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Two months ago, HHS implemented 
 the QPP (under the MACRA) in hopes 
 to shift Medicare reimbursement 

payment from a quantity-based to a 
quality-based model. The ultimate goal is 
to make patients healthier. The sustainable 
Growth Rate formula that Medicare and 
its providers have struggled with for years 
will end. The QPP will start to transition by 

January 2017 when 
data collection will 

commence. 
Medicare 
Meaningful 

Use, the Physician Quality 
Reporting System, and the 

Value-Based Payment Modifier will also 
be eliminated. The QPP has two tracks 
– MIPS or APM. It behooves those who 
care for Medicare patients and meet the 
requirements to participate, as there is a 
negative financial incentive for those who 
do not. Data collection for both tracks will 
start in Jan. 2017. 

Track 1 MIPS
 This track is for those who prefer 
to participate in traditional Medicare, 
rather than an Advanced APM.

 The eligibility threshold for physicians, 
physician assistants, and nurse 
practitioners is billing Medicare more 
than $30K per year and providing 
care for more than 100 Medicare 
patients in a year. Those not meeting 
the threshold may elect not to 
participate. Participants will need to 
have an electronic health record (EHR) 
system that is certified by the Office 
of the National Coordinator for Health 
Information Technology that is able 
to capture information for analysis by 
CMS. The data will be derived from 
four performance categories – quality 
(replaces PGRS), improvement activities 
(new), advancing care information 
(replaces meaningful use) and cost 
(replaces value-based modifier). Those 
participating in this track will see a 
positive neutral or negative adjustment 
of up to 4% to Medicare payments for 
covered professional services furnished 
in 2019. Those who meet the threshold 
criteria and do not report will be  
subject to a negative 4% Medicare 
payment adjustment.

Track 2 APM
 Advanced APM is an alternative 
payment approach that provides added 
incentives to clinicians to provide quality 
care. APMs can apply to a specific 
clinical condition, a care episode or 
a population. APM allow practices to 
earn more for taking on some risks 
(financial) related to patients’ outcomes. 
A practitioner can earn a 5% Medicare 
incentive payment starting in 2019 

and be exempt from MIPS reporting 
requirements if he/she has sufficient 
participation in an APM. An APM requires 
1) the use of an EHR, 2) base payments 
for services on quality measures 
comparable to those in MIPS, 3) be a 
medical home under CMS Innovation 
Center authority or bear more than 
nominal financial risk for losses. The 
exact calculation for financial risks is still 
under debate and clarification. 
 The QPP will phase in during 
2017. Practicing Ob/Gyns who care for 
Medicare patients will have to make 
strategic decisions soon. If a practitioner 
does not meet the Medicare threshold 
outlined above, then he/she will be 
exempt. It is abundantly clear, though, 
we should all use EHR and be certain 
they will be compatible with CMS 
requirements for data transfer. Please 
refer to the references listed below. 
From my readings, it is apparent CMS 
would prefer that practitioners caring for 
Medicare patients use the APM vs. the 
MIPS track. Here is hoping you have a 
fruitful and productive 2017.  
 https://qpp.cms.gov/docs/Quality_
Payment_Program_Overview_Fact_
Sheet.pdf
 http://www.ajmc.com/contributor/
travis-broome/2016/10/macra-final-rule-
released-more-advanced-alternative-
payment-models

Do You Know the Alphabet  
for Medicare Payments?
MACRA: Medicare Access and CHIP Reauthorization Act of 2015
CMS: Centers for Medicare and Medicaid Services
MIPS: Merit-Based Incentive Payment System
APM:  Advanced Alternative Payment Models
QPP: Quality Payment Program
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President

Your dues pay 

for this newsletter. 

Are yours paid?

Thank you,

Cyril Spann, President

Dr. Cyril Spann accepted the role of Society President at this year’s Annual Meeting 
in Sea Island, GA.  Dr. Spann received his medical degree at Meharry Medical College, 
completed his residency at Emory University, a fellowship at the University of North 
Carolina, and a master’s degree in health care management at Harvard University 
School of Public Health. He has provided services in gynecologic oncology since 1992, 
specializing in gynecological malignancies and ovarian cancer. He is a professor of 
medicine at Emory University. He currently practices in Decatur, GA at the DeKalb 
Medical Physician Group – Gynecologic Oncology Specialists of Atlanta.



New Administration:  
Now What Happens to Healthcare
Repeal And Replace?

A week before the Presidential 
 election, I was tasked by a dear  
   friend to write an article describing 

what the new president would bring 
to the healthcare table. It seemed 
like a simple enough endeavor. Hillary 
Clinton’s plan would be more, (possibly 
much more) of the same. I suggest that 
her plan would have been to pump more 
money into the system by increasing 
the penalty tax and likely other taxes 
to prop up the system. Yet, The Patient 
Protection and Affordable Care Act 
(PPACA), aka ACA, aka Obamacare, 
is clearly imploding. Insurance 
companies are fleeing in droves, and 
those that remain are coming to grips 
with the unsustainable, in the form of 
skyrocketing premiums. This has led 
some pundits to suggest cynically, albeit 
conceivably, that failure was the plan. 
A gateway to the utopian single payer. 
Then came the improbable... Donald J. 
Trump. It seems likely the drastic rise in 
the ACA premiums at a critical campaign 
juncture helped to propel him into office. 
In the few days I have taken to prepare 
drafts for this article, new statements 
and explanations from the President 
Elect have forced me to make revisions. 
My disclaimer now is that in the next 
month or two, before this goes to press, 
all bets may be off.  
 Mr. Trump’s website proffers Health 
Savings Accounts with significant tax 
benefits that can be inherited by an 
estate. He would permit the purchase of 
insurance across state lines, eliminate 
the individual mandate, and allow 
the purchase of safe and dependable 
drugs from overseas. Additionally, he 
envisions an expansion of Medicaid for 
those who cannot afford coverage. Most 
recently, he has endorsed the two most 
popular concepts of the ACA, banning 
the exclusion of those with preexisting 
conditions and allowing dependents to 
remain on their parents’ insurance until 
the age of 26. Given that the profitability 
of insurance companies depends upon 
spreading risk, “repealing and replacing” 
will likely be more of an evolutionary, yet 
significant modification.
 The history of the passage of the 
ACA on late Christmas Eve 2009 is 
a bit sordid. It is filled with political 
gamesmanship, intense lobbying, and 
backroom deals. The death of Senator 
Ted Kennedy and the subsequent 
election of Senator Scott Brown 
suddenly removed what was thought 
to be a filibuster proof majority in the 

Dr. A Neil Harrison
Guest Editor
Atlanta, GA

Senate. The bill was sent to the House of 
Representatives under the watchful eye of 
Speaker Nancy Pelosi. There, the measure 
was transformed into a budgetary bill 
enabling the use of the reconciliation 
process. When it returned to the Senate 
for approval, only 51 votes, rather than 
60, were required for passage. Fiendishly 
clever. The bill was signed into law by 
President Obama March 3, 2010. The bill 
itself consisted of a mere 2,700 pages. 
The devil however, was in the details. 
Specifically, I am referring to the 20,000 
pages of regulations. (In case you were 
wondering, 20,000 stacked pages attains 
a height in excess of six feet.) Although 
her words were taken somewhat out of 
context, Nancy Pelosi’s quote, “We have 
to pass the bill to see what’s in it,” rings 
very true. Slogging through the bill and 
the associated regulations could have 
caused dozens of hernias and hundreds 
of paper cuts that could have left our 
Congress bloodied in their trusses. 
The regulations continue to be added. 
According to the Federal Register, there 
have been over 200 additions in the last 
3 months and almost 800 in the past 
year. One hundred and twenty-five were 
from the CMS. Say hello to EMR, ACO, 
Patient Satisfaction Scores, MACRA and 
an alphabet soup of odious interventions 
between patients and doctors.
 Repealing the ACA will require the vote 
of 60 senators. At most, the republicans 
will have 52: a majority to be sure, 
but still not immune to filibuster. A 
partial repeal using the reconciliation 
process could eliminate the penalty 
tax, the exchange subsidies and the 
current version of Medicaid expansion. 
Regrettably, it would not address the 
thousands of insurance regulations that 
are at the heart of the 
dramatic premium hikes. 
Nor does it address the 
needs of the 10-20 million 
currently on the exchanges. 
With a new Secretary at 
HHS, a rapid rollback, 
although a herculean task, 
is possible. 
 An understandable 
concern for some is the 
issue of a women’s right 
to choose under a Trump 
presidency. In the final 
debate, President Elect 
Trump asserted that he is 
pro-life. When pressed by 
the moderator to answer 
whether he wished to 

reverse Roe v. Wade, he implied that it 
would be “automatically” reversed by his 
appointment of Supreme Court Judges. It 
is worthy to remember that the original 
ruling in 1973 by the Supreme Court 
was a 7-2 decision. Five of the seven 
Justices were appointed by Republicans. 
President Elect Trump’s personal views 
notwithstanding, Roe v. Wade is the law of 
the land and is likely supported by many 
of those who voted for him. Regardless 
of their personal views on abortion, 
according to a 2015 Gallup poll, 50% of 
Americans identify themselves as “pro-
choice” and 44% “pro-life.” 
 It will be well into 2017 before we 
get a sense of how Mr. Trump and the 
newly configured Congress will address 
the issues of healthcare in America. 
At present, there does not seem to be 
a consensus on a replacement for the 
ACA, only that it needs a lot of work. 
For now, the plan is a moving target. 
Genuine progress will require a devoted 
administration and a dedicated Congress. 
Here’s hoping.... 
 Dr. A. Neil Harrison is a senior partner 
at the Women’s Group of Gwinnett.
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Physician led,  
peer-to-peer,
education in 
your office

Immunization Program
Breastfeeding Program

Earn CME & contact hours
Schedule your program today!

EPIC Immunization: 404-881-5054

EPIC Breastfeeding: 404-881-5068
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Tips for Reducing Medical  
Malpractice Claims in Obstetrics

The Doctors Company’s Obstetrics 
 Closed Claims Study, a review of 
 882 obstetrical claims that closed 

from 2007-2014, revealed underlying 
vulnerabilities that place patients at 
risk and increase liability for doctors. 
Obstetricians have the unique risk of 
caring for two patients at the same time. 
Mothers and neonates have separate 
needs and can suffer different injuries.
 The most common patient allegation 
against obstetricians, occurring in 
22 percent of claims, was delay in 
treatment of fetal distress, including 
failure to act when presented with 
Category II or III fetal heart rate 
(FHR) tracings predictive of metabolic 
acidemia. The study also analyzed 
the specific factors that contributed to 
patient injury, and the second-most 
common factor in these claims (32 
percent) was patient assessment issues, 
including misinterpretation of FHR strips 
and diagnostic test results.
 The following tips to help physicians 
address these risks have been reviewed 
by Susan Mann, MD, a board-certified 
obstetrician-gynecologist at Beth Israel 
Deaconess Medical Center in Boston, 
Massachusetts.

These tips can help address FHR risks:
• Require periodic training and 

certification for physicians and nurses 
to maintain competency and facilitate 
conversations about FHR tracing 
interpretations. In addition, both parties 
should use the same terminology when 
describing the strips.

• Use technology that allows physicians 
to review FHR patterns from remote 
locations so that physicians and nurses 
are able to see the same information 
when discussing the next steps in labor 
and delivery care.

• Physicians who choose to attempt 
operative vaginal deliveries when faced 
with Category III FHR tracings indicative 
of metabolic acidemia should activate 
the contingency team to be available for 
an emergency C-section delivery in case 
the operative delivery fails.

• Foster a safe culture so that caregivers 
feel comfortable speaking up if they 
perceive a safety concern. Ensure that 
the organization has a well-defined 
escalation guideline.

Here are other steps obstetric 
professionals can take to reduce the 
risks identified in this study:
• Use prompts or checklists to help 

document thorough assessments, 
rationale for recommended care, 
information shared with patients/
families, care provided, and outcomes of 
care.

• Review and evaluate your tracking 
systems for lab tests and referrals.

• Consider multidisciplinary simulation 
drills for metabolic acidemia, maternal 
hemorrhage, respiratory arrest in 
mother or newborn, shoulder dystocia, 
placental 
abruptions, 
amniotic fluid 
embolism, 
ruptured uterus, 
use of forceps and 
vacuum extraction, 
and meconium 
aspiration.

• Establish a 
contingency team 
of anesthesia 
coverage, 
surgical assistant 
availability, and OR 
team readiness to 
ensure you have 

the ability to perform stat cesarean 
deliveries when indicated, and perform 
readiness drills to test the team.

• Adopt IHI (or equivalent) vacuum 
bundle protocols. Create a protocol for 
newborns after vacuum delivery.

 
 The guidelines suggested here 
are not rules, do not constitute 
legal advice, and do not ensure a 
successful outcome. The ultimate 
decision regarding the appropriateness 
of any treatment must be made by 
each healthcare provider in light of 
all circumstances prevailing in the 
individual situation and in accordance 
with the laws of the jurisdiction in which 
the care is rendered.

Reprinted with permission. 
©2016 The Doctors Company
www.thedoctors.com

Georgia Registry of Immunization Transactions and Services
GR TS

The Georgia Immunization Registry law requires 
reporting by “any person who administers a vaccine or 
vaccines licensed for use by the United States Food and 
Drug Administration to a person.” Don’t forget to put 
your immunization records in the registry! Visit https://
www.grits.state.ga.us/

2  3

OBGyn NEWS, December 2016 OBGyn NEWS, December 2016



Tirelessly defending the practice of

GOOD MEDICINE.
We’re taking the mal out of malpractice insurance. 
By constantly looking ahead, we help our members anticipate 
issues before they can become problems. And should frivolous 
claims ever threaten their good name, we fight to win—both  
in and out of the courtroom. It’s a strategy made for your 
success that delivers malpractice insurance without the mal. 
See how at thedoctors.com

6048_GA_OBGynSocNews_PD_Dec2016.indd   1 11/9/16   5:28 PM

Disparity index

State rank

2016 PREMATURE BIRTH REPORT CARD

Georgia 10.8%
Preterm Birth Rate

D
Grade

The March of Dimes Prematurity Campaign aims to reduce preterm birth rates across the United States. 
Premature Birth Report Card grades are assigned by comparing the 2015 preterm birth rate in a state or locality to 
the March of Dimes goal of 8.1 percent by 2020. The Report Card also provides county and race/ethnicity data to 

highlight areas of increased burden and elevated risks of prematurity.

COUNTIES
Counties with the greatest number of births are graded based on their 2014 preterm birth rates. 

RACE & ETHNICITY IN GEORGIA
The March of Dimes uses a Disparity Index score to measure and track progress towards the elimination of 

racial/ethnic disparities in preterm birth. The score represents the average percent difference in the preterm birth 
rate across all groups compared to the group with the lowest rate in the state. Index scores range from 0 

(achievement of equity) to 44 (highest score in 2016). 

27

#32

For details on data sources and calculations, see Technical Notes.
For more information on how we are working to reduce premature birth, visit www.marchofdimes.org.

In Georgia, the preterm birth rate among black women is 46% higher than the 
rate among all other women.

marchofdimes.org/reportcard

County Preterm birth rate Grade

Chatham 12.3% F

Clayton 11.4% D

Cobb 9.9% C

DeKalb 10.1% C

Fulton 11.5% F

Gwinnett 9.7% C
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The health of babies in the United 
 States has taken a step backward 
 as the nation’s preterm birth rate 

worsened for the first time in eight years. 
The U.S. earned a “C” grade on the latest 
March of Dimes Premature Birth Report 
Card amidst widening differences in 
prematurity rates across different races 
and ethnicities. The U.S. preterm birth 
rate went up from 9.57 to 9.63 in 2015, 
according to final data from the National 
Center for Health Statistics (NCHS). Across 
the country, preterm birth rates were 
nearly 48 percent higher among black 
women and more than 15 percent higher 
among American Indian/Alaska Native 
women compared to white women.
 Georgia has a preterm birth rate of 
10.8, which earned a grade of “D” on the 
latest March of Dimes Premature Birth 
Report Card. Georgia earned a score of 
27 on the disparity index and ranked 32 
amongst other states. In Georgia, the 
preterm birth rate among black women 
is 46% higher than the rate among all 
other women. The March of Dimes uses 
a Disparity Index score to measure and 
track progress towards the elimination of 
racial/ethnic disparities in preterm birth. 
The score represents the average percent 
difference in the preterm birth rate across 
all groups compared to the group with the 
lowest rate in the state.
 Premature birth (before 37 weeks of 
pregnancy) is the leading cause of death of 
babies in the U.S. Babies who survive an 
early birth often face serious and lifelong 
health problems, including breathing 
problems, jaundice, vision loss, cerebral 
palsy and intellectual delays. In addition to 
the human toll, preterm birth accounts for 
more than $26 billion annually in avoidable 
medical and societal costs, according to 
the National Academy of Medicine.
 We encourage people to visit www.
marchofdimes.org to learn more about 
prematurity and disparity in the state  
of Georgia.

Georgia Given Poor Grade for Premature Birth

Online Shopping Gives  
to Georgia OBGyn

 Did you know that the Georgia 
OBGyn Foundation is on Amazon 
Smile? Next time you shop on the 
online store Amazon, go to www.
smile.amazon.com first and create 
a Smile account. Select Georgia 
Obstetrical and Gynecological 
Foundation, Inc. as your charity of 
choice. Any time you shop for items 
on Amazon, be sure you are logged 
in to Amazon Smile, and .5% of the 
money spent on purchases will go to 
the foundation. It’s a win-win!
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Amerigroup’s Quality and 
P4HB Partnerships

Quality measures for  
pregnancy care 
 To keep Amerigroup Community 
Care accountable to you and your 
patients, we compare our health 
plan performance to the Healthcare 
Effectiveness Data and Information 
Set (HEDIS®*) benchmarks developed 
by the National Committee for Quality 
Assurance (NCQA) and to performance 
targets established by the Georgia 
Department of Community Health 
(DCH). These assessments indicate if 
patients have received the pregnancy 
care they need.  
 
Timeliness of prenatal care 
 This HEDIS measure identifies the 
percentage of women that received 
a prenatal care visit during the 
first trimester or within 42 days of 
enrollment in Amerigroup.  
 Our 2014 performance rate was 
79.02 percent. This rate was 10.7 
percentage points below the state 
target of 89.72 percent. 
 
Postpartum care 
 The postpartum HEDIS measure 
identifies the percentage of women 
that had live births and a postpartum 
visit 21-56 days after delivery. 
Amerigroup had a 2014 rate of 62.94 
percent and was 7.26 percentage 
points below the state target.  
 
Agency for Healthcare Research 
and Quality (AHRQ) 
  Amerigroup also strives to reach 
state targets for the AHRQ measures:  
• Cesarean delivery rate less than 

28.70 percent 
• Live births weighing less than 2,500 

grams less than 7.99 percent 

How you can help 
 We need your assistance to help 
us improve all of these performance 
measures. Please consider 
implementing these helpful tips into 
your practice: 
• If your patient misses an 

appointment, pro-actively reach out 
to the patient to reschedule and 
confirm the date and time of their 
next appointment. 

• When your patient comes in for their 
surgical check-up after a C-section,  
be sure to schedule her for a 
postpartum visit and explain the 
importance of coming back for this 
visit in 21-56 days. 

• Consider text and/or email 
appointment reminders. 

• Place the correct dates of service on 
your claims. 

• Make sure your medical records reflect 
the date of each visit, details of your 
evaluation and notations of the visit 
(i.e., prenatal or postpartum). 

Planning for Healthy Babies® 
(P4HB) 
 The Georgia P4HB program was 
implemented in January of 2011. 
The program enrolls women of 
child-bearing age (18-44) who are 
able to become pregnant and who 
would otherwise not be eligible for 
Medicaid services. The program 
is designed to assist the state in 
reducing the low birth weight rate.  
The program provides family planning 
counseling and services and promotes 
the consistent use of effective 
contraceptive methods. We ask that 
you encourage your patients who 
meet the enrollment criteria to apply 
to the program. We are hopeful that 

family planning 
counseling and 
access to effective 
contraceptive 
methods leads to 
fewer unintended 
pregnancies and 
adverse birth 
outcomes in the 
enrolled population. 
 
Goals of the P4HB 
program: 
• 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 be eligible for Medicaid 
pregnancy-related services. 

 
THE P4HB PROGRAM CONSISTS OF 
THREE COMPONENTS: 
 
Family Planning (FP) 
 Card: Pink  
 Benefits: Covers family planning and 
family planning-related services only for 
eligible participants for the duration of 
the program. Family planning services 
and supplies include: 

• 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 

• Counseling and referrals for social 
services such as Women, Infants, and 
Children (WIC) 

• Tubal ligation (sterilization) 

• Multi-vitamins with folic acid 

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

Inter-pregnancy Care (IPC) 
 Card: Purple 
 Benefits: Covers family planning 
and family planning-related 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 are eligible for the 
following benefits:  

• Limited primary care: primary care 
provider coordinates care for the 
participant and makes referrals to care 
management organization (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. 

• Limited dental   

• Prescription drugs (nonfamily 
planning): medications to treat 
chronic conditions 

• Nonemergency transportation  
(NET Transportation) 

• Resource mother outreach (RMO):  
see below 

Resource Mother Outreach (RMO)  
 Card: Yellow 
 Benefits: Women enrolled in this 
program component are Medicaid-
eligible and have delivered a VLBW 
baby. Under the program,  they  will 
have access to a resource mother, who 
will assist with the following: 

• Increase the woman’s  adoption of 
healthy behaviors, such as healthy 
eating and smoking cessation 

• Support the woman’s compliance with 
primary care medical appointments, 
including assisting with arranging 
nonemergency medical transportation 

• Support the woman’s compliance 
with medications to treat her chronic 
health conditions 

• Assist with coordination of social 
services support 

• Assist women in obtaining regular 
preventive health visits and appropriate 
immunizations for 
their child 

• Assist with 
linking women 
to community 
resources, such 
as the Special 
Supplemental 
Nutrition program 
for WIC 

 Amerigroup 
members that had 
a VLBW baby will 
keep their current 
Amerigroup ID card 
and their current 
medical benefits, but 
will also have access 
to a Resource Mother. 
This group will not 
have a P4HB logo on 
their card. 
 Proof that a 
member delivered 

a VLBW baby is required and as the 
member’s obstetric provider, you will 
need to fill out a form confirming this. 
If a member does not have one of these 
required forms, they can obtain a copy 
by calling us toll free at 1-877-744-
2101 or by visiting www.p4hb.org.

Georgia cAARds Online Training

A health care provider’s advice to  
 quit tobacco use is an important 
  motivator for tobacco users.  

In five minutes or fewer, you can 
execute the Georgia cAARds (Ask, 
Advise, and Refer with Follow-
up form attached on next page) 
program and ensure your patients 
receive evidence-based, best practice 
tobacco cessation counseling. Georgia 

cAARds is an abbreviated program of 
the 5As model for treating tobacco 
use and dependence. The strategies 
were designed to be brief. The two 
As in cAARds represent asking all 
patients about tobacco use and 
advising patients on the benefits 
of quitting tobacco use. The R 
represents referring with follow-up 
to a tobacco cessation counseling 

program, such as the GTQL. The 
GTQL also provides the remaining 
As of assessing the tobacco user’s 
willingness to make a quit attempt 
and using motivational counseling 
to do so, assisting in the quit 
attempt, and arranging follow-ups  
after the set quit date. 

• Ask all patients about tobacco use 
during each visit

• Advise them about the benefits of 
tobacco cessation

• Refer them to the Georgia Tobacco 
Quit Line for a free “Quit Kit,” 
individualized plan and behavioral 
counseling: 1-877-270- STOP

 

• Complete the Georgia Tobacco Quit 
Line fax Referral Form with the patient 
GTQL Fax Referral Form can be 
downloaded from DPH’s website

 
• Inform the patient they will be 

contacted by a Georgia Tobacco Quit 
Line staff member within 48 hours or 
sooner

Free training on  
Asking, Advising and Referring:

Engaging Tobacco Users: Tips for 
Health Care Providers in Georgia

www.GAtobaccointervention.org
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New Guidance for  
Prenatal HBsAg Tests Available 
at Commercial Laboratories

Perinatal transmission of hepatitis 
B virus (HBV) infection is 
 highly efficient and generally 

occurs from exposure to maternal 
blood during labor and delivery. If 
appropriate and timely treatment 
is not instituted, perinatal infection 
occurs in 70%–90% of infants born 
to mothers who are both hepatitis B 
surface antigen (HBsAg) positive and 
hepatitis B little “e” antigen (HBeAg) 
positive. More than 90% of infants who 
are infected perinatally will develop 
chronic HBV infection. It is important 
to test pregnant women for HBsAg, as 
mother-to-baby transmission can be 
prevented if the mother’s HBV status is 
known at the time of delivery.
 HBsAg-positive tests are reportable 
to public health in all states, but 
pregnancy status is rarely reported. To 
address this issue, the Centers for 
Disease Control and Prevention 
(CDC) and partners from health 

departments, commercial laboratories, 
the American College of Obstetricians 
and Gynecologists (ACOG) and other 
professional organizations have 
worked together to include pregnancy 
status in laboratory test reports sent 
to health departments. These efforts 
were guided by recommendations of 
the Council of State and Territorial 
Epidemiologists (CSTE) to improve 
identification of HBsAg-positive 
pregnant women.   
 Four major commercial laboratories 
are participating in this effort: ARUP 
Laboratories, LabCorp, Mayo Medical 
Laboratories, and Quest Diagnostics. 
Each laboratory now offers designated 
HBsAg tests for pregnant women as 
a stand-alone assay and/or as part of 
a prenatal/obstetric panel to facilitate 
reporting HBsAg-positive women to 
health departments. A summary of the 
available prenatal HBsAg tests can be 
found in the table below. 

 When ordering an HBsAg screening 
test for a pregnant or postpartum 
patient from ARUP Laboratories, 
LabCorp, Mayo Medical Laboratories, 
or Quest Diagnostics, please choose 
a test designated as “Prenatal.” The 
success of timely identification and 
confirmatory testing for HBsAg-
positive pregnant women is dependent 
on physician and hospital uptake of 
the designated prenatal HBsAg tests 
ordered from these laboratories.
 HBsAg-positive pregnant women 
should be reported to the Georgia 
Department of Public Health within seven 
days of laboratory confirmation. Reports 
can be made via the State Electronic 
Notifiable Disease Surveillance System 
(SendSS) or by phone at 404-651-5196.
 A laboratory test code/ID table can be 
found at: http://immunizationforwomen.
org/uploads/Prenatal%20HBsAg%20
Testing%20Guide%20and%20
Algorithm_Final.pdf

Laboratory

 
Test 
Option Test Name

Reflex to 
Confirmation 
Test* Test Code/ID CPT Code Web Link

ARUP  
Laboratories

Panel Prenatal Reflexive Panel  0095044 87340** http://ltd.aruplab.com/Tests/Pub/0095044

Standalone Hepatitis B Virus Surface Antigen 
with Reflex to Confirmation, 
Prenatal

 2007573 87340 http://ltd.aruplab.com/Tests/Pub/2007573

LabCorp Panel  
 
 

Panel

Prenatal Profile I with Hepatitis B 
Surface Antigen 
 

Hepatitis Profile XIII (HBV 
Prenatal Profile)

 
 
 

 

202945 
 
 

265397

80055 
 
 

87340**

https://www.labcorp.com/wps/portal/provider/
testmenu/ 
(Enter test code or CPT code to search for test) 

https://www.labcorp.com/wps/portal/provider/
testmenu/ 
(Enter test code or CPT code to search for test)

Standalone N/A N/A N/A N/A

Mayo 
Medical 
Laboratories

Panel Prenatal Hepatitis Evaluation  PHSP 87340** http://www.mayomedicallaboratories.com/
test-catalog/Overview/5566

Standalone Hepatitis B Surface Antigen 
Prenatal, Serum

 HBAGP 87340 http://www.mayomedicallaboratories.com/
test-catalog/Overview/86185

Quest 
Diagnostics

Panel Obstetric Panel  20210 80055 http://www.questdiagnostics.com/testcenter/
BUOrderInfo.action?tc=20210&labCode=MIA

Standalone N/A N/A N/A N/A

*When an HBsAg test result is reactive, laboratories may automatically perform a confirmatory test without 
additional provider order.

**This CPT code corresponds only to the HBsAg screening component of this laboratory panel; additional 
CPT codes might be associated with other component tests in this laboratory panel.

March 2015

Notes: CDC recommends healthcare providers use prenatal HBsAg tests (vs. non-specific tests) for 
pregnant women, which allows for reporting of positive results along with pregnancy status to public health 
jurisdictions. Refer all HBsAg positive pregnant women to Perinatal Hepatitis B Prevention Program 
coordinators for case management of mother and infant:  
http://www.cdc.gov/vaccines/vpd-vac/hepb/perinatal-contacts.htm. 

Laboratories reserve the right to add, modify, or stop performing tests at any time – providers should review 
any test notifications from laboratories for changes.

Screening Pregnant Women for Hepatitis B Virus (HBV) Infection:  
Ordering Prenatal Hepatitis B Surface Antigen (HBsAg) Tests from Major Commercial Laboratories

www.cdc.gov/hepatitis

GEORGIA TOBACCO QUIT LINE FAX REFERRAL FORM 
Fax Number: 1-800-483-3114 

 

© 2015 Alere Health, LLC. All rights reserved.  

Confidentiality Notice: This facsimile contains confidential information.  If you have received this facsimile in error, please notify the sender immediately by telephone 
and confidentially dispose of the material. Do not review, disclose, copy, or distribute. 

 
 

FAX SENT DATE:   

Provider Information:  

CLINIC NAME:  CLINIC ZIP CODE:  CLINIC ZIP CODE 

   
 
 

HEALTH CARE PROVIDER: 
  

  

CONTACT NAME: 
  

  

FAX NUMBER:  PHONE NUMBER: 

   
   
I AM A HIPAA COVERED ENTITY (PLEASE CHECK ONE)   YES   

 
NO   DON’T KNOW 

   

 
 

Patient Information: 
 
PATIENT NAME   DATE OF BIRTH GENDER 

  
  

  
MALE 

  
FEMALE 

  
ADDRESS   CITY  ZIP CODE 

   
  

 
 

 
PRIMARY PHONE NUMBER HM WK CELL CELL SECONDARY PHONE NUMBER H  WKCELL  W  C   SECONDARY PHONE NUMBER H W C 

 
  

  
 

  
 

  
    

  
  

 
  

 
  

 

 

LANGUAGE PREFERENCE (PLEASE CHECK ONE) ENGLISH  
SPANISH   

OTHER   
 

 I am ready to quit tobacco and request the Georgia Tobacco Quit Line contact me to help me with my quit plan. 
(Initial)  
  

 I DO NOT give my permission to the Georgia Tobacco Quit Line to leave a message when contacting me. 
(Initial) ** By not initialing, you are giving your permission for the quitline to leave a message. 
 

PATIENT SIGNATURE:  DATE:  
 

The Georgia Tobacco Quit Line will call you. Please check the BEST 3-hour time frame for them to reach you. NOTE: The Quitline is open 7 days a week; call attempts 
over a weekend may be made at times other than during this 3-hour time frame. 
  

    6AM – 9AM     9AM – 12PM     12PM – 3PM    3PM – 6PM   6PM – 9PM 

  

WITHIN THIS 3-HOUR TIME FRAME, PLEASE CONTACT ME AT (CHECK ONE):   Primary #   Secondary # 
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Lillian Schapiro, MD
Gynecologist 

Ideal Gynecology, Atlanta, GA

There are almost 1.3 million 
 women over the age of 45 in 
 Georgia, and a recent UC Davis 

study of 3000 women showed that 
68% of women ages 42-64 suffer 
from urinary incontinence at least 
once a month. This percent only 
increases with age. In 2014, $1.8 
billion was spent on incontinence 
products for adults. (Bloomberg.com/
news/articles/2016-02-11/the-adult-
daiper-market-is-about-to-take-off.) 
Considering the social stigma and 
distress this causes our female patients, 
we need to raise awareness of our role 
in addressing this problem. 
 As OB/GYNs, we are the front line 
in asking patients about many deeply 
personal and embarrassing problems. 
Women trust us to be sensitive and 
caring about their most intimate 
issues, and incontinence needs to be 
added to our list. Women experiencing 
incontinence may present with a variety 
of complaints. Some women recognize 
that that they are leaking urine. Some 
mention a persistent dampness or 

discharge. The National Association for 
Continence (NAFC) found that women 
wait an average of 6.5 years before 
bringing up incontinence to a physician, 
so most women are hoping that you will 
bring it up. It is a complicated socio-
sexual issue, connected to women’s 
fear of aging, declining self-worth and 
sexual desirability. While it may be 
somewhat socially acceptable to talk 
about bleeding through your clothing, it 
is not seen as appropriate to be soiling 
yourself as an adult.  
 The initial evaluation for incontinence 
lasts an hour. A history can be very 
helpful in identifying the type of 
incontinence. The NAFC has an extensive 
list of questions on their website to fully 
assess a woman’s incontinence. If she 
only leaks when she coughs, sneezes, 
runs or jumps, that is indicative of 
stress urinary incontinence. This is due 
to weakness in the pelvic floor, often 
caused by previous pregnancies and 
childbirths, but women who have never 
been pregnant can also have pelvic floor 
muscle weakness. Patients who complain 

of difficulty making 
it to the bathroom 
or losing urine when 
they get home 
before they can get 
to the bathroom 
are likely to have 
urge incontinence 
or overactive 
bladder. Frequency 
and urgency with 
negative urine 
cultures may be 
an indication of 
interstitial cystitis. 
 Nonmedical 
and nonsurgical 
interventions are 
the first line of 
treatment. Modifying 
behaviors, such as 
always emptying 
the bladder before 
driving home, or 
before any lengthy 
period of time when 
a toilet won’t be 
available, is good, 
simple advice. 
Teachers and nurses 
are busy through 
the entire day and 
are notorious for 
not taking time to 
empty their bladders. 

Incontinence –  
An Unpopular Problem

Your patient may just need to be given 
permission to take time to take care 
of herself. Dietary modifications, such 
as cutting out or reducing caffeine can 
make a significant impact on more than 
one type of urinary incontinence. Timed 
voiding may also help. 
 The next steps involve muscle training, 
such as Kegel exercises. This training may 
start postpartum or later in life. In several 
European countries, such as France and 
Belgium, women get postpartum home 
visits for several months and patient 
education often includes special attention 
to the pelvic floor muscles. 
 Pelvic floor muscles can be hard to 
identify and visual biofeedback can be 
essential in helping women do their Kegels 
correctly. Specialized equipment and staff 
well versed in the anatomy of the pelvic 
floor and challenges of childbirth are 
needed for this phase of intervention for 
urinary incontinence. The initial visit often 
takes well over an hour, as women have 
been keeping this to themselves for years 
and are greatly relieved to have someone 
with whom to discuss this. 
 While we may think of incontinence 
as an issue of aging, the problem often 
starts while they are our obstetric 
patients. Early intra or postpartum 
education may help reduce problems 
later. Once those problems develop, as 
they will for well more than half of our 
patients, our work begins.
 In the media today, we often see 
aging women portrayed as less than 
valued members of society, steadily 
decreasing in importance. Due to 
incontinence and the subsequent 
limitations it can put in a woman’s 
life, these judgements may be taken 
personally. It is up to us as women’s 
most trusted allies and advisors to 
alleviate their suffering and guide them 
through this equally important and 
fulfilling stage of their lives.

Kathy Brinson, bsn, rnc-ob, c-efm
Maternal Outreach Educator

Phoebe Putney Memorial Hospital 
Albany, Georgia

Maternal/Obstetrical Outreach  
Coordinator

As many of you are aware, the 
 Georgia Department of Public 
  Health has divided the state 

into six perinatal regions, with one 
DPH-designated Regional Perinatal 
Center (RPC) serving each of those 
regions.  Do you know which RPC 
is in place to serve YOU?  Besides 
providing comprehensive perinatal 
health services for pregnant women, 
their fetuses and neonates of all risk 
categories, the RPCs provide several 
other services.  
 Among the services your Regional 
Perinatal Center (RPC) provides, let’s 
consider the role of the “Outreach 
Educator/Coordinator.” There is an 
Obstetrical and Neonatal Outreach 
Coordinator representing each RPC.  
My name is Kathy Brinson, and I am 
the Maternal (Obstetrical) Outreach 
Coordinator for the southwestern 
part of the state. My ‘home base’ is 
Phoebe Putney Memorial Hospital, 
located in Albany. I want to tell 
you a little of what my role entails. 
As the OB Outreach Coordinator, I 
provide and maintain open lines of 
communication between the RPC  and 
the referral hospitals, (and community 
health providers) by several means of 
communication—including facility visits. 
With my neonatal counterpart, I help 
conduct annual “needs-assessments” 
in each hospital in our region that 
offers obstetrical services. The “needs 
assessment” includes educational needs 
each facility might have. Conducting 
these assessments gives me a better 
idea of what the educational needs of 
each facility are. Assuring the latest 
evidence-based practice and most up-
to-date information is presented is my 
primary goal.
 In addition to conducting the annual 
“needs assessment,” my role entails 
planning the curriculum and teaching 
the courses. As Outreach Educator, I 

also serve as a resource to those who 
call and need answers to questions. 
Collecting and using perinatal data, 
writing reports and maintaining 
informative working relationships 
between community personnel and the 
outreach team members is also part of 
my job. 
 As Outreach Educator, I also have a 
role in following up with the maternal 
transports received at Phoebe Putney 
Memorial Hospital.
 My primary job is to coordinate staff 
education in the Albany Region.  I teach 
a variety of classes and ‘run’ simulation 
drills in all seven of the hospitals with OB 
services, and teach some classes in the 
facilities that do not offer OB services. 
The list of classes I teach include (but is 
not limited to) the following:
1. Fetal Monitoring courses- I 

am certified in Electronic Fetal 
Monitoring, and interpretation of fetal 
heart monitoring strips is one of my 
most conducted courses. I teach a 
4-hour Basic Fetal Monitoring course 
for newer OB nurses and staff, and 
teach a “thumb-nail sketch” of basic 
fetal monitoring as a review. An 
Antepartum Fetal Surveillance class 
is another fetal monitoring course 
option. I have taught the Basic Fetal 
Monitoring course in a physician’s 
office, to the staff that conducts non-
stress tests there, so my service is 
not limited solely to the hospital.

  Besides the Basic Fetal Monitoring 
courses, I am an instructor of the 
Association of Women’s Health, 
Obstetric & Neonatal Nurses’ 
(AWHONN) Intermediate and 
Advanced Fetal Monitoring courses, 
and have Intermediate Fetal 
Monitoring and Advanced Fetal 
Monitoring courses independent of 
the AWHONN programs.

2. Postpartum Hemorrhage & 
Shoulder Dystocia Drills are 

conducted with the high-
fidelity birthing simulator, 
Noelle®. I make these 
drills as ‘real’ as possible, 
involving the blood bank and 
pharmacy in the hospitals 
where we ‘run’ the drills. 
Scenarios are presented, 
and the staff responds 
appropriately. The drills are 
most beneficial when all 
disciplines participate—when 
we have a physician who 
responds to the call!

3. Hypertensive Disorders in 
Pregnancy is a 2-hour course 
that reviews the morbidity and 
mortality statistics (national, 
state), informs participants of 
updated terminology; discusses 
treatment, prompts recognition of 
worsening condition, management 
and what to expect regarding 
delivery options. Use of Noelle® 
for eclamptic seizure drills gives 
participants ‘hands-on experience.

4. Perinatal Bereavement is 
a 4-hour course that informs 
participants how to effectively 
care for patients (and the families 
of those patients) who are 
experiencing an IUFD, or death of 
neonate. This course also gives 
possible self-care strategies for the 
staff to employ.

5. Imminent Delivery and Basic 
Neonatal Resuscitation is a 
4-hour course that is taught in 
any of the non-OB hospitals in 
the region, because we all know 
sometimes, laboring women stop 
in ANY hospital to delivery their 
baby!  This course offers ‘hands-on’ 
experience uses the high-fidelity 
birthing simulator (Noelle®) and 
neonatal simulator (Sim-Newbee®). 

6. Maternal Code drills are also 
conducted with Noelle®, and offer 
hands-on experience when a 
maternal code needs to be initiated.

My main goal is to help prepare 
bedside staff to provide the best care 
for their patients—so the outcomes 
of those patients are optimal. The 
L&D unit managers and I freely 
communicate needs when those 
needs present themselves. Please 
feel free to let me know if you see an 
opportunity for improvement!

Physicians’ Alliance of America is a non-profit GPO serving 
10,000 private practices nationwide.

Physicians’ Alliance
of America

SIGNIFICANT SAVINGS 
FOR OB/GYNS

• IUDs
• Vaccines
• Medical Supplies
• Pharmaceuticals

• Office Supplies
• Malpractice Insurance
• Medical Waste Removal
• Staffing Services and more!

Join Today!
PhysiciansAlliance.com/join 

It’s FREE!
Learn More:

 866-348-9780
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Atlanta, GA

Winter Symposium 
Saturday, February 11th, 2017 

Atlanta Marriott, Buckhead  
 

Topics include zika, NAS,  
perinatal depression and STIs  
from the obstetric and pediatric 

perspectives 


