33, 3.39).
Conclusion: Maternal age is a significant predictor of CD, espe-
cially for those over 35, showing a clinically significant increase
in CD likelihood. Our data emphasizes factors representing
meaningful clinical thresholds, aiding healthcare providers in
decision-making and patient counseling. These findings enhance
risk assessment strategies and inform future research on targeted
interventions for higher risk populations.

922 | Association of Ultrasound Determined Hysterotomy
Thickness and Intraoperative Scar Thinning/Dehiscence
After Fetal Spina Bifida Closure

Shelly Soni1; Federica Bellussi2; Suzanne Debari2; Nahla
Khalek1; Juliana S. Gebb3; Christina Paidas Teefey1; N. Scott
Adzick4; Julie S. Moldenhauer1
1Richard D. Wood Jr. Center for Fetal Diagnosis and Treatment at
CHOP, Philadelphia, PA; 2The Children’s Hospital of Phildelphia,
Philadelphia, PA; 3Richard D. Wood, Jr Center for Fetal Diagnosis
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and Treatment, Children’s Hospital of Philadelphia, Philadelphia,
PA; 4The Children’s Hosiptal of Philadelphia, Philadelphia, PA

10:30 AM - 12:30 PM
Objective: To study the association between ultrasound deter-
mined myometrial thickness and intraoperative findings of scar
thinning or dehiscence at the time of cesarean delivery in patients
undergoing open maternal fetal surgery (OMFS) for fetal spina
bifida (fSB) closure.
Study Design: A retrospective review of all cases of OMFS
for fSB closure from 2016-2022. Hysterotomy scar thickness was
measured on archived images at 30 weeks, 32 weeks, 34 weeks
and 36 weeks. Three measurements of myometrial thickness
were taken for every timepoint in sagittal plane. The group with
intact hysterotomy was compared to those with scar thinning/
dehiscence.
Results: 111 patients met the inclusion criteria. The average hys-
terotomy scar thickness was 0.83 ± 0.18 cm, 0.78 ±0.19 cm, 0.72 ±
0.18 cm and 0.71± 0.22 cm at 30, 32, 34 and 36 weeks, respectively.
54.1% patients had at least some degree of scar thinning and
6.3% patients had some degree of dehiscence including focal. Scar
thickness was significantly lower at 34 weeks (p = 0.02) and
36 weeks (p< 0.0001) in patients that had thinning/dehiscence.
δ scar thickness between 30 and 36 weeks was significantly more
in patients with scar thinning/dehiscence (p = 0.0009). AUC was
0.63 with a p-value of 0.02 for hysterotomy thickness at 34 weeks
predicting absence of thinning. AUC was 0.82 with a p-value of <
0.0001 for hysterotomy thickness at 36 weeks predicting absence
of thinning. A thickness of ≥ 0.71 cm was 68.6% sensitive and
84.9% specific in predicting absence of thinning. AUC was 0.76
with a p-value of 0.0003 for ð hysterotomy thickness between 30-
36 weeks predicting presence of thinning/dehiscence. A change
of ≥ 0.13 cm was 69.7% sensitive and 73.5% specific in predicting
presence of thinning/dehiscence.
Conclusion: In patients undergoing OMFS for fSB repair, grad-
ual thinning of hysterotomy scar was observed with significantly
less scar thickness at 34 and 36 weeks in patients diagnosed with
scar thinning/ dehiscence. δ scar thickness between 30 and 36
weeks can be used to predict presence of thinning/dehiscence.

924 | The Accuracy of the sFlt-1/PlGF Ratio Assay in
Predicting Time-to-Delivery in Patients with
Preeclampsia

Siobhan Wilson1; Elaine Carson2; Lei Fu3; Nir Melamed4
1University of Toronto, Toronto, ON; 2Department of Maternal
Fetal Medicine, Leeds Hospital Trust, Leeds, England;
3Sunnybrook Health Sciences Centre, Toronto, ON; 4Division of
Maternal Fetal Medicine, Department of Obstetrics and
Gynecology, Sunnybrook Health Sciences Centre, Toronto, ON

10:30 AM - 12:30 PM
Objective: Preeclampsia (PET) is a leading cause ofmaternal and
fetal morbidity and mortality, but the clinical course of PET is
often difficult to predict. This can make management decisions
such as the administration of antenatal corticosteroids (ACS)
challenging, given that the optimal ACS timing is 1-7 days before
birth. Abnormal levels of the angiogenic proteins soluble fms-like
tyrosine kinase (sFLT-1) and placental growth factor (PlGF) have
been shown to improve the diagnostic accuracy for PET.However,
data on their accuracy in predicting time to delivery are limited.
The objective of the current study was to evaluate the accuracy of
these proteins in predicting the time-to-delivery in patients with
PET.
Study Design: A retrospective cohort study of patients with a
singleton pregnancy evaluated in a single center for suspected
preeclampsia using the Roche Elecsys sFlt1/pPlGF Ratio Assay
between 2020-2023. Modified Poisson regression was used to
estimate the associations of the sFlt1/PlGF ratio with the risk of
delivery within 3 and 7 days. Time-to-event analysis was used to
describe the cumulative risk of delivery by the sFlt1/PlGF ratio
result.
Results: Of the 509 patients who met the study criteria, 40.6%
had a final diagnosis of PET. Compared with a low-risk result
(≤ 38), a high-risk ratio (> 85) was associated with an increased
risk of preterm birth < 32 weeks (RR 16.4 [95%-CI 6.2-42.6]) and
delivery within 3 or 7 days (RR 3.5 [2.3-5.2] and 3.6 [2.6-4.9],
respectively). A moderate-risk (38-85) and high-risk (> 85) ratios
were associated with a shorter time-to-delivery compared to a
low-risk ratio (p< .001) (Figure 1). The positive predictive value
of a high-risk ratio and the negative predictive value of a low-risk
ratio for delivery within 7 days were 63% and 99%, respectively.
Conclusion: The sFLT-1/PlGF ratio is a useful prognostic tool
to predict the time to delivery in patients with PET, and can

162 of 177 Poster Session 3



therefore guide management decisions such as the administra-
tion of antenatal corticosteroids.

925 | A New Reference for Umbilical Artery Doppler in the
Second and Third Trimesters

Sophia Rahimi1; John C. Kingdom2; Arietta Vayenas3; Vasilica
Stratulat4; Nir Melamed5
1Temerty Faculty of Medicine, University of Toronto, Toronto, OR;
2Dept OBGYNMount Sinai Hospital University of Toronto,
Toronto, ON; 3Sunnybrook Health Sciences Centre, Toronto, OR;
4Mount Sinai Hospital, Toronto, ON; 5Division of Maternal Fetal
Medicine, Department of Obstetrics and Gynecology, Sunnybrook
Health Sciences Centre, Toronto, ON

10:30 AM - 12:30 PM
Objective: Umbilical artery (UA) Doppler is a key component
in the diagnosis of early-onset fetal growth restriction (FGR).
However, the interpretation of UA Doppler is complicated by
the considerable variability of available UA Doppler references,
which can have a profound impact on the proportion of small
fetuses diagnosed with FGR. Our aim was to explore the method-
ological factors contributing to the heterogeneity of existing
references and develop a UA Doppler pulsatility index (UA-
PI) reference using an approach that addresses some of the
limitations of prior studies.
Study Design: This was a retrospective longitudinal study of
individuals with an uncomplicated singleton pregnancy who
underwent assessment of UA Doppler at a single academic
center (2012-2022) where UA Doppler is measured routinely
in all ultrasound exams. We explored the effect of estimated
fetal weight (EFW) percentile threshold (>10th, >25th, or >50th
centile), parity, and statistical modeling approach (LMS, quantile
regression, and quantile sheets) on the reference values. Based on
these findings, a final UA-PI chart was developed and compared
to existing charts.
Results: A total of 25,069 UA-PI measurements from 12,394
patients were analyzed. The study population’s EFW percentile
threshold had a considerable impact on the UA-PI reference
(Figure 1), whereas the effect of parity was minimal. LMS and
quantile regression methods yielded similar UA-PI reference
charts, unlike the quantile sheets method. Therefore, our final
UA-PI reference was based on observations from fetuses with
EFW >50th percentile using the LMS method. The differences
between the new chart and previously published charts in the
UA-PI 95th percentile are illustrated in Figure 2.
Conclusion: To our knowledge, this study is the first to explore
the impact of methodological factors on a UA-PI reference
chart. The newly developed chart addresses several limitations
of previous studies. As such, it may reflect more accurately the
distribution of UA-PI in uncomplicated singleton pregnancies
and improve the accuracy of FGR diagnosis.

926 | a Fetal Blood-Brain-Barrier Microphysiological
System to Study the Effect of In-Utero Toxicant Exposure

Sourabh Sharma1; Lauren Richardson2; Ramkumar Menon2
1University of Texas Medical Branch Galveston, Galveston, TX;
2University of Texas Medical Branch, Galveston, TX

10:30 AM - 12:30 PM
Objective: Glutamate dysregulation resuling in neuronal dam-
age is associated with the development of many neurological
disorders. The lack of physiologically relevant in-vitro models
has limited our mechanistic understanding. This study evaluated
the effect of environmental pollutant Polybrominated Diphenyl
Ethers (PBDE), using a microphysiologic (MPS) model of human
fetal blood-brain-barrier (FB).
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Study Design: The FB-OOC is composed of 3-cell culture
chambers, connected by microchannels, containing 1)brain
microvessel endothelial cells, 2)human vascular pericytes, and
3)a triculture of neurons, astrocytes, andmicroglia in a 5:2:1 ratio,
respectively. To assess the effect of toxicants on glutamate dysreg-
ulation and neuroinflammation, endothelial cells were exposed
to PBDE(150ng/ml). To mimic the passage of PBDE through the
placenta, endothelial cells were exposed to conditioned PDBE
media from a placenta-OOC (1:1). In parallel, triculture cells were
directly treated in a 96-well plate. Dextran propagation over 72
hours and zonula occludens-1 expression confirmed FB barrier
function. Cell morphology (microscopy), cell cytotoxicity, and
cytokines weremeasured. Statistical significance was determined
by unpaired t-tests (N = 5; p< 0.05).
Results: Control FB-OOC were characterized by 1)viable cell
cultures expressing standard cell morphologies and cell-specific
markers, 2)barrier formation confirmed by lack of dextran
propagation over 72 hours, and 3) baseline pro-inflammatory
cytokines. On-chip PBDE and placenta-derived metabolites of
PBDE treatment in the endothelial chamber induced cell cyto-
toxicity and upregulation of glutamate in the triculture but
did not induce neuroinflammation. Conversely, 2D triculture
experiments showed direct PBDE treatment-induced neuroin-
flammation compared to PBDE placenta-derived metabolites or
controls.
Conclusion: This study established a model of FB that assessed
the role of glutamate dysregulation independent of neuroinflam-
mation. AdvancedMPSmodels are needed to evaluate the impact
of various exposures at the FB, as 2D neuronal cultures cannot
model intercellular interactions.

927 | Prenatal Anemia: Examining Trends and Racial
Disparities Before and After Standardized Clinical
Interventions

Supraja Rachuri1; Edward Lievanos1; Aida Shirazi1; Deanna
Fink2; Zahra Samiezade-Yazd3; Lauren Gong Barres1
1Kaiser Permanente San Francisco, Kaiser Permanente San
Francisco, CA; 2Kaiser Permanente, Oakland, CA; 3Kaiser
Permanente Division of Research, Kaiser Permanente San
Francisco, CA

10:30 AM - 12:30 PM
Objective: Anemia is a common complication of pregnancy that
disproportionately affects Black women and is linked to adverse
maternal outcomes including cesarean delivery, postpartum
hemorrhage, intraamniotic infections and need for blood trans-
fusions. The Controlling Anemia in Pregnancy (CAP) project
introduced a clinical algorithm that standardized diagnosis and
treatment of anemia across a large healthcare institution. We
sought to assess the impact of this algorithm on the incidence of
prenatal anemia and identify racial disparities.
Study Design: We conducted a retrospective cohort study of
adult pregnant patients with term, singleton live-born deliver-
ies. Data was collected from two cohorts: Cohort 1 (January-
December 2016) pre-CAP and Cohort 2 (January-December 2019)
post-CAP implementation. Primary outcomes included incidence
of both prenatal anemia overall and on admission to labor and
delivery. Secondary outcomes included prenatal ferritin and IV
iron orders. Outcomes were stratified by ethnicity.

Results: 68,839 patients were included in the study. The inci-
dence of anemia was 38.7%. After the CAP project, diagnosis of
anemia increased across all ethnicities 1,344 (3.8%) in 2016 vs.
4,901 (14.4%) in 2019 (P< 0.0001). The percentage of patients
with anemia on admission to labor and delivery decreased 4,723
(36%) in 2016 vs. 4,398 (32.6%) in 2019 (P< 0.0001). Ferritin orders
increased 2,802 (21.3%) in 2016 vs. 7,377 (54.6%) in 2019 (P<
0.0001) and IV iron infusions increased 407 (3.1%) in 2016 vs.
1,392 (10.3%) in 2019 (P< 0.0001). Black women had a 1.8 times
higher incidence (IRR [95%CI]:1.8 [1.7-1.9], p< 0.001) of anemia
compared to white women. Identification of anemia increased in
both black and white women after implementation of the CAP
project 218 (8.9%) in 2016 vs 642 (25.2%) in 2019 in black women
and 295 (2.2%) in 2016 vs 1290 (10.6%) in 2019.
Conclusion: The CAP protocol effectively improved the identifi-
cation and treatment of prenatal anemia, with increased ferritin
orders and IV iron treatments. Despite this, Black women remain
disproportionately affected by anemia.

928 | Association Between Gestational Weight Gain and
Short-term Pregnancy Outcomes

Susan Dalton1; Amanda A. Allshouse1; Torri D. Metz1; Ann M.
Bruno2
1University of Utah, Salt Lake City, UT; 2University of Utah
Health, Salt Lake City, UT

10:30 AM - 12:30 PM
Objective: Despite established Institute of Medicine (IOM)
gestational weight gain (GWG) guidelines, there is ongoing
debate as to whether these cutoffs are too liberal or strict,
especially for pregnant people with obesity. We aimed to evaluate
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short-term adverse pregnancy outcomes by GWG above or below
IOM guidelines.
Study Design: Secondary analysis of a prospective cohort study
of nulliparous, singleton pregnancies (2010-2013). Pregnancies
> 20 weeks’ were included while those with genetic or struc-
tural anomalies or missing outcome data were excluded. The
exposure was GWG classified as below, within, or above IOM
guidelines. Primary outcomes were composites of maternal and
neonatal morbidity and mortality (Table), and secondary out-
comes were their individual components. Those above or below
recommended GWG were compared with those within IOM
guidelines. Rates of outcomes by GWG category are reported.
Multivariable modeling estimated the association between GWG
and the selected outcomes.
Results: Of 8,997 pregnancies analyzed, 449 (32.2%) were below,
741 (30.5%) were within, and 2,205 (43.2%) were above IOMguide-
lines. Individuals within guidelines were more likely to have a
normal pre-pregnancy bodymass index. The overall prevalence of
composite maternal morbidity was 38.1% and composite neonatal
morbidity was 24.0%. GWG above IOM guidelines was associated
with higher maternal morbidity (43.2% vs 30.5%, aOR 1.48 95%
CI 1.33-1.65; Table). GWG above IOM guidelines was associated
with a lower odds of neonatal morbidity (26.3% vs 27.2%, aOR
0.85, 95% CI 0.76-0.95), with preterm delivery and SGA driving
this relationship.GWGbelow IOMguidelineswas associatedwith
higher neonatal morbidity (aOR 1.55, 95% CI 1.34-1.78; Figure).
Conclusion: While there is an association between GWG above
IOM guidelines and maternal morbidity, there was an inverse
relationship with neonatal morbidity. A better understanding of
both short and long-term adverse pregnancy outcomes based on
GWG is needed.

929 | Association Between the Intensity and Type of
Exercise and the Risk of Gestational Diabetes

Takaki Tanamoto1; George R. Saade2; Tetsuya Kawakita2
1United States Naval Hospital Yokosuka, Yokosuka City,
Kanagawa; 2Macon & Joan Brock Virginia Health Sciences
Eastern Virginia Medical School at Old Dominion University,
Norfolk, VA

10:30 AM - 12:30 PM
Objective: While some studies have shown that exercise reduces
the incidence of gestational diabetes mellitus (GDM), the recom-
mended intensity of exercise has been anecdotal. Our objective
was to examine the rate of (GDM) according to exercise intensity
during pregnancy.
Study Design: We analyzed data from the Nulliparous Preg-
nancy Outcomes Study: Monitoring Mothers-to-Be (nuMoM2b),
in which patients were enrolled prospectively starting in the first
trimester, and data was obtained by trained research coordina-
tors. Individuals with pregestational diabetes or delivery < 20
weeks were excluded. The primary exposure was the intensity
of exercise performed in the first trimester categorized according
to metabolic equivalent hours per week (MET-hr/week) into:
none, low-intensity (< 7.5 MET-hr/week), moderate-intensity
(7.5-14.9 MET-hr/week), or high intensity (≧15 MET-hr/week).
Our primary outcome was GDM. We also examined a com-
posite of adverse pregnancy outcomes, including preeclampsia,
gestational hypertension, preterm birth, small-for-gestational-
age birth, and stillbirth. Adjusted relative risks (aRR) with 95%
confidence intervals (95% CI) were calculated using modified
Poisson regression, adjusting for potential confounders.
Results: Of 9,551 individuals, 3,132 (29.7%) had no exercise, 2,531
(26.5%) had low-intensity exercise, 1,959 (20.5%) had moderate-
intensity exercise, and 2,223 (23.3%) had high-intensity exercise.
Demographics and socioeconomic status were different across
the groups (Table 1). Compared to individuals with no exercise,
those who performed high-intensity exercise had a lower risk
of GDM (5.1% vs. 2.8%; aRR 0.61; 95% CI 0.45-0.82). However,
other secondary outcomes remained similar (Table 2). Moder-
ate and low-intensity exercise compared to no exercise were
not associated with significant differences in GDM or other
outcomes.
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Conclusion: High-intensity exercise was associated with a lower
risk of GDM compared to no exercise. Future intervention studies
focusing on exercise to prevent GDM are warranted.

930 | Glycemic Status and Fetal Growth in Twin Gestations

Tasneem Sannah1; Stefanie Hinkel2; Lorraine Dugoff2
1Corewell Health Grand Rapids, Grand Rapids, MI, MI;
2University of Pennsylvania, Philadelphia, PA

10:30 AM - 12:30 PM
Objective: In this study, we compared fetal growth curves in
twin pregnancies affected by gestational diabetes with normo-
glycemic twin pregnancies. We hypothesized that fetal growth
curves in twin gestations affected by gestational diabetes mellitus
(GDM) would be significantly different from fetal growth curves
for normoglycemic twin gestations, given the well-established
fetal growth acceleration which occurs in singleton pregnancies
affected by GDM.
Study Design: This study is a secondary analysis of a retrospec-
tive cohort study of twin pregnancies conducted at 17 centers
in the US. Our primary exposure group was GDM, and our
primary outcome was estimated fetal weight (EFW) as a function
of gestational age. Dichorionic twin pregnancies with data from
at least one ultrasound were included in the study. Demographic
data were collected and compared between the two groups. The
means of EFW at each gestational week were calculated for both
groups, plotted onto curves, and subsequently compared.
Results: Our results demonstrated no statistically significant
difference between groups in terms of demographic characteris-
tics. However, the comparison between fetal growth curves also
revealed no significant difference between the two groups, so we

were unable to reject our null hypothesis after this initial analysis
of the primary outcome.
Conclusion: We aimed to evaluate the association of GDM with
longitudinal fetal growth in twin pregnancies. Contrary to our
hypothesis, we did not find a statistically significant difference in
longitudinal fetal growth between normoglycemic twin pregnan-
cies and twin pregnancies affected by GDM. These results are not
entirely inconsistent with what has been demonstrated in prior
literature; namely, that GDM likely does not affect fetal growth in
twin pregnancies nearly as dramatically as it has been shown to
affect fetal growth in singleton pregnancies. This may be because
any accelerated growth caused byGDM in twinswould bemasked
by the expected growth deceleration that has been demonstrated
in twins in the third trimester.
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931 | Food Desert Proximity and Gestational Weight Gain
During Pregnancy

Taylor Martin1; Babatamilore Alade2; Mary Taylor Winsten3;
Kylie Mulvaney4; Felicia Hamilton3; Alexandra Piselli2; Fatimah
Z. Fahimuddin4
1Georgetown School of Medicine, Washington, DC; 2Georgetown
University, Washington, DC; 3Medstar Washington Hospital
Center, Washington, DC; 4MedStar Washington Hospital Center,
Washington, DC

10:30 AM - 12:30 PM
Objective: A lack of access to healthy and nutritious food has
been identified as an independent risk factor for pregnancy mor-
bidity, but there is a lack of evidence outlining the relationship
between gestational weight gain (GWG) and food desert (FD)
proximity. In this study, we sought to evaluate the impact of living
in FDs on GWG during pregnancy.
Study Design: This single-center, retrospective study exam-
ined patients undergoing cesarean delivery (CD) at MedStar
Washington Hospital Center from July 2021 to December 2022.
Exclusion criteria included multifetal gestation, prenatal care
outside of our hospital system, and entry into prenatal care
after 14 weeks of gestation. Patients were classified as having
low food access (LFA) if they lived more than 1 mile (urban)
or 10 miles (rural) from the nearest supermarket. GWG was
defined as inadequate, adequate, or excessive weight gain based
on pre-pregnancyBMI as delineated byACOG recommendations.
Multivariate multinomial logistic regression models compared
patients with LFA and GWG as the primary outcome, adjusting
for insurance type, marital status, and low income area.
Results: A total of 370 patients were included in the study, of
whom 73 (19.7%) lived in an LFA neighborhood. Women in the
LFA category had an average weight gain of 13.4 kg as compared
to 11.84 kg for those that lived in food secure neighborhoods,
although this difference was not statistically significant (p =
0.105).When assessed by pre-pregnancyBMI category,we found a
directional trend suggesting that living in LFA neighborhood was
associated with excessive weight gain, but this result was also not
statistically significant (aOR: 0.60 [0.324-1.101]).
Conclusion: Living in a LFA community showed no statistically
significant correlation for excessive weight gain when compared
to patient’s living in communities with adequate food access. This
study emphasizes the need for further exploration of alternative
factors that may be impacting the discrepancy in pregnancy
morbidity in these populations.

932 | Association between Social Vulnerability Index and
Adverse Pregnancy Outcomes

Tetsuya Kawakita1; Lindsay S. Robbins1; George Mcleod2;
George R. Saade1
1Macon & Joan Brock Virginia Health Sciences Eastern Virginia
Medical School at Old Dominion University, Norfolk, VA; 2Old
Dominion University, Norfolk, VA

10:30 AM - 12:30 PM
Objective: To examine the association between the social vulner-
ability index (SVI) and adverse pregnancy outcomes, including
maternal mortality.
Study Design: This was a cross-sectional study of county-level
data analysis of individuals who delivered in the United States
from 2016 to 2021. The study population includes individuals aged
10-44 at the time of delivery who gave live births, stillbirths, or
suffered maternal death. The SVI ranges 0-1, with 1 being the
highest vulnerability. Counties were categorized based on the SVI
quartile (Q1 < 25th percentile, Q2 25-49th percentile, Q3 50-74th
percentile, Q4 75th or greater). Our primary outcome was mater-
nalmortality, defined as “the death of a womanwhile pregnant or
within 42 days of termination of pregnancy.” Secondary outcomes
includedmaternalmortality up to one year postpartum, stillbirth,
and preterm birth < 37 weeks. We conducted Bayesian spatial
models with Conditional Autoregressive Priors to calculate log
relative risk (RR) with 95% confidence intervals (95%CI), which
considered spatial autocorrelation.
Results: Of 22,667,460 births, there were 6,731 maternal mor-
talities, 9,702 mortalities up to one year postpartum, 275,884
stillbirths, 2,285,797 preterm births, and 7,225,076 cesarean deliv-
eries from 3,012 counties. Maternal mortality rate (MMR) per
100,000 births and SVI categories are shown in Figure 1. As the
SVI increases, incidences of maternal mortality increase (Q1 22.8;
Q2 25.7; Q3 31.1; and Q4 34.5 per 100,000 births) (Table 1). Higher
SVI groups had increased risks of maternal mortality (Q2 RR 1.10,
95%CI 0.99-1.22; Q3RR 1.27, 95%CIRR 1.15-1.41; Q4RR 1.54, 95%CI
1.39-1.72). Higher SVI groups also had increased risks of other
adverse pregnancy outcomes (Table 1).
Conclusion: High SVI is associated with an increased risk of
adverse pregnancy outcomes. The SVI could be used to identify
counties that need policies to address health disparities.
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933 | Association Between the Dietary Inflammatory Index
and Adverse Pregnancy Outcomes

Ummayhany F. Bharmal1; George R. Saade2; Tetsuya Kawakita2
1Medical College Baroda, Medical College Baroda, Gujarat;
2Macon & Joan Brock Virginia Health Sciences Eastern Virginia
Medical School at Old Dominion University, Norfolk, VA

10:30 AM - 12:30 PM
Objective: The impact of pre-conception inflammatory load has
not been adequately evaluated.We sought to determinewhether a
pre-conception diet that promotes inflammation, as measured by
the dietary inflammatory index (DII), is associated with adverse
pregnancy outcomes.
Study Design: This is a secondary analysis of data from the
Nulliparous Pregnancy Outcomes Study:MonitoringMothers-to-
Be (nuMoM2b) study, in which dietary habits were assessed for
three months before conception via a food frequency question-
naire. Data was obtained through patient interviews and chart
abstraction. Individuals with spontaneous abortion or missing
dietary data were excluded. DII was calculated from 28 pro-and
anti-inflammatory food items. Participants were classified into
DII quartiles, with the highest quartile indicating the most pro-
inflammatory diet. The primary outcome was a composite of
adverse pregnancy outcomes including preeclampsia, preterm
birth less than 37 weeks, small for gestational age less than
5th percentile, and stillbirth. Adjusted relative risks (aRR) along
with the 95% confidence intervals (CI) were calculated for all
outcomes, using modified Poisson regression while controlling
for confounders.
Results: Of the 7,911 participants included in this analysis,
1,443 (18.2%) had an adverse pregnancy outcome. Demographics
and socioeconomic factors including age, race, marital status,
insurance, education, and depression varied across the groups
(Table 1). Outcomes according to DII quartiles are presented in
Table 2. Individuals in the highest DII quartile compared with
those in the lowest quartile had an increased risk of the primary
outcome (20.8% vs 17.4%, aRR: 1.17, 95% CI: 1.02-1.34) as well
as stillbirth (0.9% vs. 0.3%; aRR 2.94, 95% CI: 1.04-8.32). Other
secondary outcomes were not statistically significant.
Conclusion: A pro-inflammatory diet in the immediate pre-
conception period is associated with a composite of adverse
pregnancy outcomes. Investigation of pre-pregnancy nutritional
interventions is warranted.

934 | Association between Stillbirth and the Social
Vulnerability Index

Tetsuya Kawakita1; Ann Harper2; John Brush2; Misa Hayasaka3;
George R. Saade1
1Macon & Joan Brock Virginia Health Sciences Eastern Virginia
Medical School at Old Dominion University, Norfolk, VA; 2Sentara
Health Research Center, Norfolk, VA; 3Department of Obstetrics
and Gynecology, Macon and Joan Brock Virginia Health Sciences
at ODU, Norfolk, VA

10:30 AM - 12:30 PM
Objective: To examine the association between stillbirth and the
social vulnerability index using electronic data froma large health
system.
Study Design: This was a retrospective cohort study of pregnant
individuals aged 18-50 who delivered singleton fetuses at any
of 6 hospitals within our healthcare system from 2015 to 2022
and were 20 weeks or greater. We excluded pregnancies with
known major fetal anomalies or chromosomal abnormalities
and intrapartum stillbirth. Individuals with their unavailable
addresses were also excluded. Stillbirth was defined as the birth
of a fetus without signs of life at 20 weeks’ gestation or greater.
The social vulnerability index (SVI) was obtained based on the
census tract that pregnant individuals lived in. The overall SVI
and the four domains of SVI (Socioeconomic status, household
characteristics, racial and ethnic minority status, and housing
type and transportation) were compared between stillbirths and
live births. Multivariable logistic regression was used to calculate
adjusted odds ratios (aOR)with 95% confidence intervals (95%CI),
adjusting for confounders (1st quartile as referent).
Results: Of 61,323 pregnancies, 603 (1.0%) had stillbirths and
60720 (99.0%) had live births. The distribution of the SVI in
our region is presented in Figure 1. Compared to live births,
stillbirths were associated with increased odds of higher overall
SVI quartiles (3rd quartile aOR 1.54, 95%CI 1.22-1.96; 4th quartile
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aOR 1.45, 95%CI 1.13-1.87; Table 1). In the socioeconomic status
domain, stillbirths were associated with increased odds of 3rd
quartile SVI (but not 4th quartile). Household characteristics
status domain SVI was not associated with increased odds of
stillbirth. In the racial and ethnic minority status domain and
housing type and transportation domain, stillbirth was associated
with 4th quartile SVI.
Conclusion: The overall SVI and the socioeconomic status, racial
and ethnic minority status, and housing type and transportation
SVI domains are significantly associated with increased odds of
stillbirth.

935 | Ethnic/Racial Differences in Pregnancy Outcomes
for Patients Requiring Antepartum Antihypertensive
Maintenance for Non-severe Hypertension

Tiffany Yang1; Hannah K. Agoglia2; David Garry1; Samantha
Gobioff3; Cassandra Heiselman1
1Stony Brook University Hospital, Stony Brook, NY; 2Renaissance
School of Medicine at Stony Brook University, Stonybrook, NY;
3Stony Brook University, Stonybrook, NY

10:30 AM - 12:30 PM
Objective: This study aimed to determine differences in
pregnancy outcomes and hypertension control for pregnant
patients requiring antepartum antihypertensive maintenance
across race/ethnicity groups.
Study Design: Patients who received prenatal care at an
academic institution with a non-severe hypertensive disorder
(chronic, gestational, preeclampsia) requiring oral antihyper-
tensive maintenance medications were included. Medications
had to be initiated prior to 34 weeks for a minimum of 2
weeks. Pregnancies with fetal anomalies and multiples were
excluded. Patients were stratified by self-identified race/ethnicity.
Hypertension outcomes included dosage changes and adherence,
escalation in hypertension diagnosis (i.e. chronic to preeclamp-
sia), and acute management of severe hypertension intrapartum.
Pregnancy outcomes included mode of delivery, composite peri-
partum complications, GA at delivery, and BW. Statistics done
with significance level of p < 0.05.
Results: 121 patients met inclusion criteria: 86 (71.1%) White, 16
(13.1%) Black, 6 (5.0%) Asian, and 10 (8.3%) Hispanic. Non-White
patients experienced higher rates of antenatal dosage changes
(80% v 55%, p= 0.046), escalation in hypertensive diagnosis (64% v
38%, p = 0.02), and need for acute antihypertensives intrapartum
(42% v 21%, p = 0.02) compared to White patients (Table 1).
Black patients had higher rates of medically-indicated preterm
delivery (69% v 36%, p = 0.01), peripartum complications (31%
vs 11%, p = 0.04), and medication non-adherence (33% v 8%, p
= 0.01) compared to non-Black patients (Table 2). Asian patients
had higher initial diastolic pressures upon delivery (99.5±26.1 v
85.8±13.9, p = 0.03) compared to non-Asian patients. Hispanic
patients were less likely to have cesarean delivery (30% v 64.9%, p
= 0.04) compared to all others.
Conclusion: Non-White patients have a higher risk for inad-
equate blood pressure control, requiring more antihyperten-
sive medication, along with greater difficulty with medication
adherence. To optimize maternal outcomes equally across all
racial/ethnic groups, understanding specific risks and needs
remain paramount.
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936 | The Impact of Inter-Pregnancy-Interval After
Delivery of SGA Fetus on Recurrence Rate - Multicenter
Study

Tzory Jan Misgav1; Hen Y. Y. Sela1; Tzuria Peled2; Sorina Grisaru
Granovsky3; Misgav Rottenstreich4
1Shaare Zedek, Jerusalem, Yerushalayim; 2Shaare Zedek Medical
Center, Shaare Zedek Medical Center, Yerushalayim; 3Hebrew
University, Jerusalem, Yerushalayim; 4McMaster University,
Hamilton, ON

10:30 AM - 12:30 PM
Objective: To evaluate the association between IPI after deliv-
ering an SGA infant and the recurrence of this condition in
the subsequent pregnancy. This study aims to identify high-
risk populations for recurrence and provide counseling on the
recommended waiting period before the next pregnancy.
Study Design: Methods: A multi-center retrospective cohort
study. The study population included all women who deliv-
ered a live SGA infant between 24-42 weeks of gestation and
subsequently conceived and delivered in all university-affiliated
obstetrical centers in a single geographic area between 2003 and
2021. The study population was divided into several IPI groups,
with an IPI of 18 to 23 months serving as the reference group. The
primary outcomemeasured was the recurrence rate of SGA in the
subsequent pregnancy.
Results: During the study period, 12,689 women who delivered
an SGA infant and subsequently delivered again were identi-
fied. The control group (IPI between 18-23 months) included
1,765 women. The overall recurrence rate of SGA in the study
population was 19.3%. Univariate analysis showed that an IPI
of less than 3 months and an IPI between 6 to 11 months
were associated with higher rates of SGA recurrence (24.6%
vs. 17.5%, p< 0.01 and 20% vs. 17.5%, p = 0.03, respectively).
However, multivariate analysis controlling for confounders such
as maternal age, gravidity, parity, birthweight percentile at first
delivery, and smoking showed no significant association between

different IPI groups and SGA recurrence compared to the control
group.
Conclusion: Approximately one-fifth of women with a previous
SGAchildwill experience a recurrence. No significant association
was found between IPI and SGA recurrence. Further studies are
needed to identify factors that can prevent SGA recurrence.

937 | Clinical Outcomes and Placental Findings in
Pregnant Women with Covid-19 Wild-Type, Delta, and
OmicronWaves

Lindsay B. Howard1; Vincent Tang1; Shekinah Dosunmu1;
Joanne N. Quiñones1; Kyle Shaak2; Janae Cornwall3; Aishwarya
Pattnaik3; Victoria Loven1; Albert Sarno1; Matthew P.
Romagano1
1Lehigh Valley Health Network, Allentown, PA; 2Network Office of
Research and Innovation, Lehigh Valley Health Network,
Allentown, PA; 3University of South Florida Morsani College of
Medicine, SELECT Program, Tampa, FL

10:30 AM - 12:30 PM
Objective: To compare placental histologic findings to perinatal
outcomes from pregnant patients with COVID-19 based on
predominant SARS-CoV-2 variant at time of infection.
Study Design: Retrospective cohort study of pregnant patients
betweenMarch 1, 2020 to February 28, 2023 with confirmed PCR-
positive COVID-19 in singleton pregnancy > 6 weeks and avail-
able placental pathology. Exclusion criteria: patients with preex-
isting risk factors for abnormal placentation. Exposures: COVID-
19 wild-type, Delta and Omicron strains. Primary outcomes:
placental findings [maternal vascular malperfusion (MVM),
fetal vascular malperfusion (FVM), and infectious/inflammatory
findings], development of hypertensive disorders of pregnancy
(HDP), and spontaneous or indicated preterm birth. Placental
findings were categorized by strain, infection severity, trimester.
Delivery timing was categorized by placental findings. Univariate
techniques were utilized.
Results: 708 out of 1536 patients met inclusion criteria. COVID
symptoms and placental findings were similar across strains
(Table 1). The three cases of severe placental findings were
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seen in patients with Omicron that were asymptomatic or had
mild symptoms. Four patients with severe/critical symptoms had
non severe placental findings. HDP after COVID infection was
similar across all strains (Table 1). The proportion of patients
with placental findings was similar across all trimesters (Table 2).
MVM was more common in full-term deliveries, likely explained
by the common finding of villous infarction < 5%. Placental
inflammatory/infectious findings were significantly associated
with spontaneous preterm birth (45.9% vs. 24.5% full-term, 20.0%
indicated preterm; p = 0.01).
Conclusion: Our data does not suggest a difference in placental
findings based on COVID strain, infection severity, or trimester.
Placental inflammatory/ infectious findings were most common
in patients who experienced spontaneous preterm birth.

938 | Perinatal Outcomes Following Implementation of a
Remote Patient Monitoring Program for Hypertensive
Disorders in Pregnancy

Vincent Tang; Matthew P. Romagano; Joanne N. Quiñones;
Danielle Durie; Shae Duka; Nichola Bomani Gonzalez; Ebtisam
Zeynu; Meredith Rochon
Lehigh Valley Health Network, Allentown, PA

10:30 AM - 12:30 PM
Objective: Telehealth and remote patient monitoring programs
(RPM) are used increasingly in obstetrics to improve care and
decrease hospital admissions. Our goal was to evaluate the impact
on perinatal outcomes of an RPM formanagement of antepartum
hypertensive disorders of pregnancy (HDP).
StudyDesign: Retrospective cohort study of singleton gestations
with HDP < 37 weeks expectantly managed before and after
implementation of an RPM for HDP (controls 6/2020-5/2022,
RPM 6/2022-4/2024). Patients were excluded if they had severe
features or an indication for immediate delivery. RPM manage-
mentwas outpatient and included remote vital signs, nurse phone
visits, and fetal surveillance. Control group management was
both inpatient and outpatient at the discretion of the obstetrician.

Primary outcome was gestational age (GA) at delivery. Secondary
outcomes were readmission rates and select perinatal outcomes.
Results: 162 patients were identified: 66 RPM and 96 controls
(Table 1). Median GA at enrollment and duration in RPM was
32.9 wks (IQR 29.9-34.6) and 20.0 days (IQR 9-31), respectively.
RPM patients were more likely to have underlying chronic hyper-
tension (cHTN); demographics were otherwise similar. Controls
were more likely to deliver during the index hospitalization and
develop severe features; RPM were more likely to be readmitted.
RPM participants had a longer latency period between HDP
diagnosis and delivery (27.5 vs 14.0 days, p = 0.0036), delivered
at a later GA (35.9 vs 35.4 wks, p = 0.0051), and were more likely
to have a planned delivery at 37 wks (31.8% vs 0%, p< 0.0001).
NICU admission rate was higher in the control group (78.1% vs
57.6%, p = 0.0051), primarily due to prematurity. After adjusting
for cHTN, preeclampsia history and BMI, RPM was associated
with pregnancy prolongation of 0.949 wks (95% CI 0.188, 1.710),
an 83% reduction in development of severe features [AOR 0.169
(95% CI 0.073, 0.391), p< 0.0001] and a 60% reduction in NICU
admission [AOR 0.398 (95% CI 0.191, 0.833), p = 0.0144).
Conclusion: Use of RPM for outpatient management of preterm
HDP is safe and may improve select perinatal outcomes.
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939 | Randomized Trial of Postpartum Aspirin and Impact
on Nt-Probnp as a Marker of Maternal Health

Virginia Y. Watkins; Anthony E. Melendez Torres; Maria C.
Prado; Eden Singh; Jerome J. Federspiel; Sarah C. Snow; Sarahn
M. Wheeler; Shakthi Unnithan; Alaattin Erkanli; Brenna L.
Hughes
Duke University School of Medicine, Durham, NC

10:30 AM - 12:30 PM
Objective: To compare levels of NT-proBNP, a marker of car-
diac dysfunction, and clinical outcomes in patients at risk of
preeclampsia randomized to continuation of low-dose aspirin
(LDA) or placebo for 6 weeks postpartum.
Study Design: This double-blinded randomized-controlled trial
included patients at risk of preeclampsia randomized in a 1:1
fashion to LDA (81 mg) versus an identical-appearing placebo
continued for 6 weeks postpartum (Table 1). The primary out-
come was NT-proBNP levels at the postpartum visit. A sample
size of 90 was required to detect a clinically significant difference
in NT-proBNP between LDA and placebo with 80% power. A
sample size of 110 subjects was planned due to anticipated loss
to follow-up in the postpartum period. Pre-specified secondary
outcomes were postpartum preeclampsia, eclampsia, hospital
readmission, initiation or titration of blood pressuremedications,
and blood transfusion. The primary outcomewas compared using
the Wilcoxon rank sum test. Secondary outcomes are reported
as counts (%) and were compared using Fisher’s exact test after
adjusting for multiple testing using Bonferroni correction.
Results: From July 2023 to March 2024, 110 participants were
randomly assigned to LDA (n = 55) or placebo (n = 55). Baseline
demographics were similar between groups (Table 1). There
was no difference in the primary outcome of NT-proBNP levels
between groups (median (IQR), 36.5 ng/mL (36.0, 61.0) vs. 39.5
ng/mL (36.0, 74.0), p = 0.49). Rates of postpartum preeclampsia
in patients randomized to LDA vs. placebo (5.6% vs. 12.7%)
were numerically but not statistically significantly lower, with
similar rates of hospital readmission and bleeding complications
(Table 2). There were no cases of postpartum eclampsia or blood

transfusion. Adherence was higher in the LDA (75% vs. 69%) than
the placebo group.
Conclusion: Continuation of LDA after delivery was not asso-
ciated with decreased NT-proBNP levels compared to placebo.
Additional studies powered to detect differences in maternal out-
comes are needed to evaluate the role of LDA in the postpartum
period.
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940 | Concordance of Clinical GBS Status with Bacterial
Culture Obtained at Delivery Admission

William L. Riley1; Callie Reeder1; Jill M. Maples2; Kimberly B.
Fortner1; Jessica Da Conceicao Mendonca3; Zachary Burcham3;
Lindsey Burcham3

1University of Tennessee Graduate School of Medicine, Knoxville,
TN; 2University of Tennessee Health Science Center, College of
Medicine, Knoxville, TN; 3University of Tennessee Knoxville,
Knoxville, TN

10:30 AM - 12:30 PM
Objective: To evaluate the vaginal microbiome at term and com-
pare routine prenatal GBS screening with culture data obtained
through specimen collection at delivery hospital admission.
Study Design: This prospective cohort study, funded by an
institutional Human Health and Wellness grant, enrolled 50
term-pregnant patients to assess the vaginal microbiome through
culture and 16S full-length sequencing approaches at delivery
admission. Following consent, a sterile speculum examination
was performed for vaginal swab and lavage. Records were
reviewed for demographics, clinical GBS status, and obstetric
outcomes.
Results: Clinical GBS status was ascertained from routine ante-
natal care records, and bacterial culture data were obtained from
vaginal swab at the time of delivery admission for 39 participants.
Of these, 9/38 (24%)wereGBS-positive and 19/38 (50%)wereGBS-
negative by both sampling methods, giving concordant results in
28/38 patients (74%). Four (11%) participants had negative routine
GBS screening but were GBS-positive by culture at admission,
three (8%) had positiveGBS clinical screenswithout GBS detected
by culture at admission, and three (8%) were missing either data
point (Figure 1). One participant with GBS bacteriuria followed
by negative routine GBS screen was GBS-positive by culture
on admission. Twenty-eight (74%) patients were colonized with
opportunistic pathogens including S. agalactiae, E. faecalis, E.
faecium, S. aureus, S. epidermidis and E. coli.
Conclusion: While ∼75% of clinical GBS status and admis-
sion cultures agreed, 14% likely received unnecessary antibiotics
during labor. More importantly, 11% of participants did not
receive antibiotic prophylaxis due to negative routine screening;
however, were found to be colonized with GBS by culture.
Future work includes complete microbiome analyses to evaluate
unrecognized GBS colonization due to opportunistic pathogen
overgrowth and determination of GBS capsular serotype distribu-
tion for downstream molecular analyses. Clinical questions still
exist regarding the optimal method, timing, and cost efficiency
for determining GBS status.

941 | Race, Ethnicity, and Outcomes in Pregnancies with
Gestational Diabetes: a Secondary Analysis of Numom2B
Dataset

Xiang Yu Feng1; Jenny Chang2; Argyrios Ziogas2; Rebecca J.
Post2; Judith H. Chung3; On behalf of the nuMoM2b Network
1University of California, Irvine Division of Maternal-Fetal
Medicine, University of California, Irvine, CA; 2University of
California Irvine, Orange, CA; 3University of California- Irvine,
Irvine, CA

10:30 AM - 12:30 PM
Objective: Studies have demonstrated higher rates of gestational
diabetes in racial and ethnic minorities. Management of ges-
tational diabetes requires various dietary and lifestyle changes
in pregnancy. This study evaluates the association between
race, ethnicity, specific risk factors and outcomes in nulliparous
pregnancies affected by gestational diabetes.
Study Design: This study is a secondary analysis of the Nul-
liparous Pregnancy Outcomes Study: Monitoring Mothers-to-be
(nuMoM2b), a prospective cohort study following nulliparas
throughout pregnancy. Patients diagnosed with gestational dia-
betes were analyzed by racial/ethnic groups. Primary outcome
was neonatal hypoglycemia. Secondary outcomes were selected
neonatal and maternal morbidities. ANOVA test and Fisher’s
exact were used for analysis of difference in race/ethnicity
group. Multivariate logistic regression was used to adjust for
confounders.
Results: Of the cohort of 10,037 patients, 396 were diagnosed
with gestational diabetes, with 54.5% patients identifying as non-
Hispanic White, 10.4% non-Hispanic Black, 18.7% Hispanic, and
16.4% all other. Variance by race/ethnicity was found for multiple
characteristics such as age, body mass index, dietary caloric and
carbohydrate intake, chronic hypertension, socioeconomic status,
health literacy, and experience of racism (all p values < 0.047).
After adjusting for these potential confounders, rates of neonatal
hypoglycemic were not statistically significant. However, rate for
cesarean was higher for non-Hispanic Black patients (aOR 2.18,
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95% CI 1.02-4.70) and macrosomia higher for Hispanic patients
(aOR 2.98, 95% CI 1.10-8.09).
Conclusion: Variance was observed in racial/ethnic groups for
multiple characteristics including dietary caloric intake and car-
bohydrate intake in patients with gestational diabetes. Although
odds of neonatal hypoglycemia were not significant between
groups, differences in cesarean delivery and macrosomia rates
were seen. These findings may impact developing culturally
individualized care in counseling andmanagement of gestational
diabetes.

943 | Betamethasone for Preterm Premature Rupture of
Membranes at Late Prematurity

Yossi Bart1; Michal Fishel Bartal2; Farah H. Amro1; Sean C.
Blackwell1; Baha M. Sibai1
1McGovern Medical School at UTHealth Houston, Houston, TX;
2UTH Houston & Sheba Medical Center Israel, Houston, TX

10:30 AM - 12:30 PM
Objective: As of 2020, the American College of Obstetricians and
Gynecologists extended the upper limit of expectantmanagement
of preterm premature rupture of membranes (PPROM) to 36
weeks. Treatment with betamethasone (BMZ) in the subset of
patients with PPROM in the late preterm period has not beenwell
studied. Therefore, we sought to investigate this.
Study Design: A secondary analysis of the Antenatal Late
Preterm Steroids (ALPS) trial. All individuals enrolled in the
parent trial were included. The primary outcomewas a composite
of respiratory support at 72 h, including continuous positive
airway pressure or high flow nasal cannula ≥ 2 h, oxygen with
an inspired fraction of≥ 30% for≥ 4 h, or mechanical ventilation,
together with extracorporeal membrane oxygenation, or stillbirth
or neonatal death within 72 h after delivery. Poisson regression
was implemented to adjust for confounders.
Results: Overall, 22% (620/2,831) had PPROM upon enrollment.
Among individuals with PPROM, compared to those without, the
median latency period was 15.6 hours (IQR 8.3-24.1) versus 45.0
hours (IQR 20.0-158.0; P< 0.001) (Figure). Among the patients
who received BMZ, two doses were given to 26% (83/316) of
those with PPROM vs. 70% (775/1,110; P< 0.001) of those without.
Latency ≥ 48 hours, compared to < 48 hours, was associated with
a lower primary outcome rate: 9% (94/1,078) vs. 16% (273/1,749);
P< 0.001.
Among patients with PPROM, 49% (304) received BMZ and 51%
(316) received placebo. The BMZ and placebo groups had similar
baseline characteristics. In this subgroup, there was no difference
in the primary respiratory outcome rate (adjusted RR 0.91, 95% CI
0.60-1.38) between BMZ and placebo (Table). Secondary neonatal
and maternal outcomes did not differ as well.
Conclusion: Compared to those without, individuals with
PPROM in the late preterm period had shorter latency; three out
of four delivered within 24 hours from randomization. Among
individuals with PPROM, there were no differences in neonatal
morbidity following treatment with BMZ compared to placebo.
However, our studywas underpowered to detect such differences.
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944 | Novel Roles of Et-1 in Superimposed Preeclampsia

Yuye Wang1; Rebecca Ssengonzi2; Feng Li2; Nobuyo
Maeda-Smithies2
1University of North Carolina at Chapel Hill, Durham, NC;
2University of North Carolina at Chapel Hill, Chapel Hill, NC

10:30 AM - 12:30 PM
Objective: This study aims to determine if low maternal
endothelin-1 (ET-1) expression causes preeclampsia-like pheno-
types during pregnancy usingmice withmodified Edn1 alleles (L)
that have ∼30% of the wild type (WT) circulating ET-1 levels.
Study Design: At 8-10 weeks of age, Edn1L/L females were mated
with Edn1L/L males, andWT females were mated withWTmales.
One batch of dams from each group was sacrificed at 18.5 days
post coitus (dpc) and maternal urine, plasma, and kidneys were
collected. Urine albumin, and serum markers of preeclampsia—
soluble fms-like tyrosine kinase 1 (sFlt-1), vascular endothelial
growth factor (VEGF), and soluble endoglin (sENG)—were mea-
sured using ELISA kits. Electron microscopy of the glomeruli
was examined at 18.5 dpc. A separate batch of dams from each
groupwas reared through termdelivery (19.5 to 21.5 dpc). Tail-cuff
blood pressure measurement was performed on WT and Edn1L/L
femalemice before pregnancy, at 13.5 dpc, at 17.5 dpc, and at 7 days
postpartum.
Results: Virgin Edn1L/L females were hypertensive but did not
demonstrate any other obvious abnormalities. Edn1L/L females
developed the full spectrum of preeclampsia-like phenotypes
during pregnancy, including elevated systolic blood pressure and
urinary albumin secretion, and glomerular endothelial damage.
On the day of delivery, Edn1L/L dams had fewer live neonates. At
18.5 dpc, Edn1L/L dams also had fewer live fetuses and reduced
fetal weight. The placental weights were not different between
Edn1L/L andWTdams. Interestingly, all serummarkers of PEwere
lower in Edn1L/L dams compared to WT dams.
Conclusion: Our results show low maternal ET-1 expression
causes preeclampsia-like phenotypes during pregnancy and leads
to adverse pregnancy outcomes in mice.

945 | Evaluating Associations Between a Continuous
Measure of Midtrimester Cervical Length and Gestational
Age at Delivery

Zahava P. Michaelson1; Daniel L. Kuhr1; Nicola F. Tavella2; Raina
Kishan2; Nicole Parkas1; Helen Feltovich1; Kimberly B. Glazer3
1Division of Maternal-Fetal Medicine, Icahn School of Medicine at
Mount Sinai, New York, NY; 2Icahn School of Medicine at Mount
Sinai, New York, NY; 3Department of Population Health Science
and Policy; Department of Obstetrics, Gynecology and
Reproductive Science, Blavatnik Family Women’s Health Research
Institute, Icahn School of Medicine at Mount Sinai, New York, NY

10:30 AM - 12:30 PM
Objective: A dichotomous measure of short cervical length (CL)
(< 25 mm) is correlated with spontaneous preterm birth (sPTB)
but cannot predict gestational age (GA) at delivery. Our aim was
to examine the relationship between continuous CL and delivery
GA.
Study Design: This was a retrospective cohort study of 1,000
patients who delivered at a single tertiary, urban academic
hospital from January 2013-August 2023 after transvaginal CLwas
measured at 16w0d-24w6d GA. We abstracted delivery GA and
CL taken closest to 20w0d from the electronic medical record.
We used linear regression to model associations between a 1 mm
increase in CL and mean change in GA at delivery for the full
cohort as well as a sub-cohort with CL < 25 mm. We used model
r2 to measure the proportion of variance in GA explained by CL
in each group.
Results: 1,038 pregnancies in 1,000 patients met inclusion cri-
teria. 21.4% of pregnancies were in patients with prior sPTB
(Table 1), consistent with a high-risk population. 13.3% of index
pregnancies ended in sPTB. CLs were normally distributed with
a mean (standard deviation) of 38 (7) mm (Table 2). The median
(min, max) delivery GA was 39.0 (21.0, 42.0) weeks. CL and GA
were weakly positively correlated (Spearman r = 0.07, p = 0.02).
In the overall cohort, 1 mm CL increase was associated with a
mean increase of 0.5 (95% confidence interval (CI) 0.4-0.7) days
GA at delivery (r2 = 0.06). In the short cervix cohort, 1 mm
increased CL was associated with increased GA of 2.7 (95% CI
0.9-4.4) days (r2 = 0.25).
Conclusion: Continuous CL was positively associated with
delivery GA in all patients, but small changes in CL explained
more variation in GA at delivery in patients with CL < 25 mm.
Because every additional day of gestation improves neonatal
outcomes in sPTB, further research should investigate the use of
continuous CL along with other predictors for risk stratification
in high-risk patients.
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946 | Cesarean Section Rates andMaternity Populations at
Risk: a Single Center 16 Year Follow Up

Maxim Shapiro1; Zvi Ehrlich2; Rivka Farkash1; Yael Lerner1;
Ronit Calderon Margalioth1; Sorina Grisaru Granovsky3
1SZMC, SZMC, Yerushalayim; 2Shaare Zedek Medical Center,
Jerusalem, Yerushalayim; 3Hebrew University, Jerusalem,
Yerushalayim

10:30 AM - 12:30 PM
Objective: To estimate the association between CS rates and
the different maternity populations as classified Robson 10-group
Classification (RGC) at a single large maternity center with
uniform clinical protocols, between 2005-2021.

Study Design: 235,280 recorded births were categorized using
RGC. CS risk was assessed by logistic regressions using both
univariate and adjusted multivariate models. All models were
re analyzed for parity groups in the RGC, nulliparous and
multiparous. Within the nulliparous groups, RG1 was a reference
for RG 2a, 2b, 6 and 8-10, and for multiparous, RG 3 was a
reference for RG 4, 5, 7 and 8-10).
Results: CS rate increased from 11.0% to 13.8% during the study
period (Figure). The largest groups were nulliparous and multi-
parous women with single cephalic, spontaneous labor at term
(RG1 and RG3, respectively); 71.1%. The group that contributed
themost to overall CS rate was RG 5 (multiparous, single cephalic
pregnancy at term with prior CS), 33.6% of CS. RG5 also had
the highest risk among the multiparous analysis (aOR = 45.2,
95% CI: 42.5-48.0). Apart frommalpresentations, the groups with
the highest risk for CS were RG8 (all multifetal pregnancies
at any gestational age) overall and among nulliparous women
(aOR = 6.1 95% CI: 5.4-6.8, and aOR = 24.7 95% CI: 20.4-29.8,
respectively). Notably, labor induction increased the risk for CS
in both nulliparous and multiparous (aOR = 3.5 95% CI: 3.5-4.0,
and aOR = 3.7 95% CI: 3.2-3.9, respectively). (Table)
Conclusion: CS rates are still rising, even in populations with a
basic low rate. Interventions to reduce CS rates should be focused
on decreasingmultifetal pregnancies rate in the setting of assisted
reproduction and a careful revision of the limited trial of labor
after cesarean. Labor induction was shown to increase the risk
for CS in both nulliparous and multiparous groups, warranting
inspection of this rising practice.
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947 | Association between Robson 10 Group Classification
(RGC) and the risk adverse maternal and neonatal
outcomes

Maxim Shapiro1; Zvi Ehrlich2; Rivka Farkash1; Liav Berkovits1;
Ronit Calderon Margalioth1; Sorina Grisaru Granovsky3
1SZMC, SZMC, Yerushalayim; 2Shaare Zedek Medical Center,
Jerusalem, Yerushalayim; 3Hebrew University, Jerusalem,
Yerushalayim

10:30 AM - 12:30 PM
Objective: To analyze the association between the different
maternity women groups classified by Robson 10 Group Classi-
fication (RGC) and the risk for adverse maternal and neonatal
outcomes, at a single large maternity center.
Study Design: An observational study including 235,280 births.
Outcomes included post-partum hemorrhage (PPH), puerperal
fever, extended length of hospitalization (LOH≥4 days),maternal
readmission within 42 days, in-hospital neonatal mortality, 5-
minutes APGAR score< 7 and NICU ≥3 days. The associations
and risks were assessed by adjusted logistic regression models for
the entire populations as well as by maternal age, background
medical condition prior to delivery, GDM, hypertensive disorder
during pregnancy, prior miscarriage, gestational age. Analysis
was conducted separately by parity. For nulliparous groups, RG1
was a reference for RG 2a, 2b, 6 and 8-10, and for multiparous, RG
3 was a reference for RG 4, 5, 7 and 8-10). In these comparisons,
groups 8-10 were selected by their appropriate parity for each
analysis.
Results: All multifetal pregnancies (RG8) had the higher risk
for PPH (aOR = 1.7, 95% CI: 1.4-2.0) and extended LOH (aOR =
4.7, 95% CI: 4.0-5.5). RG 2b and 4b; Nulliparous and multiparous
pre-labor CS at term, respectively, as well as RG 6; nulliparous
breech (unrelated to themode of delivery), had the highest risk for
neonatal mortality (aOR = 9.1, 8.0 and 8.0, 95% CI, respectively).
Both RG2a and RG4a groups; nulliparous and multiparous single
cephalic labor induction at term, markedly showed that labor
induction was significantly associated with low 5’ APGAR and
neonatal mortality, both for nulliparous and multiparous (RG2a
lowAPGARaOR= 1.7 95%CI: 1.4-2.0,mortality aOR= 4.2 95%CI:
2.6-6.7. RG4a- low APGAR aOR = 3.3 95% CI: 2.7-3.9, mortality
aOR = 7.7 95% CI: 6.0-9.9) Tables 1 & 2.
Conclusion: The maternal and neonatal risk for adverse peri-
natal outcome is strongly associated with breech presentation,
multifetal pregnancies at any gestational age and labor induction.
Focused interventions to these groups may reduce the perinatal
adverse outcomes in specific populations.
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948 | Neighborhood Deprivation Associated with
Extremely Preterm Birth during COVID-19 Pandemic

Abigail Bell1; Megan Foeller1; Candice Woolfolk1; Emily Dively,
BSN2; Fan Zhang1; Daniel Jackson3; Nandini Raghuraman4;
Indira U. Mysorekar5; Jeannie C. Kelly4
1Washington University School of Medicine in Saint Louis, St.
Louis, MO; 2Washington University School of Medicine, St. Louis,
MO; 3Mercy Hospital, St Louis, MO; 4Washington University
School of Medicine in St. Louis, St. Louis, MO; 5Baylor College of
Medicine, Houston, TX

4:00 PM - 6:00 PM
Objective: Area Deprivation Index (ADI) is strongly associated
with obstetric outcomes but understudied during the COVID-19
pandemic. We sought to evaluate the relationship between ADI
and preterm birth during the early pandemic.
Study Design: We performed a secondary analysis of a prospec-
tive longitudinal cohort study investigating the impact of COVID-
19 exposure in pregnancy on perinatal outcomes. Pregnant
patients were recruited 12/23/20-7/18/22 and serially tested with
serum antibody testing for COVID-19 exposure during pregnancy.
Delivery residence address was used to categorize patients into
low ADI (≤ 50th percentile) and high ADI (≥ 75th percentile, indi-
cating high level of deprivation) groups. The primary outcome
was preterm birth, using multivariable regression and stratified
by gestational age at birth; secondary outcomes included other
perinatal complications.
Results: 306 patients were included. Overall, preterm birth rates
did not differ between high and low ADI groups; however, low
ADI was significantly associated with lower rates of extreme
pretermbirth< 28weeks and< 34weeks (Table 1). After adjusting
for obesity and tobacco use, the association persisted at < 28
weeks (aOR 0.26, 95% CI 0.07-0.73) and < 34 weeks (aOR 0.35
95% CI 95% 0.14-0.87; Table 2). There were no other differences
found in perinatal outcomes except for a higher rate of neonatal
intracranial hemorrhage in the low ADI group (3.2% vs 0%, p =
0.03).
Conclusion: High ADI was associated with increased risk of
extremely preterm birth during the early COVID-19 pandemic

even when controlling for obesity and tobacco use. The interplay
of social determinants of health and preterm birth must be better
studied to target interventions to modifiable risk factors.

949 | Real-World Accuracy of Angiogenic Factors for
Predicting Severe Preeclampsia in Singleton and Twin
Gestations

Abraham Tsur1; David Nadav Sabag2; Ronen Fluss3; Amit
Huppert3; Michal Fishel Bartal4; Dan Dominissini5; Yoav
Yinon6; Shali Mazaki Tovi6; Rakefet Yoeli-Ullman7
1Sheba Medical Center, Ramat Gan, Tel Hashomer, Israel, Ramat
Gan, HaMerkaz; 2Sheba Medical Center, Ramat Gan, Tel
Hashomer, Israel, Givatayim, HaMerkaz; 3Gertner Institute,
Ramat Gan, HaMerkaz; 4UTH Houston & Sheba Medical Center
Israel, Houston, TX; 5The sheba Medical Center, Ramat Gan,
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HaMerkaz; 6The Sheba Medical Center, Ramat Gan, HaMerkaz;
7Sheba Medical Center, Ramat Gan, HaMerkaz

4:00 PM - 6:00 PM
Objective: To determine real-world accuracy of circulating
angiogenic factors in predicting preeclampsia with severe fea-
tures (sPE) in singleton and twin gestations.
Study Design: This retrospective cohort study consisted of
individuals admitted to the antepartum unit of a tertiary aca-
demic center from 2023 to 2024. We included individuals with
hypertensive disorders of pregnancy (HDP) at 23+0 to 34+6
weeks of gestation with available sFlt-1/PlGF measurements
obtained as part of the clinical flow. Exclusion criteria included
developing sPE on the day of measurement. The area under
the curve (AUC) was used to assess accuracy of the prediction
of sPE within two weeks. The discriminatory ratio of ≥40 was
evaluated for clinical performance. Similar to the PRAECIS study,
measurements were re-included if delivery did not occur within
two weeks. In addition, we developed a logistic regression model
integrating sFlt-1/PlGF with blood pressure (BP). Prediction of
sPE by the integrated model was compared to prediction based
on sFlt-1/PlGF alone using AUC and likelihood ratio test (LRT).
Results: The study group included 59 individuals (71 sflt-1/PlGF
measurements). In 35% of measurements, the individuals devel-
oped sPE within two weeks. Table 1 reports the discriminatory
clinical performance of the ≥40 ratio stratified by singleton and
twin pregnancies. The ≥40 ratio showed better sensitivity and
NPV in twins than in singletons.Moreover, although specificity in
twins was lower than in singletons, the PPV was higher in twins
due to the increased prevalence of sPE. Integrating sFlt-1/PlGF
with BP measurement increased the model accuracy (AUC 0.83
VS 0.88, figure 1) and enhanced the model fit (LRT p = 0.005).
Conclusion: Real-world evidence supports extending the clinical
use of the sFlt-1/PlGF ratio to assess the risk of developing sPE
in twin pregnancies as well. Integrating sFlt-1/PlGF with clinical
risk factors like BP can enhance predictive performance and
clinical decision-making.

950 | What to Expect of Expectant Management in
Preterm Preeclampsia with Severe Features

Ahmed Zaki Moustafa1; Beatrice Valentini2; Joe Haydamous3;
Cabrina Becker4; Jasmin Abdeldayem5; Khalil M. Chahine6;
Sean C. Blackwell7; Baha M. Sibai7
1Division of Maternal-Fetal Medicine, Department of Obstetrics,
Gynecology and Reproductive Sciences, McGovern Medical School
at UTHealth Houston, University of Texas - Houston, TX;
2University of Parma, University of Parma, Emilia-Romagna;
3Division of Maternal-Fetal Medicine, Department of Obstetrics,
Gynecology and Reproductive Sciences, McGovern Medical School
at UTHealth Houston, Houston, TX; 4UT Health Science Center at
Houston, McGovern Medical School, Houston, TX; 5Texas Tech
Health Sciences Center of El Paso, El Paso, TX; 6McGovern
Medical School at UTHealth, Houston, TX; 7McGovern Medical
School at UTHealth Houston, Houston, TX

4:00 PM - 6:00 PM
Objective: Despite common practice in the US, Level I data from
RCT’s of expectant management of preterm preeclampsia with
severe features (PSF) is limited. Of the three RCT’s conducted,
only one was performed in the US 30 years ago. There is also
limited evidence guiding management in the setting of fetal
growth restriction (FGR). Our objective was to describe maternal
and perinatal outcomes with expectant management of early
onset PSF by gestational age (GA) at diagnosis and by presence
of FGR.
Study Design: This is a retrospective cohort study of pregnant
individuals with a diagnosis of PSF between 24-34 weeks at
a single Level 4 center between January 2022 to April 2024.
Exclusion criteria was delivery < 24 hours of admission. We
compared the latency period (time interval from diagnosis to
delivery) by GA at diagnosis and presence or absence of FGR.
Indications for delivery, maternal and perinatal outcomes were
evaluated.
Results: Over the study period, 241 patients were admitted with
PSF < 34 weeks and 73% (n = 175) met criteria for analysis.
Patients were divided by GA: 24w0d–27w6d (n = 43), 28w0d–
31w6d (n = 90), and 32w0d–33w-6d (n = 42). There were no
significant differences in maternal characteristics.
Latency was longer with earlier GA at PSF diagnosis. Themedian
(IQR) latency in days was 6.4 (2.7–14.2) in group 1, 4.2 (2.5-11.0) in
group 2, and 3.0 (1.7-6.4) in group 3 (p = 0.024).
Rate of FGR was significantly higher with earlier onset at 51%,
46%, and 21% in groups 1, 2, and 3 (p = 0.01) and was associ-
ated with decreased latency though it did not reach statistical
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significance (Figure 1). Latency when PSF is diagnosed beyond
32 weeks in the presence of FGR was only 1.7 days (1.5–7.6). Fetal
indications for delivery were higher in group 1 (65 vs 47, and 24%,
p = 0.002) (Table 1).
Conclusion: In pregnancies complicated by pretermPSF, latency
decreased with advancing gestational age at diagnosis especially
in the setting of FGR. Further studies are needed to evaluate if
there is a benefit in attempting expectant management beyond
administration of corticosteroids when PSF is diagnosed beyond
32 weeks with FGR.

951 | Early Anatomic Ultrasound to Detect Fetal
Anomalies in High Risk Patients at 12-14 Weeks Gestation

Akos Herzeg1; Yili Zhao1; Mary E. Norton2
1UCSF, San Francisco, CA; 2Center for Maternal-Fetal Precision
Medicine, University of California San Francisco, San Francisco,
CA

4:00 PM - 6:00 PM
Objective: Detailed evaluation of the fetus in the late first
trimester is now possible. We report on the outcomes of a cohort
of high-risk patients who underwent detailed fetal evaluation at
12-14 weeks’ gestation (WG).

Study Design: Patients referred for early anatomy scans under-
went detailed evaluation using a protocol based onAIUMpractice
parameters. Outcomes of all referred patients from 01/2021
through 07/2024 were collected. Variables included referral indi-
cations, maternal age, gestational age, need for endovaginal scan,
detection of minor and major anomalies, genetic testing results,
and outcomes based on second-trimester anatomy scan, fetal
echo, or at birth.
Results: In all, 217 patients were included. Indications included
prior pregnancy with genetic or structural anomalies (34%),
maternal age or patient request (14%), abnormal screening (10%),
suspected abnormalities on a routine scan (8%), teratogen expo-
sure (7%), perinatal risk factors (5%), and complicated twins (1%).
Median gestational age was 13+2 weeks’ (IQR 1+1), 1.4% were
twins and 2.8% required an endovaginal scan. In all, 55 (25.3%) had
abnormal results: 36 of thesewere confirmed, 1minor findingwas
not confirmed, 3 had fetal demise, 14 terminated, and 1 pregnancy
is ongoing. Terminations without confirmation were for severe
limb anomalies (2), acrania (1), abnormal CVS (8), sirenomelia
(1), and bladder outlet obstruction (2). In the 162 (74.6%) cases
with normal findings, 139 were confirmed normal at 20 WG or
birth, 2 had mild pelviectasis at 20 WG, 4 terminated for CVS
abnormalities*, 12 had follow-up elsewhere, and 5 have ongoing
pregnancies. No major abnormalities were detected, and the only
false positive result was a suspected persistent left superior vena
cava that was not confirmed on fetal echo.
Conclusion: Dedicated anatomic evaluation at 12-14 weeks’
gestation in high-risk patients has a high yield of abnormal
findings and a high accuracy. For patients at high-risk, this option
can provide earlier detection of significant anomalies as well as
earlier reassurance/counseling.
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952 | Establishing Blood Loss Thresholds Predictive of
Transfusion at the Time of Delivery

Alesha M. White1; Kristina Fin1; Jessica E. Pruszynski2; R.
Nicholas Burns2; Anne M. Ambia2; Brenda Anyaehie1; Elaine L.
Duryea1
1University of Texas Southwestern Medical Center, Dallas, TX;
2University of Texas Southwestern, Dallas, TX

4:00 PM - 6:00 PM
Objective: In 2014, the American College of Obstetricians and
Gynecologists established a standardized definition of postpar-
tum hemorrhage (PPH) to be blood loss greater than 1000mL
from any form of delivery. Prior to this in 1965, Pritchard
established the definition of normal blood loss for spontaneous
vaginal deliveries (SVD) to be 500mL and for cesarean deliveries
(CD) to be 1000mL. Our objective was to establish blood loss
thresholds at the time of delivery as they relate to transfusion
using quantitative blood loss (QBL).
Study Design: This is a prospective observational study con-
ducted from November 2023 until March 2024 at a single
institution that included all SVDs and CDs at which QBL was
collected. QBL was calculated and recorded in the electronic
medical record by the nursing team, but not reported to providers,
who used estimated blood loss (EBL) and clinical indices to guide
clinical care, per existing practices. Receiver operating charac-
teristic (ROC) curves were generated based on the probability of
transfusion.
Results: QBL data was available for 4,543 deliveries. 3,236 (71%)
of total deliveries were via SVD and 1,234 (27%) of deliveries were
via CD. Based on an ROC curve for SVDs, the optimal cut point
for transfusion was determined to be 449.5mL. This represented
a sensitivity of 71% and a specificity of 79% with an AUC of
0.81. Based on an ROC curve for CDs, the optimal cut point for
transfusion was determined to be 1012.5mL. This represented a
sensitivity of 61% with a specificity of 72% and an AUC of 0.7. The
prevalence of transfusion at each respective cut point for type of
delivery represented a 10.90% prevalence of transfusion for CDs
and a 4.60% prevalence of transfusion for SVDs.
Conclusion: The QBL cut points associated with transfusion
in this study are very similar to prior cut points determined
to represent normal blood loss at delivery, which is known to
differ by mode of delivery. Such that, not all deliveries should
be classified as normal based on a 1000mL cut point alone and
a heightened awareness should be present when QBL exceeds
500cc for SVD.

953 | Defining PostpartumHemorrhage in Vaginal
Deliveries Based on Quantitative Blood Loss

Alesha M. White1; Kristina Fin1; Jessica E. Pruszynski2; R.
Nicholas Burns2; Anne M. Ambia2; Brenda Anyaehie1; Elaine L.
Duryea1
1University of Texas Southwestern Medical Center, Dallas, TX;
2University of Texas Southwestern, Dallas, TX

4:00 PM - 6:00 PM
Objective: Postpartum hemorrhage (PPH) is a leading cause
of maternal mortality across the world. In 2014, the American
College of Obstetricians and Gynecologists (ACOG) defined PPH
as blood loss ≥ 1000cc regardless of delivery mode. The objective
of this studywas to compare the sensitivity of various quantitative
blood loss (QBL) thresholds for detection of need for transfusion
for spontaneous vaginal deliveries (SVD), including maternal
anemia status.
Study Design: This is a prospective observational study con-
ducted at a single institution including all SVDs at which
QBL was collected. QBL was calculated and recorded in the
electronic medical record by the nursing team, but not reported
to providers, who used estimated blood loss (EBL) and clinical
indices to guide clinical care, per existing practices. Performance
characteristics of QBL cut points of 500cc, 750cc, and 1000cc were
examined, including examination according to maternal anemia
at presentation for delivery antepartum, defined as a hematocrit
< 33 based on current recommendations from ACOG.
Results: QBL was available for 3,250 SVDs between November
1st 2023 until March 31st 2024. The prevalence of transfusion
for a QBL ≥1,000cc was 4.5%. A universal cut-point of 1,000cc
demonstrated a 0.34 sensitivity for transfusion with a positive
likelihood ratio (PLR) of 16.35. Maternal anemia was present at
admission in 444 (14%) patients. The prevalence of transfusion
for patients with and without anemia was 14.20% and 2.9%
respectively. PLR reached 10 (a common threshold) at the 750cc
cut point for patients with and without anemia, however the
sensitivity of this cut point was lower for patients with anemia
(0.41) compared to those without (0.6) (Table). A cut point of
500cc in patients with anemia achieved a sensitivity of 0.52.
Conclusion: Use of 1000cc as a definition of PPH for SVD results
in a remarkably high PLR for transfusion while failing to detect
the majority of patients requiring transfusion. Use of a cut point
of 750cc for patients without anemia, and 500cc for patients with
anemia is recommended.
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954 | Oxytocin Requirements Among Patients with a BMI
Greater Than 30

Alexander M. Saucedo1; Miriam Alvarez2; Alison G. Cahill3;
Lorie M. Harper2
1Baylor College of Medicine, Houston, TX; 2Dell Medical School,
Austin, TX; 3Dell Medical School Health Transformation Research
Institute, Dell Medical School, The University of Texas at Austin,
Austin, TX

4:00 PM - 6:00 PM
Objective: Patients with obesity undergoing induction of labor
(IOL) may require increased oxytocin (OT) administration when
compared to normal weight patients. The OT product (mU/min x
hours), defined by multiplying the maximum OT rate (mU/min)
by the total OT duration (hours), is a labor variable that highly
correlates with total OT dose received in labor. We aimed to
determine the effect of increasing obesity on the OT product in
obese patients undergoing IOL.
Study Design: Secondary analysis of a single center, double-
blinded RCT between 6/2022 and 7/2023, which randomized
near-term, singleton gestations with a BMI ≥ 30 kg/m2 undergo-
ing IOL, with a cervical dilation ≤ 3cm, to either 25mcg or 50mcg
of vaginal misoprostol. For this analysis, patients were excluded
if they did not receive OT during labor. We compared patients
with a BMI of 30-39 kg/m2 to those with a BMI ≥ 40 kg/m2.
The primary outcome was the overall OT product. Multivariable
linear regression was used to adjust for randomization group,
nulliparity, cervical ripening balloon use, and cervical dilation on
admission.
Results: A total of 154 patients received OT with 109 (70.8%) in
the BMI 30-39 group versus 45 (29.2%) in the BMI 40+ group.
Baseline characteristics were similar. Following adjustment, an
increased but non-significant OT product was seen in the BMI
40+ group (143.09 vs. 191.78 mU/min-hours; p = 0.19). Among
only those who underwent vaginal delivery, a similar OT product
was seen between groups (128.87 vs. 130.17 mU/min-hours; p =
0.96). Patients in the BMI 40+ group did have an increased overall
time to delivery (20.38 hrs vs. 24.89 hrs; p = 0.03), increased
risk for failed IOL (3.7% vs. 24.4%; p = 0.01), and an increased
quantitative blood loss at delivery (345 mL vs. 450 mL; p = 0.04).
Conclusion: Patients in the BMI 40+ group had an increased but
non-significantOT requirementwhen compared to theBMI 30-39
group. This OT difference was reduced when excluding patients
who underwent cesarean. Increasing obesity was associated with

an increased duration of labor, cesarean due to failed IOL, and
increased blood loss at delivery.
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955 | Misoprostol Dose Requirements Among Patients
with a BMI Greater Than 30

Alexander M. Saucedo1; Miriam Alvarez2; Alison G. Cahill3;
Lorie M. Harper2
1Baylor College of Medicine, Houston, TX; 2Dell Medical School,
Austin, TX; 3Dell Medical School Health Transformation Research
Institute, Dell Medical School, The University of Texas at Austin,
Austin, TX

4:00 PM - 6:00 PM
Objective: Compared to normal weight persons, patients with
obesity experience fewer uterine contractions after administra-
tion of vaginal misoprostol (VM). Therefore, patients with obesity
may require higher doses of VM for induction of labor (IOL). We
aimed to determine the effect of increasing obesity on the total
VM dose requirement in obese patients undergoing IOL.
Study Design: Secondary analysis of a single center, double-
blinded RCT between 6/2022 and 7/2023, which randomized
near-term, singleton gestations with a BMI ≥ 30 kg/m2 under-
going IOL, with a cervical dilation ≤ 3cm, to either 25mcg or
50mcg of VM. For this analysis, we included all patients from
the primary study. We compared patients with a BMI of 30-34.9
kg/m2 to those with a BMI≥ 35 kg/m2. The primary outcome was
the overall misoprostol dose required during IOL. Multivariable
linear regression was used to adjust for randomization group,
nulliparity, cervical ripening balloon use, and cervical dilation on
admission.
Results: A total of 179 patients were enrolled with 74 (41.3%)
in the BMI 30-34.9 group versus 105 (58.7%) in the BMI 35+
group. Baseline characteristics were similar between groups with
the majority of patients having an unfavorable cervical exam
upon initiation of IOL. Following adjustment, patients in the
BMI 35+ group required an increased overall misoprostol dose
requirement during IOL (55.0 mcg vs. 66.2 mcg; P = 0.02).
While cesarean delivery did not differ between BMI groups,
the indication for cesarean was significantly different between
groups, withmore patients in the BMI 35+ group being diagnosed
with failed IOL (4.1% vs. 12.4%; P = 0.04). No other differences in
maternal/neonatal outcomes were seen.
Conclusion: In patients undergoing IOL, increasing obesity
(BMI ≥ 35 kg/m2) was associated with an increased overall
misoprostol dose requirement as well as an increased risk for
cesarean due to failed IOL. These findings highlight the potential
pharmacokinetic differences with increasing obesity and vaginal
misoprostol which may impact overall IOL efficacy.

956 | Does Increased Antenatal Depression Screening
Impact Postpartum Depression Scale Scores?

Alexandra L. Berra1; Kelly S. Gibson2; Anna
Rybinska-Campbell3; Katlyn Sullivan2
1Case Western Reserve University Metrohealth Medical Center,
Cleveland, OH; 2MetroHealth Medical Center / Case Western
Reserve University, Cleveland, OH; 3Metrohealth, Cleveland, OH

4:00 PM - 6:00 PM
Objective: With mental health disorders a leading cause of
maternal mortality, perinatal mental health screening and care
is a strategy for prevention. The use of a validated screening tool,
including the Edinburgh Postnatal Depression Scale (EPDS) has
been recommended, but the optimal timing for screening and the
impact of repeated screening has yet to be established. This study
aimed to assess whether prenatal screening and identification of
depression impacted postpartum EPDS scores.
Study Design: In this retrospective single site study, pregnant
persons who enrolled in prenatal care prior to 20w gestation and
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delivered at the same institution from 2018-2024were included (N
= 6,735). EPDS screeningwas performed at postpartum visits only
until 2023 when EPDS was given at entry to care, during the third
trimester, while inpatient postpartum and at postpartum visits.
A score of >12 was considered positive for depression. Prenatal
screening, socio-demographic profiles, and PPD prevalence were
analyzed pre/post implementation using t-tests, chi-square tests,
and multiple variable logistic regression.
Results: Overall, 57.8% of patients delivered prior to the expanded
EPDS implementation. The mean age at delivery was 28.5±6.0
years, 46.6% identified as White, 39.6% as Black, and 18.2% were
Hispanic. Prior to implementation, 12.7% of all patients had a
high postpartum EPDS score compared to 7.4% after (p< 0.001).
Adjusting for demographic factors, patients who delivered after
the implementation were less likely to have a high postpartum
EPDS score (OR: 0.21, 95%CI: 0.19-0.24, p-value< 0.001). This
association remained after accounting for additional screening
(OR: 0.29, 95%CI: 0.26-0.33, p-value< 0.001).
Conclusion: Serial antenatal depression screening was associ-
ated with lower postpartum EPDS scores. Future investigation
will examine the relationship between pre-existingmental health
disease, prenatal identification, and referral on postpartum
depression screening patterns.

957 | The Impact of the SCOTUS Dobbs Decision on
Adolescent Postpartum Contraceptive Method Selection

Zuha Khan1; Alicia Mastronardi2; Megan L. Young3; Zachary J.
Shelton2; William S. Havron, IV4; Jill M. Maples5; Nikki B. Zite4
1University of Tennessee, Knoxville, TN; 2University of Tennessee
Graduate School of Medicine, Department of OB/Gyn, Knoxville,
TN; 3University of Tennessee Medical Center, Center for Women
and Infants, Knoxville, TN; 4University of Tennessee Graduate
School of Medicine, Knoxville, TN; 5University of Tennessee Health
Science Center, College of Medicine, Knoxville, TN

4:00 PM - 6:00 PM
Objective: To investigate the potential impact of the SCOTUS
Dobbs Decision on postpartum adolescent contraceptive method
selection immediately postpartum in a state with high teen birth
rates.
Study Design: This retrospective cohort study used electronic
health delivery records two years before (May 2020-April 2022)
and after (May 2022-April 2024) the Dobbs Decision leak. Patients
< 20 years old were analyzed and those with no documented
contraceptive preference were excluded. Contraceptive methods
were categorized based on the American College of Obstetricians
and Gynecologists efficacy categories: highly effective (implant,
IUD, sterilization), medium effective (injection, pill, patch, ring),
least effective (condom, fertility awareness-based methods), and
no plan/abstinence. Pearson Chi-square tests were performed
in SPSS to compare contraceptive methods, recall of prenatal
contraceptive counseling, and other demographic characteristics
including residence categorized by March of Dimes maternity
care access level, race and ethnicity, and insurance status.
Results: Analysis included 786 adolescent births (47.7% pre-
Dobbs; 52.3% post-Dobbs). After the Dobbs decision, a higher
percentage of postpartum adolescents opted for no contraceptive
method (1.9%, 9.2%), while fewer adolescents opted for the highly
effective contraception (44.0%, 38.7%), (p< 0.001). Additionally,

recall of contraceptive counseling decreased post-Dobbs (59.7%
to 48.7%, p = .027). Demographics considered, including mater-
nity care access level, were not significantly different between
contraceptive method efficacy categories.
Conclusion: Postpartum adolescents showed a greater tendency
to select no contraception post-Dobbs. The decreased recollection
of prenatal contraceptive counseling may contribute to that
finding. Greater effort is needed to ensure prenatal contraceptive
counseling and access to all methods immediately postpartum as
this may decrease repeat teen pregnancy.

958 | Maternal Anxiety Moderates the Effect of Exogenous
Oxytocin on the HPA axis

Alison M. Stuebe1; Katharine Bruce1; Anna E. Bauer1; Samantha
Meltzer-Brody1; Nisha O’Shea2
1UNC School of Medicine, Chapel Hill, NC; 2RTI International,
Research Triangle Park, NC

4:00 PM - 6:00 PM
Objective: Oxytocin (OT) has multiple behavioral effects. We
sought to quantify the effect of inhaled OT on the HPA axis
response to stress among mothers of school-age children.
Study Design: We conducted a double-blind randomized con-
trolled trial of nasal OT embedded within the Mood, Mother,
and Infant Study, a longitudinal observational cohort recruited
in the 3rd trimester of pregnancy. In the first postpartum
year, participants completed periodic assessments, including the
Edinburgh Postnatal Depression Scale (EPDS), Spielberger State-
Trait Anxiety Inventory (STAI), and Beck Depression Inventory
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(BDI-II). At about 6 years postpartum, participants were ran-
domized to 24 IU of nasal OT or placebo, followed by the Trier
Social Stress Test (TSST), which is comprised of a speech task
and a math task. The TSST reliably induces large and consistent
HPA responses. We quantified the extent to which postpartum
depression and anxiety symptoms above vs. below the median
modified the effect of OT on the lagged association between
ACTH and CRT. Mixed effects models were used for repeated
measures analysis with α = .05.
Results: Of 222 individuals in the parent study, 105 completed
the RCT, and measures of ACTH and lagged CRT were available
for 85. COVID interrupted data collection, and there were no
significant differences between completers and non-completers.
In unstratified analysis, we found that OT vs. placebo did not
modify the association between ACTH and lagged CRT (p= 0.21).
We found an interaction betweenmean STAI (baseline- 6 months
postpartum) and ACTH (p = 0.03, Figure 1), and between trait
anxiety at 12 months and ACTH (p = 0.04). The EPDS-ACTH
interaction was not significant (p = 0.06). We found no effect
modification by BDI-II (p = 0.79).
Conclusion: Symptoms of postpartum anxiety, but not depres-
sion, were associated with modification of the effect of oxytocin
on the HPA axis during a standardized social stressor. These
findings suggest that dysregulation of oxytocin effects on theHPA
axis may contribute to perinatal anxiety symptoms.

959 | Optimizing Postpartum Care in Pregestational
Diabetes: Impact of a Comorbidity Index on Follow-Up
and Outcomes

ALISSA PRIOR1; Lea Almahameed2; Megan Weatherborn3;
Christopher Nau4
1The Metrohealth System/Case Western Reserve University
Program, Cleveland, OH; 2The Metrohealth System, OH; 3UMass
Chan Medical School - Baystate, Springfield, MA; 4University
Hospitals Cleveland Medical Center, Cleveland, OH

4:00 PM - 6:00 PM
Objective: Coordination of postpartum care for patients with
pregestational diabetesmellitus (PDM), including timely diabetes
follow-up, is imperative for their long-term health. At our institu-
tion, only 21% of patients have a postpartum diabetic care visit
in the first 6 months postpartum. A maternal comorbidity index
(CMI), a published score to summarize the severity of maternal

illness, is a tool to identify high risk pregnant parturients (Table
1). In a cohort of patients with PDM, our objective was to compare
a patient’s CMI and postpartum outcomes. We predict a higher
CMI would be associated with suboptimal glycemic control and
follow up.
Study Design: This is a retrospective cohort study at a single
urban hospital of patients with PDM who attended the center’s
diabetes in pregnancy clinic from 2009-2018. Patients who deliv-
ered at an outside institution were excluded. Our independent
variable was the CMI, dichotomized into low (score 1-4) vs high
(score ≥5) groups. The primary outcome was attendance of a
diabetes care visit, with Primary Care or Endocrinology, in the
1st year postpartum. Secondary outcomes included postpartum
HbA1c, contraception, breastfeeding, and a short-interval preg-
nancy. Outcome data was analyzed with Fisher’s exact, Wilcoxon
rank sum, and Pearson’s Chi-squared tests.
Results: There were 469 patients included; CMI scores ranged
from 1-12 with 346 and 123 patients in the low and high groups,
respectively. Baseline demographics, diabetes severity and type,
and pregnancy outcomes were similar between groups. Atten-
dance rates of a diabetes care visit were similar, with 51% in the
low and 52% in the high CMI group (p >0.9). HbA1c median
valueswere 7.30 in the low vs 7.85 in the highCMI group (p= 0.2).
All other study outcomes were similar between groups (Table 2).
Conclusion: Maternal CMI was not associated with differing
rates of HbA1c or follow up in patients with PDMup to 12months
postpartum. Only 50% of patients had a diabetes visit in the 1st
year postpartum. Further research is needed to identify patients
at highest risk of poor follow up.
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960 | How Pregnancy Impacts health-Related Quality of
Life: Qualitative Study in Five African and Asian
Countries

Allison Sylvetsky1; Natalie Vallone2; Sasha Baumann3; M.
Bridget Spelke4; Bitanya Berhane2; Anne G. Cherian5; Gregory

Ouma6; Mahya Mehrihajmir2; Ellen Boamah-Kaali7; Gabriela
Diaz-Guzman2; Muslima Ejaz8; Peter Otieno6; Winifreda M.
Phiri9; Martha Abdulai10; Janae Kuttamperoor2; Shruti Bisht11;
Dorothy Lall12; Emily Smith1; Piya Patel2; Jenifer Priya12; Neeraj
Sharma11; Amna Khan8; Priyanka Adhikary11; Zahra Hoodbhoy8;
Margaret P. Kasaro13
1The George Washington University, The George Washington
University, DC; 2George Washington University, Washington, DC;
3The George Washington University, Washington, DC; 4University
of North Carolina at Chapel Hill; UNC -Global Projects Zambia,
Lusaka, Lusaka; 5Christian Medical College, Vellore, Christian
Medical College, Tamil Nadu; 6KEMRI, Kisumu, Nyanza;
7Kintampo Health Research Center, Kitampo, Brong-Ahafo; 8Aga
Khan University, Karachi, Sindh; 9UNC Lusaka, UNC Lusaka,
Lusaka; 10Kintampo Health Research Center, Kintampo,
Brong-Ahafo; 11Society for Applied Studies, Delhi, Delhi;
12Christian Medical College, Vellore, Tamil Nadu; 13UNC Lusaka,
UNC Zambia, Lusaka

4:00 PM - 6:00 PM
Objective: To examine how pregnancy-related physical, emo-
tional, social, and financial challenges are conceptualized, dis-
cussed, and experienced by pregnant women in six demographic
and health surveillance study areas in Africa and Asia and how
these challenges impact health and wellbeing during pregnancy.
Study Design: Thirteen focus groups discussions (FGDs) were
conducted, with a total of 120 pregnantwomen inGhana (2 FGDs,
n = 22), Kenya (2 FGDs, n = 20), Zambia (3 FGDs, n = 23),
India (4 FGDs, n = 34), and Pakistan (2 FGDs, n = 21) using a
semi-structured guide. FGDs were transcribed verbatim in the
local language and translated into English. A subset of translated
transcripts from each site was coded independently by two coders
(one from the country of collection) to develop six preliminary
site-specific codebooks, which informed the development of
two regional codebooks. All translated transcripts were coded
independently by two coordinating site coders using Dedoose;
themes and subthemes were identified using thematic analysis
and discussed with local site teams, after which refinements were
made and representative quotations were selected.
Results: Three overarching themes were identified: 1) Pregnancy
symptoms pose a barrier to daily life; 2) Lack of social support
exacerbates physical and emotional challenges during pregnancy;
and 3) Social support alleviates physical, emotional, and finan-
cial challenges of pregnancy. One additional minor theme was
that support from the healthcare system impacts health and
wellbeing.
Conclusion: These findings demonstrate that pregnant women
experience a variety of health and wellbeing challenges during
pregnancy, which are exacerbated when social support is not
available and alleviated in the context of help from family
and community. Additional physical, emotional, and family and
community support during pregnancy is needed to alleviate the
plethora of complex and multifaceted challenges women face
during pregnancy and improve their physical and mental health
and overall quality of life.
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961 | Risk of Severe Maternal Morbidity andMortality in
Relation to ARRIVE Trial

Amanda M. Baucom1; Heather N. Czarny2; Robert M. Rossi2;
Isabella Toledo3
1University of Cincinnati, Cincinnati, OH; 2University of
Cincinnati College of Medicine, Cincinnati, OH; 3Indiana
University School of Medicine, Indianapolis, IN

4:00 PM - 6:00 PM
Objective: Since the 2018 ARRIVE (A Randomized Trial of
Induction versus Expectant Management) trial, the rate of elec-
tive 39-week induction has increased. However, the population
impact of this trial on obstetric and maternal outcomes is
unknown. This study aims to evaluate trends in severe maternal
morbidity (SMM) and obstetrical outcomes among low-risk term
patients following the ARRIVE trial.
Study Design: This study is a population-based, retrospective
cohort analysis of U.S. delivery hospitalizations, utilizing data
from the National Inpatient Sample database. Deliveries were
identified using ICD-10 codes and categorized into two epochs:
Epoch 1, Pre-ARRIVE (2015 Q4 to 2018 Q2), and Epoch 2, Post-
ARRIVE (2019 Q2 to 2021 Q4), with the dissemination phase 2018
Q3 to 2019 Q1. Patients with medical indications for induction,
outlined by the ARRIVE trial, were excluded. SMM was defined
according to the CDC with related subgroups. The primary
outcome was the difference in risks (aRR, 95% CI) of SMM
and obstetrical outcomes as estimated by multivariate logistic
regression analyses.
Results: Among 8,404,920 deliveries, the rate of 39-week delivery
increased from 52.4% to 57.7% (P< 0.001) among low-risk patients.
The rate of SMM increased (0.31 vs 0.38%, p< 0.001), while
cesarean delivery decreased (14.0 vs 13.8%, p = 0.0422) between
Epoch 1 and 2. Risk of SMM increased (aRR 1.20, CI 1.12-1.28),
as did SMM subgroups including acute renal failure, respiratory
SMM, sepsis, shock, and hemorrhagic SMM (Fig. 1). Eclampsia
rates decreased (aRR 0.59, CI 0.49-0.72), despite an increase in
pregnancy-associated hypertension. There were also reductions
in cesarean delivery (aRR 0.97, CI 0.95-0.98), obstetric anal
sphincter injury (aRR 0.96, CI 0.94-0.98), and hospital length of
stay exceeding the 95th% (aRR 0.91, CI 0.87-0.95) (Fig 2).
Conclusion: Following the ARRIVE trial, there has been an
increase in SMM and pregnancy-related hypertension. However,
there has been a decrease in the rates of eclampsia, OASIS, and
cesarean sections, suggesting a complex potential impact of the
ARRIVE trial on outcomes in low-risk patients.

962 | Impact of Emergency Room Abortion Bans on
Pregnancies with Previable PPROM: A Cost-Effectiveness
Analysis

Amelia H. Gagliuso1; Meghana Narahari2; Megha Arora3; David
M. Monroe3; Aaron B. Caughey3
1Oregon Health & Sciences University, Portland, OR; 2Oregon
Health and Science University, Portland, OR; 3Oregon Health &
Science University, Portland, OR

4:00 PM - 6:00 PM
Objective: Preterm premature rupture of membranes (PPROM)
is a serious condition that affects 0.4-0.7% of all pregnancies.
Pregnancies with PPROM are associated with increased neona-
tal morbidity and mortality. Additionally, children surviving
PPROM have higher rates of physical disability and neurode-
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velopmental delay. Under the Emergency Medical Treatment
and Labor Act (EMTALA), any patient who presents with an
emergency medical condition must be appropriately screened
and stabilized, including instances in which treatment entails
stabilization through emergency abortion. This analysis evalu-
ated the cost-effectiveness of emergency abortions for previable
PPROM between 18-22 weeks.
Study Design: In this analysis, a TreeAge model was created to
compare outcomes in previable PPROM patients with emergency
abortion available to those who do not have access to emergency
abortion under EMTALA. The cohort consisted of 1,183 individ-
uals, the estimated number of pregnant people with previable
PPROM seeking abortion. Clinical outcomes measured in the
model included chorioamnionitis, maternal sepsis, maternal
death, stillbirth, neonatal death, and neurodevelopmental delay.
Probabilities, utilities and costs were derived from literature.
QALYs were discounted at a rate of 3%.
Results: In this theoretical cohort, abortion access under
EMTALA was associated with a decrease of 12 cases of maternal
sepsis, 1 case of maternal death, 621 cases of stillbirth, 125 cases
of neonatal death, and 95 cases of neurodevelopmental delay.
Emergency abortion availability was the dominant strategy as it
saved $97,131,562 and led to 1,952 additional QALYs.
Conclusion: Restrictive abortion bans that bar emergency abor-
tion as care to treat previable PPROM results in increased
maternal morbidity and mortality, as well as increased costs and
decreased quality of life.

963 | Risk Factors Associated with Antiseizure Medication
Discontinuation During Pregnancy

Amelie Pham1; Andrew D. Wiese1; Andrew J. Spieker1; Chad
You2; Ashley A. Leech1; Margaret A. Adgent1; Carlos G.
Grijalva1; Sarah S. Osmundson1
1Vanderbilt University Medical Center, Nashville, TN; 2Vanderbilt
University Medical Center, Nasvhille, TN

4:00 PM - 6:00 PM

Objective: Evaluate factors associated with discontinuation of
antiseizure medication (ASM) by the first trimester of pregnancy.
Study Design: We constructed a retrospective cohort of births
(2007-2019) among Tennessee Medicaid pregnant patients with
enrollment from90days before conception throughdelivery. Data
included healthcare claims, prescription fills, hospital discharge
and birth certificates. We included births ≥ 20 weeks’ gestation
among patients aged 15-44 years on ASM monotherapy. Among
patients with filled prescriptions for ASMs before conception or
in the first trimester, we defined discontinuers as those with no
ASM prescription filled after the first trimester, and continuous
users as those who filled prescriptions after the first trimester. We
used logistic regression to model the association between clinical
factors andASMdiscontinuation overall and among patientswith
an epilepsy diagnosis, adjusting for relevant confounders.
Results: Of 5279 pregnant patients with ASM exposure before
conception or in the first trimester, 54% discontinued by the first
trimester (Table 1). Factors associated with ASM discontinuation
included the absence of an epilepsy diagnosis, the presence of
a psychiatric or other diagnosis, younger age, nulliparity, earlier
study delivery year, living in a rural area, and use of older ASM
class (Table 2). While 26% of pregnant patients with ASM use
had an epilepsy diagnosis, 35% had no diagnosis traditionally
associated with ASM use. Among patients with epilepsy, 29%
discontinued ASMs by the first trimester. In this group, older
ASM class and earlier study delivery year were associated with
higher odds of discontinuation. Non-Hispanic Black individuals
had lower odds of discontinuation than non-Hispanic White
individuals (Table 2).
Conclusion: For patients with indications for ASM use, national
guidelines recommend continuing most ASMs during pregnancy
or discontinuing with clinician guidance. The majority of preg-
nant patients in our cohort, including those with epilepsy,
discontinued use around pregnancy diagnosis.
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964 | Changes in Antiseizure Medication use and
Discontinuation During Pregnancy

Amelie Pham1; Andrew D. Wiese1; Andrew J. Spieker1; Chad
You2; Ashley A. Leech1; Margaret A. Adgent1; Carlos G.
Grijalva1; Sarah S. Osmundson1

1Vanderbilt University Medical Center, Nashville, TN; 2Vanderbilt
University Medical Center, Nasvhille, TN

4:00 PM - 6:00 PM
Objective: To evaluate trends in antiseizure medication (ASM)
use and discontinuation in pregnancy, by delivery year and
medication.
Study Design: We constructed a retrospective cohort of births
from 2007 to 2019 among pregnant patients enrolled in Ten-
nesseeMedicaid with continuous enrollment from 90 days before
pregnancy through delivery. Enrollment files were linked to
healthcare encounters, prescription fills, hospital discharges, and
birth certificate data. We included births ≥ 20 weeks gestation
among patients aged 15 to 44 years with any ASM exposure,
defined as ≥ 1 prescription fill for a single ASM (monotherapy)
between the 90 days before conception through delivery. We
evaluate trends in ASMuse, including newer (levetiracetam, lam-
otrigine, oxcarbazepine, zonisamide) and older (carbamazepine,
phenytoin, and valproate) ASM class. We further classified our
cohort into two subgroups: 1) ASM exposure only from 90
days before conception through the first trimester (discontinued
use) and 2) ASM exposure initiated by the first trimester with
continued use through the third trimester or delivery (continued
use during pregnancy).
Results: Among 5,278 pregnant patients exposed to ASM
monotherapy, lamotrigine was consistently the most used ASM
overall, while levetiracetam use increased over the study period
(all users, Figure 1A). Lamotrigine was also the most commonly
used medication among subgroup 1 (Figure 1B). By 2013, leve-
tiracetam use increased and remained similar to lamotrigine use
among subgroup 2 (Figure 1C). Use of all older ASMs decreased
over the study period. Valproate exposure was rare (< 1%) and no
valproate use was found in subgroup 2.
Conclusion: Starting in 2009, national guidelines recommended
continuing most ASMs during pregnancy or discontinuing with
clinician guidance based on ASM class, specifically use of val-
proate, phenytoin, and polytherapy with valproate in pregnancy.
This study highlights how practice patterns are slowly changing
to reflect the predominance of newer ASM use, but that early
pregnancy discontinuation remains common.
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965 | The Effect of Antibiotic Treatment in Late Preterm
Premature Rupture of Membranes on pregnancy
Outcomes

Anat Pardo1; Raud Qassim2; Michal Axelrod3; Shiri Barabash
Hazan4; Noam Pardo5; Ohad Houri6; Anat Shmueli4; Eran
Hadar6
1The Helen Schneider Hospital for Women at Rabin Medical
Center, Petach Tikwa, HaMerkaz; 2Helen Schneider Hospital for
Women, Rabin Medical Center, Petach-Tikva, Petach-Tikva,
HaMerkaz; 3Department of Obstetrics and Gynecology, Sheba
Medical Center, Tel HaShomer, Ramat Gan, HaMerkaz; 4Helen
Schneider Hospital for Women, Rabin Medical Center, petach
tikwa, HaMerkaz; 5Maternal Fetal Medicine Division, Sheba
Medical Center, Tel Hashomer, Sheba Medical Center/Ramat Gan,
HaMerkaz; 6Rabin Medical Center, Petach Tikva, HaMerkaz

4:00 PM - 6:00 PM
Objective: To Compare pregnancy outcomes in women with
late pretermpremature rupture ofmembranes (PPROM) between
34+0 and 36+6 weeks, treated with antibiotics versus those not
receiving antibiotics, to assess its efficacy in the late preterm
period
Study Design: Retrospective cohort study at a single tertiary
center between 2020 and 2023, included 228 women who pre-
sented with late PPROM. The outcomes of 95 treated with
antibiotics were compared to 133 untreated with antibiotics. Pri-
mary outcomeswere duration of latency period, chorioamnionitis
and neonatal sepsis. Secondary outcomes included maternal
complications (Post partum hemorrhage, Fever, Endometritis,
Operative deliveries) and neonatal complications (5-min Apgar<
7, umbilical cord pH< 7.1, and neonatal intensive care unit
admission). The groups were compared using demographic and
clinical independent variables in a univariate and multivariate
analysis
Results: Baseline characteristics did not significantly differ
between the groups. In a univariate analysis the group treated
with antibiotics demonstrated longer latency period in compar-
ison to the non-treated group (2 vs.1 day, p< 0.001). Despite
an earlier gestational age (GA) at PPROM (p = 0.01) in the
treated group, no difference was observed at gestational age at
delivery. No difference in chorioamnionitis or neonatal sepsis rate
was seen between the groups, however the group treated with
antibiotic demonstrated less positive placental cultures compared
to untreated women (p = 0.04). No other significant adverse
maternal or neonatal outcome was significantly different. Same
pattern of longer latency but without significant difference in
delivery GA was observed in a sub analysis of women who pro-
gressed to active labor spontaneously (p = 0.005). A multivariate
analysis of the latter which included parity, GBS status, GA
and cervical dilatation at diagnosis failed to show that antibiotic
treatment prolonged latency (aOR = 0.70, 95% CI 0.27-1.79, p =
0.46)
Conclusion: Antibiotic treatment in the management of late
PPROM did not prolong latency period nor influenced maternal
and neonatal outcomes

966 | Equitable Implementation of Obstetric Life Support
in Maternity Care Deserts and Low Access Areas

Andrea D. Shields1; Rogie Royce Carandang2; Andy Lowe3; Ann
Marie Day4; Thomas Trimarco5; Les R. Becker6; Vincent N.
Mosesso, Jr.7; Shayna Cunningham8

1University of Connecticut Health, Avon, CT; 2University of
Connecticut Health, University of Connecticut Health, CT; 3New
England Rural Health Association, New England Rural Health
Association, VT; 4New England Rural Health Association, Barre,
VT; 5Dartmouth Health, Dartmouth CREST, NH; 6MedStar
Health, Rockville, MD; 7University of Pittsburgh, Pittsburgh, PA;
8University of Connecticut School of Medicine, Farmington, CT

4:00 PM - 6:00 PM
Objective: Obstetric Life Support (OBLS) is an evidence-based,
interdisciplinary simulation-based curriculum to train prehospi-
tal and hospital-based healthcareworkers (HCWs) on prevention,
recognition, and management of maternal medical emergencies.
We aimed to identify barriers and facilitators to implementing
OBLS in rural and low-resource settings to inform adaptations for
optimizing medical emergency education in these contexts.
Study Design: We conducted a nationwide survey (n = 122) of
administrators and HCWs in rural settings, exploring Consoli-
dated Framework for Implementation Research (CFIR) elements
that may influence implementation outcomes across multiple
levels. Focus groups were conducted with a subset of 15 par-
ticipants to discuss strategies for promoting OBLS adoption,
implementation, and sustainability.
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Results: Both prehospital and hospital-based participants found
the OBLS learning objectives and content highly appropriate and
acceptable but expressed concerns regarding the feasibility of
implementation in their work contexts. Salient CFIR domains
identified included: 1) Intervention Characteristics: Evidence
strength and quality, relative advantage, design quality and
packaging, and cost; 2) Inner Setting: Implementation climate
and readiness for implementation; 3) Outer Setting: Patient needs
and resources, and external policy and incentives.
Resource constraints were perceived to be a significant barrier,
especially time, staffing, space, and equipment. Suggested adap-
tations included the development of eLearning course modules,
a shortened in-person component, a web-based megacode evalu-
ation tool, and an implementation toolkit to facilitate planning,
progress monitoring, and change management. Participants also
highlighted the importance of local champions to drive the imple-
mentation process and endorsed a train-the-trainer approach to
build local capacity and ensure sustainability.
Conclusion: Equitable scale-up of OBLS requires an implemen-
tation plan that considers the training program’s context, delivery
mechanisms, and resource requirements.

967 | Race and Insurance Disparities in Partner Screening
for Autosomal Recessive Conditions During Pregnancy

Ajitha Chivukula1; Makayla Murphy2; Brittany Gancarz2;
Andrea D. Shields3
1University of Connecticut School of Medicine, University of
Connecticut School of Medicine, CT; 2University of Connecticut
Health, University of Connecticut Health, CT; 3University of
Connecticut Health, Avon, CT

4:00 PM - 6:00 PM
Objective: We aim to identify if race and insurance statuses of
pregnant people and their partners impact decisions to undergo
genetic carrier screening.
Study Design: Retrospective chart review was conducted on
pregnant people receiving care at tertiary academic medical
center from 6/1/2021-5/31/2024. Inclusion criteria were pregnant
people (18+) with singleton pregnancies who tested positive for
autosomal recessive conditions in 1st or 2nd trimesters and had
genetic counseling. The primary outcome was comparison of
uptake rates for genetic screening in partners of pregnant people
with abnormal carrier screens by race and insurance status.
Continuous variables were summarized with mean and standard
deviations. Categorical variables were analyzed by Pearson’s Chi
square test, summarized with % and frequencies.
Results: Out of 62 pregnant people with abnormal genetic
screens, 48% of partners opted for a genetic screen. Table 1 shows
race and insurance statuses for pregnant people and partners.
There was significant difference in racial makeup of patients (p<
0.0001) and partners (p< 0.0001) comparing tested and declined
groups. There was no significant difference between insurance
types of partnerswho tested vs. did not (p= 0.422).More pregnant
people identified as Hispanic/Latino (31%) and had Medicaid
(63%), while more partners identified as White (31%) and had
private insurance (42%). Couples with matching insurance were
more likely to have both partners test vs. those with nonmatching
insurance (p = 0.0001). Couples with Medicaid had highest pro-
portion of tested partners (77%). While there was no association

between the insurance type of pregnant patients and whether
their partners tested (p= 0.306), therewas an association between
whether their partners tested and whether they were insured (p<
0.0001).
Conclusion: Our results suggest a correlation between partner
demographics and insurance and uptake rates of partner carrier
testing. This shows disparities in uptake rates of genetic carrier
screening, suggesting that SES factors may impact the decision
for partner to test even with genetic testing access.

968 | Simulation Training to Improve Dilation and
Evacuation Counseling in a Restrictive State

Anjali Nambiar1; Courtney C. Baker1; R. Nicholas Burns2
1UT Southwestern Medical Center, Dallas, TX; 2University of Texas
Southwestern, Dallas, TX

4:00 PM - 6:00 PM
Objective: Following restrictive abortion legislation in Texas,
OB/GYN residents have reduced exposure to Dilation and Evac-
uation (D&E). To address this training gap, a simulation and
quality improvement initiative was implemented to increase
resident familiaritywithD&Eand improve options counseling for
patients with intrauterine fetal demise (IUFD).
Study Design: Residents at a single teaching institution par-
ticipated in a monthly simulation activity, that included a
pre-assessment of perceived barriers to D&E, a didactic video
reviewing perioperative considerations and D&E steps, and a
case-guided D&E simulation on a low-fidelity uterinemodel. The
rate of complete options counseling (D&E vs medical induction)
documented by residents in the electronic medical record and
rate of D&E performed for patients with 2nd trimester IUFD
(< 22 weeks gestation) was assessed before (9/2023-12/2023)
and after (3/2024-6/2024) simulation implementation. Statistical
significance was assessed via chi-squared test.
Results: 42 residents participated in the activity. On pre-
assessment, most residents (76%) reported “rarely” or “never”
discussing D&E with patients. “I do not know how to perform a
D&E,” “I do not have available staff to superviseme duringD&E,”
and “I do not know how to counsel patients regarding D&E”were
the most perceived barriers to D&E, identified by 71%, 67%, and
50% of residents respectively. In the pre-simulation period, 9/19
(47%) patients with IUFD had complete options counseling, and
3/9 (33%) elected for D&E. In the post-implementation period,
24/26 (92%, p = 0.001) had complete options counseling and 8/24
(33%) chose D&E.
Conclusion: Documentation of complete options counselingwas
significantly improved after initiative implementation. Despite

14 of 176 Poster Session 4



perceived barriers to D&E, residents counseled patients more
consistently and performedmore D&Es after simulation training.
Rate of patient desire for D&Ewas unchanged. Low-fidelity D&E
simulation may be an effective quality improvement initiative to
address resident education gaps and improve options counseling
for patients that are candidates for D&E.

969 | Black Birthing persons’ Perspectives on Factors
Leading to Medical Mistrust in Obstetric Settings

Anna Palatnik1; Erica Marion1; Jessica Olson1; Dalvery
Blackwell2; Joni Williams1; Katherine Quinn1
1Medical College of Wisconsin, Milwaukee, WI; 2African American
Breastfeeding Network Inc., Milwaukee, WI

4:00 PM - 6:00 PM
Objective: To examine factors leading tomedicalmistrust among
Black birthing persons.
Study Design: In this prospective qualitative study, 30 Black
birthing people participated in semi-structured interviews to
elicit their perspectives on factors leading tomedicalmistrust dur-
ing their obstetric care. Purposive sampling was used to ensure
a cohort diverse in terms of obstetric experiences such as parity,
current mode of delivery, and with or without doula support in
current pregnancy. Interviews were recorded, transcribed, and
coded twice by two different team members in MAXQDA2022.
Data were analyzed using thematic analysis to identify patterns
and develop and refine themes.
Results: The average age of participants was 28 (range 19-41 years
of age); 13% were married, 27% had a high school diploma, 40%
were unemployed, 40% had an income of $20-000-$40,000, 77%
had public insurance, and 27% had used doula services for the
most recent pregnancy.Majority of participantsweremultiparous
(70%), delivered vaginally (53%) and interviewed within 6 weeks
postpartum. Five themes contributing to medical mistrust were
identified: 1) lack of sufficient education provided to birthing
people around possible obstetric complications 2) not feeling
heard by the medical team due to lack of time and feeling rushed
at prenatal appointments, 3) overuse of the medical terminology
and jargon by the medical team, 4) discrepancies in expectations
regarding birthing experiences in the hospital, and 5) inadequate
support and reassurance after traumatic pregnancy or birth
experience.
Conclusion: Perspectives gathered in this analysis identify inad-
equate communication, and insufficient time and knowledge for

shared decisionmaking as key factors leading tomedical mistrust
among Black birthing persons.

970 | Detection of Individual Bile Acids by Sebum
Sampling in Cholestasis of Pregnancy

Anne M. Ambia1; Jeffrey McDonald2; Yevgenia Y. Fomina1;
Andrea Rizkallah2; C. Edward Wells3; Catherine Y. Spong3;
Donald D. McIntire3; David B. Nelson3
1University of Texas Southwestern, Dallas, TX; 2UT Southwestern,
Dallas, TX; 3University of Texas Southwestern Medical Center,
Dallas, TX

4:00 PM - 6:00 PM
Objective: Intrahepatic cholestasis of pregnancy (ICP) is charac-
terized by elevated bile acids and pruritis of palms as a disease
unique to pregnancy. There is a paucity of information on
the individual bile acids that contribute to palmar pruritis in
ICP. We aimed to perform a feasibility study to utilize a novel
methodology of extraction of steroids through sebum sampling
in those undergoing evaluation for ICP.
StudyDesign: Thiswas a prospective, observational cohort study
of pregnant individuals evaluated for ICP from December 2023 to
July 2024 a single academic center. Patients were characterized
into pruritis of pregnancy (total BA < 10 mmol/L, referent), ICP
(BA ≥10 mmol/L), using a quantitative enzymatic assay. At the
time of initial evaluation for ICP, sebum sampling was performed
after preparation of the skin to be sampled with an alcohol wipe
cleanse. Three-five strips of sebutape were placed for 15 minutes
and removed. Extraction of bile acids were performed through
liquid chromatography mass spectrometry methods.
Results: There were 5 patients with cholestasis of pregnancy
and 2 patients with pruritis of pregnancy whose samples were
analyzed. There were no significant demographic differences
between those with and without cholestasis of pregnancy. Ges-
tational age at sebum sampling did not differ between the
groups 35.9±0.9 vs 36.0±2.4, P = 0.97. The mean total bile acids
of those with cholestasis were 52.6±19.1. Corresponding analy-
sis of serum samples from these cholestasis patients detected
taurocholic acid as the main analyte. Levels of taurocholic
acid, glycolcholic acid, taurochenodeoxycholic acid, cholic acid,
glycol-chenodeoxycholic acid, and glycol-deoxycholic acid were
detected in both upper back and palmar samples.
Conclusion: Beyond serum sampling of total bile acids, we have
demonstrated a novel methodology of detection of bile acid levels
in sebum samples in patients with cholestasis of pregnancy.
This may offer further insight into disease characteristics and
symptomatology.
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971 | Rates of Cesarean-Delivery and Perinatal Outcomes
in OA Verses OP Position by Birth-Weight in Nulliparous

Annika Willy1; Bharti Garg2; Aaron B. Caughey2
1Oregon Health & Science University, Bend, OR; 2Oregon Health &
Science University, Portland, OR

4:00 PM - 6:00 PM
Objective: We aimed to evaluate how birth weight affects
cesarean delivery rates and delivery outcomes for fetuses in
occiput-anterior (OA) versus occiput-posterior (OP) positions.
Specifically, we investigated whether the impact of fetal position
on cesarean delivery varies with different birth weight categories
and how it influences neonatal outcomes in nulliparous patients.
StudyDesign: This was a retrospective cohort study of singleton,
non-anomalous, term deliveries with vertex presentation in nul-
liparous individuals of California (2008-2020). Birth weight into
eight categories: < 3500g, 3500-3749g, 3750g-3999g, 4000-4249g,
4250-4499g, 4500-4749g, 4750-4999g, ≥5000g. Multivariable Pois-
son regression model was used to examine the association of OP
position and cesarean delivery along with outcomes (shoulder
dystocia and scalp injury) for each weight category. Adjusted risk
ratios (aRR) with 95% CI were estimated.
Results: In this study, we included 1,781,036 births of which 1.5%
(n = 26,943) were in OP position. Cesarean delivery rates were
higher in OP presented neonates in all birthweight categories,
such as in < 3500 grams (77.6% vs 21.1%; aRR = 3.50; 95% CI: 3.46-
3.54), and ≥5000g (100% vs. 76.2%; aRR = 1.29 (1.22-1.38)). Risk
of shoulder dystocia was found to be increased in all most all
birth weight categories in OP neonates, such as< 3500 g (0.92% vs
0.59%; aRR= 1.51 (1.05-2.19)) and 3750-3999 g (6.25% vs 3.69%;aRR
= 1.72(1.23-2.39)). Risk of scalp injuries were found to be higher
in OP neonates in birth weight categories such as < 3500 g (12.06
vs 4.69 aRR = 2.53 (2.30-2.78)).
Conclusion: We found that OP fetuses had a higher rate of
cesarean delivery in all weight categories compared to OA. The
difference between OA and OP cesarean delivery rates decreased
as birth weight increased. In regards to perinatal outcomes we
found OP neonates in most weight categories had higher rates of
shoulder dystocia. Additionally scalp injury was increased in OP
neonates compared to OA neonates.

972 | Preterm Birth in Patients with Fontan Circulation:
Looking to the Placenta for Answers

Ashley M. Hesson; Caroline Simon; Angela Quain; Michael R.
Joynt; Elizabeth S. Langen
University of Michigan, Ann Arbor, MI

4:00 PM - 6:00 PM
Objective: Pregnant patients with Fontan circulation have rela-
tive hypoxemia with limited ability to augment cardiac output.
Preterm birth (PTB) and fetal growth restriction (FGR) are
common complications. We integrate clinical, histopathologic,
and spatial transcriptomic data to characterize PTB with and
without FGR in this population.
Study Design: 17 live births in 15 patients with Fontan cir-
culation were identified and Cardio-obstetric variables were
abstracted from the medical record. Placentas were analyzed by
a pathologist. RNA was extracted from 6 preterm (3 normally
grown, 3 FGR), formalin fixed, paraffin embedded samples
with representative findings for spatial transcriptomics. Samples
were sequenced with Visium CytAssist and analyzed in Loupe
Browser/R.
Results: Mean pre-pregnancy SpO2 was 93.3±3.5%, where SpO2
at delivery decreased with increasing gestational age (GA, R
= -0.48, P = 0.046). Over 1/3 (41.2%, N = 7/17) had FGR and
most (82.4%, N = 14/17) had PTBs (mean GA 233.1±24.9 days
[33 weeks]). Of PTBs, 64.2% (N = 9/14) labored spontaneously.
64.7% of the placentas (N = 11/17) showed accelerated mat-
uration for GA (Fig 1). Spatial capture spots clustered based
on clinical and histopathologic features, contrasting samples
from FGR vs normally grown placentas and regions of frank vs
minimal pathology (Fig 2). Spots with frank pathology showed
upregulation of hypoxia pathways with peri-lesion upregulation
of pro-fibrotic transcripts; structural integrity transcripts (PLEC,
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SPTAN1, SRGN) were downregulated. Regions without frank
pathology in FGR placentas also overexpressed pro-fibroticmark-
ers andmarkers of placental dysfunction (PSG11, ALPP). Adverse
pregnancy outcome markers (PAEP, PAPPA2) were upregulated
in early PTB (< 34 weeks) compared to late PTB; PLEC, SPTAN1,
SRGN were downregulated.
Conclusion: We identify a transcriptomic profile of consistently
downregulated structural genes that unify placentas from early
PTB with histopathologic placental findings in patients with
Fontan circulation. These markers should be explored as poten-
tial mediators of PTB in cases of significant maternal cardiac
disease.

973 | Uterine Inflammatory Characteristics Following
Cesarean Delivery

Aya Mohr-Sasson1; Tal Dadon2; David Stockheim3; Jigal Haas3;
Adva Aizer3; Roy Mashiach3; Raoul Orvieto3
1Division of Minimally Invasive Gynecological Surgery,
Department of Obstetrics, Gynecology and Reproductive Sciences,
UTHealth McGovern Medical School, Houston, TX; 2Sheba
Medical Center, Ramat Gan, Tel Aviv; 3Sheba Medical Center,
Ramat-Gan, Tel Aviv

4:00 PM - 6:00 PM
Objective: An incomplete healed scar (niche) is a long-term
complication of cesarean delivery (CD), and is associated with
symptoms including subfertility. One theory refers to inflamma-
tory process at the area of the niche that harms the endometrial
environment, however, data is limited. The aim of this study
is to compare the inflammatory characteristics of women with
cesarean uterine scar to those without.
Study Design: This is a prospective study including all women
visiting hysteroscopy ambulatory clinics for diagnostic hys-
teroscopy. Study population included women with cesarean
uterine scar (study group that were compared to those without
(controls). A syringe was attached to the outlet of the diagnostic
hysteroscope and the first 5 cc of 0.9% normal saline fluid used
for hydro dissection were collected. The samples were analyzed
for inflammatory factors levels, including: GM-CSF, IFN-gamma,
IL-1, IL-2, IL-5, IL-6, IL-7. IL-13, IL-15, IL-17, IL-17F, IL-22, IL-23,
IL-31, IL-36 and TNF-alpha. Primary outcome was defined as the
difference in inflammatory factors level.
Results: 80 women met inclusion criteria, of them 29(36%) had
history of CD and 51(64%) had no uterine scar. No difference
was found in the level of any of the 17 factors collected. Analysis
by indication to perform the procedure, comparing infertility to
all other indications, revealed significantly higher IL33 levels in
the infertility group [25.60(2.80-185.83) vs. 5.98((0-43.84pg/ml; p
= 0.02]. While comparing the 9 women with infertility to the
20 women without infertility in the CD group, no difference
was found in uterine scar characteristics, however, IL 33 was
found to be 25 times higher in the infertility group [61.23(19.84-
169.44) vs. 4.61(0-33.72) pg/ml;p = 0.004]. This difference was not
demonstrated in women without CD (p = 0.29).
Conclusion: Women undergoing evaluation due to infertility
with history of uterine scar have significantly higher level of
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inflammatory marker IL33. This novel finding might be grounds
for future treatment for this population.

974 | Robotic-Assisted Abdominal Cerclage: A
Single-Center Journey

Asha Bhalwal; Elio Tahan; Aya Mohr-Sasson
Division of Minimally Invasive Gynecological Surgery, Department
of Obstetrics, Gynecology and Reproductive Sciences, UTHealth
McGovern Medical School, Houston, TX

4:00 PM - 6:00 PM
Objective: Transabdominal cerclage (TAC) is currently consid-
ered following unsuccessful transvaginal cerclage. The placement
of the cerclage can serve for all future pregnancies as it is not
removed once it was placed, and following its placement, women
are obligated to deliver by Cesarean delivery. Increasing evidence
suggests improved neonatal survival rates following abdominal
cerclage compared with repeat vaginal cerclage. The aim of this
study is to present patient’s characteristics and clinical outcomes
of women following robotic assisted abdominal cerclage placed
for history indicated cervical insufficiency
Study Design: This is a retrospective study conducted at a
single tertiary medical center. All women following robotic
assisted abdominal cerclage placement between November 2020
to February 2024 were included in the study. Data were collected
fromwomen’s’ medical files. Primary outcomewas defined as the
rate of delivery ≥32 weeks of gestation.
Results: 16 women underwent robotic assisted abdominal cer-
clage during the study period, of them 6 (37.5%) were pregnant
during the procedure. Women’s mean age and body mass index
were 34.4(±4.4SD) years-old and 35.7(±6.9SD) kg/m2, respec-
tively. The mean gravida was 4(±1.8SD) with parity of 1(±1.0SD).
60% of the women had history of previous vaginal cerclage (n
= 9). The mean gestational age of previous miscarriages was
21.5 (±4.6SD). Mean surgical duration was 136 (±40) minutes
with minimal blood loss [mean: 50(±40SD) cc]. Two of the
procedures performed during pregnancy were converted, one to
open approach as the patient did not tolerate Trendelenburg
and one to vaginal approach due substantial pelvic adhesions.
Four of the seven women (70% of the non-pregnant) attempted
to conceive, got pregnant with an average time of 3.1(±3.3SD)
months. Six of thewomen included in the study (36%) had already
given birth with an average gestational age of 34.7(±3.4SD).
Conclusion: Robotic assisted abdominal cerclage is a feasible
option for the treatment of cervical insufficiency with low
complication rate.

975 | Epigenetic Age Acceleration and Blood Pressure in
Pregnancy: Findings from the CHAP Study

Bertha A. Hidalgo; Amit Patki; Hemant K Tiwari; Marguerite
Ryan Irvin; On behalf of the CHAP Consortium
University of Alabama at Birmingham, Birmingham, AL

4:00 PM - 6:00 PM
Objective: Elevated blood pressure (BP) during pregnancy can
have cardiovascular health consequences for the mother in
the short and long term. Measures of biological age including
DNA methylation age (DNAmAge) and derived epigenetic age

acceleration (EAA) have been associated with cardiovascular
traits. However, few studies have examined if epigenetic age
measures are associated with BP during pregnancy and PreE.
StudyDesign:We performed a secondary analysis of theChronic
Hypertension and Pregnancy (CHAP) study of n = 2408 indi-
viduals with mild hypertension randomized to standard care
versus treatment. We measured DNAmAge from blood samples
drawn between 6-23 weeks gestation in n = 1310 from the trial.
DNAmAge was measured using 4 calculators: 1) Horvath, 2)
Hannum, 3) skin and blood, and 4) PhenoAge. We analyzed
correlations between the DNAmAge clocks and chronological
age, as well as associations between EAA and five BP variables
as outcomes 1) PreE; 2) systolic and diastolic BP (SBP/DBP)
at baseline (6-23 weeks), 3) visit 2 SBP/DBP (23-34 weeks), 4)
delivery SBP/DBP, and 5) 6-weeks post-partum (PP) SBP/DBP).
Regression models (linear for BP and logistic for PreE) were
adjusted for ancestry and smoking during pregnancy.
Results: The study population was 50% Black, 38% White and
12% other, and the average age was 32.3 ± 5.7 years. DNAmAge
was highly correlated with chronological age for each of the 4
calculators. EAA from the skin and blood clock was associated
with baseline SBP (p= 0.006), baseline DBP (p= 0.029), and DBP
PP (p = 0.029). No EAA estimate was statistically significantly
associated with PreE or BP at delivery. See Table 1 for the
association of EAA with baseline SBP, DBP and PreE.
Conclusion: There was a cross-sectional association between
two EAA measures with early pregnancy BP, but not BP later in
pregnancy or PreE. Other epigenetic variables and/or estimates
from assays measured at additional time points may give addi-
tional insight into the relationship between biological aging and
BP during pregnancy in women with chronic hypertension.

976 | National Prevalence of Healthcare
Provider-Recommended Bedrest and Activity Restriction
by Pregnancy Condition

Maria A. Fernandez1; Ellie C. Mayers2; Gladys E. Smith2; Ellen
C. Caniglia2; Stefanie N. Hinkle3; Sunni Mumford3; Enrique
Schisterman2; Lisa D. Levine3; Beth L. Pineles2
1Perelman School of Medicine, University of Pennsylvania, Boston,
MA; 2Perelman School of Medicine, University of Pennsylvania,
Philadelphia, PA; 3University of Pennsylvania Perelman School of
Medicine, Philadelphia, PA

4:00 PM - 6:00 PM
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Objective: Bedrest and activity restriction (BAR) are often
recommended in pregnancy despite an association with worse
pregnancy outcomes. With guidelines recommending against
BAR, some consider it an issue of the past, yet the contem-
porary national prevalence remains unknown. We aimed to
determine the contemporary national prevalence of healthcare
provider-recommended BAR among pregnant individuals, the
pregnancy conditions associated with these recommendations,
and adherence to BAR.
Study Design: An internet-based survey was distributed to
females aged 18-54 who were pregnant or had been pregnant in
the past year. The survey was tested and validated. Participants
were asked, “Has anyone recommended bedrest or advised
you to do less physical activity?,” in addition to details about
these recommendations, whether their pregnancy was consid-
ered, “high-risk,” and their pregnancy conditions. The primary
outcome was a recommendation for BAR by an obstetrician-
gynecologist or midwife. To account for differential response
rates, weighting for age and race/ethnicity was performed based
on the target population of all births in the 2022 U.S. Natality
Database, and all results presented are weighted. Two-sided p<
0.05 was considered statistically significant.
Results: 1500 survey responses were obtained. After weight-
ing, 539 (38%) participants reported high-risk pregnancies. The
frequency of BAR was 40% (95% confidence interval [CI] 37-
43%); greater in high-risk pregnancies [61% (95% CI 57-65%)]
than low-risk pregnancies [27% (95% CI 24-30%)], p-value< 0.01.
Frequency of recommendations and recommendation type varied
by pregnancy condition (chi-squared p < 0.01, Table). Adherence
to BAR varied by both pregnancy condition and restriction type,
with most participants across groups adherent (p values < 0.01,
Figure).
Conclusion: Despite clear national guidelines recommending
against BAR, recommendations for BAR practices remain preva-
lent, especially among high-risk pregnancies but common even
among low-risk pregnancies. Future studies should focus on the
deimplementation of this prevalent and harmful practice.

977 | Risk Factors for Failing Aspirin Prophylaxis for
Preeclampsia Prevention: A Prospective Cohort Secondary
Analysis

Bhaskari Burra1; Danetta Green1; Traci Carson2; Lisa M. Foglia2
1Mountain Area Health Education Center, Asheville, NC;
2Mountain Area Health Education Center (MAHEC), Asheville,
NC

4:00 PM - 6:00 PM
Objective: We aimed to identify demographic characteristics and
risk factors associatedwith failure of aspirin (ASA) prophylaxis in
a nulliparous population with singleton pregnancies.
Study Design: We conducted a secondary analysis of the
prospective NuMom2B cohort of 9289 nulliparous women. We
included participantswith a gestational age of 20weeks’ gestation
or greater. Our sample included 8741 women. The exposure of
interest was ASA. The primary outcome was the development
of any hypertensive disorder of pregnancy. We compared demo-
graphic factors among women who did and did not use aspirin
during their pregnancy and outcomes by group.
Results: Patients who used aspirin during pregnancy (n = 117)
were older (31 vs. 27, p< 0.001), more likely to be White (87%
vs. 65%, p< 0.001), non-Hispanic (87% vs. 73%, p< 0.001) and
more likely to have chronic hypertension (HTN) (9% vs 3%, p<
0.001), compared to non-aspirin users (n= 8624). ASA users were
more likely to develop preeclampsia (11% vs 6%, p< 0.05), versus
the non-aspirin group. There were no notable differences in risk
factors between ASA users and non-ASA users for development
of hypertensive disorders. There was no significant difference in
the gestational age at delivery between the two groups.
Within the ASA group, women who developed hypertensive
disorders had a lower mean BMI (24.4 vs 27.4, p< 0.05) and were
slightly older (33 vs 31, p = 0.15) compared to those who did not
develop hypertensive disorders.
Conclusion: In this study, we found that there is no difference
in risk factors for the development of hypertensive disorders
between ASA and non-ASA users. We did find a higher incidence
of hypertensive disorders in the ASA group. This is possibly due
to our relatively small sample size of patients taking ASA, but
also could represent a higher apriori risk in this group. The
similar gestational ages at delivery amongst ASA and non-ASA
also supports the theory that ASA use prevents the onset of
hypertensive disorders of pregnancy by delaying the “metabolic
clock” of placental maturation during pregnancy.
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979 | Differential Protein Expression Associated with
Persistent Hypertension Following a Hypertensive
Disorder of Pregnancy

Brian Kleiboeker1; Janet Catov2; Koen Raedschelders3;
Aleksandra Binek3; Simion Kreimer3; C. Noel Bairey Merz4;
Jennifer Van Eyk3; Arun Jeyabalan1; Adam C. Straub5; Agnes
Koczo1; Alisse Hauspurg6
1University of Pittsburgh School of Medicine, Pittsburgh, PA;
2Magee-Womens Hospital, Pittsburgh, PA; 3Cedars Sinai Medical
Center, Cedars-Sinai, CA; 4Cedars-Sinai Medical Center, Los
Angeles, CA; 5University of Pittsburgh, Pittsburgh, PA; 6Alpert
Medical School of Brown University, Providence, RI

4:00 PM - 6:00 PM
Objective: Hypertensive disorders of pregnancy (HDP) are asso-
ciated with future cardiovascular risk, however, the underlying
mechanisms are unclear. We sought to identify differentially
expressed proteins in individuals who developed chronic hyper-
tension (HTN) in the first year postpartum following a HDP
compared to those who remained normotensive.
Study Design: We used data from a randomized clinical trial
evaluating lifestyle intervention and home blood pressure (BP)
monitoring of individuals with pre-pregnancy body mass index
(BMI) ≥25 kg/m2 and a new-onset HDP. The primary outcome
was feasibility and no differences were seen in BP between arms,
thus randomization groups were combined. BP was measured
at remote research visits at 6 weeks and 1 year postpartum and
blood microsamples were collected at the second visit. Mass-
spectrometry was used to quantify 381 proteins, from which
differential expression and pathway enrichment analyses were

performed to detect alterations with persistent HTN (BP ≥140/90
mmHg). All analyses controlled for BMI, tobacco use, and the
social construct of race.
Results: Of the 100 randomized individuals, 88 (88%) completed
sample collection with 85 yielding usable proteomics data. 4
proteins were differentially expressed in individuals with persis-
tent HTN. Stage 2 HTN was associated with increased levels of
Complement C4-B (C4B) and inter-alpha-trypsin inhibitor heavy
chain 4 (ITIH4) and decreased levels of Afamin (AFM) and the
smooth muscle protein myosin light chain 6 (MYL6) compared
with Stage 1 HTN or normalization of BP. Pathway enrichment
analysis suggests a shared function of endopeptidase inhibitor
activity (such as Neprilysin, which degrades natriuretic peptides)
in upregulated proteins and ubiquitin-proteasome mediated
proteolysis activity in downregulated proteins.
Conclusion: Home microsampling is a promising methodology
for postpartum sample collection. Serum proteomics using this
approach suggest that protein homeostasis may be dysregulated
in persistent HTN following HDP and provides novel candidates
for future interventions to reduce progression to HTN following
HDP.
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980 | Comparison of Various Community Level Social
Indices and their Associations with Adverse Pregnancy
Outcomes

Bridget C. Huysman1; Loren Adler2; Sarah Cohen1; Candice
Woolfolk3; Sarah K. England4; Antonina I. Frolova5; Jeannie C.
Kelly6; Nandini Raghuraman6; Peinan Zhao4
1Washington University in St. Louis, St. Louis, MO; 2Washington
University in St. Louis/Barnes-Jewish Hospital, St. Louis, MO;
3Washington University School of Medicine in Saint Louis, St.
Louis, MO; 4Washington University, St. Louis, MO; 5Washington
University School of Medicine, St. Louis, MO; 6Washington
University School of Medicine in St. Louis, St. Louis, MO

4:00 PM - 6:00 PM
Objective: The social vulnerability (SVI), maternal vulnerability
(MVI), and area deprivation (ADI) indices measure community-
level resilience to stressors, vulnerability to adverse maternal
health outcomes, and socioeconomic disadvantage, respectively.
Prior work has shown that ADI, SVI, and MVI can identify
those at risk for preterm birth. The objective of this study was
to compare the three indices and their associations with adverse
pregnancy outcomes.
Study Design: This is a nested case control study within a
prospective cohort study of singleton pregnancies from 2017 to
2020. The parent study excluded non-English speaking patients
and IVF pregnancies. The primary outcome for this analysis was
composite adverse obstetric outcomes (Table 1). These outcomes
were compared between patients with low SVI, MVI, and ADI
(< 75th percentile, representing higher resilience/less vulnera-
ble/prosperity) versus high SVI, MVI, and ADI (≥75th percentile,
representing lower resilience/more vulnerable/deprivation) and
stratified by race.
Results: Among 1260 birthing people, patients with high SVI
and ADI were more likely to have composite obstetric adverse
outcomes compared to those with lower SVI and ADI, respec-
tively (aOR 1.86, 95% CI [1.43, 2.42] and aOR 1.36, 95%CI [1.04,
1.78]).HighMVIwas not associatedwith adverse outcomes. In the
stratified analysis, race did not modify the association between
SVI, MVI, ADI and adverse outcomes (P for interaction> 0.05 for
all three).
Conclusion: Among the three indices, SVI and ADImight be the
most reliable indices to capture community-level determinants
of obstetric outcomes. Social vulnerability and community-level
deprivation, independent of race, are associated with adverse
pregnancy outcomes.

981 | The Effect of Maternal Blood Transfusion History on
Alloimmunized Pregnancies

Brittany J. Arkerson1; Faezeh Aghajani2; Evelyn McGuire3;
Katherine Modrall3; Lucy Salter3; Anthony L. Shanks3; Hiba J.
Mustafa4
1Indiana University, Indianapolis, IN; 2Maternal Fetal Care
Center, Division of Fetal Medicine and Surgery, Boston Children’s
Hospital and Harvard School of Medicine, Boston, MA; 3Indiana
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University School of Medicine, Indianapolis, IN; 4Indiana
University and Riley Children’s Hospital, Indianapolis, IN

4:00 PM - 6:00 PM
Objective: To evaluate the impact of prior blood transfusion on
diagnosis and severity of maternal alloimmunization.
Study Design: A single-center retrospective cohort study of
alloimmunized singleton gestations with antibodies known to
be associated with hemolytic disease of the fetus and newborn
(HDFN) from 2018 to 2023. We excluded pregnancies if the
fetus was determined to be not at risk for HDFN either by
negative paternal genotyping or negative invasive diagnostic
testing. Multiple gestations were excluded as well. Univariate
and multivariate analyses were performed. P-value < 0.05 was
considered statistically significant.
Results: 76 patients with alloimmunization were identified who
had a documented history of blood transfusion. 40 patients
had no prior history of blood transfusion while 36 did report a
prior transfusion. The type of antibody present differed signifi-
cantly between the two groups. Patients with a history of blood
transfusion presented with a wider variety of antibodies than
those who did not. Patients with a history of blood transfusion
predominantly presented with anti-K, whereas those without
prior blood transfusion history presented with primarily anti-D.
Both groups were equally likely to have more than one antibody
present. Patients with a history of blood transfusion had their
first titer drawn at a later gestational age (11.02 ± 2.2 vs. 9.6 ±
2.3). However, there was no significant difference between the
maximum antibody titer reached during pregnancy (101.5 ± 251.3
vs. 220.2 ± 475.5). Moreover, both groups were equally likely to
have MCA Dopplers initiated, reach maximum MCA PSV MoM
≥1.5, and require IUT.
Conclusion: Patients who develop alloimmunization due to
blood transfusion are more likely to present with a wider variety
of antibodies but this does not impact the need for MCA Doppler
monitoring or IUT in a clinically significant way.

982 | Association of Breastfeeding and Early Childhood
Preventative Dental Care

Rodolfo Fernandez-Criado1; Ntami P. Echeng2; Laurie B.
Griffin3; Margaret M. Thorsen3; Anna R. Whelan4; Brock E.
Polnaszek5
1Women & Infants Hospital of Rhode Island / Alpert Medical
School of Brown University., Providence, RI; 2Women & Infants
Hospital of Rhode Island / Alpert Medical School of Brown
University, Providence, RI; 3Warren Alpert Medical School of
Brown University / Women and Infants Hospital of Rhode Island,
Providence, RI; 4University of Massachusetts Chan School of
Medicine, Worcester, MA; 5Medical College of Wisconsin,
Milwaukee, WI

4:00 PM - 6:00 PM
Objective: Breastfeeding has established benefits for maternal
and childhood health. However, mixed evidence exists on the
impact of breastfeeding and childhood dental caries. Preventative
pediatric dental care can mitigate the risk of dental caries in this
population. Thus, we examined the association of breastfeeding
and preventative dental care visits among children age 0-5 years
in the United States.
Study Design: We analyzed data from the 2021 National Survey
of Children’s Health, an annual cross-sectional survey across
multiple domains of a family unit’s social determinants of health.
The primary outcome was preventative dental care visit, defined
by presence or absence of a dentist or oral health provider visit
in past 12 months (check-ups, education, cleanings, sealants,
fluoride, or x-ray). The main exposures were breastfeeding and
breastfeeding exclusivity. Established parental and household
unit characteristics were explored. A weighted and multivariable
logistic regression analysis calculated adjusted odds ratios of
preventative dental care visits.
Results: The majority 24,668 (81%) of children age 0-5 years had
received breastmilk via direct or expressed breast milk. More
than half 14,929 (56%) of these children had a preventative dental
care visit. Dental check-up, cleaning, education, x-ray, fluoride,
and sealant visits occurred more frequently in those children
who were breastfed compared to those who were not (Table
1). After adjusting for differences between groups, breastfeeding
or exclusive breastfeeding was not associated with odds of
preventative dental visits, while having unmarried parents and
less severe household poverty was associated with reduced odds
(Table 2).
Conclusion: Social determinants such as family and economic
instability–not breastfeeding status–were key drivers of pre-
ventative dental care. Dental health care education should be
integrated into prenatal care conversations around breastfeed-
ing to dispel myths and promote optimal parental and early
childhood health.
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983 | Longitudinal Change in Short-Term Variation with
Intraamniotic Infection After PPROM: A Historical
Cohort Study

Brynhildur T. Birgisdottir1; Tomas Andersson2; Ingela Hulthén
Varli3; Sissel Saltvedt3; Ke Lu4; Farhad Abtahi5; Ulrika Åden6;
Malin Holzmann6
1Karolinska University Hospital, Stockholm, Stockholms Lan;
2Institute of Environmental Medicine, Karolinska Institutet,
Stockholm, Stockholms Lan; 3Department of Women’s and
Children’s Health, Karolinska Institute, Stockholm, Stockholms
Lan; 4Department of Electrical Engineering, Chalmers University
of Technology, Gothenburg, Vastra Gotaland; 5Department of
Clinical Science, Intervention and Technology, Karolinska
Institutet, Stockholm, Stockholms Lan; 6Department of Women’s

and Children’s Health, Karolinska Institutet, Stockholm,
Stockholms Lan

4:00 PM - 6:00 PM
Objective: Currently used diagnostic tools have been shown to
have poor diagnostic performance for intraamniotic infection
(IAI). In search of better diagnostic tools we have studied short-
term variation (STV) in fetal heart rate in pregnancies with
preterm prelabor rupture of membranes (PPROM). We have
previously shown that in IAI exposed pregnancies, STV was >
20% lower in the last cardiotocography trace before start of labor,
as compared to those not exposed. The current studywas aimed at
further examining this association by examining the longitudinal
change in STV in association with IAI after PPROM.
Study Design: We performed a historical cohort study on 628
singleton pregnancies with PPROM, delivering between 24 +
0 to 33 + 6 gestational weeks. The studied exposure was IAI,
using early onset neonatal sepsis as a proxy as no easily available
method exists for confirming IAI antepartum, and IAI and
early onset neonatal sepsis are strongly associated. The main
outcome was STV in fetal heart rate. At least two available
cardiotocography traces per fetus were required. A total of 9 690
cardiotocography traces were analyzed.
Results: Fetuses exposed to IAI had a 26.5% steeper decline
in their STV during the last 24 hours before the start of labor
when compared to fetuses not exposed (95% CI -32.9% to -19.4%;
P < 0.001). After adjustment for antenatal corticosteroids, the
decline remained significant. The decline became less prominent
but remained significant when also adjusting for the baseline
frequency (-12.7% [95% CI -19.3% to -5.5%], P < 0.001). In the
IAI-exposed group, the baseline frequency increased by 11.1 bpm
during the last 12 hours before the start of labor, beyond thosewho
were not exposed (95% CI 8.3 bpm to 13.8 bpm; P < 0.001).
Conclusion: In pregnancies affected by IAI the STV has a steeper
decline in the last 24 hours before start of labor as compared
to pregnancies not affected by IAI, even after adjustment for
increasing baseline frequency. The association of STV in relation
to IAI needs to be further studied in order to evaluate and
establish STVs usefulness in monitoring patients for IAI.

984 | Racial and Ethnic Differences in Delivery
Characteristics in Patients with a CesareanWound
Infection

Carmen Rauh Garrido1; Rachel L. Wood2; Sarah K.
Dotters-Katz3; Janice Wong3
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1Duke School of Medicine, Durham, NC; 2Duke University,
Durham, NC; 3Duke University School of Medicine, Durham, NC

4:00 PM - 6:00 PM
Objective: Black race and Hispanic ethnicity have been iden-
tified as risk factors for cesarean wound infection. This likely
represents systemic bias, as there is no biological explanation for
these differences. This study sought to identify differences among
self-reported racial and ethnic groups in delivery or postpartum
factors that could be targeted to lessen disparities.
Study Design: This was an IRB-approved, retrospective cohort
study of patients with post-cesarean wound infections requiring
an emergency department or triage wound-related visit from a
single healthcare system between 6/1/2013-7/31/2022, excluding
patients with placenta accreta or severe preeclampsia. Primary
exposure was self-reported race and ethnicity. Outcomes of inter-
est were delivery characteristics predisposing to wound infection
(GBS status, cesarean operative time, antibiotics received, esti-
mated blood loss, skin closurewith staples, peripartum infection).
Bivariate statistics were used to analyze data. Regression models
developed to control for confounders.
Results: Of 533 patients with post-cesarean wound infections,
180(33.7%) identified as non-Hispanic Black(NHB), 233(43.7%)
non-HispanicWhite(NHW), and 80(15.0%) asHispanic. NHB and
Hispanic patients had a significantly higher BMI and were more
likely to have public insurance than NHWpatients. NHB patients
were more likely to use tobacco than NHWpatients(Table 1). His-
panic patients had a higher rate of PP endometritis treatment(n
= 16,8.7%), compared to NHW(n = 7,3.0%), and NHB(n = 3,3.8%).
In regressionmodels, NHBpatientswere significantlymore likely
to be GBS positive(OR 1.70 (1.01,2.85)) and were more likely to be
diagnosed in triage(OR 1.51 (0.98, 2.33)), though this finding was
not statistically significant(Table 2).
Conclusion: Among patients with wound infections after
cesarean, PP endometritis, GBS, and diagnosis location differed,
yet no modifiable delivery characteristics were noted among
racial and ethnic groups. Future research may investigate dispar-
ities in peripartum infection as a risk factor for wound infection
and differences in postpartum healthcare access.

985 | Tight Versus Standard Postpartum Control Following
Hypertensive Disorders of Pregnancy: A Randomized
Controlled Feasibility Trial

Carrie Bennett1; Rosemary Shay1; Sanjana Ghosh1; Sila Yavan1;
Jennifer Hernandez1; Hyagriv Simhan1; Malamo Countouris1;
Janet Catov2; Alisse Hauspurg3
1University of Pittsburgh Medical Center, Pittsburgh, PA;
2Magee-Womens Hospital, Pittsburgh, PA; 3Alpert Medical School
of Brown University, Providence, RI

4:00 PM - 6:00 PM
Objective: To assess the feasibility of performing a randomized
controlled trial (RCT) investigating tight versus standard postpar-
tum blood pressure (BP) control following hypertensive disorder
of pregnancy (HDP) through a postpartum remote monitoring
program.
Study Design: We performed a single-blinded feasibility RCT
from 11/2023-4/2024. Tight BP control was defined as medication
initiation consistent with American Heart Association guide-
lines: inpatient BP (mmHg) ≥140/90 and/or outpatient ≥135/85
for two values at least 4 hours apart. Standard BP control was
defined as medication initiation for BP ≥150/100 at least 4 hours
apart. Eligible individuals were ≥18 years of age, diagnosed with
HDP, and enrolled in our institution’s remote BP management
program. Individuals were excluded if they were diagnosed with
chronic hypertension, pre-gestational diabetes, renal or cardiac
disease, a fetal anomaly, or currently used anti-hypertensives.
We compared demographics, inpatientmedication initiation, and
outpatient medication initiation among groups.
Results: We enrolled 60 individuals over a 5-month time course
out of 143 who were approached (43%); 29 were randomized
to tight control and 31 to standard control. Average age, body
mass index, race/ethnicity, health insurance status, and house-
hold incomes were similar among groups (Table). Those in the
standard control arm were more likely to be diagnosed with
preeclampsia, including with severe features (p = 0.04). Anti-
hypertensive medications were initiated at similar rates among
groups both inpatient (31% tight vs 25.8% standard, p = 0.65) and
outpatient (20.7% tight vs 22.6% standard, p = 0.86).
Conclusion: While a single center trial of tight versus standard
postpartum BP control is feasible, there were similar rates of oral
anti-hypertensive initiation among groups. This may be due to a
differential representation of HDP severity among groups with
a trend toward higher enrollment BP in patients randomized to
standard control.
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986 | Prenatal Characteristics Predictive of Xylazine
Positivity: Who is being Exposed?

Cassandra Trammel1; Vahid Azimi2; Bridgit Crews2; Stephen
Roper2; Nandini Raghuraman3; Antonina I. Frolova4; Megan L.
Lawlor2; Hayley Friedman2; Jeannie C. Kelly3
1Washington University in St Louis, St. Louis, MO; 2Washington
University in St. Louis, St. Louis, MO; 3Washington University
School of Medicine in St. Louis, St. Louis, MO; 4Washington
University School of Medicine, St. Louis, MO

4:00 PM - 6:00 PM
Objective: Xylazine, a non-opioid veterinary sedative, is increas-
ingly present as a contaminant in nonprescribed fentanyl. We
sought to assess demographic and prenatal characteristics’ asso-
ciation with odds of xylazine positivity in pregnant patients who
use fentanyl.
Study Design: We performed a case control study of all patients
positive for nonprescribed fentanyl on urine drug screening
(UDS) at any point during pregnancy on an urban Midwestern
tertiary care center labor unit in 2023. Patients with xylazine on
any pregnancy or neonatal UDS were classified as xylazine cases,
while fentanyl only patients were controls. Data was collected
via chart review and odds ratios calculated. For cells with no
occurrences, a Haldane correction was used to approximate an
odds ratio.
Results: A total of 65 patients with nonprescribed fentanyl
use were identified, with 40 xylazine exposure cases based on
testing of the pregnant person or neonate. There were no factors
identified that were associated with an increased or decreased
odds of xylazine positivity. The majority of patients in both
groups reported public insurance (xylazine positive 97.3, negative
100%) concurrent use of a non-opioid substance (100%, 91.3%),

and tobacco (100%, 93.3%), and having an antepartum admission
(50%, 60%). A large proportion reported intravenous use (41.5%,
16.7%), had evidence of stimulant use (100%, 75%), a comorbid
psychiatric condition (61%, 79%) and infection with hepatitis
C (53.7%, 29.2%). The majority presented to care after the first
trimester (80.5%, 62.5%), and approximately half in both groups
were on medication treatment for opioid dependence.
Conclusion: Fentanyl exposure continues to be associated with
a high degree of social vulnerability, concomitant use of other
substances, comorbid conditions, and limited prenatal care, how-
ever none of the background variables evaluated were associated
with an increased or decreased odds of xylazine exposure. As
xylazine may increase perinatal morbidity, all patients with
fentanyl use should be counseled regarding potential risks of
xylazine exposure.

987 | Fentanyl Exposure in the Era of Xylazine: an Update
on Perinatal Outcomes

Cassandra Trammel1; Vahid Azimi2; Bridgit Crews2; Stephen
Roper2; Nandini Raghuraman3; Antonina I. Frolova4; Hayley
Friedman2; Megan L. Lawlor2; Jeannie C. Kelly3
1Washington University in St Louis, St. Louis, MO; 2Washington
University in St. Louis, St. Louis, MO; 3Washington University
School of Medicine in St. Louis, St. Louis, MO; 4Washington
University School of Medicine, St. Louis, MO

4:00 PM - 6:00 PM
Objective: Xylazine, a non-opioid veterinary sedative, is increas-
ingly contaminating nonprescribed fentanyl. We sought to
explore outcomes in fentanyl-exposed obstetric patients in an
urban labor unit with high prevalence of xylazine in the local
fentanyl supply.
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Study Design: We performed a retrospective cohort study of
all pregnant patients with nonprescribed fentanyl on urine drug
screening (UDS) at a Midwestern tertiary care center in 2023.
UDS via mass spectrometry is performed after a positive result
on universal verbal screening. The primary outcome was preterm
birth (PTB). Secondary outcomes included out of hospital birth
(OOHB), adult intensive care unit (ICU) admission, neonatal
ICU (NICU) admission, and other perinatal metrics. A secondary
analysis comparing xylazine positive and negative dyads was
performed with Χ2 or Mann Whitney U tests as appropriate.
Results: 65 patients were identified. 57 had peripartum care
in our facility, and 56 had neonatal data available with 59
neonates after accounting for twins. 62% of pregnant patients
had xylazine exposure. Groups were similar aside from higher
rates of intravenous drug use in the xylazine group (41.5 vs 16.7%,
p = 0.04). 41.7% of xylazine exposed patients experienced PTB,
compared to 28.6% of unexposed patients (RR 1.46, 95% CI 0.67-
3.18) with a median gestational age of 37 weeks. Unplanned
OOHB occurred in 19.4% of xylazine positive dyads and 9.5%
of negative dyads, maternal ICU admission in 5.9% and 16.7%,
and NICU admission in 76.5% and 70%, though differences were
not significant. Xylazine dyads had lower rates of antepartum
bleeding (2.4 vs 25%, RR = 0.09, [0.01-0.76]) and higher fentanyl
positivity at delivery (100 vs 81%, RR= 1.23, [1.003-1.52]). Xylazine
exposed neonates were less likely to be discharged in parental
custody (5.6 vs 26.1%, RR 0.21, [0.58-2.3]).
Conclusion: Perinatal fentanyl use is associated with significant
obstetric and neonatal morbidity regardless of xylazine exposure.
Preliminary data suggests that xylazinemay be amarker of severe
disease and should be targeted for future study.

988 | Safety of Cervical Cerclage Between 24 and 27 Weeks:
Analysis from the IC-CLEAR Cohort Study

Catalina M. Valencia1; Arturo Cardona1; Jose Bareño Silva2; Lina
Herrera- Agudelo3; Susana Villegas-Sanchez4; Santiago
Galeano-Herrera3; Silvia M. Villegas5; Nicole D. Rojas6; Rupsa C.
Boelig7; Vincenzo Berghella8; Joseph Bell9; Leonardo Pereira10;
Luisa López-Torres11; Richard M. Burwick12; Julio Mateus
Nino13; Joanne N. Quiñones14; Jorge E. Tolosa15
1Clinica del Prado, Unidad de Medicina Materno Fetal, Medellín,
Colombia, Medellin, Antioquia; 2Universidad CES, Medellin,
Colombia, Medellín, Antioquia; 3Departamento de Obstetricia y
Ginecologia, Corporación Universitaria Remington, Medellín,
Colombia, Medellin, Antioquia; 4Department of Obstetrics &
Gynecology, Universidad CES, Medellín, Colombia, Medellin,
Antioquia; 5Clinica del Prado, Departamento de Obstetricia y
Ginecología, Medellín, Colombia, Medellin, Antioquia;
6Departamento de Obstetricia y Ginecología, Corporación
Universitaria Remington, Medellín, Colombia, Medellin,
Antioquia; 7Sidney Kimmel Medical College, Thomas Jefferson
University, Philadelphia, PA; 8Sidney Kimmel Medical College of
Thomas Jefferson University, Philadelphia, PA; 9St. Luke’s
University Health Network, Department of Obstetrics &
Gynecology, Maternal Fetal Medicine, Bethlehem, PA, 18015,
Bethlehem, PA; 10Oregon Health & Science University, Portland,
OR; 11Universidad Pontificia Bolivariana, Medicina Materno
Fetal, Medellín, Colombia, Medellin, Antioquia; 12San Gabriel
Valley Perinatal Medical Group; Pomona Valley Hospital Medical
Center, Pomona, CA; 13Atrium Health, Wake Forest University
School of Medicine, Charlotte, NC; 14Lehigh Valley Health
Network, Allentown, PA; 15St. Luke’s University Health Network,
Bethlehem, PA

4:00 PM - 6:00 PM
Objective: Cervical cerclage before 24 weeks gestation prolongs
pregnancy in patients at risk for preterm birth. Its benefits
after 24 weeks are unclear due to limited safety data. We
sought to describematernal and perinatal outcomeswith cerclage
placement at 24-27 weeks.
Study Design: This is a secondary analysis from the Interna-
tional Collaborative for Cerclage Longitudinal Evaluation and
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Research (IC-CLEAR), a cohort study of women with singleton
pregnancies and cerclage placement. Participants were enrolled
at 6 institutions in the U.S. and 2 in Colombia from June 2016
to June 2020. For this study, the primary exposure was cerclage
placement between 24 0/7 and 27 5/7 weeks; the comparator
group was cerclage between 20 0/7 and 23 6/7 weeks. Maternal
and neonatal outcomes were evaluated using a test of medians
and chi-squared test.
Results: 35 out of 839 pregnancies underwent cerclage placement
between 24 0/7 and 27 5/7 weeks; 88% (n = 31) were from
the centers in Colombia and 12% (4) in the U.S. Cerclage was
performed at a median gestational age of 25.4 weeks (IQR 24.8-
26.3) and the median latency from placement to delivery was 10.7
weeks (IQR 7.4-11.35). Premature rupture ofmembranes occurred
in 18% (n = 6), and clinical chorioamnionitis in 3% (n = 1). Three
patients required ICU admission, two due to preeclampsia with
severe features. NICU admission was required for 10 neonates
(32%), with two cases of sepsis and two neonatal deaths. When
comparing maternal and perinatal safety outcomes in those with
cerclage at 24-27 weeks to those with cerclage at 20-24 weeks
(n = 328), there was a higher rate of maternal ICU admission,
not associated with cerclage use; no significant differences were
observed inmaternal or neonatal infectiousmorbidity, or in other
neonatal morbidity or mortality (Table 1).
Conclusion: Cervical cerclage performed between 24 and 27
weeks is not associated with a significant increase in maternal
morbidity or adverse neonatal outcomes. Randomized controlled
studies to evaluate the effectiveness and safety of cerclage in
patients at 24 or more weeks of gestation are needed.

989 | Sonographic Indicators of Intralesional
Haemorrhage in Fetal Lymphatic Malformation: a
Retrospective Cohort Study

Charles Litwin1; Yada Kunpalin1; Lennart Van der Veeken1;
Paolo Campisi2; Manuel Carcao3; Johannes Keunen1; Nimrah
Abbasi1; Greg Ryan4; Tim Van Mieghem5; Shiri Shinar1
1Fetal Medicine Unit, Department of Obstetrics and Gynaecology,
Mount Sinai Hospital and University of Toronto, Toronto, ON;
2Department of Otolaryngology–Head & Neck Surgery, Hospital
for Sick Children and University of Toronto, Toronto, ON;
3Department of Haematology/Oncology, Hospital for Sick
Children and University of Toronto, Toronto, ON; 4University of
Toronto, Toronto, ON; 5Mount Sinai Hospital and University of
Toronto, Toronto, ON

4:00 PM - 6:00 PM
Objective: To review the rate of intralesional hemorrhage (IH),
sonographic indicators of IH and outcomes in a cohort of fetuses
with lymphatic malformations (LMs).
StudyDesign:We performed a single-center retrospective cohort
study of fetal LMs over a 13-year period. IH was defined as
ultrasound findings demonstrating reticular echogenicity, fluid-
fluid levels or clot without flow on Doppler. Fetal transfusion
was considered if the middle cerebral artery peak systolic
velocity (MCA-PSV) was elevated >1.5 MoM. Lymphangioma
volume ratio (LVR) was calculated using the formula: 0.532 x
(tumour width x length x height in cm)/head circumference
(cm). Predictive strength of LVR on IH was determined by ROC
analysis.
Results: Twenty-six isolated LMs were identified antenatally.
Three pregnancies were terminated and 5 were lost to follow-
up. Of the remaining, 10 involved the head and neck (H&N) and
8 involved the axilla. H&N LMs were diagnosed at 26.1 weeks
gestation (IQR 21.6-28.8 weeks) with an LVR at presentation of
2.24 (IQR 0.68-17.29). Axillary LMs were diagnosed at 28.1 weeks
gestation (IQR 23.6-32.3 weeks) with an LVR at presentation of
4.17 (IQR 1.26-7.02). Lesion growth was observed over the course
of pregnancy (Fig 1). Five cases of IH were detected at 28.7 weeks
gestation (IQR 24.4-35.2) and were found to have significantly
larger tumour volume compared to those without bleeding (LVR:
11.09±5.25 vs 5.33±4.11, p = 0.04, table 1). LVR greater than
6.86 had a detection rate of 80% (95%CI 37.6-99.0%) for IH with
a specificity of 66.7% (95% CI 39.1-86.2%). Polyhydramnios was
present in all cases of IH but only in 2 out of 13 without IH. Of
the 5 cases of IH, 2 died in utero, 2 required fetal transfusions
and all 3 survivorswere treatedwith sclerotherapy and rapamycin
postnatally.
Conclusion: Intralesional hemorrhage is a recognized compli-
cation of fetal LMs with polyhydramnios. LVR may serve as a
good predictor for IH prompting serial follow-up with MCA-PSV.
Surviving fetuses typically require further treatment postnatally.
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990 | Diuretics for Preventing Postpartum Readmission: A
Systematic Review andMeta-Analysis

Chase Calvert1; Rajesh Reddy1; Molly Singer2; Jeny Ghartey3;
Lorie M. Harper1
1Dell Medical School, Austin, TX; 2Dell Medical School, University
of Texas at Austin, Austin, TX; 3University of Texas at Austin,
Austin, TX

4:00 PM - 6:00 PM
Objective: Hypertensive disease of pregnancy (HDP) is a leading
cause of maternal postpartum readmission. While diuretics have
been shown to reduce postpartum hypertension in women with
HDP, their effectiveness in preventing postpartum readmission
remains unclear. We performed a meta-analysis and systematic
review to evaluate the impact of diuretic use on postpartum
readmission rates in patients with HDP.
Study Design: We conducted a comprehensive search on
PubMed, MEDLINE, Web of Science, PROSPERO, Cochrane
Library, and ClinicalTrials.gov using a combination of key terms.
Studies were included if they were published after 1995 and
comprised clinical trials or observational cohorts. Eligible stud-
ies compared diuretic treatment to non-diuretic-based or no
treatment in the postpartum period for patients with HDP. The
primary outcome measured was readmission rates.
Results: Six studies, encompassing a total of 2,893 patients, were
included. Five studies utilized loop diuretics (furosemide [4] and
torsemide [1]), and one utilized a thiazide. The pooled odds ratio
(OR) for readmission with any diuretic use was 1.35 (95% CI: 0.66
to 2.75). Visual inspection of the funnel plot revealed some asym-
metry, suggesting that smaller studies showing positive results
(i.e., those indicating a beneficial effect of diuretics on reducing
readmission rates) might be missing. This asymmetry indicates
potential publication bias. The variability among the studies
was moderate (I2 = 44.8%, P = 0.107). Metaregression analysis
highlighted that the type of diuretic used had a significant impact
on the results. Specifically, secondary analyses focusing only
on studies that used loop diuretics (furosemide and torsemide)
consistently showed a trend towards increased readmission rates.

Conclusion: Diuretic use in postpartumpatientswithHDP is not
associated with decreases in readmission. Potential publication
bias and the significant impact of diuretic type, particularly loop
diuretics, on readmission rates highlight the need for targeted,
large-scale prospective studies to accurately assess their role in
managing postpartum hypertension.

991 | Poor Periconceptional Diet and Sleep Quality are
Associated with Hypertensive Disorders of Pregnancy

Chelsea A. DeBolt1; Zhan Zhao1; Katharine McCarthey1;
Kimberly B. Glazer2
1Icahn School of Medicine at Mount Sinai, New York, NY;
2Department of Population Health Science and Policy;
Department of Obstetrics, Gynecology and Reproductive Science,
Blavatnik Family Women’s Health Research Institute, Icahn
School of Medicine at Mount Sinai, New York, NY

4:00 PM - 6:00 PM
Objective: Hypertensive disorders of pregnancy (HDP) remain
a leading problem in the US and risk factor for future adverse
cardiovascular health. While recommendations to support long-
term cardiovascular health exist for adults, specific lifestyle and
wellness guidelines intended to improve pregnancy health are
limited. We sought to examine the relationship between pericon-
ceptional lifestyle-related factors, including nutrition, sleep, and
physical activity and development of HDP.
Study Design: We conducted a secondary analysis of singleton
pregnancies to nulliparous individuals in the Nulliparous Preg-
nancy Outcomes Study: Monitoring Mothers-to-be (nuMoM2b)
prospective cohort.We studied 7,942 participants without chronic
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hypertension or pregestational diabetes. We assessed periconcep-
tional dietary quality using the Alternative Healthy Eating Index-
2010 (AHEI-2010) score, sleep quality based on duration and
snoring, and physical activity based on duration and adequacy as
reported at study visit 1 (6 to 13 weeks’ gestation). Multivariable
logistic regression estimated odds ratios for HDP adjusted for
markers of socioeconomic status, depression, perceived social
support, maternal age, tobacco use, and medical comorbidities.
Results: Individuals who developed HDP were more likely to
be older, non-Hispanic Black, unmarried, and use tobacco, with
higher BMI compared to those who did not (Table 1). In adjusted
models, AHEI-2010 score in the lowest quartile was associated
with 1.3 times (95% confidence interval 1.04-1.58) higher odds of
HDP compared to the highest quartile (Table 2). Early pregnancy
snoring was associated with 1.4 times (95% confidence interval
1.18-1.63) higher odds of HDP (Table 2).
Conclusion: Poor diet quality and early pregnancy snoring
were associated with HDP in nulliparas without preexisting
hypertension or diabetes. Findings support developing low-cost
lifestyle interventions targeting diet and snoring to reduce HDP
risk, emphasizing the importance of preconception and early
pregnancy care to improve maternal and infant health.

992 | Is the Timing of Gestational Diabetes Screening
Associated with Adverse Perinatal Outcomes?

Chloe Getrajdman1; Isabelle C. Band2; Sara Wetzler2; Alexandra
N. Mills3; Guillaume Stoffels2; Chelsea A. DeBolt2; Calvin E.
Lambert, Jr.2
1Icahn School of Medicine at Mount Sinai, Icahn School of
Medicine at Mount Sinai, NY; 2Icahn School of Medicine at Mount
Sinai, New York, NY; 3Division of Maternal-Fetal Medicine, Icahn
School of Medicine at Mount Sinai, New York, NY

4:00 PM - 6:00 PM
Objective: Though there is a universal recommendation to
screen for gestational diabetes (GDM) from 24-28 weeks, the
impact of the timing of screening within this 5-week interval
has yet to be studied. The study objective was to determine
whether the gestational age of 2-step GDM screening among
those diagnosed with GDM is associated with adverse outcomes
Study Design: A retrospective cohort study of singleton, non-
anomalous pregnancies at one institution from 2019-2022 and
diagnosed with GDM via the 2-step test. The early cohort
included patients screened from 24-26.6 and the late cohort
included those screened from 27-28.6. The primary outcome
was a composite of perinatal morbidity: macrosomia, shoulder
dystocia, hypertensive disorders of pregnancy, cesarean delivery
for presumed macrosomia, neonatal intensive care unit (NICU)
admission, among other adverse neonatal outcomes. Additional
secondary maternal and neonatal outcomes were collected.
Bivariate analyses, univariate and multivariate regressions were
performed
Results: Of 433 patients included, 213 (49.2%) screened early and
220 (50.8%) screened late. More patients self-identified as Asian
in the early group (p= 0.0002) and a larger proportion of patients
had 1st trimester GDM screening (p = 0.001) in the late group
(Table 1). In univariate and multivariate analyses, there were no
significant differences in the composite outcome between the
groups (late vs early screening: aOR 0.82, 95% CI 0.54-1.26, p =
0.36). A significantly higher incidence ofmacrosomia (7 vs 2.7%, p
= 0.04) and trend toward increased NICU admission (8.9 vs 4.5%,
p = 0.07) was seen in the early group (Table 2)
Conclusion: Among patients diagnosed with GDM using the 2-
step test, there was no difference in odds of composite perinatal
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morbidity among patients screened at the earlier or later end of
the 24-28 week screening interval, though there were differences
in race and prevalence of early glucose screening between the
groups. Additional research is needed to further elucidate these
findings and understand the implications of the timing of GDM
screening on maternal and neonatal outcomes

993 | Is Time Between Screening and Diagnosis of
Gestational Diabetes Associated with Adverse Outcomes?

Chloe Getrajdman1; Sara Wetzler2; Isabelle C. Band2; Alexandra
N. Mills3; Guillaume Stoffels2; Calvin E. Lambert, Jr.2; Chelsea
A. DeBolt2
1Icahn School of Medicine at Mount Sinai, Icahn School of
Medicine at Mount Sinai, NY; 2Icahn School of Medicine at Mount
Sinai, New York, NY; 3Division of Maternal-Fetal Medicine, Icahn
School of Medicine at Mount Sinai, New York, NY

4:00 PM - 6:00 PM
Objective: To determine whether the interval between gesta-
tional diabetes (GDM) screening glucose challenge test (GCT)
and diagnostic glucose tolerance test (GTT) is associated with
adverse perinatal outcomes
Study Design: A retrospective cohort study of singleton, non-
anomalous pregnancies at one institution from 2019-2022 and
diagnosed with GDM via the 2-step test. The primary outcome

was a composite of perinatal morbidity: macrosomia, shoulder
dystocia, hypertensive disorders of pregnancy, cesarean delivery
for presumed macrosomia, neonatal intensive care unit (NICU)
admission, among other adverse neonatal outcomes. The com-
parison groups included patients with an interval between GCT
and GTT of less than 10 days or greater than or equal to 10 days.
Bivariate analyses, univariable and multivariable regressions
were performed
Results: Of 389 patients included, 258 (66.3%) had an interval of
less than 10 days between GCT and GTT and 131 (33.7%) had an
interval of greater than or equal to 10 days. Patients in the 310 days
groupweremore likely to be obese at time ofGCT (30 vs 43.7%, p=
0.009) and more likely to be of Black race (9.4 vs 19.2%, p = 0.001)
and have public insurance (16.3 vs 35.1%, p< 0.0001) (Table 1).
Therewas a trend toward increased need formedication initiation
in the 310 day group (32.9 vs 42%, p= 0.08) and a significantly later
gestational age at initiation of medication (31.0 vs 32.9 weeks, p =
0.003) (Table 2). In the univariate andmultivariate analyses there
was no significant differences in the composite outcome between
the groups (< 10 vs 310 days: aOR 1.03, 95% CI 0.64-1.67, p = 0.9)
Conclusion: While patients who had GTT 310 days after GCT
were more likely to be Black, obese at time of GCT, have public
insurance and initiated antihyperglycemicmedication on average
2 weeks later than patients who had GTT within 10 days of GCT,
no difference was seen in odds of adverse perinatal outcomes.
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994 | Prevalence and Screening Methods for
Asymptomatic Bacteriuria in Pregnancy in Low Resource
Settings

Md Shahjahan Siraj1; Masum Billah1; Rashidul Haque1;
Elizabeth M. McClure2; William A. Petri, Jr.3; Christian A.
Chisholm3

1International Centre for Diarrheal Disease Research, Bangladesh,
Dhaka, Dhaka; 2RTI International, Research Triangle Park, NC;
3University of Virginia, Charlottesville, VA

4:00 PM - 6:00 PM
Objective: Screening for asymptomatic bacteriuria (AB) has been
recommended to reduce the risk of pregnancy complications.
The evidence for this practice is outdated and of low quality,
and global implementation is inconsistent. We conducted a
prospective study in a rural Bangladeshi population to ascertain
the prevalence of AB, assess the utility of point of care screening
methods, determine antimicrobial sensitivity patterns, and report
the prevalence of low birthweight (LBW) in pregnancieswithAB.
Study Design: We obtained urine samples from 600 asymp-
tomatic pregnant women (1150 samples) being enrolled in a
prospective registry of women in antenatal care. Samples were
cultured on blood and MacConkey agar plates. AB was defined
as presence of a single organism ≥105 CFU/mL. Antimicrobial
sensitivity testing was performed. Samples were inoculated on
urine dipslides and analyzed for nitrite and leukocyte esterase
(LE) using urine dipsticks (positive dipstick = presence of both
nitrite and LE). The performance of dipslide and dipstick were
calculated using culture as the reference.
Results: A positive culture was found in 37/1150 samples (3.2%);
the overall prevalence of AB during pregnancy was 5.2% (31/600
subjects positive on at least one sample). E. coliwasmost common
(65% of total) followed by Enterococcus and Enterobacter. 90%
of all isolates were sensitive to nitrofurantoin, including 100%
of E. coli (Table). When compared to culture, the sensitivity of
dipslide and dipstick forABwere 65% and 14%. 26% of pregnancies
with AB resulted in a LBW newborn vs 21% of pregnancies with
negative culture (p = 0.56).
Conclusion: AB was present in 1 in 20 pregnant subjects in
this cohort. The sensitivity of dipstick and dipslide were poor,
indicating lack of suitability to serve as a primary method of

screening for AB in this population. Future trials assessing the
impact of screening and treating AB in pregnancy on the inci-
dence of adverse outcomes in low resource settings must address
logistics and cost of widespread implementation of urine culture
capacity given the low sensitivity of point of care screening tests.

995 | Impact of an Addiction in Pregnancy Program on
Breastfeeding in Patients with Substance Use Disorder

Christianna L. Tu1; Yumo Xue2; Charlotte B. McCarley1; Victoria
C. Jauk1; Ayodeji Sanusi2; Rachel G. Sinkey1
1University of Alabama at Birmingham, Birmingham, AL; 2Center
for Women’s Reproductive Health, University of Alabama at
Birmingham, Birmingham, AL

4:00 PM - 6:00 PM
Objective: Breastfeeding (BF) plays a crucial role in promoting
maternal and neonatal health. However, BF disparities exist
among patients with substance use disorder (SUD). We evalu-
ated the association between participation in a comprehensive
addiction in pregnancy program (CAPP) and BF in patients with
SUD.
Study Design: Retrospective cohort of pregnant patients with
SUDwhodelivered between 4/2028—8/2022 at a tertiary care cen-
ter in the southeast US. Exclusion criteriawere: HIV, fetal demise,
or infant adoption. CAPP provided multi-disciplinary group-
based prenatal care to pregnant patients with SUD; patients were
CAPP eligible if< 32 weeks, used≥1 illegal substance, and scored
≥4 on the National Institute on Drug Abuse—Modified Assist
Tool. The primary outcome was BF rate at discharge from the
delivery-associated hospitalization in those who participated in
CAPP compared to patients with SUD who were CAPP eligible
but did not enroll (non-CAPP). Secondary outcomes included rate
of BF at 6 weeks postpartum, BF intention, rate of neonatal opioid
withdrawal syndrome (NOWS), highestmodified Finnegan score,
and neonatal length of stay (LOS). Outcomes were compared
between groups.
Results: A total of 421 patients were included: 147 CAPP, 274
non-CAPP. Of the patients who participated in CAPP, 69.4% BF
their infant at discharge compared to 42.9% of non-CAPP patients
(p< 0.001, OR 2.89 (95% CI 1.85, 4.52)). Of CAPP patients who
BF, 44.8% exclusively BF compared to 14.5% non-CAPP (OR 4.63,
95% CI 2.84, 7.55); and 24.6% of CAPP patients provided both
breastmilk and formula compared to 28.4% non-CAPP (OR 0.80,
95% CI 0.50–1.30). At the postpartum visit, 32.1% of CAPP patients
and 39.5% of non-CAPP patients were still BF, with no significant
difference between cohorts. There was no difference in NOWS,
highest Finnegan score, or NICU LOS between groups (Table).
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Conclusion: Participation in a comprehensive addiction in
pregnancy program is positively associated with BF at discharge
from the delivery-associated hospitalization. Additional postpar-
tum interventions are warranted to support BF after hospital
discharge.

996 | Association of Fetal Heart Rate Tracing with
Neonatal Adverse Outcomes at 32.0 to 36.6 weeks

Christina Cortes1; Kristen A. Cagino2; Aaron W. Roberts3;
Rachel L. Wiley4; Claudia J. Ibarra1; Shareen Patel1; Khalil M.
Chahine1; Natalie L. Neff5; Kimen S. Balhotra1; Tala Ghorayeb1;
Holly Flores6; Fabrizio Zullo7; Hector M. Mendez-Figueroa1;
Suneet P. Chauhan8
1McGovern Medical School at UTHealth, Houston, TX; 2UT
Houston, Houston, TX; 3McGovern Medical School at UTHealth
Houston, Houston, TX; 4University of California, San Diego, San
Diego, CA; 5McGovern Medical School at UT Health, Houston,
TX; 6University of Texas Health Science Center, Houston, TX;
7University of Rome La Sapienza, Rome, Lazio; 8Delaware Center
of Maternal-Fetal Medicine at Christiana Care, Delaware, DE

4:00 PM - 6:00 PM
Objective: The objective was to determine if features of fetal
heart rate tracings (FHRT) were associated with an increased
rate of neonatal adverse outcomes among preterm deliveries at
32.0–36.6 weeks.
Study Design: A retrospective review of all available FHRT
among non-anomalous singletons attempting labor at 32.0 to
36.6 weeks. The study was conducted at a Level IV mater-
nal center during a consecutive 15-month period. Obstetricians
reviewing FHRT were blinded to the maternal characteristics,
gestational age, and peripartum outcomes. Features of FHRT
were dichotomized by time spent during the last hour before
delivery (<50% vs. ≥50%). The primary outcome was the rate
of composite neonatal adverse outcomes (CNAO). Chi-square

test was used to compare groups, and likelihood ratios (LR)
were calculated for FHRT features that differed significantly for
those with and without CNAO. A priori, LR greater than 10 was
considered a useful diagnostic test (Jeschker R et al. JAMA 1994).
Results: Of 5,160 patients, 672 (13%) met the inclusion criteria.
CNAO occurred in 57 (8.5%) newborns. Maternal characteristics
(age, nulliparity, race/ethnicity, tobacco use, and hypertensive
disorders) were similar between groups (Table 1). Compared to
thosewithout,minimal variabilitywas significantlymore likely to
occur with CNAO (11.2% vs. 24.6% p< 0.01). Two features of FHRT
occurred significantly less oftenwith CNAO:moderate variability
(85.4% vs. 66.7%, p < 0.01) and presence of accelerations (66.8%
vs. 50.9% p < 0.02). The LR of the three features which differed
significantly among those with and without CANO ranged from
1 to 2. Notably, there was no significant difference between CNAO
with any of the following: prolonged decelerations, combination
of decelerations, and recurrent decelerations (Table 2).
Conclusion: Though certain features of fetal heart rate tracings
differed significantly in those with andwithout composite neona-
tal adverse outcomes at 32.0 to 36.6 weeks, the likelihood ratios of
1 to 2 suggest these characteristics are poor predictors of adverse
neonatal outcomes in this cohort.
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997 | Using Human-Centered Design to Map the Perinatal
Ecosystem for Pregnant People with Substance use
Disorders

Christina N. Schmidt1; Benjamin S. Alpers2; Devika Patel3; Lara
Chehab2; Melanie Thomas4; Neeti Doshi4; Heather Briscoe4;
Marcy Spaulding5; Liliana Ocegueda6; Amanda Sammann4
1Massachusetts General Hospital and Brigham and Women’s
Hospital, Cambridge, MA; 2The Better Lab, San Francisco, CA;
3Pennsylvania State University College of Medicine, Hershey, PA;
4University of California San Francisco, San Francisco, CA;
5Department of Maternal, Child and Adolescent Health, San
Francisco Department of Public Health, San Francisco, CA;
6Department of Maternal, Child and Adolescent Health,
Department of Public Health, San Francisco, San Francisco, CA

4:00 PM - 6:00 PM
Objective: Given the profound impacts of substance use dis-
orders (SUDs) in pregnancy on the health and wellbeing of
parents and newborns, improving access to perinatal services
for this population is a priority. The objective of this study
was to use human-centered design methodologies to map the
steps through which families affected by parental substance
use progress through prenatal and postpartum care, with the
goal of identifying opportunities to improve systems of care for
substance-exposed families.
Study Design: We used process mapping–a human-centered
design methodology–to characterize the steps associated with
engaging in perinatal care systems as a parent with a SUD.
Clinical and community-based staff working within a safety-net
healthcare system participated in mapping workshops in which
they responded 39 questions corresponding to the steps taken
throughout a patient’s journey from prenatal to postpartum care.
Using a human-centered design approach to inductive thematic
analysis, we identified themes, constructed insight statements,
and generated corresponding design opportunities.
Results: Forty-seven stakeholders participated in process map-
ping. Eight insights emerged which clustered into 3 overarching
themes: (1) provider variability in understanding policies and
procedures, (2) care coordination challenges between team
members, and (3) lack of standardization in engaging with
child welfare. These findings generated 13 actionable design
opportunities to strengthen perinatal care delivery.
Conclusion: Process mapping is a unique methodology to
understand complex service delivery challenges and to improve
systems of care for pregnant people with SUDs. In our ecosys-
tem, process mapping revealed that unstandardized policies
and care coordination challenges complicated perinatal care for
substance-exposed families. Strengthening healthcare systems to
better serve the needs of this population is central to improving
family outcomes.

998 | Improving Care Coordination for Socially Complex
Perinatal Patients: A Human-Centered Design Study

Christina N. Schmidt1; Benjamin S. Alpers2; Devika Patel3; Neeti
Doshi4; Heather Briscoe4; Amanda Sammann4
1Massachusetts General Hospital and Brigham and Women’s
Hospital, Cambridge, MA; 2The Better Lab, San Francisco, CA;

3Pennsylvania State University College of Medicine, Hershey, PA;
4University of California San Francisco, San Francisco, CA

4:00 PM - 6:00 PM
Objective: Designing novel solutions to address care fragmen-
tation in the perinatal ecosystem requires rigorous evaluation
of current workflows and engagement with the diverse network
of stakeholders supporting patient care. Human-centered design
(HCD) is an established methodology for identifying challenges
in clinical workflows, with the goal of producing actionable
insights to informnovel interventions. The objectives of this study
were to use HCD methodologies to 1) understand the processes
of transitioning perinatal care within a safety-net system, and 2)
identify opportunities to improve care coordination for socially
complex pregnant patients.
Study Design: We conducted semi-structured interviews with
patients, clinical providers, and staff at community-based orga-
nizations (CBOs) working in a safety-net healthcare system.
Interviews were analyzed using an HCD approach to inductive
thematic analysis. We also completed an inventory of all ques-
tionnaires administered to patients by their perinatal care teams.
Items were coded according to inductively generated themes for
a descriptive analysis of item overlap.
Results: Fifteen patients, 21 clinical providers and 6 CBO staff
participated in interviews. Six insights statements emerged: 1)
the perinatal care system is resource rich but coordination is
poor, 2) safety-net hospitals rely on CBOs to support patients
but lack reliable communication systems with them 3) patient
data protections complicate collaborative care planning, 4) poor
communication around substance-use policies introduces bias
in decision-making, 5) patients expect continuity of care and
seeing new providers may engender mistrust. Eighteen peri-
natal questionnaires containing 833 items were coded into 21
unique themes, with 17 themes (81%) being duplicated between
questionnaires.
Conclusion: Using an HCD approach, we identified key chal-
lenges in care coordination for socially complex perinatal
patients. Interventions strengthening informational continuity
between clinical and community-based providers offer promise
for improved care delivery in safety-net systems.

1000 | Emergency Cervical Cerclage Versus Expectant
Management inWomen with Cervical Insufficiency
Beyond 24 weeks

Christopher A. ENAKPENE1; Serin THOMAS2; Eric K. BRONI3;
Brinkley COVER4; Erin ADAMS4; Omosiuwa ENAKPENE5;
Sandra O. Anazor6; Michael GALLOWAY7
1Texas Tech University Health Sciences Center, Permian Basin,
Midland-Odessa, TX; 2Texas Tech University Health Sciences
Center, Midland-Odessa, TX; 3University of Pennsylvania
Perelman School of Medicine, Philadelphia, PA; 4Texas Tech
University Health Sciences Center, School of Medicine,
Midland-Odessa, TX; 5University of Michigan, Ann Arbor, MI;
6Corewell Health West/Michigan State University, Grand Rapids,
Michigan., Grand Rapids, MI; 7Texas Tech University Health
Sciences Center, Odessa, TX

4:00 PM - 6:00 PM

33 of 176



Objective: To determine whether cervical cerclage (CC) reduced
the rate of preterm birth (sPTB), prolonged pregnancy (PP)
latency and improved perinatal outcomes (PO) in women with
cervical insufficiency (CI) > 24 weeks compared to expectant
management (EM).
Study Design: This was a prospective quasi-experimental study
that compared CC vs EM in patients with CI > 24 weeks (cervical
dilatation+ exposed fetalmembranes). Prospective data of theCC
group was compared with historic data of similar characteristics
of EMbetween 2022 to 2024 at anurbanhospital in a 3:1 ratio. Both
groups received Vaginal Progesterone, Betamethasone, Antibi-
otics and Indomethacin. Patient in the CC group were discharged
home within 24 hours of surgery while EM group remained on
admission until delivery. The outcomes were overall sPTB < 37
weeks, early and late sPTB (< 34 and 34 - 37 weeks), PO, NICU
admission and duration. Baseline characteristic and PO were
stratified and reported by intervention groups using Chi square
and Kruskal Wallis. Multivariable and adjusted binomial and
multinomial logistic regression models were used to assess rate
of PTB between the two study groups. (Table 2).
Results: Of the 91 patients recruited, 67 had CC while 24 had
EM. Baseline characteristics were similar. Neonates of women
with CC were delivered at a later gestational age [38.2 wks vs 29.9
wks, p < 0.00 1], had higher birth weight [3170 g vs 2295 g, p <

0.001], lower NICU admission rate [18 (27.3%) vs 16 (66.7%), p =
0.001] and lower rate of severe neonatal complications [1 (6%) vs
6 (46.2%), p< 0.010] Table 1. Compared to womenwith EM, those
with CC had 95% lower odds of PTB< 37weeks [aOR; 0.05, (0.0.14
- 0.19), p < 0.001] and 97% lower risk of early PTB < 34 weeks
[aRR; 0.03, (0.01 - 0.15), p < 0.001]. There was no difference in
late PTB (34 - 37 weeks) between the groups [aRRR; 0.18, (0.25 -
1.25), p = 0.08] Table 2.
Conclusion: This study showed that compared to EM, CC in
women with CI > 24 weeks reduced the risks of sPTB, prolonged
pregnancy latency and reduced NICU admission and severe
neonatal complications rates.

1001 | Detecting Maternal Mosaicism in Fetal Sex
Chromosome Aneuploidy Screening

C.J. Battey1; J. Sherry Wang1; Kyle Trettin1; Ravi M. Patel1; Anu
Srinivasan1; Janani Saikumar1; Divya Kushnoor1; Heather
Labreche1; Carly Hammer1; Summer Pierson1; Manesha Putra2;
Genevieve Gould1; Dale Muzzey1
1Myriad Genetics, Inc., Salt Lake City, UT; 2University of Colorado
Anschutz Medical Campus, Aurora, CO

4:00 PM - 6:00 PM
Objective: Sex chromosome anomalies (SCA) are a common
class of fetal aneuploidy, but cell-free DNA (cfDNA) screening
assays have relatively low positive predictive value (PPV) for SCA
calls. False positives are caused by factors including statistical
error, confined placental mosaicism, andmaternal mosaicism. To
compare the impact of these factors and improve SCA screening
PPV, we developed a new “depth trajectory” method that identi-
fies mosaic maternal aneuploidy by analyzing covariation in read
depth and DNA fragment size.
Study Design: We screened 728 prenatal cfDNA samples for
fetal SCA with a whole-genome sequencing (WGS) assay and a
new targeted sequencing assay. The targeted assay uses in silico
size selection to measure how chromosome dosage varies with
fetal fraction within each sample’s sequencing reads. Maternal
mosaic loss of X is identified when X chromosome dosage is
depressed but increases along with fetal fraction. The cohort
included 25 patients screening positive for monosomy X and 36
patients screening positive for other SCAs on theWGS assay. Fetal
diagnosis via amniocentesis or postnatal karyotype was obtained
for 12 monosomy X screen-positive patients.
Results: 59 of 61 patients screening positive for fetal SCA in
the WGS assay were also positive in the targeted assay prior to
maternal anomaly calling. PPV of monosomy X calls in the WGS
assay was 42% (5/12). One fetal mosaic true positive was not
detected and 3 of 7 false positives were identified as maternal
anomalies in the targeted assay, improving PPV to 50% (4/8).
Remaining false positives had an average 61%degree ofmosaicism
in the targeted assay, consistent with placental mosaicism.
Conclusion: Depth trajectory analysis successfully identifies
maternal X chromosome mosaicism and improves PPV in fetal
sex chromosome anomaly screening. We observed high confir-
mation rates in re-tested samples, suggesting that statistical error
is a relatively minor contributor to SCA false positives, which
are primarily explained by confined placental mosaicism and
maternal mosaicism.
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1002 | Incidence of Recurrent Preterm Birth in the US
after FDAWithdrawal of 17-OH-Progesterone

Claire H. Packer1; Taylor S. Freret2; Kaitlyn E. James3; Sarah E.
Little2; Alexander Melamed3; Mark A. Clapp3
1Mass General Brigham, Boston, MA; 2Beth Israel Deaconess
Medical Center, Boston, MA; 3Massachusetts General Hospital,
Boston, MA

4:00 PM - 6:00 PM
Objective: For >10 years, 17-OH-progesterone (17-OH-P) was
prescribed to reduce the risk of recurrent spontaneous preterm
birth. In 2023, its FDA approval was withdrawn due to a lack of
demonstrated efficacy. The objective of this study was to examine
population changes in the incidence of recurrent preterm birth
after the FDA withdrawal.
Study Design: We performed a pre-post study using cross-
sectional US natality data. Patients with a history of preterm
birth and who delivered a singleton, live birth after 20 weeks
of gestation were included. FDA withdrawal of approval for
17-OH-P was in April 2023. The pre-period was from 09/2022-
03/2023, and the post-period from 09/2023-03/2024; both periods
were the same length and comprised the same calendar months.
Births from 04/2023-08/2023 were excluded to avoid patients who
potentially discontinued 17-OH-P mid-pregnancy. We examined
the incidence of recurrent preterm birth < 37 and< 34 weeks
of gestation; results were stratified by race and ethnicity and
reported for groups with ≥100 individuals in the denominator.
Chi-square tests were used for comparison.
Results: There were 16,088 deliveries in the pre-period and 16,534
in the post-period. There were no significant differences in the
incidence of preterm birth < 37 weeks (26.7 vs. 26.4%, p = 0.54)
or < 34 weeks (6.7 vs 6.7%, p = 1.00) between the pre- and post-
periods.When stratified by race, there was no significant increase
in preterm births in the post-period among any of the racial and
ethnic groups (Figure).
Conclusion: When comparing the periods immediately before
and after the FDA withdrawal of its approval for 17-OH-P, there
were no apparent national differences in the incidences of recur-
rent preterm birth overall or among racial and ethnic groups.
Future studies using individual patient-level data with more
granular details on the etiologies for prior preterm births and
accounting for other changes related to recurrent preterm birth
management (e.g., vaginal progesterone use) will be important
in understanding the population impacts of this major practice
change.

1003 | Racial Disparities in Cesarean Deliveries without
Trial of Labor: A Population-Based Analysis of Birth
Timing

Clarice G. Zhou1; Christopher X. Hong2; Mariana Masteling2;
Matthew K. Janssen3; Rebecca F. Hamm4

1New York University Langone Health, New York, NY; 2University
of Michigan, Ann Arbor, MI; 3University of Pennsylvania,
Pittsburgh, PA; 4University of Pennsylvania Perelman School of
Medicine, Philadelphia, PA

4:00 PM - 6:00 PM
Objective: While racial disparities in obstetrics are multifac-
torial, differences in resource allocation may contribute to the
disparity. Here, we assess racial differences in delivery timing for
cesarean deliveries (CD) without a trial of labor (TOL).
Study Design: This retrospective population-based cohort used
birth certificate data from the National Vital Statistics System
from 2016-2021, which includes birth timing for CD in the US.
Since the timing of planned CD may be more susceptible to
external systemic influences, this analysis focuses on CDwithout
TOL. We excluded CD with TOL and unknown delivery time.
Maternal race was self-identified (White, Black, Asian, American
Indian or Alaskan Native, Native Hawaiian or Pacific Islander,
or mixed or other race) and categorized as White or Black,
Indigenous, and People of Color (BIPOC). The number of CD
without TOL at each minute was normalized relative to totals
in each racial group to allow for balanced comparison. The
cumulative sum in the proportion of CD was calculated starting
from 6:00 a.m. Differences in cumulative sum of CD between
races were analyzed with the Kolmogorov-Smirnov test.
Results: Among 7,045,802 patients who underwent a CDwithout
TOL, 72% were categorized as White and 26.3% as BIPOC; less
than 3% had unknown racial data. For both groups, the highest
proportion of CD occurred around 8:00 a.m. followed by a
second peak around 12:30 p.m. Differences in the cumulative sum
distribution exist between racial groups (p = 0.01). The largest
difference in the cumulative sum distribution between groups is
observed at 10:10 a.m. betweenWhite and BIPOC patients; by this
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time, CD without TOL occurred for 35% of White patients versus
only 28% of BIPOC patients.
Conclusion: This population-based study reveals differences
in the timing of CD without TOL between White and BIPOC
patients, withWhite patientsmore likely to undergo CD earlier in
the clinical workday. Future research should assess root causes,
and whether disparities in resource allocation contribute to
differences in obstetrical outcomes.

1004 | Early Placental Volume as a Biomarker for
Maternal Vascular Malperfusion

Claudia J. Tawil1; Baris Oguz2; Gabriel A. Arenas2; Rebecca L.
Linn3; Jasmine Steele4; Ipek Oguz5; Nadav Schwartz1
1University of Pennsylvania, Perelman School of Medicine,
Philadelphia, PA; 2University of Pennsylvania, Philadelphia, PA;
3The Children’s Hospital of Pennsylvania, Philadelphia, PA; 4The
Children’s Hospital of Philadelphia, Philadelphia, PA; 5Vanderbilt
University, Nashville, TN

4:00 PM - 6:00 PM
Objective: Early placental volume (PV) is associated with fetal
growth outcomes, but manual segmentation makes it clini-
cally infeasible. Novel automated techniques have made 3D
placental biometry more clinically practical; yet, it is unclear
whether PV can distinguish constitutionally small fetuses from
affected by placental insufficiency. Such a distinction is critical
for developing targeted interventions and improving pregnancy
outcomes. We sought to explore whether early PV, measured
by an automated segmentation tool, is associated with placental
pathology.
Study Design: In this prospective, longitudinal cohort study,
3DUS volumes of the placenta were obtained at 11-16 weeks (V1)
and 18-24 weeks (V2). Automated segmentation tools developed
in our lab were utilized to measure PV, which were normalized to
gestational age. Placentas were examined by a trained placental
pathologist blinded to the PVs. Outcomes included birth weight
(BW), birth weight centile (BW%), placental weight (PW), pla-
cental weight z-score, and high grade maternal (MVM) or fetal
(FVM) vascular malperfusion on the delivered placenta. Given
the sample size, analyses were unadjusted.

Results: 72 subjects had a V1PV and available outcomes, 65
of which also had a V2PV. MVM and FVM was identified in
12.3% (n = 8) and 13.9% (n = 9) of placentas, respectively. V1PV
(mean: 6.4±1.8 cc/wk) was significantly correlated with BW
(mean: 3144.9±548g; p = 0.007) and BW %ile (mean: 42.8±25.6;
p = 0.03). V1PV was significantly smaller in cases with MVM
(mean: 5.3 vs 6.9cc, p = 0.039). V2PV (mean: 11.3±2.9 cc/wk) was
significantly correlated with PW (mean: 463.7±98g; p= 0.02), PW
z-score (mean: –0.5±1.3; p = 0.02), and showed a trend towards
association with BW (p = 0.06) and MVM (p = 0.06). Table
Conclusion: Novel segmentation tools can measure PV in an
automated fashion to generate a biomarker of fetal growth
outcomes. Our results demonstrate that early PV may be used
to identify placental maldevelopment in pregnancy, where early
identification can significantly improve patients’ counseling and
clinical management.

1005 | FGF2 Interferes with EGF/EGFR Pathway in
Trophoblasts

Colleen Sinnott1; Olga Grechukhina2; Viktoriia Kolesnyk2; Yang
Yang-Hartwich2
1Yale University, New Haven, CT; 2Yale School of Medicine, New
Haven, CT

4:00 PM - 6:00 PM
Objective: Trophoblast migration and invasion are critical to
establishment of the healthy placenta, and dysregulation of these
processes can result in placental disorders including placenta acc-
reta spectrum (PAS) and preeclampsia (PEC)with highmorbidity
and mortality. We previously identified fibroblast growth factor-2
(FGF2) as a likely regulator of trophoblast migration. Further, we
suggested that FGF2 may interact with epidermal growth factor
(EGF) pathway, another signaling pathway that plays a key role
in placenta biology. Here we aim to better characterize specific
effects of FGF2 on EGF-mediated trophoblast function.
Study Design: Using immortalized human trophoblast cells
(Sw.71), we performed transwell migration assay with human
serum from healthy pregnant patients with and without a selec-
tive FGF2 neutralizing antibody. Next, trophoblasts were treated
with either EGF alone or a combination of both EGF and FGF
after which flow cytometry for surface expression of EGF receptor
(EGFR) was performed. Western blot (WB) was then conducted
to evaluate total EGFR expression after treatment with FGF2 and
EGF individually and in combination.
Results: Blocking FGF2 in serum collected from healthy preg-
nant patients resulted in suppressed trophoblast migration.
(Figure 1). Trophoblast exposure to EGF resulted in decrease
in surface EGFR; however, combination treatment with FGF2
and EGF further decreased surface EGFR compared to treatment
with EGF alone (Figure 2A). Similarly, EGF, but not FGF2, solo
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treatment resulted in decreased total levels of EGFR protein
demonstrated by WB (Figure 2B). Combined treatment with
FGF2 and EGF resulted in total EGFR expression most similar
to EGF treatment alone.
Conclusion: FGF2 is not only critical to trophoblast migration
but may also play a role in regulating the EGF/EGFR pathway
in trophoblasts. The decreased surface expression of EGFR after
co-treatment with both EGF and FGF2 compared to EGF alone
suggests that FGF2 may control cell-surface recycling of EGFR,
leaving cells less able to respond to EGF signaling.

1006 | Equity and Perinatal Urine Drug Toxicology Testing
by Hospital Location

Cresta W. Jones1; Savannah Maynard1; Caroline Brumley1;
Samantha Considine2; Emily Biscaye1; Katelyn M. Tessier3
1University of Minnesota Medical School, Minneapolis, MN;
2University of Minnesota Medical Center, Minneapolis, MN;
3University of Minnesota, Minneapolis, MN

4:00 PM - 6:00 PM
Objective: To evaluate racial inequities in perinatal urine
toxicology via urine drug screen (UDS) by hospital location.
StudyDesign: A retrospective cohort studywas conducted exam-
ining data from pregnancy episodes for all live births occurring
at three hospitals (urban vs. suburban vs. rural) within a single
health system between January 1, 2019, and March 31, 2019. We
assessed racial differences in urine toxicology testing via aUDS, as
well as testing results. Data were compared by hospital location.

Results: Among 1368 patients across all hospital locations, 7.3%
(n = 99) underwent a UDS before delivery, and 15.2% (n =
208) were tested at the time of delivery. There were significant
associations between hospital location and testing rates, with the
suburban hospital demonstrating the lowest rate compared to
the urban and rural hospitals for testing both before delivery
admission (1.9% vs 12.8% vs 14.7%, respectively; p < 0.001), and
at delivery admission (11.9% vs 19.1% vs 18.4%, respectively; p =
0.001). There were no significant differences in the rates of UDS
with substances detected between the hospital sites regardless
of the timing of testing (p = 0.305 and p = 0.386). There were
significant differences between UDS rates by identified patient
race, and Black birthing patients were three times as likely
as White birthing patients to undergo toxicology testing before
delivery (15.4% vs 5.6%, p < 0.001) and twice as likely at delivery
(25.8% vs 12.3%, p < 0.001).
Conclusion: While rates of perinatal substance use across racial
groups are similar, Black birthing patients are more likely to
undergo urine toxicology evaluation compared to their White
birthing counterparts, and this appears to differ by hospital
location. Policies and practices of perinatal urine drug testing
warrant critical review to limit racial inequities in toxicology
testing and to better support patients with perinatal substance
use.

1007 | Practice Attitudes and Behaviors for Peripartum
Management of Attention Deficit Hyperactivity Disorder
(ADHD)

Cresta W. Jones1; Bukky Akingbola2; Jessica Makori2; Anwei
Gwan2; Connor Demorest3; Katelyn M. Tessier2
1University of Minnesota Medical School, Minneapolis, MN;
2University of Minnesota, Minneapolis, MN; 3Masonic Cancer
Center, University of Minesota, University of
Minnesota/Minneapolis, MN

4:00 PM - 6:00 PM
Objective: There is no current standard of care for managing
attention deficit hyperactivity disorder (ADHD) in pregnancy.
This study explores current practice in peripartum ADHD man-
agement among healthcare providers within a single academic
health system.
StudyDesign: ProspectiveObservational -Over a 6month period
(December of 2023 to June of 2024), a 17-item electronic survey
was administered to 198 active women’s healthcare professionals
within a single academic health system.
Results: A total of 75 respondents completed the survey (37.8%
response rate). The average years in practice was 13.4 years,
and most respondents (95%) had directly cared for a peripartum
patient with ADHD. The majority of respondents (78.7%) were
unsure if ADHD medications could be safely used during preg-
nancy/peripartum period. With regards to medication dose prior
to attempting pregnancy, most (60%) recommend decreasing to
the lowest effective dose, 14.7% recommend no change inmedica-
tion and 5.3% recommend stopping ADHD medications prior to
conception. During pregnancy, 62.7% advised patients to decrease
to the lowest effective dose, 17.3% advised patients to discontinue
ADHDmedications, and only 12% advised patients to stay on their
pre-pregnancy medication dose. For patients continuing ADHD
medications during pregnancy, 89.3% of providers recommend
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changes in obstetric care, including a detailed anatomic survey
(62.7%), fetal growth ultrasound surveillance (57.5%), and/or
third trimester antepartum surveillance (8%). In the postpartum
period, there were significant variations in recommendations for
medication treatment while breast/chest feeding.
Conclusion: There is significant variability among healthcare
providers’ recommendations in the management of perinatal
ADHD. We call for a need to align provider behaviors through
the development of evidence-based perinatal ADHD guidelines.

1008 | The Impact of Discrimination on Perceived Control
Over Birth

Dana R. Canfield1; Marni B. Jacobs2; Emmanuel Elijah3;
Karoline Gutierrez4; Minhazur R. Sarker3; Rachel L. Wiley3;
Elizabeth Nicole Teal3; Cynthia Gyamfi-Bannerman3
1UC San Diego Health, San Diego, CA; 2University of California,
San Diego Health, San Diego, CA; 3University of California, San
Diego, San Diego, CA; 4University of Miami, Miami, FL

4:00 PM - 6:00 PM
Objective: While studies have linked patient factors with
perceived control over delivery, known as labor agentry, and
discrimination to poor maternal outcomes, the impact of dis-
crimination on labor agentry is unknown. We examined the
association between discrimination, measured by the Everyday
Discrimination Scale (EDS), and labor agentry, measured by the
Labor Agentry Scale (LAS) a 29-item Likert-scale response survey
in which a higher score corresponds with greater agentry.
Study Design: This a prospective cohort study in which patients
were recruited at 27-34 weeks GA from high-risk obstetric clinics
and completed surveys on health and lived experience, including
the EDS. Following birth, they completed the LAS. The cohort
was divided into two groups: those who reported experiencing
discrimination (EDS≥1, n = 28, 47.5%) and those who did not
(EDS = 0, n = 31, 52.5%). Plausible confounders were assessed
(Table 1), and linear regressionwas used to estimate differences in
LAS score based on reported discrimination, controlling for sig-
nificant variables. Correlation analysis was also performed with
EDS as a continuous measure calculated as frequency of reported
discrimination.
Results: 59 patients were included. Patients experiencing dis-
crimination were younger and more frequently preferred a non-
English language. Mean unadjusted LAS was 166.8 (SD 32.9) for
patients who did not experience discrimination and 161.1 (SD
23.2) for those who did. Age and preferred non-English language
were included in the finalmodel of discrimination andLAS.None
of the factors in our final model were significantly associated
with LAS (Table 2). There was a weak but significant negative
correlation between EDS score and labor agentry, suggesting as
frequency of discrimination increased, labor agentry decreased (ρ
= -0.28, p 0.03).
Conclusion: Patients experiencing discrimination had slightly
lower labor agentry when controlling for age and preferred
language, with a weak but significant relationship noted between
discrimination and agentry. Further studies with larger cohorts
are needed to further investigate this relationship.

1009 | Piperacillin-Tazobactam versus Ceftriaxone as
Initial Antibiotic Treatment in 2nd Trimester Pregnancies
Complicated by Acute Pyelonephritis

Daniel J. Martingano1; Amanda F. Francis Oladipo2; Marwah
Al-Dulaimi3; Sandra Kumwong4; Andrea Ouyang5; Lauren
Cue6; Ashley Nguyen3; Francis X. Martingano7; Shailini Singh8;
Alexander Ulfers9; Mark Rebolos3; Kristin Cohen10; Donald
Morrish3; Iffath A. Hoskins11
1St. John’s Episcopal Hospital-South Shore and William Carey
University College of Osteopathic Medicine, Far Rockaway, NY;
2Hackensack University Medical Center, Hackensack, NJ; 3St.
John’s Episcopal Hospital-South Shore, Far Rockaway, NY; 4Touro
College of Osteopathic Medicine-Harlem Campus, New York, NY;
5William Carey University, Hattiesburg, MS; 6Rutgers University
and the Jersey City Medical Center, Jersey City, NJ; 7NYU
Grossman School of Medicine - NYU Brooklyn, New York, NY;
8AtlantiCare Regional Medical Center, Pamona, NJ; 9Walter Reed
National Military Medical Center, Bethesda, MD; 10RWJBarnabas
Health - Trinitas Regional Medical Center, Elizabeth, NJ; 11Albert
Einstein College of Medicine - Montefiore Medical Center, New
York, NY

4:00 PM - 6:00 PM
Objective: Acute pyelonephritis is one of the most common
indications for antepartum hospitalization, yet the optimal
antibacterial regimen for the treatment of acute pyelonephritis
in pregnancy remains undefined. This study sought compare
the effectiveness of piperacillin-tazobactam versus ceftriaxone
as the initial antibiotic treatment in 2nd trimester pregnancies
complicated by acute pyelonephritis.
Study Design: We conducted a multi-center, prospective obser-
vational study from 7/2022 to 7/2024 and included all pregnant
women diagnosed with acute pyelonephritis in the 2nd trimester
receiving initial antibiotic treatment with either piperacillin-
tazobactam or ceftriaxone. Choice of regimen was determined by
physician preference. Pyelonephritis diagnostic criteria included
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presence of fever of 38.0◦C, costovertebral angle tenderness, and
urinalysis suggestive of urinary tract infection. Primary outcomes
included inpatient length of stay (LOS), adult respiratory distress
syndrome (ARDS), urosepsis, intensive care unit (ICU) admission
and preterm labor. Patients were excluded if they received
additional antibiotics before admission, had preexisting renal
disease, or had an allergy to either medication.
Results: The study included 404 patients, with 235 receiving
piperacillin-tazobactam and 169 receiving ceftriaxone. Base-
line demographic factors were not significantly different. The
causative uropathogen was not significantly different between
treatment groups. Patients receiving piperacillin-tazobactam had
lower rates of ICU admissions (5.1% v. 10.7% p = 0.003) and a
shorter LOS (2.6 v. 3.1 days, p = 0.041) with a 44% (RR = 0.56, 95%
CI 0.31-0.71, p = 0.004) and 17% (RR = 0.83, 95% CI 0.79-0.95, p =
0.001) decreased risk in confounder adjustedmodels, respectively.
Patients receiving ceftriaxone had higher rates of ARDS (2.96% v.
0.85%, p< 0.001) with an 18% increased risk in adjusted models
(RR = 1.18, 95%CI 1.10-1.32, p = 0.005).
Conclusion: Piperacillin-tazobactam is a reasonable choice for
initial antibiotic treatment for 2nd trimester pregnancies compli-
cated by acute pyelonephritis.

1010 | Adequacy of Chorionic Villus Samples in one- vs.
Two-Pass Procedures

Daniela A. Febres-Cordero1; Rafaela Germano Toledo1; Julia
Sroda Agudogo1; Annliz Macharia1; Anna M. Modest1; Yinka
Oyelese2; Barbara O’Brien1
1Beth Israel Deaconess Medical Center, Boston, MA; 2Beth Israel
Deaconess Medical Center/Harvard Medical School, Boston, MA

4:00 PM - 6:00 PM
Objective: At our center, when chorionic villus sampling (CVS)
is performed, the initial pass sample adequacy is assessed imme-
diately by an on-site cytogenetic lab. If the initial sample is inade-
quate, a second pass is done. Thus, a two-pass CVS procedure is a
surrogate for specimen adequacy. CVS adequacy may be affected
by body mass index (BMI), gestational age (GA), procedure route
(transvaginal vs transabdominal), and provider experience. This
study assesses risk factors for inadequate samples by comparing
one-pass and two-pass CVS procedures.
StudyDesign: Retrospective cohort study of patients who under-
went CVS at a single tertiary center in 2019-2023. Data was
obtained via medical record review. Cases with an unknown
number of placental entries were excluded. Comparisons were
made between two groups: adequate villi (one-pass) and initially
inadequate villi (two-pass). Factors compared were BMI, GA,
genetic abnormality presence, placental location, route, needle
size, and provider experience. Chi-square, Fisher’s test for cate-
gorical data, and Wilcoxon rank sum for continuous data were
used for analysis.
Results: Of the 408 CVS procedures that met inclusion criteria,
84% were successful after one pass. Maternal BMI was signifi-
cantly higher in the two-pass than in the one-pass group (27.9
and 25.4, respectively, P = 0.02). There was no difference in
GA, placental location, presence of genetic abnormalities, and
number of fetuses (Table 1). Fellow years of experience was lower
in the two-pass group (median 2.0 years, IQR 1.0-2.0) than the

one-pass one (IQR 2.0-3.0). There was no difference across CVS
route, needle size, or attending years of experience (Table 2).
Conclusion: Higher maternal BMI and fewer years of fellow
experience were associated with a two-pass procedure, indicat-
ing sample inadequacy. Route of procedure, placental location,
and genetic abnormalities were not associated with requiring
a second pass. Rate of complications was low in both groups.
This suggests that when on-site cytogenetics is unavailable, two-
pass procedures should be considered for high maternal BMI and
inexperienced operators.
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1011 | Low Dose Aspirin for Preeclampsia Risk Reduction:
Do Patients Actually Take it?

Daniella Rogerson1; Marni B. Jacobs2; Omar Mesina1; Carolina
Diaz Luévano1; Ayelet Ruppin-Pham1; Maryam Tarsa3; Ukachi
N. Emeruwa4; Cynthia Gyamfi-Bannerman4; Elizabeth Nicole
Teal4
1University of California San Diego Health, San Diego, CA;
2University of California, San Diego Health, San Diego, CA;
3University of California San Diego, San Diego, CA; 4University of
California, San Diego, San Diego, CA

4:00 PM - 6:00 PM
Objective: ACOG, SMFM, and USPSTF recommend low dose
aspirin (LDA) in patients at high risk for preeclampsia (PreE).
While there is increasing attention to LDA prescription, little is
known about LDA uptake and adherence. This study examines
LDA uptake and adherence among patients prescribed.
Study Design: This is a retrospective cohort study of patients
who delivered at an academic medical center from 9/2022 to
7/2024 and were prescribed or recommended LDA for PreE risk
reduction. LDA prescription/recommendation was ascertained
through the electronic health record and chart review by a quality
improvement nurse. Patients not prescribed LDA or for whom
prescribing datawas unavailablewere excluded. The primary out-
comewas rate of LDAuptake. Secondary outcomes included LDA
adherence and associations between sociodemographic charac-
teristics and uptake. Chi-square and Student’s t-tests were used
to compare baseline characteristics and multivariable logistic
regression determined strength of association.
Results: Among 1,715 patients prescribed LDA, 1,213 (70%)
answered questions about LDA uptake and adherence at delivery
admission: 953 (79%) reported taking LDA and 260 (21%) did

not. Among those who took LDA, 307 (32%) had adherence data
available: 246 (80%) reported taking LDA every day, 43 (14%)
missed some doses, and 18 (6%) missed many doses. Patients who
took LDA were older and had higher BMI than those who did
not (p >0.05, Table 1). Compared to White patients, patients who
identified as Black and/or African American had lower odds of
LDA uptake in an unadjusted analysis and when adjusting for
maternal age and BMI (OR 0.55, 95% CI 0.34–0.87 and aOR 0.54,
95% CI 0.30–0.96, Table 2). There was no association between
language or insurance and uptake.
Conclusion: Most patients prescribed LDA for PreE risk reduc-
tion took the medication and reported good adherence. However,
Black patients indicated lower LDA uptake than White patients.
Further studies examining LDA uptake/adherence are needed
to understand the root causes of these disparities and identify
solutions.

1012 | Induction Versus Expectant Management in
Multiparous Low-RiskWomen: Single Institution Impact
of the ARRIVE Trial

Kathleen M. Pulice1; Shekinah Dosunmu2; Joanne N.
Quiñones2; Meredith Rochon2; Amanda B. Flicker2; Travis
Dayon2; George Angelakakis3; Janae Cornwall3; Ahsan
Usmani3; Danielle Durie2
1Lehigh Valley Health Network, Macungie, PA; 2Lehigh Valley
Health Network, Allentown, PA; 3University of South Florida
Morsani College of Medicine, SELECT Program, Tampa, FL

4:00 PM - 6:00 PM
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Objective: The ARRIVE trial found that elective induction of
labor (eIOL) at 39 weeks in nulliparous persons compared to
expectant management was associated with a lower rate of
cesarean delivery (CD). The benefit of eIOL in amultiparous pop-
ulation is less certain. Our goal was to evaluate the performance
of low-risk multiparous women undergoing eIOL at 39 weeks.
Study Design: Retrospective cohort study of all multiparous
pregnant persons admitted for delivery ≥ 39w0d at a single
academic community institution between 3/1/20-3/1/22, whenwe
started offering eIOL. Those with singleton low risk pregnancies,
without any clinical indication for delivery prior to 40w5d, were
included. Maternal and neonatal outcomes of persons under-
going eIOL between 39w0d-39w4d were compared to women
expectantly managed. The primary outcome was rate of CD.
Secondary outcomes included select maternal outcomes and
composite neonatal outcome (neonatal death and/or serious
morbidity).
Results: 1141 multiparous persons with low-risk singleton gesta-
tions were identified, with 297 (26%) undergoing eIOL and 844
(74%) expectantly managed. Those undergoing eIOL delivered
earlier (39.2 vs 40.0, p< 0.001) and were more likely to be obese
(34.4 vs 23.7%, p< 0.001) and have diet controlled gestational
diabetes (10.1 vs 6.4%, p = 0.04) (Table). The CD rate was similar
between the eIOL and expectant management groups (2.7% vs
2.0%, p= 0.49). Elective IOL was associated with longer maternal
but similar newborn lengths of stay compared to expectant
management. The composite neonatal outcome occurred in
significantly fewer neonates in the eIOL group compared to the
expectant management group (4.0% vs 8.3%, p = 0.02), primarily
due to decreased need for respiratory support in the eIOL group
(1.7% vs. 4.5%, p = 0.03).
Conclusion: In our cohort of low-risk multiparous pregnant
persons, eIOL at 39w0d-39w4d did not decrease CD rate but did
decrease composite neonatal risk. Like the findings of ARRIVE
trial in a nulliparous population, our findings suggest that eIOL
at term for multiparous patients is safe and may have benefit.

1013 | The Association Between First Trimester Serum
Creatinine and Pregnancy Outcomes in Patients with
Chronic Hypertension

Danielle N. Olson1; Alyssa Wolfinger2; Kelly S. Gibson2
1MetroHealth Medical Center / Case Western Reserve University,
Cleveland Heights, OH; 2MetroHealth Medical Center / Case
Western Reserve University, Cleveland, OH

4:00 PM - 6:00 PM
Objective: Pre-existing hypertension (HTN) and renal disease
are known risk factors for adverse pregnancy outcomes, including
pre-eclampsia (PreE). This study aimed to assess whether an
elevated first trimester serum creatinine (sCr) in patients with
chronic HTN, in the absence of pre-existing kidney disease, is
associated with an increased risk of PreE.
Study Design: This was a retrospective cohort study at a single
tertiary center from 1/2018 to 12/2022. Inclusion criteria were
patients with HTN with a first trimester sCr result. Exclusion cri-
teria were pre-existing kidney disease, significant proteinuria in
the first trimester, acute illness during sCr evaluation, and condi-
tions known to increase the risk for adverse pregnancy outcomes
including pregestational diabetes, autoimmune disease, multiple
gestation, history of renal surgery, transplantation, donation,
and isolated renal agenesis. An elevated sCr was defined as
>0.7 mg/dL. The primary outcome was the diagnosis of PreE.
Secondary outcomes included assessment of first trimester sCr in
patients diagnosed with PreE, gestational age at PreE diagnosis
and at delivery, small for gestational age (SGA), and gestational
diabetes (GDM). Wilcoxon rank sum tests and Chi-squared tests
were used.
Results: 226 patients with normal sCr and 76 with elevated sCr
were identified. 82/226 (36%) in the normal sCr group developed
PreE, compared to 36/76 (47%) in the elevated sCr group (p= 0.11).
First trimester sCr as a continuous variable was associated with
an increased incidence of PreE diagnosis (p = 0.03). Gestational
age at PreE diagnosis (35.2±3.4 v 35.1±3.6w, p= 0.845), gestational
age at delivery (37.3±2.7 v 36.7±3.1w p= 0.045), SGA (27 v 32% p=
0.534), and GDM (15 v 20% p = 0.494) were not different between
groups.
Conclusion: In the population studied, a first trimester sCr >0.7
mg/dL was not associated with an increased incidence of PreE,
though this was associatedwith earlier gestational age at delivery.
Patients who developed PreE had higher sCr in the first trimester
on average than those who did not develop PreE.
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1014 | Adverse Perinatal Outcomes Based on Gestational
Surrogacy Status in a Large Integrated Healthcare System

Fagen Xie1; Theresa M. Im1; Daniella Park1; Vicki Y. Chiu1;
Michael J. Fassett2; Darios Getahun1
1Kaiser Permanente Southern California, Department of Research
& Evaluation, Kaiser Permanente Southern California/Pasadena,
CA; 2Kaiser Permanente West Los Angeles Medical Center,
Department of Obstetrics & Gynecology, Kaiser Permanente West
Los Angeles Medical Center/Los Angeles, CA

4:00 PM - 6:00 PM
Objective: To examine adverse perinatal outcomes by gestational
surrogacy status in a large integrated healthcare system in the
United States.
Study Design: We performed a retrospective cohort study
among pregnant individuals receiving obstetrical care at Kaiser
Permanente (KP) Southern California (01/01/2008–12/31/2023).
Unstructured clinical notes abstracted from electronic health
records were used to determine surrogate pregnancy status via
natural language processing (NLP) validated by manual chart
reviews. Births at < 20 weeks gestation were excluded from
all analyses. Adjusted risk ratios (aRR) and 95% confidence
intervals (CI) derived from robust Poisson regression described
the associations.
Results: Among 636,300 pregnancies during the study period,
1,109 (0.17%) were identified as surrogate pregnancies. Compared

to those with non-surrogate pregnancy, people with gestational
surrogacy were more likely to be older (32.4% versus 19.4%),
non-Hispanic white (39.0% versus 23.8%), have privately funded
KP membership (19.8% versus 7.6%), and have multiple gesta-
tions (15.8% versus 1.6%). They were also less likely to smoke
(0.7% versus 2.4%) and consume alcohol (19.0% versus 27.1%)
during pregnancy. Gestational surrogacy was associated with
significantly increased risk of placenta previa (aRR: 1.74, 95% CI:
1.44-2.10), placental abruption (aRR: 2.25, 95% CI: 1.45-3.50) and
pretermbirth (aRR: 1.27, 95%CI: 1.13-1.43)whilewith significantly
decreased risk of small for gestational age/intrauterine growth
restriction (aRR: 0.80, 95% CI: 0.69-0.93), premature rupture of
membranes (aRR: 0.72, 95% CI: 0.53-0.98), gestational diabetes
(aRR: 0.84, 95% CI: 0.72-0.98) and chorioamnionitis (aRR: 0.58,
95% CI: 0.40-0.86) (Table).
Conclusion: This study successfully leveraged unstructured data
to identify surrogate pregnancies via NLP in a large integrated
healthcare system. Placenta previa, placental abruption, and
preterm birth were found to be associated with gestational
surrogate pregnancy. Identifying these risk factors can pro-
vide empirical evidence for predicting and preventing adverse
perinatal outcomes.

1016 | How to Efficiently Recruit Participants in a
Perinatal Cohort Study; CAN-B Cohort Strategies/Lessons
Learned

Dhyana Kpegba1; Virginie Gillet2; Virginie Bouchard2; Claudia
Lugo-Candelas3; Jonathan Posner4; Annie Ouellet2
1University of Sherbrooke, Sherbrooke, PQ; 2Université de
Sherbrooke, Sherbrooke, PQ; 3Columbia University, New York, NY;
4Duke University, Durham, NC

4:00 PM - 6:00 PM
Objective: Recruitment processes in perinatal cohort remain
challenging, particularly when a specific population such as
cannabis consumers is involved. The CAN-B study aims to
determine the impact of prenatal cannabis exposure on fetal
brain and infant neurodevelopment with longitudinal follow-up
of mother/infant from pregnancy until 2y post-natal. Here we
share our experience in finding the best recruitment strategy to
meet our enrollment objective.
Study Design: From May 2022 to May 2024, at the routine
1st trimester scan at the obstetrical ultrasound unit of Sherbrooke
UniversityHospital Center (CHUS), 4 recruitment strategieswere
successively tried: 1) study flyer given by care providers (May-
September 2022), 2) by phone (October-November 2022), 3) study
flyer given by care providers or part time in-person presentation of
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the study by research team (December 2022-May 2023) and 4) full
time in-person presentation of the study by research team (June
2023 to May 2024). Interest and enrollment rate were compared.
Results: 112 pregnantwomenwere enrolled (71 cannabis users/41
controls). Strategy 4 triggered the highest basic interest to partici-
pate in a clinical research compared to the other strategies (87% vs
< 64%) and yielded the highest enrollment rate (80%) compared to
strategies 1(67%), 2 (40%) and 3 (70%). Ultimately, the last strategy
with full time direct personalized approach allowed us to double
our monthly enrollment rate of cannabis users. Same strategies
performances were observed for the recruitment of controls.
Conclusion: Recruitment of cannabis users in the CAN-B cohort
showed that low-cost passive strategies (e.g. flyers) or relying only
on care providers appeared to be much less efficient and not cost-
effective. Although costly, direct personal contact by research
professional integrated into routine care is the best strategy
to prioritize for recruiting pregnant women. This experience
provides useful information for clinical researchers in designing
perinatal cohorts.

1017 | Practice Patterns in the Administration of Late
Preterm Antenatal Corticosteroids Among Twin
Gestations

Diana S. Abbas1; Dana S. Berger1; Lindsay N. Marty1; Kate
Tolleson1; Meghana A. Limaye2; Justin S. Brandt2
1NYU Grossman School of Medicine, New York, NY; 2NYU
Langone Health, New York, NY

4:00 PM - 6:00 PM
Objective: Predicting preterm delivery is challenging, especially
among twin pregnancies. We sought to evaluate the odds of
delivering twin pregnancies within 2-7 days of antenatal corticos-
teroid (ACS) administration in the late preterm period (optimally
timed), by delivery indication.
Study Design: This is a retrospective cohort study of twin
pregnancies at risk for late preterm delivery (Jan 2013-Dec 2022)
performed at a large tertiary care health system. Patients were
included if they had non-anomalous twin gestations and received
at least one dose of ACS in the late preterm period (34 0/7- 36 6/7
weeks). They were excluded if they received ACS previously or
had pre-gestational diabetes. The cohort was stratified into two
exposure groups: patients at risk for spontaneous preterm birth
(sPTB; preterm labor or pretermpre-labor rupture ofmembranes)
and patients at risk for clinician initiated late PTB (i.e., hyperten-
sive disorders of pregnancy). The primary outcomewas optimally
timedACS administration. Secondary outcomes includedmedian
time from ACS administration to delivery, delivery at < 2 days
and > 7 days, and PTB. Multivariable logistic regression was used
to calculate odds ratios (aORs) of the primary and secondary
outcomes, adjusted for potential confounders.
Results: Of 166 eligible patients, 30 (18.1%) delivered within 2-
7 days. 86 (51.8%) were at risk for sPTB, and 80 (48.2%) were
at risk for a clinician initiated late PTB. Group demographics
are described in Table 1. Compared to patients at risk for sPTB,
those with a clinician initiated late PTB were more likely to have
optimally timed administration (4.6% vs 32.5%; aOR 9.2, 95% CI
3.2, 33. 9). Patients at risk for sPTB were more likely to deliver
< 2 days (aOR 0.19, 95% CI 0.08, 0.42), with a shorter latency to
delivery (7.0 vs 45.7 hours) (Table 2).

Conclusion: In this cohort of twin gestations at risk for late PTB,
those at risk for clinician initiated late PTB were more likely to
deliver within the optimal time period compared to those at risk
for sPTB. Further study iswarranted to evaluate factors associated
with delivery timing.

1018 | Risk for Adverse Perinatal Outcomes following
Induction of Labor in Patients with Class III Obesity

Easha Patel1; Kirat Sandhu1; Cara D. Dolin1; Stacey Ehrenberg1;
Maeve Hopkins1; Adina R. Kern-Goldberger2
1Cleveland Clinic Foundation, Cleveland, OH; 2Cleveland Clinic
Lerner College of Medicine, Cleveland, OH

4:00 PM - 6:00 PM
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Objective: Maternal obesity is a known risk factor for adverse
maternal and perinatal outcomes. This study evaluates risk for
these pregnancy complications among patients with class 3
obesity undergoing induction of labor (IOL).
StudyDesign: This is a retrospective cohort study of nulliparous,
singleton deliveries with BMI > 40 following induction of
labor > 20 weeks at a multi-hospital academic health system
from 1/1/2022-6/30/2024. The primary outcome was unplanned
cesarean and secondary outcomes included severe maternal
morbidity (SMM) without transfusion, postpartum hemorrhage,
postpartum infection, postpartum length of stay > 5 days,
maternal readmission, and NICU admission. Maternal clinical
characteristics and outcomes were extracted from the medical
record and compared in univariable analyses. The association
between class 3 obesity and primary and secondary outcomeswas
evaluated using a logistic regression model based on significance
from univariable analyses.
Results: 6,533 nulliparous patients undergoing IOL were
included, 3.4% of whom had class 3 obesity. Numerous
comorbidities and outcomes were different based on class
3 obesity status, including significantly higher rates of
pregestational and gestational diabetes and chronic and
gestational hypertension, but not severe preeclampsia (Table 1).
Unadjusted incidence of NICU admission was twofold higher
for patients with class 3 obesity (16.8 v. 8.4%, p < 0.01). Adjusted
analysis demonstrated significantly increased odds of cesarean
in nulliparous patients undergoing IOL with class 3 obesity
compared to those without (aOR 1.97, 95% CI 1.51–2.56, p < 0.01),
but for none of the secondary outcomes other than hemorrhage,
which had significantly lower odds in class 3 obesity (Table 2).
Conclusion: Nulliparous patients with class 3 obesity undergo-
ing IOL have significantly higher risk of cesarean than those with
lower BMI, but not for other adverse outcomes. Further study of
predictors of successful vaginal delivery for patients with class 3
obesity is important.

1019 | Mediastinal Shift Angle and its Association with
Perinatal Mortality and Lung Volumes in CDH Fetuses

Edgar A. Hernandez-Andrade1; Donatella Gerulewicz Vannini2;
Katrina S. Hughes3; Sami Backley4; Jerrie Refuerzo1; Jimmy
Espinoza4; Eric P. Bergh5; Percy N. Pacora-Portella6; Gustavo
Vilchez7; Ramesha Papanna1; Anthony Johnson8
1McGovern Medical School at UTHealth Houston, Houston, TX;
2University of Texas Health Science Center in Houston, McGovern
Medical School, Houston, TX; 3McGovern Medical School.
UThealth Houston, Houston, TX; 4Division of Fetal Intervention,
Department of Obstetrics, Gynecology and Reproductive Sciences,
McGovern Medical School at UTHealth Houston, Houston, TX;
5UT Health, Houston, TX; 6Division of Fetal Intervention, Dpt
Obstetrics,Gynecol and Reprod Sciences, McGovern Medical
School at UTHealth Houston, Houston, TX; 7UTHealth Houston,
Houston, TX; 8McGovern Medical School University of Texas
Health Science Center at Houston (UThealth), Houston, TX

4:00 PM - 6:00 PM
Objective: The mediastinal shift angle (MSA) has been proposed
as a potentially useful marker for the identification of CDH
fetuses at risk of perinatal death. We aimed to evaluate the
predictive performance of MSA for perinatal mortality in fetuses
with isolated left CDH, particularly among those considered as
mild andmoderatewith anO/ELHR (observed/expected lung-to-
head ratio) >25%, and its correlation with other metrics of CDH
severity.
Study Design: MSA was measured in a cross-sectional image of
the fetal thorax in 84 fetuses with left CDH. MSA was obtained
from two lines starting from a common point in the skin at
the midline of the back of the spine, the first line dividing the
thorax into two halves, and a second line directed to the lateral
border of the right atrium (Fig 1). The MSA becomes wider as
the right atrium is displaced towards the right side of the thorax.
Additionally, the O/E LHR and MRI assessment of O/E total
fetal lung volume (TFLV), and percentage of liver herniation
(%LH) were evaluated. ROC analysis, prediction, and association
with perinatal mortality and correlations with the mentioned
predictors were evaluated
Results: Perinatal mortality was 31.3% (26/83). The areas under
theROC curve for perinatalmortality forMSAandO/ELHRwere
0.694 and 0.753, respectively (p= 0.2). MSA best cut-off value was
35◦ with 77% sensitivity, and 38% 1-specificity; OR 6.68 (95% CI
2.2-21.3; p < 0.001), adjusted aOR 8.9 (95% CI 1.2-59.7; p = 0.02).
Among fetuseswithO/ELHR> 25% (n= 60)mortalitywas 21% (n
= 13), MSA ≥ 35◦ showed an AUROC = 0.691 with 75% sensitivity
and 36% 1-specificity, aOR 5.29 (1.47-19.01; p = 0.01). There was
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a significant correlation between MSA and O/E LHR (-0.48, p <

0.001), O/E TFLV (-0.36, p = 0.005), and %LH (0.43, p = 0.001).
Conclusion: The MSA angle is a technically simple and feasible
metric to evaluate severity and risks for perinatal mortality in
left-sided CDH cases. An MSA ≥ 35◦ can identify 77% of cases at
increased risk of perinatal mortality. The prediction performance
is similar among fetuses with moderate or mild CDH

1020 | Risk of Spontaneous PTB < 34 weeks Among
Women with Mid-Trimester Cervical Length >25 mm

Edgar A. Hernandez-Andrade1; Donatella Gerulewicz Vannini2;
Eleazar E. Soto1; Sean C. Blackwell1
1McGovern Medical School at UTHealth Houston, Houston, TX;
2University of Texas Health Science Center in Houston, McGovern
Medical School, Houston, TX

4:00 PM - 6:00 PM
Objective: There is a general assumption that the longer the
cervix the lower the rate of spontaneous preterm birth (SPTB).
This study aimed to test this hypothesis in low-risk and high-risk
pregnant women with normal cervical length.
Study Design: Transvaginal cervical length (TVCL) was mea-
sured in 3,376 singleton pregnancies with no fetal anomalies at
17-24 weeks of gestation. Patients were grouped as low (LR) and
high risk (HR) based on history of SPTB. TVCL measurements
were analyzed as < 15 mm and < 25 mm, and then in groups of
5 mm from 25- 55 mm. SPTB was considered as ≤ 34 weeks of
gestation not due to maternal or fetal indication such as placenta
accreta, preeclampsia, or fetal growth restriction. Differences in
the prevalence of SPTB among the CL groups and between LR
and HR patients were evaluated.
Results: 2,863 (84.9%) patients were considered LR, and 513
(15.1%) HR. Short cervix (≤ 25 mm) was found in 3.0% of women
(n = 103; LR n = 82 (2.8%); HR n = 21 (4.1%)). Prevalence of SPTB
was 6.6% (n = 189; LR 4.0% n = 115, HR 14.4% n = 74; p< 0.001).
Figure 1 shows the prevalence of SPTB ≤ 34 weeks according
to the TVCL groups in LR and HR patients. The prevalence of
SPTB was significantly higher in HR patients at any TVCL group
than for LR patients. Among LR women, the risk of SPTB did not
significantly change when TVCL was ≥ 30 mm, yet LR patients
with TVCL between 25.1 and 30.0 mm had a higher risk of SPTB
≤ 34 weeks as compared to those with TVCL > 30.1 mm (p =
0.02). In HR patients the prevalence of SPTB did not significantly
change when TVLC was >25 mm.

Conclusion: In our population, the risk of SPTB≤ 34 weeks does
not substantively increase once TVCL ≥ 30 mm for LR women
and once > 25 mm in HR women. HR women had almost 3 times
higher rate of SPTB than LR patients at any TVCL cut-off.

1021 | Are Standard Video Sweeps During Fetal Ultrasound
Examination more Effective for Cardiac Screening?

Elena D’Alberti1; Olga Patey2; Lawrence Impey2; Christos
Ioannou2; Angelo Cavallaro2; Aris T. Papageorghiou2
1Università di Roma Sapienza, Roma, Lazio; 2University of
Oxford, Oxford, England

4:00 PM - 6:00 PM
Objective: To compare workflow properties of standardized
ultrasound video clips performed as sweeps from the four-
chamber [4C] view to the three-vessel-trachea [3VT] view, to the
still images and videos acquired during the routine fetal cardiac
screening (FCS).
Study Design: An observational study was conducted at the
John Radcliffe Hospital, Oxford. Singleton fetuses with normal
cardiac anatomy at the routine 18+0 to 23+0 weeks anomaly scan
were included. The available stored grey-scale images, videos and
sweeps were extracted from scans performed by seven sonogra-
phers. We evaluated the number of records collected per fetus,
time spent for data acquisition and the computermemory needed
for storing these, comparing FCS and standardized sweeps. For
the former, the order of view acquisition and the prevalence of
cardiac workflow interrupted by extra-cardiac planes was also
assessed.
Results: A total of 100 studies were included. FCS included
solely still images in 17% of cases, but in 83% videos were used
to complete cardiac assessment, mostly cine-4C alone or 4C and
left ventricular outflow tract (LVOT) views. The mean number of
images or videos in the FCS group were 10 ± 3, compared to 2 ±
1 in standardized sweeps. In 47% of cases, FCS data-acquisition
was interrupted by extra-cardiac records, with a median amount
of time spent in heart examination of 285 seconds (interquartile
range (IQR) 94-726), compared to 4 seconds (IQR 3-8) needed
to perform sweeps. Median memory required to store FCS data
and sweeps were 167 MB (IQR 60-257) and 123 MB (IQR 76-165),
respectively.
Conclusion: Standardized cardiac sweeps represented a more
effective way to acquire and store data compared to the FCS; less
time was spent on image acquisition, which was not interrupted
by extra-cardiac views, and lower storage memory was required.
Further studies are needed to assess the two methods, especially
in the presence of fetal congenital heart defects.
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1022 | Optimizing Timing of Intravenous Iron Therapy for
Improved Outcomes in Pregnant Women with
Iron-Deficiency Anemia

Ellen M. Murrin1; Olivia LeBeau2; Lillian Singer2; Mark Kassab2;
Peyton Kalan2; McKenna Stidham3; Scott Sullivan2; G. Larry
Maxwell2; George R. Saade4; Antonio F. Saad5
1Inova Fairfax Medical Campus, Falls Church, VA; 2Inova Fairfax
Medical Campus, Fairfax, VA; 3University of Virginia College of
Medicine, Charlottesville, VA; 4Macon & Joan Brock Virginia
Health Sciences Eastern Virginia Medical School at Old Dominion
University, Norfolk, VA; 5Inova Health, Falls Church, VA

4:00 PM - 6:00 PM
Objective: To evaluate the efficacy and timing of intravenous (IV)
iron therapy in improving hemoglobin (Hgb) levels and maternal
and neonatal outcomes in pregnant women with iron-deficiency
anemia (IDA).
Study Design: A retrospective cohort study was conducted on
pregnant women with IDA who received outpatient IV iron
therapy from January 2017- June 2024. Patients were divided into
those who received their last IV iron dose >10 days (N = 331) or
< 10 days (N = 82) before delivery. Primary outcomes included
changes in Hgb levels, maternal composite outcomes (including
postpartum hemorrhage and blood transfusion), and neonatal
outcomes (such as NICU admission and low birth weight).
Results: Demographics and characteristics did not differ
between groups. The type of IV iron used was primarily iron
sucrose (>86.31%). The >10 days group showed a greater increase
in Hgb levels post-infusion, with a median increase of 2.5 g/dL
compared to 1.8 g/dL in the < 10 days group (p< 0.001). The
maternal composite outcome rate was significantly lower in the
>10 days group (7.14% vs. 14.63%, p = 0.03). Neonatal outcomes,
including NICU admissions (7.46% vs. 8.54%, p = 0.7) and low
birth weight (3.97% vs. 1.61%, p = 0.4), did not differ between the
groups.
Conclusion: IV iron therapy improves hemoglobin levels in
antenatal IDA. Administering the last dose of IV iron more
than 10 days before delivery is associated with better maternal
outcomes, suggesting that earlier treatmentmay reduce the risk of
adverse pregnancy outcomes. Further studies are needed to refine
treatment protocols and timing of administration to maximize
benefits.

1023 | Ureaplasma Colonization in Preterm Premature
Rupture of Membranes: Implications for Latency Period
and Neonatal Outcomes

Ellen M. Murrin1; Sebastian Nasrallah2; Helen Havens Howell3;
Amber Bowman3; Antonio F. Saad4; Scott Sullivan2
1Inova Fairfax Medical Campus, Falls Church, VA; 2Inova Fairfax
Medical Campus, Fairfax, VA; 3University of Virginia College of
Medicine, Charlottesville, VA; 4Inova Health, Falls Church, VA

4:00 PM - 6:00 PM
Objective: Ascendingmicrobial invasion is thought to be respon-
sible for many cases of preterm premature rupture of membranes
(PPROM). Ureaplasma colonization has been observed in up
to 65% of cases and may result in poorer neonatal outcomes.
We aimed to assess the prevalence of vaginal colonization with
Ureaplasma species in pregnancies complicated by PPROM and
determine its correlation with the latency period and pregnancy
outcomes.
Study Design: Demographics, pregnancy complications, treat-
ment regimens, and outcomes were analyzed from 165 patients
with PPROM and vaginal Ureaplasma testing from 2017-2024
at a tertiary care center. Chi-square, t-test, Wilcoxon rank sum
tests, and logistic regression were used to assess Ureaplasma
colonization effects.
Results: Ureaplasma was detected in 57.6% of PPROM patients.
Baseline characteristics with significant variations between
groups were adjusted for, including advanced maternal age,
in vitro fertilization, history of cesarean section, cerclage, and
mycoplasma positivity. There was no significant difference
in latency periods between Ureaplasma-positive and negative
groups (6 [2-12] vs. 5 [2-16] days, p = 0.9).
After adjusting for significant differences in characteristics,
Ureaplasma colonization was associated with reduced odds of
intubation (aOR 0.32, 95% CI 0.15–0.71) and surfactant use (aOR
0.34, 95% CI 0.14–0.79), but did not significantly affect the
composite neonatal morbidity (aOR 0.82, 95% CI 0.32–2.10; Table
1). Incidence of preterm birth at< 34weeks and< 28weeks (Table
1) andmaternal outcomes (Table 2) did not differ between groups
after adjusting for characteristics differences.
Conclusion: Ureaplasma colonization was common in PPROM
patients, however its presence did not significantly affect the
latency period. It was associated with specific neonatal outcomes,
such as a decreased requirement for neonatal respiratory support.
This association suggests the need for further research into the
effects of Ureaplasma in pregnancy and the interaction with
microbial therapy.
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1024 | Comparing Inferior Vena Cava Collapsibility in
Postpartum Patients with and without Severe
Preeclampsia

Elsa Parra1; Kerri Brackney2; Lauren Piersall2; Michael
VanDillen2; Paul J. Wendel2; Angela Nakahara2; Meyer L.
Norman2; Patricia Goedecke2
1University of Tennessee Health Science Center Memphis,
Memphis, TN; 2University of Tennessee Health Science Center,
Memphis, TN

4:00 PM - 6:00 PM
Objective: The aim of this study was to determine if there is a
difference in the inferior vena cava collapsibility index (IVCCI)
between postpartum patients with severe preeclampsia versus
those without preeclampsia.
Study Design: This was a prospective cohort study conducted
in an urban university teaching hospital from May 2024 to
June 2024. Patients had singleton or twin gestations and were
evaluated within 48 hours of delivery. Cases had severe features
of preeclampsia and controls did not have preeclampsia. Patients
who previously received furosemide, were hemodynamically
unstable, or who had a postpartum hemorrhage were excluded.
Inferior vena cava (IVC) diameter was measured at inspira-
tion (IVCmin) and expiration (IVCmax) using transabdominal
ultrasound with a curvilinear 1.5-5 Hz probe. The IVCCI was
calculated ((IVCmax-IVCmin)/IVCmax). The primary outcome
was the IVCCI in each group.
Results: Amongst cases, the median IVCCI was 0.27 (interquar-
tile range = 0.14 to 0.37) while controls had a mean IVCCI of
0.28 (interquartile range = 0.19 to 0.37). There was no significant
difference in the collapsibility index between those with severe
preeclampsia and those without preeclampsia.
Conclusion: The IVCCI is an objective measure of intravascular
volume. It was not shown to have a statistically significant
difference between those with and without preeclampsia with
severe features. A larger study cohort could establish a better
understanding of IVCbehavior in these two populations, and thus
may provide a useful tool to guide fluidmanagement and diuresis
of postpartum patients with severe preeclampsia.

1027 | Should Fetuses with Growth Restriction at Term
Undergo Trial of Labor?

Emily Schneider1; Dajana Alku1; Amberly Lao1; Delphina
Maldonado2; EmmaWalker1; Xiwei Yang3; Martin Chavez4; Hye
Heo2
1NYU Grossman Long Island School of Medicine, Mineola, NY;
2NYU Langone Hospital, Long Island, NY; 3NYU Langone
Hospital - Long Island, Mineola, NY; 4NYU Langone Hospital,
New York, NY

4:00 PM - 6:00 PM
Objective: To determine if trial of labor in term pregnancies
with fetal growth restriction (FGR) impacts neonatal morbidity
compared to planned Cesarean delivery.
Study Design: This is a single-site retrospective cohort study
evaluating neonatal outcomes of singleton pregnancies with term
FGR from 10/2019 to 02/2024 who underwent trial of labor (TOL)
compared to planned Cesarean delivery (CD). Patients with fetal
aneuploidy, major structural anomalies, or requiring emergent
delivery prior to TOL were excluded. Patients were identified
using a query within the obstetric ultrasound imaging program.
FGR was defined as estimated fetal weight (EFW) or abdominal
circumference (AC) < 10% for gestational age (GA). Maternal
demographics, obstetric, and neonatal outcomes were obtained
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by chart review. Variables were compared via Chi-square and
Fisher’s exact test, with significance of p < 0.05. Univariate
logistic regression was used for the binary composite endpoint.
The primary outcome was composite neonatal morbidity.
Results: Therewere 217 patients included for analysis; 178 (82.0%)
underwent TOL and 39 (18.0%) planned CD. Of the TOL group,
140 (78.7%) had a vaginal delivery (VD) and 38 (21.3%) underwent
CD. The TOL group was younger and had lower pre-pregnancy
BMI. Baseline characteristics were otherwise similar (Table
1). There was no difference in composite neonatal morbidity
between groups. Subgroup analyses also did not demonstrate a
difference in composite neonatal morbidity based on planned
mode of delivery (Table 2). Delivery complication rates were
similar between groups.
Conclusion: In pregnancies with term FGR, there was no
difference in composite neonatal morbidity in those undergoing
TOL versus planned CD. Subgroup analyses for severe FGR,
FGR based on AC < 10%, oligohydramnios, and abnormal fetal
Dopplers showed no difference in composite neonatal morbidity.
Of those with term FGR undergoing TOL, 78.7% had a VD
without significantly increased neonatal morbidity or delivery
complications. These findings support a trial of labor for patients
with FGR at term.

1028 | The Association between PSVMCA and Perinatal
Outcomes in Pregnancies Complicated by Small-for-
Gestational-Age/Fetal-Growth-Restricted Fetuses

Misgav Rottenstreich1; Bryon DeFrance2; Jon F. Barrett2; Eran
Ashwal2
1McMaster University, Hamilton, ON; 2McMaster university,
Hamilton, ON

4:00 PM - 6:00 PM
Objective: This study aimed to determine the relationship
between middle cerebral artery (MCA) peak systolic velocity
(PSV) and perinatal morbidity and mortality in SGA and FGR
fetuses.
Study Design: A retrospective cohort study from a ter-
tiary hospital including all singleton pregnancies without fetal
genetic/structural anomalies and EFW and/or AC < 10th centile
for gestational age (2017-2022). Only cases in which the umbilical
artery (UA) and MCA were concurrently sampled within 14 days
of birth were considered. The study compared cases with abnor-
mal MCA PSV (> 95th centile for gestational age) to pregnancies
with normal MCA PSV. The primary outcome was a composite
adverse perinatal outcomes defined as either antenatal fetal
death, cesarean birth due to fetal distress, 5-minute Apgar < 7,
arterial cord< 7.1, prolonged NICU admission (>7 days), need for
intubation, sepsis, necrotizing enterocolitis, and neonatal death.
Multi variable logistic regressions were conducted, adjusting for
relevant covariates.
Results: The study included 983 patients, among whom 98 (10%)
had abnormal MCA PSV and 885 (90%) had a normal PSV MCA.
Maternal sociodemographic characteristics were similar between
the group. Cases with abnormal MCA PSV presented worse
Doppler studies. Cases with abnormalMCAPSV delivered earlier
than those with normal MCA PSV (33.9±4.5 vs. 36.1±3.3 wks; p<
0.001); nevertheless, the composite adverse perinatal outcomes
did not differ between those with abnormal and normal PSV
MCA (56.1% vs. 46.8%, p = 0.09). Subgroup analysis limited to
cases with ultrasound assessment ≥ 32 weeks (n = 796); or those
with normal MCA PI (≥ 5th centile; n = 708); or with normal
CPR (≥ 5th centile; n = 621) presented similar composite adverse
outcomes irrespective of MCA PSV status (Figure). Multivariate
logistic regression controlling for MCA PI and UA PI failed to
showa significant association between abnormalMCAPSV to the
composite adverse outcome aOR 1.07; 95% CI 0.68-1.67.
Conclusion: In pregnancies complicated with SGA or FGR,
abnormal MCA PSV, as a sole parameter, is not associated with
adverse fetal/neonatal outcomes.
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1029 | Unraveling Risk-Factors for Intrapartum Cesarean
Section in Pregnancies with Fetal-Growth-Restriction
Undergoing Labor Induction at Term

Misgav Rottenstreich1; Bryon DeFrance2; Jon F. Barrett2; Eran
Ashwal2
1McMaster University, Hamilton, ON; 2McMaster university,
Hamilton, ON

4:00 PM - 6:00 PM
Objective: This study aimed to identify risk factors for intra-
partum cesarean section in pregnancies complicated by fetal
growth restriction undergoing labor induction at term.
Study Design: This case-control study included singleton preg-
nancies undergoing labor induction at term (≥37weeks). All cases
had estimated fetal weight (EFW) and/or abdominal circumfer-
ence (AC) below the 10th centile for gestational age on the last
sonographic assessment within 14 days of delivery. Pregnancies
with known fetal genetic/structural abnormalities, previous ≥2
cesarean sections, or non-vertex presentation were excluded
from the study. Perinatal and fetoplacental characteristics were
compared between cases with successful vaginal delivery and
those requiring intrapartum cesarean section (CS). Multivariable
logistic regressions were conducted to identify independent
variables associated with the need for intrapartum CS.
Results: A total of 405 eligible patients participated in the
study, with 323 (79.8%) experiencing vaginal delivery, while 82
(20.2%) required intrapartum CS. Those undergoing CS exhibited
higher rates of nulliparity and obesity. Gestational age at the
most recent ultrasound assessment, mean EFW, and pulsatility
index (PI) values of the umbilical artery and middle cerebral
artery (MCA) were comparable between the groups. However,
cases that underwent CS had a higher rate of fetal AC below
the 3rd centile and abnormal cerebroplacental ratio PI. The
gestational age at delivery did not differ significantly between
the two groups. In the multivariate analysis (Table 2), maternal
obesity, nulliparity, previous single CS, AC< 3rd centile, and
abnormal cerebroplacental PI were identified as significant and
independent predictors of intrapartu m CS. The predictive model
demonstrated an area under the curve (AUC) of 0.714 (95% CI:
0.651-0.778); p< 0.001, indicating good discriminative ability.
Conclusion: Understanding maternal and fetoplacental charac-
teristics can offer valuable insights into the success of vaginal
delivery in pregnancies complicated by fetal growth impairment
undergoing labor induction at term.

1030 | Prevalence of Cardiovascular-Kidney-Metabolic
Syndrome in Reproductive-agedWomen in the United
States: NHANES 2011-2020

Eric K. BRONI1; Ebenezer Aryee2; Amber Lachaud1; Jennifer
Lewey1; Lisa D. Levine1
1University of Pennsylvania Perelman School of Medicine,
Philadelphia, PA; 2Johns Hopkins School of Medicine, Baltimore,
MD

4:00 PM - 6:00 PM
Objective: The AHA recently defined and staged cardiovascular
kidney-metabolic (CKM) syndrome to highlight the multisystem
consequences of poor CKM health, harmonize guidelines and
provide opportunities for actionable preventive interventions
before overt CVD. In the US, the components that comprise CKM
(e.g., obesity, diabetes, hypertension) are potent risk factors for
poor maternal and neonatal outcomes with a disproportionate
burden among racial/ethnic minorities. However, population-
level data on CKM syndrome in reproductive-aged women is
scarce and is a critical next step in evaluating the association
between CKM stages and overall pregnancy outcomes.
Study Design: We analyzed 2,347 non-pregnant, reproductive-
aged women (≥ 20-49 years) from the National Health and
Nutrition Examination Survey (NHANES) who had data on all
CKM risk factors. We incorporated sampling weights into our
analyses to account for the complex NHANES survey design.
We reported prevalence estimates and standard errors of CKM
syndrome stages (defined in Table) in the overall population, by
race/ethnicity and across the study period (2011-2020).
Results: Themean agewas 34.6± 7.7 yrs., with 57%non-Hispanic
(NH) White, 19% Hispanic, 13% NH Black, 6% NH Asian, and
4% self-reported other races. Within the study period, 74.7% of
participants had CKM syndrome [Stage 1: 37.3%, Stage 2: 35.7%,
Stage 3: 0.3% and Stage 4: 1.97%], with notable variations over
time. (Table A & Figure A). As noted in Table B/Figure B, NH
Black women had the lowest prevalence of stage 0 CKM (13.2%)
and the highest prevalence of stages≥ 2CKM (45.6%), followed by
other races (40.8%) and Hispanic women (39.4%). Asian women
had the lowest prevalence of stages ≥ 2 CKM (27.8%).
Conclusion: More than three-quarters of reproductive-aged
women in the U.S. have at least stage 1 CKM with notable
racial/ethnic disparities. Focusing health efforts on the preven-
tion of these modifiable risk factors can undoubtedly improve
health outcomes within this population. Studies evaluating the
implications of these findings for overall pregnancy outcomes are
urgently warranted.
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1031 | Incidence And Risk Factors For Postpartum
Hypertension In LMICs: A Large Prospective
Multi-Country Cohort Study

M. Bridget Spelke1; Gillian Henderson2; Erin M. Oakley3; Victor
Akelo4; Kwaku Poku Asante5; Irene Azindow5; Sasha
Baumann6; Santosh Benjamin7; Anne G. Cherian8; Bethany L.
Freeman9; Zahra Hoodbhoy10; Arun Singh Jadaun11; Margaret P.
Kasaro12; Amna Khan10; Neeraj Sharma11; Jasmine Sugirtha7;
Rupa Talukdar11; Charlotte Tawiah5; Joyce Akinyi Were4;
Zacchaeus Abaja Were4; Blair Wylie13; Nida Yazdani10; Emily
Smith14
1University of North Carolina at Chapel Hill; UNC -Global
Projects Zambia, Lusaka, Lusaka; 2University of North Carolina
Global Projects–Zambia, Chapel Hill, NC; 3The George

Washington, Washington, DC; 4Kenya Medical Research Institute
(KEMRI); 5Kintampo Health Research Centre, Kintampo Health
Research Centre, Brong-Ahafo; 6The George Washington
University, Washington, DC; 7Christian Medical College, Vellore,
Tamil Nadu; 8Christian Medical College, Vellore, Christian
Medical College, Tamil Nadu; 9University of North Carolina at
Chapel Hill, Chapel Hill, NC; 10Aga Khan University, Karachi,
Sindh; 11Society for Applied Studies, Delhi, Delhi; 12UNC Lusaka,
UNC Zambia, Lusaka; 13Columbia University Medical Center,
New York, NY; 14The George Washington University, The George
Washington University, DC

4:00 PM - 6:00 PM
Objective: To identify the incidence and risk factors associated
with elevated blood pressure at 6 weeks postpartum among
women in Ghana, Kenya, India, Pakistan, and Zambia. Study
Design: We report findings from the Pregnancy Risk, Infant
Surveillance, and Measurement Alliance (PRISMA) prospec-
tive multi-country pregnancy cohort in Kenya, Ghana, Zambia,
Pakistan, and India. Hypertension (HTN) is defined as blood
pressure (BP) greater than 140/90. We excluded participants
with known chronic hypertension or elevated BP prior to 20
gestational weeks. We used descriptive statistics to report the
incidence of postpartum hypertension overall and by region. We
performed multivariable Poisson regression with robust variance
to describe the relationship between risk factors and postpartum
hypertension with relative risks and 95% confidence intervals.
Results: A total of 3858/4358 (89%) participants had at least 1
BP measured at the 6-week postpartum visit and were included
in the analysis. The incidence of high BP postpartum differed
by region, with 2.7% of participants in South Asia and 7.3%
in Africa meeting criteria. Overall, 50/251 (19.9%) participants
with hypertensive diseases of pregnancy had persistent elevated
BP at 6 weeks postpartum, compared to 4% new onset high
BP at 6 weeks postpartum among those who did not have any
hypertensive disorders of pregnancy. Factors associatedwith high
BPpostpartum includedmaternal age (aRR 1.10, 95%CI 1.08, 1.13),
early pregnancy BMI ≥ 30 (aRR 2.24, 95% CI 1.58, 3.18), and a
diagnosis of gestational hypertension or preeclampsia during the
current pregnancy (aRR 4.20, 95% CI 2.9, 5.9; aRR 4.49 95% CI
2.85, 7.07, respectively). Participants with HIV infection were less
likely to have elevated blood pressure (aRR 0.46 95%CI 0.25, 0.83).
Conclusion: This study demonstrates a high incidence of elevated
blood pressure postpartum with notable differences by region.
These findings underscore the need for robust follow-up at and
beyond 6 weeks after delivery and linkages to primary care for
women with persistent hypertension.

1032 | Shoulder Dystocia Resolution Utilizing < vs. > 3
Maneuvers and Associated Adverse Outcomes

Fabrizio Zullo1; Teresa C. Logue2; Daniele Di Mascio3; Giuseppe
Rizzo3; Antonella Giancotti3; Hector M. Mendez-Figueroa4;
Matthew K. Hoffman2; Anthony C. Sciscione2; Suneet P.
Chauhan5
1University of Rome La Sapienza, Rome, Lazio; 2Christiana Care
Health System, Newark, DE; 3Sapienza Università di Roma
(ROMA), Rome, Lazio; 4McGovern Medical School at UTHealth,
Houston, TX; 5Delaware Center of Maternal-Fetal Medicine at
Christiana Care, Delaware, DE
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4:00 PM - 6:00 PM
Objective: Our objective was to examine the association between
the use of < 3 versus > 3 maneuvers to resolve SD and adverse
outcomes.
Study Design: This was a secondary analysis of the Assessment
of Perinatal EXcellence (APEX) study, a observational cohort
of over 115,000 deliveries within 25 U.S. hospitals. We included
women with singleton, vertex, non-anomalous gestations at > 34
weekswhohad SD, relievedwith at least 1maneuver.We excluded
SD if no maneuvers were documented. We stratified the groups
according to the number of maneuvers used to resolve the shoul-
der dystocia. The primary outcome was a neonatal composite
outcome encompassingApgar< 5 at 5’, fetal fractures, intracranial
hemorrhage, brachial plexus injury, facial nerve palsy, hypoten-
sion and neonatal death. Statistical analysis included Chi-square,
Kruskal-Wallis, logistic and Poisson regressions with robust error
variance for adjusted Incidence Rate Ratios, adjusting for BMI
and maternal age.
Results: The overall rate of SD in APEX was 1.9% (2,138/118,422).
Of 2,138 SD, 96% met the inclusion criteria for analysis. Three
or more maneuvers were utilized in 19% (391/2,062) of SD. The
composite outcome was higher with > 3 maneuver (14.6%) vs <
than 3 (5.7%; Fig 1). After adjustement the aIRR was 2.28 (95%CI
1.62, 3.20). Additionally, Apgar < 5 at 5‘ (aIRR 4.10 95% CI 1.18-
14.25), fetal fractures (aIRR 2.58 95% CI 1,66-4.00), intracranial
hemorrhage (aIRR 4.28 95%CI 1.06-17.19), brachial plexus injury
(aIRR 2.58 95%CI 1.45-4.60) were significantly more likely when
> 3 vs < 3 maneuvers were used. No statistically significant
differences were noted for rates of facial nerve palsy, hypoten-
sion requiring treatment and neonatal death and postpartum
hemorrhage (Table 1).
Conclusion: Shoulder dystocia relieved by 3 ormoremaneuvers,
compared to fewer, was associated with a 2.5-fold increased risk
of composite neonatal adverse outcomes, albeit not postpartum
hemorrhage.

1033 | Variation in Fetal Heart Rate Tracing and Adverse
Outcomes among Pregnancies Complicated by
Hypertensive Disorder

Fabrizio Zullo1; Aaron W. Roberts2; Kristen A. Cagino3; Rachel
L. Wiley4; Claudia J. Ibarra5; Shareen Patel5; Christina Cortes5;
Natalie L. Neff6; Kimen S. Balhotra5; Tala Ghorayeb5; Khalil M.
Chahine5; Holly Flores7; Hector M. Mendez-Figueroa5; Suneet P.
Chauhan8
1University of Rome La Sapienza, Rome, Lazio; 2McGovern
Medical School at UTHealth Houston, Houston, TX; 3UT Houston,
Houston, TX; 4University of California, San Diego, San Diego, CA;
5McGovernMedical School at UTHealth, Houston, TX; 6McGovern
Medical School at UT Health, Houston, TX; 7University of Texas
Health Science Center, Houston, TX; 8Delaware Center of
Maternal-Fetal Medicine at Christiana Care, Delaware, DE

4:00 PM - 6:00 PM
Objective: To compare the fetal heart rate tracing (FHRT) and
adverse outcomes among hypertensive and non-hypertensive
women who delivered at term (> 37 wks).
Study Design: The inclusion criteria of the retrospective study
were consecutive individuals with non-anomalous singletons
who delivered at > 37 wks over 15 months. The groups were
stratified by the presence or absence of hypertensive disor-
der of pregnancy (HDP), defined as gestational and chronic
hypertension. Using theACOG guidelines, clinicians—blinded to
maternal characteristics, BP status, and outcomes—interpreted
the FHRT for the last 60 mins of labor. Composite neonatal
and maternal adverse outcomes (CNAO, CMAO) were compared
between the groups. Chi-square test was used to compare groups.
Odds Ratios (OR) and adjusted OR were calculated using a
multivariate binomial logistic regression model with permuted
omnibus tests to identify confounding factors.
Results: Of the 5,160 deliveries during the study period, 3,166
(61%) met the inclusion criteria and among them 1,062 (33%)
had HDP. Pregnancies complicated by HDP were significantly
more likely to have minimal variability (p< 0.01). Decelerations
occurred at similar rate. The rate of category I, II and III tracings
were similar (Table 1). Cesarean delivery was comparable
among the two groups after adjustment. CNAO of newborns
of individuals with HDP (2.5%) was significantly higher than
newborn of normotensive individuals (1.0%; aOR 2.32 95%CI 1.21–
4.49). CMAO was significantly higher in the HDP (9.9%) than
normotensive group (6.8%; aOR 1.56 95% CI 1.17–2.07); Table 2).
Apgar score < 7 at 5 min and neonatal seizure were the only
components of the CNAO that differed significantly.
Conclusion: Minimal variability was the only fetal heart rate
characteristic which differed significantly among hypertensive
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vs. normotensive individuals. Neonatal and maternal adverse
outcomes were significantly higher in the hypertensive group.
Intervention trials mitigating the increased likelihood of adverse
outcomes among term individuals with hypertensive disorder are
warranted.

1034 | Impact of Timing of Hysteroscopy for Retained
Products of Conception on Subsequent Pregnancy
Outcomes

Gal Bachar1; Efrat Leibowitz2; Ron Beloosesky2; Naphtali
Justman1; Dana Vitner1; Yaniv Zipori1; Zeev Weiner2; Nizar
Khatib2

1RambamMedical Center, Haifa, Hefa; 2RambamMedical Health
Center, Haifa, Hefa

4:00 PM - 6:00 PM
Objective: Retained products of conception (RPOC) occur in
∼3% of deliveries and can have significant adverse effects on
women’s health. Hysteroscopy removes RPOC but has its own
possible side effects. On the other hand, delayed treatment may
damage the endometrium. Prolonged RPOC can lead to infection
and inflammation, potentially affects future pregnancy outcomes.
We studied outcomes for women with suspected RPOC, compar-
ing hysteroscopy performed within 8 weeks versus more than 8
weeks postpartum.
Study Design: Our 2010-2023 retrospective dataset included
information onwomenwhohad suspectedRPOCandwhounder-
went hysteroscopy at a tertiary medical health center. Women
with a documented subsequent live birth following hysteroscopy
were categorized based on timing: Group 1 (hysteroscopy within
8 weeks) and Group 2 (hysteroscopy beyond 8 weeks). We
compared maternal characteristics, hysteroscopic findings, sub-
sequent delivery details and neonatal outcomes between the two
groups. The primary outcome was gestational age at delivery for
the subsequent pregnancy. Secondary outcomes included various
maternal and neonatal complications.
Results: Both groups had similar baseline characteristics. There
were no significant differences inmost aspects of the first delivery
course, including mode of delivery. Indications for hysteroscopy
were similar between groups, with retained placental tissue being
the most common finding.
Regarding subsequent pregnancies following hysteroscopy, time
to conception, gestational age at delivery, pregnancy complica-
tions including hypertensive disease, andmost delivery outcomes
were all similar between the two groups. Neonatal outcomeswere
also comparable.
Conclusion: The timing of hysteroscopy for RPOC following
delivery - whether within 8 weeks or more than 8 weeks
postpartum - appears to have minimal impact on subsequent
pregnancy outcomes. Therefore, a wait-and-see approach might
be recommended at least for two months after delivery. However,
further investigation with a larger sample size is needed to
confirm these findings.
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1035 | Vaginal Compared with Oral Misoprostol Induction
for Individuals with Morbid Obesity

Gayathri D. Vadlamudi1; Donald D. McIntire2; Emily H.
Adhikari2
1UT Southwestern Medical Center, Dallas, TX; 2University of Texas
Southwestern Medical Center, Dallas, TX

4:00 PM - 6:00 PM
Objective: To characterize labor progress in term individu-
als with morbid obesity undergoing induction using vaginal
compared with oral misoprostol

Study Design: We conducted a secondary analysis of a cluster
randomized controlled trial comparing oral or vaginal miso-
prostol regimens for term labor induction among individuals
with intact membranes and cervical dilation ≤ 2cm. Pregnant
persons with BMI ≥ 40kg/m2 at delivery were included. Weekly
randomization was assigned to either oral (100 µg every 4
hours for up to two doses) or vaginal (25 µg every 3 hours
for up to five doses) misoprostol, followed by a standardized
oxytocin protocol. We recorded cervical exams at misoprostol
administrations, oxytocin initiation, and prior to delivery. We
compared labor progress and duration, need for oxytocin, and
delivery and neonatal outcomes using generalized estimating
equations to account for clustering. Outcomes were stratified
by parity. Labor curves were constructed using a mixed effects
repeated measures model.
Results: Of 491 patients, 264(53.8%) received vaginal and
227(46.2%) oral misoprostol. There were no significant demo-
graphic differences. Route of administration was not associated
with a difference in time (hours) to delivery (22.9±0.74 vaginal
vs 22.3±0.78 oral). Among 165(66.2%) vaginal and 137(62.8%) oral
misoprostol recipients who reached the second stage of labor,
length of first stage did not differ (20.6±0.81h vs 20.5±0.89h).
Need for oxytocin was lower with vaginal misoprostol (188(71.2%)
vs 194(85.5%). There were no significant differences in vaginal
delivery or other maternal and neonatal outcomes including
umbilical cord pH < 7.0 and neonatal intubation. Associations
between route of misoprostol and outcomes were similar after
stratification by parity. Rate of cervical dilation did not differ by
route of administration.
Conclusion: In patients with morbid obesity undergoing term
induction, route of misoprostol does not impact time to delivery
or vaginal delivery rates.
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1036 | Characterizing Vaginal Misoprostol Induction in
Individuals with Morbid Obesity

Gayathri D. Vadlamudi1; Donald D. McIntire2; Emily H.
Adhikari2
1UT Southwestern Medical Center, Dallas, TX; 2University of Texas
Southwestern Medical Center, Dallas, TX

4:00 PM - 6:00 PM
Objective: To compare labor progression in individuals with
body mass index < 40 vs ≥ 40 kg/m2 undergoing induction at
term
Study Design: This was a secondary analysis of the vaginal
misoprostol arm of a cluster randomized controlled trial compar-
ing vaginal to oral misoprostol induction. This analysis included
patients≥ 37 weeks, with cervical dilation≤ 2 cmwho underwent
induction using a standardized protocol. Vaginal misoprostol was
given in 25 µg doses every three hours for up to five doses,
followed by a standardized high-dose oxytocin protocol. We
compared characteristics of labor progression among individuals
with BMI < 40 and ≥ 40kg/m2 including labor duration, number
of misoprostol doses, and obstetric and neonatal outcomes. Data
was analyzed using generalized estimating equations to account
for clustering. Effect sizes were presented as odds ratios andmean
differences in duration with 95% confidence intervals.
Results: From May 2021 to September 2022, 1322 patients
received vaginal misoprostol, among whom 1058(80.0%) had BMI
< 40 kg/m2 and 264(20.0%) had BMI ≥ 40kg/m2. Baseline
differences between the two groups are shown in Table 1. Cervical
dilation at the start of induction was lower in patients with BMI
≥ 40, and these individuals required more doses of misoprostol
during induction (Table 2). Inductions in this group had longer
durations of oxytocin use (13.8 ± 9.2 vs 11.1 ± 8.0 h), length of first
stage of labor (20.6 ± 11.1 vs 18.0 ± 9.4 h), and time to delivery
(22.9 ± 12.1 vs 19.0 ± 10.3), with lower rates of vaginal delivery
(69.3 vs 80.2%). Patients with morbid obesity were more likely to
have excess blood loss (22.3 vs 15.5%) and developwound infection
(1.5 vs 0.4%).
Conclusion: Following term labor induction with vaginal miso-
prostol, morbid obesity is associated with longer labor duration,
lower vaginal delivery frequency, and increased obstetric mor-
bidity. Whether alternative labor induction protocols in morbidly
obese patients improve these outcomes requires additional study.

1037 | Recurrent Pregnancy Loss as an Independent Risk
Factor for Celiac Disease of The Offspring

Gil Gutvirtz1; Gali Pariente2; Tamar Wainstock2; Eyal Sheiner2
1Soroka University Medical Center, Metar, HaDarom;
2Department of Obstetrics and Gynecology, Soroka University
Medical Center, Ben-Gurion University of the Negev, Beer-Sheva,
Israel., Beer Sheva, HaDarom

4:00 PM - 6:00 PM
Objective: Celiac disease is a common immune-mediated
inflammatory disease that mainly develops in genetically predis-
posed individuals. However, it is still unclear what predisposes
some to develop the disease but not others. Women with a
history of recurrent pregnancy losses (RPL) may harbor a genetic
disposition for inflammatory responses causing pregnancy losses
and this genetic trait may pass to their offspring. We sought
to investigate whether offspring of women with RPL are at an
increased risk to develop celiac disease.
Study Design: A population-based cohort study was conducted
to evaluate the risk to develop celiac disease in offspring (up to
the age of 18 years) born to mothers with and without a history
of RPL. Only singleton deliveries were included. Data for the
diagnosis of celiac disease of the offspring was extracted from
community-based clinics and/or hospitalization records. Kaplan-
Meier survival curve was used to compare the incidence of celiac
disease between the study groups. A cox regression model was
used to control for confounders.
Results: During the 30 years (1991-2021) study period, 356,356
singleton deliveries occurred; 14,235 deliveries (4%) were in
women with a history of RPL. Children in this group had
higher rates of celiac disease as compared to children born to
mothers without a history of RPL (Figure). The Kaplan-Meier
survival curve illustrated higher incidence of celiac disease in
offspring with maternal history of RPL (Figure). Using a Cox
regression model, adjusting for maternal celiac disease, maternal
age and gestational age at birth, maternal history of RPL was
independently associated with celiac disease of the offspring
(adjusted HR = 1.22, 95% CI 1.1-1.5; P = 0.04).
Conclusion: Maternal history of RPL is an independent risk
factor for celiac disease in the offspring.
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1038 | Maternal Vaginal Colonization with Group-B
Streptococcus During Labor and Long-Term
Cardiovascular Morbidity of the Offspring

Gil Gutvirtz1; Tamar Wainstock2; Eyal Sheiner2
1Soroka University Medical Center, Metar, HaDarom;
2Department of Obstetrics and Gynecology, Soroka University
Medical Center, Ben-Gurion University of the Negev, Beer-Sheva,
Israel., Beer Sheva, HaDarom

4:00 PM - 6:00 PM
Objective: Group B Streptococcus (GBS) is a Gram-positive
bacteria that commonly colonizes the gastrointestinal and genital
tracts of pregnant women. Vertical transmission to the neonate
may occur during labor. While early onset GBS infection usually
manifests with sepsis, pneumonia or meningitis, cardiac compli-
cations such as endocarditis, myocarditis and pericarditis have
also been reported. This study was aimed to investigate whether
an association exists betweenmaternal vaginal GBS and offspring
long-term cardiovascular morbidity
Study Design: A retrospective population-based cohort analysis
of singleton vaginal deliveries between the years 2002-2021 at a
tertiary medical center was performed. Long-term cardiovascular
morbidity of children who were exposed to maternal positive
GBS was compared with children to mothers with negative or
unknown GBS status. Data for long-term cardiovascular morbid-
ity of the offspring was extracted from community-based clinics
and hospitalization records. A Kaplan-Meier survival curve was
constructed to compare long-term cumulative cardiovascular
morbidity, and a Cox regression model was used to adjust
for possible confounders
Results: The analysis included 146,103 singleton vaginal deliver-
ies that occurred during the study period. Of them, 2,225 (1.5%)
mothers were identifiedwith positive GBS status. The cumulative
incidence of long-term cardiovascular morbidity was comparable
betweenmaternal GBS exposed offspring and those with negative
or unknown maternal GBS status (Figure). The Cox regression
model, adjusting for various confounders including gestational
and maternal age, hypertensive disorders, diabetes mellitus and
ethnicity, found that maternal vaginal GBS colonization was
not associated with long-term cardiovascular morbidity of the
offspring (adjusted HR = 0.88; 95% CI 0.55-1.42, P = 0.608, Table)

Conclusion: Maternal vaginal colonization with GBS during
vaginal delivery is not associated with long-term cardiovascular
morbidity of the offspring

1039 | Pulse Pressure does not Predict Response to
Treatment of Severe Hypertension in Preeclampsia

Gillian Piltch1; Rachel P. Gerber2; Chisom Chigozie-Nwosu3;
Burton Rochelson2; Matthew J. Blitz2; Evelina Grayver2;
Alejandro D. Alvarez2; David Krantz2; Caroline Pessel2
1Northwell, Astoria, NY; 2Northwell, New Hyde Park, NY; 3Zucker
School of Medicine at Hofstra/Northwell, Hempstead, NY

4:00 PM - 6:00 PM
Objective: To evaluate pulse pressure as a predictor of response
to treatment of severe hypertension in preeclampsia.
Study Design: Multicenter retrospective cohort study of preg-
nant or postpartum people who received treatment with imme-
diate release nifedipine or intravenous labetalol or hydralazine
for severe hypertension due to preeclampsia with severe features
from 2017-2022. Primary outcomes were time to resolution of
severe hypertension and resolution of severe hypertension within
30 minutes. Secondary outcomes were number of fast-acting
antihypertensive doses and of distinct ACOG-definedmedication
algorithms needed for resolution of severe hypertension. Log-
rank tests, likelihood ratio tests, and t-tests were performed with
p< 0.05 considered statistically significant.
Results: 1191 people met inclusion criteria. Range in pulse
pressure of the severe blood pressure immediately prior to
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fast-acting antihypertensive administration was 24-132 mmHg
and in time to resolution of severe hypertension was 10-295
minutes. There was no relationship between pulse pressure of
the severe blood pressure immediately prior to treatment (Figure
1) or change in pulse pressure between the two severe blood
pressures prompting treatment (Figure 2) and time to resolution
of severe hypertension. Pulse pressure was not predictive of
resolution of severe hypertension within 30 minutes (p = 0.10).
Subgroup analysis stratified by first fast-acting antihyperten-
sive administered demonstrated no relationship between pulse
pressure and resolution within 30 minutes among those who
received immediate release nifedipine (p = 0.23) or intravenous
labetalol (p = 0.48) or hydralazine (p = 0.45). There was no
association between pulse pressure and number of doses of fast-
acting antihypertensives (p = 0.74) needed for resolution. There
was awider range in pulse pressures that included narrower pulse
pressures among people who required one medication compared
to those who needed more than one (p< 0.01) for resolution.
Conclusion: Pulse pressure was not predictive of time to
resolution of severe hypertension in preeclampsia with severe
features.

1040 | Safety and Efficacy of Maternal COVID-19
Vaccination During Pregnancy: Umbrella Review &
Meta-Analyses

Giulia Bonanni1; Nikan Zargarzadeh2; Mohammad Haddadi3;
Ali Javinani2; James Versalovic4; Kjersti M. Aagaard5; Stefania
Papatheodorou6; Alireza A. Shamshirsaz7
1Postdoctoral Research Fellow Fetal Care and Surgery Center
Division of Fetal Medicine and Surgery Boston Children’s Hospital,
Harvard Medical School, Boston, MA; 2Boston Children’s
Hospital, Harvard Medical School, Boston, MA; 3Vali-E-Asr
Reproductive Health Research Center, Family Health Research
Institute, Tehran University of Medical Sciences, Tehran, Iran,
Tehran, Tehran; 4Department of Pathology & Immunology, Baylor
College of Medicine, Houston, TX, USA Department of Pathology,
Texas Children’s Hospital, Houston, TX; 5Boston Children’s
Hospital, Division of Fetal Medicine and Surgery, Boston, MA;
HCA Healthcare and HCA Healthcare Research Institute,
Nashville, TN; HCA Texas Maternal Fetal Medicine, Houston, TX;
Baylor College of Medicine and Texas Children’s Hospital,
Houston, TX, Boston, MA; 6Department of Epidemiology, Harvard
T.H. Chan School of Public Health, Harvard University, Boston,
MA, USA Department of Biostatistics and Epidemiology, Rutgers
School of Public Health, New Brunswick, NJ, USA, New
Brunswick, NJ; 7Fetal Surgeon Chief, Division of Fetal Medicine
and Surgery Director of the Maternal Fetal Care Center Director of
the Perinatal Surgery Fellowship Professor of Surgery, Boston
Children’s Hospital Harvard Medical School, Boston, MA

4:00 PM - 6:00 PM
Objective: The safety & efficacy of vaccination against COVID-
19 during pregnancy is crucial for not only current maternal
and fetal health, but public health policy and management with
future pandemics. To date, manymeta-analyses on the safety and
efficacy of COVID-19 vaccine were published with conflicting
results; we aimed to correct this crucial knowledge gap with the
current study.
Study Design: We conducted a systematic search of PubMed,
Scopus, Web of Science, and Embase from 01/01/2021 to
09/13/2023. We included 23 meta-analyses inclusive of over 200
studies and 1,300,000 gravidae with or without documented evi-
dence of COVID-19 vaccination. Meta-analyses were performed
using R to aggregate effect sizes, utilizing random-effects models.
Heterogeneitywas evaluated using the I2 statistic, and publication
bias was assessed with Egger’s test. PROSPERO registration:
CRD42024519174.
Results: COVID vaccination during pregnancy reducedmaternal
COVID-19 infection rates (Risk Ratio [RR] 0.41, 95% CI 0.30-
0.57), stillbirth (RR 0.75, 95% CI 0.58-0.98), PTB ≤37 wks (RR
0.92, 95% CI 0.86-0.99), congenital malformations (RR 0.83, 95%
CI 0.70-0.98), SGA neonates (RR 0.94, 95% CI 0.91-0.98), and
NICU admission (RR 0.91, 95% CI 0.85-0.97). No significant
risk differences were observed among other outcomes, with the
exception of a marginal increased risk of Cesarean delivery (RR
1.07, 95% CI 1.01-1.12; Table 1, Figure 1).
Conclusion: With the conduct of an umbrella review of com-
prehensive meta-analyses and including over 1.3M patients,
we demonstrate significant benefit towards vaccination at
no increased risk. The quantifiable benefits may aid shared
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decision-making and public health communications in this and
future pandemics.

1041 | Prenatal Aortic Coarctation Sign Screening Using
Automatic AI-Assisted Vessel Diameter Measurement

Guillaume Corda1; Remi Besson1; Nikola Matevski1; Guy
Vaksmann2; Julien Stirnemann3; Yves Ville4
1Sonio, Paris, Ile-de-France; 2Cabinet Vendôme, Lille,
Nord-Pas-de-Calais; 3Hôpital Necker Enfants Malades, Paris,
Ile-de-France; 4University and Necker-Enfants Malades Hospital,
Paris, Ile-de-France

4:00 PM - 6:00 PM
Objective: Aortic coarctation (AoC) is a congenital heart defect
characterized by hypoplasia of the aortic arch visible on the
3-vessel view (3VV). This study aims to (i) develop a pipeline
using artificial intelligence (AI) for automatic vessel diameter
measurement, (ii) assess whether vessel diameter is a reliable
predictor of AoC prenatally.
Study Design: An AI software (under development, not yet
FDA approved) trained on thousands of annotated images from
US and European sites is used for the automatic detection
and segmentation of the pulmonary artery (PA) and aorta (Ao)
on 2D 3VV images. Post-processing algorithms are applied to
achieve automatic and standardized diameter measurements.
The model’s performance is assessed on a test set of images
on which the models were not trained, consisting of 2548 non-
pathological images and 32 images from studies where AoC

was diagnosed prenatally by a multidisciplinary team (Hôpital
Necker, Paris).
Results: The models demonstrated high accuracy in vessel
diameter measurement. The sign used for AoC screening is the
diameter ratio of the PA to that of the Ao. With a ratio greater
than 1.6, an AoC should be suspected. This ratio is calculated
over the entire test set for the two populations, and a shift is
observed (Figure 1). For healthy data, the mean ratio is 1.2±0.3
mm, while for the pathological data, the mean ratio is 1.8±0.3
mm. Our method achieves a sensitivity of 71.9% and a specificity
of 87.8% for AoC sign screening.
Conclusion: This study validates AI’s potential for automatic
AoC sign screening. It offers a fast and reliable alternative to
manual measurement methods. However, the AP/Ao ratio alone
has limitations for screening CoA prenatally. Other indicators
should be investigated. This study used cases detected prenatally,
introducing a bias. Future work will look at cases that were
diagnosed postnatally.

1042 | Direct Dispensation of Prenatal Supplements with
Iron Among Pregnant People: a Cost-Effectiveness
Analysis

Helen Samuel1; Megha Arora2; Ashley E. Benson2; Aaron B.
Caughey2
1Oregon Health and Science University, Springfield, VA; 2Oregon
Health & Science University, Portland, OR

4:00 PM - 6:00 PM
Objective: Postpartum transfusion is a leading cause of severe
maternal morbidity in the United States, with pregnant individ-
uals with iron deficiency and/or iron deficiency anemia (IDA)
at increased risk. Despite early detection and treatment recom-
mendations to reduce prenatal iron deficiency and IDA, effective
strategies to overcome barriers to medication and supplement
access are less clear, and iron supplement adherence remains
suboptimal during pregnancy. This study compares the cost
effectiveness of directly providing versus recommending prenatal
iron.
Study Design: A decision-analytic model was constructed in
TreeAge to compare directly dispensing prenatal iron supple-
ments versus the standard protocol of recommending prenatal
iron supplements in a theoretical cohort of 1,514,784 pregnant
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individuals enrolled in Medicare annually. Probabilities, utilities,
and costs were derived from the literature. Outcomes included
costs, quality-adjusted life years (QALY), preterm deliveries,
neurodevelopmental disabilities, maternal postpartum anemia,
and postpartum transfusion for acute blood loss. We defined our
cost-effective threshold as 100,000 USD per QALY.
Results: Directly dispensing prenatal iron supplements resulted
in 62,600 fewer preterm deliveries, 52 fewer cases of neurodevel-
opmental disability, 75,683 fewer cases of maternal postpartum
anemia, and 54,010 fewer postpartum blood transfusions (Table
1) within our theoretical cohort. This intervention resulted
in an estimated 187,475 additional QALYs and cost savings
of $62,187,202,377 annually. Given the increase in QALYs and
cost savings, directly dispensing prenatal iron was a dominant
strategy.
Conclusion: In this study, directly dispensing prenatal iron
supplements to Medicaid-enrolled pregnant individuals was a
cost-effective strategy associated with reduced rates of adverse
perinatal outcomes. These findings support the implementation
of iron supplement provision at point of care prenatally to
improve adherence, maternal and child health outcomes, and
reduce healthcare expenditures.

1043 | Increased Risk of Major Fetal Anomalies in Cases of
Severe Placenta Accreta Spectrum

Helena C. Bartels1; Jennifer MWalsh2; Donal O’Brien2; Jennifer
Donnelly3; Stephen Carroll2; Heather Hughes2; Barbara
Cathcart2; Rhona Mahony2; Paul Downey2; Fionnuala M. M.
McAuliffe4; Siobhan Corcoran2
1University College Dublin, University College Dublin, Dublin;
2National Maternity Hospital, Dublin, Dublin; 3Rotunda Hospital,
Dublin, Dublin; 4UCD Perinatal Research Centre, University
College Dublin, Dublin 2, Dublin

4:00 PM - 6:00 PM
Objective: To evaluate the incidence of congenital fetal anomaly
in pregnancies with placenta accreta spectrum (PAS).
Study Design: This is a prospective cohort study of PAS cases
from January 2018–July 2024. Consecutive patientswith clinically
and histopathologically confirmed PAS were included. Ultra-
sound assessments were performed by fetal-medicine specialists
in a tertiary referral centre for PAS.
Results: 73 participants with a mean age of 36.0±3.6 met
inclusion criteria. In seven cases (9.5%), a major fetal congenital
anomaly in a euploid fetus was diagnosed, compared to a back-
ground rate of 3%. The anomalies diagnosed were as follows: two
major cardiac anomalies (hypoplastic left heart, right heart), two

tracheoesophageal fistula, one severe ventriculomegaly, one giant
omphalocele with hydrops, and one congenital diaphragmatic
hernia. No case was associated with an underlying genetic
diagnosis. In each case, clinical PAS findings were on the severe
end of spectrum,with low implantation in early pregnancywhich
evolved to intraoperative topography consistent with type 2L (low
lateral parametrial involvement) and 3 (low anterior cervical).
Conclusion: Severe PAS may be associated with a higher rate
of fetal congenital anomaly, which in our cohort were major
single structural anomalies without genetic associations. PAS
cases associated with congenital fetal anomalies were lateral
and cervical defects on the severe end of the spectrum. These
structural defects suggest fetal insult in early pregnancy from
5-9 weeks gestation. It is possible early implantation within a
previous uterine scar results in vascular disruption of embryonic
development and the subsequent development of structural fetal
anomaly. These cases present significant clinical challenges and
warrant specialist multi-disciplinary care to include neonatology
and paediatric surgery to ensure safe delivery timing to optimise
maternal health and fetal outcomes. PAS cases should have a
detailed fetalmedicine assessment in viewof the higher incidence
of fetal anomalies.
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1044 | Assessing the Impact of Early Pregnancy Air Travel
on First Trimester Miscarriage Rates

Hila Shalev-Ram1; Shai Ram2; bitya Nehuf3; Netanella Miller4;
Gal cohen5; Ron Sconman6; Gil Shechter Maor7; Tal
Biron-Shental1
1Meir Medical Center, Meir Medical Center, HaMerkaz;
2ICHILOV, Tel Aviv, HaMerkaz; 3Jerusalem University, Jerusalem,
Yerushalayim; 4Department of Obstetrics and Gynecology Meir
Medical Center, Kfar Saba, HaMerkaz; 5Meir Hospital, Meir
Hospital, HaMerkaz; 6Department of Obstetrics and Gynecology
Meir Medical Center, Kfar Saba, Yerushalayim; 7Meir Medical
Center, Kfar Saba, HaMerkaz

4:00 PM - 6:00 PM
Objective: Our study aimed to investigate the potential associa-
tion between air travel and spontaneous abortions in the general
population, addressing the limited and conflicting data currently
available on this subject.
Study Design: We conducted an observational retrospective
study using a large dataset comprising 469,976 live births and
76,556 spontaneous abortions from 2010 to 2019. We compared
singleton pregnancies that resulted in live births with those that
ended in spontaneous abortion in the first trimester, focusing on
air travel during the first trimester (4w0d - 13w6d) as the indepen-
dent variable. The primary outcome was spontaneous abortion.
A logistic regression model was used to analyze the association
between the outcome and the exposure. Adjusted odds ratios
(aOR) and 95% confidence intervals (CI) were reported.
Results: In this study, 427,727 live births (97.2%) and 12,263 (2.8%)
spontaneous abortions were recorded. Women who experienced
spontaneous abortions exhibited a higher incidence of air travel,
with 0.11% having traveled compared to only 0.04% among
those who delivered live births (P< 0.001). After adjusting for
confounding factors (as detailed in Table 1), the odds ratio for
spontaneous abortion was 5.20 (95% CI 4.38-6.33) for those who
traveled by air during early pregnancy.
Conclusion: Our study suggests that air travel during early
pregnancy is associated with a higher risk of spontaneous
abortion.

1045 | Utilizing the PEN-FAST Scoring Tool in Pregnant
Patients for Syphilis Management Complicated by
Penicillin Allergy

Hope Brandon1; Noelle Leung2
1University of Kentucky College of Pharmacy, Lexington, KY;
2University of Kentucky HealthCare, Lexington, KY

4:00 PM - 6:00 PM
Objective: Assess the PEN-FAST scoring tool in conjunction
with direct oral challenge to expedite appropriate syphilis treat-
ment in pregnant patients reporting a penicillin allergy without
increasing incidence of penicillin-related adverse reactions.
StudyDesign: This was a single center, retrospective, case cohort
study of pregnant patients with confirmed Syphilis requiring
treatment and a reported penicillin allergy between August 2022
through August 2023.
Results: There were six patients included in analysis. Three
patients had a PEN-FAST score of zero, two of whom had direct
de-labeling of the penicillin allergy while one patient had an oral
challenge followed by allergy de-labeling. Three patients had a
PEN-FAST score of three. One of these patients had a successful
oral challenge with subsequent penicillin allergy de-labeling,
one patient received an IV test dose followed by a continuous
penicillin infusion and subsequent penicillin allergy de-labeling,
and one patient required admission to the intensive care unit for
desensitization. All patients were successfully treated for syphilis
with penicillin without adverse drug reactions, with only one
requiring desensitization. Overall, four out of six patients had
their penicillin allergy successfully de-labeled as one patient
had a true allergy and one declined de-label. Patients with a
documented penicillin allergy had a significant delay in time to
treatment compared to patients without a documented penicillin
allergy presenting with syphilis during the same time period.
Conclusion: Overall, the PEN-FAST assessment was an efficient
and safe tool for stratifying risk of penicillin allergies within this
cohort of patients. The clinical impact of this assessment includes
decreased utilization of healthcare resources and improved time
to treatment for pregnant patients with syphilis. The PEN-FAST
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scoring tool in combination with direct oral challenge when
needed, resulted in the safe, effective, and timely treatment of six
pregnant patients with syphilis.

1046 | Disposition Index as a Predictor of Diabetes
Development inWomen with Gestational Diabetes

Hiroshi Yamashita1; Harumi Kanzawa1; Ichiro Yasuhi2
1NHO Nagasaki Medical Center, Omura City, Nagasaki; 2NHO
Nagasaki Medical Center, Omura-City, Nagasaki

4:00 PM - 6:00 PM
Objective: Gestational diabetes mellitus (GDM) increases the
risk of developing type 2 diabetes mellitus (DM) postpartum. The
disposition index (DI), reflecting pancreatic beta-cell function in
response to insulin resistance, is a potent predictor of diabetes
development outside pregnancy. This study aimed to evaluate the
utility of early postnatal DI in predicting DMdevelopment within
three years postpartum in women with GDM.
Study Design: This prospective cohort study included singleton
pregnant Japanese women diagnosed with GDM during preg-
nancy. An oral glucose tolerance test (OGTT) was conducted at
6 to 9 weeks postpartum and repeated every 6 to 12 months.
The primary outcome was the development of DM within three
years postpartum. Using early postpartum OGTT results, we
calculated the Matsuda index (MI) and AUCins/AUCglu (area
under the curve of insulin/glucose) over 120 minutes as indices
of insulin sensitivity and secretion, respectively, and DI (MI x
AUCins/AUCglu). We examined the association between DI and
DM development, adjusting for potential confounders including
age, family history of DM, insulin treatment during pregnancy,
obesity, and breastfeeding.
Results: Among 363 women with GDM (mean age 34 ± 5
years, prepregnancy BMI 23.7 ± 5.0), 14 developed DM (3.9%).
DI was significantly lower in the DM group compared to the
non-DM group (1.17 ± 0.30 vs. 1.83 ± 0.65, p < 0.01). A low
DI was significantly associated with DM development (Figure).
Women with a DI less than 1.58, derived from the receiver
operating characteristic curve, had significantly higher odds of
developing DM (crude odds ratio 20.6, adjusted odds ratio 12.5;
95% confidence intervals 4.0-376.3 and 2.3-234.6, respectively).
Neither MI nor AUCins/AUCglu was significantly associated
with DM development.
Conclusion: In Japanese women with GDM, early postnatal
DI is a significant predictor of DM development within three
years postpartum. Women who developed DM already had
impaired beta-cell response to insulin resistance during the early
postpartum period.

1047 | Association between Psychopharmacotherapy and
Excessive Gestational Weight Gain

Insaf Kouba1; Frank I. Jackson2; Nathan A. Keller2; Luis A.
Bracero2; Matthew J. Blitz2
1Northwell, St. Petersburg, FL; 2Northwell, New Hyde Park, NY

4:00 PM - 6:00 PM
Objective: To determine the relationship between use of medica-
tions to treat mood disorders (psychopharmacotherapy, PPT) and
excessive gestational weight gain (EGWG).
Study Design: This retrospective cohort study included all
pregnant patients who delivered live, term, singleton new-
borns at seven hospitals within a large health system in New
York from 2019-2023. Patients with missing GWG data were
excluded. The primary exposure was prenatal exposure to PPT
(yes/no), which included selective serotonin reuptake inhibitors
(SSRIs), serotonin-norepinephrine reuptake inhibitors (SNRIs),
dopamine-norepinephrine reuptake inhibitors (DNRIs), benzodi-
azepines, and others. The primary outcome was EGWG (yes/no),
defined as weight gain exceeding the upper limit recommended
by the Institute of Medicine based on pre-pregnancy BMI. Multi-
ple logistic regression was performed to evaluate the association
between PPT and EGWG, adjusting for covariate factors.
Results: A total of 87,385 pregnancies were included for analysis
and EGWG occurred in 49.50% (n = 43,261). Patients with mental
health conditions had EGWG more often than patients without
such conditions (49.3% vs. 54.3%, respectively; aOR 1.26, 95%
CI 1.10-1.45). Among the individual PPT categories, only SSRI
monotherapy was associated with increased odds of EGWG (aOR
1.21, 95% CI 1.09-1.33) compared to patients without a mental
health disorder. Patients taking two medications had higher odds
of EGWG (aOR 1.62, 95% CI 1.23-2.16) than those taking one
medication (aOR 1.11, 95% CI 1.03-1.20). Regression results are
shown in Figure.
Conclusion: Pregnant patients with mental health disorders are
at higher risk for EGWG, especially those treated with SSRIs and
those receiving multiple PPT medications. Our findings suggest
that the type of PPT affects GWG, underscoring the need for
tailored management strategies to mitigate excessive weight gain
in these patients
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1048 | Patient-reported Outcomes of Iron-Deficiency
Anemia Treatment in Pregnancy: a Mixed Methods
Analysis

Irogue I. Igbinosa1; Ijeoma Iweakogwu1; Elizabeth B. Sherwin1;
Sabrina Montgomery2; Caroline Berube1; Deirdre J. Lyell1
1Stanford University, Palo Alto, CA; 2Charles R. Drew University of
Medicine and Science, College of Medicine, Inglewood, CA

4:00 PM - 6:00 PM
Objective: Iron deficiency anemia (IDA) in pregnancy is com-
mon, yet patient-reported outcomes on IDA treatment are
limited. Our objective is to determine whether intravenous iron,
compared with oral iron, improves patient-reported outcomes in
the treatment of iron-deficiency anemia (IDA) in pregnancy.
Study Design: We conducted a randomized controlled trial of
pregnant patients with laboratory-confirmed IDA comparing IV
ferumoxytol to oral ferrous sulfate. We assessed patient-reported
outcomes with a modified short-form validated survey and free
text feedback using a mixed methods approach. We compared
the changes in survey domain scores (scale of 0-100) in general
health, physical functioning, role limitations due to physical
health, and energy/fatigue from study initiation to 4 weeks
between treatment groups. We analyzed free-text responses with
inductive thematic analysis and compared qualitative themes
with quantitative results. Adverse side effects were monitored by
survey and a Data Safety Monitoring Board.
Results: Among the 61/80 (76% of the total study) participants
who responded to the 4-week survey, participants in the IV
ferumoxytol group noted improvements in energy/fatigue, with
a median increase of 10 points over 4 weeks compared to no
change in the oral ferrous sulfate group (p = 0.018) (Table 1).
There were no changes in general health, physical functioning, or
role limitations due to physical health at 4 weeks post-treatment
in either study group. Thematic analysis of free text responses
revealed that patients generally favored IV iron (preferred IV
treatment despite randomization, more energy and effectiveness,
and fewer side effects) and desired anemia management (follow-
up of their hemoglobin levels) (Table 2). Analysis of quantitative

and qualitative data reinforced patient preference for IV iron.
There were no serious adverse events during the study period.
Conclusion: IV iron significantly improved patient-reported
outcomes in quality of life, specifically more energy and less
fatigue, compared to oral ferrous sulfate.

1049 | Relationship Between Patient Trust and Adverse
Perinatal Outcomes Among Black andWhite Pregnant
Patients

Jacklyn M. Locklear1; Madison Lanza, N/A2; Ateshi Bhatt3;
Briasha Jones3; Emily Rebowe3; Annie Talbot4; Andrew G.
Chapple4; Jill M. Maples5; Alicia Mastronardi6; Neelima
Sukhavasi4; Elizabeth F. Sutton3; Kaitlyn Taylor7
1University of Tennessee Graduate School of Medicine, Department
of OB/GYN, Knoxville, TN; 2LSU Health Science Center, Baton
rouge, LA; 3Woman’s Hospital, Baton Rouge, LA; 4LSU Health
Science Center, New Orleans, LA; 5University of Tennessee Health
Science Center, College of Medicine, Knoxville, TN; 6University of
Tennessee Graduate School of Medicine, Department of OB/Gyn,
Knoxville, TN; 7UAMS, UAMS/Little Rock, AR

4:00 PM - 6:00 PM
Objective: To evaluate trust in physicians among different self-
reported patient races and evaluate if trust was a contributing
factor to adverse perinatal outcomes by evaluating the interplay
of trust, patient race and a severe maternal morbidity composite.
Study Design: The 10-item Wake Forest Physician Trust Scale
(WFPTS) was administered to pregnant individuals from July
2021- January 2022 (score 10-50; higher scores indicating higher
trust) in an academic, primarily Medicaid-funded, OB/GYN
practice in Baton Rouge, Louisiana. The survey also included
demographic information including self-reported race, house-
hold income, and education. Pregnancy and delivery data were
abstracted from medical records and coded into a binary adverse
perinatal outcome. The composite outcome included any of the
following events: transfusion, hospital readmission, intensive
care unit admission, non-live birth, PPROM, and pre-term birth.
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Categorical variables were compared using Fisher exact tests and
continuous variables usingWilcoxon rank sum tests. Logistic and
Quasi-Poisson regressions were used to adjust for confounding
effects.
Results: Average WFPTS score was 40.1±4.7, indicating
moderate-high trust. There was no difference in trust scores
between Black patients compared to all other races (40.5±4.5 vs
39.4±4.9, p = 0.116), which held after confounding adjustment
for income, age, and education. The adverse perinatal outcome
composite occurred in 19% (n = 37) of the study cohort. There
were no significant associations between the composite adverse
outcome and patient race (aOR 1.65, 95% CI 0.64-4.28, p = 0.301)
or trust score (aOR 1.03, 95% CI 0.95-1.12, p = 0.451).
Conclusion: This study showed high levels of trust in physicians
across all racial groups. Neither trust score nor race was related to
adverse perinatal outcomes in our cohort.

1050 | Obesity Remains Associated with Cesarean Delivery
Despite Combined Cervical Ripening

Jacqueline J. Thompson1; Lisa D. Levine2; Celeste Durnwald1;
Rebecca F. Hamm2

1Hospital of University of Pennsylvania, Philadelphia, PA;
2University of Pennsylvania Perelman School of Medicine,
Philadelphia, PA

4:00 PM - 6:00 PM
Objective: Prior studies demonstrate that patients with obesity
have increased risk of cesarean delivery (CD) and longer induc-
tions of labor (IOL), however few studies have evaluated this in
the context of combination cervical ripening methods.
Study Design: This is a secondary analysis of prospective cohort
study of term, singletons with intact membranes and unfavorable
cervix undergoing standardized IOL at 2 sites from 2018-2022.
This analysis included only IOLs who utilized combined cervical
ripening (Foley + either misoprostol or oxytocin concomitantly).
Patients were stratified by BMI (< 35 vs. ≥35kg/m2). Primary
outcomes included CD and labor length. Poisson regression with
robust error variance was used to calculate adjusted relative risks
(aRR) for CD. Time-to-event regression analyses for labor length,
censored for CD, was modeled with a Cox proportional hazard
model. Secondary outcomes included time Foley in, time utilizing
misoprostol if applicable, dilation at and time to amniotomy, and
maximum dose of oxytocin.
Results: 4,263 patients were included (BMI< 35 = 2,819, ≥35
= 1,444). BMI groups differed by hospital site, race, insurance,
parity, diagnosis of diabetes and hypertension, modified Bishop
score, maternal age, gestational age, and IOL indication. Even
when controlling for differences between groups, patients with
BMI ≥35 had a 64% higher risk of CD than those with BMI< 35
(24.0% v. 15.3%; aRR1.64[1.41-1.90]. BMI ≥35 was not associated
with differences in length of labor (HR 1.11[0.96-1.29]). While
patients with obesity had a similar time utilizing Foley and
misoprostol, they had longer time to and were less dilated at
amniotomy. Higher maximum oxytocin doses were also utilized
in those with BMI > = 35.
Conclusion: Even in the setting of combined cervical ripening
methods, patients with BMI ≥35 are at increased risk of CD,
although there is no difference in labor length. As our data
is indicative of lower success of ripening with BMI > = 35,
innovative solutions for IOL are needed to improve CD rate for
patients with obesity.
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1051 | Maximum Oxytocin Dose in Labor Induction and
Associated Pregnancy Outcomes in Nulliparous
Individuals

Jae Baek1; Marissa J. Berry1; Patrick Schneider2; Maged M.
Costantine1; William A. Grobman1; Heather A. Frey1
1The Ohio State University, Columbus, OH; 2The Ohio State
University, Wexner Medical Center, Columbus, OH

4:00 PM - 6:00 PM
Objective: Oxytocin is often used for induction of labor (IOL)
with a lack of evidence-based guidelines on its maximum dose.
In some institutions, 20 milliunits/minute (mU/min) is used as
a maximum dose due to concerns about adverse outcomes at
higher rates. We sought to evaluate the relationship between the
maximumdose of oxytocinwithmaternal and neonatal outcomes
in low-risk nulliparous individuals.
Study Design: This secondary analysis of the MFMU ARRIVE
trial included nulliparous individuals who underwent IOL. The
primary exposure was maximum oxytocin dose categorized as ≤

20 or > 20 mU/min. Logistic regression was used to adjust for
gestational age, bodymass index, inductionwithoutmedical indi-
cation, Bishop score on admission, and hypertensive disorders of
pregnancy.
Results: Of the 3,565 participants included in this secondary
analysis, 2,673 (75%)were exposed to amaximumdose of oxytocin
of ≤ 20 mU/min and 892 (25%) were exposed to a maximum
dose of > 20 mU/min. Those who were exposed to > 20 mU/min
of oxytocin had a greater median BMI (p< 0.001) and a lower
Bishop score on admission (p< 0.001) (Table 1). Duration from
initiation of oxytocin to delivery was longer in the higher-dose
group compared to the lower-dose group (median[IQR] ≤ 20
mU/min: 12.1[8.2-17] vs. > 20 mU/min: 21.2 [15.9-257] hours; p<
0.001). Individuals exposed to < 20 mU/min of oxytocin had
higher rates of cesarean delivery (adjusted odds ratio [aOR] 1.23,
85%CI 1.01-1.48), cesarean deliver for labor dystocia (aOR 1.63,
95%CI 1.28-2.07), and postpartum hemorrhage (aOR 1.51, 95%CI
1.09-2.09) (Table 2). There was no difference in rates of cesarean
delivery for non-reassuring fetal status (aOR 0.80, 95%CI 0.62-
1.03), NICU admissions (aOR 1.03 95%CI 0.82-1.30), or neonatal
adverse outcomes (aOR 0.97, 95%CI 0.68-1.39).
Conclusion: This analysis showed no difference in rates of
cesarean delivery for non-reassuring fetal status or adverse
neonatal outcomes at oxytocin rates > 20 mU/min, suggesting
that 20 mU/min should not be used as a maximum dose during
IOL of nulliparous individuals.

1052 | Assessment of Disparities in Cerclage Placement
Among Individuals with a History of Preterm Birth

Jamie Green; Sarah H. Abelman; Frank I. Jackson; Nathan A.
Keller; Julie Chen; Luis A. Bracero; Matthew J. Blitz
Northwell, New Hyde Park, NY

4:00 PM - 6:00 PM
Objective: To evaluate the association between rates of cerclage
placement and race and ethnicity group, primary language, and
insurance type among patients with a history of preterm birth.
Study Design: This was a retrospective cohort study within a
large healthcare system inNewYork. Patients withwere included
who had screening cervical length measurements between 16
weeks 0 days and 23 weeks 6 days of gestation and a history
of preterm birth due to any indication. Multivariate logistic
regression was used to compare rates of cerclage placement by
race and ethnicity group, English as primary language, Medicaid
insurance, and the presence of a very short cervix < 10mm. All
statistical analyses were performed in R 4.3.1.
Results: A total of 3,988 pregnancies in patients with a history
of preterm birth were included. A cerclage was placed during
1228 (30.8%) of these pregnancies, and not in the remaining
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2760 (69.2%). There were no significant differences in the rates
of cerclage placement based on race and ethnicity groups,
primary language, or insurance type. Very short cervical length (<
10mm) was associated with a significantly higher rate of cerclage
placement (aOR 4.04, 95% CI 2.97-5.51).
Conclusion: Systemic disparities in rates of cerclage placement
among patients with a history of preterm birth on the basis of
race and ethnicity group, primary language, and insurance type
were not identified in this cohort. Patients with a history of
preterm birth and a cervical length < 10mm have increased odds
of receiving a cerclage.

1053 | Migrating while Pregnant: A Qualitative Study of
Immigration and Obstetric Health

Jecca R. Steinberg1; Hebron Kelecha1; Madeline F. Perry1; Allie
Valenzuela1; Nivedita Potapragada1; Erica O’Neill2; Ashish
Premkumar3; Lynn M. Yee1
1Northwestern University Feinberg School of Medicine, Chicago,
IL; 2Stroger Hospital Cook County, Chicago, IL; 3Pritzker School of
Medicine, University of Chicago, Chicago, IL

4:00 PM - 6:00 PM
Objective: The recent influx of migrants to select regions of the
United States (US) has reshaped the demographic landscape and
need for social and health services. We aimed to understand the
experiences of pregnant people during immigration and in the
domestic migration system.
Study Design: This qualitative study applied inductive methods
to explore the perspectives of pregnant and postpartum migrants
in Chicago, Illinois, a sanctuary city and frequent destination
for migrants transported from Texas. To design interviews, we
engaged with patients, advocates, physicians, nurses, and social

workers through community-based participatory methods. Par-
ticipants were recruited from a public hospital prenatal clinic and
completed validated demographic surveys and semi-structured
interviews in Spanish or English. We applied iterative coding of
transcripts to develop a codebook, evaluate interrater reliability
(Cohen’s kappa >0.85), and analyze themes.
Results: Of 12 participants (ages 19-39), 11 identified as Latine
and one as Black. Six were in the third trimester, 5 in the second
and 1 postpartum. Half had attended or completed university
prior to migration. Most were publicly insured (7/12) and the
remainder were uninsured (5/12). Participants migrated from
Venezuela, Colombia, and Sierra Leone. Interviews revealed that
pregnant people face a number of health-harming migration-
related circumstances, including: (1) unique obstetric health
challenges during migration; (2) significant food insecurity; (3)
hazardous conditions in shelters; (4) family separation; (5) limited
access to income during pregnancy (largely due to the physically
demanding nature of work in the informal sector); and (6)
limited access to legal support (Table). When pregnant migrants
faced hardship, scarce options were available to improve their
circumstances and health.
Conclusion: Pregnant individuals migrating to the US face
unique challenges that may negatively influence obstetric health.
The current system for migrant support struggles to provide
basic obstetric necessities, such as adequate safety, nutrition, or
sanitation measures.
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1054 | PostpartumHospital use in the 90 days after
Delivery

Jecca R. Steinberg; Mahika Gopalka; Samanvi Kanugula; Lynn
M. Yee; Joe M. Feinglass
Northwestern University Feinberg School of Medicine, Chicago, IL

4:00 PM - 6:00 PM
Objective: We aimed to perform a health system-wide analysis of
sociodemographic, clinical, and hospital-level factors associated
with 90-day postpartum emergency department (ED) visits and
inpatient hospital admissions.
Study Design: This cross-sectional study of all 90-day post-
partum hospital ED visits and inpatient admissions (“90-day
readmission”) in a nine-hospital Midwest health system included
all births from 1/2018-6/2023. We applied a multilevel eco-social
framework to examine associations between factors in three
domains and 90-day readmission. Exposure variables included
sociodemographic (age, race/ethnicity, insurance, language, cen-
sus zip code percent poor households), clinical (body mass index
[BMI], severe maternal morbidity during delivery admission
[SMM], and other comorbidities), and hospital-level factors. We
applied bivariate and adjusted Poisson regression analyses.
Results: Of 104,076 deliveries, 6,879 (6.6%) were followed by
90-day readmission. In bivariate analysis, chronic hypertension,
substance use disorder, BMI >40, and SMM demonstrated the
strongest association with 90-day readmission (Figure). After
adjusting for all factors under investigation, of sociodemographic
factors, Medicaid insurance (adjusted incidence rate ratio [aIRR]
1.43; 95% confidence interval [CI] 1.34-1.45) and Black race
(aIRR 1.35; CI 1.25-1.46) were associated with the greatest 90-
day readmission risk. SMM remained most strongly associated
with 90-day readmission of any factor (aIRR 1.95; 95% CI 1.75-
2.18). Chronic hypertension (aIRR 1.59; CI 1.49-1.70) and BMI>40
(aIRR 1.52; CI 1.36-1.70) both had elevated 90-day readmission
risk. Primiparity and all other medical comorbidities had rela-
tively weaker associations (Figure). At the hospital level, delivery
at a suburban or community hospital was associated with greater
90-day readmission risk than delivery at the academic medical
center.
Conclusion: In this health system-wide analysis, 90-day read-
mission is driven by a combination of sociodemographic, clinical,
and hospital-level factors, underscoring the need for a compre-
hensive mitigation strategy.

1055 | Frequency and Type of Chromosome Abnormalities
in Stillbirths: Insights fromMore Than 4000 Cases

Vivienne Souter1; Katrina Merrion1; Madeleine Armer-Cabral1;
Katherine Howard1; Melda Balcioglu1; Kathryn J. Gray2; Peter
Benn3
1Natera, Inc., San Carlos, CA; 2University of Washington, Seattle,
WA; 3UCONN Health, Farmington, CT

4:00 PM - 6:00 PM
Objective: Approximately 1 in 166 pregnancies in theUS result in
stillbirth (fetal demise >20 weeks’ gestation) and only a minority
have a postmortem examination or genetic evaluation. Our
objective was to evaluate chromosomal abnormalities detected
by single nucleotide polymorphism (SNP)-based chromosomal
microarray (CMA) in products of conception (POC) from a large
cohort of stillbirths.
Study Design: Retrospective review of 4,990 fresh POC speci-
mens from singleton pregnancies at ≥ 20 weeks’ gestation eval-
uated 2010-2022. Known pregnancy terminations and livebirths
were excluded (278 cases). Illumina CytoSNP-12b SNP-based
CMA was used to detect maternal cell contamination (MCC),
aneuploidy, triploidy, copy number variants (CNVs), uniparental
disomy (UPD), mosaicism, and parental origin of abnormalities.
Results: Of 4,712 samples, 244 (5.2%) had MCC and 37 (0.8%)
had an inconclusive result leaving 4,431 samples for analysis. Of
these, 517 (11.7%) were abnormal (Table). Median maternal age
was 30 and 31 years for normal and abnormal cases, respectively,
and median gestational age was 25 and 24 weeks. The percentage
of abnormal results increased with maternal age (p < 0.001) but
not gestational age (p = 0.34). Triploidy was not observed after
31 weeks’ gestation. Common autosomal trisomies (T21, T18, T13)
were present in 3.9%; monosomy X, 2.6%; CNVs with one or more
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regions involved, 3.2%; triploidy, 1.0%; and single chromosome
UPD, 0.2% (Table).
Conclusion: Here we report a large dataset of CMA analyses
in stillbirth. CMA was successfully performed in approximately
95% of cases (MCC explained most of those without a result).
More than 1 in 10 cases had an abnormal finding with a spectrum
of abnormalities intermediate between those seen in livebirths
and those present in early gestation miscarriages. Many of the
findings had implications for future reproductive risk. CMA was
useful across all maternal ages and all gestational ages at the time
of stillbirth.

1056 | Perinatal Outcomes in Patients with Diagnosed and
Undiagnosed Depression

Jessica Britt1; Moonseong Heo2; Lu Zhang2; Amy Crockett3
1Prisma Health, Prisma Health, SC; 2Clemson University,
Clemson, SC; 3Prisma Health and University of South Carolina
School of Medicine, Greenville, SC

4:00 PM - 6:00 PM
Objective: Each year in the US, 20% of pregnant people suffer
from perinatal mental health conditions; up to 75% never receive
treatment. The adverse impact of undiagnosed depression is likely
underestimated. We aimed to examine the association between
diagnosed and undiagnosed depression and birth outcomes.
Study Design: This is a secondary analysis of the CRADLE
randomized clinical trial which compared birth outcomes in
group vs. individual prenatal care. Patients were included if they
completed the Center for Epidemiological Studies-Depression
(CES-D) tool and birth outcome data were available. A CES-D
score ≥23 was considered positive, and the clinical team was
blinded to results. Clinically diagnosed depression (CD) was
identified via chart review. Providers used patient history or
the Edinburgh Postnatal Depression tool if CD was suspected;
universal screening was not being utilized at the time. Patients
were classified based on CD during pregnancy and CES-D scores:
1) no depression (noCDandnegative CES-D; CON); 2) depression
(CD with any CES-D score; DIAG); 3) undiagnosed depression
(no CD but positive CES-D; CESD+). The primary outcome
was preterm birth (< 37 weeks). Secondary outcomes were low
birthweight (< 2,500g), NICU admission, and APGAR < 7 at 1
and 5 minutes. Multivariable logistic regression was performed
with CON as the reference and adjustments for race, maternal
age, nulliparity, and pregnancy intention.
Results: 1765 patients were included: 1380 (78%) in the CON
group, 202 (12%) in DIAG, and 184 (10%) in CESD+. CESD+

patients were more likely to be younger, Black, nulliparous,
and have an unintended pregnancy (Table 1). CESD+ patients
had increased odds of preterm birth (OR 2.50, 95% CI 1.53-
4.10) compared to CON. CESD+ patients had increased odds
of all secondary outcomes compared to CON while DIAG had
increased odds of low birthweight and NICU admission (Table 2).
Conclusion: Diagnosed and undiagnosed depression is associ-
ated with adverse birth outcomes. Increased screening efforts
using validated instruments during pregnancy are warranted and
may help improve racial equity.

1057 | Healthy Placental or Umbilical Cord Stem Cell
Extracellular Vesicles Restore Preeclamptic Cells to
Normal Function

Jessica Greenberg1; Shauna F. Williams2; Lauren Sherman3;
Pranela Rameshwar3; Bobak Shadpoor3
1Rutgers New Jersey Medical School, South Orange, NJ; 2Rutgers
New Jersey Medical School, Newark, NJ; 3Rutgers, Rutgers, NJ

4:00 PM - 6:00 PM
Objective: Preeclampsia (PE) contributes to pregnancy-related
morbidity and mortality, with inflammation a critical factor in
PE pathophysiology. Healthy placenta mesenchymal stem cells
(P-MSC) mitigate inflammation. Our group reported on PE P-
MSC dysfunction, characterized by decreased anti-inflammatory
licensing, cell cycle dysregulation, and reduced immune sup-
pressive cytokine production. Aspirin (ASA) treatment remedied
these via epigenetic reprogramming. This study hypothesized
extracellular vesicles (EV) from healthy P-MSCs or umbilical
cord (UC) blood could reset PE P-MSCs to a healthy pheno-
type, improving cell cycle dysregulation and anti-inflammatory
capacity.
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Study Design: P- and UC-MSCs were isolated from healthy
and PE pregnancies at delivery. EVs from healthy MSCs were
isolated by differential ultracentrifugation and quantified. PE P-
MSCs were exposed to EVs or treated with 1mM ASA for 48h.
P-MSCs were added as third-party cells in mixed lymphocyte
reaction (MLR) to assess anti-inflammatory capacity. Treated P-
MSCs were analyzed for the epigene regulator TDG and cell cycle
linked CDK4, p21, and p53 proteins.
Results: EV- and ASA-treated PE P-MSC suppressedMLR to lev-
els of healthy P-MSCs. While ASA increased p21, p53, and TDG,
and decreased CDK4, EV treatment decreased their expression.
Of note, p53 and TDG remained elevated as compared to healthy
P-MSCs while p21 was decreased.
Conclusion: PE P-MSC can be restored towards healthy anti-
inflammatory function. The healthy EVs reduced PE-MSC cell
cycle with evidence of changes in DNA methylation regulation.
These findings are consistentwithMSCs exhibiting tissuemainte-
nance during insult. In total, healthy P-MSC EVs may restore the
function of PE P-MSCs, as well as other insults during pregnancy.
These findings suggest off-the-shelf availability of EVs to treat PE.
Combined with prior data on ASA restoring MSC function, this
study furthers our understanding of possible methods to reduce
PE via anti-inflammatory modality.

1058 | Development and Validation of Ensemble Model for
Fetal Birthweight Prediction in Third-Trimester Pregnant
Women

Jing Gao1; Zhongzhou Xiao2; Jie Xu2; Weiwei Cheng3
1International Peace Maternity and Child Health Hospital,
Shanghai, Shanghai; 2Shanghai Artificial Intelligence Laboratory,
Shanghai, Shanghai; 3International Peace Maternal and Child
Health Hospital, Shanghai, Shanghai

4:00 PM - 6:00 PM
Objective: On the basis of clinical big data, we aim to develop
a machine learning (ML) model for accurate prediction of birth
weight in the third trimester of pregnancy, which can help reduce
adverse maternal and fetal outcomes.
Study Design: From 1 January 2018 to 31 December 2019, a
retrospective cohort study involving 16655 singleton live births
without congenital anomalies (> 28 weeks of gestation) was
conducted in a tertiary first-class hospital in Shanghai. The initial
set of data was divided into a train set for algorithm development
and a test set on which the algorithm was divided in a ratio
of 4:1. We extracted maternal and neonatal delivery outcomes,
as well as parental demographics, obstetric clinical data, and
sonographic fetal biometry, from electronic medical records.
Five basic machine learning algorithms, including Ridge, SVM,
RandomForest, XGBoost, andMulti-Layer Perceptron, were used
to develop the prediction model, which was then averaged into
an ensemble learning model. The models were compared using
accuracy,mean squared error, rootmean squared error, andmean
absolute error.
Results: Train and test sets contained a total of 13324 and 3331
cases, respectively. From a total of 59 variables, we selected
17 variables that were readily available for the “few feature
model” which achieve high predictive power with an accuracy
of 81.84% and significantly exceeds ultrasound formula methods.

In addition, our model maintained superior performance for low
birth weight and macrosomic fetal populations.
Conclusion: Our research investigated an innovative artificial
intelligence model for predicting fetal birthweight and maxi-
mizing healthcare resource utilization. In the era of big data,
our model improves maternal and fetal outcomes and promotes
precision medicine.

1059 | Increased BMI Associated with Decreased
Breastfeeding Initiation in Million Veteran Program
Participants

Joanna Lankester1; Rodrigo Guarischi-Sousa2; Austin T.
Hilliard2; Labiba Shere2; Marya Husary2; Susan Crowe3; Philip
S. Tsao2; David H. Rehkopf3; Themistocles L. Assimes2
1Palo Alto Veterans Affairs/Stanford University, Palo Alto, CA;
2Palo Alto Veterans Affairs, Palo Alto, CA; 3Stanford University,
Stanford, CA

4:00 PM - 6:00 PM
Objective: Breastfeeding has been associated with maternal and
infant health benefits but has been inversely associatedwith body
mass index (BMI) prepartum. Breastfeeding and BMI are both
linked to socioeconomic factors. The objective of this study was
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to disentangle the underlying biological association between BMI
and breastfeeding initiation using a genetic predictor of BMI.
Study Design: Data from parous female participants with
available breastfeeding information from the Million Veteran
Program cohort was included (n = 20,375). BMI at enrollment
and earliest BMI available were extracted, and polygenic scores
(PGS) for BMIwere calculated.Wemodeled breastfeeding for one
month or more as a function of BMI at enrollment; earliest BMI
where available pre-pregnancy; and PGS for BMI. We conducted
Mendelian randomization for breastfeeding initiation using PGS
as an instrumental variable.
Results: A higher BMI predicted a lower likelihood of breast-
feeding for one month or more in all analyses. A +5 kg/m2 BMI
pre-pregnancy was associated with a 24% reduced odds of breast-
feeding, and a+5 kg/m2 genetically predicted BMIwas associated
with a 17% reduced odds of breastfeeding.
Conclusion: BMI predicts a lower likelihood of breastfeeding
for one month or longer. The impact of breastfeeding on later
BMI is an important future direction of research. Given the high
success of breastfeeding initiation regardless of BMI in support-
ive environments as well as potential health benefits, patients
with elevated BMI may benefit from additional postpartum
breastfeeding support.

1060 | Concordance of Maternal GBS DNA-PCR
Rectovaginal test at 36 weeks andMaternal/Neonatal
Testing at Delivery

Amanda Peña1; Meredith Rochon1; Guillermo De La Vega1; Kara
Madey2; Kyle Shaak3; Joanne N. Quiñones1
1Lehigh Valley Health Network, Allentown, PA; 2University of
South Florida Morsani College of Medicine, Tampa, FL; 3Network
Office of Research and Innovation, Lehigh Valley Health Network,
Allentown, PA

4:00 PM - 6:00 PM
Objective: GBS is an important cause of neonatal infectious
morbidity. Universal GBS screening via rectovaginal test in the
late third trimester, with intrapartum antibiotic prophylaxis if
GBS positive, decreases the risk of neonatal GBS infection. The
effectiveness of this strategy depends on the predictive nature
of this result, and GBS point-of-care (POC) testing at the time
of delivery admission has been proposed as a possible strategy
to further decrease neonatal risk. The goal of this study was to
determine discordance between a negative GBS test at 36 weeks
and at the time of delivery using GBS DNA-PCR.
Study Design: Prospective pilot study of pregnant persons with
a negative GBS DNA-PCR rectovaginal test on routine screen at
36 weeks intending to deliver vaginally at the study institution
from 3/2023-4/2024. On admission for delivery, repeat maternal
rectovaginal GBS DNA-PCR was performed; immediately after
delivery, GBS DNA-PCR testing was performed on the placenta
and neonatal ear. Results were not disclosed to the clinical team
and intrapartum/neonatal care was otherwise routine. Primary
outcome was GBS positive rate. Planned sample size was 60.
Study supported by an institutional grant.
Results: 39 patients were enrolled; 9 did not complete the
study (tests not performed as planned, subject withdrew or
delivered elsewhere) for 30 completed subjects. Recruitment was
terminated early due to slow enrollment. Most subjects were
White (80.0%), non-Hispanic (86.7%), and multiparous (60.0%),
Table. Mean gestational age at delivery was 40.3±0.68 wks and
93.3% delivered vaginally. Of the 90 GBS DNA-PCR study tests
performed, 2/90 (2.2%) were positive in 2 different patients–1
maternal rectovaginal and 1 neonatal ear–for a GBS positive rate
of any result in 2/30 (6.7%) patients. There were no cases of
neonatal GBS sepsis.
Conclusion: Maternal and neonatal GBS DNA-PCR testing
results done at 36 weeks and at the time of delivery are highly
concordant. Our findings suggest that the addition of GBS POC
testing at the time of delivery admission is likely low yield and
would add additional cost.
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1061 | How does Needing an Interpreter Affect Outcomes
among Primarily Non-English Speaking Patients?

Jocelyn Reckford1; Nandini Raghuraman1; Antonina I. Frolova2;
Amanda C. Zofkie1; Sherri Jackson1; Katherine H. Bligard1;
Jeannie C. Kelly1
1Washington University School of Medicine in St. Louis, St. Louis,
MO; 2Washington University School of Medicine, St. Louis, MO

4:00 PM - 6:00 PM
Objective: The need for interpreter services has been linked to
poor health outcomes but remains understudied in the obstetric
population. We sought to compare outcomes among patients
whose primary language was not English between those who
used an interpreter and those who did not.
Study Design: We performed a retrospective cohort study of
all patients delivering at an urban tertiary care center between
2021-2023 who self-reported their primary language as anything
other than English. Patients were dichotomized between those
who used an interpreter versus those who did not; all patients
with non-English as a primary language are offered interpreter
services. Our primary outcomes were mode of delivery, gesta-
tional age at delivery, and low birth weight (LBW, < 2500g);
secondary outcomes included postpartum hemorrhage (PPH),
shoulder dystocia, APGAR at 5minutes, and perineal lacerations.
Mann-Whitney U, chi-square, fisher exact, and multivariable
logistic regression were performed appropriately.
Results: 767 patients reported a primary language other than
English; 396 (51.6%) did not use an interpreter and 371 (48.4%)
did. There were lower rates of Hispanic ethnicity (28% vs 43%,
p< 0.001) and gestational hypertension (11% vs 16%, p = 0.010),
and higher rates of pre-existing diabetes (4.3% vs 1.3%, p = 0.035)
among patients who used interpreters, as well as differences
in self-reported race between groups (Table 1). There were no
differences in age, parity, BMI, or rates of chronic hypertension.
Gestational age at delivery and LBW did not differ between

cohorts (Table 2); most patients delivered at term with birth-
weights >2500g. However, there were increased odds of cesarean
(aOR 1.08, 95% CI 1.02-1.14) and PPH (aOR 1.61, 95% 1.43-1.82) in
the cohort who used an interpreter.
Conclusion: For delivering patients whose primary language
was not English, needing an institutional interpreter was asso-
ciated with a higher risk of cesarean delivery and PPH. These
results suggest that language barriers in the labor unit are an
important target to improve outcomes, especially for those who
require an interpreter.

1062 | Routine Genetic Carrier Screening Practices During
Prenatal Care and Perceptions Regarding Expanded
Carrier Screening

Joseph Levy1; Carolyn Chatterton2; Melissa Hicks3; Devika
Maulik1
1University of Missouri-Kansas City, Kansas City, MO; 2Detroit
Medical Center/Wayne State University, Detroit, MI; 3Detroit
Medical Center / Wayne State University, Detroit, MI

4:00 PM - 6:00 PM
Objective: The American College of Obstetricians and Gynecol-
ogists (ACOG) and the American College of Medical Genetics
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(ACMG) disagree on prenatal genetic carrier screening (GCS)
guidelines. ACOG recommends routine screening for 2 genes plus
risk based screening, while ACMG recommends screening for
genes with a ≥1/200 carrier frequency. We sought to understand
current GCS practices, and perceptions of expanded genetic
carrier screening (EGCS).
StudyDesign: An electronic surveywas distributed to obstetrical
providers, including Ob/Gyns, midwives, and medical students.
For statistical analysis, logistic regression was used.
Results: 210 responseswere recorded from37 states. Themajority
of responses were from providers in Michigan (20%, n = 42),
in an urban setting (49.5%, n = 104), and practicing as Ob/Gyn
physicians (81.9%, n= 172) or Maternal Fetal Medicine physicians
(14.8%, n = 31). For a low risk prenatal patient, providers reported
screening for a wide range of genes (1-445 genes, Fig. 1). Most
reported screening for 14 genes (n = 49, 23.3%), followed by 4
genes (n = 33, 15.7%). A minority of providers deviate from this
practice, with some (4.6%) basing the gene number on patient
preferences, while others (5.7%) routinely screen for >100 genes;
furthermore, 12.9% of providers were unsure of the number
screened (Fig. 1). Overall, 62.4% (n = 131) of respondents support
expanding ACOG recommendations for routine GCS for low risk
PNC. Increased provider comfort level for counseling patients on
GCS results was significantly associated with increased support
for EGCS (p = 0.02) (Fig. 2). Perceived barriers to integrating
EGCS include concerns about patient cost, a lack of appropriate
pre and post-test counseling, and clinic logistics.
Conclusion: There is significant heterogeneity in current GCS
practices among obstetrical providers. The majority of respon-
dents support an updated ACOG practice guideline for EGCS.
Given the rapidly changing landscape of genetic technology and
reproductive choice, increased provider education is paramount
to overcome potential barriers to implementing EGCS and
achieving equitable PNC.

1063 | Risk Of Severe Maternal Morbidity andMortality
Among Pregnant Patients with Chronic Kidney Disease

Joyce H. Xu1; Isabella Toledo2; Emily A. DeFranco3; Carri
Warshak1; Heather N. Czarny1; Robert M. Rossi1
1University of Cincinnati College of Medicine, Cincinnati, OH;
2Indiana University School of Medicine, Indianapolis, IN;
3Department of Obstetrics and Gynecology, University of Kentucky,
Lexington, KY

4:00 PM - 6:00 PM
Objective: Chronic kidney disease (CKD) is a significant cause
of adverse obstetric outcomes, yet few studies assess the risk of
severe maternal morbidity (SMM) among those with CKD. We
evaluated the prevalence and association of CKD with SMM.
StudyDesign: This was a population-based, retrospective cohort
study of U.S. delivery hospitalizations from 2010-2020 utilizing
the National Inpatient Sample database. Patients were identified
as having a delivery hospitalization, CKD, and SMM using Inter-
national Classification Diagnoses codes (9th and 10th edition).
The primary outcome of SMM was defined by the Centers for
Disease Control and Prevention criteria. Multivariate logistic
regression analyses were used to estimate adjusted relative risks
(aRR) and 95% confidence intervals (CI). Subgroup analyses
were performed by CKD subtype, stage, race and ethnicity, and
individual SMM indicators.
Results: Among 38,374,326 parturients, 77,210 (0.2%) had CKD.
CKD was associated with an increased risk of SMM (aRR 7.2,
95% CI 6.7-7.6) and maternal death (aRR 4.6, 95% CI 3.2-6.4).
Increased risk of SMM was associated with all CKD subtypes,
stages, and a history of renal transplant. Those with CKD were at
the highest risk for acute renal failure (aRR 24.4, 95% CI 22.2-26.8)
and sepsis (aRR 9.3, 95% CI 7.9-11.0) (Table 1). Black individuals
had a higher adjusted population attributable fraction between
SMM and CKD (3.8%, 95% CI 3.5-4.1). Maternal death was
significantly associated with diabetic nephropathy, renovascular,
and obstructive or unspecified CKD (aRR 7.3-14.1), aswell as CKD
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stages 3-5 (aRR 15.5-32.6). The risk of SMM and maternal death
was similar in those with a history of renal transplant and those
with stage 1 CKD (Figure 1). The number needed to treat with
renal transplant to prevent one SMM event or maternal death in
those with stages 3-5 CKD was 2.6 (95% CI 2.4-2.9) and 45.0 (95%
CI 31.0-82.0), respectively.
Conclusion: CKD in pregnancy was significantly associated
with SMM, mortality, and other adverse perinatal outcomes,
warranting close surveillance andmultidisciplinarymanagement
throughout pregnancy.

1064 | Effect of Intraoperative Sublingual Nitroglycerin on
Active Segment Uterine Incision Rate in Preterm
Cesarean Delivery

Judy Jiang1; Alexandra L. Berra2; Megan Breen3; Brittany
Butler4; Anna Rybinska-Campbell5; Angela Ranzini6
1Case Western Reserve University/Metrohealth, Cleveland, OH;
2Case Western Reserve University Metrohealth Medical Center,
Cleveland, OH; 3Ohio State University, OH; 4Saint Peter’s
University Hospital, Saint Peter’s University Hospital, NJ;
5Metrohealth, Cleveland, OH; 6The MetroHealth System,
Cleveland, OH

4:00 PM - 6:00 PM
Objective: Active segment uterine incisions, including classical,
T-shaped and high transverse incisions are often performed
during preterm cesarean deliveries (CD). These uterine incisions
increase the risk of maternal morbidity with longer operative
time, increased blood loss, and rate of uterine dehiscence in
future pregnancies compared to lower segment uterine incisions.
Patients with uterine incisions in the active segment are also
not candidates for future trials of labor. Nitroglycerin is known
to cause uterine relaxation and has been used in cases of
uterine inversion and Bandl’s rings. Our primary aim was to
determine if intraoperative sublingual nitroglycerin is associated
with decreased active segment uterine incision rate in patients
undergoing CD prior to 30 weeks of gestation. Secondary out-
comes includedmaternal blood loss, umbilical artery pH, and five
minute APGAR scores.
Study Design: In this case control study, patients with singleton
pregnancy between 22 weeks 0 days and 29 weeks 6 days of
gestation undergoing CD at two community-based hospitals were
compared between the years of 2017 and 2023. Maternal and
neonatal variables were collected and analyzed using equality of
means, Mann-Whitney U tests as appropriate.
Results: Patients who received nitroglycerin (n = 26) were
compared with patients at the same week of gestation who did
not receive nitroglycerin (n = 26) during cesarean delivery. The
rate of active segment uterine incisionwas lower in the group that
received nitroglycerin intraoperatively (26.9%) compared to the
group that did not (61.5% p= 0.012). Quantitative blood loss (QBL)
was significantly decreased in patientswho received nitroglycerin
with a mean QBL of 583mL compared to 794mL in patients who
did not (p= 0.002). Neonatal outcomes including umbilical artery
pH andAPGAR scoreswere not found to be significantly different
between the two groups.
Conclusion: Intraoperative nitroglycerin administration was
associated with a lower rate of active segment uterine incision
in patients undergoing CD and decreased maternal blood loss.
Neonatal outcomes were similar between groups.

1065 | Factors Associated with Exclusive Formula Feeding
in Individuals with History of Diabetes in Pregnancy

Julia Sroda Agudogo1; Krysten North2; Chloe Zera1; Stephen
Wagner1; Anna M. Modest1
1Beth Israel Deaconess Medical Center, Boston, MA; 2Brigham and
Women’s Hospital, Boston, MA

4:00 PM - 6:00 PM
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Objective: Infants of those with diabetes are less likely to be
breastfed despite unique benefits in this population. Knowledge
of factors associated with exclusive formula feeding (EFF) would
enable identification of patients at high-risk of lactation diffi-
culties. Our objective was to investigate factors associated with
EFF in those with pregestational diabetes (PGDM) or gestational
diabetes (GDM).
Study Design: The United States Vital Statistics Birth Certificate
data was utilized in this retrospective cohort study. Singleton
pregnancies with PGDM or GDM from 2016-2022 were included.
Pregnancies with missing infant feeding and diabetes data were
excluded. We evaluated EFF risk at hospital discharge across
multiple maternal and neonatal characteristics and morbidity
within both groups. Composite maternal morbidity included
admission to ICU, blood transfusion, clinical chorioamnioni-
tis/fever, uterine rupture, unplanned hysterectomy, and perineal
laceration. Composite neonatal morbidity included admission to
NICU, APGAR score < 5 at 5 min, assisted ventilation > 6 hours
and neonatal seizure.
Results: Of the 1,796,752 births included, 227,948 (12.7%) had
PGDM and 1,568,804 (87.3%) had GDM. Demographic factors
associated with EFF included racial minorities especially non-
Hispanic Black, education less than college level, single marital
status, lack of prenatal care, smoking in pregnancy, underweight,
overweight and obesity within both groups (Table 1). EFF was
more likely after caesarean delivery and operative vaginal delivery
compared to vaginal delivery within both groups (Table 2).
Composite maternal morbidity, ICU admission and transfusion
were associated with increased EFF, while clinical chorioam-
nionitis/fever was not associated with increased EFF within both
groups. EFF was more likely within the setting of composite
neonatal morbidity or preterm delivery within both groups (Table
2).
Conclusion: This study demonstrates that several maternal and
neonatal risk factors are associated with EFF among those with
PGDM or GDM. There is a need for enhanced breastfeeding
support in this vulnerable population.

1066 | First Trimester Combined Screening for Preterm
Preeclampsia using the Fetal Medicine Foundation
Competing Risks Model

Juliana Martins1; Elizabeth Miller2; Michael Bittner2; Daniel L.
Rolnik3; Tetsuya Kawakita4
1Macon & Joan Brock Virginia Health Sciences Eastern Virginia
Medial School at Old Dominion University, Virginia Beach, VA;
2Macon & Joan Brock Virginia Health Sciences Eastern Virginia
Medial School at Old Dominion University, Norfolk, VA; 3Monash
University, Melbourne, South Australia; 4Macon & Joan Brock
Virginia Health Sciences Eastern Virginia Medical School at Old
Dominion University, Norfolk, VA

4:00 PM - 6:00 PM
Objective: To assess the performance of first trimester combined
screening using the Fetal Medicine Foundation (FMF) model for
the prediction of preterm preeclampsia in a U.S. population.
Study Design: This was a secondary analysis of the Nulli-
parous Pregnancy Outcomes Study: Monitoring Mothers-to-be
database. Diagnoses of chromosomal or structural fetal abnor-
mality, miscarriage, or fetal death before 24 weeks of gestation,
and those missing information regarding gestational age at
delivery or preeclampsiawere excluded. Variables in the FMF risk
calculation included maternal factors, mean arterial pressure,
biochemical markers, and uterine artery pulsatility index. We
assessed the model performance using the area under the curve
(AUC) of the receiver operating characteristic (ROC) curve using
a bootstrap method. The optimal cutoff point was determined
using Liu’s method and calculated sensitivity, specificity, positive
and negative predictive values (PPV, NPV), positive and negative
likelihood ratio (LHR), and odds ratio (OR). Goodness of fit was
evaluated by calibration plot.
Results: The study analyzed 8,675 nulliparous women, among
whom 2.18% had preterm preeclampsia. The ROC curve (Figure
1) revealed an AUC of 0.75, with a 95% confidence interval (CI)
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of 0.71 to 0.78 at the optimal cutoff point of 0.7%. Sensitivity of
the model was 64.0% (95% CI 56.7–70.9), and specificity was 72.5%
(95% CI 71.5–73.4). The PPV was 4.9% (95% CI 4.1–5.9), whereas
NPVwas 98.9% (95% CI 98.6–99.1). The positive LHRwas 2.3 (95%
CI 2.1–2.6), and the negative LHRwas 0.5 (95% CI 0.4–0.6). OR for
predicting pretermpreeclampsiawas 4.7 (95%CI 3.5–6.3). Overall,
the FMFmodel underestimated the risk of preterm preeclampsia
as shown by calibration plot (Figure 2).
Conclusion: The FMF combined screening algorithm demon-
strates a moderate ability to predict preterm preeclampsia in
a U.S. nulliparous population, indicating a fair discriminative
power. Ongoing prospective studies aim to validate this model
across diverse populations, potentially leading to more tailored
and effective pre-eclampsia prediction.

1067 | Association of CDC Social Vulnerability Index and
Adequate Prenatal Care

Julie Robin Dean1; Anna P. Staniczenko1; Kristin M. Voegtline2;
Charlene Thomas2; Steven Yen2; Evan Sholle2; Lauren M.
Osborne2; Heather S. Lipkind2; Moeun Son2
1Weill Cornell Medical College, New York, NY; 2Weill Cornell
Medicine, New York, NY

4:00 PM - 6:00 PM
Objective: Disparities in prenatal care (PNC) access are a major
public health issue.We aimed to evaluate the association between
the CDC Social Vulnerability Index (SVI) and receipt of adequate
prenatal care.
Study Design: This was a retrospective case control study of
patients delivered at 3 hospitals within a New York City health
system from 1/1/22 to 5/31/24 who had at least 1 completed PNC
visit at < 20 weeks’ gestation at an affiliated clinic. Data were
extracted from the electronic medical record. Outcomes were
based on the distribution of the number of outpatient PNC visit
encounters among the cohort: inadequate PNC was defined as
<8 visits (<25th percentile) and adequate PNC was defined as
>8 visits. The exposure of interest was CDC-defined SVI, which
was calculated using a validated technique for geocoding patient
addresses: FIPS codes were generated for the census tract and
block group of each patient’s home address to generate overall SVI
and SVI theme scores. SVI scores were converted into categorical
variables by quartiles signifying low to high social vulnerability.
Other sociodemographic, medical, and obstetric factors were
examined. Univariate andmultivariate logistic regressionmodels
were performed.
Results: Compared to those with adequate PNC, those with
inadequate PNC were more often Black, Hispanic, non-married,
and < 21 years old. Among the SVI quartiles, high vulnerability
SVI had the greatest number of patients with inadequate PNC
(40.0%). Compared to those with low SVI, patients withmid-high
and high SVI had the lowest odds of adequate PNC (respectively:
OR = 0.84, 95% CI 0.73, 0.96; OR = 0.67, 95% CI 0.58, 0.77). Of the
SVI themes, socioeconomic status and household composition
had the strongest associations with inadequate PNC.
Conclusion: Social vulnerability is associated with adequacy of
prenatal care. The CDC’s SVI may be a useful tool to identify
patients at risk of receiving inadequate prenatal care and linking
them to appropriate resources.
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1068 | Maternal Serum Leptin Level in Early-and
mid-Gestation as a Possible Marker of Fetal Adiposity

Junko Tamai1; Satoru Ikenoue1; Keisuke Akita1; Naotsugu
Ishikawa1; Yasuhiko Ogata1; Kaoru Kajikawa1; Yuka Fukuma1;
Yuya Tanaka1; Toshimitsu Otani2; Yoshifumi Kasuga1; Mamoru
Tanaka1
1Keio University School of Medicine, Shinjuku-ku, Tokyo; 2Keio
University School of Medicine, Nakano-ku, Tokyo

4:00 PM - 6:00 PM
Objective: Newborns exhibit substantial variation in fat mass
accretion, which extend into infancy andmetabolic dysregulation
in later life. Leptin is one of the adipokines related with lipid
metabolism, which affects birth weight and infant adiposity.
However, the association between maternal serum leptin and
fetal fat deposition remains unclear. This study aimed to inves-
tigate the association of maternal serum leptin in early- and
mid-gestation with fetal adiposity across gestation.
Study Design: A prospective cohort study was conducted in
95 singleton uncomplicated pregnancies. Maternal blood sample
was obtained at 10 and 24weeks’ gestation. Serum leptin level was
log transformed to be normally distributed. Fetal ultrasonography
was performed at 24, 30 and 36 weeks’ gestation. Estimated fetal
adiposity (EFA) was calculated as the average of standardized
z scores of arm percentage fat area, thigh percentage fat area
and anterior abdominal wall thickness as previously reported.
The association between maternal serum leptin and EFA was
examined using Pearson product moment correlation. Multiple
linear regression was conducted to quantify the association
between maternal serum leptin and EFA with adjustment for
potential confounding factors includingmaternal age, parity, pre-
pregnancy body mass index, gestational weight gain, and infant
sex.
Results: Maternal serum leptin was 20.0 ± 11.9 (mean ± S.D.)
and 22.8 ± 14.6 ng/ml at 10 and 24 weeks, respectively. Maternal
leptin levels were not associated with EFA at 24 and 30 weeks.
Maternal leptin at 10 weeks (r = 0.298, p = 0.005) and 24 weeks
(r = 0.361, p < 0.001) were associated with EFA at 36 weeks. After
controlling for the covariates, leptin at 10weeks (standardizedB=
0.317, p= 0.028) and 24 weeks (standardized B= 0.413, p= 0.004)
significantly correlated with EFA at 36 weeks.
Conclusion: Maternal serum leptin level in early- and mid-
gestation is associated with fetal fat deposition in late gestation.

Maternal serum leptin could be amarker for identifying increased
adiposity during intrauterine life.

1069 | Association of Cord Blood Cytokine Levels with
Fetal Adiposity Across Gestation

Junko Tamai1; Satoru Ikenoue1; Keisuke Akita1; Naotsugu
Ishikawa1; Yasuhiko Ogata1; Kaoru Kajikawa1; Yuka Fukuma1;
Yuya Tanaka1; Toshimitsu Otani2; Yoshifumi Kasuga1; Mamoru
Tanaka1
1Keio University School of Medicine, Shinjuku-ku, Tokyo; 2Keio
University School of Medicine, Nakano-ku, Tokyo

4:00 PM - 6:00 PM
Objective: Recent clinical and experimental evidence have
shown that the origins of obesity (i.e., increased adiposity)
can be, in part, traced back to intrauterine life. However, the
determinants of fetal fat deposition have yet to be elucidated. This
study aimed to investigate the association between cord blood
cytokines related with lipid metabolism (leptin, adiponectin,
insulin-like growth factor-1 [IGF-1]) and fetal adiposity across
gestation.
Study Design: A prospective study was conducted in a cohort
of 91 singleton pregnancies. Fetal 3D ultrasonography was per-
formed at 24, 30, and 36 weeks’ gestation. Estimated fetal
adiposity (EFA) was calculated by integrating measurements of
cross-sectional arm and thigh percentage fat area and anterior
abdominal wall thickness as previously reported. Serum cytokine
levels and C-peptide immunoreactivity (CPR) of the umbilical
cord (as a proxy for fetal insulin resistance) were evaluated in
the cord blood sample obtained at delivery. The associations
between cord blood cytokine levels and EFA at 24, 30 and 36
weeks were determined by multiple linear regression adjusted
for potential covariates including maternal age, parity, pre-
pregnancy BMI, gestational weight gain, fetal sex, and gestational
age at assessments.
Results: Serum leptin, adiponectin and IGF-1 of the umbilical
cordwas 8.5± 6.4 ng/ml (mean± S.D.), 23.0± 6.7 µg/ml and 52.1±
19.0 ng/ml, respectively. After adjusting for the covariates, leptin
was not associated with EFA at 24 and 30 weeks, but significantly
correlated with EFA at 36 weeks (standardized B = 0.299, p =
0.008). Leptin was also positively correlated with CPR in the
umbilical cord (p = 0.024). Cord adiponectin and IGF-1 were not
associated with EFA across gestation.
Conclusion: Cord blood leptin level was associated with fetal
adiposity in late gestation. Considering the effect of leptin on
fetal insulin resistance and lipid metabolism, increased leptin
level potentially be one of the serum biomarkers of increased fetal
adiposity,which leads to infant obesity andmetabolic dysfunction
in later life.

1070 | Non-Mother Birthing Identities and Risk of
Hospitalization for Psychiatric Diagnoses Before and After
Delivery Hospitalizations

Justin S. Brandt1; Rebecca J. Baer2; Scott P. Oltman2; Diana S.
Abbas3; Marra Ackerman1; Allison Deutch1; Dana R. Gossett1;
Laura L. Jelliffe-Pawlowski1
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1NYU Langone Health, New York, NY; 2University of California
San Francisco School of Medicine, San Francisco, CA; 3NYU
Grossman School of Medicine, New York, NY

4:00 PM - 6:00 PM
Objective: To understand the impact of pregnancy on depression
and other psychiatric illnesses for transgender and gender diverse
people, we evaluated the risk of hospitalization for psychiatric
diagnoses among non-mother birthing people in the year before
and after delivery hospitalizations.
StudyDesign: We performed a cross-sectional study of singleton
live births in California (2019-2021). Birth certificates were linked
to hospital discharge records for birthing people for the year
before and after delivery hospitalizations. Birthing parent identity
was based on birth certificates, in which birthing people self-
identify as mother, father, or parent. The primary outcome was
hospital admission with psychiatric diagnoses, as determined by
ICD-10 codes. Risk of hospitalization with psychiatric diagnoses
was calculated for non-mother versus mother birthing people in
the year before or after delivery hospitalization using Poisson
regression models.
Results: There were 1,298,307 singleton live births in California
from 2019-2021, including 1,065,714 hospital records linked with
birthing person identities. 898 (0.08%) people had non-mother
birthing identities (n = 515 fathers, n = 383 parents), of whom
143 (15.9%) had psychiatric diagnoses compared to 127,545 (12.0%)
birthing mothers. In the year prior to delivery hospitalization,
41 (4.6%) non-mother birthing people were hospitalized with
psychiatric diagnoses compared to 30 (3.3%) non-mother birthing
people in the year postpartum. Compared to mother birthing
people, non-mother birthing people were at increased risk for
these hospitalizations in the year before (RR 1.22, 95% CI 0.90,
1.66) and after (RR 1.52, 95%CI 1.06, 2.17) delivery hospitalizations.
Characterization ofmedical engagement is described in the Table.
Conclusion: In this study, non-mother birthing people were at
increased risk for hospitalization with psychiatric diagnoses in
the year after delivery hospitalizations, but the absolute number
of postpartum hospitalizations with psychiatric diagnoses was
lower. Further study is needed to understand the impact of
pregnancy on this risk.

1071 | Non-Mother Birthing People and the Risk of
Ischemic Placental Disease, Severe Morbidity, and
Preterm Birth

Justin S. Brandt1; Rebecca J. Baer2; Scott P. Oltman2; Diana S.
Abbas3; Marra Ackerman1; Allison Deutch1; Dana R. Gossett1;
Laura L. Jelliffe-Pawlowski1
1NYU Langone Health, New York, NY; 2University of California
San Francisco School of Medicine, San Francisco, CA; 3NYU
Grossman School of Medicine, New York, NY

4:00 PM - 6:00 PM
Objective: To evaluate the risk of ischemic placental disease
(IPD), severe morbidity (SM), and preterm delivery (PTD) among
individuals who identify as non-mother birthing people, presum-
ably transgender men and gender diverse people assigned female
sex at birth.
StudyDesign: We performed a cross-sectional study of singleton
live births in California (2019-2021). Birth certificates were linked
to hospital discharge and neonatal records. Birthing parent
identity was based on birth certificates, in which birthing people
self-identify as mother, father, or parent. The primary outcomes
were IPD (hypertensive disorders of pregnancy, placental abrup-
tion, and small for gestational age birth), composite SM based on
the CDC definition, and PTD < 37 weeks gestation. Outcomes
were determined by ICD-10 codes. The risk of outcomes was
calculated for non-mother versus mother birthing people using
Poisson regression models.
Results: There were 1,298,307 singleton live births in California
from 2019-2021, including 1,065,714 linked hospital and neonatal
records with birthing person identities. 898 (0.08%) people had
non-mother birthing identities, ofwhom9.2%were age>40 years,
24.9% had BMI>30 kg/m2, 13.1% had pregestational diabetes, and
2.2% had chronic hypertension. Compared to mother birthing
people, non-mother birthing people had similar rates of adequate
prenatal care as defined by Kotelchuck (71.9% vs. 70.1%), but
higher rates of cesarean delivery (30.9% vs. 24.9%) and pregnan-
cies conceived with assisted reproduction (17.3% vs. 1.7%). The
risk of IPD was similar between the groups, but the risks of SM
(RR 1.69, 95% CI 1.20, 2.38) and preterm birth (RR 1.30, 95% CI
1.07, 1.58)were increased amongnon-mother birthing people. The
risks are further described in the Table.
Conclusion: In this study of singleton live births in California,
non-mother birthing people had similar rates of adequate prena-
tal care, but were at increased risk for SM and PTD, though not
at increased risk for IPD, compared to mother birthing people.
These disparate risksmay reflect the impact ofminority stress and
warrant further evaluation.
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1072 | Respectful Maternity Care in Ukraine During a
Time of War

Volodymyr V. Artyomenko1; Annekathryn Goodman2; Igor
Shpak3; Mary Greenwald4; Marcella Regina Cardoso4; Katherine
D. Fachon4; Christina M. Duzyj2
1Odesa National Medical University, Odesa, Odes’ka Oblast’;
2Massachusetts General Hospital, Boston, MA; 3Maternity
Hospital No 5, Odesa, Odes’ka Oblast’; 4Strength and Serenity
Initiative Against Gender-Based Violence, Massachusetts General
Hospital, Boston, MA

4:00 PM - 6:00 PM
Objective: Respectful maternity care (RMC) is a fundamental
right of birthing people. Our objectives were: to measure the
proportion of obstetric providers at an Odesa Maternity Hospital
reporting disrespect and abuse (D&A) during childbirth; to
identify challenges to RMC; and to assess perceptions of the
impact of war on RMC.
Study Design: This is a cross-sectional study consisting of a
quantitative survey distributed to physicians, nurses, midwives,
and other personnel at Odesa City Maternity Hospital № 5. The
survey included 90 questions assessing prevalence and types of
disrespect. Topics covered included: RMC practices performed;
disrespectful behaviors witnessed; the impact of war on the
provision of RMC; Perceived Stress Scale and Post-Traumatic
Stress Scale; perspectives on patient autonomy and decision-
making. Results were compared with a survey administered in a
Boston maternity unit.
Results: 202 Providers responded: 89 nurses and junior nurses,
28 midwives, 84 physicians, and 1 unknown provider. 49.5% were
familiar with the term “disrespect and abuse,” compared with
82.6% in Boston; and 50.0% believed D&A exists in the obstetrics
field, compared with 84.8% in Boston. The most reported types of
disrespect were scolding or blaming (58.4% compared with 63% in

Boston), asking private questions in the presence of others (42.1%
vs 58.7%) and uncomfortable vaginal examinations (39.6% vs.
65.2%). The most common types of discriminatory care witnessed
were discrimination based on social status (38.6% vs. 28.3%) and
ability to pay “pocket money” (37.1%).
Conclusion: This study provides insights into the provision
of maternity care under conditions of duress, and highlights
challenges faced under the strains of conflict. These efforts
aim to identify gaps in education and training around RMC in
order to enhancematernal healthcare delivery in conflict-affected
regions, fostering a more supportive and respectful environment
for providers and patients.

1073 | Short-Interval Births Among Adolescents who
Received Immediate Postpartum Long-Acting Reversible
Contraception

Katherine B. Kaak1; Alicia Mastronardi2; Jill M. Maples3;
Kimberly B. Fortner4; Lilyan Starkey1; William L. Riley4;
Rebecca Purvis5; Megan L. Young6; Nikki B. Zite4
1University of Tennessee at Knoxville, Knoxville, TN; 2University of
Tennessee Graduate School of Medicine, Department of OB/Gyn,
Knoxville, TN; 3University of Tennessee Health Science Center,
College of Medicine, Knoxville, TN; 4University of Tennessee
Graduate School of Medicine, Knoxville, TN; 5University of
Tennessee Medical Center Knoxville, Knoxville, TN; 6University of
Tennessee Medical Center, Center for Women and Infants,
Knoxville, TN

4:00 PM - 6:00 PM
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Objective: Adolescent pregnancy is linked to adverse maternal
and neonatal outcomes and is associated with short interval
birth, further exacerbating these risks. Contraceptive counseling
and access can decrease rates of short-interval birth, especially
in this high-risk population. Tennessee faces high rates of both
adolescent pregnancies and SIB, with 32.5% of pregnancies
following a prior live birth having <18 months of birth spacing
(2018-2020 average). In 2018, a statewide quality improvement
project introduced immediate postpartum long-acting reversible
contraception (IPP LARC) for publicly insured recipients. This
study aims to assess SIB rates among adolescents who received
IPP LARC.
Study Design: This retrospective study utilized billing data for
publicly insured adolescents (≤20 years old) giving birth from
January 2018-December 2019. These data were matched by SSN,
date of birth, and mother’s name with statewide birth certificate
records from January 2015-December 2021. SIBwas defined as two
births ≤24 months apart. Among multiparous patients, SIB prior
to and after receiving IPP LARC was assessed.
Results: We identified 267 adolescent deliveries. IPP arm
implants were inserted more often than intrauterine devices
(IUDs) (65.5% vs 34.5%) (Figure1) in these adolescents. Of the 267,
62.0% (n = 165) were primiparous (Table 1). Among multiparous
patients (n = 101), 56.4% (n = 57) had a SIB prior to IPP LARC
placement. The median number of previous live births among
multiparous was 1.0 (IQR:1,2). Among the multiparous patients
with a prior SIB, 90.7% (49) did not have another SIB post LARC.
Among the entire cohort, 8.2% (n = 22) of deliveries had a SIB
after IPP LARC placement.
Conclusion: Adolescents electing IPPLARChad low subsequent
SIB rates. Addressing adolescent pregnancy is a public health
priority, and, although secondary prevention, access to desired
IPP LARC is a strategy to decrease repeat adolescent pregnancies
and short interval births.

1074 | Impact of Socioeconomic Disadvantage on
Adolescent Pregnancy

Katherine B. Kaak1; Alicia Mastronardi2; Jill M. Maples3; Destiny
Pearson1; Zachary J. Shelton2; Kimberly B. Fortner4; William L.
Riley4; Rebecca Purvis5; William S. Havron, IV4; Nikki B. Zite4
1University of Tennessee at Knoxville, Knoxville, TN; 2University of
Tennessee Graduate School of Medicine, Department of OB/Gyn,
Knoxville, TN; 3University of Tennessee Health Science Center,
College of Medicine, Knoxville, TN; 4University of Tennessee
Graduate School of Medicine, Knoxville, TN; 5University of
Tennessee Medical Center Knoxville, Knoxville, TN

4:00 PM - 6:00 PM
Objective: Adolescent pregnancy is associated with adverse
maternal and neonatal outcomes, less prenatal care, and lower
school attendance. In Tennessee, the adolescent birth rate is
higher than the national average (23.7/1,000 vs 16.7/1,000). The
Area Deprivation Index (ADI), ranging from 1-100, assesses
neighborhood-level disadvantages, with higher values indicating
greater deprivation. This study explores the relationship between
adolescent pregnancy, ADI scores, and pregnancy outcomes.
Study Design: This retrospective cohort study analyzed adoles-
cent patients (age ≤20) delivering at a regional academic medical
center from March 2018-June 2023. Data was extracted from
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electronic medical records. Each patient’s address was used to
determine their Area Deprivation Index (ADI) score, categorized
into quintiles representing increasing deprivation (1 to 100), with
scores of 61 or higher considered high risk. Chi-square tests were
used to evaluate associations within the dataset.
Results: Of 22,086 deliveries, 1,281 (5.8%) were to patients ≤20
years of age. The mean ADI score in this adolescent cohort was
73.4 and 78.8% had ADI 61 or greater (Figure 1). No statistically
significant differences were found in patients with higher ADI
scores in adequacy of prenatal care obtained, low birth weight
full-term infants, illicit drug use, or hypertensive disorders.
Reported marijuana use was significantly lower (p =˙.007) in
patients with higher ADI scores (Table 1). During this time, 60
adolescents had an additional birth while under the age of 20 and
85.0% of those had a high-risk ADI. Nearly 1 in 4 (23.3%) of the
births to adolescent patients were pre-term.
Conclusion: Although nearly 4 of 5 adolescents giving birth
at our center were from high-risk zip codes, risk factors and
outcomes did not statistically differ based on ADI score. Further
research should look more into these at-risk teens, focusing on
patients with the highest burden of disadvantages.

1075 | Remote 3D LiDAR Imaging to Estimate Fundal
Height: A Feasibility Study

Katherine J. Kissler1; Shalom Darmanjian2; Quentin
Noirhomme2
1University of Colorado Anschutz Medical Campus, Aurora, CO;
2Bloomlife, San Francisco, CA

4:00 PM - 6:00 PM
Objective: Prenatal care is increasingly offered virtually to
expand access to care. However, estimation of fetal growth is
limited during virtual appointments jeopardizing safety and qual-
ity of care. The purpose of this feasibility study was to evaluate
accuracy of term fundal height estimation using 3D LiDAR (Light
Detection and Ranging) technology to create accurate 3D images
of the gravid abdomen using an Apple iPad. Development of this
technology would allow patients to remotely share a 3D image
during a virtual visit to allow for accurate physical exam including
fundal height estimate.
Study Design: In this retrospective feasibility study, we com-
pared fundal height measurements calculated remotely from 3D
LiDAR images to those measured in-person by research nurses
using a measuring tape at term in (N = 20) low risk pregnant
patients. The 3D LiDAR image was captured on the same day
as the physical measurement by the nurse using an Apple iPad
with the Polycam app. Participants with incomplete data or
inadequate imaging of the fundus and pubis were excluded.
Fundal heights were calculated by first mapping fiducial markers
along the midline from pubis to the fundus then summing the
distances calculated between the 3D surface markers. Fundal
heights measured using the 3D LiDAR images were detrended
with linear regression and a Bland-Altman Plot was created to
evaluate agreement.
Results: Fundal heightsmeasured via 3D LiDAR imaging ranged
from 36.68 to 40.21 cm (mean = 38.53) and by the nurses from
35.50 to 44.00 cm (mean= 38.53). Themean absolute error (MAE)
before detrending was 1.97±2.44cm. Post detrending MAE was
1.01±1.57cm with the limits of agreement (95% CI, ±3.09cm).
Conclusion: 3D LiDAR imaging shows promising preliminary
results for accurately measuring fundal heights at term and may
provide a clinically useful alternative for estimating fetal growth
for patients receiving care remotely. Follow-up studies are needed
to extend these findings to earlier gestations, explore usability
of the app during remote visits, and identify additional obstetric
applications of 3D abdominal imaging.
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1077 | Impact of Prenatal Care on Perinatal Outcomes in
Individuals with Opioid Use

Kristin C. Prewitt; Alyssa R. Hersh; Bharti Garg; Ximena A.
Levander; Bradley M. Buchheit; Aaron B. Caughey
Oregon Health & Science University, Portland, OR

4:00 PM - 6:00 PM
Objective: Prenatal opioid use is associated with maternal and
neonatal morbidity and mortality, yet only half of individuals
are connected to treatment due to barriers accessing care. The
objective of this study is to assess how the number of prenatal care
attendance affects perinatal outcomes in individuals with opioid
use.
Study Design: We conducted a retrospective cohort of singleton,
non-anomalous births between 23-42 weeks gestation using
California linked vital statistics and hospital discharge data

(2008-2020). Opioid-related diagnosis was identified using ICD-
9/ICD-10 codes. Prenatal visit number grouping (≥5 visits and
< 5 visits) was determined based on WHO recommendations
for minimum visits to mitigate adverse perinatal outcomes. Chi-
squared and multivariable logistic regression were utilized for
statistical analyses.
Results: There were 8,799 individuals with opioid use in preg-
nancy that met inclusion criteria, with the majority attending
≥5 prenatal care visits (80.34%). Attendance at < 5 prenatal care
visits was associated with adverse maternal outcomes, including
a higher rate of placental abruption (6.2% vs 2.7%; aOR 1.87, 95%
CI: 1.42-2.47), preterm premature rupture of membranes (8.0% vs
3.8%; aOR 1.91, 95% CI: 1.50-2.43), preterm delivery < 37 weeks
(33.0% vs 14.2%; aOR 2.69, 95% CI: 2.34-3.08), and severe maternal
morbidity (6.5% vs 2.8%; aOR 2.31, 95% CI: 1.77-3.02). Neonatal
outcomes were also worse in those with fewer prenatal visits,
including higher rates of respiratory distress (4.6% vs 2.6%; aOR
1.78, 95% CI: 1.31-2.42), neonatal withdrawal (37.6% vs. 29.4%, aOR
1.42, 95% CI: 1.26-1.61), and NICU admission (58.4% vs 41.9%; aOR
1.76, 95% CI: 1.57-1.99).
Conclusion: We found that lower prenatal care attendance
among individuals with an opioid-related diagnosis is associated
with worse maternal and neonatal outcomes. Although our
study is limited by the ability to control for pharmacotherapy,
addressing barriers to prenatal care among those with opioid use
may impact maternal and neonatal morbidity and mortality.

1078 | Impact of Changing Medicaid Coverage for
Methadone on Opioid Use Disorder Treatment in
Pregnancy

Kristin C. Prewitt1; Megan Fuerst1; Ximena A. Levander1; Maria
I. Rodriguez2
1Oregon Health & Science University, Portland, OR; 2Oregon
Health & Science Unviersity, Portland, OR

4:00 PM - 6:00 PM
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Objective: Driven by synthetic opioids, overdose is the leading
cause of maternal mortality. Pregnancy increases difficulty in
accessing treatment. The purpose of this study was to assess how
Medicaid coverage for methadone affected treatment for opioid
use disorder in pregnancy.
Study Design: This is a cross-sectional study using linked South
Carolina claims and birth certificate data (2015 to 2022) of live
birthswith a diagnosis of opioid use disorder (OUD) in pregnancy.
We divided our population into 2 cohorts: 1) before and 2) after
the state’s Medicaid approval for methadone coverage on January
1st 2019. Our primary outcome was receipt of medication for
OUD (MOUD) during pregnancy or within the first 60 days
postpartum. Using standard bi-variate tests, we compared the
pre- and post-policy rates of Methadone of MOUD as well as
demographic factors between each group.
Results: In total, 2,633 patients with OUD were included in
our study. Of these, 1181 delivered prior to Medicaid approval of
methadone and 1,452 were in the post-approval cohort. Follow-
ing Medicaid approval for methadone, there was a statistically
significant increase in the number of methadone prescriptions
within the Medicaid population (p< 0.001) and a near significant
increase of individuals receiving methadone as MOUD (5.1% vs
9.1%, p = 0.06). There was a statistically significant increase in
those receiving any MOUD post-coverage (34.8% vs 47.2%, p <

0.001). Those who did not receiveMethadone or anyMOUDwere
more likely to be under the age of 25 (57.2%) and live in a rural
county (59.9%).
Conclusion: Our results show that changing Medicaid coverage
formethadone increases overall treatment for OUD in pregnancy.
However, there continue to be gaps in treatment connections for
individuals < 25 years of age and from rural counties. As the opi-
oid epidemic increases, improving access to medication coverage
for OUD and focusing efforts on younger, more rural areas may
impact OUD treatment in pregnancy, and subsequently, maternal
mortality.

1079 | Inequities in Breastfeeding Patterns Among
Patients with HDP at a Southwestern Safety net Hospital

Kristin Hinsen1; Fiona LaRoc1; Christina Yarrington2
1School of Medicine Health Sciences Center, University of New
Mexico, Albuquerque, NM; 2University of New Mexico,
Albuquerque, NM

4:00 PM - 6:00 PM
Objective: Breastfeeding reduces lifelong cardiovascular (CV)
risk, particularly in those with a hypertensive disorder of
pregnancy (HDP). American Indian (AI) patients experience
inequities in both preeclampsia and chronic CV disease. This
study investigated newborn feeding differences among women
with HDP in a cohort with a representative AI population.
Study Design: This retrospective cohort study analyzed patients
with chronic hypertension or HDP using a quality improvement
data set. Cases with uncertain diagnoses underwent direct chart
review. The primary outcome was exclusive formula feeding
(FF). Demographics included race, ethnicity, insurance type,
cesarean delivery (CD), and selected comorbidities. Univariate
and multivariable analysis used t-tests, chi-square, and logistic
regression as appropriate, with a significance level of p< 0.05.
Results: Data were analyzed from 975 patients: 198 non-Hispanic
white (NHW), 494 Hispanic (H), 178 AI, and 37 non-Hispanic
Black (NHB). FF was higher (44%) and exclusive breastfeeding
(EB) lower (16%) among AI patients compared to other groups
(p< 0.001). Univariate analysis revealed increased odds of FF
among patients with CD (OR 2.1 [1.6-2.9]), antihypertensive use
(3.5 [2.5-4.8]), transfusion (2.2 [1.4-3.5]), and preterm birth (PTB)
(13.7 [9.2-20.4]). AI patients were more likely to have diabetes
(2.9 [1.8-4.7]), PTB (3.3 [2.0-5.5]), and require antihypertensives
(1.8 [1.1-2.9]). FF rates were high (>60%) in PTB cases across all
groups. Multivariable analysis showed 80% increased odds of FF
among AI patients compared to NHW, controlling for DM, CD,
andHTNmedications. Among term deliveries and controlling for
the above, AI patients had higher odds of FF (aOR 1.9 [1.2-3.0]) as
well as lower odds of EB (aOR0.35 [0.21-0.59]) compared toNHW.
Conclusion: These findings demonstrate a higher rate of FF
among AI patients compared to NHW, indicating a potential
contributor of inequities in subsequent CV disease. Future
educational and quality improvement measures should seek to
optimize rates of breastfeeding in this high-risk population.

1080 | Racial Disparities in Maternal Mortality before,
during, and after the COVID-19 Pandemic in the US

Kyosuke Kamijo1; Lindsay S. Robbins2; George R. Saade2;
Tetsuya Kawakita2
1Department of Obstetrics and Gynecology Nagano Prefectural
Shinshu Medical Center, Suzaka, Nagano; 2Macon & Joan Brock
Virginia Health Sciences Eastern Virginia Medical School at Old
Dominion University, Norfolk, VA

4:00 PM - 6:00 PM
Objective: To evaluate racial disparities in maternal mortality
before, during, and after the Coronavirus Disease 2019 (COVID-
19) pandemic.
Study Design: We conducted difference-in-differences (DID)
analyses using the Centers for Disease Control and Prevention’s
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WONDER database. Data on the number of births and maternal
mortality were aggregated into monthly intervals. We compared
changes in maternal mortality during pregnancy and up to 1
year after delivery per 100,000 births between White and Black
or African Americans before (Jan 2018–Mar 2020), during (Apr
2020–Mar 2022), and after (Apr 2022–Jun 2024) the COVID-19
pandemic. Predicted incidence of maternal mortality and DID
with 95% confidence intervals (95% CI) were calculated using
negative binomial regression models with interactions between
race and periods.
Results: There were 3,694,282 Black individuals and 17,284,929
White individuals who gave birth during that period, with 2,513
(68 per 100,000) and 4,547 (26 per 100,000) death, respectively
(Figure 1).Mortality per 100,000 frombeforeCOVID-19 to during
COVID-19 increased by 29.4 (95% CI: 19.8-39.1) for Black and 11.8
(95%CI: 8.2-15.4) forWhite individuals, with aDIDof 17.6 (95%CI:
7.3-28.0) in favor of White (Table 1). Mortality per 100,000 from
before COVID-19 to after COVID-19 increased by 9.5 (95% CI: 3.2-
15.9) for Black and 1.6 (95%CI: -0.4-3.7) forWhitewith aDID of 7.9
(95%CI: 1.2-14.6), suggesting that Black-White disparity worsened
after COVID-19 pandemic.
Conclusion: The findings highlight that racial disparity in
maternal mortality, which disproportionately affects Black indi-
viduals, was further exacerbated by the COVID-19 pandemic.
The gap in maternal mortality between Black and White indi-
viduals increased post-pandemic, underscoring the need for
targeted interventions to address systemic inequities in maternal
healthcare.

1081 | An Increased Postpartum Visit Model vs. the Usual
Postpartum Visit Model: A Cost-Effectiveness Analysis

Lamia K. Hauter1; James Cahill1; Sarah K. Dzubay2; Megha
Arora2; Ava D. Mandelbaum2; Aaron B. Caughey2
1Oregon Health & Science University School of Medicine, Portland,
OR; 2Oregon Health & Science University, Portland, OR

4:00 PM - 6:00 PM
Objective: The postpartum (PP) period is crucial for the health
of both mothers and infants, necessitating comprehensive care.
Traditional obstetrics care includes a routine postpartum follow-
up visit at perhaps 2 to 6 weeks postpartum, but there is growing
interest in exploring alternatives. A recent model which utilized
Certified Nurse Midwives (CNMs) to provide more frequent PP
visits was found to reduce both visits to the Emergency Depart-
ment as well as hospital readmissions. The current study models
the outcomes, costs, and cost-effectiveness of more frequent
postpartum care versus a traditional obstetric care approach.
Study Design: A decision-analytic model was created using
TreeAgePro software to compare outcomes between using the fre-
quent PP visitmodel versus the standard approach for postpartum
follow-up visits. Our theoretical cohort was 2,356,883, the approx-
imate number of postpartum individuals following low-risk
vaginal deliveries annually in the US. Outcomes were emergency
department visits, hospital readmissions, costs, and quality-
adjusted life years (QALYs). All probabilities were derived from
literature. The willingness to pay threshold was $100,000/QALY.
Results: In our cohort, the higher frequency caremodelwas asso-
ciated with 68,350 fewer emergency department visits (129,629
vs 197,978) and 683 fewer hospital readmissions (1296 vs 1980)
(Table 1). There were $1,487,263,566 of increased costs with the
higher frequency of visits model and it increased QALYs by 1217
(by 63,878,707 vs 63,877,490). The increased frequency model was
not cost-effective with an ICER of $1,222,097/QALY.However, the
model becomes cost effective when the costs were varied down to
50% or less of baseline assumed cost of 6 postpartum visits.
Conclusion: The model of more frequent postpartum visits led
to fewer ED visits and hospitalizations, but ultimately was not
cost-effective.Whether the benefits from this high-frequency visit
model would be realized from a virtual visit approach which
would reduce costs should be investigated.

1082 | Impact of Patient-Directed Financial Penalties on
Appointment Non-Adherence Rates in an Academic
Maternal-Fetal Medicine Clinic

Lauren A. Forbes1; Matvey Karpov1; Peter Takacs1; Tetsuya
Kawakita2
1Eastern Virginia Medical School, Norfolk, VA; 2Macon & Joan
Brock Virginia Health Sciences Eastern Virginia Medical School at
Old Dominion University, Norfolk, VA

4:00 PM - 6:00 PM
Objective: To examine the impact of patient-directed financial
penalties on appointment non-adherence rates within a single
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academic institution’smaternal-fetalmedicine (MFM) outpatient
clinic.
Study Design: This retrospective policy effectiveness study
included administrative data from all appointments at Eastern
Virginia Medical School’s MFM outpatient clinics from May
1, 2018 to April 30, 2022. The institution-wide patient-directed
financial penalty for appointment non-adherence was imple-
mented on May 1, 2020. Institutional Review Board approval was
waived for this study. An interrupted time series analysis (ITS)
stratified by patient insurance type was performed after adjusting
the model for the effect of COVID-19.
Results: There were 272,335 appointments; 29,452 (10.8%) were
not attended. Pre-implementation mean (standard deviation) per
month was 5,586 (466) appointments with11.1% (0.99%) non-
adherence rate. Post-implementation was 5,762 (429) appoint-
ments with 10.6% (1.36%) non-adherence rate. Publically insured
patients had a higher non-adherence rate (pre-: 15.60% (1.56%);
post-: 15.46% (2.13%)).
Adjusted ITS models observed a statistically significant immedi-
ate (1.47% fewer appointments; p = 0.01) and sustained (0.09%
additional appointments; p = 0.02) effect on number of non-
adherent appointments per month.
Stratified by insurance, non-publically insured patients observed
a significant immeidate effect (1.66% fewer appointments; p =
0.02). Publicly insured patients observed a significant sustained
effect (0.18% additional appointments; p< 0.01).
Conclusion: A clinically significant reduction in appoint-
ment non-adherence was not observed in a single academic
center’s MFM outpatient clinic after institutional implementa-
tion of patient-directed financial penalties for appointment non-
adherence. Patient-directed financial penalties for appointment
non-adherence may not be an effective strategy for decreasing
appointment non-adherence rates. The impact may differ based
on patient insurance type.

1084 | Childhood Sexual Abuse Impacts 2nd Trimester
Blood Pressure Nadir

Lauren Holt1; Mariana Rocha1; Natalie Poliektov2; Kaitlyn
Stanhope3; Vasiliki Michopoulos1; Suchitra Chandrasekaran4
1Emory University School of Medicine, Atlanta, GA; 2Emory
University School of Medicine, Department of Gynecology and
Obstetrics, Atlanta, GA; 3Rollins School of Public Health, Atlanta,
GA; 4Emory University, Atlanta, GA

4:00 PM - 6:00 PM
Objective: Childhood trauma (CT) impacts health in adult-
hood with increased risks of hypertensive disease. Relationships
betweenCT&maternal blood pressure (BP) during pregnancy are
less clear. Using the Childhood TraumaQuestionnaire (CTQ), we
sought to assess relationships between CT & BP in each trimester
(TRI) & BP nadir in the 2nd TRI.
Study Design: We performed a prospective longitudinal cohort
study investigating associations between trauma & pregnancy
outcomes at an urban safety net hospital. Participants who self-
identified as Black completed the CTQ, a validated measure of
5 trauma domains in 1st TRI. CT was determined by CTQ total
score: ≥35 with CT, < 35 no CT. Systolic (SBP) and diastolic
(DBP) pressures were recorded in each TRI. SBP/DBP nadir was
calculated (2nd TRI SBP/DBP–1st TRI SBP/DBP) & compared
between subjects with & without CT. Continuous variables were
compared using Student T-tests or Rank Sum Tests. Categorical
variables were compared using Chi-Square tests. Multivariable
linear regression was performed controlling for age, race, 1st TRI
body mass index, & chronic hypertension.
Results: Of N = 335, 34.3% & 65.6% had no CT & CT exposure
respectively (Table 1). There were no differences in 1st, 2nd or 3rd
TRI SBP/DBP or 2nd TRI SBP/DBP nadir between groups (Table
2). CT scores were further subtyped into 3 groups: sexual abuse
(SA), physical abuse (PA) and emotional abuse (EA). SA scores
were associated with lower 1st TRI SBP (β = -0.06, 95% CI -0.14-
0.01, p= 0.09). No significant differences in 1st TRI SBPwere seen
in those with PA or EA. Those with SA had a lower 2nd trimester
SBP nadir compared to those without SA (-1.7±10.5 vs -6.3±11.2, p
= 0.04).
Conclusion: CT is a concerning problem affecting many repro-
ductive aged individuals. Using the detailed CTQ, our data
innovatively demonstrates SA in childhoodmaymitigate vascular
relaxation between 1st & 2nd TRI, a time where vascular relax-
ation is physiologically necessary. Future studies need to evaluate
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mechanisms driving the relationship between CT subtypes &
gestational vascular dysregulation.

1085 | Neighborhood Deprivation as a Predictor of
Congenital Syphilis

Le’Nisha Williams1; Mariella Gastanaduy2; James D. Toppin3;
Frank B. Williams1
1Ochsner Clinic Foundation, New Orleans, LA; 2Ochsner Clinic,
New Orleans, LA; 3Ochsner Health, New Orleans, LA

4:00 PM - 6:00 PM
Objective: In the US, congenital syphilis (CS) has increased
464% since 2001, a trend that has been even more pronounced
in Louisiana, a place with both high socioeconomic deprivation
at the individual and neighborhood levels. Area Deprivation
Index (ADI) is a geographic measure of socioeconomic disadvan-
tage that quantifies neighborhood-level limitations to material
resources. High ADI is associated with a range of adverse health
outcomes. We hypothesize that high ADI is a predictor of CS.
Study Design: We performed a retrospective cohort study of
patients between 18-45 years old with at least one prenatal visit
and delivery within a single large health system in Louisiana
between 2015-2023. Incomplete charts and those without any
prenatal syphilis testing were excluded. Patients were stratified
as high ADI if their home address census block ranked above the
75th percentile; controls were those below the highest quartile.
CS was defined by Centers for Disease Control case criteria.
Baseline and pregnancy characteristics were compared using
chi square or Wilcoxon Ranked-Sum test where appropriate.
Outcomes were compared by regression analysis controlling for
individual level socioeconomic deprivation (indicated by public
insurance) generating odds ratio and 95% confidence intervals.
Results: Among 56,654 pregnancies meeting inclusion criteria,
17,335 patients (30.5%) resided in high deprivation neighbor-
hoods. High ADI residence was associated with younger age,
Black race & public insurance (Table). Among 49 positive CS

cases, 37 (75.5%, Table) occurred among patients in high ADI
census blocks, corresponding with a congenital syphilis rate of
214 per 100,000 live births compared to 30 per 100,000 live
births among non-high ADI pregnancies (aOR 5.1, 95% CI 2.7–
9.8). When analyzed in a continuous fashion, there is a positive
correlation betweenCS and highADI, with each increasing decile
representing an 80% increased risk for CS.
Conclusion: High neighborhood deprivation was highly asso-
ciated with congenital syphilis even when controlling for
individual-level socioeconomic deprivation.

1086 | Displaying 1-year Versus Lifetime Pay-offs In the
Perinatal Decision Analyses

Lihong Mo1; Nithya Sivakumar1; Herman L. Hedriana1; Jeffrey
Hoch2
1UC Davis Health, Sacramento, CA; 2UC Davis, Sacramento, CA

4:00 PM - 6:00 PM
Objective: When the interests of maternal and fetal patients
do not align, pregnancy presents a unique challenge to health
economic evaluations. The common practice on perinatal topics
has been combining all health pay-offs during the lifetime for
bothmothers and babies in the equation. However, using lifetime
evaluationmay not truly reflect the complicated decision-making
considerations in real-life practice. The objective of this study
is to construct a decision tree to compare immediate delivery
and expectant management in a hypothetical clinical scenario
to compare the preferred decision when 1-year versus lifetime
pay-offs are used.
Study Design: This is a decision analysis in a hypothetical
clinical situation when choosing immediate delivery or expectant
management is an equipoise. Key assumptions are 1) only
one maternal complication is included, its probability is 10%
when seeking immediate delivery, while increases to 20% if
pregnancy is prolonged for a week, and 25% if prolonged for
two weeks; 2) neonatal demise, a short-term complication (i.e.
respiratory distress syndrome), and a long-term complication
(i.e. developmental delay) are considered for neonatal outcomes.
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The probabilities of neonatal complications are derived from
literature. Quality Adjusted Life Week (QALW) was calculated as
a product of utility and duration.
Results: When maternal complication lasts lifetime, preferred
strategies between the 1-year or lifetime evaluation differ at or
before 31 weeks. At and after 32 weeks, both evaluation methods
favor immediate delivery due to maternal benefits (Table 1).
However, when maternal complication is presumed as short-
term only, preferred strategies between the 1-year and lifetime
evaluation differ almost throughout the span of gestational age.
Conclusion: Choosing between immediate delivery versus
expectant management is a complicated decision that requires
balancing thematernal andneonatal risks and benefits. Our study
supports individualized consideration when the risk of maternal
complication is high, and the impact is long lasting.

1087 | Electrocardiogram Changes Associated with
Pregnancy and Pregnancy Trimesters

Lihong Mo1; Sonul Gupta1; Vivian Pae1; Ijeoma Uche1; Matthew
Ponzini2; Machelle Wilson2; Philip Strong1; Uma Srivasta1; Imo
Ebong1; Herman L. Hedriana1; Elaine Waetjen1
1UC Davis Health, Sacramento, CA; 2University of California,
Davis, Sacramento, CA

4:00 PM - 6:00 PM
Objective: Pregnancy is a physiologic high-volume state. Phys-
iologic electrocardiogram (ECG) changes in pregnancy have
been reported but not well characterized. We hypothesize that

certain ECG features are more likely to be present in pregnant
compared to non-pregnant individuals, reflecting physiologic
cardiac volume and compliance changes. The objective of this
study is to evaluate ECG changes in normal pregnancies by
trimester compared to women who are not pregnant.
Study Design: This is an analysis of a database that includes
22,034 ECGs on 7,298 individual patients from 18-50 years of age
who were pregnant at least once between 2011 to 2024 in a single
tertiary medical center. Univariate and multiple generalized lin-
ear mixed effect models were performed to evaluate associations
between four ECG features (QRS interval, QTc interval, PR
interval, and heart rate) in pregnancy and by trimester compared
to those in women who were not pregnant or within 6 months
postpartum.
Results: After excluding patients with pre-existing cardiac mor-
bidity, or affected hypertensive disorders of pregnancy, 5,574
ECGs from 2,988 patients were included: 3,423 of ECGs (61%)
were obtained outside of pregnancy or the 6 months postpartum
period, 2,151 (39%) of ECGs during pregnancy or postpartum.
Shorter QRS duration, QTc interval, PR interval, and higher heart
rate were associated the pregnancy or 2 weeks postpartum state
(Table 1). The shorter QRS duration, PR interval, and higher heart
rate were associated with the second, third trimester, and two
weeks postpartum, and these changes resolved within 6 months
postpartum (Table 2).
Conclusion: Four ECG features were found to be associate
with pregnancy. The association is present particularly in the
2nd and 3rd trimester when cardiovascular changes are most
pronounced. Future research includes extracting subtle patterns
beyond well characterized ECG features to further investigate
associationswith normal pregnancy and to evaluate how they can
be used to predict pathologic cardiovascular changes associated
with pregnancy and postpartum.

1088 | Trends in Uterine Rupture and Perinatal Outcome
Among Individuals Undertaking Trial of Labor After
Cesarean

Lillian H. Goodman1; Amanda A. Allshouse1; Torri D. Metz1;
Ann M. Bruno2
1University of Utah, Salt Lake City, UT; 2University of Utah
Health, Salt Lake City, UT
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4:00 PM - 6:00 PM
Objective: ACOG endorses trial of labor after cesarean (TOLAC)
as a reasonable alternative to repeat cesarean delivery (CD).
Concordantly, national rates of TOLAC have increased but the
risk of uterine rupture remains a serious complication. We aimed
to evaluate U.S. trends in uterine rupture and perinatal outcomes
among individuals undertaking TOLAC from 2010 to 2022.
Study Design: This was a population-level retrospective cohort
study using natality files in the National Vital Statistics System
(NVSS) from 2010-2022. We included individuals with single-
ton, cephalic, term pregnancies undertaking TOLAC with 1
or 2 prior CD. The primary outcome was uterine rupture.
Secondary outcomes included unplanned hysterectomy, blood
transfusion, maternal or neonatal ICU admission, and neonatal
death. Baseline characteristics were compared among those with
and without uterine rupture. Temporal trends in outcomes were
characterized using JoinPoint regression with average annual
percentage change (AAPC) and 95% CI reported. Log binomial
modeling estimated changes in maternal outcomes by 1-year
increments adjusting for confounding.
Results: Of 1,016,073 deliveries included, uterine rupture
occurred in 2,888 (0.28%). Those with uterine rupture were more
likely to be older, have gestational diabetes, and be diagnosed
with a hypertensive disorder of pregnancy. Rates of uterine
rupture, transfusion, and maternal and neonatal ICU admission
increased over time, while rates of hysterectomy were not
significantly different over time and rates of neonatal death
declined (Figure). In adjusted modeling, each 1-year increment
remained significantly associated with higher rates of uterine
rupture, transfusion, and admission to ICU but absolute rates
remained low (Table).
Conclusion: While national rates of uterine rupture increased
over time, uterine rupture continues to be rare. Counseling
regarding mode of delivery among those with a prior CD should
continue to weigh maternal and neonatal outcomes.

1089 | Maternal Cytokine Expression in Mice with
Gestational Breast Cancer

Lizelle Comfort1; Mackenzie Callaway2; Clarissa Bonanno1;
Christine Metz3; Camila dos Santos2; Burton Rochelson1
1Northwell, New Hyde Park, NY; 2Cold Spring Harbor Laboratory,
Cold Spring Harbor, NY; 3Feinstein Institutes for Medical
Research, Manhasset, NY

4:00 PM - 6:00 PM
Objective: Immunosuppressive cytokines are implicated in both
cancer progression and prenatal health outcomes. This study
aims to examine cytokine levels in the plasma of tumor-bearing
pregnant mice using a murine model of gestational breast cancer.
Study Design: On estrous day 11, nulliparous female BALB/c
mice were either injected with 20K 4T1 MCherry tumor cells
in PBS (20uL) a model for triple-negative breast cancer, or PBS
(20uL) injected into the right 4th mammary duct (5 per group).
These nulliparous BALB/c female mice were bred with BALB/c
males (N = 10). Mice were euthanized on gestational day 19: pup
numbers and fetal weights were recorded and maternal blood
was collected. Isolated serum was frozen and analyzed using a
cytokine array (Proteome Profiler Mouse Array Kit).
Results: Three of 5 mice injected with tumor cells and 1 of 5
mice injected with PBS were pregnant at time of specimen
collection. Mice injected with tumor cells developed small but
grossly visible mammary tumors. The mouse injected with PBS
had 5 pups weighing ∼1.3g/pup, whereas mice injected with
tumor cells had 1-6 pups weighing ∼1.2g/pup. Cytokine array
demonstrated absence of pro-inflammatory cytokines in both
serum samples and similar expression of CXCL13 and GM-
CSF. However, tumor-injected serum demonstrated decreased
IL-10, an anti-inflammatory cytokine implicated in tumorigenesis
and pregnancy outcomes (4.27 units control to tumor-injected
serum expression), IL-3, and IL-4 (3.95 and 2.09 units control to
tumor-injected, respectively), regulators of adaptive immunity.
Conclusion: There does not appear to be a difference in pro-
inflammatory cytokine expression in serum of pregnant tumor-
affected mice; however, there is decreased anti-inflammatory
cytokine expression among individual markers. This was a pilot
analysis on a small sample size; we plan to perform cytokine
analysis on a larger murine sample size, to validate findings in
the pregnant human population, and to examinemurine cytokine
expression of amniotic fluid and pups in this gestational breast
cancer model.
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1090 | Prevalence of and Factors Associated with Iron
Deficiency at the time of Delivery

Logan Mauney1; Ashley Parker2; Kathleen J. Koenigs2; Pichliya
Liang1; Sarah N. Bernstein3; Mark A. Clapp1
1Massachusetts General Hospital, Boston, MA; 2Brigham and
Women’s Hospital, Boston, MA; 3Massachusetts General Hospital,
Division of Maternal Fetal Medicine, Boston, MA

4:00 PM - 6:00 PM
Objective: Iron deficiency (ID) and iron deficiency anemia
(IDA), the end-stage manifestation of ID are associated with
maternal and fetal morbidity in pregnancy and postpartum.
While pregnant individuals are screened for anemia, there is no
consensus on the role of routine ID screening. Our study sought
to assess the prevalence of ID and IDA at the time of delivery.
Study Design: This pilot, single-site, prospective cohort study
recruited patients with singleton pregnancies at ≥ 36 weeks of
gestation during routine prenatal care visits. Patients who had
received IV iron during the pregnancy were excluded. Partici-
pants completed surveys about their use of iron supplementation
during pregnancy and had iron studies and hemoglobin mea-
sured on admission for delivery. We report the prevalence of ID
and IDA by varying definitions: ferritin < 30 ng/mL, transferrin
saturation (TSAT) < 20%, or either criterion; anemia was defined
as Hgb < 11 g/dL. Patient characteristics and the rates of anemia
were compared among those with and without ID by ferritin
criteria.
Results: Of 92 patients included, 45 (49%) had ferritin < 30
ng/mL, 52 (57%) had TSAT< 20%, and 60 (65%) had either (Figure
1). 10 patients (11%) had anemia, of which 8 (80%) had ferritin< 30
ng/mL. Patients with ID were more likely to be multiparous (60%
vs. 36%, p= 0.04) and have higher BMI at delivery (median (IQR)
32.0 (28.5-34.3) vs. 29.2 (27.3-31.7), p = 0.02; Table 1). 13% of the
subjects self-identified as Asian; none had ID. Although the rates
of anemia in the 3rd trimester were similar, 19 patients without ID
(40%) vs. 5 with ID (11%) reported taking an iron (p = 0.001). On
admission, 8 (18%) with ID and 2 (4%) without ID were anemic (p
= 0.048).
Conclusion: ID was highly prevalent at the time of delivery,
exceeding previously published estimates, and associated with
anemia. Further research is needed to evaluate the impact of ID at
delivery as well as the treatment of ID with and without anemia
on perinatal outcomes. 1091 | Patient-Reported unmet Health-Related Social

Needs in Patients with and without Preterm Birth

Logan Mauney1; Jonathan Y. Siden2; Kaitlyn E. James1; Chengbo
Zeng3; Sarah N. Bernstein4
1Massachusetts General Hospital, Boston, MA; 2Massachusetts
General Hospital, Harvard Medical School, Boston, MA; 3Brigham
&Women’s Hospital, Boston, MA; 4Massachusetts General
Hospital, Division of Maternal Fetal Medicine, Boston, MA

4:00 PM - 6:00 PM
Objective: Preterm birth (PTB) is the leading cause of infant
mortality and has been linked to social determinants of health
(SDOH) such as economic stability, social and community con-
text, and limited healthcare access. There is little evidence on
the impact of unmet health-related social needs (HRSNs), the
patient-level manifestations of these SDOH, on birth outcomes.
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We sought to characterize the impact of patient-reported HRSNs
on PTB.
Study Design: Retrospective cohort study of pregnant patients
who completed a screen at least once in pregnancy forHRSNs in a
regional health-care system from 5/2020 to 3/2024. HRSNs in the
domains of education, employment, family care, food, housing,
medication affordability, transportation, and household utilities
affordability were identified through a validated screening tool.
The primary outcome was birth before 37 weeks’ gestation.
Generalized estimating equations were generated to determine
adjusted odds ratios (aOR) for the association between preterm
birth and HRSN domains. Models were adjusted for advanced
maternal age, nulliparity, hypertensive disorders of pregnancy,
pre-existing diabetes mellitus, and pregravid body mass index.
Results: There were 2,055 pregnancies screened for HRSNs that
met inclusion criteria, of whom 156 (7.6%) had a PTB. Patients
with a PTBwere significantlymore likely to report food insecurity
(14.1% vs 8.2%; aOR 2.09 95% CI 1.22-3.59) and unemployment
(19.2% vs 11.2%; aOR 1.74 95%CI 1.07-2.81). The presence of ≥ 2
or ≥ 3 HRSNs was associated with increased odds of PTB: ≥ 2
HRSNs aOR 1.68 (95% CI 1.12-2.52); ≥ 3 HRSNs aOR 1.81 (95%
CI 1.11- 2.95). Other HRSNs represented in the cohort were not
significantly associated with risk of PTB.
Conclusion: Patient-reported food insecurity and unemploy-
ment are independently associated with PTB. Further, HRSNs
in 2 or more of any domains have nearly the same impact.
Future research is needed to understand themechanisms of these
associations to inform critically needed patient and policy level
interventions to reduce PTB.

1092 | State Partisan Divide and Intimate Partner Violence
before and during Pregnancy

Madeline F. Perry; Joe M. Feinglass; Lynn M. Yee
Northwestern University Feinberg School of Medicine, Chicago, IL

4:00 PM - 6:00 PM
Objective: Pregnancy is a high-risk period for intimate partner
violence (IPV), with greater risk for adverse pregnancy outcomes
among people who experience IPV. Our objective was to evaluate
the association between a state’s percent vote for Donald Trump
in the 2020 presidential election and statewide IPV rates before
and during pregnancy reported by birthing people.
Study Design: Data from 2016-2020 from 44 states using the
Pregnancy Risk Assessment Monitoring System (PRAMS) were
linked to the state percent vote for Trump in the 2020 election.
PRAMS surveys postpartum people two to four months after
delivery. The survey asks participants if their current or past
husband/partner “push, hit, slap[ped], kick[ed], choke[d], or
physically hurt [them] in any way” in the 12 months before
pregnancy and/or during pregnancy. Respondents who answered
“yes” to either question were defined as reporting IPV. Our main
outcome was the mean state-reported prevalence of IPV in the 12
months before or during pregnancy.Multivariable Poisson regres-
sion estimated the association between the 2020 state percent
vote for Trump and the mean IPV rate reported, controlling for
individual-level sociodemographic variables. Sensitivity analysis
with 2016 election data was performed.
Results: Among 190,800 respondents representing an estimated
population of 9,762,956, 3.1% of respondents reported experienc-
ing IPV before or during pregnancy. There was a significant
positive association (r = 0.62, p< 0.001) between mean state IPV
rate and state percent vote for Trump in 2020 (Figure). After
adjusting for respondent sociodemographic factors, each 10-point
increase in the state percent vote for Trumpwas associated with a
nine percent greater likelihood of reporting IPV before or during
pregnancy (aIRR 1.09, 95% CI 1.05, 1.13; Table). Findings were
similar for 2016 election data (aIRR 1.08, 95% CI 1.04, 1.13).
Conclusion: Political and cultural environments are potential
contributing factors to IPV prevalence before and during preg-
nancy. The state percent vote for Trump may be a signal of a
greater prevalence or toleration of abusive behavior.
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1093 | Exposed Fetal Membranes Prior to Physical
Examination-Indicated Cervical Cerclage and Time to
Delivery

Mallory Vial1; Baha M. Sibai2; Emily Hyde3; Khalil M. Chahine4;
Nahla Daye1; Sami Backley5; Sean C. Blackwell2; Ahmed Zaki
Moustafa6
1University of Texas Health Science Center at Houston, Houston,
TX; 2McGovern Medical School at UTHealth Houston, Houston,
TX; 3UT Houston, Houston, TX; 4McGovern Medical School at
UTHealth, Houston, TX; 5Division of Fetal Intervention,
Department of Obstetrics, Gynecology and Reproductive Sciences,
McGovern Medical School at UTHealth Houston, Houston, TX;
6Division of Maternal-Fetal Medicine, Department of Obstetrics,
Gynecology and Reproductive Sciences, McGovern Medical School
at UTHealth Houston, University of Texas - Houston, TX

4:00 PM - 6:00 PM
Objective: Physical examination-indicated cerclage (PEIC) is
considered in the setting of painless cervical dilation with or
without exposed fetal membranes. We hypothesize that exposed
fetal membranes is a poor prognostic sign and associated with
shortened latency from cerclage to delivery.

StudyDesign: This is a retrospective cohort study of all singleton
pregnancies that underwent PEIC at a Level IV center between
January 2015 and March 2024. Patients with no delivery records
available for review were excluded. We compared demographic
and clinical characteristics, latency from cerclage to delivery, and
perinatal outcomes among patients with and without exposed
fetal membranes at the time of surgery.
Results: Ninety-three cases of PEIC were analyzed: 56 (60%)
had exposed fetal membranes and 37 (40%) did not. There were
no significant differences in the distribution of age, race, parity,
or medical comorbidities between groups. Latency period was
significantly shortened in patients with exposed membranes
compared to patients without (median 5 vs 16 weeks, P = 0.008)
(Figure 1). Exposed membranes was associated with higher rates
of preterm birth at < 24, < 28, < 32, and < 37 weeks gestation
respectively (32 vs 11%, P = 0.02; 55 vs 22%, P = 0.001; 57 vs 27%,
P = 0.004; and 73 vs 46%, P = 0.01). Exposed membranes was
also associated with higher rates of prelabor premature rupture
of membranes (PPROM) and intraamniotic infection (IAI) (27 vs
8%, P = 0.008; 12 vs 2%, P = 0.04) (Table 1).
Conclusion: Sixty percent of patients with PEIC had exposed
fetal membranes at the time of cerclage placement. Patients with
exposed membranes had shortened latency periods and higher
rates of preterm delivery < 24, < 28, < 32, and < 37 weeks. These
data will inform provider counseling and patient expectations
when considering PEIC.
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1094 | The Accuracy of Crown-Rump Length
Measurements: Comparison of 5-7 with 8-10 Gestational
Weeks

Manal Massalha1; Maria Abbas2; Etty Daniel-Spiegel2; Enav
Yefet3; Zohar Nachum1

1Emak Medical Center, Afula, HaZafon; 2Emek Medical Center,
Emek Medical Center, Afula, HaZafon; 3Tzafon Medical Center,
Poriya, HaZafon

4:00 PM - 6:00 PM
Objective: The International Society of Ultrasound in Obstetrics
and Gynecology recommends for dating to use ultrasound (US)
measurements at 8-13gestational weeks (GW), and to change the
dating if the difference from the last menstrual period (LMP) is
of 6d or more. We aimed to evaluate the accuracy of the crown-
rump length (CRL) at an earlier stage of 5-7GW compared with
8-10GWand to estimate if 5d difference justifies dating correction.
Study Design: A retrospective cohort study was conducted.
Data was retrieved from the medical records of women treated
in the assisted reproductive technology (ART) clinic between
2016-2023 at Emek Medical Center, Afula, Israel. The LMP was
calculated from embryo age and the date of transfer. The study
and control groups included women who conceived by ART
a singleton pregnancy and performed an US exam at 5+5-7+6
or/and 8-10+6GW, respectively. Transvaginal US was performed
using the Voluson E10 BT20 device by experienced technicians
at the US unit. Women with severe chronic diseases (e.g. chronic
hypertension, pre-gestational diabetes, autoimmune diseases and
heart or renal diseases) were excluded. The primary outcomewas
the accuracy of the CRL values at a range of ±4d according to
Hadlock at 5+5(CRL = 2mm)-7+6 compared with 8-10+6(CRL
= 42mm)GW. Assuming that 20% of the US CRL measurements
at 5+7-7+6GW will differ at least 5d from the calculated GW
compared with 10% of the measurements at 8-10+6GW, a sample
size of 400 pregnancies was required (α = 0.05, power = 80%).
Results: Included in the study 443 women, who performed 1045
US exams (mean 2.4/woman). The study and control groups
performed 575 and 470 exams, respectively, and the accuracy of
CRL measurements of ±4d within the LMP was 96% and 99%,
respectively (P = 0.02). High rate of accuracy of 95-100% was
found throughout all GWs (Table and Figure).
Conclusion: Although the control group performed slightly
better, the early 5+5-7+6GW group has a high accuracy of CRL
measurements and can be used for dating.We recommend dating
correction if a 5d difference or more is found using transvaginal
US exam during 5+5-10+6GW.

1095 | Intellectual Disability as a risk Factor for Adverse
Outcomes Among Pregnant People with Diabetes

Manasa G. Rao1; Timothy Wen2; Mary E. D’Alton1; Alexander M.
Friedman3; Noelia Zork3
1Columbia University Medical Center, New York, NY; 2University
of California, San Diego, Irvine, CA; 3Columbia University Irving
Medical Center, New York, NY

4:00 PM - 6:00 PM
Objective: Intellectual and developmental disabilities (IDD) are
associated with increased risk of adverse pregnancy outcomes
and the proportion of pregnant patients with a IDD diagnosis
has increased over time. Diabetes mellitus (DM) requires more
intensive antenatal care including frequent glucose monitoring,
medication adherence and titration, and frequent visits. It is
unclear whether IDD is an independent risk factor for adverse
outcomes among pregnancies with DM. The purpose of this
analysiswas to evaluatewhether IDDwas associatedwith adverse
outcomes among deliveries complicated by DM.
Study Design: Delivery hospitalizations to patients with preges-
tational and gestational DM aged 15-54 were analyzed using the
2000-2021 Nationwide Inpatient Sample. The primary exposure
of interest was IDD defined using ICD9/ICD10 codes. Temporal
trends in proportion of deliveries with IDD and DM were
analyzed with joint point regression to determine average annual
percent change (AAPC) with 95% confidence intervals. The asso-
ciation between hospital, demographic, and a range of adverse
outcomes were analyzed with logistic regression models.
Results: 2389 (0.04%) deliveries of 6,012,324 with DM diagnosis
had an associated IDD diagnosis. Deliveries to patients with both
DM and IDD increased from 2 per 10,000 in 2000 to 7 per 10,000
in 2021 (AAPC 7.8, 6.4-10.3, p< 0.01). More patients with IDD had
pregestational DM (30.2% vs 13.5%). In adjusted analyses, patients
with IDD had increased odds of diabetic ketoacidosis (aOR
2.66, 1.06-6.69), preterm birth < 37 weeks (aOR 1.46, 1.10-1.92),
cesarean delivery (aOR 1.30, 1.05-1.60), non-transfusion severe
maternal morbidity (aOR 2.06, 1.26-3.32), hypertensive disorders
of pregnancy (aOR 1.29, 1.03-1.63), and stillbirth (aOR 1.94,
1.07-3.5). Odds of shoulder dystocia did not differ between the
groups.
Conclusion: Among deliveries with DM, the proportion of
IDD increased over time. IDD is associated with increased risk
of adverse outcomes among deliveries with DM. Additional
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resources and surveillance may be warranted for patients with
IDD and DM to optimize outcomes.

1096 | Race and Temporal Temperature Measurement in
Intraamniotic Infection

Maria A. Phillis1; Peyton Johnston1; Esha Ghosalkar2; David N.
Hackney1
1University Hospitals Cleveland Medical Center, Cleveland, OH;
2Case Western Reserve University, Cleveland, OH

4:00 PM - 6:00 PM
Objective: Temperature is underestimated in Black versusWhite
inpatients when temporal thermometers are used. There is no
data on racial differences in temporal temperaturemeasurements
in obstetrical patients in assessment of Intraamniotic infection
(IAI). Our aim was to analyze intrapartum temporal temperature
readings in self-identified Black versus White patients with IAI.
We hypothesized that Black patients would have significantly
lower max temperature (Tmax) when measured temporally and
this may result in delay of diagnosis or antibiotics, higher stage or
grade of chorioamnionitis on pathology or neonatal andmaternal
morbidity.
Study Design: We conducted a single institution retrospective
cohort study of self-identified Black and White patients at term
with clinical IAI or histopathological diagnosis of chorioamnioni-
tis from 2021-2022. Primary outcomes were differences in Tmax
in Black versus White patients with clinically diagnosed IAI and
Tmax differences in Black versusWhite patients with histopatho-
logical chorioamnionitis. All temperatures were measured with
temporal thermometers. Secondary outcomes included differ-
ences in stage and grade of chorioamnionitis, timing of diagnosis
and antibiotics, and neonatal and maternal complications.

Results: 459 patients were identified that met the inclusion and
exclusion criteria, 285 (62.1%) Black patients and 174 (37.9%)White
patients, with Black patients more likely to be diagnosed with
IAI. Black patients were younger, more often multiparous, with
higher BMIs and a higher likelihood of hypertensive diseases.
There was no difference in primary outcome of Tmax by race.
Black patients with a clinical diagnosis of IAI were more likely
to undergo cesarean delivery. Infants of White patients with a
histopathological diagnosis of chorioamnionitis were more likely
to be admitted to the NICU.
Conclusion: Temporal thermometer measurements were not
statistically significant by race. However there were disparities in
cesarean delivery rates and NICU admissions.

1098 | Risk Factors for Unplanned Cesarean Delivery
Among Pregnancies with Preexisting Diabetes

Marie-Julie Trahan1; Qi Yan2; Noelia Zork2; On behalf of the
MOMPOD Consortium
1Columbia University, New York, NY; 2Columbia University Irving
Medical Center, New York, NY

4:00 PM - 6:00 PM
Objective: Diabetes in pregnancy is associated with an increased
risk of cesarean delivery (CD). While CD risk factors among
pregnancies with gestational diabetes (GDM) are well defined,
such as nulliparity, bodymass index, gestational weight gain, and
insulin use, it is unclear whether these same risk factors apply to
pregnancies with preexisting diabetes. The objective of this study
was to identify risk factors for unplanned CD among pregnancies
with Type 2 diabetes (T2D) or early GDM.
Study Design: This was a secondary analysis of the Metformin
Plus Insulin for Preexisting Diabetes or Gestational Diabetes
in Early Pregnancy (MOMPOD) randomized controlled trial.
Participants with T2D or early GDM were included if they had
a trial of labor. Baseline and pregnancy characteristics were
compared between those with a vaginal delivery (VD) and those
with an unplanned CD using descriptive and logistic regression
analyses, controlling for potential confounders.
Results: Of 405 participants, 144 (36%) had an unplanned CD
and 261 (64%) had a VD. There were no differences in diabetes
type, metformin use, or neonatal birthweight between groups.
Compared to those with a VD, participants with an unplanned
CD had greater median gestational weight gain [11.6 pounds
(interquartile range (IQR) 6.8-15.4) vs. 10 pounds (IQR 4.4-14.9), p
= 0.019], enrollmentHbA1c≥ 6.5% (69% vs. 56%, p= 0.0239), third
trimester HbA1c ≥ 6.5% (39% vs. 25%, p = 0.0459), and median
glucose levels in labor [130.0 mg/dL (IQR 112.0-161.5) vs. 121.0
mg/dL (IQR 100.0-144.0), p = 0.0025]. There was no difference in
median third trimester HbA1c. In multivariate adjusted analysis,
onlymedian enrollmentHbA1c (mean gestational age 11.2 weeks)
was associated with CD [7.3% for CD vs. 6.85% for VD, p = 0.0107;
aOR 1.21 (95% confidence interval 1.03, 1.42)].
Conclusion: Higher first trimester HbA1c is associated with CD
in patients with T2D or early GDMattempting VD. Preconception
counseling should focus on improved glycemic control prior to
and in early pregnancy as a potential strategy to reduce risk of
unplannedCD for pregnant individualswith preexisting diabetes.
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1099 | Anal Sphincter Injury After Vacuum-Assisted
Delivery- is Avoiding Episiotomy Still Safe?

Matan Anteby1; Tally Pinchas-Cohen1; Asnat Groutz1; Ronen
Gold1; Anat Lavie2; Yariv Yogev3; Yoav Baruch1
1Lis Maternity Hospital, Sourasky Medical Center, Tel Aviv
University, Israel, Tel Aviv, Tel Aviv; 2Tel Aviv Sourasky Medical
Center, Tel Aviv Sourasky Medical Center, Tel Aviv; 3Lis Maternity
Hospital, Sourasky Medical Center, Tel Aviv University, Tel Aviv
Sourasky Medical Center, Tel Aviv

4:00 PM - 6:00 PM
Objective: To assess whether avoiding episiotomy during
vacuum-assisted deliveries (VAD) affects the incidence of anal
sphincter injury (OASI) in primiparous women.
Study Design: A retrospective cohort study of all primiparous
patients who had a VAD at a university-affiliated tertiary center
(2011-2022). In our institution, during VAD, a mediolateral epi-
siotomy is performed at the attending physician’s discretion. We
compared outcomes between VADswith andwithout episiotomy.
Baseline characteristics were evaluated along with various VAD
parameters. The primary outcome was OASI, with secondary
outcomes including other maternal adverse events.
Results: Out of 157,282 deliveries, 10,400 (6.6%) were VADs,
and 7,951 met the inclusion criteria. Among these, 7,201 (90.6%)
had episiotomies, and 750 (9.4%) did not. Baseline maternal
characteristics were similar between the groups. Those who had
episiotomy had a higher rate of prolonged second stage of labor
(PSS) (32% vs. 25.9%, p = 0.001), higher rates of occipitoposterior
position (OP) (18.6% vs. 14.3%, p = 0.016) and more advanced
head station (+3 under ischial spine in 5.3% vs. 9.3%, p< 0.001),
as compared to no episiotomy. Newborns weighing >3500 grams

were more common in the episiotomy group (25.4% vs. 21.7%, p =
0.027).
Despite these known risk factors for OASI, the incidence of
OASI was higher in the no-episiotomy group (2.8% vs. 1.4%, p
= 0.004). Multivariable analysis confirmed that episiotomy had
a protective effect against OASI [aOR 0.433 (0.258-0.728), p =
0.002]. Prolonged second stage [aOR 1.98 (1.32-2.94), p< 0.001]
and higher birthweight [aOR 1.86 (1.09-3.17), p = 0.022] also
correlatedwith a higher risk of OASI. The number needed to treat
(NNT) to prevent one OASI with episiotomywas 71, reduced to 42
for PSS, 33 for OP, and 22 for newborns >3500 g. Other maternal
adverse outcomes were similar, except for a higher postpartum
blood transfusion rate in the episiotomy group (3.9% vs. 1.5%, p =
0.008).
Conclusion: Avoiding routine episiotomy during VAD in primi-
parous women is associated with a higher OASI rate, particularly
in those with PSS, OP, or larger newborns.

1100 | Normotensive vs. Hypertensive HELLP Syndrome:
ShouldWe Expect Different Outcomes?

Matan Anteby1; Keren Or Wertheimer1; Liran Hiersch2; Yariv
Yogev3
1Lis Maternity Hospital, Sourasky Medical Center, Tel Aviv
University, Israel, Tel Aviv, Tel Aviv; 2Lis Maternity Hospital,
Sourasky Medical Center, Tel Aviv University, Israel, Lis Hospital
for Women’s Health, Tel Aviv Sourasky Medical Center, Tel Aviv;
3Lis Maternity Hospital, Sourasky Medical Center, Tel Aviv
University, Tel Aviv Sourasky Medical Center, Tel Aviv

4:00 PM - 6:00 PM
Objective: To comparematernal andneonatal outcomes between
women with hemolysis, elevated liver enzymes, and low platelet
(HELLP) syndrome with and without associated hypertension,
focusing on differences in presentation, disease severity, and
associated complications.
Study Design: A retrospective cohort study of singleton deliv-
eries diagnosed with HELLP syndrome at a tertiary university-
affiliated hospital (1.2011-3.2023). Cases were categorized into
normotensive HELLP and hypertensive HELLP. We collected
and compared data on maternal demographics, clinical pre-
sentation, laboratory findings, delivery outcomes, and neonatal
complications.
Results: Among 157,282 deliveries, 118 met the full criteria
for HELLP syndrome: 74 (68.5%) hypertensive and 34 (31.5%)
normotensive. Normotensive HELLP cases were diagnosed at
a significantly later gestational age (37.5 ± 3.0 vs. 34.5 ± 4.4
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weeks, p< 0.001). Only 2 women (5.9%) with normotensive
HELLP delivered < 34 weeks, compared to 33 (44.6%) with
hypertensive HELLP (p< 0.001) (figure). Proteinuria was less
common in normotensive cases (58.8% vs. 87.8%, p< 0.001).
Laboratory parameters, including hemoglobin, platelet count,
creatinine, liver function tests, and hemolysis parameters, did
not differ significantly between the groups. Neonates in the
normotensive group had significantly higher mean birth weights
(2574.6 ± 746.2 vs. 1947 ± 816.6 grams, p< 0.001), fewer NICU
admissions (29.4% vs. 56.8%, p = 0.008), and lower rates of
respiratory distress syndrome (2.9% vs. 24.3%, p = 0.007) (figure).
Maternal complications related to HELLP syndrome did not
differ significantly between normotensive and hypertensive cases
(figure).
Conclusion: Normotensive HELLP syndrome appears to be a
less severe form of HELLP syndrome, presenting at a later ges-
tational age. Despite differences in neonatal outcomes, maternal
adverse outcomes remain comparable to those in hypertensive
HELLP syndrome. This suggests that normotensive HELLP
should be managed with the same caution as hypertensive
HELLP to ensure optimal maternal and neonatal outcomes.

1101 | Optimizing Induction: Shortened Balloon Protocols
for Better Outcomes

Matthew D. Mitts1; Kamran Hessami1; Meija Caldwell1;
Christina M. Ackerman-Banks1; Karin A. Fox2
1Baylor College of Medicine, Houston, TX; 2University of Texas
Medical Branch, Galveston, TX

4:00 PM - 6:00 PM
Objective: The optimal timing of mechanical balloon induction
remains controversial. This meta-analysis compares the effec-
tiveness of 6-hour versus 12-hour mechanical balloon induction
protocols in reducing delivery time in term pregnancies.
StudyDesign: A comprehensive literature searchwas conducted
using terms related to mechanical balloon induction. Random-
ized controlled trials (RCTs) comparing 6-hour and 12-hour
induction protocolswith various types of balloon catheters (single
and double balloon) were included. The primary outcome was
the interval time to delivery, defined as the time from the start of
the induction process to delivery. The secondary outcomes were
cesarean delivery rate (CD), operative vaginal delivery rate, time
on oxytocin, and delta bishop score. The random-effects model
was used to pool the odds ratios (ORs) and the corresponding 95%
confidence intervals (CIs).
Results: Four RCTs were included in the meta-analysis, encom-
passing a total of 972 participants. Overall, patients with a 6-hour
balloon induction delivered 4.5 hours sooner compared to those
with a 12-hour balloon (mean difference -4.56, CI [-5.75,-3.37],
P< 0.001). The risk of cesarean delivery was 1.5 times higher for
patients with a 12-hour balloon compared to those with a 6-hour
balloon (OR 0.67, 95% CI [0.47, 0.96], P= 0.028). Additionally, the
risk of cesarean delivery due to non-reassuring fetal heart tones
(NRFHTs)was 1.7 times higher in the 12-hour group (OR0.59, 95%
CI [0.36, 0.96], P = 0.030). No significant differences were found
in the rate of operative vaginal delivery, time on oxytocin, change
in Bishop score, or starting and post-intervention Bishop scores
between the two groups.
Conclusion: A 6-hour mechanical balloon induction protocol
significantly reduces the interval to delivery and the risk of
cesarean delivery, particularly due to NRFHTs, compared to a
12-hour protocol. These findings support the use of a shorter
induction interval for improved maternal and fetal outcomes in
term pregnancies.

92 of 176 Poster Session 4



1102 | Neonatal Outcomes of Gastroschisis Births by mode
of Delivery in the United States

Matthew H. Mossayebi1; Jennifer E. Powel2; Rodney A.
McLaren, Jr., Jr.3; Zubair H. Aghai4; Virali Patel4; Mariella F.
Toro4; Huda B. Al-Kouatly3
1Brigham and Women’s Hospital, Boston, MA; 2Hackensack
Meridian Jersey Shore University Medical Center, Neptune, NJ;
3Thomas Jefferson University Hospital, Philadelphia, PA; 4Sidney
Kimmel Medical College at Thomas Jefferson University,
Philadelphia, PA

4:00 PM - 6:00 PM
Objective: Although trial of labor (TOL) versus planned cae-
sarean delivery (CD) has been hypothesized to influence clinical
outcomes in neonates with gastroschisis, this clinical deci-
sion remains controversial. We assessed neonatal outcomes
in newborns with gastroschisis based on delivery mode in a
contemporary United States cohort.
Study Design: We conducted a retrospective cohort study using
population-based data from the US Natality Database on live
singleton births complicated by gastroschisis from 2017 to 2022.
Data was stratified by TOL versus CD. A sub-group analysis for
term versus preterm neonates was performed. Cases with CD
after failed TOL were included in the TOL group. Our primary
outcome was composite adverse neonatal outcome, including
chorioamnionitis, 5-minute Apgar score < 3, assisted ventilation
use > 6 hours, surfactant use, neonatal seizures, and neonatal
death. Patient characteristics were compared and logistic regres-
sion was performed to estimate adjusted odds ratios (aORs) for
adverse outcomes accounting for gestational age (GA) at birth and
birthweight.
Results: Of 17,104,917 births, 3,543 (0.021%) were complicated by
gastroschisis. TOL was attempted in 2,433 (68.7%), while 1,110
(31.3%) reported planned CD. Compared to the planned CD
group, those undergoing TOL had lower rates of preterm birth,
delivered at later GA, and had higher birthweights (Table 1). TOL
was associated with lower odds of composite adverse neonatal
outcome (25.5% vs 31.4%, aOR 0.79). TOL was also associated
with lower odds of NICU admission (aOR 0.53) and immediate
ventilation use (aOR 0.73), and higher odds of chorioamnionitis
(OR 2.12) and infant transfer to a higher-level care facility (OR
1.23) (Table 2). Similar results were observed after stratification
for term versus preterm neonates.

Conclusion: TOL was associated with lower composite adverse
neonatal outcome compared to planned CD among pregnancies
complicated by gastroschisis. This study is limited by variables of
antenatal morbidity, such as fetal growth restriction and size of
gastroschisis.

1103 | Antenatal Ultrasound Predictors of Genitourinary
Injury in Cesarean Hysterectomy for Placenta Accreta
Spectrum

Matthew D. Mitts1; Kamran Hessami1; Yamely H. Mendez1;
Christina C. Reed2; Arthur Ladron De Guevara1; Keneshia
Lane1; Kayla E. Ireland3; Georgia A. McCann3; Claire
Hoppenot1; Amir A. Shamshirsaz1; Hendrik A. Lombaard4;
Michael A. Belfort5; Jessian L. Munoz1
1Baylor College of Medicine, Houston, TX; 2Baylor College of
Medicine at Texas Children’s Pavilion for Women, Houston, TX;
3University of Texas Health Science Center at San Antonio, San
Antonio, TX; 4Texas Children’s Hospital, Houston, TX; 5Texas
Children’s Hospital and Baylor College of Medicine, Houston, TX

4:00 PM - 6:00 PM
Objective: Placenta accreta spectrum (PAS) is a complex obstet-
ric condition associated with maternal morbidity. Urologic
injuries complicate 20-30% of PAS deliveries during cesarean
hysterectomy. This study aimed to evaluate ultrasonographic
predictors of genitourinary (GU) injury during Cesarean Hys-
terectomy for PAS from multiple referral centers.
Study Design: We conducted a multicenter, retrospective analy-
sis of singleton pregnancies with pathology-confirmed PAS (acc-
reta, increta, or percreta). Ultrasonographic variables assessed
included placental location, presence of previa or low-lying
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placenta, presence of lacunae, loss of retroplacental clear zone,
lower segment hypervascularity, bladder and uterine bulge,
myometrial thinning, abnormal uterine-bladder interface, and
suspected depth of invasion. The primary outcome was the
occurrence of anyGU injury (ureteral or bladder) during cesarean
hysterectomy. Comparisons were made using Fisher’s Exact test,
and odd ratios were established using logistic regression.
Results: Among 358 patients included in the study, 59 (16%)
experienced GU injury during surgery. Patients with GU injury
were significantly more likely to have had antenatal suspicion of
percreta based on ultrasound findings (OR 2.89, 95% CI: 1.56–5.35)
and to have complete placenta previa (OR 3.26, 95% CI: 1.71–6.21),
as seen in Table 1. Conversely, posterior placental location was
associated with a lower risk of GU injury (OR 0.31, 95% CI: 0.11–
0.89). None of the six ultrasonographic markers independently
predicted GU injury.
Conclusion: Antenatal suspicion of percreta and complete pla-
centa previa significantly increase the risk of GU injury during
Cesarean Hysterectomy for PAS. Conversely, posterior placental
location appears to be associated with a lower risk of such
injuries. Individual ultrasonographic markers alone do not reli-
ably predict GU injury at the time of cesarean hysterectomy; thus,
multimodal imagingmay be important for patient counseling and
surgical preparation.

1104 | Azithromycin Utilization andMaternal Outcomes
in Patients with Intrapartum Cesarean Birth, 2016-2020

Maura Jones Pullins1; Marie-Louise Meng2; Jerome J.
Federspiel2; Kim Boggess3; Matthew Fuller4; Johanna
Quist-Nelson1

1University of North Carolina, Chapel Hill, NC; 2Duke University
School of Medicine, Durham, NC; 3University of North Carolina at
Chapel HIll, Chapel Hill, NC; 4Duke University, Durham, NC

4:00 PM - 6:00 PM
Objective: In 2016, the Cesarean Section Optimal Antibi-
otic Prophylaxis (C/SOAP) study demonstrated perioperative
azithromycin at time of labored cesarean delivery reduced
infection by 50% (12% to 6%). We examined national trends
in perioperative azithromycin use following C/SOAP. We also
evaluated association between azithyromicin use and maternal
sepsis and death.
Study Design: This retrospective cohort study used the Pre-
mier Healthcare Database to identify births from 2016-2020 in
patients aged 12 to 55, at > 24 weeks’ gestation, with a singleton
pregnancy and intrapartum cesarean or cesarean after rupture
of membranes. Those with chorioamnionitis prior to delivery
were excluded. The primary outcome was azithromycin use.
Secondary outcomes were a composite endpoint of infectious and
surgical wound complications, endometritis, necrotizing fasciitis,
abscess, septic pelvic thrombophlebitis, sepsis, pyelonephritis,
pneumonia, meningitis and death during delivery hospitalization
or the following 30 days.
Results: From 2016 to 2020, there were 1,528,602 cesarean deliv-
eries, of which 531,709met inclusion criteria. Azithromycin recip-
ients were more likely than Azithyromicin non-recipients to have
diabetes, hypertension, and tobacco use disorder. Azithromycin
use increased from < 1% to nearly 40% from 2016-2020 (Figure).
Utilization was highest in hospitals with > 500 beds compared
to hospitals with < 100 beds (41.4% vs 4.7% p < 0.001). Despite
increasing azithromycin use, the composite outcome was higher
among patients receiving Azithyromicin, as was endometritis,
length of stay, and home health use (Table).
Conclusion: After C/SOAP, the uptake of azithromycin was
rapid and faster in larger hospitals. Further implementation
should focus on smaller rural hospitals where uptake remains
low, which may reflect limited financial resources, or capacity
for implementation. Given outcomes assessment was limited
to inpatient encounters and this cohort was not randomized,
we encourage caution when evaluating associations between
azithromycin exposure and outcomes.
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1105 | Trial of Labor After Cesarean in Twin Pregnancies
with Two Prior Cesarean Deliveries

May Abiad1; William A. Grobman2; Kelly Mosesso3; Joanne
Daggy3; Ali Javinani4; Asma Khalil5; Vincenzo Berghella6; Mark
B. Landon2; Alireza A. Shamshirsaz7; Hiba J. Mustafa8
1Maternal Fetal Care Center, Boston Children’s Hospital, Boston,
MA; 2The Ohio State University, Columbus, OH; 3Department of
Biostatistics and Health Data Science, Indiana University School
of Medicine, Department of Biostatistics and Health Data Science,
Indiana University School of Medicine, IN; 4Boston Children’s
Hospital, Harvard Medical School, Boston, MA; 5Fetal Medicine
Unit, St George’s Hospital, St George’s University of London,
London, England; 6Sidney Kimmel Medical College of Thomas
Jefferson University, Philadelphia, PA; 7Fetal Surgeon Chief,
Division of Fetal Medicine and Surgery Director of the Maternal
Fetal Care Center Director of the Perinatal Surgery Fellowship
Professor of Surgery, Boston Children’s Hospital Harvard Medical
School, Boston, MA; 8Indiana University and Riley Children’s
Hospital, Indianapolis, IN

4:00 PM - 6:00 PM
Objective: To investigate short-term maternal and neonatal
outcomes in individuals with twin pregnancies and two prior CDs
undergoing TOLAC.
Study Design: A cross-sectional study of live birth data was
conducted between 2014-2021 in the United States. Individuals
with twins and two prior CDs undergoing TOLACwere included.
Comparison groups included those with: (1) twins and two
prior CDs undergoing elective CD, (2) twins and one prior
CD undergoing TOLAC, and (3) singletons and two prior CDs
undergoing TOLAC. The primary outcomes were composite
measures of maternal and neonatal morbidity. Maternal out-
comes included chorioamnionitis, transfusion, hysterectomy,
uterine rupture, ICU admission, and vaginal birth after cesarean
(VBAC). Neonatal outcomes included 5-min Apgar ≤ 3, assisted
ventilation, NICU admission, surfactant or antibiotic use, and
seizures.Univariable and multivariable analyses were conducted
with P value < 0.05 considered significant after Bonferroni
adjustment.
Results: A total of 92,665 pregnant individuals and 106,361
neonates were isolated. VBAC was achieved in 37.8% (239/632)
of individuals with twins and two prior CDs attempting TOLAC
compared to 61.5% (2,271/3,693) in twins and one prior CD and
58% (45,834/78,969) in singletons and two prior CDs undergoing
TOLAC (P< 0.001). Both composite maternal and neonatal
morbidity were not significantly different between individuals
with twin pregnancies and two prior CDs attempting TOLAC and
other twin groups. None of the 632 individuals with twins and two
prior CDs attempting TOLAC had a uterine rupture. Following
adjustments with covariates, the odds of VBAC were more than
twice as great in those with twins with one prior CD (aOR: 2.41;
95% CI: 2.01-2.90) and those with singletons with two prior CDs
(aOR: 2.23; 95% CI: 1.88-2.65) compared to individuals with twins
and two prior CDs.
Conclusion: In twin pregnancies with two prior CDs, although
the chance of VBACwas 37.8%, therewas no significant difference
in adverse maternal or neonatal outcomes.
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1106 | Role of Prenatal Care in Modifying the Risk of NAS
AmongMothers with OUD

Megha Arora; Bharti Garg; Aaron B. Caughey
Oregon Health & Science University, Portland, OR

4:00 PM - 6:00 PM
Objective: To examine the risk of neonatal abstinence syndrome
(NAS) amongmotherswith opioid use disorderwith low andhigh
engagement with prenatal care.
Study Design: We conducted a retrospective cohort study of
births in the state of California from2008-2020 among individuals
with opioid use disorder to compare rates of NAS between those
with < 5 prenatal visits and ≥5 prenatal visits. NOWs rates were
assessed in the overall cohort then stratified by urban/rural resi-
dence.We performedmultivariable logistic regression controlling
for age, race/ethnicity, education, pre-pregnancy BMI, parity, and
insurance status to estimate adjusted odds ratios (aOR) and 95%
confidence intervals.
Results: In the cohort of 10,654 individuals with opioid use
disorder, 2,147 (20.15%) attended < 5 prenatal visits and 8,507
(79.85%) attended ≥5 prenatal visits. There was lower prenatal
care attendance among individuals aged 20-34, those with public
insurance, and those with high school education or less. In the
overall cohort, the adjusted odds of NAS was significantly higher
among individuals with < 5 prenatal visits (aOR = 1.29; 95% CI
1.15-1.44). Similar significant resultswere found in rural residents;
however, the results were not statistically significant in urban
residents.
Conclusion: Our study found that among pregnant individuals
with opioid use disorder, those with lower prenatal care had a
higher risk of NAS in the infant. Close follow up of pregnant
individuals with opioid use disorder through prenatal visits may
reduce the burden of NAS among neonates.

1107 | What to Expect when you’re Expecting: Impact of
Physician and Patient factors on Predicted Delivery

Melissa S. Wong1; So Yung Choi1; Karla Gonzalez1; Samira
Torna1; Matthew Wells1; Alex A. T. Bui2; Kimberly D. Gregory3
1Cedars-Sinai Medical Center, Los Angeles, CA; 2Medical &
Imaging Informatics Group, University of California, Los Angeles,
Los Angeles, CA; 3Cedars Sinai Medical Center, Los Angeles, CA

4:00 PM - 6:00 PM
Objective: The cesarean delivery rate continues to rise, and it is
critical to understand how physician perceptions of likely mode
of delivery influence the delivery outcome. The aim of this study
was to perform an early, intrapartum assessment of physician’s
predictions of their patient’s likelihood of vaginal delivery (VD)
and to identify which physician and patient factors affect these
predictions.
Study Design: We prospectively assessed physician prediction
of anticipated mode of delivery for patients presenting to labor
and delivery for planned vaginal delivery. At 4 hours, physicians
were sent a single-itemREDCap survey, “On a scale of 1-10 (where
10 = the highest), what is your patient’s likelihood of a vaginal
delivery?” and the value was converted to a probability (0-1.0).
We chart abstracted patient demographics and outcomes and
obtained physician demographics through publicly available
sources.We used linearmixedmodels to assess differences in pre-
dictions by patient and physician characteristics, and performed
subgroup analysis for nulliparous, term, singleton vertex (NTSV)
patients.
Results:We received 203 physician responses from46 physicians.
Table 1 lists physician and patient demographics. The median
prediction was 0.9. Physicians predicted a lower likelihood of
VD for patients with obesity and a higher likelihood of VD for
multiparas. (Table 2)
The NTSV subgroup was 111 patients delivered by 39 physicians.
Physician and patient characteristics were similar to the overall
population. The median prediction was 0.8. Physicians predicted
a lower likelihood of VD for patients age > 35 and for BMI >30
and a higher likelihood of VD for Asian patients. There were
no differences in predictions by physician demographics (age,
gender, language, practice duration).
Conclusion: Numerous patient factors influence physician’s
perception of the probability of a VD. Given that we anticipate
the physician’s early perception impacts the eventual outcome
(anchoring bias), future research will focus on the importance of
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early recognition to determine strategies tomitigate thosewithout
causal association.

1108 | Physician vs. Partometer: a Machine Learning
Model Predicts mode of Delivery as well as Physicians

Melissa S. Wong1; So Yung Choi1; Karla Gonzalez1; Samira
Torna1; Matthew Wells1; Alex A. T. Bui2; Kimberly D. Gregory3
1Cedars-Sinai Medical Center, Los Angeles, CA; 2Medical &
Imaging Informatics Group, University of California, Los Angeles,
Los Angeles, CA; 3Cedars Sinai Medical Center, Los Angeles, CA

4:00 PM - 6:00 PM
Objective: Performance of predictive machine learning (ML)
models has rarely been assessed against clinician intuition. The
Partometer is a validated ML model which uses data from the
electronic health record to generate ongoing predictions of a
patient’s likelihood of vaginal delivery (VD). The aim of this

study is to compare calibration and accuracy of the Partometer
in predicting VD compared to the physician.
Study Design: This was a prospective study of all patients
presenting for a planned VD. At 4 hours, we conducted two
concurrent assessments: 1) to the patient’s physician “on a scale
of 1-10 (ordinal; 10 = highest), what is your patient’s likelihood of
a vaginal delivery?”; 2) we queried the Partometer on the same
continuous scale.
Patient information was chart abstracted; physician characteris-
tics were obtained from public sources. We assessed calibration
by fitting a linear mixed model for difference in Brier scores with
random intercept to account for the predictionsmade by the same
physician. For accuracy, we used>6 as predicting a VD (i.e., if the
prediction was >6 and a VD occurred, this was a true positive).
We stratified by patient characteristics. Subgroup analysis was
performed among patients whowere nulliparous, term, singleton
vertex (NTSV).
Results: There were 203 predictions from 46 clinicians. The
Partometer was equally well calibrated (Partometer 0.11 +/- 0.18,
physician 0.12 +/- 0.22) and accurate (85.7% [80.1-90.2] vs. 80.8%
[74.7-86.0]) as physicians in predicting VD. The findings per-
sisted after adjustment for patient and clinician characteristics.
On demographic-adjusted analysis, both the Partometer and
physicians were less well calibrated for patients who were non-
Hispanic Black, with obesity, or nulliparous. For the NTSV sub-
group, predictions on subjects age≥35were less well calibrated by
both Partometer and physicians. Differences in calibration were
found in the NTSV subgroup among the clinicians < 40 years old
and/or < 10 years of practice.
Conclusion: ML model to predict mode of delivery was as well
calibrated and accurate as physicians’ own predictions of their
patients.
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1109 | Proinflammatory Omega-6 and Arachidonic Acid
are Increased in Breast Milk of Mothers with
Overweight/Obesity

Michael G. Ross; MacKenzie Cervantes; Guang Han; Lihiri Bora;
Mina Desai
The Lundquist Institute at Harbor-UCLAMedical Center,
Torrance, CA

4:00 PM - 6:00 PM
Objective: Humanmilk composition varies depending onmater-
nal diet, duration of nursing, time of day and maternal body
habitus. Among the critical milk components, essential polyun-
saturated fatty acids (PUFA omega-6 and omega-3) must be
supplied to the newborn for brain growth and development.
Western diets have led to an increase in maternal consumption of
omega-6 linoleic acid (LA) and a decrease in omega-3 α-linolenic
acid (ALA) PUFA. Through the elongation and desaturation
process, LA is converted to arachidonic acid (AA) and ALA to
docosahexaenoic acid (DHA). While AA and DHA are important
for brain development, an excessive amount of total omega-6 (ω6),
AA and a higher AA/DHA ratio are associated with accelerated
weight gain in infants, increased oxidative stress, inflamma-
tion and cognitive impairment. As women with OW/OB have
increased total milk fat content, we sought to determine the
influence of maternal body mass index (BMI) on specific PUFA
levels.
StudyDesign: We studied womenwho delivered singleton, term
neonates and were exclusive breastfeeding at 7-9 weeks post-
partum. Among both normal weight (BMI 18.5-24.9 kg/m2) and
women with overweight and obesity (OW/OB; BMI≥25 kg/m2),
continuous milk samples (10ml) from foremilk to hindmilk were
obtained via pump until the breast was emptied. First and last
pumped milk samples were analyzed. Milk and maternal plasma
lipidomics were undertaken (Lipidyzer Platform).
Results: In women with OW/OB, breast milk total ω6, LA and
AA levels were significantly increased in both the first (foremilk)
and last (hindmilk) samples as compared to normal weight (Fig

1). Importantly, the AA/DHA ratio was significantly increased in
foremilk and hindmilk of women with OW/OB (Fig 2).
Conclusion: The increased ω6, LA and AA levels including
an increased AA/DHA ratio in the breast milk of women with
OW/OB has a potential risk for infant obesity, inflammation
and adverse cognitive/behavioral outcomes. Novel strategies to
optimize milk AA/DHA are urgently needed during pregnancy
and lactation, particularly in women with obesity.

1110 | Metformin Inhibits Insulin-inducedMammary
Lipid Synthesis: Development of Personalized Human
Milk to Prevent Childhood Obesity

Mina Desai1; Guang Han1; Krishna Rao2; Michael G. Ross1
1The Lundquist Institute at Harbor-UCLAMedical Center,
Torrance, CA; 2Southern Illinois University School of Medicine,
Springfield, IL

4:00 PM - 6:00 PM
Objective: Infants born to obese mothers are at increased risk of
childhood obesity due to in-utero programming and accelerated
infant weight gain. The increased fat/calorie content of milk of
motherswith obesity suggests that thematernalmetabolicmilieu,
including increased serum insulin, alters breast lipid synthesis.
We utilized a 3-D immortalized human mammary epithelial cell
(MEC) culture to examine the effects of exogenous insulin on
lipid synthesis. We further hypothesized that Metformin would
prevent insulin-induced milk lipid synthesis.
Study Design: MECs were cultured on cell inserts which sepa-
rate the basolateral chamber containing “serum” from the apical
chamber of milk production. Insulin (5 ng/ml), with and without
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Metformin (5 µmol/L), was added to the lactogenic medium
within the basolateral chamber. After 48h, MECs were analyzed
for protein expression (Western Blot) of lipogenic transcription
factor (sterol regulatory element-binding protein, SREBP), and
enzymes involved in triglyceride uptake (lipoprotein lipase, LPL)
and fatty acid synthesis (fatty acid synthase, FAS). Treated vs.
untreated MECs were compared by ANOVA with Dunnett’s
post-hoc test. Values are fold change (mean ± SEM) of N = 4
independent cultures.
Results: In response to insulin, cellular MECs demonstrated
activation of the lipid synthesis pathway as evident by increased
protein expression of SREBP1 including its downstream target
enzymes LPL and FAS. Metformin treatment normalized the
insulin-induced upregulation of MEC lipid synthesis (Fig 1).
Conclusion: The increased fat/caloric content of milk of obese
mothers is a result, in part, of insulin-enhanced mammary lipid
synthesis. Consistent with hepatic effects, Metformin reduces
insulin-mediated lipogenesis. These findings suggest that excess
human milk lipid synthesis may be normalized by maternal diet
or pharmacologic interventions which reduce serum insulin. The
extension of personalized human milk from the low birth weight
to macrosomic infants may prevent excess infant weight gain
resulting from high caloric breast milk.

1111 | Effect of the COVID-19 Pandemic on Sterilization
Rates based on Location inWisconsin

Michelle P. Lin1; Jacqueline M. Powell1; Megan Knutson
Sinaise1; Janine S. Rhoades1; Ronald E. Gangnon2; Kara K.
Hoppe1
1University of Wisconsin School of Medicine and Public Health,
Madison, WI; 2University of Wisconsin Department of Population
Health Sciences, Madison, WI

4:00 PM - 6:00 PM
Objective: The COVID-19 pandemic placed significant demands
on healthcare infrastructure, and medical resources were prefer-
entially allocated to emergent or urgent services. This study aims
to examine the effect of the COVID-19 pandemic on the rate of
immediate and 3-month postpartum (PP) sterilization procedures
in Wisconsin (WI) based on geographic location.
Study Design: A retrospective cohort of all births from 3/1/2017
to 3/31/2023 inWIwas constructed usingWIHospital Association
coding data. Pre-COVID was defined as 3/1/2017 - 2/29/2020 and
post-COVID was defined as 3/1/2020 - 3/31/2023. Generalized
additive logistic regression models were constructed for the rate
of sterilization at birth and at 3 months PP as a function of geo-
graphic location (ZIP code). Statistical analyses were performed
using the mgcv package in R.
Results: There were 334,408 births – 172,752 pre pandemic and
161,656 during/post pandemic. There were 15,534 sterilization
events at the time of birth (4.6%)–8,263 (4.8%) pre pandemic
and 7,271 (4.5%) during/post pandemic (RR 0.94, 95% CI 0.91-

0.97, p = 0.0002). There was very strong evidence (p< 0.0001) of
geographic variation in the impact of the pandemic on the rate
of immediate sterilization. There were nominally significant (p<
0.05) elevations in the rate of immediate sterilization for zip codes
in northern andwesternWI and nominally significant reductions
in the rate of immediate sterilization for zip codes in northwest,
west central, and south central WI. Similar relationships were
seen at 3 months PP.
Conclusion: The COVID-19 pandemic demonstrated a signifi-
cant decrease in rates of immediate to 3-month PP sterilization
procedures inWI. There was strong evidence of geographic varia-
tion in the pandemic’s impact on the sterilization rate statewide.
The findings of this study indicate a shift in rate of sterilization
during a pandemic, which demonstrates the need for develop-
ment of provisions or alternatives to permanent sterilization to
allow for optimal family planning and contraceptive choice for
PP patients during times of healthcare crises or when access to
care is limited.
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1112 | Impact of a Statewide Quality Collaborative on
Screening and Referral for Perinatal Substance Use
Disorders

Michelle R. Petrich1; Alison Williams2; Josh Grotzinger3; Katie
Brassfield3; Niraj R. Chavan4
1Saint Louis University School of Medicine, Saint Louis University
/ St. Louis, MO; 2Missouri Hospital Association, Missouri Hopsital
Association / Jefferson City, MO; 3Missouri Hospital Association,
Missouri Hospital Association / Jefferson City, MO; 4Saint Louis
University School of Medicine, St. Louis, MO

4:00 PM - 6:00 PM
Objective: To evaluate the effectiveness of a statewide quality
improvement (QI) collaborative for increasing the adoption of
Screening, Brief Intervention, and Referral to Treatment (SBIRT)
in pregnant persons with substance use disorder (SUD).
Study Design: We evaluated the impact of a statewide perinatal
collaborative aimed at increasing the adoption of SBIRT through
implementation of the Alliance for Innovation in Maternal
Health (AIM) patient safety bundle on caring for pregnant
and postpartum people with substance use disorder (SUD).
We evaluated changes in average rates of SBIRT and bundle
implementation through hospital-level chart reviews, aggregate
data submission, structure measure surveys, and engagement
metrics over a 2-year period from January 2022 to December
2023. QImetrics for the collaborative, including process, outcome
and structure measures were defined in alignment with the AIM
bundle. Hospitals with data from the initial (Jan 1 - Mar 31, 2022)
and final (Oct 1–Dec 31, 2023) phase of the project were included.
All study variables were coded as nominal data and analyzed
using Chi-square tests; statistical significance was set at p≤.05.
Results: Ten hospitals met criteria for inclusion in this QI
initiative review and were evaluated for SBIRT adoption before
and after implementation of the patient safety bundle. Therewere
no significant differences among sites with regards to geographic
location or obstetric bed size. Evaluation of screening patterns
demonstrated a significant increase in rates of SUD screening
(59.4% to 90.1%, p< .001) after bundle implementation (Figures
1 and 2). Rates of referral for SUD treatment (77.8% to 83.8%, p
=˙.21) and counseling about medications for opioid use disorder
(MOUD) (84.5% to 89%, p =˙.31) were also noted to increase over
the 2-year implementation period, however–this did not reach
statistical significance (Figure 1).
Conclusion: Adoption of a structured patient safety bundle
implemented through a statewide quality collaborative has the
potential to increase screening and timely referrals for enhancing
care delivery in patients with perinatal SUD.

1113 | Magnesium Sulfate Infusion During Delivery
Hospitalization is not Independently Associated with
PostpartumHemorrhage

Molly McAdow1; Jennifer F. Culhane1; Kathryn M. McKenney2;
Moeun Son3; Heather Burris4; Sara Handley5; Jay Greenspan6;
Kevin Dysart6
1Yale School of Medicine, New Haven, CT; 2University of Colorado,
Denver, CO; 3Weill Cornell Medicine, New York, NY; 4Children’s
Hospital of Philadelphia, Philadelphia, PA; 5Children’s Hospital of
Pennsylvania, Philadelphia, PA; 6Nemours Children’s Hospital,
Wilmington, DE

4:00 PM - 6:00 PM
Objective: To determine whether intravenous (IV) magnesium
sulfate (Mg) use is associatedwith postpartumhemorrhage (PPH)
and peripartum hysterectomy (hyst).
Study Design: This retrospective cross-sectional study utilizes
Epic Systems’ Cosmos research platform, a US-based electronic
health record database with de-identified patient-level data. All
deliveries from 2017-2023 without International Classification
of Diseases (ICD)-10 codes for placenta accreta spectrum were
included. The exposure was IV Mg use based on the medication
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administration record. The outcome of PPH was defined by
ICD-10 code plus red blood cell transfusion, procedure code for
hemorrhage treatment, or receipt of methergine or carboprost.
The outcome of hyst was based on Current Procedural Termi-
nology codes. The associations of IV Mg and the outcomes of (1)
PPH and (2) hyst were examined using bivariate and multivariate
analyses. In addition, these associations were examined stratified
by gestational age at delivery (< 32 vs >32 weeks’ gestation).
Results: PPH was significantly associated with all listed covari-
ates in bivariate tests (Table 1). Patients receiving IV Mg were
significantlymore likely to have PPH [OR 2.55 (95%CI: 2.48-2.61)],
which was slightly attenuated after adjustment [aOR 2.01 (95%
CI 1.95-2.08)]. Among patients with PPH, IV Mg was associated
with higher odds of hyst in both models [OR 4.22 (95% CI 3.64-
4.88); aOR 7.72 (95% CI 6.38-9.30)]. In stratified analyses, after
adjustment, patients who delivered >32 weeks and received IV
Mg had even higher odds of PPH [aOR 8.40 (95% CI 6.90-10.21)]
(Table 2). There was no significant association among those who
delivered < 32 weeks after adjusting for potential confounders.
Conclusion: IV Mg use was significantly associated with
increased risk of PPH but only among those patients who deliv-
ered >32 weeks’ gestation. Since IVMg is administered primarily
for eclampsia risk reduction and not for fetal neuroprotection
after this gestational age threshold, our findings suggest that
severe preeclampsia may drive the association between Mg and
hemorrhage. Further exploration is needed.

1114 | Perinatal Healthcare Inequities: a Causal Network
Analysis

Monica A. Lutgendorf1; Teri R. Ryals2; Erin M. Blevins3; Gayle
Haischer-Rollo1; Caitlin Drumm1; Torie C. Plowden1; Carmen N.
Spalding4; Rasheda J. Vereen5; Brelahn J. Wyatt-Nash1; Shara M.
Fuller3; Megan G. Musilli3; Abigail Konopasky6
1Uniformed Services University of the Health Sciences, Bethesda,
MD; 2Naval Hospital Bremerton, Bremerton, WA; 3Naval Medical
Center San Diego, San Diego, CA; 4Sharp Healthcare System, San
Diego, CA; 5Carl R. Darnell Medical Center, Fort Cavazos, TX;
6Geisel School of Medicine at Dartmouth, Hanover, NH

4:00 PM - 6:00 PM
Objective: Persistent healthcare disparities exist within the Mili-
tary Health System (MHS). The objective of this study was to use
qualitative interviews to assess the intersection of operational and
cultural experiences of military service with the lived experience
of individuals on their use and experience of health care.
Study Design: This is an IRB approved qualitative study of the
perinatal birthing experience of servicemembers and TRICARE
beneficiaries. Thirty semi-structured interviews were conducted
with individualswho delivered an infantwithin the last five years.
Causation coding and deductive methods were used to generate
a variable list of antecedent variables, mediating variables and
outcomes. Themes were organized into causal chains based on
participant stories. A causal network was developed using cross-
case mapping to generate a thematic narrative from a systematic
comparison of within-case causal networks.
Results: A complex detailed causal network was developed,
depicting structural and social factors affecting birth experi-
ences. Such causal relationships impact individual experiences
to varying degrees. Antecedent variables included experiences
of dismissal, lack of support, concerns about the pregnancy,
knowledge of poor outcomes, family experiences, and systemic
issues. Mediating variables included delays in care, lack of
command support, fragmented care, microaggressions and fear
of medications and interventions. Outcomes included mistrust of
the medical system, fear and anxiety, early cessation of human
milk feeding and decreased military retention.
Conclusion: Comprehensive and logical pathways illustrate
challenges faced by birthing individuals in the MHS. Outcomes
including mistrust, fear and anxiety and early cessation of
human milk feeding are mediated by healthcare experiences and
concerns.
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1115 | Fertility Treatments Resulting in Twin Pregnancy
and the Risk for Childhood inFectious Disease

Moran Shahar1; Gil Gutvirtz2; Tamar Wainstock1; Eyal Sheiner1
1Department of Obstetrics and Gynecology, Soroka University
Medical Center, Ben-Gurion University of the Negev, Beer-Sheva,
Israel., Beer Sheva, HaDarom; 2Soroka University Medical Center,
Metar, HaDarom

4:00 PM - 6:00 PM
Objective: Recent research suggests that singleton pregnancies
achieved using fertility treatment are at an increased risk for
long-term infectious morbidity of the offspring as compared with
spontaneous singleton pregnancies. Scarce data exists regarding
twins. We investigated the risk of long-term infectious morbidity
among twins born following fertility treatments.
Study Design: A population-based retrospective cohort study of
all twin deliveries born between the years 1991-2021 at a tertiary
center. Twins born using fertility treatments including ovulation
induction (OI) and in-vitro fertilization (IVF) were compared
with twins born following spontaneous pregnancies. The long-
term infectious morbidity was compared based on data from
community clinics visits and hospitalizations of offspring up to
the age of 18 involving an infectious morbidity. The diagnoses of
infectiousmorbiditieswere based on ICD-9 codes used in the clin-
ics and hospital wards. A Kaplan–Meier survival curve was used
to compare the cumulative incidence of infectious morbidities
and a Cox proportional hazards model was constructed to control
for confounders.
Results: A total of 7790 twins met the inclusion criteria: 2076
twins (26.6%) were born following fertility treatments, among
them 696 (8.9%) were born using OI and 1380 (17.7%) following
IVF. The total infectiousmorbidity ratewas significantly higher in
twins born following fertility treatments as compared with twins
from spontaneous pregnancies (73.3% for OI, 71.1% for IVF and
64.1% for spontaneous twins, p< 0.001). Likewise, the cumulative
incidence of infectious morbidity over time was higher for twins
born following fertility treatments (Figure). In theCox regression
model, controlling for maternal and gestational age, hypertensive
disorders, diabetes mellitus and ethnicity, fertility treatments
resulting in twin pregnancy were found to be an independent risk
factor for long-term infectious morbidity of the offspring (Table).
Conclusion: In our cohort, twins born following fertility treat-
ments were found to be at higher risk for long-term infectious
morbidity.

1116 | Does Maternal Age at First Pregnancy Affect
Long-Term Endocrine Morbidity of the Mother?

Moran Shahar1; Eyal Sheiner1; Ruslan Sergienko2; Naama
Steiner1; Tamar Wainstock1; Gil Gutvirtz3; Roy Kessous4
1Department of Obstetrics and Gynecology, Soroka University
Medical Center, Ben-Gurion University of the Negev, Beer-Sheva,
Israel., Beer Sheva, HaDarom; 2Ben-Gurion University of the
Negev, Beer Sheva, HaDarom; 3Soroka University Medical Center,
Metar, HaDarom; 4Soroka, Beer-Sheva, HaDarom

4:00 PM - 6:00 PM
Objective: Pregnancies of women of advanced maternal age
are associated with various pregnancy and perinatal complica-
tions for the mother and the offspring. However, the long-term
outcomes of the mothers were scarcely investigated. Our aim
was to investigate the association between maternal age at first
pregnancy and long-term endocrine morbidity of the mother
Study Design: In a population-based cohort study, long-term
endocrine morbidity of mothers who delivered between 1991-
2021 in a regional tertiary medical center was analyzed. Mothers
were stratified by 4 age groups (< 30,30-35,35-40,>40). Endocrine
morbidity was assessed according to a predefined set of ICD-
9 codes and extracted from endocrine-related hospitalization
files of the mothers. A Kaplan-Meier survival curve was used
to assess cumulative incidence of endocrine morbidity and a
Cox proportional hazards model was constructed to control for
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confounders, comparing the groups of maternal age over 30 to a
reference group of women under 30 in their first pregnancy
Results: During the study period 73258 women were included,
of which 67365 (92.0%) women had their first delivery prior to
30 years of age, 4571 (6.2%) were between the ages 30-35, 1069
(1.5%) between the ages 35-40 and 253 (0.3%) were older than 40
years. The total endocrine-related hospitalization rate increased
asmaternal age increased among the 4 study groups (15.1%, 15.2%,
17.8% and 18.6%, respectively, p= 0.004). Likewise, the cumulative
incidence of endocrine morbidity over time was higher for
women as they were older in their first pregnancy (Figure).
The Cox regression model, controlling for fertility treatments
and ethnicity, found a ‘dose dependent’ effect as maternal age
in the first pregnancy was an independent risk factor for long-
term endocrine morbidity of the mother as compared with the
reference group of women under 30 years old (Table)
Conclusion: As women delay their first pregnancy to an older
age, they have higher long-term endocrine morbidity later in life.
The risk tends to increase in a dose-dependentmanner forwomen
over the age of 30 and is highest for women over 40.

1117 | Lactated Ringer’s versus Normal Saline for Initial
Fluid Resuscitation in Pregnant Patients with Diabetic
Ketoacidosis

Morgan A. Scaglione1; Melissa J. Cazzell1; Margaret
Mlynarczyk2; Jerri A. Waller2; Rebecca Horgan2; Alfred Z.
Abuhamad2; George R. Saade2; Marwan Ma’Ayeh2
1Macon & Joan Brock Virginia Health Sciences, Eastern Virginia
Medical School at Old Dominion University, Norfolk, VA; 2Macon
& Joan Brock Virginia Health Sciences Eastern Virginia Medical
School at Old Dominion University, Norfolk, VA

4:00 PM - 6:00 PM
Objective: Prior studies examining diabetic ketoacidosis (DKA)
outside of pregnancy show a shorter time to resolution of the
anion gap when utilizing Lactated Ringer’s (LR) compared to
normal saline (NS) for fluid resuscitation. Our objective was to
evaluate this evidence.
Study Design: This was a retrospective cohort study of pregnant
individuals who present with DKA. The primary outcome was
time to anion gap closure. Secondary outcomes included intensive
care unit admission, total insulin infusion received, and total crys-
talloid volume. Continuous variables were tested for normality
using the Shapiro-Wilk test, and compared using Student t-test or
Mann-Whitney-U test as appropriate. Categorical variables were
compared using Fisher’s exact or Chi Squared test.
Results: 156 patients were included, 43 (28%) treated with LR
and 113 with NS. Baseline characteristics were similar between
groups. Median time to anion gap closure was shorter in the LR
group (8.8 hours vs 13.2 hours, p = 0.003). Those who received
LR also required less insulin from admission to anion gap closure
(median 25.4 units vs 41 units, p = 0.005). Volume of crystalloid
required to close the anion gap did not differ between groups.
Conclusion: The use of lactated ringers as the crystalloid solu-
tionwith volume resuscitation inDKA is associatedwith a shorter
time to anion gap closure.

1118 | Outcomes of Patients with Euglycemic Versus
Hyperglycemic Diabetic Ketoacidosis During Pregnancy

Morgan A. Scaglione1; Melissa J. Cazzell1; Margaret
Mlynarczyk2; Jerri A. Waller2; Rebecca Horgan2; Alfred Z.
Abuhamad2; George R. Saade2; Marwan Ma’Ayeh2
1Macon & Joan Brock Virginia Health Sciences, Eastern Virginia
Medical School at Old Dominion University, Norfolk, VA; 2Macon
& Joan Brock Virginia Health Sciences Eastern Virginia Medical
School at Old Dominion University, Norfolk, VA

4:00 PM - 6:00 PM
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Objective: Euglycemic diabetic ketoacidosis (DKA) is uncom-
mon in the adult non-pregnant diabetic population, but is more
common in pregnancy. Our objective was to evaluate the out-
comes of DKA admissions in pregnant patients with euglycemic
versus hyperglycemic DKA.
Study Design: This was a retrospective cohort study of individ-
uals with diabetes admitted with DKA during pregnancy. They
were classified as euglycemic if their admission blood glucose
was < 250 mg/dL. The primary outcome was the duration of time
between diagnosis of anion gap metabolic acidosis and anion gap
closure. Secondary outcomes included admission to the intensive
care unit, total insulin received between diagnosis of DKA and
anion gap closure, and total crystalloid volume. For continuous
variables, normality testing was done using the Shapiro-Wilk
test and data compared using Student t-test or Mann-Whitney-
U test as appropriate. Categorical variables were compared using
Fisher’s exact or Chi Squared test.
Results: EuglycemicDKAwas present in 78 (50%) of 156 included
individuals with DKA. Those with euglycemic DKA had a lower
blood glucose, beta-hydroxybutyrate, hemoglobin A1c, and anion
gap compared to those with hyperglycemic DKA. Time between
diagnosis of DKA and anion gap closure was longer in those
with euglycemic DKA (median 14.8 hours vs 11.6 hours), however
volume of crystalloid and amount of insulin did not differ
between the groups.
Conclusion: Euglycemic DKA is associated with a longer time to
anion gap closure despite a lower admission anion gap and beta-
hydroxybutyrate level.

1119 | Prospective Validation of USPSTF Guidelines for
Preeclampsia Prediction and Clinician Compliance with
Aspirin Recommendations

Morten Rasmussen1; Arun Jeyabalan2; Michal A. Elovitz3;
Carrie Haverty4; Alison Moe1; Arkady Khodursky1; Maneesh
Jain1; Manfred Lee1; Thomas F. McElrath5; Elizabeth F. Sutton6;
George R. Saade7; Antonio F. Saad8; Luis D. Pacheco9; Joseph R.

Biggio, Jr10; Ebony B. Carter11; Kara M. Rood12; Antonina I.
Frolova13; Esther Park-Hwang14; Cynthia Gyamfi-Bannerman15;
Ai-ris Y. Collier16; William A. Grobman12; Vincenzo Berghella17
1Mirvie Inc., South San Francisco, CA; 2University of Pittsburgh
School of Medicine, Pittsburgh, PA; 3Icahn School of Medicine at
Mount Sinai, New York, NY; 4Mirvie Inc., South San Fransisco,
CA; 5BrighamWomen’s Hospital, Boston, MA; 6Woman’s
Hospital, Baton Rouge, LA; 7Macon & Joan Brock Virginia Health
Sciences Eastern Virginia Medical School at Old Dominion
University, Norfolk, VA; 8Inova Health, Falls Church, VA;
9University of Texas Medical Branch, Galveston, TX; 10Ochsner
Health, New Orleans, LA; 11University of North Carolina, Chapel
Hill, NC; 12The Ohio State University, Columbus, OH;
13Washington University School of Medicine, St. Louis, MO;
14Multicare, Orlando, FL; 15University of California, San Diego,
San Diego, CA; 16Beth Israel Deaconess Medical Center, Boston,
MA; 17Sidney Kimmel Medical College of Thomas Jefferson
University, Philadelphia, PA

4:00 PM - 6:00 PM
Objective: United States Preventive Services Task Force (TF)
guidelines recommendusing risk-factors for preeclampsia (PE) in
order to offer low-dose aspirin (LDA) to reduce risk. However, the
predictive value is unclear. We sought to prospectively evaluate
the performance and utilization of TF in predicting PE and to
determine if LDA was recommended based on TF in a diverse
population.
Study Design: People with a singleton pregnancy enrolled in
an IRB-approved prospective, observational, cohort study < 22
weeks gestation between July 2020 - June 2023. Enrollment
occurred at one of 12 clinical centers or via direct-to-participant-
recruitment across the United States. Data was obtained from
medical records review including TF risk-factors and if LDA had
been recommended (Table 1). All PE cases were adjudicated by
trained MFMs.
Results: The study enrolled 5,652 diverse participants (Table 1).
Using TF recommendations for prediction of PE the sensitivity
is 74% and the specificity is 48%. When including one or more
moderate risk-factors the sensitivity increases to 97% and the
specificity drops to 12%. 2,440 (43%) received a LDA recom-
mendation. Of those with at least one high-risk factor, 82% had
LDA recommended while in those with one or more moderate
risk-factors, 37.4% received LDA recommendation (Fig 1a). 3,974
(70.3%) were in the TF’s moderate risk-factors only category. For
those with any risk factor, LDA was more likely to have been
recommended in those who later developed PE vs those who
didn’t (Fig 1b).
Conclusion: TF had poor performance as a predictive screening
tool for PE in the group with moderate risk factors. There was
also low compliance with LDA recommendations suggesting
non-adherence to TF, practice variation, or incomplete documen-
tation. The higher rate of PE in those recommended LDA may
reflect provider identification of a higher risk subgroup, non-
adherence with taking aspirin, or failure of LDA to reduce PE
in certain subgroups. These data highlight the opportunity and
urgent need to develop better risk assessment tools based on
objective biology rather than based on clinical risk factors.
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1120 | Time Interval from Antenatal Corticosteroid
Administration to Delivery and Severe NeonatalMorbidity

Moti Gulersen1; Frank I. Jackson2; Ashley N. Battarbee3;
Vincenzo Berghella1; Matthew J. Blitz2
1Sidney Kimmel Medical College of Thomas Jefferson University,
Philadelphia, PA; 2Northwell, New Hyde Park, NY; 3Center for
Women’s Reproductive Health, University of Alabama at
Birmingham, Birmingham, AL

4:00 PM - 6:00 PM
Objective: To evaluate the association between time inter-
val from ACS administration to delivery and severe neonatal
morbidity (SNM) among periviable, early, and late preterm births
Study Design: Retrospective cohort of singleton preterm births
(PTBs) between 22 0/7-36 6/7 weeks’ gestational age (GA) at 2
tertiary academic medical centers from 2019-2022. All patients
exposed to ACS prior to delivery were eligible for inclusion.
Patients who had neonates that were not actively resuscitated,
intrauterine fetal demise, and missing data were excluded. The
primary outcome was SNM, a standardized composite neonatal
adverse outcome indicator which includes diagnoses and proce-
dures from the neonatal intensive care unit indicative of severe
morbidity. Baseline characteristics and outcomes were compared
by time interval from the first dose of ACS administration to
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delivery in 3 groups: < 2, 2-7, and >7 days. Multivariate logistic
regression was performed to evaluate the association between the
ACS timing and SNMwithin planned stratification by GA if there
was evidence of interaction. Models were adjusted for potential
confounders, and delivery within 2-7 days was as the reference
group. Data were presented as adjusted odds ratios (aOR) with
95% confidence intervals (CI).
Results: Of the 2,367 patients included, 518 (21.9%) delivered after
2-7 days of ACS administration, 1,215 (51.3%) at < 2 days after ACS
and 634 (26.8%) at >7 days after ACS. An interaction was noted
between GA and time interval from ACS to delivery, where time
interval fromACS to delivery was associated with more benefit in
reducing SNM at earlier GA (P< 0.001). There was no association
between ACS timing and SNM in PTBs occurring between 22 0/7-
33 6/7 weeks (Table). Among late PTBs, ACS exposure < 2 days
before delivery was associated with an increased risk of SNM
(Table).
Conclusion: The likelihood of ACS administration occurring
within 2-7 days of PTBs is low. ACS exposure < 2 days before
delivery in the late preterm period was associated with an
increased risk of SNM. Optimizing timing of ACS in the late
preterm period requires further study.

1121 | Trends in Previable Antenatal Corticosteroid
Administration Among Singletons After Implementation
of a Practice Advisory

Moti Gulersen1; Erez Lenchner2; Marlee Hirsch3; Rodney A.
McLaren, Jr., Jr.4; Huda B. Al-Kouatly4; Vincenzo Berghella1;
Eran Bornstein5
1Sidney Kimmel Medical College of Thomas Jefferson University,
Philadelphia, PA; 2New York University Rory Meyers College of
Nursing, New York, NY; 3Northwell Lenox Hill Hospital, Lenox
Hill Hospital, NY; 4Thomas Jefferson University Hospital,
Philadelphia, PA; 5Northwell Lenox Hill Hospital, New Hyde Park,
NY

4:00 PM - 6:00 PM
Objective: We aimed to evaluate national trends in antenatal
corticosteroid administration among previable singletons after
implementation of a practice advisory by the American Col-
lege of Obstetricians and Gynecologists (ACOG) recommending
consideration of ACS use as early as 22 0/7 weeks of gestation.

Study Design: Retrospective analysis of the United States
Centers for Disease Control and Prevention Natality Live
Birth Database (2016-2022). All patients with in-hospital, non-
anomalous, singleton previable live births (20 0/7-23 6/7 weeks’
gestation) were eligible for inclusion. Cases where ACS exposure
was unknown were excluded. Rates of ACS exposure among
all births were compared before and after ACOG’s practice
advisory published online in September, 2021 using Pearson’s chi-
squared test. September to December 2021 was considered an
implementation period and therefore excluded from the analysis.
Statistical significance was set at P < 0.05.
Results: A total of 33,570 previable live births comprised the
study cohort. There was a significant increase in rates of ACS
administration among singletons after ACOG’s practice advisory
compared to before (1,304/4,827 [27.0%] vs. 6,014/28,743 [20.9%],
P < 0.001). Rates of ACS exposure stratified by gestational age
before and after ACOG’s practice advisory are displayed in the
Table. Trends in ACS exposure over time among births occurring
before and after ACOG’s practice advisory is illustrated in the
Figure.
Conclusion: Data from this large cohort demonstrates the imme-
diate impact ACOG’s practice advisory had on administering
previable ACS in singleton gestations. A significant increase
in ACS exposure occurred at all previable gestational ages.
Future research evaluating the impact of this practice change on
neonatal outcomes during this time period is needed.

1123 | Survey of Individuals with HDP on Cardiovascular
Disease Risk Awareness and Prevention Perspectives

Nadine Sunji1; Natalia Tovar1; Kathryn E. Flynn1; Alisse
Hauspurg2; Anna Palatnik1
1Medical College of Wisconsin, Milwaukee, WI; 2Alpert Medical
School of Brown University, Providence, RI

4:00 PM - 6:00 PM
Objective: To survey individuals with hypertensive disorders of
pregnancy (HDP) on their knowledge of cardiovascular disease
(CVD) risk and their views on prevention and treatment.
Study Design: A 22-question prospective survey on postpartum
HDP management preferences and future cardiovascular risk
was administered to postpartum individuals with HDP (gesta-
tional hypertension or preeclampsia) during postpartum days 1-4
before hospital discharge. The survey was validated through six
cognitive interviews with HDP individuals.
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Results: Of 185 individuals with HDP that were approached, 158
(85.4%) completed the survey with their characteristics described
in Table 1. Regarding short-term risks, 57% thought that the risk
of developing severe-range blood pressures (BPs) is the highest
during labor admission with 29% estimating the risk to be highest
during the first week postpartum. Many individuals were aware
of the risk of stroke, severe hypertension, kidney problems, and
other CVD during the first 6 weeks postpartum. When asked
about treatment for high BPs in the first 6 weeks after delivery,
29% prefer to start with daily exercise, 52% prefer to start with
eating healthier with limited salt intake, and only 19% prefer to
start with an antihypertensive medication. If exercise and diet
were unsuccessful, 61% stated they will consider medications.
Table 2 describes participants’ perspectives on facilitators and
barriers to starting antihypertensive medications postpartum.
92% reported that doing physical activity regularly and eating
healthy may prevent hypertension. 74% thought that eating
healthy and engaging in physical activity are easy to do after
delivery, and 72%were planning to pursue these activities to lower
the risk of hypertension. When asked about future risk of CVD,
40% reported they are well or very well informed on future risk of
CVD; however, 74% underestimated the future risk to be ≤10%.
Conclusion: Most individuals with HDP recognized short-term
risks and preferred lifestyle changes over medication initially.
However, despite 40% feeling well-informed, many underesti-
mated their long-term CVD risk.

1124 | Risk Factors for Dual Demise in Monochorionic
Pregnancies Undergoing Radiofrequency Ablation for
Discordant Anomalies

Nahla Khalek1; Shelly Soni1; Juliana S. Gebb2; Christina Paidas
Teefey1; Desiree Fiorentino1; Alekhya Jampa1; Violetta
Bakunina2; Julie S. Moldenhauer1
1Richard D. Wood Jr. Center for Fetal Diagnosis and Treatment at
CHOP, Philadelphia, PA; 2Richard D. Wood, Jr Center for Fetal
Diagnosis and Treatment, Children’s Hospital of Philadelphia,
Philadelphia, PA

4:00 PM - 6:00 PM
Objective: To determine the rate and risk factors for dual
demise in monochorionic pregnancies with discordant malfor-
mation (DM) managed with selective cord occlusion (SCO) via
radiofrequency ablation (RFA) of the affected fetus.
Study Design: Single center retrospective analysis of a prospec-
tive registry of complex monochorionic pregnancies managed
with SCO via RFA for DM between 2010 and 2023. DM as
indication for procedure was stratified by type of anomaly.
Outcomes were analyzed based on the intended outcome of
single survivor versus dual demise. Risk factors as defined by
DM were compared between groups as well to the cohort of all
MC pregnancies undergoing SCO via RFA during the same time
period. Mann-Whitney U test was used for continuous variables
and Fisher’s exact test was used for categorical variables.
Results: A total of 213 pregnancies underwent RFA in the study
period; 38 performed for the indication of DM. For the total
registry cohort, the incidence of postprocedural dual demise
regardless of indication was 23/213 (10.8%). The risk increased
more than twofold when analyzed specifically for the indication
of DM, 9/38 versus 14/175 when compared to other indications
(23.7% vs 8%; p = 0.009). Limb body wall complex (LBWC)
yielded the highest risk for dual demise; 3 of 4 cases and 33.3% of
all DMwith dual demise. The remaining variables analyzed were
not significant (Table)
Conclusion: Selective cord occlusion via RFA remains a safe
and reasonable option in complex MC pregnancies. In the cohort
where RFA was indicated for DM, the significantly increased
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risk of dual demise in cases of LBWC should be reviewed when
counseling patients.

1125 | Is the Etiology of Fetal Death Associated with
Adverse Health Outcomes During Second-Trimester
Medication Abortion?

Neha Reddy1; Vanya Manthena2; Jocelyn Wascher1; Eryn
Wanyonyi1; Camille Johnson1; Lahari Vuppaladhadiam3; Julie
Chor1; Beth Plunkett4; Isa Ryan5; Olivert Mbah5; Jungeun Lee6;
Emily Barker7; Laura Laursen8; Leanne McCloskey9; Sloane
York8; Ashish Premkumar2
1University of Chicago Medicine, Chicago, IL; 2Pritzker School of
Medicine, University of Chicago, Chicago, IL; 3University of
Chicago, Chicago, IL; 4Northshore Endeavor Health, Chicago, IL;
5NorthShore Health, Chicago, IL; 6Endeavor Health, Evanston, IL;
7Washington University in St Louis, St. Louis, MO; 8Rush
University, Chicago, IL; 9Northwestern Medicine, Chicago, IL

4:00 PM - 6:00 PM
Objective: Induction of fetal asystole (IFA) is commonly used
before second-trimester medication abortion (MAB). Data sug-
gest a higher risk for adverse health outcomes when compared to
MAB without IFA. Yet there is a poor understanding of whether
the etiology of fetal death (IFA or intrauterine fetal demise
[IUFD]) is associated with adverse health outcomes.
Study Design: We analyzed a retrospective cohort of people
undergoing second-trimester MAB of a singleton at 4 centers
from 2009-2019. Eligible individuals underwent IFA or had
IUFD and did not have rupture of membranes, preterm labor,
or cervical insufficiency. The primary exposure was etiology of
fetal death. Fetal asystole was induced with potassium chloride.
The primary outcome was duration of labor. The secondary
outcomes were composite morbidity (i.e. uterine rupture, need
for blood transfusion, clinical chorioamnionitis, intensive care
unit admission, or need or readmission) and its components.
Bivariate and multivariate analyses were performed. For the
primary outcome, a survival curve was generated, censoring at
the time of delivery, and a hazard ratio (HR) was computed. A
sensitivity analysis was performed, matching participants based
on gestational age and history of uterine scarring.
Results: 399 participants were analyzed. 83 (20.8%) underwent
IFA and 316 (79.2%) had IUFD (Table). For the primary outcome,
IFA was associated with a longer duration of labor, which was

nonsignificant after adjusting for race/ethnicity and receipt of
mifepristone (Figure). For the secondary outcomes, there was no
difference in composite morbidity between the groups. However,
IFA was associated with a higher frequency of uterine rupture
and need for blood transfusion on bivariate analyses (Table). On
sensitivity analysis, there was only a significant difference in
frequency of blood transfusion.
Conclusion: The etiology of fetal death is not consistently
associated with an increased length of labor or increased risk
of most adverse health outcomes. IFA may be associated with
the need for blood transfusion when compared to IUFD, which
requires further investigation.
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1126 | Prescribing less than or greater than 150 MME after
Cesarean Delivery: A Cost Effectiveness Analysis

Neha Mishra1; Megha Arora2; Aaron B. Caughey2
1Oregon Health and Science University, Portland, OR; 2Oregon
Health & Science University, Portland, OR

4:00 PM - 6:00 PM
Objective: Cesarean delivery is the most commonmajor surgery
performed in the United States, with an estimated 1,178,066
cesareans performed in 2022 alone. Current standards for postop-
erative painmanagement of cesarean deliveries include the use of
nonsteroidal anti-inflammatory drugs (NSAIDs) combined with
opioids for breakthrough pain. Despite increased caution around
the over-prescription of opioids, more than 75% of post-cesarean
patients fill an opioid prescription with wide variances in dosing.
Previous studies indicate higher rates of adverse outcomes for
opioid prescriptions exceeding 150 morphine milligram equiv-
alents(MME). In this study, we evaluated cost-effectiveness of
prescribing greater than or less than 150 MME(e.g. 20 oxycodone
tablets, 5 mg each) on developing an opioid use disorder (OUD),
overdose, and opioid-related death.
Study Design: We constructed a decision-analytic model to
compare outcomes between receiving greater than 150 MME and
less than 150 MME. Our theoretical cohort included 1,178,066
individuals, the number of cesareans performed in 2022. Out-
comeswere development of anOUD, overdose, opioid use-related
death, costs, and quality adjusted life years (QALYs). We used a
willingness-to-pay for the incremental cost-effectiveness ratio of
$100,000/QALY. Model inputs were derived from the literature
and assessed with sensitivity analyses.
Results: In our cohort, prescribing less than 150MMEwas associ-
ated with 1587 fewer cases of developing an OUD. Prescribing less
than 150 MME was cost-effective with an ICER of $8.94/QALY.
In one way sensitivity analysis, receiving greater than 150 MME
would only be cost effective if the probability of developing an
OUD were below 0.005, above this probability, prescribing less
than 150 MME is the only cost effective strategy.
Conclusion: In our study, prescribing less than 150 MME was
a cost-effective strategy to improve outcomes and minimize the
adverse events associated with opioid prescription. Adopting a
standard of prescribing less than 150MME post-cesarean delivery
would be advantageous for recovery of patients and the health
system.

1127 | Improved AI Prediction of Preterm Birth by
Expanded Training and Retraining

Neil B. Patel1; John O’Brien2; Robert Bunn3; Brandon
Schanbacher2; John A. Bauer2; Garrett K. Lam2

1Ascension Sacred Heart - Pensacola, Pensacola, FL; 2University of
Kentucky, Lexington, KY; 3Ultrasound AI, Ultrasound AI, CO

4:00 PM - 6:00 PM
Objective: To assess improvements in Artificial Intelligence
(AI) for predicting preterm birth (PTB) after the addition of
1,165,618 images to the training dataset and an 8-month retraining
period.
Study Design: Proprietary AI software (V1) was initially trained
on 877,141 de-identified ultrasound images from 19,940 unique
ultrasound exams from a cohort of women who delivered at the
University of Kentucky from 2017 to 2021. The AI trained on 79%
of exams, and predictive performance was validated on a separate
21% of unique exams (n = 4306). Only de-identified ultrasound
images were used to predict the days until delivery. Statistical
analyses utilized R2 values and mean absolute error (MAE).
An additional 1,165,618 ultrasound images with corresponding
patient data from 2021 to 2023 were added to the training set
(V2). The AI underwent 8 months of retraining (V3). The original
validation set remained blinded and was utilized to evaluate the
AI’s performance using the original algorithm (V1) and dataset
versus its performance in V2 (expanded images dataset) and V3
(expanded images dataset with retraining).
Results: After introduction of additional data and retraining, the
AI’s predictive performance improved across all outcomes (Table
1). The correlation coefficient for spontaneous PTB increased
from 0.48 (V1) to 0.64 (V2) and 0.72 (V3). Correlation coefficients
for prediction of Term+ all PTB increased from 0.85 (V1) to 0.88
(V2) to 0.92 (V3).
MAE was reduced (Table 2) in all categories from V2 and V3.
For Term + all PTB, the MAE reduced from 14.30 days (V2) to
12.90 days (V3). Notable reductions were observed in the MAE
for spontaneous PTB (22.08 days (V2) to 19.99 days (V3)), and for
iatrogenic PTB (2.44 days (V2) to 19.33 days (V3)).
Conclusion: AI’s ability to learn and improve its performance
in PTB prediction is demonstrated. Expansion of the dataset and
retraining sequentially improved its predictive ability and notably
reduced the MAE.
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1128 | Mid-Trimester Concentrations of Total Cell-Free
DNA in Amniotic Fluid–A Pilot Study

Dan Tirosh1; Amos Douvdevani2; Neta Benshalom-Tirosh3;
Offer Erez1; Joel Baron1
1Department of Obstetrics and Gynecology, Soroka University
Medical Center, Faculty of Health Sciences, Ben-Gurion University
of the Negev, Beer Sheva, HaDarom; 2Department of Clinical
Biochemistry and Pharmacology, Faculty of Health Sciences,
Soroka University Medical Center, Ben-Gurion University of the
Negev, Beer-Sheva, HaDarom; 3Department of Obstetrics and
Gynecology, Samson Assuta Ashdod University Hospital; Faculty
of Health Sciences, Ben-Gurion University of the Negev, Ashdod,
HaDarom

4:00 PM - 6:00 PM
Objective: 1) To test the feasibility of measuring total cell-free
DNA (cfDNA) concentration in amniotic fluid, using a unique
direct fluorometric assay; and 2) to determine the association
between amniotic fluid total cfDNA concentration and gesta-
tional age at amniocentesis, establishing reference values for
further studies.
Study Design: A prospective cohort pilot study was conducted,
including women undergoing elective mid-trimester amniocen-
tesis for genetic or other evaluation, between 16-23 weeks of
gestation. Following written consent, an additional 1-2 ml of
amniotic fluid were collected during amniocentesis. Total cfDNA
was quantified by a validated rapid fluorometric assay, using the
fluorochrome SYBRGoldwithout requiring priorDNAextraction
and amplification.
Results: A total of 82 women were enrolled. Seventy-seven
womenwere included in the analysis, as fivewere excluded due to
preterm delivery (n= 4) or a genetic disorder (x-linked ichthyosis,
n = 1). All samples had measurable total cfDNA concentrations.
Maternal characteristics including indications for amniocentesis
are presented in Table 1. Total cfDNA concentrations correlated
significantly with gestational age at sample collection (rho= 0.41,
p value< 0.001), as presented in Figure 1.
Conclusion: 1) Total cfDNA amniotic fluid concentrations in the
mid-trimester, correlate with gestational age at sampling; 2) This
simple assay enables rapid quantitative measurements, and thus

should be further evaluated as an amniotic fluid biomarker for
obstetric complications.

1129 | Work-Related Musculoskeletal Disorders (WRMSD)
among Ultrasound Sonographers

Nhu Q. Vu1; Ibrahim Tsolakian2; Hind N. Moussa3
1University of Toledo, Toledo, OH; 2Susquehanna OB/GYN and
Nurse Midwifery, Bel Air, MD; 3ProMedica Toledo Hospital,
University of Toledo, Toledo, OH

4:00 PM - 6:00 PM
Objective: Sonographers are at high risk for serious work-related
musculoskeletal injuries. Despite ergonomic solutions, nearly
90% of sonographers experience chronic pain for more than
half of their career, and one in five sustain a career-ending
injury.Work-relatedmusculoskeletal disorders (WRMSD) among
sonographers have been an understudied topic. We aim to 1)
assess the prevalence of WRMSD among sonographers in our
local health system, 2) correlate workplace environment with the
development of WRMSD, 3) assess the perception of WRMSD
among sonographers, and 4) evaluate the impact of WRMSD on
the career of affected sonographers.
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Study Design: A cross-sectional study using a 40-question
anonymous surveywas electronically distributed to sonographers
in our local health system. The survey was developed from
previous research and had four main sections 1) demographic
information, 2) work schedule and tasks, 3) pain and discomfort,
4) work environment.
Results: 91 surveys were distributed with a 45% response rate (n
= 41). The majority were age < 29 (34.2%) with a BMI between
18.5-24.9 (39%). 60.9% scan patients with obesity most of the time.
17.1% gets no breaks during a typical shift and 31.6% disagreed
that they can take scheduled breaks. 46.2% reports that pain
is most pronounced during work hours, and 81.6% reports that
scanning patients with obesity aggravates their pain the most. Of
those who sought treatment for their injuries, only 17% reported
that the interventions were successful and 59% continues to scan
with pain. 100% of respondents are concerned about developing
work-related injury. 84.6% know of other sonographers who have
left the field due to their work-related injury or pain. Most
respondents (29.3%) would modify the current equipment design
and maneuverability to improve their workplace.
Conclusion: Our study shows that sonographers are at an
increased risk for WRMSD. These injuries can potentially impact
quality of life and can ultimately be career-ending. More research
and advocacy are needed to improve ergonomics and working
conditions to help reduce the rate of WRSMD among sonogra-
phers.

1130 | Cesarean Delivery onMaternal Request Among
Nulliparous Women: Rates, Timing and 10-Year Trends

Niall McGowan1; Clare Greaney2; John J. Morrison3

1University of Galway, Galway, Galway; 2Galway University
Hospital - Ireland, Galway University Hospital - Ireland, Galway;
3Dept. of Obstetrics and Gynecology University of Galway -
Ireland, University of Galway - Ireland, Galway

4:00 PM - 6:00 PM
Objective: Cesarean delivery on maternal request (CDMR) is
defined as caesarean delivery (CD) performed without a clinical
reason, i.e. no fetal or maternal indication. It is a controversial
area of practice with huge variation in general CDMR rates
globally (1,2). However it is difficult to ascertain nulliparous
rates resulting in the primary CD. The aims of this study were
to determine the following: 1. CDMR rate for nullipara in Irish
obstetric practice; 2. Contribution of CMDR to overall CD rates;
3. Associated demographic features and models of obstetric care;
4. Trends in CDMR rates throughout 2014-2023.
Study Design: The data were obtained from EuroKing Obstetric
Database at Galway University Hospital, a tertiary referral center
in theWest of Ireland. The information had been entered prospec-
tively during 2014-2023. Descriptive statistics were calculated for
each year, and compared using Chi2 for proportions and trend,
using the program GraphPad Prism v10.2.3. Ethical Committee
approval for the study was obtained.
Results: There were 28,264 deliveries of which 10,259(36.3%)
were nullipara with singleton pregnancies 3 36 weeks. There
were n = 134 CDs performed solely for maternal request which
represented 1.3% of all nullipara. CDMR contributed to 3.8% of
all nulliparous CDs, and constituted 1.4% of all hospital CDs.
The maternal age, BMI, and birthweight characteristics of these
pregnancies are shown in Table 1. The prevalence of CDMR
among nullipara attending a private obstetrician for care was 5.9%
andwas 0.7% (P< 0.0001) forwomen attending for public hospital
care. The CDMR rate among nullipara increased significantly
over the duration of the study from 0.9% in 2014 to 2.7% in 2023
(P < 0.0001), Figure 1.
Conclusion: These findings describe the prevalence of CDMR
among nulliparous women and the subsequent contribution to
overall CD rates. A significant increase in rates was observed in
the last decade. The rates of CDMR were higher among women
attending a private obstetric service.
References
1. Jenabi E et al. J Mat-Fetal & NeoMed 2020; 33: No.22, 3867-3872
2. Begum T et al. BJOG 2020; 128:798-806

111 of 176



1131 | Categorizing the cause of Maternal Instability with
MEOWS

Nicholas W. Racchi1; Kourosh Kiyani2; William Schnettler3
1Trihealth, Cincinnati, OH; 2TriHealth, Cincinnati, OH;
3TriHealth, Cincinatti, OH

4:00 PM - 6:00 PM
Objective: To investigate the ability of a customized MEOWS
(Modified Early Obstetric Warning System) calculator to catego-
rize the cause of maternal critical illness.
Study Design: This retrospective self-controlled cohort study
evaluated all pregnant people admitted to an intensive care unit
at two separate delivering hospitals in Cincinnati, Ohio, between
January 1, 2018, and August 1, 2023. Inclusion required study

participants to be at least 20 weeks’ gestation through 6 weeks
postpartum. Vital signs obtained within the 4 hours prior to the
decision for ICU admission were compared to participants’ prior
vitals from earlier triage visits. These values were then put into
a customized MEOWS calculator (Figure 1) that incorporated
additional history-based questions to categorize the patient into
a MEOWS subset (stable, hypertensive emergency, hemorrhage,
cardiac/possible peripartum cardiomyopathy, sepsis, trauma, or
not otherwise classified). The calculated MEOWS category was
then compared to the final discharge diagnosis to determine
accuracy using Exact Methods.
Results: Vital signs from 87 patients were obtained and used
in the modified MEOWS calculator. Our modified MEOWS
calculator could predict maternal instability with a sensitivity
of 93.3% and a specificity of 83.3%. The calculator was able
to correctly categorize the cause of maternal morbidity with a
sensitivity of 89.8% and a specificity of 67.8%. The individual
sensitivities and specificities for the individual categories of the
cause of maternal morbidity can be seen in table 1.
Conclusion: The use of amodifiedMEOWS calculator can better
help determine the cause of maternal instability. This type of
modified MEOWS calculator could better help categorize the
cause maternal instability and thus allow for the effective use of
an appropriate clinical protocol.

1132 | Validating the Use of Epigenetic Clocks in a
Preconception Population

Nicola C. Perlman1; Jiaqi Zhang1; Andrea Cipriano2; Stephanie
A. Leonard1; Xixi D. Plummer1; Samantha L. Kruger1; Arian
Korshid2; Janet Hurtado1; Vittorio Sebastiano2; Danielle M.
Panelli1; Ruth B. Lathi1; Katherine Bianco1
1Stanford University, Palo Alto, CA; 2Stanford University,
Stanford, CA

4:00 PM - 6:00 PM
Objective: Prior studies have attempted to use epigenetic clocks
to correlate biologic age with pregnancy outcomes. Despite this,
no epigenetic clock has been validated for use in pregnancy, and
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biologic age outputs can vary in different tissues and populations.
This study assessed the validity of 9 epigenetic clocks in a
preconception cohort.
Study Design: This study utilized biobanked samples from
preconception patients between 2020-2023. Peripheral blood
mononuclear cell DNA was extracted from buffy coat, and
DNA methylation was profiled using Illumina Infinium Methy-
lationEPIC BeadChip array, allowing prediction of biologic age
via 9 epigenetic clocks. Pearson correlation coefficients were
calculated for biologic age and chronologic age (defined as age
by birthdate) for each clock. An epigenetic clock was defined as
valid if the correlation coefficient (r) was >0.800, in accordance
with prior literature.
Results: 68 blood samples from people assigned female at birth
were analyzed. The median chronologic age was 38.0 years [Q1-
Q3 33.0-40.3]. No sample had the same biologic age in all 9 clocks.
Of the epigenetic clocks evaluated, the correlation coefficient
ranged from 0.673 to 0.916 (Table 1). Three clocks exceeded the
preset validity threshold of r >0.800; the SkinBlood Clock (r =
0.916), the Zhang Clock (r = 0.915), and the Hannum Clock (r
= 0.822). Each of the top 3 performing clocks had a different
range of biologic age outputs (Figure 2). Although the Zhang
and the SkinBlood Clock had similar correlation coefficients, the
SkinBloodClock produced biologic agesmore akin to chronologic
ages (median 35.8 years [32.6-39.2]) compared to the Zhang Clock
(56.02 years [54.39-56.81]).
Conclusion: In this validation study we considered 9 different
clocks for use in a preconception cohort. The SkinBlood Clock
performed best with high correlation and chronologic age con-
gruency. Epigenetic clocks are an exciting new technology for
studying aging. Research using epigenetic clocks in pregnancy
and fertility should assess validity prior to testing for association
with perinatal outcomes.

1133 | The Association of Preconception Epigenetic
Changes of Aging with Live Birth and Pregnancy
Outcomes

Nicola C. Perlman1; Jiaqi Zhang1; Andrea Cipriano2; Stephanie
A. Leonard1; Xixi D. Plummer1; Samantha L. Kruger1; Arian
Korshid2; Janet Hurtado1; Vittorio Sebastiano2; Danielle M.
Panelli1; Katherine Bianco1
1Stanford University, Palo Alto, CA; 2Stanford University,
Stanford, CA

4:00 PM - 6:00 PM
Objective: Biologic age from epigenetic clocks has been used
to predict diseases of aging such as cardiac disease, however
its association with fertility and pregnancy complications is not
known. We examined the relationship between biologic age and
both live birth and pregnancy complications.
Study Design: This study analyzed biobanked serum samples of
people desiring pregnancy from 2020-2023. Pregnancy outcomes
were followed for 1-4 years after sample collection. Peripheral
blood mononuclear cell DNA was extracted and >850,000 CpG
methylation loci were interrogated. This allowed prediction of
biologic age (bio-age) using the SkinBlood Clock, which had the
highest validity in the cohort. The difference between chrono-
logical age (chrono-age, measured from birthdate) and bio-age
was calculated (chrono-bio age difference); decelerated aging was
defined if bio-agewas less than chrono-age. Amultivariable logis-
tic regression was performed to test the association between the
chrono-bio age difference and (1) live birth in the entire cohort,
and (2) a composite of pregnancy complications related to aging
(miscarriage/fetal demise, preterm labor/delivery, hypertensive
disorders, gestational diabetes, or placental insufficiency) in a
sub-cohort which achieved pregnancy.
Results: Among 64 patients, the median chrono-age was 38.0
years (Q1-Q3 34.8-41.0), and bio-age was 35.8 (32.6-39.2). 46
patients achieved pregnancy; 38 (83%) had a live birth, and
23 (50%) had at least one pregnancy complication. Bio-ages
differed between people with versus without a live birth (Table
1). When controlled for confounders, for every year that bio-
age was less than chrono-age, there was a two-fold increased
odds of live birth (aOR: 2.02; 1.20-4.11, Table2). There was no
significant association between the chrono-bio age difference and
the composite outcome of pregnancy complications.
Conclusion: In this study, decelerated biologic aging was associ-
ated with higher rate of live birth. Robust studies are needed to
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understand ways to reverse biologic aging and use it to predict
and optimize perinatal outcomes.

1134 | Safety and Efficacy of Influenza Vaccination in
Pregnancy: Umbrella Review andMeta-Analyses

Nikan Zargarzadeh1; Giulia Bonanni2; Mohammad Haddadi3;
Ali Javinani1; James Versalovic4; Kjersti M. Aagaard5; Stefania
Papatheodorou6; Alireza A. Shamshirsaz7
1Boston Children’s Hospital, Harvard Medical School, Boston,
MA; 2Postdoctoral Research Fellow Fetal Care and Surgery Center
Division of Fetal Medicine and Surgery Boston Children’s
Hospital, Harvard Medical School, Boston, MA; 3Vali-E-Asr
Reproductive Health Research Center, Family Health Research
Institute, Tehran University of Medical Sciences, Tehran, Iran,
Tehran, Tehran; 4Department of Pathology & Immunology, Baylor
College of Medicine, Houston, TX, USA Department of Pathology,
Texas Children’s Hospital, Houston, TX; 5Boston Children’s
Hospital, Division of Fetal Medicine and Surgery, Boston, MA;
HCA Healthcare and HCA Healthcare Research Institute,
Nashville, TN; HCA Texas Maternal Fetal Medicine, Houston, TX;
Baylor College of Medicine and Texas Children’s Hospital,
Houston, TX, Boston, MA; 6Department of Epidemiology, Harvard
T.H. Chan School of Public Health, Harvard University, Boston,
MA, USA Department of Biostatistics and Epidemiology, Rutgers
School of Public Health, New Brunswick, NJ, USA, New
Brunswick, NJ; 7Fetal Surgeon Chief, Division of Fetal Medicine
and Surgery Director of the Maternal Fetal Care Center Director of
the Perinatal Surgery Fellowship Professor of Surgery, Boston
Children’s Hospital Harvard Medical School, Boston, MA

4:00 PM - 6:00 PM
Objective: Although influenza vaccination during pregnancy is
known to prevent seasonal flu outbreaks, reliable and contempo-
rary quantitation of benefits and safety has not been performed.
The aim of the current umbrella review to synthesize evidence
frommultiple meta-analyses was to reliably and robustly provide
quantitative measures of the effectiveness and safety of influenza
vaccines among gravidae.

Study Design: We conducted a systematic search of PubMed,
Scopus, Web of Science, and Embase from inception to
09/13/2023, including over 100 individual studies retaining
38 million pregnancies. Data were extracted from multiple
meta-analyses, and included studies were filtered to ensure
no duplication within outcomes. Risk ratios (RRs) and pooled
proportions were calculated using R, with aggregate effect
sizes and random-effects models applied. Egger’s test was
used to assess publication bias. PROSPERO registration:
CRD42024519189.
Results: As shown in Figure & Table, influenza vaccination
during pregnancy resulted in a significant risk reduction of fetal
death or stillbirth (RR 0.83 & 0.77, 95% CI 0.78–0.89 and 0.69–
0.87), PTB (RR 0.92, 95% CI 0.88–0.96), and LBW neonates (RR
0.88, 95% CI 0.84-0.93). Reflective of changes in co-morbidities
and other respiratory illness pandemics over the study interval,
there was heterogeneity in some outcomes, such as PTB (I2:
63.06%), while other outcomes showed low to moderate hetero-
geneity. Egger’s test for publication bias indicated no significant
bias across the studies.
Conclusion: Influenza vaccination during pregnancy is asso-
ciated with significant and quantifiable reductions in the risk
ratio of multiple adverse perinatal outcomes. Providing these
quantitative estimates may aid in public health messaging and
shared decision-making with patients and their families.

1135 | Risk of Hypertensive Disorders of Pregnancy in
GLP-1 Agonist Exposed and Unexposed Patients

Nishita Pondugula1; Jennifer F. Culhane1; Lisbet S. Lundsberg1;
Audrey A. Merriam2; Caitlin Partridge1
1Yale School of Medicine, New Haven, CT; 2Yale New Haven
Hospital, New Haven, CT

4:00 PM - 6:00 PM
Objective: To understand the effect of GLP-1 agonist use in
the year prior to conception on risk of developing hypertensive
disorders of pregnancy (HDP).
Study Design: All patients delivering between 2014-2024 with
evidence of GLP-1 exposure in the year prior to conception were
identified through electronic medical record (EMR) query with
hand review to confirm exposure. GLP-1 exposed patients were
classified according to GLP-1 indication for use: 1) pregestational
diabetes mellitus (PGDM) or 2) weight management (WM) for
increased body mass index (BMI). Control groups for each
indication cohort were identified from 2021-2022 delivery EMR
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data. PGDM controls were patients with pregestational DM1 or
DM2 managed with medication other than GLP-1 agonist in the
year prior to conception. WM controls were a stratified random
sample of patients without PGDM not on antihyperglycemic
medication in the year prior to conception with BMIs between 30
< 40 kg/m2 (n= 100) and≥40 kg/m2 (n= 100). Demographic and
clinical characteristics and obstetrical outcomes were compared.
Logistic regression was employed to assess the crude (OR) and
adjusted odds ratios (aOR) for HDP controlling for covariates
significant in bivariate tests at < 0.05.
Results: 246 patients had GLP-1 exposure in the year prior to
conception. Of these, 104 were exposed for PGDM and 142 for
WM. For the PGDM cohort, 175 controls were identified from the
two years of EMR data interrogated. For the WM cohort, random
sampling yielded 200 controls.
Bivariate tests for race/ethnicity, pre-pregnancy BMI, and chronic
hypertension identified significant differences between exposed
and unexposed patients in the PGDM cohort. For the WM
cohort, exposed and unexposed patients had significant differ-
ences in PCOS diagnosis, gestational weight gain, and HDP. For
both the PGDM and WM cohort, exposed patients were half
as likely to develop HDP compared to unexposed counterparts
(PGDM aOR = 0.47 (0.27-0.83); WM aOR = 0.48 (0.29-0.80)).
Conclusion: GLP-1 use in the year prior to conception signifi-
cantly reduced the likelihood of developingHDP for patients with
PGDM and undergoing WM.

1136 | Early Pregnancy Cortisol Levels in Women with and
without a History of Preterm Deliveries

Noam Tomasis Damri1; Eyal Sheiner2; Ifat Baram Goldberg3;
Maayan Hagbi Bal1; Doron Bergman1; Ron Rosenbaum1; Ayal
Haimov4; Tamar Wainstock2
1Ben Gurion University of the Negev, Beer Sheva, HaDarom;
2Department of Obstetrics and Gynecology, Soroka University
Medical Center, Ben-Gurion University of the Negev, Beer-Sheva,
Israel., Beer Sheva, HaDarom; 3Ben Gurion University Of The
Negev, beer sheva, HaDarom; 4Ben Gurion University of the Negev,
Ramat Gan, HaMerkaz

4:00 PM - 6:00 PM
Objective: Elevated cortisol levels during pregnancy have been
associated with an increased risk for preterm delivery (PTD).
However, the precise nature of this relationship and its potential
mechanisms remain poorly understood, particularly concerning
cortisol levels in early pregnancy. The present prospective study
was designed to investigate the association between early preg-
nancy cortisol levels and perceived stress, and adverse pregnancy
outcomes in women with and without a history of PTD.
Study Design: In this prospective study, women with or without
a history of PTD were recruited during 11-13 weeks of gestation
at a tertiary medical center. All participants provided a saliva
sample and answered a health and stress questionnaire. Preg-
nancy outcomes were compared between women with high and
low salivary cortisol levels. Mean salivary cortisol levels were
also compared between women with and without a history of
PTD and between women with and without selected pregnancy
complications.
Results: The study included 375 women, out of them 194 with,
and 181 without previous PTD. The levels of cortisol were higher
among women with vs. without PTD (0.1440 ug/dL ± 0.095 and
0.297 ug/dL ± 0.23, respectively, p-value< 0.001) in total, and
when comparing the groups at each gestational week (Figure
1). Women who had high cortisol levels were not at increased
risk for adverse pregnancy outcomes including PTD (Table 1). No
association was found between the perceived stress based on the
questionnaire and the measured cortisol levels.
Conclusion: Although cortisol levels were higher amongwomen
with previous PTD, cortisol levels were not associated with the
risk for PTD and other adverse pregnancy outcomes, possibly
due to the early gestational age at which the cortisol was mea-
sured. Further study on early pregnancy markers for potential
complications is needed to facilitate effective intervention and
prevention.
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1137 | Brain Imaging for Evaluation of Severe Headache in
Pregnancy

Noam Pardo1; Zborovsky Ilanit2; Yahel Ben Shimol2; Anat
Pardo3; Keren Zloto4; Noa Gonen5; Halit Kantor6; Rakefet
Yoeli-Ullman4; Shali Mazaki-Tovi7; Michal Fishel Bartal8
1Maternal Fetal Medicine Division, Sheba Medical Center, Tel
Hashomer, Sheba Medical Center/Ramat Gan, HaMerkaz; 2Sheba
Medical Center, Tel Hashomer, Sheba Medical Center/Ramat Gan,
HaMerkaz; 3The Helen Schneider Hospital for Women at Rabin
Medical Center, Petach Tikwa, HaMerkaz; 4Sheba Medical Center,
Ramat Gan, HaMerkaz; 5Sheba Medical Center, Ramat gan,
HaMerkaz; 6University Of Haifa, University Of Haifa/Haifa,
HaZafon; 7Department of Obstetrics and Gynecology, Sheba
Medical Center, Tel HaShomer, Ramat Gan, HaMerkaz; 8UTH
Houston & Sheba Medical Center Israel, Houston, TX

4:00 PM - 6:00 PM
Objective: Headache is the most common neurologic symptom
in pregnancy. There is a debate on the necessity and imaging
indications for headache evaluation. We aimed to assess the
effectiveness of brain imaging for persistent severe headaches in
pregnant individuals.
Study Design: This retrospective study included pregnant indi-
viduals with headaches requiring brain imaging at a tertiary
center from 2011 to 2024. Those with “red flags” (neurological
signs, severe headaches, or lack of response to analgesics) were
evaluated by a neurologist for imaging needs. Abnormal imaging
was defined as new brain findings explaining the headache. The
study details patient characteristics, etiologies, clinical features,
immediate treatments, and impacts on pregnancy management.

Results: During the study period, 458 pregnant individuals had
brain imaging due severe headache. Of them only 34 (7.4%) had
positive imaging. Abnormal Imaging results included stroke (n
= 10,29.4%), space-occupying lesion (n = 7,20.6%), Idiopathic
Increased Intracranial Pressure (n = 6,6%.71), Cavernoma (n
= 5, 14.7%), and other less frequent causes such as Multiple
Sclerosis, Posterior Reversible Encephalopathy Syndrome (PRES)
(n = 2, 5.9%) Acute Disseminated Encephalomyelitis (ADEM),
Optic Neuritis, Subarachnoid Hemorrhage, Reversible cerebral
vasoconstriction syndrome (RCVS), Internal carotid thrombus (n
= 1, 2.9% each).
There were no differences in maternal and pregnancy baseline
characteristics (Table 1).
Among individuals with abnormal imaging 19 (55.9%) needed
medical or surgical treatment including 4 (11.7%) brain surg-
eries, 1 (2.9%) angiographic intervention, 16 individuals (47.0%)
receivedmedical treatment such as aspirin, lowmolecular weight
heparin, nimodipine, steroids, and acetazolamide. Five (14.7%)
patients underwent an early delivery between 29-36 weeks
(Table 2).
Conclusion: At a tertiary care center, the yield of brain imaging
to diagnose significant etiologies in pregnant individuals is 7.4%
with CVA being the most common etiology. Medical or surgical
treatment was required in 55.9% of the positive imaging group.

1138 | Impact of Residence in a Food Desert on Prenatal
Metabolic Health and Diet Indices

Noor K. Al-Shibli1; Anne L. L. Dunlop2; Suchitra
Chandrasekaran3
1Emory University, School of Medicine, Atlanta, GA; 2Emory
University School of Medicine, Atlanta, GA; 3Emory University,
Atlanta, GA

4:00 PM - 6:00 PM
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Objective: With increasing rates of metabolic syndrome and
associated adverse pregnancy outcomes, there is a need to better
understand risks for poor nutritional status. Little is known about
the impact of the lived food environment on prenatal diet quality.
We aimed to explore impact of living in a food desert (FD) on
prenatal dietary scores & metabolic health indices.
Study Design: We performed a single-center prospective preg-
nancy cohort study from 2014-2024. Participants were a subset
of those enrolled in the Atlanta African American Maternal-
Child Cohort, which included pregnant people ages 18-40 with a
singleton 8-14 weeks’ gestation who identified as Black/African
American. Block-Bodnar food frequency questionnaires (FFQ)
were administered at 8-14 or 24-30 weeks’ gestation. Dietary
scores and indices were calculated from FFQ responses. FD
status was assigned to participants residing in low-income/low-
access census tracts according to U.S. Department of Agriculture
(USDA) definitions. Descriptive and bivariate statistics were
utilized.
Results: Of n = 543 pregnancies, n = 242 (45%) lived in a FD.
Median cohort age was 25 and BMI 29.8 kg/m2. There were no
significant differences in glycemic/lipid indices (Table 1) or diet
quality scores (Table 2) by FD status. Notably, median Alternate
Healthy Eating Index-Pregnancy (AHEI-P) scores showed low-
moderate adherence to dietary guidelines for those residing
in FD and non-FDs (41.5 & 40.2, respectively). Both groups
demonstrated pro-inflammatory Dietary Inflammatory Index
(DII) scores.
Conclusion: Prenatal glycemic/lipid intake and diet quality did
not significantly differ by FD status. Rather, those residing in FD
& non-FD demonstrated high intake of total sugar, mono/poly-
unsaturated fat, low-moderate adherence to pregnancy dietary
guidelines, and pro-inflammatory diets. This suggests that
metabolic dietary risks in pregnancy are common, irrespective of
FD status. Future directions should focus on nutrition education
and behavioral approaches for all pregnant people regardless of
their geographic food environment.

1139 | Hypertensive Disorders and Postpartum Follow up:
Care in and Outside the Hospital

Oladunni Ogundipe1; Michelle Carfagno2; Adeola F. Adeyeye3;
Cassandra Heiselman3; Kimberly Herrera4
1Stony Brook University, Stonybrook, NY; 2Stony Brook University
Hospital, Stonybrook, NY; 3Stony Brook University Hospital, Stony
Brook, NY; 4Stony Brook University, Stony Brook, NY

4:00 PM - 6:00 PM
Objective: We sought to evaluate the role of social determinants
of health (SDH) in postpartum care delivery and utilization
among patients with hypertensive disorders of pregnancy (HDP)
by examining rates of 6 week follow up and unscheduled
healthcare utilization.
Study Design: This was a retrospective cohort study of patients
who delivered at a single hospital between 12/2020 and 2/2023
including those diagnosed with preeclampsia with/without
severe features during pregnancy or in the postpartum period.
Exclusion criteria: < 18 years of age, delivered < 20 weeks GA,
or delivered with community practices. SDH included age, self-
identified race and ethnicity, marital status, number of living
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children, health insurance, and area deprivation index (a map-
ping tool from 1 [most advantaged] to 10 [least advantaged]
obtained from census data displaying relative socioeconomic con-
ditions of regions). Statistical analysis included cross-tabulation,
chi-square tests, independent samples t-tests, bivariate analy-
ses, and multivariable logistic regression analyses. Statistical
significance was determined using a threshold of p < 0.05.
Results: 257 patients were included (Table 1). Being single,
having prior living children, and belonging to a racial or ethnic
group other than White non-Hispanic was significantly associ-
ated with poor attendance at the six-week postpartum visit (Table
2). Unscheduled hospital admissions were also significantly
associated with being black, higher ADI scores, and having living
children (p< 0.05) (Table 3).
Conclusion: SDH were significantly associated with poor post-
partum follow up and higher rates of unscheduled health care
utilization.

1140 | Characterization of a 96-Cytokine Panel in Blood of
Women with Healthy Pregnancies

Viktoriia Kolesnyk1; Colleen Sinnott2; Tobias Hartwich2; Yang
Yang-Hartwich1; Olga Grechukhina1
1Yale School of Medicine, New Haven, CT; 2Yale University, New
Haven, CT

4:00 PM - 6:00 PM
Objective: Serological cytokines are potential biomarkers of
pregnancy pathology. While this is a convenient non-invasive
technique, establishing normal versus abnormal levels in preg-
nancy has been challenging, limiting its diagnostic value. Some
cytokines vary between individuals or due to physiological fac-
tors. By evaluating a panel of 96 cytokines in serum from patients
with normal pregnancies, our objective is to devise a comprehen-
sive nomogram that integrates a complex cytokine profile and
will allow determination of the normal versus abnormal cytokine
levels.
Study Design: Serum samples collected at four timepoints (∼12
weeks, 18-22 weeks, 26-30 weeks, 34-38 weeks) from 15 healthy
pregnant subjects who had no pregnancy complications and
delivered full-term were obtained from an institutional biobank.
Human Cytokine 96-Plex Discovery Assay was performed. One-
way ANOVAwas used to analyze trends in each cytokine for each
pregnancy. Cytokines with both low variability between time-
points and consistent trends across individuals were identified for
further testing in clinical setting.
Results: Among the 96 cytokines (growth factors, chemokines,
interleukins and others) that were assessed, levels of 54 sig-
nificantly increased or decreased during pregnancy while 42
remained stable. Of those that showed change, 7 with low
variability were manually picked: GROa, IL-27 and VEGF-A
increased while BCA-1, IL-24, Lymphotactin, MCP-4 decreased
during the course of pregnancy. Among those that showed no
change during pregnancy IL-22, 6CKine (aka CCL21), Exotaxin
3, HMGB1, IL-11, IL-28A, MIP-3b were identified to have low
variability.
Conclusion: Out of 96 tested cytokines, 54 change significantly
during healthy pregnancy, which should be accounted for when
studyingmaternal serumcytokines in various pregnancy patholo-
gies. The remaining cytokines do not show level change over
the course of pregnancy. Specific cytokines that are better suited
for clinical setting were identified, setting up a foundation for
studying cytokine levels and identifying cytokine footprint in
specific pregnancy pathologies.
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1141 | Impact of Fetal Surgery Type and Complications on
Maternal Perinatal Mental Health

Olivia Liseth1; Jessica Weng1; Mauro Schenone2; Katherine
Moore2; Hannah Betcher2; Yan Li2; Megan E. Branda2; Enid
Rivera-Chiauzzi2; Alyssa Larish2
1Mayo Clinic MSTP, Rochester, MN; 2Mayo Clinic, Rochester, MN

4:00 PM - 6:00 PM
Objective: Previous work has identified high rates of depression
and anxiety in fetal surgery patients, therefore, we sought to
determine the effect of fetal surgery approach type and outcomes
on perinatal mood and anxiety disorders (PMAD).
Study Design: A retrospective chart review was conducted of
fetal surgery patients from 2017-2024 at a tertiary care center.
Demographics, surgical, obstetric, and psychiatric diagnoses
were recorded. Complications included surgical site infection,
chorioamnionitis, NICU admission > 45 days, PPROM, preterm
labor, or delivery < 34 weeks gestation. Severe complications
included delivery < 30 weeks gestation, unplanned delivery at
the time of the procedure, maternal ICU admission, and fetal or
neonatal death. Minimally invasive surgery (MIS) included both
fetoscopic and ultrasound guided.
Results: Our cohort had an average age of 30.5 yrs and a mean
gravidity of 2.7 (n = 141). Of 141 surgeries, 32 (22.7%) were open
and 109 (77.3%) were MIS. Pregnancy complications occurred in
115, with severe complications in 64 patients (Table 1). The rates
of any or severe complications were 75.0%, 21.9%, respectively,
for open procedures and 83.5%, 52.3%, respectively, for MIS. MIS
patients did not have a lower rate of exacerbation or de novo
PMAD (25/109, 22.9%) compared to open surgery (8/32, 25.0%, p
= 0.8084; Χ2 test). Patients with any complication did not have
a higher risk of exacerbation or de novo PMAD (30/115, 26.1%),
versus patients without any complications (3/26, 11.5%, p= 0.1315;
Fisher’s exact test). After adjusting for multiple testing, no indi-
vidual complication was predictive of subsequent PMAD. Among
patients with baseline mood disorders, complications did not
result in increased exacerbation compared to no complications
(2/5, 40% without vs 25/48, 52.1% with, p = 0.6687; Fisher’s exact
test).
Conclusion: Both complications and surgical approach are not
predictive of PMAD; universal follow-up and screening are

needed. Further research is necessary to determine the most
effective timepoints and methods of screening in this population
with a uniquely challenging life event.

1142 | IntrapartumMaternal Bacteremia: an Important
Predictor of Puerperal Adverse Outcomes

Omer Nir1; Tal Israeli2; Michal Axelrod2; Sharon Amit3; Shali
Mazaki-Tovi2; Michal Fishel Bartal4
1Department of Obstetrics and Gynecology, Sheba Medical Center,
Tel Hashomer, Ramat Gan, HaMerkaz; 2Department of Obstetrics
and Gynecology, Sheba Medical Center, Tel HaShomer, Ramat
Gan, HaMerkaz; 3Clinical Microbiology, Sheba Medical Center,
Tel HaShomer, Ramat Gan, HaMerkaz; 4UTH Houston & Sheba
Medical Center Israel, Houston, TX

4:00 PM - 6:00 PM
Objective: We aimed to assess the risk factors, pathogens, and
outcomes in Individuals with intrapartum fever with andwithout
proven bacteremia bacteremia.
Study Design: We conducted a retrospective study at a single
tertiary center (October 2011 to February 2024). Included in
the study were individuals with singleton pregnancies in labor
beyond 24 weeks who experienced intrapartum fever (defined as
> 38 degrees Celsius). We excluded those with unavailable blood
cultures for review. Baseline demographic and delivery charac-
teristics were compared between those with positive cultures and
those with negative or non-pathogenic blood cultures (contami-
nants). The primary outcome was a composite adverse maternal
outcome (CAMO), which included any of the following: length
of stay > 4 days, ICU admission, CT-guided drainage, fever-
related surgery, and death. A multivariable regression analysis
was performed for the primary outcome,with adjusted odds ratios
(aOR) and 95% confidence intervals (CI) reported.
Results: Out of 86,904 deliveries, 3,603 (4.1%) had intrapartum
fever, and 3,047 (85%) met inclusion criteria. Among these,
117 (3.8%) had positive blood cultures, with the most common
blood-borne pathogens being non-hemolytic Streptococci, Enter-
obacterales, and GBS (Figure). Those with bacteremia differed
from those without in terms of age, rate of nulliparity, rate of
spontaneous labor onset, preterm delivery, and neuraxial analge-
sia. Furthermore, patients with bacteremia had a highermaximal
temperature and WBC count, had a higher rate of cesarean
delivery, and required additional broad-spectrum second-line
antibiotics. Following multi-variable regression, those with
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bacteremia had a higher rate of CAMO (85.5% vs. 38.6%, aOR 16.0,
CI 7.2-35.8, Table) compared to those without bacteremia.
Conclusion: Intrapartum fever accompanied by bacteremia is
associated with an increased need for second-line antibiotic
use and poorer maternal outcomes. This study underscores the
importance of blood culture among individuals at risk in guiding
treatment and identifying individuals at higher risk of adverse
maternal complications.

1143 | Maternal Lipidomics for the Accurate Prediction of
Fetal Cyanotic Congenital Heart Defects

Onur Turkoglu1; Nadia Ashrafi2; Ali Yilmaz2; Romana Ashrafi2;
Abdullah Khan2; Perry Friedman3; Ciara Talbot4; Stewart
graham2; Ray Bahado-Singh5
1Baylor College of Medicine, Houston, TX; 2William Beaumont
University Hospital, Research Institute, Metabolomics Division,
Royal Oak, William Beaumont University Hospital, Research
Institute, Metabolomics Division, Royal Oak, MI; 3Memorial
Healthcare System, Memorial Healthcare System, FL; 4Kaiser
Permanente, Kaiser Permanente Brookwood at Peachtree Medical
Office, GA; 5Corewell Health William Beaumont University
Hospital, Oakland University William Beaumont School of
Medicine, Royal Oak, MI

4:00 PM - 6:00 PM
Objective: Late diagnosis of cyanotic congenital heart defects
(CCHD) significantly increases newbornmorbidity andmortality.
However, a significant percentage of CCHD cases remain unde-
tected prenatally. Our objectives were therefore to evaluate the
accuracy of maternal serum lipidomic markers for the prenatal
detection of CCHD and also to elucidate the pathogenesis of these
disorders.
Study Design: This prospective case-control study included 40
cases of CHD (22 cyanotic, 18 acyanotic) and 39 unaffected con-
trols. Maternal serum samples were profiled via a combination of
Ultra-High-Performance Liquid Chromatography coupled with
Mass Spectrometry and Nuclear Magnetic Resonance. The mean
of each lipid specie was compared between CCHD vs all others.
Logistic regression models were developed for the detection
of CCHD. Areas under the receiving operating curve (AUC),
sensitivity, and specificity values were calculated. Metabolite Set
Enrichment Analysis (MSEA) was also performed to discover the
top dysregulated biochemical pathways in CCHD.
Results: In total, 803 lipids and 97 metabolites were pro-
filed in the maternal serum. In CCHD cases, concentrations
of ceramides, phosphatidic acids, phosphatidylcholines, and
phosphatidylethanolamines were decreased while fatty acids
and phosphatidylserines were elevated (p< 0.05) (Fig1). The
lipidomics model (Fig2) achieved outstanding predictive accu-
racy: AUC (95%) = 0.959 (0.946-0.972). This outperformed the
accuracy of routinely used standard clinical risk predictors for
CHD (diabetes + obesity + hypertension + in vitro fertilization
+ family history of CHD + alcohol or tobacco exposure). MSEA
analysis revealed profound alterations of mitochondrial beta-
oxidation of short and long-chain fatty acids involved in lipid
metabolism, in CCHD.
Conclusion: Fetal CCHD was associated with significant distur-
bance of lipidmetabolism.Maternal lipid biomarkers were highly
accurate for the detection of fetal CCHD. This has the potential for
the development of non-invasive pregnancy population screening
which could help to reduce mortality and morbidity in CCHD.
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1144 | Association Between Health Literacy and
Cardiovascular Health in Early Pregnancy

Onyinye Ohamadike1; Xiaoning Huang2; Sadiya S. Khan1;
William A. Grobman3; Philip Greenland4; David M. Haas5; Uma
M. Reddy6; Lynn M. Yee1
1Northwestern University Feinberg School of Medicine, Chicago,
IL; 2Northwestern University, Chicago, IL; 3The Ohio State
University, Columbus, OH; 4Northwestern, Northwestern/Chicago,
IL; 5Indiana University School of Medicine, Indianapolis, IN;
6Columbia University, New York, NY

4:00 PM - 6:00 PM
Objective: Inadequate health literacy (HL) has been associated
with adverse pregnancy outcomes, yet it is not well understood to
what extent HL is associated with early pregnancy cardiovascular
health (CVH). We aimed to understand the association between
inadequate HL and CVH in early pregnancy.

Study Design: In this secondary analysis of cross-sectional data
from a large, multi-site cohort of nulliparous people enrolled
in a prospective observational study conducted at 8 US medical
centers, we included participants who completed an assessment
of HL at 6 to 13 weeks of gestation. HL, assessed using the Rapid
Estimate of Adult Literacy inMedicine-Short Form (REALM-SF),
was categorized as inadequate if the REALM-SF score was < 7
(8th grade level or lower) and adequate if score 7 or greater. The
primary outcome was CVH at 6-13 weeks of gestation, quantified
by a modified (i.e., non-fasting) version of the American Heart
Association’s Life’s Essential 8 (LE8) score, a validated marker of
CVH in which lower scores indicate worse CVH. Multivariable
linear regression was performed to evaluate the association of
inadequate HL with early pregnancy modified LE8 score.
Results: Of the 4,424 participants who completed the REALM-
SF, 825 (18.6%) had REALM-SF scores representative of inade-
quate HL. People with adequate HL were older, less likely to
identify as non-Hispanic Black or Hispanic, had higher incomes
and education, and were less likely to have public insurance.
Participants with adequate HL had higher early pregnancy LE8
scores [79.0 ± 13.3 vs. 73.0 ± 14.2, p< 0.001; mean difference
7.1 (95% CI 5.2-8.8)] compared to participants with inadequate
HL. This association persisted after adjustment for age, insurance
type, and family income (aβ 3.8, 95% CI 2.2-5.5). The overall
association between adequate HL and better CVH was driven by
the glucose, diet, physical activity, and sleep subcomponents of
the LE8 (Table).
Conclusion: Adequate HL was associated with better CVH
scores in early pregnancy. These findings highlight the impor-
tance of optimizing HL prior to pregnancy which might promote
CVH in the peripartum period.
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1145 | Association Between Health Literacy and
Cardiovascular Health at 2-7 Years After First Birth

Onyinye Ohamadike1; Xiaoning Huang2; Sadiya S. Khan1;
William A. Grobman3; Philip Greenland4; David M. Haas5; Uma
M. Reddy6; Lynn M. Yee1
1Northwestern University Feinberg School of Medicine, Chicago,
IL; 2Northwestern University, Chicago, IL; 3The Ohio State
University, Columbus, OH; 4Northwestern, Northwestern/Chicago,
IL; 5Indiana University School of Medicine, Indianapolis, IN;
6Columbia University, New York, NY

4:00 PM - 6:00 PM
Objective: Inadequate health literacy (HL) is associated with
worse cardiovascular health (CVH) in non-pregnant individuals
and, among pregnant individuals, adverse pregnancy outcomes
(APO). We aimed to study the association between HL in early
pregnancy and CVH at 2-7 years after first birth.
Study Design: In this secondary analysis of longitudinal data
from a large, multi-site cohort of nulliparous people enrolled in
a prospective observational study at 8 US medical centers, we
included participants who completed an assessment of HL. HL,
assessed using the Rapid Estimate of Adult Literacy in Medicine-
Short Form (REALM-SF), was categorized as inadequate if the
REALM-SF score was < 7 and adequate if score 7 or greater. The
primary outcome was CVH, quantified by the American Heart
Association’s Life’s Essential 8 (LE8) score, a validated marker of
CVH in which lower scores indicate worse CVH. Multivariable
linear regression models were performed to evaluate the associa-
tion of inadequateHL in early pregnancy (6-13weeks of gestation)
with LE8 score at 2-7 years after first birth.
Results: Of the 4,424 participantswho completed theREALM-SF
in early pregnancy and had 2-7 year follow-up data, 825 (18.6%)
had REALM-SF scores representative of inadequate HL. People
with adequate HL were older, less likely to identify as non-
Hispanic Black or Hispanic, had higher incomes and education,
and were less likely to have public insurance. Participants with
adequate HL in early pregnancy had higher postpartum LE8
scores [80.5 ± 13.3 vs. 73.2 ± 13.8, p< 0.001; mean difference
7.3 (95% CI, 3.5-11.1)] compared to those with inadequate HL.
When adjusted for age, insurance type, and family income, this
relationship persisted (aβ 3.3, 95% CI 0.4-6.2). Findings were
driven by higher scores for the body mass index, diet, physical
activity, nicotine exposure, and sleep subcomponents of the LE8
(Table).
Conclusion: Adequate HL in early pregnancy is associated
with better CVH scores at 2-7 years after first birth, suggesting
interventions to optimize maternal HL should be evaluated as a
strategy for long-term CVH promotion.

1146 | Association of Aspirin Use and Preeclampsia in
Pregnancy after Kidney Transplant

Ophelia Yin1; Lisa Coscia2; Serban Constantinescu3; Michael
Moritz2; Roxanna Irani1
1Division of Maternal Fetal Medicine and Reproductive Genetics,
Department of Obstetrics, Gynecology, and Reproductive Sciences,
University of California San Francisco, San Francisco, CA;
2Transplant Pregnancy Registry International, Gift of Life
Institute, Philadelphia, PA; 3Section of Nephrology, Hypertension,
and Kidney Transplantation, Department of Medicine, Lewis Katz
School of Medicine, Temple University, Philadelphia, PA

4:00 PM - 6:00 PM
Objective: We aim to characterize trends in aspirin use in the
kidney transplant population and the associations of aspirin use
with preeclampsia, obstetric outcomes, and graft function.
Study Design: We conducted a retrospective cohort study using
the Transplant Pregnancy Registry International of pregnan-
cies after kidney transplant reaching 20 weeks gestation with
year of conception from 2000 onwards. The primary outcome
was preeclampsia with delivery at < 37 weeks. Univariate and
multivariable logistic regression was performed in R.
Results: Our analysis included 708 pregnancies after kidney
transplant resulting in 723 livebirths. Of the 708 pregnancies, 74
(10.5%) reported aspirin use and 634 (89.5%) reported no aspirin
use in pregnancy. There was a significant increase in aspirin
use over time, from 3.1% in 2000 to 25.0% in 2019, p< 0.001
(Figure 1). Aspirin use was associated with higher body mass
index (BMI) (27 vs 25 kg/m2), later year of conception (2014 vs
2009), and living unrelated kidney donor (32.4% vs 15.7%), all p<
0.01. After adjustment for chronic hypertension, year, diabetes,
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pre-pregnancy creatinine, multiple gestation, donor type, and
BMI, preeclampsia with delivery < 37 weeks occurred in 20
(27.0%) of aspirin use and 135 (21.3%) of no aspirin use pregnan-
cies, (aOR 1.22, 95% CI 0.64 to 2.24, p = 0.5). Aspirin use was
associated with postpartum hemorrhage (6.8% vs 2.2%, p = 0.04)
but not blood transfusion (5.4% vs 1.7%, p = 0.06) and aspirin
use was associated with reduced rates of small for gestational age
neonates (9.1% vs 19.8%, p = 0.02). Aspirin use was not associated
with any adverse graft outcomes including creatinine changes in
pregnancy, acute graft rejection, or graft loss 2 years from time of
delivery.
Conclusion: In kidney transplant recipients who reported
aspirin use in pregnancy, there was no difference in rates of
preeclampsia with preterm delivery. The lack of association could
be due to variation in dosage, timing of use, and indication. The
increased rates of postpartum hemorrhage and reduction in rates
of small for gestational age babies warrants future prospective
investigation.

1147 | Transcriptional Meta-Analysis of Preeclampsia
Compared to Placenta Accreta: Implications for
Placentation

Ophelia Yin1; Laura Almonte2; Romina Appierdo3; Monica
Yang4; Tomiko Oskotsky5; Yalda Afshar6; Marina Sirota5
1Division of Maternal Fetal Medicine and Reproductive Genetics,
Department of Obstetrics, Gynecology, and Reproductive Sciences,
University of California San Francisco, San Francisco, CA; 2Bakar
Computational Health Sciences Institute, University of California
(UCSF), San Francisco, San Francisco, CA; 3Program in Cellular
and Molecular Biology, Department of Biology, University of Rome
“Tor Vergata”, San Francisco, CA; 4Division of Rheumatology,
Department of Medicine, University of California (UCSF), San
Francisco, CA; 5Bakar Computational Health Sciences Institute,
University of California (UCSF), San Francisco, CA; 6University of
California, Los Angeles, Los Angeles, CA

4:00 PM - 6:00 PM
Objective: To compare the transcriptomic signature of early
onset preeclampsia with placenta accreta to gain insight into
genes and pathways relevant to placentation at the maternal-fetal
interface.
Study Design: The Gene Expression Omnibus (GEO) was
queried for preeclampsia and placenta accreta transcriptional
datasets derived from human placental tissue from 2010 onwards.
Microarray analysis was conducted in R and performed with
crossmeta or oligo and batch corrected with ComBat. Differen-
tial gene expression using Limma was adjusted for cell type.
Processing of single cell data was performed using Seurat with
MAST. Gene hyper enrichment, correlation testing, and gene
set enrichment analysis with clusterprofiler was performed for
pathway analysis.
Results: We performed a gene expression meta-analysis of
placental samples from 86 patients with early onset preeclampsia
and 65 preterm controls from 4 publicly available microarray
datasets. This preeclampsia gene signature was compared to
1 placenta accreta microarray with 6 accreta and 3 preterm
controls and 1 placenta accreta single-cell dataset with 3 accreta
and 3 controls. Comparing the 4,903 differentially expressed
genes in the early onset preeclampsia meta-analysis to 416
differentially expressed genes in placenta accreta microarray, we
found 120 overlapping genes with significant negative correlation
in expression (r = -0.39, p = 8.06e-6). Key genes included
ANKRD37, AOX1, CP, GBP3, IFIT1, IGFBP6, NEK11, OPRK1, and
SERPINA3 (Figure 1). Comparing to single-cell placenta accreta,
we found that preeclampsia genes were enriched in all cell
types and negatively correlated for decidua type, endothelial,
and extravillous trophoblasts (Table 1). Shared pathways included
hypoxia, glycolysis, oxidative phosphorylation, and early estrogen
response.
Conclusion: We identified early onset preeclampsia genes that
are oppositely regulated in placenta accreta, both in bulk tissue
and in specific cell types at the maternal-fetal interface. We
hypothesize that these candidate genes underly the biology
of placental attachment and spiral artery remodeling for both
disorders.
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1148 | Nomogram for Predicting Obstetric Anal Sphincter
Injuries in Nulliparous Women

Or Bercovich1; Daniela Chen2; Ohad Houri1
1Rabin Medical Center, Petach Tikva, HaMerkaz; 2Helen
Schneider Hospital for Women, Rabin Medical Center,
Petach-Tikva, Tel Aviv, HaMerkaz

4:00 PM - 6:00 PM
Objective: To develop a predictive model for obstetric anal
sphincter injuries (OASIS) in nulliparous women.
Study Design: This retrospective observational study analyzed
data froma tertiary care center. Inclusion criteria encompassed all
singleton deliveries at ≥ 37 gestational weeks from January 2007
to December 2019, involving nulliparous women. The primary
outcome was the occurrence of OASIS. The full multivariate
logistic regression included variables such as age, body mass
index (BMI), mode of delivery (MOD) (vaginal or vacuum-
assisted), use of oxytocin, spontaneous or induced labor, birth
weight, neuraxial analgesia, and episiotomy. The stepwise model,
selected based on the Akaike Information Criterion, retained the
variables BMI, MOD, induction, and birth weight. A nomogram
was then developed using the best-fitting model to visually
represent the predicted probability of OASIS. The nomogram
was calibrated and validated internally to ensure accuracy and
reliability.
Results: The study cohort comprised 22,738 deliveries: 17,518
vaginal deliveries (77%) and 5,220 vacuum-assisted deliveries

(23%). Overall, 221 cases (1%) were diagnosed with OASIS. The
variables significantly associated with the primary outcome in
the multivariate model were BMI (p = 0.034), MOD (p < 0.001),
induction of labor (p = 0.010), and birth weight (p < 0.001).
Their respective predicted probabilities are represented in the
nomogram (Figure 1).
Conclusion: The developednomogramallows for the calculation
of individual risk scores for OASIS, identifying patients with a
very high risk for OASIS (above 10%) versus those with low risk
(less than 1%).

1149 | Intra-Operative Clinical 2019 FIGO Classification
has High Correlation with Histologic PASD in a High-Risk
Population

Oxana M. Zarudskaya1; Caitlin E. Martin1; Georgia A. McCann1;
Kayla E. Ireland1; Alixandria F. Pfeiffer2; Patrick S. Ramsey3
1University of Texas Health Science Center at San Antonio, San
Antonio, TX; 2University of Texas Health Science Center at San
Antonio, San Antonio, TX; 3University of Texas Health Science
Center San Antonio, San Antonio, TX

4:00 PM - 6:00 PM
Objective: Accurate confirmation of intra-operative diagnosis of
placenta accreta spectrum disorder (PASD) is essential for proper
use of resources, use or withhold uterine artery embolization,
transfusion strategy, anesthesia care and post operative manage-
ment. To date there is limited data to suggest how clinical findings
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correlate to microscopic or histologic diagnosis, when universal
clinical FIGO staging is used intra-operatively.
Study Design: We conducted a retrospective review of all
patients evaluated and delivered in our center with suspected
PASD between January 2022 and July 2024. At our institution
we implemented a universal reporting protocol for macroscopic
PASD findings during cases with suspected PASD.
Results: During the study interval, 56 cases of PASD were
delivered at our center. Of these cases, 50 had FIGO staging
documentation of macroscopic PASD findings intra-operatively
and were included in analysis. Clinical staging was done by the
operative members of our PASD team. Histologic findings were
uniformly documented by a designated pathologist. Coefficients
of correlation were assessed between the clinical grade and the
histologic grade. There was a very strong coefficient of correlation
between clinical and histologic FIGO grading in cases with
suspected PASD–0.96. This correlation was even stronger when
analyzed grouped cased with accreta/increta/percreta 3A versus
PASD cases with severe invasion (percreta 3B and 3C)–0.99.
Conclusion: Our data demonstrated a very strong correlation
between clinical and histologic/microscopic FIGO grading when
used in cases with suspected PASD.

1150 | What type of Anesthesia Causes Worse Maternal
Outcomes in Patients with Hypertensive Disorders of
Pregnancy?

Patricia Rojas Mendez1; Rachael Sampson1; Jordan A.
Gillenwater1; Marcia Des Jardin2; Nicholas Baranco1; Robert
Silverman1
1SUNY Upstate Medical University, Syracuse, NY; 2University of
Alabama at Birmingham, Birmingham, AL

4:00 PM - 6:00 PM
Objective: Hypertensive disorders of pregnancy (HDP) are a
leading cause of adverse obstetrical and neonatal outcomes.
No optimal anesthesia strategy is established for pregnancies
affected byHDP. The study objective is to compute the association
between type of anesthesia andmaternal and short-termneonatal
adverse outcomes amongpatientswithHDPundergoing cesarean
delivery (CD).
Study Design: Secondary analysis was performed on a cohort
of 736 patients who underwent CD at our institution from 2022-
2023. HDP was stratified into five groups: chronic hypertension
(HTN), gestational HTN, preeclampsia without severe features
(SF), preeclampsia with SF (including HELLP and eclampsia),
and superimposed preeclampsia. The primary outcome was a
composite of maternal morbidity (CMM) (postoperative (PO)
fever, PO antibiotics, blood transfusion, intensive care unit
(ICU) admission, reoperation, readmission and death) in patients
undergoing general vs. neuraxial anesthesia for CD. Secondary

outcomes were Apgars < 7 and neonatal ICU admission. Multi-
variate logistic regression was performed. Adjusted odds ratios
(aOR) with 95% confidence intervals (CI) for primary and sec-
ondary outcomes were calculated after controlling for potential
confounders.
Results: In the cohort, 546 patients (74%) had HDP and were
included in the analyses. Of these, 14% received general anes-
thesia and 86% received neuraxial anesthesia. Demographic
characteristics and other preoperative risk factors were similar in
both groups (Table 1). After adjusted analysis, general anesthesia
was associated with higher rates of CMM when compared to
neuraxial anesthesia among all groups (aOR 3.96, 95% CI 1.54,
10.22). The association was maintained after controlling for
urgency, gestational age and delivery indication. We found no
association between the type of anesthesia and 5-minute Apgar
< 7 or neonatal ICU admission (Table 2).
Conclusion: Among patients with HDP undergoing CD, general
anesthesia is associated with higher rates of adverse mater-
nal outcomes even after controlling for urgency and delivery
indication.
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1151 | Does an Early Isolated Increase in Fetal Abdominal
Circumference Heighten the Risk of Macrosomia?

Patrick S. Kim1; David J. Rivera Vazquez1; Tiffany A. Lowtan1;
Kelsey M. Pozerski1; Krista Howard2; Bradley H. Sipe3; Rachelle
Schwartz3
1Orlando Health Bayfront Hospital, St. Petersburg, FL; 2Texas
State University, San Marcos, TX; 3Johns Hopkins All Children’s
Hospital, St. Petersburg, FL

4:00 PM - 6:00 PM
Objective: To determine if an isolated second trimester fetal
abdominal circumference (AC) >90th %tile is an independent
risk factor for large for gestational age (LGA) neonates and
macrosomia.
Study Design: This multi-center retrospective cohort study ana-
lyzed patients who delivered term singletons between 1/1/2019-
1/1/2024. The exposed group involved normally grown fetuses
with isolated AC’s >90th %tile, measured between 18 and 24
weeks gestation. Control subjects werematched in a 1:1 ratio from
the same period. Congenital anomalies were excluded. Statistical
analyses included independent t-tests for continuous variables,
chi-squared tests for categorical variables, and binary logistic
regression models for LGA and macrosomia.
Results: Of the 1,188 patients screened, 752 met inclusion criteria
(n = 376 per cohort). Mean AC in the AC >90 group was 94%tile
compared to 51%tile in controls. Birthweights were higher in
the AC >90 group (3,629g vs. 3,257g, p< 0.001). Rates of LGA
(29.5% vs. 6.6%, p< 0.001) and macrosomia (15.2% vs. 2.9%,
p< 0.001) were higher in the AC >90 group. AC >90%tile
was an independent risk factor for both LGA (AOR 7.05 [3.43,
14.52]) andmacrosomia (AOR 4.51 [2.78, 7.32]). Additional logistic
regressions are shown in Table 1. Higher maternal BMI increased
the risk of LGA and macrosomia. There were no differences in
parity, pregestational or gestational diabetes, or mode of delivery
between cohorts. Gestational hypertensionwasmore prevalent in
the AC >90 group (13.8% vs. 9.0%, p = 0.039), whereas chronic
hypertension was more prevalent among controls (13.3% vs. 7.2%,
p = 0.006). A sub-analysis of macrosomic infants is shown in
Table 2. Macrosomic infants in the AC >90 group trended toward
higher rates of lacerations (72.7% vs. 33.3%) and shoulder dystocia
(9.1% vs. 0%), although overall incidence was low.
Conclusion: An isolated second trimester AC >90th %tile in an
otherwise normally grown fetus is an independent risk factor for
both LGA and macrosomia. An isolated increase in AC may also
be a risk factor for lacerations and shoulder dystocia at birth, but
further research is required.

1152 | Mode of Delivery and Neonatal Survival Among
Periviable Vertex Singleton Pregnancies

Peeraya S. Sawangkum1; Jason L. Salemi1; Jean Paul P. Tanner1;
Alexia Eiges2; Anjali J. Kaimal3
1Department of Obstetrics and Gynecology, University of South
Florida, Tampa, FL; 2Department of Obstetrics and Gynecology,
University of South Florida, Nashville, TN; 3University of South
Florida, Tampa, FL

4:00 PM - 6:00 PM
Objective: To determine the association between mode of
delivery and neonatal survival for periviable, vertex, singleton
gestations.
Study Design: Retrospective cohort study using a maternal-
infant linked database of live births in Florida from 2006 to
2019. Vertex, singleton deliveries of infants born at 22w0d to
25w6d with attempted neonatal resuscitation were included. We
calculated risk ratios (RRs) for binary outcomes and hazard
ratios (HRs) for time-to-event outcomes that were adjusted for
confounders. Outcomes were examined overall and stratified by
week of gestation. A planned sensitivity analysis was performed
examining outcomes in neonates who survived beyond 24 hours
of life.
Results: A total of 4,820 periviable deliveries were identified. Of
those, 2,472 (51.3%) were cesarean deliveries. People who under-
went cesarean deliveryweremore likely to have hypertension and
diabetes. In the overall model, vaginal delivery was associated
with a higher risk of mortality at 24 hours (aRR 1.20, 95% CI
1.01-1.44), lower risk of mortality at 7 days (aRR 0.88, 95% CI 0.79-
0.99), but no difference in mortality at 28 days (aRR 0.94, 95% CI
0.86-1.02) or 1 year (aRR 0.95, 95% CI 0.89-1.03). After excluding
neonates who died within the first 24 hours, vaginal delivery was
associated with lower risk of mortality, with aRR of 0.70 (95% CI
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0.59-0.83) at 7 days, aRR of 0.87 (95% CI 0.77-0.97) at 28 days,
and aRR of 0.91 (95% CI 0.83-1.00) at 1 year. Stratified analyses
by gestational age demonstrated increased mortality with vaginal
delivery among 22w- and 23w-neonates (aHR 1.48, 95% CI 1.06-
2.06 and aHR 1.19, 95% CI 1.01-1.43 respectively), but decreased
mortality with vaginal delivery among 24w- and 25w-neonates
(aHR 0.75, 95% CI 0.63-0.89 and aHR of 0.72, 95% CI 0.58-0.90
respectively).
Conclusion: Our study demonstrates the effect of mode of
delivery onneonatal survival in the periviable period is dependent
upon gestational age. Further study is needed to understand the
clinical situations in which cesarean is most likely to improve
neonatal outcome in order to balance this against potential
maternal complications.

1153 | Fetal Fraction in Patients with Autoimmune
Diseases of the Gastrointestinal Tract

Chi Nguyen1; Nicole Legro1; Sara N. Iqbal1; Taylor Martin2;
Bailey Liter2; Allison Willett2; Victoria R. Greenberg3
1Medstar Washington Hospital Center / Georgetown, Washington,
DC; 2Georgetown School of Medicine, Washington, DC; 3Medstar
Washington Hospital Center /Georgetown, Washington, DC

4:00 PM - 6:00 PM
Objective:We sought to evaluate differences in fetal fraction (FF)
in individuals with autoimmune diseases of the gastrointestinal
(GI) tract compared to those without autoimmune disease.
Additionally, we assessed whether use of immunomodulating
medications (IM) at time of cell-free DNA (cfDNA) screening has
any effect on FF for patients with autoimmune diseases of the GI
tract
Study Design: We performed a retrospective cohort study
of singleton pregnancies who had cfDNA testing 2017-2024.
Patientswithout autoimmune disease served as controls andwere
matched to patients with GI autoimmune diseases (ulcerative
colitis and Crohn’s) during pregnancy in a 3:1 fashion, controlling
for gestational age and BMI. Exclusion criteria included those
on anticoagulants, history of organ transplant, and/or high-risk
cfDNA results concerning for aneuploidy. IM therapy included
mesalamine, infliximab, vedolizumab, and adalimumab.We used
the student t-test for normally distributed variables, chi-square

and Fisher’s exact tests for categorical variables and ANOVA
to compare three groups. Multivariate regression analysis was
performed to evaluate the effect of immunomodulator use on fetal
fraction, after adjusting for BMI and gestational age at the time of
cfDNA draw.
Results: We included 300 patients in the study (75 with GI
autoimmune disease and 225 without disease). Baseline demo-
graphics between the two groups were similar with respect to
BMI, race, and smoking status (Table 1) with a statistically
significant difference in age. Mean fetal fractions were similar
in those with and without disease (Table 1). In the subset of
individuals with GI autoimmune disease, use of IM medication
did not result in higher fetal fraction compared to individuals
with GI autoimmune disease not on IM medication, even after
adjusting for gestational age and BMI (aβ .072, 95%CI -1.2, 2.3)
Conclusion: Contrary to other reports, this study found no effect
of GI autoimmune disease on FF, even when adjusting for IM
use. Further research is needed to assess the impact of various
autoimmune diseases on FF.

1154 | Novel uEMG Technology Significantly Improves
Preterm Birth Prediction: The Labor Status Monitor

Ponnila S. Marinescu1; Neil S. Seligman1; Jennifer B. Gilner2;
Sarah Caveglia1; Win Phyo1; Hayden Rigsbee2; Roger C. Young3
1University of Rochester Medical Center, Rochester, NY; 2Duke
University Hospital, Durham, NC; 3PreTeL, Inc., Portland, OR

4:00 PM - 6:00 PM
Objective: Using current methods, sensitivity for predicting
preterm birth (PTB) in patients presenting with contractions
before 37weeksGA is< 50%.While not all contractions contribute
towards labor, legacy toco cannot distinguish those who will
deliver preterm. We developed a novel Labor Status Monitor
that uses uterine bioelectrical synchronization and between-
contraction, tissue-level stimulation to predict PTB < 7 days.
Study Design: Multicenter, prospective cohort study of pregnant
individuals between 26-36 weeks GA, with a cervix £ 5 cm and
self-reporting 3 1 contraction in 10 minutes (min). 6-channel
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uEMG recordings were obtained using PreTeL’s directional
uEMG sensors applied to the abdomen for up to 4 hours (hr).
uEMG data were classified on a channel-by-channel basis as rest,
contraction-associated signals (CAS), or fasciculation-like signals
(FLS, tissue-level stimulation between contractions). Contraction
Synchronization Index (CSI) was calculated as CAS in > 5
channels observed over the previous 10-min, averaged over 60
min. FLS index (FLSi) was calculated as the fraction of time FLS
occurred in each channel over the previous 10-min, averaged over
all 6 channels, and then averaged over 1 hr. Primary outcome was
delivery < 7 days of uEMG recording. Sensitivity and specificity
were analyzed from receiver operator characteristic curves.
Results: 43 subjects were evaluated; 63% (27/43) delivered < 37
weeks GA, 34% (15/43) delivered < 7 days. AUC was 0.74 for CSI
and 0.66 for FLSi for delivery < 7 days. Based on AUC, optimal
sensitivities and specificities were 74% and 70% for CSI and 56%
and 70% for FLSi. Assuming test independence, by applying CSI
first, then applying FLSi to indeterminate results, sensitivity and
specificity were 89% and 91% for delivery < 7 days.
Conclusion: Our analysis of the Labor Status Monitor suggests
that uEMG significantly improves PTB prediction compared to
current methods. Ability to predict PTB< 7 days has the potential
tomeaningfully impactmanagement, particularly administration
of antenatal corticosteroids. Further studies are needed to validate
these findings.

1155 | Identifying Markers for Gestational Diabetes Using
Continuous Glucose Monitoring

Pranaya Chilukuri; Lindsay Beechem; Aric Schadler; Abigail
Leonhard; Josie Llanora; Kristina Naseman; Karen Playforth
University of Kentucky, Lexington, KY

4:00 PM - 6:00 PM
Objective: Per ACOG, all pregnant women should be screened
for gestational diabetes (GDM)with an oral glucose tolerance test
(OGTT). As continuous glucose monitor (CGM) use increases,
CGM goals “target range” and “time in range” have been set for
diabetes in pregnancy. This study aims to identify CGM metrics
that may be linked to GDM diagnosis in patients considered at
high risk.
Study Design: This single-institution pilot prospective observa-
tional study includes pregnant individuals at 24-28 weeks’ with
singleton gestation and 1-hour OGTT of 140-200mg/dl, without
previous Type 1 or 2 Diabetes, PCOS, or recent metformin,
insulin, or corticosteroid administration. Upon IRB approval,
participants were screened through electronic medical records
and recruited to wear Dexcom G6 CGM in blinded mode for 7-
10 days. Patients completed a 3-hour OGTT, determining GDM
diagnosis. Pearson’s chi-square, independent samples t-test, and
Mann-Whitney U tests were used as appropriate for analysis.
Results: CGM was worn by 22 participants, with 7 subsequently
diagnosedwithGDM.Metrics of CGMaverage glucose (124 vs. 111,
p= 0.011), time in range (82% vs. 90%, p= 0.047), time above range
(17% vs. 7%, p= 0.021), and glucosemanagement indicator (GMI),
analogous to HbA1c, (6.3 vs. 6.0, p = 0.009) significantly differed
for those diagnosed with and without GDM, respectively (Table
1). Significant differences have not resulted in birth outcomes yet,
with recruitment ongoing.

Conclusion: This study highlights CGM metrics that may be
used as potential markers for patients at risk for GDM.

1156 | Interpregnancy Development of Chronic
Hypertension after a Hypertensive Disorder of Pregnancy
and Subsequent Pregnancy Outcomes

Praveen Ramesh1; Malamo Countouris2; Arun Jeyabalan3; Alisse
Hauspurg4
1Magee-Women’s Hospital of UPMC, Pittsburgh, PA; 2University of
Pittsburgh Medical Center, Pittsburgh, PA; 3University of
Pittsburgh School of Medicine, Pittsburgh, PA; 4Alpert Medical
School of Brown University, Providence, RI

4:00 PM - 6:00 PM
Objective: Hypertensive disorders of pregnancy (HDP) are
associated with future cardiovascular (CV) risk, likely medi-
ated through development of chronic hypertension (CHTN).
We sought to assess if development of interpregnancy CHTN
following a pregnancy complicated by an HDP was associated
with adverse outcomes in the subsequent pregnancy.
Study Design: This is a cohort study of individuals with consec-
utive pregnancies with an index pregnancy complicated by an
HDP. We compared demographics and outcomes in the subse-
quent pregnancy between those who developed interpregnancy
CHTN with those who had blood pressure (BP) normalization.
We included patients with a known diagnosis of CHTN and those
who had 2 or more BPs ≥ 140/90 mmHg prior to 20 weeks. The
primary outcomewas preterm birth< 37 weeks (PTB). Secondary
outcomes included a small-for-gestational age (SGA) newborn
and recurrent pre-eclampsia. The association of all outcomeswith
interpregnancy CHTN was adjusted for age, BMI, and maternal
self-identified race (as a social construct) viamultivariable logistic
regression.
Results: We included 4,437 individuals with an HDP during the
index pregnancy. 523 (11.8%) developed interpregnancy CHTN.
Individuals who developed interpregnancy CHTN were older,
more likely to identify as Black race, had ahigher index pregnancy
BMI, and were more likely to have had preeclampsia with severe
features in the index pregnancy compared to those with BP
normalization (Table 1). Those who developed interpregnancy
HTN were more likely to have a preterm birth, (19.5% vs.11%;
aOR 2.25; 95% CI 1.66-3.04, p< 0.001), an SGA newborn (14.2%
vs. 8.3%; aOR 2.48; 95% CI 1.76-3.48, p< 0.001) and develop
recurrent pre-eclampsia (22.2% vs.12.6; aOR 2.27; 95%CI 1.70-3.04,
p< 0.001) in the subsequent pregnancy compared to those with
BP normalization.
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Conclusion: Individuals with interpregnancy development of
CHTN after anHDP have an increased odds of adverse pregnancy
outcomes compared to those with BP normalization. Postpartum
interventions to reduce the risk of interpregnancy CHTN may
improve long-term CV health and future pregnancy outcomes.

1157 | Prenatal Detection of Structural Heart Defects in
Pre-Gestational Diabetes with Expanded Cardiac
Screening

Rachel L. Wiley1; Maya Pai2; Tracy Anton3; Maryam Tarsa4
1University of California, San Diego, San Diego, CA; 2UC San
Diego School of Medicine, UC San Diego School of Medicine, CA;
3UC San Diego, UC San Diego, CA; 4University of California San
Diego, San Diego, CA

4:00 PM - 6:00 PM
Objective: Pregnancies affected by pre-gestational diabetes mel-
litus (PDM) are recommended to have a fetal echocardiogram
(ECHO). In an institution with expanded cardiac screening on
level II ultrasounds, we aimed to examine detection of congenital
heart disease (CHD) in pregnancies affected by PDM with
selective referrals for fetal ECHOs.
Study Design: This was a retrospective cohort of pregnan-
cies who received level II ultrasounds in a two-year period.
Ultrasounds were performed by experienced MFM sonographers
competent in image optimization techniques to visualize the fetal
heart, including utilizing system settings that maximize frame
rate and applying color Doppler. Standard and extended views
of the heart were obtained and recorded using still frame and
cine clips (Table 1). Patients were included if they had a diagnosis
of prediabetes, type I, or type diabetes mellitus. Demographics
were collected, and neonatal charts were reviewed for CHD.
Groups were analyzed using one-way ANOVA, student’s t-test,
chi-squared or fisher exact test.
Results: 306 pregnancies complicated by PDM were included;
66% with type 2 diabetes mellitus, 19% with type I diabetes
mellitus and 15%with prediabetes (Table 1). Of these, 64 (21%) had
a fetal ECHO, with the indications of suboptimal cardiac views

on level II ultrasound (n = 22, 34%), suspected anomaly (n = 20,
31%), other maternal indication (n= 13, 20%) and high initial A1C
(n = 9, 14%). In total, 28 (7.8%) neonates had confirmed postnatal
diagnosis of CHD, and 16 (57%) of the defects were diagnosed
prenatally. CHDdetected prenatally had higherA1C (8.1% vs 6.5%,
P = 0.016), but no significant difference in maternal BMI (33.2
kg/m2 vs 32.5 kg/m2, p= 0.74). Of the 12 CHD that were diagnosed
only postnatally, there were minor defects (small septal defects,
bicuspid aortic valve), but no major cardiac defects.
Conclusion: In a tertiary center with expanded cardiac level
II ultrasound protocols and selective ECHOs, all major CHD in
PDMwas detected prenatally. Protocols for selective fetal ECHOs
in pregnancies affected byPDMmaybe considered in experienced
tertiary centers.

1158 | Methods of Estimating Blood Loss and Clinical
Outcomes

Rachel L. Wiley1; Ipsita Ghose2; Hector M. Mendez-Figueroa3;
Suneet P. Chauhan4
1University of California, San Diego, San Diego, CA; 2Baylor
College of Medicine, Houston, TX; 3McGovern Medical School at
UTHealth, Houston, TX; 4Delaware Center of Maternal-Fetal
Medicine at Christiana Care, Delaware, DE

4:00 PM - 6:00 PM
Objective: ACOG released a Committee Opinion stating quanti-
tative blood loss (QBL)wasmore accurate than visually estimated
blood loss (EBL), however the clinical impact of QBL remains
uncertain.
Study Design: This was a secondary analysis of a retrospective
cohort study of all singletons delivered at > 20 weeks at a
Level IV center during 24 months. This time period included
an institutional transition from EBL to QBL, and patients with
both methods of estimation recorded were included. Composite
maternal adverse outcome included additional surgical tech-
niques, transfusion of > 4 units, balloon tamponade, intensive
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care unit (ICU) admission, venous thromboembolism (VTE),
hysterectomy or death. The diagnostic accuracy of CMAO for EBL
and QBL were assessed by using the area under the curve (AUC)
of receiver-operating characteristics (ROC) curves, and diagnostic
test statistics were calculated and compared using overlapping
confidence intervals.
Results: Of 8,623 deliveries, 1,530 (18%) had both EBL and
QBL recorded; the demographics are included in Table 1. QBL
identifiedmore postpartumhemorrhages (PPH; blood loss> 1000
mL) than EBL (9.0% vs. 6.0%; p< 0.01). CAMO occurred in 42
(3.0%) of patients, and Figure 1 shows the ROC curve for detecting
CAMO with a nonsignificant difference in AUC of 0.91 for EBL
and 0.86 for QBL (p = 0.07). Using the threshold for PPH of >
1000mL, EBL andQBLwere equally sensitive, but EBLwasmore
specific (95.8%; 95% CI 94.6% - 96.7% vs 92.6%; 95% CI 91.1% -
93.9%, Figure 1).While positive and negative predictive power and
likelihood ratio did not differ significantly, negative predictive
power and likelihood ratio performed better with EBL.
Conclusion: While QBL and EBL are both predictive for mater-
nal morbidity, estimated blood loss is less likely to meet the
threshold for PPH, EBL is more specific and may predict adverse
outcomes better. The benefits of QBL over EBL and clinical
outcomes need to be evaluated in prospective trials.

1159 | Concordance of Early Pregnancy Smoking
Disclosure Rates with DNAMethylation among Pregnant
Patients

Rachel S. Ruderman1; Lauren S. Keenan-Devlin2; Renee
Odom-Konja3; Amy Inkster4; Lavisha Singh5; Mahitha
Chaturvedula3; Linda M. Ernst3; Alexa A. Freedman6; Wendy P.
Robinson7; Greg E. Miller6; Ann EB Borders5
1University of Chicago, CHICAGO, IL; 2Endeavor Health/
University of Chicago Pritzker School of Medicine, Endeavor
Health, IL; 3Endeavor Health, Evanston, IL; 4The University of
British Columbia, The University of British Columbia, BC;
5Endeavor Health, Evanston Hospital, Evanston, IL;
6Northwestern University, Chicago, IL; 7University of British
Columbia, University of British Columbia, BC

4:00 PM - 6:00 PM
Objective: Prenatal substance use is an increasing cause of
morbidity and mortality. Changes in gene function that do not
affect nucleotide sequence, or epigenetics, has emerged as a
screening mechanism for substance use. We evaluated the appli-
cation of serum-validated epigenetic DNA methylation markers
in human placental tissues to assess the correlation between
reported smoking and placental epigenetic markers.
Study Design: This is a secondary analysis of the Stress, Preg-
nancy, and Health Study, a prospective study of 605 patients
at an urban hospital from 2018-2022. Patients completed the
Health Practices Survey (HPS) duringmid-trimester and reported
cigarette or marijuana use during pregnancy (current use) or in
the 3 months prior to pregnancy (former use). We evaluated the
degree of methylation in placental DNA using CPG sites pre-
viously associated with smoking. Differences in site cg05575921
have been reported from placental tissue, while sites cg23079012
and cg22112841 have been associated in serum. Methylation
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percentages were determined using absolute values; p-values
were calculated from log-transformed data.
Results: Among 488 patients who completed HPS, 440 (90.2%)
reported never using cigarettes or marijuana, while 27 (6%)
reported current smoking and 21 (5%) former smoking. Current
smoking was not associated with placental DNA methylation of
cg05575921 (51% vs 53% methylation in never users, p = 0.13).
This finding was similar for the other sites (Table 1). A sensitivity
analysis comparing current and former users to never users also
yielded non-significant results.
Conclusion: In this novel exploration of placental DNA methy-
lation using validated sites, we did not find significant DNA
methylation changes with smoking status. However, methylation
was lower in current than never smokers, which is similar to
the change observed in serum. This study is amongst the first to
explore the application of validated DNAmethylation markers of
smoking on placental tissues, and will inform larger explorations
of the association between placental DNA methylation and
reported substance use during pregnancy.

1160 | Psychopharmacotherapy Use in Pregnancies
Conceived with IVF and Risk of PostpartumHemorrhage

Rachel Solmonovich; Frank I. Jackson; Jamie Green; Brenda
Lin; Randi Goldman; Matthew J. Blitz
Northwell, New Hyde Park, NY

4:00 PM - 6:00 PM
Objective: To determine differences in the frequency of psy-
chopharmacotherapy (PPT) use during pregnancies conceived
with andwithout in vitro fertilization (IVF). Secondary objectives
were to evaluate rates of PPT drug classes among the cohorts and
their associations with postpartum hemorrhage (PPH) requir-
ing transfusion of packed red blood cells (pRBC) among IVF
pregnancies.
Study Design: Retrospective cohort study of all deliveries that
occurred at ≥ 23 weeks gestational age in a New York academic
health system from January 2019 to December 2022. Adjusted
odds ratios for non-Hispanic White ethnicity, public insurance,
and obesity were calculated using a logistic regression in R
version 4.3.1.
Results: A total of 3,383 IVF and 104,297 non-IVF pregnancies
were included. Patients who conceived via IVF were more
likely to self-identify as non-Hispanic white (54.9% vs. 43.1%),
be nulliparous (59.0% vs. 48.7%), and have private insurance
(92.3% vs. 64.4%), p< 0.001. Prenatal PPT exposure was more
common in pregnancies conceived with IVF, 6.4% vs. 3.5%; aOR
1.62 (95% CI, 1.39 - 1.88; Table 1). IVF pregnancies exposed to
PPT had nearly double the odds of experiencing a PPH requiring
pRBC (aOR 1.90; 95% CI, 1.18-2.95). Selective Serotonin Reuptake
Inhibitors (SSRIs) were associated with a two-fold increase in the

odds of PPH requiring pRBC, aOR 2.11 (95% CI, 1.10 - 3.51), and
benzodiazepines with three-fold increased odds, aOR 3.22 (95%
CI, 1.56 - 6.12).
Conclusion: Prenatal PPT use is higher during IVF pregnancies,
specifically SSRIs and benzodiazepines. Their use is associ-
ated with increased odds of clinically significant postpartum
hemorrhage. While these findings suggest potential risks, they
should not discourage mental health treatment, as untreated
conditions are also associated with adverse outcomes. These
results contribute to comprehensive counseling and informed
decision-making when selecting PPT class during pregnancy.

1161 | Using Neighborhood-Level Indices to Discriminate
Small for Gestational Age Birthweight Among Racial and
Ethnic Groups

Raina Kishan1; Daniel L. Kuhr2; Nicola F. Tavella1; Zahava P.
Michaelson2; Nicole Parkas2; Helen Feltovich2; Kimberly B.
Glazer3
1Icahn School of Medicine at Mount Sinai, New York, NY;
2Division of Maternal-Fetal Medicine, Icahn School of Medicine at
Mount Sinai, New York, NY; 3Department of Population Health
Science and Policy; Department of Obstetrics, Gynecology and
Reproductive Science, Blavatnik Family Women’s Health Research
Institute, Icahn School of Medicine at Mount Sinai, New York, NY

4:00 PM - 6:00 PM
Objective: To examine the performance of publicly available
neighborhood-level indices of the built and social environment
in the prediction of small for gestational age (SGA) in different
racial/ethnic groups.
Study Design: This was an a priori secondary analysis of a
retrospective cohort study examining risk of sPTB of 1000 patients
who delivered at a tertiary, urban academic hospital between
January 2013 and August 2023 with ≥ 1 transvaginal cervical
length during pregnancy. The primary outcomewas SGA, defined
by birth weight ≤ 10th percentile for gestational age (GA),
using Intergrowth-21st growth curves. Medical history, race,
delivery GA, and birth weight were abstracted from electronic
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medical records. The Childhood Opportunity Index (COI), Social
Vulnerability Index (SVI) and Index of Concentrations at the
Extremes (ICE) were determined through patients’ listed 2020
census tracts. We used logistic regression models to predict the
probability of SGA, incorporating neighborhood-level indices and
clinically relevant individual-level covariates in the whole group
and stratified by patient race.We comparedmodel discrimination
using the area under the receiver operating characteristics curve
(AUC). All analyses were performed in R version 4.4 (24 April
2024).
Results: 1038 pregnancies among the 1000 patientsmet inclusion
criteria, 105 of which resulted in SGA infants. 45% of patients
were Hispanic, 25% were Black and 18% were White (Table
1). Models with all three neighborhood indices had an AUC
of 0.49 in Black, 0.52 in Hispanic, and 0.68 in White patients
(Table 2). The addition of socioeconomic and obstetric covariates
improved discrimination in each model, particularly in the Black
(AUC 0.74) and White (AUC 0.73) patients.
Conclusion: Individual neighborhood level indices were poorly
predictive of SGA in each racial group. Including all indices
improved model ability to discriminate SGA in White patients.
The addition of sociodemographic and obstetric characteristics
led to improved predictive ability in all racial groups, particularly
among Black and White births.

1162 | Increased Adverse Perinatal Outcomes (APO) for
Twin Pregnancies Complicated by Congenital Heart
Disease (CHD)

Rainney Chiu1; Lihong Mo2; Herman L. Hedriana2; Shinjiro
Hirose3; Sherzana Sunderji4; Amelia Mclennan4
1University Of California, Davis, University of California, Davis,
CA; 2UC Davis Health, Sacramento, CA; 3UC Davis Health, UC
Davis, CA; 4UC Davis Health, UC Davis Health, CA

4:00 PM - 6:00 PM
Objective: APO, namely preterm birth (PTB), hypertensive
disorders of pregnancy (HDP), and placental abruption have been
associated with CHD in singleton pregnancies. This association
has not been investigated in twin pregnancies. The aim of this
study is to 1) evaluate the prevalence of APO in twin pregnancies
affected by CHD using a large national database; 2) identify
pregnancy characteristics associated with the APOs using a local
database.
Study Design: A retrospective case-control study of twin preg-
nancies with CHD was conducted on Center of Disease Control
and PreventionNatality Database from 1995-2000 (403,018 births)
and 2016-2022 (842,878 births). Maternal demographics and peri-
natal outcomes were compared. Subsequently a local twin case
series with CHDwas reviewed for characteristics leading to APO.
Results: Demographically, there was no significant difference
in twin pregnancies with or without CHD in both periods The
CHD group showed significantly increased PTB: 1995-2000: < 37
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weeks: Odds Ratio [OR], 2.37; (2.04-2.77 95% Confidence Interval
[95%CI]); < 28 weeks: OR, 3.07; (2.54-3.71 95%CI); 2016-2022: < 37
weeks: OR, 1.91; (1.64-2.24 95%CI);< 28weeks: OR, 2.18; (1.70-2.80
95%CI). Eclampsia was higher with CHD: 1995-2000: OR, 3.35;
(2.30-4.89 95%CI); 2016-2022: OR, 5.32; (3.60-7.90 95%CI). Other
HDP were not significantly increased in either cohort. Local
center case series revealed that PTB was due to 6.7% spontaneous
and 93.3% iatrogenic (18.2% for maternal indications, 81.8% for
fetal indications).
Conclusion: CHD is associated with increased odds of PTB and
eclampsia in twin pregnancies in CDC database collected in
1995-2000 and 2016-2022. Our single center study shed light on
the common reasons for PTB in this CHD population. Further
characterization with a larger sample size is needed to elucidate
the incidence of APOs in twin pregnancies complicated by CHD.

1163 | Rate of Tethered Spinal Cord Release After
Fetoscopic Repair of Open Spina Bifida

Ramen H. Chmait1; Jason K. Chu2; Alexander L. Van
Speybroeck3; HaiThuy N. Nguyen3; Arlyn Llanes1; Grace
Hamadeh1; Adam E. Masri1; Lisa M. Korst4; Eftichia V.
Kontopoulos5; Ruben A. Quintero5; Denise A. Lapa6
1Keck School of Medicine, University of Southern California, Los
Angeles, CA; 2Riley Hospital for Children, Indianapolis,
Indianapolis, IN; 3Children’s Hospital Los Angeles, Los Angeles,
CA; 4Childbirth Research Associates, North Hollywood, CA; 5The
Fetal Institute, USFETUS Research Consortium, Miami, FL;
6Hospital Israelita Albert Einstein, Hospital Infantil Sabara, Sao
Paulo, Sao Paulo

4:00 PM - 6:00 PM
Objective: A recent meta-analysis reported approximately 22%
rate of symptomatic tethered spinal cord (TSC) at 4.1 years

median age of follow-up after prenatal closure of open spina
bifida (OSB). TSC was defined as either neurologic deterioration,
urological deterioration, or need for a surgical TSC release. The
aim of this study was to assess the rate of surgical TSC release
in a cohort of patients who underwent fetoscopic repair of OSB,
followed between 2.5 and 5 years of life.
Study Design: This was a prospective study of patients who
underwent percutaneous or percutaneous mini-laparotomy feto-
scopic OSB repair between 24 and 28 gestational weeks and who
were followed for 2.5 to 5 years of life. The postnatal evaluation
and treatment were at the discretion of the referring team and
based on clinical findings and symptoms.
Results: Of 105 consecutive patients who received the fetoscopic
OSB repair and achieved 30 months of age, 6 (5.7%) underwent
a surgical TSC release procedure. Table 1 shows specific details
of these 6 cases. Four of these 6 patients developed symptomatic
hydrocephalus and were treated with a shunt or endoscopic third
ventriculostomy, two at the same time of the TSC release. Because
of the small number of affected patients, risk factors for receiving
a detethering procedure could not be assessed.
Conclusion: Of patients who underwent fetoscopic OSB repair
and were between 2.5 to 5 years of age, 5.7% underwent a surgical
TSC release procedure. As TSC symptomologymay not arise until
the later childhood or adolescent period, further long term follow
up is necessary. Understanding the risk factors for development
of symptomatic TSC will be important to optimize the prenatal
surgical approach.

1164 | Maternal Outcomes of First- Versus Second-Line
Intrapartum Antibiotic Prophylaxis for Group B
Streptococcus: A Retrospective-Study

Raneen Abu Shqara1; Shany Or2; Lior Lowenstein3; Maya Frank
Wolf4
1Galilee Medical Center, Nahariya, HaZafon; 2Bar-Ilan univeristy,
Bar-Ilan university, HaZafon; 3Galilee Medical center, Nahariya,
HaZafon; 4Galilee Medical Center, Naharyia, HaZafon

4:00 PM - 6:00 PM
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Objective: The incidence of maternal infectious morbidity
according to the intrapartum antibiotic prophylaxis (IAP) regi-
men used for Group B streptococcus (GBS) prophylaxis is poorly
described. We aimed to compare maternal peripartum infections
and microbiological outcomes among GBS carriers according to
IAP regimen.
Study Design: This retrospective study included women hospi-
talized in a tertiary university-affiliated hospital between March
2021 and March 2024, who were GBS positive at term and
received first-line ampicillin (n = 1833), or second-line clin-
damycin (n = 78) due to penicillin allergy. The co-primary
outcomes were clinical chorioamnionitis and neonatal intensive
care admission rates. Univariate and multivariate analyses were
performed. Chorioamniotic swabs were obtained after delivery,
and microbiological outcomes were compared according to IAP
regimen.
Results: Among GBS carriers who received clindamycin vs.
ampicillin, the rates were higher of chorioamnionitis (p< 0.001),
intrapartum fever (p< 0.001), postpartum fever (p = 0.001)
and antibiotics use (p< 0.001) (Figure). The cesarean delivery
rates were similar (p = 0.086). The rate of neonatal intensive
care admission and other neonatal complications were similar.
In multivariate analysis, the factors that were independently
associated with clinical chorioamnionitis were: clindamycin-IAP,
odds ratio (OR) 20.1, 95% confidence interval (CI) (6.6-61.4), p<
0.001; cervical ripening by catheter balloon, OR 4.1, 95%CI (1.2-
13.6), p = 0.023; and prolonged rupture of membranes, OR 4.9,
95%CI (1.6-15.7), p = 0.006 (Table). In chorioamniotic swabs,
among women who received clindamycin vs. ampicillin, rates
were higher of positive GBS isolates, 28% vs. 11%, p< 0.001 and
of overall positive cultures, 32.1% vs. 16.4%, p< 0.001.
Conclusion: Clindamycin compared with ampicillin was asso-
ciated with a higher rate of maternal peripartum infectious
morbidity.
This underscores the importance of minimizing clindamycin use
for GBS prophylaxis. Further research is warranted to evaluate
alternative second-line IAP options and their effectiveness in
preventing GBS-related infections.

1165 | Contraceptive Counseling and use Among Pregnant
Individuals who Underwent Spontaneous Versus
Medically Indicated Preterm Birth

Rebecca Purvis1; Alicia Mastronardi2; Megan L. Young3; William
S. Havron, IV4; Jill M. Maples5; Nikki B. Zite4
1University of Tennessee Medical Center Knoxville, Knoxville, TN;
2University of Tennessee Graduate School of Medicine,
Department of OB/Gyn, Knoxville, TN; 3University of Tennessee
Medical Center, Center for Women and Infants, Knoxville, TN;
4University of Tennessee Graduate School of Medicine, Knoxville,
TN; 5University of Tennessee Health Science Center, College of
Medicine, Knoxville, TN

4:00 PM - 6:00 PM
Objective: Preterm birth (PTB) contributes to maternal and
neonatal morbidity. Adequate contraceptive uptake can help
reduce rates of PTB, however, individuals who undergo PTB are
less likely to obtain contraception than those who undergo term
delivery. We sought to describe rates of contraceptive uptake and
patient reported recollection of contraceptive counseling in our
population who underwent PTB, as stratified by etiology.
Study Design: This retrospective cohort study examined all
liveborn PTBs within a single regional academic medical center
between January 2023-April 2024. Demographic and contracep-
tive data was collected via EMR and confirmed through billing
data. Etiology of preterm birth was abstracted from the medical
record and categorized by a single physician. Chi-square, t-test,
and Mann-Whitney U were used to compare populations and
outcomes, as appropriate.
Results: Of the 6,058 total births at our institution during
the study, 934 (15.4%) delivered in the preterm period (< 37
weeks) and were analyzed. Of these, 426 (45.6%) were considered
spontaneous (SPTB) and 508 (54.4%) were considered medically
indicated (IPTB). Demographic information did not significantly
differ between SPTB vs IPTB, other than median gestational age
at delivery (34.6 weeks vs 35.3 weeks, p =˙.002) and limited/no
prenatal care (11.3% vs 5%, p< .001). Those who underwent IPTB
weremore likely to recall contraceptive counseling (41.7% vs 30%,
p< .001) and to identify their contraceptive desires at discharge
(84.5% vs 77.9%, p = 0.24). Similar trends are present when
stratifying each type of pretermbirth by above andbelow32weeks
at time of delivery (Table 2).
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Conclusion: Pregnant individuals who undergo IPTB are more
likely to recall contraceptive counseling and to identify their
contraceptive desires at discharge than those who undergo SPTB.
Future research will focus on identifying reasons why those
who undergo IPTB vs SPTB recall differences in contraceptive
counseling, given the importance of contraception in helping to
reduce the risk of recurrent PTB.

1166 | First Trimester Machine Learning to Predict
Preeclampsia in Normotensive Pregnancies by American
Heart Association Guidelines

Rebecca Horgan1; Erkan Kalafat2; Elena Sinkovskaya1; Alfred Z.
Abuhamad1; George R. Saade1
1Macon & Joan Brock Virginia Health Sciences Eastern Virginia
Medical School at Old Dominion University, Norfolk, VA; 2Koc
University Hospital, Istanbul, Istanbul

4:00 PM - 6:00 PM
Objective: The threshold to define normal blood pressure (BP)
outside pregnancy have been lowered. We assessed if machine
learning can identify patients at high risk of hypertensive disor-
ders of pregnancy (HDP) amongst normotensive first-trimester
patients per American Heart Association (AHA) guidelines.
Study Design: This was a prospective cohort study which
enrolled patients at ≤ 13+6 weeks’ gestation without fetal,
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umbilical cord or placental abnormalities. For this analysis,
patients with chronic hypertension were excluded. Baseline
maternal BP was classified according to the AHA guidelines
(normal, elevated, stage I hypertension, stage II hypertension).
The primary outcome was the incidence of HDP diagnosed
per ACOG criteria. First trimester BP values were clustered
using unsupervised machine learning models and patients were
categorized as; AHAnormal BP, low risk clustering; AHAnormal
BP, high risk clustering and AHA abnormal BP (elevated or
above). Association with outcomes were assessed with regression
analyses, whichwere adjusted for race, body-mass index, and risk
factors for preeclampsia (PE).
Results: 570 patients were included in this analysis, with 43
developing PE and 73 any HDP. After clustering, 350 patients fell
within the AHA normal BP low-risk cluster, 28 AHA normal BP
high-risk cluster and 192 patients AHA abnormal BP (elevated
or above). The PE rates in these categories were 3.1%, 25.0% and
13.0%, respectively (P< 0.001). The rate of small for gestational
age (SGA) were 6.6%, 21.4% and 6.8% respectively (P= 0.032). The
hazard of PE was higher in patients with AHA normal BP, high
risk clustering (adjusted HR: 8.51, 95% CI: 3.30-22.0, P< 0.001)
compared to AHA abnormal BP (adjusted HR: 4.33, 95% CI: 2.12-
8.84, P< 0.001) (Figure). Similar findings were observed for any
HDP (adjusted HR:4.15 vs 5.77, P< 0.001 both, Figure).
Conclusion: A cohort of patients with AHA normal BP, identi-
fied by unsupervised machine learning models, had significantly
higher risk of preeclampsia and neonatal SGA than those with
AHA abnormal BP or AHA normal BP clustered in the low-risk
group.

1167 | Preeclampsia Associated Morbidity Requires a
Double hit from First-Trimester Maternal Characteristics
and Placental Dysfunction

Rebecca Horgan1; Erkan Kalafat2; Elena Sinkovskaya1; Alfred Z.
Abuhamad1; George R. Saade1
1Macon & Joan Brock Virginia Health Sciences Eastern Virginia
Medical School at Old Dominion University, Norfolk, VA; 2Koc
University Hospital, Istanbul, Istanbul

4:00 PM - 6:00 PM
Objective: To evaluate whether unsupervised machine learning
clustering of first-trimester data can identify pregnancies at high
risk for preeclampsia associated morbidity.
Study Design: This is a prospective cohort study which enrolled
patients at ≤ 13+6 weeks’ gestation without fetal, umbilical cord
or placental abnormalities. Baseline maternal characteristics,
blood pressure, and first trimester ultrasound including uterine

and placental artery (spiral artery and intervillous arteriole)
Dopplers were obtained. The primary outcome was the preva-
lence of preeclampsia with associated morbidity defined as
delivery at < 34 weeks, eclampsia, HELLP syndrome or placental
abruption. Patients were followed throughout pregnancy and
outcomes collected by trained research coordinators. Maternal
characteristics (BMI and blood pressure) and uterine & placental
Dopplers (uterine, spiral, and intervillous artery pulsatility index)
were used to create their distinct risk groups using unsupervised
machine learningmodels. Outcomes of patientswhowere labeled
as high risk in both (maternal characteristics and Doppler) or just
one (Maternal characteristics or Doppler) were compared using
cox-proportional hazard models.
Results: Analysis included 617 patients. Machine learning iden-
tified 164 patients as high risk of preeclampsia by both maternal
characteristics and Dopplers, 126 by maternal characteristics
alone, 161 by Dopplers alone, and 166 as low risk. Preeclampsia
rates were highest in the dual high-risk group (17.1%), compared
to maternal characteristics alone (13.5%) or Dopplers alone (7.5%)
(HR: 1.80, 95% CI: 1.07-3.03, P = 0.026). The low-risk group had a
2.4% preeclampsia rate. 70% of preeclampsia caseswith associated
morbidity were in the dual high-risk group, significantly higher
than those identified by only one criterion (HR: 4.15, 95% CI:
1.07-16.0, P = 0.039).
Conclusion: Preeclampsia with associated morbidity mostly
occurs in patients with abnormalities in both first trimester blood
pressure values and placental Doppler values.

1168 | Clinical Factors Associated with Survival of
Periviable Rupture of Membranes

Rebecca Crowe1; Eliza R. McElwee2; Jessica Pittman1; Devin
Hatchell2
1Medical University of South Carolina, Charleston, SC; 2Medical
University of South Carolina, Columbia, SC

4:00 PM - 6:00 PM
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Objective: The aim of this study is to assess neonatal survival to
discharge and factors that may influence survival in pregnancies
affected by rupture of membranes (ROM) less than 25 weeks
gestation (w).
Study Design: This is a retrospective cohort study of non-
anomalous, singleton pregnancies with ROM prior to 25w deliv-
ered at a tertiary care center from 2005-2024. Patients included in
the study elected for expectant management at the diagnosis of
ROM and delivered a liveborn neonate that was a candidate for
resuscitation. Patients who elected comfort care were excluded.
Patients were stratified by neonatal survival to discharge. Mater-
nal, obstetric, and neonatal variables were compared between
survival groups. Chi-square and student’s t-test were used to
compare categorical and continuous variables.
Results: Of 90 patients with ROM less than 25 w, 54 (60%)
neonates survived to discharge, and 36 (40%) had a neonatal
demise. Gestational age (GA) at ROM (23.2w IQR 22.6-24 v 23.1w
IQR 22.5 - 24, p = 0.318), GA at delivery (24.4w IQR 23.7-24.9
v 24.2w IQR 23.6-24.9, p = 0.197), and latency from ROM to
delivery (4.6d (IQR 2-16) v 4 (IQR 2-16), p = 0.623) were not
statistically different between survivors and non-survivors. Six
percent of patients delivered prior to 23w0d. Residual amniotic
fluid values were not statistically different between survivors
and non-survivors (p = 0.42). Antenatal interventions, including
antenatal corticosteroid (100% v 94.4%, p = 0.157) and antibiotic
administration (90.7% v 83.3%, p = 0.337) were not different
between groups. Mode and indication for delivery did not impact
neonatal survival to discharge.
Conclusion: In our cohort, overall survival of expectantly man-
aged pregnancies affected by ROM less than 25 weeks gestation is
60%. Survival to discharge is multi-factorial, and is challenging to
predict in the periviable period.

1169 | Impact of Gestational Age on Outcomes in
Periviable Rupture of Membranes

Rebecca Crowe1; Eliza R. McElwee2; Jessica Pittman1; Devin
Hatchell2; Kelli M. McFarling2
1Medical University of South Carolina, Charleston, SC; 2Medical
University of South Carolina, Columbia, SC

4:00 PM - 6:00 PM
Objective: The aim of this study is to evaluate neonatal survival
to discharge and neonatal outcomes based on gestational age of
rupture of membranes (ROM) in pregnancies affected by ROM
less than 25 weeks gestation (w).
Study Design: This is a retrospective cohort study of non-
anomalous, singleton pregnancies with ROM prior to 25w deliv-
ered at a tertiary care center from 2005-2024. Patients included in
the study elected for expectant management at the diagnosis of
ROM and delivered a liveborn neonate that was a candidate for
resuscitation. Patients who elected comfort care were excluded.
Patients were stratified by gestational age at ROM (early ROM
less than 22w, late ROM greater than 22w). The primary outcome
was neonatal survival to discharge; secondary outcomes included
neonatal variables amongst survivors. Chi-square and student’s
t-test were used to compare categorical and continuous variables.
Results: Of 90 patients with ROM less than 25w, 18 (20%) had
early rupture and 72 (80%) had late ROM. Overall survival to
discharge in the study group was 60% (n = 54). There was no
statistical difference in survival to discharge when comparing
early versus late ROM (44.4% v 63.9%, p = 0.132). Gestational
age at delivery was not significantly different between early
and late ROM groups (24w3d IQR 23w0d-27w5d v 24w2d IQR
23w5d-24w5d); however, the early ROM group did have greater
latency to delivery (6.14 days v 0.4 days, p< 0.01). Six percent
of patients delivered before 23 w. All neonates were affected
by respiratory distress syndrome; remaining neonatal outcomes
including bronchopulmonary dysplasia, intraventricular hemor-
rhage, retinopathy of prematurity, necrotizing enterocolitis, and
sepsis were similar between groups.
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Conclusion: In our cohort, gestational age at ROM did not affect
neonatal survival to discharge. Patients with ROM less than 22w
have greater latency to delivery, but no difference in gestational
age at delivery or survival.

1170 | Machine Learning Algorithm for the Point of Care
Prediction of Preterm Labor

Reetam Ganguli1; Stephen Wagner2
1Elythea, San Jose, CA; 2Beth Israel Deaconess Medical Center,
Boston, MA

4:00 PM - 6:00 PM
Objective: Preterm birth is the leading cause of neonatal mortal-
ity and is 25-fold more expensive than term deliveries to payors.
Relevant literature has demonstrated that clinical intervention
indicated by early risk screening tests can reduce preterm birth
occurrence by 20% and can save over $800 per patient. Current
screening methods to detect patients at risk of preterm labor are
limited with some studies suggesting established protocols such
as cervical length screening have a sensitivity as low as 11%. Our
goal was to develop a machine learning model to non-invasively
predict risk of preterm birth at the point of care.

Study Design: We conducted a cohort study utilizing sociode-
mographic and clinical data obtainable in the 1st trimester from
the CDC Vital Statistics System. Deliveries with missing preterm
labor data and deliveries in hospitals not reporting preterm labor
were excluded. The primary outcome was spontaneous preterm
birth < 37 weeks.
Modelswere trained on years 2018-2020 of theCDCVital Statistics
System and were tested on a hold-out set of year 2021.
Results: 40 clinical variables for 12,476,992 obstetric patients
were included in the training data. 2,685,095 (21.5%) patients had
a preterm birth.
The model was tested on 3,666,801 patients, of which 450,318
(12.3%) patients went into preterm labor. The developed model
had an area under the receiver operating characteristic curve of
0.73, sensitivity of 0.65, and F1 score of 0.68.
The highest weighted factors in the model were: number of
prenatal visits, trimester that prenatal care was initiated in, and
interval since last live birth.
Conclusion: Our developed ML model leveraging data available
at early stages of pregnancy harbors the potential to identify
women at increased risk for spontaneous preterm birth at nearly
6 times the sensitivity than existing cervical length measurement
tests as soon as the point of care and may allow for targeted inter-
ventions to reduce spontaneous preterm labor incidence/lower
healthcare expenditures related to preterm birth.

1171 | Maternal Hypertension Care Bundle
Implementation at an Academic Tertiary Hospital: System
Redesign using Improvement Science

Isabella Toledo1; Joyce H. Xu2; Lori Fannin2; Mary Giles2;
Heather N. Czarny2; Stephen Afflito3; Muhammad Zafar2;
Robert M. Rossi2; On behalf of the Maternal Safety Quality
Improvement Initiative of the Ohio Department of Health
1Indiana University School of Medicine, Indianapolis, IN;
2University of Cincinnati College of Medicine, Cincinnati, OH;
3Ohio Colleges of Medicine, Government Resource Center,
Columbus, OH

4:00 PM - 6:00 PM
Objective: Uncontrolled hypertension in pregnancy is a major
cause of maternal morbidity and mortality. Application of best-
practicematernal hypertension care bundle reduces severemater-
nal morbidity. Our objective was to implement an in-patient,
maternal hypertension bundle (HTN-bundle)with reliable adher-
ence of >80% in an academic tertiary care hospital.
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Study Design: University of Cincinnati Medical Center is a
level IV maternal care academic center, safety net hospital. We
participated in the AIM Hypertension Quality Improvement
Project (AIM-QIP) by theOhio Colleges ofMedicine Government
Resource Center.
The HTN-bundle consisted of 1) treatment of systolic blood
pressure (BP) or diastolic BP≥ 160/110 in< 60min, 2) appropriate
medication use for acute HTN treatment, 3) patient education, 4)
timely discharge follow-up, 5) blood pressure cuff provision. We
aimed to improve the adherence to bundle components from 62%
(baseline) to >80% within 6-months.
Staff education was led by the medical director and facilitated by
AIM-QIP. We performed detailed process maps, Pareto analyses,
empathy mapping, and Go-see activities to identify improvement
opportunities. Interventions for redesign were testing using iter-
ative Plan-Do-Study-Act (PDSA) cycles (Fig 1). Bundle adherence
was tracked by chart reviews and plotted on run-chart.
Results: The baseline HTN-bundle adherence was 62%. We
performed 33 PDSA cycles, testing 16 interventions. By 6-months,
HTN-Bundle adherence reached 84% with a sustainable system
shift on the run-chart (Fig 2). The highest increases were noted in
provision of BP cuffs and 3-day follow-upBP check appointments.
The HTN-bundle delivery now relies on different team members
performing inter-dependent task, making it a system property
rather than an individual’s responsibility.
Conclusion: Using improvement science methods, adherence to
HTN-bundle can be made a part of reliable, standard-of-care for
all affected patients. Key success factors were setting a clear aim,
team engagement, QI expertise, data-guided change efforts, and
availability of resources.

1172 | Xenobiotic Transfer of Tranexamic Acid Through an
ex vivo Placental Perfusion Model

Roshini Zachariah1; Helen Zhao2; Andrea D. Shields3; Richard
Wagner1

1University of Connecticut Health Center, Farmington, CT;
2University of Connecticut, West Hartford, CT; 3University of
Connecticut Health, Avon, CT

4:00 PM - 6:00 PM
Objective: In obstetrics, intravenous tranexamic acid (TXA) is
used to treat postpartum hemorrhage via inhibition of fibri-
nolysis and is effective in reducing mortality from postpartum
hemorrhage. TXA is not currently approved for prophylactic use
of postpartum blood loss but existing meta-analyses suggest it
may reduce the incidence of postpartum hemorrhage and overall
blood loss. However, data on use of TXA for antepartum bleeding
is limited.
Study Design: We used an ex vivo placental perfusate model to
study the rate of transfer of TXA across the placental interface.
Placentas from term uncomplicated singleton pregnancies were
obtained immediately after scheduled cesarean deliveries. A fetal
vein-artery pair supplying a cotyledon was isolated, cannulated
and perfused. Maternal circulation was also established through
placental storm. After addition of TXA and antipyrine (positive
control) to the system, fetal samples were collected every 15 min-
utes for 3 hours with two parallel closed circulations (maternal
and fetal). Fetal artery pressure and pH of the maternal and fetal
reservoir were monitored every 15 minutes to continuously assess
the integrity of the model. Fetal vein samples were analyzed via
HPLC to quantify TXA and antipyrine concentrations.
Results: TXA rapidly crosses the placental interface within 15
minutes of administration. TXA levels in the fetal vein rose over
3 hours and wasmodeled with a logarithmic curve. The predicted
final fetal vein concentration was 250 µM. The in vivo fetal
concentration would likely be lower due to increased maternal
circulating volume and renal clearance. Based on transfer seen
in this ex vivo model, we would predict an in vivo fetal vein
concentration of 7 µg/mL (clinical effects are seen at 10-15
mg/mL).
Conclusion: Tranexamic acid rapidly crosses the placental inter-
face in an ex vivo model. However, the fetal vein concentration
is reduced compared to maternal concentration. This suggests
that in vivo use may be ethically safe to test as expected fetal
concentrations would be below the clinically effective threshold.
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1173 | Amlodipine Versus Nifedipine ER for Managing
PostpartumHypertension: Medication Continuation
Beyond 6 weeks Postpartum

Ross F. Lordo1; Alondra DeSantiago2; Zachary C. Travis2;
Himashreya Katti2; Stella Self3; Laura Carlson4; Katelyn Pratt4
1Prisma Health Upstate, Greenville, SC; 2University of South
Carolina School of Medicine Greenville, Greenville, SC;
3University of South Carolina Arnold School of Public Health,
Columbia, SC; 4Prisma Health Upstate/University of South
Carolina School of Medicine Greenville, Greenville, SC

4:00 PM - 6:00 PM
Objective: Despite being a leading cause of maternal morbidity,
data on optimal management of postpartum (PP) hypertension
(HTN) is limited. Our parent study demonstrated noninferiority
of amlodipine for treatment of PP HTN in the immediate PP
period when compared to nifedipine ER. In this secondary
analysis, we sought to assess use of antihypertensives beyond 6
weeks PP. We hypothesized that the majority of patients using
either medication would discontinue treatment prior to 6 weeks
PP and that of those who continued treatment, participants
assigned to amlodipine would be more likely to continue the
assigned study drug than those assigned to nifedipine ER, as use
of amlodipine is more common in the non-obstetric setting.
Study Design: This was a secondary analysis of a randomized
controlled noninferiority trial. 175 patients were enrolled in the
parent study, with 120 patients started on either amlodipine or
nifedipine ER in the per protocol cohort (n = 51 amlodipine, 69
nifedipine ER). Charts of the per protocol cohort were abstracted
to assess continuation of the initially assigned antihypertensive at
6 weeks, 12 weeks, and 12 months PP. Data was analyzed utilizing
chi-squared and Fishers exact test.
Results: Overall, forty percent of patients remained on antihyper-
tensives at 6 weeks PP. No significant differences were found in
rates of continuation of any antihypertensive at 6weeks, 12weeks,
or 12 months PP. Those assigned to amlodipine were significantly
more likely to be continued on their assigned studymedication at
6 weeks and 12 weeks, but not 12 months, PP (Table 1).
Conclusion: While the majority of patients discontinue anti-
hypertensives by 6 weeks PP, some patients with hypertensive
disorders of pregnancy will require prolonged treatment. In
patients requiring prolonged treatment, patients assigned to
amlodipine were significantly less likely to be changed to an
alternative antihypertensive. Although this was not statistically
significant at 12 months PP, this may be due to sample size.
Our findings support that amlodipine should be considered for
treatment of postpartum hypertension.

1174 | Impact of Chorioamnionitis on Maternal and
Neonatal Outcomes Categorized by Presence or Absence
of Fever

Rula Atwani; George R. Saade; Tetsuya Kawakita
Macon & Joan Brock Virginia Health Sciences Eastern Virginia
Medical School at Old Dominion University, Norfolk, VA

4:00 PM - 6:00 PM
Objective: To examine the impact of a chorioamnionitis diag-
nosis on maternal and neonatal outcomes categorized by the
presence or absence of documented fever.
Study Design: We conducted a secondary analysis using data
from the Nulliparous Pregnancy Outcomes Study: Monitoring
Mothers-to-Be. We excluded individuals who delivered before
20 weeks’ gestation and those with missing chorioamnionitis
data, then categorized participants based on the diagnosis of
chorioamnionitis with versus without fever. Data was obtained
prospectively by trained research coordinators. Our primary out-
come was the neonatal composite outcome including suspected
or confirmed neonatal sepsis, necrotizing enterocolitis, respira-
tory distress/transient tachypnea of the newborn (RDS/TTN),
seizure, hypoglycemia, and hyperbilirubinemia. We also exam-
ined maternal outcomes (cesarean delivery, endometritis, and
postpartum hemorrhage). We calculated adjusted relative risks
(aRRs) with 95% confidence intervals (95% CIs) using modified
Poisson regression.
Results: Of 9,432 individuals, 574 (6.1%) had chorioamnionitis
with fever and 46 (0.5%) had chorioamnionitis without fever.
Proportions and relative risks of outcomes are present in Tables
1 and 2. Compared to individuals with no chorioamnionitis,
chorioamnionitis without fever was associated with higher risks
of neonatal composite outcomes, neonatal sepsis, RDS/TTN
cesarean delivery and postpartum hemorrhage. Compared to
individuals with no chorioamnionitis, chorioamnionitis with
fever was associated with higher risks of neonatal composite
outcomes, neonatal sepsis, RDS/TTN, hypoglycemia, cesarean
delivery, endometritis; and lower risk of hyperbilirubinemia.
Conclusion: Chorioamnionitis is associated with adverse mater-
nal and neonatal outcomes regardless of fever, supporting
ACOG’s recommendations for diagnosing intraamniotic infec-
tions without maternal fever.
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1175 | Predicting Gestational Latency Using Serial
Monitoring Among Nulliparous, Singleton Pregnancies
with low-Normal Mid-Trimester Cervical Lengths

Sandhya Chandrasekaran1; Vanya Manthena2; Andrew Rausch2;
Ryan E. Longman2; Ashish Premkumar2
1University of Chicago School of Medicine, Chicago, IL; 2Pritzker
School of Medicine, University of Chicago, Chicago, IL

4:00 PM - 6:00 PM
Objective: Preterm births account for approximately 70% of
neonatal deaths and 36% of infant deaths. In this setting, cervical
length screening is of utmost importance as a predictor of preterm
birth. Nulliparous patients pose a particularly difficult challenge
with respect to counseling reading cervical insufficiency given
their lack of pregnancy history. We sought to explore predic-
tive trends in serial CLs associated with preterm birth in this
otherwise low-risk population.
Study Design: We performed a retrospective case control analy-
sis of all nulliparous, singleton pregnancies from 2021 to 2023who
underwent an anatomy scan with an initial low-normal cervical
length (CL) >25mm and < 30mm followed by at least one serial
CL with available gestational age at the time of delivery. The
primary outcome was gestational latency (GL), defined as time
of diagnosis of low-normal cervical length to delivery. Trajectory
analysis was performed to gauge CL changes as a function of time
from delivery between the two groups, using linear regression
models. Bivariate analyses were performed.
Results: 30 nulliparous, singleton pregnancies with initial low-
normal CL were evaluated, with 23 resulting in term deliveries
(“tb”, > = 37 weeks) and 7 resulting in preterm deliveries (“ptb”,
< 37 weeks, Table). When plotting serial CLs as a function of
time, CL in the “tb” controls generally increased with GL (slope:
0.05), while CLs in the “ptb” controls demonstrated a modest
decrease with GL (slope: -0.12). Importantly, there was a high
degree of individual variability in CL trajectories among those
whose pregnancies resulted in preterm deliveries (Figure).
Conclusion: 23% of individuals with a low-normal cervix will
deliver preterm.However, high individual variability exists across
groups. These data point to the use of serial monitoring in the
setting of low-normal cervix and the need for further work into
deciphering individuals factors contributing to these differences
to drive novel interventions aimed at stabilizing the cervix with
the goal of minimizing risk of preterm birth.

1176 | COVID-19 Vaccine Uptake Amongst Adult Women of
Reproductive Age in the United States

Sandra O. Anazor1; Samuel Tundealao2; Valentine C. Nriagu3;
Ezinne J. Ugwoke4; Hezborn Magacha5; Chisom Nwaneki6;
Nnamdi J. Omenuko7; Francis T. Okeke8
1Corewell Health West/Michigan State University, Grand Rapids,
Michigan., Grand Rapids, MI; 2Rutgers University, New Jersey,
Rutgers University, NJ; 3Maimonides Medical Center, Brooklyn,
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NY; 4Montefiore St. Luke’s Cornwall, Newburgh, NY; 5East
Tennessee State University, Johnson City, TN; 6Saint Peter’s
Healthcare System, New Jersey., Jersey City, NJ; 7University of
Chicago, Chicago, IL; 8Oklahoma University Health Science
Center, Tulsa, OK

4:00 PM - 6:00 PM
Objective: To evaluate COVID-19 vaccine uptake rate and the
association between COVID-19 vaccine uptake and race/ethnicity
and, education inwomen of reproductive age in theUnited States.
Study Design: A secondary data analysis was conducted using
United States COVID-19 Vaccine Hesitancy Survey dataset from
the OpenICPSR database. The final sample size was 681 for
females aged 18 to 49 years. Descriptive statistics (unweighted
and weighted) frequencies and percentages, multivariable and
adjusted bivariate logistic regression analyses were obtained
for COVID-19 vaccine uptake, race/ethnicity, age, educational
achievement, urbanicity, and chronic disease status.
Results: The COVID-19 vaccine uptake rate was found to be
32.2%. The population consisted of individuals from differ-
ent racial backgrounds, with the majority identifying as non-
Hispanic White (49.7 %), followed by Hispanic (25.4%), non-
Hispanic Black (14.4%), non-Hispanic Asian (7.8%), and oth-
ers (2.9%). The education level varied similarly: Bachelor’s degree
(36%), associate’s or trade school (33%) and high school or less
(32%). After adjusting for all predictor variables, only educational
achievement of bachelor’s degree or higher (AOR: 3.60, C.I:
(2.20,5.91), p-value: < .0001) and urbanicity-not living in rural
area (AOR: 0.55, C.I: (0.37,0.82), p-value: 0.0031) retained statis-
tical significance in predicting uptake of any COVID-19 vaccine.
Those who had a bachelor’s degree or higher were 3.6 times more
likely to have received any COVID-19 vaccine compared to those
who had high school education or less (AOR: 3.60, C.I: (2.20,5.91),
p-value:< .0001). Therewas no statistically significant association
between COVID-19 vaccine uptake and race/ethnicity and age
(table 2).
Conclusion: This study found statistically significant association
betweenCOVID-19 vaccine uptake andhaving a bachelor’s degree
or higher amongst adult women of reproductive age in theUnited
States. Interventions to increase bachelor education can increase
COVID-19 vaccine uptake and other vaccine uptake amongst
women of reproductive age in the United States.
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1177 | Collaborative Care Model Reduces Perinatal Mood
and Anxiety Symptoms

Sarah J. Weingarten1; Semra Etyemez2; Spencer Darveau2;
Xiaoyue Ma2; Lorena Rincones Rojas2; Emily Tutino2; Kristin M.
Voegtline2; Steven Yen2; Lauren M. Osborne2
1Weill Cornell Medicine at New York Presbyterian, New York, NY;
2Weill Cornell Medicine, New York, NY

4:00 PM - 6:00 PM
Objective: Collaborative care (CC)models, which embedmental
health care into the outpatient setting, have been shown to
improve mental health outcomes in primary care settings, but
evidence is still scarce for effectiveness in perinatal settings. We
aimed to determine if our CC intervention model would decrease
depressive and anxiety symptoms in our perinatal population.
Study Design: Patients from three prenatal clinics at Weill
Cornell Medicine were systematically screened and those with
an Edinburgh Postnatal Depression Scale (EPDS) ≥9 were
eligible for referral. EPDS, Perinatal Anxiety Screening Scale
(PASS), Generalized Anxiety Disorder Screen (GAD-7), Adverse
Childhood Experiences Questionnaire (ACE) and Client Sat-
isfaction Questionnaire (CSQ-8) were measured at the intake
and discharge visits. Treatment plans included psychotherapy,
medication management, or referral to psychiatry for long-term
management. Differences in depression and anxiety scales were
compared between the intake and discharge visits.
Results: During 1/23/23-07/24/24, 219 patients completed the
CC program. Demographics and patient treatment plans are
shown in Table 1. 158 (72.5%) of enrolled patients had a past
mental health history. Most patients had current anxiety or
obsessive-compulsive disorder, adjustment disorder, or a depres-
sive disorder at the intake visit. 42 (19.4%) patients were taking
psychiatric medications at the intake visit and 33 of those
patients (78.6%) were on an SSRI. 72 (33%) were on a medication
at time of discharge, with 83.3% being an SSRI. There were
significant changes in EPDS, PASS and GAD-7 scores from intake
to discharge visit (p< 0.001) (Table 2). Patients showedhigh scores
on the CSQ-8, indicating high satisfaction with the CC.
Conclusion: A CC program within the OB setting is an effec-
tive intervention to reduce perinatal symptoms of anxiety and
depression.

1178 | Low-Fetal Fraction on NIPT: The Role of the 11-14
week Ultrasound

Sarah J. Weingarten1; Alex Raghunandan2; Stephen T. Chasen3
1Weill Cornell Medicine at New York Presbyterian, New York, NY;
2Weill Cornell Medical College, New York, NY; 3Weill-Cornell
Medical College, New York, NY

4:00 PM - 6:00 PM
Objective: Low fetal fraction (LFF) on non-invasive prenatal
testing (NIPT) is associated with a higher risk of chromosomal
abnormalities. Our goal was to determine the negative predictive
value (NPV) of a normal 11-14 week ultrasound (US) in the setting
of LFF on NIPT.
Study Design: This was a retrospective review of patients with
LFF on first-trimester NIPTwho had an 11-14 week US from 2021-
2024. Patients withmultiple gestations were excluded. Bodymass
index (BMI), age and estimated gestational age (EGA) at time of
NIPT were assessed. Normal genetic outcomes were defined as
normal repeat NIPT, normal invasive testing or normal postnatal
evaluation. The primary outcome was the negative predictive
value of the 11-14 week US in those with LFF. Fisher’s exact test
was used for statistical comparison.
Results: 179 patients with LFF were included. Five (2.8%)
had chromosomal abnormalities including Trisomy 18 (n = 3),
Trisomy 21 (n = 1) and Monosomy X (n = 1). Eight patients (4.5%)
had an abnormalUS: all eight had abnormal nuchal translucency,
and two had additional structural abnormalities. 167 patients
(93.3%) had a normal repeat NIPT or underwent invasive testing.
Of those who underwent repeat NIPT, LFF was found again in
18.3%. Of these patients, one patient had an abnormal genetic
result of Monosomy X. There was a strong correlation between
abnormal US and chromosomal abnormalities (50% vs. 0.6%; p<
0.001), with four of five affected pregnancies having an abnormal
US. The NPV of normal US after LFF result was 99.4% and the
sensitivity of the 11-14 week US was 80%. There was no significant
difference in BMI or gestational age at NIPT between those with
normal and abnormal outcomes, and rates of obesity were similar
in those with normal vs abnormal outcomes (36.1% vs 40%; p =
1.0).
Conclusion: In patients with LFF choosing between repeat NIPT
vs invasive testing, the 11-14 week US has high sensitivity and
NPV in screening for chromosomal abnormalities. As with all
screening tests, patients must be counseled about the potential
for false-negative results.
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1179 | Utero-Cervical Angle in Standing Position Improves
Prediction of Spontaneous Preterm Birth: A Multicenter
Cohort Study

Jean-Charles Pasquier1; Isabelle Boucoiran2; Marie-Ève
Roy-Lacroix3; Begona Martinez de Tejada Weber4; Mi-Suk Kang
Dufour5; Sarah Bilodeau6; Emmanuel Bujold7
1Research Centre of Centre hospitalier de l’Université de Montréal,
Montreal, PQ; 2University of Montreal, Montreal, PQ; 3Université
de Sherbrooke, Sherbrooke, PQ; 4Hopitaux Universitaires Genève
(HUG), Geneve, Geneve; 5Ste-Justine Hospital, Montreal, PQ;
6Research Center Of Centre Hospitalier De L’Université De
Montréal, Montreal, PQ; 7Université Laval, PQ

4:00 PM - 6:00 PM
Objective: Measuring cervical length (CL) is a standard practice
of stratifying the likelihood of preterm birth (PTB). Dynamic
changes in the cervix can also be explored by placing the patient
in the upright position, i.e. in the usual position of activity and
measuring the shortening of the cervix and changes in the utero-
cervical angle (UCA). The aim of this study is to determine
whether dynamic measurement of CL and UCA improves pre-
diction of PTB compared additionally to the CL measurement
performed in a gynecological position.
Study Design: This is a prospective cohort study of women
who had vaginal ultrasound exam for CL measurement at 4
institutions in Canada and Switzerland. The ultrasound exam
was performed endovaginally in the supine position, then in
the standing position with measurements taken at 1 minute, 3
minutes and during standing Valsalva (SV). UCA were measured
after the exam on the images according to a standardized
measurement procedure and the differences in UCA (DUCA)
between the supine and standing positions were calculated.
Results: 253 participants were included, with a mean age at
ultrasound of 27.4 weeks of gestation (WG), a median CL of 26
mm, and a funneling present in 29% of cases in the gynecological
position. Among those women, 68 (26.8%) experienced PTB.
LC mean was 28.5mm (standard deviation (SD) 10) at rest and

27.3mm (11.5) in SV in the term group, compared with 23.5mm
(10.2) and 21.4mm (10) in the PB group respectively. The UCA
mean was 113◦ (25) at rest and 115◦ (28) in SV in the term
group compared with 88.6◦ (25) and 99◦ (27) in the PTB group
respectively. From the ROC curves, we chose a threshold for UCA
of 104◦ and 5◦ for DUCA (figure 1). Among participants with
LC<31mm, the use of UCA andDUCA significantly improved the
prediction of PB but not the LC.
Conclusion: Using endovaginal screening to select a population
at risk of PB (LC<31mm), the use of UCA measurement and
its variation between the supine and upright positions (DUCA)
improves prediction of PB.

1180 | McDonald versus Shirodkar Cervical Cerclage for
the Prevention of Preterm Birth in Patients with Obesity

Sarah H. Abelman; Frank I. Jackson; Nathan A. Keller; Julie
Chen; Luis A. Bracero; Matthew J. Blitz
Northwell, New Hyde Park, NY

4:00 PM - 6:00 PM
Objective: Differences in outcomes after Shirodkar versus
McDonald cerclage techniques remain unclear. Some evidence
suggests a potential benefit of Shirodkar cerclage in obese
patients. This study aims to compare gestational age at delivery of
patients with obesity who received eitherMcDonald or Shirodkar
cerclages.
Study Design: This was a retrospective cohort study of all
patients with obesity (BMI ≥ 30 kg/m2) who received cerclage
during pregnancy between January 2018 and December 2023
within a large health system in New York. The primary exposure
was cerclage type. The primary outcome evaluated was gesta-
tional age at delivery. Outcomes were compared using a linear
mixed model regression analysis, and were then adjusted for
maternal age, BMI, nulliparity, history of prior preterm birth,
cerclage indication, and gestational age at cerclage placement. A
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subgroup analysis was performed based on cerclage indication,
additionally adjusting for very short cervix less than 1 cm in the
ultrasound-indicated cerclage subgroup.
Results: 517 pregnant patients with obesity who received cer-
clages were included in this study. 238 (46%) were ultrasound-
indicated, 118 (23%) were exam-indicated, and 158 (31%) were
history-indicated cerclages. 385 (74%) received a McDonald cer-
clage and 132 (26%) received a Shirodkar cerclage. The mean
gestational age at placement was 17.0 weeks (SD 3.5) for the
McDonald group and was 17.3 (SD 3.4) for the Shirodkar group.
Unadjusted and adjusted analyses showed no significant differ-
ence in pregnancy duration between the two groups, with the
mean gestational age at delivery being 36.2 weeks (SD 4.4) for the
McDonald group and 35.8 (SD 4.5) for the Shirodkar group (P =
0.48). Subgroup analyses by cerclage indication also showed no
difference in gestational age at delivery based on Shirodkar versus
McDonald technique (figure 1).
Conclusion: In this large cohort of patients with obesity
undergoing cerclage placement during pregnancy, there was no
difference in delivery timing based on cerclage technique. Both
techniques appear equally effective in prolonging pregnancy.

1181 | Screening and Diagnosis of Gestational Diabetes,
and Perinatal Outcomes in Patients with Bariatric Surgery
History

Silpa Annavarapu1; Charlette Williams2; Rodney A. McLaren,
Jr., Jr.3; Sarah Boudova4
1Thomas Jefferson University Sidney Kimmel Medical College,
Philadelphia, PA; 2Sidney Kimmel Medical College, Thomas
Jefferson University, Philadelphia, PA; 3Thomas Jefferson
University Hospital, Philadelphia, PA; 4Thomas Jefferson
University, Philadelphia, PA

4:00 PM - 6:00 PM
Objective: History of bariatric surgery is increasingly common in
pregnancy. The glucose tolerance test (GTT) is the gold standard
for diagnosing gestational diabetes (GDM), however individuals
with a history of bariatric surgery may not tolerate the sugar
load and there is concern that the test may be inaccurate in
this population. There are no current ACOG guidelines regarding
screening for GDM in patients with a history of bariatric surgery.
We aimed to characterize how individuals with a history of
bariatric surgery were screened and diagnosed with GDM and
describe pregnancy outcomes by screening method.

Study Design: This was a retrospective cohort study of preg-
nancies with a history of bariatric surgery delivered at a major
urban referral hospital from 1/17-12/23. Demographics, bariatric
surgery history, GDM screening method, pregnancy outcomes
and neonatal outcomes were abstracted. The protocol was IRB
approved. Data were analyzed with descriptive statistics.
Results: Of the 192 identified pregnancies with a history of
bariatric surgery, 17 (8.9%) had pregestational diabetes and
11(5.7%) had no data on screening and were excluded from
analysis. Among the remaining 164 pregnancies, 29 (17.7%) were
diagnosed with GDM, and 59 (36.0%) did not complete screening.
The most common screening method was exclusive GTT (47,
28.7%), followed by glucose fingersticks (34, 20.7%), followed
by mixed screening methods (18, 11.0%) (Table 1). GTT was
most commonly used for those with sleeve gastrectomy, while
fingersticks were most commonly used for Roux-en-Y. Cesarean
delivery occurred in 68, 41.5% pregnancies. Hypertensive disorder
of pregnancy occurred in 28, 17.1% pregnancies. The composite
adverse neonatal outcome occurred in 40 (24.4%) deliveries and
was more common among those diagnosed with GDM (Table 2).
Conclusion: Among pregnancies with a history of bariatric
surgery, GDM was common, however, there was a low rate of
completedGDMscreening. GTTwas themost common screening
method. Further research is needed to determine the reason for
low rates of GDM screening.
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1182 | The Effect of Gestational Weight Gain on Successful
Operative Vaginal Delivery

Shannon R.O Moran; James A. Shelton; Dawei David Wang
University at Buffalo, Buffalo, NY

4:00 PM - 6:00 PM
Objective: Successful operative vaginal delivery (OVD) has
been associated with reduced maternal and neonatal morbidity.
However, appropriate patient selection is necessary to reduce
the risks of failed OVD. Previous studies have shown mixed
results regarding the effect of body mass index (BMI) on rates
of OVD success. However, no studies have examined the effect
of gestational weight gain (GWG) on OVD success. Therefore, we
sought to investigate the effect of excessive GWGonOVD success.
Study Design: This was an IRB-approved retrospective cohort
study of birth certificate data from our institution from 2014
to 2023. We included singleton, term, vertex livebirths with no
major fetal anomalies who attempted OVD. Those with exces-
sive GWG based on the Institute of Medicine guidelines were
compared to those with adequate GWG. The primary outcome
was successful OVD. Secondary outcomes included composite
maternal and neonatal morbidity among those who achieved
successful OVD. Logistical regression models estimated the odds
ratios (OR) of successful OVD by GWG adjusted for maternal
age and race, infant birthweight, gestational diabetes, gestational
hypertension, previous cesarean section, prolonged labor, prior
vaginal delivery, and BMI.
Results: 2,433 patients were included. 1,055 had adequate GWG
(43%). 1,378 had excessive GWG (57%). 2,271 had a successful OVD
(93%) and 162 had a failed OVD (7%). OVD was not affected by
GWG (aOR 0.99, CI 0.64-1.55). Subgroup analyses based on pre-
pregnancy BMI revealed no effect of weight gain on the success
rate ofOVDacross all BMI groups. Finally, therewas nodifference
in both maternal and neonatal outcomes in those with excessive
GWG who had a successful OVD (14%, p-value 0.6 versus 14% for
those with adequate GWG and 14%, p-value 0.095 versus 11% for
those with adequate GWG, respectively).
Conclusion: ExcessiveGWG is not associatedwith a reduction in
the rate of successful OVD or with adverse maternal or neonatal
outcomes in those who do achieve successful OVD. Excessive
GWG should not be considered a relative contraindication to
OVD.

1183 | Monogeneic Disorder (MD) Screening using
Cell-Free DNA (cfDNA) In Routine Practice

Xiteng Yan1; Samantha R. Ratner2; Andrei Rebarber3; Tamar H.
Goldwaser4; Shari Gelber5
1Mount Sinai West, New York, NY; 2Perelman School of Medicine,
Philadelphia, PA; 3Icahn School of Medicine at Mount Sinai
Hospital, New York, NY; 4Maternal Fetal Medicine Associates,
New York, NY; 5Icahn School of Medicine at Mount Sinai, New
York, NY

4:00 PM - 6:00 PM
Objective: More pregnancies are affected by MDs than by
trisomy 21. MDs are often not identified on ultrasound, standard
invasive testing, or microarray. Clinical studies of cfDNA detec-
tion of MD report >99% sensitivity and specificity, with a 1:600
incidence of positive results in a high-risk population. We sought
to determine (1) the feasibility of offering routine cfDNA for MD,
(2) false positive rate of MD diagnosed at the time of cfDNA for
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aneuploidy, (3) accuracy of cfDNA forMDwhen routinely offered
to low-risk patients.
Study Design: From 10/11/2021-7/15/2024 all patients in a single
obstetrical practice were offered MD screening (25 conditions
in 47 genes) at the time of cfDNA screening for aneuploidy.
Patients with egg donors, multiple gestation, and vanishing twins
were excluded, as were those who had testing for ultrasound
findings or other risk factors. Genetic counseling, diagnostic
CVS/amniocentesis, and parental testing were recommended for
patients with positive results. Repeat testing was recommended
for patients who did not receive a result.
Results: 1831 pregnancies in 1746 women were included. Results
were positive in 5 pregnancies (0.28%) (Table), negative in 1730
(94%), and 96 (5.2%) received no initial result. 75/96 patients
repeated testing: 63 were negative and 12 did not result (0.66%
final no-call rate). Of the positive tests, 4 were true positive on
confirmatory testing with CVS or amniocentesis and one was
negative for both fetus and parents. MD testing was positive in
1:366 patients; incidence of the disorders was 1:458. False positive
results occurred in < 1% of tests.
Conclusion: MDs affected >1:500 pregnancies. Screening for
MDs is not recommended by professional societies or offered as
part of routine care. Screening for MD in low-risk pregnancies
is feasible. MD screening in the general population should be
considered, as it is unlikely to significantly increase unnecessary
invasive testing and may prenatally diagnose conditions and
afford women reproductive choice in the current pregnancy and
the future.

1184 | Tighter Blood Pressure Control Targets to Reduce
Adverse Pregnancy Outcomes for Patients with Chronic
Hypertension

Sharon W. Shu; Meena Mishra; Frank B. Williams
Ochsner Clinic Foundation, New Orleans, LA

4:00 PM - 6:00 PM
Objective: The Chronic Hypertension and Pregnancy (CHAP)
Trial demonstrated improved outcomes for pregnantwomenwith
mild chronic hypertension (HTN) assigned strict blood pressure
(BP) target of ≤ 140/90 compared to controls with target of ≤

160/110. CHAP-based treatment guidelines were implemented at
our health system in 2022. We hypothesize that implementation
of CHAP guidelines in a large, socio-demographically diverse
population reduced HTN-related morbidity.
Study Design: This is a retrospective cohort study of singleton
pregnancies with a known or new diagnosis of mild HTN
receiving prenatal and delivery care at a large regional health
system in 2021 and 2023. In April 2022, BP targets of ≤ 140/90
were implemented. We compared 2021 with 2023 deliveries,

with 2022 a washout period. Multiple gestations, major fetal
anomalies,> 1 baseline antihypertensive, phospholipid syndrome
or HTN-related cardiac or kidney disease were excluded. Primary
outcome per CHAP was a composite of medically indicated
preterm birth before 35 weeks, superimposed preeclampsia with
severe features, placental abruption & perinatal death. Secondary
outcomes included small-for-gestational-age and preterm birth
before 37. Outcome adjusted odds ratios were generated via
regression analyses controlling for maternal age, body mass
index, public insurance, history of preeclampsia, and pre-existing
diabetes.
Results: Of 1626 pregnant women with HTN, 134 were excluded
for twins, congenital anomalies, >1 baseline antihypertensive
or HTN-related comorbidities. Of the 1492 remaining, 710 were
pre-, while 782 were post-implementation. The post-intervention
group had higher BMI and higher public payor insurance
status (Table 1). The primary composite outcome occurred in
30.9% of pre-implementation pregnancies compared to 29.2% of
post-implementation pregnancies (aOR 0.84, 95% CI 0.66-1.09).
Medically indicated delivery before 35 weeks was lower in the
post-intervention group (10.4% vs 12.1%, aOR0.7, 95%CI 0.47-0.99,
Table 2).
Conclusion: Tighter BP control targets did not reduce theCHAP-
defined outcome.

1185 | Intertwin EFWDiscordance and Perinatal Loss in
Monochorionic Diamniotic Twins with Selective Fetal
Growth Restriction

Shelly Soni1; Juliana S. Gebb2; Christina Paidas Teefey1; Beverly
G. Coleman3; Julie S. Moldenhauer1; Nahla Khalek1
1Richard D. Wood Jr. Center for Fetal Diagnosis and Treatment at
CHOP, Philadelphia, PA; 2Richard D. Wood, Jr Center for Fetal
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Diagnosis and Treatment, Children’s Hospital of Philadelphia,
Philadelphia, PA; 3Richard D. Wood, Jr Center for Fetal Diagnosis
and Treatment, The Children’s Hospital of Philadelphia,
Philadelphia, PA

4:00 PM - 6:00 PM
Objective: To identify the association between the degree of
intertwin estimated fetalweight (EFW)discordance and perinatal
loss in monochorionic diamniotic (MCDA) twin pregnancies
complicated by selective fetal growth restriction (sFGR).
StudyDesign: Single center retrospective review ofMCDA twins
diagnosed with sFGR that opted for expectant management
between 2010-2021. The relationship between intertwin EFW
discordance and perinatal loss was evaluated using receiver–
operating characteristics (ROC) and survival analysis to identify
the optimal cut-off for EFWdiscordance. The 2 groups of different
intertwin discordance were compared to evaluate and identify
other risk factors.
Results: A total of 212MCDA twin pregnancieswith sFGRunder-
went expectant management in the study period. 18 pregnancies
(8.5%) were dual demise and 11 (5.2%) had demise of one fetus.
Of those born alive, dual neonatal demise was seen in 5 (2.4%)
pregnancies whereas neonatal demise of one twin was seen in
11 pregnancies (5.2%). Further, of the 11 pregnancies with one
fetal demise, 5 (2.4%) had neonatal demise. Total perinatal loss
rate was 73 fetuses/neonates (17.2%) of 424 (212 twins). The area
under curve (AUC) ROC curve for intertwin EFW discordance
and perinatal loss was 0.68 [95% CI 0.59-0.78] with a p-value of
0.0001 (Graph 1). A discordance of≥ 33%was 56.82% sensitive and
68.45% specific in predicting perinatal loss. The gestational age at
delivery and two survivors to discharge were significantly lower
in pregnancies with a discordance of ≥ 33% (Table). Kaplan–
Meier analysis showed that pregnancies with a discordance of
≥ 33% had a significantly lower survival trend with a p-value of
0.0001 and hazards ratio for risk of perinatal loss of 3.83 [95% CI
1.85-7.95] (Graph 2).
Conclusion: Intertwin EFW discordance of ≥ 33% can be used
as the optimal cut-off for prediction of perinatal loss in cases of
MCDA twin with sFGR.

1186 | A Scoring System for Estimating Risk of Perinatal
Loss in Monochorionic Diamniotic Twins with sFGR

Shelly Soni1; Juliana S. Gebb2; Christina Paidas Teefey1; Edward
R. Oliver2; Julie S. Moldenhauer1; Nahla Khalek1
1Richard D. Wood Jr. Center for Fetal Diagnosis and Treatment at
CHOP, Philadelphia, PA; 2Richard D. Wood, Jr Center for Fetal
Diagnosis and Treatment, Children’s Hospital of Philadelphia,
Philadelphia, PA

4:00 PM - 6:00 PM
Objective: To evaluate a novel scoring system based on markers
of placental insufficiency and fetal physiology that can assist in
predicting perinatal loss in monochorionic diamniotic (MCDA)
twins complicated by selective fetal growth restriction (sFGR).
StudyDesign: Single center retrospective review ofMCDA twins
diagnosed with sFGR that opted for expectant management
between 2010-2021. Various demographic and outcome variables
were compared in pregnancies with and without perinatal loss.
Significant variables were analyzed in a multiple logistic regres-
sion model with backward elimination method to identify factors
predictive of perinatal loss. The identified significant factors were
re-run inmultiple logistic regression to assess individual effect on
outcomes. A score was then assigned based on the strength of the
effect. The relationship between the assigned score and perinatal
losswas evaluatedusing receiver–operating characteristics (ROC)
and survival analysis to identify optimal cut-off.
Results: A total of 212MCDA twin pregnancieswith sFGRunder-
went expectant management in the study period. Perinatal loss
occurred in 44 pregnancies (20.8%). Of the significant variables
from univariate analysis (Table 1); intertwin EFW discordance,
and abnormal findings in growth restricted twin including low
amniotic fluid, abnormal UA Dopplers and abnormal MCA
Dopplers were identified as significant in the stepwise multiple
logistic regression. These variables were re-entered into a logistic
regression model and a score was assigned according to the
relative contribution of each variable in this model (Table 2). The
area under ROC curve(AUC) for the score and perinatal loss was
0.78 [95%CI 0.7-0.85]with a p-value of 0.0001 (Graph 1). A score of
≥ 3 was 70.5% sensitive and 76.2% specific in predicting perinatal
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loss. Kaplan–Meier analysis showed that pregnancies with a high
score (≥ 3) had a significantly lower survival trend with a p-value
of < 0.0001 (Graph 2).
Conclusion: This novel scoring system in MCDA twins with
sFGR can be used to assess risk of perinatal loss that can be used
to assist in counseling.

1187 | Association Between Being Born Small for
Gestational Age and the Risk for Childhood Celiac Disease

Shir Luvaton1; Tamar Wainstock2; Eyal Sheiner2; Gali Pariente2
1Department of Obstetrics and Gynecology, Soroka University
Medical Center, Ben-Gurion University of the Negev, Beer-Sheva,
Israel., Be’er Sheva, HaDarom; 2Department of Obstetrics and
Gynecology, Soroka University Medical Center, Ben-Gurion
University of the Negev, Beer-Sheva, Israel., Beer Sheva, HaDarom

4:00 PM - 6:00 PM

Objective: Celiac disease is a common immune disorder, fre-
quently associated with other autoimmune conditions. Autoim-
munity is recognized as a potential factor contributing to
placental insufficiency, by affecting placental development and
structure, whichmay lead to fetal growth restriction. Based on the
possible correlation between autoimmunity, celiac disease and
placental insufficiency, we sought to investigate whether small
for gestational age (SGA) newborns are at an increased risk of
developing celiac disease during childhood.
Study Design: A population-based cohort study was conducted
to evaluate the risk of celiac disease during childhood (up to the
age of 18 years) among individuals who were born SGA between
the years 1991-2021, in a single tertiarymedical center. Data for the
diagnosis of celiac disease was extracted from community-based
clinics and hospitalization records. Kaplan-Meier survival curve
was used to compare the cumulative incidence of celiac disease
between the study groups (SGA vs. no SGA). A cox proportional
hazards model was used to control for confounders.
Results: During the study period, 356,356 newborns were
included in the analysis; of which 16,210 (4.5%) were born SGA.
Being born SGAwas associated with higher risk for celiac disease
as compared to childrenwhowere not born SGA (0.9% vs 0.5%, P<
0.001, Table). However, the Kaplan-Meier survival curve did not
demonstrate higher cumulative incidence rates of celiac disease
in infants born SGA (Log Rank p= 0.287, Figure). Likewise, using
a Cox proportional hazards model, adjusted for maternal celiac
disease, maternal age and gestational age at birth, the finding
was no longer statistically significant (adjusted HR 1.10, 95% CI
0.92-1.30, p = 0.274, Table).
Conclusion: According to our results, being born SGA is not an
independent risk factor for long-term childhood celiac disease.
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1188 | Risk of Severe Maternal Morbidity in Pregnant
People with Malignant Neoplasm Using a Population
Database

Shriddha Nayak1; Kristin C. Darwin2; Arthur Jason Vaught2;
Marika Toscano1
1Johns Hopkins University, School of Medicine, Baltimore, MD;
2Johns Hopkins University, Baltimore, MD

4:00 PM - 6:00 PM
Objective: The objective of this study was to determine the
difference in odds of severe maternal morbidity (SMM) in people
with and without malignant neoplasm in pregnancy using a
real-world sample derived from TriNetX, a research network
containing de-identified electronic health record data from 93
health care organizations and > 131 million patients.
StudyDesign: This population-based, retrospective cohort study
queried TriNetX from inception to 8/2024 for subjects 12-55 years
with a diagnosis of pregnancy. Two cohorts were derived: subjects
with and without active diagnosis of any malignant neoplasm
within one year prior to, or up to one month after, first instance
of pregnancy. Cohorts were propensity score matched 1:1 based
on demographic characteristics (age, race, and ethnicity) and
comorbidities (diabetes, hypertension, obesity, cardiovascular
disease, asthma, and tobacco use) by TriNetX analysis tools. SMM
was defined as CDC’s 21 indicators and corresponding ICD-10
codes. The primary outcome was difference in odds ratio (OR)
between cohorts of composite SMMoccurring up to one year after
first instance of pregnancy. Secondary outcomes were differences
in odds of individual indicators of SMM. All statistical analyses
were conducted 8/2024 using the TriNetX platform.
Results: Of 5567972 pregnant subjects, 5373233 had no malig-
nancy history. After propensity scorematching, subjects with and
without (n = 51484 for both) malignant neoplasm in pregnancy
were analyzed (Table). Subjects with malignant neoplasm in
pregnancy had significantly higher odds of composite SMM (OR
3.43 (95% CI 3.24-3.64), p< 0.001) compared to those without
malignant neoplasm in pregnancy. Cases of malignant neoplasm
in pregnancy had significantly higher odds of all individual
indicators of SMM compared to controls, except for eclampsia
(Table).
Conclusion: Subjects with malignant neoplasm in pregnancy
had over threefold increased odds of composite SMM, as well as
significantly increased odds of 16 of the 21 individual indicators of
SMM, compared to those without malignancy in pregnancy.

1189 | Prevalence of Severe Maternal Morbidity Associated
with Different Cancer Types in Pregnancy

Shriddha Nayak1; Kristin C. Darwin2; Arthur Jason Vaught2;
Marika Toscano1
1Johns Hopkins University, School of Medicine, Baltimore, MD;
2Johns Hopkins University, Baltimore, MD

4:00 PM - 6:00 PM
Objective: To describe prevalence of composite severe maternal
morbidity (SMM) in the top ten most common types of female
cancers in the United States using a real-world sample derived
from TriNetX, a research network containing de-identified elec-
tronic health record data from 93 health care organizations and>
131 million patients.
Study Design: This descriptive cohort study queried TriNetX
from inception to 8/2024 for subjects 12-55 years with a diagnosis
of malignant neoplasm within one year prior to, or up to one
month after, first instance of pregnancy. A cohort of all malignant
neoplasm types, further subdivided by individual types, were
analyzed. Included malignant neoplasm types were identified
fromCDC’smost recently reported female cancer types associated
with new cancer diagnoses, or cancer deaths, in theUnited States.
SMMwas defined as CDC’s 21 indicators and corresponding ICD-
10 codes. The primary outcome was prevalence of composite
SMM occurring up to one year after first instance of pregnancy.
Secondary outcomes included prevalence of individual indicators
of SMM.All descriptive analyseswere conducted 8/2024 using the
TriNetX platform.
Results: There were 51484 individuals with malignant neoplasm
in pregnancy. Mean age was 32.4 years and comorbid conditions
included hypertension (12.3%), diabetes mellitus (11.1%), obesity
(13.6%), asthma (11.3%) and tobacco use (13.0%). Breast cancer and
skin cancer/melanoma were the most common malignancies co-
occurring with pregnancy (Table). The prevalence of composite
SMM for all cancer type in pregnancy was 12.9% with morbidity
most often acute respiratory distress syndrome (7.7%) (Table).
Composite SMMprevalencewas highest for liver/bile duct cancer
(17.4%). Thyroid cancer in pregnancy had the lowest composite
SMM rate of 6.5%.
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Conclusion: Close to one in eight patients with a malignant
neoplasm in pregnancy will experience SMM, with prevalence of
composite SMMdiffering bymalignancy type. Further research is
needed to evaluate the short- and long-term outcomes of patients
with cancers during pregnancy.

1190 | Risk of Severe Maternal Morbidity Among Pregnant
People with Breast Cancer Using a Population Database

Shriddha Nayak1; Kristin C. Darwin2; Arthur Jason Vaught2;
Marika Toscano1
1Johns Hopkins University, School of Medicine, Baltimore, MD;
2Johns Hopkins University, Baltimore, MD

4:00 PM - 6:00 PM
Objective: A new breast cancer diagnosis is more common
than all other cancer types in females 15-39 years in the United
States and is the second leading cause of female cancer deaths.
Our objective was to determine the odds of severe maternal
morbidity (SMM) in breast cancer in pregnancy using TriNetX, a
research network containing real-world data from 93 health care
organizations and > 131 million patients.
Study Design: This retrospective cohort study queried TriNetX
from inception to 8/2024 for subjects 12-55 years with a pregnancy
diagnosis. Two cohorts were derived: (1) individuals with an
active diagnosis of breast cancer 1 year prior to, or up to 1 month
after, first instance of pregnancy and (2) those without a history
of any cancer type in pregnancy. Cohorts were propensity score
matched 1:1 by demographics and comorbidities by TriNetX built-
in analysis tools. SMM was defined as CDC’s 21 indicators and
corresponding ICD-10 codes. The primary outcome was odds
ratio (OR) between cohorts of composite SMM occurring up to
1 year after first instance of pregnancy. Secondary outcomes were
odds of individual indicators of SMM.All statistical analyses were
conducted in the TriNetX platform.
Results: Propensity score matching yielded 9937 cases of breast
cancer in pregnancy and 9937 cases of pregnancy without cancer
history (Table). Subjects with breast cancer in pregnancy had
significantly higher odds of composite SMM (OR 3.61 (95%
confidence interval (CI) 3.17-4.12), p< 0.001) compared to those
without malignancy in pregnancy. The odds of acute respiratory
distress syndrome (ARDS) were highest (OR 3.89 (95% CI 3.31-
4.56), p< 0.001), followed by cerebrovascular disorders (OR 3.30

(95% CI 2.73-3.98), p< 0.001) and disseminated intravascular
coagulation (DIC) (OR 3.01 (95% CI 2.47-3.67), p< 0.001).
Conclusion: Individuals with breast cancer in pregnancy have
more than three-fold increased odds of composite SMM com-
pared to those without cancer history, with considerably higher
risk of ARDS, cerebrovascular disorders, and DIC.

1191 | Timing of Alpha-Feto Protein (AFP) Screening:
Unveiling the Best Predictor for Adverse Pregnancy
Outcomes

Siddharth Hariharan1; Hameeda A. Naimi2; Eric K. BRONI3;
Shifa Turan4; Ozhan M. Turan5
1University of Rochester, Rochester, NY; 2Virginia Women’s Center,
Inc., Richmond, VA; 3University of Pennsylvania Perelman School
of Medicine, Philadelphia, PA; 4University of Maryland Medical
System, Baltimore, MD; 5University of Maryland Medical Center,
Baltimore, MD

4:00 PM - 6:00 PM
Objective: AFP at second trimester is used for prediction of
neural tube defects and adverse pregnancy outcomes (APO). We
hypothesized that first trimester is a better time for screening
APOs than second trimester.
Study Design: This secondary analysis of a prospective cohort
study included 2,245 patients. Pregnancies with known struc-
tural or chromosomal abnormalities, multifetal gestation, or
incomplete data were excluded. Primary outcomes were preterm
premature rupture of membranes (PPROM), preterm delivery
(PD), and composite outcomes (CO: any occurrence of PPROM,
PD, placental abruption, or preeclampsia). Alpha-fetoprotein
(AFP) levels were measured in the first and second trimesters.
A cutoff of 1.33 multiples of the median (MoM) for first trimester
AFP, determined via receiver operating curve analysis, was used
to predict adverse pregnancy outcomes (APOs) in the 1,713 first-
trimester cases. The routine 2.5 MoM threshold was applied for
second trimester AFP. A statistical model, adjusted for common
risk factors (maternal age, sepsis, chronic hypertension, and
preeclampsia), was used to assess associations with APOs, and
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the predictive values of first and second trimester AFP levels were
compared in the statistical model.
Results: In the final analysis, 1,224 patients were included
(Figure 1). Those with elevated first trimester AFP were more
likely to be nulliparous (53.4% vs. 36.0%, p< 0.001) and have
elevated second trimester AFP (5.54% vs. 0.65%, p< 0.001).
Adjusted odds ratios for elevated first trimester AFP were 2.28
(p = 0.004) for PPROM, 3.42 (p< 0.001) for PD, and 1.66 (p =
0.009) for CO. A high negative predictive value (92.4-96.6%) was
observed (Table 1). More patients with APOs were detected using
first trimester AFP compared to second trimester AFP (p< 0.001
for all, Table 2).
Conclusion: First trimester AFP is a reliable biomarker with a
high negative predictive value for excluding pregnancies at risk
for APOs. In our study, it effectively replaced second trimester
AFP, potentially eliminating the need for second trimester blood
draws in care centers with advanced ultrasound capabilities.

1192 | The Diagnostic Accuracy of the sFlt-1/PlGF Ratio vs.
PlGF alone for Preeclampsia

Siobhan Wilson1; Elaine Carson2; Lei Fu3; Nir Melamed4
1University of Toronto, Toronto, ON; 2Department of Maternal
Fetal Medicine, Leeds Hospital Trust, Leeds, England;
3Sunnybrook Health Sciences Centre, Toronto, ON; 4Division of
Maternal Fetal Medicine, Department of Obstetrics and
Gynecology, Sunnybrook Health Sciences Centre, Toronto, ON

4:00 PM - 6:00 PM
Objective: Preeclampsia is a leading cause of maternal and
fetal morbidity and mortality. Abnormal levels of the angiogenic
proteins soluble fms-like tyrosine kinase (sFLT-1) and placental
growth factor (PlGF) have been shown to be predictive of
preeclampsia. However, it remains unclear whether the combina-
tion of these proteins in the form of the sFlt1/PlGF ratio performs
better than PlGF alone. The objective of the current study was
to compare the diagnostic accuracy of the sFlt1/PlGF ratio for
preeclampsia with that achieved with PlGF alone under real-life
settings.
Study Design: A retrospective cohort study of patients with a
singleton pregnancy evaluated in a single center for suspected
preeclampsia using the Roche Elecsys sFlt1/PlGF Ratio Assay
between 2020-2023. The sFlt1/PlGF ratio was interpreted as low-
risk (≤ 38), moderate-risk (38-85), or high-risk (> 85), while PlGF
was defined as low-risk (≥ 100 pg/mL) or high-risk (< 100 pg/mL).
Results: Of the 509 patients who met the study criteria, 206
(40.5%) had a final diagnosis of preeclampsia. When compared to
PlGF< 100 ng/pL, a sFLT-1/PlGF ratio > 85 was associated with
a greater risk of delivery within < 14 (RR = 2.0 [1.8-2.4] vs 1.4 [1.3-
1.6]), < 7 (RR = 2.7 [2.1-3.5] vs 1.5 [1.3-1.8]), and < 3 days (RR = 2.7
[2.0-3.8] vs 1.4 [1.2-1.8]). In addition, the area under theROCcurve
was higher for the sFLT-1/PlGF ratio to PlGF for delivery within
< 7 days (0.86 [0.83-0.89] vs. 0.64 [0.58-0.71]) and preeclampsia
diagnosis within < 7 days (0.91 [0.91-0.95] vs. 0.72 [0.65-0.78]).
Finally, in a time-to-event analysis, the cumulative risk of delivery
was significantly higher among patients with sFLT-1/PlGF ratio>
85 compared to those with PlGF < 100 ng/pL (p< .001) (Figure 1).
Conclusion: The diagnostic accuracy and prognostic value of the
sFLT-1/PlGF ratio appears to be greater than that achieved with
PlGF alone.
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1193 | Small-For-Gestational-Age Predictors in Gestational
Diabetes Mellitus: The Impact of Metformin use in
GDMA2 Pregnancies

Sivan Farladansky Gershnabel; Dina Lidsky-Sachs; Nur Abd El
Qadir; Ronny Ram Biton; Tal biron shental; Michal Kovo; Dorit
Ravid
Meir Medical Center, Kfar Saba, HaMerkaz

4:00 PM - 6:00 PM
Objective: Gestational diabetes mellitus (GDM) affects 3% - 25%
of pregnancies worldwide, posing risks to maternal, fetal, and
neonatal health. GDM is often associated with macrosomia and
large-for-gestational-age (LGA) infants. However, the relation-
ship between GDM and small-for-gestational-age (SGA) infants
is less understood. This study aims to identify predictors of SGA
in women with GDM.
Study Design: This retrospective study included GDM patients
(GDMA1 andA2) admitted to the high-risk unit between 2014 and
2023. The study population was divided into those who delivered
an appropriate for gestational age (AGA) neonate (AGA group)
and those who delivered an SGA neonate (SGA group), defined
as birthweight < 10th percentile. Women with pregestational dia-
betes mellitus were excluded. Obstetric and neonatal outcomes
were compared between the groups. A subgroup analysis focused
onGDMA2 patients, comparingmaternal and neonatal outcomes
and treatment regimens (insulin and metformin use).
Results: The study included 894 GDM patients. Compared to
the AGA group (n = 712), the SGA group (n = 182) had lower
maternal BMI (p= 0.02).Maternal age (p= 0.04), rates ofGDMA2
(30.2% vs. 23.45%, p = 0.07), and hypertensive disorders (7.2% vs.
5.1%, p = 0.21) did not differ significantly between the groups.
The SGA group had lower neonatal birthweight (2375 ± 432 g
vs. 3021 ± 165 g, p = 0.005) and a higher rate of CD due to
NRFHR (51% vs. 27.2%, p< 0.01). Among GDMA2 patients (n
= 222), more women in the SGA group (n = 55) were treated
with metformin compared to the AGA group (n = 167) (72.7% vs.
28.7%, p< 0.001). Multivariate regression analysis revealed that
metformin treatment was independently associated with the risk
of SGA among GDMA2 patients (OR 1.7, CI 1.18-1.35, p< 0.01).
Conclusion: Metformin use in GDMA2 pregnancies may be
linked to SGA neonates. The impact of metformin on fetal growth
highlights the need for careful monitoring and individualized
treatment strategies in managing GDMA2.

1194 | MRI-Based Prediction of the Need for Surgical
Intervention in Fetuses with Micrognathia

Stephanie Marie Cruz; Oluseyi Ogunleye; Jason Xia; Mitchell
Rees; Mai-Lan Ho; Jonathan Grischkan; Meredith Lind; Adolfo
Etchegaray; Oluyinka Olutoye
Nationwide Children’s Hospital, Columbus, OH

4:00 PM - 6:00 PM
Objective: Diagnosis of fetal micrognathia, characterized by
a small fetal mandible causing upper airway obstruction and
immediate postnatal respiratory distress, has historically relied
on subjective ultrasound assessments.More recent objectivemea-
surements including the inferior facial angle (IFA), jaw index (JI),
mandibular width/maxillary ratio (MD/MX ratio), and oropha-
ryngeal area (OP) aim to enhance diagnostic accuracy. This study
aimed to evaluate the ability of fetalMRImeasurements to predict
the need for immediate postnatal surgical intervention.
Study Design: We conducted a retrospective query of our
Radiology database for ‘micrognathia’ cases from 2007 to 2022.
Radiologists, blinded to clinical details, independently assessed
JI, IFA, MD/MX ratio, and OP area. Baseline demographics,
comorbidities and clinical outcome metrics including the need
for any Otolaryngologic surgical intervention were collected.
Logistic regression models were fitted to examine the association
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between each parameter and the need for surgery, using median
radiologist-assessed values.
Results: Forty fetal MRI scans of 37 patients were analyzed at
a median gestational age of 27 weeks. Median values of JI, IFA,
MD/MX ratio, and OP area were lower in cases requiring surgical
intervention compared to those not needing surgery, but these
differences were not statistically significant (p > 0.05). Receiver
operating characteristic (ROC) analysis revealed optimal cutoffs
for predicting surgery. Themore reliable predictors demonstrated
modest performance: JI (sensitivity 65.4%, specificity 63%) and
IFA (sensitivity 52.5%, specificity 52.8).
Conclusion: While not statistically significant, both JI and IFA
showed modest performance as predictors of the need for the
need for surgical intervention compared toMD/MX ratios andOP
area when assessed via ROC curves. This suggests their potential
utility in delivery planning and selection of surgical management
strategies.

1195 | Effect of Intrapartum Antibiotic Prophylaxis on
Systemic Maternal Inflammation During Labor Induction

Stephanie L. Pierce1; Jennifer Peck1; Erin Schone1; Dean Myers1;
Rodney Edwards2
1University of Oklahoma Health Sciences Center, Oklahoma City,
OK; 2University of Florida College of Medicine, Gainesville, FL

4:00 PM - 6:00 PM
Objective: Labor is an inflammatory process, but excessive
inflammation may contribute to abnormal labor by causing
myometrial dysfunction, leading to cesarean delivery. We explore
whether serum pro-inflammatory cytokines during labor differ in
women who receive intrapartum antibiotic prophylaxis (IAP) for
group B streptococcus compared with those who do not.
Study Design: This prospective cohort study enrolled women
age 18-45 years, term, and undergoing labor induction (IOL)
with cervical Foley and oxytocin. Exclusion criteria were known
fetal demise and multiple gestation. We drew blood samples
prior to IOL and 6-12 and 18-24 hours (h) after IOL start and
compared pro-inflammatory cytokine levels (IL-1α, IL-1β, IL-6,
IL-8, GM-CSF, IFN-g, MCP-1, and TNF-α) in those who received
IAP versus those who did not. We used linear mixed models
to evaluate differences in labor cytokines between IAP groups
over time, controlling for obesity, parity, race/ethnicity, chronic
hypertension, preeclampsia and diabetes.
Results: 113 women (n = 59 did not receive IAP and n = 54
received IAP) were recruited. Cytokine concentrations signifi-
cantly increased between pre-labor and 12-24h post-IOLmeasures
with the exception of IFN-g, IL-1α and TNF-α (Figure). Overall,
patients who received IAP had higher mean concentrations of
IFN-g (unadjusted geometric mean ratio [GMR] 1.27 [95% CI 1.05,
1.55]) and lower levels of TNF- α (unadjusted GMR 0.87 [95% CI
0.76, 0.99]; Table). IL-1α levels did not differ by IAP status pre-
labor but were 80% greater for those with IAP at 6-12h post-IOL.
TNF-α concentrations at 6-12h were significantly lower in those
who received IAP compared with those who did not (GMR 0.84
[95% CI 0.71, 0.99]).
Conclusion: Intrapartum TNF-α concentration was lower in
those who received IAP for GBS compared with those who did
not, while IFN-g, IL-1α concentrations were higher. Given the
known effects of these cytokines on uterine contractility and

labor, this could suggest a mechanism by which prophylactic
antibiotics during labor induction may influence uterine activity
and the risk of abnormal labor.

1196 | No Association Between Biological Therapeutics
and Infections in Pregnant Patients with Autoimmune
Disease

Beverley Cruz Alfonso; Mindy Pike; Christine Nolde; Manya
Puri; Trent Bronnenberg; Alisa B. Kachikis; Stephen A.
McCartney
University of Washington, Seattle, WA

4:00 PM - 6:00 PM
Objective: The incidence of autoimmune disease (AID) peaks
during reproductive years. Active AID increases pregnancy risks,
making disease control during pregnancy crucial for improving
maternal and fetal outcomes. Biologic therapeutics (biologics)
targeting the immune system have significantly improved AID
management. Current clinical guidelines generally recommend
continuation of biologics during pregnancy to maintain clinical
remission, however, there is conflicting evidence regarding risk of
infections. This study evaluates the association between the use
of biologics during pregnancy and peripartum infections.
StudyDesign:We performed a retrospective cohort study includ-
ing pregnant patients with autoimmune disease from a single
institution during 2013-2023. Data on demographics, medical
conditions, pregnancy, and therapeutics was abstracted from the
medical record. The primary outcomes were rates of antepartum
and postpartum infections between patients exposed to biologics
during pregnancy versus unexposed. We hypothesized that the
rate of antepartumandpostpartum infections is higher in patients
exposed to biologics during pregnancy compared to unexposed.
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Results: We identified a total of 202 pregnancies in 131 individ-
uals. 94 pregnancies (46.5%) were exposed to biologics, while 108
(53.5%) pregnancies were unexposed. Logistic regression adjusted
for non-independent data was used to assess the association
between biologic exposure and antepartum and postpartum
infections. There was no significant difference in the rates of
overall antepartum (p = 0.66) or postpartum (p = 0.39) infections
between the biologics exposed andunexposed pregnancies aswell
as no difference in the rates of individual infections.
Conclusion: There was no significant association between the
use of biologics during pregnancy and the incidence of peri-
partum infections. Studies in larger populations are needed
to confirm safety of biologics during pregnancy as they may
be useful for treatment of pregnancy complications related to
inflammation.

1197 | Vasa Previa: Factors Associated with Inpatient vs.
Outpatient AntepartumManagement

Sarah Heaps1; Stephen T. Chasen2
1Weill Cornell Medicine, New York, NY; 2Weill-Cornell Medical
College, New York, NY

4:00 PM - 6:00 PM
Objective: When vasa previa is diagnosed, guidelines support
recommendations about timing and route of delivery, as well
as steroid administration. While elective admission to ensure
proximity to care is common, evidence does not support a clear
recommendation. Our objective was to compare patients with
vasa previa managed as inpatients vs outpatients.
StudyDesign: This is a single institution cohort study of patients
with a prenatal diagnosis of vasa previa from 2013-2023. Cases
resolved in the third trimester were excluded. Decisions about
inpatient vs. outpatient management and timing of planned
delivery were made by physicians and patients. Demographic
factors and outcomes were obtained through chart review.
Cohorts managed with elective admission for the indication of
vasa previa were compared with those managed as outpatients.
Mann-Whitney U and Fisher’s Exact test were used for statistical
comparison.
Results: 89 patients were included, including 72 (80.9%) elec-
tively admitted vs. 17 (19.1%) managed as outpatients. The cohorts
are compared in Table 1. The groups were of similar age and
parity. A higher proportion of patients managed as outpatients
had public insurance. There were no differences in the rate of a
short cervical length or antepartum vaginal bleeding between the
cohorts, and the rates of non-scheduled Cesarean Delivery were
similar. Betamethasonewas administered at amedian gestational
age of 32-33 weeks in both groups. Elective admission was
associated with earlier gestational age at delivery overall, as well
as earlier scheduled delivery. Therewere no stillbirths or neonatal
deaths, and the rates of NICU admission were not significantly
different between the groups.
Conclusion: Patients electively admitted for vasa previa do
not appear to have been at higher risk for emergent delivery,
though admission was associated with earlier delivery, including
scheduled deliveries. The lower rate of admission in those with
Medicaid could indicate a disparity in management, though
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further study is necessary.While our data do not rule out a benefit
to routine admission, the benefits remain unproven.

1198 | A Comparison Between Provider Density and Severe
Maternal Morbidity Rates: A Georgia State Review

Suchitra Chandrasekaran; Ran Zhang; Jane Ellis; Sheree L.
Boulet
Emory University, Atlanta, GA

4:00 PM - 6:00 PM
Objective: Georgia’s (GA)maternal morbidity &mortality rate is
among the highest in the country. GA also has one of the highest
rates of maternity deserts, defined as counties without obstetric
care providers. Increasing the rates of non-physician providers,
including certified nurse midwives (CNM), nurse practitioners
(NP), advanced practice nurses (APRN), & physician assistants
(PA) has been proposed to address the physician provider short-
age. We analyzed the change in non-physician & physician
provider density in relation to severe maternal morbidity (SMM)
rates in GA from 2011 to 2020.
Study Design: We conducted a population-based cohort study
utilizing GABirth Certificate Data from 2011-2020 (n= 1,278,299).
SMM included admission to intensive care, unplanned hys-
terectomy, eclampsia, & maternal blood transfusion. Changes in
provider density for non-physician & physician providers were
calculated & compared with changes in SMM rates overall &
stratified by rural residence.
Results: Between 2011-2020, non-physician provider density
increased significantly [CNM (60.3%), NP (164.4%), APRN (151.1%),
& PA (62.3%)] (Table 1). This increase of >50% in non-physician
providers was seen in both rural and non-rural settings. While
overall physician density increased by 12.8%, physician density
in rural settings declined by 5% (Table 1). The SMM rate per
10,000 births increased from42.2 in 2011 to 65.2 in 2020, indicating
a 54.5% increase. There was no significant difference between
changes in non-physician provider density & SMM rate (p= 0.91)
or changes in physician provider density & SMM rate (p = 0.61).
Conclusion: Our data demonstrate significant increases inCNM,
NP, APRN, & PA rates across GA, including rural settings. While
physician density in rural settings decreased, further efforts to
provide directive education regarding maternal health in preg-
nancy to existing non-physician providers could help optimize

care quality and access. Leveraging the opportunity to train non-
physician providers in rural settings could help stratify care needs
& facilitate transfer to higher level facilities when necessary.

1199 | Second Trimester Placental Proteins are Associated
with Maternal Vascular Malperfusion Among Patients
with Adverse Outcomes

Sunitha Suresh1; Alexa A. Freedman2; Beth Plunkett3; Linda M.
Ernst1
1Endeavor Health, Evanston, IL; 2Northwestern University,
Chicago, IL; 3Northshore Endeavor Health, Chicago, IL

4:00 PM - 6:00 PM
Objective: Adverse pregnancy outcomes (APO) are known to be
heterogenous in etiology; many are linked to maternal vascular
malperfusion (MVM) of the placenta. Second trimester placental
proteins have poor prediction of APO. Placental proteins may
have a greater association with APO related to a specific under-
lying mechanism such as MVM. The objective of this study is
to evaluate levels of second trimester placental proteins and
placental MVM among patients with an APO.
Study Design: This is a secondary analysis of a prospective
cohort study of 9,289 low risk nulliparous patients with singleton
gestation (nuMom2b). For this analysis, participants whomet the
following criteria were included: 1. APO defined as preterm birth
(< 37 weeks), preeclampsia/eclampsia, small for gestational age
infant, or stillbirth; 2. Maternal serum placental proteins (sFlt-1,
Adam-1, VEGF, endoglin, bHcg, AFP, PlGF, Inhibin A, Papp-A,
sFlt/PlGF) collected between 16 and 21 weeks gestational age;
3. Placental pathology data. A single perinatal pathologist (LE)
manually reviewed all placental data (lesions and additional com-
ments included in the publicly available data set) to categorize
participants as MVM absent or present. Placental protein levels
were compared by MVM category using Wilcoxon rank sum.
Results: Of the 9,289 participants in the parent study, 2,091
(24%) had APO. Of these, 510 patients were eligible for inclusion,
of which 216 (42%) had any presence of MVM. There was
a significantly higher level of inhibin-A and sFlt-1/PlGF ratio
and lower levels of VEGF and PlGF among those with MVM
compared to those without (Table). A trend towards increase in
sFlt-1, ADAM-12, and endoglin was additionally seen in MVM
related APO.
Conclusion: Among individuals with APO, MVM is associated
with significant differences in second trimester maternal serum
placental proteins, especially those related to angiogenesis. Over
half of APO were unrelated to MVM in this cohort. Classifying
APO by placental pathology may lead to improvement in use
and development of predictive biomarkers, given the underlying
heterogeneity of APO.
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1200 | Neighborhood Socioeconomic Disadvantage and
Antenatal Depressive Symptoms

Sydney Lammers1; Courtney Denning-Johnson Lynch2; Jiqiang
Wu3; Lynn M. Yee4; Michelle Miller5; Rebecca B. McNeil6; Brian
M. Mercer7; Hyagriv Simhan8; Uma M. Reddy9; Robert M.
Silver10; Samuel Parry11; George R. Saade12; Judith H. Chung13;
William A. Grobman3; Kartik K. Venkatesh3
1The Ohio State University, College of Medicine, Columbus, OH;
2The Ohio State University College of Medicine, Columbus, OH;
3The Ohio State University, Columbus, OH; 4Northwestern
University Feinberg School of Medicine, Chicago, IL; 5Indiana
University School of Medicine, Indianapolis, IN; 6Research
Triangle International, Durham, NC; 7Case Western Reserve
University, Cleveland, OH; 8University of Pittsburgh Medical
Center, Pittsburgh, PA; 9Columbia University, New York, NY;
10University of Utah, Salt Lake City, UT; 11University of
Pennsylvania, Philadelphia, PA; 12Macon & Joan Brock Virginia
Health Sciences Eastern Virginia Medical School at Old Dominion
University, Norfolk, VA; 13University of California- Irvine, Irvine,
CA

4:00 PM - 6:00 PM
Objective: To evaluate whether neighborhood-level socioeco-
nomic disadvantage is associated with an increased risk of
antenatal depressive symptoms.
Study Design: We conducted a secondary analysis of data
from the Nulliparous Pregnancy Outcomes Study: Monitoring
Mothers-To-Be, a prospective cohort of nulliparous pregnant
individuals. Data were obtained throughout pregnancy by patient
interviews and health record abstraction. Participant home
addresses in the first trimester were geocoded at the census-tract
level. The exposurewas socioeconomic disadvantage (categorized
by tertile, with the least deprived [T1] as the reference) by theArea
Deprivation Index (ADI). The outcomewas depressive symptoms
in the early third trimester (median gestational age: 26.9 weeks)
by the Edinburgh Postnatal Depression Scale (EPDS), assessed as
a score > 10, a cutoff which is commonly used for screening, and
secondarily, > 13, a higher more specific cutoff. Modified Poisson
regression was used and adjusted for maternal age, individual-

level social determinants (insurance, household income), and
EPDS score in the first trimester.
Results: Of 8,678 assessed nulliparous individuals, themeanADI
was 44.4 (SD: 30.2), 16.1% had an EPDS score > 10, and 6.5%
had an EPDS score > 13. In adjusted analyses, individuals who
lived in a community with the highest tertile of ADI were nearly
40%more likely to screen positive for depressive symptoms in the
third trimester compared with those in the lowest tertile (21.6%
vs. 11.7%; aRR: 1.38; 95% CI: 1.16, 1.63). The association was similar
at the higher EPDS screening threshold > 13 (9.9% vs. 3.8%; aRR:
1.75; 95% CI: 1.29, 2.38).
Conclusion: Neighborhood-level socioeconomic disadvantage
early in pregnancy was associated with an increased risk of
screening positive for depressive symptoms in the third trimester,
even after accounting for depressive symptoms in early preg-
nancy. These findings highlight the need for multilevel and
structural interventions to address perinatal mental health.

1201 | The Impact of Denying Abortion Access to Patients
with Heart Failure: A Cost-Effectiveness Analysis

Sydney McCarthy1; Emily Modlin1; Stacia C. Hickey1; Ava D.
Mandelbaum2; Aaron B. Caughey2
1Oregon Health and Science University, Portland, OR; 2Oregon
Health & Science University, Portland, OR

4:00 PM - 6:00 PM
Objective: In June 2022, the Dobbs v. Jackson Women’s Health
Supreme Court decision eliminated constitutional protections
for abortion access. This ruling has far-reaching impacts on
long-term morbidity, mortality, and health-related expenses for
individuals capable of pregnancy. This study investigates the
influence of abortion access on outcomes for pregnant individuals
with stage 1 or 2 heart failure (HF) seeking abortion care based on
the presence of a statewide abortion ban.
Study Design: A decision-analytic model was developed to
evaluate the outcomes and cost-effectiveness associated with
providing in-state abortion services versus those incurred under
a statewide abortion ban for individuals with HF seeking an abor-
tion. Clinical outcomes included preeclampsia, preterm birth,
pregnancy-related major adverse cardiac events (MACE), disease
progression, andmortality. The likelihood and financial burden of
traveling out of state for abortion care was considered. The cost-
effectiveness threshold was set at $100,000/QALY. Model inputs
were derived from the literature.
Results: In our theoretical cohort of 1,515 pregnant people
with HF, access to abortion services led to 348 fewer cases
of preeclampsia, 315 fewer preterm births, 218 fewer cases of
pregnancy-related MACE, 233 fewer cases of HF stage progres-
sion, and 112 fewer deaths annually relative to no access to
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abortion services (Table 1). In-state abortion access was the
dominant strategy, resulting in a $57,229,928 reduction in the costs
and an increase in 3,182 QALYs.
Conclusion: Protecting in-state abortion access for pregnant
individuals with HF is a cost-effective strategy, reducing adverse
perinatal outcomes, enhancing resource allocation, and improv-
ing quality of life. These findingsmay inform policies to improves
individual and societal outcomes for this vulnerable population in
the context of restrictive abortion laws.

1202 | Assessing the Reliability of ChatGPT for Evaluation
of Risk-of-Bias in Randomized Clinical Trials

Takeshi Nagao1; George R. Saade2; Tetsuya Kawakita2
1The Jikei University School of Medicine, Minatoku, Tokyo;
2Macon & Joan Brock Virginia Health Sciences Eastern Virginia
Medical School at Old Dominion University, Norfolk, VA

4:00 PM - 6:00 PM
Objective: To examine whether ChatGPT can be useful in the
assessment of the risk-of-bias in Randomized Clinical Trials
(RCTs) traditionally performed by reviewers performing system-
atic reviews.
Study Design: The study analyzed systematic reviews and meta-
analyses published in the American Journal of Obstetrics and
Gynecology from 2021 to 2023, focusing on the risk-of-bias
assessments in RCTs using Version 2 of the Cochrane risk-of-
bias tool for randomized trials (RoB 2). ChatGPT-4 was trained
on RoB 2 guidelines and then tasked with evaluating each RCT
across five domains: Randomization process, Deviations from
intended interventions, Missing outcome data, Measurement of
the outcome, and Selection of the reported result. Each domain,
along with the overall bias, was rated as Low risk of bias,
Some concerns, or High risk of bias. ChatGPT’s evaluations
were compared to those of human reviewers, as described in
published papers, using Cohen’s Kappa to determine agreement.
Additionally, for each RCT, ChatGPT conducted three separate
evaluations to calculate the intra-ChatGPT agreement rate using
Fleiss’ Kappa.

Results: The study included 161 RCTs. The Cohen’s Kappa
scores for agreement between ChatGPT’s evaluations and those
of the reviewers were as follows: Domain 1 (Randomization)
0.485, Domain 2 (Deviations) 0.489, Domain 3 (Missing) 0.596,
Domain 4 (Measurement) 0.446, Domain 5 (Selection) 0.484, and
Overall bias 0.262. For the three separate evaluations conducted
by ChatGPT on the same RCTs, the Fleiss’ Kappa scores were
Domain 1 (Randomization) 0.245, Domain 2 (Deviations) 0.359,
Domain 3 (Missing) 0.555, Domain 4 (Measurement) 0.493,
Domain 5 (Selection) 0.351, and Overall bias 0.760.
Conclusion: ChatGPT’s risk-of-bias assessments moderately
agreed with human reviewers across five domains but showed
only fair agreement in overall bias assessment. Intra-ChatGPT
evaluations were inconsistent for certain domains (Randomiza-
tion, Deviations, Selection), though the overall bias assessment
showed substantial agreement.

1203 | The effect of One-Abnormal Glucose-Value of the
100-gram Oral-Glucose Tolerance-Test According to
Carpenter-and-Coustan on Obstetrical-Outcomes

Tal zilberman kimhi1; Yuri Perlitz2; Zohar Nachum3; Enav Yefet2
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1Tzafon Medical Center, tzafon medical center, HaZafon; 2Tzafon
Medical Center, Poriya, HaZafon; 3Emak Medical Center, Afula,
HaZafon

4:00 PM - 6:00 PM
Objective: To examine the effect of one abnormal glucose value
only according to C&C criteria in 100 g OGTT on pregnancy
outcomes.
Study Design: A population-based retrospective cohort study
was conducted involvingwomenwhodelivered at TzafonMedical
Center in Israel between March 2012 and December 2022. The
women were categorized into three groups: (1) those without
GDM (either normal GCT or OGTT; N = 18,422), (2) those with
one abnormal OGTT value according to C&C criteria (fasting
glucose 95-104, one hour 180-189, two hours 155-164, and three
hours 140-144 mg/dL; N = 371), and (3) those with GDM, defined
as at least two abnormal OGTT values according to C&C (N =
431). Only the last group was officially diagnosed with GDM. The
primary outcome measured was the rate of large for gestational
age (LGA) neonates.
Results: Univariable and multivariable analyses are detailed in
Tables 1 and 2. After adjusting for background characteristics,
having one abnormal glucose value significantly increased the
risk, compared to the control group, and similar to the values in
the two pathologic values group, for the following outcomes: large
for gestational age (LGA) neonates (adjusted OR 1.5, 95% CI [1.2-
2.0]), macrosomia (2.0, 95% CI [1.3-2.8]), cesarean delivery (1.5,
95% CI [1.2-1.9]), and hypertensive disease of pregnancy (2.0, 95%
CI [1.3-3.3]).
Univariable and multivariable analyses are detailed in Tables
1 and 2. After adjusting for background characteristics, having
one abnormal glucose value significantly increased the risk,
compared to the control group, and similar to the values in the
two pathologic values group, for the following outcomes: large
for gestational age (LGA) neonates (adjusted OR 1.5, 95% CI [1.2-
2.0]), macrosomia (2.0, 95% CI [1.3-2.8]), cesarean delivery (1.5,
95% CI [1.2-1.9]), and hypertensive disease of pregnancy (2.0, 95%
CI [1.3-3.3]).
Conclusion: Women with one abnormal OGTT value, according
to the C&C criteria, had worse outcomes compared to normo-
glycemic women, and similar to those with GDM. Therefore,
these women should be considered as having GDM.
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1204 | Risk of HDP in Nulliparas with Treated Versus
Untreated Mood and Anxiety Disorders

Taylor M. Lewis1; Alyssa M. Hernandez2; Nadine Sunji2; Liyun
Zhang2; Amy Y. Pan2; Anna Palatnik2
1Medical College of Wisconsin, Oconomowoc, WI; 2Medical
College of Wisconsin, Milwaukee, WI

4:00 PM - 6:00 PM
Objective: The impact of mood and anxiety disorders (MAD) on
the risk of developing hypertensive disorders of pregnancy (HDP)
remains unclear. This study aimed to explore the risk of HDP in
nulliparas with either treated or untreated MAD.
Study Design: This was a secondary analysis of the Nulli-
parous Pregnancy Outcomes Study: Monitoring Mothers-to-Be
(nuMoM2b). Nulliparas with singleton gestations ≥20 weeks
without chronic hypertension were grouped as follows: no MAD,
untreated MAD, and treated MAD. The diagnoses included in
the MAD groups were depression, bipolar disorder, other mood
disorders (dysthymia, seasonal affective disorder), and anxiety
disorders (generalized anxiety disorder, panic disorder, obsessive-
compulsive disorder). Treatment was defined as the use of a
psychotropic medication for a psychiatric indication. The risk
of HDP was compared between groups using univariate and
multivariate analyses.
Results: Of the 8,492 patients included in the analysis, 6,877
(81.0%) had no MAD diagnosis, 1,014 (11.9%) had an untreated
MAD, and 601 (7.1%) had a treated MAD. Patients with a treated
MAD were more likely to be older (p< 0.001), white (p< 0.001),
non-Hispanic (p< 0.001), college-educated (p = 0.01), privately
insured (p< 0.001), have a higher pre-pregnancy BMI (p= 0.001),
and score higher on the Edinburgh Postnatal Depression Scale
(EPDS) in early pregnancy (p< 0.001). Compared to patients with
no MAD, the risk of any HDP was similar across groups in both
unadjusted and adjusted models (untreated MAD, aRR 0.96 [CI
0.85-1.08]; treated MAD, aRR 0.92 [CI 0.79-1.08]) (Table 1). The
risk of preeclampsia was also not significantly different by MAD
diagnosis or treatment exposure. To account for patients whomay
have undiagnosed or undertreated MAD, a multivariate model
was created to examine the risk of anyHDP or preeclampsia alone
by EPDS score, which also showed no significant difference in
risk (aRR 0.93 [CI 0.80-1.07]).
Conclusion: This large cohort analysis found no significant
statistical difference in the risk of HDP by MAD diagnosis, psy-
chotropic treatment, or worst mood symptoms during pregnancy.

1205 | More Frequent Emergency care Utilization, Prior to
20w0d, is Associated with Higher Preterm Birth Rates

Tenisha D. Wilson1; Lauren Kucirka2; Catherine Vladutiu3; M.
Kathryn Menard2
1University of North Carolina Chapel Hill, Chapel Hill, NC;
2University of North Carolina, Chapel Hill, Chapel Hill, NC;
3University of North Carolina, Chapel HIll, Chapel Hill, NC

4:00 PM - 6:00 PM
Objective: Frequent emergency care (EC) utilization throughout
pregnancy has been associatedwith adverse pregnancy outcomes,
including preterm birth (PTB). Given that it has previously been
shown that care coordination of at-risk populations in North
Carolina (NC) is associated with a reduced PTB rate, identifying
early EC utilization as a risk factor for PTB affords an opportunity
for intervention with the potential for introduction of a care
coordination program in EC settings. To that end, the objective
of this study was to assess whether the frequency of early EC
utilization, prior to 20w0d, is associated with higher rates of PTB.
Study Design: Retrospective cohort study of pregnant Medicaid
recipients who had a live birth in NC between 01/01/2014–
12/31/2019, using linked birth records and NC Medicaid hospital
claims. Early pregnancy EC use was defined as an encounter
in OB triage or the emergency department prior to 20w0d. We
categorized frequency of EC visits before 20w0d as follows: 0, 1,
2, or 3 visits. We built a multivariablemodified Poisson regression
model to analyze the association between early EC visits and PTB,
adjusted for potential confounders.
Results: With increasing EC utilization prior to 20w0d (Table 1),
the % of patients with PTB increased. Among those with zero
EC visits prior to 20w0d, 0.53% delivered < 28w0d, compared
to 0.86%, 1.02%, and 1.43%, in those with 1, 2, and 3 ED visits,
respectively. A similar trend was observed among those who
delivered between 28w0d-33w6d and between 34w0d-36w6d. In a
multivariable model adjusted for confounders, a higher number
of early ED visit was associated with an increased risk of PTB <

28 weeks (adjusted relative risk (aRR) = 1.35, 95% CI: 1.28-1.42),
28w-33w6d (aRR = 1.18, 95% CI: 1.15-1.20), and >34 weeks (aRR =
1.13, 95% CI: 1.11-1.15).
Conclusion: More frequent, early EC utilization is associated
with a higher rate of PTB in every gestational age category
assessed. Clinically, the study reveals an area of opportunity to
initiate a prenatal care coordination plan as an intervention in
the EC setting, which may potentially reduce the rate of PTB.

1206 | Is First Trimester Hemorrhage with Concurrent
Anemia Associated with Placenta Accreta Spectrum?

Tess E.K Cersonsky1; Henri M. Rosenberg2; Eugenia Alleva1;
Isabelle C. Band1; Calvin E. Lambert, Jr.1; Angela T. Bianco1
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1Icahn School of Medicine at Mount Sinai, New York, NY; 2Icahn
School of Medicine at Mount Sinai, Division of Maternal-Fetal
Medicine, Icahn School of Medicine at Mount Sinai, NY

4:00 PM - 6:00 PM
Objective: First trimester hemorrhage may contribute to abnor-
mal placentation. These abnormalities can have devastating
consequences in the form of placenta accreta spectrum (PAS),
which is associated with significant maternal morbidity andmor-
tality. Subchorionic hematoma, a leading cause of first trimester
hemorrhage, and anemia may contribute to placental hypoxia
and aberrant placentation.We sought to establish if an association
exists between anemia, hemorrhage, and PAS.
Study Design: his is a secondary analysis of a retrospective case-
control study using patient data from 2007 to 2022 at a large
tertiary care center. Demographics and clinical characteristics of
patients with and without PAS (diagnosed by histopathology or
high index of clinical suspicion) were collected as well as com-
plete blood count in early pregnancy. Bivariate analyses compared
baseline case and control characteristics. Logistic regression was
performed to assess risk of PAS according to the presence of first
trimester hemorrhage with concurrent anemia (hemoglobin < 11
g/dL) while adjusting for relevant covariates.
Results: The final cohort included 88 patients with confirmed
PAS and 27,126 controls. Rates of first trimester hemorrhage
alone were not significantly different between groups (12.3% of
those without PAS versus 17.0% of those with PAS, p = 0.2);
however, those with PAS were more likely to have first trimester
hemorrhage and concurrent anemia (0.4% of those without PAS
versus 5.7% of those with PAS, p < 0.001). In multivariate logistic
regression, first trimester hemorrhage and concurrent anemia
was associated with higher odds of PAS than any other covariate,
including prior cesarean or placenta previa (adjusted odds ratio=
16.6, 95% confidence interval 5.58 - 39.7).
Conclusion: Patients with a first trimester hemorrhage and
concurrent anemia have 16-fold higher odds of PAS. This suggests
that early pregnancy placental disruptions may significantly
increase the risk for PAS. Further research into the pathophys-
iology of this process is warranted to fully understand this
phenomenon.

1207 | Use of Mean Arterial Blood Pressure to Predict
Superimposed Preeclampsia with Severe Features

Tetsuya Kawakita1; Justin Leach2; On behalf of the CHAP
Consortium
1Macon & Joan Brock Virginia Health Sciences Eastern Virginia
Medical School at Old Dominion University, Norfolk, VA;
2University of Alabama at Birmingham, Birmingham, AL

4:00 PM - 6:00 PM
Objective: To examine whether longitudinal assessment of
mean arterial pressure (MAP) could predict the development of
superimposed preeclampsia (SIPE) with severe features.
Study Design: This was a secondary analysis of the Chronic
Hypertension and Pregnancy (CHAP) trial. We excluded indi-
viduals with missing or invalid information regarding SIPE
diagnosis. Our primary outcome was SIPE with severe features.
We fitted Bayesian joint longitudinal and time-to-event models
(linear and non-linear natural spline-based) using MAP from
baseline and throughout pregnancy prior to the diagnosis of SIPE
or censoring as repeated measures. A hazard ratio (HR) with
a 95% credible interval was estimated. The fitted models were
evaluated using the area under the receiver-operating curves
(AUC) and Brier scores, estimated by 5-fold cross-validation 5
times.
Results: Of 2316 individuals with chronic hypertension, 600
(25.9%) developed SIPE with severe features. Compared to indi-
viduals without SIPE with severe features, those with SIPE with
severe features had higher MAP, were more likely to be Black
or smokers, and were more likely to have government insurance
and diabetes (Table 1). Higher MAP was associated with an
increased risk of SIPE with severe features (HR 1.15; 95% CI 1.12-
1.19), indicating that eachmmHg increase inMAPwas associated
with a 15% increase in the risk of SIPE with severe features.
AUCs (Table 2) were low-to-moderate, with better performance
for intervals later in pregnancy and shorter in duration (e.g., 0.60
at 20-40 weeks to 0.71 at 34-37 weeks). Similarly, Brier scores
were low-to-moderate indicating poor performance. Estimated
HRs and prediction performance were nearly indistinguishable
between linear and spline-based models.
Conclusion: While repeated measures of MAP are associated
with developing SIPE with severe features, the predictive ability
of longitudinal MAP alone was fair to moderate. Future studies
should consider longitudinal MAP in modeling the risk of SIPE
with severe features, but additional predictors are necessary to
improve predictive performances.
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1208 | Association between Levels of Perceived Stress and
Severity of Nausea and Vomiting in Pregnancy

Ummayhany F. Bharmal1; George R. Saade2; Tetsuya Kawakita2
1Medical College Baroda, Medical College Baroda, Gujarat;
2Macon & Joan Brock Virginia Health Sciences Eastern Virginia
Medical School at Old Dominion University, Norfolk, VA

4:00 PM - 6:00 PM
Objective: The role of psychosocial factors such as perceived
stress in the severity of Nausea and Vomiting of Pregnancy
(NVP) is unclear. Our objective was to determine the association
between perceived stress levels and NVP severity.
Study Design: This was a secondary analysis of data from
the Nulliparous Outcomes Study: Mothers to be (nuMoM2b).
Perceived stress was assessed in the first trimester using the
Perceived Stress Scale, categorized into mild (0-14), moderate (15-
27), and severe (28-40). NVP severity over the past 24 hours was
assessed at 6-13 (visit 1), 16-21 (visit 2), and 22-29 weeks (visit
3) using the Pregnancy Unique Quantification of Emesis and
Nausea tool, categorizing symptoms as no symptoms (0-3), mild
(4-6), moderate (7-12), and severe (13-15). The primary outcome
was the moderate or severe NVP in each trimester. Modified
Poisson regression with robust variance was used to calculate
adjusted relative risks (aRR) and 95% confidence intervals (CI),
controlling for potential confounders (mild stress as the referent).
Results: Of 8,867 participants, 5,279 (59.5%) had mild stress,
3,298 (37.2%) had moderate stress, and 290 (3.3%) had severe
stress. Maternal characteristics and socioeconomic factors varied

across the groups (Table 1). The risk of moderate or severe NVP
is presented in Table 2. Individuals with severe stress had a
significantly increased risk of having moderate or severe NVP in
visit 1 (aRR 1.65, 95% CI 1.25-2.13) and visit 2 (aRR 2.08, 95% CI
1.15-3.77) when compared to those with mild stress. Individuals
with moderate stress had a significantly increased risk of having
moderate or severe NVP in all visits when compared to those with
mild stress (visit 1 aRR 1.24, 95% CI 1.09-1.40; visit 2 aRR 1.49, 95%
CI 1.10-2.02: visit 3 aRR 1.59, 95% CI 1.06-2.41).
Conclusion: Elevated perceived stress levels show a signifi-
cant association with increased severity of NVP throughout all
trimesters, warranting the need for specific interventions in the
management of NVP in high-stress pregnancies.

1209 | Hypertensive Control and Delivery Outcomes with
Use of Oral Antihypertensives in Pregnancy for
Non-severe Hypertension

Tiffany Yang1; Hannah K. Agoglia2; David Garry1; Cassandra
Heiselman1
1Stony Brook University Hospital, Stony Brook, NY; 2Renaissance
School of Medicine at Stony Brook University, Stonybrook, NY

4:00 PM - 6:00 PM
Objective: This study aims to determine if there are differences
in pregnancy outcomes and hypertension control for patients
on single versus multiple antihypertensive maintenance drug
regimens.
Study Design: Retrospective chart review of adult pregnant
patients who received prenatal care and delivered at a single
academic institution with a diagnosed hypertensive disorder
requiring antenatal antihypertensive maintenance medications
started by 34 weeks GA or for a minimum of 2 weeks. Exclu-
sion criteria were pregnancies of known anomalous fetus and
multifetal gestations. Patients were then stratified by type and
number of medications prescribed. Chi-squared, Fischer’s exact,
and student’s t-test analysis were performed.
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Results: 112 patients met inclusion criteria. 96 (85.7%) were
prescribed a single drug regimen: labetalol 71(63.4%), metoprolol
2(1.8%), nifedipine 11 (9.8%), other 12 (10.7%); 16 (14.3%) were
taking a combination of medications. There were no differences
in age, obesity, race/ethnicity, insurance status, hypertensive
diagnosis, maternal co-morbidities, aspirin or tobacco use. More
women requiring polytherapy had more history of preeclampsia
versus those on monotherapy (89% vs 28%, p< 0.001), along with
higher diastolic BP and MAP at first prenatal visit. Patients on
multidrug regimens had higher rates of change in hypertensive
diagnosis (i.e. chronic to preeclampsia) (p = 0.01), inpatient
admission for blood pressure control (p = 0.002), higher BP and
MAP at delivery (p< 0.001), earlier gestational age at delivery
(p< 0.001), rates of medically indicated PTD (p< 0.001), cesarean
delivery (p< 0.001), and longer maternal hospitalization (p =
0.02), as compared to the monotherapy group (Table 1).
Conclusion: Requiring multidrug antihypertensive regimens
may be a proxy for pregnancies with poor hypertensive control,
and furthermore a marker for poor maternal outcomes. Close
supervision and attention to these patient populations may be
warranted to optimize their pregnancy outcomes.

1210 | Maternal Delivery Outcomes at 35-37 Versus 34
weeks after PPROM <34 weeks in the US

Timothy Wen1; Brittany Arditi2; Nasim C. Sobhani3; Cynthia
Gyamfi-Bannerman4; Adina R. Kern-Goldberger5; Teresa C.
Logue6; Maria Andrikopoulou2; Lanbo Yang7; Milli Desai8;
Alexander M. Friedman2; Kartik K. Venkatesh9
1University of California, San Diego, Irvine, CA; 2Columbia
University Irving Medical Center, New York, NY; 3UCSF, San
Francisco, CA; 4University of California, San Diego, San Diego,
CA; 5Cleveland Clinic Lerner College of Medicine, Cleveland, OH;
6Christiana Care Health System, Newark, DE; 7Tulane University
School of Medicine, Tulane University School of Medicine, LA;
8University of California, San Francisco, University of California,
San Diego, CA; 9The Ohio State University, Columbus, OH

4:00 PM - 6:00 PM

Objective: International data suggest that expectant manage-
ment of preterm premature rupture of membranes (PPROM) up
to 37 weeks is safe compared with 34-week delivery. U.S. data on
this evolving practice is lacking.We examinedmaternal outcomes
and healthcare utilization between delivery at 35-37 versus 34
weeks after a PPROM diagnosis < 34 weeks.
Study Design: This study included livebirth delivery hospi-
talizations in the Nationwide Inpatient Sample from 2016-2021
that had a diagnosis of PPROM < 34 weeks with consequent
delivery between 34-37 weeks. The exposure was timing of
delivery defined as 34+0 to 34+6 versus 35+0 to 37+6 weeks
per best obstetrical estimate of gestational age in completed
weeks at delivery per National Center for Health Statistics
recommendations. Outcomes at delivery included a composite
of maternal infection (chorioamnionitis, endometritis, sepsis,
shock), severe maternal morbidity (SMM) with and without
transfusion, and cesarean delivery. Secondary outcomes included
postpartum length of stay (ppLOS) and total hospitalization costs.
Logistic regression models adjusted for payer type, self-reported
race as a social construct, obstetric comorbidity index, hospital
characteristics, and birth year.
Results: Among 73,365 deliveries between 34-37 weeks with a
PPROM diagnosis< 34 weeks, 920 (1.3%) delivered between 35-37
weeks.Delivery between 35-37weekswas associatedwith ahigher
risk of maternal infection (3.3% vs. 12.5%, aOR: 3.74, 95% CI: 2.37,
5.91) and cesarean delivery (28.4% vs. 44.7%, aOR 1.69, 95%CI: 1.22,
2.34) versus delivery at 34 weeks. There were no differences in
SMM by timing of delivery (Figure 1). Hospitalization costs were
three-fold higher with delivery between 35-37 weeks ($22,487 vs.
$6,669), but median ppLOS were similar between the two groups
(Figure 2).
Conclusion: Later delivery between 35+0 to 37+6 weeks follow-
ing PPROM < 34 weeks was associated with higher likelihood
of infectious morbidity and cesarean delivery compared with
delivery between 34+0 to 34+6 weeks. These national U.S.
observational data contrast with recent international trials.
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1211 | Firearm-Related Injuries and Severe Maternal
Morbidity in the United States, 2017-2021

Timothy Wen1; Brittany Arditi2; Cynthia Gyamfi-Bannerman3;
Adina R. Kern-Goldberger4; Nasim C. Sobhani5; Teresa C.
Logue6; Maria Andrikopoulou2; Chia-Ling Nhan-Chang3;
Alexander M. Friedman2; Kartik K. Venkatesh7
1University of California, San Diego, Irvine, CA; 2Columbia
University Irving Medical Center, New York, NY; 3University of
California, San Diego, San Diego, CA; 4Cleveland Clinic Lerner
College of Medicine, Cleveland, OH; 5UCSF, San Francisco, CA;
6Christiana Care Health System, Newark, DE; 7The Ohio State
University, Columbus, OH

4:00 PM - 6:00 PM
Objective: Firearm violence is a preventable public health crisis
in the United States and a primary cause of maternal mortality,
but its national impact on perinatal outcomes remains to be fully
examined. We examined trends in firearm-related injuries (FRI)
during pregnancy, and their association with severe maternal
morbidity (SMM) and adverse pregnancy outcomes (APOs).
Study Design: We utilized all delivery hospitalizations in the
Nationwide Inpatient Sample from 2017-2021. The exposure
was any firearm-related injuries at delivery hospitalization. We
analyzed trends of FRI overall. The primary outcome was non-
transfusion severe maternal morbidity (ntSMM) and secondarily
SMMwith transfusion, inpatient mortality, stillbirth, critical care
procedures, and preterm birth < 37 weeks. We evaluated the
association between FRI and perinatal outcomes using survey-
adjusted logistic regression models, adjusting for demographic
factors, hospital factors, delivery year, and obstetric comorbidity
score.
Results: Among 17.5 million deliveries, 6,365 were complicated
by FRI at a rate of 3.6 per 10,000 delivery hospitalizations.
Deliveries with FRI significantly increased from 2.7 to 3.6 per
10,000 delivery hospitalizations from 2017 to 2021 (p< 0.01), with
a peak of 5.0 per 10,000 delivery hospitalizations in 2020 [Figure
1]. In adjusted analyses, FRI was associated with over a five-
fold increased likelihood of ntSMM (5.1% vs 0.8%; aOR 5.21,
95% CI: 3.91, 6.95). In addition, FRI was associated with higher
likelihood of adverse of all APOs, with the highest likelihood of
needing critical care procedures (aOR 8.47, 95% CI: 4.64, 15.44)
and inpatient mortality (aOR 19.19, 95% CI: 4.66, 79.07) [Figure
2].
Conclusion: Firearm-related injury at delivery hospitalization
has increased across the US from 2017 to 2021 and is associated
with an increased risk of SMM as well as APOs. Preventing

gun violence has the potential reduce perinatal morbidity and
mortality and should be an urgent public health priority.

1212 | Determining time Course of Complex Gastroschisis
Development in Fetal Lambs with Standardized
Abdominal Wall Defect

Tomohiro Arai1; Jan A. Deprest1; Marianna Scuglia2; David
Basurto2; Wasinee Tianthong1; Watananirum Kanokwaroon2;
Emma Van Den Eede1; Simen Vergote2; Tom Bleeser2; Francesca
M. Russo2; Keswani Sundeep3; Michael A. Belfort4; Luc Joyeux3
1My FetUZ Fetal Research Center, Universitary Hospital Leuven,
Leuven, Vlaams-Brabant; 2My FetUZ Fetal Research Center,
Department of Development and Regeneration, Cluster Woman
and Child, Biomedical Sciences, KU Leuven, Leuven, Belgium,
Leuven, Vlaams-Brabant; 3Department of Surgery, Division of
Pediatric Surgery, Baylor College of Medicine and Texas Children’s
Hospital, Houston, TX; 4Texas Children’s Hospital and Baylor
College of Medicine, Houston, TX

4:00 PM - 6:00 PM
Objective: Complex gastroschisis is the severe type of gas-
troschisis, characterized by intestinal atresia, stenosis, volvulus,
perforation, or necrosis. A systematic review (Arai, Prenatal
Diagnosis 2024) demonstrated complex gastroschisis can be reli-
ably surgically induced in fetal lambs using a 1.5 cm left lateral
abdominalwall defect stabilized by a 1.5 cm silicone ring. It results
in a 60% complex gastroschisis and a 40% fetal death rate by
term. We aimed to identify from what time point after induction
gastroschisis becomes complex.
Study Design: Gastroschisis was induced in 75-day (term =
145d) fetal lambs, which were harvested between 13 and 21d
post-induction. Primary outcome was the occurrence of complex
gastroschisis; secondary outcomes included in-vivo ultrasound
characteristics of the bowel, ex-vivo bowel contractility, and
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histology (Fig. 1). We first assessed 6 animals at 13-16d and 6 at
17-21d post-induction to sufficiently power the study.
Results: In the first 12 lambs, 0/6 developed complex gastroschisis
at 13-16d, whereas this was present in 4/6 at 17-21d. Hypothesizing
a complex gastroschisis rate of 10% at 13-16d and 65% at 17-21d, we
added 6 lambs (total:18). Finally, 17-21d post-induction, complex
gastroschisis was present in the vast (5/8= 63%)majority, whereas
it was simple at 13-16d (9/10 = 90%, p = 0.0265, 2-sided Fisher
exact). Bowels from lambs with complex gastroschisis display
inappropriate bowel relaxation on contractility testing and a
thicker muscular layer on histology. Remarkably, lambs with
complex gastroschisis presented with intra-abdominal bowel
dilation on prenatal ultrasound at obduction; a 2.58mm cut-off
could identify complex with 100% sensitivity and 60% specificity.
Conclusion: Gastroschisis can be reliably induced in fetal lambs.
This leads to simple gastroschisis early on (13-16d), whereafter
(17-21d) complex gastroschisis becomes very common. Complex
gastroschisis coincided with intra-abdominal bowel dilation on
ultrasound, which may be used as a non-invasive biomarker.
This defines a time window of opportunity and signs to guide
experiments for prenatal intervention.

1213 | Neighborhood Socioeconomic Disadvantage and
Severe Maternal Morbidity

Tracy Caroline Bank1; Janet Catov2; Jiqiang Wu3; Lynn M. Yee4;
David M. Haas5; Rebecca B. McNeil6; Brian M. Mercer7; Hyagriv
Simhan8; Uma M. Reddy9; Robert M. Silver10; Samuel Parry11;
George R. Saade12; Judith H. Chung13; Courtney
Denning-Johnson Lynch14; William A. Grobman3; Kartik K.
Venkatesh3
1The Ohio State University Wexner Medical Center, Columbus,
OH; 2Magee-Womens Hospital, Pittsburgh, PA; 3The Ohio State
University, Columbus, OH; 4Northwestern University Feinberg
School of Medicine, Chicago, IL; 5Indiana University School of
Medicine, Indianapolis, IN; 6Research Triangle International,
Durham, NC; 7Case Western Reserve University, Cleveland, OH;
8University of Pittsburgh Medical Center, Pittsburgh, PA;
9Columbia University, New York, NY; 10University of Utah, Salt
Lake City, UT; 11University of Pennsylvania, Philadelphia, PA;
12Macon & Joan Brock Virginia Health Sciences Eastern Virginia
Medical School at Old Dominion University, Norfolk, VA;

13University of California- Irvine, Irvine, CA; 14The Ohio State
University College of Medicine, Columbus, OH

4:00 PM - 6:00 PM
Objective: To determine whether neighborhood socioeconomic
disadvantage in early pregnancy was associated with severe
maternal morbidity (SMM) at delivery hospitalization.
Study Design: This was a secondary analysis from the prospec-
tive cohort Nulliparous Pregnancy Outcomes Study: Monitoring
Mothers-To-Be study. Participant residential addresses in the first
trimester were geocoded at the census-tract level. The exposure
was neighborhood socioeconomic disadvantage, measured by the
Area Deprivation Index (ADI) and modeled in quartiles from the
least (quartile 1, Q1, reference) to most (Q4) disadvantage. The
outcome was SMM, based on the Centers for Disease Control
and Prevention definition. Secondarily, SMMwithout transfusion
was assessed. Modified Poisson regression with robust error
variance was used and adjusted for individual-level covariates:
age, pre-pregnancy body mass index, chronic hypertension, and
diabetes in pregnancy. We also evaluated whether any observed
associations between ADI and SMM differed by race/ethnicity,
understood as a social construct (effect modification).
Results: Among 9,588 nulliparous individuals, 2.3% (n =
221) experienced any SMM and 0.5% (n = 48) experienced
non-transfusion SMM. Individuals who self-identified as non-
Hispanic Black were more likely to experience SMM than non-
Hispanic White individuals (3.9% vs. 2.1% p < 0.001). Individuals
living in the most disadvantaged neighborhoods (Q4) were more
likely to experience SMM compared with those in the least
disadvantaged neighborhoods (Q1) (3.4% vs 2.1%; aRR 1.73; 95%
CI 1.17, 2.58) (Table). In secondary analyses, the association was
also significant for non-transfusion SMM (1.0% vs 0.3%; aRR 2.82;
95% CI 1.15, 6.93). There was no evidence of effect modification by
self-reported race and ethnicity (interaction p >0.05).
Conclusion: Nulliparous individuals living in themost disadvan-
taged US neighborhoods were at increased risk of experiencing
SMM.Known racial and ethnic disparities in SMMmay be related
to differential neighborhood-level social determinants.

1214 | Antepartum Depressive Symptoms and Severe
Maternal Morbidity

Tracy Caroline Bank1; Janet Catov2; Jiqiang Wu3; Lynn M. Yee4;
David M. Haas5; Rebecca B. McNeil6; Brian M. Mercer7; Hyagriv
Simhan8; Uma M. Reddy9; Robert M. Silver10; Samuel Parry11;
George R. Saade12; Judith H. Chung13; Courtney
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Denning-Johnson Lynch14; William A. Grobman3; Kartik K.
Venkatesh3
1The Ohio State University Wexner Medical Center, Columbus,
OH; 2Magee-Womens Hospital, Pittsburgh, PA; 3The Ohio State
University, Columbus, OH; 4Northwestern University Feinberg
School of Medicine, Chicago, IL; 5Indiana University School of
Medicine, Indianapolis, IN; 6Research Triangle International,
Durham, NC; 7Case Western Reserve University, Cleveland, OH;
8University of Pittsburgh Medical Center, Pittsburgh, PA;
9Columbia University, New York, NY; 10University of Utah, Salt
Lake City, UT; 11University of Pennsylvania, Philadelphia, PA;
12Macon & Joan Brock Virginia Health Sciences Eastern Virginia
Medical School at Old Dominion University, Norfolk, VA;
13University of California- Irvine, Irvine, CA; 14The Ohio State
University College of Medicine, Columbus, OH

4:00 PM - 6:00 PM
Objective: The relationship between maternal mental health
during pregnancy and consequent severe maternal morbidity
(SMM) remains to be investigated. Therefore, we examined
whether antepartum depressive symptoms in early pregnancy
were associated with SMM at delivery hospitalization.
Study Design: This was a secondary analysis from the prospec-
tive cohort Nulliparous Pregnancy Outcomes Study: Monitoring
Mothers-To-Be study. Nulliparous pregnant individuals were
followed from the first trimester through delivery at 8 centers
in the United States. The Edinburgh Postnatal Depression Scales
(EPDS) was administered at 11-13 weeks’ gestation. The EPDS
was assessed categorically at ≥10 and ≥13, which are thresholds
commonly used in clinical practice. The outcomes were SMM
(including transfusion) and SMM (without transfusion) at deliv-
ery hospitalization. SMM was identified based on the Centers
for Disease Control and Prevention definition. Modified Poisson
regression with robust error variance was used and adjusted for
age, insurance status, tobacco use, and Area Deprivation Index.
Results: Among 8,784 nulliparous individuals, 2.3% experienced
any SMMand 0.5% had non-transfusion SMM. In early pregnancy
(median gestational age: 12.0 weeks; IQR: 11.0,13.0), 17.2% of
individuals had EPDS scores ≥10 and 7.1% ≥13. In univariable
analysis, having an EPDS ≥10 was associated with a greater
frequency of SMM (3.0% vs 2.1%; RR: 1.42; 95% CI: 1.02, 1.96),
although this did not remain statistically significant after adjust-
ment (Table). Individuals who met the higher EPDS threshold of
≥13 had a statistically significant increase in risk of SMMwithout
transfusion in both univariable (1.1% vs. 0.4%, RR 2.53, 95% CI:
1.13, 5.67) andmultivariable analyses (aRR: 3.12; 95%CI: 1.11, 8.81).
Conclusion: In a prospective cohort of nulliparous individuals
from across the US, depressive symptoms in early pregnancy,
defined by an EPDS score ≥13 was associated with an increased
risk of SMM without transfusion.

1215 | Association between Antenatal low-dose Aspirin use
and de Novo PostpartumHypertension Incidence

Ukachi N. Emeruwa1; Chaukim Peters2; Kysha Mercader3;
Minhazur R. Sarker1; Elizabeth Nicole Teal1; Gregory W.
Poorman4; Barbara Levy4; Patrick Edmundson4; Maryam Tarsa5;
Cynthia Gyamfi-Bannerman1
1University of California, San Diego, San Diego, CA; 2St. George’s
University School of Medicine, St. George’s, Virgin Islands, U.S.;
3University of California, San Diego School of Medicine, La Jolla,
CA; 4Dorsata, Inc., Arlington, VA; 5University of California San
Diego, San Diego, CA

4:00 PM - 6:00 PM
Objective: Low dose aspirin (LDA) mitigates antenatal
preeclampsia risk. Data is scarce regarding LDA effectiveness
in preventing de novo postpartum hypertension (dnPPHTN), a
growing contributor to maternal morbidity and mortality. We
investigated the association between antenatal LDA prescription
and dnPPHTN in a diverse multicenter cohort.
Study Design: We conducted a retrospective cohort study of
patient data extracted from a multicenter electronic medical
record system, including patients delivering from 2017 to 2024
from 90 locations and ∼320 providers. Patients who met ACOG
criteria for LDA 81 mg once daily throughout pregnancy for
preeclampsia risk reduction were included in the analysis. Exclu-
sion criteria were: preexisting HTN, congenital heart disease,
or pregnancy-related HTN in the index pregnancy. Patients
were grouped by LDA exposure (based on provider completion
of prescription/recommendation). The primary outcome was
dnPPHTN incidence, defined as “postpartum HTN” recorded
at the postpartum encounter or on the delivery outcome form.
We fit logistic regression models for dnPPHTN with unadjusted
and adjusted odds ratios (OR, aOR) presented as measures of
association.
Results: A total of 15,899 patients met criteria for LDA for
preeclampsia risk reduction and did not develop hypertension
antenatally; of those 10209 (64%) had been appropriately pre-
scribed LDA. The overall incidence of dnPPHTN was 2.9% (n =
466). (Table 1) LDA-exposed patients had an increased odds of
dnPPHTN compared to LDA-unexposed patients (OR 1.4, 95%
CI 1.2,1.7). After controlling for baseline differences in clinically-
relevant risk factors and other clinical characteristics (Table 2),
this association persisted (aOR 1.4, 95% CI 1.1,1.8).
Conclusion: Patients at increased risk of preeclampsia by ACOG
criteria who are prescribed LDA remain at elevated risk for
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HTN in the postpartum period. Given limitations in assessing
adherence and unmeasured confounders, prospective trials may
help elucidate whether aspirin serves any preventative role
beyond delivery.

1216 | Comparing Perinatal Outcomes betweenWomen
with Subcapsular Liver Hematoma versus Preeclampsia -
A Population-Based Study

Uri Amikam1; Ahmad badeghiesh2; Haitham Baghlaf3; Michael
H. Dahan4; Richard Brown4
1Lis Maternity & Women’s Hospital, Tel-Aviv, Tel Aviv;
2Department of Obstetrics and Gynecology, King Abdulaziz
University, Rabigh Branch, Rabigh, Makkah; 3Department of
Obstetrics and Gynecology, University of Tabuk, Tabuk, Saudi
Arabia, Tabuk; 4McGill University, Montreal, PQ

4:00 PM - 6:00 PM
Objective: Subcapsular Liver Hematoma (SLH) is a rare life-
threatening complication of preeclampsia and the data regarding
it is scarce. We aimed to compare pregnancy and perinatal
outcomes inwomenwith preeclampsiawith andwithout an SLH.
Study Design: We conducted a retrospective cohort study using
theHealthcareCost andUtilization Project, Nationwide Inpatient
Sample (HCUP-NIS). Included in the study were all pregnant
womenwho delivered or had amaternal death in the US between
2004-2014 with an ICD-9 diagnosis of preeclampsia. We divided
the cohort into women with a diagnosis of SLH (study group)
and women without an SLH (control group). Pregnancy and
perinatal outcomeswere compared between the two groups using

multivariate logistic regression models adjusting for potential
confounders.
Results: Overall, 327,485 women met the inclusion criteria.
Amongst them, 119 women had a diagnosis of SLH. Women with
an SLH, compared to those without, were more likely to be older
(p = 0.002); had a higher BMI (BMI >30kg/m2) (p = 0.004);
and suffered from chronic hypertension (p = 0.007). Patients in
the SLH group, compared to those without, had a higher rate of
eclampsia (aOR 15.23, 95% CI 4.82-48.16, p< 0.001); and placental
abruption (aOR 8.87, 95% CI 5.62-14.01, p< 0.001). Additionally,
they had a higher rate of cesarean delivery (aOR 3.02, 95% CI
1.95-4.68, p< 0.001), postpartum hemorrhage (aOR 3.5, 95% CI
2.24-5.48, p< 0.001), packed red blood cell transfusion (aOR 23.58,
95%CI 16.41-33.89), disseminated intravascular coagulation (DIC)
(aOR 23.11, 95% CI 14.67-36.41, p< 0.001), and maternal death
(aOR 98.48, 95% CI 36.4-266.45, p< 0.001). Regarding neonatal
outcomes, patients with an SLH, compared to those without, had
a higher rate of intrauterine fetal demise (IUFD) (aOR 30.69, 95%
CI 19.36-48.67, p< 0.001).
Conclusion: Women diagnosed with an SLH had a higher
incidence of myriad pregnancy and perinatal complications,
including DIC, maternal death, and IUFD, as compared to
women with preeclampsia alone, highlighting the severity of this
condition.

1217 | Rare Inflammatory Arthritis and Obstetric and
Neonatal Outcomes - A Population-Based Study

Uri Amikam1; Ahmad badeghiesh2; Haitham Baghlaf3; Richard
Brown4; Michael H. Dahan4
1Lis Maternity & Women’s Hospital, Tel-Aviv, Tel Aviv;
2Department of Obstetrics and Gynecology, King Abdulaziz
University, Rabigh Branch, Rabigh, Makkah; 3Department of
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Obstetrics and Gynecology, University of Tabuk, Tabuk, Saudi
Arabia, Tabuk; 4McGill University, Montreal, PQ

4:00 PM - 6:00 PM
Objective: Inflammatory Arthritis (IA) is a common pathology
among reproductive-aged women. While abundant data exists
regarding pregnancy outcomes in themore common IA subtypes,
data is scarce regarding these outcomes in rare IA subtypes. We
aimed to compare pregnancy and perinatal outcomes between
womenwho suffered from rare types of IA and those who did not.
Study Design: A retrospective cohort study using the Health-
care Cost and Utilization Project, Nationwide Inpatient Sample
(HCUP-NIS). Included in the study were all pregnant women
who delivered or had a maternal death in the US (2004-2014)
with an ICD-9 diagnosis of any of the following rare IA sub-
types: Arthritis Nodosa, Acute Febrile Mucocutaneous Lymph
node, Hypersensitivity Angiitis, Wegner Granulomatosis, Giant
Cell Arteritis, and Takayasu Arteritis. We divided the cohort
into women with rare IA (study group) and women without
(control group). Obstetric and perinatal outcomeswere compared
between the two groups using multivariate logistic regression
adjusting for potential confounders.
Results: A total of 9,096,788 women met the inclusion criteria.
Amongst them, 335 women (3.7/100,000) had a diagnosis of
rare IA. Women with rare IA, compared to those without,
were more likely to be older; Caucasian; in the highest income
quartile; be insured by private insurance; and suffer from obesity,
pregestational diabetes mellitus, thyroid disorders, and chronic
hypertension (p< 0.05, all). Patients in the rare IA group, com-
pared to thosewithout, had ahigher rate of hypertensive disorders
of pregnancy (HDP) (aOR 1.89, 95%CI 1.4-2.56, p< 0.001); preterm
delivery (aOR 1.76, 95%CI 1.28-2.42, p< 0.001); and blood products
transfusion (aOR 3.68, 95% CI 2.14-6.34, p< 0.001); with lower
rates of spontaneous vaginal delivery (SVD) (aOR 0.76, 95% CI
0.61-0.94, p = 0.012); and a higher rate of congenital anomalies
(aOR 4.1, 95% CI 2.03-8.31, p< 0.001).
Conclusion: Women with rare IA had a higher incidence of
maternal complications, including HDP and preterm delivery, as
well as an increased risk of congenital anomalies.

1218 | The social Vulnerability (SV) Index is Related to
Toxicology Testing During Pregnancy

Virginia Lijewski1; Jeanelle Sheeder2; Heather Straub2
1University of Colorado, School of Medicine, Aurora, CO;
2University of Colorado School of Medicine, Aurora, CO

4:00 PM - 6:00 PM
Objective: To compare the demographic profiles and SV of
pregnant patients who did and did not receive urine toxicology
(uTox) testing. We also wished to determine if the declaration
of the opioid epidemic as a National Public Health Emergency
(PHE) on 10/27/17 led to increased testing rates. We hypothesized
that patients receiving uTox testingweremore likely to be SV than
those who did not and that testing rates would increase post-PHE
declaration.
Study Design: Patients receiving prenatal care and delivered
within a multihospital academic healthcare system with urban,
suburban, and rural hospitals from 8/23/2016-12/31/2018 were
included. Patient addresses were matched to the CDC Social
Vulnerability Index to obtain overall and domain-specific (House-
holdComposition, Socioeconomic Status, Racial/EthnicMinority
Status, and Housing/Transportation) SV scores. Scores ≥0.75
indicate high SV. Chi-squared or Fisher’s exact tests were used to
compare categorical variables, and Mann-Whitney U tests were
used to compare continuous variables.
Results: 3,938 were included; 3,405 (86%) did not receive uTox
testing, and 533 (14%) did. Testing rates did not differ pre- and
post-PHE (14% vs 13%; p = 0.25). Patients with uTox testing were
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more likely to be non-Hispanic Black or Hispanic, older, unmar-
ried, without private insurance (Table 1). Overall elevated SV
scores were significantly higher among those who received uTox
testing and individually in all domains except for racial/ethnic
minority status (Table 1). Those who received testing were more
likely to have inadequate prenatal care, fetal or neonatal demise,
abruption, PPROM and poor pregnancy outcomes (Table 2).
Conclusion: The PHE declaration did not impact testing rates.
Demographic and other clinical differences in uTox testing may
highlight provider biases. A high SV score may be a helpful tool
for investigating other ways to make substance use testing in
pregnancy more reliable.

1219 | Factors Associated with Subsequent Diagnosis of
T2DM Following an Initial Pregnancy with GDM

Wendy Tian; Bharti Garg; Alyssa R. Hersh; Aaron B. Caughey
Oregon Health & Science University, Portland, OR

4:00 PM - 6:00 PM
Objective: Gestational diabetes (GDM) affects more than
200,000 people annually in the US, with prevalence continuing
to rise. GDM is associated with development of type 2 diabetes
mellitus (T2DM) in the future, which can affect subsequent
pregnancies. The purpose of this study was to identify factors that
are associated with the development of T2DM in a subsequent
pregnancy in patients who had GDM in their initial pregnancy.
Study Design: This was a retrospective cohort study of pregnant
persons in California between 2008-2020 with two births that
were both singleton, non-anomalous, gestational ages 23-42
weeks. Included persons had GDM in their index pregnancy.
We assessed factors associated with development of T2DM in a
subsequent pregnancy compared to those who did not develop
T2DM. Statistical analyses were performed utilizing chi squared
and multivariable logistic regression with a p-value of 0.05.
Results: There were 65,160 (6.9%) of patients who had GDM in
their initial pregnancy, of which 3,904 (6.0%) developed T2DM
in their second pregnancy. Factors associated with development
of T2DM at second delivery included non-Hispanic black race
(aOR 1.98, CI 95% 1.67-2.35), Hispanic ethnicity (aOR1.88, CI 95%
1.70-2.08), overweight or obese body mass index (BMI) (aOR 1.81,
CI 95% 1.62-2.02; aOR 3.61, CI 95% 3.27-3.99), public insurance
(aOR 1.26, CI 95% 1.17-1.36), and diagnosis of chronic hypertension
(CHTN) (aOR 1.93, CI 95% 1.66-2.25). Patients that were less
than 20 years of age were less likely to develop T2DM in their
subsequent pregnancy (aOR 0.82, CI 95% 0.68-0.98).
Conclusion: We found that a new diagnosis of T2DM in a
subsequent pregnancy after an initial pregnancy with GDM is
associated with several factors, including non-Hispanic black
race, Hispanic ethnicity, overweight or obese BMI, public insur-
ance and diagnosis of CHTN during initial pregnancy. These
findings can be used when counseling patients with a history
of GDM to discuss the risk of development of T2DM in subse-
quent pregnancies. Future studies should assess structural and
sociocultural factors that may contribute to these findings.
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1220 | Association of Active Antenatal Management before
Periviable Birth and Birthing Parent race in the US

Niurka L. Monteserin1; Whitney Bender2
1Virginia Women’s Center, Richmond, VA; 2Thomas Jefferson
University Hospital, Philadelphia, PA

4:00 PM - 6:00 PM
Objective: sMFM provides guidance on the use of antenatal cor-
ticosteroids, antibiotics, and cesarean delivery in the periviable
period. Although differences exist in postnatal active manage-
ment of periviable neonates by parent race, less is known about
the receipt of antenatal interventions. The objective of this study
is to describe differences in antenatal interventions before a
periviable delivery by birthing parent race.
Study Design: This is a population-based cohort study of the
National Center for Health Statistics database of periviable
deliveries (20w0d-25w6d) from 2016-2021. Subjects were included
if they delivered a non-anomalous live singleton gestation in a
hospital. To minimize inaccurate dating, subjects were excluded
for birthweight >97% for gestational age. The exposure was self-
reported race; those of Black race were compared to those of
non-Black race. Outcomes included receipt of antenatal steroids
or antibiotics, and cesarean delivery. The relationship of race to
antenatal interventions was assessed using multivariable logistic
regression.
Results: Of 45339472 live births during the study period, 93686
met inclusion criteria for this study. 37626 (40.2%) periviable
births occurred in Black subjects. Black subjects differed from
non-Black subjects in baseline characteristics (Table 1). As seen
in Table 2, Black subjects were less likely to receive antenatal
steroids (33.5% v. 34.3%, aOR 0.93, 95% CI 0.90-0.96), receive
antibiotics (36.8% v. 38.1%, aOR 0.96, 95% 0.93-0.99), or receive
antibiotics in the presence of intraamniotic infection(64.7% v.
67.4%, aOR 0.87, 95% CI 0.78-0.97). There were no differences in
mode of delivery in adjusted analyses.
Conclusion: Black birthing parents are less likely to receive
antenatal steroids or antibiotics prior to a periviable delivery.
Given the complexity of counseling and clinical-decision making
required in those at risk of periviable birth, additional research
is warranted to understand the root of these disparities with the
goal of equitable, patient-centered care in the periviable period.

1221 | Is Detectable Deleterious? Comparing Maternal and
Neonatal Factors Stratified by Hepatitis C Viral Load
Detection

William L. Riley1; Rebecca Purvis2; Alicia Mastronardi3; Jill M.
Maples4; Molly Rigell Peek1; Elizabeth Kirby5; Zuha Khan5;
Mary Herndon1; Emily Katz6; Lynlee M. Wolfe1; Kimberly B.
Fortner1; Callie Reeder1
1University of Tennessee Graduate School of Medicine, Knoxville,
TN; 2University of Tennessee Medical Center Knoxville, Knoxville,
TN; 3University of Tennessee Graduate School of Medicine,
Department of OB/Gyn, Knoxville, TN; 4University of Tennessee
Health Science Center, College of Medicine, Knoxville, TN;
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5University of Tennessee, Knoxville, TN; 6High Risk Obstetrical
Consultants of Knoxville, Knoxville, TN

4:00 PM - 6:00 PM
Objective: To investigate maternal and neonatal risk factors and
outcomes among pregnant individuals with positive hepatitis
C virus (HCV) screening results stratified by undetectable or
detectable HCV RNA or viral load (VL).
Study Design: This retrospective cohort study included all
deliveries between January 2022 and June 2023 at our institution
with positive HCV antibody screening results and quantitative
HCV RNA testing. Data on demographics and maternal and
neonatal outcomes were collected. Comparisons were performed
on factors and outcomes stratified by undetectable or detectable
VL. Pearson chi-square tests were used to compare populations
and outcomes as appropriate and can be found in the table.
Results: Of the 6,337 births with HCV screening results, the
prevalence of positiveHCV screening serologywas 3.6% (n= 228).
HCV VL results were available for 206 patients. When stratified
by undetectable or detectable VL, there were no statistically
significant differences in preterm delivery, hypertensive disorders
of pregnancy, late or limited prenatal care, delivery route, NICU
admission, or neonatal abstinence syndrome diagnosis. There
were no differences in the rate of self-reported current substance
misuse or a history of IV substancemisuse. A history of substance
misuse was significantly higher in patients with a detectable viral
load (92.4% vs. 83.2%, p=˙.043). Full outcome data is shown in the
table.
Conclusion: Although obstetric complications have been
reported among women with HCV, the frequency of these
outcomes remained unchanged when stratified by detectable
VL. The only factor associated with detectable VL was a self-
reported history of substance misuse. HCV genotyping remains
an important factor in determining treatment type and duration.
Future research will focus on understanding factors related
to HCV infection that drive delivery and neonatal outcomes,
including the temporal association of last substance use, IV
misuse, and VL in pregnancy.

1222 | Collagen’s Critical Role in Uterine Structure and
Function and Implications in Placenta Accreta Spectrum

Sohum Shah1; Lior Kashani Ligumsky1; Alex Kot1; Liwen Xu1;
Anhyo Jeong1; Guadalupe Martinez1; Scott A. Shainker2;
Deborah Krakow1; Yalda Afshar1
1University of California, Los Angeles, Los Angeles, CA; 2Maternal
Fetal Care Center Associate Professor of Surgery Associate
Professor of Obstetrics, Gynecology and Reproductive Biology
Harvard Medical School, Boston, MA

4:00 PM - 6:00 PM
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Objective: Properly synthesized and cross-linked collagen fibrils
are the principal source of tensile strength in tissues and altered
during pregnancy. We previously described changes in collagen
at the decidual-stromal interface in placenta accreta spectrum
(PAS). We aim to describe histoarchitectural variables of collagen
organization in the uterus of wild type andmutant type I collagen
mice to understand the role of collagen in pregnancy and repair
as it related to PAS.
Study Design: We utilized two mutant type I collagen mice:
Col1a1Aga2/+ (Aga2/+) mice which express modified Col1a1, C-
terminal frameshift mutation, and Col1a1+/- which express
reduced levels of type I collagen. These mice, historically used
in the study of skeletal dysplasias, allow us to interrogate the
role of type I collagen. Uteri and placenta from wildtype (WT),
Col1a1+/-, and Aga2/+mice were harvested. Additionally, we uti-
lized a surgical mouse model of PAS. We employed quantitative
histomorphometry with standard histochemistry as well as label-
free 3D spectroscopy to understand collagen fibril orientation and
distribution.
Results: Type I (Col1a1) collagen was expressed in WT non-
pregnant mice and at postpartum day (PP). In the WT, collagens
were organized around smooth muscle and in the basement
membranes of luminal and glandular epithelium (Fig 1). PP type I
collagen staining was prominent within the endometrial stroma.
Aga2/+ mice demonstrated decreased type I collagen with a
compensatory increase in type III collagen but no difference
in type I and III collagen PP. Aga2/+ stromal thickness was
decreased. Utilizing the surgical PAS mouse, RNA and protein
expression of COL1A1 was altered and there was an increase
deposition of type III collagen at the decidual-placental interface
in PAS (Fig 2).
Conclusion: Collagens are a main component of the dynamic
architecture of the uterus. Type I collagen remodeling is a
physiological component of pregnancy and birth and altered in
PAS. The increased abundance and disorganization of collagen
fibers at the site of adherence in PAS provide spatiotemporal clues
to the mechanisms of PAS.

1223 | Cervicovaginal Microbiome in Pre vs Post Cerclage
Placement

Yasaman C. Yaghoubian1; Dzhamala Gilmandyar2; Burton
Rochelson3; Jane Cerise4; Anette Lee4
1Zucker School of Medicine at Hofstra/ Northwell, Queens, NY;
2Zucker School of Medicine, Queens, NY; 3Northwell, New Hyde
Park, NY; 4Feinstein Institute for Research, Manhasset, NY
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4:00 PM - 6:00 PM
Objective: Though an association between changes in the cervi-
covaginal microbiome (CVM) and preterm birth has previously
been demonstrated, the impact of cerclage placement on the
CVM is poorly understood. Our objective was to assess significant
changes in CVM due to cerclage placement, and association of
CVM makeup with preterm delivery in patients with cervical
insufficiency requiring cerclage placement.
Study Design: This was a prospective cohort study of singleton,
non-anomalous pregnancies from 2022-2023 at two tertiary care
centers. We enrolled 22 subjects receiving ultrasound or physical
exam indicated cerclage, and 20 subjects with no prior preterm
delivery and a normal cervical length as controls. Cervicovaginal
fluid samples were collected prior to, and 1-2 wks post cerclage
placement for the study group, and during routine anatomical
surveys for the control group. Samples were analyzed using 16S
rRNA gene sequencing.
Results: We detected no significant difference in Shannon diver-
sity between study and control groups. However, a significant
difference in distribution was observed in Shannon diversity
between preterm and term deliveries (p = 0.01, Graph1). There
were significant differences in differential abundance of 14 taxa in
study vs control groups, and 4 taxa in preterm vs term deliveries
(Table 1).
When comparing samples pre vs post cerclage placement, no
significant difference was observed in Shannon diversity. How-
ever, a significant difference in distributions was observed in
beta diversity between these samples (p =˙.04). There were no
differences in specific taxon abundance between pre and post
cerclage samples.
Conclusion: In a diverse patient population, differences in CVM
distribution are associated with preterm delivery. The abundance
of certain taxa may be associated with cervical insufficiency and
preterm birth. Though cerclage placement did not implicate a
difference in specific taxa present, it does appear to alter the
distribution of the CMV.

1224 | Do Maternal Fetal Medicine FellowshipWebsites
Adequately Depict Training Opportunities?

Zenobia Gonsalves1; Rachel Lee2; Lama R. Noureddine3;
Kimberly Herrera4; Cassandra Heiselman1
1Stony Brook University Hospital, Stony Brook, NY; 2Stony Brook
University Hospital, Lake Grove, NY; 3Rutgers New Jersey Medical
School, Newark, NJ; 4Stony Brook University, Stony Brook, NY

4:00 PM - 6:00 PM
Objective: After the COVID-19 pandemic and with current vir-
tual fellowship interviews, applicants rely heavily on programs’
websites early in the application process to assess a program’s
unique training attributes and fit with their professional goals.
We aimed to evaluate and compare the availability of information
on education and training on MFM fellowship program websites
between 2021 and 2024.
Study Design: This was a cross-sectional analysis of MFM
fellowship websites for the 109 ACGME-accredited programs.
Fellowship program websites had previously been reviewed in
July 2021 and then again in July/August 2024 for the following
information: delivery and antepartum volumes; level of neonatal
intensive care units (NICU); regional perinatal center desig-
nation; sample curriculum with didactic schedule, simulation
sessions, and call responsibilities; and training in placenta accreta
spectrum (PAS) disorders, prenatal diagnostic procedures, and
dilatation and evacuation (D&E). The percentage of websites that
included each of these components was calculated and compared
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across time points. Chi-square and Fisher’s exact analyses were
performed with a p-value < 0.05.
Results: 107 (98%) of the 109 ACGME-accredited MFM fellow-
ship programs had an official website as of August 2024. Less
websites were “up to date” for the current academic year in July
2024 (50%) compared to July 2021 (65%) [p = 0.04]. A larger
proportion of programs in 2024 included information about the
didactic schedule (p = 0.029), procedure training (p = 0.014),
simulation training (p = 0.01), NICU level (p = 0.014), and
perinatal center designation (p = 0.002) [Figure 1]. However,
a smaller percentage of websites in 2024 included the rotation
schedule as compared to 2021 (56% vs 71%, p = 0.03).
Conclusion: This study demonstrates continued gaps in the
availability of desired information about education and training
onMFM fellowship programwebsites. Programs should continue
to improve information availability to enhance the applica-
tion process, particularly as fellowship programs look to adopt
signaling as AGCME residency applications have implemented.

1225 | Uterine Electrical Activity in Labor: EMMI Insights
on Contraction “Pacemakers”

Zichao Wen1; Hui Wang2; Hansong Gao2; Yuelin Li2; Yuan Nan2;
Josephine Lau2; Yong Wang2
1Washington University School of medicine in St. Louis, St. Louis,
MO; 2Washington University School of Medicine in St. Louis, St.
Louis, MO

4:00 PM - 6:00 PM
Objective: This study aims to analyze the correlation between
initiation and duration of Electromyometrial Imaging (EMMI)-
reconstructed electrical activity across the whole 3D uterine sur-
face, which could provide new insights into electrophysiological
“pacemakers” in human labor contractions.
Study Design: The Washington Institutional Review Board
approved this prospective cohort study. Following informed
consent, 38 subjects underwent MRI at ∼37 weeks of gestation to
capture subject-specific body-uterus geometry. Upon admission
to Labor & Delivery Unit and during active labor (≥4 cm
dilation with regular contractions), ≤192 electrodes were applied
to the abdomen and back. Electrical potentials on the body were
recorded for ∼1 hour. EMMI generated uterine potential maps,
electrogram bursts, and isochrone maps of burst initiation and
duration (Fig. 1). Four representative uterine EMG (A-D) are
shown.
Results: A strong negative correlation (Fig. 2) was observed
between burst initiation time and duration, suggesting uterine

regionswith earlier activationhad longer burst durations.Uterine
locations B-D in Fig. 1 are depicted in the scatter plot. Statistics
of R2, P-values, and slopes for 482 contractions from 38 subjects
are also shown in Fig. 2. This finding aligns with the concept
that the uterus does not have a single, dedicated, anatomical
pacemaker, but instead shows variable initiation sites for each
contraction, supporting the idea of multiple, widely dispersed,
functional “pacemakers”.
Conclusion: The inverse relationship between burst initiation
time and duration highlights the importance of early-activating
regions in maintaining normal uterine contractions. These find-
ings challenge the traditional notion of an anatomically fixed
uterine pacemaker like the heart’s sinoatrial node. Instead, the
data support the hypothesis that the uterus operateswithmultiple
functional “pacemakers,” likely coordinated through intrauterine
pressure. Future studies should address potential bias from
varying detected contractions per subject to refine these findings
and explore uterine contraction coordination mechanisms.
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1226 | Determining Potentially Avoidable Blood
Transfusion after Cesarean Delivery: A Retrospective
Cohort

Zoya Pervaiz Butt; Rebecca F. Hamm
University of Pennsylvania Perelman School of Medicine,
Philadelphia, PA

4:00 PM - 6:00 PM
Objective: Prior work shows that actual blood loss is similar
between vaginal (VD) and cesarean deliveries (CD). Yet, 12-hour
complete blood counts (12hCBCs) are only routinely performed
after CD, possibly contributing to a higher blood transfusion
rate after CD as compared to VD. We sought to determine the
proportion of blood transfusions after CD performed secondary
to the routine post-CD 12hCBC alone, thus potentially avoidable.
Study Design: This retrospective cohort evaluated indications
for packed red blood cell (pRBC) transfusion after CD in the
postpartum (PP) period at a single institution from 2017-2022.
Patients were evaluated for: pRBC transfusion before or after
12hCBC, high risk clinical criteria for PP anemia warranting a
CBC (defined as ≥1 of the following: EBL≥1L, ≥3 CD, placental
abnormalities, severe preeclampsia, multiple gestation, bleed-
ing/clotting disorder, antepartum pRBC transfusion, admission
Hb< 9.5g/dL, and surgical injury), and documented symptoma-
tology (lightheadedness and/or fatigue) or abnormal vital signs
(VS, defined as ≥1 of the following HR≥100; BP< 90/50; O2 sat
< 95%) prior to transfusion. Those transfusions that occurred
post-12hCBC, without high-risk clinical criteria, symptoms, or
abnormal VS, were deemed potentially avoidable without a
routine 12hCBC. Descriptive statistics were utilized.
Results: 421 patients were included; demographics are shown
in the Table. Of those 421, 244 (58.0%) of post-CD transfusions
occurred after the 12hCBC. Among those 244, 216 had at least one
of the high-risk clinical criteria. Of the remaining 28 (6.6% of the
initial cohort), 17 had either documented symptoms or abnormal
VS. Thus, of 421 patients receiving pRBC transfusions post-CD
after the 12hCBC, only 11 (2.6%), encompassing 19 pRBC units out
of 984 transfused in the cohort (1.9%), were deemed potentially
avoidable (Figure).
Conclusion: This study highlights that the majority (>97%) of
patients who received pRBCs post CDwould not have avoided the
transfusion even in the absence of a routine 12hCBC. Alternative
interventions to reduce unnecessary post-CD transfusion should
be pursued.

1227 | Severe Early Post-PartumHemorrhage: An
Individualized Risk Assessment by Machine Learning
Models

Ido Bachar1; Zvi Ehrlich2; Ari Weiss3; Rivka Farkash4; Tzuria
Peled3; Sorina Grisaru Granovsky5
1Bnei Zion, Bnei Zion, Yerushalayim; 2Shaare Zedek Medical
Center, Jerusalem, Yerushalayim; 3Shaare Zedek Medical Center,
Shaare Zedek Medical Center, Yerushalayim; 4SZMC, SZMC,
Yerushalayim; 5Hebrew University, Jerusalem, Yerushalayim

4:00 PM - 6:00 PM
Objective: Severe early post-partum hemorrhage (SEPPH) is a
common, life-threatening obstetric challenge. The risk factors
of early postpartum hemorrhage had been researched, how-
ever, early, upon admission for labor, recognition of high-risk
parturients by machine learning models (ML) has not been
attempted.
Study Design: Analysis of a multi-parameter dataset of 227,424
births at a tertiary medical center. SEPPH was defined as -
Hemoglobin loss more than 4 g/dl or post-partum hemoglobin
level less the 8 g/dl or treatment of 2 or more pRBC post-
partum. For the ML analyses, the data set was divided into two
groups: SEPPH and no SEPPH; analysis was conducted using a
gradient boosting model (CatBoost) algorithm, to create a model
predicting the risk score of SEPPH. Furthermore, this type of
analysis categorized the study population high-risk and low-risk
groups for SEPPH by using the Youden’s Index.
Results: Study population is depicted in Figure 1. Using tradi-
tional statisticalmethods dissected into the individual risk factors
for SEPPH. Notably, we revealed that the primiparity is a major
risk factor for extreme postpartum hemorrhage (OR 4.5 [4.0-5.0]
CI, p< 0.001). In addition, Multiple gestation (OR 2.5 [2.0-3.1]
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CI p< 0.001), previous caesarean section (OR 3.0 [2.6-3.5] CI, p<
0.001), placentation anomaly (OR 4.0 [3.424-4.814] CI, p< 0.001),
were significant risk factors.
The high-risk group identified by the ML model showed a sig-
nificant higher risk for adverse maternal and neonatal outcomes
including among the low and high risk for SEPPH: uterine
rupture (OR-3.5), re-admission 42 and 90 days after delivery
(OR -2.2, 2.2 respectively) and perinatal fever (OR-2.2), uterine
scar dehiscence (OR-1.9). Newborn infection (OR-2.5), postnatal
intensive care unit (NICU) stay>3 days (OR 2.4, 2.37 respectively)
and low Apgar (1-7) at 1st and 5th min (OR 2.0, 1.26 respectively).
Figure -2.
Conclusion: We built a machine learning model with defined
measurable predictable factors to identify high risk for SEPPH.
Prediction models for early PPH may allow appropriate risk
reducing preventive care during and after delivery.
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LB01 CErebro Placental RAtio based Management in
Reduced Fetal Movements; an International
Cluster-Randomized Clinical Trial (CEPRA)

Laura A. Lens1; Selina Posthuma2; Stefanie E. Damhuis3; Renée
J. Burger, N/A1; Henk Groen4; Ruben G. Duijnhoven5; Sailesh
Kumar6; Alexander E.P Heazell7; Asma Khalil8; Wessel
Ganzevoort9; Sanne J. Gordijn10
1Amsterdam UMC, Amsterdam, Noord-Holland; 2Uiversity
Medical Center Groningen, University Medical Center Groningen,
Groningen; 3Amsterdam University Medical Centers, Amsterdam
University Medical Centers, Noord-Holland; 4University Medical
Center of Groningen, University Medical Center of Groningen,
Groningen; 5Amsterdam UMC, location University of Amsterdam,
Amsterdam, Noord-Holland; 6The University of Queensland,
Brisbane, Queensland; 7The University of Manchester, Manchester,
England; 8Fetal Medicine Unit, St George’s Hospital, St George’s
University of London, Fetal Medicine Unit, St George’s Hospital, St
George’s University of London, England; 9Amsterdam University
Medical Centers, Amsterdam, Groningen; 10University Medical
Center Groningen, Groningen, Groningen

10:00 AM - 10:15 AM
Objective: Routine assessments in near-term pregnancies often
fail to accurately detect fetal compromise due to placental
insufficiency, especially in non-small for gestational age fetuses.
The cerebroplacental ratio (CPR) serves as a potential indicator
of placental insufficiency and adverse outcomes. This study aims
to evaluate whether expedited birth in women with reduced fetal
movements, potentially a sign of placental insufficiency, and low
CPR improves neonatal outcomes.
Study Design: In this international, multicenter, cluster-
randomized controlled trial, we randomly assigned 22 Dutch and
1 Australian hospitals to CPR-based management (i.e. expedited
birth in case of CPR < 1.1) and concealed CPR measurement
with routine clinical care in case of reduced fetal movements
at term (37+0 to 40+6 weeks’ gestation). Women were eligible
to participate in the trial if the fetus was estimated to be
above the 10th percentile, if cardiotocography was normal, and if
there were no other reasons necessitating expedited birth within
4 days. Primary outcome was a composite of severe adverse
perinatal outcomes: stillbirth, neonatalmortality, 5-minuteApgar

score < 7, umbilical artery pH < 7.10, emergency birth for fetal
distress and/or severe neonatal morbidity.
Results: From July 2020 to September 2024, 1816 women par-
ticipated in the trial. 1676 Women with complete data were
included in the intention to treat analysis. In preliminary data,
the composite of severe adverse perinatal outcomes occurred in 99
(11.7%) of 849 participants who received CPR-based management
versus in 127 (15.4%) of 827 participants in the concealed CPR
group (relative risk 0.76; 95% confidence interval 0.58 to 0.99,
Figure 1, Table 1). This wasmainly driven by a reduction in severe
neonatal morbidity, Apgar score < 7, umbilical artery pH < 7.10
and/or emergency birth for fetal distress.
Conclusion: In women presenting with perceived reduced fetal
movements at term in non-small for gestational age fetuses,
CPR-based management, i.e. expedited delivery if CPR < 1.1
and expectant management if CPR > 1.1, reduced severe adverse
perinatal outcomes.

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, provided the original work is properly
cited.
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LB02 iSEARCH RCT: Evaluating the Effectiveness of
Maternal Sildenafil to Reduce Complications Related to
IntrapartumHypoxia

Sailesh Kumar1; Ben W. Mol2; William Tarnow-Mordi3; Jon
Hyett4; Nadia Badawi4; Annalene Seidler5; Helen Liley6; Emily
Callander7; Vicky Flenady6; Sue Walker8; Rachel O’Connell4
1The University of Queensland, Brisbane, Queensland; 2Monash
University, Clayton, Victoria; 3The University of Sydney, Sydney,
New South Wales; 4University of Sydney, Sydney, New South
Wales; 5Medical Uni Rostock, Rostock, Mecklenburg-Vorpommern;
6Mater Research Institute-University of Queensland, Brisbane,
Queensland; 7University Technology Sydney, Sydney, New South
Wales; 8Department of Obstetrics, Gynaecology and Newborn
Health, University of Melbourne, Melbourne, Victoria

10:15 AM - 10:30 AM
Objective: Sildenafil citrate (SC) has been proposed as a drug to
reduce fetal distress during labour. We assessed its effectiveness
in a large placebo controlled clinical trial.
Study Design: This was a double-blind multicentre
randomised controlled trial (Trial Registration Number
ACTRN12621000231842) funded by the Australian Medical
Research Future Fund. We randomised women attempting
vaginal birth at term to 50mg SC every 8 hours during labour
(maximum of 3 doses) or placebo. Primary outcome was a
composite of 10 adverse neonatal outcomes (intrapartum
stillbirth, neonatal death, Apgar score < 4 at 5 minutes, cord
artery pH < 7.0, neonatal encephalopathy, neonatal seizures,
neonatal respiratory support >4 hours, neonatal unit admission
> 48hours, persistent pulmonary hypertension of the newborn
and meconium aspiration syndrome). Secondary outcomes were
caesarean section (CS) or instrumental vaginal birth (IVB) for
fetal distress. The sample size of 3200 women was predicated on
a 35% reduction in the RR of the composite perinatal outcome by
35% (7% to 4.55%).
Results: Between 7 September 2021 and 30 June 2024 we
randomized 3257 women (including 18 sets of twins) to SC (1626)
andplacebo (1631). Induction of labour occurred in 83.5%of the SC
cohort and 82.9% of the placebo group. Electronic fetal heart rate
monitoring rates were similar (97.4%) in both arms. The primary
outcome occurred in 5.1% of women taking SC and 5.2% of those
taking placebo [RR 1.02 (0.75-1.37)] with no differences in any of
the components of the composite outcome. There was also no
difference in rates of CS or IVB for fetal distress [21.1% vs. 18.8%,
RR 1.12 (0.98-1.29)]. Blood loss >1000ml occurred in 10.1% in the
SC group vs. 7.9% [RR1.29, (1.03-1.60)].
Conclusion:Maternal oral SC inwomenundergoing term labour
did not result in a reduction of adverse neonatal outcomes
potentially related to intrapartum hypoxia.

LB03 Single-Dose Intravenous Iron Versus Oral Iron
for Maternal Iron Deficiency Anemia: A Randomized
Controlled Trial

Richard Derman1; Mrutyunjaya Bellad2; Manjunath
Somannavar2; Sudhir Bhandari3; Sudhir Mehta3; Seema Mehta3;
Dharmesh Sharma3; Yogesh Kumar4; Umesh Charantimath4;
Amaresh Patil5; Ashalata Mallapur6; Umesh Ramdurg6; Radha
Sangavi7; Praveen Patil7; Subarana Roy8; Phaniraj Vastrad9;

Chander Shekhar10; Benjamin Leiby10; Rebecca Hartman10;
Michael Georgieff11; Stephen Mennemeyer10; Zubair H. Aghai12;
Simal Thind10; Rupsa C. Boelig13
1Jefferson Health, Philadelphia, PA; 2KLE Academy of Higher
Education and Research’s J N Medical College„ Belagavi,
Karnataka; 3Sawai Man Singh Medical College, Jaipur,
Rajasthan; 4KLE Academy of Higher Education and Research’s J
N Medical College„ KLE Academy of Higher Education and
Research’s J N Medical College„ Karnataka; 5KLE Academy of
Higher Education and Research’s J N Medical College, Belagavi,
Karnataka; 6S Nijalingappa Medical and HSK Hospital and
Research Center, Bagalkote, Karnataka; 7Raichur Institute of
Medical Sciences, Raichur, Karnataka; 8ICMR – National Institute
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Health Research Unit, Sirwar, Karnataka; 10Thomas Jefferson
University, Philadelphia, PA; 11University of Minnesota,
Minneapolis, MN; 12Sidney Kimmel Medical College at Thomas
Jefferson University, Philadelphia, PA; 13Sidney Kimmel Medical
College, Thomas Jefferson University, Philadelphia, PA

10:00 AM - 10:15 AM
Objective:Maternal iron deficiency anaemia (IDA) is a persistent
global health challenge with increased risk of adverse perinatal
outcomes. Obstetric guidelines recommend first line treatment
with oral iron, however rates of maternal IDA remain above
global targets. We aimed to determine whether single dose
intravenous (IV) iron for maternal IDA in the 2nd trimester was
superior to oral iron in reducing incidence of low birth weight
(LBW) infants and maternal anemia at delivery.
Study Design: This is a parallel, three-arm superiority random-
ized controlled multi-center trial in India of pregnant singletons
at 14-17 weeks with moderate IDA randomized to: (1) 60mg
oral ferrous sulphate twice daily; or single dose infusion of (2)
intravenous (IV) ferric derisomaltose (FDM) or (3) IV ferric
carboxymaltose (FCM). The dual primary outcomes were: (1)
LBW (< 2500 grams [g]) and (2)maternal non-anemic state (NAS)
(Hb >11⋅0 g/dL at 30-34 weeks or delivery). Participants received
rescue treatment per local clinical care guidelines (Hb< 7g/dL
or < 1g/dL improvement in Hb). Sensitivity analysis performed
defining NAS as Hb≥11.0 without additional non-study iron or
blood transfusion.
Results: The oral iron, FDM, and FCM arms included 1450, 1456,
and 1462 participants respectively. There was a reduced rate of
LBW with IV FCM (25⋅2%, Relative Risk [RR] 0⋅87 [97⋅55% CI
0⋅75,0⋅99]), but not IV FDM (29⋅1%, RR 0⋅98 [97⋅55% CI 0⋅86,1⋅12])
vs oral iron (Fig1). Achievement of NAS was not improved: IV
FCM (RR 1⋅05 [99⋅95%CI 0⋅97-1⋅15]) and IVFDM (RR 1⋅06 [99⋅95%
CI 0⋅98, 1⋅16]) vs oral (Fig 1, 2A). In sensitivity analysis, there was
increased rate of NAS in both IV FDM (RR 1.25 (1.13-1.396), p<
0.0001) and IV FCM (RR 1.24 (1.12-1.38), p< 0.0001) vs oral (Fig
2C).
Conclusion: First-line treatment of maternal IDA with single
dose infusion of IV iron results in a reduced incidence of LBW
infants (IV FCM) and higher incidence of maternal NAS without
additional iron or blood transfusion (IV FCM and FDM).
Clinical guidelines should address the potential benefit of single
dose IV iron as the primary treatment of IDA in pregnancy.
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LB04 Neonatal Impact of Prematurity Risk Biomarker
Screening with Targeted Interventions: A Multicenter
Randomized Controlled Trial

Brian K. Iriye1; John O’Brien2; Christopher S. Ennen3; Perry
Barrilleaux4; Jill Berkin5; Anna Palatnik6; Moeun Son7; Cynthia
Gyamfi-Bannerman8; Mollie McDonald9; Glenn Markenson10;
Anthony C. Sciscione11; Joseph R. Biggio, Jr12; Samuel Wolf13;
Scott Sullivan14; Michael Walker15; Babak Shahbaba16; Stephen P.
Pound17
1Hera Womens Health, Las Vegas, NV; 2University of Kentucky,
Lexington, KY; 3University of Virginia School of Medicine,
Charlottesville, VA; 4Ochsner Louisiana State University Health
Shreveport, Shreveport, LA; 5Icahn School of Medicine at Mount
Sinai, New York, NY; 6Medical College of Wisconsin, Milwaukee,
WI; 7Weill Cornell Medicine, New York, NY; 8University of
California, San Diego, San Diego, CA; 9Austin Maternal-Fetal
Medicine, Austin, TX; 10Boston Medical Center, Boston, MA;
11Christiana Care Health System, Newark, DE; 12Ochsner Health,
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10:15 AM - 10:30 AM
Objective: Obstetric advances have had limited impact on
preterm birth (PTB) rates and neonatal outcomes. We assessed
outcomes in a cohort of average risk singleton pregnancies using
biomarker-based PTB risk stratification, followed by interven-
tions for those identified at higher risk.
Study Design: This randomized controlled trial enrolled 5,018
singleton pregnancies at 19 U.S. centers from 2020-2023. Individ-
uals with prior PTB, short cervix, severe maternal conditions, or
known genetic/fetal anomalies were excluded. We measured the
ratio of maternal circulating insulin-like growth factor-binding

protein 4 to sex hormone-binding globulin between 18w0d and
20w6d, with participants randomized 1:1. The control arm,
blinded to test results, received usual care, while the prevention
arm received test results. Prevention arm participants identified
as high-risk were offered a regimen of daily vaginal proges-
terone, low-dose aspirin, and weekly nursing calls. Lower-risk
participants in the prevention arm received usual care. Follow-
up continued through delivery and neonatal discharge. The
prespecified modified intent-to-treat (mITT) analysis included
the control group, prevention arm low-risk participants, and
high-risk participantswho consented to intervention by 24weeks,
while excluding those hospitalized with COVID-19. Primary out-
comes included neonatal length of stay (NNLOS) and a composite
morbidity index (NMI). A planned intent-to-treat (ITT) analysis
assessed multiple neonatal outcomes.
Results: Baseline characteristics did not differ between arms.
mITT analysis of co-primary outcomes (Table 1) showed signifi-
cantly decreasedNMI andNNLOS in the prevention arm. The ITT
analysis displayed significant reductions in NMI (20%), NNLOS
(8%), neonatal intensive care unit (NICU) length of stay (6%), and
NICU admission (20%) (Table 2).
Conclusion: In an average risk singleton population, a mid-
trimester blood test identified pregnancies at higher PTB risk,
and implementing the treatment bundle significantly reduced
neonatal morbidity and hospital stay compared to usual care.
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LB05 Patient Navigation to Improve Postpartum
Health Care Among Low-Income Birthing People: A
Randomized Controlled Trial

Lynn M. Yee1; Joe M. Feinglass1; Brittney R. Williams1; Laura
Diaz1; Viridiana Carmona-Barrera1; Ying Cheung1; Ka’Derricka
Davis1; Chen Yeh1; Charlotte M. Niznik1; Michelle A.
Kominiarek2; William A. Grobman3
1Northwestern University Feinberg School of Medicine, Chicago,
IL; 2Northwestern Feinberg School of Medicine, Northwestern
Feinberg School of Medicine/ Chicago, IL; 3Women & Infants
Hospital of Rhode Island / Alpert Medical School of Brown
University, Brown University/Providence, RI

10:15 AM - 10:30 AM
Objective: To evaluate whether postpartum (PP) patient naviga-
tion (PN) improves PP health care quality among birthing people
with low income.
Study Design: In this single-center RCT, English- or Spanish-
speaking pregnant people aged 16 or older with Medicaid were
randomly assigned between 30 weeks of gestation and PP dis-
charge to one year of PN versus usual care. Participants assigned
to PN were partnered with a trained lay navigator who provided
individualized, intensive PN services designed aroundPP-specific
barrier ascertainment and reduction. PN services included social
needs assessments and support, healthcare appointment and
insurance assistance, health education, and support for engage-
ment in shared decision making. Data were collected via patient
report and medical record abstraction at enrollment, 4-12 weeks
PP, and 11-13 months PP. The primary outcome was achievement
of a six-component composite measure representing receipt of
optimal PP care by 12 weeks PP (Table 1). Secondary outcomes
included a PP care score (% of components achieved), each
component of optimal PP care, and 11-13 month health services
outcomes.
Results: From January 2020 to June 2023, 405 people were
randomized (203 PN, 202 usual care) of whom 50% identified as
non-Hispanic Black and 41% as Hispanic. The primary outcome

of optimal PP care was similar between groups (9.4% PN vs.
7.9% usual care, p = 0.6); however, the mean PP care score
was significantly higher among PN recipients (72% ±17% vs. 64%
±23%, p = 0.001). Three components drove this difference: PP
visit completion (96% vs. 80%, p< 0.001), receipt of all indicated
anticipatory guidance (65% vs. 51%, p= 0.008), and PP depression
screening/care (86% vs. 72%, p< 0.001). At 11-13 months, PN
recipients were significantly more likely to be using their desired
family planning method and have attended a primary care
appointment (Table 2).
Conclusion: The primary outcome, a composite measure of
optimal PP care, was not different between groups but was
achieved infrequently. However, PN improved several aspects of
PP care quality and increases frequency of transition to primary
care.

LB06 Comparing 162mg vs. 81mg Aspirin for
Prevention of Preeclampsia (ASAPP): A Randomized
Control Trial

Amrin Khander1; Kathy Matthews2; Charlene Thomas3; Paul
Christos4; Stephen T. Chasen5; Daniel W. Skupski3; Laura E.
Riley3; Phyllis August6; Line Malha3
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1Weill Cornell Medicine-New York Presbyterian Hospital, New
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NY; 6New York Presbyterian Weill Cornell Medicine, New York, NY

10:15 AM - 10:30 AM
Objective: Low dose aspirin (ASA) < 100 mg vs placebo reduces
the incidence of preterm preeclampsia (PE) by 20-30% for those at
high risk. Doses 100-150mg may further reduce the incidence by
60% compared to placebo. We compared 162mg to 81mg of ASA
per day in the prevention of PE in high-risk pregnancies.
Study Design: We conducted a pragmatic prospective random-
ized open label blinded-endpoint (PROBE) clinical trial. Pregnant
persons at high risk for PE (as defined by ACOG) with one or
more of the following criteria: chronic hypertension, history of
PE, diabetes mellitus, autoimmune disease, multifetal gestation
or kidney disease were randomized (< 16weeks) to either 81mg
or 162mg ASA daily and monitored throughout pregnancy (20±2
weeks, 26±2 weeks, and 36±2 weeks) until 6 weeks postpartum.
The primary outcome was a composite of developing preterm PE
(< 37 weeks) or PE with severe features. Outcomes were adjudi-
cated by independent investigators blinded to treatment group
and clinical diagnosis. Secondary outcomes were adherence to
therapy (determined by a validated SimplifiedMedication Adher-
ence Questionnaire), maternal and fetal complications. Based on
a prespecified interim analysis of the first 100 participants, we
estimated that 400 participants would be required to detect a 7.1%
difference in the primary outcome between the groups.
Results: Of 400 participants randomized, 369 had delivery data
and were included in the intention to treat analysis (17 lost to fol-
low up/withdrew, 14 elective terminations) with 186 participants
in the 162mg and 183 in the 81mg group. Baseline characteristics
were similar. The incidence of preterm PE or PE with severe
features was 25/183 (13%) in the 162mg group vs. 28/180 (14%) in
the 81mg group (p = 0.7). Adherence rates ranged from 88%-91%
vs 89%-92% for the 162mg vs 81mg groups respectively across study
visits. Infant birthweight was slightly lower in the 162 mg group
(2.9 kg vs 3.2 kg; p = 0.002).
Conclusion: Our data show that the rates of preterm PE or PE
with severe features were similar in pregnant people at high risk
for PE taking either 81mg or 162mg ASA.
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1180, 1223

Northwell Health 689
Northwell Health and Rockefeller
University 689

Northwell Health at Lenox Hill 24
Northwell Lenox Hill Hospital 136, 137,
427, 551, 552, 568, 1121

Northwestern 594, 595, 678, 743, 1144,
1145

Northwestern Feinberg School of
Medicine 287, 594, 595, 753

Northwestern Medicine 789, 1125
Northwestern University 9, 28, 99, 158,
365, 594, 595, 695, 708, 753, 816, 865,
1144, 1145, 1159, 1199

Northwestern University Feinberg School
of Medicine 12, 97, 99, 130, 185, 287, 289,
300, 304, 314, 366, 512, 560, 579, 594,
595, 642, 643, 678, 781, 829, 830, 836,
1053, 1054, 1092, 1144, 1145, 1200, 1213,
1214

Nuffield Department of Primary Care
Health Sciences, University of Oxford
815

Nuvo Group Ltd 691
NY State Department of Health,
Wadsworth Center 780

NYPBrooklyn Methodist Hospital - -
Brooklyn, NY 741

NYPBrooklyn Methodist Hospital -
Brooklyn, NY 741

NYU Grossman Long Island School of
Medicine 201, 782, 1027

NYU Grossman School of Medicine 161,
162, 201, 301, 780, 782, 785, 866, 1017,
1070, 1071

NYU Grossman School of Medicine -
NYU Brooklyn 74, 165, 168, 456, 457,
730, 731, 1009

NYU Langone Health 161, 162, 176, 201,
301, 450, 512, 780, 782, 866, 1017, 1070,
1071

NYU Langone Hospital 201, 776, 782, 1027
NYU Langone Hospital - Long Island 776,
1027

Obstetrical, Perinatal and Pediatric
Epidemiology Research Team (EPOPé)
- Centre for Research in Epidemiology
and Statistics (CRESS), Université
Paris Cité, Inserm 276, 453

Ochsner Clinic 226, 227, 355, 367, 375, 1085
Ochsner Clinic Foundation 226, 227, 244,
355, 367, 375, 1085, 1184

Ochsner Clinical School 355, 367
Ochsner Health 6, 226, 227, 244, 355, 367,
1085, 1119

Odesa National Medical University 1072
Ohio Colleges of Medicine, Government
Resource Center 65, 1171

Ohio Department of Children and Youth
65

Ohio Hospital Association 65
Ohio State University 1064
Ohio State University College of
Medicine 63

Ohio University College of Medicine 438
Oklahoma State University 17
Oklahoma University Health Science
Center 1176

Old Dominion University 932
Ontario Fetal Center and Mount Sinai
Hospital 717

Onze Lieve Vrouwe Gasthuis 414
Oregon Health & Sciences University
688, 962

Oregon Health & Science University 35,
94, 115, 123, 124, 138, 139, 171, 191, 237,
268, 277, 321, 350, 378, 402, 403, 429,
430, 447, 490, 601, 602, 612, 682, 683,
688, 701, 712, 728, 787, 795, 803, 808, 811,
847, 848, 855, 856, 880, 906, 907, 914,
962, 971, 988, 1042, 1077, 1078, 1081,
1106, 1126, 1201, 1219

Oregon Health & Science University
School of Medicine 1081

Oregon Health & Science Unviersity 1078
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Oregon Health & Sciences University 268
Oregon Health and Science University
191, 268, 277, 321, 430, 447, 712, 962,
1042, 1126, 1201

Oregon National Primate Research
Center 7

Orlando Health Arnold Palmer Hospital
for Children 92

Orlando Health Bayfront Hospital 876,
1151

Orlando Health Winnie Palmer Hospital
for Women & Babies 274

Orlando Health Winnie Palmer Hospital
for Women and Babies 274

Osaka University Graduate School of
Medicine 198, 260, 379

Oschner 397
Ovia Health 633

Pain Unit, Soroka University Medical
Center, Beer Sheva, Israel 871

Palo Alto Medical Foundation, Sutter
Health 4, 30

Palo Alto Veterans Affairs 1059
Palo Alto Veterans Affairs/Stanford
University 1059

Parkland Health 401
Pediatrics - Cardiology, Stanford
University School of Medicine 4, 30

Pediatrix Medical Group 34
Penn State College of Medicine 184, 334,
663

Penn State Health/Hershey Medical
Center 184

Penn State/Hershey Medical Center 184
Pennsylvania Hospital 306
Pennsylvania Medicine Women’s Health
Clinical Research Center 143, 254, 306,
498, 556, 606

Pennsylvania State College of Medicine
663

Pennsylvania State University College of
Medicine 997, 998

Perelman School of Medicine 1183
Perelman School of Medicine, University
of Pennsylvania 143, 976

Perinatal Associates of New Mexico 646
Perinatal Specialists of the Palm Beaches
4

Phoenix Children’s Hospital 88, 799
Port Royal Maternity Unit Cochin
Hospital 142

Postdoctoral Research Fellow Fetal Care
and Surgery Center Division of Fetal
Medicine and Surgery Boston
Children’s Hospital, Harvard Medical
School 205, 559, 1040, 1134

Pregnancy & Perinatal Research Center,
Department of OBGYN, University of
Pennsylvania 306

Pregnancy Research Branch, Division of
Obstetrics and Maternal-Fetal
Medicine, Division of Intramural
Research, Eunice Kennedy Shriver
NICHD, NIH, DHHS, Bethesda,
Maryland, USA 713, 864

PreTeL, Inc. 1154
Prisma Health 785, 1056
Prisma Health and University of South
Carolina School of Medicine 785, 1056

Prisma Health Upstate 1173
Prisma Health Upstate/University of
South Carolina School of Medicine
Greenville 1173

Pritzker School of Medicine, University
of Chicago 190, 407, 695, 781, 789, 1053,
1125, 1175

Prodct, LLC 854
Program in Cellular and Molecular
Biology, Department of Biology,
University of Rome “Tor Vergata” 1147

ProMedica Toledo Hospital, University of
Toledo 1129

Public Health Department, Clinical
Epidemiology Unit, Bordeaux
University Hospital, Bordeaux, France
775

Rabin Medical Center 570, 585, 590, 591,
796, 965, 1148

Raincross Medical Group 207
RambamMedical Center 491, 1034
RambamMedical Health Center 491,
1034

Raphael Recanati Genetic Institute,
Rabin Medical Center, Beilinson
Hospital 33, 917

RareCyte, Inc. 502
RCSI Rotunda Hospital 898
REALIFE Research Group, KU Leuven 8
Regional One Health 410
Renaissance School of Medicine at Stony
Brook University 534, 935, 1209

Reno & Associates 43
Reprocell 75
Reproductive Medicine center, Second
Hospital of Lanzhou University 270

Research Center Of Centre Hospitalier
De L’Université De Montréal 347, 1179

Research Centre of Centre hospitalier de
l’Université de Montréal 347, 1179

Research Centre of Centre hospitalier de
l’Université de Sherbrooke 347

Research Triangle International 289,
1200, 1213, 1214

Richard D. Wood Jr. Center for Fetal
Diagnosis and Treatment at CHOP
449, 530, 531, 922, 1124, 1185, 1186

Richard D. Wood, Jr Center for Fetal
Diagnosis and Treatment, Children’s

Hospital of Philadelphia 449, 530, 531,
922, 1124, 1185, 1186

Richard D. Wood, Jr Center for Fetal
Diagnosis and Treatment, The
Children’s Hospital of Philadelphia
530, 1185

Riley Hospital for Children, Indianapolis
1163

Riverside Genomics And Perinatal
Institute 207

Robert Wood Johnson Barnabas
Health/Jersey City Medical Center:
Department of Neonatology, Neonatal
Intensive Care Unit, and Neonatal
Services 128

Roche Diagnostics GmbH 172
Roche Diagnostics International 172
Roche Diagnostics Operations, Inc. 172
Rollins School of Public Health 85, 1084
Ross University School of Medicine 188
Rotunda Hospital 1043
Rotunda Hospital Dublin 898
Rotunda Hospital, Dublin, Ireland. 745
Royal Brompton Hospital 421
Royal College of Physicians Ireland 672
Royal College of Surgeons in Ireland 489,
592, 672, 745, 898

Royal College of Surgeons in Ireland. 745
Royal Columbian Hospital 412
Royal Women’s Hospital 665
Royal Women’s Hospital, University of
Melbourne 665

RTI International 67, 958, 994
Rush Medical College 263, 715
Rush University 789, 1125
Rush University Medical Center 641, 715
Rutgers 1057
Rutgers Health/Jersey City Medical
Center: Department of Obstetrics,
Gynecology and Women’s Health 128

Rutgers New Jersey Medical School 234,
235, 539, 813, 1057, 1224

Rutgers New Jersey Medical School and
Cooperman Barnabas Medical Center
40

Rutgers Robert Wood Johnson 481, 482,
616

Rutgers Robert Wood Johnson Medical
School 40, 72, 222, 337, 481, 482, 512,
616, 771, 780

Rutgers Robert Wood Johnson Medical
School MFM Division 222

Rutgers Robert Wood Johnson Medical
School, New Brunswick, New Jersey
338

Rutgers School of Public Health -
Department of Biostatistics &
Epidemiology 234, 235

Rutgers University and the Jersey City
Medical Center 74, 157, 165, 168, 456,
457, 730, 731, 1009
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Rutgers University, New Jersey 1176
RWJBarnabas Health - Trinitas Regional
Medical Center 74, 165, 168, 456, 457,
730, 731, 1009

Ryan Consulting Services 838

Sackler Faculty of Medicine, Tel Aviv
university. 871

Sackler School of Medicine Tel Aviv
University 477, 478

Saint Louis University 126, 311, 525, 526,
601

Saint Louis University School of
Medicine 126, 127, 310, 311, 525, 526,
535, 831, 1112

Saint Louis University School of
Medicine, Department of Obstetrics
and Gynecology 535

Saint Louis University School of
Medicine, Division of Maternal Fetal
Medicine 126

Saint Michael’s Hospital 504
Saint Peter’s Healthcare System, New
Jersey. 1176

Saint Peter’s University Hospital 1064
Sainte-Justine Hospital Research Center
727

Samsung Medical Center,
Sungkyunkwan University of
Medicine. 361

San Gabriel Valley Perinatal Medical
Group; Pomona Valley Hospital
Medical Center 237, 321, 728, 988

Santé Publique France 276
Sapienza Università di Roma (ROMA)
758, 759, 1032

School of Medicine Health Sciences
Center, University of New Mexico 1079

School of Population and Public Health,
University of British Columbia 70

School of Public Health, University of
Texas Health Science Center at
Houston 444, 445

Seattle Children’s Hospital 144
Section of Nephrology, Hypertension,
and Kidney Transplantation,
Department of Medicine, Lewis Katz
School of Medicine, Temple University
1146

Sentara Health Research Center 934
Seoul Metropolitan Government Seoul
National University Boramae Medical
Center 1

Seoul National University 1, 511
Seoul National University Bundang
Hospital, Seoul National University
College of Medicine 1

Seoul National University College of
Medicine 1, 511, 517, 518

Seoul National University Hospital 517

Seoul National University Hospital
College of Medicine 511, 517, 518

Seoul St. Mary’s Hospital, College of
Medicine, The Catholic University of
Korea 1, 515

Shaare Zedek 936
Shaare Zedek Medical Center 936, 946,
947, 1227

Shamir Medical Center 842
Shanghai Artificial Intelligence
Laboratory 1058

Shanghai Jiao Tong University School of
Medicine 659

Sharp Healthcare System 1114
Sheba Medical Center 312, 313, 431, 474,
660, 709, 737, 768, 874, 875, 949, 973, 1137

Sheba Medical Center Tel Hashomer,
Israel 709

Sheba Medical Center, Ramat Gan, Tel
Hashomer, Israel 312, 313, 431, 737, 875,
949

Sheba Medical Center, Tel Hashomer 1137
Sidney Kimmel Medical College at
Thomas Jefferson Univeristy 377

Sidney Kimmel Medical College at
Thomas Jefferson University 299, 377,
468, 512, 605, 1102

Sidney Kimmel Medical College of
Thomas Jefferson University 6, 200,
205, 237, 298, 299, 300, 321, 376, 377,
468, 501, 551, 552, 567, 568, 717, 728, 862,
863, 988, 1105, 1119, 1120, 1121

Sidney Kimmel Medical College, Thomas
Jefferson University 200, 237, 321, 420,
512, 568, 728, 845, 988, 1181

Sinai Chicago 548
Sinai Hospital of Baltimore 720
Sister of Charity Hospital 201, 782
Society for Applied Studies 960, 1031
Sonio 34, 36, 1041
Soroka 206, 766, 1115, 1116
Soroka Medical Center 315, 316, 580, 581,
679

Soroka Medical Hospital 569
Soroka University Medical Center 177,
203, 204, 316, 494, 495, 569, 588, 589,
679, 690, 765, 766, 814, 867, 1037, 1038,
1115, 1116

Soroka University Medical Center/ Ben
Gurion University 508

Southern Illinois University School of
Medicine 1110

St Louis University Dept. of
Psychology–SLU College of Arts &
Science 127

St. Antonius Ziekenhuis 57
St. Franciscus Hospital 414
St. George’s University School of
Medicine 656, 1215

St. John’s Episcopal Hospital-South Shore
74, 165, 168, 456, 457, 730, 731, 1009

St. John’s Episcopal Hospital-South
Shore and William Carey University
College of Osteopathic Medicine 74,
165, 168, 456, 457, 730, 731, 1009

St. Louis Fetal Care Institute 92
St. Louis University 127, 831
St. Louis University Dept. of
Psychology–SLU College of Arts &
Science 127

St. Louis University School of Medicine
818

St. Luke’s University Health Network
237, 321, 728, 988

St. Luke’s University Health Network,
Department of Obstetrics &
Gynecology 237, 728

St. Luke’s University Health Network,
Department of Obstetrics &
Gynecology, Maternal Fetal Medicine,
Bethlehem, PA, 18015 237, 728, 988

St. Luke’s University Health
Network/Lewis Katz School of
Medicine at Temple University 354

St. Lukes University Health Network 237,
321, 728

St. Luke’s University Health Network 354
St. Luke’s University Health-network 728
St. Michael’s Hospital, University of
Toronto 504

Stamford Hospital 27, 308
Stanford Healthcare 292, 318
Stanford University 50, 100, 115, 169, 180,
228, 231, 232, 251, 292, 318, 363, 430, 513,
514, 577, 617, 619, 682, 683, 708, 712, 840,
1048, 1059, 1132, 1133

Ste-Justine Hospital 1179
Stony Brook Medicine 472
Stony Brook University 597, 664, 935,
1139, 1224

Stony Brook University Hospital 24, 352,
481, 482, 597, 616, 664, 935, 1139, 1209,
1224

Strength and Serenity Initiative Against
Gender-Based Violence, Massachusetts
General Hospital 1072

Stroger Hospital Cook County 781, 1053
SUN YAT-SEN MEMORIAL HOSPITAL,
SUN YAT-SEN University 383, 384

Sunnybrook Health Sciences Centre 703,
717, 924, 925, 1192

SUNY Upstate Medical University 1150
Susquehanna OB/GYN and Nurse
Midwifery 1129

Swedish Medical Center 502
SZMC 946, 947, 1227

Tel Aviv Sourasky Medical Center 166,
167, 217, 264, 319, 458, 459, 732, 779, 900,
1099

Tel Aviv university 264
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Tel Aviv University Israel 709
Tel Aviv University, Faculty of Medicine
823

Temerty Faculty of Medicine, University
of Toronto 703, 925

Texas A&M University 48
Texas A&M University School of
Engineering Medicine 208, 324, 527,
800

Texas Children’s Hospital and Baylor
College of Medicine 86, 89, 240, 241,
460, 607, 613, 1103, 1212

Texas Children’s Hospital 240, 241, 460,
1103

Texas Children’s Pavilion for Women
448

Texas State University 764, 876, 1151
Texas Tech Health Sciences Center of El
Paso 950

Texas Tech University Health Sciences
Center 1000

Texas Tech University Health Sciences
Center School of Medicine 522

Texas Tech University Health Sciences
Center, Permian Basin 1000

Texas Tech University Health Sciences
Center, School of Medicine 1000

The Better Lab 997, 998
The Children’s Hosiptal of Philadelphia
922

The Children’s Hospital of Pennsylvania
1004

The Children’s Hospital of Philadelphia
1004

The Children’s Hospital of Phildelphia
922

The Emmes Company 88, 799
The Fetal Diagnostic Center of Pasadena
4, 30

The Fetal Institute, USFETUS Research
Consortium 94, 1163

The George Washington 1031
The George Washington University 960,
1031

The Helen Schneider Hospital for
Women at Rabin Medical Center 965,
1137

The Jikei University School of Medicine
1202

The Lundquist Institute at Harbor-UCLA
Medical Center 1109, 1110

The Metrohealth System 959
The Metrohealth System/Case Western
Reserve University Program 959

The National Maternity Hospital, Dublin,
Ireland. 745

The Nature Obstetrics and Gynecology
511

The Ohio State University 6, 12, 43, 99,
158, 196, 224, 271, 287, 289, 441, 501, 560,
582, 584, 594, 595, 635, 649, 678, 743,

799, 850, 908, 918, 1051, 1105, 1119, 1144,
1145, 1200, 1210, 1211, 1213, 1214

The Ohio State University College of
Medicine 635, 1200, 1213, 1214

The Ohio State University College of
Nursing 289, 560, 678

The Ohio State University Wexner
Medical Center 1213, 1214

The Ohio State University, College of
Medicine 43, 1200

The Ohio State University, Wexner
Medical Center 65, 1051

The Prospective Group 88
The Ruth and Bruce Rappaport Faculty of
Medicine, Technion, Haifa, Israel 317

The sheba Medical Center
The Trust Hospital 812
The University of British Columbia 1159
The University of Chicago 233
The University of Chicago/Endeavor
Health, NYP-Columbia 233

The University of Kentucky College of
Medicine 546

The University of Oklahoma College of
Medicine 225

The University of Queensland 903
The University of Southern California 507
The University of Sydney 903
The University of Tennessee Graduate
School of Medicine 117

The University of Texas at San Antonio
444, 445

The University of Texas Health Science
Center at Houston (UTHealth) 46, 492,
532, 626

Thomas Jefferson University 702, 845,
1181

Thomas Jefferson University Hospital
298, 299, 377, 420, 468, 845, 1102, 1121,
1181, 1220

Thomas Jefferson University Sidney
Kimmel Medical College 1181

Touro College of Osteopathic
Medicine-Harlem Campus 74, 165, 168,
456, 457, 730, 731, 1009

Transplant Pregnancy Registry
International, Gift of Life Institute 1146

Trihealth 146, 1131
TTUHSC-El Paso 522
Tufts Medical Center 799, 854
Tufts University 158, 724
Tufts University School of Medicine 11,
216, 685, 686, 854

Tulane University School of Medicine
1210

Tzafon Medical Center 68, 485, 748, 749,
1094, 1203

U Colorado School of Medicine 334
U Penn School of Medicine 334

UAMS 1049
UC Davis 1086
UC Davis Health 303, 824, 825, 1086, 1087,
1162

UC Davis School of Medicine 303
UC Irvine 853
UC San Diego 784, 1157
UC San Diego Health 294, 295, 296, 454,
455, 566, 1008

UC San Diego Medical Center 153, 454,
784

UC San Diego School of Medicine 1157
UCD Perinatal Research Centre 672
UCD Perinatal Research Centre,
University College Dublin 5, 1043

UCLA 174, 496, 702, 853
UCLA David Geffen School of Medicine
496

UCLA David Geffen School of Medicine
Harbor-UCLA Medical Center 676, 752

UCONN Health 805, 1055
UConn Health Obstetrics and
Gynecology 540

UConn Hospital 693
UCSF 496, 711, 951, 1210, 1211
UCSF School of Medicine 334
UE3C - Unité d’explorations
cardiologiques - Cardiopathies
Congénitales 4, 30

Ultrasound AI 1127
UMass Chan Medical School 677
UMass Medical Center 793
UMass Memorial Health 493, 697, 793
UNC Chapel Hill School of Medicine 373,
374, 655

UNC Lusaka 246, 960, 1031
UNC School of Medicine 193, 334, 483,
958

Uniformed Services University of the
Health Sciences 1114

Unité de Dépistage de Cardiopathies
Foetales et Néonatales 30

United States Naval Hospital Yokosuka
929

Univeristy of Texas Health San Antonio
769

Universidad CES, Medellin, Colombia
988

Universidad Icesi, School of Medicine 713
Universidad Pontificia Bolivariana,
Medicina Materno Fetal, Medellín,
Colombia 237, 321, 728, 988

Università di Roma Sapienza 1021
Université de Lille 71, 484
Université de Sherbrooke 347, 837, 1016,
1179

Université de Toulouse 71
Université Laval 71, 484, 1179
Université Paris Cité, CRESS U1153,
Obstetrical, Perinatal and Pediatric
Epidemiology Research Team, EPOPé,
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INSERM, INRAE, Paris, France
775

Université Paris Cité, Inserm, Centre for
Research in Epidemiology and
StatisticS (CRESS), Obstetrical
Perinatal and Pediatric Epidemiology
Research Team (EPOPé) 76, 142, 640

Université Paris Cité, Inserm, Centre for
Research in Epidemiology and
StatisticS (CRESS), Obstetrical
Perinatal and Pediatric Epidemiology
Research Team (EPOPé), 453,
640

Université paris cité, inserm, CRESS,
EPOPE 640

Universitary Hospital Leuven 86
University of Colorado 637
University and Necker-Enfants Malades
Hospital 34, 36, 93, 197, 1041

University at Buffalo 919, 1182
University Children’s Hospital 630
University College Dublin 672, 1043
University College Hospital 704
University Health Network 86
University Health System 486, 769
University Health Women and Childrens
Hospital 769

University Hospital Leuven 8, 194
University Hospitals 150
University Hospitals Cleveland Medical
Center 959, 1096

University Medical Center Groningen
414, 501

University Medical Center Utrecht 57
University of Alabama at Birmingham
20, 83, 129, 154, 155, 253, 273, 322, 344,
345, 416, 417, 425, 509, 547, 710, 801,
802, 903, 975, 995, 1150, 1207

University of Alabama School of
Medicine 818

University of Antwerp 820
University of Arizona 90, 238, 524, 714
University of Arizona College of
Medicine - Phoenix 844

University of Arizona College of
Medicine - Phoenix / Banner
University Medical Center - Phoenix
844

University of British Columbia 70, 1159
University of California Davis Medical
Center 676

University of California Irvine 706, 707,
941

University of California- Irvine 289, 300,
560, 594, 678, 853, 941, 1200, 1213, 1214

University of California San Diego 153,
296, 454, 455, 566, 656, 707, 734, 1008,
1011, 1157, 1215

University of California San Diego
Health 454, 734, 735, 1011

University of California San Diego/Rady
Children’s Hospital 656

University of California San Francisco
550, 723, 997, 998

University of California San Francisco
School of Medicine 301, 866, 1070,
1071

University of California, Berkeley 35, 180,
708

University Of California, Davis 1162
University of California, Irvine 97, 231,
232, 513, 514, 707

University of California, Irvine Division
of Maternal-Fetal Medicine 563, 564,
846, 941

University of California, Los Angeles 9,
231, 232, 496, 513, 514, 542, 702, 853,
1147, 1222

University of California, San Diego 6, 21,
59, 66, 78, 83, 105, 196, 262, 294, 295,
296, 305, 441, 454, 455, 499, 565, 566,
582, 634, 649, 650, 656, 734, 735, 882,
887, 908, 996, 1008, 1011, 1033, 1095,
1119, 1157, 1158, 1210, 1211, 1215

University of California, San Diego
Health 59, 78, 455, 735, 1008, 1011

University of California, San Diego
Medical Center 59, 153

University of California, San Diego
School of Medicine 656, 1215

University of California, San Francisco
32, 35, 92, 294, 550, 711, 723, 797, 798,
1210

University of California, San Francisco,
School of Medicine 32, 868

University of Chicago 136, 137, 190, 233,
271, 407, 427, 789, 1125, 1159, 1176

University of Chicago Medicine 172, 789,
1125

University of Chicago School of Medicine
1175

University of Cincinnati 91, 209, 437, 961
University of Cincinnati College of
Medicine 91, 93, 145, 146, 197, 209, 210,
215, 437, 438, 714, 961, 1063, 1171

University of Colorado 500, 637, 718, 804,
858, 869, 1113

University of Colorado Anschutz Medical
Campus 869, 899, 1001, 1075

University of Colorado School of
Medicine 637, 849, 1218

University of Colorado School of
Medicine, Department of Obstetrics &
Gynecology 849

University of Colorado, Anschutz
Medical Campus 7

University of Colorado, School of
Medicine 87, 90, 92, 500, 637, 1218

University of Colorado, School of
Medicine and Colorado Fetal Care
Center 87

University of Colorado, School of
Medicine, Children’s Hospital of
Colorado 87, 90, 500

University of Connecticut 336, 693, 805,
1172

University of Connecticut Health 336,
693, 694, 805, 966, 967, 1172

University of Connecticut Health Center
1172

University of Connecticut School of
Medicine 694, 966, 967

University of Florida 47, 818
University of Florida College of Medicine
25, 47, 238, 239, 274, 523, 524, 666, 667,
817, 818, 877, 1195

University of Florida Herbert Wertheim
College of Engineering 817

University of Galway 1130
University of Ghana 174, 175
University of Ghana Medical School 174,
175, 812

University of Grenoble Alpes 4, 30
University Of Haifa 1137
University of Hawaii 467, 738
University of Hawaii at Manoa 219
University of Hawaii John A. Burns
School of Medicine 219

University of Hawaii, John Burns School
of Medicine 467, 738

University of Hawaii, Manoa 467, 738
University of Illinois at Chicago 52, 140,
658

University of Illinois at Chicago College
of Medicine 434

University of Illinois at Chicago, College
of Medicine 52, 64, 140, 141, 434, 435,
658

University of Insubria 672
University of Iowa 368, 804, 839, 840,
858

University of Iowa, Institute for Clinical
and Translational Science 839, 840

University of Kansas 112
University of Kansas Medical Center 112
University of Kentucky 186, 396, 426, 475,
476, 739, 1127, 1155

University of Kentucky College of
Medicine 739

University of Kentucky College of
Pharmacy 503, 1045

University of Kentucky HealthCare 503,
1045

University of KwaZulu-Natal 362
University of Lille 630
University of Maryland 56, 520, 687
University of Maryland Department of
OBGYN 510

University of Maryland Department of
Obstetrics, Gynecology and
Reproductive Sciences 479, 540
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University of Maryland Medical Center
469, 497, 614, 1191

University of Maryland Medical System
497, 1191

University of Maryland School of
Medicine 510, 724

University of Maryland School of
Pharmacy 630

University of Maryland, School of
Medicine 67

University of Massachusetts Chan
Medical School 202, 493, 677, 697

University of Massachusetts Chan School
of Medicine 202, 493, 677, 697, 982

University of Massachusetts, Lowell 854
University of Miami 455, 512, 757, 1008
University of Miami Health System 113,
114, 394, 395

University of Michigan 26, 38, 174, 175,
208, 306, 324, 479, 527, 528, 540, 729,
800, 843, 860, 972, 1000, 1003

University of Michigan Health-Sparrow
528

University of Michigan Hospital 38, 69,
860

University of Michigan Medical Center
26, 38, 69, 92, 320, 479, 528, 843, 860

University of Michigan Medical Center,
Department of Obstetrics and
Gynecology 479, 527

University of Michigan Medical School
208, 324, 527, 800

University of Minnesota 106, 180, 242,
348, 349, 363, 370, 439, 505, 506, 538,
623, 624, 631, 644, 901, 913, 1006, 1007

University of Minnesota Medical Center
1006

University of Minnesota Medical Center/
Minneapolis VA Healthcare System 106

University of Minnesota Medical School
348, 349, 1006, 1007

University of Mississippi Medical Center
307, 461, 722

University of Missouri - Kansas City 533,
903

University of Missouri Kansas City 362
University of Missouri Kansas City
School of Medicine 362

University of Missouri-Kansas City 1062
University of Missouri-Kansas City/Saint
Luke’s Hospital 707

University of Montreal 1179
University of New Mexico 17, 832, 1079
University of North Carolina 6, 7, 44, 61,
73, 75, 78, 82, 83, 192, 193, 373, 374, 423,
424, 439, 483, 558, 641, 654, 655, 705,
735, 911, 1104, 1119

University of North Carolina - Chapel
Hill 245, 246
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