
IN THE SUPERIOR COURT OF FULTON COUNTY 
STATE OF GEORGIA 

 
SISTERSONG WOMEN OF COLOR 
REPRODUCTIVE JUSTICE 
COLLECTIVE, on behalf of itself and 
its members; FEMINIST WOMEN’S 
HEALTH CENTER, PLANNED 
PARENTHOOD SOUTHEAST, INC., 
ATLANTA COMPREHENSIVE 
WELLNESS CLINIC, ATLANTA 
WOMEN’S MEDICAL CENTER, 
FEMHEALTH USA d/b/a 
CARAFEM, and SUMMIT 
MEDICAL ASSOCIATES, P.C., on 
behalf of themselves, their physicians 
and other staff, and their patients; 
CARRIE CWIAK, M.D., M.P.H., 
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I. 
PRELIMINARY STATEMENT 

 
1. This is a constitutional challenge to a Georgia law that is forcing 

pregnancy and childbirth upon countless Georgians, and at the same time prohibiting 

medically appropriate care for patients suffering pregnancy complications and 

miscarriages.1 Plaintiffs bring this action under the Georgia Constitution’s rights to 

privacy, liberty, and equal protection, seeking declaratory and interlocutory 

injunctive relief, O.C.G.A. § 9-4-1, et seq., as well as a permanent injunction, 

O.C.G.A. § 9-5-1, et seq. 

2. The Georgia Legislature enacted Georgia 2019 House Bill 481 (“H.B. 

481,” “the Act,” or the “Six-Week Ban”), attached hereto as Ex. A, against a 

backdrop of profound health care challenges in Georgia, including a critical shortage 

of physicians and some of the highest rates of maternal and infant mortality in the 

nation. These harms are felt most acutely by Georgians of color, low-income 

Georgians, and people living in rural areas. Indeed, Black women in Georgia are 

more than twice as likely as white women to die during pregnancy.2 

3. Instead of working to improve the safety of pregnancy and childbirth 

and support Georgians’ reproductive health care decisions, the Legislature chose to 

	
1 See Aff. of Martina Badell, M.D., attached hereto as Ex. B (“Badell Aff.”), ¶¶ 28–37; Aff. of 
Carrie Cwiak, M.D., M.P.H., attached hereto as Ex. C (“Cwiak Aff.”), ¶¶ 12–13, 35, 49–56; see 
also Aff. of Whitney Rice, DrPH, M.P.H., attached hereto as Ex. D (“Rice Aff.”), ¶¶ 49–50, 52. 
2 Rice Aff. ¶¶ 17–23; Badell Aff. ¶ 22. 
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criminalize abortion beginning at approximately six weeks of pregnancy—just two 

weeks after a missed period and before many women3 even know they are pregnant.4  

4. The Six-Week Ban’s exceptions for rape and incest, medical 

emergencies, and lethal fetal anomalies are drawn so narrowly that they fail to 

mitigate harm to even the most vulnerable Georgians. The young girl who has not 

filed a police report about her father’s rapes; the woman whose doctor has counseled 

that pregnancy would jeopardize her life but whose health has not yet fully 

deteriorated; the patient whose pregnancy triggers a severe mental health episode 

and suicide risk; the family who receives a fetal diagnosis that would require 

extensive medical interventions they cannot afford—all are subject to and are being 

irreparably harmed by the Six-Week Ban.5 

5. Georgians experiencing a miscarriage likewise suffer under the Act’s 

cruel limitations. The Six-Week Ban prohibits medically appropriate care to 

evacuate a patient’s uterus even in cases where pregnancy loss is inevitable, 

	
3 Consistent with the language of H.B. 481, Plaintiffs periodically use “women” to refer to people 
who are pregnant, but note that “not all persons who may become pregnant identify as female,” 
and that transgender and gender non-binary people also need abortion and miscarriage care. 
Reprod. Health Servs. v. Strange, 3 F.4th 1240, 1246 n.2 (11th Cir. 2021), reh’g en banc granted, 
opinion vacated on other grounds sub nom. Reprod. Health Servs. ex rel. Ayers v. Strange, 22 
F.4th 1346 (11th Cir. 2022) (mem.). 
4 Badell Aff. ¶ 25; Cwiak Aff. ¶¶ 18, 25–26. 
5 Badell Aff. ¶¶ 28, 30, 34, 39; Cwiak Aff. ¶¶ 40–48; Aff. of Samantha Meltzer-Brody, M.D., 
attached hereto as Ex. E (“Meltzer-Brody Aff.”), ¶¶ 12, 33, 36, 40–41, 43. 



3 
	

extending miscarriage patients’ agony and elevating their medical risk.6 

6. The Medical Association of Georgia (“MAG”), the American College 

of Obstetricians and Gynecologists, and other leading state and national medical 

associations uniformly oppose the Six-Week Ban. MAG strongly opposed the Ban 

because it “violates the doctor/patient relationship” and does not “allow women and 

families to maintain access to quality healthcare in Georgia.”7  

7. Since 2019, the Six-Week Ban had been enjoined by federal court order 

as a violation of the U.S. Constitution. SisterSong Women of Color Reprod. Just. 

Collective v. Kemp, 410 F. Supp. 3d 1327, 1350 (N.D. Ga. 2019); SisterSong Women 

of Color Reprod. Just. Collective v. Kemp, 472 F. Supp. 3d 1297, 1314 (N.D. Ga. 

2020). On July 20, 2022, the Eleventh Circuit Court of Appeals issued a decision 

vacating the permanent injunction against the Six-Week Ban based on the U.S. 

Supreme Court’s decision in Dobbs v. Jackson Women’s Health Organization, 

which overruled Roe v. Wade, 410 U.S. 113 (1973), and half a century of unbroken 

federal precedent holding that the U.S. Constitution protects the right to abortion. 

SisterSong Women of Color Reprod. Just. Collective v. Governor of Ga., No. 20-

13024, 2022 WL 2824904, at *3–4 (11th Cir. July 20, 2022) (citing Dobbs v. Jackson 

Women’s Health Org., 142 S. Ct. 2228, 2242, 2283–84 (2022)). 

	
6 Badell Aff. ¶¶ 36–37; Cwiak Aff. ¶¶ 49–56. 
7 Cwiak Aff. ¶ 11.  
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8. Hours later, the Eleventh Circuit panel issued an order sua sponte 

staying the injunction of H.B. 481 until the Court’s mandate issues. SisterSong 

Women of Color Reprod. Just. Collective v. Governor of Ga., No. 20-13024, slip op. 

at 3 (11th Cir. July 20, 2022). The Court’s stay order put the Six-Week Ban into 

immediate effect on July 20 and caused chaos and devastation across Georgia, as 

patients with scheduled abortions—some already in clinic waiting rooms—learned 

they could no longer obtain this time-sensitive care in Georgia.8  

9. Every day the Six-Week Ban is in effect, it prohibits pregnant people 

from obtaining essential health care to end a pregnancy, to treat serious pregnancy 

complications, or to manage a miscarriage. Every day, it forces countless Georgians 

to travel hundreds or thousands of miles out of state for abortion care, at substantial 

expense.9 Worse yet, it forces Georgians who do not have the means for such travel 

to carry pregnancies and go through labor and delivery against their will—subjecting 

them to severe pain and life-threatening medical risks; preventing some from 

escaping abusive households; and consigning many to a life of poverty.10  

10. H.B. 481 infringes Georgians’ fundamental right under the Georgia 

Constitution to be free from unwarranted State interference with their “life, . . . body, 

	
8 Aff. of Jane Doe 1, attached hereto as Ex. E (“Doe 1 Aff.”), ¶ 3; Aff. of Jane Doe 2, attached 
hereto as Ex. F (“Doe 2 Aff.”), ¶ 4. 
9 See, e.g., Doe 1 Aff. ¶ 7; Doe 2 Aff. ¶ 6.  
10 Badell Aff. ¶¶ 13–22; Cwiak Aff. ¶¶ 12–13, 34–39, 46–56; Rice Aff. ¶¶ 34, 44, 45–47. 
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. . . [and] health,” Pavesich v. New Eng. Life Ins. Co., 122 Ga. 190, 195 (1905)—a 

liberty interest that inherently encompasses an individual’s decision whether to carry 

a pregnancy to term.  

11. There is no State interest that justifies forcing Georgians to suffer the 

profound risks and life-altering consequences of pregnancy and childbirth from the 

earliest weeks of pregnancy, four months before the embryo would be able survive 

apart from the pregnant person’s body.11 

12. In a further affront to Georgians’ privacy rights and reliance interests, 

H.B. 481 expands upon a preexisting statutory provision that grants district attorneys 

virtually unfettered access to the medical files of anyone who seeks an abortion, 

without a subpoena. O.C.G.A. § 16-12-141(f) (the “Records Access Provision”) 

exposes Georgians’ most intimate medical conditions and personal circumstances to 

state officials in bald defiance of the Georgia Constitution and Georgia Supreme 

Court precedent. Plaintiffs also challenge this carte blanche access to abortion 

patients’ personal health records.12 

13. For all of these reasons, the Six-Week Ban and Records Access 

Provision should be declared unconstitutional and their enforcement enjoined. 

	
11 Badell Aff. ¶ 26; Cwiak Aff. ¶ 20. 
12 Cwiak Aff. ¶¶ 63–66. 
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II. 
JURISDICTION AND VENUE 

 
14. This action arises under the authority vested in this Court by virtue of 

O.C.G.A. §§ 9-4-2, 9-4-3, 9-5-1, and the Georgia Constitution. Venue is proper in 

this Court under O.C.G.A. § 9-10-30. 

15. With respect to Plaintiffs’ claim for declaratory and interlocutory 

injunctive relief under the Declaratory Judgments Act, sovereign immunity has been 

waived under article I, section 2, paragraph V of the Georgia Constitution. That 

provision waives sovereign immunity “for actions in the superior court seeking 

declaratory relief from acts of the state . . . in violation of the laws of the Constitution 

of this state or the Constitution of the United States.” 

16. Article I, section 2, paragraph V of the Georgia Constitution likewise 

waives sovereign immunity with respect to Plaintiffs’ claim for permanent injunctive 

relief under O.C.G.A. § 9-5-1. That provision waives sovereign immunity for claims 

for permanent injunctions “after awarding declaratory relief[.]” 

III. 
PLAINTIFFS 

 
17. Plaintiffs are a coalition of Georgia-based obstetrician-gynecologists 

(“OB-GYNs”), reproductive health centers, and membership groups committed to 

reproductive freedom and justice.  
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18. Plaintiff SisterSong Women of Color Reproductive Justice Collective 

(“SisterSong”) is a non-profit organization based in Georgia that was formed in 1997 

by 16 organizations led by and representing Indigenous, Black, Latinx, and Asian 

American women and trans people who recognized their right and responsibility to 

represent themselves in advancing their needs. By asserting the human right to 

reproductive justice, SisterSong works to build an effective network of individuals 

and organizations addressing institutional policies, systems, and cultural practices 

that limit the reproductive lives of marginalized people. A membership organization, 

SisterSong organizes with a large base whose members include Georgians who can 

become pregnant and need the freedom to make their own health care decisions, 

including the decision to end a pregnancy.  

19. H.B. 481’s draconian prohibitions are forcing SisterSong to divert its 

scarce time and resources away from other work to help mitigate the sweeping harms 

the Six-Week Ban imposes. SisterSong and its members are directly impacted by 

H.B. 481’s restrictions. SisterSong sues on behalf of itself and its members. 

20. Plaintiff Feminist Women’s Health Center (“Feminist”) is a non-profit 

reproductive health care facility registered in the state of Georgia and located in 

Dekalb County. Feminist has been providing reproductive health care in Georgia 

since 1976. It currently provides a range of services, including abortions in 

compliance with the Six-Week Ban, as well as contraception, annual gynecological 
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examinations, miscarriage management, sexually transmitted infection testing and 

treatment, and transgender health care such as hormone replacement therapy. Before 

the Act took effect, Feminist provided abortion care up to 21.6 weeks as measured 

from the first day of the patient’s last menstrual period (“LMP”).13 Feminist also 

engages in community education, grassroots organizing, public affairs, and 

advocacy programs to advance reproductive health, rights, and justice for all 

Georgians. Feminist sues on behalf of itself and its physicians, staff, and patients. 

21. Plaintiff Planned Parenthood Southeast, Inc. (“PPSE”) is a not-for-

profit corporation registered in the state of Georgia. PPSE operates four health 

centers in Georgia, located in DeKalb, Gwinnett, Cobb, and Chatham counties, as 

well as health centers in Alabama and Mississippi. PPSE provides comprehensive 

reproductive health care, including family planning services, testing and treatment 

for sexually transmitted infections, cancer screening and treatment, pregnancy 

testing and all options counseling. At its four Georgia health centers, PPSE also 

provides medication abortion in compliance with the Six-Week Ban. Before the Act 

took effect, PPSE provided medication abortion up to 10 weeks LMP. PPSE and its 

corporate predecessors have provided care in Georgia for over 50 years. Plaintiff 

PPSE sues on behalf of itself and its physicians, staff, and patients. 

	
13 Physicians often date pregnancy with the weeks before the decimal and the days after: “21.6 
weeks LMP” means “21 weeks and six days LMP.” 
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22. Plaintiff Atlanta Comprehensive Wellness Clinic (“ACWC”) is a 

private medical practice registered in the state of Georgia and located in Fulton 

County. ACWC provides reproductive health services, including abortions in 

compliance with the Six-Week Ban. Before the Act took effect, ACWC provided 

abortion care up to 13.6 weeks LMP. ACWC sues on behalf of itself and its 

physicians, staff, and patients. 

23. Plaintiff Atlanta Women’s Medical Center (“AWMC”) is a private 

company registered in the state of Georgia and located in Fulton County. AWMC 

has been providing reproductive health services, including abortion care, since 1977. 

AWMC currently provides abortions in compliance with the Six-Week Ban; before 

the Act took effect, AWMC provided abortion care up to 21.6 weeks LMP. AWMC 

sues on behalf of itself and its physicians, staff, and patients. 

24. Plaintiff FemHealth USA d/b/a carafem is a nonprofit organization 

registered in the state of Georgia and located in Fulton County. carafem provides 

reproductive health services, including abortions in compliance with the Six-Week 

Ban. Before the Act took effect, carafem provided abortion care up to 12.6 weeks 

LMP. carafem brings this action on behalf of itself and its physicians, staff, and 

patients. 

25. Plaintiff Summit Medical Associates, P.C. (“Summit”) is a professional 

corporation registered in the state of Georgia and located in Fulton County. Summit 
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has been providing reproductive health services, including abortion care, since 1976. 

Summit currently provides abortions in compliance with the Six-Week Ban; before 

the Act took effect, Summit provided abortion care up to 21.6 weeks LMP. Summit 

brings this action on behalf of itself and its physicians, staff, and patients. 

26. Plaintiff Carrie Cwiak, M.D., M.P.H., is a board-certified OB-GYN 

licensed to practice in Georgia. She is Professor of Gynecology and Obstetrics and 

Family Planning at Emory University School of Medicine. In addition to teaching 

residents, her medical practice includes providing her patients with labor and 

delivery care and comprehensive obstetrical and gynecological care including 

abortions at Emory University Hospital Midtown in Fulton County, where she is 

Chief of Service of Obstetrics and Gynecology, and Fulton-DeKalb Hospital, d/b/a 

Grady Memorial Hospital, in Fulton County. Dr. Cwiak also provides reproductive 

health services, including abortions, at Plaintiffs Feminist and AWMC, and she is 

the Medical Director at Feminist. She sues as an individual on behalf of herself and 

her patients, and does not sue as a representative of any institution or organization 

not named as a plaintiff in this lawsuit. 

27. Plaintiff Lisa Haddad, M.D., M.S., M.P.H., is a board-certified OB-

GYN licensed to practice in Georgia. She is Medical Director at the Center for 

Biomedical Research at the Population Council, a non-profit global health 

organization, and Adjunct Associate Professor of Gynecology and Obstetrics at 
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Emory University School of Medicine. In addition to research and teaching 

residents, her medical practice includes providing her patients with labor and 

delivery care and comprehensive obstetrical and gynecological care including 

abortions at Emory University Hospital Midtown in Fulton County, and Fulton-

DeKalb Hospital, d/b/a Grady Memorial Hospital, in Fulton County. Dr. Haddad 

also provides reproductive health services, including abortions, at Plaintiff AWMC. 

Dr. Haddad sues as an individual on behalf of herself and her patients, and does not 

sue as a representative of any institution or organization not named as a plaintiff in 

this lawsuit. 

28. Plaintiff Eva Lathrop, M.D., M.P.H., is a board-certified obstetrician 

and gynecologist licensed to practice in Georgia. She is the Medical Director for a 

non-profit global health organization and an Adjunct Associate Professor of 

Gynecology and Obstetrics and Family Planning at Emory University School of 

Medicine. In addition to overseeing global health initiatives and teaching residents, 

she provides her patients with labor and delivery care and comprehensive obstetrical 

and gynecological care including abortions at Fulton-DeKalb Hospital, d/b/a Grady 

Memorial Hospital, in Fulton County. Dr. Lathrop also provides reproductive health 

services, including abortions, at Plaintiff AWMC. Dr. Lathrop sues as an individual 

on behalf of herself and her patients, and does not sue as a representative of any 

institution or organization not named as a plaintiff in this lawsuit. 
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29. Plaintiff Medical Students for Choice (“MSFC”) is a 501(c)(3) non-

profit organization whose mission is to create tomorrow’s abortion providers and 

pro-choice physicians. MSFC assists medical students and residents to maintain and 

expand access to abortion and family planning training, including through 

curriculum reform, training in a clinic setting, and abortion training institutes. MSFC 

sues on behalf of itself, its members, and their patients. 

IV. 
FACTUAL ALLEGATIONS 

 
A. Pregnancy, Miscarriage & Abortion in Georgia 

30. Pregnancy is a major medical event affecting virtually every aspect of 

a person’s physiology. Even in uncomplicated pregnancies, many patients suffer 

symptoms, such as nausea, vomiting, headaches, fatigue, back pain, constipation, 

frequent urination, dizziness, insomnia, nose bleeds, and shortness of breath, which 

can cause significant pain and discomfort and interfere with essential daily tasks.14 

31. Pregnancy poses additional medical risks in both the short- and long-

term for people with co-existing conditions known as “comorbidities,” such as 

diabetes, hypertension, asthma, cardiac disease, or autoimmune disorders like lupus. 

It is not uncommon for someone who had been successfully managing a health 

	
14 Badell Aff. ¶ 13; see also id. at 11–12, 14–22, 34, 40. 
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condition to see a dramatic deterioration over the course of a pregnancy, often with 

lasting consequences even after the pregnancy ends.15  

32. Because of income inequality, lack of access to health care, and other 

facets of structural racism, people of color are more likely to have preexisting health 

conditions that exacerbate the health risks and pains of pregnancy.16  

33. In addition, people can develop conditions for the first time in 

pregnancy that predispose them to medical problems later in life. For instance, 

gestational diabetes increases the risk of diabetes after pregnancy. Pre-eclampsia 

increases the risks of developing other conditions such as chronic hypertension and 

cardiovascular disease. Pregnant people who develop peripartum cardiomyopathy (a 

heart disease that makes it harder for the heart to pump blood effectively) sometimes 

never recover normal heart function after pregnancy.17  

34. For many, pregnancy and the postpartum period (together, the 

“perinatal” period) are also times of increased vulnerability to mental health issues—

both new disorders and recurrences of preexisting conditions. At least one in eight 

women will experience psychiatric symptoms during the perinatal period, and 

unplanned pregnancy and low socioeconomic status are risk factors. In a recent study 

	
15 Id. ¶ 16. 
16 Id. ¶¶ 15, 22; see also Rice Aff. ¶¶ 19–20. 
17 Badell Aff. ¶ 19; see also Aff. of Jane Doe 3, attached hereto as Ex. G (“Doe 3 Aff.”), ¶ 3. 
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of pregnant and postpartum Black women in south Atlanta, more than half reported 

perinatal anxiety or mood disorder symptoms.18  

35. Pregnancy poses a significant risk of relapse or worsening of symptoms 

across a broad range of perinatal psychiatric illness even among patients who 

continue their pre-pregnancy treatment regimen (which not all choose to do, 

typically because of potential risks to the fetus). For some women, a mental health 

episode triggered by pregnancy can be so severe and debilitating that it becomes life-

threatening. A relapse of mental illness also often carries long-term practical 

consequences, including loss of employment and massive debt.19  

36. Labor and delivery—whether vaginal or via caesarean section (“C-

section”)—present their own severe medical risks. Vaginal deliveries pose risks of 

laceration to the vagina, pelvic floor damage, hemorrhage, infection, retained 

placenta, and significant blood loss, with potential long-term consequences 

including uterine prolapse and incontinence. A C-section is major abdominal surgery 

carrying even greater risks, including hemorrhage, infection, injury to surrounding 

organs, need for blood transfusion, need for unanticipated surgery including 

	
18 See Meltzer-Brody Aff. ¶¶ 12–13, 16–18; Badell Aff ¶ 16. 
19 Meltzer-Brody Aff. ¶¶ 12, 21, 23–26, 30, 32–33, 35–36, 39–43; Badell Aff. ¶ 34. 
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hysterectomy, and death. In Georgia, one in three live births is via C-section—the 

ninth highest rate in the nation.20  

37. Georgia has a dearth of physicians, particularly in rural areas. The ratio 

of OB-GYNs to people in Georgia is far below the national average, and nearly half 

of Georgia counties do not have a single OB-GYN. Lacking access to care in one’s 

community and having to travel long distances for care results in worse outcomes.21  

38. Indeed, according to the U.S. Centers for Disease Control and 

Prevention (“CDC”), Georgia’s rate of pregnancy-related deaths is among the ten 

highest in the nation: 28.8 maternal deaths per 100,000 live births in 2018–2020, 

compared to an average of 20.4 nationally. The threat is particularly grave for Black 

women, who are 2.3 times as likely to die from pregnancy as white women in 

Georgia. Georgia also has one of the highest rates of infant mortality in the nation.22  

39. These statistics ultimately reflect policy choices. Indeed, Georgia’s 

Department of Public Health has recognized that, between 2015 and 2017 (the latest 

years for which such data are available), 87% of pregnancy-related deaths were 

preventable.23  

	
20 Badell Aff. ¶ 17. 
21 Rice Aff. ¶¶ 17–18; Cwiak Aff. ¶ 57. 
22 Badell Aff. ¶ 22; Cwiak Aff. ¶ 7; Rice Aff. ¶¶ 21–22. 
23 Rice Aff. ¶ 21. 
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40. Georgia has the 5th lowest number of policies supportive of the health 

of women and children in the nation. For instance, Georgia does not require 

reasonable accommodations for pregnant employees, as North Carolina and South 

Carolina do, and Georgia denies additional benefits to families who have additional 

children while on government assistance, unlike its neighbor Alabama.24  

41. While most pregnancies in Georgia and in the United States end in a 

live birth, the two alternative outcomes—miscarriage and abortion—are both very 

common. Approximately 15–20% of pregnancies end in miscarriage, and one in four 

women in the United States has an abortion by age 45. In Georgia, in 2019, there 

were 16.9 abortions per 1,000 women of reproductive age.25  

42. Georgians who seek an abortion do so for a variety of deeply personal 

reasons, including familial, medical, and financial ones. Deciding whether to 

continue or end a pregnancy implicates a person’s core religious beliefs, values, and 

family circumstances. Some people have abortions because it is not the right time 

for them to have a child or to add to their families. Some want to pursue their 

education; some lack the economic resources or level of partner support or stability 

needed to raise children; some will be unable to care adequately for their existing 

children or their ill or aging parents if they increase their family size. Others end a 

	
24 Id. ¶¶ 25–27. 
25 Cwiak Aff. ¶¶ 8, 50; Badell Aff. ¶ 37. 
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pregnancy to be able to leave an abusive partner. Some people seek abortions 

because of the risks continuing a pregnancy would pose to their health or life; some 

because they have become pregnant as a result of rape or incest; and others because 

they decide not to have children. Some people decide to have an abortion because of 

a diagnosed fetal medical condition, concluding that they do not have the societal or 

personal resources—financial, medical, educational, or logistical—to care for a child 

with physical or intellectual disabilities, or to do so and simultaneously provide for 

their existing children.26  

43. Three out of four abortion patients nationwide are either poor or low-

income. And in Georgia, nearly three out of four abortion patients are people of 

color: 65% of abortion patients in Georgia in 2019 identified as Black, 21% as white, 

9% as Hispanic, and 5% as “other.” Eighty-seven percent of Georgia abortion 

patients are unmarried, and more than 60% already have at least one child. One in 

five has two children, and nearly one in five already has at least three children.27  

44. Abortion is very safe, and far safer than pregnancy. Serious 

complications occur in fewer than 1% of abortions. As noted supra at ¶ 38, according 

to the CDC, there were 20.4 maternal deaths per 100,000 live births nationally in 

	
26 Cwiak Aff. ¶¶ 9–10; Meltzer-Brody Aff. ¶ 35; see also Doe 1 Aff. ¶ 2; Doe 2 Aff. ¶¶ 1–2, 7; 
Doe 3 Aff. ¶ 3; Aff. of Jane Doe 4, attached hereto as Ex. I (“Doe 4 Aff.”), ¶ 3; Aff. of Jane Doe 
5, attached hereto as Ex. J (“Doe 5 Aff.”), ¶ 4. 
27 Rice Aff. ¶¶ 29–31, 30 n.71; see also Cwiak Aff. ¶ 9. 
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2018–2020. By contrast, in 2013–2018, the most recent years for which data are 

available, the national case fatality rate for legal induced abortion was 0.41 deaths 

per 100,000. Every pregnancy-related complication is more common among people 

who continue a pregnancy to childbirth than among those who have an abortion.28  

45. Abortion is also safer than many other common medical procedures: 

colonoscopy, certain dental procedures, and plastic surgery all have higher mortality 

rates than abortion. However, while abortion is safe throughout pregnancy, the 

medical risks increase as pregnancy advances. In other words, delay increases risk.29  

46. Georgians have to overcome numerous barriers, including those 

imposed by state law, which make it difficult to access care early in pregnancy. For 

instance, a patient must hear a special government-created script and then delay care 

by at least 24 hours before she is permitted to consent to an abortion, O.C.G.A. § 31-

9A-3(2); young people cannot obtain an abortion unless they first notify a parent or 

obtain a court order, id. § 15-11-682; and nurse practitioners and other qualified 

advanced practice clinicians are prohibited from providing abortions despite being 

permitted to provide other health services of comparable complexity and risk, 

O.C.G.A. §§ 16-12-141(b), 43-34-110, 43-34-25(l). Additionally, with very narrow 

exceptions, Georgia bars coverage of abortion through its Medicaid program (Op. 

	
28 Cwiak Aff. ¶¶ 14, 16; Badell Aff. ¶ 20. 
29 Cwiak Aff. ¶¶ 15, 37. 
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Atty. Gen. No. U94-6, March 15, 1994), in health plans offered in the state insurance 

exchange (O.C.G.A.	§ 33-24-59.17), and in health insurance plans offered to state 

employees (O.C.G.A. § 45-18-4).30  

47. Under preexisting Georgia law, abortions were prohibited beginning at 

22.0 weeks LMP,31 with extremely narrow exceptions. O.C.G.A. § 16-12-141(c)(1). 

B. The Six-Week Ban 

i. Statutory Framework 

48. Section 10 of H.B. 481 requires that, before performing an abortion, a 

physician first make “a determination of the presence of a detectable human 

heartbeat, as such term is defined in Code Section 1-2-1.” O.C.G.A. § 31-9B-2(a). 

As amended by H.B. 481 § 3, “[d]etectable human heartbeat” is defined as 

“embryonic or fetal cardiac activity or the steady and repetitive rhythmic contraction 

of the heart within the gestational sac.” O.C.G.A. § 1-2-1(e)(1).32 

	
30 See also id. ¶ 27. 
31 Preexisting Georgia law prohibited abortion at “20 weeks or more,” O.C.G.A. § 16-12-141(c)(1) 
(repealed 2019), “from the time of fertilization,” O.C.G.A. § 31-9B-1(5). Because fertilization 
typically occurs at two weeks LMP, preexisting Georgia law banned abortions at 22 weeks LMP. 
32 H.B. 481 also redefines “natural person” throughout the Georgia code to include an “unborn 
child,” defined as a human “at any stage of development who is carried in the womb.” H.B. 481 
§ 3 (amending O.C.G.A. § 1-2-1(d)–(e)). In 2020, Plaintiffs won a facial permanent injunction of 
Section 3 as void for vagueness. SisterSong Women of Color Reprod. Just. Collective, 472 F. Supp. 
3d at 1316, 1321. On July 20, 2022, the Eleventh Circuit vacated that injunction, finding that “[o]n 
its face, the statute is not void for vagueness,” though acknowledging that “there might be vague 
applications of that definition in other provisions of the Georgia Code.” SisterSong Women of 
Color Reprod. Just. Collective, 2022 WL 2824904, at *5. Plaintiffs’ federal challenge to Section 
3 is still pending, and they do not challenge it here.  
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49. Section 4 then provides that “[n]o abortion is authorized or shall be 

performed if an” embryo/fetus “has been determined . . . to have a detectable human 

heartbeat,” and “[n]o abortion is authorized or shall be performed in violation of” 

the code section requiring such a determination. H.B. 481 § 4 (codified at O.C.G.A. 

§ 16-12-141(b), (d)). 

50. The Six-Week Ban contains three very narrow exceptions for a 

“medical emergency,” rape or incest where there is an official police report, or a 

“medically futile” pregnancy, discussed infra at ¶¶ 68–72. 

51. The definition on which H.B. 481 is premised is contradicted by 

medical science. The electrical impulses that can be detected beginning at 

approximately six weeks of pregnancy are not a “heartbeat”: the cells that produce 

those early electrical impulses have not yet formed a functioning four-chamber heart. 

Because “heartbeat” is scientifically inaccurate, Plaintiffs refer to the ban on 

abortions after the detection of a “human heartbeat” as the “Six-Week Ban.”33  

52. Under Section 4 of H.B. 481, “abortion” does not include removing an 

“ectopic pregnancy” (i.e., a pregnancy located outside the uterus). O.C.G.A. § 16-

12-141(a)(1)(B). 

53. The Act’s definition of “abortion” also excludes an act “performed with 

the purpose of removing a dead unborn child caused by spontaneous abortion,” i.e., 

	
33 Cwiak Aff. ¶ 21; Badell Aff. ¶ 26. 
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caused by miscarriage. O.C.G.A. § 16-12-141(a)(1)(A). Under this definition, a 

patient suffering a miscarriage would be able to access medical care to empty her 

uterus only if the process of pregnancy loss has already ended embryonic/fetal 

cardiac activity. As long as cardiac activity persists, H.B. 481 will prohibit 

physicians from providing medically indicated care to complete the miscarriage—

regardless of the patient’s wishes and the inevitability of the demise of the 

pregnancy—unless the patient’s health deteriorates to the point that the Act’s 

extremely limited “medical emergency” exception is triggered.34  

54. Section 11 of the Act imposes new reporting obligations for abortion 

providers to document that cardiac activity was not detectable before performing an 

abortion or that one of the Act’s three extremely limited exceptions existed, detailed 

infra at ¶¶ 68–72. H.B. 481 §11 (codified at O.C.G.A. § 31-9B-3). 

55. A physician who violates Section 4 faces potential imprisonment of one 

to ten years. O.C.G.A. § 16-12-140(b). Such a violation also exposes a physician to 

licensing penalties up to and including revocation, because it could constitute both 

“unprofessional conduct” under O.C.G.A. § 43-34-8(a)(7), see H.B. 481 § 10(b) 

(codified at O.C.G.A. § 31-9B-2), and independent grounds for such discipline, see 

O.C.G.A. § 43-34-8(a)(8); see also O.C.G.A. § 43-34-8(b)(1)(F) (penalties). A 

	
34 Cwiak Aff. ¶¶ 51, 53–56; Badell Aff. ¶ 36. 
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patient may also bring a civil action against the physician for violating Section 4. 

H.B. 481 § 4(g) (codified at O.C.G.A § 16-12-141(g)). 

56. Section 4 offers affirmative defenses if a physician, nurse, physician 

assistant, or pharmacist “provide[d] medical treatment for a pregnant woman which 

results in the accidental or unintentional injury or death of an” embryo/fetus, or if 

“[a] woman sought an abortion because she reasonably believed that an abortion was 

the only way to prevent a medical emergency.” H.B. 481 § 4(h)(1–5) (codified at 

O.C.G.A. § 16-12-141(h)(1–5)). Once a prosecutor proves the prima facie case of a 

violation of H.B. 481, an accused may try to escape conviction and incarceration by 

raising an affirmative defense, but they bear the burden of proving the elements of 

that defense. 

ii. Embryonic Development at Six Weeks 

57. In a typically developing pregnancy, ultrasound can generally detect 

embryonic cardiac activity beginning at approximately six weeks LMP. Thus, H.B. 

481 prohibits virtually all abortions after approximately six weeks of pregnancy.35 

58. At six weeks of pregnancy, many people do not even know they are 

pregnant. For a person with regular four-week menstrual cycles, six weeks LMP is 

	
35 Badell Aff. ¶ 26; Cwiak Aff. ¶ 22; accord H.B. 481 § 8 (codified at O.C.G.A. § 31-9A-4) 
(instructing Georgia Department of Public Health to publish information stating that, “[a]s early 
as six weeks’ gestation, an unborn child may have a detectable human heartbeat”).  
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only two weeks after their first missed period. Many people do not have regular 

menstrual periods, including due to a health condition, contraceptive usage, or 

breastfeeding, and some people mistake the vaginal bleeding common in early 

pregnancy for a period.36  

59. At six weeks of pregnancy, an embryo (not yet a fetus) is wholly 

dependent on the pregnant woman for sustenance, and indeed will be entirely 

dependent on her body for another four months (or more) to follow. All nourishment 

comes to the embryo via the placenta attached to the uterus. The embryo is months 

away from having the physiological and functional structures necessary for sustained 

survival apart from the pregnant person’s body.37  

60. The Act’s legislative findings provide that: “Modern medical science, 

not available decades ago, demonstrates that unborn children are a class of living, 

distinct persons and more expansive state recognition of unborn children as persons 

did not exist when Planned Parenthood v. Casey (1992) and Roe v. Wade (1973) 

established abortion related precedents.” H.B. 481 § 2(3).  

61. In fact, no advancements in science or technology in the last three 

decades have changed the consensus among the scientific community that an embryo 

is neither “living” nor “distinct” at six weeks LMP. While advancements in 

	
36 Cwiak Aff. ¶ 25. 
37 Badell Aff. ¶ 23; Cwiak Aff. ¶ 20. 
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ultrasound technology have improved physicians’ ability to visualize fetal 

development and diagnose anomalies after 12 weeks LMP, there have been no such 

changes to our understanding of embryonic development at six weeks LMP. At that 

point in pregnancy, an embryo is too small—about 1/10 of an inch—for modern 

ultrasound to detect any anatomical features.38  

62. Beginning at approximately 8–10 weeks, the pregnancy is referred to 

as a fetus. A fetus generally does not reach viability—the point at which, if born 

then, there is a reasonable likelihood of sustained survival with or without artificial 

support—until approximately 23–24 weeks LMP, or in rare cases with optimal 

conditions, 22 weeks. A full-term pregnancy is approximately 40 weeks LMP.39  

iii. Challenges of Obtaining an Abortion Before Six Weeks 

63. Patients who have made the decision to end a pregnancy generally 

obtain an abortion as soon as they can, and most abortions in Georgia and nationally 

occur in the first trimester. In 2019, more than nine out of ten abortions in Georgia 

occurred before 14 weeks of pregnancy.40  

	
38 Badell Aff. ¶ 27. 
39 Cwiak Aff. ¶¶ 19–20; Badell Aff. ¶ 23. 
40 Cwiak Aff. ¶¶ 23, 28; see also Doe 1 Aff. ¶¶ 2–3, 5; Doe 2 Aff. ¶¶ 3–5; Doe 3 Aff. ¶¶ 2–6; Doe 
4 Aff. ¶¶ 2, 4–5. 
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64. However, in 2019, the majority of patients in Georgia were not able to 

access an abortion before six weeks of pregnancy.41  

65. Many people do not even suspect they are pregnant by six weeks LMP, 

i.e., four weeks post-fertilization—much less confirm the pregnancy, make the 

decision to obtain an abortion, fulfill Georgia’s mandatory 24-hour delay 

requirement for abortion, O.C.G.A. § 31-9A-3(2), and access an abortion within that 

very early timeframe.42  

66. Financial and logistical difficulties also prevent many patients from 

obtaining an abortion before six weeks LMP. Nationwide, 75% of abortion patients 

are poor or low-income, and Georgia’s poverty rate is higher than the national 

average. Poverty in Georgia is especially high among Black people, who comprise 

the majority of Georgia abortion patients. People with low incomes are often delayed 

in accessing abortions as they struggle to raise funds to cover the cost of the 

abortion—which Georgia law prohibits most insurers from covering, see supra 

¶ 46—as well as raise funds and navigate the logistics of childcare, transportation to 

and from the clinic, hotel rooms if traveling long distances to the nearest provider, 

and lost wages for missed work.43  

	
41 Cwiak Aff. ¶ 28. 
42 Id. ¶¶ 24–25, 27 
43 Id. ¶¶ 27, 38; Rice Aff. ¶¶ 34–36. 
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67. The Six-Week Ban harms even the minority of patients who learn of a 

pregnancy before six weeks and have, or can quickly gather, sufficient resources to 

access care in Georgia. The Act’s extremely early deadline compels patients to 

decide quickly how to proceed with their pregnancy—within just hours or days. 

While many patients know immediately upon learning of a pregnancy that they need 

an abortion, others take additional time to reflect and/or to consult with loved ones, 

health care providers, spiritual advisors, or other trusted confidantes.44  

iv. The Six-Week Ban’s Narrow Exceptions 

68. The Six-Week Ban contains three extremely limited exceptions.  

69. First, the Act permits otherwise banned abortion care when a “medical 

emergency” exists, strictly defined as “a condition in which an abortion is necessary 

in order to prevent the death of the pregnant woman or the substantial and 

irreversible physical impairment of a major bodily function of the pregnant woman.” 

H.B. 481 § 4 (b)(1), (a)(3)) (codified at O.C.G.A. §16-12-141(b)(1), (a)(3)). It does 

not permit abortion care necessary to prevent: (1) substantial but reversible physical 

impairment of a major bodily function, (2) less than “substantial” but irreversible 

physical impairment of a major bodily function, or (3) substantial and irreversible 

physical impairment of a bodily function that is not “major.” And where a physician 

	
44	Compare Doe 5 Aff. ¶¶ 2, 4, 6; with, e.g., Doe 1 Aff. ¶ 2. 	
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determines that an abortion is necessary to reduce the risk of death or substantial 

harm to the pregnant woman, they must weigh their medical judgment that an 

emergency exists against the threat of criminal liability.45  

70. The Act’s medical emergency exception also expressly prohibits a 

physician from providing an abortion that is necessary to prevent death or substantial 

impairment if based on “a diagnosis or claim of a mental or emotional condition . . . 

or that the pregnant woman will purposefully engage in” suicide, self-harm, or 

dangerous behaviors likely to result in death or self-harm. H.B. 481 § 4(a)(3), (b)(1) 

(codified at O.C.G.A. §(a)(3), (b)(1)). Instead, H.B. 481 forces a patient 

experiencing a mental health crisis due to pregnancy to continue that pregnancy and 

go through childbirth, no matter how dire or deadly the consequences. A psychiatric 

illness is no less of a medical condition than a physical illness—and suicide is a 

leading cause of maternal death.46  

71. Second, the Act contains an exception for a pregnancy that is at or 

below 20 weeks post-fertilization (i.e., 22 weeks LMP) and that is the result of rape 

or incest, but only when “an official police report has been filed alleging the offense 

of rape or incest.” H.B. 481 § 4(b)(2) (codified at O.C.G.A. §16-12-141(b)(2)). In 

other words, if someone pregnant from rape/incest is unwilling or unable to file such 

	
45 Badell Aff. ¶ 29; Cwiak Aff. ¶¶ 47-48. 
46 Meltzer-Brody Aff. ¶¶ 12, 33, 35–36, 39–43; Badell Aff. ¶ 34; see also GA 2022 House Bill 
1013 (“Mental Health Parity Act”), codified at O.C.G.A. § 33-21A-13. 
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a report—for instance, because she fears retaliatory violence by an abusive parent or 

partner—the State of Georgia will force her to carry that pregnancy to term. In the 

United States, only a small fraction of rapes are reported to police. This is due to a 

number of factors, including trauma and fear of violent retaliation from the abuser.47  

72. Third, the Act permits abortion when the “physician determines, in 

reasonable medical judgment, that the pregnancy is medically futile,” which is 

limited by definition to “a profound and irremediable congenital or chromosomal 

anomaly that is incompatible with sustaining life after birth.” H.B. 481 § 4(a)(4), 

(b)(3) (codified at O.C.G.A. §16-12-141(a)(4), (b)(3)). But medicine is not so clear 

cut, and a physician cannot predict exactly how long a baby will survive, or how 

much they may suffer before they die. Moreover, a physician cannot be sure that 

their medical judgment would not later be second-guessed by a prosecutor or judge. 

Because of this uncertainty, pregnant people who receive a fetal diagnosis that is not 

definitively fatal but would be severely life-limiting, or require intervention that may 

be invasive, painful, and/or unaffordable, will likely be forced to carry the pregnancy 

to term and give birth regardless of their wishes and circumstances.48  

	
47 Cwiak Aff. ¶¶ 41–44. 
48 Badell Aff. ¶¶ 38–41; Cwiak Aff. ¶ 46. 
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v. The Impact of the Six-Week Ban 

73. Since taking effect on July 20 and prohibiting most abortions in 

Georgia, the Six-Week Ban has already caused irreparable harm—with more 

devastation promised every day it is in effect.49  

74. Already, Plaintiffs have had to send patients home from waiting rooms 

in tears and cancel hundreds of upcoming appointments—with some patients forced 

to travel hundreds or thousands of miles out of state at great cost, and others 

desperately pleading that if they cannot get an abortion past six weeks in Georgia, 

they will not be able to get one at all.50 

75. Drs. Cwiak, Haddad, and Lathrop, the Health Center Plaintiffs’ 

physicians, and MSFC’s members are being prevented from exercising their clinical 

judgment to provide medically appropriate treatment to their patients seeking 

essential reproductive health care. The Six-Week Ban is undermining their ability to 

practice their profession and the physician-patient relationship.51 

76. The Six-Week Ban is also decimating opportunities for physicians and 

medical students to provide and receive training in the provision of abortion and 

miscarriage care, to the detriment of MSFC’s medical student and resident members, 

	
49 Cwiak Aff. ¶ 13; Doe 1 Aff. ¶¶ 2–7; Doe 2 Aff. ¶¶ 4–5. 
50 Cwiak Aff. ¶ 13; see also Doe 1 Aff. ¶¶ 3–5, 7; Doe 2 Aff. ¶¶ 4–6. 
51 Cwiak Aff. ¶ 13. 
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Drs. Cwiak, Haddad, and Lathrop, the Health Center Plaintiffs’ physicians, and their 

patients.52  

77. The Six-Week Ban is causing and will continue to cause tremendous 

harm to SisterSong’s members and to Plaintiffs’ patients who need abortion and 

miscarriage care in Georgia—with particularly acute consequences for Georgians of 

color, people with fewer financial resources, young people, and Georgians living in 

rural areas.53  

78. While some Georgians can afford to drive or fly thousands of miles out 

of state to the nearest abortion provider, pay for overnight lodging, miss multiple 

days of work without losing their job, and arrange and pay for multi-day childcare 

(or else bring their children with them on the journey), many cannot.54  

79. And while some Georgians are able to safely self-manage their own 

abortion outside of the formal medical system, others without adequate information 

or resources are not.55  

	
52 Aff. of Pamela Merritt, attached hereto as Ex. K, ¶¶ 13–19; Cwiak Aff. ¶¶ 58, 61–62. 
53 Rice Aff. ¶¶ 18–20, 29–31, 33-36, 42–43, 50; Cwiak Aff. ¶¶ 13, 34–40, 55–57; Badell Aff. 
¶¶ 11, 12, 15, 18, 22, 28–29, 31–34, 36, 41, 45–46; Doe 1 Aff. ¶ 2; Doe 2 Aff. ¶ 6. 
54 Rice Aff. ¶¶ 15–16, 31, 34–36; Cwiak Aff. ¶¶ 36, 38; see also Doe 1 Aff. ¶ 7; Doe 2 Aff. ¶¶ 6–
7. 
55 Cwiak Aff. ¶ 39; Rice Aff. ¶ 42. 
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significantly delay access to medical care for many of these patients, forcing them 

to remain pregnant for longer and increasing their medical risks.59  

84.  Moreover, the time, money, and logistical barriers involved in 

traveling to another state significantly elevate the risk that a patient’s pregnancy and 

abortion decision will become known to employers, abusive partners, or other people 

to whom a patient may not otherwise disclose their private medical information.60  

85. In addition, the Six-Week Ban harms the health of people with wanted 

pregnancies who experience pregnancy-related complications or pregnancy loss by 

chilling physicians from providing medically necessary, patient-centered care. The 

Ban will force physicians to withhold or delay medically indicated abortion and 

miscarriage care unless and until either (1) embryonic/fetal cardiac activity has 

stopped, or (2) the patient’s health has deteriorated to the point of a medical 

emergency. The pall that the Six-Week Ban casts on a range of health or life-

preserving medical care beyond abortion is jeopardizing Georgians’ physical, 

mental, and emotional health.61  

	
59 Id. ¶¶ 34–38; Cwiak Aff. ¶¶ 37–38; see also Doe 1 Aff. ¶ 7; Doe 2 Aff. ¶¶ 6–7. 
60 Rice Aff. ¶ 39; see also Doe 1 Aff. ¶ 7. 
61 Badell Aff. ¶ 33; Cwiak Aff. ¶¶ 35, 47–56. 
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C. The Records Access Provision 

86. As Georgia law has long recognized, patient medical records include 

deeply personal information about, inter alia, health status and medical and sexual 

history. Yet O.C.G.A. § 16-12-141(f), as amended by H.B. 481, provides Georgia 

prosecutors in both the judicial circuit where the abortion provider is located and the 

judicial circuit where the patient resides with seemingly unrestricted access to 

personal medical records. The law provides that “[h]ealth records shall be available 

to the district attorney of the judicial circuit in which the act of abortion occurs or 

the woman upon whom an abortion is performed resides.” O.C.G.A. § 16-12-141(f). 

This provision violates a patient’s right to privacy because it gives district attorneys 

a broad statutory right to access the medical records of abortion patients without any 

sort of due process, such as a subpoena.62  

87.  Thus, even for the minority of patients who would still be permitted to 

obtain an abortion under the Six-Week Ban, Georgia law presents an untenable 

choice: forgo essential medical care and remain pregnant against their will; flee to 

another state at great financial and logistical costs; or else be put in a position where, 

as a condition of receiving medical care, their health status and intimate details of 

their medical and sexual history would be exposed to employees of the district 

	
62	Cwiak Aff. ¶¶ 63–66.	
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attorney’s office in the judicial circuit where the patient resides (as well as in the 

judicial circuit where the abortion provider is located), without due process of law.63  

V. 
COUNT I – DECLARATORY JUDGMENT 

88. Plaintiffs reallege and incorporate herein by reference each and every 

allegation of paragraphs 1 through 87 inclusive. 

89. This Court has the power to declare the constitutionality of Georgia 

statutes. 

90. There is an actual, present, and justiciable controversy between 

Plaintiffs and the State regarding whether the Six-Week Ban is void ab initio; 

whether the Six-Week Ban violates the Georgia Constitution’s rights to liberty, 

privacy, and/or equal protection; and whether the Records Access Provision violates 

the Georgia Constitution’s right to privacy. 

91. Because federal constitutional law clearly prohibited pre-viability 

abortion bans when the Six-Week Ban was enacted in 2019, the Act is void ab initio 

and unenforceable. Adams v. Adams, 249 Ga. 477, 478–79 (1982); Grayson-

Robinson Stores, Inc. v. Oneida, Ltd., 209 Ga. 613, 614–15 (1953). 

92. By banning abortion from the earliest weeks of pregnancy and thus 

forcing pregnancy and childbirth upon countless Georgians, H.B. 481 violates 

	
63 Id. 
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Plaintiffs’ patients’ and members’ rights to: (a) liberty and privacy guaranteed by 

various provisions of the Georgia Constitution, including art. I, § 1, ¶ I (due process) 

and ¶ XXIX (inherent rights), and (b) equal protection as guaranteed by art. I, § 1, 

¶ II of the Georgia Constitution. 

93. By specifically excluding pregnant Georgians experiencing an acute 

psychiatric emergency from H.B. 481’s “medical emergency” exception, H.B. 481 

violates Plaintiffs’ patients’ and members’ rights to: (a) liberty and privacy 

guaranteed by various provisions of the Georgia Constitution, including art. I, § 1, 

¶ I (due process) and ¶ XXIX (inherent rights), and (b) equal protection as 

guaranteed by art. I, § 1, ¶ II of the Georgia Constitution. 

94. By requiring Georgians pregnant as a result of rape/incest to disclose 

their assault to law enforcement as a condition of ending the pregnancy, H.B. 481 

violates Plaintiffs’ patients’ and members’ rights to: (a) liberty and privacy 

guaranteed by various provisions of the Georgia Constitution, including art. I, § 1, 

¶ I (due process) and ¶ XXIX (inherent rights), and (b) equal protection as 

guaranteed by art. I, § 1, ¶ II of the Georgia Constitution. 

95. By allowing district attorneys to access abortion patients’ personal 

medical records without due process protections, the Records Access Provision 

violates Plaintiffs’ patients’ and members’ rights to: (a) liberty and privacy 

guaranteed by various provisions of the Georgia Constitution, including art. I, § 1, 
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¶ I (due process) and ¶ XXIX (inherent rights), and (b) equal protection as 

guaranteed by art. I, § 1, ¶ II of the Georgia Constitution. 

96. In accordance with O.C.G.A. § 9-4-2, Plaintiffs ask this Court to 

declare that: 

a. The Georgia Constitution’s protections for liberty and privacy encompass 

a right to abortion; 

b. Sections 4, 10, and 11 of H.B. 481 are mutually dependent and form a 

connected scheme that violates Plaintiffs’ patients’ and members’ rights 

to: (i) liberty and privacy guaranteed by various provisions of the Georgia 

Constitution, including art. I, § 1, ¶ I (due process) and ¶ XXIX (inherent 

rights), and (ii) equal protection as guaranteed by art. I, § 1, ¶ II of the 

Georgia Constitution. 

c. The exclusion of psychiatric illness from H.B. 481’s “medical 

emergency” exception violates Plaintiffs’ patients’ and members’ rights 

to: (i) liberty and privacy guaranteed by various provisions of the Georgia 

Constitution, including art. I, § 1, ¶ I (due process) and ¶ XXIX (inherent 

rights), and (ii) equal protection as guaranteed by art. I, § 1, ¶ II of the 

Georgia Constitution. 

d. H.B. 481’s requirement that Georgians pregnant as a result of rape/incest 

disclose their assault to law enforcement as a condition of ending the 
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pregnancy violates Plaintiffs’ patients’ and members’ rights to: (i) liberty 

and privacy guaranteed by various provisions of the Georgia Constitution, 

including art. I, § 1, ¶ I (due process) and ¶ XXIX (inherent rights), and 

(ii) equal protection as guaranteed by art. I, § 1, ¶ II of the Georgia 

Constitution. 

e. O.C.G.A. § 16-12-141(f) violates Plaintiffs’ patients’ and members’ rights 

to (i) liberty and privacy guaranteed by various provisions of the Georgia 

Constitution, including art. I, § 1, ¶ I (due process) and ¶ XXIX (inherent 

rights), and (ii) equal protection as guaranteed by art. I, § 1, ¶ II of the 

Georgia Constitution. 

97. In accordance with O.C.G.A. § 9-4-3, Plaintiffs further ask this Court 

to enter an interlocutory injunction and a temporary restraining order to restore the 

status quo ante and enjoin further enforcement of H.B. 481 pending a final 

determination in this matter. 

COUNT II – PERMANENT INJUNCTION 

98. Plaintiffs reallege and incorporate herein by reference each and every 

allegation of paragraphs 1 through 87 inclusive. 

99. A permanent injunction is necessary to prevent irreparable harm to 

Plaintiffs’ patients and members through the enforcement of H.B. 481 and O.C.G.A. 
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16-12-141(f), which unconstitutionally infringe on their rights to liberty, privacy, 

and/or equal protection. 

100. While Plaintiffs’ patients and members will suffer irreparable harm 

without an injunction, an injunction will not cause the State irreparable harm because 

the injunction will simply prevent the State from enforcing unconstitutional laws. 

101. Accordingly, immediately after declaratory relief has been entered, 

Plaintiffs seek a permanent injunction enjoining the State of Georgia; its officers, 

agents, servants, employees, representatives, and attorneys, including all district 

attorneys in the State of Georgia; and anyone acting on behalf of, in active 

participation with, or in concert with the State, from enforcing Sections 4, 10, or 11 

of H.B. 481 (codified at O.C.G.A. §§ 16-12-141, 31-9B-2, 31-9B-3) or O.C.G.A. § 

16-12-141(f). 

*** 
 

WHEREFORE, Plaintiffs respectfully request that the Court: 

(1) declare Sections 4, 10, and 11 of H.B. 481 (codified at O.C.G.A. §§ 16-

12-141, 31-9B-2, 31-9B-3) unconstitutional under the Georgia Constitution; 

(2) declare O.C.G.A. § 16-12-141(f) unconstitutional under the Georgia 

Constitution;  

(3) enter a temporary restraining order and interlocutory injunction 

prohibiting the State of Georgia; its officers, agents, servants, employees, 
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representatives, and attorneys, including all district attorneys in the State of Georgia; 

and anyone acting on behalf of, in active participation with, or in concert with the 

State, from enforcing Sections 4, 10, and 11 of H.B. 481(codified at O.C.G.A. §§ 16-

12-141, 31-9B-2, 31-9B-3), as well as O.C.G.A. § 16-12-141(f), during the 

pendency of this litigation and from taking any enforcement action premised on a 

violation of the aforementioned laws that occurred while this order is in effect; 

(4) immediately after entering declaratory relief, enter a permanent 

injunction prohibiting the State of Georgia; its officers, agents, servants, employees, 

representatives, and attorneys, including all district attorneys in the State of Georgia; 

and anyone acting on behalf of, in active participation with, or in concert with the 

State, from enforcing Sections 4, 10, and 11 of H.B. 481 (codified at O.C.G.A. 

§§ 16-12-141, 31-9B-2, 31-9B-3), and O.C.G.A. § 16-12-141(f);  

(5) award Plaintiffs costs and fees under O.C.G.A. § 9-15-14; and 

(6) grant Plaintiffs any such other, further, and different relief as the Court 

may deem just and proper. 

Respectfully submitted this 26th day of July, 2022. 
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Racial Equity Workshop Phase 1: Foundations in Historical and Institutional Racism    06/10 – 06/11/2021 
Racial Equity Institute, LLC 
Emory Department of Behavioral, Social and Health Education Sciences (BSHES) 
 

Faculty Success Program       01/17 – 04/10/2021 
National Center for Faculty Development & Diversity 
Supported by Emory University Office of the Provost 
 

Critical Conversations: Foundational Tools to Have Meaningful and Productive     03/24 & 03/31/2021 
Conversations about Racism, Sexism, Homophobia, Inequity, Oppression and Power 
Capital City Justice Group 
Emory BSHES Department 
 

Managing to Change the World, 101 Edition: People of Color and Indigenous Cohort    07/08 – 07/22/2020 
The Management Center 
Supported by the Society of Family Planning Changemaker in Family Planning Award 
 

Inclusive Pedagogy Workshop          02/21/2020 
Faculty Professional Development 
Emory BSHES Department 
 

Learning to Be Better Teachers Conference             01/15/2020 
Office of Faculty Academic Advancement, Leadership and Inclusion 
Emory University School of Medicine 
 

Challenging White Supremacy Workshop              10/24/2019 
Let’s Talk About Sex! Pre-Conference Gathering 
Led by Southeastern Alliance for Reproductive Equity 
 

Liberating Structures Training               10/16/2019  
Faculty, Postdoc, and PhD Student Professional Development  
Emory BSHES Department 
 

Reproductive Justice Workshop and Training: Scientists in Solution          10/06/2019 
Hosted by 500 Women Scientists, Atlanta Pod 
Led by Jackson and Marshall Consulting Group LLC 
 

Summer Teaching Intensive            08/08 – 08/09/2019 
Emory University Center for Faculty Development and Excellence 
 

Reproductive Justice 101              05/15/2019 

Emory Center for Reproductive Health Research in the Southeast (RISE) Retreat 
Led by SisterSong Women of Color Reproductive Justice Collective 
 

Reproductive Justice and Faith Training          04/30 – 05/01/2019 
Emory RISE EnFaith Study Team Meeting 
Led by SisterReach 
 

Mentor Training                         04/17 & 04/24/2019  
Faculty, Postdoc, and PhD Student Professional Development  
Emory BSHES Department  
 

Quality Academy: Leadership for Healthcare Improvement,                    05/31 & 06/02/2011 
Emory University Healthcare Office of Quality and Risk 
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PROFESSIONAL MEMBERSHIPS 
 

• SisterSong Women of Color Reproductive Justice Collective (2019 - present) 
• Robert Wood Johnson Foundations New Connections Network  Member (2017 – 2019) 
• Scholars Strategy Network Scholar (2016 – present) 
• Society of Family Planning (2014 – present) 
• Association of Teachers of Maternal & Child Health [ATMCH] Member (2014 – present) 
• AcademyHealth Member (2013 – present) 
• American Public Health Association Member (2012 – present) 

 
 

SELECTED MEDIA CITATION, HIGHLIGHTS OR EDITORIAL COVERAGE 
 

Quoted in News Article 
• Gaffney T. STAT. These researchers study abortion in states likely to ban it. That will make their jobs even 

harder. June 2022. 
• Krishnakumar P and Wolfe D. CNN. How outlawing abortion could worsen America’s maternal mortality 

crisis. May 2022. 
• Kasadha B. TheBodyPro. PrEP Messaging for Black Women Must Include Compassion and Respect. July 2021. 
 
Press Release or Highlight 
• Emory University Rollins School of Public Health. Rollins News Article. New Study Examines Abortion Access 

in the Southeast. May 2021.  
• Policies for Action (P4A) News. What We Gain by Increasing Diversity In Research: Five New Scholars Join 

Policies for Action. April 2020. 
• Guttmacher Institute. Perspectives@50. Unintended Pregnancy and Stigma in Alabama. November 2018. 
• Pebody R. NAM Aidsmap News. It’s not just HIV stigma – sexism, racism and poverty stigma commonly 

reported by women living with HIV in the United States.  June 2018. 
• Association of Schools and Programs of Public Health (ASPPH) Member Research and Reports. UAB 

Investigators Develop and Test Scales to Measure Norms and Stigma regarding Pregnancy Decisions. March 
2017. 

• ASPPH Member Research and Reports. UAB Scientists Investigate Social Norms and Stigma Regarding 
Unintended Pregnancy. May 2016. 

 
Research Cited in News Article 
• Jagannathan M. MarketWatch. ‘I’m thankful that I had my abortion’: Supreme Court will hear challenge on 

Mississippi abortion law — here’s what’s at stake. June 2021. 
• ASTHO Staff. ASTHO Experts Blog. Ending the HIV Epidemic: 40 Years of Progress. June 2021. 
• Gordon M. NPR. OPINON: Doctors Should Be More Candid With Their Patients. April 2021. 
• Fletcher FE, Maybank A. NPR. OPINION: 5 Ways To Make The Vaccine Rollout More Equitable. March 2021. 
• Featured Top-Cited Article, AIDS Patient Care STDs. A Mixed Methods Study of Anticipated and Experienced 

Stigma in Healthcare Settings. 33(4): 184-195. March 2021. 
• Nowell C. Teen Vogue. Chrissy Teigen Starts Crucial Conversation About Pregnancy Loss and Reproductive 

Stigma. October 2020. 
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IN THE SUPERIOR COURT OF FULTON COUNTY 
STATE OF GEORGIA 

SISTERSONG WOMEN OF COLOR 
REPRODUCTIVE JUSTICE 
COLLECTIVE, on behalf of itself 
and its members; FEMINIST 
WOMEN’S HEALTH CENTER; 
PLANNED PARENTHOOD 
SOUTHEAST, INC., ATLANTA 
COMPREHENSIVE WELLNESS 
CLINIC, ATLANTA WOMEN’S 
MEDICAL CENTER, FEMHEALTH 
USA d/b/a CARAFEM, and 
SUMMIT MEDICAL ASSOCIATES, 
P.C., on behalf of themselves, their
physicians and other staff, and their
patients; CARRIE CWIAK, M.D.,
M.P.H., LISA HADDAD, M.D.,
M.S., M.P.H., EVA LATHROP,
M.D., M.P.H., on behalf of
themselves and their patients, and
MEDICAL STUDENTS FOR
CHOICE, on behalf of itself, its
members, and their patients.

Plaintiff, 
v. 

STATE OF GEORGIA 

Defendant. 

Case No. 

AFFIDAVIT OF SAMANTHA MELTZER-BRODY, M.D. 
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I, Samantha Meltzer-Brody, being duly sworn, hereby state the following: 

1. I am a board-certified psychiatrist and Chair of the Department of

Psychiatry at University of North Carolina’s (“UNC”) School of Medicine, where I 

also serve as the Assad Meymandi Distinguished Professor. I have been on the 

faculty of the UNC Department of Psychiatry for twenty years.  

2. In addition to those responsibilities, I serve as the Director of UNC’s

Center for Women’s Mood Disorders (“the Center”), a comprehensive outpatient, 

inpatient, and research program with the first perinatal psychiatry inpatient unit in 

the United States. I founded the perinatal psychiatry program within the Center in 

2004, and then served as the Director of that program for 15 years before becoming 

the Center Director. 

3. I received a B.S. from Simmons College in Boston, Massachusetts in

1989 with Distinction in Biology and Psychology, and an M.D. from Northwestern 

University Medical School in 1996. After medical school, I spent four years as a 

Resident in Psychiatry at Duke University Medical Center, including serving as the 

Chief Resident during my final year. I subsequently completed a two-year fellowship 

in the UNC Chapel Hill’s School of Public Health’s Health Care and Prevention 

Program, and simultaneously served as a Robert Wood Johnson Clinical Scholar. 

4. I have authored or co-authored well over a hundred books and articles

relating to women’s mental health in peer-reviewed journals, such as: 
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• “Women’s Mood Disorders: A Clinician’s Guide to Perinatal Psychiatry” 
(UNC Women’s Mood Disorders handbook, 2021) 

• “Psychosocial Stress and Trauma: Relevance to Women’s Reproductive 
Health Across the Lifespan” (Behavioral and Social Science in Medicine: 
Principles and Practice of Biopsychosocial Care, 2021) 

• “Achieving Clinical Response in Postpartum Depression Leads to 
Improvement in Health-Related Quality of Life” (Current Medical Research 
and Opinion, 2021) 

• “Self-Harm in Women with Postpartum Mental Disorders” (Psychological 
Medicine, 2019) 

• “Adverse Life Events Increase Risk for Postpartum Psychiatric Episodes: A 
Population Based Epidemiologic Study” (Depression and Anxiety, 2017) 

• “The EPDS-Lifetime: Assessment of Lifetime Prevalence and Risk Factors 
for Perinatal Depression in a Large Cohort of Depressed Women,” (Archives 
of Women’s Mental Health, 2013) 

• “Exacerbation of Psychotic Disorders During Pregnancy in Context of 
Medication Discontinuation” (Psychosomatics, 2013) 

• “Evaluation and Management of Opioid Dependence in Pregnancy” 
(Psychosomatics, 2012) 
 

In addition, I co-authored an Evidence Report on “Perinatal Depression: Prevalence, 

Screening Accuracy, and Screening Outcomes,” for the Agency for Healthcare 

Research and Quality in the U.S. Department of Health and Human Services (2005).  

5. I am frequently invited to give presentations on topics relating to the 

interaction between mental health and pregnancy. For example, I was the keynote 

speaker at the Royal College of Psychiatrists’ international congress in 2022, and 

the keynote speaker at the North Carolina Psychiatric Association’s Annual Meeting 

in October 2020. I presented at the American Psychiatric Association’s May 2019 
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meeting on “Management of Psychiatric Illness During Pregnancy and Postpartum: 

What Every Psychiatrist Needs to Know.” I have presented on reproductive 

psychiatry at grand rounds (which are regularly occurring educational lectures 

featuring invited experts) at leading medical institutions across the country.  

6. I am a member of several professional societies, including the 

American Psychiatric Association, the Marcé Society of North America (a society 

focused on perinatal mental health, for which I served as President from 2018 to 

2020), and Postpartum Support International.  I am also a reviewer for numerous 

peer-reviewed journals, including the American Journal of Obstetrics and 

Gynecology, JAMA Psychiatry, Lancet Psychiatry, Journal of Women’s Health, 

Obstetrics and Gynecology, and Archives of Women’s Health.  

7. I have received many honors and awards.  For instance, in 2020, I was 

awarded the O. Max Gardner Award, the highest honor of the UNC System, given 

to the faculty member “that has the made the greatest contribution to the welfare of 

the human race.” In 2019, I was honored with the American Psychiatric 

Association’s Alexandra Symonds Award for Outstanding Contributions to 

Women’s Mental Health.  I was recognized in 2021 by Expertscape as the number 

one postpartum researcher in the world.   

8. My curriculum vitae, which sets forth my experience and credentials in 

greater detail and contains a full list of my publications, is attached as Exhibit 1. 
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9. The opinions expressed below are informed by my education and 

training; my extensive, multi-decade research and scholarship into mental health 

during pregnancy and the postpartum period (the “perinatal period”); my ongoing 

review of relevant literature relating to reproductive psychiatry; and my attendance 

at and participation in conferences relating to reproductive psychiatry.  

10. My opinions are also informed by my more than two decades of clinical 

practice. Many of the patients at the UNC Center for Women’s Mood Disorders are 

Medicaid-eligible or uninsured, although we also serve a wealthier, privately insured 

population. The vast majority of my patients range in age from 18 to 50, and live 

with a broad range of mental health disorders, including bipolar disorder, major 

depressive disorder, anxiety disorders including post-traumatic stress disorder 

(PTSD), and psychotic disorders. Approximately 40% of patients at the Center are 

pregnant during the course of our treatment; an additional 60% present at the Center 

during the postpartum period. Many of our pregnant patients have mental disorders 

defined in the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition 

(“DSM-V”); others have had their mental health compromised by pregnancy, but do 

not (yet) satisfy the DSM-V’s criteria for a formal diagnosis.  

11. Throughout this declaration, I generally use “women” to refer to people 

who may become pregnant because the majority of our pregnant patients identify as 

women, but it is important to note that transgender and gender non-binary people 
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can become pregnant too. 

I. The Impact of Pregnancy on Mental Health 

12. The perinatal period is a time of increased vulnerability to mental health 

issues. On one end of the spectrum, some women experience new or worsened 

anxiety and mood disorders during pregnancy or postpartum that may cause them 

significant distress and interfere with their daily lives, but do not rise to the level of 

suicidal ideation or psychosis. On the other end, some pregnant and postpartum 

women experience life-threatening mental illness, engaging in active suicidal 

ideation and/or experiencing psychotic symptoms (such as hallucinations) that may 

lead them to cause harm to themselves or to others. Indeed, suicide is a leading cause 

of maternal death.1 

13. Research shows, and my clinical experience reinforces, that at least one 

in eight pregnant women in the general population will experience a mental health 

disorder during the perinatal period, whether in the form of a preexisting condition 

or a disorder that arises for the first time during the pregnancy or postpartum.2 For 

                                                           
1 M.W. O’Hara and K.L. Wisner, Perinatal Mental Illness: Definition, Description and 
Aetiology, 28 Best Practice & Research Clinical Obstetrics & Gynaecology 3 (2014); Richard A. 
Epstein et al., Treatment of bipolar disorders during pregnancy: maternal and fetal safety and 
challenges, 7 Drug, Healthcare, and Patient Safety 7 (2015).   
2 Brenda L. Bauman et al., Centers for Disease Control & Prevention, Vital Signs: Postpartum 
Depressive Symptoms and Provider Discussions About Perinatal Depression – United States, 
2018, 69 Morbidity & Mortality Weekly Report 575 (2020) [hereinafter “CDC Perinatal 
Depression Report”]; M.W. O’Hara and K.L. Wisner, supra n. 1. 
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instance, according to the U.S. Centers for Disease Control and Prevention (CDC), 

13.6% of Georgians with a recent live birth reported symptoms of postpartum 

depression in 2018.3  

14. These estimates may underrepresent the actual prevalence, given that 

many pregnant women who have mental health issues do not seek care—for 

instance, due to stigma around mental illness, fear of receiving treatment, fear of 

having their children taken away, or mistaking symptoms of mental illness as normal 

responses to pregnancy—and these issues therefore go undetected.  

15. Moreover, these studies only quantify the rates of diagnosable mental 

health disorders among pregnant women: they do not reflect the numbers of women 

whose mental health is negatively impacted by the physiological changes and 

psychosocial stressors associated with pregnancy, but whose symptoms do not rise 

to the level of a DSM-V diagnosis.  

16. For certain high-risk subsets of the population, the prevalence of 

perinatal mental illness is even higher. For instance, low-socioeconomic status, 

stressful life events, and a history of physical or sexual abuse are all associated with 

a higher risk of perinatal depression.4 As another example, in a 2014 study of 

                                                           
3 CDC Perinatal Depression Report, supra n.1. 
4 Elizabeth O’Connor et al., Interventions to Prevent Perinatal Depression: Evidence Report and 
Systematic Review for the US Preventive Services Task Force, 321(6) JAMA 588 (2019) 
[hereinafter “Task Force Perinatal Depression Report”]; CDC Perinatal Depression Report, 
supra n.1. 
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pregnant women seeking prenatal care at federally qualified health care centers, one 

in nine women met criteria for either sub-threshold (i.e., clinical symptoms that do 

not meet official diagnostic criteria) or threshold PTSD, with unstable housing found 

to be the strongest predictor of PTSD.5  

17. In a recent study of pregnant and postpartum Black women living in 

south Atlanta, Georgia, more than half the participants reported symptoms of 

perinatal mood and anxiety disorders. A significant portion of this population had 

experienced early adverse events that are associated with mental illness, such as 

growing up in a household with someone who has a mental illness or substance use 

disorder.6  

18. In addition, having an unplanned pregnancy further elevates the risk of 

mental illness throughout the perinatal period.7 This is intuitive: pregnancy is a 

transformative period of enormous change to one’s body, home, and life. If 

unprepared for it, the scope of the changes may feel untenable and destabilizing. 

19. While prior mental illness is one of the strongest risk factors for mental 

                                                           
5 H.G. Kim et al., Posttraumatic Stress Disorder Among Women Receiving Prenatal Care at 
Three Federally Qualified Health Care Centers, 18 Maternal & Child Health Journal 1056 
(2014). 
6 Natalie D. Hernandez, Prevalence and predictors of symptoms of perinatal Mood and anxiety 
disorders among a sample of urban Black women in the South, 26 Maternal & Child Health J. 
770 (2022). 
7 See, e.g., Task Force Perinatal Depression Report, supra n. 3; Lotte Muskins et al., The 
Association of Unplanned Pregnancy with Perinatal Depression: A Longitudinal Cohort Study, 
25 Archives of Women’s Mental Health 611 (2022). 
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illness during pregnancy, some people receive a diagnosis for the first time during 

the perinatal period. Potential risk factors include early adverse life experiences, 

significant psychosocial discord (such as relationship dysfunction or rape), medical 

complications during pregnancy, and a history of mood symptoms with other 

hormonal changes (e.g., the use of hormonal contraception or fertility treatment). 

20. Clinicians and researchers have documented a significant rise in 

perinatal mental illness since the start of the COVID-19 pandemic. A scientific 

review of women in the perinatal period during 2020 found extremely high rates of 

depressive symptoms (27%) and anxiety symptoms (50%).8  While those numbers 

have likely dropped as the COVID-19 pandemic has become less disruptive overall, 

I continue to see perinatal patients in my clinical practice whose mental health is 

impacted by anxiety relating to COVID-19.   

21. For those with a prior diagnosis, the perinatal period poses a significant 

risk of relapse or worsening of symptoms across a broad range of psychiatric illness. 

For instance, in one study of 542 women with OCD, 33% experienced a worsening 

of symptoms during pregnancy.9 As an illustration, I recall one patient whose OCD 

                                                           
8 Shorey et al, Anxiety and depressive symptoms of women in the perinatal period during the 
COVID-19 pandemic: A systematic review and meta-analysis, 49 Scandinavian J. of Public 
Health 730 (2021). 
9 V. Guglielmi et al., Obsessive-Compulsive Disorder and Female Reproductive Cycle Events: 
Results From the OCD and Reproduction Collaborative Study, 00 Depression and Anxiety 1 
(2014).  
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worsened so severely during pregnancy that she was effectively trapped in the 

shower for hours: any time a drop of water touched the wall of the shower before 

touching her, she felt compelled to start the showering process over.  

22. I have also cared for many patients with eating disorders whose anxiety 

symptoms worsened severely as a result of pregnancy and the specter of significant 

weight gain, and countless patients whose symptoms of PTSD were exacerbated by 

the thought of losing control of their body and/or of a vaginal delivery.  

23. Even among women who continue their pre-pregnancy treatment 

regimen, pregnancy often leads to a recurrence. In one seminal study on major 

depression, 26% of women who maintained treatment during pregnancy experienced 

a relapse anyway.10 Similarly, in a study on recurrence of bipolar disorder during 

pregnancy, 37% of women who continued treatment nonetheless suffered a 

relapse.11  And a recent systematic review of studies found that overall, among 

women with a prior bipolar disorder diagnosis, 55% were found to have a mood 

episode occurrence during the perinatal period.12 

                                                           
10 L.S. Cohen et al., Relapse of Major Depression During Pregnancy in Women Who Maintain 
or Discontinue Antidepressant Treatment, 295 JAMA 499 (2006) [hereinafter “Cohen 
Depression Relapse Report”]. 
11 A.C. Viguera et al., Risk of Recurrence in Women with Bipolar Disorder During Pregnancy: 
Prospective Study of Mood Stabilizer Discontinuation, 164 Am. J. of Psychiatry 1817 (2007), 
[hereinafter “Viguera Bipolar Disorder Recurrence Study”]. 
12 Grace A. Masters et al., Prevalence of Bipolar Disorder in Perinatal Women: A Systematic 
Review and Meta-Analysis, 83 J. Clinical Psychiatry (2022). 
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24. Recurrence of psychiatric illness during pregnancy can cause harms 

that last beyond the illness episode itself. For example, women with more severe 

forms of perinatal mental illness often have psychotic symptoms, and a key feature 

of psychotic disorders is that a patient becomes much more difficult to treat once she 

begins suffering symptoms (such as delusions and hallucinations) that diminish her 

connection to reality. In other words, it is more difficult to return to equilibrium once 

a woman has suffered a relapse than it is to maintain a stable condition.13  

25. Relapse “during pregnancy is associated with a worse postpartum 

course.”14 For example, the recurrence of depressive and/or manic symptoms 

associated with bipolar disorder during pregnancy predicts a 10-times greater “risk 

of continued or new mood symptoms in the postpartum period,” including an 

increased risk of postpartum psychosis.15 

26. A relapse often also carries long-term practical consequences that can 

destabilize a patient and their family for years.  It is common for people experiencing 

a severe mental health episode to lose their employment—for instance, because they 

cannot get out of bed or because their behavior while at work becomes erratic.  In 

the case of bipolar disorder, manic episodes often manifest as excessive spending 

                                                           
13 L. Wakil et al., Exacerbation of Psychotic Disorder during Pregnancy in the Context of 
Medication Discontinuation, 54 Psychosomatics 290 (2013). 
14 Id. 
15 C.L. Battle et al., Clinical Correlates of Perinatal Bipolar Disorder in an Interdisciplinary 
Obstetrical Hospital Setting, 158 Journal of Affective Disorders 97 (2014).  
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leading to horrendous debt and bankruptcy. Such debt can then lead to housing loss, 

which further exacerbates the spiral of instability.  

Substance Use Disorder and Pregnancy 

27. In addition to the harms posed by mental health conditions, the very 

high rates of co-morbidity between substance abuse and mental health conditions 

among pregnant women present further harms and risks. In one 2012 study of 

pregnant women in a substance abuse treatment program, 67.3% of the sample had 

a psychiatric diagnosis.16 Other studies have estimated that “56%–73% of opioid-

dependent pregnant women have a co-morbid psychiatric disorder.”17  

28. Pregnancy puts a patient with substance use disorder (“SUD”) at greater 

risk for health complications, and can amplify the symptoms of co-occurring 

psychiatric disorders.18 Moreover, the stress and anxiety that many women 

experience during pregnancy can exacerbate SUDs (e.g., lead to increased drinking, 

cigarette smoking, or use of other drugs), enhancing the risk that a woman will 

experience medical complications associated with substance abuse. 

                                                           
16 A. Holbrook and K. Kaltenbach, Co-Occurring Psychiatric Symptoms in Opioid-Dependent 
Women: The Prevalence of Antenatal and Postnatal Depression, 38 American Journal of Drug & 
Alcohol Abuse 575 (2012), [hereinafter “Study of Psychiatric Symptoms in Opioid-Dependent 
Women”]. 
17 E.M. Park, et al., Evaluation and Management of Opioid Dependence in Pregnancy, 53 
Psychosomatics 424 (2012), [hereinafter “Opioid Dependence in Pregnancy”]; see also Study of 
Psychiatric Symptoms in Opioid-Dependent Women, supra n.14. 
18 N.A. Hauge et al., Substance Abuse Treatment Services for Pregnant Women: Psychosocial 
and Behavioral Approaches, 41 Obstetrics & Gynecology Clinics of North America 267 (2014). 
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29. SUDs also carry very serious health risks for both pregnant women and 

fetuses.  For example, pregnant women with opioid dependence have higher rates of 

obstetric problems, including preeclampsia,19 and fetuses exposed to opioids are at 

risk of multiple medical complications,20 including congenital heart defects.21   

Medications and Pregnancy 

30. Treating a pregnant woman with a mental health condition often 

requires a difficult balancing of the risks posed by untreated or undertreated mental 

illness, on the one hand, and fetal exposure to potentially teratogenic medication, on 

the other. Because of the risks that certain medications pose to fetal development, 

many women choose to discontinue psychotropic medications during pregnancy—

and face a high probability of relapse as a result.  For example, a study on relapse of 

major depression during pregnancy found that 68% of women who discontinued 

medication experienced a relapse.22 In another study on recurrence during pregnancy 

among women with bipolar disorder, an overwhelming 85.5% of patients who 

discontinued medication suffered a relapse.23   

31. One widely used medication with significant teratogenic risks is 

                                                           
19 Opioid Dependence in Pregnancy, supra n.15; S. Minozzi et al., Maintenance Agonist 
Treatments for Opiate-Dependent Pregnant Women (Review), 12 the Cochrane Library 2 (2013). 
20 Opioid Dependence in Pregnancy, supra n. 15. 
21 Id. 
22Cohen Depression Relapse Report, supra n. 8.  
23 Viguera Bipolar Disorder Recurrence Study, supra n. 9. 
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valproate (also known as valproic acid), an anticonvulsant widely used to treat 

bipolar disorder. In a study reviewing claims for Medicaid recipients with 

psychiatric disorders in New York State, “over 20% of childbearing-aged women 

receiving mood stabilizers were treated with valproate.”24 Gestational exposure to 

valproate is associated with congenital malformations, fetal death, and other serious 

adverse outcomes.25 Valproate exposure can affect infant neurodevelopment.26 

32. But if a woman with bipolar disorder discontinues her mood stabilizer 

medication during pregnancy, she is 2.3 times more likely to experience a recurrence 

of her illness, and likely to spend a greater proportion of her pregnancy experiencing 

an illness episode than a woman who maintains her mood stabilizer during 

pregnancy.27 As explained above, because pregnancy may exacerbate bipolar 

disorder, women who discontinue mood stabilizers during pregnancy are at greater 

risk of suffering especially depressive or dysphoric mood episodes, which are 

“associated with high rates of premature mortality (due largely to suicide, but also 

accidents, [and] substance-abuse related events . . .).”28 Recurrence risks are even 

                                                           
24 K.L. Wisner et al., Valproate Prescription Prevalence Among Women of Childbearing Age, 62 
Psychiatric Services 218 (2011). 
25 Id. 
26 Id. 
27 Viguera Bipolar Disorder Recurrence Study, supra n. 9. 
28 S. Gentile, Lithium in Pregnancy: the Need to Treat, the Duty to Ensure Safety, Informa 
Healthcare (2012). 
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greater and earlier if the woman rapidly discontinues her mood stabilizing treatment, 

as is often the case where the pregnancy was unplanned.29  

33. Even if a relatively safer treatment option exists, switching medications 

mid-pregnancy is far from a cure-all. First, the woman faces a serious risk that the 

new medication will not be as effective as her pre-pregnancy treatment, and that she 

will suffer a relapse. A relapse poses serious health risks not only for the patient, but 

also for the fetus, which will be exposed to the consequences of the woman’s 

psychiatric symptoms on her body. “Well-documented behavioral risks that 

accompany acute manic or depressive relapses . . . include increases in impulsive 

and risky behaviors, . . . substance use, poor adherence to prenatal care, disruptions 

in support structures and family functioning, and maternal suicide: a leading cause 

of perinatal mortality.”30 Second, switching medications during pregnancy—even to 

a medication for which there is more positive safety data—necessarily means that 

the fetus will be exposed to at least two different medications and their respective 

risks. In other words, changing to a new, safer medication during pregnancy may not 

solve all of the concerns.  

34. The lack of reliable data on the risks of medications used to treat mental 

illness further complicates treatment decisions for pregnant women. For self-evident 

                                                           
29 Viguera Bipolar Disorder Recurrence Study, supra n. 9. 
30 Richard A. Epstein et al., supra n. 1. 
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ethical reasons, randomized placebo-controlled studies that examine the effects of 

medication use on pregnant women largely do not exist.31 Observational studies are 

plagued by multiple confounding variables and the lack of an adequate control 

group, making it difficult to determine the role of the underlying illness versus the 

medication use on fetal outcomes.32  

35. In sum, when a woman who needs medication to manage a mental 

illness (or illnesses) becomes pregnant, she has a deeply personal and complex 

decision to make. She can (1) continue her medication, though doing so may harm 

the fetus and may increase the likelihood that she will ultimately have to navigate 

logistical and financial challenges of caring for a child with disabilities that she does 

not have the supports or resources to raise; (2) discontinue or switch medications, 

risking a relapse that would certainly cause harm to her, would likely have negative 

repercussions for any other family members, and may harm the fetus as well; or (3) 

continue her medication and terminate the pregnancy.  

II. H.B. 481’s Impact on Georgians Seeking to End a Pregnancy for 
Their Mental Health   

 
36. I have reviewed H.B. 481 (or “the Act”), which bans abortion in 

Georgia at approximately six weeks of pregnancy as dated from a patient’s last 

                                                           
31 J.L. Payne and S. Meltzer-Brody, Antidepressant Use During Pregnancy: Current 
Controversies and Treatment Strategies, 52 Clinical Obstetrics & Gynecology 469 (2009). 
32 Id. 
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menstrual period. It is my expert opinion that the Act will cause significant harm to 

Georgians by preventing people who seek to terminate a pregnancy for their mental 

health from doing so. Further, it is my expert opinion that the Act’s deliberate 

exclusion of severe and life-threatening psychiatric conditions from its “medical 

emergency” exception is medically unfounded and will result in wholly preventable 

deaths of pregnant people in Georgia who need a life-saving abortion.  

37. As detailed above, there is extensive research showing that a substantial 

number of women experience a new mental health condition, or a recurrence of a 

preexisting mental health condition, during pregnancy or the postpartum period. This 

body of research is confirmed by my more than two decades of clinical practice 

specializing in perinatal mental health. 

38. Most of my patients come to me because they wish to continue a 

pregnancy despite their mental illness and seek my help in doing so. Even so, I have 

personally cared for a substantial number of patients who ultimately determined that 

a termination of pregnancy was essential for their mental health, and who saw a 

substantial mitigation of symptoms following the abortion. For some patients, there 

is simply no other treatment approach, either pharmaceutical or therapeutic, that 

would be nearly as effective as abortion at helping them stabilize.  

39. People’s lives are complex, especially for those navigating a mental 

illness. Put simply, many of my patients are hanging on by a thread. Adding an 
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unplanned pregnancy and the prospect of having to care for a newborn to the 

equation can unravel any precious stability.  Indeed, when one of my patients has a 

recurrence of an underlying mental health issue due to pregnancy, the symptoms of 

the underlying condition are often compounded by the anxiety of having a 

recurrence—i.e., the recognition that they are now both pregnant and unwell, and 

the anxiety of how much worse their illness might become if the pregnancy 

continues.  Particularly for patients who suffered severe symptoms during a previous 

pregnancy, the fear of what another pregnancy may mean for their mental health, 

and therefore for their lives, can be all-consuming. 

40. For instance, I recall one patient who came to me with debilitating 

postpartum psychosis, a condition related to bipolar disorder that is often 

characterized by delusional thinking, typically focused on the infant.  It is common 

for women experiencing postpartum psychosis to believe that their infant is 

possessed by the devil; many well-known cases of infanticide are a manifestation of 

untreated postpartum psychosis.  The symptoms are excruciating for both the patient 

and other family members, and there is a strong association between postpartum 

psychosis and maternal suicide.  This patient was still in my treatment—no longer 

experiencing postpartum psychosis but still navigating her bipolar disorder—when 

she learned of an accidental pregnancy. She was gravely concerned about either 

stopping her medication during pregnancy and experiencing a worsening of her 
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bipolar disorder, or continuing her medication and exposing the fetus to serious 

teratogenic risks. But even more than that, she was terrified at the thought of 

experiencing postpartum psychosis again and potentially hurting her child or herself.  

This patient told me repeatedly that she felt such overwhelming distress at the 

thought of continuing the pregnancy that she would rather die than go on.  Instead, 

she and her husband made the decision to end the pregnancy, after which she saw a 

marked improvement in her mental state.    

41. I have cared for numerous patients with a history of panic disorder 

whose conditions worsened dramatically due to an unplanned pregnancy, with the 

panic attacks becoming far more frequent and destabilizing. During a panic attack, 

a person typically experiences a rapidly increased heart rate, sweating, and shortness 

of breath. There is a grave sense of dread and impending doom; the patient is often 

convinced they are about to die.  When such attacks become frequent, many patients 

begin avoiding the people and places that they associate with anxiety, which can 

hugely undermine their ability to work, function, or care for children.  I can recall 

multiple patients whose panic disorder became so untenable during pregnancy that 

they felt they would rather kill themselves than remain pregnant.  Fortunately, those 

patients were able to obtain the abortions they needed. After ending their 

pregnancies, all saw a substantial decrease in their anxiety and panic symptoms that 

allowed them to become functional again.   
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42. I recall another patient who became incapacitated with a mix of 

depression and anxiety after she became pregnant and her sexual partner refused to 

have any involvement in raising the child. Her mental illness jeopardized her 

employment and therefore her ability to put food on the table and a roof over her 

children’s heads.  But once she terminated the pregnancy, her acute symptoms 

resolved and she was able to continue to work and take care of her kids. 

43. There is no medical justification for excluding psychiatric illnesses 

from H.B. 481’s definition of a medical emergency.  The patients I describe above— 

and many others for whom I have cared over the years—were at serious risk of death 

or other forms of self-harm due to a mental health episode triggered or exacerbated 

by pregnancy. Such patients are experiencing a life-threatening medical emergency, 

and an abortion may be medically necessary to mitigate the symptoms of their 

illness. The reality is that pregnant women in Georgia are going to die because of 

the Legislature’s medically indefensible distinction between psychiatric and 

physical crises: both are medical emergencies, as any credible clinician would agree.   

44. To be clear, the Act’s definition of medical emergency is extremely 

limited and inadequate to preserve the health of pregnant Georgians.  Even if patients 

with psychiatric conditions were not carved out from this exception, it still would 

not protect many patients who determine that an abortion is medically necessary to 

preserve their mental health—patients who are already suffering an acute mental 
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health episode triggered by pregnancy, or who reasonably fear that they will suffer 

an acute mental health episode either during pregnancy or postpartum based on their 

experience during a prior pregnancy, but who are not at immediate risk of death or 

“substantial and irreversible physical impairment of a major bodily function.”   
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D, Jonas J, Paul S. A Phase 2, Randomized, Placebo-Controlled Trial of SAGE-547 
Injection in Severe Postpartum Depression, Annual Meeting of American Society of Clinical 
Psychopharmacology, May 31, 2017, Miami, Florida.  

 
36) Williams K, Flynn H, Sharkey K, Sharma V, Meltzer-Brody S, Treatment Resistance in 

Perinatal Depression: Differential Diagnosis and Treatment Strategies, 7th World Congress 
on Women's Mental Health, upcoming March 2017, Dublin, Ireland. 

 
37) Rasgon N, Meltzer-Brody S, Robakis T, Knijff E, Monk C. Vulnerability and Intervention in 

Postpartum Psychiatric Disorders, 7th World Congress on Women's Mental Health, 
upcoming March 2017, Dublin Ireland. 

 
38) Meltzer-Brody S, Maintaining Provider Wellness in an Ever-Changing Environment, 2017 

Annual Scientific Session of the North Carolina Chapter of the American College of 
Physicians, February 2017, Greensboro, North Carolina.  

 
39) Meltzer-Brody S, Ian Jones, Jeannette Milgrom, Naomi Wray, The PPD ACT app: Using 

Technology for Large Scale International Screening and Genetic Studies of Postpartum 
Depression, Annual Meeting of the International Marce Society, September 2016, 
Melbourne, Australia. 

 
40) Kanes S, Meltzer-Brody S, et al, A Phase 2 Randomized Controlled Trial of SAGE-547 in 

Postpartum Depression, Annual Meeting of the International Marce Society, September 
2016, Melbourne, Australia. 

 
41) Meltzer-Brody S, Munk-Olsen T, Adverse Life Events and Risk of Postpartum Depression 

in the Danish Registers, Annual Meeting of the International Marce Society, September 
2016, Melbourne, Australia. 
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42) Meltzer-Brody S, Freeman M, Cohen L. Unraveling the Complexities of Psychotropic 
Prescribing during Pregnancy, Panel Presentation at the Annual Meeting of the American 
Society of Clinical Psychopharmacology, upcoming May 30 2016, Scottsdale, Arizona.   

 
43) Meltzer-Brody S, Osborne L, Bergink V, Payne J. Advances in Identifying Biomarkers of 

Postpartum Mood Disorders, Symposium Presentation of the Society of Biological 
Psychiatry Annual Meeting, May 2016, Atlanta. 

 
44) Kanes SJ, Colquhoun H, Doherty J, Raines S, Rubinow D, Meltzer-Brody S. The Open-

label, Proof-of-concept Study of SAGE-547 (Allopregnanolone) in the Treatment of 
Postpartum Depression Symposium poster presentation of the Society of Biological 
Psychiatry Annual Meeting, May 2016, Atlanta. 

 
45) Meltzer-Brody S, Wardrop R. Building Resiliency, Promoting Wellness, and Avoiding 

Burnout One Physician at a Time, Workshop Presentation, North Carolina Annual Meeting 
of the American College of Physicians (ACP), February, 2016, Greensboro, NC. 

 
46) Stringer E, Casilla-Lennon M, Johnson, J, Meltzer-Brody S. Antepartum Depression in 

urban population of pregnant adolescents and young adults may contribute to preterm birth. 
Society of Maternal Fetal Medicine, February 2016, Atlanta, Georgia. 

 
47) Osborne L, Hermann A, Meltzer-Brody S, Burt V, Fitelson E, Miller, L. Symposium 

Participant, Reproductive Psychiatry Education: Toward a National Curriculum, Perinatal 
Mental Health Meeting, November 4-6 2015, Chicago, IL. 

 
48) Meltzer-Brody S, Munk-Olsen T, Vigod S, Bergink V. Symposium Participant, Triggers for 

new-onset and recurrent psychiatric episodes in the postpartum period: updates in etiology 
and risk factors on the path toward prevention. Perinatal Mental Health Meeting, November 
4-6 2015, Chicago, IL. 

 
49) Lara-Cinisomo S, Stuebe A, Lara-Cinisomo S, Meltzer-Brody S, Houk K, Pearson B, 

Grewen K, McKenney K, DiFlorio A, Ferguson E, Cox E. Pathways to postpartum 
depression and lactation difficulties: Exploring neuroendocrine, contextual and 
pharmacological associations, Perinatal Mental Health Meeting, November 4-6, 2015, 
Chicago, IL. 

 
50) Meltzer-Brody S, Symposium Participant, Pregnancy is Not Protective: Meeting the Needs 

of Our Highest Risk and Sickest Patients During Pregnancy and the Postpartum Period, 
Perinatal Mental Health Meeting, November 4-6 2015, Chicago, IL. 

 
51) Cox E, Sowa N, Meltzer-Brody S, Gaynes, G. The Perinatal Depression Treatment 

Cascade: Baby steps towards improving outcomes, Perinatal Mental Health Meeting, 
November 4-6 2015, Chicago, IL. 

 
52) Meltzer-Brody S, Plenary Talk, Development of a Perinatal Psychiatry Unit. Annual Meeting 

of Association of Medicine and Psychiatry, October 2 2015, Chicago, IL, 
 
53) Meltzer-Brody S, Symposium Participant, The PACT Perinatal Psychiatry Genetic 

Consortium, World Federation Society of Biological Psychiatry, Athens, Greece, June 2015. 
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54) Holmes E, Connolly AM, Hamer R, Penaskovic K, Rubinow D, Denniston C, Meltzer-Brody 
S. The Epidemic of Resident Physician Burnout: Contributors and Potential Interventions to 
Take Care of Our Own, American Psychiatric Association Annual Meeting, upcoming 
Toronto, Canada, May 2015. 

 
55) Connolly AM, Holmes E, Clark L, Denniston C, Meltzer-Brody S, Physician Burnout: 

Creating an Institutional Process to Detect, Identify and Mitigate Symptoms, Annual Meeting 
of the Council on Resident Education In Obstetrics and Gynecology/Association 
of Professors of Gynecology and Obstetrics.  San Antonio, Texas, March 4-7, 2015 

 
56) Meltzer-Brody, S. Symposium Participant, Genetic and Epigenetic Contributions to 

Reproductive-Related Mood Disorders, American College of Neuropsychopharmacology, 
Phoenix, AZ, December 2014.  

 
57) Meltzer-Brody S, Symposium Participant, Exploring the genetic and biomarker evidence 

that postpartum depression is a genetically more homogeneous subtype of MDD World 
Congress Psychiatric Genetics Conference, Copenhagen October 2014. 

 
58) Meltzer-Brody S, Symposium Participant, How can we meet the research challenges of 

Perinatal Psychiatry?, The International Marce Society for Perinatal Mental Health, 
Swansea Wales,UK, Sept 2014. 

 
59) Meltzer-Brody S, Symposium Participant, Weight and eating disorders in the perinatal 

period, The International Marce Society for Perinatal Mental Health, Swansea Wales,UK,  
Sept 2014.  

 
60) Meltzer-Brody S, Symposium Participant, Bipolar disorder and childbirth - perspectives 

from around the world, The International Marce Society for Perinatal Mental Health, 
Swansea Wales,UK, Sept 2014. 

 
61) Cox L, Stuebe A, Grewen K, Rubinow D and Meltzer-Brody S. Symposium Participant A 

brain-to-blood examination of the conditional relation between mental health, sex, and social 
stress: What can we learn from a person-dependent approach? International Society for 
Psychoneuroendocrinology, Montreal, Canada, August 2014.  

 
62) Meltzer-Brody S, Plenary Speaker, Psychopharmacologic Treatment of Mood and Anxiety 

Disorders in Pregnancy. Postpartum Support International Conference, Chapel Hill, North 
Carolina, June 18, 2014.  

 
63) Cox L, Stuebe A, Grewen K, Rubinow D and Meltzer-Brody S. Oxytocin and HPA Stress 

Reactivity in Postpartum Women, Society of Biological Psychiatry, New York, May 2014. 
 
64) Killian-Farrell C, Rizo CF, Bledsoe-Mansori S, Pollard N, Meltzer-Brody, S. (2014) 

Deconstructing the Effects of Interpersonal Violence, Childhood Trauma, and Loss on 
Perinatal Depression in Adolescent Mothers. Annual Meeting, Society for Social Work and 
Research, January 2014.  

 
65) Knickmeyer R, Meltzer-Brody S, Woolson S, Hamer R, Smith K, Lury K. Gilmore J. Rate of 

Chiari I Malformation in Children of Mothers with Depression. American College of 
Neuropsychopharmacology, Hollywood, FL, December 2013. 
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66) Meltzer-Brody S. Evidence of the Puerperal Trigger in Perinatal Psychiatry Illness: What do 

we Know Now? Chicago Perinatal Meeting Symposium, Chair, November 2013.   
 
67) Meltzer-Brody S. The UNC Center for Women’s Mood Disorders, Clinical and Research 

Training Opportunities. Perinatal Mental Health Meeting, Chicago, IL, November 2013.  
 
68) Meltzer-Brody, S. The Impact of Postpartum Depression on Maternal and Child Health 

Outcomes: Pathophysiology, Screening and Treatment.  Academy of Breastfeeding 
Medicine Annual Meeting, Plenary Speaker, Philadelphia, PA November 2013.  

 
69) Meltzer-Brody, S.  Pearson, B, Girdler, S, Hamer R. NCDEU Annual Meeting, Double Blind 

Placebo Controlled Pilot Study of Adjunctive Quetiapine SR in the Treatment of PMDD, 
Hollywood, Florida, May 2013. 

 
70) Meltzer-Brody, S. Annual Meeting of the American Psychiatric Association (APA). 

Before It's Too Late: Moving Toward a Preventative Model in Psychiatry by Building 
Resiliency Throughout the Lifespan, May 2013. 

 
71) Meltzer-Brody, S. Annual Meeting of the American Psychiatric Association (APA). 

Perinatal Psychiatry: New Opportunities for Prevention, Treatment, and Education, May 
2013.  

 
72) Meltzer-Brody, S. Annual Meeting of the Society of Psychosomatic Medicine: Panel 

Discussant at Reproductive Psychiatry Symposium, November 2012, Atlanta, GA.  
 
73) Meltzer-Brody S, Jones I, Stowe Z, Wisner K, Schmidt P, Sullivan P, Rubinow D. The 

Development of an International Perinatal Psychiatric Genetic Consortium, Marce Society 
International Meeting, Paris, France, October 2012. 

 
74) Meltzer-Brody S, Brandon A, Bullard E, Burns L, Rubinow D. The Development of the First 

Perinatal Psychiatry Inpatient Unit in the United States, Marce Society International Meeting, 
Paris, France, October 2012.  

 
75) Meltzer-Brody S, Challenges in Phenotyping and Genotyping in Postpartum Depression, 

Conference Presentation, Karolinska Institute, Stockholm, Sweden, June 2012. 
 
76) Meltzer-Brody S, Boschloo L, Jones I, Sullivan P, Penninx B. Assessing Phenotyping, 

Genotyping and Risk Identifiers for Lifetime Perinatal Depression in a Large Cohort of 
Women with Major Depressive Disorder, Society for Biological Psychiatry, Symposium Oral 
Presentation, May 2012, Philadelphia Pennsylvania. 

 
77) Meltzer-Brody S, Bledsoe SE, Johnson N, Killian C, Thorp JM. North American Society of 

Psychosomatic Obstetrics and Gynecology (NASPOG), A Prospective Study of Adolescent 
Mothers and Postpartum Depression, Providence, Rhode Island Oral Presentation on April 
2012. 

 
78) Meltzer-Brody S, Brandon A, Bullard E, Rubinow D. Inpatient Perinatal Psychiatry Unit. 

North American Society of Psychosomatic Obstetrics and Gynecology (NASPOG). Poster 
Presentation on April 2012, Providence Rhode Island. 
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79) Meltzer-Brody S, Sullivan PF, Jones I, Penninx B. Phenotyping, Prevalence, and Genetic 

Signature of Postpartum Depression in the NESDA GWAS Study. Presented at the XIXth 
World Congress of Psychiatric Genetics, September 2011 in Washington, DC. 

 
80) Meltzer-Brody S, Stuebe A, Pearson B, Elam M, Grewen K.  Neuroendocrine 

Pathophysiology in Postpartum Depression and Lactation Failure.  Poster presentation at 
the annual meeting of the Society of Biological Psychiatry in San Francisco, CA, May 2011. 

 
81) Johnson N, Killian C, Bledsoe SE, Brody, S, Thorp JM, Meltzer-Brody S. A Prospective 

Study of Adolescent Mothers and Postpartum Depression: Examining the Risk Presented at 
the 23rd Annual William Droegemueller Resident Clinical Studies Program, April 2011. 

 
82) Meltzer-Brody S, Girdler S, Pearson B, Rinaldi K, Hamer R, Rubinow D.  Persistent 

Disturbance in HPA-Axis Activation and Sympathetic Reactivity to Stress in Euthymic 
Women with Histories of Major Depression and Postpartum Depression. Poster presentation 
at the American College of Neuropsychopharmacology (ACNP) Annual Meeting in Miami 
Florida given on December 2010.  

 
83) Meltzer-Brody S, Zerwas S, Bulik C. Eating Disorders in Women with Perinatal Depression, 

Oral Plenary Presented at the Marce Society International Meeting, Pittsburgh, PA October 
2010. 

 
84) Grewen K, Meltzer-Brody S, Stuebe A. Neuroendocrine Pathophysiology in Postpartum 

Depression and Lactation Failure, Oral Presentation presented at the Marce Society 
International Meeting, Pittsburgh, PA October 2010. 

 
85) Meltzer-Brody S, Stuebe A, Dole N. Rubinow D. Thorp J. Elevated Corticotropin Releasing 

Hormone (CRH) during Pregnancy and Risk of Postpartum Depression, Poster Presentation 
Society for Biological Psychiatry, New Orleans, LA May 2010. 

 
86) Meltzer-Brody S, Rubinow D, Menard K, Strauss R, Thorp J, Clarke-Pearson D.  A New 

Interdisciplinary Model for the Identification and Treatment of Postpartum Depression, 
Poster Presentation Annual Meeting of the American College of Obstetrics and Gynecology 
(ACOG), San Francisco, May 2010 

 
87) Meltzer-Brody, S, Stuebe A, Dole N. Rubinow D. Thorp J. Elevated Corticotropin Releasing 

Hormone (CRH) during Pregnancy and Risk of Postpartum Depression, Society for 
Biological Psychiatry, New Orleans, LA, May 2010. 

 
88) Meltzer-Brody, S, Abramowitz J, Killenberg S, MD, Leserman J, Ph.D., Pedersen C, 

Rubinow D.   Obsessional Thoughts and Compulsive Behaviors in a Sample of Women with 
Postpartum Depression, Poster presentation at the Annual Meeting of the North American 
Society of Psychosomatic Obstetrics and Gynecology, Richmond, VA, February 2010. 

 
89) Bullard E, Raines C, Meltzer-Brody S, Rubinow D. A New Interdisciplinary Approach to 

Specialized Inpatient Perinatal Psychiatric Treatment, Poster presentation at the Annual 
Meeting of the North American Society of Psychosomatic Obstetrics and Gynecology, 
Richmond, VA February 2010. 
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90) S. Meltzer-Brody, K Yonkers, M. O’Hara Webinar: Identifying and Treating Maternal 
Depression Strategies and Considerations for Health Plans, Sponsored by The National 
Institute for Health Care Management NIHCM Foundation, December 2009. 

 
91) Meltzer-Brody, S, Zeifel J, Lake P.  My Hormones must be our of Whack: The Role of 

Gonadal Hormones in the Etiology and Treatment of Women’s Mood Disorders, Symposium 
presented at the Annual Meeting of the American Society of Reproductive Medicine 
(ASRM), Atlanta, Georgia, October 2009.  

 
92) Meltzer-Brody S, Understanding Postpartum Depression: Stress Reactivity and Genetic 

Contributions, Annual Meeting of Biological Psychiatry, oral presentation as part of a 
symposium, Vancouver, BC CANADA, May 2009. 

 
93) Delatte R, Cao H, Meltzer-Brody S. Menard K, Universal Screening for Postpartum 

Depression: An Inquiry Into Provider Attitudes and Practice. Presented at the 29th Annual 
Meeting of the Society for Maternal Fetal Medicine, January 2009. 

 
94) Meltzer-Brody S Building Interdisciplinary Research Careers in Women’s Health, NIH 

Conference. Psychiatric Comorbidity in Women with Perinatal Depression, November 2008. 
 
95) Delatte R, Cao H, Meltzer-Brody S. Menard K, Universal Screening for Postpartum 

Depression: An Inquiry Into Provider Attitudes and Practice. Presented at the Annual 
Meeting of the North Carolina Obstetrical and Gynecological Society, Myrtle Beach, SC, 
June 2008. 

 
96) Delatte R, Cao H, Meltzer-Brody S. Menard K, Universal Screening for Postpartum 

Depression: An Inquiry Into Provider Attitudes and Practice, Presented at the 23rd Annual 
William Droegemueller Resident Clinical Studies Program, April 2008. 

 
97) Meltzer-Brody S,  Zolnoun D, Steege J, Rinaldi K, Leserman J. An Open Label Trial of 

Lamotrigine for Chronic Pelvic Pain.  American Psychosomatic Society Annual Meeting, 
Baltimore, Maryland, March 2008 

 
98) Meltzer-Brody S, Schmidt P, Dancer K, Schenkel L, Blair J, Rubinow D. Aberrant 

Information Processing in Women with Premenstrual Dysphoric Disorder (PMDD).  Annual 
Meeting of the Society for Biological Psychiatry, San Diego, May 2007. 

 
99) Meltzer-Brody S, Leserman J, Rinaldi K, Zolnoun D, Steege, J. The Efficacy of Lamotrigine 

in the Treatment of Women with Chronic Pelvic Pain. Presented at the Annual Meeting of 
the American Psychiatric Association, Toronto, Canada, May 2006. 

 
100) Meltzer-Brody S, UNC Women’s Health Research Day, The Efficacy of Lamotrigine 

in the Treatment of Women with Chronic Pelvic Pain (CPP). UNC, Chapel Hill, NC. April 
2006 

 
101) Meltzer-Brody S, Leserman J.  The Impact of Anxiety on Women's Health: Focusing 

on the Link Between Trauma and Chronic Pain, Presented as part of a Symposium entitled 
"Impact of Stress on Brain and Body," American Psychiatric Association Annual Meeting 
May 2005.  
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102) Meltzer-Brody S, "Does Perinatal Screening for Depressive Symptoms with 
Subsequent Intervention Lead to Improved Outcomes?  A Systematic Review of the 
Evidence", Presented as part of Symposium entitled, A Systematic Evidence Based Review 
of Perinatal Depression," American Psychiatric Association Annual Meeting May 2005. 

 
103) Gaynes BN, Gavin N, Meltzer-Brody S, Agency for Healthcare Research and 

Quality, Safe Motherhood Group Perinatal Depression Systematic Review, Washington, DC, 
September 2004. 

 
104) Meltzer-Brody S. The Annual Meeting of the American Psychiatric Association, “The 

Health Impact of Sexual and Physical Abuse and PTSD among Women with Pelvic Pain”, 
New York, New York, May 2004.  

 
105) Gaynes BN, Gavin N, Meltzer-Brody S, Second International Conference on 

Women’s Mental Health, “Systematic Review of the Evidence: Does Screening for Perinatal 
Depression with Subsequent Intervention Lead to Improved Outcomes?”, Washington, D.C., 
March 2004. 

 
106) Meltzer-Brody SE, Leserman J, Steege JF, Zolnoun D, Madison A, Green E. 

Explaining Pelvic Pain: The Effects of Past Trauma and PTSD.  Presented at the American 
Psychosomatic Medicine Conference. Orlando, Florida, March 2004. 

 
107) Gaynes BN, Gavin N, Meltzer-Brody S, Lohr KN, Swinson T, Agency for Healthcare 

Research and Quality, Safe Motherhood Group: Perinatal Depression Feasibility Study, 
Rockville, MD, October 2003 

 
108) Meltzer-Brody SE, Scott J, Hartmann K, Miller W, Garrett J, & Davidson JRT. 

Screening and Prevalence of Post-Traumatic Stress Disorder in Outpatient Gynecology. 
Presented at the Future Leaders in Psychiatry Conference, Palm Beach, FL, June 2003 

 
109) Meltzer-Brody SE, Scott J, Hartmann K, Miller W, Garrett J, & Davidson JRT. 

Screening and Prevalence of Post-Traumatic Stress Disorder in Outpatient Gynecology 
Robert Wood Johnson Clinical Scholars Annual Meeting, Ft Lauderdale, FL, November 
2002. 

 
110) Meltzer-Brody SE, Connor KM, Churchill E, Davidson JRT.  The effects of fluoxetine 

on individual symptoms in PTSD.  ACNP 38th annual meeting, Acapulco, Mexico, 
December 1999. 

 
111) Meltzer-Brody, S Bristol-Myers Squibb Fellows Workshop, "Cultural Competence: 

Critical Issues in Psychiatry" Annual Meeting APA Institute on Psychiatric Services, October 
1999. 

 
112) Meltzer-Brody SE, Churchill E, Davidson JRT.  Derivation of the SPAN: a brief 

diagnostic screening test for post-traumatic stress disorder. NCDEU 39th annual meeting, 
Boca Raton, Florida, June 1999 

 
113) Meltzer-Brody, S. Committee on Women Workshop, "What's Next?  Issues in Mid-

Career Development" Annual Meeting of the American Psychiatric Association, May 1999. 
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114) Meltzer-Brody SE, Mouton A, Ge Y, Sanchez R, Zee PC. Effects of scheduled bright 
light exposure on subjective measurements of vigor in residents of an assisted living facility.  
APSS 8th annual meeting, Boston, Massachusetts, June 1994. 

 
115) Pollack MH, Otto MW, Meltzer-Brody SE, Rosenbaum JF, Sachs GS. Acute and 

long-term outcome of cognitive-behavioral therapy for benzodiazepine discontinuation of 
panic patients. NCDEU 31st annual meeting, Boca Raton, Florida, June 1991. 

 
116) Pollack MH, Otto MW, Rosenbaum JF, Sachs GS, O'Neil C, Asher R, Meltzer-Brody 

SE.  Longitudinal course of panic disorder. Findings from the MGH naturalistic study. 143rd 
annual meeting of the American Psychiatric Association, New York, NY, May 1990. 

 
 
TEACHING RESPONSIBILITIES: 
 
Course Director 
 
July 2018-present Lectures on Health Care Worker Wellness related issues for UNC 

Health and School of Medicine broadly.  
 
July 2012-present  Seminar Director, Taking Care of Our Own Program Lecture Series 

A lecture series developed as part of the Sanders Clinician Scholars 
Program covering topics on Professionalism, Physician Burnout 
syndrome and Interpersonal Effectiveness offered to all Clinical 
Departments in the UNC School of Medicine.  
 

June 2012-present Supervisor, UNC Psychiatry Resident’s Teaching Clinic in Women’s 
Mood Disorders 
A weekly didactic lecture is given prior to the start of the clinic. 
Supervision of residents and medical students during the weekly half 
day specialty clinic in women’s reproductive mood disorders.  

 
2006-present   UNC Perinatal Psychiatry Monthly Team Meeting 

A monthly conference covering topics on women’s reproductive mood 
disorders; attended by Faculty, Residents, and Medical Students within 
the UNC Department of Psychiatry and other departments 

 
2006-present   Perinatal Psychiatry, MS-IV Clinical Clerkship Elective Coordinator 

Four-week specialty elective clerkship for MS-IV students interested in 
a Perinatal Psychiatry intensive experience. 

 
 
 
CME: Course Director 
 

Marce of North America, Biennial Meeting, Chapel Hill, North Carolina,  Oct 2019. (The 
President of the organization is responsible for hosting the biennal meeting). 
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Scientific Program Committee Member, Postpartum Support International Conference, 
hosted by UNC Center for Women’s Mood Disorders, June 2014, Chapel Hill, North 
Carolina. 
 
UNC Department of Psychiatry, Women’s Mental Health Symposiums, 11/08, 11/10, 11/11 
and 4/13. 

 
Lectures (to students, residents, grad students, fellow or post docs)—recurring, annual 

 
Medical Students:  

 
MS-IV Students:  Capstone Course Instructor: Physician Burnout Prevention, 2012-

present 
 
MS-II Students:  Small Group Leader, Psychiatry Module, 2005-present 
 
MS-III Students:  Psychiatry Clerkship Rotation, Perinatal Psychiatry Lecture every 6 

weeks throughout the academic year, 2004-present 
 
MS1-MS IV Domestic Violence Day, Panel Discussion and Participant, 2004-

present 
 
MS-II Students:  Diagnosis and Treatment of Anxiety Disorders and Perinatal Mood 

Disorders, 1 hour, 2 times per year, 2002-present 
 
Psychiatry Residents: 
 
PGY 2: Mood and Anxiety Disorders Module, 4 lectures given weekly on a one month block. 
2012-current 
 
PGY2: Various Lectures to Second Year Psychiatry Residents, approximately 1 hour, 2 
times per year, on Women’s Reproductive Mental Health Issues, 2002-present 
 
PGY3: Various Lectures on Consultation Liaison Psychiatry, 1 hour 4 times per year, 2002-
present. 
 
PGY4: Various Lectures on selected women’s reproductive mood disorders topics, 1 hours, 
2 times per year, 2002-present 
 
Fellows/Post-doctoral Scholars: 
 
T32 Training Program in Women’s Mood Disorders, UNC Department of Psychiatry. 3 
fellows yearly, 2012-present. 
 
Department of Obstetrics and Gynecology, Various Lectures on Perinatal Psychiatry Given 
to Fellows in Maternal Fetal Medicine (MFM) and Reproductive Endocrinology and Infertility, 
2006-present. 
 
Panel Discussion regarding Career Options for MD/MPH Graduates in the Health Care and 
Prevention Program of the School of Public Health, MPH, Spring 2005-current. 
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Lecture for Epidemiology 896, Postdoctoral Fellows and Junior Faculty funded by the UNC 
K12 Program, “Balancing Choices in Early Career Academic Medicine”, 2008- onward. 
 
Residency Training Programs Across the Entire UNC SOM—(I lecture across all 
departments regarding physician burnout and perinatal psychiatry—more than 50 
lectures in sum).  

 
Maintaining Mental Health During Residency “Myths of the 80 Hour Work Week”, Various 
Lectures Given Annually to OB-GYN PGY I-IV Residents, 2005-present 
 
Special Topic Seminars on Women’s Reproductive Mental Health Given Annually to PGYI-
IV Residents, 2005-present 
 
Residency Training Program, Various Lectures on General Adult Psychiatry, and Perinatal 
Psychiatry October 2004-present 
 
Carolina Global Breastfeeding Institute 
Mary Rose Tulley Training Course-- an IBLCE-approved Pathway 2 clinical training program 
in breastfeeding and lactation. Annual Lecturer on Perinatal Depression, 2013-current.  

 
 
Grand Rounds at UNC: 

 
1) UNC Department of Neurosurgery, “Why Does Well-Being Matter and what is being 

done to address it at UNC? June 26, 2019. 
 

2) UNC Department of Pediatrics, “Joint Grand Rounds with American Board of 
Pediatrics Vice Chair of Research, “The Importance of Physician Well-Being in 
Pediatrics and Update on the System-Wide Well-Being Program at UNC”, May 16, 2019.  
 

3) UNC Department of Psychiatry, “Applying Precision Medicine to Perinatal Depression: 
Understanding Pathogenesis to Develop Novel Treatments and Improve Outcomes, May 
8, 2019.  

 
4) UNC Department of Neurology, Moving Beyond Burnout to Wellness Using an 

Integrated Approach Across the System, February 1, 2018. 
 

5) UNC Department of Surgery, Professionalism and Interpersonal Effectiveness in 
Academic Medicine, August 30, 2017. 

 
6) UNC Department of ENT, Professionalism and Interpersonal Effectiveness in Academic 

Medicine, August 9, 2017.  
 

7) UNC Department of Urology, Promoting Physician Engagement, How do we Take 
Care of Our Own, April 6, 2016 
 

8) UNC Department of Neurosurgery Moving Beyond Burnout to Wellness, How do we 
Take Care of Our Own, January 13, 2016. 
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9) UNC Department of Surgery, Moving Beyond Burnout to Wellness, How do we Take 
Care of Our Own, January 6, 2016. 

 
10) UNC Department of Ophthalmology Moving Beyond Burnout to Wellness, How do we 

Take Care of Our Own, December 9, 2015. 
 

11) UNC Division of Rheumatology, Moving Beyond Burnout to Wellness, How do we 
Take Care of Our Own, October 9, 2015. 
 

12) UNC Department of Anesthesia, Moving Beyond Burnout to Wellness, How do we 
Take Care of Our Own, September 8, 2015.  
 

13) UNC Department of Physical Medicine and Rehabilitation, Physician Burnout and 
Emotional Distress: How do we Take Care of Our Own? (Part 2: Prevention at the 
Individual and Systems Level), January 21, 2015 
 

14) UNC Department of Anesthesia, January 2014, “When Bad Things Happen to Good 
Doctors” 
 

15) UNC Department of Family Medicine, January 2014 “Physician Burnout and Impaired 
Professionalism” 
 

16) UNC Department of Psychiatry, Emotional Stress and Distress in Physicians: How do 
we Take Care of Our Own? September 11, 2013 
 

17) UNC Department of Physical Medicine and Rehabilitation, Challenges to 
Professionalism in Medicine: Complications of Burnout Syndrome, June 26, 2013. 
 

18) UNC Department of Anesthesiology Grand Rounds: Challenges to Professionalism in 
Medicine: Complications of Burnout Syndrome, February 27, 2013. 
 

19) UNC Department of Psychiatry Grand Rounds, Phenotyping and Genotyping in 
Postpartum Depression, May 2012. 
 

20) UNC Department of Psychiatry Grand Rounds, Understanding Postpartum 
Depression, Stress Reactivity and Genetic Contributions, Chapel Hill, North Carolina, 
December 17, 2009 
 

21) Grand Rounds, UNC Department of Obstetrics and Gynecology, “Perinatal 
Depression and Anxiety Disorders”. December 2005. 

 
22)  Grand Rounds, UNC Department of Psychiatry, The Impact of Trauma and PTSD on 

Chronic Pelvic Pain, January 2005. 
 
 
Grand Rounds Outside UNC: 
 

1) Northwestern University Department of Psychiatry Grand Rounds, upcoming 
November 2022.  
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2) Georgetown University Department of Psychiatry Grand Rounds, December 2021.  
 

3) Stanford University Department of Psychiatry, Grand Rounds, October 2021. 
 

4) McLean Hospital Harvard Medical School, Annual Cathie Cook Endowed Lecture in 
Women’s Mental Health, April 15, 2021.  
 

5) University of Cincinnati, Department of Psychiatry, Kaplan Lecture, April 28th, 2021.  
 

6) The Institute of Living, Department of Psychiatry, Hartford, CT, February 4 2021. 
 

7) Duke University, Department of Family and Community Medicine, January 2021. 
 

8) The University of Wisconsin at Madison, Department of Psychiatry, November 2020.  
 

9) The University of Nebraska, Department of Psychiatry, Oct 30th, 2020.   
 

10) The University of Illinois at Chicago, Department of Psychiatry, February 26, 2020.  
 

11) Washington University, St Louis, Missouri, November 12, 2019.  
 

12) The University of Chicago, Department of Psychiatry, Chicago, IL, January 17, 2019. 
 

13) New York University, Department of Child Psychiatry, New York, NY, January 23, 
2019. 

 
14) University of Massachusetts, Department of Psychiatry, Worchester, Massachusetts, 

October 25, 2018. 
 

15) Vanderbilt University Department of Psychiatry, Department of Psychiatry Grand 
Rounds, Novel Approaches to Understanding and Treating Postpartum Mood Disorders, 
March 2nd 2018, Nashville, TN.  
 

16) Mount Sinai, 6th Annual Mount Sinai Innovations in Psychiatry Symposium, 
“Women’s Mental Health and Early Child Development”, February 16, 2018. 

 
17) University of Michigan, Department of Psychiatry, Perinatal Depression: Using 

Innovative Technology to Understand the Genetic Signature, upcoming October 4, 2017. 
 

18) Duke University Department of Radiology, Strategies to Prevent Physician Burnout 
and Increase Wellness, upcoming, April 27, 2017. 

 
19) Medical University of South Carolina, Department of Psychiatry, Epidemiologic and 

Genetic Contributions to Perinatal Depression, April 7, 2017 
 

20) Inova Health, Grand Rounds Department of Obstetrics and Gynecology, Fairfax, 
VA. Understanding Perinatal Depression, Pathophysiology and Genetic Contributions, 
upcoming, Oct 24, 2016 
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21) Duke University Department of Psychiatry Grand Rounds, Perinatal Depression, 
Epidemiology, Pathophysiology and Genetic Contributions, April 23, 2015. 
 

22) SEAHEC Internal Medicine Grand Rounds, Physician Burnout: How do we Take Care 
of Our Own? Wilmington, NC, April 22, 2015.  

 
23) Wake Forest University Department of Psychiatry Grand Rounds, February 10, 

2015, Perinatal Depression: Epidemiology and Genetic Predictors 
 

24) MAHEC Psychiatry Grand Rounds, Perinatal Depression, How to Implement 
Screening and Effective Treatment Into Your Practice, January 15, 2015, Asheville, NC. 

 
25) Brown University, Butler Hospital, Care New England, annual Behavioral Health 

Quality conference, Women’s Mental Health, Oct 2, 2014, Providence, Rhode Island  
 

26) Mercy Hospital, Department of Pediatrics and Obstetrics and Gynecology, Joint Grand 
Rounds, June 2014, Springfield, Missouri 
 

27) Duke Regional Hospital, Department of Obstetrics and Gynecology, December 2013 
 

28) Johns Hopkins, Department of Psychiatry, Baltimore, Maryland, April 2013. 
 

29) Psychiatry Institute, Copenhagen University, Copenhagen, Denmark, Development 
of a Perinatal Psychiatry Genetic Consortium (PACT), March 2013. 
 

30) Eastern Virginia Medical School, Department of Pediatrics, Children’s Hospital of 
King’s Daughters, Postpartum Depression and Postpartum PTSD in Mothers of NICU 
Infants. January 31, 2013. 
 

31) Tulane University, New Orleans, LA. Understanding Postpartum Depression, 
September 2012. 

 
32) Karolinska Institute, Stockholm, Sweden, “Phenotyping and Genotyping in Postpartum 

Depression, June 14, 2012. 
 

33) Center for Neurogenomics and Cognitive Research, “Understanding Postpartum 
Depression: Stress Reactivity and Genetic Contributions. June 14, 2011, Amsterdam, 
The Netherlands. 

 
34)  Wake Med Grand Rounds, Department of Obstetrics and Gynecology and 

Neonatology, Pathogenesis, Screening and Treatment of Perinatal Depression, May, 
2010. 

 
35)  Wake Med Grand Rounds, Department of Pediatrics, “What Pediatricians Need to 

Know about Perinatal Depression PART 2”, January 2009. 
 

36)  Wake Med Grand Rounds, Department of Pediatrics, “What Pediatricians Need to 
Know about Perinatal Depression”, September 2008. 

 



 C.V. of Samantha Meltzer-Brody, M.D., M.P.H. June 2022 

 39 

37)  MAHEC Psychiatry Grand Rounds, Asheville, North Carolina, “Treatment of 
Depression in the Pregnant and Postpartum Woman”, April 2, 2008. 

 
38)  Duke Grand Rounds, Clinical Case Conference, Duke University Medical Center. “A 

case presentation of transient global amnesia” 1998. 
 
 
Continuing Education Lectures at UNC: 
 

1) UNC Allied Health Lecture on Provider Burnout, May 2018. 
 

2) UNC Cancer Network’s Telehealth Program, Update on the Importance of Addressing 
Physician and Provider Burnout and Compassion Fatigue, Live Lecture via Lineberger 
Telehealth, Feb 7, 2018. 

 
3) PCORI Fourth Trimester Annual Conference, Unmet Health Needs Engagement 

Meeting, The Importance of Screening and Treating Maternal Mood Disorders in the 4th 
Trimester, Sheraton Hotel, March 23, 2016. 
 

4) UNC Cancer Network’s Telehealth Program, Physician Burnout and Compassion 
Fatigue in Cancer Providers, Live Lecture via Lineberger Telehealth, March 9, 2016. 
 

5) UNC School of Medicine, Teaching Faculty Retreat Conference, Prevention of 
Physician Burnout, Aycock Family Medicine Building, Chapel Hill, October 2015. 
 

6) UNC Hospitals Physicians Health Network, Annual Educational Retreat, Physician 
Stress and Emotional Distress, Managing Burnout, March, 2015 
 

7) UNC Campus Health Services, Physician Burnout: Prevention, Diagnosis and 
Treatment, upcoming, April 8, 2015 
 

8) UNC Department of Pediatrics, Faculty Development Program, January 2014 
 

9) UNC Perinatal Psychiatry Innovations Training Program, Psychopharmacology of 
Mood and Anxiety Disorders During Pregnancy, April 2013.  
 

10) UNC School of Public Health, Maternal-Child Health Seminar: Epidemiology, 
Screening and Treatment of Perinatal Depression, March 23, 2011 

 
11) Webinar, Women’s Integrated Systems for Health (WISH) Program, Integration of 

Mental Health and Substance Abuse Services for Women of Reproductive Age in 
Clinical and Hospital Settings, March 16, 2011 

 
12) UNC Women’s Health Conference, Department of Ob-Gyn, Developing a Perinatal 

Psychiatry Program: Lessons Learned, The Friday Center, February 26, 2011 
 
13) UNC Women’s Mental Health Conference: The Mind-Body Solution, UNC Department 

of Psychiatry, The Friday Center, November 6, 2010. Served a Course Co-Director and 
Presenter. 
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14) Managing Anxiety and Depression in Women During the Holiday Season, Tis the 
Season Mental Health Conference, Sponsored by the UNC Center for Lifelong Learning, 
Sienna Hotel, Chapel Hill, December 4, 2009. 

 
15) HAM Society Symposium, Understanding Perinatal Depression: Pathogenesis, 

Diagnosis and Treatment Considerations, UNC Department of Psychiatry, June 6, 2009 
 
16)  UNC 1st Annual Symposium on Women’s Reproductive Mood Disorders, UNC 

Center for Women’s Mood Disorder, Chapel Hill, November 1, 2008, Served as Course 
Co-Director and Presenter. 

 
17)  The Art of Breastfeeding Conference: Treatment of Postpartum Depression in the 

Lactating Mother, UNC, The Friday Center, October 2008. 
 

18)  UNC Women’s Leadership Council: Update on Postpartum Depression, February 
2008. 

 
19)  Program in Humanities and Human Values, Adventures in Ideas, Motherhood and 

Medicine: Myths, Midwifery, & Modern Practices, May 4-5, 2007 
 

20)  UNC General Alumni Association, Women’s Psychological Health: “Hooking Up  and 
Cultural Pressures”, April 17, 2007 

 
21)  Mini-Medical School, UNC School of Medicine, Beyond the “Baby Blues”:  Managing 

Depression Before and After Pregnancy, March 13, 2007. 
 

22)  UNC Horizons Program Annual Conference. Trauma and PTSD in Women with 
Addiction, UNC Chapel Hill, NC. April 2006. 

 
23)  Advances in Gynecology and Pelvic Pain, OB-GYN Pelvic Pain Conference at 

UNC. “The Impact of Trauma and PTSD on Chronic Pelvic Pain”. November 2005. 
 
24)  UNC Nursing Oncology Conference, “ Intimate Relationships in Patients with Cancer”, 

March 2005 
 
25)  UNC Nursing Oncology Conference, “Intimate Relationships in Patients with Cancer”, 

November 5, 2003. 
 
 
Outside of UNC: 
 

1) Annual Update & Advances in Psychiatry Conference, The University of Wisconsin 
at Madison, October, 2022.  
 

2) Royal College of Psychiatrists International Congress, “Precision Psychiatry in 
Perinatal Mental Health: Using Innovative Approaches to Improve Patient Outcomes,” 
June 2022, Edinburgh, Scotland.  
 

3) Cherry Hospital, Goldsboro, North Carolina, Women’s Reproductive Mood Disorders 
Across the Reproductive Lifecycle, April, 2021. 
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4) UNC Project, Lilongwe, Malawi, Perinatal Depression: Epidemiology, Pathophysiology, 

Screening and Treatment—how to address in Low Income Countries, January 31, 2019, 
Lilongwe, Malawi, Africa. 

 
5) Royal College of Psychiatrists, Perinatal Faculty Scientific Meeting, Novel Approaches 

in Perinatal Depression Research: London, England, upcoming November 13, 2018. 
 

6) National Network of Depression Centers (NNDC), Plenary speaker, “The Importance 
of understanding the biomarker signature in perinatal depression: a step toward 
precision psychiatry”, Annual Meeting, Baltimore, Maryland, Oct 18-19, 2018.  

 
7) Wayne Memorial Hospital, Physician CME Event, Developing an Institutional 

Wellness Program, May 22nd, 2018.  
 

8) New Hanover Hospital, GME Event, Developing an Institutional Wellness Program, 
Wilmington, North Carolina, May 17, 2018. 

 
9) Maternal Mental Health Matters Begin Before Birth Symposium May 1, 2018, McGill 

University, Montreal, Canada.  
 

10) American College of Rheumatology, Program Director Conference, Moving Beyond 
Burnout to Wellness, Chicago, Illinois, February 9, 2018.  

 
11) North Carolina Medical Society, Preventing Burnout in Primary Care: Pearls to 

Promote Wellness, April 26, 2017, Raleigh, North Carolina.  
 

12) Preventing Burnout in Psychiatrists: Pearls to Promote Wellness, Community 
Psychiatrists Leadership Forum, April 22, 2017, The Friday Center, Chapel Hill, NC.  

 
13) Physicians Are People Too: UNC's "Taking Care of Our Own Program" for 

Physician Wellness and Burnout Prevention, Durham Orange Country Medical 
Society, April 12, 2017, Durham North Carolina. 

 
14) Medical University of South Carolina, Women’s Health Research Day, Keynote 

Speaker, Using Social Media to Understand the Biologic Signature of Postpartum 
Depression, Charleston, South Carolina, April 6, 2017.  

 
15) Southeastern Area Health Education Center (SEAHEC), Developing an Institutional 

Response to Physician Burnout, February 2017, Wilmington, North Carolina.  
 

16) 2020 Mom Annual Conference, Impact of Hormonal Changes During Pregnancy and 
Their Effect on Postpartum Depression, upcoming February 13, 2017, Los Angeles, 
California.  

 
17) North Carolina Psychiatric Association (NCPA) Annual Meeting, Post-Partum 

Depression and Genetics using Apple's Health Kit, September 9, 2016, Asheville, NC.  
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18) National Institute of Mental Health, “Exploring the Phenotypic and Genetic Signature 
of Perinatal Mood Disorders,”, Translational Research in Women’s Mental Health, 
Webinar, July 9, 2016.  

 
19) American Medical Association Alliance, Keynote Address on Physician Burnout and 

Impact on Physician and Family, Annual Meeting, Chicago, IL, upcoming June 8, 2016. 
 

20) ACAPS Presidential Panel at the 95th Annual Scientific Meeting of the AAPS 
(American Association of Plastic Surgeons), Panel Participant, Stuck in a 
Moment:  When Physician Burnout and Disruptive Behavior Challenge Professionalism. 
New York City, NY, upcoming May 22, 2016, 

 
21) Duke University Neurosteroid Conference, The Open-label, Proof-of-concept Study of 

SAGE-547 (Allopregnanolone) in the Treatment of Postpartum Depression, Durham, NC, 
upcoming April 7, 2016.  

 
22) Maya Angelou International Women’s Health Summit, Winston Salem, North 

Carolina, Perinatal Psychiatry Illness: Assessment and Treatment, November 20, 2014.  
 

23) Mercy Hospital, Springfield, Missouri, CME lecture on Assessment and Treatment of 
Women’s Reproductive Mood Disorders. June, 2014.  

 
24) North Carolina Pediatric Society, Webinar, Screening and Treatment of Postpartum 

Depression in the Pediatric Setting, June 26, 2013. 
 

25) Greensboro AHEC, Women’s Reproductive Mood Disorders, March, 15, 2013. 
 

26) Tidewater Perinatal Mental Health and Children’s Hospital Kings Daughters, 
Norfolk, VA, February 2013.  
 

27) MAHEC--Annual Addiction: Focus on Women Conference, Perinatal Depression in 
Women with Comorbid Substance Abuse, May 2012, Asheville, North Carolina 
 

28) Croghan Conference, Perinatal Depression—Screening, Treatment and Implications in 
Mothers of Children with Special Needs, December 2011, Research Triangle Park, North 
Carolina 
 

29) North Carolina Institute of Medicine (NCIOM), “Understanding Postpartum 
Depression”, May 20, 2011, Research Triangle Park, North Carolina.  

 
30) Eastern AHEC, Women’s Mood Disorders Across the Reproductive Lifecycle. 

Greenville, North Carolina, April 14, 2011 
 
31) Wake AHEC, Webinar, Update on Perinatal Mood Disorders, June, 2010 
 
32) Triangle Breastfeeding Alliance Conference, Perinatal Depression and the Lactating 

Mother: Maximizing Mental Health and Breastfeeding Success, Wake AHEC, May 2010 
 
33)  Update on Women’s Reproductive Mood Disorders, Northampton County Health 

Department, NC DHHS Health Care Provider Training Grant, March 5, 2010 
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34)  The National Institute for Health Care Management (NIHCM) Foundation Webinar: 

Identifying and Treating Maternal Depression: Strategies & Considerations for Health 
Plans, December 2009 

 
35)  A Collaborative Approach to Treating Women's Reproductive Mood Disorders 

Across the Lifecycle: Premenstrual Dysphoric Disorder, Perinatal Psychiatry, & 
Perimenopause” Mountain Area AHEC (MAHEC), Asheville, NC, November 12, 2009. 

 
36)  The Pediatric Provider and Postpartum Depression: What Do You Need To Know? 

Raleigh Children’s Development Services Agency, part of the NC DHHS, Raleigh, NC 
November 6, 2009. 

 
37)  North Carolina Psychiatric Association (NCPA) Annual Meeting, Postpartum 

Depression: Diagnostic Challenges, Pathogenesis and Treatment, New Bern, NC, 
October 2009. 

 
38)  North Carolina Statewide Symposium on Postpartum Depression, Understanding 

Postpartum Depression: Diagnosis, Pathogenesis and Treatment Considerations, 
Sponsored by Wake AHEC, Chapel Hill, NC August 6, 2009. 

 
39)  Eastern AHEC Symposium, Understanding Women's Reproductive Mood Disorders: 

Pregnancy, Postpartum, the Menstrual Cycle and Menopause , Greenville, NC, April 9, 
2009. 

 
40)  Greensboro AHEC Women’s Health Symposium, The Difficult Patient, Greensboro, 

North Carolina, March 9, 2009. 
 

41)  Southern AHEC Symposium, Women’s Mood Disorders Across the Lifecycle, 
Pinehurst, North Carolina, February 2009. 

 
42)  South Carolina Statewide Postpartum Depression Conference (Co-sponsored by 

the NIH), Columbia, South Carolina, February 29, 2008. 
 

43)  Wake AHEC Anxiety and Depression in the Pregnant and Postpartum Patient: 
Screening, Treatments and Controversies, April 13, 2007 

 
44)  The Perinatal Center of Northeast Ohio at MetroHealth and Case Western Reserve 

University 6th Annual Perinatal Center Conference “Anxiety and Depression, & 
Psychiatric Emergencies in Pregnant Women October 2006 

 
45)  Eastern AHEC, “The Impact of Trauma and Mood and Anxiety Disorders in Women,” 

September 14, 2004 
 

46)  Asheville MAHEC, “Mood and Anxiety Disorders in Women”, April 5. 2004 
 

47)  Alamance AHEC, “Mood and Anxiety Disorders in Women”, November 19, 2003. 
 

48)  Greensboro AHEC, “Mood and Anxiety Disorders in Women”, October 15, 2003. 
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Lab or Research Teaching/Mentorships 
 
Medical Student Mentees 
 
Beanna Johnson (2020-2021) 

Research elective: “Revisited: The Potential Role of Estrogen in the Treatment of 
Schizophrenia” 

 
Bria Godley (2020-2021) 

Research elective: Burnout and Underrepresented Minorities in Medicine: Prevalence, 
Factors and Potential Solutions  

 
Adeolu Keku, MD, MPH student (2018-2019) 

Master’s Paper mentor, Postpartum Depression in fathers (beginning Aug 2018) 
 
Kate Dickson, MD, MPH student (2017-2018) 
 Master’s Paper mentor, Depression, Anxiety, and Suicidality in U.S. Medical Students: A 
 Literature Review and Commentary 
 
Christine Jackson, MS-2, Summer Research Mentor, June 2014-2018 
 Projects: 1) Adjunctive Quetiapine to SSRI Treatment of PMDD, completed and published 
       2) Risk factors for Preterm Birth in Adolescent Mothers, under review 
 
Tatiana Acosta, MD, MPH student, (2016-2017) 

Master’s Paper mentor, gPACT Project (Genomics of Postpartum Depression: Action 
Towards Causes and Treatment).  Conduct of a validation study using mobile technology by 
testing the app against clinical interview, February 2017.  

 
Marianne Casilla-Lennon, MS-2, Summer Research co-mentor with Dr. Anne Steiner. (2015-2016) 

Projects: The Effect of Antidepressants on Fertility, newly published in Am J Obstetrics and 
Gynecology, February, 2016.  

 
Rachel Weiner, MD, MPH, MPH Master’s Paper Mentor completed June 2014 

Project Title: From Idea to Paradigm: The Integrated Primary and Mental Health Care Model 
in North Carolina.  

Jenna Beckham MD, MPH May 2013, MPH Master’s Paper Mentor 
Project resulted in a manuscript: Beckham AJ, Greene TB, Meltzer-Brody, S. (2013) A Pilot 
Study of Heart Rate Variability Biofeedback Therapy in the Treatment of Perinatal 
Depression on a Specialized Perinatal Psychiatry Inpatient Unit, Archives of Women’s 
Mental Health. 16(1):59-65. PMID: 23179141 
 

Sarah Rogan, MD, PhD, Research Elective Mentor, Fall 2012. 
Project: Relationship between depressive mood and maternal obesity: implications for 
postpartum depression, published as a book chapter, 2014.  

 
April Miller MD, MPH May 2012. MPH Master’s Paper Mentor 

Project: Barriers to Postpartum Depression Screening in Underserved Minority Women 
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Postdoctoral Fellows—UNC T32 Training Program 
 
Jerry Guintivano, PhD, 2014-current. (Completed July 2018. Now newly funded on K01 beginning 
September 2018. I am a lead mentor on this new K award). 
 
Sandraluz Lara-Cinisomo, PhD, 2012- 2015 (now faculty at University of Illinois) 
 
Crystal Schiller, PhD, 2011-2013, (now faculty at UNC) 
 
Postdoctoral Fellows 
 
Anna Bauer, PhD, Women’s Mood Disorders post-doctoral fellowship 2017-2019, K01 submitted 
October 2018.  
 
Arianna DiFloria, MD, PhD, Cardiff University, UK, Funded by a European Marie Curie Two Year 
Travel Fellowship, 8/2014-8/2016. 
 
Divya Mehta, PhD, Secondary Mentor, Postdoctoral Research Fellow, University of  
Queensland, Queensland, Australia.  Mentor on her NARSAD grant, 2013-2015. 
 
 
Graduate Student Mentees (Clinical Co-Mentor) 
 
Sarah Elizabeth Schoenrock, 2013-2015 
 
Shaila Jha, 2013-2016, manuscript published. 
 
Stephanie Watkins, Doctoral Student, UNC School of Public Health, 2010-2014. 
 
 
Graduate Student Mentees (Dissertation Committee Member): 
 
Yasmin Barrios, 2019-2021, UNC Gillings School of Global Public Health, doctoral dissertation 
committee member.  Dissertation successfully defended, January 14, 2021.  
 
M’wawi N’goma, 2017-current, co-mentor, doctoral dissertation committee, Malawi College of 
Medicine through AMARI funded PhD program, Malawi, Africa. 
 
Kathryn Wouk, 2015-2018, co-mentor, doctoral dissertation committee Gillings School of Public 
Health, Department of Epidemiology, Dissertation successfully defended, June 2018.  
 
Jessica Sparrow (Doctor of Nursing Practice Program (DNP), awarded, May 2015). 
 
Sara Boeding (Clinical Psychology, PhD awarded 2013).  
 
Megan Joseph Freeman (Clinical Psychology, PhD awarded 2012). 
 
 
Junior and Mid-Career Faculty Mentees: 
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Mentor (primary) for Margo Nathan, MD, Department of Psychiatry, 2021-present 
 
Mentor (primary) for Rebekah Nash, MD, Department of Psychiatry, 2020-present 
 
Mentor (secondary) for Susan Martinelli, MD, Department of Anesthesia, June 2018-present 
 
Mentor (primary) for Tiffany Hopkins , PhD, Department of Psychiatry, June 2017-present 
 
Mentor (primary) for Susan Michos, NP, Department of Psychiatry, October 2016-present 
 
Mentor (primary) for Amanda Harp, PhD, Department of Psychiatry, June 2016-2020 
 
Mentor (primary) for Nadia Charguia, MD, Department of Psychiatry, June 2015-present, Taking 
Care of Our Own Program for Physician Burnout 
 
Mentor (primary) for Mary Kimmel, MD, Department of Psychiatry, June 2014-present. Dr. Kimmel 
 is currently funded on a K23.   
 
Mentor (secondary) for Crystal Schiller, PhD, 2013-present 
 
Mentor (primary) for Susan Killenberg, MD, Department of Psychiatry, June 2009-June 2014. 
 
Mentor (secondary) for Stephanie Zerwas, PhD, Department of Psychiatry, (BIRCWH K12 Scholar, 
2010-2012) 
 
Mentor (primary) for Elizabeth Bledsoe, PhD, School of Social Work, (BIRCWH K12 Scholar, 2009-
2011) 
 
Mentor (primary) for Christena Raines, NP, Department of Psychiatry and Obstetrics and 
Gynecology, 2004-2006 
 
 
Resident Research Mentees 
 
Christina Pao, research track primary mentor (Psychiatry--June 2016-2018) 
 
Rachel Frische, research track primary mentor (Psychiatry June 2016 to 2018) 
 
Elizabeth Ferguson, research track primary mentor (Psychiatry, June 2014-2016) 
 
Emily Holmes, (Psychiatry September 2013-present) Resident Physician Burnout Survey 
 
Elizabeth Cox, research track primary mentor (Psychiatry, 2013-2016).  

Dr. Cox joined the faculty at UNC in September 2016 in the Perinatal Psychiatry Program at 
the new WakeMed North site.  
Poster presentation: Society of Biological Psychiatry, May 2014, New York, NY 
Oral presentation: International Society of Psychoneuroendocrinology, August 2014, 
Montreal, Canada 
Multiple manuscripts in process or submitted. 
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Laura Wakil (Psychiatry, 2010-2013), Published a review article and case report. 
 
Nell Pollard Johnson (Obstetrics and Gynecology, 2009-2011)  

Robert A. Ross Research Award 2011, UNC Obstetrics and Gynecology Droegemuller 
Resident Research Day, A Prospective Study of Adolescents and Postpartum Depression: 
Examining the Risk, Manuscript published in AJOG, 2013. 

 
Thomas Pillion (Psychiatry, 2009-2010) 
 
Rachel Delatte, (Obstetrics and Gynecology, 2008-2009).  

Robert A. Ross Research Award 2008, UNC Obstetrics and Gynecology Droegemuller 
Resident Research Day, Universal screening for postpartum depression: an inquiry into 
provider attitudes and practice. Manuscript published in AJOG, 2009. 

 
Erik Kinzie (Psychiatry Resident, 2003-2005). Published Case Report. 
 
 
 
Clinical Teaching/Attending on Clinical Service 
 
Psychiatry Attending, Women’s Reproductive Mood Disorders Clinic (Perinatal Depression, 
Premenstrual Dysphoric Disorder and Perimenopausal Depression): Supervise 3-4 psychiatry 
residents in a weekly women’s reproductive mood disorders clinic, 4 hours/month, 2004-present 
 
Psychiatry Attending, UNC Department of Psychiatry, Integrated Call Pool, on-call duties include 
supervising resident physicians in the behavioral health emergency department and rounding on 
pschiatry inpatient units. Frequency q 15 days, 2002-present 
 
Consultation/Liaison Service: Supervised a total of 5-6 residents daily during their 4 month 
Consultation/Liaison rotation (30 hours week, total 12-14 residents per year), 2002-2006. 
 
Psychiatry Attending, Acute Diagnostic and Treatment Clinic: Supervise 3-4 psychiatry residents in 
a weekly follow-up psychiatric outpatient clinic (4 hours/week, 2002-2004). 
 
Student Preceptorships 
 
Betty-Shannon Prevatt, MA, North Carolina State University, Doctoral Student in Applied Social 
and Community Psychology, 2016. 
 
Christena Raines, NP, UNC School of Nursing, Psychiatric Nurse Practitioner’s Program, 2007 
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GRANTS 
 
Active 
 
(Linnan, PI of Center Grant (Total Award is $ 6,999,997   09/01/21-08/31/26 
           0.33 Cal Months 
NIOSH       $934,113 
(Meltzer-Brody and Baernholdt, co-PI’s for one of funded projects: Rural and Urban Clinician Well-
being and Targeted Improvement Interventions during COVID-19) 
Carolina Center for Total Worker Health and Well-Being 
The mission of the Carolina Center is to generate new knowledge and implement activities to 
positively improve worker health and well-being in North Carolina, the southeast region, and the 
nation. 
 
(Meltzer-Brody, PI)     03/01/21-02/28/23   0.60 Cal Months 
Sage Therapeutics, Inc.    $178,232 
A Randomized, Double-Blind, Placebo-controlled Study Evaluating the Efficacy and Safety 
of Sage-217 in the Treatment of Adults with Severe Postpartum Depression 
This is a randomized, double-blind, placebo-controlled, parallel group study of the efficacy and 
safety 
of SAGE-217 in adults diagnosed with severe PPD. 
Role: Principal Investigator 
 
Muscatell, PI)      04/01/21-03/31/26   0.36 Cal 
Months 
NIH  
Role: Co-I       $514,482 (Total Award is $2,857,746) 
Neural and Molecular Mechanisms Underlying Stress-Induced Inflammatory Responses 
The present project will use cutting-edge computational methods to identify neural signatures of 
stress-related inflammatory reactivity, and will use pharmacological tools to block an important 
stress-signaling pathway (i.e., beta-adrenergic signaling) and examine its effects on neural and 
inflammatory reactivity to stress. 
Role: Investigator 
 
 
1R01MH118269-01A1 (Sharkey, PI)   07/01/2019-08/31/2024  1.8 Cal  
NIH/Brown University     $244,997 
Personalized Integrated Chronotherapy for Perinatal Anxiety and Depression 
Role: UNC Clinical Site PI 
 
 
(Singla/Meltzer-Brody, co-PIs)    06/01/2019-12/31/2023  2.4 Cal 
Months 
Total grant award is $13 million dollars for three sites 
PCORI       $3.4 million total UNC budget over award: 
Scaling up psychological treatments for perinatal depression and anxiety symptoms via 
telemedicine 
The proposed research aims to conduct a pragmatic, multicenter randomized non-inferiority trial to 
test the choice of delivery mode and provider, implementing a brief, evidence-based, PT of 
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behavioral activation (BA) for perinatal depressive and anxiety symptoms. Specifically, we will 
examine whether this brief PT is as effective when delivered via teledelivery vs. in person (Aim 1), 
and by non-specialist providers (public health nurses) vs. specialists (primarily psychiatrists, 
psychologists and social workers; Aim 2) 
Role: PI 
 
UK3MC32240 (Pettiford/Kimmel, PIs)                              02/01/19-05/31/23                          1.2 Cal  
NC DHHS/HRSA                                                               $399,644 (annual budget) 
‘Safeguarding Two Lives: Expanding Early Identification and Early Access to Perinatal 
Mental Health & Substance Abuse’ 
The purpose of this contract is to provide perinatal telepsychiatry consultation to providers in North 
Carolina (obstetricians, certified nurse midwives, nurse practitioners and primary care physicians)  
caring for pregnant or postpartum women as well as teletherapy services to women meeting 
established criteria. 
Role: Perinatal Psychiatrist (10%) Effort     
 
R01HD093901 (Stuebe, PI)    07/01/2018-06/30/2023  0.6 Cal  
NIH        $527,299 
Mood, mother, and child: The psychobiology of dyadic resilience 
The long-term goal of this research is to identify the psychobiological underpinnings of resilience 
among mother-child dyads exposed toPND and longer-term maternal depression and anxiety 
trajectories (MDATs). 
Role: Co-Investigator 
 
Johnson and Johnson Global (Charles, PI)   9/18-12/21  $100,000 
Pilot Funding to develop an innovative postpartum depression program in Malawi as part of the 
UNC Department of Surgery program. 
Role, Co-I, head of the postpartum depression project 
 
(Drake, PI)      01/01/15-12/31/20    
Doris Duke Charitable Foundation   $112,886 
Caregiving at Carolina:  Support for Physician Scientists 
This program will increase the retention of junior physician scientists at the University of North 
Carolina School of Medicine (UNC-SOM) by developing new, sustainable initiatives and also 
leveraging and integrating existing programs, infrastructure support and resources. 
Role: Co-Investigator 
 
Pending Research Support 
 
(Schiller, PI)      09/01/21-08/31/26   0.60 Cal Months 
NIH       $295,108 
Identification of Disparities in Diagnosis, Treatment, and Attitudes About Depression and 
Psychosis Symptoms in Black and Hispanic Perimenopausal Women 
The objective for this application is to conduct population-based phenotypic assessment and a 
cross-over treatment trial comparing two evidence-based treatments in a diverse sample of women 
with perimenopausal emotional distress (PMED). 
Role: Investigator 
 
Role: Project 3 Co-Lead 
 



























IN THE SUPERIOR COURT OF FULTON COUNTY 
STATE OF GEORGIA 

SISTERSONG WOMEN OF COLOR 
REPRODUCTIVE JUSTICE 
COLLECTIVE, on behalf of itself and 
its members; FEMINIST WOMEN’S 
HEALTH CENTER, PLANNED 
PARENTHOOD SOUTHEAST, INC., 
ATLANTA COMPREHENSIVE 
WELLNESS CLINIC, ATLANTA 
WOMEN’S MEDICAL CENTER, 
FEMHEALTH USA d/b/a 
CARAFEM, and SUMMIT 
MEDICAL ASSOCIATES, P.C., on 
behalf of themselves, their physicians 
and other staff, and their patients; 
CARRIE CWIAK, M.D., M.P.H., 
LISA HADDAD, M.D., M.S., M.P.H., 
and EVA LATHROP, M.D., M.P.H., 
on behalf of themselves and their 
patients; and MEDICAL STUDENTS 
FOR CHOICE, on behalf of itself, its 
members, and their patients, 

Plaintiffs, 

v. 

STATE OF GEORGIA, 

Defendant. 

Case No. __________ 
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IN THE SUPERIOR COURT OF FULTON COUNTY 
STATE OF GEORGIA 

 
SISTERSONG WOMEN OF COLOR 
REPRODUCTIVE JUSTICE 
COLLECTIVE, on behalf of itself and 
its members; FEMINIST WOMEN’S 
HEALTH CENTER, PLANNED 
PARENTHOOD SOUTHEAST, INC., 
ATLANTA COMPREHENSIVE 
WELLNESS CLINIC, ATLANTA 
WOMEN’S MEDICAL CENTER, 
FEMHEALTH USA d/b/a 
CARAFEM, and SUMMIT 
MEDICAL ASSOCIATES, P.C., on 
behalf of themselves, their physicians 
and other staff, and their patients; 
CARRIE CWIAK, M.D., M.P.H., 
LISA HADDAD, M.D., M.S., M.P.H., 
and EVA LATHROP, M.D., M.P.H., 
on behalf of themselves and their 
patients; and MEDICAL STUDENTS 
FOR CHOICE, on behalf of itself, its 
members, and their patients, 
 

Plaintiffs,  
 
v. 
 
STATE OF GEORGIA, 
 
  Defendant. 
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IN THE SUPERIOR COURT OF FULTON COUNTY 
STATE OF GEORGIA 

SISTERSONG WOMEN OF COLOR 
REPRODUCTIVE JUSTICE 
COLLECTIVE, on behalf of itself and 
its members; FEMINIST WOMEN’S 
HEALTH CENTER, PLANNED 
PARENTHOOD SOUTHEAST, INC., 
ATLANTA COMPREHENSIVE 
WELLNESS CLINIC, ATLANTA 
WOMEN’S MEDICAL CENTER, 
FEMHEALTH USA d/b/a 
CARAFEM, and SUMMIT 
MEDICAL ASSOCIATES, P.C., on 
behalf of themselves, their physicians 
and other staff, and their patients; 
CARRIE CWIAK, M.D., M.P.H., 
LISA HADDAD, M.D., M.S., M.P.H., 
and EVA LATHROP, M.D., M.P.H., 
on behalf of themselves and their 
patients; and MEDICAL STUDENTS 
FOR CHOICE, on behalf of itself, its 
members, and their patients, 

Plaintiffs, 

v. 

STATE OF GEORGIA, 

Defendant. 

Case No. __________ 
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IN THE SUPERIOR COURT OF FULTON COUNTY 
STATE OF GEORGIA 

SISTERSONG WOMEN OF COLOR 
REPRODUCTIVE JUSTICE 
COLLECTIVE, on behalf of itself and 
its members; FEMINIST WOMEN’S 
HEALTH CENTER, PLANNED 
PARENTHOOD SOUTHEAST, INC., 
ATLANTA COMPREHENSIVE 
WELLNESS CLINIC, ATLANTA 
WOMEN’S MEDICAL CENTER, 
FEMHEALTH USA d/b/a 
CARAFEM, and SUMMIT 
MEDICAL ASSOCIATES, P.C., on 
behalf of themselves, their physicians 
and other staff, and their patients; 
CARRIE CWIAK, M.D., M.P.H., 
LISA HADDAD, M.D., M.S., M.P.H., 
and EVA LATHROP, M.D., M.P.H., 
on behalf of themselves and their 
patients; and MEDICAL STUDENTS 
FOR CHOICE, on behalf of itself, its 
members, and their patients, 

Plaintiffs, 

v. 

STATE OF GEORGIA, 

Defendant. 

Case No. __________ 
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IN THE SUPERIOR COURT OF FULTON COUNTY 
STATE OF GEORGIA 

SISTERSONG WOMEN OF COLOR 
REPRODUCTIVE JUSTICE 
COLLECTIVE, on behalf of itself and 
its members; FEMINIST WOMEN’S 
HEALTH CENTER, PLANNED 
PARENTHOOD SOUTHEAST, INC., 
ATLANTA COMPREHENSIVE 
WELLNESS CLINIC, ATLANTA 
WOMEN’S MEDICAL CENTER, 
FEMHEALTH USA d/b/a 
CARAFEM, and SUMMIT 
MEDICAL ASSOCIATES, P.C., on 
behalf of themselves, their physicians 
and other staff, and their patients; 
CARRIE CWIAK, M.D., M.P.H., 
LISA HADDAD, M.D., M.S., M.P.H., 
and EVA LATHROP, M.D., M.P.H., 
on behalf of themselves and their 
patients; and MEDICAL STUDENTS 
FOR CHOICE, on behalf of itself, its 
members, and their patients, 

Plaintiffs, 

v. 

STATE OF GEORGIA, 

Defendant. 

Case No. __________ 
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 I, PAMELA MERRITT, hereby affirm under penalty of perjury that the 

following statements are true and correct:  

1. I am the Executive Director of Medical Students for Choice 

(“MSFC”). MSFC is a 501(c)(3) non-profit organization whose mission is to create 

tomorrow’s abortion providers and pro-choice physicians. Family planning, 

including abortion, is fundamental to public health and touches on every area of 

medicine. MSFC assists medical students and residents to maintain access to 

abortion and family planning education and training, including through curriculum 

reform, training in a clinic setting, abortion training institutes, and MSFC’s two-

day annual conference for family planning. MSFC is devoted to expanding access 

to health services that allow patients to lead safe, healthy lives consistent with their 

own personal and cultural values, with respect to all aspects of sexual and 

reproductive health.  

2. As Executive Director, I am responsible for the management and 

organization of MSFC and therefore am familiar with our operations. I also have 

broad familiarity with the field of reproductive health and justice, in which I have 

worked for 14 years. I am the incoming Chair of the Board of Directors of the 

Guttmacher Institute, a leading research and policy organization committed to 

advancing sexual and reproductive health and rights. I have previously worked at 

Planned Parenthood Advocates in Missouri; co-founded and served as the co-
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director of Reproaction; and served on Pro-Choice Missouri’s Board of Directors. I 

provide the following testimony based on my personal knowledge. 

I. MSFC’s Abortion Training and Practice 

3. MSFC was founded in 1993 after the murder of abortion provider Dr. 

David Gunn, and subsequent statements from an anti-choice organization 

threatening thousands of medical students with death for providing abortion care. 

The threat, designed to deter students from pursuing or receiving abortion 

education, had the opposite effect: students saw a need to organize to obtain 

abortion training and education.  

4. We believe abortion and family planning training are essential 

foundations for future physicians. Patients deserve and depend on trusted medical 

providers who offer medically accurate information, regardless of specialty.  

5. Pregnancy fundamentally affects a person’s health and impacts every 

area of medicine. Virtually every care routine and treatment plan needs to take a 

patient’s current pregnancy status or potential for pregnancy into account. Further, 

a patient’s overall well-being is contingent on their ability to time a pregnancy to 

maximize their mental and physical health. And abortion is extremely common: 

nearly one in four women decide to have an abortion during the course of their 
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childbearing years.1 For all of these reasons, it is crucial for every healthcare 

provider to be able to discuss family planning options and reproductive healthcare, 

including abortion, in a medically accurate way.  

6. MSFC has 185 chapters in 46 U.S. states, as well as in the District of 

Columbia and Puerto Rico, and another 81 chapters outside the U.S.  As our 

website details, we are a “network of medical students and residents around the 

United States and internationally.” We currently have over 13,000 members.  

7. In Georgia, we have chapters at: Emory School of Medicine, Medical 

College of Georgia at Augusta University, Morehouse School of Medicine, and 

Mercer University School of Medicine. Medical student and resident members of 

MSFC enrolled in these Georgia medical schools and residency programs include 

those who train in the provision of abortion care, those who perform and assist in 

abortion care in the state, and those who plan to do so in the foreseeable future but 

for laws like H.B. 481.  

8. In the United States, we have three different abortion training 

programs that provide our members with financial and logistical support to receive 

abortion and family planning training. First, the Reproductive Health Externship 

Funding Program provides members with financial support to receive clinical 

                                                 
1 Abortion Is a Common Experience for U.S. Women, Despite Dramatic Declines in Rates, 

Guttmacher Institute (accessed July 21, 2022), available at https://www.guttmacher.org/news-
release/2017/abortion-common-experience-us-women-despite-dramatic-declines-rates. 
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training in abortion care outside of their institution’s standard curriculum by 

spending two to four weeks in a clinic of their choice. Second, the Clinical 

Abortion Observation program offers members the opportunity to spend anywhere 

from three to nine days in a clinical setting receiving training in abortion care. 

Third, MSFC’s Abortion Training Institute is an intensive two-day educational 

opportunity for members to learn about abortion and family planning in a small-

group conference setting. We also support residents through the Training to 

Competence Externship funding program, which provides residents with financial 

and logistical support for receiving clinical abortion training outside of their 

program’s standard curriculum. 

9. MSFC members perform or assist in a range of tasks, including 

learning about patient counseling, the provision of medication abortion, and 

aspiration or procedural abortion procedures.  

10. Because the medications and procedures used for abortion are 

identical to those used for miscarriage management, MSFC’s members’ training 

opportunities in abortion care also enhance their ability to provide high-quality 

miscarriage management. 

11. Additionally, MSFC members in Georgia are trained to treat patients, 

especially those from underserved communities, with compassion, care, and 

cultural literacy. This is particularly relevant in Georgia, where marginalized 
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groups are more likely to seek abortion care. For instance, 64.9% of Georgians 

who obtained abortions in 2019 were Black,2 even though Black people only 

accounted for 31.5% of Georgia’s population.3 Moreover, many of the patients our 

MSFC members care for are Medicaid recipients, work for hourly wages and/or 

multiple jobs, and/or are non-English speaking. When our students speak to 

pregnant patients about their options and refer them for abortion care, our students 

learn to center their patients’ experiences and to view their role as a healthcare 

provider in a larger context. For example, our students learn to take into account a 

patient’s underlying health conditions, barriers they face in accessing obstetric and 

gynecologic (“ob/gyn”) care, their goals for themselves and their family, and 

myriad other relevant factors in providing options counseling and care to pregnant 

patients. 

12. By taking this holistic view of medicine, MSFC members become 

trained in treating the whole patient. MSFC members in Georgia coordinate with 

local organizations on the ground that offer logistical and financial support to 

                                                 
2 Katherine Kortsmit et al., Abortion Surveillance—United States, 2019, Centers for Disease 

Control and Prevention Morbidity and Mortality Weekly Report (Nov. 26, 2021), available at 
https://www.cdc.gov/mmwr/volumes/70/ss/ss7009a1.htm#T3_down. 

 
3 American Community Survey B03002, Unites States Census Bureau (accessed July 21, 

2022), available at 
https://data.census.gov/cedsci/table?q=B03002&g=0400000US13&tid=ACSDT1Y2019.B03002
&hidePreview=true (last visited July 23, 2022). 
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pregnant people seeking abortion, and with organizations that advocate for policy 

changes to improve the reproductive health of Georgians.  

II. Impact of Six-Week Ban on Medical Students 

13. I understand that H.B. 481 (“the Ban”) bans abortion after detection of 

embryonic or fetal cardiac activity. If the Ban is not enjoined, it will upend 

MSFC’s members’ ability to obtain the training needed to become providers of 

comprehensive, high-quality reproductive healthcare. It also profoundly harms 

hospitals, medical schools, and other healthcare providers in Georgia, with grave 

consequences for Georgia’s public health and economy.  

a. The Six-Week Ban Will Adversely Impact Members’ Ability to 
Provide Comprehensive Quality Care 

14. The Ban prohibits abortion providers in Georgia from providing 

abortion care after approximately six weeks of pregnancy as dated from a patient’s 

last menstrual period (“LMP”)—just two weeks after a patient’s first missed period 

(if they have regular menstrual cycles). A physician who violates the Ban faces 

imprisonment and other severe penalties. 

15. Even if abortion clinics in the state are able to remain open despite 

this vast reduction in the services they can offer, they are overwhelmed with the 

logistical challenges of attempting to provide abortion care to as many pregnant 

people as possible before they are timed out by the Ban. In fact, MSFC has already 

seen this play out in Texas after S.B. 8—which also bans abortion after 
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approximately six weeks LMP—took effect last September. The chaos caused by 

S.B. 8 made it impossible for MSFC to place residents and student-externs at 

abortion clinics in Texas; their staff members were stretched too thin triaging 

desperate patients to continue providing abortion training, which takes time and 

resources. The influx of Texas patients to abortion clinics in neighboring states like 

Oklahoma—and as far away as Illinois—also increased burdens on those clinics, 

making it virtually impossible for MSFC members to find placements across the 

South and Midwest. Accordingly, MSFC members currently training (or intending 

to train) in Georgia fear—with good reason—that they will not be able to obtain 

training in abortion care and miscarriage management.  

16. Even if some MSFC members are able to find placements for training 

in abortion care up to six weeks LMP, this would be inadequate for future 

physicians to learn the techniques necessary to provide comprehensive, life-saving 

reproductive healthcare. For instance, a physician who has not been trained in 

performing a dilation and evacuation procedure cannot perform an abortion to save 

the life of a pregnant person who has experienced pre-viable, premature rupture of 

membranes at 18 weeks LMP and is at risk of life-threatening hemorrhage. Nor 

would a physician be able to stabilize pregnant patients experiencing acute medical 

crises such as a stroke or a heart attack—which are more common later in 

pregnancy—without appropriate training past the first trimester.  
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17. While some MSFC members may be able to obtain such training in 

the context of miscarriage care, the volume of training opportunities will be 

severely diminished if the Ban remains in effect.  That is not only because the Ban 

criminalizes abortions after six weeks of pregnancy, but because it also bans 

treatment to evacuate a patient’s uterus in the case of inevitable pregnancy loss 

after six weeks.  

18. Additionally, MSFC members fear that they will be criminalized for 

providing medically appropriate abortion care and miscarriage management 

because the Ban’s exceptions for a “medical emergency” and “medically futile” 

pregnancy are exceedingly narrow and unclear, and the Ban prohibits physicians 

from evacuating a pregnancy so long as embryonic or fetal cardiac activity persists. 

Withholding or delaying medically indicated healthcare until a patient’s condition 

has deteriorated to the point prescribed by the Ban places patients’ health and 

future fertility at unnecessary risk and violates the principles of medical ethics.   

19. Finally, the Ban creates confusion for medical schools and contributes 

to challenges MSFC members face in accessing abortion education. In other states 

where abortion bans have taken effect, we have already seen medical schools 

question whether they can continue to provide education about abortion, as well as 

various treatment options that can cause pregnancy loss as a side effect. Further, 

abortion education often entails observational and experiential learning, which the 
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Ban may push out of reach. For instance, when Ohio’s ban on abortion after six 

weeks LMP took effect, Wright State University’s Boonshoft School of Medicine 

canceled a family planning elective because the abortion clinic where the hands-on 

portion of the class took place was forced to cease operating.   

b. The Ban Will Adversely Impact the Overall Quality of Care in 
Georgia 

20. If the Ban remains in effect, ob/gyn programs in Georgia will struggle 

to recruit and retain residents and physicians. There is no doubt that some medical 

students in Georgia will opt to leave Georgia for their residency training because 

they can no longer receive training in the full spectrum of family planning; it is 

equally certain that medical students in other states will be less inclined to apply 

for residency training in Georgia. I frequently hear from MSFC members that their 

decision about which residency programs to pursue are informed by whether strong 

training opportunities in family planning services are available. For instance, an 

MSFC member who would otherwise have ranked a Georgia ob/gyn residency 

program as her top choice last year is instead pursuing her residency training in a 

state where abortion is unlikely to be criminalized. Despite her desire to live and 

practice in Georgia, this MSFC member was concerned that the Ban would 

preclude her from developing the skills needed to provide comprehensive 

reproductive healthcare, including abortion care, and that Georgia hospitals would 

not be a safe or ethical learning environment under the Ban’s threat of liability.  
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21. The Ban will have a long-term impact on the physician and hospital 

landscape in Georgia: Most physicians (57.1%) end up practicing in the state 

where they complete their residency.4 Furthermore, hospitals—especially teaching 

hospitals—rely heavily on residents, and a decrease in the number of residents will 

adversely affect hospitals’ ability to provide quality healthcare, thus harming the 

overall community health.  

22. The Ban also makes residency programs in Georgia less attractive to 

medical students because of the personal threat that they or a loved one will 

become pregnant and then be unable to receive medically appropriate care. 

Especially because medical students and future residents are intimately aware of 

the risks of pregnancy and childbearing, many are unwilling to live in a state where 

they would not be able to access abortion care and other essential reproductive 

healthcare during their childbearing years. Indeed, I have already seen highly 

desirable graduates of prestigious medical schools eliminate states from their 

ranking process for residency due to uncertainty about what the status of abortion 

access will be in a given state. Even world-renowned programs like the ob/gyn 

program at Emory, where MSFC currently has a chapter, will be at risk.  

                                                 
4 America’s medical residents, by the numbers, AAMC (Dec. 1, 2021), available at 

https://www.aamc.org/news-insights/america-s-medical-residents-numbers-0. 
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23. There are competing medical schools in other states that will stand to 

profit off Georgia’s hospitals’ losses. The governors of California, Illinois, and 

Colorado have already indicated an intention to become hubs of public health, 

including comprehensive reproductive healthcare, which will bring enormous 

prosperity to those states. The economic impact will be enormous if Georgia 

medical schools lose their competitive edge, as in many cities in Georgia, hospitals 

support a multi-level, thriving economy.  

24. Georgia is already in the throes of a maternal mortality and morbidity 

crisis that disproportionately impacts Black communities. Because structural 

racism and implicit bias contribute to the disproportionately high rates of Black 

maternal and infant mortality, training and retaining Black physicians—

particularly Black ob/gyns—is crucial to addressing this public health crisis and 

improving outcomes. Georgia hospitals have been critical to this effort. In fact, 

Georgia is home to Morehouse College, one of the top-ranked Historically Black 

Colleges and Universities. But if the Ban precludes medical students and residents 

from receiving appropriate training in the full spectrum of family planning, 

including abortion care, it will deter the most promising physicians from training 

and practicing in Georgia, exacerbating the physician shortage and further 

undermining the availability of high-quality reproductive healthcare in the state. 

This will have devastating public health impacts, all on top of the direct public 
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health impacts of the Ban (and the continuing impact of the COVID-19 pandemic). 

The harm would disproportionately fall on Black Georgians and other 

marginalized communities.  

25. For all of these reasons, allowing the Ban to remain in effect would 

have dire impacts on the health of Georgians who are capable of becoming 

pregnant, and resounding economic consequences.  
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