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Table 2: Primary Outcomes: Cases of Superimposed Disease by Type o Antihypertensive Medication Prior to Pregnancy

- p CHTN® no PECY CHTN® carly onset | CHTN® late onset

Type of Antihypertensive (N=185) n (%) PEC® (]\'=45); (%)  PEC(N=92)n(%) | ©Yalue*
Labetalol 33(17.8) 11244 17(185) 0592
Nifedipine 9(49) 367 2(22) 0396
Lisinopril 11(5.9) 367) 837 0693
Amlodi 10(5.4) 2(34) 5(54) 1.000
Hyd fazi 26(14.1) 7(15.6) 12(12.0) 0923
Methyldopa 180.7) 2(39) 2(33) 0205
No medications 81 ($38) 16 (35.6) 47 (5L 0218

*Chi square or fisher exact test was used for categorical data
*Kruskal-Wallis test was used for continuous
a-Chronic Hypertension, b-Preeclampsia

EEl] Management of diabetes in pregnancy during | =
the COVID-19 pandemic at a New York City hospital 1)
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Valhalla, NY

OBJECTIVE: To compare diabetic control and maternal and neonatal
outcomes in pregnant women during the Coronavirus 2019
(COVID-19) pandemic to women managed one year prior.

STUDY DESIGN: This was a retrospective cohort study of pregnant
women with diabetes managed either during the COVID-19
pandemic or one year earlier. Twenty-two gestational and pregesta-
tional diabetic subjects were identified in a city hospital clinic during
the peak of the pandemic in New York City (NYC) from March 15,
2020 until May 31, 2020. Fifty-seven pregnant diabetic subjects were
identified who were managed at this clinic during the same time-
frame in 2019. Demographics and maternal and neonatal outcomes
were collected and compared. Diabetic control was compared by
measuring change in hemoglobin Alc and diabetic medication
regimen at time of delivery. Outcomes documented included mode
of delivery, gestational age at delivery, postpartum hemorrhage,
maternal infection, birth weight, shoulder dystocia, APGAR score
<7, fetal acidosis, NICU admission, neonatal glucose level and
neonatal demise. Secondary outcomes included number of virtual or
in person visits, COVID-19 status, and gestational age at time of the
diabetes diagnosis.

RESULTS: Patients managed during the COVID-19 pandemic had
significantly more telehealth visits and fewer in person visits
compared to the year prior (p<0.001). However, no significant
differences in maternal or neonatal outcomes or diabetic control
were noted. There was no significant change in mode of delivery
(p>0.999), shoulder dystocia (p=0.075), macrosomia (p>0.999),
APGARs (p=0.671) or change in hemoglobin Alc during pregnancy
(p=0.342).

CONCLUSION: There were no significant differences in maternal or
neonatal outcomes or diabetic control for subjects managed during
the COVID-19 pandemic in a NYC hospital. A decreased number of
in person visits, substituted with telehealth visits, had no apparent
negative effect on outcomes or diabetic control.

Table 1: Maternal Demographics

Managed during the Managed prior to the

Variable e o pandemic P value*
pandemic (N=22) n (%) (N=57)n (%)
Maternal Age (years of age) 34 (30.0, 37.0) 34.0 (29.0, 36.0) 0.831
Maternal BMI (kg/m?) 32.5(29.0, 34.0) 33.0 (30.0, 38.0) 0.146
Parity 1.5(1.0,2.0) 2.0(1.0,2.0) 0.888
Pregestational DMP 9 (40.9) 10 (17.5) 0.041
Gestational age at diagnosis of GDM* 27.0 (22.0, 29.0) 27.0 (24.0, 30.0) 0911
(weeks)
Prior Cesarean Delivery 10 (45.5) 20 (35.1) 0.114
Caucasian 1(4.5) 3 (6.0)
Black/African
Race and Ethnicity _ American 4(18.2) 12(240) <0.001
Hispanic 17(77.3) 14 (28.0)
Other 0(0) 21 (42.0)
Thyroid 1(45) IYe) >0.999
CKD? 0(0) 1(1.8) >0.999
s Asthma 2(9.1) 13 (22.8) 0212
Comortidities Psychiatric 3(13.6) 2(35) 0.129
Cardiac 4(18.2) 6(10.5) 0.452
COVID-19° 2(9.1) NA
Virtual prenatal visits 3.0(2.0,4.0) 0 <0.001
In-person prenatal visits 8.5 (6.0, 10.0) 13 (10.0, 16.0) <0.001

Continuous data reported as medians (IQR) unless otherwise specified.

a-Body Mass Index, b-Diabetes mellitus, c-gestational diabetes, d-chronic kidney disease, e- Coronavirus disease
2019

*: Fisher’s exact test was used for the categorical data and Wilcoxon two sample test was used for the continuous
data.

#: Total data is <n.

Table 2: Outcomes

Managed during the Managed prior to the

Variable < i G pandemic P value*
pandemic (N=22) n (%) (N=57) n (%)
O
Cesarean delivcry' 6(33.3) 21 (3638) >0.999
Gestational age at fel:x/‘ery (weeks of 39.6 (38.4, 39.9) 39.0 (38.4,39.7) 0326
gestation)
Diabetic ketoacidosis 0 0
Shoulder dystocia 2(11.1) 2(3.9) 0.075
Postpartum hemorrhage’ 1(5.6) 1(1.8) 0.425
Poslpanum/_mlragantlm maternal 0 11(193) 0.056
infection
Elevated blood pressure at delivery® 2(11.1) 14 (24 6) 0.328
Preterm labor/PPROM™ 1(5.6) 5 (8.8) >0.999
Fetal Outcomes
Fetal weight (grams)’ 3380 (3115, 3985) 3460 (3145, 3840) 0.951
Macrosomia (weight >4000 grams)® 3(16.7) 11 (193) >0.999
APGARs <7 at 5 minutes of life” 2(1L1) 5(8.8) 0.671
Fetal Acidosis (Arterial pH<7.2)" 3(17.6) 21 (389) 0.145
NICU Admissionf 10 (55.6) 36 (643) 0.581
Neonatal demise’ 0 0
Neonatal glucose level’ 50.5 (43.0, 65.0) 48.0 (39.0, 69.0) 0.857
Glycemic Control
Change in HgbA 1P 0.2 (-0.4, 0.5) 0.2 (-0.2,0.6) 0.342
On insulin at time of delivery' 10 (45.5) 20(35.1) 0.444
On Metformin at time of delivery' 3(13.6) 239 0.129

: Total data is <n.

Continuous data reported as medians (IQR) unless otherwise specified.

*: Fisher’s exact test was used for the categorical data and Wilcoxon two sample test was used for the continuous
data.

a- Preterm Premature Rupture of Membranes, b- Hemoglobin Alc

EE] Effect of implementation of a sepsis care

pathway on maternal morbidity in obstetric patients '.)
Elizabeth B. Ausbeck’, Christina T. Blanchard’,

J. Michael Straughn Jr.), Mary Grace Cox?, Jeff M. Szychowskil,
Akila Subramaniam’, Brian M. Caseyl, Alan Tita®

'Center for Women’s Reproductive Health, University of Alabama at
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OBJECTIVE: Sepsis is a leading cause of death worldwide, causing
>10% of US maternal deaths. Early goal directed therapy (EGDT) -
rapid evaluation, aggressive fluids, antibiotics, and source control -
improves outcomes, but data on its efficacy in obstetrics are limited.
Aggressive fluids in pregnancy raises concerns about volume over-
load and hypertension (HTN). In 10/2016, our center implemented
an EGDT sepsis protocol (Code Sepsis) involving a rapid response
team and an EMR bundle to guide providers through treatment

Supplement to FEBRUARY 2021 American Journal of Obstetrics & Gynecology S103


http://crossmark.crossref.org/dialog/?doi=10.1016/j.ajog.2020.12.172&domain=pdf
http://www.AJOG.org

