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About Healthy Mothers, Healthy Babies Coalition of Georgia 1

Since 1974, Healthy Mothers, Healthy Babies Coalition of Georgia has been the strongest statewide 
voice for improved access to healthcare and health outcomes for Georgia’s mothers and babies. 
HMHBGA is the only organization in Georgia that focuses on the full spectrum of maternal and 
child health concerns from prematurity to maternal mortality.

Access to Vital Resources: On behalf of the Georgia Department of Public Health (DPH), HMHBGA 
operates the Georgia Family Healthline, Children 1st high-risk screening line, and Help Me Grow 
Georgia to provide callers with appropriate referrals and resources across the State. HMHBGA also 
operates the Prevent Child Abuse Georgia Helpline on behalf of Georgia State University.

Advocacy: In a non-partisan role, HMHBGA engages with legislators as well as medical, business 
and other community organizations to encourage fiscally responsible policies that promote access 
to care and improved health outcomes for women and children.

Education: HMHBGA provides evidence-informed prenatal education across the State through 
collaboration with other community organizations and clinicians. HMHBGA also works to educate 
and build capacity for healthcare providers and public health professionals working in maternal 
and infant health across Georgia.
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Executive Summary
The 2019 State of the State: Maternal and Infant Health in Georgia Report summarizes the known 
data and evidence regarding maternal and infant health indicators in the state of Georgia. It is 
published by Healthy Mothers, Healthy Babies Coalition of Georgia, and this is the third edition of 
this report. The purpose of this report is to continue to share current knowledge and projected 
trends of maternal and infant health outcomes in Georgia, as well as what can be accomplished 
to further improve the health of mothers and babies. Primary sources of data were used when 
possible (e.g. Online Analytical Statistical Information System [OASIS], Pregnancy Risk Assessment 
& Monitoring System [PRAMS]), and further data analysis was conducted using IBM SPSS® and 
R. Additionally, content area experts were consulted to provide the most updated statistics, in 
addition to current best practices.

Overall, we found that Georgia has made many strides in maternal and child health in the past 
decade, however there is still room for improvement. Georgia ranks high in TDaP and HPV 
vaccine uptake for children. However, flu vaccine uptake is below average for children, pregnant 
women, and adults, compared to national rates. Georgia is also a top performer in developmental 
screenings of children. Georgia’s breastfeeding frequency of initiation is slightly higher than 
the national average. However, the duration to the recommended six months of exclusive 
breastfeeding remains a challenge. Nationally, Georgia ranks in the bottom 10% for infant mortality, 
low birthweight, preterm birth, and maternal mortality. In 2017, the leading cause of infant death 
in Georgia was fetal and infant conditions, particularly prematurity. Georgia also experiences 
unintended pregnancy slightly above the national average. Finally, there are known disparities 
and inequities in Georgia by race, age, ethnicity, education, region, insurance status, etc. Black 
and African American women in Georgia experience worse maternal and infant outcomes than all 
other races and ethnicities.

In order to improve maternal and infant health in Georgia, we recommend evidence-based 
interventions in the following areas: (1) infant health, (2) prenatal/perinatal health, (3) maternal 
substance prevention, (4) neonatal abstinence syndrome, (5) maternal mental health, (6) maternal 
mortality prevention, (7) patient education, (8) increasing breastfeeding duration, (9) social support 
during prenatal and postpartum periods, (10) legislative advocacy, and (11) data collection and 
needs assessment.

Key Findings
•	 The Georgia Maternal Mortality Review Committee found that 58% of pregnancy-related 

deaths in 2014 were preventable.
•	 As of 2017, Georgia’s infant mortality rate ranked 6th highest in the nation. 
•	 In both 2016 and 2017, Georgia ranked 4th highest in low birthweight nationally.
•	 As of 2017, Georgia ranked 5th highest in the nation for preterm birth rates (marginal 

increase from 2013 to 2017).
•	 As of 2015, Georgia’s breastfeeding frequency of initiation was slightly higher than the 

national average. However, the duration to the recommended six months of exclusive 
breastfeeding remains a challenge.

•	 As of 2015 in Georgia, the rate of neonatal abstinence syndrome in Georgia increased 
threefold from 2010.

•	 In 2011, the frequency of unintended pregnancy was 54.8% across Georgia, with large 
disparities by race.

•	 Georgia’s teen pregnancy rate for 2017 was slightly higher than the national average, but have 
continued to decrease over time.

•	 Georgia ranked highest in TDaP and HPV vaccine uptake in children in 2016.
•	 In Georgia, pregnant women ranked below the national average for flu vaccine uptake in 2017.
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Introduction
Healthy Mothers, Healthy Babies Coalition of Georgia’s (HMHBGA) mission is to improve maternal, 
child and infant health through advocacy, education and access to vital resources1. The State of 
the State of Maternal & Infant Health in Georgia is provided by HMHBGA to both private and public 
stakeholders to summarize pertinent health data in the following areas: fetal and infant health, 
maternal health, access to care, racial and ethnic disparities, and regional perinatal statistics. Our 
goal is to continue to share the knowledge of where we have been, where we are now, and what 
can be done through the collaboration of invested stakeholders. The previous State of the State 
was published in 2016. In this version of the report, we have included seven new sections: Dental 
Care, Insurance and Medicaid, Vaccinations, WIC Services, Social Support, Racial and Ethnic 
Disparities, and Perinatal Region Statistics. A significant amount of the data used in this report are 
from primary sources a. 

Data analysis conducted by the following Graduate Research Assistants: Michaila Czarnik, Sara 
Blough, Sarah DiGirolamo, Jasmine Kelley, Sabrina Madni, and Jiaxin Xu. 

Edited by Amber Mack, MSW, Elise Blasingame, MSW, and Mica Whitfield, LMSW

Report design and layout by Krishna Inmula

Learn more about ways to get involved with Healthy Mothers, Healthy Babies Coalition of Georgia 
by emailing us at thecoalition@hmhbga.org.

An electronic version of this document, with hyperlinked citations, is on the HMHBGA website: 
www.hmhbga.org. 

Published November 2019.

a Much of the data presented in this document has been retrieved from the Georgia Department of Public Health (DPH) vital 
statistics data portal, “OASIS” (Online Analytical Statistical Information System), or from DPH analysis of “PRAMS” (Pregnancy Risk 
Assessment Monitoring System) survey data.
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Fetal & Infant Health
Live Births
Birth rate is defined as “the number of live births occurring to females in an age group per 1,000 
females in the same age group”2. Since the publication of the 2016 State of the State of Maternal 
and Infant Health in Georgia, there has been a marginal decrease in the birth rate across the state 
of Georgia from 39.6 live births per 1,000 females to 39.0 live births per 1,000 females2,3. The birth 
rate is highest in rural counties (by 0.5 per 1,000) and among Hispanic/Latino women.
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Demographics   2013 2014 2015 2016 2017 

  Total birth rates 39.9 40.3 40.2 39.6 39.0 

Race/Ethnicity       

  White (NHL*) 35.4 35.9 36.1 35.2 35.4 

 
Black/African 
American (NHL) 

39.3 39.3 39.3 38.6 38.6 

 Hispanic or Latino 58.0 56.7 57.2 56.3 54.1 

 Asian (NHL) 34.7 37.3 37.6 38.6 38.0 

      
Other Races 
(NHL)* 98.0 74.6 58.5 60.5 42.9 

Maternal Age            

  10-17 years 5.3 4.8 4.5 4.0 3.5 

 18-24 years 81.6 79.0 76.6 72.8 70.7 

      25-34 years 97.2 99.3 99.9 99.3 97.6 

 35-44 years 25.6 27.0 27.7 28.1 28.7 

 Over 45 years 0.3 0.3 0.3 0.4 0.4 

Residence       

  Rural 39.2 40.1 40.2 39.9 39.5 

 Non-rural 40.0 40.4 40.2 39.5 39.0 

*NHL – non-Hispanic or Latino 
*Data for Hispanic or Latino mothers in Georgia may be unreliable due to 
underreporting in census data or over-reporting of birth certificates. 

*Other Race: American Indian or Alaska Native, Native Hawaiian or Other Pacific 
Islander, multiracial, and unknown race 

Table 1. Birth Rates per 1,000 in GA by demographic2 
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In 2017, 99.1% of Georgia births occurred in hospitals4. In Georgia, 34.2% of mothers had cesarean 
deliveries, the 9th highest rate in the country5. Teen mothers had the highest rate of vaginal 
deliveries (87.1%), while mothers aged 35 years and older had the highest rate of cesarean sections 
(30%)6. However, a majority of births among women aged 35 years and older were delivered 
vaginally (51.6%)6.

Birth Demographics Percentage 

Vaginal 19 years and younger 87.1% 

  20-34 years 70.8% 

  35 years and older 51.6% 

Cesarean 19 years and younger 12.9% 

  20-34 years 17.4% 

  35 years and older 30% 

GA PRAMS, 2017 
 Table 2. Prevalence of Delivery Type by Maternal Age, in Georgia 20176

Decrease in Adolescent Birth Rate
According to the Centers for Disease Control and Prevention (CDC), the birth rate among teenagers 
(aged 15-19 years) in Georgia is 21.9 per 1,000 compared to the national birth rate of 18.8 per 1,0007. 
Additionally, it should be noted that over the past five years, there has been a slight decrease in the 
birth rate among women 10-19 years of age and a slight increase in women aged 35 and older2. The 
birth rate among women aged 20-34 years old has fluctuated over the same time period2.
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Reproductive Trends
Nationally, the age of mothers at their first birth has increased since 2002, with the average age at 
first birth being 23.1 years of age from 2011-20158. The age at first birth for fathers has been stable 
since 2002, at 25.5 years at first birth8. Nationally, men and women, on average, expect to have 
2-3 children in their lifetime8. Approximately one-third of all women in the United States will have 
two children by their 44th birthday8. Furthermore, 22% will have three children, 16.8% will have 
one child, 15% will have no children, and 12.6% will have four or more8. About 51% of births in the 
U.S. are unintended; Georgia is slightly higher than the national average at 54.8% unintended . Of 
those who became pregnant in Georgia, 20.2% wanted to become pregnant later, 10.5% wanted to 
become pregnant sooner, and 8.4% did not want to be pregnant6.

Use of Artificial Reproductive Technology
In 2015, 3,904 Artificial Reproductive Technology (ART) procedures were performed in Georgia10. 
ART procedures include “fertility treatments in which eggs or embryos are handled in a laboratory 
(i.e., in vitro fertilization [IVF], gamete intrafallopian transfer, and zygote intrafallopian transfer)”10. 
These procedures resulted in 1,656 pregnancies and 1,316 live-birth deliveries. The majority of wom-
en seeking ART services in Georgia are under 35 years of age10. Infertility is a growing concern with 
23.6% of married women nationally reporting impaired fecundity, and 6.7% reported as infertile (i.e., 
not surgically sterile) . Given the rising infertility rate and improvements in technology over the past 
decade, 7.3 million women between 15 and 44 years of age received infertility services from 2011-
2015 across the United States11. The majority of those women were between 35 and 44 years of age 
(21.5% for 35-39 years and 23.7% for 40-49 years, respectively)11. Of those who have received infer-
tility services, only 1.4% have received artificial insemination. The most common service utilized is 
medical advice and pregnancy counseling11. In the United States, ART resulted in 72,913 live births in 
2015, about 2% of all births that year12,13.

Birth Defects
Major birth defects are defined as structural changes present at birth, that occur in one or 
more body parts and with a spectrum of consequences from serious health, developmental, 
or functional ability of the baby to death14. Birth defects include congenital malformations, 
deformations, and chromosomal abnormalities14. Birth defects affect 1 in 33 babies annually in 
the United States . Nationally, the most prevalent is Trisomy 21 or Down Syndrome (1 in 691 births), 
followed by cleft lip or cleft palate (1 in 940 births), and atrioventricular septal defect (1 in 2,122 
births)16. Birth defects are the leading cause of infant death in the U.S. and the 3rd leading cause of 
infant death in Georgia (see Infant Mortality)2,16. In the most recently available reported comparative 
data, the rate of infant death due to birth defects in Georgia was slightly lower than the national 
average (110.6 versus 121.5 per 100,000, respectively)17. Georgia specific data on the prevalence of 
specific birth defects is not currently available.

Premature Births
The premature birth rate is defined as, “the number of live births with a gestational age less than 
37 weeks, per 100 live births”18. It should be noted that beginning with the 2014 data year (and 
retroactively through the 2008 data year), the estimated gestational age at birth follows the new 
national standard for calculating gestational age based on the Obstetric Estimate (medically 
determined) instead of the Last Menstrual Period method (determined by self-report). Rate of 
prematurity using the new indicator are about 2% lower than prematurity rates for the same years 
using the old indicator18.

Nationally, 1 in 10 babies is born prematurely, making up 9.6% of births in the U.S.19,20. In 2007, 
the estimated cost of premature birth in the U.S. is $26.2 billion annually; $5.7 billion of that 
cost is associated with lost work and pay for people born prematurely21. Among children born 
prematurely, 1 in 3 will require special school services21.
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County % of Preterm Births Total #  of Preterm Births 

Taliaferro 17.1 12 

Calhoun 16.9 43 

Clinch 15.6 75 

Screven 14.9 132 

Spalding 14.8 612 

Lamar 14.5 145 

OASIS, 2013-2017 
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Figure 5. Premature Birth Rate per 100 Live Births in Georgia, 2013-20172

OASIS

Table 3. Georgia Counties with Preterm Birth Percentages of  ≥14.5%, 2013-20172 

County % of Preterm Births Total # of Preterm Births
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Demographics   2013 2014 2015 2016 2017 

  Total births 10.7 10.8 11.1 11.2 11.4 

Race/Ethnicity       

  White (NHL) 9.4 9.3 9.4 9.8  10.0 

 Black/African American (NHL) 13.7 13.7 13.7 14.1 14.2 

 Hispanic or Latino 8.7 9.2 8.9 9.5 9.8 

 Asian 7.7 8.3 7.3 8.1 8.9 

 Other races (NHL) 10 9.6 11.1 10.4 10.2 

Education  

  Less than high-school 11.8 11.7 11.7 12.1 13.2 

 High-school diploma/GED 11.3 11.5 11 12.1 11.9 

 Some college or higher 10 10 10.3 10.4 10.6 

Maternal Age  

  10-17 years 10.1 11.5 11.9 11.1 11.5 

 18-24 years 10.5 10.7 10.5 11.2 10.8 

 25-34 years 10.3 10.1 10.2 10.6 11.0 

 35-44 years 12.5 12.8 13 13 13.5 

 Over 45 years 24.3 24.3 20.4 23.4 21.7 

Residence  

  Rural 10.8 11.6 11.0 11.5 12.0 

 Non-rural 10.7 10.6 10.7 11.1 11.3 

OASIS, 2013-2017 
Premature births are gestational age less than 37 weeks18. 

Table 4. Number of premature births, per 100 live births in Georgia2 
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Figure 6. Premature Birth Rate per 100 Live Births by Residence, 20172
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Increase in Preterm Birth Rates
In 2017, Georgia ranked 5th highest in the U.S. for preterm birth rates, compared to its ranking of 
7th highest in 201622. In Georgia, there has been a marginal increase in premature births since 2013, 
from 10.7% to 11.4% in 20172. Premature birth occurred most frequently among Black, non-Hispanic 
women2. However, there has also been a decrease in premature births among teen mothers (10-
19 years of age) over the last 20 years, from 13.2% of teen births in 1997 to 11.3% in 20172. During the 
years 2013-2017, there were slightly more premature births in rural counties than non-rural counties 
(11.4% and 10.9% respectively)2. The March of Dimes “2017 Premature Birth Report Card” rated 
Georgia as a “D” for its lack of change in preterm birth in 2016 and its projected inability to reach 
the March of Dimes goal of 8.1% by 202023.

GA Rate

GA Rate
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Risk Factors for Preterm Birth
The CDC has identified the following as risk factors for preterm birth: low income, prior preterm 
birth, infection, carrying multiples (twins, triplets, or more), tobacco and substance use, poor folic 
acid intake, certain chronic conditions, and stress . In addition, teens, women over 35, and black 
women are at a higher risk of preterm birth24. Women who use in vitro fertilization are also at a 
higher risk of preterm birth. This may be related to the increased likelihood of multiples among 
those who use in vitro fertilization24. Women can reduce their risk of preterm birth by quitting 
smoking, avoiding alcohol and drugs, seeking prenatal care as soon as pregnancy is determined, 
continuing to seek prenatal care throughout the pregnancy, seeking medical attention if there are 
warning signs of preterm labor, and spacing pregnancies at least 18 months apart. If a woman has 
experienced a previous preterm birth, she should discuss the possibility of progesterone treatment 
with her doctor or healthcare provider24. Babies who are born preterm are at risk for: “breathing 
problems, feeding difficulties, cerebral palsy, developmental delays, vision problems, and hearing 
problems”24.

Low Birthweight Babies
The rate of low birthweight (LBW) is defined as live births with birth weights less than 2,500 grams 
(5lbs. 8oz.) per 100 live births18. It is calculated by the number of live births under 2,500 grams 
divided by the number of live births multiplied by 10018. Babies born with LBW are at risk for long-
term health problems, such as, “delayed motor and social development or learning disabilities”25. 
Risk factors for LBW delivery include: maternal smoking and alcohol use, lack of weight gain, 
maternal age younger than 15 years or older than 35 years, low income and low educational 
achievement, stress, being a victim of domestic violence or other abuse, being unmarriedb, having 
had a previous preterm birth, and toxic environmental exposures (e.g. to air pollution, lead exposure 
through water, etc.)25. Suggested ways to prevent low birthweight births include: quitting smoking 
and avoiding alcohol and other substances, consulting a doctor before becoming pregnant, 
controlling chronic diseases (e.g., diabetes), seeking prenatal care throughout pregnancy, and 
taking folic acid before and during pregnancy25. 
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Rate of Low Birthweights Remains Unchanged
Nationally, the rate of low birthweight is 8.3 per 1,000 live births22. This rate has remained stable for 
the past five years26. In Georgia, 9.9% of live births result in a low birthweight baby, affecting 1 in 11 
infants22,26. In both 2016 and 2017, Georgia ranked the 4th highest in low birthweight nationally22. 
On trend with national statistics, the highest rates of low birthweight babies occur among mothers 
over 40 years and under 20 years of age (13% and 11.5%, respectively)26. 

Black non-Hispanic women have the highest prevalence (14.3%) of low birthweight deliveries of 
all racial/ethnic groups2. Rural counties experience low birthweight babies more than non-rural 
counties (10.3% and 9.8% respectively)2. This has been consistent over the past four years.

County % of Low Birthweight Births Total #  of Low Birthweight Births 

Taliaferro 17.1% 12 

Hancock 15% 50 

Macon 14.9% 100 

Dougherty 14.2% 898 

Seminole 14.1% 69 

Warren 14% 39 

OASIS, 2013-2017 
 

Table 5. Georgia Counties with Low Birthweight Percentages of ≥14%, 2013-20172
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Demographics   2013 2014 2015 2016 2017 

  Total births 9.5 9.5 9.5 9.8 9.9 

Race/Ethnicity  

  White (NHL) 7.2 7 7.1 7.3 7.4 

 Black/African American (NHL) 13.7 14 14 14.3 14.3 

      Hispanic or Latino 6.8 6.8 7 7.3 7.1 

      Asian 8.3 8.5 8.1 8.6 9.5 

 Other races (NHL) 9.5 8.8 10.1 9.0 9.3 

Education  

  Less than high-school 10.7 10.7 10.8 11.1 11.3 

 High-school diploma/GED 10.4 10.8 10.3 10.9 11.1 

 Some college or higher 8.5 8.4 8.7 8.8 8.9 

Maternal Age  

  10-17 years 11.2 11.1 11.9 12.1 10.9 

 18-24 years 10.2 10.6 10.3 10.8 10.7 

 25-34 years 8.7 8.5 8.7 8.9 9.3 

 35-44 years 10.2 10.5 10.6 10.6 10.6 

 Over 45 years 22.4 21.7 13.9 19.1 18.4 

Residence       

  Rural 9.6 10 9.6 10 10.3 

 Non-rural 9.4 9.4 9.5 9.8 9.8 

OASIS, 2013-2017 
Low birthweight births include any baby weighing less than 2,500 grams (5lbs. 8oz.) at birth.18 

Table 6. Percent low birthweight births by demographic in GA2 
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Fetal Mortality
Fetal death is defined as “death [to a fetus] prior to the complete expulsion or extraction from its 
mother” and is indicated by lack of voluntary muscle movement, breath, heartbeat, or umbilical 
cord pulsation18. Fetal deaths are often referred to colloquially as “miscarriages” if they occur before 
20 weeks of pregnancy or “stillbirths” if they occur after 20 weeks of pregnancy27. 
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Figure 11. Fetal Mortality Rate per 1,000 in Georgia, 2013-20172
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Miscarriages
Miscarriages in the United States are more common than once believed, with as many as half 
of pregnancies ending in miscarriage28. Of women who know they are pregnant, 10-15% of 
pregnancies will end in miscarriage28. All causes of miscarriage are still unknown, but 28.4% are 
attributed to placenta, cord, and membrane complications, 14.2% are attributed to maternal 
complications, and 10.2% occur due to chromosomal abnormalities that are not compatible with 
life28,29. Most miscarriages occur in the first trimester before women know they are pregnant; 
miscarriage in the second trimester occurs less frequently (1-5% of pregnancies)28.

In 2016, the majority of total fetal deaths in Georgia occurred among 25-34 year olds30. Additionally, 
in 2016, the frequency of fetal death was negatively associated with the number of successful live 
births, such that the highest prevalence of fetal deaths occurred among women who had not had 
a previous live birth and the lowest prevalence of fetal death occurred among those who had five 
or more children30.

Fetal Death Rate Second Highest in Nation
The fetal mortality rate in Georgia in 2017 was 7.8 per 1,000 births2. In 2016, 8,933 fetal deaths 
occurred in Georgia, with 81% occurring within the first 20 weeks of pregnancy30. In 2016, Georgia 
had the second highest occurrence of fetal death (at any time of gestation) in the country30.  As 
fetal loss can be a sensitive topic for both mothers and providers, the number of stillbirths is 
underreported or not reported at all31.  In Georgia, the highest rates of fetal deaths are seen among 
women 45 years or older (19.4 per 1,000) and 10-17 years old (11 per 1,000)2. Among all racial/ethnic 
groups, Black non-Hispanic women had the highest rate of fetal mortality (11.5)2. 



15Fetal & Infant Health

Demographics   2013 2014 2015 2016 2017 

 Number of fetal deaths 1,054 1,023 1,107 1,052 1,012 

  Total births 8.1 7.8 8.4 8 7.8 

Race/Ethnicity    

  White (NHL) 5.4 5.2 5.4 5.3 5.2 

 Black/African American 
(NHL) 

13.1 12.3 13 12.1 11.5 

 Hispanic or Latino 6.9 5.7 5.9 6.3 5.9 

 Asian 4.4 4.3 4.2 5.2 4.6 

 Other races (NHL) 5.2 5.5 6 6.1 7.3 

Maternal Age    

  10-17 years 12.3 9 10 11.4 11 

 18-24 years 8.2 7.8 8.4 8.1 7.6 

 25-34 years 7.3 7.1 7.7 7.4 7.3 

 35-44 years 10.3 10.1 10.4 9.6 9.5 

 Over 45 years 0 * * 19.4 19.4 

Residence    

  Rural 7.9 7 8.6 8 8.7 

 Non-rural 8.2 7.9 8.3 8 7.6 

 

 

Demographics   2013 2014 2015 2016 2017 

  Total births 9.5 9.5 9.5 9.8 9.9 

Race/Ethnicity  

  White (NHL) 7.2 7 7.1 7.3 7.4 

 Black/African American (NHL) 13.7 14 14 14.3 14.3 

      Hispanic or Latino 6.8 6.8 7 7.3 7.1 

      Asian 8.3 8.5 8.1 8.6 9.5 

 Other races (NHL) 9.5 8.8 10.1 9.0 9.3 

Education  

  Less than high-school 10.7 10.7 10.8 11.1 11.3 

 High-school diploma/GED 10.4 10.8 10.3 10.9 11.1 

 Some college or higher 8.5 8.4 8.7 8.8 8.9 

Maternal Age  

  10-17 years 11.2 11.1 11.9 12.1 10.9 

 18-24 years 10.2 10.6 10.3 10.8 10.7 

 25-34 years 8.7 8.5 8.7 8.9 9.3 

 35-44 years 10.2 10.5 10.6 10.6 10.6 

 Over 45 years 22.4 21.7 13.9 19.1 18.4 

Residence       

  Rural 9.6 10 9.6 10 10.3 

 Non-rural 9.4 9.4 9.5 9.8 9.8 

OASIS, 2013-2017 
Low birthweight births include any baby weighing less than 2,500 grams (5lbs. 8oz.) at birth.18 Table 7. Fetal mortality rate in Georgia by demographic2 

*Rates not stated due to low frequency (1-4 events) 
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County Fetal Mortality Rate Total # of Fetal Deaths 
Montgomery 20.9 10 
Johnson 20.8 10 
Hancock 20.6 7 
Warren 17.7 5 
Meriwether 17.2 22 
Sumter 15.9 31 
Wilkes 15.5 8 
OASIS, 2013-2017 

 Table 8. Georgia Counties with Fetal Mortality Rates of  ≥15 Deaths per 1,000 , 2013-20172 
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Figure 12. Fetal Mortality Rate in Georgia by Race/Ethnicity, 20172
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Infant Mortality
Infant mortality is defined as “the death of an infant before his or her first birthday” and is 
calculated by the number of infant deaths divided by the total number of live births multiplied by 
1,00032,33. The top five leading causes of infant mortality as identified by the CDC are birth defects, 
preterm birth and low birthweight, Sudden Infant Death Syndrome (SIDS), maternal pregnancy 
complications, and injuries32. Nationally, the rate of infant mortality in 2016 was 5.9 per 1,000 live 
births22,34. Known methods of reducing infant mortality include receiving preconception and 
prenatal care, creating a safe sleep environment for the infant, receiving newborn screenings, 
limiting substance use, and taking folic acid to reduce neural tube defects35.
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Figure 14. Infant Mortality Rate in GA, 2013-20172
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Infant Mortality Rate Sixth Highest in Nation
In 2017, the infant mortality rate in Georgia was 7.2 per 1,000 live births, ranking 6th highest in 
the nation36. Since 1994, the infant mortality rate in rural counties has been slightly higher than 
non-rural counties2. However, in recent years, non-rural counties’ infant mortality rates have been 
slightly higher than rural counties’ (7.3 and 6.8 respectively in 2017)2. Black non-Hispanic infants 
have the highest rate of infant mortality2.

County Infant Mortality Rate Total # of Infant Deaths 

Crisp 17 25 

Clinch 16.6 8 

Wilcox 15.3 7 

Dodge 14.5 16 

Dougherty 14.1 89 

OASIS, 2013-2017 
 Table 9. Georgia Counties with Infant Mortality Rates of  ≥14 Deaths per 1,000 , 2013-20172 
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Demographics   2013 2014 2015 2016 2017 

 Number of infant deaths 931 1,004 1,023 962 932 

  Total  7.2 7.7 7.8 7.4 7.2 

Race/Ethnicity  

  White (NHL) 5.8 5.2 5.5 5.4 4.9 

 
Black/African American 
(NHL) 

11.4 13.4 13 11.8 
11.7 

 Hispanic or Latino 4.9 4.9 5.7 6.3 5.1 

 Asian 3.3 3.9 2.7 3.5 4.1 

      Other races (NHL) 1.2 3.6 3.4 1.7 7.0 

Infant's sex at 
birth 

 

  Male 7.7 8.6 8.2 7.7 7.3 

 Female 6.7 6.7 7.4 7.1 7.2 

Residence  

  Rural 8.1 8.6 7.8 7.3 6.8 

 Non-rural 7.1 7.5 7.8 7.4 7.3 

OASIS, 2013-2017 
*Infant deaths include any loss of life between birth and one year of age.32  

 Table 10. Infant mortality rate (per 1,000 live births) in Georgia by demographic2 
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Figure 15. Infant Mortality Rate in GA by Race/Ethnicity, 20172
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Figure 16. Infant Mortality Rate in GA by Residence, 20172
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Increase in Sleep-Related Deaths
Sudden Infant Death Syndrome (SIDS) affects 4,000 infants nationally37. In Georgia, three infants 
a week will die from sleep-related causes, the majority of which are preventable38. Sleep-related 
causes of death include Sudden Unexpected Infant Death (SUIDS), Sudden Infant Death Syndrome 
(SIDS), and Accidental Suffocation Strangulation in Bed38. While SIDS is a sudden death that cannot 
be explained, SUIDS causes of death are determined after a full investigation38. SIDS and other 
sleep-related causes are a major contributor to Georgia’s high infant mortality rate, accounting 
for 11.7% of infant deaths in 2017. While the rate of SIDS has marginally increased over the last five 
years, the rate of suffocation has nearly doubled2,38. Education about safe sleep for caregivers and 
healthcare professionals has the potential to reduce Georgia’s high infant mortality rate.

In 2014, 92.4% of sleep-related infant deaths occurred between 0-6 months of age, emphasizing the 
importance of vigilance at this critical time in an infant’s life38. The Georgia Department of Public Health

GA Rate

GA Rate
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Georgia Child Fatality Review File, 201639

Other Causes of Infant Mortality
Additional leading causes of infant mortality in Georgia include fetal and infant conditions, birth 
defects, and external causes. In 2017, 21% of infant deaths were caused by prematurity, 18% by birth 
defects, and 7.7% by external causes2.

utilizes the ABC model for their Safe to Sleep Campaign. They recommend that babies sleep alone, on 
their backs, and in a crib or bassinet37. Infants should not share a sleeping surface with another person 
but should be in proximity to their caregiver37. Additionally, infants should sleep on their backs every 
time they are put down, and the surface should be firm, flat, with no toys, blankets, or crib bumpers37. 
These methods have been shown to reduce the risk of sleep-related infant death37.

Since 1990, Georgia has had a Child Fatality Review Panel that is led by the Georgia Bureau of 
Investigation. This panel reviews deaths of children (from birth through age 17) that are “sudden, 
unexpected, and/or unexplained”40. The Georgia Child Fatality Review Panel consists of, “experts in the 
fields of child abuse prevention, mental health, family law, death investigation, and injury prevention”40. 
In 2016, there were 966 infant deaths in Georgia, 200 of which were reviewed by the Child Fatality 
Review Panel40. According to the Georgia Fatality Review Panel, sleep-related infant deaths remain the 
leading cause of preventable post-neonatal deaths in Georgia. Of sleep-related infant deaths in 2016, 
85 infants (56%) were sleeping in an adult bed, 14 infants were sleeping in cribs, and 12 infants were 
sleeping in bassinets40.



21Fetal & Infant Health

 

2

2.3

3.8

7.7

11.7

18

21

Respiratory Distress Syndrome (RDS)

Lack of Oxygen to Fetus

Birth Related Infections

External Causes

Sudden Infant Death Syndrome (SIDS)

Birth Defects

Prematurity

Percent of Infant Mortality in GA by Cause, 2017

Figure 18. Percent of Infant Mortality in GA by Cause, 20172

OASIS

Cause   2013 2014 2015 2016 2017 

Fetal and Infant 
Conditions   56.6 53.3 49.3 51.9 51.2 

  

Prematurity 23.2 22.1 22.4 23.3 21.0 

Lack of oxygen to fetus 1.2 1.8 1.2 2.3 2.3 

Respiratory Distress 
Syndrome (RDS) 2.0 1.4 1.3 2.0 2.0 

Birth related infections 3.5 3.1 2.7 3.5 3.8 

Birth Defects   15.3 18.2 18.7 17.8 18.0 

  Neural tube defects 1.8 2.4 2.7 1.6 2.3 

Sudden Infant 
Death Syndrome 
(SIDS)   9.8 10.9 10.3 10.1 11.7 

External Causes   5.2 4.9 5.8 5.7 7.7 

  

Motor vehicle crashes * * 0.5 0.7 * 

Suffocation 2.8 3.7 3.8 3.5 4.4 

Homicide 1 0.9 1.3 0.9 1.8 

OASIS, 2013-2017 
 

 
Table 11. Percent of infant mortality due to an array of causes in Georgia, 2013-20172 
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Maternal Health
Maternal Disease
Because pregnancy can be a vulnerable time for both mother and baby, it is vital that our 
communities support women so they can take care of their bodies during this time. Some of 
the acute diseases and illnesses that women can experience during pregnancy include anemia, 
urinary tract infections (UTI), viral hepatitis, sexually transmitted infections, other infections, and 
hyperemesis gravidarum or severe “morning sickness”. Although these diseases are not chronic, 
they can cause complications throughout pregnancy. For example, hyperemesis gravidarum can 
lead to weight loss and dehydration, which are risky for both mother and child . Infections, such as 
UTIs, in pregnancy, can also be harmful to the baby if left untreated. Medically confirmed infections 
are treated with a round of antibiotics to help reduce the risk to the mother and infant41.

Chronic Disease
Although acute disease is a risk for mothers during this time, chronic disease is a long-term threat 
to both mother and baby. Chronic disease, also known as non-communicable disease, is defined as 
an illness that is not passed through transmission, is long in duration, and is slow in progression44. 
The World Health Organization (WHO) identifies the four main types of chronic diseases globally 
as cardiovascular disease, cancer, chronic respiratory disease, and diabetes44. Chronic diseases are 
“the most common, costly, and preventable of all health problems,” affecting half of all adults45.

Chronic disease is not only expensive for the individual, but for the country. Ninety percent ($2.97 
trillion) of the national health care budget in the U.S. can be attributed to chronic and mental 
health conditions45. The most common chronic conditions for pregnant women include: high 
blood pressure, diabetes, heart disease, and obesity46. Nationally, 700 women die of pregnancy-
related causes annually, while the impact of severe maternal morbidity from pregnancy 
complications impacts more than 50,000 women annually46. Examples of severe maternal 
morbidity include heart attack and hemorrhage. Postpartum hemorrhage is a major concern 
impacting 21.2 per 10,000 births in the U.S.47.  Since 2000, the rate of severe maternal morbidity 
has doubled in the U.S. contributing to higher medical costs and longer hospital stays46. It has 
been hypothesized that the increase in severe maternal morbidities is related to the increase in 
“maternal age, pre-pregnancy obesity, preexisting (sic) chronic conditions, and cesarean or other 
complications during delivery”46.

Complications that are chronic in pregnancy include: mental health conditions (see Perinatal Mood 
and Anxiety Disorders), hypertension, gestational diabetes mellitus, obesity (see Maternal Obesity) 
and HIV. Hypertension in pregnancy is associated with preeclampsia or toxemia (sudden increase 
in blood pressure during pregnancy), preterm delivery, low infant birth weight, placental abruption, 
and gestational diabetes41. The national cost of preeclampsia in the U.S. is $2.18 billion for medical 
costs associated with care for both mothers who experienced preeclampsia and their infants48. 
It is recommended that women who have hypertension prior to pregnancy seek treatment early 
to manage high blood pressure throughout the perinatal period41. Nationally, 912.4 per 10,000 
births are affected by hypertensive disorders and 166.9 per 10,000 births are impacted by chronic 
hypertension annually47. In Georgia, 11.7% of births were to mothers with high blood pressure,

Increase in Congenital Syphilis Rates
Congenital syphilis is on the rise in the United States for the first time in a decade, due to the 
increasing rate of syphilis among women42. From 2016 to 2017, there was a 44% increase among 
newborns, with 918 incident cases nationally (23 per 100,000 births)42. Congenital syphilis can cause 
death and health complications among newborns. Therefore, screening and treatment in the early 
stages of the disease are crucial before and during pregnancy42. In Georgia, in 2016, the rate of 
congenital syphilis is 16 per 100,000, placing Georgia among the top 10 highest rates of congenital 
syphilis among all U.S. states and territories43.
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HIV
Women should be screened for HIV as early as possible in pregnancy49. In 2017, 51.2% of Georgia 
mothers were tested within 12 months prior to pregnancy6. Transmission of HIV from mother to 
infant is possible during pregnancy, labor, birth, and breastfeeding without the proper antiviral 
treatment during pregnancy49. In 2016, nationally, there were 2,225 children (13 years or younger) 
living with HIV, 81% of which can be attributed to perinatal transmission . In 2016, there were 
122 Georgians living with HIV due to perinatal transmission50. Half of all cases of HIV-infected 
pregnant women in Georgia are between the ages of 25-34 years and about 60% of the reason for 
transmission is unknown52. However, in light of these facts, 81% of HIV-infected women received 
prenatal antiretroviral therapy and 90% received prenatal care in Georgia52. In Georgia, 85% of HIV-
infected pregnant women are Black; 7% of cases are White, and 6% of cases are Hispanic/Latina52.

eclampsia, or preeclampsia6. Non- Hispanic multiracial (20.5%) and non-Hispanic Black (17.9%) 
mothers had the highest prevalence of hypertensive disorders during their pregnancy6. Women 
with gestational diabetes mellitus are at an increased risk of preeclampsia, early delivery, cesarean 
birth, having a large infant (which increases delivery complications), and having an infant with 
low blood sugar, breathing problems, or jaundice41. Gestational diabetes typically resolves post-
pregnancy. However, women who experience diabetes during pregnancy are more susceptible 
to Type 2 Diabetes later in life41. In 2017, 8.7% of births in Georgia were to mothers with gestational 
diabetes6. Similar to hypertension, it is recommended that women who have diabetes prior to 
becoming pregnant talk to their healthcare provider before pregnancy to establish a management 
strategy before, during, and after pregnancy41.

Maternal Obesity
Obesity is determined by an individual’s Body Mass Index (BMI) which is calculated by a “person’s 
weight in kilograms divided by the square of height in meters53.” A BMI of 30.0 or higher is 
classified as obese53. Women who are obese before becoming pregnant are at higher risk of 
preeclampsia, gestational diabetes mellitus, stillbirth, longer hospital stays, and a cesarean 
delivery41. Gaining more than the recommended amount of weight during pregnancy can lead 
to higher weight retention post-pregnancy, increasing the risk of obesity54. Maternal obesity is 
a concern not only for mother, but also for baby. Gaining too much weight during pregnancy is 
associated with childhood obesity, delivery complications, and having a baby that is “too large,” 
which puts the mother and infant at risk for delivery complications54. Compared to normal weight 
pregnancy, maternal obesity in pregnancy was significantly associated with an increased odds of 
asthma in the first four years of life and for each one-unit increase in BMI there was an association 
with increased odds for asthma in children55. Research suggests that foods consumed during 
pregnancy and breastfeeding influence infant preferences. Eating a balanced diet of fruits and 
vegetables is encouraged to help set the foundation for a healthy palate and healthy eating habits 
for the baby56.
 
Almost half of all pregnancies in the United States are complicated by weight gains higher than 
recommendations established by the CDC54. Nationally, only a third of women gain a healthy 
amount of weight during pregnancy per these recommendations54. For women of normal weight, 
the weight gain recommendation for a singleton birth is 25-35 pounds54. 

In Georgia, 33.3% of women have a BMI classification of obese57. Georgia is also notably high 
nationally in several obesity indicators: 24th in obesity, 12th in diabetes, 9th in physical inactivity, 
and 17th in hypertension58. Based on CDC guidelines for BMI and pregnancy, 42.1% of live births in 
Georgia are to women with normal BMI pre-pregnancy weight59. Outside of this range, 28.3% (2015) 
of births are to women with obese BMI and 25.9% (2015) of births are to women with overweight 
BMI59. Comparisons for rural and non-rural counties cannot be made due to confidentiality 
constraints4,26,60.
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Maternal Use of Drugs and Alcohol
The use of drugs and alcohol during pregnancy is known to be detrimental to a developing fetus, 
however maternal risk behaviors, such as smoking are still prominent in the U.S.46. 

Alcohol Use
In Georgia, the data on alcohol use during pregnancy is sparse. However, the latest PRAMS survey 
collected data on alcohol consumption in the last three months of pregnancy. The majority of 
Georgia women did not drink in the last three months of their pregnancy6. However, about 9.4% 
reported having at least one drink in their last three months of pregnancy6. There is a significant 
association between maternal age and number of drinks in the last three months of pregnancy, 
with women over the age of 35 drinking at a higher frequency (15.2%) than teen mothers (0%) and 
mothers aged 20-34 years (8%)6. This age association is likely related to socioeconomic status, as 
women of higher socioeconomic status are more likely to drink occasionally and are more often 
pregnant over the age of 35 when compared to women of lower socioeconomic status.

Decline in Tobacco Use During Pregnancy
Health risks of smoking during pregnancy include preterm birth, SIDS, and in some cases fetal 
death46. Nationally, 1 in 5 women smoke in the three months prior to pregnancy and 1 in 10 smoke 
in the last three months of pregnancy46. In Georgia, there has been a decline in the percentage of 
births to women who reported using tobacco during pregnancy2. While in 2013, 6.0% of women 
reported using tobacco during pregnancy, 4.7% reported use in 20172. 

There are geographic disparities in tobacco use among Georgia mothers. In rural Georgia, 10.3% 
of mothers reported using tobacco during pregnancy, compared to non-rural Georgia at 3.6%2. In 
2017, the highest prevalence of smoking is seen among White non-Hispanic women (7.9%), teen 
mothers (5.2%), and mothers with less than a high school diploma (10.7%)2.
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Demographics   2013 2014 2015 2016 2017 

  Total births 6.0 6.0 5.7 5.2 4.7 

Race/Ethnicity  

  

White (NHL) 10 10.1 9.6 8.8 7.9 

Black/African American 
(NHL) 

3.3 3.2 3.3 3.1 2.5 

Hispanic or Latino 1.1 1.4 1 0.9 1.0 

Asian 0.5 0.5 0.3 0.3 0.2 

Other races (NHL) 4.9 4.4 4.7 4.3 5.1 

Education  

  

Less than high-school 11.8 12.3 12.3 11.6 10.7 

High-school diploma/GED 8.7 8.7 8 7.3 6.5 

Some college or higher 2.9 2.9 2.7 2.4 2.2 

Maternal Age  

  

10-17 years 4.3 4.7 4.1 3.6 3.4 

18-24 years 8.5 8.5 8 6.9 5.9 

25-34 years 5.3 5.5 5.1 5.0 4.5 

35-44 years 3.2 3.1 3.6 3.1 3.1 

Over 45 years 5.2 3.5 2.9 1.7 2.3 

Residence  

  

Rural 12.1 11.8 11.3 10.6 10.3 

Non-rural 4.9 5 4.7 4.2 3.6 

OASIS, 2013-2017 
 

 

Table 12. Percent of births to women reporting tobacco use during pregnancy by demographic in Georgia2 
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The use of e-cigarettes (e.g., vaping products) is on the rise in the United States and poses threats 
to pregnant women and their children; 14% of women nationally have used e-cigarettes during 
pregnancy with the intention to self-treat their smoking cessation61,62. Although there is not a lot 
of research on the effects of e-cigarettes during pregnancy, the dose of nicotine in e-cigarettes 
can be just as high as or higher than conventional tobacco methods63. The nicotine exposure 
from e-cigarettes impacts the tissue and organ development of the fetus and causes injury to 
the cells of the mother63. The risk of harm from nicotine exposure is so high that e-cigarettes and 
other forms of nicotine replacement therapy (NRT), are only recommended by the American 
College of Obstetricians and Gynecologists (ACOG) if behavioral interventions, like group therapy 
and telephone counseling fail62,63. Infants born to mothers who smoked during pregnancy have a 
higher risk of nicotine dependence, tobacco use later in life, and a host of other birth defects, such 
as clubfoot, gastroschisis, and heart defects62,64.
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OASIS

County 
% of Births to Women Reporting 

Tobacco Use 
Total # Births to Women Reporting 

Tobacco Use 
Walker 22.8 820 

Chattooga 22.7 321 
Stephens 20.4 308 

Dade 20.1 157 
Union 19.7 163 
Pierce 18.5 220 
Towns 18.5 78 
Murray 18 453 

OASIS, 2013-2017 
 Table 13. Georgia Counties with Percentage Maternal Tobacco Use of  ≥18%, 2013-20172 

GA Rate
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Rise in Opioid Use
Opioid use in the U.S. has been on a steady rise since the early 2000s. The rate of drug poisoning 
has increased three-fold for females since 1999, surpassing the rate among men67,68. Among 
Georgia residents, the leading cause of death is motor vehicle crashes, closely followed by drug 
overdoses. In 2014, drug overdoses surpassed motor vehicle crashes briefly65.

Opioid prescription practices impact all women nationally; 25% of privately insured women and 30% 
of Medicaid-enrolled women filled a prescription for an opioid during pregnancy69,70. However, women 
on Medicaid consistently have more opioid prescriptions filled in comparison to privately insured 
women70. In addition, there are regional differences in the frequency of opioid prescriptions across the 
U.S., with the highest frequency of opioids filled during pregnancy in the South (36%) and the lowest in 
the Northeast (9.3%)69,70. Common reasons a woman may need a prescribed opioid during pregnancy 
include cesarean delivery, abdominal and lower back pain, headaches and migraines, and joint pain69. 
The most commonly prescribed opioids among privately insured women and women covered by 
Medicaid during pregnancy are codeine (6.9 & 9.4%, respectively), oxycodone (5.5% & 13.0%), and 
hydrocodone (17.5 & 25%)69,70. According to PRAMS data from 27 states, about 5% of all pregnant women 
report they have used drugs illegally46.

Drug Use
When looking at maternal substance use by category, in 2016 stimulants (i.e. amphetamines, 
methamphetamines) were used in a third of all medically confirmed cases of maternal substance 
use in Georgia, followed by opiates (e.g. oxycodone, heroin, etc.) at 29.7%, and cannabinoids (e.g. 
marijuana, tetrahydrocannabinol [THC], etc.) at 28.7%65. Although research is limited on the effects 
of marijuana during pregnancy, the Georgia Department of Public Health (DPH) found that 23.6% 
of infants who were only exposed to marijuana in utero (monosubstance use) did have clinical 
symptoms of withdrawal; marijuana withdrawal symptoms include temporary tremors or long 
periods of crying after birth65,66. 

Rise in Neonatal Abstinence Syndrome Rates 
One major concern for women who use opioids during pregnancy is Neonatal Abstinence 
Syndrome (NAS), defined as “postnatal drug withdrawal syndrome primarily caused by maternal 
opiate use”71. In Georgia, the presence of NAS is a reportable condition to state health departments 
for public health surveillance purposes72. There are four codes that are used in the surveillance of 
NAS in Georgia identified by the Georgia Department of Public Health: “ICD-9: 779.5 (drug 

GA Rate
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withdrawal syndrome in a newborn) and 760.72 (noxious influences affecting fetus or newborn 
via placenta or breastmilk, narcotics), and for ICD-10: P96.1 (drug withdrawal, infant of dependent 
mother) and P04.4 (newborn affected by maternal use of drugs of addiction)”65.

In 2015, the rate of NAS in Georgia was 6.1 per 1,000 births, which is almost a three-fold increase from 
201065. However, as noted in the Georgia DPH NAS surveillance report, there are likely under-reports 
due to surveillance challenges with NAS65. The highest rates of NAS are seen in rural parts of Georgia, 
concentrating in the southeast and northeast corners of the state65.

In 2012, the national cost of NAS in the U.S. was $316 million, a four-fold increase from the decade 
prior. Infants affected by NAS stay on average 3.5 days longer in the hospital and incur significantly 
higher costs than non-afflicted infants ($16,893 compared to $5,610)74. From 2003-2012, 77.3% of NAS 
discharges were billed to Medicaid programs71,74. Infants born with NAS are at an increased risk of 
low birth weight, cleft palate, cleft lip, spina bifida, hypoplastic left heart syndrome, and respiratory 
complications. Furthermore, most babies with NAS will be covered by Medicaid in the first few years of 
life71,75.

FREQUENCY + RATE OF NAS (PER 1000 BIRTHS) AMONG GEORGIA INFANTS,
HOSPITAL DISCHARGE DATA, 2012 -2016
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Based on hospital discharge data from 2012 
to 2016, the number of cases and rate of 
Neonatal Abstinence Syndrome (NAS) per 
1000 births identified has steadily increased 
each year. 

State Electronic Notifiable Disease Surveillance 
System (SendSS) case report submissions have 
increased both in quantity as well as the number 
of hospitals participating in reporting, which 
parallels the increase identified in hospital 
discharge data surveillance. In comparison to 
the number of infants identified in hospital
discharge data, a gap remains in reporting. 
Outreach efforts to increase awareness of NAS 
and the reporting requirements among hospitals 
are ongoing.

Methodology: The rate is calculated by counting the number of 
cases of infants under 1 year of age diagnosed with NAS in Georgia, 
divided by the total number of hospital births among Georgia 
residents. Diagnosis and hospital births were defined using 
International Classification of Disease (ICD) codes. While ICD-9 
codes were used to identify cases of NAS from 2012 through the 
first three-quarters of 2015, the last quarter of 2015 transitioned 
to the new ICD-10 coding system. Neonatal intensive care unit 
stays may result in long term use of opiate medications related 
to treatment of complicated neonatal illnesses, so certain cases 
were systematically excluded from the case count based on 
potential for NAS diagnosis related to treatment of illness.

Data Source: Georgia Hospital Association, Hospital Discharge 
Data (2012-2016)

* December 2016-November 2017.  
Data Source: Georgia SendSS

Of all substances identified in confirmed NAS cases 
using lab test from either the mother or infant, 
opiates were the most frequently identified. 

CATEGORY BREAKDOWN:

Stimulants – amphetamines, methamphetamines, cocaine
Opiates – all categories of opiates licit and illicit (buprenorphine, 
                     tramadol, oxycodone, heroin, methadone, etc.)
Cannabinoids – THC, marijuana 

  Data Source: Georgia SendSS

*  Mother and/or infant tested positive for substance. December 2017

NEONATAL ABSTINENCE SYNDROME (NAS) DATA SUMMARY2016-2017
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Confirmed NAS Cases
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Figure 22. Frequency and rate of neonatal abstinence syndrome cases (per 1,000 births) among Georgia infants from 
hospital discharge data, 2012-201673

Georgia Department of Public Health

Maternal Mortality
There are two distinct measurements of maternal mortality recognized in public health. The first 
identifies maternal deaths by death certificate via an ICD-10 code and only includes, “causes 
related to or aggravated by pregnancy or pregnancy management76”. Pregnant women are 
not captured with this measurement if their death was not associated with their pregnancy 
(e.g., unintentional injuries, homicides, suicides, etc.)76. Additionally, this measurement only 
captures women up to 42 days “after the termination of pregnancy”76. This is the most common 
measurement of maternal mortality and is used by international organizations, like the World 
Health Organization. 

An additional measure of maternal mortality looks at maternal deaths more than 42 days, but less 
than one year after delivery and is coined as “Late Maternal Death”. This code is identified with ICD-
10 09676. This second measurement of maternal mortality is used by the CDC and has a broader 
definition of maternal mortality, which looks at maternal deaths up to one year postpartum and
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Figure 23. Percent of Pregnancy-Related Death in GA by Race/Ethnicity, 201478

Georgia Department of Public Health

Over Half of Pregnancy-Related Deaths Preventable 
Georgia’s MMR for pregnancy-related deaths from 2012-2014 was 26 per 100,000 births78. The 
Georgia Maternal Mortality Review Committee reviews cases of maternal deaths caused by 
pregnancy complications in order to identify contributors and possible interventions to maternal 
mortality in Georgia78. The last Maternal Mortality Review Committee report covered cases from 
2014 and looked at 85 cases of both pregnancy-associated (not related deaths) and pregnancy-
related deaths78. The Maternal Mortality Review Committee found that 58% of pregnancy-related 
deaths that occurred in 2014 were preventable78. They also found that 49% of pregnancy-related 
deaths in 2014 occurred among Black, non-Hispanic women, 28% among White, non-Hispanic 
women, and 12% among Hispanic women78. Additionally, 40% of pregnancy-related deaths 
were to women 30-34 years of age78. In 2014, 74% of pregnancy-related deaths occurred within 
42 days after the end of pregnancy78. Of all pregnancy-related deaths, the majority of women 
experienced complications with cardiovascular and coronary conditions, followed by embolism, 
cardiomyopathy, and hemorrhage78.

is divided into two categories: pregnancy-associated (or unrelated) deaths and pregnancy-related 
deaths76. This definition was created in 1986 by the American College of Obstetricians and the 
CDC76,77. The Georgia Department of Public Health defines a pregnancy-associated, but not related, 
death as “the death of a woman while pregnant or within one year of the end of pregnancy, due 
to a cause unrelated to pregnancy (e.g. motor vehicle crash, homicide or cancer, as determined 
by the Georgia Maternal Mortality Review Committee)”78. The Georgia Maternal Mortality Review 
Committee uses this broader definition to understand the nuanced determinants that contribute 
to maternal deaths. Given that there are three distinct points in time to measure maternal deaths 
(up to 42 days after termination of pregnancy, more than 42 days but less than one year after 
termination of pregnancy, and up to one year postpartum), using calculations that are comparable 
can be difficult.

National Overview
Using the broader CDC definition for pregnancy-related maternal mortality, the national maternal 
mortality ratio has almost tripled since 198777. The maternal mortality ratio (MMR) for pregnancy-
related deaths in 2016 was 19.9 per 100,000 births and is predicted to be 20.7 per 100,000 for 2018 
given current trends79. Maternal age also influences these rates, with the MMR for mothers aged 
25-34 at 14 per 100,000 and mothers aged 35-44 at 38.5 per 100,00079.
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Perinatal Anxiety
The second most common Perinatal Mood and Anxiety Disorder is perinatal anxiety, which is 
defined as a “range of anxiety disorders, including generalized anxiety, panic disorder, and/or social 
anxiety experienced during pregnancy or the postpartum period,” occurs in 6-8% of pregnancies 
nationally101. Obsessive Compulsive Disorder (OCD) in pregnancy or the postpartum period is likely 
under-reported, but is known to occur in 4% of new mothers and is defined as “intrusive repetitive 
thoughts that are scary and do not make sense to mother/expectant mother. Compulsions (e.g., 
counting, hand washing) may or may not be present”101. Some risk factors unique to perinatal 

Perinatal Mood and Anxiety Disorders
There are several Perinatal Mood and Anxiety Disorders that affect women during the pregnancy 
and postpartum period: perinatal depression, perinatal anxiety, Obsessive-Compulsive Disorder 
(OCD), Posttraumatic Stress Disorder (PTSD), and postpartum psychosis101. The most commonly 
diagnosed of these is perinatal depression which affects up to 20% of new mothers101. Perinatal 
depression is defined as a “depressive episode that occurs during pregnancy or within a year of 
giving birth”101. There is an important distinction between perinatal depression and the “baby 
blues”. Perinatal depression is a depressive episode over a prolonged period of time, the “baby 
blues” are temporary, “with peak onset 3-5 days after delivery and a maximum duration of two 
weeks,” usually resolving itself without intervention101. The “baby blues” occur in up to 80% of new 
mothers, and although it can be a risk factor for a Perinatal Mood and Anxiety Disorder, it is not 
causal101. According to the Georgia Maternal Mortality Review Committee, 6% of the pregnancy-
associated deaths were due to suicide in 2013102. Access to mental health records can be difficult for 
the Committee to access during review, making causal determinations difficult.

Maternal Depression
The frequency of feeling “down, depressed, or hopeless” based on PRAMS data is outlined in the 
Table below6. The frequency of having little interest or pleasure in doing things among Georgia 
women who gave birth follows a similar pattern of association, with the majority of women 
never losing interest or pleasure in doing things (51%) and a very small percentage always having 
little interest or pleasure in doing things (4.8%)6. The prevalence of maternal depression during 
pregnancy is 8.4%6.

Frequency % 

Always 0.27% 

Often 4.3% 

Sometimes 14.5% 

Rarely 32.1% 

Never 48.9% 

PRAMS 2017, Georgia 
 Table 14. Prevalence of feeling “down, depressed, or hopeless,” 20176 

Contributing Factors
According to the 2018 report published by the CDC reviewing findings from nine statewide 
maternal mortality review committees within the US, over 60% of the reviewed pregnancy-related 
deaths were preventable80. The most prevalent elements identified as contributing to death were 
patient and family factors, particularly lack of knowledge among patients and family regarding 
warning signs and when to seek care. Provider-related factors were the second contributing causes 
of death, particularly misdiagnosis and ineffective treatments. Finally, systems of care factors, such 
as lack of coordination among providers, were the third contributing causes of death80.
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Perinatal Mood and Anxiety Disorders and Maternal Age
Research suggests that perinatal mood and anxiety disorders and maternal age are associated 
as well. In the U.S., early parenthood has shown association with depressive symptoms such that 
younger mothers experienced higher levels of depressive symptoms than older parents and 
non-parents103. One study found that teen mothers have higher levels of depressive symptoms 
compared to young adult mothers and childless females103. The findings of this study suggest 
that young childbearing reduces the potential for social capital as young mothers transition into 
adulthood (e.g. parenthood as a barrier to romantic partners and maintaining same-age friends) 
and also increases financial strain which can all contribute to feelings of depression103. However, 
several longitudinal studies suggest that the feelings of depression and distress are temporary for 
young mothers who do not have a previous diagnosis of depression or were not already at a higher 
level of distress (e.g., financial, social, etc.)104,105,106. 

Posttraumatic Stress Disorder and Perinatal Psychosis
Nationally, posttraumatic stress disorder occurs in 2-9% of mothers and is defined as “specific 
anxiety symptoms, including nightmares, flashbacks, and hypervigilance, experienced after 
traumatic events(s), including a traumatic birth”101. Posttraumatic stress disorder has the same 
risk factors as perinatal depression, anxiety, and OCD in addition to risk factors associated with a 
traumatic birth experience and previous sexual trauma101.

The final Perinatal Mood and Anxiety Disorder, perinatal psychosis, only occurs in 1-2 in 1,000 
pregnancies across the country and is defined as the “sudden onset of psychotic symptoms 
following childbirth, in particular delusions regarding self and/or child. Increased risk with bipolar 
disorder”101. Risk factors of perinatal psychosis are primarily associated with a “history of bipolar 
disorder, history of psychosis, history of postpartum psychosis (80% will relapse), family history of 
psychotic illness, severe sleep deprivation, and medication discontinuation for bipolar disorder 
(especially when done quickly)”101. Women who experience postpartum psychosis should seek 
immediate psychiatric help101.

depression, anxiety, and OCD include personal or perinatal history of mood or anxiety disorders, 
lack of social support, poor marital or intimate partner relationship, difficulties in pregnancy or 
in infant temperament, having a child with special needs or an extended time in the neonatal 
intensive care unit, and having a prior pregnancy or infant loss101. 
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Access to Care
Prenatal Care
There are three measures that DPH uses to estimate prenatal care: Inadequate Kotelchuck Index 
(IKI), late or no prenatal care births, and less than 5 prenatal care visit births18. The IKI measures 
“adequacy of prenatal care based upon month of entry, number of prenatal visits and gestational 
age of infant at birth. It uses the ACOG’s standards for the number of visits”18. The calculation for IKI 
is as follows: [Number of Live Births with Inadequate Kotelchuck Value / Number of Live Births] x 
10018. The second measure, late or no prenatal care is defined as “births where the mother received 
prenatal care after the 2nd trimester, or not at all”18. The final measure, less than five prenatal care 
visit births is calculated by “the number of births where mother had less than five prenatal care 
visits, per 100 live births”18.
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Figure 24. Percent Inadequate Prenatal Care by Kotelchuck Index, 2015-20172

OASIS

Early prenatal care is essential for the healthy development of the baby and the health of the 
mother during pregnancy. The CDC recommends taking folic acid, checking for rubella and blood 
type, and seeking counseling on smoking, alcohol, and healthy eating before conception81. Prenatal 
checkups are essential to reducing maternal and infant mortality rates.
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Demographics   2015 2016 2017 

  Total  19.4 19.2 19.0 

Race/Ethnicity    

  White (NHL) 11.7 11.7 11.9 

 Black/African American (NHL) 26.2 25.8 25.9 

 Hispanic or Latino 28.4 26.2 24.4 

 Asian 18.2 17.2 16.3 

 Other races (NHL) 25.6 25.6 24.1 

Education    

  Less than high-school 34.8 35.2 35.2 

 High-school diploma/GED 23.5 24.0 23.8 

 Some college or higher 12.5 12.1 12.3 

Maternal Age    

  10-17 years 38.8 38.6 37.2 

 18-24 years 24.8 25.1 24.9 

 25-34 years 16.7 16.6 16.5 

 35-44 years 15.4 15.3 15.7 

 Over 45 years 23.9 22.1 22.7 

Residence    

  Rural 17.9 17.0 17.6 

 Non-rural 19.8 19.6 19.2 

OASIS, 2015-2017 
Note. The Kotelchuck Index is sometimes referred to as Adequacy of 
Prenatal Care Utilization (APNCU) Index18 

 Table 15. Percent Inadequate Kotelchuck Index by demographic2 
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County 
% of Births with 

Inadequate Kotelchuck 
Index 

Total # Births with 
Inadequate 

Kotelchuck Index 

Glynn 39.6 1,108 
McIntosh 36.7 125 

Echols 36.2 59 
Webster 32.9 27 

Grady 32.3 315 
Clayton 30.8 3,785 
Dooly 29.1 82 

Randolph 28.9 69 
Gordon 27.8 561 
Sumter 27.1 308 
Douglas 27 1,318 

Polk 26.7 426 
Carroll 26.7 1,166 

Brantley 26.5 178 
DeKalb 25.3 7,288 

Hancock 25.3 46 
Rockdale 25.2 719 

Gilmer 25.2 245 
Schley 25 37 

OASIS, 2013-2017 
 Table 16. Georgia Counties with Percent Inadequate Kotelchuck Index of  ≥25%, 2015-20172 

Decrease in Prenatal Care
Since 1994, there have been at least 37 labor and delivery unit closures across the state of Georgia, 
limiting pregnant women’s access to care, particularly in rural counties82. In Georgia the percentage 
of women who attend less than five prenatal visits have incrementally increased over the last 
decade2. In 2017, 7.7% of births across the entire state of Georgia were preceded by less than 
five prenatal visits compared to 4% in 19972. Likewise, the percentage of women who received 
late or no prenatal care has also marginally increased in the past decade. From 1997 to 2017, the 
percentage of births with late or no prenatal care rose from 3.1% to 5.6%2.

Georgia’s progress on Healthy People 2020 for prenatal care has not been determined in the 
initiative’s midterm report. The 2020 benchmarks for beginning prenatal care in the first trimester 
and receiving adequate and early prenatal care are 77.9% and 77.6% of births, respectively83. In 
Georgia, 74.8% of women obtain prenatal care during the first trimester84. There are several barriers 
that Georgia women cited as reasons they could not access early prenatal care, the top three 
being: not knowing they were pregnant (42.9%), could not get an appointment (25.6%), and no 
transportation to the appointment (12.9%)c,85.

c Missing system total was 86.6%, so percentages should read “of those who responded to the question.”
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Prenatal Care Disparities by Demographics
When looking at the frequency of inadequate prenatal care by demographics, there are disparities 
by race, age, geography, and education in Georgia as well. While, only 11.9% of White non-Hispanic 
women received inadequate prenatal care, 25.9% of Black non-Hispanic and 24.4% of Hispanic 
women did2. In 2017, inadequate prenatal care was more prevalent among mothers aged 19 years 
and younger compared to mothers 20 years and older (31.5% and 18.2% respectively)2. Since 2006, 
women in non-rural counties have not only received less prenatal care overall, but the prenatal 
care that does occur is often late or less frequent in occurrence2. For example in 2017, 6.8% of rural 
mothers and 7.8% of non-rural mother had less than five prenatal visits2. The gap between rural 
and non-rural in late or no prenatal care is much smaller at 5.2% and 5.7% respectively2. Moreover, 
there is also an educational trend: women with less education receive less prenatal care2. In 2017, 
10.6% of mothers with less than high school education, 6.8% of mothers with a GED or high school 
diploma, and 3.8% of mothers with some college or higher had births preceded by late or no 
prenatal care2.
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Prenatal Education
Across the U.S., 94% of women have received some prenatal education before their 6th month 
of pregnancy86. Based on a sample of Georgia PRAMS respondents, only 8% attended a class to 
prepare for childbirth85. There is a significant positive association between maternal education 
and prenatal classes. Mothers with 16+ years of education attend the most prenatal classes (28.1%) 
and mothers with <8 years of education attend the least (6.7%)85. There are statistically significant 
differences in who is attending prenatal classes by race. While White mothers make up 20.5% of 
prenatal class attendees, only 14.1% of Black mothers are attending prenatal classes85.

In 2018, Healthy Mothers, Healthy Babies Coalition of Georgia conducted a study, An Evaluation of 
Current Prenatal Education Availability and Receptivity to Online Education in the State of Georgia.  
The study evaluated provider education referral practices, prenatal education curriculum, and the 
experiences of pregnant and postpartum women with prenatal education classes through focus 
groups and surveys160. Providers surveyed (n=216) were most likely to refer patients to a local hospital 
for prenatal education. This becomes more difficult in rural areas where there are fewer labor & delivery 
hospitals. After reviewing 105 prenatal curricula in Georgia, we found that important maternal and 
infant health topics such as oral health, STI prevention, health literacy, Medicaid, and public benefit 
programs were not typically included. Participants in our pregnant and postpartum patient focus 
groups also identified a need to learn more about postpartum care and cesarean section procedures. 
While patients preferred face-to-face education, they were receptive to an online or mobile-based 
education platform.  Participants in each category were representative of different communities across 
the State of Georgia. Importantly, the study found that only 10-12% of women in Georgia are receiving 
any type of in-person prenatal education outside of their prenatal visits with providers.  See the 
Recommendations section for more on Pickles & Ice Cream (P&I) Georgia – a free, online platform for 
families in Georgia to access easy to understand, evidence-based, prenatal education.

Postpartum Visits
Postpartum visits are comprehensive health exams of mothers within the first month after 
delivery. The assessment includes an evaluation of mood and emotional well-being, infant care and 
feeding, contraception, birth spacing, sleep/fatigue, physical recovery from birth, chronic disease 
management, and health maintenance87. The American College of Obstetricians and Gynecologists 
recommends that ongoing postpartum care is individually tailored to women’s needs and takes 
into consideration potential changes in insurance coverage87. Postpartum care should begin 3 
weeks after delivery and conclude with a comprehensive visit at 12 weeks87. The comprehensive 
visit should include an assessment of physical, and psychological wellbeing of mother and baby.

Nationally, approximately 40% of women in the U.S. report not attending a postpartum visit87. In 
April 2018, ACOG released a statement on redesigning postpartum care as it relates to maternal 
mortality, referring to the time immediately postpartum as the “fourth trimester”87. As of 2018, it is 
recommended that women meet with their Ob/Gyns or other maternity care providers within the 
first three weeks postpartum, and have an additional comprehensive care visit no later than twelve 
weeks postpartum87. This is an update to the previous recommendation of a visit at six weeks 
postpartum with no follow-up87.

Data on Georgia’s frequency of postpartum care visits is limited. However, some indicators can be 
observed from 2017 PRAMS6. In 2017, 91% of women in Georgia attended their maternal postpartum 
checkup6. Among women enrolled in Medicaid, 52.5% are receiving timely (21-56 days after delivery) 
postpartum visits compared to the national median for Medicaid patients of 60.1%88.

Breastfeeding
The American Academy of Pediatrics (AAP) recommends that infants be exclusively breastfed for 
the first six months of life and that the introduction of solid food only compliment the baby’s diet in 
the first year of life89. Water is considered unnecessary for infants during the first six months89. 
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Breastfeeding Frequency Slightly Higher than National Average
According to the CDC’s most recently published breastfeeding report card, 83.2% of infants born in 
2015 were ever breastfed, and breastfeeding rates at 6 and 12 months have increased from 201492. 
However, there is a steep decline in continued breastfeeding between initiation and the first six 
months, with only 57.6% infants still breastfeeding for the entire duration of the recommended 
minimum of six months92.

Georgia’s breastfeeding frequency is slightly higher than the national average, with 84% of mothers 
ever breastfeeding their infants92. At six months, 55.5% of infants were still breastfeeding and 22.1% 
of infants were breastfeeding exclusively92. For infants who are exclusively breastfed in Georgia, 
only 43.8% are still exclusively breastfeeding at three months92.  Notably, Georgia does not have 
regulations that support access to breastmilk in childcare settings. The decrease in breastfeeding 
rates throughout the first 12 months of life may suggest that women are not receiving the social, 
political, and/or physical support they need to continue breastfeeding92.  

AAP recommends breastfeeding through the first year (12 months) of life and the WHO 
recommends breastfeeding through the first two years of life (24 months), with continuation as 
long as both mother and baby desire89.

Benefits of breastfeeding for mothers include lowering the risk of heart disease, type 2 diabetes, 
ovarian cancer, and breast cancer89. Benefits of breastfeeding for babies include reducing the risk 
of asthma, obesity, type 2 diabetes, ear and respiratory infection, and SIDS89. The CDC provides 
recommendations to mothers who want to nurse by encouraging skin-to-skin contact, rooming-
in, and avoiding pacifiers immediately following birth90. Skin-to-skin contact can stimulate milk 
production, in addition to stabilizing the mother’s glucose levels and maintaining the infant’s 
body temperature90. Rooming-in is the practice of allowing mother and infant to remain together 
in the hospital post-birth for 24 hours a day. Following safety guidelines, rooming-in allows the 
mother to be attentive to her infant’s feeding needs90. Finally, pacifiers should be avoided for 
mothers initiating breastfeeding and should be delayed until breastfeeding practices are firmly 
established90. There is a correlation between U.S. breastfeeding rates and mother and infant 
medical costs in the U.S., with low rates of breastfeeding accounting for $3 billion in associated 
medical costs for mother and baby91.

Barriers to Breastfeeding
Approximately 60% of mothers stop breastfeeding before they originally intended93. Some reasons 
for early discontinuation may include: returning to work early, lack of support, issues concerning 
modesty, and lack of access to professional breastfeeding support93,94. Georgia women cited 
several reasons as to why they did not choose to breastfeed, the top five reasons being: the mother 
did not want to (51.5%), the mother did not like it (18.6%), the mother tried but it was too hard 
(13.9%), the mother was sick (11.1%), and the mother had other kids to care for (10.4%) (See Appendix 
A)85. The top five reasons why women did not continue to breastfeed after initiating include: they 
were not producing milk (39.2%), milk alone did not satisfy their baby (38.3%), they experienced 
difficulty latching (28.2%), it was too hard or painful (19.2%), and the mother had to return to work or 
school (19.1%)85.   

Demographics and Breastfeeding Rates
There is a significant association between race/ethnicity and breastfeeding rates. Multiracial 
(99.3%) and Hispanic women had the highest rates of ever breastfeeding, while Asian (77%) and 
Black (81.1%) had the lowest rates6. For women who receive Medicaid, about 81.4% ever breastfed, 
compared to 90.3% of women with private insurance6. Among women without insurance, 86.8% 
ever breastfed6. There is also a significant relationship between education and ever breastfeeding, 
with higher education levels being associated with the frequency of breastfeeding (71.1% of 
mothers who did not finish high school to 93.4% of mothers with at least a bachelor’s degree)6.  
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Baby-Friendly Hospital Designation
The Baby-Friendly hospital designation is a WHO international initiative started in the 1990s to 
recognize hospitals that promote breastfeeding initiatives within a set of global guidelines. In 
2018, 25% of births in the U.S. were at Baby-Friendly hospitals, a five-fold increase from 200895. 
There are 530 Baby-Friendly Hospitals in the U.S. and 13 Baby-Friendly Hospitals in Georgia as of 
July 201895. Another assessment measure of breastfeeding in the U.S. is the Maternity Practices in 
Infant Nutrition and Care Survey, which “assesses maternity care practices and provides feedback 
to encourage hospitals to make improvements that better support breastfeeding”96. In Georgia, 
31.1% of births are occurring in Baby-Friendly hospitals and Georgia’s Maternity Practices in Infant 
Nutrition and Care Survey score is 75/10092,90. In 2017, Georgia met the benchmark for the Healthy 
People 2020 breastfeeding initiation rate of 81.9%92.

The Georgia Department of Public Health’s Georgia 5-Start Hospital Initiative program also recognizes 
hospitals that promote and support breastfeeding within their facilities97. The WHO and Baby-Friendly 
USA’s Ten Steps to Successful Breastfeeding is used to encourage hospitals to promote breastfeeding 
in their maternity centers. A hospital receives 1 star for every 2 steps they perform until reaching 
the 5-star designation97. As of July 2019, 20 hospitals throughout the state of Georgia are 5-Star 
participants97.

Breastfeeding Laws
There are two Georgia laws and one national law concerning breastfeeding outside the home: 
Code §31-109: Breastfeeding in Public, Code §34-1-6: Breastfeeding at Work and The Patient 
Protection and Affordable Care Act amended section 7(r). The details of those laws are outlined in 
the table below98,99,100: 

Level Law Name/ Code Summary of Law 

State Code §31-109: 
Breastfeeding in Public 

“Mothers in Georgia may breastfeed their babies in any location 
where the mother and baby are otherwise authorized to be.”i 

State Code §34-1-6: 
Breastfeeding at Work 

“Employers may provide ‘reasonable unpaid break time’ each 
day to employees who need to breastfeed or pump breast milk. 
Break time should coincide with any break time already given 
to employees. Employers may provide a room where moms can 
breastfeed or pump breast milk in private (other than a toilet 
stall). Additionally, employers are not required to provide break 
time if doing so would disrupt work operations.”ii 

Federal The Patient Protection 
and Affordable Care 
Act amended section 
7(r) of the Fair Labor 
Standards Act 
regarding 
breastfeeding at work 

The amended section states that: “An employer should provide 
– (A) a reasonable break time for an employee to express breast 
milk for her nursing child for one year after the child’s birth 
each time such employee has need to express milk; and (B) a 
place, other than a bathroom, that is shielded from view and 
free from intrusion from coworkers and the public, which may 
be used by an employee to express breast milk.”iii 

 

i O.C.G.A. § 31-1-9 (Lexis Advance through the 2019 Regular Session of the General Assembly).  
ii O.C.G.A. § 34-1-6 (Lexis Advance through the 2019 Regular Session of the General Assembly) 
iiiU.S. Department of Labor. (n.d.). Section 7(r) of the Fair Labor Standards Act – Break Time for Nursing Mothers Provision.  
Retrieved from https://www.dol.gov/whd/nursingmothers/Sec7rFLSA_btnm.htm 

                                                           

Table 17. State and Federal Laws Concerning Breastfeeding
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Dental Care
Dental care during pregnancy is an essential part of health management for both mother and 
baby. The American Dental Association (ADA) has determined that “preventive, diagnostic 
and restorative dental treatment is safe throughout pregnancy,” in addition to the use of local 
anesthetics with epinephrine . There are several common oral health concerns during pregnancy 
which include: gingivitis, dental caries (cavities), pyogenic granuloma, and erosion107.

One of the biggest concerns is the increased susceptibility to bacteria in the gums and acidity in 
the mouth due to vomiting during pregnancy. Thus the ADA recommends brushing twice a day 
with a soft-bristled toothbrush, flossing, and using fluorinated products107. The use of nitrous oxide is 
determined to be harmful to the developing fetus and should be avoided during pregnancy107. Patients 
who need radiographs should have abdominal and thyroid shielding per the recommendation of 
ACOG107. Additionally, there has been a strong correlation suggested between periodontal disease and 
preterm deliveries, due to the path of inflammation from the gums to the bloodstream. This infection 
directly impacts the fetus, leading to premature labor and low birthweight babies108. Known barriers 
to accessing dental care include: being unaware of the importance of dental care during pregnancy, 
hesitancy from the dental provider to service pregnant women, limited financial resources, and lack of 
transportation109.

Nationally, about 56% of women during pregnancy did not visit a dentist, although it is projected that 
67.4% of women of reproductive age would see a dentist in 2018110,111. In Georgia, in 2017, 39% of women 
had their teeth cleaned during their last pregnancy6. Additionally, 71.6%  had dental insurance and 
85.8% of women reported knowing about the importance of caring for their teeth and gums during 
pregnancy6. Mothers 35 years and older had the highest rate of dental cleanings at 53.2%; this was 
found to be significant when compared to teen mothers at 27.4%6. There are significant differences in 
maternal teeth cleaning during pregnancy among racial groups, with non-Hispanic White (46.4%) and 
non-Hispanic Black (41.7%) mothers receiving teeth cleanings at higher rates compared to Hispanic 
(20.7%) mothers6. There are also disparities in oral health during pregnancy among insurance groups. 
Dental cleanings received by Georgia Medicaid patients while pregnant, slightly decreased between 
2012-2017. In 2012, 4% of pregnant patients received a dental cleaning while only 2% received one in 
2017112.

 2012 2013 2014 2015 2016 2017 

Total Deliveries 88,024 87,484 87,479 80,634 64,362 
 

64,323 
 

Percent of Patients 4% 2% 2% 3% 2% 2% 

Georgia Department of Community Health, 2019 
 Table 18. GA Medicaid Patients that Received a Dental Cleaning During Pregnancy112 

Insurance and Medicaid
In 2017, 90% of women had health coverage: the most in national history . One of the largest 
barriers to care is affordability including: services not being covered, cost sharing, out-of-pocket 
costs of prescriptions and treatment, and providers not accepting coverage113. Additionally, women 
reported not having time to seek care or not having employment that allows them to take time 
off to go to an appointment113. Over half (55%) of adult women take at least one prescription 
on a regular basis, and 26% of those women do not have those prescriptions covered by their 
insurance113. Currently, 33% of women have personal unpaid medical bills, and 25% had trouble 
paying medical bills for themselves or their family in the past year113. This burden is greater for
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who have fair or poor health, those living <200% below the Federal Poverty Line, those uninsured, 
and those in rural communities113. Furthermore, Black women are significantly more burdened by 
unpaid medical bills (44%) than White (32%) and Latina (26%) women113. Since 2013, there have been 
modest declines in cost barriers to low-income and uninsured women; however, 49% still report 
delaying care due to costs113.

Georgia Medicaid and CHIP Enrollees
According to the April 2018 Medicaid Report, Georgia received a total of 46,419 new applications 
for Medicaid and Children’s Health Insurance Plan (CHIP)114. Of those, 38,182 new people (both men 
and women) were deemed eligible for Medicaid, and 1,188 children were deemed eligible for CHIP 
at the enrollment period114. Across the State, there were 1,824,433 people enrolled in Medicaid or 
CHIP as of April 2018114. Georgia did not expand Medicaid to low-income adults and their children 
(at or below 138% of the federal poverty level) as part of the 2010 Affordable Care Act (ACA)114.

Above Average Medicaid and CHIP Quality of Care
Medicaid.gov publishes state-specific measures of quality of care. Overall, Georgia is slightly 
above average in their Medicaid and CHIP quality of care compared to other states88. In regards 
to children-specific services, 94.4% of children had a Primary Care Physician (PCP) visit at 12-24 
months of age. However, only 58.5% of infants had 6 or more Well-Child visits during  the first 15 
months of life88. Georgia, in particular, performs well in the area of vaccines, ranking above average 
nationally with 84.7% of children receiving meningococcal conjugate and TDaP vaccines by their 
13th birthday (compared to the national median of 73.2%)88. About 1 in 5 Georgia adolescents 
covered by Medicaid or CHIP (18.7%) receive their 3rd human papillomavirus (HPV) dose by their 
13th birthday (compared to the national median of 20.8%)88. Finally, Georgia is also a leader in 
screening children 0-3 years of age for developmental, behavioral, and social delays, with 52.1% of 
children enrolled on CHIP being screened (compared to the national median of 39.8%)88. 

Poor Maternal Outcome for Medicaid Enrollees
Among women enrolled in Medicaid who delivered live births, only 38.2% of women had almost all 
of their expected prenatal visits (compared to the national median of 61.7%)88. Georgia is also below 
average nationally for early prenatal care. Among women enrolled in Medicaid who delivered live 
births, 67.6% had at least one prenatal care visit in the first trimester or within the first month and 
a half of Medicaid enrollment (national median, 81.6%)88. However, women enrolled in Medicaid in 
Georgia are almost in line with the national median, in their frequency of postpartum care visits, 
with 52.5% of women receiving a postpartum care visit between 21-56 days after delivery (national 
median, 60.1%)88.

Lack of Insurance Coverage: Pre-pregnancy and Postpartum
The Medicaid program in Georgia offers a variety of prenatal services including genetic counseling, 
case management, substance alcohol abuse treatment, prenatal and postpartum home visits, 
childbirth education classes, infant care/parenting education, birth center deliveries, postpartum 
visits, breastfeeding education, and electric breast pumps115. In 2014, 54% of Georgia births 
were covered by Medicaid116. However, there is a disparity between insurance coverage during 
pregnancy and in the postpartum period. Data from the 2017 PRAMS show that, in Georgia, the 
frequency of uninsured mothers covered before pregnancy is 24.6%, during pregnancy is 6.5%, 
and in the postpartum period is 24.7%6. This trend is present for Medicaid users as well, with 
15.5% of women covered before pregnancy, 47.6% covered during pregnancy, and 23.9% covered 
postpartum6. Women who were privately insured during pregnancy have the lowest prevalence 
of postpartum coverage loss (5%)6. Among women covered by Medicaid during their pregnancy, 
34.6% become uninsured during the postpartum period6. In 2016, 6.7% of children were uninsured 
in Georgia117.

Planning for Healthy Babies
Planning for Healthy Babies is Georgia’s family planning demonstration waiver through the 
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Georgia Medicaid. It aims to reduce low birthweight and very low birthweight babies in Georgia . 
The four plans women can enroll into are: Amerigroup, Peach State, CareSource, and Wellcare118. 
Planning for Health Babies provides no-cost family planning services to Georgia U.S.-born women 
18-44 years of age who do not receive Medicaid, have recently given birth, and are no more than 
200% of the federal poverty level (FPL)119.

Three types of services are offered: family planning only, inter-pregnancy care, and Resource Mother 
outreach119. Inter-pregnancy care services are for women who gave birth to a baby weighing less than 3 
pounds, 5 ounces on or after January 1, 2011. Inter-pregnancy care services offer primary care, substance 
abuse treatment, case management, limited dental services, and prescription drugs for treatment of 
chronic diseases. Resource Mother outreach services are for women who currently receive Medicaid 
benefits and gave birth to a baby weighing less than 3 pounds, 5 ounces on or after January 1, 2011. 
This service offers support to mothers and provides them with information on parenting, nutrition, and 
healthy lifestyles.

As of 2017, there were a total of 21,195 enrollees in family planning only services and 1,975 enrollees in 
inter-pregnancy care and Resource Mother services120. In 2017, 109,373 women were eligible for Planning 
for Healthy Babies family planning only services in Georgia120. Therefore, 19.4% of the eligible population 
were enrolled in the program. Of the 3,354 women eligible only for the inter-pregnancy care and 
Resource Mother program services, 58.9% were enrolled in the program120.

It is important to note that the February 2017 implementation of the Georgia Gateway, the State’s 
integrated system for determining eligibility across multiple benefits programs, has resulted in a 
notable increase of eligible women in need of family planning services enrolled in Planning for Healthy 
Babies. The number of women enrolled in the family planning component of the program doubled 
from 2016 to 2017. Additionally, inter-pregnancy care enrollment doubled from 2016 to 2017, and 
Resource Mother enrollment grew nine times from 2016 to 2017120.

In 2017, 14% of women enrolled in the family planning only services at Planning for Healthy Babies 
attended a family planning visit within the first six months of enrollment, compared to 18.8% enrolled in 
the inter-pregnancy and Resource Mother services. Moreover, of women enrolled in the family planning 
only services, 9.8% had a visit or service for birth control within the first six months of enrollment, 
compared to 13.1% enrolled in the inter-pregnancy and Resource Mother services120.

Overall, the Planning for Healthy Babies 2018 Annual Report demonstrated the program’s positive 
effect on reducing unintended births, reducing teen births, increasing access to pregnancy prevention, 
increasing age at first birth, and reducing very short inter-pregnancy intervals. Additionally, Planning for 
Healthy Babies enrollees in the inter-pregnancy care and Resource Mother only services experienced a 
significant decrease in subsequent adverse birth outcomes120.

WIC Services
WIC is the Women Infants and Children Special Supplemental Nutrition Program that provides 
short-term assistance to pregnant women and their children to improve nutrition and health 
behaviors121. Women are eligible to participate under the following circumstances: if they are 
pregnant, breastfeeding, postpartum, their children are under 5 years of age, and are equal to or 
less than 185% FPL121. Georgia WIC provides food vouchers for WIC-authorized vendors along with 
nutrition and breastfeeding education121. Nationally, 7,286,000 people participated in WIC in 2017, 
with the average national cost per participant averaging $41.25 monthly122. The national average 
cost for the program is $5,638,800,000 annually122. In 2017, Georgia received $191,152,834 in Food 
and Nutrition Services and Administration (NSA) grants123. Nationally, there were 1,880,000 infants 
enrolled in WIC in 2016124. In April 2018, Georgia had 54,233  women enrolled in WIC, about an 8% 
decrease from the previous year125. 

In Georgia, the majority of infants on WIC are fully formula-fed (72.1%); 27.8% of infants are breastfed 
(exclusively or partially), but only 8.4% are breast fed exclusively126. The average food cost per person is 
$39.23 monthly in Georgia126. Based on 2017 PRAMS data, 39.9% of Georgia mothers utilized WIC
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during their pregnancy6. There is a significant difference in WIC use by age, with teen mothers 
using WIC services at a significantly higher rate (71.7%) than mothers aged 20-34 (41.6%) and 
mothers older than 35 years old (17.8%)6. Additionally, there was a significant difference between 
WIC use and race among Georgia mothers, with more non-Hispanic Black mothers enrolled in WIC 
(57%) than non-Hispanic White mothers (26.5%)6. 

In 2017, the Atlanta Community Food Bank conducted an exploratory study with participants 
regarding their utilization or lack thereof of WIC benefits127. Participants generally viewed WIC as a 
valuable program that helped with formula and breastfeeding, nutritional education, and general 
support. The most common places where participants received information about WIC were at 
doctors’ offices, in the hospital after delivery, and through friends and family127.

While many parents were aware of the services provided by WIC, most felt that the food was 
inadequate, and not inclusive of foods they would normally eat or enjoy127. Participants also cited long 
clinic waits, negative customer service, and vouchers with little flexibility (complicating the shopping 
experience) as negatives of the program. The fact that participants perceived the value of WIC to 
decrease once an infant was no longer on formula, was the primary identified barrier to increased 
participation. Participants felt that the challenges that came with renewal were no longer worth the 
benefits of the program. Additionally, fear of being involved in a government program was a barrier 
to participation within the Hispanic community. When presented with the idea of switching from 
vouchers to an electronic benefits transfer (EBT) type card, participants responded positively as they all 
had personal smartphones and most had access to a computer or tablet127.

Influenza Vaccine
Influenza (flu) in children can result in pneumonia, an infection in the lungs131. The flu vaccine is 
recommended during pregnancy and can be received at any time to protect mothers and babies
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Vaccinations
Vaccinations during pregnancy are important for mother and baby, in order to protect against 
preventable diseases. CDC recommends that women get flu and tetanus, diphtheria, and pertussis 
(TDaP) vaccines during pregnancy128. There are only 3 vaccines that CDC does not recommend for 
pregnant women: Shingles Zoster (ZVL), measles/mumps/rubella (MMR), and Chickenpox (Varicella) 
based on contradicting data128. 
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against the virus . Mothers who breastfeed can also help protect infants via the sharing of 
antibodies through breast milk, which is important because infants 6 months and younger cannot 
be vaccinated against the flu129.

Nationally, 35.6% of women reported getting a flu shot 6 months prior to or during pregnancy. While 
97.9% reported going to a doctor’s visit while they were pregnant, 25.7% reported not receiving a 
recommendation or being offered the flu vaccine130. Women who are offered a flu vaccine by their 
health provider are nine times more likely to receive the flu vaccine during pregnancy than those who 
were not offered or given a recommendation to get a flu vaccine130. The most common reasons women 
received the flu shot were because (1) they wanted to protect their baby, (2) they wanted to protect 
themselves, and (3) a healthcare provider made the recommendation130. The most common reasons a 
woman did not receive the flu vaccine were: (1) lack of belief in the effectiveness of the vaccine, (2) fear 
of side effects and becoming sick from the vaccine, and (3) concerns about their baby’s safety130.

In Georgia, in 2017 33.8% of women received a flu shot during pregnancy and 8.4% before their 
pregnancy6. Of women who received flu shots, there was a statistically significant difference by race/
ethnicity. Non-Hispanic Asian (47.6%) and non-Hispanic White (40.4%) mothers had higher rates of flu 
shot uptake compared to non-Hispanic multiracial (25.7%) and non-Hispanic Black (26.9%) mothers6.  
There are also difference in flu vaccination between insurance groups. In 2017, among pregnant Georgia 
Medicaid patients, only 7% received a flu vaccine during pregnancy, although there was an increase in 
vaccinations of 3% between 2012-2017112.
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TDaP Vaccine Rate Among Highest in Nation
Diphtheria, pertussis, whooping cough, and tetanus are three diseases that are prevented by the 
TDaP vaccine. In some cases, children have died from these diseases, making protection against 
them important in infancy131. The CDC recommends pregnant mothers receive the TDaP vaccine 
between the 27th and 36th week of pregnancy to protect against whooping cough131. Infants 
should receive their first TDaP vaccine at 2 months and a 4th dose by 18th months131. 

Nationally, 83.4% of U.S. children receive 4 doses of TDaP by their 3rd year132. Uptake in TDaP has 
remained relatively stable since 1998 in the U.S.132. Overall Georgia ranks in the top 10% of TDaP 
vaccination rates across the country and, following national trends, coverage has also remained steady 
since 1998132. In Georgia, 90.6% of 3 month olds received their first dose of TDaP, 85.5% of 5 month olds 
received their 2nd dose, and 90% of 3 year olds have had at least 4 or more doses in 2016132. Of child WIC 
participants, 88.9% also received 4 or more TDaP vaccines by year 3132. Between 2012-2017, there was a
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drastic increase in the percent of pregnant Georgia patients receiving a TDaP vaccine, with a rise 
from 1% in 2012 to 97% in 2017112. 

Nationally, TDaP frequency varies by race and ethnicity; 84.8% of White children, 83.3% of Hispanic 
children, 76.8% of Black (non-Hispanic) children, and 83.6% of mixed-race children received 4 or more 
TDaP vaccines in 2016132. In Georgia, 90.4% of Black (non-Hispanic) children, 90.9% Hispanic, 89.8% of 
White children received at least 4 more TDaP vaccines by age 3132.
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Social Support
Parental Roles in Managing Child’s Health Care
Social support is an important factor to address when attempting to understand health risks for 
pregnant women. Social support can include a spouse, partner, family, friends, employer, or health 
care provider. Among heterosexual two-parent households in the United States, mothers are 
considerably more likely to manage a child’s health care needs than fathers (about 75% of mothers 
compared to about 20% of fathers)133. Notably, 33% of mothers reported sharing the responsibility of 
caring for a sick child with their spouse or partner equally133. The majority (56%) of working mothers 
do not get paid when they take time off from work to care for their sick child or children133. Notably, 
mothers on Medicaid (40%) or uninsured (44%) are offered paid sick leave significantly less often 
than privately insured mothers (73%)133.

Among divorced and never married mothers, approximately 90% responded that they usually made 
decisions about selecting their child(ren)’s doctor, made sure their child(ren) get the care their doctor 
recommended, and take their child(ren) to doctor’s appointments133. These responses were statistically 
significant for both groups when compared to about 75% for married mothers133. Unemployed mothers 
are significantly less likely to make decisions about selecting a child’s doctor compared to mothers 
who are employed full- and part-time133. Additionally, mothers who work part time are more likely to 
miss work when their children are ill133. Since 2002, the percentage of married mothers nationally has 
decreased (62.3% to 50.1%), whereas the number of cohabiting mothers has nearly doubled (12.4% to 
25.8%) and the number of unmarried and not cohabitating mothers has remained roughly the same 
(25.3% to 24.1%)134.
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Abuse During Pregnancy
Emotionally and/or physically abusive reactions should be taken seriously by family, friends, 
employers, and providers. Abuse during pregnancy can come in several forms. Some common 
triggers of abuse during pregnancy include: a partner being upset about the pregnancy being 
unplanned, the financial burden of supporting children, and jealousy when attention shifts from 
the partner to the new baby135. The National Domestic Violence Hotline and the ACOG recommend 
healthcare providers ask partners to leave the room briefly during prenatal check-ups to privately 
discuss partner support, screen for domestic violence, and provide resources if necessary136,84.

Among all adult U.S. women, 27% have discussed domestic violence with their provider, with 
18-24 year olds reporting the lowest frequency of discussions at 23%137. It is estimated that 1 in 3 
adult women have experienced rape, physical violence, or stalking by an intimate partner in their 
lifetime137. There is a significant difference in patient reporting of domestic violence based on 
insurance status, with women using Medicaid reporting domestic violence significantly more to 
their providers than women using private insurance (38%)137. Additionally, women living <200% FPL 
report domestic violence to their providers significantly more than those living >200% FPL137.

Georgia ranks 8th in the nation for highest rate of death of women by men138. In 2016, there were over 
53,000 reports of domestic violence and over 11,000 reports of rape and sexual assault in Georgia138. 
Approximately 70% of domestic violence deaths in Georgia are committed with firearms138. In Georgia, 
1.5% of pregnant women reported being physically hurt by a partner or spouse in the year before their 
pregnancy and 1.1% reported being physically hurt by a partner or spouse during their most recent 
pregnancy6. There are significant differences before pregnancy by maternal age, with teen mothers 
experiencing less physical harm by a partner or spouse compared to mothers aged 20 and older6. In 
regard to rates of physical abuse by a partner or spouse in Georgia, there were no statistical differences 
by race among women who were physically abused the year before becoming pregnant or during their 
most recent pregnancy6.
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Racial and Ethnic Disparities
Fetal and Infant Health

Infant and Fetal Mortality Rate Highest Among Black/African American Infants
From 2013-2017 in Georgia, non-Hispanic Black live births resulted in the highest rate of infant 
death at 12.2 per 1,000; the lowest rate of infant death is among non-Hispanic Asian infants at 3.5 
per 1,000 live births2. In 2017, the fetal mortality rate told a similar story with the highest rate of fetal 
mortality among non-Hispanic Black/African Americans at 11.5 per 1,000, above the state average 
(7.8 per 1,000)2. Non-Hispanic White and Asian women are below the Georgia state average (5.2 
and 4.6 per 1,000, respectively)2. Hispanic/Latino fetal death rate is also below the state average 
at 5.9 per 1,0002.   In Georgia, the highest frequency of infant mortality is seen among African 
American males (13.1 per 1,000), followed by African American females (11.3 per 1,000)2.

The CDC has found the highest prevalence of SIDS to be among non-Hispanic Black (172.5 per 
1,000) and American Indian/Alaskan Native (169.6 per 1,000) infants15. On the contrary, Mexican, 
Puerto Rican, and Asian/Pacific Islander rates of SIDS were lower than those of non-Hispanic White 
infants (44% versus 53%, 64% lower, respectively)15. The reasons for these discrepancies is uncertain, 
but can provide the basis for targeted intervention programs to reduce the rate of SIDS in Georgia. 

No Improvement in Disparity Ratio of Preterm Births
Georgia was ranked 32nd of all U.S. states for preterm birth racial and ethnic disparities by the 
March of Dimes20. The disparity ratio of preterm births between all women of color and White 
women in Georgia is 1.32 and has not improved since 201623. The March of Dimes disparity ratio is 
derived from the Healthy People 2020 methodology which compares the group with the lowest 
preterm birth rate to the average for all other groups. Improvement is measured by comparing 
the current disparity ratio to a baseline disparity ratio. A disparity ratio of one signifies no disparity, 
and a lower disparity ratio is better23. Moreover, when broken down by race, the risk of preterm 
birth among Black women in Georgia is 53% higher than that of all other racial categories and 48% 
higher than that of all other racial categories at the national level20,23. The lowest incidence rate of 
preterm birth from 2013-2015 was seen among Asian/Pacific Islanders at a rate of 8.2%, while the 
highest was among Black women at a rate of 13.7%23.

Black women in Georgia also experience the highest percentage of low birthweight births at 13.9%, 
compared to Hispanic women at the lowest percentage (7%); the second highest percentage of 
low birthweight babies in Georgia occurs among American Indian/Alaska Natives at 10.4%17.

Maternal Health
Unintended Pregnancy Rates Highest for Non-Hispanic Black/African American and Hispanic 
Women
Although the frequency of unintended pregnancy is 54.8% across the state, there are disparities 
by race in the frequency of unintended pregnancy in Georgia9. In Georgia, 73.4% of non-Hispanic 
Black women and 57.9% of Hispanic women reported that their pregnancies were unplanned, 
while non-Hispanic White women reported unplanned pregnancies under the state average at 
42.6%9.

Maternal Mortality Rates Highest Among Black/African-American Women
The national rate of maternal mortality for all women has been on the rise since 1994. However, 
from 2012-2014, maternal mortality was highest among Black, non-Hispanic women at 47 deaths 
per 100,000 live births compared to White women at 14.3 per 100,00078. Of the 43 pregnancy-
related deaths in 2014, 49% were deaths of Black/African-Americans78. From 2012-2014, 60% of 
pregnancy-related deaths were among African American78. The CDC recognizes that nationally, 
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Breastfeeding Rates Lowest Among Black/African American Women
There is a racial disparity in breastfeeding rates between Black/African American mothers 
and White women. According to the CDC, “Black infants are 15% less likely to have ever been 
breastfed than white infants”91. In Georgia, there is significant association between race/ethnicity 
and breastfeeding rates, with non-Hispanic Black (81.1%) and non-Hispanic Asian (77%) mothers 
breastfeeding less than non-Hispanic White mothers (86.7%)6. 

“African American women are 3 to 4 times more likely to die of pregnancy complications than 
white women”46.

Alcohol and Tobacco Use Highest Among White Women
In Georgia, in 2017, the percent of births to women who reported drinking alcohol during 
pregnancy was highest among non-Hispanic White women, followed by non-Hispanic Black 
women (0.3% compared to 0.2%, respectively)2. Also in 2017, the percentage of births to Hispanic 
or Latino women who reported drinking alcohol during pregnancy was 0.1%, compared to 0.2% 
among non-Hispanic or Latina women2.  Moreover, the percentage of births to women who 
reported using tobacco during pregnancy in Georgia in 2017 was highest among non-Hispanic 
White women at 6.4%. This is followed by American Indian or Alaska Natives at 5.1%, multiracial 
Georgians at 4.9%, and Asians at 0.2%. Among Hispanic or Latinos, 1% of births were to women who 
reported drinking alcohol during pregnancy, compared to 5.3% of non-Hispanic or Latino births.  
Moreover, the highest opioid prescription claims among Medicaid-enrolled women are seen 
among non-Hispanic Whites compared to other racial and ethnic groups70.

Prenatal Care by Racial/Ethnic Group
In Georgia, the highest frequency of less than five prenatal visits in 2017 was seen among non-
Hispanic Native Hawaiian and Pacific Islanders at 14.9%, followed by non-Hispanic American Indian 
or Alaskan Native mothers at 13.5%, non-Hispanic Black/African American mothers at 11.2%, and  
Hispanic or Latino mothers at 9.7%2.  In 2017, the highest frequency of late or no prenatal care was 
seen among Native Hawaiian and Pacific Islanders at 9.6% followed by multiracial women at 8.6%, 
Black/African Americans at 8%, and American Indian or Alaskan Natives at 5.1%2.

Distance to hospitals becomes a barrier to accessing prenatal care when public transport is absent 
or unreliable . This barrier disproportionately affects women of color, who are less likely to have 
access to personal vehicles139. Moreover, when looking at the most common reasons women report 
delaying or going without medical care, white women report not being able to find time to go 
to the doctor, compared to black and Latina women who report being unable to take time off of 
work113. Black and Latina women were significantly more likely to have delays or lack of medical 
care due to transportation than White women113. 
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Figure 30. Georgia’s Regional Perinatal Centers141

Perinatal Regional Statistics
Defined by the Georgia Department of Public Health, there are six Perinatal Regions across the 
state of Georgia which have been strategically formed based on “regional need and available 
funding” . The six regions are as follows: Albany, Atlanta, Augusta, Columbus, Macon, and Savannah. 
Each Perinatal Region has its own unique “collaborative system of hospitals [and] providers 
striving to assure that deliveries happen in the hospital with the appropriate level of care for the 
mother and the infant”141. Within each region, there is a Regional Perinatal Center that provides 
comprehensive prenatal care in any risk category, medical consultation, inter-hospital transport 
assistance to high-risk mothers and infants, and education for regional hospital staff and 
providers141. Each perinatal center enters into a yearly contract with DPH to ensure guidelines for 
each Regional Perinatal Center (RPC) are met140.

For the following tables, data for birth rate, low birthweight, preterm birth, fetal mortality, and infant 
mortality are from 2013-2017. Inadequate prenatal care is measured by Kotelchuck index data from 
2015-2017. White, Black, multiracial, American Indian or Alaskan Native, and Native Hawaiian or Pacific 
Islander race is non-Hispanic or Latino ethnicity.
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Region % 

Rural 

Birth 

Rate (per 

1,000) 

Low 

Birthweight 

(%) 

Premature 

Birth (%) 

Inadequate 

Kotelchuck 

Index (%) 

Fetal 

Mortality 

(per 1,000) 

Infant 

Mortality 

(per 1,000) 

Albany  90% 42.9 11.2%a 12.2%a 21.4%a 9.4a 9.9a 

Atlanta  49%b 38.6b 9.2%b 10.5%b 19.9% 7.9 6.7b 

Augusta  75% 39.5 9.5% 11.1% 14.7% 7.4b 8.1 

Columbus  76% 41.5 10.4% 11.7% 19.7% 7.9 8.1 

Macon  93%a 40.1 11.1%a 12.2%a 14.5%b 8 9.7 

Savannah  83% 44.9a 9.8% 11.3% 21.1% 8.5 7.8 

 a. indicates highest ranking in that category 
b. indicates lowest ranking in that category  

 Table 19. Perinatal Region Abbreviated Table

Region Race 

Birth 
Rate 
(per 

1,000) 

Low 
Birth-

weight 
(%) 

Premature 
Birth (%) 

Inadequate 
Kotelchuck 

Index (%) 

Albany White (NHL) 39.1 7.4 10.2 13.3b 

 Black/African 
American (NHL) 

45.1 15.8a 14.8a 25.4 

 Asian (NHL) 33.5 8.6 6.9b 23.3 

 Multiracial (NHL) 40.3 11.9 11.6 25.4 

 American 
Indian/Alaskan 
Native (NHL) 

10.2b * * * 

 Native 
Hawaiian/Pacific 
Islander (NHL) 

30 * * * 

 Hispanic or Latina 61.3a 7.1b 9.1 42a 

Atlanta White (NHL) 33.3 7.1 9.3 10.7b 

 Black/African 
American (NHL) 36.4 13.1a 13.2 28.3 

 Asian (NHL) 37.8 8.6 8b 16.8 

 Multiracial (NHL) 48.2 9.1 9.8 26.5 

 American 
Indian/Alaskan 
Native (NHL) 

13.7b 9.4 8.6 18.8 

 Native 
Hawaiian/Pacific 
Islander (NHL) 

43.8 11.1 15.4a 36.2a 

 Hispanic or Latina 56.8a 7b 9.2 25.3 

Augusta White (NHL) 37 6.9 9.6 10.5b 



50 Perinatal Regional Statistics

Region Race 

Birth 
Rate 
(per 

1,000) 

Low 
Birth-

weight 
(%) 

Premature 
Birth (%) 

Inadequate 
Kotelchuck 

Index (%) 

Albany White (NHL) 39.1 7.4 10.2 13.3b 

 Black/African 
American (NHL) 

45.1 15.8a 14.8a 25.4 

 Asian (NHL) 33.5 8.6 6.9b 23.3 

 Multiracial (NHL) 40.3 11.9 11.6 25.4 

 American 
Indian/Alaskan 
Native (NHL) 

10.2b * * * 

 Native 
Hawaiian/Pacific 
Islander (NHL) 

30 * * * 

 Hispanic or Latina 61.3a 7.1b 9.1 42a 

Atlanta White (NHL) 33.3 7.1 9.3 10.7b 

 Black/African 
American (NHL) 36.4 13.1a 13.2 28.3 

 Asian (NHL) 37.8 8.6 8b 16.8 

 Multiracial (NHL) 48.2 9.1 9.8 26.5 

 American 
Indian/Alaskan 
Native (NHL) 

13.7b 9.4 8.6 18.8 

 Native 
Hawaiian/Pacific 
Islander (NHL) 

43.8 11.1 15.4a 36.2a 

 Hispanic or Latina 56.8a 7b 9.2 25.3 

Augusta White (NHL) 37 6.9 9.6 10.5b 

 Black/African 
American (NHL) 41.3 14.7a 14.5 20.1 

 Asian (NHL) 33.9 7 7.3b 16.2 

 Multiracial (NHL) 47.8 8.8 10.5 19.3 

 American 
Indian/Alaskan 
Native (NHL) 

12.9b 10.2 14.3 14.7 

 Native 
Hawaiian/Pacific 
Islander (NHL) 

51.2a 8.5 15.9a 40.8a 

 Hispanic or Latina 47.5 6.7b 8.6 18.6 

Region Race Birth 
Rate 
(per 

1,000) 

Low 
Birth-

weight 
(%) 

Premature 
Birth (%) 

Inadequate 
Kotelchuck 

Index (%) 

Columbus White (NHL) 
39.5 7.5 10.2 14b 

 Black/African 
American (NHL) 41.7 15.8 14.8a 26.2 

 Asian (NHL) 36.3 10.6 10.3 22.9 

 Multiracial (NHL) 54.4a 9.5 10.5 22 

 American 
Indian/Alaskan 
Native (NHL) 

13.4b 18.4a 14.3 40.9a 

 Native 
Hawaiian/Pacific 
Islander (NHL) 

52.1 * 8.1b 32.4 

 Hispanic or Latina 51.6 6.8b 8.9 30.8 

Macon White (NHL) 35.9 7.3b 9.6 9.7 

 Black/African 
American (NHL) 41.3 14.7a 14.5 20.1 

 Asian (NHL) 33.9 7 7.3b 16.2 

 Multiracial (NHL) 47.8 8.8 10.5 19.3 

 American 
Indian/Alaskan 
Native (NHL) 

12.9b 10.2 14.3 14.7 

 Native 
Hawaiian/Pacific 
Islander (NHL) 

51.2a 8.5 15.9a 40.8a 

 Hispanic or Latina 47.5 6.7b 8.6 18.6 

Region Race Birth 
Rate 
(per 

1,000) 

Low 
Birth-

weight 
(%) 

Premature 
Birth (%) 

Inadequate 
Kotelchuck 

Index (%) 

Columbus White (NHL) 
39.5 7.5 10.2 14b 

 Black/African 
American (NHL) 41.7 15.8 14.8a 26.2 

 Asian (NHL) 36.3 10.6 10.3 22.9 

 Multiracial (NHL) 54.4a 9.5 10.5 22 

 American 
Indian/Alaskan 
Native (NHL) 

13.4b 18.4a 14.3 40.9a 

 Native 
Hawaiian/Pacific 
Islander (NHL) 

52.1 * 8.1b 32.4 

 Hispanic or Latina 51.6 6.8b 8.9 30.8 

Macon White (NHL) 35.9 7.3b 9.6 9.7 

 Black/African 
American (NHL) 41.3 14.7a 14.5 20.1 

 Asian (NHL) 33.9 7 7.3b 16.2 

 Multiracial (NHL) 47.8 8.8 10.5 19.3 

 American 
Indian/Alaskan 
Native (NHL) 

12.9b 10.2 14.3 14.7 

 Native 
Hawaiian/Pacific 
Islander (NHL) 

51.2a 8.5 15.9a 40.8a 

 Hispanic or Latina 47.5 6.7b 8.6 18.6 

Region Race Birth 
Rate 
(per 

1,000) 

Low 
Birth-

weight 
(%) 

Premature 
Birth (%) 

Inadequate 
Kotelchuck 

Index (%) 

Columbus White (NHL) 
39.5 7.5 10.2 14b 

 Black/African 
American (NHL) 41.7 15.8 14.8a 26.2 

 Asian (NHL) 36.3 10.6 10.3 22.9 

 Multiracial (NHL) 54.4a 9.5 10.5 22 

 American 
Indian/Alaskan 
Native (NHL) 

13.4b 18.4a 14.3 40.9a 

 Native 
Hawaiian/Pacific 
Islander (NHL) 

52.1 * 8.1b 32.4 

 Hispanic or Latina 51.6 6.8b 8.9 30.8 

Macon White (NHL) 35.9 7.3b 9.6 9.7 
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 Black/African 
American (NHL) 41.3 14.7a 14.5 20.1 

 Asian (NHL) 33.9 7 7.3b 16.2 

 Multiracial (NHL) 47.8 8.8 10.5 19.3 

 American 
Indian/Alaskan 
Native (NHL) 

12.9b 10.2 14.3 14.7 

 Native 
Hawaiian/Pacific 
Islander (NHL) 

51.2a 8.5 15.9a 40.8a 

 Hispanic or Latina 47.5 6.7b 8.6 18.6 

Region Race Birth 
Rate 
(per 

1,000) 

Low 
Birth-

weight 
(%) 

Premature 
Birth (%) 

Inadequate 
Kotelchuck 

Index (%) 

Columbus White (NHL) 
39.5 7.5 10.2 14b 

 Black/African 
American (NHL) 41.7 15.8 14.8a 26.2 

 Asian (NHL) 36.3 10.6 10.3 22.9 

 Multiracial (NHL) 54.4a 9.5 10.5 22 

 American 
Indian/Alaskan 
Native (NHL) 

13.4b 18.4a 14.3 40.9a 

 Native 
Hawaiian/Pacific 
Islander (NHL) 

52.1 * 8.1b 32.4 

 Hispanic or Latina 51.6 6.8b 8.9 30.8 

Macon White (NHL) 35.9 7.3b 9.6 9.7 

 Black/African 
American (NHL) 43.1 15.9a 15.5 17.8 

 Asian (NHL) 34.9 8.1 8.7 13.3 

 Multiracial (NHL) 54.9 12.1 12.1 13.9 

      American 
Indian/Alaskan 
Native (NHL) 

12.9b * 16.2a * 

 Native 
Hawaiian/Pacific 
Islander (NHL) 

33.2 0b 0b 0b 

 Hispanic or Latina 55a 7.5 10 26.2a 

Savannah White (NHL) 41.7 7.7 10.1 15.8b 

 Black/African 
American (NHL) 44.7 14.3a 14a 26.9 

 Asian (NHL) 35.7 10.3 9.8 21.8 

 Multiracial (NHL) 62a 9.1 10 23.5 

 American 
Indian/Alaskan 
Native (NHL) 

24.1b 6.4b 9.1b 20.9 

 Native 
Hawaiian/Pacific 
Islander (NHL) 

60.1 10 10 43.5a 

 Hispanic or Latina 62.1a 7.5 9.9 30.3 

* indicates no data was available  
a. indicates highest for that region, for that category 
b. indicates lowest for that region, for that category 

 

 Black/African 
American (NHL) 41.3 14.7a 14.5 20.1 

 Asian (NHL) 33.9 7 7.3b 16.2 

 Multiracial (NHL) 47.8 8.8 10.5 19.3 

 American 
Indian/Alaskan 
Native (NHL) 

12.9b 10.2 14.3 14.7 

 Native 
Hawaiian/Pacific 
Islander (NHL) 

51.2a 8.5 15.9a 40.8a 

 Hispanic or Latina 47.5 6.7b 8.6 18.6 

Region Race Birth 
Rate 
(per 

1,000) 

Low 
Birth-

weight 
(%) 

Premature 
Birth (%) 

Inadequate 
Kotelchuck 

Index (%) 

Columbus White (NHL) 
39.5 7.5 10.2 14b 

 Black/African 
American (NHL) 41.7 15.8 14.8a 26.2 

 Asian (NHL) 36.3 10.6 10.3 22.9 

 Multiracial (NHL) 54.4a 9.5 10.5 22 

 American 
Indian/Alaskan 
Native (NHL) 

13.4b 18.4a 14.3 40.9a 

 Native 
Hawaiian/Pacific 
Islander (NHL) 

52.1 * 8.1b 32.4 

 Hispanic or Latina 51.6 6.8b 8.9 30.8 

Macon White (NHL) 35.9 7.3b 9.6 9.7 
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 Black/African 
American (NHL) 43.1 15.9a 15.5 17.8 

 Asian (NHL) 34.9 8.1 8.7 13.3 

 Multiracial (NHL) 54.9 12.1 12.1 13.9 

      American 
Indian/Alaskan 
Native (NHL) 

12.9b * 16.2a * 

 Native 
Hawaiian/Pacific 
Islander (NHL) 

33.2 0b 0b 0b 

 Hispanic or Latina 55a 7.5 10 26.2a 

Savannah White (NHL) 41.7 7.7 10.1 15.8b 

 Black/African 
American (NHL) 44.7 14.3a 14a 26.9 

 Asian (NHL) 35.7 10.3 9.8 21.8 

 Multiracial (NHL) 62a 9.1 10 23.5 

 American 
Indian/Alaskan 
Native (NHL) 

24.1b 6.4b 9.1b 20.9 

 Native 
Hawaiian/Pacific 
Islander (NHL) 

60.1 10 10 43.5a 

 Hispanic or Latina 62.1a 7.5 9.9 30.3 

* indicates no data was available  
a. indicates highest for that region, for that category 
b. indicates lowest for that region, for that category 

 Table 20. Racial and Ethnic Disparities by Perinatal Region 2013-2017

Limitations
This report has some limitations that impact how the findings should be interpreted. Firstly, the 
data included in this report comes from a number of sources, some of which include contradicting 
points. For the purpose of this report, the most recent and reliable data source was chosen. 
Additionally, the statistics for the Hispanic/Latino population obtained from OASIS are only 
available as a combined category, labeled as “Ethnicity”. This category encompasses all races. 
Moreover, data within the “Maternal Mental Health” section of the report is self-reported, fairly new, 
and does not include information on anxiety. Data within the Maternal Mortality section of the 
report is only available through 2014, the latest case review completed by the Georgia Maternal 
Mortality Review. In addition, there is likely substantial under-reporting of fetal deaths, particularly 
at earlier gestational ages. Because records are often missing data for fetal deaths, the breakdowns 
listed in the “Fetal Mortality” section may not be entirely accurate. Finally, data for Medicaid 
enrollees is often under-reported, affecting the accuracy of the data.

Conclusions
This report concludes that maternal and infant health in Georgia is evolving, with both challenges 
and prospects for a bright future for Georgia’s mothers and infants. As noted in the 2016 State of 
the State report, teen pregnancy rates continue to improve across the state, as well as infant and 
childhood vaccination rates for TDaP and HPV. Georgia still faces challenges, however, particularly 
regarding maternal opioid use which is of national concern. Additionally, challenges continue with 
preterm birth, low birthweight infants, unintended pregnancy, cesarean sections, and maternal 
mortality in Georgia. There are numerous known maternal and infant health disparities and 
inequities in Georgia by race, age, insurance status, ethnicity, education, region, etc. In particular, 
Black and African American women and infants in Georgia experience worse maternal and infant 
outcomes than all other races and ethnicities.

We conclude this report with recommendations in the following areas: (1) infant health, (2) prenatal/
perinatal health, (3) maternal substance prevention, (4) neonatal abstinence syndrome, (5) maternal 
mental health, (6) maternal mortality prevention, (7) patient education, (8) increasing breastfeeding 
duration, (9) social support during prenatal and postpartum periods, (10) legislative advocacy, and 
(11) data collection and needs assessment.

 Black/African 
American (NHL) 43.1 15.9a 15.5 17.8 

 Asian (NHL) 34.9 8.1 8.7 13.3 

 Multiracial (NHL) 54.9 12.1 12.1 13.9 

      American 
Indian/Alaskan 
Native (NHL) 

12.9b * 16.2a * 

 Native 
Hawaiian/Pacific 
Islander (NHL) 

33.2 0b 0b 0b 

 Hispanic or Latina 55a 7.5 10 26.2a 

Savannah White (NHL) 41.7 7.7 10.1 15.8b 

 Black/African 
American (NHL) 44.7 14.3a 14a 26.9 

 Asian (NHL) 35.7 10.3 9.8 21.8 

 Multiracial (NHL) 62a 9.1 10 23.5 

 American 
Indian/Alaskan 
Native (NHL) 

24.1b 6.4b 9.1b 20.9 

 Native 
Hawaiian/Pacific 
Islander (NHL) 

60.1 10 10 43.5a 

 Hispanic or Latina 62.1a 7.5 9.9 30.3 

* indicates no data was available  
a. indicates highest for that region, for that category 
b. indicates lowest for that region, for that category 

 

 Black/African 
American (NHL) 41.3 14.7a 14.5 20.1 

 Asian (NHL) 33.9 7 7.3b 16.2 

 Multiracial (NHL) 47.8 8.8 10.5 19.3 

 American 
Indian/Alaskan 
Native (NHL) 

12.9b 10.2 14.3 14.7 

 Native 
Hawaiian/Pacific 
Islander (NHL) 

51.2a 8.5 15.9a 40.8a 

 Hispanic or Latina 47.5 6.7b 8.6 18.6 

Region Race Birth 
Rate 
(per 

1,000) 

Low 
Birth-

weight 
(%) 

Premature 
Birth (%) 

Inadequate 
Kotelchuck 

Index (%) 

Columbus White (NHL) 
39.5 7.5 10.2 14b 

 Black/African 
American (NHL) 41.7 15.8 14.8a 26.2 

 Asian (NHL) 36.3 10.6 10.3 22.9 

 Multiracial (NHL) 54.4a 9.5 10.5 22 

 American 
Indian/Alaskan 
Native (NHL) 

13.4b 18.4a 14.3 40.9a 

 Native 
Hawaiian/Pacific 
Islander (NHL) 

52.1 * 8.1b 32.4 

 Hispanic or Latina 51.6 6.8b 8.9 30.8 

Macon White (NHL) 35.9 7.3b 9.6 9.7 
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Prenatal/Perinatal Health Recommendations
•	 All pregnant women should be connected with the free Georgia Tobacco Quit Line at 

1-877-270-STOP (Spanish: 1-877-2NO-FUME). See Appendix B for a link to the CDC’s 
tobacco use and pregnancy resources page145.

•	 Given the importance of oral health during pregnancy, it is recommended that perinatal 
providers give handouts at their front desk and/or during prenatal education workshops. 
See Appendix B for examples146. It is also recommended that for providers seeing Medicaid 
patients, a DMA635 form and oral health referral are proactively given to all pregnant 
Medicaid patients to increase the number of women receiving an oral exam and cleaning.

•	 Through the American College of Nurse-Midwives’ Healthy Birth Initiative: Reducing Primary 
Cesareans Project, maternity care professionals and health systems can make system changes 
aimed at reducing the incidence of primary cesarean births in the United States147. Since the 
collaborative began in 2016, 25 multi-disciplinary hospital teams nationwide have engaged 
in the implementation of models aimed at reducing preventable cesarean deliveries147. We 
recommend that providers utilize this collaborative model to reduce cesarean sections for their 
patients.

•	 The National Accreta Foundation recommends five steps hospitals should carry out in order 
to safely reduce their cesarean rate including the Safe Reduction of Primary Cesarean Birth 
safety bundle (Appendix B), provider education, quality improvement, and support from 
academic centers148.  We support use of this bundle in Georgia hospitals.

•	 In order to increase the number of pregnant women receiving their flu shot, we recommend 
that obstetric providers consider providing this service in-office. While some providers may 
make a referral for a flu shot, the additional step makes it less likely that she will get the shot

Recommendations
This section will discuss recommended maternal and infant health improvement initiatives. 
Moreover, this section will provide general recommendations for improving maternal and infant 
health, propose public and private partnership, recommend certain legislative and advocacy 
action to improve health outcomes, and suggest future areas of data collection needed to provide 
valuable insight. 

It should be noted that HMHBGA is working with key stakeholders across Georgia to promote 
policies and interventions that will address persistent disparities for the following groups: 

•	 Families living in rural communities versus urban communities
•	 Women of color
•	 Women covered by Medicaid

This list is not exhaustive. HMHBGA works to address disparities for a number of groups.

Infant Health Recommendations
•	 Families should be connected with programs such as Cribs for Kids to provide them with 

resources to reduce unsafe-sleep environments142. 
•	 Providers should partner with the Georgia Department of Public Health’s Safe to Sleep 

hospital-based program, which provides families with education and travel bassinets37. 
•	 The Healthy Mothers, Healthy Babies Coalition of Georgia 2017 Infant Mortality Strategic 

Plan recommended an increase in the number of in-home safety assessments 
conducted143. The Direct On-Site Education (DOSE) program uses First Responders to 
assess and educate families on safe sleep within the home144. We recommend partners 
and practitioners advocate for this program with the first responders in their communities.

•	 The American Academy of Pediatrics endorses room-sharing during the first six months of 
life. Room-sharing involves having the infant in the same room as his or her parents/caregivers 
and close to them, but on their own separate sleep surface. This allows the infant to be within 
sensory proximity of the parents and in easy reach for breastfeeding and soothing without 
risks of accidental overlay or entrapment90.



54 Recommendations

Neonatal Abstinence Syndrome
•	 State governments and health agencies could improve neonatal outcomes by partnering 

with structured systematic quality improvement collaboratives, such the Georgia Perinatal 
Quality Collaborative 152,154. 

•	 It is recommended that institutions with nurseries that treat infants with neonatal abstinence 
syndrome establish standardized treatment protocols153. Initiation of a standardized neonatal 
abstinence treatment protocol can significantly improve neonatal response and decrease 
length of hospital say among neonates.

▷▷ To date, 44 hospitals have implemented , the Georgia Perinatal Quality Collaborative’s 
Neonatal Abstinence Syndrome Program, through the Vermont Oxford Network154.

during pregnancy. Moreover, when a referral is made to a drugstore or additional site for the shot, 
there is no way to access the data showing the uptake rate.

Maternal Substance Abuse Prevention Recommendations
•	 A trauma-informed approach is an effective way in which clinicians can treat maternal 

substance abuse without judgement or stigma. This approach begins with clinicians 
understanding the emotional, social, and physical impact of trauma on both the affected 
individuals and on the professionals who assist them149.  We recommend that providers 
connect with Resilient Georgia – a multi-sector group focused on assisting family-focused 
programs to become trauma-informed. 

•	 Clinicians should carry out early universal substance abuse screenings. This screening 
should be a regular part of comprehensive obstetric care and should be carried out during 
the first prenatal visit. 

•	 Clinicians should carry out brief interventions (such as having conversations with patients 
and providing feedback/advice) and referrals to treatment and recovery resources as 
appropriate. 

•	 Mental health/behavioral health treatment for pregnant and postpartum women who 
struggle with opioid use is essential to prevent a potential overdose. Pregnant and postpartum 
women with opioid use disorder should have overdose training and ideally be co-prescribed 
naloxone150.

•	 It is essential for clinicians to screen all women for postpartum depression and substance 
abuse during the perinatal and postpartum period and provide referrals and treatment as 
necessary150. The ACOG’s Committee Opinion on Opioid Use and Opioid Use Disorder in 
Pregnancy provides in-depth guidelines for clinicians to further address patients struggling 
with opioid use (see Appendix B).

•	 Discussion of contraceptive options and counseling on appropriate use of contraception 
should begin prenatally among women with substance abuse disorders. Unintended 
pregnancy rates among this population are nearly 80% and literature shows that women with 
opioid and other substance use disorders have a higher unmet need for contraception than 
the general population150.

•	 Family planning counseling should continue through the postpartum period. For women with 
current substance use disorder who have a desire to conceive, it is important for clinicians to 
educate on the effects of substances on the fetus150.

•	 Peer support services should be provided for women in the prenatal or postpartum period 
with opioid use disorder. Through this intervention, peer support workers, people who have 
had a successful recovery process, assist those struggling with opioid use. Bringing Recovery 
Supports to Scale: Technical Assistance Center Strategy, run by the Substance Abuse and 
Mental Health Services Administration, provides several resources related to this intervention151.

Maternal Mental Health
•	 Universal screening for the presence of prenatal or postpartum mood and anxiety 

disorders, using an evidence-based tool such as the Edinburgh Postnatal Depression 
Screen or Patient Health Questionnaire is recommended. 

•	 Consistent depression screening of pregnant women is now recommended by an
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Maternal Mortality Prevention
•	 Between 2012-2014, in Georgia, 61% of the pregnancy-related deaths were considered 

preventable78. There have since been many initiatives to combat these preventable 
maternal deaths that clinicians and healthcare organizations are encouraged to 
implement159. 

▷▷ The Alliance for Innovation on Maternal Healthcare hemorrhage bundle initiative was 
launched by the Georgia Perinatal Quality Collaborative in April 2018. This initiative aims 
to increase readiness, recognition, and response to hemorrhages, one of the leading 
causes of pregnancy-related deaths. 

▷▷ The Georgia General Assembly appropriated $2,000,000 towards to establishment of 
quality improvement projects in rural birthing hospitals.

▷▷ The Maternal and Neonatal Care Designation Program was developed by DPH to 
establish a mechanism for level of care designation and ongoing site verification of 
Georgia birthing hospitals. Upon implementation, hospitals can request level of care 
designation for maternal and/or neonatal level of care, to increase facilities recognition of 
their own risk level capacity and promote consistent use of national recommendations 
for levels of care.

▷▷ Morehouse School of Medicine will be opening a Center of Excellence on Maternal 
Mortality, which will serve as a resource center for training of providers and students 
on comorbidities contributing to maternal mortality, and implementing best practices/
safety bundles.

▷▷ Healthy Mothers, Healthy Babies Coalition of Georgia will open three rural perinatal 
satellite centers in Meriwether, Randolph, and Wilcox counties to support and amplify 
maternal infant health services in rural Georgia through prenatal/postpartum education, 
support services, breastfeeding support, and the provision of needed maternal and 
infant supplies. 

•	 The Georgia Maternal Mortality Review Committee outlines several recommendations that 
can be implemented across various levels of healthcare78. While all recommendations are 
important we would like to highlight the following: 

increasing number of professional organizations, such as the American College of 
Obstetrics and Gynecology, the American Academy of Pediatrics, the American Medical 
Association, and the United States Preventive Services Task Force. 

•	 Postpartum Support International recommends screening during the first prenatal visit, 
at least once during the second trimester, and during the six-week postpartum visit (or at 
the first postpartum visit)155. They also recommend repeated screening at six and/or twelve 
months in obstetric and primary care settings, and at three, nine, and twelve months 
during pediatric visits155.

•	 Resources for and education about perinatal mood and anxiety disorders should be provided 
to women and families during multiple time points during the pregnancy and postpartum 
period. Community health centers, childbirth classes, and free support groups have the ability 
to reduce the stigma surrounding maternal mental health issues and close the treatment gap 
among women of various backgrounds156,157.

•	 Education should also be implemented for providers to build capacity in their ability to provide 
screenings, treatment, resources, referrals and psychiatric consultations for pregnant and 
postpartum women with maternal depression and related behavioral disorders. 

•	 Postpartum Support International, Georgia Chapter (PSI-GA) developed a strategic plan to 
improve maternal mental health in the State. These include decreasing stigma, improving 
service access, increasing the number of trained professionals, creating statewide universal 
screening, and leveraging resources to support service delivery158.

•	 Nationally, more work is needed to determine an effective screening tool for universal 
screening of perinatal anxiety and OCD. The lack of a standardized tool has been a barrier for 
Georgia providers in identifying and treating these common disorders.

•	 The PRAMS Survey for Georgia should include more specific questions related to perinatal 
mood and anxiety disorder prevalence and treatment frequency. HMHBGA and PSI-GA worked 
with DPH to add these questions to PRAMS, which should be incorporated by the end of 2020.
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Increasing Breastfeeding Duration
•	 Breastfeeding educators should prioritize breastfeeding education for employers on 

providing adequate space and time to pump and store breastmilk at work.
•	 Breastfeeding educators should continue efforts to increase the capacity of childcare 

facilities to store and administer breastmilk for their clients.
•	 Providers should encourage eligible patients to enroll in WIC where they will receive 

additional breastfeeding support and guidance.
•	 In late 2020, WIC Georgia expects to unroll its electronic benefit card which should 

alleviate much of the stigma and frustration for clients utilizing WIC vouchers. We 
recommend that all organizations serving WIC eligible clients be engaged prior to this 
roll-out to assist with a statewide awareness campaign on the new card and other 
improvements for WIC clients.

•	 Healthcare systems should provide patient guidance on how to use ZipMilk.org to locate 
breastfeeding professionals who can provide in-home care post-discharge.

•	 The Care Management Organizations administering Pregnancy Medicaid should consider 
covering the cost of in-home visits from breastfeeding professionals for their clients in the 
postpartum period.

▷▷ Provide resources for prenatal and postpartum care
▷▷ Mandate an autopsy for every maternal death
▷▷ Extend pregnancy Medicaid coverage from 60 days to one year postpartum
▷▷ Refer patients to a Maternal Fetal Medicine provider when initially indicated
▷▷ Provide education on the importance of early prenatal care, compliance with medication 

regime when indicated, keeping all appointments, and postpartum follow-up160.

Patient Education
•	 In 2018, Healthy Mothers, Healthy Babies Coalition of Georgia (HMHBGA) published An 

Evaluation of Current Prenatal Education Availability and Receptivity to Online Education in 
the State of Georgia160.

▷▷ HMHBGA created a Prenatal Education Toolkit for prenatal educators that reviews these 
topics. Moreover, it provides additional resources for educators to incorporate these 
topics. Educators can utilize the toolkit to ensure curricula are inclusive of priority topics.

•	 Patient education materials should be disseminated in a variety of spaces including 
hospitals, obstetric and pediatric practices, Divisions of Family and Children Services, WIC 
clinics, health departments, daycare centers, places of worship, and other such places 
should be equipped with the prenatal education materials found in Appendix C.

•	 Public service announcements regarding the benefits of breastfeeding should be 
promoted to the public via radio, television, billboards, and social media channels.

•	 We recommend providers refer patients to Pickles & Ice Cream Georgia, a project of 
HMHBGA. P&I (picklesandicecreamga.org) is an online platform, focused on providing 
friendly, accessible, evidence-based, pregnancy information & resources to expecting 
moms. Additionally, P&I will have toolkits and referral guides available for providers and 
educators who need Georgia-specific maternal health resources.

Social Support During Prenatal and Postpartum Periods
•	 ACOG suggests group prenatal care for certain populations and settings when feasible. 

Group prenatal care provides more opportunities for support and education compared 
to other models of care161. Centering Pregnancy is an evidence-based, cost-effective, and 
patient centered model162.

▷▷ In February 2019, DCH established a pilot program that provides Medicaid 
reimbursement to four “shovel ready” group prenatal care programs at Grady Health 
System, Upson Women’s Services, Southside Medical Center in Lovejoy, and Dougherty 
County Health Department159.

▷▷ We recommend that more health systems, especially those serving women of color, 
pilot a Centering Pregnancy or group prenatal care model.
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•	 The Maternal, Infant, and Early Childhood Home Visiting Program provides pregnant 
women and their families with the essential skills and resources to improve their family’s 
health and provide better opportunities for their children163. We recommend providers 
connect with available home visiting programs in their community to connect families 
when needed.

•	 Postpartum Support International-Georgia Chapter is an organization that works to increase 
social support among pregnant and postpartum women by delivering encouragement, 
support, information, and resources and connects mothers, fathers, and families to local 
providers who are trained to treat perinatal mood and anxiety disorders158. Providers are 
encouraged to utilize this as a resource when addressing maternal mental health.

•	 Embrace Refugee Birth Support is a program of Friends of Refugees, that offers courses for 
refugees that provide an overview of what they will experience during pregnancy, birth, and 
the postpartum period in the United States. Organizations and providers working with clients 
of a refugee background should contact this resource164. 

Legislative & Policy Advocacy
•	 Currently in the state of Georgia, mothers are covered by Medicaid up to 60 days after 

delivery. Extending this coverage to a year postpartum is recommended by the Georgia 
Maternal Mortality Review Committee, given that a majority of pregnancy-related deaths 
occur in the postpartum period78.

•	 We recommend adopting statewide legislation for workplace accommodations to support 
healthy pregnancy and postpartum periods within the workplace. Accommodations can 
include providing additional water and food breaks, access to seating during the day, and 
temporary restrictions on lifting166. Such legislation has been passed in 27 states including 
Louisiana, Texas, North Carolina, South Carolina, Kentucky, and West Virginia.

•	 Due to maternal smoking, tobacco use contributes to Georgia’s crisis of pre-term birth, 
infant mortality and low birthweight. Raising the cost of tobacco can lower tobacco usage 
and improve health. Yet, Georgia has one of the lowest tobacco tax rates in the nation, 
ranking 49th of the 50 states and alternatives such as vaping are not taxed at all. HMHBGA 
supports legislation that would increase the minimum age of purchase to 21, increase the 
state tobacco tax, and create an equity tax on tobacco alternative products such as vaping. 

•	 We support the continuation of funding for the maternal and infant health measures 
mentioned that were appropriated by the Georgia General Assembly to combat infant and 
maternal mortality.

•	 In 2017, the Department of Community Health rolled all Medicaid program eligibility and 
screening into an online application portal called the Gateway. The hours for the Gateway are 
currently limited to 8AM to 4PM. We support the extension of these hours to 24/7 or at least 
until 9PM so that working families may access the eligibility screening tool.

•	 Expansion of Medicaid would improve maternal and infant health outcomes in the State of 
Georgia by increasing general health care access for at risk populations. Expansion would 
increase the amount of people that are eligible for Medicaid-covered services. This has 
the potential to improve access to maternal health care, considering about half of births in 
Georgia are covered by Medicaid165. 

Data Collection and Needs Assessment
•	 Data on the following was not included in this report due to lack of reporting or availability, 

but has the potential to provide valuable maternal infant health insight: 
1.	 WIC participation by race/ethnicity for the state of Georgia
2.	 WIC participation by perinatal region or county for the state of Georgia
3.	 Perinatal mood and anxiety instance by race/ethnicity for the state of Georgia
4.	 Insurance type by race/ethnicity for the state of Georgia
5.	 Postpartum visits by region and race/ethnicity for the state of Georgia
6.	 Reviewed data is not currently available for maternal deaths from 2015-2018
7.	 Prevalence of perinatal anxiety and other related disorders

•	 While the CDC continues to define being ‘unmarried’ as an additional social risk factor for
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poor maternal and infant health outcomes, HMHBGA would recommend that this be 
analyzed at the national level now that the marriage rate has fallen substantially. More 
parents are co-habitating or partnering without becoming married. It would be an 
important insight for maternal and infant health advocates to know if the true risk factor 
is having one consistent parent versus two, or if it is truly the marital status that impacts 
health outcomes.

•	 HMHBGA encourages maternal and child health professionals and advocates to engage in 
their local health system’s Community Health Needs Assessment (CHNA) process167. 

▷▷ Unfortunately, of the 108 hospitals that are required to conduct a CHNA in Georgia, only 
21 (19%) prioritized maternal and infant health during their last assessment (2016). 

▷▷ Of those that did not prioritize maternal and infant health specifically, 70 of these 
hospitals have labor and delivery programs.

▷▷ Local health systems must prioritize maternal and infant health in their CHNA to ensure 
that community benefits will address Georgia’s poor perinatal outcomes. This process 
occurs every three years.

▷▷ HMHBGA has reached out to hospitals that did not prioritize maternal & infant health in 
their 2016 CHNA assessment to provide technical data assistance on health outcomes 
and recommendations for their service area. These assessments must be completed in 
2019 to meet Internal Revenue Services (IRS) and ACA guidelines.
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Barriers To Breastfeeding %   

Reason for not initiating 
breastfeeding
  

Mom didn’t want to 51.5% 

      Mom didn't like it 18.6% 

 Tried but it was too hard 13.9% 

 Other 13.7% 

 Mom sick or on medicine 11.1% 

 Other children to care for 10.4% 

 Went back to work or school 9.7% 

 Too many household duties 6.7% 

 Baby was sick 1.5% 

      Mom wanted her body back to herself 2.6% 

      Embarrassed to breastfeed 2% 

Breastfeeding continuation 
barriers 

Not producing milk 39.2% 

 Milk didn't satisfy baby 38.3% 

 Difficulty latching 28.2% 

 Too hard/painful 19.2% 

 Returned to work/school 19.1% 

 Baby not gaining weight 15.8% 

 Nipples sore 15.7% 

 Other reason 12.1% 

 Mom is sick 8.3% 

 Other household duties 6.5% 

 Was the right time to stop 6.3% 

 Jaundice 3.9% 

      

Appendices
Appendix A: Breastfeeding Barriers in Georgia, PRAMS, 2012-20156
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Appendix B: Resourced from Recommendations Section

1.	 CDC’s Tobacco Use and Pregnancy Resource Page: https://www.cdc.gov/reproductivehealth/
maternalinfanthealth/tobaccousepregnancy/resources.htm

2.	 Example Oral Health Care during Pregnancy Handout: https://www.mchoralhealth.org/PDFs/
OralHealthPregnancyHandout.pdf

3.	 American College of Obstetrics and Gynecologists “Oral Health Care during Pregnancy and 
Throughout Lifespan” committee opinion and recommendations: https://www.acog.org/Clinical-
Guidance-and-Publications/Committee-Opinions/Committee-on-Health-Care-for-Underserved-
Women/Oral-Health-Care-During-Pregnancy-and-Through-the-Lifespan

4.	 Safe Reduction of Primary Cesarean Birth safety bundle: https://safehealthcareforeverywoman.org/
patient-safety-bundles/safe-reduction-of-primary-cesarean-birth/

5.	 American College of Obstetricians and Committee Opinion on Opioid Use and Opioid Use Disorder 
in Pregnancy: https://www.acog.org/-/media/Committee-Opinions/Committee-on-Obstetric-
Practice/co711.pdf?dmc=1 

Appendix C: Prenatal Education Materials

1.	 Family Health Line brochure for healthcare information and referrals: www.hmhbga.org or 1-800-
300-9003. 

2.	 Text4Baby brochure: Text “Baby” to 511411 to receive regular gestational appropriate education 
message from conception to baby’s first birthday. 
https://partners.text4baby.org/images/2016/Text4babyConsumerBrochure_updated2016.pdf

3.	 Postpartum depression peer support resource: www.postpartumprogress.com/ppd-support-
groups-in-the-u-s-canada 

4.	 Prevent Child Abuse Georgia brochure / 1-800-CHILDREN Helpline: https://abuse.publichealth.gsu.
edu/files/2019/01/1-800-CHILDREN-half-page-flyer.pdf

5.	 Planning for Healthy Babies Informational postcard: https://medicaid.georgia.gov/sites/medicaid.
georgia.gov/files/related_files/document/P4HB_Post_card_2017_7_10.pdf 

6.	 The American College of Obstetricians and Gynecologists’ Breastfeeding Benefits infographic 
handout: https://www.acog.org/-/media/Departments/Toolkits-for-Health-Care-Providers/images/
BreastfeedingBenefits.ashx

7.	 Recommended Child and Adolescent Immunization Schedule for ages 18 years or younger: https://
www.cdc.gov/vaccines/schedules/downloads/child/0-18yrs-child-combined-schedule.pdf 

8.	 AAP print out of recommended safe sleep practices: https://www.healthychildren.org/English/ages-
stages/baby/sleep/Pages/A-Parents-Guide-to-Safe-Sleep.aspx



61End Notes

 

 

1 Healthy Mothers, Healthy Babies Coalition of Georgia. http://hmhbga.org. Published 2018. Accessed August 
6, 2018. 
2 Online Analytical Statistical Information System, Georgia Department of Public Health, Office of Health 
Indicators for Planning (OHIP). 2003-2017. Available at http://oasis.state.ga.us/ 
3 Gober, M. (2016, August 12). 2016 State of the State of Maternal & Infant Health in Georgia: Where We Have 
Been, Where We Are Now, and What We Can Do. Healthy Mother’s Healthy Babies Coalition of Georgia. 
Retrieved August 6, 2018, from https://drive.google.com/file/d/0BxndQpkPFFfySm5aNmdkYXZYQm8/view 
4 United States Department of Health and Human Services (US DHHS), Centers for Disease Control and 
Prevention" (CDC), National Center for Health Statistics (NCHS), Division of Vital Statistics, Natality public-
use data 2007-2016, on CDC WONDER Online Database, February 2018. Accessed at 
http://wonder.cdc.gov/natality-current.html on Jun 18, 2018 11:21:55 AM 
5 Centers for Disease Control and Prevention. (2017). Cesarean Delivery Rate by State. Retrieved from 
https://www.cdc.gov/nchs/pressroom/sosmap/cesarean_births/cesareans.htm 
6 Georgia Department of Public Health (DPH). (2017). Pregnancy Risk Assessment and Monitoring System 
(PRAMS), Georgia, 2017. Available at https://dph.georgia.gov/PRAMS. 
7 Centers for Disease Control and Prevention. (2017). Teen Birth Rate by State. Retrieved from 
https://www.cdc.gov/nchs/pressroom/sosmap/teen-births/teenbirths.htm 
8 Center for Disease Control (CDC). (2017b, June 28). Key Statistics from the National Survey of Family 
Growth. Retrieved June 19, 2018, from https://www.cdc.gov/nchs/nsfg/key_statistics/b.htm 
9 Spencer, M. (2017 July 5). Maternal and Child Health Services Title V Block Grant Georgia: FY 2018 
Application/ FY 2016 Annual Report. Retrieved from 
https://dph.georgia.gov/sites/dph.georgia.gov/files/MCH/TitleV/Block%20Grant%20Print%20Version%20-
%2007-05-17.pdf 
10 Centers for Disease Control and Prevention. (2018). Assisted Reproductive Technology Surveillance — 
United States, 2015. Retrieved from  https://www.cdc.gov/mmwr/volumes/67/ss/ss6703a1.htm 
11 NSFG - Listing I - Key Statistics from the National Survey of Family Growth. (2017, June 28). Retrieved July 
25, 2018, from https://www.cdc.gov/nchs/nsfg/key_statistics/i.htm 
12 Centers for Disease Control (CDC). (2015a). Assisted Reproductive Technology (ART) Data. Retrieved June 
20, 2018, from 
https://nccd.cdc.gov/drh_art/rdPage.aspx?rdReport=DRH_ART.ClinicInfo&rdRequestForward=True&ClinicId
=9999&ShowNational=1 
13 Centers for Disease Control (CDC). (2018n, June 12). NVSS - Birth Data. Retrieved July 25, 2018, from 
https://www.cdc.gov/nchs/nvss/births.htm 
14 Centers for Disease Control (CDC). (2017r, May 12). Birth Defects: Specific Birth Defects. Retrieved August 1, 
2018, from https://www.cdc.gov/ncbddd/birthdefects/types.html 
15 Mathews, T. J., MacDorman, M., & Thoma, M. (2015). Infant Mortality Statistics from the 2013 Period: Linked 
Birth/Infant Death Data Set [Data set]. American Psychological Association. 
https://doi.org/10.1037/e558952006-001 
16 Centers for Disease Control (CDC). (2018o, April 30). Data & Statistics on Birth Defects. Retrieved June 4, 
2019, from https://www.cdc.gov/ncbddd/birthdefects/data.html 
17 National Center for Health Statistics (NCHS). (2013). Period linked birth/infant death data. Retrieved 
August 01, 2018, from www.marchofdimes.org/peristats. 
18 Online Analytical Statistical Information System. (2017a). Maternal & Child Health –Birth Definitions. 
Retrieved June 6, 2018, from https://oasis.state.ga.us/oasis/webquery/help/DefBirth.html 
19 March of Dimes Foundation (March of Dimes). (2013). Premature babies. Retrieved June 19, 2018, from 
http://www.marchofdimes.org/complications/premature-babies.aspx 
20 March of Dimes Foundation (March of Dimes). (2016). Premature Birth Report Card United States. 
Retrieved from https://www.marchofdimes.org/materials/premature-birth-report-card-united-states.pdf 
21 March of Dimes Foundation (March of Dimes). (2015, October). The impact of premature birth on society. 
Retrieved June 19, 2018, from 
https://www.marchofdimes.org/Peristats/tools/reportcard.aspx?reg=13http://www.marchofdimes.org/missio
n/the-economic-and-societal-costs.aspx 
22 Center for Disease Control (CDC). (2018c, April 14). Stats of the State of Georgia. Retrieved June 19, 2018, 
from https://www.cdc.gov/nchs/pressroom/states/georgia/georgia.htm 

                                                
End Notes



62 End Notes

 

 

                                                                                                                                                             
23 March of Dimes Foundation (March of Dimes). (2018a). Premature Birth Report Card for Georgia. Retrieved 
June 19, 2018, from https://www.marchofdimes.org/Peristats/tools/reportcard.aspx?reg=13 
24 Centers for Disease Control (CDC). (2018b, April 24). Preterm Birth. Retrieved June 18, 2018, from 
https://www.cdc.gov/reproductivehealth/maternalinfanthealth/pretermbirth.htm 
25 Centers for Disease Control (CDC). (2017a). Health Effects Low Birthweight and the Environment. 
Retrieved June 18, 2018, from https://ephtracking.cdc.gov/showRbLBWGrowthRetardationEnv 
26 National Center for Health Statistics (NCHS). (2018). Final Natality Data US Census Bureau. Retrieved June 
19, 2018, from www.marchofdimes.org/peristats. 
27 Center for Disease Control (CDC). (2017d, October 2). Facts: Stillbirth. Retrieved June 20, 2018, from 
https://www.cdc.gov/ncbddd/stillbirth/facts.html 
28 March of Dimes Foundation (March of Dimes). (2017a). Miscarriage. Retrieved June 20, 2018, from 
http://www.marchofdimes.org/complications/miscarriage.aspx 
29 Hoyert, D., & Gregory, E. (2016). National Vital Statistics Reports Volume 65, Number 7 October 31, 2016 
Cause of Fetal Death: Data From the Fetal Death Report, 2014, 25. 
30 Centers for Disease Control (CDC). (2016c). User Guide to the 2016 Fetal Death Public Use File. Retrieved 
June 20, 2018, from 
ftp://ftp.cdc.gov/pub/Health_Statistics/NCHS/Dataset_Documentation/DVS/fetaldeath/2016FetalUserGuide.
pdf 
31 Duke, W., & Gilboa, S. M. (2014). The Utility of Using an Existing Birth Defects Surveillance Program to 
Enhance Surveillance Data on Stillbirths. Journal of Registry Management, 41(1), 13–18. 
32 Center for Disease Control and Prevention (CDC), (2018a, January 2). Infant Mortality. In CDC- 
Reproductive Health. Retrieved June 12, 2018, from 
https://www.cdc.gov/reproductivehealth/maternalinfanthealth/infantmortality.htm 
33 Online Analytical Statistical Information System. (2017b). Infant Mortality Definitions. Retrieved June 12, 
2018, from https://oasis.state.ga.us/oasis/webquery/help/DefInfantDeath.html 
34 Center for Disease Control (CDC). (2018e, January 2). Infant Mortality. Retrieved June 19, 2018, from 
https://www.cdc.gov/reproductivehealth/maternalinfanthealth/infantmortality.htm 
35 The Eunice Kennedy Shriver National Institute of Child Health and Human Development (NIH). (2016, 
December 1). Are there ways to reduce the risk of infant mortality? Retrieved June 20, 2018, from 
http://www.nichd.nih.gov/health/topics/infant-mortality/topicinfo/reduce-risk 
36 Center for Disease Control (CDC). (2018d, January 11). Stats of the States - Infant Mortality. Retrieved June 
19, 2018, from https://www.cdc.gov/nchs/pressroom/sosmap/infant_mortality_rates/infant_mortality.htm 
37 Georgia Department of Public Health (DPH). (n.d.). Georgia Safe to Sleep Campaign Materials. Retrieved 
August 1, 2018, from https://dph.georgia.gov/georgia-safe-sleep-campaign-materials 
38 Georgia Department of Public Health (DPH). (2016, March 8). SIDS Data and Risk Factors. Retrieved 
August 1, 2018, from https://dph.georgia.gov/sids-data-and-risk-factors 
39 Georgia Bureau of Investigation: Georgia Child Fatality Review Panel (GCFRP). (2016). Annual Report - 
Calendar Year 2016, 60. 
40 Georgia Bureau of Investigation: Georgia Child Fatality Review Panel (GCFRP). (2016). Annual Report - 
Calendar Year 2016, 60. 
41 Centers for Disease Control (CDC). (2018f, April 27). Pregnancy Complications. Retrieved June 26, 2018, 
from https://www.cdc.gov/reproductivehealth/maternalinfanthealth/pregcomplications.htm 
42 Centers for Disease Control and Prevention (CDC). (2017g, September). CDC Fact Sheet- Reported STDs in 
the United States, 2016: High Burden of STDs Threaten Millions of Americans. Retrieved June 27, 2018, from 
https://www.cdc.gov/nchhstp/newsroom/docs/factsheets/STD-Trends-508.pdf 
43 Centers for Disease Control and Prevention (CDC). (2017i). Congenital Syphilis: 2000-2016. Retrieved July 2, 
2018, from https://gis.cdc.gov/grasp/nchhstpatlas/charts.html 
44 World Health Organization (WHO). (2014, July). Noncommunicable diseases. Retrieved June 27, 2018, from 
http://www.who.int/topics/noncommunicable_diseases/en/ 
45 Centers for Disease Control (CDC). (2017e, October 2). Chronic Disease Overview. Retrieved June 27, 2018, 
from https://www.cdc.gov/chronicdisease/about/costs/index.htm 
46 Centers for Disease Control (CDC). (2017f, October 27). Maternal Health: At A Glance Reports. Retrieved 
June 27, 2018, from https://www.cdc.gov/chronicdisease/resources/publications/aag/maternal.htm 



63End Notes

 

 

                                                                                                                                                             
47 Centers for Disease Control and Prevention (CDC). (2017h, August 8). Data on Selected Pregnancy 
Complications in the United States. Retrieved June 27, 2018, from 
https://www.cdc.gov/reproductivehealth/maternalinfanthealth/pregnancy-complications-data.htm 
48 Li, R., Tsigas, E. Z., & Callaghan, W. M. (2017). Health and economic burden of preeclampsia: no time for 
complacency. American Journal of Obstetrics & Gynecology, 217(3), 235–236. 
https://doi.org/10.1016/j.ajog.2017.06.011 
49 Centers for Disease Control (CDC). (2018h, April 17). Pregnancy and HIV, Viral Hepatitis, STD, & TB 
Prevention. Retrieved June 27, 2018, from https://www.cdc.gov/nchhstp/pregnancy/default.htm 
50 Centers for Disease Control and Prevention (CDC). (2017f). HIV Surveillance Report, 2017; vol. 29. Retrieved 
June 4, 2019, from https://www.cdc.gov/hiv/pdf/library/reports/surveillance/cdc-hiv-surveillance-report-2017-
vol-29.pdf 
51 Georgia Department of Public Health (DPH). (2018, March). HIV/AIDS Epidemiology Section HIV 
Surveillance Summary: Georgia 2016. Retrieved July 7, 2018, from 
https://dph.georgia.gov/sites/dph.georgia.gov/files/HIV_EPI_2016_Surveillance_Summary_updated07102018.
pdf 
52 Georgia Department of Public Health (DPH). (2011). Enhanced Perinatal Surveillance, Georgia 2005-2010. 
Retrieved from 
https://dph.georgia.gov/sites/dph.georgia.gov/files/HIV%20Enhanced%20Perinatal%20Surv%20Report%202
005-2010.pdf 
53 Center for Disease Control and Prevention (CDC), (2016a, June 16). Defining Adult Overweight and Obesity. 
In CDC-Overweight & Obesity. Retrieved June 12, 2018, from 
https://www.cdc.gov/obesity/adult/defining.html 
54 Centers for Disease Control (CDC). (2018g, May 17). Weight Gain During Pregnancy. Retrieved June 26, 
2018, from https://www.cdc.gov/reproductivehealth/maternalinfanthealth/pregnancy-weight-gain.htm 
55 Polinski, K. J., Liu, J., Boghossian, N. S., & McLain, A. C. (2017). Maternal Obesity, Gestational Weight Gain, 
and Asthma in Offspring. Preventing Chronic Disease, 14. https://doi.org/10.5888/pcd14.170196 
56 Healthy Eating Research. (2017). Feeding Guidelines for Infants and Young Toddlers: A Responsive 
Parenting Approach Guidelines for Health Professionals (Executive Summary). A National Program of the 
Robert Wood Johnson Foundation. Retrieved from http://healthyeatingresearch.org/wp-
content/uploads/2017/02/her_feeding_guidelines_brief_021416.pdf 
57 Behavioral Risk Factor Surveillance System (BRFSS). (2016). Centers for Disease Control and Prevention. 
Retrieved June 27, 2018, from www.marchofdimes.org/peristats. 
58 Warren, M., Beck, S., & Rayburn, J. (2018). The State of Obesity: Better Policies for a Healthier America 2018. 
Retrieved from https://media.stateofobesity.org/uploads/2018/09/stateofobesity2018.pdf 
59 Deputy, N. P. (2018). Prevalence and Trends in Prepregnancy Normal Weight — 48 States, New York City, 
and District of Columbia, 2011–2015. MMWR. Morbidity and Mortality Weekly Report, 66. 
https://doi.org/10.15585/mmwr.mm665152a3 
60 United States Department of Health and Human Services (US DHHS), Centers for Disease Control and 
Prevention" (CDC), National Center for Health Statistics (NCHS), Division of Vital Statistics, Natality public-
use data 2007-2016, on CDC WONDER Online Database, February 2018. Accessed at 
http://wonder.cdc.gov/natality-current.html 
61 Oncken, C., Ricci, K. A., Kuo, C. L., Dornelas, E., Kranzler, H. R., & Sankey, H. Z. (2017). Correlates of electronic 
cigarettes use before and during pregnancy. Nicotine & Tobacco Research, 19(5), 585-590. 
62 Centers for Disease Control (CDC). (2016d, August 3). E-Cigarettes and Pregnancy. Retrieved June 26, 2018, 
from https://www.cdc.gov/reproductivehealth/maternalinfanthealth/tobaccousepregnancy/e-cigarettes-
pregnancy.htm 
63 U.S. Department of Health and Human Services (US DHHS) (2016). E-Cigarette Use Among Youth and 
Young Adults. A Report of the Surgeon General. Atlanta, GA: U.S. Department of Health and Human 
Services, Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and 
Health Promotion, Office on Smoking and Health. Retrieved from: 
https://www.cdc.gov/tobacco/data_statistics/sgr/e-cigarettes/pdfs/2016_sgr_entire_report_508.pdf 
64 Shenassa, E. D., Papandonatos, G. D., Rogers, M. L., & Buka, S. L. (2015). Elevated risk of nicotine 
dependence among sib-pairs discordant for maternal smoking during pregnancy: evidence from a 40-year 
longitudinal study. Epidemiology (Cambridge, Mass.), 26(3), 441. 



64 End Notes

 

 

                                                                                                                                                             
65 Georgia, Department of Public Health (DPH) & Kang, G. (2016). Neonatal Abstinence Syndrome: Annual 
Surveillance Report 2016. Retrieved from 
https://dph.georgia.gov/sites/dph.georgia.gov/files/MCH/NAS/NAS_2016_Report.pdf 
66 March of Dimes Foundation (March of Dimes). (2017b, January). Marijuana and pregnancy. Retrieved June 
26, 2018, from http://www.marchofdimes.org/pregnancy/marijuana.aspx 
67 Center for Disease Control (CDC). (2016e, April 5). NCHS Data on Drug-poisoning Deaths. Retrieved June 
26, 2018, from https://www.cdc.gov/nchs/data/factsheets/factsheet_drug_poisoning.htm 
68 Desai, R. J., Hernandez-Diaz, S., Bateman, B. T., & Huybrechts, K. F. (2014). Increase in Prescription Opioid 
Use During Pregnancy Among Medicaid-Enrolled Women. Obstetrics & Gynecology, 123(5), 997. 
https://doi.org/10.1097/AOG.0000000000000208 
69 Desai, R. J., Hernandez-Diaz, S., Bateman, B. T., & Huybrechts, K. F. (2014). Increase in Prescription Opioid 
Use During Pregnancy Among Medicaid-Enrolled Women. Obstetrics & Gynecology, 123(5), 997. 
https://doi.org/10.1097/AOG.0000000000000208 
70 Ailes, E. C., Dawson, A. L., Lind, J. N., Gilboa, S. M., Frey, M. T., Broussard, C. S., & Honein, M. A. (2015). Opioid 
Prescription Claims Among Women of Reproductive Age — United States, 2008–2012, 64(2), 12. 
71 Patrick, S. W., Schumacher, R. E., Benneyworth, B. D., Krans, E. E., McAllister, J. M., & Davis, M. M. (2012). 
Neonatal abstinence syndrome and associated health care expenditures: United States, 2000-2009. JAMA, 
307(18), 1934–1940. https://doi.org/10.1001/jama.2012.3951 
72 Ko, J. Y. (2016). Incidence of Neonatal Abstinence Syndrome — 28 States, 1999–2013. MMWR. Morbidity and 
Mortality Weekly Report, 65. https://doi.org/10.15585/mmwr.mm6531a2 
73 Georgia Department of Public Health (2016). 2016-2017 Neonatal Abstinence Syndrome (NAS) Data 
Summary Retrieved from https://dph.georgia.gov/sites/dph.georgia.gov/files/MCH/NAS/NAS_2016-
2017_data_summary.pdf 
74 Corr, T. E., & Hollenbeak, C. S. (2017). The economic burden of neonatal abstinence syndrome in the United 
States. Addiction, 112(9), 1590–1599. https://doi.org/10.1111/add.13842 
75 Interrante, J. D., Ailes, E. C., Lind, J. N., Anderka, M., Feldkamp, M. L., Werler, M. M., … National Birth Defects 
Prevention Study. (2017). Risk comparison for prenatal use of analgesics and selected birth defects, National 
Birth Defects Prevention Study 1997-2011. Annals of Epidemiology, 27(10), 645-653.e2. 
https://doi.org/10.1016/j.annepidem.2017.09.003 
76 Online Analytical Statistical Information System. (2017c). MCH - Maternal Deaths Definitions. Retrieved 
June 13, 2018, from https://oasis.state.ga.us/oasis/webquery/help/DefMaternalDeath.html 
77 Centers for Disease Control (CDC). (2017j, November 9). Pregnancy Mortality Surveillance System. 
Retrieved July 3, 2018, from https://www.cdc.gov/reproductivehealth/maternalinfanthealth/pmss.html 
78 Georgia Department of Public Health (DPH). (2019, March). Maternal Mortality Report: 2014. Retrieved 
from 
https://dph.georgia.gov/sites/dph.georgia.gov/files/related_files/site_page/Georgia%20Maternal%20Mortality
%20Report%202014.pdf 
79 America’s Health Rankings, United Health Foundation (AHR). (2018a). Explore Maternal Mortality in the 
United States. Retrieved July 3, 2018, from https://www.americashealthrankings.org/explore/health-of-
women-and-children/measure/maternal_mortality/state/ALL 
80 Building U.S. Capacity to Review and Prevent Maternal Deaths. (2018). Report from nine maternal 
mortality review committees. Retrieved from http://reviewtoaction.org/Report_from_Nine_MMRCs 
81 Centers for Disease Control and Prevention (CDC). (2017k, September 15). Pregnancy and Prenatal Care. 
Retrieved July 9, 2018, from 
https://www.cdc.gov/healthcommunication/toolstemplates/entertainmented/tips/PregnancyPrenatalCare.
html 
82 Georgia ObGyn Society. Labor & Unit Delivery Unit Closures, Georgia 1994-2018. 2018 
83 Healthy People 2020 Mid-Course Review; Maternal, Infant, and Child Health (MICH). (2016). Retrieved from 
https://www.healthypeople.gov/2020/topics-objectives/topic/maternal-infant-and-child-health/objectives 
84 Osterman, Michelle J.K. & Martin, Joyce A. (2018). National Vital Statistics Reports Volume 67, Number 3 
May 30, 2018 Timing and Adequacy of Prenatal Care in the United States, 2016. Retrieved from 
https://www.cdc.gov/nchs/data/nvsr/nvsr67/nvsr67_03.pdf 
85 Centers for Disease Control and Prevention (CDC). Pregnancy Risk Assessment and Monitoring System 
(PRAMS), Georgia (2012-2014). Available at http://www.cdc.gov/prams/index.htm 



65End Notes

 

 

                                                                                                                                                             
86 America’s Health Rankings, United Health Foundation (AHR). (2018b). Explore Prenatal Care Before 3rd 
Trimester in the United States. Retrieved July 9, 2018, from 
https://www.americashealthrankings.org/explore/health-of-women-and-
children/measure/prenatalcare_mch/state/ALL 
87 American College of Obstetricians and Gynecologists (ACOG). (2018, April). Optimizing Postpartum Care. 
Retrieved July 9, 2018, Retrived from https://www.acog.org/Clinical-Guidance-and-Publications/Committee-
Opinions/Committee-on-Obstetric-Practice/Optimizing-Postpartum-Care 
88 Centers for Medicare & Medicaid Services (CM & MS). (2018b). Medicaid & CHIP in Georgia. Retrieved July 
24, 2018, from https://www.medicaid.gov/state-overviews/stateprofile.html?state=georgia 
89 Centers for Disease Control (CDC). (2018j, March 21). Frequently Asked Questions (FAQs): Breastfeeding. 
Retrieved July 10, 2018, from https://www.cdc.gov/breastfeeding/faq/index.htm 
90 Centers for Disease Control (CDC). (2017m, December 1). The 2015 CDC mPINC Survey. Retrieved July 9, 
2018, from https://www.cdc.gov/breastfeeding/data/mpinc/index.htm 
91 Centers for Disease Control (CDC). (2019). Breastfeeding: Why It Matters. 
https://www.cdc.gov/breastfeeding/about-breastfeeding/why-it-matters.html 
92 Centers for Disease Control (CDC). (2016g). Breastfeeding Report Card, Progressing Toward National 
Breastfeeding Goals:  United States 2016. Retrieved from 
https://www.cdc.gov/breastfeeding/data/reportcard.htm 
93 Odom, E. C., Li, R., Scanlon, K. S., Perrine, C. G., & Grummer-Strawn, L. (2013). Reasons for Earlier Than 
Desired Cessation of Breastfeeding. Pediatrics, 131(3), e726–e732. Retrieved from 
https://doi.org/10.1542/peds.2012-1295 
94 Sriraman, N. K., & Kellams, A. (2016). Breastfeeding: What are the Barriers? Why Women Struggle to 
Achieve Their Goals. Journal of Women’s Health, 25(7), 714–722. Retrieved from 
https://doi.org/10.1089/jwh.2014.5059 
95 Baby-Friendly USA, Inc. (2018). About Us:  The Baby-Friendly Hospital Initiative. Retrieved July 9, 2018, from 
https://www.babyfriendlyusa.org/about-us 
96 Centers for Disease Control (CDC). (2017L, December 7). Safety in Maternity Care. Retrieved July 9, 2018, 
from https://www.cdc.gov/breastfeeding/recommendations/safety-in-maternity-care.html 
97 Georgia Department of Public Health. (2016). Georgia 5-Star. Retrieved from 
https://dph.georgia.gov/georgia-5-star 
98 O.C.G.A. § 31-1-9 (Lexis Advance through the 2019 Regular Session of the General Assembly).  
99 O.C.G.A. § 34-1-6 (Lexis Advance through the 2019 Regular Session of the General Assembly) 
100U.S. Department of Labor. (n.d.). Section 7(r) of the Fair Labor Standards Act – Break Time for Nursing 
Mothers Provision. Retrieved from https://www.dol.gov/whd/nursingmothers/Sec7rFLSA_btnm.htm 
101 DC Collaborative for Mental Health in Pediatric Primary Care (DC-CMHPPC). (2015, October). Perinatal 
Mental Health Toolkit Overview & Primer for Pediatric Primary Care Providers. Retrieved June 13, 2018, from 
http://aapdc.org/wp-content/uploads/2015/11/PMH-Toolkit-Combined-V1-0-Oct-2015.pdf 
102 Georgia Department of Public Health (DPH). (2017). Reducing 
Maternal Mortality in Georgia 2013 Case Review Update. Retrieved from 
https://dph.georgia.gov/sites/dph.georgia.gov/files/MCH/Perinatal/Maternal_Mortality_Report_Nov2017_FIN
AL.Screen.pdf. 
103 Falci, C. D., Mortimer, J. T., & Noel, H. (2010). Parental Timing and Depressive Symptoms in Early 
Adulthood. Advances in Life Course Research, 15(1), 1–10. https://doi.org/10.1016/j.alcr.2010.05.001 
104 Mollburn, S., & Morningstar, E. (2009). Investigating the Relationship between Teenage Childbearing and 
Psychological Distress Using Longitudinal Evidence. Journal of Health and Social Behavior, 50(3), 310–326. 
105 Henretta, J. C., Grundy, E. M. D., Okell, L. C., & Wadsworth, M. E. J. (2008). Early motherhood and mental 
health in midlife: a study of British and American cohorts. Aging & Mental Health, 12(5), 605–614. 
https://doi.org/10.1080/13607860802343084 
106 Xavier, C., Benoit, A., & Brown, H. K. (2018). Teenage pregnancy and mental health beyond the postpartum 
period: a systematic review. J Epidemiol Community Health, 72(6), 451–457. https://doi.org/10.1136/jech-2017-
209923 
107 Center for Scientific Information, ADA Science Institute (ADA). (2018, June 21). Oral Health Topics: 
Pregnancy. Retrieved July 10, 2018, from https://www.ada.org/en/member-center/oral-health-
topics/pregnancy 



66 End Notes

 

 

                                                                                                                                                             
108 American Journal of Public Health Publishes Aetna, Columbia University Study on Oral Health Care and 
Pregnancy Outcomes (Aetna). (2010, December 8). Retrieved July 31, 2018, from 
https://news.aetna.com/news-releases/american-journal-of-public-health-publishes-aetna-columbia-
university-study-on-oral-health-care-and-pregnancy-outcomes/ 
109 National Institute for Health Care Management Research and Educational Foundation (NIHCM). (2010, 
July). Improving Access to Perinatal Oral Health Care: Strategies & Considerations for Health Plans. 
110 American College of Obstetricians and Gynecologists (ACOG). (2013, August). Oral Health Care During 
Pregnancy and Through the Lifespan. Retrieved July 10, 2018, from https://www.acog.org/Clinical-Guidance-
and-Publications/Committee-Opinions/Committee-on-Health-Care-for-Underserved-Women/Oral-Health-
Care-During-Pregnancy-and-Through-the-Lifespan 
111 America’s Health Rankings, United Health Foundation (AHR). (2018c). Dental Visit- Women in the United 
States. Retrieved July 10, 2018, from https://www.americashealthrankings.org/explore/health-of-women-
and-children/measure/dental_visit_women/state/ALL 
112 Georgia Department of Community Health (DCH). (2019). Health behaviors among pregnant Medicaid 
enrollees. Unpublished raw data. 
113 Ranji, U., Rosenzweig, C., & Salganicoff, A. (2018, March 13). Women’s Coverage, Access, and Affordability: 
Key Findings from the 2017 Kaiser Women’s Health Survey. Retrieved July 10, 2018, Retrieved from 
https://www.kff.org/womens-health-policy/issue-brief/womens-coverage-access-and-affordability-key-
findings-from-the-2017-kaiser-womens-health-survey/ 
114 Centers for Medicare & Medicaid Services (CM & MS). (2018a, June). April 2018 Preliminary Report. 
Retrieved from https://www.medicaid.gov/medicaid/program-information/medicaid-and-chip-enrollment-
data/monthly-reports/index.html 
115 Gifford, K., Walls, J., & Ranji, U.. (2017, April 27). Medicaid Coverage of Pregnancy and Perinatal Benefits: 
Results from a State Survey. Retrieved July 10, 2018, from https://www.kff.org/womens-health-
policy/report/medicaid-coverage-of-pregnancy-and-perinatal-benefits-results-from-a-state-survey/ 
116 Kaiser Family Foundation. (n.d.) Births Financed By Medicaid. Retrieved from 
https://www.kff.org/medicaid/state-indicator/births-financed-by-
medicaid/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D 
117 IPUMS-USA, University of Minnesota (IPUMS-USA). (2016). American Community Survey, US Census 
Bureau. Retrieved July 10, 2018, from www.marchofdimes.org/peristats. 
118 Georgia Department of Community Health (DCH). (2017a). Planning For Healthy Babies. Retrieved August 
1, 2018, from https://dch.georgia.gov/planning-healthy-babies 
119 Georgia Department of Community Health (DCH). (n.d.1). Eligibility. Retrieved August 1, 2018, from 
https://dch.georgia.gov/eligibility 
120 Georgia Department of Community Health (DCH). (2018). Annual Report Planning for Healthy Babies 
Program® (P4HB®), 1115 Demonstration in Georgia, Year 7: December 2018. Retrieved from 
https://medicaid.georgia.gov/sites/medicaid.georgia.gov/files/related_files/document/Annual%20Report%20
Year%207%20FINAL%2012%2027%2018.pdf 
121 Georgia Department of Public Health (DPH). (2017c, December 1). Georgia WIC. Retrieved July 16, 2018, 
from https://dph.georgia.gov/WIC 
122 United States Department of Agriculture: Food and Nutrition Service (USDA). (2018a, July 6). WIC 
Program Participation and Costs. Retrieved from https://fns-prod.azureedge.net/sites/default/files/resource-
files/wisummary-5.pdf 
123 United States Department of Agriculture: Food and Nutrition Service (USDA). (2018b, July). FY 2018 WIC 
grant levels. Retrived from https://www.fns.usda.gov/wic/wic-funding-and-program-data 
124 United States Department of Agriculture: Food and Nutrition Service (USDA). (2017a, August 10). WIC 
Breastfeeding Data Local Agency Report. Retrieved from https://fns-
prod.azureedge.net/sites/default/files/wic/FY2016-BFDLA-Report.pdf 
125 United States Department of Agriculture: Food and Nutrition Service (USDA). (2018d). WIC Program: Total 
Participation. (2018, July 6). Retrieved from https://fns-prod.azureedge.net/sites/default/files/pd/27wilatest-
07.pdf 
126 United States Department of Agriculture: Food and Nutrition Service (USDA). (2018c). Monthly Data-State 
Level Participation by Category and Program Costs (FY 2018). Retrieved from 
https://www.fns.usda.gov/pd/wic-program 



67End Notes

 

 

                                                                                                                                                             
127 Atlanta Community Food Bank. (2017). Georgia WIC: Focus Groups with Eligible -But -Not -Enrolled 
Populations in Metro Atlanta. 
128 Centers for Disease Control (CDC). (2018m, May 2). 2018 Recommended Immunizations for Adults: By 
Health Condition. Retrieved from https://www.cdc.gov/vaccines/schedules/downloads/adult/adult-
schedule-easy-read.pdf#page=2 
129 Centers for Disease Control and Prevention (CDC). (2017n, December 27). Pregnant? You Need a Flu Shot! 
Retrieved from https://www.cdc.gov/flu/pdf/freeresources/pregnant/flushot_pregnant_factsheet.pdf 
130 Centers for Disease Control (CDC). (2017p, December 6). Pregnant Women and Flu Vaccination, Internet 
Panel Survey, United States, November 2017. Retrieved July 16, 2018, from 
https://www.cdc.gov/flu/fluvaxview/pregnant-women-nov2017.htm 
131 Centers for Disease Control (CDC). (2017o, December). 2018 Recommended Immunizations for Children 
from Birth Through 6 Years Old. Retrieved from https://www.cdc.gov/vaccines/parents/downloads/parent-
ver-sch-0-6yrs.pdf 
132 Centers for Disease Control (CDC). (2018k, January 11). 2016 Childhood DTaP Coverage Dashboard Report. 
Retrieved July 16, 2018, from https://www.cdc.gov/vaccines/imz-managers/coverage/childvaxview/data-
reports/dtap/reports/2016.html 
133 Kaiser Family Foundation (KFF). (2018a, March 13). Women, Work, and Family Health: Key Findings from 
the 2017 Kaiser Women’s Health Survey. Retrieved July 16, 2018, from https://www.kff.org/womens-health-
policy/issue-brief/women-work-and-family-health-key-findings-from-the-2017-kaiser-womens-health-
survey/ 
134 Center for Disease Control (CDC). (2017q, June 28). Key Statistics from the National Survey of Family 
Growth. Retrieved June 19, 2018, from https://www.cdc.gov/nchs/nsfg/key_statistics/b.htm 
135 March of Dimes Foundation (March of Dimes). (2018b). Abuse during pregnancy. Retrieved July 16, 2018, 
from http://www.marchofdimes.org/pregnancy/abuse-during-pregnancy.aspx 
136 The National Domestic Violence Hotline (NDVH). (2013, July 23). Pregnancy and Abuse: How to Stay Safe 
for Your 9 Months. Retrieved July 16, 2018, from http://www.thehotline.org/2013/07/23/pregnancy-and-
abuse-how-to-stay-safe-for-your-9-months/ 
137 Kaiser Family Foundation (KFF). (2018b, March 13). Women’s Sexual and Reproductive Health Services: 
Key Findings from the 2017 Kaiser Women’s Health Survey. Retrieved July 16, 2018, from 
https://www.kff.org/womens-health-policy/issue-brief/womens-sexual-and-reproductive-health-services-
key-findings-from-the-2017-kaiser-womens-health-survey/ 
138 Georgia Commission on Family Violence (GCFV). (2016). A Snapshot of Georgia: Domestic Violence and 
Sexual Violence. Retrieved from 
https://d3vnvedzfq7zpv.cloudfront.net/content/uploads/20170411223334/Snapshot-20171.pdf 
139 Scheppers, E., van Dongen, E., Dekker, J., Geertzen, J., & Dekker, J. (2006). Potential barriers to the use of 
health services among ethnic minorities: a review. Family Practice, 23(3), 325–348. Retrieved from 
https://doi.org/10.1093/fampra/cmi113   
140 The Georgia Department of Public Health/Maternal and Child Health Section/Office of, & Family & 
Community Health (DPH). (2013, April). Core Requirements and Recommended Guidelines for Designated 
Regional Perinatal Centers. Retrieved from 
https://dph.georgia.gov/sites/dph.georgia.gov/files/MCH/Core_Requirements_and_Guidelines._5.16.13_revise
d.pdf 
141 The Georgia Department of Public Health (DPH). (2017a, June). Regional Perinatal Centers. Retrieved June 
13, 2018, from https://dph.georgia.gov/RPC 
142 Cribs for Kids. (2019). Our Story. Retrieved from https://cribsforkids.org/our-story/ 
143 Healthy Mothers, Healthy Babies Coalition of Georgia. Building Capacity to Address Infant Mortality: 
Atlanta Perinatal Region Strategic Plan 2018-2021. (2017). Retrieved from http://hmhbga.org/wp-
content/uploads/HMHB-IMSP-Atlanta-Perinatal-Region-2018-2021.pdf 
144 Healthy Mothers, Healthy Babies Coalition of Broward County. (2017). DOSE Home. Retrieved from 
https://www.doseprogram.com/ 
145 Centers for Disease Control and Prevention. (2017). Tobacco Use and Pregnancy: Resources. Division of 
Reproductive Health, National Center for Chronic Disease Prevention and Health Promotion. Retrieved 
from https://www.cdc.gov/reproductivehealth/maternalinfanthealth/tobaccousepregnancy/resources.htm 



68 End Notes

 

 

                                                                                                                                                             
146 The American College of Obstetrics and Gynecologists. (2013). Committee Opinion No. 569: oral health 
care during pregnancy and through the lifespan. 122, 417-422. Retrieved from https://doi-
org.proxy.library.emory.edu/10.1097/01.AOG.0000433007.16843.10 
147 BirthTOOLS.ORG. (2018). Reducing Primary Cesareans. Retrieved from http://birthtools.org/Reducing-
Primary-Cesareans-NEW 
148 Arnold, J. (2017). Five Steps Hospitals Can Take to Safely Lower Their Cesarean Rate. Retrieved [5/1/19] from 
HTTPS://PREVENTACCRETA.ORG/FIVE-STEPS-FOR-HOSPITALS 
149 Office for Victims of Crime. (2019). Using a Trauma-Informed Approach. Retrieved from 
https://www.ovcttac.gov/taskforceguide/eguide/4-supporting-victims/41-using-a-trauma-informed-
approach/ 
150 The American College of Obstetrics and Gynecologists. (2017). Committee Opinion No. 711: opioid use and 
opioid use disorder in pregnancy. 130, 81-94. Retrieved from https://www.acog.org/-/media/Committee-
Opinions/Committee-on-Obstetric-Practice/co711.pdf?dmc=1 
151 Substance Abuse and Mental Health Services Administration. (2018). Recovery Support Tools and 
Resources: Peers. Retrieved from https://www.samhsa.gov/brss-tacs/recovery-support-tools/peers 
152 Patrick, S. W., Schumacher, R. E., Horbar, J. D., Buus-Frank, M. E., Edwards, E. M., Morrow, K. A., … Soll, R. F. 
(2016). Improving Care for Neonatal Abstinence Syndrome. Pediatrics, 137(5). https://doi-
org.proxy.library.emory.edu/10.1542/peds.2015-3835 
153 Burnette, T., Chernicky, L., & Towers, C. V. (2018). The effect of standardizing treatment when managing 
neonatal abstinence syndrome<sup />. The Journal Of Maternal-Fetal & Neonatal Medicine: The Official 
Journal Of The European Association Of Perinatal Medicine, The Federation Of Asia And Oceania Perinatal 
Societies, The International Society Of Perinatal Obstetricians, 1–5. https://doi-
org.proxy.library.emory.edu/10.1080/14767058.2018.1465038 
154 Georgia Perinatal Quality Collaborative (GaPQC). Current Neonatal. Retrieved from 
https://georgiapqc.org/current-neonatal 
155 Postpartum Support International. (2019). Screening Recommendations. Retrieved from 
https://www.postpartum.net/professionals/screening/ 
156 Anderson, L. N. (2013). Functions of Support Group Communication for Women with Postpartum 
Depression: How Support Groups Silence and Encourage Voices of Motherhood. Journal of Community 
Psychology, 41(6), 709. https://doi-org.proxy.library.emory.edu/10.1002/jcop.21566 
157 Schrag, A. & Schmidt-Tieszen, A. (2014). Social Support Networks of Single Young Mothers. Child 
Adolescent Social Work Journal. 31: 315. https://doi.org/10.1007/s10560-013-0324-2 
158 Postpartum International Support, Georgia Chapter (PSI-GA). 2018. A Strategic Plan for Maternal Mental 
Health in GA. Retrieved from https://psiga.org/blog/psi-ga-outlines-strategic-plan-address-maternal-
mental-health-needs-ga/ 
159 Georgia House Budget & Research Office. (2019, April). Maternal Mortality in Georgia. Retrieved from 
http://www.house.ga.gov/budget/Documents/2019_Session/2019_Policy_Brief_Maternal_Mortality_in_Georgi
a.pdf 
160 Healthy Mothers, Healthy Babies Coalition of Georgia. (2018). An Evaluation of Current Prenatal Education 
Availability and Receptivity to Online Education in the State of Georgia. Retrieved from 
http://hmhbga.org/wp-content/uploads/Master-Report.pdf. 
161 The American College of Obstetrics and Gynecologists. (2018). Committee Opinion No 731: Group Prenatal 
Care. 131: e104-8. Retrieved from https://www.acog.org/Clinical-Guidance-and-Publications/Committee-
Opinions/Committee-on-Obstetric-Practice/Group-Prenatal-Care 
162 Centering Healthcare Institute. (2019). CenteringPregnancy. Retrieved from 
https://www.centeringhealthcare.org/what-we-do/centering-pregnancy 
163 Health Resources & Services Administration. (2019). Maternal & Child Health: Home Visiting. Retrieved 
from https://mchb.hrsa.gov/maternal-child-health-initiatives/home-visiting-overview 
164 Embrace Refugee Birth Support. (2019). Home. Retrieved from 
https://www.embracerefugeebirth.com/home.html 
165 Bhatt, C. B., & Beck-Sagué, C. M. (2018). Medicaid Expansion and Infant Mortality in the United States. 
American Journal of Public Health, 108(4), 565–567. https://doi-
org.proxy.library.emory.edu/10.2105/AJPH.2017.304218 
166 A Better Balance. (2019). Pregnant Workers Fairness. Retrieved from https://www.abetterbalance.org/our-
campaigns/pregnant-workers-fairness/ 



69End Notes

 

 

                                                                                                                                                             
167 Healthy Mothers, Healthy Babies Coalition of Georgia. (2019). Advocacy: Prioritizing Maternal and Infant 
Health in Hospital Community Health Needs Assessments. Retrieved from https://hmhbga.org/ 



Since 1974, HMHBGA has been the strongest statewide 
voice for improving maternal and infant health in 

Georgia.

www.hmhbga.org
1-800-300-9003

healthy mothers, healthy babies
®

HEALTHY MOTHERS,
HEALTHY BABIES
Coalition of Georgia


