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ABSTRACT & COMMENTARY

17 P vs. Vaginal Progesterone
By John C. Hobbins, MD 

Professor, Department of Obstetrics and Gynecology, University of Colorado School of Medicine, Aurora 

Dr. Hobbins reports no financial relationships relevant to this field of study. 

SYNOPSIS: A recent randomized study suggested that vaginal progesterone is at least as good as, and may be superior to, intramuscular 
17 alpha-hydroxy progesterone caproate in preventing recurrent preterm birth, but shortcomings in the study indicate that more 
investigation is needed.

SOURCE: Saccone G, Khalifeh A, Elimian A, et al. Vaginal progesterone vs intramuscular 17 alpha-hydroxy progesterone caproate 
for prevention of recurrent spontaneous preterm birth in singleton gestations: Systematic review and meta-analysis of randomized 
controlled trials. Ultrasound Obstet Gynecol 2017;49:315-321.

Preterm birth (PTB) is the leading cause of perinatal 
morbidity and mortality, and until 2003, when 
Meis et al1 demonstrated benefit in preventing 

PTB with 17 alpha-hydroxy progesterone caproate 
(17 P), no real preventive options had been available. 
Vaginal progesterone came on the scene later.2 Although 
the investigative focus of the sentinel 17 P study was to 
prevent recurrent PTB, vaginal progesterone studies mostly 
have been directed toward patients with short cervices, 
regardless of history.

Thus far, the efficacy of the two methods has been based 
on comparisons with placebos. However, Saccone et 
al recently conducted a meta-analysis in which the two 
methods of progesterone delivery were pitted against each 
other in patients with a history of PTB. The authors found 

three studies from hospitals in the United States, Saudi 
Arabia, and Iran that met their inclusion criteria. The meta-
analysis contained a total of 680 patients who had prior 
PTB. These patients were given weekly injections of 250 
mg of 17 P or either 90 mg, 100 mg, or 200 mg delivered 
vaginally daily. The medications were started between 14 
and 20 weeks and continued until 36 weeks. The authors 
were interested in the incidence of spontaneous delivery 
at varying gestational ages, newborn special care unit 
(NBSCU) admissions, and side effects.

The vaginal progesterone had significantly lower rates of 
PTB < 34 weeks (17.5% vs. 25%; relative risk [RR],  
0.71; 95% confidence interval [CI], 0.53-0.95) and  
< 32 weeks (8.9% vs. 14.5%; RR, 0.62; 95% CI, 0.40-
0.94). Interestingly, if using < 37 weeks and < 28 weeks, 
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there were no significant differences. Vaginal 
progesterone had lower rates of NBSCU 
admissions (18.7% vs. 23.5%; RR, 0.63; 95% 
CI, 0.47-0.83). Also, vaginal progesterone 
had a lower rate of “adverse drug reactions” 
compared with 17 P (7.1% vs. 13.2%; RR, 
0.53; 95% CI, 0.31-0.91).

n COMMENTARY
I have chosen this study for two reasons:  
1) to use it as a springboard for discussion of 
the benefits and shortcomings of meta-analyses, 
and 2) to discuss an option to the standard, but 
expensive and sometimes uncomfortable, use 
of 17 P in patients with a history of previous 
PTB.

The advantage of a meta-analysis is that by 
increasing the number of collected patients, 
one can enhance the ability to attain statistical 
significance when individual studies are 
underpowered to do so. The shortcoming is 
that incorporating the warts of one or more of 
the weaker studies taints the whole study. The 
way to assure the quality of any meta-analysis 
is to carefully and objectively select the studies 
at the front end and to subject the findings to a 
rigorous critique once the analysis is complete.

The authors found only five studies in the 
literature that even dealt with the comparison 
between 17P and vaginal progesterone and 
immediately excluded two for obvious reasons. 
Then, at the completion of the study, the 
authors applied a Cochrane-fashioned tool to 
assess the quality of the evidence based on the 
number of limitations and biases incorporated 
into the studies (the GRADE approach).

In this study, the findings that attained 
statistical significance were a lower rate of 

PTB at < 34 weeks and at < 32 weeks, as well 
as a lower risk of NBSCU admissions and 
adverse reactions with vaginal progesterone. 
On the surface this may seem compelling, 
but the above findings were GRADE-rated 
as being either “low quality of evidence” or 
“very low quality of evidence” — meaning that 
further investigation would be needed before 
solid conclusions could be made regarding 
the superiority of vaginal progesterone in this 
setting. In fact, “it is possible, or even likely,” 
that the conclusions could be reversed. This 
is not surprising because of the heterogeneity 
of the study populations, the three different 
vaginal progesterone doses used, the low 
number of patients enrolled in one study, and 
only one of the three studies attained statistical 
significance for any of the PTB variables.

So, what can we take away from this imperfect 
study? I think we can say that vaginal 
progesterone could be better, but certainly 
seems no worse, than 17 P in preventing 
recurrent PTB while causing fewer side effects. 
Therefore, while waiting for more evidence to 
surface, vaginal progesterone may represent 
a viable alternative to 17 P — a sometimes 
uncomfortable and expensive method that 
attained favor simply by being the first one on 
the block to show benefit.  n
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Video Colposcopy:  
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Dr. Allen reports she is a Nexplanon trainer for Merck, and has served as a consultant for Bayer 
and Pharmanest.

SOURCE: Hilal Z, Alici F, Tempfer CB, et al. Video colposcopy for reducing patient anxiety during colposcopy: 
A randomized controlled trial. Obstet Gynecol 2017;130:411-419. 
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SYNOPSIS: This German randomized, controlled trial of 225 women naïve to colposcopy found that video colposcopy did not reduce 
patient anxiety during the procedure. However, the authors found that the real-time video feed increased participants’ understanding of 
their disease.

This is a randomized, controlled trial conducted at 
two sites in Germany of video colposcopy among 

women presenting for their first colposcopy. Investigators 
recruited adult non-pregnant women without HIV 
or known depression or anxiety disorders. One male 
gynecologist at each site performed all the colposcopies. 
The researchers administered to participants the State-
Trait Anxiety Inventory, a questionnaire that consists of 40 
items that measure baseline (trait) and situational (state) 
anxiety. A higher score indicates higher anxiety levels, with 
a score of more than 40 typically representing clinically 
significant symptoms. All women received a pamphlet on 
cervical dysplasia, human papillomavirus infection, and 
the colposcopy procedure. Women randomized to video 
colposcopy were able to see the colposcopy performed on 
their cervix on a 45-inch video screen. The colposcopic 
findings were discussed with the patient while she viewed 
the screen, and the video was turned off prior to any 
biopsies. Women who were randomized to the comparison 
group did not have video colposcopy and any findings 
were discussed with them after the procedure. No Monsel’s 
solution or other hemostatic agents were applied, and 
the speculum was removed after the biopsies were taken. 
Afterward, participants filled out the State-Trait Anxiety 
Inventory once more to assess their situational anxiety, 
pain, and satisfaction levels. Women randomized to 
video colposcopy also filled out a questionnaire assessing 
their level of anxiety and discomfort watching the video 
feed as well as whether they felt the images helped them 
understand their disease better. The primary endpoint 
was the change in situational anxiety before and after the 
procedure.

A total of 225 women met inclusion criteria and were 
enrolled in the study, 114 to video colposcopy and 111 in 
the control group. After excluding nine women for protocol 
violations, 216 women were included in the analysis. There 
was no difference between the two groups in baseline 
anxiety, age, parity, or education level. There was no 
difference between the two groups in terms of the primary 
outcome (change in anxiety -10.3 vs. -10.3; P = 0.50); 
essentially, both groups had an equal reduction in anxiety 
post-procedure. There was also no difference in pain scores 
during the procedure, pain scores 10 minutes after the 
procedure, or satisfaction with the procedure. In multiple 
regression analyses controlling for study group, study center, 
age, body mass index, parity, level of education, presence 
of chronic allergies (which the authors thought would be 
associated with comfort with the medical system because 
of frequent visits), and smoking, smoking was the only 
independent variable that consistently was associated with 
change in anxiety score. Baseline anxiety levels also were not 
related to any anxiety-reducing effect of video colposcopy. 
For women who watched the video, there was negligible 
discomfort or anxiety but a high rating for its importance in 
understanding their disease. 

n COMMENTARY
Proven interventions to reduce pain and anxiety during 
colposcopy are few. Understandably, women are very 
anxious when presenting for colposcopy, as many are 
under the false belief they already have cervical cancer. Past 
studies have evaluated music, informational pamphlets, and 
educational videos for reducing patient anxiety. A 2011 
Cochrane review on the subject concluded that music was 
the best intervention to reduce anxiety.1 A previous study 
on video colposcopy was not included in the Cochrane 
review because it was quasi-randomized and allocation 
concealment was poor.2 Nevertheless, this study of 81 
women showed a benefit to video colposcopy in reducing 
anxiety. The authors of the current study wanted to test 
video colposcopy again in a larger trial for its effect on 
anxiety. 

In this study, the authors showed that video colposcopy did 
not reduce anxiety in patients undergoing the procedure. 
This study has several strengths, including limiting the 
number of colposcopists, randomization, and an objective 
measure of anxiety. Both groups had a reduction in anxiety 
post-procedure, which makes sense. It would have been 
interesting if they had analyzed the data according to the 
severity of the referral Pap smear to see if that influenced 
anxiety levels. The authors did note that patients believed 
that video colposcopy helped them understand their disease 
and it certainly is not harmful. I found it fascinating that 
German practice seems to be to not apply any hemostatic 
agents after cervical biopsy. 

Other interventions studied for pain and anxiety during 
colposcopy include visual distraction with a ceiling picture, 
topical anesthetics, injected anesthetics, and forced coughing 
with the biopsy. Visual distraction using a light diffuser 
with a pleasant picture over the ceiling light was found to 
reduce procedure pain slightly (median pain score of 1 vs. 
2 on a 0 to 10 scale) but not anxiety.3 A 2012 Cochrane 
review concluded that oral analgesia treatments, such as 
nonsteroidal anti-inflammatory drugs, topical lidocaine/
prilocaine cream, and lignocaine or benzocaine sprays, were 

[It is not necessary to run out and buy a 

video colposcopy system for your office  

to improve patients’ pain and anxiety  

with colposcopy. However, it certainly  

is helpful for patient, resident, and  

student education.]
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ineffective strategies for pain control during colposcopy.4 
Injected lidocaine is effective in reducing pain with cervical 
biopsy but probably is no more effective than forced 
coughing, and the injection prolongs the procedure.5,6 
In sum, it is not necessary to run out and buy a video 
colposcopy system for your office to improve patients’ pain 
and anxiety with colposcopy. However, it is certainly helpful 
for patient, resident, and student education.  n
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ABSTRACT & COMMENTARY

Is Bariatric Surgery the Antidote  
for Female-associated Cancers?
By Molly Brewer, DVM, MD, MS 

Professor and Chair, Department of Obstetrics and Gynecology, Division of Gynecologic Oncology, University of 
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SYNOPSIS: This study investigated gastric surgery as a prevention for female-associated cancers. Women with a body mass index of  
≥ 38 kg/m2 who had surgery had an average of 28 kg of weight loss compared to the control group. This resulted in a statistically significant 
decrease in endometrial cancer.

SOURCE: Anveden A, Taube M, Peltonen M, et al. Long-term incidence of female-specific cancer after bariatric surgery or usual care in the 
Swedish Obese Subjects Study. Gynecol Oncol 2017;145:224-229.

In the March issue of Gynecologic Oncology, a team from 
Sweden reported on the long-term incidence of female 

specific-cancer in women undergoing bariatric surgery. 
The Swedish Obese Subjects study was a prospective, 
matched, cohort trial comparing bariatric surgery to the 
standard of care, which was either medical counseling or 
no additional treatment. Criteria for inclusion in the study 
included women between the ages of 37-60 years with a 
body mass index (BMI) > 38 kg/m2. Several different types 
of bariatric procedures were performed including gastric 
banding (18%), vertical banded gastroplasty (68%), and 
gastric bypass (13%). Women in the gastric surgery group 
lost a mean of 28 kg at one year, 21 kg at five years, and 
21.5 kg at 10 years compared to women in the nonsurgical 
group, who did not lose weight. Overall, the associated 
cancer risk was reduced in the surgery group (hazard ratio 
[HR], 0.71; P < 0.001), and the female-associated cancer 
risk was 0.68 (P = 0.004). Breast and endometrial cancer 
were the most common female-associated cancers in this 
study, but the HR indicating protection from gastric surgery 
was significant only for endometrial cancer (HR, 0.56; P = 
0.014). Although breast cancer incidence was reduced in the 
surgery group as well, it did not reach statistical significance. 
In an accompanying editorial, Peter Argenta suggested 
that current weight loss approaches are ineffective, given 
that the women did not lose weight in the nonsurgical 

group. He also suggested that “bariatric surgery remains, 
at present, the single best option for rapid, significant, and 
prolonged weight loss,” although he did express the caveat 
that the morbidity and cost of surgery are high and must be 
balanced against benefit.1

Obesity is a chronic, relapsing disease that is poorly 
understood. Genetics, epigenetics, response to food, and 
environmental conditions are all causative agents of obesity.2 
Given that the current epidemic is starting at younger 
ages and often occurring in utero, intervention needs to 
be started earlier. A healthy lifestyle with a healthy weight 
should be introduced at an early age, and regular exercise 
should be incorporated into basic health recommendations. 
Food often satisfies the same pleasure centers as those 
activated by substance abuse, and food provides pleasurable 
rewards from eating, which is one reason weight loss 
and lifestyle changes are so difficult to achieve.2-4 The 
availability of relatively low-cost fast foods, which are high 
in carbohydrates, salt, and fat, increases the appeal of these 
foods and is one of the major drivers of obesity.2 In addition, 
heritable factors account for 40-80% of the difference in 
BMI in adult life.5 Body composition, distribution of fat, 
and visceral fat deposition after periods of overeating share 
a similar genetic component.5
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n COMMENTARY
Given that obesity is multifactorial, gastric surgery is a 
more immediate approach to weight loss than the more 
difficult approach of lifestyle change. There are a number of 
obstacles and misconceptions about nutrition and healthy 
eating in many cultures, as well as an overall decrease in 
physical activity among both adults and children. Obese 
parents influence similar patterns of eating and exercise 
in their children, leading to obese children. Common 
misconceptions, such as babies are healthier if they are 
heavier or the sensation of hunger needs immediate 
satisfaction, perpetuate habits that lead to obesity. Epigenetic 
factors, such as methylation markers that track with future 
obesity (ANK3, CDKN2B, CACNA1G, IGDCC4, P4HA3, 
ZNF423 and MIRLET7BHG) from in utero exposure, 
increase the probability that their children will become 
obese.6 Although bariatric surgery is associated with cancer-
reducing benefits, it comes with a cost. Many believe that 
gastric surgery is a panacea for lifestyle change, yet it is 
associated with significant cost in terms of morbidity and 
sometimes mortality. We have developed into a society that 
wants an operation or a pill to fix disease rather than taking 
personal responsibility for our health. We need to develop 
comprehensive approaches to addressing this epidemic 

rather than relying on surgical means, which often fail in 
the end. Increasing the physical activity of our children and 
young adults, teaching healthy eating with moderation, and 
understanding the psychological dependence on food will be 
necessary to alter this epidemic that is increasing at such a 
rapid rate. As healthcare providers, it is up to us to challenge 
our patients to improve their health.  n
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Earlier this year, I reported on reproductive health policy 
changes proposed by the Trump administration that 

threatened to eliminate the family planning safety net 
by defunding Planned Parenthood and abolishing the 
contraception coverage mandate of the Affordable Care 
Act (ACA). Since taking office, the new administration has 
double-downed on these positions, and made administrative 
changes that undermine international family planning 
efforts by reintroduction of the global gag rule. Together, 
these domestic and international policies will reduce access 
to necessary family planning services and likely increase 
unintended pregnancy and abortion. In the wake of these 
discouraging developments, many states have quietly 
advanced legislation to mandate contraceptive coverage 
even if Congress repeals the protections of the ACA. 
Symptoms of these changes — a patchwork of laws around 
the country — have contributed to confusion among many 
women. Internationally, a reduction in U.S. support for 
family planning sends the wrong message to conservative 

governments opposed to contraception. The resulting 
undesired births threaten to further destabilize failed states 
and increase the pressure for economic migration. Many 
of these policy shifts have occurred through the action 
of deeply conservative political appointees unaffected by 
the political storm enveloping the executive branch and 
occupying the bandwidth of the media. We must return to 
a respect for evidence and facts, and women’s healthcare 
providers must use every opportunity to educate the public 
of the dire consequences of policy changes that endanger 
women’s health domestically and abroad.  

The Trump administration has made good on a number 
of promises to roll back reproductive rights. As clinicians, 
we need to fight back to ensure access for our patients to 
essential services. This article seeks to document where we 
stand as of summer 2017, and present opportunities for 
engagement. 
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THE GLOBAL GAG RULE
Trump signed an executive policy to re-institute and 
expand antiabortion restrictions in U.S. foreign aid. The 
United States first instituted these policies under the Reagan 
administration in 1984 (Mexico City policy). The order 
bans U.S. assistance for family planning programs overseas 
to foreign nongovernmental organizations that used their 
own non-U.S. government funding to provide abortion 
services, information, counseling, or referrals, or to advocate 
for liberalizing or otherwise improving their country’s 
abortion laws. Since then, the restrictions have been lifted 
by every Democratic president, and reinstated by every 
Republican. Congressional approval is not required.

The ruling affects more than a billion women in 64 
countries, disrupting critical healthcare services that also 
provide maternity services and response to outbreaks such 
as Zika virus.1 Removing U.S. funding from clinics disrupts 
long-standing relationships and encourages anti-family 
planning agendas in many nations with high fertility rates. 
Simply said, this is the wrong message delivered at a critical 
time when nations desperately need to empower women 
and stabilize populations to improve standards of living 
and reduce poverty. Evidence supports that the global gag 
rule increases the risk of unplanned pregnancy and illegal 
abortion, both negative consequences for maternal health. 
I imagine how the world must look at our policy. We turn 
our backs on family planning assistance, an action that 
will increase fertility and poverty, and lead to economic 
migration. We propose to build a wall around our wealth 
and increase trade barriers to further impoverish many low-
income nations. We complain about illegal immigrants.

THE SUPREME COURT
The confirmation of Neil Gorsuch to the Supreme Court 
fulfilled a campaign promise by President Trump and the 
Republican-controlled Congress. Delivery of this Supreme 
Court seat to a pro-corporate conservative justice will 
threaten reproductive rights and meaningful campaign 
finance reform laws for a generation. Although many argue 
that the confirmation of Gorsuch simply returns the balance 
of power to that seen with Anthony Scalia, this cannot 
be viewed as positive for women. States continue to pass 
significant restrictions on abortion access, and, undoubtedly, 
we will see a law that threatens to invalidate Roe v. Wade 
to the court. A missed opportunity to create a firewall for 
abortion rights through a shift in power in the court means 
that advocates must continue to invest significant resources 
to strategically fight restrictions at the state level. Clinicians 
need to educate their patients and communities of the 
importance of abortion rights and donate to these causes.

CHANGES IN CONTRACEPTION COVERAGE
The house passed the American Health Care Act (AHCA), 
the repeal and replace legislation for the ACA. Let’s review 
how the provision for subsidized private plans helped more 
people get coverage under the ACA.2 Between 2013 and 
2015, the proportion of women 15-44 years of age who 
were uninsured fell by 36%. Allowing states (31 states and 
the District of Columbia) to expand Medicaid eligibility 

to individuals with incomes up to 138% of the federal 
poverty level has been a particular benefit to single women. 
Individuals with incomes between 100% and 400% of the 
federal poverty level get refundable tax credits to lower 
the cost of their monthly premiums. Even without repeal 
of the ACA, the Trump administration has created market 
uncertainty resulting from concern over the future of these 
reforms, causing major insurers to withdraw from the 
exchanges. This may accelerate efforts to pass substitute 
legislation that will increase the number of uninsured and 
eliminate comprehensive coverage for family planning. 

The ACA mandated that marketplace plans cover core 
sexual and reproductive health services. All marketplace 
plans must cover a set of 10 “essential health benefits,” 
including maternity and newborn care. This requirement 
has resulted in more comprehensive coverage for everyone. 
Prior to the ACA, only 12% of individual private insurance 
plans provided comprehensive maternity coverage and 
79% provided no coverage. Although members of 
some communities have focused on the requirement for 
mandatory contraception coverage as a reason to oppose 
the ACA, as clinicians we should understand how these 
comprehensive requirements support the reproductive life 
cycle needs of our patients. It is also important to note that 
the ACA does not mandate coverage for abortion or use 
federal funds for abortion care. Although many advocates 
(including me) would argue strongly for inclusion of 
this coverage, abortion has never been part of the ACA, 
so objections to family planning services, which reduce 
the number of abortions,3 ring hollow. As obstetricians 
and gynecologists, we should strongly advocate for 
comprehensive family planning and maternity care. The 
American Congress of Obstetricians and Gynecologists 
(ACOG) agrees with me. ACOG President Haywood 
Brown reported in the June 2017 edition of ACOG News 
that the Trump administration may soon move to dismantle 
the ACA provision for no-cost access to contraceptive 
coverage. In the words of Brown: “This move, coupled by 
House passage of the American Health Care Act, exhibits a 
deep disregard for women’s health.” 

Estimates from the Congressional Budget Office suggest that 
the AHCA would increase the number of uninsured by 14 
million one year after enactment and 23 million over the 
next decade.4 Premiums would increase and benefits would 
decline. Maternity coverage in states that do not require this 
as an essential health benefit could increase by as much as 
$12,000 per year. As I write this, the prospect for repeal and 
replacement of the ACA in the Senate seems slim given the 
failure of the “skinny” repeal by one vote, but this does not 
erase the concern for selective reductions in coverage that 
harm women through a Senate bill. The administration has 
indicated a willingness to collapse the ACA through non-
enforcement of the insurance mandate and by withholding 
subsidies to insurers intended to stabilize the market.  

STATE-LEVEL CHANGES
Even in the absence of repeal of the ACA, administrative 
actions may lead to a dramatic race by conservative states 
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to further erode reproductive health coverage. Texas has 
requested a waiver from the Trump administration to 
reinstate federal Medicaid funds forfeited in 2011, when the 
state excluded all organizations that perform or “promote” 
abortions, including Planned Parenthood, from participating 
in the program. As a result, tens of thousands of low-income 
Texas women have lost access to family planning and other 
preventive services. If Texas is successful, other states may 
follow this lead. See the March issue of OB/GYN Clinical 
Alert for more details on the vital importance of Planned 
Parenthood clinics.5

On the positive side, many states have passed legislation to 
ensure reproductive health coverage even if changes occur 
at the national level. On June 9, Nevada’s Republican 
Governor Brian Sandoval signed legislation requiring 
insurers to cover 12 months of birth control at a time, with 
no copayment, joining 28 other states with contraception 
equity laws.6 I encourage all of you to contact your elected 
officials to demand adoption of a similar measure in your 
state.

ABORTION COVERAGE
A sad fact is that the public policies proposed by the Trump 
administration will disproportionately burden the poor. 
Many Americans with employer-based health insurance 
feel insulated from the effect of policy changes, as they do 
not see themselves at risk. Conservative think tanks have 
successfully promoted a narrative of tax burden, wasteful 
spending, and government incompetence. We then elect 
conservative leaders who reinforce this illusion by cutting 
taxes, thereby reducing our social safety net and increasing 
stress on the system. The erosion of public education and 
public health significantly reduce the opportunity to move 
out of poverty.

Abortion providers will talk about the two kinds of 
women who seek abortion: poor women with unintended 
pregnancy who need routine abortions, and well-to-do 
women who require “special” abortions for unintended 
pregnancy due to “unique” circumstances. This entitled 
class around the world always has and always will have 
access to abortion care, regardless of the law. 

A third type of patient has become increasingly common: 
women with desired pregnancies with serious fetal 
chromosomal or developmental abnormalities. The 
decision to choose abortion in the setting of a deeply 
desired pregnancy requires tremendous courage. I have 
spent hours counseling couples on options for these tragic 
losses. It boils my blood that referrals frequently come from 
qualified obstetricians practicing in Catholic hospitals. This 
seems like abandonment by the physician in a moment 
of deep emotional vulnerability. Why do clinicians offer 
testing, including invasive procedures like amniocentesis, 
if they cannot provide counseling and services in the event 
of an abnormal outcome? In my state of Oregon, women 
(including those on Medicaid) typically have healthcare 
coverage for abortion. Imagine providing information on a 
lethal fetal anomaly to one of your patients and discovering 

that her insurance cannot cover an abortion procedure for 
any indication?  

The AHCA includes language barring federal money from 
being used to support any private insurance plan that covers 
abortion6 — any abortion for any indication. Since only 
those plans that did not include abortion coverage would 
be eligible for federal tax credits, it seems likely that no 
plans in the individual market would include this coverage. 
Although women would be allowed to purchase a separate 
rider for abortion care, few would likely do so as most don’t 
anticipate the need. Even if you don’t provide abortion care, 
consider how that might affect your practice.

Perhaps this is your current reality. Twenty-five states bar 
abortion coverage in the ACA’s insurance marketplaces, 10 
additional states bar abortion coverage under any private 
insurance plan the state regulates, and 21 states specifically 
bar abortion coverage for public employees.7 Including 
military and federal employees further increases the 
coverage gap.  

About four in 10 privately insured abortion patients use 
insurance to pay for the procedure.6 Although the average 
cost of $500 for a first-trimester abortion represents a 
financial difficulty for many low-income women, a second 
trimester dilation and extraction or induction abortion 
could cost several thousand dollars. Imagine the grief facing 
your privately insured patient on the discovery of a lethal 
fetal anomaly at 20 weeks, compounded by the shock of 
learning she will need to pay thousands of dollars out of 
pocket for a necessary healthcare procedure. I doubt most 
couples consider this scenario as they plan pregnancy.

REPEAL OF THE AFFORDABLE CARE ACT
As of July 18, Mitch McConnell withdrew the Senate bill 
to repeal and replace the ACA, after more public defections 
from Republicans indicated that the legislation would not 
pass. McConnell attempted to submit a simple repeal bill, 
but a number of Senate Republicans also refused to support 
this effort (despite voting for repeal during the Obama 
presidency). This initial chapter came to an end with the 
51- 49 vote against the “skinny repeal” bill on July 28.  The 
response from the president: “Let Obamacare fail.” The 
administration can use several approaches (not enforce 
individual mandate, not reimburse insurers for subsidies 
to reduce out-of-pocket costs for low-income patients) 
that would destabilize the insurance marketplace. Will 
Republicans and Democrats work together to protect our 
healthcare system, or will they throw millions of Americans 
under the bus (without insurance coverage!) for partisan 
gain? Compromises that reduce comprehensive family 
planning and maternity benefits will be key for women’s 
healthcare providers.

CONCLUSION
Our lives and practices are busy, and I recognize that 
thorny political discussions are not everyone’s cup of tea. 
However, I strongly believe in our obligation as clinicians to 
improve both individual and public health. The acceptance 
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CME/CE QUESTIONS

[IN FUTURE  
ISSUES] 

Subclinical Hypothyroidism:  
What Is It and When Should We Treat It?

1. Which of the following results were not 
attained in the trial comparing vaginal 
progesterone vs. intramuscular 17 alpha-
hydroxy progesterone caproate for preventing 
recurrent spontaneous preterm birth?
a. A significantly lower risk of preterm birth 
prior to 37 weeks of gestation
b. A lower rate of preterm birth prior to 32 
weeks of gestation
c. A lower rate of newborn special care unit 
admissions
d. 17 P had a higher rate of adverse drug 
reactions
e. All of the above are true

2. The State-Trait Anxiety Inventory measures:
a. past and present anxiety.
b. baseline and situational anxiety.
c. historic and current anxiety.
d. chronic and acute anxiety.

3. According to the study by Anveden et al, 
which of the following is true about gastric 
bypass surgery?
a. It increases the risk of endometrial cancer.
b. It reduces the risk of endometrial cancer.
c. It increases the risk of breast cancer.
d. It reduces the risk of breast cancer.

To earn credit for this activity, please follow these instructions:
1. Read and study the activity, using the provided references for further research.
2. Log on to AHCMedia.com and click on My Account. First-time users must register on the site using the eight-digit 
subscriber number printed on your mailing label, invoice, or renewal notice. 
3. Pass the online tests with a score of 100%; you will be allowed to answer the questions as many times as 
needed to achieve a score of 100%. 
4. After completing the test, a credit letter will be emailed to you instantly.
5. Twice yearly after the test, your browser will be directed to an activity evaluation form, which must be com-
pleted to receive your credit letter.

CME/CE INSTRUCTIONS

of “alternative facts” degrades humanity and 
threatens our society. Reproductive rights have 
not always been a partisan issue. Thirty years 
ago, support for reproductive rights and the 
scientific process was overwhelmingly bipartisan. 
As clinicians and trusted members of our 
communities, we need to heal our society by 
using every opportunity we have to communicate 
facts and combat “alternative facts.” I will repeat 
my words from March: Our collective voices 
have great influence. Silence on these matters 
suggests acquiescence.  n
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