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I. General Requirements

I.A. Letter of Transmittal
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I.B. Face Sheet

The Face Sheet (Form SF424) is submitted electronically in the HRSA Electronic Handbooks (EHBs).

I.C. Assurances and Certifications

The State certifies assurances and certifications, as specified in Appendix F of the 2018 Title V Application/Annual Report
Guidance, are maintained on file in the States’ MCH program central office, and will be able to provide them at HRSA’s request.

I.D. Table of Contents

This report follows the outline of the Table of Contents provided in the “Title V Maternal and Child Health Services Block Grant
To States Program Guidance and Forms,” OMB NO: 0915-0172; Expires: December 31, 2020.

II. Logic Model

Please refer to figure 4 in the “Title V Maternal and Child Health Services Block Grant To States Program Guidance and
Forms,” OMB No: 0915-0172; Expires: December 31, 2020.
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III. Components of the Application/Annual Report

III.A. Executive Summary

III.A.1. Program Overview

Georgia’s Title V Maternal and Child Health (MCH) Program, in partnership with the US Department of Health and
Human Services (DHHS), Health Resources and Services Administration (HRSA), is responsible for promoting the
health of all mothers and children, including children with special health care needs and their families. The Georgia
Department of Public Health (DPH) MCH Section located in the Division of Health Promotion (HP) administers the
MCH Services Title V Block Grant. HP includes the MCH Section, the Supplemental Program for Women, Infants,
and Children (WIC), and the Georgia Oral Health Program. The Title V Program serves as the backbone of maternal
and child health policy and program administration, providing the core public health system for women, children,
children and youth with special health care needs (CYSHCN), and families serving the state’s 18 public health
districts comprised of 159 counties.
 
The 2021 Application/2019 Annual Report provides an overview of MCH’s recent successes and achievements, as
well as a summary of the Five-Year Needs Assessment. The needs assessment resulted in identifying priority areas
and a five-year plan with objectives and strategies designed to meet those needs. MCH activities will continue to be
coordinated across funding sources, state agencies, and local providers relying on partnerships, shared
measurement, and data to track the impact and effectiveness of services, activities, and strategies. MCH will
continue to address the goal of establishing a foundation of health early in life by investing in and fulfilling its
commitment to improve the health of women, infants, and children, including those with special health care needs. In
addition, DPH will continue to address social determinants of health and improve health equity.
 
In 2019, DPH achieved national accreditation through the Public Health Accreditation Board. The national
accreditation program works to improve and protect the health of the public by advancing and transforming the
quality and performance of health departments. Under the leadership of DPH Commissioner Dr. Kathleen Toomey,
DPH continues its mission to prevent disease, injury and disability, promote health and well-being, and prepare for
and respond to disasters.
 
MCH Advisory Council
During the reporting year, MCH assembled the MCH Advisory Council to provide support and guidance to the Title V
program for the purpose of promoting and improving maternal and child health in Georgia. The Council convenes
quarterly and brings together several organizations and groups with a broad range of expertise to address and
improve health outcomes for women, infants, children, and families. The Council serves as a conduit for the
exchange of information and advises on progress, facilitates private and public sector support for improving health
outcomes and helps focus efforts among partners, recommends collaborative initiatives, and reviews existing and
proposed Title V projects. Council members include representatives from state, local, non-profit, academic, health
care, and professional organizations who have expertise in areas related to MCH, such as nursing, nutrition,
parenting, pediatrics, family practice, child protection, family development, district and state health departments, and
a parent/family member representative.
 
COVID-19
With the emergence of the COVID-19 pandemic, DPH is working closely with the Center for Disease Control (CDC)
and state partners to respond to the outbreak. The goal is to quickly identify cases of COVID-19 and take the
appropriate public health action to reduce its spread and protect the general public. MCH programs have developed
responses to ensure continued and appropriate services.
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Population needs and priorities

Across all MCH programs, implementation efforts include activities specific to health equity, community engagement,
performance management, quality improvement and evaluation. Title V efforts are focused on health equity and are
integral in assuring that populations experiencing the greatest health disparities receive equitable and needed
services. Progress on each priority is outlined below:
 
Women/Maternal Health: Due to the critical need to reduce maternal mortality, MCH focused on efforts to impact this
need. In 2011, the maternal mortality rate (MMR) was 28.7, which on average was four times higher in Black, non-
Hispanic women (39.1 deaths per 100,000 live births) than White, non-Hispanic women (9.6 deaths per 100,000 live
births). These staggering rates and the underlying racial and ethnic disparities served as the impetus for the creation
of a statewide Maternal Mortality Review Committee (MMRC) in 2012. Coordinated by the Georgia Obstetrical and
Gynecology Society (GaOBGYN) with funding provided by MCH, the committee reviews cases to determine causes
of death, and provides recommendations for maternal mortality reduction. As of 2019, the MMRC has reviewed 349
maternal deaths in Georgia from 2012 to 2015. Of the 349 maternal deaths reviewed, 145 were determined to be
pregnancy-related deaths. There were 28 pregnancy-related deaths per 100,000 live births. Two-thirds of pregnancy
related deaths were determined to be preventable.
 
Perinatal/Infant Health: Infant mortality is the single leading indicator of the overall health and well-being of a
population. In 2018, Georgia’s infant mortality rate (IMR), per 1,000 live births, was 7.1, compared to the national rate
of 5.8. In the 2015 needs assessment, stakeholders identified infant mortality and the need to reduce maternal
substance use as a state priority. The major evidence-based strategies recommended nationally for addressing
infant mortality were regionalized perinatal care, safe sleep initiatives, and improving breastfeeding rates. In 2018,
DPH launched an initiative to designate hospitals according to the appropriate level of maternal and neonatal care
provided. DPH continues to develop strong partnerships around the coordination of Regional Perinatal Centers
(RPC) by providing information and education to delivering facilities, staff, and women to ensure they deliver at the
appropriate facility in instances where mother and baby may require specialized care. In 2018, the Neonatal
Subcommittee of the Georgia Perinatal Quality Collaborative (GaPQC) developed a baseline survey for birthing
hospitals to determine current practices around Neonatal Abstinence Syndrome (NAS) diagnosis and treatment and
to explore gaps and opportunities for maternal interventions. Increasing breastfeeding rates and eliminating Sudden
Unexplained Infant Deaths (SUID) are ongoing MCH initiatives which are integral parts of Georgia’s strategic plan to
reduce infant mortality. Georgia has 16 baby-friendly designated birthing hospitals commited to creating a culture of
breastfeeding. The Georgia Safe to Sleep initiative has 100 percent of the 77 birthing hospitals providing parents
with safe infant sleep education prior to hospital discharge and 100 percent of hospitals reported having a safe infant
sleep policy in place or in progress. To strengthen community awareness and involvement in reducing infant mortality,
MCH developed the Improving Birth Outcomes Initiative to develop strategies to reduce premature births and infant
mortality among all infants, and specifically black infants, by addressing the correlations between race, equity, infant
mortality and pre-term birth.
 
Child Health: Promoting developmental screenings and physical activity were priorities for Child Health in the 2015
needs assessment. The Children 1st program facilitated trainings for the Ages and Stages Questionnaire (ASQ)
developmental screening tool, developmental milestones, and Child Health Referral System to more than 2,300 staff
from hospitals, public health programs, community organizations, daycare centers, head start programs and primary
care offices. Addressing obesity requires a multi-level approach, involving both policies and activities in schools. In a
partnership with the Georgia Department of Education (DOE), MCH works intensively on obesity prevention in
elementary and early learning school settings. These efforts include the Georgia School Health and Physical
Education (SHAPE) Network, which provides trainings and resources for school district staff and administrators on
incorporating physical activity into daily school activities.
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Adolescent Health: The Adolescent Health program addresses risk and protective factors for children ages 8-17 at
the local, regional, and state levels and provides evidence-based and informed interventions and strategies to
impact health outcomes. The Adolescent Health and Youth Development (AHYD) program aims to empower youth
with the knowledge and skills to strengthen relationships, increase community awareness and engagement to solve
adolescent related issues. SHAPE implements the Power Up for 30 (PU30) program in middle schools to increase
physical activity.
 
Children and Youth with Special Health Care Needs (CYSHCN): CYSHCN priorities are to improve systems of care
for CYSHCN with an emphasis on educating providers, families, and adolescents on the health care transition from
pediatric to the adult care process as well as the expansion of DPH’s Telehealth infrastructure to support specialty
clinic services. The Children’s Medical Services (CMS) Program partners with health care providers, state agencies,
and community organizations to coordinate health care service and supports for eligible CYSHCN and their families.
During the reporting period, 74% of transition aged youth in the program receive ongoing transition planning and
preparation.
 
Cross-Cutting/Life Course: Oral health is a priority for MCH and a strategic focus to improving health outcomes for
women, infants and children. The Oral Health program provides training to organizational stakeholders and provides
services including fluoride varnish, dental sealants, prevention education and comprehensive restorative treatment.
School-based prevention programs targeting high-risk children, teledentistry, and tobacco prevention programs to
pregnant women are provided. Oral Health conducts training and presentations on best practices and the
importance of oral health in all MCH domains at the local, state, and national levels.
 
Needs Assessment Summary
In accordance with MCHB guidance requiring states to conduct a needs assessment every five years, Georgia
conducted a comprehensive needs assessment that included a thorough review of available quantitative data and
collection of qualitative data among members of the community and key leaders in MCH. The needs assessment
provided an opportunity to report on health status, identify priority health needs, adopt measures to monitor
improvement, enhance partnerships and engage new partners for MCH programs across the state. Eight priority
needs were identified:
 
Prevent Maternal Mortality
Maternal Mortality will be continued as a priority in the 2020 needs assessment. The MMRC has provided the state
with rich data on factors leading to maternal death. The strategies implemented over the next five years to address
this need will center around continuing MMRC activities to ensure that all maternal deaths are identified accurately.
Promoting well-women visits and the use of Long Acting Reversable Contraceptives (LARC) for women of
reproductive age will improve the overall health status of women before they enter pregnancy and prevent maternal
death.
 
Prevent Infant Mortality
Preventing infant mortality will be continued as a priority in the 2020 needs assessment as Georgia’s infants
continue to experience a higher rate of mortality than the national average. Efforts to strengthen appropriate perinatal
care, breastfeeding and safe sleep practices will continue as new opportunities to create partnerships through a
statewide infant mortality prevention group, improve community education and awareness, and expand qualitative
and quantitative data collection efforts will be developed.
 
Promote Developmental Screenings Among Children
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Developmental screenings will be continued as a priority in the 2020 needs assessment due to the continued need
in Georgia. The assessment identified the importance of continuing the priority area to ensure continued access and
design creative service delivery approaches that include online screening opportunities to improve access and
expand reach.
 
Increase Bullying and Suicide Prevention
Bullying is an emerging need identified as a new priority in the 2020 needs assessment. Suicide is the second-
leading cause of death behind unintentional injury for children ages 10-17 in Georgia. MCH will expand partnerships
and fill an important gap in public health work being done to address this issue.
 
Increase the Number of Children With and Without Special Health Care Needs Who Have a Medical Home
The 2020 needs assessment identified the need to create the medical home priority due to the importance of a
patient-centered medical home to provide accessible, comprehensive, family-centered, coordinated, and culturally
effective medical care. It is advantageous for CSHCN as they require coordination of care between providers and
this priority will help ensure continuity of care.  
 
Improve Systems of Care for CYSHCN
Georgia will continue working on the priority to improve the overall system of care for CYSHCN to ensure system
navigation and service delivery. MCH will address all aspects of a well-functioning system for CYSHCN, with a focus
on health care transition to adult care. MCH will focus on ensuring that all children in CMS, the state program for
CYSHCN, have a satisfactory transition plan and are linked with a medical home prior to discharge from the
program.
 
Promote Oral Health Among All Populations
Oral health continues to be identified as a priority affecting all populations. Increasing oral health care utilization
during pregnancy can impact the likelihood that the child will receive appropriate oral health care. MCH will continue
to promote oral health among all populations by continually supporting the community water fluoridation program and
specifically focusing on outreach to pregnant women and children as well as providing oral health care and education
to children and adolescents.
 
Increase Father Involvement Among All Populations
The 2020 needs assessment identified the need to create a priority to increase father involvement among all
populations. Research shows that father involvement is important during the prenatal period and every stage in the
growth and development of a child. Targeting approaches to best engage fathers can improve maternal and birth
outcomes and provide a valuable contribution in helping children and families to thrive. Identifying this strategy as a
priority will help ensure enhanced MCH involvement throughout this area.
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III.A.2. How Federal Title V Funds Support State MCH Efforts

Title V MCH Block Grant funds provide critical infrastructure, support, and resources to the state’s overall MCH
efforts. Federal funding supports analytic capacity to monitor and describe health and wellbeing, guide programs,
and inform evidence-based practices to promote optimal health. Preventive services, policy, educational initiatives
and partnerships with communities, government, and academia work to advance common goals and improve
access to medical and supportive services to improve health. Federal funds complement MCH efforts supported by
the state and creates partnerships that support access to quality health care for mothers and children and CYSHCN.
 
Title V funds support diverse initiatives such as breastfeeding education for health care providers, newborn
screening, and increased access to medical and dental care services. Federal funds coupled with the state flexibility
under the block grant have provided Georgia the opportunity to support a wide range of strategies to reduce
morbidity and mortality such as reviewing maternal deaths to learn more about causes and prevention and launch
initiatives through telehealth expansion and increased access to evidence-based home visiting and early intervention
programs. The federal-state partnership allows for linkages and collaboration with local agencies to provide
statewide coverage and assurance of access to women’s health care services, preventive and primary child health
care services, and services to CYSHCN.
 
 

 

III.A.3. MCH Success Story

MCH created the Fatherhood Initiative (FI) as a resource to increase access and capacity of fatherhood programs in
Georgia, develop messaging for fathers and create a “Father-Friendly” referral system that improves fathers’ access
to services. Through a partnership with the National Fatherhood Initiative (NFI), MCH implemented the Father
Readiness Network Assessment (FRNA) for staff across 21 Home Visiting Local Implementing Agencies (LIA) to
assess the readiness of each LIA to engage fathers in programs and services. Results from the FRNA were
evaluated in four areas: Leadership, Organizational, Program Development, and Community Outreach. As a result,
the FI is leading efforts that advise sites in creating action plans to increase father readiness in the four areas. The
LIAs are creating spaces for fathers that are welcoming, display appropriate messaging, and make available male-
focused literature. LIA’s are increasing staff’s ability to engage fathers, hiring males for service delivery, and hosting
targeted activities such as safe sleep education, early learning literacy, and nutrition. MCH was awarded the
Morehouse School of Medicine Tx funding to support efforts in identifying the strengths and gaps in fatherhood
services. The project involves two Healthy Start sites, WIC, and Grady Hospital’s Centering Pregnancy Program and
will use community-based participatory approaches to assess the needs and challenges of African American fathers
when accessing MCH services.
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III.B. Overview of the State

Georgia, known as the “Peach State”, has a diverse and growing population, robust political landscape, and a slow
growing health care environment. The distinct health care environments in rural Georgia and the urban metropolitan
area are a unique challenge for the Title V MCH Program. The growing population amplifies challenges that arise
from the political landscape, health care environment, economy and/or sociocultural context.
 
Geographic Description
Georgia is located on the southeastern Atlantic coast of the United States whose terrain spans coastal beaches,
farmland, and mountains. It is bordered on the south by Florida; on the east by the Atlantic Ocean and South
Carolina; on the west by Alabama; and on the north by Tennessee and North Carolina. The highest point in Georgia
is 4,784 feet; the lowest point is sea level. Georgia is ranked 24th in terms of land size and is the largest state
geographically east of the Mississippi River.
 
Urban and Rural Counties
Of Georgia’s 159 counties, there are both urban and rural located throughout the state. The Census Bureau defines
two types of urban areas: urbanized areas of 50,000 people or more, and urban clusters between 2,500 people and
50,000 people. All other counties are considered rural. Of the 159 counties in Georgia, 124 are designated as rural
by the Georgia Rural Development Council. There are 20 smaller cities and urban areas with populations above
50,000. Most the state’s rural counties are in the southern half of the state. 
 
According to the 2010 census, the most recent census available, there are 15 Metropolitan Statistical Areas in
Georgia: Albany, Athens-Clarke County, Atlanta-Sandy Springs-Roswell, Augusta-Richmond County (GA-SC),
Brunswick, Chattanooga (TN-GA), Columbus (GA-AL), Dalton, Gainesville, Hinesville, Macon, Rome, Savannah,
Valdosta and Warner-Robins. 4 The largely rural makeup of the state provides many challenges, and opportunities, to
offering adequate health and social services to all Georgia residents. Due to the large number of counties being
designated as rural, access to health care services is challenging, and as such it is essential for DPH to
accommodate the needs of the rural population. DPH provides an alternative approach in meeting the needs of
Georgia’s rural citizens through innovative strategies such as telehealth services that increase access to health care
providers and services. The following map generated by the US Census Bureau based on population data for 2010
depicts the urbanized and non-urbanized areas in Georgia.
 
Figure 1: Urbanized areas in Georgia
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Population
According to July 2019 population estimates from the US Census Bureau, Georgia is the eighth most populous state
in the nation with an estimated population of 10,617,423.38 Since 2000, Georgia’s population has increased 25
percent with the population first surpassing 10 million residents in 2013. This growth has resulted in a fundamental
shift in Georgia’s population changing the state from a largely rural area with urban centers to an urban state with
rural areas. Rural Georgians have health experiences that contrast their urban counterparts including, travelling
longer distances to seek medical care and higher rates of chronic health conditions.18 Georgia is the 14th fastest
growing state in the nation and is the 7th highest among states with the largest numeric population increase.17 It is
estimated that Georgia’s population will increase to 11.8 million by 2030.10 As with any population growth, there are
increasing demands on state and local governments to provide necessary services, including health and social
services.
 
Atlanta, the state capitol, is the economic, cultural and demographic center of Georgia. The Atlanta metropolitan
area, which includes 29 counties, had the nation’s fourth highest population growth from 2017 to 2018 with an
estimated population of more than 5.9 million. Metro-Atlanta contains about 57 percent of Georgia's entire
population.39 Approximately 6.2 percent of residents are under age five, 23.8 percent are under the age of 18 and
13.9 percent are over age 65. Females comprise 51.4 percent of Georgia’s population. Georgia has the second-
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highest LGBTQ percentage in the South with a population of roughly 4.5 percent and ranks 17th nationwide. An
estimated 4.2 percent of Atlanta’s metropolitan population is gay, lesbian, or bisexual.40

 
Georgia has shown dramatic increases in minority groups, which account for approximately 47 percent of the overall
state’s population. This trend in the demographic shift is expected to be sustained in the coming years and Georgia
is projected to become a majority-minority state by 2028.53 Currently, Black or African American is approximately
one-third of the state’s overall population and the largest minority group; this is approximately 2.5 times higher than
the national average of 13 percent. Hispanic or Latino is the most rapidly growing minority group, comprising almost
10 percent of all Georgians. Persons of Asian descent are an additional four percent of the state’s population.
 
Race/Ethnicity
In 2019, the US Census Quick Facts illustrated that 60.2 percent of Georgians were White, 32.6 percent were Black
or African American, 9.9 percent were Hispanic or Latino, and 4.4 percent were Asian.42 The number of Hispanics in
Georgia doubled between 2000 and 2010, according to the most recent U.S. Census. The number of Asians nearly
doubled, with the highest increases seen among Asian Indian, Korean and Vietnamese populations. Such a growth
in diversity and population necessitates the availability of culturally competent health care, education and human
services.18

 
Age and Gender
According to the US Census Bureau estimates in 2019, Georgia’s population is younger compared to the U.S., with
the 8th largest percent of population under 18 years old (23.6 percent). The median age in Georgia is 36.2 years of
age, with a gender difference of 51.3 percent females and 48.7 percent males across the state. There are
approximately 2.1 million Georgian women of reproductive ages (15-44 years old). In 2019, there were 126,250
births in Georgia.42

 
Immigration

Georgia’s population is continually evolving with the immigration of foreign-born individuals that add to the racially
and ethnically diverse population of Georgia. In 2019, it was estimated that one in ten Georgia residents is an
immigrant, while seven percent of residents are native-born U.S. citizens with at least one immigrant parent.
However, there has been an increase in naturalized citizens from 33.8 percent in 2010 to 43.6 percent in 2018.19 In
2018, 1.1 million immigrants (foreign-born individuals) comprised 10 percent of the population. Georgia was home
to 502,347 women, 493,737 men, and 67,989 children who were immigrants. The top countries of origin for
immigrants were Mexico (22 percent), India (nine percent), Jamaica (four percent), Korea (four percent), and
Guatemala (four percent).19

 
Immigrants in Georgia are concentrated at either end of the educational spectrum. More than a third (35 percent) of
adult immigrants had a college degree or more education in 2019, while one-quarter (25 percent) had less than a
high school diploma. In 2019, 23.2 percent of foreign-born residents had a high school diploma or GED with 16.9
percent attaining some college or their associate degree.19 In 2019, 38.2 percent of foreign-born residents fell below
200 percent of the poverty level and 31.3 percent had no health insurance coverage.19

 
Language Proficiency
Over 13 percent of Georgia residents speak a language other than English.19 Of the other languages spoken;
Spanish is the most commonly spoken language at approximately 8 percent. Both other Indo-European languages,
Asian and Pacific Island languages, account for approximately 2.5 percent, and the remaining 1 percent of residents
speaks another language. Of those that speak a language other than English, 43 percent speak English less than
very well.19 These factors can have implications on the services offered to residents and may necessitate investment
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in interpretation and culturally competent approaches to health care delivery.
 
Family Household Type
Children growing up in single-parent families typically do not have the same economic or human resources available
as those growing up in two-parent families. Compared with children in married-couple families, children raised in
single-parent households are more likely to drop out of school, to have or cause a teen pregnancy and to experience
a divorce in adulthood. In 2017, according to the 2019 Kids Count data, 38 percent of Georgia’s children lived in
single-parent families. Children living in high-poverty areas decreased from 14 percent in 2012 to 13 percent in
2017.45 The average household size was 2.6 and the average family size was 3.2.16

 
Educational Attainment
Public schools are the primary source of education in Georgia. In 2017, 64.6 percent of children attended a public
nursery school and/or preschool while 35.4 percent attended a private nursery school and/or preschool. In 2017, 90.5
percent of students in Kindergarten to 12th grade were in public school and 9.5 percent were in private school.19

According to the 2019 Kids Count Data, young children, ages three and four, not in a preschool program has
remained at 50 percent over the past ten years. Fourth graders proficient in reading improved from 29 percent in
2009 to 35 percent in 2017. Eighth graders not proficient in math improved from 73 percent in 2009 to 69 percent in
2017 and high school students not graduating on time reduced to 19 percent in 2017 from 33 percent in 2011.55

 
Georgia's graduation rate continues to rise. The rate has increased by 12 percentage points since 2012. In 2019,
Georgia's high school graduation rate increased, rising to 82 percent, an all-time high since the state began using
the adjusted cohort calculation now required by federal law.55

 
Large racial and ethnic difference exist in postsecondary educational attainment in Georgia. About four in ten
Georgians older than 25 have an associate or bachelor’s degree. The share is closer to two in ten for Latino
Georgians and three in 10 for African Americans. About six in ten Asian American and Pacific Islanders have an
associate degree or above, the highest rate of attainment of any racial or ethnic group.56

 
According to the American Community Survey (ACS) of the U.S. Census Bureau, the median household income for
Georgia was $55,679 in 2018, the latest figures available. Compared to the median U.S. household income,
Georgia’s median household income is $4,614 lower.18

 
Table 2. Median Household Income in Georgia and the US, 2008-2018
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Year Georgia United States

2018 $55,679 $60,293

2017 $52,977 $57,652

2016 $51,037 $55,322

2015 $49,620 $53,889

2014 $49,342 $53,482

2013 $47,829 $52,250

2012 $47,895 $52,117

2011 $47,650 $52,306

2010 $49,605 $53,469

2009 $51,684 $54,541

2008 $55,027 $56,290

 
Poverty
Poverty is more prevalent in Georgia than in many states across the nation. According to the latest available data, in
2018, 14.3 percent of Georgians were living below the poverty line, compared with 11.8 percent for the U.S. overall.
Over eight percent were below 50 percent of the federal poverty level (FPL) and 22.9 percent were living at less than
125 percent of the FPL. As of 2018, twenty-one percent of children in Georgia under the age of 18 live in poverty,
which is an improvement from 25 percent in 2010. Poverty disproportionately affects race and ethnicity in Georgia.
The poverty of Georgians living below the FPL based on race and ethnicity in 2018 was 20 percent, with 11 percent
White, 29 percent African American or Black, 8 percent Asian and Pacific Islander, and 30 percent Hispanic or
Latino.19

 
Health Equity and Social Determinates of Health (SDoH) Disparities
According to the 2019 Kids Count Data Book, Georgia ranked 39th in overall child well-being, 37th in economic well-
being, 39th in health, 40th in family and community, and 34th in education. The annual Kids Count Data Book uses
16 indicators to rank each state across four domains – health, education, economic well-being and family and
community – that represent what children need the most to thrive. Though Georgia’s children and families still face
many challenges, there are some promising trends for the state. When looking at outcomes such as maternal
mortality, infant mortality, low birth weight, and preterm birth we see consistent trends based on race/ethnicity.
Georgia’s maternal mortality rate illustrates that Black, non-Hispanic women are three times more likely to die of
pregnancy-related complications than White, non-Hispanic women. In 2018, racial disparities were also seen in
infant mortality rates with a rate of 11.8 in Black, non-Hispanic or Latino infant deaths compared to a rate of 5.0 in
White, non-Hispanic or Latino infant deaths under one year of age. The percent for Black, non-Hispanic or Latino low
birth weight infants was 14.7 percent compared to 7.2 percent for low birth weight White, non-Hispanic infants.
Premature births in 2019 occurred at 14.7 percent in Black, non-Hispanic women compared to 10.0 percent in
White, non-Hispanic women.57

 
Economy
A vital component to Georgia’s economy is the transportation system including the interstate highway system,
Hartsfield-Jackson Atlanta International Airport, and the deep-water ports of Savannah and Brunswick.
 
Georgia has over 1200 miles of interstate highways which connect Georgia to neighboring states and the rest of the
nation and help move workers from their homes to places of employment in the major cities. Three of the interstate
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highways converge in Atlanta, making it, along with Hartsfield-Jackson Atlanta International Airport, the transportation
hub of the southeast. Atlanta is one of only five cities in the nation to be served by three separate interstate highways.
The construction of these interstate highways was instrumental in the booming growth of Atlanta in the latter part of
the 20th century. The highways helped attract business, industry, and more transportation facilities to the Atlanta
area.39 These advantages have led to many global headquarters establishing headquarters in Atlanta including 16
Fortune 500 companies, 26 Fortune 1000 businesses and more than 450 Fortune 500 companies having a
presence in the state.42

 
Georgia economic products can now reach approximately 80 percent of Americans overnight using the interstate
highway system, while products coming into Georgia can reach Georgians in every part of the state just as quickly.
 
Two of the interstate highways- I-85 and I-285- are near Hartsfield-Jackson Atlanta International Airport. Hartfield-
Jackson is one of the busiest airports in the nation. Business travelers and those visiting Georgia add enormous
impact to Georgia’s economy. Hartfield-Jackson also hosts the only Perishables Complex in the southeast- allowing
for rapid movement of agricultural products. In addition, Hartsfield-Jackson is home to the Georgia Foreign Trade
Zone, where Georgia companies can produce products at reduced cost, facilitating trade and increasing the overall
competitiveness of companies doing business in Georgia. Combining all aspects of Hartfield-Jackson’s effect on
the regional economy of Atlanta, Georgia, and the southeast, it generates $23.5 billion on an annual basis. The
deep-water seaports of Savannah and Brunswick are integral to Georgia’s economy as they allow products to be
sent via ship to all parts of the world, while allowing foreign products to come into Georgia. The port of Savannah
handles approximately 80 percent of the material entering Georgia via ship and is one of the fastest growing ports in
the nation. 39

 
The film and television industry are other major industries adding to Georgia’s economy. Georgia offers lucrative tax
incentives for television and movies making the state a popular site for filming and production stimulating further
growth. A little more than a decade ago, the state passed a tax credit that allowed productions to collect a credit of
up to 30 percent of its budget, enabling studios to save money or increase their budgets. Producers also prefer the
state’s generally lower prices compared with California or New York, as well as the geographic diversity with cities
such as Atlanta and many rural locations which offer a variety of settings. Georgia's film industry has continued to
grow with 399 productions from July 1, 2018 to June 30, 20198 filmed in Georgia resulting in a record $2.9 billion
invested in the state.63 Film and television production in Georgia support more than 92,000 jobs and brings
significant economic benefits to communities and families. Georgia had 455 qualified television and film production
in 2018.48

 
Georgia has a rich, varied, and ongoing tradition of producing quality sports teams that enhance the economy.
Atlanta is home to six professional sports franchises- the Braves (Major League Baseball), Hawks (National
Basketball Association), Falcons (National Football League), Dream (Women’s National Basketball Association),
Atlanta United (Major League Soccer) and the recently added Big Peach (Major League Rugby).47 Atlanta was home
to NFL Superbowl LIII with more than 500,000 attending and more than 150,000 out-of-state visitors.47 In addition to
Atlanta’s major league sports teams, minor league franchises are hosted by several Georgia cities. Augusta,
Georgia is home to the Masters, professional golf’s most famous and prestigious event. Atlanta Motor Speedway
hosts one of NASCAR’s biggest races each Labor Day weekend. Sports provide an economic boost for the city and
remain a key revenue-generator within the tourism industry.41

 

Homelessness
In 2019 a total of 4,183 people in 152 counties (not including Atlanta), covering 96 percent of Georgia’s geography,
met the Housing and Urban Development’s (HUD) definition for homelessness, a 13 percent increase from 2017.
Fifty-four percent were unsheltered; the other 46 percent were in emergency or transitional housing. A larger
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percentage of homeless families were sheltered, 92 percent, than unsheltered, and a larger proportion of individuals
without children were unsheltered,73 percent, than sheltered. Child Only households represented less than one
percent of the homeless population. Six percent of the estimated homeless population identified as veterans and
seven percent identified as chronically homeless, defined as having a disability and length of homelessness of at
least one year or experienced homelessness four times in the past three years. Domestic violence victims, mental
illness, and substance abuse disorder were among the greatest populations represented.58

 
The homeless youth population, youth under the age of 24 with or without a child under the age of 18, represented
eight percent of the total homeless population.59 Also, in 2019, the city of Atlanta reported 3,217 homeless, a 4.5
percent overall increase from 2017. A total of 84.3 percent were over the age of 24.60

 
Insurance Status
Georgia’s uninsured population rate rose slightly in 2019 to 13.7 percent giving Georgia the third-highest percentage
of uninsured in the U.S. In 2018, there were 19.4 percent of women ages 15-44 uninsured in Georgia.61 Six percent
of Georgia’s children are uninsured, making it the state with the 9th highest rate of uninsured children. The most
recent data available show that among Georgians between 19 to 64, 19 percent are uninsured, ranking it the fourth
highest in the nation.11 Those that identify as Black and White have the highest percentage of being uninsured, 40
percent and 34 percent, respectively. Twenty-one percent of Hispanics are uninsured.11 This is yet another disparity
that further contributes to the delay in seeking health care, increased visits to the emergency room and poor health
outcomes.
 
Medicaid provides nearly two million Georgians with vital health services, 92 percent of whom are children, elderly or
disabled. Medicaid covers 1.3 million Georgia children and Georgians who live with disabilities. 62

 
Health Reform
The Affordable Care Act, signed in 2010, went into effect in 2014. It is a state decision to participate in the Medicaid
expansion or not, and as of 2019 Georgia will not expand. More than 460,000 people enrolled in plans for 2019
during open enrollment, a drop of more than 20,000 from 2018.3 Four insurers offer coverage in 2019 through
Healthcare.gov. Average rate increases for plans in Georgia’s individual market are less than four percent for 2019.3

DPH will continue to adapt to the changing health care landscape to promote the health of women and children.
 
Title V Priorities
Considering the geographic and demographic landscape in Georgia, this is a critical time for the Title V program to
set priorities. The process used by the Title V Director, MCH Staff, partners and stakeholders for determining the
needs and priorities of the program is multifactorial. The five-year needs assessment is used to evaluate priorities
and efforts are made to align with priorities of the Governor, Commissioner and Executive Leadership representing
the MCH section within the agency. Title V priorities are also chosen to the extent that they address needs that are
not otherwise met through other grants, programs and partnering organizations.
 
The mission of the Department of Public Health is to prevent disease, injury and disability; promote health and
wellbeing; and prepare for and respond to disasters. DPH’s workforce is guided by the following core values in
carrying out our public health work:
 
People – We value our employees as professional colleagues. We treat our customers, clients, partners, and those
we serve with respect by listening, understanding and responding to needs.
 
Excellence – Commitment, accountability, and transparency for optimal efficient, effective, and responsive
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performance.
 
Partnership – Internal and external teamwork to solve problems, make decisions, and achieve common goals.
 
Innovation – New approaches and progressive solutions to problems. Embracing change and accepting reasonable
risk.
 
Science – The application of the best available research, data and analysis leading to improved outcomes.
 
DPH COVID-19 Response
DPH is working closely with the CDC, and state partners to respond to the COVID-19 pandemic. The goal is to
quickly identify cases of COVID-19 and take the appropriate public health action to reduce its spread and protect the
general public.
 
DPH Emergency Preparedness and Response (EPR) is providing CDC information and guidance about COVID-19
to all health care and hospital facilities throughout Georgia and holding weekly calls with the entire public health and
hospital/health care community to update information and answer questions. DPH serves as the clearinghouse for
coordination between state agencies, health care providers and medical facilities and has created communication
strategies for presenting CDC messages such as billboards, Public Service Announcements (PSA), flyers and
videos. DPH is poised to provide infrastructural and leadership support to improve the health of mothers, children,
and families. MCH Title V programs have continued to implement evidence-based approaches to address COVID-
19. MCH programs share COVID-19 messaging with district staff, partners and families and have adapted policies,
procedures, and ensured continuity of care for home visiting programs, early intervention, child health services, and
CYSHCN services. MCH programs have developed innovative strategies utilizing telehealth that have enabled
continuity of care in providing home visiting and early intervention services. Expanding telehealth services to
traditional in person service delivery programs have allowed for an opportunity to ensure that families receive vital
support while following COVID-19 prevention guidelines.
 
DPH epidemiologists are on-call to help health care providers evaluate individuals presenting with symptoms of
COVID-19 to ensure that possible cases are managed safely, support laboratory testing and implement
recommendations from the CDC. In the event of COVID-19 in Georgia, epidemiologists would also be monitoring
outbreaks and recommending control strategies, including guidance regarding testing and isolation.
Should it become necessary, DPH may recommend appropriate community mitigation measures for affected
communities, such as temporary closure of childcare facilities and schools/colleges and universities, school and
workplace social distancing measures, and postponement or cancellation of mass gatherings. Additionally,
businesses should consider ways to implement strategies to reduce the impact of a potential COVID-19 outbreak on
their workforce, including teleworking and cross-training employees on essential job functions.
 
COVID-19 is rapidly evolving, and guidance is subject to change. The preparations currently underway in Georgia
are based on the best scientific information and data from the CDC. DPH continues to monitor the COVID-19
situation, and work with state partners and health care communities to incorporate the most up to date guidance in
our planning and preparation efforts.
 
Healthy Georgia Collaborative
Healthy Georgia Collaborative is Georgia’s COVID-19 contact tracing initiative executed by DPH. Contact tracing is
the process of quickly identifying, assessing, and managing people who have been exposed to a disease to prevent
additional transmission. When used with other public health measures like widespread testing and social distancing,
contact tracing is a key strategy for preventing further spread of COVID-19. DPH has trained a large contact tracing
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workforce exceeding 1,450 employees to stop the transmission of COVID-19. DPH maintains long-standing
relationships with many of Georgia’s colleges and universities, and these relationships are more important than ever
in the fight against COVID-19. Leveraging our existing partnerships, DPH’s University Relations/ Applied Learning
Program screened over 2,000 internship applications and recruited 284 interns from Georgia schools for the
Summer 2020 Contact Tracing internship. In addition to actively recruiting students for Fall 2020 internships,
University Relations is also working to expand our partnership network to additional Georgia universities and
technical colleges, particularly those in the state’s rural regions.
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III.C. Five-Year Needs Assessment Summary 
(as submitted with the FY 2021 Application/FY 2019 Annual Report)

III.C.2.a. Process Description

Goals, Framework and Methodology
 

Georgia’s Title V Five-Year Needs Assessment was implemented through the lens of the Maternal and Child Health
(MCH) program’s core values of prevention and wellness, social determinants of health, life course perspective, and
health equity. The needs assessment was conducted by the MCH Section within the Georgia Department of Public
Health (DPH), Division of Health Promotion (HP). MCH currently uses the following mission and vision to guide all
programmatic efforts, including the Title V Needs Assessment.
 

Mission: To implement measurable and accountable services and programs that improve the health of women,
infants, children, including children and youth with special health care needs, fathers, and families in Georgia.
 

Vision: Through the implementation of evidence-based strategies and the use of program and surveillance data,
identify and deliver public health information and population-based interventions that have an impact on the health
status of women, infants, children, including children and youth with special health care needs, fathers, and families in
Georgia.
 

The Needs Assessment Workgroup (NAW) was established to complete the needs assessment. The group, under
the leadership of the Title V Director and Deputy Director, consisted of directors and managers from all MCH
programs, MCH Epidemiology, Program Evaluation and Performance Improvement, Adolescent Health, Chronic
Disease, Office of Sexually Transmitted Disease (STD), and Injury Prevention.
 

The Needs Assessment was organized by six population health domains: Maternal/Women’s Health, Perinatal
Health, Children’s Health, Adolescent Health, Children and Youth with Special Health Care Needs (CYSHCN), and
Cross-Cutting. Key steps for the needs assessment process are outlined in Figure 1.
 

Figure 1: Georgia Title V Needs Assessment Process

 
Methodology
Quantitative and qualitative methods were used to assess strengths and needs of the MCH population, program
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capacity, and core partnerships and collaborations that support program efforts. Upon presentation to MCH
stakeholders, the qualitative data provided support and meaning to the quantitative data being reviewed for a
cohesive landscape of maternal and child health needs within the state of Georgia.
 

Quantitative Methods
 

A thorough examination of the health status of women and children was conducted by analyzing the most current
information available by population domain. Trends over time were presented for all data where possible and
information was stratified by relevant variables including age, race/ethnicity, education, income, gender, health
insurance coverage, and CYSHCN status. Comparisons with national averages and Healthy People 2020 objectives
were made when possible to provide better context for the data provided. The following data sources were used:

                 Behavioral Risk Factor Surveillance System (BRFSS)
                 Emergency Department Data (EDD)
                 Georgia Adolescent Immunization Survey (GAIS)
                 Georgia Immunization Survey (GIS)
                 Georgia Violent Death Reporting System (GA-VDRS)
                 Hospital Discharge Data (HDD)

                 Maternal Mortality Review Committee (MMRC)
                 National Immunization Survey (NIS)
                 National Survey of Children’s Health (NSCH)
                 Neonatal Abstinence Syndrome (NAS) Module
                 Newborn Screening (NBS)
                 Online Analytical Statistical Information System (OASIS)
                 Pregnancy Risk Assessment Monitoring System (PRAMS)

                 Third Grade Basic Screening Survey (BSS)
Vital Records: Birth Certificates (BC), Death Certificates (DC), and Fetal Death   Certificates (FDC)

                 Youth Risk Behavior Survey (YRBS)
                 Youth Tobacco Survey (YTS)

 

Qualitative Methods
 
Focus Groups
Qualitative data were gathered throughout Georgia to gain further insight into the needs of MCH populations and
areas to improve the delivery of public health services. Data were gathered through 10 focus groups with 82
participants throughout the state. The focus groups included three groups of pregnant women/mothers, two groups of
men/fathers, three groups of teenager/youth, one group of parents of CYSHCN, and one group of refugee mothers
and fathers. Focus group participants were asked to describe their knowledge and understanding of the services
offered through Title V, their experiences seeking such services, any unmet health care needs for them or their
families, and their perceptions about the needs of their communities. Participants were also encouraged to discuss
their experiences seeking health care through telehealth as well as any recommendations for improving Title V
programs and services. MCH population and focus group location are outlined in Figure 2.
 
Figure 2: MCH Population and Location
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Surveys
Three surveys were created to collect information from the public, public health workforce, and partners and
stakeholders across the state to identify needs and opportunities to address health needs. The responses to the
General Public, Workforce, and Stakeholder Surveys were collected through snowball and convenience sampling.
The Workforce Survey was taken by state employees and electronically sent to district staff. The Stakeholder Survey
was distributed to partners and stakeholders via the MCH listserv. The General Public Survey was posted on the
DPH website as well as shared with MCH partners and stakeholders. Partners and stakeholders were asked to
send the General Public Survey out via email, newsletter, social media, and/or post on their agency/organization
website. There were 213 responses to the General Public Survey, 144 responses to the Workforce Survey, and 213
responses to the Stakeholder Survey.
 

Interface Between Needs Assessment Data, Priority Needs and State Action Plan Chart
The MCH program, NAW, and Program Evaluation and Performance Improvement team members reviewed data
from the quantitative and qualitative analysis in order to select the potential priority needs for the state for the
population domains relevant to their work. Staff were asked to primarily consider whether the data indicated an area
of need, whether it was measurable, and whether MCH had the capacity and authority to address the need. A total of
34 priorities were selected and brought to stakeholders for prioritization.
 
Stakeholder prioritization was completed in two different methods. First, a meeting was held in Atlanta to encourage
the participation of stakeholders in North Georgia. A total of 25 stakeholders representing 25 organizations
attended. During the meeting, following prioritization activities and group discussions, each stakeholder individually
completed a prioritization tool. The tool was designed to rate each need on a scale of 1 to 5 based on the following
criteria: seriousness of the issue, health equity, economic impact, trend, magnitude of the problem, and importance.
Stakeholders contributed key activities and strategies within each area of need to inform the development of the
State Action Plan Table.
 
The second prioritization meeting was scheduled in Dublin for the stakeholders in South Georgia. The meeting was
cancelled due to travel restrictions in response to COVID-19. The prioritization tool was replicated in SurveyMonkey
and sent to the South Georgia stakeholders via email. Stakeholders were given a week to rate each priority need
and submit the survey.
 
The individual rating tools were analyzed to determine the highest rated priority needs in each domain. When
determining priorities, the needs with the highest rating in each domain were considered first. The data and results
from the survey rankings were reviewed to assess consistency and confirm an area of need. Needs were then
aligned with a NPM when possible.
 

Figure 3: Linkage between Priority Needs and National Performance Measures (NPM)
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The State Action Plan Table was developed by the work groups for each domain. Strategies were identified based
on suggestions from the stakeholder meeting, focus group findings, MCH Advisory Council meetings, and a review
of the evidence-based or -informed strategies for each NPM.
 

III.C.2.b. Findings

III.C.2.b.i. MCH Population Health Status

The following summary provides an overview of the quantitative findings related to the identified priority needs and
qualitative findings from focus group and survey responses. Each domain includes a summary of strengths and
needs related to the identified priority need and national priority areas.
 

MCH Population Needs
 

Maternal/ Women’s Health
 

Maternal Mortality
From 2012-2015, the maternal mortality ratio was 67 deaths per 100,000 live births; the pregnancy-related mortality
ratio was 28 deaths per 100,000 live births. Approximately 66% of the pregnancy-related deaths were preventable.
Overall, the five leading causes of pregnancy-related deaths are Cardiomyopathy, Cardiovascular/Coronary,
Hemorrhage, Embolism, and Preeclampsia and Eclampsia. Medicaid was the primary payor at the time of delivery
for the majority (66%) of maternal deaths occurring at the time of delivery up to a year postpartum. Non-Hispanic
(NH) Black women are 2.7 times more likely to die from pregnancy-related causes than NH White women. As
maternal age increases, the pregnancy-related maternal mortality ratio increases. Women 35 years and older have a
pregnancy-related mortality ratio 2.5 times greater than women ages 25-29.
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Well-Women Visits
Women’s health consistently was voiced as a priority. Access to care is a need that was expressed as overarching
not only for a specific community, but providers, programs, and families throughout the state. Among women of
reproductive age (WRA), 69% had seen a doctor in the past 12 months. By race/ethnicity and health coverage,
respectively, the percentage of WRA reporting seeing a doctor in the past 12 months was highest among NH Black
women and women with health insurance coverage. Among women with a recent live birth in 2017-2018, just over
60% reported a health care visit (HCV) of any type in the 12 months before their pregnancy. Younger women, NH
Black and Hispanic women, and women whose payor at delivery was Medicaid were less likely to report a HCV in
the year before pregnancy. From 2013-2018, the percent of women with no insurance in the month before pregnancy
decreased from 38% to 26%. Hispanic women and women with Medicaid or other insurance at delivery were more
likely to report no insurance coverage before pregnancy than women of other racial/ethnic groups or with private
insurance at delivery.
 

Family Planning
From 2013-2018, the percentage of women with a recent live birth who reported an unintended pregnancy increased
from 5% to 10%. Intended pregnancies were more common among older, White NH and Hispanic women, and those
with a private payor at delivery. Among women who were not trying to get pregnant when they became pregnant, use
of low-efficacy birth control methods (condoms and withdrawal) was most reported, followed by medium-efficacy
methods (the pill, patch or injectables). Use of high-efficacy birth control methods was least commonly reported
among women who were trying not to get pregnant when they conceived.
 

Early Prenatal Care
The percent of women who have a live birth that receive prenatal care in the first trimester steadily increased from
51.8% in 2009 to 67.8% in 2018. While progress is being made towards the Healthy People 2020 goal of 84.8%,
the goal has not been achieved. First trimester prenatal care entry was less common among Black, non-Hispanic
and Hispanic women, teen mothers (ages <20 years), and self-pay women.
 

Postpartum Visit
From 2013-2018, the percent of women who received a postpartum visit with a health care provider remained
relatively constant around 90%. From 2017-2018, postpartum care was less commonly reported by Hispanic women
and those whose payor at delivery was Medicaid or other insurance compared to NH White and women with a
private payor at delivery, respectively. Among women who did receive a postpartum visit, the most commonly
reported topics discussed with a health care provider were birth control methods for use after birth (89%), mental
health screening (81%), healthy habits (diet and exercise, 62%) and smoking cigarettes (62%).
 

Strengths and Needs
The data indicates areas where Georgia’s maternal population are achieving acceptable outcomes. The percent of
women’s first trimester prenatal care visits have steadily increased. The percent of women who received a
postpartum visit with a health care provider remained relatively constant. There is a need to reduce the maternal
mortality ratio. Not only has the rate increased but there is a stark racial-ethic disparity in pregnancy-related maternal
deaths. The rate of unintended pregnancy doubled from 2013-2018 and early prenatal and postpartum care is less
common in NH, Black and Hispanic women.
 

Programmatic Efforts to be Continued
The MMRC provided the state with important findings on the prevalence and causes of maternal mortality
Perinatal Levels of Care has created a mechanism for levels of care designation and ongoing site verification
of birthing hospitals

Family Planning has developed a provision of resources that increase access to family planning services to
women
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The Georgia Perinatal Quality Collaborative (GaPQC) implemented quality improvement activities within
participating hospitals assuring resources such as protocol, policies and procedures and staff are readily
available

 

Areas of Opportunity
Continue to implement data to action activities to improve maternal health and well-being and decrease

maternal mortality based on findings and causes
Promote well-women-visits and pre- or interconnection care
Promote family planning services available through health department

 

Perinatal Health
 

Infant Mortality
The infant mortality rate was 7.1 in 2018. Disparities exist by race, with the rate of death for NH Black infants being
twice that of NH Whites. The number one cause of infant mortality are disorders related to preterm birth and low birth
weight, while deaths attributable to birth defects are second. From 2008-2017, the percent of live births occurring
before 37 weeks (preterm) slightly decreased from 11.9% to 11.4%, making little progress towards the Healthy
People 2020 target of 9.4%. From 2015-2017, preterm births occurred most frequently among NH Black (14.0%)
than other racial/ethnic groups; women 40 years or older (16.4%) than any other maternal age groups, and deliveries
paid by Medicaid (12.3%) than other payors. The percent of live births with a low infant birthweight (<2,500 grams)
has remained relatively stable from 9.6% in 2008 to 9.9% 2017.
 

Breastfeeding
Among women with a recent live birth, 84% reported ever breastfeeding or pumping breastmilk to feed their infant.
Younger women ,20 years of age or younger, and those with Medicaid or other non-private insurance at delivery were
less likely to report ever breastfeeding. Current breastfeeding was less commonly reported by younger women, NH
Black and Hispanic women, and those with Medicaid or other non-private insurance coverage at the time of infant
delivery. Among Georgia infants born in 2015, under half (44%) were exclusively breastfed through three months of
age and one in five (22%) were exclusively breastfed through six months of age. Just over one in three (35%) were
breastfeeding at 12 months of age. Approximately one in five (21%) received formula before two 2 days of age.
 

Safe Sleep Practices
From 2013-2018, the percent of women who reported most often placing their infant to sleep on their back increased
from 44% to 74%. Among women with a recent live birth in 2017-2018, placing their infant to sleep on their back was
less commonly reported among NH Black and Hispanic women and those whose payor at delivery was Medicaid.
Just under 90% of women reported placing their infant to sleep in a crib, bassinet or pack and play. Some women
reported their infant slept with a blanket (45%), bumper pads (18%) or toys, cushions or pillows (7%).
 

Evidence-Based Home Visiting Programs
Among Georgia women with a recent live birth from 2017-2018, 7% reported receiving a home visit from a health
care worker since their infant was born to learn how to care for themselves and/or their new baby. There were no
significant differences in reported receipt of a home visit by demographic. Among women who reported a home visit,
the most common type of visitor was a nurse or nurse’s aide (38%), followed by someone else (30%), and a doula or
midwife (22%). A teacher or health educator (11%) was the least commonly reported type of home visitor.
 

Strengths and Needs
Certain population sub-groups in Georgia are meeting or exceeding national standards. Breastfeeding is being
initiated at acceptable rates. Safe Sleep rates have increased. There is a clear need to reduce racial disparities

leading to higher infant mortality rates in the Black population in Georgia. Racial disparities are evident in preterm
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births, breastfeeding rates and safe sleep practices resulting in high infant mortality rates. Breastfeeding initiation
and exclusivity have lower rates among younger mothers and with Medicaid as a payor source.
 

Programmatic Efforts to be Continued
The Georgia 5-STAR initiative has been highly successful in motivating hospitals to take steps toward

becoming breastfeeding-friendly
The Safe to Sleep campaign continues to be promoted to change community norms regarding safe sleep
environments
Evidence -based home visiting programs promote breast feeding and safe sleep practices and is effective in
reducing infant mortality and racial disparities
Risk appropriate perinatal care are being implemented in birthing hospitals

throughout the state
 

Areas of Opportunity
Promote the perinatal levels of care designation program and recruit all Georgia birthing hospitals to
participate in measuring compliance with the level of care designation
Implement a referral WIC Peer Counseling referral process
Build internal capacity and infrastructure to develop strategic plans to advance health equity and reduce
disparities in the Black population

Foster strategic community partnerships to build collaborations and engage in health equity practices
 

Child Health
 

Developmental Screening
In 2016, only two in five (37%) of children aged 9 to 35 months received a developmental screening using a parent-
completed screening tool. Substantially fewer NH Black and Hispanic children were reported to receive this
screening than NH White children in 2016. From 2017-2018, approximately half of children age 9 to 35 months
received a developmental screening using a parent-completed screening tool in the past year; and the disparity in
receipt of screening by race and ethnicity persisted as substantially fewer Hispanic and Black NH children were
reported to have received a parent-completed developmental screening than White NH students.
 

Medical Home
In 2016, approximately half of non-CYSHCN 0 to 17 years of age received care that met the criteria for having a
medical home. NH Black (31%) and Hispanic (40%) children were less likely to report having care that met the
criteria for having a medical home than NH White (64%) children. In 2017, just under half (47%) of non-CYSHCN had
a medical home, while a greater percentage of NH White children (56%) reported having a medical home than NH
Black (40%) and Hispanic (39%) children.
 

Childhood Immunization Rates
Statewide, vaccination coverage at 24 months of age was 84%. Children with a maternal race of Asian, older
maternal age, and a private health care provider had the highest coverage. Statewide, the 2018 vaccination
coverage for 7th grade students was 93.9%. Statewide, the 2018 vaccination rate for 1 HPV was significantly higher
than the 2017 rate, whereas the vaccination rates for Tdap and MCV4 were significantly lower. The statewide
vaccination rates for 1 HPV was significantly higher for female students than male students. Statewide coverage
rates for all vaccines were significantly higher for students enrolled in public schools than students enrolled in private
schools.
 

Physical Activity
In 2016, two out of five (42%) of children aged 6 to 11 years engaged in vigorous physical activity 0-3 days a week
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and just over a third (36%) engaged in physical activity daily. Hispanic and NH Black children were more likely to
have 0-3 days of physical activity per week than NH White children. Hispanic children were less likely to be physically
active daily compared to other racial and ethnic groups in 2016 (although this estimate should be interpreted with
caution). In 2017, 44% of children age 6 to 11 were physically active at least 60 minutes per day for 1-3 days per
week, 27% were physically active for 60 minutes every day, and approximately 5% of children had zero days per
week with at least 60 minutes of physical activity. In 2017, almost 60% of NH Black children reported at least 60
minutes of physical activity 1-3 days per week; about 25% NH White and 15% of NH Black children reported this
level of physical activity daily.
 

Non-Fatal Injury
From 2009 to 2018, “Other” unintentional injury was the leading cause of emergency department visits for
adolescents 1 to 9 years of age, followed by falls and motor vehicle crashes. Motor vehicle crashes were the leading
cause of death for children, while accidental drowning and submersion, accidental exposure to smoke, fire and
flames, and all “other” unintentional injury followed, respectively. Overall, hospitalization, emergency department visit
rate, and mortality rate for unintentional injury among children has decreased over time.
 

Strengths and Needs
A decline has been seen in the rate of hospitalizations due to non-fatal injury among children. Despite the successes
seen around developmental screenings, less than half of Georgia’s children receive screening. Additionally, there are
disparities in Georgia related to race and insurance status.
 

Programmatic Efforts to be Continued
Promote developmental screenings by engaging physicians and community-based organizations to increase
screening practices

Promote car seat distribution to prevent injury and death due to motor vehicle crashes
 

Areas of Opportunity
Improve medical home access through Help Me Grow® (HMG) and telehealth.

 

Adolescent Health
 

Bullying
In 2013, about one in five public high school students reported having been bullied in the twelve months before taking
the survey. NH Black high school students were less likely to report being bullied on school property than their NH
White and Hispanic peers. Twelfth grade students were less likely to report having been bullied on school property
than ninth or tenth grade students. In 2013, over one in ten public high school students reported having been
electronically bullied, including through texting, Instagram, Facebook, or other social media, during the twelve months
before taking the survey. Female students were more likely than male students to report having been electronically
bullied. NH White students were more likely than NH Black students to have been electronically bullied, while twelfth
grade students were less likely to report having been electronically bullied than ninth grade students.
 

Suicide
In 2013, about one in ten Georgia high school students reported attempting suicide in the twelve months before
taking the survey. Over one in ten high school students reported that in the twelve months before taking the survey,
they (1) seriously considered attempting suicide and (2) planned about how they would attempt suicide. Differences
by demographic were generally insignificant. From 2011-2017, male adolescents 10 to 17 years of age were over
twice as likely to commit suicide than females. Male adolescents 18 to 21 years of age were more than five times as
likely to commit suicide than females. For both age groups and sexes, NH White adolescents were more likely to
commit suicide than NH Black and Hispanic (males only) adolescents.
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Transitions to Adult Health Care
In 2016 and 2017-2018, about 15% of non-CYSHCN adolescents 12 to 17 years of age received services
necessary to make transition to adult health care.
 

Non-Fatal Injuries Requiring Hospitalization
From 2014 to 2018, “Other” unintentional injury was the leading cause of emergency department visits for
adolescents 10 to 19 years of age, while falls and motor vehicle crashes were the fourth and fifth leading cause,
respectively. Motor vehicle crashes were the leading cause of death for adolescents, while accidental drowning and
submersion, accidental poisoning, and all “other” unintentional injury were fifth, sixth, and eighth, respectively. Though
the hospitalization and emergency department visit rate decreased over time, the mortality rate for unintentional injury
among adolescents remained stable. In 2013, approximately one in five (21.4%) of high school students had been in
a physical fight within the previous twelve months. Of those, male students were twice as likely as female students to
have been in a fight (28.1% and 14.3% respectively). Male students were also five times more likely to have carried
a weapon in the previous thirty days (30.2%) than their female counterparts (6.4%). Despite this variance, 12% of
both male and female students experience physical violence during dating in the twelve months before taking the
survey.
 

Physical Activity
In 2016, two out of five (41%) adolescents 12 to 17 years of age engaged in vigorous physical activity 1-3 days a
week, one in five (20%) engaged in physical activity daily, and about one in five (17%) did not engage in vigorous
physical activity on any days per week. Hispanic (28%) and NH Black (20%) adolescents were more likely to report
zero days per week of vigorous physical activity than NH White (12%) adolescents in 2016. In 2017, 35% of
adolescents 12 to 17 years of age were physically active at least 60 minutes per day for 1-3 days per week, 35%
were physically active for 60 minutes 4-6 days per week, 14% every day, and approximately 15% of adolescents had
zero days per week with at least 60 minutes of physical activity. In 2017, zero days with at least 60 minutes of
physical activity per week was more commonly reported among NH Black and Hispanic adolescents and 60 minutes
of physical activity everyday was most reported by NH White adolescents.
 

Strengths and Needs
Hospitalization and emergency department visit rates have decreased. The prevalence of bullying and the increase
in the suicide death rate indicates a need to address suicide, violence and bullying among adolescents. The overall
percentages of adolescents transitioning to adult care remains low.
 

Programmatic Efforts to Continue
Collaboration with Injury Prevention to provide Sources of Strength program to middle and high school
students

 

Areas of Opportunity
Initiate bullying prevention initiatives

 

Children and Youth with Special Health Care Needs
 

Medical Home
In 2016, approximately half of CYSHCN age 0 to 17 years received care that met the criteria for having a medical
home. A smaller percentage NH Black CYSHCN (36%) were reported to have care that met the criteria for having a
medical home than Hispanic (50%) and NH White (51%) CYSHCN. In 2017, two out of five (42%) CYSHCN had a
medical home, with NH White CYSHCN having the highest prevalence of a medical home (49%) and NH Black
CYSHCN having the lowest (28%).
 

Transition

Created on 9/15/2020 at 12:50 PMPage 29 of 417 pages



In 2016 and 2017, a similar percentage of CYSHCN 12 to 17 years of age received services necessary to make the
transition to adult health care – 19% and 14%, respectively.
 

Access to Specialty Care
In 2016, just over two in five (43%) of CYSHCN and 6% of non-CYSHCN 0-17 years of age received care from a
specialist doctor (other than mental health professional) during the past 12 months. Just under one in ten (8%) of
CYSHCN needed to see a specialist but did not in 2016. During 2017-2018, 40% of CYSHCN and 7% of non-
CYSHCN received care from a specialist doctor (other than a mental health professional). In 2017-2018, among
CYSHCN, approximately 3% needed, but did not receive care from a specialist doctor; among non-CYSHCN, 2%
needed, but did not receive care from a specialist doctor.
 

Care Coordination Services
During 2016 and 2017, more CYSHCN 0 to 17 years of age received needed medical home care coordination
during the past 12 months than non-CYSHCN. In 2016, about three in ten CYSHCN needed, but did not receive this
care coordination. In 2017, nearly four in ten (37%) CYSHCN needed, but did not receive care coordination. For both
years, more CYSHCN did not receive needed care coordination than non-CYSHCN.
 

Strengths and Needs
HMG® Liaisons help families navigate and access services to improve access to information and resources. An
effort to ensure that more CYSHCN are receiving the transition to adulthood services is needed as well as initiatives
to reduce racial disparities. Half of CYSHCN 12 through17 receive the services necessary to make transition to adult
care.
 

Programmatic Efforts to be Continued:
Family Partnership groups have successfully helped parents navigate the health care system
Care Coordination Services facilitate CYSHCN in obtaining necessary services
The system of care from pediatric to adult care, especially in rural areas of the state have been strengthened

 

Areas of Opportunity
Expand the use of telehealth technology to improve access to specialty care services
 

Cross-Cutting
 

Dental Visits During Pregnancy
Approximately one-third of women with a recent live birth from 2017-2018 had their teeth cleaned by a dentist or
dental hygienist in the 12 months before pregnancy. Under 40% of women reported having their teeth cleaned during
their pregnancy. About nine in ten women reported they knew it was important to care for their teeth and gums during
pregnancy, while 75% reported having insurance to cover dental care during their pregnancy.
 

Childhood Dental Visits
In 2016, 88% of CYSHCN and 81% of non-CYSHCN received a preventative dental visit in the past year. In 2017,
more than 4 out of 5 children received a preventative dental visit, with slightly more CYSHCN receiving one or more
preventative dental visits in the past year (91%) than non-CYSHCN (82%).
 

Smoking During Pregnancy
From 2017-2018, 5% of women reported smoking cigarettes and over 1% reported using electronic nicotine delivery
systems (ENDS) during the last three months of pregnancy. Smoking cigarettes during pregnancy was more
common among women 20-29 years of age, NH White women, and women with Medicaid at delivery. Among
women who reported smoking during the three months before pregnancy, the most common reasons that made
quitting difficult were cravings for a cigarette (67%), loss of a way to handle stress (56%), others smoking around
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them (55%), and worsening anxiety (39%). During pregnancy, women who smoked in the past two years were more
likely to report allowing smoking inside their home than non-smokers.
 

Tobacco, or nicotine, use among children and adolescents
One in four Georgia high school students reported ever trying cigarette smoking. NH White high school students
(34%) were more likely to report ever trying cigarette smoking than NH Black students (14%). In 2017, 8% of high
school students reported current cigarette use, 13% reported current electronic cigarette use, 8% reported use of
smokeless tobacco products, and 14% reported cigar use. Cigarette use was slightly more common among rural
than urban high school students. Over one in four high school students ever used electronic cigarettes; use of
electronic cigarettes (ever and current) was slightly more common in urban areas than rural areas. Use of electronic
cigarettes (ever) was more likely to be reported by males (30%) than females (21%). NH White students reported the
highest prevalence of ever using electronic cigarettes (36%), followed by Hispanic (28%) and Black (13%) students.
 

Mental Health Evidence-Based Screening
During the three months before pregnancy, 10% of women with a recent live birth from 2017-2018 reported having
depression. Depression prior to pregnancy was more commonly reported by women in their twenties, NH White
women, and those with a Medicaid payor at delivery. Among women who reported having depression during the
three months before pregnancy from 2017-2018, 38% reported having a HCV for depression or anxiety in the 12
months before getting pregnant. As compared to 2013, in 2018, a greater percentage of women reported feeling
down, depressed, or hopeless since their new baby was born increased. Among women whose baby was alive and
living with them, 4.4% reported using counseling services for depression or anxiety since their new baby was born.
 

Strengths and Needs
Georgia has shown improvements in access to dental services for pregnant women and children. Additionally, the
percentage of women smoking during pregnancy in Georgia remained below the national average of 10.7%,
however the use of ENDS has increased in both pregnant women and adolescents.
 

Programmatic Efforts to be Continued
Oral Health education and services to pregnant women through family practice physicians
Tobacco cessation education for pregnant women during preventive dental visits

School-based sealant programs
Community water fluoridation

 

Areas of Opportunity
Expand education to reach parents, women, and children through home visits, outreach, and education

 

III.C.2.b.ii. Title V Program Capacity

III.C.2.b.ii.a. Organizational Structure

DPH is the lead agency in preventing disease, injury and disability; promoting health and wellbeing; and preparing
for and responding to disasters from a public health perspective. The agency’s Commissioner reports directly to the
Governor. HP contains the MCH Section, Special Supplemental Nutrition Program for Women, Infants, and Children
(WIC), Oral Health, MCH Epidemiology, and the Program Evaluation and Performance Improvement sections. The
MCH section contains the following programs: Title V, Child Health, CYSHCN, and Family and Community Supports
programs. DPH recently restructured and added the Clinical and Medical Services Division which includes Chronic
Disease, Immunization, Infectious Disease, Nursing, Public Health Pharmacy, the Public Health Laboratory, Refugee
Health and the Office of Women’s Health. MCH has primary responsibility for the administration of the Title V Block
Grant. The MCH Director serves as the Title V Director. The Title V MCH program sets program policy and monitors
compliance with state and federal laws and rules and offers technical assistance to staff in district public health
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departments regarding Title V programs. The following list provides a description of Title V funded programs.
 
Title V Funded Programs:
 
Babies Can’t Wait (BCW) provides a coordinated, comprehensive and integrated system of early intervention
services for infants and toddlers birth to three as outlined by IDEA Part C.
Children First serves as the “Single Point of Entry” to a statewide collaborative system of public health prevention-
based programs and services for children with poor health or developmental delays. 
Children’s Medical Services (CMS) ensures a community-based, coordinated, family focuses, culturally appropriate,
comprehensive system of quality specialty health care services available for Georgia’s children with chronic medical
conditions from birth to 21 years of age who live in a low-income household. 
Family Planning improves the health of women and infants by enabling family to plan and space pregnancies and
preventing unplanned pregnancy.
Injury Prevention provides general support to local coalitions in helping promote safe and injury free lifestyles and
behaviors.
MCH Epidemiology (MCH EPI) supports data collection and analysis of all MCH programs and administers the
State Systems Development Initiative (SSDI), Early Hearing and Detection Intervention (EHDI) and Pregnancy Risk
Assessment Monitoring System (PRAMS).
Newborn Screening (NBS) ensures that every newborn in Georgia has a specimen collected to screen for 35
inherited disorders that would otherwise cause significant morbidity or death.
Oral Health provides community water fluoridation, school-linked fluoride supplement programs for high-risk children,
dental sealants and dental health education.
Perinatal Health assures pregnant women in Georgia have every opportunity to access comprehensive perinatal
health care services appropriate to meet their individual needs and supports outreach efforts. Perinatal Health
addresses infant mortality, maternal mortality and breastfeeding.
 

III.C.2.b.ii.b. Agency Capacity

MCH currently has the capacity through structural resources, data systems, partnerships and competencies to
promote the health of all MCH populations. In each domain, MCH initiates partnerships with external organizations to
ensure a statewide system of services that are comprehensive community-based, coordinated and family centered.
The Title V program serves all 159 Georgia counties. Title V program managers monitor all aspects of program
administration in order to ensure a statewide system of services, which reflect the principles of comprehensive,
community-based, coordinated and family-centered care.
 

Maternal/ Women’s Health
MCH uses Title V funds to provide services for women of reproductive age. Family planning clinics supported by Title
V provide contraceptive counseling and preventive services. Cancer screenings and HPV vaccines are provided in
the family planning clinics. MCH actively supports the MMRC and engages in various initiatives to promote maternal
health. MCH has epidemiology staff to support programmatic efforts. Data sources used are PRAMS, Vital Records,
BRFSS, and Family Planning program data. Women’s Health houses the data for the MMRC and identifies cases
for review. MCH and Women’s Health have active partnerships with hospitals, private practice physicians, academic
institutes, cancer and HIV screening agencies, the Chronic Disease Prevention Section, HMHB, Georgia Obstetrical
and Gynecological Society (GOGS) and March of Dimes (MoD) to ensure a comprehensive system of services for
women of reproductive age in Georgia.
 

Perinatal Health
Title V staff supports newborn screening, breastfeeding initiatives, preterm birth initiatives, perinatal regionalization
and the Safe to Sleep campaign to promote perinatal health. MCH also participates in the Georgia Perinatal Quality
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Collaborative (GaPQC) to implement quality improvement projects in participating hospitals. Title V supports
epidemiology staff to collect and analyze data on perinatal health. The primary data source used are PRAMS and
Vital Records. MCH and Women’s Health has active partnerships with the RPC’s, birthing facilities, private practice
physicians, Association of State and Territorial Health Officials (ASTHO), GOGS, HMHB, MoD, WIC, and Worksite
Wellness.
 

Child Health
MCH promotes child health through promoting developmental screenings among children, preventing injury and
promoting oral health. MCH state, district and local level staff are well-versed in developmental screening and the
various tools used to assess developmental screening. The Child Occupant Safety Project (COSP) aims to prevent
motor vehicle accident deaths among children. MCH utilizes the State Electronic Notifiable Disease Surveillance
System (SendSS) and Babies Information and Billing System (BIBS) to assess developmental screening data. To
ensure comprehensive system of services among children, MCH has active partnerships with the Chronic Disease
Prevention Section Department of Early Care and Learning (DECAL), Department of Education (DOE), academic
institutes, GA Chapter of the American Academy of Pediatrics (GA-AAP), GA Academy of Family Physicians (GA-
AFP), Marcus Autism and Emory Autism Centers.
 

Adolescent Health
The Adolescent Health program sits within the Chronic Disease Prevention Section and promotes adolescent health
through programs targeting tobacco prevention, sexual violence prevention, teen pregnancy prevention and positive
youth development. Title V will partner with the Injury Prevention Program to identify the prevalence and existing
prevention programs and legislation on bullying and facilitate improvements in bullying prevention efforts by schools
that service the target population.
 

CYSHCN
MCH supports several programs to provide services to Georgia’s CYSHCN. Children 1st acts as the access point
for children with an identified special need. BCW provides services for children from birth to three. CMS is
established and continues to provide on-going, comprehensive medical care for CYSHCN that are not eligible for
state funded Medicaid and SCHIP programs. CMS promotes access to specialty care, care coordination, transition
to adulthood and medical homes for CYSHCN. Epidemiologists support data collections for CMS.
 

Cross-cutting
MCH has Title V, CDC, state and private-donated funds to support oral health initiatives. MCH has access to oral
health data through PRAMS, NSCH, CMS, and 3rd Grade and Head Start Basic Screening Surveys. The Oral Health
program has an Oral Health Epidemiologist. To ensure a comprehensive oral health system of services, MCH has
active partnerships with WIC, private practices, dental hygiene programs, academic institutes, schools, the Oral
Health Coalition and CDC.
 

III.C.2.b.ii.c. MCH Workforce Capacity

Recognizing the importance of investing in an adequately sized, skilled workforce, Title V has built capacity to better
monitor and track changing MCH needs, evaluate progress to program goals, and enhance state-local partnerships
to advance MCH. HP Administration is responsible for MCH workforce development strategies that ensure
recruitment and retention of qualified staff, training and professional development for employees and creative staffing
structures that maximize funding resources. MCH, with 47 FTE’s, has 100% of positions filled including all program
director and manager positions.
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Title V Leadership
Director, Division of Health Promotion LaToya Osmani, MPH

Director, Title V and MCH Section Jeannine Galloway, MPH
Director, Oral Health Program Adam Barefoot, DMD, MPH
Director, Administration, Division of
Health Promotion

Valerie Newton-Lamb, MSHA

Director, Fiscal, Division of Health
Promotion

Debra Chapman

Director, CYSHCN Program Sharifa Peart, MPH
Chief Nurse, Office of Nursing Diane Durrence, MPH, MSN, APRN
Deputy Director, Title V Paige Jones
Deputy Director, Early Intervention Lisa Pennington MS, MA, LPC
Deputy Director, Child Health Services Judith Kerr, MPH
Deputy Director, Family and Community
Supports

Twanna Nelson

 

 
Cultural Competency
Several methods are used to ensure that culturally competent approaches are used in service delivery across all
programs. MCH EPI routinely collects and analyzes data by race, ethnicity and income to assess health equity and
inform program activities. A bilingual interviewer is on PRAMS staff to ensure sufficient response rates from the
Hispanic population. MCH works closely with community leaders to plan service delivery programs, collaborate on
grants and implement culturally competent services that meet the unique needs of populations. In all MCH programs,
services and/or educational materials are provided in English and Spanish and include images representative of the
target community. The Oral Health program has bilingual staff that will provide outreach education targeted to
Hispanic children. The CMS program will arrange for the provision of oral language assistance, from language
interpreter and translation services, in response to the needs of Limited English Proficiency (LEP) and Sensory
Impaired (SI) individuals in both face-to-face and telephone encounters with CMS. The Child Health program
addresses cultural competency through partnering with the state Refugee Health Program and its case managers to
address cultures and languages, such as Arabic, Somali, and Swahili. In addition, on our various councils and
committees MCH strives to involve individuals representing the diversity of the community and encourages cross-
cultural dialogue.

III.C.2.b.iii. Title V Program Partnerships, Collaboration, and Coordination

Title V is heavily focused on collaborative partnerships and demonstrate strong commitment to coordinating with
others to address emerging and ongoing needs of MCH populations. Both formal and informal collaborative
relationships exist that support Title V work. Georgia maintains partnerships to build the capacity of MCH services in
the state.
 

MCHB Investments: Title V works collaboratively with other MCHB investments, including but not limited to: State
System Development Initiative (SSDI), Maternal, Infant, and Early Childhood Home Visiting (MIECHV), and Healthy
Start. 
Other Federal Investments: Title V receives other federal investments through CDC funding which includes PRAMS,
Oral Health and perinatal quality improvement, as well as USDA funded WIC and Health and Human Services funded
Head Start. Title V also works closely with Part C of IDEA and Early Hearing Detection and Intervention (EHDI)
Other HRSA Programs: District coordinators partner with Federally Qualified Health Centers.
State and Local MCH Programs: The state Title V program coordinates regularly with community organizations and
local health departments to implement activities. 
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Other programs within the State Department of Health: MCH partners with several other sections in DPH. MCH
partners with the Office of Women’s Health, Adolescent Health, Chronic Disease Prevention, Immunizations, Injury
Prevention, STD, and Vital Records.
Other governmental agencies: MCH has strong relationships with the Department of Community Health, Department
of Behavioral Health and Developmental Disabilities, the Division of Family and Children Services, Department of
Early Care and Learning and the Department of Education. 
Public health and health professional educational programs and universities: MCH frequently partners with Emory
University, Rollins School of Public Health, Georgia State, University of Georgia, Morehouse School of Medicine,
Mercer University, Valdosta State University and Augusta University. 
Others: MCH has a contractual relationship with RPC’s to meet the needs of the perinatal regionalization system.
GOGS is contracted to administer the MMRC. Relationships with Children’s Health Care of Atlanta and Augusta
University will be critical to addressing transition, as these sites have transition clinics that DPH has assisted in
establishing and promoting. Parent to Parent and GA-AAP are contracted to support services for CYSHCN. Emory
University conducts follow-ups for the Newborn Screening program. 
Title V Stakeholder Council: The MCH Advisory Council serves in an advisory capacity to MCH Title V Program;
monitors progress; and addresses specific MCH population needs for MCH populations. The MCH Section serves
as the lead agency for the Council. The Title V needs assessment and state action plan is the guiding document as it
relates to the ongoing work of the Council. The Council is comprised of a multidisciplinary team of professionals with
expertise in MCH.
 

III.C.2.c. Identifying Priority Needs and Linking to Performance Measures

Interface Between Needs Assessment Data, Priority Needs and National Performance Measures
 

Title V, NAW, and Promotion Evaluation and Performance staff reviewed all data from the quantitative and qualitative
analysis in order to select the potential priority needs for the state in the six population domains. Staff individually
indicated their top needs based on the data reports and then a consensus was developed across all members. They
were asked to primarily consider whether the data indicated an area of need, whether MCH had the capacity and
authority to address the need and if the need was measurable.
 

The individual rating tools were analyzed across the two groups to determine the highest rated priority needs in each
domain. The data and results from survey rankings were reviewed to assess consistency and confirm an area of
need. Needs were then aligned with a NPM when possible. The State Action Plan Chart was developed, and the
strategies were identified based on suggestions from the Stakeholder meetings, focus group findings and a review
of the evidence base for each NPM.
 

Eight priorities were developed with at least one priority for each population domain. Development of objectives and
strategies, alignment with NPMs, adoption of new state performance measures (SPMs), and the creation of
evidence-based strategy measures (ESMs) followed. During this process,10 NPMs and 3 SPM’s were selected to
address state needs. The final draft of the MCH Priorities and Associated Measures of the 2021-2025 State Action
Plan was developed and presented to the MCH Advisory Council.
 

With similarities to priorities from the 2016-2020 plan, these new priorities expand on previous work or focus on new
and emerging issues. Georgia adopted a stronger focus on innovative approaches, improving health equity, and
reducing social determinates of health. The table that follows compares the most common themes across all three
needs assessment data sources.
 

Relationship Between Priority Needs and Measures
The Georgia Title V Needs Assessment process focused on identifying and addressing issues at the state and local
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levels. The top state priority issues that most closely aligned with the national priorities and NPMs were selected.
 

Figure 4: Priority Needs and Associated Measures
Prevent Maternal Mortality (Domain: Women's Health)
NPM: 1: Well Women Visit (Percent of women, ages 18-44, with a preventive medical
visit in the past year)
Prevent Infant Mortality (Domain: Perinatal/Infant Health)

NPM 3: Risk Appropriate Perinatal Care (Percent of VLBW) infants born in a hospital
with a Level III+ Neonatal Intensive Care Unit)
NPM 4: Breastfeeding ((A) Percent of infants who are ever breastfed (B) Percent of
infants breastfed exclusively through 6 months)
NPM 5: Safe Sleep (Percent of infants placed to sleep; (A) n their backs; (B) on
separate sleep surface; and (C) without soft objects and loose bedding)
SPM 1: Reduce the rate of Congenital Syphilis
SPM 2: Reduce Infant Mortality in the Black Population
Promote Developmental Screenings Among Children (Domain: Child Health)

NPM 6: Percent of children, ages 9 through 35 months, who received a developmental
screening using a parent-completed screening tool in the past year
Increase Bullying and Suicide Prevention
NPM 9: Percent of adolescents, ages 12 through 17, who are bullied or who bully
others

Increase the number of children, Both With and Without Special Health Care Needs,
Who Have a Medical Home (Domain: CYSHCN)
NPM 11: Percent of children with and without special health care needs, ages 0
through 17, who have a medical home
Improve Systems of Care for CYSHCN
NPM 12: Percent of adolescents with and without special health care needs, ages 12
through 17, who received services necessary to make transitions to adult health care
Promote Oral Health Among All Populations (Domain: Cross-Cutting)
NPM 13.1: Percent of women who had a preventive dental visit during pregnancy
NPM 13.2: Percent of children, ages 1 through 17, who had a preventive dental visit in
the past year
Increase Father Involvement Among All MCH Populations (Domain: Cross-Cutting)
SPM 3: Percent of Fathers who reported increase in knowledge using 24/7 Dads®
curriculum in Georgia Home Visiting Program sites
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$17,267,095 $16,870,802 $16,966,578 $16,928,422

$114,351,317 $110,765,452 $111,754,674 $113,240,452

$0 $0 $0 $0

$147,350,720 $149,036,298 $167,447,415 $155,458,036

$9,133,503 $6,662,232 $8,425,409 $5,824,514

$288,102,635 $283,334,784 $304,594,076 $291,451,424

$33,098,697 $36,589,422 $34,857,870 $33,367,812

$321,201,332 $319,924,206 $339,451,946 $324,819,236

$17,154,058 $17,153,951 $17,412,396

$112,090,944 $114,368,375 $113,196,297

$0 $0 $0

$164,161,576 $158,710,749 $165,676,651

$6,857,920 $7,378,500 $6,087,139

$300,264,498 $297,611,575 $302,372,483

$33,901,215 $34,776,278 $35,139,766

$334,165,713 $332,387,853 $337,512,249

III.D. Financial Narrative

2017 2018

Budgeted Expended Budgeted Expended

Federal Allocation

State Funds

Local Funds

Other Funds

Program Funds

SubTotal

Other Federal Funds

Total

2019 2020

Budgeted Expended Budgeted Expended

Federal Allocation

State Funds

Local Funds

Other Funds

Program Funds

SubTotal

Other Federal Funds

Total
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$19,811,036

$109,975,740

$0

$165,826,555

$6,578,000

$302,191,331

$35,533,337

$337,724,668

2021

Budgeted Expended

Federal Allocation

State Funds

Local Funds

Other Funds

Program Funds

SubTotal

Other Federal Funds

Total
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III.D.1. Expenditures

FY 2019 Annual Report Expenditures

Georgia’s Maternal and Child Health State and Federal funds are allocated based on priority needs to be identified through
the Maternal Child Health Block Grant (MCHBG) development process. This process includes reviewing health status and
outcomes for women and children, projecting future needs and assessing current capacity/infrastructure. As part of the
Georgia Department of Public Health’s budget process, recommendations are made for funding levels for services to
women, infant and children. 

The MCH Block Grant funding and expenditures for FY 2019 is based on actual expenditures and supported data.
Expenditures are reported out of PeopleSoft Financials and Uniform Accounting System (UAS), to ensure compliance

requirements are met such as:

 

MCH Program staff meets with local public health districts, to conduct monthly, quarterly calls, and site visits to

ensure local public health districts are spending funds accordingly, to federal, other, or state requirements.

Funds are allocated to the local public health districts based on Performance Measures, Data and Allocation

Formula Methods to ensure compliance requirements are met.

Local Public Health Districts are required to submit monthly and quarterly reports to State Program Managers to

ensure oversight of expenditures such as:

Referral Log, Outreach Log, Patient Benefit Log, Specialty Clinic report, Preventive Participant Report,

Data Report, Statistical Reporting, Programmatic Report and Satisfaction Survey for all patients receiving

telemedicine services.

 
The total FY 2019 Federal-State Title V Block Grant Partnership Annual Report expended $297,611,575 and the Georgia
Maintenance of Effort (MOE) sustained the level of $36,079,622. The FY 2019 State MCH Budget /Expenditure Grand total is
332,387,853. (See Form 2 line 11)
 
The Federal MCH Block Grant funding supports the activities within Division of Health Promotion, which administers the
MCH Services Title V Block Grant: MCH, Women’s Health, and Oral Health Programs. Program Partnership with Division of
Health Protection: Injury Prevention, Adolescent Health, Epidemiology programs.
 
Federal MCH Block Grant Annual Report: The Title V funding focused on the priority need of the following

programs: 

 

Women’s/Maternal Health: The program continued to focus on improving access to health care, including access

to the most effective forms of contraceptives; and preconception health to promote women's health prior to

pregnancy and strategies to reduce maternal mortality. MMRC direct and lead initiatives to impact maternal birth

outcomes. Centering Pregnancy empowers patients, strengthens patient/provider relationships, and builds

communities through health assessment, interactive learning, and community building. Improve birth outcomes and

decrease preterm birth rates through the implementation of a Centering Pregnancy Model Program. Women’s

Health provided oversight and management of the NAS surveillance process in close collaboration with MCH EPI

and birthing hospital staff.

Infant Mortality: The program aims to assure pregnant women in Georgia every opportunity to access

comprehensive perinatal health care services appropriate to meet their individual needs.

Oral Health: The program participated in a work groups and campaign promotion to improve oral health access and

care for pregnant women in Georgia through the HMHB.

Injury Prevention/Safe Sleep: The program developed and implemented the “Safe Infant Sleep to support

hospitals in their efforts to educate families about safe sleep practices and provide education materials throughout
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the state. Injury prevention provision of general support to local coalition in helping promote safe and injury free

lifestyles and behaviors.

Family and Community Support -Home Visiting: The program strengths-based, family-centered support

strategies that give pregnant women and at-risk families with children from birth until kindergarten entry the

resources and skills they need to raise children who are physically, socially, and emotionally healthy and ready to

learn.

Refugee Health: The program promotes the physical, mental, and social well-being of all newly arriving refugees in

the state of Georgia, which helps to ensure that refugees receive adequate healthcare.

Child Health: Children 1st serves as the single point of entry to child health services through DPH connecting

children and families with public health and other prevention-based programs and services. Children 1st aims to

identify all children ages birth to five who are at risk for poor health and development. The EDHI program maintains

and support a comprehensive, coordinated, statewide screening and referral system promoting hearing screening

and appropriate follow-up for all newborns through education, technical assistance and training regarding

implementing and maintaining a quality newborn hearing screening program.

MCH Epidemiology: The section carries out several activities to identify diseases and describe health conditions,

assess the health of Georgians, and develop recommendations to control diseases and improve the overall health

status in the state. conduct data analyses and disseminate information from surveillance systems, monitor and

investigate reports of unusual health conditions and conduct active and passive surveillance to detect diseases and

adverse health conditions.

Georgia Shape/Child Health and Wellness: The program has served statewide coalitions, and annual events as

the agency’s child health and wellness program. Also, provides technical assistance and funding through various

partnerships.

Fatherhood Initiative: The program developed the initiative with the goal to create strategies that increase

awareness and advocacy across intra and inter-agency partners, creating a culture of inclusion for fathers across

the state. The program continues to increase father engagement and involvement in MCH programs through

capacity building, collaboration, coordination, and providing resources to encourage father inclusion.
Suicide Prevention: The program contracted with SPAN-GA to implement the Sources of Strength wellness

program within several of Georgia’s middle and high schools. The program address awareness and education

surrounding mental health and suicide also took place through the engagement of community and family members.

Children with Special Health Care Needs: Enhancing the system of care for youth and young adults transitioning

from pediatric to adult care as well as for families with CYSHCN to access timely pediatric medical care in rural

areas of the state are priority areas for the CMS program. CMS partners with primary care providers, pediatric sub-

specialists, healthcare vendors, state agencies and community-based resources to coordinate timely access to

health care services and supports for eligible CYSHCN and their families. CYSHCN programs partner with health

care providers and community-based resources to coordinate pediatric specialty and therapeutic care for CYSHCN

and their families.

 
FY19 Title V 30/30/10 requirement expended $17,153,951. Of this amount follows: (See Form 2 lines 1A-1C):

Preventive and Primary Care for Children 30%: $5,411,961 (31.5%)

Children with Special Health Care Needs 30%: $6,618,805 (38.5%)

Title V Administrative Costs 10%: $988,015 (5.8%)

 

Types of Service Federal: (Form 3b Federal)  

Direct Services: $5,882,219    

Enabling Services: $4,782,747

Public Health Services and System: $6,488,985

 

Types of Service Non-Federal: (Form 3b Non-Federal) 
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Direct Services: $34,531,346    

Enabling Services: $71,786,687

Public Health Services and System: $174,139,591

 
The State MCH Funds expended $114,368,375 exceeding the State required match of $12,865,463 for FY 2019 MCH

Federal Allocation of $17,153,951. In addition to the required match for the MCH Block Grant - additional State Funds are
used to support MCH programs and partnership activities in the MCH Population Domains: Women/Maternal Health, Child
Health, Children 1st, Adolescent Health, Immunizations, GA Shape, Oral Health, Early Brain Development, Refugee Health
and Children with Special Health Care Needs. (See Form 2 line 3)
 
The Other Funds expended $158,710,749; funds were used to support: (See Form 2 line 5)

Six Regional Perinatal Centers (RPC), to provide advanced care for high risk mothers and infants.

AMCHP Developmental Data Monitoring Within the State System.

Reimbursement of Babies Can’t Wait Special Instruction Services: support the need of Part C Early Intervention to

provide coordination, comprehensive and integrated system of services for infants and toddlers with special needs,

birth to 3 and their families.

Georgia Newborn Screening: The program comprised of six major components to ensure every newborn receives

adequate screening for these 35 conditions and infants that screen positive for a condition receive appropriate and

timely follow up such as: Education, Screening, Follow-up,  Medical Diagnosis, Management and Evaluation.

Partnership with Immunization Vaccines for Children (VFC) program, which is used to fund infants less than 1 and

children 1-22.

 
The Program Income expended $7,378,500, this income is derived from Medicaid Perinatal Case Management, Medicaid

DSPS earnings, Family Planning Fees, Private Insurance, Health Check earnings and Outpatient Client Fees, for services
provided to Pregnant and Postpartum Women, Preventive and Primary Care for Children and Reproductive Health Services
to Women. The expenditures are tracked and monitored through the Uniform Accounting System (UAS) monthly/quarterly.
The UAS data reports are reviewed quarterly for annual reporting.  (See Form 2 line 6)
 

The Other Federal Funds expended $34,776,278 this amount represents the variation of federal funds managed under the

Title V Administrator. These funds are used to support the need of preventing, promoting, and improving children and youth
with special health care needs and pregnant women, mothers, and infants.

 

Other Federal Funds consist of:

Temporary Assistance for Needy Families (TANF)

Maternal, Infant and Early Childhood Home Visiting Program (Innovation)

Maternal, Infant and Early Childhood Home Visiting Program (Formula)

Georgia Perinatal Quality Collaborative Grant (GaPQC)

Universal Newborn Hearing Screening (UNHS)

Georgia Early Hearing Detection and Intervention (EHDI)

Preventive Health Services Block Grant (PHHS)

Georgia's Project LAUNCH

Infants and Toddlers with Disabilities (Part C)

Georgia Oral Health Prevention Program

Integrated Food OMH
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III.D.2. Budget

FY 2021 Application Budget

The Georgia Department of Public Health has a system of accountability to monitor the allocation and expenditures of funds
provided to local health districts. The department utilizes the computer program systems such as: PeopleSoft Financials
and Uniform Accounting System (UAS), where state and local health districts' administrative personnel input budgets (funds
that are allocated by programs such as Children with Special Health Care Needs) and expenditures. The Maternal and Child
Health Section of the Georgia Department of Public Health administers audits, monitor programs monthly/quarterly and
provides technical assistance when needed.

The Federal-State Title V Block Grant Partnership total for FY 2021 is $302,191,331. Of this amount, MCH expects to fund

the FY 2021 budget from 6% Federal MCH Block Grant, 36% from State MCH Funds, 55% from Other Funds and 2% from
Program Income. Georgia’s total Maintenance of Effort (MOE) from 1989 is $36,079,622.  As shown on Form 2, MCH effort
far exceeds the Match and MOE requirements. The total FY 2021 State MCH Budget Grand Total is $337,724,668 (including
the Other Federal Funds in the total budget).                                                         .                                                                      
             
The FY2021 Federal Application request amount is $19,811,036. The required State Match for Georgia is $14,858,277,
which includes federal earmarked for Preventive and Primary Care for Children and Children with Special Health Care
Needs.
 

FY 2021 Federal MCH Block Grant 30%-30%-10% requirement:  

Preventive and Primary Care for Children is budgeted for: $6,575,638 (33.1%)

Children with Special Health Care Needs is budgeted for $7,512,066 (37.9%)  

Title V Administrative Cost is budgeted for $1,561,557 (7.9%)

All Others is budgeted for $4,161,775  

 

MCH Populations:

Pregnant Women: Title V is used in this area for Women’s/Maternal Health Services providing access to high-quality

perinatal care to Georgians as we recognize that there is a direct relationship between perinatal birth outcomes and the
quality of health care services.

Centering Pregnancy program will continue to support public health districts in their goal to provide Centering Pregnancy
services to women in the community.

Maternal Mortality Review Committee (GA MMRC) to reduce the Maternal Mortality rate and identify pregnancy-associated
deaths (deaths during or within a year of pregnancy).

Neonatal Abstinence Syndrome (NAS) and Centering Pregnancy services to decrease the rate of preterm and low weight
babies, increase breastfeeding rates to lead to better pregnancy spacing in Georgia.

Family and Community Support -Home Visiting the program gives pregnant women and families, particularly those
considered at-risk, necessary resources and skills to raise children who are physically, socially, and emotionally healthy and
ready to learn.

Infants Less Than 1 Year Old: Title V-leveraged services for this population include: Infant Mortality, Maternal Mortality,

Neonatal Intensive Care Unit (NICU) Benefits and Administration - 6 tertiary centers statewide which provide clinical care
and education services for high risk newborns, education and the prevention of Sudden Infant Death Syndrome (SIDS) and
Other Infants Deaths (OID). Georgia Newborn Screening (NBS) Program and Epidemiology provides data and surveillance
for MCH programs.
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Children 1-22 Years Old: Children1st facilitates early identification of at-risk children and links them with early interventions

services, as well as other public health services and community-based resources. The Oral Health Program contract with

Richmond County Board of Health to provide dental services to mothers and children in the Augusta Health District and to

provide training opportunities for pediatric dental residents in a mobile clinic environment.

The Injury Prevention program is committed to define the problem, identify risk and protective factors, develop and test
prevention strategies, and assure widespread adoption of proven injury prevention principles and strategies as it relates to
areas: Suicide Prevention Program SPAN-GA and Safe to Sleep programs.

Child Occupancy Safety Program (COSP) Motor vehicle related injuries continue to be a leading cause of death for children

under 14 years of age. The Child Occupant Safety Project, utilizing local partners, conducted monthly education classes to

train caregivers on proper use and installation of child safety seats.

Children with Special Health Care Needs (CSHCN): Children Medical Services provides care coordination, early and

continuous screening for children with special health care needs and other needed medical/health services for eligible
children and their families.

Federal MCH Block Grant Budget:

Other Federal Funds Budget:

Other Funds Budget:
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III.E.2. State Action Plan Narrative Overview

III.E.2.a. State Title V Program Purpose and Design

The Title V MCH program is committed to providing a foundation for family and community health across the state
and in improving quality health care services for Georgia’s families. Georgia utilizes multiple resources to design the
state’s Title V MCH program to address the nine priority needs which includes a variety of evidence-based and
evidence-informed strategies. The life course perspective is used as a framework to conceptualize health and health
disparities and guide improvements with emphasis on early determinants of health and the need for integration
within structural, social, and cultural contexts. All activities within Georgia’s Title V program connect to selected
NPMs, SPMs, and ESMs.
 
Title V MCH program’s success to improve health outcomes relies on leveraging extensive statewide partnerships.
The Title V program staff lead multiple stakeholder groups that address both internal and external MCH
programming. A Title V MCH Advisory Council was formed to contribute to the development of Title V plans, assist
with assessment of needs, prioritization of services, and establishment of objectives for MCH programs. In addition
to maintaining close relationships with public health districts, MCH partners with over 100 external stakeholders
including Georgia’s Hospital Association, Georgia’s American Academy of Pediatrics, Georgia’s Academy of
Family Physicians, and Georgia’s Obstetrics and Gynecological Society. These advisory councils, workgroups, and
consumer engagement opportunities provide stakeholder perspective on policy issues and approaches for defining
problems and possible solutions.
 
Title V implements the core public health functions of assessment, assurance, and policy development. The five-year
needs assessment was conducted utilizing a life course perspective intentionally engaging with MCH partners and
stakeholders. Title V addresses national and state performance measures through strategic coordination of efforts
with partners and stakeholders to improve health outcomes for all MCH populations.
 
Family centered care is a priority and families and consumers are recognized as valued partners in making
significant change in performance measures. The Title V Children’s Medical Services (CMS) program identified
areas of opportunity to strengthen the core principles of family centered care with an emphasis on engagement and
leadership for families. A Family Engagement Learning Community (FELC) was developed with care coordinators
serving families across the state with the goal of building a sustainable model for ensuring family partnerships in the
CMS program. The FELC is providing a greater understanding of the importance for families as partners and
providing the skills to establish and maintain authentic engagement with families. Title V aims to assess MCH
programmatic support of family engagement activities. To illustrate the value of family engagement, Title V and
CYSHCN program staff presented posters at the 2019 Annual AMCHP Conference on Family Engagement in
Georgia’s Maternal and Child Health Title V Programs and Strengthening Family Engagement Through
Workforce Development: Utilizing Communities and Quality Improvement Strategies for the Children’s Medical
Services Program. Title V continues to assess the measures MCH programs utilize to support family engagement at
state and district levels illustrating the level of engagement for each part of the family engagement framework.
 
To engage fathers and strengthen family partnerships, Georgia continues to participate in a pilot study of the first
Pregnancy Risk Assessment Monitoring System (PRAMS) for Dads during the perinatal period. The study is the first
surveillance system of new fathers, developing and piloting questions for PRAMS for fathers in Georgia. Title V
recognizes that improved outcomes in infants and children are related to father involvement and has focused efforts
to improve fatherhood involvement within the public health districts and home visiting sites.
 
Title V MCH programs develop and implement programs and initiatives that address the core functions of
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assessment, assurance and policy development. Title V will continue developing partnerships, identifying new
stakeholders and working toward collective impact through new and existing partnerships that support the goals of
the Title V Block Grant. Georgia Title V strives to improve the health of all MCH populations and meet the objectives
outlined in the State Action Plan.
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III.E.2.b. Supportive Administrative Systems and Processes

III.E.2.b.i. MCH Workforce Development

The Health Promotion Administration Unit is responsible for DPH MCH workforce development strategies that
ensure recruitment and retention of qualified staff, training and professional development for employees and
strategic staffing structures that maximize funding resources. DPH MCH acknowledges the candidate driven job
market and continues to utilize the latest recruiting strategies including social recruiting, employer branding and
candidate experience. DPH MCH has 97% of positions filled including all program director and manager positions.
The MCH leadership staff is comprised of the following individuals:
 
LaToya Osmani, MPH serves as the Director of the Division of Health Promotion. She is a member of the DPH
Executive Leadership Team and is responsible for providing leadership to the MCH Section, Supplemental Nutrition
Program for Women, Infants, and Children (WIC), and cross cutting programs: Oral Health, Early Brain Development,
and Georgia SHAPE. She has over twenty years of experience in public health ranging from the federal, local, non-
profit, private and global arenas. In addition to her public health administrative experience, she is skilled in
informatics, business analysis and has taught public health. Leveraging her knowledge of public health enterprise,
Ms. Osmani has supported and aligned teams to streamline processes and increase efficiency to strengthen public
health programs and services.
 
Jeannine Galloway, MPH is the MCH Director overseeing programs and services related to early intervention,
children and youth with special health care needs, fatherhood and maternal and infant health.  In addition, she serves
as the Director for the Title V Block Grant. Ms. Galloway has over 15 years of experience in public health increasing
funding, partnerships, and programs with federal, state and non-profit organizations. Her experience includes
creating, disseminating and evaluating national and state interventions. 
 
Paige Jones is a Deputy Director managing the Title V block grant. She has over 27 years of MCH experience
developing, managing and directing both public health, Medicaid and non-profit care coordination programs. Ms.
Jones is responsible for the coordination of the Title V Block Grant, Five-year Needs Assessment, and the Improving
Birth Outcomes Initiative. Ms. Jones also directed evidence-based home visitation programs, developed a
fatherhood initiative and led collective impact efforts.
 
Diane Durrence, MPH, MSN, APRN is the Chief Nurse and lead over the DPH Nursing Program. Ms. Durrence
provides leadership to the Women’s Health Program, with responsibility for programs and initiatives that impact
maternal health outcomes, as well as other women’s health initiatives. She has over 25 years of public health
experience in clinical services and program management.
 
Lisa Pennington MS, MA, LPC is a Deputy Director managing the Early Intervention unit. She has over 27 years of
Part C experience, conducting assessments and providing administrative guidance and oversight. Ms. Pennington
also has direct service experience working in private practice providing behavioral health treatment services to
children, adolescents and adults. She responsible for overseeing child health programs and initiatives including:
Babies Can’t Wait Program, Children’s Medical Services, the Georgia Autism Initiative and Children’s Medical
Services.
 
Sharifa Peart, MPH is the Children and Youth with Special Health Care Needs (CYSHCN) Program Director and
supervises the Children Medical Services Program, Health Check and the Autism Initiative. She has been with the
DPH MCH Section since 2012 and has experience in health care transition, telemedicine expansion, care
coordination, physician engagement, family satisfaction, and child health referral systems. Ms. Peart was accepted
into the 2019-2020 Georgia Leadership & Education in Neurodevelopmental Disabilities (GaLEND) interdisciplinary
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training program for future professionals, disability advocates, and family members. 
 
Judith Kerr, MPH, is a Deputy Director managing the Child Health Services unit that includes Newborn Screening,
Early Hearing Detection and Intervention, Children First and 1st Care programs, as well as the Help Me Grow
initiative. She has worked with DPH screening programs since 2015, increasing hospital and physician engagement
with child health screening programs and revising referral policies and protocols. Prior to this role, Ms. Kerr served
as a program manager for a charitable clinic where she led the expansion of pediatric vision clinics for underserved
populations.
 
Twanna Nelson is a Deputy Director managing the Family and Community Supports unit that includes the Maternal
Infant and Early Child Home Visiting (MIECHV) activities for the agency, the Fatherhood Initiative aimed at ensuring
public health programs and external partnering agencies are intentionally involving fathers in programs and services;
and the Healthy Start initiative funded by HRSA with the purpose of lowering risk factors associated with preterm
birth, low birth weight, infant mortality and poor developmental outcomes.
 
Adam Barefoot DMD MPH, is the Director of Oral Health managing the State Oral Health Program including grants,
contracts, budgeting, staffing, partnerships, and strategic programmatic objectives and activities. He helps facilitate
oral health literacy awareness, education, school based oral health prevention programs, community fluoridation
systems, oral health surveillance, and direct provision of clinical services throughout the state public health districts. 
 
Valerie Newton-Lamb, MSHA is the Director of Administration for the Division of Health Promotion. She has over 20
years of experience in public health and healthcare administration managing complex, large scale operations.  Ms.
Newton-Lamb is responsible for Workforce Management, QI/Process Improvement and Communications, Planning
and Partnerships within the Health Promotion Division.
 
Debra Chapman is the Fiscal Director for the Division of Health Promotion. She has over 20 years of experience in
public health managing budgets. Her areas of responsibility are financial services, monitoring budget expenditures,
preparing district budget and financial reports and grants and contracts. Ms. Chapman provides information and
serves as a resource to others; achieving defined objectives by planning, developing, implementing and maintaining
services in compliance with established guidelines; and serving as a member of the leadership team.
 
The MCH Family Support Coordinator, a CYSHCN parent, provides support and guidance to state and local district
BCW and CMS staff by developing and promoting opportunities to engage families, establish partnerships with
community stakeholders, and facilitate resolutions to family concerns. Title V programs would not function without the
support of a dedicated team of epidemiologists (Epi) data analysts and program evaluators for data supports and
program evaluation.
 
Ongoing workforce development for staff includes formal professional development, leadership training, cultural
competency and family engagement training. Several months before the COVID-19 pandemic, DPH rolled out
Brainstorm Quick Help, a new learning platform. The platform surveys staff and customizes learning based on job
title, work style, skill level, and interests. It also outlines a personalized skill path based on survey feedback. The
coursework in Quick Help was pivotal in preparing staff for efficient telework and virtual team operations.
 
The Division of Health Promotion promotes horizontal/lattice approach development opportunities to provide a non-
linear path for professional growth, acquisition of new skills rather than hierarchical job titles, create value for staff by
increasing knowledge and provide multi-directional career opportunities with wider prospects for job opportunities.
The horizontal approach for career development contributes to a well-skilled, diversified team, well-rounded senior
leaders who have more insight into several different business units across an organization, greater opportunity to
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explore interests within the organization and across different departments and encourage employee retention across
organizations.
 
The Division of Health Promotion continued workforce initiatives that focused on workforce training that supports
MCH strategies in home visiting and early brain development.
 
The Family and Community Supports program completed the following efforts:
 

Ninth annual Georgia Home Visiting Institute day of training for 277 home visitors; DPH sponsored the training

in partnership with United Way of Greater Atlanta and planned by the Home Visiting Professional Development
Work Group.
Worked with MCH Communications to finalize development of home visiting career kit consisting of home
visiting brochures and postcards, pens, first aid kits, cell phone card holders, bookmarks and lip balm.
Spoke to over 256 college and technical school students about home visiting through nine in-class
presentations, five career fairs, and visited 60 colleges and technical schools

Awarded eight additional Child Development Associate scholarships to home visitors
University of Georgia J.W. Fanning Institute has conducted two Home Visiting Leadership Academy webinar
sessions, two leadership webinars for home visitors and First Steps Coordinators and two in-person Home
Visiting Leadership professional development workshops
Developed and distributed a professional development survey to all home visitors and program managers to
better assess training needs and priorities

 
The Early Brain Development and Learning Acquisition program facilitated several initiatives on Early Brain
Development. Talk With Me Baby™ is a partnership of organizations that are committed to ensuring that every
newborn in Georgia receives essential language nutrition and has the opportunity to reach their full potential.
Together, these partners targeted the large-scale workforces that already interacted with new and expectant parents
(nurses, WIC nutritionists, early learning educators, obstetricians, pediatricians, foster parents, home visitors, etc.).
The focus is on preparing these employees to coach families on how and why they should provide their babies with
the “language nutrition” they need to support early brain development. Over 8,000 people across various workforces
have been trained in the Talk With Me Baby curriculum.
 
DPH’s Applied Learning Program’s efforts to bolster the future of the public health workforce includes ongoing
student internships. The DPH Health Promotion Division was chosen to serve as a Public Health Associate Program
(PHAP) host site as an additional effort to build the next generation of public health professionals. DPH will host
PHAP associates for a two-year training program which will include a rotation through MCH, WIC and cross cutting
programs within the agency. DPH will continue to foster a learning environment and culture to support the efforts of
DPH to build a workforce capable for accomplishing the mission of public health as well as meet the mission of the
Title V MCH Block Grant.
 
Several methods are used to ensure culturally competent approaches are used in service delivery across all
programs. MCH EPI routinely collects and analyzes data by race/ethnicity and income to assess health equity and
inform program activities
MCH works closely with community leaders to plan service delivery programs, collaborate on grants and implement
culturally competent services that meet the unique needs of populations.
 
As the MCH Section Chair of the Georgia Public Health Association (GPHA), the MCH Director provides learning
opportunities for MCH professionals and students through quarterly webinars and newsletters. Webinars were
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provided on Georgia’s Cross-Agency Child Data System housed in the Department of Early Learning and Care and
the Georgia System of Care Plan to Help Address Mental and Behavioral Challenges of Children hosted by the
Georgia Health Policy Center. The importance of Stakeholder Engagement in the Title V Five-year Needs
Assessment was presented at the 2019 GPHA Conference. Future webinars will be presented focusing on MCH
data and other MCH topics of interest.
To strengthen and enhance leadership skills, the MCH Director participated in AMCHP’s New Directors Leadership
Lab. The MCH Director participated in a ten-month program providing an opportunity to increase knowledge related
to key MCH and leadership topics.
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III.E.2.b.ii. Family Partnership

Families and consumers provide knowledge and insight to state programs and staff, as well as suggestions on how
to make positive changes for the MCH populations. The Title V program provides opportunities for meaningful
engagement at varying levels of involvement and intensity to fit the needs of consumers and families.
 
MCH has an understanding and appreciation of the benefits that come from collaboration with families and program
participants. Promoting and strengthening family partnerships remains a key priority and area of focus. Families
bring valuable input and perspective including the knowledge of their family strengths and individual needs to inform
program development and priorities. Promoting a holistic, culturally relevant approach to health and wellness for all
families and children, including those with special health care needs, keep families at the center of public health care
practice, policy, and research.
MCH fosters a “Culture of Family Engagement” in all aspects of program planning, implementation and evaluation
and adheres to the Multidimensional Framework for Patient and Family Engagement in Health and Health Care
(Carmen et al. (2013)) to measure, monitor and evaluate MCH’s levels of family engagement across a continuum.
Families, interns, and community partners are included alongside MCH staff in training, quality improvement
initiatives, block grant development and review, workforce development, and policymaking. Families and partners
also serve on the MCH Advisory Council, and as part-time and full-time staff.
 
MCH programs focus on activities engaging families to participate in special projects to increase engagement at the
organizational design and governance level of the Family Engagement Framework. MCH programs are dedicated
and engage with families through the following activities:
 
Fatherhood Initiative: The Family and Community Support Team’s Strong Fathers Strong Families Initiative engages
fathers to improve health outcomes for children.
 
CYSHCN Family Engagement Learning Collaborative (FELC): The CYSHCN Director and Family Support
Coordinator lead a FELC to assist district level CYSHCN coordinators to intentionally and effectively increase family
engagement at the local level.
 
Early Hearing Detection and Intervention Learning Community (EHDI): The EDHI Learning Community trains
providers on 1-3-6 follow-up, care coordination and provider and family engagement. The community consists of a
parent of a child identified as deaf or deaf and hard of hearing, a family physician, an early interventionist, a state
early care and learning program representative, and an audiologist.
 
Atlanta Healthy Start Initiative Community Action Network (CAN): Title V and Women’s Health Staff participate in the
Atlanta Healthy Start CAN with other community partners, family and healthcare organizations to conduct a
community learning collaborative focusing on Maternal Mental Illness.
 
Georgia Perinatal Quality Collaborative (GaPQC): Family Leaders participate in the GaPQC Health Equity
Subcommittee.
 
Centering Pregnancy: Pregnant women of diverse backgrounds and ages act as peer mentors during facilitated
discussions by a medical professional at prenatal visits.
 
Adolescent Health: Youth are invited to participate in a development program that consists of leadership
development, teen-dating violence prevention, team building, and building self-esteem and self-confidence.
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Oral Health: The Oral Health program partners with the community for oral health events including churches, Special
Olympics, Head Start, Easter Seals, CYSHCN (BCW, CMS), daycares and preschools.
 
Newborn Screening (NBS)
NBS Family representatives attend the semi-annual Newborn Screening and Genetics Advisory Committee
(NBSAC) meetings to present and testify the impact of newborn screening on saving lives and changing outcomes
for children with heritable conditions. The NBSAC is composed of parent representative organizations, Parent to
Parent of Georgia, Hands and Voices, PKU Alliance and the Sickle Cell Foundation of Georgia. A Family Leader led
the review work group during the year.
 
Family and Community Supports
Family and Community Supports lead the Continuous Quality Improvement (CQI) project which focuses on family
engagement. The mission of the CQI plan is to facilitate the provision of high-quality, evidence-based family support
services to at-risk families and children, prenatally up to age five.
 
Babies Can’t Wait
Local BCW Programs participate in outreach activities and partner with local organizations to share educational
materials. Some districts participate in the CMS FELC whose activities include play groups, CYSCHN sports
events, Special Needs Prom, P2P Health and Education Trainings and Workshops, Family Fun Days, Community
Lunch & Learns. Families participate in quarterly State Interagency Coordinating Council (SICC) and Local
Interagency Coordinating Council (LICC) meetings. Karen Lewis is the current SICC chairperson. Ms. Lewis is a
longtime MCH family leader whose child was a participant in MCH’s BCW early intervention program. Through
continued engagement, training and support, Ms. Lewis has increased in leadership capacity and effectively serves
in the highest leadership role for the council.
 
Children’s Medical Services (CMS)
CMS expands family engagement through workforce development and community partnerships. Opportunities
include the FELC that provides a platform for local district CMS programs to engage with and develop parent
leaders.
 
Input from families and youth is essential for improving outcomes in all MCH populations. Efforts to increase capacity
within MCH to implement, support, scale-up and sustain quality family engagement will continue. Additionally, MCH
continues to work with partners and stakeholders to identify opportunities for family partnerships, improve systems to
reduce barriers to family engagement, encourage capacity in the workforce to encourage meaningful family
participation, and identify outcomes for successful family professional partnerships in all systems. New initiatives will
target increasing engagement on the policy level and continue to intentionally plan activities to include family and
partner engagement and evaluate activities for effectiveness.
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III.E.2.b.iii. States Systems Development Initiative and Other MCH Data Capacity Efforts

DPH is a Tier Two site for the States Systems Development Insurance Initiative (SSDI) project period, December 1,
2017 through November 30, 2022. Georgia proposed to build and expand state data capacity, develop and use data
linkages among key MCH datasets and enhance DPH surveillance systems that address the data needs related to
emerging MCH issues; particularly infant health (e.g., NAS and Zika-related birth defects). Achieving the proposed
objectives will enable Georgia to better measure multiple Title V Minimum/Core Indicators. Anticipated outputs of the
proposed activities address most of the HRSA-identified Tier Two program outcomes. Through collaborative efforts
the MCH program and the MCH Epidemiology program developed analysis plans and disseminated the subsequent
data analyses, aiming to use SSDI funds to better guide policy and programmatic direction within MCH.
 
DPH activities align with the primary purpose of SSDI to develop, enhance, and expand state and jurisdictional data
capacity for needs assessment and performance measure reporting. MCH Epidemiologist (EPI) worked closely with
the Women’s Health team to include family planning data in the State Electronic Notifiable Disease Surveillance
System (SendSS) to allow accessible and timely data to MCH EPI and program staff. MCH staff will be able to
improve program evaluation activities as automated reports will be created within SendSS. An Infant Health EPI was
hired to support MCH EPI’s capacity to conduct analyses specific to relevant Title V indicators. Through routine and
ongoing meetings with MCH, analytic plans are developed to serve as a foundation that informs programmatic
direction with data linkages established to better guide programs and also provide information that increases the
ability of the program to assess, plan, implement, and/or evaluate efforts.    Analytic plans will be developed to serve
as a foundation to inform programmatic direction. This will increase the ability to assess, plan, implement, and/or
evaluate program efforts. MCH EPI staff responsible for implementing data linkages will also increase their capacity
to perform data linkages through trainings. By establishing and maintaining surveillance systems relevant to
emerging MCH issues and performing data analyses for the corresponding programs, MCH EPI can enhance
MCH’s understanding of the burden and underlying dynamics of emerging MCH issues.
 
Prior to being awarded the current SSDI grant, DPH had ongoing surveillance efforts for NAS and birth defects
related to the Zika virus. Improving both surveillance systems will enable MCH EPI to effectively identify cases and
guide programmatic decision making around each health area. Infants with a Zika-related birth defect will be linked
to relevant medical and early intervention services. Data related to this surveillance effort will inform state and
national level recommendations for this population.
 
To meet the goal of building and expanding state data capacity to support Title V Block Grant activities, the SSDI
current fiscal year funds are being used to: 1) facilitate direct access to women’s health data, 2) fund an
epidemiologist focused on infant-related morbidity and mortality, and 3) to create an analysis plan to meet Title V
data needs. To date, the Infant EPI has been performing infant health-related analyses that MCH EPI did not have the
capacity to previously perform. MCH EPI successfully developed the centralized information system to store DPH
Family Planning data that is easily downloaded for analysis and has several analyses available for MCHP staff to
use to evaluate performance. This Family Planning Portal has allowed for more timely access to the data, while also
making basic analyses available more quickly for the non-epidemiology staff. Over the current fiscal year, this
centralized information system will be maintained and modified to increase the capacity to produce ad hoc reports
(e.g., quarterly and annual TANF reports, Long Acting Reversible Contraceptive reports, health district level
services). The periodicity of the data has already been increased to monthly availability or requisite data, while the
lag time for accessing and analyzing the Georgia Hospital Discharge Data (GHDD) - a core MCH dataset - has
decreased. GHDD is now able to be received quarterly, a quarter after the last month in a quarter. MCH EPI
processes the quarterly data to perform surveillance on severe maternal morbidity for participating hospital facilities.
This effort supports GaPQC, which aims to reduce the burden of obstetric hemorrhage and severe hypertension
among delivering women in Georgia. To date, facility-specific quarterly data reports have been provided to hospitals
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participating in each Alliance for Innovation on Maternal Health bundle for the last six quarters.
 
To meet the goal of advancing the development and utilization of linked information systems among MCH datasets,
the SSDI current fiscal year funds are being used to: 1) develop a plan to implement annual data linkages that fill
existing gaps in the ability to assess indicators from the Minimum/Core dataset and 2) perform the annual data
linkage. To date, enhanced data linkages have assisted in improving the quality of data reported as part of Newborn
Screening and Early Hearing Detection and Intervention. As required by the SSDI grant, MCH EPI will also report on
the SSDI performance measure related to data access, periodicity, and lag time. The Newborn Screening EPI has
successfully linked electronic birth certificate data with screening data to improve the quality of data submitted to the
APHL New Steps data repository.
 
To meet the goal of supporting surveillance systems development that addresses the needs of emerging MCH
issues, the SSDI current fiscal year funds are being used to: 1) enhance NAS surveillance and 2) expand Georgia’s
surveillance of emerging threats to women and infants via ongoing development of the congenital infections registry
and geo-enabling of surveillance data. MCH EPI was one of four sites awarded a contract from the Council for State
and Territorial Epidemiologists (CSTE) to pilot the new NAS case definition approved at the CSTE Annual
Conference. MCH EPI has been working with several external laboratories to expand the use of electronic lab
reporting (ELR) to include neonatal toxicology results, which can be linked to existing NAS case reports or used to
create new case reports. Edits to the existing NAS reporting module to capture information of interest per the new
NAS case definition are in progress. MCH EPI has completed multiple data requests for internal and external
stakeholders related to NAS. Regarding the development of the Georgia Birth Defects Registry, multiple datasets
have been linked together (e.g., Birth Certificate, Georgia Birth Defects Reporting and Information System).
Confirmed cases of birth defects have been connected into Georgia’s early intervention referral program, Children
1st. During the current budget year, the capacity to link confirmed cases of birth defects into early intervention
services will be integrated into the electronic information system development.
Throughout the remainder of the current fiscal year, the ongoing development of the Georgia Birth Defects Registry
will result in multiple data linkages yet to be established in Georgia. The Georgia Birth Defects Registry now contains
Vital Records data (e.g., birth certificates, death certificates, and fetal death certificates), and healthcare provider
reported cases (e.g., facility-level line lists of suspected cases and direct reports). A strategy for linking internal
screening and surveillance systems (e.g., Newborn Screening (Pulse Oximetry), Early Hearing Detection and
Intervention, NAS), referral and medical services (e.g., Children 1st and Children Medical Services), electronic
medical records, and data from the CDC’s Metropolitan Atlanta Congenital Birth Defects Program. SSDI funds
assist in the ongoing development of this electronic information system. The Congenital Infection Registry and
related surveillance efforts to monitor the impact of in-utero exposures on infants currently is not geo-enabled. For the
remainder of the current year, MCH EPI intends to enlist the support of an ESRI contractor to assist in expediting the
geo-enabling of this critical data.
 
To further the goal of building and expanding state data capacity, modifications to the centralized information system
housing Georgia Family Planning data will be compiled and executed to better assist data-driven decision making in
Title V-related MCH programs. In the third year of the project period, the focus will be on using the information system
to better evaluate relevant women’s health indicators. This will include modifications to the reporting capacity of the
information system, code to produce the desired results for performance indicators at different geographic extents,
and dissemination of results to inform policy and programmatic decision making.
 
In the coming year, the Infant EPI funded through SSDI will continue to work with MCH to assist in deepening the
understanding of the burden of NAS in Georgia. Upon completion of the modifications to the existing NAS reporting
module, the new case definition will be introduced to existing reporters, and efforts to onboard non-reporting facilities
and external laboratories to begin reporting will continue. Suspected NAS cases identified through the Birth Defects
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Registry will be linked to the NAS reporting module. As part of the case definition pilot project, medical records will
be requested and reviewed for NAS case confirmation to improve data quality and completeness and provide
recommended modifications to the case definition based on our findings. MCH EPI will work with MCH to establish a
path forward in automating the process to refer confirmed cases to early intervention services.
 
The Georgia Birth Defects Registry will complete the development stage of the Birth Defect Registry and enter the
implementation phase. Ongoing modifications will be made to the Registry to ensure it is operating as expected.
Efforts will also be made to ensure that identified infants and children with birth defects will be connected to early
intervention services. Once the Registry is validated in its entirety, initial efforts to produce broad estimates of the
incidence and prevalence of birth defects in Georgia will be made. The Congenital Infections Registry will continue to
enhance the geo-enabling of surveillance data to better monitor the threat of emerging threats to women and infants.
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III.E.2.b.iv. Health Care Delivery System

The MCH Title V program works collaboratively with state agencies, professional organizations, and community
based nonprofits to ensure access to quality health care and needed health services for women, children and
CYSHCN. Statewide efforts are coordinated within the MCH section to provide and promote quality driven,
comprehensive, family-centered and community based systems of care for Georgia’s diverse and growing
populations.
 
Georgia’s Title XIX Medicaid program provides support to pregnant women, children, retirees age 65 and older, and
individuals who are legally blind or disabled. Since 2006, Georgia Medicaid has contracted with managed care
organizations to manage more than 1.3 million Medicaid and State Children’s Health Insurance Program (SCHIP)
low income adults and children. Georgia ranks 42nd in the nation with nine percent of adults one to 64 covered by
Medicaid. Children, youth, and young adults in foster care, those receiving Adoption Assistance, and a select group
of children with Department of Juvenile Justice involvement are covered for their medical, dental and behavioral
health needs through a single managed care organization. A small carve-out of the Aged, Blind and Disabled
population is served through a fee-for-service arrangement. MCH Title V works closely with Medicaid to ensure
individuals across the state have access to these programs and services.
 
To improve healthy pregnancies and preventative care for women as well as reduce the number of low birth weight
babies MCH Title V administers the Perinatal Case Management (PCM) program as well as promote the enrollment
of women ages 18 to 44 in Medicaid’s Planning for Healthy Babies (P4HB) demonstration waiver program. MCH
Title V and Medicaid also partner with supplemental funding to provide six RPCs for access to maternal and
neonatal specialty care.
 
Improving access to adequate health insurance coverage for Georgia’s CYSHCN is a priority for the MCH program.
The CMS program’s care coordination services ensure that families that meet eligibility criteria for Medicaid
programs are enrolled; including the Health Insurance Premium Payment program, Children’s Health Insurance
Program Reauthorization Act, Katie Beckett, and Home and Community Based Waivers. Georgia has five home and
community-based services waiver programs. Waiver program services include assistance with daily living activities,
facilitating the arrangement of medical or support services and services to relieve family caregivers. Waiver
programs serve people who are elderly, physically disabled, have developmental or intellectual disability, or are
medically fragile children.
 
Close partnership between Medicaid and MCH Title V also assists with providing timely access to Early and
Periodic Screening, Diagnostic, and Treatment (EPSDT) benefits for children and adolescents in areas where there
are shortages in pediatricians. The Title V MCH program and the DPH Medicaid Liaison collaborate to ensure an
understanding of MCH programs and ensuring DPH representation with CMOs. Together MCH and Medicaid have
the capacity to reduce morbidity and mortality among women, infants, children and adolescents, and to improve the
health status of women
and children in Georgia. Local health departments, including rural areas, provide EPSDT services to low income
children and adolescents. Many children birth to five with identified developmental delay and risk factors are
connected to the C1st program for assessment, monitoring and linkages to the early intervention services.
 
Georgia’s early intervention services program, BCW, expanded its scope of services in 2018 to include the
provision of autism related services. This expansion was due to Medicaid’s expansion of covered services to include
adaptive behavioral services (ABS) for individuals under the age of 21 with ASD. ASD coverage is provided for
assessment and treatment services according to severity and is based on medical necessity. To ensure adequately
trained professionals to provide quality diagnostic assessments, the Georgia Autism Assessment Collaborative
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(GAAC) was formed. GAAC is funded by MCH Title V and implemented by the Emory Autism Center (EAC), with
cooperation from the Georgia Psychological Association. Babies Can’t Wait (BCW) is enrolling board certified
behavioral analysts to provide ABS to eligible children as well as working with the Children 1st program to expand
access to Modified Checklist for Autism in Toddlers (MCHAT) screenings for infants and toddlers.
 
MCH Title V program also works with professional organizations to strengthen the public/private partnership with
physician members and dental providers to ensure access to quality medical services for women, children and
CYSHCN. Partners include the Georgia Chapter of the American Academy of Pediatrics, Georgia Academy of
Family Physicians, Georgia Perinatal Association, Georgia Dental Hygienists, Georgia Dental Society, Georgia
Hospital Association, and Georgia Obstetrical and Gynecological Society. Working with professional organizations
extends the reach of public health initiatives and strengthens access to pediatric medical home, developmental
screenings, early intervention services, oral health care for pregnant women and CYSHCN, breastfeeding education
and countless other initiatives. MCH Title V works closely with the GaOBGYN to initiate and administer the GaPQC
initiative to implement the use of Alliance for Innovation on Maternal Health (AIM) hemorrhage and hypertension
patient safety bundles in the state’s birthing hospitals. Physicians also play an instrumental role in supporting the
CMS program’s specialty clinics. CMS partners with more than 30 medical providers to improve access to pediatric
specialty care for children, living in rural counties across Georgia, and their families. The CMS program works
closely with DPH’s Office of Telehealth and Telemedicine to utilize telemedicine technology within seven specialty
clinic sites.
 
Along with professional organizations, the MCH Title V program works with many community-based nonprofits that
supports the delivery of services to low-income women and children. Two of those nonprofit organizations include
Parent to Parent (P2P) of Georgia and Healthy Mothers Healthy Babies (HMHB). These organizations receive funds
to provide outreach, referrals, and support to Georgia families. P2P connects families by using volunteer families
who are willing to assist other families through virtual support, support groups, and one-on-one matches to
supporting parents. They also educate families by providing a Special Needs group trainings across the state, and
one-on-one assistance. P2P operates and maintains the Special Needs Database, trains volunteer parents across
the state to become and participate as family leaders, conducts transition from pediatric to adult care workshops for
parents and youth as well as administers the Parent as Partners project at seven site locations across the state.
HMHB manages the C1st information and referral line receiving and making approximately 41,000 calls annually.
HMHB partners with the Georgia Association for Primary Health Care, to provide education to families on health
insurance, Affordable Care Act (ACA) plans, eligibility and directly enroll families in ACA plans through the Federal
Healthcare Marketplace and P4HB.
 
The work of MCH Title V is collaborative and involves countless statewide partners to ensure that women, children
and CYSHCN have access to quality health care. The partnerships with Medicaid, professional organizations and
many community based nonprofits continues to provide MCH Title V opportunities to meet the needs of the MCH
population.
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III.E.2.c State Action Plan Narrative by Domain

Women/Maternal Health

Linked National Outcome Measures
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National Outcome Measures Data Source Indicator Linked NPM

NOM 2 - Rate of severe maternal morbidity per
10,000 delivery hospitalizations

SID-2017 72.6 NPM 1

NOM 3 - Maternal mortality rate per 100,000 live
births

NVSS-2014_2018 32.9 NPM 1

NOM 4 - Percent of low birth weight deliveries
(<2,500 grams)

NVSS-2018 10.1 % NPM 1

NOM 5 - Percent of preterm births (<37 weeks) NVSS-2018 11.5 % NPM 1

NOM 6 - Percent of early term births (37, 38
weeks)

NVSS-2018 28.3 % NPM 1

NOM 8 - Perinatal mortality rate per 1,000 live
births plus fetal deaths

NVSS-2017 7.2 NPM 1

NOM 9.1 - Infant mortality rate per 1,000 live
births

NVSS-2017 7.2 NPM 1

NOM 9.2 - Neonatal mortality rate per 1,000 live
births

NVSS-2017 4.6 NPM 1

NOM 9.3 - Post neonatal mortality rate per 1,000
live births

NVSS-2017 2.5 NPM 1

NOM 9.4 - Preterm-related mortality rate per
100,000 live births

NVSS-2017 251.5 NPM 1

NOM 10 - The percent of infants born with fetal
alcohol exposure in the last 3 months of
pregnancy

PRAMS-2018 6.3 % NPM 1

NOM 11 - The rate of infants born with neonatal
abstinence syndrome per 1,000 hospital births

SID-2017 3.4 NPM 1

NOM 14 - Percent of children, ages 1 through 17,
who have decayed teeth or cavities in the past
year

NSCH-2017_2018 12.8 % NPM 13.1

NOM 19 - Percent of children, ages 0 through 17,
in excellent or very good health

NSCH-2017_2018 88.5 % NPM 13.1

NOM 23 - Teen birth rate, ages 15 through 19,
per 1,000 females

NVSS-2018 20.6 NPM 1

NOM 24 - Percent of women who experience
postpartum depressive symptoms following a
recent live birth

PRAMS-2018 13.6 % NPM 1
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National Performance Measures

NPM 1 - Percent of women, ages 18 through 44, with a preventive medical visit in the past year 
Indicators and Annual Objectives

Federally Available Data

Data Source: Behavioral Risk Factor Surveillance System (BRFSS)

2016 2017 2018 2019

Annual Objective 62.1 62.1 70 71

Annual Indicator 67.7 69.7 70.4 75.5 

Numerator 1,258,025 1,321,663 1,335,604 1,443,474

Denominator 1,857,538 1,895,900 1,898,399 1,912,418

Data Source BRFSS BRFSS BRFSS BRFSS

Data Source Year 2015 2016 2017 2018

 

Annual Objectives

2020 2021 2022 2023 2024 2025

Annual Objective 72.0 73.0 74.0 75.0 76.0 77.0
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Evidence-Based or –Informed Strategy Measures

ESM 1.1 - Percent of initial program cervical screening tests that are conducted among women who have never
been screened or not screened within the last 10 years

Measure Status: Active

Baseline data was not available/provided.

Annual Objectives

2021 2022 2023 2024 2025

Annual Objective 20.0 20.0 20.0 20.0 20.0

ESM 1.2 - Number of LARCs utilized among women of reproductive age (15-44 years) served in local Public Health
Departments

Measure Status: Active

State Provided Data 

2019

Annual Objective

Annual Indicator 6,960

Numerator

Denominator

Data Source SENDSS

Data Source Year CY 2019

Provisional or Final ? Final

Annual Objectives

2021 2022 2023 2024 2025

Annual Objective 7,169.0 7,378.0 7,587.0 7,796.0 8,005.0
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NPM 13.1 - Percent of women who had a preventive dental visit during pregnancy 
Indicators and Annual Objectives

Federally Available Data

Data Source: Pregnancy Risk Assessment Monitoring System (PRAMS)

2016 2017 2018 2019

Annual Objective 39.5 41.1 29 39

Annual Indicator 29.3 29.3 39.3 37.9 

Numerator 18,443 18,443 48,597 45,805

Denominator 63,060 63,060 123,575 120,710

Data Source PRAMS PRAMS PRAMS PRAMS

Data Source Year 2013 2013 2017 2018

 

Annual Objectives

2020 2021 2022 2023 2024 2025

Annual Objective 40.0 41.0 41.0 42.0 43.0 44.0
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Evidence-Based or –Informed Strategy Measures

ESM 13.1.1 - Percent of medical providers who reported an increase of oral health knowledge from trainings and
presentations

Measure Status: Active

Baseline data was not available/provided.

Annual Objectives

2021 2022 2023 2024 2025

Annual Objective 0.0 0.0 0.0 0.0 0.0

ESM 13.1.2 - Number of oral health resource bags distributed to pregnant women and caregivers of young
children through internal and external partners

Measure Status: Active

Baseline data was not available/provided.

Annual Objectives

2021 2022 2023 2024 2025

Annual Objective 0.0 0.0 0.0 0.0 0.0

ESM 13.1.3 - Number of views of the oral health videos and social media clips

Measure Status: Active

Baseline data was not available/provided.

Annual Objectives

2021 2022 2023 2024 2025

Annual Objective 0.0 0.0 0.0 0.0 0.0
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State Action Plan Table

State Action Plan Table (Georgia) - Women/Maternal Health - Entry 1

Priority Need

Prevent Maternal Mortality

NPM

NPM 1 - Percent of women, ages 18 through 44, with a preventive medical visit in the past year

Objectives

1.1 Collaborate with Breast and Cervical Cancer Program (BCCP) providers (i.e., districts and contracted providers) to
improve preventative care for women by meeting or exceeding the CDC Guidelines for breast and cervical cancer
prevention services annually.

1.2 Increase overall number of LARCs (IUDs and implants) provided to eligible women of reproductive age (15-44) when
served by the Georgia Family Planning Program in local Public Health Departments by 3% annually.

Strategies

1.1.a Meet or exceed the CDC guideline of providing ≥75% of federally funded screening mammograms to women over 50
years of age.

1.1.b Meet or exceed the CDC guideline of providing ≥20% of initial pap tests to individuals who have never or rarely been
screened for cervical cancer.

1.2 Increase the number of LARCs utilized among women of reproductive age (15-44 years) served in local Public Health
Departments.

ESMs Status

ESM 1.1 - Percent of initial program cervical screening tests that are conducted among women who
have never been screened or not screened within the last 10 years

Active

ESM 1.2 - Number of LARCs utilized among women of reproductive age (15-44 years) served in local
Public Health Departments

Active
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NOMs

NOM 2 - Rate of severe maternal morbidity per 10,000 delivery hospitalizations

NOM 3 - Maternal mortality rate per 100,000 live births

NOM 4 - Percent of low birth weight deliveries (<2,500 grams)

NOM 5 - Percent of preterm births (<37 weeks)

NOM 6 - Percent of early term births (37, 38 weeks)

NOM 8 - Perinatal mortality rate per 1,000 live births plus fetal deaths

NOM 9.1 - Infant mortality rate per 1,000 live births

NOM 9.2 - Neonatal mortality rate per 1,000 live births

NOM 9.3 - Post neonatal mortality rate per 1,000 live births

NOM 9.4 - Preterm-related mortality rate per 100,000 live births

NOM 10 - The percent of infants born with fetal alcohol exposure in the last 3 months of pregnancy

NOM 11 - The rate of infants born with neonatal abstinence syndrome per 1,000 hospital births

NOM 23 - Teen birth rate, ages 15 through 19, per 1,000 females

NOM 24 - Percent of women who experience postpartum depressive symptoms following a recent live birth
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State Action Plan Table (Georgia) - Women/Maternal Health - Entry 2

Priority Need

Promote oral health among MCH populations

NPM

NPM 13.1 - Percent of women who had a preventive dental visit during pregnancy

Objectives

13.1.1 Develop, maintain, and update a state oral health surveillance system that helps capture data, and identify gaps in
data related to oral health information pertaining to pregnant woman.

13.1.2 Increase perinatal providers educated on the impact of oral health and pregnancy.

13.1.3 Increase number of Home Visiting workers throughout the state educated on oral health in pregnancy so they will
be able to increase oral health literacy in pregnant patients and new moms within the families they serve.

13.1.4 Improve oral health literacy through awareness campaigns geared towards pregnant women.

13.1.5 Maintain a high level of access for all Georgians, including pregnant women, to community water with the
recommended level of fluoride as a means of reducing dental decay.

Strategies

13.1.1 Support state supplemental PRAMS questions regarding pregnancy and oral health to create a more
comprehensive understanding of oral health status and access to care in pregnant women in Georgia.

13.1.2 Partner with Georgia OBGYN Society, Healthy Mothers Healthy Babies, and Georgia Academy of Family Physicians
to coordinate trainings on oral health and the medical provider role.

13.1.3 Partner with the state Home Visiting program to provide resources and trainings on oral health and pregnant
women.

13.1.4 Create a multi-tiered varied platform approach by developing a campaign that uses radio ads, physical resource
bags, videos and social media clips to increase oral health literacy in pregnant women.

13.1.5 Provide trainings to local water plant operators on the value of community water fluoridation and technical
assistance to improve monthly reporting from local community water systems.
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NOMs

NOM 14 - Percent of children, ages 1 through 17, who have decayed teeth or cavities in the past year

NOM 19 - Percent of children, ages 0 through 17, in excellent or very good health

2016-2020: National Performance Measures

2016-2020: State Performance Measures

2016-2020: SPM 1 - Percent of women (ages 15-44) served in the Georgia Family Planning Program (GFPP) who use
long-acting reversible contraceptives (LARC).

Measure Status: Active

State Provided Data 

2016 2017 2018 2019

Annual Objective 11 16.5 15

Annual Indicator 16.6 15.6 17 18.1

Numerator 9,714 9,175 10,348 10,613

Denominator 58,434 58,675 60,860 58,568

Data Source GFPP GFPP GFPP GFPP

Data Source Year 2016 2017 2018 2019

Provisional or Final ? Final Final Final Final

ESMs Status

ESM 13.1.1 - Percent of medical providers who reported an increase of oral health knowledge from
trainings and presentations

Active

ESM 13.1.2 - Number of oral health resource bags distributed to pregnant women and caregivers of
young children through internal and external partners

Active

ESM 13.1.3 - Number of views of the oral health videos and social media clips Active
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Women/Maternal Health - Annual Report

Priority Need: Prevent Maternal Mortality
 
NPM 1: Well-Woman Visits
 
The factors impacting women's health are complex and varied, ranging from social-emotional issues, environmental
impact, health insurance status, access to health care, birth spacing and any number of other factors including the
social determinants of health in which individuals are born, grow, live, work and age. Improving women’s health
throughout the lifespan is an essential component to improving the health and wellness of Georgia’s women. The
Women’s Health Program promotes and supports a myriad of efforts to improve the health of all women. Over the
past year the Women’s Health Program continued to focus on improving access to health care, including access to
the most effective forms of contraceptives; and preconception health to promote women's health prior to pregnancy.
All-encompassing is the goal to promote health equity for all Georgians, which is emphasized throughout all
domains, and reflected in the Women-Maternal Health section of this application.
 
Well-woman visits are important to a woman’s overall health and well-being. One of the many benefits of these visits
is the opportunity for women to discuss their health and to prevent and/or help identify serious health concerns
before they become life threatening. Programmatic activities and strategies undertaken during the reporting year
promoted routine well-woman visits to support the mental and physical health needs of women.
 
Maternal mortality was identified as a priority need for Georgia in 2015 with a strategic focus on increasing the
percentage of women who receive a preventive health care visit. Due to the critical need to reduce maternal
mortality in Georgia, the Title V Program focused on strategies that reduce maternal mortality. Understanding those
factors associated with maternal mortality and morbidity is essential for improving maternal health outcomes.
 
During the reporting year, MCH hosted the Third Annual MCH Conference at the University of Georgia to provide
professional development, dialogue and networking to Georgia’s MCH workforce with 400 people in attendance.
The conference’s keynote address presented by Dr. Fleda Mask Jackson, leader and creator of Save 100 Babies,
focused on maternal mortality prevention highlighting social determinants and asset-based approaches for
eliminating racial disparities in birth outcomes. A Pre-Conference session was held to provide an opportunity for
MCH workforce, stakeholders and partners to learn about current trends, state and national initiatives, and how
Georgia can improve maternal mortality outcomes. Two nationally recognized speakers, Mr. Charles Johnson and
Dr. Joia Crear-Perry presented. Mr. Johnson shared his personal experience with maternal mortality and his
mission to advocate for improved maternal health policies and regulations through his nonprofit 4Kira4Moms. Dr.
Crear-Perry, the Founder and President of the National Birth Equity Collaborative, presented opportunities to
reduce black maternal and infant mortality through research, family-centered collaboration and advocacy.
 
Maternal Mortality Review Committee
The support of the Governor and the Georgia Legislature with the passage of SB 273 in 2017, laid the foundation
for the ability for the MMRC to identify pregnancy-associated deaths, review those caused by pregnancy
complications and other selected deaths, and identify problems contributing to the deaths and interventions that
may reduce these deaths. The bill provides legal protections for committee members and the review process,
ensuring confidentiality of the review process and providing the committee with the necessary authority to collect
data for case review. During the reporting year, the analysis of 2014 case review findings and draft report were
completed. The final report has been published and disseminated statewide. During the review of 2014 maternal
deaths in Georgia, the MMRC adopted the CDC-developed Committee Decision Form which was critical and
necessary to collect additional data about factors related to the maternal death. The MMRC findings help direct and
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