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ABOUT THIS REPORT 
 
This report represents a collaboration among Healthcare Georgia Foundation, the Center for Black Women’s 
Wellness, and Emory University.  It is the culmination of a scope of work, requested by Healthcare Georgia 
Foundation, that involved conducting an Environmental Scan to better understand the current and needed state of 
programs and policies around maternal and infant health in Georgia, with an emphasis on Black women, infants, 
and children up to three years of age, in order to identify best-practices and evidence-based programs, gaps in 
services, workforce development opportunities, and current funder initiatives. The Environmental Scan used a 
multi-pronged approach that included a review of the black and gray literature, as well as the conduct of electronic 
surveys and targeted interviews of program leaders and staff and focus groups with Black women and their 
support persons to understand barriers to accessing quality prenatal and postpartum care and their perspective of 
respectful care. The purpose of this report is to summarize findings from the Environmental Scan and to make 
recommendations to the Foundation on potential policy agenda items and funding strategies to improve Black 
maternal and child health and ameliorate maternal and child health disparities in Georgia.  
 
The work of this academic-practice partnership was informed by an Advisory Board of leaders in Black women’s 
and children’s health from a range of public health, community, and academic organizations with a broad range of 
expertise in and long-standing commitment toward improving Black maternal and child health. The Advisory 
Board served a critical function in terms of refining the research questions and areas of focus, identifying 
organizations and programs for inclusion in the survey and interviews, identifying Black women and birthing 
individuals and their support persons for inclusion in the focus groups, and contextualizing and synthesizing 
findings in preparation for this report. To assure gender inclusivity, we use the term ‘birthing individuals’ to 
recognize those individuals who do not identify as women and who need reproductive health services.   
 
Gratitude and appreciation go to the members of the Advisory Board who gave their time and expertise to this 
report:  

 Joy Baker, WellStar West Georgia Medical Center 

 Kennedy Bridges, National Birth Equity Collaboration 

 Kimarie Bugg, Reaching Our Sisters Everywhere, Reaching Our Brothers Everywhere 

 Rasheeta Chandler, Emory University Nell Hodgson School of Nursing 

 Tiffany Crowell, South Health District BabyLUV/Parents as Teachers/Healthy Start  

 Latosha Elbert, South Central Health District Heart of Healthy Start  

 Jeannine Galloway, Georgia Department of Public Health, Maternal-Child Health 

 Wykeisha Howe, Center for Black Women’s Wellness (client) 

 Kwajelyn Jackson, Feminist Women’s Health Center 

 Laura Layne, Georgia Department of Public Health, Women’s Health  

 Ky Lindberg, Healthy Mothers, Healthy Babies Coalition of Georgia 

 Breana Lipscomb, Center for Reproductive Rights 

 Tamara Mason, Georgia Chapter of the March of Dimes 

 Terri McFadden, Georgia Chapter of the American Academy of Pediatrics 

 Maylott Mulugeta, Black Feminist Future 

 Sara Sullivan, Georgia Family Planning System 

 Kaprice Welsh, Georgia Obstetrics and Gynecology Society 
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ABOUT THE SPONSOR 
 
This report was sponsored by Healthcare Georgia Foundation, a statewide, private independent foundation 
whose mission is to enable, improve, and advance the health and well-being of all Georgians. Through its 
strategic grantmaking, Healthcare Georgia Foundation supports organizations that drive positive change, 
promotes programs that improve health and healthcare among underserved individuals and communities, and 
connects people, partners and resources across Georgia.  Programmatic areas of focus for the Foundation 
include addressing health disparities; expanding access to quality, affordable and integrated health services; 
promoting health and preventing disease; and strengthening health nonprofits, programs and workforce in 
Georgia.  
 
Healthcare Georgia Foundation has previously supported initiatives to reduce infant mortality in Georgia, including 
Promising Approaches to Improved Infant Health and Taking Care of You. The final report of Taking Care of You 
concluded that greater impact would be achieved in Georgia by linking maternal and infant health improvement 
strategies with one another for several reasons: First and foremost, the same underlying factors that contribute to 
poor birth and infant health outcomes also contribute to poor maternal health outcomes, namely, lack of access to 
quality health care and family planning services before and between pregnancies and lack of access to quality 
prenatal, perinatal, and post-birth care for the mother and the infant. Second, the large disparities that exist in 
rates of preterm birth, low birth weight, and infant mortality by race/ethnicity, socioeconomic status, and 
geography are also found for maternal morbidity and mortality. Women who are poor, who live in underserved 
areas, and who belong to racial/ethnic minority groups are substantially more likely to experience maternal 
morbidity and mortality and adverse birth outcomes that impact the survival and development of the infant. 
Establishing collaborations with those working across the maternal-infant health continuum to attract resources 
and support policy, practice, and community initiatives to improve women’s and infant’s access to preventive, 
primary, and reproductive health care is essential for reducing racial disparities in adverse maternal and infant 
health outcomes in Georgia.  
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Introduction 
 
Emory University and the Center for Black Women’s Wellness conducted an 
Environmental Scan to better understand the current and needed state of 
programs and policies around maternal and infant health in Georgia, with an 
emphasis on Black women, infants, and children up to three years of age. 
 
This Environmental Scan sought to inventory existing programs and policies as 
well as barriers and challenges of organizations and programs in meeting the 
needs of Black women, birthing individuals, infants, and children through age 
three and define current gaps in programs and policies as well as workforce 
development opportunities for better meeting their needs. 
 
This report summarizes the methods and findings from this work and provides 
recommendations for future funding initiatives and policy agenda items to 
address existing gaps. The information will support Healthcare Georgia 
Foundation and other agencies to understand these disparities and make 
informed decisions about future programs and investments. 
 
Approach 
 
This Environmental Scan was informed by the use of an integrative analytic 
framework that addressed discrimination and structural racism, access to health 
care, quality of health care, acceptability of health care and services, and 
strengthening families through engagement of fathers and partners. 
 
A multi-pronged approach was undertaken using mixed research methods. 
Methods included review of the black and grey literature, survey and interview 
of programmatic leaders and staff, and focus groups with Black mothers and 
their support persons.  
 
The Environmental Scan addressed five key research questions: 

1. Within the last 5 years, what programs have operated in Georgia 
(geographic location and extent) to address the health of Black women, 
birthing individuals, and children through age 3? 

2. What health policies exist and are needed in Georgia to improve the health 
and/or reduce barriers to health care of Black women, birthing individuals, 
and children through age 3? 

3. What workforce development issues are needed in Georgia to reduce 
barriers to receiving maternal and child health care and services in Georgia?  

4. What health system transformations are needed to promote receipt of 
quality maternal and child health care and services in Georgia? 

5. What are existing gaps and opportunities for improving the quality and reach 
of services and the implementation of policy to improve the health of Black 
women, birthing individuals, and children through age three in Georgia? 

 

EXECUTIVE SUMMARY 
 
 
 
 
 
 
 
 
 
 
 
 
 

Black Maternal 
Health in Georgia 

 

The stark racial 
disparities in Georgia’s 
rates of maternal and 
infant morbidity and 

mortality indicate that 
the underlying health 

needs of Black women, 
birthing individuals, and 

infants are not being 
met. 

 

There is not a 
comprehensive 
compilation of 

information to address 
the body of policies and 

programs needed to 
most effectively 
ameliorate these 

disparities. 
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RECOMMENDATIONS 
 
 
 
 
 
 
Key recommendations that address policy and legislative strategies for improving Black maternal health highlight 
four priority areas: 1) increasing health insurance coverage; 2) increasing access to health care; 3) enhancing the 
value and quality of health care; and 4) building a healthier Georgia. These recommendations include the 
following: 
 

1. Expand Medicaid eligibility and coverage, including for at least one year after the end of a pregnancy to 
more fully address women’s inter-conception health care needs. 
 

2. Promote presumptive eligibility upon enrollment as well as timely utilization of services in the 
Planning for Healthy Babies (P4HB) Medicaid family planning program. Additionally, expand P4HB 
interpregnancy care eligibility to include women at risk for severe maternal morbidity. 
 

3. Support scope of practice expansions for certified nurse midwives and allow the practice of 
certified professional midwives in Georgia. 
 

4. Support policies to promote a larger number of providers (physician, nurses, allied health 
professionals) to be trained in and practice in underserved areas of rural Georgia. Additionally, 
support policies to promote the education and training of health care providers in Georgia who are 
underrepresented minorities. 
 

5. Support policies to promote the on-going training of Georgia health care providers in respectful 
and equitable care and shared decision-making. 
 

6. Support insurance payments, particularly Medicaid and other government payers, for a broader 
perinatal  workforce including for doulas and perinatal support professions, home visitors and for 
community-based organizations providing care coordination and linkage. 
 

7. Support insurance payment for a broader array of maternal mental health services through 
existing programs and through telehealth.  
 

8. Support health care provider reimbursement on a quality model (rather than productivity model) 
that prioritizes and rewards care that is of high quality, respectful, delivered by culturally 
competent providers, addresses social determinants of health through community-based linkages, 
and links maternity care to primary health care, especially through Medicaid and government 
payers.  
 

9. Support legislation to address paid parental leave and protections for pregnant and postpartum 
employees in the workplace. 
 

10. Support adequate funding to the Georgia Department of Public Health’s Women’s Health and 
Maternal and Child Health Divisions. 
 

11. Support increasing the state tobacco produce excise tax on tobacco and tobacco alternative 
products for purposes of funding initiatives mentioned above. 
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In addition to the policy and legislative recommendations, the Environmental Scan identified key 
recommendations that address potential funding strategies for improving Black maternal health. These funding 
strategies relate to the expansion of programming, training, and workforce development with the potential to 
rapidly improve health equity in Georgia. 
 
 

1. Support initiatives for the training of health care and service providers in respectful and equitable 
care using local expertise. Substantial and local expertise is housed in a number of Georgia-based 
organizations that focus on Black women’s health and reproductive justice.  Funding should support the 
delivery of existing curricula on respectful and equitable care as well as the development of curricula for 
specific facets of the work force that provide services to women, birthing individuals, infants and children. 
should support further development of training curricula on respectful and equitable care. 
 

2. Support development, implementation, and evaluation of transformational, community-based 
models of perinatal care that involve expansion of the perinatal workforce and birthing 
infrastructure. This support should target training of doulas/perinatal support professionals and lactation 
specialists, establishment of birth center models, provision of models for group prenatal care and 
establishment of pregnancy medical homes that link maternal and primary health care. 
 

3. Support expansion and diversification of the perinatal workforce. In addition to expanding the scope 
of the perinatal workforce to include doulas/perinatal support professions and lactation specialists, funding 
should be directed toward the racial/ethnic diversification of the existing and future health care workforce 
through scholarships and incentive programs. 
 

4. Support existing evidence-based programs to expand at current locations. Several programs that 
support improved maternal and child health outcomes are operative in Georgia and functioning well at 
their current sites, such as Centering Pregnancy, evidence-based home visiting programs, and midwifery 
models of care. Funding can support expanding staffing for existing programs at the current locations to 
serve a wider array of clients. 
 

5. Support the adoption of evidence-based programs at new locations. Programs that have successfully 
employed evidenced-based programs could serve as models or mentors for new sites with the capacity to 
develop and implement similar initiatives. Funding can support the development of these programs and 
the partnership needed to rapidly implement the programs at new sites. 
 

6. Support wider implementation of existing quality improvement initiatives. Funding can be leveraged 
to support the expansion of the work by the Georgia Perinatal Quality Collaborative and Regional Perinatal 
Systems of Care related to AIM Safety Bundles and other improvements across the network. Additionally, 
funding could be secured to support the implementation of AIM Safety Bundles not yet deployed in 
Georgia, such as the Maternal Mental Health and Postpartum Care bundles. 
 

7. Support population-based approaches that emphasize public health and community-clinical 
collaboration. A population-based approach necessitates cross-sectoral collaboration in promoting health 
of communities. Funding is needed to support clinical-public health collaborations around maternal and 
child health in Georgia, specifically, around the shared development and utilization of Disparities 
Dashboards among public health, clinical health system, and community-based organizations as well as 
the development, implementation, and evaluation of care coordination strategies and models through the 
engagement of existing community-based organizations with expertise in Black maternal and child health.

RECOMMENDATIONS 
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I.              INTRODUCTION  
 
Georgia has among the highest and most racially disparate rates of maternal and infant morbidity and mortality in 
the nation.  Both the maternal mortality ratio (MMR) and the feto-infant mortality rate (FIMR) are recognized as 
important indicators of population health. The MMR is an indicator of the health status of women and the  
performance of the healthcare system (Wilmoth et al., 2012) as it is influenced by social and economic factors, 
including income and access to the social determinants of health and health care services, such as quality 
emergency obstetric and delivery care. The FIMR is regarded as a barometer for the overall health of a 
community (Gonzalez & Gilleskie, 2017) as its underlying causes are strongly related to structural factors such as 
economic development, general living conditions, social well-being, and the quality of the environment. 
Improvements in health literacy and health care infrastructure as well as the implementation of interventions at 
each stage before, between and beyond childbirth can reduce maternal and infant mortality (Gülmezoglu et al., 
2016; US Department of Health & Human Services, 2020).  
 
The Healthy People 2020 goal for US maternal deaths (deaths from any cause related to or aggravated by 
pregnancy occurring during pregnancy, childbirth, or within 42 days of the end of the pregnancy) was 11.4 per 
100,000 live births. National figures (America’s Health Rankings, 2018) show that the US MMR remains 
substantially higher than the goal (17.4 per 100,000 live births), with the Georgia MMR being more than 2.5 times 
the national MMR (46.2 per 100,000 live births). Careful adjudication of deaths by the Georgia Maternal Mortality 
Review Committee (MMRC) for the period 2012-2016 reveals 26 pregnancy-related deaths (occurring during 
pregnancy, childbirth, or within one year of the end of the pregnancy resulting from a complication of or event 
initiated by pregnancy or from an underlying condition aggravated by pregnancy) per 100,000 live births.  For this 
2012-2016 period, non-Hispanic Black women were 2.7 times more likely to die due to pregnancy-related 
complications than non-Hispanic white women (47.0 vs. 14.3 deaths per 100,000 live births). The leading causes 
of these pregnancy-related deaths were cardiomyopathy, hemorrhage, cardiovascular and coronary conditions, 
embolism, preeclampsia and eclampsia, and amniotic fluid embolism.  Remarkably, of the deaths classified as 
pregnancy-related, 70% were deemed preventable. Based on these analyses, the Georgia MMRC (Georgia 
Maternal Mortality Review Committee, 2019) issued recommendations for the implementation of multi-level 
strategies to reduce maternal deaths in Georgia (Table 1). 
 
Table 1. Recommendations of the Georgia Maternal Mortality Review Committee Across Various Levels 
Patient/Family Level 
 Educate patients and families about early warning 

signs and symptoms during pregnancy and after 
delivery; 

 Educate patients on the importance of early prenatal 
care, adherence to medication and postpartum 
follow-up. 

Provider Level 
 Recognize early warning signs and symptoms during 

pregnancy and after delivery;  
 Initiate preventive medications during pregnancy 

when indicated; 
 Refer to maternal fetal medicine provider when first 

indicated; 
 Transport high-risk maternal patients while stable to 

risk-appropriate facility; 
 Refer morbidly obese pregnant patients for 

cardiology consult. 
Facility Level 
 Implement hemorrhage and hypertension patient 

safety bundles; 
 Transport high-risk maternal patients while stable to 

risk-appropriate facility. 

Systems of Care Level 
 Mandate autopsy for every maternal death; 
 Expand Medicaid coverage to 1-year postpartum; 
 Provide case management for morbidly obese 

pregnant patients; 
 Implement case management after delivery. 
 
Community Level 
 Promote healthy eating and maintaining healthy 

weight prior to pregnancy; 
 Promote pregnancy spacing 
 Promote smoking cessation;  
 Provide resources for prenatal care and 

postpartum follow-up; 
 Manage chronic conditions prior to pregnancy; 
 Ensure LARCs and other contraceptive methods 

are available when pregnancy is not desired.  
 
Cross Level 
Establish an Action Committee to develop an action 
plan to impact leading causes of pregnancy-related 
deaths system. 
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In Georgia, the occurrence of adverse maternal health outcomes varies by residence and race/ethnicity. An 
analysis of Georgia’s pregnancy-related maternal mortality for 2010-2012 revealed an overall rate of 26.5 per 
100,000 live births, with non-significant variation across residence in rural (27.1), non-rural (24.4), and 
metropolitan (24.7) areas (Platner et al., 2016). In this analysis, however, the pregnancy-related mortality was 
starkly higher for Black women (49.5) compared with white women (14.3) across all areas, with the racial gap 
being widest in metropolitan (51.6 vs. 12.4) and non-rural (50.3 vs. 12.0) compared to rural areas (39.4 vs. 22.4). 
More recent data (2015-2017) presented by Mercer University School of Medicine Center for Rural Health and 
Health Disparities (Warren, 2019) demonstrates that rural women in Georgia have substantially higher rates of 
pregnancy-associated maternal deaths (occurring during pregnancy, childbirth, or within one year of the end of 
the pregnancy from any cause) than those of urban Georgia, with rural Black women having a 30% higher 
pregnancy-associated mortality than their urban Black counterparts (121 vs. 93 per 100,000 live births), rural 
white women having a 50% higher rate their urban white counterparts (60 vs. 40 per 100,000 live births), and rural 
Black women having double the pregnancy-associated maternal mortality rate of rural white women (121 vs. 60 
per 100,000 live births).  Factors contributing to this rural burden of pregnancy-associated maternal mortality are 
noted to include the more limited availability and accessibility of health care services, transportation, leave time 
from work, supportive organizations and social services related and unrelated to pregnancy care.    
 
Georgia also ranks among the states with the highest infant mortality, with a rate that is consistently 20-30% 
higher than the US rate. According to America’s Health Rankings for 2018, since 2016 the US infant mortality 
decreased 2% from 6.0 to 5.9 deaths per 1,000 live births but for Georgia increased 17% from 6.6 to 7.7 deaths 
per 1,000 live births, earning Georgia a ranking of 46th. According to the Georgia Department of Public Health 
(DPH), the leading causes of infant death are conditions related to preterm birth and low birth weight, birth 
defects, and sleep-related deaths (sudden infant death syndrome and accidental suffocation and strangulation in 
bed). Combined, these three conditions account for approximately two-thirds of all infant deaths in Georgia, with 
preterm birth and low birth weight estimated to account for nearly 45% of Georgia’s infant deaths. Preterm birth 
and low birth weight are substantially more common among Black infants with risk factors being maternal chronic 
medical conditions, inadequate prenatal care, and unintended pregnancy. Feto-infant mortality data from 2013-
2018 analyzed using the BABIES approach (Dunlop et al., 2020) show that Georgia’s total FIMR is 10.7 per 1,000 
with an excess FIMR (the proportion beyond that which would be expected in a healthy community with a well-
functioning health system) of 6.1 per 1,000. Notably, Georgia’s excess FIMR is attributable to gaps in the 
following areas of health or health system performance:  62% to the poor underlying health status of women, 20% 
to the care and supervision of the infant in the post-neonatal period, 11% to prenatal and intrapartum care, and 
7% to neonatal care. When the FIMR data is disaggregated, the excess FIMR is markedly higher for non-Hispanic 
Black infants compared to infants of other race/ethnicity and, most notably, nearly 70% of the excess FIMR for 
non-Hispanic Black infants is attributable to the poor underlying health status of their mothers (Table 2). As such, 
the Georgia DPH calls for improving women’s preconception and interconception health, while continuing to 
ensure access to quality family planning, prenatal and perinatal care as vital strategies for addressing these 
adverse birth outcomes that place infants at elevated risk for death (Georgia Department of Public Health, 2013). 
 
Table 2. Distribution of Excess Feto-infant Mortality (FIMR) for Georgia by Race/Ethnicity 

Population Group Women’s 
Health 

Maternal & 
Fetal Care 

Neonatal  
Care 

Infant  
Health 

Total Excess 
FIMR per 1000 

Georgia 62% 11% 7% 20% 6.1 
Non-Hispanic Black 69% 10% 5% 16% 12.4 
Non-Hispanic white 44% 12% 8% 36% 2.5 
Hispanic, any race 53% 17% 10% 20% 3.8 

 
While mortality is the most critically important outcome, severe maternal morbidity (SMM), or unexpected 
complications of labor and delivery that result in significant short- and long-term consequences to health and 
reflect “near miss” events for maternal death (American College of Obstetricians and Gynecologists, 2016), is also 
disparate by maternal race/ethnicity across Georgia according to maternal county of residence, as shown in 
Figure 1A (SMM for Black women), Figure 1B (SMM for white women), and Figure 1C (Black-white SMM ratio, 
with shades of red indicating where racial disparities are greatest) (Adams & Kramer, 2021). 
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Figure 1A. Severe Maternal Morbidity for Non-Hispanic Black Women,    Figure 1B. Severe Maternal Morbidity for Non-Hispanic White Women,  
Georgia, 2016-2019                 Georgia, 2016-2019 
 

 
Source: Georgia Vital Records Data, 2016-2019 (Adams & Kramer, 2021) 
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Figure 1C. Black/White Ratio of Severe Maternal Morbidity, Georgia, 2016-2019        
 
  
                                                                                      
 
 
 
 
              Figure 2 . Severe Maternal Morbidity, Georgia Medicaid, 2017   

Source: Georgia Medicaid Data, 2017 (Adams & Dunlop, 2020) 

Source: Georgia Vital Records Data, 2016-2019                                       
(Adams & Kramer, 2021) 
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In Georgia, racial disparities in SMM are found at delivery and within 3- and 12-months postpartum, even when 
accounting for socioeconomic status, such as by examining SMM among those whose birth is covered by 
Medicaid who are of similar income (Figure 2).  From this data, it is apparent that racial disparities in SMM 
begin at delivery, with non-Hispanic Black women having a rate of nearly 130 compared with 70 per 10,000 
deliveries for white women. From this data, it is also evident that the SMM rate increases and the racial gap 
(the difference between the SMM rate for Black and white women) widens from delivery to 3-months 
postpartum and from 3-months to 12-months postpartum (Adams, 2020). Such postpartum racial disparities 
strongly indicate women’s differential access to quality health care throughout this period by race.  
 
 
II. STATEMENT OF PURPOSE 
 
The impetus for this project is the stark racial disparities in Georgia’s rates of maternal and infant 
morbidity and mortality, which indicate that the underlying health needs of Black women, birthing 
individuals, and infants are not being met. 
 
While there is a wealth of data delineating that excess rates of maternal and infant morbidity and mortality are 
borne by Black mothers and infants in Georgia, there is not a comprehensive compilation of information to 
address the body of policies and programs needed to effectively ameliorate these disparities. To address this 
information gap, we undertook this Environmental Scan of programs and policies with the purpose to better 
understand the assets, needs, and opportunities around improving Black maternal and child (under three) 
health in Georgia and make recommendations for strategies to close existing gaps. In particular, this 
Environmental Scan sought to inventory existing programs and policies as well as barriers and challenges of 
organizations and programs in meeting the needs of Black women, birthing individuals, infants, and children 
through age three and define current gaps in programs and policies as well as workforce development 
opportunities for better meeting their needs. This report summarizes the methods and findings from this scope 
of work and provides recommendations for future funding initiatives to address existing gaps. This report is 
intended to support Healthcare Georgia Foundation, and other agencies, to understand these disparities and 
make informed decisions about future programs and investments. 
 

The Research Questions for this Environmental Scan are as follows: 

1. Within the last 5 years, what programs have operated in Georgia (geographic location and extent) to 
address the health of Black women, birthing individuals, and children through age 3? 

a) Is there evidence of effectiveness? 

b) Is there evidence of accessibility and acceptability to Black women, birthing individuals, and 
families?  

c) Have the voices of Black individuals and families been considered in design or evaluation of these 
programs?   

d) What do Black women, birthing individuals and support persons experience with these services and 
their health care? 

2. What health policies exist and are needed in Georgia to improve the health and/or reduce barriers to health 
care of Black women, birthing individuals, and children through age 3? 

3. What workforce development issues are needed in Georgia to reduce barriers to receiving maternal and 
child health care and services in Georgia?  

4. What health system transformations are needed to promote receipt of quality maternal and child health 
care and services in Georgia? 

5. What are existing gaps and opportunities for improving the quality and reach of services and the 
implementation of policy to improve the health of Black women, birthing individuals, and children through 
age three in Georgia? 
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III. ANALYTIC FRAMEWORK  
 
This Environmental Scan takes the perspective that racial disparities are shaped by socially patterned physical, 
environmental, and socioeconomic inequities that impact individuals’ underlying health status, access to care, 
and determinants of health (National Academies of Science, Engineering, and Medicine, 2017; National 
Academies of Science, Engineering, and Medicine, 2019; Jones, 2019) and by exposure to racism, which 
contributes to poor health both by acting as a stressor that compromises the overall health and well-being of 
Black families (Giscombe & Lobel, 2005) and by shaping interactions with the health care system and medical 
providers (Nelson, 2002). While acknowledging that racial differences in a range of structural factors 
(education and employment opportunities, food, healthy residential and work environments, transportation, and 
health care services) and differential exposure to stressors such as racism serve as drivers of racial disparities 
in maternal and child health outcomes (Jones 2000), this scan focuses on policies and programs more directly 
related to health care.  
 
To guide our inventory and identification of areas of programmatic and policy strengths and gaps in Georgia, 
we conducted a review of the literature to identify a suitable analytic framework for the Environmental Scan. As 
it was intended to address the continuum of services from preconception through maternity, infant, and early 
child care, we constructed a single analytic framework (Table 3) that integrates the domains represented in the 
published frameworks below, the first of which focuses on improving Black maternal health and health care 
and the second of which focuses on closing the Black-White gap in birth outcomes:  
 
The Black Mamas Matter: Advancing the Human Right to Safe and Respectful Maternity Care Framework 
employs a reproductive rights lens to call attention to a range of state-level policies for improving Black 
maternal health through attention to the essential elements of the right to health – including improving the 
availability of facilities and services; improving access to reproductive health care (by addressing non-
discrimination as well as physical and economic accessibility); improving the acceptability of health care (by 
ensuring respect for the culture of individuals and their communities with a focus on building cultural models of 
care and cultural competence of providers); and improving quality of maternal care (by expanding capacity in 
health departments, enhancing and incentivizing quality care).  This framework considers the principle of equity 
as foundational, emphasizing the equitable distribution of health goods and services with the prioritization of 
health resources to those most in need, that services must be available both geographically and in a non-
discriminatory manner that assures access and utilization, and that services empower Black women and 
individuals by including them in the assessment of needs, design and implementation of solutions, and 
monitoring of impacts (BMMA, 2018a). The Black Mamas Matter and Center for Reproductive Rights Setting 
the Standard for Holistic Care of and for Black Women provides additional guidance around the components of 
and processes for delivering holistic care (BMMA, 2018b).  
 
The Closing the Black-White Gap in Birth Outcomes Framework employs a life course lens and calls for action 
across a range of clinical and public health domains that include: improving health care for Black women 
across the life course through targeted interconception care, increasing access to preconception care (family 
planning, reproductive autonomy, and women’s health promotion), and improving the quality of prenatal care; 
strengthening Black families and communities through expanding health care access across the life course, 
strengthening father involvement, and enhancing coordination of services for family members; creating 
reproductive and social capital in Black communities through community building and renewal; addressing 
social and economic inequities through closing the education gap, reducing poverty, supporting working 
families; and undoing policies and structures that perpetuate institutional racism (Lu et al., 2015). Notably, the 
life course perspective synthesizes both the early programming model (Halfon & Holchtein, 2002), which 
emphasizes that early life exposures influence future reproductive potential and future health, and the 
cumulative pathways model (Geronimus, 1996), which emphasizes that the chronic accommodation of Black 
individuals to on-going stress, including racism, results in wear and tear (or allostatic load) on the body’s 
adaptive systems leading to declining health and function over time. The framework emphasizes that closing 
existing racial gaps in birth outcomes requires far more than improving access to prenatal care for Black 
women and birthing individuals and requires addressing the cumulative allostatic load and early life 
disadvantages that they face.  
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Table 3. Integrative Analytic Framework 1,2 

1. Black Mamas Matter & Center for Reproductive Rights, 2018a and 2018b; 2. Lu et al., 2015.  
 
 

IV. ENVIRONMENTAL SCAN METHODS 
 
Overview of Methods. We undertook a multi-pronged approach using mixed methods to answer the range of 
research questions for this Environmental Scan. First, we conducted a review of the black and gray literature 
and abstracted programmatic information from publicly available sources. Second, we conducted electronic 
surveys and targeted key informant interviews of programmatic leaders and staff in Georgia. Third, we 
conducted virtual focus groups with Black women and their support persons throughout Georgia to elicit their 
experiences with maternal and child health care as well as opinions of respectful care. Finally, we used a 
Framework Method approach (Gale et al., 2013) to identify relative areas of strength and needs for 
improvement around Black maternal and child health in Georgia.  
 
The various methods used to answer each of the following questions: 
 

 Address Discrimination and Structural Racism that Prevent Equitable Access to Care, Social 
Determinants of Health (SDOH), and Health Status 

o Invest in economic justice (education, poverty reduction, support for working families), nutrition, 
housing, and environmental health  

o Incorporate assessment of critical SDOH domains into core clinical activities (assessment, 
diagnosis, interventions, outcomes) 

o Evaluate health and equity impacts of policies and practices; Collect and monitor outcomes by 
intersections of race, ethnicity, immigration status, gender identity, ability, and age; 

 Improve Access to Health Care Across the Life Course for Black Women, Birthing Individuals & Children 
o Assure affordable and accessible health care 

 Address gaps in care and ensure continuity, including through health insurance coverage 
 Increase access to preconception care (family planning & reproductive health care), 

sexual health information and safe abortion 
 Interconception care for women with prior adverse outcomes 

o Enhance screening, referral, coordination of health and support services for children & families  
 Improve the Quality of Health Care for Black Women, Birthing Individual & Children 

o Improve the quality and consistency of primary and preconception care 
o Improve prenatal care, especially for women at risk 
o Improve responsiveness and response to obstetric emergencies 
o Improve continuity of postpartum care, linkage to primary care 
o Ensure health care systems incentivize safe and respectful health care 

 Improve the Acceptability of Health Care and Services for Black Women, Birthing Individuals & Families 
o Assure the provision of respectful care 

 Assure confidential, safe, trauma-informed care with consent and respect for autonomy 
 Black Mama-, family-, and parent-centered and patient-led 
 Culturally informed and provided by culturally competent and -congruent providers 
 Respects spirituality  
 Honors and fosters resilience 
 Assure targeting health literacy 
 Responsive to needs of all genders and family relationships 

o Build the cultural competency of providers and diversify the perinatal workforce 
o Incentivize transformational, community models of care 

 Strengthen Families 
o Engage fathers and partners  
o Respectful of family relationships 
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1. Within the last 5 years, what programs have operated in Georgia (geographic location, assets, challenges) 
to address the health of Black women, birthing individuals, and children through age 3? 
a. Is there evidence of effectiveness? 
b. Is there evidence of accessibility and acceptability to Black women, birthing individuals, and families? 

Have the voices of Black individuals and families been considered in the design or evaluation?   
c. What do Black women, birthing individuals and support persons experience with these services and 

their health care? 
 
Methods:   
Literature review (black and gray) with abstraction from publicly available sources (RQ1a, RQ1b, RQ1c) 
Surveys and Key Informant Interview of programmatic leaders and staff (RQ1a, RQ1b, RQ1c) 
Focus groups with Black women and their support persons (RQ1c) 

 
2. What health policies exist and are needed in Georgia to improve the health and/or reduce barriers to 

quality health care of Black women, birthing individuals, and children through age 3? 
 
Methods:   
Review of the black and gray literature with abstraction from publicly available sources  
Surveys and Key Informant Interviews of programmatic leaders and staff 

 
3. What workforce development issues are needed in Georgia to reduce barriers to receiving maternal and 

child health care services in Georgia?  
 
Methods: 
Review of the black and gray literature with abstraction from publicly available sources  
Survey and Key Informant Interview of programmatic leaders and staff 
Focus groups with Black women and their support persons 
 

4. What health system transformations are needed to promote receipt of quality maternal and child health 
care and services in Georgia? 
 
Methods: 
Review of the black and gray literature with abstraction from publicly available sources  
Survey and Key Informant Interview of programmatic leaders and staff 
Focus groups with Black women and their support persons 
 
 

5. Final Integrative Research Question: What are existing gaps and opportunities for improving the quality 
and reach of services and the implementation of policy to improve the health of Black women, birthing 
individuals, and children through age 3 in Georgia? 
 
Methods: 
Review of the black and gray literature with abstraction from publicly available sources  
Survey and Key Informant Interview of programmatic leaders and staff 
Focus groups with Black women and their support persons 
Framework analysis to identify areas for improvement of Georgia’s Black maternal and child health care 
and services  

 
 
Description of Methods.  
 
Scan of the Black and Grey Literature.  We scanned the black literature (peer-reviewed published) and the 
gray literature (non-peer reviewed white papers, reports, and slide presentations that are publicly available on 
the internet) in seeking answers to several of the research questions. Criteria for the scan of the literature 
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included: 1) published in the last six years; 2) English only; 3) available in databases including Google, Google 
Scholar, Medline, or PubMed; 4) search terms including racial disparities or Black maternal/infant health; and 
5) topical area of focus included delivering health care or developmental care services to women, birthing 
individuals, infants, and/or children through age 3. 
 
For RQ1 (inventory of programs in Georgia), we focused the literature scan on whether the programs or 
services were based in Georgia and operative within the last five years. Once we identified an organization that 
provides relevant programs or services in Georgia, we abstracted as much information as possible from the 
public-facing websites using a standardized abstraction form.  
 
For RQ1a (evidence for programmatic effectiveness), we focused the literature scan on information about the 
effectiveness or outcomes of the program. *Note, aspects of this research question were also addressed in the 
Survey and Key informant interview of programmatic staff (described below). 
 
For RQ2 (inventory of policies in Georgia), we focused the scan on analyses of existing and needed policies in 
Georgia for addressing excess rates of and racial disparities in maternal and child health. *Note, aspects of this 
research question were also addressed in the Survey and Key informant interview of programmatic staff 
(described below).  
 
For RQ3 (workforce development issues and policies in Georgia), we focused the literature scan on existing 
and needed policies around health care provider availability, scope of practice, and training, including 
physician/primary care/obstetrical/midwife work force issues in Georgia. *Note, aspects of this research 
question were also addressed in the Survey and Key informant interview of programmatic staff (described 
below). 
 
For RQ4 (transformations in healthcare), we focused the literature scan on existing and needed health systems 
transformations, such as models of care and/or unique types and/or modes of delivery of care, for women and 
children that focus on improving outcomes or disparities. *Note, aspects of this research question were also 
addressed in the Survey and Key informant interview of programmatic staff (described below). 
 
Survey of programmatic leaders and staff. The purpose of the survey was to ascertain the target population 
and key services delivered by the program or organization, whether the program or organization has an 
expressed commitment to address racial/ethnic disparities in maternal and child health; the services are 
accessible and acceptable to Black women, birthing individuals, and families; the organization has undertaken 
workforce development to better understand health disparities or meet the needs of Black women, birthing 
individuals, and families; whether there is any evaluation data for the effectiveness or reach of their program or 
services, and any recommended changes at the practice or policy level that would support the health of Black 
individuals and families from their organizations’ perspective. The survey was developed and distributed 
electronically, along with an informed consent document, through RedCap to identified contact persons for 
organizations delivering programs and services identified in the gray literature.   
 
Our programmatic review revealed 43 distinct programs for inclusion in the Environmental Scan. Contact 
persons from these 43 distinct programs were invited to complete the electronic survey and a survey was 
returned for 41 distinct programs that deliver services to women, birthing individuals, and/or infants and 
children under 3 in Georgia.  

 
Key informant interview of programmatic leaders and staff. At the conclusion of the electronic survey, 
respondents were asked if they had more in-depth information to share via a key informant interview.  Those 
individuals who reported that they had more information to share were invited for an interview. In addition, if the 
study team reviewed the survey and found that more information on any of the topics was needed or required 
clarification, the respondent was invited for an interview. Aside from clarifying information from the survey, a 
key area of focus for the key informant interview was how the programs used the voices and experiences of 
Black women to inform their services and, from the perspective of the work of their organization, to describe 
needed changes and recommendations to advance Black maternal and child health in Georgia.  



 

10 
 

Interviews took place via Zoom and were audio-recorded and transcribed verbatim with participant consent. 
Notes were taken from the transcripts to provide descriptive information related to the interview topics. We 
sought and scheduled key informant interviews with 9 of 10 invited programmatic leaders and 8 of 9 were able 
to be completed. The 9 total individuals providing in-depth interviews and written responses represented a 
range of organizations including state and local government public health agencies, non-profit advocacy 
groups, community-based organizations and hospital employed physicians and nurses.  
 
Focus groups. To address disparities in the health of Black women, infants, and their children, we conducted 
seven virtual focus groups with Black mothers and their support persons throughout Georgia (Table 4). To be 
eligible for this study, women had to be currently pregnant or have a child under the age of 3 and identify as 
Black or African American. Support persons could be any person who identified as a father, partner, or support 
person of a Black woman currently pregnant or with a child under the age of 3. Our goal was to recruit 
participants of high and low socioeconomic status (SES) and from urban and rural locations of the state, 
including teenagers and birthing persons who identify as LBGTQ. Unfortunately, due to time restrictions, we 
were unable to assemble the latter focus group. To recruit the focus group participants, we employed a 
purposive sampling approach using “gatekeepers,” who are people with a significant and recognized role in the 
local community who have the ability to make direct contact with study participants. These gatekeepers 
included a group prenatal care program manager, Healthy Start program manager, an obstetrician-
gynecologist in rural Georgia, and a women’s health community member. These gatekeepers were provided 
details of the sampling criteria and contacted participants by email or text to inform them of the study purpose 
and focus group opportunity. These gatekeepers then provided a list of names and contact information to the 
study team, who confirmed eligibility with the participants either by email, text, or telephone. 
 
A total of 31 individuals participated in seven virtual focus groups in June 2021. Focus groups ranged from 1 to 
6 participants. Of these 31 participants, 12 were mothers living in urban locations, 12 were mothers living in 
rural locations, three individuals were teens, and four participants were support persons. Participants ranged in 
age, from a mean of age 16 to age 34. Most women participants were mothers and not currently pregnant. 
Participants also included three fathers and one fatherhood program manager who is not a father. 
 
Table 4. Focus Group Composition 
Focus Group  Program Type Number of 

Participants 
Mean age Status 

Rural Georgia, low SES, 
6/3/2021 

Group prenatal 
program 

6 28 Mothers 

Urban Georgia, low SES, 
6/9/2021 

Healthy Start 
program 

6 30 Mothers 

Support persons, 
6/16/2021 

Fatherhood 
program 

4 34 3 fathers, 1 program 
manager 

Teen focus group 
6/17/2021 

Teen motherhood 
program 

1 16 Mother (15-month-
old) 

Urban Georgia, high SES, 
6/21/2021 

Various (mothers’ 
group) 

6 36 2 pregnant; 4 
mothers 

Rural Georgia, high SES, 
6/22/2021 

Women’s health 
program 

6 30 2 pregnant, 4 
mothers 

Teen focus group, 
6/29/2021 

Teen motherhood 
program 

2 16 Pregnant 

 
For the focus groups, we developed two moderator guides, one for mothers and one for support persons, 
adapting guides from work of the National Birth Equity Collaborative (Green et al., 2021). The guide used for 
the mothers’ focus groups addressed several key domains, including perinatal care needs and experiences, 
access to care, respectful and equitable care, and experiences with children and infant health. The guide used 
for fathers addressed these similar domains but asked participants to reflect on their role in supporting their 
partners. Table 5 provides a description of these focus group domains. 
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Table 5. Focus Group Domains 
Perinatal Care Needs and 
Experiences 

1. Pre-conception care/Family Planning 
2. Prenatal care experiences 
3. Delivery Experiences 
4. Postpartum Care Experiences 
5. Recommendations for improving perinatal care 

Access to Care 1. Utilization of health care programs 
2. Access Barriers 
3. Recommendations for improving access to care 

Respectful and Equitable Care 
 

1. Knowledge/understanding of respectful care 
2. Lived experiences 
3. Recommendations for ensuring respectful/equitable care for 

Black women 
Experiences with Children and 
Infant Health 
 

1.   Access to pediatric health care 
2.   Experiences with pediatric providers 
3.   Recommendations for enhanced pediatric care 

 
All focus groups were held virtually via Zoom and lasted between 60 minutes to two hours. Focus groups were 
led by two moderators, including Asha Immanuelle from CBWW and Nkechi Okwu-Lawrence from Emory. 
Emory graduate student, Joi Henry, took notes. Verbal consent was obtained from all participants at the start of 
each virtual focus group. Participants were emailed a $50 Visa electronic gift card after the conclusion of each 
focus group. 
 
Focus groups were audio recorded and professionally transcribed. Study team members reviewed all prepared 
transcripts and compared them to the audio recordings, correcting any errors. Then they removed identifying 
information from the transcripts, including the names of individuals, programs, and health care providers. 
Detailed notes taken during focus groups were used to prepare formal summaries that were used to augment 
the analysis. We analyzed the transcripts and summaries using a structured content approach, guided by the 
research questions and focus group domains. An initial set of themes across all focus groups were prepared 
by Dr. Blake and finalized in consultation with the study team members. 
 
Data integration. Data from across the identified programs and policies was then applied to the integrative 
analytical framework using a Framework Method (Gale, 2013) for mapping and interpreting the data. First, we 
determined in which specific domains there are programs and/or policies operative in Georgia; within these 
domains, whether the operative programs and policies have evidence of effectiveness in terms of improving 
maternal and child health in Georgia (or whether they are evidence-informed based on a parent model); 
whether there is evidence for the programs and services in reaching and serving Black women, infants, and 
children up to the age of three. Second, we charted the assembled data into a framework matrix to summarize 
both assets as well as challenges and opportunities (Tables 11-16). 

 
 

V. ENVIRONMENTAL SCAN FINDINGS 
 
The findings of this Environmental Scan are presented in the pages that follow, grouped according to the 
research question.   
 
Research Question 1: Within the last 5 years, what programs have operated in Georgia to address the 
health of Black women, birthing individuals, and children through age 3? 
 
The findings for Research Question 1 are summarized in Table 6 (Inventory of Direct Service Programs) and 
Table 7 (Inventory of Organizations Focused on Advocacy, Training, Quality Improvement, and Implementation 
Research), which include the following information on each identified program:  name and brief description, 
target population, key assets, and key challenges.  
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Table 6. Inventory of Programs focused on Direct Service Delivery 
 

Organization/Program/Services Geography/Target Population Assets Challenges 
Georgia Department of Public Health (DPH) - Women’s Health 
Family Planning Statewide; Women of childbearing 

age including those who are low-
income 

Provides comprehensive health care 
(STD screening and treatment, 
pregnancy testing, preconception 
health counseling, cervical and breast 
cancer, women’s preventive health 
exams) on sliding scale fee basis 

Services not available in all local health 
departments and days/hours of services 
may be restricted based on staffing 
rather than demand; range of methods 
may not be consistently available 

Pregnancy & Perinatal Health including 
Perinatal Case management, 
Centering Pregnancy, Maternity Care 
QI, Maternal Mental Health, Perinatal 
Levels of Care Designation, Regional 
Perinatal Centers, Maternal Mortality 
Review 

Statewide; Pregnant women 
including those who are low-
income 

Provides perinatal case management 
(expanding focus in high infant 
mortality counties), supports 
Centering Pregnancy, convenes GA 
PQC and MMRC (focused on 
disparities) and collaborative system 
of hospitals providers and hospitals 

Services not available in all local health 
departments and days/hours of services 
may be restricted based on staffing 
rather than demand 

Georgia Department of Public Health (DPH) – Child Health 
Children 1st Statewide; Children between birth 

and 5 years of age at risk for poor 
health outcomes and/or 
developmental delays 

Single point of entry for all DPH Child 
Health program; monitoring of those 
children not meeting eligibility criteria 
but with risks, services at no cost to 
families 

Parent and provider referral may miss 
those in need of services; lack of health 
care provider knowledge of available 
services; lack of funding for staffing to 
accomplish community outreach to 
promote client referral and meet 
demand across the state 

Babies Can’t Wait Statewide; Children between birth 
and 36 months who are at risk for 
developmental delays and/or have 
specific chronic medical conditions 

Early screening and identification of 
children with developmental delays 
and chronic health conditions with  
intervention program that offers 
coordinated services at no cost 

Limited staffing to meet level of demand 
across the state; shortages of health 
professionals (physical, occupational, 
and speech therapists) within the 
program 

Children’s Medical Services Statewide; Children birth through 
21 years of age with special health 
care needs who meet income and 
other criteria 

Continuous screening, connection 
with medical home and health 
insurance, care coordination and 
family support. Provision of durable 
medical equipment, access to 
specialists and transportation not paid 
by insurance 

Limited staffing to meet level of demand 
across the state 

Safe Sleep Statewide; Community 
interventions to protect infants 
from sleep-related death, with a 
focus on expectant families and 
those with infants 

Focus on communities vulnerable to 
sleep-related deaths; assures 
cultural-relevancy of materials, 
focuses on behavior change. 
Developing father and faith-based 
projects to enhance cultural relevance 

Lack of funding for staffing to increase 
reach into communities and enhance 
cultural relevance for Black families 
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Organization/Program/Services Geography/Target Population Assets Challenges 
Talk with Me Baby Statewide; Collaboration with 

Marcus Autism Center and the 
Georgia Children’s Cabinet to 
encourage parents to converse 
with and read to their babies to 
promote language development 

Targets the workforce that interacts 
with new and expectant parents, 
including nurses, WIC, early 
educators, preparing them to coach 
families; developed a training for 
NICU, pediatric, OB, and public health 
nurses 

Limited staffing to meet level of demand 
for training    

Georgia Home Visiting Program 
 
 

Includes 21 programs statewide 
funded by Title V and Maternal, 
Infant, and Early Childhood Home 
Visiting (MIECHV); programs 
utilize one or more of four 
evidence-based models. Programs 
and target population: 
 Nurse Family Partnership 

(pregnant women-children 2 
years of age) 

 Early Head Start (pregnant 
women-children 3 years of 
age) 

 Healthy Families Georgia 
(pregnant women-children of 5 
years of age) 

 Parents as Teachers (parents 
and children of 5 years of age) 

Educates families and connects them 
with needed health and community 
resources, maternal health screening, 
monitoring of development and 
progress on developmental 
milestones. More recent focus on 
engaging fathers in home visitation 
through National Fatherhood 
Initiative. Evidence-based content that 
is readily adaptable to local situation, 
with support from national programs 
for on-going training and monitoring. 

Service sites are not available in all at-
risk counties (MIECHV Needs 
Assessment identified 46 at-risk 
counties in need of services); staff time 
and effort needed for site application  

Healthy Start (HRSA-funded) Home Visitation – through Georgia Department of Public Health & Other Entities 
Healthy Start Home Visiting that starts 
in pregnancy and extends through 3 
years 

Counties served by grantee of the 
federal HRSA Healthy Start 
initiative (grantee): 
 Clayton (County of Clayton) 
 Cobb-Douglas (Cobb Board of 

Health) 
 Fulton (CBWW) 
 South Georgia, 7 rural 

counties (Mercer University) 
 South Central Health District, 

10 counties (County of Lauren) 
 Columbus (Georgia DPH) 
 South Health District, 3 

counties (Georgia DPH) 
 

Provides prenatal, childbirth, and 
postpartum education and intensive 
case management, lactation services, 
support groups, parenting classes, 
fatherhood case management, along 
with safe sleep/crib program, car seat 
program, developmental milestone 
monitoring, literacy services, and 
health education. Community Action 
Network addresses social 
determinants of health. 
  

Service sites are not available in all at-
risk counties; staff time and technical 
support needed for federal grant 
application preparation to HRSA; limit of 
six grantees per state (per HRSA).  



 

14 
 

Organization/Program/Services Geography/Target Population Assets Challenges 
Strong Fathers/Families Coalition of 
the Georgia Home Visiting Program 

Fathers involved in Home 
Visitation Programs, including 
Healthy Start  

Employs National Fatherhood 24/7 
Dad Curriculum and provides 
childcare resources, housing 
referrals, reading and financial literacy 
and job readiness, educational 
support, legal information, health and 
wellness  

Service sites are not available in all at-
risk counties; staff time and technical 
support needed for federal grant 
application preparation to HRSA 

Georgia Department of Human Services, Division of Child Support 
Fatherhood Program Statewide; Fathers who are 

unemployed or underemployed 
and have fallen behind on child 
support 

Connects parents with resources that 
lead to jobs, self-sufficiency, and 
more parental emotional and financial 
involvement in children’s lives 

Raising awareness of program to more 
fathers and at an earlier stage to better 
support them 

Title X-funded Family Planning 
Georgia Family Planning System 
(GFPS) 

Statewide network of 27 
community health centers and 
170+ service sites throughout the 
state; all Georgia families with a 
focus on low-income individuals 
 
  
 
 

The Title X Family Planning Program 
is a federal grant program for low-
income patients to receive family 
planning and reproductive health 
services; it funds contraception, 
testing and treatment for sexually 
transmitted infections, and breast and 
cervical cancer screenings.  Also 
provides screening for high blood 
pressure, anemia, and diabetes, 
infertility services, health education, 
and referrals for other health and 
social services. GFPS provides 
comprehensive Title X family planning 
services integrated with primary 
healthcare services, which adheres to 
Quality Family Planning (QFP) 
guidelines that emphasize 
reproductive planning, preconception 
care, contraceptive effectiveness 
counseling, and client choice. 

Service sites are not available in all 
counties, especially in rural areas of the 
state. Lack of presumptive eligibility for 
Planning for Healthy Babies (P4HB) 
Family Planning Medicaid 
Demonstration results in more use of 
Title X program funds that could be 
covered by P4HB. 
 

Model Evidence-based Program - Centering Pregnancy 
East Central/Richmond County Low-income pregnant women in 

East Central Health District 
Focused on transforming care and 
inequitable systems through 
Centering group model. Services 
offered on sliding scale and accepted 
Medicaid and ACA plans; clinics 

Service sites are limited and 
transportation to sites can be a 
problem; limited staffing at sites may 
result in wait times for enrollment and 
offer more vouchers for transportation;  

Grady Memorial Hospital Low-income pregnant women 
seeking care through Grady 

Albany Area Primary Health Care 
(FQHC) 

Low-income pregnant women 
seeking care through AAPHC 
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Organization/Program/Services Geography/Target Population Assets Challenges 
Athens Regional Midwifery & Women’s 
Center 

Pregnant women seeking care at 
Athens Regional Medical Center 

accessible via bus, some 
transportation vouchers.  

staff time and technical support needed 
for grant application preparation.  

Model Local Programs 
Center for Black Women’s Wellness Fulton County (Atlanta), Black 

women and children living in 
communities with high rates of 
maternal and infant mortality 

Atlanta area community-based center 
that provides wellness services, 
safety net primary care clinic, and 
community prevention programs 
focused on Black women and their 
families in Atlanta; also offers Healthy 
Start. 

Having sufficient staffing to continually 
raise community awareness about 
offerings to potential clients and the 
health care community 

DeKalb County Board of Health 
M.O.R.E. Program  

DeKalb pregnant women who are 
low-income; serves > 1500 
moms/year (50% Black, 30% 
Hispanic, 10% white, 10% other); 
through 5 DeKalb health centers 

Matches moms to a Resource Mother 
who provides guidance, health 
education and linkage to community 
resources for prenatal, intrapartum 
and postpartum period. Also provide 
doula support. Implementing AIM-CCI 
bundles. No cost to clients. 

Limited staffing limits the number of 
women who can be served and the 
extent that they can be served; 
currently, Resource Mothers have a 
caseload 100-150 clients each.  

Feminist Women’s Health Centers Atlanta-based center serving all 
clients in need of reproductive 
health care without regard for 
ability to pay, along with 
community-based advocacy. 
Seeks to meet unique needs of 
people of color, non-English 
speakers, immigrants, refugees, 
and LGBTQIA+ 

Black-led, multi-racial organization 
rooted in reproductive justice 
movement for all. Provides hard-to-
find services around abortion care, 
sexual health, transgender health 
care on sliding scale; seek funding 
assistance for needy. Also offer 
community programs to educate 
communities and advocacy for 
reproductive rights legislation. 

Restrictions and legislative obstacles on 
abortion access pose difficulties in 
meets needs of diverse clinics; 
Promoting reproductive justice as 
framework for provision of care along 
with more intersection of reproductive 
health care services to promote 
acceptability. 

Emory Pediatric High-risk Infant 
Developmental Progress Clinic 

Atlanta (Emory Children’s Center 
and CHOA Hughes Spaulding); 
NICU graduates 

Monitors the development of children 
who were cared for in the NICU and 
links with clinical care, behavioral 
support, and therapists 

Single site/location; could serve as 
model/provide trainings for similar sites 
in other geographic areas 

Atlanta Birth Center Atlanta  Midwifery-led, freestanding birth 
center, offering prenatal, labor and 
delivery, and postpartum care to 
women through a variety of 
contracted payers (public, private) 

Scope of practice laws limit contracting 
with some payers; midwives experience 
difficulties finding physicians willing to 
supervise 

Emory Urban Health Initiative: Atlanta 
Doula Connect 

Atlanta-based program within the 
Grady-based Emory University 
Urban Health Initiative 

 

Connects labor and delivery doulas 
with clients, especially low-income 
women and girls in Metropolitan 
Atlanta, through ObsTetrics mobile 
app; developed a Guide to Being an 
Effective Virtual Doula and training 

Limited availability of doulas due to cost 
of training and certification and limited 
support for payment for their services 
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Organization/Program/Services Geography/Target Population Assets Challenges 
Emory Decatur Hospital Disparities 
Dashboard 

Decatur-based hospital that 
provides maternity services  

 

Developed and delivered mandatory 
training in Respectful and Equitable 
Care in 2020, 3-hour workshop on 
Shared Decision-making around 
childbirth (based on AHRQ program); 
Uses Disparities Dashboard that 
displays patients experience and 
outcome metrics by race/ethnicity and 
other characteristics 

Single site; could serve as 
model/provide trainings for other 
delivery hospitals 

Other Statewide Initiatives  
Healthy Mothers, Healthy Babies 
Coalition of Georgia 

Women, children, and families in 
Georgia with a focus on priority 
populations based on highest 
need; ensuring equitable access to 
high quality care for all mothers 
and babies in Georgia; provides 
direct services (Call Center, 
Pickles & Ice Cream Prenatal 
Education Program) as well as 
data analysis and advocacy, and 
training of health professionals 
(including the Building Perinatal 
Support Professionals Project 
which seeks to increase the 
number of qualified perinatal 
support professionals or doulas 
serving communities at risk for 
poor outcomes through provision 
of financial assistance, training and 
mentorship to facilitate the 
required DONA certification) 

Programming around Evidence-based 
Perinatal Education, Resources & 
Data, and Infant Mortality Prevention. 
Seeks to improve access to prenatal 
and preventive healthcare for women, 
children and families in Georgia 
through direct services, collaborative 
advocacy and community education; 
aims to empower expectant families 
who are at higher risk for poor birth 
and postpartum outcomes. Also 
works on non-partisan advocacy 
across Georgia to promote extending 
pregnancy Medicaid coverage 
postpartum; legislation that protects 
pregnant women and new mothers 
from discrimination in the workplace; 
increased enrollment and utilization of 
P4HB; increased access to prenatal 
care and support in rural and 
underserved areas of the State 

Limited access of clients to technology 
(phone, broadband, computers) limits 
access to and use of telehealth and 
virtual services in resource-poor areas 
of the state. “The availability of 
technology could harness the power of 
community perspective to curate 
relevant content, embed authentic 
responsive solutions for Black moms 
and other marginalized populations and 
amplify their voice to foster systemic 
changes to ensure health equity for 
moms and their babies. “ 

Georgia Department of Community 
Health – Rural Health Office  

Throughout state; Coordinates 88 
Rural Health Clinics and 344 
Federally qualified health centers 
throughout Georgia 

Serves residents of rural Georgia by 
tracking, planning, and coordinating 
the recruitment and retention of 
physicians and other allied health 
professionals in medically 
underserved areas, designates 
professional shortage areas, and 
facilitates the development of 
community health center and other 
primary care delivery access points 

Limited number and distribution of Rural 
Health Clinics and FQHCs, which limits 
services to clients; if sites apply 
for/become National Health Service 
Corp (NHSC) sites, health care workers 
can apply for NHSC Loan repayment, 
which assists with recruitment and 
retention of providers 
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Organization/Program/Services Geography/Target Population Assets Challenges 
Emory Perinatal Psychiatry Education 
& Community Engagement (PEACE) 
for Moms 

Statewide; Consultation to primary 
care providers to support their 
provision of mental health care 
services to pregnant, perinatal, 
and postpartum patients 

Psychiatric program supported by 
state funding to provide consultation 
to physicians, physician assistants, 
nurse midwives and nurse 
practitioners to about how to best 
treat patients’ mental health needs, 
train them in the recognition of 
psychiatric illness, and support them 
in providing care 

Patient must have access to a primary 
care provider to access the 
consultation; primary care providers are 
limited in supply in many areas 

Of note, the Title V Block Grant program (federal state partnership) provides funding for the Georgia Department of Public Health Centering Programs (except for 
the Grady site, which is funded by Grady Health System), Family Planning, Perinatal Health, Home Visitation Programs (except for the Healthy Start sites, which 
are funded through grants from the federal Health Services and Research Administration), Children 1st, Babies Can’t Wait, and Children’s Medical Services. 
 
Table 7. Inventory of Organizations Focused on Advocacy, Training, Quality Improvement, and Implementation Research (with some focus in Georgia) 

Organization/Program/Services Overview Assets/Offerings 
Advocacy, Standard Setting 
Black Mamas Matter Black women-led, cross-sector alliance that 

advocates at national and state levels (located 
in Georgia), drives research and seeks to build 
power and shift culture for black maternal health 
and reproductive justice 

Wealth of in-depth, culturally informed papers and webinars that 
reflect reviews of evidence, recommendations, and toolkit for health 
care providers and policy makers 

Black Maternal Mortality Stakeholder 
Group 

Public/private partnership between US DHHS 
and March of Dimes to guide Biden 
Administration in birth equity nationally 

Focuses on hospital-based quality improvement and models for 
promoting equity, including expansion of birth workforce (doulas, 
midwives) and sites of care; convenes multiple Georgia 
organizations including HMHBGA, Morehouse School of Medicine 
Center for Health Equity, Emory DeKalb Medical Center 

Center for Reproductive Rights Global legal advocacy organization dedicated to 
advancing reproductive rights as a fundamental 
human right, with expertise in US constitutional 
and international human rights law 
 

Seeks to address racial disparities through their Maternal Health & 
Rights Initiative; engage with litigation, policy and advocacy to 
transform how reproductive rights are understood by courts, 
governments, and human rights bodies. Offer documents 
describing landmark cases and legal policy updates 

Black Feminist Future Black women-led movement incubator that 
galvanizes the social and political power of 
Black feminist leaders, organizations and 
movements to increase the capacity and impact 
of Black feminist organizations and movements 

Offers leadership development for Black feminist organizers, 
strategists, and thought leaders, and a Black feminist summer 
program for young people 

Georgia Chapter of the March of 
Dimes 

Promotes education, advocacy and research 
focused on achieving mothers with healthy 
pregnancies and babies born full term and 
healthy 

Provides education of medical professionals about best practices; 
support of research (with a focus on preterm birth); advocacy 
around Medicaid reimbursement for providers using group prenatal 
care, legislation to codify neonatal and maternal levels of care, and 
legislation to increase Ob-Gyn residency funding. Advocacy 
campaign (#BlanketChange) supports improvement of the health of 
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Organization/Program/Services Overview Assets/Offerings 
moms and babies through equity, access, and prevention, which 
involves collecting stories from moms and babies to highlight and 
amplify their voices through social media and advocacy for 
Momnibus components. 
 
Supports three main education programs in Georgia, including:  
Supportive Pregnancy Care Group model (Gwinnett 
County/Gwinnett Medical Center), NICU Family Support (Atlanta, 
Savannah; virtual program at Northside); Implicit bias training at 
Grady Memorial Hospital and Morehouse School of Medicine. 
In Atlanta, using a collective impact approach to address disparities 
through calling out systemic and structural racism and through 
convening partners to develop a common vision, agenda, and 
action plan.  

Reaching Our Sisters Everywhere 
(ROSE)/Reaching Our Brothers 
Everywhere (ROBE) 

Atlanta-based, non-profit organization that 
focuses on breastfeeding support and health 
equity among African American communities in 
Georgia 

Delivers training for health care providers and community 
organizations to provide, support, encouragement and clinical care 
to increase rates of breastfeeding among minority families; Trains 
community transformers on how to lead local breastfeeding clubs; 
Advocates for policies to support breastfeeding. ROBE component 
seeks to educate, equip, and empower men to impact an increase 
in breastfeeding rates and decrease in infant mortality rates. 

Quality Improvement, Provider Education & Training, Implementation Science 
Georgia Perinatal Quality Collaborative Statewide alliance of health care providers, 

professional associations, public health 
professionals, and community-based 
organizations that engages stakeholders in 
implementing equitable, evidence-based 
perinatal care through a robust data-driven 
quality improvement collaborative. 
  

Launched the Alliance for Maternal Innovation (AIM) Safety bundles 
around Hemorrhage in 2018 with over half of birthing hospitals 
participating. In 2019, launched the Hypertension bundle, with state 
funding implementing quality improvement projects in 16 hospitals, 
including rural hospitals. Also incorporating aspects of the 
Reduction of Peripartum Disparities bundle. Provide resources on 
SPEAK UP Against Racism Training Institute for Perinatal Quality 
Improvement and Health Equity and Implicit Bias Learning Series 
webinars. A large number of delivery hospitals participate, but more 
could be added. 

Atlanta Institute for Health 
Improvement (IHI)-Birth Equity Lab 

Atlanta site led by Center for Black Women’s 
Wellness and Georgia Ob-Gyn Society in 
collaboration with Healthcare Georgia 
Foundation; charged with formulating and 
evaluating solutions for improving health equity 
for Black women 

Developing, delivering and evaluating health care provider trainings 
in implicit bias and respectful care 

Alliance for Maternal Innovation on 
Maternal Health – Community Care 
Initiative (AIM CCI) 

Atlanta (Fulton County) site led by Center for 
Black Women’s Wellness; federally funded 
(HRSA) project convening community-based 
organizations to lead efforts to improve maternal 

Implementing a range of bundles (from among a set of four main 
buckets that include postpartum care, mental health, referral 
management, and equity data sharing) through small cycles of 
change through the PDSA improvement process; presently, 
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Organization/Program/Services Overview Assets/Offerings 
health outcomes using Maternal Safety Bundles 
in non-hospital settings that leverage the 
knowledge and reach of community 
organizations to uncover, address, and 
overcome systemic inequities that lead to poor 
maternal health outcomes 

focused on developing a model for improving health in the 
postpartum period.  
 

Georgia Chapter of the American 
Academy of Pediatrics 

Statewide professional association for 
pediatricians 

Offers physician training and CME as well as EPIC Breastfeeding 
program (peer-to-peer breastfeeding education in physicians’ 
offices, hospitals, and residency programs) 

Georgia Obstetrics-Gynecology 
Society 

Statewide professional association for 
obstetrician/gynecologists; >900 Ob-Gyn 
physicians and related subspecialists 
throughout Georgia. 

Offers physician training and CME, cooperate with all agencies and 
organizations who seek to improve obstetrical and gynecological 
care in Georgia 

Georgia Academy of Family 
Physicians 

Statewide professional association for family 
physicians 

Offers physician training and CME, convenes a Public Health 
Committee to improve the health and welfare of our state’s citizens 
by assisting Georgia’s Department of Public Health in their mission 

Patient-Centered Physician Coalition 
of Georgia 
 
 

Coalition among Georgia’s OB-Gyn Society, 
Academy of Family Physicians, Osteopathic 
Medical Association, Chapter – American 
College of Physicians, and the Chapter – 
American Academy of Pediatrics 

Provides advocacy to advance the health and health care of 
Georgians, with a focus on the provision of accessible and quality 
primary health care 

Georgia Affiliate of the American 
College of Nurse Midwives 

Statewide professional association for certified 
nurse midwives and certified midwives 

Offers training and continuing education, convenes Legislative, 
Diversity-Equity-Inclusion, and Nominating Committees 

Georgia Chapter of the National 
Association of Certified Professional 
Midwives 

Statewide professional association for certified 
professional midwives. 

Offers training and legislation, advocacy around strengthening 
midwifery, addressing social justice, home births; commissioned a 
study focused on solutions for a more racially representative 
midwifery workforce  

United Way of Greater Atlanta Child 
Well-Being Agenda 

Greater Atlanta area; Work and investments are 
fully focused on the 500,000 children living in 
communities with low or very low Child Well-
Being. Goal is to move 250,000 of those 
children into improved states by 2027 

An equity agenda focused on addressing the systemic issues that 
put Greater Atlanta at the bottom of the list of US cities in terms of 
opportunity and mobility for low-income children. Child Well-being is 
the presence of the opportunity, resources and social supports for 
children to meet their full human potential, regardless of zip code 

United Way of Greater Atlanta 
Community-based Doula Initiative 

Greater Atlanta area. Provides funding, training and support to equip doula programs to 
reach underserved women in their communities during pregnancy 
birth and early months of parenting; In 2015, served 541 families. 
Among the women enrolled, 96 percent gave birth to full-term 
babies and 94 percent had babies who were born at a healthy 
weight. Evaluation underway.  
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Organization/Program/Services Overview Assets/Offerings 
Georgia chapter of Postpartum 
Support International 

Nationwide organization focused on increasing 
awareness among public and professional 
communities about emotional, psychological, 
and psychiatric issues during pregnancy and 
postpartum; numerous engaged providers in 
Georgia. Administers a 1-800 Help line for 
counseling and provider referrals. 

Offers education and training of professional community and the 
public; advocates for mental health parity; provides certification in 
perinatal mental health (model for certification). A unique offering is 
queer and trans parent support 

Gravity Project National public collaborative that develops 
consensus-based data standards to improve 
how information on social determinants of 
health (SDOH) are used and shared 

Convenes stakeholders from across the health and services 
landscape to design data standards for SDOH to enable better 
health care and health equity across the United States; working to 
develop and test pilot activities around Z-codes for assessment and 
diagnosis of social risks with patients, clinicians, and community-
based service providers to move SDOH data to action 

Research, Innovation, and Implementation Science Centers Focused on Birth and Health Equity in Georgia 

Morehouse School of Medicine Center 
for Maternal Health Equity 

Center that works to address the 
disproportionate pregnancy-related mortality 
that Black women face through research, 
training, and community engagement to develop 
and implement strategies to decrease and 
prevent maternal deaths 

Multiple on-going initiatives including developing and providing 
culturally competent provider training; training and education of 
perinatal health professionals and diversification of the workforce 
pipeline; creation of a rural maternity health residency program; 
eliciting and sharing first-hand accounts from women who have 
experienced severe maternal morbidities. Morehouse Preventive 
Medicine Residency also recently awarded multi-year training grant 
for Community Prevention & Maternal Health Track that will partner 
with Georgia Department of Public Health 

Mercer University School of Medicine 
Center for Rural Health and Health 
Disparities 

NIH-funded Center of Excellence (1 of 2 in 
nation) dedicated to partnering with rural 
communities to engage in research, training and 
community outreach designed to generate 
novel, community-driven solutions to health 
disparities in rural Georgia 

Operates programs focused on maternal and infant mortality 
(including serving as 7-county South Georgia Healthy Start site); 
sought first-ever ACGME waiver to gain approval for residents in 
obstetrics and gynecology to have clinical rotations in rural Georgia 
with remote telehealth precepting 

Emory Center for Maternal and Child 
Health 

HRSA-funded Center of Excellence (network of 
13 in the nation) dedicated to improving the 
health of women, infants, children, youth, and 
families by training future and current maternal 
and child health professionals 

Provides training in partnership with Georgia State University and 
Morehouse School of Medicine with the aim of expanding the MCH 
workforce regionally and nationally, with an emphasis on increasing 
MCH leaders from historically disadvantaged populations 
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RQ1a. For identified programs, is there evidence of effectiveness?  
 
Several existing Georgia programs in the domain of ‘Improving Access to Health Care Across the Life Course 
for Dyads, Children, & Families’ are based on evidence-based interventions that have been rigorously 
evaluated with published findings in the peer-reviewed literature.  Evidence-based programs, along with 
citations for the supporting programmatic literature, are given below: 
 
 Centering Pregnancy:  Centering Pregnancy is a model of group prenatal care that provides more than 20 

hours of contact time between the care provider and a cohort of pregnant women with similar due dates. 
During the group sessions, women have the opportunity to build community, learn self-care skills, get 
assurance about the progression of her pregnancy, and gain knowledge about pregnancy, childbirth, and 
parenting. The ten essential elements of this model of prenatal care delivery correspond with the Institute 
of Medicine’s 2001 challenge to improve the quality of health care in the United States (Rising et al., 2004). 
Numerous published studies show that mothers involved in Centering have healthier birth outcomes than 
those in traditional prenatal care and that it has the potential to contribute to the elimination of racial 
disparities in preterm birth. One large randomized controlled trial found that the rate of preterm birth among 
women in group care was 33% lower than the rate among women in traditional care, with the largest 
reductions observed for Black women who had a 41% difference in the rate of preterm delivery (Ickovics, et 
al., 2007). A retrospective cohort study also found that while baseline risk factors for preterm birth were 
similar for those in group vs. traditional care, rates of preterm delivery were lower in the group care, 
including for very preterm birth (< 32 weeks’ gestation), and that the racial disparity in preterm birth for 
Black women relative to white women was diminished only in the group care (Picklesimer et al., 2012).  
Other studies support that Centering results in increased breastfeeding and attendance of well-child care 
along with improved pregnancy spacing and substantial savings to the healthcare system (Manant & 
Dodgson, 2011). Centering Pregnancy may also improve mental health and psychosocial outcomes for 
some women. Among women reporting inadequate social support in early pregnancy, group care 
participants demonstrated a decrease in pregnancy-specific distress later in pregnancy, a decrease in 
postpartum depression, and a higher mean maternal functioning score postpartum compared to women in 
traditional care (Heberlein et al., 2015). A randomized controlled trial of pregnant women ages 14-25 years 
from two public hospitals supports that those who received Centering Pregnancy who had high stress early 
in pregnancy reported significantly increased self-esteem and decreased stress and social conflict in the 
third trimester of pregnancy with lower social conflict and depression at one-year postpartum (Ickovics et 
al., 2011). 
  

 Other Group Prenatal Care: Another group prenatal care model just recently implemented in a Gwinnett 
Medical Center is the Supportive Pregnancy Care Group model, which is designed to build from evidence 
of what works from existing group prenatal care literature (Supportive Pregnancy Care Training Institute, 
2020). Supportive Pregnancy Care is unique in that it addresses both social determinants of health and 
medical factors and strives to be culturally relevant through allowance for adaptations.  A group prenatal 
care model that was designed for women of color that is not yet implemented in Georgia is the “JJ Way”, 
for which the Black Mamas Matter review of the evidence remarks that “The JJ Way,” is a midwifery-based 
model of care that uses a team approach to maternal care emphasizing respect for the client, peer 
educators and group learning processes. Women are provided with a maternity medical home during 
pregnancy (regardless of their ability to pay) and can choose to give birth wherever they are most 
comfortable (Commonsense Childbirth, 2016). This model has been shown to improve birth outcomes 
among the low-income women and women of color it serves and is designed to be duplicated and adapted 
(Innovation Station, 2009).  
 

 Healthy Start: Healthy Start is a federally funded, community-driven program dedicated to reducing 
disparities in maternal and infant health and is designed for communities with infant mortality rates at least 
1.5 times the national average. Healthy Start aims to improve maternal health and perinatal outcomes by 
facilitating access to comprehensive health and social services for high-risk women and children (through 
the first 2 years of life) in communities with rates of infant mortality at least one and a half times the U.S. 
national average, and high rates of other adverse perinatal outcomes (e.g., low birthweight, preterm birth, 
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maternal morbidity and mortality). In support of this goal, HS program components are based on five 
strategic approaches: (1) improving women’s health, (2) promoting quality services, (3) strengthening 
family resilience, (4) achieving collective impact, and (5) increasing accountability through quality 
improvement, performance monitoring, and evaluation (MCHB 2018). Past research has found Healthy 
Start programming to be associated with increased healthy behaviors, improved perinatal outcomes, and 
reductions in average hospital expenditures (August et al., 2015; Caine et al., 2012; Salihu et al., 2009; 
Kothari et al., 2014). One evaluation in particular found improved birth weight and gestational age 
outcomes for Black infants of mothers enrolled in Healthy Start (Kothari et al, 2014). 
 

 Evidence-based Home Visiting: Evidence-based Home Visiting is a strengths-based, family-centered 
support strategy that gives pregnant women and at-risk families with children from birth until the preschool 
years the resources and skilled needed to help children develop physically, socially, and emotionally ready 
to learn. Just over half of Georgia’s families participating in home visiting have a primary caregiver that 
identified as Black or African American. The goals of home visiting are to increase healthy pregnancies; 
improve parenting confidence and competence; promote child health and development; and increase 
family connectedness to community and social support. In Georgia, there are four evidence-based home 
visiting models funded through the Title V Block Grant that serve pregnant women and families through 
age three of the child in selected communities (Figure 3), each of which are described below: 

 
o Nurse-Family Partnership (NFP): NFP aims to promote healthy pregnancies for low-income, first-

time mothers. Mothers are enrolled before their 28th week of pregnancy, with services continuing 
until the child reaches two years of age. Trained nurses promote mothers’ self-efficacy and 
personal growth and encourage attachment and healthy parenting choices. Program participation 
includes 60 to 75-minute home visits weekly in the first month of enrollment and for six weeks 
following birth, every other week from six weeks until the child reaches 20 months of age, and 
monthly thereafter.  

o Early Head Start (EHS): EHS promotes healthy prenatal outcomes and supports infant and toddler 
development, while strengthening families. Eligibility requirements for EHS include low-income 
pregnant women and families with a child from birth to three years of age with 10% of enrollment 
opportunities provided to families who have a child with disabilities. Participation includes weekly 
90-minute home visits and two socialization activities per month for the entire family, with services 
continuing until the child reaches three years of age. 

o Parents as Teachers (PAT): PAT focuses on enhancing parenting knowledge, attitudes, and 
behaviors, and promoting family well-being to positively impact children’s developmental 
trajectories. Eligibility requirements for PAT include children with special needs, families at risk for 
child abuse and neglect, low-income families, teen parents, first-time parents, immigrant families, 
low literate families, and parents with mental health or substance use issues. Families may enroll 
throughout pregnancy up until their child’s third birthday, with services continuing until the child 
reaches kindergarten entry. Participation includes 60-minute home visits conducted every other 
week and monthly group connection meetings for parents. 

o Healthy Families Georgia (HFG): Healthy Families Georgia focuses on enhancing early, nurturing 
relationships between children and their primary caregivers as the foundation for life-long, healthy 
development. Eligibility requirements for HFG include single parents, low-income households, and 
parents facing challenges, such as a history of abuse, substance use, mental health issues, or 
domestic violence. Pregnant women and families with a child up to three months of age may enroll, 
with services provided through the child’s fifth birthday. Program participation includes 60-minute 
home visits every other week throughout pregnancy and weekly from birth to age 6 months. 
Subsequent visit frequency depends on families’ needs and progress over time. 

 
Each of these models are proven to improve maternal and child health outcomes, positive parenting 
practices, child development and school readiness and to reduce child maltreatment. Evaluation of home 
visiting within Georgia shows robust positive impact upon families, with high acceptability and engagement 
among families (Georgia DPH, 2018). 
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Figure 3. Title V Block Grant Funded Evidence-based Home Visitation in Georgia 
 

  
 

 
 Midwifery Care. There is strong evidence from systematic reviews that span the international literature to 

support that the practice of midwifery makes substantial improvements in the quality and accessibility of 
care of women and infants globally. Specifically, systematic reviews support that the practice of midwifery 
is associated with decreases in maternal and neonatal mortality and morbidity, stillbirth and preterm birth, 
the number of unnecessary interventions during labor, and improved psychosocial and public health 
outcomes along with more efficient use of resources (Renfrew et al., 2014). A study of midwifery integration 
in the United States used a modified Delphi process to select 50 key items to develop a weighted 
composite Midwifery Integration Scoring System (MISS), in which higher scores indicate greater integration 
of midwives across all settings.  This study then ranked states by MISS scores and calculated correlation 
coefficients between MISS scores and maternal-newborn outcomes by state using CDC-Vital Statistics 
Database and used hierarchical linear regression analysis to control for confounding effects of race. In this 
study, lower MISS scores were associated with significantly higher rates of neonatal mortality among 
Black, white, and Hispanic infants. Notably, in this study both the density of midwives and measures of 
access to midwives were significantly lower in states with a higher proportion of Black births. This study 
concluded that the greater integration of midwives in these states (including Georgia) would be expected to 

Source: Georgia Department of Public Health Home Visiting 2018 Annual Report.  
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confer important long-term health benefits in terms of reduced rates of neonatal mortality and preterm birth 
and increased breastfeeding success, especially for Black mothers (Vedam et al., 2018).  
There are no published studies for midwifery practices within the state of Georgia, however, information 
from the gray literature reveals a best practice model of midwifery care in an underserved area of Georgia:   
 

o The Athens Regional Medical Center midwifery practice started in 1976 to provide accessible, high-
quality care and delivery for women using Medicaid in Athens and Clarke Counties and expanded 
to provide prenatal care to Greene, Barrow, and Banks Counties, as well as Morgan and Elbert 
Counties. Midwifery patients come to Athens Regional Medical Center for labor with a Certified 
Nurse Midwife as well as for any needed ultrasounds, high-risk consultation or Cesarean section. In 
recent years, the Athens midwifery practices offers prenatal care under the Centering Pregnancy 
model. The rate of preterm birth and infant mortality for the Athens Regional Midwifery Service is 
substantially lower than the rates for the respective counties overall, supporting the effectiveness of 
the midwifery practice (Georgia ACNM, 2019).  There are two free-standing, midwifery-led birth 
centers in Georgia (one in Savannah, one in Atlanta), but no data on outcomes for these birth 
centers could be identified in the literature. 

 
RQ1b. For identified programs, is there evidence of accessibility and acceptability to Black women, 
birthing individuals, and families?   
 
Commitment to Racial Disparities. Among the identified programs, a total of 40/42 invited completed a survey. 
All responding programmatic staff described that the program or organization was committed to addressing 
racial disparities. For the surveyed programs, all described their target population as primarily being low-
income families with identified risks and described that the majority of the population served was Black or 
African American. Three of the organizations served specifically described targeting their services to Black 
women, birthing individuals or families and these organizations/programs were the Center for Black Women’s 
Wellness, the Clayton County Healthier Generations Healthy Start Program, and the Heart of Healthy Start 
Dublin Program.  The Center for Reproductive Rights also described that their maternal health work focused 
advocacy on Black and Indigenous communities and addressing discrimination based on race.  
 
Meeting the Needs of Black Individuals and Families. Among the survey respondents, all but three programs 
felt that they were meeting the needs of Black families that they aim to serve. Three of the responding 
programs described that they were not adequately meeting the needs of their Black families as the needs of 
their families are so great and beyond the resources that they can provide.  The Clayton County Healthier 
Generations Healthy Start Program described that approximately half of their clientele live in hotels, are 
unemployed or underemployed, and that there is simply a lack of resources in Clayton County to assist them in 
improving their quality of life.  Similarly, the Primary Care Office described that as there are 75 counties in the 
state without an Ob/Gyn provider and 63 counties without a pediatrician, and that this primary care shortage 
prohibits meeting the needs of families, including Black families, in these counties. The Talk With Me Baby 
Program also described that while the demand for their program is high, there are inadequate resources for 
Georgia DPH to support the demand given its number of trainers, thus needs are going unmet.  
 
Accessibility of Services. Among the survey respondents, all but one program felt that their services were 
accessible to Black individuals and families. Specifically, the Feminist Women’s Health Center described that 
since abortion access in Georgia is extremely regulated and stigmatized, the services they provide are not 
optimized in terms of accessibility. The respondent suggested that the following are needed to improve 
accessibility of services: reduce the legislative and regulatory obstacles to abortion care; remove funding 
restrictions; reduce the stigma and shame surrounding sexual and reproductive health care and individual 
choice; reduce systemic and institutional racism that exists in healthcare systems and policy decisions that  
disproportionally affect Black people. 
 
Many respondents did indicate that the accessibility of their services could be improved with a number of 
strategies, however.  In particular, a common response was that funding to increase the number of staff to 
deliver services to more individuals in need would greatly improve the accessibility of their services by allowing 
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them to serve a larger clientele. Other strategies mentioned included the need for expanding awareness of 
services through positive community messaging and public announcements of services offered in areas 
throughout the state along with efforts to build trust with families, including through working with community 
stakeholders, to drive demand for services; improving access to broadband and computers to allow for 
telehealth and virtual encounters, particularly in rural areas of the state; removing financial barriers both for the 
women who choose to engage doulas as well as for doulas to engage in care, as the lack of Medicaid and 
other payer reimbursement for doulas services, along with the cost to the doula for engaging with women, 
serve as current barriers for the doula model of care. 
 
Acceptability of Services. Likewise, among the survey respondents, all felt that their services were acceptable 
to Black individuals and families. But approximately half thought the acceptability of their services could be 
improved through a variety of means. A primary recommendation for improving acceptability was through the 
engagement of a diverse workforce of staff and providers that come from and look like the clients being served 
along with the training of existing and future staff on topics explicit and implicit bias and shared decision-
making. Establishing community trust was seen as essential for improving acceptability and that more engaged 
community outreach and employment of individuals from the communities served would be effective for 
accomplishing this along with the on-going sharing of information with communities about the positive impacts 
of programs. The Feminist Women’s Health Center noted that a key means of increasing acceptability of a 
range of reproductive health services was the need to employ a reproductive justice framework to the provision 
of reproductive health care and to achieve greater intersection among abortion care and other aspects of 
sexual, reproductive, and maternal health care. Some programs delivered through health departments noted 
that improving the availability of services for men, in particular, would enhance acceptability or local services to 
families as would integrating services that assist with housing, employment, and mental health. 
 
Staff Trainings.  Seventeen responding programs/organizations described that staff had undergone training in 
health disparities and how to better meet the needs of Black individuals and families. Fifteen of these 
respondents thought that the trainings were helpful in terms of improving care that was delivered while two 
respondents were not sure if the trainings were helpful, commenting that the training was not linked with an 
assessment of impact. One respondent commented that trainings around health disparities could be improved 
by focusing on disparities among multiple racial/ethnic groups. Fifteen respondents also described that 
programmatic staff at their organization complete training in implicit bias; 11 thought this training was helpful 
and 4 were unsure.  Among the 7 respondents who had not completed training in implicit bias, 5 thought such 
training would be useful while 2 were unsure. Several respondents commented that the training could be 
improved by focusing on implicit bias across a range of characteristics (e.g., native language, religion, rural 
residents, sexual orientation, in addition to race/ethnicity). Among trainings in which respondents participated, 
a few remarked on their very positive perceptions of the following:  Groundwater training, which is designed to 
develop the capacity of participants to better understand racism and its institutional and structural forms 
through historical, cultural, and structural analysis; Speak Up Against Racism training from the Institute for 
Perinatal Quality Improvement; March of Dimes Implicit Bias training; and health equity lectures focused on 
perinatal disparities from national experts such as Dr. Crear-Perry. 
 
RQ1b. How have the voices of Black individuals and families been considered in design or evaluation?   
 
Through the survey and interview process, most programmatic staff described that, for many programs, the 
voices of Black individuals and families may not have been considered in the initial design of their programs 
but that they have brought the client perspective into the design of the services by asking clients to state their 
own needs such that the staff can prioritize meeting those stated needs within the scope of program services. 
The DeKalb MORE Resource Mother Program describes a very in-depth intake process in which the staff learn 
about the broad needs of enrolled women in order to focus and prioritize services. Some programs, such as 
Home Visiting, have parent involvement groups in which feedback from participants is an important method of 
feedback to adapt the program services, including comments on satisfaction surveys about the program. 
 
The Healthy Mothers, Healthy Babies Coalition of Georgia described a practice for incorporating the voices of 
Black women and embedding equity in all their programs and services at inception specifically by intentionally 
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working in collaboration with those with both lived experience and knowledge of evidence-based content early 
in and throughout the design and evaluation process to assure that solutions that are responsive to the needs 
of Black families. For example, in the design of their Pickles and Ice Cream prenatal education program, they 
were intentional in incorporating content derived from Black women with content that speaks to client life 
experiences. They also strive to make content available online to address barriers related to work and school 
schedules as well as transportation that come with traditional brick and mortar services. In the design of their 
Perinatal Support Professionals Project, they ensured that the training content was responsive to the needs of 
Black women through early partnership with the Center for Black Women’s Wellness.  
 
RQ1c. What do Black individuals and families experience with these services and their health care? 
 
Focus groups:  Focus groups were the principal method by which we answered this research question; findings 
from the seven focus groups are described in-depth below. 
 
Perinatal Health Care Needs and Experiences: Five major themes emerged that reflected women’s perinatal 
health care needs and experiences.  
 
First, women expressed both positive and negative health care experiences during pregnancy and in the 
postpartum period. These experiences were largely shaped by their interactions with their health care 
providers and their ability to find a health care provider who took their insurance. Teen mothers expressed 
overall good prenatal care experiences, particularly from one who was still being served by her pediatrician. 
Having support was a related finding, as many women wished they could have used a doula for their prenatal 
care support. Those who had support, either through a partner or husband or doula, reported better perinatal 
health care experiences. As one mother explained, 
 

"But I will say like having layers of advocacy. So, I know I'm my best advocate. Then there was my 
husband. Then there was our doula. Then there was my mom. Then there was our 
friend. So, everyone was on the same page.  And they just really supported me." 

 
A second theme was that almost all women experienced mental health challenges. These challenges were 
present throughout pregnancy but were exacerbated after delivery when family stress was heightened, and 
support was lacking or waned. The most common reported mental health challenges included anxiety, 
depression, and postpartum depression. Many women did not seek care for their mental health care concerns, 
due either to stigma or fear that child protective services (such as DFCS) would intervene. Doulas were 
recommended as important health care providers, especially to support women’s mental health care needs. 
One mother explained how her doula helped her.  

 
“I had a doula … and I think it was the psychological safety that I felt more than anything, like I 
could tell her, "Yo, I'm freaking out. I'm like two weeks before this baby's due, I'm having contractions, is 
this game time?" She was like, "No, your body will tell you, baby will tell you." 

 
A third theme was that maternal health care providers do not communicate well with their patients. Almost all 
participants reported having some negative experiences with their providers who either did not listen to their 
concerns or did not let patients ask questions. One mother described her experience during delivery. 
  

“But the example I'll give is my epidural wore off and they were trying to tell me I didn't know what 
I was talking about, that you should feel a little bit of pain. I said, "I understand what a little bit of 
pain is, but I have a high pain tolerance and I felt all the pain." It felt like before I did, before you 
gave me the epidural. The doctor really was trying to... Are you... I'm so glad she's not the doctor that I 
ended up delivering the baby but, I literally had to say, "Are you questioning my intelligence right 
now?" Then they got the epidural...” 
 

Support persons also echoed this sentiment. One father explained. 
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 “I understand… you went to school and you got your degree and you're a doctor… But at the same 
time, it doesn't matter who it is, if somebody's telling you they're having a issue, listen to that 
issue…I feel like what they could do better is just...speaking to the spouse. It doesn't matter if the 
father's not there, if it's the grandmother … speaking to somebody who's there ... Just a second ear… 
they speak so much to the mothers, and all my information comes from my wife, she's the one telling 
me what they say. You could have sat us down and explained to us better, or as individuals.”  

 
A fourth theme was that focus group participants of high socioeconomic status reported more positive 
experiences in seeking and receiving care. They were more likely to report good support overall from their 
health care providers, with whom they established trusting relationships. One mother described her provider 
experience. 

“With my provider I absolutely had a great experience. She listened to everything that, any concerns 
that me and my husband had in regards to my care. She actually showed that she cared. She had 
a relationship, not only with me, but as well as my family. She was very relatable.”   

 
A final theme from the focus groups was that the restrictions in maternal health care imposed by health 
providers due to the COVID-19 pandemic affected care for women and support from their partners. Women 
were often required to attend appointments alone and could not have their support persons with them at 
important events, such as the first ultrasound. This caused a lot of stress and anxiety, as one mother 
explained. 
 

“…COVID comes down pretty tough. So, then it becomes, oh no, you can’t really come to the doctor 
visits no more... we stopping all the classes that you take, the Lamaze class, the breathing classes, 
couldn’t do any of that. Then they say you can do it virtual, but on your first baby, doing virtual 
classes is not the same... it went to going to the doctor visits, straight into labor. She couldn’t have 
anybody else with her going into labor. It was basically just me. So I was nervous because it was my 
first child, and I’m figuring this out on the fly, because I didn’t go through all the normal steps that 
you would do prior to having a baby. “  

 
Access to Care: Access to health care was a major concern of study participants. There were four related 
themes that emerged from the focus group discussions.  
 
First, a lack of insurance or delay in Medicaid enrollment were significant barriers to care, especially for lower-
income women. This delay was most present among women living in rural areas where there was a related 
barrier to health care providers who accepted either self-pay or Medicaid patients.  As one mother explained,  

 
“I wanted to add to that is lack of providers that accept Medicaid. Though when providers do 
accept Medicaid, it's almost like they're overwhelmed... First finding a good provider that 
accepts Medicaid, and then if you find a good one, being able to make an appointment to that provider." 

   
Second, some women reported having trouble paying out of pocket for prenatal care before enrolling in 
Medicaid or private health insurance. During the COVID-19 pandemic, this was problematic for many women, 
whose families were affected by job loss and economic hardships.  
 

"It was tough not being able to get no type of Medicaid or nothing like that. And I had to 
pay sometimes to go to the doctor. I started going to the emergency rooms because nobody would 
see me. You know they was like, "you don't have any insurance, we can't see you. The best thing to do 
is go to the emergency room,” because they can't refuse you at the emergency room." 

 
Third, women were unclear what postpartum care they had access to, particularly among Medicaid recipients. 
Women covered through Georgia’s Right from the Start (RSM) Medicaid program were unaware that the 
postpartum disenrollment policy was frozen due to the COVID-19 pandemic. Most thought they no longer had 
Medicaid coverage after the 60-day postpartum period.  
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"When you're going through postpartum care, sometimes it's trial and error... No one knows everything, 
but I feel like the lack of information being given about what services Medicaid offer. I didn't find 
out until two days before my Medicaid expired that I was eligible for a deep cleaning... but I had to get 
it rushed done, so it can be covered by Medicaid instead of coming out the pocket like $150 per 
quadrant to do it."  

 
Fourth, study participants lacked access to Black maternal health care providers, a need expressed more 
directly by high SES focus group participants. Rural women faced particular challenges to accessing Black 
health care providers due overall to the lack of maternal health care providers overall. Two mothers expressed 
this experience. 
 

“I want when I look into my providers I want to see myself and not always someone of another race 
because I want to be relatable. I want you to be able to feel my pain and know what I go through 
and understand why I'm frustrated when I am. I want to see myself" 
 
“And so now the town that I live in only has two African American female practitioners. And I don't 
like traveling long distances. So, one has been here for a few years. So, it's almost like all of the 
women in town go to her. She's a very good doctor. I've met her through working for another agency, 
very nice doctor, but I just didn't really want to sit in the office and be surrounded by it.” 
 

Respectful and Equitable Care:  All focus group participants provided rich descriptions of what they consider 
to be respectful and equitable care. Most also shared their experiences where such care was not provided to 
them. Four major themes emerged from these discussions. 
 
First, some mothers described a lack of respectful and equitable care due to societal biases and stereotypes 
that lead to Black women not being heard and taken seriously when they express their concerns. As one 
mother explained, 
 

"...But if somebody else go in with the same exact thing, it's just like, "Let me take a look at you a little 
bit deeper." I think it's just this unconscious bias that they expect us to just be super strong, just 
be the example for everybody else while they care and nurture for others." 

 
Second, mothers believe that providers can exhibit respectful/equitable care when they respect women’s time, 
listen to women, ask questions about how women are doing, and taking the time to educate women and their 
support persons. Two mothers described their feelings, 
 

"Sometimes it becomes difficult to speak up, because we want to avoid the stereotype of being this 
angry black woman who has to yell and scream to get her way. What we're actually 
experiencing is that we've repeatedly said what our concern is or what our issue is, and it's not 
being addressed, so we get to the point where we feel like, "I have to yell." That's when they hear us 
and they're "Oh, calm down."  
 
" Respecting my time. It is so important to me. I can't even think of many things more important to 
me than my time. You don't know how much of it you have, so don't waste it. Also, don't make me 
have to repeat myself... The second guessing needs to be gone completely and just making it a 
priority to build rapport. Those things matter to me."  
 

Third, teens felt very supported and respected by their prenatal health care providers. This finding may reflect 
their limited exposure to maternal health care providers or different providers than their pediatric health care 
providers. As mentioned previously, one teen is still being seen by her pediatrician.  
 

“I guess she's not like the other doctors… she call me… every week to check up on me and stuff like 
that... ...And she ask me how I'm doing. And when I go there… I'm not supposed to have no more 
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ultrasounds, I was supposed to be done with my ultrasound at 36 weeks. But if I ask her, can I have an 
ultrasound? She'll do an ultrasound and stuff like that.”   
 

Fourth, fathers felt partners received good maternal health care due largely to women’s own self-advocacy 
skills and their strong relationship with their providers. The fathers explained that their wives/partners were 
more likely to advocate for themselves. 

“I think she had a pretty good relationship. I will say that it helps that... And this is before she got 
pregnant. It helped that she had a doctor that she was familiar with, and she would constantly 
consult back with that doctor, even when we moved into another state she would reach back out to 
the previous doctor, just as it relates to her care.” 

 
Fathers wished they had more information about the delivery experience as well as information about 
complications and warning signs. They explained that doctors do not include them in discussions when they 
are with their partners, so better communication with support persons is also needed. One father explained 
that he wasn’t able to complete all the prenatal classes due to the pandemic, and this stressed him out during 
delivery. 
 

“But not really knowing, not being able to go through all the classes, being your first baby, being 
there by yourself, worried about her health and the baby's health. I just think the decision was... 
Everything came out fine in the end, but in my opinion I wasn't informed enough on, what's the 
limit you could take it to? How do you know when a doctor is just trying to... Or not the doctor, but 
they're just trying to take the easiest route and just do a C-section, versus wait it out with you? I still 
don't know if I had... I mean, I can say in the end, everything turned out well. Baby healthy, wife 
healthy, mother healthy, blah blah blah. But in that moment, I was flustered, I ain't going to lie.” 

 
Experiences with Child and Infant Care: Focus group participants provided good insight into their 
experiences seeking care for their children, including infants. There were four major themes that emerged from 
these discussions.  
 
First, mothers have experienced overall good care for their children. One mother shared her opinion, noting 
that her pediatrician is Black 
 

"I love my kid's pediatrician. It ain't just because he's black, but that has a lot to do with it. When he 
walks in the room, he calls my kid, Mr... President.. Dr... he's speaking into his future... I feel like 
there's no better care than this pediatrician that he goes to. I lucked up and I have him booked 
until... From his first appointment up until he turns two years old next year, I have this doctor booked 
because I just love the way he interacts with my kid.” 

 
Second, mothers described the importance of finding the right pediatrician and noted experiences with having 
to switch providers numerous times. For some mothers, they decided to switch providers to find specialty care 
for their special needs child. For others, switching providers was important to find a connection with their 
provider. 
 

“I was actually referred by the hospital where to go and I didn't really like the pediatrician at first. I just 
recently changed my daughter's pediatricians, and I can definitely tell that the concern for the 
wellbeing of my children are completely different. I felt at the first pediatrician office, I was 
never really able to express my concerns to her without her actually rushing me just to get me out of 
there after I would wait an hour in a waiting to speak with her. It really bothered me. The pediatrician 
that we go to now... The experience is completely different…It's been rough, but I definitely liked the 
change in pediatricians that I do have now.”   
 

Third, some mothers reported feeling dismissed or not being heard by their children’s health care providers. 
These women felt that providers did not take their concerns seriously. One mother shared her story, 
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“My baby she has had stomach problems since she was born. So, she's very more constipated with 
stuff she eats, and he didn't understand that. So, I would tell the doctor that you know, " Hey, she's 
screaming to the top of her lungs, I know something's not right." [He would say, “well you know it 
happens; they're just learning how their stomach's getting right." So, I don't know, in my opinion, the 
doctors, they don't never believe the parents, I guess. They just always saying, " Oh, the child is 
this” ...they just making this up.  Like you don't understand how the baby feels. So, I just really think that 
the doctors don't listen as much as they should so.” 
 

Fourth, some women reported that their mental health concerns were addressed by the pediatrician. This 
presents an important opportunity to screen women for postpartum depression. One mother shared her 
experience. 
 

"The pediatrician that we go to ... The experience is completely different. I have someone who 
genuinely cares and although I am nine months postpartum, she did recognize that I am having 
postpartum depression as well.” 

 
Recommendations Based on Focus Group Findings: Focus group participants shared numerous 
recommendations about how to improve maternal health care for Black mothers and their support persons.  
 
First, providers need to be trained to provide respectful care. Some mothers shared that respectful care 
involves providers taking time with their patients to educate them on how to take care of themselves during and 
after pregnancy. Two mothers shared their thoughts.  
 

“So, I feel like respectful care would be giving us all the information we would need for these ... this long 
journey with dealing with a child and ourself having to deal with depression and everything that 
they don't mention throughout the pregnancy, or whenever you have heard, they don't mention it. But I 
feel like respect comes with the stuff they give you, the information they give you, and the 
information that they don't decide to give you. It's disrespectful to not give someone the information 
they need.”   
 
“I think also, education is important in terms of respectful care, because again, pregnancy is one 
journey, motherhood is another journey. Educating the difference between the two and the 
nuances between the two... Like pregnancy you're carrying around a life with you. Motherhood that 
lives on the outside and there's a lot more that comes with it. I think … in terms of respect, the name, 
the acknowledgement of you know humanity, you're a person, you have feelings. It's establishing 
a foundation.” 
 

Other mothers shared that respectful care should emphasize the provider hearing and listening to women and 
not dismissing their concerns.  Women also want better communication from their health care providers and 
better communication between providers who care from them during transitions, such as from prenatal care 
providers to primary care providers. One mother discussed how this was an important component of respectful 
care. 
 

"One idea I have for respectful care, is to ask the patient, what's on their mind, what's 
their concern. Once you hear those concerns and listened to those concerns... actually make 
an effort to find a solution. If there is something that you cannot yourself handle, if you could give out 
resources or this is your next step, this is what I think that you should do, I will follow up with you..." I 
think it's just to be heard and figure out how to get what we need when you need it."  

 
In particular, continuous training of providers is needed on anti-racism and implicit bias for the birth workforce. 
This training would help address the stereotypes that providers have toward Black women. A number of 
mothers provided their thoughts on this topic. 
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“I believe that we, as a collective, need to speak up for our needs. And I think that we need to teach 
other women to do the same… I don't think we can change people's biases overnight. I think it's just... 
It's going to take time. I think it's going to take more people looking like us to come into this field 
and to hear us and to see us and to take us seriously.” 
“It's just this unfortunate bias that they might not... a lot of doctors probably... you talk to them, they're 
not going to be... they're not racist. They're not people that think that they're treating 
us different from anyone else. But those are the subconscious biases that end up hurting so many 
black women.” 

 
“I think it's bred into the mindset, and it's like this unconscious bias of people. "She's not gentle 
compared to the other one who is soft-spoken, and she's so small and frail and everything." And it's just 
like, "We're just as fragile." That's what gets in the mind a lot of times healthcare-wise, and why we 
have to fight so much. Even simple checkups or things, with my experiences from OB/GYN and stuff, 
just trying to make sure I don't have endometriosis, I don't have this and I don't have that. Everything 
goes smoothly, and it's kind of like, "No, you don't have it. No, you don't have it." It's like a shoo off. 
But if somebody else go in with the same exact thing, it's just like, "Let me take a look at you a little bit 
deeper." I think it's just this unconscious bias that they expect us to just be super strong, just be 
the example for everybody else while they care and nurture for others.” 
 
It's... some bias may come into play as well. That's just from my experience, working as a nurse on 
the floor and as a case manager. Hearing my colleagues, how they care for their patients, how they 
speak about payer status, you know.  It makes me wonder you know, "Are you in this to care about 
people? All people? Or is it just select customers you want to care for?" I think some stereotypes 
are in play and maybe that's why we have that higher mortality rate. I just don't think that they take 
us seriously, either way.” 
 
And I just was feeling like, "Okay, I'm pretty sure if it was somebody, your skin color, you wouldn't do 
that." 
 

Second, doulas, midwives and other care support persons are greatly needed. These and other allied health 
care professionals can support women’s perinatal health care, particularly mental health and social support 
care needs in the postpartum period. One mother described how important her doula was to her. 
 

“I had a doula and I loved her. I don't know where I would be without the doula partnership… I also 
thought that was very helpful with my doctor, knowing that I had a doula and that I was you know 
taking it seriously and going over my birthing plan with them and letting them know "I've reviewed this 
with my doula," … And just … she wasn't a doctor, my doctor said the same thing, but having her 
there and knowing that this person is truly... invested in my interest from the jump, that really 
made me feel better. And she was right, I got the Pitocin and contractions sped up and had a 
great labor and the rest is history. So, I'm a full advocate for having a doula.” 

 
Third, group models of care are also greatly needed to provide social support and meet social needs. Many 
mothers described their positive experiences with group care, in terms of their positive experiences with peer 
sharing and mentorship. 
 

““This was a good group of ladies. I feel like I know y'all already, even though I don't, and I get so 
personal so quickly anyway, so being able to actually see how, because I didn't know how this 
discussion was going to go. Thank you all for just asking us, letting us get this off our chests, 
because sometimes, we don't have anybody who we can talk to, just discussing what we're 
going through. Even with our family members, they are supportive, but they think that we over-
exaggerate things.” 
 
“And sometimes I know I was very fragile in my pregnancies and during my postpartum, but I wasn't 
looked at as fragile. I wasn't taken care of. I found the support I needed during postpartum in 
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our groups…and I was so grateful that I built relationships and bonds with other young women 
who had one or two children, or had different things. I remember going to my first group, I believe it 
was the stress where we've made like stress balls and like a body scrubs or whatever. I was so 
grateful to have just a moment… where I didn't have to cook dinner that night, or my child could run 
around without guilt being guilt.” 
 
“Yeah. I can relate to that, too. Family, friends. And really, I kind of chuckled, when I … as I was 
thinking about it, but I actually was on a Facebook group.... And a lot of the times I got a lot of good 
information from that Facebook group as well. I mean, it's just hundreds of women that many of us 
have the same due dates. So yeah. “ 
 
“You think, Oh, you got to sit down or, you know, just being free for just, even just an hour, being in 
a different environment, not being judged by anyone. You have to having that sense of 
community. And fellowship. It was very important because I didn't have adult interaction when 
you're going through postpartum, unless you have a big old family, nobody's coming to visit you or to 
see about you, unless you have a strong support system. A lot of times, we don't always have that. To 
find that there was a refreshing.” 

 
“Being able to discuss with y'all and hearing y'all stories and even the positive stories, that's 
really uplifting and knowing that maybe she going to have my back one day.” 
 

Fourth, home births and birth centers should be available to all Black mothers and their support persons who 
wish alternative birth options. These options should be available regardless of income or insurance status. One 
mother made this recommendation based on her own experience seeking a health care provider who would 
allow her to have a water birth. 
 

“So I called probably, I don't know, maybe three, four. Tried calling maybe three or so different 
practices just letting them know I wanted to do a natural delivery and I preferred a water birth. 
Just trying to figure out if they do it at home, or if they have a facility that does that. But once I just 
mentioned anything natural home birth, whatever the case may be, they all turned me down. So 
those were the barriers. One even told me we don't support that here at all, so it was kind of like 
the conversation was over with even if I had questions, or even wanted to consider going with 
them for whatever reason. So those are the barriers that I found trying to do everything the 
most natural way possible. I got turned away so many times, and they just didn't accept it.” 

 
Fifth, social assessment and community-based supports should be incorporated into intervention strategies.  
One mother expressed appreciation for and the importance of outreach workers providing linkage to needed 
resources. 
 

“I love her…She does a really good job…because I was really out on the search trying to find you 
know health insurance…and she was doing everything to try to help me out. Because she was 
trying to, called the migrant clinics down in Lakeland and she was doing it all to try to help out.” 

 
Another mother expressed the importance of engagement with health care providers in the community through 
her church. 
 

“I also had an OB who was a member of my church before she passed away. And so she would call me 
and check in.  And…she would understand that it's just like…that it seems like finding a good provider 
that gives you quality over quantity is hard.” 

 
Finally, providers should take Black women seriously and treat them with respect. Providers need to listen to 
women when they express that they are in pain. Providers should respect Black women’s preferences and 
treat them as human beings. Providers should not lead care with biases and need to take the time to educate 
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mothers and support persons on the importance of their health care in order for them to be informed about 
their maternal health care choices. One mother explained, 
 

"My biggest recommendation... Know my name, know how to pronounce it, get to know me... Get 
to know what my cultural preferences are, what my fears may be so that when you develop a plan 
of care...  incorporate some of the things that you have discussed or heard me share with 
you... including... [the] holistic view, including the mental side, not necessarily my physical wellbeing. 
Ask me if I'm spiritual or religious. That plays a part in overall wellness."  

 
Literature review: In addition to the focus groups, our review of the literature revealed a small number of 
resources that specifically focused on feedback from women in Georgia about reproductive and health services 
and care that they have received.  Findings from the peer-reviewed literature include the following: 
 Using semi-structured, in-depth interviews of 24 mothers who gave birth in Georgia between July and 

August 2013 and reside in shortage or non-shortage obstetric care service areas along with four perinatal 
case managers, this analysis identified delays in women’s care-seeking of prenatal care (related to stigma 
and lack of awareness of pregnancy); delays in accessing an appropriate healthcare facility (related to 
receiving health insurance and choosing a provider) and delays in receiving adequate and appropriate care 
(related to lack of communication and continuity of care). The report concluded that the current context of 
prenatal care is not conducive for women to seek care and that they commonly feel like passive recipients 
of care (Meyer et al., 2016).  
 

 A set of implementation science projects assessing the perceptions and health outcomes associated with 
women’s receipt of receiving preconception and interconception risk assessment and counseling in various 
settings that mostly serve low-income minority women, with the vast majority of participants being Black 
women, found that women report high acceptability of receiving these services across a range of venues, 
including during encounters in local health departments and federally-qualified health centers (Dunlop et 
al., 2013a), the WIC office (Dunlop et al., 2013b), and while visiting their infant in the neonatal intensive 
care unit (Dunlop et al., 2016). Importantly, the receipt of this opportunistic screening and targeted, 
counseling and linkage with services has been associated with a significant increase in women’s 
knowledge of their reproductive health risks (Dunlop et al, 2013a) as well as with improvements in the daily 
ingestion of folic acid and the correct and consistent use of contraceptive methods compared to women 
who received screening with a single session of untargeted health education), increased enrollment in and 
utilization of health services covered by the P4HB waiver program, a statewide Medicaid 1115 
demonstration waiver providing coverage for primary care, case management, and family planning services 
for eligible women with a very low birth weight delivery. Findings from these studies also emphasized that 
key barriers to women’s engagement in services is difficulties in obtaining transportation and childcare for 
other children in the home, underscoring their need for and satisfaction with integrated and opportunistic 
services that overlap with services in which they are already receiving.  

 
Review of the gray literature revealed recently initiated studies focused on gathering feedback from Georgia 
women about their reproductive health care services, including the following: 
 In 2020, Healthy Mothers, Healthy Babies Coalition of Georgia partnered with Emory University to conduct 

the Georgia COVID-19 Perinatal Experiences (COPE) study, a mixed methods approach using surveys 
and interviews with pregnant and postpartum women in Georgia to understand their mental health care 
needs as well as experiences with the delivery of maternal health services since the start of the pandemic. 
Findings from 212 surveys and 33 interviews support that most individuals experienced heightened stress 
and anxiety since the start of the COVID-19 pandemic. Disruptions in their work and family lives are major 
contributors to their stress, as well as increased responsibilities for their children due to the pandemic. 
Feelings of social isolation was a key concern of most pregnant and postpartum women, particularly 
among new mothers and those who had limited support and resources. 
 

 In 2020, Georgia Southern University initiated the Georgia Moms Project, a qualitative research project that 
is interviewing Georgia moms about their experience of seeking prenatal, labor/delivery and postnatal care 
in Georgia, in order to understand the elements in their experience that could contribute to the soaring 
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mortality rates. This research is intended to identify common themes and experiences in order to find 
solutions to the maternal mortality crisis based in women's own knowledge of their care.    

 
 In 2021, the Morehouse School of Medicine Center for Maternal Health Equity launched a research study 

designed to explore the causes and issues behind health inequity among pregnant and post-partum Black 
women in the U.S. Starting in July 2021, Black mothers in Georgia, New Jersey, Louisiana, and the District 
of Columbia, will be invited to take part in an interview process to discuss Maternal Near Misses (MNM), a 
condition that occurs when a woman nearly dies, but survives from a complication occurring during 
pregnancy, childbirth or within 42 days of termination of pregnancy.  The research project will also 
incorporate incarcerated women. 

 
 

Research Question 2:  What health policies exist or are needed in Georgia to improve the health of 
Black women, birthing individuals, infants, and children (through age 3 years)?  
 
To answer this research question, we relied upon review of the black and gray literature. This review identified 
several critical Georgia-specific policy analyses, outlined below, organized according to area of topic focus. 
 
Topic Focus:  Analysis of Existing and Needed Policies to Improve the Health Status of Georgians 
 
Overview of Georgians for a Healthy Future Policy Analysis. Georgians for a Healthy Future has 
developed a document that summarizes four critical areas of policy development essential for improving the 
health of Georgians (Georgians for a Healthy Future, 2021), each of which is summarized below:  
 
1. Get Georgians Covered.  Health insurance facilitates access to care and health care utilization.  
 

Close the Coverage Gap. Georgia is just one of 12 states that has not accepted federal funds to cover low-
income Georgia adults through the Medicaid program by expanding Medicaid eligibility under the 
Affordable Care Act (ACA). As such, approximately 400,000 Georgians do not qualify for Medicaid and do 
not earn enough income to qualify for financial help to purchase health insurance. This coverage gap could 
be closed by extending health insurance to all Georgians with incomes up to 138 percent of the federal 
poverty level.  

 
Support Community Partners to get Georgians Covered.  Georgia Enrollment Assistance Resource 
(GEAR) Network is a central hub of resources for Georgia’s enrollment assisters and community partners 
to support their work with consumers. It is important to support parent education and outreach as well as 
navigation efforts to enroll eligible children in Medicaid or PeachCare (167,265 children eligible but not 
enrolled) and to support families in obtaining coverage through the MarketPlace and the expansion of 
carriers in the MarketPlace throughout the state.  
  

2. Increase Access to Care. Many Georgians face barriers to accessing meaningful and timely health care 
services as a result of coverage restrictions, especially related to mental health and substance use 
treatment, and network adequacy. These barriers negatively impact health and well-being and exacerbate 
existing disparities in health outcomes and quality of life.  
 
Strengthen Oversight for Mental Health and Substance Use Benefits:  While federal law requires that plans 
cover mental health and substance use services, many Georgians struggle to access needed services. 
State agencies should set standards and strengthen oversight to ensure that Georgia consumers receive 
coverage for mental health and substance use benefits. In particular, while the Georgia Department of 
Community Health (DCH) Quality Strategy calls out behavioral health as an area of focus, behavioral 
health needs are growing. The Quality Strategy largely focuses on increasing screening for depression 
among adults and adolescents, while largely ignoring substance use. Given that Georgia youth are 
experimenting with drugs and alcohol at younger ages (SAMSA, 2019), DCH should also focus attention on 
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screening, referral, and treatment for substance use, including through CHIP funds for individuals, school-
based and population-based services. 
 
Expand Access to Telemedicine and Transportation:  Inadequate transportation affects many areas of 
Georgia. While the DCH Quality Strategy does identify access to care through telemedicine as a priority, 
but many Medicaid members, especially those in rural areas and communities of color, have limited 
internet connectivity as well as transportation gaps, thus DCH should consider additional methods to 
increase access through internet connectivity and better addressing transportation gaps (including 
promoting non-emergency medical transportation benefit and improving that benefit to be more responsive 
to needs of members). 

 
Ensure Network Adequacy:  Five health insurance carriers offered plans on the Georgia Marketplace 
during 2017 (Blue Cross Blue Shield of Georgia, Kaiser Permanente, Ambetter, Alliant, and Humana), with 
a substantial number of Georgia counties having only one or two insurance carrier options through the 
MarketPlace (Figure 4), with the most common reason for leaving or limiting geographic spread being 
sicker than expected consumers. Since 2017, some health insurance carriers have been added to Georgia, 
expanding coverage options in rural counties (Norris, 2021). While the DCH Quality Strategy does include 
multiple measures of network adequacy, including appointment availability, DCH should adopt more robust 
enforcement measures for adequacy requirements to include sanctions against CMOs with provider 
directories that are out-of-date.  

 
Figure 4. Number of Participating Health Insurance Carriers by County, 2017 

  
  Source: Georgians for a Healthy Future. Getting Georgia Covered Report 2020.  
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3. Enhance Value for Health Care Consumer. To improve health outcomes and disparities, it is vital to 
support the testing and adapting to new payment and delivery models focused on both cost and quality 
with strong consumer input to ensure that plans meet the complex needs of consumers and communities 
throughout Georgia.  
 
Build a diverse, accessible workforce: Georgia’s current health care workforce does not reflect the diversity 
of state residents and is not sufficient to meet the needs of the state’s population. Expanding the types of 
health care workers who can work and succeed in Georgia will support the health of Georgians. 

 Support community health workers (CHWs) as frontline health workers who are trusted members of 
their communities and who have lived experience or demonstrated knowledge of the community 
being served in order to increase access and utilization and reduce disparities through policies that 
support licensure/permissions and payment models that sustain their role in the health care system. 

 Support policies that allow non-physician providers (including nurses and physician assistants) to 
practice to the full extent of their licenses, incentivizing their service in under-resourced 
communities and that support payment models that fairly reimburse the care provided. 

Expand and support integrated, community-based services: Health care services should be delivered more 
conveniently and effectively to promote access and utilization of a range of important services.  

 Integrate mental health and substance use services into primary care and other settings through co-
location, technology or other promising approaches. 

 Expand opportunities for Georgians to access care in places that they are already going, such as 
school- and work-based health centers and neighborhood centers, with sustainable payment 
models. 

 
4. Build a Healthier Georgia.  To improve population health and eliminate disparities, state policies should 

address the social determinants of health so that every Georgian has the opportunity to thrive.  
 
Examine the Equity Implications of Legislative Proposals: Public policy can have long-lasting implications 
on the continuation or resolution of health inequities. It is important to support the development and 
adoption of a system by which state leaders can request formal examinations of the equity impacts of 
proposed bills and budget items. 
 
Support Population-based Approaches to Health: Population-based approaches aim to consider structural 
factors related to health outcomes and whole cohort accountability. The DCH Quality Strategy is beginning 
to take a population-based approach to improving the health of Medicaid members, including through 
engagement with Care Management Organizations (CMOs) to monitor and improve racial disparities 
among members. Additional areas for improving racial disparities in Medicaid include: 

 Within Planning for Healthy Babies (P4HB), focus CMO and other outreach efforts on areas of the 
state with poor health outcomes and high Medicaid-eligible populations to make an impact on 
health disparities for a larger population. P4HB serves only a small population of women in Georgia 
but has achieved success in making an impact through targeted outreach efforts to women in areas 
with poor infant health outcomes.  

 Meaningful engagement with Medicaid members. Unique barriers related to systemic inequities, 
social discrimination, and language block racial/ethnic minority populations from equitable health 
status and outcomes and strategies to overcome these require sustained engagement with 
members of these groups.  

 Moving Beyond Language and Cultural Competency. In addition to translation and language 
services and cultural competency, DCH should explore interventions to better address the root 
causes of disparities such as maximizing the roles of the state’s CHWs and peer support coaches; 
incentivizing CMOs to offer robust wrap-around programs to address housing, food, transportation, 
and economic needs of members. In addition, DCH should recognize and advocate for strategies to 
ensure every Georgian has a pathway to health coverage (beyond the proposed Pathways 1115 
waiver). This is particularly important given evidence that expanding Medicaid up to 138% FPL 
narrowed disparities in health outcomes for Black and Hispanic individuals, particularly related to 
infant and maternal mortality (Kaiser Family Foundation, 2020).   
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Overview of Georgia’s Prenatal-to-3 State Policy Roadmap. Evidence is clear that the prenatal through age 
three period is the foundation for future health and well-being. The Prenatal-to-3 Policy Impact Center has 
identified 5 state-level policies and 6 strategies to set the direction for state efforts around improving infant and 
early childhood health outcomes. In reviewing Georgia’s adoption of policies and strategies, the state report of 
Prenatal-to-3 concludes that Georgia has fully implemented 0 of 5 effective policies and only 1 of 6 effective 
strategies, as described in detail below and summarized in Figure 5 (Prenatal-to-3 Policy Impact Center, 
2020). 
 
Figure 5. Prenatal-to-3 Analysis of Georgia Policies 
 

  
 
 
A summary of Georgia’s progress on the 5 critical policies excerpted from the report is below:  
 
1. Expand income eligibility for Medicaid under the ACA to cover most adults with incomes up to 138% of the 

federal poverty level to increase access to needed services, improve financial well-being, reduce racial 
disparities in adverse birth outcomes, keep children safe, and improve parental health. Status:  As of 2020, 
the Medicaid income eligibility for parents (in a family of three) was 35% of the federal poverty level, which 
is among the lowest in the nation among states; 37 other states have implemented this policy.  Presently, 
approximately 37% of low-income women of childbearing age in Georgia do not have any health insurance 
coverage as they do not qualify for Medicaid and do not have private or other insurance. 
 

2. Reduce administrative burden for SNAP by allowing recertification interval of at least 12 months to lower 
risk for food insecurity among children and families. Status: The median recertification interval for 
households with SNAP-eligible children is 6 months; 32 other states have implemented this policy. 
Approximately 6% of eligible families with children under age 18 are not receiving SNAP benefits. 
  

3. Implement a paid family leave program of a minimum of 6 weeks following the birth, adoption, or placement 
of a child into foster care to increase access to paid time off of work, reduce racial disparities in leave-
taking, boost maternal labor force attachment, improve maternal mental health, foster better child-parent 
relationships, and support child health and development. Status:  Georgia has made some progress by 
implementing a paid family leave program for eligible state employees, but no progress outside of state 
employees. Five states have adopted and fully implemented a paid leave policy and 16 states have made 
some progress, whereas 30 states have made virtually no progress. 

Source: Prenatal-to-3 Policy Impact Center. Prenatal-to-3 State Policy Roadmap for Georgia. 
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4. Implement a minimum wage of $10 or greater to reduce poverty especially among Black and Latino/a 
individuals, increase family incomes, improve birth outcomes, and keep children safe. Status:  Georgia is 
among the most regressive states as the current minimum wage is the lowest in the nation (at $7.25 per 
hour) and the state has enacted legislation to prohibit localities from establishing their own minimum 
wages. In contrast, 19 states have fully implemented a minimum wage of at least $10 per hour or greater. 
 

5. Implement a refundable state earned income tax credit of at least 10% of the federal earned income tax 
credit for all eligible families with any children under age 3 in order to promote healthy births, reduce racial 
disparities in birth outcomes, and positively influence employment and income for families. Status: Georgia 
has not implemented such a policy, but it does have a tax break for low-income residents that is similar to 
an earned income tax credit. In contrast, 18 states have adopted and fully implemented this policy.  

 
A summary of Georgia’s progress on the 6 critical strategies excerpted from the report is below:  
 
1. Implement comprehensive screening and referral programs such as Family Connects and Healthy Steps to 

increase families’ connections to needed services. Status:  As of 2020, Georgia does not have Family 
Connects sites, Healthy Steps sites, or an alternative comprehensive screening program and is among 21 
other states that have made little or no progress on this recommended strategy. 

 
2. Implement childcare subsidies with base reimbursement rates for infants and toddlers in center-based and 

family childcare that meet the federally recommended 75th percentile using a recent market rate survey to 
increase enrollment in formal childcare settings and support maternal employment and education. Status: 
The state-based reimbursement rates do not meet the federally recommended 75th percentile and the state 
relies on older (> 2 years) market rate survey to set rates and is among 21 other states that have made 
little or no progress in this area. As of 2020, the income eligibility as a percentage of the federal poverty 
level for subsidy was 144%, which is among the worst for states in the nation. 

  
3. Implement group prenatal care by providing enhanced reimbursements for group prenatal care providers to 

increase adequate prenatal care and improve mothers’ physical and emotional health. Status:  Georgia has 
made some progress in this area by using grant and discretionary funding to reimburse providers for group 
prenatal care at a higher rate than traditional prenatal care.  Georgia is among 10 states that have made 
progress in this area (8 states have made a great deal of progress and two have made substantial 
progress). However, still in Georgia approximately 18% of women do not receive adequate prenatal care.  
 

4. Implement evidence-based home visiting programs by supplementing federal funding and by serving 
eligible children at or above the median state value (7.3%) to improve parenting skills. Status:  Georgia has 
made little to no progress and is among the 10 worst states in this area as it does not supplement federal 
funding and the estimated percent of eligible children served by home visiting is below the median state 
value (7.3%). In contrast, 23 states have made substantial progress toward implementing this strategy. 
 

5. Implement Early Head Start by supplementing federal funding and by providing income-eligible children 
with access to Early Head Start at or above the median state value (8.9%) to improve child-parent 
relationships, increase participation in quality care, and positively impact language and vocabulary skills 
and problem behaviors. Status:  Georgia has made little to no progress in this area and is among 23 other 
states in that it does not supplement federal funding and the estimated percent of income-eligible children 
with access to Early Head Start is below the median state value (8.9%).  
 

6. Implement Early Intervention services by using moderate or broad criteria to determine eligibility and by 
serving children who are at risk for later developmental delays or disabilities in order to boost parental self-
confidence and satisfaction, and improve children’s cognitive, motor, behavioral, and language 
development, especially for infants born preterm or low birthweight. Status:  Georgia has made little to no 
progress in this area and is among 16 other states in that it uses narrow criteria to determine eligibility and 
the state does not serve children who are at risk for later delays or disabilities. In Georgia, 2.5% of all 
children under age 3 receive Early Intervention services.  
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Topic Focus:  Gaps in Health Insurance Coverage Related to Not Expanding Medicaid 
 
Georgia faces gaps in coverage of its women and infants, particularly as the state did not expand Medicaid 
coverage under the Affordable Care Act.  According to America’s Health Rankings, Georgia ranks 48th in 
the percentage of uninsured women at 19.4% for 2018 and 45th in the percentage of uninsured children at 
8% for 2018 (America’s Health Rankings, 2018). Among women of reproductive age (18 – 44 years of 
age), the uninsured percentage for 2017 was 20.1%, with only Texas and Oklahoma having higher rates 
(Searing & Ross, 2019). The lack of health insurance among women of reproductive age contributes to 
delays in recognition of pregnancy and initiation of prenatal care; less access to family planning, 
preconception, and primary care before and between pregnancies; and less well controlled chronic health 
conditions at the initiation of prenatal care (McMorrow et al., 2018). The rates of uninsured in states like 
Georgia that did not expand Medicaid compared to those that have is nearly twice as high. States that 
have expanded Medicaid under the Affordable Care Act saw a 50 percent greater reduction in infant 
mortality than non-expansion states. Notably, recent research highlights that states rejecting Medicaid 
expansion are missing an opportunity to address racial disparities in maternal health. In Southern states, 
which make up the majority of the states that have not expanded Medicaid, Black individuals 
disproportionately experience higher uninsured (Figure 6). Medicaid coverage is a critical to improving 
maternal health and for addressing racial inequities in access to affordable coverage and care (Searing & 
Ross, 2019) by achieving better health coverage for reproductive-age women, earlier initiation of prenatal 
care, better care before women become pregnant, lower rates of maternal mortality and infant mortality. 
 
Figure 6. Proportion of Total Population that is Black by State Medicaid Expansion Status 

 
  
 
 

 

Source:  Kaiser Family Foundation, 2021. 
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While Georgia did not expand Medicaid eligibility under the ACA, it did implement the Planning for Healthy 
Babies (P4HB) Medicaid Program in 2011 with the goal of improving infant health outcomes (Georgia 
Department of Community Health, 2011). P4HB expanded access to a set of family planning services – 
including contraceptive services, screening for sexually transmitted infections, wellness exams, and referrals 
for other health and social services – for otherwise uninsured citizen women who remain below 211% of the 
federal poverty level, including those who delivered on Medicaid. Under a unique Inter-pregnancy Care 
Program, P4HB also provides coverage for additional services – including primary care, case management 
and Resource Mother services - for women of the same income criteria for 24-months (in two 12-month 
increments) following delivery of a very low birth weight infant. 
One notable recent improvement in Georgia Medicaid coverage during 2021 is its postpartum extension. As of 
July 2021, Right from the Start (RSM) Medicaid coverage will be extended from 60 days to six months 
postpartum for women with incomes up to 220% of the federal poverty level.  
 
Topic Focus:  Analysis of Needed Policies to Improve Black Maternal and Child Health 
 
Our review of the policy-relevant literature also identified the Black Maternal Health Momnibus Act of 2021 as 
especially critical to improving Black maternal and child health in the United States (Black Maternal Health 
Caucus, 2021). Members of the Black Maternal Health Caucus have put forth twelve specific items as bills 
(Table 8), building on existing legislation to comprehensively address every dimension of the maternal health 
crisis in America. The Momnibus has been endorsed by more than 240 organizations.  
 
 
Table 8. Twelve Items Contained in the Black Maternal Health Omnibus Act of 2021 

 
 
 

1. Make critical investment in social determinants of health that influence maternal health outcomes, 
like housing, transportation, and nutrition. 

2. Provide funding to community-based organizations that are working to improve maternal health 
outcomes and promote equity. 

3. Comprehensively study the unique maternal health risks facing pregnant and postpartum veterans 
and support VA maternity care coordination programs. 

4. Grow and diversify the perinatal workforce to ensure that every mom in America receives culturally 
congruent maternity care and support. 

5. Improve data collection processes and quality measures to better understand the causes of the 
maternal health crisis in the United States and inform solutions to address it. 

6. Support moms with maternal mental health conditions and substance use disorders. 

7. Improve maternal health care and support for incarcerated moms. 

8. Invest in digital tools like telehealth to improve maternal health outcomes in underserved areas. 

9. Promote innovative payment models to incentivize high-quality maternity care and non-clinical 
perinatal support. 

10.  Invest in federal programs to address the unique risks for and effects of COVID-19 during and after 
pregnancy and to advance respectful maternity care in future public health emergencies. 

11. Invest in community-based initiatives to reduce levels of and exposure to climate change-related 
risks for moms and babies. 

12. Provide maternal vaccinations to protect the health and safety of moms and babies.  
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Research Question 3: What workforce development issues are needed in Georgia to reduce barriers to 
receiving maternal and child health care and services in Georgia? 
 
Topic Focus:  Shortage of Health Care Providers and Delivery Hospitals 
 
The shortage of obstetrical care providers in Georgia has been a long-standing problem. A study conducted in 
2011 (Spelke et al., 2016) that converted obstetric providers into obstetrical equivalents to standardize 
obstetric services available in Georgia’s Primary Care Service Areas (PCSAs) found that of the 82 surveyed 
PCSAs, 52% were deficient in obstetric care, 16% had a shortage and 37% lacked obstetric providers entirely. 
There were no delivering family physicians in 89% of PCSAs and no CNM in 70% at that time, and the study 
concluded that if Georgia fails to recruit delivering providers 72% of PCSA would have deficient or no obstetric 
care by 2020.  PCSAs, developed for the Georgia Board and approved in 1998, were determined by examining 
health care utilization patterns of the citizens of individual counties. Ultimately, 96 PCSAs were designated by 
applying two criteria: (1) A PCSA is designated if at least 30% of the patients received care in their county of 
residence or; (2) if a county receives less than 30% of its residents as patients, it is assigned to the county 
where the majority of its residents go for primary care. 
 
Each year, the Georgia Board of Health Care Workforce produces an annual report that uses the licensure 
survey population to tabulate the number of PCSAs and counties with physicians of particular specialties per 
100,000 population and the number of PCSAs and counties with no physician of particular specialties. Data 
from renewal of 2018 licenses (Table 9) show that there are 9 counties in Georgia without any physician, 76 
without an obstetrician-gynecologist (Ob/Gyn), 18 without a family physician, 32 without an internist, and 77 
without a psychiatrist (Georgia Board of Health Care Workforce, 2019).   
 
Table 9. Georgia Primary Care Service Areas and Counties with No Physician, 2018 
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Not surprisingly, the PCSAs with the 
lowest density of Ob/Gyn physicians 
are found in more rural areas of the 
state (Figure 7), and in areas where 
there is no delivery hospital. 
 
Research data presented by the 
Mercer University School of 
Medicine Center for Rural Health 
and Health Disparities finds that 
among Georgia’s 159 counties, 93 
(58%) Georgia counties have no 
hospital with a labor and delivery 
unit, that no rural counties have a 
maternal fetal medicine specialist, 
and that among births to Georgia’s 
rural women 2/3 occur outside of the 
woman’s home county (Warren, 
2019). The Center for Rural Health 
and Health Disparities emphasizes 
that this lack of maternity care is a 
direct barrier to the receipt of 
prenatal care, high risk obstetrical 
services, and postpartum care and 
that the lack of access to maternity 
care is compounded within a context 
in which there is limited primary 
health care that prevent the 
establishment of preconception care 
and continuity of quality care, longer 
response times for emergency 
medical services, and greater 
distances to hospitals when 
emergencies occur.  
 

With respect to family physicians, it is important to note that in addition to providing some maternity care, these 
physicians are trained to provide a range of reproductive health services as well as primary care before, after, 
and between pregnancies. Thus, family physicians can play an important role in improving maternal outcome 
and reducing maternal mortality by reducing clinical risk with screening, health education, and the identification 
and management of chronic health conditions and by addressing social determinants of health and working 
towards health equity (Young et al., 2018). However, there are numerous counties and PCSAs entirely without 
or with limited numbers of family physicians as well (Table 7). 
 
The Georgia Board of Health Care Workforce has implemented an interactive dashboard that allows users to 
monitor the supply and distribution of Georgia’s actively licensed nurse workforce, including advanced practice 
registered nurses and certified nurse midwives (CNMs). Using the Georgia Board of Nursing’s roster of nurses 
actively licensed in 2019 and 2020, this source determined that there is a total of 437 CNMs in Georgia, which 
translates to 4.12 per 100,000.  Georgia scope of practice for CNMs is quite restrictive relative to other states 
in the nation, with Georgia being one of 13 states that require written collaborative agreements with physicians 
for CNMs to practice (American Association of Nurse Practitioners, 2021). Additionally, Georgia is one of 17 
states that denies hospital staff membership to CNMs (Figure 8), further limiting their practice. 
 
 

Source: Georgia Board of Health Care Work Force, 2018. 

Figure 7. Ob/Gyn Physicians per 100,000 by PCSA, 2018 
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Figure 8.  Level of Supervision Required for Certified Nurse Midwife Practice Across the States, 2022 
 

 
 
 
 
Review of the literature did identify a study that conducted semi-structured interviews with Georgia 
obstetricians, maternal fetal medicine specialists, certified nurse midwives and maternal and infant health 
leaders in 2013 to understand barriers to provision of care in obstetric shortage areas. The findings of this 
study clearly demonstrated that, from the perspective of obstetrical care providers, there are significant 
financial barriers to the provision of care in these areas along with a lack of collaboration both among providers 
and among providers and the public health system, making it difficult to take on and meet the needs of women 
seeking obstetrical care who reside in these areas (Pinto et al., 2016).  
 
Telehealth is a proposed method to improve access to care and address disparities, especially in health care 
shortage areas. The American College of Obstetricians and Gynecologists has endorsed telehealth to improve 
maternal morbidity and mortality and the American Academy of Family Physicians supports its use an 
appropriate and efficient means of improving health. The various applications of telehealth in pregnancy care 
have been described in-depth (Weigel et al., 2020). To summarize, in the prenatal period videoconference has 
been used to replace some in-person visits, to implement at-home monitoring of at-risk patients, and to enable 
consultation with remote specialists, including maternal-fetal medicine specialists. In the postpartum period, 
telehealth has been used to enable earlier postpartum follow-up and to access lactation consultants. 
Throughout both prenatal and postpartum periods, telehealth can connect patients to mental health care.  
Despite the wide potential for application of telehealth in obstetrics, implementation has been minimal across 

Source:  American Association of Nurse Practitioners, 2021 
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the United States for several reasons, including high startup costs for practices, limited internet and computer 
access in rural areas, and inconsistent reimbursement across state Medicaid programs and commercial 
insurance plans. Only 19 state Medicaid programs reimburse for telemedicine services delivered to the patient 
in their home, which limits the opportunities to expand telemedicine approaches to provide care to pregnant 
patients on Medicaid. This article also summarizes various models for the provision of telehealth for low-risk 
pregnancies and at-home monitoring for women with conditions such as hypertension and requirements for 
growth in the field, which include: developing models for how to finance use of telemedicine in pregnancy, 
investments in broadband, research demonstrating improved maternal and infant outcomes, and payor 
willingness to reimburse providers for services provided to patients through a telemedicine platform. (Weigel et 
al, 2020). 

Georgia is on the road to better coverage for telehealth in that it has a parity law in place, requiring 
reimbursement at the same rate as in-person visits. Georgia requires private payers to cover telehealth 
services over live video and Georgia’s Medicaid program also covers a wide range of medical services 
delivered via live video; however, neither allows for coverage for telephone visits, e-mail or store-and-forward 
encounters, or remote patient monitoring. Georgia Medicaid does, however, place some restrictions on the 
location of patient and provider at the time of the visit and does not cover remote patient monitoring solutions. 
Georgia’s Medicaid program also restricts where the patient and provider can be located during the telehealth 
encounter. Prior to the COVID-19 pandemic, private payers and Georgia Medicaid required that both the 
originating site (the patient) and the delivering site (the health care provider) be physically located at a health 
care facility or service site and neither could be at home; this restriction was lifted during the COVID-19 
pandemic emergency, and it is remains to be seen how this restriction may change in the far and near future. 
While a range of physician and nurse providers can provide telehealth, Georgia rules require that health care 
providers be licensed in Georgia, prohibiting practice across state lines (Center for Connected Policy, 2021). 

Notably, the Georgia Department of Public Health has a telehealth network that is recognized as one of the 
most robust and comprehensive public health telemedicine networks in the nation and a best-practices model 
of care to bring specialized care to underserved and rural areas of Georgia. DPH has expanded their 
infrastructure to provide health care services over their own, secure, HIPAA compliant network to clients across 
Georgia. Through Georgia DPH, telehealth video conferencing is available in all 159 county health departments 
and allows connection to partners and providers that are anywhere and DPH has over 50 telemedicine 
solutions deployed to health districts around the state, each equipped with a stethoscope, otoscope and a 
general exam camera. Cart solutions are placed in county health departments, while mobile solutions are 
stationed at the district level and can be deployed or placed throughout the state, as needed.  An additional 50 
solutions are expected to be deployed in the next two years.  To date, there are approximately 500 end points 
connected to the network. In addition, Georgia DPH supports Project ECHO (Extension for Community 
Healthcare Outcomes) that facilitates virtual clinics, linking specialists with care providers in local communities 
through videoconferencing around such as viral hepatitis and infectious disease care, acute stroke care, and 
cancer care (Georgia Department of Public Health Telehealth, 2020).  

There have been a few model telehealth practices in Georgia around the care of pregnant and postpartum 
women.  In the private sector, Future Moms Telehealth has provided nurse, dietician, and lactation support to 
Blue Cross State Benefit Plan members with high consumer satisfaction for several years. Using a mentorship 
model, Georgia DPH and Emory School of Medicine Department of Psychiatry have launched the Psychiatry 
Education & Community Engagement (PEACE) for Moms program in which primary care providers can register 
to access psychiatrists to provide input into the care of pregnant, perinatal, and postpartum mothers in need of 
mental health diagnostic and management services. The program also links to resources through the Call 
Center service of the Healthy Mothers, Healthy Babies Coalition of Georgia. During 2017-2019, a private 
practice in Thomaston was involved in engaging their high-risk obstetrical patients with telehealth maternal fetal 
medicine services, which involved using a cart equipped with stethoscope and high-quality ultrasound and 
training of onsite staff to use this equipment to deliver information and images to a remote specialist. It was 
found that more women who were referred for maternal fetal medicine consultation (especially low-income 
women with more barriers to accessing care) were able to follow-through with the referral via telehealth in 
comparison to a traditional referral. In years past, a similar telehealth consultation approach was used with 
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pregnant patients receiving care through the Southwest Health District, with staff noting high follow-through and 
satisfaction with telehealth maternal fetal medicine referrals.  
 
 
Topic Focus:  Workforce Composition (Midwifery Practice) and Maternal and Child Health Outcomes 
 
Our review of the peer-reviewed literature revealed several articles that focused on maternal and child health 
outcomes associated with workforce issues.  A recent national study (that included Georgia) used a modified 
Delphi process to select 50 key items to include in a weighted composite Midwifery Integration Scoring System 
(MISS), in which higher scores indicate greater integration of midwives.  They ranked states by MISS scores 
and calculated correlation coefficients between MISS scores and maternal-newborn outcomes by state using 
CDC-Vital Statistics Database, controlling for the confounding effects of race. In this study, higher MISS scores 
were associated with significantly higher rates of spontaneous vaginal delivery, vaginal birth after cesarean, 
and breastfeeding, and significantly lower rates of cesarean, preterm birth, low birth weight, and neonatal 
death (Vedam et al., 2018).  

 
Figure 9. Base maps showing 
integration and percent of Black 
births with neonatal mortality 
quartiles highlighted. 
 
3A: Levels of integration displayed by 
quartiles of MISS scores. Deeper 
shades of purple represent higher 
integration and lighter shades 
represent lower integration of 
midwives. Green outlines show where 
rates of neonatal mortality are lowest 
and red outlines show where rates 
are highest.  
 
 
 
 
3B: Percent of black births per state 
by quartiles. Deeper shades of 
orange represent a higher proportion 
of black births and lighter shades 
represent a lower proportion of black 
births. Green outlines show where 
rates of neonatal mortality are lowest 
and red outlines show where rates 
are highest.  
 
 
 
 
 
 

 
 
 
 

Source:  Vedam et al., 2018 
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Notably, lower MISS scores were associated with significantly higher rates of neonatal mortality among non-
Hispanic Black and white infants as well as among Hispanic infants. Significant differences in newborn 
outcomes accounted for by MISS scores persisted after controlling for proportion of births to Black women in 
each state (Figure 9). The density of midwives and access to midwives across birth settings were, however, 
significantly lower in states where more Black babies are born. The additional variance explained when MISS 
scores were added to the equations suggests that, with greater integration of midwives in these states, 
reduced rates of neonatal mortality, preterm birth, and increased breastfeeding success could confer long-term 
health benefits especially for Black mothers and infants (Vedam et al., 2018).  
 
A Georgia specific study used birth record data for 2008 through 2012 to calculate rates of primary and repeat 
Cesarean section by maternal county of residence along with spatial auto-correlation to identify geographic 
clustering. Georgia counties in high-rate clusters had significantly lower access to midwives and a higher 
proportion of births for women belonging to racial/ethnic minority groups, and were more likely to be rural. 
Additionally, counties in high caesarean delivery rate clusters had fewer providers per 1,000 births, further 
exacerbating the workload of providers in these areas (Vanderlaan et al., 2020).  
 
Georgia has two certified nurse midwifery training programs (Emory University and Georgia College) through 
which students earn a nursing master of science in nursing (MSN) degree. In 2017, 13.7% of births in Georgia 
were attended by midwives. (Martin et al., 2018). Georgia is a state that requires that CNMs have a 
collaborative agreement with a physician (Yang et al, 2016) and this is considered a more restrictive practice 
than the majority of other states.  This requirement may result in lack of midwives if there is no collaborating 
physician available or if the medical culture is not friendly to midwifery practice. Prior research has found that, 
at the time of these data, some obstetricians in Georgia were reluctant to collaborate with certified nurse‐
midwives. (Pinto et al., 2016).  Notably, physicians and physician professional groups often cite concerns 
about patient safety as a reason for more restrictive scope of practice laws, but several national studies 
support that states with no scope of practice barriers have a larger midwifery workforce, a greater proportion of 
CNM-attended births (Yang et al. 2016)) and lower rates of induced labor and Cesarean section births 
(Markowitz et al., 2017) and lower rates of preterm birth and low birth weight (Yang et al., 2016). 
 
Certified Professional Midwives (CPMs) – independent practitioners of midwifery who have met the standards 
for certification set by the North American Registry of Midwives (NARM) – are not allowed to practice in 
Georgia, thus there is not data on their distribution and/or birth outcomes in Georgia.  However, there is a 
growing body of research from other states in which CPMs are allowed to practice. The largest study of home 
births attended by CPMs found that home birth is safe for low-risk women and involves far fewer interventions 
than similar births in hospitals (Johnson & Davis, 2005).  Another study of planned home births via CPMs 
between 2004 and 2010 found that among 16,924 women who planned home births at the onset of labor, 
89.1% gave birth at home and the majority of intrapartum transfers were for failure to progress with only 4.5% 
of the total sample requiring oxytocin augmentation and/or epidural analgesia. Of the 1,054 women who 
attempted a vaginal birth after cesarean, 87% were successful. For this large cohort of women, outcomes were 
congruent with the best available data from population-based, observational studies (Cheyney et al., 2014).  
 
A birth center is a health care facility for childbirth where the care is provided in the midwifery and wellness 
model. A prospective cohort study of women receiving care in 79 midwifery-led birth centers in 33 US states 
from 2007 to 2010 found that of the 15,574 women who planned and were eligible for birth center birth at the 
onset of labor, 84% gave birth at the birth center, 4% were transferred to a hospital prior to birth center 
admission and 12% were transferred in labor after admission. Ninety-three percent of women had a 
spontaneous vaginal birth, with 1.9% of mothers or newborns requiring emergent transfer during labor or after 
birth (Stapleton et al., 2013). There are two birth centers in Georgia that are staffed by CNMs and deliver the 
midwifery model of care: one found in Savannah and one in Atlanta. In recent years, payers for birth center 
births have expanded to include many private payers as well as Medicaid.  
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Topic Focus:  Workforce Composition (Racial Concordance) and Maternal and Child Health Outcomes 
 
Race/ethnicity concordance occurs when the race/ethnicity of a patient matches the race/ethnicity of the health 
care provider.  It has been theorized that patient–provider race/ethnicity concordance could reduce bias and 
discrimination and increase trust and communication and, thus, that a more diverse health care workforce 
would help to promote a health care system that acknowledges the unique needs of people of color at risk for 
poor outcomes. A meta-analysis has shown that when there is race/ethnicity concordance between providers 
and adult medical patients, those patients have better health care experiences and outcomes (Shen et al., 
2018) with 11 of 12 included studies finding that discordance consistently predicts poorer patient-physician 
communication in the domains of satisfaction, information-giving, partnership building, participatory decision-
making, visit length, and respect of conversations. This study and others (Smedley et al., 2003) also show that 
provider beliefs about minority patients influence both the level of care provided and perceptions of patient 
intelligence and education.   
 
One recent study examining patient-provider concordance among mothers and infants using 1.8 million 
hospital births in the state of Florida between 1992 and 2015, found the following (Greenwood et al., 2020): 

 Black infants have elevated rates of mortality relative to white infants regardless of physician race. 
However, compared to Black infants treated by white physicians, Black infants treated by Black physicians 
have half the mortality risk, with the gap in mortality risk being smaller among infants cared for by board 
certified pediatricians, regardless of race, compared to non-pediatricians. However, the infant mortality gap 
persists among Black infants treated by white pediatricians compared to Black pediatricians. As the 
number of newborn co-morbidities rises (representing more medically complicated cases), Black 
physicians produce increasingly better health outcomes for their Black newborn patients compared to white 
physicians. 

 Hospitals that deliver more Black newborns see an even greater benefit of racially concordant patient-
physician pairs. The mortality risk for Black newborns treated by Black patients is fairly stable across 
hospitals that deliver more Black newborns and those that deliver few Black newborns. However, the gap 
in infant mortality risk between Black newborns treated by racially concordant and racially discordant 
patient-doctor pairs is larger at hospitals that deliver more Black newborns than those that deliver few 
Black newborns, suggesting this disparity is primarily due to the underperformance of white doctors rather 
than better performance by Black doctors at hospitals that deliver more Black newborns.  

 There was no statistically significant effect of patient-doctor racial concordance on the mother’s mortality.  

 The authors conclude that the effect of racial concordance on health outcomes may occur because Black 
doctors are more aware of the racial and socioeconomic barriers that Black mothers and newborns face, 
and thus may be better equipped to treat, and more attentive to, their patients’ social determinants of 
health. While acknowledging the need to diversify the physician and birthing workforce and for further 
investment in reducing the effects of institutional racism on health outcomes, the authors note that as the 
physician and nurse midwifery workforce in the US is disproportionately white, it is not always possible for 
a Black newborn to receive care from a Black doctor. The authors further conclude the need for additional 
research to understand the drivers of performance among doctors (and their teams) and why Black doctors 
outperform their white colleagues when caring for Black newborns as such findings could be used to 
improve the care that white doctors offer for Black newborns. 

 
Research Question 4:  What health system transformations are needed to promote receipt of quality 
maternal and child health care and services in Georgia? 
 
In addition to the comprehensive guide for delivering safe, respectful, and holistic care to mothers (BMMA, 
2018a; BMMA, 2018b), our review of the literature revealed several articles and resources that specifically 
focus on reducing disparities in maternal and infant health outcomes and promoting maternal and infant 
health equity, with some of this work focusing on the United States overall, the rural US, and Georgia.  
 
The National Partnership for Women and Families (2020) provides evidence for a focus on 7 key areas to 
achieve improvements in overall US maternity care, including these: 
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1. Attention to inequity in social determinants of health; lack of access to paid family and medical leave; 
inadequate housing, transportation, and economic security shape birth outcomes and must be addressed 
to achieve optimal health outcomes. 

2. Efforts to provide ready access to maternity care for all women, including through universal coverage 
expanding to one year postpartum and by reversing the loss of maternity services in rural areas; 

3. Practice recommendations that support provision of beneficial, underused care practices while avoiding 
unneeded, harmful ones; 

4. Episode, maternity care home and other alternative payment models that incentivize high-quality care, 
increasingly used by Medicaid and other payers; 

5. Increasing use of high-value maternity care models, including midwifery-led and birth center care, team-
based care, and culturally concordant services of community-based doulas and perinatal health workers; 

6. Quality measurement that can inform all stakeholders about opportunities for improvement and increase 
accountability, along with quality improvement initiatives such as perinatal quality collaboratives and 
Council on Patient Safety in Women’s Health Care maternal safety bundles; 

7. Decision aids to help women obtain safe, effective care aligned with their needs and preferences. 

 
A policy brief of the National Advisory Committee on Rural Health and Human Services (2020) describes a site 
visit to Mercer University that uncovered several important points needing attention in Georgia, including 
expanding Medicaid coverage from 60 days to one year postpartum; addressing environmental stressors such 
as lack of access to safe and affordable housing, transportation, and food; increasing the number of primary 
care physicians and ensuring access to primary care wellness checks; improving health literacy and human 
services coordination to link people to services and care; addressing midwifery restrictions and expanding 
scope of practice for midwives; and requiring implicit bias training in hospitals and clinics to reduce disparities 
in maternal mortality. Recommendations from the site visit include to:  

1. Encourage the adoption of comprehensive, integrative, and intensive case management within the Healthy 
Start, Early Head Start, and the Maternal, Infant, and Early Childhood Home Visiting Programs; 

2. Develop guidelines and implement safety and treatment protocols in rural hospitals and clinics, both with 
and without obstetrical services, to respond to obstetric complications. In addition, the Committee 
recommends that states use the Alliance for Innovation on Maternal Health (AIM) bundles, particularly the 
AIM Maternal Safety Bundle for the Reduction of Peripartum Racial/Ethnic Disparities.  

3. Enhance CDC funding for both the Levels of Care Assessment Tool (LOCATe) program and the Enhancing 
Reviews and Surveillance to Eliminate Maternal Mortality (ERASE MM) program to ensure standardized 
assessments of levels of maternal and neonatal care and Maternal Mortality Review Committees; 

4. Standardize scope of practice laws between and within maternal health care providers and expand the 
scope of practice for nurse midwives; 

5. Expand the current statutory cap on Medicare-supported residencies that allows for support of new rural 
residencies in high-need areas like primary care and obstetrics; 

6. Work with congress to increase support for the National Health Service Corps to expand the number of 
physicians, nurses, and certified nurse midwives working in rural and underserved areas.  

 
Many health care, public health and reproductive justice experts emphasize that equity-centered 
approaches to maternal and infant health and health care offer the most promise for improving maternal 
and child health outcomes and reducing inequities in the United States. A recently published article 
reviewed the research literature on maternal and infant health outcomes associated with transformational 
perinatal care models (Zephyrin et al., 2021) concludes that a range of approaches show emerging 
evidence for improving maternal and infant health outcomes and patients’ experiences while potentially 
reducing costs (Table 10). Notably, the transformational aspects of these approaches are embedded in 
their design and implementation, in terms of employing community stakeholder input and Black-led models 
of care to provide social support and address stress related to racism and the cumulative weathering of the 
“Black experience”, with the goal of reducing racial health inequities.   
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Table 10. Evidence-informed, Community-based Perinatal Care Models 
Evidence for Effectiveness Capacity to Advance Equity Changes Needed to Enable 

Community-based Doulas (trained individuals who provide psychosocial, educational, and emotional support 
during pregnancy and childbirth, and the postpartum period) 
Studies in Healthy Start, show that 
doulas can improve perinatal and 
postpartum outcomes in terms of 
reducing birth complications and risk 
of low birth weight while increasing 
breastfeeding, satisfaction with care, 
and cost of care (Thomas et al., 
2017) 

Doulas may be beneficial in 
particular for low-income and 
women of color. A study of 
Medicaid beneficiaries receiving 
doula support found lower rates 
of C-section and preterm births 
compared to those not receiving 
doula care (Kozhimannil et al., 
2013); similar findings were 
observed in Black and Latina 
neighborhoods of New York 
City. A California study found 
that doulas provide a buffer 
against healthcare racism 
(Chen, 2020). 

Compensation and payment models 
for doulas are needed to expand 
doula service, especially to low-
income women. Five states 
(Indiana, Minnesota, New Jersey, 
New York, and Oregon) have 
passed legislation implementing 
third-party reimbursement for 
doulas through Medicaid (Gebel, 
2019).  
 
Time-consuming licensure 
processes should also be made 
less burdensome. 

Birth Centers (centers that emphasize relationship-building between providers and patients and patient-
centered birth planning and labor) 
Birth centers reduce the number of 
interventions while improving patient 
satisfaction and lowering costs 
(Howell et al., 2014) while achieving 
lower rates of C-section compared to 
hospital births (Alliman, 2016).  

Black-owned, culturally sensitive 
birth centers are a promising 
means of reducing racial 
disparities in maternal morbidity 
and mortality (Hardeman et al., 
2020); only 20 of the 384 US 
birth centers are Black-owned. 

Medicaid and other insurers 
reimbursement for services of birth 
centers is essential.  
 
Limited access to capital and 
resources is a barrier to people of 
color owning birth centers. 

Group Prenatal Care (prenatal care in a group setting with the provider group facilitating discussions and 
health education topics) 
Emerging evidence supports that 
group prenatal care demonstrates 
reduced rates of preterm birth, low 
birth weight, and NICU admission as 
well as lower emergency department 
use during pregnancy and increased 
breastfeeding, patient satisfaction 
and maternal knowledge of childbirth 
and parenting (ACOG, 2018) 
although evidence from randomized 
controlled trials do not support inter-
group differences (Catling et al., 
2016). 

There is evidence that group 
prenatal care is particularly 
helpful among Black and low-
income women (Ickovics et al., 
2007). Some models, such as 
EMBRACE, are specifically 
focused on racial consciousness 
(2020).  
There is the potential for group 
prenatal care models to be 
culturally responsive and have 
diverse staff and leadership that 
represent the community served. 
Concordance between patient 
and provider can improve 
satisfaction and quality of care. 

The cost of initiating group models 
may be high, especially those that 
require extensive training and site 
certification (such as Centering). 

Pregnancy Medical Homes (provide early prenatal care and engage patients in shared decision-making while 
offering expanded office hours) 
Pilots in several states have shown 
lower rates of low birth weight, fewer 
C-sections and emergency 
department visits and increased 
likelihood of attending a postpartum 
visit (National Academy for State 
Policy, 2017; Berrien et al., 2015).  

There is promising evidence that 
the PMH model, with its 
integrated care teams that 
address behavioral health and 
social needs, could play a role in 
reducing racial disparities in 
maternity outcomes. 

This approach requires cooperation 
among Medicaid and its Care 
Management Organizations and 
providers to achieve widespread 
implementation. 

 



      

50 
 

Importantly, these transformational models of care are emerging as important for Black women and women 
of color across the socioeconomic spectrum.  It is important to identify strategies that are broadly 
applicable to improving health outcomes for Black women across the socioeconomic spectrum as higher 
education and higher socioeconomic status do not protect Black women from experiences of racism and 
weathering related to chronic stress (Forde et al., 2019). Neither does higher socioeconomic status protect 
Black women from pregnancy-related deaths (Petersen et al., 2019), as US maternal deaths are 60% more 
common among Black mothers with a college education than they are among white mothers with less than 
high school education. 
 
To support the transformation of perinatal models of care to address health equity, a recognized promising 
policy option is expanding reimbursement for providers such as doulas and midwives. Other options 
include incentivizing health systems and providers to adopt evidence-based, equity-centered models of 
care and enhancing patient access to a broader range of services (Zephyrin et al., 2021). 
 
In addition to the above findings from the literature review, the survey and interviews with programmatic 
leaders and staff in Georgia revealed a number of experience-informed suggestions for priority issues to 
pursue related to health care policy or policy implementation, program or program implementation, workforce 
and data/ informatics issues to enable improvements in Black maternal and child health: 
 
Priority Policy/Policy Implementation Items 
 Expand Medicaid eligibility in Georgia 
 Extend Medicaid coverage for one year after the end of a pregnancy 
 Allow presumptive eligibility upon enrollment in Planning for Healthy Babies  
 Expand eligibility for Planning for Healthy Babies Interpregnancy Care to include women at risk for severe 

maternal morbidity (rather than limiting to those with a very low birth weight delivery) 
 Offer affordable health insurance for all parents whose children are eligible for Medicaid and PeachCare 
 Support paid parental leave 
 Support scope of practice expansions for certified nurse midwives and allow the practice of certified 

professional midwives 
 Support policies to promote more health care providers being trained in and practicing in underserved 

areas of rural Georgia 
 Support health care provider reimbursement on a quality model (rather than productivity model) that 

prioritizes and rewards care that is of high quality, respectful, delivered by culturally competent providers, 
addresses social determinants of health through community-based linkages, and links maternity care to 
primary health care, especially through Medicaid and government payers 

 Allow insurance payment for a broader perinatal workforce and for community-based organizations doing 
care coordination and linkage, especially through Medicaid and government payers 

 Support legislation to protect pregnant and postpartum employees in the workplace 
 Support adequate funding to the Georgia Department of Public Health Women’s Health and Child Health 

Divisions 
 Support increasing the state tobacco produce excise tax on tobacco and tobacco alternative products 
 
Priority Program/Program Implementation Issues 
 Expand home visitation programs (more coverage, more services) 
 Emphasize preconception and interconception health as well as prenatal care 
 Place behavioral health navigators on site with prenatal and postpartum care 
 Deliver dyad care to moms and infants through models such as Centering Parenting, IMPLICIT, and others 
 Expand telehealth offerings across the state, including in rural Georgia, for all periods of pregnancy; in 

particular, a postpartum (“fourth” trimester) program may greatly expand access and monitoring of 
postpartum patients 

 Explore mobile care options for rural Georgia to enhance access to care 
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Priority Workforce Issues 
 Diversify the perinatal workforce by having more Black physicians, midwives, lactation consultants, doulas, 

and perinatal professionals involved in care  
 Support doulas and perinatal health professionals to complete required trainings and certifications 
 Require health care provider and health system training and continuing education on disparities, implicit 

bias, respectful care, and shared decision-making 
 
Priority Data/Informatics Issues 
 Encourage hospitals to display disparity dashboards to promote physician and health system awareness of 

and accountability for disparities (as a patient safety issue) 
 Encourage health districts to display disparity dashboards to promote community awareness of disparities 

and population health accountability
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VI. SUMMARY OF FINDINGS 
This section summarizes findings around each of the main domains of our adapted analytic framework to highlight areas of strength of existing 
programs and policies as well as opportunities for capitalizing on that strength; where a pilot model exists, it is marked with an asterisk (*).  
 
Table 11. Address Discrimination and Structural Racism 
Resource or Model Assets Opportunity/Model* 
Black Mamas Matter Models for 
Respectful Care 
 
IHI Framework for Health Care 
Organizations to Improve Health Equity; 
IHI Birth Equity Lab 
 
Maternal Health Stakeholder Group 
(March of Dimes, Natl Birth Equity Coll); 
Decatur Hospital Program 
 
Gravity: National public collaborative that 
develops consensus-based data 
standards to improve use and sharing of 
SDOH data 
 
March of Dimes Mom & Baby Action 
Network (Natl, Georgia, Atlanta) 
 
Black Feminist Future 
 

Workforce training 
Workforce diversity, racial equity 
 
Quality improvement to eliminate disparities in 
outcomes 
 
Shared Decision-making Workshops (based on 
AHRQ) 
 
Disparities dashboard: Experience and 
outcome metrics by race and other 
characteristics 
 
Z-codes (community-based, payer orgs) for 
assessment, diagnosis, management of social 
risk  
 
Dedicated workgroups for five over-arching 
strategies, Momnibus training 
 
Leadership development (adult, youth) 

Professional association CE and professional 
school curricula around disparities, respectful care, 
shared decision-making 
 Emory Decatur Hospital* 
 
Expand reach of IHI trainings 
 IHI Birth Equity Lab* 
 
Support other hospitals to develop disparities 
dashboard as system quality indicator 
 Emory Decatur Hospital* 
 
Support perinatal regions to develop disparities 
dashboard as population health indicator 
 Mother-Infant Storyboard* 
 
Support pilot programs with evaluation of impact 
 Decatur Hospital Program* 
 

Georgia DPH: Commitment to address 
racial disparities in MCH 

4-prong approach: 
Identifying vulnerable populations  
Community engagement  
Utilizing data and technology (Gravity) 
Identifying, engaging stakeholders 
 

Support pilot programs with evaluation of impact 
 DeKalb MORE Program* 

Georgia DCH: Commitment to monitor 
racial disparities 

DCH Quality Strategy engages CMOs to 
monitor racial disparities 

Develop and support pilot programs with CMOs  
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Table 12. Improve Access to Health Care Across the Life Course for Black Women & Birthing Individuals 
 
Program/Service State/Region/County Assets Challenges/Opportunities 
DCH Primary Care 
Georgia Primary Care Association 
 

Statewide (underserved, rural) PCMH Learning Community Support NHSC-approval process 
Support designations of Rural Health 
Clinics & FQHCs 

Planning for Healthy Babies 
(P4HB) program. 

Statewide Resource Mother network Raise consumer, provider awareness 
Need for targeted outreach 

Title X Family Planning Statewide network, with some 
counties with no/limited access 

Integration with primary care/FQHC 
Quality Family Planning guidelines 

Counties with limited availability, 
accessibility to range of methods 

DPH Family Planning Statewide Integrated with health departments Counties with limited availability, 
accessibility to range of methods 

Medicaid Postpartum extension Statewide Includes Resource Mother support 
for all Right from the Start (RSM) 
enrollees 

Raise consumer, provider awareness 
Need for targeted outreach 
Cultural appropriateness 

HMHBGA Pickles & Ice Cream Statewide virtual pre/postnatal 
education & resource portal 

Trained, culturally competent staff 
Quality control, Data monitoring 

Computer access, connectivity 

Emory Perinatal Psychiatry 
Education & Community 
Engagement (PEACE) for Moms 

Statewide psychiatric 
consultation to primary care 
providers 

Linkage to HMHBGA Call Center Need accessible/available primary 
care provider to engage 

Telemedicine Obstetric Care Many sites during COVID19 
LaGrange private practice 

High consumer satisfaction Adapt, expand through CARES act  
 
Support pilot programs with 
evaluation of impact 
 Former Southwest District & 

Thomaston programs* 
Mercer School of Medicine 
ACGME Waiver for Training Ob 
Residents in Rural Sites 

Rural, South Georgia counties 1st ever ACGME waiver in nation Adapt, expand with other physician 
residency and/or midwifery programs  

Future Moms Telehealth – Nurse, 
Dietician, Lactation Support 

Blue Cross State Benefit Plan High consumer satisfaction Adapt, expand to other payers 

Feminist Women’s Health Center Atlanta metro Comprehensive LGBQTQIA+ care, 
including for low-income 
National advocacy 

Adapt, expand to other sites 

 
Major Challenges relevant to this domain:  Health insurance Coverage, Rural access to care 
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Table 13. Improve Access to Health Care Across the Life Course for Dyads, Children & Families 
 

Program/Service State/Region/County Assets Challenges/Opportunities 
Healthy Start Sites: 

- Atlanta 
- Clayton 
- Cobb/Douglas 
- Columbus 
- Dublin 
- Macon (7 county) 
- Valdosta (3 county) 

Evidence-based 
Implementation/evaluation support 
through HRSA 
 

Support application process to 
expand to new sites, although 
HRSA limits to 6 grantee sites per 
state 
 
Enhance interconception linkages 
to maximize care of mother 

Home Visiting Sites: 
- Healthy Families Georgia (8) 
- Nurse Family Partnership 

(Houston) 
- Parents as Teachers (20) 

Evidence-based 
Implementation/evaluation support 
through national curricula 

Expand geography 
Enhance cultural appropriateness 
Enhance maternal health focus 

DeKalb Mothers Offering 
Resources and Education (MORE) 

DeKalb county (5 sites) Deploys Resource Mothers to 
pregnant/postpartum moms 
through home, schools, clinic, 
virtual; engage doulas 

Adapt, expand geography 
Support pilot programs with 
evaluation of impact 
 DeKalb MORE Program* 

Children’s First Statewide Single point of entry for services 
birth-5 years (BCW, CMS, EHDI) 
Advisory Council around 
disparities 

Maximize screening opportunities 
 
Assess comprehensiveness and 
reach as in Family Connect & 
Healthy Step models Babies Can’t Wait Statewide Coordinated services for 

infants/toddlers of special needs 
Children’s Medical Services Statewide Coordinated health care services 

for birth-21y of special needs 
Enhance interconception linkages 
to maximize care of mother 

Talk with Me Baby Statewide Target existing workforce that 
interacts with parents (nurses, 
WIC, early learning) 

Expand trainers, outreach across 
state 
 

IMPLICIT Interconception Care  March of Dimes considering 
adoption and implementation 

Evidence-based Toolkit & Model 
Learning collaborative 
Maximizes well-child opportunity 
to screen and refer moms 

Achieve pediatrician, family 
physician, NP (other care 
providers) buy-in and engagement 
through professional associations 

 
Major Challenges relevant to this domain:  Health insurance Coverage, Rural access to care   
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Table 14. Improve Quality of Health Care for Black Women and Birthing Individuals and Children 
 

Program/Service State/Region/County Assets Challenges/Opportunities 
Georgia Perinatal Quality 
Collaborative 

Statewide QI focused on obstetrical 
hemorrhage, hypertension (formerly 
focused on antibiotics, postpartum 
LARC, newborn screening, HepB 
vaccine, antenatal corticosteroids) 

Evidence-based 
Implementation/evaluation support 
through Alliance for Innovation on 
Maternal Health (AIM) 
Broad hospital participation 

Expand bundles (reduction in C-
section, cardiac care, postpartum 
transition of care, mental health, 
postpartum care, reducing racial 
disparities) 

Women Heart Hinesville (Liberty Regional) focuses on 
management of pregnant women with 
chronic and gestational hypertension 

Implemented through GaPQC Adapt, expand geography post-
pilot 

Centering Pregnancy Sites: 
- Albany Area Primary Healthcare 
- East Central Health District 
- Grady Memorial Hospital 
- Piedmont Athens Regional 

Midwifery Center 

Evidence-based  
Implementation/evaluation support 
through CHI 

Cost of training, certification 
Expand geography 
Expand to Centering Parenting 
Consider other group models of 
care 
 Supportive Pregnancy Care 

(March of Dimes, Gwinnet 
Medical Center)* 

Piedmont Athens Regional 
Midwifery Center 

Model midwifery practice in Athens area  Adapt, expand geography 

AIM-Community Care 
Initiative (CCI) 

Metro Atlanta pilot Evidence-based 
Implementation/evaluation support 
through AIM 

Adapt, expand geography post-
pilot 

Black Maternal Health 
Stakeholder Group 

Private-public partnership with US 
DHHS, March of Dimes, NBEC to guide 
Biden administration in hospital-based 
QI 

Equity focused 
Newly launched coalition 
Black leadership 

Guidance for pilot 

State Professional Physician 
and Nursing Associations, 
including Patient-Centered 
Physician Coalition 

Statewide membership Annual meetings 
Can offer/require domains of 
CME/CNE 

Offer CME lectures around roots 
of disparities, respectful, 
equitable care, shared decision-
making 
Expand reach of IHI trainings 
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Table 15. Improve Acceptability of Health Care and Services for Black Women, Birthing Individuals & Children 
 

Program/Service 
State/Region/County Assets Challenges/Opportunities 

Reaching Our Sisters Everywhere 
(ROSE) 

US-focused: promoting 
breastfeeding and reducing 
disparities among African 
American women 

Network of physicians, nurses, 
nutritionists, social workers, peer 
counselors, parents 
Culturally appropriate 
Equity, justice focused 

Offerings for professional 
group, health professional 
school trainings 

IHI Birth Equity Lab Respectful Care 
Training Program 

Atlanta metro area Testing interventions locally Expand geography, reach 

HMHBGA PSP Workforce Program Statewide Credentialed through DONA 
Mentorship program 
Support for certification 

Enhance cultural 
appropriateness 
Adapt, expand geography 

Community-based Doula Initiative Atlanta metro area Support for certification Expand geography 
Atlanta Doula Connect Atlanta metro area ObsTetrics app 

Support for certification 
Expand geography 

Birth Center & Alternative Models Atlanta Birth Center (midwife) 
Athens Midwifery Practice 

High demand 
High satisfaction 

Support evaluation of impact 
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Table 16. Strengthen Families through Engaging Fathers and Partners, Respecting Family Relationships 
Program/Service State/Region/County Assets Challenges/Opportunities 

Healthy Start and Other Home 
Visitation Fatherhood Programs 

Home Visit Sites Implementation/evaluation support 
through national curricula 

HRSA limits Enhance cultural 
appropriateness 
Adapt, expand geography 
Gender inclusivity 

Division of Child Support Fatherhood 
Program, Parental Accountability 
Court Program 

Statewide employment/training 
focus for fathers 

Mental health services 
Clinical assessments 
Substance abuse treatment 
Coaching/mentoring 

Increase awareness  
Engage fathers before behind in 
child support 

Reaching Our Brothers Everywhere 
(ROBE) 

Educate and empower men to 
impact breastfeeding (and 
maternal well-being) within 
African American communities 
through outreach & events 

Culturally appropriate 
Addresses gender inclusivity 

Model for cultural appropriateness 

Postpartum Support International Numerous engaged providers 
across Georgia 

Queer & Trans Parent Support* 
Focus on maternal mental health 
Certification in perinatal mental 
health 
 

Model for queer and trans parent* 
 
Model for certification of perinatal 
mental health support* 

 
Through surveys and interviews, the Environmental Scan revealed that programmatic and policy leaders in Georgia recognize that there are cross-
domain needs to tackle racial disparities in maternal and child health in Georgia. First, there is a need to enact a comprehensive and concerted 
approach that unites the long-laboring experts in the area of Black maternal and child health to draft, implement, and evaluate local and regional 
solutions that consider intersectionality and health equity effects of all strategies. In particular, a Collective Impact initiative that involves a 
centralized infrastructure with a common agenda, dedicated staff and a structured process was recommended by private and public sector leaders. 
Second, there is a need to recognize that greater health of Black mothers, birthing individuals, and infants will be achieved by better integrating 
sexual, reproductive, abortion and maternal health care and in promoting a reproductive justice lens for the host of these services.  
 
The Environmental Scan also revealed a host of cross-domain resources and expertise within Georgia that could be marshalled in a Collective 
Impact initiative to support the development, implementation, and evaluation of programs and services for Black women, birthing individuals, and 
children.  These cross-domain assets include the following: 
 
Academic, Research, and Quality Improvement Partners 
 Morehouse School of Medicine Center for Maternal Health Equity 
 Georgia CTSA Maternal Health Initiative (IMPROVE) Perinatal Care Research & Intervention Network (led by Morehouse School of Medicine) 
 Mercer School of Medicine Center for Rural Health and Health Disparities 
 Georgia Perinatal Quality Collaborative 
 Georgia Professional Associations  
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Advocacy, Convening, and Health Education Partners 
 Healthy Mothers, Healthy Babies Coalition of Georgia 
 Georgia Chapter of the March of Dimes 
 
Black leaders, Health Care Professionals, Advocates, and Community Engagement Experts, including from: 
 Black Mamas Matter 
 Black Feminist Future 
 Center for Reproductive Rights 
 National Birth Equity Collaborative 
 Reaching Our Sisters Everywhere 
 
Community-based Practice Partners 
 Center for Black Women’s Wellness and other community-based organizations 
 Numerous local health departments, federally qualified health centers, and women’s health care and primary care sites engaged in the care of 

women, birthing individuals, infants and children 
 
State Government Assets and Initiatives 
 Georgia DPH commitment to address racial/ethnic disparities in maternal and child health through four-pronged approach for ensuring health 

equity:  Identifying vulnerable populations, Community engagement and communication, Utilizing data and technology, Identifying and engaging 
stakeholders 

 Georgia DPH infrastructure and commitment to advancing telehealth solutions across the state 
 Georgia DCH Quality Strategy focused on expanding telehealth and screening/referral/treatment for mood disorders, engaging Care 

Management Organizations (CMOs) to monitor racial disparities and working to improve maternal and birth outcomes through CMO initiatives 
and on-going collaboration with community-based organizations and stakeholders.
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VII. RECOMMENDATIONS FOR PRIORITY POLICY AND LEGISLATIVE ITEMS  
 
Given the recognized shortcomings in health policy in Georgia, having a legislative agenda is important for 
achieving long-term gains in Black maternal and child health in Georgia.   
 
As the bills within the Black Maternal Health Momnibus Act of 2021 are especially critical to improving Black 
maternal and child health in the United States, policy and legislative action in Georgia should be driven by the 
Momnibus bills given the wide racial disparities in Georgia.   
 
In addition, areas of legislative attention that emerged from this Georgia-specific scan include the following:  
 

1. Expand Medicaid eligibility and coverage, including for at least one year after the end of a 
pregnancy to more fully address women’s inter-conception health care needs.  

2. Promote presumptive eligibility upon enrollment as well as timely utilization of services in the 
Planning for Healthy Babies (P4HB) Medicaid family planning program. Additionally, expand P4HB 
interpregnancy care eligibility to include women at risk for severe maternal morbidity. 

3. Support scope of practice expansions for certified nurse midwives and allow the practice of 
certified professional midwives in Georgia. 

4. Support policies to promote a larger number of providers (physician, nurses, allied health 
professionals) to be trained in and practice in underserved areas of rural Georgia. Additionally, 
support policies to promote the education and training of health care providers in Georgia who are 
underrepresented minorities. 

5. Support policies to promote the on-going training of Georgia health care providers in respectful 
and equitable care and shared decision-making. 

6. Support insurance payments, particularly Medicaid and other government payers, for a broader 
perinatal workforce including for doulas and perinatal support professions, home visitors and 
for community-based organizations providing care coordination and linkage. 

7. Support insurance payment for a broader array of maternal mental health services through 
existing programs and through telehealth.  

8. Support health care provider reimbursement on a quality model (rather than productivity model) 
that prioritizes and rewards care that is of high quality, respectful, delivered by culturally 
competent providers, addresses social determinants of health through community-based 
linkages, and links maternity care to primary health care, especially through Medicaid and 
government payers.  

9. Support legislation to address paid parental leave and protections for pregnant and postpartum 
employees in the workplace. 

10. Support adequate funding to the Georgia Department of Public Health’s Women’s Health and 
Maternal and Child Health Divisions. 

11. Support increasing the state tobacco produce excise tax on tobacco and tobacco alternative 
products for purposes of funding initiatives mentioned above. 

 
In support of these recommendations, Table 17 maps the legislative priority recommendations to the four 
critical areas of policy deficit according to the recent Georgians for a Healthy Future Policy Analysis, noting 
areas of relative strength and opportunities for improvement in Georgia.  
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Table 17.  Legislative Priority Areas in Relation to Georgians for Healthy Future Policy Analysis 
 

Critical Policy Area Current Strengths Opportunities for Improvement 
Get Georgians Covered  Medicaid eligibility expansion 

 
Close the coverage gap 

Health insurance enrollment 
Affordability 

Children’s health coverage 

P4HB Expansion 
6-month Postpartum Extension 
Title X – FQHC, QFP, mHealth 

CHIP Program 
Enrollment assistance (GEAR) 

 

Presumptive eligibility & expanded 
eligibility for P4HB 

Extend postpartum coverage 
through 12 months 

Raise consumer awareness 
Increased targeted outreach 

(Medicaid, Exchange) 
Increase Access to Care 

Rural access 
Network adequacy 

Strengthen Medicaid, PeachCare 
Behavioral health equity 

DCH Quality Strategy expands 
telehealth, and screening, referral, 

treatment for mood disorders. 
 

Patient-centered Physician 
Coalition 

 
Mercer ACGME Waiver to allow 

Ob residents to rotate in rural 
areas with telehealth supervision 

 
MCG Obstetrics Re-entry program 

for Ob/Gyn and FPs 
 

Doula/PSP Training, Matching 
 

Medicaid eligibility expansion 
 

Incentivize Ob/Gyn and Midwife 
practice in rural Georgia 

 
Support telehealth solutions 

 
Certification, Coverage of 

doula/perinatal support 
professionals and Care 

coordination 
 

Screening, referral, treatment for 
substance use disorders 

Enhance Value for Consumers   
Incentivize quality outcomes and 

respectful, Black-led Care 
 

Train health care and service 
providers in health disparities, 

respectful care 

Health care costs & quality 
Health system transformation 

DCH Quality Strategy incents 
quality improvements 

 
GaPQC: AIM Safety Bundles 

Building a Healthier Georgia 
Health equity 

Health in all policies 
Population health 

 
DCH Quality Strategy engages 

CMOs to monitor racial disparities 

 
Incentivize engagement with 

communities to address inequities; 
employ community health 
workers, peer coaches, 
doulas/perinatal support 

professionals;  
Incentivize CMOs & others to 

address social needs;  
Paid parental leave 
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VIII. RECOMMENDATIONS FOR PRIORITY FUNDING STRATEGIES  
 
While pursuing a legislative agenda to achieve longer-term, sustained improvement in Black maternal and child 
health in Georgia, there is an urgent need to fund programmatic solutions that support women, birthing 
individuals, infants, and children at risk for adverse outcomes and that remove barriers to the equitable receipt 
of quality and respectful care. Given the findings from this Environmental Scan in relation to the Analytic 
Framework, there emerged a number of funding strategies related to expansion of programming, training, and 
workforce development with the potential to improve health equity in Georgia. Recommended areas of funding 
include the following:  
 
1. Support initiatives for the training of health care and service providers in respectful and equitable 

care using local expertise. Given the importance of respectful care and shared decision-making, and the 
avoidance of discrimination, in both the provision of quality care and achievement of health equity, the 
training of the present and future health and human service workforce in these topics should be supported. 
In particular, funding should support the further development of curricula on respectful care and implicit 
bias for specific facets of the work force that provide services to women, birthing individuals, infants, and 
children and the provision of this training in an on-going fashion to entities providing services to maternal 
and child health populations in Georgia. Trainings could include findings from focus groups undertaken as 
part of this Scan and findings that will emerge from on-going qualitative and mixed-methods research 
studies currently being undertaken in Georgia and described in this report. A number of Georgia-based 
organizations focused on Black women’s health and reproductive justice, with extensive experience and 
expertise in this area, should be engaged to develop these curricula and materials. 
 
From a health equity perspective, health care and service provider training in respectful care is important 
for ensuring service availability in a non-discriminatory manner that assures access and utilization; the 
engagement of Georgia-based, Black-led organizations in the development and delivery of training is 
important for assuring culturally competent training that empowers Black individuals and families.  
 
 

2. Support development, implementation, and evaluation of transformational, community-based 
models of perinatal care that involve expansion of the perinatal workforce and birthing 
infrastructure. Given the accumulating evidence for transformational and community-based models of 
perinatal care for improving racial disparities and achieving health equity, funding should support the 
development and implementation of the following strategies to promote culturally competent, quality care 
that is acceptable to Black women and birthing individuals: 
 

a. Training of doulas/perinatal support professionals and lactation specialists, and the linkage and 
integration of these health professions with the medical care team through community-based 
approaches to cover the postpartum and interconception periods for the mother-infant dyad; 
 

b. Establishing birth center models, including within existing hospital systems, and home birth 
models that engage midwifery; 

 
c. Provision of models of group prenatal care, especially those that emphasize attention and 

management of the social determinants of health, such as the JJ Way; 
 

d. Establishment of pregnancy medical homes that link maternal and primary health care, including 
through the provision of dyad models of care such as in Centering Parenting and the IMPLICIT. 

 
Presently, there are a host of sites providing doula/perinatal support professional training and services to 
clients as well as two existing midwifery-led birth centers. Funding could be used to expand the services at 
these sites as well as to support the provision of technical and evaluation assistance to these sites to 
enable rigorous process and outcome evaluation to build the evidence for larger policy initiatives to achieve 
broader support of these programs in Georgia.  
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As group models of care that more fully address social determinants of health and pregnancy medical 
home approaches are not yet operative in Georgia, funding could be used to establish pilot programs for 
these models in Georgia, similarly, to build evidence for broader support. Similarly, as pregnancy medical 
homes and dyad models of care are not yet operative in Georgia, funding for the development and 
implementation of pilot programs to evaluate their effects in Georgia are important for achieving broader 
support for these programs in Georgia. In particular, the development and evaluation of pilot programs in 
conjunction with payers, such as Medicaid, might be particularly impactful on future policy around the 
recommended content and payment model for reimbursement of care.  
 
From a health equity perspective, training programs for health professionals should actively recruit and 
retain persons of color and curricular training should be developed and/or deployed through Georgia-
based, Black-led organizations to assure culturally competent training that empowers Black women and 
individuals. In addition, prioritization for training and deployment of health professions and program sites for 
new models of care should be prioritized to geographic areas of greatest need for Black women and 
birthing individuals. 

 
3. Support expansion and diversification of the perinatal workforce. In addition to expanding the scope 

of the perinatal workforce to include doulas/perinatal support professionals and lactation specialists, 
funding should be directed toward the racial/ethnic diversification of the existing and future health care 
work force. Support for scholarships and incentive programs for the training of underrepresented minority 
health care providers and professionals across the broad range of programs relevant to physicians, nurse 
practitioners and nurse midwives, physician assistants, nurses, and medical assistants should be 
considered.  
 
From a health equity perspective, education and training programs for health care providers and 
professionals should actively recruit and retain persons of color to increase the proportion of encounters for 
which Black women, birthing individuals, and infants experience racial concordance. 

 
4. Support existing evidence-based programs to expand at current locations. Several evidence-based 

programs that support improved maternal and child health outcomes are operative in Georgia and are 
functioning well at their current sites, including the following: 

a. Centering Pregnancy (and more recently the Supportive Pregnancy Care Group model); 

b. Evidence-based Home Visitation, including Healthy Start, Early Head Start, Healthy Families, 
Nurse Family Partnership, and Parents as Teachers; 

c. Midwifery models of care. 

 
Funding focused on expanding the staffing for existing programs could increase the number of clients that 
could be served and the intensity with which clients could be served. 

 
From a health equity perspective, support for the expansion of existing evidence-based programs should 
be prioritized to geographic areas of greatest need for Black women, birthing individuals, infants and 
children. 
 

5. Support the adoption of evidence-based programs at new locations. Programs that have successfully 
employed the above evidence-based models could serve as models and/or mentors for new sites in the 
state to develop and implement evidence-based solutions. Funding could be deployed to support the 
development of programs and the partnerships needed to rapidly implement them at the new sites. Given 
the availability of federal funding for some evidence-based programs (such as HRSA for Healthy Start), 
funding could be used to provide technical assistance to sites to support process and quality improvement, 
including around data capture and monitoring, to support future grant applications, although a potential 
limitation related to Healthy Start is HRSA’s limit of 6 grantee sites per state.   
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From a health equity perspective, support for the expansion of existing evidence-based programs to new 
locations should likewise be prioritized to geographic areas of greatest need for Black women, birthing 
individuals, infants and children. 
 

6. Support wider implementation of existing quality improvement initiatives. There is an established 
quality improvement infrastructure through the Georgia Perinatal Quality Collaborative and the Regional 
Perinatal System of Care, which has been successful in implementing AIM Safety Bundles and other 
improvement initiatives across the network. Funding could be deployed to support the expansion of AIM 
Safety Bundles that are currently being deployed in Georgia at additional hospital sites, prioritizing those 
that are higher minority serving and in areas of greatest maternal and infant morbidity and mortality. In 
addition, funding could be deployed to support the implementation of AIM Safety Bundles not yet deployed 
in Georgia (e.g., Safe Reduction of Primary Cesarean Section, Maternal Mental Health, Postpartum Care). 
 
From a health equity perspective, support for the implementation of quality improvement initiatives should 
focus upon on high Black-serving hospitals and hospitals/health care systems for which rates adverse 
maternal and infant health outcomes and/or racial or ethnic disparities in outcomes are highest.  
 

7. Support population-based approaches that emphasize public health and community-clinical 
collaboration. Population-based care involves the assessment of the health status and needs of a target 
population to implement and evaluate interventions to improve the health of that population and provide 
care for members of that population in a way that is consistent with the community’s cultural, policy and 
health resource values (ACGME, 2019). Population-based approaches to healthcare go beyond the 
traditional biomedical model and necessitate cross-sectoral collaboration to address social determinants of 
health, care and service coordination, and cultural competency in promoting the health of communities 
(Shahzad et al., 2019; Washington et al., 2016). The United States Institute of Medicine and other 
organizations have emphasized the needed collaboration between public health and primary care sectors 
to achieve lasting improvement in health outcomes and achieve health equity through the elimination of  
health disparities (Committee on Integrating Primary Care, 2016). In particular, the Institute of Medicine 
report emphasizes the pressing need for a population-based approach to achieve improvements in US 
maternal and child health, noting that the public health and clinical sectors addressing this area of health 
function largely independently of one another. Four broad strategies for public health–clinical care 
coordination have been conceptualized, as outlined in Table 18 (Shahzad et al., 2019).  

 
Table 18. Type and Key Features of Clinical-Public Health Collaborations 

Identify and address community health problems:  

Conduct community health assessments 

Share data to build community-wide databases  

Use clinical opportunities to address underlying causes of health problems 

Strengthen health promotion and protection: 

Health promotion through education 

Advocate for health-related laws/regulations 

Launch “healthy communities” initiatives 

Apply a population perspective to health system practice: 

Use and share population-based information to enhance clinical decision-making 

Use population-based strategies to funnel patients to medical care 

Use population-based analytic tools to enhance system management 

Coordinate public health and clinical services: 

Coordinate community and clinical services 

Bring other service sectors to existing clinical practice sites 

Establish one-stop centers (geographic proximity) 
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In support of population-based, clinical-public health collaborations to improve maternal and child health 
care and health equity in Georgia, funding is needed to support: 

a. The shared development and utilization of Disparities Dashboards at the public health district or 
perinatal regional level among public health, clinical health system, and community-based 
organizations to serve as a springboard for planning and evaluating multi-level interventions 
aimed at ameliorating disparities; 

b. The development, implementation, and evaluation of care coordination strategies and models 
through the engagement of existing community-based organizations with expertise in Black 
maternal and child health.  

 
From a health equity perspective, while it is recognized that the short-term impact of multi-level 
interventions on an individual may be smaller than that of individually targeted interventions, the 
potential reach of multi-level interventions at the population level is much greater than that of 
individually targeted interventions and thus hold potential for appropriately targeting services to those in 
greatest need in order to achieve health equity and reduce disparities.  
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