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ABSTRACT

Over the past decade, the United States has been taking steps to reduce its rising maternal mortality rate.
However, these steps have yet to produce positive results in the state of Georgia, which tops the list of all
50 states with the highest maternal mortality rate of 46.2 maternal deaths per 100,000 live births for all
women, and a maternal mortality rate of 66.6 deaths per 100,000 live births for African American women.
In Georgia, several social determinants of health such as the physical environment, economic stability, health
care access, and the quality of maternal care contribute to the high maternal mortality rate. Addressing these
determinants will help to reduce the state’s maternal mortality rate.This commentary discusses the relationship
between social determinants of health and maternal mortality rates in Georgia. It also proposes strategies for
reversing the trend. We conducted an ecological study of the relationship between social determinants of
health and maternal mortality in Georgia. WWe searched PubMed and Google Scholar and reviewed 80 English
articles published between 2005 and 2021. We identified five key social determinants associated with high
maternal mortality rates in Georgia - geographic location of obstetric services, access to health care providers,
socioeconomic status, racism, and discrimination. We found that expanding Medicaid coverage, reducing
maternal health care disparities among the races, providing access to maternal care for women in rural areas,
and training a culturally competent health workforce, will help to reduce Georgia’s high maternal mortality rate.
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l. Introduction by 75 percent by 2015% and currently, SDG 3 focuses
on reducing global maternal mortality ratio to less than
70 per 100,000 live births.* Thanks to these efforts, the
global maternal mortality rate (MMR) has significantly
declined in many parts of the world. Indeed, between
2000 and 2017, global MMR dropped from 451,000

Maternal mortality is a public health issue that affects
women all over the world. In 2020, the global maternal
mortality rate was 152 deaths per 100,000 live births.'
Recognizing the gravity of the issue, the United Nations
launched the Millennium Development Goals (MDGs)

in 2000 to be achieved in 2015 and the Sustainable
Development Goals (SDG) in 2015 to be achieved in
2030.2 MDG 5 focused on reducing maternal mortality
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maternal deaths per 100,000 live births to 295,000
maternal deaths per 100,000 live births.> Unfortunately,
eight countries (American Samoa, Canada, Greece,
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Guam, Jamaica, St. Vincent and the Grenadines, and
Zimbabwe) including the United States (US) have not
been able to significantly reduce their MMR.

For over several decades, the US experienced a
drastic decrease in MMR, however in recent decades, the
country’s MMR has been trending upwards. According to
available literature, between 1987 and 2016, MMR in the
US increased from 7.2 maternal deaths per 100,000 live
births to 16.9 maternal deaths per 100,000 live births.®
This is a paradox, as the US spends more money per
capita on health care for its citizens, including pregnant
women than any other country.” According to available
literature, Georgia had the highest MMR (66.3 maternal
deaths per 100,000 live births) between 2013 and 2017
and currently ranks second highest in the country,
surpassing the national average of 29.6 maternal deaths
per 100,000 live births.8The high MMR in Georgia is due
to a number of social determinants of health including,
geographic location of obstetric services,access to health
care providers, socioeconomic status, lack of access to
essential quality health care, racism, and discrimination.’

We conducted an ecological study on the
relationship between social determinants of health
such as the geographic location of obstetric services,
access to health care providers, socioeconomic status,
racism and discrimination,and maternal mortality rate
in Georgia.We searched PubMed, Google Scholar and
other search engines and reviewed 80 English articles
published between 2005 and 202l. We conducted
our search using a combination of keywords including
maternal mortality, maternal mortality rate in Georgia,
social determinants, and pregnancy. Thirty-six articles
met our study’s inclusion criteria. Data on maternal
mortality in Georgia were obtained from the Georgia
Department of Public Health website. These data
were used to highlight the maternal mortality issue in
Georgia. This commentary discusses the relationship
between social determinants of health and maternal
mortality rates in Georgia. It also proposes strategies
for reversing the trend.

2. Prevalence of Maternal Mortality in
Georgia
Maternal mortality is:

The annual number of female deaths from any
cause related to or aggravated by pregnancy...
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during pregnancy and childbirth or within 42 days
of termination of pregnancy, irrespective of the du-
ration and site of the pregnancy (WHO, 2021, pl).

Maternal mortality may either be pregnancy-related
or pregnancy-associated. Pregnancy-related mortality
occurs when a woman dies while pregnant or within
42 days of termination of pregnancy irrespective
of the cause of death, and pregnancy-associated
mortality occurs when a woman dies after childbirth
due to health conditions exacerbated from the effects
of her pregnancy.' In the US, approximately 17% of
maternal deaths occur on the day of delivery, 52%
during the postpartum period, 19% between one to
six days of the postpartum period, and 21% between
one to six weeks of the postpartum period.

Between 2012-2016, there were 66 pregnancy-
associated deaths per 100,000 live births and 26
pregnancy-related deaths per 100,000 live births
among women in Georgia.' Findings of the Georgia
Maternal Mortality Review Committee show
that from 2012 to 2014, 101 women in Georgia
died from pregnancy-related deaths and 149 from
pregnancy-associated deaths.'? Approximately 18%
of the pregnancy-related deaths occurred during
pregnancy, and 82% during the postpartum period.'?
Pregnancy-related maternal mortality was higher
among African American women (47 deaths per
100,000 live births) compared to White women
(14.3 deaths per 100,000 live births)."* According to
the Georgia Department of Public Health, common
causes of pregnancy-associated deaths in Georgia are
motor vehicle crashes, drug toxicity,and homicides.'?
Aggregate data from the Georgia Department
of Health show that pregnancy-related deaths
in Georgia are primarily due to cardiomyopathy,
cardiovascular diseases, hemorrhage, embolism,
preeclampsia, and eclampsia.'

In 2010, Amnesty International ranked Georgia as
the state with the worst maternal mortality rate in the
US."* About a decade later (2021), the state was ranked
as having the second-worst MMR in the US - 48.4 per
100,000 live births (Figure 1).'* Demographic factors
such as age, marital status, educational level,and race of
women have also been found to be associated with high
maternal mortality in Georgia.'” In 2012, the prevalence
of pregnancy-related and pregnancy-associated deaths
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Figure |: Maternal mortality rate by state, 2021. World Population Review. https://worldpopulationreview.com/state-rankings/mater-

nal-mortality-rate-by-state. Published 2021.'¢

among women in Georgia was highest among women
aged 20-24 years (29.4%) followed by women aged 25-
29 years (24.7) (Table 1)."7 In 2013, the prevalence
increased for all age groups except for women aged
20-24 years (25.3%), 25-29 years (21.5%), and women
aged 35-39 years (8.9%) (Table 1)."

In 2012, MMR was higher (37.6%) among married
women in Georgia than among women who had
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never been married (28.2%), however, in 2013, both
groups saw an increase in MMR - 43.0% and 48.1%,
respectively. Between 2012 and 2013, women in
Georgia with no education, high school diploma, or
an associate degree were 88.3% to 88.6% more likely
to have complications during pregnancy compared to
women who had a bachelor’s degree or higher.'*!”
Regarding race, maternal mortality was highest among
African American women (48.2% - 46.8%), followed by
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Table I: Demographics and Pregnancy-related and Pregnancy-associated Deaths in Georgia in 2012 and

2013
Demographics Pregnancy-related and Pregnancy- Pregnancy-related and Pregnancy-
associated Deaths in 2012 associated Deaths in 2013
(n=85) (n=79)
Maternal Age
<20 5.9% 6.3%
20-24 29.4% 25.3%
25-29 24.7% 21.5%
30-34 18.8% 29.1%
35-39 14.1% 8.9%
40+ 7.1% 8.9%
Marital Status
Married 37.6% 43.0%
Never Married 28.2% 48.1%
Other/ Unknown 34.1% 8.9%
Educational Level
No High school Diploma 30.4% 27.1%
High school Diploma 51.9% 49.4%
Associates Degree 6.3% 11.8%
Bachelor’s Degree 6.3% 8.2%
Master’s Degree or Higher 5.2% 1.2%
Unknown 0% 2.4%
Race
Black/African American 48.2% 46.8%
White 42.5% 43.0%
Hispanic 5.9% 7.6%
Other/ Unknown 3.6% 2.5%

Data obtained from Georgia Department of Public Health: Georgia maternal mortality 2012 case review at https://dph.georgia.gov/maternal-mortality; and Georgia Department
of Public Health: Reducing maternal mortality in Georgia 2013 Case Review Update at https://dph.georgia.gov/maternal-mortality.'*!”

Whites (42.5% - 43%) and then Hispanics (5.9% - 7.6%)
in Georgia between 2012 and 2013 (Table I).">'7

In 2018, Georgia’s overall MMR was 20% higher
than the national average of 46.2 deaths for every
100,000 births. The MMR was highest among
African American women (approximately 66.6
deaths for every 100,000 births) and much less
among Hispanic women (18.1 deaths for every
100,000 births).'

3. Social Determinants and Maternal
Mortality

The geographic location of obstetric services, access
to health care providers, socioeconomic status,
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racism, and discrimination contribute to the high
MMR in Georgia."”

3.1. Geographic Location of Obstetric Services
and Access to Health Care Providers

Over the last several decades, Georgia has
experienced a string of hospital labor and delivery
services closures across the state, especially in rural
areas.”’ Between 1994 and 2015, there were 34
labor and delivery unit closures in hospitals outside
Metropolitan Atlanta (Figure 2). In 2015, only 46 of
the 159 counties in Georgia had labor and delivery
units.? In 2019, 93 of the 109 rural counties in
Georgia lacked a hospital labor and delivery unit,and
75 lacked an obstetrician-gynecologist(OB/GYNs).”
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Consequently, about 83% of women in rural Georgia
who once had a birthing facility close to their home,
now have to travel long distances to other counties
to access prenatal care and hospital delivery
services.”? The loss of time during travel sometimes
requires these women to have a Cesarean section
or induced birth, all of which have the tendency to
result in birth complications and death.”

Regarding physician to population ratio, rural
Georgia counties are greatly underserved by OB/
GYNs.2 According to the Georgia Board of Health
Care Workforce, the rate of OB-GYN physicians
in Georgia is 12.6 per 100,000 residents.** In rural
Georgia, the rate is 127 actively practicing OB-
GYNs for a population of 1,794,520, translating to
7.1 physicians per 100,000 residents.® In Oglethorpe
and Madison counties which are rural and have a

Appling HealthCare System (AHCS) Appling Perry Hospital Houston
Barrow Regional Medical Center Barrow Banks-Jackson-Commerce Hospital Jackson
Macon Northside Hospital Bibb Jeff Davis Hospital Jeff Davis
Burke Medical Center Burke Jenkins County Hospital Jenkins

St. Josephs - Candler of Savannah Chatham  Chestatee Regional Hospital Lumpkin
Medical Center of Adel Cook Louis Smith Memorial Hospital Lanier
Dunwoody Medical Center Dekalb Smith Northview Hospital Lowndes
Emory Northlake Regional Medical Center Dekalb Georgia Baptist Meriwether Hospital Meriwether
Parkway Medical Center Douglas  Miller County Hospital Miller
Early Memorial Hospital Early Mitchell County Hospital Mitchell
Elbert Memorial Hospital Elbert Doctors Hospital = Columbus Muscogee
Emanuel Medical Center Emanuel  Southwest Georgia Regional Medical Center  Randolph
Evans Memorial Hospital Evans Augusta Surgical Center Richmond
Southwest Hospital and Medical Center  Fulton Tattnall Memorial Hospital Tattnall
West Paces Medical Center Fulton Washington Medical Center Washington
South Fulton Medical Center Fulton Wills Memorial Hospital Wilkes
Hutcheson Medical Center Catoosa

@ Closed L&D Units 1994-2015

Figure 2: Closed Labor and Delivery Unite in Georgia (1994-2015). Obtained from Pinto et al. Bridging the Gaps in Obstetric Care:
Perspectives of Service Delivery Providers on Challenges and Core Components of Care in Rural Georgia, 2016.3
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population of 15,054 and 29,650 respectively, there
are no OB GYNs. In Barrow and Jackson counties
which are also rural with populations of 80, 809
and 70, 422 respectively, there is only | OB-GYN
— translating to 1.2 and 1.4 OB-GYNs respectively
per 100,000 residents.® In Oconee county another
rural area, there are 5 OB-GYNs for a population
of 39,272, translating to 12.7 OB-GYNs per 100,000
residents. The low numbers of practicing OB-GYN’s
make it difficult for women in rural Georgia to
receive much-needed pre-and postnatal care, putting
them at risk for death.®

3.2. Socioeconomic Status

Low socioeconomic status (SES) has implications
for MMR. Women with low SES have been found
to be unaware of the possible relationship between
not seeking or receiving timely and adequate
prenatal and postnatal care, and negative maternal
health outcomes.”® In Georgia, poor patient-
health care provider communication has been
linked to delayed or discontinued prenatal care-
seeking behavior?® and the late referral of high-risk
patients to specialists for attention.? In their study
to understand disparities in access to prenatal
care in four study sites in Georgia, Hueston et al.
stated that almost all study participants indicated
that poor communication with their health care
provider determined their continued utilization
of services. Study participants said they became
averse to care and disengaged from their health
care providers when they felt they were being
ignored or unheard.”

The lack of access to health insurance also
negatively impacts MMR in Georgia. Although the
Patient Protection and Affordable Care Act (ACA)
allows states to expand Medicaid coverage to
uninsured populations, Georgia has chosen not
to expand coverage.”® This decision has left about
240,000 Georgian’s including pregnant women
of low SES uninsured.?® According to Meyer et al.,
pregnant women in rural Georgia experience
interruptions and inconsistencies in seeking prenatal
and postnatal care due to the lack of access to health
insurance.”’. Among pregnant women in Georgia
receiving Medicaid, it was observed that most had
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to rotate between health care providers and wait
for long hours to receive care.?”” This, they said was
a disincentive for them to continue to seek prenatal
and postnatal care.

Access to prenatal care allows pregnant women
to receive health education, nutritional support,
preventative care, and social services to ensure
healthy outcomes for themselves and their child.’®
Due to the lack of access to health insurance, some
pregnant women with low SES in Georgia end up
having to undergo unnecessary Cesarean sections
and lack access to much-needed care for maternal
conditions such as preeclampsia, premature
rupture of membranes, and vaginal bleeding.?!

3.3. Racism and Discrimination

As a result of racism, African American women
in the US are often ignored by health care
providers and thus, receive substandard care
during pregnancy and delivery.'? It is therefore not
surprising that this population experiences higher
MMR than other races.'” In Georgia, about 21% of
African American women experience some form
of racism before, during, and or after birth.3? Per
Taylor et al., pregnant African American women in
Georgia often do not receive help from medical
providers when they are in pain or are experiencing
discomfort during and after the birthing process.'”
This act has the tendency to negatively impact their
health outcomes and lives.'” Maternal mortality is
preventable, thus, no woman in Georgia, including
African American women, should die during
pregnancy or after delivery.

4. Reducing Maternal Mortality
4.1. Geographic Location and the Workforce

To increase access to quality pre and postnatal
care, it is important for organizations such as the
Georgia Nurses Association, Midwives of Georgia,
Georgia Birth Advocacy Coalition, Georgia
Composite Medical Board, and Georgia Hospital
Association to collaborate and come up with
strategies to provide maternal services to women
in rural Georgia.*® This will ensure that health
care professionals (certified nurse-midwives)
other than OB-GYNs are trained and available
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to provide appropriate and quality maternal care
to women in rural and underserved areas in
Georgia.**

4.2. Socioeconomic Status

All women in Georgia, regardless of their
socioeconomic status, location, and race, should
have equal access to the resources they need to
ensure positive pregnancy, birth, and postnatal health
outcomes.'” To achieve this goal, Georgia legislators
need to reconsider expanding Medicaid coverage,
so pregnant women experiencing financial hardship
can receive coverage for prenatal and postnatal
care. Additionally, pregnant women in underserved,
rural communities without health insurance should
be given access to free or heavily subsidized quality
maternal health care.'?%

4.3. Racism and Discrimination

Implicit  bias, racism, and discrimination
experienced by pregnant African American
women at the hands of health care providers in
Georgia need to be addressed through mandatory
cultural competency training with a focus on
equity and reproductive justice.'” Doing this will
improve upon patient-provider interaction as well
as patient satisfaction with the quality of care they
receive.

5. Conclusion and Global Health
Implications

Maternal mortality in Georgia is currently high.
Expanding Medicaid coverage, reducing maternal
health care disparities among the races, providing
access to maternal care for women in rural areas,
and training a culturally competent health workforce,
will help to reduce Georgia’s high maternal mortality
rate.
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