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1) Tell us about your background in
OBGYN and, particularly, with GOGS:
After graduation from the College of
Pharmacy and the College of Medicine at
the Medical University of South Carolina in
Charleston, I came to the Medical College
of Georgia for residency training in OB/
GYN. I joined the academic faculty at
MCG in 2006. In addition to managing a
busy clinical practice in Augusta, I have
focused on undergraduate and graduate
medical education, serving as residency
director for OB/GYN since 2011. I joined
the GOGS in 2012 and served on the
advisory council for education right away.
I then served on the executive committee
as an At-Large Member, gaining valuable
insight into advocacy activities of the
GOGS, which align perfectly with my career
focus of education and improving health
disparities. With the GOGS, I was able to
lobby for increased funding for resident
education in Georgia and for providing an
opportunity for obstetricians to re-enter
practice. I am so grateful for the efforts of
the GOGS leadership, especially Pat Cota,
for providing guidance and credibility in the
legislative process. In fact, the idea for
creating the Georgia Center for Obstetrics
Re-Entry Program at Augusta University
started with a simple phone call from Mrs.
Cota two years prior to our successful
lobby. When Dr. Janet Boone, our first reentry participant, successfully completed
the program and began delivering babies
in Georgia again after more than 10 years
away from obstetrics, I truly realized the
power of a mission-focused team. I am
proud to serve as President-Elect for the
upcoming year and look forward to many
years of fruitful collaboration.
2) What motivated you to become a
member of the Georgia OBGyn Society?
While I was advocating on a local level for
my patients, medical students, and residents,
I had a desire to participate in advocacy
at a greater level. I lacked a fundamental

knowledge of resources and the network of
providers to meet my own needs for building
momentum in women’s health advocacy.
When Dr. Ruth Cline called me to ask if I
would like to serve on the advisory council
for education in 2012, I immediately realized
that this was my opportunity to learn from
experienced, like-minded leaders from across
Georgia. That phone call has paid significant
dividends, many of them career changing.
3) What benefits do you feel you have
received from membership in GOGS?
Georgia has significant diversity,
but regardless of the type of practice
or location in the state, many of the
problems overlap, providing numerous
opportunities for improvement. The
GOGS is a central resource for expanding
medical knowledge, improving practice
management, and promoting legislation
benefitting both OB/GYNs and the
women we serve, while remaining
mindful in opposition of legislation that
does not serve our best interest. Every
women’s health provider in Georgia must
realize the incredible role played by the
society to increase Medicaid funding for
deliveries, the first increase in nearly 15
years. While the society clearly improves
our bottom line, the return on investment
for joining the GOGS cannot be measured
in dollars. These benefits will last a
lifetime in practice.
4) What is your fondest GOGS
memory?
My fondest GOGS memories are related
to the annual meetings. I look forward to
the annual meeting each year, catching
up with old friends and making new
ones. The organization of the meeting,
the quality of the educational program,
the sponsorship, and the fellowship
is second to none. The destination is
always outstanding. I appreciate the
consideration for our families, providing
kid-friendly options and activities.

5) What would you say to someone
in the field who questions the
importance of joining a professional
society like GOGS?
The society has a unified mission, not
only focusing on the health and wellbeing of every woman in Georgia, but
also each obstetrician and gynecologist
in the state. This collective voice
of the society is much louder than
anyone alone. A critical component
of our professional competence lies in
advocacy for our patients, ourselves,
and our profession. The GOGS gives
back to every women’s health provider
in the state, member or not. Being a
member of the GOGS and supporting
the society is important. I truly believe
that being a member of the GOGS adds
to professional satisfaction, providing
opportunities for career advancement
and lifelong friendships.
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Possible Bright Spot in Georgia’s
Grim Infant Mortality Picture
by Andy Miller, Georgia Health News, December 1, 2017

G

eorgia’s infant mortality rate has
risen over the last few years while
the national rate has flattened or
declined, Department of Public Health
statistics show. In 2010, 6.3 Georgia
babies for every 1,000 live births died
within their first year of life. By 2015,
that number had increased to 7.8.
But Lara Jacobson,
director of Health
Promotion at the state
Department of Public
Health, said Friday that
preliminary data for 2016
show a decrease in the
infant mortality numbers
for Georgia. Georgia was
ranked 43rd among states
in a recent infant mortality
rating from United Health Foundation.
“We’re not where we should be,’’
Jacobson told GHN, adding. “We have
put a tremendous amount of time and
strategy into this.”
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The main causes of infant mortality
are birth defects, such as congenital
heart disease; preterm births, which
have recently risen in Georgia; maternal
factors; and sleep-related deaths. State
data show that counties in the southern

half of Georgia have higher infant
mortality. And there’s a racial disparity
as well, with babies born to black women
to go to full term. Regional Perinatal
having much greater mortality risk than
Centers in Georgia coordinate access to
those with white mothers.
optimal and appropriate maternal and
Jacobson said the state has focused
infant health care. And the “Centering
much of its strategy on reducing preterm
Pregnancy’’ initiative is a group
births, also known as premature births.
prenatal program that combines health
Georgia’s preterm birth
assessment, education
rate climbed to 11.2
and support.
Infant Mortality Rate
percent last year, up from
Rural counties have
by County of Residence,
10.8 percent in 2015.
higher infant mortality
2007-2016
“Infant mortality rates
numbers, Jacobson said.
are inextricably linked to
A factor in that disparity
preterm birth, which often
may involve longer
leads to low birthweight,”
distances to birthing
said Elise Blasingame,
hospitals, which can
executive director of
increase chances for
Healthy Mothers, Healthy
preterm birth. Only 46 of
Babies Coalition of
Georgia’s 159 counties
Georgia. “The latest data
have labor and delivery
available shows that of the
units, with about 75
infants who died before
hospitals in the state
their first birthday, 70
routinely delivering babies,
Infant
Legend
Mortality Rate
percent were
according to the Georgia
0.0
Interstate
born low
OB/GYN Society.
2.5-5.9
County
6.0-8.1
birthweight.”
“There is a higher
8.2-10.2
Tackling
preterm birth rate overall
10.3-21.9
Not Reportable
the preterm
in rural counties,’’ Jacobson
birth problem
said recently. Other
involves several different
factors that help reduce the mortality risk
strategies. Public Health has
include breastfeeding, the WIC program’s
said Georgia has seen greater nutrition help, and Safe to Sleep
use of long-acting reversible
programs, Jacobson said.
contraceptives (LARC), which
In the Safe to Sleep program, parents
can help women to better
and caregivers are urged to follow these
space their pregnancies.
guidelines:
Georgia mothers who have
• Alone – babies should sleep alone in
less than one year of spacing
their own sleep space, close to but
between delivery and the
separate from their caregiver.
next pregnancy have a 12.3
• Back – babies should be placed on their
percent preterm birth rate.
backs to sleep. Every nap. Every sleep.
Georgia Medicaid reimburses hospitals
Every time.
that implant LARCs. And Medicaid, which
• Crib – babies should sleep in a crib or
covers most births in Georgia, has
bassinet with a firm, flat surface with
stopped paying for early elective
no extra things such as crib bumpers,
deliveries, encouraging pregnant women
blankets or toys.
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Job Description
The Division of
General Obstetrics
and Gynecology is seeking both new
graduates and experienced physicians
committed to an academic career in
general obstetrics and gynecology.
Responsibilities include teaching medical
students and residents, participation
in the Obstetric Rapid Response Team,
inpatient and outpatient obstetrics and

gynecologic surgery. Candidates should
be comfortable in providing a broad
spectrum of obstetrical and gynecologic
care to medically complex patients. The
faculty member is expected to serve the
University in areas of teaching, research,
and clinical service appropriate to their
professional training and capabilities
and their career goals. Primary clinical
responsibilities would be participation in
all the clinical activities of the Division

of General Obstetrics and Gynecology at
Emory, particularly its clinical activities
at The Emory Clinic, Emory University
Hospitals, Grady Memorial Hospital,
and affiliated sites. The faculty member
would be expected to deliver excellent
care to patients while growing and
expanding access for routine obstetrical
and gynecological patients in the Emory
clinical practices The faculty member
Continued on page 7
3

OBGyn NEWS, December 2017

OBGyn NEWS, December 2017

Rapid fFN® Test for the TLiIQ® System
Fetal Fibronectin for Preterm Delivery

Frequently Asked Questions
What is Fetal Fibronectin?
Fetal fibronectin (fFN) is a glycoprotein
that is produced by the fetus. In simple
terms, fFN is the “glue” that holds mom
and baby together. It is normal for fFN
to be present in vaginal secretions early
in pregnancy as the fetus develops and
adheres to the uterus, as well as after
35 weeks as the mother’s body begins
to prepare for delivery. If present in
higher concentrations between 22 and
35 weeks, this could indicate the “glue”
is leaking prematurely, and preterm
labor is a possibility.
Where is the fFN test used?1
In more than 2,000 birthing hospitals
across the US.
Who receives the test?
Patients presenting with signs or
symptoms of preterm labor are eligible to
receive an fFN test. These may include2:
• Contractions
• Cramping
• Pelvic pain/pressure
• Vaginal discharge
• Lower back pain
When can the test be performed?3
fFN testing is FDA approved in
symptomatic patients between 24 and
346/7 weeks gestation. The FDA has also
approved fFN testing for asymptomatic
patients at risk of preterm delivery
between 22 and 306/7 weeks gestation.
Why is the test performed?
To determine a woman’s risk of
preterm delivery in the next 7-14
days. Results may be useful when
determining whether to admit her to
the hospital and when to administer
antenatal corticosteroids.
How is the specimen collected?
The specimen must be collected
before other vaginal exams, without
gels or lubricants. During speculum
exam, lightly rotate swab across
posterior fornix of vagina for 10
seconds to absorb cervicovaginal
secretions. Remove swab and immerse
polyester tip in buffer; break shaft at
score even with top of tube. Align the
shaft with hole inside the tube cap and
push down tightly over shaft, sealing
tube; ensure shaft is aligned to avoid
leakage. Write patient’s name and
other identifying information required
on the specimen transport tube label.
4

Can I collect a specimen if the patient
has had sex in the last 24 hours?
Yes. However, since semen contains
a form of fibronectin, a patient who has
had sex in the last 24 hours has a high
likelihood of a false positive. If the fFN
test result is negative, the test result is
considered a true negative per Hologic
package insert.4
What are contraindications for
collecting a specimen for an fFN test?
• Dilation > 3 cm
• Moderate or gross vaginal bleeding
(spotting is OK)
• Placental abruption or placenta previa
• Rupture of membranes
If none of the above contraindications
are present, it is appropriate to send
the fFN sample to the lab according to
instructions for use.4
How are fFN results interpreted?3
A woman with a negative test result
has a less than 1% chance of delivery
in the next 2 weeks. Specifically, the
negative predictive value (NPV) of the
fFN test is > 99% that the patient will
not deliver in 7 to 14 days.
A woman with a positive test result has
about a 1 in 6 chance of delivering in the
next 2 weeks, and 50% of all women with
a positive result will deliver before 35 weeks.
How long does it take to run the test?
Once the collected specimen arrives
in the lab, it takes < 30 minutes for
the TLiIQ analyzer to produce an fFN
test result.3 The lab can likely provide
a test result within 1 hour if the fFN
sample is sent “stat” (check with your
internal process).
How long is the specimen viable?
The specimen is viable at room
temperature for 8 hours or refrigerated
for 3 days. While the fFN sample is
typically collected in L&D when patients

Equals make
with symptoms of preterm labor present,
this period of viability enables providers to
collect the fFN sample in their offices and
send with their patients to L&D.
What does an fFN test cost?
The collection swabs for the fFN test are
free and provided to the hospital lab or
can be ordered directly by calling Hologic
customer support at 1-800-442-9892 or by
e-mailing customersupport@hologic.com. It
is good practice to collect fFN specimens on
each patient who presents with symptoms
of preterm labor. If the specimen is not
sent to the lab due to a contraindication,
there is No Charge, since the fFN collection
swabs are free. fFN testing is covered by
many insurance policies; however, costs
to patients will vary depending on their
individual insurance.
____________

THE BEST PARTNERS.
We’re taking the mal out of malpractice insurance.
As a company founded and led by doctors, we know what keeps you up
at night. It’s why we partner with practices of all sizes to help manage the
complexities of today’s healthcare environment and reward the practice of
good medicine. Because when you have a partner who’s also a peer, you
have malpractice insurance without the mal.
Join us at thedoctors.com
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Established, yet growing OB/GYN private practice
seeking experienced, BE/BC physician to join us.

Our practice is located in a desirable, fast-growing suburb just north of Atlanta.
Our physicians enjoy the benefit of being part of a small group, which affords
close rapport with fellow co-workers and personal relationships with patients.
We pride ourselves in providing understanding and compassion to all patients,
then matching with highly developed skills and knowledge to create a truly
excellent experience for all patients. We service 2 area hospitals. DaVinci trained
preferred. Compensation package includes malpractice insurance, CME, PTO,
401k, health insurance.
Kelly Rice, Practice Manager, Complete Women’s Healthcare

(770) 622-9810
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The Necessity of Forensic
Testing for Newborn Toxicology

W

ith the drug epidemic our
country is facing today and the
drastic changes in the substance
abuse landscape, the validity of newborn
toxicology results has never been more
imperative. It is easy to think that a
newborn drug test is like any other test
that needs to be performed, but the
results have implications far beyond
point of birth.
One of the great misconceptions of
recent years is the notion that newborn
toxicology specimens should be treated

as clinical tests. In a world where
clinical testing is “medical testing” and
forensic testing is “court testing”, these
two worlds rarely collide for Labor &
Delivery or NICU Departments, except
with newborn toxicology testing, when
positive results shift from a medical issue
to a legal one (mandatory reporting).
These results are a once in a lifetime
chance to give the newborn a voice for
the rest of his or her life. Understanding
the benefits that forensic testing
provides over clinical testing can make
all the difference for these vulnerable
lives we are all trying to protect.
Clinical VS. Forensic Newborn
Toxicology Testing:
Clinical tests, intended to treat or
diagnose, miss some of the vital steps
that forensic testing requires to produce
sound evidence of substance exposure.
Forensic toxicology tests are done with
the purpose of being used as evidence in
legal proceedings, which entail stringent
requirements:
1. The data generated during the
analysis is expected to be used
for the provision of legal scientific
evidence.
2. The subject must consent to the test
or there must be a surrogate official
requesting the test, such as a judge
demanding a court-ordered test or a
physician/government official acting
in the best interest of a minor or
incapacitated adult.
6

3. The identity of the specimen, its
aliquots, and/or extracts must have
complete assurance from the time of
collection to the destruction of the
specimen.
4. All positives must be confirmed
using a second aliquot or portion of
the original specimen and a second
analytical method, when available.
Most hospital policies state that only
newborns at high risk of prenatal exposure
to substances of abuse be tested.
Therefore, when newborn toxicology is
ordered, there is a clear
documented suspicion of
prenatal exposure, and
several events are set
into motion.
Indicators of prenatal
substance exposure
may include a history
of maternal drug use,
prostitution, sexuallytransmitted diseases,
lack of prenatal
care, unexplained placental abruption,
unexplained premature labor, admission
to the neonatal intensive care unit, or
signs/symptoms of withdrawal.
A positive result, in most jurisdictions,
requires mandatory reporting of this
information to the State, moving the
newborn drug test out of the realm of
clinical testing and into the realm of
forensic testing. This means that newborn
toxicology tests should be analyzed
according to accepted guidelines for
forensic drug testing, which include (1)
documenting a chain of custody and (2)
performing confirmation testing using a
second aliquot and a different analytical
method when available.
Chain of Custody
Chain of custody is the first step in
guaranteeing the integrity of a specimen
and the process of forensically defensible
testing. According to LexisNexis, a chain
of custody is a document or process that
demonstrates the integrity of the identity
of evidence that has been maintained
from the time of its collection to the time
of its destruction.
The following elements are required for
a documented chain of custody:
• Name of the individual or secure
location that received the evidence.
• Name of the individual or secure
location that released the evidence.
• Date and/or time of the transfer.
• Purpose of the transfer.
Affixing tamper-evident seals to

Joseph Jones, Ph.D., NRCC-TC
COO and Executive
Vice President of USDTL

specimens at the time of collection assures
that the specimen has not been altered or
tampered with from the time of collection
until it is received into the laboratory.
In addition to tamper-evident seals,
specimens must be labeled with unique
identifying information, which assures the
identity and origin of the specimen.
Chain of custody may be established by
first-hand testimony or by using written
documentation. Each individual who
possessed a piece of evidence can be
interrogated to discover when he or she
had possession of the evidence, why he or
she had possession of the evidence, and to
whom he or she transferred the evidence.
Because of this, first-hand testimony
(verbal chain of custody) has obvious
limitations, especially for professionals
who may handle dozens or even hundreds
of pieces of evidence in a single day.
Therefore, written documentation of
the chain of custody during the process,
and in real time, is critical. This is also
the key component that differentiates a
forensic laboratory (written) from a clinical
laboratory (verbal).
The results of a newborn toxicology test
provide the appropriate authorities with
objective forensic evidence for their case.
Therefore, maintaining a documented
chain of custody is critical to demonstrate
to the State the identity and integrity of
the specimen whose result will be used for
major life-changing decisions. Therefore,
all forensically accredited laboratories are
required to have a chain of custody for all
of their tests, without exception.
Confirmation Testing
In addition to chain of custody, forensic
testing methods require confirmation
testing. As mentioned above, under
the stringent forensic requirements, all
positives must be confirmed using a
second aliquot or portion of the original
specimen and a second analytical method,

when available. This serves two very
important purposes.
First, a confirmation test mitigates
frame shift errors. For instance, if
a specimen were switched during
an initial testing run, this discovery
would not be detected. However, for
a specimen that did not screen
negative during initial testing,
repeating with a second aliquot
of specimen would reveal
the frame shift error if the
two results do not agree.
Confirmation results that do
not agree with the initial test
results alert the laboratory to
the possibility of a frame shift
error, so an investigation of the
event can be initiated.
The second purpose of
confirmation testing is the
use of a different analytical
method. The initial test
is generally done on
instrumentation that is
sensitive and quick, used for
weeding out negatives. The
confirmation test is usually
done with much more specific
and complex instrumentation.
For example, as an
internationally accredited
forensic laboratory, USDTL
uses an immunoassay
technique for initial testing.
This is a biochemical
test that measures the
presence or concentration
of a small molecule
through the use of an
antibody. All specimens that
do not screen negative through that
method are then confirmed by gas
chromatography/mass spectrometry
(GCMS), gas chromatography/tandem
mass spectrometry (GCMSMS), or
liquid chromatography/tandem mass
spectrometry (LCMS) These are specific

and expensive instruments that take
more time to process than using an
immunoassay technique. They are by
far the gold standard techniques for
confirming drugs of abuse in a variety
of biological fluids and tissues.
An example of a screening and
confirmation test using the same
analytical technique (when
another is not available) is the
detection of Fatty Acid Ethyl
Esters (FAEE) a metabolite of
Ethyl Alcohol in meconium. An
immunoassay does not exist
for FAEE detection; therefore,
all specimens are screened
using the more specific GCMS
techniques. All specimens that
do not screen negative are
then confirmed with a second
aliquot of specimen using
GCMS as well.
Choosing a Laboratory
for Newborn Toxicology
Much like hospitals have
accreditations, like The
Joint Commission (TJC),
forensic drug testing
laboratories work with
the oversight of forensic
accrediting bodies. These
accrediting bodies review
the laboratory processes
regularly for accuracy and
compliance. Laboratories
that do not have proper
oversight can put an
organization’s reputation
and integrity at risk if their
processes are determined to be
forensically indefensible.
Simply being housed at a well-respected
nationally/internationally acclaimed
organization is not assurance laboratory
staff and processes are properly executed
in a competent forensic environment.
Recently, it was discovered that the

Motherisk Drug Testing Laboratory
(MDTL), housed at the Hospital for Sick
Children at the University of Toronto
(two distinguished institutions), was
serving as a forensic toxicology laboratory
without meeting any recognized forensic
standards. MDTL marketed these services
for more than 10 years, and their
leadership had provided expert testimony
across Canada, yet leadership never
appreciated the difference between clinical
and forensic testing. Because of a very
public inquiry, the laboratory has been
dismantled and now more than 25,000
child cases may need to be reviewed.
Legal outcomes for these indiscretions are
still unknown, but they have affected both
organizations, their reputations, and the
lives of numerous donors and families for
years to come.
Healthcare Systems that utilize
accredited forensic laboratories for their
newborn toxicology will not only receive
more valid results, but will be adding a
layer of protection to their organization.
Ask about accreditation, chain of custody,
and confirmation testing. If you don’t like
the answer, look for a more responsible
laboratory. The necessity of forensic
testing goes far beyond the actual tests.
We are responsible for providing an
opportunity to become the voice for the
voiceless, an opportunity to provide help
to the helpless. It is our duty as advocates
for these newborns to make sure we are
taking every step possible, whenever
possible, to make their lives better.
Dr. Joseph Jones is Chief Operating
Officer at USDTL, with over 25 years
of experience in the forensic toxicology
industry. Jones is listed by The National
Registry of Certified Chemists as a
Toxicological Chemist, is a CAP Laboratory
Inspector, and is a qualified expert in drug
testing in several venues including union
arbitration, unemployment hearings,
family court, civil and criminal court, and
Military courts-martial.

Obstetrics and Gynecology-General Obstetrics and Gynecology Faculty
Continued from page 3
would be expected to participate in inhouse labor and delivery call coverage
and function as a member of the
Obstetrical Rapid Response Team at
Emory University Hospital Midtown with
the members of the General Ob/Gyn
Division. Faculty members are expected
to supervise mid-level providers
assigned to the clinical practice location.
Faculty are expected to timely complete
all required reports including faculty
time records, dictation, encounter
form completion and medical records
documentation. Faculty Members
are also be expected to demonstrate
outstanding activity in the teaching
aspects of the Department. Specifically
this would include: • Providing teaching

instruction and supervision to residents
and medical students in Gynecology
and Obstetrics. • Providing lectures to
fellows, residents and medical students
as requested. • Attending Grand
Rounds, M&M Conferences, Journal
Club, Division meetings and other
Departmental activities. • Participating
in mentorship of medical students and
residents. • Participating in fellow and
resident interviews. There also would be
a certain amount of administrative and
committee work that faculty members
are looked upon to contribute. Academic
rank to be determined commiserate
with experience.
Full/Part Time Full-Time
Regular/Temporary Regular

Preferred Qualifications
Qualified candidates should submit a letter
of interest, CV, and names of three references through the Emory Career’s website.
Additional Job Details
Qualified candidates must have a
terminal degree (MD or DO), successfully
completed a 4-year ACGME-accredited
obstetrics and gynecology residency
program, and be Board Eligible or Board
Certified in obstetrics and gynecology.
Licensure by the Georgia Composite
Medical Board will be required prior to
commencement of employment.
This position involves:
Involve working with human blood,
body fluids, tissues, or other potentially
infectious materials.
7
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SIGNIFICANCE (VUS):
Meaning and Management
by Bernadette M. Mandes Wildemore, MD

molecular information, including genes,
that is stored within our (usually) 23
pairs of chromosomes. We are all a
group of the letters ACGT, arranged in
an order that allows our cells to form,
work, and come together in a useful
and, ideally, not harmful way. However,
in certain instances, the ‘words’ that
have been arranged by those four
letters (ACGT) may have a misspelling,
or mutation, or most accurately, a
variant that is not exactly what would
have been expected. That information
which has been identified may or
may not be harmful or dangerous
to the associated human. That is
where variant classification comes in,
particularly when looking ahead to help
through genetic testing, but whose
y name is Bernadette Wildemore,
a physician and patient determine the
significance to the function or health of
and I am the medical and
patient’s true risk for the development
a person is as yet unknown (Richards
laboratory director at LabSolutions
of cancer in the future. And, to help the
in Atlanta. I am honored to be sharing
2015). In more approachable parlance,
ordering physician guide the patient
some helpful information to assist you
this means that a review of the genetic
through what her decisions could be
as you navigate our molecular testing
makeup of an individual has revealed a
going forward.
sequence that is not exactly as would
for your patients. One of the most
The issue that frequently arises is that the
have been expected. The challenge for
frequent questions I’m asked involves a
language used by the laboratory is alien to
very common, but often misunderstood,
the molecular physician is to determine
the ordering clinician. In fact, a 2012 survey
if this change is, or could be, harmful to
variant classification known as a ‘VUS.’
of patient outcomes in the Netherlands
the patient, now or in the future.
What is a VUS, exactly? A VUS, or
found that, after genetic counseling for
variant of unknown significance, is
At this point, it may be valuable
BRCA VUS, patients perceived themselves
to take a step back to offer a bit of
essentially an allele, or variant form
to have different cancer risks than what
background explanation. All of us share
of a gene, which has been identified
had been explained
to them by genetic
Variant Classification Definition
counselors, and
this misperception
This variant directly contributes to the development of disease. Some
influenced decisions
pathogenic variants may not be fully penetrant. In the case of recessive
about radical
or X-linked conditions, a single pathogenic variant may not be sufficient to
Pathogenic
medical procedures
cause disease on its own. Additional evidence is not expected to alter the
(Vos 2012).
classification of this variant.
Furthermore, a
2015 study in the
This variant is very likely to contribute to the development of disease;
UK (where BRCA
however, the scientific evidence is currently insufficient to prove this
VUSs occur in
conclusively. Additional evidence is expected to confirm this assertion of
Likely Pathogenic
10-20% of tests)
pathogenicity, but we cannot fully rule out the possibility that new evidence
showed that 39%
may demonstrate that this variant has little or no clinical significance.
of breast cancer
specialists taking
part in the study did
Variant of Unknown
There is not enough information currently to support a more definitive
not know how to
classification of this variant.
Significance (VUS)
explain a VUS report
This variant is not expected to have a major effect on disease; however,
to a patient with no
the scientific evidence is currently insufficient to prove this conclusively.
family history, and
Additional evidence is expected to confirm this assertion, but we cannot fully
Likely Benign
71% were unsure
rule out the possibility that new evidence may demonstrate that this variant
about the clinical
can contribute to disease.
implications of the
test reports
This variant does not cause disease.
Benign
(Eccles 2015).
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The primary purpose and use of
clinical laboratory testing is to support
medical decision making. In the clinic,
molecular risk screening is generally
used to identify which persons are at
increased risk for the development
of cancer and helping the patient
understand their report. Moreover,
this information may be used to assist
in the selection of patients who are
candidates for increased screening and/
or prophylactic surgery (Mundt 2017).
Yet, given the complexity of genetic
testing, results are best realized when
the referring health-care provider and
the clinical laboratory work together
to interpret the results for the tested
individual. For example, when a
laboratory finds a rare or novel variant
in a genomic sequencing sample, the
lab cannot assume it is relevant to a
patient just because it is rare, novel, or
de novo. The laboratory must evaluate
the variant and the gene in the context
of the patient’s and family’s history,
physical examinations, and previous
laboratory tests to distinguish between
variants that contribute to the patient’s
risk and those that are incidental
(secondary) findings or benign.
A key issue for health-care providers
is how to properly use the evidence
provided by the genetic report in
medical management decisions. Variant
analysis is, at present, imperfect, and
the variant category reported does
not suggest 100% certainty. While a
variant classified as pathogenic has
met criteria informed by empirical data
such that a health-care provider can
use the molecular testing information in
clinical decision making, efforts should
be made to avoid using this as the sole
evidence of disease. In fact, it should be
used in conjunction with other clinical
information when possible (Richards
2015). Nowhere is this truer than when
referring a patient for prophylactic
surgery based on a molecular variant.

The optimal course of action when
confronting a VUS is to inform the
patient that the variant exists,
but there is not enough reliable
information at present to advise any
action. If the patient’s (or your own)
concern is too great, a discussion
with a certified genetic counselor or
laboratory director (like myself) may
do wonders to ease anxiety.
_______________
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Plan to Attend the Georgia OBGyn Society Legislative Day at the Capitol on February 15th

Meet your state legislators and top government officials and learn how the state government and legislature impacts your practice and obgyns in Georgia. Join us under the Gold Dome!

Who Should Attend: The meeting is open to all obstetricians, gynecologists, residents and medical
students. We will be joined at the meeting by our MD and DO colleagues in family medicine, internal
medicine, and pediatrics. Opportunities for corporate support also exist. Please contact the Society for
details.
For more information: Visit the Society’s website at www.gaobgyn.org starting in December of 2017 or

call Nicole Reaves at 770.904.5298.

Georgia OBGYn Society ∙ 2925 Premiere Pkwy ∙ Suite 100 ∙ Duluth, GA 30097
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OB/GYN practice in Athens
has an immediate opening for a
Billing Specialist.
We are looking for a candidate with prior medical
coding/billing experience. Must be a team player, selfstarter, able to work independently, and have excellent
communication skills. Experience is a must.
Experience in OB/GYN and a working knowledge of
NextGen is strongly preferred.
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Primary responsibilities include:
• Verifying eligibility
• Acquiring prior authorizations for surgeries and
deliveries
• Counseling patients on insurance benefits
• Process insurance claims, appeals and denials in a
timely manner
• ICD-10 and CPT coding
• Accounts Receivable follow-up (insurance and patient)
• Post charges for office visits, procedures and surgeries
• Post all payments
• Clerical duties (filling in for front office staff)
Offering a competitive salary and benefits.
If interested, please send resume to
Kelley@athenshealthcareforwomen.org.
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Physicians’ Alliance of America is a nonprofit national
healthcare Group Purchasing Organization (GPO) that uses
the purchasing power of physicians in all 50 states (and D.C.)
to negotiate discounts and preferred terms for the goods and
services private practices use every day.
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