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Executive	Summary:	Georgia’s	maternal	mortality	rate	(MMR)	is	one	of	the	highest	
in	the	U.S.	and	shows	few	signs	of	improvement,	despite	government	intervention.	
Women	living	in	rural	areas	are	exposed	to	significantly	higher	risk	than	their	urban	
counterparts	and	have	reduced	access	 to	 life-saving	health	care.	60%	of	Georgia’s	
maternal	 deaths	 are	 preventable,	 however	 the	 lack	 of	 available	 providers—
especially	in	rural	areas—makes	it	hard	to	address	these	avoidable	issues.	As	such,	
we	propose	an	amendment	to	the	Georgia	legal	code	that	would	allow	Certified	Nurse	
Midwives	(CNM)	to	practice	 independently,	 removing	unnecessary	restrictions	on	
the	 low-risk	 and	 routine	 care	 that	 they	are	 trained	 to	provide.	This	 change	 could	
lower	systemic	and	individual	health	care	costs	while	allowing	an	existing	workforce	
to	augment	preventive	care	efforts.	

	
I.	Georgia’s	ongoing	maternal	mortality	crisis		
As	most	 other	 developed	 countries	 have	 decreased	
their	 maternal	 mortality	 rates	 (MMR),	 the	 United	
States	has	seen	an	almost	60%	increase	from	2000	to	
2017	 (WHO	 et	 al.	 2019).	 The	 Centers	 for	 Disease	
Control	 and	 Prevention	 (CDC)	 defines	 maternal	
mortality	as	“the	death	of	a	woman	while	pregnant	or	
within	1	year	of	the	end	of	a	pregnancy...related	to	or	
aggravated	 by	 the	 pregnancy	 or	 its	 management”	
(CDC	 Division	 of	 Reproductive	 Health,	 NCCDPHP	
2020).	 The	 U.S.	 2018	 MMR	 was	 17.4	 deaths	 per	
100,000	 live	 births—roughly	 700	 women	 per	 year	
(Hoyert	 and	 Miniño	 2020),	 many	 of	 whose	 deaths	
were	 preventable	 (Georgia	 Department	 of	 Public	
Health	2019).		
	
Georgia’s	 MMR	 ranks	 amongst	 the	 highest	 in	 the	
country	at	25.9	per	100,000	births,	and	continues	to	
worsen	 (Georgia	 House	 Budget	 &	 Research	 Office	
2019),	while	states	such	as	California,	Massachusetts,	
and	Nevada	have	the	lowest	rates	at	4.0,	8.4,	and	8.4	

per	 100,000	 births,	 respectively	 (Unger	 and	 Simon	
2018;	 “Maternal	 Mortality	 Rate...”	 2020).	 Further,	
women	 in	 Georgia’s	 rural	 counties—areas	 with	 a	
population	 less	 than	35,000	(Georgia	State	Office	of	
Rural	 Health	 2008)—are	 up	 to	 50%	more	 likely	 to	
experience	maternal	mortality	compared	 to	women	
in	 urban	 areas	 (Georgia	 House	 Budget	 &	 Research	
Office	 2019).	 Access	 to	 care	 remains	 the	 central	
problem	 for	 women	 in	 rural	 Georgia.	 Of	 the	 109	
designated	rural	counties	(by	the	State	Office	of	Rural	
Health)	93	are	without	a	hospital	labor	and	delivery	
unit,	and	two-thirds	of	rural	women	are	required	to	
travel	for	delivery	(Georgia	House	Budget	&	Research	
Office	2019).	75	of	the	109	rural	counties	are	without	
an	 Obstetrician-Gynecologist	 (OB-GYN),	 and	 zero	
rural	 counties	 have	 a	 maternal-fetal	 specialist	
(Georgia	 House	 Budget	 &	 Research	 Office	 2019).	
Despite	Georgia’s	attempts	to	curtail	these	rates	and	
increase	 the	 rural	 workforce,	 the	 MMR	 has	 not	
improved.	
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II.	Current	response	in	Georgia	
Georgia	has	attempted	to	address	the	issue	with	little	
success	reflected	in	yearly	MMR.	A	study	committee,	
the	Maternal	Mortality	Review	Committee	 (MMRC),	
as	 well	 as	 new	 reporting	 requirements	 for	
pregnancy-related	 deaths,	 have	 been	 implemented.	
Results	 of	 MMRC	 data	 collection	 have	 identified	
leading	 causes	 of	 death	 and	 major	 contributing	
factors,	 such	 as	 lack	 of	 access	 to	 care	 and	 little	
recognition	or	treatment	of	early	warning	signs.	The	
committee	also	states	that	60%	of	the	maternal	death	
cases	 they	 examined	 were	 preventable	 (Georgia	
Department	 of	 Health	 2019).	 Each	 year	
recommendations	 are	 reported	 to	 decrease	 MMR	
through	 various	 actions	 such	 as	 early	 intervention,	
maternity	 education,	 and	 community	 involvement	
(Georgia	Department	of	Health	2019).		

Financial	approaches	have	also	been	attempted,	such	
as	 the	 Rural	 Preceptor	 Tax	 Credit,	 which	 grants	
physicians	 a	 maximum	 $1,000	 in	 tax	 credits	 to	
mentor	 new	 providers	 (Laff	 2016),	 and	 service-
cancelable	 partial	 loan	 repayment	 for	 physicians,	
physician	 assistants,	 and	 advanced	 practice	
registered	 nurses	 (APRN)	 in	 underserved	 rural	
counties	 (“Loan	 Repayment	 Programs”	 2020).	
Funding	 has	 been	 allotted	 for	 the	 improvement	 of	
rural	 birthing	hospitals	 ($2	million),	 additional	OB-

GYN	 residency	 slots	 ($1.6	 million),	 and	 Medicaid	
reimbursement	 for	 rural	 prenatal	 care	 programs	
($500,000)	 (Boockholdt	 2019).	 Patient-focused	
approaches	have	also	been	proposed,	such	as	pending	
House	 Bill	 800,	 which	 allows	 rural	 Medicaid	
recipients	in	border	counties	to	seek	covered	out-of-
state	OB-GYN	treatment	within	50	miles	of	Georgia’s	
border	(Scott	2020).		
	
Georgia’s	efforts	are	not	reaching	the	in-need	areas	to	
the	 extent	 that	 the	 problem	 demands.	 Current	
incentive	 programs	 do	 not	 guarantee	 long-term	
physician	service	in	rural	areas,	and	women	are	still	
dying	 at	 alarming	 rates.	 We	 believe	 that	 creative	
solutions	 can	 be	 found	 within	 Georgia’s	 existing	
workforce	and	infrastructure.	
		
In	 this	 memorandum,	 we	 discuss	 two	 options:	 1)	
expanding	 the	 scope-of-practice	 (SOP)	 for	 Certified	
Nurse	Midwives	(CNM)	in	Georgia	and	2)	expanding	
on	rural	incentive	programs.	In	addition,	we	discuss	
the	consequences	of	only	relying	on	current	policies.	
	
III.	Policy	options	
	
i.	Option	1:	Amend	Georgia	code	to	increase	CNM	SOP	
to	allow	for	independent	practice.	
Georgia	 is	 among	 the	 most	 restrictive	 for	 Certified	
Nurse	 Midwives—providers	 who	 are	 licensed	 as	
APRNs	 and	 trained	 to	 incorporate	 physical,	mental,	
and	 psychosocial	 factors	 into	 patients’	 treatment—
requiring	a	written	agreement	between	a	physician	
and	 up	 to	 four	 CNMs	 that	 outlines	 nurses’	 overall	
prescriptive	and	practice	authority,	 including	which	
of	 their	 responsibilities	 require	 physician	
supervision	or	approval	(“States	That	Allow	CNMs…”	
2020).	CNMs	have	master’s	 degree	 level	 training	 in	
midwifery	 and	 their	 scope	 of	 practice	 includes	 not	
only	labor	and	delivery	and	neonatal	care,	but	many	
primary	 and	 gynecological	 care	 functions	 such	 as	
annual	 exams,	 chronic	 disease	 management,	 and	
family	planning	services	(Ferreira	2020).	CNM	care	is	
associated	with	 reduced	 rates	 of	 cesarean	 sections,	
decreases	 in	 preterm	 births,	 and	 empowerment	 of	
expectant	mothers	to	actively	participate	in	their	own	
care.	 It	 is	 important	 to	 note	 that	 prescriptive	
authority	is	only	given	to	CNMs	in	states	that	allow	for	
independent	 practice,	 of	 which	 Georgia	 is	 not	 one	
(Nursing@Georgetown	2019).	
	

	

Figure	adapted	from	Hart	2018	
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We	propose	 the	 amendment	 of	GA	Code	 §43-34-25	
(2018	GA	Code	2020)	 to	eliminate	 the	 requirement	
for	written	protocols	between	physicians	and	APRNs.	
Independent	practice	encourages	 collaborative	 care	
instead	 of	 restrictive	 supervisory	 contracts	 and	
allows	 CNMs	 to	 utilize	 the	 full	 potential	 of	 their	
training	and	education.	While	physicians	would	still	
be	 responsible	 for	 highly	 complicated	 cases,	 CNMs	
would	 be	 able	 to	 manage	 low-risk	 and	 routine	
maternal	 care	 independently—including	 delivery	
assistance	 and	 monitoring	 of	 mother	 and	 baby—
without	superfluous	physician	supervision.	25	states	
currently	 allow	 for	 CNM	 independent	 practice,	
including	states	with	some	of	the	lowest	MMR	in	the	
country	(“States	That	Allow	CNMs…”	2020).		
	
Advantages	
This	amendment	would	allow	CNMs	to	practice	to	a	
fuller	 potential,	 lessening	 the	 burden	 of	 care	 for	
physicians	 who	 must	 remain	 available	 for	
complicated	cases.	This	 change	would	no	 longer	 tie	
the	number	of	available	physicians	to	the	number	of	
CNMs	able	to	practice	and	would	minimize	workforce	
disruption	if	supervising	physicians	leave	rural	areas.	
States	 with	 independent	 practice	 laws	 draw	 more	
CNMs	 on	 average	 than	 those	 with	more	 restrictive	
laws	 (Yang,	 Attanasio,	 and	 Kozhimannil	 2016).	
Studies	 demonstrate	 that	 states	 with	 fewer	 nurse	
practitioner	 (NP)	 restrictions	 “tend	 to	 exhibit	 an	
increase	 in	 the	number	 and	 growth	of	NPs,	 greater	
care	provision…and	expanded	health	care	utilization,	
especially	among	rural	and	vulnerable	populations”	
(Xue	et	al.	2016).		
	
Full	SOP	for	APRNs	can	lower	health	care	costs	within	
the	 system	 and	 promote	 innovation	 (Adams	 and	
Markowitz	2018).	Additionally,	CNM	care	of	low-risk	
women	 results	 in	 lower	 patient	 costs	 and	 more	
efficient	 resource	 use	 (Altman	 et	 al.	 2017).	 This	
amendment	 would	 increase	 access	 to	 care	 for	
patients	by	utilizing	the	already-present	and	qualified	
workforce,	 decreasing	 the	 pressure	 to	 recruit	 new	
providers.	
	
Disadvantages	
This	amendment	would	not	change	the	requirement	
for	physician	 involvement	 in	complicated	cases	and	
does	not	negate	the	need	for	continued	recruitment	
of	 both	 CNMs	 and	 physicians	 in	 rural	 areas.	
Independent	 practice	 shifts	 some	 of	 the	
responsibility	 from	physicians	 to	CNMs,	which	may	

result	in	an	increased	workload	and	longer	hours	for	
these	 providers,	 which,	 if	 imposed	 on	 a	 small	
population	of	providers,	 could	be	burdensome.	One	
study	demonstrates	that	nurse	practitioners	(NPs)	in	
states	 with	 full	 prescriptive	 authority	 worked	 four	
percent	more	hours	per	year	on	average	than	those	
with	 restrictions,	 with	 no	 subsequent	 reduction	 to	
hours	 worked	 by	 physicians	 (Kleiner	 et	 al.	 2016).	
Independent	practice	and	the	associated	increase	in	
workload	 and	 liability	 may	 also	 inspire	 calls	 for	
higher	pay	for	CNMs	(Spetz	et	al.	2018,	108),	which	
could	place	 financial	 strain	on	 some	 rural	hospitals	
and	clinics.		
	
ii.	 Option	 2:	 Amend	 Georgia	 code	 to	 increase	 and	
extend	rural	physicians’	tax	credits.	
Current	 Georgia	 regulation	 allows	 qualifying	 rural	
physicians—including	 OB-GYNs—to	 claim	 an	
additional	tax	credit	of	up	to	$5,000	per	year	for	up	to	
five	 years	 (2010	 Georgia	 Code	 2020).	 Considering	
that	 46%	 of	 rural	 residents	 are	 dependent	 on	
government	healthcare,	which	reimburses	services	at	
lower	 rates,	 these	 tax	 credits	 help	 sustain	 medical	
practices	 that	 serve	 rural	 communities	 (National	
Advisory	 Committee	 on	 Rural	 Health	 and	 Human	
Services	 2018;	 Barnett	 and	 Berchick	 2017;	 Hart	
2018).	 Extending	 this	 credit	 for	 an	 additional	 five	
years	and	increasing	the	credit	to	$10,000	for	each	of	
those	additional	years	would	further	incentivize	OB-
GYNs	 to	 continue	 practicing	 and	 living	 in	 these	
communities	(Gluck	2018).		
	
We	propose	the	amendment	of	GA	Code	§48-7-29	to	
extend	tax	credits	for	rural	physicians	from	five	to	ten	
years	and	increase	the	credit	to	$10,000	for	years	six	
through	ten.	
	
Advantages	
The	 proposed	 amendment	 would	 aid	 efforts	 to	
recruit	and	retain	OB-GYNs	in	rural	communities	by	
offering	a	financial	incentive	to	maintain	practices	in	
these	 areas	 of	 need.	 Physicians	 who	 participate	 in	
incentive	programs	are	more	likely	to	remain	in	rural	
and	 underserved	 communities.	 In	 Nebraska,	 the	
median	length	of	retention	for	rural	family	medicine	
providers	 was	 4.3	 years	 longer	 with	 incentive	
programs	compared	to	those	without	(Pedley	2018).	
Additionally,	 bipartisan	 support	 is	 attainable,	 as	
there	is	no	requirement	for	an	expansion	of	Medicaid	
benefits.	
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Disadvantages	
Available	data	demonstrate	that	financial	 incentives	
are	 effective	 for	 short-term	 recruitment	 but,	 alone,	
may	 not	 translate	 into	 long-term	 retention.	 Other	
factors	 such	as	working	conditions,	 job	satisfaction,	
access	to	professional	development	and	support	are	
important	 determinants	 of	 long-term	 retention	 of	
practitioners	 (Pedley	 2018;	 Gluck	 2018;	 Misfeldt	
2013).	This	amendment	may	prolong	the	presence	of	
OB-GYNs	 in	 rural	 communities	 but	 does	 not	
guarantee	 the	 practices	 would	 remain	 once	
incentives	 cease.	 Moreover,	 additional	 tax	 credits	
would	 decrease	 annual	 tax	 revenue,	 complicating	
state	budget	planning.	
	
IV.	Consequences	of	inaction	
The	majority	 of	maternal-related	 deaths	 are	within	
the	 poorest	 and	 most	 rural	 regions	 of	 Georgia.	
Current	efforts	in	Georgia	have	attempted	to	address	
the	high	MMR	by	increasing	the	surveillance	of	MMR,	
creating	additional	OB-GYN	residency	programs,	and	
a	tax	credit	 for	rural	physicians	of	up	to	$5,000	per	
year	for	up	to	five	years.	Unfortunately,	these	actions	
fall	short	because,	either	they	do	not	directly	target	

rural	Georgia	or	do	not	reach	to	the	extent	needed	to	
create	 long-lasting	 change	 in	 the	 workforce	 of	
maternal	 healthcare	 providers	 in	 rural	 Georgia.	
Without	 legislation	 that	 is	 specifically	 designed	 to	
address	 the	 MMR	 issue	 in	 rural	 Georgia,	 access	 to	
routine	maternal	health	care	will	continue	to	remain	
a	 significant	 barrier	 for	 mothers	 who	 are	 in	 most	
need.	Inaction	will	leave	Georgia	to	continue	to	have	
one	of	the	highest	MMR	in	the	United	States.		
	
V.	Policy	recommendation	
We	recommend	Option	1,	to	amend	GA	Code	§43-34-
25	to	allow	CNM	independent	practice	for	routine	and	
low-risk	care.	This	amendment	 to	 the	Georgia	Code	
would	 increase	 the	 availability	 of	 health	 care	
providers	 statewide	 and	would	help	 reduce	patient	
financial	burden.	A	majority	of	the	country,	including	
states	 like	 Utah	 and	 North	 Dakota,	 has	 approved	
independent	practice,	yet	Southern	states—many	of	
which	rank	poorly	in	terms	of	maternal	mortality—
are	not	represented.	Georgia	has	the	opportunity	to	
be	a	 leader	 in	 the	South,	expanding	CNMs’	SOP	and	
working	toward	a	better,	healthier	environment	 for	
Georgia’s	mothers	and	babies.
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