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oy Baker’s patients travel 40 miles
on average to see her. Some pull up
in their own cars, but if they’re too
poor to own one, they might hitch rides
with friends or on the Medicaid van, which
must be scheduled three days in advance
and also can run early or late. In that
case, they wait for a quick opening in Dr.
Baker’s day so she can fit them in. They
pass the time in the waiting room, staring
at their phones or flipping through issues
of Pregnancy & Newborn magazine.
Her patients come to her for the most
fundamental of reasons: She’s one of only
two OB/GYNs in a swath of rural Georgia that
spans eight counties and 2,714 square miles.
Baker works out of the Upson Regional
Medical Center in Thomaston, about halfway
between Macon and Columbus. We hear a
lot about safety net hospitals, but Baker is
a safety net doctor. Half of Georgia’s 159
counties—79, to be precise—do not have a
single obstetric provider. Rural hospitals are
closing. In Georgia a pregnant woman has a
greater chance of dying before she delivers,
or in the weeks after, than in any other
state in America. So Baker’s practice here
in Upson County, where nearly a quarter of
the residents live below the poverty line,

represents a kind of miracle—but a
precarious one.

“What’s going on today?
Not doing so good, huh?”
Baker hovers above her patient’s
hospital bed on the second floor of
Upson Regional, a look of concern on
her face. Abigail Williams is 28 years
old and 27 weeks pregnant, and she
was admitted last night. It’s a little after
nine o’clock in the morning, but it’s clear
Williams has been up for a while. Dark
circles ring her eyes, bits of hair escape from
a bun and spill onto her cotton hospital gown,
and her brow crinkles with worry. A large
gallstone is lodged in her bile duct, causing
her severe abdominal pain. She also can’t
keep anything down, and that has Baker
worried, considering Williams also has some
coronary risk factors, including tachycardia,
when the heart beats too rapidly. “We need
to keep your electrolytes steady, your blood
sugar steady,” Baker says. “We don’t want
your heartbeat to become erratic.”
This is the seventh time Williams has been
hospitalized during her pregnancy, and she
reminds the doctor that she has two other
kids at home, including a one-year-old who
requires a feeding tube. “Here’s the deal,”
says Baker. “The [surgeon] is probably going
to recommend that you try medication first
because he’ll be worried about the baby.
But I would not try it for long. You need
to speak up for yourself on this.” Williams
asks if she can request surgery to remove
the stone now, rather than risk yet another
hospital stay if medication doesn’t help.
“Absolutely,” Baker says. “You are the patient,
and it’s your decision.” Before she leaves the
room, she reminds Williams, “Part of my job
is looking out for not just the baby but for
you, the mom. Because if you’re not well, the
baby’s not going to be well, either.”
Later Williams tells me that Baker is the
first doctor she’s had that really takes the
time to listen to her and explain things.
“I’m just glad to have her.”
Baker has been at the hospital since 7:30
a.m., and by lunchtime she will have also
performed a laparoscopic surgery, delivered
a baby via C-section, induced labor for a

pregnant patient who was past her due
date, and checked in on a mom who
delivered the day before. In the afternoon,
Baker heads to her office across the street
from the hospital, where she has a full slate
of high-risk pregnant patients who come
in regularly to videochat with a specialist
in Atlanta. Baker introduced telemedicine
for her high-risk patients in March, after
the hospital was awarded a grant. Up
until then, the women had to travel to
Columbus, Macon, or Atlanta to see a
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President’s Column
The Pursuit of Better Care

I

n light of the continued healthcare
debate in Washington, I wanted to
take this opportunity to provide you
food for thought on issues that concern
the healthcare of women.  Above all, I
am reminded that we must continue to
be outspoken advocates for our patients
and our specialty.
During July, I signed two letters as
GOGS President
that were sent
to U.S. Senators
Johnny Isakson
and David
Perdue. These
letters asked
that they oppose
all versions of
the Better Care
Reconciliation Act
of 2017 (BCRA).
The bills that
were introduced
were anemic in advancing women’s
healthcare and proposed policies that
would place a woman’s access to care
in serious jeopardy. Our position is
that these measures would drastically
reduce access and quality of healthcare
for thousands of women in Georgia.
The bottom line, though, is that lack of
access to medical care for any segment
of society will eventually effect the
healthcare of all—insured and uninsured.
Ultimately, emergency rooms will burst
at the seams, the workforce will be less
productive, and the entire population will
eventually suffer from even worse health
outcomes than we experience today.
While our current healthcare system
is expensive given our health outcomes,
the proposals in Congress have only
focused on reducing cost by reducing
what insurers are required to pay for and
who they are required to insure. The
authors of BCRA cite ever-rising costs
as one reason to reduce funding for
Medicaid. These authors are correct. At
press time, the Legislative Branch has
struggled to gain a majority consensus
on a healthcare proposal, and the future
is uncertain. Healthcare expenditures
now approximate more than 17% of
the GDP. Is this amount too high to
maintain the health and preservation
of our society? Our national debt is
now approaching $20 trillion. Funding
healthcare for all will increase this debt.
All other first world countries have found
a way to provide healthcare for their
populations while spending less than
we do – what will our solution be that
doesn’t hurt our economy?
2

Our letter proposed several ways to
control costs, including bundling and
quality measures. This, I opine, will fall
short of the kind of cost control we need
to sustain a high-quality, financially viable
health system. Increasing taxes is a
potential solution, but is an unsatisfactory
and suffocating alternative for most.  I
would like to see an investment by the
U.S. population
in the healthcare
system. Tax credits
and/or bonds
could be offered to
Cyril O. Spann, MD
those who invest
GOGS President
in infrastructure
Decatur,
Georgia
projects such
as hospitals and
medical research
It has been an honor serving as the
development.
Society President this year.  Thank you for
Their investments
entrusting our organization to me. We will
would be secure
miss Ms. Cota. The society grew by leaps
because our
and bounds with her as our executive
economy is the most robust in the world.
director. Mr. Thompson, our new
As for Georgia, rural hospitals still
executive director, is energetic, eager, and
struggle to survive.  The infrastructure and has tons of ideas. I look forward to seeing
financing required to run a fully capable
you at the Annual Meeting and to your
hospital is massive. Qualified nursing,
future engagement with the Society.
social services,
appropriately
staffed ICUs, and
fully stocked blood
banks are but a few
of the necessary
services to provide
safe, comprehensive
obstetrical care
®
for women. When
smaller counties in
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Remember September:

Editor’s Column

Joining Forces in the Fight Against PCOS

W

orking together, we have a
historic opportunity to improve
outcomes for hundreds
of thousands of women and girls
throughout Georgia and millions across
the country living with polycystic ovary
syndrome. PCOS is a serious genetic,
hormonal, metabolic and reproductive
disorder that affects over 10 percent of
women in the United States.1
As OBGyns,
you are often
the first
physicians
who have
connected the
dots of various
symptoms,
given a PCOS diagnosis and provided
a treatment plan. You have witnessed
the range of emotions that follow the
words, “You have PCOS.” While a PCOS
diagnosis often brings about a sense of
relief for some, it is also potentially the
beginning of a rollercoaster of emotions,
experiences and health challenges. The
mental health struggles that accompany
PCOS are often a complicating factor in
treatment and overall quality of life.
Infertility—and Much More
As a hormonal condition, PCOS can
have a profound effect on reproductive
and gynecological issues. PCOS is
the leading cause of anovulatory
infertility.2 Even when infertility is
overcome, PCOS is associated with
increased risk of gestational diabetes,
preeclampsia, preterm delivery,
miscarriage and perinatal death.3
PCOS affects far more than fertility
and pregnancy. Unchecked, PCOS can
lead to a number of life-threatening
related conditions including heart
disease, hypertension, stroke and

diabetes. In fact, more than 50 percent
of women with PCOS will become
prediabetic or diabetic by age 40.4
Women with PCOS have three times
higher risk of developing endometrial
cancer and may also be at higher
risk for other cancers.5 Moreover, the
condition has a significant impact on
healthcare expenditures, with costs
exceeding $4.3 billion during PCOS
patients’
reproductive
years.6 With
more than
50 percent of
women and girls
with PCOS going
undiagnosed
or misdiagnosed,7 and a general lack
of awareness and education about the
condition, there is an urgent need to
work together to make PCOS a publichealth priority.
The Opportunity—Joining the Fight
PCOS Challenge has grown to become
the world’s largest patient advocacy
organization worldwide, supporting more
than 43,000 women and girls with PCOS.
Through our PCOS Awareness Symposia,
we now educate more than 1,000
patients and healthcare providers each
year and recently worked with Congress
to introduce the first PCOS centered
legislation (H.Res. 495) in the U.S. House
of Representatives. However, we need your
help. We have surveyed more than 43,000
women, and it is clear that there are major
education and practice gaps related to
diagnosis; nutrition, obesity and weight
management counseling; cardiometabolic
risk education and disease management;
fertility management and reproductive
health; hair and skin treatment; mental
health; and integrative care. The message

The Year At A Glance... No Fake News!!!

W
Sasha Ottey
Founder and Executive Director
is clear that all stakeholders need to work
together to improve outcomes for PCOS
patients.
So, what can you do as obstetricians,
gynecologists and healthcare leaders?
Plenty. First, get involved by joining
with us to advance the cause for
women and girls with PCOS.
• Support the PCOS Resolution in
the U.S. House of Representatives
(H.Res.495): Lend your voice by
calling your Representatives to
support our Congressional resolution
designating September as PCOS
Awareness Month. Let us use this
month to recognize the severity of
PCOS and educate women, girls,
healthcare professionals and the
general public about its effects and
urge medical researchers to deepen
their understanding of PCOS.
• Join us for PCOS Awareness Weekend
2017 at Georgia Tech in Atlanta:
- Gather with clinicians, researchers
and patients at the Southern Regional
PCOS Awareness Symposium on
September 16 to discuss the latest
updates about the condition, improve
competence in the PCOS field, and
address education and practice gaps.
- Join the Bolt for PCOS 5K Run/
Walk on September 17 as either a
participant, bring your entire office
as a team, or sponsor to raise PCOS
awareness, and support funding for
research, education and support
programs–as well as promote
exercise in a fun and effective way.
As physicians, your voices are
authoritative and respected amid the
myriad health messages and messengers
that women and girls navigate as
they learn why they may have
trouble conceiving or find themselves
prediabetic. Remember September to
make the invisible visible—help raise
Continued on page 9
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hen we left the annual meeting
last year, our nation was in
the midst of a tumultuous
presidential election, the results of
which have intensified the turbulence
in our capital and left many Americans
in a state of uncertainty. Six months
into the new presidency, America still
waits for order to be restored and for
the delivery on promises made to the
American people by the newly elected
leader. Division in our nation’s capital
will do little to soothe the anger and
fear felt by the American citizenry.
As leaders in our profession, we feel
most intensely the need to remain
focused and retain the order that is
necessary to grow and nourish positive
outcomes for mothers, children, and
families that depend on us to “do no
harm” and make the daily decisions
that support their well-being. The
uncertainty in our nation does not
equate to uncertainty in our practice
of medicine. So, we move forward with
focus and purposefulness to continue
our good work.
As we prepare for the upcoming
66th Annual Meeting, the Society
looks forward to showcasing our new
Executive Director, Daniel Thompson,
who is tasked with leading us to the
next level in our profession. Pat Cota
makes a lateral move to head the
Society’s foundation, and as she does,
we thank her for the many years of
service, to date. Even in the midst of
uncertain times in our nation, we have
much to celebrate at home!
I am pleased to recognize Dr. Tom
Price as newly appointed Secretary of
Health and Human Resources. The
fact that he is a fellow colleague from
Georgia may prove favorable for us,
as he formulates new policy for muchneeded changes in our healthcare
system. Also, our own Dr. Brenda
Fitzgerald, a past president of the

Society, moves from Commissioner of
the state of Georgia to serve as Director
of the Centers for Disease Control and
Prevention (CDC).
The Society continues to devote
itself to improving the healthcare of
mothers and babies throughout our
state. We are acutely aware that the
maternal mortality rate in Georgia is
desperately in need of improvement.
Even as we report the closure of only
one hospital OB unit this past year
and celebrate the opening of a new
unit in Hall County, underserved areas
of Georgia still remain a problem.
Telemedicine continues to make inroads
into providing high-risk maternity care
to certain areas of the state. However,
it cannot replace much needed handson expertise in
rural Georgia.
As it has in
years past,
the upcoming
annual
meeting
will offer a
plethora of
relevant topics,
and continue
to provide
a wealth of
professional
development
opportunities.
Topics
range from
information
regarding
heart disease
in women to
what’s new
in STI treatment. Experts will address
minimally invasive GYN surgery and
GYN cancers. Presenters will share
knowledge of primary Cesarean
section rates and postpartum care.
Also, participants are invited to share

Dr. Shelley Dunson-Allen raised $964.38 for the
Foundation at an event she hosted this Spring.
Awesome job! We are grateful for
all our members’ contributions
to the improvement of women’s
health. To learn more about the
Georgia OBGyn Foundation, visit
www.gaobgyn.org/foundation/.

Al Sermons, MD
Editor
Atlanta, GA

breakfast with the attorneys. They
continue their attempts to keep us free
of litigation, while our U.S. senators

ponder over legislation (e.g. HR 1215)
to support medical liability reform.
As uncertainty is slowly replaced by
focus and order among our nation’s
leaders, we can be sure of the need
to continue our own personal growth
and professional development. The
annual meeting is a prime opportunity
to do just that! I encourage you to join
me and our peers at the Ritz Carlton
on Amelia Island as we combine
professional development with fun!
Come and attend the sessions to learn
new things and validate old, shared
knowledge. Then, take the time to
relax, recharge and enjoy the fun of
one of Florida’s finest beaches. We look
forward to seeing you at Amelia Island
for our 66th Annual Meeting. It just
might be the best meeting of the year!
5
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The first time I treated a ruptured uterus

The first time I delivered twins but only one survived
There was no squirming, no cry, no breath.
My heart started to race.

I

had been treating a wonderful couple
for their twin pregnancy. Twin B had
some mild growth issues, but overall
everything was progressing well. Then
late in the third trimester, an ultrasound
showed Twin B’s growth was still lagging
at a time when the baby should have
been gaining more weight. We scheduled
a C-section for the following day.
On the morning of the surgery, I met
the patient and her husband as they
came in to the labor and delivery unit,
then left to do my rounds while the mom
was being prepared for the OR. When
the nurse called to say they were ready
for me, she mentioned that they’d had
trouble finding a heartbeat for Twin B,
but that they finally got it.
Once I scrubbed in, I looked around the
room just as the pediatrician/neonatology
staff was arriving, as they do routinely for
the delivery of twins. I announced that I
was making the incision, and Twin A came
out crying and squirming in my hands.
Then I turned my attention to Twin
B. This time there was no squirming,
no cry, no breath. My heart started to
race, and I quickly cut the cord and

handed the limp, motionless baby to the
pediatric/neonatology staff.
As I delivered the placentas and began
to close the incision, I kept glancing in
the direction of Twin B. The staff was
huddled around the baby, and I saw they
were moving more quickly than they
would for a normal newborn. I caught
the eye of the attending neonatologist,
who shook her head. I felt sick.
The dad accompanied the pediatric
staff and the babies to the NICU, and
then the mom went to the recovery
room. After making sure mom was
stable, I rushed over to the NICU. By the
time I got there, the dad already knew:
The baby didn’t make it. We decided to
go to the recovery room together to tell
the mom. When we both walked in, she
knew something was wrong.
I told her that Twin A was doing very
well, but Twin B, the smaller one, did
not make it. I tried my best not to cry.
At this point, it looked as though they
needed time alone together. I walked
over to the call room and broke down.
The next day, I went to see the family
and once again express my grief and

The baby was awkwardly positioned, its heart rate was
low. We had to deliver her right away.

I
Dr. Dawn Mandeville
Obstetrics & Gynecology
Atlanta Gynecology & Obstetrics
sense of helplessness. The mom looked
at Twin A, swaddled in her arms, and I’ll
never forget what she said: “Thank you
for bringing this baby into the world safely.
But our other baby will be coming home
with us, too—right here.” She placed her
hand over her heart, and repeated, “We
will bring this baby home, too.” — As told
to Jennifer Rainey Marquez
This article originally appeared in Atlanta
Magazine’s July 2017 issue.

n 2005 I was the most senior resident
on call for the weekend at a hospital
in Baltimore. We’d had a busy day,
and I was finally getting a chance to sit
down. Then I received an urgent page
from a nurse. They didn’t want to see
an intern; they
wanted me.
   I arrived in the
hospital room to
find a pregnant
woman writhing
in pain. She was
about 37 weeks
along, and the
nurses hadn’t
been able to find
a heartbeat for
the baby. I tried to
calm her down so
I could perform an ultrasound to figure
out what was going on. On the screen,
I immediately saw something odd. The
baby was awkwardly positioned, and its
heart rate was super low, 50-something
beats per minute compared to the usual
120s to 160s. I realized we had to
deliver her right away.

I gathered the surgical team together
and got her back to the operating room
as quickly as possible; this procedure
needed to happen within 10 minutes
or less. The patient had undergone two
prior C-sections, so we knew the surgery
would be a bit
difficult because
of all the existing
scar tissue.
I made a
vertical incision
down her belly,
and then I saw
it—the baby. It
wasn’t inside
the uterus or
behind any
layers of muscle.
Her uterus had
ripped apart, and the baby was just
right there, floating in her abdomen.
I made the incision and saw its face,
just like, “Hello.” I was taken aback. We
didn’t have to deliver the baby; it just
came out.
The pediatrician immediately got to
work resuscitating the baby. At the

Dr. Tameeka Law Walker
Maternal and Fetal Medicine, Georgia
Perinatal Consultants
same time, the mother was bleeding a
lot internally because her uterus had
completely torn open. We were able
to stop the bleeding and sew up the
uterus, saving it. Both mom and baby
made it through just fine, which is pretty
incredible. I only know of one other
case where this happened, and both the
mother and the baby died. —As told to
Christine Van Dusen
This article originally appeared in
Atlanta Magazine’s July 2017 issue.

In Much of Rural Georgia, Maternal Healthcare is Disappearing
Continued from page 1

Obstetric Care Missing In Some Communities

S

ome pregnant women in Georgia are having to drive miles
— even to different counties — just to get basic obstetric
care because there aren’t any providers where they live.
Giovanna Drpic of CBS46 sat down with Dr. Cathy Bonk in
Decatur to discuss the dire situation.
6

View the video at http://www.cbs46.com/clip/13551374/
obstetric-care-missing-in-some-communities
Read more at http://www.cbs46.com/
clip/13551374/obstetric-care-missing-in-somecommunities#ixzz4pNmhT3ud

perinatologist, a doctor who specializes in
the management of high-risk pregnancies.
“That’s an hour away, and if you’re relying
on a Medicaid van, or you’ve got other kids
at home that you can’t leave alone, you’re
not always going to make it,” Baker says.
Now patients can undergo an ultrasound
at her office in Thomaston, and the images
are sent electronically to a specialist at
Piedmont Hospital in Atlanta. It’s one of a
number of new programs that Baker has
implemented since arriving. “There are
opportunities out there,” she says, “but as a
rural physician you gotta look for ’em. Who
can I talk to? Who can I go to? Who can
help me get what I need for this patient?”
Baker’s path to Thomaston was not
planned. She wasn’t even supposed to be
an OB/GYN. Growing up in LaGrange and
Jonesboro, she wanted to be a surgeon. It
wasn’t until her final year of medical school
at Morehouse, while working in the trauma
and surgical ICU at Atlanta Medical Center,
that she began to reconsider her path.
“A man was brought in with a gunshot
wound, and his kidney was beyond repair,”
she says. “The attending just took it out
and tossed it onto a surgical table.” As the
trauma team worked on the patient, Baker
couldn’t stop glancing over at the mangled
organ. She thought, I don’t want to see
people killing and hurting each other for
the rest of my life.

Baker did her OB/GYN residency at
Morehouse and then found a job at a
hospital in Columbus, Georgia. She
preferred the lifestyle of a smaller city. “In
Atlanta, because of the traffic, pretty much
every practice wants you to remain at the
hospital while you’re on call, which might be
for 24 hours at a stretch,” she says.
She traveled to
Thomaston occasionally
as a locum tenens, or
fill-in, physician. At
the time, the practice
did not have a fulltime OB/GYN, and
temporary doctors
rotated in and out
frequently. “One day
I called to check on a
patient, and I got to
talking with one of the nurses,” says Baker.
“She told me, ‘I wish we could have a nice
doctor like you here in Thomaston.’” Baker,
whose Columbus hospital was planning
layoffs, inquired about the job.
Upson’s struggle to recruit a new OB/
GYN is representative of that faced by
rural hospitals across the country. As more
and more Americans shun economically
depressed small towns in search of greater
opportunity in cities, it has become harder
to convince doctors—no matter what their
specialty—to go into rural communities.

Baker says that while some of her medical
school classmates took jobs in places like
Macon or Columbus, most chose to remain
in the metro Atlanta area. When she came
on board in 2015, Upson had been without
a permanent OB/GYN for 18 months. (Soon
after they hired a second physician, who
commutes from Gwinnett County.)
“Ultimately fewer
people want to live
in rural areas in
general, whether
they’re doctors or
not,” says Shelley
Spires, president
of the Georgia
Rural Health Care
Association. Thus,
while the entire state
of Georgia faces a
physician shortage, the problem is especially
critical outside of large, or even midsize,
metropolitan areas. Of the state’s 108 rural
counties, 93 are designated as workforce
shortage areas in terms of primary care.
Compounding the issue, salaries at small
rural hospitals can be less competitive than at
large metropolitan ones, making recruitment
more challenging.
This article originally appeared in full in
Atlanta Magazine’s July 2017 issue. Read the
full story at http://www.atlantamagazine.
com/issue/july-2017/.
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https://providers.amerigroup.com

Provider FAQ — Availity Web Portal pregnancy notification
and HEDIS® attestation
1. What is the purpose of this new process?
As you know, Amerigroup Community Care offers
pregnant women several services and benefits through
the Taking Care of Baby and Me® program. It is our goal
to ensure all pregnant women are identified early in
their pregnancy so they can take full advantage of the
education, support, resources and incentives Amerigroup
provides throughout the prenatal and postpartum period.  
This new, user-friendly workflow will generate timely
information that will help you, your patients and
Amerigroup improve birth outcomes with early intervention
and will ensure compliance with HEDIS benchmarks.  
2. When will the new pregnancy-related questions
display?
When an OB/GYN office conducts an eligibility and
benefits inquiry for a Georgia Families member 1544 years of age in the Availity Web Portal, the system
will display  pregnancy-related questions. If the office
confirms the patient is pregnant, a Maternity HEDIS
Attestation Form will be generated. If the patient is not
pregnant, the desired eligibility and benefits information
will display, and no further action is required.
3. Does the Maternity HEDIS Attestation Form
replace the need for an OB global authorization?
Responses provided in the Availity pregnancy notification
system do not replace the need to submit a request
for OB global authorization. A request for OB global
authorization can be submitted by phone or fax as well
as online through the secure provider self-service website
that can be accessed through the Availity Web Portal.
4. Does the Maternity HEDIS Attestation Form
replace the need for any state-required
notification of pregnancy?
This process does not replace the need to submit
state-required notification of pregnancy forms or
health risk assessments.
5. How should our office reply when a patient
presents as a transfer from another OB provider?
You should answer the pertinent pregnancy questions
and complete the Maternity HEDIS Attestation Form
as usual. Even though the first prenatal visit question
typically relates to prenatal care in the first trimester or
within 42 days of plan enrollment, you can simply enter
the date you first provided prenatal care for the patient.
6. If a patient transfers out of our practice during her
prenatal course, how should our office complete
the Maternity HEDIS Attestation Form?
It is alright to leave the HEDIS attestation in a pending
status as it provides Amerigroup with pertinent prenatal
8

care information up to the point that the patient
transfers out of the practice. The form will remain in
place until it is automatically retired 19 months later.
7. If we have confirmed the patient is pregnant
but she suffers an early miscarriage or chooses
to end the pregnancy, how should our office
communicate this important information?
In this situation, you should select the option on the
Maternity HEDIS Attestation Form that states “this
pregnancy ended or the baby delivered prior to 20
weeks.” This action will allow the office to close out
and submit the Maternity HEDIS Attestation Form for
this pregnancy.
8. Do I have to answer all the questions on the
Maternity HEDIS Attestation Form all at once?
No, the workflow is designed so you may enter and
save information as it becomes available during the
pregnancy. After the delivery and postpartum visit
dates are entered, you will be given the option to
complete and submit the attestation. Until then, you
may save the information you enter and continue on
with other tasks.  
9. Is there an easy way for me to obtain a list of all
patients for whom I need to enter prenatal or
postpartum visit dates?
Your organization will receive two notifications to
complete the Maternity HEDIS Attestation Form.
• In order to prompt you to complete the form and
enter the first prenatal visit date, the first notification
is posted at the time the form is created.
• In order to alert you to schedule the postpartum visit
(if not already done) and to enter the postpartum
visit date, the second notification is posted 14 days
prior to the estimated due date.

Would-Be And
Expectant Moms
Urged To Stay Vigilant
Against The Zika Virus

awareness about PCOS so that girls and women get the care
they need. Thank you for your leadership and support!
About Sasha Ottey, MHA, MT (ASCP)
Sasha Ottey is Founder and Executive Director of PCOS
Challenge: The National Polycystic Ovary Syndrome
Association. PCOS Challenge is the world’s leading support
and patient advocacy organization advancing the cause
for women and girls with PCOS. Sasha is a Clinical and
Research Microbiologist. Prior to founding PCOS Challenge,
Sasha was a contract research microbiologist at the
National Institutes of Health (NIH). For more information,
visit PCOSChallenge.org.
_______________

T

he AP (6/29, Neergaard) reports that women who are
attempting to conceive or who are already pregnant need
to stay vigilant against the Zika virus despite the recent
drop-off in new cases. Expectant mothers “still are being urged
not to travel to a country or area with even a few reported
cases of Zika, because the consequences can be disastrous
for a fetus’ brain.” The AP quotes acting CDC Director Dr. Anne
Schuchat, who said, “Zika hasn’t gone away.” She added, “We
can’t afford to be complacent.” What’s more, “this kind of virus
‘almost certainly
is not going
to disappear
completely,” Dr.
Anthony Fauci,
Director of NIH’s
National Institute
of Allergy and
Infectious
Diseases,
recently told
Congress.

1 Bozdag G, Mumusoglu S, Zengin D, Karabulut E, Yildiz BO. (2016) The prevalence
and phenotypic features of polycystic ovary syndrome: a systematic review and
meta-analysis. Hum Reprod. 2016 Dec;31(12):2841-2855. Epub 2016 Sep 22.
https://www.ncbi.nlm.nih.gov/pubmed/27664216
2 Balen AH, Rutherford AJ. (2007) Managing anovulatory infertility and polycystic
ovary syndrome BMJ. 2007 Sep 29; 335(7621): 663–666. https://www.ncbi.nlm.
nih.gov/pmc/articles/PMC1995495/
3 Does PCOS affect Pregnancy? https://www.nichd.nih.gov/health/topics/PCOS/
more_information/FAQs/Pages/pregnancy.aspx
4, 5 Centers for Disease Control and Prevention. PCOS and Diabetes, Heart Disease,
Stroke... https://www.cdc.gov/diabetes/library/spotlights/pcos.html
6 Azziz R, Marin C, Hoq L, Badamgarav E, Song P. (2005) Health care-related
economic burden of the polycystic ovary syndrome during the reproductive life
span. J Clin Endocrinol Metab. 2005 Aug;90(8):4650-8. Epub 2005 Jun 8.
7 March WA, Moore VM, Willson KJ, Phillips DI, Norman RJ, Davies MJ. (2010) The
prevalence of polycystic ovary syndrome in a community sample assessed under
contrasting diagnostic criteria. Hum Reprod (2010) 25 (2): 544-551. DOI: https://
doi.org/10.1093/humrep/dep399

Meet Chris Tice, CNM
Maternal Mortality Review Coordinator
had her mentor me this spring as she
was getting ready to begin the newest
chapter of her life in retirement.
My goal is to help greatly decrease
the number of maternal mortality cases
that we have here in Georgia.  No
family or child should lose a mother in
pregnancy or during the crucial year
after pregnancy ends.  I truly believe
that we can improve maternal outcomes
in our state, and am excited to be
a part of the process of abstracting
these cases, reporting on them, and
helping to coordinate the Maternal
Mortality Review Committee.  I have
been a Certified Nurse Midwife in the
state of Georgia for 20 years, and I
believe this background really helps

You may access the work queue at any time by going
to Payer Spaces. Next, select the payer title from the
list. Then select Amerigroup HEDIS Attestation
for Maternity.
10. How can I get additional help, support or training?
• Availity offers integrated help and on-demand
training demonstrations (select Help and search using
the keyword “maternity”).  
• You can launch training demonstrations from
associated help topics as well as the HEDIS
attestation for maternity work queue.  
• If you have technical difficulties related to the HEDIS
attestation for maternity workflow, contact Availity at
1-800-282-4548.
• If you have specific member concerns, please contact
Provider Services at  1-800-454-3730.

Joining Forces in the Fight
Against PCOS Continued from page 4

Hello everyone,
I am so very excited to be taking
over as the Maternal Mortality Review
Coordinator for the state of Georgia!  
I am so lucky to have had Debbie
Sibley to have paved the way for this
position in our state. She brought a
wealth of perinatal knowledge to the
position, and I am grateful to have

me to understand the natural process
of pregnancy, uncovering larger
physiological health problems of the
mother, and the potential for difficult
circumstances. I have worked in private
practice, a large HMO setting, and
have also taught perinatal nursing and
women’s health during this time span.
All the while, my love for the amazing
process of pregnancy has grown, and
I want to help every pregnant woman
and family in Georgia now, and all of
those in the future.  I am thankful that
we have a wonderful partner in the
Department of Public Health to help
us carry on this enormous and very
important task, and I look forward to
working with all of you.

Cases
Selected
for
Abstraction

Maternal
Death

Committee
Recommendations

•

Check Mark on
Death Certificate
•
Mandatory Reporting

Identification
•
ICO-10/0-code
•
Data Linkages

Review
by
Committee

Actionable
Items

Maternal Mortality Review Process
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Quality Improvement Initiatives
for Maternal Care in Georgia

News from Around the State

A

2010 report by Amnesty
International listed Georgia
at the bottom of the United
States with a state rank of 50 for its  
maternal mortality rate. To address
this, the Maternal Mortality Review
Committee was established to review
maternal deaths of women who were
pregnant within one year of death.
The 2012 case review determined
that the leading causes of death
were hemorrhage, hypertension,
and cardiac in origin, and that there
are opportunities for prevention
and quality improvement, including
equipping hospital providers to
accelerate recognition and treatment
of conditions that lead to severe
morbidities and mortalities.

center is benchmarked with other similar
hospitals within states and networks
and reported back to the participating
hospitals and states. Hospitals and
states are able to utilize this data to
identify successes and weaknesses with
implementation of AIM safety bundles.
Safety bundles are standardized
evidence-informed processes to reduce
variation in hospital maternal care.  
They are developed by multidisciplinary
work groups of experts in the field
representing each of our Alliance
partners and specialty organizations.
The AIM team develops, identifies
and provides an increasing number
of resources for hospitals and state
teams to implement the Maternal
Safety Bundles. These include online,
interactive and brief learning modules
for staff education; check lists; work
plans; direct links to tool kits and other
published resources. The AIM website
The Alliance for Innovation on
(www.safehealthcareforeverywoman)
Maternal Health (AIM) is a national
has many resources and guidance,
partnership of provider, public health
assistance with data management, and
and advocacy organizations. AIM aligns
a help center. AIM is in the process
national, state, and hospital level
of developing additional resources to
efforts to improve maternal health
connect and assist participants. All
and safety and is poised nationally to
resources are open access and can
reduce severe maternal morbidity by
be shared freely. Additionally, AIM
100,000 events and maternal mortality
supports participants by offering Part
by 1,000 deaths by 2018. With funding
IV maintenance of certification for
received from the Health Resource
physicians and will soon be offering
Services Administration, AIM provides
CEUs for nurses.  AIM is developing
evidence based front line resources
an award program for participating
for birth facilities and provider/public
hospitals and supporting reduction of
health teams to adapt and implement a liability protection costs.
series of action steps (safety bundles)
To join AIM, states and hospital
on high risk maternal conditions.  
systems must be able to display the
AIM is a data driven quality
ability to provide current hospital
improvement initiative.  The AIM
administrative data quarterly to the AIM
team has developed metrics for
data center; identify champions among
measuring safety bundle adoption and
nursing, public health and physicians to
maternal outcomes within hospitals
provide leadership; and have a strong
implementing the safety bundles.
perinatal committee and/or maternal
De-identified outcome, structure and
mortality review.
process data reported to the AIM data
The Georgia Department of Public
Health (DPH), in
Current AIM States and Hospital Networks collaboration with
Perinatal
Oklahoma
New Jersey North Carolina Georgia
Quality Collaborative
(GaPQC), Georgia OB/
Louisiana
Illinois
Utah
GYN Society (GOGS),
Maryland
Florida
California
Georgia Chapter of
American Academy of
Michigan
Mississippi
Pediatrics (Ga AAP),
Georgia Hospital
AIM Networks
Aim Countries
Association (GHA),
Trinity Health care
Malawi
the Regional Perinatal
Centers (RPC), and
Premier
No. Mariana Islands
members of the
Maternal Mortality
Nat. Perinatal Info Center
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Review Committee (MMRC), has taken
the first steps to make Georgia an AIM
State. The collaboration will work to
increase the use of AIM safety bundles
and develop a data sharing process to
collect, analyze, and validate perinatal
data. To address findings of the MMRC
Case Review, the first two bundles to be
rolled out in Georgia will be Obstetric
Hemorrhage and Severe Hypertension/
Preeclampsia. Georgia DPH and our
partners hope for the support of our
providers as we move forward in
efforts to improve maternal outcomes
in our state. For more information
please contact Diane Durrence, diane.
durrence@dph.ga.gov.

THE ALLIANCE
• American College of
Obstetricians and Gynecologists
• American College of Nurse
Midwives
• American Academy of Family
Practitioners
• American Society of Healthcare
Risk Management
• Association of Maternal and
Child Health Programs
• Association of State and
Territorial Health Officers
• Association of Women’s Health,
Obstetric and Neonatal Nurses
• March of Dimes
• National Perinatal Information
Center
• Nurse Practitioners for Women’s
Health
• Premier, Inc.
• Society for Maternal Fetal
Medicine
• Society for Obstetric Anesthesia
and Perinatology

Deal announces launch of
Words2Reading

Gov. Nathan Deal, in conjunction
with the Governor’s Office of Student
Achievement (GOSA), has announced
the launch of the Words2Reading
website, words2reading.com, a
web tool, usable on mobile devices,
with curated resources for families,
caregivers and teachers to help develop and sharpen early
childhood language and literacy skills for children up to age 8.
“Strong language and reading skills lay the foundation
for a student’s long-term academic success,” said Deal.
“Words2Reading promotes increased engagement in
childhood education by putting effective learning resources
in the hands of families and early educators anywhere
in the state. By making these resources readily available
for families, caregivers and educators, we are further
investing in Georgia’s greatest resource, the minds of our
youngest learners, for generations to come.”
    W2Rpartner program Ready4KGA is an evidence-based
text messaging program for parents of newborns and children
ages 1 to 5. Each week, Ready4KGA subscribers receive fun
facts and easy tips to boost early learning. Parents can sign
up for these age-specific messages at no cost.

Top free menstrual cycle tracking apps
for patients

As of
September 2015,
the number of
health apps in the
US Apple iTunes
and Google Play
stores exceeded
165,000, with
approximately
7% focused on
women’s health
and pregnancy.
One area in which
an app may
enhance patient care is in menstrual cycle tracking.
This year, Dr. Paula Castano and her team identified
and evaluated free menstrual cycle tracking apps. The
accuracy of each app was determined by menstrual cycle
predictions based on average cycle lengths of at least 3
previous cycles, ovulation predicted at 13 to 15 days prior
to the start of the next cycle, and qualification that the
application contained no misinformation.
The top 3 recommended menstrual cycle tracking
apps from Dr. Castano and colleagues’ study, in terms of
accuracy and ease of use, are Clue, Glow, and Pink Pad
Period Tracker Pro.
Study published in OBG Management’s July 2017 issue.

Register Today!

October 2, 2017
Eagle’s Landing Country Club • Stockbridge, GA
All proceeds benefit our mission-driven programs
to improve maternal and infant health in Georgia
through advocacy, education and access to vital resources.
Monday, October 2, 2017
11:00AM

Registration

12:15PM

Shotgun Start

12:30PM

Golf Clinic with the Pros
(for non-Tournament players)

2:30PM - 4:30PM Massages and Activities
(for non-Tournament players)
4:30PM

Yoga on the Green
(for non-Tournament players)

5:30PM

Reception, Wine Pull Raffle & Awards

Visit
http://hmhbga.org/event/hmhb-charity-golf-tournament/ to register.

J. Patrick O’Neal named Commissioner

J. Patrick O’Neal, MD, was
appointed Commissioner of the
Georgia Department of Public
Health by Governor Nathan Deal
on July 7, 2017, to fill a vacancy
created by the appointment
of Brenda Fitzgerald, M.D. as
director of the Centers for Disease
Control and Prevention.
In addition to his role of
commissioner, Dr. O’Neal
serves as the Director of Health
Protection for the Georgia
Department of Public Health
(DPH), and for 29 years prior, he
practiced emergency medicine at
DeKalb Medical Center in Decatur.
In his final seven years at Dekalb Medical Center, he
served as the Regional Medical Director for EMS throughout
Greater Atlanta and formerly served as Director of the
Outpatient Clinic at the Medical Center of Central Georgia.
He served as a flight surgeon in Vietnam in 1970-71.
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Medicaid Payment Increases
Good news!  The coalition of primary care physicians associations in Georgia (family
physicians, OBGyn, Internists, pediatricians, osteopaths) received word from the Georgia
Department of Community Health that the Medicaid rate increases that went into effect
on July 1 are now part of the Georgia state “base budget” going forward. This means
that the funding that was secured for the increased rates will remain in each state budget in future years,
so we don’t have to go back each year and ask the General Assembly to include the increased amount.
As a reminder, the codes that were increased, and the amount, are listed below for your review.  
This information was also on the cover of the April 2017 OBGyn Newsletter

Rate as of July 1,
2017

Previous Rate

Increase

59400 OB Global Care

$2,175.58

$1,644.08

$531.50

59510 OB Global Cesarean

$2,405.21

$1,640.22

$764.99

59610 VBAC Delivery

$2,280.40

$1,687.15

$593.25

59618 Attempted VBAC Delivery

$2,437.78

$1,868.78

$568.90

Code

Please call you State Representative and State Senator and
THANK them for their support of the FY 18 state budget!

Please contact the appropriate CMO if new rates are not reflected in your claims billed beginning in July.

