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ast fall, the Georgia OBGyn Society,
with the leadership of your colleagues
on the Board of Directors,
announced the development of the
GOGS Medical Malpractice Program.
This program was designed with
industry-leading OBGyn-specific
coverage terms and built to change the
malpractice purchasing landscape for
GOGS members. It has been a pleasure
to watch what was originally a general
concept with the GOGS leadership
turn into a successful program that is
dramatically helping GOGS members
across Georgia successfully manage
their malpractice expense to a level that
helps them to remain independent.

Overview of Program
Pricing Results:
Eligible GOGS members can receive a
35% program discount, a 10% patient
safety discount, and up to a 25%
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claims-free discount on The Doctors
Company coverage. Most members
who have enrolled in the program are
realizing between 20-40% reductions
on each physician’s annual premium.
Here are some examples of some recent
successes within the program:
As you can see in the two examples,
the development of the program is
generating tremendous outcomes for
physicians all over Georgia. While this
program is about more than just saving
money, it is clear the program is driving
down malpractice costs for
GOGS members.

The GOGS program includes
industry-leading policy terms (not
a complete list):
• Free Tail – Death, Disability or
Retirement (any age after one year
of coverage)
• Free Tail Conversion – TDC will pick
up your prior acts when moving to
the program
• Physician consent to settle rights
• Free “Step Down” premium from
OBGYN to GYN surgery classifications
• Automatic extension of coverage for
locums
• Dividends – eligible for dividends
after being in the program for
three years
• Broad defense panel including control
over who you want to defend you
• Medicare/Medicaid Billing Compliance
Defense Coverage
• Cyber Liability Coverage
• Tribute Plan – Annual contributions
to each physician’s Tribute Fund

Example 1 –
OBGYN Practice in South Georgia

Number of Providers = 3
What are some of
Specialty Classification = OBGYN – Major Surgery
your fellow GOGS
Prior Insurer’s Annual Premium = $113,646
members saying
GOGS Program’s Annual Premium = $74,190
about the program?
Annual Premium Savings = ($39,456)
“The GOGS malpractice
program has changed
Example 2 –
the insurance purchasing
landscape for all GOGS
Solo GYN Surgery Practice in South Georgia
physician members. I have Number of Providers = 1
personally benefited by
Specialty Classification = GYN Only – Major Surgery
joining the program, and
Prior Insurer’s Annual Premium = $33,548
I am certain that it will
GOGS Program Annual Premium = $13,466
make a big difference for
Annual Premium Savings = ($20,082)
many others. I encourage
all GOGS members to closely evaluate
(historically 10% of your annual
the program with the assistance of
premium) – a lump-sum payment
Bartley Miller and his team at Sterling.”
of the fund occurs upon death,
Anne Patterson, MD - Atlanta, GA
disability or retirement from the
Past GOGS President
practice of medicine
“My fellow doctors and I now have
combined negotiating power through
the GOGS program so that we all have
better control over our malpractice
costs. Further, in the unfortunate
event of a claim, I am now NOT just a
number. The full resources of the GOGS
program and Sterling Risk Advisors are
behind me.”
Hugh Smith, MD - Thomaston, GA
GOGS President-Elect

What does your participation in the
program mean to the Society?
The Society needs your support!
The more participation we have in
the program, the more powerful the
program becomes in the marketplace.
In addition, The Doctors Company has
agreed to pay an endorsement fee
equaling 1.5% to the Society for all
Continued on page 2
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Power in Numbers

The story behind the GOGS Medical
Malpractice Program
Continued from page 1
insurance premiums written through
the Society’s Medical Malpractice
Program. With these funds directed
specifically to your Society, rather
than a group representing interest
other than the OBGyn specialty, the
Society plans to continue efforts such
as maternal mortality (Georgia Ranks
50th, the
worst in
the nation)
review and
education,
shoulder
dystocia
training,
and other efforts, which improve
the OBGyn practice environment for
you and the women in Georgia. The
Doctors Company’s commitment to

Georgia OBGYNs is evident through its
assistance, both financially and also
in development of these educational
programs.
While I hope you are never exposed
to a medical malpractice claim, if you
require the defense benefits of your
insurance policy, you can be confident
that the
leadership of
the Society
has helped
design a
program
specifically
for OBGyn
practices in partnership with The
Doctors Company and Sterling Risk
Advisors. Whether it’s through the
GOGS-specific claims committee

that was formed as part of this
program, the leveraged purchasing
power the Society has generated,
or the physician advocacy that
GOGS members experience through
Sterling Risk Advisors, we hope GOGS
members will find confidence in what
the Society has created. Although
there are several professional liability
insurer options in Georgia, this is
the only one that has financially
committed to support Georgia
OBGyns specifically. When you make
your purchasing decision, ask your
current insurer where they direct their
endorsements and support funding in
Georgia.
If you would like to learn more
about the GOGS program, please feel
free to contact me at any time.

Clinical Updates
• http://www.mdedge.com/ccjm/article/103768/cardiology/womens-health-2015-update-internist

Update on cardiovascular health in women.
• http://www.mdedge.com/obgmanagement/article/116739/obstetrics/
preventing-infection-after-cesarean-delivery-evidence-basedPreventing
infection after cesarean delivery: Evidence-based guidance

Recommendations for preventing infection after C-section.
• http://www.mdedge.com/obgynnews/article/116667/contraception/fdafinalizes-boxed-warning-essure

The FDA requires Essure to carry black box warning.

Hot App for Clinical Practice
• http://www.mdedge.com/obgmanagement/article/126566/obstetrics/three-goodapps-calculating-date-delivery/page/0/1?utm_source=PANTHEON_STRIPPED&utm_
medium=PANTHEON_STRIPPED&utm_content=PANTHEON_STRIPPED

Three recommended due-date calculator mobile apps for OBGyns.

HealthConnections

An Example of the WellCare
Safety Net for the Social Service
Safety Net
The Community Advocate
collaborated with multiple
departments (Provider Relations,
Field Health Services and Advocacy)
to successfully manage an obese
member. A provider office contacted
WellCare for transportation
assistance for a 15 year old child with
depression, elevated blood pressure
and obesity. The 500 pound member
was in need of transportation from
Columbus to Children's Healthcare of
Atlanta (CHOA) for a medical
appointment. The provider relations
representative informed Advocacy of
the member need. After obtaining
more detailed information about the
member, Advocacy discovered that
the member was not enrolled in case
management. Advocacy completed a
referral to the Health Services Model
of Care Team and provided
transportation resources. The
member was assigned to a medical
social worker on the Model of Care
Team, who discovered not only was
transportation and case
management needed but, the
Department of Family and Children
Services needed to be involved
regarding the safety of the
child. Through this collaboration, the
member attended the medical
appointment at CHOA, is being
managed by Case Management and
is living in a safe home. The provider
office also expressed their
satisfaction with WellCare’s response
to the urgent need.
WCGA-10592015 State Approved 02142017
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Georgia HealthConnections Model
WellCare realizes that The Social Safety Net is critical to positive health outcomes,
not only for our members, but also to their communities. Individuals rely on social
services to stay healthy. Through our HealthConnections model, WellCare seeks to
support the existing safety net in our communities. In addition, WellCare identifies
gaps in The Social Safety Net and collaborates with key stakeholders to fill those gaps,
via investments, initiatives and advocacy. The goal of the HealthConnections model is
to improve health outcomes and address member need, as well as strengthen our
communities locally and nationally.
WellCare removes social barriers to accessing health care by connecting members to
local, community-based public assistance services. WellCare associates refer members to
these services using an automated referral tracking system and a centralized database.
This database comprises of more than 60,000 community-based public assistance services
and health related activities.
Our research indicates that since 2011 25% of the organizations which comprise the social
safety net have capped their programs, closed their doors or otherwise discontinued their
services. This network deterioration creates gaps in social safety net that threatens the
health and vitality of our communities.
In essence, WellCare offers a safety net for the social safety net.
Our HealthConnections Model is founded on community health principles coupled with
managed care rigor. To advance community health outcomes through this model,
WellCare developed a strategic plan that included investing in existing community
resources, and implementing new community health initiatives.
COMMUNITY HEALTH INITIATIVES
WellCare collaborates with community stakeholders and other partners to implement
community–based strategies that fill healthcare gaps or focus on specific health outcomes
by tapping into community programs. Examples include:







School Based Health Center - Establish an onsite School Based Health Center
designed for students, teachers, administrators and staff that offers medical,
behavioral dental and vision health services in a medical office that is housed within a
public school.
Transportation Services for Pregnant Women and Children – Establish a bus route to
transport pregnant women and children to heath related services within an urban
community. Service route includes the following stops: dental and vision offices,
behavioral health services, Grady Hospital, WIC and the Center for Black Women’s
Wellness. On select days a mobile farmers market will be included in the route.
Homeless Stabilization Program – Partner with a faith based crisis stabilization
program to provide enhanced services for employment, housing, food and behavioral
health services.
Partnering with AAAs – WellCare is expanding the healthy food access pilot by
incorporating Veggie Van stops at the senior facilities identified by the Area Agency
on Aging.
WellCare Health Plans, Inc. www.WellCare.com 813-290-6200
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Georgia Perinatal
Quality Collaborative

T

he GaPQC was started some
four years ago, in efforts to
improve the quality of maternal
and infant care in GA. It is composed
of a loosely affiliated network of GA
hospitals interested in achieving these
aims. Any delivering hospital in the
state is eligible. Separate projects on
obstetric and pediatric topics have
been conducted, including postpartum
LARC programs, neonatal steroids
administration, and CCHD screening.
The collaborative, unlike some other
states’ collaboratives, has been called
an “all volunteer army” with minimal
funding and voluntary participation
by most of the leading delivery
hospitals in GA and all the hospitals
in the Regional Perinatal Center
system. Despite its early “funding-lite”

status, the
collaborative
has managed to
gain momentum,
mainly through the
caliber of its projects.
This fall, following leads from ACOG
and AWOHN, the GaPQC Obstetrics
arm has decided to take on postpartum
hemorrhage as its next initiative.
Currently, the collaborative, under
the direction of Dr. Melissa Kottke, is
formulating its objectives and metrics.
Some proposed components of
the initiative include quantitative
measurement of blood loss, simulation
drills on OB units, pre-stocked
hemorrhage carts on OB units, and
written protocols for each hospital.
The coordination of the GaPQC is
through the GA
Department of
Public Health.
The model
is such that
participating
hospitals can
choose the
extent to
which they
participate,
given their
resources in
their facilities.
The good news
for individual
hospitals is that
much of the
groundbreaking

Looking to avoid risk?

Catherine M. Bonk, MD,
MPH, FACOG
GOGS President
Decatur, Georgia

local work on postpartum hemorrhage
has been done through other avenues
such as the AWOHN project. It is
GaPQC’s objective to continue working on
the same data collection and not to recreate new data requirements.
With maternal mortality in GA among
the worst in the nation, this work is vital
to our moms, our families and our state.
The GOGS applauds GaPQC for taking on
the challenge of postpartum hemorrhage.
If your hospital is interested in
participating, please contact DPH at
404-657-2850. Monthly conference
calls are the third Tuesday of most
months. For a hospital to participate,
it needs at least a nursing champion,
an OB physician champion, and a
data person.

WE CAN SHOW
YOU THE WAY.
We’re taking the mal out of malpractice insurance.
Thanks to our national scope, regional experts, and
data-driven insights, we’re uniquely positioned to spot
trends early. We shine a light on risks that others can’t
see, letting you focus on caring for patients instead
of defending your practice. It’s a stronger vision that
creates malpractice insurance without the mal.
Join us at thedoctors.com

G GS
Golf
Golf
Tournament
Tournament
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John Daniel Thompson, Sr.

Obesity in Your Practice

O

ne of the
most critical
health care
problems facing
women in Georgia is
obesity. Georgia has
the dubious distinction of being one of ten
states with an adult obesity prevalence at
or above 30 percent and an additional 35%
in the overweight category. If you have the
impression that your patients are getting
heavier, you are correct. Since 1980, adult
obesity rates have doubled (and) rates for
children and adolescents have tripled.
Addressing the needs of the obese
patient in your office begins before
she sees you. Offices need scales to
accommodate higher body weights and
large blood pressure cuffs. I equipped my
new office with an ADA certified bariatric
electric bed which allows patients to
more easily get onto the bed and in the
lithotomy position. You may also need
vaginal wall retractors to visualize the
cervix for paps and endometrial biopsies.
Discussing weight can be awkward.
Your overweight and obese patients
probably know they have a problem.
Sometimes, it is even concern about
their weight that brings them in for their
annual exam. We have a lot of reasons
not to speak with our patients about
obesity and weight control including
discomfort with the subject, lack of
time and lack of information. When I
ask patients if they would like to talk
about a weight loss plan or a plan to
get healthier, they are often relieved
and grateful for the conversation. What
you say is important. An overweight or
obese patient is significantly more likely
to report a 5% weight loss in a year if
her doctor addresses her weight.

As OB/GYNs, we are pressed to give
preventive and acute care to many patients
in a very short amount of time. How can
we have an impact in an annual exam?
Let women know the health benefits
of weight loss. Just a ten-pound
weight loss may allow your patient to
reduce her hypertension or diabetes
medications. Losing weight also
reduces stress on joints and the
back and can help to avoid or lessen
future or current pain and other
musculoskeletal problems.
Is your patient eating unnecessary
calories? The free self-help group
Overeaters Anonymous teaches the
acronym HALT, for Hungry, Angry,
Lonely or Tired. Many patients call this
“comfort” eating. Let them know about
this great group at www.oa.org. My nurse
practitioner, Dan Geller, also has a degree
in counseling and is excellent at supporting
women through this delicate process.
With proper preparation, a provider
can take a few minutes to discuss a
patient’s weight, possible consequences
of uncontrolled obesity, advantages
to undertaking a weight loss program
and appropriate strategies to begin
to increase exercise and control their
calorie intake. Then, have them come
back for a separate visit or refer them.
Here are strategies you can employ in
just a few minutes.
Plan meals – Plan out the entire week
and then shop just for that food. When
a person starts to think about the entire
cycle of personal nutrition and meal
planning, they feel empowered with an
active role in their weight control.
Eat only when hungry – Patients
who overeat may not even be aware of
the cycles of hunger and satiety.

The Stories of Dr. John Thompson

A

Hendee, and editor/writer Emily Osborne.
Good Start is a Great Beginning is
The work examines the life and times
the epic story of an era in medicine
of Dr. Thompson, who by all
that has now passed
into the annals of history,
measurable standards, was
but which has left a proud
an extraordinary individual,
exemplified in his roles as
heritage for those who lived
physician, mentor, humanitarian,
it and an important legacy
leader, and teacher. Equally
of life lessons and timeless
principles for the practice of
important, however, is the story of
medicine today.
his program from the experiences
of the residents and patients in a
It is written by Dr. John
unique time and setting.
D. Thompson, Professor
The authors, Drs.
and Chairman of the Emory
The saga unfolds with faithful
John D. Thompson
remembrances of the adventures
University/Grady Memorial
Hospital Gyn/Ob Residency and Joe M. Phillips, Jr. of human triumph and pathos
Program*, and by one of his residents,
that often evoke tears of laughter and
sadness from the reader. Written in an
Dr. Joe M. Phillips Jr., with significant
intensely personal style, the reader soon
contributions by many of his residents,
becomes a participant in the adventure,
beloved faculty member Dr. Armand
6

July 10, 1927 – January 11, 2017

Lillian Schapiro, MD
Gynecologist
Ideal Gynecology, Atlanta, GA
Avoid distracted eating – Do not
snack while watching TV, surfing the
internet or working from home.
Keep beverages calorie free – NO
Sodas or sweet tea. A person can easily
reduce 1000 calories a day by cutting out
sweet tea.
Take time to exercise – Everyone is
busy. Encourage your patient to take time
to take care of herself. People who get
up and move, not only are less prone to
symptoms of anxiety and depression, they
are also happier.
Control portions – At restaurants, take
leftovers home. Do not overfill your plate.
So, while getting a patient started or
encouraging her on her journey to a
healthier BMI might seem daunting, you,
her trusted source of medical information,
can have a tremendous positive impact.
Special thanks to Piedmont nutritionist
P. Susan Chapman, MS, RD, LD for her
contribution to this article and to our weight
reduction program at Ideal Gynecology.

finds it difficult to interrupt,
and experiences a feeling of
disappointment when the
story must inevitably come
to an end. Never resorting to
exaggeration or hyperbole,
these entertaining and
informative accounts celebrate a
proud legacy of a lasting contribution in
the practice of the noble profession of
medicine. The worthy story has now been
written for the ages.
The book may be purchased online by
visiting lulu.com, and then entering the
name of the book, A Good Start is a Great
Beginning. Dr. Phillips may be contacted
at goodstartgreatbeginning@gmail.com,
and he welcomes all input from the readers.
*Dr. Thompson passed away on January
11, 2017, just two weeks after completion
of this book. He was able to have the book
read to him and was very pleased.

As the son of an
Emory University
educated physician,
Dr. Thompson was
fascinated by the field
of medicine at an early
age, having earned
the nickname “Doc”
from his elementary
school classmates, as
he would “diagnose”
their illnesses during
recess. After graduating from The Baylor
School in Chattanooga in 1944, Dr. Thompson
began his long association with Emory as an
undergraduate student, earning his bachelor
and Doctor of Medicine degrees in 1948 and
1951, respectively. He completed his internship
and residencies in gynecology and obstetrics
and pathology at Johns Hopkins Hospital in
Baltimore and later served on the medical
faculty at John Hopkins and Louisiana State

Obituaries

University. He returned to Emory
in 1959 as an associate professor,
and two years later, was named
chairman of the department. At
age 34, he was the youngest
chairman of any GYN/OB
department in the United States
at that time.
Several generations of medical
residents graduated from his training program
with a concrete definition and example of
professional excellence. More clearly than any
other gynecologic leader, he encouraged all
physicians to accept the health problems of the
community, the state and the region as their
own, and to work towards their solutions.
During his career, Dr. Thompson created the
notable Resident Research Projects and Annual
Resident Research Day Programs. In 1987,
the Emory GYN/OB Department decided to
honor Dr. Thompson by combining the two as
the John D. Thompson Resident Research Day
Program. Dr. Thompson was further honored
by Emory University as Professor Emeritus in
January 1996.

Dr. Thompson co-edited three editions of
TeLinde’s Operative Gynecology, served as
president of the Georgia OB/GYN Society,
served on the State Board of Medical Examiners,
and as a Board Examiner for the American
Board of Obstetrics and Gynecology. In August
2016, the American College of Obstetricians
and Gynecologists recognized his immense
contribution to the field by awarding him the
Luella Klein Lifetime Achievement Award.
During nearly 50 years as a physician, his
professional life was guided by his closelyheld personal belief that “The quality of
human reproduction is the most important
thing in the world. If we cannot get that right,
then nothing else matters.”

John Hamilton Angell
April 20, 1923 – May 4, 2016
Dr. Angell died peacefully at home surrounded by family on May 3. Dr. Angell attended Towson High School in Towson,
MD, graduating Phi Beta Kappa from Johns Hopkins University in Baltimore, MD, in 1943 and from Johns Hopkins Medical
School in 1947. He served in the Army ROTC, later attaining the rank of Captain and serving as Chief of Obstetrics at
Valley Forge Army Hospital in Valley Forge, PA. He moved to Savannah in 1955 to practice obstetrics and gynecology
and retired in 1991 after delivering more than 15,000 babies and helping found the obstetrics and gynecology residency
program at the Memorial University Medical Center in Savannah.

Robert Mitchell Cates
December 10, 1942 – December 28, 2016
Dr. Cates, age 74, of Rome, GA, passed away on Wednesday, December 28, 2016 at his home after a brief illness. He
graduated from Lanier High School in Macon, from North Georgia College in Dahlonega, and received an MD from the Medical
College of Georgia in Augusta. He started his residency in obstetrics and gynecology at Memorial Medical Center in Savannah,
and following two years of active duty in the US Army, he completed his residency at Medical Center of Central Georgia in
Macon. He practiced medicine in Rome at the Norton Women’s Clinic from 1974 until his retirement. He was a member of the
American College of OB/GYN, the South Atlantic Association of OB/GYN, and the Georgia State Society of OB/GYN.

John Dorminy, III
July 13, 1944 – March 8, 2016
Dr. Dorminy passed peacefully in his sleep during the morning of March 8 at age 71. John was raised in Ben Hill
County, but graduated high school at the McCallie School in Chattanooga, Tennessee. He completed his undergraduate
degree at Emory University and served in the U.S. Air Force as a hospital administrator in Cheyenne, Wyoming. He
later earned his medical degree and completed residency training as an OB/GYN at Duke University in Durham, North
Carolina. After returning to the area, Dr. Dorminy and fellow OB/GYN, Dr. Sammie Dixon, were instrumental in forming
the Tift General Hospital Foundation in 1975, now known as the Tift Regional Medical Center Foundation. The foundation
continues today to provide medical equipment donations, hospital building project assistance, patient experience
enhancements, medical scholarships and more.
Dr. Dorminy served as the hospital foundation chairman from 1994 to 2015. In 2000, the Elene Dorminy Women’s Pavilion at Tift Regional
Medical Center (TRMC) was named after his mother. Under Dr. Dorminy’s direction, the TRMC Foundation provided many resources and
enhancements for the hospital and the TRMC Anita Stewart Oncology Center.
He also developed the foundation’s “Heart Safe Community” program, which provides Automatic External Defibrillators to area schools and
organizations as well 12-lead EKG units to area emergency medical services. The J.H. Dorminy Scholarship Fund provides financial assistance
for those pursuing a degree in nursing or allied health.

Mary Ellen Gaines Trescot
Aug 23, 1952 – Nov 28, 2016
Mary Trescot, 64, of Moultrie, Ga., died Monday, November 28, 2016 at Colquitt Regional Medical Center. Mrs. Trescot
graduated with a bachelor degree from University of Maryland. She was involved in public relations for Hanover Hospital in
Hanover, PA, and Lenoir Memorial Hospital in Kinston, NC. Mrs. Trescot worked with the Lupus Research at Johns Hopkins Medical
Center and also with the Maryland Lupus Foundation. In Moultrie, she helped manage her husband’s OBGyn practice, and both
were active in the Georgia OBGyn Society.
Mrs. Trescot participated in several projects for the YMCA, she was a Board Member, Chair of Strategic Planning Committee,
Chairperson of Marketing Committee, Chairperson of Membership Committee, Building Better Lives Campaign volunteer, Capital Funds
Campaign volunteer, Marketing Liaison and continuous volunteer for all community outreach projects. In 2008 and 2015, she was the YMCA Program
Service Award Recipient and in 2009, the National Assembly Delegate award. She also was a certified facilitator and instructor for Livestrong, volunteer
for the Splash program, certified mentor for the SCORE program, certified lay person and volunteer for Chronic Disease Self-Management program,
community volunteer for Action Pack Families, cabinet member heading up medical campaign for United Way and she was a volunteer, fundraiser and
participant for Relay for Life. Mrs. Trescot didn’t just volunteer, she threw herself into her work to benefit others, working hard with no alternative.
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The Truth about
Elective C-Section Rates

W

hat is an elective C-section?
The ACOG Committee Opinion
#559, published in 2013 and
re-affirmed in 2015, offered this
definition - “A C-section
on maternal request prelabor without maternal or
fetal indication.” The same
Opinion #559 suggested
the national elective
C-section rate is 2.5%.
So let’s do the math.
The CDC reports that in
2015 there were 3,988,076 live births
in the USA. Approximately 33% were
delivered by C-section (1,316,065)
and 2.5% (32,901) of these C-sections
were performed without indication.
Really? After 35 years in OB/GYN
practice, I simply could not believe this
to be true.
Therefore, I decided to take a closer
look at the Peach State Health Plan
data set to get some answers. There
were 15,408 deliveries paid for by
Peach State Health Plan in 2015 with
a C-section rate of 29.32% and an
elective C-section rate of 3.1%. This is
equivalent to 403 elective C-sections.
There were 14 Peach State Health Plan
providers, with at least 50 deliveries
in the calendar year, that had an
elective C-section rate of > 5%. These
providers accounted for 151 of the

403 elective C-sections identified by
the coding on their claims and they
practiced in 13 different zip codes that
included the cities of Decatur, Moultrie,
Macon, Stone Mountain,
Suwanee, Warner
Robbins, Dawsonville,
Valdosta, and Atlanta.
The practice types
included solo practitioners,
single specialty groups,
multispecialty groups and
coverage groups for FQHCs
(Federally Qualified Health Centers). These
OBs practice in rural and urban settings,
large and small, that are located in North,
South, East, West, and Central Georgia.
Their 2015 elective C-section rates ranged
from 33.3% to 5%. I was able to collect
139 of the 151 charts for review.
Here’s what the data revealed:
1. The most common CPT code
submitted on these claims was
59510—a C-section, and the most
common diagnosis code used was
V27.0—a single live birth.
2. Based on the chart reviews, the most
common diagnosis codes should have
been 661.01 (arrested descent),
648.01 (diabetes in pregnancy),
659.71 (abnormal fetal heart tones),
652.01 (unstable lie), and O34.21
(previous C-section).

The following codes should be used for OB/GYN services
when members present to your office for care:

Targeted
Member

Breast Cancer
Screening

Women 50 – 74 years
old should have a
mammogram

Procedure
Code

ICD10

Tips to Improve
HEDIS Score
• Ensure that an order or prescription is
given at well women exams for women 50
– 74 years old.
• Document unilateral or bilateral
mastectomy and date in chart.

77055, 77056,
77057
G0202
99500, 0500F,
0501F, 0502F
H1000, H1001,
H1002, H1003,
H1004

Alan L. Joffe,MD
Medical Director
Peach State Health Plan
3. C-sections were also performed for
breech positioning, fetal intolerance
of labor, pre-eclampsia, and
placenta previa.
4. Two of the “C-sections” were
actually vaginal births. The
remainder of the charts—all
137—were absolutely indicated
operations. If the coding on the
claims had been correct, the elective
C-section rate would have been 0%.
This represents a coding error rate
of 100% based on chart reviews.
5. These providers did not share
details about the need for the
C-sections with their coders. As a
result, coders were simply inputting
incorrect information on the
claims in order for the claims to be
submitted timely for payment.
6. These providers also did
not direct their coders
to include informational
codes on their claims.
These findings
dramatically demonstrate
that when incorrect or
incomplete coding takes
place, providers create
bad data which doesn’t
reflect the good care
being provided to our
patients. Keep in mind
that governmental and
commercial payors are
not stationed in the
providers’ offices. Payors
expect that the claims
data submitted accurately
reflects the care rendered
to their members.
Now that you
understand that correct
coding matters, here is
what you need to know
and do going forward.
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HEDIS
Measure

Prenatal Care

First prenatal visit
should be conducted
within the first
trimester or within 42
days of enrollment
into Peach State
Health Plan.

59400, 59425,
59426, 59510,
59610, 59618
H1005
99201,
99203,
99205,
99212,
99214,
99241,
99243,
99245
G0463

99202,
99204,
99211,
99213,
99215,
99242,
99244,

Postpartum
Care*

Postpartum visit
should be 21 - 56
days after member’s
delivery.

57170, 59300,
59430, 99501,
0503F
G0101

Chlamydia
Screening

Sexually active
females 16 - 24
years old should be
tested for
Chlamydia each year.

87110, 87270,
87320, 87490,
87491, 87492,
87810

Cervical Cancer
Screening

Women 21 – 64 years
old with cytology
testing should have
a cervical cancer
screening every 3
years.
Women 30 – 64 years
old with cytology and
HPV testing should
have cervical cancer
screening every 5
years.

• Encourage member to attend all
scheduled prenatal visits
• Ensure antepartum flow sheet is
completed at each visit

88141, 88142,
88143, 88147,
88148, 88150,
88152, 88153,
88154, 88164,
88165, 88166,
88167, 88174,
88175
G0123, G0124,
G0141, G0143,
G0144, G0145,
G0147, G0148,
P3000, P3001,
Q0091

Z01.411,
Z01.419,
Z01.42,
Z30.430,
Z39.2,
Z39.1

Include one or more of the following in
the chart:
• Pelvic exam
• Evaluation of weight, BP, breast, and
abdomen
• Notation of “breast feeding”
• Notation of postpartum care (i.e.
“Postpartum care, PP care, PP check, 6
week check” in member record)
• Notation of postpartum care via a
preprinted form
• HEDIS specifications indicate females are
“sexually active” and need Chlamydia
screenings based on a history of specific
diagnoses and prescriptions.

• Document hysterectomy, type (partial,
total) and date performed in chart.

87623, 87624,
87625

     * Procedure and ICD-10 codes based on HEDIS® 2017 Technical Specifications

* Peach State Health Plan provides a postpartum incentive to providers who begin obstetrical care in the first trimester and continue care
through the postpartum visit. To be eligible for the incentive, the postpartum visit must be coded within 21-56 days from the delivery using
CPT 99211, modifier 22, with diagnosis code Z39.1 or Z39.2 appended to the procedure code.
Source: ACOG Committee Opinion Number 559, April 2013
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Project Healthy Moms:

A Mental Health America of Georgia Program
Focused on Maternal Mental Health

W

hile working at Mental Health
America (MHA) of Georgia
(GA) as Executive Director,
Sarah Schwartz identified a pressing
health concern with limited resources
and far-reaching consequences—
maternal mental illness. It is estimated
that one in seven women will
experience some form of maternal
mental illness annually, making
these conditions the most common
complication associated with childbirth.
In Georgia alone, approximately
30,000 women experience some form
of maternal mental illness each year.
Yet, of these women, only 25% will
receive a formal diagnosis. Of those
formally diagnosed, only 20% will
receive appropriate care. Poor maternal
mental health can lead to poor maternal
functioning, decreased mother-child
bonding, and impaired parenting abilities
in mothers. These conditions may also
have immediate health consequences
for neonates, including low birth
weight and APGAR scores, prematurity,
and prolonged stays in the Neonatal
Intensive Care Unit. Along with these
short-term concerns, maternal mental
illness has also been associated with
long-term health complications in
offspring, such as behavioral issues,
learning disabilities, and mental health
issues that may manifest in childhood
and extend into adulthood.
To respond to this clear health
need, MHA of GA established an
innovative program with the goal of
ensuring the mental health and wellbeing of pregnant women and new
mothers in the state. Project Healthy
Moms (PHM) is an initiative aimed at
increasing awareness, identification,
treatment, and support of perinatal
mood and anxiety disorders (e.g., preand postpartum depression, anxiety,
etc.) while also reducing the stigma
associated with these conditions.
Since its inception in 2008, PHM has
developed a comprehensive suite
of resources tailored to the unique
challenges of PMADs. The program
daily strives to effectively disseminate
educational materials about PMADs,
increase screening practices, support
Georgia mothers and families who
experience and struggle with maternal
mental illness, and address self-imposed
and outside stigma.
Because both formal and informal
maternal mental health support
can be difficult to find, particularly
10

decreases in
in rural areas, PHM has curated a
symptoms
free, comprehensive resource list of
and increases
healthcare providers, peer support
in perceived
networks, literature, web-based
social
services, and wellness programs with
support. In
dedicated expertise in maternal mental
the future,
health. With this resource, PHM seeks
PHM hopes to
to increase the number of women who
amalgamate
are able to access appropriate care,
these peer support components into
regardless of location or circumstance.
a single program that best addresses
To further ensure that as many women
the mental health needs of lowas possible are connected with mental
resource Georgia mothers in a culturally
health services, PHM has established a
competent and amenable format.
training program to familiarize providers
To better engage with stakeholders
who frequently come into contact with
in the field of maternal mental health,
pregnant women and new mothers with
PHM continues to develop, refine,
the signs and symptoms of maternal
and distribute educational material.
mental illness, as well as orient these
For example, PHM maintains a free
providers to validated screening practices
Online Toolkit that healthcare staff
like the Edinburgh Postnatal Depression
and others in the field may use to
Scale. Since 2012, the Maternal Mental
better understand
Health Training has
About Mental Health America maternal mental
been implemented
health. Items
throughout Georgia
of Georgia:
in the toolkit
to educate providers
Mental Health America (MHA) of
include screening
about maternal
Georgia is a turnkey mental health
measures and
mental illness and to promotion organization, offering
instructions
encourage them to
education, outreach, and advocacy
on how to use
screen. The program that touch Georgians throughout the
these measures,
has demonstrated
lifespan and across the state. Founded
literature that
resounding
in 1946, the organization brings
clarifies why
successes in
together mental health consumers,
screening practices
increasing providers’ parents, advocates and service
are effective,
knowledge about
providers for collaboration and action.
fact sheets and
maternal mental
By focusing on prevention, early
educational
illness and
intervention, treatment and recovery,
brochures on
confidence talking
MHA of Georgia builds partnerships
PMADs, and
about and screening
and develops wellness programs
flyers for PHM
for this issue. Most
across a wide range of topics that
resources that may
importantly, the vast reach Georgians throughout the state.
be provided to
majority of providers Our target population includes all
patients.
who participate
Georgians; however, our direct work
In 2016, nearly
indicate an intent
mostly impacts low-income, uninsured
eight years
to screen pregnant
Georgians with a mental illness and
after creating
women and new
those at high risk of experiencing
the program,
mothers at the end
mental illness.
Sarah Schwartz
of the training.
received the
In recent years,
Innovation in Programming Award from
PHM has implemented peer support
National Mental Health America for the
programs aimed at mitigating the
substantial body of work accomplished
burden of maternal mental illness
through PHM—a true honor after years
among vulnerable sub-populations
of endeavoring to advance the field of
of new mothers. Through telephonematernal mental health care. Project
based and group-based peer support
Healthy Moms plans to continue this
frameworks, PHM has expanded to
work far into the future, with hopes of
include support services for lowpermanently reducing the burden of
resource mothers at particularly
maternal mental illness for mothers and
high risk for maternal mental illness.
families in Georgia.
Preliminary findings from the peer
To access all PHM resources, go to
support program have demonstrated
http://www.mhageorgia.org/projectthat mothers who complete all support
healthy-moms/
sessions experience meaningful

America’s Physicians Stand Together
to Protect Women’s Health
January 25, 2017
The women of America have an enormous amount at stake as Congress
debates the future of health insurance coverage. For seven years, current law has
guaranteed women no-copay coverage of preventive services and coverage for
maternity care. It’s guaranteed that no woman will be charged more for, or denied,
coverage because of her gender, because she was the victim of domestic violence,
or because she had a previous C-section. Current law has also facilitated expanded
Medicaid programs, adopted in 31 states covering 10 million individuals, which offer
care coverage to many low income women and their families.
The undersigned organizations, representing 500,000 physicians, want
America’s women to know we’re here for you, and we’re dedicated to protecting
these important health care guarantees.
Healthy women are the foundation of our economy and our society. Healthy
women give birth to healthier babies, dramatically reducing costs associated with
poor birth outcomes. Healthy women can better participate in our economy and
our workforce, and can reach higher levels of educational attainment.
Our organizations, with longstanding traditions of patient advocacy, stand
together to:
1. Ensure women unencumbered access to affordable, evidence-based health care
throughout their lifespan
2. Oppose political interference in the patient-provider relationship
3. Protect and retain current benefits and coverage for women, including
preventive care and banning gender rating
4. Protect Medicaid coverage and financing, ensuring consistent treatment of
qualified providers
We call on the President and the US Congress to stand with us and for
America’s women.
John Meigs, Jr., MD, FAAFP
President
American Academy of Family Physicians

Wanda D. Filer, MD, MBA, FAAP
Board Chair
American Academy of Family Physicians

Fernando Stein, MD, FAAP
President
American Academy of Pediatrics

Colleen A. Kraft, MD, FAAP
President-Elect
American Academy of Pediatrics

Nitin S. Damle, MD, MS, MACP
President
American College of Physicians

Darilyn V. Moyer, MD, FACP
CEO and Executive Vice President
American College of Physicians

Thomas M. Gellhaus, MD
President
American Congress of
Obstetricians and Gynecologists

Lisa M. Hollier, MD, MPH
President Elect in Nomination
American Congress of
Obstetricians and Gynecologists

Boyd R. Buser, DO
President
American Osteopathic Association

Adrienne White-Faines, MPA
Chief Executive Officer
American Osteopathic Association
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Weekend Call Presents Unique
Challenges with Surrogate Birth
Communication among healthcare providers, patients, and adoptive parents is critical.

W

eekend call is a responsibility
that is common to most
obstetricians who have hospital
privileges. With that responsibility, there
are often unique challenges that may
require risk management interventions.
A patient at 35 weeks gestation with
twins presented to the local hospital’s
maternity emergency department and
requested to be examined. She was
concerned because she was having
contractions that were increasing in
frequency and duration. Her obstetrician
was out of town. Another obstetrician,
who was unfamiliar with the patient, was
covering call for the weekend.
After examining the patient, the
physician learned that the patient was a
surrogate. The doctor also learned that a
birth plan had not been established, and
the patient and adopting parents had
differing views about expectations for
the birth process. The physician on call
was able to contact the patient’s primary
obstetrician who provided information
regarding the case, but was unable to
come to the hospital to manage the care
of the patient.
The patient was offered a trial of
labor, as her condition warranted, but
the adoptive parents were adamantly
opposed to it. The dynamics of the
situation declined as discussions focused
on visitors to the patient’s hospital
room. The patient was permitted to
have visitors, but she did not want the
adoptive parents’ family members in the
room.
The patient elected to have a vaginal
birth and delivered Baby A without
incident. Immediately after the birth of
Baby A, Baby B exhibited fetal distress
with a sustained drop in heart rate
that was unresponsive to maternal
interventions, including repositioning,
oxygen, and intravenous fluid boluses. A
decision was made to deliver Baby B by
stat C-section.
Baby B was delivered successfully by
C-section and required supplemental
oxygen for several hours. Subsequently,
the health of both babies was stable, and
they were discharged from the hospital
to the care of the adoptive parents.
This challenging experience provided
valuable insight for the obstetrician who
was on call. Communication between a
patient and her care provider is a key
factor in ensuring that treatment goals
are met and the patient has a positive
experience. In the case of surrogate
pregnancy, communication between
12

Improved access to
contraception for
1 million women!
Beyond the Pill is now improving contraceptive care

What exactly is room sharing, and how is it
different than bed sharing?
Why starting the conversation early, matters.

T

he American Academy of
Pediatrics (AAP) Task Force on
Sudden Infant Death expanded
its recommendations on the promotion
of safe infant sleep environments in
October of 2011 and updated them
in October of 2016. One of the

sharing. If a family has a nursery set
up before baby arrives and only hears
about room sharing after the baby is
born, they are required to either move
the crib (often requiring disassembly
to fit through the bedroom doors) or
purchase another temporary sleep
space. Parenthood is
already a lot of work, and
this is an unnecessary extra
burden for parents and
caregivers with newborns.
Introducing the idea of room
sharing to expecting parents
prior to the birth of their baby
allows them the opportunity to
consider the recommendation,
decide if it is a good fit for
their family, and make the
needed changes to their
sleep arrangements.

recommendations involves room sharing,
as opposed to bed sharing, for the first
year or at least, up to 6 months of age.
This idea involves moving the infants
sleep area into the same room as his
or her parent’s room. This allows the
infant to be close to, but separate
from, the parent. The parent is able
to monitor the infant, but the infant is
removed from any risks of entrapment
and suffocation associated with bed

Why consider room sharing at all?
• There is evidence that sleeping in
the parents’ room, but on a separate
surface, decreases the risk of SIDS by
as much as 50%.
• Placing the crib close to the parents’
bed so that the infant is within view and
reach can facilitate feeding, comforting,
and monitoring of the infant.
• Room-sharing reduces SIDS risk and
removes the possibility of suffocation,

for more than 1 million women each year. Health
care provider trainings are helping to expand
women’s access to high-quality counseling and the
full range of contraceptive methods, so women can
choose the method that’s best for them.
BTP’s award-winning training has been shown to
reduce unintended pregnancies by half among young
women through improvements in counseling and access to
highly effective methods.

care providers, patient, and adoptive
parents is particularly essential. If critical
information, including a contingency plan,
is not established prior to a birth event,
hospital staff members can be faced with
a difficult situation.
In addition, it is important to understand
the relevant informed consent laws in your
state. Remember, that unless the law has
determined otherwise, the patient can
make care decisions for herself and the
unborn child. The adoptive parents do not
have any decision-making rights until the
child is born.
Recommendations
• Ensure proper handoffs are provided to
transition the care of your unique patient
situations, and ensure birthing plans have
been well documented.
• Familiarize yourself with the policies and
protocols at your hospital or birthing
center regarding surrogate birth.
• Understand applicable HIPAA restrictions
regarding photography and visitation and
communicate them to the patient and
adoptive parents.
• Discuss anticipated patient issues with
maternity staff to prepare them for
unique patient situations.
• Clearly communicate with surrogate
patients and discuss possible scenarios
that may occur if unexpected situations
arise. Provide specific scenarios in

advance. The discussions may alleviate
stress during the pregnancy and also
eliminate potential conflicts between the
patient and adoptive parents.
___________
By Amy Wasdin, RN, CPHRM, Patient
Safety Risk Manager, Department of
Patient Safety and Risk Management
Reprinted with permission. ©2016 The Doctors
Company (www.thedoctors.com)
The guidelines suggested here are not rules, do
not constitute legal advice, and do not ensure
a successful outcome. The ultimate decision
regarding the appropriateness of any treatment
must be made by each healthcare provider in light
of all circumstances prevailing in the individual
situation and in accordance with the laws of the
jurisdiction in which the care is rendered.

strangulation, and entrapment that may
occur when the infant is sleeping in the
adult bed.
Additionally, it is very easy for a
parent to fall asleep while feeding baby,
especially during those early morning
feedings. Evidence suggests that it is
less hazardous to fall asleep with the
infant in the adult bed than on a sofa or
armchair, should the parent fall asleep.
When room sharing is the chosen sleep
situation, a parent who accidentally
falls asleep can quickly and easily
move the infant back to his or her own
sleep space and then resume sleeping
themselves. The risk of death increases
with the duration of bed or other surface
sharing, so this is an important reason to
encourage room sharing.
For more information or if you have
questions, please contact Terri Miller,
Georgia Safe to Sleep Campaign
Coordinator, at: terri.miller@dph.ga.gov
at 404-825-4304.
Read the full report: SIDS and Other
Sleep-Related Infant Deaths: Updated
2016 Recommendations for a Safe Infant
Sleeping Environment, TASK FORCE ON
SUDDEN INFANT DEATH SYNDROME
Pediatrics; originally published online
October 24, 2016; DOI: 10.1542/
peds.2016-2938

Georgia Perinatal Association has turned 40!
Be a part of the celebration through participation.

G

PA is a dynamic multidisciplinary
organization with a focus on
health care issues that improve
pregnancy and infant outcomes. Our
membership works to promote perinatal
health through education,
collaboration, and influence of
state public policy.
2017 marks the 40th year
of GPA making a difference
in maternal-child health in
Georgia. As an organization,
GPA strives to engage
members from the wide range
of disciplines involved in caring
for families in Georgia. Georgia
Perinatal Association was established
in May 1977 as changes in perinatal
care throughout Georgia were taking
hold. The first officers included: William
Kanto, President; William Souma, Vice

President; Jane Kimbel, Secretary;
Doug Bruce, Treasurer.
The key concepts from the original
objectives of the association are what
continue to make it unique today. Those
include: 1) providing a forum for
different members of the health
care system to exchange
information necessary to
support and promote a
perinatal health system
in Georgia, 2) to educate
professionals and consumers
on the importance of having
a perinatal health system that
is accessible to all born and unborn
inhabitants of Georgia, 3) to be a conduit
of public policy that impacts perinatal
health throughout Georgia.
The 2017-2019 GPA Executive Board
is: President, Ms. Dina Herren, NP-

C, IBCLC, Tifton Women’s Center;
Secretary, Natasha Worthy, MSW,
Center for Black Women’s Wellness,
INC; Treasurer- Jo Ellen McDonough,
PhD, RN, BC,CNE; ; President-ElectDan Eller, MD, Maternal Fetal Diagnostic
Center of Atlanta; Jodi Hudgins, RN,
MSN, Enterprise Community Healthy
Start/AU Medical Center
GPA is proud to include many notable
providers as members. Speakers at
annual conferences have included Dr.
James Woods, Lisa Miller, CNM,JD, Dr.
Harold Katner, and Dr. Mitch Rodriguez.
Plan to join your peers at the 2017
Annual GPA Conference, September
20-22, 2017 at the King and Prince
Resort, St. Simon’s Island, GA.
Membership rate at this time is only
$50. Go to www.georgiaperinatal.org to
become a member.
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Editor’s Column
For The Record...
The Case of the Curious Cell Phone: An Unfortunate Reminder

I

remember my first mobile phone. It
was big, heavy, and cumbersome.
Weighing over two pounds with a
battery life of 30 minutes, it was the
size of carry-on luggage. Yet, it suited
the purpose for which it was designed; a
verbal communication tool. With my car
phone, I no longer had to carry around
a pocketful of quarters and pull over
to the nearest payphone (remember
those) when paged by my answering
service. As amazing and convenient as
that was, the car phone was useless
for snapping a photo, checking in on
Facebook, Uptodate or Epocrates. My
phone was for talking only.
The advent of the smartphone,
a mobile personal computer,
offers extraordinary opportunities
for research, time management,
entertainment, recording, navigation
and a host of other uses.1
A few months ago, I consulted with
a 48-year-old multipara who was
referred by her PCP for consideration
regarding a hysterectomy. The patient
was severely anemic with a suspected
20-week size myomatous uterus.
After two separate consultations,
the patient was scheduled for a TAH
with bilateral salpingectomies. At the

time of laparotomy, I encountered a
large uterus with severe adenomyosis,
endometriosis and extensive intestinal
adhesions. It was the classic “frozen
pelvis.” I obtained an intra-operative
consultation with a general surgeon,
who after extensive intestinal
adhesiolysis suggested that we proceed
with a supracervical hysterectomy. As
such, the patient underwent a SCH with
RSO, and left salpingectomy. To my
great relief, she had an unremarkable
post-operative course and was
discharged home on post-op Day 2, in
good condition.
At her final post-op visit to my office,
the patient asked to talk with me
in private. During the conversation,
she informed me that she was angry
because I had not removed her cervix
and had instead removed one of
her ovaries. She stated that I had
promised to remove her cervix and
leave both ovaries. She disclosed
that she had recorded me making said
promises, and that she planned to seek
legal representation. My immediate
reaction was anger, but my response
was simple and softly delivered. “You
should record this conversation as well,
because this will be the last medical

Equipment For Sale:
Nine (9) InTone Classic Units for Female Incontinence
• New in-box condition
• Does not include InTone software or laptop
Prefer to sell as one lot... Free shipping
Please call Dr. Wendell Turner for
more information and pricing at

770-534-1230
Three power exam tables with matching rolling stools,
lights, treatment cabinets, instruments,
and much more.
• OBGyn office equipment and/or office
building in excellent condition for sale.
• Ideal for a new start or relocation.
Email obgynjc31@gmail.com or call

678-522-7569
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visit that you will have to this office.”
Further, I encouraged the patient to
retrieve and listen to her recording, as
I was confident that it would reveal no
evidence of promises made. Indeed,
I make but one promise to ALL my
patients. I promise, “to do all that I can
to keep you safe and healthy, and to do
what I believe is in your best interest
during the time of any procedure.” Such
was the case with this patient. I kept
my promise.
Although I never saw a cellphone,
during both visits, my conversations
with her had been interrupted by the
“ping ping” sound of an electronic
device emanating from her handbag.
In addition, the patient often asked
me to repeat certain parts of my
conversation, as if she had difficulty
hearing me. Both of these occurrences
should have been a “red flag.” I realize
that a growing number of patients are
covertly recording medical encounters.2
When asked, I may be inclined to
grant a patient’s request to record.
The recording changes nothing about
the level of care that I provide to each
patient. Still, common courtesy should
dictate that one should ask before
pushing the record button.
Secret recordings tend to interfere
with the dynamics of the doctorpatient relationship by introducing
distrust.3 While the physician is bound
by HIPPA to maintain patient privacy,
the patient has no such duty. Most
state laws (i.e., one-party states—
this includes Georgia) require the
consent to record from only one party
in a conversation, so the physician’s
permission to record is not required.
Physicians are rightly concerned that
confidential medical information can go
viral on the Internet, and in so doing,
almost assuredly violate confidentiality,
result in misinterpretations, and can

misrepresent an otherwise competent,
caring physician.4 I believe that a
recording obtained with the permission
of both parties is far less likely to
be shared via social media, to be
gained for litigious purposes, or used
for reasons other than those that
are positive and pertinent to the
health and well-being of the patient.
As a consenting party, I would be
comfortable asking that a copy of
the recording be provided and placed
in the patient’s permanent record.
Decidedly, it’s not the recording that is
of most importance… it’s the intent. I
understand that audio recordings of a
medical encounter between doctor and
patient can be positive and potentially
beneficial to a patient. The ability for
the patient to review recommendations
and medical regimens while at home
can be helpful.
But what of cell phone etiquette?
We have all had the patient that
walks into the office talking loudly
on her cell phone. The conversation
continues through check-in, amazingly
unabated in the restroom, and all while
the nurse attempts to get her vitals.
Recently, I had a patient that decided

to answer a call while in the middle of
an exam. Believe That! I stood up with
the speculum in situ and politely said,
“Ma’am, if you cannot afford me two
minutes to complete your examination,
then perhaps you should reschedule this
appointment.” She immediately hung
up the phone and apologized. Later, she
excused her behavior by saying it was
an important call and she thought that
she could multi-task.
Over the years, I have attempted
several cell phone deterrents such as
signs that read, “cell phones in waiting
room only” and “no cell phone beyond
this point.” Recently, I decided that I
will not examine a patient that has her
cell phone in-hand or placed beside her
on the examination table. In the past, I
have taken cell phones and placed them
safely away from the examination table,
while genuinely explaining to patients
that I don’t want to knock the phone to
the floor.
To date, I have not found a cell
phone usage policy that can keep all
cell phones out of the exam room.
Indeed, it is virtually impossible to
keep all smartphones and other digital
devices out of the physician’s office

or examination room. Therefore we
must always be cognizant of the fact
that everything we say [or not], is
subject to recording. I endorse the
establishment of a mutual relationship
with each patient that is professional,
compassionate, and trustworthy.
As I have grown and matured in
my profession, my expectations for
excellence in care remain constant.
So too does my expectation for a
mutually respectful relationship with
each patient. Regrettably, if this type
of relationship is impossible, then I
suggest immediate termination can be a
very good thing… for the record.
__________________
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Physicians’ Alliance
GHA 2017 Webinar Series
Maternal and Child Health
2017 Topics:
• February 17

Neonatal Abstinence Syndrome (NAS)

• March 17

Safe Sleep: Special Considerations

• April 21

Preconception Health

• May 19

Maternal Mortality Review Committee

• June 16

Regional Perinatal Centers & Levels of Care

• July 21

Talk With Me Baby/Early Brain Development

• August 18

Breastfeeding: 5-STAR Hospital Initiative

• September 15 Newborn Screening
• October 20

Children 1st: Referral System

• November 17 Preterm Labor Assessment Toolkit (PLAT)
**Webinars will be held
every third Friday of the month @ 11:30 am
Please visit www.gha.org for registration and details.
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