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Dear Commissioner Fitzgerald:

IT IS MY PLEASURE TO PRESENT Reducing Infant Mortality in Georgia - 2013 Annual Report. With

an infant mortality rate of 7.3 deaths per 1000 live births in our state between 2007 and 2011, this initiative
enhances Georgia’s overall effort to provide better outcomes for women and children in Georgia. The number
one cause of infant mortality in Georgia is disorders related to preterm birth and low birth weight. Although
the preterm birth rate has dropped 17.7 percent between 2007 and 2011, preterm birth is still the leading
cause of infant mortality.

Since the 2012 report, From Preconception to Infant Protection: A Regional Look at Periods of Risk for Georgia’s Newborns,
our infant mortality rate has declined from 8.4 deaths per 1000 live births to 7.3 deaths. Although progress
has been made in terms of reducing the infant mortality rate, there is still work to be done. To build on the
findings of the 2012 report, our focus remains on efforts to address the six cluster areas with the highest rates
of infant mortality in our state.

These efforts include a three-fold strategic plan through 2016:
* Strengthen the regional perinatal system of care
*  Develop targeted educational campaigns on infant mortality related issues
*  Develop external collaborations to support infant mortality initiatives

We thank you for the opportunity to serve our state by addressing this important challenge and would like

to acknowledge the work of our task force members, state office and stakeholders. Strong, long-term collabo-
rations between public health, policy makers, community members, health care providers, payers and others
1s crucial for successfully addressing infant mortality in our state. We are committed to finding ways to prevent
losing another 5,175 babies over the next five years. Even one preventable death of a child is one too many:

Sincerely,

DU /T Aro

Mitch Rodriguez, MD

Chai; Infant Mortality Task Force and DPH Board Member
email: rodriguez.mitch@mecg org
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Executive Summary

FROM PRECONCEPTION TO INFANT
PROTECTION: A REGIONAL LOOK

AT PERIODS OF RISK FOR GEORGIA’S
NEWBORNS (2002-2006), a report distributed by
the Department of Public Health (DPH), painted

a very dismal view of maternal and child health in
Georgia. With an infant mortality rate of 8.4 deaths
per 1000 live births it was clear that work needed

to be done to positively impact the care of our
most vulnerable population.

With the creation of the Georgia Department of
Public Health (DPH) in 2011, there was a renewed
focus on improving the health outcomes for mothers
and infants in our state. As a priority for the new
Department, the Georgia Infant Mortality Reduction
Initiative was established. In 2012, DPH announced
the creation of the Infant Mortality Task Force, with
Mitch Rodriguez, M.D., neonatologist, named as
chairperson. The Task Force has focused its efforts
on reviewing current data, resources, practices and
strategies to reduce infant mortality in Georgia and
improve outcomes for all mothers and babies.

The Online Analytical Statistical Information System
(OASIS), a Georgia weh-based tool for data analysis,
provides the source for most of the data and charts
used in this report. OASIS provides a level of trans-
parency of the data housed by the Georgia Depart-
ment of Public Health and makes it accessible to the
citizens of the state.

No easy answer exists and, often, the potential inter-
ventions are not met with an immediately positive
response. Infant mortality is impacted by maternal
demographics, and the importance of access to
quality health care cannot be understated. Address-
ing infant mortality requires a concerted effort at all
levels of care: preconception care, pregnancy, time
of delivery, and the neonatal and post-natal periods.

According to 2007-2011 data, Georgia’s infant
mortality rate (IMR) improved to a rate of 7.3 deaths
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per 1000 live births. Although the factors contribut-
ing to this decline are not fully understoood, the rate

is heading in the right direction.

However, there is still work to be done. With Healthy
People 2020 setting a target goal of an infant mortal-
ity rate of 6.0 by 2020, DPH has put a strategic plan
in place to help Georgia reach this goal. This annual
report outlines the strategic plan, with descriptions
of the work being done.

The Infant Mortality Reduction Initiative was estab-
lished to enhance Georgia’s overall effort to provide
better outcomes for women and children in Georgia.
Georgia is working to strengthen our regional peri-
natal system and review maternal mortality cases to
identify trends and ways of improving perinatal care.
In addition, Georgia has launched a quality improve-
ment collaborative to monitor and improve perinatal
quality care as well as other initiatives to continue
identifying ways to improve the overall infant mor-
tality rate in our state. Our Georgia Infant Mortality
Task Force provides guidance and oversight for our
strategic plan.









ABOUT 25,000 INFANTS DIE EACH YEAR IN THE UNITED STATES.

Overview

INFANT MORTALITY is a surrogate measure of how well a society ensures the
health of its people, particularly its women and children. According to the World Health
Organization, infant mortality is defined as the number of deaths occurring in the first
year of life per 1000 live births. In the United States, substantial progress has been made
throughout the last 50 years in reducing the Infant Mortality Rate (IMR); however
further reduction of preventable infant deaths remains a challenge. As of 2011, the
United States was ranked 31 among the Organization for Economic Cooperation and

Development (OECD) ranking for industrialized nations with an IMR of 6.6 (Appendix 4).
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Georgia is a large state with both a large urban
and rural population. The state has 159 counties
(Appendix 1) and 18 health districts. Twenty-nine
(29) counties account for 71% of the births in
Georgia and 70% of the infant deaths in the state
(Appendix 1). In 2009, 58% of the births in the
state were covered by Medicaid.

Yet from a historical perspective, the infant mortality
rate in our state has improved tremendously through-
out the last 20 years. Figure 2 shows the infant mor-
tality rate in Georgia from 1994 to 2011.

In taking a deeper look at Georgia’s infant mortality
data, the Maternal and Child Health Section pub-
lished a report in 2012, From Preconception To Infant
Protection: A Regional Look at Periods of Rusk for Georgia’s
Newborns. The report outlined the Infant Mortality
Rate (IMR) for Georgia, which was 8.4 infant deaths
per 1000 live births during 2002-2006.

For the same time period, the United States IMR
decreased by 10% while Georgia’s IMR remained
15-20% greater than the national average and 42%
higher than the Healthy People 2010 goal of reduc-
ing the average to 4.5 deaths per 1000 live births.

Georgia’s IMR rate was
8.4 deaths per 1000 live births

5743 infant deaths

Healthy People Goal 2010 target goal
for the U.S. infant mortality rate was
4.5 infant deaths per 1,000 live births.
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The report outlines six significant clusters of infant
deaths across the state. Each of the six clusters is
characterized by demographic information, causes
of infant death, demographic and behavioral factors
related to infant death and a Perinatal Periods of
Risk (PPOR) analysis. The six clusters are depicted
on the State of Georgia map in Figure 3.

Between 2007-2011 there was a substantial decrease
in Georgia’s infant mortality rate to 7.3 deaths per
1000 live births. The chart below compares Georgia’s
Infant Mortality rate over a 10-year period.

Georgia’s IMR rate was
7.3 deaths per 1000 live births

5175 infant deaths

Healthy People Goal 2020 target goal
for the U.S. infant mortality rate is
6.0 infant deaths per 1,000 live births

ALYTICS STATISTICS INFORMATION SYSTEM (OASIS),



GEORGIA HAD 7.3 INFANT DEATHS PER 1000 LIVE BIRTHS DURING 2007-2011.
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GEORGIA’S MATERNAL MORTALITY RATE HAS INCREASED FROM 1 4.6

DEATHS PER 100,000 LIVE BIRTHS IN 2007 TO 35. 5 PER 100,000 IN 2011.

FIGURE 4: Maternal Mortality Rate in

- United States

the United States and Georgia, 2001-2010
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Preterm birth and low birth weight are the primary
causes of infant mortality in Georgia (Appendix 2).
Between 2007 and 2011, 9.5% of births in Georgia
resulted in a low birth weight (LBW) baby, or 67,248
LBW babies. Preterm and low birth weight births
result in many health, social-emotional and economic
consequences. Not only is it the leading cause of
infant death, it is also a major cause of childhood
disabilities and contributes substantially to the rising
cost of healthcare.

In regards to the economic consequences, the aver-
age direct cost of medical care for preterm infant in
the United States 1s $33,200. In addition to the direct
cost, there are many indirect costs such as maternal
medical care, early intervention, special education
and lost household productivity that are estimated

to equal $51,600 ($33,200 plus indirect cost). The
Institute of Medicine estimates that the annual cost
of preterm birth to society is at least $26.2 billion
(Behrman & Butler, 2007).

Georgia’s maternal mortality rate is one of the worst
in the nation. Maternal mortality, in this report, is
defined as the death of a woman while pregnant or
within one year of termination of pregnancy with
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the cause of death being pregnancy-associated, not
from accidental or incidental causes. The maternal
mortality rate has increased from 14.6 per 100,000
live births in 2007 to 35.5 per deaths per 100,000
in 2011. Georgia’s maternal mortality rate is almost
twice as high (35.5 per 100,000 in 2011) as the U.S.
high of 17.8 deaths per 100,000 live births in 2009.

Centers for Disease Control and Prevention (CDC),
implemented the Pregnancy Mortality Surveillance
System (PMSS) in the United States in 1986.

Since then, the number of reported pregnancy-
related deaths in the United States steadily increased
from 7.2 deaths per 100,000 live births in 1987 to a
high of 17.8 deaths per 100,000 live births in 2009.
Figure 4 shows trends in pregnancy-related mortali-
ty rates defined as the number of pregnancy-related
deaths per 100,000 live births in the United States from
1987 to 2010.

Infants who were Black, non-Hispanic experienced
an IMR nearly two and a half times higher than
infants who were White, non-Hispanic. When
considering all Georgia births, two-thirds of infant
deaths happened in the first 28 days of life, 54%
of which occurred within the first week of life.



TO IMPROVE THE BIRTH OUTCOMES and reduce infant mortality
and preterm birth rates in our state, the Georgia Department of Public Health

has convened partners from across the state, created an Infant Mortality Task Force

and outlined a strategic plan to identify measurable objectives.
OBJECTIVE : Strengthen the regional perinatal system of care.

OBJECTIVE : Develop targeted educational campaigns
on infant mortality related issues.

OBJECTIVE : Develop external collaborations to support
infant mortality initiatives.

REDUCING INFANT MORTALITY IN GEORGIA | 11




Infant Mortality Task Force

THE INFANT MORTALITY TASK FORCE,
created July 2012, reviews current data, resources
and practices to identify strategies to reduce the
infant mortality rate and make recommendations
to improve health and birth outcomes for all
mothers and babies. The Task Force is comprised
of members from across the state in a variety of
organizations including the Georgia Department
of Public Health, regional perinatal centers, Georgia
Hospital Association, Georgia Chapter of the
American Academy of Pediatrics, Georgia Academy
of Family Physicians, Georgia Obstetrical and
Gynecological Society (GOGS), private foundations,
March of Dimes Georgia Chapter, private industry,
the Georgia Affiliate of the American College

of Nurse Midwives, hospitals, academia, Georgia
Department of Community Health and care
management organizations (CMOs).

Infant Mortality
Strategic Plan
Initiatives

OBJECTIVE #1: Strengthen the
regional perinatal systems of care

GEORGIA’S REGIONAL PERINATAL
SYSTEM contains six designated Regional Peri-
natal Centers (RPCs) strategically located across

the state. The purpose of a regionalized perinatal
system is to ensure a coordinated, cooperative system
of care for maternal and perinatal health. The six
RPCs include Grady Memorial (Atlanta), Medical
Center of Central Georgia (Macon), Georgia Re-
gents University (Augusta), Phoebe Putney Memo-
rial Hospital (Albany), Columbus Regional Health
System (Columbus) and Memorial University Health
System (Savannah).
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Each RPC is responsible for complying with the core
requirements and recommended guidelines of the
standards of care for perinatal health. In April 2013,
the Perinatal Standards of Care were revised to
reflect the following:

1) Advances in technology and care practices

2) Current editions of the American Academy
of Pediatrics and American Congress of
Obstetricians and Gynecologist Guidelines
for Perinatal Care

3) Rules and regulations for hospitals through
the Department of Community Health (DCH),
Office of Regulatory Services.

In 2012, Health Management Associates (HMA)
produced a study commissioned by GOGS and
funded by DPH to review the regional system of
care in Georgia. Their findings outlined the follow-
ing recommendations to help strengthen the region-
alization of perinatal care in the state:

Establish verifiable perinatal
hospital designation criteria

Establish a perinatal advisory
committee

Expand perinatal quality assurance
committees within the perinatal region

Consider requiring equivalence
between hospital obstetrics and
neonatal services

Incentivize hospitals and providers
to direct very low birth weight (VLBW)
deliveries to appropriate levels of care

Provide for policies and procedures
that ensure early risk factor identification
and access to case management
services for pregnant women

Eliminate elective deliveries prior
to 39 weeks




INFANTS WHO WERE BLACK, NON-HISPANIC EXPERIENCE AN IMR NEARLY
2. 5 TIMES HIGHER THAN INFANTS WHO WERE WHITE, NON-HISPANIC.

FIGURE 5: Infant mortality FIGURE 6: Percent of early
by race/ethnicity, Georgia, 2002—-2006 neonatal, neonatal and postneonatal
16 deaths, Georgia, 2002—2006
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is working
to improve health outcomes for mothers and infants
in Georgia by engaging key stakeholders in a peri-
natal quality collaborative. GaPQC is a network of
perinatal care providers, public health professionals
and community partners that will identify oppor-
tunities to optimize birth outcomes and implement
data-driven, provider and community-based perfor-
mance improvement initiatives.

was created in partnership with GOGS to review ma-
ternal death cases and make recommendations on ways
to improve care. The mission of the Georgia Maternal
Mortality Review Committee is to identify pregnancy-
associated deaths (deaths during or within a year of
pregnancy), review those caused by pregnancy com-
plications and other selected deaths, identify problems
contributing to these deaths and interventions that may
reduce these deaths. GA MMRC began reviewing 2012
cases of maternal death in March 2013 and will release
its first report summarizing findings and making recom-

mendations for preventable actions.

Other activities addressing
maternal mortality in Georgia:

is a 15-state collaborative to help
create national guidelines for the development
and structure of Maternal Mortality Review
Committees. Georgia was one of 15 states asked
to participate.

° is a three-year

grant initiative launched by the Association

of Maternal and Child Health Programs
(AMCHP), with the support of Merck, to help
states address maternal health issues in their
communities through strengthening and enhanc-
ing state maternal mortality surveillance systems.
The data from these systems will be used to take
action in developing and implementing popula-
tion-based strategies and policy changes to prevent
maternal death and improve maternal health
outcomes. Georgia was one of six states to be
awarded this grant including North Carolina,
New York, Colorado, Delaware and Ohio.

GEORGIA DEPARTMENT OF PUBLIC HEALTH



a Healthy Baby. It is a nationally recognized, evidence-
based curriculum used in a home visiting setting to
meet goals such as improving birth outcomes, reduc-
ing child abuse rates, strengthening families and pro-
moting family stability and economic self-sufficiency.

OBJECTIVE #2: Develop targeted
educational campaigns on infant mortality
and related issues. Research shows breastfeeding
promotes the health and development of infants and
their immunity to disease, and offers many maternal
health benefits. In 2011, only 66.4% of Georgia
mothers started breastfeeding after delivery. Healthy
People 2020 has an initiation rate goal of 81.9%.

5-STAR HOSPITAL

INITIATIVE IN GEORGIA

DPH and Georgia SHAPE invited hospitals to
participate in its 5-STAR Hospital Initiative.

CENTERING PREGNANCY is a multi-

faceted model of group health care that integrates

. Participating hospitals received technical support
three major components — health assessment, edu- DATRG HOSPIA™ POt
. . . education and financial support to promote
cation and support — into a group setting by a care . .
: . breastfeeding among staff’ and patients.
provider. DPH promoted the Centering Pregnancy

programs in Georgia that include the two sites in
the Albany public health district — Dougherty and
Colquitt public health departments. DPH also pro-

The initiative is based on the premise that a mother’s

milk is the best choice for feeding newborns and

inf: i itively affects f: 1

moted the reestablishment of the Centering Preg- infants, l‘oeca}use ' Posmve y afiects factors re ?ted
to boosting immunity and health and preventing

obesity. The 5-STAR Hospital Initiative is charged

with championing and implementing the breastfeeding

nancy program at Grady Hospital and is working
with the March of Dimes Georgia Chapter, United
Way of Greater Atlanta, GOGS and others to sup- . . .
. . . message in hospitals throughout Georgia.
port implementation of other Centering Pregnancy

sites across the state.

Participating hospitals:

COMMUNITY-BASED HOME . qu.mett Medical Center, Gwmn.ett C.ounty

VISITING PROGRAMS . . * Medical Center of Central Georgia, Bibb County
focus on improving * Phoebe Putney Memorial Hospital, Doughert

the health and well-being of the mother and child by Y PR shery

. . . County
d blic health 1 work th
SEPCING PUIC ea th TLISES, S0cia workers or o et * Southeast Georgia Health System, Glynn
trained professionals to meet with families in their County

h . ly, DPH i ki ith . .
omes. Currently, is working with a number * Midtown Medical Center, Muscogee County

* Tift Regional Medical Center, Tift County
* Wellstar Kennestone Hospital, Cobb County

of local initiatives promoting case management of
high-risk pregnant women to improve pregnancy
outcomes (Lowndes, Chatham, Fulton, and Laurens
counties). All four of these communities use the same
curriculum, Florida State University’s Partners for
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FIGURE 7: Safe Sleep for Babies educational poster

SAFE SLEEP CAMPAIGN

Georgia Department of Public Health joined the
Georgia Children’s Cabinet and First Lady Deal
along with the Georgia Chapter American Academy
of Pediatrics to launch the Safe Sleep Campaign

in Georgia in October 2012. The coalition distribut-
ed educational posters (Figure 7) and flyers across
the state to help raise awareness.

BREASTFEEDING
FRIENDLY WORKSITES

In trying to better understand Georgia’s mother-friendly
breastfeeding work environments, a survey was given
to employers in the state. A baseline was established
and additional information on the level of breast-
feeding support provided to employees working in
major organizations in Georgia was gathered.

According to the preliminary data only 54% of the
158 businesses that completed the survey had provid-
ed a space other than a restroom for breastfeeding or
expressing breast milk. Next steps are to further ana-
lyze the data to give a more complete picture of the
level of worksite lactation support employers provide
and the need for technical assistance in developing
lactation support programs.
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OBJECTIVE #3: Develop external collabo-
rations to support infant mortality initiatives

EARLY ELECTIVE DELIVERIES

In order to support hospitals in eliminating
non-medically indicated deliveries before 39 weeks,
DPH collaborated with Georgia Hospital Association,
March of Dimes, GOGS and others to reduce early
elective deliveries in Georgia.

NATIONAL INITIATIVES

Collaborative Improvement & Innovation Network
(ColIN) was initiated by the Health Resources and
Services Administration (HRSA) in March 2012

to encourage states to collaborate on specific
evidence-based strategies to reduce infant mortality.
The initiative aims to facilitate collaborative learning
and adoption of proven quality improvement prin-
ciples and practices across 13 states to reduce infant
mortality and improve birth outcomes. The initia-
tive provides a platform for states to learn from one
another as well as from national experts, to share best
practices and lessons learned and to track progress.
It was designed to help states use the science of
quality improvement and collaborative learning

to improve birth outcomes. The ColIN is focused

on five strategies, and Georgia participates in each
of the five ColIN strategies.

Reduce early elective
deliveries < 39 weeks
of pregnancy

Expand access to
interconception care
through Medicaid

Promote smoking cessation
among pregnant women

Promote infant safe sleep
practices

Improve perinatal
regionalization
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In May 2012, the Georgia Department of Public
Health accepted a challenge from the Association
of State and Territorial Health Officials (ASTHO)
and March of Dimes to work towards reducing
premature births and ensuring more healthy births
in our state. The challenge is to reduce the preterm
birth rate in Georgia by 8% by 2014. In 2009, Geor-
gia’s preterm birth rate was 12%. In order to meet
the challenge Georgia would need to reduce it to
11% by 2014 as illustrated in Figure 8.

All Births
- Singlétons
012

Thanks to the leadership of Dr. Fitzgerald, substan-
tial achievements have been made at the state and
local level, although there is still a lot of work to

be done. The focus of the task force and the De-
partment of Public Health will continue to revolve
around two principles:

This will require commitment as a state agency

to provide the framework for progress as well as
individual accountability. At DPH, we are committed
to improving the overall health and well-being of
mothers and infants in Georgia, and strive to educate,
inform and engage our fellow citizens.

As Georgia continues to work towards improving the
rate of infant mortality in our state, the Department
of Public Health will continue to provide updates
on our progress.

REDUCING INFANT MORTALITY IN GEORGIA



Appendix 1 INFANT MORTALTY BY COUNTY

Births % State Births % State
Popula- Popula-
tion tion

*data unavailable
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Births % State Births % State
Popula- Popula-
tion tion

Summary 1,535,005

*data unavailable
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Appendlx 2 INFANT MORTALITY RATES FOR THE 10 LEADING
CAUSES OF INFANT DEATH, GEORGIA 2002-2006

CAUSE OF DEATH % OF MORTALITY
TOTAL RATE
DEATHS

RATES ARE INFANT (UNDER 1 YEAR) DEATHS PER 1,000 LIVE BIRTHS.
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Appendlx 3 INFANT MORTALITY RATE BY TIME OF DEATH,
GEORGIA, 2000-2011
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Appendix 4 INTERNATIONAL IMR RANKING 2011

COUNTRY

United States

SOURCE: Adapted from Organization for Economic Cooperation and Development, Health at a Glance
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Appendix 5 Kkev beEFINITIONS

DEFINITION
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Appendix G INFANT MORTALITY TASK FORCE MEMBERS

ORGANIZATION
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Append IX 7 MAP OF REGIONAL PERINATAL CENTERS
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