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ABSTRACT METHODS RESULTS
Preterm delivery (PTD) continues to be the leading cause of infant 1 D e i etens e & history of oior SPT trested with 177 Table 3.Gestational Age at birth vs. Gestational age at treatment start
ata Collection ety

mortality worldwide. A major risk factor is a prior spontaneous PTD (SPTD). S e o) 7S [ e ey ST e B A G Gestational Age at < 37 weeks 37 weeks or more

Several StUdIeS have been COndUCtEd tO evaluate the efflcacy Of 17-P n 2 V . bl e Record review to obtain information concerning prior SPTD and gestational age, when beginning Of
preventing recurrent PTD (RPTD) Wlth COnﬂiCting re5U|tS. In Puerto Rico . Variables patient started 17-P, when she gave birth, and how many doses were administered treatment

(PR) the prevalence Of PTD Wh|Ch Was 198% in 2008 haS decreaSEd tO 11% e Wilcoxon Matched-Pairs Signed rank test 16 3 20 Weeks 34 63% 1 616 65 37%

in 2019. In 2009, an island wide program of homecare administration of 3. Statistical Evaluation ® Perfomed by Stephanie Rociguez-Gal, Biostatistcs Expert 21 a 30 weeks 239 32 34% 500 67.66%

17-P was instituted. The purpose of this study is to determine the efficacy | |
Total 1,095 2,116

of 17-P in preventing RPTD in patients with prior SPTD. A retrospective RESULTS
review of Hispanic women with singleton pregnancy and history of . Table 4. Gestational Age at birth

orevious SPTD <37 weeks (n=3,344) treated between 2015 to 12/2019 was . frl]nce tlhere are no control groups, patients were compared against Gestational Age
emselves

erformed. The patients received 17-P 250mg IM weekly starting ideally at
P p 5 .y 5 y. * WGA was subdivided into 5 categories to show the prolongation in weeks of <32 weeks 253 7.57%
16-20 weeks until 36 weeks. Most data was prospectively collected with , , , , K 1 o
| . A . - Gestational Age at delivery as compared to the lowest birth date as seen in <35 weeks 533 5.94%

retrospective record review for missing information. Institutional IRB
. . L Table 1 < 37 weeks 1,130 33.79%
approval was obtained. Results show that previous preterm deliveries: Dravi _ divided into 3 mai t , . , X
1=81%; >11=19%. Mean doses administered: 15.7 and mean GA at start of FEVIOUsS preghancies Were aivided Into 3 Maih CategOories as tah be seen 1n 37 — 42 weeks 2,214 66.21%

Table 2. The results had a statistically significant effect on Gestational Age at

treatment: 18.6 weeks. PTD <37 weeks: 33.8%. Prolongation of pregnancy dol . < of brol .
compared to earliest PTD was 6.2 weeks (95% Cl 6.1-6.5) and last PTD was I\/Ie |verdy n we? 1570P p(rjo onsd |or(1j < CONCLUSIONS
5.6 weeks (95% Cl 5.4-5.8). No correlation of the incidence of PTD with ean doses o 1/-F administered was 15.

maternal age or weight found. This preliminary data shows that treatment | = Viean Gestational Age at start of treatment was 16.6 weeks * Preliminary Cata shows that treatment with 17-P'led to prolongation of
with 17-P led to prolongatio.n of pregnancy of at least 5 weeks when * 81% of patients had 1 previous PTD while 13% had 2 or more PTD’s pregnancy ot at feast 5 weeks when comparing patients to their own
i .. : previous PTD
comparing patients to their own previous PTD. Although data on neonatal | Table 1. Pregnancy prolongation in weeks by Weeks Gestational Age of lowest ) , ]
outcome was not available, 5-6 weeks prolongation of pregnancy can be birth dat glzl}ggggtigstzfo;wrer;ca)]:itlaIcazurgrzfp;/\(/jzdnf; ::;Iilf??a:re{ﬂys c?ersg::
expected to significantly decrease morbidity and mortality. Weellz)swc;eiit;:rl':)hn:llafege of -n Cl 95% morbidity and mortality
BACKGROUND 15.610, * Approximately 80% of patients started treatment at recommended GA,
- o - | o | 16 to 20 weeks 16.33 0.361 17 039 however, there was no relation seen on statistical evaluation of GA at
* Despite improvement in pediatric and perinatal care for premature the beginning of treatment when compared to GA at the moment of
babies and the overall reduction of perinatal mortality, preterm delivery 71 to 24 weeks 405 13 30 0.751 12.803, delivery
has an increasing trend and continues to be a leading cause of perinatal 13.790 * It’s important to consider that PTD conditions are unknown and
mortality 25 to 28 weeks 422 9.897 0.200 9.503, 10.291 medically indicated delivery should be considered as a factor in some
. Pre.gnancy history is. important as ratio of previous term or preterm 29 to 32 weeks 587 5 435 0.160 5.120, 5.749 patients
s/le“l\f?’ aer::jt.s thhe r'SkbOf Suzsequi”t PT[I) e o R 33 to 36 weeks 1,604 2.004  0.073 1.860,2.147  Further studies are warranted which take into account medically
: uitiple stuaies nave been done 10 evaluale the €iricacy o alpha indicated PTD and data showing patient’s comorbidities which are risk
hydroxyprogesterone caproate (17-P) in preventing preterm delivery in Table 2. Prolongation of pregnancy in weeks factors for PTD
different stances, all with conflicting results Average in Cl 95%
A study in 2003 showed that patients with singleton pregnancies and weeks ° REFERENCES
prEViOUS PTD that reCEiVed WGEkly injECtionS Of 250mg 17'P Starting at M 1. Greene, M.F., MD. (2003). Progesterone and Preterm Delivery — Déja vu All Over Again. N Engl J Med 348; 24. 2453-2455.
16-20 weeks of gestational age until 37 weeks, had reduced risk of PTD | | renemp o 3301 565 0110 5433,5863 | =Moo s a7
by 30_40% and reduced risks Of NEC, |VH and need fOr supplemental Under treatment vs. Lowest 3 301 624 0111 6019 6454 3. gﬂgsl\;le?:iecgn;/njc.;ggécccssgs,llgé;l\gl.?I;I;G,A.‘erric_):;g:,el;{lD., Leet, T. PhD. (2007) Recurrence Risk of Spontaneous PTB. American Journal of

4. American College of Obstetricians and Gynecologists. (2012). ACOG Practice Bulletin No. 130: Prediction and Prevention of Preterm

Oxygen . Birth. Obstet Gynecol
e . . . Under treatment vs. Highest 3,301 5.25 0.108 5.035, 5.460 . ' - - _
* In 2009, an initiative for 17-P was implemented in Puerto Rico. Under treatment ve szrage 3'301 c 74 0107 &5 27' S 946 > Capraate, N gl Mo 348, 24, 2375 2985, e Preterm Beivery by 17 Algha-ydroyprogesterone
: : : : . . . . 6. Grobman, W.A.,,MD, MBA, E. Thom, PhD, C. Y. Spong, MD, J. D. lams, MD, G. R. Saade, MD, B. M. Mercer, MD, A.T.N. Tita, MD, D. J. Rouse,
However’ no StUdles have been made In PuertO RICO regardlng the USE | f d b ’ h d ’ d h MD, Y. Sorokin, MD, R. J. Wapner, MD, K. J. Leveno, MD, S. Blackwell, MD, M. S. Esplin, MD, J. E. Tolosa, M.D., M.S.C.E., J. M. Thorp Jr,,
_ " " " ® I I MD, S. N. Caritis, MD, J. P. V. Dorsten, MD, (2012). 17-alpha hydroxyprogesterone caproate to prevent prematurity in nulliparas with
Of 17 P and the preventlon Of preterm dellverles NO corre .athn W.aS oun etween t € tlme treatment was Sta rte an t € cervical length. Am J Obstet Gynecol; 207(5): 390.e1-390.e8. doi:10.1016/j.ajog.2012.09.013
e |n 2019 3 Similar Study: 17-OHPC to Prevent Recurrent Preterm Blrth N GA at d@hvery as ||Iustrated on Table 3 7. Senat, M.V,, P. Deruelle, N. Winer, P. Rozenberg. (2013) Prevention of preterm delivery by 17 alpha-hydroxyprogesterone caproate in
, . . . asymptomatic twin pregnancies with a short cervix: a randomized controlled trial. American Journal of Obstetrics and Gynecology.
Singleton Gestations (PROLONG Study): A Multicenter,International, * Although we can’t say duration of treatment is correlated to GA at birth, we 208;1. 3
Randomized Double-Blind Trial, was conducted and found that 17-OHPC saw that almost 2/3 of patients reached 37 weeks as evidenced by Table 4 ACKNOWLEDGEMENTS
did not decrease recurrent PTB and was not associated with increased | ¢ While most patients started treatment between 16-20 weeks and received ,
fetal/early infant death. The study lacked a distinct population which an average of 16-21 doses of 17-P there was no correlation found between | Collaborators: [Vita Healthcare] J.5algado Morales,MD; A.Velez, MD; M.

could explain findings number of doses and GA at birth M.Avilés, LND,MEd



