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Objectives

At the end of the session, participants will be able to:

» Understand the importance of maternal mortality reviews as a
means of identifying underlying causes of maternal death

» Discuss what is being done at a national level to decrease maternal
mortality

» Learn how New Mexico is reviewing maternal deaths and
preliminary findings and recommendations that have come out of
the review process

» Recognize the importance of maternal mortality reviews as a
means of examining disparities to inform prevention strategies and
to improve maternal health inequities



Background




Every Maternal Death is a Tragedy

700

Each year in the U.S., about 700 women die as a
result of pregnancy complications

Sourced from: https://www.cdc.gov/reproductivehealth/maternal-mortality/pregnancy-mortality-surveillance-system.htm
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National Data Sources
| ous: Maternal Mortalty Rate |
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maternal mortality o
(through CDC): '- -
» National Center for | s
Health Statistics ” e
(NCHS): birth, 0
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» Pregnancy Mortality | | | et
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reporting
Sources:

+ Maternal Mortality Rate — CDC WONDER. http://wonder.cdc gov/ucd-icd10.html
* Pregnancy Related Mortality Ratio — PMSS. http://www cdc gov/reproductivehealth/maternalinfanthealth/pmss html



Definitions

Pregnancy-associated death:
The death of a woman while pregnant or within one year of the

end of pregnancy, irrespective of cause.

PREGNANCY- ?
ASSOCIATED

Pregnancy-related death: DEATH
The death of a woman while pregnant or within one year
of the end of pregnancy from a pregnancy complication,
a chain of events initiated by pregnancy, or the
aggravation of an unrelated condition by the physiologic
effects of pregnancy,.

Pregnancy-related
death

Pregnancy-associated,
but not related death

Pregnancy-associated but NOT related death:
The death of a woman during pregnancy or within on year
of the end of pregnancy from a cause that is not related to
pregnancy,.

SRS

Sourced from: MMRIA Facilitation Guide and Review to Action https://reviewtoaction.org/content/mmria-committee-
facilitation-guide
Graphic from: South Dakota Department of Health https://doh.sd.gov/statistics/maternalmortality.aspx
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U.S. Pregnancy-Related Mortality,1999-2015
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Sourced from: https://www.cdc.gov/reproductivehealth/maternal-mortality/pregnancy-mortality-surveillance-system.htm
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Native American/Alaska Native and Black Women
2-3 Times higher prevalence of Pregnancy-Related
Deaths (compared to White)

PREGNANCY-RELATED DEATHS

PER 100,000 LIVE BIRTHS
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White Women American Indian/ Black Women
Alaska Native Women
MMWR (¢ Full report: bit.ly/maternaldeath_

Sourced from: https://www.cdc.gov/reproductivehealth/maternal-mortality/pregnancy-mortality-surveillance-system.htm, and
Petersen, EE et al. Racial/Ethnic Disparities in Pregnancy-Related Deaths-United States, 2007 - 2016
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Pregnancy-Related Mortality Ratios by
Educational Attainment, 2007-2016
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Petersen E et al. Racial/Ethnic Disparities in Pregnancy-Related Deaths — United States, 2007-2016.
MMWR. Sept. 6, 2019. vol 68. no 35.




Pregnancy-related deaths by age, U.S.
2007-2016
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Source: CDC website: https://www.cdc.gov/reproductivehealth/maternal-mortality/disparities-pregnancy-related-
deaths/infographic.html
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Rural Disparities: 9% greater probability of severe ma
morbidity and mortality, compared with urban residen

Likelihood of severe maternal morbidity and mortality in the US, by selected

characteristics, 2007-15

Rural (ref: urban)

Year (continuous)

Age (continuous)

Insurance payer (ref: private)
Medicaid
Uninsured/self-pay/other

Race/ethnicity (ref: non-Hispanic white)
Non-Hispanic black
Hispanic
Asian/Pacific Islander
American Indian/Alaska Native
Unknown/other

Bottom national quartile of income
(ref: top three quartiles)

Census region of hospital (ref: South)
Northeast
Midwest
West

Source: Kozhimannil KB. Health Affairs. 2019 Dec; Vol.38, No.12.
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National
Response




What is the CDC Doing to support states?

National pregnancy-related mortality surveillance to better understand the ris
and causes of pregnancy-related deaths in the United States. Findings are releas
in the scientific literature and on the CDC Web site.

Enhancing Reviews and Surveillance to Eliminate Maternal Mortality (ERASE MM)
agencies and organizations that coordinate and manage Maternal Mortality Review
Committees to identify, review, and characterize maternal deaths; and identify preve
opportunities.

Perinatal quality collaboratives (PQCs) are state or multi-state networks of teams work
to improve the quality of care for mothers and babies. PQC members identify health car
processes that need to be improved and use the best available methods to make ch
quickly as possible.

CDC Levels of Care Assessment Tool (CDC LOCATe) is a survey tool to helpstat
jurisdictions create standardized assessments of levels of maternal and neona



https://www.cdc.gov/reproductivehealth/maternalinfanthealth/pmss.html
https://www.cdc.gov/reproductivehealth/maternal-mortality/erase-mm/index.html
https://www.cdc.gov/reproductivehealth/maternal-mortality/erase-mm/index.html
https://www.cdc.gov/reproductivehealth/maternalinfanthealth/pqc.htm
https://www.cdc.gov/reproductivehealth/maternalinfanthealth/cdc-locate/index.html

Maternal Mortality Review Committees (MMRCs) rely on
multiple information sources

The Role of the MMRC Maternal Mortality Review Committees

CDC—National Center CDC - Pregnancy Mortalit
for Health Statistics G y Death certificates linked to fetal death and

Surveillance System (PMSS) : g 5 :
(NCHS) birth certificates, medical records, social
service records, autopsy, informant
interviews...

Death certificates linked to fetal

Data Source Death certificates 3 -2
death and birth certificates

Time Frame

During pregnancy - 365 days

During pregnancy — 42 During pregnancy — 365 days

days
Sou.r'ce qf ICD-10 codes Medical epidemiologists (PMSS- Multidisciplinary committees
Classification MM)
Purpose Show naFional trgnds Apalyze Flinical factors . Understand medical and non-medical
and Provude§ basis for a§socuateq with deaths, publish contributorsto deaths, prioritize
international information that may lead to - ; <
comparison prevention strategies interventions that effectively reduce

maternal deaths
Sourced from: St Pierre A, Zaharatos J., Goodman D, Callaghan W.M., Challenges and opportunities in identifying, reviewing, and préventing
maternal deaths, Obstetrics & Gynecology, 2018, 131{1):p. 138-142




Maternal Mortality Review...

IS IS NOT

»Ongoing anonymous and » A mechanism for assigning
confidential process of data blame or responsibility for any
collection, analysis, death

interpretation and action » A research study

»Systematic process guided
by policies, statutes, rules,
etc.

» Peer review
»An institutional review

» A substitute for existing
mortality and morbidity
inquiries

»Intended to move from data
collection to prevention
activities

Source: Berg, C., Danel, I., Atrash H., Zane, S. Bartlett, L. (Eds.). Strategies to reduce pregnancy-r
and review to action. Atlanta: Centers for
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Enhancing Reviews and Surveillance to
Eliminate Maternal Mortality (ERASE MM)

» Support for MMRCs
» CDC has made 24 awards, supporting 25 states

» This funding directly supports agencies and organizations
that coordinate and manage MMRCs to identify, review, and
characterize maternal deaths, and identify prevention
opportunities.

This activity supports a
nationwide approach to
collecting and sharing
data on maternal
deaths




Existing Cs
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In 2011, 19 CDC standardized MMRCs operated in the U.S.
Currently, 47 MMRCs exist in the U.S.



Tools and Resources for MMRCs

» Maternal Mortality Review Information
Application (MMRIA, or “Maria”): data system designed to
facilitate MMRC functions through a common data
language; brings together data across jurisdictions for a
comprehensive picture of the problem

» Review to Action: website for promoting best practices in
maternal mortality review and connects jurisdictions with
an established MMRC (also a resource for those
jurisdictions without an MMRC)
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- I - I Vg = ,I/ \\\\
MMRIA REVIEW © ACTION
* ) L] l i MATE“HAL WORKING TOGETHER TO PREVENT
» MORTALITY REVIEW MATERNAL MORTALITY

INFORMATION APP b 8-

-



MMRIA: A Common Language for MMRCs *
‘s MA

Updated 08/25/2020
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Guiding Questions for Review Committees

» Was the death pregnancy-related?

» What was the underlying cause of
death?

» Was the death preventable?

» What are the contributing factors to .
the death? %&

» What specific and feasible actions
might have changed the course of
events?

Sourced from: Review to Action (https://reviewtoaction.org/)



https://reviewtoaction.org/

MATERNAL MORTALITY REVIEW COMMITTEE DECISIONS FORM v20

REVIEW DATE RECORD ID #

PREGNANCY-RELATEDNESS: SELECT ONE

|_.| PREGMAMCY-RELATED
A death during pregnancy or within one year of the end of
pregnancy from a pregnancy complication, a chain of events
initiatad by pregnancy, or the aggravation of an unrelated
condition by the physiclogic effects of pregnancy

[ | PREGNANCY-ASSOCIATED, BUT NOT-RELATED
A death during pregnancy or within one year of the end of
pregnancy from a cause that is not related to pregnancy

[] PREGNAMCY-ASSOCIATED BUT UNABLE TO DETERMINE
PREGNANCY-RELATEDMESS

[_] MOT PREGNAMCY-RELATED OR-ASSOCIATED
(i.e. false positive, was not pregnant within one year of death)

ESTIMATE THE DEGREE OF RELEVANT INFORMATION
(RECORDS) AVAILABLE FOR THIS CASE:

[JcompLETE
All records necessary for
adequate review of the
case weare available

[ ] SOMEWHAT COMPLETE
Major gaps (i.e. information
that would have been crucial
to the review of the case)

|:| MOSTLY COMPLETE
Minor gaps (i.e. information
that would have been
beneficial but was not
essential to the review of
the case)

[ ] NOT COMPLETE
Minimal records available for
review (i.e. death certificate
and no additional records)

Cl nia

DOES THE COMMITTEE AGREE WITH THE
UNDERLYING* CAUSE OF DEATH
LISTED ON DEATH CERTIFICATE?

ves (no

*Underlying cause refers to the disease or injury that initiated the chain of events leading to death or the circumstances of the accident or violence which produced the fatal injury.

COMMITTEE DETERMINATION OF CAUSE(S) OF DEATH

IF PREGNANCY-RELATED, COMMITTEE DETERMINATION

OF UNDERLYING®

Refer to page 3 fo

UNDERLYING*

CONTRIBUTING

IMMEDIATE

SE OF DEATH

or PM5S5-MM cause of death list.

OPTIOMAL: CJ

OTHER SIGNIFICANT

COMMITTEE DETERMINATIONS ON CIRCUMSTANCES SURROUNDING DEATH

DIb OBESITY CONTRIBUTE TO THE DEATH? (dves [eroeasy [Ino Clumknows
DID DISCRIMINATION CONTRIBUTE TO THE DEATH? |_|veEs [ |proeasly [ |no [ |umknoww
DID MENTAL HEALTH CONDITIONS OTHER THAN _ _ i
SUBSTANCE USE DISORDER CONTRIBUTE TO [Jves [|eroBaBLy [ |No [ JUNKNOWN
THE DEATH?
DID SUBSTANCE USE DISORDER CONTRIBUTE —

Oves [eroeasy [wo LN KNOWN
T THE DEATH? —

MANMNER OF DEATH

WAS THIS DEATH A SUICIDE? Clves [Jerosasey [Jno  [Jumknows

WAS THIS DEATH AHOMICIDE?

IF ACCIDEMNTAL

HOMICIDE, OR SUICIDE,

LIST THE MEAN
FATAL INJURY

IF HOMICIDE, WHAT WAS
THE RELATIONSHIP OF
THE PERFETRATOR TO
THE DECEDENT?

Ono

[Jves [JproeasLy

DEATH, FIREARM [CIraLL
SHARP INSTRUMENT __|PUNCHING/
s OF BLUNT INSTRUMENT KICKING/BEATING
POISONING/ [ |ExPLOSIVE
OVERDOSE j DROWNING
[JHANGING/ FIRE OR BURNS

STRANGULATIONS

[ IMOTOR VEHICLE
SUFFOCATION

NO RELATIONSHIP
PARTMER
EX-PARTMER

[ |OTHER RELATIVE

[_]ACQUAINTANCE
[]OTHER, SPECIFY:

Junknown

[IINTENTIONAL
MEGLECT
[JoTHER, sPECIFY:

Clunknown
[ |NOT APFLICABLE

[Junknown
[IMOT APPLICABLE




MATERNAL MORTALITY REVIEW COMMITTEE DECISIONS FORM v20

COMMITTEE DETERMINATION OF PREVENTABILITY

A death is considered preventable if the committee determines that there was
at least some chance of the death being averted by one or more reasonable
changes to patient, family, provider, facility, system and/or community factors.

Clves

[ sooD cHANCE
[Ino cHANCE

CIND

[]somME cHANCE
[JUNABLE TO DETERMINE

WAS THIS DEATH PREVENTAEBLE?

CHAMCE TO ALTER OUTCOME

CONTRIBUTING FACTORS AND RECOMMENDATIONS FOR ACTION (Entries may continue to grid on page §)

CONTRIBUTING FACTORS WORKSHEET
What were the factors that contributed to this death?
Multiple contributing factors may be present at each level

RECOMMEMDATIONS OF THE COMMITTEE
If there was at least some chance that the death could have been averted, what were the specific and
feasible actions that, if implemented or altered, might have changed the course of events?
LEVEL COMMITTEE RECOMMENDATIONS
&n?)
ntributing factors.

LEVEL EXPECTED IMPACT

DESCRIPTION OF ISSUE CONTRIBEUTING
i {chooze balaw)

(enter a description FACTO
tributing factor

PREVENTION
{ e bl

Map re

CONTRIBUTING FACTOR KEY DEFINITION OF LEVELS PREVENTION TYPE EXPECTED IMPACT

(DESCRIPTIONS ON PAGE 4)

+ Accessifinancial

+ Adherence

+ Assessment

+ Childhood abusa/
trauma

+ Chronic disease

+ Clinical skill/
guality of care

+ Communication

+ Continuity of care/
care coordination

+ Cultural/religious

+ Delay

+ Discrimination

+ Environmenital

+ Equiprnant/
technology

+ Interpersonal
racism

+ Knowledge

+ Law Enforcerment
+ Legal

+ Mental health

conditions

+ Dutreach

+ Policies/proceduras
+ Referral

+ Social support/

izolation

+ Structural racisrm
+ Substance use

disorder - aleohal,
illicit/preseription
drugs

+ Tobacco use

+ Unstable housing
+ Violenca

+ Other

+ PATIENT/FAMILY: An individual before, during

or after a pregnancy, and theair farmily, internal or
external to the household, with influence on the
individual

+ PROVIDER: An individual with training and

expertise who provides care, treatment, and/or
advice

+ FACILITY: A physical location where direct care is

provided - ranges from small elinics and urgant
care centers to hospitals with trauma centers

+ SYSTEM: Interacting entities that support services

before, during, or after a pregnancy - ranges from
healthcare systems and payors to public services
and programs

* COMMUNITY: A grouping based on a shared

sense of place or identity - ranges frorm physical
neighborhoods to a community based on common
interests and shared circumstances

+ PRIMARY: Prevents the

contributing factor before it ever
OCCUrs

SECONMDARY: Reduces the
impact of the contributing factor
once it has oceurred

{i.e. treatment)

« TERTIARY: Reduces the impact

or progression of what has
bacame an ongoing contributing
factor (le. management of
complications)

+« SMALL: Education/counseling

{community- and/or provider-based
health promotion and education
activities)

MEDIUM: Clinical intervention and
coordination of care acrass continuum
of well-wornan visits (protocols,
prescriptions)

* LARGE: Long-lasting protective

intarvention (improve readiness,
recognitien and response to obsetetric
ermergencies/LARC)

« EXTRA LARGE: Change in context

(promote environments that support
healthy livingfensure available and
accessible sarvices)

+ GIANT: Address social determinants of

health (poverty, inequality, ete)




New Mexico




\
New Mexico’s Maternal Mortality Review Hi

*1998 - DOH regulations created to establish an MMRC

*1999-2008 - A number of attempts to establish MMRC over the years- some successful but short
one rendition put out the seatbelt campaign of the 2000’s

*2015 - Bill introduced in NM Senate to create MMRC with added member protections-> did not get
of committee

*2016 - NM MMRC Task Force convened to discuss barriers to a NM MMRC and help to draft bill to
legislate the need for an MMRC

*2017 - Senate bill introduced by Senator Rodriquez -> passed legislature but vetoed by Governor;
NMDOH supported the bill in concept, proceeded with development of NM MMRC working off the 1998
regulations.

*2018 - Official NM MMRC formed with 3 meetings for the year —> reviewed all 2015 deaths
*2019 - Bill passed in Rocket Docket session (could not be done in 2018 short-session)

*2021 - Proposing amendments to fix problems with 2019 statute in the 2021 legislative s



New Mexico MMRC Scope, Mission, and Vision

Scope:

To review all pregnancy-
associated deaths of
women with indication of
pregnancy up to 365 days,
regardless of cause.

Mission:

The mission of the New
Mexico Maternal Mortality
Review Committee is to
identify and review

maternal deaths caused by from preventable causes

pregnancy complications
and other factors, to
identify remediable
problems contributing to
maternal deaths, and to
develop interventions to
reduce these deaths.

Vision:
To advance the safety and
well-being of pregnant and
postpartum women in New
Mexico by reducing deaths



Committee

Academic Institutions

Mem be rShip » Behavioral Health Agencies

Elood Banks

» Community-Based Doula Program
Federally Qualified Health Centers
FIMR/CDR Programs
Healthy Start Agencies
Homeless Services
Hospitals/ Hospital Associations
Private and Public Insurers
Professional Assoc. State Chapters
Rural Health Associations
State Medical Society
State Medicaid Agency
State Title V Program

State Title X Frograms

» Tribal Organizations
» Violence Prevention Agencies

Anesthesiology
» Community Advocate
» Community Birth Workers
Family Medicine
Forensic Pathology
Maternal Fetal Medicine! Perinatology
Murse Midwifery
Obstetrics and Gynecology
» FPatient/Family Advocate
Patient Safety
FPerinatal Nursing

Psychiatry

Public Health

» Social Work

Addiction Counseling

Cardiology

Clergy
»Community Leadership

Critical Care Medicine

Emergency Responzse

Epidemiology

Genetics

Home Mursing

Law Enforcement

Mental Health Provider

MNutrition

FPharmacy

Public Health Nursing

Cuality/Risk Management



NM Process Flow

IDENTIFY DEATHS
Vital records
Data linkage

ICD codes

Obtain Records

Pregnancy checkbox

MATERNAL MORTALITY
REVIEW COMMITTEE

Preventability
Contributing Factors
Recommendations

DEVELOP CASE SUMMARY
De-identify case

Data entry into MMRIA




New Mexico Data (2015-2017)

+

» 58 maternal deaths occurred in New
Mexico, 2015-2017

» 17 pregnancy-related
» 41 pregnancy-associated, not related
» 74% of all deaths preventable




Demographic Characteristics, 2015-2017

NM Maternal NM Births
Deaths %
%

Age
<20 12 8
20-29 47 56
30-34 24 23
35+ 17 13
Race/Ethnicity
White 36 28
Hispanic 40 56
American Indian 19 12
Black 3 2
Multiple Races 2




Demographic Characteristics (cont’d)

%

Insurance*

Medicaid 86
Private 10
Other 4
Residence location

Rural 55
Urban 45
Parity

0 26
1 23
2+ 51

*72% of NM births covered by Medicaid




Demographic Characteristics (cont’d)
%
Substance use contributed to death*

No 52
Yes/Probably 48
Mental health contributed to death

No 55
Yes/Probably 45
Timing of death related to pregnancy

During pregnancy 24
<43 days postpartum 17
43+ days postpartum 59

*Determined in case review, committee determination




Causes of Maternal Death by
Pregnancy-Relatedness, 2015-2017

Motor vehicle crash

Mental Health

Other injury

Embolism ® Pregnancy-relate

Infection

B Pregnancy-associate

Cardiac
not related

Hemorrhage
Other medical

Unknown

o
R
Ul
R

10% 15% 20%



New Mexico Data Summary

» New Mexico MMRC highlighted specific common causes of
death - motor vehicle crashes, mental health, substance use

» ldentified multi-faceted prevention recommendations -
patient, provider, hospital, system, community factors
» Future work to focus on:
» Data dissemination and collaboration with key stakeholders
» Implementation/prioritization of effective prevention strategies

» ldentification and reduction of disparities; closer examination of
racism and discrimination

» Utilize current resources such as ECHO/AIM and regulatory groups to
facilitate coordinated care across the state



Committee Recommendations

» NM MMRC processing 200+ individual
recommendations

» Consolidated recommendations into categories and
issue areas

» Will then identify priorities and “who” could focus on
issues

» Assign levels: patient/family, provider, hospital,

systems, community R'ﬁ. n




Clinical Recommendations Access/Delivery Recommendations |Community Recommendations
Area:

vV Vv vV v v v v v Vv

v

Blood Products
Cardiology
C-section

Embolism

Ethics

Hemorrhage
Hypertension
Infection

Narcotic Prescribing

Resource Sharing
(Clinicians)

Screening

Unconscious Bias

vV v v VvV

v

Care Coordination

Domestic Violence

Electronic Medical Record (EMR)

Systems
Emergency Care
Home Visiting

Insurance

Mental Health, Behavioral Health,
and Substance Use Disorders

Reproductive Health

Resource Sharing (at Health Care

Facilities)

Rural Care

>
>
>
>

Forensics
Housing
Incarceration

Motor Vehicle Safety



Preliminary Recommendations

(not priority list or in specific order)

» Improve motor vehicle safety during pregnancy and postpartum

» Increase mental health and substance use screening and access
to treatment (including increasing number of behavioral health
providers and providers trained in opiate replacement therapy)

» Extend pregnancy-related Medicaid coverage for up to 1 year
postpartum

» Improve coordination of perinatal care and resource sharing
across health systems

» Increase education to non-obstetric providers (with focus on
emergency services providers) about identifying and caring for
pregnant and postpartum women

» Improve access to care and resources in rural areas



Incorporating an

Equity Framework
&

ldentifying Racism
and Discrimination




An African American woman
with an advanced degree
is more likely to experience a

preventable, pregnancy-related
death than a white woman who
never finished high school.

Source: CDC: https://www.cdc.gov/media/releases/2019/p0905-racial-ethnic-disparities-pregnancy-deaths.html




Incorporating an Equity Framework in
the MMRC: Case example...

“28yo G3P3 Black female, 7 days post partum presents to ED with se
headache, nausea, and severe range blood pressures. She is treated w
oral BP medication and discharged home. Dies of stroke.”

» Easy to identify gaps/deficits in clinical care and recommend clinical
management

» Easy to consider and imagine influences of social factors

» Difficult to identify biases in care, influence of race, economics,
background, language barriers, and other social and community f
from available data.



Barriers to Addressing Social Factors in
Review Process

» Emphasis on medical care and management in abstraction and revi
» Pursuing ‘proof’ for causes and contributing factors

» Inequities are apparent at the aggregate level, but committee decisi
look at the individual

» Lack of patient voice, family perspective without in-depth interviews
» Difficult to talk about race, systemic racism, bias, and social inequiti



Questions to focus review of racism and
related contributing factors

1. Was she at risk of harm from racial bias, poverty, other
social factors?

2. Were there any protective factors in place for those risks?
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In the records: We pay close attention to key words, phrases and situations
in all of the records we receive.

Consistent mention of
issue (e.g. drug use) in
notes indicating a
deficit model not
strength-based

Key words: “refusing
to cooperate” “not
making eye contact”
“being non-
compliant” *not
wanting to do...”

Providers' failure to
assess for other
causes of presenting
issues (e.g. besides
drug use)

“No show" to multiple
appointments

Multiple ED, urgent
care, PCP visits for the
same/similar
complaints in a short
period

Facility/agency lack

of established
behavioral health

protocols/supports

Lack of referrals to
allied health
professionals

Delays in diagnosis,

treatment, finding

Providers not looking

at corresponding lab

values versus making
assumptions

Expect bias whenever
there is SUD, CPS,
homelessness, etc.



Trigger Tool: 7

REVIEW tc ACTION

One Example* Szt

Please note any of the following disparities observed in any of the materials
reviewed as part of the case record.

Negative patient/provider/facility interaction
(stigmatizing language, dismissing concerns, case notes suggest provider/facility conflict)

1

Excessive gatekeeping

2 (inability to reach provider, leaving messages, etc.)

Indicated labs not ordered / delayed labs ordered

4 Leaving against medical advice

5 Repeated ED visits in short time frame (for urgent care)

Cultural incompetence

6 (lack of translator, awareness of other culture)
7 Lack of access to health care before, during, and after pregnancy
(structural bias)
8 Treatment decisions and recommendations inconsistent with best practices
8a. Over-treatment 8b. Under-treatment
8c. Delay in treatment 8d. Inadequate pain management

8e. Assumptions about patient’s adherence to treatment

af. Other, please specify

From the record review, do you perceive that any of these factors might have
impacted this woman’s course? ™**Select all that apply

YES | NO | UNK YES | NO UNK
Racial/ethnic Gender
Age Weight
Income Socioeconomic
Im!'nigl'at_ion status/ Language
Citizenship
Disability
Other, please specify:
None

*In development by the Texas Maternal Mortality Review Committee

Source: Howell, E. Using MMRIA To Document Discrimination and Racism. 2019



https://reviewtoaction.org/content/using-mmria-document-discrimination-and-racism

|ldentifying Racism and Discrimination as
Contributing Factors in Pregnancy-Related Deaths

COMMITTEE DETERMINATIONS ON CIRCUMSTANCES SURROUNDING DEATH
DID OBESITY CONTRIBUTE TO THE DEATH? [l YES [] PROBABLY [] NO [ UNKNOWN

DID DISCRIMINATION CONTRIBUTE TO THE DEATH? [] YES [ PROBABLY [] NO [] UNKNOWN

DI MENTAL HEALTH CONDITIONS OTHER THAN
SUBSTANCE USE DISORDER CONTRIBUTE TO [l YES Ll PROBABLY [ NO [] UNKNOWN
THE DEATH?

DID SUBSTANCE USE DISORDER CONTRIBUTE ] YES 1 PROBABLY [] NO [] UNKNOWN
TO THE DEATH?



Case Against the Term “Bias”

» “Bias” is a default term -> loses culpability in conversation, while
“discrimination” is stronger and clearer

» Terminology needed to be inclusive, but balanced with legacy of
racism

» In some state MMRCs, racism is rarely discussed, and members are
unfamiliar with identifying racism or would be uncomfortable calling
it out if given another option

» Need to show leadership in describing what is going on in maternal
care in the U.S. for black/native women, while not assuming all
discrimination in maternal care is racial (e.g. insurance-type, marital
status, sexuality, disability, etc.)

From CDC Dec 2019 presentation by E. Howell: “CDC-MMRIA Bias Working Group”



Contributing Factors

CONTRIBUTING FACTOR KEY (DESCRIPTIONS ON PAGE 4)

-Access/financial
«Adherence
«Assessment
-Childhood abuse/
trauma

«Chronic disease
«Clinical skill/
quality of care
«Communication
-Continuity of care/
care coordination
«Cultural/religious
-Delay

«Discrimination
Environmental

-Equipment/technology
Interpersonal racism

-Knowledge
-Law Enforcement
«Legal

-Mental health conditions

«Outreach
-Policies/procedures
-Referral

«Social support/isolation

«Structural racism

«Substance use

disorder - alcohol,

illicit/prescription
drugs

«Tobacco use
“Unstable houfing
-Violence

«Other

DISCRIMINATION
Treating someone less or more favorably based on the group,
class or category they belong to resulting from biases,
prejudices, and stereotyping. It can manifest as differences in
care, clinical communication and shared decision-making.
(Smedley et al, 2003 and Dr. Rachel Hardeman)

INTERPERSONAL RACISM
Discriminatory interactions between individuals based on
differential assumptions about the abilities, motives, and
intentions of others and resulting in differential actions toward
others based on their race. It can be conscious as well as
unconscious, and it includes acts of commission and acts of
omission. It manifests as lack of respect, suspicion,
devaluation, scapegoating, and dehumanization. (Jones, CP,
2000 and Dr. Cornelia Graves).

e

STRUCTURAL RACISM
The systems of power based on historical injustices and
contemporary social factors that systematically disadvantage
people of color and advantage white people through inequities
in housing, education, employment, earnings, benefits, credit,
media, health care, criminal justice, etc. — (Adapted from
Bailey ZD. Lancet. 2017 and Dr. Carla Ortique)



Sample Recommendations for MMRCs

To Address Discrimination, Structural Racism, and Interpersonal
Racism as Contributing Factors to Maternal Death

Sample Recommendation of the Committee

Provider OB clinicians should provide referrals to
supportive community resources during
aceording 1o neea. . Meaith Equity | B
Provider  All providers should utilize official translation

services to communicate with non-English
speaking patients during all healthcare visits.



Level Sample Recommendation of the
Committee

Community

Community

Community members should be included
on all state MMRCs to ensure the patient
perspective and lived experience is
iIncorporated into the process

Community members should be equitably

compensated for their involvement on
MMRCs



Sample Recommendation of the Committee

Facility Hospitals should mandate comprehensive
communication training addressing implicit bias,
wonosmansle. Ywen, €XpIicit bias, racism, and shared-decision making
training for all healthcare professionals

Facility Hospitals should work with community members and
organizations to design policies and procedures to
respond to reports of bias, racism, and disrespect.

Facility Facilities should assess patient education materials,
7=y photography and artwork in public spaces, furniture,

Recognizing and Health Equity

A and signage to ensure a positive reflection of diversity




Sample Recommendation of the Committee

System State governments should improve temporary
housing programs for pregnant and postpartum
women

System State governments should expand Medicaid to
Include coverage for specialists for high-risk
patients during prenatal, delivery, and postpartum
care.



Questions’

Thank you!

Contact us:
Eirian Coronado: eirian.coronado®@state.nm.us

Katrina Nardini: knardini@salud.unm.edu
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