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Down To The Wire: 
New Legislative 
Updates for OBGyns
Andrew A. Toledo, MD, Reproductive Endocrinologist 
Legislative Chair, Georgia OBGyn Society

The 2016 legislative session ended on 
 Thursday evening, March 24th, after 
 midnight. It was a tough session, 

and went down to the wire for voting on 
OB-GYN issues. Nonetheless, we have 
much for which to be grateful. 
 One of the most exciting legislative 
updates is the fact that 26 million dollars 
has been included in the Medicaid budget 
for OB-GYNs and other primary care 
physicians in Georgia, in order to increase 
the reimbursement of Medicare rates from 
65% to 100% on selected Evaluation & 
Management (E&M) codes used heavily 
in primary care. Designated E&M codes 
include 99212, 99213, 99214, and 99215, 
as well as sick visits. 
 In addition, funds were placed in the 
state budget to support the five existing 
OB-GYN residencies in their mission to 
train more OBs, as we struggle to manage 
shortages in rural areas of the state.  

Funding was included to allow the Medical 
College of Georgia at Augusta University 
to start a Re-Entry into OB-GYN program 
for Georgia practitioners who have 
been out of OB and are in need of a few 
refresher courses to re-enter obstetrics.
 Thirty-five labor and delivery units 
have closed, mainly in rural Georgia.  The 
closure of these units means obstetricians 
must either stop providing obstetrical care 
(thereby not providing the full services 
needed by the community), or leave the 
community to find a hospital where they 
can deliver, leaving their former area of 
practice without women’s health care.  
We are pleased that legislators now have 
an understanding of the plight of rural 
labor and delivery units, as evidenced by 
an increase of 250 dollars per Medicaid 
delivery for rural hospitals in counties 
containing less than 35,000 residents. 
 Many of the measures under 
consideration during this year’s session 
were proposed in a document developed in 
2015 by the Georgia OBGyn Society. The 
proposal highlighted 
methods that could 
be undertaken to 
improve the plight of 
women’s healthcare 
in Georgia.  A 
summary of Georgia 
OB-GYN Society’s 
proposed points 
of business can be 
referenced in the 
GOGS December 
2015 Newsletter 
(Pg. 2).
 Without fail, abortion legislation 
continues to be a contentious issue at 
the legislature, and there are numerous 
bills introduced each year.  A major issue 
convoluting abortion legislation has been 
the misunderstanding of terminology used 
to explain miscarriages, spontaneous 
miscarriages, and therapeutic abortions.  

In the past, this had led to attempted 
legislation that mixes miscarriages and 
elective abortions in coding and reporting 
with fines and potential prosecution 
of physicians that don’t comply.  
Educating every legislator on the clinical 
terminology of miscarriages is a large 
undertaking, and frankly many of them 
would prefer not to talk about it.  But in 
order for them to cast an informed vote, 
we must continue to educate them on 
the appriopriate terminology.  Thankfully, 
several potentially harmful bills did not 
pass this year. 
 A part of our advocacy effort for 
2017 will be asking the state to provide 
additional Medicaid funding to increase 
reimbursement on more codes.  We 
will also press for additional support for 
the state’s OB-GYN residencies, as our 
shortage of OB-GYNs will continue to 
worsen if we are unable to both train 
more residents and also keep them here 
in Georgia.
 I would like to thank all of you who 
came to the Capitol and those who 
contacted your legislators concerning 
key legislation.  Your efforts made a 
difference in what we were able to 
accomplish.  I would especially like to 
thank our awesome lobbyists, Pat Cota, 
Skin Edge, and John Walraven for an 
excellent job this session.  Without 
their hard work, we would not have 
accomplished these legislative gains. 
In closing, I urge you, as the leading 
authorities on women’s healthcare in 

your communities, 
to please contact 
your local Georgia 
senator and 
representative 
and thank them 
for their support 
of women’s 
healthcare through 
funding the 
Medicaid budget 
and also through 
OB medical 
education.  There 

are better ways to strengthen women’s 
healthcare than by voting on women’s 
miscarriages.
 Once again, I am pleased to serve 
as your Legislative Chair. Please do 
not hesitate to contact me if I can be 
of service to you in any of our ongoing 
legislative issues.



Steven Allen Adams, MCS,  
CPC, CPC-H, CPC-I, PCS, FCS, COA

InHealth Professional Services

CMS finalized its proposal to 
stop paying for consultation 
codes, (99251–99255 and 

99241–99245), way back in 2010. 
CMS attributed its original decision 
to stop paying for consultation 
services after years of confusion 
over consultation codes, stemming 
in part from disparities between 
the CMS rules and the American 
Medical Association (AMA) Current 
Procedural Terminology manual.
 Here we are some six years later, 
and I still see some confusion 
on what codes to use for various 
consultative services that still occur 
in the office, hospital, emergency 
room and nursing home.
 The key to knowing what CPT code 
to use for your initial consultation 
depends completely on the location 
of the patient — are they inpatient 

or outpatient?  The following will help 
you determine the place of service, 
the CPT code to use and whether or 
not a special modifier is required.

Office and Hospital Outpatient 
Observation Consultations
• Consultations provided in the 

physician’s office or hospital 
observation will be reported using the 
new and established patient outpatient 
visit codes, CPT 99201-99215.  The 
definition of a “new patient” and 
“established patient” applies.

Inpatient Consultations, 
Admission, and Subsequent 
Hospital Services
• Admissions to the hospital will 

continue to be billed with the 
initial hospital visit codes, CPT 
99221-99223.  However, when the 

CODING CORNER
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• Every specialist called to consult on 
a patient in the inpatient setting will 
submit an initial hospital care code, 
CPT 99221-99223 for their initial 
consultation visit.  The specialist, 
however, will not append modifier AI.

• Both subsequent hospital visits and 
subsequent consultation visits by 
the same provider during the same 
admission will be billed with subsequent 
hospital visit codes, CPT 99231-99233.  
No –AI modifier required.

Emergency Room Consultations
• To report consultations performed 

in the emergency department, 
consultants may report the 
appropriate ED codes, CPT 99281-
99285.  Medicare will allow payment 
to both the ED physician and the 
consultant even if both report an 
ED code.  However, if the consulting 
provider admits the patient to the 
hospital, then only the ED provider 
would bill 99281-99285 and the 
consulting provider would bill the 
initial hospital codes, CPT 99221-
99223 and append the modifier –AI 
as needed.

Nursing Facility Consultations
• Initial consultations provided in the 

nursing facility (NF) will be reported 
using the initial nursing facility 
visit codes, CPT 99304-99306.  
Like initial hospital care codes, the 
Principal Physician of Record will 
append modifier –AI to CPT 99304-
99306.  Every specialist called to 
consult will report one of these 
codes for the initial consultation. 
The subsequent nursing facility 
visit codes, CPT 99307-99310, will 
continue to be reported for any 
follow up consultations or additional 
visits by the specialist during the 
same admission.

How do I report consultations 
when Medicare is the 
secondary payer?
 The answer will depend on the 
primary payer.  However, Medicare 
will not pay if the consultation codes 
are billed. If secondary payment from 
Medicare is expected, CMS offers 
two solutions:
• Bill the primary payer an E/M code 

that is appropriate for the service, 
and then report the amount actually 
paid by the primary payer, along 
with the same E/M code, to Medicare 
for determination of whether a 
payment is due; or 

• Bill the primary payer using a 
consultation code that is appropriate 
for the service, and then report the 
amount actually paid by the primary 
payer, along with an E/M code that 

admitting physician is the physician 
who will oversee the patient’s care 
from all other physicians, he/she will 
append modifier -AI (A-eye) to the 
initial hospital visit code.  The –AI 
modifier recognizes the Principal 
Physician of Record.

is appropriate 
for the service, 
to Medicare for 
determination 
of whether a 
payment is due. 

 Now, what 
about commercial 
plans that still 
allow consultation 
services — well, 
then we have to 
address the proper 
documentation 
required to 
support the use of 
consultation codes.

According to CPT, a consultation is: 
 A type of evaluation and 

management service provided by a 
physician at the request of another 
physician or appropriate source to 
either recommend care for a specific 
condition or problem or to determine 
whether to accept responsibility 
for ongoing management of the 
patient’s entire care or for the care 
of a specific condition or problem.1

A consultation is not the same as a 
transfer of care:
 A “transfer of care” is the process 

whereby a physician who is 
providing 
management 
for some or all 
of a patient’s 
problems 
relinquishes this 
responsibility 
to another 
physician who 
explicitly agrees 
to accept this 
responsibility 
and who, from 
the initial 
encounter, is 
not providing 
consultative 
services.2

 The AMA gives 
us the definition 
of a consult 
in that your 
opinion or advice 
is requested 
by another 
physician or 
other appropriate 
source.  Other 
appropriate 
source would be 
another medical 
provider like 
PA/NP.

 The decision to bill as a consultation 
or transfer of care is dependent upon 
whether or not the other provider 
is seeking an opinion or advice or is 
simply transferring the patient’s care 
to you for management.
 A proper chief complaint would look 
something like this — Patient is being 
seen today in consultation at the 
request of Dr. Jones for uncontrollable 
HTN. A letter outlining your opinion 
and advice must also be sent back to 
the requesting provider.
_______________
 2016 CPT Professional Edition – AMA - page 18
  2016 CPT Professional Edition – AMA - page 4
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USPSTF Introduces Electronic Preventive Services 
Selector Widget for Clinicians

The U.S. Preventative Services 
Task Force has introduced a 
new electronic widget tool for 

clinicians to keep patients up-to-speed 
with preventative 
care services. 
The Electronic 
Preventive 
Services Selector 
from AHRQ, i.e. 
ePSS, offers 
healthcare 
professionals 
a 1-2-3 click 
process for making 
certain patients 
are registered 
for required and 
recommended health check-ins. These 
include but are not limited to periodic 
screenings, eligible medications 

and counseling. EPSS features all the 
elements of the ePSS web application 
in a condensed digital form. With the 
widget, you as a clinician can find 

and suggest 
services for 
your patients 
based on age, 
pregnancy, 
smoking/
tobacco use 
and sexual 
activity. 
 In addition, 
ePSS is 
automatically 
populated with 
new USPSTF 

health service recommendations so 
clinicians are also kept in the loop on 
new provider services. The tool is web-

friendly, and 
can be easily 
embedded 
for any 
hospital 
website 
or blog. 
To access/
download 
the tool, 
visit http://
epss.ahrq.
gov/PDA/widget.jsp. More information 
on USPSTF’s evidence-based 
recommendations for preventative 
health services, visit http://www.
uspreventiveservicestaskforce.org/. 
Subscription is also available for those 
interested in receiving email updates 
about ePSS on the aforementioned 
ePSS website.

Engaging Tobacco Users: 
Tips for Health Care  
Providers in Georgia
Tools for Helping  
Your Patients Quit

Free online training and CME credits at:

www.GAtobaccointervention.org
Training provided for free by the Georgia Tobacco Use Prevention Program.

The American College of 
Obstetricians and Gynecologists

WOMEN’S HEALTH CARE PHYSICIANSBreastfeeding Coding

for Obstetrician–Gynecologists 2016

The codes represented in this chart 
with an * require a 6th digit to 
specify trimester. The guidelines for 
6th-digit requirements for this code 
set are as follows: 1 (first trimester), 
2 (second trimester), 3 (third trimes-
ter), or 9 (unspecified trimester). 
The codes represented in this chart 
with an ^ require an additional digit 
as indicated with the dash (-). The 
guidelines for 7th-digit requirements 
for this code set are as follows:  
A (Initial Encounter), D (Subsequent 
Encounter), or S (Sequela).

If a feeding problem exists that 
requires the physician to spend an 
additional amount of time address-
ing the problem, the following codes 
are appropriate. This would include 
the obstetrician–gynecologist or 
other health care provider taking 
the woman’s history, examining her 
breasts and nipples, observing a 
feeding, and making a diagnosis and 
treatment plan for the woman: 

99201-99205

Office or other 
outpatient visit 
for the evalua-
tion and man-
agement of a 
new patient

99212-99215

Office or other 
outpatient visit 
for the evalua-
tion and man-
agement of an 
established 
patient

ICD-10 Code Breastfeeding Condition

O91.03 Infection of nipple associated with lactation

O91.13 Abscess of breast associated with lactation

O91.23 Nonpurulent mastitis associated with lactation

O92.03 Retracted nipple associated with lactation

O92.13 Cracked nipple associated with lactation

O92.5 Suppressed lactation

O92.70 Unspecified disorders of lactation

O92.79 Other disorders of lactation

*O91.01- Infection of nipple associated with pregnancy 

*O91.11- Abscess of breast associated with pregnancy 

*O91.21- Nonpurulent mastitis associated with pregnancy 

*O92.01- Retracted nipple associated with pregnancy 

*O92.11- Cracked nipple associated with pregnancy 

O92.20
Unspecified disorder of breast associated with pregnancy and the  
puerperium

O92.29 Other disorders of breast associated with pregnancy and the puerperium

O91.219 Nonpurulent mastitis associated with pregnancy, unspecified trimester

O91.22 Nonpurulent mastitis associated with the puerperium

^S20.121- Blister (nonthermal) of breast, right breast

^S20.122- Blister (nonthermal) of breast, left breast

B37.89 Candidiasis, breast or nipple

L01.00 Impetigo, unspecified

O91.02 Infection of nipple associated with the puerperium

Q83.8 Other congenital malformations of breast (ectopic or axillary breast tissue)

R20.3 Hyperesthesia (burning)

O92.3 Agalactia

O92.4 Hypogalactia

O92.5 Suppressed lactation

O92.6 Galactorrhea

O92.70 Unspecified disorders of lactation

O92.79 Galactocele (other disorders of lactation)

Z39.1 Encounter for care and examination of lactating woman (excludes encoun-
ter for conditions related to O92.-)

Commonly Used Codes for Breastfeeding

Copyright 2016 The American College of Obstetricians and Gynecologists, 409 12th Street, SW, PO Box 96920, Washington, DC 20090-6920    AA612B
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Making a Global Impact at the  
Medical College of Georgia

In 2012, the Department of OB/
GYN at Augusta University, home 
of the Medical College of Georgia, 

began building a global women’s 
health program.  With support from 
the institutional leadership, creative 
global partnerships, and motivated 
residents, the program has become an 
overwhelming success.  Dr. Chadburn 
Ray, Residency Program Director, 
conceptualized a comprehensive 
program that could eliminate barriers 
to global health education.  These 
barriers include finding a safe clinical 
learning environment, identifying 
supervising faculty while abroad, 
developing the required educational 
goals and objectives, and providing 
reliable resident evaluation, finding 
time within residency for training, 
and funding the experience, as 
well as mitigating circumstances 
of international travel, such as 
transportation, accommodations, 

and personal liability.  “The program 
has exceeded my expectations,” says 
Dr. Ray.  “I see tangible increases in 
procedural volume and skill acquisition, 
but more importantly, I see many 
intangibles, such as individual 
awareness of global population 
health, especially related to resource 
utilization.”  The residency program has 
also seen an improvement in resident 
recruitment.  “As the word spreads, 
our program in Augusta has seen an 
increase in applications from across the 
country, many for the program’s unique 
global health experience,” states Dr. Ray.
 Perhaps the most important aspect 
of this successful program is the 
partnership with CerviCusco, MCG’s 
Global Health Center.  In 2008, Dr. 
Daron Ferris, Founder and President 
of CerviCusco, built what is now 
a Center of Excellence for cervical 
cancer prevention in Latin America.  
CerviCusco is a modern medical 

center with a permanent Peruvian 
medical staff, on-site cytotechnologist, 
equipment for performing office surgery, 
and the first electronic health record in 
the country.  Partnerships with Becton-
Dickinson, IBM, and Merck have allowed 
CerviCusco to make an incredible 
impact on the lives of more than 35,000 
women in Peru.  Just this year, Merck 
made an $8 million commitment to 
provide HPV vaccinations to CerviCusco 
for cervical cancer prevention.
 To start 2016, Dr. Susanna Raley, an 
intern in the MCG program, began her 
global health rotation at CerviCusco.  
In the first week, Dr. Raley performed 
180 colposcopies and 12 excisional 
procedures.  She will spend  much of 
the remaining time divided between 
CerviCusco and a local hospital affiliated 
with program.  Residents get experience 
in outpatient and inpatient obstetrics 
and gynecology, including surgery.  Dr. 
Robyn Drinkwater, MCG’s Administrative 
Chief Resident, says, “My time in Cusco 
was amazing.  Seeing a different culture 
and providing care in a place with such 
limited resources was important for me.  
I take less for granted today and believe 
my clinical skills are better overall.”
 Whether donating money, supplies, 
or taking the time to travel to Peru, 
any effort is impactful on a large 
scale.  Dr. Wallace Mays, an OB/Gyn 
in Americus, Georgia, has made global 
women’s health a priority during his 
career in practice, even participating 
at CerviCusco in the past.  “Dr. Mays 
realizes the importance of global 
health and the impact, not only on 
the vulnerable population of patients, 
but on the providers.  His generosity 
has helped make the program at MCG 
sustainable and ensures the next 
generation a life-changing experience,” 
says Dr. Ray.
 To inquire about opportunities at 
CerviCusco, please contact Dr. Chadburn 
Ray, Director of Global Women’s Health, 
at 706-721-2542 or chray@gru.edu.
To make a tax-deductible donation 
to CerviCusco or the Global Health 
Program, contact David Cantrell, 
Director of Development in the Office 
of Advancement, at 706-721-1817 or 
dcantrell@gru.edu.CerviCusco, MCG’s Global Health Center

 

Lashea Wattie,  
MSN, RNC, C-EFM, M.Ed.

Nurse Practice Specialist, Wellstar  
Kennestone Regional Medical Center

In June 2015, Georgia AWHONN 
(Association of Women’s 
Health, Obstetric and Neonatal 

Nurses) embarked on a new quality 
improvement initiative called The 
AWHONN Postpartum Hemorrhage 
Project.  The Postpartum Hemorrhage 
Project examines the preparedness 
of hospitals to handle postpartum 
hemorrhage (PPT) events in 
pregnancy. This continues to be a 
leading concern as one of the primary 
causes of maternal morbidity, as well 
as cardiac arrests and intensive care 
unit admissions in the United States. 
Of four million women that give 
birth annually in the United States, 
statistics have shown that as many as 
125,000 (2.9%) will suffer from PPT 
(JOGNN). It was my great pleasure 
to take the lead for Georgia in this 18 
month multisystem, multi-hospital 
collaborative.
 Obstetric hemorrhage is the leading 
cause of maternal morbidity in the 
United States (Berg et al., 2010).  In 
2006, 124,708 women were affected 
by this epidemic (Callaghan et al., 
2010).  In a comparison of the 
maternal morbidities and mortalities 
in the U.S. from 1998-1999 to 2008-
2009, there was a 75% increase in 
severe maternal morbidity and 184% 
increase in the number of women who 
received a blood transfusion during a 
hospital birth admission (Callaghan et 
al., 2012).  In addition to these grave 
statistics, women in the United States 
have a greater risk of dying from 
pregnancy-related complications than 
women in 46 other countries, including 
Bosnia and Kuwait.  In our country, 
two to three women die of pregnancy-
related complications every day in the 
United States, and more than half of 
these deaths are preventable.  
 Racial disparities may also be a 
contributing factor in our increase 
in postpartum hemorrhages, as 
African American women are 3 to 4 
times more likely to die as a result of 
pregnancy and childbirth (Edwards, 
Hanke, 2013).  More specifically, 
Georgia ranks 50th among all states in 
the US with 20.5 maternal deaths per 
100,000 live births.
 In spite of these alarming statistics, 
Georgia is striving to improve 
quality measures and improve 
patient outcomes. This was evident 
at the wrap-up for the AWHONN 

PPH Project at the end of February 
2016. Thirty hospitals in Georgia have 
been trained and participated in the 
AWHONN Postpartum Preparedness 
project. It was both heartwarming and 
encouraging seeing nurses all across 
Georgia providing evidence-based 
practice (EBP) care at the expected 
level, as we all held ourselves to a 
higher standard and were extremely 
successful in improving the care of 
our mothers across the state. Quality 
improvement projects are a critical 
and necessary part of professional 
performance. Utilizing the entire 
healthcare team will assist with making 
these changes seamless and keep staff 
motivated through culture changes. 
Today, changes are not just part of 
our daily practice, but they have also 
become a part of our culture. Adopting 
a safety culture takes time, effort 
and sustainability to be accepted and 
hardwired. We all have learned from 
each member that the healthcare 
team brings an important skill to the 
table, necessary for the success of 
our projects; there is not one member 
of the team that can be expected to 
implement EBP alone. Collaboration 
and teamwork will sustain our projects. 

Georgia Lead on the AWHONN 
PPH Project Speaks of our 
Successful Journey

It is now demonstrated at healthcare 
institutions across Georgia, with thanks 
to Merck for Mothers and AWHONN’s 
continued support.
_______________
Reference: 
Bingham, Debra, Benjamin Scheich, Renee Byfield, 

Barbara Wilson, and Brian T. Bateman. “Postpartum 
Hemorrhage Preparedness Elements Vary Among 
Hospitals in New Jersey and Georgia.” JOGNN Research 
45 (2016): 227-38. AWHONN, the Association of 
Women’s Health, Obstetric and Neonatal Nurses. Web. 
<http://jognn.org>. http://dx.doi.org/10.1016/j.
jogn.2015.12.003
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Amerigroup’s Quality and 
P4HB Partnerships

Quality Measures
 To keep Amerigroup Community 
Care – Georgia accountable to you 
and patients, we compare our health 
plan performance against Healthcare 
Effectiveness Data and Information 
Set (HEDIS) benchmarks developed 
by the National Committee for Quality 
Assurance (NCQA) and Georgia’s 
Department of Community Health 
(DCH) targets. This assessment lets 
everyone know if patients are receiving 
the pregnancy care they need. 

Timeliness of Prenatal Care
 This HEDIS measure is the percentage 
of women that received a prenatal care 
visit in the first trimester or within 42 
days of enrollment in Amerigroup. Our 
2014 performance rate measured at 
79.02%, which was 10.7% below the 
state target of 89.72%

Postpartum Checkups
 The postpartum HEDIS measure is the 
percentage of women who had live births 

and had a postpartum visit between 21-
56 days after delivery. Amerigroup’s 2014 
rate performed at 62.94% which was 7.26 
percentage points below the state target. 

Agency for Healthcare Research and 
Quality
 Amerigroup also strives to reach state 
targets for the Agency for Healthcare 
Research and Quality (AHRQ) measures. 
 Cesarean delivery rate less than 
28.70%
 Live births weighing less than 2,500 
grams less than 7.99%

Helpful Tips 
• If the patient comes in early for a 

surgical check, educate her on the 
importance of coming back for a 21-56 
day postpartum visit

• Reach out to members pro-actively and 
who have missed their appointments

• Code your claims correctly with the 
dates of service on the claim

• Make sure your medical records reflect, 
date of visits, details of evaluations 

and notations of visits (i.e. prenatal of 
postpartum)

 We need your partnership to help with 
improving all these measures. 

Planning for Healthy Babies®   
 Georgia Planning for Healthy Babies® 
(P4HB) is implemented to enroll women 
of child-bearing age (18-44), who would 
otherwise not be eligible for Medicaid 
services, into the program to increase 
the use of family planning services and 
promote the consistent use of effective 
contraceptive methods. We ask that 
you encourage these members to apply. 
This waiver program was created by the 
Georgia Department of Community Health 
(DCH). We are hopeful that the increased 
use of consistent contraceptive methods 
will lead to a lower number of unintended 
pregnancies in the enrolled population and 
improved birth spacing.

Goals
• Reduce Georgia’s low birth weight and 

very low birth weight (VLBW) rates

• Reduce the number of unintended 
pregnancies in Georgia

• Reduce Georgia’s Medicaid costs by 
reducing the number of unintended 
pregnancies in women who otherwise 
would not be eligible for Medicaid 
pregnancy-related services.

The P4HB Program 
CONSISTS of THREE 
COMPONENTS that 
ELIGIBLE MEMBERS CAN 
ENROLL INTO:

Family Planning (FP)
 Card:  Pink 
 Benefits: Covers family planning and 
family planning related services only for 
eligible participants for the duration of 
the waiver. These women are eligible 
for family planning, family planning 
services and supplies only, including:

• Family planning initial or annual 
exams (one per year)

• Contraceptive services and supplies

• Follow-up family planning or family 
planning related service visits 

• Treatment of major complications 
related to family planning services

• Planning for Healthy Babies (P4HB) 
participant counseling and referrals for 
social services such as 
WIC

• Tubal ligation (sterilization)

• Multi-vitamins with folic 
acid

• Hepatitis B and tetanus 
diphtheria vaccines for 
P4HB participants aged 
18-20

Interpregnancy 
Care (IPC)
 Card: Purple
 Benefits: Covers 
family planning and 
additional services 
for women who have 
delivered a VLBW baby. 
In addition to the family 
planning and family 
planning-related services 
described above, women 
enrolled in the IPC 
program will be eligible 
for these benefits: 

• Limited Primary care: 
PCP coordinates care 
for the participant and 
makes referrals to CMO 
and non-CMO specialty 
care as needed.

• Management and treatment of chronic 
disease by Primary Care Provider

• Substance abuse treatment 
(detoxification and intensive 
outpatient rehabilitation) 
Participants can self-refer to an in-
network provider for an initial mental 
health or substance abuse visit but 
prior authorization may be required 
for subsequent visits.  Participants 
may also receive detoxification and 
intensive outpatient rehabilitation 
services only.

• Resource Mother Outreach: See below

• Limited Dental  

• Prescription Drugs (non-family 
planning): Medications to treat chronic 
conditions

• Non-Emergency transportation: NET 
TRANSPORATION

Resource Mother Outreach 
(RMO) 
 Card:  Yellow
 Benefits: These women will have 
access to a Resource Mother, who will 
assist with the following:

• Increase P4HB participants’ adoption 
of health behaviors such as health 
eating and smoking cessation;

• Support P4HB participants’ 
compliance with primary care medical 

appointments, including assisting with 
arranging non-emergency medical 
transportation;

• Assist mothers of VLBW babies to 
obtain regular preventive health visits 
and appropriate immunizations for 
their child;

• Support P4HB participants’ compliance 
with medications to treat chronic 
health conditions;

• Assist with coordination of social 
services support; and

• Assist with linking mothers to 
community resources such as the 
Special Supplemental Nutrition 
Program for Women, Infants, and 
Children.

 Members currently under LIM (TANF) 
that had a VLBW baby will keep their 
current Amerigroup ID card and their 
current medical benefits. This group will 
not have a P4HB logo on their card.

 Proof that a member delivered 
a very low birth weight baby is 
required.  As the member’s physician, 
you will need to fill out a form that 
confirms a very low birth weight 
delivery. If a member does not have one 
of these forms, they can call toll free, 
1-877-744-2101, or go on line at www.
planning4heathybabies.org to obtain a 
copy of this required form.
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News from Around the State

Quick Blurbs 
Column

New ACOG Estimated Due 
Date App May Replace 
Pregnancy Wheel

 ACOG 
recently 
released 
the EDD 
Calculator app 
to potentially 
replace the 
conventional 
plastic 
pregnancy 
wheel currently 
used by 
healthcare 
providers 
to calculate 
EDD. With 
the EDD app’s 
technology, 

ACOG indicates that OBGyns can 
better pinpoint the gestational age of a 
patient’s fetus on a specified date, and 
can also recalculate the due date based 
on assisted reproductive technology 
(ART) to assist healthcare providers with 
patients who undergo embryo transfer. 
The ACOG EDD calculator app factors in 
joint recommendations from ACOG, the 
American Institute of Ultrasound Medicine 
and the Society for Maternal-Fetal 
Medicine for calculating pregnancy due 
dates. The app includes all ACOG news, 
meetings and committee opinions and is 
free to download through the Apple Store 
and Google Play.

Teen HPV Prevalence 
Down 64 Percent Since 
Vaccine Introduction
 Due largely in part to the prevalence 
of HPV vaccinations, new data from 
the National Health and Nutrition 
Examination Surveys (NHANES) 
reveals the rate of vaccine-targeted 
HPV infections in female adolescents, 
ages 14 - 19, has dropped as much 
as 64%, from 11.5 percent in 2003-
2006 to 4.3 in 2009-2012. The same 
study also indicated that 4vHPV type 

April is STD 
 Awareness Month
 April is STD Awareness Month, and 
CDC’s STD Prevention and Awareness 
Initiative for 2016 is #TalkTestTreat. 
To learn more about the measures you 
can take to help with STD prevention 
as a clinician, as well as voice your 
support as a #STDMonth16 activist, 
visit https://www.thunderclap.it/
projects/38803-stdmonth16-talk-
test-treat?locale=en. Join CDC STD’s 
#STDMonth16 advocacy movement on 
Thunderclap; through Tumblr, Facebook 
and Twitter, and stay plugged for live 
campaign updates.

In Memoriam: Dr. Billy Don Burk of Rome, GA  
(GOGS President 1992-1993)

 Dr. Billy Don Burk of Rome, GA, Past President 
of the Georgia OBGyn Society, passed away 
the morning of Thursday, March 24, 2016 at 
the age of 86. Dr. Burk was born February 21, 
1930, in Snyder, Texas. He was a graduate 
of McMurry College in 1951, and received his 
medical degree from the University of Texas 
Southwestern Medical School. Dr. Burk retired 
from the U. S. Army in 1976 and moved to 
Rome where he practiced with North Georgia 
OB/GYN Clinic. He served as a member of the 
board at Floyd Medical Center and was also a 
member of several other medical organizations 
before retiring from Northwest Georgia Medical 
OB/GYN Clinic. Dr. Burk was president of the 

Georgia OBGyn Society from 1992 to 1993.  Dr. Burk was an avid supporter of 
The Georgia OBGyn Society annual golf tournaments. 
 Dr. Burk was a great family man, loved to play golf and was an active member 
of the First Baptist Church of Rome. He is survived by his wife, Sandra Sue Burk.

prevalence saw a 34% reduction 
in female adolescents, ages 20-24. 
According to the CDC, 42% of girls and 
22% of boys between the ages of 13 
and 17 have received the recommended 
3-dose vaccine series to date. For more 
data and details on this trend, visit 
http://pediatrics.aappublications.org/
content/137/3/1 .16.

ARHPC’s 2016 Rural Health 
Coding Bootcamp, May 
18th-19th
 The 2016 Rural Health Coding Boot 
Camp, hosted by the Association for 
Rural Health Professional Coding, will 
run Wednesday, May 18th - Thursday, 
May 19th at the State Office of Rural 
Health in Cordele, GA; with a live class 
on Rural Health Clinical Documentation/
Coding from 9a.m. - 3p.m. on both 
days. These sessions will present a 
detailed review of the perspective of 
rural health-focused services typically 
provided by RHCs and small rural 
hospitals/emergency rooms. They will 
additionally examine CPT guidelines, 
appendices, and modifiers with focus 
on level of visits and preventive 

services. This class is intended for 
clinical personnel (MD, DO, NP, PA, 
RN), coders, billers, EHR professionals, 
facility and financial managers that 
work in Rural Hospitals and/or Rural 
Health Clinics. The cost to attend the 
conference is $399 a person. 1 Hr. AAPC 
CEUs is provided for both courses. For 
further details and a comprehensive 
list of conference events, visit the 
GHRA website at http://grhainfo.
org/2016CodingBilling/attendees.htm. 

ACOG 2016 Annual Clinical 
and Scientific Meeting - 
May 14-17th,  
Washington DC
 ACOG’s 2016 Annual Clinical and 
Scientific Meeting will take place 
Saturday, May 14th - Tuesday, May 
17th, at the Walter E. Washington 
Convention Center in Washington, 
D.C. ‘Taking Charge of Healthcare’ is 
the theme for this year’s convention, 
which will bring to light new scientific 
research and clinical methods in the 
advancement of women’s healthcare. 
The program will include discussions 
in the areas of family planning, 
menopause, high-risk obstetrics and 
more, also incorporating live telesurgery 
and other cutting-edge clinical sessions. 
For further conference details, and to 
register, visit:  http://www.acog.org/
About-ACOG/ACOG-Departments/
Annual-Meeting.

Save The Date: GOGS’ Golf 
Tournament/ Fashion & 
Fitness Fanfare
 GOGS’ 2016 Golf Tournament will 
take place Wednesday, May 18th at 
St. Ives Country Club, Johns Creek, 
GA.  The deadline to register for the 
golf tournament is Wednesday, April 
20th. Registration fees are $85 for 
GOGS members and $110 for non-
members. Contact Nicole Reaves at 
(770) 904-5298 and/or nreaves@
gaobgyn.org for assistance.

Save The Date: CPT Coding 
Seminar, Macon, May 13th
 The next CPT Coding Seminar for 
OBGyn Practices will be held on May, 
13th at the Macon Marriott City Center 
Hotel, 240 Coliseum Dr., Macon, 
GA. Topics for this seminar include 
understanding the ICD-10-CM coding 
update for 2016 as well as HIPAA 
compliance. Questions/requests for 
further details about this seminar can 
be directed to Beth Yoder at byoder@
gaobgyn.org. 

Are You Using Your 
Practice Website 
to Educate About 
Prenatal Vaccination? 

 Currently 
only 23% 
of OB/

GYN practices in the U.S. are posting 
educational resources about antenatal 
vaccination on their websites. 
Researchers at Emory University 
are recruiting OB/GYN practices for 
a study evaluating the utilization of 
practice websites for patient education. 
Participation will not interfere with your 
practice’s daily schedule, and a small 
stipend is available to update your 
website. If your practice is interested in 
participating, please contact Cassandra 
Pingali, at Cassandra.pingali@emory.
edu or at 404-727-6159.
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