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T

he 2018
General
Assembly
adjourned, Sine
Die, just after
midnight on
Friday, March
30. The Georgia OBGyn Society (GOGS)
had a very successful session. The top two
priorities, funding for the prevention of
maternal mortality and funding for OBGyn
residency slots, were achieved. Our
success this session would not have been
realized without the expert attention of
Skin Edge and partners at the Department
of Public Health (DPH), March of Dimes
and Patient-Centered Physician Coalition.
In addition, the Society would like to thank
the following people for their support during
the session:
• Representative Terry England, Chairman,
House Appropriations
• Representative Butch Parrish, Chairman,
House Health Subcommittee of
Appropriations
• Speaker Pro-Tem Jan Jones
• Representative Sharon Cooper, Chairman,
House Health and Human Services
Committee
• Representative Deborah Silcox
• Senator Jack Hill, Chairman, Senate
Appropriations
• Senator Dean Burke, Vice-Chair,
Appropriations
• Senator Renee Unterman, Vice-Chair,
Appropriations
• Senate President Pro-Tem Butch Miller
• Senator Bill Cowsert, Senate Majority
Leader
• Senator Chuck Hufstetler
• House and Senate Budget Staff
GOGS Executive Director Daniel Thompson
would also like to thank Drs. Jane Ellis and
Cindy Mercer for taking time out of their day
to come to the Capitol to lend their voice on
specific issues, as well as everyone who attended
Primary Care Legislative Day at the Capitol.   
Below is a brief summary of the measures
GOGS supported this year:
Maternal Mortality Prevention
Funding: The FY 2019 state budget includes
$2 million, directed to DPH, for maternal
mortality prevention. GOGS advocated for
this funding during the session, supported
by DPH and March of Dimes. GOGS is
working closely with DPH in planning for the

implementation of the funding, which will
be used to implement AIM hemorrhage and
hypertension quality improvement bundles.
Funding for OBGyn Resident
Positions: The General Assembly
appropriated $306,600, in rural birthing
hospitals for 20 OBGyn residency positions
at 5 training programs (4 positions at each
program). This is the same amount of
funding that was received in the FY 2018
budget. The General Assembly appropriated
$306,600 in rural birthing hospitals for 20
OBGyn residency positions.
Group Prenatal Care Funding:
The FY 2019 state budget includes
$500,000 in state funds for
reimbursement for group prenatal care.
This funding is in the Department of
Community Health (DCH) Low-Income
Medicaid budget. GOGS supported
this request, which was led by the
March of Dimes. GOGS will monitor the
implementation of this reimbursement.
Increased reimbursement for
delivery in rural counties: Also in
the DCH Low-income Medicaid budget
is the inclusion of a $250 increase in
reimbursement for newborn deliveries that
occur in counties with fewer than 35,000
people. GOGS has been successful in
previous years in obtaining support for this
increase in the state budget.

Levels of Perinatal Care Hospital
Designation: HB 909, sponsored by
Representative Deborah Silcox (R-Sandy
Springs), gained final passage by the
Senate on March 14 and was sent
to the governor. The OBGyn Society
supported HB 909, which establishes
a voluntary program for hospitals to
designate a level of neonatal and/or
maternal care. Currently, hospitals can
self-designate their levels of care. GOGS
is working closely with the Regional
Perinatal Center medical directors and
DPH on the implementation of the bill.
“The Health Act” SB 357, sponsored
by Senator Dean Burke (R-Bainbridge),
gained final passage on Sine Die. SB 357
encompasses recommendations that
were released by the Health Reform Task
Force led by Lt. Governor Casey Cagle
that convened in 2017. The measure
establishes the Health Coordination
and Innovation Council and creates
the position of state director of health
policy. SB 357 also establishes an advisory
board to assist the council in developing
recommendations. SB 357 directs the
Maternal Mortality Review Committee
to submit a report to the council

Continued on page 3
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Georgia Physicians Offered Course in Safe
and Effective Opioid Prescribing

Comments on the Arrive Trial
by Elliott Main, MD, Medical Director and
the CMQCC Leadership Team February 8, 2018

T

he Arrive Trial was released
on February 1st at the Society
for Maternal Fetal Medicine’s
Annual Meeting.1 The Arrive trial
was a randomized controlled trial
comparing labor induction at 39 weeks
to expectant management to 42 2/7
weeks among low risk nulliparous
women. The primary outcome was a

composite of perinatal outcomes and
the secondary outcome was cesarean
birth. The trial included 3,000 women
in each arm and was performed in
University hospitals belonging to
the NICHD Maternal Fetal Medicine
Network. The composite neonatal
outcome was not statistically different
(rates of perinatal death, very low
Apgars, seizures,
HIE, birth
trauma, and
infection were
the same; rates
of respiratory
complications
were slightly
higher—perhaps
related to
increased
meconium
after 41 weeks).
The rates of
cesarean birth
were 18.6% in
the immediate
induction
group and

The Doctors Company Helps Physicians Meet State Requirement

22.2% in the expectant management
group. The authors stressed that
having a standardized approach to the
management of labor and clear-cut
definitions for induction failure were
critical to the success of the low rates
of cesarean with labor induction.
Comments:		
1) The patient population in this study
was both very low risk (mean
age =24yrs, and all women with
any medical complications were
excluded) and quite interested
in labor induction (fully 75% of
eligible
patients refused entry
into the trial). Nonetheless, a
cesarean rate of 18.6% following
labor induction in nullips is quite an
accomplishment.
2) Most hospitals do not come
anywhere near this rate. The rate
of cesarean after labor induction
in low-risk nullips among the 240
California hospitals averages 32%
with rates as high as 60%.
Continued on page 11

Bedsharing, Breastfeeding and Babies Dying:
A Conversation Worth Having

W

e have to remember that all mothers
want what’s best for their babies.
When we remember this, and keep
it at the forefront of every conversation,
we can become the trusted resources they
need,” says NICHQ Senior Director Jennifer
Ustianov, MS, BSN, RS, IBCLC.
Bedsharing can lead to longer breastfeeding duration. It also leads to more
infant deaths. These opposing facts
represent a major dilemma for those
working to improve infant health. It
becomes even trickier when we dive
a little deeper. Breastfeeding also
correlates with lower sudden infant
death syndrome (SIDS) rates, the most
common cause of post-neonatal infant
deaths. In fact, after improving safe sleep
environments, breastfeeding is one of the
most important behaviors for reducing
SIDS, and may reduce the rate by more
than 70 percent if breastfeeding continues
for at least 6 months, according to Cooper
University Hospital’s Lori Feldman-Winter,
MD, MPH, FAAP. In theory, this means that
organizations working to reduce sleeprelated infant deaths should consider
strategies that promote breastfeeding.
But, what does that mean when one of
those strategies puts babies in danger?

“
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N

apa, California—April 2, 2018—
As part of its commitment to
advance the practice of good
medicine, The Doctors Company is
offering a free course on safe and
effective opioid prescribing to assist
Georgia physicians in meeting state
requirements.
The three-hour, ondemand continuing medical
education (CME) course meets
the requirement of the Georgia
Composite Medical Board that
physicians who maintain active DEA
certificates and prescribe controlled
substances must complete three
or more hours of CME designed
specifically to address controlled
substance prescribing practices.
Physicians are required to complete
the CME one time.
The Georgia General Assembly
included this requirement in a bill signed
into law by the governor to address the
opioid crisis in Georgia. The number of
opioid-involved overdose deaths from
2010–2016 in Georgia increased 117
percent from 426 to 929, according

to the preliminary Opioid Overdose
Surveillance report.
“Opioid abuse is a serious patient safety
issue across the nation, and Georgia is
no exception,” said Darrell Ranum, acting
senior vice president of patient safety,
The Doctors Company. “As a company
founded and led by doctors, we are keenly
aware of the concerns physicians have
about opioid prescription abuse, and we
are pleased to provide this resource to all
Georgia physicians.”
Upon completing the online program,
physicians will be able to:
• Adhere to Georgia’s controlled
substance prescribing rules.
• Implement an assessment process for
identifying abuse or misuse of controlled
substances.  
• Discuss with patients the risks
associated with controlled substance
treatments.
• Utilize Georgia’s Prescription Drug
Monitoring Program (PDMP) when
prescribing medications.
“This CME offered by The Doctors
Company is among the best education
available for physicians,” said Douglas

®
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is available through
Physicians’ Alliance
conversation, we can become the trusted
resources they need.”
Below, we’ve identified three
opportunities for health professionals to
put Feldman-Winter’s advice into practice,
and ultimately engage in conversations
that can change infant health outcomes.
Address Social Determinants
Having successful conversations happens
when we know our audience. Data from
the Pregnancy Risk Assessment Monitoring
System, shows that, as of 2015, AfricanAmericans, Asian and Pacific Islanders,
and American Indian and Alaskan Natives
are at the highest risk for bedsharing.
Similarly, 77 percent of teen mothers, an
overwhelming majority, have shared a bed
with their baby.
Continued on page 8

GOGS Members
The Georgia Obstetrical and
Gynecological Society (Georgia OBGyn
Society) is proud to exclusively endorse
The Doctors Company’s medical
malpractice insurance program.
Exclusive benefits for Georgia OBGyn
Society members include:
• Program discounts for qualified
members
• Free retirement tail coverage for
qualified members
• Free web based on demand and live
CME
See The Doctors Company’s
comprehensive collection of obstetrics
and gynecology resources and
recommended courses at: https://www.
thedoctors.com/gogs
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Feldman-Winter, a pediatrician and
safe sleep and breastfeeding expert who
is currently working with NICHQ on the
National Action Partnership to Promote
Safe Sleep Improvement and Innovation
Network (NAPPSS-IIN), which aims to
make safe sleep and breastfeeding the
national norm, has decades of experience
grappling with these questions.
“Despite the benefits to breastfeeding,
the fact remains that there is a five
times greater risk for infant death when
bedsharing, when the infant is less than 3
months of age,” she notes. “This clear risk
means we need to find ways to promote
breastfeeding while ensuring it happens in
a safe sleep environment.”
It starts by developing meaningful
conversations between healthcare
providers and mothers. These
conversations can help mothers and
caregivers better understand the risks
of bedsharing while reinforcing the
advantages of breastfeeding.
“These are difficult conversations to
have,” says NICHQ Senior Director Jennifer
Ustianov, MS, BSN, RS, IBCLC. “We have
to remember that all mothers want what’s
best for their babies. When we remember
this, and keep it at the forefront of every

Lundy, MD, co-president and orthopaedic
trauma surgeon at Resurgens
Orthopaedics in Atlanta. “Currently,
Georgia physicians are required to
complete education regarding opioid
prescribing and abuse prevention.
Our practice is very appreciative and
enthusiastic about this offering.”
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(continued from page 1)
annually. GOGS will be closely monitoring the implementation of SB
357 to ensure improving the quality of women’s health in Georgia
is a priority.
Rural Health System Innovation Center HB 769 by
Representative Rick Jasperse (R-Jasper), establishes the Rural
Health System Innovation Center within the State Office of Rural
Health. The purpose of this center is to study and recommend
new approaches for financing and delivering healthcare in
rural settings in Georgia. The center will be located within an
academic health center, which will be determined by DCH after
issuing a request for proposals.
Joint Study Commission on Low THC Medical Oil Access
HB 65, sponsored by retiring Representative Allen Peake
Physicians’
Alliance
Physicians’
Alliance a House
(R-Macon), establishes
and Senate
Study Commission
of America
to evaluate
low THC medicalof
oilAmerica
and its potential to improve
health outcomes in Georgia. On Sine Die, language was added to
include “post-traumatic stress disorder” and “intractable pain” as
conditions for which low THC medical oil can be prescribed after
certain conditions are met.
Measures that were not given passage:
• Expansion of scope of practice for advanced practice
registered nurses
• Medicaid expansion
• Surprise billing
• Step Therapy
• Licensure for genetic counselors
• Perinatal hospice (never introduced)
Once again, it’s an honor and a privilege to serve as your GOGS
legislative chair. Please do not hesitate to contact me for any
issues/questions you may have regarding legislative topics.
3
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Looking to avoid risk?

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

Feb. 28, 2018
Dear Colleague,
Georgia law (§31-17-4.2.) mandates that
all pregnant women be tested for syph
ilis and HIV in the first and third trimesters
of their pregnancy. In 2016, Georgia ranke
d fourth in the nation for syphilis and third
for new HIV diagnoses. Contributing
to those statistics is the fact that infan
ts continue to be born in Georgia with
congenital syphilis or perinatally-acqu
infection. You, as health care providers,
ired HIV
have the power to help reduce these
numbers.
The law was passed in 2015 and is base
d on the Centers for Disease Control
and Prevention’s recommendation for
trimester testing in areas with high rates
third
of syphilis and HIV. It builds upon an earlie
r law requiring testing at only the initia
of prenatal care. The mothers of many
tion
of the infants being born with congenita
l syphilis or HIV became infected after
tested at initiation of prenatal care,
being
highlighting the importance of third trime
ster (28-32 weeks) testing.
Key points of the law include:
•
•
•

Every physician and health care provi
der who provides prenatal care must
test pregnant women for syphilis and
HIV at initiation of prenatal care and durin
g the third trimester, unless the patient
declines (opt-out screening).
If there is no written evidence that an HIV
or syphilis test has been performed when
a pregnant woman presents for
delivery, the health care provider must
order a test for both to be administered
at that time, unless the patient declines.
All congenital syphilis cases must be
reported within 24 hours to your local
district health office or entered in
SendSS. This includes babies without
congenital syphilis symptoms, but who
were born to mothers with untreated
syphilis at time of delivery.

•

All babies born to HIV positive mothers
and women diagnosed with HIV or AIDS
must be reported within seven
days to the Georgia Department of Publi
c Health.
Syphilis treatment at least 30 days befor
e birth has proven to be effective at decre
asing the odds that a baby is born with
congenital syphilis. HIV antiretroviral
therapy during pregnancy, at the time
of delivery, and prophylaxis to the newb
dramatically reduce perinatal transmiss
orn
ion of HIV.
As commissioner and as a physician,
I urge you to make first and third trime
ster testing for syphilis and HIV part of
routine prenatal care – not just because
your
it is the law, but for the health and wellbeing of every mother and child in Geor
If you have any questions, please conta
gia.
ct your local district health office or call
the Georgia Department of Public Heal
th at
1-866-PUB-HLTH (1-866-782-4584).
Thank you for all that you do to help prote

ct the lives of Georgians.

Sincerely,

J. Patrick O’Neal, M.D.
Commissioner
Additional resources from www.dph.ga.go
v:
Georgia HIV/Syphilis Pregnancy Scre
ening Act of 2015
2015 STD Treatment Guidelines – Syph
ilis during Pregnancy
Antiretroviral drugs in pregnant women
with HIV, reducing perinatal HIV trans
mission
DPH reporting form
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Schedule

Georgia OBGyn 67th Annual Meeting

Thursday, August 23, 2018
9:30 am - 1:00 pm

Physician Registration

HANDS-ON LAB!
•
•

10:00 am - 1:00 pm GOGS Board of Directors Meeting

•

1:00 - 5:30 pm Simulation Lab Activities and Training

•

Live Model Trainings
Simulation Labs
Surgery Skill Practice
Skills Updates

To receive MOC credit (no additional fee), you must attend the full sim lab session on Thursday, 1:00-5:30
Improve skills through hands-on training. Lab includes simulators, surgical technique practice, live models with
ultrasound practice demonstrations and the ability to perform skill demonstrations.
6:00 - 7:00 pm Opening Reception for All Guests (Business Casual)

Friday, August 24, 2018
7:55 am

Welcome: Hugh Smith, MD, Georgia OBGyn Society President

8:10 am

Current and Novel Treatment Options for Stress Urinary Incontinence, Peter Rosenblatt, MD

9:00 am

Clotting Disorders in Pregnancy: What to Do, About Thrombophilia, Andra James, MD, MPH

10:40 -am

The Good, the Bad and the Ugly: 2018 Adolescent Contraception, Eduardo Lara-Torre, MD

11:30 am

Women’s Health Priorities in Georgia, J. Patrick O’Neal, MD, DPH Commissioner

12:20 pm

The Role of Uterine Preservation in Prolapse Surgery, Peter Rosenblatt, MD

Saturday, August 25, 2018
7:55 am

Moderator: Victoria Green, MD, MBA, JD, Chair GA Section ACOG

8:00 am

Opioid Use Disorder in Pregnancy, Keisha Reddick, MD

8:45 am

Postpartum Hemorrhage: When Uterotonics and Sutures Don’t Work, Andra James, MD, MPH

10:30 am

BRCA and Genetics in Gynecologic Malignancies, Ritu Salani, MD, MBA

11:15 am

Evaluation of Infertile Couple by Ob-Gyn Specialist: When to Treat, When to Refer, Owen Davis, MD

12:05 pm

Society Update & Business Meeting, Hugh Smith, MD, President

6:00 pm

President’s Cocktail Reception, followed by Annual Banquet and Dancing (Black Tie optional)

Sunday, August 26, 2018
7:30 am

All You Didn’t Want to Know but Should About Being Sued, John Hall, Jr., Esq.

8:35 am

Moderator: Chad Ray, MD, GOGS President-Elect

8:40 am

Follow-Up of Women after Treatment for Gynecologic Malignancies, Ritu Salani, MD, MBA

9:25 am

Preimplantation Genetic Testing in ART: Promises and Pitfalls, Owen K. Davis, MD

10:15 am

ABCs of Pediatric, Adolescent GYN for Specialists in General OBGYN, Eduardo Lara-Torre, MD

Electronic Syllabus – PLEASE NOTE!
In an effort to “Go Green,” attendees will receive an email link to the electronic version of the syllabus one week prior to the meeting.
Participants can pre-print handouts from www.gaobgyn.org or bring their electronic device to the session. Free internet connection will
be available in the meeting room.
6

OBGyn NEWS, April 2018

R egistration

Georgia OBGyn Society 2018 Annual Meeting - 7

August 23—26, 2018
The Cloister, Sea Island, GA

Physician’s Name as desired on name badge: ________________________________________________________________
Practice Name: _________________________________________________________________________________________
Spouse/Guest(s) Name(s): _______________________________________________________________________________
Children: Names: __________________________________________________________________ Ages: _______________
Office Address: _________________________________________________________________________________________
City/State/Zip: _______________________________________________ Cell Phone: ________________________________
Primary Phone: _________________________________ Email: _________________________________________________
Confirmations and link to syllabus will be sent via email

I agree to receive meeting notifications via text message

Registration Fee
(Late Registration: $50 will be added to the registration fee after July 23, 2018, or at the door.)
Physician Member:

$450.00

Subtotal: $_________________

Physician Non-member:

$550.00

Subtotal: $_________________

___ @ $150.00 each

Spouse and Guests (18 years and older):

Subtotal: $_________________

____ # Guest(s) for Friday Breakfast

(Included in registration fee)

____ # Attending Saturday Night Banquet (18 & older)

(Included in registration fee)

____ # Children for Saturday Kids’ Night

(No charge)

(6:00-10:00pm for ages 3-12)

Total: $_________________

Dietary Restrictions: ______________________________________________________
For assistance or to pay by credit card: Fax 770-904-5251 or contact Nicole at 770-904-5298, nreaves@gaobgyn.org
Credit Card Type (circle the one that applies):

AMEX

Visa

MasterCard

Credit Card Number: ___________________________________________________ Expiration Date: _______/_______
Billing Address (if not office): ______________________________________________________________________________
Pay by check: Please mail check and registration form to be received by July 23, 2018, payable to GOGS:
2925 Premiere Parkway, Suite 100, Duluth, GA 30097.

Media Release
Professional photographs, audio, and video will be captured during the conference. Attendees and their guests hereby grant
GOGS and its representatives permission to be photographed and/or recorded at the meeting. Attendees and their guests give
GOGS permission to copyright, publish, and distribute these photographs, audio recordings, and/or videos and use them in any
and all media, including print and electronic for any lawful purpose.

Cancellations
A refund for conference registration will be made upon written request prior to July 23, 2018; However, $75 will be retained for
administrative costs. No refunds will be made after July 23, 2018. We reserve the right to cancel the program. Full registration
fees will be refunded for canceled programs. GOGS is not responsible for reimbursement of airline or transportation fees, hotel,
or rental car charges, including penalties. By registering for this conference, you acknowledge and agree to this policy.
7

OBGyn NEWS, April 2018

OBGyn NEWS, April 2018

Bedsharing, Breastfeeding and Babies Dying (continued from page 2)
Interested in learning more about
what’s been done to improve safe sleep
practices across the country? In a recent
article, we offer insight on the progress
that’s been made and what’s being done
to leverage those successes. Or, attend a
free webinar, led by Founder of the Global
Infant Safe Sleep Center, Stacy Scott,
PhD, MPA, where she’ll share and model
tactics for engaging in conversations that
can reach all caregivers.
“Understanding who is at risk helps
us target our conversations and frame
them to be successful,” says FeldmanWinter. “We need to consider why these
groups are more likely to bedshare. Is
it because they are less likely to have
received safe-sleep education? Is there
something unique to their situation,
such as a cultural preference, that might
make them inclined to bedshare? How
might these preferences relate to their
breastfeeding habits? Answering these
questions will help us adopt an approach
that’s more likely to resonate.”
Leverage Counseling Strategies
For conversations to be successful,
they need to be judgement-free.
There are several techniques that can
encourage open dialogue. One technique
Feldman-Winter promotes is motivational

interviewing. Here, the nurse or doctor
asks an open-ended question such as,
what do you like about bedsharing? Or,
why do you choose to bedshare? By
proactively avoiding yes or no answers,
health professionals can better understand
mothers’ motivations and provide
solutions that work for their family.
Another approach is L.O.V.E. With
this technique, providers “Listen” to
what the families are saying, ask those
“Open-ended” questions, “Validate” their
feelings and provide targeted “Education”
that addresses families’ concerns.
Be Practical
“Health professionals need to be
realistic in the advice they give,” says
Feldman-Winter. “Our recommendations
should consider the relative risks and
benefits for each individual circumstance.
We can build our conversations from
there.” For example, many mothers
who bedshare may do so inadvertently.
A common risk associated with
breastfeeding in bed is that the mother
may fall asleep after or while feeding
her baby. While health professionals
should always advise against bedsharing,
that advice should be accompanied by
recommendations that reduce infant risk
if accidental sleep occurs, recommends

REPRODUCTIVE BIOLOGY ASSOCIATES

Feldman-Winter. That could include
reminding mothers to remove pillows,
loose blankets and sheets from the bed,
as well as moving the bed away from the
wall to prevent entrapment.
Likewise, advice that targets high-risk
situations can help reduce overall sleeprelated deaths. “Remember to emphasize
the danger for infants under four months
of age, and infants that were premature
or had a low birth weight,” FeldmanWinter advises.
Each of these tactics ensures
meaningful conversations because each
tactic engages with the circumstances
and experiences unique to individual
families. In doing so, they encourage
mothers to openly discuss what they
see as safe behavior, and thus more
easily understand risks. And the more
meaningful conversations that occur, the
more babies who will sleep safely.
Looking for more strategies to reduce
infant sleep deaths? Check out our Infant
Mortality Prevention Toolkit, which offers
case studies and tactics for improving
infant safe sleep practices in your
community or state.
This article was originally published
at https://www.nichq.org/insight/
bedsharing-breastfeeding-and-babiesdying-conversation-worth-having

Georgia Improving in Fight
Against Opioid Abuse
Information provided by Georgia Health News

G

25% of couples have difficulty
achieving pregnancy

APRIL
MAY

JUNE
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eorgia earned the highest mark of “improving” from the National Safety
Council in April at the National Rx Drug and Heroin Summit in Atlanta for
working to prevent opioid overdose.
In 2016, Georgia received a ranking of “failing.” That year, more than 42,000
Americans died from an opioid overdose, the Safety Council said. The CDC
reported that 918 of these deaths occurred in Georgia. The report estimated that
2.1 million people suffer from opioid use disorder.
Opioids include Vicodin, Percocet, and OxyContin. Biologically, these drugs are
similar to heroin. Opioids are frequently combined with fentanyl, increasing the
potency of the drug up to 100 times.
The Safety Council identified six key actions that states can take to have a
significant impact addressing the opioid epidemic:
• Mandating prescriber education
• Implementing opioid prescribing guidelines
• Integrating Prescription Drug Monitoring Programs into clinical settings
• Improving data collection and sharing
• Treating opioid overdose
• Increasing availability of opioid use disorder treatment
Georgia met five of the six measures, failing to meet the standard for data
collection.
To improve data collection, the state’s Prescription Drug Monitoring Program,
under the Georgia Department of Public Health, can help eliminate duplicative
prescribing and overprescribing of controlled substances. The database can
provide a prescriber or pharmacist with information regarding a patient’s
controlled substance prescription history and protect patients at risk of abuse.
On April 5, U.S. Surgeon General Jerome Adams issued an advisory
encouraging more people to routinely carry naloxone, a drug that can reverse
overdoses. Naloxone has been dispensed over-the-counter by pharmacists across
Georgia since Gov. Nathan Deal issued an order in 2016.

Navigating The Opioid Epidemic
The Basics
According to the CDC, prescribers
should:
• Avoid prescribing opioids for chronic
pain (three-plus months) except for
cancer patients and palliative care for
end of life.
• When prescribing opioids for acute pain
(post injury or surgery): “Start low and
go slow.”
• Choose faster-acting options instead of
extended-release/long-acting (ER/LA)
medications.8
• Set realistic goals for pain and function
based on diagnosis (e.g., walk around
the block).
• Check that nonopioid therapies have
been tried and optimized.
• Discuss benefits and risks (e.g.,
addiction, overdose) with patient.
Evaluate risk of harm or misuse.
• Discuss risk factors with patient.
• Check PDMP data.
• Check urine drug screen.
• Set criteria for stopping or continuing
opioids.
• Assess baseline pain and function (i.e.,
PEG scale).
• Schedule initial reassessment within
one to four weeks.
• Prescribe short-acting opioids using
lowest dosage on product labeling;
match duration to scheduled
reassessment.9
The Prescriber’s Dozen
Below, we summarize the CDC
recommendations for prescribing
opioids for chronic pain outside of active
cancer, palliative, and end-of-life care.
To read the CDC’s complete guidelines,
go to www.cdc.gov/mmwr/volumes/65/
rr/rr6501e1.htm#B1_down.
Determining When to Initiate or
Continue Opioids for Chronic Pain
1. Consider opioid therapy only if
expected benefits for both pain
and function are anticipated to
outweigh risks to the patient. If
prescribing opioids, combine them
with nonpharmacologic therapy and
nonopioid pharmacologic therapy,
as appropriate.
2. Establish treatment goals with all
patients, including realistic goals
for pain and function. Consider
how therapy will be discontinued if
benefits do not outweigh risks.
3. Before starting and periodically
during opioid therapy, discuss with
patients known risks and realistic
benefits of opioid therapy and
patient and clinician responsibilities
for managing therapy.

Opioid Selection, Dosage, Duration,
Follow-Up, and Discontinuation
4. Prescribe immediate-release opioids
instead of ER/LA opioids.
5. Prescribe the lowest effective
dosage. Use caution when
prescribing opioids at any dosage.
6. For acute pain, prescribe the lowest
effective dose of immediate-release
opioids and prescribe no greater
quantity than needed for the
expected duration of pain severe
enough to require opioids.
7. Evaluate benefits and harms with
patients within one to four weeks of
starting opioid therapy for chronic pain
or of dose escalation. Evaluate benefits
and harms of continued therapy with
patients every three months or more
frequently. If benefits do not outweigh
harms of continued opioid therapy,
optimize other therapies and work
with patients to taper opioids to lower
dosages or to discontinuation.
Assessing Risk and Addressing Harms
of Opioid Use
8. Before starting and periodically during
continuation of opioid therapy, evaluate
risk factors for opioid-related harms.
Incorporate strategies to mitigate risk,
including considering offering naloxone
when factors that increase risk for
opioid overdose, such as history of
overdose, history of substance use
disorder, higher opioid dosages ≥50
morphine milligram equivalents (MME)
per day, or concurrent benzodiazepine
use, are present.
9. Review the patient’s history of
controlled substance prescriptions
using state PDMP data to determine

whether the patient is receiving
opioid dosages or dangerous
combinations that put him or her at
high risk for overdose.
10. Use urine drug testing before
starting opioid therapy and consider
urine drug testing at least annually
to assess for prescribed medications
as well as other controlled
prescription drugs and illicit drugs.
11. Avoid prescribing opioid pain
medication and benzodiazepines
concurrently whenever possible.
12. Offer or arrange evidence-based
treatment (usually medicationassisted treatment with
buprenorphine or methadone
in combination with behavioral
therapies) for patients with opioid
use disorder.
Note: All recommendations are
category A (apply to all patients
outside of active cancer treatment,
palliative care, and end-of-life care)
except recommendation 10 (designated
category B, with individual decision
making required); see full guidelines for
evidence ratings.
Read the rest at http://content.
thedoctors.com/opioid_risk?utm_
campaign=J11199-11200%20
Opioid%20Risk%20Guide%20
2017&utm_source=email&utm_
content=J11351_OSMA
_____________

8 Landro, Laura. Opioid use soars among middle aged
and elderly. Wall Street Journal. April 23, 2017.
www.wsj.com/articles/opiod-use-soars-amongmiddle-aged-and-elderly-1492999801. Accessed
August 14, 2017.
9 Checklist for prescribing opioids for chronic pain.
Centers for Disease Control and Prevention (CDC).
www.cdc.gov/drugoverdose/pdf/pdo_checklist-a.
pdf. Accessed August 14, 2017.
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Georgia Prescription Drug Monitoring Program
now under DPH
August 2, 2017

I

t is no secret that Georgia, like the
rest of the country, is in the midst
of an opioid epidemic. Whether it
manifests itself in a cluster of opioid
overdoses as seen earlier this year
in middle Georgia or the number of
babies being born addicted to drugs
and experiencing heartbreaking
withdrawal symptoms in the first hours
after birth, opioid addiction, overdoses
and abuse of prescription pain
medications are a public health crisis.
During the 2017 legislative session,
the Georgia General Assembly passed
House Bill 249 which provided for several
changes to the Georgia Prescription Drug
Monitoring Program (PDMP). Effective
July 1, 2017, management of the PDMP
transferred to the Georgia Department
of Public Health.
The PDMP was established by the
legislature in 2009. Its purpose is
to reduce the abuse of controlled
substances and to promote proper and
legitimate use of medications used to
treat pain and terminal illness. The
PDMP also helps reduce duplicative
prescribing and overprescribing of
controlled substances.
All Georgia-licensed dispensers
(pharmacies and dispensing
prescribers) are required to submit
information for dispensed Schedule
II, III, IV and V controlled substance
prescriptions on a daily basis. The
Department records the prescription
information it receives into an electronic
database, which can be reviewed to
determine misuse, abuse, and patterns
of controlled substance prescribing.
“There is a critical need for
awareness to appropriately identify
misuse and abuse of these powerful
drugs,” said J. Patrick O’Neal,
M.D., commissioner of the Georgia
Department of Public Health. “Working
together we have the power to help
reduce the number of Georgians
severely affected by or dying from
opioid overdoses.”
The Department works closely
with the Georgia Drug and Narcotics
Agency, which is responsible
for enforcing Georgia laws and
rules pertaining to manufactured
or compounded drugs and to
ensure only licensed facilities or
persons dispensed or distributed
pharmaceuticals. The Department
also collaborates with the Georgia
Department of Behavioral Health and
Developmental Disabilities to help
10

individuals struggling with addiction get
into treatment.
For additional information about the
PDMP, go to dph.georgia.gov/pdmp or
for information about preventing
opioid abuse, visit dph.georgia.gov/
EmergencyHelpforOpioidOverdoses. The
Department of Public Health emergency
help for opioid overdoses page has
access to webinars on preventing patient
abuse and instructions for recognizing
abuse and responding to overdose.
Georgia House
Bill 249
During the 2017
legislative session,
the Georgia General
Assembly passed
House Bill 249 which
provided for several
changes to the PDMP:
1. Effective July 1,
2017, dispensers
will be required to
enter prescription
information for
Schedule II, III,
IV, V controlled
substances within
24 hours. This will
provide prescribers
more efficient access
to information with
less wait time as
they make the best
clinical decisions
possible for their
patients.
2. Beginning July 1,
2018, prescribers
will be required
to check PDMP
before prescribing
opiates or cocaine derivatives
in Schedule II
drugs or benzodi-

azepines. (Prescribers are currently
encouraged to check the PDMP but
are not yet required to do so.) If the
prescription continues, the PDMP
should be checked every 90 days.
A list of drugs that require checking
PDMP can be found at www.dph.
georgia.gov/sites/dph.georgia.gov/files/
PDMPDrugsRePriorCheck_7_25_2017.pdf
To view the law HB 249 in full, visit
https://dph.georgia.gov/sites/dph.
georgia.gov/files/HB249_law.pdf
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Comments on the Arrive Trial
(continued from page 2)
3) All hospitals in the Arrive trial
used a common definition of failed
induction (a cesarean for any
reason following labor induction):
Cesarean delivery should not
be undertaken during the latent
phase prior to at least 15 hours
after rupture of membranes have
occurred with concurrent oxytocin
administration.2 After that point,
the decision to continue labor in
latent phase was individualized.
Once in Active Phase (6
centimeters dilation), ACOG/
SMFM guidelines were followed for
the diagnosis of labor arrest and
descent disorders.

Bottom Line:
1) There are currently no changes to the
SMFM/ACOG guidelines for induction
of labor. Specifically, induction of labor
at less than 41 weeks 0 days with
an unfavorable cervix should only be
for medical indications.
performed
2) It needs to be repeated that the
results in this study were obtained in
university hospitals with strict labor
guidelines and a strict definition
of failed induction. If a hospital’s
induction guidelines are to be changed
to allow for elective inductions at 39
weeks, strict guidelines for defining
failed induction (see above) and for
management of active phase and fetal

monitoring abnormalities need to be
adopted simultaneously.
3) If labor guidelines and induction
failure definitions are not adopted,
the cesarean rates will likely rise
significantly.
4) Induction of labor with an
unfavorable cervix takes a very
long time to do following guidelines
and will impact room availability
and nursing hours.
_______________
1 Grobman WA, etal. A randomized trial of elective
induction of labor at 39 weeks compared with
expectant management of low-risk nulliparous
women. Am J Obstet Gynecol 2018; 218:S601.
2 Grobman WA, etal. Defining failed induction of
labor. Am J Obstet Gynecol. 2018; 218:122.e1-8

Redmond gets CON for
obstetrics and birthing unit
By Doug Walker, Associate Editor, Rome News-Tribune

R

edmond Regional Medical Center
has won approval from the Georgia
Department of Community Health
to offer a new obstetrics and birthing
program at the hospital.
“We are pleased with the state’s
approval of our certificate of need
application to add obstetric services,”
said Redmond CEO John
Quinlivan. “We appreciate
the support and approval of
the Georgia Department of
Community Health enabling
us to expand our services
and to provide families in
our community a choice in
obstetrical care.”
Construction is slated to
consume more than 25,000 square
feet. The total cost for the project
has been estimated at almost
$21.9 million.
Redmond filed for the service
under provisions associated with
a 2008 exception to Georgia
Certificate of Need regulations.
Attorney Josh Belinfante told
the Rome News-Tribune back
in December that the exception
was created because the
General Assembly did not want
monopolies on the provision of
basic level birthing services.
The rule applied to counties
where there was only one
program (currently at Floyd
Medical Center) and less than
three programs in surrounding
counties. There were only two
other programs in the contiguous

counties, one at Cartersville
Medical Center and the
other at Gordon Hospital in
Calhoun.
Redmond’s plan is to provide labor,
delivery, recovery and postpartum
rooms; a well-baby nursery; and a
procedure room for Caesarian sections

in a completely renovated area of the
hospital — the original application
stipulated the fifth floor. Existing rooms
will be renovated and repurposed so as
not to exceed its 230-room capacity.

Amanda smoked while she was pregnant.
Her baby was born 2 months early and
weighed only 3 pounds. She was put in
an incubator and fed through a tube.
Amanda could only hold her twice a day.
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If you’re pregnant or thinking about
having a baby and you smoke, please call

1-877-270-STOP (7867)
or Spanish: 1-877-2NO-FUME

dph.georgia.gov/ready-quit
Engaging Tobacco Users: Tips for Health Care Providers in Georgia
(1.00 Continuing Credit)

GAtobaccointervention.org
#CDCTips
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