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long-acting reversible contraception: 
Underutilized in Georgia

Berendena I. Vander Tuig, MD, MPH, Atlanta, GA

long-acting reversible contraceptive 
(larc) methods are becoming 
  more popular in the United 

states. However, as highlighted in a 
recent survey of Georgia physicians, 
larc use is restricted by financial and 
other barriers. 
 According to the Center for Disease 
control’s National survey of Family 
Growth, 5.6% of women using con-
traception were using a larc method 
in 2006-2008, up from 2.4% in 2002. 
larcs include iUDs (Paragard, mi-
rena) and contraceptive implants (im-
planon, Nexplanon). in 2006-2008, 
98% of larc users were using an 
iUD, while 2% were using an implant.
larc methods have a number of 
advantages:
1. they are highly effective, with 

typical-use failure rates less 
than one percent. according to 
recently-published data from the 
contraceptive cHoicE1 project, 
women using pills, patches, or 
rings are 20 times more likely 

to become pregnant as women 
choosing an iUD or an implant.  

2. as their name implies, they are 
long-acting and do not require any 
day-to-day action by the patient.   

3. they are reversible, making them 
an excellent choice for women 
desiring highly effective and long-
term contraception who also wish 
to have children in the future.

4. they have very few contraindica-
tions according to cDc and WHo 
eligibility criteria. the copper iUD 
may be a good option for women 
who have contraindications to 
hormonal methods. the proges-
tin-releasing iUD and implants 
may be good options for women 
who have contraindications to 
estrogen-containing methods.  

5. Progestin-releasing methods can 
be used for reasons other than 
contraception, such as treatment 
of menstrual disorders.

 as with any contraceptive method, 
larcs do have side effects and may 
not be the best choice for every 
patient. However, given their many 
advantages, it is surprising that they 
are not used more frequently.  Nu-
merous studies have examined barri-
ers to larc use in the U.s., and some 
of those barriers were reflected in a 
recent survey of Georgia physicians.
 First, larc methods have a high up-
front cost.  if used for an extended pe-
riod of time, they are actually cheaper 
than oral contraceptives—but patients 
or their insurance companies must pay 
the high initial cost. contraception is 
not always covered by private insur-
ance companies, and some insurers 
may require pre-authorization, creat-
ing an administrative barrier.   
 Second, uncertainty may exist 
among providers regarding the suit-
ability of iUDs for nulliparous women 
or women who are not in monoga-

mous relationships. Part of the con-
fusion is related to the legacy of the 
Dalkon shield, an IUD marketed in the 
1970s.  it had a polyfilament string 
that allowed pathogens to enter the 
uterine cavity, resulting in an in-
creased risk of PID.  
 the iUDs available today have a 
monofilament string, and numerous 
studies have found no increased risk 
of PiD after the post-insertion period.  
there is, however, a small risk of PiD 
following insertion (approximately 
1/1000). risk factors include cervici-
tis, bV, and contamination at the time 
of insertion.  Some of this risk may 
be mitigated by sti screening prior to 
insertion in women at risk for cervici-
tis. iUDs may be used in women with 
low to intermediate sti risk, but for 
women at “very high” risk, the cDc 
designates IUDs as category 3, indi-
cating that the method is not recom-
mended unless no other appropriate 
alternative exists.
 based on a review of the data 
regarding iUD use in nulliparous 
women, the cDc designates iUDs as 
category 2, indicating that the meth-
od may be used although follow-up 
may be required. 
 Finally, physician training may be 
a barrier, particularly for implants, as 
physicians must be certified to insert 
and remove them.  training sessions 
for implants are provided by merck, 
the manufacturer, and can be identified 
on the websites www.implanon-usa.
com and www.nexplanon-usa.com. 
 larc methods are an excellent op-
tion for many women, and are under-
utilized.  if we can all work to break 
down barriers to larc use, it could be 
of great benefit to our patients.   
_________________________________
1 Winner, b., Peipert, J., Zhao, Q., buckel, c., 

madden, t., allsworth, J., & secura, G. (2012). 
Effectiveness of long-acting reversible contracep-
tion. N Engl J med, may 24 (21); 366:1998-2007.



 Despite the fact the fallout from 
Hb 954 continues, we are moving 
on with other important matters 
that affect Georgia obGyns. one 
mission of our society is to provide 
innovative and up-to-date educa-
tion for Georgia physicians and 
patients. this, indeed, is near and 
dear to me as a career educator.  
 Continuing education in obstet-
rics and gynecology has taken 
many different roads. In addi-
tion to meetings, there are hos-
pital sponsored lectures, on-line 
seminars, and, let’s not forget, 
the maintenance of certification 
articles and tests (just to name a 
few). there are few opportunities, 
however, for us to get together 
and have an interactive experience 
with the leaders in our field who 
are exploring new techniques and 
patient care. We have one such 
opportunity in two short months:  
our annual meeting!

David byck, mD
President, GOGS

Savannah, Georgia

President’s article

Education

 this year we have a superb faculty 
with a very diverse set of topics that 
will be presented for information and 
discussion. We will even have some 
time to discuss the implications of Hb 
954 on our practices. at the same 
time, we will be able to reunite with our 
friends and meet new colleagues from 
around the state in the beautiful envi-
ronment of The Cloister on Sea Island.  
 if you are one of our frequent at-
tendees, we welcome you back. if 
you have never been to an annual 
meeting or have not in many years, 
please join us. the rooms at the 
cloister are filling up fast; but even 
if they are full, we have alternative 
accommodations in the area. I be-
lieve you will find this to be a most 
enjoyable way to help with your life-
long learning. 

I look forward to seeing you there!

ruth cline, mD
Editor

Athens, Georgia

Hb 954 Needs  
legal interpretation

 the legislative session is now over 
and Hb 954 is water under the bridge. 
We must move on because our pa-
tients depend on us to provide their 
care.  the Georgia obGyn society 
serves many roles, as were defined 
at our strategic planning session in 
march, 2011.  one of the society’s 
major initiatives is to educate ob-
Gyn physicians in the state.  Hb 954, 
which goes in to effect on Jan. 1, 
2013, is a fetal pain bill, but it has 
implications on the delivery of routine 
obstetric care. legal interpretation 
is needed and may be forthcoming 
as actual cases go through the legal 
system.
 the medical implications of the law 
are murky, but it is possible that the 
law requires obstetricians to aggres-
sively institute all known medical in-
terventions for any fetus 22 weeks or 
older. a few clinical examples where 
current care for the practice of obstet-
rics would differ from what the law 
requires are:

1. Your patient is admitted at 21-3/7 
weeks with PProm.  the patient 
is given the option of expectant 
management at the time of her 
presentation to the labor ward, 
which she strongly desires.  she 
is monitored and, with no ensuing 
labor, 22 weeks arrives.  at 22 
weeks, the new law would then 
mandate that aggressive medi-
cal care be put in place to result 
in the delivery of a live newborn. 
in ob speak, this would require 
fetal monitoring and, if a non-
reassuring fetal heart tracing is 
noted, a c-section (or hyster-
otomy), would be required.  

2. in a different scenario, the pa-
tient at 22 weeks with PProm, 
Ptl in a non- vertex position 
will need to be delivered by c-
section,  as non-vertex vaginal 
delivery is not consistent with 
optimal outcomes for the 22 + 
week fetus.

3. lastly, the patient who is 
thought to have a pregnancy of 

22 weeks or older and presents 
with preterm labor (or possibly an 
incompetent cervix) will require 
fetal monitoring and, if non-
reassuring, a c-section (hyster-
otomy).  

 these three scenarios will produce 
a live birth, but, unfortunately, the 
newborn will need extensive medical 
intervention and will often die in the 
delivery (operating) room.  
 this change in practice patterns is 
my interpretation of this law. Howev-
er, it is most important that you go to 
your hospital and let your legal coun-
sel interpret how you must practice 
to comply with this law.  this action is 
most critical because violation of this 
law is a criminal offense.
 You should contact your medical 
malpractice carrier to determine if 
they will cover the cost of defend-
ing this type of criminal case.  if 
they do not, attorney fees and court 
costs will be your personal financial 
responsibility.  therefore, it is criti-
cal your community make this legal 
interpretation that will apply to your 
practice situations.  if not, expensive 
defense fees, as well as potential jail 
time, may have an irreversible effect 
on your ability to practice medicine in 
the future.

We are a nonprofit Group Purchasing Organization 
(GPO) serving practices of all specialties and sizes 
nationwide. We offer preferred pricing on Vaccines, 
EHRs, Pharmaceuticals, Medical & Office Supplies 
and much more!

No Contract!
Join Today!

www.physiciansalliance.com
866-348-9780

Thousands of Practices 
 Saving Millions of Dollars!

bill Has implications on obstetric care
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antibiotic resistance in Gonorrhea
Kevin ault, mD; carlos Del rio, mD; and rachel shuylman, mD

According to the Center for 
 Disease control, Georgia, with 
  an infection rate of 161.3 per 

100,000 population and 15,852 cas-
es in 2010, ranks seventh amongst 
the States for gonorrhea infections1. 
Fulton county’s gonococcal infection 
rate is even higher, with 297 cases 
per 100,000 population in 2008. 
the data and the high HiV preva-
lence in Fulton County suggest that 
it is a high-risk community for sexu-
ally transmitted infections, including 
gonorrhea2. 
 over the years, the treatment 
of gonorrhea infections has 
been complicated by anti-
biotic resistance, starting 
in 1940 when sulfanilamide 
resistance was first reported. 
in 1986, to monitor anti-
biotic resistance trends in 
gonorrhea, the CDC estab-
lished the Gonococcal Isolate 
surveillance Project (GisP). 
this surveillance program 
has been instrumental in 
monitoring emerging trends 
in gonorrheal infections, 
especially those related to 
antimicrobial susceptibilities. 
this has been particularly relevant 
in recent years as most cases of 
gonorrhea are now diagnosed by 
non-culture methods, and thus an-
tibiotic susceptibility results are not 
available to the clinician. 

 GISP collects gono-
coccal isolates from 
the first 25 men who 
present to stD clinics 
with urethral gonor-
rhea and determines 
those isolates’ susceptibilities to a 
panel of antibiotics. Up to 30 sites 
participate across the Unites states, 
and atlanta (specifically the Fulton 
county stD clinic) is one of the 15 
sites that has participated annu-
ally since 1987. When GisP detects 
greater than a 5% rate of resistance 
based on elevated minimum inhibi-

tory concentration (mic) levels for 
antibiotics of interest, the treatment 
recommendations are changed3.
 The treatment of gonorrhea has 
evolved over time from the simple 
“four hour cure” with penicillin that 

was boasted on 
posters like the 
one shown here 
as the treat-
ment of choice 
for gonorrhea 
during the 
WWII era. Peni-
cillin and tet-
racycline resis-
tance emerged 
in the 1980s, 
and flouroqui-
nolones fol-

lowed suit most recently in 20074.
 currently, third generation cepha-
losporins are the only antibiotics 
recommended for the treatment 
of gonorrhea, but we may need to 
be looking for new options. cepha-
losporin resistance is conferred 
by chromosomal gene mutations. 
susceptibility to cefixime and cef-
triaxone requires a mic of < 0.25 

micrograms/ml.  an increasing per-
centage of gonococcal isolates with 
cefixime resistance and decreased 
ceftriaxone susceptibility has been 
demonstrated over the past 5 years 
(Figures 1 and 2). 
 the higher mic values have been 
noted mostly in isolates obtained from 
men who have sex with men (msm) 
and in the western U.s. However, this 
geographic and demographic trend is 
concerning because it mimics what 
was observed during the emergence 
of fluoroquinolone-resistant gonor-
rhea. currently, few GisP isolates 
from atlanta have an elevated mic for 
cefixime or ceftriaxone, but if the pre-
vious pattern of antibiotic resistance 
emergence is an indicator, it will only 
be a matter of time4.

Figure 1. Cefixime Resistance  Figure 2. Decreased Ceftriaxone Susceptibility 

 

The current CDC guidelines for treatment of gonorrhea are an intramuscular dose of 
ceftriaxone and oral azithromycin (Figure 3). Oral cefixime should be limited to use only when 
ceftriaxone is not an option. Infected patients’ sexual partners from the previous two months 
should be treated as well. The only treatment option currently recommended for 
cephalosporin-allergic patients is 2 grams azithromycin orally. However, 0.5% of GISP isolates 
showed reduced susceptibility (MIC > 2 micrograms/ml) to azithromycin in 2010. All patients 
should receive risk-reduction counseling, condoms, and HIV testing with repeat testing if 
negative 3-6 months later. Patients should be tested for gonorrhea reinfection in three months, 
and those who are high-risk can be tested for cure 
one week following treatment. Patients with 
persistent or recurrent infections should have 
culture-based gonorrhea testing with antibiotic 
sensitivities performed as well. Currently this is not 
readily available in most clinical laboratories, and 
thus 
the 
State 
Health 
Depart
ment should be notified of all cases of suspected treatment failure so that antibiotic 
susceptibility testing of the isolate can be performed4.  

 

Dr. Kevin Ault is Associate Professor in Gynecology and Obstetrics and Global Health at Emory University.  
Dr. Carlos Del Rio is Professor of Medicine and Global Health and Director of the Atlanta GISP Laboratory. 
Dr. Rachel W. Shulman, is an Incoming Intern in Obstetrics and Gynecology Residency Program at Emory 
University. 

 

Figure 3 CDC Uncomplicated Gonococcal Treatment Guidelines 

Centers for Disease Control and Prevention. Sexually 
Transmitted Diseases Treatment Guidelines, MMWR 2010; 
59(No. RR-12):52. 
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Recommended 
Regimens

Ceftriaxone 250 mg im 
in a single dose

  or, iF Not aN oPtioN

Cefixime 400 mg orally 
in a single dose

  or

single-dose injectable 
cephalosporin regimens

  PlUs

Azithromycin 1g orally 
in a single dose

  or

Doxycycline 100mg orally 
twice a day for 7 days

 The current CDC guidelines for 
treatment of gonorrhea are an in-
tramuscular dose of ceftriaxone and 
oral azithromycin (Figure 3). oral 
cefixime should be limited to use 
only when ceftriaxone is not an op-
tion. infected patients’ sexual part-
ners from the previous two months 
should be treated as well. the only 
treatment option currently recom-
mended for cephalosporin-allergic 
patients is 2 grams azithromycin 
orally. However, 0.5% of GisP 
isolates showed reduced suscepti-
bility (mic > 2 micrograms/ml) to 
azithromycin in 2010. all patients 
should receive risk-reduction coun-
seling, condoms, and HiV testing 
with repeat testing if negative 3-6 
months later. Patients should be 
tested for gonorrhea reinfection in 
three months, and those who are 
high-risk can be tested for cure one 
week following treatment. Patients 
with persistent or recurrent infec-
tions should have culture-based 
gonorrhea testing with antibiotic 
sensitivities performed as well. cur-
rently this is not readily available in 

most clinical laboratories, and thus 
the state Health Department should 
be notified of all cases of suspected 
treatment failure so that antibiotic 
susceptibility testing of the isolate 
can be performed4. 
 Dr. Kevin Ault is Associate Profes-
sor in Gynecology and Obstetrics 
and Global Health at Emory Univer-
sity.  Dr. Carlos Del Rio is Professor 
of Medicine and Global Health and 
Director of the Atlanta GISP Labora-
tory. Dr. Rachel W. Shulman, is an 
Incoming Intern in Obstetrics and 
Gynecology Residency Program at 
Emory University.

_____________________
1 centers for Disease control and Prevention. 

Sexually Transmitted Disease Surveillance, 2010. 
atlanta, Ga: U.s. Department of Health and Hu-
man services; 2011.

2 Dionne-odom, Jodie, et al. “antimicrobial resis-
tant Gonorrhea in atlanta: 1988-2006.” Sexually 
Transmitted Diseases 2011; 38 (8), 780-782.

3 centers for Disease control and Prevention. 
sexually transmitted Disease surveillance, 2007 
Supplement, Gonococcal Isolate Surveillance 
Project (GISP) Annual Report 2007. atlanta, Ga: 
U.s. Department of Health and Human services, 
centers for Disease control and Prevention, 
march 2009.

4 bolan, G.a., sparling, P.F, & Wasserheit, J.N. “the 
Emerging Threat of Untreatable Gonococcal Infec-
tion.” N Engl J Med 2012; 366:485-487.

Georgia OBGyn Society Supports 
World Breastfeeding Week, 

August 1-7, 2012
The theme set by the World Alliance for 
breastfeeding action (Waba) is Understanding 
the Past - Planning the Future: Celebrating 10 
years of WHO/UNICEF’s Global Strategy for Infant 
and Young Child Feeding.  to support World 
breastfeeding week and a global strategy to 
protect, promote, and support breastfeeding, the 
international lactation consultant’s association 
(ilca) is offering promotional kits and materials. 
their materials’ slogan is The Road to Lifelong 
Health Begins with Breastfeeding. For additional 
information and promotional materials, visit Waba’s 
website,  http://worldbreastfeedingweek.org/index.
shtml or ilca’s website, http://www.ilca.org/i4a/
pages/index.cfm?pageid=3306

Georgia Resources for Breastfeeding:
Healthy mother, Healthy babies coalition of Georgia:  http://www.hmhbga.org/

la leche league of Georgia: https://lllofga.org/
southeast lactation consultants association:  http://www.selca.info/
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Highlights  
from the 
2012 Golf 
Tournament
The Society had a gorgeous 

day to host the 108 golfers 

who turned out for the 

Annual Golf Tournament 

held at bear’s best in 

suwanee on may 16th.  a 

light lunch preceded the 

tournament with Dr. michael 

lindsay presenting a short 

talk on HiV. all teams then 

lined up for the shotgun 

start and the tournament 

was underway.  after all 

teams finished, awards were 

presented in the club house 

while everyone enjoyed 

refreshments. During the 

tournament, string Hole 

contributions raised $450 

for the Georgia Postpartum 

support Network.  the 

society gives a special 

thanks to all who made this 

year’s tournament such a 

wonderful success!

Skin Edge and  
Dr. Andrew Toledo

Dr. Steve Warnoker, Dr. Mike Scott, 
Dr. John Moore, and Dr. Tom Sharon

Dr. Dale Bearman and  
Dr. Richard Zane

Dr. Jeff Korotkin and  
Dr. Dale Bearman

Dr. Bill Alexander, David McNichols, 
Dr. Phillip Hadley, and Dr. Al Scott

Dr. Cynthia Mercer and  
Pat Cota

Dr. Jan Johnston and  
Dr. Mack McFarling

Dr. Andy Wilkerson and  
Dr. Roger Martin

Charlie Grant announced the winners  
and presented prizes after the tournament.

The final results were posted  
on the tournament scoreboard.

Golfers enjoyed hors d’oeuvres and beverages in the  
Bears Best club house after the tournament.

Dr. Leroy Moyer, Dr. Joel Engel and 
Dr. David Jacobson

Dr. Dawn Mandeville The 2012 Golf Tournament began right after lunch with a shotgun start.Golfers socialized while waiting  
for the tournament to begin.
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CenteringPregnancy® Program improves 
birth outcomes in rural areas
caroline maschke, Albany GA

Southwest Health District is the 
only Public Health provider in 
Georgia to offer a group mod-

el of prenatal care, and one of only 
two in the state offering a center-
ing Healthcare institute-approved 
program. southwest Health District 
and Dr. Jacqueline Grant initiated 
CenteringPregnancy® through a 
march of Dimes grant because the 
area’s birth outcomes compare un-
favorably to the rest of the state. 
 major factors behind the poor 
birth outcomes include an african-

american population of 41% in a 
predominantly rural district, racial 
disparities in birth outcomes, and 
lack of health care access. 
Further, a population of 
Hispanic farmworkers with 
limited access to care is 
concentrated in the Dis-
trict’s southern counties. 
 CenteringPregnancy®, 
with its dynamic atmo-
sphere of empowerment 
and learning, has been 
shown to reduce prema-

ture births, 
result in 
higher birth-
weight babies 
and increase 
breastfeed-
ing. The 
program appeared to be 
a good fit for and offer 
substantial benefits to 
both populations.
 To eliminate the barri-
ers to prenatal care faced 
by these populations, 
southwest Health District 
launched its first center-
ingPregnancy® site at the 

Dougherty county Health Department 
in 2009, catering primarily to african 
americans. it opened its second site 
at the Ellenton Farmworker clinic in 
2011. 
 Women who participate in the 
program are admitted prior to med-
icaid cmo enrollment. as a result in 
Dougherty county, the majority of the 
patients begin their care in the first 
trimester. the patients in Ellenton are 
not medicaid-eligible, and the pro-
gram eliminates much of the financial 
barrier for early access to prenatal 
care. the patients only pay for their 
lab-work and ultrasounds, which have 
been negotiated to a third of the cost. 
Patients are transferred to private 
providers at 36 weeks.
 During the CenteringPregnancy® 
sessions, a group of eight to 10 
women due to deliver at approxi-
mately the same time meet one-on-
one with their healthcare provider, 
have refreshments, and circle-up to 
share thoughts, discuss concerns and 
suggest solutions within the group. 

Women who participated in the pro-
gram have a high satisfaction rate 
about their care as well as healthy 
and happy babies. they report feel-
ing more confident about caring for 
themselves and their infants. 
 Carolyn Maschke is Risk 
Communicator/Public Information 
Officer for the Southwest Georgia 
Health District 8, Unit 2.

Women due to deliver at approximately the same time meet with their healthcare provider, 
have refreshments, and share thoughts, concerns and suggestions with other expectant moms.

Activities and circle time are part of the  
CenteringPregnancy® program.

Dr. Jacqueline Grant provides pregnancy information  
at the Dougherty County CenteringPregnancy meeting.

For training and program information,  
please contact Liz Smulian at 678-904-1968 

or liz@mhageorgia.org.
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Georgia Obstetrical and Gynecological Society
61st Annual Meeting

The Cloister
Sea Island, Georgia

August 23 – 26, 2012
Some of the Topics:

• Incorporating Hysteroscopy and Office Surgery into your Practice   
• Shoulder Dystocia: Manage Your Risk  • Current Malpractice Issues in OBGyn 

• Creating the Right Model for Patient Centered Care in Women’s Health 
• The Decline of the Vaginal Hysterectomy: Will We See Its Demise? 

• An Insider Physician’s View of Making Laws in Georgia   
• The Mesh Controversy in Vaginal Reconstructive Surgery

Faculty:

Book Your Cloister Room Now!

Terry Adkins, MD 
David B. Byck, MD

Henry A. Easley, MD
William P. Franklin, Jr., JD

Commissioner Brenda C. Fitzgerald, MD
Arthur F. Haney, MD
Ira R. Horowitz, MD

Lucky Jain, MD, MBA
Hal C. Lawrence, III, MD

Valerie Montgomery Rice, MD
Ramon V. Meguiar, MD

Brian Raybon, MD
R. Edward Varner, MD

Representative Ben Watson, MD

Check your Annual Meeting Brochure or the Society website  
(georgiaobgyn.org) for additional information.  

To register for the Annual Meeting, mail a registration form  
to our office or call the Society office at 770.904.5293.

Cloister accommodations are filling quickly, so make your reservations today  
by calling 1.800.732.4752. Refer to the Georgia OBGyn 2012 Annual Meeting.   

Rooms start at $310/per night.

 the Georgia Department of Public 
Health (DPH), Health Promotion and 
Disease Prevention Programs recent-
ly expanded their free specialized 
tobacco cessation counseling ser-
vices in an effort to help postpartum 
women quit tobacco products. 
 in Georgia, approximately 600,000 
women smoke cigarettes. among 
women who quit smoking dur-
ing pregnancy, postpartum relapse 
rates for tobacco use remain high. 
According to Georgia Pregnancy 
risk assessment monitoring sys-
tem (Prams) data, approximately 8 
percent or 11,000 pregnant women 
report they smoked cigarettes during 
the last three months of their preg-
nancy. Evidence shows more than 
1/2 of pregnant women who quit 
smoking resume smoking within six 
months of giving birth. 
 more specifically, it is estimated 
more than $4.5 billion per year, in 
direct medical expenditures, can be 
attributed to parental smoking to care 
for smoking-related problems of new-
borns, infants and young children, as 
well as to treat pregnancy and birth 
complications. these estimates do not 
include the enormous costs associat-
ed with the physical, developmental, 
and behavioral problems of newborns, 
infants, and children related to smoke 
exposure over the years. 
 Parental or other household smok-
ing following birth may further in-
crease the chances that children will 

suffer from smoke-related coughs and 
wheezing, asthma, bronchitis, lower 
respiratory tract infections, sudden 
infant death syndrome (siDs), eye 
and ear problems, as well as injury or 
death from cigarette-caused fires. 
 DPH is encouraging post-partum 
mothers to quit tobacco with the 
assistance of free 
tobacco cessation 
counseling and web-
based services which 
are administered 
through the Georgia 
tobacco Quit line 
(GtQl) to adults 
and teens 13 to 17. 
the expansion of 
the GtQl specialty 
counseling ser-
vices is designed to 
increase awareness 
about the harmful 
effects of tobacco 
use and secondhand 
smoke, promote the 
benefits of cessa-
tion, and prevent 
relapse. callers 
connect with profes-
sionals who develop 
an individualized 
plan customized to 
address tobacco ces-
sation, withdrawal 
symptoms and 
relapse prevention. 
callers receive a free 

“Quit” kit and self-support materials. 
referring healthcare professionals 
may also elect to receive customized 
patient/client progress or feedback 
reports. 
 the GtQl is operated by a national 
tobacco cessation service vendor 
under a contract with the Georgia 
Department of Public Health (GPH) 
through the Georgia Tobacco Use 
Prevention Program (GtUPP). the 
GtQl provides tobacco counseling 
services in accordance with current 
United states Public Health services 
(PHs) clinical Practices Guidelines 
for Treating Tobacco Use and De-
pendence. the Georgia tobacco Quit 
line (GtQl) numbers are 1-877-270-
stoP (7867) English; 1-877-2No-
FUmE; (1-877-266-3863)-spanish; 
and for hearing impaired (ttY ser-
vices) 1-877-777-6534. 
 To learn more about adult smok-
ing and the latest findings in the 
Us, visit http://www.cdc.gov/
Vitalsigns/adultsmoking/?s_
cid=vitalsigns-086-bb and http://
www.cdc.gov/vitalsigns/socialmedia.
html#AdultSmoking or contact the 
Department of Public Health, Dwana 
calhoun, ms, cHEs, at dwcalhoun@
dhr.state.ga.us.

Tobacco Cessation Efforts 
target New mothers
New moms at Elevated risk to resume smoking























 
 

 



 














 
  
 
 
 

 


 
 
 
 









































FREE, physician led, peer-to-peer education in your office 
FREE CME and contact hours

This activity has been planned and implemented in accordance with the Essentials and Standards of the Accreditation Council for Continuing Medical 
Education by the Georgia Chapter of the American Academy of Pediatrics. The Georgia Chapter of the American Academy of Pediatrics is accredited 
by the Medical Association of Georgia to offer continuing medical education to physicians. The Georgia Chapter of the American Academy of Pediatrics 
designates this educational activity for a maximum of 2.0 AMA PRA Category 1 Credit(s)TM. Physicians should only claim credit commensurate with the 
extent of their participation in the activity.

Georgia Chapter
    American Academy of Pediatrics

    1330 West Peachtree Street • Suite 500 • Atlanta, Georgia  30309

IMMUNIZATION:
Delivering vaccines in 

your practice- 
OB/GYN’s Guide

Clinical-Operational-Financial

EPIC:  Immunization

Sandra Yarn - Program Director
Shanrita McClain - Program Coordinator

404-881-5054

BREASTFEEDING:
Breastfeeding 
Fundamentals

Supporting Breastfeeding  
in the Hospital

Advanced Breastfeeding Support

EPIC: Breastfeeding

Arlene Toole- Program Director
Andrea Perry- Program Coordinator

404-881-5068

WANTED... Physician Trainers
If you are an advocate for immunization and/or  

breastfeeding and like to teach contact the EPIC office:

Immunization:  404-881-5054
Breastfeeding:  404-881-5068
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