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Obstetric Provider Shortage in Georgia
Adrienne DeMarais Zertuche, MD, MPH

GMIHRG Leader

Georgia has 10.9 obstetrician/
gynecologists per 100,000 
residents, a number which falls 

significantly short of the national av-
erage of 14.1.  Population growth and 
provider exodus continue to exacer-
bate this shortage, and the problem 
disproportionately affects rural areas.  
 the obstetric situation is espe-
cially grave. Georgia received March 
of Dimes “F” and “D” ratings for 
preterm delivery in 2010 and 2011, 
and it has the tenth highest infant 
mortality in the united states (8.1 
per 1,000 live births).  of the 82 
Georgia primary care service ar-
eas1 (PcsAs) outside metropolitan 
Atlanta, 52% have an overburden-
ing or complete absence of obstet-
ric providers. that is, 36% of the 
PCSAs outside of Atlanta have no 
delivering obstetricians, and 16% 
have a shortage.  If Georgia fails to 

recruit additional providers over the 
next 10 years, the number of PCSAs 
with a deficit will double.  by 2020, 
75% of the PcsAs outside Atlanta 
will lack sufficient obstetric services.  
 Provider age and sex play an im-
portant role in this grim picture, as 
they contribute to earlier retirement 
from obstetric services.  On average, 
male obGyns stop practicing obstet-
rics at age 52 and females at age 44.  
in 44% of the PcsAs outside Atlanta 
with delivering providers, more than 
half of the obstetricians are female, 
and in 67% the average obstetrician 
age is ≥45 years.  
 Georgia obstetricians indicate that 
more and more obGyns are elimi-
nating the obstetric portion of their 
practice due to:
a) overwhelming schedules, wors-

ened by the retirement of other 
local obstetricians;

b) high malpractice risk, exacerbat-
ed by the lack of tort reform; and

c) invariably low Medicaid reim-
bursement rates, which pay for 
approximately 60 percent of the 
state’s deliveries (and up to 80 
percent in rural areas).

 these findings are the results of 
recent work by the Georgia Maternal 
and infant Health research Group 
(GMiHrG), which consists of thirteen 
graduate students from the emory 
university schools of Medicine, nurs-
ing, and Public Health.2  GMiHrG was 
established in May 2010 to investi-
gate the current status of obstetric 
care in Georgia and to explore the 
reasons for and the consequences of 
the provider shortage and maldistri-
bution.  
 our members conducted a piloted 
phone survey of the obstetric nurse 
managers at all 63 Georgia birth-
ing facilities in the 82 PCSAs outside 
metropolitan Atlanta (response rate 

The GMIHR Group was honored at the February GOGS Board Meeting for  
their excellent research and reporting of the OB physician shortage in Georgia.  

Left to right:  Brittany Argotsinger, Kayla Lavilla, Roger Rochat, Adrienne DeMarais Zertuche, 
Pat Cota, Bridget Spelke, Andy Dott (behind) Nikita Boston, and Abby Yandell.

Continued on page 6



2  3

obGyn neWs, May 2012 obGyn neWs, May 2012

HB 954—Mandating Sub-
standard Care for Patients

 As many of you know, this has been 
a very difficult year at the capitol.  
We have worked diligently to protect 
our patients and membership on 
many bills that came through “the 
legislative process.”  the most highly 
publicized of these bills was Hb 954 
which was titled “the Fetal Pain bill” 
but was really about mid-trimester 
pregnancy terminations.  so how do 
we lead a diverse society on this is-
sue?  this was indeed a question that 
your leadership struggled with early 
in 2012.
 i fully recognize that our member-
ship falls on both sides of the abor-
tion issue, and your leadership took 
neither a pro life nor a pro abortion 
stance.  As we looked at the real 
substance of the bill, we found it 
necessary to get back to the basics:  
protection of our members and our 
patients.  our concern with Hb 954 
was based on the fact that many of 
us will be left providing substandard 
care for our regular ob patients to 
meet this new law and that the leg-
islation spilled over into our ability to 

David byck, MD
President, GOGS

Savannah, Georgia

President’s Article

WAlkinG tHe tHin line

provide everyday obstetrical care in 
a quality manner.  Furthermore, if we 
do not adhere to the altered stan-
dard, we will be liable to go to jail!!!
 Here in savannah, our tertiary 
medical center cares for many 
women who have the unfortunate 
situation of having preterm ruptured 
membranes at 21 weeks.  should 
these patients be delivered by clas-
sical c-section if they labor?   can 
we terminate the pregnancy if the 
patient gets septic?  Does the patient 
with trisomy 18 have to carry that 
fetus to term?  if we try to save a 20 
week pregnancy but are unsuccess-
ful, do we report this as a termina-
tion? these were just a few of the 
dilemmas we foresaw based on this 
piece of very poorly written legisla-
tion.  These are also issues that are 
very difficult to explain to a legislator 
or lay person who does not deal with 
these issues day in and day out as 
we do.
 With some very hard work from 
our legislative team, as well as our 
professionals, we were able to find 
some compromises and a last minute 
amendment for the bill.  We still face 
some significant challenges in provid-

NEW DIABETES PREVENTION &
AWARENESS SECTION 

Live Well in Georgia: Protecting the Eyes, Hearts, 

Kidneys and Feet of Georgians with Diabetes,  
Pre-Diabetes (Borderline Diabetes), and  

Gestational Diabetes 

Resources: 
♦ Diabetes and Pregnant: Gestational Diabetes 

♦ Diabetes Prevention Programs 
♦ Financial Resources for Diabetes Care 
♦ Healthcare, Businesses, Universities, 

♦ Faith-Based & Other Organizations 
♦ Diabetes during Natural Disasters and Travel 

♦ Diabetes Resources for Schools (Grades K-12) 

♦ What’s New in Georgia  

Live Well & Learn more about new resources:  
www.livehealthygeorgia.org 

Learn More…. 
Find American

Diabetes  
Association  (ADA) 

Recognized 
Diabetes   
Education  
Programs 

Live Well…. 
Find American

Association of  
Diabetes Educators 
(AADE) Accredited  

Diabetes  
Self-Management  
Education (DSME) 

Programs  
 & Certified  

Diabetes Educators  

ing care for the patients that fall into 
the “gray zone,” of 20 to 24 weeks, 
but are pleased some improvement 
was made to the bill before it passed.
 i hope this brief update will 
help some of you understand our 
thought process.  How this will 
translate into clinical practice re-
mains to be seen.   this will cer-
tainly be a topic of discussion this 
summer at our Annual Meeting.  
one of our speakers at the meeting 
is representative ben Watson (r-
savannah) who is currently the only 
physician in the House.  We have a 
very good agenda planned and look 
forward to having you all join us!

The Georgia General Assembly concluded its 2012 
legislative session on March 29th.

2012 legislative session 
Wrap-up

Arthur “skin” edge
GeorgiaLink Public Affairs Group

This is the earliest the General As-
sembly has adjourned in 8 years, 
and it was, as usual, a very busy and 
significant session for your lobbying 
team and the members of the Georgia 
obGyn society.
 on the positive side, for the first 
time in a number of years we were not 
engaged in a battle to prevent cuts be-
ing made to Medicaid reimbursement 
rates. We have spent a great deal of 
time on this issue for several sessions 
and we have been able to educate key 
members of the legislature, as well 
as Governor Deal and his staff, about 
the detrimental impact further cuts in 
Medicaid reimbursement would have 
on patients and physicians. We were 
very pleased when Governor Deal 
proposed a budget with no Medicaid 
cuts. the General Assembly followed 
the Governor’s lead in this regard, 
and i am hopeful we can now turn our 
focus and the focus of the legislature 
towards increasing Medicaid reim-
bursement rates in the years to come.  
this is an issue we will continue to 
work on and your input and assistance 
is greatly appreciated.
 the most significant piece of legisla-
tion that we dealt with during this year’s 
session was Hb 954, the “Fetal Pain bill” 
this was a very controversial piece of 
legislation. no matter what side of the 
pro-life/pro-choice spectrum you find 
yourself on, there is no question that 
this bill will have a significant impact on 
the way obGyn’s conduct their practices 
in Georgia. 
 the bill prohibits abortions after the 
unborn child has attained the gestation-

al age of 20 weeks and provides crimi-
nal penalties on abortions performed 
in violation of the provisions of this 
Act. After extensive lobbying we were 
able to amend the bill so that abortions 
could be performed if the pregnancy 
has been diagnosed as “medically futile” 
or, if in reasonable medical judgment, 
the abortion is necessary to avoid the 
death of the pregnant woman or avert 
serious risk or substantial and irrevers-
ible physical impairment of a major 
bodily function of the pregnant woman. 
 the measure also contains report-
ing requirements about physicians 
who perform or attempt to perform 
abortions. We were also successful in 
amending the bill so that the names 
and the identities of the physicians fil-
ing reports would remain confidential.  
As of the date of this article, the bill 
had not yet been signed by Governor 
Deal. Should Governor Deal sign the 
bill, we will be meeting with the ap-
propriate officials to determine how 
certain aspects of the bill will be imple-
mented and interpreted. We welcome 
any questions, comments or input with 
respect to this most important issue. 
 With the adjournment of the legis-
lature, we now turn our attention to 
election season. this year we will see 
all 56 members of the state senate 
and all 180 members of the House of 
representatives up for re-election. As 
of now, approximately 19 members of 
the General Assembly have announced 
their intention to either retire or seek 
other elective office, so there will be 
plenty of new faces at the capitol 
when they reconvene next January. 
the society is making contributions 
from our PAC to those candidates that 
have been supportive of our issues 
and issues affecting women’s health 
in Georgia. i would urge members to 
make a contribution to our PAc to sup-
port these efforts.
 thank you again for your support of 
the Society. If you have any questions, 
or if I can be of any assistance to you 
with respect to any matters at the 
state capitol, please do not hesitate to 
contact me. our firm appreciates the 
opportunity to represent your interests 
before the General Assembly.

Factoid: 
Tobacco Cessation:

each year in Georgia, more than 
10,000 adult deaths are attributable 

to smoking, approximately 15% 
of all deaths annually.

in 2010, 17.6% of adults in Georgia 
(more than 1 million Georgians) were 
current smokers.  this rate was the 

25th greatest among all states.

in 2009, 16.9% of Georgia high 
school students were current smokers 

compared to 17.9% nationally.
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ruth cline, MD
Editor

Athens, Georgia

ruminations on the  
new law: Hb 954

 The legislative session came to a 
welcomed conclusion in 2012.  obste-
tricians and gynecologists were once 
again confronted by unanticipated 
legislation, Hb 954: the Fetal Pain bill.  
unfortunately, this bill will become the 
law in Georgia on January 1, 2013. 
While i could write a book or Holly-
wood miniseries on the history of this 
legislation behind the scenes and in 
the public eye, what is most concern-
ing is how this legislation will affect 
the patients and citizens in the state of 
Georgia after the law goes into effect.
 As i wrote in my last newsletter 
editorial, there are some serious flaws 
in the legislation that have nothing to 
do with abortion.  Firstly, the legisla-
tion uses medical terminology in a way 
that is defined by the bill’s author (not 
necessarily consistent with true medi-
cal definition).  representative Mckillip 
defined gestational age as being the 
fetal age from the time of conception.  
He assumes that the day of concep-
tion is certain for all pregnancies.  He 
also states that 99% of fetal anomalies 
are detected by a 16 week ultrasound.  
this contradicts AcoG’s statement that 
70% of fetal anomalies are detected 
at the 20 week ultrasound, and expert 
testimony given by a perinatologist, a 
neonatologist and a practicing obstetri-
cian were not heeded.

newborn that the law mandates after 
the hysterotomy has been completed.  
 i would be remiss in not recognizing 
the heroes of this legislative ses-
sion who bravely voted against their 
republican party-lines in the past ses-
sion.  these elected officials are men 
and women who respect the complex-
ity of the clinical medical decisions 
for the extremely premature fetus.  
they also respect the privacy of the 
women and men who are confronting 
the tragedies that occur on the labor 
and delivery unit.  Please give them 
your financial and moral support—and 
most importantly your vote— this July 
and november. 
 We need to encourage our col-
leagues and the women of Georgia to 
voice their objections and Vote!! 

 this law appears  
to require obstetri-
cians in Georgia to provide interven-
tional medical care that will ensure 
the best chance of survival for any 
fetus that is 22 weeks or older us-
ing medical gestational age. the law 
doesn’t allow for any patient input 
or the ability of the physician to 
provide the best medical care given 
the specific situation.  therefore, all 
pregnancies 22 weeks and older will 
require fetal monitoring and surveil-
lance to optimize the delivery of a live 
newborn.  thus, for any non-vertex 
presentations or non-reassuring fetal 
heart rate tracings, a c-section could 
be necessary.  this is a very difficult 
c-section for the delivery of a fetus 
that will not survive if the patient has 
preterm labor or PProM.  to reiter-
ate the seriousness of this law, the 
obstetrician may be at risk for a one 
to 10 year jail sentence if not compli-
ant with this law.
 this law completely disregards the 
woman as the patient.  the law ap-
pears to require doctors to put Geor-
gia women’s health and reproductive 
future in jeopardy for the unborn 
non-viable fetus. We need our neona-
tologist colleagues to be more vocal 
about the intensive, prolonged, and 
expensive interventional care for the 

 Medical liability litigation is a com-
mon part of practicing medicine, 
and most physicians will be sued 
at some point in their careers. this 
is a sad but true fact that must be 
accepted and addressed by doctors 
in current practice, and by profes-
sionals who aspire to enter into the 
field of medicine. A recent survey 
by the American Medical Associa-
tion (AMA), reported that 60% of all 
physicians over the age of fifty-five 
have been sued at least once, with 
that percentage of suits increasing 
to 90% for surgeons in the same 
age group. Physicians in solo and 
single specialty practice settings 
(e.g., obGyn physicians) had the 
highest rates of claim frequency, and 
both obstetricians/gynecologists and 
general surgeons experienced the 
highest number of lawsuits. these 
two specialties were more than five 
times as likely to be sued when 
compared with pediatric and psychi-
atric specialties.
 While data from the AMA survey 
revealed large differences in claim 
frequency across medical specialty, 
there are very few differences in the 
way that physicians, as a whole, ex-
perience the litigation process. spe-
cialty notwithstanding, physicians 
in the midst of malpractice litigation 
are likely to experience the same 
sequence of emotions and emotional 
distress from the time they are 
served with the complaint until far 
after the case is settled, dismissed, 
or otherwise resolved.  studies show 
that all doctors involved in lawsuits 
may experience feelings of intense 
anger, frustration, anxiety and de-
pression. these negative emotions 
can be intensified by: 1) the legal 
requirement made of the physician 
to tell no one, and 2) the personal/
professional need to maintain con-
trol and protect one’s family and 
employees by not allowing a show of 
these emotions. During what could 
well be the most stressful period of 
a physician’s professional life, the 
doctor can often feel frustrated, vul-
nerable and isolated.
 As a group of professionals, 
physicians characteristically exude 
integrity, competence, and strong 

self-concepts. We are compassionate, 
but hard-working and accustomed 
to being in control. We tend to set 
high expectations for ourselves, and 
demand the best efforts from others 
around us. However, one encounter 
with the legal system can take the 
practicing physician completely out of 
his or her professional element and 
render the individual helpless, power-
less, frustrated from loss of control, 
and, again, alone. the gut-wrenching 
onslaught of legal proceedings against 
a practicing physician is ironically 
not the time for that individual to be 
without the support and assistance of 
others whom she or he can trust and 
confide in.
 i am pleased to report that today 
there is help! the emotional impact 
of a lawsuit on one physician can be 
lessened by involvement with another 
physician who has been there and 
experienced that. one industry insur-
ance company, Mag Mutual, has cre-
ated the Doctor2Doctor Peer support 
Program. this new professional men-
toring program has been launched in 
response to the need for physician 
support during the litigation process.  
thanks to the Doctor2Doctor Peer 
support Program, policyholders facing 
a lawsuit will now have access to sup-
port from their professional peers. 
 the program works by pairing a 
physician in litigation with a colleague 
who has completed the trial process 
and has first-hand understanding of 
the litigation experience. the Peer 
support physician is available to pro-
vide emotional support and an empa-
thetic ear. 
 Dr. Willis lanier, a GoGs board 
member, had this to say about the 
program: “the Doctor2Doctor pro-
gram will give physicians an emo-
tional outlet during litigation, where 
previously the legal process did not 
invite conversation with anyone other 
than the physician’s legal counsel.” 
 MAG Mutual has compiled a list of 
physicians who have experienced the 
litigation process and are ready to 
help other doctors through the emo-
tional upheaval of a trial without feel-
ing completely isolated. Peer coun-
selors are asked to read and sign a 
MAG Mutual Professional Peer support 

Al Sermons, MD, F.A.C.O.G.
Dunwoody, Georgia

Agreement that outlines services to 
be offered, confidentiality, and terms 
of the agreement. A small stipend is 
provided to each Peer supporter.  
 the defendant physician will be 
paired with a “litigation experienced” 
doctor of another specialty to limit 
discussion of case details that should 
be shared only with legal counsel. 
the Peer supporter will be available 
to provide emotional support, valida-
tion of personal experiences, stress 
buffering and stress management 
support, empathetic listening, which 
will help eliminate feelings of isola-
tion and negative stress related to 
being sued. 
 As one of the physicians involved, 
i am excited about the new program 
and agree that it can be mutually 
beneficial for all parties. i expect 
that the program will provide a pow-
erful growth experience for both the 
doctor on trial and the physician who 
has completed the legal process, and 
who now serves as a Doctor2Doctor 
Peer supporter. 
 For questions or more information 
about the program, please contact 
rebecca Aqua, J.D., senior litigation 
specialist, MAG Mutual insurance 
company at (404) 842-5661.
_____________________
sources:
American College of Obstetricians and Gynecologists. 

coping with the stress of medical professional liability 
litigation. AcoG committee opinion no. 406; May 
2008

American College of Obstetricians and Gynecologists. 
coping with the stress of medical professional liability 
litigation. AcoG committee opinion no. 497; August 
2011

American Medical Association. Medical liability claim 
Frequency: A 2007-2008 snapshot of physicians. 
(kane, c.k.: American Medical Association, 2010).

charles sc. coping with a medical malpractice suit. West 
J Med. 2001 Jan; 174 (1): 55-8 

Peer Support Program

Doctor2Doctor

 As a the Interim Program Director 
of the Georgia Department of Pub-
lic Health (DPH), Maternal and child 
Health (McH) Program, i invite you to 
partner with us by promoting text-

Sharing Information 
on Text4baby

seema csukas, MD, PhD
Interim Program Director
Maternal and Child Health 

and WIC Program

4baby in your practice. text4baby is 
an educational program of the nation-
al Healthy Mothers, Healthy babies 
coalition (HMHb) that provides preg-
nant women and new moms with free 
text messages regarding pregnancy 
and infant care. 
 Women may sign up by texting 
bAbY (or bebe for spanish) to 
511411. once enrolled, text mes-
sages are sent on a weekly basis to 
mothers’ cell phones that are timed 
to their due date or baby’s date of 
birth and focus on a variety of topics 
critical to maternal and child health. 
topics include: immunization, nutri-
tion, seasonal flu, mental health, birth 
defects prevention, oral health and 

safe sleep. DPH has 
invested in cus-
tomized text4baby 
messages that in-
form women about 
prenatal and infant care services and 
other resources specific to Georgia.  
 McH is the lead partner coordinat-
ing this initiative for Georgia. Please 
assist us by sharing information about 
text4baby with your patients. national 
HMHb offers free pre-printed post-
ers, tear pads, and other promotional 
items that may be accessed at www.
text4baby.org.  
 For more information, please con-
tact kristal Ammons at klammons@
dhr.state.ga.us or 404-657-3147.
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>90%); at each facility, we inquired 
about the obstetric provider work-
force3 and each provider’s age, sex, 
and sustainability. We also inter-
viewed four physicians that recently 
stopped providing obstetric services 
to Georgia women.

Obstetric Provider Shortage 
in Georgia Continued from page 1

 in order to make the GMiHrG 
findings easily accessible for health-
care providers, patient advocates, 
and Georgia legislators, the results 
were mapped and individualized 
“report cards” by counties and Pc-
sAs were created.  to review and 

print information related to your 
local area, please visit the Georgia 
obGyn society website (http://gao-
bgyn.com/resources/category/ob-
shortage-study).  We hope you can 
use our materials to educate your-
self and others about the obstetric 
care issues facing your region and 
the state as a whole.
 now that GMiHrG has delineated 
and publicized Georgia’s ob short-
age areas, we plan to investigate 

potential solutions to this 
problem.  our next project will 
examine the characteristics 
and attitudes of the state’s 
obGyn residents and mid-
wifery students. We hope to 
identify traits that may predict 
delivery of obstetric services 
in rural Georgia upon comple-
tion of training. Please contact 
Adrienne DeMarais Zertuche at 
adrienne.d.zertuche@emory.
edu if you have any questions, 
or if you want to get involved.

__________________________

1 Primary care service area (PcsA) 
is designated if ≥30% of patients 
receive care in their county of resi-
dence.  if a county receives <30% of 
its residents as patients, it is assigned 
to the Pcs A where the majority of its 
residents go for primary care.

2 brittany Argotsinger, MPH*; Danika 
barry, MPH*; nikita boston, cHes, 
MPH*; Ansley Howe (Msn/MPH 
candidate)*; sylvie Hua, MPH*; kayla 
lavilla, MPH*; Hilary Moshman, MPH; 
bridget spelke (MD/MPH candidate)*; 
Dena Vander tuig, MD, MPH; Audra 
Williams (MD/MPH candidate); Abby 
Yandell (MD/MPH candidate)*; brit-
tany Young (MD/MPH candidate); 
Adrienne DeMarais Zertuche, MD, 
MPH.* 
* Denotes direct involvement in 
project.

3 based on ideal annual delivery rates 
(155 deliveries per obstetrician, 
100 per certified nurse midwife, 
and 70 per family practitioner), we 
converted all providers into “obste-
trician equivalents.”  using these 
equivalents and facility birth data, 
we calculated the average annual 
deliveries per provider (AADP) within 
each PcsA, labeling the workforce as 
“adequate” if AADP<144, “at risk” if 
144<AADP<166, and “deficient” if 
AADP>166.

One Sample of the Legislator PCSA Cards
The GMIHRG created legislator-specific “PCSA cards” for distribution to all 178 Georgia 

Representatives and 56 Georgia Senators.  The front of each card incorporates a map of Georgia’s 
OB provider shortages, as well as revealing quotations from obstetricians across the state.  The 
back displays data specific to the PCSA(s) in the legislator’s district, including number of births 
and deliveries; number, age, and sex of delivering providers; and current and predicted provider 

burden (average annual deliveries per provider).  Please download your card(s) from the Georgia 
OBGyn Society website (http://gaobgyn.com/resources/category/ob-shortage-study) and ask your 

Representative and Senator to protect our profession and our patients.

What obstetricians in 
Georgia are saying…
  ❝in rural Georgia, 70-80% of pa-
tients are Medicaid, and with today’s 
reimbursement rates, no matter how 
smart you run your business, it’s hard 
to get by.❞  
Americus, GA

  ❝We are the only obstetrical practice 
in town.  With 1 ob and a midwife, we 
did 550 deliveries last year.  sometimes 
we see 60 women in a day. 75 to 80 
percent of our patients are Medicaid. 
it’s difficult to recruit physicians of any 
kind to this area.❞ 
Moultrie, GA

  ❝[From] Preston, it’s 30 miles to 
Americus and 40 to columbus. if [pa-
tients] have cars, they don’t have much 
gas, and there’s no public transporta-
tion. they don’t come for prenatal care, 
they are less likely to have problems 
picked up, and Georgia is more likely to 
have [poor health] indicators.❞ 
Americus, GA

  ❝Physicians are small business 
people. they need to be able to stay 
financially solvent and pay a living 
wage to their employees.  …tort reform 
would really help. if doctors could prac-
tice medicine without worrying about 
being sued all the time, i believe we 
would practice better medicine.❞ 
LaGrange, GA

Take action to ensure that women 
in your county have access to ob-
stetric health care.

Each Legislator PCSA Card included this map of Georgia with color coding to show the status of Obstetric coverage in each county.   
The darkest green color shows the counties which currently have NO obstetric services. 

Pregnant women in these areas must travel to other counties to receive obstetric care or they go without care.  
The second darkest green shows areas where there are some OB services, but not enough to meet the demand.
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Lumpkin

Columbia

Richmond

Forsyth

Candler

Haralson

Lanier

Chattooga

McDuffie

Evans

Pickens

Lamar

Seminole

Fayette

Dawson

Towns

Bleckley

Webster

Habersham

Treutlen

Schley

Douglas

Oconee

Peach

Spalding

Barrow

Muscogee

Taliaferro

Montgomery

Stephens

Catoosa

Quitman

Clayton

Clarke

Chattahoochee

Glascock

Rockdale

SOURCES: Georgia Board of Physician Workforce [2010]. U.S. Census Bureau [2010].
Georgia Maternal and Infant Health Research Group; phone survey [2011].
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 the Harriet tubman Women’s clinic, 
an emory university student-run, free 
clinic located at the open Door com-
munity on Ponce De leon Ave, needs 
additional volunteer obGyn and Family 
Medicine physicians to help see patients 
and train medical student volunteers.
 the Harriet tubman clinic, which 
was founded in 2009 by two ambi-
tious emory medical students, has 
enjoyed great success providing free 
gynecology services to homeless, 
under-insured and uninsured women. 
the clinic was recently awarded the 
AoA Medical student leadership and 
service Project Award from emory.  
this grant is especially beneficial as 
it allows the free women’s clinic to 
expand from opening bi-monthly to 

weekly on tuesday evenings, as well 
as provide more services and resourc-
es to the patients. 
 to facilitate this expansion, the 
HtWc is asking more physicians and 
team members to become involved in 
this wonderful endeavor.  the major-
ity of the physician volunteers are 
currently recruited from the emory 
clinic ob/GYn department.  but as 
the clinic expands both its services 
and clinic dates, it hopes to recruit 
additional volunteer obGyn and Fam-
ily Medicine physicians from around 
the city.  
 Physician volunteers graciously 
donate three hours of their time on 
tuesday evenings to see patients and 
train medical student volunteers on 

the Harriet tubman Women’s clinic 
needs Volunteer Physicians

basic gynecological practices. the 
clinic currently offers pap smears, 
STI testing, breast exams, and onsite 
treatment options. the clinic also al-
lows medical students to gain experi-
ence and hopefully peak their interest 
in obstetrics and gynecology.
 While the clinic is doing a wonderful 
part to help the underserved women 
of Atlanta, it is impossible to do this 
without the help of volunteer physi-
cians. the clinic staff would be hon-
ored if you would join their efforts and 
volunteer at the clinic. For additional 
information, please contact leah 
Machen, 2012 Physician recruitment 
coordinator, at lmachen@emory.edu 
or email harriettubmanfreewomen-
sclinic@gmail.com.
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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

eMrs and the Physical exam
Steve Adams,  
cPc, cPc-H, cPc-1, Pcs, Fcs,  
InGauge Healthcare Solutions

Dr. Toledo speaks at the 
capitol.

Women who are uninsured or underinsured  
covered for contraceptives and routine GYn care

WoMen keeP MeDicAiD coVerAGe 
AFter DeliVerY

Finally a plan that covers women’s health services. 
Contraceptives, Paps, STD treatment 

and screening, and more.  
Planning for Healthy babies Plan has women covered!!

Benefits to Providers:
• Allows obs to keep Medicaid women in the 
practice between pregnancies

• Allows obs to bill for routine gyn and family  
planning services

• improves continuity of care with your reproduc-
tive age patients

• Maintains your patient base between pregnancies 
• Many cMo patients will automatically roll over to 
P4Hb after delivery 

Billing: 
• check with cMos and Medicaid for additional  
billing information

• services should be billed with a family planning 
modifier

Where do women get more information about 
Planning for Healthy Babies? 
• refer women to www.planning4healthybabies.org, where 

they can apply online or download an application
• Applications can be picked up at local health department or 

DFcs offices
• refer patients to www.dch.georgia.gov/p4hb or 1-877-

P4Hb-101 for more information

 With an increasing number of 
providers continuing the transi-
tion to electronic medical records 
(eMr), it is important to review 
one component of evaluation and 
management (e/M) coding that is 
often overlooked when creating 
your eMr templates.
 The federal government, in con-
junction with the American Medical 
Association (AMA) has developed 
two sets of physical exam guide-
lines that providers must adhere to 
when documenting and selecting 
any set of e/M codes.
 Whether you select to document 
with the “1995” exam guidelines, 
or “1997 - bullet” exam guidelines 
is up to you.  However, most pro-
viders are unaware of the differ-
ence in these two guidelines and 
if you don’t specify which set you 
want to use with your eMr, you are 
setting yourself up for disaster if 
ever audited.
 let’s take a look at the two sets 
of guidelines so you will be able to 
make a decision on which one you 
want to use to help ensure docu-
mentation compliance.
1995 Guidelines
 This is a set of body areas and 
organ systems that when used in 
conjunction with each other allows 
you to document and select any 
number of e/M codes.  the only 
compliance issue that we see with 
the 1995 exam happens when a 

provider selects e/M services 
that require a “compre-
hensive 8-organ system 
exam.”  

 The AMA 
and CMS 
specify 
that a 
compre-
hensive 
exam be 
made up 
of only 
organ sys-
tems and 
not a com-
bination 

of organ systems and body areas.  
These 12 organ systems are the only 
recognized organ systems from cMs 
and the AMA: constitutional, eyes, 
enMt, lymphatic, cardiovascular, 
respiratory, Gastrointestinal, Genito-
urinary, Musculoskeletal, neurological, 
Psychiatric, and skin. if you docu-
ment a comprehensive exam and any 
of your headings are different from 
these key organ systems, you’d need 
to contact your eMr provider and 
change the headings.
 Once you get the headings correct, 
you can document whatever findings 
you want to regarding the system(s) 
being examined.  in fact, cMs writes 
that a notation of “normal” is acceptable.
1997 Guidelines
 these guidelines were then devel-
oped as an option for providers not 
wanting to document exams of organ 
systems, but to be able to document 
findings from a combination of sys-
tems and areas.  However, the federal 
government is very specific about 
the areas and systems you examine 
and what you are able to document 
regarding your findings within those 
systems and areas.  
 in other words, it’s not sufficient to 
perform an exam of the neurological/
Psychiatric system, under the 1997 
guidelines and document whatever 
you want regarding your findings.  
specifically, for a neurological/psychi-
atric exam under the guidelines for a 
single system musculoskeletal exam, 
the government will only give you 
“credit” if you document findings, simi-
lar to the statements below, pertaining 
to any of the following five elements: 
NEURO/PSYCH:
• in upper and lower extremities, 

coordination smooth and accurate.
• Deep tendon reflexes 2+ bilaterally;
• superficial touch and pain sensation 

intact bilaterally.
• Alert and oriented x 3;
• no mood disorders noted, calm affect
 Different e/M codes require a differ-
ent number of “elements” be docu-
mented for each e/M code.
 if you believe you are set up to 
document the 1997 guidelines, but 

you weren’t informed of the only 
findings you could document for 
proper “credit,” you’re documenta-
tion might not be as compliant as 
you think.
 the point is, unless you are famil-
iar with the specific set of examina-
tion guidelines you are using (1995 
vs. 1997), the use of an eMr for 
documentation compliance could be 
a fruitless endeavor.
What to do?
1. contact your eMr vendor to ensure 

they are familiar with the difference 
in the 1995 and 1997 guidelines as 
they pertain to the physical exami-
nation.

2. Ask them to let you know which 
system you are currently using for 
your template.

3. Do some research.  the following 
is a direct link to the cMs web site 
that outlines the difference in the 
1995 and 1997 guidelines: www.
cms.gov/mlnedwebguide/25_em-
doc.asp

4. consider having an outside review 
of some of your new and estab-
lished patient notes to ensure you 
have had your templates set up 
appropriately.  normally after a 
review of 5 new and 5 established 
physical examinations, an auditor 
can offer you suggestions on your 
documentation compliance.

 Please don’t overlook this very 
important component of your eMr 
documentation compliance.

C L A S S I F I E D  A D V E R T I S E M E N T

Obstetrix Medical Group
Atlanta, Georgia

 obstetrix Medical Group is seeking a 
bc/be obGyn to join our well-established 
northside Women’s specialists (nWs) 
group in Atlanta.  our obGyns deliver at 
northside Hospital of Atlanta and have a 1 
in 5 call rotation.  our group operates of-
fices in Atlanta and Alpharetta. For more 
information about our group, visit www.
nws-obgyn.com.
 to apply for this opportunity or learn 
about benefits and other locations, please 
visit www.obstetrix.com/clinicalcareers or 
contact 800.243.3839, ext. 6510.  obste-
trix is an equal opportunity employer.
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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 Centers for Disease Control 
and Prevention (cDc) estimates 
that 800 infants are born to hepa-
titis b-infected women in Georgia 
each year,¹ placing them at risk of 
developing perinatal hepatitis b virus 
(HbV) infection.  only half of these 
infants are reported to the Georgia 
Department of Public Health (DPH).  
The Advisory Committee on Immuni-
zation Practices (AciP) recommends 
that all newborns receive hepatitis b 
(Hepb) vaccine soon after birth and 
before hospital discharge, regard-
less of maternal HbV status.² As a 
healthcare provider, you have the 
ability to help prevent HbV transmis-
sion from mother to child.
 Prenatal care providers play a key 
role in identifying hepatitis b-infected 
pregnant women.  All pregnant 
women should be tested routinely for 
hepatitis b surface antigen (HbsAg) 
in each pregnancy, even if they have 
been previously vaccinated or tested.  
in an effort to reduce transcription 
errors, the CDC recommends that a 
copy of the original laboratory report 
with HbsAg test results be trans-
ferred to the delivery hospital prior 
to delivery.²  infants born to HbsAg-
positive women and those with 
unknown HbsAg status must receive 

Perinatal Hepatitis b Prevention  
in Georgia – A collaborative effort 

immunoprophylaxis with Hepb vac-
cine and hepatitis b immune globulin 
(HbiG) within 12 hours of birth to 
help prevent perinatal transmission.
 in 2011, DPH collaborated with 
children’s Healthcare of Atlanta 
(cHoA) to survey 89 birthing cen-
ters in Georgia.  the project focus 
was to determine current policies 
and practices regarding Hepb birth 
dose administration and documenta-
tion of maternal hepatitis b surface 
antigen (HbsAg) status.  of the 72 
centers that responded to the survey, 
90% have policies or standing orders 
in place to administer Hepb vac-
cine to all newborns before hospital 
discharge.  only 89% of responding 
centers reported having policies and/
or standing orders in place to admin-
ister both Hepb vaccine and HbiG to 
the infant within 12 hours of birth, 
when the mother is HbsAg positive; 
83% have a policy in place addressing 
procedures for infants born to moth-
ers with unknown HbsAg status.   
 As part of the collaborative project, a 
research team conducted site visits at 
eight birthing centers, to review medical 
records of 25 consecutive live births and 
corresponding maternal charts.  the 
goal was to review practices surround-
ing HbsAg testing and Hepb birth dose 

administration.  unfortunately, 
inconsistencies were identified be-
tween cDc birth dose recommen-
dations and actual administration 
of the vaccine, despite existing 
policies.  Failure to follow national 
recommendations that are en-
dorsed by the American Academy 
of Pediatrics (AAP)³ places in-
fants at higher risk for developing 
chronic HbV infection.
 Another component of the DPH 
and cHoA project was a series of 
five focus groups that were held 
in Metro Atlanta to determine 
existing attitudes, knowledge and 
behavior among pregnant women 
and new mothers surrounding 
childhood vaccinations, the Hepb 
birth dose, and other prenatal 
issues.  Focus group discussions 
revealed that half of the par-
ticipants expressed limited-to-no 
familiarity with hepatitis b.  Group 

participants were asked to identify 
potential sources of credible informa-
tion.  three sources scored highly:  the 
American Academy of Pediatrics, Cen-
ters for Disease Control and Prevention, 
and children’s Healthcare of Atlanta.  
Medical providers also ranked high as a 
trusted source of information, assuming 
the role of coach, advisor and medical 
expert.  some participants reported 
that they are still more likely to follow 
advice received from medical providers 
than social media or relatives.  These 
women reported following the vaccine 
schedule as outlined by their physicians 
and other experts.
 Perinatal hepatitis b infection re-
mains an important health concern in 
Georgia.  Healthcare providers play a 
crucial role in preventing HbV trans-
mission.  results from the collabora-
tive project revealed that there are 
many challenges to overcome, includ-
ing improvement in policy adherence 
and increase of Hepb birth dose ad-
ministration rates.  together, we can 
make a difference in the fight against 
perinatal hepatitis b.  
 recommendations for obstetrical 
care providers:
• test all pregnant patients for HbsAg  

during every pregnancy
• report HbsAg-positive results to the 

Georgia Department of Public Health
• Forward a copy of the patient’s Hb-

sAg lab report to the birthing hospi-
tal prior to delivery

• refer infected patients for medical 
management and possible treat-
ment of chronic HbV²

• Vaccinate susceptible high-risk 
women with Hepb vaccine

 For more information, contact 
the Perinatal Hepatitis b Prevention 
Program (404-651-5196).  Additional 
resources can be found on the Geor-
gia DPH website: http://health.state.
ga.us/programs/perinatalhepatitisb.
1 centers for Disease control and Prevention (cDc). 

unpublished data
2 cDc. A comprehensive immunization strategy to 

eliminate transmission of hepatitis b virus infection in 
the united states: recommendations of the Advisory 
committee on immunization Practices (AciP); Part 1: 
immunization of infants, children, and Adolescents. 
MMWr 2005;54(no. rr-16).

3 American Academy of Pediatrics. Hepatitis b. in Picker-
ing lk, baker cJ, kimberlin DW, long ss, eds. red 
book: 2009 report of the committee on infectious 
Diseases. 28th ed. elk Grove, il: American Academy of 
Pediatrics; 2009; 347-350.



Georgia Obstetrical and 
Gynecological Society, Inc.

Administrative office

4485 tench road
Suite 2410

suwanee, Georgia 30024

telephone: 770 904-0719
Fax: 770 904-5251

Presorted
Standard

U.S. POSTAGE

PAID
Permit # 6264

Atlanta, GA


